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Purpose
A feasible palliative care model for advance cancer patients is needed in Korea with its rap-
idly aging population and corresponding increase in cancer prevalence. This study describes
the process involved in the development of a community-based palliative care (CBPC) model
implemented originally in a Busan pilot project.

Materials and Methods
The model development included steps I and II of the pilot project, identification of the service
types, a survey exploring the community demand for palliative care, construction of an oper-
ational infrastructure, and the establishment of a service delivery system. Public health cen-
ters (including Busan regional cancer centers, palliative care centers, and social welfare
centers) served as the regional hubs in the development of a palliative care model.

Results
The palliative care project included the provision of palliative care, establishment of a sup-
port system for the operations, improvement of personnel capacity, development of an 
educational and promotional program, and the establishment of an assessment system to
improve quality. The operational infrastructure included a service management team, pro-
vision teams, and a support team. The Busan Metropolitan City CBPC model was based on
the principles of palliative care as well as the characteristics of public health centers that
implemented the community health projects. 

Conclusion
The potential use of the Busan CBPC model in Korea should be explored further through
service evaluations.
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Introduction

In Korea, 28.6% of all deaths are cancer-related, but only
13.8% of the population receives palliative care before death
[1,2]. To improve palliative care, Korea has implemented
policies aimed at increasing its use to 20%, increasing the
number of palliative care beds from 1,000 to 1,400, and pro-

viding a variety of palliative care services, including a pal-
liative care consultation system and a home-based palliative
care system by 2020 [1]. In addition, to build social consensus
and systems for palliative care, a payment system was initi-
ated in July 2015 to guarantee that the health insurance sys-
tem covers the cost of inpatient palliative care for terminally
cancer patients. The "Palliative Care and the Decision 
Regarding Life-Sustaining Treatment of End-of-life Patients
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Bill" was passed in 2016 and was set to be enacted in 2018 [3].
On the other hand, the Korean palliative care system is lim-
ited in usage and short in duration.

The scope of palliative care was recently expanded to 
include patients with end-stage heart disease, respiratory
problems, kidney failure, liver diseases, and neurological dis-
orders. With the increase in the elderly population, the 
inclusion of an increasing number of patients with non-can-
cer end-stage illnesses is expected to widen the scope of pal-
liative care and the number of beneficiaries. Palliative care is
not an end-stage care provided for patients for whom active
treatment has been discontinued; rather, it involves physical
symptom control and psychosocial and spiritual support.
Therefore, it is an inclusive care approach that should begin
at a life-threatening disease diagnosis [4]. Since the 2000s, the
interest in palliative care has emerged from human rights
and social justice perspectives, and the need for healthcare
policy to ensure that every member of society benefits from
the service has been emphasized [5]. The service should be
easily accessible and universal to ensure that anyone can use
it. In addition, a good strategy based on community involve-
ment is required, along with an increase in community
knowledge and public awareness of palliative care. The
World Health Organization (WHO) suggests that palliative
care strategies should combine palliative and primary care
in communities that use public healthcare services [6].

This paper proposes that a community-based palliative
care (CBPC) strategy be considered in end-of-life Korean care
strategies because the use and accessibility of palliative care
is particularly low there. In 2009, Busan, Republic of Korea,
conducted a pilot CBPC project centered on public health
centers (i.e., community-level primary healthcare facilities).
Public health centers were selected as the focal points for 
allowing the use of various community resources investing
in early approaches to end-of-life care and social support 
 because they are public primary healthcare institutions at
which community members first make contact and receive
medical care. Palliative care provision must satisfy the fun-
damental concepts of healthcare delivery systems (i.e., acces-
sibility, continuity, and standardized quality services). The
Busan Metropolitan City CBPC pilot project, which was con-
ducted between 2009 and 2014, established a basic frame-
work for the structure, personnel, and service content
required to provide CBPC based on other healthcare delivery
systems [7]. In January 2015, Busan applied the system 
developed in the pilot project and began a CBPC project in
the city’s public health centers. To develop and standardize
the CBPC service model, Busan created a CBPC center
(CBPCC) that acted as a control tower and provided service
standardization, directives, education, execution strategy 
development, and quality control.

This paper describes the processes involved in establishing

the Korean CBPC model. The study aimed to develop a
CBPC model based on the Busan CBPC pilot project, the 
demand for palliative care, and previous studies. The specific
objectives were as follows: to determine the community 
demand and identify suitable types of CBPC services, to 
establish an operational infrastructure for CBPC task per-
formance, and to establish a CBPC service delivery system.

Development of CBPC Model

The model was developed during steps I and II of the pilot
project. The developmental process of the CBPC model 
included identification of the types of services required to
meet the CBPC demand, and the establishment of an opera-
tional infrastructure and service delivery system. The study
received financial support from Busan and the Korean Min-
istry of Health, Welfare, and Family Affairs Research and 
Development Fund. The study was approved by the Catholic
University of Pusan Research Ethics Committee (CUPIRB-
2014-059).  

1. Geographical region and target population

The project was conducted in Busan, the second largest city
in Korea, which has a population of 3.41 million (2014) and
an area of 764.43 km2. The city includes 16 districts and coun-
ties. In 2014, the Korean cancer mortality rate was 150.9 per
100,000 people per year, and that of Busan Metropolitan City
was 175.2 per 100,000 people per year, the highest rate in
Korea [8]. The four palliative care centers in Busan provide
a total of 87 beds, which represents 49% of the total number
of beds required based on the criterion that stipulates 25 beds
per 500,000 people [9]. Korean palliative care centers cur-
rently provide only inpatient services, and palliative care
staff members include physicians who have completed 60
hours of standardized training in palliative care, as well as
palliative nurses, social workers, chaplains, and volunteers
who have received 30 hours of training.

As the study aimed to develop a CBPC model centered on
public health centers, a system for service provision was 
established by selecting home-based patients receiving end-
of-life care who were registered at the public health centers
as the target population. Public health centers were selected
as the regional hubs for CBPC model development because
they have sufficient medical personnel, community reso-
urces, and networks, and the local residents can access them
readily. The scope of the project and characteristics of the tar-
get population were as follows:

- The study included home-based patients receiving end-



VOLUME 49 NUMBER 3 JULY 2017  561

Sook-Nam Kim, Korean Community-Based Cancer Palliative Care Model

of-life care, who were registered at Busan public health
centers between January and December 2015, their fami-
lies, and their service providers.

- Sixteen Busan public health centers served as regional
hubs for CBPC model development.

- Regional cancer centers, palliative care centers, and social
welfare centers in Busan were involved in model devel-
opment.

- The independence of each organization was respected.
On the other hand, the CBPCC that housed the model 
development team was responsible for research/devel-
opment decision making and regulation.

2. Model development team

The initial model development team consisted of two nurs-
ing professors with expertise in palliative care. These experts
proposed a palliative care project centered on public health
centers and conducted a pilot project from 2009 to 2014. In
2015, when the project was expanded to include all of Busan
Metropolitan City, a full model development team, consist-
ing of six professors in nursing, social work, business admin-
istration, and medicine, was formed.

Busan consigned the CBPC project to the model develop-
ment team, which managed the planning and execution unit
within the service management team. In particular, the
model development team set the vision, goals, and strategies
of the project and made decisions regarding the crucial 
aspects of model development involving infrastructure for
execution, service standards, and outcome measures.

3. Developmental steps

1) Pilot project step I (2009-2014)

In 2008, a research team specializing in palliative care sub-
mitted a CBPC project proposal to the Health Improvement
Department of Busan and persuaded the city’s health admin-
istrators to support it. In 2009, the model development team
was entrusted with the project and formed a research sup-
port committee. A pilot project center began in 2009 and 
included one public health center; however, the number of
participating public health centers had increased to six by the
2014 project completion date. During the pilot project, Busan
supplied administrative and financial support. The regional
cancer centers provided technical support, and public health
centers played the role of service providers. The model 
development team supervised, planned, and regulated the
project.

During the study period, the model development team 
assembled an early framework for an operating model based
on palliative care recipients, service level, labor standards for

palliative care teams, personnel education, and consortium
establishment [10]. Busan accepted the model development
team’s request for continuous adaptation, development, 
financial support, and evaluation based on the access of
home-based cancer patients to palliative care and the effec-
tive use of healthcare resources. Furthermore, Busan recog-
nized that the CBPC project increased the quality of life for
home-based cancer patients and their families and was valu-
able as an end-of-life care system that was easily accessible
to a highly vulnerable low-income population. Accordingly,
in 2015, the city decided to expand the project to include pub-
lic health centers across Busan.

2) Pilot project step II (2015)

Since January 2015, the CBPC project included 16 public
health centers in Busan Metropolitan City as regional hubs
and applied the preliminary operating model developed in
Step Ito establish a CBPC model. The model development
team requested a grant from the Ministry of Health, Welfare,
and Family Affairs’ Health Technology Research and Devel-
opment Project for the development of a CBPC service sys-
tem, for which it received 2 years of research funding for
2015 and 2016. Busan established the CBPCC to effectively
conduct the CBPC project and entrusted the model develop-
ment team with the responsibility of supervising, planning,
and evaluating the project. The research support committee
that operated during the pilot project was reorganized to 
include Busan regional cancer centers, the Social Service Net-
work, legal experts, religious leaders, and journalists.

Results of CBPC Model Development 

1. Community demand for palliative care 

During step I, palliative care services were designed based
on the demands of experts and home-based patients receiv-
ing end-of-life care in the community in which the pilot proj-
ect had been conducted. In step II, 802 home-based cancer
patients registered at public health centers in Busan and 651
center staff members to assess the palliative care needs were
surveyed (Table 1). 

Most home-based cancer patients (68.8%) and public
health center personnel (96.6%) responded that they desired
to receive palliative care services. The most preferred type of
visiting care personnel was nurses (85.5% of the home-based
patients, and 83.4% of the community health center person-
nel), and the preferred types of home-based palliative care
services were psychological/emotional support (72.1% of 
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patients and 82.6% of staff) and medical support (69% of 
patients and 64.4% of staff). Home-based cancer patients pre-
ferred their homes (49.4%) and hospitals (28.6%), while pub-
lic health center personnel preferred their homes (63.7%) and
palliative care facilities (18.6%) as the places of death.

2. Derived objectives and content

The following goals and business plans for the CBPC proj-
ect were established based on the pilot project and survey 
results regarding the service demands from the main project
stakeholders.

The project’s goals were to provide end-of-life, home-

based hospices, and palliative care for patients and their fam-
ilies with public health centers as the community hubs, and
to improve the quality of life for both patients and their fam-
ilies. The business plan was as follows.

(1) Provide CBPC
(2) Establish a support system for CBPC operation
(3) Train personnel involved in CBPC
(4) Develop educational and promotional programs to

raise the CBPC awareness
(5) Create an assessment system to improve the CBPC

quality

Cancer Res Treat. 2017;49(3):559-568

Table 1. Demand for palliative care from public health center personnel and home-based cancer patients registered at public
health centersa)

Home-based Public health 
Area Item cancer  patients center personnel  

(%) (n=802) (%) (n=651)
Intention to use palliative care Use 68.8 96.6

Not use 31.2 3.4
Preferred home-based palliative care service provider Nurse 85.5 83.4

Volunteer 17.9 36.7
Social worker 15.0 34.6
Doctor 14.5 24.7

Preferred home-based palliative care service Psycho-emotional support 72.1 82.6
Medical support 69 64.4
Educational information 60.6 57.4
Socioeconomic support 48.2 49.9
Spiritual support 6.9 41.9
Family support 4.7 50.2

Preferred place of death Home 49.4 63.7
Hospital 28.6 9.2
Palliative care facility 12.3 18.6
Nursing care facility 7.1 4.8

a)Multiple response.

Service management team
  Planning and management unit
  Education unit
  Human resource support unit

Service provision team
  Palliative care team in public 
    health center

Service support team
  Research support committee
  Working committee
  Medical support committee

Infrastructure

Fig. 1.  Community-based palliative care service infrastructure.
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3. Infrastructure organization

The following groups were established to manage the
CBPC project (Fig. 1).

1) Service management team 

The service management team was a part of the CBPCC
and included planning and management, education, and
human resource support units.

The planning and management unit established the pro-
ject’s vision, goals, and strategies and made decisions regard-
ing the infrastructure for execution, service content, and
outcomes. The unit included palliative care coordinators, 
social workers, and six professors specializing in palliative
care nursing, social work, and business administration. They
held weekly planning and management meetings and made
decisions regarding service direction.

The educational unit was responsible for providing the 
education and information required to allow the CBPC teams
at 16 public health centers to perform their tasks. The unit 
included four professors specializing in palliative care, nurs-
ing practitioners in palliative care, social workers, and other
expert consultants.

The human resource support unit was responsible for sup-
porting the personnel required to provide CBPC. One of the
responsibilities of the service management team was to sup-
port palliative nurses, social workers, and volunteers to 
ensure that public health centers could provide palliative
care. The educational unit trained palliative nurses before
dispatching them to public health centers, along with social
workers and volunteers, when public health centers required
staff or support. Because Korean public health centers imple-
ment several community healthcare projects and employ 
insufficient numbers of palliative care professionals, a system
was established through which trained nurses and social
workers were dispatched to maintain the palliative care qual-

ity. Palliative nurses all had more than 2 years’ hospital work
experience and had either completed 60 hours of standard-
ized training in palliative care or had obtained palliative care
nursing certification. Social workers who had completed
standard training in palliative care were also hired and were
dispatched to public health centers where needed.  

CBPCC staff that provides first-hand services consisted of
a total of 13 members: nine palliative nurses, two palliative
social workers, and two administrative workers. 

2) Service provision teams

Palliative care teams were formed to provide comprehen-
sive palliative care in public health centers. These teams con-
sisted of a public health center manager, a physician, a
palliative nurse, a social worker, a chaplain, and volunteers
(Fig. 2) [10]. Public health center managers had the overall
administrative responsibility. The physicians provided med-
ical services, and the officer responsible for family health per-
formed the administrative tasks. The staff working on the
project for home-based cancer patients planned and executed
the budget, handled the business aspects of palliative care
provision in public health centers, and managed the volun-
teers. The manager of the healthcare home-visit team and
home-visiting nurses identified and referred home-based
cancer patients requiring palliative care to the palliative care
team, and a chaplain provided spiritual support. Palliative
nurses and social workers were responsible for case manage-
ment. They also held weekly case management meetings
with the service management team to prioritize the tasks and
make decisions regarding resource distribution from a prob-
lem-solving perspective. The service provision team mem-
bers were also responsible for other healthcare tasks in public
health centers. CBPC project team meetings were held quar-
terly to allow the nurses to report the status of palliative care
recipients and discuss the issues requiring resolution.

The CBPC project was based on the operating principles

Sook-Nam Kim, Korean Community-Based Cancer Palliative Care Model

Palliative care team manager
  Community health center manager

Doctor Palliative
nurse

Officer
managing

family
health

Officer
responsible

for home
base cancer 

patients

Officer
managing

visiting
healthcare

/nurses

Social
worker Chaplain Volunteer

Fig. 2.  Service provision team structure: public health center in Busan.



for the effective utilization of community personnel and 
material resources with minimal investment from public
health centers. Accordingly, the palliative care teams were
established by adjusting the task assignments in public
health centers, rather than hiring additional staff. On the
other hand, palliative nurses and social workers who pro-
vided the care recipients with direct services were a part of
the CBPCC and performed the tasks as service provision
team members while receiving education and support in 
recipient management from the center. One palliative nurse
was assigned to two public health centers and provided serv-
ices by visiting the registered palliative care recipients at
home. Two social workers were involved in managing cases
to which patients at one of the 16 public health centers had
been referred because of the socioeconomic need and the
need for support from a palliative nurse (Fig. 2) [10].

Out of the 490 patients treated at the 16 health centers from
January to December 2015, 485 (99%) were terminally ill can-
cer patients and five (1%) were terminally ill non-cancer 
patients. 

3) Service support team 

The service support team was responsible for the admin-
istrative, financial, and technical consultations. This team
consisted of the research support, working, and medical sup-
port committees.

- The research support committee included Busan regional
cancer center personnel, the Social Service Network, legal
experts, religious leaders, and journalists. The committee
discussed the project-related issues and mainly provided
financial and administrative support. Committee meet-
ings were held at least biannually.

- The working committee regulated and discussed every-
day project execution and consisted of officers managing
everyday CBPC project implementation at public health
centers, palliative nurses, and service management teams
in palliative care centers. The committee members held
meetings at least biannually where needed.

- The medical support committee served as a support sys-
tem providing medical service consultations at public

Cancer Res Treat. 2017;49(3):559-568

Registration; informed consent procedure

Periodic evaluation: case management

Continuous services

Death

Bereavement

Service end

Initial assessment (hospice and palliative nurse, social worker)
Care prioritization
Check on resources
Determination of visiting interval

Palliative care 
Home-visit service provision

(palliative nurse, social worker, volunteer, 
physician in public health center)

Medical center
Community

Outside resource linkage

Referral Public health center

Fig. 3.  Case management pathway.
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health centers to control the patients’ symptoms and pain.
The committee included three physicians who special-
ized in palliative care and were responsible for providing
education and consultations regarding the management
of end-of-life symptoms for public health center physi-
cians.

4. Case management and referral system

1) Case management pathway

The specific case management pathways for palliative care
recipients referred to service provision teams were as follows
(Fig. 3).

The referred patients were registered as case management
recipients by a palliative nurse after they gave informed con-
sent. After registration, a palliative nurse and a social worker
initially assessed patients’ service demands and provided
services according to prioritized care plans. The visiting 
intervals were determined according to the service demand,
and a hospice volunteer was dispatched once or twice per
week to provide physical, psychological, and spiritual help.

If community medical support was required, medical sup-
port from a physician and home visits were arranged by the
service provision teams.

Palliative care recipients showing symptoms necessitating
hospitalization while receiving palliative care were referred
to a consortium palliative care center or hospital and treated
as inpatients. Case management pathways were created to
ensure that the patients would be referred back to the CBPC
service provision teams if their symptoms improved and
they were discharged. A bereavement service was provided
when the care recipients died, and family members who
were not at high risk of bereavement were removed from the
system after 13 months.

Patients and families were provided with a phone number
providing access to a 24-hour, on-call service for use when
emergencies occurred or they required counseling outside of
normal business hours. Palliative nurses were responsible for
this service.

2) Referral system

The primary referral path for CBPC service recipients was

Sook-Nam Kim, Korean Community-Based Cancer Palliative Care Model

Local government
(Busan Metropolitan City)

Service management team
Community-based palliative care center

Service provision team
Public health center: 

physician, nurse, social 
worker, chaplain, volunteers

Regional cancer center

Palliative care center

Social welfare center

Service support team
  Research support committee
  Working committee
  Medical support committee

Palliative care center
General hospital

Home-based cancer 
  patients registered 
  at public health centers

Community
Individual

Financial support

Referral

Operational support

Administrative support
Personnel support
Educational support

Service provided

Referral

Coordination

Patient
and

family

Fig. 4.  Community-based palliative care service delivery system.
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accessed via home-visit teams or nurses working on a project
for home-based cancer patients who referred patients regis-
tered in their systems to palliative nurses. In addition, 
patients and their families could contact the CBPC service 
office directly, and the social welfare center could refer 
patients who had been discharged from palliative care cen-
ters.

Patients referred to palliative nurses received care after
providing informed consent and completing registration. A
consortium system was established to ensure that the service
provision teams referred patients requiring inpatient treat-
ment to palliative care centers or the palliative medical ward
of a regional cancer center in the consortium system. If pro-
fessional services from a social welfare center were required,
help was provided via a social economic support referral sys-
tem. The referral system of a CBPC project was designed to
ensure that the regional cancer and palliative care centers
maintained close coordinating relationships with the service
provision teams, and when the palliative care recipients 
required medical support, they were admitted to a consor-
tium hospital and referred back to service provision teams
upon discharge to continue receiving care (Fig. 4).

5. CBPC service delivery system

During the implementation of a pilot project between 2009
and 2015, the model development team established a service
delivery system to provide services for patients requiring
palliative care from public health centers (i.e., primary care
organizations as regional hubs) (Fig. 4).

The service management team responsible for the project
provided the personnel and technological and administrative
support required by the service provision teams to manage
the project. Public health centers established service provi-
sion teams and implemented the project with operational
support from the service management team. The primary
beneficiaries of the CBPC project included patients who 
required palliative care and were referred by a project team
for home-based cancer patients or a healthcare home-visit
team public health center. In addition, patients who were 
referred from regional palliative care centers, hospitals, or
social welfare centers were registered and received compre-
hensive services from the service provision teams and vol-
unteers following the initial assessment. Palliative nurses
who worked with the public health centers to visit and pro-
vide direct care to patients discussed with the service man-
agement team in weekly case management meetings the type
and level of care each patient required.

The service management team developed practical guide-
lines for the service provision teams at public health centers
to provide standardized services and develop strategic plans
for education, research, and promotion of the overall project.

The service provision teams identified patients, provided
care, and offered direct services by coordinating the required
community resources. Finally, the service support team
aided the service provision teams regarding general issues
concerning palliative care provision (Fig. 4).

Discussion

This paper described the processes involved in establish-
ing the Korean CBPC model developed in a pilot project 
implemented in Busan Metropolitan City. This model was
developed by surveying the regional characteristics and com-
munity demand for palliative care to identify the business
goals and service content, establishing an operational infra-
structure, and establishing a service delivery system.

During the six years of the pilot project before the CBPC
project was implemented, the service provision teams’ 
capacity was developed, the scope and level of service was
determined, the patient referral and consortium systems
were established in various institutions, and volunteer train-
ing and community education were provided to induce com-
munity participation. Consequently, the city health admi-
nistrators recognized that the pilot project, which was based
on public health centers in Busan that had an insufficient
number of palliative care beds, increased the accessibility of
end-of-life care for home-based cancer patients, including
those belonging to the highly vulnerable low-income class,
and ensured effective utilization of healthcare resources. In
2015, a CBPCC was established as the project was expanded
to include public health centers across Busan. The model 
development team performed service management functions
in the CBPCC while developing the model.

Public health centers served as regional hubs in the CBPC
project, and each public health center established a palliative
care team that functioned as a service provision team. Pallia-
tive nurses and social workers from the service provision
teams were dispatched by the CBPCC, and other support
was provided by public health center personnel by adjusting
their job responsibilities. The advantage of this structure was
that additional investment was not required to allow public
health centers to implement palliative care projects. More-
over, service quality management was possible via the 
organic relationships between the service management and
provision teams, which reduced the burden community
member health placed on public health centers that imple-
mented a range of other regional healthcare projects.

The project’s service support team played an advisory role
in providing administrative, financial, and technological con-
sultation. The research support committee, based at the
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Health Improvement Department of Busan, regional cancer
centers, and the Social Service Network, provided support
and discussed the issues concerning project implementation.
The medical support committee was responsible for educat-
ing physicians in public health centers to ensure that the pal-
liative care recipients received drug treatment and medical
support when required and provide consultation regarding
drug treatment. The working committee consisted of the 
officers managing the project at public health centers, and it
contributed to service standardization and improvements in
task effectiveness across all public health centers via regula-
tion and discussion regarding the issues concerning every-
day palliative care tasks. The most difficult aspect of
implementing the CBPC project was persuading public
health centers to agree to implement a palliative care project
and provide education regarding the provision of general 
information and an awareness of end-of-life care to physi-
cians in public health centers and the officers managing the
projects. In executing the project, the working and medical
support committees played important roles in addressing the
challenges, implementing the project effectively, and increas-
ing service satisfaction.

The main pathway for palliative care recipient referral was
accessed via project teams for home-based cancer patients
and healthcare home-visit teams in public health centers. The
educational unit of the service management team educated
periodically healthcare home-visit teams and nurses working
on projects for home-based cancer patients at public health
centers to ensure they would refer potential palliative care
recipients to a palliative nurse. Service provision teams pro-
vided home-visit services for the referred patients and 
co-managed these services with healthcare home-visit teams
when necessary to guarantee quality services for recipients
and effectively utilize the resources available at public health
centers. Before the project was implemented, patients receiv-
ing end-of-life care and were registered at public health cen-
ters received intermittent healthcare rather than palliative
care from nurses in healthcare home-visit teams [11]. Specif-
ically, home-based cancer patients registered at public health
centers and elderly patients with chronic illnesses registered
with healthcare home-visit teams belonged mainly to a
highly vulnerable, low-income class and did not receive
quality medical services [12]. Therefore, the CBPC project
could be evaluated positively as a new health management
project implemented by public health centers that provides
quality palliative care for low-income community members.

A consortium system was established to ensure that pal-
liative care recipients requiring inpatient medical service
were admitted to a consortium palliative medical center and
were referred back to service provision teams after discharge
to receive continuous palliative care. In 2015, there were only
87 palliative beds in Busan Metropolitan City; therefore, the

capacity for inpatient medical care was insufficient [9]. Since
July 2015, when the healthcare payment system began to
cover inpatient palliative care, the waiting period for admis-
sion increased, and prompt admission for the inpatient treat-
ment of case management recipients is difficult when their
symptoms deteriorate. Accordingly, the provision of a med-
ical support system, in which physicians in public health cen-
ters prescribe drug therapy to manage palliative care of the
recipients’ symptoms, is considered essential to help patients
live at home for longer. On the other hand, this is currently
impossible in Korea, where public institutions, such as public
health centers, issue prescriptions for palliative care recipi-
ents. Therefore, the model development team will develop
an assessment system and guidelines regarding symptoms
and drug use in palliative care for physicians in public health
centers.

To increase the quality of palliative care recipient case
management, palliative nurses dispatched to service provi-
sion teams in public health centers held weekly case man-
agement meetings with the service management team. The
objective of the CBPC project was to develop a practical
model in which services are provided based on the public
health centers’ circumstances and palliative care principles.
Accordingly, the CBPCC dispatched palliative nurses and
social workers trained in the principles of palliative care to
ensure that the palliative care project would not be burden-
some to public health centers that had already implemented
a range of other regional healthcare projects. Palliative nurses
and social workers dispatched from the CBPCC were the
project’s primary service providers, and the service manage-
ment team’s education unit was responsible for the develop-
ment and provision of educational programs designed to
increase capacity.

The CBPC model is significant in that it suggests a new
palliative care system for the consideration of policies 
regarding end-of-life treatment in Korea, where the health
insurance program currently covers inpatient palliative care
for end-stage cancer patients. In particular, the CBPC project
helped expand the pool of professionals specializing in pal-
liative care by supporting the standardization of palliative
care education for service provision teams in public health
centers. The system is based on the WHO's concept of pri-
mary palliative care, in which palliative care provided by
public medical centers should be cost-effective and accessible
to the entire community [13].

VOLUME 49 NUMBER 3 JULY 2017  567



Cancer Res Treat. 2017;49(3):559-568

Conclusion

The CBPC model is expected to ultimately contribute to
improvements in the National Quality of Death Index as a
new means of providing universal end-of-life care in an
aging society [14]. Therefore, the potential of the CBPC
model presented herein and implemented in Korea should
be evaluated by research and the development of outcome
measures.
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