
recommended that future studies of this type
develop procedures to elicit mechanisms of deci-
sion making and situational variables (as well as
use of physicians outside the dispensary).

In our previous paper we discussed the labeling
of high risk workers that was a consequence of the
establishment of the pallet plant. We see this trend
again in our examination of dispensary visits for
vague symptoms. Clearly the pallet plant workers
were not using the dispensary for vague or nonex-
istent disorders any more than other workers were.
They were incorrectly perceived as dispensary
abusers and labeled malingerers.
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Synopsis ....................................

National Hospice Study data for 1981-82 were
used to predict the location of care for terminal
cancer patients. Sites of care were conventional
care in hospitals, hospital-based hospice care, and
hospice care in the home. Subjects were terminal
cancer patients with a prognosis of less than 6
months of life who were attended by a primary
concerned person. There were 1, 732 patients 18-99
years old-293 conventional care, 612 hospital-
based hospice care, and 827 hospice home care
patients.
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Data sources were the patient, the primary
concerned person, the family, and the medical
record. Data were obtained at initial interview for
the study, 1-week followup, reassessment every 2
weeks, and bereavement interviews. Information
was grouped in the following categories: patient
functional status, patient psychological outlook,
symptomatology, medical condition, and character-
istics of the primary concerned person and family.

Conclusions were reached by univariate and
multivariate analysis. First, a progression of func-
tional disability was found to exist among care
sites, from hospice home care for the least dis-

abled to hospital-based hospice care to conven-
tional care for patients with the greatest
disabilities. The location of care was best explained
by the patient's functional capacity. Second, the
location of care was found to be poorly explained
by extent of organ involvement or specific symp-
toms. Third, the primary concerned persons of
patients under hospice home care experienced more
stress but reacted no differently when compared
with primary concerned persons at other care sites.
Fourth, patients under hospice home care survived
the longest and reported greater family closeness
than other care groups.

THE HOSPICE CONCEPT WAS PIONEERED in Brit-
ain in the late 1960s. Since 1974, interest in
providing hospice care has grown rapidly in the
United States, and currently there are more than
1,200 functioning hospices in this country (1).
Hospice philosophy focuses on palliative and sup-
portive care and is especially appropriate for
patients whose terminal status can be forecast and
for patients who wish to die at home (2).

Public recognition of the availability of hospice
care and the belief that hospice expenditures may
be less costly than conventional care led to the
1981-82 National Hospice Study (NHS). Results
indicated that the cost of terminal care provided
by hospices was less than that of conventional care
and that the less time patients spent in hospital
beds, whether under hospice or conventional care,
the greater the savings (1,3-6). Concerns remain,
however, about the appropriateness of the site of
care for dying patients (7), especially if families
are unwilling to accept the burden of caring for
patients at home. Our study used a secondary
analysis of NHS data in a followup sample to
examine the choice of site of care more critically
for terminally ill patients.

Little systematic study has been given to the
type of care most likely to meet patients' needs for
care based on the existing level of illness and the
available social support system. However, both the
extent of disease and the availability of support
services may be important in determining the
appropriate location of care and of death (8). An
understanding of the severity of the illness is
critical to assessing the need for alternative health
care services and to comparing medical care costs
accurately (9-13). Many associated variables must

be accounted for, because no single indicator can
serve as the criterion for assessment of the severity
of the illness. Data collected by the NHS include
information about the patients' functional ability,
symptoms of illness, family support, and psycho-
logical outlook. As a result, it is possible to
explore the impact of terminal cancer on the
patient and support system in terms of the severity
of the problem as related to the choice of care
site.
Our hypothesis was that patients with the more

severe illness (functionally and socially dependent)
would choose conventional care in a hospital, the
least ill patients would choose hospice care in their
homes, and intermediately ill patients would
choose hospital-based hospice care.

Materials and Methods

With Federal funding, a hospice demonstration
project, the National Hospice Study, was initiated
for Medicare patients in 14 localities natonwide to
study the cost effectiveness of hospice care (14).
Patients were not randomized, but they were
allowed to select their own hospice or conventional
care programs for terminal treatment. All services,
including continuous care at home, were fully
reimbursed by Medicare. Data used in our second-
ary analysis were derived from the followup
sample of patients in the larger project.
Each patient in the study was required to have a

primary concerned person, although common resi-
dence was not required. Primary concerned per-
sons coordinated home services for patients. Entry
criteria for patients included a prognosis of less
than 6 months of life. Hospice subjects were
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Characteristics of terminal cancer patients at 3 different sites
of care, using the secondary analysis of National Hospice

Study data

Hospital-
based Hospice Total

Conventional hospice home study
care care care sample

Patient characteristic (N = 293) (N - 612) (N - 827) (N = 1,732)

Mean age, years ... 61.7 65.4 64.0 64.1
Sex:
Males, percent.... 47 48 49 48
Females, percent . 53 52 51 52

Live alone, percent. 17 16 7 12
Primary concerned
persons' age,
years ............ 53.9 57.9 48.5 57.5

identified on admission to hospice care, and 4
percent refused to participate. Hospitalized termi-
nally ill cancer patients who had Karnofsky func-
tional index (15) scores of less than 50 percent
were solicited to become members of the conven-
tional care group; 20 percent refused to participate
in the study.

Length of stay or survival was defined as the
period from intake to the study to death or up to
7 months. Data were gathered in an initial inter-
view, a followup interview 7 days later, subsequent
biweekly followup interviews, and a bereavement
interview with the primary concerned person 3-4
months after death. Information was gathered
from the patient, primary concerned person, the

family, and medical records of the patient (16).
There were 293 conventional care patients, 612
hospital-based hospice patients, and 827 'hospice
home care patients. Patients were between 18 and
99 years of age.
For the secondary analysis, the large number of

patient variables available for analysis were
grouped into four conceptual categories: patient
functional status, patient psychological outlook
and symptom reports, factors related to patients'
medical conditions, and characteristics of the pri-
mary concerned person and family. The differ-
ences between care sites were assessed for patient
variables that described the extent of functional
and social dependence with univariate analysis of
variance. Variables that significantly differentiated
the groups were included in a discriminant func-
tion analysis in order to examine the relative
contribution of each variable to site of care.

Results

Characteristics of the population studied are
summarized in the table. Results of the univariate
analysis of site of care with respect to the patient's
functional status, psychological outlook and
symptomatology, and medical condition, and the
characteristics of the primary concerned person
and family are shown in figures 1-5.

Patients receiving conventional care were more
disabled than other patients according to the
modified ADL (Activities for Daily Living) Scale
of Katz (16) and the Karnofsky Performance
Status Scale (15). Conventional care patients used
more 'intravenous support systems and catheters
(fig. 1). Hospice home care patients survived
longer and were older and more often married
than conventional care patients.

Patients under hospice home care lost more
weight, had a greater appetite change, and had
more cold sweats than patients receiving conven-
tional care, but were calmer and happier and less
lonely, frightened, and hopeless (fig. 2). In terms
of those characteristics, patients receiving hospital-
based hospice care resembled those under conven-
tional care more than patients under hospice home
care. No significant differences among groups were
found regarding quality of life, level of awareness,
and therapy for depression.

'There were no consistent differences in extent of
organ involvement with cancer among the different
sites of care (fig. 3).
Compared with the conventional care group,

hospice home care patients and their primary
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concerned persons were closer and reported being
happier despite more burdensome patients and
more stress and greater time commitment and loss
of income (fig. 4). Primary concerned persons of
patients under hospice home care reported being
able to depend on a greater number of people for
help. Conventional care patients were more likely
than patients in the other care groups to live
alone; the characteristics -of families and primary
concerned persons of hospital-based hospice pa-
tients were between those of the other two groups.
There were no significant differences among
groups with respect to demographic variables,
family income, or evidence of psychological
decompensation in primary concerned persons.
A multivariate analysis revealed a significant

effect for site of care (F [50,3140] = 3.68, P <
.001), based on the set of variables related to the
patient's functional ability, age, and characteristics
of the primary concerned person (fig. 5). These
relationships were unchanged when age and length
of stay among the groups were controlled.

Discussion

Several trends are suggested by our analysis.
First, the location of care correlates best with the
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patient's functional level. The worse the ADL
disability and the more medical appliances that are
needed (such as intravenous support systems and
catheters), the more likely it is that patients will
select conventional care, where more technologi-
cally sophisticated equipment or support is avail-
able. There was a progression of increasing
functional disability, from hospice home care to
inpatient hospice care to conventional care. Sec-
ond, the location of care is poorly explained by
the extent of organ involvement or specific patient
symptomatology. Although some medical condi-
tions and symptoms achieved univariate signifi-
cance, they did not contribute to the overall effect
of site of care. Third, despite the fact that primary
concerned persons for the hospice home care
group had more direct care responsibility and bore
greater emotional and financial burdens as a result
of their experiences, there were no differences in
the psychological outlook of primary concerned
persons or reactions to stress among the groups.
This finding suggests that primary concerned per-
sons for the home-based hospice group may be
especially capable and resilient. Fourth, patients
receiving hospice home care had the longest sur-
vival and reported an increase in family closeness
during the course of the illness.
The progression in degree of functional depen-

dency from hospice home care to hospital-based
hospice care to conventional care among these
patients suggests differences in care provided at
different sites and that patients may select sites for
reasons related to their functional dependency.
Because of the methodologic problems inherent in
the National Hospice Study (lack of randomization
of patient selection and unavailability of all types

of hospice care in the same locality), it is difficult
to be more conclusive given this data set. Individ-
ual site characteristics that may have influenced
choice of location of care were not available for
analysis. A comparison restricted to hospital-based
hospice and hospice home care in the same locality
with the same data set, however, revealed greater
functional dependency among hospital-based hos-
pice patients, supporting our more global hypothe-
sis (17).
The patient's functional status, a global measure

of disability, may be related to severity of disease
(18), especially when patients have become ill
enough to consider hospice care. Functional status
has been suggested to represent the final common
denominator for chronic disease states (19,20).
Functional status has been related to survival after
admission to a nursing home (21-24), a long-term
geriatric unit (25), and after retirement (26). In the
present study, ADL disability was an important
predictor of site of care and may represent
demand for level of care.

Choice of care site is not completely explained
by the patient's functional status, however. There
is generally a poor correlation between severity of
illness and use of home health services, and it is
uncertain whether a trend for less aggressive care
of the older, sicker elderly may explain this finding
(27). Use of medical care is poorly explained by
reimbursement mechanisms, home health care
availability, numbers of health care professionals,
or availability of institutional care services (28).
The amount of support available to the patient's
family, however, may affect the choice of care
site. It is those patients who have less extensive
social support who are cared for in institutions. It
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is curious that in our study we found patients in
the home-based and hospital-based hospice groups
to be older than patients receiving conventional
care. Older persons would be expected to have
fewer remaining social supports. Other researchers
reported a younger population than we found
among home-based hospice patients (29). The NHS
requirement of a primary concerned person for
each study participant may have affected the age
distribution of the demonstration's hospice patients
with respect to the general population. Controlling
for age differences between care groups, however,
did not affect the relationships of variables to the
choice of care. It is important to consider available
social support in order to classify patients and to
place them according to need in appropriate levels
of care (30-32).
Home hospice care is not a panacea for treat-

ment of the elderly with chronic or terminal
disease. We need both good home services and
good institutional care alternatives for humane and
effective care. Deciding how to use these alterna-
tive resources most effectively will take consider-
able additional thought and inquiry.
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