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“Summary Report on Healthcare Costs: Legal IsdBasgjers and Solutions” (Davino et
al., 2009) clearly indicates that health care cogist be brought under control and that laws and
legal practices are a significant factor, bothontcibuting to the cost problem and in helping to
solve it. In this paper we focus on the end-of-éifed palliative care part of the health system, its
financing and delivery systems. Many single ous fiart of the health care system and attribute
its rising costs to utilization that takes placeha last two years of life, or less. Indeed, maidic
services are often intensive and expensive forrebatly and terminally ill patients; much of
their care takes place in multi-site care settingduding hospitals and even intensive care units.
What are the barriers to developing end-of-lifeeadecision making that is high quality, cost
effective, and in keeping with the wishes and valokdying patients, their families and
caregivers? What are possible solutions to elirmgahese barriers? Medical care near the end
of life is particularly fraught with strong emotinand resistance to understanding its
complexities is strong. It is also ethically imgort to protect dying persons, who surely are
among the most vulnerable members of society, tsoth inappropriate overtreatment and
undertreatment. Balancing values of efficiency hadlth care justice (Sulmasy, 2003) by
employing a social ecology of health model in efdife decision making may be the biggest
challenge posed by spiraling health care costs(ikay & Jennings, 2006). The decisions we
make are decisions that affect individuals in refato their families, caregivers, communities,
the assets and resources of their communitiesthenplublic health.

It is difficult to talk about this as a societytlialk about it we must. Our viewpoint is in
keeping with a conclusion reached in a recent tefpmm the Dartmouth Institute for Health
Policy and Clinical Practice: “The nation needsash program to transform the management of
chronic iliness [i.e. treatment during the last tyears of life] to a rational system where what
happens to patients is based primarily on illnesgsty, medical evidence, and the patient’s
wishes, and where resource allocation and Medgeading can be guided more and more by
knowledge of what is needed to produce cost-effectiigh-quality care” (Wennberg et al.,
2008: 17). We believe that our system can reduperektures near the end of life and improve
quality of care at the same time. Improving comroation in treatment decision making holds a
key, as does improving access to appropriate hegid palliative care. Changes in the law can
facilitate both of these objectives.

Do We Spend Too Much on End-of-L ife Care?

One estimate puts end-of-life care spending @b 1@ percent of total healthcare
spending in the US (Simmons, 2004). The federalitéed program is the primary financing
vehicle for end-of-life care in the United Statesthe aged (Hartman et al., 2008).
Approximately 30% of Medicare program benefits gsent on care at the end of life (Zhang et
al, 2009). The average expenditure on a Medicameftmary during the last year of life is six
(6) times higher than the average per capita expgacearlier in a beneficiary’s lifespan; this
ratio has been fairly constant for two decades éi&\2006; Simmons, 2004). With slower
economic growth in this decade, and forecasts basdxhby-boomers enrolling in the Medicare
program in the next decades, it is expected tleatitiancial burden of end-of-life care that will
fall on public program financing and on familiesabigh 2050 will continue to grow (Banthin et
al., 2008; Hartman et al., 2008; Sisko et al., 2009
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Wennberg and colleagues (2008) and others (Yasaitis, 2009) have presented
compelling research that variations in regionahsiieg patterns on end-of-life care show no
evidence of benefit from higher levels of spendifgr example, in the most supply-sensitive
regions of the country, terminally ill patients awerage had 60 physician visits in the last 6
months of life, compared to 15 visits in the lowsgpply-sensitive regions of the country.
Similarly, the chronically ill spent 6.1 days orea&ge in the hospital in the last 2 years of life i
the least sensitive region, compared to 21.9 halsgétys in the most sensitive region. As a way
of accounting for findings that local factors irghce physicians’ discretionary decision making
in high-spending regions, Sirovich et al. (200&ntify local practice influence on clinical
judgment as having more of a significant role iypbtians’ decision making than adherence to
clinical practice guidelines.

Challenges to the Dartmouth Atlas research “motess’ theory that higher spending
does not correlate with higher quality of care hibgen raised by Cooper and others. Cooper
makes a claim that Medicare spending is not a pfoxtotal health care spending and that
higher Medicare spending in certain regions ofdtentry may point to certain socioeconomic
trends and social ecology factors that would besist@nt with lower quality indicators. Social
capital may also be a consideration (Cooper, 2008)

According to Landrum et al. (2008), spending mosg/mot always be inappropriate
based upon distinctions drawn among types of ¢eteare characterized as recommended,
discretionary or not recommended. These distinstiwould seem to parallel to some extent
beneficial, marginally beneficial, and non-benefidevels of care. The discussion developed by
Landrum and colleagues around these concepts teadisical questions about the value of
spending. In addition to supply drivers, local pi@eenvironment, clinical practice guidelines,
and levels of care, Edmund Pellegrino (2009) reminglthat physician integrity cannot be
overlooked. Like Landrum and colleagues, Pellegratarns to a discussion of values,
reminding us that conscience and meaning are impbfactors in the behavior of physicians
and patients alike. Medicine is more than “econoimientives,” “cost-drivers,” and
commodities.

Barriersto Cost Containment in End-of-Life Care
Legal Barriers

In recent history, the federal government has s@egxpansion of its power to regulate
health care under its constitutional spending, censgand taxing powers (Jost, 2009). The
Medicare Hospice Benefit (MHB) was enacted in 1888 was hailed during the Reagan years
as a major breakthrough in end-of-life care (Byd@fk)1). Hospice has been a successful
program (Mahoney, 1998; Lorenz et al., 2004; Taglaal., 2007). The National Hospice and
Palliative Care Organization (NHPCO) reports tma2007, 1.4 million people with a life-
limiting illness received care from the nation’3@0 hospice providers, with average length of
service increasing to 67.4 days from 59.8 day©Op62ANHPCO, 2008). However, after well
over two decades of experience, in 2009 the MHBdst@s a legal barrier to health care reform,
integration and collaboration across the healtlesys. At the time the legislation was crafted
and in the early years of implementation of thedb¢nthere was concern about cost-
effectiveness (Vladeck, 1984; Mahoney, 1998). Assallt, there were restrictions built into the
MHB that today severely constrain expansion of sg¢e hospice and palliative care services. A
2008 survey of chronically ill adults conductedthg Commonwealth Fund in eight countries
including the U.S. shows that the U.S. leads atlagions in cost-related access problems and in
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poor care coordination (Schoen et al, 2008). Withliurgeoning aging demographic and longer
life expectancies that have transformed the healte landscape, the challenge now for the
federal government is to regulate health care bgtarg opportunities for investment in a public
health infrastructure that supports patient-ceutenggh quality and cost-effective care for
populations (Gostin et al., 2004).

In order to become eligible for the MHB, regulatiarequire that an individual be
certified as having a life expectancy of six (6)ntis or less if the iliness runs its normal course.
The second restriction is that, while on the MH&yular Medicare coverage is suspended and
providers will only be reimbursed for services thave a palliative intent. Normally this means
that to be on hospice, the individual must forgd additional “curative” medical treatments.
Although certain hospices are now adopting and emginting “open access” policies which
permit certain curative treatments, such as cheenafly, at the same time as comfort care, this
is not the general rule. Oncology is a good exarmapkemedical specialty where there may be
perverse incentives driving physician practice gnedeasing costs. The research evidence is that
there may be a need for increasing collaboratidwéxn hospice and oncology in defining the
goals of care for patients at the end of life (layton & Smith, 2008).

While hospices are governed by state licensur@in@ments and federal Medicare
conditions of participation, other providers ofldive care services are not so strictly regulated
Moreover, there still is no clearly defined finamgimechanism for palliative care services that
are not provided by a certified hospice and noeced by the MHB, although palliative
physicians do now have a Medicare billing code.gimss may on their own, or through
contractual arrangements with other entities, mevion-licensed palliative care services to
patients who do not meet the criteria for hosplaghelity, or who do not elect coverage under
the MHB. Such arrangements need to be structuigaepsy to assure that they meet the
necessary requirements under applicable safe Isatthatr may protect them against the federal
anti-kickback laws. (See full Health Care Costs &8p

There is a growing body of evidence that hospiakalliative care services are cost-
effective in various health care settings includiogpitals and nursing homes (Morrison et al.,
2008; Taylor et al., 2007; Connor, 2007-2008). édstconducted in 2002 under the auspices of
the National Hospice and Palliative Care Organima{NHPCO), the Hospice Association of
America, and the Center to Advance Palliative Cdemonstrates the broad support among
hospices nationally for collaborating with hospstal providing palliative care services to those
individuals who do not have the traditional hoseaefit. This study also delineates some of
the significant barriers to such collaboration uathg lack of reimbursement, and legal and
regulatory constraints (Sutton Final Report, 2002).

Meaningful health cost reconfiguration in end-éé-kare will involve collaboration among
providers to establish a continuum of palliativeecdnat not only permits, but incentivizes earlier
access to critical services for the chronicallynlthe last two years of life. Hospice is a suludet
the palliative care continuum of services (Jenni2@93) and should be fully integrated into the
healthcare delivery systems with hospitals, nurbimges, and other providers, physicians and
health professionals. If such delivery system ird&gn is to occur on a larger scale, there are
several bodies of laws and regulations that magrfiete with legal and regulatory reform aimed
at fostering provider innovation and efficiencyaind across the health systems including but not
limited to:

* Federal self-referral laws (42 USC 81395nn(a) (2000
* Federal antikickback laws (42 USC 81320A-7b(b) 2&@ad Supp V 2005));
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» Federal Health Insurance Portability and AccouttitgbAct of 1996 (HIPAA);
and

» State self-referral, corporate practice of mediclivensing,
insurance, certificate of need, and privacy laws.

Consideration should be given to amending lavtkeafederal level, and revising or
instituting new safe harbors against self-refeaatikickback laws to remove obstacles to more
closely allied relationships between providers \@h® committed to shared patient-centered
goals in end-of-life care; the scope of antitiaustl tax-exempt organization laws applicable to
proposed collaboration, care coordination and natign activity should also be examined (Jost,
2009; Fuchs, 2009; Jost & Emanuel, 2008). Jostamdnuel (2008) suggest the formation of a
Commission for Innovation in Delivery Systems thaiuld provide “one-stop” reviews. While
sweeping change cannot be implemented immedidtedge recommendations do deserve urgent
attention as the legal and regulatory structuedfits responsible for a portion of the healthcare
cost escalation. At a minimum, immediate attensbauld be given to examining the
impediments to health research created by the HIPAAacy rule discussed in a recent report of
the Institute of Medicine (Institute of MedicineQ@; Gostin & Nass, 2009).

Access to Palliative Care
Development of a national palliative caredeldhrough legal reform, education and
research is key to cost containment in end ofcléfiee. An ethic of care that is palliative is by
definition, person- and family-centered, interdiciary, and aimed at improving pain and
symptom management, care coordination, physicidiefqiacommunication, and encouraging
conversations with loved ones about the goals i&f, s@lues and treatment preferences (Fins,
2006; Morrison & Meier, 2004).
The National Consensus Project for Qu&tiéjliative Care defines the goals of palliative

care as follows:

...to prevent and relieve suffering and to suppwethiest possible quality of

life for patients and their families, regardlesshad stage of the disease or the need for

other therapies. Palliative care is both a philbgyopf care and an organized, highly

structured system for delivering care. Palliatiseecexpands traditional disease-model

medical treatments to include the goals of enhangumality of life for patient and family,

optimizing function, helping with decision makirend providing opportunities for

personal growth. (National Consensus Project, 2008).
Improving care at the end of life for those who ééife-limiting illness or who are suffering by
increasing access to meaningful palliative careises is an important public health mandate
(Jennings, 2003). Many factors have contributetthéodevelopment of this public health
mandate including the aging demographic (U.S. CeBsuweau, 2008), the epidemiology of
disease with the growing prevalence of chronie#l and the burdens on family caregivers
(World Health Organization, 2004; Raveis, 2004)e Tdst ten years have seen a marked growth
in palliative care programs in the United Statepeeially hospital-based programs (Morrison et
al, 2008; Connor, 2007-2008; Morrison et al, 20@H)J good evidence that hospitals are
achieving cost savings and improvements in carecougs by introducing palliative care teams
(Morrison et al, 2008; Morrison et al., 2005; Snettal., 2003). This growth in hospital-based
palliative care is crucial to improving access aglteving pain and suffering at the end of life
for the frail elderly, many of whom are receivinguge care services during the last year of life
(Zhang et al., 2009; Morrison et al., 2005).
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Recommendations for increasing access to hospat@alhative care include:

1. Establishing appropriate reimbursement and Gimghmechanisms for hospital- based
palliative care consultation and services;

2. Expanding Medicare eligibility criteria for hasp benefits away from the criterion of
patient’s prognostic life-expectancy and toward enmedically suitable utilization, benefit
eligibility, and provider reimbursement standar@agarett, 2007);

3. Making the transition between palliative card aonspice care more seamless and continuous
between health care settings;

4. Expanding access and delivery of hospice arthpad care to chronically and terminally ill
persons residing in long-term care facilities (@end Advance Palliative Care, 2007);

5. Providing support for the development and dissation of i) clinical practice guidelines such
as the Clinical Practice Guidelines for QualitylRtive Care; ii) paradigms such as the
Physician Orders for Life-Sustaining Treatment (D). paradigm that originated in Oregon
and has been shown to be effective in hospicengst{Hickman et al., 2009); and iii)
preference-sensitive decision aids to assist iieathoice (Connor et al., 2007-2008).

5. Funding and developing research that will inferoticy decisions, policy analysis and
implementation, and guide investments in publidthaafrastructure.

6. Developing educational programs to “reintrodulce$pice and palliative care to the public in
light of their new capabilities, flexibility, andceessibility (Jennings, et al. 2003).

Cultural and Attitudinal Barers

Particularly in end-of-life care, it is virtuallynpossible to draw a bright line between
legal, and ethical and social value consideratibagislators and judges feel the same pressures,
value conflicts and emotions that dying personaiy ttamilies, and health care providers do.
Federal and state case law, as well as statutaryhlas set up a standard for end-of-life medical
decision making that focuses strongly on the pesfees and rights of dying patients, notably
when it comes to forgoing life-sustaining medicakrventions. Therefore, the execution and use
of advance directives is extremely important. Betlvave an informal system that nearly as
strongly accedes to patients or to surrogate deoisakers and family members who desire to
continue aggressive and expensive life-sustaingggfrments. The law can be changed to
counteract this, but the key will still be attitndl and behavior change at the bedside. End-of-
life care planning and decision making is fundaraliytelational (Morrissey & Jennings, 2006).
Why is it so hard to opt for a treatment plan dieddoward palliative care goals, quality of life
and comfort, instead of aggressive treatment goals?

UnderstandingOne barrier to changing attitudes is poor andnmalete or inaccurate
information and communication. Patients and fammifiee attuned to medical “miracles” by the
popular culture and media. Providers often givemststent and conflicting information
concerning prognosis and treatment options, sonestiine to genuine medical uncertainty,
other times due to a reticent about giving bad newesdepriving people of hope. Physicians
must learn to recognize when such reticence i®ngdr appropriate and is indeed harmful.
Patients and families need honest assessmenth@ndded to be allowed to move from hoping
for a cure to hoping for comfort and good palliatoare. Any stigma attached to hospice and
palliative care will be mitigated by accurate infation about the effectiveness and benefits of
the services these programs provide. Less inapiptefyr aggressive treatment, and better
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utilization of hospice and palliative care servieel result from more honest and timely
communication at the bedside.

Cultural difference and meaningVe live in an increasingly pluralistic societyul@iral
differences and racially or ethnically based dipareies in health care access make
communication in end-of-life care more difficultelto differences of values and meaning
concerning illness and death and due to suspicidmastrust based on past social
discrimination. Special services and culturally patent efforts must be taken to ensure good
communication and decision making are availablltom end of life care.

Does cost-worthiness in end of life care residthaeye of the beholdet?must be
acknowledged that we will never find the Goldilogant—the “just right” mean between
overutilization and underutilization of expensivfedsustaining treatments in end-of-life care.
The reason for this has to do with the inherenilyjactive aspects of weighing probabilities and
assessing quality of life. There is no science@andardization for that. There will always be a
certain amount of utilization of expensive life-mising treatment and monitoring that is open to
reasonable disagreement. This is the domain ofdimally beneficial” treatment. It poses
probably the single greatest ethical dilemma iatrehship to cost containment in end of life
care.

There may in fact be no principled ethical solutiorthe problem of how to value
“marginally beneficial” end of life treatment atethegal or policy level. Ultimately it will be a
political determination. In the years ahead we talle to ponder the following question: If the
patient’s choices and request are well informedgefg big if, to be sure) should society provide
financial support for medical treatments near the @f life that have some perceived benefit, but
may fall well short of cure and recovery, or substd prolongation of life? Such an
accommodation to diverse beliefs and preferencteeatnd of life will cost some money. But
are the financial savings to be gained by denyuu £hoices worth overriding personal patient
values, religious meaning, and family relationshipthese cases?

Conclusion

We believe that every person is intrinsically wgrémd is entitled to quality health care
that will prevent premature death and relieve paid suffering. We also believe that resources
are limited and that there is no absolute righhaalical treatments. In some instances, such
treatments may have no evidence based warrant apcatually heighten suffering, not only
for patients, but for patients’ families and cavegs. However, we do make a strong case for
expanding access to, and yes, perhaps recogniziggtdo palliative care that relieves the pain
and suffering of every human being who is chromyadllor at the end of life. This may be the
most cost-effective approach to legal and regweteath reform.

References

Banthin, J.S., Cunningham, P. & Bernard, D.M. (206#&ancial Burden Of Health Care, 2001
2004 Health Affairs27(1): 188-195.

Boockvar, K. S. & Meier, D. E. (2006). Palliatieare for frail older adults: “There are
Things | can’ do anymore that | wish | could.J6urnal of American Medical
Association296(18), 2245-2253.



Morrissey & Jennings Cost and EOL care 7

Byock, I. (2001). End-of-life care: A public healthsis and an opportunity for managed care.
American Journal of Managed Cargl2); 1123-1132.

Casarett, DJ. (2007). Is it time to redesign haspiEnd-of-life care at the user interface.
Syracuse, NY: Center for Policy Research, Syratlmseersity Brief No. 35/2007.

Center to Advance Palliative Care (June 2007jproving palliative care in nursing homes
New York, NY: Center to Advance Palliative Care.ailable from
Www.capc.org/support-from-capc/capc publicationsgimg home report.pdf

Cooper, R.A. (2009). States with more health cpe:nding have better quality health care:
Lessons about Medicardealth Affairs 28 (1), w103-w1115.

Connor, S. R. (2007-2008). Development of hospiealliative care in the United States.
Omega (Westport), $6), 89-99.

Fins, J. J. (2006Ralliative ethic of care: Clinical wisdom at lifeend Sudbury, MA:
Jones and Bartlett.

Fuchs, V. R. (2009). Health reform: Getting theeetials rightHealth Affairs28 (2): w180-
w183.

Gostin, L.O., Boufford, J.I. & Martinez, R. M. (200 Future of public’s health: Vision, values
and strategieddealth Affairs 23(4): 96.

Gostin, L.O. & Nass, S. (2009). Reforming the HIPpAvacy rule: Safeguarding privacy and
promoting researchJournal of American Medical Association 303), 1371-1375.

Harrington, S. & Smith, T. (2008). Role of chemarthpy at end of life: When is enough?
Journal of American Medical Association 229), 2667-2675.

Hartman, M., Catlin, A., Lassman, D., Cylus, J. &ffter, S. (2008). US health spending by age:
Selected years through 2004ealth Affairs 27(1): wl-wl2.

Hickman, S.E., Nelson, C.A. et al., (2009). Uséhef physician orders for life-sustaining
treatment (POLST) paradigm program in the hospateéng). Journal of Palliative Medicine,
12(2),133-141.

Institute of Medicine. (2009Beyond the HIPAA Privacy rule: Enhancing privacyproving
health through researciWashington, DC: National Academy Press.

Jennings, B., T. Ryndes, C. D’Onofrio, & Baily, M.A2003). “Access to Hospice Care:
Expanding Boundaries, Overcoming Barriers,” SpeSighplementHastings Center Report
Vol. 33. No. 2 (March/April).



Morrissey & Jennings Cost and EOL care 8

Jost, T.S. (2009). Health care reform requiresrisiorm.Health AffairswWeb Exclusive, July
16, 2009

Jost, T.S. & Emmanuel, E.J. (2008). Legal reforesassary to promote delivery system
innovation.Journal of American Medical Association 299 (22561-2563.

Landrum, M.B. Meara, E.R. , Chandra, A., Guadagioland Keating, N.L. (2008).
Is Spending More Always Wasteful? The Appropriagsn@f Care And Outcomes Among
Colorectal Cancer Patientdealth Affairs 27(1): 159-168.

Mahoney, J.J. (1998). Medicare Hospice Benefit yddrs of success.
Journal of Palliative Medicine(2), 139-146.

Morrissey, M. B., & Jennings, B. (Winter 2006). 8csal ecology of health model in end-of-life
decision-making: Is the law therapeutd@w York State Bar Association. Health Law Journal.
Special Edition: Selected Topics in Long-Term Qaae, 111), 51-60.

Morrison, S.R. & Meier, D.E. (2004). Palliative eaNew England Journal of Medicine
350@5), 2582-2591.

Morrison, R.S., Maroney-Galin, C., Kralovec, P.DMgier, D.E. (2005). The growth of
palliative care programs in United States hospitedarnal of Palliative Medicine,(8),
1127-1134.

Morrison, R., Penrod, J.D., Cassell, J.B., Caukriblogen, M., Litke, A., Spragens, I., & Meier,
D.E. (2008). Cost savings associated with UnitedeSthospital palliative care consultation
programsArchives of Internal Medicine, 168): 1784-1790.

National Consensus Project for Quality Palliativeae€C (2004).Clinical practice guidelines
executive summaryvailable fromhttp://www.nationalconsensusproject.org

National Hospice and Palliative Care Organizat{@008). Facts and figures on hospice care in
America. Washington, DC: National Hospice and Balle Care Organization. Available from
www.nhpco.org

Pellegrino, E.D. (2009). Physician integrity: Whysi inviolable. Connecting American Values
with Health ReformHastings Center Report

Raveis, V.H. (2006). Policies related to end-oé-ifare. In B. Berkman (Edhandbook of
Social Work in Health and Agingp. 903-914) New York: Oxford University Press.

Schoen, C., Osborn, R., How, S.K.H., Doty, M.M. &ugh, J. (2009Health Affairs28 (1): wl-
w16.



Morrissey & Jennings Cost and EOL care 9

Simmons, J. (2004). Financing end-of-life carel.lBerzoff & P.R. Silverman (Edsbiving
with dying: Handbook for end-of-life healthcare ptigioners(pp. 815-824) New York:
Columbia University Press.

Sirovich, B., Gallagher, P. ,Wennberg, D.E. andhé&iis E. (2008). Discretionary decision
making by primary care physicians and the cost.&. Uealth cardHealth Affairs 27 (3), 813-
823.

Sisko A., Truffer, C., Smith, S., Keehan, S., Cyllis Poisal, J.A., Clemens M.K & Lozonitz, J.
(2009). Health spending projections through 201&cd’sion effects and uncertainty to the
outlook.Health Affairs 282): w346-w357.

Smith, T.J., Coyne, P., Cassell, J.B., PenberthyHbopson, A., Hager, M.A.( 2003). A high
volume inpatient specialist palliative care unitlaeaam may reduce in-hospital end-of-life care
costs.Journal of Palliative Medicine,(6), 669-705.

Sulmasy, D. P. (2003). “Health care justice andplaescare,'Hastings Center Report Special
Supplement, 32), S14-S17.

Sutton Group. (2002). Study of hospice-hospitalatmirations. Available from
National Hospice and Palliative Care Organizati@bwite:
www.nhpco.org/files/public/CAPC_-_Survey Survey uttBn_Final Report_4.pdf

Taylor, D.H.J.Ostermann, J. ,Van Houtwen, CH, Tulsky, J. andntaiser, K. (2007). What
length of hospice use maximizes reduction in médixpenditures near death in the U.S.
Medicare program3ocial Science & Medicine 65466-1478.

U.S. Census Bureau. (2008n Aging World: 2008Available from
www.census.gov/prod/2009pubs/p95-09-1.pdf

Vladeck, B. (1984). Limits of cost-effectivenegsnerican Journal of Public
Health 74(7), 652-653.

Wennberg, J. E., F. Fisher, D. C. Goodman, aisd Skinner (2008). Executive Summary of
“Tracking the Care of Patients with Severe Chrdimess: The Dartmouth Atlas of Health Care
2008,” Hanover: Dartmouth Center for Health PoRgsearch.

World Health Organization (WHO) (2008 etter palliative care for older people.
Washington, DC. Available fromittp://www.euro.who.int/document/e82933.pdf

Yasaitis, L., Fisher, E.S., Skinner, J.S. and Chand. (2009). Hospital quality and intensity of
spending: Is there an associatidi&alth Affairs 28(4): w566-w572.

Zhang, B., Wright, A., Huskamp, H.A., Nilsson, M.Et al. (2009). Health care costs in
the last week of life: Associations with end-okli¢onversation®rchives of
Internal Medicine, 16%), 480-488.



