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Background and Objective: The issue of racial and ethnic disparities in healthcare has been a 
significant concern for many years. It encompasses various aspects, including disease prevention, diagnosis, 
management, and end-of-life (EOL) care. Research has found that timely intervention with palliative care 
can result in better EOL care and reduced healthcare costs. This review aims to detail the role of healthcare 
disparities impacting palliative care, hospice enrollment, and EOL care in patients with serious illnesses who 
are facing EOL. It addresses the factors that play a role in creating these disparities and describes specific 
interventions that may reduce disparities in the provision of EOL care. 
Methods: Authors searched, PubMed Central, Medline, and PubMed databases using Racial Disparity and 
End-of-Life/Palliative Care combinations. A total of 57 studies were identified. All articles were reviewed, 
and the available evidence was synthesized and to identify key domains in EOL care impacted by racial 
disparities and the factors contributing to them. 
Key Content and Findings: Several patient, provider, and institutional level factors may be responsible 
for disparities seen in EOL care, including health literacy, access to care, mistrust of the healthcare system, 
social determinants of health (SDH), medical racism, cultural and religious customs, and communication 
at EOL. Disparities in EOL care experienced by minority patients is an extension of the systemic and 
institutionalized racism rampant in the healthcare system. Providers must work on multiple fronts to address 
this inequity and injustice, the first of which is recognition and conversation regarding disparities in EOL 
care. 
Conclusions: Disparities in communication, palliative and hospice care utilization, and symptom 
management must be eradicated. Palliative care and hospice should be made accessible for all patients and 
families experiencing severe illness regardless of their racial or ethnic background.
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Introduction

Each year, more than 3.4 million people die in the United 
States (US), with this number increasing each year due 
to changes in population trends, including an aging 
population (1). In addition to increasing mortality due to 
an aging population, the racial and ethnic makeup of the 
US population facing end-of-life (EOL) is also shifting 
and it is estimated that by 2050, the US population will 
include 33 million Black, Hispanic, Asian, American Indian, 
or Alaskan Native individuals aged 65 years and older (2). 
Currently, considerable racial and ethnic variations are seen 
in the care received by patients at the end of life, which 
places a growing demand on the US healthcare system to 
satisfactorily meet the EOL care needs of a rapidly changing 
racially and ethnically diverse patient population. EOL care 
includes to provision of pain and symptom management as 
well as psychological, social, spiritual, and practical support. 
Due to the cultural differences, the provision of EOL care 
may differ. Given the increasing need for EOL care as 
well as the increasing population of racially and culturally 
diverse patients, the National Consensus Project for Quality 
Palliative Care has identified culturally appropriate EOL 
care as one of the top priorities for healthcare providers (3). 

The delivery of appropriate EOL care is complicated, 
involving multiple roles among different stakeholders 
including the patient, their support person(s), and the 
clinical care team. High-quality EOL care involves 
addressing a patient’s psychosocial, spiritual and clinical 
needs and considering the needs of those close to them (4). 
A successful health system strives to deliver timely, goal-
concordant, patient-centered care, the provision of which 
is often complicated by the multiple persons involved in 
medical decision making at the end of life (5). Given the 
emotional and physical suffering that can occur at the end 
of life, planning for EOL care services is imperative to 
honor patients’ goals and values in order to uphold the 
patients’ autonomy and allow them to have a dignified 
death. Planning for EOL allows for the optimal use of 
limited healthcare resources and accommodates the needs 
of patients, their caregivers, and their families by allowing 
the patient and their support person(s) to reduce emotional 
and physical suffering through choice in medical decision 
making.

Although all patients deserve to have a voice in medical 
decision making at EOL, healthcare disparities experienced 
by racial and ethnic minorities are extensively documented 
compared to Whites in the US across various diseases (6).  

For example, Black and Hispanic people are provided 
with lower healthcare spending and are provided fewer 
medical services than White individuals (7); however, 
they are more likely to undergo aggressive life-saving 
interventions towards the EOL (8,9). A growing body 
of literature has recently demonstrated racial disparities 
in EOL care including the presence of advanced care  
directives (10). Research has differed in the causes 
responsible for these differences, and factors such as cultural 
values, healthcare literacy, distrust of the healthcare system, 
and socio-economic status are thought to play a role. 

This review aims to detail the role of healthcare 
disparities impacting palliative care, hospice enrollment, and 
EOL care in patients with serious illnesses who are facing 
EOL. It addresses the factors that play a role in creating 
these disparities and describes specific interventions that 
may reduce disparities in the provision of EOL care. We 
present this article in accordance with the Narrative Review 
reporting checklist (available at https://apm.amegroups.
com/article/view/10.21037/apm-23-459/rc).

Methods

The authors searched PubMed Central, Medline, and 
PubMed databases using Racial Disparity and End-of-Life/
Palliative Care combinations (Table 1). A total of 57 studies 
were identified. No parameters were set regarding time of 
publication or age of the article. We selected all study types 
within the literature published in English with an available 
full text. Articles were excluded when the manuscript did 
not meet the publication gold standard or the full text was 
paywalled. The authors also excluded gray literature and 
duplicate publications. A backward search was conducted 
to retrieve relevant articles within the references of articles 
included within the study. Additionally, a forward search was 
conducted to locate newer articles cited the original articles 
that met inclusion criteria. All articles were reviewed, by the 
two authors and the available evidence was synthesized and 
interpreted to identify key domains in EOL care impacted 
by racial disparities and the factors contributing to racial 
disparities. 

Factors contributing to disparities in EOL care

Several patient, provider, and institutional level factors may 
be responsible for disparities seen in EOL care, including 
health literacy, access to care, mistrust of the healthcare 
system, social determinants of health (SDH), medical 

https://apm.amegroups.com/article/view/10.21037/apm-23-459/rc
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racism, cultural and religious customs, and communication 
at EOL.

Health literacy

Available research consistently reports low health literacy 
regarding palliative care, hospice, and advance care planning 
in ethnic minorities (11). Health literacy is an important 
indicator of potential health because it denotes one’s ability 
to leverage knowledge to take action to change their 
personal lifestyle in order to achieve health (12). Disparities 
in health literacy effect the provision of high quality of 
health care as disparities in health literacy are associated 
with lower engagement in advance care planning and 
goals of care discussions with health care providers (11). 
Furthermore, low health literacy is associated with higher 
medical spending during EOL care despite adjusting for 
race, suggesting the important role health literacy may play 
in reducing EOL care spending (13). There are two schools 
of thought when it comes to the relationship between 
healthcare literacy, race, and EOL preferences. The first 
school argues health literacy is an independent predictor of 
EOL preferences (14), while the other proposes that health 
literacy and race represent two separate but essentially linked 
causal pathways impacting EOL care preferences (15).

Patients who have low health literacy are less likely to 
want hospice or palliative care, although they are unable 
to identify what hospice and/or palliative care medical 
treatments entail (16). For example, a study conducted at 
a cancer center which assessed 133 non-Hispanic Black 
and White patients found that knowledge of hospice and 
palliative care of hospice care was much lower among non-

Hispanic blacks those with limited education compared to 
Whites (17). Similarly, Koffman and colleagues report that 
among 252 oncology outpatients, awareness of palliative 
care and related EOL care services was lowest among Black 
and minority ethnic groups and the least affluent (18). Low 
levels of awareness may give birth to misconceptions and 
foster mistrust towards the healthcare system in minority 
communities which in turn may result in lower levels of 
engagement (19,20). Improving awareness of palliative and 
hospice care is the first step toward decreasing disparities 
in appropriate EOL care for minority patients. While 
the literature agrees that it is imperative to improve 
health literacy regarding palliative care and hospice 
options for patients facing EOL, the majority of patient 
education materials fail to meet national health literacy 
recommendations and urgently need to be revised to a more 
accessible style to allow patients and their families to derive 
the optimal benefit (21). Studies in other areas suggest that 
in order to effectively reach minority patients, the health 
education must be adopted culturally tailored, interactive, 
and community-engaged health literacy approaches (22,23) 
which should also be applied to palliative care and hospice 
medicine. 

Access to care

While the majority of patients in the US die in a hospital, 
more than 60% of Americans die without receiving 
hospice every year (24). Confounding this finding is a 
lack of available palliative care services especially in rural 
communities where only 17% of hospitals with 50 beds have 
palliative care services available (25). Although efforts have 

Table 1 The search strategy summary

Items Specification

Date of search 6/20/2023

Databases and other 
sources searched

PubMed Central, Medline, and PubMed

Search terms used Racial Disparities and Palliative Care or End-of Life-Care in Title

Timeframe 2000–2023

Inclusion criteria Randomized clinical trial, English language, full text only

Selection process All articles were reviewed, and the available evidence was synthesized and interpreted by the two authors to 
identify key domains in end-of-life care impacted by racial disparities and the factors contributing to them

Additional considerations Relevant articles were also found by scanning the references of found articles (backward search) and 
locating newer articles that included the original cited paper (forward search)
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been made to increase number of hospice and palliative 
care physician training programs across the country, not 
all patients’ EOL needs and expectations are being met 
equitably (26). For example, two large studies which used 
state-level data found that older residents geographically 
located in an urban environment, with higher house hold 
income, and lower racial diversity had higher access to 
palliative care and hospice (27,28). Historically, minority 
patients have been subject to lower socio-economic status 
and are significantly disadvantaged which in turn affects 
their ability to engage with the health care system, pay for 
health services, and secure transportation to receive health 
services (29). Although minority patients experience stifled 
access to health care services at EOL, interventions aimed at 
improving access through the delivery of in-home hospice 
services have had mixed results (30,31). Among the two 
interventional studies, they both showed that multiple home 
visits by a healthcare provider may result in completing 
advance care planning forms; however, it is unclear whether 
these interventions have any effect on actual practices at the 
end of life. As health care, especially high-quality EOL care 
is a fundamental human right (32), the obvious disparities 
in access to appropriate and high-quality EOL care calls 
for researchers, policymakers, and clinicians to fulfill their 
ethical obligation and remediate health disparities from a 
position of equity and social justice. 

Mistrust of the healthcare system

Multiple studies have documented significant mistrust of 
the healthcare system among racial and ethnic minorities 
compared to White patients (33-35). This mistrust is, 
rooted in years of systemic racial injustice embedded in the 
healthcare system and the society at large (36-39). A deep-
rooted perception of exploitation by the health care system 
of minority patients developed from unethical medical 
experiments such as the Tuskegee Study of Untreated 
Syphilis (40), unequal medical treatment of Blacks as 
evidenced by poorer access to dialysis and transplantation 
in end-stage renal disease (41-43), decreased use of 
warranted cardiac procedures (44), and lower quality 
care for hospitalized Black patients with heart failure or 
pneumonia (45). 

Various factors are associated with minority patients 
not trusting the medical community, including low 
socioeconomic status (46), poor quality of life (47), low 
ability to secure health care support (48), and health care 
providers engaging in poor communication (49). Medical 

mistrust has proven to be a barrier to patients participating in 
advance care planning and completing advanced directives 
among non-Hispanic Blacks. Within the literature, 
medical mistrust is cited as one of the critical factors 
influencing patients' decisions not to complete advanced 
care directives (50,51). Additionally, healthcare providers 
often lack awareness of minority patients’ cultural beliefs 
which further contributes to medical mistrust in regard 
to engaging in advanced care planning (52). Successful 
communication during EOL care includes the assessment of 
patients’ values, beliefs, and preferences before life-altering 
decisions need to be made. The literature shows Black 
patients prefer aggressive EOL care. This preference may 
stem from an inherent mistrust of health care providers, 
including the fear that physician recommendations to limit 
life support may arise from financial considerations for the 
health care system (53).

In a randomized clinical trial examining the effect of 
racial concordance between providers and patients when 
disseminating information regarding prostate cancer, racial 
concordance was significantly associated with trust only among 
Black adults (54). Another randomized clinical trial utilized 
community intervention in African American patients with 
human immunodeficiency virus (HIV), through one-on-one 
counseling sessions designed to help the patient’s problem 
solve issues with adherence to follow up with referrals, as well 
as to address unmet needs for SDH (e.g., housing services, 
food assistance). Follow up surveys of patients reported 
improved adherence and reduced mistrust (55).

These clinical trials highlight the importance of 
increasing racial diversity in the healthcare workforce 
and utilizing interventions that are culturally tailored to 
minority patients which may help mitigate mistrust with 
regards to EOL care in minorities. 

SDH

SDH, such as nutrition, transportation, social or caregiver 
support, and housing, can significantly impact the trajectory 
of patients’ health. Race is considered a social construct, and 
the impact of social advantage on health is substantial. It is 
well established that these factors contribute to racial and 
ethnic disparities in EOL care and are able to predict how 
long or well people live as well as when and how people 
die (56). Palliative care and hospice policy internationally 
prioritizes dying at home, and efforts are being made to 
increase home deaths and reducing deaths within acute care 
institutions (57). However, priorities regarding receiving 
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EOL care within a patient’s home may look different for 
those who are vulnerably housed and with limited resources. 
For instance, Hubbell found that homeless people had 
several different concerns at the EOL, such as a fear of 
dying alone and concerns regarding burial and notification 
of family limiting access opportunities to palliative care (58).  
It has been shown that being non-Hispanic Black and 
having a lower income is associated with a significantly 
lower likelihood of enrolling in hospice (59). Similarly, 
dying at home with hospice care requires significant 
caregiving, and the economic implications of increased 
responsibility for care are immense for those struggling 
to make ends meet. It is reported that financial hardship 
for caregivers of patients with serious illnesses is most for 
minorities groups (60). Improving access to quality EOL 
care for those who are socioeconomically disadvantaged 
requires an interdisciplinary approach at all levels from 
individual providers to broader public health policies.

Medical racism

Systemic, institutionalized racism and explicit bias have 
a longstanding history within the American healthcare  
system (61). Recently, the presence of implicit bias that 
healthcare providers may harbor has been emphasized in 
studies (62,63). A study using Harvard’s Project on Implicit 
Bias found that both physician and non-physician healthcare 
workers exhibited more implicit and explicit anti-Black and 
anti-Arab-Muslim prejudice when compared to the general 
population, which remained significant for non-physician 
healthcare workers after controlling for demographics (63). 
A national qualitative study of 74 physicians, nurses, and 
social workers, found that many clinicians systematically 
avoided advanced care planning discussions with certain 
minority groups, non-English or non-native English 
speakers, and those with certain religious beliefs. Clinicians 
acknowledged implicit bias and cited barriers to advanced 
care planning discussions, including clinicians’ preconceived 
notions that patients from certain minority groups would 
not be accepting of advanced care planning and (62). Lastly, 
clinicians lack in diversity as a workforce and may benefit 
from additional training needed to address racism in health 
care while delivering culturally humble, patient-centered 
care (64,65).

Cultural and religious values of patients

Religiosity encompasses spirituality, such as attitudes and 

beliefs and objective behaviors regarding religious services 
participation, which may influence health behaviors (66). 
Black adults have a comparatively active congregational 
presence and experience higher religiosity and spirituality 
compared to White adults (44). There is plethora of data 
to supporting the notion that religious beliefs and values 
may both directly and indirectly influence EOL planning 
and decision-making but with mixed outcomes (11,67). 
The central idea that links mainstream religions to EOL 
care is the notion that God is responsible for making final 
determinations regarding the time and place of death, and 
this belief is much more robust in Blacks than Whites (68).  
In alignment with the reported belief that God is 
responsible for final determinations, some studies have 
found a predominantly negative association completion of 
advanced care planning and a patient’s religiosity (11,69,70). 
For example, Cykert et al. found that when asked about 
preferences for remaining in a severely debilitated state 
rather than undergoing a potentially lethal attempt at 
a cure, Blacks had a much higher preference to remain 
alive despite severe disability (71). The religious and 
spiritual influence found among Blacks extends to other 
cultures, including Latinos, as shown in a large Pew study 
of 4,016 Latinos which reported 92% of Latinos consider 
themselves religious (72,73). In a recent study of a diverse 
group of patients with advanced cancer, religiosity was 
associated with aggressive measures to prolong life, even 
after adjustment for race and ethnicity (72). In focus groups, 
Latino surrogates indicated that suffering at the end of life 
was to be borne as part of a test of faith (73). More data 
is needed to clarify the role of religious interventions in 
improving high-quality EOL care in minority patients; 
nonetheless, this is another avenue to address disparities 
that undoubtedly disfavors minority patients.

Communication between providers and patients

Cross-cultural studies identify communication between 
providers  and pat ients  to  be responsible  for  the 
perception of hospice and palliative care and as one of 
the significant barriers profoundly impacting the receipt 
of EOL care services (74). It has been shown that Black 
patients consistently report experiencing poorer quality 
communication and receipt of information, in addition 
to having lower levels of patient participation, and shared 
decision-making compared to Whites (75). Additionally, 
studies have found that racial and ethnic minorities are 
less likely to communicate their advanced care planning 
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preferences to healthcare providers than White patients 
(76,77). Studies have found lower nonverbal scores between 
physicians and Black compared to White critically and 
terminally ill simulated patients, reflecting fewer favorable, 
rapport-building nonverbal cues (78).

Further promoting healthcare disparities are the 
increas ing demands on healthcare providers  and 
time constraints which further contribute to poor 
communication between providers and minority patients 
widening an already substantial gap (79). Caring for socially 
disadvantaged patients is challenging as they often have 
complex medical problems and experience poor physical 
and mental healthcare outcomes (80). Time pressured 
visits often illicit unconscious physician bias and promote 
physician centered communication worsening healthcare 
disparities for minority patients (81).

In a national survey of bereaved caregivers, surrogates 
of Black patients were less satisfied with the quality of 
EOL care received by their loved ones and provider 
communication than White patients (82). Black patients 
report concerns with providers’ efforts to listen to patients 
and the extent of information shared with them, with 
heightened disparities in racially discordant physician-
patient relationships (83,84). It has been found that 
communication outcomes vary by race, with EOL 
discussions between Black patients and their physician’s 
being less likely to result in goal concordant care than 
White patients (85). 

Work needs to be done to ensure goal concordant care 
that honors patient’s preferences, values, and goals for ethnic 
minorities. To increase goal concordant care, a systematic 
review of the literature shows that interventions aimed 
at promoting effective communication about advanced 
care planning successfully improved the delivery of goal-
concordant care (86). In addition, research suggests training 
physicians in cultural competence may improve physician-
patient communication and collaboration, increase patient 
satisfaction, and facilitate adherence, thereby improving 
clinical outcomes and reducing health disparities (87).

Domains of EOL care impacted by health care 
disparities

EOL care is characterized by racial and ethnic disparities, 
including palliative care, addressing code status, symptom 
management, completion of advanced care directives, and 
use of hospice resources. 

Use of palliative care

Palliative care has improved patient and provider 
satisfaction, symptom control, patient-centered goal 
concordant care, decreased intensity of care at the EOL, 
and cost-savings for healthcare systems (88). However, 
disparities exist in providing palliative care services to 
minority patients including, access to palliative care 
utilization (89,90). A large retrospective cohort study which 
included over five million dialysis patients who experienced 
hospitalization, found racial disparities in receipt of in 
hospital palliative care services with Hispanic Black and 
Hispanic patients being less likely to receive these services 
than their White counterparts. This disparity was present 
in all hospital subtypes, including hospitals treating high 
numbers of minority patients (91). The result of racial and 
ethnic minorities receiving palliative care at lower rates 
than White patients were also found in a large study which 
included 46,735 patients hospitalized after experiencing 
intracerebral hemorrhage and 331,521 hospitalized after 
experiencing ischemic stroke between 2007–2011 (92). 

Yet following the results of the studies in stroke and 
dialysis patients, a large study of hospitalized patient’s 
including 601,680 lung, colon, and breast cancer patients 
treated at more than 1,500 US hospitals found that patients 
treated at hospitals which mainly served minority patients 
were significantly less likely to receive palliative care, 
suggesting that racial and ethnic differences in palliative 
care receipt may be associated with the hospital treating the 
patient (93). 

Another study that identified 710,293 hospitalized 
intracerebral hemorrhage patients from the United States 
Nationwide Inpatient Sample database for the years 2006–
2014 revealed that Hispanic Whites had greater utilization 
of palliative care and hospice than non-Hispanic Blacks (93).

In a retrospective cohort study of 204,175 hospital 
admissions of patients with advanced cancers among those 
who survived, Black patients were significantly less likely to 
receive a palliative care consultation compared to Whites, 
revealing a critical disparity in the utilization of an effective 
medical tool that can improve health outcomes for Black 
patients (94).

Although prior research has identified racial disparities 
in palliative care utilization, some studies have found that 
palliative care is consulted similarly between Black and 
White patients. One study which included four hospital 
systems and ~1,300 patients with severe stroke found 
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no statistically significant differences in palliative care 
consultation between Black and White patients, even 
when adjusting for confounding variables in multivariable  
analysis (91). Similarly, a large study of 5,613 patients 
who were discharged to hospice or died during their 
hospitalization from four urban hospitals found no significant 
racial or ethnic disparities in the palliative care or hospice use 
at the EOL (26). While the majority of studies have found 
racial and/or ethnic disparities in the use of palliative care and 
hospice at EOL, most studies have also found variation across 
hospitals in palliative care and hospice use. The well-studied 
finding of disparities between hospitals in use of palliative 
care and hospice may explain the few studies that found no 
racial differences in palliative care use. 

Racial disparity in pain and symptom management

Racial disparities in symptom management exist, with 
multiple reviews reporting high symptom burden in 
minority patients (92,95). Black patients are known to be less 
likely to have their pain evaluated by physicians (96), receive 
or have access to pain medications (94,97,98), and are more 
likely to have their pain underestimated by physicians (96). 
In a review addressing racial disparities in use of supportive 
care medications among cancer patients, results were mixed 
with half the studies supporting presence of racial disparities 
and half showing equivalent prescription patterns (99). 
A large cohort study of 980 patients receiving outpatient 
supportive care at a cancer center within an academic 
hospital system identified that although non-Hispanic 
Black and Hispanic patients reported higher symptom 
burden at their first visit compared to White patients, 
minority patients were less likely to show improvement in 
symptom burden at their first follow up visit compared to  
Whites (100). Minority cancer patients consistently report 
lower quality of life and worse vasomotor, gastrointestinal, 
and neuropsychological symptoms (101), yet, they are 
less likely than Whites to be prescribed supportive care 
medications (102). Similarly, in a study assessing disparities 
in the use of anti-emetics for prophylaxis of chemotherapy 
induced nausea and vomiting (CINV) among 1,130 women 
with breast cancer Black women were 11% less likely than 
White women to use neurokinin-1 receptor antagonists 
(NK1s) for CINV which was thought to be related to 
differential reporting of symptoms vs access to care (103). 
The known disparities in pain and symptom management 
between races need to be addressed in order to ensure 
equitable and just healthcare. 

Disparities in advanced care directives 

There are long standing and well documented racial and 
ethnic differences in advanced care planning (100,104). 
Advanced care planning includes documentation of a 
surrogate health care representative, advanced directives 
for medical treatment including living wills and Physician 
Orders for Life Sustaining Treatments (POLST/MOST/
POST depending on your state of residence). Compared to 
Whites, Black and Hispanic patients are less likely to name 
a health care representative or to have a conversation with 
their health care provider about EOL preferences (74). 
Additionally, Hispanics and Blacks are less likely to have 
a documented advanced care planning document in their 
medical record, such as a living will, compared to Whites 
(74-78). 

There are several reasons cited in the literature for 
differences in advanced care planning documents between 
ethnic and racial minorities compared to Whites. First, 
lower rates of conversations about EOL care between 
patient and provider, including discussions about goals 
and preferences for medical care are found in studies 
regarding advance care planning (74,78). The reasons for 
lower conversations have been attributed to discomfort in 
discussing EOL care among patients, surrogate medical 
decision makers, as well as low clinician confidence in their 
ability to deliver culturally sensitive information regarding 
advanced care planning (74-78). In addition to discomfort 
in ability to have an advance care planning conversation, 
studies have found an association between high religiosity 
and a preference for aggressive interventions at EOL 
among racial and ethnic minorities (105). These studies 
attributed faith and religion to lower rates of advance care  
planning (78). While ethically, engaging in advance care 
planning allows patients to uphold their autonomy during 
illness by providing guidance for surrogate medical decision 
makers as well as clinicians when making medical decisions, 
most patients do not execute advanced care planning 
documents. 

Importantly, recent evidence has found no clear link 
between advanced care planning and improved EOL 
quality outcomes (106). Due to these recent reviews of the 
evidence, many clinicians and clinical organizations are de-
emphasizing the role of advance care planning in improving 
EOL care. Rather than focusing on hypothetical future 
planning with patients, clinicians should engage in critical 
illness conversations which emphasize the elicitation of 
patient preference, goals, and values. Additionally, clinicians 
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should frame their communication regarding prognosis and 
medical decision making within the context of the decisions 
facing the patient in the moment. 

Goals of care conversations with critically ill patients 
and/or their surrogates have been found to decrease 
use of aggressive interventions and improve the quality 
of patient-centered outcomes in patients facing EOL. 
While racial disparities have been found in advanced care 
planning documentation, serious illness conversations have 
been associated with mitigating racial disparities in care, 
including increasing hospice enrollment among Black 
patients; however, not all studies have found this positive 
association. 

It is important to note that although there are racial and 
ethnic differences in advance care planning documentation, 
there is a low prevalence of advance care planning 
documentation across all patients. Increased advanced care 
planning documentation and increasing the frequency of 
goal of care conversations held between patients, surrogates, 
and clinicians should be pursued in clinical practice across 
all specialties and with all patients regardless of race, 
ethnicity, age, or gender. 

Hospice utilization

Hospice care is known for emphasizing family-centered 
care and offering spiritual support which can be culturally 
tailored to the needs of minority patients making it a useful 
resource to improve the quality of EOL care. However, 
overwhelming evidence shows that Black patients have 
an appreciably lower rate of obtaining hospice services 
at EOL compared to White patients and Black patients 
are more likely to die in the hospital (107). Black patients 
remained less likely to use hospice than Whites even 
after controlling for gender, marital status, education, 
existence of a living will, medical history, religiosity, 
income, and access to health care (108). Lack of insurance 
coverage among minority patients was associated with 
lower rates of hospice care use, and a delay in transition to 
hospice care when used, compared to their insured White  
counterparts (109). These disparities extend to the quality 
of care received within hospices. Additionally, studies 
have found that Black hospice enrollees were significantly 
more likely than non-Hispanic White enrollees to visit 
the emergency room, be hospitalized, and dis-enroll from 

hospice (110). Once enrolled in hospice Black patients 
also experience more transitions in care which can be 
burdensome for patients and often indicate the provision 
of poor quality care (111).

This review has several limitations. Our literature search 
needed to be broadened to capture every access domain, so 
disparities may have yet to be noticed in studies reporting 
on hospice and palliative care. Additionally, not all aspects 
of provider and caregiver perspectives were included in 
the representative samples regarding disparity which may 
not have allowed us to depict an accurate sociological 
picture. Most studies predominantly address Black patients 
and cancer thus, the experience of other minorities and 
patients with other serious illnesses may have been missed; 
however, there appears to be a paucity of literature. Despite 
its limitations, this comprehensive review offers a deeper 
understanding of why and where differences exist in EOL 
care. This will encourage providers to introspect, question 
personal and system-level factors contributing to healthcare 
disparities, intervene, and engage in their moral and ethical 
obligation to help mitigate them. 

Conclusions

This narrat ive review demonstrates  that  hospice 
and palliative care access disparities are complex and 
multifaceted. Additionally, this review identifies gaps in the 
literature regarding EOL care and health care disparities. 
These gaps are critical to ensure that research priorities are 
in alignment with the needs of clinical practice as well as 
identifying best clinical practices based on current evidence. 
The disparity in EOL care experienced by minority patients 
is an extension of the systemic and institutionalized racism 
rampant in the healthcare system. Providers must work 
on multiple fronts (Figure 1) to address this inequity and 
injustice, the first of which is recognition and conversation 
regarding disparities in EOL care. The healthcare 
workforce should focus on becoming racially and ethnically 
diverse, familiarize themselves with minority cultures, and 
learn to support the values and preferences of minority 
patients. Lastly, disparities in communication, palliative 
and hospice care utilization, and symptom management 
must be eradicated. Hospice and palliative care should be 
made accessible for all patients and families enduring severe 
illness regardless of their racial or ethnic background.



Annals of Palliative Medicine, Vol 13, No 2 March 2024 317

© Annals of Palliative Medicine. All rights reserved.   Ann Palliat Med 2024;13(2):309-321 | https://dx.doi.org/10.21037/apm-23-459

Social support and networks

-	 Expand on role of social networks when it 
comes to acceptability of end-of-life care 
interventions

-	 Focus on interventions for low social 
support  engaging minority patients and their 
networks

Culture and language

-	 Increase awareness and acceptability 
among providers of different socio-cultural 
values present in minority patients

-	 Ensure the presence of interpreters 
when appropriate to facilitate effective 
communication

-	 Ensure funding of community health 
workers for the sustainability of culturally 
appropriate interventions

Access to care

-	 Multifaceted interventions that increase 
availability, affordability, approachability, 
and acceptance of hospice and palliative 
medicine services

-	 Advocating for adequate coverage through 
government and private payor sources

-	 Mandating provision of palliative care 
service for serious illness in safety net 
hospitals

Racism in end-of-life care

-	 Effective interventions to control implicit 
bias in medicine. 

-	 Improve diversity in healthcare workforce

-	 Improve patient-provider communication 
including training for providers

-	 Include input from patients to help build 
trust  across racial lines

Figure 1 Interventions to mitigate disparities in end-of-life care.
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