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New study shows significant gaps 
in the availability of hospice care 
Education, wealth, and age predict locations of hospice

An estimated 1.3 million patients received hospice services in
2006, a 162% increase in 10 years, and approximately 36% of all
deaths in the United States in 2006 were under the care of a hos-

pice program.1 Unfortunately, even with the growth in hospice access
as a result of the Medicare Hospice Benefit enacted in 1982, a new study
shows significant gaps in access due to locations of hospice agencies.

The hospice benefit was designed to improve access to hospice and
to eliminate health disparities among different groups of people, says
Maria J. Silveira, MD, MPH, assistant professor of internal medicine at
the University of Michigan in Ann Arbor, and author of the study that
examines the availability of hospice throughout the United States.

“We know that there are disparities in the utilization of hospice
throughout the country, and this study was initiated to identify the
underserved areas,” she says. Using a combination of Medicare data 
on hospices and federal county-level 2000 census data, Silveira devel-
oped a “picture” of the gaps in hospice service. The main office address
of the hospice and a 60-mile radius service area were compared to the
population in the home county as well as surrounding counties into
which the service area extended, she explains.

The map that shows concentrations of hospice agencies looks like 
a patchwork quilt with the areas of highest hospice availability in the
Northeast, upper Midwest, and most of California. There is less avail-
ability in states along the Mississippi and in the Rocky Mountain states
and the Southwest. Lower-than-average availability of hospice is found
in much of the South, Texas, Florida, and the Plains states.

On average, the study found that counties have 2.1 hospice main offices
within their borders, but the actual number for each county ranges from
none to 125 hospice agencies, says Silveira. When the 60-mile-service area
is considered, an average of 52 hospices served each county, but once
again, the actual number ranged from none to 280, she adds.
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“This study was a pilot study to see if it is pos-
sible to correlate the data from Medicare and the
census,” Silveira says. The fact that a hospice’s
main office location rather than the main office
and all branch offices were used in the initial data
may increase the number of hospices serving
some counties, she says. “This study presents a
big picture rather than many details, so that we
can identify other studies needed to determine
hospice availability,” Silveira explains.

Education, wealth, and age affect availability

After examining the population density of the
county compared to hospice availability, Silveira
looked at other factors’ correlation to use of hospice.

“The three most influential factors related to
use of hospice were education, wealth, and age,”
she explains.

Areas with the higher numbers of people 
with high school degrees had higher numbers 

of hospices, says Silveira. “Also, for every 5%
increase in the population making more than
$100,000 per household, the number of hospices
doubled,” she adds.

Age also is a strong indication for availability
of hospice, says Silveira. “Counties with the low-
est availability of hospice averaged 16.2% of the
population over the age of 65, and counties with
highest availability averaged 14.2% of the popu-
lation over the age of 65,” she says. This finding
does jibe with other research that shows elderly
people choose hospice less often than they choose
nursing homes and home health, she explains. 

“We also know that African-Americans and
Hispanics traditionally choose nursing homes or
home health over hospice, and this study con-
firms that areas with higher African-American or
Hispanic populations have less availability of hos-
pice,” Silveira says. 

Because her initial study did not look at the
availability of nursing home or home health care in
comparison to hospice, Silveira plans to include this
comparison in her next study. “The data from this
study does not account for the availability of these
services, so we don’t know if people in these areas
have access to them in place of hospice,” she says.

While nursing homes and home health can
provide care, the concern about the lack of hos-
pice availability is the difference in the quality of
end-of-life care provided by each organization,
she adds. 

Rural areas underserved

Although population density was not a key
indicator of hospice availability, most hospices
are located in areas with larger populations, says
Silveira. Another correlation highlighted by the
data is that counties that are larger than 1,000
square miles have 7% less hospice availability
than counties smaller than 1,000 square miles.
Because larger counties are typical of more rural
areas, this statistic points out the challenge to
hospices that serve rural areas, she points out. 

Time and distance are two key challenges for
hospices serving rural areas, but some organiza-
tions are turning to technology for help, says
George Demiris, PhD, associate professor of
behavioral nursing and health systems at the
University of Washington School of Medicine 
in Seattle and researcher with the Missouri
Telehospice Project. The Telehospice Project is 
a group of four hospices that are using video-
phones to test the outcomes and develop best
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practices for the use of telehospice, he explains.
Telehospice is a tool that can potentially be very
useful for hospices serving rural areas, he adds.

One of the research projects focused on the use
of videophones to include the patient and family
caregivers, explains Demiris. “Most agencies
invited family caregivers and the patients to their
interdisciplinary team meetings, but they rarely
attended due to the distance of travel or the frailty
of the patient,” he explains. By installing a video-
phone at the patient’s home and in the hospice
conference or meeting room, patients and their
family caregivers can participate, he points out. 

The study utilized two groups, one with the
videophones and one without videophones. “The
patients with videophones were able to direct their
questions to members of the team they don’t nor-
mally meet, such as the medical director,” Demiris
says. Issues related to pain control or symptom
management were brought up by the patient 
or caregiver and addressed immediately by the
nurses or medical director, he explains. 

Issues related to pain control or symptom
management were less likely to be addressed in
as timely a manner in the control group, Demiris
says. “Because patients and caregivers might not
tell nurses about all of their concerns, nurses did
not always know to bring up issues at the team
meetings, so they would have to follow up with
physicians or other team members after visiting
the family,” he says.

Staff members and patients using the video-
phones reported higher satisfaction with out-
comes and the process than members of the
control group, says Demiris. “The videophone
allows patients to participate more effectively 
in decisions about their care, even when distance
is a problem,” he adds. (For more information
about the telehospice project, see article, right.)

While technology can be used to improve a
hospice’s ability to serve rural areas, it does not
address a significant reason that hospices have
difficulty serving rural areas, says Silveira. One 
of the ways that hospices traditionally had made
ends meet financially is to rely upon charity and
volunteers, she points out. This need for a strong
financial base may be one reason that hospices are
located in areas that are more urban with resi-
dents who have higher financial resources and
educational backgrounds, she says. One solution
that would enable more hospice service in under-
served areas would be an increase in the Medicare
Hospice Benefit, she suggests. “If the Medicare
Hospice Benefit was designed to cover the costs of

providing hospice care, hospices would not have
to rely upon charity and volunteers to cover costs,
Silveira says. “This would enable more hospices
to provide services in communities that may not
have the population, education, or wealth to pro-
vide the extra support.”

Reference

1. National Hospice and Palliative Care Organization.
NHPCO’s Fact and Figures on Hospice. Alexandria, VA; 2007.
Web: www.nhpco.org/files/public/Statistics_Research/
NHPCO_facts-and-figures_Nov2007.pdf. ■

Sometimes low-tech 
works best in rural areas
Choose equipment your patients can use

One of the keys to a successful telehospice
program is to make sure the equipment you

select works in all types of situations. This was
the challenge for the researchers for the Missouri
Telehospice Project who rely upon videophone
contact to improve communication between hos-
pice patients and their providers.

“The agencies in our project serve largely rural
areas, and many patients’ homes do not provide
access to the Internet,” explains George Demiris,
PhD, associate professor of behavioral nursing and
health systems at the University of Washington
School of Medicine in Seattle and researcher with
the Missouri Telehospice Project. “We had to find 
a product that worked with plain old telephone
service,” he says. 

Finding the right product has been a challenge
even though there are a number of videophones on
the market, Demiris points out. “Many videophone
products rely upon broadband service, but the rural
areas our partner agencies serve do not have the
infrastructure to make the use of these products fea-
sible,” he explains. The first product used in the
project was manufactured by a foreign vendor who
no longer is in business, so the project managers
switched to the Beamer Videophone manufactured
by Vialta in Fremont, CA. (See resource box, p. 64.)
“This is the only videophone that operates on 
an analog system that we have found,” he says.
“This videophone connects directly to the patient’s
phone, so there is no need for the patient to change
phones.” Being able to keep and use their existing
phone is reassuring for older patients who don’t
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like change, he adds. This service also adds no cost
to the patient’s personal telephone bill, he says.

The cost of the videophone is between $150
and $200 per phone, and hospices must have a
videophone for each patient using the service
and a videophone available for the nurses, points
out Demiris. Because the telehospice project is
supported by grants, the cost of the videophones
is covered by the project rather than the hospices,
he says. Although Demiris does not recommend
using the videophone to replace regular visits, he
does say the telehospice service can be used to
reduce the number of unplanned visits or to
reduce visits to the emergency department.

When videophones were first introduced into
hospices as a way for nurses to help patients and
their family caregivers with interventional strate-
gies and to reinforce coping skills, there was resist-
ance from nurses, admits Demiris. “We found that
the hospices that set specific parameters for the
use of the videophones by scheduling regular
times to call the patient, as opposed to telling the
patient to call any time they needed help or had a
question, had the best success,” he says. 

Nurses were less reluctant to participate in the
program if they knew that they would be able to
schedule the calls. “One hospice does provide a
videophone for the on-call nurse to use at home so
telehospice patients with emergency calls can use
their videophone,” Demiris explains. “The video-
phone has proven to reduce the number of emer-
gency visits needed because the ability for the
nurse to see the patient has improved the ability to
assess the patient’s needs.” For example, when a
caregiver calls to say that the patient is having diffi-
culty breathing, the nurse can see the patient and
can determine if the breathing difficulty is signifi-
cantly different from the last visit. The nurse can

determine if the patient needs an immediate visit or
whether he or she can suggest self-care techniques
to help the patient. Visual assessment is the missing
component of telephone-only monitoring, he adds.

If your hospice chooses to use videophones,
tailor video-specific training for your staff, sug-
gests Demiris. “The technology is easy to use, so
it doesn’t take long to learn how to operate the
videophone, but there are differences between
telemonitoring by computer or telephone, and
videophone contact,” he says. The videophone
used in the telehospice project has a small screen
in the corner of the display that enables the nurse
to see how she or he appears to the patient.
“Nurses can use this screen to make sure that
they are looking at the patient via the camera in
the phone and that they are not looking down or
away from the screen,” Demiris says. 

Even though they are talking to a patient by
telephone, nurses should treat videophone contact
in the same manner they treat face-to-face contact,
Demiris says. Nurses are told not to look down to
take notes during the conversation but to make
eye contact with the patient. “Nurses do need to
document the call, but they should not be looking
down at a table the entire time,” he explains. 

Videophone telehospice offers several benefits
to hospices serving rural areas and those serving
patients with a need for additional reassurance,
says Demiris. “We don’t however, recommend
that telehospice be used to replace nursing visits
or personal contact, but it should be used to
enhance care,” he says. “Personal contact is too
important a part of hospice care.”  ■ 

Comfort Pack reduces 
anxiety, improves care
Emergency meds decrease visits to the ED

An overnight delivery of pain medication that
took four days and a charge of $125 for eight

pills from a hospital pharmacy are two of the rea-
sons that the staff at Hospice of the Hills in Rapid
City, SD, started looking for a new way to help
patients with emergency needs.

Responding to a hospice patient’s need for
additional medication to handle worsening pain
or other symptoms is not easy, but when your
hospice has patients who are 60 miles from the
nearest pharmacy or from a hospice nurse, it is
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Need More Information?

For more information about the Missouri Telehospice
Project, go to www.telehospice-project.org. Select
“About Us” and scroll down the page for a demonstra-
tion of the videophone. Select “publications” for articles
describing results of the research, and select “links” for
other telemedicine resources. 

For more information about the Beamer Videophone,
go to www.vialta.com. Scroll down the home page to
“Beamer Videophone,” then select “more info.”



almost impossible to meet the patient’s immedi-
ate needs, points out Dodie Brown, RN, director
of the hospice. “Luckily, we are hospital-based
and were able to work closely with our pharmacy
to develop a solution,” she says.

Working with the hospital pharmacist, Brown
was able to identify medications that would treat
the most common emergency symptoms. “The
most common symptoms for emergency care are
nausea and vomiting, anxiety, agitation, fever,
excess secretions, pain, and bowel problems,”
says Brown. A standing order for a “comfort
pack” of emergency medications was developed,
and the physicians who refer patients to the hos-
pice were surveyed about the prescription proto-
col developed for the medications, she explains.
“We explained the need for patients to have an
emergency pack of medications to get them
through a 48-hour period until we could contact
the physician, get an order for medication, and
give the patient’s family time to get to a phar-
macy,” she says. All of the physicians agreed to
the protocol and agreed to the standing order.

Nurses educate family members upon admis-
sion to hospice and after they deliver the Comfort
Pack, says Brown. The pack is kept in the refriger-
ator since it does contain suppositories, she adds.

The hospital pharmacy prepares the pack, plac-
ing the suppositories, tablets, and liquid medica-
tions into a box that is sealed with a tamper-evident
seal, says Brandi Tackett, RPh, PharmD, hospital
pharmacist. Patients are instructed to call the hos-
pice nurse prior to opening the box, and a label 
on the box reminds them to call as well, she says. 

Medications included in the Comfort Pack 
are four oncology suppositories for nausea and
vomiting, six acetaminophen suppositories for
fever with pain, four tablets of lorazepam for anxi-
ety, 16 ml haliperodol for agitation, 16 ml atropine
1% ophthalmic solution for excess secretions, 10 ml
morphine for pain, and two bisacodyl suppositories
for bowel problems, says Tackett. 

“The nurse will talk with the caregiver to
determine which medications are needed and to
go over the medication instructions before telling
the caregiver to open the box,” she says. “The
nurse also notifies the physician if the Comfort
Pack is accessed.”

Because the patient already has the medica-
tion, there is no need to wake a physician at 3
a.m. for a prescription, she points out. “If the call
from the patient is in the middle of the night, the
nurse can have them start the medication, then
send a fax to the physician’s office for follow-up

in the morning,” she explains.
The Comfort Pack has not only improved the

hospice’s ability to respond to the needs of a rap-
idly declining patient in a rural area, but it has
also reduced emergency department visits, says
Brown. “Our physicians are also happy not to get
middle of the night calls, and our nurses like to be
able to immediately help the family,” she adds.

The Comfort Pack is a good example of how you
can plan ahead to meet needs, Brown says. “It saves
time for nurses and physicians and reduces anxiety
for our patients and family caregivers,” she says.  ■

Staff training key 
to successful use of EHR
Even ‘experienced’ staff need help learning 

Electronic health records aren’t new to the staff 
at St. John Home Health and Hospice in Tulsa,

OK. However, when the agency switched from its
11-year-old software to a new program, it was not a
simple process, but it was a necessary one.

“We needed software that could communicate
with the hospital’s electronic health records sys-
tem, and we needed better reports,” says Melody
Lahann, MS, MHCA, education coordinator for
the agency. 

Reports are a key issue for many agencies that
are evaluating electronic records systems, says John
Lawniczak, managing director of the home care
division for Cerner, a Kansas City, MO, health care
information technology company. “The right
reports help a manager see changes in financial or
productivity trends from year to year, which help
identify ways to control costs or identify underpro-
ductive employees,” he says. In addition to reports,
more agencies are looking for software that can
exchange data with other programs or organiza-
tions, he adds.

Before those reports or exchange of information
can occur, the new system must be implemented,
points out Lahann. The first step of implementa-
tion began in hospice because it was easier to intro-
duce, she says. “There are no OASIS [Outcome and
Assessment Information Set] requirements, and the
staff is smaller,” she explains.

Even though staff members were accustomed
to electronic record keeping and using laptops,
all nurses and therapists attended 20 hours of
training, says Lahann. “We split the training into
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five half-days after we had the first group come
in for three full days,” she reports. “Full days are
just too much to absorb, and we found that the
half-day sessions were more effective.”

Chaplains and social workers also received
training on a smaller scale because they don’t use
as much of the system, she adds.

Although 20 hours per staff person is a lot of
time, the training period should not be shortened,
recommends Lahann. “We used contract staff to
cover basic visits during the training period so that
nurses and therapists would not have unreasonable
visit schedules during the training,” she adds. 

A core group of eight employees at St. John
attended an intensive, train-the-trainers course to
create an in-house group of experts and educators,
says Lahann. These eight trainers conducted the
staff training sessions, she explains. The cost of
paying clinical staff members for 20 hours of class-
room time, paying contract staff to cover some
patients, and paying trainers to teach the classes
does add up, she admits. “Training at this level 
is not inexpensive, but it is worth the time and
money because you can make sure that staff mem-
bers can handle a variety of situations,” she says. 

Before the electronic health records training,
Lahann offered a beginning computer class to
employees who were not computer-savvy, she says.
“They had all been using our previous system but
they just learned to push certain buttons,” she says.
“They never learned how to problem solve.”

The half-hour classes were attended by about
15% of her hospice staff, she says. “The class
reduced their fear of learning new software and
gave them a chance to learn how to operate a sys-
tem intuitively rather than by memory,” she adds.

Another training change Lahann made after
implementing the new software was requiring 
all new staff to attend classes on the system.
“Previously, we had the nurses’ preceptors teach
them how to input information into the system,
but we discovered that nurses were passing along

bad habits and shortcuts that caused problems,”
she says. “Now, we know the training is standard-
ized, and everyone learns the right way to use the
system at the beginning.”

Don’t forget hardware needs

When evaluating the cost of the new software,
consider the need for new hardware, suggests
Lawniczak. 

“You don’t always have to buy new laptops,
but it is often the case,” he says. Most laptops that
are used daily require replacement every three to
four years, so this expense should be part of the
ongoing budget, he suggests. “If you are imple-
menting a new electronic records system and
your laptops are 2 years old, then you should not
have to replace them immediately,” he adds.

St. John did purchase all new laptops because
of the age of the existing laptops and the lack of
memory and speed, says Lahann. “We needed
extra memory because we had to run our old
software for three months into the implementa-
tion of the new software,” she says. 

The overlap occurred for a combination of rea-
sons, says Lahann. “It was simpler to leave exist-
ing patients in the old system rather than re-enter
all of their information into the new system, and
it saved time and prevented errors that might
have occurred as we transferred the informa-
tion,” she says. Another benefit was that the new
system was used only for new referrals or recerti-
fications, she says. “This meant that employees
eased into the new system a patient or two at a
time,” she explains. It was much easier to trou-
bleshoot and answer questions on a few patients
at a time rather than all patients, she adds.

Even after the initial training, be sure that
there are staff members who can act as trou-
bleshooters, suggests Lawniczak. “If you have
more than 50 users, have a full-time trainer who
can conduct ongoing training as well as problem-
solving for nurses in the field,” he adds.

The core group of eight trainers served a dual
purpose for her hospice, says Lahann. “Not only
are they the employees who conduct the staff
training, but they also serve as resource staff for
our field employees,” she explains. Although eight
might seem like a lot of “experts,” it’s important to
train more than you think you will need, she says.
“Our group of eight is down to four after some
people left the hospice,” she explains.

Implementation of an electronic records system
can be successful if the plan is well thought out

66 HOSPICE MANAGEMENT ADVISOR™ / June 2008 

Need More Information?

For more information about implementing electronic
health records in hospice, contact:
☎ Melody Lahann, MS, MHCA, Director of Education,

St. John Home Health and Hospice, 4720 S. Harvard
Ave., Suite 202, Tulsa, OK 74135. Telephone: (918)
747-7901. Fax: (918) 747-7904. E-mail: mlahann
@sjmc.org.



and staff members receive ample training, says
Lahann. And she has one more tip: “Maintain your
sense of humor. Things will go wrong, but they can
be fixed.”  ■

Hospice wage index 
for 2009 proposed

The Centers for Medicare & Medicaid Services
(CMS) released proposed changes to the Medi-

are hospice wage index for FY 2009. 
The proposed rule would phase out over three

years a payment adjustment that was added in 1997
to minimize disruption in beneficiary access to hos-
pice services. Proposed changes will phase out this
adjustment by 25% in FY 2009, 50% in FY 2010, 
and 25% in FY 2011. This will reduce projected
hospice payments by $2.29 billion over five years.
Combined with an estimated hospice market basket
increase of 3%, the changes in the rule would result
in an average net update of 1.9% in FY 2009. 

CMS will accept comments on the proposed rule
through June 27. A final rule is expected by August.
To see the proposed rule, go to www.cms.hhs.gov,
select “regulations and guidance” from the home
page, scroll down to “browse by provider type” and
choose “hospice center.” The link to download the
rule “CMS-1548-P” is located under “spotlights.”  ■

Advance directive 
for psychiatric issues
Planning gives mentally ill patients autonomy

When the first psychiatric advance directives
(PADs) began to appear in state legislation

more than 20 years ago, they were largely consid-
ered to be an end-of-life tool, much like general
advance directives. But as more states have
passed PAD laws — 25 states now have laws
specifically providing for PADs — their useful-
ness has expanded.

A PAD is a witnessed legal instrument that doc-
uments a person’s specific instructions or prefer-
ences regarding future mental health treatment, in
preparation for the possibility that the person may
lose capacity to give or withhold informed consent
to treatment during acute episodes of psychiatric

illness. To be binding, a PAD must be executed
when the person is mentally competent. PADs
often are used in concert with a general advance
directive for health care to ensure that an individ-
ual’s wishes regarding care and hospitalization are
known and acted upon.

“Psychiatric advance directives were originally
developed for use in the context of end of life, but
now they are also being promoted as a way to
enable patients with severe mental illness to retain
control over their care if they become seriously
impaired,” regardless of whether they are at the
end of life or not, according to Susan Bowers,
MBA, director of the Veterans Health Administra-
tion (VA) Integrated Service Network in the South-
west. “Advocates say [PADs] not only respect
patient autonomy and choice, but can provide
benefits to patient care in other ways.”

Specifically, PADs have proved to be useful by
increasing patients’ adherence to therapy and
decreasing the need for involuntary treatment,
says Bowers, who spoke recently as part of a VA
Ethics Center teleconference on PADs.

PADs, like advance directives for health care,
trace their roots to the Patient Self-Determination
Act (PSDA) of 1991, which introduced a new set 
of federal requirements intended to implement
advance directive policies at all health care facilities
that receive federal funding through Medicaid and
Medicare programs. Ethicists, attorneys, health
scholars, and consumer advocates soon began
talking about PSDA’s implications for psychiatric
treatment, and the act became part of the patient
empowerment armament.

Specifically, the PSDA requires all hospitals —
both general hospitals and psychiatric facilities —
to:

• inform patients of their rights to determine
their own care, including right of refusal; 

• document the presence or absence of an
advance directive; 

have in practice policies for implementing
patient rights; 

• comply with state laws on advance directives; 
• educate staff and the community about

advance directives. 
• PSDA’s intent, that patients have the right to

declare in advance what their preferences for care
are should they become incapacitated, applies
equally to those suffering from mental illness who
are competent or have periods of competency in
which they can execute a directive letting their
providers and representatives know their wishes.

Federal law does not require any form of
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advance directive, and it expressly forbids requir-
ing an advance directive as a requirement for
treatment.

Health care advance directives, particularly ones
executed using a generic template, are not specific
to mental illness and in some cases are not even
effective until a patient is determined to be termi-
nally ill, according to William Van Stone, MD,
associate chief for psychiatry for the VA. A PAD
can contain any stipulation that the individual
might encounter as part of treatment. For example,
it can include consent to, or refusal of, particular
medications or inpatient admission; spell out who
can or cannot visit the person when he or she is
hospitalized; or designate who can make decisions
regarding treatment when the patient is not com-
petent to make those decisions on his or her own.

In all states, involuntary commitment to a
treatment facility takes priority over the wishes
expressed in a PAD about hospitalization; for
example, a request “never to be involuntarily com-
mitted” would not be a viable, legal inclusion in a
PAD. However, preferences regarding medication
and treatment while hospitalized should be fol-
lowed during an involuntary commitment.

According to the National Resource Center on
Psychiatric Advance Directives (NRCPAD), PADs
can make patients feel more in control and confi-
dent in the care they’ll receive during a mental
health crisis, and, therefore, might lead to greater
compliance with treatment. Advantages to a
PAD, according to NRCPAD, include:

• the individuals have more control over what

happens to them during periods of crisis; 
• providers and others will know what people

want even when they can’t express themselves
well; 

• case managers and others can draw on the
PAD for information as they craft a treatment
plan; 

• they have confidence that state law requires
providers to respect what is included in a mental
health advance directive to the fullest extent
possible. 

“We respect autonomy when we respect deci-
sions made when the patient had decision-making
capacity,” says Van Stone.

Check for expiration

While health care advance directives never
expire (unless they’re revoked by the person who
executed them), 10 states have legislated that
advance directives for psychiatric care expire after
a period ranging from two to five years. (See table,
above.)

Mental health advocates have taken issue with
the expiration provision of some PADs, says
Michael Ford, JD, an attorney for the National
Ethics Committee at the National Center for Ethics
in Health Care in Washington, DC. “When a [PAD]
expires, the patient has to execute a new one, and if
it expires and the patient isn’t aware of it, he or she
might lose the ability to guide their own treatment
when they lose decision-making capacity,” says
Ford. “We’re not aware that there’s evidence that a
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States that Have Enacted Psychiatric Advance Directives
State Valid Period
Arizona Montana Until revoked by person it applies to
Hawaii New Jersey
Idaho New Mexico
Indiana North Carolina
Kentucky Oklahoma
Maine South Dakota
Maryland Washington
Michigan Wyoming
Minnesota

Pennsylvania Up to 2 years 
Tennessee 

Illinois Ohio Up to 3 years
Oregon Texas
Utah 

Louisiana Up to 5 years 

Source: National Resource Center on Psychiatric Advance Directives.



patient with a mental illness should be treated dif-
ferently [than a physically ill patient] by letting
their advance directive expire. That seems ethically
unjustified and seems unfair to single out mentally
ill patients when advocates are trying to reduce the
stigma attached to mental illness.”

Another concern among mental health advocates
is that if a PAD is in place, it could lead to coercion
into treatment of a patient by his or her appointed
representative. For that reason, 24 of the 25 states
that have PAD legislation have restricted who can
be a witness to the PAD, excluding family members
and members of the person’s treatment team, to
avoid potential coercion from those groups.

Whether their state imposes a mandatory expi-
ration, individuals in any state are permitted to
revoke their PADs at any time they are compe-
tent. Ford says some clinicians have expressed
concern that their patients will revoke their PADs
after they lose decision-making capacity, based
on the fact that all states permit patients with
general advance directives to revoke them at any
time. But Ford points out that 18 of the 25 states
with PAD laws allow revocation of PADs only
when the patient is determined to have decision-
making capacity. Some states allow individuals to
indicate that they wish to have revocation pow-
ers even if not deemed competent.  ■

Nurses’ bags are a key 
in infection control 

Wash hands, wear gloves, and clean equip-
ment. All nurses know that these are the

basic steps to take to protect patients from infec-
tion. What about the nurses’ bag? How clean is it,
and does it pose an infection threat?

These are questions asked and answered by 
a study conducted by Irena L. Kenneley, PhD,
APRN-BC, CIC, infection control consultant and
assistant professor at Case Western University

School of Nursing in Cleveland. “We recruited
four home health agencies to participate in the
study and cultured the inside and outside of their
nurses’ bags, along with the patient equipment in
the bags,” she explains. 

Nurses were told to bring their bags to the 
next staff meeting but were not told why, says
Kenneley. “When the meeting started, we explained
the research project and asked them to sign an
informed consent before we tested their bags,” she
explains. “Not many nurses opted out of the study,
because most were eager to find out if their bags
were contaminated and how they could better pre-
vent transmission of infections.”

More than 450 cultures were collected from 127
bags. “Overall, 66.7% of cultures collected from
the outside of the bags, 48.4% of cultures collected
inside the bags, and 22.3% of cultures collected
from the patient care equipment tested positive for
infectious agents,” she adds. Pathogens include
gram-negative bacilli, E. coli, and multidrug-resist-
ant organisms (MDRO) such as methicillin resist-
ant S. aureus (MRSA) and vancomycin-resistant
enterococcus (VRE).

In the first agency tested, the number of cul-
tures that tested positive for pathogens was in the
upper 80% range, says Kenneley. “After the bags
were thoroughly cleaned and used for two
weeks, we re-cultured them,” she reports. The
level of pathogens present on the bags dropped
by 31% in the retest, Kenneley says. “This raised
the question of cleaning protocols and how they
affect the number and type of pathogens on the
bags,” she explains.

To address this question, researchers asked
nurses at the next three agencies to complete a
survey about cleaning practices and care of the
bag, says Kenneley. “The survey answers were
linked to the results of the cultures to identify dif-
ferent practices and types of bags and how they
impact the presence of pathogens,” she says.

The survey showed a wide range of cleaning
practices, admits Kenneley. “One nurse had
owned her bag over 10 years and never cleaned
it,” she says. Others cleaned their bag when they
appeared soiled or at irregular intervals. “The best
practice is to clean the bag weekly,” she suggests.

The cleaning products used for the bags were
not always effective, points out Kenneley. Many
nurses used household cleaners because they were
cleaning them at home and had those products
available, she says. The study shows that the most
effective cleaning solutions are institutional-grade
cleaners that contain bleach, Kenneley adds.
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The type of material used for the bag also
affected the likelihood that pathogens were pres-
ent, says Kenneley. Multidrug-resistant organisms
and pathogens were most likely to be present on
cloth bags and least likely to be present on leather
bags. This is in line with the Centers for Disease
Control and Prevention guidelines that recom-
mend that porous materials not be used for surface
materials in health care settings, she points out.
Nonporous materials are less likely to absorb and
retain pathogens that can be spread to areas in the
patient’s home and to patient care equipment in
the bag, she adds.

Another correlation found in the study is that
the presence of MDROs and pathogens on the
outside of the bag significantly increases the like-
lihood that MDROs and pathogens will be found
inside the bag and on patient care equipment
within the bag, says Kenneley. “Even though
nurses’ bags are considered noncritical equip-
ment, when considering infection control prac-
tices, this study does point out that the condition
of the bag affects the equipment inside,” she adds.

Standardize or set parameters

Several issues were identified as necessary 
to reduce the risk of contamination by the bags,
says Kenneley. The need to standardize or set
parameters for the type of bag carried by nurses
is important, she says. “Home health care nurses
work autonomously as part of their everyday job,
so it is not common for agencies to tell them what
type of bag to carry,” she admits. However, the
data from the study is so convincing that some of
the participating agencies are setting parameters
for the type of bag that nurses must use, she says. 

One agency took standardization a step fur-
ther and provides the bag for the nurse, points
out Kenneley. The same agency ensures a thor-
ough cleaning of the bag by requiring the nurse
to bring it to the agency once a month for clean-
ing by a staff member who is trained in the
proper protocol to clean the inside and outside
of the bag. “Standardizing cleaning protocols
and providing the proper cleaning solutions is
important for nurses’ weekly cleaning of their
bags, but the required once a month cleaning is
an added measure of safety,” she says.

Even after setting parameters for the type of
bag used and establishing clear guidelines for
cleaning procedures, ongoing education is the
key to making sure that the nurses’ bags don’t
harbor pathogens, says Kenneley. “People are

enthusiastic at the beginning of any new pro-
gram, but they get lax,” she admits. “Ongoing
education will keep the awareness high and help
the agency avoid managing a potential crisis
such as an MDRO outbreak.”  ■

Society issues policy 
on use of palliative care

Palliative care is an obligation owed every
patient with critical disease, and not just those

for whom curative options have been exhausted,
according to a national medical society.

The American Thoracic Society (ATS) has pub-
lished an official clinical policy statement on pal-
liative care to serve as a guideline for clinicians for
incorporating palliative care given to patients with
serious respiratory disorders and critical illnesses.

In the past 15 years, palliative care has emerged
from the background to become a medical spe-
cialty, and the ATS policy recognizes palliative
care as an important part of what doctors, nurses,
and other health care professionals should be
doing, according to Paul N. Lanken, MD, profes-
sor of medicine and medical ethics at the Hospital
of the University of Pennsylvania and co-chair of
the ATS task force that wrote the statement.

Defining palliative care as an integral part of
the treatment of seriously ill patients, the state-
ment promotes:

• individualized care that is patient- and
family-focused; 

• integrated care that is offered when suffer-
ing begins and should continue even after the
patient’s death with the psychological, spiritual,
and practical support of his or her surviving
caretakers; 

• comprehensive symptom management to
control shortness of breath, pain, and other phys-
ical complications, as well as the psychological
challenges related to illness or dying; 

• professional competence and development
of specific skills for health care providers who are
involved in palliative care, especially the ability
to communicate compassionately and effectively
to help patients and family members make deci-
sions about care by determining treatment goals,
developing appropriate strategies in line with
those goals, and preparing advance directives. 

The statement also provides practical informa-
tion for clinicians, such as when to consider referral
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to hospice care and how to withdraw mechanical
ventilation. It also emphasizes the need for training,
education, and research. (Editor’s note: The ATS
policy on palliative care is available online at www.
thoracic.org/sections/publications/statements/pages/
respiratory-disease-adults/palliative-care.html.) ■

More hospitals 
offering palliative care

According to a new analysis by the Center to
Advance Palliative Care (CAPC), U.S. hospi-

tals continue to implement palliative care programs
at a rapid pace. 

Based on data from the 2008 American
Hospital Association’s Annual Survey of
Hospitals, the study found 1,299 hospitals pro-
vide palliative care programs, up from 632 in
2000. About 31% of the 4,136 hospitals appropri-
ate for palliative care programs, which excludes
psychiatric and rehab hospitals, have a program,
CAPC said. The rate increases to 47% for hospi-
tals with more than 50 beds and 77% for hospitals
with more than 250 beds. 

“Palliative care represents a paradigm shift in
how we treat serious illness in America,” said
CAPC director Diane Meier. “Ten years ago,
there were almost no hospital palliative care
programs in the U.S,” she noted.  ■

Hospice workers, patients 
are at risk for suicide

People in occupations involving high stress or
high burnout rates, such as hospice care, are

at risk for suicide, advises the American College
of Emergency Physicians (ACEP). People having
unrelenting long-term pain or a disabling or ter-
minal illness also are at risk, ACEP says. 

Occasional passing thoughts about death or

suicide usually are harmless, particularly in people
who otherwise seem healthy and happy, with no
signs of depression, mental illness, drug or alcohol
abuse, or crises in their lives, However, any persist-
ent thoughts of or conversations about wanting to
die or committing suicide should be taken seri-
ously, ACEP advises.

While predicting whether someone is serious
about committing suicide often is difficult, notes
ACEP, certain vulnerabilities should be consid-
ered. Risk factors for suicide include:

• a prior suicide attempt;
• alcohol or drug problems; 
• mental illness (such as depression, bipolar

disorder, schizophrenia, or other psychiatric con-
ditions involving rational thought loss); 

• a family history of substance abuse or mental
disorder; 

• family violence, including physical or sexual
abuse; 

• firearms in the home; 
• arrest or incarceration; 
• recent release from a psychiatric treatment

facility; 
• the recent suicide of a relative, friend, co-

worker, or classmate; 
Warning signs of suicide include:
• feeling depressed, down or excessively sad;
• feelings of hopelessness, worthlessness, or

having no purpose in life, along with a loss of
interest or pleasure in doing things;

• a preoccupation with death, dying or vio-
lence, or talking about wanting to die;

• seeking access to weapons, medications, or
other means of killing oneself; 

• wide mood swings (feeling extremely “up”
one day and terribly “down” the next);

• feelings of great agitation, rage, or uncon-
trolled anger, or wanting to get revenge;

• changes in eating and sleeping habits
(including sleeping too much or too little);

• changes in appearance, behavior, or person-
ality, including withdrawing from family mem-
bers and friends or suddenly becoming outgoing
when the person is typically shy;

• risky or self-destructive behavior, such as
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taking illegal drugs or driving recklessly; 
• sudden calmness (when the person had

made the decision to end his or her life); 
• life crises, traumas, or setbacks (including

difficulties at school, work, or in relationships,
job loss, divorce, death of a loved one, financial
difficulties, or diagnosis of a terminal illness).  ■

Antibiotics and end-of-life 
in dementia patients

Antibiotics are frequently prescribed to patients
with advanced dementia in nursing homes,

which poses two potential ethical dilemmas, both
in the treatment burden placed on patients at the
end of life and the spread of antimicrobial resist-
ance in the nursing home community, a research
group reports.

Erika D’Agata, MD, MPH, of Boston’s Beth
Israel Deaconess Medical Center and Harvard
Medical School, led a team that studied 214 resi-
dents with advanced dementia living in 21 nurs-
ing homes.1 Each patient was followed up, after
an initial review, for up to 18 months. During
that time, 99 of the residents died and, of those,
42 (42.4%) received antibiotics during the final
two weeks before they died.

“The proportion of residents taking antimicro-
bials was seven times greater in the last two weeks
of life compared with six to eight weeks before
death,” the authors wrote. Thirty of the 72 courses
(41.7%) in the last two weeks of life were adminis-
tered intravenously rather than by mouth, a
method that may be uncomfortable for patients
with advanced dementia.

“This extensive use of antimicrobials and pat-
tern of antimicrobial management in advanced
dementia raises concerns not only with respect to
individual treatment burden near the end of life,
but also with respect to the development and
spread of antimicrobial resistance in the nursing
home setting,” the authors wrote. The results sup-
port “the development of programs and guide-
lines designed to reduce the use of antimicrobial
agents in advanced dementia.” 

Reference

1. D’Agata E, Mitchell SL. Patterns of antimicrobial use
among nursing home residents with advanced dementia
Arch Intern Med 2008; 168:357-362. ■
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