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 Network Newsflash~~A KHPCO Member Benefit 

September 18, 2019 
 

 Mark your calendars for the next  

  KHPCO Members’ Meeting on October 8th 

Where NHPCO’s very own Merikokeb Wondafrash will 

walk through our new website.  

 

Please let us know of issues or concerns you would like to 

have addressed! 
 

11:00 AM (CST) 
Phone number: (515) 604-9828 

Access code:  486726 

 
 

Listen to recordings at: (515) 604-9680 

Access code: 486726# 

Hope you can join us! 
 

 

KHPCO’s Network Newsflash is a publication of the Kansas 
Hospice and Palliative Care Organization.  

Network Newsflash Please note that the information here 
does not necessarily reflect the views of the KHCPO.  

Network Newsflash is intended to help Kansas leaders 
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understand what is being said by the media about end-of-life 
care and issues. 

 

NHPCO RELEASES “HOSPICE PROGRAM INTEGRITY INITIATIVES” 
 

NHPCO released integrity guideline for hospice care. The release is part of their role in 

providing assistance to the Centers for Medicare & Medicaid Services (CMS), HHS Office 

of Inspector General (OIG), and Congress in “helping to stop fraud and abuse before it 

occurs and embracing any new formal role in increasing hospice data transparency.” 

NHPCO explains that the July OIG reports found vulnerabilities in the Medicare hospice benefit. 

“Among the recommendations in OIG’s first report were the following: strengthen the survey 

process, establish additional enforcement remedies, and provide more information to 

beneficiaries and their caregivers,” NHPCO says. “The second OIG report on safeguards made 

several recommendations.  Among them were: CMS should seek statutory authority to establish 

additional, intermediate remedies for poor hospice performance and strengthen requirements for 

hospices to report abuse, neglect and other harm.” NHPCO is providing recommendations to that 

end in the form of “possible program integrity initiatives that Congress and/or CMS could 

implement.” 

 

The first category of integrity forms consists of “program integrity reforms to establish 

additional enforcement remedies and establish additional, intermediate remedies for poor 

hospice performance.” First, NHPCO says, “CMS should seek statutory authority to 

establish additional, intermediate remedies for poor hospice performance.” Remedies 

should include a “directed plan of correction with oversight, [putting] the hospice on an action 

plan with very specific timeframes and target dates, more frequent surveys, even as frequently as 

every 6 months, require progress reports and data to be submitted showing ongoing compliance 

with the corrective action.” Secondly, “NHPCO recommends doubling the payment 

reduction for not reporting quality measures from 2% to at least 4%.” Further, they say 

“CMS should delineate and define the deficiencies and factors that identify the 313 

hospices as ‘poor performers,’ share the list of poor performing hospices with Congress, as 

requested and with NHPCO.” Fourth in this category, NHPCO says they will “enhance 

current resources and create focused materials that will allow providers to assess and 

improve their standing as a provider.” 

 

NHPCO also makes recommendations for integrity reforms that would strengthen the 

survey process and oversight. Pertaining to survey frequency, NHPCO recommends that 

CMS “require all new initial certification surveys and surveys for poor performing hospice 

providers to be completed annually -- either by the state survey agency or the accrediting 

organization.  These two groups of hospices should submit data regularly for review.  Annual 

surveys for poor performers should end if the plan of correction is followed and no condition-

level deficiencies are detected.” Further, NHPCO says CMS should provide standardized 

training for carrying out surveys. 

 

NHPCO also provides recommended reforms to increase information provided to 

beneficiaries and their caregivers. First, they support sharing comparable survey results from 

state agencies and accredited organizations. Second, they say they will work with CMS to 
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improve and build upon the Hospice Compare system and will “serve as a resource to CMS in 

building a robust and user-friendly Hospice Compare website.” 

 

NHPCO also calls for integrity reforms that would increase access to and understanding of 

hospice services for patients. “Congress should remove a statutory barrier that restricts 

access to hospice in underserved communities including rural communities,” NHPCO says. 

“When a Medicare beneficiary becomes eligible for hospice, they select a physician or nurse 

practitioner to serve as their attending physician.  Unfortunately, providers working in Rural 

Health Centers (RHC) and Federal Qualified Health Centers (FQHC) cannot bill and be paid for 

hospice attending physician services.  This statutory barrier restricts choice for some of the most 

underserved populations by not allowing patients to choose the RHC or FQHC provider they 

know and trust to serve as their attending during hospice care.” 

 

Finally, reforms are suggested for educating hospices on deficiencies, with a focus on those 

that pose risks to beneficiaries. First, NHPCO calls for training in abuse, harm, and neglect. 

“NHPCO and its state organizations can provide state-specific information and reporting 

requirements,” they say. Additionally, remedial training with oversight should be provided for 

poor performing hospices. “NHPCO offers to utilize existing resources and develop and provide 

remedial education for poor performing hospices through on-line learning, webinars and in-

person education.  Providers could select a vendor of their choice but must show proof of 

participation,” the organization adds. NHPCO is also developing a “Hospice Quality 

Professional Certificate Program” which will include “Quality Assessment/Performance 

Improvement, monitoring and analysis of quality trends, benchmarking, HQRP basics, 

interpreting and improving Hospice CAHPS® scores, PEPPER report utilization, and internal 

reporting on quality indicators and measures.” Lastly, NHPCO recommends best practices in 

compliance. “NHPCO provides robust training in compliance for the hospice provider 

community, including compliance risk assessment, compliance policies and procedures, and 

anonymous reporting,” the organization says. “In addition, compliance training includes anti-

kickback statutes and inducements for referrals, the federal hospice regulations including 

Conditions of Payment, and internal audits.” In all, “NHPCO welcomes the opportunity to be 

a partner in establishing the highest possible quality and compliance for hospices, always 

remaining committed to all patients nearing the end of life and their families.” (NHPCO, 

9/2019, www.nhpco.org/wp-

content/uploads/Integrity_Initiatives_NHPCO_2019.pdf?_zs=8kKKC1&_zl=NxdI5) 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.nhpco.org/wp-content/uploads/Integrity_Initiatives_NHPCO_2019.pdf?_zs=8kKKC1&_zl=NxdI5
https://www.nhpco.org/wp-content/uploads/Integrity_Initiatives_NHPCO_2019.pdf?_zs=8kKKC1&_zl=NxdI5
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ARTICLE ADDRESSES THE ROLE OF NURSES’ IN MEDICAL AID-IN-

DYING 
 

Nurses’ roles in supporting a patient through medical aid in dying are inconsistent across 

different organizations, hospitals, and hospices. In their article on this subject, The New York 

Times shares the story of Oregon couple Ben and Pam Wald. When Ben, then 75, “was dying of 

cancer in 2012, he wanted to use Oregon’s Death with Dignity Act to receive a prescription for a 

lethal medication that would end his life. His hospice nurse, Linda, was part of the discussion 

and provided both information and support.” However, The New York Times explains, because of 

the rules of the hospice organization Linda worked for, she was not allowed to accompany Pam 

in Ben’s death, despite the Walds’ wishes that she be there. Pam instead “reached out to 

Compassion & Choices, a national advocacy group for aid in dying. The group paired her with 

two volunteers, one of whom was a retired intensive care nurse.” 

 

The situation the Walds encountered is not uncommon “because some hospitals and 

hospices see medical aid in dying as conflicting with their traditional mission of protecting 

life and avoiding harm to patients,” The New York Times explains. “Those that are faith-

based typically follow church policy against medical aid in dying.” The rules against 

participation in medical aid in dying vary. Some organizations forbid the discussion of end of life 

options. Others don’t go as far, but still do not allow nurses to be present or witness to a patient’s 

self-elected dying process.  

 

To understand the depth of these rules, “a 2014 study in the Journal of Pain and Symptom 

Management analyzed 30 policies from members of the hospice and palliative care organization 

in Washington, where aid in dying has been available since 2009.” The study found that “78 

percent [of the policies reviewed] prevented nurses or other staff members from being present 

during or after the prescription was taken.” The study described these policies as being 

“relatively silent” when it came to reasons given for such rules, though some saw medical aid in 

dying as “outside the scope of hospice practice,” or didn’t want to be seen as “taking sides,” The 

New York Times says. 

 

The American Nurses Association released a position statement in June on the matter. Liz 

Stokes, the director of the American Nurses Association Center for Ethics and Human Rights, 

says of the statement “We want to be clear: Nurses absolutely do not have to be present or 

provide that comfort if they feel they have a moral or religious objection. Our code of 

ethics states they have the right to object.” The position statement also makes clarifications for 

those who want to provide support in a medical aid in dying process. Terms such as 

“participation” and “presence” are given clear boundaries with the intention of encouraging 

clearer guidelines from organizations, since Stokes says these terms have been left to 

interpretation. 

 

The results of these policies can be seen in the annual reports on medical aid in dying published 

in each jurisdiction where it is legal. The report for California in 2018 reveals that “only 54.3 

percent of aid in dying patients were reported to have a medical care provider present at 

the time of ingestion,” while Oregon’s 2017 numbers showed “only 33 percent of patients 

did. Many of these medical providers did not remain at the bedside, and 70 percent of patients in 

Oregon did not have a provider present at the time of death,” The New York Times reports. 
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These low numbers are important. “Many patients at the end of life experience anxiety, 

constipation, nausea, pain or shortness of breath,” The New York Times says. “Keith Seckel, a 

registered nurse in Corvallis, Ore., believes it can be helpful to have a medical practitioner 

present.” Having a nurse present “can also ease the stress for family members, particularly when 

their loved one makes unfamiliar sounds or unexpected movements.” “Mr. Seckel said patients 

often have questions about their disease progression and how much time they likely have until 

they can no longer take the lethal medicine on their own. Often, the role of the nurse is to give 

patients information so they can determine a timeline for themselves,” The New York Times 

explained. (The New York Times, 9/6, www.nytimes.com/2019/09/06/well/live/the-role-of-

nurses-when-patients-decide-to-end-their-lives.html) 

 

 

HOW ONE CHILDREN’S HOSPICE IS ADDRESSING THE LACK OF 

PEDIATRIC END-OF-LIFE CARE 
 

In a recent profile piece, Forbes describes how Kathy Nicholson Hull came to open the first 

free-standing pediatric hospice center in America, the George Mark Children’s House. Hull 

worked as a psychologist in a pediatric intensive care unit earlier in her career. In this work, she 

“found herself sitting with the families of terminally ill children as monitors beeped, fluorescent 

lights glared and an elevated train rumbled somewhere beyond the walls of the building,” Forbes 

says. “It occurred to her that adults had the option of living their final days in dignity and calm at 

a hospice. Why didn’t children?”  

 

In 2004, 10 years later, Hull opened the George Mark Children’s House in the San Francisco Bay 

Area. “Surrounded by five lush acres, the George Mark Children’s House is airy and colorful, 

with medical devices tucked tastefully away.” Forbes describes the center, saying, “There are 

rooms for games, art, hydrotherapy and sensory exploration. Therapy dogs and even, a 

‘therapy camel’ visit the kids.” George Mark also offers “respite care for families who need 

relief from round-the-clock care of a child with severe medical needs” as well as 

bereavement care for parents after losing their child. “One gauge of the house’s impact on 

such families is that many return frequently for events like picnics and movie nights. That’s not 

something families who lose their children at hospitals often do,” Forbes explains. 

 

When Hull decided to open the George Mark, she had to go all the way to England to find 

comparable models of children’s hospices. “Even today there are only three pediatric 

hospices open in the United States and another 20 in some stage of development,” Forbes 

elaborates. Hull believes this is because “Americans are uniquely hesitant to discuss issues 

related to death and dying,” Forbes explains. “They also tend to have an abidingly optimistic 

faith that the medical system can cure every child.” 

 

Funding for pediatric hospices is also extremely difficult to come by, though “the daily cost 

of care at George Mark is about one-third what an intensive care unit would charge.” The 

George Mark depends heavily on charity for its funding, with 80% of its costs covered by 

donations. “There is no federal benefit for children’s hospice care comparable to the Medicare 

hospice benefit for adults. And insurance companies often won’t cover palliative pediatric care 

unless a hospital or nursing facility provides it,” Forbes adds. 

https://www.nytimes.com/2019/09/06/well/live/the-role-of-nurses-when-patients-decide-to-end-their-lives.html
https://www.nytimes.com/2019/09/06/well/live/the-role-of-nurses-when-patients-decide-to-end-their-lives.html
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According to Forbes, “The right bank can help ensure the sustainability of a nonprofit like 

George Mark and help it find room to grow… purpose-driven banks can offer programs and 

partnerships that help advise leaders, support employees and advance the organization’s 

mission.” This was the case when Hull reached out to First Republic Bank in 2011. According to 

Forbes, “First Republic helped George Mark consolidate its construction loans and other debt 

into a recurring payment that could fit within its budget, Hull says. First Republic bankers have 

also helped George Mark raise its profile among clients and others who might be in a position to 

help.” (Forbes, 9/11, www.forbes.com/sites/firstrepublicbank/2019/09/11/how-one-bay-area-

hospice-is-reimagining-care-for-terminally-ill-children-and-their-families/#1c470b622ad8) 

 

 

HOSPICE NOTES 

 
* Capital Caring will pay $3.1 million to “settle allegations that it caused the government to 

overpay the organization as a result of billings it submitted to the Medicare Program for 

hospice services,” according to the U.S. Attorney for the Eastern District of Virginia. 

Capital Caring is a Washington D.C. area provider of advanced home care and hospice services. 

The U.S. Attorney for the Eastern District of Virginia has worked with the FBI and the 

Department of Health and Human Services Office of Inspector General on this matter and says 

“The overpayments were the result of claims Capital Caring submitted to Medicare for hospice 

services for patients who the government alleged either did not meet the hospice eligibility 

guidelines for the Medicare Program, Title XVIII of the Social Security Act, or for whom the 

hospice clinical record information maintained by Capital Caring was insufficient to support 

Medicare hospice coverage.” (Tysons Reporter, 9/9, 

www.tysonsreporter.com/2019/09/09/merrifield-hospice-care-to-pay-3-million-to-settle-billing-

allegations/) 

 

* VITAS Healthcare, a leading provider of end-of-life healthcare, released a video outlining 

the technological advances in hospice care over the past 40 years, Biospace reports. The 

four-minute-long video covers dramatic changes in how care has been administered, even though 

the values and mission have stayed the same. “In the early days, staff relied on analog solutions 

for nearly everything, from case management to communication to patient intake and 

documentation and record keeping were done manually. Clinical teams expressed skepticism 

over the reliability of early computer systems, and the notion of clinicians using handheld 

devices during patient visits was simply unimaginable,” Biospace says. Many of the biggest 

advancements have come in the past decade alone. “In 2012, VITAS launched a hospice referral 

app for mobile devices, closing the gap between referral sources and our admissions staff, and 

ensuring more timely care transitions for hospice-eligible patients.” Additionally, Biospace says, 

“Just last year, VITAS announced a collaboration with AT&T to explore the potential of 5G 

mobile networking technology in hospice settings. Using 5G and virtual/augmented reality, 

VITAS and AT&T are reducing chronic pain and anxiety in appropriate patients.” Optimizing 

time spent with patients and family is important to VITAS and Biospace says, “The new 

technology didn't create a barrier between VITAS clinicians and their patients, but rather fostered 

more interaction with patients and families to meet their needs, and less time completing 

cumbersome paperwork.” (Biospace, 9/10, www.biospace.com/article/releases/vitas-healthcare-

video-unveils-the-evolution-of-technology-in-hospice-over-the-past-40-years/) 

https://www.forbes.com/sites/firstrepublicbank/2019/09/11/how-one-bay-area-hospice-is-reimagining-care-for-terminally-ill-children-and-their-families/#1c470b622ad8
https://www.forbes.com/sites/firstrepublicbank/2019/09/11/how-one-bay-area-hospice-is-reimagining-care-for-terminally-ill-children-and-their-families/#1c470b622ad8
https://www.tysonsreporter.com/2019/09/09/merrifield-hospice-care-to-pay-3-million-to-settle-billing-allegations/
https://www.tysonsreporter.com/2019/09/09/merrifield-hospice-care-to-pay-3-million-to-settle-billing-allegations/
https://c212.net/c/link/?t=0&l=en&o=2573986-1&h=4283438096&u=https%3A%2F%2Fwww.vitas.com%2Fabout-us%2Fnewsroom%2Fatt-and-vitas-healthcare-launch-virtual-reality-study-for-hospice-patients&a=VITAS+and+AT%26T+are+reducing+chronic+pain+and+anxiety+in+appropriate+patients.
https://www.biospace.com/article/releases/vitas-healthcare-video-unveils-the-evolution-of-technology-in-hospice-over-the-past-40-years/
https://www.biospace.com/article/releases/vitas-healthcare-video-unveils-the-evolution-of-technology-in-hospice-over-the-past-40-years/
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* Position statements from the Hospice and Palliative Nurses Association (HPNA) are 

available for reading on Advancing Expert Care. Joint position statements are available from 

The Hospice and Palliative Nurses Association, Hospice and Palliative Credentialing Center, and 

Hospice and Palliative Nurses Foundation. The papers include: “Pain Management at the End of 

Life (with ASPMN),” “Palliative Nursing Leadership,” and “Value of Hospice and Palliative 

Certification.” Position statements available from the HPNA include topics such as “Advance 

Care Planning,” “Artificial Nutrition and Hydration in Advanced Illness,” “The Ethics of Use of 

Opioids in Palliative Nursing,” “Physician Assisted Death/Physician Assisted Suicide,” 

“Guidelines for the Role of the RN and APRN When Hastened Death is Requested,” and many 

other hospice, palliative care, and end-of-life topics. (Advancing Expert Care, 

https://advancingexpertcare.org/position-statements) 

 

* In a statement from NHPCO, delivered by Edo Banach, President and CEO, NHPCO 

addressed the Eleventh Circuit Court’s decision on September 9th on falsity as it pertains to 

the False Claims Act (FCA). The Eleventh Circuit agreed with the District Court’s ruling, 

saying, “A clinical judgment of terminal illness warranting hospice benefits under Medicare 

cannot be deemed false, for purposes of the False Claims Act, when there is only a reasonable 

disagreement between medical experts as to the accuracy of that conclusion, with no other 

evidence to prove the falsity of the assessment.” NHPCO wants to reinforce this with their 

statement “that a mere difference of opinion does not constitute falsity under the FCA” 

among the provider community. This originates from an Amicus Brief filed by NHPCO with 

the U.S. Court of Appeals for the Eleventh Circuit on December 31, 2014. NHPCO summarizes 

the Amicus Brief in their statement, arguing, “If the government (in this case, the Centers for 

Medicare and Medicaid Services) accepts a Medical Director’s determination of a terminal 

prognosis and approves a beneficiary’s claims for hospice care services, CMS cannot come back 

and demand repayment based on a change of opinion on prognosis or medical necessity.” The 

court of the Northern District of Alabama “granted summary judgment in favor of AseraCare” on 

March 31, 2016. NHPCO explains, “The court recognized that ‘[w]hen two or more medical 

experts look at the same medical records and reach different conclusions about whether those 

medical records support the certifying physicians’ certifications of terminal illness, all that exists 

is a difference of opinion.’” This was followed by the aforementioned September 9th decision by 

the Eleventh Circuit upholding the determination. In short,NHPCO reinforces “that a mere 

difference of opinion does not constitute falsity under the FAC.” (NHPCO, 9/10, 

www.nhpco.org/nhpco-statement-on-11-circuit-court-decision/) 

 

 

END-OF-LIFE NOTES 
 

* End of Life University’s latest podcast episode, “Ep. 211 Doorway Into Light: Showing Up 

for Death, Nourishing Life with Rev. Bodhi Be,” is available for listening on their website. 

Rev. Bodhi Be “is an ordained Sufi minister, teacher, guide, funeral director, and bereavement 

counselor on the island of Maui,” according to End of Life University. “He is also the founder 

and director of the International Death Doula Certificate Training program,” which is in its 4th 

year. In the episode, “the sacred aspect of death and dying and the importance of death doulas” is 

explored. General topics include the changes in hospice care over the years, why people should 

place importance on planning and preparing for their deaths, and how death doulas are positively 

influencing the conversation of death. Bodhi also discusses more personal topics such as his 

https://advancingexpertcare.org/position-statements
https://www.nhpco.org/nhpco-statement-on-11-circuit-court-decision/
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own journey “from becoming a hospice volunteer to mentoring death doulas.” He shares about 

The Death Store, and why he started it, and explores his “future vision of a conservation burial 

ground and a guest house for the dying.” (End of Life University, 9/9, 

https://lessonsfromdying.wordpress.com/2019/09/09/ep-211-doorway-into-light-showing-up-for-

death-nourishing-life-with-rev-bodhi-be/) 

 

* There has been considerable press coverage since the July release of A Beginner's Guide 

to the End: Practical Advice for Living Life and Facing Death, by BJ Miller, MD, and 

Shoshana Berger.  A recent interview with Miller and Berger appears in Becker’s Hospital 

Review. Miller, a palliative care physician, is well known for a 2015 Ted talk he gave on making 

end-of-life care more humanizing and less medicalized. Berger came to collaborate with Miller 

after her work as editorial director at the design company Ideo brought them together. Three 

months after losing her father, Berger was on the team that rebranded the Zen Hospice Project, 

where Miller was previously the executive director. The two discuss with Becker’s “what 

clinicians and hospitals can learn from their book, the role of design in healthcare and how 

clinicians can build closer relationships with patients.” When asked what message they are trying 

to convey with the book, Miller says, “First, dying doesn't have to be so hard. There will be 

plenty of room for creative and joyful moments, and for beauty, too. Turning your 

attention to this subject will reward you in many ways… This book is not just about making 

death seem less miserable; it's about making your life more remarkable along the way.” Berger 

adds that the two set out to make readers feel less alone, saying “I remember feeling quite 

isolated as a caregiver. It can be such thankless, hard work, and often you can feel like it's only 

happening to you.” Miller said this is a great book for providers as well as patients and 

caregivers. “There's a ton in this book that I didn't know as a clinician, such as the costs involved 

at the end of life or closing down a person's digital accounts,” he tells Becker’s. Berger speaks 

about the design of hospitals and says she's trying to create noise-canceling music that will wash 

out the cacophony of hospital alarms with more palliative sounds, since alarms can cause 

patients stress and increase their heart rates.” (Becker’s Hospital Review, 9/5, 

www.beckershospitalreview.com/quality/dying-doesn-t-have-to-be-so-hard-how-providers-can-

weave-more-humanity-into-end-of-life-care.html) 

 

* MD Magazine reports, “Results of a new study from Brigham and Women’s Hospital 

could provide insight to physicians that could improve the experience and mitigate 

unnecessary healthcare expenses at the end of a patient’s life.” Investigators included the 

question “Would you be surprised if your patient died in the next one month?” in their electronic 

medical record. They found that this addition “could lead to greater access to appropriate illness 

conversations and palliative care services for older populations.” The prospective cohort study 

was conducted at the Maine Medical Center’s emergency department, and followed up with 

death records. Medscape says of the investigators’ conclusions: “Although helpful, the surprise 

question wasn't a perfect predictor.” Though the predictor wasn’t a perfect tool, “investigators 

noted in their conclusion the question could be a valuable tool for identifying patients at high risk 

of 1-month mortality,” MD Magazine says. (MD Magazine, 9/13, www.mdmag.com/medical-

news/discussing-serious-illness-cut-costs-healthcare-improve-care; Medscape, 9/13, 

www.medscape.com/viewarticle/918392) 

 

* YES! Magazine recently interviewed Sallie Tisdale, an end-of-life educator who has 

worked in palliative care. Tisdale says we should all talk more “bluntly” about death – 

especially our own, YES! Magazine reports. In her recent book, one of New York Times Top 

https://lessonsfromdying.wordpress.com/2019/09/09/ep-211-doorway-into-light-showing-up-for-death-nourishing-life-with-rev-bodhi-be/
https://lessonsfromdying.wordpress.com/2019/09/09/ep-211-doorway-into-light-showing-up-for-death-nourishing-life-with-rev-bodhi-be/
https://www.beckershospitalreview.com/quality/dying-doesn-t-have-to-be-so-hard-how-providers-can-weave-more-humanity-into-end-of-life-care.html
https://www.beckershospitalreview.com/quality/dying-doesn-t-have-to-be-so-hard-how-providers-can-weave-more-humanity-into-end-of-life-care.html
https://www.mdmag.com/medical-news/discussing-serious-illness-cut-costs-healthcare-improve-care
https://www.mdmag.com/medical-news/discussing-serious-illness-cut-costs-healthcare-improve-care
https://www.medscape.com/viewarticle/918392
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Books of 2018, Advice for Future Corpses (and Those Who Love Them): A Practical 

Perspective on Death and Dying, Tisdale “explains the realities that come with dying and 

the importance of normalizing conversations about death.” Tisdale says, “We in the modern 

West are in a unique position” when it comes to death. “We have a fantasy that we’re going to 

die in our home like we did 150 years ago, but that world doesn’t exist anymore,” Tisdale tells 

YES! Magazine. “[Death] may not look like the fantasy we’re still carrying around. A body 

gradually loses all of its integrity as we die. We need to say you might have diarrhea at 3 in the 

morning. How is that going to be handled?” Tisdale also speaks in the interview against the idea 

of “mastering” our death. “Mastery of death would mean acceptance. It’s this old Zen saying, 

‘We love the china bowl because it will break.’ We love the fragile. And that’s why we love each 

other—because we only have so much time. We see the fragility of change,” she says. (YES! 

Magazine, 9/13, www.yesmagazine.org/happiness/advice-dying-sallie-tisdale-20190913) 

 

 

PHYSICIAN ASSISTED SUICIDE NOTES 
 

* Spectrum News wrote, ahead of a special hearing Wednesday, September 11, on a medical aid 

in dying bill before a Minnesota House committee. Marianne Turnbull, age 61, of St. Paul, has 

been struggling with stage IV ovarian cancer since 2015, and is among those interviewed by 

Spectrum News. Turnbull was planning to speak at the hearing. “I don't know if I would even use 

the medicine, but it would reduce my anxiety by so much if I just knew there was an option,” 

Turnbull says. Barbara Coombs Lee, president of Compassion & Choices, helped draft Oregon’s 

medical aid in dying law in the 1990’s and also says in the Spectrum News report that she would 

be testifying. “The opposition in Minnesota is led by the Minnesota Alliance for Ethical 

Heailthcare, an umbrella group that includes the Minnesota Catholic Conference, the voice of the 

state's Catholic bishops, and Minnesota Citizens Concerned for Life, the state's largest anti-

abortion group,” Spectrum News reports. “The coalition argues that government should promote 

better treatment and pain management instead.” The bill’s prospects after the informational 

hearing are uncertain. Despite opponents in the state House and Senate, proponents want to get 

the conversation started. (Spectrum News, 9/10, www.baynews9.com/fl/tampa/ap-

online/2019/09/10/minnesota-lawmakers-will-hear-disputed-assisted-suicide-bill; MPR News, 

9/11, https://www.mprnews.org/story/2019/09/11/debate-over-medically-assisted-suicide-

returns-to-minn-capitol) 

 

* At the Minnesota hearing on assisted dying, many points of views were shared. One 

cancer patient spoke of her desire for and need for the law. A nurse, mother of a disabled son, 

spoke of her fear that the law would make a “public statement by law that death is better than 

living with a disability.” Faith leaders from various faith shared both support for and opposition 

to the bill. An article in Twin Cities Pioneer Press says the bill has little chance of passing when 

the Legislature reconvenes in February. (Twin Cities Pioneer Press, 9/11, 

https://www.twincities.com/2019/09/11/mn-lawmakers-discuss-medical-aid-in-dying-for-the-

terminally-ill/) 

 

 

 

 

https://www.yesmagazine.org/happiness/advice-dying-sallie-tisdale-20190913
http://www.baynews9.com/fl/tampa/ap-online/2019/09/10/minnesota-lawmakers-will-hear-disputed-assisted-suicide-bill
http://www.baynews9.com/fl/tampa/ap-online/2019/09/10/minnesota-lawmakers-will-hear-disputed-assisted-suicide-bill
https://www.mprnews.org/story/2019/09/11/debate-over-medically-assisted-suicide-returns-to-minn-capitol
https://www.mprnews.org/story/2019/09/11/debate-over-medically-assisted-suicide-returns-to-minn-capitol
https://www.twincities.com/2019/09/11/mn-lawmakers-discuss-medical-aid-in-dying-for-the-terminally-ill/
https://www.twincities.com/2019/09/11/mn-lawmakers-discuss-medical-aid-in-dying-for-the-terminally-ill/
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OTHER NOTES 

 

* In “There’s Something Happening Here, But What It Is Ain’t Exactly Clear,” that 

appears in Public Policy and Aging Report (PP&AR), author Brian Kaskie, PhD, and 

Editor-in-Chief of the journal, explores the use of cannabis by older adults. “We largely 

remain in the dark regarding many important aspects about this rapidly evolving public health 

policy issue,” says Kaskie. “The United States is entering a period when states continue to 

operate as cannabis policymaking laboratories, the cannabis economy may grow five-fold, and 

the older adult population is projected to double.” Articles in the journal cover topics such as the 

role of cannabis in pain management in end-of-life care, cannabis as a potential alternative to 

opioid use, medical cannabis policies, research findings on cannabis use in older populations, 

and potential harm in marijuana use by older patients. (Public Policy and Aging Report, 8/30, 

https://academic.oup.com/ppar/article/29/3/83/5556692; Eureka Alert, 9/10, 

www.eurekalert.org/pub_releases/2019-09/tgso-rfo091019.php) 

 

* The Mayo Clinic and Google announce a partnership “to store patient data in the cloud 

and build products using artificial intelligence and other technologies to improve care,” 

Stat News reports. Google plans to open a new office in Rochester, MN, to carry out the work 

of the 10-year partnership. Mayo, which invented the medical record, now seeks to mine such 

records for data that could provide new insights into care. “Mayo physicians and engineers are 

already developing artificial intelligence for a variety of clinical uses, such as screening patients 

for early signs of heart disease and warning people with epilepsy about oncoming seizures,” Stat 

News explains. “But the partnership with Google is meant to fuel broader experimentation 

across the hospital system and help Mayo craft AI that could reach patients far beyond its 

walls.” Mayo is making it clear that they still retain ownership and control of the data used in 

this upcoming work, though they may decide to share de-identified data with Google. “It is not 

yet clear which health problems Mayo might address with Google or what kinds of products they 

will seek to develop and commercialize,” Stat News reports. “In broad terms, the 

organizations said they will focus on discovering more effective treatments, educating 

patients, and providing digital tools to help diagnose diseases and deliver more timely and 

convenient services.” (Stat News, 9/10, www.statnews.com/2019/09/10/google-mayo-clinic-

partnership-patient-data/) 

 

* Pain education in medical schools is lacking, Shravani Durbhakula, MD, pain 

management specialist at Johns Hopkins University in Baltimore, tells NPR News. Most 

students only receive nine hours of formal training and most of her own specialization came 

from experience, Durbhakula says. With a mandatory four-day course on pain, Durbhakula is 

trying to change this at Johns Hopkins. “Johns Hopkins is fairly unique in offering a pain-

focused course, according to NPR,” Becker’s Hospital Review says. “However, amid the 

opioid crisis, the class teaches students about what pain is — a physical and emotional 

experience, subject to mood, sensitivity and cultural expectations. It also teaches students how to 

discuss pain with patients effectively.” Becker’s Hospital Review says, “Students interviewed by 

NPR were wary of the course given the nation's current struggle with opioid addiction. The 

course also addresses how opioids fit into pain management strategies.”(Becker’s Hospital 

Review, 9/11, www.beckershospitalreview.com/hospital-physician-relationships/npr-how-

medical-schools-are-teaching-pain-amid-the-opioid-crisis.html) 

 

https://academic.oup.com/ppar/article/29/3/83/5556692
https://www.eurekalert.org/pub_releases/2019-09/tgso-rfo091019.php
https://www.statnews.com/2019/09/10/google-mayo-clinic-partnership-patient-data/
https://www.statnews.com/2019/09/10/google-mayo-clinic-partnership-patient-data/
https://www.beckershospitalreview.com/hospital-physician-relationships/npr-how-medical-schools-are-teaching-pain-amid-the-opioid-crisis.html
https://www.beckershospitalreview.com/hospital-physician-relationships/npr-how-medical-schools-are-teaching-pain-amid-the-opioid-crisis.html
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* AP News reports that a tentative settlement in the case against Purdue Pharma’s role in 

the opioid crisis was recently announced. Further litigation is likely to ensue, as the 

settlement “falls short of the far-reaching national settlement the OxyContin maker had 

been seeking for months,” AP News says. The announced settlement “would have Purdue file 

for a structured bankruptcy and pay as much as $12 billion over time, with about $3 billion 

coming from the Sackler family.” AP News says this “number involves future profits and the 

value of drugs currently in development.” The Sackler family would additionally have to 

renounce ownership of Purdue Pharma and “contribute another $1.5 billion by selling another of 

its pharmaceutical companies, Mundipharma.” Mark Brnovich, Arizona Attorney General said 

the settlement “was the quickest and surest way to get immediate relief for Arizona and for the 

communities that have been harmed by the opioid crisis and the actions of the Sackler family.” 

However, even proponents of the deal are cautious that it’s not yet finished. Ohio Attorney 

General Dave Yost says he doesn’t think there is a settlement yet, stating “There is a proposal 

that’s been accepted by a majority of attorneys general, but there are quite a few 

significant states that have not joined at this point.” About 20 states have sued members of 

the Sackler family in their respective state courts; Connecticut, Iowa, Massachusetts, Nevada, 

New Jersey, New York, Pennsylvania, North Carolina and Wisconsin are among those with 

lawsuits who have not signed on to the settlement. The first federal trial over the opioid epidemic 

is schedule to begin in October in Ohio. based some 2,000 consolidated lawsuits from across the 

country. This settlement and expected bankruptcy filing would remove Purdue Pharma from the 

upcoming trial. It is yet unclear how money from a settlement would be divided across all 

entities. This is further complicated by the belief that the family’s wealth – more than $4 billion 

of which came from Purdue Pharma from 2007 to 2018 – is largely held outside the United 

States, AP News reports. (AP News, 9/11, 

www.apnews.com/fcb693fee634449cb8a0dc146251b18d) 

 

 

Hospice Analytics is the sponsor of KHPCO’S NETWORK NEWSFLASH for 2019. Hospice 

Analytics is an information-sharing research organization whose mission is to improve hospice 

utilization and access to quality end-of- life care. For additional information, please call Dr. 

Cordt Kassner, CEO, at 719-209- 1237 or see www.HospiceAnalytics.com. 

 

https://www.apnews.com/fcb693fee634449cb8a0dc146251b18d

