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Costs of care at the end of life among
elderly patients with chronic kidney
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Abstract

Background: Despite the urgent need for evidence to guide the end-of-life (EOL) care for patients with chronic
kidney disease (CKD), we have limited knowledge of the costs and intensity of EOL care in this population. The
present study examined patterns and predictors for EOL care intensity among elderly patients with CKD.

Methods: We conducted a retrospective nationwide cohort study utilizing the Taiwan National Health Insurance (NHI)
Research Database. A total of 65,124 CKD patients aged≥ 60 years, who died in hospitals or shortly after discharge
between 2002 and 2012 were analyzed. The primary outcomes were inpatient expenses and use of surgical
interventions in the last 30 days of life. Utilization of intensive care unit (ICU), mechanical ventilation, resuscitation, and
dialysis was also examined in a sub-sample of 2072 patients with detailed prescription data. Multivariate log-linear and
logistic regression analyses were performed to assess patient-, physician-, and facility-specific predictors and the
potential impact of a 2009 payment policy to reimburse hospice care for non-cancer patients.

Results: During the last 30 days of life, average inpatients costs for elderly CKD patients were approximately US$10,260,
with 40.9% receiving surgical interventions, 40.2% experiencing ICU admission, 45.3% undergoing mechanical
ventilation, 14.7% receiving resuscitation and 42.0% receiving dialysis. Significant variability was observed in the
inpatient costs and use of intensive services. Costs were lower among individuals with the following characteristics:
advanced age; high income; high Charlson Comorbidity Index scores; treatment by older physicians, nephrologists, and
family medicine physicians; and treatment at local hospitals. Similar findings were obtained for the use of surgical
interventions and other intensive services. A declining trend was detected in the costs of EOL care, use of surgical
interventions and resuscitation between 2009 and 2012, which is consistent with the impact of a 2009 NHI payment
policy to reimburse non-cancer hospice care.

Conclusions: Overall EOL costs and rates of intensive service use among older patients with CKD were high, with
significant variability across various patient and provider characteristics. Several opportunities exist for providers and
policy makers to reduce costs and enhance the value of EOL care for this population.
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Background
Support for reforming the delivery of end-of-life (EOL) care
has been observed in recent years, exemplified by the 2014
Institute of Medicine Report “Dying in America” [1]. Sev-
eral policy interventions have also been suggested, includ-
ing the recently proposed regulations by the Centers for
Medicare and Medicaid Services to reimburse physicians
for holding advance care planning discussions with patients
[2]. In Taiwan, the government launched a pilot program in
2011 and amended its Statute of Palliative Care in 2014 to
promote hospice and palliative care [3]. However, the
current practice of EOL care for these patients, including
most of the well-intentioned programs and initiatives to im-
prove quality or reduce costs, is not evidence-based [4].
In the past decade, several studies have examined the

intensity of EOL care, revealing significant variation in
treatment practices [5–12]. To date, most of our under-
standing of the determinants of EOL care intensity has
largely ensued from cancer care. Relevant investigations
specific to other diseases, including chronic kidney dis-
ease (CKD), are relatively much fewer [13–15]. Mean-
while, an improvement in EOL care for patients with
CKD is particularly needed [16, 17] because of not only
the surging prevalence and incidence of CKD and end-
stage renal disease (ESRD) worldwide [18, 19], but also
the remarkable rise in inpatient care for patients with
ESRD during their final months [20]. Several studies
have reported that patients with CKD experience sub-
stantial disease burdens at the end of life [21, 22], and
that their needs and preferences are not integrated with
their care [23]. The intensity of EOL care for patients
with ESRD could be higher than that observed for pa-
tients with cancer, heart failure, or dementia [24, 25].
However, with the ongoing efforts to optimize EOL care

for patients with CKD and ESRD [16, 23, 26–28], emerging
literature on the determinants of care for this population has
concentrated on patient characteristics, particularly their
demographics and regional and temporal variation [15, 24,
29–31]. Information on the patterns of EOL care intensity
across physician and hospital organizational determinants is
scarce. Moreover, limited evidence exists regarding the im-
pact of payment policies targeting EOL care. Understanding
these nonclinical factors can enable providers and policy
makers to improve the quality of care among this growing
and vulnerable population.
To fill the knowledge gaps, we used the inpatient

claims database of the National Health Insurance (NHI)
program in Taiwan to conduct a systematic examination
of the costs of EOL care among patients with CKD from
2002 to 2012. In addition, we investigated a number of
commonly reported measures of intensive services. EOL
spending has been shown to reflect the differences in
the intensity of care across health systems [32, 33] and is
of great policy interest. Medical spending also has grave

implications financially and for the well-being of individ-
uals and households [34]. Our study had the advantages of
universal population coverage and the generous and uni-
fied NHI benefit package; these factors avoided the bias
driven by disparities in access and patient incentives,
which are commonly encountered limitations of studies
involving a multiple-choice plan or multi-payer system.

Methods
Study population
To assess the costs of EOL care among patients with CKD,
we employed a retrospective cohort design and identified a
cohort of CKD decedents whose enrollment in the NHI pro-
gram was terminated because of death and who received a
primary or secondary diagnosis of CKD (International Classi-
fication of Disease, Version 9, Clinical Modification
codes:585.1–585.9) during inpatient visits during the last year
of their life. The identified decedents represented CKD pa-
tients who passed away in hospitals or shortly after discharge.
The latter is because of the cultural image of “dying at home”
in Taiwan, which results in a common practice to discharge
dying patients so they can return home to die [35]. Because
of the rapid increase in the CKD disease burden among the
elderly population, only decedents whose age at death was ≥
60 years were included in the analyses.

Data sources
Data were obtained from the Taiwan National Health
Insurance Research Database (NHIRD), which con-
tains the complete claim records for the entire in-
sured population [36]. Taiwan’s NHI program covers
more than 99% of the population, and under the
generous benefit package, patients can readily access
any provider of choice with limited copayment and
co-insurance [37]. We constructed our longitudinal
data from two specific inpatient databases. The pri-
mary cohort was the inpatient expenditure summary
by admission, for the entire population from 2002 to
2012. The inpatient expenditure summary files pro-
vided data for each admission, including the principal
and secondary diagnoses, length of stay, total charge,
and the expenditure breakdown according to categories,
such as surgical, examination, drug expenses, and etc.
To explore the detailed inpatient services provided,
we also accessed a second data source, containing
the complete inpatient prescriptions and orders of
1,000,000 randomly sampled individuals (out of the
approximately 25,700,000 beneficiaries in the 2005
registry) [38]. This database provides detailed accounts
of health service utilization for sampled decedents
(secondary cohort); however, because the sampling
was based on beneficiaries in 2005, only information
of decedents between 2005 and 2012 is available.
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Primary and secondary outcomes
Because EOL care, including hospice care, in Taiwan often
occurs in a hospital rather than a home or nursing home
[39], the main outcome in our study was inpatient expen-
ditures during the last 30 days of life, which summarizes
the intensity and utilization of health resources during the
last stage of life. We used nominal expenditures in New
Taiwan Dollars ($NT) because the reimbursement of ser-
vices in Taiwan is based on a fee schedule that is not up-
dated for inflation. Measures of specific health services in
the literature of EOL care intensity typically fall into one
of the following three categories: hospitalization [e.g.,
acute care and intensive care unit (ICU) use], life-
sustaining interventions (e.g., resuscitation and dialysis),
and potentially life-prolonging treatments (e.g., surgery
and chemotherapy) [13]. Therefore, we assessed the ag-
gressiveness of EOL care through binary variables, which
indicated whether in the last month of life, patients were
admitted to the ICU; received mechanical ventilation, re-
suscitation, or dialysis treatments (for decedents between
2005 and 2012, secondary cohort); or underwent any sur-
gical interventions (for decedents between 2002 and 2012,
primary cohort).

Patient characteristics
Patient characteristics assessed as predictors of intensity
of care were age; sex; beneficiary’s earnings, on the basis
of which the payroll-based premium is calculated; and
co-morbidities, as defined by the Charlson Comorbidity
Index (CCI) [40]. We also considered whether the pa-
tient had ESRD requiring renal replacement therapy, be-
cause of the expansive nature of dialysis treatments. In
addition, patients with ESRD in Taiwan are entitled to
free medical services without any patient cost-sharing
under NHI, which could affect their utilization of health
services. Eligibility for such a medical fee waiver is indi-
cated in the NHIRD.

Provider characteristics
The primary attending physician and hospital were de-
fined respectively as the doctor and hospital that
accounted for the largest EOL expense during the final
month of the patients’ lives. We identified providers with
a major role in shaping the intensity of EOL care. The
Taiwanese medical profession is highly specialized, and
different specialties typically operate their own separate
wards in the hospitals. The NHIRD includes anonymous
physician characteristics including age, sex, and the spe-
cialty of the primary physician (i.e., whether they were
surgeons, nephrologists, family medicine physicians, or
other types of physicians). Family medicine physicians
were identified because hospice and palliative care and
associated fellowship training are often affiliated with
family medicine in Taiwan.

We also examined the role of the facility characteris-
tics of the treating hospitals, including ownership (public
and private), accreditation (medical center, regional, or
local hospital, according to facility capacity in terms of
bed numbers, medical specialties, and staff densities),
and teaching status.

Regional determinants
The hospital sector in Taiwan is organized into six re-
gions, each with its own capped budget, under which
hospitals within the same region compete for reimburse-
ment. We also introduced year-specific number of hos-
pitals and beds in the region to explore the role of
market consolidation and mergers. Finally, our model
also included region dummies to control for any effects
from unobservable regional-level factors.

Policy impact
Health systems are rarely static and frequently reacting
to policy changes. Specifically, in 2009, NHI program
implemented a payment policy that reimbursed pro-
viders for non-cancer EOL hospice care [3]. We ex-
plored the impact of this policy by performing a spline
regression to test whether a difference existed in the
time trends of costs or intensity of EOL care before and
after 2009. That is, in addition to the “year” variable that
reflects the linear time trend of cost or intensity, a separ-
ate term, “year-2009”, was introduced to capture the
change in time trend after 2009.

Statistical analysis
To assess the variability in EOL care, the average in-
patient expenses and probability of receiving intensive
care, including ICU stay, mechanical ventilation, resusci-
tation, dialysis and any surgical interventions, in the last
30 days of life were estimated separately for various
stratified sub-groups. Bivariate associations between
costs and predictors were statistically tested using t-
tests and ANOVA. Chi-squared tests were used to
compare the binary data for intensive care across
sub-groups.
For the analysis of the costs of care, inpatient costs

were first log-transformed to satisfy normality require-
ments (Appendix 1). We used multivariable log-linear
models coupled with spline regression to estimate the ef-
fects of patient, physician, facility characteristics, re-
gional factors, and the potential policy impact on the
costs of care during the final month of life. For easier in-
terpretation of the log-linear model, we calculated the
exponentiated coefficients, which represented the ratios
of the geometric mean of expenses relative to those of
the reference group. Multivariable logistic models were
used for the analysis of intensive care received at the
end of life, and odds ratios (ORs) of respective
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predictors were estimated. A p value of less than .05 was
considered statistically significant. All models used ro-
bust standard errors, with adjustment for patient cluster-
ing within a particular hospital. All analyses were
performed using Stata, version 13.1 (StataCorp LP., Col-
lege Station, Texas, USA).

Results
From 2002 to 2012, a total of 65,124 CKD decedents
aged ≥ 60 years who passed away in hospitals or shortly
after discharge were identified. The mean (SD) age at
death was 77.5 (8.7) years and 42.9% had a diagnosis of
ESRD (Table 1). During the last 30 days of life, 23.9% of
decedents received inpatient care from nephrologists, with
an additional 12.9% receiving care from surgeons, 4.1%
from family medicine physicians, and the remaining pa-
tients from physicians of other specialties. Regional hospi-
tals accounted for the largest share (43.5%) of EOL
inpatient care, followed by medical centers (33.6%); the
majority of inpatient care took place in private hospitals
(66.5%). Across regions, Taipei had the largest number of
the CKD decedents (28.8%), whereas the eastern region
had the fewest (3.6%). During the study period, the annual
number of CKD decedents peaked at 7164 during 2003,
when Taiwan experienced an outbreak of severe acute re-
spiratory syndrome that may have caused adverse health
outcomes [41]. Through the database of 1,000,000 ran-
domly sampled individuals, we had access to the detailed
prescription data of 2072 decedents between 2005 and
2012. The characteristics of this sub-sample are similar to
those of the population-based sample (Table 1).

Variation of intensity in end-of-life care
Table 2 presents the distribution of our outcome mea-
sures, namely 30-day EOL inpatient expenses and the
probability of receiving intensive health services such as
surgical interventions, ICU admission, mechanical ventila-
tion, resuscitation, and dialysis treatment. The average 30-
day EOL inpatient expense was approximately US$10,260
(NT$332,422, at US$1 =NT$32.4) and varied from
US$8000 (NT$260,000) to US$12,300 (NT$400,000). Ex-
penses were relatively higher for patients aged 60–70 years,
females with lower insurable earnings, and those with
ESRD; in addition, expenses incurred at medical centers
and public hospitals were also higher. Moreover, apparent
temporal variations were observed. All the aforementioned
differences were statistically significant (Table 2). The vari-
ation in the average probabilities of receiving surgical inter-
ventions across sub-populations was generally similar to
that of the EOL inpatient expenses, except that the differ-
ence in the probabilities of surgical interventions by insur-
able monthly earnings group was not statistically significant.
In the secondary cohort of 2072 CKD decedents,

40.2% were admitted to the ICU, 45.3% received

mechanical ventilation, 14.7% underwent resuscita-
tion, and 42.0% received dialysis treatment during
the final month of life. These intensive services were
relatively more common among those with ESRD.
Resuscitation and dialysis treatments were more
common among patients aged 60–70 years than
those aged >70 years (Table 2).

Predictors of end-of-life medical expenses
The results of the multivariate log-linear regression models
are shown in Table 3. The exponentiated coefficients pro-
vide easier interpretation of the variation in the costs of care.
For instance, the ratio of the geometric mean inpatient ex-
penses among ESRD decedents to that of the non-ESRD
group was 1.29 [95% confidence interval (CI), 1.24–1.33],
implying that the costs were 29% (95% CI, 24–33%) higher
among ESRD decedents. The fully adjusted estimates indi-
cated that the costs of care were higher among females (3%;
95% CI, 0–5%) and lower among patients with advanced
ages: every 10-year increase in age was associated with a 3%
(95% CI, 2–5%) reduction in 30-day EOL inpatient expenses.
In addition, increased co-morbidities were associated with
lower EOL care costs, with each unit increase in CCI score
being associated with a 3% (95% CI, 2–4%) drop. EOL ex-
penses were also 13% (95% CI, 10–16%) lower among indi-
viduals with above average monthly earnings.
Provider characteristics, both at the physician and hospital

levels, had significant and substantial impacts on the EOL
expenses incurred. Older physicians were associated with
lower costs for EOL care: every 10-year increase in physician
age was associated with a reduction in the 30-day EOL in-
patient expenses by 6% (95% CI, 3–9%). Those who re-
ceived care from surgeons had 11% (95% CI, 2–21%)
higher costs. By contrast, decedents treated by ne-
phrologists incurred 26% (95% CI, 22–30%) lower
costs during EOL care. With a 38% (95% CI, 29–45%)
reduction, the costs were even lower for treatment by
family medicine physicians, compared with the costs
for those treated by clinicians of other non-surgical
specialties. At the hospital level, assuming that all
other variables were constant, the EOL care costs for
patients with CKD were much higher at medical cen-
ters and regional hospitals, with 59% (95% CI, 41–
80%) and 17% increases (95% CI, 6–28%), respectively,
compared with the costs incurred at local hospitals.
Hospital ownership and teaching status, as well as the
regional supply in the number of hospitals or beds,
did not have a statistically significant effect on the
EOL care costs.
During the study period, a trend of increasing EOL ex-

penses, with an annual increase of 4% (95% CI, 2–5%),
was also observed. However, after 2009, a divergence in
the trend was noted, with an annual reduction of 9%
(95% CI, 7–11%) in EOL inpatient costs.
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Odds of receiving intensive services
Table 3 also presents the OR estimates of receiving any
surgical intervention during the last 30 days of life, and
the results were consistent with the findings on inpatient

expenses. Older CKD decedents were less likely to
have received surgical interventions if they were male,
had a more advanced age, did not have ESRD, had
more co-morbidities, had a higher income, were

Table 1 Characteristics of study cohorts of chronic kidney disease decedents dying in hospitals in Taiwan, 2002–2012

Characteristics Population-based primary cohort (2002–2012) Randomly sampled secondary cohort (2005–2012)

(n = 65,124) (n = 2072)

Age at death, NO. (%)

60–70 13,136 (20.2%) 374 (18.1%)

70–80 24,086 (37.0%) 749 (36.2%)

80+ 27,902 (42.8%) 949 (45.8%)

Age at death, mean (SD) 77.5 (8.7) 78.1 (8.6)

Insurable earnings, mean (SD) 7498.8 (10,649.3) 7448.9 (10,608.1)

ESRD, NO. (%) 27,911 (42.9%) 913 (44.1%)

Charlson Comorbidity Index, mean (SD) 3.7 (1.8) 3.7 (1.8)

Specialty of Primary Physician (%)

Surgeon 8428 (12.9%) 275 (13.3%)

Nephrologist 15,559 (23.9%) 431 (20.8%)

Family Medicine 2642 (4.1%) 80 (3.9%)

Others 38,495 (59.1%) 1286 (62.1%)

Primary Hospital- Accreditation, NO. (%)

Medical Centers 21,856 (33.6%) 706 (34.1%)

Regional Hospitals 28,341 (43.5%) 900 (43.4%)

Local Hospitals 14,927 (22.9%) 466 (22.5%)

Primary Hospital- Ownership, NO. (%)

Public 21,850 (33.6%) 745 (36.0%)

Private 43,274 (66.5%) 1327 (64.0%)

Region, NO. (%)

Taipei (Capital) 18,746 (28.8%) 645 (31.1%)

Northern 9911 (15.2%) 307 (14.8%)

Central 12,668 (19.5%) 392 (18.9%)

Southern 10,401 (16.0%) 318 (15.4%)

Kao-Ping 11,058 (17.0%) 331 (16.0%)

Eastern 2340 (3.6%) 79 (3.8%)

Year of death, NO. (%)

2002 4989 (7.7%) -

2003 7164 (11.0%) -

2004 6917 (10.6%) -

2005 6236 (9.6%) 263 (12.7%)

2006 6156 (9.5%) 264 (12.7%)

2007 5934 (9.1%) 276 (13.3%)

2008 5747 (8.8%) 290 (14.0%)

2009 5295 (8.1%) 242 (11.7%)

2010 5544 (8.5%) 239 (11.5%)

2011 5289 (8.1%) 243 (11.7%)

2012 5853 (9.0%) 255 (12.3%)
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attended to by older physicians, or were treated at
local hospitals. However several notable differences
were observed. First, the odds of receiving surgical in-
terventions increased for decedents treated by ne-
phrologists (OR = 1.37; 95% CI, 1.26–1.49). By
contrast, patients with CKD seen by family medicine
physicians had much lower odds (OR = 0.60; 95% CI,
0.48–0.75) of undergoing surgical interventions during
EOL care than did those seen by other physicians
with non-surgical clinical specialties. Second, CKD de-
cedents in teaching hospitals were more likely to have
received surgical interventions (OR = 1.43; 95% CI,
1.22–1.69). Third, no overall statistically significant
trend of increasing odds of receiving surgical inter-
ventions at the end of life was observed between
2002 and 2009; nevertheless, a declining trend in the
odds of receiving any surgical interventions after 2009
(OR = 0.91, 95% CI, 0.87–0.96) was noted.
Analyses of the sub-sample with detailed prescrip-

tion data are summarized in Table 4. To confirm the

robustness, identical analyses of the costs and surgical
interventions in the population-based data were per-
formed. The results were consistent, with predictors
for the costs of care including age at death, earnings,
and CCI scores, of which the coefficients were identi-
cal, but the statistical significance was lost because of
the small sample size.
Our multivariable logistic models showed that the pre-

dictors for ICU admission, mechanical ventilation and
resuscitation were similar: the odds among patients with
ESRD were high, and among those with more co-
morbidities and those seen by family medicine clinicians
the odds were lower. In addition, older physicians were
associated with lower odds of ICU stay (OR = 0.85, 95%
CI, 0.73–0.99), family medicine physicians were associ-
ated with reduced use of mechanical ventilation (OR =
0.35, 95% CI, 0.19–0.62), and importantly, a trend of de-
creasing utilization after 2009 was noted for in-hospital
resuscitation (OR = 0.76, 95% CI, 0.59–0.99). Finally, pa-
tients with ESRD and those provided with care by

Table 3 Determinants of inpatient costs and use of surgical interventions among Taiwanese CKD decedents dying in hospitals,
2002–2012 (N = 65,124)a

Characteristics End-of-life Inpatient Costs Surgical Interventions

Exponentiated
Coefficients

95% Confidence
Interval

Odds
Ratios

95% Confidence
Interval

Patient Age at death (in tens, '0) 0.97*** (0.95–0.98) 0.88*** (0.86–0.90)

Sex (=female) 1.03* (1.00–1.05) 1.10*** (1.07–1.14)

ESRD 1.29*** (1.24–1.33) 1.33*** (1.25–1.42)

Insurable monthly earnings (=average and above) 0.87*** (0.84–0.90) 0.94** (0.90–0.99)

Charlson Comorbidity Index (CCI) 0.97*** (0.96–0.98) 0.93*** (0.91–0.94)

Physician Physician age (in tens, '0) 0.94*** (0.91–0.97) 0.86*** (0.81–0.91)

Physician sex (=female) 0.94 (0.87–1.02) 0.91 (0.82–1.01)

Specialty of primary attending physician

Nephrologist 0.74*** (0.70–0.78) 1.37*** (1.26–1.49)

Family medicine 0.62*** (0.55–0.71) 0.60*** (0.48–0.75)

Surgeon 1.11* (1.02–1.21) 3.56*** (3.20–3.97)

Facility Primary hospital- accreditation level

Medical Centers 1.59*** (1.41–1.80) 1.88*** (1.65–2.15)

Regional Hospitals 1.17** (1.06–1.28) 1.40*** (1.24–1.59)

Local Hospitals (Ref.) - - - -

Primary hospital- ownership (=private) 1.06 (0.98–1.14) 1.06 (0.96–1.16)

Teaching hospital 0.96 (0.85–1.08) 1.43*** (1.22–1.69)

Region Number of hospital in the region (in tens, '0) 1.02 (0.98–1.06) 1.02 (0.98–1.07)

Number of beds in the region (in hundreds, '00) 1.00 (1.00–1.00) 1.00 (1.00–1.00)

Time
Trend

Overall time trend (Year) 1.04*** (1.02–1.05) 1.02 (1.00–1.05)

Difference in trend post 2009 (=Year-2009, for
year≥ 2009)

0.91*** (0.89–0.93) 0.91*** (0.87–0.96)

Standard errors are clustered at the hospital level
*** p < 0.001, ** p < 0.01, * p < 0.05
a. Estimates are adjusted for regional fixed effects by including regional dummies
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nephrologists were significantly more likely to receive
dialysis treatments during EOL care.

Discussion
This study extended the EOL literature on CKD care by
leveraging the population-based research database to
examine the costs and utilization of intensive services
during EOL care. Elderly Taiwanese patients with CKD
received a high intensity of EOL care, both in terms of
medical spending and use of intensive health services,
including surgery, ICU stay, mechanical ventilation, re-
suscitation, and dialysis. The intensity of EOL care is
shaped by a myriad of patient, physician, and hospital
characteristics, as well as changes in payment policy on
hospice care.
On average, elderly patients with CKD experienced

very high rates of surgical interventions (41%), ICU ad-
mission (40%), mechanical ventilation (45%), and resus-
citation (15%) during the final month of life. In
comparison, in the US Medicare population, 18% of the
beneficiaries underwent surgical procedures [42], and
24% and 9% of patients with cancer were admitted to
ICUs and received life-sustaining treatment [including
intubation, feeding tube placement, and cardiopulmo-
nary resuscitation (CPR)], respectively, during the last
month of their life [43]. Moreover, studies in other coun-
tries on patients with cancer have revealed consistently
lower EOL surgical rates [44, 45] and utilization of ICU,
mechanical ventilation, and resuscitation [33, 46–48]
than those observed in our study population. In Taiwan,
patents with cancer also had lower EOL care intensity:
11% with ICU admission, 29% with mechanical ventila-
tion and 11% with CPR [35]. Consequently, in Taiwan,

compared with the average spending of > US$10,000 for
patients with CKD during their final month, the corre-
sponding costs were approximately US$1800 for lung
cancer [49] and US$2000– US$2300 for patients with
liver cancer [50]. Our findings are consistent with those
of an earlier US study reporting that ESRD patients re-
ceived a higher intensity of EOL care than did patients
with cancer [24], even though the rates of intensive pro-
cedures observed in US ESRD populations were still
lower than the estimates reported here in Taiwan [24,
31, 51].
Studies examining the long-term trend of EOL care in-

tensity have typically identified a steady increase over
time [6, 52], and the reduction in EOL care costs has al-
ways been a challenge for policy-makers [53]. Although
recent studies in the US have indicated that hospice pro-
grams under Medicare are cost-saving [54, 55] and that
geographical access to hospice care has greatly improved
in the past decade [56], no signs of a decrease in the in-
tensity and cost of EOL care were observed on a system-
atic scale [57, 58]. In our analysis, we also noted an
overall trend of a 4% annual increase in costs. Neverthe-
less, with the 2009 NHI policy to reimburse providers
for non-cancer hospice care, we detected a significant
declining trend in costs and surgical rates between 2009
and 2012. For instance, for an average ESRD decedent in
a medical center, inpatient expenses between 2009 and
2012 fell by 14%, and the probability of surgical inter-
ventions in 2012 was also lower than that in 2009 (48%
and 53%, respectively; Fig. 1). The odds of receiving
resucitation also showed a significant decline after 2009,
despite the limited sample size used for the sub-sample
analyses. In our sample, inpatient hospice care was not

Fig. 1 Predicted end-of-life expensesa and probability of surgical interventions for average ESRD patients in Taiwan, 2002–2012.b [aConverted at
US$1 = NT$32.4; bEstimates are based on linear predictions of multivariate log-linear and logistic models with year fixed effects with all variables,
except ESRD and hospital accreditation, kept at the mean values.]; Abbreviations: ESRD, end-stage renal disease; EOL, end-of-life
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used until 2009, when it began to increase at a low rate
to reach approximately 4% in 2012 (Appendix 2). There-
fore, the impact of the policy might be due to not only
the increased use of hospice care but also the increased
awareness and change in practices of the providers. Be-
cause of the lack of a control group, we cannot claim de-
finitive causality of the policy impact; however, all the
consistent evidence suggests that payment intervention
is likely to be an essential tool to promote desired
changes in EOL care. Future studies to confirm this
finding are warranted.
In addition to policy interventions, our findings also

indicate that the characteristics of both the demand and
supply sides play significant roles in the intensity of EOL
care. Regarding patient characteristics, in addition to
age, sex, and the presence of ESRD and comorbidities,
which have all been repeatedly shown to play crucial
roles [5–7, 42, 59–61], we also revealed a discrepancy
across socioeconomic status (SES), which contradicted
the negative findings of earlier US studies [62, 63]. Re-
garding general medical services, individuals of lower
SES are typically treated similarly [64–66] or less inten-
sively [67, 68]; however, we determined that they were
likely to receive a higher intensity of EOL care. An earl-
ier study on Taiwanese cancer decedents also reported
that lower income was associated with more aggressive
treatments [69]. Such inequality in EOL care across in-
come groups is troubling because individuals and house-
holds with low SES are particularly vunerable to the
potential financial harm caused by medical bills [34].
Our results also confirmed prior reports of the crucial

roles of non-clinical provider characteristics in cancer
EOL care [11, 33] and extended further to the CKD popu-
lations. For instance, our findings of higher EOL costs of
care and odds of any surgical procedures at medical cen-
ters and regional hospitals are in agreement with the lit-
erature that facilities with higher bed capacities are often
associated with higher EOL care intensities [6, 11, 12, 15,
70]. In addition, the effects of physician characteristics
identified in this study also implied that education and
training can potentially help in reducing costs and inten-
sity of EOL care, which is consistent with the findings of
previous studies examining internal medicine residency
training and intensity of practice during EOL care [71].
First, elderly CKD decedents attended by older physicians
had lower costs and odds of receiving surgical interven-
tions or ICU admission during the last month of their life.
Through training programs for younger professionals, an
opportunity exists to encourage the practice of lower in-
tensity care for EOL. Second, the intensity of care is
strongly associated with the physician specialty and is par-
ticularly low in family medicine physicians. This provides
the evidence supporting the inclusion of palliative care in
medical training to lower EOL care costs.

Our findings should be generalized with caution,
particularly considering the observational nature of
the data. The association identified between various
predictors and costs of EOL care could be influenced
by other unobserved factors, especially when claims
did not contain information on patient preferences.
Meanwhile, our results among patients with CKD
were consistent with those of prior studies, most of
which investigated cancer care, providing some assur-
ance of the validity. In addition, a constraint of our
data is the inability to specify the primary reasons
why the patients were admitted. However, by limiting
our sample to the elderly, we tried to minimize influ-
ences from patient heterogeneity on remaining life ex-
pectancy. Third, given the data limitation, we were
not able to distinguish patients with different CKD
stages, except for those with ESRD. However, many
patients with CKD are diagnosed at late stages (CKD
4 and 5) because of the asymptomatic nature of CKD
[72] and systemic barriers to optimal care for late-
stage CKD [73]. The heterogeneity in healthcare ser-
vices across different CKD stages may be less obvious,
and CCI scores may correlate better with healthcare
needs than with CKD stage alone [74]. Although the
variation and nature of EOL care intensity across dif-
ferent CKD stages warrants future studies, CKD stage
should have very limited effects on biasing the esti-
mates of other determinants assessed in this study.
Finally, our examination of the utilization of ICU,
mechanical ventilation, resuscitation, and dialysis was
constrained by the limited sample size of the sub-
sample. Although the coefficients across different
models were consistent, many of them did not meet
our threshold of statistical significance.

Conclusions
EOL care intensity is an important and challenging
issue, both in terms of the quality of care and cost
containment. Our study of EOL care among elderly
patients with CKD in Taiwan who died in hospitals
or shortly after discharge demonstrated a high overall
intensity, with significant variation in the manner of
treatment during the last 30 days of life. The costs
and odds of receiving intensive services were driven
by a combination of physician characteristics, facility
factors, and payment policies, as much as they were
shaped by individual patient characteristics. These
findings, together with the identified socioeconomic
disparities, suggest that several opportunities exist to
reduce EOL care costs, such as through payment
intervention and education, to create responsive
health systems that provide a high value of care to
this vulnerable population.
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Table 5 Inpatient hospice care use in the study cohort

Year Number of
User

% of Total Patient
Population

Total Number of
Patients

2002 0 0.0% 4989

2003 0 0.0% 7164

2004 0 0.0% 6917

2005 0 0.0% 6236

2006 0 0.0% 6156

2007 0 0.0% 5934

2008 0 0.0% 5747

2009 31 0.6% 5295

2010 165 3.0% 5544

2011 228 4.3% 5289

2012 211 3.6% 5853

Total 635 1.0% 65,124

Fig. 2 Distribution of 30-day end-of-life expenses, before and after log transformation

Chen et al. BMC Nephrology  (2017) 18:36 Page 12 of 14



References
1. Institute of Medicine. Dying in America: Improving Quality and Honoring

Individual Preferences Near the End of Life [Internet]. Washington, D.C:
National Academies Press; 2014. [cited 2016 Jun 15]. Available from: http://
www.nap.edu/catalog/18748.

2. Kaiser Family Foundation. 10 FAQs: Medicare’s Role in End-of-Life Care
[Internet]. 2015 [cited 2015 Dec 9]. Available from: http://kff.org/medicare/
fact-sheet/10-faqs-medicares-role-in-end-of-life-care/.

3. Lai C-F, Tsai H-B, Hsu S-H, Chiang C-K, Huang J-W, Huang S-J. Withdrawal
from long-term hemodialysis in patients with end-stage renal disease in
Taiwan. J Formos Med Assoc. 2013;112:589–99.

4. Halpern SD. Toward Evidence-Based End-of-Life Care. N Engl J Med. 2015;373:2001–3.
5. Earle CC, Neville BA, Landrum MB, Ayanian JZ, Block SD, Weeks JC. Trends in the

Aggressiveness of Cancer Care Near the End of Life. J Clin Oncol. 2004;22:315–21.
6. Earle CC, Landrum MB, Souza JM, Neville BA, Weeks JC, Ayanian JZ.

Aggressiveness of Cancer Care Near the End of Life: Is It a Quality-of-Care
Issue? J Clin Oncol. 2008;26:3860–6.

7. Ho TH, Barbera L, Saskin R, Lu H, Neville BA, Earle CC. Trends in the
Aggressiveness of End-of-Life Cancer Care in the Universal Health Care
System of Ontario, Canada. J Clin Oncol. 2011;29:1587–91.

8. Barnato AE, Berhane Z, Weissfeld LA, Chang C-CH, Linde-Zwirble WT, Angus
DC. Racial Variation in End-of-Life Intensive Care Use: A Race or Hospital
Effect? Health Serv Res. 2006;41:2219–37.

9. Greiner KA, Perera S, Ahluwalia JS. Hospice usage by minorities in the last
year of life: results from the National Mortality Followback Survey. J Am
Geriatr Soc. 2003;51:970–8.

10. Smith AK, Earle CC, McCarthy EP. Racial and ethnic differences in end-of-life
care in fee-for-service Medicare beneficiaries with advanced cancer. J Am
Geriatr Soc. 2009;57:153–8.

11. Morden NE, Chang C-H, Jacobson JO, Berke EM, Bynum JPW, Murray KM,
et al. End-Of-Life Care For Medicare Beneficiaries With Cancer Is Highly
Intensive Overall And Varies Widely. Health Aff (Millwood). 2012;31:786–96.

12. Lin CY, Farrell MH, Lave JR, Angus DC, Barnato AE. Organizational determinants
of hospital end-of-life treatment intensity. Med Care. 2009;47:524–30.

13. Luta X, Maessen M, Egger M, Stuck AE, Goodman D, Clough-Gorr KM.
Measuring Intensity of End of Life Care: A Systematic Review. PLoS ONE.
2015;10:e0123764.

14. Gessert CE, Haller IV, Johnson BP. Regional variation in care a the end of life:
discontinuation of dialysis. BMC Geriatrics. 2013;13:39.

15. O’Hare AM, Rodriguez RA, Hailpern SM, Larson EB, Kurella TM. Regional
variation in health care intensity and treatment practices for end-stage renal
disease in older adults. JAMA. 2010;304:180–6.

16. Davison SN. Integrating palliative care for patients with advanced chronic
kidney disease: recent advances, remaining challenges. J Palliat Care. 2011;
27:53–61.

17. Davison SN, Levin A, Moss AH, Jha V, Brown EA, Brennan F, et al. Executive
summary of the KDIGO Controversies Conference on Supportive Care in
Chronic Kidney Disease: developing a roadmap to improving quality care.
Kidney Int. 2015;88:447–59.

18. Levey AS, Coresh J. Chronic kidney disease. Lancet. 2012;379:165–80.
19. Lozano R, Naghavi M, Foreman K, Lim S, Shibuya K, Aboyans V, et al. Global

and regional mortality from 235 causes of death for 20 age groups in 1990
and 2010: a systematic analysis for the Global Burden of Disease Study
2010. Lancet. 2012;380:2095–128.

20. United States Renal Data System. 2015 USRDS annual data report: Epidemiology
of kidney disease in the United States [Internet]. Bethesda: National Institutes of
Health, National Institute of Diabetes and Digestive and Kidney Diseases; 2015.
Available from: http://www.usrds.org/2015/view/Default.aspx.

21. Davison S, Jhangri G, Johnson J. Cross-sectional validity of a modified
Edmonton symptom assessment system in dialysis patients: a simple
assessment of symptom burden. Kidney Int. 2006;69:1621–5.

22. Saini T, Murtagh FE, Dupont PJ, McKinnon PM, Hatfield P, Saunders Y.
Comparative pilot study of symptoms and quality of life in cancer patients
and patients with end stage renal disease. Palliat Med. 2006;20:631–6.

23. Davison SN. End-of-Life Care Preferences and Needs: Perceptions of Patients
with Chronic Kidney Disease. Clin J Am Soc Nephrol. 2010;5:195–204.

24. Wong SPY, Kreuter W, O’Hare AM. Treatment intensity at the end of life in older adults
receiving long-term dialysis. Arch Intern Med. 2012;172:661-663-664.

25. Wachterman MW, Pilver C, Smith D, Ersek M, Lipsitz SR, Keating NL. Quality
of End-of-Life Care Provided to Patients With Different Serious Illnesses.
JAMA Intern Med. 2016;176:1095–102.

26. Nicholas LH, Langa KM, Iwashyna TJ, Weir DR. Regional variation in the
association between advance directives and end-of-life Medicare
expenditures. JAMA. 2011;306:1447–53.

27. Luckett T, Sellars M, Tieman J, Pollock CA, Silvester W, Butow PN, et al.
Advance Care Planning for Adults With CKD: A Systematic Integrative
Review. Am J Kidney Dis. 2014;63:761–70.

28. Goff SL, Eneanya ND, Feinberg R, Germain MJ, Marr L, Berzoff J, et al.
Advance care planning: a qualitative study of dialysis patients and families.
Clin J Am Soc Nephrol. 2015;10:390–400.

29. Murray AM, Arko C, Chen S-C, Gilbertson DT, Moss AH. Use of Hospice in the
United States Dialysis Population. Clin J Am Soc Nephrol. 2006;1:1248–55.

30. Thomas BA, Rodriguez RA, Boyko EJ, Robinson-Cohen C, Fitzpatrick AL,
O’Hare AM. Geographic variation in black-white differences in end-of-life
care for patients with ESRD. Clin J Am Soc Nephrol. 2013;8:1171–8.

31. Eneanya ND, Hailpern SM, O’Hare AM, Kurella Tamura M, Katz R, Kreuter W,
et al. Trends in Receipt of Intensive Procedures at the End of Life Among
Patients Treated With Maintenance Dialysis. Am J Kidney Dis Off J Natl
Kidney Found. 2017;69(1):60–8.

32. Marik PE. The Cost of Inappropriate Care at the End of life: Implications for
an Aging Population. Am J Hosp Palliat Care. 2015;32:703–8.

33. Bekelman JE, Halpern SD, Blankart CR, Bynum JP, Cohen J, Fowler R, et al.
Comparison of Site of Death, Health Care Utilization, and Hospital
Expenditures for Patients Dying With Cancer in 7 Developed Countries.
JAMA. 2016;315:272–83.

34. Moriates C, Shah NT, Arora VM. First, Do No (Financial) Harm. JAMA. 2013;
310:577–8.

35. Hsing AW, Ioannidis JPA. Nationwide Population Science: Lessons From the
Taiwan National Health Insurance Research Database. JAMA Intern Med.
2015;175:1527–9.

36. Cheng T-M. Reflections On The 20th Anniversary Of Taiwan’s Single-Payer
National Health Insurance System. Health Aff (Millwood). 2015;34:502–10.

37. National Health Research Institute. National Health Insurance Research
Database [Internet]. [cited 2016 Dec 12]. Available from: http://nhird.nhri.org.
tw/en/Data_Subsets.html.

38. Kang S-C, Pai F-T, Hwang S-J, Tsao H-M, Liou D-M, Lin I-F. Noncancer
Hospice Care in Taiwan: A Nationwide Dataset Analysis from 2005 to 2010. J
Palliat Med. 2014;17:407–14.

39. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying
prognostic comorbidity in longitudinal studies: development and validation.
J Chronic Dis. 1987;40:373–83.

40. Chang H-J, Huang N, Lee C-H, Hsu Y-J, Hsieh C-J, Chou Y-J. The Impact of
the SARS Epidemic on the Utilization of Medical Services: SARS and the Fear
of SARS. Am J Public Health. 2004;94:562–4.

41. Kwok AC, Semel ME, Lipsitz SR, Bader AM, Barnato AE, Gawande AA, et al.
The intensity and variation of surgical care at the end of life: a retrospective
cohort study. Lancet. 2011;378:1408–13.

42. Goodman DC, Fisher ES, Chang C-H, Morden NE, Jacobson JO, Murray K,
et al. Quality of End-of-Life Cancer Care in Medicare Beneficiaries [Internet].
Hanover: The Dartmouth Institute for Health Policy and Clinical Practice;
2010. Available from: http://www.dartmouthatlas.org/downloads/reports/
Cancer_report_11_16_10.pdf.

43. Braga S, Miranda A, Fonseca R, Passos-Coelho JL, Fernandes A, Costa JD,
et al. The aggressiveness of cancer care in the last three months of life: a
retrospective single centre analysis. Psychooncology. 2007;16:863–8.

44. Alturki A, Gagnon B, Petrecca K, Scott SC, Nadeau L, Mayo N. Patterns of
care at end of life for people with primary intracranial tumors: lessons
learned. J Neurooncol. 2014;117:103–15.

45. Kassam A, Sutradhar R, Widger K, Rapoport A, Pole JD, Nelson K, et al.
Predictors of and Trends in High-Intensity End-of-Life Care Among Children
With Cancer: A Population-Based Study Using Health Services Data. J. Clin.
Oncol. 2016;JCO.2016.68.8283.

46. Sato K, Miyashita M, Morita T, Sanjo M, Shima Y, Uchitomi Y. Quality of end-
of-life treatment for cancer patients in general wards and the palliative care
unit at a regional cancer center in Japan: a retrospective chart review.
Support Care Cancer. 2008;16:113–22.

47. Warren JL, Barbera L, Bremner KE, Yabroff KR, Hoch JS, Barrett MJ, et al. End-
of-Life Care for Lung Cancer Patients in the United States and Ontario. J
Natl Cancer Inst. 2011;103:853–62.

48. Tang ST, Wu S-C, Hung Y-N, Huang E-W, Chen J-S, Liu T-W. Trends in quality
of end-of-life care for Taiwanese cancer patients who died in 2000-2006.
Ann Oncol. 2009;20:343–8.

Chen et al. BMC Nephrology  (2017) 18:36 Page 13 of 14

http://www.nap.edu/catalog/18748
http://www.nap.edu/catalog/18748
http://kff.org/medicare/fact-sheet/10-faqs-medicares-role-in-end-of-life-care/
http://kff.org/medicare/fact-sheet/10-faqs-medicares-role-in-end-of-life-care/
http://www.usrds.org/2015/view/Default.aspx
http://nhird.nhri.org.tw/en/Data_Subsets.html
http://nhird.nhri.org.tw/en/Data_Subsets.html
http://www.dartmouthatlas.org/downloads/reports/Cancer_report_11_16_10.pdf
http://www.dartmouthatlas.org/downloads/reports/Cancer_report_11_16_10.pdf


49. Chiang J-K, Kao Y-H, Lai N-S. The Impact of Hospice Care on Survival and
Healthcare Costs for Patients with Lung Cancer: A National Longitudinal
Population-Based Study in Taiwan. PLoS ONE. 2015;10:e0138773.

50. Chiang J-K, Kao Y-H. The impact of hospice care on survival and cost saving
among patients with liver cancer: a national longitudinal population-based
study in Taiwan. Support Care Cancer. 2015;23:1049–55.

51. Wong SPY, Kreuter W, Curtis JR, Hall YN, O’Hare AM. Trends in in-hospital
cardiopulmonary resuscitation in adults receiving maintenance dialysis.
JAMA Intern Med. 2015;175:1028–35.

52. Tang ST, Wu S-C, Hung Y-N, Chen J-S, Huang E-W, Liu T-W. Determinants of
aggressive end-of-life care for Taiwanese cancer decedents, 2001 to 2006. J
Clin Oncol Off J Am Soc Clin Oncol. 2009;27:4613–8.

53. Campbell DE, Lynn J, Louis TA, Shugarman LR. Medicare Program Expenditures
Associated with Hospice Use. Ann Intern Med. 2004;140:269–77.

54. Taylor Jr DH, Ostermann J, Van Houtven CH, Tulsky JA, Steinhauser K. What
length of hospice use maximizes reduction in medical expenditures near
death in the US Medicare program? Soc Sci Med. 2007;65:1466–78.

55. Kelley AS, Deb P, Du Q, Carlson MDA, Morrison RS. Hospice Enrollment
Saves Money For Medicare And Improves Care Quality Across A Number Of
Different Lengths-Of-Stay. Health Aff Proj Hope. 2013;32:552–61.

56. Carlson MD, Bradley EH, Du Q, Morrison RS. Geographic Access to Hospice
in the United States. J Palliat Med. 2010;13:1331–8.

57. Riley GF, Lubitz JD. Long-Term Trends in Medicare Payments in the Last
Year of Life. Health Serv Res. 2010;45:565–76.

58. Goodman DC, Morden NE, Chang C-H, Fisher ES, Wennberg JE. Trends in
Cancer Care Near the End of Life: A Dartmouth Atlas of Health Care Brief
[Internet]. Hanover: The Dartmouth Institute for Health Policy and Clinical
Practice; 2013. Available from: http://www.dartmouthatlas.org/downloads/
reports/Cancer_brief_090413.pdf.

59. Hogan C, Lunney J, Gabel J, Lynn J. Medicare Beneficiaries’ Costs Of Care In
The Last Year Of Life. Health Aff (Millwood). 2001;20:188–95.

60. Kelley AS, Ettner SL, Morrison RS, Du Q, Wenger NS, Sarkisian CA.
Determinants of Medical Expenditures in the Last 6 Months of Life. Ann
Intern Med. 2011;154:235–42.

61. Hung Y-N, Liu T-W, Lin D-T, Chen Y-C, Chen J-S, Tang ST. Receipt of Life-
Sustaining Treatments for Taiwanese Pediatric Patients Who Died of Cancer in
2001 to 2010: A Retrospective Cohort Study. Medicine (Baltimore). 2016;95:e3461.

62. Muni S, Engelberg RA, Treece PD, Dotolo D, Curtis JR. The Influence of
Race/Ethnicity and Socioeconomic Status on End-of-Life Care in the ICU.
Chest. 2011;139:1025–33.

63. Pritchard RS, Fisher ES, Teno JM, Sharp SM, Reding DJ, Knaus WA, et al.
Influence of patient preferences and local health system characteristics on
the place of death. SUPPORT Investigators. Study to Understand Prognoses
and Preferences for Risks and Outcomes of Treatment. J Am Geriatr Soc.
1998;46:1242–50.

64. van den Bos GAM, Smits JPJM, Westert GP, van Straten A. Socioeconomic
variations in the course of stroke: unequal health outcomes, equal care? J
Epidemiol Community Health. 2002;56:943–8.

65. Maurer J. Socioeconomic and Health Determinants of Health Care
Utilization Among Elderly Europeans: A New Look at Equity, Intensity and
Responsiveness in Ten European Countries [Internet]. HEDG, c/o
Department of Economics, University of York; 2006. Available from: https://
ideas.repec.org/p/yor/hectdg/06-08.html.

66. Asada Y, Kephart G. Equity in health services use and intensity of use in
Canada. BMC Health Serv Res. 2007;7:1–12.

67. Haas JS, Cleary PD, Guadagnoli E, Fanta C, Epstein AM. The impact of
socioeconomic status on the intensity of ambulatory treatment and health
outcomes after hospital discharge for adults with asthma. J Gen Intern Med.
1994;9:121–6.

68. Szwarcwald CL, Souza-Júnior PR, Damacena GN. Socioeconomic inequalities
in the use of outpatient services in Brazil according to health care need:
evidence from the World Health Survey. BMC Health Serv Res. 2010;10:1–7.

69. Huang C-Y, Hung Y-T, Chang C-M, Juang S-Y, Lee C-C. The Association
between Individual Income and Aggressive End-of-Life Treatment in Older
Cancer Decedents in Taiwan. PLoS ONE. 2015;10:e0116913.

70. Ohta B, Kronenfeld JJ. Intensity of Acute Care Services at the End of Life:
Nonclinical Determinants of Treatment Variation in an Older Adult
Population. J Palliat Med. 2011;14:722–8.

71. Sirovich BE, Lipner RS, Johnston M, Holmboe ES. The association between
residency training and internists’ ability to practice conservatively. JAMA
Intern Med. 2014;174:1640–8.

72. Plantinga LC, Boulware LE, Coresh J, Stevens LA, Miller ER, Saran R, et al.
Patient awareness of chronic kidney disease: trends and predictors. Arch
Intern Med. 2008;168:2268–75.

73. Fishbane S, Hazzan AD, Halinski C, Mathew AT. Challenges and opportunities
in late-stage chronic kidney disease. Clin Kidney J. 2015;8:54–60.

74. Baumeister SE, Böger CA, Krämer BK, Döring A, Eheberg D, Fischer B, et al.
Effect of chronic kidney disease and comorbid conditions on health care
costs: A 10-year observational study in a general population. Am J Nephrol.
2010;31:222–9.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Chen et al. BMC Nephrology  (2017) 18:36 Page 14 of 14

http://www.dartmouthatlas.org/downloads/reports/Cancer_brief_090413.pdf
http://www.dartmouthatlas.org/downloads/reports/Cancer_brief_090413.pdf
https://ideas.repec.org/p/yor/hectdg/06-08.html
https://ideas.repec.org/p/yor/hectdg/06-08.html

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study population
	Data sources
	Primary and secondary outcomes
	Patient characteristics
	Provider characteristics
	Regional determinants
	Policy impact
	Statistical analysis

	Results
	Variation of intensity in end-of-life care
	Predictors of end-of-life medical expenses
	Odds of receiving intensive services

	Discussion
	Conclusions
	Appendix 1
	Appendix 2
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

