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Background: Specialist palliative care for non-cancer patients is important; however, access to inpatient 
hospices/palliative care units (PCUs) for non-cancer patients in Japan may be insufficient. We aimed 
to explore the current situation, the support needs to accept admission of non-cancer patients, and the 
willingness to accept admission of non-cancer patients to inpatient hospices/PCUs in Japan.
Methods: We conducted a nationwide multicenter anonymous questionnaire survey to inpatient hospices/
PCUs in Japan in January 2022. We recruited potential participants from 381 PCUs belonging to Hospice 
Palliative Care Japan (HPCJ). 
Results: A total of 264 of 381 facilities responded to the survey (response rate: 69.3%) and 75.0% replied 
that it was “very necessary” or “necessary” to provide health care coverage of hospitalization costs of non-
cancer patients to the same level as cancer patients in inpatient hospices/PCUs. Furthermore, 59.1% replied 
that they would be “willing” or “somewhat willing” to admit non-cancer patients under the assumption that 
hospitalization costs covered by health care insurance. In addition, 15.2% of facilities had admitted non-
cancer patients. A need for clarification of admission criteria for chronic heart failure (CHF) (rs =−0.166, 
P=0.008), chronic respiratory failure (rs =−0.146, P=0.019), chronic hepatic failure (rs =−0.161, P=0.010), and 
chronic renal failure (CRF) with dialysis (rs =−0.151, P=0.017); the need for an education and training system 
for chronic respiratory failure (rs =−0.132, P=0.034); and advice from experts in the hospital for chronic 
respiratory failure (rs =−0.156, P=0.013) were significantly negatively associated with willingness to accept the 
admission of non-cancer patients.
Conclusions: A total of 15.2% of facilities had admitted non-cancer patients under the current situation, 
and 59.1% of the facilities were willing to accept the admission of non-cancer patients under the assumption 
that hospitalization costs would be covered by health care insurance to the same level as cancer patients. Our 
study highlighted the importance of the establishment of a health insurance system in which appropriate 
palliative care is available regardless of disease, the definition of admission criteria, and the establishment of a 
systematic educational program. 

Keywords: Hospices; palliative care; heart failure; respiratory failure; dementia

Submitted Jun 16, 2022. Accepted for publication Nov 18, 2022. Published online Jan 11, 2023.

doi: 10.21037/apm-22-743

View this article at: https://dx.doi.org/10.21037/apm-22-743

89

 
^ ORCID: 0000-0003-0304-9881.

https://crossmark.crossref.org/dialog/?doi=10.21037/apm-22-743


Hamano et al. Non-cancer patients’ admission to PCU82

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2023;12(1):81-89 | https://dx.doi.org/10.21037/apm-22-743

Introduction

The World Health Organization (WHO) stated that 
palliative care should be provided to all patients with 
serious illness and their families as part of universal health  
coverage (1). Moreover, the WHO reported that the 
majority of patients with palliative care needs are non-
cancer patients (1); yet, palliative care has only recently 
been provided to non-cancer patients and their families 
(2-5). Previous studies reported that non-cancer patients 
experienced significantly more physical and psychological 
symptoms than cancer patients (6,7). 

Japan’s universal health insurance system is based on a 
system in which individuals and the government share the 
cost of medical care and pay medical institutions. In 1990, 
a system of payment of fees for hospitalization in inpatient 
hospices/palliative care unit (PCU) was established under 
the universal health insurance system. Patients eligible for 
payment are mainly those in the terminal stages of cancer.

A systematic review reported that hospital-based 
specialist palliative care (HSPC), which includes inpatient 
hospices/PCUs and palliative care teams, reduced patient 
symptom burden, improved health-related quality of life, 
other person-centered outcomes, and satisfaction of patients 
with advanced illness (8). In spite of these clear advantages, 
inpatient hospices/PCUs have not committed to providing 

palliative care to non-cancer patients in Taiwan (9). This 
trend is similar in Japan where specialist palliative care has 
mainly been developed for advanced cancer patients in the 
last two decades (10). 

Although the proportion of non-cancer patients among 
all deaths was 72.7% in Japan, the current situation of 
specialist palliative care for non-cancer patients is not well 
known, which comprises admission to inpatient hospices/
PCUs, as well as the willingness to admit non-cancer 
patients to inpatient hospices/PCUs and the institutions’ 
support needs. 

We aimed to explore the current situation of non-
cancer patients’ admission to inpatient hospices/PCUs, the 
support needs to accept admission of non-cancer patients, 
and the willingness to accept admission of non-cancer 
patients to inpatient hospices/PCUs in Japan. These data 
may be important for expanding the provision of palliative 
care beyond cancer in Japan and would provide useful 
evidence for further service development in other countries. 
We present the following article in accordance with the 
STROBE reporting checklist (available at https://apm.
amegroups.com/article/view/10.21037/apm-22-743/rc).

Methods

This study was a nationwide multicenter questionnaire 
survey targeting inpatient hospices/PCUs in Japan. We 
recruited potential participants from the 381 inpatient 
hospices/PCUs that were members of Hospice Palliative 
Care Japan (HPCJ) before December 12, 2021. HPCJ 
was established in 1991 and is the oldest palliative care 
organization in Japan, with more than 90.0% of all inpatient 
hospices and PCUs in Japan belonging to the organization.

Participants and procedures

The questionnaires were sent by post to each facility 
along with an explanation of the survey. The return of 
the completed questionnaire was regarded as consent 
to participate in the study. We asked the director of the 
physicians of the inpatient hospices/PCUs to complete 
the questionnaire and return it to the study secretariat 
office (University of Tsukuba) within 2 weeks. We sent 
a reminder to all participants 3 weeks after sending the 
questionnaire. The study was conducted in accordance 
with the Declaration of Helsinki (as revised in 2013). The 
Institutional Review Board of the University of Tsukuba 
(No. 1691) approved the protocol of this study.

Highlight box

Key findings 
• A total of 15.2% of facilities had admitted non-cancer patients, and 

59.1% of the facilities were willing to accept the admission of non-
cancer patients, assuming that hospitalization costs were covered 
by health insurance to the same level as cancer patients.  

What is known and what is new?  
• Specialist palliative care for non-cancer patients is important; 

however, access to inpatient hospices/palliative care units (PCUs) 
for non-cancer patients in Japan may be insufficient.

• Health insurance system in which appropriate palliative care is 
available regardless of disease, the definition of admission criteria, 
and the establishment` of a systematic educational program are 
important to improve the access to the specialist palliative care for 
non-cancer patients. 

What is the implication, and what should change now? 
• The establishment of a health insurance system in which 

appropriate palliative care is available regardless of disease, 
clarification of the admission criteria, and a systematic education 
program would improve the access to the specialist palliative care 
for non-cancer patients. 

https://apm.amegroups.com/article/view/10.21037/apm-22-743/rc
https://apm.amegroups.com/article/view/10.21037/apm-22-743/rc
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Questionnaire

There is an absence of specific and validated instruments 
for evaluating the willingness to admit non-cancer patients 
to inpatient hospices/PCUs and the institutions’ support 
needs. Thus, we developed a draft questionnaire based 
on data from a previous study, a public health model, and 
discussion among the authors of the present study (11-13).  
To confirm content validity, we asked for feedback on 
modifying or adding questions to the draft questionnaire 
from five palliative care physicians, one psycho-oncologist, 
two palliative care research nurses, one specialized palliative 
care nurse, and one social worker, who were all from 
different institutions. All researchers (JH, YK and YS) 
revised the draft questionnaire based on feedback, and 
the face validity of the draft questionnaires was confirmed 
by ten palliative care physicians, all of whom were from 
different institutions, in October 2021. All researchers (JH, 
YK and YS) then modified the questionnaire to simplify the 
wording and to make misunderstandings less likely. 

The questionnaire was composed of two parts. The 
first was the background characteristics of each facility: 
the number of beds in the hospital and inpatient hospices/
PCUs, the percentage of cancer and non-cancer patient 
admissions that were referred from other hospitals in 
the fiscal year 2020 (April 2020 to March 2021), and the 
number of non-cancer patients [chronic heart failure (CHF), 
chronic respiratory failure, chronic hepatic failure, chronic 
renal failure (CRF) without dialysis, CRF with dialysis, 
intractable neurological disease, and dementia] admitted in 
fiscal year 2020. 

The second was (I) about the necessity of coverage of 
hospitalization costs of non-cancer patients by the health 
care insurance, and (II) the willingness to admit non-cancer 
patients under the assumption that hospitalization costs 
would be covered by the health care insurance to the same 
level as cancer patients. Respondents were asked to use a 
6-point scale (1= very necessary, 2= necessary, 3= somewhat 
necessary, 4= somewhat unnecessary, 5= not necessary, 
6= not very necessary) to answer necessity, and a 6-point 
scale (1= very willing, 2= willing, 3= somewhat willing, 4= 
somewhat unwilling, 5= not willing, 6= not willing at all) to 
rate their willingness to accept the admission of non-cancer 
patients. 

We asked about the support needs to admit the non-
cancer patient to their facilities. Respondents were asked 
to use a 6-point scale (1= very necessary, 2= necessary, 3= 
somewhat necessary, 4= somewhat unnecessary, 5= not 

necessary, 6= not very necessary) to answer these questions 
(Appendix 1). 

Statistical analysis

We conducted a descriptive analysis of the background 
characteristics of each facility, the necessity of health care 
insurance coverage of hospitalization costs of non-cancer 
patients, the willingness to accept the admission of non-
cancer patients, and the support needs and conditions of 
non-cancer patients’ admission to their facilities. 

As we aimed to explore the association between the 
willingness to accept admission and the support needs 
of non-cancer patients, which were ordinal variables, we 
divided this response into two categories: willingness to 
accept the admission of non-cancer patients (very willing 
to accept/willing to accept, and others), and the necessity 
of health coverage to admit non-cancer patients (very 
necessary/necessary, and others).

Subsequently, we investigated the association between the 
willingness and the support needs of non-cancer patients’ 
admission using the Spearman correlation coefficient. 
We included the number of responses to calculate the 
percentage of prevalence. Probability values were two-sided 
and statistical significance was P<0.05. All analyses were 
conducted using SPSS-J (ver. 28.0; IBM, Tokyo, Japan).

Results

A total of 264 facilities of 381 facilities responded to the 
survey (response rate: 69.3%), and we analyzed the answers 
of all 264 facilities. The mean number of beds of inpatient 
hospices/PCUs was 21.2±7.9. Moreover, 31.8% of facilities 
had 80.0% or more of their admissions referred from other 
hospitals, whereas 26.1% (n=69) of the facilities had less 
than 20.0% referrals. In addition, 15.2% (n=40) of the 
facilities had admitted non-cancer patients in the fiscal year 
2020 (Table 1, Table S1). The most frequent conditions of 
non-cancer patients were chronic respiratory failure (n=34 
patients, 12 facilities), chronic hepatic failure (n=33 patients, 
6 facilities), and CHF (n=24 patients, 9 facilities). The 
number of patients that each facility accepts for admission is 
shown in Table S2. 

Among the facilities, 39.4% responded that they were 
“very willing” or “willing” to admit non-cancer patients 
under the assumption that hospitalization costs would be 
covered by health care insurance to the same level as cancer 
patients; moreover, this increased to 59.1% when those 

https://cdn.amegroups.cn/static/public/APM-22-743-supplementary.pdf
https://cdn.amegroups.cn/static/public/APM-22-743-supplementary.pdf
https://cdn.amegroups.cn/static/public/APM-22-743-supplementary.pdf
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that responded “somewhat willing” were included (Table 2). 
Furthermore, 75.0% of the facilities answered that health 
care insurance coverage of hospitalization costs of non-
cancer patients to the same level as cancer patients was “very 
necessary” or “necessary” (Table 2). 

Figure 1 shows the support needs and the conditions to 
admit non-cancer patients. More than three-quarters of the 
facilities answered that “clarification of admission criteria”, 
“education and training system”, “advice from experts in the 
hospital”, and “guidelines and guidance are available” were 
“very necessary” or “necessary” for accepting the admission 
of patients for the purpose of palliative care who do not 
have a malignant tumor or acquired immunodeficiency 

syndrome (AIDS). On the other hand, about half of the 
facilities answered that “advice from experts outside the 
hospital” was “very necessary” or “necessary”.

Table 3 shows the association between the willingness 
to admit and the necessity of support and conditions to 
admit non-cancer patients to their facilities. A need for 
clarification of admission criteria for CHF (rs =−0.166, 
P=0.008), chronic respiratory failure (rs =−0.146, P=0.019), 
chronic hepatic failure (rs =−0.161, P=0.010), and CRF 
with dialysis (rs =−0.151, P=0.017) as well as the need for an 
education and training system for chronic respiratory failure 
(rs =−0.132, P=0.034) and advice from experts in the hospital 
for chronic respiratory failure (rs =−0.156, P=0.013) were 
significantly negatively associated with willingness to accept 
the admission of non-cancer patients to their facilities. 

Discussion

This cross-sectional nationwide survey was the first large 
survey to explore the current situation of non-cancer 
patients’ admission to inpatient hospices/PCUs, and the 
willingness and the support needed to accept the admission 
of non-cancer patients to inpatient hospices/PCUs in Japan. 

The first important finding was that 15.2% of inpatient 
hospices/PCUs had accepted the admission of non-cancer 
patients, even though, unlike cancer patients, hospitalization 
costs are not covered by health care insurance in Japan. 
A previous cross-national retrospective study in Europe 
indicated that 65% of cancer patients received specialist 
palliative care, but only 36% of non-cancer patients (14). 
Another population survey in Australia indicated that the 
provision of specialist palliative care was significantly lower 
for non-cancer patients (40% versus 62%; P<0.001) (15). 

Thus, our data suggests that non-cancer patients in 
Japan are less likely to be admitted to inpatient hospices/
PCUs compared to Europe and Australia. However, future 
cross-national studies with unified measurement items and 
methods are needed. 

Our data could also be used as a benchmark for other 
countries where specialist palliative care is focused on 
cancer patients. Assessing these data over time in each 
country could help to improve the provision of palliative 
care beyond cancer. In addition, qualitative research about 
the reasons why each facility accepted or did not accept 
the admission of non-cancer patients could clarify the key 
barriers to improving the provision of palliative care beyond 
cancer.

The second important finding was that a total of 59.1% 

Table 1 Characteristics of facilities (n=264)

Characteristics Values

Number of beds (means ± standard deviation)

Hospital 335.8±229.9

PCUs 21.2±7.9

Admissions referred from other hospitals in 2020※, n (%)

100% 13 (4.9)

80% to less than 100% 71 (26.9)

60% to less than 80% 42 (15.9)

40% to less than 60% 28 (10.6)

20% to less than 40% 32 (12.1)

Less than 20% 61 (23.1)

None 8 (3.0)

Admission of the non-cancer patients, n (%) 40 (15.2)

Admission of the CHF patients, n (%) 9 (3.4)

Admission of the chronic respiratory failure 
patients, n (%)

12 (4.5)

Admission of the chronic hepatic failure patients, 
n (%)

5 (1.9)

Admission of the CRF without dialysis patients,  
n (%)

2 (0.8)

Admission of the chronic renal failure with dialysis 
patients, n (%)

5 (1.9)

Admission of the intractable neurological disease 
patients, n (%)

3 (1.1)

Admission of the dementia patients, n (%) 3 (1.1)
※, missing responses from two facilities. PCUs, palliative care 
units; CHF, chronic heart failure; CRF, chronic renal failure.
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of the facilities were willing to accept the admission of non-
cancer patients to their facilities under the assumption that 
hospitalization costs covered by the health care insurance 
system would be to the same level as cancer patients. While 
75.0% of facilities responded that health care insurance 
coverage of the hospitalization costs of non-cancer patients 
was very necessary or necessary, only 40.9% of the facilities 
were willing to accept the admission of non-cancer patients 
even if costs were covered by insurance. One possible 
interpretation is that the numerous support needs of 
facilities for the admission of non-cancer patients that were 
revealed in our study would be the further barriers beyond 
the lack of health insurance coverage. Thus, it is necessary 
to clarify the detailed reasons why facilities remained 
unwilling to accept non-cancer patients even if costs were 
covered by insurance. 

The third important finding was that the necessity of 
clarification of admission criteria for several non-cancer 
diseases was significantly negatively associated with the 
willingness to accept the admission of non-cancer patients 
to inpatient hospices/PCUs. This finding may be due to 

the difficulty of predicting the prognosis of non-cancer  
patients (16). Thus, a practical solution may be to consider 
using the patient’s symptoms and level of distress as 
admission criteria for non-cancer patients to inpatient 
hospices/PCUs instead of their prognosis. Possible 
admission criteria based on the symptom/distress could be 
derived from the Supportive and Palliative Care Indicator 
Tool (SPICTTM) which is to identify patients at risk of 
deteriorating and dying in all care setting (17). The SPICT 
consists of several clinical indicators (e.g., persistent 
symptoms despite optimal treatment of the underlying 
condition, weight loss, or poor performance status) (17). 

We found that the education and training system of 
palliative care for chronic respiratory failure was associated 
with willingness to accept the admission of non-cancer 
patients to inpatient hospices/PCUs. This result suggests 
that systematic nationwide education programs of palliative 
care, such as the Palliative Care Emphasis program on 
symptom management and Assessment for Continuous 
medical Education, for non-cancer patients may accelerate 
the provision of high-quality palliative care for non-cancer 

Table 2 The necessity of health care insurance coverage of hospitalization costs of non-cancer patients and the willingness to admit non-cancer 
patients

Necessity and willingness
All facilities 

(n=264)
Facilities accepting non-cancer patients 

(n=40)
Facilities not accepting non-cancer patients 

(n=224)

Necessity of health care insurance coverage of hospitalization costs of non-cancer patients, n (%)

Necessary at all 157 (59.5) 20 (50.0) 135 (60.3)

Necessary 41 (15.5) 8 (20.0) 33 (14.7)

Necessary somewhat 36 (13.6) 7 (17.5) 29 (12.9)

Not necessary somewhat 10 (3.8) 1 (2.5) 9 (4.0)

Not necessary 12 (4.5) 3 (7.5) 9 (4.0)

Not necessary at all 5 (1.9) 1 (2.5) 4 (1.8)

Missing value 3 (1.1) 0 5 (2.2)

Willingness to accept admission of non-cancer patients under the assumption that hospitalization costs covered by health care insurance, 
n (%)

Very willing 34 (12.9) 9 (22.5) 24 (10.7)

Willing 70 (26.5) 12 (30.0) 57 (25.4)

Willing somewhat 52 (19.7) 8 (20.0) 43 (19.2)

Not willing somewhat 62 (23.5) 5 (12.5) 57 (25.4)

Not willing 30 (11.4) 2 (5.0) 28 (12.5)

Not willing at all 11 (4.2) 2 (5.0) 9 (4.0)

Missing value 5 (1.9) 2 (5.0) 6 (2.7)
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Figure 1 The questionnaire description was “I would like to ask you all a question. If it becomes possible to calculate the fee for admission 
to a PCU for patients with diseases not currently covered by the fee, what conditions and support do you think are necessary in the hospice/
PCU where you work in order to accept admission for the purpose of palliative care for patients who do not have a malignant tumor or 
AIDS? Please check all that apply”. (A) The needs of clarification of admission criteria to admit non-cancer patients; (B) the needs of 
education and training system to admit non-cancer patients; (C) the needs of advice from experts in the hospital to admit non-cancer 
patients; (D) the needs of advice from experts outside the hospital to admit non-cancer patients; (E) the needs of guidelines and guidance are 
available to admit non-cancer patients. PCU, palliative care unit; AIDS, acquired immunodeficiency syndrome. 

patients and their families (18,19). As well as an education 
program, a palliative care consultation system in the 
community, such as the Canadian Virtual Hospice (20), 
could be an important and practical solution to meet the 
needs of advice from experts.

This study had several limitations. First, the response rate 
of 69.3% was not enough to represent the current situation 

and opinions of all inpatient hospices/PCUs; however, we 
believe this response rate was acceptable to resolve our study 
question. Second, due to a lack of validated instruments, we 
used an original questionnaire that was developed based on 
a literature review, public health model, specialist discussion, 
and face validity testing. A quantitative study of patients, 
family members, and healthcare providers in inpatient 
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Table 3 Association between the willingness to accept the admission of non-cancer patients and the necessity of support and conditions

Necessity of support and conditions
Very willing/willing to admit non-cancer patients

rs P

Clarification of admission criteria is very necessary/necessary

CHF −0.166 0.008 

Chronic respiratory failure −0.146 0.019 

Chronic hepatic failure −0.161 0.010 

CRF without dialysis −0.116 0.064 

CRF with dialysis −0.151 0.017 

Intractable neurological disease −0.062 0.321 

Dementia −0.072 0.253 

Education and training systems are very necessary/necessary

CHF −0.114 0.068 

Chronic respiratory failure −0.132 0.034 

Chronic hepatic failure −0.100 0.109 

CRF without dialysis −0.104 0.095 

CRF with dialysis −0.105 0.099 

Intractable neurological disease −0.094 0.133 

Dementia −0.080 0.205 

Advice from experts in the hospital is very necessary/necessary

Chronic heart failure −0.105 0.095 

Chronic respiratory failure −0.156 0.013 

Chronic hepatic failure −0.093 0.140 

CRF without dialysis −0.118 0.059 

CRF with dialysis −0.107 0.091 

Intractable neurological disease −0.037 0.556 

Dementia −0.059 0.347 

Advice from experts outside the hospital is very necessary/necessary

Chronic heart failure 0.034 0.589 

Chronic respiratory failure −0.023 0.709 

Chronic hepatic failure −0.023 0.715 

CRF without dialysis 0.002 0.969 

CRF with dialysis −0.011 0.859 

Intractable neurological disease −0.026 0.685 

Dementia −0.062 0.324 

Table 3 (continued)



Hamano et al. Non-cancer patients’ admission to PCU88

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2023;12(1):81-89 | https://dx.doi.org/10.21037/apm-22-743

hospices/PCUs will complement our understanding of why 
non-cancer patients are less frequently admitted to palliative 
care. Third, we lacked information about non-respondents. 
As this information could deepen the insight derived from 
the research, we would like to collect this information in a 
future survey.

Conclusions

Our study indicated that non-cancer patients’ admission to 
inpatient hospice/PCUs was not standard in Japan due to a 
lack of health care insurance coverage, clarity on admission 
criteria, and education on the palliative care of non-cancer 
patients. Therefore, we propose the establishment of a 
health insurance system in which appropriate palliative 
care is available regardless of disease, clarification of the 
admission criteria, and establishment of a systematic 
education program. 
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Necessity of support and conditions
Very willing/willing to admit non-cancer patients

rs P

Available guidelines and guidance are very necessary/necessary

Chronic heart failure −0.091 0.144 

Chronic respiratory failure −0.080 0.198 

Chronic hepatic failure −0.037 0.559 

CRF without dialysis −0.058 0.355 

CRF with dialysis −0.047 0.463 

Intractable neurological disease −0.027 0.669 

Dementia −0.057 0.361 

CHF, chronic heart failure; CRF, chronic renal failure. 
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this study. The return of the completed questionnaire was 
regarded as consent to participate in the study. 
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Supplementary

Appendix 1 

Questionnaire 

I.Overview of hospice and palliative care units
(1) What is the number of beds in the hospital and hospice/palliative care unit where you work?

Whole Hospital beds Hospice and Palliative Care Unit beds

(2) In the hospice and palliative care unit where you work, to what extent did you accept admissions in FY2020 that were 
referred from outside your own facility? Please circle the approximate percentage.

1. not accepted 2. less than 20% accepted 3. between 20% and 40
4. 40% or more but less than 60 5.6 0% or more but less than 80
6. 80% or more but less than 100 7.1 00% (%)

II.We would like to ask you about the admission of patients with non-covered illnesses in the hospice and palliative 
care unit where you work
(1) In FY2020, have you ever accepted a patient with a non-quantifiable disease for admission?

1. Yes 
2. no.

If you answered "1. Yes", please fill in (2), and if you answered "2. No", please fill in (3).

(2) If you answered "1. Yes" in (1) above, please answer the following questions.
In the hospice and palliative care unit where you work, how many patients with diseases not covered by the calculation are 

received?

(3) Do you think it is necessary to be able to calculate the admission fee for palliative care wards in order to accept patients 
with non-compliant diseases for the purpose of palliative care? 

1. Necessary at all 2. necessary
3. necessary somewhat 4. Not necessary somewhat
5. Not necessary 6. Not necessary at all

(4) I would like to ask you all a question. (4) We would like to ask you to consider the following questions.
If the palliative care fee can be calculated, we would like to admit patients for the purpose of palliative care.
What are your thoughts at this time? What are your thoughts at this time?
Please circle one item that applies.

1. Very willing 2. Willing
3. Willing somewhat 4. Not willing somewhat
5. Not willing 6. Not willing at all

chronic heart failure patients

chronic respiratory failure patients

chronic hepatic failure patients

chronic renal failure without dialysis patients

chronic renal failure with dialysis patients

intractable neurological disease patients

dementia patients

Other patients
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(5) I would like to ask you all a question. If it becomes possible to calculate the fee for admission to a palliative care unit for 
patients with diseases not currently covered by the fee, what conditions and support do you think are necessary in the 
hospice/palliative care unit where you work in order to accept admission for the purpose of palliative care for patients 
who do not have a malignant tumor or acquired immunodeficiency syndrome (AIDS)? Please check all that apply. Please 
check all that apply.

1.N
ecessary at all

2.necessary

3.necessary 
som

ew
hat

4.N
ot necessary 

som
ew

hat

5.N
ot necessary

6.N
ot necessary 

at all

(1) chronic heart failure

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6

1. very necessary

2. fairly necessary

3. rather. 
necessary

4. rather. 
N

ot necessary.

5. not m
uch. 

N
ot necessary.

6. not at all 
necessary

(2) chronic respiratory failure

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6

(3) chronic hepatic failure

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6
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1. very 
necessary

2. fairly 
necessary

3. rather. 
necessary

4. rather. 
N

ot 
necessary.

5. not m
uch. 

N
ot 

necessary.

6. not at all 
necessary

(4) chronic renal failure without dialysis

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6

(5) chronic renal failure with dialysis

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6

1. very 
necessary

2. fairly 
necessary

3. rather. 
necessary

4. rather. 
N

ot 
necessary.

5. not m
uch. 

N
ot 

necessary.

6. not at all 
necessary

(6) intractable neurological disease

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6

(7) Dementia

1. Clarification of admission criteria 1 2 3 4 5 6

2. on symptom palliation, including disease pathophysiology and treatment

2-1. Education and training system 1 2 3 4 5 6

2-2. Advice from experts in the hospital 1 2 3 4 5 6

2-3. Advice from experts outside the hospital 1 2 3 4 5 6

2-4. Guidelines and guidance are available 1 2 3 4 5 6



© Annals of Palliative Medicine. All rights reserved.  https://dx.doi.org/10.21037/apm-22-743

Table S1 Characteristics of the facilities accepting admission of non-cancer patients and those not accepting admission

Characteristics Facilities accepting non-cancer patients (n=40) Facilities not accepting non-cancer patients (n=224)

Number of beds (means ± standard deviation)

Hospital 314.0±244.9 336.8±221.6

PCUs 22.0±9.0 21.0±7.8

Admissions referred from other hospitals in 2020, n (%)

100% 4 (10.0) 9 (4.0)

80% to less than 100% 19 (47.5) 50 (22.3)

60% to less than 80% 2 (5.0) 40 (17.9)

40% to less than 60% 3 (7.5) 25 (11.2)

20% to less than 40% 4 (10.0) 27 (12.1)

Less than 20% 5 (12.5) 56 (25.0)

None 1 (2.5) 7 (3.1)

PCUs, palliative care units. 
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Table S2 The number of non-cancer patients accepted for palliative 
care admission according to condition

Conditions
Number of 

patients
Number of 

facilities

CHF 1 4

2 2

3 2

18 1

Chronic respiratory failure 1 6

2 3

3 1

13 1

15 1

Chronic hepatic failure 1 2

2 1

3 1

27 1

CRF without dialysis 3 1

4 1

CRF with dialysis 1 2

2 2

4 1

Intractable neurological disease 1 2

4 1

Dementia 1 3

Others 1 7

2 4

3 2

5 3

6 1

8 1

9 1

10 1

12 1

20 2

95 1

380 1

CHF, chronic heart failure; CRF, chronic renal failure. 
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