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Abstract
Background: Hospitalisations are the prime contributor to healthcare expenditure, with older adults often
identified as high hospital users. Despite the apparent high use of hospitals at the end of life, limited evidence
currently exists regarding reasons for hospitalisation. Understanding complex end of life care needs is required for
future health care planning as the global population ages. This study aimed to investigate patterns of
hospitalisation in the last year of life by cause of death (COD) as well as reasons for admission and short-term
predictors of hospital use.
Methods: Survey data from 1,205 decedents from the 1921–1926 cohort of the Australian Longitudinal Study on
Women’s Health were matched with the state-based hospital records and the National Death Index. Hospital
patterns based on COD were graphically summarised and multivariate logistic regression models examined the
impact of short-term predictors of length of stay (LOS).
Results: 85 % of women had at least one admission in the last year of life; and 8 % had their first observed
admission during this time. Reasons for hospitalisation, timing of admissions and LOS differed by COD. Women
who died of cancer, diabetes and ‘other’ causes were admitted earlier than women who died of organ failure,
dementia and influenza. Women who died of organ failure overall spent the longest time in hospital, and women
with cancer had the highest median LOS. Longer LOS was associated with previous short- and medium-termhospitalisations and type of hospital separation.
Conclusions: Reducing acute care admissions and LOS at the end of life is complex and requires a shift in
perceptions and treatment regarding end of life care and chronic disease management.
Keywords: Women, Old age, Hospital, Admissions, End of life, Chronic disease
Abbreviations: ALSWH, Australian longitudinal study on women’s health; APDC, Admitted patients data collection;
COD, Cause of death; GPs, General practitioners; LOS, Length of stay; NDI, National death index; NSW, New South Wales

Background
Population ageing is expected to have widespread global
implications for healthcare delivery and expenditure. In
2013, 841 million of the world’s population was aged over
60 years. It is projected that this figure will increase
exponentially to two billion by 2050 [1]. In Australia, the
proportion of adults aged over 65 has risen by
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approximately 30 % in the last decade. Ageing and health
pressures are projected to result in a 24 % increase in
government expenditure for health by 2055 [2]. This
upward trend is projected across a number of other
industrialised countries [3].
Hospitalisations have been identified as a prime
contributor to healthcare expenditure, with older adults
often identified as high hospital users [4, 5]. Proponents
of the compression of morbidity hypothesis [6, 7] have
focused on the disproportionate use of healthcare
services towards the end of life, arguing that increased
hospital use is associated with proximity to death rather
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than chronological age [8]. Menec and colleagues [9]
found that 79 % of rural Canadian decedents were
admitted to hospital at least once within the 6 months
prior to death and around 60 % died while in hospital.
Menec et al. [10] also found that 37 % of hospital use
was concentrated into the last month prior to death,
while an Australian study found a marked increase in
admissions in the last 108 days for cancer-related deaths
and 83 days for non-cancer related deaths [11].
Despite the apparent high use of hospitals at the end
of life, examination of hospitalisation trajectories and
reasons for hospitalisation using longitudinal population
representative data across a number of causes of death is
required. A recent retrospective chart study involving
Dutch out-of-hours general practitioners (GPs) found
that palliative care patients (identified by the terms such
as palliative, terminal, and cancer) were most often
hospitalised for the control of digestive, endocrine,
metabolic and nutritional and respiratory symptoms
[12]. Hospital admission was however dependent upon a
number of factors including disease type, with cancer
and cardiovascular cases more likely to be hospitalised.
A follow-up GP-focused study comparing overnight hospitalisations in the 3 months prior to death for cancer
and non-cancer patients found that while 71 different
reasons were reported for the last hospitalisation, these
differed according to death trajectory [13]. Cancer
patients were most often admitted for the control of
digestive symptoms and pain, while non-cancer patients
were admitted for respiratory symptom control and
cardiovascular complaints. Cancer patients were significantly more likely to have a shorter stay in hospital
(<3 days) at their last admission and were less likely to
die in hospital. Meanwhile, non-cancer patients were
more likely to have multimorbidity and curative treatment as the goal prior to their last hospitalisation.
Previous cross-sectional and short-term follow-up
studies have demonstrated that a number of patientspecific factors impact on the end of life care for older
adults. In studies from the United States and Europe,
age has been found to be associated with number of bed
days and treatment decisions [10, 14]. Previous research
has also demonstrated that functional capacity is a
powerful predictor of high morbidity and mortality, particularly among hospitalised older adults [15, 16] and
has been associated with end of life expenditure [17].
Kelley et al. [18] found that declines in functional capacity and increasing activities of daily living dependency
were associated with increased number of bed days in
the last 6 months of life. Lunney et al. [19] on the other
hand found that functional decline fluctuates in the last
year of life and is highly dependent of the type of disease
trajectory, with marked differences noted for those with
cancer, organ failure and frailty-related trajectories.

Page 2 of 12

When focused on death in hospital, increased associations have been found for living alone, presence of
certain chronic diseases, ethnicity, rural residence, and
fewer social contacts [9, 20, 21].
Improving end of life care is a global public health
priority [22]. Understanding complex end of life care
needs is required for future health care planning as the
global population ages. However, previous research has
largely focused on palliative care samples or specific
community sub-populations, short observation periods
and proxy recall. Understanding the reasons for hospitalisation and factors associated with hospitalisation requires examination of representative population level
data across the spectrum of old age, including the very
old (who are often excluded from research). This study
aims to fill this gap by describing patterns of hospitalisation in the last year of life according to cause of death
(COD) for older Australian women using data collected
over a 12 year period. Reasons for hospitalisation and
short-term predictors of hospital use are also explored.

Method
Overview of study design and participants

This study used data from the 1921–1926 cohort of the
Australian Longitudinal Study on Women’s Health
(ALSWH). Baseline surveys were completed in 1996
when the women were aged 70–75 years (N = 12,432).
The cohort has been surveyed every 3 years since
1996. Participants were eligible for the study if they
were New South Wales (NSW) residents and died
between July, 2001 and June, 2013 (N = 1,205/4,363).
Deaths records were obtained from the National
Death Index (NDI) [23] and were matched on identifying information including name, address, gender,
state, and date of birth.

Measures
COD

Participants were classified into one of six groups based
on primary COD in the NDI and using ICD-10 principle
diagnosis codes. Similar to previous research [19, 24],
the following conditions were included: cancer (ICD-10
codes C00-C997, D37, D44.0-D48.7), organ (i.e. heart,
lung, kidney and liver) failure (ICD-10 codes I255.5, I42,
I50-I51, J43-J44, J47, J61, J84, N18, K74), and Alzheimer’s
disease/dementia (ICD-10 codes F03, R54, A81, F01, F03,
G30). As diabetes (ICD-10 codes E10-E14) and influenza/
pneumonia (ICD-10 codes J09-J18) also represent leading
causes of death in this age group in Australia [25] and are
associated with differing levels of disability [26], they were
included as separate groups. All remaining causes of death
were classified as ‘other’.
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Hospital admissions

Statistical analysis

Hospital care in Australia is provided by a tax-funded
universal healthcare system which receives funding at
national and state levels and is managed separately by
each state or territory. Data on admissions to hospital
(bed days) in the 12 months prior to death (for each
participant) were collected from the NSW Admitted
Patients Data Collection (APDC). This database contains
hospital inpatient information from public and private
hospitals including admission and separation dates, and
reason for admission (based on ICD-10 codes) [27].

Descriptive statistics were used to examine baseline and
hospital characteristics for each of the COD groups. Patterns of hospital use over the 12 months prior to death
and cumulative LOS days for each COD were graphically
summarised. Three separate logistic regression models
were constructed using backward elimination techniques
to examine the impact of predisposing and health-related
factors on LOS categories. Predictor variables entered into
the multivariate analysis were chosen using a conservative
significance level (p < 0.25). Due to the oversampling of
participants from rural and remote areas, all models
controlled for area of residence. The acute LOS model
(comparing women categorised as having an ‘acute stay’
with those with no hospitalisation in the last year of life)
also included age at death, time from last survey, mode of
separation at last admission, marital status, contribution
to private health insurance, COD, chronic conditions,
physical functioning and falls. The medium LOS model
(comparing women categorised as having a ‘medium stay’
to those women included in the acute LOS analysis [i.e.
acute LOS and no hospitalisation]) included all variables
from the acute LOS model with addition of number of
acute length hospitalisations. The palliative LOS model
(comparing women categorised as having a ‘palliative stay’
to those women included in the medium LOS analysis
[i.e. medium LOS, acute LOS and no hospitalisation])
included all variables from the medium LOS model
with the addition of number of medium length hospitalisations. The Hosmer and Lemeshow goodness-of-fit
test was used to assess the fit for each model, with odds
ratios (95 % Confidence Interval). Participants’ pre- and
post-survey information was used to fill in missing data
for predictor variables. The logistic regression analyses
were performed using STATA v13 (Stata Corporation,
College Station, TX). All other analyses were performed
using SAS v9.4 (x64).

Length of stay (LOS)

Women’s maximum admission length in the last year of
life was categorised into one of three exclusive categories: (i) >0 and ≤5.8 days (acute LOS); (ii) >5.8 and
≤11.9 days (medium LOS); and (iii) >11.9 days (palliative
LOS) based on the average length of stay for overnight
separations and palliative admissions [28].
Explanatory variables

Age at death was calculated from two strongly correlated
datasets: the APDC (if the participant died in hospital)
or alternatively the ALSWH dataset (using NDI data).
Baseline predisposing characteristics for each COD category were measured using data from the ALSWH 1996
survey. These included highest educational qualification,
Country of birth, language spoken at home, smoking status [29], alcohol consumption and area of residence [30].
The following variables were included in the multivariate model examining short-term predictors of hospitalisation. Unless stated otherwise, variables were taken
from the survey closest to the participant’s date of death.
This included marital status, contributing to private
health insurance, physical functioning and falls experienced in the previous 12 months. History of hypertension, arthritis and asthma were determined firstly from
the COD ICD-10 codes. Missing data was filled in using
either APDC hospital admission data (ICD-10 principle
diagnoses) or ALSWH self-report (doctor diagnosis).
Mode of separation was determined from the APDC and
derived from the last hospital admission prior to death
(home, death in hospital, nursing home).
Ethical approval

The ALSWH project has ongoing ethical clearance from
both the University of Newcastle and University of Queensland’s Human Research Ethics Committees. Ethical approval for the linkage of ALSWH survey data to the NSW
APDC was received from the NSW Population and Health
Services Research Ethics Committee, while linkage to the
NDI was approved by the AIHW Ethics Committee. All
participants provided informed consent for completion of
the self-report survey and linkage to administrative data.

Results
COD profile

Among the 1,205 women who died during the observation period, 30.5 % (n = 382) of deaths were attributed to cancer, 21.7 % (n = 270) to organ failure,
13.1 % (n = 138) to dementia/Alzheimer’s disease,
7.0 % (n = 81) to diabetes and 3.7 % (n = 51) to influenza/pneumonia. The remaining 24.0 % (n = 283) were
attributed to other causes such as acute myocardial infarction (I21.9), stroke (I64), other chronic heart and
cerebrovascular disease (I25.9 and I69.8) and intracerebral hemorrhage (I61.9).
Baseline characteristics according to COD

Baseline characteristics according to each COD ICD code
are shown in Table 1. Compared to the other groups, a
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Table 1 Baseline characteristics by cause of death for women from the 1921–1926 cohort residing in NSW who died during the
period July 2001 and June 2013
Other
N (%)

Cancer
N (%)

Organ Failure
N (%)

Dementia/Alzheimer’s
N (%)

Diabetes
N (%)

Influenza/Pneumonia
N (%)

p-value

117 (69.5)

140 (65.8)

98 (65.1)

68 (74.3)

35 (71.7)

15 (58.1)

0.238

Area of residence
Metropolitan
Inner regional

120 (22.5)

180 (24.1)

116 (24.1)

49 (18.4)

27 (17.0)

31 (36.5)

Outer regional/
remote/very remote

46 (8.0)

62 (10.8)

56 (10.8)

21 (7.3)

19 (11.2)

5 (5.4)

82.2 (3.5)

82.6 (3.4)

83.2 (3.7)

84.5 (3.2)

85.5 (3.9)

82.6 (3.5)

Predisposing factors
a

Average age of death

Age at death
Up to 79

87 (30.8)

94 (24.8)

60 (22.8)

13 (9.6)*

26 (32.7)

13 (28.1)

80–84 years

122 (40.3)

190 (49.5)

115 (43.1)

61 (45.9)

29 (36.2)

24 (45.6)

85+ years

74 (29.0)

98 (25.6)

95 (34.2)

64 (44.5)*

26 (31.2)

14 (26.4)

<0.0001

Highest qualifications
No formal/year 10

212 (78.3)

284 (77.2)

199 (75.4)

102 (79.0)

67 (88.6)

36 (72.6)

Post school

49 (21.7)

78 (22.8)

51 (24.6)

8 (21.0)

8 (11.4)

13 (27.4)

0.223

Country of birth

214 (71.9)

280 (68.4)

210 (72.6)

112 (79.2)

64 (78.4)

40 (74.1)

0.142

English as a second language

199 (76.0)

264 (69.0)

197 (74.0)

104 (81.5)

60 (81.3)

37 (78.1)

0.039

Non-smoker

156 (56.6)

205 (59.0)

128 (53.0)

73 (55.3)

54 (71.8)

29 (57.3)

0.032

Ex-smoker

82 (34.5)

109 (27.7)

85 (34.2)

46 (36.3)

16 (25.9)

12 (25.7)

Current smoker

25 (8.9)

49 (13.3)

38 (12.9)

10 (8.4)

1 (2.4)

7 (17.0)

Non-drinker

98 (37.7)

125 (38.4)

95 (36.8)

44 (35.2)

37 (56.2)*

15 (30.9)

Low risk drinker

153 (58.8)

209 (56.7)

142 (58.2)

78 (57.2)

30 (42.5)

31 (65.8)*

Medium/risky drinker

9 (3.5)

20 (5.0)

15 (5.0)

8 (7.6)

2 (1.3)

3 (3.3)

Smoking status

Alcohol consumption
0.094

a
means and standard deviations are reported
*Greatest cell contribution to the χ2-test

greater proportion of women died before the age of 80
when the COD was related to diabetes. Women with
dementia/Alzheimer’s disease as the primary COD were
most likely to have lived into very old age (44.5 %). In
addition to age at death, predisposing baseline characteristics, smoking status, language spoken at home, and
alcohol consumption were significantly associated with
COD. Women who died of cancer were less likely to speak
English as a second language (69.0 %) and more likely to
be current smokers (13.3 %) compared to women in the
other groups (with the exception of influenza). Women
who died of diabetes-related causes were more likely to be
non-drinkers (56.2 %), while those with influenza were
more likely to be low risk drinkers (65.8 %) compared to
other women.
Hospital use in the last year of life

In all, 85 % of women had at least one hospital admission in the 12 months prior to death; and 8 % had their
first observed admission during this final 12 months.

There were significant differences between the 15 % of
women not hospitalised compared to the 85 % that had
at least one hospitalisation in the last year of life.
Women who did not have a hospitalisation were less
likely to be widowed (49 % vs 54.7 %), more likely to
have died of causes other than the five conditions of
interest (37 % vs 21 %) and more likely to have private
health insurance (100 % vs 55 %).
The top ten medical reasons for hospitalisation (based
on Australian Refined Diagnosis Related Groups) differed
according to COD (see Additional file 1: Table S1).
Although all groups of women were admitted at least once
for rehabilitative purposes during this period, the greatest
proportion of rehabilitation admissions were for women
who died of influenza/pneumonia (15.7 %), organ failure
(12.6 %) and ‘other’ causes (12.0 %). Women with influenza/pneumonia as their primary COD were also likely to
be admitted for respiratory infection and inflammation
(33.3 %), stroke and other cerebrovascular disorders
(17.7 %) and other factors influencing health status
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(13.7 %). In addition to rehabilitative admissions, women
who died of dementia/Alzheimer’s disease or ‘other’ causes
were also likely to be admitted for stroke and other cerebrovascular disorders (10.1 % and 9.1 % respectively).
Women with cancer as their primary COD were most
often admitted for digestive disorders (7.3 %), respiratory
infections (6.5 %) and post-surgery follow-up care (6.3 %).
Women who died of organ failure had the highest proportion of admissions for chronic obstructive airway
disorders (18.5 %) of all groups and were commonly
admitted for heart failure and shock (16.7 %). Women
who died of diabetes had the highest proportion of admissions for heart failure and shock (18.5 %) and circulatory
disorders (18.5 %).
Timing of admission to hospital in the last year of life
is shown in Fig. 1. Using the proportion at which 50 %
of women had been admitted at least once as an indicator, women who died of cancer, diabetes and ‘other’
causes were admitted earlier with 50 % of women in
these groups admitted by the fifth month prior to death.
In contrast, women who died of organ failure, dementia
and influenza/pneumonia took until the second and
third month prior to death to reach the 50 % admission
rate. As shown in Table 2, a similar pattern was found in
terms of hospital use and proximity to death, with
71.4 % of women with influenza/pneumonia, and 63.6 %
of women with diabetes dying within 1 month of their
last admission, respectively.
The median cumulative LOS days for women in their last
year of life according to their primary COD is shown in
Fig. 2. No significant difference was found across the

groups in terms of days in hospital within 274–365 days
prior to death. Women who died of cancer had the highest
median number of bed days (Median = 23), followed by diabetes (Median = 16), organ failure (Median = 16), influenza/
pneumonia (Median = 13), ‘other’ (Median = 11) and dementia/Alzheimer’s disease (Median = 10). The greatest increase in average cumulative LOS days was seen within the
last 30 days prior to death for women with a primary COD
of cancer (13.9 days) compared to women with organ failure (11.2 days) or influenza (10.1 days). All other COD categories had an average increased stay of less than 10 days
within the last 30 days prior to death. Differences were
found for COD groups within 1 month of death
(Kruskal-Wallis test = 38.4, p-value <0.0001).
Death in hospital status, ability to live independently
and the days from last admission to death are shown in
Table 2. Importantly, around 60 % of women who died of
cancer and organ failure died in hospital, while 71.4 % of
women with influenza/pneumonia, and 63.6 % of women
with diabetes died within 1 month of their last admission.
Predictors of acute, medium and palliative lengths of stay

The proportion of women in each of the COD categories
who had a maximum LOS that was classified as either
acute, medium or palliative, as well as those who were
not admitted to hospital in their last year of life are also
shown in Table 2. Women who died of influenza/pneumonia were less likely to be admitted to hospital in the
last year of life. Women who died of diabetes (22.2 %)
were more likely to be admitted for an acute LOS, while
those with dementia were more likely to be admitted for

A)

B)

C)

D)

E)

F)

Fig. 1 Timing of overnight hospital admissions in the 12 months prior to death for women from the 1921–1926 cohort for the six specific causes of
death. The dashed line shows when 50 % of women for each specific cause of death had been admitted to hospital at least once in the last year of life
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Table 2 Hospital characteristics by cause of death for women from the 1921–1926 cohort
Other
N (%)

Cancer
N (%)

Organ Failure
N (%)

Dementia/Alzheimer’s
N (%)

Diabetes
N (%)

Influenza/Pneumonia
N (%)

p-value

Yes

138 (49.5)

223 (59.4)

162 (59.2)

44 (29.5)

37 (44.9)

28 (55.5)

<0.0001

No

81 (27.6)

123 (31.0)

84 (32.4)

67 (51.8)

32 (37.9)

13 (25.3)

Unknowna

64 (22.9)

36 (9.6)

24 (8.4)

27 (18.7)

12 (17.2)

10 (19.2)

Independent livingb

92 (33.3)

121 (32.1)

85 (31.6)

44 (32.1)

29 (36.3)

19 (38.0)

0.928

<0.0001

Death in hospital

Days from last admission to death
< 1 week

95 (34.7)

132 (32.3)

102 (34.5)

27 (19.5)

24 (31.5)

21 (39.5)

≥1 week <1 month

67 (22.2)

113 (29.3)

79 (28.7)

42 (32.1)

20 (32.1)

14 (31.9)

≥ 1 month <3 months

31 (11.5)

63 (19.3)

24 (10.7)

19 (14.6)

11 (11.1)

2 (2.2)

≥ 3 months < 1 year

26 (8.7)

38 (9.5)

41 (17.7)

23 (15.1)

14 (18.4)

4 (7.1)

No admissions

64 (22.9)

36 (9.6)

24 (8.4)

27 (18.7)

12 (17.2)

10 (19.2)

10 (19.6)

36 (9.4)f

24 (8.9)f

27 (19.6)

12 (14.8)

64 (22.6)f

Hospital stay
No hospitalisation
c

10 (19.6)

58 (15.2)

51 (18.9)

30 (21.7)

18 (22.2)

56 (19.8)

d

Acute
Medium

9 (17.7)

80 (20.9)

62 (23.0)

33 (23.9)

14 (17.3)

50 (17.7)

e

Palliative

22 (43.1)

208 (54.5)

133 (49.3)

48 (34.8)

37 (45.7)

113 (39.9)

a

not hospitalised
b
measured from the ALSWH survey closest to death
c
an acute LOS was defined as >0 and ≤5.8 days
d
a medium LOS was defined as >5.8 and ≤11.9 days
e
a palliative LOS was defined as >11.9 days
f
Greatest cell contribution to the χ2-test

Fig. 2 Median cumulative overnight length of stay days in the 12 months prior to death for women from the 1921–1926 cohort

<0.001
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a medium level LOS (23.9 %). Women who died of
cancer (54.5 %) and organ failure (49.3) were more likely
to have been admitted for a palliative level LOS.
Multivariable predictors of LOS are shown in Table 3.
The final reduced acute LOS model shows that women
who had been diagnosed or treated for arthritis were
72 % more likely to be hospitalised for an acute stay than

women without arthritis (95 % CI:1.08,2.72). When
COD was regressed onto LOS, women who died of
dementia/Alzheimer’s disease and ‘other’ causes were
approximately 40 % less likely than women who died of
cancer to be admitted for an acute LOS.
When medium levels of stay were examined, significant
associations were found for mode of separation, number of

Table 3 Predictors of acute, medium and palliative level length of stay (LOS) for women from the 1921–1926 cohort
Predictors

Acute LOSa
N = 396
Full model
OR (95 % CI)

Age at death

Medium LOSc
N = 644
Reduced modelb Full model
OR (95 % CI)
OR (95 % CI)

1.11 (1.05, 1.18)* 1.11 (1.04, 1.17)*

Time from last survey to death (days)

Palliative LOSe
N = 1,205
Reduced modeld Full model
OR (95 % CI)
OR (95 % CI)

Reduced modelf
OR (95 % CI)

1.04 (0.99, 1.10)
1.00 (1.00, 1.00)

1.00 (0.99, 1.00)

Mode of separation from last admission
Home

Reference

Died in hospital

3.99 (2.70, 5.92)* 4.16 (2.87, 6.02)*

2.09 (1.57, 2.78)* 2.76 (2.11, 3.62)*

Nursing home

2.83 (1.43, 5.58)* 3.07 (1.57, 6.00)*

3.04 (1.93, 4.79)* 3.86 (2.49, 5.99)*

g

Widowed marital status

Reference

0.79 (0.52, 1.22)

Reference

1.16 (0.90, 1.51)

g

Private health insurance

Reference

1.21 (0.95, 1.55)

0.93 (0.71, 1.21)

h
Number of acute level
hospital admission

0.99 (0.85, 1.16)

0.98 (0.89, 1.08)

i

Number of medium level
hospital admissions

1.16 (1.01, 1.34)* 1.27 (1.10, 1.45)*

Cause of death
Cancer

Reference

Reference

Reference

Other

0.58 (0.33, 1.03)

0.60 (0.34, 1.06)*

0.54 (0.33, 0.88)* 0.53 (0.33, 0.86)*

Reference

0.66 (0.47, 0.94)* 0.61 (0.44, 0.86)*

Reference

Reference

Organ failure

1.15 (0.59, 2.24)

1.18 (0.61, 2.29)

0.81 (0.49, 1.33)

0.83 (0.51, 1.37)

0.83 (0.58, 1.18)

Dementia/Alzheimer’s disease

0.60 (0.29, 1.21)

0.62 (0.31, 1.25)*

0.80 (0.44, 1.45)

0.82 (0.46, 1.45)

0.50 (0.31, 0.79)* 0.49 (0.32, 0.76)*

0.76 (0.54, 1.06)

Diabetes

0.79 (0.32, 1.97)

0.81 (0.32, 2.00)

0.59 (0.27, 1.30)

0.63 (0.29, 1.35)

0.80 (0.46, 1.40)

0.80 (0.48, 1.33)

Influenza/pneumonia

0.61 (0.22, 1.70)

0.63 (0.23, 1.79)

0.45 (0.18, 1.13)

0.48 (0.19, 1.19)

0.68 (0.35, 1.33)

0.67 (0.35, 1.29)

g

1.51 (0.98, 2.34)

1.50 (0.97, 2.31)

1.26 (0.88, 1.80)

1.35 (0.95, 1.91)

1.15 (0.89, 1.49)

g

1.74 (1.09, 2.76)* 1.72 (1.08, 2.72)*

Hypertension
Arthritis

g

Asthma

1.13 (0.77, 1.65)
1.99 (1.11, 3.58)* 2.00 (1.13, 3.53)*

1.30 (0.89, 1.49)

1.38 (0.94, 2.02)

1.14 (0.87, 1.49)

1.21 (0.94, 1.55)

Cardiovascular disease
g

Falls experienced in the
previous 12 months
Physical functioning

1.09 (0.89, 1.50)
0.99 (0.99, 1.00)

1.00 (1.00, 1.00)

The cut point for acute level LOS was ≤5.8 days. Women with a maximum LOS of ≤5.8 days in their last year of life were compared with women who add no
hospitalisations. A total of 223 (56.3 %) of this sample experienced an acute level LOS
b
Hosmer-Lemeshow goodness of fit p value for the original model was 0.78 and 0.48 for the final model
c
The cut points for a medium level LOS was >5.8 days and ≤11.9 days. Women with a maximum LOS was >5.8 days and ≤11.9 days in their last year of life were
compared with women included in the acute level LOS analysis (i.e. those who had a maximum stay of ≤5.8 days (acute) or no hospitalisation). A total of 248
(38.5 %) of women of this sample experienced a medium level LOS
d
Hosmer-Lemeshow goodness of fit p value for the original model was 0.14 and 0.51 for the final model
e
The cut point for a palliative level LOS was >11.9 days. Women with a maximum LOS in their final year of life of >11.9 days were compared with women
included in the medium LOS analysis (i.e. those who had a maximum LOS of >5.8 days and ≤11.9 days (medium), >0 and ≤5.8 days (acute) and no
hospitalisation). A total of 561 (46.6 %) of women of this sample experienced a palliative level LOS
f
Hosmer-Lemshow goodness of fit p value for the original model was 0.08 and 0.07 for the final model
g
No is the reference category
h
Only included in the medium and palliative LOS models
i
Only included in the palliative LOS model
*Statistically significant (P <0.05)
a
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acute hospitalisations and COD. Importantly, a two-fold
increase in risk of having a medium level LOS was noted
for women with asthma (95 % CI:1.13,3.53) compared to
those without the condition, while a 3–4-fold increase in
risk was found for those who died in hospital (OR = 4.16,
95CI:2.87,6.02) or were discharged to a nursing home
(OR = 3.07, 95 % CI:1.57,6.00) compared to women
who were discharged to home. Compared to women
who died of cancer, a 47 % (95%CI:0.33,0.86) decrease
in risk of a medium level LOS was noted for those
who died of ‘other’ causes. Similarly, mode of separation, number of medium level hospitalisations and
COD were associated with a palliative level LOS.

Discussion
Although examination of hospital use among older adults
has been a key focus due to its relevance to policy and future healthcare planning, hospitalisation during the end of
life period has received less attention, with much of the
focus on healthcare expenditure [31, 32]. Using 12 years
of nationally representative data we were able to demonstrate that for older women [33], hospital use in the last
year of life is complex and differs according to COD.
Women who died of organ failure spent the longest time
in hospital over the observation period, while women with
cancer had the highest median LOS. Longer lengths of
stay (medium and palliative levels) were found to be
primarily driven by mode of separation and number of
shorter-term admissions. The findings of this study have
important implications for healthcare pathways at the end
of life, including improving the access to, and integration
of, palliative, in home, and hospice services for life-limiting
conditions other than cancer.
In this study, the majority of women (85 %) were hospitalised at least once during the observation period. This
figure is slightly lower than that found in a recent 11month Australian state-based study [11]. While not
directly comparable, the findings are supported by other
studies with similar healthcare systems who found that
60–79 % of older adults were admitted to hospital at least
once in the last 6 months of life [9, 34]. Here, we were also
able to show the compression of hospital use over the last
year of life for six specific causes of death. Women who
died of cancer had a median LOS of 23 days, with half
admitted to hospital at least once within 5–12 months
prior to death. Women who died of dementia/Alzheimer’s
disease had a median LOS of 10 days and were admitted
to hospital much closer to death. Although previous
research has examined LOS of decedents over a 6 month
period [18] or dichotomized diagnostic groups as ‘cancer
vs non-cancer’ [11], the finding from our study is novel
with LOS shown to be highly dependent on COD.
Glaser and colleagues first developed the concept of
differing trajectories of dying, based on length and slope
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of functional decline [35]. Lunney et al. [19] analyzed
these end of life trajectories for people with cancer, organ
failure (congestive heart failure or chronic lung disease),
and probable dementia (i.e. frailty) as well as those experiencing sudden death. Our findings, (extending this
research in terms of hospital use and COD), are consistent
with Lunney et al.’s regarding the trajectory for dementia.
For this group of women, number of hospitalisations
slowly increased across time and cumulative median LOS
increased with proximity to death. Among women dying
of cancer (when focused on hospital use), our findings
contrast with the pattern of functional decline described
by Lunney and colleagues [19], where these decedents
maintain high levels of function until the last few months.
Our data show that hospital use follows a more extended
pattern over the final 12 months of life with a majority of
women admitted 6–12 months prior to death, although
we did see a large increase in admissions in the last
2 months. Our findings mirror that of Lunney and colleagues regarding organ failure, with hospital admissions
extended over the 12 months and the primary reason for
admission being chronic obstructive airway disorders. Our
findings also show that in terms of median cumulative
LOS, women who died of diabetes had similar patterns of
hospitalisation as those who died of organ failure (particularly within the last 3 months of life). In the last month
prior to death, more than half of women who died of either diabetes or organ failure had multiple hospital admissions. This is unsurprising given that heart failure is often
a complication of diabetes, particularly for women [36].
For women who died of diabetes, approximately half of
the reasons of admission in the last year were related to
cardiovascular disease.
Moreover, while 7.0 % of women in this very old cohort
died of diabetes, diabetes may become a more common
COD in successive cohorts as its age-specific prevalence
increases [37]. Diabetes management is therefore a health
care priority, with self-management a key component of
diabetes control [38, 39]. Best practice guidelines are primarily based on research involving adults aged ≤75 years
[40] and have a strong emphasis on patient capacities to
engage in self-management practices [41–43]. Yet, it is unknown how adults aged over 75 are able to self-manage
diabetes in the community, particularly when they enter
the final stages of life. Munshi et al. [44] found that barriers
to self-care in older adults with poorly controlled diabetes
related to a reluctance to make appropriate changes in insulin doses between clinic visits or during illness. The impact of intercurrent illness on the management of diabetes
is particularly important, with effects on glucose metabolism through dysregulation of the hypothalamic-pituitaryadrenal and sympathetic-adrenal-medullary axes [45].
In our study, 17 % of women who died of diabetes had
multiple hospital admissions within 6 months of death (and
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40 % had multiple admissions within 2 months of death). It
has been found that all-cause hospitalisation among adults
with diabetes increased with insulin use, age, presence of
chronic renal insufficiency, diagnosed hypoglycemia and a
diabetes-related hospitalisation in the year prior [46].
Integrated healthcare pathways across the disease
course and individualised care plans may assist in reducing unnecessary (and potentially unwanted) hospitalisations at the end of life. General practitioners are at the
coal face of healthcare provision in Australia and may
play an important role in not only coordinating and
monitoring of care but also assisting with advanced care
planning. Abarashi et al. [47] found that there was a particular need in primary care for integrated palliative care
with optimal disease management for those with organ
failure and that initiation of advanced care planning
early in the chronic disease trajectory was imperative to
enable patients to live as well as possible with progressive illness and die in line with their own preferences.
Although further research is required among this age
group, integrated community health care approaches
have been shown to improve the care of those with
diabetes (including a reduction in hospital admissions)
and other chronic conditions [48, 49], while hospital in
the home schemes have been suggested as one strategy
to effectively manage respiratory exacerbations through
either supported discharge after hospital admission or
admission avoidance [50].
We also examined factors associated with a medium and
palliative LOS (consistent with a LOS expected for palliative
conditions whether or not the admissions were classified as
palliative care). In contrast to De Korte-Verhoef et al. [13],
women who died of cancer were most likely to have a palliative level LOS compared to other causes of death. The
number of other medium level lengths of stay were associated with a 27 % increased risk of experiencing a palliative
LOS while women who died in hospital or a nursing home
were up to four times more likely to be admitted to hospital
for a palliative LOS. Although the greatest proportion related to non-cancer diagnoses, a recent Western Australiabased study found that almost two-thirds of patients were
in hospital in their final day of life (65 % of which were
women) [11]. Interestingly, a small proportion of women
did not have a hospitalisation at the end of life, with these
women more likely to die of ‘other’ causes and have private
health insurance. Whether this reflects issues surrounding
access and equity to health services (including primary
care) would require further exploration.
Taken together, the findings suggest that the Australian
health system may have an inability to recognise and
effectively manage end of life care [51]. Alternatively,
health professionals may make conscience decisions to
admit patients to acute care for long periods due to lack
of access to appropriate palliative care and hospice
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services in community settings. Both state and federal
governments in Australia have made a commitment to
providing coordinated and consistent delivery of palliative
care through the National Palliative Care Strategy
(although mostly focused on cancer) [52]. The findings
from this study indicate that improved access to, and
knowledge of, palliative care services is required for older
women who die of not only cancer but other life-limiting
conditions. In our study, 49 % of women who died of
organ failure and 55 % of women who died of cancer were
admitted for a palliative LOS. It therefore begs the question: is the acute care setting the best place to administer
end of life care for older women with these conditions?
Can we do better to contribute to these women having a
‘good death’? The answers to these questions are
extremely complex and require a shift in the collective
consciousness about how we talk about death and dying
and the importance of not interfering with the dying
process with the instigation of futile treatments [53].
Importantly, studies suggest that hospitalisation at the
end of life is often perceived as undesirable and can be associated with poorer outcomes for the patient and family
[54–56]. It has been shown that up to 60 % of older adults
die while in hospital [57]. This is despite research suggesting that the majority of people express a wish to die at
home [58]. In our study, death in hospital ranged from
30 % (for dementia) to 59 % (for cancer and organ failure).
A Swiss study found that age, female gender, multimorbidity and geographic location played a significant role in
place of death for older patients [34], while a Dutch study
examining the last 3 months of life found that people who
received informal home care were more likely to die in
hospital compared to institutional care [59]. It is argued
that older adults who are in institutionalised care may
have fewer transfers to hospital as they are already present
in a ‘medicalised’ environment and therefore are having
their needs met regarding treatment [47, 60]. This notion
is also supported in countries with differing healthcare
structures, such as the United States [21]. In our study
however, 24 % of women with dementia experienced a
medium level LOS and 35 % experienced a palliative LOS
in their last year of life. Additionally, discharge to a nursing home was associated with a three-to-four fold increase
in having an extended LOS.
It must be noted that although the majority of people
express a wish to die at home, Gott et al. [61] found that
this perception changed as death approached. As such,
while death at home may be perceived as optimal, in actuality this may not be achievable. With the concept of
‘home’ a malleable concept within the end of life context
[62], institutionalised forms of ‘home’ (i.e. hospice) may
provide the best of both worlds. However, more research
is required into the appropriateness and efficacy of such
programs [63].
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This study has a number of strengths including the
longitudinal nature of the data, with older women being
followed over a 12 year period. We were also able to link
nationally representative self-report data to a large administrative dataset (involving both public and private
hospitals) and the NDI in order to describe patterns of
hospitalisation according to a number of causes of death
for a community sample of women aged in their 70s
through to their 80s. The study however has some limitations. Firstly, we classified women according to their
primary COD. Comorbidities are common among older
adults and potentially impacts on health service use and
death trajectory. It is also important to acknowledge that
patterns of hospital use at the end of life may have changed over the course of the observation period, including
structural changes within the health care system as well
as changes to health care provision as a result of improved technologies and new medications. Additionally,
the self-report measures were taken from the last completed survey prior to death and as such considerable
variability in the timing of measures may exist. However,
we adjusted for this variation in the analyses. Also, although we examined palliative levels of LOS, we were
unable to determine the type of care the participants
were receiving (i.e. palliative or active life sustaining
treatment). We also did not have information on other
factors such as patient care preferences that may have
also impacted on LOS. Further, this study focused solely
on women. A Finnish study found significant differences
in patterns of hospitalisation for men compared to
women, with men having short lengths of stay [64].
Therefore, patterns of hospital use and predictors of
hospital use in the last year of life may be markedly different for men.

Conclusion
With global life expectancies increasing, effective planning
of health services for future generations will require high
quality information to understand how we may best
provide appropriate care at the end of life. We were able
to demonstrate the incremental increase in hospital use in
the last 12 months of life, with different patterns of
hospital use across six specific causes of death among
older women. The solution to reducing acute care admissions at the end of life is extremely complex and requires
a shift in perception regarding end of life care and chronic
disease management.
Additional files
Additional file 1: Table S1. Top 10 overall Australian Refined Diagnosis
Related Groups (AR-DRG) based on principle diagnosis for all hospital
admissions in the 12 months prior to death for women from the 1921–1926
cohort. (DOCX 16 kb)

Page 10 of 12

Acknowledgements
The research on which this paper is based was conducted as part of the
Australian Longitudinal Study on Women’s Health (ALSWH), the University of
Newcastle and the University of Queensland. We are grateful to the women who
provided the survey data. We acknowledge the assistance of the Data Linkage
Unit at the Australian Institute of Health and Welfare (AIHW) for undertaking the
data linkage to the National Death Index (NDI). The authors thank the NSW
Ministry of Health and staff at the Centre for Health Record Linkage (CHeReL).
Funding
We are grateful to the Australian Government Department of Health for funding
the ALSWH. The statistical analysis was supported by the New South Wales
Science Leverage Fund. There was no involvement from the financial partners in
the preparation of this article, the analysis and interpretation of the data, the
writing of the report or the decision to submit this article for publication.
Availability of data and materials
The datasets supporting the findings of this article are available through the
Australian Longitudinal Study on Women’s Health; http://www.alswh.org.au/
for-researchers.
Authors’ contributions
MLH contributed to the study concept, study design and data interpretation,
drafting and editing all sections of the manuscript as well as reviewing the
manuscript for intellectual content. XDG contributed to study concept, study
design, data analysis and interpretation, drafting of the methods and results,
editing of the manuscript and reviewing the manuscript for intellectual content.
HK reviewed the manuscript for intellectual content. JEB contributed to the
study concept and design and data interpretation and reviewed the
manuscript for intellectual content. All authors approved the final version.
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable.
Ethics approval and consent to participate
The Australian Longitudinal Study on Women’s Health has ongoing ethical
approval from the University of Newcastle (approval number: H-076-0795)
and University of Queensland’s (approval number: 2004000224) Human
Research Ethics Committees. Ethics approval for the New South Wales
Admitted Patients Data Collection was granted by the New South Wales
Population and Health Services Research Ethics Committee. Linkage to the
National Death Index was granted by the Australian Institute of Health and
Welfare Ethics Committee. Participants provided informed consent for
completion of the self-report surveys and linkage to administrative data.
Author details
1
Research Centre for Generational Health and Ageing, Faculty of Health and
Medicine, University of Newcastle, University Drive, Callaghan, NSW 2308,
Australia. 2Centre for Research on Ageing, Health and Wellbeing, College of
Medicine, Biology and Environment, Australian National University, Mills
Road, Acton, ACT, Australia. 3ARC Centre of Excellence in Population Ageing
Research, Sydney, NSW 2033, Australia.
Received: 26 November 2015 Accepted: 30 August 2016

References
1. United Nations Department of Economic and Social Affairs Population
Division. World population ageing 2013. ST/ESA/SERA/348. New York:
United Nations; 2013.
2. Department of Treasury. 2015 Intergenerational Report. Australia in 2055.
Canberra: Commonwealth of Australia; 2015.
3. Appleby J. Spending on health and social care over the next 50 years: why
think long term? London: The King’s Fund; 2013.
4. AIHW. Australia’s hospitals 2012–13 at a glance. Health Services Series No 55
Cat No HSE 146. Canberra: Australian Institute of Health and Welfare; 2014.
5. AIHW, Karmel R, Lloyd J, Hales C. Older Australians in hospital. Bulletin No
53, Cat AUS 92. Canberra: Australian Institute of Health and Welfare; 2007.

Harris et al. BMC Health Services Research (2016) 16:484

6.
7.
8.
9.

10.

11.

12.

13.

14.
15.

16.

17.

18.

19.
20.
21.
22.
23.

24.
25.

26.

27.
28.
29.

30.

31.

Fries JF. Aging, natural death, and the compression of morbidity. N Engl J
Med. 1980;303(3):130–5.
Fries JF, Bruce B, Chakravarty E. Compression of morbidity 1980–2011: a
focused review of paradigms and progress. J Aging Res. 2011;2011:261702.
Riley GF, Lubitz JD. Long-term trends in Medicare payments in the last year
of life. Health Serv Res. 2010;45(2):565–76.
Menec VH, Nowicki S, St John PD. In-region versus out-of-region
hospitalizations at the end of life among older rural residents: the
relationship between personal and system-related factors. J Gerontol A Biol
Sci Med Sci. 2011;66(12):1328–35.
Menec VH, Lix L, Nowicki S, Ekuma O. Health care use at the end of life
among older adults: does it vary by age? J Gerontol A Biol Sci Med Sci.
2007;62(4):400–7.
Rosenwax LK, McNamara BA, Murray K, McCabe RJ, Aoun SM, Currow DC.
Hospital and emergency department use in the last year of life: a baseline
for future modifications to end-of-life care. Med J Aust. 2011;194(11):570–3.
De Korte-Verhoef MC, Pasman HR, Schweitzer BP, Francke AL, OnwuteakaPhilipsen BD, Deliens L. End-of-life hospital referrals by out-of-hours general
practitioners: a retrospective chart study. BMC Fam Pract. 2012;13:89.
De Korte-Verhoef MC, Pasman HR, Schweitzer BP, Francke AL, OnwuteakaPhilipsen BD, Deliens L. Reasons for hospitalisation at the end of life:
differences between cancer and non-cancer patients. Support Care Cancer.
2014;22(3):645–52.
Tschirhart EC, Du Q, Kelley AS. Factors influencing the use of intensive
procedures at the end of life. J Am Geriatr Soc. 2014;62(11):2088–94.
Covinsky KE, Palmer RM, Fortinsky RH, Counsell SR, Stewart AL, Kresevic D,
Burant CJ, Landefeld CS. Loss of independence in activities of daily living in
older adults hospitalized with medical illnesses: increased vulnerability with
age. J Am Geriatr Soc. 2003;51(4):451–8.
Inouye SK, Peduzzi PN, Robison JT, Hughes JS, Horwitz RI, Concato J.
Importance of functional measures in predicting mortality among older
hospitalized patients. JAMA. 1998;279(15):1187–93.
Kelley AS, Ettner SL, Morrison RS, Du Q, Wenger NS, Sarkisian CA.
Determinants of medical expenditures in the last 6 months of life. Ann
Intern Med. 2011;154(4):235–42.
Kelley AS, Ettner SL, Morrison RS, Du Q, Sarkisian CA. Disability and decline
in physical function associated with hospital use at end of life. J Gen Intern
Med. 2012;27(7):794–800.
Lunney JR, Lynn J, Foley DJ, Lipson S, Guralnik JM. Patterns of functional
decline at the end of life. JAMA. 2003;289(18):2387–92.
Bravell ME, Malmberg B, Berg S. End-of-life care in the oldest old. Palliat
Support Care. 2010;8(3):335–44.
Kelley AS, Ettner SL, Wenger NS, Sarkisian CA. Determinants of death in the
hospital among older adults. J Am Geriatr Soc. 2011;59(12):2321–5.
Davies E, Higginson IJ. Better palliative care of older people. Geneva: World
Health Organization; 2004.
Powers J, Ball J, Adamson L, Dobson A. Effectiveness of the national death index
for establishing the vital status of older women in the Australian longitudinal
study on Women’s health. Aust N Z J Public Health. 2000;24(5):526–8.
Gill TM, Gahbauer EA, Han L, Allore HG. Trajectories of disability in the last
year of life. N Engl J Med. 2010;362(13):1173–80.
ABS: ’2.1 leading causes of death (a), Australia - selected years - 2004, 2008,
2013 (b), table, causes of death, Australia, 2013. cat no 33030. vol. 2015.
Canberra: Australian Bureau of Statistics; 2015. http://www.abs.gov.au/
ausstats/abs@.nsf/Lookup/by%20Subject/3303.0~2013~Main%20Features~
Leading%20Causes%20of%20Death~10001.
Byles JE, Dobson A. The value of time in longitudinal studies of ageing.
Lessons from the Australian Longitudinal Study on Women’s Health.
Australas J Ageing. 2011;30 Suppl 2:6–12.
NSW Admitted Patient Data, NSW Department of Health [http://www.cherel.
org.au/data-dictionaries]. Accessed 21 Jan 2015.
AIHW. Palliative care services in Australia 2013. HWI 123. Canberra: Australian
Institute of Health and Welfare; 2013.
AIHW: National health data dictionary. Version 6.0. standard questions on
the use of tobacco among adults. Canberra: Australian Institute of Health
and Welfare; 1997.
Department of Health and Aged Care. Measuring remoteness: accessibility/
remoteness index of Australia (ARIA) revised ed. Canberra: Department of
Health and Aged Care; 2001.
Madsen J, Serup-Hansen N, Kristiansen IS. Future health care costs–do health
care costs during the last year of life matter? Health Policy. 2002;62(2):161–72.

Page 11 of 12

32. Stooker T, van Acht JW, van Barneveld EM, van Vliet RC, van Hout BA,
Hessing DJ, Busschbach JJ. Costs in the last year of life in The Netherlands.
Inquiry. 2001;38(1):73–80.
33. Brown WJ, Bryson L, Byles JE, Dobson AJ, Lee C, Mishra G, Schofield M.
Women’s Health Australia: recruitment for a national longitudinal cohort
study. Women Health. 1998;28(1):23–40.
34. Reich O, Signorell A, Busato A. Place of death and health care utilization for
people in the last 6 months of life in Switzerland: a retrospective analysis
using administrative data. BMC Health Serv Res. 2013;13:116.
35. Glaser B, Strauss AL. Time for dying. Chicago: Aldine Publishing; 1968.
36. Kannel WB, McGee DL. Diabetes and cardiovascular disease. The
Framingham study. JAMA. 1979;241(19):2035–8.
37. Byles J, Hockey R, Mc Laughlin D, Dobson A, Brown W, Loxton D, Mishra G.
Chronic conditions, physical function and health care use: findings from the
Australian Longitudinal Study on Women’s Health. Report prepared for the
Australian Government Department of Health; 2015.
38. Norris SL, Engelgau MM, Narayan KM. Effectiveness of self-management
training in type 2 diabetes: a systematic review of randomized controlled
trials. Diabetes Care. 2001;24(3):561–87.
39. Jack L. Diabetes self-management education research—An international
review of intervention methods, theories, community partnerships and
outcomes. Dis Manag Health Out. 2003;11(7):415–28.
40. Beverly EA, Fitzgerald S, Sitnikov L, Ganda OP, Caballero AE, Weinger K. Do
older adults aged 60–75 years benefit from diabetes behavioral
interventions? Diabetes Care. 2013;36(6):1501–6.
41. RACGP. General practice management of type 2 diabetes – 2014–15.
Melbourne: The Royal Australian College of General Practitioners and
Diabetes Australia; 2014.
42. Scottish Intercollegiate Guidelines Network. Sign 116: management of
diabetes. A national clinical guideline. Edinburgh: Scottish Intercollegiate
Guidelines Network; 2010.
43. American Diabetes Association. Standards of medical care in diabetes–2014.
Diabetes Care. 2014;37 Suppl 1:S14–80.
44. Munshi MN, Segal AR, Suhl E, Ryan C, Sternthal A, Giusti J, Lee Y, Fitzgerald
S, Staum E, Bonsignor P, et al. Assessment of barriers to improve diabetes
management in older adults: a randomized controlled study. Diabetes Care.
2013;36(3):543–9.
45. Faulenbach M, Uthoff H, Schwegler K, Spinas GA, Schmid C, Wiesli P. Effect
of psychological stress on glucose control in patients with type 2 diabetes.
Diabet Med. 2012;29(1):128–31.
46. Khalid JM, Raluy-Callado M, Curtis BH, Boye KS, Maguire A, Reaney M. Rates
and risk of hospitalisation among patients with type 2 diabetes:
retrospective cohort study using the UK general practice research database
linked to English hospital episode statistics. Int J Clin Pract. 2014;68(1):40–8.
47. Abarshi E, Echteld M, Van den Block L, Donker G, Deliens L, OnwuteakaPhilipsen B. Transitions between care settings at the end of life in the
Netherlands: results from a nationwide study. Palliat Med. 2010;24(2):166–74.
48. Otero-Sabogal R, Arretz D, Siebold S, Hallen E, Lee R, Ketchel A, Li J, Newman J.
Physician-community health worker partnering to support diabetes selfmanagement in primary care. Qual Prim Care. 2010;18(6):363–72.
49. Gary TL, Hill-Briggs F, Batts-Turner M, Brancati FL. Translational research
principles of an effectiveness trial for diabetes care in an urban African
American population. Diabetes Educ. 2005;31(6):880–9.
50. Chetty M, MacKenzie M, Douglas G, Currie GP. Immediate and early discharge
for patients with exacerbations of chronic obstructive pulmonary disease: is
there a role in “real life”? Int J Chron Obstruct Pulmon Dis. 2006;1(4):401–7.
51. Hillman KM. Failure to recognise patients at the end of life in acute
hospitals. Acta Anaesthesiol Scand. 2014;58(1):1–2.
52. Department of Health and Ageing. Supporting Australians to live well at the
end of life: national palliative care strategy. Canberra: DoHA; 2010.
53. Cartwright C, Shaw K. End-of-life care. In: Caplan G, editor. Geriatric
medicine: An introduction. Melbourne: BPA Print Group Pty Ltd; 2014.
54. Wright AA, Keating NL, Balboni TA, Matulonis UA, Block SD, Prigerson
HG. Place of death: correlations with quality of life of patients with
cancer and predictors of bereaved caregivers’ mental health. J Clin
Oncol. 2010;28(29):4457–64.
55. Teno JM, Clarridge BR, Casey V, Welch LC, Wetle T, Shield R, Mor V. Family
perspectives on end-of-life care at the last place of care. JAMA. 2004;291(1):88–93.
56. Gomes B, Calanzani N, Koffman J, Higginson IJ. Is dying in hospital better
than home in incurable cancer and what factors influence this? A
population-based study. BMC Med. 2015;13:235.

Harris et al. BMC Health Services Research (2016) 16:484

Page 12 of 12

57. Weitzen S, Teno JM, Fennell M, Mor V. Factors associated with site of death:
a national study of where people die. Med Care. 2003;41(2):323–35.
58. Bell CL, Somogyi-Zalud E, Masaki KH. Methodological review: measured and
reported congruence between preferred and actual place of death. Palliat
Med. 2009;23(6):482–90.
59. Kaspers PJ, Pasman HR, Onwuteaka-Philipsen BD, Deeg DJ. Changes over a
decade in end-of-life care and transfers during the last 3 months of life: a
repeated survey among proxies of deceased older people. Palliat Med.
2013;27(6):544–52.
60. Naylor MD, Kurtzman ET, Pauly MV. Transitions of elders between long-term
care and hospitals. Policy Polit Nurs Pract. 2009;10(3):187–94.
61. Gott M, Seymour J, Bellamy G, Clark D, Ahmedzai S. Older people’s views
about home as a place of care at the end of life. Palliat Med. 2004;18(5):460–7.
62. Gott M. Avoidable for whom? Hospital use at the end of life. Palliat Med.
2014;28(7):917–8.
63. Wilson DM, Truman CD. Addressing myths about end-of-life care: research
into the use of acute care hospitals over the last five years of life. J Palliat
Care. 2002;18(1):29–38.
64. Goebeler S, Jylha M, Hervonen A. Use of hospitals at age 90. A populationbased study. Arch Gerontol Geriatr. 2004;39(1):93–102.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

