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Research Indicates:
One-third of all Medicare dollars are spent on people who are dying'.

Hospice Savings in Medicare’
v Medicare saved $1.52 in Medicare Part A and Part B Expenditures for every Medicare dollar spent on
hospice.
¥ Hospice saved Medicare $4,102 per patient in the last month of life, as hospice home care days often
substituted for expensive hospitalizations.

Hospice Savings in Medicare®
v A study of 8,700 Medicare patients indicated lower Medicare costs for patients enrolled in hospice care in a
majority of cohorts.

Hospice Savings in Medicaid* ,
¥" A 2003 actuary study indicated hospice saves Medicaid about $282 million / year, or approximately $7,000
per Medicaid hospice beneficiary.
v In 2004, Colorado hospices cared for ~360 Medicaid recipients. Without the Medicaid Hospice Benefit, this
would increase Colorado’s Medicaid spending $3.9 million.

States Reporting Medicaid Hospice Cost Savings
¥ A 2008 Florida study finds that elimination of the Medicaid Hospice Benefit would actually cost Florida
millions more than the state currently spends — adding to the state’s budget deficit rather than reducing it.?
Specific finds include:

o Eliminating the Medicaid Hospice Benefit will not save the state money, and likely will result in
increased spending for mandatory services. The report conservatively estimates an additional $3.7
million in state Medicaid costs, as patients needing end-of-life care would end up in more expensive
settings, such as hospital emergency rooms.

o Such action also will likely increase the burden on Florida counties to provide indigent care through
already financially stressed indigent care programs.

o The loss of the service coordination, care management, and supportive services offered by hospice will
increase fragmentation of care for terminally ill patients, limit their access to palliative care, and burden
families and caregivers, potentiaily limiting their employment and educational options.

o The beneficiaries in Florida’s Medicaid hospice program are different from the Medicare population
that dominates hospice services. Florida Medicaid-only hospice patients are younger and more likely to
be in the terminal stages of cancer or have HIV/AIDS related conditions than Medicare or dual
Medicare/Medicaid patients. Their average length of stay in hospice is shorter, and their care is more
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? LEWIN-VHI, Hospice Care: An Introduction and Review of the Evidence. 1994.

* Pyenson B, et al. Medicare Cost in Matched Hospice and Non-Hospice Cohorts. Journal of Pain and Symptom Management. 2004; 28:3.
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* Florida Hospice & Palliative Care. Cutting Medicaid Hospice Benefit Would Cost Florida More, Put Neediest Individuals At Risk. Press release
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likely to be complex and involve management of severe symptoms that, unmanaged, trigger emergency
room visits and/or hospitalization.
o The cut also would mean that Fiorida will lose revenue. For every dollar Florida cuts in the hospice
benefit, the state will lose $1.25 in matching Federal Medicaid support.
¥v" In 2002, The Florida Department of Health released the “Hospice Medicaid Education Project Final Report,”
which concluded, “The overall cost of caring for the hospice patients was 29.9% lower than non-hospice
Medicaid patients with terminal conditions.”®
¥" A 1995 study of the Illinois Department of Public Assistance (IDPA) found that in the last 72 days of life
IDPA spending on hospice patients was $10,803 less on average than that for non-hospice patients.’

The Department of Health & Human Services Encourages Hospice Utilization®
v" HCFA Administrator Nancy-Ann Min DeParle cited a “disturbing misperception that hospices and
beneficiaries will be penalized if a patient lives longer than six months. Nothing could be further from the
truth.”

Hospice Savings in the Large Employer Market'
v Of 200 examined insurance carriers, 88% of them included hospice coverage.
v The estimated employer group cost for hospice coverage was only $1.18 / covered life / year.

Hospice Under Financial Pressure in Medicare'
v A 2001 actuary study found that, on average, hospice costs exceed revenue by about 10-20%. The study
identified two important contributors to these shortfalls:

o The intensity of hospice services has increased dramatically resulting in an increase in the hospice cost
per day. The rapid growth in prescription drug and outpatient costs has especially contributed to this
increase.

o The length of time patients actually receive hospice services has decreased, resulting in an increase in
per-diem costs for each patient — while per-diem income has remained flat.

v Because hospice care saves money but is experiencing low reimbursement, hospice continues to seek
appropriate Medicare / Medicaid reimbursement levels and to avoid any cuts in the existing hospice benefits.

How Does Hospice Realize Cost Savings?"
v The effort to help terminally ill patients avoid unnecessary and undesirable hospitalization;
¥v" The provision of medications, durable medical equipment, and home care visits as part of the per diem cost;
and
v Extending to nursing home residents the same dignified, patient-focused end-of-life care as patients who are
not in institutional settings.

¢ Florida Department of Health, Hospice Medicaid Education Project Final Report. 2002,
7 Hlinois Department of Public Assistance Report. 1993,
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® Scully T. Letter to NHPCO. 2002.
1% Assistant Secretary for Planning and Evaluation (ASPE). U.S, Department of Health and Human Services. Synthesis and Analysis of Medicare’s
Hospice Benefit. 2000.
:; Milliman USA. The Costs of Hospice Care: An Actuarial Evaluation of the Medicare Hospice Benefit. August 2001.
Ibid.



The following selected information was downloaded from the Center to Advance Palliative Care Web
site (www.capc.org) 7/8/09:

MAKING THE CASE FOR PALLIATIVE CARE IN THE MIDST
OF THE FINANCIAL CRISIS

Hospital Palliative Care teams need to be ready for the new financial realities of hospitals:

Hospital operating margins will shrink leading to the potential for:

Less discretionary funding

Hiring freezes

Bed closure and staff layoffs

Reduction in capital for building projects, increasing pressure on existing bed capacity
Reluctance to embark on projects where immediate cost benefit is not apparent

Palliative Care programs can help hospitals meet these challenges through:

Cost avoidance— Morrison RS et al. Arch Int Med 2008;168;1783-90.

According to this study of eight very different hospitals:

Hospitals saved from $279 to $374 per day per palliative care patient

Hospitals saved $1700 to $4900 on each admission of a palliative care patient

Significant reductions in pharmacy, laboratory and intensive care costs means savings > $1.3
millionfyr for a 300-bed community hospitals

$2.5 million/yr for the average academic medical center

Improved through-put, especially in ICU, where LOS issues will be a major problem due to
reduced hospital bed capacity - see these articles and others at http://www.capc.org/research-
and-references-for-palliative-care/.

Camphell ML. Palliative care consuitation in the intensive care unit. CCM 2006;34:5355-8.als0
Chest 2003;123:266-71.

Norton SA. Proactive palliative care in the ICU CCM 2007;35:1530-5.

Integrating palliative care services starting into the emergency department and outpatient
clinics for patient at risk for high cost/lengthy hospitalizations/high morbidity.
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J Healthc Manag 2006;51:260,73; discussion 273-4.



CoLORADO CENTER

for

HosPICE & PALLIATIVE CARE

Colorado Hospice Inpatient Facilities (N= 10)

Centura: Porter Hospice at the Johnson
Center (Multiple Location)

Erin Denholm

Administrator / CEO

5020 East Arapahoe Road

Centennial, CO 80122

P: 303-694-3545

E:

Exempla Lutheran Hospice at Collier
Hospice Center

Pat Archer RN BSN MA
Administrator / Hospice Director
3210 Lutheran Pkwy.

Wheat Ridge, CO 80033

P: 303-425-8000

E: archerp@exempla.org

Hospice & Palliative Care of Northern
Colorado

Rod McFain

Executive Director

2726 West 11th Street Road

Greeley, CO 80634-3408

P: 970-352-8487

E: rmefain@hpenc.org

Hospice & Palliative Care of Western
Colorado

Christy Whitney RN MS

Administrator / President & CEQ

PO Box 60307; 3090-B North 12th Street
Grand Junction, CO 81506

P: 970-241-2212

E: cwhithey@hospicewco.com

7/8/09

Hospice of Larimer County dba Pathways
Hospice

Evan Hyatt

CEQ

305 Carpenter Road

Fort Collins, CO 80525

P:870-663-3500

E: evan.hyatt@pathways-care.org

Hospice of Saint John - Lakewood
Steven Cooper 0S)

President/CEQ

1320 Everett Court

Lakewood, CO 80215
P:303-232-750C

E: scooper@hospiceofsainijohn.org

HospiceCare of Boulder and Broomfield
Counties

Darla Schueth BSN MBA

Executive Director

2594 Trailridge Drive East; Ste. A
Lafayette, CO 80026

P: 303-449-7740

E: darlaschueth@hospicecareonline.org

Pikes Peak Hospice & Palliative Care
Martha Barton

Administrator / President & CEQ

825 East Pikes Peak Ave.; Ste. 600
Colorado Springs, CO 80903-3631

P: 719-633-3400

E: mbarton@pikespeakhospice.org

Sangre de Cristo Hospice & Palliative
Care

Joni Fair BS

President/CEQ

1207 Pueblo Bivd. Way

Pueblo, CO 81005

P: 719-542-0032

E: jfair@sangredecristohospice.org

The Denver Hospice

Bev Sloan

Administrator / President and CEQ
501 South Cherry Sireet; Ste. 700
Denver, CO 80246-1328
P:303-321-2828

E: bsloan@denverhospice.org
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