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A simple benchmarking project 
for hospice: Reduce patient falls
Improve outcomes and meet QAPI requirements

Keep it simple. Start with one study. Pick an event or symptom that is
easy to monitor. 
As hospice managers began looking for ways to meet the Quality

Assessment Performance Improvement (QAPI) requirements of the new
hospice Conditions of Participation, experts recommended that hospices
new to performance improvement studies choose a study that is easy to
monitor, analyze, and implement improvement strategies. 

Because patient falls greatly affect outcomes, falls reduction has been
a topic chosen by many hospices because it is easily measured and there
are a number of interventions that can be used to improve fall rates. 

Although the performance improvement project is only a few
months old, the staff at Hernando Pasco Hospice in Hudson, FL, are
happy with the almost 50% reduction in falls seen in two of the three
hospice care centers during the first months.

“Our goal was to reduce falls by 10% over the previous month, and

NOW AVAILABLE ONLINE: www.ahcmedia.com/online.html
Call (800) 688-2421 for details

Reduction of patient falls is a straightforward, easy-to-implement perform-
ance improvement project that many hospice managers are choosing as
one way to meet the Quality Assessment Performance Improvement (QAPI)
requirements of the hospice Conditions of Participation.
• Start with simple assessment tool that makes it easy for nurses to identify

patients at risk for falls.
• Develop incident report forms that collect useful data to measure

progress.
• Provide staff members with interventions that can reduce the risk of falls.
• Include staff members in development of tools, and keep them informed

about the results of fall prevention activities.
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we reached that goal during the second test of
our data collection tool,” says Jana Donovan,
RN, administrator of the Hernando Hospice Care
Center in Brooksville, FL, one of five hospice care
centers operated by Hernando Pasco Hospice. As
the project continued testing different tools and
policies related to falls prevention, the staff’s
level of awareness of the importance of this issue
increased, she says. (For details of the project,
see p. 39.) 

“People often assume that hospice patients
will fall because of the progression of their illness
or the medications they are taking, so there is
often a ‘so-what’ attitude,” says Charlene Ross,
RN, MSN, MBA, partner and consultant with
RBC Consulting for hospices in Phoenix. “The
reality is that hospice patients often fall into the
category of high risk for falls because they are

over the age of 65, in a weakened physical condi-
tion, and on many medications that contribute to
falls,” she says. 

Hospice staff members should be concerned
about falls because the patient has chosen hospice
as the type of health care they want at the end of
their life, so falls must be avoided to allow the
patient to stay in their home, says Ross. “We have
to respect the patient’s wishes and do what we can
to ensure a safe environment so the patient does
not have to go to a nursing home or hospital.”

When Norwell (MA) VNA and Hospice started
the hospice program for the agency one year ago,
there was no question about whether the home
health agency’s falls reduction program would be
implemented, says Jackie Crossen-Sills, PhD, PT,
director of program development for the agency. 

The home health agency has a falls reduction
program titled “Watch Your Step” that has been in
place for years, she says. They have modified the
program for hospice patients, but it is just as com-
prehensive as the home health program, Crossen-
Sills adds. 

Patient and family educational fliers; environ-
mental assessments for items such as scatter rugs,
low lighting, or lack of grab bars; and a medical
assessment to determine if the patient’s physical
condition, mental status, or medications might
increase the risk of falls, is provided for all hos-
pice patients, says Crossen-Sills. “The falls risk
assessment form for home health is built into 
our electronic OASIS [Outcome and Assessment
Information Set] forms used by the nurses, but
because hospice doesn’t use OASIS, we have
printed paper copies of the forms for the hospice
nurses to use,” she explains. 

Almost all hospice patients are at high risk of
falling at some point during their care, admits
Crossen-Sills. “This doesn’t mean that we can’t
reduce the risk of falls to prevent hospitalization
or injury to the patient,” she adds.

Staff training is a key part of any falls reduc-
tion program, says Ross. Because collection of
falls data is an integral part of identifying reasons
for falls, trends, and numbers of falls, staff mem-
bers need to understand the importance of col-
lecting the information, she says. Although
educational meetings at the beginning of a falls
reduction performance improvement project are
important, hospice managers also should plan on
offering several types of programs related to falls
reduction throughout the year to maintain aware-
ness, Ross suggests. Staff members also should be
involved in the creation of tools or the analysis of
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the data to improve understanding of the project,
she says.

Although assessing risk factors at the start of care
is important, the most critical data collection tool is
your incident report form, says Ross. It is important
to collect information about location, time, and
activity during the fall, she says. (See story, p. 41,
for data to collect.) “All hospice employees need to
understand the importance of reporting falls, even
if they were not witnessed,” Ross adds. 

Of course, the first step to being able to report a
fall is understanding what a fall is, says Donovan.
“We had employees who didn’t complete an inci-
dent report form because they did not think the
patient had fallen,” she says. The employee would
report that the patient went to her knees or that
the patient was found sitting on the floor, but there
would be no report of a fall, Donovan says. “Now,
we have a clear definition of a fall that is not open
to interpretation, so we have more consistency in
our reports,” she says. The agency describes a fall
as “a sudden, uncontrolled, unintentional down-
ward displacement of the body to the ground or
other object, excluding falls resulting from violent
blows or other purposeful actions.”

Once the reports are collected and the data ana-
lyzed, the performance improvement person or
team should identify the most likely cause of the
falls and implement an intervention strategy, sug-
gests Ross. “It can be as simple as reminding aides
to have the patient sit at the edge of the bed for 
a few minutes before getting out of the bed or plac-
ing a bell next to the bed if the patient fell while

reaching for something out of his or her reach on
the bedside table,” she says. Test the intervention in
a small group of patients to see if it has a positive
effect, then implement it hospicewide, she says.
(For more information on interventions, see p. 40.)

Review of data, analysis of causes, and imple-
mentation of interventions are a continuous
process that demonstrates to the Centers for
Medicare & Medicaid Services (CMS) that the
agency is meeting QAPI requirements, says Ross. 

Although a hospice’s data over time can be used
to show trends and improvement, benchmarking
against other hospices also is important, says Ross.
“The challenge with benchmarking data for hos-
pices is that there is not a lot of published data on
fall rates in hospices,” she admits. “However, a hos-
pice should establish a fall rate and benchmark
with itself quarter over quarter or with peer hos-
pices if the data is available. Multisite programs
have the advantage to benchmark with other
programs within the organization.” (For more
information, see “Hospices start their trip down
the road of quality improvement,” Hospice
Management Advisor, March 2009, p. 25.)  ■

Ask nurses for input 
when designing form 
Keep assessment tool simple, easy to incorporate

Inclusion of all nursing staff members in the
development of the falls risk assessment tool

for Hernando Pasco Hospice in Hudson, FL,
improved acceptance of the program and
resulted in decreases in falls in the care centers
using the tool, says Cyndi Cortes, RN, CHPN,
administrator of the hospice’s Marliere Care
Center in New Port Richey, FL. 

When the performance improvement team
began working on reducing falls, there was no clear
definition of a fall, no policy outlining interven-
tions, and no focus on the importance of falls reduc-
tion among the staff, Cortes says. Reviews of litera-
ture helped the team develop a definition and pol-
icy guidelines for appropriate interventions, but 
the team relied upon input from staff members to
determine the best assessment tool, she says. [A
copy of the risk assessment tool is available 
with the online version of Hospice Management
Advisor at www.ahcmedia.com. For assistance,
contact customer service at customerservice@
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Need More Information?

For more information about falls reduction projects
and data collection tools, contact:
☎ Jackie Crossen-Sills, PhD, PT, Director, Program

Development, Norwell VNA and Hospice, 91
Longwater Circle, Norwell, MA 02061. Telephone:
(781) 659-2342. Fax: (781) 659-0150. E-mail:
jcrossensills@nvna.org.

☎ Jana Donovan, RN, Administrator, Hernando
Hospice Care Center, 1114 Chatman Blvd.,
Brooksville, FL 34601. Telephone: (352) 544-1181.
Fax: (352) 754-1476. E-mail: jana.donovan@hp
hospice.net.

☎ Charlene Ross, RN, MSN, MBA, Partner and
Consultant, RBC Consulting, Phoenix. Telephone:
(602) 740-0783. E-mail: charlene@rbcconsulting
llc.com.



ahcmedia.com or (800) 688-2421.]
“We used the Morse Fall Scale and required

every nursing shift to sign the form indicating
use of interventions each day in the first version
of our tool,” says Jana Donovan, RN, administra-
tor of the Hernando Hospice Care Center in
Brooksville, FL. A nursing survey was conducted
after the tool was used for two weeks. (Editor’s
note: A copy of the survey also is available with
the online version of HMA.) Nurses were asked
if the implementation of the policy and interven-
tions would reduce falls and if writing the level
of fall risk in the nurse’s notes made them more
aware of the risk, she says. “In the first survey,
only 7% of nurses replied that the policy and
interventions were effective,” Donovan says.

Based on staff feedback, the next assessment
tool incorporated a combination of elements from
the Morse Fall Scale and the Hendrick Scale, says
Donovan. The admitting nurse conducted the
assessment and wrote the patient’s fall risk level
on the whiteboard in the room so that all other
staff members would be aware of the risk, she
says. Although 31% of nurses replied that the
policy and interventions were effective in the sec-
ond survey, it was noted that the risk level was
not always written on the whiteboard so staff
members were not always aware of it, she adds. 

The final version of the policy required that the
risk level be written in red ink in a specific area of
the nurse’s notes so that all other staff members
would know where to look, says Donovan. “We
also added a reassessment of fall risk level when-
ever the patient’s condition changed,” she says.

The staff’s reaction to the assessment was that
it was “another piece of paper for which they
didn’t have time,” admits Donovan. “As we kept
testing tools and asking for their input, then
incorporating their suggestions, they saw that the
tool was simple and effective,” she says. “They
bought into the program because we asked for
their ideas.” All of the nurses liked being asked
to help develop something that would be a part
of their responsibility rather than being told that
they had to use a specific form, Donovan added.

In addition to initial staff education, and the
discussion and input received during the testing
period, hospice staff members stay up to date on
the progress of the fall reduction program with a
storyboard that travels between the participating
centers, says Donovan. “It has charts and graphs
showing our progress so that staff members can
see that the additional assessment and interven-
tions do make a difference.”  ■

List interventions 
to use after assessment
Simple changes can reduce risk of falls

Assessing a patient’s risk level for falls is an
important part of any falls reduction program

but having a policy or guidelines that describe
appropriate interventions also is essential.

“There are many factors that contribute to falls
that we can control, even for hospice patients who
live alone,” says Charlene Ross, RN, MSN, MBA,
partner and consultant with RBC Consulting in
Phoenix. Environmental factors such a rugs that
slip, low lighting, a lack of grab bars in the bath-
room, or furniture that blocks pathways to the
bathroom or other areas of the house can be easily
addressed, she says. 

“We also evaluate visual acuity to make sure
their eyewear is the right prescription,” says Jackie
Crossen-Sills, PhD, PT, director of program devel-
opment at Norwell (MA) VNA and Hospice in
Norwell. Medications are assessed to see if the
patient’s caregiver needs additional education on
the fall risks associated with various medications,
she says.

In home health, physical or occupational ther-
apy often is called upon to work with a patient at
risk for falling, and it should be no different for
hospice, says Ross. Assistive devices such as a
walker or cane might provide extra stability for
patients as they walk through the house, and a
therapist can evaluate the patient for the proper
assistance, she says.

A call to a therapist is not automatic for her
agency, says Crossen-Sills. “We take the patient’s
diagnosis, stage of progression, and family dynam-
ics into account along with the nurse’s professional
opinion,” she says. “We look at where the patient is
in their journey and decide whether another clini-
cian would be helpful or distressing.”

Additional interventions used by the staff at
the Hernando Pasco Hospice Care Centers in
Florida include:

• Bed is in lowest position with the side rails up.
• Staff instruct patient and family on fall pre-

vention interventions.
• Patient’s personal items are within arms’ length.
• Nonslip footwear is used.
• Moveable equipment is locked prior to use.
• Patients are transferred toward their stronger

side.
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• Staff are to use bed or chair alarms as needed
for patients.

Other interventions that can be used in a
patient’s home include:

• Put bell within easy reach to call caregiver
for assistance.

• Sit patient on side of bed for two to three
minutes before walking.

• Use stools in shower so patient can sit.  ■

Quality of data is more 
important than quantity
Collect info that analyzes problems, IDs solutions 

The only way a hospice manager can know why
patients are falling is to gather the correct infor-

mation on incident or occurrence reports, says
Charlene Ross, RN, MSN, MBA, partner and con-
sultant with RBC Consulting in Phoenix. 

“You must make sure, however, that you
gather the right information,” warns Ross. Too
much information will make analysis of the data
confusing and might not give you the answers
you need to determine the best interventions, she
says. Too little data will not help you focus on the
specific issues, she adds.

“You need to know if a fall occurred, where it
occurred, and what the patient was doing when
it occurred,” says Ross. The specific items on the
form Ross recommends are:

• date;
• patient name or other identifier;
• location (home or facility);
• activity at time of fall: bed transfer, wheel-

chair transfer, bending or reaching, standing or
walking, toileting, and other;

• fall observed (yes or no);
• injury related to fall (yes or no);
• fall caused by factors related to patient’s con-

dition (yes or no);
• fall caused by factors related to patient’s

environment (yes or no);
• determine whether safety was identified as a

risk factor on plan of care? (yes or no).
“It is important to ask if safety was identified

as a risk factor at the time the plan of care was
developed because it helps you evaluate your
assessment process,” says Ross. 

If the patient was identified at risk for falls upon
admission, further investigation needs to be made

to see if the proper interventions were imple-
mented, she says. There are falls that occur even
with appropriate interventions, but collecting the
right information at the time of a fall gives the per-
formance improvement team a chance to identify
trends that might need to be addressed.  ■

Ethical issues warrant
hospice-specific group
Concerns may change when nurses are guests 

Are the medications safely out of reach of chil-
dren? Can the family caregiver handle tasks

required to care for the patient? Are family mem-
bers following the wishes of the patient as indi-
cated before he or she developed dementia? Is the
patient safe in the home setting? Is the employee
safe in the patient’s home? 

Hospice and other home health nurses, who
might or might not have the support of an ethics
committee within their agency, face those issues on
a regular basis. Even when hospice nurses have
access to ethics committees, not many take advan-
tage of the support.

“The origin of ethics committees was to pro-
vide support to health care providers who were
faced with an ethical dilemma for which they
needed objective guidance,” explains Sigrid Fry-
Revere, PhD, JD, medical ethicist and president 
of the Center for Ethical Solutions in Lovettsville,
VA. “The purpose of an ethics committee or ethics
service was to provide peer-to-peer support to
encourage open discussion without intimidation
or fear.” By creating an atmosphere of open dis-
cussion, an ethics committee was designed to help
health care staff work through ethical problems
and come up with solutions, she adds. 

Although ethics committees still exist, they have
evolved into policy review or creation groups, or
they only discuss specific cases when a problem is
brought to their attention, says Fry-Revere. This
evolution has made ethics programs appear to be
a formal, difficult-to-access process. 

Within a hospital setting, informal discussion of
ethics issues can be held at the coffee pot in the
employee lounge or at a nurses’ station, says Fry-
Revere. There is no nurses’ station for home health
employees, she says. “Home health agencies might
address some issues at case conferences, but those
meetings are usually so crammed with items to be
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covered that lengthy discussions are not practical,”
Fry-Revere says. Home health personnel also are
working independently, so they don’t have per-
sonal contact with other nurses every day during
which a conversation can comfortably take place,
she says. 

For those reasons, it is important to offer home
health employees an opportunity to participate in
ethics discussions in informal settings, says Fry-
Revere. “Ethics rounds or ethics lunches that bring
up issues for discussion in a ‘what-if’ approach are
very effective,” she says. She suggests lunches to
which people bring their own “brown bags” as a
way to fit people’s schedules and create a non-
threatening environment for discussion. 

Even home health agencies that are owned by
or affiliated with a hospital should offer an ethics
service specific to home health employees, sug-
gests Fry-Revere.

“When a patient is in the hospital, the hospital
staff has total control over the patient’s environ-
ment,” she points out. “In home health, we are
visitors in the patient’s home, and the patient is
king of the castle,” Fry-Revere says. This creates a
different situation when a nurse or aide is faced
with situations related to family, unsafe living
conditions, or unsafe work conditions for the
employee, she adds. “Hospital personnel cannot
relate to these situations if they are only familiar
with compliant patients in a hospital setting.” 

Creating an effective ethics service might mean 
a change in the agency culture, points out Leslie
Kuhnel, MPA, clinical ethics officer for Alegent
Health in Omaha, NE. “Creating a culture that
views ethics programs or committees as a valuable
and supportive resource, rather than a disciplinary
or punitive body, is the first step,” she says. At
Alegent, a variety of direct caregivers serve on the
committee, she points out. Kuhnel has worked with
managers to define the role of the committee and
provide experiences for deliberation for their staff. 

“The other key [to success] is to make the dis-
cussion relevant to the experiences of staff,” says
Kuhnel. For example, invite staff to identify a
case or situation from their own experience to
present to the committee rather than using only
hypothetical case studies, she suggests. 

Another way to expand the understanding of an
ethics committee is to let your community know
that you offer this resource, suggests Mary Miller-
Hyland, RN, BBA, NHA, administrator of Winona
(MN) Health’s Senior Services. “Our ethics com-
mittee has had very few cases to hear in recent
years, so we used a community event to increase

awareness of the support we offer,” she says. Even
when home health or hospice employees need
help, they don’t have to appear before the full com-
mittee. They might just talk with one or two mem-
bers of the committee who can walk the employee,
the patient, or the family through the process of
determining the best decision, Miller-Hyland
explains. 

Having a home health employee on the health
system’s ethics committee is a big plus, says Pam
Slocum, RN, director of home care and hospice for
Winona Health. “Our social worker who serves on
the ethics committee is often called upon by our
staff to talk with families who might have to make
the decision to move their family member from the
home to another facility,” she says. Because staff
members are aware of the issues that might arise
among family members, and because they know of
the social worker’s ethics committee experience,
they can ask her to intervene at an early point in
the process to minimize conflicts, Slocum adds. 

Lucia Wocial, RN, CCNS, PhD, nurse ethicist
at Clarian’s Charles Warren Fairbanks Center for
Medical Ethics in Indianapolis, says, “It is impor-
tant that employees realize that I am not the
ethics police. An ethicist doesn’t tell someone
what the right decision is; instead, an ethicist
provides support while a person deliberates.”

A good decision related to ethical issues is a
decision for which a person can articulate how the
decision was made, she explains. “Ethics is per-
sonal; but if people can get over their feelings that
they have to defend their decisions and begin to
have an open mind during discussions, reaching a
decision will be less stressful,” she says. “My job is
to lessen the distress of people who care for other
people.” (For more stories on medical ethics com-
mittees, see below, p. 43, and p. 44.)  ■■

Family issues, safety 
top ethical concerns 
Ability to provide quality care may be hindered 

One of the most attractive aspects of hospice
and other types of home health nursing is

the constantly changing job; no two days are
exactly alike. That same diversity also raises
issues that hospital-based nurses don’t face. 

“The biggest difference between hospital care
and home health care nursing is that I am inflicting
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my rules upon you in your home,” points out
Lucia Wocial, RN, CCNS, PhD, nurse ethicist at
Clarian’s Charles Warren Fairbanks Center for
Medical Ethics in Indianapolis. 

One example of a touchy situation is a home
health nurse caring for a patient on the liver trans-
plant list. “What do I do if it is clear that alcohol
has been consumed in the house because there is
an empty bottle on the table?” she asks. “A nurse
won’t want to tell on her patient, because a patient
who is still drinking is no longer eligible for a liver
transplant.”

After deliberation and talking through the issue
with someone, the nurse might decide to report
only what she saw: The empty bottle. “In reality,
the nurse did not see the patient drink, so it could
have been consumed by someone else,” she says.
The importance of discussing issues in an ethics
context is to help people avoid making decisions
based on inaccurate information, incorrect percep-
tions, or untrue assumptions, she adds. 

Most ethical issues for hospice and home health
revolve around safety for the patient, the patient’s
family, and the employee, says Sigrid Fry-Revere,
PhD, JD, medical ethicist and president of the
Center for Ethical Solutions in Lovettsville, VA. A
common concern when children are in the house
with the patient is the children’s access to medica-
tions, she says. There are times that families keep
the medications out to make it easy for the patient
or the caregiver, without thinking about the dan-
ger to children, she explains. “The nurse is a guest
in the patient’s home; so how far can she go when
talking to family members about the danger of the
medication?” she points out. 

Unsanitary conditions for medications or for
patients also raise questions for the home health
nurse, who must decide if it is safe to leave a
patient in a home with no water, no electricity, or
no one to keep the home clean, says Fry-Revere.
“Nurses have to ask themselves at what point
does it become impossible to maintain the stan-
dard of care,” she adds. 

Safety of employees also can be a difficult issue
for nurses. “Nurses want to take care of their
patients, and they are reluctant to complain, but
there are some circumstances that are dangerous
for the employees,” says Fry-Revere. “Aggressive
dogs in the house, weakened or unstable floor-
ing, or an intimidating family member can create
difficult situations.”

There are times, even when the family or patient
initially might not agree, that care within a skilled
nursing facility is the safest and best decision for

the patient, says Fry-Revere. In those cases, talking
about concerns with a third party can help the staff
member figure out how to present the situation to
a manager and to the family, she adds. 

“One emerging issue that our home health
ethics committee has discussed in recent months
is emergency preparedness and surge capacity
issues should care be diverted from hospitals to
the home setting in response to a disaster or pan-
demic,” says Leslie Kuhnel, MPA, clinical ethics
officer for Alegent Health in Omaha, NE. “This
discussion includes the ethical considerations
related to the staff’s duty to care in situations 
of increased personal risk,” she adds.  ■

Diverse committee, 
communication are key 
Set up process that doesn’t intimidate staff

An ethics service or ethics committee will look
different in each hospice and home health

agency, because the program should be geared to
meet the specific needs of the agency, says Sigrid
Fry-Revere, PhD, JD, medical ethicist and president
of the Center for Ethical Solutions in Lovettsville,
VA. 

“You do have to make sure the committee
meets [The] Joint Commission or other accredita-
tion requirements, but be sure it will also address
home health specific needs,” Fry-Revere says. 

Make sure that your committee includes repre-
sentation from all service delivery areas and
includes diverse professional representation in
order to bring the variety of perspectives neces-
sary for rich ethical deliberation, suggests Leslie
Kuhnel, MPA, clinical ethics officer for Alegent
Health in Omaha, NE. 

“I think a home health agency could start educat-
ing staff members about the role of an ethics service
by offering regular lunchtime discussions with a
local ethicist,” she suggests. The conversation
should be run by a seasoned home health employee
along with the ethicist, and it should be a free- 
flowing conversation about issues that might arise. 

“Talk about the social worker who wants to do a
favor for a longtime patient by taking her to a hair
appointment for her 80th birthday,” says Fry-
Revere. “This action creates a liability risk for the
agency, because transporting a patient is outside
the social worker’s normal job parameters,” she
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says. In the conversation with staff members, ask
them how they draw the line between professional
and personal tasks without offending the patient
or family members, Fry-Revere suggests. 

Less formality, more education

A successful home health ethics program is less
formal, focuses on education, involves peer men-
toring, and channels questions to people who are
open to discussing the issues with staff members,
says Fry-Revere. “Although information about
the options for discussing ethical concerns should
be covered in orientation, there is only so much
you can do in an orientation program,” she says.
A better way to educate staff is to develop an
ongoing, informal educational program that gives
staff members a chance to attend even if they
don’t have an issue to discuss, she says. “This
increases the likelihood that the staff member will
contact a member of the ethics committee when
he or she does have an issue,” she adds. 

Home health agencies are stretched thin when 
it comes to resources and time for education, but
Fry-Revere likes to describe ethics programs as a
risk management tool. “Educate staff on situations
that might arise and how they might handle them
before they become a problem,” she says. “By
addressing ethical concerns proactively, you 
help employees learn to cope with difficult
situations.”  ■

Take the medical ethics 
discussion to the people 
Winona Health offers ethical support to members 

Medical ethics is not the typical topic of free
community health discussions, but the staff

at Winona (MN) Health’s Home Care and Hospice,
as well as Senior Services, have found a welcoming
audience for the talk. 

“We had 12 people register for the program,
then had a number of other health care providers
come to the talk,” recalls Mary Miller-Hyland,
RN, BBA, NHA, administrator of Senior Services.
The speakers talked about professional conduct,
advocating for patients’ rights, and the impor-
tance of advance directives. “Other people, who
did not attend the program, contacted members
of our ethics committee with questions,” she

adds. Information about the ethics committee at
Winona Health was distributed with contact
information for members of the committee. 

Although staff members regularly receive infor-
mation about resources available through the ethics
committee, Miller-Hyland believes that hospice
agencies and other health care providers should let
community members know that there is support
for them as they face ethical dilemmas with deci-
sions about family members. “Our goal is to help
people have peace of mind about the decisions they
make, and the best way to achieve that goal is to get
folks together to talk about the issues,” she says.
“Having an objective, third party lead the discus-
sion can make the discussion more productive.”  ■

Alabama hospice settles 
fraud claims of $24.7M

SouthernCare, a Birmingham, AL-based hos-
pice provider, and its shareholders agreed to

pay the United States $24.7 million to settle alle-
gations that the company submitted false claims
to the government for patients treated at its hos-
pice facilities, the U.S. Justice Department has
reported.

SouthernCare operates about 99 locations that
provide hospice services in 15 states.

“The Medicare hospice benefit is intended to
provide compassionate end-of-life care to termi-
nally ill patients,” said Gregory G. Katsas, assis-
tant attorney general of the Civil Division of the
Department of Justice. “This settlement sends a
clear message that the Department of Justice will
not allow health care providers to take advantage
of beneficiaries in their attempts to game the
reimbursement system.”

The settlement results from two qui tam suits
filed by two former SouthernCare employees, on
behalf of the United States. The False Claims Act
authorizes private parties to file suit against those
who defraud the United States and to receive a
share of any recovery. The United States will pay
$4.9 million to the individuals who filed the
actions against SouthernCare. Alice H. Martin,
U.S. attorney for the Northern District of Alabama,
said, “Our investigation showed a pattern and
practice to falsely admit patients to hospice care
who did not qualify and to bill Medicare for that
care. This resulted in taxpayers bearing inappro-
priate costs.”  ■
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Many terminally ill patients 
feel abandoned by doctors

Terminally ill patients and their family care-
givers often feel abandoned by their doctors

and feel a sense of “unfinished business” with
them, according to a new study by an oncologist
at the Seattle Cancer Care Alliance.

The study results, published in the March 9
Archives of Internal Medicine, identified two themes: 

• Before death, abandonment worries related
to loss of continuity of communication between
patient and physician. 

• At the time death or after, the patient’s fam-
ily’s feelings of abandonment from a lack of clo-
sure with the physician.

“Doctors often don’t realize how important
this issue is for patients and their families,” said
lead author Anthony Back, MD, assistant profes-
sor of oncology, at the University of Washington
School of Medicine in Seattle. “Something as sim-
ple as a phone call can go a long way toward
allaying abandonment concerns.”

The study found that physicians also reported
a lack of closure when patients died, but they did
not associate this with abandonment. Back said,
“Most physicians are not consciously aware of
having abandoned their patients. Instead, they
report a lack of closure or a feeling of unfinished
business.” 

The authors wrote, “At first glance, continuity
and closure may seem mutually exclusive but
these elements reflect different needs occurring 
at different times in the dying process. Early 
on, patients and family caregivers fear that their
physicians, whose expertise and caring they have
come to depend on, will become unavailable.”

The research, titled “Abandonment at the end
of life from patient, caregiver, nurse and physi-
cian perspectives,” contains quotes from patient
and physician participants. This is what one
patient told the researchers about the impending
loss of the relationship with the doctor: “I think
that it’s important that you still have that contact
with them even though there isn’t anything they
can do to make you better.”

Back and colleagues lay out a simple plan for
how physicians and nurses can achieve continu-
ity and closure before and after a patient dies.
Before death, assure patients that they will be
available to see them and by maintaining contact,
often by phone, as death approaches. Anticipate

and acknowledge the probable last visit with a
patient. After a patient dies, the researchers rec-
ommend that physicians call the family caregiver. 

For his own patients, Back schedules appoint-
ments to see patients after they enter hospice care
or he calls them if they are too sick to come to the
office. He also makes calls to say goodbye and
talks to family members as well.

The authors say this study is the first empirical
research on the subject that provides a longitudi-
nal, prospective view using ongoing interviews
with doctors, nurses, patients, and family care-
givers that began at the time the patient had
advanced disease and continued through death
and into the beginning of bereavement. “The sig-
nificance of our study is that it provides empiri-
cal grounding for a central professional value of
nonabandonment,” said Back, who also is an
affiliate member in the Clinical Research Division
at Fred Hutchinson Cancer Research Center in
Seattle.

For the study, the authors recruited 31 Washing-
ton oncologists, pulmonologists, and general
internists. The doctors identified patients who
were in the late stages of cancer or severe chronic
obstructive pulmonary disease. Fifty-five patients
participated in the study, as did 36 family mem-
bers or friend caregivers. Twenty-five nurses also
were recruited.  ■

One-year moratorium 
on hospice funding cuts 

Hospices have one additional year to work on
overturning the elimination of the hospice

wage index that was mandated in a 2008 Centers
for Medicare & Medicaid Services (CMS) regula-
tion. The signing of H.R. 1 — The American
Recovery and Reinvestment Act of 2009 by
President Obama included the one-year
moratorium.

The move to remove the hospice wage index
from reimbursement calculations is part of CMS’
goal of eliminating the budget neutrality factor.
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(See “Medicare proposal to reduce hospice
wage index equals rate cut,” Hospice
Management Advisor, August 2008, p. 85.) In
effect, the elimination of the budget neutrality
factor would result in a loss of $135 million in
hospice dollars for fiscal year 2009 and more in
the next two years of the implementation of the
regulation. 

The National Hospice and Palliative Care
Organization (NHPCO) has worked with other
hospice organizations and elected officials to
overturn the regulation. “It’s important that we
continue to build upon the momentum that we
have now to ensure that patient access is pro-
tected in future years by permanently overturn-
ing these devastating rate cuts,” said J. Donald
Schumacher, president and CEO of NHPCO.  ▼

MedPAC payment recs call
for more accountability

The Medicare Payment Advisory Commission
(MedPAC) recommendations to Congress for

the reformation of the Medicare hospice benefit
include strategies to remove incentives for long
hospice lengths of stay, to improve oversight of
hospice services and payments, and to improve
data collection to facilitate better management 
of the hospice benefit.

Specific recommendations include:
• relatively higher payments per day at the

beginning of the episode and relatively lower
payments as the length of the episode increases;

• relatively higher payment for the costs associ-
ated with patient death at the end of the episode;

• physician or advanced practice nurse visits
to the patient to determine continued eligibility
prior to the 180th-day recertification and each
subsequent recertification;

• medical review of all stays in excess of 180
days for hospices for which stays exceeding 180
days make up 40% or more of their total cases;

• investigation by the Office of the Inspector
General (OIG) of the financial relationships
between hospices and long-term care facilities;

• OIG investigation of marketing materials
and admissions practices, and correlation
between those items and lengths of stay.

To see a copy of the full report, go to www.med
pac.gov/documents/Mar09_EntireReport.pdf.  ■

Race affects hospice use 
in terminal cancer patients

Recent research indicates that blacks and
Asians with terminal cancer use end-of-life

services less frequently than do whites and
Hispanics.

The researchers studied the records of 41,000
terminal cancer Medicare patients over age 65,
according to senior author Ellen McCarthy, PhD,
of the Division of General Medicine and Primary
Care at Beth Israel Deaconess Medical Center
(BIDMC). 

After accounting for a number of other factors,
including income and physical health, their find-
ings showed that compared with whites and
Hispanics, black and Asian patients were more
likely to be hospitalized frequently, to be hospi-
talized for prolonged periods, to receive care in
an intensive care unit (ICU), and to die in the
hospital. Compared with the other patients, black
patients were 9% less likely to enroll in a hospice
program, and Asian Americans were 24% less
likely to do so. Those same two population
groups also were 26% and 17% more likely,
respectively, to be hospitalized in the intensive
care unit at least twice during their last month 
of life. 

The study’s lead author Alexander Smith,
MD, a former fellow in the Division of General
Medicine and Primary Care at BIDMC, said,
“Going forward, it will be important to find out
whether patients’ personal preferences, unequal
access to health care, or both are fueling racial
differences in end-of-life care. Minority patients
may be bearing the burdens of high-intensity
care at the end of life, without realizing the bene-
fits of hospice and palliative care.”

Adds McCarthy, “In order to develop effective
strategies to promote hospice and palliative care
services for these underserved populations, fur-
ther research is needed to clarify the extent to
which racial and ethnic differences in end-of-life
care are due to cultural factors vs. inequities.”

The study was published in the January 2009
issue of the Journal of the American Geriatrics
Society (JAGS).  ▼
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Docs receive guidance 
on end-of-life care

More than 1.4 million Americans were served
by the nation’s hospice providers last year,

but patients, their families, and their physicians
often don’t know how to choose the best pro-
gram for hospice, reports the National Hospice
and Palliative Care Organization.

“While all hospice programs are very good,
there are some programs that are really excel-
lent,” said Joan Teno, MD, a professor of commu-
nity health and medicine at the Warren Alpert
Medical School of Brown University and co-
author of a recent article that addresses this
issue.1 “You want to choose the hospice program
that is striving and achieving excellence in qual-
ity of care,” she added.

Authors Teno and Stephen Connor, PhD, con-
sultant for research and international develop-
ment at National Hospice and Palliative Care
Organization, have identified the four key ques-
tions that a primary care physician faces in caring
for the seriously ill patient with difficult symp-
tom management: 

• Should I refer a patient to a hospital-based
palliative care team or to hospice services for dif-
ficult symptom management? 

• If the patient is referred to a hospital-based
palliative care team, what should I, as the pri-
mary care physician, expect?

• When should I refer to hospice services a
patient initially referred to a hospital-based pal-
liative care team? 

• How can I choose a hospice program that
will provide competent, coordinated, and com-
passionate patient- and family-centered care?

The article also describes guidelines for profes-
sionals, which are called the three Cs, to help
determine whether the care being considered is
“competent, compassionate, and coordinated.”
Guidelines for families are titled “the five Cs”
and refer to the characteristics that families
should look for when choosing a hospice or

palliative care program:
• competent care by interdisciplinary team;
• care that is centered on the patient and fam-

ily needs;
• coordinated care and correct access to

needed services;
• compassionate;
• committed to quality.

Reference 

1. Teno JM, Connor SR. Referring a patient and family to
high-quality palliative care at the close of life. JAMA 2009;
301:651-659. ■

Bereavement services
should cater to families

Although bereavement services are an integral
part of hospice programs, not all services are

viewed as beneficial to family members included
in a study described in a recent issue of the
Journal of Palliative Medicine.1

Spouses of former hospice patients of three
Florida hospices were included in the study.
Demographics, depressive symptoms, social
network, service utilization, barriers, and
preferences for content, structure, and delivery 
of bereavement services were assessed. 

Nearly half of the bereaved spouses used at
least one type of specialized professional
bereavement intervention. The most frequently
used services were provided by clergy members
and physicians. Individual and spiritually based
services were highly endorsed by clients. 

One-third of bereaved spouses in the study
reported that services did not fit their needs or
interests. Clients with weaker social networks 
were associated with a preference for more intense
services.

The authors conclude that hospices can facili-
tate improved coping by routinely screening
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caregivers for depressive symptoms and weak
social network. Hospice personnel can tailor
bereavement interventions to address clients’
specific needs.

Reference

1. Bergman EJ, Haley WE. Depressive symptoms, social
network, and bereavement service utilization and prefer-
ences among spouses of former hospice patients. J Palliat
Med 2009; 12:170-176. ■

Need for hospice 
volunteers recognized

Volunteers contribute valuable services to hos-
pice patients, but hospices generally don’t

publicize the use of volunteers to the general
community. A recent study shows that educating
the public about the services provided by hospice
volunteers increases the likelihood that they
would select hospice service.1

A community sample of 100 adults in Canada
was asked to imagine that they had been recently
diagnosed with a life-threatening illness. After
reading about the services provided by hospice
palliative care volunteers, participants were asked
whether they would choose to have a volunteer
help them and to give a reason for their answer. 

89 of 100 would use volunteer

Eighty-nine of the 100 participants indicated
that they would use the help of a volunteer. The
most commonly given reasons for using a volun-
teer included for the general support they pro-
vide, help with practical things, and lack of
family nearby. Reasons given for declining the
services of a volunteer included “I’m a private
person,’’ and “I don’t need any help.’’ 

Sixty-five participants knew that such a volun-
teer program was available. Of the 35 participants
who did not, 31 (89%) expected their family doc-
tor to tell them about it. 

Reference

1. Claxton-Oldfield S, Gosselin N, Claxton-Oldfield J.
Imagine you are dying: Would you be interested in having a
hospice palliative care volunteer? Am J Hosp Palliat Care
2009; 26:47-51. ■
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FALL RISK ASSESSMENT/INTERVENTION TOOL 

NURSE SURVEY  
(Test #3) 

 
Please check YES or NO next to the question and write in any comments in the 

Comment Section. 

 

YES NO 

___ ___ Will the implementation to the Fall Risk Interventions and     

  Policy will help reduce the number of falls? 

___ ___    Does writing in the Level of Fall Risk on the nurses note make you 

  more aware of a patient’s fall risk?   

___    ___ What else could be done to help prevent falls (comment below)? 

 

 

Comments:_________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 

Thank you for your help and participation in this Fall Prevention Project.  Please 

return this survey to your supervisor by February 18, 2009. 

 
 

 

 

 

 

 

 
Source: Reprinted with permission. Hernando Pasco Hospice, Hudson, FL; 2009. 
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HPH Fall Risk Assessment  

 

I. Is the patient Unresponsive? 
 

 Yes:      STOP HERE. Score as low risk and follow 

 interventions as outlined in the Policy and Procedure 

 Manual.* 

 No:       Continue to next section. 
 

 

II. Risk Factor:   (score as yes or no) 

     Confusion / Disorientation/Memory deficit                                   
   yes 

                                                                              no 

     Poor Judgment/Overestimation of limits  yes 
  no 

     Impaired Mobility/Weakness  yes 
  no 

     Altered Elimination (incontinence, nocturia,  yes 

                                       frequency/urgency)  no 

     Recent History of Falls  yes 
  no 
 

III. Risk Level 
      If yes to any of the questions in section II, score patient as  

      High Risk and follow the interventions listed in the Policy and  

      Procedure Manual.* 

 
 

* See back of form for interventions. 

Pt Name____________________________________________    Pt. #____________________ 

 

Nurse Signature______________________________________   Date___________________ 

 

 
Source: Reprinted with permission. Hernando Pasco Hospice, Hudson, FL; 2009. 


