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Abstract

Background and Aim:

Referral contracts are an avenue for understanding
the organizational structure of different hospice or-
ganizations. The aim of the study is to determine
whether an organization’s type and ownership impact

patient referral patterns.

Methods:

A cross-sectional retrospective study was conducted
among a nationally weighted representative sample
of 620 hospice agencies in the United States. The sur-
vey responses were collected using a stratified, multi-

stage probability design.

Results:

The data supported that hospice referral sources are
impacted by organizational variations in ownership
status. The data showed that 101(23.5%) of for-prof-
it hospitals reported a hospital as their main referral
source. Approximately 167(68.5%) of respondents
reported hospitals which were the main referral sourc-
es, were part of a chain. For-profit hospice agencies
were 7.82 times and 4.21 times more likely to have

nursing homes and physicians’ offices as the main
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patient referral source. Not-for-profit hospices were
42% (adjusted odds ratio = 0.58; 95% confidence in-
terval = 0.36-0.9) less likely to have administrators
with a master’s administrator than those with a bach-
elor’s degree. Not-for-profit hospices were 4.42 times
and 1.72 more likely to be part of a change and have

no formal contracts with outside sources.

Conclusion:

Hospice care is a comprehensive interdisciplinary
approach to end-of-life care for patients. The referral
sources are impacted based on their ownership status-
es. Proper knowledge of hospice and hospice services
delivery is essential to provide effective referrals. The
data presents that internal and external factors play
critical roles in the overall referral sources of hospice

organizations.

Keywords:
Hospice care, referral sources, organization owner-

ship, affiliation status

Introduction

For the past two decades, hospice use has
been viewed as a measure for quality end-
of-life care, with a dramatic increase in de-

cedents using hospice from 23% in 2000

to 48.2% in 2017.1" Furthermore, for-profit

hospices has increasingly entered the U.S.
market during the last decade.!"-? This pri-
vatization has affected access to and qual-
ity of hospice care.! Today, there are two
main types of hospice ownership, for-prof-
it and not-for-profit. For-profits tend to

maximize their profits to meet the interests
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of stakeholders, while not-for-profits must
satisfy the mandates and provisions set
forth by the communities and charities that
support them. In many cases, this includes
accepting unfavorable risks to maintain
their nonprofit tax status.*! Furthermore,
hospice care was created as a federal ben-
efit reimbursable by Medicare more than
three decades ago and provides compre-
hensive end-of-life care based on clinician
support and services that, if deemed rea-
sonable, may be elected by patients in any
venue of care.

Thus, physicians and hospital referral co-
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ordinators should be aware of the impact
that improper framing of their hospice ser-
vices discussions might have on a patient(®!
Hospitals are a major referral source for
hospice organizations.!”) Studies have in-
dicated that hospice services, along with
palliative care consulting services, have
increased patient and family satisfaction,
improved quality of life, reduced lengths
of stay in intensive care units, and de-
creased costs of hospitalization.® ') With-
in hospitals, increasing the knowledge of
hospice services has proven to affect the
amount and quality of referrals to hospice
organizations.!'?!

The timely referral of a patient to hospice
can minimize the patient and caregiver’s
distress and can ensure that quality of care
and quality of life are optimized.!'* Physi-
cians are demanding reform to the process
of referring patients to hospice. For physi-
cian offices and hospitals referring patients
to hospices, having pre-established refer-
ral contracts are critical for the optimiza-
tion of resources.!'¥ Despite the benefits
of hospice care, there is a significant level
of variation in who is enrolled in hospice,
which is not based on patient or caregiv-
er preferences. Studies have shown that
health-care system characteristics, such as
health maintenance, organization member-
ship,!**’and region,!'® ' contribute to hos-

pice enrollment. However, to our knowl-

edge, limited studies have explored the
impact of ownership status on referral pat-
terns. Therefore, the purpose of the study
is to determine whether ownership status

impacts patient referral patterns.

Methods

Design and Data Source

This study used a secondary cross-sec-
tional retrospective design to analyze the
U.S. National Home and Hospice Care
Survey (NHHCS),!"®! representing more
than 15,000 agencies and 160,700 home
health aides. The data is publicly availa-
ble through the Centers for Disease Con-
trol and Prevention. Survey responses
were collected by the Centers for Disease
Control and Prevention using a stratified,
multistage probability design. A detailed
methods report on the NHHCS 1s on the
NHHCS website at http://www.cdc.gov/
nchs/nhhcs.htm.!'"®! The data was collected
through in-person interviews with agen-
cy directors and through designated staff
members. There was an omission of pa-
tients or their families and friends. Data
pertaining to agency administrative re-
cords included the year the agency was es-
tablished, the types of services the agency
provided, and referral sources. There are
three main types of agencies: home health,

hospice only, and home health and hos-
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pice. There were 1,036 agencies and data
on 9,416 current home health patients and
hospice discharges from these respected
agencies. Inclusion criteria for the study
was that the agencies provided hospice
care only; 359 agencies were hospice care
facilities. Because NHHCS is a sample
survey and is designed to produce national
estimates for agencies, patient discharg-
es, and home health aides, data analyses
must include sampling weights to inflate
the sample numbers to national estimates.
To help encompass a weighted average
that resembled the onset of the general
population, “strata stratum” and “weight
sizagywt” were used.I' Post implement-
ing survey weight design; the final repre-
sentative sample consisted of 620 hospice
care facilities. The research was reviewed
and categorized as “exempt” by the Insti-
tutional Review Board of the University of
South Carolina because the study analyzed

secondary data.

Measures

The outcome variable within this study is
the number of referrals, based on a per-
centage of all hospice patients as a whole.
This is significant because it will indicate
the percentage of different referrals for a
given type of hospice and any differenc-
es between referral sources. Although the

outcome variable is not indicated on a per

hospice basis, it does explore how differ-
ences within the hospice corporate struc-
tures are related.

Ultimately, this study explored variables
that were based exclusively on hospice
agencies. There are a number of explora-
tory independent variables that were ex-
plored through this study. These include
type of hospice agency, type of owner-
ship, agency director, formal contacts, and
chain.

It is important to note that this information
is solely descriptive. Home health organi-
zations offering home health and hospice
were omitted from the dataset. This did
lower the number of observations that were
available from 1,036 to 359, as previously
noted, but it was believed that having a da-
taset that was completely homogeneous in
respect to organization type was crucial to
the sustainability of any findings. The vari-
able of organizations offering home health
and hospice was omitted, even though
these organizations had a hospice part, be-
cause of the possible effect that having two
different types of organizations might have
on the overall findings of that subgroup.
Ownership status was another focus area
for this study.

Within this area, information was explored
with respect to agency administration, con-
tracts with outside agencies, and agency

chain status. With respect to agency, there
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were two main responses retained during
analysis: for-profit and other. It is impor-
tant to note that “other” included not-for-
profit and government agency ownership.
In exploring the basis of these variables, it
1s important to note that, in some cases, the
organizations might be seen as a “hybrid.”
This refers to organizations that were
for-profit but also had a variable organiza-
tion division that assisted some patients. In
these cases, even though there might be a
nonprofit section, the overall organization
was coded as for-profit. The recipients that
answered “inapplicable/not ascertained,”
“refuse to answer,” or “don’t know” were
omitted from the framework of the study.
When asked, “what is the agency’s main
patient referral source for hospice care,” the
responses were combined to help provide
a better understanding of current trends.
The respondents that answered “hospital”
or “nursing home” were kept intact, while
respondents that indicated “physician’s
office,” “patients/family/friends,” or “all
others” were combined into a single group.
Consolidation with respect to the highest
amount of education that an agency di-
rector or administrator received helped to
streamline this variable. Respondents that
indicated ‘diploma degree in nursing’, ‘as-
sociate’s degree in nursing’, ‘associate’s
degree in health-care administration’, ‘as-

sociate’s degree’ (other health-related), or

‘associate’s degree’ (not health-related)
were reassigned to a category that was re-
named “associate’s degree.” Respondents
that indicated ‘bachelor’s degree in nurs-
ing’, ‘bachelor’s in health-care administra-
tion’, ‘bachelor’s degree’

(other health-related), or ‘bachelor’s de-
gree’ (not health-related) were reassigned
to a category that was named ‘bache-

lor’s degree.” Respondents that indicated

‘master’s degree in nursing’, ‘master’s
in health-care administration’, ‘master’s
degree’ (other health related), ‘master’s

degree’ (not health related), or doctor-
ate-level degree were reassigned to a cat-
egory that was named “graduate degree.”
Respondents that indicated “other” were
omitted.

Formal contracts play a major role with-
in the organizational structure of hospice
organizations. This was extremely evident
when respondents were asked if their or-
ganizations had formal contracts with out-
side agencies or organizations to provide
services to residents, assisted living, life
care or a continuing care retirement com-
munity, hospital, skilled nursing facility,
hospice, or managed organization. Re-
spondents that answered “inapplicable/not
ascertained,” “RF,” or “don’t know” to any
of these questions were omitted from the
study.

A number of hospice organizations are
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members of a chain; therefore, exploring
the variables of being in a chain was im-
portant in this study. There were two main
responses to this question. Respondents in-
dicated either that they were part of a chain
or that they were not part of a chain. Re-
spondents that answered “inapplicable/not
ascertained,” “refuse to answer,” or “don’t

know” were omitted from the study.

Statistical Analysis

STATA 14.2 was used to account for the
complex, weighted, and clustered struc-
ture of the sample design. Statistical signif-
icance was determined by an alpha level
of 0.05 and verified through a 95% (CI).
We conducted univariate and bivariate chi-
square analyses and reported, frequencies,
percentages, and P-values. A logistic re-
gression model was used to explore wheth-
er a hospice organization’s type and own-
ership impact patient referral patterns. We
also reported the P-values from the Wald

statistics.

Ethical Considerations

In accordance with the policy of the Uni-
versity of South Carolina, the University’s
Institutional Review Board categorized
the research as exempt because the study
analyzed secondary data that is publicly

accessible.

Results

The data for this study isolated respond-
ents that were solely a hospice agency.
This was done to help explore the findings
in a hospice-only environment. Although
this did decrease the number of available
participants, it also helped to provide pow-
erful insight into the hospice-only arena.
The number of respondents dropped to a
weighted 620 from a previous participant
pool of 1,036. Table 1 shows the sample’s
descriptive statistics. About 63.1% (426)
of referral sources are from hospitals, a lit-
tle over a third (36.5%, n = 247) of admin-
istrators had diplomas, and another third
(38.2%,n=363) had master’s degrees. The
results of our cross-tabulation chi-square
show a significant relationship between
main referral source, highest degree of the
administrator, part of a chain and having
any formal contract with outside sources,

and hospital ownership status.
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Table 1: General Characteristics of Home Health and Hospice Agencies (NHHCS)

Total For-Profit Others (Not-For-Profit,
Government)
n (%) n (%) n (%)

Main Referral Source*

Hospital

426 (63.1%)

101 (23.7%)

325 (76.3%)

Nursing Home

85 (12.6%)

61 (71.8%)

24 (28.2%)

Physician’s Office 164 (24.3%) | 96 (58.5%) 68 (41.5%)
Highest Degree of Administrator™®
Diploma 347 (36.5%) | 129 (37.2%) 218 (62.8%)
Bachelors 241 (25.3%) | 114 (47.3%) 127 (52.7%)
Masters 363 (38.2%) | 69 (19.0%) 294 (81.0%)
Affiliation

Free Standing

362 (34.9%)

111 (30.7%)

251 (69.3%)

Non-Free Standing 674 (65.1%) | 244 (36.2%) 430 (63.8%)
Part of Chain*

Yes 244 (23.6%) | 167 (68.4%) 77 (31.6%)

No 792 (76.4%) | 188 (23.7%) 604 (76.3%)

Formal contact with outside source*

Yes

801 (77.6%)

238 (29.7%)

563 (70.3%)

No

231 (22.4%)

114 (49.4%)

117 (50.6%)

* Indicated finding were significant with a p<0.05
For-profit hospice agencies were 7.82

times and 4.21 times more likely to have
nursing homes and physicians’ offices as
the main patient referral source than hos-
pitals (Table 2). Not-profit hospices were
42% (Adjusted Odds ratio (OR) = 0.58;
95% Confidence interval (CI) = 0.36, 0.9)

less likely to have administrators with
‘master’s degrees’ than administrators
with ‘bachelor’s degrees’. Not-for-profit
hospices were 4.42 times and 1.72 more
likely to be part of a chain and have no for-

mal contracts with any outside sources.

Table 2. Multivariable logistic regression to examine the association between hospice ownership and main patient referral

source, adjusting for hospice characteristics, n=620

Hospice Ownership Status

Adjusted OR | 95% Confidence Limits

Main Patient Referral Source (Reference: Hospital)

Nursing Home 7.82%** [4.33-14.14]
Physician’s Office 4. 2] %% [2.57-6.89]
Administrator's Highest Degree (Reference: Bachelors)
Diploma 1.07 [0.64-1.80]
Masters 0.58%* [0.36-0.93]
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Affiliation (Reference: Non-Free Standing)

Free Standing | 079 | [0.43-1.43]
Part of Chain (Reference=No)
Yes | 440%xx | [2.69-7.26]

Having any formal contact with outside source (Reference: Yes)

No

| 17| [1.13-2.63]

Exponentiated coefficients; 95% confidence intervals in brackets, 416 observations were removed due to missing data

Discussion

The number of hospice organizations has
grown in the United States from a single
hospice in 1975 to well over 3,400 organ-
izations in 2016.["! Current population
trajectories suggest that hospice organi-
zations will be utilized even more.?” Our
findings conclude that hospice referral
sources are impacted based on their own-
ership status. We highlight that the optimal
hospice structure consistent through all
different environments is not present and
that internal

(i.e., highest degree of administrator) and
external (i.e., within the environment and
hospice agency) factors play critical roles
in the overall referral sources of hospice
organizations.

There were three key findings from the
multivariable analysis. The first shows that
for-profit hospice agencies are more like-
ly to receive referrals from nursing homes
and physicians’ offices than from hospitals.
For-profit hospices typically have great-
er emphasis on nursing home referrals.!*!

Hospices that are part of chains have the

potential to achieve greater efficiency and
quality through mechanisms, such as in-
creased standardization, knowledge trans-
fer, and enhanced information systems.?")
Based on a U.S. national study, approxi-
mately 27% of Medicare-certified hospic-
es do not provide a single day of gener-
al inpatient care.”’ Based on information
from the NHHCS, 32% of hospice agen-
cies had no contracts with any hospitals,
and half of those hospitals did not have a
contract with a skilled nursing facility ei-
ther. This ultimately resulted in a discon-
nect within the continuum of care, where
hospices were unable to provide general
inpatient care referrals for those in need of
inpatient care.”? By 2015, nursing homes
contracted with 3.8 hospice agencies on
average, while only 36% of nursing homes
had residents receiving hospice from one
(17%) or two (19%) agencies, with 20%
of nursing home-hospice users receiving
hospice and nursing home care from en-
tities with overlapping financial interests.
[16. 221 Meaning that the hospice organiza-
tion and the nursing facilitates share own-

ership interests. Notwithstanding common
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ownership between hospice agencies and
nursing homes becoming more common,
the broader health-care sector continues
to consolidate and streamline its corporate
organizational structure.**!

We expanded the literature by our second
key finding, which showed that not-for-
profit hospices were likely to have ad-
ministrators with higher educational at-
tainment. To our knowledge, no research
has examined the impact of administrative
educational attainment level in hospice
agencies. However, borrowing from the
leadership literature, one of the major ben-
efits of higher education in leadership can
be traced to the incorporation of the inter-
disciplinary team approach to careY A
study showed the major barrier for hospice
providers is coordinating with the current
caregiver, which is either a nursing home,
staff member, or caregiver in a private res-
idence. Poor provider relations can easily
derail optimal care for the hospice patient,
making barriers important to address when
providing optimal hospice care.! The fo-
cus for leadership training and care coor-
dination should be at the administration
level.?% 271 Nevertheless, transformational
leadership within hospice has undergone
several changes;®®! however, it continues
to focus heavily on nurses rather than med-
ical doctors and health administrators.!*”]

The components of transformational lead-

ership, behavior, and characteristics are
linked to hospice theory and hospice-spe-
cific practices.?® Many believe this focus
is rooted in the very beginnings of hospice.
There is also a connection between nurse
managers’ attitudes about the existing or-
ganizational culture and the strategy of
the top level and their management idea.
311 Within hospitals, increasing the knowl-
edge of hospice services has proven to af-
fect the amount and quality of referrals to
hospice organizations.*?*¥ Ultimately, due
to the changing health-care landscape and
the incorporation of more nurses and other
clinical staff in management positions, the
overall organizational structure of hospic-
es within the United States will continue
to evolve.l?’ Health care providers cite the
huge burden in correctly estimating prog-
noses and care provided by hospice ser-
vices.*4 Proper knowledge of hospice and
hospice service delivery is critical to pro-
vide effective referrals.l”!

The third key finding highlighted that not-
for-profit hospice agencies were more like-
ly to be part of a chain and have limited
or no formal established contracts with
outside care delivery sources. Having a
referral source between current health-
care providers and a hospice organization
would help mitigate any confusion that
a patient and/or family member(s) might

have.?%! Confusion over services combined
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with emotional issues make the transfer
to hospice a very important yet difficult
choice with which many patients and/or
caregivers are faced. Given that variations
of services exist not only between differ-
ent hospices but also hospices within the
same region or large organization,** hav-
ing a referral contract between health-care
providers and hospice organizations could
help mitigate confusion between service
providers and help ease the anxiety associ-
ated with switching medical providers for
patients, their caregiver(s), and their cur-
rent health-care providers.*> *1 Hospice
care is generally viewed as a gold standard
for life-limiting care. It is believed by
many health-care management executives
that the need for hospice and home health
care services will continue to increase over
the next 30 years to accommodate the cur-
rent “baby boomers” and our nation’s con-
tinued population growth.*® Thus, estab-
lishing formal contracts with external care
providers will ensure smoother handoffs
and easier transitions for the patients and
providers.B

The study presented here has several lim-
itations. The study uses a cross-sectional
design, and thus, we are limited to exam-
ining associations. As this is the first and
the only representative sample of hospice
agencies, it provides us with advantages in

understanding their key referral patterns

and issues, which might persist over time.
These findings justify follow-up surveys to
understand the hospice industry and posi-
tion the industry to meet the needs of an ag-
ing population. Our study fails to address
patients’ feelings about losing their health-
care providers. The largest barrier that pa-
tients indicate when enrolling in hospice is
the fear of losing contact with their current
health-care providers.**! Many qualified
patients fail to utilize hospice services or

enroll too late.!*"]

Conclusion

Our study shows that hospice referral
sources are impacted based on their own-
ership statuses. Future research needs to
address patterns of referrals over time and
to explore the impact of politics and prac-

tice changes on hospice referrals.
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