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WILL HOSPICES BE READY TO COMPLY WITH EMERGENCY 

PREPAREDNESS REGULATIONS? 

 

After the experience of Hurricane Katrina, the national healthcare and hospice provider 

Amedisys decided to upgrade its disaster plan. They conducted risk analyses and examined 

local conditions, says an article in Modern Healthcare, to determine how well their facilities 

could respond to natural disaster. Out of this evaluation came a variety of changes for the 

organization. Amedisys established greater coordination with first responders, conducted regular 

emergency drills, and developed closer collaboration with other Medicare providers. Amedisys’ 

plan was put into concrete action during last year’s floods in Louisiana. It was effective in 

helping to keep patients and staff safe.  

 

Now, all hospice providers are being asked to take emergency preparedness a step further. 

In September 2016, CMS finalized a rule requiring 17 types of health care providers, including 

hospices, “to set new policies that result in better coordination with emergency personnel and 

frequent tests and adaptations of emergency plans.” While most experts support these changes, 

there are concerns that some organizations – particularly smaller and more rural facilities – could 

fail to meet the requirements in time. With a CMS deadline looming, there is no time to waste.  

 

“‘I do not see how all facility types can and will be in compliance by November 15,’ says 

Denise Braun, senior manager for healthcare solutions at Evans Inc., a firm that advises 

healthcare organizations on their emergency preparedness plans.”  
 

For many organizations, including hospices, the new CMS rule will require widespread changes. 

CMS, however, hasn’t offered much in the way of concrete details. Last October, CMS 

promised that guidance would come this spring. Now, headed towards summer, that 

guidance still hasn’t arrived. Some are concerned that many facilities may be non-

compliant come November. 

 

Hospices and other care facilities for the frail and elderly “are the ones that are absolutely 

in a uphill battle to be in compliance,” said Scott Aronson, a principal with Russell Phillips 

and Associates, a leading emergency management consultant for healthcare providers.  

 

Emergency preparation is challenging logistically, too. It means establishing coordination 

“with local public health departments, acute-care hospitals, and police and fire departments. A 

March article by the National Association of Home Care and Hospice says, “Providers and 

suppliers ARE expected to meet the requirements of the training and testing program by the 
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implementation date.” The article notes that CMS says, “It is not necessary and is not 

advisable for providers to wait until the interpretive guidance is available to begin planning 

these activities.” 

 

“‘For some hospice providers, that’s going to be a challenge in forming those 

relationships,’” says Jennifer Kennedy, senior regulatory and quality director for the 

National Hospice and Palliative Care Organization.” Given the number of hospices and 

nursing homes, the scale of the challenge to coordinate with local agencies could be huge. There 

are more than four times as many nursing homes in the United States as there are hospitals.  

 

While some facilities are waiting on CMS to issue guidance, others are moving ahead with 

the expectation that they will need to be in compliance in November - even if they don’t 

know what compliance looks like yet. CMS’s Emergency Preparedness Rule and numerous 

other links related to the rule are posted online at the second link below.  

 

The overall costs for providers to meet the regulations are considerable, “but the CMS 

estimated the total cost for providers to adhere to the rule would be more than $370 million 

for the first year and $370 million every subsequent year.” (Modern Healthcare, 5/17, 

www.modernhealthcare.com/article/20170517/NEWS/170519873/nursing-homes-and-hospice-

providers-face-looming-emergency; CMS, www.cms.gov/Medicare/Provider-Enrollment-and-

Certification/SurveyCertEmergPrep/Emergency-Prep-Rule.html; National Association for Home 

Care and Hospice, 3/28, http://www.nahc.org/NAHCReport/nr170328_1/) 

 

 

WHERE ARE THE BEST AND WORST PLACES TO DIE IN AMERICA? 

 

Policy and Politics to Drive Change in End-of-Life Care: Assessing the Best and Worst 

Places to Die in America” is an article in Generations: Journal of the American Society 

on Aging. Data from the Dartmouth Atlas of Healthcare show that there are serious gaps in 

the quality of advanced illness and end-of-life care delivery. With this data in hand, authors 

Andrew L. MacPherson and Ravi B. Parikh utilize analysis to rank the places in America that 

are the best and worst places to die. They also provide a review and exploration of policies 

and politics that impact end-of-life care. 

 

By providing this ranking of best and worst places to die, the authors hope to use 

statistics to drive legislative and regulatory changes that can address disparities in care 

and outcomes. By increasing awareness of what makes for a good death, and a bad one, the 

authors hope to ensure a more equitable distribution of person-centered health care. In order 

to reach this goal, the authors insist that we’ll need a community of stakeholders committed 

to improving care in advanced illness. It will require a cultural shift to avoid unnecessary, 

unwanted care, and to give patients what they most want at the end of life. 

 

Numerous studies have shown that, despite its enormous cost, the US health care system lags 

behind the rest of the industrialized world according to many indicators. Yet MacPherson and 

Parikh argue that insufficient attention has been given to the needs of patients with advanced 

illness, and the ways in which the US health care system fails to serve their needs. “Partially 

as a result of Medicare’s and Medicaid’s disjointed, patchwork payment methodologies, the 

population with advanced illness is under-supported, lacks care coordination, and is too often 

http://www.modernhealthcare.com/article/20170517/NEWS/170519873/nursing-homes-and-hospice-providers-face-looming-emergency
http://www.modernhealthcare.com/article/20170517/NEWS/170519873/nursing-homes-and-hospice-providers-face-looming-emergency
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Emergency-Prep-Rule.html
http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/SurveyCertEmergPrep/Emergency-Prep-Rule.html
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inappropriately readmitted to acute care settings—often against personal care objectives and 

wishes.” Hospice plays a critical role in caring for those with advanced illness and at the 

end of life, yet this benefit remains underutilized.  

 

Americans overwhelmingly prefer to die at home, given the option. Studies have 

confirmed this. Given that fact, the authors look to rates of death in the ICU or in hospital 

settings as a measure of patients receiving care that they do not want at the end of life. They 

use these metrics to develop a ranking of areas of the United States that are most – and least 

– friendly to the general desire of most people to end our lives in a home setting, rather than 

in a hospital. 

 

The authors used six metrics to gauge areas quality of care at the end of life: Deaths in 

ICU; Deaths in hospital; Decedents who had to see ten or more physicians in the last six 

months of life; Decedents who were enrolled in hospice; Decedents with thirty-day 

readmissions for all conditions; Hospital Consumer Assessment of Healthcare Providers and 

Systems [HCAHPS]; Survey responses for provider communication; and HCAHPS survey 

responses for pain management. 

 

The authors highlight high levels of disparity in quality of life at the end of life, 

depending on location. For example:  

 

 The “best” twenty places to die ranged from having 13.9 to 18.7 deaths in hospital per 

100 Medicare deaths; the “worst” twenty places to die ranged from 27.9 to 37.7 deaths in 

hospital per 100 Medicare deaths.  

 

 Cedar Rapids, Iowa, had an average of 22% of Medicare enrollees seeing ten or more 

doctors in the last six months of life, compared to 55.2%in the Bronx, New York.  

 

 Grand Junction, Colorado, only had 15.5 deaths in hospital per 100 Medicare deaths and 

had an average of 60.2 percent of Medicare enrollees enrolled in hospice during the last 

six months of life. (The percentage of Medicare enrollees in hospice during the last six 

months of life ranged from 19.3% to 70.3%.) 

 

These disparities only tell part of the story. “Judging the quality of care by metrics that focus on 

factors such as deaths in the ICU or hospital setting does not provide a complete picture of the 

kind of advanced illness care that was delivered when the person was possibly one month, six 

months, or even two years before death.” Nevertheless, these statistics paint a picture of a system 

that does not serve all Americans equally well. These disparities provide a context for 

advocacy on the local, state, and national levels. They also create a context in which 

individuals with the means to do so are incentivized to seek out better end-of-life care, even 

if it means going outside their current geography.  

 

The authors detail federal and regulatory interventions that have attempted to address disparities 

in care. The article includes a descriptive chart of current legislative efforts. Still, the authors 

acknowledge that legislation is only one piece of the puzzle. “Implementing these initiatives 

requires a dedicated community of stakeholders who are committed to improving the care for 

those with advanced illness.” The authors go on to discuss a variety of initiatives that can 
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improve end-of-life care, including paid end-of-life care consultations, and the Medicare 

Access and CHIP Reauthorization Act. They also detail private-sector innovations.  
 

The authors conclude that policy changes are not the only answer. Culture change is 

necessary. “We will succeed as a nation when we ensure that a person’s goals, values, and 

wishes for care are always honored, and when that principle forms the basis of every care 

delivery model, approach, or technology. Only then can we build a better healthcare system that 

ensures the quality of life, dignity, and best care of every single person.” To review the entire 

article, go to the link below, and then to the article on page 94. (Generations, Spring 

http://viewer.epageview.com/Viewer.aspx?docid=d9cc8c95-887b-4c4a-bb4e-

a75b00f280cf#page=96) 

 

 

HOSPICE AND END-OF-LIFE NOTES 

 

* How do you handle end-of-life care for someone who doesn’t know they’re dying? 

Physician Jessica Zitta says, “In the absence of shared knowledge of this critical information 

with the patient, there is a tendency for the patient to get shuttled onto what I have come to call 

the ‘end-of-life conveyor belt.’ Unfortunately, the path of least resistance is to continue to offer 

medical or procedural solutions for suffering that is unlikely to show any substantial 

responsiveness. The need for counseling, chaplaincy involvement, or family support may go 

unrecognized, to the patient’s great detriment.” (Practical Pain Management 5/2017, 

www.practicalpainmanagement.com/treatments/psychological/how-do-you-handle-end-life-care-

patient-who-does-not-know-they-are-dying) 

 

* We’re bad at death. Can we get better at talking about it? “Talking about death will never 

be easy, but it is increasingly necessary,” writes Dr. Dhruv Khullar for the New York Times. “As 

medical technology advances, there will be more and more we can do — but it’s not always clear 

there’s more we should do. Only through earlier, deeper conversations can we ensure that what 

we want is what we get. And only by acknowledging our gaps can we ensure everyone, 

everywhere gets it.” (New York Times, 5/10, www.nytimes.com/2017/05/10/upshot/were-bad-at-

death-first-we-need-a-good-talk.html) 

 

* What happens the moment after someone dies? Physician BJ Miller, hospice and 

palliative care physician at the University of California, San Franciso, describes a sense of 

“lingering.” “In speaking with Oprah about life and death on OWN’s ‘SuperSoul Sunday’ [Dr. 

BJ Miller] the former executive director of the Zen Hospice Project opened up about his sense of 

what happens in the moments immediately following a death.” The full interview is available 

online. (Huffington Post, 5/16, www.huffingtonpost.com/entry/hospice-doctor-describes-what-

happens-the-moment-after-we-die_us_5914db09e4b0fe039b337060; YouTube Full Interview, 

5/7 www.youtube.com/watch?v=MOhYwtqq1Ww) 

 

* The Center for Practical Bioethics is working to improve advance care planning among 

African Americans by partnering with faith communities. “In November 2015, the Center 

began a two-year project to work with religious communities to address advance care planning in 

African-American communities. … The Center remains committed to improving end-of-life care 

for African-Americans by promoting advance care planning. We are planning the next stage of 

this project and look forward to meeting with our partners and other stakeholders in the next few 

https://www.practicalpainmanagement.com/treatments/psychological/how-do-you-handle-end-life-care-patient-who-does-not-know-they-are-dying
https://www.practicalpainmanagement.com/treatments/psychological/how-do-you-handle-end-life-care-patient-who-does-not-know-they-are-dying
http://www.nytimes.com/2017/05/10/upshot/were-bad-at-death-first-we-need-a-good-talk.html
http://www.nytimes.com/2017/05/10/upshot/were-bad-at-death-first-we-need-a-good-talk.html
http://www.huffingtonpost.com/entry/hospice-doctor-describes-what-happens-the-moment-after-we-die_us_5914db09e4b0fe039b337060
http://www.huffingtonpost.com/entry/hospice-doctor-describes-what-happens-the-moment-after-we-die_us_5914db09e4b0fe039b337060
http://www.youtube.com/watch?v=MOhYwtqq1Ww
http://www.youtube.com/watch?v=MOhYwtqq1Ww
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months.” (Bioethics.net, 5/15, www.bioethics.net/2017/05/improving-end-of-life-care-for-

african-americans-through-advance-care-planning-in-partnership-with-faith-communities/) 

 

* “Mommy, can you see heaven?” A daughter tells her story of the last moments of her 

mother’s life, and the encouragement she discovered about what lies beyond the end of life. 

“Maybe this is the heaven my mother wanted me to find for her as we crisscrossed the Bible. 

Maybe this was the heaven she was seeing when she smiled at me before taking her last breath, 

the type of heaven for which you have to surrender everything else, the kind of heaven that even 

if you could shatter the universe to bits, you would never choose to turn your back on, to return 

to your old life.” (On Being, 5/6, onbeing.org/blog/edwidge-danticat-a-voice-from-heaven/) 

 

* It’s widely believed that older individuals often suffer loneliness, but it’s less common 

than you might think. Loneliness is a visceral feeling of lack, like hunger or thirst. Just like 

hunger and thirst, it can be satisfied. “Loneliness is the exception rather than the rule in later life. 

And when it occurs, it can be alleviated: It’s a mutable psychological state.” (Kaiser Health 

News, 5/18, khn.org/news/like-hunger-or-thirst-loneliness-in-seniors-can-be-eased/) 

 

* Federal agents have raided the offices of a Louisiana hospice, as well as the offices of a 

prominent doctor who founded the hospice in 2005. “Federal agents from the FBI and the 

Office of the Inspector General spent much of Thursday removing documents from the offices of 

a prominent Beaumont doctor and Harbor Healthcare System locations in Beaumont, Houston 

and Southwest Louisiana.” (12News, 5/18, www.12newsnow.com/news/local/fbi-federal-agents-

raid-harbor-hospice-and-offices-of-beaumonts-drarfeen/440778919)  
 

* What does it mean to “hold space” for someone? Heather Plett remembers how her mother’s 

palliative care nurse was the kind of person who could care for the whole person. (Uplift 

Connect, 5/8, upliftconnect.com/hold-space/) 

 

* Health care organizations are developing plans to integrate palliative care and end-of-life 

conversations into all aspects of the medical system. “These efforts are well-aligned with and 

supported by value-based care delivery and payment models, including accountable care 

organizations and bundled payment initiatives that require high levels of care coordination.” 

(Health Affairs, 5/19, healthaffairs.org/blog/2017/05/19/the-humanity-in-end-of-life-care/) 

 

* Dying patients are often given medicine that doesn’t help them. “‘People with life-limiting 

illness often receive medications whose benefit is unlikely to be achieved within their remaining 

life span,’” says Lucas Morin, who authored a study that supports this conclusion (US News and 

World Report , 5/19, health.usnews.com/health-care/articles/2017-05-19/dying-patients-often-

given-medicines-that-wont-help-them) 

 

* Supporting hospice referral is critical, says Dr. Thomas Birch. “Hospice and palliative care 

are bringing dying back to life. Studies have shown that patients receiving these services are not 

only more comfortable, calmer and more in control; but they also live longer than those who 

choose some forms of heroic medical technology.” (KevinMD, 5/16, 

www.kevinmd.com/blog/2017/05/hospice-palliative-care-bringing-dying-back-life.html) 

 

* “Do-Not-Hospitalize” orders reduce hospital or emergency room visits, but few patients 

have them. “Do-not-hospitalize orders help reduce the number of hospital stays and emergency 

department visits for nursing home residents, but they are used by only a small percentage of 

http://www.bioethics.net/2017/05/improving-end-of-life-care-for-african-americans-through-advance-care-planning-in-partnership-with-faith-communities/
http://www.bioethics.net/2017/05/improving-end-of-life-care-for-african-americans-through-advance-care-planning-in-partnership-with-faith-communities/
https://onbeing.org/blog/edwidge-danticat-a-voice-from-heaven/
http://khn.org/news/like-hunger-or-thirst-loneliness-in-seniors-can-be-eased/
http://www.12newsnow.com/news/local/fbi-federal-agents-raid-harbor-hospice-and-offices-of-beaumonts-drarfeen/440778919
http://www.12newsnow.com/news/local/fbi-federal-agents-raid-harbor-hospice-and-offices-of-beaumonts-drarfeen/440778919
https://upliftconnect.com/hold-space/
http://healthaffairs.org/blog/2017/05/19/the-humanity-in-end-of-life-care/
http://health.usnews.com/health-care/articles/2017-05-19/dying-patients-often-given-medicines-that-wont-help-them
http://health.usnews.com/health-care/articles/2017-05-19/dying-patients-often-given-medicines-that-wont-help-them
http://www.kevinmd.com/blog/2017/05/hospice-palliative-care-bringing-dying-back-life.html
http://www.kevinmd.com/blog/2017/05/hospice-palliative-care-bringing-dying-back-life.html
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patients,” according to a new study. (Medical Xpress, 5/18, medicalxpress.com/news/2017-05-

do-not-hospitalize-hospital-emergency-room-patients.html) 

 
 

OTHER NOTES 

 

* A US Senate committee is advancing a bill that aims to improve care for Medicare 

beneficiaries with chronic illness. The Senate Finance Committee approved the 

Creating High-Quality Results and Outcomes Necessary to Improve Chronic 

(CHRONIC) Care Act of 2017. The act “would increase access to telehealth for Medicare 

beneficiaries with chronic illnesses - including those in Medicare Advantage plans --as well 

as provide more incentives for enrollees to receive care through accountable care 

organizations (ACOs). It also would extend the Independence at Home demonstration 

program to keep people in their homes rather than hospitals, allow reimbursement for more 

non-health and social services, and extend permanently MA Special Needs plans that target 

chronically ill beneficiaries.” (MedPageToday, 5/18, 

www.medpagetoday.com/PublicHealthPolicy/Medicare/65416) 

 

* A Nevada Senate panel has voted to allow a physician-assisted suicide measure to 

proceed for further consideration. “Senate Bill 261, sponsored by Sen. David Parks, D-Las 

Vegas, was passed on a 3-2 party-line vote by the Senate Health and Human Services 

Committee, with Republicans voting no.” (Las Vegas Review-Journal, 5/15, 

www.reviewjournal.com/news/2017-legislature/nevada-senate-panel-oks-doctor-assisted-

death-measure/) 

 

* A death with dignity bill advanced in the Maine Senate. “The Senate narrowly voted 16-

15 Thursday to support Republican Sen. Roger Katz's bill. Gov. Paul LePage has said he'll 

veto the legislation, which would allow doctors to prescribe medication that a patient may 

self-administer to hasten death.” (US News and World Report, 5/18, 

www.usnews.com/news/best-states/maine/articles/2017-05-18/maine-senate-advances-death-

with-dignity-bill) 

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