
OxyContin abuse causes chilling
effect in pain management
Educate docs to keep pain control and quality of life on track

Take one of the most powerful narcotics on the market, crush it
into a fine powder, and you’re left with one of the most sought-
after illegal drugs on the street. Legally sold in a time-release pill

to treat chronic pain, OxyContin is one of the most effective narcotics
used by physicians to treat pain caused by cancer and other diseases.
Those who use OxyContin illegally grind the pill to disable its patented
time-release mechanism and then snort or inject the drug to achieve a
potent and immediate opiate high.

The drug is so effective and addictive as an illegal street drug that its
going rate is a dollar a milligram, or $40 for a 40 mg pill. OxyContin
prescriptions have more or less doubled in number each year since 
its release in 1995. The manufacturer of the pill, Purdue Pharma of
Norwalk, CT, raked in $1.14 billion in OxyContin revenues in 2000, up
from $55 million in 1996. Last year, doctors wrote more than six and 
a half million OxyContin prescriptions, and OxyContin ranked as the
18th best-selling prescription drug in the country (as measured by
retail sales) and the No. 1 opioid painkiller.

But recent tales of OxyContin abuse and arrests of physicians are
making some doctors reluctant to prescribe the drug. The National
Hospice and Palliative Care Organization (NHPCO) in Alexandria,
VA, is concerned that reports of the illegal trade and subsequent
crackdowns by authorities will lead physicians to cut back on pre-
scribing OxyContin and other drugs containing oxycodone, the active
ingredient in OxyContin.

Among many hospices, OxyContin is not widely used because of 
its cost. More often, other drugs with oxycodone are used, such as
Endocet, Oxycet, Percocet, Roxicet, Roxilox, and Tylox. Chemically,
oxycodone is a close relative of the other opium derivatives and syn-
thetics, including heroin, morphine, codeine, fentanyl, and methadone.
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“We’re hearing concerns about this in the field,
that physicians are reluctant to prescribe it,” says
John Millett, a spokesman for the NHPCO.
“Treating pain is the linchpin in improving qual-
ity of life among dying patients. Once pain is
addressed, we can get to issues such as spiritual-
ity that can effect quality of life.”

In a written statement, the NHPCO said: “To
ensure that patients and families who are coping
with terminal illness have access to adequate pain
relief, overreactions, misperceptions, and fears
fueled by recent media coverage of OxyContin
must be dispelled.” (See full NHPCO statement
on p. 112.)

Concerned about the growing abuse of its
drug, Purdue Pharma announced in early August
that it is working on a patent application for a
new formula of the opiate-based drug that would
make it less susceptible to abuse and addiction.

The new formulation would make it “a lot
more difficult to get a high” from OxyContin by
ingesting the crushed pill, says Robin Hogen,
executive director of public affairs for Purdue
Pharma. Hogen says the new drug would have to
pass through clinical trials required by the Food

and Drug Administration, which means it might
be two to three years before it could be prescribed
by doctors. Among the hurdles, Hogen says, are
efficacy trials that would show how well the new
formula handles pain relief.

Will the new formulation become available in
time to alleviate the fears of physicians, who are
key agents in the battle against pain? Experts
believe that physician concerns must be addressed
or the pain management movement could suffer
serious setbacks, including an across-the-board
cutback in narcotic use for pain management. 

“Pain is already being undertreated in this
country,” Millett laments. “There is a real ques-
tion over whether this is going to affect quality of
life among the dying.”

‘Hillbilly heroin’

Ruth Patzer, RN, MBA, administrator for
Home Health & Hospice of St. Joseph in Bangor,
ME, knows this problem all too well. It was
almost two years ago when OxyContin abuse
became front-page news in eastern Maine. Back
then, OxyContin abuse was considered a regional
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Use ladder approach 
for pain management
Start small and expand

The World Health Organization (WHO) in
Geneva, Switzerland, has developed a step-

up approach to pain management, which starts
with the use of nonsteroidal anti-inflammatory
drugs (NSAIDs) and then moves to more pow-
erful drugs until pain relief is achieved. WHO’s
approach is as follows:

Step 1. Use acetaminophen, aspirin, or
another NSAID for mild to moderate pain.
Adjuvant drugs to enhance analgesic efficacy,
treat concurrent symptoms that exacerbate pain,
and provide independent analgesic activity for
specific types of pain may be used at any step.

Step 2. When pain persists or increases, an
opioid such as codeine or hydrocodone should
be added to (not substituted for) the NSAID.
Opioids at this step are often administered in
fixed-dose combinations with acetaminophen
or aspirin because this combination provides
additive analgesia. Fixed-combination products

may be limited by the content of acetamino-
phen or NSAID, which may produce dose-
related toxicity.

Step 3. When a higher dose of an opioid is
necessary, the third step calls for separate
dosage forms of the opioid and non-opioid
analgesic in order to avoid exceeding maxi-
mally recommended doses of acetaminophen
or NSAID.

Step 4. Pain that is persistent, or moderate
to severe at the outset, should be treated by
increasing opioid potency or using higher
dosages. Drugs such as codeine or hydroco-
done are replaced with more potent opioids
(usually morphine, hydromorphone, metha-
done, fentanyl, or levorphanol).

According to WHO, medications for persis-
tent cancer-related pain should be adminis-
tered on an around-the-clock basis, with
additional “as-needed” doses, because regu-
larly scheduled dosing maintains a constant
level of drug in the body and helps to prevent a
recurrence of pain. Patients who have moder-
ate to severe pain when first seen by the clini-
cian should be started at the second or third
step of the ladder.  ■



problem, labeled “hillbilly heroin” and confined
to areas far from big cities.

At first, the abuse of OxyContin nationwide
seemed sporadic, limited to areas that were home
to large populations of disabled and chronically
ill people in need of pain relief. These typically
were places blighted by high unemployment and
a lack of economic opportunity, or areas that were
far from the interstates and big cities where
heroin and cocaine dominate the illicit drug
trade.

As soon as OxyContin became associated with
illegal use, the specter of being characterized as a
drug dealer loomed large in the minds of physi-
cians, including those who referred patients to
Patzer’s hospice.

“Physicians were certainly intimidated,” says
Patzer. “We had one physician call us up and tell
us that he would no longer prescribe OxyContin
and that he was taking his patient off it.”

Primary care physicians were most at risk of

succumbing to the hysteria brought about by
reports of OxyContin abuse, says Terence
Gutgsell, MD, medical director of the Hospice 
of the Bluegrass in Lexington, KY. Like Maine,
Kentucky was one of the original hotbeds for
OxyContin abuse.

There are growing signs that experiences like
Patzer’s and Gutgsell’s are occurring in larger
communities and are no longer an isolated prob-
lem. This year, authorities have seen OxyContin
abuse move into the East Coast, the Deep South,
parts of the Southwest, and into suburban com-
munities throughout the Eastern United States.

In Miami-Dade County, there have been 11
overdose deaths so far this year in which oxy-
codone was the probable cause, and 11 more in
Philadelphia.

Police in Bridgeport, CT, arrested a local doctor
in July for prescribing tens of thousands of
OxyContin tablets to patients, often without any
medical examination at all, according to police.
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The Agency for Health Care Policy and Research
in Silver Spring, MD, recommends physicians follow
these guidelines when determining the type and
scope of pain therapy:

• An essential principle in using medications to
manage cancer pain is to individualize the regimen
to the patient.

• The simplest dosage schedules and least inva-
sive pain management modalities should be used
first.

• Pharmacologic management of mild to moder-
ate cancer pain should include an NSAID or
acetaminophen, unless there is a contraindication.

• When pain persists or increases, an opioid
should be added.

• Treatment of persistent or moderate to severe
pain should be based on increasing the opioid
potency or dose.

• Medications for persistent cancer-related pain
should be administered on an around-the-clock
basis with additional “as-needed” doses, because
regularly scheduled dosing maintains a constant
level of drug in the body and helps to prevent a
recurrence of pain.

• Patients receiving opioid agonists should not 
be given a mixed agonist-antagonist because doing
so may precipitate a withdrawal syndrome and
increase pain.

• Meperidine should not be used if continued opi-
oid use is anticipated.

• Opioid tolerance and physical dependence are

expected with long-term opioid treatment and
should not be confused with addiction.

• The oral route is the preferred route of analgesic
administration because it is the most convenient and
cost-effective method of administration. When patients
cannot take medications orally, rectal and transdermal
routes should be considered because they are also
relatively noninvasive.

• Intramuscular administration of drugs should 
be avoided because this route can be painful and
inconvenient, and absorption is not reliable.

• Failure of maximal systemic doses of opioids
and coanalgesics should precede the consideration
of intraspinal analgesic systems.

• Because there is great interindividual variation
in susceptibility to opioid-induced side effects, clini-
cians should monitor for these potential side effects.

• Constipation is a common problem associated
with long-term opioid administration and should be
anticipated, treated prophylactically, and monitored
constantly.

• Naloxone, when indicated for reversal of opioid-
induced respiratory depression, should be titrated in
doses that improve respiratory function but do not
reverse analgesia. Placebos should not be used in
the management of cancer pain.

• Patients should be given a written pain manage-
ment plan.

• Communication about pain management should
occur when a patient is transferred from one setting
to another.  ■

AHCPR guidelines



And in the suburbs of Boston, police say more
than a dozen pharmacies have been held up by 
a gang of young men wearing baseball caps and
bandannas, looking for OxyContin.

Talking to doctors

Both Patzer and Gutgsell agree that hospices
must engage their referring physicians in a con-
tinuous dialogue, not only about OxyContin, but
about the effectiveness of narcotics altogether.

St. Joseph’s hospice program embarked on an
immediate intervention once news stories came
out. “We talked directly to physicians,” says
Patzer. “We had the good fortune of intervening
immediately. We reasoned with physicians that
OxyContin is very effective and that the quality
of life of their patients would be effected if they
are given less effective pain management drugs.”

Since then, Patzer says her hospice has not let
up in its educational efforts. Hospice staff discuss
pain relief drugs with every physician on a daily,
weekly, or case-by-case basis.

“We stress individual treatment,” says Patzer.
“We tell them that every patient is different and
that use of OxyContin should be approached
individually as opposed to globally. When you

globalize the use of a drug, it’s easier to dismiss
using it.”

As hospices stress the importance of meeting
patients’ pain management needs, physicians
should be reminded of various pain management
guidelines that include directions for narcotic
use.

Most state medical boards, for example, have
adopted guidelines. The Federation of State
Medical Boards has adopted model guidelines for
the use of controlled substances in treating pain.
The guidelines have been adopted by 48 of 69
medical boards.

The guidelines recommend that doctors com-
plete a thorough medical history and physical
examination before drawing up a written treat-
ment plan. In addition, doctors should periodi-
cally review the treatment course, paying special
attention to patients who are at risk for misusing
their medications, such as those with a history of
substance abuse or a psychiatric disorder along
with pain.

In its guidelines for managing cancer pain, the
Agency for Health Care Policy and Research in
Silver Spring, MD, stresses individualized regi-
mens. (See AHCPR guidelines for drug use in
pain management, p. 111.) AHCPR guidelines
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NHPCO: Unfair coverage
hurts hospice
Emphasis should be on pain relief

There is strong concern among hospice
industry leaders that stories of OxyContin

abuse are hampering efforts to make pain man-
agement accessible to patients suffering from
chronic pain.

On Aug. 13, the National Hospice and
Palliative Care Organization issued the follow-
ing statement in hopes of putting the OxyContin
issue into perspective for physicians who are on
the front line of pain management:

“Lost in much of the media’s coverage of the
illegal diversion and abuse of OxyContin are
the needs of chronically and terminally ill
patients. The potential for unintended, tragic
consequences for pain patients and their fami-
lies from imbalanced coverage of this issue is of
deep concern to the nation’s hospices.

“America’s hospices have long recognized

that until pain is treated, the emotional, social,
and spiritual needs of dying patients and their
loved ones cannot be fully addressed. Sensa-
tionalized attention to illegal abuse cannot be
allowed to eclipse the medically valid reasons
for the use of effective pain medications. 

“Pain is largely untreated in this country.
Numerous, well-respected studies have
demonstrated that fact. To ensure that patients
and families who are coping with terminal ill-
ness have access to adequate pain relief, overre-
actions, misperceptions, and fears fueled by
recent media coverage of OxyContin must be
dispelled. 

“Hospice patients and families deserve a bal-
anced approach from our federal and state reg-
ulatory agencies and our national, state, and
local law enforcement authorities. The National
Hospice and Palliative Care Organization urges
that these agencies and authorities fully con-
sider the recommendations of the hospice com-
munity, health care providers, and patient
advocates to ensure that the needs of the chron-
ically and terminally ill are met.”  ■



call for choosing drugs to manage pain or other
symptoms, identifying the specific cause(s) of the
pain, evaluating the pain’s intensity and quality,
and then matching the drug to the pain intensity
and other characteristics.

According to AHCPR guidelines, the simplest
dosage schedules and least invasive pain man-
agement modalities should be used first. After
drug therapy has been started, pain should be
assessed to determine the ongoing effectiveness
of the analgesic therapy.

For opioid analgesics, if pain relief is inade-
quate, the dose should be increased until pain
relief is achieved or unacceptable side effects
occur. In the case of NSAIDs and adjuvant anal-
gesic drugs, which have ceiling effects to their
analgesic efficacy, if the upper limit of the recom-
mended dose is reached and pain relief is not
achieved, then that particular drug should be dis-
continued and a second drug in that class should
be used.  ■

Search here for good pain
management standards

Many health care organizations have pub-
lished excellent standards for pain manage-

ment and end-of-life care. Those organizations
include:

• Agency for Health Care Policy and Research,
AHCPR Clearinghouse, P.O. Box 8547, Silver
Spring, MD 20907. Telephone: (800) 358-9295. Web
site: www.ahcpr.gov.

• American Academy of Pain Medicine, 4700
W. Lake Ave., Glenview, IL 60025. Telephone:
(847) 375-4731. Fax: (847) 375-6331. Web site:
www.painmed.org.

• American Society of Pain Management
Nurses, 7794 Grow Dr., Pensacola, FL 32514.
Telephone: (888) 342-7766. Fax: (850) 484-8762.
Web site: www.aspmn.org.

• American Society of Law, Medicine &
Ethics, 765 Commonwealth Ave., 16th Floor,
Boston, MA 02215. Telephone: (617) 262-4990.
Fax: (617) 437-7596. Web site: www.aslme.org.

• American Pain Society, 4700 W. Lake Ave.,
Glenview, IL 60025. Telephone: (847) 375-4715.
Fax: (847) 375-4777. Web site: www.ampainsoc.
org.

• Compassion In Dying, PMB 415, 6312 S.W.

Capitol Hwy., Portland, OR 97201. Telephone:
(503) 221-9556. Fax: (503) 228-9160. Web site:
www.compassionindying.org. E-mail: info@ 
compassionindying.org. To request a clinical
review for a suspected case of undertreatment of
pain, send an e-mail to tuckk@perkinscoie.com.

• International Association for the Study of
Pain, 909 NE 43rd St., Room 306, Seattle, WA
98105-6021. Telephone: (206) 547-6409.

• Oncology Nursing Society, 501 Holiday
Drive, Pittsburgh, PA 15220-2749. Telephone:
(412) 921-7373. Web site: www.ons.org.

• Wisconsin Cancer Pain Initiative, University
of Wisconsin Medical School, 3675 Medical
Sciences Center, 1300 University Ave., Madison,
WI 53706. Web site: www.medsch.wisc.edu.  ■

Foundation focuses on
pass-along knowledge
AMA program spreads the word

Years ago, a shampoo commercial invited con-
sumers to tell two friends about the sham-

poo, who would in turn tell two friends, and so
on, and so on. That has been the premise behind
the Robert Wood Johnson Foundation-supported
Education for Physicians on End of Life Care
(EPEC) and one of the best hopes for increased
awareness in palliative care.

For more than three years, the American
Medical Association-developed program has
been training physicians in end-of-life care with
the expectation that those same physicians would
go back to their facilities and educate their col-
leagues and community about end-of-life care. By
the accounts of those providing the training, the
program has been a success. But there is still a
long way to go.

“We’ve gone well beyond our own expectations,
but that is tempered by the reality of what we
faced,” says Jennifer Fowler, MPA, project coordi-
nator for Journey’s End, a foundation-funded end-
of-life state initiative in Louisville, KY, that has
been training physicians, nurses, social workers
and chaplains using the EPEC curriculum.

The reality she speaks of is the same reality that
hospices face every day — the lack of palliative
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The Education for Physicians on End of Life Care
workshop modules include the following elements:

Module 1 — Advance Care Planning
• Define advance care planning and explain its
importance.
• Describe the steps of the advance care planning
process.
• Describe the role of patient, proxy, physician, 
and others.
• Distinguish between statutory and advisory 
documents.
• Identify pitfalls and limitations in advance care
planning.
• Utilize planning to help the patient put affairs in
order.
Module 2 — Communicating Bad News
• Know why communication of "bad" news is 
important.
• Understand the 6-step protocol for delivering "bad"
news.
• Know what to do at each step.
Module 3 — Whole Patient Assessment
• Describe elements of suffering, including physical,
psychological, social, and spiritual.
• Demonstrate ability to assess each.
Module 4 — Pain Management
• Compare and contrast nociceptive and neuro-
pathic pain.
• Know steps of analgesic management.
• Know use of adjuvant analgesic agents.
• Know use of nonpharmacological approaches.
• Know adverse effects of analgesics and their 
management.
Module 5 — Physician-Assisted Suicide (PAS)
• Identify root causes of suffering that prompt PAS
or euthanasia requests.
• Define PAS and describe its current legal status.
• Explain key steps for responding to requests.
• Understand alternative strategies for addressing a
patient's suffering and fears.
Module 6 — Anxiety, Delirium, Depression
• Identify major depression in patients facing the end
of life.
• Distinguish major depression from normal reactions.
• Describe management plans for depression, anxi-
ety, and delirium.
Module 7 — Goals of Care
• Name at least 5 potential goals of care that
patients may have.
• Identify clinical junctures at which priorities should
be clarified.
• Discuss how priorities should be determined.

• Know how to assist the patient to identify reason-
able goals.
Module 8 — Sudden Illness
• Describe the features of sudden illness that require
special skills.
• Know how to communicate effectively in the face
of sudden illness.
• Know how to guide decision-making in the face of
sudden illness.
• Explain the benefits and risks of using a time-lim-
ited trial approach.
Module 9 — Medical Futility
• List factors that might lead to futility situations.
• Know how to assist in resolving each factor.
Module 10 — Common Physical Symptoms
• Describe general guidelines for managing non-
pain symptoms.
• Explain the impact of symptom control.
• Assess and treat each non-pain symptom.
• Explain how the principle of double-effect applies
to symptom management.
Module 11 — Withholding/Withdrawing
Treatment
• List medical orders relevant for terminally ill
patients.
• Apply this knowledge to clinical situations.
• Describe common misconceptions about withhold-
ing or withdrawing therapy.
Module 12 — Last Hours of Living
• Prepare and support the patient, family, and care-
givers (professional and volunteer) through the
dying process.
• Assess and manage the pathophysiological
changes of dying.
• Identify and manage initial grief reactions.

The Plenary modules cover the following:
Gaps in End-of-life Care
• Describe the current state of dying in America.
• Contrast this with the way people wish to die.
Legal Issues in End-of-life Care
• Describe legal consensus points.
• List common legal myths and pitfalls.
Elements of End-of-life Care
• Describe a conceptual framework for suffering.
• Describe the elements of end-of-life care.
• Define palliative care.
• Compare and contrast palliative care with hospice
care.
Next Steps
• List the important themes from the conference.
• Identify barriers to good end-of-life care.
• Develop potential solutions.

EPEC Workshop Modules



care knowledge among physicians that trans-
lates into inappropriate care decisions at the end
of a patient’s life. The success of EPEC bodes
well for hospices that depend largely on physi-
cian referrals

Dissemination of the EPEC Curriculum began
with two national conferences held in the spring
of 1998 to introduce an abbreviated version of the
curriculum to national leaders in medicine. In the
first half of 1999, six regional conferences pre-
sented EPEC to a select group of 500 physician-
educators for implementation in their own
institutions or communities.

To date, more than 1,000 physicians have been
trained to teach their colleagues about end-of-life
care through EPEC, says Jeanne Martinez, RN,
MPH, CHPN, associate director for outreach and
technical assistance with EPEC in Chicago.

The EPEC initiative has taught physicians
about communication, decision making, medical
ethics, legal issues surrounding palliative care,
palliative medicine and hospice care, psychoso-
cial management, and pain and symptom man-
agement, which applies to both terminal and
non-terminal conditions.

Upon completion of the program, participants
are able to:

• define advance care planning and explain its
importance;

• counsel patients on use of advance directives;
• identify the six-step protocol for delivering

“bad” news;
• describe and assess the elements of suffering

and the role of the interdisciplinary model;
• compare and contrast nociceptive and neuro-

pathic pain symptoms, physiology, and treatment;
• define physician-assisted suicide and

describe its current legal status;
• distinguish terminal sedation from assisted

suicide;
• recognize terminal illness;
• enhance effective teaching skills.
More importantly, physicians are in a position

to preach the gospel of end-of-life care to physi-
cians in their own community. Both Martinez and
Fowler say that EPEC-trained physicians are in
demand and that these new disciples of palliative
care are having a hard time keeping up with the
demand for information.

The hospice role, says Martinez, is to aid EPEC
physicians in reaching out to the rest of the physi-
cian community and health care facilities. Hospice
medical directors, while already schooled in end-
of-life care, could benefit from EPEC’s teaching

seminars to improve their skills in communicating
their expertise to others.

“There is such a demand for trainers,” says
Martinez.

The EPEC Curriculum consists of four 30-
minute plenary modules and a dozen 45-minute
workshop modules. Developers of the curricu-
lum say its value lies, in part, in its practicality
and portability. (For details of the workshop
modules, see listing on p. 114.)

While the AMA developed the training pro-
gram for physicians, Journey’s End has included
nurses, and has encouraged physicians who take
the course to recruit nurses and social workers to
take it as well, to promote an interdisciplinary
approach to improving end-of-life care.

Journey’s End began training physicians and
nurses using EPEC last fall. So far, little more
than a handful of physicians and nurses have
gone through the program. Project officials hope
to have as many as 70 EPEC-trained physicians
and nurses by year’s end and 140 by the time the
grant expires.

[Editor’s note: For more information about EPEC,
write to The EPEC Project, Institute for Ethics,
American Medical Association, 515 N. State St.,
Chicago, IL 60610. Telephone: (312) 464-4979. E-mail:
epec@ama-assn.org.]  ■

Help educate doctors on
getting what they deserve
Atlanta program offers Shot in the Arm

One of the hallmarks of hospice care is that the
physician-patient relationship is not severed

even when curative efforts have run their course.
A physician who has referred a patient to a hos-
pice program is still considered the patient’s pri-
mary physician.

So, it stands to reason that the physician
should be paid for his or her services. But many
physicians are unaware of Medicare rules regard-
ing reimbursement following an admission to
hospice or home health.

Hospices can bolster their relationships with
referring physicians by offering educational assis-
tance to teach physicians how to get paid for the
valuable work they do for patients at the end of
life.
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Visiting Nurse Health System in Atlanta,
which runs a home health agency and hospice,
provides one example of this kind of service. Its
“Shot in the Arm” program provides information
on coding and eligibility requirements to help
physicians navigate the tricky world of reim-
bursement and compliance.

The 15-page information packet helps physi-
cians make appropriate referrals without fear of
running afoul of Medicare requirements, says
Barbara Austin, RN, MN, director of clinical
development for Visiting Nurse Health System.

In the packet, the agency says that when a
patient is referred to hospice, that doesn’t mean
the physician no longer has a say in treatment,
nor does it mean there are no longer any billing
opportunities for the physician. There are several
case management-related services that can be
provided by a physician whose patient is being
cared for in a home health or hospice setting,
including codes G0181 and G0182 for care plan
oversight (CPO).

Physicians often take an active role in monitor-
ing their patients’ progress following a referral to
home health or hospice. They may take part in
interdisciplinary team meetings, hold telephone
conversations with other health care profession-
als, and recertify patients for continued care
under home health.

All these services may represent a significant
portion of a physician’s time and may be deserv-
ing of payment. The problem is that there are a
number of case management codes to choose
from, most of which are not covered under
Medicare or are no longer being used.

Choose CPO over 99361, 99371-99373

At first blush, code 99361 (medical confer-
ence) seems an accurate and appropriate code to
report a meeting with home health workers or
hospice interdisciplinary team members. In CPT
2001, this code is described as a “medical confer-
ence by a physician with interdisciplinary team
of health professionals or representatives of
community agencies to coordinate activities of
patient care.”

Code 99361 is not a separately payable item
and is always considered part of evaluation and
management services, the document advises.

In the same vein, codes 99371-99373 (telephone
call) seem appropriate for telephone conferences
for the purpose of coordinating care. According
to the CPT, 99371-99373 describes a telephone call

by a physician to a patient or health care profes-
sional for medical management or coordinating
medical management. But Medicare policy
excludes payment of these codes.

While it seems that the codes that best describe
the case management efforts of physicians lead to
no reimbursement, care plan oversight codes
encompass the services described in 99361 and
99371-99373. More importantly, they are reim-
bursable, says Austin.

Be aware of two new codes

It is important to note that the Center for
Medicare Services (formerly the Health Care
Financing Administration) released two new
codes this year that are relevant to this area.
Rather than using 99374-99375 (physician super-
vision) for home health and 99377 (physician
supervision) for hospice, the correct care plan
oversight codes are listed in HCPCS as follows:

G0181 — Physician supervision of a patient
receiving Medicare-covered services provided by
a participating home health agency [patient not
present] requiring complex and multidisciplinary
care modalities involving regular physician
development and/or revisions of care plans,
review of subsequent reports of patient status,
review of laboratory and other studies, communi-
cations [including telephone calls] with other
health care professionals involved in the patient’s
care, integration of new information into the
medical treatment plan and/or adjustment of
medical therapy, within a calendar month, 30
minutes or more.

G0182 — Physician supervision of a patient
under a Medicare-approved hospice [patient not
present] requiring complex and multidisciplinary
care modalities involving regular physician
development and/or revisions of care plans,
review of subsequent reports of patient status,
review of laboratory and other studies, communi-
cations [including telephone calls] with other
health care professionals involved in the patient’s
care, integration of new information into the
medical treatment plan and/or adjustment of
medical therapy, within a calendar month, 30
minutes or more.

While the codes are new, the way to determine
time spent performing care plan oversight
remains the same. Practices must painstakingly
document each minute the physician spends per-
forming CPO services in a 30-day period. For
every 30 minutes spent doing CPO each month,
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oncology practices should report either G0181 or
G0182.

The definitions for both home health and hos-
pice CPO point to seven services that can be used
to tally CPO:

• review of charts, reports, treatment plans,
and other test results; 

• telephone calls (excluding time spent on
hold) to hospice or home health representatives; 

• team conferences; 
• discussions with pharmacists about pharma-

ceutical therapies; 
• medical decision-making; 
• coordination of services; 
• documenting the services provided in the

patient chart.
Care plan oversight provided by a nurse, nurse

practitioner, physician’s assistant, clinical nurse
specialist, or other staff is not reimbursable, says
Austin. CPO codes are reserved for services pro-
vided directly by a physician. Telephone calls to
the patient or family made by someone other than
the physician are not eligible for reimbursement.

Physician time spent calling in prescriptions to
a pharmacy, retrieving a chart, or traveling are
not considered eligible and cannot be used to
sum up time spent performing CPO.

New recertification codes

In addition to new CPO codes, oncology physi-
cians who refer their patients to home care
should bill Medicare for certifying and recertify-
ing services provided by a home health agency.
The new codes were added to encourage greater
physician involvement in their patients’ care.

Code G0179 (MD recertification, HAA patient)
will be used to recertify a patient who has
received home health services for at least 60 days,
or one certification period. Code G0180 (physician
certification services for Medicare-covered ser-
vices provided by a participating home health
agency [patient not present], including review of
initial or subsequent reports of patient status,
review of patient responses to OASIS assessment
instrument, contact with the home health agency
to ascertain the initial implementation plan of care
and documentation in the patient’s office record,
per certification period) applies to patients who
have not received Medicare-covered home health
services for at least 60 days. The national reim-
bursement average for G0180 is $73, and the
national reimbursement average for G0180 is
$53.These amounts will vary by region.  ■

HIV-positive people may be
likely to seek euthanasia
Loss of self, dignity cited

More than six out of 10 people who are HIV-
positive say they would seek euthanasia or

physician-assisted suicide if their disease led to
dependency on others or loss of dignity, accord-
ing to a new study published in the Aug. 3 issue
of The Lancet.

Researchers from the Joint Center for Bioethics
at the University of Toronto interviewed 32 HIV
patients who participated in the HIV Ontario
Observational Database from November 1996 to
June 1998 about their feelings on euthanasia and
assisted suicide. The researchers asked the patients
under what circumstances they might consider
either practice.

Sixty-three percent of participants said they
would pursue euthanasia or assisted suicide as
a means of ending their lives, while 9% said
they had rejected the idea, and 28% remained
undecided.

Many of those interviewed said physical dete-
rioration led to dependency on others, a condi-
tion most found “intolerable.” Respondents told
researchers that they wanted maintain a sense of
dignity, which would be undermined by a loss of
community resulting from reduced mobility,
exclusion and alienation by others, the patient’s
own isolating actions, and a fear of rejection.

These factors combined to give patients a feel-
ing that “their fundamental nature or essence had
been irrevocably eroded, or that this was at risk of
occurring,” the study authors state. Participants
determined that euthanasia and assisted suicide
were a means of limiting the feeling of loss of self.

Physical disintegration and loss of community
— the progressive diminishment of opportunities
to initiate and maintain close personal relation-
ships — combine to give HIV patients a feeling of
“loss of self” that contributes to their desires for
euthanasia or assisted suicide, researchers said.

Factors that lead to a feeling of loss of commu-
nity, such as “disownment” by family, stigmatiza-
tion, and histories of drug and/or sexual abuse,
suggest that the decision to pursue euthanasia or
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assisted suicide could be altered if “meaningful
changes in individuals’ social circumstances”
were made, “independently from disease pro-
gression,” the authors note.

Because guidelines governing euthanasia or
assisted suicide policy are created mainly within
the doctor-patient relationship, they might
“obscure the role” of these “broader social influ-
ences,” researchers concluded.

In an accompanying commentary, Anthony
Back and Robert Pearlman from the University of
Washington in Seattle point out that these find-
ings have important implications for clinicians
and policy-makers.

“For clinicians, this work is a kind of road map
into the world of a person with a life-threatening
illness who is considering physician-assisted sui-
cide,” Back said. “The complexity of loss of self
suggests why simpler explanations, such as pain,
depression, or high-control personality, each fail
as individual explanations for the desire for
assisted suicide. This complexity underscores the
need for clinicians to consider the evaluation of 
a request for physician-assisted suicide as an
important clinical skill.”

Researchers note that policies asking clinicians
to make judgments about whether a patient has
intolerable suffering do not address the loss of
community described in this study.

“What they do not point out is that policies
requiring clinicians to decide whether a patient
has suffered enough, or has lost enough, or is iso-
lated enough, are judgments that cannot be cap-
tured neatly in policy guidelines,” the commenters
wrote.

“What policy-makers could do in responding to
physician-assisted suicide would be to require that
availability of reasonable palliative care be taken
into account in any patient’s decision-making pro-
cess about assisted suicide. Such a requirement
could set a benchmark standard for palliative care
that would be useful in the USA, where expert pal-
liative care is not reliably available. However, even
discussing policies that presume that physician-
assisted suicide is allowable in some circum-
stances is enough to push more than a few hot
buttons.”  ▼

Book helps people 
prepare for death 
Health system the publisher

For many people, dying and death are uncom-
fortable — even frightening — subjects. But a

new book aims to help ease the fears of those
who are dying as well as their caregivers and
loved ones by simply educating them about the
process of death.

The Guide to End of Life Issues discusses all
aspects of the dying process. The book explains
the terms that accompany a person’s final stages
of health care, such as “life-enhancing care” and
“life-supporting treatment.” It also includes guid-
ance on the creation of a living will and durable
power of attorney for health care.

The book was published by Alexian Brothers
Health System in St. Louis using a grant from The
Incarnate Word Foundation, also in St. Louis.

The book deals directly with the difficult issue
of withdrawing life support from a loved one.
Other topics covered in the book include pain
management and the use of alternative medi-
cines, such as aromatherapy and acupuncture. 
A “Patient Bill of Rights” emphasizes the dying
person’s rights to respect, dignity, compassion,
and honesty. 

The publishers of the book say they hope the
book will help individuals and their families
identify and achieve their own end-of-life goals
in harmony with their personal, cultural, and
spiritual understandings.

“Now that medical technology offers us so
many ways of prolonging life, making decisions
at the end of your life has become even more
difficult. What’s more, the process of dying runs
into complications when people carry expecta-
tions with them of how they will die and what
meaning there is in their death,” says Mike
Roth, chief executive officer of Alexian Brothers
Sherbrooke Village and Alexian Brothers
Lansdowne Village, which are long-term care
facilities operated in St. Louis by Alexian
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Brothers Health System.
The book will be distributed through Alexian

Brothers Health System facilities and programs,
other hospitals and health care facilities, the State
of Missouri Department of Social Services,
churches, hospice programs, and bereavement
support groups.

For more information about the book or to
obtain copies, contact Alexian Brothers Commu-
nity Services at (877) 4-ALEXIAN.  ▼

ACP joins opposition to
physician-assisted suicide
Better end-of-life care needed

The American College of Physicians (ACP), the
nation’s second-largest medical organization

after the American Medical Association, has
joined the AMA in officially opposing physician-
assisted suicide.

In a paper published in the Aug. 7 issue of the
Annals of Internal Medicine, the 90,000-member
organization said it believes doctors should
always look for ways to improve care for the
dying.

“We must solve the problems of inadequate
care at the end of life, not avoid them through
practices such as assisted suicide,” said Daniel
Sulmasy, MD, an author of the paper.

Providing more and better care for pain and
suffering, treating depression more aggressively,
and increasing access to hospice care are essential
to help terminally ill patients die more comfort-
ably, the paper said.

Assisted suicide would damage the patient-
physician relationship, jeopardize the medical
profession’s role of healing, and lessen the value
placed on life, the paper said. But it also empha-
sized the group’s strong support for a patient’s
right to refuse or halt treatment.

Besides the AMA, the paper also puts the ACP
in consensus with the American Nurses Associa-
tion, the American Geriatrics Society, and a host
of other medical and religious groups. The AMA
expressed its opposition to physician-assisted sui-
cide in 1993.

It is only necessary for one to “take a look at
Dr. Kevorkian’s victims” to see that physician-
assistant suicide should not be an option, said

Richard Corlin, MD, AMA president. “You see not
just people in the last stages of a terminal illness;
you see people who are suffering from chronic
depression, people with arthritis, multiple sclero-
sis,” Corlin said. “They’re in pain [but] would
clearly benefit from the better use of pain medica-
tions, the better use of psychological support, and
the involvement of family in their care.”  ▼

CA high court 
limits families’ rights 

In a right-to-die case expected to have national
repercussions, the California Supreme Court

has ruled that family members cannot withdraw
life-sustaining medical treatment from a con-
scious but severely brain-damaged loved one
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unless they provide “clear and convincing” evi-
dence that they are acting on the patient’s wishes.

The 6-0 ruling in August stems from the case of
Robert Wendland, a Stockton, CA, man who was
severely brain-damaged in an auto accident in
1993 that left him severely disabled. As a result of
the accident, Wendland was unable to talk, walk,
eat, or express his wishes. Saying that he would
not have to wanted to be kept alive under such
circumstances, Wendland’s wife wanted to
remove his feeding tube, while his mother
wanted to keep him alive. Wendland died of
pneumonia before the court heard his case.

The decision still allows life support to be
removed in cases where the patient is uncon-
scious, even if the patient has not clearly stated
his or her wishes. Wendland did not fall into that
category because he was considered “minimally
conscious, capable of responding to simple com-
mands but unable to communicate.”

The ruling, issued by Justice Kathryn
Werdegar, stated that unless patients in cases
similar to Wendland’s have left “specific written
instructions or designated a surrogate decision
maker, their legal conservators may not remove
life-sustaining tubes without ‘clear and convinc-
ing’ evidence that they would have wanted to die
or that death would be in their best interest.”

Werdegar cited a new California law that, she
said, “gives competent adults extremely broad
power to direct all aspects of their health care in
the event they become incapacitated.

“Only the decision to withdraw life sustaining
treatment, because of its effect on a conscious
conservatee’s fundamental rights, justifies impos-
ing a high standard of proof. The decision to treat
is reversible. The decision to withdraw treatment
is not,” Werdegar wrote.

There are concerns that the decision will have a
profound effect on thousands of Alzheimer’s and
stroke patients who are conscious but unable to
express their wishes. Susan Penney, a lawyer for
the California Medical Association, told the Los
Angeles Times that the decision “will result in a
lot of futile medical treatment that in all probabil-
ity the patient would not have wanted.” 

Jon Eisenberg, an Oakland attorney who filed
an amicus brief on behalf of 40 medical ethicists
supporting Wendland’s wife’s position, said the
ruling meant that “if you want to have a say in
your end-of-life decision making, you’d better
put it in an advance, written directive. The prob-
lem here is, I don’t know how you do that in a
manner that covers all of the possibilities.”  ▼

Few home patients have
advance directives

Astudy conducted and sponsored by the
Rochester (NY) Individual Practice Associa-

tion and BlueCross BlueShield of the Rochester
area found that less than 10% of home care patients
with chronic diseases such as heart failure have
advance directives and that, in general, people are
not being referred to hospice care early enough.

Results showed that 40% of referred patients
died within one week of admission. The survey
also found that the majority of institutions ask
patients at the onset of care about advance
directives.

The Rochester Community End-of-Life survey
sampled 72 area hospitals, home care agencies,
hospices, disease management programs, and
skilled nursing facilities on such matters as
advance directives, hospital referrals, and pain
management.  ■
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