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Abstract
Objectives: Congruence between the preferred and actual place of death is recognised as an important quality indicator in end-

of-life care. However, there may be complexities about preferences that are ignored in summary congruence measures. This arti-

cle examined factors associated with preferred place of death, actual place of death, and congruence for a sample of patients who

had received specialist palliative care in the last three months of life in Ireland. Methods: This article analysed merged data from

two previously published mortality follow-back surveys: Economic Evaluation of Palliative Care in Ireland (EEPCI); Irish compo-

nent of International Access, Rights and Empowerment (IARE I). Logistic regression models examined factors associated with (a)

preferences for home death versus institutional setting, (b) home death versus hospital death, and (c) congruent versus non-con-

gruent death. Setting: Four regions with differing levels of specialist palliative care development in Ireland. Participants: Mean

age 77, 50% female/male, 19% living alone, 64% main diagnosis cancer. Data collected 2011-2015, regression model sample sizes:

n= 342-351. Results: Congruence between preferred and actual place of death in the raw merged dataset was 51%. Patients

living alone were significantly less likely to prefer home versus institution death (OR 0.389, 95%CI 0.157-0.961), less likely to

die at home (OR 0.383, 95%CI 0.274-0.536), but had no significant association with congruence. Conclusions: The findings high-
light the value in examining place of death preferences as well as congruence, because preferences may be influenced by what is

feasible rather than what patients would like. The analyses also underline the importance of well-resourced community-based

supports, including homecare, facilitating hospital discharge, and management of complex (eg, non-cancer) conditions, to facilitate

patients to die in their preferred place.
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Introduction
Congruence between preferred and actual place of death has
gained recognition as a quality indicator in end-of-life care.1–3

This reflects a shift away from focusing on home death as a
quality-of-care indicator,4 recognising that while many people
with terminal illness would prefer to die at home,2,5–7 others
prefer a non-home setting such as hospital, hospice, or
nursing home.6,8,9 While it is agreed that congruence is a
more appropriate measure, there may be complexities about
preferences that are ignored in summary measures.6,10

Several systematic reviews have summarised the factors
associated with place of death preferences, place of death, and
congruence.1,2,5,11–13 Factors are typically categorised accord-
ing to Andersen’s model of health service use (predisposing,
enabling, need, system-level characteristics)14,15 or grouped
broadly as illness, individual or environmental factors.1

Studies vary in methodology, target population (eg, cancer-
specific), sample size, and overall quality8,11 and an internation-
ally consistent profile of factors strongly associated with place
of death preferences is lacking.5 A multi-centre study of older
patients (>65 years) with advanced disease in New York,
London, and Dublin found that cancer diagnosis and living
with someone were significantly associated with preference
for a home death.6 There is greater consistency in the factors
associated with place of death. Home death is linked with
patient’s preferences, low functional status, intensive homecare,
living with someone, extended family support, cancer diagno-
sis, and early access to palliative care.11,13 Key factors associ-
ated with congruence include functional status, treatments,
cancer, age, sex, marital status, living arrangements, end-of-life
preferences, and availability of health and palliative care
although patterns, and levels of congruence, vary across
studies.1,2

In Ireland, there is a strong preference for dying at home
among the general public,16 although in reality 40% of
people die in hospital.17,18 There is limited understanding of
the factors associated with place of death outcomes for those
with terminal illness in the Irish context6,15,19 yet analysis
from 33 countries suggests there is greater heterogeneity in
place of death preferences among patients than the general
public.8 Thus, this article examines the factors associated
with preferred place of death, actual place of death, and con-
gruence between the two, for a sample of terminally ill patients
receiving specialist palliative care (SPC) in four regions within
Ireland. Specifically, we examined factors associated with
preferences for home death compared with an institutional
setting (hospital/hospice/nursing home), factors associated
with home death compared with hospital death, and factors
associated with a congruent compared with a non-congruent
death. SPC delivery varies across the country19,20 and so this
study was also able to examine if different modes of SPC
delivery were associated with differences in place of death out-
comes. Thus, this article contributes to international and
national discussions on place of death for patients with
serious illness.

Methods

Design
This article undertook a secondary analysis of merged data from
two sister mortality follow-back surveys in Ireland: The
Economic Evaluation of Palliative Care in Ireland study
(EEPCI) and the Irish component of the International Access,
Rights and Empowerment study (IARE I).19,21

Setting
Approximately 80% of deaths in Ireland are from conditions
considered to have palliative care needs.22 Ireland is committed
to universal palliative care access23 but available evidence high-
lights geographic variation in service provision15 and uneven
policy implementation.20 Larger urban areas have advanced ser-
vices where SPC is provided in dedicated SPC inpatient units
(in-patient beds, day hospice, out-patient services, bereavement
services), in people’s homes, and in hospitals (eg, Dublin
(Capital), Cork (South), Limerick (Mid-West)) while other
areas continue to lack a SPC inpatient unit.20

This article examined four comparator areas (Figure 1)
reflecting differing levels of SPC development and to an
extent, different models of care.6,19,20 These are: Dublin (City
and County) and the Mid-West (Counties Clare, Limerick,
North Tipperary) which have long-established dedicated SPC
inpatient units, hospital SPC services, as well as outreach ser-
vices (ie, SPC provided in people’s homes), the Midlands
(Counties Laois, Offaly, Longford, Westmeath), and
South-East (Counties South Tipperary, Waterford, Wexford)
where SPC services are mainly provided on an outreach basis
in people’s homes.6,19,24 A new in-patient facility opened in
the South-East in 2021 (not captured in the data in this study)
and an in-patient facility is planned for 2025 in the Midlands.

Data
The EEPCI and the Irish component of IARE I had comparable
study design and data collection tools, published already with
full details.19,21,24,25 The Irish component of IARE I collected
data in Dublin. Reference to IARE I data in this paper refers
only to the Dublin sample. Both studies administered mortality
follow-back surveys of key informants (usually relatives and
carers) of decedents identified by palliative care services in
Dublin (IARE I), the Midlands, the Mid-West, and
South-Eastern areas in Ireland (EEPCI). Survey data were col-
lected during telephone (and a small number of face-to-face)
interviews (EEPCI) or by postal survey (IARE I). Eligible par-
ticipants included cancer and non-cancer patients who had died
3-10 months prior to survey date, had accessed SPC, aged 18+
(EEPCI), or ≥65 years (IARE I). Ethical approval was granted
for both studies and data were analysed anonymously.24,25 Data
were collected between 2011 and 2015 with final samples of
215 (EEPCI) and 282 (IARE I – Dublin) participants. The ques-
tionnaires included a Client Service Receipt Inventory26 to
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capture healthcare use, quality of care ratings using Likert-type
scales, health-related quality of life using EQ-5D-3L, and ques-
tions about place of death preferences. This article made use of
the comparability of questions across the two surveys (eg,
Supplemental Table 1).

Descriptive Analysis
We compared demographic and clinical characteristics of
patients across each site (Dublin, Midlands, Mid-West,
South-East), checking for significant differences using indepen-
dent samples t tests/chi-square tests.

Regression Analysis
We ran logistic regressions for each of three core outcome var-
iables of interest (Supplemental Table 1):

- Preferences for home death versus an institutional death.
‘Home’ included home of a relative/friend plus a small
number of patients whose home was a nursing/residential
home.

- Death at home versus death in a hospital. Sample sizes were
too small to permit comparisons of death at home versus
death in hospice or nursing/residential home.

- Congruence between preferred and actual place of death.

We selected explanatory variables drawing on relevant litera-
ture,1,2,5,6,11–13 and on availability of variables in the data.
Variables were categorised as predisposing (age, sex), enabling
(informal care, living arrangements, carer demographics), need

(cancer/non-cancer diagnosis, functional ability), and system
(healthcare use, study site) characteristics according to
Andersen’s model.14,27

Explanatory variables were checked for collinearity. Within
functional ability measures (mobility, self-care, usual activities),
responses were collinear, and mobility at 3 months was retained
to reflect functional ability in the models.

Final logistic regression models were selected using AIC and
BIC criteria. Robust standard errors were adjusted to allow for
clustering by study (EEPCI and IARE). Statistical analysis
was undertaken in StataSE 17.

Missing Data
Sixteen percent of the sample without an expressed place of
death preference or location of death were excluded from the
analyses. Observations with missing data on the independent
variables were excluded from the analysis. Percentage of
missing data was <3% for most independent variables although
higher for the functional ability variables (6-9%).

Sensitivity Analysis
For sensitivity, the regression models were run on the separate
unmerged IARE and EEPCI samples.

To contextualise the patterns observed in the multivariate
models, we examined details on living arrangements throughout
the last year of life (EEPCI) and at place of death (IARE I).

Figure 1. Study sites.

186 Journal of Palliative Care 39(3)

https://journals.sagepub.com/doi/suppl/10.1177/08258597241231042
https://journals.sagepub.com/doi/suppl/10.1177/08258597241231042


Ethical Considerations
The data used in this article were from two mortality follow-up
surveys that were conducted with full ethical approval. The
EEPCI study received approval from the Health Policy and
Management and Centre for Global Health Research Ethics
Committee at Trinity College Dublin (Ref: TCD 07/2012/05),
and the Research Ethics Committees at HSE Midlands (Ref:
060612SS), Mid-West (Ref: 18/04/2012), and South-East
(Ref: 06/06/2012). The IARE I study received ethical approval
from the Research Ethics Committee in Dulwich, London in
England (Ref. 12/LO/0044); the ethics committees of the
Mater Misericordiae University Hospital (Ref. 1/378/1456)
and Beaumont Hospital (Ref. 12/07) in Ireland; the
Institutional Review Board of the Icahn School of Medicine at
Mount Sinai (Ref. GCO#11) and the University of California,
San Francisco (UCSF; Ref. 13-1099) in the United States.

Results

Primary Outcome Variables
The raw merged dataset included 497 patients. We had outcome
data on both preference and location of death for 417 cases, of
whom 51% died in their preferred place.

The final analysis sample sizes for the regression models,
excluding cases with missing values in independent variables,
were 347 (preference for home vs institutional death), 342
(death at home vs death in hospital), and 351 (congruence
between preferred and actual place of death). Of those who
expressed a preference, 79% preferred to die at home rather
than in an institutional setting. In actuality, 38% died at home,
47% died in a hospital, 9% died in a hospice, and 6% died in
a nursing home. The level of congruence in the congruence
regression sample was 56% with variations in congruence by
place (eg, 48% of those who preferred to die at home had a con-
gruent death, compared with 98% of those who preferred to die
in hospital) (Table 1).

There are some significant differences in decedent profiles
across the sites, underlining the importance of controlling for
demographic, need, enabling, and system-level characteristics
in the regressions (Supplemental Table 2).

Explanatory Variables
Table 2 presents the explanatory variables categorised by each
outcome variable. The mean age ranged from 74 to 77 across
the regression models, with a relatively balanced number of
men and women in each model (percentage of women ranged
from 49% in the preferences model to 53% in the congruence
model).

Regression Analysis
Predisposing, enabling, and system factors were significantly
associated with place of death preferences (home vs institution)

(Table 3a). Older patients were significantly more likely to
prefer to die at home (OR 1.042, 95% CI 1.037-1.048) while
women and those living alone were significantly less likely to
prefer home death (OR 0.759, 95% CI 0.646-0.892; OR
0.389, 95% CI 0.157-0.961). Hospital and nursing home use
(one/more nights in last 3 months of life) were significantly
associated with preference for dying in an institutional setting
rather than at home (OR 0.472, 95% CI 0.393-0.567; OR
0.306, 95% CI 0.172-0.545).

Enabling, need, and system factors were significantly associ-
ated with place of death (home vs hospital) (Table 3b). Patients
with more informal care supports including ≥1 informal
carer (OR 2.328, 95% CI 1.326-4.088; OR 2.556; 95% CI
2.099-3.113), younger carers (OR 0.985, 95% CI
0.976-0.994), and higher homecare use (OR 1.508, 95% CI
1.062-2.141) were significantly more likely to die at home
than in hospital. Patients living alone (OR 0.383, 95% CI
0.274-0.536) were significantly less likely to die at home than
in hospital. Cancer patients were significantly more likely
to die at home (OR 3.052, 95% CI 1.540-6.049). Hospital
use in the last 3 months of life was significantly associated
with dying in a hospital setting rather than at home (OR
0.164, 95% CI 0.146-0.186). Patients in the Mid-West were
significantly more likely to die at home than in the other
regions.

Predisposing, need, and system factors were significantly
associated with congruence between preferred and actual
place of death (Table 3c). Older patients were significantly
less likely to die in their preferred setting (OR 0.967, 95% CI
0.941-0.994), while women were significantly more likely to
achieve congruence (OR 1.347, 95% CI 1.262-1.437). Cancer
patients were significantly more likely to achieve congruence
(OR 1.621, 95% CI 1.395-1.883). Patients with higher hospital
use were significantly less likely to achieve congruence (OR
0.494, 95% CI 0.431-0.566) while those with higher homecare
use were more likely (OR 1.559, 95% CI 1.293-1.879). Patients
in Dublin were significantly less likely to achieve congruence
than in the other regions.

Missing Data Analysis
Absence of a stated preferred place of death was the main source
of missing data (n= 70 missing values). Supplemental Table 3
compares the predisposing, enabling, need, and system charac-
teristics of the patients with missing preference data (n= 70)
with the profile of the patients included in the place of death
preference regression model (n= 347). The missing cases
were not found to be statistically significantly different from
those included in the regression model with two exceptions: a
higher proportion of missing preference data were found in
the Dublin sample than in the other three regions (Χ2= 16.24,
p= 0.001), and cases with missing preference data were less
likely to have a cancer diagnosis (51.4%) compared with
those included in the regression model (65.1%, Χ2= 4.68,
p= 0.03).
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Sensitivity Analyses
IARE Versus EEPCI. For the non-significant findings in the
models based on the merged dataset, there are some differences
in coefficient sign (±) in the separate IARE and EEPCI models
but for the significant findings the overall patterns are consistent
across all models (Supplemental Table 4(a)–(c)). Results from
the merged dataset models only are reported here for ease of
presentation.

Living Arrangements in Last Year of Life
In the last year of life, EEPCI data showed most adjustments in
living arrangements were between home and institutional set-
tings with 89% of all moves being to/from/between institutional
settings, 8% within a home (eg, relative/friend moving in or
out), and 4% own home to home of relative (Supplemental
Figures 1 and 2).

Drawing on the IARE I sample, Table 4 shows the length of
time spent (in weeks) at the place of death.

Discussion

Main Findings
This article provides important detail on the factors associated
with place of death outcomes for a sample of patients who
received SPC before they died. A high proportion of patients
preferred a home death but died in hospital, consistent with
national and international profiles7,16,17,18 and overall congru-
ence in the raw merged dataset was just over 51% suggesting
a substantial gap in facilitating patients to die in their preferred
place in Ireland.

Key Lessons
The analysis underlines the importance of analysing place of
death preferences per se despite the recent shift in focus
towards congruence as a key end-of-life quality indicator.
Living situation was shown here to be significantly associated
with preferred and actual place of death, but not with congru-
ence. Patients who lived alone were significantly less likely to
choose to die at home, suggesting that preferences were

influenced by pragmatic considerations. The fact that those
who lived alone were less likely to choose home as well as
being less likely to die at home, could explain why they were
not significantly less likely to achieve congruence. The specific
challenges facing people living alone towards the end of life
have been well-documented.4,28 Patients with hospital and
nursing home use in the last 3 months of life were significantly
less likely to choose to die at home, further supporting the
observation that preferences are influenced by system character-
istics (eg, experience of alternative options) and not just by pre-
disposing characteristics. Although congruence may be the
more important summary end-of-life quality indicator, it is
still valuable to examine factors associated with preferences,
especially if patients shape their preferences based on what
they think is feasible rather than what they would like. This is
consistent with observations by Higginson et al (2017) that
end-of-life care choices are nuanced and ‘further work is
needed to understand whether not wanting to die at home is a
positive choice, or a reaction against failures in care’.6,10
Future qualitative analysis could explore what drives place of
death preferences and how alternative places are ranked so
that patients are helped, at the very least, to avoid dying in
their least preferred place of death.

Second, the regression findings are consistent with interna-
tional evidence that a range of predisposing, enabling, need,
and system factors are associated with place of death out-
comes6,11,13 but the Irish context highlights the important role
of community-based supports in the observed patterns:

- Informal care supports (number of, younger aged, informal
carers) and homecare were significantly associated with
home versus hospital deaths, and homecare was also signif-
icantly associated with congruent deaths. This is consistent
with previous findings from population-based survey
data.29 As illustrated in Table 2, patients who died at
home and had congruent deaths each had higher homecare
hours and to some extent higher proportions of informal
care providers compared with the rest of the sample.
These could reflect greater needs, or better access to home-
care and there is detailed evidence of insufficient and
unequal homecare access for older populations in
Ireland.30,31

Table 1. Congruence Between Preferred and Actual Place of Death, EEPCI/IARE I Merged Data.

Congruence between preferred and actual place

Actual place of death, %

Homea Hospital Hospice Nursing home/other Total

Preferred place of death, % Homea 48 44 5 4 100

Hospital – 98 – 3 100

Hospice 8 20 68 4 100

Nursing home/other – 11 – 89 100

Source: EEPCI and IARE I.
aHome including home of relative/friend. Plus, a small number of patients were living in a nursing/residential home full-time and for these patients, nursing/residential

home was interpreted as ‘home’.
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- Consistent with other studies,2,13 cancer patients were sig-
nificantly more likely to die in their preferred place (home).
This finding is consistent with evidence that people with
other life-limiting illnesses have different trajectories of
needs, often with distressing and difficult-to-manage symp-
toms (eg, pain, breathlessness). There can be more exacer-
bations and unpredictable events that lead to hospital use,
and it can be difficult to discharge these patients back
home.32 Although detailed diagnostic data are unavailable,
non-cancer patients in the merged data were more likely to
have an ED visit (54% vs 33%) and to have some/lots of
pain compared with cancer patients (73% vs 67%). It
may also reflect the fact that SPC supports have tradition-
ally been more focused on cancer diagnoses, and there is

greater capacity to manage care needs at home.20,33

Cancer diagnosis may be capturing some of the system-
level influence in our data.

- The significant association between prior hospital use and
hospital death, and between prior hospital use and non-
congruence, could be capturing residual complexity of
need. However, it may also reflect well-documented barri-
ers to moving patients from hospital to appropriate levels
of community care (including homecare as discussed
above) in Ireland.30 The analysis of time in place of
death using Dublin only data sheds light on this
(Table 4). For those who died at home, the majority
(63%) were there for longer than 4 weeks suggesting
that a home death is not typically set up quickly. While

Table 2. Explanatory Variables by Outcome Variables and Full Sample, EEPCI/IARE Merged Data.

Explanatory variables

Pref for home death

n= 274

Home death

n= 141

Died in preferred place

n= 196

Full sample

n= 351

Patient age

Mean 77.7 74.7 74.3 77.0

95% CI [76.392-79.097] [72.628-76.762] [72.508-76.012] [75.807-78.250]

Women, % 48.9 51.8 52.6 50.4

Number of informal carers, %

0 informal carer 4.0 1.4 2.0 4.0

1 informal carer 27.7 29.8 32.1 29.1

2/more informal carers 68.3 68.8 65.8 67.0

Living alone, % 16.4 9.9 15.8 18.8

Female carer, % 68.3 68.8 66.8 66.7

Carer age

Mean 56.5 56.1 56.4 56.8

95% CI [54.945-57.974] [54.029-58.213] [54.633-58.225] [55.443-58.169]

Main diagnosis cancer, % 63.1 75.9 75.5 64.4

Mobility at 3 months, %

No problems 17.9 16.3 16.3 17.7

Some/lots of problems 82.1 83.7 83.7 82.3

Pain at 3 months, %

No pain 32.9 36.9 38.8 33.6

Some/lots of pain 67.2 63.1 61.2 66.4

Anxiety at 3 months, %

No anxiety 38.7 42.1 41.0 39.4

Some/lots of anxiety 61.3 57.9 59.0 60.6

Healthcare utilisation last 3 months, %

Inpatient – one/more nights 75.2 71.2 73.0 76.6

Hospice – one/more nights 9.5 9.9 14.3 12.5

Nursing home – one/more nights 15.0 16.3 17.4 16.5

Homecare – one/more hours per week 32.5 36.9 34.2 30.5

Site, %

Dublin 44.5 22.0 28.6 45.6

Midlands 22.6 34.0 29.6 21.1

Mid-West 18.6 24.8 24.0 19.1

South-East 14.6 19.2 17.9 14.3

Source: EEPCI and IARE I merged dataset.

Notes: Descriptive statistics on the explanatory variables by each of the outcome variables are based on the sample of observations included in each of the

regressions in Table 3. Descriptive statistics on the explanatory variables for the full sample is based on the analysis sample included in the congruence regression

model, excluding observations with missing values on outcome and explanatory variables, total n= 351.
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for those who died in hospice, 63% (albeit a small sample
size) were there for less than 1 week. For those who died
in hospital, 14% were there for less than a week while 45%
were there for 1-3 weeks, and a further 41% were there for
>4 weeks. This suggests the pattern was not necessarily
that patients were transferred to hospital to die, but that
they were not being transferred out of hospital in time to
die elsewhere. This is further supported by the finding
that older patients were significantly less likely to
achieve congruence consistent with known gaps and
inequalities in community-based supports for older
people.30,31,34

- Thus, while these patterns are likely capturing unobserved
needs to some extent, when taken altogether they also con-
sistently point to under-resourced community-based sup-
ports for older people in Ireland and it is likely that both
factors are at play. These findings further strengthen the
call for progress in Irish policy reforms to enhance
community-based care.23

Third, the significance of the regionwarrants further examina-
tion and should be interpreted with caution. The Midlands had
significantly higher congruence than in the other three areas sug-
gesting that the model of SPC based mainly on outreach in
people’s homes may be more successful in helping patients to
die in their preferred place but equally this could be reflecting
an absence of choice (there is no inpatient SPC facility in the
Midlands). Overall, congruence was significantly less likely in
Dublin compared with the other regions which may point to
health system pressures in Dublin or an unobserved urban/rural
dimension. It could also reflect differences in sampling
methods between IARE and EEPCI with the former more
focused on recruiting participants from hospital-based SPC
teams while EEPCI included both hospital and outreach teams.

Strengths and Weaknesses
This study examined merged data from two rich SPC datasets to
examine place of death outcomes but the sample size was still
relatively small and we were restricted to focusing on prefer-
ences for home versus non-home deaths, and on factors associ-
ated with home versus hospital deaths. While the focus on these
two places is valid because they accounted for most patient pref-
erences, and death places in the data, further analysis of hospice,

nursing home, and other places is needed. Moreover, analysis is
needed of changes in preferences over time,35 and of missing
preferences10 to further enrich our understanding of preferences
in the Irish context.

Previous analysis of place of death preferences indicates that
the home of a relative should not be considered an equal alter-
native to a patient’s own home.6 We merged these two catego-
ries to maximise sample size. Analysis of living patterns within
the last year of life suggested that the more important distinc-
tions in these data were between home and institutional settings,
with moves between own home and home of relative/friend
accounting for just 4% of all moves in the last year of life.

While the data allowed for a range of predisposing, enabling,
need, and system-level characteristics in the models, there may
be residual omitted variable bias particularly around diagnosis
and the implications of different levels of SPC intensity for
place of death outcomes.

Finally, there were unavoidable delays that prevented data
merging until now. There is no evidence to suggest that SPC
structures in the study sites have radically altered since the
data were collected (the new South-East inpatient SPC facility
only came on stream in 2021 and the Midlands SPC inpatient
unit is not planned until 2025). Thus, inferences made about
factors affecting place of death outcomes are relevant to
current SPC delivery both in Ireland and internationally.

Conclusions
To conclude, despite the recent shift in focus towards congru-
ence between preferred and actual place of death as the more
important summary end-of-life quality indicator, this study
highlights the value in also examining factors associated with
place of death preferences, because patients may be shaping
their preferences based on what is feasible rather than what
they would like. The findings also underline the importance of
well-resourced community-based supports, including home-
care, facilitating hospital discharge, and management of
complex (eg, non-cancer) conditions, to facilitate patients to
die in their preferred place.
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