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Cosponsor S. 2566 and Expand Access to Blood Transfusions
S
for Patients Receiving Medicare Hospice Benefits

Background

The Medicare hospice benefit was established to provide terminally ill Medicare Cosponsor S. 2566
beneficiaries with access to high-quality end-of-life care. Unlike traditional care that . . .

seeks to cure the disease, hospice care focuses on maximizing the quality of life by Which will establish
providing comfort and support services. Hospices receive a per diem payment for each | @ demo program to
patient enrolled and are required to cover all items, services and medications for the provide a separate
palliation and management of the terminal illness and related conditions, including payment model to

blood transfusions.
promote the

Many individuals with hematologic malignancies, including leukemia and lymphoma, . .
provision of

rely on transfusions to address palliative needs related to breathlessness, bothersome
bleeding, and profound fatigue. This can be especially important at the end of life. In | Palliative blood
fact, patients with leukemias are among the most frequent users of transfusion transfusions in
services and represent ~24,500 deaths per year in the United States. hospice.

Cosponsor S. 2566

e The Improving Access to Transfusion Care for Hospice Patients Act of 2021 establishes a demonstration
program that would provide a separate payment model to promote the provision of palliative blood
transfusions in hospice.

* This would allow patients to receive blood transfusions outside of the hospice bundle, while still receiving full
hospice benefits.

Impact on Cost and Quality of Life

* In a study of Medicare beneficiaries with leukemias, those who enrolled in hospice care had an overall
reduction in healthcare costs of $5,000-$15,000 per beneficiary in the last month of life.1

* Alack of hospice care is associated with more adverse events at the end-of-life. Studies show that in the last 30
days of life, patients with hematologic malignancies, when compared to patients with solid tumors, have a
greater number of emergency room visits, hospital admissions, intensive care unit (ICU) admissions, hospital
deaths, and deaths in the ICU.2

Barriers to Access

* Many hospices choose not to provide treatments such as palliative blood transfusions because of their cost,
relative to the daily reimbursement rate for hospice care services. For fiscal year 2021, routine home care,
which represents 97% of all hospice care, will receive a per diem rate of $199.25 for the first 60 days and
$157.49 after that, while the average cost of procurement, storage, and delivery of a unit of packed red blood
cells is $1000. A typical hospice patient with a hematologic malignancy receives two units of red blood cells
once a week.

e Consequently, patients with hematologic malignancies, many of whom need blood product transfusions to
control their symptoms, are less likely to use hospice services than patients with other cancers.3
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