End-of-Life Care in U.S. Nursing Homes:
Resident and Facility Factors that
Predict Presence and Use of Services
Kimberly S. van Vulpen
University of Maryland
Baltimore, MD

Statement of the Research Problem
Over 1.7 million older adults currently reside in U.S. nursing homes (Dobbs,
Hanson, Zimmerman, Williams, & Munn, 2006; Hanson, Reynolds, Henderson, &
Pickard, 2005). For those individuals, over half will die in those facilities (Bern-Klug,
2009). For the overall deaths in the United States, 20% of those are occurring in nursing
home facilities (Rice, Coleman, Fish, Levy, & Kutner, 2004; Zerzan, Stearns, & Hanson,
2000). By 2040 this statistic is predicted to double with over 40% of U.S. deaths
occurring in nursing homes (Ersek, Grant, & Kraybill, 2005).
Prior research on end-of-life care (EOL) has identified that the needs of
individuals dying in nursing homes are not being met (Temkin-Greener, Zheng, Norton,
Quill, Ladwig, & Veazie, 2009). These unmet needs often lead to physical (e.g., pain and
dyspnea) and emotional (e.g., depression, anxiety, and loneliness) discomfort in the last
days of life (Reynolds, Henderson, Schulman, & Hanson, 2002).
The benefits of offering specialized end-of-life services in these facilities have
been supported in prior research and literature. One specialized service, hospice care, was
found to have significant benefits to the dying residents including improved pain
assessment and management (Baer & Hansen, 2000; Miller, Mor, Wu, Gozalo, &
Lapane, 2002). In addition, hospice service was found to have extended benefits in
addressing the emotional and spiritual needs of the residents (Baer & Hansen, 2000).
Hospice utilization also reduced the need for acute care admissions allowing for
management of symptoms to be offered in the facilities (Casarett et al., 2005; Gozalo &
Miller, 2007). The specialized end-of-life approach to care in hospice was also found to
be a benefit to the family members of the residents. In a study conducted by Casarett et
al. (2005), family members of individuals receiving hospice care in the facility reported
an increased satisfaction with the care of their loved-one during the last week of life.
Studies on providing care in nursing homes have identified barriers at both the
resident and facility levels that impact quality EOL care access and service. At the
facility level, barriers such as the need for adequate staffing, educational limitations in
EOL practices, inadequate fee structures, and lack of practice policies or guidelines were
all identified as factors impacting utilization (Brazil et al., 2006). Additional studies have
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focused on characteristics specific to the nursing home resident. These characteristics
included age, sex, marital status, race, and payment source. Buchanan, Choi, Wang, and
Ju (2004) found that residents were more likely to utilize services if they were older,
female, and widowed. Buchanan et al.’s (2004) study also identified racial disparities
with White nursing home residents being more likely to access hospice compared to
Black, Hispanic, Asian, and American Indian residents. Having an Advanced Directive
(Living Will or Durable Power of Attorney) was also a predictor of utilization of
services.
Specific diagnosis and physical needs were also identified as common predictors
for use of services. Buchanan et al. (2004) reported that hospice nursing home residents
were more likely to have cancer, report more significant pain, and exhibit more cognitive
impairments than other residents diagnosed with end-stage diseases. Parker-Oliver,
Porock, Zweig, Ranitz, and Petroski (2003) identified similar characteristics related to
cancer diagnosis and presence of pain for those residents accessing hospice care in the
facilities. In addition to cancer diagnosis and pain, Lu and Johantgen (2010) found that
additional health needs including shortness of breath, functional dependence, and
cognitive limitations increased the likelihood of accessing hospice care in nursing homes.
Although prior research has supported the benefits of providing specialized
services to nursing home residents at the end-of-life, these studies identify that there is
still a significant group of dying residents who are not receiving care. In addition, many
of the studies only focus on hospice care and not other specialized end-of-life services.
This current study aims to better understand what factors may serve as catalysts and
barriers to not only nursing homes implementing specialized end-of-life services in their
facilities, but also residents access and utilization of those services. Understanding these
barriers may help in developing strategies for policies and procedures for providing
quality end-of-life care.
In exploring EOL care in nursing homes, the terms palliative care and hospice
care are often used interchangeably in the literature. There are, however, distinct
differences in the two terms that may impact the approach to care. The Center to
Advance Palliative Care (2011) defines palliation as the practice of reducing suffering in
individuals with progressed illness, often in the later stages of their life. This form of
practice takes an interdisciplinary team approach that focuses on the physical, emotional,
and mental aspects of illness for individuals and their families (Bern-Klug, 2010; Phillips,
Davidson, Jackson, Krisjanson, Daly, & Curran, 2006). Although hospice is a form of
palliative care, the difference exists in the stage of disease progression. Hospice services
are generally offered to individuals with a terminal diagnosis of six months or less
(National Hospice and Palliative Care Organization [NHPCO], 2010a). As in palliative
care, hospice is provided by an interdisciplinary team focusing on comfort care, not cure.
For the purpose of this study, end-of-life care in nursing homes was explored based on
the definition of palliative care. This study’s end-of-life care focus was not limited to
only hospice services, but also included the facility palliative care practices.
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Research Questions
This study explored the following two questions:
Research Question 1: What facility and administrative factors predict the presence of
EOL services in nursing homes in the U.S.?
Research Question 2: What factors related to the nursing home organization and
resident characteristics predict the utilization of EOL care services in nursing
homes in the United States?

Methodology
This study is a cross-sectional design utilizing secondary data from the 2004
National Nursing Home Survey. A sample of 1174 facilities and 13,419 residents was
drawn from the 2004 National Nursing Home Survey (NNHS). The NNHS is a complex
survey sample and required that each of the analyses accommodate for the weighted
variables. The stratification, weighting, and cluster variables of the data set were utilized
in the complex survey component of IBM Statistics 19 and Mplus Version 6.11.
Facility and resident variables in the secondary data set were selected using
Andersen and Newman’s (1973) behavioral model for health service utilization as a
guide. The goal of Andersen and Newman’s initial model was to provide a framework of
understanding the individual and society determinants for utilization of health services.
The variables in the study were categorized into domains: predisposing (age, gender,
marital status, and race of resident), enabling (advanced directives, source of nursing
home payment), and need (primary diagnosis, pain, distressed mood, and level of
mobility). The health care system was the final factor of the model, identifying those
organizational resources (payment sources, participation in EOL initiatives, and presence
of EOL services) and structure (ownership, size, geographic location, medical director
characteristics, and administrator characteristics) could also impact the provision of
services. Figure 1 presents the conceptual framework for this study.

Figure 1: Conceptual Framework
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Facility Characteristics
Table 1 presents the basic demographic information for the estimated 16,100
nursing homes in the United States. Almost two-thirds (61%) were identified as forprofit facilities, and over half (54%) were part of a nursing home chain. The largest
percentage of facilities (42%) had 100 to 199 resident beds. Two-fifths (41%) of the
facilities had 60% to 79% of its residents with Medicaid as their primary payment source,
and one-fifth (21%) of the facilities had over 80% of residents with Medicaid as primary
insurance. One in six (17%) of the facilities reported participation in EOL planning
programs that included directives such as Physicians’ Orders for Life Sustaining
Treatment (POLST), Five Wishes, or Last Acts. Over three-fourths (78%) of the
facilities had formal contracts with outside hospice providers, and less than one-fourth of
the facilities had special programs and trained staff (SPTS) for hospice care (19%) and
palliative services (17%). More than four out of five (83%) facilities reported the
presence of EOL services which combined the variables including those facilities that
held contracts with outside hospice providers, and/or SPTS for hospice or palliative
services.
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Resident Characteristics
Table 2 presents the sample characteristics of the residents in the study. A
majority of the residents were unmarried white females of non-Hispanic descent. The
average age of the resident was 81 years old (SE = 0.200). Circulatory Diseases (25%)
and Mental Disorders (21 %) were listed as the most frequently charted primary
diagnoses of the residents at the time of interview. Sixty-six percent of the residents had
an advanced directive on file. Only 2.5% of the residents in the sample were identified
as receiving services from hospice/palliative care or end-of-life programs in the facilities.
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A logistic regression analysis was conducted to answer Research Question 1
exploring what facility and administrative factors predict the presence of EOL services in
nursing homes in the U.S.? Multi-level regression analyses were conducted to answer
Research Question 2 exploring what factors related to the nursing home organization and
resident characteristics predict the utilization of EOL care services in nursing homes in
the United States?

Results
In answering research question one, a three step logistic regression was
conducted. At level one, the facility demographic characteristics were entered and
revealed a significant model at p < .001 with an overall model classification of 84 %.
The second step of the hierarchical model introduced variables specific to the medical
director at the facility. The second model remained significant at p < .001 with the
overall model classification improving to almost 86%. The final model was also
significant at p < .001 and revealed an improvement of model fit at 86.8%. Table 3
presents the final logistic regression model identifying the facility and administrative
factors predicting the presence of EOL services.
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There were several facility variables that predicted the presence of end-of-life
services in the facilities. Facilities that were for-profit, larger in size, and participated in
end-of-life planning initiatives were more likely to offer end-of-life services. Facility
geographic location was also a predictor with those nursing homes located in the West
being less likely to offer end-of-life services.
In answering Research Question 2, two multilevel analyses were conducted
utilizing the resident public data set. The dependent variable measured residents who
were identified as receiving hospice, palliative, or EOL care in the facilities. Model 1
included resident variables at level one. Model 2 included the same resident variables at
level one, but also added a facility variable (ownership) at level 2. The clustering
variable in both models was the 1151 individual nursing homes in the study. Table 4
presents the variables explored nursing home and resident characteristics predicting EOL
care utilization in the facilities.
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Only 2.5% of the residents in the sample were identified as receiving services
from hospice/palliative care or end-of-life programs in the facilities. Factors specific to
the nursing home resident that predicted utilization of end-of-life services included older
age, decreased bed mobility, reports of pain, indicators of emotional distress (depression,
sadness, or anxiety), and specific diagnoses (neoplasms and respiratory diseases). Having
an advanced directive in place also increased the resident’s odds of utilizing EOL
services. Residents with primary payment sources of Medicare and Medicaid were found
to be less likely to utilize services.

Utility for Social Work Practice
Understanding the potential catalysts and barriers for both the nursing home in
implementing programs and the resident in accessing the services is essential in
developing strategies for policies and procedures for quality end-of-life care. By the
nature of their training and education, social workers can be a valuable resource in
addressing the gap in access to EOL care for individuals residing in the nursing home.
Based on their skills and training, social workers can fill many roles (Bern-Klug, 2010).
Social workers have the skills to assess not only the physical needs, but also the
psychosocial needs of the residents for the purpose of more timely referrals to EOL
services in the facility. This assessment also acknowledges the environmental factors that
may help or hinder comfort care. Social workers can be an active part of a care team to
help anticipate problems, and develop effective interventions in alleviating barriers to
service. They have the training to educate staff and family members on the emotional,
spiritual, and social needs of the individual and family; acknowledging that EOL care is a
holistic approach that addresses all these factors. Understanding the importance of
advanced care planning, social workers can actively work with residents ensuring that
their EOL wishes are expressed and documented through Living Wills or Medical Power
of Attorneys. Finally, social workers can also play a major role in advocacy at both the
facility and policy levels.
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