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A new hospice consulting system for terminal cancer patients in transferring to post-acute care options
in Taiwan

The terminal cancer patients increase needs for hospice care day by day. A new hospice consulting system has
been developed in Taiwan to provide options for terminal cancer patients in choosing a suitable post-acute
hospice care while a combined hospice care system is also given by the consulting team in the acute wards.
Hereinafter is our report. From March 2005 to January 2006, 313 terminal cancer patients were analysed. These
patients had signed consent forms for palliative treatment and had received consultations from the new
hospice consulting system. Multivariate analysis showed that the home care patients had better performance
status (P = 0.012), less shortness of breath (P = 0.006), less limbs swelling (P = 0.043), less flatulency (P = 0.000)
and less constipation (P = 0.018). Among the 162 patients with regular follow-up, the symptoms/signs were
significantly improved after intervention of consulting team in pain (P = 0.000), shortness of breath (P = 0.000),
difficulty in sleeping (P = 0.002), nausea (P = 0.004), constipation (P = 0.008), changes in skin (P = 0.024) and
adoption (P = 0.000). This new system had significant improvement in the terminal cancer patients’
symptoms/signs control in acute wards and could contribute to the care quality of home care patients.
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INTRODUCTION

In Taiwan, about 35 000 terminal cancer patients die every
year but only 20 delicate hospices with 249 beds are avail-
able. Many terminal cancer patients die in acute wards
while waiting for the hospice wards. Unlike other patients
receiving palliative treatment, cancer patients have plenty
of symptoms/signs that require more aggressive clinical
attentions with terminal cancer status. This is also the
reason why most of the patients and their families are not
capable of handling those symptoms/signs at home. These
issues also bring a lot of stresses to the patients and their
families in transition from acute wards to home or other
post-acute wards. Although peaceful dying at home is the
most favourable choice for the terminal cancer patients in
Taiwan as well as in America (Fried et al. 1999), there are
still some critical issues that require consideration about
hospitalization and transition.

For the benefit of terminal cancer patients in acute
wards while they are waiting for hospice care, a new
hospice consulting system has been developed in Taiwan.
This system also aims to help terminal cancer patients in
choosing suitable post-acute hospice while patients are
receiving a combined hospice care given by the consulting
team in the acute ward. Here we report the first results of
our experience.

MATERIALS AND METHODS

Study population

From March 2005 to January 2006, 313 terminal cancer
patients in Taipei Veterans General Hospital, Taiwan,
who had signed consent forms for the palliative treat-
ment and accepted consultation from hospice consulting
system, were admitted to the study. The grading system of
the common symptoms/signs for these patients has been
used by modified Chinese questionnaire similar to Memo-
rial Symptom Assessment Scale (Portenoy et al. 1994).
The symptoms were evaluated by the questionnaire pro-
vided to the patients. The patients would answer ques-
tions themselves or if the patients could not read or write,
questionnaire would be read to the patients and the
patients’ oral answers would be recorded by the visiting
team.

Hospice consulting system

The focus of the consulting team was to provide a good
hospice care in acute wards and the transferring of termi-
nal cancer patients to suitable post-acute hospice care
units. The consulting team consisted of two oncologists

with more than 5-year hospice care experience, one
hospice qualified nurse, two social workers for the socio-
economical supports and one spiritual consultant. The
flow of the consulting system is shown in Figure 1. When
patients seek consultation from the system, the consult-
ing team will evaluate the general conditions first and give
some advices for patients’ symptoms/signs control. The
post-acute care options will be discussed with the patients
and his/her families and then suggestions will be made.
The final decisions of transition are usually made by
patients themselves but sometimes, if the patients live
with their family, they will consider the suggestions made
by the key person in the family. This includes hospice
home care and hospice inpatient care, whether the
patients are to be transferred to dedicated hospice unit or
to stay in the same ward for combined hospice care. If
patients are to stay, it is normally because patients are too
weak to be transferred or they are willing to accept pallia-
tive chemotherapy in acute wards.

Statistical methods

All analyses were accomplished by spss 13.0 (SPSS,
Chicago, IL, USA). After test of normality with
Kolmogorov–Smimov test, differences between hospice
home care patients and hospice inpatient care patients
were compared by Mann–Whitney test for the severity
of symptoms/signs, age, duration of hospitalization and

Patients ask for help from hospice consulting system 

Evaluating and giving suggestions for solutions 

Discussing with patients and his/her families for home care transfer

decisions

yes       no 

Discharge and refer to 1. Transfer to hospice wards 

Hospice home care system 2. Combined hospice care in

acute wards

Figure 1. Flow of the hospice consulting system. Details were
described in the article.
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grading of performance status. Chi-square test was used
for comparing differences in sex between two groups.
Multivariate logistic regression analysis was used to
analyse independent factors associated with options for
hospice home care. Among the 162 patients with regular
follow-up for symptoms/signs, Wilcoxon Signed Ranks
test was used to compare differences between initial con-
ditions and last following conditions after the consulting
system intervention.

RESULTS

Patients’ characteristics

All patients’ characteristics were shown in Table 1. The
mean age for hospice home care patients and hospice inpa-
tient care was 61.6 and 63.5 years respectively, and the
ratio of men/women was 57.8% and 64.5% respectively.
The grades of the Eastern Cooperative Oncology Group
performance status in hospice inpatient group was sig-
nificantly higher than hospice home care group (3.8 vs.
3.6, P = 0.000). The hospitalization days of hospice home
care group was shorter than the hospice inpatient
group, although without significance (9.9 vs. 12.5 days,
P = 0.276). The mean visiting time of hospice consulting
team in each group was 2.0 and 2.2 respectively. When we

compared the grades of the symptoms/signs between both
groups, the hospice inpatient group had significantly
higher grades in fatigue (3.47 vs. 3.16, P = 0.000), pain
(1.86 vs. 1.48, P = 0.022), shortness of breath (1.25 vs.
0.63, P = 0.000), limbs swelling (0.90 vs. 0.36, P = 0.000),
abdominal flatulency (0.90 vs. 0.32, P = 0.000), and consti-
pation (0.40 vs. 0.19, P = 0.036). At the mean time, there
was no significant difference in adoption (3.22 vs. 3.05,
P = 0.186), feeling sad (1.37 vs. 1.22, P = 0.273), anxiety
(0.83 vs. 0.94, P = 0.973), difficulty in sleeping (0.88 vs.
0.66, P = 0.238), difficulty in swallowing (0.31 vs. 0.23,
P = 0.613), nausea (0.40 vs. 0.22, P = 0.096), changes in
skin (0.18 vs. 0.20, P = 0.729), problems with urination
(0.07 vs. 0.09, P = 0.576) or financial burden (0.08 vs. 0.07,
P = 0.957).

Regular follow-up symptoms/signs

Among those 162 patients with more than two times
of consultation visit, we evaluated the differences of
symptoms/signs grades between initial visit and last visit.
The results were shown in Table 2. There were signifi-
cant improvements in fatigue (3.51 vs. 3.44, P = 0.039),
adoption (3.27 vs. 3.11, P = 0.000), pain (1.86 vs. 1.29,
P = 0.000), shortness of breath (1.03 vs. 0.60, P = 0.000),
difficulty in sleeping (0.79 vs. 0.53, P = 0.002), nausea (0.36

Table 1. Patients’ characteristics of hospice home care group and hospice inpatient care group

Hospice home care* n = 192 Hospice inpatient care* n = 121 P-value

Age (years) 61.6 � 16.6 63.5 � 17.1 0.365
Sex (male/female) 57.8% 64.5% 0.286
Performance status (ECOG) 3.6 � 0.5 3.8 � 0.4 0.000
Hospitalization days† 9.9 � 9.4 (1–61) 12.5 � 14.4(1–85) 0.276
Visiting times 2.0 � 1.5 2.2 � 1.5 0.099
Symptoms/signs‡

Fatigue 3.16 � 0.83 3.47 � 0.74 0.000
Adoption§ 3.05 � 0.99 3.22 � 0.80 0.186
Pain 1.48 � 1.39 1.86 � 1.41 0.022
Feeling sad 1.22 � 1.09 1.37 � 1.13 0.273
Anxiety 0.94 � 0.46 0.83 � 0.40 0.973
Shortness of breath 0.63 � 1.20 1.25 � 1.55 0.000
Difficulty sleeping 0.66 � 1.04 0.88 � 1.28 0.238
Limbs swelling 0.36 � 0.81 0.90 � 1.18 0.000
Flatulency 0.32 � 0.85 0.90 � 1.34 0.000
Difficulty swallowing 0.23 � 0.66 0.31 � 0.85 0.613
Nausea 0.22 � 0.67 0.40 � 0.94 0.096
Changes in skin 0.20 � 0.64 0.18 � 0.63 0.729
Constipation 0.19 � 0.64 0.40 � 0.95 0.036
Problems with urination 0.09 � 0.47 0.07 � 0.42 0.576
Financial burden 0.07 � 0.45 0.08 � 0.54 0.957

*All values except sex ratio in this table were shown as mean values.
†Bracket contains the range of minimum and maximum days of hospitalization.
‡The grades of symptoms/signs were used by modified Chinese questionnaire similar to Memorial Symptom Assessment Scale from 0
to 4.
§‘Adoption’ means the understanding and acceptation of the physical and life quality change to the patients themselves.
ECOG, the Eastern Cooperative Oncology Group.
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vs. 0.22, P = 0.004), changes in skin (0.23 vs. 0.17,
P = 0.024) and constipation (0.32 vs. 0.16, P = 0.008).
There were no significant improvements in feeling sad
(1.45 vs. 1.47 P = 0.410), anxiety (0.08 vs. 0.08, P = 1.000),
limbs swelling (0.63 vs. 0.62, P = 0.769), flatulency (0.56
vs. 0.54, P = 0.757), difficulty in swallowing (0.34 vs. 0.39,
P = 0.208), problems with urination (0.08 vs. 0.13,
P = 0.201) or financial burden (0.10 vs. 0.08, P = 0.180).

Factors associated with hospice home care

We made multivariate logistic regression analysis among
the factors that had significant differences between the
hospice home care group and hospice inpatient care group.
The hospice home care patients still had better conditions
in the Eastern Cooperative Oncology Group performance
status (HR = 0.45, 95% CI: 0.24–0.84, P = 0.012), shortness
of breath (HR = 0.76, 95% CI: 0.63–0.92, P = 0.006), limbs
swelling (HR = 0.75, 95% CI: 0.57–0.99, P = 0.043), flatu-
lency (HR = 0.63, 95% CI: 0.49–0.82, P = 0.000) and
constipation (HR = 0.67, 95% CI: 0.48–0.93, P = 0.018)
(Table 3).

DISCUSSION

Unlike most post-acute care provided in nursing homes in
America (Miller & Mor 2004; Miller et al. 2004; Sloane
et al. 2004), most nursing homes do not have sufficient
well-trained staff to provide hospice care in Taiwan. The
major reason is that the qualified staff specific for cancer
care are inadequate and most hospice wards are included
in the palliative department of medical centres. When
terminal cancer patients experience acute symptoms, the
first choice is usually seeking help in the emergency

room, which also impose great stress in both patients and
their families during the process. Therefore, many pallia-
tive patients are hesitant to go home if they still suffer
from some medical symptoms. Previous studies have
shown that most common reasons for hospice admission
are symptoms control, respite care and a patient’s deterio-
rating condition (Hinton 1994; Gannon 2002; Lisanne
2005), as well as symptom severity, age, dependency level
and site of cancer. However, these admission reasons
have limited predictive value and it has been argued that
hospice admissions appear to be governed as much by
chance as by need (Addington-Hall et al. 1998; Lisanne
2005). Because the inpatient hospice care is a limited
resource throughout the world and admission criteria vary
accordingly (Lisanne 2005), it is important to provide suf-
ficient evidences for clinicians to decide the admission
based on the basis of need.

Transfer from hospital to post-acute care requires that
new clinicians assume responsibility at a critical time for
patients and their families. Hospital physicians who
recommend transfer should ensure that: (1) the patient
cannot be benefited from additional acute care; (2) treat-
ments can minimize pain and other discomfort during

Table 2. Grades of symptoms/signs between initial visit and last visit of the hospice consulting group

Initial symptoms/signs* Last symptoms/signs* P-value

Fatigue 3.51 � 0.57 3.44 � 0.67 0.039
Adoption 3.27 � 0.87 3.11 � 0.90 0.000
Pain 1.86 � 1.49 1.29 � 1.11 0.000
Feeling sad 1.45 � 1.11 1.47 � 1.05 0.410
Anxiety 0.08 � 0.42 0.08 � 0.39 1.000
Shortness of breath 1.03 � 1.49 0.60 � 0.88 0.000
Difficulty sleeping 0.79 � 1.14 0.53 � 0.85 0.002
Limbs swelling 0.63 � 1.04 0.62 � 1.04 0.769
Flatulency 0.56 � 1.15 0.54 � 1.12 0.757
Difficulty swallowing 0.34 � 0.81 0.39 � 0.82 0.208
Nausea 0.36 � 0.89 0.22 � 0.62 0.004
Changes in skin 0.23 � 0.70 0.17 � 0.62 0.024
Constipation 0.32 � 0.85 0.16 � 0.50 0.008
Problems with urination 0.08 � 0.42 0.13 � 0.50 0.201
Financial burden 0.10 � 0.58 0.08 � 0.48 0.180

*All values in this table were shown as mean values.

Table 3. Multivariate analyses for independent factors associated
with hospice home care transfer decisions

Hazard ratio 95% CI P-value

Performance status (ECOG) 0.45 0.24–0.84 0.012
Fatigue 0.74 0.51–1.07 0.105
Pain 0.85 0.70–1.02 0.078
Shortness of breath 0.76 0.63–0.92 0.006
Limbs swelling 0.75 0.57–0.99 0.043
Flatulency 0.63 0.49–0.82 0.000
Constipation 0.67 0.48–0.93 0.018

ECOG, the Eastern Cooperative Oncology Group.
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transfer; and (3) the patient’s life expectancy is sufficiently
long to realize benefits from the new setting (Laura and
Mary 2006). In our study, we found that independent
factors for patients to accept hospice home care were
better performance status, less shortness of breath, less
limbs swelling, less flatulency and less constipation.
These findings can also provide some evidences in decid-
ing whether the patients are suitable for hospice home
care. For example, limbs swelling is associated with poor
nutritional status, heart failure (Pantilat and Steimle
2004) and liver cirrhosis (Lin et al. 2004). And flatulency
is associated with refractory ascites, poor gastrointestinal
tract motility and obstruction, which are mostly associ-
ated with patients with gastrointestinal tract malignancy
(Preston 1995; Ashino et al. 1996; Lin et al. 2004). We
have noticed that the severity of shortness of breath
and constipation could influence the decision whether
patients could be accepted for hospice home care or not,
and these two factors could significantly be improved after
intervention of hospice combined care in acute wards.
Results of this study suggest that aggressive improvement
of the patients’ shortness of breath and constipation can
be the factors to encourage patients to go home.

After the intervention of the consulting team,
symptoms/signs such as fatigue, adoption, pain, shortness
of breath, difficult in sleeping, nausea, changes in skin
and constipation are significantly improved after com-
bined hospice care. Most researches on symptoms in pal-
liative care have focused on pain management and very
few published researches have tried to manage fatigue and
other symptoms in palliative patients (Mckinnon 2002). In
our study, fatigue is the most common symptoms among
the palliative cancer patients, which has also been found
in other studies (Henriksen et al. 1997; Elsayem et al.
2004; von Gunten 2005; Oi-Ling et al. 2005). Some studies
suggested that fatigue could not be improved significantly
by palliative care (London et al. 2005; Oi-Ling et al. 2005),
while others showed similar result as ours (Elsayem et al.
2004). Adoption was also observed in more than 50% of all
the patients and was the second common of all symptoms
in our study. This high prevalence rate was similar to
some recent studies (Schroepfer 2006). The significant
improvement of adoption also emphasized the importance
of comprehensive approach to both physical and psycho-
social needs (Portenoy et al. 1994; Elsayem et al. 2004).
Other symptoms/signs in our study also had similar
results to other recent studies (Elsayem et al. 2004; von
Gunten 2005; London et al. 2005; Zalenski & Raspa 2006).

There was one thing in our study worthy of notice.
Certain numbers of patients stayed in acute wards
without transition until death (72 patients in total 313

patients, 23%, data not shown). This phenomenon could
be explained by two major reasons: the first is that the
hospice wards are limited in quantity and sometimes
patients do not have much time to wait; the second is that
due to the cultural tradition in Taiwan, certain Taiwanese
will consider ‘death’ as a taboo and view the hospice wards
as some places waiting for death. This makes transition
more difficult and more education is necessary. There was
also a finding that sometimes referral to palliative care
was suggested to patients only days or even hours ahead of
their deaths (Wendy and Patricia 2005). With this consult-
ing system, it is likely that a cancer patient can expect
a longer life expectancy. However, earlier intervention
of the consulting system is suggested to relieve certain
symptoms/signs of all terminal cancer patients. There
were also some shortcomings of our study. First, this was
a single institute study and there was an inevitable selec-
tive bias. Second, the follow-up after patients’ discharging
from acute wards was not addressed as other studies either
(Elsayem et al. 2004; Laura and Mary 2006). In the future
we could offer a stronger evidence for such consulting
system model for other developing countries lacking
adequate hospice resource, if more data could be collected.
Further studies of the follow-up into the community with
hospice home care system could supply more evidence to
establish a comprehensive hospice care network and help
more terminal cancer patients.
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