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The inaugural hospice was founded by Dame Cicely Saunders 
in 1967 in England, with the aim of alleviating the suffering 
of people dying from cancer or other life-limiting illnesses by 
addressing their pain and other symptoms, as well as their so-
cial, psychological, and spiritual needs. When done well, hos-
pice benefits people with cancer and their families. Hospice 
care reduces pain for patients through expert symptom- 
directed care, thus improving their quality of life.1 It also 
has downstream benefits for family caregivers of patients en-
rolled, with lower risk of complicated grief and higher likeli-
hood of reporting that that their loved ones received excellent 
end-of-life care.2,3 Accordingly, hospice care is considered a 
“gold standard” for end-of-life care for patients with cancer.

As the hospice movement expanded to the US, it was 
led by volunteers and largely supported by donations. The 
goal of these early hospice champions was to provide com-
fort care, primarily to those with cancer, and enable them to 
die at home with the support of hospice, rather than in the 
hospital. In 1982, the Tax Equity and Fiscal Responsibility 
Act authorized Medicare to cover hospice care under the 
Medicare Hospice Benefit. This provided hospices with a 
fixed per diem reimbursement per patient enrolled in hospice. 
In 1989, the Omnibus Reconciliation Act increased this per 
diem reimbursement rate by 20%. Subsequently, the num-
ber of for-profit hospices surged from roughly 10% in the 
early 1990s to more than 70% by 2020. The transition of 
hospice from a grass roots movement to a for-profit industry 
has fueled debate regarding the impact of this transition on 
the quality of hospice care delivered to patients and families.

Evidence supporting the relief of suffering and improved 
end-of-life care provided by hospice is in contrast with recent 
media reports of cases of poor-quality care driven by profit- 
motivated hospices.4 Concerns have arisen regarding both ac-
cess to hospice care for patients with cancer and the quality 
of that care. These concerns often involve profit-driven prac-
tices to place limits on supportive and palliative care options 
considered “gray areas” for hospice coverage.5,6 For example, 
expensive oral targeted agents that can be easily adminis-
tered in the home setting and that may palliate symptoms are 
now available for many patients with cancer. Moreover, peo-

ple with blood cancers may continue to benefit from blood 
 transfusions to address symptoms of fatigue, dyspnea, and 
bleeding near the end of life.7 Yet, many for-profit hospice 
organizations do not provide these services for their patients 
who may desire them.8

The fact that for-profit hospices have come to dominate 
the hospice sector and that their practices and patient pop-
ulations align with the financial incentives in our health-
care system is clear.9 There is a substantial evidence base 
identifying ownership differences in both quality and access 
to hospice. In comparison to nonprofit hospices, for-profit 
hospice agencies provide a narrower range of clinical ser-
vices, have higher frequency of complaint allegations, have 
higher rates of hospital and intensive care unit admissions, 
and are more likely to discharge patients prior to death.10–15 
Although differences in quality often garner the most atten-
tion, the more incremental changes in access to hospice are 
also concerning.

People with cancer are not the population targeted by 
for-profit hospices. This has been consistently document-
ed.11,12 There are at least 3 key reasons for this. First, the range 
of treatment and palliative options within oncology (eg, oral 
agents, transfusions, palliative radiation) has expanded, thus 
increasing the cost of caring for those with cancer who are 
eligible for hospice. This range of available therapies serves 
to increase the cost to hospices of caring for those with can-
cer. Accordingly, for-profit hospices are more likely to adopt 
restrictive admission practices that discourage patients with 
cancer from enrolling to limit the costs associated with the 
additional care options for this population.8,16,17

Second, people with cancer have increasingly shorter hospice 
enrollment periods.18-20 Fewer days with hospice tends to be 
less profitable for hospices because the high-intensity,  high-cost 
first and last days of hospice care are offset by fewer lower- 
cost days in between. For-profit hospices may thus recruit pa-
tients with dementia or other diagnoses that are more likely 
to guarantee longer lengths of hospice enrollment.11 Although 
the 2016 Medicare Hospice Benefit payment reforms to pro-
vide increased reimbursement rates for the first 60 days of 
hospice enrollment were intended to reduce the incentive for 
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long hospice enrollment periods, they appear to have had lit-
tle to no impact on hospice duration.21

Finally, people with cancer do not tend to live in nursing 
homes or assisted living facilities.22 Residential settings in 
which people live in close proximity to one another and in 
which there may be on-site supportive services decreases the 
costs of care for hospices. Therefore, for-profit hospices may 
be more likely to cultivate referral networks within nursing 
homes and assisted living facilities and less likely to build re-
lationships with cancer centers.12 Growth of for-profit hospice 
penetration in these residential settings has been substantial.

Given that for-profit hospices continue to expand across 
the US through growth in size, chain ownership, and even 
private equity involvement should we be concerned regarding 
future access to hospice for persons with cancer? What do the 
data say?
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Longitudinal data demonstrate a striking correlation be-
tween the increasing proportion of for-profit hospices in the 
US and the decreasing proportion of hospice patients with 
cancer (Authors' estimates based on data from the General 
Accounting Office, Medicare claims, and National Hospice 
and Palliative Care Organization Facts and Figures report.). 
Although causality cannot be gleaned from these data and 
the number of persons with cancer accessing hospice has in-
creased over time, it is reasonable based on the aforemen-
tioned “unprofitable” characteristics of the cancer population 
and the financially motivated practices of for-profit hospices 
to be concerned about hospice access for those with cancer.

So what can we do to ensure that persons with cancer can 
both access hospice and receive high-quality care when en-
rolled? Several strategies have been proposed.

One idea gaining traction is implementing policies that 
allow carve-out payments for palliative treatments that are 
more costly than routine hospice care. Such policies have the 
potential to reduce restrictive hospice admission practices 
for people with cancer. A recent innovative example of this 
is the S.2566 bill: “Improving Access to Transfusion Care 
for Hospice Patients Act of 2021,”23 which calls for testing 
a model of care for people with hematologic malignancies, 
in which blood transfusions during hospice enrollment are 
paid for separately from the hospice all-inclusive per diem 
payment. Only a minority of hospices enroll patients with 
blood cancers who want to receive palliative transfusions, 
with for-profit hospices less likely to enroll this population.12 
Policies such as the S.2566 bill that allow separate payment 
for costly treatments that are palliative near the end of life 
may promote greater access to hospice care for people with 
cancer.

Another policy strategy is to reimburse hospices different 
amounts based on patient diagnosis instead of the current 
system that does not consider patient diagnosis in the per 

diem reimbursement rate. In a diagnosis-adjusted system, re-
imbursement rates for patients with cancer would be greater 
than the typical fixed-rate given their higher care needs.

Finally, increasing access to hospice for persons with 
cancer must be matched by a strong commitment to high- 
quality care. Although the Centers for Medicare and Medicaid 
Services launched a public website reporting quality measures 
for hospices in 2017, for-profit hospices, particularly those in 
competitive markets, have been significantly less likely to par-
ticipate.24 Policies that promote mandatory and timely pro-
vision of hospice quality reporting, along with consequences 
for poor performance on quality measures, are needed. In ad-
dition, oncologists should make patients and families aware 
of this public data to help guide decision making when select-
ing hospice agencies.

It is essential that the quest for profit does not overpow-
er the mission at the core of the hospice movement. Dame 
Cicely Saunders originally envisioned hospice as a model 
of comfort-focused care specifically for people dying from 
advanced cancer and to support their families. The field of 
hospice has since grown exponentially to care for people suf-
fering from various types of life-limiting illnesses. Although 
some people dying of cancer may not be deemed “profitable,” 
we need hospices, regardless of ownership or tax status, to 
continue to provide access to compassionate physical, emo-
tional, and spiritual care for people with cancer near the end 
of life.
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