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The actual condition of the diagnosis, treatment and awareness of menstrual symptoms in women with
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Abstract

An anonymous self-report questionnaire survey has been conducted on menstrual-related problems in
endometriosis patients and healthy women to elucidate symptoms that are useful for early detection and early treatment
of endometriosis. Responses were obtained from 330 patients who had been diagnosed with endometriosis and 194
healthy women. Among the established risk factors for endometriosis, "menstrual cycle shorter than 28 days" and
"menstruation period of 8 days or more" and "infertility" were significantly more common in the patient group than in the
healthy group. The symptoms that were more frequently observed in the patient group include lower abdominal or lower
back pain following menstruation, defecation pain during menstrual period, anal pain during menstrual period, anemia,
and pain during intercourse. However, it was not until 11 years on average after recognizing those subjective symptoms
that the patients received diagnoses. Some subjects in the healthy group are also suspected of having endometriosis.
The results indicate that subjective menstrual symptoms could be used for the early detection and early treatment of
endometriosis.
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Abstract

This study aimed to clarify the illness awareness of adolescent patients with epilepsy and its effect on the

relationship between the disease and the patient’s environment. The subjects were 32 patients with epilepsy (age
range, 12 to 25 years) who had received an explanation of their diagnosis and completed a self-administered
questionnaire on their hopes for their future. Questionnaire data revealed that the subjects' hopes for the future were
the same as those identified in the Basic Survey of Schools conducted by the Japanese Ministry of Education. The
subjects' awareness of their illness encouraged their health management, and encouraged them to view their illness
positively. Parents and medical staff must all understand that adolescents with epilepsy worry about their future, and
require supporting relationships in which it is easy to seek support.
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Key words
epilepsy, adolescence, perceptions of iliness , career path, job hunting
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Abstract

Over recent years in Australia, the integration of palliative care into health care systems has become more
important. The ageing population is one of many reasons for this movement; more significant however, is the increasing
realisation that all health professionals require some skill in caring for dying people. To that end then, a number of
initiatives have been developed to provide broad-based education and support in a number of areas, but especially
for primary health care workers. Using a primary health care framework, this paper explores a range of these
developments and makes comment on future challenges of continuing to provide the most appropriate care of the

dying.

Key words
end-of-life-care, primary health care, palliative care

1. Introduction

In Australia for a range of reasons, the work to
integrate palliative care into health care systems
has gathered momentum over recent years. One
of the main reasons for this shift is that dying and
palliative care is being increasingly recognised
and supported as "everybody's business", through
emerging primary health care models. This paper
describes palliative care developments in relation
to the particular context of the Australian health
care system and then discusses a range of primary
health care approaches to palliative care as they
have been applied across the country.

2. The Australian health care environment

The population of Australia is 22.5 million,
with most living in large cities around the eastern
seaboard. The population is expected to grow
to 36 million by 2050 (Australian Bureau of
Statistics 2012). This growth will create the need
for more health services, new investment in health
infrastructure and an expanded health workforce.

Australia spends about 9.4% of Gross

Domestic Product on health and the Australian
government funds about 44% of total health
cost, with the remainder coming from state and
local governments, as well as private health
insurers. Costs have increased sharply in recent
years and are expected to continue growing
(Australian Bureau of Statistics 2012). This
split in government funding makes for difficult
management and coordination of health services
in areas like medicines, primary health care,
hospitals, community care and aged care.

Like many other developed countries, the ageing
population will substantially increase both health
care needs and health expenditure. The forecast of
the proportion of the population aged over 65 will
increase from 14 per cent in 2010 to 23 per cent
by 2050 (Australian Bureau of Statistics 2012).
Chronic disease as a component of ageing is a
large and increasing burden on the health system.

Six hundred thousand Australians are
employed in health service occupations, which
represent 5.8% of Australia's total workforce
(Health Workforce Australia 2007). A workforce

48



End-of-Life care in Australia / Margaret O'Connor

shortage is already placing limitations on the
delivery of health care—particularly in regional
and rural Australia and this is predicted to not
improve for many years. As well as training more
health professionals, there will need to be a more
effective in skill development and retention of the
existing health workforce, which is rapidly ageing.
The average age of nurses is 44 years, while more
than a third of general practitioners are aged
55 and over. More than a quarter of the whole
medical workforce is aged 55 and over (Health
Workforce Australia 2007).

In addition, Australia's heath care system
struggles with a number of internal issues.
'"Medicare' is the universal health coverage
accessed by the whole population and paid
for through taxes. About 45% of Australia's
population has private health insurance, but this
does not exclude them from the public services.
Because healthcare is a mix of public & private
systems, the services need to work together. But it
also makes access difficult, with varying levels of
care and expertise.

Similar to many countries, most health care
is offered in population-dense areas. There are
problems with access within urban, rural and
remote populations. E-Health has provided some
assistance with distances and is a developing area.
However, very remote areas continue to rely on
the Royal Flying Doctor Service, provided by
airplane.

Twenty-five percent of Australia's population
was born overseas coming from more than 200
different cultural groups (Australian Bureau
of Statistics 2012). Immigration has been part
of Australia since white settlement in 1788,
but this has been especially so, since the end
of World War 2. Immigration groups have
shifted over time, from European dominance,
to countries in the Asian region like China,
India, and the Philippines. All these groups have
differing attitudes to health and illness requiring
consideration. In particular cultural sensitivity is
needed to respect the rituals and traditions about

dying and death.

Indigenous people make up about 1/2 million
people. They come from many different groups
with different languages (about 200) and traditions
(Australian Bureau of Statistics 2012). With a
shorter life expectancy and a more complex
chronic illness profile than western populations,
they are traditionally suspicious of western health
care. However, there has been significant work
to sensitise health services to accommodate the
range of needs, in particular in palliative care.

All these issues make for complexity in the
delivery of healthcare in Australia and no less for
palliative care services.

3. Palliative care in Australia

Australian deaths are 143,000 per annum from
all causes, which are calculated to be 1 death
every 4 minutes (Australian Bureau of Statistics
2012). Of these, it is thought that approximately
100,000 are expected deaths from cancer, heart
disease and other neurological or chronic illnesses.

Palliative care has developed as a specialist
service over the last 30 years or so, with
approximately 145 specialist palliative care
services spread across the country. Despite
this, developments have perhaps not been in the
most coordinated way, which will be discussed
further in this article. A major achievement is that
services receive significant government funding
and thus palliative care is mainly provided free of
charge to patients and families. The government
also subsidises access to palliative care medicines,
ensuring they are cost effective (Stjernswérd et al
2007). Palliative Medicine has been recognised as
its own speciality, providing equality with other
medical specialisations.

There have been nationally endorsed standards
since the early 1990s, providing a consistent
framework for all services. The peak body,
Palliative Care Australia (PCA), has a number
of nationally endorsed guidelines and position
statements, in areas like models of care, carers,
advance care planning, primary health care, aged
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care and euthanasia. There is government funding
for educational programs, which will be discussed
further below. And there is increasing recognition
of the role of carers and volunteers and how
they support dying people and their families and
carers.

Because palliative care enjoys government
funding in Australia, there has been work
undertaken to integrate palliative care into
mainstream health services. The services now
include acute hospital consultant teams; inpatient
hospice/palliative care units; home-based care;
and many home care services provide consultant
team care in nursing homes. There are numbers of
independent nurse practitioner roles developing,
whereby nurses are able to prescribe and order
tests in their own right.

4. Primary health care and palliative care

The World Health Organisation has developed
public health guidelines for enabling the
integration of palliative care into health care
systems (Stjernsward et al 2007). Since the 1990s,
building on these developments, Australia has
gradually moved to such a model, especially
incorporating primary health care settings, in
aspects like building capacity and educating
the workforce, establishing quality systems
and informing the community (Palliative Care
Australia 2012a).

In line with these shifts, over the last 10 years
or so there has been recognition that not all
dying people require specialist palliative care.
Indeed services would not be able to provide
care for all dying people because of the ageing
population increasing the demand for palliative
care. Thus has developed a catch-phrase: 'dying
is everybody's business', to signify that dying
needs to have a range of many people involved.
Concurrent with these developments has been an
Australian government commitment to reform
and more effectively coordinate all primary health
care services, which previously had been the
responsibility of State governments.

While there are many examples of palliative
care developments in primary health care in a
number of countries, Australia leads the way in
the significant resources that have been allocated
to this area (Duckett and Willcox 2011). All work
sits under the National Palliative Care Strategy,
a revised version of which was released in 2010
(Australian Government, Department of Health
and Ageing 2010). Besides funding the service
provision for each State, some funds are kept for
national projects, the advantage of which is an
increasing acceptance of the national approach to
the big issues.

The principles of specialist palliative care
have needed to be translated to primary health
care environments and this has been undertaken
in many settings-the community, aged care and
general practice in particular. These changes are
aimed at supporting health professionals with
general interests in palliative care (Australian
Government, Department of Health and Ageing
2006), who incorporate care of dying people into
their general workload.

In relation to educating the workforce there are
a number of projects aimed at staff who works in
primary health care settings. The developments in
education have seen funding from the Australian
Government for the development of a generic
curriculum and resources for all undergraduate
health science courses-medicine, nursing and
allied health. Called 'PCC4U' ('Palliative Care
Curriculum for Undergraduates'), the uptake has
been excellent in some courses (76% of nursing
courses), with palliative care content evident
in 219 programs across the country (PCC4U
2012). There have been significant shifts in all
curricula, especially in the creative integration of
these resources into current subjects instead of
introducing new subjects into already crowded
curricula (PCC4U 2012).

To build capacity in the primary health care
workforce, the 'Program of Experience in the
Palliative Approach' (PEPA) was developed. This
program aims to improve the quality, availability
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& access to palliative care for dying people &
their families, by developing the skills of health
professionals. PEPA uses supervised clinical
placements in specialist palliative care services
and integrated learning workshops. The key to
success of this program has been the provision
of funding to backfill the position of the health
provider (for example a GP), to free them to
attend a supervised placement or other activity.
The program has been taken up by GPs, social
workers, nurses, indigenous health workers and
aged care staff (Program of Experience in the
Palliative Approach 2006).

Primary healthcare approaches in aged care
settings have been an important piece of work.
Even though a nursing home may be an older
person's final residence, there has been little
recognition of how palliative care could assist
people who die in these settings (O'Connor
2009). In 2004, the Australian Government
Department of Health and Ageing funded the
project to develop the 'Guidelines for a Palliative
Approach in Residential Aged Care' (Australian
Government, Department of Health and Ageing
2006). A consequence of this work has been
the requirement of including palliative care in
the Aged Care Standards, which are used for
accreditation of services. If organisations do not
meet these standards, they will be penalised.
More recently a companion document-'Guidelines
for a Palliative Approach in Aged Care in the
Community' has been developed (Australian
Government, Department of Health and Ageing
2011).

In relation to quality, Palliative Care Australia
has had national standards since the early 1990s,
which are now in the 4th edition of the 'Standards
for Providing Quality Palliative Care for all
Australians' (Palliative Care Australia 2005a).
More recently the 'National Standards Assessment
Program' (NSAP) has been funded by the
Australian government to enable demonstration
of evidence of the Standards (Palliative Care
Australia 2012b). NSAP assists all specialist

palliative care services to participate voluntarily
in the stages of quality improvement and there
will eventually be links to accreditation processes.
Further work is required however, to integrate the
primary care emphasis into the Standards, which
will be incorporated into the 5th edition.

The Australian government commissioned
an 'Inquiry into Palliative Care in Australia'
in 2011, the report of which was finalised in
2012 (Australian Senate, Community Affairs
References Committee 2012). The many
recommendations are wide-ranging and include:
addressing funding support for people in remote
& rural areas; processes of support for people
from different cultures (including indigenous
peoples); enabling equitable access to care for
children and their families; advance care planning
and that funding models reflect the complexity of
care.

In relation to informing the community about
palliative care, community messages follow the
public health model of empowering individuals
through the provision of information, in advance
of a health event. Messages are very difficult
to impart to the community because of the
perception of medicalised death associated with
the 'death-denying' society and the lack of or
'invisible' community involvement, for example
with carers.

Community awareness is also focused around
National Palliative Care Week; although there
are many other media opportunities individual
services make use of. Each year, one agreed
national message is facilitated by PCA, who
then develop appropriate resources like posters
and brochures. Besides advertisements and
interviews on mainstream media of TV, radio and
newspapers, in recent years, tweets, Facebook and
podcasts have all been used.

But there is a long way to go to getting to
true partnership with the community, where the
community has a real voice in what they wish
to see in end of life care. It is difficult to involve
terminally ill people themselves, but carers and
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the bereaved present many opportunities to be
involved in community representation of palliative
care.

'The National EoL (end of life) Alliance' was
established among Australian Government
parliamentarians in 2009. Co-Chaired by a
member of each major party, they host a function
at Parliament House twice a year. The meetings
are open to all parliamentarians, which provide
an opportunity to inform parliamentarians about
aspects of palliative care, as well as a place where
they can raise issues and concerns.

All national work is underpinned by a policy
and advocacy framework for PCA, determined
through ongoing and wide-ranging consultation
with PCA's member organisations, working groups
and subcommittees. These forums bring together
the knowledge and expertise in palliative and end-
of-life care from across Australia and the entire
health sector. The main framework is underpinned
by 3 key documents:

Standards for providing quality palliative
care for all Australians (Palliative Care
Australia 2005a)

Palliative care service provision in Australia:
A planning guide (Palliative Care Australia
2003)

A guide to palliative care service
development: A population based approach
(Palliative Care Australia 2005b)

In addition to these reference documents, PCA
has also published the 'Palliative and End-of-Life
Care Glossary of Terms' (Palliative Care Australia
2008).

5. Discussion and Conclusion

This paper has described the many ways that
palliative care services in Australia have worked
to integrate palliative care into mainstream
health services. The emerging primary health
care models have potential to change practice,
particularly for staff not specialised in palliative
care. While these developments have been
significant, there are many opportunities to

address the service gaps. The workforce issues
will continue to be a challenge because of skills
shortages and as workers age; so continued
educational support is essential, particularly in
supporting primary health care workers. Finding
effective communication systems will continue
to challenge the community as long as death
continues to be invisible. Continuous national
work is required on implementation of advocacy,
policies, and quality programs, building on the
recommendations of the National Inquiry in
particular. There is a requirement to further
develop and strengthen the evidence of quality
improvements and to have 'real' performance
measures attached to such activities. Thus
research needs to be embedded into service
systems, which must be linked to practice change
to provide such evidence. There is much work to
do in developing systems of appropriate care, to
incorporate cultural and other differences and to
enable death in the "best" place for each person.
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Abstract

The first hospice in Korea was Galbari hospice initiated by the Australian Sisters of 'Little Company of Mary' in
1965. Since then, hospice programs in Korea have been largely based on volunteer activity, and religious or social
service. In 2002, the government proclaimed a new policy to foster medically based hospice inpatient service and
operated a primary demonstration hospice program from 2003 to 2005 to develop a per diem payment system. The
Korean government designated 44 palliative care centers with 725 beds and a budget of 2.3 billion won in 2012.
However, despite all the efforts of the private and public sectors, only 9% of terminal cancer patients used hospice
service and 29% of the hospice bed demands (2,500 beds required) were satisfied. This article outlines the developing
history, government involvement, facts and figures of hospice services in Korea, and discusses the challenges of the

future.

Key words
hospice, palliative care, Korea

1. Introduction

A small proportion of patients with terminal
diseases spend the majority of health care
expenditures but there is evidence of poor
health care quality despite the high expenditures
(Emanuel 1996, Kim et al 2007, Lo 2002). Hospice
palliative care has been suggested as an alternative
to reduce medical cost and to improve quality of
life in end-of-life care. Hospice palliative care
focuses on achieving the best possible quality-of-
life for patients and their family caregivers based
on patient and family needs and goals (Meier
2011). Hospice palliative care is also associated
with significant reductions in per diem costs, and
total costs of palliative care are shown to decrease
total medical expenses within 6 months of death
by 27% in Korea (Jung et al 2012).

Although hospice in Korea was started in the
1960s, the same period in which modern hospice
was developed by Dame Cicely Saunders in
western countries, hospice has developed very

slowly because of national poverty after the
Korean War. However, innovation of hospice in
Korea began in the 2000s (Chung et al 2005). This
review outlines the history, current status, policy,
and challenges of hospice in Korea.

2. History of hospice in Korea

Hospice was first introduced by the sisters of
Little Charity of Mary from Australia in 1963
and home hospice through Galbari Hospice in
1965 (Hong 2008). Because Korean society put
all its efforts into rebuilding the nation after the
Korean War in the 1960s and 1970s, hospice in
Korea lay dormant until the 1980s. During the
1980s, hospices were established autogenously
by devoted Korean nurses and physicians, sisters
of the Catholic Church, and Ministers of the
Protestant Church (Chung et al 2005). The first
inpatient hospice service with 14 beds was opened
in St. Mary's Hospital in 1988; on the other hand,
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home hospice services and hospice education
were initiated by US educated nursing professors
at Severance Hospital and Yonsei University in
the mid-1980s (Hong 2008). The 1990s were the
era of constructing hospice bodies that called
for legislation for hospice service and awareness
of social issues in terminal care. The Korean
Hospice Association led by Protestants, the
Korean Catholic Hospice Association, the Korean
Society for Hospice and Palliative Care, and the
Korean Hospice and Palliative Nurses Association
were established in 1990, 1991, 1998, and 2003,
respectively. As the demand for hospice care in
Korean society has been rapidly increasing, the
government proclaimed a new policy to promote
medically based hospice inpatient service and
operated a primary demonstration hospice
program from 2003 to 2005 (Choi et al 2012).
Since hospice palliative care was introduced as
a service to promote an increase in the quality
of life of terminal cancer patients in the second-
term 10-year National Cancer Control Plan in
2005, the Korean government has proposed a per
diem payment system for inpatient palliative care,
disseminated the standard hospice and palliative
care education program, and subsidized delegated
hospice programs (Kang et al 2010, Ministry of
Health & Welfare 2005). The evolution of hospice
in Korea is ongoing.

3. Current hospice services in Korea

3. 1 Administration of hospice services

Cancer patients are the primary recipients
of hospice services in Korea because palliative
care is currently addressed only by the Cancer
Control Act. In 2011, more than 72,000 people
died from cancer in Korea, accounting for
28.2% of all deaths and making cancer one of
the leading causes of death (National Statistical
Office 2011). The total medical expenses of cancer
were estimated to be $9.4 billion, which was
1.72% of the gross domestic product in Korea in
2002 (Kim et al 2008). Cancer patients and their

families suffer from complex physical symptoms,
emotional distress, and lower quality of life. Thus,
care for terminal cancer patients has become one
of the major public health issues in Korea.

There are approximately 110 hospice programs
in Korea (Korean Society for Hospice and
Palliative Care 2012), and the government
designated 44 of them as palliative care centers
with a total of 725 beds. The designated palliative
center should fulfill the standards of infrastructure
and composition of the hospice team to provide
inpatient hospice services. The Korean Nurses
Association defined hospice as 'helping hands
to accept death and to relieve suffering' and
emphasized the importance of quality of life and
loving care from an interdisciplinary team (Korean
Nurses Association 2002). The interdisciplinary
team is composed of physicians, nurses, social
workers, spiritual care providers, and volunteers.
Funding for independent hospice programs mainly
depends on donations and sponsorship (Yun
et al 2002), except for hospital-based hospices.
Hospital-based hospices can bill the national
health insurance for medical costs, but not for
counseling, various life-enhancing programs,
or bereavement care. A demonstration project
for developing a per diem payment system has
been conducted for several years and is in the
final stages. Although home hospice is neither
officially recognized nor reimbursed by the
government, some hospices provide home hospice
because they believe death at home is ideal. Home
hospice also helps to reduce the length of stay and
institutionalized death (Choi et al 2012).

According to a study that analyzed the data
from the Korean Terminal Cancer Patient
Information System (eVelos system), the mean
length of stay in inpatient hospices was 19.6 days
(range 10.5 ~ 32.6 days) for each admission, and
73.2% (range 39.8% ~ 92.6%) of first admissions
to hospice centers ended in death (Choi et al 2012).
Due to considerable variations among hospice
programs, the significance of standardization of
hospice services was addressed. In another study,
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the median duration of survival after enrollment
in palliative care was 18 days (Back et al 2011).
This result implies that Korean terminal cancer
patients are referred to hospice too late, and a
system to promote earlier referrals needs to be
established. According to a biannual evaluation
of hospice programs conducted by the National
Cancer Center, over 80% of patients and families
admitted to a hospice center were satisfied with
the services provided in 2010, and patients in
hospice centers experienced a significant reduction
in average pain scores 1 week after admission
(Choi et al 2012).

3.2 Cultural considerations

In Korea, hospice has been related to religious
activities and volunteerism for a long time, and
most hospices are associated with Christian and
Catholic hospitals (Glass et al 2010). Various
religions are currently practiced without
predominance (Buddhist, 22.8%; Protestant,
18.3%; Roman Catholic, 10.9%; according to 2007
national census) (Kang et al 2012). Nevertheless,
the principals and concepts of hospice were
imported from Christian countries, especially
by US educated nurses and physicians; however,
hospice care must be conducted in ways that are
sensitive to cultural values and tradition. Korean
values include the tradition of respect for ancestors
and parents, called 'Hyo (filial piety)', which is a
heritage from Confucianism. One example of the
cultural characteristics is found in the decision-
making process. A significant portion of Korean
patients (35.9%) do not desire to have the sole
decision-making responsibility. Furthermore,
awareness of their prognosis and active
participation in the decision-making process were
not significantly correlated with their satisfaction
or quality of life (Mo et al 2011). Patient autonomy
should not be considered absolute in Korea.
Korean patients, especially elderly patients, tend to
trust their families' or physicians' decisions about
treatment, and do not consider family members'
substitution as depriving them of their right to

autonomy but rather as a sign of caring. This is
a fairly common phenomenon in the Confucian
culture that reflects paternalism (Seo et al 2000).

It is considered a family obligation to take care
of a dying family member in Korean culture. As
we discussed above, Korean patients often leave
decision-making to their families, and families
tend to prefer more aggressive care because they
feel it is their duty to extend the patient's life and
to provide every treatment possible. This leads
to late referral to the hospice service (Back et al
2011).

The words 'palliative care' and 'hospice' has
been used interchangeably in Korea, although the
connotations of the two words differ. Because
hospice reminds many of death and dying,
many Koreans feel somewhat ambivalent and
uncomfortable with the word 'hospice'. To reduce
public repulsion toward hospice and to stress
the pain and symptom management function of
hospice service, the Korean government chose
the terminology 'palliative care for the terminal
cancer patients' in the Cancer Control Act.

3.3 Education and qualification for hospice
providers

The first formal training for hospice
professionals began in 1985 as a continuing
nursing education course by the Korean Nurses
Association (Ro et al 1996). This was followed
by short courses developed at the postgraduate
level by several nursing colleges and institutions
that varied in duration and content based on their
practical needs. However, most of the educational
programs were for nurses or volunteers and some
were religiously oriented. To meet increasing
needs for manpower of hospice professionals, the
government developed a 60-hour standard hospice
and palliative care education program for all
disciplines involved in hospice care in 2005 (Korea
National Cancer Center 2006). The standard
hospice and palliative care education program
in Korea has several characteristics. First,
development of this program was initiated by the
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government as part of a 10-year National Cancer
Control Plan strategy (Kang et al 2010). The
government requires completion of this program
as the minimal educational requirement for
hospice team members. Second, because this was
developed as basic education for all disciplines
to build up the infrastructure of palliative care
in Korea, the need for an advanced education
program for each discipline has emerged.
Currently, the National Cancer Center in Korea
is working on developing a discipline-specified
advanced education program and certification
system for advanced training. There is currently
no formal certification system for palliative care
education at this point, except in nursing. There
are two levels of education programs for nurses.
In 2011, the Korean Hospice and Palliative Nurses
Association (KHPNA) began to certify 'General
Hospice Palliative Nurse' who completed 130 hours
of certified hospice palliative care education for
nurses. There have been various levels of hospice
nurse education courses offered sporadically for
over 10 years. However, those programs have
been standardized since KHPNA certification
was initiated. 'Hospice Advanced Practice Nurse
(APN)" accreditation is offered by the Korean
Ministry of Health, Welfare, and Family Affairs
(KMHWFA). To be a Hospice APN, a nurse
should have at least 3 years of clinical experience
and complete a master course in a graduate school.
They must also pass the national board exam
(Paper Based Test and Clinical Performance Test)
run by the Korean Accreditation Board of Nursing
(KABON). KABON, which was approved by the
government, also defines the scope and practice
of Hospice APN and evaluates APN programs.
Eleven universities run Hospice APN programs,
and approximately 330 Hospice APN have been
produced since 2006 (Korean Accreditation
Board of Nursing, 2012). Most hospice institutions
independently offer 30 hours of hospice education
for volunteers.

4. Policy and regulations

Hospice in Korea began as a grass-roots
movement that primarily involved religious
institutions. They were sporadic until the 1990s
when hospice bodies started to be established.
By the year 2002, there were 64 hospice services
but most of them were not based on medical
care (Yun et al 2002). The KMHWFA decided
to promote medically based palliative care
within the second-term cancer control plan in
2005 (Ministry of Health & Welfare, 2005). The
strategies and goals to promote palliative care
stated in the Cancer Control Plan 2015 are as
follows: 1) supporting and raising palliative care
facilities; 2) expansion of palliative care beds and
building service delivery systems (goal 2,500 beds
for 40,000 patients); 3) expansion of palliative
care professionals; 4) widening public relations
about hospice and palliative care; 5) developing a
hospice reimbursement system through National
Health Insurance (Ministry of Health & Welfare,
2005).

The Korean government subsidized
approximately 2.3 billion won (2 million USD)
to designated palliative care units, and planned
to establish regulations and a payment system
through an ongoing demonstration project. As a
result of these efforts, palliative care units have
increased from 15 in 2005 to 44 in 2011, and
terminal cancer patients who used palliative care
have increased to 9% (Shin et al 2010).

5. Challenges of the future

Although there have been great improvements
in hospice in Korea over the last decade, hospice
in Korea faces a number of challenges to improve
the quality of life of terminal cancer patients.

5.1 Social consensus regarding futile treatment
and advanced directives
In Korea, it is common for patients and their
families to be reluctant to transfer to a hospice
program when their physician recommends doing
so. They may think that they will eventually go to
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hospice but not yet. This may be because people
misperceive hospice as a place for those facing
imminent death. This misperception leads to late
referral, short length of stay, low usage rate for
hospice, and fear of receiving hospice service.
Public relations via TV programs, campaigns, and
social events should be used to promote a correct
perception of hospice in Korea. Public education
could help raise understanding and awareness of
hospice and might lead to greater acceptance.
Besides educating the public about hospice,
support of legal sanctions to withhold or withdraw
futile treatment for terminal cancer patients needs
to be established. In 2000, 'Natural Death Act'
was legislated in Taiwan that allowed withdrawal
of futile treatment and a legal basis for hospice
(Hong 2005). The death with dignity bill is facing
rough going in the National Assembly because
there are concerns that this bill could have
horrible consequences for patients with chronic
diseases such as dementia, mental illness, and
unconsciousness. We must therefore establish
trusted safeguards against misapplication and
should build a social consensus about liable
informed decision-making and advanced medical
directives, which are being implemented in
Singapore and western countries (Heo 2006).

5.2 Payment system of National Medical
Insurance

There is no reimbursement system to cover
hospice services in Korea. Therefore much of
hospice service remains volunteer work, even
though the providers are medical professionals
(Kim and Kim 2008). The lack of a reimbursement
system makes hospital administrators avoid
providing hospice services, and the government
is not able to invigilate and control the service
quality, which significantly affects vulnerable
terminal patients. Various services within hospice
are not covered under the current National
Medical Insurance system. Therefore, a per
diem payment system has been suggested and a
demonstration project is still ongoing. Establishing

a payment system will be an important basis for
the development of hospice in Korea.

5.3 Quality evaluation and outcome research

The Korean government has proposed a per
diem payment system for inpatient palliative care,
regardless of whether patients received high cost
medical treatment or not. Therefore, monitoring
quality and proving outcomes of the service
has become more important. The government
has defined the standards of inpatient palliative
care services in terms of separate palliative
care wards, human resources, equipment, and
facilities. However, no evident quality markers
have been suggested. One study suggested a
survey of bereaved family members to evaluate
the feasibility and efficiency of the service, but
this study was limited by a low response rate (Shin
et al 2011). Another study suggested length of
stay and pain score after 1 week of admission as
process and outcome indicators (Choi 2012), but
it is hard to say that a longer stay implies better
service quality and vice versa. Yet another study
evaluated a symptom rating system, health-related
quality of life (HRQOL), ease of access, and
unexpected ER visits (Kim 2011). Considering the
poor performance of terminal patients, it is very
difficult to conduct a long questionnaire survey
to evaluate quality of service. Therefore various
measures of service outcome indicators should be
developed.

5.4 Strategies of promoting home hospice

Access to hospice care is a fundamental right
for people and is a key component of hospice
delivery models. There is an increasing demand
for hospice due to increasing deaths from cancer,
but there are not enough hospice beds available,
especially in certain rural and regional areas
in Korea (Korea National Cancer Center 2007).
Home hospice could play a key role in improving
accessibility to hospice service and promoting
advisable utilization of medical resources. Other
countries in which hospice service is settled
have adopted home hospice as a preferred type
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of hospice service in order to reduce the medical
costs in hospice care through a home-based model
(Kim and Kim 2008, Meier 2011). Aside from the
financial benefit, Koreans value dying at home as
one of the factors for death with dignity (Yun et al
2004). Therefore, strategies for promoting home
hospice are needed.
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