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Abstract
When cancer patients become unresponsive to
therapy, palliative care is directed toward enhancing
the quality of life of these patients. A significant
expense is incurred when treating patients aggres-
sively and supporting them during palliation. We
wished to examine the cost of treatment and pallia-
tion for cancer patients enrolled in a hospice pro-
gram. A study was conducted at the Moffitt Cancer
Center, a 162-bed tertiary care cancer specialty
hospital affiliated with the University of South Florida
College of Medicine, and Hospice of Hillsborough
Inc., an independent, nonprofit, home-based hospice.
Subjects were selected from all adult cancer patients
receiving hospice care through Hospice of Hillsbor-
ough Inc., who received inpatient care at Moffitt
Cancer Center prior to being referred to hospice.
Inpatient admissions totaled 109 for the 76 hospice
patients, with 8 for chemotherapy related side effects
and 28 for pain control. The mean charge for hospice
care was $3,617, while the mean combined hospice
and hospital charge was $16,383. The majority of
charges were incurred during outpatient clinic visits
or hospitalization. Hospice care represents a reason-
able alternative for cancer patients who have ex-
hausted curative possibilities and who wish to be
cared for at home. Hospice patients incurred signifi-
cant costs due to hospitalizations for treatment of
cancer complications even though survival was not
significantly affected. If a major goal of hospice
care—to greatly reduce time spent in hospital at the
end of life—is realized, the cost of hospice care may
well be significantly lower than traditional care.
(Am | Man Care 1996;2:51-54)
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he past two decades have witnessed the ad-
I vent and acceptance of hospice care for cancer
patients.”® When curative cancer treatment is
no longer realistic, palliative care attempts to enhance
the quality of life of these patients; thus, appropriate
clinical goals include an emphasis on pain relief and
symptom control. An open discussion among physi-
cians, patients, and their families is required so realis-
tic expectations can be discussed. Although some
physicians may feel uncomfortable engaging in such’
discussions and patients may ignore or deny unpleas-
ant information regarding the outcome of their disease
process, increasing numbers of patients are participat-
ing in hospice programs.

A significant expense is incurred in treating pa-
tients aggressively and supporting them during peri-
ods of acute illness due to the side effects of the
treatment for cancer. We have previously noted that
the survival of critically ill cancer patients who were
admicted to the intensive care unit was poor and the
cost per year of life gained was high.’

We wished to examine the cost of care for a group
of cancer patients who were enrolled in a hospice
program. We also examined indications for inpatient
admission while under the hospice model of care.

-+ SUBJECTS AND METHODS -

This study was conducted at the H. Lee Moffitt
Cancer Center & Research Institute, a 162-bed terti-
ary care cancer specialty hospital affiliated with the
University of South Florida College of Medicine, and
the Hospice of Hillsborough Inc., an independent,
nonprofit, home-based hospice that began service to
Hillsborough County in 1983. This hospice program
currently manages more than 575 patients each day,
and is among the 10 largest hospices in the country.

Study subjects were selected from all adult cancer
patients receiving hospice care between July 1, 1988
and June 30, 1990 through the Hospice of Hillsbor-
ough Inc., in Hillsborough County. All received their
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- DISEASE MANAGEMENT -

Table 1. Malignant Diagnosis of Hospice Patients (N=76)

Malignancy Number of Patients
Breast 22
Gastrointestinal Tract 17
Lung 13
Genitourinary 13
Head & Neck 6
Myeloma 3
Sarcoma 2

Total 76

inpatient care at the Moffitc Cancer Center prior to
being referred for hospice care.

Demographic, clinical, financial, and prior health
service utilization variables were collected. The start-
ing point for subject entry into this study was set at
admission to the hospice model of care; study end
point was fixed as the date of death. We abstracted
detailed data from each patient’s medical 1record and
financial billing statements. These selected demo-
graphic, clinical, and financial variables were col-
lected by two trained research associates. The
demographic variables consisted of: age, race, gender,
marital status, primary caregiver, and place of death.
Clinical variables examined were: indication for inpa-
tient admission ascertained from inpatient records
and discharge summary, whether related to complica-
tions of chemotherapy and/or radiation therapy, or,
progression of the disease process; number of inpa-
tient admissions; lengths of stay; number of outpa-
tient visits; primary site; date of diagnosis; stage at
diagnosis; date of first metastasis; number of chemo-
therapy regimens; number of radiation treatments,
and number of hormonal therapies. Financial data
gathered included inpatient hospital charges, outpa-
tient hospital charges, and hospice charges.

Hospital and Hospice Charges

Financial data consisted of actual dollar amounts
calculated without per annum inflationary adjustment
or discounting. Hospital inpatient and outpatient
charge data were collected for all study patients from
the time of admission to the hospice model of care
unctil death (study end point) utilizing actual itemized
daily hospital billing statements, expressed in unad-
justed dollars, prior to any contractuals. Hospice
charge data was also collected without adjustment for
all study patients for the entire study period utilizing
actual hospice billing statements. Physician fees were
not included in the financial analysis.

-+ RESULTS -

The malignant diagnosis of the hospice patients are
shown in Table 1. The majority of patients (51%)
were diagnosed with either breast or gastrointestinal
malignancy. The mean age at diagnosis was 56.6 years
(Table 2). The total study population consisted of 26
men and 50 women. As expected, a large percentage
of patients expired at home (55.3%); however, a sig-
nificant number (38.2%) expired in the hospital.

There were a total of 109 distinct inpatient admis-
sions for the 76 hospice patients, of which 8 were
attributable to chemotherapy related side effects (Ta-
ble 3). Pain control was the predominant indication
for 28 admissions. Nausea, vomiting, and dehydra-
tion, arising as a result of disease progression and not

Table 2. Demographic and Clinical Data for Patient
Population

Characteristic Number of Patients (%)

Age at Diagnosis (yrs) 56.6
Gender
Male 34 2
Fernale 65.8
Race
White 81.6
Black 92
Marital Status
Single 79
Married 553
Divorced 21.1
Widowed 15.8
Primary Caregiver at Home
Spouse 48 7
Son 53
Daughter 19.7
Other 26.3
Place of Death
Home 553
Hospital 38 2
Nursing home 4.0
Other 2.6
Cancer Stage at Diagnosis
| 10.5
I 19.7
Il 27 6
[\ 421
Chemotherapy Regimens
None 34.2
Tto2 526
3 or more 13.2
Radiation Regimens
None 30.3
Tto2 60.5
3 or more 9.2
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-+ PALLIATION OF CANCER PATIENTS ---

Table 3. Indication for 109 Inpatient Admissions in 79 Hospice Patients

zures (7.3%), and spinal

cord compression (4.6%).

Admission Due to Admission Within 4 Weeks of . ..

Indication Complications of Cancer Chemotherapy Administration Inte[esFlrl_le’ the majority
Nausea/vomiting 9 2 of admissions were due to
Dehydration 10 the cancer itself, and not
Shortness of breath 13 complications of treat-
Mental status changes 16 ment. This may be a limit-
Seizures 8 ing factor in cutting down
Bowel obstruction ! expense in this group of

Pain control 28 . .
Fover : ; patients needing the pal-
Gl bleed 2 liative care necessary to
Dysphagia ] maintain a reasonable
Spinal cord compression 5 quality of life. This find-
Pathologic fracture 1 ing is similar to that of
Cerebrovascular accident 2 other studiess'lo that dem-
Biliary obstruction ‘ onstrated that most of the
gj:g;; arrhythmias ‘12 Fime spent as an irllpat'ient
Chemotherapy : is c‘iue to Compl_lcatlops
Total 101 8 arising from the disease it-
self racher than to its treat-

ment.

directly due to chemotherapy, accounted for 19 hos-
pital admissions, while mental status changes and
shortness of breath resulted in 29 inpatient admis-
sions. Patients in this study survived an average of 85
days after hospice admission (Table 4). The mean
charge for hospice care was $3,617 while the mean
combined hospice and hospital charge was $16,383.
The mean number of inpatient admissions, inpatient
days, and outpatient visits, per patient, were 1.4, 8.0,
and 4.2, respectively. The total mean hospital charge
for each patient was $12,766, of which inpatient
charges were $11,140 while outpatient charges were
$1,626.

 DISCUSSION -

The phenomenon of
significant periods of hos-
pitalization while on a hospice program has been
noted by others following patients with gynecologic
cancer." It is important to bear in mind these hospi-
talization charges when evaluating studies on the cost
effectiveness of hospice care. If these charges are
included in the total cost of hospice care, they ad-
versely affect the comparison with standard care. Phy-
sicians’ charges were not included in the total charges
collected in this study. If an intention of hospice care
is to greatly minimize hospitalization, then the hospi-
talization charges should clearly not represent the
majority of cost for hospice care as it did in this study
and others.

Normally, hospice patients refuse life-sustain-
ing interventions and wish for palliative care at
home. In this study, some patients in the hospice
program received chemotherapy to palliate symp-

Table 4. Financial and Inpatient Medical Care
Characteristics of Hospice Patients (N=76)

toms due to tumor growth and were hospitalized

to treat side effects due to the chemotherapy or
cancer. Inaddition, the majority of charges for the
hospice patients were incurred by visits to the
outpatient clinic or hospitalization.

Principal indications for admission in this
study included pain control (25.7%), nausea,
vomiting, and dehydration arising as a result of
disease progression (17.4%), mental status
changes (14.7%), shortness of breath (11.9%), sei-

From Hospice Entry to Death
Characteristic Sum Mean
Inpatient charge $846,648 $11,140
Outpatient charge $123,569 $1,626
Total hospital charge $970,217 $12,766
Hospice charge $274,858 $3,617
Hospice & hospital charge $1,245,075 $16,383
Number of admissions 109 1.4
Inpatient days 610 80
Clinic visits 319 42
Survival (days) 6,467 85.1
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-« DISEASE MANAGEMENT ---

Studies have demonstrated that hospice care can
reduce costs by approximately 30-60% when com-
pared to traditional care.’* ™ These studies were based
on charges from Blue Cross and Medicare Part A data.
Three studies demonstrated that mean medical costs
were 27% lower for patients receiving hospice care at
home and 15% lower for patients in hospital-based
hospice care.’*'*!% An important factor appears to be
the length of hospice care. Not all studies addressing
hospice care have demonstrated a reduction in cost of
care when patients were treated for an extended pe-
riod of time by hospice.” Short-term hospice care
results in greater savings.">'* One study'® that ad-
dressed length of hospice care noted that, using re-
gression analysis, hospice care reduced charges by
43.5% during the last month of life. This finding was
reported in the National Hospice Study; the authors
commented that the longer the stay in hospice the
more likely costs incurred exceeded those of conven-
tional care. In this study, the mean duration of hospice

care was 3 months and represents a period of time of

hospice care comparable with other studies.

Hospice care represents a reasonable alternative for
cancer patients who have exhausted curative possibili-
ties and who wish to be cared for at home. Previous
studies have already provided evidence that hospice
care does indeed result in improved quality of life for
both patients and caregivers.”'? This study demon-
strated that even patients on a hospice program in-
curred significant costs due to hospitalizations for the
treatment of complications due to the tumors even
though survival was not significantly affected. If a
major goal of hospice care—to greatly reduce time
spent in hospital at the end of life—is realized, the cost
of hospice care may well be significantly lower than
traditional care.
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