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Table 2. Healthcare Utilization and End-of-Life Care According to Types of Life-Sustaining Treatment Decisions

1. Purpose 3. Results
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In South Korea, terminally ill patients may formally document their n(%)or M+SD n(%)or M+SD n(%)or M+SD  n(%)or M+SD

preferences for hospice care and the discontinuation of life-sustaining
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Notably, oral care—an essential component of EOL care—was most frequently provided in the family decision Chemotherapy Yes 119(14.9) 7(15.6) 28(7.4) 84(22.2) (3%81)
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Jaisheiel Plans Decisions Structured end-of-life education Yes 326(40.7)  20(44.4)  263(69.6) 43011.4) 228357
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Gastrointestinal malignancy 365(45.6) 19(42.2) 245(64.7) 101(26.7) , _ 112.38
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A retrospective study was c.onducte.d on 801 cancer patients who had Respiratory malignancy (23.7) (11.1) (17.5) (31.5) o Electrocardiographic (ECG) Vs 452(56.4) 14311 108086 230673 27758
deceased at Chonnam National University Hwasun Hospital between May Primary diagnosis Hematologic and (<.001) monitoring ' ' ' ' (<.001)
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LST decisions were classified into three groups: AD, LST Plan, and family *
e ) . - e, 28590 4. Conclusion
decision. Patient data were obtained from the hospital’'s Medical Records Number of comorbidities 1.9241.80 1.36+1.192 0.92+0.97b 3.00£1.88¢ (<.001)
Department. The interrater reliability among data collectors was confirmed b<c
by a kappa coefficient of 0.81(k=.81) J321] 3875 1305301 302-6] 213.90 This study revealed that healthcare utilization and EOL care varied by the type of LST decision. The LST
[164-581] ‘é%‘ll,’ Plan group demonstrated a more patient-centered and palliative-focused approach, whereas the family
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Differences in general and C|InI.CO| chorscterlst.lcs, hleolthcc:re utilization, il Death on the same day 92(11.5) 0(0) 9(2.4) 83(22.0) decision group was more likely to receive aggressive interventions until death. The AD group showed
and EOL care were analyzed using the x* test, Fisher’s exact test, and days) intermediate levels across most indicators, reflecting limitations in clinical applicability.
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Kruskq|_Wq|||S test. Bonferroni correction was applied for post-hoc y 2-7days 341(42.6) 0(0) 126(33.3) 215(56.8) (2<%8OZ17) These findings underscore the importance of early discussions regarding LST decisions, regular updates,
comparisons. 8 days 368(45.9) 45(100) 243(64.3) 80(21.2) and the implementation of advance care planning (ACP) systems to enhance communication. To improve
or more

the quality of EOL care, a universal care framework and a multidisciplinary approach are essential.

a,b,c: Kruskal-Wallis test with Bonferroni correction




