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Abstract
Background—The National Quality Forum (NQF) identified hospice services as a national
priority area for healthcare quality improvement and endorsed a set of preferred practices for
quality palliative and hospice care. This study reports the first national data regarding hospices’
self-reported implementation of the NQF preferred practices and identifies hospice characteristics
associated with more comprehensive implementation.

Methods—We conducted a national cross-sectional survey of a random sample of hospices
(n=591; response rate 84%) from September 2008 to November 2009. We evaluated the reported
implementation of NQF preferred practices in the care of both patients and families.

Results—The range of reported implementation of individual NQF preferred practices among
hospices was 45–97%. Twenty-one percent of hospices reported having implemented all patient-
centered preferred practices, 26% all family-centered preferred practices, and 10% all patient and
family-centered preferred practices. In adjusted analyses, large hospices (100 or more patients per
day) were significantly more likely than small hospices (less than 20 patients per day) to report
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having implemented all patient-centered preferred practices (OR=2.46, 95%CI 1.24, 4.90) and all
family-centered preferred practices (OR=1.88, 95%CI 1.02, 3.45). Similarly, chain-affiliated
hospices were significantly more likely than free-standing hospices to report having implemented
all patient-centered preferred practices (OR=2.45, 95%CI 1.23, 4.87) and all family-centered
preferred practices (OR=1.85, 95%CI 1.01, 3.41).

Conclusions—Hospices’ reported implementation of individual preferred practices for palliative
and hospice care quality was high; however, reported comprehensive implementation of preferred
practices was rare and may be difficult to achieve for small, free-standing hospices.

Keywords
hospice & palliative medicine; quality

INTRODUCTION
The use of hospice services in the U.S. is rapidly expanding, with hospices now serving an
estimated 1.6 million patients.1 Currently, more than one-third of decedents use hospice
services at some point during the course of their illness1 costing Medicare more than $9
billion per year.2 Given this rapid expansion, the National Consensus Project (NCP) was
established by the major hospice and palliative care organizations in the United States (the
American Academy of Hospice and Palliative Medicine, the Hospice and Palliative Care
Nurses Association, the Center to Advance Palliative Care, and the National Hospice and
Palliative Care Organization) to develop Clinical Practice Guidelines for Quality Palliative
Care.3 These guidelines encompass care provided by multiple disciplines and include
physical aspects of care, psychological and psychiatric aspects of care, social aspects of
care, spiritual, religious, and existential aspects of care, cultural aspects of care, care of the
imminently dying patient, ethical and legal aspects of care, and structures and processes of
care. In 2006, the National Quality Forum (NQF) adapted these guidelines into a set of
preferred practices4 for palliative and hospice care quality and identified hospice services as
a national priority area for healthcare quality improvement.

This study reports the first national data regarding the extent to which hospices report
having implemented the NQF preferred practices. Specifically, we report results from a
national survey of hospices regarding their processes of care for serving both patients and
families using measures derived from the work of the NQF in the following five areas: 1)
the frequency of pain and symptom assessment and management, 2) the composition of the
inter-disciplinary palliative care team, 3) the content of patient goals of care discussions, 4)
the extent of supportive services for family caregivers, and 5) the existence of ongoing
quality improvement activities. Although the NQF preferred practices relate to both
palliative care and hospice care, this study measures their application in the hospice setting.
We report the frequency with which hospices report having implemented preferred practices
and estimate the hospice characteristics (including size, years providing hospice care, chain
membership, ownership and region) that are associated with more comprehensive
implementation of preferred practices. As use and expenditures for hospice care accelerate,
identifying successes and potential shortcomings in hospices’ implementation of preferred
practices for palliative and hospice care can help inform efforts to improve quality of care
for patients and their families who face terminal illnesses.
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METHODS
STUDY DESIGN AND SAMPLE

We conducted a national cross-sectional study of a random sample of 775 hospices
operating in the United States from September 2008 to November 2009. We chose our
random sample of hospices from the 2006 Medicare Provider of Services (POS) file
(N=3,036 active hospices), which includes all hospices that participate in the Medicare
program (approximately 93% of all hospices nationally).1 In addition, when the 2008
Medicare POS file (N=3,306 active hospices) became available, we augmented our sample
with hospices that were newly operating between 2006 and 2008. We estimated that 18% of
hospices had been operating for 2 years or less, and thus we randomly selected 139 hospices
(0.18*775) from the 2008 Medicare POS file to establish a total sample of 914 hospices
(775 hospices from the 2006 Medicare POS file and 139 younger hospices from the 2008
Medicare POS file). For each POS file, we used a random number generator to generate a
random sort order for the hospices, and selected hospices from the top of the list until we
had the number needed.

Using the telephone numbers provided in the Medicare POS files, we contacted each
hospice in our sample and obtained the email address of the hospice medical director. We
sent an introductory email letter to each hospice medical director requesting their
participation and a follow-up email with a link to the Web-based survey. Hospice medical
directors were instructed to have the survey completed by the individual(s) at their hospice
most knowledgeable about the survey questions. Hospices that did not respond to the initial
contact received biweekly telephone and email reminders.

SURVEY INSTRUMENT AND MEASURES
The survey instrument was developed after a comprehensive review of published guidelines
from the NQF and the NCP. We developed our survey questions based on the NQF/NCP
preferred practices that were specific to hospice care and that were measurable at the level of
the hospice agency (Table 1).The survey instrument consisted predominantly of closed-
ended items and was pre-tested with 16 hospices to assess the clarity and comprehensiveness
of survey questions using cognitive interviews5 with pre-test respondents. Survey questions
were reviewed for readability and face validity and revised as needed. All research
procedures were approved by the institutional review board of Yale University.

The survey also included questions regarding descriptive characteristics of hospices
including: size (number of patients per day in the past 12 months), years providing hospice
care, whether the hospice was part of a chain of hospices, whether the hospice was vertically
integrated (i.e., affiliated with) with a hospital, nursing home, home health agency or other
healthcare organization, ownership (nonprofit, for-profit, government), and the census
region of the hospice.

STATISTICAL ANALYSIS
We determined the proportion of hospices that reported having implemented each of the
preferred practices in our survey. We estimated the bivariate associations between hospice
organizational characteristics (i.e., size, years providing hospice care, whether the hospice
was part of a chain of hospices, whether the hospice was vertically integrated, ownership,
and the census region of the hospice) and each performance measure using χ2 statistics.

We calculated the total number of patient-centered preferred practices (range 0–10) and
family-centered preferred practices (range 0–7) reported by each hospice. We used bivariate
and multivariable logistic regression models to estimate the associations between hospice
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organizational characteristics and two outcomes: 1) reporting all ten patient-centered
preferred practices; and 2) reporting all seven family-centered preferred practices.

We used multivariable ordered logistic regression models to estimate the adjusted
associations between hospice organizational characteristics and two additional outcomes: 1)
the total number of reported patient-centered preferred practices; and 2) the total number of
reported family-centered preferred practices. We performed all analyses using SAS
software, version 9.1 (SAS Institute, Cary, North Carolina).

RESULTS
STUDY POPULATION

Of the total 914 hospices randomly selected for survey, 208 were excluded because they
were no longer providing hospice care or had closed their facility at the time of the survey,
resulting in 706 hospices eligible to respond. Of these 706 hospices, 591 completed our
survey for a response rate of 84% (591/706). Survey response rates differed by hospice
ownership: non-profit hospices (89% response rate), government owned hospices (86%
response rate), and for-profit hospices (79% response rate) (p-value=0.004 for chi-squared
comparison). There were no significant differences in the response rates by other hospice
characteristics available in the Medicare POS files (i.e., years providing hospice care and
region). Characteristics of our sample of 591 hospices are shown in Table 2.

PREVALENCE OF PREFERRED PRACTICES FOR HOSPICE CARE
For patient-centered preferred practices, more than 90% of hospices reported: providing 24-
hour crisis management phone access to patients and families (97%), having at least nurses,
social workers, physicians, and pastoral care/chaplains expected to attend inter-disciplinary
team meetings (94%), and annually tracking patient satisfaction (94%) and patient falls/
serious injuries and medication errors (90%) (Table 3). Fewer hospices reported including
patient goals of care in discussions of patients’ plans of care not only at initial admission but
also routinely and when clinical conditions changed (55%), and regularly using standardized
assessment tools for pain and symptom management (66%).

For family-centered preferred practices, the highest proportion of hospices reported annually
tracking data on family caregiver satisfaction with hospice overall (97% of hospices) and
annually tracking data on family caregiver satisfaction with bereavement services (89%)
(Table 3). Of all family-centered preferred practices, the least common (45%) was including
family preferences for care in discussions of patients’ plans of care at initial admission,
routinely, and when clinical conditions changed.

In bivariate analyses, hospice size and chain membership were each significantly associated
with the reported implementation of preferred practices. The greatest differences by hospice
size were for having a physician on-call both evenings and weekends, having an ethics
committee or ombudsman, and regularly using standardized assessment tools for pain and
symptom management. The greatest differences between chain and non-chain hospices were
for including patient preferences for care in discussions of patients’ plans of care at initial
admission, routinely, and when clinical conditions changed, and for including family
preferences for care in discussions of patients’ plans of care initial admission, routinely, and
when clinical conditions changed.

HOSPICE VARIATION IN PREFERRED PRACTICES
Of the total 17 measured preferred practices (10 patient-centered and 7 family-centered),
only 10% of hospices reported all 17 practices. For patient-centered care, the mean and
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standard deviation (SD) of the number of preferred practices was 8.2 (SD 1.6), with 21% of
hospices reporting all 10 preferred practices for patients. For family-centered care, the mean
and standard deviation (SD) of the number of preferred practices was 5.6 (SD 1.3), with
26% of hospices reported all 7 preferred practices for families.

HOSPICE CHARACTERISTICS ASSOCIATED WITH PREFERRED PRACTICES
For patient-centered preferred practices, hospices that were larger, members of chains, and
in certain geographic regions (i.e., New England) were more likely to report all ten preferred
hospice practices (Table 4). These associations were apparent in both bivariate and adjusted
analyses. Larger size and chain membership were also significantly associated with
reporting all 7 family-centered preferred hospice practices in both bivariate and adjusted
analyses (Table 4). The results of ordered logistic regression models (with the dependent
variable the number of preferred practices per hospice) were consistent with the logistic
regression results and are not shown.

DISCUSSION
Hospices’ reported implementation of individual preferred practices recommended by NQF
and NCP was high. More than 80% of hospices reported having practices recommended by
the guidelines for the majority of measures in the care of both patients and families. In
addition, the high prevalence of hospices that reported tracking data on patient safety and on
patient and family satisfaction suggests that infrastructure and managerial focus for quality
improvement are present at many hospices. Nevertheless, only 10% of hospices reported
implementing all of the preferred practices measured in this study across both patient-
centered and family-centered care, and substantial variation by hospice characteristics
existed.

We consistently found that larger size and chain membership distinguished potentially
higher quality hospices based on reported implementation of the NQF and NCP guidelines.
Hospices with at least an average of 50 patients per day were twice as likely to report
preferred practices in the care of both patients and families. Hospice size was particularly
important for care processes that required infrastructure investment such as having a
physician on-call evenings and weekends, having an ethics committee, and regularly using
standardized assessment tools for pain and symptom management. Our findings that both
larger size and chain membership were independently associated with greater reported
adherence to preferred practices suggests there may be advantages related to risk sharing and
economies of scale for these hospices. It may be that larger size or chain membership
enables hospices to effectively distribute the financial risk of high-cost patients across a
larger patient population or enables hospices to create economies of scale in staffing and
administration, both of which provide financial stability. A small study of California
hospices6 found that larger hospices and hospices that were members of a chain were less
likely to restrict the admission of potentially high-cost patients, presumably due to their
ability to average the financial risk of high-cost care over a larger patient population. The
potential advantages of hospice chain membership are relevant to documented difficulties7–8

of providing hospice care in rural areas. Given that a rural hospice is unlikely to attain an
advantageous size (e.g., an average daily census of 50 patients), chain membership could
represent a model for bringing high quality hospice care to rural areas. For example,
Medicare could create incentives for either chain-affiliated hospices to move into rural
markets or for rural hospices to affiliate with existing hospice chains.

Hospice size and chain membership were less relevant for clinical aspects of care such as the
reported frequency of pain and symptom management, screening family caregivers at risk
for major clinical depression and complicated grief, and the content of discussions of
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patients’ plans of care. It may be that for clinical care there are fewer opportunities for
economies of scale; whereas for management practices and care coordination activities, the
opportunities for economies of scale are greater. Further, high quality clinical patient care
may be fairly standard across hospice organizational types; whereas process measures less
directly linked to clinical patient care may be more variable.

The preferred practices for palliative and hospice care quality least likely to have been
reported by hospices relate to the content of patients’ plans of care discussions. Specifically,
only 45% of hospices reported that family preferences for care are included in discussions of
patients’ plan of care at initial admission, when clinical conditions change, and on a routine
schedule and only 55% of hospices reported that patient goals of care are included in
discussions of patients’ plan of care at initial admission, when clinical conditions change,
and on a routine schedule. This result is consistent with evidence of the challenges of
communication at the end of life.9–15 It may be that preferred practices addressing
communication in the hospice setting are more difficult to implement at the organizational
level than are more structural preferred practices such as having 24-hour phone access,
tracking data, and the composition of the IDT team.

We found that hospices in New England were more likely than hospices in other regions of
the country to report having implemented preferred practices for quality palliative and
hospice care, adjusting for hospice characteristics including size, ownership, and chain
membership. This may be due to differing market or regulatory environments in New
England compared with other regions that may encourage implementation of preferred
practices. For example, a recent report16 found that communities in New England had
greater geographic access to hospice and were more likely to have 2 or more hospices within
30 minutes than communities in other regions. It may be that greater competition between
hospices in New England provides an incentive for hospices to implement preferred
practices. Further research is needed to evaluate the extent to which local market
characteristics relate to hospice quality.

This study is the first to evaluate the extent to which hospices across the country report
having established preferred practices for quality palliative and hospice care. A limitation of
this analysis is that data are self-reported by hospices and thus may over estimate or under
estimate the true prevalence of preferred practice implementation. Future studies linking
reported preferred practices with patient-level data regarding receipt of specific hospice
services are needed. Second, because the NQF guidelines were relatively new and, in some
cases, lacked specific operational metrics for defining high quality practices, a strength of
this study is that we operationalized and then measured these preferred practices and
established a baseline for future assessments of hospices’ implementation of preferred
practices. Third, we do not have patient level data to verify the frequency with which
clinical care processes are received by patients. However, variation across hospices in care
processes using patient level data has been reported.17–19 Finally, although we had a high
overall survey response rate of 84% and our survey response rate did not significantly differ
by years providing hospice care or region, our survey response rate differed by hospice
ownership and we could not test for differences in survey response rate by other hospice
characteristics such as size.

For physicians referring patients to hospices, these results are encouraging as they highlight
the high prevalence of reported preferred practices in hospices across the country and that
hospices, true to their mission, have implemented preferred practices to care for both the
patient and the family. The focus on care of the family is particularly important given the
poor health outcomes often experienced by caregivers of individuals who are terminally
ill.20–22 However, it is also important for referring physicians to note that very few hospices
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reported all of the preferred practices measured in this study and that smaller hospices, free-
standing hospices, and hospices in certain geographic areas may have operationalized fewer
preferred practices than other hospices.

The identification of hospice care as a high priority area for quality improvement by the
NQF and the subsequent establishment of preferred practices underscore the fact that
hospice care, like other areas of healthcare, must adhere to and embrace quality
improvement. A critical policy question is determining the extent to which hospices are
expected (or will be required) to adopt the set full set of preferred practices. This study
identifies a small subset of hospices that report having already implemented all of the
preferred practices measured in this study, suggesting that comprehensive implementation
may be achievable; however, it may require the structural or economic advantages of larger
size or chain affiliation to achieve.

Acknowledgments
Funding/Support: This work was supported grant 1R01CA116398-01A2 from the National Cancer Institute
(Bradley); and grant 1K99NR010495-01 from the National Institute of Nursing Research (Carlson).

References
1. [Accessed February 2011] NHPCO Facts and Figures: Hospice Care in America. 2010. Available at:

http://www.nhpco.org/files/public/Statistics_Research/
Hospice_Facts_Figures_Oct-2010.pdf(Accessed at

2. Centers for Medicaid and Medicare Services. [Accessed March 2008] Hospice Fact Sheet 2007,
Analysis of Standard Analytical Files. Available at: www.cms.hhs.gov/

3. National Consensus Project. Clinical Practice Guidelines for Quality Palliative Care. Pittsburgh:
2004.

4. National Quality Forum. A National Framework and Preferred Practices for Palliative and Hospice
Care Quality. Washington: 2006.

5. Krause N. A comprehensive strategy for developing closed-ended survey items for use in studies of
older adults. J Gerontol B Psychol Sci Soc Sci. 2002; 57:S263–74. [PubMed: 12198106]

6. Lorenz KA, Asch SM, Rosenfeld KE, Liu H, Ettner SL. Hospice admission practices: where does
hospice fit in the continuum of care? J Am Geriatr Soc. 2004; 52:725–30. [PubMed: 15086652]

7. Virnig BA, Ma H, Hartman LK, Moscovice I, Carlin B. Access to home-based hospice care for rural
populations: identification of areas lacking service. J Palliat Med. 2006; 9:1292–9. [PubMed:
17187537]

8. Virnig BA, Moscovice IS, Durham SB, Casey MM. Do rural elders have limited access to Medicare
hospice services? J Am Geriatr Soc. 2004; 52:731–5. [PubMed: 15086653]

9. The SUPPORT Principal Investigators. A Controlled Trail to Improve Care for Seriously Ill
Hospitalized Patients. The Study to Understand Prognoses and Preferences for Outcomes and Risks
of Treatments (SUPPORT). JAMA. 1995; 274:1591–98. [PubMed: 7474243]

10. Fried TR, O’Leary JR. Using the experiences of bereaved caregivers to inform patient- and
caregiver-centered advance care planning. J Gen Intern Med. 2008; 23:1602–7. [PubMed:
18665427]

11. Csikai EL. Bereaved hospice caregivers’ perceptions of the end-of-life care communication
process and the involvement of health care professionals. J Palliat Med. 2006; 9:1300–9.
[PubMed: 17187538]

12. Olsen ML, Bartlett AL, Moynihan TJ. Characterizing care of hospice patients in the hospital
setting. J Palliat Med. 2011; 14:185–9. [PubMed: 21254814]

13. Fischer GS, Tulsky JA, Rose MR, Siminoff LA, Arnold RM. Patient knowledge and physician
predictions of treatment preferences after discussion of advance directives. J Gen Intern Med.
1998; 13:447–54. [PubMed: 9686710]

Carlson et al. Page 7

Med Care. Author manuscript; available in PMC 2012 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.nhpco.org/files/public/Statistics_Research/Hospice_Facts_Figures_Oct-2010.pdf
http://www.nhpco.org/files/public/Statistics_Research/Hospice_Facts_Figures_Oct-2010.pdf


14. Tulsky JA, Fischer GS, Rose MR, Arnold RM. Opening the black box: how do physicians
communicate about advance directives? Ann Intern Med. 1998; 129:441–9. [PubMed: 9735081]

15. Weiner JS, Cole SA. Three principles to improve clinician communication for advance care
planning: overcoming emotional, cognitive, and skill barriers. J Palliat Med. 2004; 7:817–29.
[PubMed: 15684849]

16. Carlson MD, Bradley EH, Du Q, Morrison RS. Geographic access to hospice in the United States.
J Palliat Med. 2010; 13:1331–8. [PubMed: 20979524]

17. Carlson MD, Morrison RS, Holford TR, Bradley EH. Hospice care: what services do patients and
their families receive? Health Serv Res. 2007; 42:1672–90. [PubMed: 17610443]

18. Carlson MD, Gallo WT, Bradley EH. Ownership status and patterns of care in hospice: results
from the National Home and Hospice Care Survey. Med Care. 2004; 42:432–8. [PubMed:
15083103]

19. Carlson MD, Herrin J, Du Q, et al. Hospice characteristics and the disenrollment of patients with
cancer. Health Serv Res. 2009; 44:2004–21. [PubMed: 19656230]

20. Schulz R, Mendelsohn AB, Haley WE, et al. End-of-life care and the effects of bereavement on
family caregivers of persons with dementia. N Engl J Med. 2003; 349:1936–42. [PubMed:
14614169]

21. Emanuel EJ, Fairclough DL, Slutsman J, Alpert H, Baldwin D, Emanuel LL. Assistance from
family members, friends, paid care givers, and volunteers in the care of terminally ill patients. N
Engl J Med. 1999; 341:956–63. [PubMed: 10498492]

22. Schulz R, Beach SR. Caregiving as a risk factor for mortality: the Caregiver Health Effects Study.
JAMA. 1999; 282:2215–9. [PubMed: 10605972]

Carlson et al. Page 8

Med Care. Author manuscript; available in PMC 2012 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Carlson et al. Page 9

Table 1

National Hospice Survey Questions*

Patient-Centered Preferred Practices

1 How often does your hospice staff monitor pain for patients who are receiving hospice in the home? Response: daily, every few
days, weekly, less often

2 How often does your hospice staff monitor each of the following symptoms (anxiety, constipation, delirium, depression, dyspnea,
fatigue, nausea) for patients who are receiving hospice in the home? Response: daily, every few days, weekly, less often

3 Which of the following standardized assessment tools for pain and symptom management are regularly used by your hospice?
(Check all that apply) Response: Pain Assessment in Advanced Dementia Scale, Edmonton Symptom Assessment System, Brief
Pain Inventory, Baker-Wong FACES Scale, only use tools customized by my hospice

4 Does your hospice provide 24-hour crisis management phone access to patients and families? Response: yes, no

5 Does your hospice have a physician on-call both evenings and weekend hours to provide clinical advice to family caregivers?
Response: yes, no

6 Which staff are expected to attend inter-disciplinary team meetings? (Check all that apply) Response: Physicians, Nurses, Speech/
Occupational/Physical Therapists, Nutritionist/Registered Dieticians, Social Workers, Psychologists, Art/Music Therapists,
Pharmacists, Pastoral Care/Chaplains, Volunteers, Administrators

7 How often are patient goals of care included in discussions of patients’ plans of care? (Check all that apply) Response: at initial
admission, when clinical conditions change, on a routine schedule, not discussed

8 How often are each of the following (advance directives, who the legal surrogate is, patient preferences for place of death) included
in discussions of patients’ plans of care? (Check all that apply) Response: at initial admission, when clinical conditions change, on a
routine schedule, not discussed

9 How often does your hospice track data on patient falls/serious injuries, and medication errors? Response: at least quarterly,
annually, less often, not at all

10 How often does your hospice track data on patient satisfaction? Response: at least quarterly, annually, less often, not at all

Family-Centered Preferred Practices

1 Does your hospice have mechanisms in place to address conflicts of interest related to end-of-life care? (Check all that apply)
Response: Yes, we have an established ethics committee; Yes, we have ombudsmen; No, we do not have any mechanism in place;
don’t know

2 How often are family preferences for care included in discussions of patients’ plans of care? (Check all that apply) Response: at
initial admission, when clinical conditions change, on a routine schedule, not discussed

3 When does your hospice screen family caregivers who may be at increased risk for the following conditions (major clinical
depression, complicated/prolonged grief)? Response: at initial admission, routinely during the patient’s stay, at the time of death, we
do not screen for this

4 Does your bereavement staff provide pre-death planning? Response: yes, no

5 Does your hospice provide bereavement services to family caregivers beyond 12 months after a patient’s death if the family desires
it? Response: yes, no

6 How often does your hospice track data on family caregiver satisfaction with bereavement services? Response: at least quarterly,
annually, less often, not at all

7 How often does your hospice track data on family caregiver satisfaction with hospice overall? Response: at least quarterly, annually,
less often, not at all

*
Survey responses consistent with National Quality Forum and National Consensus Project Clinical Practice Guidelines for Quality Palliative Care

are underlined
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Table 2

Characteristics of Hospices

Total
N=591 %

Size (number of patients per day)

 Less than 20 156 26%

 20–49 151 26%

 50–99 152 26%

 100 or greater 127 21%

 Missing 5 1%

Years Providing Hospice Care

 0 to 4 years 156 26%

 5 to 9 years 93 16%

 10 to 14 years 84 14%

 15 years or more 258 44%

Hospice is a Member of a Chain

 Yes 85 14%

 No 506 86%

Hospice is Vertically Integrated

 Yes 143 24%

 No 448 76%

Ownership

 Nonprofit 283 48%

 For-profit 285 48%

 Government/Other 23 4%

Census Region

 New England 28 5%

 Middle Atlantic 40 7%

 East North Central 92 16%

 West North Central 69 12%

 South Atlantic 96 16%

 East South Central 62 10%

 West South Central 101 17%

 Mountain 51 9%

 Pacific 52 9%
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