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Abstract

Background: Patients’ perceptions of care quality within and across settings are important for the further
development of palliative care. The aim was to investigate patients’ perceptions of palliative care quality within
settings, including perceptions of care received and their subjective importance, and contrast palliative care quality
across settings.

Method: A cross-sectional study including 191 patients in late palliative phase (73 % response rate) admitted to
hospice inpatient care, hospice day care, palliative units in nursing homes, and home care was conducted, using
the Quality from the Patients’ Perspective instrument-palliative care (QPP-PC). QPP-PC comprises four dimensions
and 12 factors; “medical–technical competence” (MT) (2 factors), “physical–technical conditions” (PT) (one factor),
“identity–orientation approach” (ID) (4 factors), “sociocultural atmosphere” (SC) (5 factors), and three single items
(S); medical care, personal hygiene and atmosphere. Data were analysed using paired-samples t-test and analysis
of covariance while controlling for differences in patient characteristics.

Results: Patients’ perceptions of care received within settings showed high scores for the factors and single items
“honesty” (ID) and “atmosphere” (S) in all settings and low scores for “exhaustion” (MT) in three out of four settings.
Patients’ perceptions of importance scored high for “medical care” (S), “honesty” (ID), “respect and empathy” (ID)
and “atmosphere” (S) in all settings. No aspects of care scored low in all settings. Importance scored higher than
perceptions of care received, in particular for receiving information. Patients’ perceptions of care across settings
differed, with highest scores in hospice inpatient care for the dimensions; ID, SC, and “medical care” (S), the SC and
“atmosphere” (S) for hospice day care, and “medical care” (S) for palliative units in nursing homes. There were no
differences in subjective importance across settings.

Conclusion: Strengths of services related to identity–orientation approach and a pleasant and safe atmosphere. Key
areas for improvement related to receiving information. Perceptions of subjective importance did not differ across
settings, but perceptions of care received scored higher in more care areas for hospice inpatient care, than in other
settings. Further studies are needed to support these findings, to investigate why perceptions of care differ across
settings and to highlight what can be learned from settings receiving high scores.
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Background
In developed countries, the number of patients in need
of palliative care will continue to increase because more
people are living longer, often with complex needs as a
consequence of chronic illness or cancer over long pe-
riods of time [1, 2]. Modern palliative care developed
from the hospice philosophy founded by Cicely Saunders
and aims to improve the quality of life for patients with
life-threatening illness, meet individual needs, prevent
and provide relief of physical, psychosocial, and spiritual
suffering, and care for patients’ families [3]. These aims
should be fundamental to all palliative care services. The
intention is that patients should receive high quality care
[4, 5], regardless of the illness or service received [2, 3].
Fulfilment of these aims will challenge healthcare sys-
tems and services in developing palliative care to ensure
good quality for patients in the future [1, 2, 6–8].
Patients’ perspectives about their care have been

highlighted as being of the utmost importance in the
evaluation and further development of quality in health-
care, in general [4, 9–12], and palliative care, in particular
[8, 13, 14]. However, in palliative care research, studies
with patients’ perspectives on care are still rare and often
create methodological and ethical challenges due to e.g.
the vulnerability of the patients and difficulties obtaining
informed consent [15]. Family members are therefore
often used as proxies to investigate patients’ views about
their care. An advantage of using relatives as proxies is the
opportunity to also include the views of patients in late
palliative phase, who may be unable to communicate their
perceptions of care quality. However, by using family
members as proxies, uncertainties arise about the congru-
ence between patient and proxy perceptions. Even if previ-
ous studies have shown that relatives and patients have
mainly congruent views about the care, agreement has
been poorer related to the subjective aspects of patients’
experience, such as pain, anxiety, depression and percep-
tions of importance of care aspects [16–18], especially
when patients and relatives do not have daily contact [18].
According to the person-centred approach, the patients’
own experience, preferences, needs and values are the
base upon which high quality care is built [19, 20] . This

underpins the importance of including the patients’ being
in the palliative phases of their illness, while addressing
the ethical and methodological challenges, to gain first-
hand information of the palliative care experience.
Palliative care comprises different types of services,

e.g. home care, day care and inpatient services; however,
the structure of these services may differ from one coun-
try to another [21]. Palliative care services may be classi-
fied as specialized (exclusively providing palliative care)
and non-specialized services (occasionally providing pal-
liative care) [1]. In Norway, palliative care is provided by
a public healthcare system in primary or community
care and specialist healthcare contexts (tertiary and sec-
ondary care) [22, 23]. Community care and specialist
healthcare provide non-specialized palliative care (gen-
eral palliative care) as an integrated part of the services,
in addition specialized palliative care services are offered.
Community care is responsible for and serves patients
both in nursing homes and at home, via home care or
their general practitioner [22]. Specialized palliative care
is provided by palliative units or beds in nursing homes
and cancer nurses/coordinators in the community [8].
The State is responsible for patients in specialist health-
care and serves patients in hospitals and specialist
services [22]. Specialized palliative care in the specialists
healthcare system is organized through palliative centres,
palliative units in nursing homes and palliative care
teams [8]. As part of the palliative care provided, dedi-
cated hospice care services are specialized palliative care
services using “Hospice” by name, indicating special
dedication to the hospice philosophy and values [8].
Hospice services are organised within community care
as palliative units in nursing homes and within the spe-
cialist healthcare system as palliative care units, palliative
care teams or day care centres led by the hospitals.
Palliative care has been criticized for being developed

to include mainly patients with cancer. Consequently,
the care for patients with other life-threatening illnesses
does not equal the care for patients with cancer [24–26].
This is also the case for palliative care research, in which
more studies are needed investigating care quality from
the perspectives of patients with life-threatening illnesses
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other than cancer [14]. When investigating patients’ per-
ceptions of their care, it is important to include patients
who receive care from various care contexts, both spe-
cialized and non-specialized, and from services provided
for patients with cancer as well as for patients with other
life-threatening illnesses.
In the present study quality of palliative care is based

on a model from Wilde et al. [9] in which quality of care
is formed through patient norms, expectations, and
experience, and by the encounter with a care structure.
It is therefore important, when measuring quality of
care, to include both patients’ perceptions of the actual
care received and how important the various care aspects
are to them [27]. The advantage of including both these
angles is that areas for improvement may appear to be in
line with what patients perceive as most important.
Previously patients’ perceptions of important aspects

of palliative care have been found to be, for example; a
focus on living a meaningful life, experiencing trust,
compassionate and respectful care; participating in
effective communication and shared decision-making
[14], and; receiving help to minimize the burden [28]. It
also involves; being cared for in a safe, comfortable
environment [14, 28, 29], and having organization of
care that ensures access whenever needed and an experi-
ence of care that has continuity, and is well coordinated
and planned [14]. Several studies that have investigated
patients’ perceptions of the care received by patients
being in the palliative phase [24, 25, 30–37], but studies
comprising patients’ perceptions of important aspects of
care, with the care actually received, are sparse. Four
studies, of which three papers based on the same study
from Canada, have highlighted areas for improvement in
palliative care including: symptom relief [38–40], psycho-
logical and spiritual support, enhanced relationship with
physicians [41], participation in decision-making [40, 41],
honest communication [38, 41], planning, cooperation
and continuity of care [38–41], reduced family burden
[38, 39], and not being kept alive when there was little
hope of a meaningful recovery [39]. Based on these four
articles, further studies investigating care quality from
these two angles; (a) the perceptions of care received and
(b) the importance of the care aspects, are recommended.
Investigation of patients’ perceptions of care quality

within different settings of palliative care is important for
the identification of areas for improvement. Furthermore it
is important to identify the strengths of each of these set-
tings, thereby guiding further development of specific set-
tings. The research mentioned above has included and
compared patients’ views about important aspects of care
and the care received [38, 39, 41], but not within different
contexts of care. Other studies have investigated care qual-
ity within specific settings, e.g. advanced home care, nurs-
ing homes, hospitals, and day hospices [18, 32, 33, 42]. In

these studies, there has been no comparison of patients’
perceptions of subjective importance and actual care re-
ceived. In Norway, a recent report stated that there was a
lack of knowledge about patients’ perceptions of quality in
palliative care services, especially within community care
services, including home care, palliative units in nursing
homes, and hospice services [8]. Such knowledge could
highlight whether patients’ perceptions of care received
and preferences vary across settings, and build up know-
ledge for further research to explore what can be learned
from settings that deliver high-quality care [43]. A few
studies have previously compared perceptions of care
quality across contexts of palliative care, investigating
differences between hospice and hospital care [44] and
across home care, long-term care, hospital, and hospital-
based palliative care units [6], from relatives’ perspectives.
The results of the two studies differed. Addington-Hall et
al. [44] found that hospices gained favourable results with
regard, for example, to pain control, communication, per-
sonal care, and dignity, whereas Burge et al. [6] found that
none of the included contexts differed exceptionally.
Therefore further studies investigating care quality across
settings are important, especially those that include the
patients’ perspectives.
There seems to be a need for more studies investigat-

ing patients’ perceptions of care quality from both the
perspective of subjective importance and the care re-
ceived within the different settings of palliative care, es-
pecially from the hospice, palliative units in nursing
homes, and non-specialized home-care settings. Studies
that have compared perceptions of care quality across
settings are based upon relatives’ perspectives. More
studies are needed to investigate patient perceptions of
care quality across settings of palliative care.
The aim of the present study was therefore to investi-

gate (1) patients’ perceptions of palliative care quality
within settings (hospice inpatient care, hospice day-care,
palliative units in nursing homes, and home care),
including perceptions of care received and their subject-
ive importance, and (2) contrast patients’ perceptions of
palliative care quality across settings.

Methods
Design
The present paper is part of and analyses data from a
larger cross-sectional study, using a questionnaire that
measured patients’ perceptions of quality of palliative
care. A paper from this study has previously been
published [40].

Setting
Participants in the present study were recruited from
two inpatient hospices (HICs) (number of beds in total:
23), two hospice day-care centres (HDs) (number of
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patients per week in total: 65), two palliative units in nurs-
ing homes which were specialized in palliative care
(PUNHs) (number of beds in total: 12), and two home-
care districts (HCs) (approximately 1700 patients per year
in total). The settings represented rural and urban loca-
tions in the eastern part of Norway. The hospices’ in-
patient and day-care settings, and the palliative care units
in the nursing homes, may be characterized as specializing
in palliative care, with the setting providing exclusively
palliative care [1]. The home-care settings may be charac-
terized as non-specialized palliative care services, in which
personnel care for all patients in need of homecare not
exclusive patients in palliative phase. Both home-care
districts did offer specialized trained personnel, such as pal-
liative care teams and cancer nurses, to patients in a pallia-
tive phase. One of the hospices, the two palliative units in
both nursing homes and the two home-care districts, were
part of community care.

Participants
As there is no consensus on the definition of this
population group [45], it is important to describe the
patient sample recruited [14]. In the present study,
patients were defined as being in a late palliative
phase [46, 47] if they were in an advanced phase of
their illness, with a 1-year life expectancy [48] and
experience of palliative care services [45] (specialized
or non-specialized). Patients who received palliative
care from the settings mentioned above were con-
secutively recruited and invited to participate in the
study when they met the following inclusion criteria:
(1) adult (≥18 years), (2) no cognitive impairment
(which was judged by the registered nurse selected as
responsible for recruiting patients in each site [RRN]),
(3) understand Norwegian, (4) received assistance
from the services for at least 3 days, and (5) has an
advanced, life-threatening illness in a late palliative
phase (malignant or non-malignant) (judged by the
RRN), guided by the nurse’s negative response to the
question: “Would you be surprised if this patient died
within the next year?” [48]. For patients admitted to
non- specialized palliative care service, not exclusively
for patients being in late palliative phase, patients’
medical and care records were searched for documen-
tation to indicate that the patient was in a late pallia-
tive phase, e.g. phrases like “advanced cancer/illness”
or documentation of visits by palliative care team.
This strategy was to aid the RRN’s decision when
recruiting patients. Also included was that patients
should be aware of being in a palliative phase and re-
ceiving palliative care (judged by the RRN). The pa-
tients’ physicians and one of the researchers (TS)
were consulted when uncertainties arose about the in-
clusion criteria.

Instruments
Patients’ perceptions of care were measured using the
Quality from the Patients’ Perspective instrument specific
to palliative care (QPP-PC) [40]. The QPP-PC is based
on the theoretical foundation of the validated general in-
strument QPP [9, 27, 49, 50]. The QPP-PC has been
psychometrically evaluated [40]. This instrument has the
aim of measuring palliative care quality from the per-
spective of patients with various life-threatening illnesses
who get help from different services. The 52-item QPP-
PC instrument comprises four dimensions of quality:
“medical–technical competence of the caregiver” (MT)
(2 factors and 10 items), “physical–technical conditions
of the care organization” (PT) (one factor and three
items), “Identity–orientation approach” (ID) (4 factors
and 20 items), “sociocultural atmosphere” (SC) (5 factors
and 17 items), and three single items about; medical
care, personal hygiene and atmosphere, representing
quality of care. A description of QPP-PC has previously
been published [40].
Each item of QPP-PC was answered in two ways: how

the patients actually experience the care received (per-
ceived reality – PR scale) and how important each aspect
of care was to them (subjective importance – SI scale).
The PR of the quality of care was measured by items
related to the sentence: “This is what I experience …”
(e.g. the best possible help for my pain). The items
measuring the SI of care aspects were related to the sen-
tence: “This is how important this is to me …” (e.g. the
best possible help for my pain). A 4-point Likert scale,
ranging from 1 (do not agree at all) to 4 (fully agree),
was used for the PR and SI scales: 1 (of little or no im-
portance) to 4 (of the very highest importance). A non-
applicable response was available for both responses. For
the QPP-PC dimensions and factors, a mean value was
calculated based on the individual participant’s response
to the items in the respective dimension or factor. In the
present study Cronbach’s α for the QPP-PC showed α
values >0.7 for most dimensions (0.88–0.94) and factors
(0.77–0.97), except for the PT dimension where α levels
were 0.44 for the PR scale and 0.65 for the SI scale and
for the factors “access to help, food, and equipment” (PR
0.44, SI 0.65), “relatives and friends” (PR 0.66, SI 0.79),
and “continuity” (PR 0.53, SI 0.55).
Data about participants’ characteristics comprised age,

gender, diagnosis, time in care, education, language/eth-
nicity, living conditions, contact with family and friends,
and religious affiliations (11 items). In addition, patient
characteristics about health-related quality of life,
physiological wellbeing, and sense of coherence were
measured as described below.
Data on health-related quality of life were collected,

using the EQ VAS from the EQ-5D-3 L questionnaire
from the EUROQOL group [51, 52] (one item). This
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questionnaire is a standardized generic measure of
health, designed for self-completion by respondents [53]
and has been validated [54] and used by patients in vari-
ous countries and settings, including palliative care. The
EQ VAS measures the respondent’s self-rated health on
a vertical, visual analogue scale where the endpoints are
labelled “best imaginable health state” and “worst im-
aginable health state”.
Physiological well-being was measured by one item

from the QPP questionnaire, related to the sentence: “I
feel that my physiological well-being is…”, using a 5-point
scale ranging from 1 (“very poor”) to 5 (“very good”) [27].
The Sense of Coherence (SOC) scale [55, 56] is a vali-

dated scale to measure patients’ life orientation in terms
of how people manage stressful situations and staying
well. It comprises questions about comprehensibility,
manageability, and meaningfulness. In the present
study the 13-item version with a 7-point scale, trans-
lated to Norwegian, was used [57]. The SOC index was
calculated by adding the score from each item, ranging
from 13 to 91. High scores represent a strong SOC.
Cronbach’s α was 0.78 in the present study.

Procedure
Data were collected by the instruments described above
from November 2013 to December 2014. In each ward
or home-care district, the RRN was responsible for
screening patients and asking them to participate in the
study. In addition, the RRN provided information about
the study and instructions on how to fill out the ques-
tionnaire. The participants were told that they could use
the time they needed to fill out the questionnaire and
instructed to return the completed questionnaire in a
sealed envelope. These envelopes were stored in a box
or on a shelf in the RRN’s office until the researcher
collected them. Patients who needed help filling out the
questionnaire were offered to be interviewed by one of
the researchers (TS). The interviews were conducted in
the respondents’ room, a private room in the ward or in
their homes. The interviewer read each question in the
questionnaire aloud to the respondents. To make it eas-
ier for some patients, the response scales were enlarged
on a separate sheet of paper. The patients pointed at
the appropriate response category or answered verbally,
whereby the researcher then wrote their responses on
the scales following each question. Of the 191 partici-
pating patients, 54 received help filling out the ques-
tionnaire. Of these, 7 were from hospice inpatient care,
8 from hospice day care, 22 from palliative units in
nursing homes, and 17 from home care.

Analysis
IBM SPSS Statistics Data Editor Software [58], version
23, was used to analyse the data. Patients’ characteristics,

psychological wellbeing, health-related quality of life,
and sense of coherence were examined using descriptive
statistics. Differences in patient characteristics in the
four settings were examined using Pearson’s χ2 test for in-
dependence and analysis of variance (ANOVA), followed
by Tukey’s honest significant difference test for post-hoc
comparison, as appropriate [58]. Paired-samples t-tests
were used to explore differences in patients’ perceptions
of care quality including: PR and SI scales in each of the
four settings – hospice inpatient care, hospice day care,
palliative units in nursing homes, and home care [58].
Analysis of covariance (ANCOVA) [58, 59] was per-

formed for each QPP-PC dimension and single items for
the PR and SI scales, to compare means of patients’
perceptions of the care quality across the four settings
(hospice inpatient care, hospice day care, palliative units
in nursing homes, and home care) while controlling for
differences in age, levels of education (primary/high
school, university), and number of diagnoses (one diag-
nosis and two or more diagnoses) (main effect). Two-
way interactions between these variables were also
assessed, and statistically significant interactions were
included in the analysis. Significant F-levels of ANCOVA
were followed by Bonferroni’s test for post-hoc compari-
son to analyse differences in the adjusted means for the
QPP-PC dimensions and single items (PR and SI scales)
across the four settings. Preliminary analyses were
conducted to ensure no violation of the assumptions
made by use of the ANCOVA [59].
The dependent variables represented the four dimen-

sions (MT, PT, ID, and SC) and single items (medical care,
personal hygiene, and atmosphere) of the QPP-PC for
both the PR and the SI scales. The continuing variable
“age” was used as a covariate. The independent variables
comprised the grouping variables representing the four
settings and the variables that showed statistically signifi-
cant differences in patient characteristics (displayed in
Table 1): educational level (P = 0.01) and number of diag-
noses (P = 0.01). The patient characteristics “type of diag-
nosis” and “time in care”, which also showed statistically
significant differences between the groups, were not
included in the analysis model. “Type of diagnosis” was
not included due to the lack of participants with non-
malignant diagnoses in hospice inpatient care. “Time in
care” was not included because the differences between
settings were expected to systematically vary as a result of
the way in which the different services were organized.
Hospice inpatient care and palliative units in nursing
homes were organized as short-term services, whereas
home care and hospice day care may be considered as
long-term services. This made it difficult to assess the
unique effect of care quality.
Cronbach’s α was performed, for the QPP-PC, at

dimension and factor levels of both subscales (PR and SI)

Sandsdalen et al. BMC Palliative Care  (2016) 15:79 Page 5 of 18



and, for the SOC instrument, and is presented in the
description of each instrument. Values >0.7 were regarded
as desirable [58].
Non-response analysis was performed using independent-

samples t-test and χ2 test for independence, as appropriate.
To avoid type 1 error, the statistical significance

level for all the analyses was reduced to P <0.025, in
addition conservative post-hoc tests for the ANCOVA
analysis were chosen, as recommended by Tabachnick
and Fidell [59].

Results
Patient characteristics
Of the 262 patients asked to participate, 191 returned
the questionnaire (response rate = 73 %). Of the partici-
pants, 57 % were female, most were elderly, with a
mean age of 67 years (standard deviation [SD] = 11.62,
range: 41–94 years), had cancer (76 %), were living
alone (51 %), and had a medium-to-high level (high
school or university) of education (75 %). Patients who
did not respond (n = 71) did not differ significantly from
patients who responded about age (P = 0.569) or gender
(P = 0.117). Of the participating patients, 72 (37 %) were
recruited from hospice inpatient care, 51 (27 %) from hos-
pice day care, 30 (16 %) from palliative units in nursing
homes, and 38 (20 %) from home care.
Patient characteristics for the four settings are pre-

sented in Table 1. Participants differed significantly by
location of care with respect to age, education, type of
diagnosis, number of diagnoses, and time in care, but
did not differ with regard to their sense of coherence,
psychological wellbeing, or health-related quality of life.
Patients in hospice inpatient care and hospice day care
were significantly younger than those in home care. A
higher proportion of patients with university education
were admitted to hospice inpatient care than to hospice
day care, palliative units in nursing homes, and home
care. Hospice inpatient and day care had higher propor-
tions of patients with cancer and patients with only one
diagnosis than palliative units in nursing homes and
home care. Length of experience with the services was
shorter for patients in hospice inpatient care and pallia-
tive units in nursing homes than for patients in hospice
day care and home care.

Patients’ perceptions of quality of their care within
settings
Table 2 presents mean values for the QPP-PC dimensions,
then factors and single items within the four settings. The
results are presented separately for each setting, by the
levels of PR (perceived reality) and SI (subjective import-
ance) that patients scored highest (≥3.55) and lowest
(<3.00), and then by comparing the PR and SI scores.

Hospice inpatient care
The highest levels of PR were experienced by patients with
regard to the PT dimension, and for five factors – “access
to help, food, and equipment”, “honesty”, “respect and em-
pathy”, “relatives and friends”, “planning and cooper-
ation” – and three single items – “medical care,”
“personal hygiene”, and “pleasant and safe atmos-
phere”. For the PR scale, no dimensions, factors, or
single items received scores <3.00.
The highest levels on the SI scale were scored for

three factors – “honesty”, “respect and empathy”, and
“planning and cooperation” – and two single items –
“medical care” and “pleasant and safe atmosphere”. For
the SI scale, no dimensions, factors, or single items
received scores <3.00.
When comparing patients’ experiences with their care

(PR) and how important they perceived this care (SI) to
be, significant differences appeared at the dimension
level for SC. For this dimension PR were scored higher
than SI. At the factor level significant differences
appeared in the factors “respect and empathy”, in which
PR was scored higher than SI, and “participation”, in
which PR was scored lower than SI. No other statistically
significant difference appeared for the single items.

Hospice day care
The highest levels of PR were scored for two factors –
“honesty” and “respect and empathy” – and two single
items – “medical care” and “pleasant and safe atmos-
phere”. The lowest PR scores were shown for the factor
“exhaustion”.
For the SI scale, the highest levels were present in the

ID dimension and for four factors – “honesty”, “respect
and empathy”, “relatives and friends”, and “planning and
cooperation” – and two single items – “medical care” and
“pleasant and safe atmosphere”. For the SI scale, no di-
mensions, factors, or single items received scores <3.00.
Statistically significant differences between the PR and

the SI scales were shown for the ID dimension and for
the factor “information”, for which SI scored higher than
PR. For the factor “planning and cooperation” and the
single item about medical care, SI scored significantly
higher than PR. For the item about atmosphere PR
scored significantly higher than SI.

Palliative units in nursing homes
For the PR scale, the highest scores were received for
the PT dimension. The two factors – “honesty” and “rel-
atives and friends” – and two single items –“personal
hygiene” and “pleasant and safe atmosphere” – received
the highest scores. The lowest PR scored was shown for
five factors: “exhaustion”, “information”, “participation”,
“spiritual and existential”, and “continuity”.
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Table 1 Patient characteristics by settings of care (n = 191)

Characteristics Settings of care

Hospice inpatient
(n = 72)

Hospice day care
(n = 51)

Palliative units in nursing homes
(n = 30)

Home care
(n = 38)

P-value

Age, mean score (SD) 63.81 (11.25) 62.88 (10.33) 70.00 (10.65) 74.79 (10.65) <0.001/<0.001*

Range 41–86 42–83 50–88 55–94

Missing 7

Gender, n (%) 0.356

Female 35 (50.0) 33 (66.0) 17 (56.7) 23 (60.5)

Male 35 (50.0) 17 (34.0) 13 (43.3) 15 (39.5)

Missing 3

Education, n (%) <0.002

Primary school or high school
(or equivalent)

34 (47.9) 33 (66.0) 23 (79.3) 29 (80.6)

University/university college 37 (52.1) 17 (34.0) 6 (20.7) 7 (19.4)

Missing 5

First languagea, n (%) 0.335

Norwegian 64 (88.9) 45 (90.0) 30 (100) 38 (100)

Sami 0 0 0 0

Other Nordic language 3 (4.2) 1 (2.0) 0 0

Other European language 4 (5.6) 4 (8.0) 0 0

Non-European language 1 (1.4) 0 0 0

Missing 1

Living conditions, n (%) 0.396

Living alone 34 (47.2) 30 (60.0) 17 (56.7) 16 (42.1)

Living with a partner 29 (40.3) 15 (30.0) 10 (33.3) 20 (52.6)

Living with children aged <18 years 7 (9.7) 2 (4.0) 1 (3.3) 1 (2.6)

Living with others 2 (2.8) 3 (6.0) 2 (6.7) 1 (2.6)

Missing 1

The amount of contact with family
or friends, n(%)

0.250

Daily 47 (66.2) 22 (44.0) 20 (66.7) 21 (55.3)

Several times a week 19 (26.8) 22 (44.0) 8 (26.7) 15 (39.5)

Once a week to once a month 5 (7.0) 6 (12.0) 2 (6.7) 2 (5.3)

Less than once a month 0 0 0 0

No contact with family or friends 0 0 0 0

Missing 2

The sufficiency of contact with family
or friends, n(%)

0.675

Too often 2 (2.9) 1 (2.0) 2 (6.7) 0

Sufficient 61 (87.1) 43 (86.0) 23 (76.7) 33 (86.8)

Too seldom 7 (10.0) 6 (12.0) 5 (16.7) 5 (13.2)

Missing 3

Number of diagnoses, n (%) <0.001

One diagnosis 61 (84.7) 36 (72.0) 11 (36.7) 24 (63.2)

Two or more diagnoses 11 (15.3) 14 (28.0) 19 (63.3) 14 (36.8)

Missing 1
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For the SI scale, the highest levels were shown for the
PT dimension. The four factors – “access to help, food,
and equipment”, “honesty”, “respect and empathy”, and
“relatives and friends” – and three single items – “med-
ical care”, “personal hygiene”, and “pleasant and safe
atmosphere” –received the highest scores. The lowest SI
scores were present for the three factors “exhaustion”,
“participation”, and “spiritual and existential”.
Significant differences were present between the PR

and the SI for the ID dimension and the factor “informa-
tion”, where the SI was higher than the PR. No other
statistically significant differences were found between
PR and SI for the single items.

Home care
The highest score on the PR scale was shown for the
one factor “honesty”. The lowest PR scores were present
in the MT dimension. For six of the factors the lowest
PR scores were present: “symptom relief”, “exhaustion”,

“information”, “participation”, “spiritual and existential”,
and “continuity”.
For the SI scale, the highest scores were present in four

of the factors – “honesty”, “respect and empathy”, “mean-
ingfulness”, and “relatives and friends” – and one single
item “medical care”. For the SI scale, no dimensions, fac-
tors, or single items received scores <3.00.
Significant differences were present at the MT, ID, and

SC dimensions, where SI scores were higher than PR
scores. For factors and single items, SI was significantly
higher than PR for “symptom relief”, “information”,
“meaningfulness”, “continuity”, “planning and cooper-
ation”, and the item about medical care.

Patients’ perceptions of care quality across settings
Table 3 presents adjusted mean values for the QPP-PC
dimensions and single items for the PR scale when com-
paring patients’ perceptions of the actual care received
in the four groups – hospice inpatient care, hospice day

Table 1 Patient characteristics by settings of care (n = 191) (Continued)

Type of diagnosisa, n (%) <0.001

Malign diagnoses (cancer) 69 (95.8) 38 (76.0) 17 (56.7) 20 (52.6)

Non-malign diagnoses (e.g. COPD,
HF, MS, ALS, Parkinson’s disease)

0 (0) 8 (16.0) 8 (26.7) 15 (39.5)

Mixed malign and non-malign diagnosis 3 (4.2) 4 (8.0) 5 (16.7) 3 (7.9)

Missing 1

Time in care (days), n (%) <0.001

3–7 23 (34.3) 3 (6.3) 5 (20.7) 0

8–30 25 (37.3) 7 (14.6) 18 (62.1) 2 (5.7)

31–182 days (1–6 months) 9 (13.4) 23 (47.9) 3 (10.3) 13 (37.1)

> 183 (>6 months) 10 (14.9) 15 (31.3) 2 (6.0) 20 (57.1)

Missing 12

Religious affiliation, n (%) 0.345

No 30 (45.5) 24 (52.2) 19 (65.5) 20 (54.1)

Yes 36 (54.4) 22 (47.8) 10 (34.5) 17 (45.9)

Missing 13

Sense of coherence (SocTotal), mean
score (SD)

62.56 (11.68) 61.50 (10.00) 60.77 (10.18) 65.41 (12.18) 0.407

Range 29–91 31–84 45–81 42–87

Missing 44

Physiological wellbeing, mean score (SD) 3.56 (0.93) 3.62 (0.83) 3.23 (1.03) 3.48 (0.96) 0.356

Missing 21

Health-related quality of life (EQ VAS),
mean score(SD)

47.95 (22.03) 50.49 (21.08) 42.69 (17.16) 48.19 (18.52) 0.480

Range 5–90 0–90 10–85 5–90

Missing 25

ALS amyotrophic lateral sclerosis, COPD chronic obstructive pulmonary disorder, HF heart failure, MS multiple sclerosis
aFor descriptive purpose only. The numbers of participants in the subgroups are too few to be included in further analysis
P value refers to differences between patients in the four settings measured by one-way between-group ANOVA or Pearson’s χ2 for independence, as appropriate.
Statistical significance was assumed at the P <0.025 level
*P value refers to differences between patients within the four settings, measured with Tukey honest significant difference post-hoc comparison. Mean age for
hospice inpatient and hospice day care was significantly different from that for home care (<0.001/<0.001)
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Table 2 Patients’ perceptions of care received and subjective importance within settings, by dimensions, factors, and single items

Hospice (n = 72) Hospice day care (n = 51) Palliative units in nursing homes (n = 30) Home care (n = 38)

Dimension/factor/single item Perceived
reality (PR)

Subjective
importance (SI)

Perceived
reality (PR)

Subjective
importance (SI)

Perceived
reality (PR)

Subjective
importance (SI)

Perceived
reality (PR)

Subjective
importance (SI)

Mean (SD) Mean (SD) P Mean (SD) Mean (SD) P Mean (SD) Mean (SD) P Mean (SD) Mean (SD) P

Medical–technical competence 3.21(0.64) 3.20(0.61) 0.840 3.05(0.65) 3.15(0.69) 0.255 3.05(0.74) 3.27 (0.55) 0.072 2.73 (0.75) 3.08(0.59) 0.022

Symptom relief 3.24(0.69) 3.25(0.61) 0.927 3.07(0.68) 3.15(0.72) 0.325 3.21(0.71) 3.39 (0.48) 0.151 2.83 (0.80) 3.20(0.60) 0.011

Exhaustion 3.14(0.81) 3.08(0.78) 0.466 2.93(0.80) 3.11(0.79) 0.226 2.74(1.13) 2.98 (0.94) 0.206 2.38 (1.01) 2.78(0.92) 0.103

Medical care (single item) 3.78(0.51) 3.77(0.52) 0.810 3.61(0.61) 3.82(0.49) 0.011 3.43(0.97) 3.63 (0.57) 0.161 3.24 (0.85) 3.71(0.57) 0.001

Personal hygiene (single item) 3.57(0.62) 3.47(0.70) 0.224 3.28(0.90) 3.44(0.57) 0.454 3.63(0.69) 3.56 (0.64) 0.425 3.35 (0.71) 3.48(0.59) 0.377

Physical–technical condition 3.57(0.49) 3.42(0.61) 0.046 3.43(0.70) 3.53(0.46) 0.284 3.57(0.55) 3.61 (0.49) 0.673 3.40 (0.63) 3.47(0.59) 0.566

Access to help, food, and equipment 3.57(0.49) 3.42(0.61) 0.046 3.43(0.70) 3.53(0.46) 0.284 3.57(0.55) 3.61 (0.49) 0.673 3.40 (0.63) 3.47(0.59) 0.566

Identity-oriented approach 3.51(0.45) 3.52(0.50) 0.815 3.45(0.41) 3.60(0.37) 0.009 3.09(0.52) 3.37 (0.44) 0.006 3.12 (0.54) 3.43(0.52) <0.001

Information 3.45(0.54) 3.46(0.54) 0.802 3.11(0.67) 3.46(0.51) <0.001 2.60(0.75) 3.12 (0.63) <0.001 2.81 (0.74) 3.32(0.63) <0.001

Honesty 3.69(0.51) 3.77(0.39) 0.102 3.77(0.41) 3.70(0.49) 0.406 3.83(0.35) 3.68 (0.46) 0.097 3.75 (0.46) 3.59(0.43) 0.116

Respect and empathy 3.70(0.42) 3.59(0.57) 0.019 3.79(0.30) 3.78(0.37) 0.710 3.53(0.46) 3.65 (0.50) 0.319 3.51 (0.42) 3.63(0.48) 0.043

Participation 3.20(0.76) 3.46(0.65) 0.001 3.30(0.69) 3.41(0.64) 0.214 2.83(1.05) 2.97 (0.93) 0.461 2.89 (0.86) 3.18(0.83) 0.080

Sociocultural atmosphere 3.49(0.43) 3.37(0.55) 0.018 3.40(0.47) 3.47(0.38) 0.255 3.29(0.52) 3.33 (0.53) 0.675 3.02 (0.62) 3.41(0.51) <0.001

Meaningfulness 3.53(0.67) 3.37(0.82) 0.032 3.58(0.53) 3.54(0.61) 0.559 3.53(0.69) 3.53 (0.77) 1.000 3.11 (0.78) 3.61(0.53) <0.001

Spiritual and existential 3.15(0.90) 3.02(0.91) 0.144 3.20(0.79) 3.12(0.96) 0.527 2.46(1.16) 2.51 (1.27) 0.814 2.68 (0.86) 3.09(1.20) 0.063

Relatives and friends 3.65(0.42) 3.52(0.57) 0.045 3.51(0.68) 3.68(0.47) 0.086 3.68(0.48) 3.68 (0.49) 1.000 3.45 (0.61) 3.65(0.41) 0.170

Continuity 3.40(0.54) 3.35(0.64) 0.487 3.25(0.73) 3.33(0.68) 0.456 2.93(0.65) 3.08 (0.59) 0.345 2.74 (0.82) 3.21(0.72) 0.012

Planning and cooperation 3.61(0.46) 3.58(0.53) 0.616 3.47(0.60) 3.67(0.42) 0.013 3.45(0.69) 3.44 (0.69) 0.939 3.16 (0.84) 3.51(0.64) 0.005

Pleasant and safe atmosphere (single item) 3.81(0.43) 3.75(0.48) 0.289 4.00(0.00) 3.82(0.39) 0.012 3.96(0.20) 3.85 (0.37) 0.083 – – –

P values refer to differences in paired-samples t-tests. Statistical significance was assumed at the P <0.025 level
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Table 3 Patients’ perceptions of care received across the four settings, by dimensions and single items

Perceived reality (PR)

Dimension/single
item

Hospice inpatient
care (HIC)

Hospice day care (HDC) Palliative units in nursing
homes (PUNH)

Home care (HC)

n = 72 Missing n = 51 Missing n = 30 Missing n = 38 Missing

Adjusted mean (SE) Adjusted mean (SE) Adjusted mean (SE) Adjusted mean (SE) F (df, error) P value* P value**

Medical–technical
competence

3.25 (0.10) 7 3.02 (0.10) 2 3.04 (0.13) 2 2.76 (0.13) 5 3.16 (3, 168) 0.026

Physical–technical
conditions

3.62 (0.08) 7 3.43 (0.09) 2 3.48 (0.12) 2 3.32 (0.12) 5 1.86 (3, 168) 0.138

Identity-oriented
approach

3.46 (0.06) 7 3.39 (0.07) 2 3.11 (0.09) 2 3.16 (0.09) 2 4.55 (3, 171) 0.004 HIC > PUNH: 0.013

Sociocultural
atmosphere

3.45 (0.07) 8 3.34 (0.08) 2 3.25 (0.10) 3 2.95 (0.09) 4 6.45 (3, 167) <0.001 HIC > HC: <0.001
HDC > HC: 0.008

Medical care
(single item)

3.72 (0.09) 8 3.53 (0.11) 4 3.68 (0.16) 2 3.04 (0.15) 2 5.65 (3, 165) 0.001 HIC > HC: 0.001
PUNH > HC: 0.018

Personal hygiene
(single item)

3.60 (0.10) 15 3.23 (0.17) 34 3.69 (0.14) 5 3.37 (0.16) 15 2.17 (3, 115) 0.095

Pleasant and safe
atmosphere
(single item)

3.79 (0.05) 16 4.00 (0.06) 17 3.95 (0.07) 5 – – 4.75 (2, 109) 0.011 HDC > HIC: 0.009

Df degree of freedom, SE standard error
The statistical level was assumed at the P <0.025 level
*P values refer to differences in adjusted mean between the settings, after control for differences among the groups with regard to age, education levels, and number of illnesses, measured by ANCOVA analysis
**P values refer to differences in adjusted mean between the settings, measured by Bonferroni’s test for post-hoc comparison
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care, palliative units in nursing homes, and home care –
after controlling for differences across the groups with re-
gard to age, educational level, and number of diagnoses.
Patients’ perceptions of care received (PR) differed

significantly between the settings for two of the four di-
mensions and two of the three single items on the PR
scale, but none of the four dimensions or single items
on the SI scale.
With regard to the PR scale, significant differences

were found between patients’ perceptions of care re-
ceived and settings for the two dimensions ID and SC.
For the ID dimension, patients in hospice inpatient care
scored the care received higher than patients in palliative
units in nursing homes (P = 0.013). For the SC di-
mension, patients in hospice inpatient care and hos-
pice day care scored higher than those in home care
(P <0.001, P = 0.008). No significant differences were found
between patients’ perception of care received and the inde-
pendent variables “levels of education” and “number of
diagnoses”. No interaction effect was statistically significant
for the independent variables (settings, levels of education,
and number of diagnoses) at the dimension levels.
Significant differences between patients’ perceptions of

care received and settings were found for the single
items about medical care and atmosphere. For the single
item about medical care, hospice inpatient care and
palliative units in nursing homes scored higher than
home care. For atmosphere, hospice day care scored
higher than hospice inpatient care. No interaction effect
of the independent variables was statistically significant
for any of the single items.
Results for the SI scale showed no statistically significant

differences between patients’ perceptions of the importance
of aspects of care and settings for the following dimensions:
MT [F(3,167) = 0.84, P = 0.473], PT [F(3,164) = 0.79,
P = 0.504], ID [F(3,170) = 0.91, P = 0.435], and SC
[F(3,168) = 0.80, P = 0.495]. No significant differences
were found between the SI dimensions and the inde-
pendent variables “levels of education” and “number
of diagnoses”. No interaction effect was statistically
significant for any of the dimensions. Results for the
SI scale showed no statistically significant differences
between patients’ perceptions of the importance of as-
pects of care and settings for the single items with
regard to medical care: [F(3,165) = 1.75, P = 0.158],
personal hygiene [F(3,119) = 2.67, P = 0.051], and
atmosphere [F(2,105) = 1.05, P = 0.355]. For the single
item “personal hygiene”, there was a significant dif-
ference between patients’ perceptions of SI and the
independent variable “levels of education” [F(1,119) =
9.18, P = 0.003]. Patients with primary or high
school education scored the importance of personal
hygiene higher than patients with university educa-
tion (P = 0.003).

Interaction effects were found for the single item
about medical care between settings and educational
levels (P <0.001). Patients in hospice inpatient care and
palliative units in nursing homes care who had univer-
sity education scored higher, whereas patients in hospice
day care and home care who had university education
scored lower. Interaction effects were also found be-
tween personal hygiene and levels of education (P =
0.006), where patients in hospice day care, palliative
units in nursing homes, and home care with primary
and high school education scored higher and those with
university education scored lower, whereas patients in
hospice inpatient care with university level education
scored higher and those with primary and high school
education scored lower.

Discussion
The participants in the present study differed across the
four settings by age, education, type of diagnosis, num-
ber of diagnoses, and time in care, but did not differ
with regard to their sense of coherence, psychological
wellbeing, or health-related quality of life. Patients’ per-
ception of their care within settings showed that high
scores were present in all settings for certain care areas
for both the perception of care received (PR) and the
importance of care aspects (SI). For other areas, SI
scored higher than PR. The results for the comparison
across settings indicate differences in patients’ percep-
tions of their care across the settings, but no differences
in the importance that patients perceived their care.

Patients’ perceptions of care quality within settings
The results of patients’ perceptions of care quality within
settings (comparing PR and SI scores) may be inter-
preted in two ways [27, 60]: (1) ability of services to meet
patients’ preferences for care: care aspects with no signifi-
cant difference between PR and SI (balance of the PR
and SI scores, with no significant differences) could indi-
cate that patients perceived that the care received is in
line with the perceived importance. Aspects of care that
received the highest scores for PR and SI (balance of
highest PR and SI scores, with no significant differences)
could imply that patients perceived they had received
high-quality care on those aspects of care that were most
important to them (strengths). (2) Areas for improve-
ment: care areas in which SI was significantly higher
than PR may be seen as areas for improvement, in that
patients perceived that insufficient attention was given
to the care aspect of importance to them. The possibility
of the PR score being statistically higher than the SI one
may also be present. This could be interpreted as the
care received being perceived as better than patients’
preferences. Furthermore, the results are discussed in
terms of the aspects of care in which a service’s ability to
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meet patients’ most important care preferences was high
(balance of highest PR and SI scores), to illuminate the
service’s strengths and discuss care areas for improve-
ments. When interpreting the highest and lowest levels
of QPP-PC scores, there is no right or wrong, and also
no cut-off value. The values presented as highest (≥3.55)
and lowest (<3.00) in the present study are in line with a
previous study of a similar patient population [17].
The question of what levels of care are “good enough”

may arise when discussing strengths and areas for
improvement. Of course, from a policy-maker’s point of
view, the total amount of resources and the quality of
care for all patients in need of palliative care must be
considered. However, healthcare systems are required to
deliver high quality services and establish systems to ob-
tain feedback from patients to be used in quality im-
provement work [4, 5]. In addition, the acknowledgment
of the patients being the centre of care has been
highlighted as important [61]. Therefore the patients’
views of what is “good enough” are important to include
in the development of palliative care. In the present
study, it was the patients’ perspectives that defined what
was “good enough” with regard to significant differences
in the PR and SI scores.

Hospice inpatient care
The ability to meet patients’ preferences was frequently
present with regard to treating patients with honesty,
respect, and empathy, the planning and cooperation of
services, medical care and provision of a safe and pleas-
ant atmosphere. Studies that previously evaluated quality
in inpatient hospice contexts showed similar findings
[44, 62], apart from the planning and cooperation of ser-
vices. Only one of these studies included the patients’
perspectives, so further studies from the patients’ per-
spectives are needed to confirm these findings.
Areas for improvement in the present study seemed to

be related to the factor “participation”. This factor com-
prised questions about the opportunity to participate in
the decisions that applied to medical care, nursing care,
individual care planning, and choice of where to receive
care. Within this factor it was the item about participa-
tion in the place of care that showed a statistically
significant difference, indicating that patients prefer to
be involved in decisions about place of care. There have
previously been descriptions of patients’ preferences for
place of care and place of death not being met [63].
Policy-makers and healthcare services responsibility for
patient involvement in place of care and place of death
have been highlighted by the World Health Organization
(WHO) [2]. A measurement of palliative care coverage
in European countries showed that the availability of
health systems to meet palliative care needs of the popu-
lation is still insufficient [21]. In Norway, access to

hospice inpatient care is difficult as few hospice in-
patient beds are available. In addition, hospice inpatient
care is available only in some parts of the country.
Therefore admittance to hospice inpatient care may be
guided by the availability of such care and a system that
prioritizes patients or patient groups, rather than by pa-
tients’ preferences.
Grande [43] has stated that it has been presumed that

hospice inpatient care is a centre of excellence in pallia-
tive care, but evidence to prove whether this is true, and
to provide evidence of strengths and areas for improve-
ment, is lacking. Although more studies are needed to
support the findings, the present study contributes with
knowledge of hospice inpatient care about care aspects
being perceived as both of high quality and an area for
improvement.

Hospice day care
The strengths seem to be related to personnel approaching
patients with honesty, respect, and empathy, and that the
atmosphere was perceived as pleasant and safe. Previous
research supports the findings of the present study with
regard to patients perceiving that hospice day care pro-
vides high-quality care for the sociocultural and identity-
oriented aspects of care [37, 42, 64, 65].
Although the medical care within hospice day care

received high scores, its perceived importance scored
even higher. Hospice day care may be organized as a
supplement to other care services, and has previously
been described as having either a “medical” or a “social”
focus of care [66], and that benefits are likely to be psy-
chosocial or spiritual [37]. Even so, patients in previous
studies perceived access to medical staff as important
and have evaluated hospice day care as providing high-
quality medical care [64, 67]. The findings in the present
study – that the importance of medical care scored
higher than the care received – have not been described
previously. It could be an expression of the utmost im-
portance of access to medical care.
Areas for improvement seemed to be related to the

ID dimension and within this dimension the care aspect
“information”. Within “information”, information about
diagnosis and symptoms, prognosis, medication, and
self-care showed significant values. The factor “plan-
ning and cooperation of service” is an area for improve-
ment, and within this factor it was planning of nursing
care, cooperation between personnel, and coordination
of all services that the patient received that showed sig-
nificant values. Parts of these findings contradict the
findings of other studies in which patients perceived
that the information received about living with their
disease was sufficient [67] and that hospice day care
was well organized [64]. However, the need for im-
provement in such care areas as information and
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continuity of care has previously been described [2, 68],
although not specifically for this care context, so it
needs to be explored further.

Palliative units in nursing homes
The strengths of the palliative units in nursing homes
seemed to be related to the PT dimension, including ac-
cess to help, food, and equipment. In addition, the
strengths related to giving honest answers to questions,
care of relatives and friends, a pleasant and safe atmos-
phere in the wards, and sufficient care of personal
hygiene. A study from a family perspective confirms that
access to food (help eating) and personal hygiene
(mouth care) were more frequently present for patients
enrolled in specialized hospice care programs in nursing
homes [69]. In addition, hospice care in nursing homes
seemed to give better pain management and reduced
hospitalization [70].
Areas for improvement seemed to be related to the ID

dimension and, within this, receiving information related
to diagnosis and prognosis had significant values. A
study from nursing homes providing non-specialized
palliative care confirms the need for improvement with
regard to information about medical issues [33]. Further
studies evaluating specialized palliative care nursing
home units are needed [70], from the patients’ perspec-
tive, to confirm the findings of the present study.

Home care
The strengths of the home-care settings seemed to be
related to honest answers to patients’ questions. Honesty
is recognized as an important aspect of the relationship
between patients and healthcare personnel in palliative
care [14]; to our knowledge, no previous study has
highlighted this particular aspect of care as being ful-
filled in the home-care setting. However, a study per-
formed in advanced (specialized) homecare setting
found that the identity-oriented approach of the care-
giver received high scores [18].
Areas for improvement seem to be related to the

ID dimension and, within this; the factor about infor-
mation – specifically, information about prognosis,
diagnosis, and who is the responsible nurse for the
patient – was statistically significant. In addition, improve-
ment seemed to be needed for the MT dimension, includ-
ing symptom relief and medical care, and SC dimension,
including meaningfulness, continuity and planning, and
cooperation of care services. Previous research supports
the need for improvement in similar care areas for people
living at home [34, 71–73], apart from the care area mean-
ingfulness. Help living a meaningful life have been de-
scribed to include maintenance of self-worth, being with
people who are important for patients, participate in
meaningful activities and having hope for the future [14].

A review of Ventura et al. [73] identified spiritual needs,
isolation and loss of autonomy as unmet needs in the
home care settings, which partly confirms the need for
improvement of the care area meaningfulness. Even if the
findings in the present study need to be explored further,
suggestions that can still be based upon these findings are
that clinicians, leaders and policy makers should pay
special attention to the areas related to providing in-
formation, symptom relief, medical care and helping
patients to live a meaningful life. This important in
both the everyday care of these patients, and when
planning and developing further improvement initia-
tives and additional services.

Patients’ perceptions of care quality across settings
Patients in hospice inpatient care and hospice day care
were significantly younger and there were higher pro-
portions of patients with cancer, which is in line with
previous studies describing hospice inpatient character-
istics [42, 74–76]. It is of interest that no significant
difference was present for health-related quality of life,
patients’ life orientation and ability to manage stressful
situations (SOC), and psychological wellbeing. With
specialized palliative care services being developed and
specialized to care for patients with complex needs [1, 23],
differences between settings were to be expected. How-
ever, we may not have captured all the important as-
pects that make up the complex needs of patients in
the present study. For example we did not measure
the complexity of the symptoms or need for advanced
symptom control [1, 23].
The results indicate that there are differences in how

patients perceived the actual care received (PR) across
the different settings, although there are no differences
when it comes to the perceived SI of the care aspects.
Hospice inpatient care scored significantly higher than
the palliative units in nursing homes, and tended to be
higher than the scores for home care (P = 0.027) in the
caregiver’s identity-oriented approach (ID dimension).
Hospice inpatient and day care scored higher than home
care with regard to the sociocultural atmosphere (SC
dimension). Hospice inpatient care and palliative units
in nursing homes scored higher than home care with
regard to medical care. Specialized palliative care in ded-
icated hospice inpatient care and nursing homes has
been shown to be beneficial compared with settings that
do not specialize in palliative care [44, 74, 77] (mainly
from the view of bereaved relatives) with regard to asses-
sing multidimensional needs [74], pain control, commu-
nication, medical and nursing care [44]. One could
argue that patients in hospice inpatient care and pallia-
tive units in nursing homes would be expected to score
higher on aspects of care quality, because they are being
admitted to services that specialize in palliative care.
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However, this might not be the full explanation. The evi-
dence for the benefit of palliative care is limited [77, 78],
and the results diverse. A recent study comparing dece-
dents and relatives’ care experience, perceptions of unmet
needs, and preferences in both specialized (hospital-based
palliative care unit) and non-specialized settings (home
care, long-term care, and hospital wards), found that none
of the settings stood out as exceptional [6].
A public health approach that integrates palliative care

in all levels of care with an emphasis on primary care,
community and home-based care have been proposed
by the WHO [79]. In Norway, the government policy is
that patients should primarily be cared for at home and
by community services [80]. A consequence of this pol-
icy is that patients, in the palliative phase of their illness
and with more complex needs, receive care in their
homes. A report [81] evaluating the effect of the policy
found that home-care services do experience challenges
with regard, for example, to competence to care for pa-
tients with complex needs, increased workload for
nurses, challenges in availability of doctors, nurses, and
other healthcare personnel, and cooperation with spe-
cialist healthcare services (hospitals). These challenges
may be one reason why patients’ perceptions of care re-
ceived were lower in home care compared with the
other settings. In addition home care may be organized
in different ways, with discrepancies in the availability of
specialized services [8] such as palliative care teams, can-
cer nurses, and coordinators of cancer care. This could in-
fluence the perception of care quality and lead to different
results in other home-care districts. For home care to be
able to meet patients’ preferences for care, it is important
to learn from those services that patients perceived as
providing such care in an excellent way.
Patients in hospice day care scored higher than those

in hospice inpatient care for the single item about a
pleasant and safe atmosphere. To our knowledge, no
previous study has compared these two settings for the
atmosphere in the wards, although there have been stud-
ies pointing out the importance of the palliative care
environment being safe and relaxing [14, 29, 82].
It is important to highlight areas of care that patients

perceived to be well cared for and the setting that pro-
vided such care. Only when putting the spotlight on
these areas of care and these settings is it possible to
investigate further and illuminate the key ingredients in
these services. It is also important to further investigate
why these services excel in these areas. Other studies
have shown that organizational factors, such as number
of nurses [83] and whether the service delivered special-
ized care or not [84], could influence patients’ percep-
tions of the care quality. Another explanation could also
be related to patients’ personal factors; for example, that
gender [17], diagnosis [24, 25, 39] and symptom burden

[85] could influence the perceptions of care quality. In
addition, the combination of personal and organizational
factors could predict how patients perceive the care
quality [83]. Further studies on this are needed.
Patients’ perceptions of the SI of care aspects did not

differ significantly for the dimensions and single items
across the settings. Previous research has highlighted
the importance of these care aspects in palliative care
[14, 28, 68], and patients in the present study confirm this.

Methodological discussion
An overall question is whether it is possible to contrast
the quality of care across the four settings, with all being
organized in different ways and with different patient
characteristics. Even when there had been previous
comparisons of perceptions of care quality across set-
tings [6, 44], methodological issues and utility values for
palliative care could arise. In the analysis differences in
patient characteristics were taken into consideration and
controlled for. Despite differences in care organisation
across the four settings, all care services should deliver
care according to the care needs of their patients. There-
fore the focus of the present study was to investigate
whether patients received help according to their prefer-
ences and needs, and to contrast whether their percep-
tions of the care quality differed across the settings,
rather than comparing the settings as such. Importantly,
studies comparing patient preferences in different
settings are rare, and can contribute with important
knowledge to improve palliative care.

Generalizability
The strength of the present study was that it provided
patients’ perspectives of the palliative care quality by in-
cluding patients in a late palliative phase who were
receiving palliative care. Of these participants, a high
number answered the questionnaire (73 %).
There are, however, some limitations to the present

study. The participants were recruited from hospice in-
patient care, hospice day care, palliative units in nursing
homes, and home care. Patients receive palliative care
from contexts other than those included in the present
study, e.g. general hospital wards, and community-based
non-specialized wards in nursing homes. In addition,
participants in the present study mainly had diagnoses
of cancer, which could be explained by the fact that
some of the settings included cared mainly for patients
with cancer. The present study cannot therefore claim
to have included either all relevant settings or a repre-
sentative sample of the population. We have, however,
provided a comprehensive description of the eligible
criteria and the patient sample in each setting to clarify
who was included. The interpretation of the findings
must be based on the population included. A strength is
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that patients’ perceptions of important aspects of care
did not differ across the groups of patients in the four
settings included. This could mean that what is consid-
ered important to patients about their care may not be
related to the settings, and therefore could be trans-
ferred to other settings. This is in line with previous
studies investigating important aspects of care in a
variety of settings [14, 28].

Validity and reliability
Validated instruments were used to measure quality of
palliative care [40]. For the QPP-PC the reliability in this
sample was measured using Cronbach’s α, and the α
values were above the desired level of 0.7 for most di-
mensions and factors apart from one dimension – PT
(PR 0.44, SI 0.65) – and three factors – “access to help,
food, and equipment” (PR 0.44, SI 0.65), “relatives and
friends” (PR 0.66), and “continuity” (PR 0.53, SI 0.55).
However, these dimensions and factors consisted of only
three items, which may have influenced the low Cron-
bach’s α value [58]. The QPP-PC instrument measures
both the perception of care received and the importance
of the care aspects contributing to the content validity
of the instrument and the study. Patients scored most of
the care aspects as highly important and this importance
did not differ across settings; this gives strength to the
validity by showing that the QPP-PC instrument and the
present study address important aspects of care.
In the present study, 54 had help filling out the ques-

tionnaire. Data collection methods may influence percep-
tions of care quality [86, 87] but showed contradictory
results about how the results differed. We controlled
whether this was the case in the present study through the
use of independent-samples t-test, and found that patients
who had help filling out the questionnaire scored signifi-
cantly lower on the PR scale for one dimension – ID
dimension (P <0.001) – and for the single item about
medical care (PR) (P = 0.024) than patients who com-
pleted the questionnaire with no such help. More patients
were interviewed in the palliative units in nursing homes
and home-care districts than in hospice inpatient, indicat-
ing that the data collection method could have affected
the results of the present study; this showed that patients
who were hospice inpatients scored higher than those in
palliative units in nursing homes on the ID dimension and
higher than homecare for the item about medical care, on
the PR scale. On the other hand, for the item about med-
ical care (PR), there are still significant differences in
scores between palliative units in nursing homes and home
care. When testing the effect of data collection methods in
each setting, results for hospice inpatient care also showed
significant differences in the ID dimension (P = 0.012),
although this was not the case for palliative units in nurs-
ing homes (P = 0.180), which contradicts the influence of

the data collection method. Based on this, we believe that
the data collection method did not bias the results,
although, until our findings are supported by more studies,
the results should be interpreted with caution.
When computing the QPP-PC factors and dimensions,

a mean was calculated based on patients’ responses to
all the items within the factor/dimension. As partici-
pants were recruited from different settings and had dif-
ferent diagnoses, a high proportion of “not applicable”
responses for some items were expected. This was han-
dled by calculating a mean based on the individual
patient answers to the remaining items within the factor
or dimension. To avoid a type 1 error the significance
level was reduced to 0.025.
Grouping the participating services into settings of

hospice inpatient care, hospice day care, palliative units
in nursing homes, and home care, when they are orga-
nized in different ways, may be discussed. In particular,
this may be a case for grouping the two hospice in-
patient services. Both of these services used the term
“hospice” to name and describe the services. However,
they differed in their organization of care – one being
delivered through community care and the other
through specialist care services. Another way of group-
ing the setting variables could have been to group to-
gether inpatients wards delivered though community
care. However, additional analyses were performed to
check whether these two hospices differed significantly
in the patient populations in terms of demographic
data, and whether hospice care delivered through com-
munity care differed significantly from that of the pal-
liative units in nursing homes, which was also delivered
through community care. This was performed by com-
paring patient characteristics between the wards, using
independent-samples t-test or Pearson’s χ2 test as ap-
propriate. The two hospice inpatient wards did not
differ significantly with regard to patient characteristics
(age, education, diagnosis, multiple diagnosis, gender,
contact with family, living conditions, health-related
quality of life, sense of coherence, and psychological
wellbeing). However, hospice care delivered through
community care did differ significantly from that of the
palliative units in nursing homes with regard to patient
characteristics (diagnosis, multiple diagnoses, and edu-
cational level). This justified grouping together the two
inpatient hospice wards in the present study’s analysis.
By performing ANCOVA, it is possible to control for

bias related to differences in the groups and their effects
on the results, which is a strength of the present study. Be-
fore performing the ANCOVA tests, the data were tested
to see whether they met the assumptions on which the
tests are built (normality distribution, homogeneity of vari-
ance, linearity, and homogeneity of regression) [58, 59].
These assumptions may influence the interpretation of the

Sandsdalen et al. BMC Palliative Care  (2016) 15:79 Page 15 of 18



P values. The homogeneity of variance, tested by Levine’s
test, was significant for the dimensions MT, PT, and ID,
and for the single items about medical care, hygiene,
and atmosphere on the PR scale. For the SI scale this
was also true for the SC dimension and for single items
about hygiene and atmosphere. This was probably a re-
sult of the ceiling effect [88]. To avoid misinterpret-
ation of P values, their level was, as mentioned above,
reduced to 0.025, in addition to choosing and perform-
ing conservative post-hoc tests for the ANCOVA ana-
lysis, as recommended by Tabachnick and Fidell [59].
The reduction of the level of P values was also benefi-
cial when performing multiple analyses.
We controlled for significant differences in patient char-

acteristics across the four settings, but we could not con-
trol for diagnosis and time in care. Patients with diagnoses
other than cancer could perceive the care quality as less
favourable than patients with cancer [24, 25, 39], and
patients who spent longer time in care could perceive that
the care quality was higher than for short-term patients
[89]. This makes it difficult to assess whether differences
observed across the settings have been influenced by
patients’ diagnoses or time in care.

Conclusion
Areas of strengths and improvement within each setting
could guide further development of palliative care in the
specific settings, by sustaining the strengths and devel-
oping specific improvement initiatives. Patients’ percep-
tions of the importance of care did not differ across the
settings, so care areas receiving high scores on the SI
scale could also be considered important when develop-
ing or improving such services. Patients’ perceptions of
care received registered higher scores especially in hos-
pice inpatient care, but also for hospice day care and
palliative units in nursing homes. Further studies are
needed from the patient perspective to support the find-
ings of the present study. For further guidance of the
development of palliative care, it is important to investi-
gate why patients’ perceptions of care differ across
settings and to highlight what we need to learn from
those settings that receive high scores.
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