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Hospice Medical Guideline, Non-Cancer Diseases

Youn Seon Choi, M.D., Ph.D. and Hyun Sook Kim, R.N., Ph.D.*

Department of Family Medicine, Korea University Guro Hospital, Seoul,
*Department of Social Welfare, Chungju National University, Chungju, Korea

Hospice is defined by the National Hospice and Palliative Care Organization (NHPCO, USA) and WHO, as a
program of care that provides comprehensive medical, nursing and support services to dying patients and their
family. Despite its broad definition, however, hospice care in Korea has been focused mostly on terminal cancer
patients. Thus hospice eligibility for patients with advanced cancer is relatively easier to predict than those with
other fatal chronic illnesses such as heart, lung, renal or liver diseases, and dementia. This makes it more difficult
for patients and families to prepare for death and gain full benefits of hospice care. This article introduces the
medical guidelines for selected non-cancer patients who are expected to live for only six months, this making
it possible for patients, who are nearing the end of life, to avoid unwarranted suffering. (Korean J Hosp Palliat

Care 2010;13:69-75)
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Figure 1. Proposed trajectories of dying.
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Figure 2. Trajectoris of disability in the last year of life among 383
decedents.
The severity of disability is indicated by the mean number
of activities of daily living (ADLS) in which the subjects
had disability.
Source: Gill TM, Gahbauer EA, et al. Trajectories of dis-
ability in the last year of life. N Engl J Med 2010;
362(13):1173-80.
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Figure 3. Distribution of disability trajectories in the last year of life,
according to condition leading to death among the 383
decedents.

The values within the bars are the percentages of decedents
with the disability trajectories.

Source: Gill TM, Gahbauer EA, et al. Trajectories of dis-
ability in the last year of life. N Engl J Med 2010;
362(13):1173-80.
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Table 1, NHPCO: General Medical Guidelines for Determining Prognosis in Selected Non-Cancer Disease.*

Patients should meet all of the following criteria:

1. The patient's condition is life limiting, and the resident and/or family know this.
2. The patient and/or family have elected treatment goals directed toward relief of symptoms, rather than cure of the underlying disease.
3. The resident has either of the following criteria:
A. Documented clinical progression of disease, which may include:
1. Progression of the primary disease process as listed in the disease- specific criteria, as documented by physician assessment, laboratory,
radiologic, or other studies;
2. Multiple emergency department visits or inpatient hospitalizations over the prior 6 months;
3. Nursing assessment may document decline;
4. For residents who do not qualify under 1, 2, or 3, a recent decline in functional Status should be written- clinical judgment is required.
B. Documented recent impaired nutritional status related to the terminal process: unintentional progressive weight loss of >10% over prior 6
months.

*Source 1: The National Hospice Organization. Medical guidelines for determining prognosis in selected non-cancer diseases. Hosp J 1996;
11(2):47-63. Source 2: Lynn, ]J. Perspectives on care at the close of life. Serving patients who may die soon and their families: the role of hospice
and other services." JAMA 2001;285(7):925-32.

Table 2, NHPCO: Highlights of Guidelines for Specific Diseases.*

Disease-specific guidelines

Heart disease + CHF symptoms at rest (NYHA class IV)
* Must be optimally treated with diuretics and after-load reduction
+ The following help predict increased mortality: symptomatic supraventricular or ventricular arrhythmias, prior cardiac arrest,
unexplained syncope, cardiogenic stroke and concomitant HIV disease.
* An ejection fraction of 20% or less is helpful, but not required for this category.
Pulmonary disease * Dyspnea at rest, unresponsive to treatment
* Progressive disease that can be demonstrated with a declining FEV1 (>40 mlfyear) or by increased ER visits/hospi-
talizations (no specific number of visits, just looking for a trend)
+ Cor pulmonale or right heart failure (not due to valvular cardiomyopathy or left heart failure)
* Hypoxemia at rest (PaO2 <56 mmHg or sat <89% on supplemental O2)
- Hypercapnea (PaCO2 >49 mmHg)
* Resting tachycardia
Dementia * MMSE of 0/30 and basic ADL dependency alone are NOT SUFFICIENT; these patients, though profoundly demented,
may live for some time.
* Presence of co-morbid conditions are associated with decreased survival:
- aspiration, pyelonephritis, septicemia, pressure ulcers (stage 3~4), fever despite antibiotics
« If pt has g-tube, must demonstrate (and document) nutritional impairment.
- Weight loss >10% over 6 months
- Hypoalbuminemia
+ In the absence of G-tube, decreased oral intake
Liver disease * Clinical judgement in this category is essential?>-the following are guidelines
+ Pt must not be a transplant candidate
* Pt should exhibit impaired synthetic function: Albumin <2.5 g/L and PT <5 sec over control
+ Ascites despite maximum diuretics
« Spontaneous bacterial peritonitis
* Hepatorenal syndrome
* Hepatic encephalopathy
* Recurrent variceal bleeding
Renal disease + Creatinine clearance <10 cc¢/min (<15 if diabetic) and serum creatinine >8 (>6 if diabetic)
+ Signs or symptoms associated with uremia
+ Oliguria
« Intractable fluid overload
* Not on dialysis

*Soutce 1: The National Hospice Organization. Medical guidelines for determining prognosis in selected non-cancer diseases. Hosp J 1996;11(2):47-63.
Source 2: Lynn, ]. Perspectives on care at the close of life. Serving patients who may die soon and their families: the role of hospice and other
services." JAMA 2001;285(7):925-32.



Table 3, Percentage of Hospice Admissions by Primary Diagnosis.*

Primary diagnosis 2008 2007 2006
Cancer 38.3% 41.3% 44.1%
Non-cancer diagnoses 61.7% 58.7% 55.9%

Debility unspecified 15.3% 11.2% 11.8%

Heart disease 11.7% 11.8% 12.2%

Dementia 11.1% 10.1% 10.0%

Lung disease 7.9% 7.9% 7.7%

Other 4.4% 6.5% 3.7%

Stroke or coma 4.0% 3.8% 3.4%

Kidney disease (ESRD) 2.8% 2.6% 2.9%

Motor neuron diseases, 2.5% 23% 2.0%

including ALS

Liver disease 1.5% 2.0% 1.8%

HIV/AIDS 0.5% 0.6% 0.5%

*Source 1: NHPCO facts and figures: hospice care in America
[Internet}. Alexandria, VA:National Hospice and Palliative Care
Organization:c2009. {cited 2010 Mar 23}. Available from http://www.
nhpco.org/files/public/Statistics_Research/NHPCO _facts_and_figures.pdf.
Source 2: NHPCO facts and figures: hospice care in America
[Internet}. Alexandria, VA:National Hospice and Palliative Care
Organization:c2009. {cited 2008 Oct 22}. Available from http://www.
nhpco.org/files/public/Statistics Research/NHPCO _facts-and-figures2008.
pdf(2008).
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