
 1 

  __________________________________________________ 

HOSPICE NEWS NETWORK 
Recent News on End-of-Life Care 

 

Volume 21, Number 13    April 4, 2017  

A Service of State Hospice Organizations 

 

 

“PRE-HOSPICE” HELPS INDIVIDUALS DIE AT HOME – AND SAVES 

MONEY 

 

In an in-depth article for Kaiser Health News, Anna Gorman describes several individuals 

and families that are benefitting from the innovative model in Sharp Healthcare’s 

Transitions pre-hospice program. The San Diego home-based palliative care program is 

encouraging better results for elderly patients, allowing them to receive the treatment they want 

while remaining in the home environment that is important to them. It seems likely that many 

more such programs are likely to emerge in the years ahead.  

 

Most Americans with life-limiting illness would prefer to spend their days at home, not in 

the hospital. Nevertheless, many people nearing the end of life end up spending much of their 

time moving in and out of hospitals, undergoing invasive treatments, and receiving care that is 

sometimes futile. This system benefits neither the patient, nor the American health care system in 

general. The US health system ends up spending billions of dollars to deliver health services that 

are unhelpful and unwanted. This gap between patient wishes and this very costly reality has 

galvanized physicians, hospital administrators, and policymakers in a search for solutions. 

 

One of the solutions that is emerging is the idea of “pre-hospice” programs designed to give 

elderly patients the care that the want, and to ensure that they spend more time at home. 
Anna Gorman tells the story of Gerald Chinchar, a US Navy veteran, and a Transitions patient. 

Chincar says that he wants to spend his last days in his own home. He values spending time with 

his grandchildren and having the freedom to go play blackjack at the casino when he wants to. 

“If they told me I had six months to live or go to the hospital and last two years, I’d say 

leave me home,” Chinchar says. “That ain’t no trade for me.”  

 

Most aging Americans agree with Chinchar. And many in the health care community are 

increasingly excited that pre-hospice could allow more older Americans to avoid lengthy 

hospitalizations and skyrocketing costs that plague the modern end-of-life experience. In the 

Transitions program, social workers and nurses visit patients in their homes, explaining what 

they can expect as they grow older and more frail. They help clients “make end-of-life plans and 

teach them how to better manage their diseases.” Physicians keep track of their health status and 

avoid unnecessary medications. Unlike hospice care, patients don’t need a terminal diagnosis. 

They can also continue to receive curative care. 

 

Before Transitions, many patients’ only option for care was calling 911 and taking frequent 

trips to the emergency room at the hospital. Now, they have access to around-the-clock 
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support from Sharp’s nursing team. “Transitions is for just that point where people are 

starting to realize they can see the end of the road,” said San Diego physician Dan Hoefer, one of 

the creators of the program. “We are trying to help them through that process so it’s not filled 

with chaos.” 

 

Transitions is a model of care that is likely to expand rapidly as America’s population rapidly 

ages. In the coming years, some 10,000 Baby Boomers will turn 65 each day. Many of these will 

be experiencing chronic health conditions that can benefit from pre-hospice, which is also known 

as “home-based palliative care.” 

 

Yet, despite the great advantages of pre-hospice, it’s not yet clear how the programs will be 

funded. Most of the US health system still relies on a fee-for-service model, with doctors and 

hospital systems being compensated for visits and procedures. Home-based palliative care 

doesn’t fit into that model.  

 

Recently, however, CMS has begun to move away from the fee-for-service model. The 

Affordable Care Act was pivotal in establishing “new rules and pilot programs that reward 

the quality rather than the quantity of care.” The ACA set up “accountable care 

organizations” – networks of doctors and hospitals that share joint responsibility for caring for 

patients. They also share in the cost-savings benefits when patients stay healthier. These changes 

bode well for the future of home-based palliative care. Yet, with the arrival of the Trump 

administration, many are concerned that the emerging payment models and friendly 

environment for palliative care may be in jeopardy. 

 

The Transitions program in San Diego has a strong incentive to maximize patient health. 

They received a fixed monthly amount from Medicare, which means that healthier patients mean 

a healthier bottom line. When patients don’t need costly interventions and invasive hospital 

visits, Sharp Healthcare gets to keep the difference. More details and information are available 

online at the links below. (KHN, 3/27, http://khn.org/news/pre-hospice-saves-money-by-keeping-

people-at-home-near-the-end-of-life/; California Healthline, 3/27, 

californiahealthline.org/news/pre-hospice-saves-money-by-keeping-people-at-home-near-the-

end-of-life/; MedCity News, 3/27, http://medcitynews.com/2017/03/can-pre-hospice-programs-

support-push-towards-value-based-care/; Medscape, 3/30, 

www.medscape.com/viewarticle/877957) 
 

 

AUTHOR ENCOURAGES CDC TO RECOGNIZE PALLIATIVE CARE 

 

In early 2016, the Centers for Disease Control and Prevention released its “Guideline 

for Prescribing Opioids for Chronic Pain.” The goal of the document was to help address 

the epidemic of painkiller addiction raging across the United States. “Unexpectedly, the 

guideline has exposed the extraordinary need for palliative care for millions of patients who 

may live for decades with intractable pain,” writes Barbara Nelson, PhD for Pain News 

Network. Individuals with chronic pain now face huge obstacles to obtaining the opioid 

medications that they need to control intractable pain, especially when the dosage 

exceeds the guideline’s highest recommendation of 90 morphine milligram equivalents 

(MME) per day. 
 

http://khn.org/news/pre-hospice-saves-money-by-keeping-people-at-home-near-the-end-of-life/
http://khn.org/news/pre-hospice-saves-money-by-keeping-people-at-home-near-the-end-of-life/
http://californiahealthline.org/news/pre-hospice-saves-money-by-keeping-people-at-home-near-the-end-of-life/
http://californiahealthline.org/news/pre-hospice-saves-money-by-keeping-people-at-home-near-the-end-of-life/
http://medcitynews.com/2017/03/can-pre-hospice-programs-support-push-towards-value-based-care/
http://medcitynews.com/2017/03/can-pre-hospice-programs-support-push-towards-value-based-care/
http://www.medscape.com/viewarticle/877957
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“This unbending recommendation is too low to provide pain control that will keep many 

intractable pain patients out of agony,” writes Nelson. Since the CDC’s guideline was 

released, many chronic pain patients have lost access to the correct dosage of opioid 

pain medication. This represents a substantial barrier to palliative care in the United 

States. 
 

Dr. Nelson knows this pain up close and personal. Nelson has “an incurable and progressive 

neurological pain disease that, before diagnosis and some pain control, left me unable to 

read.” Her disorder profoundly changed her life.  
 

The new CDC guideline has little compassion for those suffering chronic pain that 

requires a dosage higher than its stated maximum. The primary objective of the CDC 

regulation was, of course, to prevent suffering. In the midst of a nationwide prescription drug 

abuse epidemic, federal regulators sought ways to contain and roll back the devastation. One 

way they chose to do this was to limit the dosage and duration of opioid medications that 

could be prescribed by primary care doctors. The document gives special consideration to 

patients suffering from certain types of pain. Specifically, attention is focused on those 

who are experiencing cancer, need palliative care, or are terminally ill.  
 

But there is a problem with this approach, says Nelson. While palliative care is expressly 

considered by the CDC guideline, many doctors and patients are confused by what palliative 

care actually means. Many mistakenly believe that only actively dying individuals are 

eligible for palliative care, confusing it with hospice. This means that many patients who 

should be receiving compassionate doses of pain medication are not seen as falling under 

federal regulations. 
 

Not all diseases requiring palliative care call for opioids, of course. “But those patients who 

require both palliative care and opioids are virtually invisible in the guideline. Invisible 

patients get neither appropriate nor compassionate pain care.” 

 

So what’s the solution? Nelson proposes that the CDC create a palliative care appendix 

for their guideline. This document would help “all prescribers – not just primary care 

doctors – that would help them provide fully adequate pain relief to palliative care patients 

with life-long pain rather than near-death pain.” The appendix should be informed by the 13 

states that define intractable pain and allow higher doses of opioids. It should also emphasize 

specialized research on specific types of chronic diseases, rather than taking a more general 

view of chronic pain. Above all, the CDC must move away from a “one size fits all” 

approach to palliative care and pain medication. (Pain News Network, 3/28, 

www.painnewsnetwork.org/stories/2017/3/28/why-the-cdc-needs-to-recognize-palliative-

care) 

 

 

C-TAC RELEASES FAITH COMMUNITY PERSON-CENTERED 

PARTNERSHIP BLUEPRINT 

 

The Coalition to Transform Advanced Care (C-TAC) has released an initial blueprint 

to guide partnerships between those providing care to the sickest and frail and faith 

communities. C-TAC’s Faith Community Person-Centered Workgroup reports that it has 

https://www.painnewsnetwork.org/stories/2017/3/28/why-the-cdc-needs-to-recognize-palliative-care
https://www.painnewsnetwork.org/stories/2017/3/28/why-the-cdc-needs-to-recognize-palliative-care


 4 

“established the groundwork for a movement to improve how faith communities and 

stakeholders (health systems, health plans, clinicians, and researchers) work together to care 

for our sickest and most vulnerable people.” The blueprint, now available online, “is 

intended for faith communities and stakeholders to use to develop stronger 

partnerships, work together more effectively, and change advanced care delivery to be 

more person-centered more quickly.”  
 

The blueprint is built around three mutually informing concepts: 

 

Follow Engagement Principles. Understand church decision-making processes and general 

community context. Develop common goals, and build in sustainability.  
 

Build Trust. Affirm individual and group identity. Develop a shared vision and shared 

decision-making. 
 

Develop New Care Paradigms. A conceptual shift is necessary. “Ubuntu stands in contrast 

to the common philosophy of rugged individualism, an American cultural product of the 

frontier.” Learn from the successes of other communities and organizations. 
 

The C-TAC Faith Community Person-Centered Workgroup…  
 

• “Is rooted in the faith community, reflecting the centrality of faith for so many in the 

experience of advanced illness and in dying as well as the faith community’s mission and ability 

to reach the sickest and most vulnerable.”  
 

• “Puts Ubuntu at the center of what it does. To practice the South African principle of 

ubuntu, is to grasp one’s own humanity by recognizing others’ humanity. People need each 

other to be fully human.” 

 

• “Acknowledges that partnerships must build new paradigms to achieve change.” 
 

The blueprint – as well as an executive summary - is available for free download on C-

TAC’s website. (C-TAC, 3/2017, Excutive Summary: www.thectac.org/wp-

content/uploads/2017/03/C-TAC-exec-sum-faith-community-1pg3.pdf; Full Summary: 

www.thectac.org/wp-content/uploads/2017/03/full-summary-faith-community-multi-

page5.pdf)   
 

 

HOSPICE AND END-OF-LIFE NOTES 

 

* H.R. 1828, introduced by Rep. Lynn Jenkins (D-KS) and Rep. Ron Kind (D-WI) was 

introduced on March 30 and referred to the House Committee on Ways and Means. The bill 

would “amend title XVIII of the Social Security Act to provide payments for certain rural 

health clinic and Federally qualified health center services furnished to hospice patients 

under the Medicare program.” The bill addresses a barrier that has troubled rural hospice 

providers for years. As Hospice Action Network explains, the current law “prevents 

physicians at Federally Qualified Health Centers and Rural Health Centers from serving as their 

patients’ hospice attending physician.” (Congress.gov, https://www.congress.gov/bill/115th-

congress/house-bill/1828/actions?r=20; Hospice Action Network, 3/31, 

http://www.thectac.org/wp-content/uploads/2017/03/C-TAC-exec-sum-faith-community-1pg3.pdf
http://www.thectac.org/wp-content/uploads/2017/03/C-TAC-exec-sum-faith-community-1pg3.pdf
http://www.thectac.org/wp-content/uploads/2017/03/full-summary-faith-community-multi-page5.pdf
http://www.thectac.org/wp-content/uploads/2017/03/full-summary-faith-community-multi-page5.pdf
https://www.congress.gov/bill/115th-congress/house-bill/1828/actions?r=20
https://www.congress.gov/bill/115th-congress/house-bill/1828/actions?r=20
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http://hospiceactionnetwork.org/rural-access-to-hospice-act-reintroduced-in-the-house/)  

 

* Dr. Ira Byock appears on Facebook Live events this spring. “Join nationally renowned 

palliative care physician and author Ira Byock, M.D., and Huffington Post contributor and OM 

Media Group co-founder Monica Vila for an inspiring Facebook Live series on living and dying 

well.” The first event was on April 3
rd

. The Dying Well Facebook Live series continues at 9 p.m. 

ET (9 pm EST) May 2. A link for reminders about the events can be found at the link below. (PR 

Newswire, 3/30, www.prnewswire.com/news-releases/facebook-live-series-with-dr-ira-byock-

finding-well-being-through-the-end-of-life-300431549.html) 

 

* Fraud is a serious problem in the hospice community. In 2015 alone, the federal 

government prosecuted over 60 cases of hospice Medicare fraud, representing hundreds of 

millions of dollars in fraudulent charges. Hospice fraud takes a variety of forms, including: 

kickbacks to physicians who provide referrals; “recruiting” hospice patients who are not actually 

eligible; classifying patients as requiring more care than they do; and providing more treatment 

than necessary. (Lexology, 3/27, www.lexology.com/library/detail.aspx?g=17fc6af4-3f6b-40b0-

bb88-4dd8ee5c828f) 

 

* Advance care planning is not about dying, but is about getting the care you want while 

you’re alive, says Edo Banach, President and CEO of the National Hospice and Palliative 

Care Organization. “Like taxes, these conversations can be difficult to begin but once we have, 

we’ve already gotten over the biggest hurdle.” (eHospice, 3/28, 

www.ehospice.com/usa/ArticleView/tabid/10708/ArticleId/21799/language/en-GB/View.aspx) 

 

* How can we measure results in advance care planning? Researchers have found that 

shorter, targeted surveys can bring greater insight. (Journal of Pain and Symptom Management, 

4/2017, www.jpsmjournal.com/article/S0885-3924(16)31209-X/fulltext) 

 

* Why should healthy Millennials choose a health care proxy? It could be more important 

than you think. According to 24-year-old Kimberly Mitchell of The Conversation Project, 

choosing a health care proxy offers the following benefits: It can help you take ownership of 

your health; It means someone has your back; and It can spare your loved ones unnecessary pain. 

(The Conversation Project, 3/23, theconversationproject.org/tcp-blog/why-millennials-should-

choose-a-health-care-proxy/) 

 

* Lawyers have no business being involved in advance care planning, says Phyllis Coletta, 

JD. “You don’t need a lawyer to appoint a health care agent, and living wills are no longer worth 

the paper they are very expensively printed on. Lawyers don’t get this because they don’t get 

health care in the trenches.” (KevinMD, 3/23, www.kevinmd.com/blog/2017/03/lawyers-no-

business-field-advance-care-planning.html) 

 

* Learning to talk about death and dying should happen early and often in the training of 

physicians. “Physicians have a responsibility to initiate and maintain an open channel of 

communication with each patient, understand and address the values that he or she holds dear, 

and talk frankly about the prognosis of his or her disease.” This requires training, practice, and 

attention. (STAT, 3/27, www.statnews.com/2017/03/27/death-doctors-talk-patients/) 

 

* Pets are playing an important role in providing a positive environment for end-of-life 

patients. “Pet therapy is one of the many ways people can volunteer with our agency,” says 

http://www.prnewswire.com/news-releases/facebook-live-series-with-dr-ira-byock-finding-well-being-through-the-end-of-life-300431549.html
http://www.prnewswire.com/news-releases/facebook-live-series-with-dr-ira-byock-finding-well-being-through-the-end-of-life-300431549.html
http://www.lexology.com/library/detail.aspx?g=17fc6af4-3f6b-40b0-bb88-4dd8ee5c828f
http://www.lexology.com/library/detail.aspx?g=17fc6af4-3f6b-40b0-bb88-4dd8ee5c828f
http://www.ehospice.com/usa/ArticleView/tabid/10708/ArticleId/21799/language/en-GB/View.aspx
http://www.jpsmjournal.com/article/S0885-3924(16)31209-X/fulltext
http://theconversationproject.org/tcp-blog/why-millennials-should-choose-a-health-care-proxy/
http://theconversationproject.org/tcp-blog/why-millennials-should-choose-a-health-care-proxy/
http://www.kevinmd.com/blog/2017/03/lawyers-no-business-field-advance-care-planning.html
http://www.kevinmd.com/blog/2017/03/lawyers-no-business-field-advance-care-planning.html
http://www.statnews.com/2017/03/27/death-doctors-talk-patients/
http://www.statnews.com/2017/03/27/death-doctors-talk-patients/
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Nikki Matala, volunteer recruitment manager for Hospice of the Western Reserve. 

(Cleveland.com, 3/31, 

www.cleveland.com/medina/index.ssf/2017/03/pet_therapy_brings_smiles_comf.html; WGCU, 

3/31, news.wgcu.org/post/pet-peace-mind-keeps-hospice-patients-pets-together-final-days) 

 

* What’s on your bucket list? Second Wind Dreams, an outreach of the PruittHealth 

organization in North, South Carolina, and Georgia, is working to make dreams come true for 

patients at the end of life. “Chaplain Rose Manning said it is a way for ‘terminally ill patients to 

give voice to something on their bucket list. We’re trying to give them some joy in their final 

time.’”(Sun Journal, 3/29, www.newbernsj.com/news/20170329/group-offers-bucket-list-

requests-for-hospice-patients) 

 

* New Jersey announces an Internet registry for end-of-life wishes. “The program will start 

small — four pilot projects for a few months — before a statewide launch will let every New 

Jersey resident register their end-of-life directives online.” (NJTV News, 3/31, 

www.njtvonline.org/news/video/nj-internet-registry-end-life-wishes/) 

 

* “My ICU patient lived. Is that enough?” Daniela J. Lamas, a physician in the final stages of 

training, reflects on what patients experience in the ICU, and afterwards. “...Even for those who 

make it home, surviving critical illness often brings with it multiple transitions, from the acute-

care hospital to rehabs and nursing facilities.” (New York Times, 4/1, 

www.nytimes.com/2017/04/01/opinion/sunday/my-icu-patient-lived-is-that-enough.html) 

 

 

PALLIATIVE CARE AND OTHER NOTES 

 

* It’s time to see more palliative care in cardiology, says Andrew E. Esch, MD, MBA. “The 

American Heart Association and American Stroke Association say that palliative care should be 

integrated into the care of all patients with advanced cardiovascular disease and stroke as a 

means to relieve symptoms, improve patients’ satisfaction with their care, reduce costs and 

extend survival.” Yet only a small percentage of cardiology patients have access to palliative 

care. (Cardiovascular Business, 3/27, www.cardiovascularbusiness.com/topics/health-it/easing-

burden-need-more-palliative-care-cardiology) 

 

* Hawaii’s physician-assisted suicide bill has died in committee. “S.B. 1129, also known 

as the ‘Medical Aid in Dying’ bill, initially passed the Senate on March 7, with only three 

votes of opposition. But the bill did not see as much support once it advanced to the House 

Health Committee on Thursday.” (Christian News, 3/28, 

christiannews.net/2017/03/28/hawaiis-physician-assisted-suicide-bill-dies-in-committee/) 
 

* The Justice Department has joined a lawsuit that accuses the insurance giant 

UnitedHealth of participating in “massive Medicare fraud.” UnitedHealth is accused of 

“gaming” the Medicare Advantage payment system, making patients appear sicker than they 

actually are. UnitedHealth denies all wrongdoing. (KHN, 3/28, khn.org/news/justice-

department-joins-lawsuit-alleging-massive-medicare-fraud-by-unitedhealth/) 

 

Thanks to Don Pendley for contributions. 

 

Hospice Analytics is the national sponsor of Hospice News Network for 2017. Hospice Analytics 

http://www.cleveland.com/medina/index.ssf/2017/03/pet_therapy_brings_smiles_comf.html
http://news.wgcu.org/post/pet-peace-mind-keeps-hospice-patients-pets-together-final-days
http://www.newbernsj.com/news/20170329/group-offers-bucket-list-requests-for-hospice-patients
http://www.newbernsj.com/news/20170329/group-offers-bucket-list-requests-for-hospice-patients
http://www.njtvonline.org/news/video/nj-internet-registry-end-life-wishes/
http://www.njtvonline.org/news/video/nj-internet-registry-end-life-wishes/
https://www.nytimes.com/2017/04/01/opinion/sunday/my-icu-patient-lived-is-that-enough.html
http://www.cardiovascularbusiness.com/topics/health-it/easing-burden-need-more-palliative-care-cardiology
http://www.cardiovascularbusiness.com/topics/health-it/easing-burden-need-more-palliative-care-cardiology
http://christiannews.net/2017/03/28/hawaiis-physician-assisted-suicide-bill-dies-in-committee/
http://khn.org/news/justice-department-joins-lawsuit-alleging-massive-medicare-fraud-by-unitedhealth/
http://khn.org/news/justice-department-joins-lawsuit-alleging-massive-medicare-fraud-by-unitedhealth/
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is an information-sharing research organization whose mission is to improve hospice utilization 

and access to quality end-of- life care. For additional information, please call Dr. Cordt 

Kassner, CEO, at 719-209- 1237 or see www.HospiceAnalytics.com. 
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