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BACKGROUND: The per diem financial structure of hos-
pice care may lead agencies to consider patient-level fac-
tors when weighing admissions.
OBJECTIVE: To investigate if treatment cost, disease
complexity, and diagnosis are associated with hospice
willingness to accept patients.
DESIGN: In this 2019 online survey study, individuals
involved in hospice admissions decisions were ran-
domized to view one of six hypothetical patient vi-
gnettes: “high-cost, high-complexity,” “low-cost, high-
complexity,” and “low-cost, low-complexity” within two
diseases: heart failure and cystic fibrosis. Vignettes
included demographics, prognoses, goals, and medica-
tions with costs. Respondents indicated their perceived
likelihood of acceptance to their hospice; if likelihood
was <100%, respondents were asked the barriers to
acceptance. We used bivariate tests to examine associ-
ations between demographic, clinical, and organiza-
tional factors and likelihood of acceptance.
PARTICIPANTS: Individuals involved in hospice admis-
sions decisions
MAIN MEASURES: Likelihood of acceptance to hospice
care
KEY RESULTS: N=495 (76% female, 53% age 45–64).
Likelihoods of acceptance in cystic fibrosis were 79.8%
(high-cost, high-complexity), 92.4% (low-cost, high-com-
plexity), and91.5% (low-cost, low-complexity), and inheart
failure were 65.9% (high-cost, high-complexity), 87.3%
(low-cost, high-complexity), and96.6% (low-cost, low-com-
plexity). For both heart failure and cystic fibrosis, respon-
dents were less likely to accept the high-cost, high-
complexity patient than the low-cost, high-complexity pa-
tient (65.9% vs. 87.3%, 79.8% vs. 92.4%, both p<0.001).
For heart failure, respondents were less likely to accept the
low-cost, high-complexity patient than the low-cost, low-
complexity patient (87.3% vs. 96.6%, p=0.004). Treatment
cost was the most common barrier for 5 of 6 vignettes.

CONCLUSIONS: This study suggests that patients receiv-
ing expensive and/or complex treatments for palliation
may have difficulty accessing hospice.

J Gen Intern Med 38(2):277–84

DOI: 10.1007/s11606-022-07468-7

INTRODUCTION

Hospice provides symptom-focused care and psychosocial,
spiritual, and practical support to over 1.5 million Americans
each year who are expected to live less than 6 months and are
willing to forgo life-prolonging treatments.1 Enrolling in hos-
pice has many demonstrated benefits, including improved
patient satisfaction, improved pain and symptom control, and
increased likelihood of goal-concordant care including at-
home death.2–6 However, fundamental inequities in access to
hospice care by race, citizenship status, or need for resource-
intensive services are prevalent.7–11

In 1982, the US Congress created the Medicare hospice
benefit, developed largely around the needs of terminally ill
patients with cancer. The original benefit used a per diem rate
for hospice care, with a secondary objective of cost-contain-
ment.12 Today, the per diem is $199.25 for routine home
hospice care, subject to geographic modification,13 but the
palliative treatments available for both cancer and non-
cancer illnesses have increased exponentially, outpacing the
financial structure of the Medicare hospice benefit. Hospice
organizations must closely monitor costs by evaluating patient
mix and frequency and length of visits; optimizing personnel;
and training families to provide hands-on care.12 Additionally,
because this per diem rate does not adjust for patient-specific
factors, many hospice organizations have formal or informal
enrollment practices that may limit acceptance of patients with
complex or rare illnesses that may have less predictable prog-
noses.7, 10 Such practices, while necessary for hospices to
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remain viable, may contribute to systemic inequities in end-of-
life care and outcomes.
Two such chronic, life-limiting diseases with less predict-

able trajectories at the end of life are heart failure and cystic
fibrosis.14–18 Both present similar barriers to hospice access,
including difficult prognostication and symptom management
using intensive disease-directed therapies.14, 19–21 Prognosti-
cation may affect both the hospice’s assessment of 6-month
eligibility and perceived risk of ongoing high costs, as per
diem reimbursement decreases 60 days after enrollment.22

Although there is evidence that organization-level practices
do influence patient acceptance to hospice care, there is no
literature about how hospices make individual decisions about
patient acceptance.7 Understanding these decision-making
factors is essential to intervening upon potential sources of
inequitable hospice access. We thus designed a survey using
patient vignettes to investigate how different patient
factors—medication cost, disease complexity, and/or disease
rarity (heart failure vs. cystic fibrosis)—are associated with
hospice willingness to accept patients who meet criteria for
referral.

METHODS

With stakeholder input (e.g., hospice and palliative care clini-
cians and researchers, heart failure clinicians, cystic fibrosis
clinicians, and decision-making experts), we developed an
internet-based survey investigating the likelihood of hospice
organizations to accept patients with different diagnoses, asso-
ciated costs, and complexity of disease management. Survey
respondents were clinicians and administrators who self-
identified as being involved in hospice admissions decisions.

Patient Vignette Development and Design

We developed six hypothetical patient vignettes with varying
complexity, cost, and disease. Each vignette included patient
age, gender, medical history, insurance, support at home,
prognosis, goals for hospice care, and medications with week-
ly costs (see Table 1 for a summary of our experimental

design, and Appendix Tables 1–6 for complete patient
vignettes).
We estimated weekly medication costs using the average

wholesale price of each drug at the time of this study; when a
range was provided, we used the median.23We did not include
a high-cost, low-complexity patient vignette in this study, as
this is a less realistic scenario.
We pilot-tested the vignettes for clarity and face validity

with four palliative care and hospice clinicians throughout
survey development using a think-aloud cognitive
interviewing approach. Next, we pilot-tested the survey and
vignettes with 38 attendees at the National Hospice and Palli-
ative Care Organization Leadership and Advocacy Confer-
ence in April 2019, revising study materials per feedback.

Study Design

We designed this study to test for the influence of three factors
(cost, complexity, and disease rarity) on the likelihood of
acceptance to hospice care, using seven comparisons between
the six patient vignettes: for cost, high-cost, high-complexity
heart failure vs. low-cost, high-complexity heart failure and
high-cost, high-complexity cystic fibrosis vs. low-cost, high-
complexity cystic fibrosis; for complexity, low-cost, high-
complexity heart failure vs. low-cost, low-complexity heart
failure, and low-cost, high-complexity cystic fibrosis vs. low-
cost, low-complexity cystic fibrosis; and for disease, low-cost,
low-complexity heart failure vs. low-cost, low-complexity
cystic fibrosis, low-cost, high-complexity heart failure vs.
low-cost, high-complexity cystic fibrosis, and high-cost,
high-complexity heart failure vs. high-cost, high-complexity
cystic fibrosis.
Using block randomization to ensure relative balance across

vignettes, we assigned one of the six vignettes to each survey
respondent. Our primary dependent variable was respondents’
stated percent likelihood of accepting the patient to their
hospice organization (0–100%). If the respondent’s deter-
mined likelihood was <100%, they identified one or more of
five possible barriers to acceptance (i.e., treatment cost,
diagnosis/familiarity with the disease process, lack of hospice
resources/personnel to support the patient’s needs, ethical

Table 1 Essential Components of Patient Vignettes for Heart Failure and Cystic Fibrosis with High and Low Cost and Complexity for 2019
Survey

Heart failure (common) Cystic fibrosis (rare)

High-cost, high-complexity Continuous infusion of inotrope
Total medications: 9
Weekly costs: $795.18

Expensive combination of medications necessary for symptom
relief
Total medications: 16
Weekly costs: $1503.25 or $3751.58 (alternating monthly)

Low-cost, high-complexity Continuous infusion of inotrope; funds from
online donation page to pay for medications
Total medications: 9
Weekly costs: $0

Expensive combination of medications necessary for symptom
relief; funds from online donation page to pay for medications
Total medications: 16
Weekly costs: $0

Low-cost, low-complexity Low-cost oral medications
Total medications: 8
Weekly costs: $157.78

Willing to stop all medications; will continue supplemental
oxygen therapy
Total medications: Oxygen only
Weekly costs: $56
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reasons, or other) and explained each barrier selected in free
text responses. Based on the responses, some of the “other”
barrier responses were reclassified as either an existing barrier
or as a new barrier, “goals of care.”We collected optional self-
reported demographic information from participants. Based on
self-identified role, we reclassified respondents’ roles in the
final dataset (physician, advanced practice provider, nurse,
other; administrator vs. non-administrator).

Data Collection

The approved survey (University of Pittsburgh Institutional
Review Board #18110148) and the planned analyses were
preregistered on the Open Science Framework (Charlottes-
ville, VA, USA; https://osf.io). The survey was administered
using the Qualtrics online platform.24 We distributed the sur-
vey to the National Hospice and Palliative Care Organization,
the American Academy of Hospice and Palliative Medicine,
and the Hospice and Palliative Nurses Association member-
ships through organization listservs (via direct email), online
message boards, and social media posts. Snowball sampling
was also allowed. As an incentive for participation, we offered
the opportunity to be chosen randomly for one of four $50 gift
cards.

Statistical Analysis

We used two non-parametric methods to test whether com-
plexity, cost, or diagnosis factors are associated with signifi-
cant differences in the likelihood to accept referrals. We first
tested for differences usingMann-WhitneyU tests of marginal
differences in the raw likelihood scores. We used chi-square
tests to evaluate whether these differences were associated
with the likelihood to accept, dichotomized as 100% vs.

Table 2 Demographics and Organization Characteristics of 495
Respondents to 2019 Survey of Hospice Clinicians and

Administrators

Total
sample,n(%)

Analytic sample (excluding
respondents who did not
provide demographic
information),n(%)

Respondent demographics
Age
18–24 0 (0%) 0 (0%)
25–34 25 (5%) 25 (6%)
35–44 88 (18%) 88 (21%)
45–54 115 (23%) 115 (27%)
55–64 146 (30%) 146 (34%)
65–74 50 (10%) 50 (12%)
75+ 2 (0%) 2 (0%)
Missing data 69 (14%) –
Gender
Male 102 (21%) 102 (24%)
Female 323 (65%) 323 (76%)
Missing data 70 (14%) –
Race*
American Indian or
Alaska Native

2 (0%) 2 (0%)

Asian 16 (3%) 16 (4%)
Black or African
American

4 (1%) 4 (1%)

Native Hawaiian or
other Pacific Islander

2 (0%) 2 (0%)

White 396 (80%) 396 (94%)
Missing data 75 (15%) –
Ethnicity
Hispanic or Latino 14 (3%) 14 (3%)
Not Hispanic or
Latino

398 (80%) 398 (97%)

Missing data 83 (17%) –
Role
Physician 156 (32%) 156 (37%)
Advanced practice
providers

40 (8%) 40 (9%)

Nurse 172 (35%) 172 (40%)
Other 59 (12%) 59 (14%)
Missing data 68 (14%) –
Administrator
Yes 296 (60%) 296 (69%)
No 131 (27%) 131 (31%)
Missing data 68 (14%) –
Years in hospice
care
< 1 12 (2%) 12 (3%)
1–5 95 (19%) 95 (22%)
6–10 99 (20%) 99 (23%)
11–15 89 (18%) 89 (21%)
16–20 61 (12%) 61 (14%)
21+ 71 (14%) 71 (17%)
Missing data 68 (14%) –
Organization characteristics
Multiple locations
Yes 236 (48%) 236 (56%)
No 189 (38%) 189 (44%)
Missing data 70 (14%) –
Daily census
0–19 32 (7%) 32 (8%)
20–49 58 (12%) 58 (14%)
50–124 127 (26%) 127 (30%)
125–199 73 (15%) 73 (17%)
200–499 85 (17%) 85 (20%)
500+ 50 (10%) 50 (12%)
Missing data 70 (14%) –
Financial status
Non-profit 313 (63%) 313 (73%)
For-profit 102 (21%) 102 (24%)
Government 12 (2%) 12 (3%)
Missing data 68 (14%) –
Areas served*
Urban 122 (16%) 122 (19%)

(continued on next page)
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Table 2. (continued)

Total
sample,n(%)

Analytic sample (excluding
respondents who did not
provide demographic
information),n(%)

Suburban 139 (19%) 139 (21%)
Rural 164 (22%) 164 (25%)
Mixed 225 (30%) 225 (35%)
Missing data 100 (13%) –
Affiliations*
Hospital 159 159
Nursing home 41 41
Home health
agency

137 137

Other health care
organization

66 66

Academic partner 35 35
None reported 236 236
Charitable
foundation
Yes 191 (39%) 191 (48%)
No 209 (42%) 209 (52%)
Missing data 95 (19%) –

Median Median
Patients without
hospice benefit

10% 10%

*Total exceeds 495, as respondents could choose multiple answers

https://osf.io


<100%; we chose to dichotomize as this variable was distrib-
uted non-normally. Sensitivity analyses in which the primary
outcome variable (i.e., likelihood of acceptance) was treated as
a continuous variable showed similar findings. Statistical sig-
nificance was defined as p value <0.05. All statistical analyses
were performed using SPSS V24.0 (IBM Corp., Armonk, NY,
USA).

RESULTS

Respondent Demographics

Between October and December 2019, 495 respondents com-
pleted the survey (Table 2); 81% provided complete demo-
graphic data. Of respondents who provided demographic data,
76% (n=323) were female and 94% (n=396) were white. Forty
percent (n=172) were nurses, 37% (n=156) were physicians,
and 9% (n=40) were advanced practice providers. Most re-
spondents (69%, n=296) held an administrative (versus purely
clinical) role at their organization. Most (97%, n=415) had
worked in hospice for at least 1 year, and 52% (n=221) had
worked in hospice for more than 10 years.

Organization Characteristics

Among respondents who completed demographic informa-
tion, 21% (n=90) reported their organization had a census of
<50 patients per day and 12% (n=50) reported a daily census
of >500 patients (Table 2). Seventy-three percent (n=313) of
respondents represented non-profit organizations, 24%
(n=102) for-profit, and 3% (n=12) governmental. Forty-eight
percent (n=191) had a charitable foundation that supports
otherwise prohibitively costly treatments, thus serving as a
potential method of financial assistance.

Likelihood of Acceptance to Hospice Care

Mean likelihood of acceptance to hospice care for each patient
vignette ranged from 96.6% (low-cost, low-complexity heart
failure) to 65.9% (high-cost, high-complexity heart failure)
(Table 3). When considering cost (high-cost, high-
complexity vs. low-cost, high-complexity), respondents were
significantly more likely to accept the low-cost, high-
complexity patient than the high-cost, high-complexity patient
for both heart failure and cystic fibrosis (heart failure: 87.3%

Barriers to Acceptance

Treatment cost was the most common barrier to acceptance for
five of the six patient vignettes (Appendix Table 7). “Other”
was the most common barrier for the low-cost, low-
complexity heart failure patient vignette. For this vignette,
the free text explanation of barriers varied but included con-
cerns about family’s ability to provide care at home (“single
elder spouse as caregiver with high [activities of daily living]
demand”).
Across vignettes, “other” barriers to patient acceptance

included degree of support at home and disease trajectory/
recent functional decline, as well as organization factors, such
as needing to discuss with the organization’s physician
leadership.
Respondents’ reported barriers demonstrated that hospice

organizations must weigh the benefit of caring for one patient
with the threat of losing financial viability and being unable to
care for any patients at the end of life. One respondent labeled
treatment cost of a high-cost vignette as a barrier as it may
“limit [their] ability to provide quality care to other patients.”
Another respondent stated that “lack of adequate coverage for
this patient’s medications would cause the hospice agency
significant financial loss and hardship.” A third respondent
concluded that there was “no reason to put the future of an
entire hospice organization at risk because of medication
costs.”

Likelihood of Acceptance by Respondent
Variables

We examined the likelihood of acceptance to hospice by
respondent and organization characteristics, including respon-
dent role and administrative status, organization profit status,
the presence of a charitable foundation, and size (average daily
patient census of <125 vs. ≥ 125 patients). We found no
statistically significant differences in likelihood of accep-
tance when comparing organizations based on profit status
(p=0.97; Appendix Table 8), organization size (p=0.92;

Table 3 Likelihood of Accepting Patient to Hospice Care

Patient No. of
respondents

Mean likelihood
of acceptance (SD)

Heart failure
High-cost, high-complexity 75 65.9 (35.1)
Low-cost, high-complexity 89 87.3 (24.6)
Low-cost, low-complexity 85 96.6 (10.9)
Cystic fibrosis
High-cost, high-complexity 77 79.8 (30.3)
Low-cost, high-complexity 85 92.4 (20.0)
Low-cost, low-complexity 84 91.5 (22.1)

280 Trandel et al.: Barriers to Hospice Acceptance JGIM

vs. 65.9%; cystic fibrosis: 92.4% vs. 79.8%; all p<0.001, see
Fig. 1). When examining complexity, respondents were sig-
nificantly more likely to accept the low-cost, low-complexity
heart failure patient than the low-cost, high-complexity heart
failure patient (96.6% vs. 87.3%; p=0.01). However, complex-
ity did not have a statistically significant effect on the likeli-
hood of accepting patients with cystic fibrosis to hospice
(91.5% vs. 92.4%; p=0.07). When considering disease, we
found that cost may play a mediating role in likelihood to
accept. We observed no difference in likelihood of accepting
patients with low-cost, low-complexity heart failure or cystic
fibrosis (96.6% vs. 91.5%; p=0.41), or for low-cost, high-
complexity heart failure or cystic fibrosis (87.3% vs. 92.4%;
p=0.14); however, when both cost and complexity were high,
respondents were more likely to accept the patient with cystic
fibrosis vs. heart failure (79.8% vs. 65.9%; p=0.02).



Figure 1 Effect of cost, complexity, and disease on likelihood of accepting patient to hospice care, among 495 hospice administrators and
clinicians surveyed in 2019.
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Appendix Table 9), or existence of a charitable foundation
(p=0.91; Appendix Table 10). We also examined likelihood of
acceptance based on these demographic differences for several
vignette subgroups (high-cost vignettes, heart failure vignettes,
etc.) and again did not find any statistically significant differ-
ences (Appendix Tables 8–10).
We found no differences in likelihood of acceptance to

hospice care by either respondent role or administrator status
(respondent role: p=0.30, Appendix Table 11; administrator
status: p=0.79; Appendix Table 12).
We also investigated the relationship between organization-

level characteristics and likelihood of accepting heart failure
vs. cystic fibrosis patients. In our data, we found that small
hospices were more likely to accept patients with cystic fibro-
sis than patients with heart failure (74% vs. 60%, p=0.03;
Appendix Table 13).

Likelihood of Acceptance to Hospice Care at
Another Organization

Respondents estimated how likely the vignette patients would
be to find hospice care at another hospice organization if their
own organization was unable to accept the patient. Perceived
likelihood of acceptance to hospice care at another organiza-
tion ranged from 80.8% (low-cost, low-complexity heart fail-
ure) to 38.9% (high-cost, high-complexity cystic fibrosis)
(n=13–40; Fig. 2). For all vignettes, the mean perceived like-
lihood to accept the patient was higher for respondents’ own
organization than at another organization.
Examining the low-cost, low-complexity cases demon-

strated a stark contrast between the two diseases: While the
likelihood of accepting the low-cost, low-complexity pa-
tient with heart failure was 81% at another organization

(versus 97% at their own organization), the likelihood of
accepting the low-cost, low-complexity patient with cystic
f ibros is was only 44% (vs . 92% for the i r own
organization)—a 48% difference.

DISCUSSION

Our study suggests that restrictive, cost-driven hospice admis-
sion practices may contribute to fundamental inequities at the
end of life; some patients with terminal illnesses may be
unable to access hospice. Respondents illustrated that in the
current per diem payment model, razor-thin margins mean
hospice organizations must weigh the benefit of helping one
costly patient versus the ability to care for others.25

Complexity of care was associated with likelihood of hos-
pice acceptance in heart failure, but not in cystic fibrosis. We
propose several hypotheses for this difference: First, several
respondents mentioned continuous IV medication as a signif-
icant barrier for the patient with heart failure. As the cystic
fibrosis vignette did not include IV medications, it may have
been seen as comparatively less complex. The age of the
patient with cystic fibrosis—and the fact that this disease is
genetic—may also have created a “tugging at the heartstrings”
phenomenon. Respondents may have felt pressured to avoid
denying hospice care to this young patient with a genetic
disease.
When comparing the low-cost, low-complexity patients

with cystic fibrosis and with heart failure, we did not find a
significant difference in the likelihood to accept patients based
on disease rarity. This result countered our hypothesis that
respondents would be less likely to accept the patient with
cystic fibrosis due to a potential lack of knowledge of this rare
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were asked for “Other Organization” data (n=13–40).
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disease and its management. However, when examining the
likelihood of accepting the low-cost, low-complexity patients
at another organization, respondents reported likelihoods of
81% for the patient with heart failure and 44% for the patient
with cystic fibrosis—a 37 percentage point difference. This
imbalance further demonstrates the possibility of a social
desirability bias and implies that patients with rare diseases
such as cystic fibrosis may actually have more difficulty
accessing end-of-life care than indicated in our results. Addi-
tionally, as hospices are most familiar with caring for patients
with advanced cancer, it is possible that both diseases used in
our survey may be barriers to hospice when compared to
cancer.
Patients who meet criteria for hospice may have difficulty

accessing hospice care if they require costly or complex treat-
ments for their symptoms—demonstrated by the fact that the
high-cost, high-complexity patient with heart failure in our
survey had a mean likelihood of acceptance to hospice care of
only 66%. Perhaps even more notable, respondents rated this
vignette’s likelihood of acceptance at another organization at
only 39%. Overall, this analysis adds to the ongoing discourse
regarding the need to reevaluate the Medicare hospice benefit,
particularly the financial model and how it may implicitly
exacerbate inequities in end-of-life care.12, 26–28 Expanding
the Medicare Advantage hospice carve-in, a value-based pay-
ment model currently being tested, could expand opportunities
for palliative and hospice services for patients whose needs fall
at the edges of what hospices currently can offer. Patients with
complex needs or uncertain trajectories might benefit from
better care coordination. However, financial incentives for a
carve-in could also increase the type of cost-controlling pres-
sures observed in this study.29

There are several limitations to this study. To minimize
participant burden we did not include a cancer case as a
positive control; therefore, we cannot assess likelihood of
acceptance for cystic fibrosis or heart failure relative to
cancer. Our results nonetheless support our hypothesis of
cost potentially influencing hospice admissions in heart
failure and cystic fibrosis. Respondents may not have
responded with the true likelihood of acceptance as they
would have with real patients, potentially increasing their
own estimated likelihood of acceptance, or decreasing the
likelihood of acceptance they predicted at other hospices,
due to social desirability bias. Respondents also frequently
indicated that hospice admissions decisions involve negoti-
ations among hospice organizations, referring physicians,
and the patients themselves; this process was not available
through our survey format. We used average national
wholesale prices, which may differ from actual costs to
the respondents’ respective hospices; we did not include
labor hours in our vignettes, which may have influenced
estimations of cost or complexity. Our sample also has a
greater proportion of non-profit hospice organizations than
the national hospice market. By recruiting through the larg-
est national groups representing the hospice community, we

283Trandel et al.: Barriers to Hospice AcceptanceJGIM

may have had a selection bias toward larger organizations
with more resources, although allowing snowball sampling
may have mitigated this issue. We were unable to calculate
response rates, as several of the listservs used in this study
do not maintain accurate rosters of active and unique email
addresses; as well, our use of snowball sampling, while
increasing reach, also prevented us from knowing the true
denominator of our study population. Due to concerns re-
garding confidentiality, we were unable to identify and
control for respondents from the same hospice organization.
Additionally, our survey had imperfect comparisons be-
tween cost and complexity between the two diseases, as
the high-cost cystic fibrosis vignette was more costly and
the high-complexity heart failure vignettes required IV
medications. While patients with cystic fibrosis may require
intermittent IV medications at the end of life, we attempted
to create “average” vignettes for each case, and thus, for
generalizability we could not capture the breadth of medi-
cation options available, which include both continuous or
intermittent IV infusions. A sizable proportion of the sam-
ple opted not to answer the optional demographic questions;
we cannot address the representativeness of the sample, but
our randomization design should mitigate concerns regard-
ing confounding. Lastly, patient prognosis was not an ex-
perimental variable in our survey; our study cannot com-
ment on how prognosis influences a hospice’s likelihood to
admit.
Although the current hospice model is intended to codify

access to high-quality, patient-centered end-of-life care, our
work suggests that instead it may contribute to inequities for
people who do not resemble the archetype upon which tradi-
tional hospice policy was designed—people with cancer with
a generally predictable prognosis who do not require costly or
complex therapies for symptom relief. This work should draw
the attention of policymakers and hospice organizations to
revisit explicit policies and implicit norms that disenfranchise
specific patient populations from receiving end-of-life care
that matches their goals and values, simply by virtue of im-
mutable characteristics, such as their illness and the therapies
required to ensure their comfort.

Supplementary Information The online version contains supple-
mentarymaterial available at https://doi.org/10.1007/s11606-022-
07468-7.
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