
Medical directors can be ambassadors
to spread the benefits of hospice 
Hospices are on the front lines in battle to raise palliative care awareness 

Efforts to raise awareness of palliative care are often seen as a
global enterprise, one that should only be undertaken by large
organizations with Donald Trump-size coffers. But in truth, it is

individual hospices that shoulder the burden of educating physicians
about the benefits of palliative care.

From primary care to oncology, these physicians play a pivotal role 
in influencing patient attitudes toward hospice and palliative care. It is
thus incumbent upon physicians to initiate a dialogue with each patient
and his or her family about hospice and palliative care when it is appro-
priate. The problem is that physicians are either reluctant to do so or are
not well-informed enough to speak confidently about it.

Hospice medical directors play a pivotal role in familiarizing physicians
with end-of-life care, says Charles F. von Gunten, MD, PhD, FACP, chair-
man of the American Board of Hospice and Palliative Medicine and medi-
cal director for the Center for Palliative Studies at San Diego Hospice. 

Medical expertise provides ‘potent marketing tool’

According to von Gunten, medical directors can advance the cause
of palliative care and hospice by displaying professionalism and lead-
ing by example. “When a hospice medical director is seen as an expert,
it’s a potent marketing tool,” says von Gunten.

In the absence of end-of-life training in medical schools, hospice med-
ical directors must fill in the information void for their colleagues. That
can be done through one-on-one consultation with referring physicians
who seek advice regarding difficult cases. 

“The majority of physicians learn from direct patient care,” says von
Gunten. “Medical directors can help other physicians learn through
consultation.”
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Through this relationship, von Gunten says,
hospice medical directors can show physicians
how to use palliative care in their own practices
and how it helps improve patient care. As physi-
cians become more comfortable with palliative
care and hospice care and more knowledgeable
about them, recommending these modalities will
come as a matter of course.

Consultation is the best model for passing
along palliative care information, says Martha L.
Twaddle, MD, FACP, medical director for the
Hospice of the North Shore and the vice presi-
dent of medical affairs for its sister organization,
the Palliative Care Center of the North Shore,
both in Chicago.

With most physicians uncomfortable about
discussing palliative care with their patients,
hospices must encourage physicians to consult
hospice medical directors. The consultation fos-
ters a team atmosphere between the patient fam-
ily and involved physicians. 

Directors must earn physicians’ trust

Unfortunately, it’s not often that physicians
seek the advice of medical directors, and medical
directors haven’t made physician outreach a pri-
ority. In the few cases in which physicians seek
consultation with a hospice medical director, it
most likely is because the medical director has a
reputation as an expert in palliative care. Getting
to that point, however, is a combination of trust
and experience. Trust is fostered over time, and
experience must be proven.

Because of the lack of formal medical school
training in palliative care, hospice medical
directors must prove that they are experienced
clinicians in caring for chronically ill and dying
patients, and they must convince physicians
that palliative care is a specialty.

“Hospice administrators must understand that
palliative care is developing into a specialty and
that they need to promote their medical directors
as leaders in this specialty,” says Dale Ellen
Lupu, PhD, president and chief executive officer
of the Silver Spring, MD-based American Board of
Hospice and Palliative Medicine (ABHPM), which
certifies physicians in palliative care. 

Lupu says certification in palliative care medi-
cine goes a long way toward proving a physi-
cian’s expertise and lends legitimacy to the
fledgling specialty. To date, ABHPM has certi-
fied nearly 1,000 physicians, but Lupu says with
more that 2,200 hospices around the country,

there is a long way to go to get all hospice medi-
cal directors on board.

Another project that is attempting to increase
palliative care awareness is Education for
Physicians on End of Life Care (EPEC) in
Chicago, which seeks to train physicians to
teach other physicians about end-of-life care.
EPEC officials have stressed that hospice medi-
cal directors are prime candidates for this train-
the-trainer approach.

Teaching physicians how to teach

Dissemination of the EPEC curriculum began
with two national conferences 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 the EPEC to a select group of 500 physician
educators for implementation in their own institu-
tions or communities. Since then, more than 1,000
physicians have been trained to teach their col-
leagues, says Jeanne Martinez, RN, MPH, CHPN,
associate director for outreach and technical assis-
tance with EPEC in Chicago. 

Trained physicians are taught fundamental
skills in communication, decision-making, medi-
cal ethics, legal issues surrounding palliative
care, palliative medicine and hospice care, psy-
chosocial management, and pain and symptom
management, which applies to both terminal and
non-terminal conditions. While hospice medical
directors may be well-versed in these areas, the
course also instructs physicians on teaching
approaches.

Upon completion of the program, participants
are able to: 

• define advance care planning and explain its
importance; 

• counsel patients on the creation and 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 symptoms, physiology,
and treatment of nociceptive pain and neuropathic
pain;

• define physician-assisted suicide and
describe its current legal status; 

• distinguish terminal sedation from assisted
suicide; 

• recognize terminal illness; 
• enhance effective teaching skills.
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In addition to instructing other physicians,
hospice medical directors should help EPEC-
trained physicians reach out to the rest of the
health care industry.

Once physicians are under the guidance of
hospice medical directors, it is much easier to
help them become more aware of palliative care
and more comfortable talking about the subject
with their patients. According to a paper pub-
lished in the May 1999 issue of the Annals of
Internal Medicine, physicians need to be taught
how to:

• elicit patients’ concerns, goals and values;
• acknowledge patients’ emotions and explore

the meaning of these emotions;
• screen for unaddressed spiritual and existen-

tial concerns.1

Short-term emotional pain can aid in growth

As if the challenges facing physicians in
reaching these goals aren’t enough, they also
face greater challenges once they are able to
effectively achieve their communication goals.
According to the paper’s authors, entering this
level of relationship with a patient can increase
the patient’s short-term suffering. However,
raising painful emotions can lessen a patient’s
aloneness and provide new opportunities for
comfort, growth, and resolution. 

Physicians must be reminded to clarify their
own roles and expectations and to call on their
colleagues among physicians, nurses, and other
disciplines for assistance, the paper says. 

“Interviewing techniques, such as asking
open-ended questions about end-of-life issues,
building on and exploring patient responses, and
addressing the associated emotions can help ini-
tiate difficult discussions about palliative care,”
the authors write.

The paper offers practical advice on how phy-
sicians can better handle what promises to be a
difficult conversation. Specifically, the authors
point out that: 

• Physicians should help facilitate a discus-
sion about palliative care with their patients.

Educating physicians on this point will primar-
ily focus on skills they already have. Using open-
ended questions during clinical encounters is a
skill that physicians have honed since medical
school. But when it comes to prompting discus-
sions about palliative care, physicians are often
reluctant to engage their patients about hospice
or palliative care, fearing the topic would cause

the patient to lose hope.
Consequently, if a physician shrinks from dis-

cussing palliative care because a patient has
expressed fear regarding life-threatening ill-
nesses, the patient’s emotional and spiritual
needs will likely be left untreated.

• To help patients talk about palliative care,
physicians should use open-ended questions
and ask follow-up questions that incorporate
the patient’s own words.

Hospice medical directors must remind physi-
cians to use open-ended questions to gauge the
patient’s concerns about his or her illness. The
patient’s own language should dictate the direc-
tion of the questions.

— Examples of open-ended questions include: 
— What concerns you most about your illness?
— How is treatment going for you and/or

your family?
— As you think about your illness, what is the

best and the worst that might happen?
— What has been most difficult about your 

illness?
— What are your hopes and expectations of

the future?
— As you think about the future, what matters

to you most? 

Discuss palliative care before clinical options

Once the patient has begun to discuss his or
her concerns and emotions, physicians need to be
taught not to begin discussing clinical options
before the discussion of palliative care. For exam-
ple, the discussion may lead to a decision to draw
up a do-not-resuscitate order. If, however, specific
treatment management options are discussed
before palliative care, it could deter the patient
from deciding whether to limit life-prolonging
intervention. 

One objection to the approach of using open-
ended questions is that it can be seen as a distanc-
ing technique on the part of the physician and
that, in certain segments of our multicultural
society, patients and families may object to the
discussion of death at this level. If, however, the
physician focuses on using patients’ own words,
allowing patients’ concerns to drive the discus-
sion, and respecting patients’ values, the objec-
tion is addressed. 

• Involve close family members in discus-
sions about palliative care.

In addition to the patient’s concerns and
emotions, family members often raise issues of
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their own. Physicians will hesitate to discuss
palliative care with family members because
their concerns — such as being able to handle
care of the patient during the final stages of
death — may not be solvable. But physicians
must be reminded that getting to the heart of 
a family’s fears and concerns is essential if the
physician expects to meet the needs of the
patient.

• Ensure a common understanding of terms
associated with palliative care by providing
specific examples of palliative care, such as
pain management.

Patients and family may never have heard
about palliative care. Physicians’ basic knowl-
edge of palliative care should be shared with
patients and family by providing definitions of
terms such as “pain management.”

• During emotionally intense encounters,
physicians must remember to ask directly about
the patient’s symptoms and functioning.

Physicians should review common problems
that dying patients face, such as pain, fatigue,
and shortness of breath. Quantify the pain felt by
patients by using a numeric scale. Also, don’t
overlook depression, and remind physicians that
they should screen for the disorder.

Ask about spiritual needs

• Physicians and other health care providers
should screen for unaddressed spiritual issues. 

While physicians may feel uncomfortable with
spiritual matters, hospice medical directors must
point out that many patients desire a physician
who is spiritually attuned to them. The following
series of open-ended questions will help physi-
cians gain a better understanding of their patients’
spiritual needs:

— Is faith important to you in this illness?
— Has faith been important to you at other

times in your life?
— Do you have someone to talk with about

religious matters?
— Would you like to explore religious matters

with someone?
Developing closer relationships with end-of-

life patients may result in patients directing diffi-
cult statements and questions toward physicians.
For example, a patient with only a few weeks to
live may express a desire to attend an event he 
or she will likely not live long enough to see.
Physicians can be trained to handle these difficult
situations by keeping these three points in mind:

1. While uncovering painful emotions does
seem to increase short-term suffering, exploring
difficult issues will have long-term benefits.

2. Physicians should share their emotions with
patients, because that could lessen the patient’s
feelings of isolation.

3. There is therapeutic value in simply listening
to patients’ problems, even when the problems
are unsolvable. 

Medical directors should see themselves not
only as experts in end-of-life care, but also as
reformers who have the skill and opportunity to
affect the behavior of their colleagues.

“What we are trying to do is undo the lack of
education that has occurred in medical schools
for generations,” Lupu says.

Reference
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Complementary therapies
enhance hospice care
Address diverse patient needs with alternatives 

There are a host of complementary therapies
available to hospices, ranging from common

art therapy to not-so-common dolphin therapy.
As the needs of patients become more diverse,
hospices may feel compelled to expand their sta-
ble of complementary therapies. The question
then becomes: Which therapies are best suited for
your hospice? 

“We checked out a number of therapies,” says
Heather Kantor, assistant director of foundation
and complementary therapy administrator for
Nathan Adelson Hospice in Las Vegas. 

As late as 1999, Nathan Adelson employed no
complementary therapies; now it uses seven and
is planning to add more. “It’s better to have a lot
rather than a few,” says Kantor. “We’re always
looking into other therapies.”

For hospices with one or two complementary
therapies to offer patients, Kantor suggests they
consider adding more to broaden their ability to
manage pain and stress. 

Kantor says hospices starting from scratch as
Nathan Adelson did should start slow and build
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upon the success of one or two therapies at the
start. After considering a number of therapies,
Nathan Adelson started the Comfort Care
Program with pet therapy and has since added
six more, including aromatherapy, music therapy,
water therapy, reminiscence therapy, massage
therapy, and therapeutic touch.

Pet therapy, also known as “visiting pets,”
“therapy dogs,” and “animal-assisted therapy,”
holds that by simply petting animals, patients
and family members will experience lower blood
pressure.

Nathan Adelson uses volunteers who handle
certified therapy dogs. The therapy can involve
formal care plans or can occur as informal visits.
The handler and the hospice nurse may consult
on specific goals to be accomplished and plan
how to accomplish those goals. The preferred
use, however, is for more informal activities. 

An animal visit can offer entertainment or 
a welcome distraction from pain and infirmity.
Visiting with animals can help people feel less
lonely and depressed; for instance, people often
talk to the dogs and share thoughts, feelings,
and memories with them. Many people in hos-
pitals or group homes have had to give up pet
ownership, and they miss the unconditional
acceptance a pet gives them. The pet also makes
it easier for two strangers to talk, because it
gives people a common interest and provides a
focus for conversation. Patients become more
active and responsive during the visit, and this
change often lasts for some time after the visit 
is over.

Addressing patient needs through music

Music therapy is the specialized use of music
to improve or maintain functioning in the fol-
lowing areas: motor, physiological, social/emo-
tional, sensory, communicative, and cognitive
functioning. The purpose of music therapy is to
help individuals attain and maintain their maxi-
mum levels of functioning. This is achieved by
addressing the client’s needs and problems
through music. The following three professional
credentials are recognized by the Silver Spring,
MD-based American Music Therapy Association:
MT-BC (music therapist-board certified), RMT
(registered music therapist), and CMT (certified
music therapist).

At Nathan Adelson, each inpatient unit facility
offers a library of music, videotapes, and books
on tape. Musicians also come to inpatient units to

play for patients and their families. Music is used
in conjunction with medications to alleviate pain,
elevate the patient’s mood, counteract depres-
sion, induce sleep, decrease fear, and lessen ten-
sion, Kantor says.

The Colorado Association for Music Therapy
in Fort Collins provides the following informa-
tion about music therapy provided by certified
therapists:

1. Music therapy is prescribed by members of
the client’s treatment team. Members can include
doctors, social workers, psychologists, teachers,
case workers, or parents. 

2. Music is the primary therapeutic tool.
Using music to establish a trusting relationship,
the music therapist then works to improve the
client’s physical and mental functioning through
carefully structured activities. Examples can
include singing, listening, playing instruments,
composition, moving to music, and music and
imagery exercises. 

3. Music therapy is administered by a trained
music therapist. A music therapist’s education
and training are extensive. Musical interventions
are developed and used by the therapist based
on his/her knowledge of the music’s effect on
behavior, the client’s strengths and weaknesses,
and the therapeutic goals. 

4. Music therapy is received by a client, and it
targets a wide range of clinical populations and
client ages. 

5. Music therapy works towards specific thera-
peutic goals and objectives. Goal areas include
communicative, academic, motor, emotional, and
social skills. It is important to be aware that while
clients may develop their musical skills during
treatment, these skills are not the primary con-
cern of the therapist. Rather, it is the effect such
musical development might have on the client’s
physical, psychological, and socioeconomical
functioning.

Essential oils have variety of uses

Aromatherapy is a treatment based on the
application of essential oils obtained from
plants. In aromatherapy, trained nurses and vol-
unteers use essential oils and aromatic diffusers
to make a difference in the quality of life for
patients. For instance, aromatherapy can help 
a patient sleep, assist in memory recall, or help
with depression.

The therapeutic properties of plant oils have
been studied for thousands of years. All the
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great ancient civilizations — Persian, Egyptian,
Greek, and Roman — used plant oils for their
healing properties. It was French chemist Rene
Gattefosse who first coined the term “aroma-
therapie” in the early part of the 20th century.
Gattefosse accidentally burned himself one day
while working in the family perfume business.
In pain, he plunged his hand into a container of
lavender oil, and found that his hand healed
quickly and with minimal scarring.

The use of essential plant oils has been popu-
lar simply as a beauty treatment, but with the
increasing recognition of its therapeutic aromatic
qualities by the medical establishment, it is now
a vital complementary therapy in many health
care units.

The main benefits of aromatherapy in pallia-
tive care are:

• reduction of anxiety, stress, tension, and fear;
• promotion of a feeling of well-being;
• relief from constipation, headaches, muscular

pain, and insomnia;
• elevation of the pain threshold level, which

sometimes enables a reduction in analgesics;
• improvement in circulation;
• reduction in limb swelling where lympho-

edema is present. 

Story-telling overcomes negative emotions

Nathan Adelson Hospice gives patients the
opportunity to share their memories, special
messages, or thoughts or feelings with and
about those they love. The patient’s thoughts are
recorded, written, or videotaped for patients’
family or friends or for the hospice’s web site.
Hospice social workers or volunteers meet with
patients to reminisce about their lives and share
important messages.

Reminiscing allows patients and families to
overcome negative emotions surrounding the
patient’s impending death, says Howard
Thorsheim, PhD, professor of psychology at St.
Olaf College in Northfield, MN, and co-author of
I Remember When, a book on how to employ remi-
niscing as a therapy.

Thorsheim says story-telling is a valuable ther-
apy for patients who are near death because it
creates an opportunity for social support from
family and friends. Thorsheim’s research showed
that as people get older, they have fewer oppor-
tunities to feel supported by family and friends.
The same can be said for the dying, who often
feel isolated and angry.

As a result, self-esteem is affected due to the
lack of support. Self-esteem is even more dramat-
ically affected in dying elderly patients. The
authors noted that men of retirement age experi-
ence drops in self-esteem because they feel their
life has lost meaning. If a terminal illness is
thrown into the mix, the patient’s ability to have
a meaningful death can be hindered by her per-
ception that her life has lost meaning and by her
perception of diminished support from friends
and family.

The goal of hospice workers is to help patients
wade out of the sea of negative emotions and get
them to a place where they begin addressing
their social and spiritual needs. According to
Thorsheim, story-telling provides four elements
that promote life affirmation and help patients
along the road:

1. A sense of belonging. Telling stories helps
people feel closer to their families, communities,
and surroundings.

2. An introduction. Story-telling promotes an
emotional connection between people who other-
wise would be strangers. It can help hospice
workers break through walls and nurture a famil-
iarity that precedes trust.

3. A sense of caring. Sharing stories promotes
a closeness among individuals through sharing
details of one’s life and perceiving that others are
listening and interested.

4. A context for care. Story-listening is a skill
that sets the stage for giving care, while story-
telling fosters trust and intimacy that allow one
to be cared for.

Massage therapists treat symptoms

At Nathan Adelson Hospice, massage therapy
is used to bring stress relief, ease aches and
pains, and bring general comfort to patients.
According to Kantor, massage relieves stress,
headaches, backaches, anxiety, fatigue, and
sleeplessness.

“Massage therapy is very compatible with
hospice care,” says Adela Basayne, LMT, a pri-
vate practice massage therapist in Portland, OR.
“Massage therapists aren’t looking to change the
health status of hospice patients. Instead, their
goal is to treat symptoms.”

The role massage plays in pain reduction is not
well-understood, says Basayne. But experts have
theorized that massage promotes relaxation and
relaxation reduces anxiety. This reduction in anxi-
ety in turn lowers pain intensity.  n
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Treat referring physicians
like other customers
Provide support and communication

Here is a single-question pop quiz: List three
of the most important groups of customers

your hospice serves. 
Patients. That one is pretty obvious. 
Caregivers. They often need as much spiritual

and emotional care as patients.
The third group is . . . physicians. Did it take a

little longer to come up with the last group? That
by itself may be an indication that your hospice is
not doing enough to nurture its relationship with
physicians. 

There is a tendency, perhaps, to view physi-
cians as colleagues or partners in treating dying
patients. But, in fact, they are customers who
must be cultivated and nurtured through various
forms of marketing. While efforts won’t include
mass media campaigns one would normally asso-
ciate with marketing, physicians do require a host
of customer service-related approaches to ensure
overall satisfaction following the referral of a
patient.

Hospice of the Valley in Youngstown, OH,
takes the business of physician marketing seri-
ously. In the past year, the hospice was able to
increase its referrals by 30% as a result of its mul-
tifaceted physician outreach program, says
Bridget Romeo, RNCG, director of community
education for Hospice of The Valley. 

Romeo insists that hospices can achieve similar
results if they think of physician marketing as a
discipline that requires the simultaneous use of
several different approaches. Traditionally, hos-
pices have used low-key approaches that don’t
require the budget-strapped organizations to
spend too much. Hospices focused mainly on
physicians and hospitals by sending out volun-
teers to tout the value of hospice and preach the
hospice philosophy. 

The marketing strategy now employed by
Hospice of the Valley assumes that marketing hos-
pice services in a competitive health care market-
place requires more than a jar of cookies sent to
physician offices and handing out black-and-white
brochures at a local health fair. The goal for hos-
pices is to increase referrals significantly and to
ensure the referrals are made in a timely fashion.
That’s done through a combination of physician

relations, support, and education. 
Hospice of the Valley is a typical hospice, expe-

riencing the same challenges that face other hos-
pices around the country. One of the hospice’s
greatest challenges is to increase admissions in
each of the three counties it serves. 

In the year since the hospice adopted its global
marketing strategy, admissions have increased in
all three of the surrounding counties it serves,
including a 50% increase in Columbiana County
and a 30% increase in its base market, Mahoney
County, where it was once thought to have satu-
rated the market.

Setting aside the cookies-and-brochure
approach to gain referrals, Hospice of the Valley
treated physicians as if they were as much a cus-
tomer of hospice services as patients and families
themselves.

Like patients and families, physicians have a
set of expectations regarding their dealings with
hospice and hospice staff. According to Romeo,
those expectations include the following:

• The hospice will keep physician paperwork
to a minimum.

• The physician will be able to trust hospice
staff to make sound, independent decisions
regarding the care of their patients without hav-
ing to consult the physician for minor questions.

• When physician consultation is needed, staff
will provide detailed information and propose
specific solutions.

• There will be good communication between
the physician and the hospice, including regular
updates from hospice staff regarding their
patients’ condition.

Ask physicians if they are satisfied

Most hospices may think they are regularly
doing the things that encourage physicians to
refer patients to their hospice. But the only way
to find out whether or not those needs are being
met is to actually ask physicians if they are satis-
fied with the care provided to their patients and
with the support given to them.

Officials at Hospice of the Valley start by
tracking referrals by physician. Using a com-
puter spreadsheet, referrals of about 300 physi-
cians are monitored. “We watch for trends,”
says Romeo. 

The trends Romeo looks for are physicians
whose referrals have dropped off from month to
month or over the course of a year. “If they aren’t
using us as much as they used to, we need to
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know why. It could be that they just have not had
as many dying patients as before. If not, we need
to know if we dropped the ball.”

If the hospice’s tracking system identifies a
physician whose referrals have decreased over
several months, a Hospice of the Valley represen-
tative is dispatched to speak with the physician
to find out why this is so.

There is nothing terribly sophisticated about
Hospice of the Valley’s tracking system. Each
time a physician makes a referral, the date of the
referral is entered into a spreadsheet program.
This allows hospice workers to search the data-
base by physician to determine the number of
referrals made during a given time period.

The hospice also tracks the length of service of
each referral by physician. If a physician’s referral
resulted in an unusually short stay, it prompts a
visit by Romeo, who emphasizes the need for ear-
lier hospice admission.

Another low-tech approach is the use of ques-
tionnaires. Physicians who refer patients to
Hospice of the Valley are sent quarterly surveys
that contain brief, pointed questions to help
determine whether communication and services
are meeting physicians’ needs. The questionnaire
seeks physician opinions about perceived com-
munication between the hospice and physician
and the timeliness of its on-call service.

In addition to tracking referrals and physician
questionnaires, Hospice of the Valley builds upon
its physician communication efforts by providing a
quarterly newsletter. The newsletter is intended to
be a forum for new information, such as changes in
payer requirements and protocols. 

Other physician marketing approaches used by
various hospices include the following: 

• Marketing to increase physician referrals
and promote physician satisfaction with services.

Under this approach, each member of an
administrative team is assigned to a group of
referring physicians. The team is responsible for
establishing a working relationship with doctors
or key members of their staffs.

How the team communicates with each physi-
cian is determined between staff members and the
physician or physician’s staff. Communication
revolves around patient care issues and physi-
cian/patient needs, relates new program ideas,
and reinforces established guidelines. Each month,
team members report their findings to an opera-
tions committee. 

• Increasing staff awareness of referral
sources.

Provide clinical and administrative staff with
feedback from all referral sources, such as
changes in managed care policies and proce-
dures, physician feedback, and updates on
changes in the marketplace. The purpose is to
help staff realize that referral sources are impor-
tant to the program. 

• Sending family letters to physicians.
When families send letters of appreciation to

the hospice with information such as “we wish
we were referred sooner” or “hospice really
helped,” send copies -- with the family’s permis-
sion -- to the physician who referred the patient,
or to referring physicians generally, to not only
encourage more referrals but more timely ones as
well. 

• Assigning primary RN case managers to
high-referral physician practices and clinics.

One of the obstacles to good physician-hospice
relationships is the glut of phone calls from staff
requesting various things, ranging from orders to
signatures. By assigning a case manager to refer-
ral sources, the number of phone calls between
physicians and nurses can be dramatically
reduced. This practice can also help develop
mutual understanding of practice patterns and
increase physician loyalty.  n

Take the pain out of pain
management coding
Follow pain guidelines for payment

Pain management payment policies can be
vague, sometime leading to denials, despite

a physician’s best efforts to follow a Medicare
carrier’s medical review policy. 

If, however, physicians follow the Agency for
Health Care Quality and Research (AHCQR) can-
cer pain guidelines, they can make their pain
management claims virtually bulletproof. These
standards not only mirror Medicare policy, but
also provide a more detailed process for deter-
mining medical necessity.

“If you follow [AHCQR] guidelines and docu-
ment each step, I think the guidelines will lend
credence to appropriate coding,” says Terence
Gutgsell, MD, medical director for the Hospice
of the Bluegrass in Lexington, KY. Gutgsell often
provides palliative care advice to his hospice’s
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referring physicians.
There are a number of pain management

options available to treat cancer pain, ranging
from nonsteroidal anti-inflammatory drugs
(NSAIDs) to opioids. In addition, there are a
variety of delivery options, including oral drugs,
injections, and infusions. 

With so much to choose from, how can prac-
tices be assured the drugs and procedures they
choose will be reimbursed? For Medicare, local
medical review policies (LMRPs) determine
whether any given pain management regimen
will be reimbursed. In most cases, LMRPs include
themes similar to AHCQR guidelines. But LMRPs
can be vague at times, opening the possibility for
payment denial.

Policies leave room for interpretation

For example, code 62318 (injection, including
catheter placement, continuous infusion or inter-
mittent bolus, not including neurolytic sub-
stances, with or without contrast [for either
localization or epidurography], of diagnostic or
therapeutic substance(s) [including anesthetic,
antispasmodic, opioid, steroid, other solution],
epidural or subarachnoid; cervical or thoracic)
or 62319 (lumbar, sacral [caudal]) are used to
report epidural injections. While these injections
and nerve blocks are considered to be medically
necessary for the management of chronic pain,
including severe cancer pain, the procedure
could be deemed medically unnecessary if the
practice cannot show that it followed a series of
steps before choosing an epidural injection.

Medicare guidelines instruct physicians to
evaluate the patient thoroughly and to provide
the modality most likely to establish or treat the
presumptive diagnosis. If the first procedure fails
to produce the desired effect and rules out that
possibility, the provider may proceed to the next
logical treatment.

In addition, the patient’s medical record
should document the presence of radicular pain
and the neuropathic diagnosis being treated. The
record should establish the failure of conserva-
tive management and the fact that the patient is
a poor surgical risk or does not wish to have
surgery.

The policy leaves room for arbitrary decisions,
such as which drugs or modalities should be
used before moving to epidural injections. But
AHCQR guidelines can fill in the details not
included in carrier policies. In addition, proof

that AHCQR guidelines were followed is the best
defense against a denied claim during the appeal
process, Gutgsell says.

The AHCQR (formerly called the Agency for
Health Care Policy Research) recommends physi-
cians follow these guidelines when determining
the type and scope of pain therapy (the entire
guideline can be viewed on the agency’s web site,
www.ahcqr.gov):

— An essential principle in using medications
to manage cancer pain is to individualize the reg-
imen to the patient. 

— The simplest dosage schedules and least
invasive pain management modalities should be
used first.

— Pharmacological management of mild to
moderate 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 (J2175) should not be used if
continued opioid 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 admin-
istration. 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 opi-
oids and co-analgesics should precede the consid-
eration of intraspinal analgesic systems. 

— Because there is great inter-individual vari-
ation in susceptibility to opioid-induced side
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effects, clinicians should monitor for these
potential side effects.

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

— Naloxone (J2310), when indicated for rever-
sal of opioid-induced respiratory depression,
should be titrated in doses that improve respira-
tory function but do not reverse analgesia.
Placebos should not be used in the management
of cancer pain. 

— Patients should be given a written pain
management plan. 

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

The above guidelines have particular signifi-
cance for choosing the appropriate drug. With the
growing number of pain drugs and the off-label
use of drugs, choosing the appropriate drug can
pose reimbursement problems because many
policies do not mention use of drugs such as
methadone (used to treat heroine addiction),
J1230; ketamine (anesthesia); and pamidrinate
(bone resorption in metastatic breast cancer),
J2430.

While these drugs are effective, physicians
have the burden of proving medical necessity,
Gutgsell says. This is especially important for
expensive drugs such as pamidrinate, which can
cost $600 to $1,200 for a single injection. 

In the event of a payment denial, Gutgsell says
data published in journals provide validation for
drug choice. Guidelines, however, suggest that the
physician consider other drugs, including less
powerful drugs or less invasive modes of delivery. 

In addition, the American Society of Clinical
Oncology’s public policy and practice depart-
ment recommends following Medicare regula-
tions for off-label use of drugs and biologicals.
Off-label use of drugs is covered when all of the
following conditions are met:

— The drug meets the definition of drugs and
biologicals.

— The drug is the type that cannot be self-
administered.

— The drug meets all the general requirements
for coverage of items as incident to a physician’s
services.

— The drug is reasonable and necessary for the
diagnosis or treatment of the illness or injury for
which it is administered according to accepted
standards of medical practice.

— The drug is not excluded as an immunization.
— The drug has not been determined by the

FDA to be less than effective.
Following AHCQR guidelines will bolster

medical necessity for invasive procedures, such
as epidural injections and infusion pumps (codes
E0779-E0791).

Following guidelines will keep practices in
line with carrier policies that include these
requirements:

— The patient’s history must indicate that
he/she would not respond adequately to nonin-
vasive methods of pain control, such as systemic
opioids (including attempts to eliminate physical
and behavioral abnormalities that may cause an
exaggerated reaction to pain).

— A preliminary trial of intraspinal opioid drug
administration must be undertaken with a tempo-
rary intrathecal/epidural catheter to substantiate
adequately acceptable pain relief and degree of
side effects (including effects on the activities of
daily living) and patient acceptance.  n

Grief group aids families
of terrorist victims 

Grief support for families that lost loved ones in
the terrorist attacks on New York City and the

Pentagon on Sept. 11 is available from the nearly
600 chapters of The Compassionate Friends, a
national bereavement self-help organization.
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Compassionate Friends was established to help
families resolve their grief following the death of 
a child of any age and to provide information to
help others be supportive.

“Thousands of people have had to face the fact
that their child, sibling, or grandchild has died
because of these terrible acts,” says Patricia
Loder, executive director of The Compassionate
Friends. “We have to remember that everyone
who died was someone’s child. The time will
come when many of these parents and family
members will want to talk with others who have
also faced the grief of losing a child and can help
them travel this long journey. That is why we
exist.”

In the states including and surrounding New
York and Virginia, where the attacks took place,
Compassionate Friends has 137 chapters. In
California, the destination of the four jetliners,
there are an additional 36 chapters. 

Within days of the terrorist attacks, brochures
and national Compassionate Friends magazines
were shipped into New York City and Washington,
DC. “Along with this came the promise to our
chapters that whatever they needed to serve the
victims of these catastrophic events, the national
organization would find the means to supply
them,” says Loder. 

For more information about the national
Compassionate Friends organization and loca-
tions of local chapters, people can call (877) 969-
0010 or visit the organization’s web site at www.
compassionatefriends.org.   t

Elizabeth Dole named 
to NHPCO post

The Alexandria, VA-based National Hospice
and Palliative Care Organization (NHPCO)

has named former presidential candidate
Elizabeth Dole to serve as the organization’s
National Director for Hospice Education and
Information.

Among Dole’s top priorities in her new posi-
tion will be to work with the nation’s hospices 
to assist families affected by the Sept. 11 terrorist
attacks in New York, Washington, DC, and
Pennsylvania. As a first step, Dole is highlighting
the hospice role as a community resource for
grief and bereavement services and reminding

Americans that hospice professionals across the
country are available to help grieving individu-
als and families.

The NHPCO is banking on Dole’s high visibil-
ity to raise public awareness of hospice care and
spark household conversations about end-of-life
care. By further heightening national attention 
on the benefits and availability of hospice care,
Dole’s efforts will complement the community
outreach activities of hospices across the country.

According to the NHPCO, hospices are
expected to play a significant role in the healing
of Americans following the terrorist attacks. 

“Hospices have long served as community
resources for grief and bereavement services,”
the organization said in a press release announc-
ing Dole’s appointment. “Now is certainly no
exception. In addition to sending help to the
affected areas, hospices from across the country
are helping their own communities come to
terms with the immense loss.”

December 2001 / HOSPICE MANAGEMENT ADVISOR ™ 143

Hospice Management Advisor™ (ISSN# 1087-0288) is published monthly by
American Health Consultants®, 3525 Piedmont Road, Building Six, Suite 400,
Atlanta, GA 30305. Telephone: (404) 262-7436. Application to mail at periodical
rates is pending at Atlanta, GA 30304.POSTMASTER: Send address changes to
Hospice Management Advisor™ , P.O. Box 740059, Atlanta, GA 30374.

Opinions expressed are not necessarily those of this publication. Mention of
products or services does not constitute endorsement. Clinical, legal, tax, and
other comments are offered for general guidance only; professional counsel
should be sought for specific situations.

Editor: Eric Resultan, (770) 329-9684, (eric_resultan@msn.com).
Vice President/Group Publisher: Donald R. Johnston, (404) 262-5439,

(don.johnston@ahcpub.com).
Editorial Group Head: Glen Harris, (404) 262-5461, (glen.harris@ahcpub.com).
Managing Editor: Robin Mason, (404) 262-5517, (robin.mason@ahcpub.com).
Production Editor: Brent Winter. 

Copyright © 2001 by American Health Consultants ® . Hospice Management
Advisor™ is a trademark of American Health Consultants ®. The trademark Hospice
Management Advisor™ is used herein under license. All rights reserved.

Editorial Questions
For questions or comments,

call Glen Harris
at (404) 262-5461.

Subscriber Information
Customer Service:(800) 688-2421 or fax (800) 284-3291,
(customerservice@ahcpub.com) Hours: 8:30 a.m.-6 p.m. Monday-
Thursday; 8:30 a.m.-4:30 p.m. Friday, EST.
Subscription rates: One year (12 issues), $319. Outside U.S., add $30 per
year, total prepaid in U.S. funds. Two to nine additional copies, $191 per year;
10 to 20 additional copies, $128 per year. For more than 20 copies, call cus -
tomer service for special handling. Missing issues will be fulfilled by customer
service free of charge when contacted within one month of the missing issue
date. Back issues , when available, are $53 each. (GST registration number
R128870672.)

Photocopying: No part of this newsletter may be reproduced in any form or
incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please contact
American Health Consultants ® . Address: P.O. Box 740056, Atlanta, GA 30374.
Telephone: (800) 688-2421. World Wide Web: http://www.ahcpub.com.



People seeking help or hospice information can
call NHPCO’s toll-free Helpline at (800) 658-8898
and search the NHPCO’s “Find A Hospice” fea-
ture on its web site, www.nhpco.org.  t

Firefighters’ union seeks
volunteer grief counselors

The Uniform Fire Officer Association, Local
854, the union that represents firefighters who

are officers in New York City, has asked for help
in providing counselors for the survivors of the
members it lost in the Sept. 11 terrorism attacks. 

There are over 160 children left without a par-
ent among these officers alone. The Professional
Staff Congress (PSC) of the City University of
New York has been working with the staff of the
union to coordinate help.

The union needs counselors living or working
in Nassau, Suffolk, and Westchester Counties.
The fire officers’ union has counseling centers in
Manhattan, Queens, and Staten Island, but many
of the families of the bereaved are finding it too
difficult to uproot children and travel to these
centers. 

Specifically, there is a need for counselors who
specialize in bereavement, but also for all coun-
selors, including those experienced in working
with children and adolescents. Those who would
like to volunteer can call the PSC office at (212)
354-1252.  t

Michigan groups publish
end-of-life guide 

Acoalition of health care groups in Michigan
has begun the distribution of a new physi-

cian guide aimed at providing the best possible
end-of-life care for Michigan residents.

The 48-page booklet, The Michigan Physician
Guide to End-of-Life Care, written by Michigan
experts in end-of-life care, was created to help
physicians, patients, and families — the word
“family” being understood in the broadest
sense — deal more effectively with dying and

death. The book was mailed to every licensed
physician in Michigan and will also be deliv-
ered to all medical students in Michigan’s four
medical schools. About 40,000 booklets in all
will be handed out. 

The book was developed by the Michigan
State Medical Society, the Michigan Osteopathic
Association, the Michigan Department of
Community Health, and American Physicians
Assurance. It contains seven chapters on topics
including communication, advance care plan-
ning, pain and other symptoms, palliative care,
withdrawing or withholding care, hospice, and
emotions and spirituality. Also included are “For
My Patients” pages that physicians may photo-
copy and give to patients to help them with a
variety of sensitive end-of-life situations. 

“Focusing on communication with patients,
advance care planning, and spirituality, the guide
effectively deals with the complex issues of end-of-
life care,” says James K. Haverman Jr. , director of
the Michigan Department of Community Health. 

The entire text of The Michigan Physician
Guide to End-of-Life Care can be downloaded
from the Michigan State Medical Society web site
at www.msms.org under “End-of-Life Care.”  n
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December 1, 2001

Dear Readers:

We at Hospice Management Advisor would like to take the time to thank you for your sup-
port in the last year. We, along with our excellent editorial advisory board, strive to bring
you the best, most useful newsletter each month that we possibly can.

Over the last year, here are some of the special features included in Hospice Management
Advisor:

n Bereavement outreach roles that hospices have played in incidents such as school 
shootings in San Diego and the Sept. 11 terrorist attacks.

n Insights into how to deal with the shortage of nurses.
n How telemedicine may change the face of hospice care.
n Proven advice on how to develop effective marketing and fundraising strategies.
n The latest research on palliative care, pain management, and other key issues.

As we approach 2002, you can look forward to 12 more issues of incisive, up-to-date
strategies for handling the challenges of hospice care. We will continue to add “extras”
that make your newsletter subscription an even greater value.

Our most important tool in keeping Hospice Management Advisor relevant to your needs,
as always, is the feedback that you give to us. Thank you to all who filled out and
returned to us a reader survey. This helps us a great deal. We’d like to hear about the
issues that are important to you so that we can provide the most relevant information to
help you do a better job. Please direct your comments to Glen Harris, Editorial Group
Head, at glen.harris@ahcpub.com, or call him directly at (404) 262-5461.

Thank you again for your support.

Sincerely, 

The Hospice Management Advisor Staff

Donald R. Johnston, VP/Group Publisher
Glen Harris, Editorial Group Head
Robin S. Mason, Managing Editor
Eric Resultan, Editor
Neill Larmore, Associate Managing Editor
Rob Kimball, Senior Copy Editor
Schandale Kornegay, Marketing Product Manager
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