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Abstract 
Context. There is rapidly increasing need for palliative care in Greater China due to rapidly 

aging populations.  

Objectives. This study aimed to systematically review and appraise evidence for palliative 

care needs, models of care, interventions, and outcomes in Greater China. 

Methods. Four databases (MEDLINE, EMBASE, CINAHL, PsycINFO) were searched, with hand 

searching of local journals and databases. Narrative synthesis was applied to the qualitative 

and quantitative evidence.  

Results. Nineteen qualitative studies and 47 quantitative studies were retained. With 

respect to care needs, nine themes were synthesised: pain control, reduced aggressive 

end-of-life care, truth telling, physical, emotional and spiritual support, and achieving 

preferred place of care/death. Informal caregivers expressed their needs for education and 

burden reduction. Healthcare professionals called for training and national policy support. 

Twenty-four studies evaluated interventions, mostly among advanced cancer patients. 

Positive effects were suggested for improvements in quality of life, pain, anxiety and 

depression, readmission rate, and costs. Models of care evaluated were mostly specialist 

palliative care delivered in various settings (hospitals, residential care and home). Outcome 

measures used were grouped into six categories of construct: quality of life, pain, physical 

assessment, psycho-spiritual assessment, quality of care, and implementation assessment. 

Limited rigorous randomised controlled trials is available to document intervention 

outcomes, and some problems (such as high attrition rates) reduced the strength of the 

evidence. 

Conclusion. Palliative care services within Greater China should pay more attention to 

management of non-malignant disease, and to integration into primary services. Policy 

support is key to establishing culturally appropriate person-centred services. 

 

Key words 
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Key message 
 

In the large and ageing Greater China populations, patients want honest communication, and for 

care to achieve their wishes for place of death. The current evidence base suggests effective 

models of care are largely focused on cancer, and little data from primary care. Outcome 

measures should be revalidated locally. 
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Introduction 
Palliative care is a human right (1), but is a neglected dimension of global health. (2) About 25·5 million of 

56·2 million people who died in 2015 experienced serious health-related suffering, and another 35·5 

million experienced serious health-related suffering due to life-threatening and life-limiting conditions. 

More than 80% of these 61 million individuals live in low-income and middle-income countries (LMICs) 

with severely limited access to any palliative care, even oral morphine for pain relief. (2) Projections 

suggest that serious health-related suffering in the last year of life is projected to increase by the year 

2060 from 26 to 48 million people. (3) The majority of these people (83%) will live in LMICs, and the 

greatest increase globally will be for cancer (109%). In upper middle-income countries (e.g. mainland 

China), an 87% increase in serious health-related suffering at the end of life is expected. Universal Health 

Coverage (UHC) (4) and World Health Assembly (WHA) Resolution (5) call for palliative care to be 

integrated into national health services, accessible globally for all individuals and communities in need.  

 

The Greater China region (Hong Kong, Macau, mainland China and Taiwan) is a Chinese cultural 

community sharing similar values and behaviour patterns. (6, 7) In the past 30 years, this region has 

experienced fast-growing economic development and rapid demographic change. (8) United Nations (UN) 

estimates more than 14.6 billion people lived in Greater China during 2019. (9) By 2020 the proportion of 

the population aged over 65 in Hong Kong, Macau, mainland China and Taiwan will be 18.1%, 11.9%, 

12.2% and 15.6% respectively. (10) World Health Organisation (WHO) defines Hong Kong and Taiwan as 

“aged societies”, and Macau and mainland China as “aging societies”. (11)  

 

Evidence shows that palliative care can improve quality of life, and reduce unnecessary suffering and costs, 

and access to palliative care should be improved as a core component of health systems. (2) The 2015 

Quality of Death Index ranked quality of death across the globe, placing Taiwan 6th, Hong Kong 22nd, and 

mainland China 71st (Macau was not included). (12) Palliative care provision and planning must respond to 

the needs of patients, family caregivers and health care professionals, and build on existing evidence. 

Previous reviews of palliative care needs, models of care, interventions, outcomes and outcome measures 

have been reported in other countries and regions. (13-16) Although palliative care research activity is 

increasing in Greater China (17-20), systematically appraisal of existing evidence is needed to identify gaps 

and inform development. This study aimed to systematically review and appraise evidence for palliative 

care needs, models of care, interventions, and outcomes in Greater China. The specific review questions 

were: (A) What is the evidence for palliative care needs among people in the Greater China region? (B) 

What models of care and palliative care interventions have been reported in this region? (C) What is the 

evidence of effectiveness? (D) What is the quality of the evidence? 

 

Methods 
This systematic review followed Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) (21) and the Centre for Reviews and Dissemination (CRD) (22) guidelines to identify 

peer-reviewed literature. Our study was registered with PROSPERO (CRD42019152625). 
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Search Strategy 

We searched MEDLINE (from 1946), EMBASE (from 1974), CINAHL (from 1978), and PsycINFO (from 1806) 

to 23rd September 2019. The published language was restricted to English, Traditional Chinese and 

Simplified Chinese. The search terms were shown in Table 1. Our search strategy was to run the search 

terms in group 1 and group 2 separately, then ran the union of these two results with “and”. 

Local journals in Hong Kong and Macau were hand searched in September 2019, including Medical 

Journal of Kiang Wu Hospital (from 2010 to 2018), Macau Journal of Nursing (from 2002 to 2018), Revista 

de Ciências da Saúde de Macau (from 2002 to 2010), Asian Journal of Gerontology and Geriatrics (from 

2006 to 2019), Hong Kong Medical Journal (from 1995 to 2019). Local electronic databases in mainland 

China and Taiwan were searched in October 2019, including China National Knowledge Infrastructure 

(Mainland China), WanFang Data (Mainland China), Airiti Library (Taiwan), Lawdata (Taiwan), and Taiwan 

National Central Library system (Taiwan).  

 

Table 1 here 

 

Selection Criteria  

Inclusion criteria: qualitative and quantitative studies focusing on adult patients (aged 18 years old or 

above) with incurable conditions, informal caregivers or health care providers from the Greater China 

region. We included the studies aimed to determine at least one of the following: care needs, models of 

care, interventions, outcomes, and outcome measures. Any health-related measures such as patient 

reported outcome measures, proxy measures, experience measures and cost measures were included.  

Exclusion criteria: case studies, reviews, conference abstracts, expert opinions, programme descriptions or 

non-peer-reviewed publications. We excluded cross-national studies that did not disaggregate data from 

Greater China. The definition of key terms draws from previous reviews. (14, 23) (see Table 2)  

 

Table 2 here 

 

Data Extraction and synthesis 

The data extraction table was developed and piloted by two reviewers (H.C. and P.G.). Data was extracted 

and reviewed by H.C. and consensus agreed with P.G. A third reviewer (R.H.) was consulted to resolve any 

disagreement. The main information extracted included first author name, publication year, study site, 

aim, design, study duration, number and type of participants, care setting, intervention and comparison, 

outcome measures, and main findings. Data synthesis was conducted following the Guidance on the 

Conduct of Narrative Synthesis in Systematic Reviews (24) and thematic analysis (14, 25) since both 

qualitative and quantitative data were included. Meta-analysis was not conducted due the heterogeneity 

of aims, designs and outcomes. The findings were presented in narrative form, and conceptual mapping 

was used to explore relationships in the data.  

 

Quality Appraisal 

The quality of included studies was assessed using the Standard Quality Assessment Criteria for Evaluating 
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Primary Research Papers from a Variety of Fields. (26) Our review did not adopt the summary score cutoff 

inclusion criterion as assessment of the quality of the existing evidence in this region was one of this 

review’s focus. We adopted quality assessment standard from the previous studies. (14, 27) For 

quantitative studies, the SC was defined as follows (27): strong (SC≥0.80), good (SC=0.71-0.79), adequate 

(SC=0.50-0.70) and limited (SC <0.50). For qualitative studies, the SC was defined as adequate quality 

(SC≥0.55) and low quality (SC≤0.54). (14)  

 

Results  

The search strategy identified 16,713 studies, and an additional 32 studies were identified from hand 

searching. The PRISMA flow chart is shown in Figure 1. After removing 7,040 duplicates, 9,587 studies 

were excluded in the title screen phase. Of the 118 studies which were examined in the abstract screen 

phase, 52 studies did not meet inclusion criteria. This review retained 19 qualitative studies (28-46) and 

47 quantitative studies (47-93). The study characteristics was shown in Table 3. 

 

Figure 1 here 

Table 3 here 

 

Study settings 

Of the 66 studies, 30/66 studies were conducted in Taiwan (28, 29, 32, 33, 39, 42, 49-53, 55, 57, 58, 60, 

65, 67, 69, 71-76, 78-80, 82, 87, 88); 18/66 were conducted in Hong Kong (30, 31, 34, 35, 38, 43, 47, 48, 

54, 59, 61, 63, 66, 68, 77, 83, 84, 86); 16/66 were conducted in mainland China (36, 37, 40, 41, 44-46, 62, 

64, 70, 85, 89-93); 2/66 were conducted in Macau. (56, 81)  

 

Study designs 

Among the 47 quantitative studies (47-93), 34/47 studies were observational studies, including 23 

cross-sectional studies (47-60, 62, 65, 69, 70, 72, 78, 89, 92, 93), 8 longitudinal studies (61, 71, 74-76, 79, 

82, 88), 1 case-control study (67), and 2 cohort studies. (73, 80). Thirteen studies were experimental 

studies, including 8 randomised controlled trials (RCTs) (63, 77, 81, 83, 85-87, 90), 4 pre-posttest studies 

(64, 66, 68, 91), and 1 cost-effectiveness study. (84) Among the 19 qualitative studies (28-46), 17/19 

studies were individual interviews (28-33, 35-38, 40-46), and 1 focus group interview (34) One study (39) 

retrospectively reviewed medical records and transformed it into quantitative data.  

 

Study populations 

The 66 included studies comprised 25,501 participants. Of these, 56/66 studies (28-33, 35, 37-39, 41, 44, 

47-50, 52-55, 57-88, 90-93) collected data from patients (n=21,441), 11/66 studies (42, 43, 46, 52, 53, 56, 

58, 68, 70, 82, 92) from informal caregivers (n=3,615), and 6/66 studies (34, 36, 40, 45, 51, 89) from 

healthcare providers (n=445). The vast majority of studies (53/66) were of cancer palliative care. (28-33, 

35-41, 43, 44, 46-48, 50, 52-58, 60, 62-65, 67, 69-76, 78-82, 85-88, 90-93)  

 

Study aims  
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Palliative care needs were described by 17 qualitative studies (28-36, 38-45) and 25 quantitative studies 

(47, 50-53, 55-58, 60, 61, 65, 69-72, 75, 76, 78, 80, 82, 88, 89, 92, 93). Models of care were described by 5 

qualitative studies (31, 34, 35, 37, 46) and 24 quantitative studies. (48, 49, 51, 54, 57, 59, 62-64, 66-68, 73, 

74, 77, 79, 81, 83-87, 90, 91) Palliative care interventions were evaluated by 2 qualitative studies (37, 46) 

and 22 quantitative studies. (48, 49, 54, 59, 62-64, 66-68, 73, 74, 77, 79, 81, 83-87, 90, 91) 

 

A) Palliative care needs (n=42) 

Nine themes were synthesised in thematic analysis: (1) Patients need for a better pain control (47, 55, 60, 

71); (2) Patients need for reduced aggressive end-of-life care (29, 44, 45, 50, 52, 89, 92); (3) Identifying 

and meeting preferred place of care and death (51, 69, 70, 93); (4) Patients need for truth telling (29, 53, 

56, 58, 61, 65, 72, 75, 76, 88); (5) Patients need for physical, emotional and spiritual support (28, 30-35, 

38, 39, 41, 57, 78, 80, 82); (6) Healthcare professionals need for training (40, 45); (7) Informal caregivers 

need for end-of-life care education (43, 45); (8) Informal caregivers need for relieving care burden (43); 

and (9) The lack of national policy support. (36, 42, 45)  

 

Theme 1- Patients need for a better pain control 

High pain prevalence was reported across studies, with 69.9% of N=2,185 terminal cancer patients 

reporting they usually or almost constantly had pain (55); 47.4% of 1,370 terminal cancer from 24 

hospitals reported they had unsatisfactory pain relief. (60) Among 237 hospice cancer inpatients, 31.2% 

found no pain improvement. (71) Pain and its management were a concern for both patients and their 

families with terminal cancer, with 30.8% reporting inadequate pain relief. (47) 

 

Theme 2- Patients need for reduced aggressive end-of-life care 

Patients describe preferences reported patients wished a “peaceful” and “natural” death, avoiding 

excessive treatment and dying with dignity. (44, 89) Aggressive treatment is common, with active 

anti-cancer therapies administered to terminal patients in an acute setting. (29) The movement of 

patients between locations to receive treatment in advanced cancer is of great concern to health care 

professionals. (45) Lack of information regarding palliative care may lead patients to choose life-sustaining 

treatments. (50) 

 

Theme 3: Identifying and meeting preferred place of care and death 

Studies concur that home is the preferred place of death. (69, 70, 93) However, barriers to uptake of 

home-based hospice care are: “unable to manage emergent medical conditions”, “the quality of care in 

the hospital is better”, and “insufficient number of caregivers”. (51) Three studies illustrated home death 

is the preferred place of death for most terminal cancer patients. Chen et al. (69) recruited 1,114 terminal 

cancer patients in Taiwan and showed 54.7% preferred home death. Two cross-sectional studies in 

mainland China reported 53.64% among 522 terminal cancer patients (70) and 79.61% among 755 

terminal cancer patients preferred to die at home. (93) 

 

Theme 4: Patients need for truth telling 
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The family custom of “white lie” often conceals prognosis from patients, and families commonly believe 

that disclosure is inappropriate, although patients may believe they have information rights over family 

members. (29, 53, 56) There is however consensus across studies that patients report negative emotional 

effects from not knowing their prognosis. (61, 65, 75) Being informed of prognosis is necessary to enable 

patients to make informed choices, with lack of knowledge being strongly associated with choice of 

aggressive treatment at end of life. (72, 75, 88)  

 

Theme 5: Patients need for physical, emotional and spiritual support 

Poor symptom relief is associated with worsening psychosocial wellbeing among patients. (78) Common 

burdensome symptoms include disturbed sleep, fatigue, drowsiness, delirium, dyspnea. Patients called 

for a focus on the social impact of symptoms and a focus on education and support thorough symptoms 

not solely medical management. (31, 57, 78) Emotional support needs included existential distress from 

anticipation of a poor future, failure to engage in meaningful activities and relationships, having regrets, 

fear of unpredictable disease progression and death. (28, 34, 39)  

 

Hospitalised elderly patients reported a need for spiritual care, and advanced lung cancer inpatients 

reported that “they didn’t expect nurses to provide spiritual care, but when quality interpersonal care 

was given it gave them strength and spiritually supportive”. (32, 33) Spiritual care promotes perceived 

healing, provides life wisdom and searching for belonging in the future world, while playing a pivotal role 

in death preparation and continuing bonds with ancestors. (30, 32-34, 41) 

 

Theme 6: Healthcare professionals need for training 

Healthcare professionals who worked with and been exposed to dying cancer patients in mainland China 

expressed their skill needs for end-of-life communication, psychological care, and dispelling negative 

myths and fears for patients (40) as well as dealing with pressure from families. (45)  

 

Theme 7: Informal caregivers need for end-of-life care education 

Spousal caregivers expressed the need for medical knowledge since they must be active participants in 

cancer care. (43) The healthcare professionals who worked in non-palliative care settings expressed the 

urgent task of educating the public on death. (45) 

 

Theme 8: Informal caregivers need for relieving care burden 

Spousal caregivers expressed their care burden in balancing between duties with care of their dying loved 

ones and other roles and duties to family and work. (43) 

 

Theme 9: The lack of national policy support 

Oncology health care professionals acknowledge the demand for advanced directives for terminal 

patients and their families but find this difficult to implement due to the lack of relevant policy and 

legislation. (36) For dementia patients, a suite of necessary policy initiatives were identified including 

advance care planning, aged care community, home-based palliative, and institutional care. (42) 
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Exploring relationships in the data 

Nine themes were rearranged according to demanders, including care recipients (pain control, reduced 

aggressive end-of-life care, preferred place of care and death, truth telling, and support), informal 

caregivers (education and relieving care burden), and healthcare providers (training and national policy 

support). The conceptual model (14, 24) was used to show the relationships in the data for palliative care 

needs (Figure 2). 

 

Figure 2 here 

 

B) Models of care (n=29) 

The definition of model of care in this review based on the recommendations by the Western Australian 

Department of Health (Table 2). (23) Models of care that delivered specialist palliative care services in 

various settings were reported in 15/29 studies, including hospitals (49), inpatient hospice units (31, 34, 

35, 48, 57, 64, 67, 74), nursing home (66) and home-based care. (54, 62, 68, 73, 79) Models of care that 

provided services regardless of diagnosis were reported by 9/29 studies. These short-term services 

worked in an integrated way with original palliative care provision, including advance care planning (87, 

91), meaning of life review (37, 63, 86), fan therapy (81), music therapy (85), nutrition support (90), and 

family conference. (46) Models of care to address palliative care needs during the illness trajectory were 

reported by 5/29 studies, including discharge planning from inpatient hospice to home care (51), and 

palliative care needs in patients with end-stage renal disease (59) and heart failure. (77, 83, 84) No study 

reported model of care on identifying partnerships between specialist palliative care services and primary 

and community care providers. 

 

C) Evaluation of palliative care interventions (n=24) 

Table 4 summarises the findings from studies evaluating palliative interventions. The majority of studies 

(16/24) (37, 48, 54, 62-64, 67, 73, 74, 79, 81, 85-87, 90, 91) recruited patients with terminal cancer. Nine 

studies (37, 46, 62, 63, 81, 85-87, 91) reported symptom management interventions, including advance 

care planning (87, 91), fan therapy (81), music therapy (85), meaning of life review (37, 63, 86), family 

conference (46) and the impact of diagnosis knowledge. (62) Fifteen studies assessed palliative care 

service delivery within inpatient settings (48, 64, 74, 90), home (54, 68, 79), and nursing home. (66) Three 

studies (49, 67, 73) conducted comparison between different care services. One case-control study (67) 

compared the effect of inpatient hospice care to usual care. A cohort study (73) compared home-based 

care to inpatient hospice care. A cross-sectional study (49) compared the effect of three hospice care 

services (inpatient hospice, home-based hospice, and hospice team consultation) in Taiwan to acute care. 

Palliative care services for patients with non-malignant diseases were assessed in four studies (59, 77, 83, 

84), including inpatient patients with end stage renal disease (59) and a transitional home-based palliative 

care programme for heart failure patients. (77, 83, 84)  
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Table 4 here 

 

Outcomes and outcome measures 

Outcomes were categorised into six types: (1) quality of life, (2) implementation assessment, (3) physical 

assessment, (4) pain management, (5) quality of care, (6) psycho-spiritual assessment. Quality of life was 

the most common outcome measured, and the most commonly used measure was the McGill scale 

(Table 5). Six quality of life measures have been validated within the Greater China region, including 

McGill (94), HCPI (48), SF-36 (59), EORTC-QOL-C30 (62), QOLC-E (63), and CHO-C (83). Implementation of 

palliative care was assessed in terms of cost (49, 67, 73, 84) and satisfaction of care. (49, 68, 77, 83) Four 

measures were used to assess physical function, including ESAS (77, 83), PPS (77, 83), modified mCCI (59) 

and symptom reporting form. (59, 74) Two studies used a combination of measures to assess specific 

physical function such as respiration (81) and nutrition. (90) VAS (79), NRS (54, 85), FLACC (85), BPI (59, 

85) and opioid prescriptions rate (67) were measured for pain. Measures of quality of care comprised the 

rate of receiving aggressive procedures (67), home death (73) and readmission (68, 77), length of hospital 

stay (68, 73), effect of intensive communication on advance care plan (68) and concordance between 

preferred and received life-sustaining treatments. (87) Two studies (86, 87) used the HADS to assess 

symptoms of anxiety and depression. 

 

Table 5 here 

 

The evidence of effectiveness 

The effectiveness of six palliative care interventions was assessed in 9 RCTs. (63, 77, 81, 83-87, 90) Of the 

two studies (63, 86) focusing on the effects of the meaning of life reviews, one (63) showed a significant 

improvement on quality of life, but the other (86) failed to demonstrate a significant improvement on 

psychological symptoms. Three studies (77, 83, 84) investigated the effectiveness of a transitional 

home-based palliative programme, and they showed a significant reduction on readmission rate (77) and 

improvement in quality of life. (83) This programme (84) was also proved to be more cost-effective than 

the standard current palliative care service. The 5-minute fan therapy for dyspnoea (81) and music 

therapy for pain relief (85) demonstrated significant benefits in symptom management among patients 

with terminal cancer. One study on advanced care planning (87) suggested positive effects on reducing 

anxiety and depression, and an intervention incorporating nutrition support therapy in palliative care 

service showed a significant improvement on quality of life and nutrition status. (90)  

 

The evidence from non-randomised studies was assessed in 15 studies. (37, 46, 48, 49, 54, 59, 62, 64, 

66-68, 73, 74, 79, 91) Four studies (48, 64, 67, 74) investigated the effects of inpatient hospice care, and 

they showed a significant improvement on quality of life (48, 64), symptoms control, (74), opioids 

prescription (67), and a significant reduction on aggressive procedures and costs. (67) Of the four studies 

(54, 68, 73, 79) focusing on the effects of home-based palliative care, two studies demonstrated a 

significant improvement on quality of life (68), facilitating advance care planning communication (68), 

better pain control (79) and reducing hospital readmission rate. (68) One study (73) also showed 
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significant benefits in improving care quality and lowering costs without undermining survival time 

compared to inpatient hospice care. An intervention incorporating palliative care service in dialysis 

therapy for patients with end-stage renal disease suggested a positive effect on quality of life. (59) A 

dignity-conserving end-of-life care model for nursing home residents failed to demonstrate a significant 

improvement on quality of life. (66) One study (49), which compared three palliative care models 

(inpatient, outpatient, and hospice team consultation) with acute care in Taiwan, did not demonstrate a 

significant benefit in quality of life, satisfaction with care, and costs. Patients who did not know their 

diagnosis showed a significantly better quality of life at physical and emotional subscale compared to 

patients who knew their diagnosis. (62) One study on advanced care planning (91) suggested significantly 

positive effects on improving quality of life and facilitating terminal cancer patients to decline 

life-sustaining treatments. The effects of a three-week life review programme (37) and family 

conferences (46) were explored by using semi-structured interviews. 

 

Quality assessment 

For the 19 qualitative studies, 11/19 were appraised as adequate quality (28, 29, 31-35, 37, 38, 40, 45), 

and 8/19 as low quality (30, 36, 39, 41-44, 46). For the 47 quantitative studies, 18/47 were appraised as 

strong (52, 53, 57, 60, 67, 69, 72-77, 80, 82, 83, 87-89), 5/47 studies (59, 61, 84, 86, 93) as good, 17/47 

studies as adequate (49-51, 54, 55, 58, 62, 63, 65, 66, 68, 70, 71, 78, 79, 85, 92) and 7/47 studies as 

limited (47, 48, 56, 64, 81, 90, 91). This review included 9 RCTs (63, 77, 81, 83-87, 90). The results of risk 

of bias assessment (Table 6) identified some factors which may contribute to bias, including lack of 

double blinding, lack of details about randomisation and blinding, high attrition rates, and not reporting 

sample size calculation.  

 

Table 6 here 

 

The comparison of studies in the Greater China region 

Table 7 summarises the comparison of included studies in the Greater China region. The study 

populations in patients (28/56) (28, 29, 32, 33, 39, 49, 50, 52, 53, 55, 57, 58, 60, 65, 67, 69, 71-76, 78-80, 

82, 87, 88) and informal caregivers (5/11) (42, 52, 53, 58, 82) were mainly from Taiwan. However, the 

viewpoints of healthcare providers were mostly collected from the studies in mainland China (4/6). (36, 

40, 45, 89) Of the 29 studies evaluating models of care, most studies from Hong Kong (7/13) (31, 34, 35, 

48, 54, 66, 68) and Taiwan (6/8) (49, 57, 67, 73, 74, 79) focused on how to deliver specialist palliative care 

services in various settings. The studies from mainland China (5/7) reported mainly about the integration 

of short-term services into the original palliative care provision. (37, 46, 85, 90, 91) Among the 24 studies 

evaluating palliative care interventions, in which 9 RCTs (63, 77, 81, 83-87, 90) were comprised, most 

studies (10/24) (48, 54, 59, 63, 66, 68, 77, 83, 84, 86) and RCTs (5/9) (63, 77, 83, 84, 86) were conducted 

in Hong Kong.  

 

The studies from Taiwan demonstrated more influence on the themes of pain control (3/4) (55, 60, 71), 

truth telling (8/10) (29, 53, 58, 65, 72, 75, 76, 88), and support (8/14) (28, 32, 33, 39, 57, 78, 80, 82). For 
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the studies from mainland China, the impact was shown on the themes of reduced aggressive end-of-life 

care (4/7) (44, 45, 89, 92), training (2/2) (40, 45), and national policy support (2/3) (36, 45). The theme of 

relieving care burden was generated by one study (43) from Hong Kong. The proportion of low-quality 

studies among qualitative studies in Hong Kong, mainland China and Taiwan was 25%, 50%, and 25%    

respectively. With regard to limited quality studies among quantitative studies, the proportion in Hong 

Kong, Macau, and mainland China was 28.6%, 28.6%, and 42.8%. 

 

Table 7 here 

 

Discussion 

This systematic review synthesised the available qualitative and quantitative evidence from the 

peer-reviewed literature and from different perspectives by using narrative approach. To our best 

knowledge, this is the first systematic review of existing evidence on palliative care needs, models, 

interventions, outcomes and outcome measures in the Greater China region. However, some evidence 

gaps were revealed in this review that deserve further study. A limited number of rigorous RCTs (9 [38%] 

of 24) evaluating palliative care interventions was identified, and few of the included studies (5 [8%] of 66) 

addressed the issues of palliative care provision for patients with non-malignant diseases. Furthermore, 

there was no study reporting models of care on identifying the partnerships between specialist expertise 

and primary and community services. According to the previous review (95), which collected studies from 

countries within the Organisation for Economic Co-operation and Development (OECD), the integration of 

specialist palliative care into primary and community services is important to ensure the wider coverage 

of palliative care for terminally ill patients without complex needs in community or at their home. This 

partnership may help primary care providers to strengthen their care skills (23) and may also increase the 

chance to achieve home death for those who prefer to die at home. (95) This review found that the 

majority of patients (53.64-79.61%) expressed their wishes for dying at home, which echoed the 

increasing preference of dying at home in the global context. (96) However, it is worth noting that the 

included studies of exploring place of death preferences in this review were conducted on terminally ill 

cancer patients with no non-malignant patients.  

 

Improving quality of life is considered as an important goal for palliative care. The most commonly used 

outcome identified from this review was quality of life. However, it was hard to compare results of these 

studies since self-adapted instruments were used. Furthermore, various domains and number of items 

were measured in different quality of life measures and the results did not show a consistent pattern 

across all domains or subscales. Indeed, the multi-dimensional characteristic of quality of life evaluation 

could better capture the holistic impact of palliative care interventions. However, the impact and effect of 

these interventions should be interpreted with caution. Future studies should carefully select quality of 

life measures, which have been validated in the Greater China region and will be more contextually 

appropriate to use.  

 

The need for better pain control has always been an important issue, and specialist palliative care has 
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been proved to provide terminally ill patients a better symptom control in previous research. (97) An 

unmet care need for pain control was illustrated in this review. This review also highlighted that terminal 

cancer patients cared in non-hospice settings (47.4-62.4%) had a higher rate of participants with 

uncontrolled pain compared to other palliative care settings (30.8%). However, this finding may result 

from the different definitions of pain control and recall time adopted in different studies, e.g., 

“inadequate pain control for the last three days” (47), “unsatisfactory pain relief within one week of 

admission” (60), and “suffering from pain at the time of interview”. (55) No studies in this review 

discussed the cause of poor pain control. Some possible causes of poor pain control for Chinese people 

were reported in previous studies, including traditional belief against opioids (98-100) and poor 

compliance to opioids due to the use of traditional Chinese medicine for pain control. (101, 102) Five 

included studies (23%) reported palliative care interventions on pain management by using various 

outcome measures (VAS, NRS, FLACC, BPI, opioid prescriptions rate). Among these measures, the FLACC 

is a behavioural observation pain scale which was originally developed for infants and children 

assessment (103) and may be inappropriate for study (85) among communicative adults with terminal 

cancer. 

 

In traditional Chinese culture, relatives’ views play an important role when making end-of-life care 

decisions. (104) Therefore, respect for autonomy often becomes one of the major challenges for 

healthcare providers. (104) This review identified healthcare professionals’ perspectives regarding the 

pressures from patients’ family members. (45) The needs for “truth telling” was also related to Chinese 

culture. Most included studies pinpointed the association between truth telling (e.g. diagnosis disclosure) 

and end-of-life care outcomes (e.g. preference for life-sustaining treatments and psycho-spiritual burden). 

In addition, this review also identified one RCT (87) in which the effectiveness of advance care plan was 

evaluated. However, the results did not show statistical significance in enabling terminal patients to 

receive their preferred end-of-life care. The implementation of advance care planning in this region is still 

in the early stage, and future research is needed to develop culturally sensitive strategies, guidelines, 

policies, and to increase public engagement. (105-108) Within Taiwan, since this review was conducted, 

ACP has been culturally adapted to overcome some of the western cultural bias that underpins its 

concept and practice. (109, 110) 

 

The results of end-of-life research are crucial to raise the awareness and guide the development of 

person-centred palliative care to formulate corresponding models of care and interventions. (14) To our 

best knowledge, many regions have conducted an initial well-conducted systematic review to inform 

national policy change or research gaps, such as Australia (95) and the Caribbean. (14) However, in the 

Greater China region, relevant evidence in palliative care is fragmented. Therefore, this study aimed to 

systematically review all available evidence in palliative care in context of Chinese culture, which included 

Hong Kong, Macau, mainland China, and Taiwan. However, the results showed the distribution of studies’ 

sources were not even, in which the majority of included studies was from Taiwan (30 [46%] of 66), RCTs 

was conducted in Hong Kong (5 [56%] of 9), and 2 studies (2 [3%] of 66) were from Macau. These results 

may all reflect the difference in the development of the palliative care systems. For example, this review 
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identified 2 RCTs in Taiwan and mainland China evaluating the effectiveness of ACP, but the 

implementation of legally binding ACP is only in Taiwan and just started in 2019. (110, 111) In Hong Kong, 

the public consultation paper on advance directives was released in 2004, and the first guidance for 

hospital clinicians on advance directives was issued in 2010. (112) On the contrary, in mainland China, 

first national palliative care guideline was released in 2017, and the acceptance of ACP is not uniform 

among different provinces. (18, 113) Therefore, the difference of palliative care development could be 

related to the findings in palliative care needs, such as the needs of training (2 [100%] of 2) and national 

policy support (2 [67%] of 3) for healthcare professionals which were mainly based on the studies from 

mainland China. 

 

This review has several limitations to consider. First, this review only included studies written in English, 

and Simplified or Traditional Chinese, which limits the possibilities to capture the articles published in 

other languages. However, in addition to searching in key medical databases, we also hand-searched the 

local journals and databases in the Greater China region. Therefore, it is unlikely that any English and 

Chinese articles were missed. Furthermore, since two authors involved were bilingual (English and 

Chinese), this review has limited the possibility of losing the original cultural meaning in the process of 

translation. Second, the heterogeneity of disease diagnosis, comparators, outcomes and outcome 

measures, varied palliative care policies, and study designs constrained the ability to conduct 

meta-analyses in this review. Lastly, this review only included two studies in Macau, which might limit the 

generalisability of our results in Macau. 

 

Conclusions 

The palliative care intervention evaluations demonstrated positive effects on improving quality of life and 

reducing pain, anxiety and depression, readmission rate, and costs. Nine themes were identified for care 

needs from perspectives of care recipients, informal caregivers, and healthcare providers. The models of 

palliative care play an overarching role to fulfill these unmet care needs. Some gaps still need effort to fill 

in future research, including the lack of rigorous RCTs, a scarcity of palliative care research on patients 

with non-malignant diseases and a need to further explore models of care and identify the partnerships 

between specialist palliative care and primary and community services. The results of thematic analysis 

highlighted the unmet needs from perspectives of care recipients, informal caregivers, and healthcare 

professionals, which may inform the development of person-centred culturally appropriate palliative care 

to address those needs. Policy support is key to establishing culturally appropriate palliative care services 

in this region and achieving UHC goals and ensure that palliative care is well integrated into existing 

health system and available for all individuals and communities in need in Greater China.  

 

 

 

 

 

 



15 
 

Disclosures and Acknowledgements 

All authors declare no competing interests. H.C. received funding from the Taipei City Hospital, Taipei, 

Taiwan (grand number 106XDAA00208). P.G. and R.H. conceived the idea for the study. P.G. and H.C. 

developed the protocol, and conducted the data extraction, synthesis, and quality assessments. H.C. 

wrote the first draft of the manuscript. All authors contributed to the interpretation of findings, and 

critical revision of the manuscript. All authors approved the final version of the manuscript for submission.  



16 
 

References  

1. Gwyther L, Brennan F, Harding R. Advancing palliative care as a human right. J Pain Symptom Manage. 2009;38:767-774. 

2. Knaul FM, Farmer PE, Krakauer EL, et al. Alleviating the access abyss in palliative care and pain relief-an imperative of 

universal health coverage: the Lancet Commission report. Lancet 2017. 

3. Sleeman KE, de Brito M, Etkind S, et al. The escalating global burden of serious health-related suffering: projections to 2060 

by world regions, age groups, and health conditions. Lancet Glob Health 2019;7:e883-e892. 

4. World Health Organization. Universal Health Coverage. Available from: 

http://www.who.int/mediacentre/factsheets/fs395/en/ Accessed April 29, 2020.  

5. World Health Organization. The 58th World Health Assembly adopts resolution on cancer prevention and control. Available 

from: http://www.who.int/mediacentre/news/releases/2005/pr_wha05/en/index.html.  Accessed April 29, 2020. 

6. Ip P-K. Developing a Concept of Workplace Well-Being for Greater China. Social Indicators Research;91:59-77. 

7. Ramasamy B, Rowley C, Yeung MCJJoGM. Initial Job Choice in the Greater China Region: The role of corporate social 

responsibility. 2016;41:53-70. 

8. Lu L, Kao SF, Siu OL, Lu CQ. Work stressors, Chinese coping strategies, and job performance in Greater China. Int J Psychol 

2010;45:294-302. 

9. Concato J, Shah N, Horwitz RI. Randomized, controlled trials, observational studies, and the hierarchy of research designs. 

New England Journal of Medicine 2000;342:1887-1892. 

10. Sleeman KE, de Brito M, Etkind S, et al. The escalating global burden of serious health-related suffering. The Lancet. Global 

health 2019;7:e883-e892. 

11. Tahara Y. Cardiopulmonary Resuscitation in a Super-Aging Society- Is There an Age Limit for Cardiopulmonary Resuscitation? 

Circ J 2016;80:1102-3. 

12. Liu W, Guo P. Exploring the challenges of implementing palliative care in China. EUROPEAN JOURNAL OF PALLIATIVE CARE 

2017;24:12-17. 

13. Singh T, Harding R. Palliative care in South Asia: a systematic review of the evidence for care models, interventions, and 

outcomes. BMC Res Notes 2015;8:172. 

14. Maharaj S, Harding R. The needs, models of care, interventions and outcomes of palliative care in the Caribbean: a 

systematic review of the evidence. BMC Palliat Care 2016;15:9. 

15. Harding R, Higginson IJ. Palliative care in sub-Saharan Africa. Lancet 2005;365:1971-7. 

16. Potts M, Cartmell KB, Nemeth L, Bhattacharjee G, Qanungo S. A Systematic Review of Palliative Care Intervention Outcomes 

and Outcome Measures in Low-Resource Countries. J Pain Symptom Manage 2018;55:1382-1397.e7. 

17. Wang CW, Chan CL. End-of-life care research in Hong Kong: A systematic review of peer-reviewed publications. Palliat 

Support Care 2015;13:1711-20. 

18. Ning X. Hospice and palliative care research in mainland China: Current status and future direction. Palliat Med 

2019;33:1127-1128. 

19. Wang T, Molassiotis A, Chung BPM, Tan JY. Current Research Status of Palliative Care in Mainland China. J Palliat Care 

2018;33:215-241. 

20. Connor SR, Sepulveda Bermedo, Cecilia M. Global atlas of palliative care at the end of life. 2018. 

21. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for systematic reviews and meta-analyses: the 

PRISMA statement. Ann Intern Med 2009;151:264-9, W64. 

22. Schildmann EK, Groeneveld EI, Denzel J, et al. Discovering the hidden benefits of cognitive interviewing in two languages. 

http://www.who.int/mediacentre/factsheets/fs395/en/
http://www.who.int/mediacentre/news/releases/2005/pr_wha05/en/index.html


17 
 

Palliative Medicine 2016;30:599-610. 

23. Palliative Care Model of Care - Western Australia Health. 2008. Available from: 

https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Health%20Networks/Palliative%20care/Palliati

ve-Care-Model-of-Care.pdf. Accessed December 23, 2019. 

24. Guo P, East L, Arthur A. Thinking outside the black box: the importance of context in understanding the impact of a 

preoperative education nursing intervention among Chinese cardiac patients. Patient Education and Counseling 

2014;95:365-370. 

25. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology 2006;3:77-101. 

26. Guo P. Preoperative education interventions to reduce anxiety and improve recovery among cardiac surgery patients: a 

review of randomised controlled trials. Journal of Clinical Nursing 2015;24:34-46. 

27. Lee L, Packer TL, Tang SH, Girdler S. Self-management education programs for age-related macular degeneration: a 

systematic review. Australas J Ageing 2008;27:170-6. 

28. 林靜琪, 邱艷芬. 癌症末期住院病人自述需要的探討. 慈濟醫學雜誌 1997;9:295-305. 

29. 楊克平, 尹祚芊. 癌末病患健康相關生活品質內涵之確認. 護理研究 1999;7:129-144. 

30. Mak MHJ. Accepting the timing of one's death: An experience of Chinese hospice patients. Omega: Journal of Death and 

Dying 2002;45:245-260. 

31. Lai YL, Chan CWH, Lopez V. Perceptions of dyspnea and helpful interventions during the advanced stage of lung cancer: 

Chinese patients' perspectives. Cancer Nursing 2007;30:E1-E8. 

32. Chio CC, Shih FJ, Chiou JF, et al. The lived experiences of spiritual suffering and the healing process among Taiwanese 

patients with terminal cancer. Journal of Clinical Nursing 2008;17:735-743. 

33. Shih FJ, Lin HR, Gau ML, et al. Spiritual needs of Taiwan's older patients with terminal cancer. Oncology Nursing Forum 

2009;36:E31-E38. 

34. Mok E, Lau K, Lam W, et al. Healthcare professionals' perceptions of existential distress in patients with advanced cancer. 

Journal of Advanced Nursing 2010;66:1510-1522. 

35. Mok E, Wong F, Wong D. The meaning of spirituality and spiritual care among the Hong Kong Chinese terminally ill. Journal 

of Advanced Nursing 2010;66:360-370. 

36. 王丽英, 胡雁, 陆箴琦, 顾文英 肿瘤科医护人员对晚期肿瘤患者实施预先指示的质性研究. 医学与哲学: 临床决策

论坛版 2011;32:1-4. 

37. Xiao H, Kwong E, Pang S, Mok E. Perceptions of a life review programme among Chinese patients with advanced cancer. 

Journal of Clinical Nursing 2012;21:564-572. 

38. Ho AH, Leung PP, Tse DM, et al. Dignity amidst liminality: Healing within suffering among Chinese terminal cancer patients. 

Death Studies 2013;37:953-970. 

39. 陳慶餘. 某緩和醫療病房癌末病人住院時死亡恐懼之表現及轉機. 安寧療護雜誌 2014;19:125-137. 

40. Dong F, Zheng R, Chen X, et al. Caring for dying cancer patients in the Chinese cultural context: A qualitative study from the 

perspectives of physicians and nurses. European journal of oncology nursing : the official journal of European Oncology Nursing 

Society 2016;21:189-196. 

41. 李伟梅, 段爱旭, 肖晓燕, 魏继平, 兰佳庆. 癌症临终患者面对死亡时心理反应与需求的质性研究. 中国医药指南 

2017;15:50-52. 

42. 黃莉雯, 蔡佩真. 失智症患者生命末期照顧模式之初探. 安寧療護雜誌 2017;22:27-43. 

43. Chung BPM, Leung D, Leung SM, Loke AY. Beyond death and dying: how Chinese spouses navigate the final days with their 

https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Health%20Networks/Palliative%20care/Palliative-Care-Model-of-Care.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Health%20Networks/Palliative%20care/Palliative-Care-Model-of-Care.pdf


18 
 

loved ones suffering from terminal cancer. Supportive Care in Cancer 2018;26:261-267. 

44. Huang HS, Zeng TY, Mao J, Liu XH. The Understanding of Death in Terminally Ill Cancer Patients in China: An Initial Study. 

Cambridge quarterly of healthcare ethics : CQ : the international journal of healthcare ethics committees 2018;27:421-430. 

45. Lai XB, Wong FKY, Ching SSY. The experience of caring for patients at the end-of-life stage in non-palliative care settings: A 

qualitative study 11 Medical and Health Sciences 1117 Public Health and Health Services 11 Medical and Health Sciences 1110 

Nursing. BMC Palliative Care 2018;17 (1). 

46. 刘美, 王成爽, 王淑静, 曾铁英. 终末期癌症患者照顾者参与家庭会议体验的质性研究. 护理学杂志 2018;24:5-7. 

47. Chung TK, French P, Chan S. Patient-related barriers to cancer pain management in a palliative care setting in Hong Kong. 

Cancer Nursing 1999;22:196-203. 

48. Yeung EWF, French P, Leung AOS. The impact of hospice inpatient care on the quality of life of patients terminally ill with 

cancer. Cancer Nursing 1999;22:350-357. 

49. Yang KP, Yin TJ, Lee LC, Hsu N, Huang JM. Holistic outcome measurement for terminally ill cancer patients in medical centers 

in Taiwan. The journal of nursing research : JNR 2001;9:43-56. 

50. Chiu TY, Hu WY, Chuang RB, et al. Terminal cancer patients' wishes and influencing factors toward the provision of artificial 

nutrition and hydration in Taiwan. Journal of Pain and Symptom Management 2004;27:206-214. 

51. Hu WY, Chiu TY, Cheng YR, Chuang RB, Chen CY. Why Taiwanese hospice patients want to stay in hospital: Health-care 

professionals' beliefs and solutions. Supportive Care in Cancer 2004;12:285-292. 

52. Tang ST, Liu TW, Lai MS, Liu LN, Chen CH. Concordance of preferences for end-of-life care between terminally ILL cancer 

patients and their family caregivers in Taiwan. Journal of Pain and Symptom Management 2005;30:510-518. 

53. Tang S, Liu TW, Lai MS, et al. Congruence of knowledge, experiences, and preferences for disclosure of diagnosis and 

prognosis between terminally-ill cancer patients and their family caregivers in Taiwan. Cancer Investigation 2006;24:360-366. 

54. Yan S, Cheng Kin-Fong K. Quality of life of patients with terminal cancer receiving palliative home care. Journal of Palliative 

Care 2006;22:261-266. 

55. 陳貞秀, 劉滄梧, 蔡來蔭, 劉憶萍, 徐翠霞, 唐秀治. 台灣非安寧照顧下末期癌症疼痛處置的適當性. 中華民國癌症

醫學會雜誌, 2006;22:1-29. 

56. 丁梅堅, 申艷芳, 吳少媚, 梁鳳群, 楊笑明. 澳門末期癌症患者家屬對噩訊告知患者的態度. Macau Journal of Nursing 

2007;6:9-14. 

57. Fang CK, Chen HW, Liu SI, et al. Prevalence, detection and treatment of delirium in terminal cancer inpatients: A prospective 

survey. Japanese Journal of Clinical Oncology 2008;38:56-63. 

58. Tang ST, Liu TW, Tsai CM, et al. Patient awareness of prognosis, patient-family caregiver congruence on the preferred place 

of death, and caregiving burden of families contribute to the quality of life for terminally ill cancer patients in Taiwan. 

Psycho-Oncology 2008;17:1202-1209. 

59. Yong DSP, Kwok AOL, Wong DML, et al. Symptom burden and quality of life in end-stage renal disease: A study of 179 

patients on dialysis and palliative care. Palliative Medicine 2009;23:111-119. 

60. Tang ST, Tang WR, Liu TW, Lin CP, Chen JS. What really matters in pain management for terminally ill cancer patients in 

Taiwan. Journal of Palliative Care 2010;26:151-158. 

61. Chan WCH. Being aware of the prognosis: How does it relate to palliative care patients' anxiety and communication 

difficulty with family members in the Hong Kong Chinese context? Journal of Palliative Medicine 2011;14:997-1003. 

62. Fan X, Huang H, Luo Q, et al. Quality of life in chinese home-based advanced cancer patients: Does awareness of cancer 

diagnosis matter? Journal of Palliative Medicine 2011;14:1104-1108. 



19 
 

63. Mok E, Lau KP, Lai T, Ching S. The meaning of life intervention for patients with advanced-stage cancer: Development and 

pilot study. Oncology Nursing Forum 2012;39:E480-E488. 

64. 沈伟, 吴克瑾, 钟进才, 王京娥, 刘芳, 牛润桂, 刘明恒, 林维德. 中国大陆宁养肿瘤患者 691 例生活质量研究报告. 

肿瘤 2012;10:828-832. 

65. 高綺吟, 胡文郁, 邱泰源 癌症病人末期病情告知與心理情緒之相關性研究. 安寧療護雜誌 2012;17:288-299. 

66. Ho AH, Dai AA, Lam SH, et al. Development and Pilot Evaluation of a Novel Dignity-Conserving End-of-Life (EoL) Care Model 

for Nursing Homes in Chinese Societies. Gerontologist 2013;56:578-89. 

67. Hwang SJ, Chang HT, Hwang IH, et al. Hospice offers more palliative care but costs less than usual care for terminal geriatric 

hepatocellular carcinoma patients: A nationwide study. Journal of Palliative Medicine 2013;16:780-785. 

68. Chan CW, Chui YY, Chair SY, et al. The evaluation of a palliative care programme for people suffering from life-limiting 

diseases. J Clin Nurs 2014;23:113-23. 

69. Chen Hsiu C, Yu-Chuan L, Li-Ni L, Siew Tzuh T. Determinants of Preference for Home Death Among Terminally Ill Patients 

With Cancer in Taiwan: A Cross-Sectional Survey Study. Journal of Nursing Research (Lippincott Williams & Wilkins) 

2014;22:37-44. 

70. Gu X, Cheng W, Cheng M, Liu M, Zhang Z. The preference of place of death and its predictors among terminally ill patients 

with cancer and their caregivers in China. The American journal of hospice & palliative care 2015;32:835-840. 

71. Lee YP, Wu CH, Chiu TY, et al. The relationship between pain management and psychospiritual distress in patients with 

advanced cancer following admission to a palliative care unit Cancer palliative care. BMC Palliative Care 2015; 14: 69. 

72. Liu LN, Chen CH, Liu TW, et al. Preferences for aggressive end-of-life care and their determinants among Taiwanese 

terminally Ill cancer patients. Cancer Nursing 2015;38:E9-E18. 

73. Chiang JK, Kao YH. Impact of Home Hospice Care on Patients with Advanced Lung Cancer: A Longitudinal Population-Based 

Study in Taiwan. Journal of Palliative Medicine 2016;19:380-386. 

74. Lee CY, Wu CY, Hsieh HY, et al. Symptom severity of patients with advanced cancer in palliative care unit: Longitudinal 

assessments of symptoms improvement. BMC Palliative Care 2016 Mar 11;15:32. 

75. Tang ST, Chang W-C, Chen J-S, et al. Associations of prognostic awareness/acceptance with psychological distress, 

existential suffering, and quality of life in terminally ill cancer patients' last year of life. Psycho-Oncology 2016;25:455-462. 

76. Tang ST, Wen F-H, Hsieh C-H, et al. Preferences for life-sustaining treatments and associations with accurate prognostic 

awareness and depressive symptoms in terminally Ill cancer patients' last year of life. Journal of Pain and Symptom 

Management 2016;51:41-51. 

77. Wong FKY, Ng AYM, Lee PH, et al. Effects of a transitional palliative care model on patients with end-stage heart failure: A 

randomised controlled trial. Heart 2016;102:1100-1108. 

78. Yin-Chih W, Chia-Chin L. Spiritual Well-being May Reduce the Negative Impacts of Cancer Symptoms on the Quality of Life 

and the Desire for Hastened Death in Terminally Ill Cancer Patients. Cancer Nursing 2016;39:E43-E50. 

79. 劉惠文, 陳苓萍, 宋詠娟. Improvement of Pain Control in Palliative/Hospice Home Care: Experience of a Single Institution. 

疼痛醫學雜誌 2016;26:1-8. 

80. Tang ST, Hsieh CH, Chiang MC, et al. Impact of high self-perceived burden to others with preferences for end-of-life care and 

its determinants for terminally ill cancer patients: a prospective cohort study. Psychooncology 2017;26:102-108. 

81. Wong SL, Leong SM, Chan CM, Kan SP, Cheng HWB. The effect of using an electric fan on dyspnea in Chinese patients with 

terminal cancer: A randomized controlled trial. American Journal of Hospice & Palliative Medicine 2017;34:42-46. 

82. Kuo SC, Chou WC, Hou MM, et al. Changes in and modifiable patient‐ and family caregiver‐related factors associated with 



20 
 

cancer patients' high self‐perceived burden to others at the end of life: A longitudinal study. European Journal of Cancer Care 

2018;27(6):e12942. 

83. Ng AYM, Wong FKY. Effects of a home-based palliative heart failure program on quality of life, symptom burden, satisfaction 

and caregiver burden: A randomized controlled trial. Journal of Pain and Symptom Management 2018;55:1-11. 

84. Wong FKY, So C, Ng AYM, et al. Cost-effectiveness of a transitional home-based palliative care program for patients with 

end-stage heart failure. Palliative Medicine 2018;32:476-484. 

85. 张露, 任来峰, 全艳, 赵敏 音乐治疗对妇科肿瘤患者姑息治疗中疼痛影响的研究. 医学与哲学 2018;39:94-97. 

86. Kwan CWM, Chan CWH, Choi KC. The effectiveness of a nurse-led short term life review intervention in enhancing the 

spiritual and psychological well-being of people receiving palliative care: A mixed method study. International journal of 

nursing studies 2019;91:134-143. 

87. Tang ST, Chen JS, Wen FH, et al. Advance care planning improves psychological symptoms but not quality of life and 

preferred end-of-life care of patients with cancer. JNCCN Journal of the National Comprehensive Cancer Network 

2019;17:311-320. 

88. Wen F-H, Chen J-S, Chang W-C, et al. Accurate prognostic awareness and preference states influence the concordance 

between terminally ill cancer patients' states of preferred and received life-sustaining treatments in the last 6 months of life. 

Palliative Medicine 2019;33:1069-1079. 

89. Yang H, Lu Y, Hou X, et al. Nurse-rated good death of Chinese terminally ill patients with cancer: A cross-sectional study. Eur 

J Cancer Care (Engl) 2019;28:e13147. 

90. 马运侠, 柯希兰, 郭薇. 营养支持结合姑息护理对肿瘤患者营养状态及生存质量的影响. 检验医学与临床 

2019;16:2550-2553. 

91. 朱明兰, 邓仁丽, 崔伟, 张婕, 田晓静, 刘少娟, 王琳. 预立医疗照护计划对终末期恶性肿瘤患者的干预作用. 中国

老年学杂志 2019:1739-1741. 

92. 高茜, 胡建萍, 何东梅, 梁兰. 终末期患者与家属治疗决策一致性研究. 护理学杂志 2019;10:80-83. 

93. 廖菁, 毛靖, 陈凤菊, 闻曲, 周雯, 倪平. 晚期癌症患者对死亡地点的选择倾向及影响因素研究. 护理学杂志 

2019;15:78-80,94. 

94. Lo RS, Woo J, Zhoc KC, et al. Cross-cultural validation of the McGill Quality of Life questionnaire in Hong Kong Chinese. 

Palliat Med 2001;15:387-97. 

95. Luckett T, Phillips J, Agar M, et al. Elements of effective palliative care models: a rapid review. BMC Health Serv Res 

2014;14:136. 

96. Gomes B, Higginson IJ, Calanzani N, et al. Preferences for place of death if faced with advanced cancer: a population survey 

in England, Flanders, Germany, Italy, the Netherlands, Portugal and Spain. Ann Oncol 2012;23(8):2006-15. 

97. Gaertner J, Siemens W, Meerpohl JJ, et al. Effect of specialist palliative care services on quality of life in adults with 

advanced incurable illness in hospital, hospice, or community settings: systematic review and meta-analysis. bmj 

2017;357:j2925. 

98. Scholten W. Improving access to adequate pain management in Taiwan. Acta Anaesthesiol Taiwan 2015;53:62-5. 

99. Chen MC, Lai JN, Chen PC, Wang JD. Concurrent Use of Conventional Drugs with Chinese Herbal Products in Taiwan: A 

Population-based Study. J Tradit Complement Med 2013;3:256-62. 

100. Liang SY, Wu SF, Tsay SL, Wang TJ, Tung HH. Prescribed opioids adherence among Taiwanese oncology outpatients. Pain 

Manag Nurs 2013;14:155-60. 

101. Ming Liu J, Chie Chu H, Hsin Chin Y, et al. Cross sectional study of use of alternative medicines in Chinese cancer patients. 



21 
 

Japanese Journal of Clinical Oncology 1997;27:37-41. 

102. Chung VC, Wu X, Lu P, et al. Chinese Herbal Medicine for Symptom Management in Cancer Palliative Care: Systematic 

Review And Meta-analysis. Medicine (Baltimore) 2016;95:e2793. 

103. Crellin DJ, Harrison D, Santamaria N, Babl FE. Systematic review of the Face, Legs, Activity, Cry and Consolability scale for 

assessing pain in infants and children: is it reliable, valid, and feasible for use? Pain 2015;156:2132-51. 

104. Chu L-W, Luk JK, Hui E, et al. Advance directive and end-of-life care preferences among Chinese nursing home residents in 

Hong Kong. 2011;12:143-152. 

105. Cho C-Y. From cure to care: the development of hospice care in Taiwan. Hospice & Palliative Medicine International 

Journal 2018;2:286-289. 

106. Alves RFP. Has end-of-life decisions or advance directives become an economic strategy to contain health care cost as 

much as a way to respect patient´ s informed consent and private autonomy rights?-what can we learn from the american 

advance care model? Available from: 

https://repositorio.ucp.pt/bitstream/10400.14/27119/1/Raquel_Alves_Master_Thesis_MTL_30-04-2018.pdf Accessed April 29, 

2020. 

107. Zou M, O'Connor M, Peters L, Jiejun W. Palliative care in mainland China. Asia Pacific journal of health management 

2013;8:9. 

108. Crawley L, Payne R, Bolden J, et al. Palliative and end-of-life care in the African American community. JAMA 

2000;284:2518-2521. 

109. Lin CP, Evans CJ, Koffman J, et al. Feasibility and acceptability of a culturally adapted advance care planning intervention 

for people living with advanced cancer and their families: A mixed methods study. Palliat Med 2020:269216320902666. 

110. Lin CP, Evans CJ, Koffman J, et al. The conceptual models and mechanisms of action that underpin advance care planning 

for cancer patients: A systematic review of randomised controlled trials. Palliat Med 2019;33:5-23. 

111. Hsiung YJSB, journal Pai. Theoretical issues associated with cultural readiness for end-of-life care planning in Taiwan. J 

Social Behavior Personality: an international journal 2015;43:1385-1393. 

112. Casebook on Ethical Decision-Making in End-of-Life Care of Older Adults. Available from: 

http://www.ioa.cuhk.edu.hk/en-gb/casebook/backgrounders/advance-care-planning-and-advance-directives-in-hong-kong-con

cepts-and-developments. Accessed November 23, 2019. 

113. Zhang N, Ning XH, Zhu ML, et al. Attitudes towards Advance Care Planning and Healthcare Autonomy among 

Community-Dwelling Older Adults in Beijing, China. Biomed Res Int 2015;2015:453932. 

 

  

https://repositorio.ucp.pt/bitstream/10400.14/27119/1/Raquel_Alves_Master_Thesis_MTL_30-04-2018.pdf
http://www.ioa.cuhk.edu.hk/en-gb/casebook/backgrounders/advance-care-planning-and-advance-directives-in-hong-kong-concepts-and-developments
http://www.ioa.cuhk.edu.hk/en-gb/casebook/backgrounders/advance-care-planning-and-advance-directives-in-hong-kong-concepts-and-developments


22 
 

Table 1. Search terms 

Group 1 Group 2 

“terminal illness” OR 

“advanced cancer” OR  

“dying” OR  

“end of life” OR  

“hospice care” OR  

“palliative care” OR  

“terminal care” 

“Hong Kong” OR 

“Macau” OR  

“Macao” OR 

“Mainland China” OR  

“China” OR  

“Taiwan” OR  

“Republic of China” OR 

“the Greater China” OR  

“Chinese” 

 

 

Table 2. Definitions of key terms used in this review 

Terms Definitions (14, 23) 

Palliative care 

patient 

Patients with certain primary diseases have a palliative period, the 

period when the disease has become progressive and emphasis is not 

placed on cure but quality of life that follows.  

Health care 

needs 

➢ Capacity to benefit from health care.  

➢ Perceived health care needs as experienced by the patient, 

professionally defined health care needs as those services defined 

by health professionals and scientifically confirmed needs.  

Models of Care ➢ Provides services for patients with life limiting illness regardless of 

diagnosis. 

➢ Addresses the palliative care needs of patients and their families 

during their illness trajectory. 

➢ Delivers care in any setting-hospital, palliative care unit, residential 

care or home. 

➢ Identifies partnerships between specialist palliative care services 

and primary care providers. 

Interventions To relieve suffering and improve quality of life for those who are living 

with, or dying from, a terminal/advanced illness. 

Outcomes Change in a patient’s current or future health status that can be 

attributed to antecedent health care. 
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Table 3. Summary of included studies (N=66) 
First author 
(year) 

Study settings Aim Methods  Participants Sex distribution Age (Mean/Range) 
Quality 
score 

Lin et al. 
(1997) (28) 

Taiwan Investigate the perceived needs. Qualitative  
In-depth and semi-structured 
interviews 

N=14 
Terminal cancer patients with 
hospice care. 

5 male/9 female 49.6/27-71 0.65 

Yang et al. 
(1999) (29) 

Taiwan Identify attributes that define 
the content domain of health 
related QOL. 

Qualitative  
In-depth and semi-structured 
interviews 

N=14 
Terminal cancer patients from 
acute ward. 

66% male/34% female 46.24/21-79 0.95 

Chung et al. 
(1999) (47) 

Hong Kong Patient-related barriers to 
cancer pain management. 

Quantitative 
Cross-sectional study 

N=39  
Cancer patients with pain in 
palliative care unit. 

24 male/15 female 57.5/9-77 0.45 

Yeung et al. 
(1999) (48)  

Hong Kong Effect of inpatient hospice care. Quantitative 
Cross-sectional study 

N=52  
Terminal cancer patients. 

30 male/22 female 65.3/ not informed 0.45 

Yang et al. 
(2001) (49) 

Taiwan Effect of different hospice care. Quantitative 
Cross-sectional study 

N=123  
Terminal patients in medical 
centers. 

81 male/42 female 65.12/47-68 0.70 

Mak (2002) 
(30)  

Hong Kong Gain an understanding of what 
it means to die a “good death”. 

Qualitative  
Semi-structured interviews   

N=33  
Terminal cancer patients from 
inpatient hospice unit.  

17 male/16 female 67/34-86 0.30 

Chiu et al. 
(2004) (50) 

Taiwan Terminal cancer patients’ 
wishes and determine 
influencing factors toward the 
provision of ANH. 

Quantitative 
Cross-sectional study 

N=197  
Terminal cancer patients in 
inpatient hospice unit. 

102 male/95 female 62.7/ not informed 0.70 

Hu et al. 
(2004) (51) 

Taiwan Association between the 
patient-related barriers of 
discharge to palliative home 
care. 

Quantitative 
Cross-sectional study 

N=229  
Palliative care workers in 
inpatient hospice unit.  
166 nurses, 38 physicians, and 
25 others.  

34 male/195 female 31.1/ not informed 0.60 

Tang et al. 
(2005) (52) 

Taiwan Concordance in preferences 
for EOL care goals and LSTs 
between patients and their 
primary caregivers. 

Quantitative 
Cross-sectional study 

N=617 dyads  
Terminal cancer patients- family 
caregivers. 

Patients: 58.5% 
male/41.5% female. 
Caregivers: 36.6% 
male/63.4% female. 

Patients: not 
informed /22-89. 
Caregivers: not 
informed /23-82. 

0.80 

Tang et al. 
(2006) (53) 

Taiwan Congruence of knowledge, 
experiences, and preferences 
for disclosure of diagnosis and 
prognosis. 

Quantitative 
Cross-sectional study 

N=617 dyads  
Terminal cancer patients- family 
caregivers. 

Patients: 58.5% 
male/41.5 female. 
Caregivers: 36.6% 
male/63.4% female. 

Patients: not 
informed /22-89. 
Caregivers: not 
informed /23-82. 

0.90 
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Yan et al. 
(2006) (54) 

Hong Kong Effect of home-based palliative 
care. 

Quantitative 
Prospectively, descriptively 
cross-sectional study 

N=85  
Terminal cancer patients. 

37 male/48 female 63.39/38-93 0.65 

Chen et al. 
(2006) (55) 

Taiwan Appropriateness of cancer pain 
management. 

Quantitative 
Cross-sectional and descriptive 
study 

N=2,185  
Terminal cancer patients in 
non-hospice settings. 

53.4% male/46.6% 
female 

not informed /18-98 0.65 

Ding et al. 
(2007) (56) 

Macau Attitude of families towards 
prognosis disclosure. 

Quantitative 
Cross-sectional study 

N=50  
Advanced cancer patients' 
families.  

14 male/36 female 58.46/ not informed 0.45 

Lai et al. 
(2007) (31) 

Hong Kong Describe the experience of 
dyspnea and helpful 
interventions. 

Qualitative  
Semi structured and open-ended 
interactive interviews 

N=11 
Advanced lung cancer patients 
from inpatient hospice unit.  

8 male/3 female 65.5/54-75 0.80 

Chio et al. 
(2008) (32) 

Taiwan Explore the lived experiences 
of spiritual suffering and the 
change mechanism in healing 
processes. 

Qualitative  
Semi-structured interview 

N=33  
Terminal cancer patients from 
inpatient oncology ward. 

37% men/63% female 55/37-76 0.65 

Fang et al. 
(2008) (57)  

Taiwan Prevalence, detection and 
treatment of delirium. 

Quantitative 
Prospectively cross-sectional study 

N=228  
Terminal cancer patients in 
inpatient palliative care unit. 

116 male/112 female 64.57/ not informed 0.90 

Tang et al. 
(2008) (58) 

Taiwan (1) patients’ awareness of their 
prognosis, (2) the extent of 
patient–family caregiver 
congruence on the preferences 
for EOL care, (3) perceived 
caregiving burden of family 
caregivers. 

Quantitative 
Cross-sectional study 

N=1,108 dyads  
Patients with terminal cancer in 
oncology inpatient units. 

Patients: 59.5% 
male/40.5% female 
Caregivers: 
36.3%/63.7% female 

Patients: not 
informed /18-91 
Caregivers: not 
informed /18-85 

0.70 

Yong et al. 
(2009) (59)  

Hong Kong Symptom burden and QOL of 
ESRD patients. 

Quantitative 
Prospective cross-sectional study 

N=179  
ESRD patients in a medical 
center. 

Male: Female, 1:0.97. 61.9/ not informed 0.75 

Shih et al. 
(2009) (33) 

Taiwan Explore the core constitutive 
patterns of spiritual needs. 

Qualitative  
Participatory observation and 
in-depth interviews 

N=35  
Elderly terminal cancer patients 
from acute wards. 

19 male/16 female 75.36/not informed 0.60 

Mok et al. 
(2010) (34)  

Hong Kong Explore the phenomenon of 
existential distress. 
 

Qualitative  
Focus group interviews 

N=23  
Health professionals from 
inpatient palliative care unit. 
2 physician, 13 nurse, 2 
occupational therapist, 2 
chaplain, 3 social worker, 1 
physiotherapist. 

4 male/19 female not informed /not 
informed 

0.85 
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Mok et al. 
(2010) (35)  

Hong Kong Explore the phenomenon of 
spirituality and spiritual care. 

Qualitative  
Hermeneutic interview  

N=15  
Advanced lung cancer patients 
from inpatient palliative care.  

7 male/8 female 62.9/53-89 0.70 

Tang et al. 
(2010) (60) 

Taiwan Pain intensity, pain relief 
experiences, and clinicians’ pain 
management practices. 

Quantitative 
Cross-sectional study 

N=1,370  
Terminal cancer patients.  

53.4% male/46.6% 
female 

57.6/18-98 0.80 

Chan (2011) 
(61) 

Hong Kong Patients’ and their families’ 
awareness of the prognosis. 

Quantitative 
Retrospectively longitudinal study 
by using clinical data mining 

N=935  
Palliative care patients who died 
between 2003 and 2005 in 
inpatient palliative care units. 

534 male/401 female 74.1/ not informed 0.75 

Fan et al. 
(2011) (62)  

Mainland 
China 

Association between the 
disclosure of cancer diagnosis 
and QOL. 

Quantitative 
Cross-sectional study 

N=173  
Terminal cancer patients in 
home-based hospice. 

94 male/79 female 61.13/19-86 0.60 

Wang et al. 
(2011) (36) 

Mainland 
China 

Explore the attitudes on 
advance directives (AD). 

Qualitative  
Semi-structured interviews 

N=8  
Health professionals who 
worked in oncology hospitals.  

2 male/6 female not informed /25-42 0.30 

Xiao et al. 
(2012) (37) 

Mainland 
China 

Elicit patients’ perceptions of 
their participation in a life 
review programme. 

Qualitative  
Three-week life review programme 

N=26  
Advanced cancer patients in 
home-based hospice settings.  

15 male/11 female 59.12/39-76 0.85 

Mok et al. 
(2012) (63) 

Hong Kong Effectiveness of the meaning of 
life intervention. 

Quantitative 
Pilot RCT 

N=84  
Advanced cancer patients in a 
oncology inpatient ward 

45 male/39 female 64.6/ not informed 0.58 

Shen et al. 
(2012) (64)  

Mainland 
China 

Effect of hospice intervention. Quantitative 
Pre-posttest study 

N=691  
Terminal cancer patients 

348 male/343 female 62.18/19-81 0.40 

Kao et al. 
(2012) (65) 

Taiwan Association between truth 
telling and their emotional 
disturbance. 

Quantitative 
Cross-sectional study 

N=100  
Terminal cancer patients in the 
shared hospice care. 

62 male/38 female 58.46/not informed 0.65 

Ho et al. 
(2013) (66) 

Hong Kong Effectiveness of the novel 
palliative care model for nursing 
home residents. 

Quantitative 
Pre-posttest study 

N=9  
Terminally ill residents in the 
nursing homes.   

2 male/7 female 92/82-102 0.50 

Hwang et al. 
(2013) (67) 

Taiwan Effect of hospice care for 
geriatric HCC. 

Quantitative 
Nationwide, population-based 
study with propensity score 
matching control 

N=1,458  
HCC inpatients who were over 
65 years. 

983 male/475 female 75/not informed 0.86 

Ho et al. 
(2013) (38)  

Hong Kong Examine the concepts of dignity 
and liminality at the end of life. 

Qualitative  
Meaning-oriented interview 

N=18  
Terminal cancer patients from 
an outpatient palliative care 
program.   

8 male/10 female 74.1/44-92 0.70 
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Cheng. 
(2014) (39) 

Taiwan Understand the fear of death, 
spirituality and good death. 

Qualitative  
Retrospectively reviewed medical 
record and transformed it into 
quantitative data. 

N=50  
Terminal cancer patients from 
inpatient hospice units.  

29 male/21 female 58/ not informed 0.40 

Chan et al. 
(2014) (68)  

Hong Kong Effectiveness of an 8 weeks 
palliative care programme. 

Quantitative 
Pre-posttest study and 
semi-structured interviews 

N=108 dyads 
Patients with life expectancy <6 
months. 

47 male/61 female 73.48/ not informed 0.60 

Chen et al. 
(2014) (69) 

Taiwan Determinants of home-death 
preference. 

Quantitative 
Cross-sectional study 

N=2,188  
Terminal cancer patients under 
nonhospice care.  

1,233 male/955 female 58/18-98 0.95 

Gu et al. 
(2015) (70) 

Mainland 
China 

Preference of POD and the 
factors associated with the 
preference. 

Quantitative 
Cross-sectional study 

N=522 dyads 
Patients with terminal cancer. 

279 male/243 female not informed /21-95 0.65 

Lee et al. 
(2015) (71) 

Taiwan Time-dependent relationship 
between psychospiritual 
distress and cancer pain 
management. 

Quantitative 
Prospective longitudinal study 

N=237  
Terminal cancer patients in 
inpatient palliative care unit. 

111 male/126 female 64.05/not informed 0.55 

Liu et al. 
(2015) (72) 

Taiwan Determinants of preferences for 
various aggressive EOL care. 

Quantitative 
Cross-sectional study 

N=2,325  
Terminal cancer patients. 

1,318 male/1,007 
female 

not informed 0.80 

Chiang et al. 
(2016) (73)  

Taiwan Effect of home hospice care 
during the last month of life and 
the predictors of receiving 
home hospice care. 

Quantitative 
Nationwide population-based 
retrospective cohort study 

N=568  
Advanced lung cancer patients. 

349 male/219 female not informed 0.91 

Lee et al. 
(2016) (74) 

Taiwan Symptom severity and the 
factors associated with 
symptom improvement. 

Quantitative 
Prospectively longitudinal study 

N=824  
Advanced cancer patients in a 
palliative care unit. 

480 male/344 female not informed/21-97 0.90 

Tang et al. 
(2016) (75) 

Taiwan Associations of accurate 
prognostic awareness and 
prognostic acceptance with 
psychological distress, 
existential suffering, and QOL. 

Quantitative 
Longitudinal study 

N=380  
Patients with terminal cancer. 

187 male/138 female not informed 0.86 

Tang et al. 
(2016) (76) 

Taiwan Longitudinal changes in LST 
preferences and their 
associations with accurate 
prognostic awareness, physician 
patient EOL care discussions, 
and depressive symptoms. 

Quantitative 
Longitudinal study 

N=302  
Terminal cancer patients. 
  

57% male/43% female not informed 0.86 

Wong et al. 
(2016) (77) 

Hong Kong Effects of home-based 
transitional palliative care for 

Quantitative 
RCT 

N=84  
End-stage HF patients. 

43 male/41 female 78.3/not informed 0.93 
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patients with end-stage HF. 

Wang et al. 
(2016) (78) 

Taiwan The mediating or moderating 
role of spiritual well-being. 

Quantitative 
Cross-sectional study 

N=85  
Terminal cancer patients in 
inpatient palliative care unit. 

40 male/45 female 59.52/not informed 0.60 

Liu et al. 
(2016) (79) 

Taiwan Effect of hospice home care 
intervention on pain control. 

Quantitative 
Retrospectively longitudinal study 
by analyzing medical records 

N=33  
Terminal cancer in home-based 
hospice. 

13 male/20 female 68.82/ not informed 0.55 

Dong et al. 
(2016) (40) 

Mainland 
China 

Explore the experiences of 
caring for dying cancer patients. 

Qualitative  
Semi-structured interviews  

N=37  
Healthcare professionals who 
have worked with and been 
exposed to dying cancer 
patients for at least half a year 
in a cancer center hospital. 
15 physicians, 22 nurses. 

15 male/22 female Physicians, 
34.56/27-54. 
Nurses, 29.34/24-49. 

0.80 

Li et al. 
(2017) (41) 

Mainland 
China 

Explore the psychological 
reactions and needs. 

Qualitative  
In-depth and semi-structured 
interviews  

N=15  
Terminal cancer patients from a 
cancer center hospital.  

not informed not informed 0.30 

Huang. 
(2017) (42) 

Taiwan Explore the definition of end of 
life, time of intervention and 
strategy of palliative care, and 
the development of service 
mode in compliance with the 
need of dementia patient.  

Qualitative  
In-depth and semi-structured 
interviews. 

N=19 
10 patients with dementia, 9 
families  

Patients, 4 male/6 
female. 
Families, 2 male/7 
female. 

not informed 0.30 

Tang et al. 
(2017) (80) 

Taiwan To examine changes in and 
determinants of SPB and its 
longitudinal impact on 
preferences for EOL care. 

Quantitative 
Prospective cohort study 

N=380  
Terminal cancer patients. 

187 male/138 female not informed 0.86 

Wong et al. 
(2017) (81) 

Macau Effectiveness of using an 
electric fan on dyspnea. 

Quantitative 
Phase 2 RCT 

N=30  
Advanced cancer patients in 
inpatient hospice. 

14 male/16 female not informed 0.46 

Kuo et al. 
(2018) (82) 

Taiwan Modifiable factors associated 
with high SPB over patients’ last 
year of life. 

Quantitative 
Prospective, longitudinal study 

N=280 dyads  
Terminal cancer patients and 
their family caregivers. 

Patients: 59.4% 
male/40.6% female. 
Caregivers:40.2 male/ 
59.8% female 

not informed 0.95 

Ng et al. 
(2018) (83) 

Hong Kong Effectiveness of a home-based 
palliative HF program. 

Quantitative 
RCT 

N=84  
End-stage HF patients. 

43 male/41 female 78.3/ not informed 0.88 

Wong et al. 
(2018) (84) 

Hong Kong Cost effectiveness analysis of a 
home-based palliative HF 

Quantitative 
Cost-effectiveness analysis 

N=84  
End-stage HF patients. 

43 male/41 female 78.3/ not informed 0.79 
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program. alongside an RCT 
Zhang et al. 
(2018) (85) 

Mainland 
China 

Effectiveness of music therapy. Quantitative 
RCT 

N=185  
Terminal gynecological cancer 
patients in inpatient palliative 
unit.  

0 male/185 female 53.39/ not informed 0.50 

Chung et al. 
(2018) (43) 

Hong Kong Explore the spousal experience 
with their dying loved ones 
suffering from terminal cancer. 

Qualitative  
Semi-structured interviews and 
interpretive description  

N=15  
Spousal caregivers who cared 
for their loved ones, whom died 
of terminal cancer 

7 male/8 female 51.13/35-79 0.50 

Huang et al. 
(2018) (44) 

Mainland 
China 

Explore the feelings and wishes 
of patients who are going 
through the dying process. 

Qualitative  
Face-to-Face Interview with 
open-ended questions  

N=16  
Terminal cancer patients  

not informed not informed 0.45 

Lai et al. 
(2018) (45) 

Mainland 
China 

Explore the experiences of 
caring for patients at the 
end-of-life stage in 
non-palliative care settings. 

Qualitative  
Semi-structured interviews 

N=26  
13 Physician, 13 Nurse 

Physicians, 5 male/8 
female. 
Nurses, 0 male/13 
female. 

Physicians, 39.00/ not 
informed. 
Nurses, 37.15/ not 
informed. 

0.80 

Liu et al. 
(2018) (46)  

Mainland 
China 

Understand the role of family 
conferences. 

Qualitative  
In-depth and semi-structured 
interviews with open ended 
questions 

N=15  
Caregivers of terminal cancer 
patients 

8 male/7 female not informed /36-68 0.20 

Kwan et al. 
(2019) (86) 

Hong Kong Effectiveness of a nurse-led 
short-term life-review 
intervention. 

Quantitative 
RCT 

N=109  
Advanced cancer patients 
receiving palliative care. 

62 male/47 female 64.4/28-89 0.71 

Tang et al. 
(2019) (87) 

Taiwan Effectiveness of a longitudinal 
ACP intervention. 

Quantitative 
RCT 

N=430  
Terminal cancer patients.  

303 male/127 female not informed 0.88 

Wen et al. 
(2019) (88) 

Taiwan Factors facilitating or hindering 
concordance between 
preferred and received LSTs in 
the last 6 months of life. 

Quantitative 
Longitudinal, observational study 

N=380  
Terminal cancer patients   

120 male/98 female not informed 0.91 

Yang et al. 
(2019) (89) 

Mainland 
China 

Association between good 
death and identify associated 
factors. 

Quantitative 
Cross-sectional study 

N=122  
Nurses in charge of 258 patients 
during their dying period. 

2 male/120 female 29.66/ not informed 0.90 

Ma et al. 
(2019) (90) 

Mainland 
China 

Effectiveness of nutrition 
support therapy. 

Quantitative 
RCT 

N=160  
Terminal cancer patients  

87 male/73 female not informed /52-79 0.38 

Zu et al. 
(2019) (91) 

Mainland 
China 

Effect of ACP intervention. Quantitative 
Pre-posttest study 

N=90  
Terminal cancer patients 

52 male/38 female 55.28/18-78 0.27 

Qao et al. 
(2019) (92) 

Mainland 
China 

Consistency on EOL decision 
making. 

Quantitative 
Cross-sectional study 

N=268 dyads 
Terminal cancer patients in 
hospitals and their caregivers. 

Patients: 167 male 
/101 female. 
Caregivers: 88 male 

Patients: 
64.73/27-89. 
Caregivers: 

0.70 
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/180 female. 39.89/23-86. 
Liao et al. 
(2019) (93) 

Mainland 
China 

Preferences for POD and the 
predictors. 

Quantitative 
Cross-sectional study 

N=775  
Terminal cancer patients.  

421 male/354 female 50.09/18-84 0.75 

Abbreviations: RCT, randomized controlled trial; QOL, quality of life; EOL, end-of-life; LSTs, life-sustaining treatments; ANH, artificial nutrition and hydration; POD, place of death; ESRD, 
end-stage renal disease; HCC, hepatocellular carcinoma; ACP, advance care planning; SPB, self-perceived burden; HF, heart failure 
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Table 4. Summary of studies assessing palliative interventions (N=24) 
Studies  Designs Participants Interventions Comparisons Outcomes and outcome measures 

Yeung et al. (1999) (48), 
Hong Kong. 

Cross-sectional 52 terminal cancer 
patients. 

Inpatient hospice care (at least 
7 days). 

NA QOL (HCPI): significantly positive effect at “alleviating 
pain” and “respecting personal life, religion, and values”. 
Significantly negative effect at “maximize self-care and 
mobility”, “help to dispel fear toward death”, “gain 
enough rest and sleep”, “be available and willing to listen 
and give reassurance”, “provide appropriate, satisfying 
diet and help to improve appetite”, and “help to fulfill 
unfinished business”. 

Yang et al. (2001) (49), 
Taiwan. 

Cross-sectional 123 terminal patients. Hospice inpatients (n=26), 
hospice team consultation 
(n=36), home hospice care 
(n=23), acute care (n=38). 

NA QOL (self-developed tool): no difference. 
Satisfaction with care (self-developed tool): no 
difference. 
Healthcare cost: no difference. 
Nurses' work satisfaction (self-developed tool): the 
group of hospice inpatients tended to be significantly 
(p=0.026) higher than the other groups. 

Yan et al. (2006) (54), 
Hong Kong. 

Cross-sectional 85 terminal cancer 
patients. 

Home-based palliative care. NA 
  

QOL (McGill QOL-HK): the physical and existential 
domains scored were relatively low. The sexual 
functioning and support yielded the highest scores. 
Pain intensity (NRS): The majority of the subjects (87.1%) 
indicated that pain was the worst physical symptom, 
with a mean pain score of 4 (SD=2.3). 

Yong et al. (2009) (59), 
Hong Kong. 

Cross-sectional 179 end-stage renal 
disease patients  

Receiving palliative care plus 
dialysis (PC, n=45). 

Receiving dialysis 
(DA, N=134). 

Symptom burdens (self-developed end-stage renal 
disease 23 symptom intensity-NRS): the mean number 
of symptoms was no difference between two groups. 
Comorbid conditions (mCCI): significantly higher in the 
PC group. 
QOL (SF-36-Chinese): the DA group scored significantly 
lower than the Hong Kong population in all eight 
domains, whereas the PC group scored lower only in four 
domains. 
Pain (BPI-Chinese): no difference between two groups. 

Fan et al. (2011) (62), 
mainland China. 

Cross-sectional 173 terminal cancer 
patients in home-based 
hospice. 

Knowing diagnosis (n=87). Not knowing 
diagnosis (n=86). 

QOL (EORTC QLQ-C30 v3.0): patients who did not have 
knowledge of their diagnosis demonstrated significantly 
better at physical and emotional subscale. 

Mok et al. (2012) (63),  
Hong Kong. 

Pilot RCT 84 patients with advanced 
cancer. 

Meaning of life (n=44). Usual care (n=40). QOL (QOLC-E): significantly improved in total score and 
the existential distress subscale. 
Single-item global QOL scale: significantly improved. 
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Shen et al. (2012) (64), 
mainland China. 

Pre-posttest 691 patients with terminal 
cancer. 

Inpatient hospice care for 30 
days. 

NA QOL (McGill QOL): significantly improved in most 
domains, but no difference in "sex life" and "enjoyable 
dining experience" domain. 

Xiao et al. (2012) (37), 
mainland China. 

Semi-structured 
interviews 

26 advanced cancer 
patients in home-based 
hospice settings. 

Three-week life review 
programme 

NA Programme description, perceptions of this programme, 
barriers to reviewing a life. 

Ho et al. (2013) (66),  
Hong Kong. 

Pre-posttest 9 terminally ill residents in 
the nursing homes.  

Dignity-conserving end-of-life 
care model for 6 months. 

NA QOL (McGill): significant deterioration in physical 
domain; significant improvement in the support domain. 
QOL (single-item global QOL scale): no differences. 
Nursing Facilities QOL (NF-QoL): no differences. 

Hwang et al. (2013) (67), 
Taiwan. 

Propensity score 
matching case-control 

1,458 hepatocellular 
carcinoma who were over 
65 years. 

Inpatient hospice care (n=729). Usual care in 
acute wards 
(n=729). 

Rate of receiving aggressive procedures: significantly 
less in the hospice care group 
Opium alkaloids usage: significantly higher prescription 
rate in hospice care group.  
Medical expenses: significantly less cost in the hospice 
care group. 

Chan et al. (2014) (68), 
Hong Kong. 

Pre-posttest 
study and 
semi-structured 
interviews 

108 dyads, patients with 
life expectancy <6 months.  

Home-based palliative care 
programme for 8 weeks. 

NA QOL (McGill-HK): significantly improved in physical and 
support domains. 
Family Satisfaction Scale (FAMCARE): no difference. 
Effectiveness of the intensive communication on ACP 
(self-developed tool): significantly improved.    
Hospital readmission and the length of each hospital 
stay: significantly reduced. 

Chiang et al. (2016) (73), 
Taiwan. 

Cohort 568 advanced lung cancer 
patients. 

Home-based hospice care 
(n=330). 

Inpatient hospice 
care (n=238). 

Care quality: significantly higher rate of dying at home 
and lower rate of staying in hospital >14 days in their last 
month of life in the home-based hospice care group. 
Survival curve: no differences. 
Healthcare cost: significantly higher cost in the inpatient 
hospice care group.  

Lee et al. (2016) (74), 
Taiwan. 

Prospectively 
longitudinal 

824 advanced cancer 
patients. 

Receiving inpatient palliative 
care for 7 days. 

NA Physical and psychosocial distress (Symptom Reporting 
Form): the day of palliative care administration was a 
predominantly significant factor associated with all 
symptoms' improvement. 

Wong et al. (2016) (77), 
Hong Kong. 

RCT 84 end-stage heart failure 
patients. 

Transitional home-based 
palliative program for 12 weeks 
(n=43). 

Usual care plus 
two placebo social 
calls per month 
(n=41). 

Primary outcome (readmission rate): significantly higher 
in usual care group. 
Secondary outcomes:  
Symptom intensity (ESAS): significantly higher clinical 
improvement in depression, dyspnoea and total score at 
4 weeks. 
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Functional status (PPS): no difference within or between 
groups over time. 
QOL (McGill-HK): significantly improved in psychological, 
support, overall domains, and total scores. No difference 
in physical and existential domains. 
QOL (CHQ-C): significantly improved in dyspnoea, 
emotional, and mastery domains, and total scores. No 
difference in fatigue domains. 
Satisfaction with care: significantly higher in intervention 
group. 

Liu et al. (2016) (79), 
Taiwan. 

Retrospectively 
longitudinal study by 
analyzing medical 
records 

33 terminal cancer in 
home-based hospice. 

Home-based hospice. NA Pain (VAS): the average VAS at 2 weeks was significantly 
lower than baseline. 

Wong et al. (2017) (81), 
Macau. 

Phase 2 RCT 30 patients with advanced 
cancer in inpatient 
hospice. 

5-minute fan therapy (n=15). Accompanied by 
their caregivers 
(n=15). 

Dyspnea (verbal NRS): significant improved in 
intervention group.  
Respiratory rate and SpO2: no differences. 

Ng et al. (2018) (83),  
Hong Kong. 

RCT 84 end-stage heart failure 
patients. 

Transitional home-based 
palliative program for 12 weeks 
(n=43). 

Usual care plus 
two placebo social 
calls per month 
(n=41). 

Primary outcome (McGill-HK): significant improvement 
in the physical, psychological, existential domains, and 
total scores. No difference in support and Global QOL. 
Secondary outcomes:  
HF-specific QOL (CHQ-C): no differences. 
Symptom burden (ESAS): no differences. 
Functional status (PPS): no differences 
Patient satisfaction: significant higher in intervention 
group. 

Wong et al. (2018) (84), 
Hong Kong. 

Cost-effectiveness 
analysis alongside a 
RCT 

Same as above. Same as above. Same as above. Transitional home-based palliative care program is more 
cost-effective than customary palliative care service. 

Zhang et al. (2018) (85), 
mainland China. 

RCT 185 patients with terminal 
gynecological cancer in 
inpatient palliative unit.  

Music therapy (5 times/week, 
and each at least 30 mins) for 7 
days (n=92). 

Usual care (n=93). Pain intensity (NRS): significantly improved in 
intervention group. 
Pain intensity (FLACC): no differences.  
BPI pain interference score: significantly improved in 
mood, relations with others, and sleep. No differences in 
walking and enjoyment of life. 

Liu et al. (2018) (46), 
mainland China. 

Semi-structured 
interviews 

15 caregivers of terminal 
cancer patients 

Family conferences in inpatient 
oncology ward. 

NA Key elements of successful family conferences. 

Kwan et al. (2019) (86), 
Hong Kong. 

RCT 109 patients with 
advanced cancer. 

Nurse-led short-term life-review 
(n=54). 

Attention care 
(n=55). 

Spiritual (sub-scale of the McGill-HK): no difference. 
Anxiety and Depression (HADS-Chinese): no difference. 
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Tang et al. (2019) (87), 
Taiwan. 

RCT 430 terminal cancer 
patients.  

Theory-based, individualized, 
interactive ACP intervention 
(n=215). 

Sham treatment 
of symptom 
management 
education 
(n=215). 

Concordance between preferred and received LSTs: no 
difference. 
Anxiety and Depression (HADS): significantly fewer in 
ACP intervention group. 
QOL (McGill- with 3 items omitted): no difference. 

Ma et al. (2019) (90), 
mainland China. 

RCT 160 patients with terminal 
cancer.  

Palliative care and nutrition 
support therapy for 6 weeks. 
(n=80). 

Palliative care 
(n=80). 

Nutrition status: significant improvement in the body 
mass index, albumin, hemoglobin, and subjective global 
assessment. 
QLQ (EORTC QOL-C30): significant improvement in the 
physical, cognitive and symptomatic domain. 

Zu et al. (2019) (91), 
mainland China. 

Pre-posttest 90 patients with terminal 
cancer.  

Receiving ACP intervention. NA QOL (QOLC-E): significant difference in total scores and 5 
domains (negative emotion, isolation, social support, 
healthcare professionals' attention and self-existent 
disturbance). 
Preferences for LSTs: significantly changing preferences 
from accepting to declining. 

Abbreviations: NA, not applicable; RCT, randomised controlled trial; QOL, quality of life; LSTs, life-sustaining treatments; ACP, advance care planning; HCPI, Hospice Care Performance 
Inventory; NRS, numerical rating scale; HK, Hong Kong; mCCI, modified Charlson Comorbidity Index; SF-36, 36-Item Short Form Health Survey; EORTC-QLQ, European Organization for the 
Research and Treatment of Cancer Quality of Life Questionnaire; QOLC-E, Quality-of-life concerns in the end of life questionnaire; ESAS, Edmonton Symptom Assessment Scale; PPS, 
palliative Performance Scale; VAS, visual analog scale; BPI, Brief Pain Inventory; FLACC, Face, Legs, Activity, Cry, Consolability Scale; HADS, Hospital Anxiety and Depression Scale.  
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Table 5. Summary of outcomes and outcome measures reported in the quantitative studies which evaluated 
palliative care interventions 
 

Outcomes Outcome measures 

Quality of life Patients: McGill quality of life (54, 64, 66, 68, 77, 83, 87), Hospice Care 
Performance Inventory (HCPI) (48), 36-Item Short Form survey (SF-36)-Chinese 
(59), European Organization for Research and Treatment of Cancer Quality of 
life Questionnaire (EORTC QLQ-C30) (62, 90), Quality of life concerns in the 
end of life (QOLC-E) (63, 91), single-item global quality of life scale (single-item 
global QOL) (63, 66), Chronic Heart Failure Quality of life-Chinese (CHQ-C) (83), 
self-developed quality of life measure (49). 
Nurses: NF-QOL (66) 

Implementation 
assessment 

Service cost (49, 67, 73), cost-effectiveness study (84), satisfaction of care 
(patients (49, 77, 83), nurses (49), and families (68)).   

Physical assessment Edmonton Symptom Assessment Scale (ESAS) (77, 83), Palliative Performance 
Scale (PPS) (77, 83), modified Charlson Comorbidity Index (mCCI) (59), 
self-developed symptom reporting form (59, 74), respiratory assessment 
(dyspnoea NRS level, respiratory rate, and SpO2) (81), and nutrition status 
assessment (body mass index, albumin, hemoglobin, subjective global 
assessment) (90). 

Pain management Visual analogue scale (VAS) (79), Numeric rating scale (NRS) (54, 85), Face, 
Legs, Activity, Cry, Consolability Scale (FLACC) (85), Brief Pain Inventory (BPI) 
(59, 85), opioid prescriptions rate (67). 

Quality of care Rate of receiving aggressive procedures (67), rate of home death (73), the 
length of hospital stay in last month of life (68, 73), readmission rate (68, 77), 
self-developed measure for the effect of intensive communication on advance 
care plan (68), the concordance between preferred and received 
life-sustaining treatments (87). 

Psycho-spiritual 
assessment 

Hospital Anxiety and Depression Scale (HADS) (86, 87), McGill-spiritual 
subscale (86) 
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Table 6. Risk of bias assessment of included randomised controlled trials (n=9) 

Studies 
Random allocation Blinding 

Sample size 
calculation 

Numbers of 
participants* 

Numbers of 
attrition* 

Attrition 
Rate (%) 

Mok et al. (63) Computerized 
random-number 
generator. 

Outcome assessor was 
not blinded to group 
assignment. 

No 44/40 15/11 31.0 

Wong et al. (77), 
Wong et al. (84), 
Ng et al. (83) 

Computer software 
Research Randomizer. 

Research assistants 
who were trained and 
blind to the grouping. 

Yes 43/41 0/0 0 

Wong et al. (81) Not reported. Single blind. No 15/15 0/0 0 
Ma et al. (90) Random number table. Not reported. No 80/80 0/0 0 
Tang et al. (87) Computer generated 

random sequence 
sealed in consecutively 
numbered opaque 
envelopes. 

Data collectors were 
blinded. 

Yes 230/230 21/24 9.8 

Kwan et al. (86) Sequentially numbered 
opaque sealed 
envelopes. 

The participants and 
the person collecting 
data were blinded. 

Yes 54/55 5/15 18.4 

Zhang et al (85)  Random number table. Single blind. No 93/92 0/0 0 

* Numbers in study group/ Numbers in control group 
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Table 7. The comparison of included studies in the Greater China region 

Study settings Hong Kong  Macau  
Mainland 

China 
Taiwan 

Study populations (n=66) 18 (27.3) 2 (3.0) 16 (24.2) 30 (45.5) 

Patients (n=56) 16 (28.6) 1 (1.8) 11 (19.6) 28 (50.0) 

Informal caregivers (n=11) 2 (18.2) 1 (9.1) 3 (27.3) 5 (45.5) 

Healthcare providers (n=6) 1 (16.7) 0 (0) 4 (66.7) 1 (16.7) 

Models of care (n=29) 13 (44.8) 1 (3.4) 7 (24.1) 8 (27.6) 

Delivered specialist palliative care services (n=15) 7 (46.7) 0 (0) 2 (13.3) 6 (40.0) 

Short-term services integrated in palliative care (n=9) 2 (22.2) 1 (11.1) 5 (55.6) 1 (11.1) 

Care needs during the illness trajectory (n=5) 4 (80.0) 0 (0) 0 (0) 1 (20.0) 

Palliative care interventions (n=24) 10 (41.7) 1 (4.2) 7 (29.2) 6 (25.0) 

Randomised controlled trials (n=9) 5 (55.6) 1 (11.1) 2 (22.2) 1 (11.1) 

Palliative care needs (n=40) 8 (20.0) 1 (2.5) 9 (22.5) 22 (55.0) 

Better pain control (n=4) 1 (25.0) 0 (0) 0 (0) 3 (75.0) 

Reduced aggressive end-of-life care (n=7) 0 (0) 0 (0) 4 (57.1) 3 (42.9) 

Preferred place of care and death (n=4) 0 (0) 0 (0) 2 (50.0) 2 (50.0) 

Truth telling (n=10) 1 (10.0) 1 (10.0) 0 (0) 8 (80.0) 

Physical, emotional and spiritual support (n=14) 5 (35.7) 0 (0) 1 (7.1) 8 (57.1) 

Training (n=2) 0 (0) 0 (0) 2 (100.0) 0 (0) 

End-of-life care education (n=2) 1 (50.0) 0 (0) 1 (50.0) 0 (0) 

Relieving care burden (n=1) 1 (100.0) 0 (0) 0 (0) 0 (0) 

National policy support (n=3) 0 (0) 0 (0) 2 (66.6) 1 (33.3) 

Quality assessment of qualitative studies (n=19) 6 (31.6) 0 (0) 7 (36.8) 6 (31.6) 

Adequate quality (n=11) 4 (36.4) 0 (0) 3 (27.2) 4 (36.4) 

Low quality (n=8) 2 (25.0) 0 (0) 4 (50.0) 2 (25.0) 

Quality assessment of quantitative studies (n=47) 12 (25.5) 2 (4.3) 9 (19.1) 24 (51.1) 

Strong (n=18) 2 (11.1) 0 (0) 1 (5.6) 15 (83.3) 

Good (n=5) 4 (80.0) 0 (0) 1 (20.0) 0 (0) 

Adequate (n=17) 4 (23.5) 0 (0) 4 (23.5) 9 (53.0) 

Limited (n=7) 2 (28.6) 2 (28.6) 3 (42.8) 0 (0) 
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Figure 1. Study selection 
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Figure 2. Conceptual model of palliative care needs 
 
 


