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Abstract 

Background  Under the background of the increasing aging population and cancer burden in China, the role 
of hospice care has become increasingly prominent. The government has paid more attention to the development 
of hospice care and set up pilot hospitals to promote hospice care. Moreover, healthcare providers play a leading 
role in hospice care services. To improve the quality of hospice care, the National Health Commission of the People’s 
Republic of China proposed to set up hospice care training bases in municipal or above-level hospitals with hospice 
care or relevant work foundations, and train healthcare providers on hospice care. This study aimed to investigate 
the current situation of cognition and attitudes about hospice care among healthcare providers and provide a theo-
retical basis for hospital training.

Methods  We used a quantitative design. A questionnaire survey was conducted among 1591 healthcare providers 
from August 2022 to November 2022. SPSS 22.0 software was used to analyze the data.

Results  As a significant way of continuing education for healthcare providers, hospital training hasn’t been effec-
tively exploited in hospice care education. The average score of hospice care knowledge among participants 
was (7.74 ± 2.242) and the average score of hospice care attitudes among participants was (4.55 ± 1.503). According 
to multivariate linear regression analysis, sex (p < 0.001), education levels (p < 0.001), and professional titles (p = 0.018) 
of participants had significant difference on the score of hospice care knowledge; education levels (p = 0.009) and pro-
fessional titles (p = 0.016) of participants had significant difference on the score of hospice care attitudes.

Conclusions  There were some misunderstandings about hospice care among healthcare providers and their atti-
tudes towards hospice care were inactive. It’s suggested that hospitals should carry out professional and systematic 
education courses to help healthcare providers understand hospice care correctly, and participate in hospice care 
services actively.
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Introduction
Hospice care is a special type of care provided by hos-
pice team members, including doctors, nurses, home 
health aides, social workers, clergymen or other counse-
lors, trained volunteers, etc., who are committed to sup-
porting the medical, psychological, and spiritual needs 
of both patients (i.e., the life expectancy of 6 months or 
less) and their loved ones [1]. The role of hospice care in 
relieving the pain, suffering of patients with advanced 
diseases and improving their quality of life has been 
widely recognized [2]. Especially under the social back-
ground of increasing cancer burden [3], and deepening 
population aging [4] which was also accompanied by 
family miniaturization and empty nest [4, 5], the role of 
hospice care is increasingly prominent [6].

Systematic hospice services originated in the UK, 
marked by St. Christopher’s Hospice which was founded 
by Dr. Cicely Saunders in 1967. During the last decades, 
the development of hospice care services has increased 
gradually. Home care teams, hospices, support teams in 
hospitals, and specialized hospice care units have been 
established in most countries [7]. In the UK, among the 
general public, there was a high preference for hospice 
care. Home hospice care is the most common preference, 
with inpatient hospice care as the second preference in 
advanced illness [8]. Healthcare providers, especially 
general practitioners (GPs), play an important role in 
hospice care [9–11].

Education and training in hospice care are highly val-
ued in other countries. Hospice has now been recog-
nized by the American Board of Medical Subspecialties 
as a field with a unique body of knowledge and practice. 
With 9 other specialty boards, the American Board of 
Emergency Medicine has cosponsored hospice and pal-
liative medicine as an official subspecialty [12]. In Ger-
many, nursing staff can undergo additional training in 
hospice care. By doing so, they can offer patients differ-
ent kinds of nursing care that cater more to their men-
tal, social, and spiritual welfare than primarily to matters 
of hygiene or other physical needs [13]. The Japanese 
Society for Palliative Medicine developed the "Palliative  
care Emphasis program on symptom management and 
Assessment for Continuous medical Education" (PEACE) 
in 2008. PEACE was designed to teach symptom man-
agement and communication skills, etc. to all healthcare 
providers who engage in cancer care [14, 15]. The devel-
opment of PEACE promoted a significant improvement 
in basic hospice care education for physicians engaged in 
providing cancer care [16].

Modern hospice care in China began in the twentieth 
century. In 1982, hospice service was launched by Notre 
Dame in Kowloon, Hong Kong [17]. In 1983, Professor 
Keshi Zhao began to promote the home care program 

for patients with terminal cancer in Taiwan [18]. In 1988, 
the Hospice Research Center of Tianjin Medical Univer-
sity was established, which opened the prelude to hospice 
care in mainland China [19]. In 1990, the Beijing Song-
tang Care Hospital, Shanghai Nanhui Care Hospital [20] 
and Taiwan Mackay Memorial Hospital began providing 
hospice care service [21], then Xi’an, Shenyang, Guang-
zhou, and other cities followed successively [20]. In 1998, 
Li Ka Shing Foundation cooperated with 20 hospitals 
across our country to provide home nursing services for 
advanced cancer patients free of charge [19].

In recent years, China has paid more attention to the 
development of hospice care. In October 2016, "Outline 
of Healthy China 2030 Plan" clearly stated:" to provide 
elderly persons with treatment hospitalization, reha-
bilitation care, stable life care, and hospice care integra-
tion for health and pension services [22]." In December 
of the same year, "China’s 13th Five-Year Plan for Health 
and Wellness" proposed to develop and strengthen long-
term care, chronic disease management, hospice care, 
and other continuing medical institutions [23]. Then, the 
"Hospice Care Practice Guidelines (Trial)" "Basic Stand-
ards and Management Norms for Hospice Care Cent-
ers (Trial)" and other documents were issued in 2017, 
which put forward requirements for the number of beds, 
department settings, staffing, etc. of hospice care centers, 
and standardized the symptom control, psychological 
and social support services, etc. of hospice care. Further-
more, the first batch of hospice care pilots was launched 
in the Haidian District of Beijing, Changchun City of 
Jilin Province, Putuo District of Shanghai, Luoyang City 
of Henan Province, and Deyang City of Sichuan Prov-
ince [24]. After that, hospice care projects were included 
in the scope of medical insurance reimbursement in our 
country [25], which helps reduce the economic burden 
of dying patients and their families. In 2019, the National 
Health Commission of the People’s Republic of China 
announced 71 cities/districts, including Beijing and 
Shanghai, as the second batch of hospice care pilot units 
[26]. By the end of 2020, there were 510 hospitals with 
hospice departments in China [24].

To improve the quality of hospice care, the National 
Health Commission of the People’s Republic of China 
proposed to set up hospice care education and training 
bases in municipal or above-level hospitals which with 
relevant work foundations, and train healthcare pro-
viders on hospice care conception and skills, etc. [26]. 
Therefore, we selected healthcare providers who worked 
in tertiary hospitals as the research objects, and inves-
tigated their cognition and attitudes about hospice care 
through a questionnaire survey, to provide reference for 
setting up hospice training base and carrying out hospice 
care education in hospitals.
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 This study reports an analysis of quantitative data and 
answers to the following research questions:

1.	 What is the knowledge and attitudes of healthcare 
providers about hospice care?

2.	 What factors help us to understand the variation in 
knowledge and attitudes?

Methods
This study used a quantitative, descriptive design. The 
approach enabled the data collection and analysis objec-
tively. Ethical approval was received from the Affiliated 
Hospital of North Sichuan Medical College.

Study design
Referring to the Frommelt Attitude Toward Care of the 
Dying Scale (FATCOD) in America [27, 28] and pre-
vious research [20, 29] in China, we designed a ques-
tionnaire to investigate the cognition and attitudes of 
healthcare providers towards hospice care. The scale of 
the questionnaire consists of 18 questions, and explora-
tory factor analysis extracted two common factors. One 
of the questions (Q1) has a load higher than 0.5 in the 
two factors, it is invalid and deleted. The remaining 
17 questions are valid. Besides, based on the results of 
exploratory factor analysis, the first factor contains 10 
questions and the second factor contains 7 questions. 
Moreover, according to the previous research [20, 27–
29] and the content of each question, the first factor (10 
questions) is determined as cognition of hospice care, 
and the second factor (7 questions) is the attitudes 
toward hospice care. The cumulative variance contribu-
tion rate was 55.484%.

After expert consultation and preliminary investiga-
tion, the questionnaire was determined. The Cronbach’s 
α coefficient of the total scale was 0.933, the split-half 
reliability of the scale was 0.912, and the Cronbach’s α 
coefficients of two dimensions were 0.914, and 0.810, 
respectively. In addition, the KMO=0.941, Barlette test 
was used (p<0.001). The study conforms to the ethical 
requirements.

Participants
We selected five tertiary hospitals with hospice care 
or related medical services in Sichuan Province in 
China. On the one hand, hospice care services have 
been existing in Sichuan Province since 1998 [19]. 
On the other hand, based on the hospital manage-
ment plan proposed by the Ministry of Health, hos-
pitals are divided into three levels in China. The 

tertiary hospitals stand at the highest level and inte-
grate clinical, teaching, and scientific research. They 
assume the responsibility of providing guidance and 
training to lower-level hospitals. So, as research sub-
jects, they are more representative than other levels 
of hospitals.

The inclusion criteria for this study were formal 
healthcare providers who work in the chosen hospitals 
and get health professional qualifications. Exclusion 
criteria included: those without health professional 
qualifications, and interns. Eligible participants were 
approached and consented virtually.

Data collection and measures
Our study was conducted from August 2022 to Novem-
ber 2022, the survey was primarily performed in the 
inpatient ward of hospice care, cardiology, geriatrics, 
oncology, gastroenterology, intensive care unit, and res-
piratory in the selected hospitals. Healthcare providers 
were asked by trained interviewers whether they would 
like to participate in the survey.

Our questionnaires have three parts: demographic 
information, knowledge about hospice care, and atti-
tudes towards hospice care. In the first part, we col-
lected the participants’ backgrounds including sex, age, 
religion, education levels, occupation, professional titles, 
etc. In the second part, we assessed the level of knowl-
edge among participants by ten objective questions 
(0–1 point per question out of 10). In the third part, 
seven questions (0–1 point per question out of 7) were 
designed to assess participants’ attitudes towards hos-
pice care. Each questionnaire declared that participa-
tion in the study is voluntary, and the responses would 
be only used for research. To assure confidentiality, the 
instructions also stated that completed survey question-
naires would not be revealed to anyone other than the 
researchers.

Data analysis
All data were analyzed by Statistical Package for the 
Social Sciences (SPSS, version 22.0). Descriptive statis-
tics were calculated for all study variables. Associations 
of general characteristics with cognition and attitudes on 
hospice care were tested by t-test and one-way ANOVA. 
Predictors of healthcare providers’ cognition and atti-
tudes towards hospice care were examined through mul-
tiple regression techniques. Pearson correlation analysis 
was applied for the correlation between cognition and 
attitudes. For all analyses, p < 0.05 was considered statisti-
cally significant.



Page 4 of 11Ling et al. BMC Medical Education          (2023) 23:953 

Results
General characteristics of study participants
A total of 1600 individuals participated in the question-
naire filling in our survey, with a response rate of 99.4%. 
Due to some external or uncontrollable factors, 9 par-
ticipants failed to complete the questionnaire. Sociode-
mographic characteristics are presented in Table  1. The 
majority of participants were female (n = 845, 53.1%), 
and the mean age was (34.24 ± 9.19) years old (range 
19–55). Most of the participants only got bachelor 
degree (n = 843, 53.0%). There were 998 (62.7%) doctors 
and 593 (37.3%) nurses, most of them with the primary 
title (n = 923, 58.0%). Approximately 92.6% (n = 1473) of 
the participants have heard of hospice care, and 62.5% 

(n = 994) of these participants learn about hospice care 
through school education.

Knowledge about hospice care
Knowledge about hospice care among the participants 
is shown in Table  2. The average score of knowledge 
among participants was (7.74 ± 2.242), and the total mark 
was 10 points. Referring to the evaluation standard: of 
70 points out of 100 [29], the participants scored a lit-
tle high on hospice care knowledge but still with some 
misunderstanding of hospice care. Approximately, 91.2% 
(n = 1451) of the participants believed that hospice care 
could improve the quality of life for terminal patients, 
and 67.3% (n = 1072) of the participants considered that 
hospice care could be utilized not only for patients with 
advanced cancer. Most of the participants’ supposed hos-
pice care needs interdisciplinary teamwork (n = 1416, 
89.0%) and focuses on care (n = 1155, 72.6%), neither 
lengthens nor shortens one’s survival time (n = 1237, 
77.7%). However, 7.7% (n = 123) of the participants still 
regarded hospice care as euthanasia (Table 2).

The score of hospice care knowledge among health care 
providers was significantly associated with sex (t = 2.994, 
p = 0.003), age (F = 5.698, p = 0.001), education levels 
(F = 14.275, p < 0.001), and professional titles (F = 16.023, 
p < 0.001). The score of hospice care knowledge was sig-
nificantly higher in female and older respondents; in 
health care providers got postgraduate degree and senior 
title (Table 3).

Attitudes towards hospice care
Attitudes towards hospice care among the participants 
are presented in Table  2. The average score of attitudes 
among participants was (4.55 ± 1.503), and the total mark 
was 7 points. Referring to the evaluation standard: of 70 
points out of 100 [19], the attitudes of the participants 
towards hospice care were inactive. Most of the par-
ticipants (n = 1333; 83.8%) considered that hospice care 
conforms to traditional medical ideas. A total of 77.8% 
(n = 1238) answered "Yes" regarding the importance of 
hospice care to promote optimal allocation of medical 
resources, and 73.6% (n = 1171) believed in hospice care 
could relieve families’ financial pressure. However, 55.0% 
(n = 875) of the respondents were reluctant to participate 
in hospice services because they insisted that caring for 
dying patients would increase their psychological burden.

Attitudes towards hospice among the participants were 
significantly associated with age (F = 5.378, p = 0.001), 
marital status (t = -2.488, p = 0.013), education levels 
(F = 3.933, p = 0.020), and professional titles (F = 12.473, 
p < 0.001). Hospice care attitudes were significantly more 
positive among healthcare providers who were married 

Table 1  General characteristics of the participants (N = 1591)

Variables N (%)

Sex

  Male 746 (46.9)

  Female 845 (53.1)

Age

  ≤ 25 318 (20.0)

  26 ~ 35 623 (39.2)

  36 ~ 45 373 (23.4)

  ≥ 46 277 (17.4)

Marital status

  Married 1142 (71.8)

  Unmarried 449 (28.2)

Religion

  Yes 68 (4.3)

  No 1523 (95.7)

Educational levels

  Associate Degree 478 (30.0)

  Undergraduate 843 (53.0)

  Postgraduate 270 (17.0)

Occupation

  Doctor 998 (62.7)

  Nurse 593 (37.3)

Professional titles

  Primary title 923 (58.0)

  Intermediate title 346 (21.8)

  Senior title 322 (20.2)

Have heard about hospice care

  Yes 1473 (92.6)

  No 118 (7.4)

Hospice knowledge sources

  School education 994 (62.5)

  Media or internet 780 (49.0)

  Hospital training 706 (44.4)

  Others 370 (23.3)
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and aged over 46 years old; in those who got postgradu-
ate degree and senior title (Table 3).

Multiple regression analysis of influencing factors 
about hospice care knowledge and attitudes 
among the participants
According to the generalized multiple linear regression 
model, it’s assumed that there were k independent vari-
ables of Ŷ  related to the dependent variables (the score 
of hospice care knowledge and attitudes), which were 
marked as X1 , X2 , …, Xk and the multiple linear regres-
sion equation was assumed to be:

According to the results of the t-test and one-way 
ANOVA, the score of knowledge was used as the depend-
ent variable, and sex, age, education levels, and profes-
sional titles were used as the independent variables. 
Besides, the score of attitudes was taken as the depend-
ent variable, and marital status, age, education levels, and 

Y = b0 + b1X1 + b2X2 + ...+ bkXk + e

professional titles were used as independent variables 
(Table 4).

We conducted multiple regression analyses to examine 
factors influencing knowledge about hospice care among 
the participants. Sex, age, education levels, and profes-
sional titles were entered in the regression model as pre-
dictors of knowledge score about hospice care. Factors 
significantly predicted knowledge about hospice care, 
including the provision of sex (p < 0.001), education lev-
els (p < 0.001), and professional titles (p = 0.018) (Table 5). 
R2 = 0.43, Adjusted R2 = 0.41. The regression equation 
was:

Knowledge score = 7.481− 0.519× Sex + 0.937× Education levels +

0.510× Professional titles  
Multiple regression analyses also were conducted to 

examine factors influencing attitudes about hospice 
care among the participants. Marital status, age, edu-
cation levels, and professional titles were entered in 
the regression model as predictors of attitudes score 
about hospice care. Factors significantly predicted 
attitudes about hospice care, including the provision 

Table 2  The score of knowledge and attitudes about hospice care among the participants (N = 1591)

Question Yes (%) No (%) Not Sure (%)

Knowledge
  1. In hospice care service, treatment is more important than care. (No) 260 (16.3) 1155 (72.6) 176 (11.1)

  2. Terminal patients with a definite diagnosis, hopeless treatment, and expected life within 6 months 
belong to the scope of hospice care. (Yes)

1072 (67.3) 227 (14.3) 292 (18.4)

  3. Hospice care service is provided by a team composed of doctors, nurses, social workers, volunteers, etc. 
(Yes)

1416 (89.0) 63 (4.0) 112 (7.0)

  4. Hospice care has many modes include hospital hospice, hospice wards, community hospice or home 
hospice, etc. to meet the different needs of patients and their families. (Yes)

1408 (88.5) 69 (4.3) 114 (7.2)

  5. Hospice care provides palliative or supportive medical measures, neither delaying nor accelerating 
the death. (Yes)

1237 (77.7) 163 (10.2) 191 (12.1)

  6. Hospice care can improve the quality of life of dying people and make them leave peacefully, which 
is consistent with the maintenance of human dignity too. (Yes)

1451 (91.2) 64 (4.0) 76 (4.8)

  7. Hospice care is euthanasia. (No) 123 (7.7) 1298 (81.6) 170 (10.7)

  8. Pain control is one of the most important aspects of hospice care.(Yes) 1300 (81.7) 133 (8.4) 158 (9.9)

  9. 80% ~ 90% of the pain can be controlled as long as the drug selection is appropriate, the dosage is rea-
sonable, and the interval of administration is proper. (Yes)

982 (61.7) 266 (16.7) 343 (21.6)

  10. The clients of hospice care include not only the hospice patients but also their families, which should 
last until the mourning period. (Yes)

1011 (63.5) 324 (20.4) 256 (16.1)

Attitudes
  1. Healthcare providers pay more attention to the general patient than to the dying patients and ignore 
the needs of the dying. (No)

546 (34.3) 735 (46.2) 310 (19.5)

  2. Hospice care lacks social support in China. (Yes) 1081 (67.9) 178 (11.2) 332 (20.9)

  3. Hospice care against the Chinese tradition of filial piety. (NO) 100 (6.3) 1333 (83.8) 158 (9.9)

  4. Hospice care goes against the traditional medical concept of "healing the wounded and rescuing 
the dying". (No)

133 (8.4) 1333 (83.8) 125 (7.9)

  5. Hospice care is conducive to relieving the financial and mental pressure of the dying and their families. 
(Yes)

1171 (73.6) 221 (13.9) 199 (12.5)

  6. Hospice care is beneficial to the rational allocation of medical resources. (Yes) 1238 (77.8) 134 (8.4) 219 (13.8)

  7. Caring for the dying is increasing the psychological burden of healthcare providers inevitably. (No) 875 (55.0) 351 (22.1) 365 (22.9)
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of education levels (p = 0.009) and professional titles 
(p = 0.016) (Table 6). R2 = 0.17, Adjusted R2 = 0.15. The 
regression equation was:
Attitudes score = 4.265 + 0.300 × Education levels +

0.356 × Professional titles  

Correlation between knowledge and attitudes of hospice 
care
The knowledge of hospice care was positively correlated 
with the attitudes towards hospice care among healthcare 
providers (r = 0.544, p < 0.001). Cognition determined 

Table 3  Analysis of knowledge and attitudes about hospice care among the participants (N = 1591)

Variables Knowledge score 
( X ± S)

F/t p Attitudes score ( X ± S) F/t p

Sex 2.994 0.003 1.235 0.217

  Male 7.56 ± 2.425 4.50 ± 1.511

  Female 7.90 ± 2.055 4.59 ± 1.458

Age 5.698 0.001 5.378 0.001

  ≤ 25 7.65 ± 2.152 4.35 ± 1.545

  26 ~ 35 7.55 ± 2.400 4.48 ± 1.552

  36 ~ 45 7.82 ± 2.357 4.66 ± 1.474

  ≥ 46 8.19 ± 1.689 4.79 ± 1.336

Marital status -1.402 0.161 -2.488 0.013

  Unmarried 7.62 ± 2.295 4.39 ± 1.592

  Married 7.79 ± 2.219 4.61 ± 1.462

Religion 1.806 0.071 -0.232 0.816

  Yes 7.26 ± 2.290 4.59 ± 1.406

  No 7.77 ± 2.238 4.54 ± 1.507

Educational levels 14.275  < 0.001 3.933 0.020

  Junior College 7.36 ± 2.309 4.40 ± 1.546

  Undergraduate 7.81 ± 2.187 4.58 ± 1.464

  Postgraduate 8.24 ± 2.179 4.70 ± 1.526

Occupation -1.468 0.142 -0.301 0.763

  Doctor 7.68 ± 2.346 4.54 ± 1.534

  Nurse 7.85 ± 2.053 4.56 ± 1.450

Professional titles 16.023  < 0.001 12. 473  < 0.001

  Primary title 7.53 ± 2.308 4.42 ± 1.542

  Intermediate title 7.75 ± 2.342 4.55 ± 1.478

  Senior title 8.35 ± 1.790 4.90 ± 1.353

Table 4  Variable assignment

Variable Server variable Assignment description

Dependent Variable

  Knowledge score Continuous variable
  Attitudes score Continuous variable
Independent variable

  Sex X1 Male = 1, Female = 0

  Age X2  ≤ 25 = 000, 26 ~ 35 = 100, 36 ~ 45 = 010, ≥ 46 = 001

  Marital status X3 Unmarried = 0, Married = 1

  Education levels X5 Junior College = 00, Undergraduate = 10, Postgraduate = 01

  Professional titles X6 Primary title = 00, Intermediate title = 10, Senior title = 01
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attitudes. The higher score of hospice knowledge was, the 
more positive hospice attitudes were.

Discussion
In this study, the knowledge score of healthcare pro-
viders towards hospice care reached the passing 
standard, but, some items also needs to be enriched: 
Pain control, scope of care, service recipients. First 
of all, the three-step  analgesia  principle which 
instructed by WHO was adopted  in hospice care. Com-
bined with pain assessment scales or tools, the pain can 
be effectively controlled [30, 31]. In addition, some par-
ticipants consider that hospice care was only for patients 
with advanced cancer. Actually, there was no limited by 
disease type in hospice care. Hospice care is available to 
all patients whose estimated survival time is less than six 
months and have willing to accept the care. Moreover, 
the patient’s families also need caring [1].

Sex had a statistically significant impact on the score 
of health care providers among hospice care knowl-
edge. Women scored higher, which was different from 
previous studies [32]. As we all know, hospice care 
services require healthcare providers not only to mas-
ter professional knowledge and skill but also to have 

the ability to empathize with dying patients and their 
families [33–35]. From the perspective of caring eth-
ics, men prefer to look for answers logically. Never-
theless, women tend to put themselves in the person’s 
shoes and consider the physiological and psychologi-
cal feelings of others concerned [36]. Thus, women 
may get the meaning of hospice care better. It suggests 
that hospitals should emphasize the primary position 
of patients and their families, and pay more attention 
to cultivating the communication skills of health care 
providers, then help them learn how to make decisions 
from the perspective of patients and their families. The 
SPIKES mode [37–39] and SHARE mode [40–42] are 
available for reference.

The participants with higher education levels and pro-
fessional titles also scored higher on hospice care knowl-
edge and attitudes, but there were still misconceptions 
about hospice care among healthcare providers [43]. 
According to relevant policies, professional title promo-
tions of healthcare providers have education levels and 
working seniority requirements. Under normal circum-
stances, those with higher professional titles also with 
higher education levels and richer clinical working expe-
riences. In a great measure, their cognition of hospice 

Table 5  Regression analyses of influencing factors of knowledge score

Independent variable B SE β t p 95% CI

Constant 7.481 0.141 53.058  < 0.001 7.204 ~ 7.757

Sex -0.519 0.116 -0.116 -4.466  < 0.001 -0.747 ~ -0.291

Age 0.247 0.249 0.042 0.989 0.323 -0.242 ~ 0.735

Education levels 0.937 0.179 0.157 5.224  < 0.001 0.585 ~ 1.289

Professional titles 0.510 0.216 0.091 2.361 0.018 0.086 ~ 0.934

R2 0.43

Adjusted R2 0.41

F 9.770

P  < 0.001

Table 6  Regression analyses of influencing factors of attitudes score

Independent variable B SE β t p 95% CI

Constant 4.265 0.095 44.896  < 0.001 4.079 ~ 4.452

Age 0.143 0.198 0.036 0.725 0.469 -0.244 ~ 0.531

Marital status 0.004 0.126 0.001 0.032 0.975 -0.243 ~ 0.251

Education levels 0.300 0.114 0.075 2.631 0.009 0.076 ~ 0.524

Professional titles 0.356 0.147 0.095 2.421 0.016 0.068 ~ 0.645

R2 0.17

Adjusted R2 0.15

F 3.779

P  < 0.001
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care may come from teaching/training and years of clini-
cal experiences. On the one hand, we did find that most 
healthcare providers obtained hospice care knowledge 
through school education (n = 994, 62.5%). However, hos-
pice care courses were offered in some universities, and 
it’s not sufficient even in medical schools in China [44]. 
Besides, the contents about hospice care only appeared 
in elective courses or one chapter of specialized courses 
[45–47]. Most undergraduate students had difficulty 
recalling what they had been taught about hospice care 
[47], not to mention healthcare providers [43]. On the 
other hand, based on their years of clinical experiences, 
healthcare providers could find the answer to the ques-
tions about hospice care. However, due to the lack of sys-
tematic training, healthcare providers can’t realize the 
necessity and value of hospice care [48, 49]. Healthcare 
providers believed they would benefit from further hos-
pice care training, especially in symptom management 
and opioid titration [50, 51]. And, as an important way 
of hospice care education for healthcare providers, hos-
pital training [7, 52] hasn’t been effectively exploited in 
hospice care, only accounting for 44.4% (n = 706).

Furthermore, because of the misunderstanding of hos-
pice care, even among healthcare providers who know 
about the value of hospice care, they may still equate 
hospice care to "giving up" or agreeing to shorten one’s 
life [53] and insist that hospice care violates the principle 
of lifesaving for terminal patients [19]. It is noteworthy 
that those who had formal hospice education or training 
had more knowledge and positive attitudes toward hos-
pice care than those without such education or training 
[54, 55]. Hospice care training is beneficial to changing 
the opinion regarding hospice care ethics and utilization 
rate among healthcare providers [55, 56]. Therefore, it’s 
suggested that hospitals should carry out hospice care 
training to make up for the lack of hospice care in school 
education. In consideration of there is less professional 
training on hospice care in China at present, it’s recom-
mended hospitals refer to successful experiences in other  
countries, such as the "Quality End of Life Care for  
All (QELCA)" training launched by St Christopher’s 
Hospice in the UK [33], and the "End-of-life Nursing 
Education Consortium (ELNEC)" course from the USA 
[34]. As early as 2016, the Beijing Living Will Promo-
tion Association (LWPA) began collaborating with  
St. Christopher’s Hospice to promote the QELCA  
training in China [57]. The QELCA training empha-
sizes the combination of theoretical teaching and action 
learning. In the field of hospice care, the positive effects 
of QELCA training in developing the knowledge and 
skills of healthcare providers have been proven [58]. 
Moreover, it also enables healthcare providers, teams,  

and hospitals/organizations to make positive attitudes 
towards hospice care [59].

Influenced by traditional concepts, people always 
avoid talking about death in China. Death education 
was rarely found in mainland China [60]. Therefore, 
many healthcare providers still fear facing death [61]. 
This may be the reason why some healthcare providers 
(n=875, 55.0%) feel that providing hospice care services 
will increase their psychological pressure [49]. So, hos-
pital training should include death education.

On the whole, sex, education levels, and profes-
sional titles had statistical significance on the score of 
hospice care knowledge; educational levels and pro-
fessional titles had statistical significance on the atti-
tudes towards hospice care in this research. However, 
the differences between these groups were small. It’s 
worth emphasizing that hospice care education/train-
ing has a positive impact on the knowledge and atti-
tudes of healthcare providers [55, 62, 63]. We think that 
the small differences may confirm the positive effects 
of hospice care education/training, and the statistically 
significant ones indicate deficiencies in hospice care 
education/training. In recent years, our government, 
hospitals, and other institutions have taken a series of 
measures to promote the development of hospice care, 
including education/training for healthcare providers 
[24, 26]. It’s helpful to improve the cognition and atti-
tudes of healthcare providers towards hospice care. 
But, as we mentioned in this research, there are still 
some deficiencies in the form or content of the exist-
ing hospice care education/training that need to be 
improved. Based on the results of the study, we make 
some recommendations. They have reference value for 
education/training, cultivating professional service 
teams, and conducting further research in hospice care.

This study investigated the cognition and attitudes 
about hospice care among healthcare providers, ana-
lyzed its influencing factors, and provided recommen-
dations. However, the study also has some potential 
limitations that are worth considering. Firstly, the 
hospitals selected in our study are located in Sichuan 
Province, which may limit their generalizability to 
the broader healthcare providers in China. Secondly, 
there was a lack of practice or reports about the use of 
ELNEC courses in hospice care training in China, the 
role of this course remains to be verified. Thirdly, we 
have identified some influencing factors, but, other fac-
tors haven’t been addressed and the research needs to 
be further explored. Finally, limited by time and human 
resources, no intervention research has been imple-
mented. In the next step, we plan to do some interven-
tions and conduct qualitative research.
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Conclusions
From the perspective of cognition and attitudes 
towards hospice care among healthcare providers, we 
conducted a questionnaire survey. In our study, the 
healthcare providers with higher educational levels and 
professional titles also got a higher score on hospice 
care knowledge and attitudes. Women scored higher 
than men on hospice care knowledge. In general, there 
were some misconceptions and inactive attitudes about 
hospice care among healthcare providers.

Most of the participants got hospice care knowledge 
from school education. However, hospice care educa-
tion isn’t sufficient even in medical schools in China. 
Moreover, as a significant way of hospice care educa-
tion for healthcare providers, hospital training hasn’t 
been effectively exploited. Our study suggests that hos-
pital training should make up for the lack of hospice 
care in school education, add more content about hos-
pice care, such as quality of life, patients’ rights, etc., 
and pay more attention to the needs of patients and 
their families. Finally, help patients to end well.
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