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Background: More than 50,000 deaths in terms of cancer occur annually in

Iranian hospitals. Determining the preferred place of end-of-life care and death

for cancer patients in Iran is a quality marker for good end-of-life care and

good death. The purpose of this study was to determine the preferred place of

end-of-life care and death in cancer patients.

Method: In 2021, the current descriptive cross-sectional investigation was

carried out. Using the convenience sample approach, patients were chosen

from three Tehran referral hospitals (the capital of Iran). A researcher-made

questionnaire with three parts for demographic data, clinical features, and two

questions on the choice of the desired location for end-of-life care and the

death of cancer patients served as the data collecting instrument. Data were

analyzed using SPSS software version 18. The relationship between the two

variables preferred place for end-of-life care and death and other variables was

investigated using chi-square, Fisher exact test, andmultiple logistic regression.

Result: The mean age of patients participating in the study was 50.21 ± 13.91.

Three hundred ninety (69.6%) of the patients chose home, and 170 (30.4%)

patients chose the hospital as the preferred place of end-of-life care. Choosing

the home as a preferred place for end-of-life care had a significant relationship

with type of care (OR = .613 [95% CI: 0.383–0.982], P = .042), level of

education (OR = 2.61 [95% CI: 1.29–5.24], P = 0.007), type of cancer (OR =

1.70 [1.01–2.89], P = .049), and income level (Mediate: (OR: 3.27 (1.49, 7.14), P =

.003) and Low: (OR: 3.38 (1.52–7.52), P = .003). Also, 415 (75.2%) patients chose

home and 137 (24.8%) patients chose hospital as their preferred place of death.

Choosing the home as a preferred place of death had a significant relationship
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with marriage (OR = 1.62 [95% CI: 1.02–2.57], P = .039) and time to diagnostic

disease less than 6 months (OR = 1.62 [95% CI: 0.265–0.765], P = .002).

Conclusion: The findings of the current research indicate that the majority of

cancer patients selected their homes as the preferred location for end-of-life

care and final disposition. Researchers advise payingmore attention to patients’

wishes near the end of life in light of the findings of the current study. This will

be achieved by strengthening the home care system using creating appropriate

infrastructure, insurance coverage, designing executive instructions, and

integration of palliative care in home care services.
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Introduction

Cancer is the second leading cause of death in the world and

the third leading cause of death in Iran (1–3). According to the

World Health Organization, cancer caused the deaths of 10

million people in 2020 (1 in 6 deaths) with a mean age of 72

years worldwide (4). According to GLOBALCAN statistics,

more than 110,000 new cases of cancer were detected in Iran

in 2018, and by 2030, this figure is projected to rise to 156,000

(5).. Iran has documented 55,785 cancer-related fatalities so far

this year (1). In general, only 39% of countries report access to

primary healthcare and 40% of countries report access to

palliative care in community care and home care (6).

Weakness in access to palliative care and end-of-life care is

more serious in cancer patients. However, only 14% of cancer

patients get the end-of-life care they need (out of the 34% that

need it) (7). Despite these figures, the state of end-of-life care in

Iran is only partially quantified. Recently, in terms of the

increasing incidence of cancer and the decline in the quality of

end-of-life care of these patients, this type of service has received

more attention from health policymakers (8).

Dying and caring for patients’ preferred place in the last days

of life are considered a quality marker to have good end-of-life

care worldwide (9). Many of these patients in the final stages of

life attach great importance to the preferred place for end-of-life

care (PPOEOLC) and preferred place of death (PPOD), and this

place will have a significant impact on their quality of life and

death and care (10, 11). The terms “preferred place of death”

(PPOD) and “preferred place for end-of-life care” (PPOEOLC)

relate to people’s preferences for where they would want to pass

away or receive care in their last days, respectively (8).

Awareness of patients’ preferences about PPOEOLC and

PPOD is essential for end-of-life palliative care planning (11).

Besides, meeting these personal preferences is one of the

ultimate criteria for success in palliative care (12). Therefore,
02
understanding the PPOEOLC and PPOD is the first step to

ensuring adequate resources for patients. The significance of this

topic is shown by the many preferred surveys conducted to

calculate the PPOEOLC and PPOD in the United Kingdom (9),

the United States (13), European nations (14), and other

countries (15). Regardless of cultural or national distinctions,

the majority of cancer patients have selected their home as their

PPOEOLC and PPOD (11, 12, 16). A systematic review study by

Fereidouni et al. (3) in 2021 and a study by Brogaard et al. in

2013 (12) also showed that more than half of cancer patients

preferred home as the PPOD and end-of-life care.

However, the most common actual place of care and death

for cancer patients in different countries is the hospital (15, 17,

18). In Iran, 60% of deaths occur in hospitals (18). The reported

rate of achieving a PPOD in patients varies from 49% to 88% in

western countries to 66% in south Africa (16). The effect of

societal and cultural factors, sociodemographic factors, clinical

characteristics, and patients’ access to different palliative and

psychiatric care is responsible for the variation in these data (19,

20). According to the conceptual framework created by Gomez

and Higginson, the environment, the individual, and the illness

all have an impact on where a person passes away.

Sociodemographic details and the patient’s choices for the

location of death are examples of personal considerations.

Environmental factors can be attributed to healthcare inputs

(home care, hospital bed availability, and hospital admissions),

social support (living arrangements, patient’s social support

network, and caregiver coping), and macro-social factors

(historical trends, health care policy, and cultural factors) (21).

Other factors influencing the choice of PPOEOLC and

PPOD include insufficient government support for palliative

care as a dimension of universal health coverage, difficulty

accessing drugs and inadequate training in drug use, lack of

proper education, and limited financial resources in this context

(22, 23). Studies have mainly examined the demographic and
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patients ‘clinical characteristics affecting PPOEOLC and PPOD

using multiple logistic models (24–26).

Iranians are mostly Shiite Muslims (5). Death is seen as a

rebirth in Iranian-Islamic culture, and each person’s death time

is determined by divine destiny (27, 28). There is a distinction

between a good death and a poor death in this society (28). Islam

places a high value on death, as shown by the fact that the word

“death” appears 84 times in the Muslim holy book, the Quran

(27). Discussions about PPOC and PPOD are sensitive issues

that are difficult to address without patient preparation, because

they cause anxiety in the patient (11). For this reason, very few

studies were conducted in Islamic countries on the PPOEOLC

and PPOD. Finding a suitable and preferential place for end-of-

life care and death to implement effective policies and planning

based on the preferences of cancer patients is essential to

providing more favorable palliative interventions. It also helps

properly distribute resources to care units, such as hospitals,

homes, or intermediate centers (hospices, long-term care

centers) (3).

Despite all these advantages and how crucial it is to treat the

PPOEOLC and PPOD issues, Iran’s health system has so far paid

little attention to them. As a result, the goal of the current

research was to identify PPOEOLC and PPOD in Iranian

cancer patients.
Materials and methods

Study design

This cross-sectional descriptive study was conducted from

October to November 2021. The study population was

hospitalized cancer patients and referred to the outpatient

department of three referral hospitals in Tehran (the capital of Iran).
Study population

After learning the research’s goals and completing a written

informed permission form, patients who satisfied the inclusion

criteria joined the trial via convenient ways. Inclusion

requirements include having received a medically confirmed

diagnosis of cancer, being above the age of 18, being able to read

and write Persian, being in adequate physical condition to

complete the questionnaire, and not having cognitive issues

such as Alzheimer’s or dementia. The required sample size

was obtained based on the study of Alsirafy et al. (29) which

was P = 0.28, and 345 people were obtained using the formula

n = Z2 P (1-P)/d2 with 95% confidence level and (d) = 0.05; the

sample size was calculated to be 370 people with design effect

equal to 1.5.
Frontiers in Oncology 03
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Data collection tool
The data collection tool included a researcher-made

questionnaire consisting of three sections:

The first part includes the patient’s demographic

information including age, gender, level of education, marital

status, number of children, employment status, monthly income,

and race; the second part includes patients ’ clinical

characteristics including type of care (inpatient/outpatient),

type of cancer (gastrointestinal, breast, blood, other), insurance

coverage (Social Security Insurance funded by the Social Security

Organization, Armed Forces Insurance funded by the Ministry

of Defense and Armed Forces Logistics, etc.) and time to

diagnostic disease (less than 6 months, more than 6 months);

and the third part includes two questions related to the

PPOEOLC (home /ho sp i t a l ) and choos ing PPOD

(home/hospital).

The questionnaire’s face validity was assessed using two

quantitative and qualitative techniques. By concentrating on

respondents’ cognitive process while completing the scale, a

cognitive interview is undertaken to determine the cause of

inaccuracy in the scale (30). Ten cancer patients with diverse

economic, social, and education levels were interviewed. They

were requested to rate the legibility, clarity, and structure of the

items, ease of comprehension, item difficulty, confusing words,

item classification, ease of responding, language forms, and

wording. Subsequently, the modifications were applied in the

primary questionnaire. The impact score of each question was

calculated to quantify face validity. For each item, the Likert scale

was divided into five parts: I completely agree (score 5), I agree

(score 4), I have no opinion (score 3), I disagree (score 2), and I

completely disagree (score 1). Then a questionnaire was given to

10 specialists (three oncologists, five nursing professors, one

palliative specialist, and one psychologist) to determine the

validity. Then the impact score for each item of the

questionnaire is calculated by the method (importance ×

frequency = impact score). If the impact score is greater than

1.5, the item is suitable (31). The impact score for both questions

was more than 1.5.

“At the end of life, some individuals choose to be cared for at

home, while others prefer to be cared for in a hospital,” was one

of two questions connected to the PPOEOLC and the PPOD.

Where would you rather get treatment as you near death? and

“At the end of their lives, some individuals choose to pass away

at home while others choose to pass away in a hospital. Where

would you rather pass away?”
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Data analysis

After data collection, the collected data were analyzed by

SPSS software version 18. Descriptive analyses including

frequency and percentage were used for qualitative data, and

mean and standard deviation were used for normal quantitative

data. The two primary variables, the PPOEOLC and the PPOD,

together with demographic factors and clinical features of the

subjects were examined using chi-square and Fisher exact tests.

The threshold for statistical significance was set at P 0.05. Finally,

significant variables were included in the model through

multiple logistic regression with the Wald backward method.

The effect of individual explanatory variables on the

outcome variable was measured using the adjusted odds ratio

(AOR) with a 95% confidence interval (CI).
Ethical consideration

Permission for this study was approved by the ethics committee

of Baqiyatallah University of Medical Sciences with the code of

ethics (IR.BMSU.REC.1399.42). Participants were assured of

anonymity and confidentiality of the information obtained.
Result

Demographic and clinical characteristics
of the patients

The mean age of 564 patients participating in the study was

50.21 ± 13.91. Thus, 276 (48.9%) were aged 40–60 years.

Furthermore, 189 (33.5%) patients were men and 375 (66.5%)

were women. The number of 190 (33.8%) had elementary

education, 274 (48.5%) had high school education, and 100

(17.8%) had academic education. Regarding the kind of cancer,

there were 144 (28.5%) cases of gastrointestinal, 219 (43.4%)

cases of breast, 55 (11.7%) cases of blood, and 83 (16.4%) cases of

other cancers. In these individuals, the median time to diagnostic

disease cancer was 24.83 26.18 months. Three hundred seventy-

eight persons (70%) and 162 (30%) of the total population had

cancer for more than 6 months, respectively (Table 1 shows the

demographic and clinical characteristics of 564 cancer patients).
Preferred place for end-of-life care

Three hundred ninety (69.6%) patients chose home and 170

(30.4%) patients chose the hospital as their preferred place for

end-of-life care (PPOC) (Figure 1). Univariant test showed that

choosing home in outpatients (72.6%) was higher than in

inpatients (59.7%), which shows a significant difference (P =

0.005). Moreover, the percentage of choosing home in women
Frontiers in Oncology 04
(73.4%) was higher than in men (62.2%) (P = 0.007). People with

academic education (77.6%) were more likely to receive care at

home than other people with elementary education (59.6%) and

high school (74.4%) (P = 0.000). Additionally, Persians (76%)

picked their homes more often than other races (P = 0.013). The

logistic model showed that inpatient patients had a lower

likelihood of selecting home than outpatient patients (OR:.613

(.383,.982), P =.042). Patients with academic education had a

higher likelihood of choosing home than patients with

elementary education, although this difference was not

statistically significant (OR: 2.61 (1.29, 5.24), P =.007). Patients

with high school education had similar chances of choosing

home as patients with elementary education. Chances of

choosing home in two groups of patients with mediate income

(OR: 3.27 (1.49, 7.14), P = .003) and low (OR: 3.38 (1.52, 7.52),

P = .003) were significantly higher than in patients with high

income. In other words, by decreasing income, the chance of

choosing the home increased, and patients with breast cancer

had a better chance of choosing a home than with

gastrointestinal cancer (OR: 1.70 (1.01, 2.89), P = .049) (Table 2).
Preferred place of death

Four hundred fifteen (75.2%) patients chose home as their

PPOD, while 137 (24.8%) people chose the hospital (Figure 1).

Choosing a home as a PPOD in married patients (77.6%)

compared to single patients (66.7%) was higher (P = 0.014).

Also, patients with Armed Forces Insurance with 82.1% were the

most patients who chose home as the PPOD (P = 0.011).

Moreover, patients with a disease period of less than 6 months

(84.9%) compared to patients with a period of more than 6

months (72%) had chosen home as the PPOD (P = 0.002).

However, the logistic model showed that married people have a

higher chance of choosing the home than single people (OR: 1.62

(1.02, 2.57), P = .039). Besides, people with a disease period

longer than 6 months had a significantly lower chance of

choosing the home than people with a disease period of less

than 6 months (OR:.468 (.286,.765), P = .002). (Table 3).
Discussion

In Iran, there are no official statistics on the PPOEOLC and

the PPOD in cancer patients. Therefore, the purpose of this

study was to determine the PPOEOLC and PPOD in cancer

patients. Given that there is a view in Iranian culture that

discussing death and dying with patients is inappropriate

because of stress and poor patient morale, the paucity of study

in this field is likely a result of cultural and religious constraints.

Thus, preference about the place of death and place of end-of-life

care is not a stable concept and can change over time through

discussion between healthcare professionals and patients
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according to social, supportive, and individual conditions

(32, 33).

By reviewing the literature, various studies have discussed

the PPOEOLC and PPOD together (11, 12, 15, 34). However, in

the present study, both concepts (PPOEOLC and PPOD) were

surveyed using two separate questions. In the present study,

most cancer patients chose home as their PPOEOLC and PPOD.
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This result is consistent with a recent systematic review

study by Fereidouni et al. (3), Choi et al. in South Korea (34),

Yamagishi et al. in Japan (15), Skorstengaard et al. in Denmark

(11), Alsirafy et al. in Egypt (35), Gu et al. in China (36), Lee

et al. in Taiwan (37), and Nakamura et al. in Japan (38). A

study by Brogaard et al. found that cancer patients chose 84%

of their PPOEOLC, and 71% of their PPOD at home (12).
TABLE 1 Demographic and clinical characteristics of the 564 cancer patients.

Variable Categories n (%)

Type of care Outpatient 435 (77.1%)

Inpatient 129 (22.9%)

Sex Male 189 (33.5%)

Female 375 (66.5%)

Age (year) Mean ± SD* 50.21 ± 13.91

18–40 154 (27.3%)

40–60 276 (48.9%)

>60 134 (23.8%)

Marital status Single 126(22.4%)

Married 437(77.6%)

Number of children Mean ± SD 2.55 ± 1.88

0 67 (12.2%)

1-3 366 (66.7%)

≥4 116 (21.1%)

Education Elementary 186 (33.8%)

High school 267 (48.5%)

Academic 98 (17.8%)

Job Employed 126 (22.6%)

Unemployed 431 (77.4%)

Ethnicity Fars 264 (47.1%)

Lor 52 (9.3%)

Tork 151 (26.9%)

Kord 78 (13.9%)

Other 16 (2.9%)

Income High 42 (7.6%)

Mediate 306 (55.4%)

Low 204 (37%)

Type of cancer Gastrointestinal 144 (28.5%)

Breast 219 (43.4%)

Blood 59 (11.7%)

Other 83 (16.4%)

Insurance Tamin ejtemaee 214 (38.2%)

Military 203 (36.3%)

Other 143 (25.5%)

Time to diagnostic disease (month) Mean ± *SD 24.83 ± 26.18

≤6 162 (30%)

>6 378 (70%)

Preferred place of care Hospital 170 (30.4%)

Home 390 (69.6%)

Preferred place of death Hospital 137 (24.8%)

Home 415 (75.2%)
fro
*SD, standard deviation.
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Another systematic review shows that the home is the PPOD

for most cancer patients worldwide (3). The reason why

individuals in various nations choose to pass away at home is

probably impacted by a number of things. For instance,

patients who preferred to pass away at home were more

likely to do so if they were less educated, lived with their

spouse or family, or were from rural regions (34, 36). Some

patients may have a history of adversity in their lives, which

influences their decision (39).

Dying and caring at home may have religious significance,

because the home environment can facilitate cultural and

religious ceremonies at the end of life as an integral part of

peaceful death (16). The cultural family-centered principle of

Iranian-Islamic society and patients’ desire for family members

to be present in bed when receiving end-of-life care is a feature

of Iranian society that is effective to achieve the present result.

According to other research, the capacity to address the

patient’s fundamental requirements, patient privacy, a more

soothing environment for the patient and caregiver, and simple

access to home care support systems are the most prevalent

reasons patients opt to get their care at home (16, 40, 41). The

hospital was the second priority as the PPOEOLC and PPOD of

cancer patients. Consistent with the present study, the study by

Choi et al. in South Korea (34), Skorstengaard et al. in
Frontiers in Oncology 06
Denmark (11), and three other studies show that the hospital

is the second priority as the PPOD and PPOEOLC (34, 36, 42,

43). The most common reasons of patients in choosing the

hospital as the second PPOD and PPOEOLC in other studies

include patients not wishing to be a burden on their family

(40), having a reliable relationship between caregivers and

patients (44), having a safer care environment, adequate

facilities, and equipment to facilitate quality care, especially

time to overcome pain and discomfort (45), poor functional

status of the patient and the family’s inability to provide

effective and quality care, and lack of the participation of the

palliative care team at home (16).

In accordance with Iranian society’s culture, hospitals are

seen as a secure and suitable setting for managing illness

symptoms and suffering, particularly when doing so is

challenging. The answer to the question about the PPOEOLC

and PPOD was limited to two options of home and hospital.

Other studies used places such as nursing home and hospice but

in terms of the lack of development of hospice centers in Iran, as

in many Middle-eastern countries (35), However, in countries

where there are hospices, patients still choose home as their

PPOD (9, 13, 46).

The findings of the current research are consistent with

those of the studies by Jeurkar et al. (13) and Gu et al. (14),
FIGURE 1

Preferred place of care and death of patients with cancer disease.
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which found that married patients were more likely than single

patients to choose home as their PPOD (36). This is most likely

because the patient and spouse have a stronger emotional

bond, which makes the home environment more calming for

the patient. The results of the present study showed that

outpatients had a significantly higher chance of choosing the

home as a PPOEOLC than inpatients. Moreover, patients with

a time to diagnostic disease the less than 6 months had a

significantly higher chance of choosing the home as a PPOD

than the patients’ time to diagnostic disease of more than 6

months. The result of this study is contrary to the study of Gu

et al. (36). The reason for this difference is most likely the
Frontiers in Oncology 07
individual’s incompatibility with the hospital environment at

the beginning of the illness. Inpatients and people who have

been ill for a long time are more likely to adapt to the hospital

environment due to the longer hospital stay.

The patients with academic level of education are more likely

to choose home as the PPOEOLC than patients with elementary

and high school levels of education. This result is inconsistent

with the study of Choi et al. (34) and the study of Chen et al.

(47). The difference may be explained by the fact that patients

with greater levels of education are more aware of and

knowledgeable about conditions for self-care at home, which

enhances the possibility that they will choose the home. In our
TABLE 2 Correlations between variables and the preferred place of end-of-life care in cancer patients.

Multiple logistic model
Variable Categories HospitalN (%) HomeN (%) P-value *OR (**CI 95%) P-value

Type of care Outpatient 118 (27.4%) 313 (72.6%) 0.005 Base Category

Inpatient 52 (40.3%) 77 (59.7%) .613 (.383,.982) .042

Sex Male 71 (37.8%) 117 (62.2%) 0.007

Female 99 (26.6%) 273 (73.4%)

Age 18-40 43 (28.1%) 110 (71.9%) 0.084

40-60 76 (27.8%) 197 (72.2%)

>60 51 (38.1%) 83 (61.9%)

Marital status single 39 (31.2%) 86 (68.8%) 0.78

married 130 (30.0%) 304 (70%)

Number of children 0 18 (26.9%) 49 (73.1%) 0.19

1-3 102 (28.1%) 261 (71.9%)

≥4 42 (36.5%) 73 (63.5%)

Education Elementary 74 (40.4%) 109 (59.6%) 0.000 Base Category

High school 68 (25.6%) 198 (74.4%) 1.51 (.907, 2.51) .113

academic 22 (22.4%) 76 (77.6%) 2.61 (1.29, 5.24) .007

Jobs Employed 40 (31.7%) 86 (68.3%) 0.74

Unemployed 129 (30.2%) 298 (69.8%)

Ethnicity Fars 63 (24%) 199 (76%) 0.013

Lor 15 (28.8%) 37 (71.2%)

Tork 52 (34.9%) 97 (65.1%)

Kord 31 (39.7%) 47 (60.3%)

other 8 (50%) 8 (50%)

Income High 24 (57.1%) 18 (42.9%) 0.003 Base Category

Mediate 90 (29.6%) 214 (70.4%) 3.27 (1.49, 7.14) .003

low 54 (26.7%) 148 (73.3%) 3.38 (1.52, 7.52) .003

Type of cancer Gastrointestinal 52 (36.1%) 92 (63.9%) 0.006 Base Category

Breast 47 (21.6%) 171 (78.4%) 1.70 (1.01, 2.89) .049

Blood 23 (39.7%) 35 (60.3%) .65 (.33, 1.29) .225

other 25 (30.1%) 58 (69.9%) 1.32 (.71, 2.46) .381

Insurance ***Social security 50 (23.5%) 163 (76.5%) 0.006

****military 63 (31.3%) 138 (68.7%)

other 56 (39.2%) 87 (60.8%)

Time to diagnostic disease (month) ≤6 55 (34%) 107 (66%) 0.14

>6 104 (27.7%) 271 (72.3%)
front
*OR, odds ratio; **CI, confidence interval.
***Funder: Social Security Organization.
**Funder: Military Organization.
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study, middle- and lower-income people chose home as their

PPOEOLC more than high-income people; the reason for this

choice is probably due to the financial inability of these people to

pay for care and equipment in the hospital.

According to World Health Organization’s World Cancer

Statistics in 2020, the most common type of cancer in 2022 is

breast cancer (2.26 million cases) (4). In our study, the type of

disease was also a significant factor in choosing the home as a

PPOEOLC, so that people with breast cancer chose home more

than people with other cancers. The result of our study was in

line with the study of Chen and the study of Blanchard et al. In

the Blanchard study, breast cancer patients also chose the home

as the PPOD (47, 48).
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Conclusion

The results of the present study show that the majority of

Iranian cancer patients chose home as the PPOEOLC and the

PPOD. According to the findings of this study, experts advocate

paying more attention to the preferences of terminally ill patients,

strengthening the system of home healthcare. This will be

accomplished through enhancing the home care system via the

development of suitable infrastructure, insurance coverage, the

drafting of executive directives, and the incorporation of palliative

care into home care services. In addition, emphasizing death at

home requires a fair distribution of health resources. For this

purpose, more resources need to be allocated to home health care.
TABLE 3 Correlations between variables and the preferred place of death of cancer patients.

Multiple logistic model
Variable Categories HospitalN (%) HomeN (%) P value OR (CI 95%) P-value

Type of care Outpatient 109 (25.7%) 315 (74.3%) 0.379

Inpatient 28 (21.9%) 100 (78.1%)

Sex Male 41 (22.7%) 140 (77.3%) 0.41

Female 96 (25.9%) 275 (74.1%)

Age 18-40 45 (30.2%) 104 (69.8%) 0.13

40-60 58 (21.4%) 213 (78.6%)

>60 34 (25.8%) 98 (74.2%)

Marital status Single 41 (33.3%) 82 (66.7%) 0.014 Base category

Married 96 (22.4%) 332 (77.6%) 1.62 (1.02, 2.57) .039

Number of children 0 16 (24.6%) 49 (75.4%) 0.67

1-3 93 (25.8%) 268 (74.2%)

≥4 24 (21.6%) 87 (78.4%)

Education Elementary 43 (23.8%) 138 (76.2%) 0.65

High school 65 (24.7%) 198 (75.3%)

academic 25 (26.3%) 70 (73.7%)

Jobs Employed 26 (21.1%) 97 (78.9%) 0.27

Unemployed 110 (25.9%) 314 (74.1%)

Ethnicity Fars 56 (21.8%) 201 (78.2%) 0.43

Lor 11 (21.6%) 40 (78.4%)

Tork 44 (29.9%) 103 (70.1%)

Kord 21 (26.9%) 57 (73.1%)

other 4 (25%) 12 (75%)

Income High 12 (28.6) 30 (71.4%) 0.92

Mediate 73 (24.3) 228 (75.7%)

low 51 (25.5) 149 (74.5%)

Type of cancer Gastrointestinal 29 (20.4) 113 (79.6%) 0.28

Breast 63 (28.9) 155 (71.1%)

Blood 14 (24.6) 43 (75.4%)

other 18 (22) 64 (78%)

Insurance Social security 57 (27) 154 (73%) 0.011

military 35 (17.9) 161 (82.1%)

other 45 (31.5) 98 (68.5%)

Time to diagnostic disease (month) ≤6 24 (15.1) 135 (84.9%) 0.002 Base category

>6 104 (28) 268 (72%) .468 (.286,.765) .002
fron
OR, odds ratio; CI, confidence interval.
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The strength of the study

The strength of the present study lies in the fact that we used

patients’ statements about their preferences rather than a proxy

statement made by others, such as a family caregiver or other

caregivers. Another strength of this study is that the question is

asked from cancer patients about the PPOEOLC and PPOD, not

from the general population without diagnosis; in fact, when

people are well and live without diagnosis of life-limiting

diseases or do not face death, they may use an abstract and

unrealistic answer, while in our study this answer was concrete.
Limitations

Despite the inclusion of a wide range of potential predictors,

observational studies may never be able to reduce the effect of

confounding variables to zero. As patients approach their last

days of life, cross-sectional evaluations may also alter the

dynamic decision-making process of priorities, predictors of

death, and home care. Another limitation of this study is that

the “no preference” option was not considered as an answer that

is suggested to be considered in future studies.
Implications for practice and
future research

To achieve the patient’s preferences at the end of life, it is

important to have a preferred place to discuss death and

document the decision. Therefore, it is important to ensure

that all patients have the opportunity to speak about this issue in

a supportive, practical, and compassionate manner. To increase

their competency and confidence in end-of-life conversations,

medical and nursing professionals ’ training may be

strengthened. Death in hospitals is anticipated to predominate

in the future, despite minor variations in the location of death

throughout time. Therefore, it is necessary to take measures in

this regard to improve the experiences of patients and their

families at this time. Further research is needed on the impact of

deprivation and other socioeconomic factors on preferences, the
Frontiers in Oncology 09
reasons for lack of discussing the place of death, and the lack of

expression of preference or change of preference.
Data availability statement

The raw data supporting the conclusions of this article will

be made available by the authors, without undue reservation.
Author contributions

Study design: AF, MR, and SB; data collection: FH, MJ, MK,

and ME; data analysis: MS and SB; study supervision: SB;

manuscript writing: AF, MR, MS, FH, MK, MJ, ME, and SB;

critical revisions for important intellectual content: AF, SB, and

MR. All authors contributed to the article and approved the

submitted version.
Acknowledgments

Thanks to guidance and advice from “Clinical Research

Development Unit of Baqiyatallah Hospital.”
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.
Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.
References

1. Ansari M, Rassouli M, Akbari ME, Abbaszadeh A, Akbarisari A. Palliative
care policy analysis in Iran: A conceptual model. Indian J Palliat Care (2018) 24
(1):51. doi: 10.4103/IJPC.IJPC_142_17

2. Rezapour A, Nargesi S, Mezginejad F, Kemmak AR, Bagherzadeh R. The
economic burden of cancer in iran during 1995-2019: A systematic review. Iranian
J Public Health (2021) 50(1):35–45. doi: 10.18502/ijph.v50i1.5070

3. Fereidouni A, Rassouli M, Salesi M, Ashrafizadeh H, Vahedian-Azimi A,
Barasteh S. Preferred place of death in adult cancer patients: a systematic review
and meta-analysis. Front Psychol (2021) 12. doi: 10.3389/fpsyg.2021.704590
4. WHO. Cancer (2022). Available at: https://www.who.int/news-room/fact-
sheets/detail/cancer.

5. Fallahi S, Rassouli M, Mojen LK. Cultural aspects of palliative cancer care in Iran.
Palliat Med Hosp Care Open J (2017) 1:S44–50. doi: 10.17140/PMHCOJ-SE-1-110

6. World Health Organization [WHO]. Palliative care for noncommunicable
diseasea. (2020) Available online at: https://b2n.ir/j31048 (accessed 10 April,
2022)..

7. Heydari H. Home-based palliative care: A missing link to patients’ care in
Iran. J Hayat (2018) 24(2):97–101.
frontiersin.org

https://doi.org/10.4103/IJPC.IJPC_142_17
https://doi.org/10.18502/ijph.v50i1.5070
https://doi.org/10.3389/fpsyg.2021.704590
https://www.who.int/news-room/fact-sheets/detail/cancer
https://www.who.int/news-room/fact-sheets/detail/cancer
https://doi.org/10.17140/PMHCOJ-SE-1-110
https://b2n.ir/j31048
https://doi.org/10.3389/fonc.2022.911397
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org


Fereidouni et al. 10.3389/fonc.2022.911397
8. Ghezelsefli Z, Ahmadi F, Mohammadi E, Puts Rn M. Experiences of end-of-Life
care of older adults with cancer from the perspective of stakeholdersin Iran: A content
analysis study. Asian Pac J Cancer Prev (2021) 22(1):295–300. doi: 10.31557/
APJCP.2021.22.1.295

9. Sheridan R, Roman E, Smith AG, Turner A, Garry AC, Patmore R, et al.
Preferred and actual place of death in haematological malignancies: A report from
the UK haematological malignancy research network. BMJ Support Palliat Care
(2020) 11: 7–16. doi: 10.1136/bmjspcare-2019-002097

10. Minamiguchi Y. Decision-making about the place of death for cancer
patients: A concept analysis. Asia-Pacific J Oncol Nurs (2020) 7(1):103. doi:
10.4103/apjon.apjon_38_19

11. Skorstengaard MH, Neergaard MA, Andreassen P, Brogaard T, Bendstrup
E, Lokke A, et al. Preferred place of care and death in terminally ill patients with
lung and heart disease compared to cancer patients. J Palliat Med (2017) 20
(11):1217–24. doi: 10.1089/jpm.2017.0082

12. Brogaard T, Neergaard MA, Sokolowski I, Olesen F, Jensen AB. Congruence
between preferred and actual place of care and death among Danish cancer
patients. Palliat Med (2013) 27(2):155–64. doi: 10.1177/0269216312438468

13. Jeurkar N, Farrington S, Craig TR, Slattery J, Harrold JK, Oldanie B, et al.
Which hospice patients with cancer are able to die in the setting of their choice?
results of a retrospective cohort study. J Clin Oncol (2012) 30(22):2783–7. doi:
10.1200/JCO.2011.41.5711

14. Gomes B, Higginson IJ, Calanzani N, Cohen J, Deliens L, Daveson BA, et al.
Preferences for place of death if faced with advanced cancer: A population survey in
England, Flanders, Germany, Italy, the Netherlands, Portugal and Spain. Ann
Oncol (2012) 23(8):2006–15. doi: 10.1093/annonc/mdr602

15. Yamagishi A, Morita T, Miyashita M, Yoshida S, Akizuki N, Shirahige Y, et al.
Preferred place of care and place of death of the general public and cancer patients in
Japan. Support Care Canc (2012) 20(10):2575–82. doi: 10.1007/s00520-011-1373-8

16. Ho JFV, Marzuki NS, Meseng NSM, Kaneisan V, Lum YK, Pui EWW, et al.
Symptom prevalence and place of death preference in advanced cancer patients:
Factors associated with the achievement of home death. Am J Hospice Palliat
Medicine® (2021) 39(7):762–71. doi: 10499091211048767

17. Gomes B, Calanzani N, Koffman J, Higginson IJ. Is dying in hospital better
than home in incurable cancer and what factors influence this? a population-based
study. BMC Med (2015) 13(1):14. doi: 10.1186/s12916-015-0466-5

18. Khosravi Shadmani F, Farzadfar F, Larijani B, Mirzaei M, Haghdoost AA. Trend
and projection of mortality rate due to non-communicable diseases in Iran: A modeling
study. PLoS One (2019) 14(2):e0211622. doi: 10.1371/journal.pone.0211622

19. D’Angelo D, Di Nitto M, Giannarelli D, Croci I, Latina R, Marchetti A, et al.
Inequity in palliative care service full utilisation among patients with advanced
cancer: a retrospective cohort study. Acta Oncol (2020) 59(6):620–7. doi: 10.1080/
0284186X.2020.1736335

20. van Doorne I, van Rijn M, Dofferhoff SM, Willems DL, Buurman BM. Patients’
preferred place of death: patients are willing to consider their preferences, but someone
has to ask them. Age Age (2021) 50(6):2004–11. doi: 10.1093/ageing/afab176

21. Gomes B, Higginson IJ. Factors influencing death at home in terminally ill
patients with cancer: systematic review. Bmj (2006) 332(7540):515–21. doi:
10.1136/bmj.38740.614954.55

22. Barasteh S, Parandeh A, Rassouli M, Zaboli R, Vahedian-Azimi A,
Khaghanizadeh M. Integration of palliative care into the primary health care of Iran:
A document analysis. Mid East J Canc (2021) 12(2):292–300. doi: 10.30476/
mejc.2020.82856.1111

23. Barasteh S, Rassouli M, Parandeh A, Vahedian-Azimi A, Zaboli R,
Khaghanizadeh M. Palliative care in the health system of Iran: A review of the
present status and the future challenges. Asian Pac J Cancer Prevent: APJCP. (2020)
21(3):845. doi: 10.31557/APJCP.2020.21.3.845

24. Ishikawa Y, Fukui S, Saito T, Fujita J, Watanabe M, Yoshiuchi K. Family
preference for place of death mediates the relationship between patient preference
and actual place of death: a nationwide retrospective cross-sectional study. PLoS
One (2013) 8(3):e56848. doi: 10.1371/journal.pone.0056848

25. Fischer S, Min SJ, Cervantes L, Kutner J. Where do you want to spend your
last days of life? low concordance between preferred and actual site of death among
hospitalized adults. J Hosp Med (2013) 8(4):178–83. doi: 10.1002/jhm.2018

26. Motiwala SS, Croxford R, Guerriere DN, Coyte PC. Predictors of place of
death for seniors in Ontario: a population-based cohort analysis. Can J Aging/La
Rev Can du Vieillissement. (2006) 25(4):363–71. doi: 10.1353/cja.2007.0019

27. Zahedi F, Larijani B, Tavakoly B. End of life ethical issues and Islamic views.
Iran J Allergy Asthma Immunol (2007) 6(Suppl. 5):5–15.
Frontiers in Oncology 10
28. Abedi M. Palliative care within the Iranian context: re-defining palliative
care, deploying spirituality as a support measure and need for cultural sensitivity.
In: Spirituality: New reflections on theory, praxis and pedagogy. Brill Freeland:
Inter-Disciplinary Press (2013). p. 249–58.

29. Rassouli M, Sajjadi M. Cancer care in countries in transition: The Islamic
republic of Iran. In: Cancer care in countries and societies in transition. AG
Switzerland:Springer (2016). p. 317–36.

30. Willis GB. Cognitive interviewing: A tool for improving questionnaire design.
Thousand Oaks, CA:sage publications (2004).

31. Vakili M, Babakhani L, Sharifi S, Moazen A, Mehrabi Z, Kamali K, et al.
Development and psychometric analysis of a 44-item HIV/AIDS knowledge scale:
An Iranian cultural and population based study. Iranian J Epidemiol (2018) 14
(2):116–25.

32. Munday D, Petrova M, Dale J. Exploring preferences for place of death with
terminally ill patients: qualitative study of experiences of general practitioners and
community nurses in England. Bmj (2009) 339:13. doi: 10.1136/bmj.b2391

33. Butow P, Maclean M, Dunn S, Tattersall M, Boyer M. The dynamics of
change: cancer patients' preferences for information, involvement and support.
Ann Oncol (1997) 8(9):857–63. doi: 10.1023/A:1008284006045

34. Choi KS, Chae YM, Lee CG, Kim S-y, Lee S-w, Heo DS, et al. Factors
influencing preferences for place of terminal care and of death among cancer
patients and their families in Korea. Support Care Canc (2005) 13(8):565–72. doi:
10.1007/s00520-005-0809-4

35. Alsirafy SA, Hammad AM, Ibrahim NY, Farag DE, Zaki O. Preferred place
of death for patients with incurable cancer and their family caregivers in Egypt. Am
J Hosp Palliat Med (2019) 36(5):423–8. doi: 10.1177/1049909118813990

36. Gu X, ChengW, Cheng M, Liu M, Zhang Z. The preference of place of death
and its predictors among terminally ill patients with cancer and their caregivers in
China. Am J Hospice Palliat Medicine®. (2015) 32(8):835–40. doi: 10.1177/
1049909114542647

37. Lee LC, Hu CC, Loh EW, Hwang SF. Factors affecting the place of death
among hospice home care cancer patients in Taiwan. Am J Hosp Palliat Med (2014)
31(3):300–6. doi: 10.1177/1049909113487427

38. Nakamura S, Kuzuya M, Funaki Y, Matsui W, Ishiguro N. Factors
influencing death at home in terminally ill cancer patients. Geriat Gerontol Int
(2010) 10(2):154–60. doi: 10.1111/j.1447-0594.2009.00570.x

39. Dzul-Church V, Cimino JW, Adler SR, Wong P, Anderson WG. “I'm sitting
here by myself…”: experiences of patients with serious illness at an urban public
hospital. J Palliat Med (2010) 13(6):695–701. doi: 10.1089/jpm.2009.0352

40. Yamout R, Hanna J, El Asmar R, Beydoun H, RahmM, Osman H. Preferred
place of death for patients with terminal illness: A literature review. Prog Palliat
Care (2021) 30(2):101–10. doi: 10.1080/09699260.2021.1961985

41. Higginson IJ, Daveson BA, Morrison RS, Yi D, Meier D, Smith M, et al.
Social and clinical determinants of preferences and their achievement at the end of
life: prospective cohort study of older adults receiving palliative care in three
countries. BMC Geriat (2017) 17(1):1–14. doi: 10.1186/s12877-017-0648-4

42. Michelini S, Paolacci S, Manara E, Eretta C, Mattassi R, Lee B-B, et al.
Genetic tests in lymphatic vascular malformations and lymphedema. J Med Genet
(2018) 55(4):222–32. doi: 10.1136/jmedgenet-2017-105064

43. Beccaro M, Costantini M, Rossi PG, Miccinesi G, Grimaldi M, Bruzzi P.
Actual and preferred place of death of cancer patients. results from the Italian
survey of the dying of cancer (ISDOC). J Epidemiol Community Health (2006) 60
(5):412–6. doi: 10.1136/jech.2005.043646

44. Tang ST. When death is imminent: where terminally ill patients with cancer
prefer to die and why. Cancer Nurs (2003) 26(3):245–51. doi: 10.1097/00002820-
200306000-00012

45. Pollock K. Is home always the best and preferred place of death? Bmj (2015)
351:3. doi: 10.1136/bmj.h4855

46. Shen MJ, Prigerson HG, Ratshikana-Moloko M, Mmoledi K, Ruff P,
Jacobson JS, et al. Illness understanding and end-of-life care communication and
preferences for patients with advanced cancer in south Africa. J Global Oncol
(2018) 4:1–9. doi: 10.1200/JGO.17.00160

47. Chen CH, Lin YC, Liu LN, Tang ST. Determinants of preference for home
death among terminally ill patients with cancer in Taiwan: A cross-sectional survey
study. J Nurs Res (2014) 22(1):37–44. doi: 10.1097/jnr.0000000000000016

48. Blanchard CL, Ayeni O, O'Neil DS, Prigerson HG, Jacobson JS, Neugut AI,
et al. A prospective cohort study of factors associated with place of death among
patients with late-stage cancer in southern Africa. J Pain Symptom Manage (2019)
57(5):923–32. doi: 10.1016/j.jpainsymman.2019.01.014
frontiersin.org

https://doi.org/10.31557/APJCP.2021.22.1.295
https://doi.org/10.31557/APJCP.2021.22.1.295
https://doi.org/10.1136/bmjspcare-2019-002097
https://doi.org/10.4103/apjon.apjon_38_19
https://doi.org/10.1089/jpm.2017.0082
https://doi.org/10.1177/0269216312438468
https://doi.org/10.1200/JCO.2011.41.5711
https://doi.org/10.1093/annonc/mdr602
https://doi.org/10.1007/s00520-011-1373-8
https://doi.org/10499091211048767
https://doi.org/10.1186/s12916-015-0466-5
https://doi.org/10.1371/journal.pone.0211622
https://doi.org/10.1080/0284186X.2020.1736335
https://doi.org/10.1080/0284186X.2020.1736335
https://doi.org/10.1093/ageing/afab176
https://doi.org/10.1136/bmj.38740.614954.55
https://doi.org/ 10.30476/mejc.2020.82856.1111
https://doi.org/ 10.30476/mejc.2020.82856.1111
https://doi.org/10.31557/APJCP.2020.21.3.845
https://doi.org/10.1371/journal.pone.0056848
https://doi.org/10.1002/jhm.2018
https://doi.org/10.1353/cja.2007.0019
https://doi.org/10.1136/bmj.b2391
https://doi.org/10.1023/A:1008284006045
https://doi.org/10.1007/s00520-005-0809-4
https://doi.org/10.1177/1049909118813990
https://doi.org/10.1177/1049909114542647
https://doi.org/10.1177/1049909114542647
https://doi.org/10.1177/1049909113487427
https://doi.org/10.1111/j.1447-0594.2009.00570.x
https://doi.org/10.1089/jpm.2009.0352
https://doi.org/10.1080/09699260.2021.1961985
https://doi.org/10.1186/s12877-017-0648-4
https://doi.org/10.1136/jmedgenet-2017-105064
https://doi.org/10.1136/jech.2005.043646
https://doi.org/10.1097/00002820-200306000-00012
https://doi.org/10.1097/00002820-200306000-00012
https://doi.org/10.1136/bmj.h4855
https://doi.org/10.1200/JGO.17.00160
https://doi.org/10.1097/jnr.0000000000000016
https://doi.org/10.1016/j.jpainsymman.2019.01.014
https://doi.org/10.3389/fonc.2022.911397
https://www.frontiersin.org/journals/oncology
https://www.frontiersin.org

	Preferred place of death and end-of-life care for adult cancer patients in Iran: A cross-sectional study
	Introduction
	Materials and methods
	Study design
	Study population
	Data collection tool
	Data analysis
	Ethical consideration

	Result
	Demographic and clinical characteristics of the patients
	Preferred place for end-of-life care
	Preferred place of death

	Discussion
	Conclusion
	The strength of the study
	Limitations
	Implications for practice and future research

	Data availability statement
	Author contributions
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


