University of New Hampshire

University of New Hampshire Scholars' Repository
Master's Theses and Capstones

Student Scholarship

Fall 2017

Factors affecting hospice social work utilization
among hospice patients: Focusing on place of care
and economic status
Mayumi Kimura
University of New Hampshire, Durham

Follow this and additional works at: https://scholars.unh.edu/thesis
Recommended Citation
Kimura, Mayumi, "Factors affecting hospice social work utilization among hospice patients: Focusing on place of care and economic
status" (2017). Master's Theses and Capstones. 1164.
https://scholars.unh.edu/thesis/1164

This Thesis is brought to you for free and open access by the Student Scholarship at University of New Hampshire Scholars' Repository. It has been
accepted for inclusion in Master's Theses and Capstones by an authorized administrator of University of New Hampshire Scholars' Repository. For
more information, please contact nicole.hentz@unh.edu.

FACTORS AFFECTING HOSPICE SOCIAL WORK UTILIZATION AMONG HOSPICE
PATIENTS: FOCUSING ON PLACE OF CARE AND ECONOMIC STATUS

BY

MAYUMI KIMURA
BS, University of New Hampshire, 2017

THESIS

Master of Science
in
Social Work

September. 2017

RUNNING HEAD: Factors affecting hospice social work utilization

This thesis has been examined and approved in partial fulfillment of the requirements for the
degree of Master of Science in Social Work by:

BoRin Kim, Assistant Professor, PhD, MSW
Marc D. Hiller, Associate Professor, DrPH, MPH
Cory Morton, Assistant Professor, PhD, MSW
On April 28, 2017

Original approval signatures are on file with the University of New Hampshire Graduate School.

ii

RUNNING HEAD: Factors affecting hospice social work utilization
TABLE OF CONTENTS
LIST OF TABLES ....................................................................................................

iv

ABSTRACT ..............................................................................................................

v
PAGE

INTRODUCTION ....................................................................................................

1

Conceptual framework and hypotheses ........................................................

2

METHODS ...............................................................................................................

6

Data and sample ............................................................................................

6

Measures ........................................................................................................

7

Analytic strategies ..........................................................................................

9

RESULTS ...................................................................................................................

10

Sample characteristics ....................................................................................

10

Ordinal logistic regression ..............................................................................

11

DISCUSSION .............................................................................................................

12

REFERENCES............................................................................................................

18

APPENDICES .............................................................................................................

22

APPENDIX A TABLE 1 …………………………………………………………….

22

APPENDIX B TABLE 2 …………………………………………………..…………

23

iii

RUNNING HEAD: Factors affecting hospice social work utilization
LIST OF TABLES
Table
1

Characteristics of the sample by place of care and economic status …….. Appendix A

2 The associations between enabling factors and social work service utilization
among hospice patients ……………………………………………............ Appendix B

iv

RUNNING HEAD: Factors affecting hospice social work utilization

ABSTRACT
FACTORS AFFECTING HOSPICE SOCIAL WORK UTILIZATION AMONG HOSPICE
PATIENTS: FOCUSING ON PLACE OF CARE AND ECONOMIC STATUS
by
Mayumi Kimura
University of New Hampshire, September, 2017

Objective. Hospice social workers empower their patients and families as they journey through
end of life. However, even when social work services are available, some hospice families
choose not to use or fully utilize this service. Guided by the Anderson behavioral model, this
study examined factors affecting utilization of hospice social work services with particular focus
on two enabling factors - place of care and economic status.
Method. Data came from the 2007 National Home and Hospice Care Survey. The sample was
restricted to Medicare Hospice Benefit enrollees 65 years of age and older. Hospice social work
utilization was categorized into six visit intervals (0= none, 5= more than two visits in a week).
Bivariate and ordinal logistic regressions were used to examine associations between hospice
social work utilization and 1) place of care (home vs. institution) and 2) economic status (low vs.
not low).
Results. The frequencies of hospice social work utilization were found to be significantly
different between place of care (χ2(1)=92.86, p<.001) and economic status (χ2(5)=11.28, p<.05).
Even after controlling for predisposing and need factors in ordinal logistic regressions, hospice
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patients receiving care at home (Coef.=-.58, p<.001) and of low economic status (Coef.=-0.35,
p<.001) were found to use social work services less frequently than their counterparts.
Discussion. This study adds to the limited body of literature on enabling factors associated with
hospice social work utilization. Possible implications and suggestions aimed at addressing these
disparities are discussed.
Key words: Hospice social work, end of life, enabling factors, place of care, economic status
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Introduction
“Please forgive me,” “I forgive you,” “Thank you,” and “I love you.” These four simple
phrases are thought to be the most important words one can say before one dies (Byock, 2004).
Still, even when faced with terminal illness, many struggle to say these words. Hospice care,
with its focus on comfort and quality of life for hospice families facing terminal illness, follows a
holistic approach to care addressing not only the physical, but the psychological, emotional, and
spiritual needs that arise at end-of-life (National Hospice and Palliative Care Organization
[NHPCO], 2011; NHPCO 2016; Oliver, 2003). Among the many hospice social work treatment
goals, one very important one is to support and guide difficult conversations as patients and
families navigate the final phase of life. However, even when social work services are available,
some hospice families choose not to use or fully utilize this service
As of 2014, 1.6 to 1.7 million Americans received hospice services under the Medicare
Hospice Benefit (MHB), which is now the primary source of payment for hospice in the U.S.
(Centers for Medicare & Medicaid Services [CMS], 2015). Services provided and required under
MHB are highly standardized and regulated under MHB, although the intensity and nature of
services are individualized based on the need of the patient and family and on the stage of illness
(CMS, 2015).
The multidisciplinary team is the foundation of hospice care. Under MHB, hospice
providers are required to provide three core services – physician oversight, nursing, and social
work services. As a part the hospice team, social workers use their unique set of skills to provide
valuable insight into the hospice families’ psychosocial needs (NASW Center for Workforce
Studies and Social Work Practice [NASW CWSSWP], 2014). Hospice social workers can find
and connect hospice families with the resources needed to maintain quality of life – including
1
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financial resources, community supports, or eligible services. Pulling from a strengths-based
perspective, which emphasizes individual self-determination and strength (Weick et al, 1989),
social workers help patients make difficult healthcare decisions based on their personal goals and
values. Hospice social workers can also develop and implement skill-building interventions that
promote patient independence and caregiver empowerment. And unlike the traditional medical
model that views the patient as the unit of care, hospice views the patient and family as the unit
of care. Thus, social workers are able to dedicate more time preparing families for impending
loss, as well as support them as they say their final good-byes.
Social work involvement at end-of-life has been associated with improved quality of life,
better pain management, increased patient and family satisfaction, and evidence of cost savings
for patients, their family, and society in general (Bentur et al, 2014; Reese, Raymer, &
Richardson, 2000; Oliver, 2003). However, unlike physician and nursing care, which patients are
required to accept in order to continue receiving hospice services under MHB, social work
services are optional (CMS, 2015). Despite the great number of many hospice families may
continue to limit or decline the need for social work services.
Previous research has focused primarily on the barriers of access to hospice care, whereas
little attention has been on the influence of patient factors on the use of different hospice services.
Indeed, there is even less known about which patient factors may impact hospice social work use.
To address this gap in knowledge, this study aimed to identify whether individual determinants
influence social work utilization among hospice patients.
Conceptual Framework and Hypotheses
The behavioral model of health services utilization (Anderson & Newman, 1973; Aday &
Anderson, 1974; Anderson, 1995) provides a theoretical framework that provides a sequence of
2
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conditions that affects service utilization (Andersen & Newman, 1973). Although the model is
more commonly used to examine health care service use, existing research on community-based
services have applied and adapted the core set of service use predictors with good result (Calsyn
& Winter, 1999). The model indicates that utilization of services can be explained by (a)
predisposing factors that exist before the onset of symptoms or illness, such as age, gender,
marital status, (b) need factors such as existing health issues (e.g., functional and cognitive
impairment), and (c) enabling factors, such as place of care and economic status (Figure 1).
Among the different factors discussed in the behavioral model of health service utilization, this
study focused on enabling factors, particularly place of care and economic status. By identifying
whether enabling factors influence social work utilization, this study may help hospice providers
and policymakers recognize real opportunities for change – specifically related to service gaps
among disadvantaged and vulnerable patients.
While there is little information about which factors impact hospice social work
utilization, some inferences can be drawn from existing research related to community social
service utilization and hospice in general. The use of social care services such as Meals-onWheels, in-home help, community alarm, regular informal visits becomes increasingly important
for aging adults in order to maintain independent living and quality of life (Themessl-Huber,
Hubbard, & Munro, 2007). Many times, even in presence of great need, social services may not
be sought out or utilized. Previous research has also shown that although many older adults
express appreciation for available or received services, trust plays a key role in deciding who
they would call when faced with a crisis or decline in functioning (Themessl-Huber, Hubbard, &
Munro, 2007). The lack of trust and fear of being perceived as frail, results in many older adults
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stating a preference for their informal connections (e.g., friends, neighbors, family) over social
service professionals (Jeon et al, 2017; Themessl-Huber, Hubbard, & Munro, 2007).
Misconceptions surrounding the hospice philosophy and the lack of awareness are real
barriers to hospice care utilization. According to the NHPCO (2015), 75% of Americans are
unaware that hospice care can be provided in the home and 90% do not realize that hospice care
may be fully covered through Medicare. In general, there is an overwhelming lack of awareness
surrounding hospice care, its eligibility requirements, and the services it provides - consequently
significantly impacting hospice care accessibility and utilization (NHPCO, 2015; Social Work
Policy Institute, 2010).
For this study, the focus on place of care and economic status as enabling factors were
included because both appear to be closely related to the barriers for community social service
and hospice service utilization. First, more than just a location, home is a place that represents
comfort, memories, and the presence of loved ones. Therefore, it comes as no surprise that the
majority of Americans prefer to receive end-of-life care at home (Higginson et al, 2013; Glass,
2016; Toot et al, 2017). Yet, since the middle of the 20th century, the majority of such care and
deaths in America have occurred in institutions (Higginson et al, 2013). Individuals who prefer
to stay home during the final phase of their lives can face significant challenges.
Previous studies have shown that despite the financial, emotional, and physical strain of
end-of-life caregiving, many caregivers endorse personal rewards related to their helping role
(Wolff, Dy, & Frick, 2007). However, there is also overwhelming evidence that end-of-life
family caregivers are at significantly higher risk of experiencing increased levels of stress,
depression, anxiety, as well as lowered physical health (Empeno et al, 2013; Stajduhar, 2013).
Services provided by the hospice social workers such as short-term therapy, case management,
4
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or skill-building can help to buffer some of the potentially negative consequences of caregiving
(Campbell et al, 2014).
Although dying at home continues to be the preference, receiving end-of-life care in an
institution has its benefits. For one, almost all institutions have medical care services available
twenty-four hours a day. For individuals with severe functional or cognitive impairments (i.e.,
end-stage dementia) or medically-complex needs, these services are oftentimes critical for daily
living. Furthermore, families with loved ones in institutions may be less likely to experience the
negative impacts related to caregiving (Kehl et al, 2009). For many families, stepping out of the
caregiver role allows them to focus on being a family again.
Taking into consideration that older adults at home may prefer their informal support
systems over professional help (Themessl-Huber, Hubbard, & Munro, 2007) and the advantage
of having built-in social services at institutions, it was hypothesized that patients at home would
use hospice social work less than those in institutions.
For hospice patients of low economic status, dying only adds to stress of financial
instability. Existing research on end-of-life service use among individuals of varying economic
statuses are limited. Yet there is growing evidence that suggests that elderly individuals of low
economic status are one of the most disadvantaged groups of patients (Jeon et al, 2017).
Specifically, patients of low economic status face challenges such as unstable care arrangements
and significant financial burden (Wolff, Dy, & Frick, 2007; Emanuel et al, 2000). Consequently,
patients of low economic status are more likely to be institutionalized for their final place of care
against their preference of dying at home (Lewis et al., 2010; Miller & Weissert, 2000; Mustard
et al., 1999; Chen & Thompson, 2010; Higginson, 2013). Caregivers of these patients are also
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more likely to have depressive symptoms and feel that caregiving interferes with their life
((Emanuel et al, 2000).
Further, patients and families of low economic status may face other barriers to service,
such as unfamiliarity of available services; which can sometimes be related to health literacy
issues (Lewis et al, 2004; Lyckholm et al, 2010). Health literacy is the “capability to obtain,
access, or understand basic health information and use that information to access services and
make appropriate health decisions” (Institute of Medicine, 2004). Health literacy issues can
create problems in communicating end-of-life needs, which can adversely impact decisionmaking. Additionally, health literacy issues can heighten levels of distrust or fear of healthcare
providers especially as it relates to hospice care, a service that is already associated with many
widely-held misconceptions (Lewis et al, 2010; (Lyckholm et al, 2010). Based on the close
associations between low economic status, poor health literacy, and low service use, it was
hypothesized that hospice patients in low economic status would use social work less than those
of higher economic status.
Method
Data and Sample
This study used data from the 2007 National Home and Hospice Care Survey (NHHCS).
The NHHCS series is an annual nationwide sample survey of home health and hospice care
agencies and their current and discharged patients, which was last fielded in 2007 (National
Center for Health Statistics, 2007). The NHHCS was designed to provide descriptive information
on the staff, services, and patients of home health and hospice agencies. All agencies that
participated were either certified by Medicare and/or Medicaid or were licensed by a state to
provide services. The data were collected using a 2-stage sampling design. In the first stage,
6
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agencies were randomly selected proportionate to size, agency type, and region. Next, up to six
patients per site were randomly selected from each of the 1,036 agencies. A NHHCS interviewer
conducted in-person interviews with agency directors and designated staff – no interviews were
conducted directly with patients or their families.
The sample of this study was restricted to hospice patients aged 65 years and older who
were receiving hospice care under MHB (N= 2579). Since hospice services not provided under
MHB are not required to follow the same service requirements, restricting the sample to MHB
patients provides some assurance that social work utilization is due to patient choice and not the
provider’s decision to not offer the service.
Measures
Dependent variable. Social work utilization, was measured by dividing the actual
number of social work visits (M=5.63 STD=8.68) by the actual length of hospice service in days
(M=92.14 STD=160.59). The average number of social work visits for each patient was a more
accurate representation of utilization than the actual number of visits due to the significant
variations in hospice length of service. For example, a patient who received 10 social work visits
in 15 days would not be a fair comparison to a patient who received 10 social work visits in 90
days. The adjusted social work utilization had a highly-skewed distribution due to a small
number of heavy social work service users and the large number of hospice patients having only
one to two visits while receiving hospice care. Therefore, in order to address skewness, visit
frequencies were recoded as an ordinal variable. The categories were determined by calculating
the quartiles for the adjusted normal distribution of social work utilization coded as, 0 for no
visits; 1 for less than one visit a month; 2 for between 1-2 visits a month; more than two visits a
month, but less than once a week; 4 for 1-2 visits a week; and 5 for more than two visits a week.
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Independent Variables Two enabling factors affecting social work utilization among
hospice patients were included: place of care and low economic status. Place of care was
determined by where the hospice patient received their care and was coded as a dichotomous
variable (coded 1 for home, 0 for institutions). Home was defined as private home or apartment.
Institutions were any agency inpatient/residential facilities, residential care places, nursing
home/skilled nursing facilities, hospitals, or other. Low-Economic Status was measured by
whether the hospice patient received Medicaid, a joint federal and state health coverage program
for low-income individuals and families. Although Medicaid is not a perfect measure, economic
measures were not available in the 2007 NHHC dataset. The financial eligibility standards for
low-income seniors to receive Medicaid vary widely by state; but income is almost always used
as a measure for eligibility. In all states, any individual receiving Supplemental Security Income
(SSI) is eligible for Medicaid (Medicaid, 2016). Generally, SSI eligibility is based on assets tests
($2,000 for individuals, $3,000 for couples) (Medicaid, 2016).
Covariates. According to the behavioral model of health services utilization, three main
sets of factors can be used to determine health service utilization (Anderson & Newman, 1973;
Aday & Anderson, 1974; Anderson, 1995). The predisposing factors can include sociodemographic attributes such as, age, gender, and race. For this study, age was measured as a
continuous variable. Gender was measured as male or female. Race was determined as either
white or non-white. Respondents were recognized as non-white if they identified as AmericanIndian, Asian, Black or African-American, Native Hawaiian or other Pacific Islander, or other.
The presence of functional and/or cognitive limitations and the presence of a primary
caregiver were included as need-related factors. Functional limitations were determined by
whether assistance was needed with activities of daily living (ADLs). ADLs include eating,
8
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dressing, bathing, getting in or out of bed, and walking across a room. Functional limitation was
assessed as 0 (no assistance with ADLs needed) or 1 (assistance needed with at least one ADL).
Cognitive impairment was scored as 0 (no cognitive impairment) and 1 (some cognitive
impairment). Presence of a primary caregiver was assessed as a dichotomous variable – 0 (no
primary caregiver) and 1 (primary caregiver present). Primary caregiver was defined as an
individual from outside of the hospice agency, who provided care for the hospice patient,
including spouses, partners, children, other family members, and non-family members. The
presence of a primary caregiver was included as a need factor due to their unique challenges and
potential risks of “increased stress, health problems, and decreased quality of life (Empeño et al,
2013; Glass, 2016).
Analytic Strategies
First, descriptive analyses were conducted on the total sample to show the characteristics
of the sample. Bivariate analyses were completed using chi-square and one-way ANOVA tests to
determine differences in sample characteristics between place of care (home vs. institution) and
between different economic statuses. Second, because the dependent variable of this study was
measured as an ordinal variable with sequentially meaningful categories, ordinal logistic
regressions were used to examine how the enabling factors 1) place of care (home vs. institution)
and 2) economic status were associated to hospice social work service utilization.
Model 1 included all covariates without enabling factors – place of care and economic
status. Model 2 included all covariates with enabling factors. A Likelihood-ratio (LR) test was
conducted to compare the log likelihoods, or model fit, of each model and to determine whether
the difference were statistically significant. A statistical significant finding would indicate that

9

RUNNING HEAD: Factors affecting hospice social work utilization
the less restrictive model, Model 2, fit the data significantly better than the more restrictive
model, Model 1. The LR test statistic was calculated in the following way:

LR = -2 ln(L(Model 1)/L(Model 2)) = 2(ll(Model 2)-ll(Model 1))

L(m*) denotes the likelihood of the respective model, while ll(m*) represents the natural
log of the models’ likelihood. This statistic is distributed as a chi-square with degrees of freedom
equal to the difference in the number of degrees of freedom between the two models (i.e., the
number of variables added to the model). Analyses were conducted using SPSS version 23.
Results
Sample Characteristics
Table 1 presents the descriptive characteristics of the total sample, place of care, and
economic status. Within the total sample (n=2,579), the average age of the participants was 82.33
(SD = 8.27: range=65-100). More than half of patients were women (56.6%). Less than one in
ten hospice patients were racial minorities (7.4%). Most of the hospice patients in the sample had
at least one primary caregiver (92.7%). In addition, the majority of patients had some cognitive
impairment (70.5%) and/or functional limitation (92.2%).
More than half of the patients identified home as their place of care (61%), while a fifth
of the patients were identified as being of low economic status (20.7%). Although the majority of
the hospice patients did use some hospice social work services compared to none (3.2%), most
patients used social work services less than once a week. When comparing differences between
places of care, the findings showed that patients receiving care at home were, on average,
younger (M=80.90, SD= 8.12) than their peers at institutions (M=84.56, SD= 8.01). A greater
10
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proportion of the patients receiving care at institutions compared to those at home were women
(63.5% vs. 52.2%), while patients at home were more likely to be racial minorities (8.6% vs.
5.5%). Patients receiving care at institutions were significantly more likely to have some
cognitive (84%) and functional impairment (98.2%) than those at home (61.8% and 88.4%,
respectively). Regarding primary caregivers, those at home were most likely to have one (96.8%)
compared to their peers (86.7%). Additionally, patients receiving care at institutions (32.2%)
were more likely to be of low economic status than those patients at home (13.4%).
Between economic levels, patients of low economic status were more likely to be women
(68.6%) and racial minorities (15.7%) than patients of higher economic status (53.5% and 5.2%,
respectively). Also, most hospice patients of low economic status were more likely to have least
one functional (95.9%) and cognitive (80.7%) impairment. The low economic status group
showed significantly less social work service use, specifically in the category with the highest
frequency of visits (i.e., more than twice a week).
Ordinal Logistic Regression
In order to demonstrate the impact of the key independent variables, place of care and
economic status, two models were examined. Model 1 included all the covariates without
enabling factors. In Model 2, the two enabling factors were included. The results of the analyses
indicated the statistical significance of place of care and economic status on social work service
use in two ways. First, Model 2 showed that patients receiving care at home (odds ratio = -0.58,
p <001) were significantly less likely to use social work services. Additionally, patients of low
economic status (odds ratio = -0.35, p <001) had a lower probability of using frequent social
work services than that of their peers of higher economic status. Second, an LR test was used to
compare fit between Model 1 and Model 2. The results showed that Model 2, which included the
11
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enabling factors, predicted social work utilization over and above Model 1, the intercept-only
model (χ2(2) = 1555.49, p <001).
Although enabling factors were the primary focus of this study, the findings also showed
some predisposing and need factors to be significant predictors of social work utilization.
Specifically, being older (odds ratio of 0.98, p < .000) and being male (odds ratio of 1.29, p
<.005) had a higher probability of increased social work utilization. Racial minorities had lower
odds of using less social work services than their white counterparts (odds ratio of -0.26, p <.10).
Need factors, such as functional impairment, were also found to be strong predictors of social
work utilization (odds ratio of -0.56, p <.001).
Discussion
Guided by the Andersen’s behavioral model of health services utilization theory
(Anderson & Newman, 1973; Aday & Anderson, 1974; Anderson, 1995), this study examined
whether enabling factors, such as place of care and economic status, were associated with
hospice social work utilization. The findings showed that hospice patients who received care at
their home tended to use less social work services, and those in low economic status were less
likely to use hospice social work services. This study adds to the limited body of literature on the
impact of individual determinants on hospice social work utilization.
Informed by the individual end-of-life needs and goals of hospice patients and their
families, the hospice team develops a plan of care that includes treatment, resources, and
supports in order to achieve the best possible quality life across all settings and demographics.
Hospice service utilization has nearly doubled in recent decades (Gozalo et al., 2015) and many
studies have examined different aspects of hospice care such as access, utilization,
misconceptions, better delivery (Meier, 2011). However, little attention has been given to the
12
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individual services offered, specifically hospice social work, which has been shown to help ease
the transition through end-of-life.
The present study found that most hospice patients used social work services. Only 3.2%
of hospice patients in the sample did not use social work services. One explanation of why the
majority of patients had at least one visit may be related to the MHB requirement that a
comprehensive psychosocial assessment is completed within five days of hospice admission
(CMS, 2014).
Additionally, only one third of hospice patients used social work services at least once a
week. Still, since the intensity and frequency of hospice services should be individualized based
on each patient’s needs, it is difficult to establish a standard for frequency of visits. Indeed, it
would be expected that patients and families in crisis or with higher need would have more
frequent visits.
Regarding the associations between place of care and hospice social work service use, the
descriptive analysis showed that, when compared to patients at institution, hospice patients at
home were less likely to use social work services at least once a week. This result did not change
after controlling for other covariates, and was consistent with the study hypothesis. One
explanation for the higher frequency of use at institutions may be due to the highly regulated
nature of some institutions like nursing homes. Federal law requires all skilled nursing homes to
provide “medically-related social services to attain or maintain the highest practicable resident
physical, mental and psychosocial well-being” (Office of Inspector General, 2003). The Center
for Medicare Services implemented several measures and indicators to evaluate whether the
required psychosocial services are being provided (Office of Inspector General, 2003). Moreover,
when compared to family caregivers, nursing home social workers are typically more aware of a
13
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hospice social worker’s role and may therefore be more inclined to request additional
psychosocial support for hospice patients in institutions. Furthermore, it is not uncommon for
several patients at one institution to receive hospice care from the same hospice provider. Shared
place of care lends itself to better accessibility when compared to home patients whose social
workers travel to individual homes. Hospice patients at institutions may feel less inhibited to
request additional support when they are aware that their hospice social worker is already in the
same institution.
The lack of dedicated family caregivers or the financial means to pay for formal
caregivers is a common barrier for patients who wish to spend their final days at home
(Higginson, 2013; Empeno et al, 2013). Practiced in multi-modal interventions and highly
trained in the systems-based approach, social workers can empower caregivers, so they can focus
on the rewards of caring for their loved ones (CMS, 2015). Yet even with services available,
families may still refuse to accept help due to the hesitancy and resistance of inviting more
strangers into their homes. By limiting hospice services to a minimum, families are able to
control the number of visitors and interruptions in their lives (Vig et al, 2010). Further, for some
family caregivers, accepting help to care for their loved ones may summon feelings of
inadequacy or loss of control.
Second, patients of low economic status used social work significantly less frequently
than their peers. Prior research findings related to economic status and service utilization have
been conflicted. Nonetheless, MHB reimburses hospice providers at a per diem rate per patient
regardless of the volume of services used; therefore, underutilization of social work services is
unlikely to due unaffordability. One explanation for low utilization among hospice patients of
low economic status may be due to patients the receipt of social services from agencies outside
14
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of the hospice providers, such as community case management. Another reason why patients of
low economic status may feel less inclined to accept social work services may be related to low
health literacy and the mistrust of healthcare providers further compounded with the
unfamiliarity of the hospice social worker’s role,
The ordinal regression presented other interesting findings as well. For one, social work
use did not differ significantly between patients with and without cognitive impairment.
However, and maybe not surprisingly, patients with functional limitations and patients who were
older used social work more frequently than those who had no limitations. As individuals get
older, they become more likely to have to depend on others to assist with daily life activities.
Thus, for older individuals to maintain their quality of life and independence, they are more
likely to reach out for support.
Other findings from this study had less consistency with previous research. First, this
study showed that women used hospice social work services more than men. Studies focused on
gender and help-seeking behavior have been somewhat conflicted. Some found men to exhibit
more help-seeking behaviors than women (Moller-Leimkuhler, 2002; Briscoe, 1987). However
some found this to be true if another person, typically a wife or an adult child, was involved in
the help-seeking process (Auslander, Soskolne, & Ben-Shahar, 2005). Second, the findings of
this study showed racial minorities were more likely to use hospice social work more than white
patients. Yet a growing body of evidence suggests that, when compared to white Americans,
most racial minorities (e.g., African American, Hispanic, Asian and Pacific Islanders)
significantly underutilize hospice care in the U.S. Factors impeding utilization include language
barriers, a general lack of awareness of hospice, and cultural and historical mistrust of the health
care system; which is further compounded by the lack of diversity among hospice staff (Born et
15
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al, 2004; Cort, 2004; Smith, Earle, & McCarthy, 2008; Tschirhart, Qingling, & Kelley, 2014).
These findings indicate a strong need for further investigation into these differences in service
utilization as well as the factors contributing to underutilization.
Two study limitations warrant discussion. First, in the absence of income data, Medicaid
eligibility was used as a proxy measure for low economic status. Although not a perfect measure,
the eligibility for Medicaid is generally associated with Social Security Income (SSI) and other
income/asset limit requirements. However with regard to real income data, patient geographic
location would certainly need to be taken into consideration when measuring for low economic
status due to the differences in cost of living, income, etc. Therefore, as Medicaid eligibility
parameters are set by each state’s definition of low-income, Medicaid eligibility appears to be a
fair substitute for income data. Second, as stated earlier, hospice services are determined by the
individual needs of each patient and family. This can add to the difficulty of determining a
standard for social work service utilization. Therefore, without identifying individual need, it is
difficult to determine whether patient and family needs are being met.
The findings of this study provide a first step in identifying potential differences in the
use of hospice social work services based on individual factors. Patients receiving care at home
and patients of low economic status used social work services less than their peers. Previous
research suggests that, with the special challenges that they face, these groups may certainly
benefit from more social work involvement. Given the demonstrated differences in social work
utilization for these patients, it is imperative that policymakers and hospice providers address the
specific needs and preferences for patients at home and of low economic status, which would
likely contribute to higher utilization rates, higher satisfaction, and a better quality of life particularly with the aging population. These data provide grounds for further research to focus
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on the identification of barriers to access and utilization for all hospice services for patients of
vulnerable populations, including patients at home and of low economic status. Special
challenges arise when individuals and families are faced with a terminal illness. When invited to
provide care, hospice social workers can empower patients and their loved ones to work through
these challenges so they can journey through final phase of life with comfort and peace and the
best possible quality of life.

17

RUNNING HEAD: Factors affecting hospice social work utilization
References
Aday, L., & Andersen, R. (1974). A framework for the study of access to medical care. Health
Services Research, 9(3), 208-220.
Andersen, R. (1995, March). Revisiting the behavioral model and acess to medical care: Does it
matter? Journal of Health and Social Behavior, 1, 1-10.
Andersen, R., & Newman, J. F. (1973). Societal and individual determinents of medical care
utilization in the United States. The Milbank Memorial Fund Quarterly: Health and
Society, 51(1), 95-124.
Auslander, G. K., Soskolne, V., & Ben-Shahar, I. (2005, August). Utilization of health social
work services by older immigrants and veterans in Israel. Health and Social Work, 30(3),
241-251.
Baer, W. M., & Hanson, L. C. (2000). Families' perception of the added value of hospice in the
nursing home. Journal of American Geriatrics Society, 879-882.
Bentur, N., Resnizky, S., Balicer, R., & Eilat-Tanani, T. (2014). Utilization and cost of services
in the last 6 months of life of patients with cancer - with and without home hospice care.
American Journal of Hospice and Palliative Care, 31(7), 723-725.
Born, W., Greiner, K. A., Sylvia, E., Butler, J., & Ahluwalia, J. S. (2004). Knowledge, attitudes,
and beliefs about end-of-life care among inner-city African Americans and Latinos.
Journal of Palliative Medicine, 7(2), 247-256.
Bray, Y., & Goodyear-Smith, F. (2013). Patient and family perceptions of hospice services.
Journal of Primary Care Healthcare, 5(3), 206-212.
Briscoe, M. E. (1987). Why do people go to the doctor? Sex differences in the correlates of GP
consultation. Social Science & Medicine, 25(5), 507-513.
Byok, I. (2004). The four things that matter most: A book about living. New York: Free press.
Calsyn, R. J. (1999). Understanding and controlling response bias in needs assessment studies.
Evaluation Review, 23(4), 399-417.
Campbell, C. L., McCoy, S., Hoffman, N., & O'Neil, P. (2014). Decreasing role strain for
caregivers of veterans with dependence in perfomring activities of daily living. Heath
and Social Work, 55-62.
Centers for Medicare & Medicaid Services. (2015, May 8). Coverage of hospice services under
hospital insurance. Retrieved from Medicare Benefit Policy Manual.
Cho, Y. I., Lee, S.-Y. D., Arozullah, A. M., & Crittenden, K. S. (n.d.).
Cort, M. A. (2004, November). Cultural mistrust and use of hospice care: Challenges and
remedies. Journal of Palliative Medicine, 7(1), 63-71.
Emanuel, E. J., Fairclough, D. L., Slutsman, J., & Emanuel, L. L. (2000). Understanding
Economic and Other Burdens of Terminal Illness: The Experience of Patients and Their
Caregivers. Annals of Internal Medicine, 132, 451-459.

18

RUNNING HEAD: Factors affecting hospice social work utilization
Empeno, J., Raming, N. T., Irwin, S. A., Nelesen, R. A., & Lloyd, L. S. (2013). The impact of
additional support services on caregivers of hospice patients and hospice social workers.
Journal of Death and Dying, 67(1-2), 53-61.
Glass, A. P. (2016). Family caregiving and the site of care: Four narratives about end of life care
for individuals with dementai. Journal of Social Work in End-of-Life and Palliative Care,
12(1-2), 23-46.
Gonzalo, P., Plotzke, M., Mor, V., Miller, S. C., & Teno, J. M. (2015). Changes in Medicare
Costs with the Growth. The New Englad Journal of Medicine, 372, 1823-1831.
HIggison, I. J., Sarmento, V. P., Calanzani, N., Benali, H., & Gomes, B. (2013). Dying at home is it better: A narrative appraisal of the state of the science. Palliative Medicine, 27(10),
918-924.
Institute of Medicine. (2004). Report Brief: Health literacy: A prescription to end confusion.
Washington, DC: National Academies Press.
Jeon, B., Noguchi, H., Kwon, S., Ito, T., & Tamiya, N. (2017). Disability, poverty, and the role
of basice livelihood security system on health services utilization among elderly in South
Korea. Social Science & Medicine, 175-183.
Kehl, K. A., Kirchoff, K. T., Kramer, B. J., & Hovland-Scafe, C. (2009). Challenges facing
families at the end of life in three settings. Journal of Social Work in End-of-Life and
Palliative Care, 5(3-4), 144-168.
Kulys, R. (2011). An analysis of the psychosocial team in hospice. Journal of Palliative
Medicine , 10-23.
Lewis, J. M., DiGiacomo, M., Currow, D. C., & Davidson, P. M. (2010). Dying in the margins:
Understanding palliative care and socioeconomic deprivation in the developed world.
Journal of pain and symptom management, 42(1), 105-118.
Lyckholm, L. J., Coyne, P. J., Kreutzer, K. O., Ramakrishnan, V., & Smith, T. J. (2010). Barriers
to effective palliative care for low-income patients in late stages of cancer: report of a
study and strategies for defining and conquering the barriers. Nursing Clinics of North
America, 45(3), 399-409.
Medicaid. (2016). Seniors and Medicare and Medicaid Enrollees. Retrieved from Medicaid.gov:
https://www.medicaid.gov/medicaid/eligibility/medicaid-enrollees/index.html
Meier, D. E. (2011). Increased access to palliative care and hospice services: opportunities to
improve value in healthcare. The Milbank Quarterly, 89, 343-380.
Moller-Leimkuler, A. M. (2002). Barriers to help-seeking by men: a review of sociocultural and
clinical literature with particular reference to depression. Journal of Affective Disorders,
71(1-3), 1-9.
NASW Center for Workforce Studies and Social Work Practice. (2014). Social Workers in
Hospice and Palliative Care: Occupational Profile.
National Center for Health Statistics. (2007). National Home and Hospice Care Survey.
Retrieved from Centers for Disease Control and Prevention:
https://www.cdc.gov/nchs/nhhcs/index.htm
19

RUNNING HEAD: Factors affecting hospice social work utilization
National Hospice and Palliative Care Organization. (2011). Hospice Care in America.
Washington D.C. .
National Hospice and Palliative Care Organization. (2016). Hospice Philosophy Statement.
Retrieved from National Hospice and Palliative Care Organization:
http://www.nhpco.org/ethical-and-position-statements/preamble-and-philosophy
Office of Inspector General. (2003). Psychosocial services in skilled nursing facilities.
Washington, DC: Department of Health and Human Services.
Oliver, D. P. (2003). Social work and spiritual counseling: Results of one state audit. Journal of
Palliative Medicine, 919-925.
Reese, D. J., & Beckwith, S. K. (2015). Organizational barriers to cultural competence in hospice.
American Journal of Hopsice and Palliative Care Medicine, 32(7), 685-694.
Reese, D. J., Raymer, M., & Richardson, J. (2000). National hospice social work survey.
National Hospice and Palliative Care Organization.
Smith, A. K., Earle, C. C., & McCarthy, E. P. (2008). Racial and ethnic differences in end-of-life
care in fee-for-service Medicare beneficiaries with advanced cancer. Journal of American
Geriatrics Society, 57, 153-158.
Social Work Policy Institute. (2010). Hospice social work: Linking policy, practice, and
research. Washington, D.C.: National Association of Social Workers.
Stajaduhar, K. I. (2013, June). Burdens of family caregiving at end of life. Clinical &
Investigative Medicine, 36(3), E121-E126.
Stajduhar, K. I. (2013, June). Burdens of family caregiving at the end of life. Clinical and
Investigative Medicine, 36(3), E121-E126.
Teno, J. M., Clarridge, B. R., Casey, V., Welch, L. C., Wetle, T., Shield, R., & Mor, V. (2004).
Family perspectives on end-of-life care at the last place of care. JAMA, 29(1), 88-93.
Themessl-Huber, M., Hubbard, G., & Munro, P. (2007). Frail older people's experiences and use
of health and social care services. Journal of Nursing Management, 15, 222-229.
Toot, S., Swinson, T., Devine, M., Chollis, D., & Orrell, M. (2017). Cases of nursing home
placement for older people with dementia: a systematic review and meta-analysis.
International Psychogeriatrics, 29(2), 195-208.
Tschirhart, E. C., Qingling, D., & Kelley, A. S. (2014). Factors influencing the use of intensive
procedures at the end life. Journal of the American Geriatrics Society, 2088-2094.
Vig, E. K., Starks, H., Taylor, J. S., & Hopley, E. K. (2010). Why don't patients enroll in
hospice? Can we do anything about it? Journal of General Internal Medicine, 25(10),
1009-1019.
Weick, A., Rapp, C., Sullivan, W. P., & Kisthardt, W. (1989, July). A strengths perspective for
social work practice. Social Work, 34(4), 350-354.
Williams, B. R. (2004). Dying young, dying poor: A sociological examination of existential
suffering among low-socioeconomic status patients. Journal of Palliative Medicine, 7(1),
27-37.
20

RUNNING HEAD: Factors affecting hospice social work utilization
Wolff, J. L., Dy, S. M., & Frick, K. D. (2007). End-of-Life Care: Findings From a National
Survey of Informal Caregivers. Arch Intern Med, 167(1), 40-

21

RUNNING HEAD: Factors affecting hospice social work utilization
Table 2. The associations between enabling factors and social work service use among hospice
patients 46.
Place of care
Total Home
N=
N = Institution
2579
1573 N = 1006
(100%) (61.0%) (39.0%)

Statistics

Economic status
Not
Low
low
N=
N=
535
2044
(20.7%) (79.3%)

Statistics

Variables
Predisposing factors
Age
(65-100)
Women
Non-white
Need
Primary caregiver
Cognitive impairment
Functional limitation
Enabling Factors
Place of care - Home
Low economic status
Social work visits
None
Less than 1x month
1-2x a month
More than 2x month
but less than 1x week
1-2x week
More than 2x week

82.33
(8.27)
56.6%
7.4%

80.90
(8.12)
52.2%
8.6%

84.56
(8.01)
63.5%
5.5%

92.7%
70.5%
92.2%

96.8%
61.8%
88.4%

86.7%
84.0%
98.2%

61.0%
20.7%

na
13.4%

na
32.2%

3.2%
11.8%
22.3%
30.0%

3.4%
13.3%
22.7%
33.2%

3.0%
9.5%
21.8%
25.0%

16.3%
16.3%

16.5%
11.0%

16.1%
24.6%

82.48
F(1, 8220.99) = 125.95*** (8.67)
Chi2(1) = 32.04***
68.6%
Chi2(1) = 9.04 **
15.7%
Chi2(1) = 95.47***
Chi2(1) = 145.31***
Chi2(1) = 82.06***

Chi2(1) = 131.81***
Chi2(1) = 90.60***

82.29
(8.17)
53.5%
5.2%

F(1, 15.30) = .22
Chi2(1) = 39.49***
Chi2(1)67.73***

90.8%
80.7%
95.9%

93.4%
67.8%
91.3%

Chi2(1) = 4.20*
Chi2(1) = 34.36***
Chi2(1) = 12.52***

39.4%
na
2.4%
13.3%
25.0%
30.7%

66.6% Chi2(1) = 131.81***
na
Chi2(1) = 11.28*
3.4%
11.4%
21.6%
29.8%

16.3%
12.3%

16.3%
17.3%

ǂp<.10; * p<0.05; **p<.01; ***p<.001
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Table 2. The associations between enabling factors and social work service use among hospice
patients
Model 1
Model 2
Predisposing factors
Age at discharge
-0.01 **
-0.01 **
Women
-0.19 **
-0.20 **
Non-white
-0.40 **
-0.26 ǂ
Need
Primary caregiver present
-0.37 **
-0.21
Functional limitation
0.64 ***
0.56 ***
Cognitive impairment
0.06
-0.03
Enabling Factors
Place of care - home
-0.58 ***
Low economic status
-0.35 ***
Constant
-2 Log likelihood
N
∆χ2(df)
ǂp<.10; * p<0.05; **p<.01; ***p<.001

3225.33
2579

4780.82
2579
1555.49(2)
***
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