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Executive Summary 

1. Introduction and Study Goals 

In recent decades, end of life care has become of central concern to health systems. The aging of 

the population, changes in morbidity that have caused a shift from care of acute illnesses to 

chronic ones, and the increase in cancer morbidity and mortality rates have heightened the need 

to care for people whose deterioration is gradual and whose suffering is protracted. 

Since many of those suffering with cancer are older adults, and since their physical functions, 

health and social status are highly variable, the challenge to assess them properly and optimize 

their individual treatment is growing. There is a widespread appreciation that geriatric-specific 

orientation and tools can help better define standard care for older individuals with cancer.  

Health systems in the west have come to realize that palliative services – services that improve 

the quality of life of patients and their families facing problems associated with life-threatening 

illness - are the most appropriate for patients at the end of life. Palliative care relieves suffering 

by means of early identification, assessment and treatment of pain and other physical, 

psychosocial and spiritual problems.  

However, according to epidemiological research and assessments, only about 10%-15% of Israeli 

cancer patients receive palliative care. The approaches and care concerning patients of 

metastasized cancer are far from satisfactory. Patients and families feel helpless and frustrated in 

view of the limited services available, the absence of information and the lack of awareness about 

the provision of suitable care during this last period of life. Therefore, this study aims: to broaden 

the understanding of how to improve services for cancer patients; to assess the quality of care 

provided by different frameworks; and to compare the costs of care provided by them. The study 

follows previous studies on hospice and palliative care carried out by the Institute, with the 

support of the Jewish federations of Detroit and New York. These studies played a major role in 

the development of the model of hospice in Israel and in the decision by the Ministry of Health to 

issue directives (issued by the Ministry's director general in 2009 defining standards for the 

development and provision of palliative care in health settings.) 

In this study, we are specifically interested in the quality and cost of care for patients who 

received home-hospice in comparison to other frameworks of care, such as community clinics, 

general hospitals, oncology day-hospitals, and nursing homes. 

The study aims to assist the Ministry of Health in the ongoing implementation of the directives 

and promote the ongoing development of effective hospice care.   
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2. Study Design 

The study design had two components: 

a) An analysis of the administrative data on all patients who had died of metastasized cancer in 

the northern district of the Clalit health plan during a nine-month period from December 

2008 to August 2009. Data that was collected included services used by patients and the 

costs incurred.  

b) Personal interviews with family members of the deceased provided information on quality 

of treatment. 

The study target population comprised 559 deceased people who had died in the given nine 

months from a malignant illness, according to the Clalit health plan register. Of these, 429 (75%) 

matched the study requirements. The other 25% had suffered from a malignant illness at some 

point in their lives, as noted in the list of their diagnoses, but this illness had not been the cause of 

death. Personal interviews were conducted with family members of 193 deceased (45%). In the 

case of more than half of the deceased (55%), there were no interviews with family members for 

various reasons: some refused, some were away, and some could not be contacted.  

3. Summary of Findings 

Characteristics of the Population 

Slightly more than half the patients who died of metastasized cancer (56%) were men. Their 

average age was 69, 33% were 64 or less, 41% were 65-79, and 26% were 80 and over. Close to 

half (44%) were native Israelis, and 30% had immigrated since 1990, mostly from the former 

Soviet Union (FSU). Similar to the district population, 73% were Jews and 27% Arabs.  Twenty-

nine percent were from the Galilee Administrative region; 39% from the Amakim Administrative 

region and 32% from the Nazareth Administrative region. 

Use of Healthcare Services and Cost of Care 

The vast majority of patients (95%) had visited (or been visited by) a family physician once a 

week on average, and most (87%) had been hospitalized for 19 days on average during their last 

six months.  Forty-eight percent had visited the emergency room an average of two times, and 

42% had been treated with chemotherapy or radiotherapy in day-hospital, receiving an average of 

7.5 treatments. Fifty-nine percent had been treated with opiate medication in the last six months 

of life. More than half of service usage occurred during the patients' last six months - particularly 

the rate of hospitalization and emergency room visits (68% were hospitalized in their final month 

and 20% visited to the emergency room). Yet only 48% received opiate medication for pain relief 

in the last month of life.  
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The average cost of care per patient
1
 in the last six months of life was NIS 63,586. The large 

standard deviation (NIS 67,596) and the median (NIS 46,717) reveal that a small number of "very 

expensive" patients raised the average cost per patient. The average cost of care per patient in the 

final two months was NIS 37,715, i.e., 59% of the total average cost in the last six months; here 

too, the standard deviation (NIS 30,330) and the median (NIS 22,913) reveal that a few patients 

were particularly expensive. 

Two-thirds (68%) of the expenses in the last six months of life were incurred for general 

hospitalization while the remainder went toward medications, home-hospice, oncology day-

hospital and nursing homes (in the northern district, nursing homes serve as an alternative to 

inpatient hospice care). These costs do not include services and treatment received at the health-

plan clinic - such as visits to a physician or a nurse, or the receipt of medication. In the last two 

months of life, the proportion of costs for general hospitalization rose from 68% to 76% while the 

proportion of the other components decreased somewhat.  

Perceived Quality of Care 

We asked the family members of the 193 deceased to cite the dominant care provider (DCP) 

during the acute, severe stage of the illness as defined by family members (a period of 77 days on 

average). They pointed to five DCPs: 36% cited the community clinic; 20% – the day-hospital 

unit; 18% – the hospital; 16% – the nursing home; and only 10% – the home-hospice unit.  

Twenty-five per cent of the 193 deceased (49 patients) whose relatives were interviewed had 

received home-hospice care, yet home-hospice care was the DCP for only 10% (20 patients).  For 

the remaining 15% (29 patients), other care providers were dominant.   

The quality of care of patients who had died of cancer was examined by means of four 

parameters commonly used in the literature: contact with the physician; the professionalism of 

the nurses and physicians; communication with and involvement of the patient in decision 

making; and the personal wellbeing of the main family caregiver. For the first three parameters, 

the quality of care was found to differ by DCP: home-hospice as the DCP received the highest 

average score, followed by the day-hospital unit. The scores for the community clinics, the 

general hospitals and nursing homes were lower. Overall, the average score for the personal 

wellbeing of the caregiver parameter was lower than for the other three, which relate to direct 

patient care, and no differences were found between the five DCPs.  

When controlling for age, gender and population group (Jews/non-Jews), there was a significant 

relationship to higher scores for the three first parameters (i.e. all parameters except personal 

wellbeing) when the place of death was at home compared to at the hospital or at a nursing home.  

When DCP was home-hospice care there was a significant relationship with higher scores for 

contact with the physician and the professionalism of the nurses and physician.  When DCP was 

                                                 
1
 The cost shown is a similar price, but is not identical to the real price. For this purpose we used the base 

price as 100 and then standardize the rest of the costs according to the ratio between lowest cost and the 

base. 
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oncology day-hospitals there was a relationship with higher scores for the professionalism of the 

nurses and physicians and communication on decision making.  

Characteristics of Home-Hospice Care vs. Care Provided by Other Health Services 

We found that a similar proportion of patients who received home-hospice care – whether or not 

they had chosen it as the dominant care provider – received opiate medication in the severe, final 

stage of illness (95% and 90% respectively), whereas only 68% of patients without home-hospice 

care received such medication. Additionally, when home-hospice was the chosen DCP (hereafter, 

home-hospice/DCP) caregivers believed that the patient's receipt of pain-management medication 

had been appropriate (87%) compared to when patients were treated by home-hospice not as the 

chosen DCP (73%, hereafter, home-hospice/non-DCP) or not treated by home-hospice at all 

(72%, hereafter, no home-hospice). The advantage of home-hospice/DCP was especially 

prominent in the treatment of emotional symptoms. Thus, 88% of family members of patients 

with home-hospice/DCP reported that the patient had been treated for anxiety, and 78% reported 

that the patient had been treated for depression as compared with only about a third of the family 

members who reported treatment for anxiety in the other two groups. Lastly, palliative sedation 

as part of the treatment was much higher among those with home-hospice/DCP than in the other 

two groups (45% and 25% respectively).   

Far more patients with home-hospice/DCP were treated according to the principles of palliative 

care (receiving explanations on patient rights, including the patient and the family members in 

decision making, continuity of care, writing advance directives, dying at one's place of choice, 

foregoing curative medication at the end of life etc.) than did patients with home-hospice/non-

DCP or patients with no home-hospice.  

The average cost of care in the last six months of patients with home-hospice/DCP was 15% 

lower than the average cost for patients with home-hospice/non-DCP, and 26% lower than for 

patients with no home-hospice. The gap between the groups widened in the last two months of 

life: the average cost of care of patients with home-hospice/DCP was 30% lower than for patients 

with home-hospice/non-DCP, and 42% lower than for patients with no home-hospice. 

Hospitalization accounted for 24% of the costs of patients with home-hospice/DCP, 37% of the 

costs of patients with home-hospice/non-DCP, and 64% of the total expenditure for patients with 

no home-hospice.  

4. Conclusions and Programmatic Directions  

The study yielded significant information concerning the care of patients with cancer in Israel. It 

provides a basis for improving the services and the quality of life of the dying patients and their 

families.  The following are among the major discoveries: 

  About two-thirds of the patients in this study who died of metastasized cancer were age 65+ 

and about a quarter were 80+, similar to rates in other Western countries. For many reasons, 

older adults with cancer have different needs than younger adults with the disease. Treatment 

for older adults needs to consider many issues and therefore the field of geriatric-oncology 

has been developing rapidly during the last decade. While information on the needs of elderly 
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patients suffering from and dying of cancer has grown globally, in Israel more attention for 

the special needs of this group is required, and a palliative approach needs to be developed. 

We should expand our knowledge, awareness and understanding of palliative care for 

severely ill older adults while addressing their characteristics – a field that is far from 

satisfactory in Israel.  

  Half of the patients received opiate medication for pain relief though the vast majority of 

patients with metastasized cancer suffer from pain and, in their case, opiate medication is 

considered best practice. Thus, there is an urgent need to examine the knowledge and 

approaches of family and hospital physicians concerning the indications for these 

medications. If necessary, educational activity and instruction should be offered on the 

subject.  

 Although the patients were treated concomitantly by many providers at the end of life, family 

members were nonetheless able to point to the dominant care provider: only about 10% of the 

family members cited home-hospice as the DCP in the final stages of the patient's life, 

although there are two home-hospice units in the northern district.  An additional 15% of the 

patients also received home-hospice care, but it was not cited as their DCP. The low 

utilization rate of home-hospice/DCP appears to be one of the most important challenges to 

emerge from the study. The challenge requires further understanding in order to expand the 

utilization rate of home-hospice services. For this purpose, discussions might be held with the 

district directors of the health plan, the directors of the home-hospice units and of other 

district services to examine the patterns of referral to home-hospice and to discuss with them 

the possibilities for expanding referrals. Discussion should also be held with other key parties 

and decision makers in the district who might be able to help increase both the referrals to 

home-hospice and its involvement in the care of terminal patients.   

 The advantage of home-hospice as the dominant care provider was striking. Patients treated by 

home-hospice received more doses of opiate medication, and many more of them were treated 

for emotional symptoms such as anxiety and depression. In addition, most died, according to 

their wishes, at home, as compared to less than a third of the patients with home-hospice/non-

DCP or with no home-hospice - about 70% of whom had wished to die at home. This finding 

emphasizes the need to make every effort to supply services that respect a patient's wishes to 

die at home. At the same time, thought should be given to the burden carried by family 

members and to responding to their needs to the extent possible.   

  In all settings, the average score for the three parameters of quality of care, which relate to 

direct patient care (contact with physician, professionalism of the nurses and physicians and 

communication), was higher than the average score for the caregiver's personal wellbeing, 

despite the importance attributed to the difficulties of the main caregivers of the severely ill. 

This issue requires further consideration.  Ways should be found to provide more support 

through social services, support groups and other means to family members caring for the 

severely ill at the end of life.  
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  As opposed to other services, the home-hospice and the oncology day-hospital in Nazareth 

showed a distinct preference for caring according to palliative principle. It is therefore 

important to provide palliative care education and training to the medical staff of community 

clinics and hospitals that bear the burden of care for most of these patients. 

  The patients used many services near the end of their life, especially in the last two months. 

The average cost of care per patient exceeded sixty thousand NIS in the last six months of 

life; about 60% of this sum was incurred in the last two months of life, and about half was 

spent on hospitalization. The cost of care for a few patients was much higher than the average 

cost, amounting to hundreds of thousands of shekels in a six-month period. Consequently, 

there is a need to deepen the investigation of the services and treatments received by the 

particularly "expensive" terminal patients. The efficiency of their care, whether there were 

alternatives, and, if so, whether they were considered or offered to patients needs to be 

examined.  

  The cost of care in the last six months of patients treated by home-hospice/DCP was lower 

than the cost of care of patients treated by home-hospice/non-DCP or no home-hospice. This 

difference – due largely to the cost of general hospitalization – was particularly evident in the 

last two months of life, amounting to as much as 40% of their cost of care in comparison with 

costs for patients not treated by home-hospice. 

 In light of the study findings on the advantage of home-hospice in terms of both quality of 

care and cost, greater utilization of this service may lower the costs of care - perhaps for the 

most expensive patients in particular - without detracting from - indeed, even while improving 

– the quality of care.  

 The present study was limited in that about half of the family members of the deceased were 

not interviewed and they differ somewhat in characteristics from the family members who 

were interviewed. This limitation stems from restrictions imposed by the ethics committees 

(Helsinki committees), and from the study design, which made it necessary to contact family 

members through the family physician. Thus, only community treated patients could be 

approached. The examination of quality of care may therefore have focused on patients who 

received more treatment than others did.  

In summary, the study findings reveal that despite the quality of care of patients treated by home-

hospice services - which are based on the principles of the palliative approach - being higher and 

the cost of care being lower than those of patients who received the other methods of end of life 

care, few patients received these services. Every effort should be made to increase the number of 

patients treated by palliative services at the end of life to improve both the efficiency and the 

quality of care of these patients.  

The findings were presented to decision-makers in Israel's Ministry of Health, to health plans and 

to service providers as well as to the UJA Federation of New York and other involved 

organizations. The study provides insight into decision-making and policymaking regarding the 

development of palliative services and hospice units in hospitals and the community.  It serves as 
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an informed basis for the continuing implementation of the directives of the director-general of 

the Ministry of Health requiring all healthcare settings to implement palliative care for patients 

suffering from incurable diseases within three years.  The research team continues to be involved 

in the development and evaluation of these processes.  

The study was conducted with the support of a grant from Guy and Nora Barron, Michigan. 
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