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OIG 2017 WORK PLAN INCLUDES HOSPICE 
 

The Office of the Inspector General (OIG) issued their 2017 “OIG Work Plan. The plan 

provides a comprehensive overview of OIG’s plans for all the programs and services it oversees. 

The Work Plan shares items that have been completed, revised and removed, and includes new 

items that have been started or planned since April 2016. 

 

There are three new areas of oversight that OIG identifies for hospice. The first is “Medicare 

Hospice Benefit Vulnerabilities and Recommendations for Improvement.” While 

recognizing that hospice is important, the report says, “OIG and others have identified 

vulnerabilities in payment, compliance, and oversight as well as quality-of-concerns, which can 

have significant consequences both for beneficiaries and for the program.” In response to this, 

OIG plans to review their audits and investigations and make recommendations for 

improvement. 

 

The second hospice area identified by the plan is “Review of Hospices’ Compliance with 

Medicare Requirements.” OIG plans to review hospice medical records and billing 

documentation to determine whether Medicare payments made for hospice services were made 

in accordance with Medicare requirements. 

 

The third are of new oversight that OIG identified for hospices is “Hospice Home Care – 

Frequency of Nurse On-Site Visits to Asses Quality of Care and Services.” OIG will review 

whether RNS are making required visits to Medicare beneficiaries. 

 

The report notes that, in 2013, over 1.3 million patients accessed the Medicare hospice benefit. 

This care came from over 3900 providers, and the total cost to Medicare was $15.1 billion.  

 

The full report is available online. (OIG, November 2016, https://oig.hhs.gov/reports-and-

publications/archives/workplan/2017/HHS%20OIG%20Work%20Plan%202017.pdf)  
 

 

NATIONAL QUALITY PARTNERS SOUND A CALL TO ACTION TO 

IMPROVE CARE FOR THOSE LIVING WITH ADVANCED ILLNESS 
 

National Quality Partners (NQP) published “Strategies for Change – A Collaborative 

Journey to Transform Advanced Illness Care.”  The publication, developed by a group of 

professionals with expertise in numerous areas, is meant to serve as “a national call to action to 

make person-centered care the standard of advanced illness care.” Advanced illness, says NQP, 

https://oig.hhs.gov/reports-and-publications/archives/workplan/2017/HHS%20OIG%20Work%20Plan%202017.pdf
https://oig.hhs.gov/reports-and-publications/archives/workplan/2017/HHS%20OIG%20Work%20Plan%202017.pdf


 2 

needs “to engage patients, families, and communities as true partners in care planning.”  

 

As America ages, with more than nine million US citizens over age 85 by 2030, the need for 

excellence in advanced illness care is critically important. And the care must meet needs of all 

patients, as well address their personal goals and values. The publication, intended to support 

this improvement in advance illness care, identifies and addresses six key areas of concern 

related to person-centered care, shares insights of care being provided by some 

organizations who are addressing these key issues, and “pinpoints opportunities to use 

measurement to transform advanced illness care.” Overall, the efforts aims to “empower 

individuals with advanced illness, their family members, and caregivers to lead decisions about 

their care and to help physicians and other healthcare providers better navigate end-of-life 

conversations with their patients.” 

 

The brief begins by recognizing the importance of authors Atul Gawande and Paul 

Kalanithi in bringing into focus the issues of our mortality, and focusing on what we value 

most in life. The healthcare system is beginning the shift from focusing on medical needs alone, 

to focusing on person-centered care—meeting medical, social, functional and emotional needs. 

The paper, available online, focuses on the six person-centered preferences of purpose and 

connection; peaceful death and dying; financial security, family and caregiver support; 

emotional and psychological well being; and physical comfort. 

 

The issue brief offers a call to action, saying, “The National Quality Partners’ Advanced 

Illness Care Action Team is leading the way to create a shared sense of urgency to address 

the needs of individuals with advanced illness and their families and caregivers. The Action 

Team is calling for bold action from all stakeholders to transform advanced illness care.” With 

the movement to person-centered care, and the demographics of our aging citizens, the authors 

say, now is the time for seeking how to “embed principles of hospice and palliative care in basic 

medical care and how best to expand the availability of needed services.” 

 

In each of the six key areas noted above, the paper gives examples of the work of programs that 

are leading in addressing these issues. The paper also includes data that highlight the importance 

of doing this work—and doing it well. The press release and the entire brief are online for 

viewing. (National Quality Partners, November 2016, 

www.qualityforum.org/Publications/2016/11/Strategies_for_Change_-

_A_Collaborative_Journey_to_Transform_Advanced_Illness_Care.aspx; Note: from this page 

readers are able to “Download the Publication.”) 
  

 

IN END-OF-LIFE CARE, CULTURE MATTERS 

 

There are many factors that impact the way we look at death and end-of-life issues. One 

important factor among these is our culture and ethnicity. A publication by the American 

Psychological Association, “Culturally Diverse Communities and End-of-Life Care,” defines 

culture as the shared worldview and values that a group holds. Ethnicity refers to the group that 

one belongs to, which holds these shared cultural assumptions and values. Depending on each 

person’s cultural and ethnic identity, our ideas about death and dying can vary immensely. In the 

brochure prepared for the American Psychological Association, Sharon Valente, PhD, RN, & 

Bill Haley, PhD, explore why culture is important, and how culture affects end-of-life 

http://www.qualityforum.org/Publications/2016/11/Strategies_for_Change_-_A_Collaborative_Journey_to_Transform_Advanced_Illness_Care.aspx
http://www.qualityforum.org/Publications/2016/11/Strategies_for_Change_-_A_Collaborative_Journey_to_Transform_Advanced_Illness_Care.aspx
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communication – both with the individual patient and with the overall family system in which 

they exist. 

 

In some cultures, it is unthinkable to speak about death. In Zuni and Korean communities, 

for example, to mention death is taboo. Speaking of a person’s death is seen as causing sadness, 

or even possibly hastening death. Depending on the cultural/ethnic location of different patients 

and their families, end-of-life care providers are presented with unique challenges in providing 

the best care possible, according to the unique needs of their patients. Drs. Valente and Haley 

say, “Clinicians need to respect culture and learn culturally competent strategies to explain 

a person’s illness and health care.” 
 

When health care teams fail to take culture into account, patients’ choices may be ignored. 

Different ethnic groups have distinct “values about using treatment or artificial nutrition with a 

feeding tube, trusting physicians, and participating in decisions.” In Korean culture, it is typical 

to expect the eldest son to make decisions about parents’ end-of-life care. In the African-

American community, there is typically a preference for the most aggressive treatment. Many 

people in all minority ethnic groups distrust the health care system and providers. 

 

How does ethnicity impact advance care planning? A variety of studies have shown that 

different ethnic communities relate to end-of-life care and advance directives in distinct ways. 

One survey found that about one third of Latinos opposed life support that prolongs suffering, 

and most were unfamiliar with hospice care. Another study found that Latinos were divided on 

whether they would want to be informed of a terminal diagnosis. Hospices still serve primarily 

white patients (83%), some Native Americans (6%), African Americans (8%), and Hispanics 

(3%). African American under representation in hospice care may be due to the fact that 

many black Americans believe hospice care to represent a “denial of care.” 
 

Ethnic groups differ in their use of advance directives (ADs). Whites and Asian Americans 

are more likely to use them than others. “Some older Korean-Americans support ADs and 

wish to forego life support, but worry that ADs could create inter-generational conflict if their 

eldest son disapproved.” Cultural traditions based in ideas of karma may discourage advance 

care planning. On the other hand, note the authors, “The Islamic Medical Association of North 

America encourages a living will with do not resuscitate orders if brain death occurs.” Many 

believe that advance directives are a good idea, but they believe that their family already knows 

what they want. Nevertheless, studies have shown that physicians and families are often not good 

at accurately predicting a person’s end-of-life wishes. 

 

Communication can be a significant barrier in end-of-life care, even when the doctor and 

patient share the same set of cultural assumptions. When these shared assumptions are 

lacking, clear communication is even more challenging. Critical messages can get lost in the 

shuffle. For example, a physician may ask a family whether they want “everything possible 

done” to cure a dying parent. Many adult children will feel the obligation to say “yes,” even if 

that might not be the best option for their parent, because allowing a loved one to die would 

leave them with a sense of guilt.  

 

When there is a language barrier, communication can become even more muddled. 

Translation services are often unavailable, especially for lesser-known languages. Many patients 

– such as Koreans and Cambodians – often accept higher levels of pain because they felt unable 
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to communicate with health staff. “Minority cultural groups often believe that the health care 

staff have negative attitudes toward them, use unclear technical terms, and treat them 

differently.” Studies have shown that physicians often do not consider their patient’s culture 

when discussing end-of-life issues. 

 

What is the role of the family in end-of-life care? The answer to this question can vary 

dramatically depending on the cultural group that is answering. Across ethnic groups, family 

members often make great sacrifices to care for loved ones. Although they do not have medical 

training, family members can gain great satisfaction from being able to help their loved ones. At 

the same time, caregivers are at an elevated risk of depression and health problems due to the 

stress of their role. Caregivers can benefit from training, social support, and training to teach 

coping skills. Most people want their family to be able to make choices about end-of-life care, 

rather than cede all decisions to physicians. 

 

Mental health providers can be a great resource for families who have a loved one nearing 

the end of life, helping health care workers to understand patients’ concerns and cultural 

background. “They explain confusing medical terms and clarify CPR, pain management, and 

other treatments and encourage collaboration. Mental health providers also help relieve the 

common emotional distress and grief resulting from a terminal illness or care giving.” 

 

Moving forward, Drs. Valente and Haley say, increased research is called for in the areas 

of culture, communication, and dying. Such research can prevent unwanted treatments and 

misunderstandings that reduce quality of life at the end of life. It is vital that we better 

understand how socioeconomic and cultural factors impact care, and how best to communicate 

with families from a variety of cultural backgrounds. Health workers need to be aware of 

culturally competent strategies for providing care to all patients, avoiding technical jargon 

and providing straightforward information that patients and families need. Policies should 

be put in place that offer advance directive and palliative care options that honor the rich and 

diverse cultural traditions of all patients. (American Psychological Association, 11/2016, 

www.apa.org/pi/aging/programs/eol/end-of-life-diversity.aspx; 

www.apa.org/pi/aging/programs/eol/end-of-life-diversity.pdf) 

 

 

END-OF-LIFE CARE REQUIRES A UNIQUE KIND OF COMPASSION 

 

Speaking out of his experience as a home health aide in St. Louis, Ben Imlay reflects on the 

state of elder care and the experience of end-of-life in America. In The University News, the 

student-run newspaper at Saint Louis University located in St. Louis, MO, Imlay observes that 

while many up-and-coming health care professionals are increasingly well versed in theoretical 

knowledge of end-of-life care, including physician-assisted suicide, far fewer actually have 

hands-on experience providing such care. Despite a growing body of case studies and theory, 

“The careful arguments regarding PAS are irrelevant to practical end-of-life care — for the time 

being at least.” 

 

Consider the matter of physician-assisted suicide. Around 2,300 people have died as a result of 

the suicide measures in the states where it has become legal so far. This is enough to provide a 

theoretical foundation for studies, but not so common that real principles for care have been 

honed and developed by medical practitioners on the ground. “Rather than there being clear 

http://www.apa.org/pi/aging/programs/eol/end-of-life-diversity.aspx
http://www.apa.org/pi/aging/programs/eol/end-of-life-diversity.pdf
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principles, end-of-life care, in practice, is a grey dance between the wishes of family, 

caregivers and patient.” 
 

Nothing is ever as clean and clear as it seems in case studies and academic research, says Imlay. 

The process of dying is hugely unpredictable. “Every one of our capacities comes to a state of 

flux — ambulation, speech, sight, appetite.” While normal medical interventions can address 

some of these fluctuations, treatment becomes essentially meaningless as death approaches. So 

much of the medical system’s logic rests on the idea of preventing death, yet the dying 

process turns this logic on its head. 

 

Once the dying process has begun, it behooves medical staff to consider the (final) life stage that 

the patient is in. They do best to work with an acceptance of death, rather than fighting it tooth 

and nail. “Insisting food consumption or administering medication can cause more discomfort, 

futile discomfort. Our habits that inform us that being cured is worth the pain cease to be valid. 

We must step outside our normal habits of reasoning; we must accept the destination. The 

dignified death is the accepted one.” 
 

Imlay describes stages of death, including the loss of faculties such as sight. These stages must 

be passed through, always recognizing that the dying individual has human needs that transcend 

whatever limitation they are experiencing. “Why would the loss of sight also mean the loss of the 

desire for human interaction? No process of death has been the same, but it is imperative that 

for every step of the way we adapt to the faculties of the individual.” 
 

The final stage of the dying process can be the hardest for families, says Imlay. When the 

individual is no longer conscious, but remains alive, loved ones can feel like the loved one has 

died already. Care must come from a place of love, and of acceptance that death is the 

ultimate destination, no matter how much we might wish otherwise. Ultimately, “end-of-life 

care requires a special approach, a unique kind of accepting compassion.” (The University News, 

11/17, www.unewsonline.com/2016/11/17/end-of-life-care-requires-a-unique-kind-of-

compassion/) 

 

 

HOSPICE AND END-OF-LIFE NOTES 

 

* The Massachusetts Department of Public Health has issued “proposed amendments to 

the proposed regulations governing the licensure of hospice programs.” An article in 

National Law Review examines the proposed changes, and says, “Many of the proposed changes 

are aimed at making the hospice regulations consistent with the rules that govern other health 

facilities such as hospitals and clinics.” “Hospice care continues to be an important component in 

the continuum of care available to patients. For the most part, hospice providers will likely 

welcome the Department’s proposed changes to the hospice licensure regulations.” (National 

Law Review, 11/18, www.natlawreview.com/article/massachusetts-licensure-hospice-programs-

proposed-regulations) 

 

* The National Institute on Aging has released a free consumers’ end-of-life guide. “The 

goal of End of Life: Helping with Comfort and Care is to provide guidance and help in 

understanding the unfamiliar territory of death. This information is based on research, such as 

that supported by the National Institute on Aging (NIA), along with other parts of the National 

http://www.unewsonline.com/2016/11/17/end-of-life-care-requires-a-unique-kind-of-compassion/
http://www.unewsonline.com/2016/11/17/end-of-life-care-requires-a-unique-kind-of-compassion/
http://www.natlawreview.com/article/massachusetts-licensure-hospice-programs-proposed-regulations
http://www.natlawreview.com/article/massachusetts-licensure-hospice-programs-proposed-regulations
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Institutes of Health. It also includes suggestions from healthcare providers with expertise in 

helping individuals and families through this difficult time. Most of the stories included are 

examples of common experiences at the end of life.” The guide includes sections on: 

Providing care at the end of life; care options; dementia; understanding health care 

decisions; what happens when someone dies; things to do after someone dies; getting help 

for grief; end-of-life care planning; and additional resources. (NIA, 11/2016, 

www.nia.nih.gov/health/publication/end-life-helping-comfort-and-care/introduction) 

 

* New research shows that emotional and social quality of life at the end of life might not be 

as bad as we thought. The study’s author, Sandy Schellinger, explains her findings in an 

interview with Minnesota Public Radio, detailing the role that deep listening can play in helping 

patients to have high quality of life at the end of life. Schellinger is a palliative nurse at Allina 

Health’s LifeCourse. The study shows that when end-of-life patients are asked about what they 

value most, 40% name medical issues, and 60% focus on nonmedical issues. (MPR, 11/17, 

www.mprnews.org/story/2016/11/17/end-of-life-not-as-bad-as-most-expect) 
 

* The average caregiver spends around $7,000 out-of-pocket annually to provide care for a 

loved one. “Patients with dementia... make the heaviest claims on caregivers’ personal resources. 

Annual expenses are almost $10,700 for someone with dementia — nearly twice what caregivers 

spend for someone without dementia, AARP reported.” (Kaiser Health News, 11/14, 

khn.org/news/study-many-caregivers-spend-7k-annually-out-of-pocket/) 
 

* End-of-life simulations can help nurses prepare for conversations with patients. “There is 

minimal education on death and dying in undergraduate nursing programs, leaving the students 

unprepared to provide sufficient care to dying patients and their families. … [an] end-of-life care 

simulation can provide a successful and appreciated learning situation for nursing students, 

teaching them communication skills in challenging situations.” (Journal of Hospice and 

Palliative Nursing, 12/2016, 

journals.lww.com/jhpn/Abstract/2016/12000/Simulation_to_Teach_Nursing_Students_About.7.a

spx) 

 

* Research is uncovering keys to effective end-of-life care. National Public Radio interviewed 

Jody Comart, director of palliative care for Hebrew SeniorLife, which runs the Institute for 

Aging Research in Boston, and Justin Sanders, associate director of innovation for the Serious 

Illness Care Program at Ariadne Labs, about the way forward on end-of-life care. “This kind of 

research is changing the standard of care and can empower families and healthcare 

providers to make different - and better - decisions. For example, a dementia patient who is 

still eating well and enjoying music, but develops a gall bladder problem, could be a candidate 

for surgery. A patient who is losing weight and getting lots of infections probably needs 

palliative care.” (WCAI, 11/14, capeandislands.org/post/research-finding-keys-better-end-life-

care-0#stream/0) 
 

* Sensory therapies can provide both physical and psychological comfort to dying patients. 

“Art therapy, music therapy and aromatherapy. One would expect these offered at community 

learning centers. What might be surprising is that they are increasingly being offered by hospice 

organizations. In the past decade hospice directors around the nation have come to realize that 

what are good therapies during the best years of our lives are also vital in our final months and 

days.” (Kenosha News, 11/14, 

https://www.nia.nih.gov/health/publication/end-life-helping-comfort-and-care/introduction
http://www.mprnews.org/story/2016/11/17/end-of-life-not-as-bad-as-most-expect
http://khn.org/news/study-many-caregivers-spend-7k-annually-out-of-pocket/
http://journals.lww.com/jhpn/Abstract/2016/12000/Simulation_to_Teach_Nursing_Students_About.7.aspx
http://journals.lww.com/jhpn/Abstract/2016/12000/Simulation_to_Teach_Nursing_Students_About.7.aspx
http://capeandislands.org/post/research-finding-keys-better-end-life-care-0#stream/0
http://capeandislands.org/post/research-finding-keys-better-end-life-care-0#stream/0
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www.kenoshanews.com/life/the_art_of_dying_sensory_therapies_help_ease_the_mind_body_an

d_soul_of_hospice_patients_490611358.php) 

 

* It is vital to ensure that medical care is consistent with patient goals, write physicians at 

Indiana University’s School of Nursing. “The authors make five recommendations for 

improving consistency with patient preferences: Documenting specific treatment preferences in 

the medical record, i.e. ‘do not place feeding tube’ vs. ‘comfort care.’ Recording treatment 

preferences in a consistent format and location in the patient medical record. Reviewing and 

updating patient preferences regularly to reflect current preferences as clinical condition changes 

over time. Implementing prospective data collection strategies to capture decisions to withhold 

interventions or non-events. Adopting a consistent measurement approach in order to compare 

within and among health care providers, such as specific percentage required for agreement.” 

(Indiana University, 11/14, news.iu.edu/releases/2016/11/elderly-care-preferences.shtml) 

 

 

PALLIATIVE CARE AND OTHER NOTES 

 

“Only Love Remains: Lessons from the Dying on the Meaning of Life,” by Attilio Stajano, 

provides a heart-felt collection of stories based in the author’s experience as a volunteer 

accompanying dying patients on the palliative care unit of a Belgian hospital. “Subtitled 

‘Euthanasia or Palliative Care?,’ it also serves as an examination of the tension between the 

philosophy of palliative care and the growing accessibility of assisted dying. Both through his 

stories and words, Stajano clearly comes out on the side of palliative care and natural death; 

these stories serve to illustrate his case.” (Journal of Palliative Medicine, 11/1, 

online.liebertpub.com/doi/abs/10.1089/jpm.2016.0392) 

 

* According to a review of medical records, palliative care is underused in vascular surgery 

patients at the end of life. “Patients going to the operating room were less likely to get a 

palliative care consultation, and patients having an episode of CPR during hospitalization were 

less likely to have a palliative care consultation or to be placed on comfort care measures.” Yet 

patients who did receive a palliative care consultation were less like to be placed on mechanical 

ventilation. (Medscape, 11/11, www.medscape.com/viewarticle/871680) 

 

* A new program will develop best practices for conservative, palliative care of kidney 

disease patients. “The Mid-Atlantic Renal Coalition (MARC) has received a 15-month grant 

from the Gordon and Betty Moore Foundation to support the development of evidence-based 

best practices for delivering person-centered palliative care to patients with chronic kidney 

disease. The program, named the Pathways Project, will develop tools to establish pathways to 

conservative non-dialytic management, palliative care throughout the continuum of kidney 

disease, and dialysis withdrawal for those patients who choose to stop dialysis.” (Nephrology, 

11/14, www.nephrologynews.com/new-program-will-develop-best-practices-conservative-

palliative-care-kidney-disease-patients/) 

 

* The Washington, DC Council has passed a bill that would legalize physician-assisted 

suicide in the District. The legislation, passed 11-2 by the DC Council, is headed to the desk of 

Mayor Muriel Bowser (D). “A spokesperson for the mayor said Ms. Bowser expects the bill to 

become law, after which it will go to Congress for review.” Marilyn Golden, a senior policy 

analyst at the Disability Rights Education & Defense Fund, says that opponents of the new law 

http://www.kenoshanews.com/life/the_art_of_dying_sensory_therapies_help_ease_the_mind_body_and_soul_of_hospice_patients_490611358.php
http://www.kenoshanews.com/life/the_art_of_dying_sensory_therapies_help_ease_the_mind_body_and_soul_of_hospice_patients_490611358.php
http://news.iu.edu/releases/2016/11/elderly-care-preferences.shtml
http://online.liebertpub.com/doi/abs/10.1089/jpm.2016.0392
http://www.medscape.com/viewarticle/871680
http://www.medscape.com/viewarticle/871680
http://www.nephrologynews.com/new-program-will-develop-best-practices-conservative-palliative-care-kidney-disease-patients/
http://www.nephrologynews.com/new-program-will-develop-best-practices-conservative-palliative-care-kidney-disease-patients/
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will petition Congress to block it. (Washington Times, 11/15, 

www.washingtontimes.com/news/2016/nov/15/dc-physician-assisted-suicide-law-reaches-

mayors-d/) 

 
Hospice News Network is published 45-47 times a year by a consortium of state hospice organizations.  Copyright, 2016.  All rights reserved to 

HNN subscribers, who may distribute HNN, in whole or part, to provider members of the subscribers’ state organizations.  If readers need further 

information, they should consult the original source or call their state association office.  HNN exists to provide summaries of local, state and 

national news coverage of issues that are of interest to hospice leaders.  HNN disclaims all liability for validity of the information.  The 

information in HNN is compiled from numerous sources and people who access information from HNN should also research original sources.  

The information in HNN is not exhaustive and HNN makes no warranty as to the reliability, accuracy, timeliness, usefulness or completeness of 

the information.  HNN does not and cannot research the communications and materials shared and is not responsible for the content.  If any 

reader feels that the original source is not accurate, HNN welcomes letters to the editor that may be shared with HNN readers. The views and 

opinions expressed by HNN articles and notes are not intended to and do not necessarily reflect views and opinions of HNN, the editor, or 

contributors.  Only subscribing state hospice organizations have rights to distribute HNN and all subscribers understand and agree to the terms 

stated here. 
 

http://www.washingtontimes.com/news/2016/nov/15/dc-physician-assisted-suicide-law-reaches-mayors-d/
http://www.washingtontimes.com/news/2016/nov/15/dc-physician-assisted-suicide-law-reaches-mayors-d/

