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ABSTRACT: The purpose of this cross-sectional study was to examine holistic patient
outcomes for terminally ill cancer patients, as well as to examine whether different care patterns
affect patient outcomes differently. Holistic patient outcomes were measured by the patients’
quality of life, satisfaction with care, and cost of care. A purposive sampling of 224 subjects
including 123 patients and 101 nurses was drawn from four medical centers in Taiwan. Among
these settings, various care patterns were adopted and categorized into 4 groups: hospice
inpatients, hospice team consultation, home hospice care services, and a conventional acute care
group. Results showed that hospice inpatients had a higher quality of life, a higher level of
satisfaction with the care and a lower average inpatient cost, whereas conventional care tended
to have the highest length of hospital stay. Home hospice care patients had better psychological
well-being than those with other care patterns. In addition, nurses' work satisfaction with the
inpatients care unit tended to be significantly higher than with the other groups. The study
findings not only provide an instrument for evaluating the quality of care, but also contribute to
identifying patterns of care that will influence the dying process, which can only be beneficial
for patients. Given the wide variety of healthcare services available now, understanding and
selecting the most effective care patterns to enhance patient out-comes is of utmost importance
in Taiwan.
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Introduction

Rapidly changing economic conditions and the implementation of National Health
Insurance (NHI) in Taiwan have dramatically altered the healthcare environment. The future of
healthcare professionals will be decided by the outcomes of the implementation of National
Health Insurance patient care, which is the result of cost and quality of care (Yang & Yin, 1999).
Outcomes are the result of care, or measurable changes in the health status or behavior of clients
(Harris, 1991). Measurement of the outcomes of care is a component of both care evaluation
and care planning. Patient outcome-focused quality evaluation is thus a crucial approach to
ensuring quality of care. There are numerous studies on outcome-focused quality evaluation or



measurement (Nissen et al., 2000; Yang, Simms, & Yin, 1999, August 3). Few attempts,
however, have been made to carry out systematic evaluations of the overall effects of terminal
patient care.

As in most developed countries, cancer is one of the main causes of death in Taiwan. The
mortality rate for incurable cancer is around 50, and the quality of life of these patients will
eventually diminish (Smeenk et al., 1998). Quality of life is an underlying goal of quality of
care for patients and their families while maximizing comfort and maintaining dignity in the
terminal phase (Ferrell, 1998). Quality of life is also the holistic outcome of concern, and
includes physical, psychological, social, financial, legal, and spiritual aspects (McMillan &
Mahon, 1994). Recently, the value of quality of life for patients has been increasingly
recognized among health care professionals (Mast, 1995). Yang (1999) further noted that
quality of life outcome measurements might be more appropriate for cancer patients at the end
of life.

Despite this, most cancer patients in their terminal stage are still receiving highly technical,
depersonalized conventional care in acute care settings in Taiwan. Among them, patterns of
care vary; some of them are inspired by the philosophy of hospice and some are not. However,
many studies have found that people in the last phase of life often need a very different care
pattern than what is currently available in the acute care system (Dawson, 1991; Henley, Curzio,
& Hunt, 1997; Hinton, 1979; Law, 1997; Parkes, 1985; Seale, 1991). Hospice-inspired care
encompasses a wide variety of services, provided by various professionals and volunteers in
multiple settings with different care patterns, such as home hospice care, inpatient hospice care
and hospice team consultations (Andershed & Temestedt, 1997; O’Henley, Curzio, & Hunt,
1997). Many investigators in the past decade have compared patterns of care for terminal cancer
patients on outcome variables such as emotional well-being (Parkes & Parkes, 1984), family
morbidity (Cameron & Parkes, 1983), activities of daily living (Kane, Bernstein, Wales,
Leibowitz, & Kaplan, 1982), pain and symptoms (Parkes, 1979), quality of life (Greer et al.,
1986), satisfaction with care (Dawson, 1991), and number of inpatient days and cost
effectiveness (Amado, Cronk, & Milio, 1979).

Although outcomes are key to understanding the effectiveness of patient care (Sousa,
1999), the effectiveness of these patterns of care nonetheless has been largely overlooked in the
empirical evaluation of these populations in Taiwan. Since hospice-inspired care is in its
infancy in Taiwan's health care system, the study thus attempts to examine the effectiveness’ of
current care patterns for terminally ill cancer patients in medical centers in Taiwan, and the
factors influencing such effectiveness. Specifically, the study examined (1) holistic patient
outcomes for terminally ill cancer patients as measured by satisfaction with care, quality of life
and cost of care; (2) the effects of characteristics of patients, nurses, and organization on patient
outcomes; (3) the effects of care patterns on nurses' work satisfaction and patient outcomes; and



(4) the effect of nurses' work satisfaction on patient outcomes.

Conceptual Framework

The main research question was: What is the impact of different hospice care patterns on
outcomes of care for terminal patients, as opposed to those of conventional care? It was
hypothesized that characteristics of patients, nurses and organization as well as patterns of care
affect holistic patient outcomes, and nurses’ work satisfaction all have some impact on this
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Method
Design and Sampling

A cross-sectional study design was used to perform this study. A purposive sampling of
224 subjects including 123 patients and 101 nurses was drawn from five medical centers located
in the areas of north, central, and south Taiwan. Among these settings, two provide both
inpatient hospice care and home hospice care services, and one provides both home hospice
care and an inpatient hospice team consultation (symptom control), one provides home hospice
care, and one has no hospice program except acute care. Patient subjects were receiving hospice
inpatient care (n =26,21.1% ), hospice team consultations {n = 36, 29.2%), home hospice care
{n = 23, 18.6%) and conventional acute care (n = 38, 30.995). Nurses were all primary nurses
who were taking care of these patients through hospice inpatient care (n = 25, 24.8%), hospice
team consultations (n = 35, 34.6%), hospice home care {n = 12, 11.9) and acute care (n = 29,
28.7%). To be included, patients had to be over the age of 18, conscious, had to have a
diagnosis of cancer and a prognosis of less than six months life left (a requirement for
admission to hospice care). In addition, patients and their primary nurses had to be able to
respond, as well as consent, to participation in this study.

Instruments and Scaling Procedures
Three major instruments used to collect data for the study were (1) Patients’ Quality of Life;



(2) Satisfaction with Care; and (3) Nurses' Work Satisfaction. Since the above three measures
are primarily qualitative and subjective in nature, procedures of scaling require judgments of
intensity or strength of perception. These were all measured by magnitude estimation. This
procedure avoids the use of preset rating dimensions (Wills & Moore, 1994). It was produced
through items ranging from 0 to 100.

In addition, instructions were given which emphasize that the subjects' responses should be
proportional to the intensity of experienced subjective states. For the purposes of the precise
representation of the study data, two indices, ICC (Intraclass Correlation Coefficient) and
Cronbach's «a, were used to test the reliability of the instrument. These reliability indices
estimate the internal consistency or homogeneity of a measure composed of several items or
samples (Knapp, 1999). A jury of six panel experts examined the instruments to assure their
content and face validity. The three structured questionnaires were described as follows:

1. Quality of Life was a 29-item rating scale including (1) physical well-being, which focuses
on strength, working, appetite, eating, sleeping and sexual activity; (2) physical symptoms,
including pain, nausea, vomiting, alopecia and fatigue; (3) psychological well-being; including
recreation, life satisfaction, feeling useful, sup-port of family, friends, and health care workers,
and a feeling of control over life and health; and (4) financial well-being, relating to worry over
medical costs, living expenses, and work. It was adapted from the Sendera Quality of Life Index
(SQLI), which is a 25-item scale that requires the respondent to make a single mark on a
100-mm line to answer each item (McMillan & Mahon, 1994). According to McMillan and
Mahon (1994), the instrument was not specifically designed for hospice patients, yet it appears
to assess the factors that would be at issue for dying patients who met the criteria for the study
sampling. The instrument used for this study was translated and back translated to examine its
validity. Reliability of the instrument was 0.823 for Cronbach's «, and 0.758 for ICC value (95
9%Cl =0.688 - 0.818).

2. Patient Satisfaction with Care was measured by a single item to capture patients'
psychometric satisfaction. Reliability of this scale was 0.7614 for Cronbach’'s «, and 0.389 for
ICC value (95%CI =0.3014-0.4853).

3.Nurses ' Work Satisfaction was a 20-item scale measuring work-related variables. It was
adapted from Yang's (1991) study, which includes autonomy, communication with physicians,
co-workers, direct superiors and other professionals, feedback from patients and families, work
content, workload, pay and fringe benefits, scheduling, the amenities of the care setting,
advancement opportunities, professional growth opportunities and overall satisfaction with their
current work of caring for cancer patients. Reliability for the Nurses' Work Satisfaction Scale
was 0.937 for Cronbach's « and 0.427 for ICC value (95%5CI1=0.357-0.508).

In addition, Nursing Unit Characteristics include practice patterns, staff mix, number of
beds, occupancy rate and the average length of stay, as well as average cost per inpatient.



Aver-age length of stay was calculated by dividing the sum of each patient's length of inpatient
days in a particular month to the number of terminal cancer patients in that month at a particular
unit. The average cost for individual patients was calculated by dividing total admission cost per
discharged or expired terminal cancer patient to the total number of discharged or expired
terminal cancer patients. Head nurses of the units were asked to provide the above
organizational information. Patterns of care were categorized as acute inpatient (conventional)
care, in-patient hospice care, hospice team consultations, and home-based hospice care.

Data for the study were analyzed by descriptive and inferential statistics such as one-way
ANOVA and chi-squares. Since p values depend on sample size, identical mean scores could
yield higher significant levels in a smaller sample (Dawson, 1991). In this study, a small sample
of each group (patient groups ranged from 26 to 38, and 12-35 for nurse groups) must be
considered to set significant level at an alpha of 0.1 (90% of confidence interval).

Result

The eligible subjects consisted of 123 terminally ill cancer patients from 5 Taiwanese
medical centers and 101 primary nurses who cared for these patients. Results are presented in
the following order: (A) demographic data, which include the characteristics of patients, nurses
and settings by care patterns individually; (B) holistic patient out-comes including the
relationships between (1) care patterns and holistic patients outcomes, (2) care patterns and
nurses' work satisfaction, and (3) nurses' work satisfaction and holistic patient outcomes.

Demographic Data

I. Characteristics of Patient Subjects by Care Patterns

Ages of the 123 patient subjects ranged from 47 to 68. The mean age was 65.12 {SD =
2.63) for the hospice inpatient group, 58.09 (SD = 2.85) for the home hospice care group, 55.64
(SD = 2.75) for the hospice team consultation group, and 49.97 (SD = 2.89) for the acute care
group. Subjects were typically male (n = 81, 66%), married {n = 89, 72.4%), had elementary (n
=41, 33.3%) or high school (n = 30, 24.49%) educational level, were Buddhist {n = 59, 48%),
lived with their family (n=113, 929%), and currently had no job (n = 73, 599%). Their primary
caregivers were typically their spouses (n = 50, 419%) with a mean age of 47.47 (SD = 13.06),
ranging from 17 to 83 years old, and their primary financial resource was themselves (n = 40,
33%) (Table 1).
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There was a significant difference (p < 0.05) in age, education, marital status, and primary
care-givers among the four groups. The hospice inpatients group were older (M= 65.12) than
the other groups, patients in the general care were the youngest group (M= 49.97).

Table 2 shows that the majority of the patients had coverage from the National Health



Insurance Program(n = 105, 869%), had idiopathic cancer (n = 91, 749%), and were physically
independent under assistance(n = 44, 36). Only 26 (21) patients were fully dependant. About
one third of them knew the current status of their illness (n =80, 65%), yet there were patients
who were still not sure (n = 30,24%) or didn't know about their terminally ill condition at all (n
=9, 7.39%). There was a significant difference in patient awareness of their illness among the
four groups at P < .1 level. None of the hospice inpatient group did not know the progress of
their illness, whereas the other three groups did have small numbers of patients who did not

know their current condition.
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I1. Demographic Characteristics of Nurse Subjects

Nurses were predominantly female with a mean age of 28.02 (SD = 5.88), ranging from 21
to50 years. The average length of nursing experience was 71.04 months (SD = 6.19), and their
experience with oncology or hospice care was 23.41 months(SD = 2.70). The majority of them
were unmarried(n = 77, 76.2), RN (n = 79. 80.6%), with college education (n = 74, 73.3%).

Nurses' age, nursing experience, and the average number of patients cared for per shift
were significantly different among the 4 groups of care. The oldest age group was the hospice
inpatients (M= 31.56), team care (M = 28.34), home care (M= 28.08), and general care patients
(M= 24.55) in that order. The length of nursing experience for the 4 groups was: hospice {M=
102.20), home care (M= 88.58), team care (M= 69.58), acute inpatients (M = 38.55) in order.
Nurses who were working in the hospice unit cared for the least number of inpatients on
average {M = 5.69) per shift; the highest number of inpatients cared for per shift was in the
acute general care unit (M= 10.12) (Table 3).
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I11. Characteristics of the Study Settings

The study settings included five medical centers distributed in the north, center and south
of Taiwan. There were significant differences in the number of nurses, social workers, patients,
and beds of the units between the 4 groups of care (Table 4). Acute care units had the highest



number of nurses (n = 22 per unit), 20 for the home care unit, 14 for the team care unit, and 12
for the hospice unit.

The average length of stay was 16 days for acute care units, 14 days for the hospice
inpatients,10 days for team care, and 9 for home care patients in the last month. The average
cost for all study patients was NTS39,743.7 {SD = 2,666.33), ranging from 12,300 to 70,149
(Table 4). Among variables related to nurses' demographic characteristics, only marital status
correlated with financial well-being. Number of patients cared for per shift correlated with the
patients' physical symptoms(Table 5).
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Holistic Patient Outcomes

I. Care Patterns and Holistic Patient Outcomes
The one-way ANOVA statistical technique was used to test the different care patterns for
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holistic patient outcomes as measured by quality of life, satisfaction with care and cost.

Table 6 shows that patients who received hospice care had greater physical and financial
well-being, and fewer physical symptoms than those receiving conventional care. However,
patients who received home hospice care had the highest psychological well-being among the
four care patterns. When examined further, the data show that the hospice inpatients group and
traditional care group differed significantly inpatientsl satisfaction with care (p = .001).
Hospice inpatients had a much higher satisfaction score (M= 89.50) than those who were cared
for by conventional acute care (M= 77.55). There was also a significant difference (p = .041)
between the hospice inpatients group and the hospice home care group for physical well-being.
Hospice inpatients had a higher physical well-being score (M= 259.16) than those who were
cared for by home hospice care (M= 185). The hospice inpatients group also had the lowest cost
when compared to other groups, although no statistical differences were found.

In addition, Pearson's correlation was used to examine each aspect of quality of life and
patient variables related to demographic characteristics as well as satisfaction with care (Table
7). The results show that there were significant differences between all aspects of quality of life
and satisfaction with care, as well as between physical well-being and education (r* = .298, p
= .001), working conditions (r*==.208, p= .026), and between financial well being and age of
the primary caregiver (r* =.260, p=.006).

Il. Care Patterns and Nurses' Work Satisfaction

The four groups of care pattern differed significantly in both nurses' general work
satisfaction and oncology/hospice care satisfaction (Table 8). Hospice inpatient units had the
highest score for nurse satisfaction, whereas team care had the lowest satisfaction for nurses. Of
items relating to nurses' work satisfaction, work environment, amenities of work setting, pay,
fringe benefits, vacation and scheduling systems were found to be statistically significant
among the 4 different care patterns (Table 9).
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ifwngx_: benefits 3;.34 % 1.93 BL.51 %198 6792424 T30 e R 11 i
dcation system 35.32&£2.04 To.86 2219 G342 £4.67 TL55£2.08 000
Schedulmg sys,lfern BB IZ2 L LTI TTA43 £2.44 GR35 +£35.17 ThB6+ 23] A00*=
Oncology/hospice work 856+ 197 TLA7£2.24 7250 £ 4.24 7543+ 1.95 QL%

Note. Analyzed by one-way ANOVA, *+ g =05,

I11. Nurses' Satisfaction and Holistic Patient Outcomes
Pearson's correlation coefficient showed that there was no significant correlation between

nurses' work satisfaction and patients' quality of life (r* = .049, p = .653), whereas it correlated
significantly with patients' satisfaction with care (r’= .194, p = .055)(Table 10).

R S
i

mLiTE

S

E‘:_, ------ izl L':J—-.J-.'l-'s.-m..u-_-_-—l.-‘cl—uq.--
Variables Total Satisfaction of Nurses
Physical weli-being SUTHEEOIE
Physical symptoms 024 (801
P_s:.r:hc::l:-gfcal well-being 094 [ 362)
' Financial well-being 004 (.%a7)

Total score for qualiny of life A48 0853
Satisfaction with care A5 (055
X i

Discussion

As an examination of holistic outcomes for cancer patients in their terminal stage with
differ-ent care patterns, the design of this study is limited since there was no random allocation
to each group of care patterns. The hospice inpatients group tended to be older, more religious,
and widowed, and their primary caregivers were also older. All these things might have
influenced the outcome measures. However, random allocation is difficult to achieve in health
care research for practical and ethical reasons (Seale, 1991). As the present study focused on
terminally ill cancer patients, ethical and clinical considerations made compromise inevitable,
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and are a limitation of this study.

The lack of significant differences was a function of the small sample size (Dawson, 1991).
Therefore, despite the fact that no significant differences were predicted among 4 groups of care
pat-terns, some were revealed. The study results suggest that patients with hospice services,
whether inpatients, home or team consultation reported greater scores on quality of life than
those with conventional care. The same is true of satisfaction with care, which is consistent with
the findings of Kane, Bernstein, Wales, Leibowitz, & Kaplan's (1982), and Dawson (1991).

Previous research suggests that both quality of life and satisfaction are a subjectively
experienced phenomenon (Yang & Yin, 1999; Yang, Simms, & Ym, 1999), and correlated with
each other if expressed by patients themselves. The present study found that the hospice
inpatients group and the acute care group differed significantly in both patients' quality of life
and satisfaction with care. The two patients' subjective psychometric phenomena of quality of
life and satisfaction were correlated in this study.

Moreover, the hospice inpatients group had less physical symptoms and greater financial
and physical well-being, whereas the home hospice care group had better psychological
well-being. That the home care group was more satisfied with nurses and had fewer unmet
needs than the group cared or in hospitals may be due to the amenities of the home environment
and the supportive atmosphere, as well as lot of reassurance provided by their visiting nurses.
Hospice home care nurses were less involved in practical aspects of care and more in providing
advice and support. Similar to Scale's (1991) study, the present study reveals _ beyond question
that the process of hospice care, in both inpatient hospice and home care settings, was rather
different from acute care and that hospice care was, in many respects, seen as valuable.

Kane et al. (1982) confirmed that hospice care was no more or less expensive than acute
care pat-terns. The domiciliary advisory services at St. Christopher's Hospice however, found
that the reduced length of inpatient care, which resulted from the provision of this service, led to
a reduction in costs per patient (Parkes, 1979). Results from the current study show that acute
care had the highest average length of stay, whereas the hospice inpatient care tended to be the
least expensive group. However, home care was the most costly group in this study, which ran
contrary to Amado, Cronk, and Mileo (1979)’s finding that both inpatient and extended home
care services were cost effective. This may be due to the study failing to measure the phase of
illness separately, as well as different modes of operation in other countries. In addition, the
subjects of the study were drawn from medical centers, referrals of patients are all made by
hospital discharge planners, and home care services are also hospital-based agencies, which
may cost more, but these agencies provide a shorter length of stay while they were in these
hospitals.
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Conclusion

Dying is a complex process, which makes the measurement of holistic outcomes for dying
patients even more complex and difficult. A robust method thus is crucial to examine patient
outcomes. For the majority of patients, quality of life declines rapidly near the end of life
(McMillan & Mahon, 1994). The researchers conceptualized holistic patient outcomes to be
measured by quality of life, patient satisfaction with care, one item from the quality of care
measure, as well as the cost of care. The researchers' philosophical stance may be important
since different perspectives will high-light or obscure aspects, when working through issues of
design, method, sampling, and analysis (0'Henley, Curzio, & Hunt, 1997).

Despite some of the frailties in the research techniques used, the study is consistent with
the information provided by previous research regarding care for terminally ill patients. Some
general conclusions can be drawn:

1. Quality of life, satisfaction with care, and the cost of care, in hospice inpatient, home hospice,
or team care in medical center-based settings in Taiwan, are different from conventional acute
care.

2. Hospice inpatient care patients had higher quality of life and satisfaction with care, and lower
average inpatient cost, whereas those in conventional care tended to have the highest length of
hospital stay.

3.The hospice inpatient group also had greater physical well-being than the home hospice care
group.

4. The home hospice care patients had better psychological well-being than those with other
care patterns.

5. Patients' satisfaction with care correlates significantly with all aspects of quality of life as
measured by physical well-being, physical symptoms, psychological well-being, and financial
well-being.

6. Nurses' work satisfaction in the inpatient care unit tended to be significantly higher than the
other groups.

7. Nurses' work satisfaction correlated to patient satisfaction, but no correlation between
patients' quality of life and nurses’ work satisfaction was found.

Terminal care, and emphasizing hospice objectives, can be fused into the existing health
care system for optimal effect. Similar to Amado, Cronk, and Mileo's point (1979), the study
suggests that the combination of home hospice care and inpatient services into a system of care
that shares a common objective would best serve dying patients. The components of this health
care system must provide equal access and insure a healthy balance of reimbursement and
resources to allow . patients a choice of care. Choice is the hallmark of the hospice concept of
care of the dying (Amado, Cronk, & Mileo, 1979).
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Given the wide variety of services now avail-able, understanding and selecting the most
effective care pattern is urgent in Taiwan. Based on the findings, the study not only provides an
instrument for evaluating the quality of care, but also contributes to identifying patterns of care
that will influence the dying process, which can only be beneficial to the patients. Information
from the study further goes to health care organizations for policy making which benefit patient
outcomes in acute care settings in Taiwan. Research on evaluating hospice care interventions
and the care forms which work best in a particular set of circumstances are highly
recommended for future studies.
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