
INTRODUCTION

According to 2020 data from Statistics Korea, the total 

number of deaths in Korea reached 304,948, representing an 

increase of 9,838 (3%) from the previous year [1]. This rise in 

annual deaths is primarily due to the aging population, result-

ing in a growing demand for end-of-life (EoL) care [2]. The 

EoL process typically involves gathering family members to 
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share their emotions and mourn, which serves as a catalyst 

for their subsequent recovery and return to daily life following 

the bereavement [3]. Notably, the location where individuals 

spend their final hours significantly impacts the quality of life 

for both patients and their families, with most patients pre-

ferring to be at home [4,5]. However, according to Statistics 

Korea’s data on births and deaths in 2021, 74.8% of deaths 

occurred in medical institutions, while only 16.5% took place 

in residences [6]. Consequently, most patients died in hospitals, 

and home-based deaths were relatively rare. When receiving 

EoL care in a hospital, private rooms can help prevent emo-

tional disturbances that may arise in other patients during the 

dying process, compared to shared rooms. Additionally, pri-

vate rooms offer enhanced privacy, preserve the patient’s dig-

nity, facilitate visitations, and foster smooth interactions with 

medical staff [7,8]. As a result, both patients and their families 

tend to prefer receiving EoL care in private spaces.

Hospice palliative care encompasses EoL care, which aims 

to comprehensively alleviate the suffering of patients and their 

families during the dying process [9]. In Korea, when a hos-

pice unit is established, it is required to designate a separate, 

private space as an EoL room, regardless of the bed capacity 

[10]. Furthermore, patients undergoing the EoL process can 

stay in these dedicated rooms for up to 3 days without incur-

ring additional charges for a higher-level ward [11]. However, 

there has been a lack of research investigating the utilization 

of EoL rooms within hospice units in Korea. Therefore, this 

study aimed to provide suggestions on how to optimize the use 

of EoL rooms by examining the location where EoL care was 

administered and the duration of EoL room usage for patients 

who died in a hospice unit.

METHODS

1. Study design

This retrospective study aimed to examine the utilization of 

the EoL rooms in a hospice ward.

2. Study sample

The subjects for this study were selected based on electronic 

medical records of patients who died between January 1, 2017, 

and December 31, 2021, in a hospice unit of a national uni-

versity hospital. All patients provided informed consent for in-

patient hospice care and for the suspension or discontinuation 

of life-sustaining treatment, in accordance with the guidelines 

outlined in the Act on Hospice and Palliative Care and Deci-

sions on Life-Sustaining Treatment for Patients at the End of 

Life. According to this law, a dying patient is defined as an in-

dividual who has received a medical evaluation from both the 

attending physician and a specialist, confirming that the pa-

tient has no potential for recovery; who does not recover de-

spite treatment; and who is in a state of imminent death due to 

rapid deterioration. The hospital in this study has a total bed 

capacity of 1,300, with the hospice unit comprising 16 shared 

rooms, one single room, and one dedicated room for the EoL 

process. In shared rooms, four patients occupy the same space, 

with each patient accompanied by a caregiver. Curtains are 

installed between the patients to provide a degree of privacy. A 

single room is occupied by one patient and one caregiver; it is 

used when a patient chooses to pay for a higher-level hospital 

room, when isolation is required due to infection or delirium, 

or when the dedicated room for EoL care is unavailable. The 

dedicated room functions as a separate space specifically de-

signed for EoL care once the patient has entered the EoL pro-

cess. Although there is no precise definition of an EoL room, 

previous studies have shown that medical staff and bereaved 

family members prefer EoL care in a private space to main-

tain the dignity of the dying patient. Additionally, hospice unit 

operational guidelines also designate it as a distinct space [10]. 

Therefore, this study defined an EoL room as a private room 

within the hospital exclusively intended for EoL care. In line 

with internal guidelines, the attending professor and physician 

evaluate whether the patient is in the dying process and then 

direct them to the EoL room. If the patient displays symptoms 

and signs suggestive of nearing the end of life, the unit nurse 

informs the attending physician and subsequently transfers the 

patient to the EoL room.

3. Data collection

This study received approval from the institutional review 

board of B University Hospital (2206-021-116) and aimed 

to investigate various patient factors by requesting electronic 

medical data. The factors examined included age, sex, diagno-
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sis, mental status, and overall condition upon admission to the 

hospice unit, as well as the type of hospital room where EoL 

care was received, length of stay in the hospice unit, duration 

of EoL room usage, date of death, and whether other patients 

used the EoL room at the time of death. To ensure the privacy 

of patients, personal identification information was encrypted 

when securely accessing the necessary data from the hospital’s 

electronic records. The mental status of each patient was cat-

egorized as alert, drowsy, semi-coma, or coma, based on the 

information documented in the nursing reports. The patient’

s overall condition was assessed using the Eastern Cooperative 

Oncology Group (ECOG) performance status score, as docu-

mented in the nursing reports. The ECOG is measured on a 

scale from 0 to 5, with a higher score indicating a worse level 

of activity. Grade 0 signifies that the patient is asymptomatic 

and fully active; Grade 1 means the patient is symptomatic 

but able to perform light work or activity; Grade 2 shows 

that the patient is symptomatic and spends less than 50% of 

the day in bed or in a chair; Grade 3 reveals that the patient 

spends more than 50% of the day in bed or in a chair; Grade 

4 denotes that the patient is bedbound; and Grade 5 indicates 

death. The hospital rooms in which patients received EoL care 

were identified through electronic records of the rooms where 

dying patients were discharged. These rooms were categorized 

into dedicated rooms, single rooms, and shared rooms. To 

determine the duration of EoL room usage, both the date of 

death and the date of admission to the EoL room were uti-

lized. Throughout the entire survey period, the date of death 

for each patient was recorded, and the total number of deaths 

was calculated daily. If multiple study subjects shared the same 

date of death, the count was set to the number of patients who 

died on that specific day. For patients who received EoL care 

in a shared room, if electronic records indicated that another 

patient was using the EoL room on the date of death, the rea-

son for not receiving EoL care in a private space was defined 

as “lack of dedicated rooms,” while all other cases were cat-

egorized as “others.”

4. Data analysis

We investigated the characteristics of the subjects, the types 

of rooms in which patients died, the length of stay in the hos-

pice unit, the duration of EoL room usage, and the reasons 

for not receiving EoL care in a private space. Furthermore, we 

performed mean and frequency analyses for the entire study 

period, focusing on the number of deaths by date, the number 

of deaths for each specific date of death, and the number of 

patients who died on the same date as the subject. To identify 

the characteristics of patients who did not receive EoL care 

in a private space, we conducted additional analyses target-

ing patients who received EoL care in an EoL room and those 

who received EoL care in a shared room. Patients who died in 

a single room were excluded from further analyses, as it was 

challenging to differentiate between those who were trans-

ferred to a single room for EoL care and those who were al-

ready in a single room prior to the EoL process. For the addi-

tional analyses, the t-test and chi-square test were conducted 

for two groups, comparing age, sex, diagnosis, mental status, 

and general condition upon admission to the hospice unit, 

duration of stay in the hospice unit, and the number of pa-

tients who died on the same date as the subject. Among these 

variables, mental status was divided into two categories: alert 

and drowsy or below, while ECOG grades were separated 

into grade 2 or lower and grade 3 or higher. Logistic regres-

sion analysis was carried out with the receipt of EoL care in a 

shared room as the dependent variable. All statistical analyses 

were conducted using SPSS version 27 (SPSS Inc., IBM Corp., 

Armonk, NY, USA), with a statistical significance level set at a 

P-value ＜0.05.

RESULTS

1. General characteristics of the subjects

From January 1, 2017 to December 31, 2021, there were 954 

new hospitalizations, with an average of 9.5 patients hospital-

ized and a total of 799 patient deaths. The mean age of de-

ceased patients was 69.73 years (±11.92), with men (n=468; 

58.6%) outnumbering women. Upon admission, 668 patients 

(83.6%) were alert, 120 (15.0%) were drowsy (stupor), 10 

(1.3%) were in a semi-coma, and one (0.1%) was in a coma. 

The ECOG performance status was utilized to evaluate the 

overall condition of patients in the study. Out of all patients, 

six (0.8%) were classified as grade 1, 147 (18.4%) as grade 2, 

327 (40.9%) as grade 3, and 317 (39.7%) as grade 4; the ma-
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jority were in grade 3 or higher, indicating a decline in their 

general health. In terms of primary cancer sites, 125 patients 

(15.6%) had lung cancer, followed by colorectal cancer in 91 

patients (11.4%), stomach cancer in 86 (10.8%), and pan-

creatic cancer in 75 (9.4%). The mean duration of stay in the 

hospice unit for all deceased patients was 16.53±14.43 days 

(Table 1).

2. Statistics on the occurrence of deaths in  

hospice units

During the 1,825-day survey period, death occurred on 632 

days (34.6%), with an average of 0.44 (±0.68) patients dying 

per day in the hospice unit. On the 632 days when deaths oc-

curred, the average number of dying patients per day was 1.26 

(±0.55). Out of the dates when deaths occurred, 138 (21.8%) 

had two or more deaths. The average number of patients who 

died on the same date as the subject was 1.5 patients (±0.74), 

and there were 305 patients (38.2%) who had two or more 

patients die on the same date (Table 2).

Table 1. Characteristics of Subjects (N=799).

Characteristics Mean±SD (range) or n (%)

Age (yr) 69.73±11.92 (26~102)

Sex

   Male 468 (58.6)

   Female 331 (41.4)

Mental status

   Alert 668 (83.6)

   Drowsy-stupor 120 (15.0)

   Semicoma 10 (1.3)

   Coma 1 (0.1)

ECOG score

   1 6 (0.8)

   2 147 (18.4)

   3 327 (40.9)

   4 317 (39.7)

   Censored data 2 (0.3)

Tumor type

   Stomach 86 (10.8)

   Colorectal 91 (11.4)

   Lung 125 (15.6)

   Liver 30 (3.8)

   Breast 51 (6.4)

   Cervix 16 (2.0)

   Prostate 18 (2.3)

   Pancreas 75 (9.4)

   Biliary 65 (8.1)

   Kidney 27 (3.4)

   Hematological 9 (1.1)

   Bladder 26 (3.3)

   Ovary 39 (4.9)

   Esophagus 15 (1.9)

   Head and neck 32 (4.0)

   etc. 94 (11.8)

Length of stay (days) 16.53±14.43 (0~85)

ECOG: Eastern Cooperative Oncology Group.

Table 2. Mortality Statistics of the Hospice Unit (N=799).

Variables
Mean±SD (range) 

or n (%)

Investigation period (days) 1,825

Total number of deaths during investigation period 799

Number of deaths per day 0.44±0.68 (0~5)

Number of deaths on day the patient died 1.26±0.55 (1~5)

Number of days the patient died (days) 632

   Number of days 1 patient died (days) 494 (78.2)

   Number of days 2 patients died (days) 113 (17.9)

   Number of days 3 patients died (days) 22 (3.5)

   Number of days 4 patients died (days) 2 (0.3)

   Number of days 5 patients died (days) 1 (0.2)

Number of patients who died on the same date 1.5±0.74 (1~5)

   Number of patients who died alone 494 (61.8)

   Number of patients with 2 deaths on the same date 226 (28.3)

   Number of patients with 3 deaths on the same date 66 (8.3)

   Number of patients with 4 deaths on the same date 8 (1.0)

   Number of patients with 5 deaths on the same date 5 (0.6)

Table 3. Status of End-of-Life Care in Hospice Unit (N=799).

Status of end-of-life care
Mean±SD  

or n (%)

Place of end-of-life care

   Dedicated room for dying patients 496 (62.1)

   Single room 115 (14.4)

   Shared room 188 (23.5)

Period of use of the dedicated room for dying patients 

(days)

1.08±2.53

   1 day of use 255 (51.4)

   2 days of use 151 (30.4)

   3 days of use 41 (8.3)

   4 days of use 23 (4.6)

   More than 4 days of use 26 (5.24)

Reasons for receiving end-of-life care in a shared room

   Insufficient number of dedicated rooms 103 (54.8)

   Other 85 (45.2)
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3. Status of end-of-life care

Regarding the location of EoL care, 496 patients (62.1%) 

received care in a dedicated room for dying patients, 115 

(14.4%) in a single room, and 188 (23.5%) in a shared room. 

The average duration of EoL room usage was 1.08±2.53 

days. Of those, 255 (51.4%) used the dedicated room for less 

than 1 day, 151 (30.4%) for 2 days, 41 (8.3%) for 3 days, 23 

(4.6%) for 4 days, and 26 patients (5.2%) for more than 4 

days. Among the 188 patients who died in a shared room, 103 

patients (54.8%) were unable to use a private space due to the 

unavailability of a dedicated room, representing 12.9% of the 

total 799 dying patients (Table 3).

Table 4. Characteristics of Subjects Who Died in a Dedicated Room or a Shared Room (N=684).

Characteristics 

Mean±SD (range) or n (%)

P valueDedicated room for dying patients 
(n=496)

Shared room  
(n=188)

Age (yr) 70.46±11.63 (27~102) 69.64±11.77 (26~95) 0.412

Sex

   Male 281 (56.7) 115 (61.2) 0.285

   Female 215 (43.3) 73 (38.8)

Mental status

   Alert 430 (87.0) 147 (80.3) 0.029

   Drowsy-coma 64 (13.0) 36 (19.7)

ECOG

   1~2 108 (20.8) 28 (15.1) 0.092

   3~4 393 (79.2) 158 (84.9)

   Censored data 0 2

Tumor type

   Stomach 61 (12.3) 14 (7.4) 0.104

   Colorectal 60 (12.1) 22 (11.7)

   Lung 66 (13.3) 40 (21.3)

   Liver 19 (3.8) 7 (3.7)

   Breast 26 (5.2) 16 (8.5)

   Cervix 10 (2) 5 (2.7)

   Prostate 10 (2) 7 (3.7)

   Pancreas 48 (9.7) 15 (8)

   Biliary 40 (8.1) 15 (8)

   Kidney 18 (3.6) 3 (1.6)

   Hematological 7 (1.4) 0 (0)

   Bladder 18 (3.6) 2 (1.1)

   Ovary 25 (5) 9 (4.8)

   Esophagus 7 (1.4) 5 (2.7)

   Head and neck 20 (4) 7 (3.7)

   Other 61 (12.3) 21 (11.2)

Length of stay (days) 18.42±14.62 (0~85) 13.38±14.19 (0~71) ＜0.001

Number of patients who died on the same date 1.42±0.68 (1~5) 1.68±0.86 (1~5) ＜0.001

   Number of patients who died alone 334 (67.3) 97 (51.6) ＜0.001

   Number of patients with 2 deaths on the same date 125 (25.2) 63 (33.5)

   Number of patients with 3 deaths on the same date 30 (6) 22 (11.7)

   Number of patients with 4 deaths on the same date 5 (1) 3 (1.6)

   Number of patients with 5 deaths on the same date 2 (0.4) 3 (1.6)

ECOG: Eastern Cooperative Oncology Group.
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4. Characteristics of patients according to  

the location of end-of-life care

There were no differences in age, sex, or diagnosis between 

patients who received EoL care in a shared room and those 

who received EoL care in a dedicated room. Among the pa-

tients who received EoL care in a shared room, 80.3% were 

alert upon admission to the hospice unit, which was signifi-

cantly lower than the 87% in the dedicated room. The aver-

age length of stay in hospice units was 13.38±14.19 days in a 

shared room, significantly shorter than the 18.42±14.62 days 

in the dedicated EoL room. The mean number of patients who 

died on the same date was 1.68 ±0.86, significantly higher 

than the 1.42±0.68 patients who died in the dedicated room. 

The rate of two or more patients dying on the same date was 

also significantly higher in shared rooms (48.4%) compared 

to dedicated rooms (32.7%) (Table 4). Logistic regression 

analysis, with EoL status in a shared room as the dependent 

variable, showed that the more patients who died on the same 

date, the higher the risk of receiving EoL care in a shared 

room (odds ratio [OR]=1.66, 95% confidence interval [CI] 

1.33~2.08; P＜0.001). Additionally, the longer the hospice 

unit was used, the lower the risk of EoL care in a shared room 

(OR=0.98, 95% CI 0.97~0.99; P=0.002) (Table 5).

DISCUSSION

To assess the current state of dedicated room usage, this 

study analyzed medical records from a hospice unit in a na-

tional university hospital, focusing on the location of EoL care, 

the duration of dedicated room usage, and patient character-

istics. Among all dying patients, 23.5% did not receive EoL 

care in a separate space, and over half of these cases (54.8%) 

were attributed to an insufficient number of dedicated rooms. 

Research on dedicated room usage in hospice units is scarce. 

In a multicenter survey of bereaved families of hospice unit 

patients in Japan, it was discovered that 8.6% of patients were 

unable to die in a private space, suggesting that the autonomy 

of dying patients was better maintained compared to the re-

sults of this study [12]. In the specific institution where this 

research took place, there are 17 operational hospital beds, 

with one dedicated room allocated in accordance with hos-

pice unit operation standards. During the 1,825-day survey 

period, deaths occurred on 632 days, representing only 34.6% 

of the entire period, with a mean daily death rate of 0.4 pa-

tients. This mathematical assessment suggests that there is no 

shortage of available dedicated rooms. However, when ex-

amining the data based on the actual date of death, the mean 

daily death rate was 1.26±0.55, and two or more deaths oc-

curred per day on 138 days (21.8%), indicating that there were 

numerous instances when the dedicated rooms could not be 

used due to their limited availability. Logistic regression also 

showed that a high number of patients who died on the same 

day was associated with the risk of EoL care in a shared room. 

Furthermore, once the decision for the EoL process has been 

made for a patient and the patient enters the dedicated room, 

EoL care is provided for several days until the actual death, 

making it impossible for other patients to use the dedicated 

room during that period. Consequently, it becomes essential 

to assess whether the current EoL operation standard, which 

involves operating one dedicated room regardless of the num-

ber of beds, is sufficient. A comprehensive approach is needed 

to determine the optimal number of dedicated rooms based on 

factors such as the total number of beds, bed utilization rate, 

annual patient mortality rate, and the appropriate EoL care 

duration.

In this study, we found that the average duration of EoL 

care in the dedicated room was 1.08±2.53 days, which was 

significantly shorter than the institutionally guaranteed period 

of 3 days. Moreover, more than half of the patients (51.4%) 

used the room for one day or less. These findings are notably 

different from a previous study conducted at an Australian 

tertiary hospital [13], which reported that the mean usage 

Table 5. Odds Ratios and 95% Confidence Intervals from the Logistic 

Regression Models for the Risk of Receiving End-of-Life Care in a Shared 

Room.

Variables OR 95% CI P value

Age (yr) 0.99 0.98~1.01 0.265

Sex 0.86 0.60~1.23 0.402

Mental status (alert) 0.67 0.42~1.09 0.109

ECOG score ＜3 0.91 0.56~1.48 0.708

Number of patients who died on the same day 1.66 1.33~2.08 ＜0.001

Length of stay 0.98 0.96~0.99 0.002

OR: odds ratio, CI: confidence interval, ECOG: Eastern Cooperative Oncology 
Group.
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duration of the Lotus Room, a separate space designated for 

EoL care, was 2.37±1.3 days. Our study confirms that the 

results obtained were less than half of those reported in the 

Australian study. A patient in the process of dying is defined as 

someone whose condition deteriorates within days or weeks, 

and death is anticipated. It is during this time that discussions 

about implementing EoL care should specifically take place 

[14]. Although there are no clear criteria for the timing and 

duration of appropriate EoL care, guidelines provided by the 

National Institute for Health and Care Excellence suggest that 

EoL care should be initiated for patients who are expected to 

die within 2~3 days [15]. In a qualitative study focusing on 

improving EoL care, bereaved families expressed a desire to 

spend more time in a private space during EoL care [16]. Al-

though no previous studies have explored the reasons for the 

decreasing duration of EoL care in dedicated rooms, clinical 

observations suggest that limited room availability and delayed 

assessment of the EoL process by medical staff may contribute 

to this trend. In a typical hospice unit, the physician in charge 

or attending physician determines if a patient is in the dying 

process based on signs such as Cheyne-Stokes breathing and 

terminal wheezing, as well as the patient’s overall condition 

assessed using the Palliative Performance Scale. Once the deci-

sion is made, the patient is transferred to a dedicated room for 

EoL care [17]. A study examining the accuracy of prognosis 

prediction made by medical staff revealed that both physicians 

and nurses tended to overestimate life expectancy. Physicians 

demonstrated greater accuracy in predicting survival at the 

6-month mark, whereas nurses were more accurate in pre-

dicting survival within 24 or 48 hours [18]. Previous studies 

comparing the prognosis prediction accuracy of multidisci-

plinary teams, including both physicians and nurses, with the 

predictions made by medical staff alone, reported accuracy 

rates of 57.5%, 56.3%, and 55.5% respectively; the predic-

tion accuracy of the multidisciplinary teams was higher than 

either physicians or nurses working alone [19]. Therefore, it is 

anticipated that if the traditional approach of relying on phy-

sicians for end-of-life process judgment is supplemented with 

a multidisciplinary team approach involving both doctors and 

nurses, the accuracy of prognostic predictions will increase, 

leading to earlier determination and notification of the end-

of-life process.

In this study, patients who did not receive EoL care in a pri-

vate room and passed away in a shared room had a shorter 

admission period to the hospice unit compared to patients 

who received EoL care in a dedicated room. Logistic regres-

sion analysis demonstrated that a longer hospitalization period 

in the hospice unit correlated with a lower risk of receiving 

EoL care in a shared room. To ensure EoL care is provided in 

a private room, it is essential to initiate discussions about death 

with patients and their families once the decision regarding the 

EoL process has been made by medical staff. However, inac-

curate predictions of a patient’s survival, delays in assessing 

the EoL process, or insufficient conversations with the patient 

and their family may result in missing the ideal moment to 

transfer the patient to the dedicated EoL room. Since a patient’

s survival period prediction may vary based on changes in 

their symptoms and signs at the beginning and after admis-

sion, it is necessary to conduct repeated assessments [20]. In a 

previous study that compared the accuracy of physicians and 

nurses in predicting patient prognosis at weekly intervals, both 

groups tended to overestimate the survival period. However, 

as the frequency of measurements increased, their predictions 

became closer to the actual survival period [21]. Patients with 

shorter hospice unit stays have relatively fewer opportunities 

for prognostic predictions, which can result in lower accuracy. 

Overestimating life expectancy by medical staff may further 

delay transfers to dedicated EoL rooms. Moreover, medical 

staff often face barriers when discussing EoL matters with pa-

tients and their families due to factors such as lack of knowl-

edge and education, cultural differences, and family rejection 

[22,23]. To overcome patient and family resistance, it is essen-

tial to establish relationships through ongoing communication 

and personalized approaches [24]. A shorter hospice unit stay 

may hinder EoL discussions because there is not enough time 

to form relationships between physicians and patients/families. 

Therefore, it is crucial to expedite transfers to hospice units to 

enable accurate prognosis prediction and ensure sufficient time 

to establish relationships with patients and their families.

This study has several limitations. First, due to its retrospec-

tive nature and reliance on electronic data analysis, we were 

unable to determine the exact reasons why patients did not re-

ceive EoL care in private units, as well as the specific locations 

of primary cancer and metastasis that might be associated with 
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sudden death. Prospective studies are needed to explore fac-

tors such as the assessment of the EoL process, reasons for 

choosing a place for EoL care, and the factors contributing to 

sudden death. Second, this study was conducted in the hospice 

unit of a single tertiary hospital, and the mean length of stay 

for the subjects was 16.53 days, which was similar to the mean 

of 15.1 days in general tertiary hospitals but significantly lower 

than the mean of 26.6 days for all healthcare institutions [25]. 

This makes it difficult to generalize the results of the study. In 

the future, it is necessary to conduct a multicenter study in-

volving various healthcare institutions that operate inpatient 

hospice units. Despite these limitations, this study is the first to 

investigate the utilization of dedicated EoL rooms within hos-

pice units in Korea. The strengths of this study lie in its ability 

to highlight the need for follow-up research on the installation 

standards of the dedicated EoL rooms, the appropriateness of 

their usage duration, and the multidisciplinary prognosis pre-

diction. This study also offers valuable insights into enhancing 

the practical utilization rate of the dedicated rooms, such as 

early patient transfer to hospice units and optimizing their du-

ration of use.

In this study carried out in a hospice unit of a university 

hospital, 23.5% of dying patients did not receive EoL care in a 

separate space. The likelihood of not receiving EoL care pri-

vately was greater for patients with a shorter duration of hos-

pitalization and when the number of patients who passed away 

on the same day was higher. For those who received EoL care 

in a dedicated EoL room, the duration of care was frequently 

shorter than anticipated, typically less than one day. Further 

research and efforts are necessary to establish more dedicated 

EoL rooms and promote early connections to hospice units, 

allowing a greater number of patients to receive EoL care for 

an adequate amount of time.
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