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Purpose: With the rapid aging of the population and the increasing prevalence of terminal cancer among older adults worldwide, the
demand for high-quality home hospice care is growing. However, there is a lack of culturally appropriate and systematic outcome
quality evaluation indicators. This study aimed to construct a set of outcome quality evaluation indicators for home hospice care in
older patients with terminal cancer in China, guided by the Harmony Nursing Theory.

Methods: A three-phase methodological design was employed. First, a 12-member multidisciplinary research team was established.
Second, preliminary indicators were developed through a literature review of 18 relevant studies and qualitative interviews with
12 healthcare professionals. Third, two rounds of Delphi expert consultation were conducted to refine and validate the indicators.
A pilot test was subsequently performed to assess feasibility. We calculated the expert positive coefficient (response rate), expert
authority coefficient, and expert opinion coordination coefficient (Kendall’s W).

Results: In the first round of Delphi consultation, 24 questionnaires were distributed and 22 were returned, yielding a response rate of
91.7% In the second round, 22 questionnaires were distributed and all were returned (100% response rate). The expert authority
coefficient was 0.96 in both rounds. Kendall’s W was 0.247 and 0.296 in the first and second rounds, respectively. After the first round,
three indicators were deleted, fifteen indicators were revised, and four indicators were added. Following the second round, two
indicators were modified. The outcome quality evaluation indicator for home hospice care consisted of 4 first-level indicators,
12 second-level indicators, and 45 third-level indicators.

Conclusion: This study developed a culturally relevant and methodologically sound outcome quality evaluation indicator for home
hospice care in older patients with terminal cancer in China. The indicators provide a tool for evaluating care quality, guiding clinical
practice, and improving patient-centered outcomes in home hospice settings.
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Introduction

Population aging has become a global trend, the global proportion of people aged 65 and above increased from 5% in
1950 to 10% in 2023, and is projected to reach 16% by 2050." From 1950 to 2050, the proportion of older adults in
countries such as France, Sweden, and the United States is projected to increase by 13—15 percentage points.” According
to the Chinese Seventh National Population Census (2020), individuals aged 60 and above reached 264 million (18.7%),
with those aged 65 and above at 191 million (13.5%).> Against this backdrop, influenced by lifestyle and environmental
factors, malignant tumor incidence among older adults continues to rise, emerging as a leading cause of death.* By 2030,
the United States is expected to have 22.1 million cancer patients, 64% of whom will be aged 65 or older;’ data from the
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Chinese National Cancer Center indicate peak incidence at age 80, with a cumulative risk of 36% by age 85.° Thus, the
number of older cancer patients is rising markedly across multiple countries amid population aging. Older cancer patients
often have an insidious onset and atypical early symptoms, with approximately 80% diagnosed at advanced stages and
a metastasis rate as high as 74.8%, frequently missing the optimal treatment window.”* Studies show that terminal older
cancer patients commonly suffer from symptoms such as fatigue, pain, and malnutrition, accompanied by psychological
issues like anxiety and low self-esteem,’ forming a vicious cycle of physical-psychological exacerbation that severely
impairs quality of life. Currently, quality of life and death in the terminal stage are receiving increasing attention, with the
Economist Intelligence Unit’s Quality of Death Index ranking China 53rd out of 80 countries and indicating a relatively
low overall level.'® The “14th Five-Year Plan” issued by the State Council of China in 2021 explicitly proposes to
develop hospice care services,'' and China has officially unified the terms “hospice care”, “palliative care”, and “end-of-
life care” under the single designation of “hospice care”.'> Hospice care is patient- and family-centered, providing
symptom control, comfort care, and psychosocial support through multidisciplinary collaboration to improve end-of-life
quality of life and achieve dignified, pain-free death.'**'* Hospice care service modes include inpatient hospice care (in
hospitals, nursing homes, etc), community hospice care, and home hospice care.'”> At present, community and home
hospice services have become important components of hospice care systems in the UK and US, with a common
direction of shifting from “institution-centered” to “community- and family-centered”.'®!” The WHO also advocates
integrating hospice care into family and community levels.'® Influenced by the cultural concept of “returning to one’s
roots”, most Chinese terminal older cancer patients prefer dying at home.'® Therefore, home hospice care is a service
mode worth promoting in China. Quality evaluation in hospice care is the primary step for accurately assessing,
controlling, and improving the quality of home hospice care services.”” Among these, outcome quality refers to events
accompanying the structure and process of care, mainly describing the impact of care on patient and population health
status, serving as the gold standard in quality evaluation.?’ Western countries initiated hospice care earlier, with more in-
depth research on outcome quality indicators for home hospice care. Masaki et al developed a outcome quality indicator
system for end-of-life older adult care from a nursing perspective, encompassing symptom management, pain relief, daily
care in the dying phase, and family/social support.”* Additionally, outcome quality indicators vary by service type and
are categorized into physical, psychological, social support, and spiritual care domains. Harman et al focused on
physiological and psychological aspects, proposing indicators such as fall rates, severe pain incidence, and caregiver
grief rates for home end-of-life older adult hospice care.?® Furthermore, the eight domains of palliative care proposed by
the U.S. National Quality Forum (NQF) have become core requirements for high-quality services.”* Hospice care
research in mainland China started relatively late, with existing indicator systems primarily targeting inpatient settings,
such as Hongju Yang et al’s framework for cancer patient hospice care quality evaluation, including 6 first-level
indicators like environment management, symptom care, and nutritional support.”> In older adult care, studies mainly
address needs assessment, adverse event rates, and satisfaction. Currently, there is no dedicated tools exist for evaluating
outcome quality in home hospice care for terminal older cancer in China.

International approaches to indicator construction predominantly employ modified Delphi techniques, integrating
best-practice evidence from literature reviews with principles of feasibility and applicability, followed by expert panel
discussions or consultations to finalize outcome indicators.>® Chinese scholars constructing hospice care service quality
indicators often adopt foreign methods and theoretical frameworks (eg., Maslow’s hierarchy of needs and the
Compassionate Collaborative Care Model).?”*® However, the frequent absence of localized theoretical support results
in mechanistic application and compromised practical effectiveness, as these foreign frameworks were developed in
Western cultural contexts and fail to capture the culturally specific end-of-life needs of Chinese patients. Consequently,
developing culturally adapted outcome quality indicators grounded in indigenous Chinese theories has become a priority
in the advancement of home hospice care. To address this gap rigorously, an ideal indigenous theoretical framework for
hospice care indicator construction must meet three non-negotiable core criteria: (1) deep integration of Chinese core
cultural values to capture culturally specific patient experiences and needs; (2) alignment with the holistic core principles
of hospice care (encompassing physical, psychological, social, and spiritual dimensions); and (3) demonstrated empirical
applicability and validity in Chinese clinical hospice settings. However, the widely adopted foreign frameworks
referenced above fail to fully satisfy these criteria. While they provide valuable universal care principles, they lack
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explicit consideration of Chinese foundational values such as filial piety, family-centered decision-making, and collective
harmony—factors that fundamentally shape how Chinese patients experience end-of-life care and evaluate its quality.
This inherent cultural disconnect directly explains the mechanistic translation and limited real-world utility of existing
indicator systems developed using foreign theories.

Against this backdrop, the Harmony Nursing Theory, proposed by Li Zheng (2016) based on Rogers’ Science of
Unitary Human Beings, incorporates traditional Chinese concepts of “harmony”, “family culture”, and “filial piety
ethics”, forming a framework with both universality and cultural appropriateness.”’ The theory comprises three phases:
early identification of harmony needs, construction of “harmony” and “coordination” mechanisms, and fulfillment of
harmony demand. It has already been successfully applied in Chinese hospice care contexts for situational analysis,
nursing decision-making, care pathway development, and intervention effect evaluation.*® Moreover, it aligns perfectly
with the core tenets of hospice care by emphasizing holistic coordination across physical, psychological, social, and
spiritual dimensions to achieve patient inner peace and tranquility. Thus, it serves as the most theoretically sound and
practically suitable foundation for investigating culturally appropriate outcome quality indicators in home hospice care
services.

This study, grounded in Harmony Nursing Theory and integrating literature review, qualitative research, and the
Delphi method, constructs culturally appropriate outcome quality indicators for home hospice care in older patients with
terminal cancer in China. These indicators have the potential to provide a preliminary basis for adjusting clinical nursing
behaviors and optimizing care processes, potentially facilitating timely service improvements and ultimately contributing
to the enhancement of quality of life for older cancer patients.

Materials and Methods

Phase |: Establishment of the Research Team

The research team consists of 12 members in total, including 1 team leader (director of the nursing department),
1 secretary (hospice care specialist nurse), 2 geriatric nurses (senior nurses), 2 community doctors (chief physicians),
2 community nurses (senior nurses), 2 nursing teachers (professors), and 2 research assistants (doctoral nursing
graduate). The work contents of the research team are as follows: determining the research topic, searching the literature
and collecting data, formulating the consultation questionnaire, identifying experts for consultation, discussing research
results, etc.

Phase II: Initial Construction of Outcome Quality Evaluation Indicators for Home

Hospice Care
First, systematic literature searches were conducted across five English databases (PubMed, Web of Science, CINAHL,
Scopus, and EMBASE) using the English search terms: (“terminal care” OR “end-of-life care” OR “home hospice care”
OR “home palliative care”) AND (“quality assessment” OR “quality evaluation” OR “quality indicators”).
Simultaneously, searches were performed in three Chinese databases (CNKI, Wanfang, and VIP) using the Chinese
search terms: “/if & (home-based)”, “% TI7 4 / RSy / HA& MRS | LR IP L (palliative care/hospice care/end-
of-life care)”, “P'# i / JRE VAN / VPN EEFS (nursing quality/quality evaluation/evaluation indicators)”, “JiiE
(cancer)”, “4 K1Y (terminal stage)”, and “Z*F A (older adult)”. The search period covered from the establishment of
each database to February 28, 2025. Languages are limited to English and Chinese. Inclusion criteria for literature: (1)
Study type: cross-sectional studies, Delphi studies, and randomized controlled trials; (2) Study subjects: older adults aged
60 years and above with terminal cancer; (3) Care setting: home-based hospice or palliative care; (4) Study content:
focusing on quality evaluation or outcome indicator construction of home hospice care. Exclusion criteria for literature:
(1) Reviews, commentaries, conference abstracts, and case reports; (2) Studies with unavailable full text or incomplete
data.

A total of 6772 English and Chinese articles were initially retrieved. After automatic deduplication using EndNote 20
software, 4,318 articles remained and entered the title/abstract screening stage. Two independent researchers (Author Lei
and Author Yiming) who had received standardized training conducted screening according to the pre-specified inclusion
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and exclusion criteria. Discrepancies were resolved through discussion with a third senior researcher (Author Yuan) until
consensus was reached. During title/abstract screening, 2,432 articles were excluded for not meeting the study scope,
leaving 22 articles for full-text assessment. After full-text review, 4 additional articles were excluded (2 for non-outcome
indicators, 2 for unavailable full text), resulting in a final inclusion of 18 eligible studies. Methodological quality
assessment was performed using the JBI Critical Appraisal Checklist, and all 18 included studies had a quality score of
>60%, indicating moderate to high overall methodological quality.

Based on the 18 included studies, we extracted all reported outcome quality indicators for home hospice care. Guided
by the four core dimensions of the Harmony Nursing Theory (physical harmony, psychological harmony, social harmony,
and spiritual harmony), we categorized and merged the extracted indicators to construct a preliminary draft of the
outcome quality evaluation indicator system. The preliminary draft consisted of 4 first-level indicators, 8 second-level
indicators (including symptom control, activities of daily living, emotional support, and family burden relief), and 27
third-level indicators mapped to the corresponding second-level indicators.

Second, semi-structured qualitative interviews were conducted from April 1 to June 30, 2025. Maximum variation
purposive sampling was employed to select healthcare professionals engaged in home hospice care services from three
community health service centers in Jinzhou City, Liaoning Province, China. This sampling strategy ensured representa-
tion across different professional roles, genders, and years of clinical experience. Inclusion criteria for participants were:
(1) Healthcare staff who had obtained a valid practicing physician or practicing nurse license; (2) Healthcare staff with at
least two years of work experience in home hospice care. Exclusion criteria: (1) Those on leave, sick leave, or away for
further study during the survey period; (2) Those who withdrew from the study midway. All participants signed written
informed consent forms prior to the interview and voluntarily participated in face-to-face interviews. Interviews were
conducted in a quiet, private meeting room at each community health service center, lasted 35-50 minutes per
participant, and were audio-recorded with explicit verbal permission. All recordings were transcribed with verbatim
within 24 hours of the interview, and all personally identifiable information was anonymized to ensure confidentiality.
Respondents were asked to consider the Chinese national context and cultural practices to elicit their understanding of
outcome quality evaluation indicators for home hospice care among terminally ill older cancer patients. The semi-
structured interview guide focused on the following core questions: (1) What aspects do you prioritize when treating (or
caring for) patients receiving home hospice care? (2) What difficulties do you encounter in the process of managing (or
caring for) patients receiving home hospice care? What is the greatest difficulty, and how do you address it? (3) How is
the outcome quality of home hospice care currently evaluated in your setting? Are there any relevant evaluation tools?
From which aspects are the evaluation conducted? (4) In your opinion, what additional content should be included in (or
removed from) the outcome quality evaluation of home hospice care, and why? (5) Do you have any other thoughts or
suggestions regarding this home hospice care outcome quality evaluation? The interview data were analyzed using the
standardized Colaizzi seven-step method, implemented independently by two trained qualitative researchers: (1) Read all
verbatim transcripts repeatedly to gain a holistic understanding of participants’ perspectives; (2) Extract significant
statements directly related to home hospice care outcome quality evaluation; (3) Code the extracted statements and
formulate corresponding meaning units; (4) Cluster similar meaning units into preliminary themes and sub-themes; (5)
Describe the essential structure of the research phenomenon based on clustered themes; (6) Construct a comprehensive
descriptive text integrating all themes; (7) Return preliminary themes to 2 participants for member checking to validate
authenticity. Inter-coder reliability was assessed using Cohen’s Kappa coefficient, which reached 0.89, indicating
excellent coding consistency. Discrepancies in coding and theme extraction were resolved through consensus discussion
with a third senior qualitative researcher. Data collection was terminated when thematic saturation was achieved, defined
as no new themes emerging in 2 consecutive interviews after the 10th participant.

This study ultimately interviewed 12 healthcare professionals (6 nurses, 6 physicians). Among them, 4 were male
(33.33%) and 8 were female (66.67%), with an average age of (34.56 + 4.87) years. Their average years of experience
in home hospice care were (9.35 + 5.14) years. Through data analysis, four themes related to outcome quality
evaluation of home hospice care for older patients with terminal cancer were identified: symptoms and functional
outcomes (effectiveness of physical symptom control and maintenance of activities of daily living), psychological and
spiritual peace (improvement in negative emotions, acceptance of illness, and fear of death), family caregiving
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capacity and support systems (healthcare professionals’ support and education for families, accessibility of home care,
and linkage with external resources), and dignity and compassionate care at the end of life (spiritual and humanistic
support, and respect for end-of-life wishes). Based on the interview findings, “daily living skills” was added to the
“physical harmony” dimension, “acceptance of death” to the “psychological harmony” dimension, “family support” to
the “social harmony” dimension, and “spiritual solace and faith support” to the “spiritual harmony” dimension.

Finally, referencing the “Practice Guidelines for Hospice Care” issued by the National Health Commission of China,’
the research team integrated the main indicators derived from the literature review and qualitative interviews through
group meetings and eliminated duplicate indicators. Meanwhile, the items were classified into four dimensions (first-level
indicators) based on the theoretical framework of harmony nursing theory, which includes physical, psychological, social
and spiritual harmony. A preliminary outcome quality evaluation indicator for home hospice care for older patients with
terminal cancer was thus constructed, comprising 4 first-level indicators, 12 second-level indicators, and 44 third-level
indicators.

Phase |ll: Refinement of Outcome Quality Evaluation Indicators for Home Hospice

Care

The outcome quality evaluation indicators for home hospice care were refined through Delphi expert consultation and
a pilot study. The Delphi method is a structured approach that achieves consensus on a specific topic through a series of
questionnaires and expert evaluations.”’ The key to the Delphi method lies in the judicious selection of experts, who
should be representative and authoritative.** Additionally, consideration must be given to the experts’ professional fields
and geographic regions. The number of experts typically ranges from 15 to 30.*® Based on practical circumstances and
available resources, 22 experts were selected for consultation between July and September 2025. Experts participating in
this study must meet the following criteria: (1) Hold a bachelor’s degree or higher; (2) Possess an associate senior
professional title or higher; (3) Have 10 or more years of experience in home hospice care, oncology clinical nursing and
medical care, nursing administration, nursing education, or related fields; (4) Be willing to participate in the study and
able to complete two rounds of correspondence questionnaires promptly.

This study employed Email and WeChat to distribute electronic Delphi expert questionnaires. Questionnaires were
collected within two weeks of distribution, with Email or WeChat reminders sent to experts who did not respond by the
deadline. The questionnaire comprised three sections: (1) Introduction: Briefly outlined the study’s purpose, content,
consultation timeline, and contact information; (2) Consultation Content: Included indicator names, importance rating,
and an “Expert Comments” section. A five-point Likert scale (5 = Extremely Important, 1 = Not Important) was used to
rate the importance of each indicator. Experts were also required to modify, add, or delete content in the “Expert
Comments” section and provide personal suggestions and opinions; (3) Expert Background Information: Included basic
information, self-assessment of familiarity with the content, and the basis for their judgments. After collecting the
questionnaires, the research team analyzed and discussed the experts’ feedback. If any content in the returned ques-
tionnaires was unclear, the experts were contacted promptly. After each round of consultation, indicators were selected
based on the following criteria: simultaneously meeting an importance mean > 3.50, a coefficient of variation (CV) <
0.25, and a perfect-score ratio > 0.20.>*>> The research team then added, deleted, or modified evaluation items to prepare
the next round of questionnaires. The consultation process concluded when expert opinions reached substantial con-
sensus. This study conducted two rounds of expert consultations.

Next, a small-scale pilot test was conducted at the Linghe District Community Service Center in Jinzhou City,
Liaoning Province, among older patients with terminal cancer receiving home hospice care (5 with gastric cancer, 5
with leukemia, 5 with pancreatic cancer, and 5 with colorectal cancer). This aimed to evaluate the linguistic expression
of the outcome quality indicators. Throughout this process, all indicator statements were found to be clearly
articulated and semantically complete, requiring no revisions. Thus, the outcome quality evaluation indicator for
home hospice care in older patients with terminal cancer was established. The flow chart of this study is shown in
Figure 1.
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Figure | Flowchart of program construction for the outcome quality evaluation indicator in home hospice care.

Data Statistics and Analysis

The collected data were double-checked and entered into Excel software, and SPSS 25.0 software was used for data
analysis. In addition to the descriptive statistical analysis of experts’ general information, the results of the expert
consultation evaluation were reflected by three indicators: expert positive coefficient, expert authority coefficient, and
expert opinion coordination coefficient. (1) Experts’ general information: Including age, educational background,
professional title, years of experience, whether they are a supervisor, and professional field, all expressed by frequency
and percentage; (2) Expert positive degree: Reflected by the recovery rate of consultation questionnaires. Expert positive
coefficient = Percentage of questionnaires returned to the total distributed questionnaires. A positive coefficient higher
than 85% indicates that experts have good feedback on this consultation;*® (3) Expert authority degree: Expressed by the
expert authority coefficient (Cr), calculated as Cr = (Ca + Cs)/2. A larger Cr value indicates a higher authority degree of
experts. An expert authority degree of Cr > 0.7 is acceptable.”” Among them, Ca is the experts’ judgment basis, which
mainly includes four parts: theoretical analysis, practical experience, reference to domestic and foreign literature, and
subjective judgment, and is quantitatively assigned according to the degree of their influence; Cs is the experts’
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familiarity with the content of the consultation, which is specifically divided into 5 levels (very familiar, familiar, general,
unfamiliar, and very unfamiliar); (4) Expert opinion coordination: Measured using the coefficient of variation (CV) and
Kendall’s W.*® The coefficient of variation is calculated as the ratio of the standard deviation to the mean. Generally,
a CV < 0.25 indicates minimal disagreement among experts regarding the item’s evaluation, signifying acceptable
consistency in expert opinions. Kendal’s W ranges from 0 to 1, with higher values indicating greater expert agreement on
the indicator content. Additionally, P < 0.05 must be satisfied for the results to be considered reliable.

Ethical Consideration

This study was provided by the School of Nursing, Jinzhou Medical University (NO: JZMULL2025348) and was
conducted according to the tenets of the Declaration of Helsinki. Confirms that all experiments were performed in
accordance with relevant named guidelines and regulations. Each recruited participant signed a written informed consent
before participation.

Results

Expert Demographic Characteristics

In the first and second rounds of this study, a total of 22 experts were consulted, from Fujian (n=4), Harbin (n=5),
Zhejiang (n=4), Beijing (n=5), and Anhui (n=4) provinces. The participants included chief physicians and head nurses
from 8 hospitals, as well as professors and associate professors from 6 universities. In terms of age distribution, 13
experts (59.09%) were aged 45-55 years, 6 experts (27.27%) were aged 5665 years, and 3 experts (13.64%) were 65
years or older. Regarding their professional fields, 4 experts (18.18%) specialized in home hospice care, 3 experts
(13.64%) in geriatric nursing education, 6 experts (27.27%) in community oncology nursing, 4 experts (18.18%) in
nursing administration, and 5 experts (22.73%) in community oncology medicine. Table 1 presents the detailed
demographic characteristics of the experts.

Modified Outcome Quality Evaluation Indicators for Home Hospice Care in Older

Patients with Terminal Cance

Round |

After the first round of the Delphi expert consultation, the mean importance score of the first-level indicators was 5, with
a coefficient of variation (CV) of 0 and a perfect-score ratio of 1. The mean importance scores of the second-level
indicators ranged from 4.59 to 5.00, with CVs ranging from 0.00 to 0.13 and perfect-score ratios ranging from 0.64 to 1.
Among the third-level indicators, three indicators (1.2.3, 2.3.2, and 3.2.4) did not meet the retention criteria in terms of
mean importance score, CV, and perfect-score ratio. The remaining third-level indicators had mean important scores
ranging from 4.23 to 4.91, with CVs ranging from 0.06 to 0.18 and perfect-score ratios ranging from 0.401to 0.91.
Subsequently, based on the experts’ suggestions, the wording of some second-level indicators was revised. First, experts
considered that indicator 2.1 “Emotional state” was inadequately phrased, as it needed to cover both emotional outcomes
and regulatory abilities; thus, it was revised to “Emotional state and adjustment”. Second, experts pointed out that the
content under indicator 3.1 “Family support” included care collaboration outcomes among family members as well as
between family members and healthcare providers, and suggested revising the item to “Family relationships and care
coordination”. Finally, experts believed that the wording of indicator 4.3 “Interpersonal relationships” needed to be
clearer, explicitly referring to relationship repair and the degree of completion of saying goodbye; therefore, the research
team revised this item to “Repair of interpersonal relationships and emotional farewell”. Among the third-level
indicators, experts also provided corresponding revision suggestions. For example, in indicator 1.1.7 “Family members

3

can correctly administer medication and master non-drug intervention methods”, the phrase “under the guidance of
healthcare staff” was added; in indicator 2.2.1 “Older patients can view their end-of-life conditions rationally”, it was
revised to “Older patients can view the end of life within the scope of their cultural and personal beliefs”; in indicator
3.2.2 “Older patients can receive companionship and life assistance from volunteers or neighbors”, the phrase “when

conditions permit” was added. Additionally, experts recommend adding four new indicators. Following the first round of
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Table | Demographic Characteristics of Experts (n = 22)

Characteristics N Percentage (%)

Age (years)

45-55 13 59.09
56-65 6 27.27
>65 3 13.64
Gender

Female 16 72.73
Male 6 27.27
Level of education

Bachelor 2 9.09
Master 6 27.27
PhD 14 63.64
Title

Intermediate professional title 9 4091
Deputy senior title 9 4091
Senior title 4 18.18
Year of working (year)

1015 2 9.09
15-20 8 36.36
20-25 I 50.00
>25 | 4.55
Supervisor

No 2 9.09
Master Supervisor I 50.00
Doctoral supervisor 9 4091
Professional field

Home hospice care 4 18.18
Geriatric nursing education 3 13.64
Community oncology nursing 6 27.27
Nursing administration 4 18.18
Community oncology medicine 5 22.73

consultation, three indicators were deleted, fifteen indicators were modified, and four indicators were added. A total of 4
first-level indicators, 12 second-level indicators, and 45 third-level indicators were identified. Table 2 lists the scores and
modification details for each indicator during the first consultation round.

Round 2

Experts did not mention the addition or deletion of indicators in the second round of expert consultation. They reached
a consensus on the content, and the scores met the consensus standards. The mean importance score of first-level
indicators ranged from 4.72 to 5.00, the coefficient of variation was between 0.06 and 0.18, and the perfect-score ratio
was between 63.6% and 100%; the mean importance score of second-level indicators was 4.32 to 4.91, the coefficient of
variation was between 0.05 and 0.20, and the perfect-score ratio was between 50.0% and 90.9%; the mean importance
score of third-level indicators was 4.00 to 5.00, the coefficient of variation was between 0.00 and 0.20, and the perfect-
score ratio was between 63.6% and 100%.

Six experts put forward suggestions for revising the specific contents under the third-level indicators. In indicator
2.2.4 “Healthcare staff can help families clarify the end-of-life wishes of elderly patients in terms of medical care,
personal affairs, etc”, four experts believed that the scope of “personal affairs” was vague. In addition, two experts
opined that indicator 4.2.1 “Older patients and/or their families can receive appropriate spiritual comfort and ritual

support (such as religious prayers) in accordance with their beliefs” did not cover non-religious spiritual sustenance,
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Table 2 The Outcome Quality Evaluation Indicator for Home Hospice Care in Older Patients with Terminal Cancer After Expert Consultation (First Round)

First- Second- Third-Level Indicators MeantSD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators ratio ments
I. Physical harmony 5.00+0.00 0.00 | 1.00
1.1 Symptom control 4.86+0.35 0.07 | 0.86
I.1.1 Older patients experienced significant pain relief, and their | 4.91%0.29 0.06 | 091
daily activities were not significantly affected
I.1.2 Older patients’ gastrointestinal discomfort symptoms (such | 4.45+0.60 0.13 | 0.50 Modify Older patients’ gastrointestinal discomfort symptoms
as nausea, constipation, and abdominal distension) were relieved, (such as nausea, constipation, and abdominal distension)
and their appetite was maintained to some extent were relieved, and their appetite was basically maintained
I.1.3 The frequency and severity of dyspnea attacks in older 4.73+0.46 0.10 | 0.73
patients have decreased, and their breathing is relatively stable
I.1.4 The continuity and stability of sleep were improved in older | 4.32+0.72 0.17 | 0.46 Modify Older patients generally sleep soundly at night, and their
patients, and daytime fatigue was alleviated daytime rest is sufficient to meet their physical needs
I.1.5 No new pressure sores were observed in the older patients, | 4.32+0.78 0.18 | 0.50 Modify The skin of older patients remains clean and intact, or
and the skin around all types of catheters (such as urinary existing wounds receive effective care, and the catheters
catheters) was clean and free of infection are properly fixed without signs of infection
I.1.6 Family members can promptly report changes in older 4.23+0.75 0.18 | 041 Modify Family members can provide timely and accurate
patients’ symptoms to healthcare staff feedback to healthcare staff regarding changes in older
patients’ symptoms, and the feedback channels are open
and efficient
1.1.7 Family members can correctly administer medication and 4.32+0.72 0.17 | 0.46 Modify Family members should correctly administer medication
master non-drug intervention methods under the guidance of healthcare staff and master basic
non-drug intervention methods
I.1.8 Healthcare staff can adjust medications or combined 4.36+0.66 0.15 | 0.46
intervention strategies based on changes in older patients’
symptoms
Add When older patients experience a sudden acute illness

or worsening symptoms, their families know how to

respond or seek help

(Continued)
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First- Second- Third-Level Indicators MeantSD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators ratio ments
1.2 Daily living skills 4.59+0.59 0.13 | 0.64
1.2.1 Older patients can perform basic daily activities such as 4.77+0.43 0.09 | 0.77 Modify Basic daily needs such as eating and personal hygiene are
eating, washing, and dressing independently or with assistance met for older patients
1.2.2 Older patients can move safely in bed, change positions, or | 4.23%0.75 0.18 | 0.41 Modify Older patients can feel safe and painless during changes
make short-distance movements with assistance in position or movement
1.2.3 During home visits, healthcare staff can provide specific and | 3.36%1.26 037 | 0.18 Delete
feasible suggestions (such as feeding posture)
2. Psychological harmony 5.00+0.00 0.00 | 1.00
2.1 Emotional State 4.73+0.55 0.12 | 0.77 Modify Emotional States and Adjustment
2.1.1 Negative emotions such as anxiety and depression in older | 4.86+0.35 0.07 | 0.86
patients can be improved
2.1.2 Older patients can experience positive emotions such as 4.55+0.60 0.13 | 0.59
relaxation and satisfaction, and have a certain ability to regulate
their emotions
2.1.3 Family members can find suitable ways (such as talking to 4.64+0.58 0.13 | 0.68
relatives and friends, taking a short rest) to regulate their physical
and mental stress
2.1.4 Healthcare staff can use empathetic and attentive 4.50+0.67 0.15 | 0.59
communication methods to stabilize the emotions of elderly
patients and their families
2.2 Acceptance of death 5.00+0.00 0.00 | 1.00
2.2.1 Older patients can view their end-of-life conditions 4.55+0.60 0.13 | 0.59 Modify Older patients can view the end of life within the scope
rationally of their cultural and personal beliefs
2.2.2 Older patients can talk about or think about topics related | 4.82+0.39 0.08 | 0.82
to the end of life with a relatively calm attitude
2.2.3 Family members can accept the dying process and maintain | 4.73%0.55 0.12 | 0.77
basic emotional control and behavioral abilities
2.2.4 Healthcare staff can help families clarify the end-of-life 4.64+0.58 0.13 | 0.68
wishes of elderly patients in terms of medical care, personal
affairs, etc
Add Family members and older patients can reach an

agreement on the expected place of death (such as at

home)
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2.3 Psychological support 4.86+0.35 0.07 | 0.86
2.3.1 Older patients and/or their family members can receive 4.50+0.67 0.15 | 0.59 Modify Older patients and/or their family members can receive
regular and timely professional psychological care or counseling timely psychological support when needed
2.3.2 Older patients and/or their family members can trust the 291111 0.38 | 0.05 Delete
psychological counseling ability of medical staff
Add Healthcare staff can identify and refer severe
psychological problems to professional institutions
Add Healthcare staff can provide families with popularization
of knowledge related to grief counseling to help them
predict and cope with subsequent grief reactions
3. Social Harmony 5.00+0.00 0.00 | 1.00
3.1 Family support 4.77+0.43 0.09 | 0.77 Modify Family Relationships and Care Collaboration
3.1.1 Family members can participate in care and master 4.64+0.58 0.13 | 0.68
necessary skills
3.1.2 Family members can communicate with each other in 4.73+0.46 0.10 | 0.73
a respectful manner, avoiding blame and evasion of topics
3.1.3 Family members can fully understand the care goals and can | 4.55+0.60 0.13 | 0.59
actively cooperate with medical staff in their implementation
3.1.4 The information and instructions conveyed by medical staff | 4.50+0.67 0.15 | 0.59
to family members are clear and consistent
3.2 Social support 4.95+0.21 0.04 | 0.96
3.2.1 Older patients can access professional medical services from | 4.64+0.58 0.13 | 0.68
the community or resource links
3.2.2 Older patients can receive companionship and life assistance | 4.32+0.78 0.18 | 0.50 Modify Older patients can receive companionship and help from
from volunteers or neighbors volunteers or neighbors when conditions permit
3.2.3 Older patients can receive financial subsidies or welfare 4.55+0.67 0.15 | 0.64 Modify Older patients can receive appropriate social welfare
services support
3.2.4 Healthcare staff can help families integrate and utilize 3.00+0.98 0.33 | 0.05 Delete

multiple resources from medical institutions, communities, and

society

(Continued)
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Table 2 (Continued).

First- Second- Third-Level Indicators MeaniSD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators ratio ments
3.3 Home environment and equipment configuration 5.00+0.00 0.00 | 1.00
3.3.1 The home environment can meet the needs of basic care 4.68+0.57 0.12 | 0.73
activities and older patient safety
3.3.2 Common risks such as falls and aspiration in the home 4.77+0.43 0.09 | 0.77
environment are effectively prevented
3.3.3 Basic health monitoring devices such as blood pressure 4.68+0.57 0.12 | 0.73
monitors and oximeters, as well as assistive devices like nursing
beds and wheelchairs, are available at home, and elderly patients
and/or their family members can operate and use them correctly
3.4 Arrangements for the funeral and related matters 4.7310.46 0.10 | 0.73
3.4.1 Older patients can clearly express their preferences for 4.50+0.67 0.15 | 0.59 Modify Older patients can express their preferences for
funeral arrangements (such as burial/cremation, simple posthumous arrangements (such as burial/cremation, and
ceremonies) the form of the ceremony) if their wishes allow
3.4.2 Older patients can plan for personal belongings, wills, gift 4.64+0.58 0.13 | 0.68
intentions, etc.
3.4.3 Family members can understand the basic steps such as 4.50+0.67 0.15 | 0.59
death certificates, body transportation, and funeral procedures
3.4.4 Healthcare staff can provide elderly patients and/or their 4.64+0.58 0.13 | 0.68
families with guidance on funeral preparations (such as social
assistance) and continuous support after the older patient’s
passing
4. Spiritual Harmony 5.00+0.00 0.00 | 1.00
4.1 The meaning of life and a sense of value 4.86+0.35 0.07 | 0.86
4.1.1 Older patients can have the opportunity to review their 4.64+0.58 0.13 | 0.68
lives and affirm the value of life
4.1.2 Older patients can feel that they are needed, loved, and that | 4.50+0.67 0.15 | 0.59
their lives have meaning
4.1.3 The care approaches provided by the healthcare team (such | 4.59+0.59 0.13 | 0.64

as advance care planning) align with the core values expressed by

older patients and/or their families

|e 39 Suepp



1229207 SuiSy ul suonuaAIlU| [BIIUID

ssdpy

€l

families in completing farewell activities (such as family gatherings

or organizing photo albums)

4.2 Spiritual solace and faith support 4.86+0.35 0.07 | 0.86
4.2.1 Older patients and/or their families can receive appropriate | 4.64+0.58 0.13 | 0.68
spiritual comfort and ritual support (such as religious prayers) in
accordance with their beliefs
4.2.2 Deep-seated concerns regarding guilt, forgiveness, and 4.64+0.58 0.13 | 0.68
related issues among older patients and/or their families are
explored and alleviated
4.3 Interpersonal relationships 4.77+0.53 0.11 | 0.82 Modify Repair of Interpersonal Relationships and Emotional
Farewell
4.3.1 Resolving interpersonal conflicts for older patients and/or 4.41+0.73 0.17 | 0.55
their family members
4.3.2 Older patients and their families express deep emotions 4.86+0.35 0.07 | 0.86
such as love, gratitude, and apology to each other when saying
goodbye
4.3.3 Healthcare teams can assist older patients and/or their 4.59+0.67 0.15 | 0.68

Abbreviations: M, Mean; SD, Standard Deviation; CV, Coefficient of variation.
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resulting in a narrow scope of application. After the second round of consultation, the research team revised the above
two indicators and finally formulated the outcome quality evaluation indicators for home hospice care in older Chinese
patients with terminal cancer, which included 4 first-level indicators, 12 second-level indicators, and 45 third-level
indicators (see Table 3).

Authority of Experts and Coordination of Expert Opinions

In the first round of expert consultation in this study, a total of 24 questionnaires were distributed, and 22 wvalid
questionnaires were recovered, with an effective recovery rate of 91.67%. 18 experts put forward suggestions, accounting
for 81.82%. In the second round of expert consultation, a total of 22 questionnaires were distributed, and 22 valid
questionnaires were recovered, with an effective recovery rate of 100%. 6 experts put forward suggestions, accounting
for 27.27%. Overall, the effective response rate of experts was more than 85%, and the authority coefficient was 0.96
(>0.7), indicating the authority of experts and the credibility of the Delphi method results. In addition, Kendall’s
W values for the two rounds were 0.247 and 0.296, respectively, with both reaching statistical significance (P <
0.001). These values suggest a low-to-moderate level of agreement among experts, although the degree of consensus
improved in the second round. Despite this, the Delphi process was terminated after two rounds because most indicators
demonstrated stability between rounds, with only minor revisions required, and all items met the predefined retention
criteria (eg., coefficient of variation < 0.25 and mean importance scores above the threshold). Therefore, further rounds
were considered unlikely to produce substantial changes, and the current results were deemed sufficient to establish
a consensus-based indicator set (see Table 4).

Discussion

This study developed a culturally adapted outcome quality evaluation indicator system for home hospice care in older
patients with terminal cancer in China, grounded in the Harmony Nursing Theory. The final indicator system consists of
4 first-level indicators, 12 second-level indicators, and 45 third-level indicators, covering four core dimensions: physical
harmony, psychological harmony, social harmony, and spiritual harmony. The system adopts a patient- and family-
centered approach and uses a multi-source, multi-timepoint comprehensive assessment method, providing a practical tool
for standardized quality evaluation of home hospice care services in the Chinese context.

The Harmony Nursing Theory adopted in this study aligns with the Chinese traditional cultural context and clinical
practice, with its “harmony” and “coordination” mechanisms highly consistent with hospice care principles,”® essentially
achieving normative-practice unity based on patient needs to attain the goal of “a comfortable and dignified death”.>®
This study focuses on constructing patient- and family-centered outcome quality indicators, defined as measurable
changes in patients’ or family caregivers’ health status, experience, or well-being resulting from home hospice care
interventions. A small number of retained indicators phrased as healthcare provider capabilities are explicitly framed as
valid proxy outcomes rather than process indicators. This approach is justified because: (1) many subjective end-of-life
outcomes (eg., spiritual comfort) cannot be directly measured objectively; (2) healthcare providers’ standardized
behaviors and competencies are the most reliable predictors of patient outcomes in home care settings; and (3) proxy
indicators enable consistent evaluation across different care teams and settings.

To address the limitation of incomplete indicators from the literature review, this study conducted semi-structured
interviews with community healthcare providers for qualitative exploration, extracting quality-influencing indicators
from the supply-side perspective to effectively supplement prior literature findings. Furthermore, the Delphi method was
employed to construct the indicator system, where expert selection is critical to results. Experts were selected from
tertiary hospitals, community institutions, and medical universities across five provinces in China, covering clinical
practice, nursing management, nursing education and hospice care, ensuring good representativeness. High authority
coefficients in both rounds enhanced result reliability and persuasiveness. Questionnaire recovery rates were 91.7% and
100% respectively, indicating strong engagement and interest. Indicators met the inclusion criteria in both rounds, with
Kendall’s coefficients passing significance tests, demonstrating good coordination and credible results. The research team
rigorously double-checked data and analyzed opinions, resolving queries promptly to ensure integrity and accuracy,
yielding 4 first-level indicators, 12 second-level indicators, and 45 third-level indicators. With the continuous
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Table 3 The Outcome Quality Evaluation Indicator for Home Hospice Care in Older Patients with Terminal Cancer After Expert Consultation (Second Round)

position or movement.

First- Second- Third-Level Indicators MeaniSD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators Ratio ments
I. Physical harmony 5.00+0.00 0.00 | 1.00
1.1 Symptom control 4.91+0.29 0.06 | 0.91

I.1.1 Older patients experienced significant pain relief, and their | 4.91£0.29 0.06 | 0.91

daily activities were not significantly affected

I.1.2 Older patients’ gastrointestinal discomfort symptoms 4.59+0.50 0.11 | 0.59

(such as nausea, constipation, and abdominal distension) were

relieved, and their appetite was basically maintained

I.1.3 The frequency and severity of dyspnea attacks in older 4.77+0.43 0.09 | 0.77

patients have decreased, and their breathing is relatively stable

I.1.4 Older patients generally sleep soundly at night, and their | 4.50+0.51 0.11 | 0.50

daytime rest is sufficient to meet their physical needs

I.1.5 The skin of older patients remains clean and intact, or 4.64+0.58 0.13 | 0.68

existing wounds receive effective care, and the catheters are

properly fixed without signs of infection

I.1.6 Family members can provide timely and accurate feedback | 4.41+0.67 0.15 | 0.50

to healthcare staff regarding changes in older patients’

symptoms, and the feedback channels are open and efficient

I.1.7 Family members should correctly administer medication 4.45+0.67 0.15 | 0.55 Modify

under the guidance of healthcare staff and master basic non-

drug intervention methods

I.1.8 Healthcare staff can adjust medications or combined 4.59+0.50 0.11 | 0.59

intervention strategies based on changes in older patients’

symptoms

I.1.9 When older patients experience a sudden acute illness or | 4.50+0.74 0.16 | 0.64

worsening symptoms, their families know how to respond or

seek help

1.2 Daily living skills 4.77+0.43 0.09 | 0.77

1.2.1 Basic daily needs such as eating and personal hygiene are | 4.731+0.46 0.10 | 0.73

met for older patients

1.2.2 Older patients can feel safe and painless during changes in | 4.59+0.50 0.11 | 0.59

(Continued)
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Table 3 (Continued).

First- Second- Third-Level Indicators Mean*SD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators Ratio ments
2. Psychological harmony 4.55+0.67 0.15 | 0.64
2.1 Emotional states and adjustment 4.64+0.58 0.13 | 0.68
2.1.1 Negative emotions such as anxiety and depression in older | 4.68+0.48 0.10 | 0.68
patients can be improved
2.1.2 Older patients can experience positive emotions such as | 4.64+0.58 0.13 | 0.68
relaxation and satisfaction, and have a certain ability to regulate
their emotions
2.1.3 Family members can find suitable ways (such as talking to | 4.45+0.67 0.15 | 0.55
relatives and friends, taking a short rest) to regulate their
physical and mental stress
2.1.4 Healthcare staff can use empathetic and attentive 4.45+0.67 0.15 | 0.55
communication methods to stabilize the emotions of elderly
patients and their families
2.2 Acceptance of death 4.59+0.50 0.11 | 0.59
2.2.1 Older patients can view the end of life within the scope of | 4.50+0.74 0.16 | 0.64
their cultural and personal beliefs
2.2.2 Older patients can talk about or think about topics related | 4.68+0.57 0.12 | 0.73
to the end of life with a relatively calm attitude
2.2.3 Family members can accept the dying process and maintain | 4.59+0.59 0.13 | 0.64
basic emotional control and behavioral abilities
2.2.4 Healthcare staff can help families clarify the end-of-life 4.50+0.67 0.15 | 0.59 Modify Healthcare staff can assist families in clarifying the end-of-
wishes of elderly patients in terms of medical care, personal life wishes of elderly patients regarding personal matters
affairs, etc such as medical decisions, care preferences, and
disposition of assets
2.2.5 Family members and older patients can reach an 4.32+0.84 0.19 | 0.55

agreement on the expected place of death (such as at home)
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2.3 Psychological support 4.55+0.67 0.15 | 0.64
2.3.1 Older patients and/or their family members can receive 4.73+0.46 0.10 | 0.73
timely psychological support when needed
2.3.2 Healthcare staff can identify and refer severe psychological | 4.41+0.67 0.15 | 0.55
problems to professional institutions
2.3.3 Healthcare staff can provide families with popularization of | 4.45+0.67 0.15 | 0.55
knowledge related to grief counseling to help them predict and
cope with subsequent grief reactions

3. Social Harmony 4.91+0.29 0.06 | 0.91

3.1 Family relationships and care collaboration 4.77+0.53 0.11 | 0.82
3.1.1 Family members can participate in care and master 4.45+0.74 0.17 | 0.59
necessary skills
3.1.2 Family members can communicate with each other in 4.50+0.74 0.16 | 0.64
a respectful manner, avoiding blame and evasion of topics
3.1.3 Family members can fully understand the care goals and 4.27+0.77 0.18 | 0.46
can actively cooperate with medical staff in their
implementation
3.1.4 The information and instructions conveyed by medical 4.45+0.74 0.17 | 0.59
staff to family members are clear and consistent

3.2 Social support 4.41+0.73 0.17 | 0.55
3.2.1 Older patients can access professional medical services 4.45+0.86 0.19 | 0.64
from the community or resource links
3.2.2 Older patients can receive companionship and help from | 4.36+0.79 0.18 | 0.55
volunteers or neighbors when conditions permit
3.2.3 Older patients can receive appropriate social welfare 4.50+0.67 0.15 | 0.59

support

(Continued)
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Table 3 (Continued).

First- Second- Third-Level Indicators MeaniSD | CV | Perfect- | Expert | The Modified Content
Level Level Score Com-
Indicators | Indicators Ratio ments
3.3 Home environment and equipment configuration 4.68+0.57 0.12 | 0.73
3.3.1 The home environment can meet the needs of basic care | 4.41+0.80 0.18 | 0.59
activities and older patient safety
3.3.2 Common risks such as falls and aspiration in the home 4.50+0.74 0.16 | 0.64
environment are effectively prevented
3.3.3 Basic health monitoring devices such as blood pressure 4.64+0.58 0.13 | 0.68
monitors and oximeters, as well as assistive devices like nursing
beds and wheelchairs, are available at home, and elderly patients
and/or their family members can operate and use them
correctly
3.4 Arrangements for the funeral and related matters 4.59+0.59 0.13 | 0.64
3.4.1 Older patients can express their preferences for 4.50+0.74 0.16 | 0.64
posthumous arrangements (such as burial/cremation, and the
form of the ceremony) if their wishes allow
3.4.2 Older patients can plan for personal belongings, wills, gift | 4.41+0.73 0.17 | 0.55
intentions, etc.
3.4.3 Family members can understand the basic steps such as 4.27+0.83 0.19 | 0.50
death certificates, body transportation, and funeral procedures
3.4.4 Healthcare staff can provide elderly patients and/or their | 4.23+0.81 0.19 | 0.46
families with guidance on funeral preparations (such as social
assistance) and continuous support after the older patient’s
passing
4. Spiritual Harmony 4.73+0.46 0.10 | 0.73
4.1 The meaning of life and a sense of value 4.55+0.60 0.13 | 0.59
4.1.1 Older patients can have the opportunity to review their 4.41+0.80 0.18 | 0.59
lives and affirm the value of life
4.1.2 Older patients can feel that they are needed, loved, and 4.45+0.80 0.17 | 0.59
that their lives have meaning
4.1.3 The care approaches provided by the healthcare team 4.36x0.79 0.18 | 0.55

(such as advance care planning) align with the core values
expressed by older patients and/or their families
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families in completing farewell activities (such as family

gatherings or organizing photo albums)

4.2 Spiritual solace and faith support 4.32+0.78 0.18 | 0.50
4.2.1 Older patients and/or their families can receive 4.36+0.73 0.17 | 0.50 Modify Older patients and/or their families can receive spiritual
appropriate spiritual comfort and ritual support (such as comfort and ritual support (such as religious prayers or
religious prayers) in accordance with their beliefs memorial ceremonies) based on their beliefs or spiritual
needs.
4.2.2 Deep-seated concerns regarding guilt, forgiveness, and 4.50+0.74 0.16 | 0.64
related issues among older patients and/or their families are
explored and alleviated
4.3 Repair of interpersonal relationships and emotional farewell 4.41+0.80 0.18 | 0.59
4.3.1 Resolving interpersonal conflicts for older patients and/or | 4.41+0.80 0.18 | 0.59
their family members
4.3.2 Older patients and their families express deep emotions | 4.50+0.74 0.16 | 0.64
such as love, gratitude, and apology to each other when saying
goodbye
4.3.3 Healthcare teams can assist older patients and/or their 4.27+0.83 0.19 | 0.50

Abbreviations: M, Mean; SD, Standard Deviation; CV, Coefficient of variation.
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Table 4 Expert Opinion Coordination Degree in Two Rounds of Delphi
Consultation

Consultation Round | Number of Indicators | Kendall’s W | X? value | P

Round| 60 0.247 320.52 <0.001
Round2 6l 0.310 483.70 <0.001

development and advancement of hospice care, this indicator system can evaluate quality in home hospice care for
terminal cancer older adults, and provide a reference for optimizing care plans, improving service processes, and
enhancing quality management.>”

In home hospice care, physical harmony extends beyond mere physiological health to a balanced state rooted in the
Chinese cultural concept of “moderation”. Keratichewanun et al demonstrate that effective symptom management is
essential for achieving a “good death”,** aligning with this study’s prioritization of symptom management as the primary
task in home hospice care, which received strong expert endorsement. Terminal older cancer patients often experience
multiple symptoms due to disease progression and metastasis, including pain, dyspnea, and fatigue.*' Symptom manage-
ment outcomes, measured by significant pain relief and minimal impact on daily activities, constitute the core component
of outcome quality evaluation in home hospice care and are the most direct and critical indicators in numerous domestic
and international tools.*>*> Thus, enhancing healthcare providers’ symptom management skills is a necessary process to
achieve the patient outcome of reduced suffering and improved comfort. In this study, the highest-rated third-level
indicator under “Symptom management” was “Older adult patients experienced significant pain relief, with daily
activities minimally affected”. Pain, as one of the most prevalent terminal symptoms,** is vital for ensuring quality in
home hospice care for terminal older cancer patients. Given its high incidence, community providers should prioritize
evidence-based personalized pain interventions to achieve this core patient outcome. Additionally, this study demon-
strates that “Daily living skills maintenance” forms the core of home hospice care outcomes. Provision of fundamental
care such as bathing, hair care, oral hygiene, and feeding assistance results in improved comfort and preserved dignity for
terminal older adult cancer patients,*> with consistent recognition across cultural backgrounds among healthcare
professionals.*®

In the psychological harmony dimension, the second-level indicator “Emotional states and adjustment” serves as
a key outcome quality indicator, directly reflecting the level of psychological relief and service effectiveness in terminal
older cancer patients. This is consistent with Wittenberg-Lyles et al, who found that emotional adjustment in home
hospice care—particularly through verbal support and positive expression from providers—effectively improves patient
and family emotions, reducing anxiety and depression, and constitutes a core element for enhancing home care quality.*’
A scoping review by Wu et al further indicated that psychological interventions targeting caregivers, such as training in
emotional regulation skills, significantly reduce negative emotions and improve psychological adaptation, thereby
supporting emotional adjustment as a standard outcome indicator*® This aligns with the highest-rated third-level indicator
under “Psychological support” in this study, which is that “Older adult patients and/or their family members can receive
timely psychological support when needed”. At the same time, the importance of “Acceptance of death” was unan-
imously affirmed by the experts. Assessing death acceptance allows for an understanding of how well patients’ needs are
met in the final stage of life and their state at the time of death, thereby enabling an evaluation of hospice care quality.
A systematic review on “good death” definitions emphasizes that acceptance of death is a core theme recognized by all
stakeholders (patients, families, and providers), essential for outcome indicators.*’ Multiple international hospice care
quality evaluation tools, such as the Palliative Care Outcome Scale (POS) and Good Death Inventory (GDI),”*"! also
incorporate death acceptance as a key component. Therefore, this study positions “Acceptance of death” as a second-
level indicator for measuring hospice care outcome quality, refining its content into specific issues for older cancer
patients before, during, and after death to enable quantitative evaluation of home hospice care quality and ongoing
optimization of death outcomes.

The social harmony dimension comprises four second-level indicators, namely “Family relationships and care
collaboration”, “Social support”, “Home environment and equipment configuration”, and “Arrangements for the funeral
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and related matters”. Among these, “Family relationships and care collaboration” and “Social support” received higher
expert importance scores, indicating their significant influence on home hospice care quality evaluation. Rooted in
Confucian culture emphasizing family and kinship, studies show that robust family and social support alleviate stress,
grief, and depression when facing death.’> Hughes et al’s systematic review, which synthesized data from 34 included
studies, confirms that family care collaboration and emotional support in hospice care directly improve symptom control
and quality of life.”® Furthermore, Wang et al’s study in the integrated health and social care model further indicates that
the quality of social relationships in terminal patients positively influences their perceived quality of hospice care
services.”* Accordingly, community healthcare providers should comprehensively assess family and social support
systems, encourage family involvement, and provide resource information, leveraging medical social workers and
volunteers to build support networks. Grov et al’s qualitative study reveals that a safe and adaptable home environment
(eg., quietness, cleanliness, ventilation, assistive devices) directly impacts cancer patients’ psychological stability and
care quality outcomes,” consistent with the high-rated third-level indicator in this study, which is that “Common risks
such as falls and aspiration in the home environment are effectively prevented”. Literature also supports “Arrangements
for the funeral and related matters” as a core “good death” factor, influencing terminal patient quality and family-
perceived care outcomes.’® Thus, community healthcare providers are encouraged to proactively guide discussions on
posthumous matters (eg., funeral preferences) and assist with body care and planning to ensure the patient outcome of
a dignified death.

The spiritual dimension refers to an individual’s inner conscious experience of the meaning and value of existence,’
primarily manifested in the meaning of life, religious faith, harmony with nature, interpersonal relationships, and self-
integration. It aligns closely with the three second-level indicators in this study (“The meaning of life and a sense of
value”, “Spiritual solace and faith support”, and “Repair of interpersonal relationships and emotional farewell”).
Steinhauser et al identified critical factors in end-of-life care from the perspectives of patients, families, and healthcare
providers, emphasizing that life meaning and preparation are central to a “good death” and directly impact the overall
quality of care for home cancer patients®® Additionally, Balboni et al further demonstrated that providing spiritual solace
and faith support in the home setting significantly enhances patients’ inner peace and end-of-life satisfaction outcomes,”
thereby supporting its inclusion as an indicator of spiritual quality Similarly, Vuksanovic et al showed that facilitating the
expression of final wishes and relationship repair (eg., emotional farewells) improves interpersonal reconciliation and
sense of fulfillment among home patients, thereby elevating end-of-life quality.®® These three dimensions collectively
reflect patients’ spiritual tranquility and integration, serving as critical components for evaluating the effectiveness of
home hospice care services. Therefore, healthcare providers must understand patients’ wishes while respecting their
religious beliefs and values during hospice care practice, fostering emotional connections and providing comprehensive
spiritual care to achieve improved patient spiritual outcomes.

To ensure the practical usability of the indicator system, this study adopts a multi-source and multi-timepoint
comprehensive assessment approach. In terms of assessment subjects, indicators of the physical harmony dimension
are evaluated by primary care nurses; indicators of the psychological harmony dimension are mainly self-reported by
patients, with caregiver proxy assessment for patients with impaired cognition; indicators of the social harmony
dimension are jointly assessed by medical social workers and nurses; indicators of the spiritual harmony dimension
are comprehensively determined by patient self-report and nurses. Three key assessment time points are set: baseline
assessment is completed within 72 hours of patient enrollment in home hospice care, regular follow-up assessments are
conducted every 2 weeks during the care period, final assessment is performed within 72 hours of patient death, and an
additional bereavement follow-up assessment is conducted for family caregivers at 4 weeks post-death. All indicators are
scored on a 5-point Likert scale, with 1 point representing a poor outcome and 5 points representing an excellent
outcome. Regarding the length of the assessment tool and completion burden, the 45-item third-level indicator
questionnaire has an average completion time of 3—5 minutes per dimension and a total completion time of
15-20 minutes. Considering that terminal older patients generally have reduced physical strength and attention span,
we have adopted a flexible strategy of dimension-by-dimension assessment and phased completion, allowing patients to
pause the assessment when feeling fatigued. For patients with severely impaired cognitive function or extremely poor
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physical status, proxy assessment by primary caregivers is implemented to minimize the impact of completion burden on
response accuracy.

This study has several limitations. First, constrained by the current developmental stage of hospice care as
a specialty, some experts participating in the Delphi consultation held only intermediate professional titles. Future
research should broaden the expert selection pool to include more senior specialists, thereby enabling further
revision and optimization of the evaluation indicator system. Second, the study constructed the content for
evaluating outcome quality in home hospice care solely through interviews with community healthcare providers,
adopting a supply-side perspective and omitting the needs and experiences of patients and their families. Subsequent
studies are recommended to incorporate the perspectives of terminal older cancer patients and their families to
further enrich and refine the indicator system, particularly by validating the proxy outcome indicators against direct
patient-reported outcomes. Finally, due to time constraints, the indicator system developed in this study has not yet
undergone empirical validation, and its reliability and validity remain to be confirmed. Future investigations should
conduct multi-center, large-sample clinical application studies to verify its effectiveness and maximize its practical
utility.

Conclusion

This study, grounded in Harmony Nursing Theory, developed a consensus-based and culturally adapted set of outcome
quality evaluation indicators for home hospice care in older Chinese patients with terminal cancer. By integrating
evidence from a literature review, qualitative interviews with community healthcare providers, and two rounds of Delphi
expert consultation, the resulting indicator system comprises four first-level indicators (physical harmony, psychological
harmony, social harmony, and spiritual harmony), 12 second-level indicators, and 45 third-level indicators. The frame-
work incorporates key Chinese cultural elements, such as “family relationships and care collaboration”, and provides
a preliminary reference framework for assessing and improving the quality of home hospice care. It may support the
optimization of nursing practices, promote end-of-life dignity, and contribute to addressing challenges related to
population aging and the increasing cancer burden. Further empirical validation is warranted to assess its reliability
and applicability in diverse clinical settings.
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