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Objectives




What is Hospice Revocation?

« |Tis NOT discharging the patient. Discharges
are Initiated by the HOSPICE due to a patient’s
iImproved prognosis for survival or due to
concerns for staff safety that cannot be
resolved

« Hospice revocation is initiated by the PATIENT
and/or his/her agent.




Why Is this an issue?

» Live discharge is seen by CMS as a quality

medasure.

= Live discharges due to improved prognosis may mean the
hospice is admitting the wrong patients (and may be
committing fraud).

= Live discharges due to revocation may imply patients are
not receiving what they need from a particular hospice or
from hospice in general.
- May imply a problem with quality, communication or policy
- May be due to a change of heart or circumstance of the patient/caregiver
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What do the studies tell use

« 20% of hospice admissions result in

ive discharges.

= /5% of these are related to extended
Prognosis
- Need for better prognostication where possible

- Ongoing concern for fraud, CAP issues

= 25% are due to revocations, primarily with
acute care hospitalization as the alternative

- Increased cost and often patient discordant
outcomes

= A small percent results from transferring
agencies or locations
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Trends In revocation

« Since the 1990 Patient Self-Determination Act
(PSDA) allowed patients who are full code to
sign onto hospice care, the revocation rate

has risen substantially.

= The thought was that open access (admission without @
DNR) improves earlier access 1o hospice services. Earlier
access provides time to gain frust and provide support
and education about the outcome of CPR in a terminally
ill patient.

= Are we making good on this promise?
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Four very recent studies
of hospice revocations
& related phenomena

Hospice caregiver perceptions
regarding revocation

Family caregiver perceptions
regarding revocation

Transfer from home hospice
care study

Full code vs DNR study




Are there predictors
of increased risk of
revocation?

« Evidence based: modifiable
= Poor symptom control

= No OOH DNR




Are there predictors of increased
risk of revocation@

» EBEvidence-based: not modifiable, but manageable
= “Younger”
Non-white

=  Wish to receive care from usual caregivers or care only available
iIn the hospital (e.q., patient develops an acute problem, like an
iInjury or hemorrhage)

= Do not desire death in the home
= On hospice <2 weeks
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Are there predictors of increased
risk of revocation@

My experience, adding to the list.
Your location may be different
= Has dependents in the home

= Under 50 years old
= Newly diagnosed with terminal iliness

= Still seeing physician who does not fully buy intfo forgoing
further intervention




Which symptoms
lead to 911 callse

(Phongtankuel et all, JPM, 2017)

 Dyspnea
* Pain

« Lethargy/ change in
mental status

 Edema

* Falls

* ANnorexia
« Bleeding
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Let’s get into this...

« Lethargy/ change in mental status, edema,
falls, anorexia are common issues in the dying
and do not cause THEM distress.

e Answer: Better education and reinforcement
= Teach back

= Yl know you must have other questions are concerns about
how your mom’s illness will evolve. Most people do. Let’s falk
about those and how they can be managed.”
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Common distressing symptoms af EOL

= Dyspnea

= Padin

ldentification/ teaching of all potential caregivers, listening to
their concerns. Anticipatory guidance/ return demonstration.

Rapid response, escalation of dosing, call back several times on
the same day to see if it worked until the symptom is relieved.

If frequent dose changes cannot be accommodated at home,
consider inpatient hospice admission.
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Rapid response: doing
better

« Consider advising patients to state it is an
emergency call when calling the call
center for symptoms out of control.

« Consider using video calls or other
telehealth tfechnology until on-site help
QITIVES. (Cagle IG et al, JPSM, 2015:49:1-12)

« Consider aligning with an ambulance
service and training them to assess and
infervene in a palliative way rather than
transpOTrt. (anastasio M, EMS World 2015;28, 30, 32)

KiNNSER




No out of hospital DNR

 Whatis the outcome of CPR in an out of hospital
setting for seemingly “healthy” peoplee¢

 What is the outcome of CPR Iin a nursing homeze

 Whatis the outcome of CPR In a hospice patiente

« |f the patient survives CPR for minutes 1o hours,
what happens nexte

 Why do terminally ill patients’ hearts stop?e

GGG
KiNNSER




No CPR does not mean
NO AcuUte trreatment

= |f patient breaks a hip and is in pain,
oatient may elect to go to the
nospital even with a DNR.

= Patient may choose to receive @
transfusion, treat infections, etc.

= Patients may choose not to do
these things separately.
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Are there predictors of
increased risk of revocatione

 Evidence-based: not

modifiable, but manageable
= “Younger”
=  Non-white

=  Wish to receive care from usudl
caregivers or care only available
INn the hospital (e.g., patient develops
an acute problem, like an injury or
hemorrhage)

= Do not desire death in the home
= On hospice < 2 weeks
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Managing demographic risks

« LISTEN, LISTEN, LISTEN

= |ncrease in-person social work and chaplaincy visits in first 2 weeks
=  Explore worries, fears, beliefs

= Consider (extended) family meetings, use of technology

« Offer concrete plans to address concerns

= Confinuous care, inpatient care, other options as symptoms get worse and
death is imminent

= Affirmation of a life well lived or forgiveness as needed
- Final wishes, relationship concerns, front line veterans’ needs

= Help in securing well-being and maintaining ties with children/dependents
= Elicitation and planning for preferred location of death
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Are there predictors of increased
risk of revocation@

My experience, adding to the list. Your location

may be different

= Has dependents in the home

= Under 50 years old

= Newly diagnosed with terminal iliness

= Still seeing physician who does not fully buy intfo forgoing
further intervention




Managing views of
other physicians

« Consider a Medical Director to Specialist
phone call or visit. Be sure to read up on the

latest treatments and their outcomes first!l!

“Your patients can still visit you, and you can bill for your
services, even while on hospice, if they designate you as
their attending. If serves the patient best if we have a
mutually consistent plan of care and communication

strategy. Can we discuss how you would like to manage
thate”

=  “What has it been like for your patiente”
= “What freatments do you have in minde”
= “What are the possible and likely outcomese”

= “Do you have other patients who would benefit from our
collaborative care?”




Summary
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Kinnser Link®

for Hospice

« The definitive point of care solutfion
even when you're disconnected from
the web

«  Works on Apple and Android tablets
and is fully integrated with Kinnser
Hospice® software

 Encrypted to ensure HIPAA compliance
and the security of electronic
Protected Health Information (ePHI),
even if your device is lost or stolen
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