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Learning Objectives

ÅIdentify key stakeholders for developing hospital 
palliative care programs.

ÅDescribe key national data demonstrating the positive 
impact of palliative care programs on patient care, 
family satisfaction and hospital finances.

ÅDevelop a strategy for building support and gathering 
data to make the case for palliative care.



Definition of Palliative Care

Palliative care means patient and family-
centered care that optimizes quality of life by 
anticipating, preventing, and treating suffering. 
Palliative care throughout the continuum of 
illness involves addressing physical, intellectual, 
emotional, social, and spiritual needs and to 
facilitate patient autonomy, access to 
information, and choice.

73 FR 32204, June 5, 2008

Medicare Hospice Conditions of Participation ïFinal Rule
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Why palliative care?

Quality health care is defined as care that is:

VPatient centered
VBeneficial
VEfficient
VTimely
VSafe
VEquitable

National Quality Forum (www.qualityforum.org )



What Do Patients Want?

ÅPain and symptom control

ÅAvoid inappropriate prolongation of the dying 
process

ÅAchieve a sense of control

ÅRelieve burdens on family

ÅStrengthen relationships with loved ones

Singer et al. JAMA 1999;281(2):163-168.



What Do Family Caregivers Want?

Study of 475 family members 1 -2 years after bereavement

ÅLoved oneôs wishes honored

ÅInclusion in decision processes

ÅSupport/assistance at home

ÅPractical help (transportation, medicines, equipment)

ÅPersonal care needs (bathing, feeding, toileting)

ÅHonest information

Å24/7 access

ÅTo be remembered and contacted after the death

Tolle et al.  Oregon report card.1999 www.ohsu.edu/ethics



Stakeholders for Hospital 

Palliative Care

Obvious é

ÅPatients and Families

ÅHospital Clinicians

ÅNurses

ÅSocial workers

ÅDischarge Planners

ÅChaplains

ÅTherapists

ÅCommunity hospice agencies



Stakeholders é

Less Obvious

ÅRisk management

ÅHospital administration

ÅPatient Relations

ÅFinance

ÅPharmacy

ÅCommunity long-term care and home care agencies



Is it Beneficial?  
Outcomes of Palliative Care 

ÅSymptom burden

ÅPatient and family satisfaction

ÅCost

ÅLength of Stay

ÅReadmission

ÅHospice referrals



Palliative Care Is Beneficial

Å Mortality follow back survey palliative care vs. usual care                    
Casarett et al. J Am Geriatr Soc 2008;56:593-99

ÅOverall satisfaction markedly superior in palliative 
care group, p<.001

ÅPalliative care superior for:
ü emotional/spiritual support
ü information/communication
ü care at time of death
ü access to services in community
ü well-being/dignity
ü care + setting concordant with patient preference
ü pain
ü PTSD symptoms

Other studies demonstrating benefit of palliative care: Jordhay et al Lancet 2000; Higginson et al, 
JPSM, 2003; Finlay et al, Ann Oncol 2002; Higginson et al,  JPSM 2002.                                 
see capc.org/research-and-references-for-palliative-care/citations



Palliative Care Shifts Care Out of 
Hospital to Home

Service Use Among Patients Who Died from CHF, COPD, or Cancer Palliative Home 
Care versus Usual Care, 1999 ï2000
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Copyright restrictions may apply. Wright, A. A. et al. JAMA 2008;300:1665-1673.

Medical Care Received in the Last Week of Life by 
End-of-Life Discussion
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Definition: Cost Avoidance

Cost Avoidance

A reduction in hospital cost as a direct result of

palliative care interventions.
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Definition: Cost

Direct Cost : (aka variable cost) room charge, lab, 
radiology, pharmacy, etc. 

Indirect Cost : (aka fixed cost) insurance, debt 
service, administration salaries, etc.

Total Cost : the sum of Direct and Indirect Costs

Note: For most hospitals, there is a fixed ratio of     
Direct Cost to Total Cost.
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KEY POINT!

The most appropriate measure for palliative care is to use 

Direct (aka Variable) Costs, as this provides the most realistic 
assessment of palliative care impact.

Before you begin any cost calculations, check with your

administrators to confirm that Direct Cost will be an 

acceptable metric.

What about charges?

Charge data is a poor proxy for cost and should not be used.
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Why is cost avoidance important?

Care of seriously ill patients in hospital settings is often 

poorly coordinated:

ÅMultiple consulting physicians

Å Poor communication with patient/family

Å Lack of realistic prognostic information

Å Lack of clear medical goals

Å Poor pain/symptom management
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Poor coordination of care

Poor coordination results in: 

üLonger length of hospital stay

üMore ICU days, drugs, laboratory  tests, and 
procedures

üCosts that are not completely reimbursedð
especially patients in a fixed-payment insurance 
system (e.g. Medicare/Medicaid)
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How can palliative care help reduce 

costs?

Palliative Care Consultation Teams have a demonstrated 

ability to:

V Improve communication

V Help doctors, patients and families set realistic goals        

of care

V Improve pain/symptom management

V Reduce ICU length of stay

V Reduce hospital cost (aka Cost Avoidance )

See citations: 

http://www.capc.org/research-and-references-for-palliative-care/citations/

http://www.capc.org/research-and-references-for-palliative-care/citations/
http://www.capc.org/research-and-references-for-palliative-care/citations/
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Hospital Palliative Care Reduces Costs
Cost and ICU Outcomes Associated with Palliative Care Consultation in 8 U.S. 

Hospitals

Live Discharges Hospital Deaths

Costs Usual 
Care

Palliative 
Care ǧ

Usual 
Care 

Palliative 
Care ǧ

Per Day $867 $684 $183* $1,515 $1,069 $446*

Per Admission $11,498 $9,992 $1,506* $23,521 $16,831 $6,690*

Laboratory $1,160 $833 $327* $2,805 $1,772 $1,033*

ICU $6,974 $1,726 $5,248* $15,531 $7,755 $7,776***

Pharmacy $2,223 $2,037 $186 $6,063 $3,622 $2,441**

Imaging $851 $1,060 -$208*** $1,656 $1,475 $181

Died in ICU X X X 18% 4% 14%*

*p<.001

**p<.01

***p<.05 Morrison, RS et al.  Archives Intern Med 2008;
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Five Influencing Factors

Not all programs will realize the same cost avoidance; 
variables include the following:

1. Acceptance of the palliative care team
2. Accessibility of the palliative care team
3. Percentage of consultations from the ICU
4. Percentage fixed-payment payor mix (e.g. 

Medicare)
5. The degree to which the palliative care teamôs 

recommendations are operationalized by the 
attending physician.
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Biggest bang é

By far, the biggest contributor to cost avoidance occurs 

following clarification of the goals of care. 

This is typically the result of a Goal of Care discussion (aka 
Family Meeting) resulting in: 

üReduced tests/drugs/interventions that do not match 
the goals of care as defined by the patient and family 

üReduced ICU length of stay
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Gather Your Data

In order to calculate the amount of non -reimbursed 

care for dying patients at your hospital, ask your finance 

department for the following data: 

a.) List of all inpatient deaths in past year (or just 
Medicare/Medicaid deaths)

b.) Total hospital cost (direct and indirect) for each 
inpatient death

c.)  Reimbursement for each inpatient death

Then, subtract total reimbursement from total 

cost to arrive at total non -reimbursed cost.
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Total Non-Reimbursed Cost Example

Here is an example from Hospital XYZ é

Hospital XYZ; 425 deaths/year

Total Cost: $6,800,000

Total Reimbursement: $5,200,000

Non -Reimbursed Cost $1,600,000

A Palliative Care Team can reduce cost for these cases 

through cost avoidance, typically by 20-25%, and thus 

lessen the non-reimbursed cost.



© 2008 Center to Advance 

Palliative Care 26

KEY POINT!
Using the prior slide example, a hospital can use a portion

of the $1,600,000 (the cost avoidance) to fund a palliative 

care program.

Note: This method focuses solely on inpatient deaths 
because it is easily obtainable data with a clear  
endpoint.  All palliative care programs strive to 
see patients across the spectrum of the illness, 
not solely those who are near death.





What about Long Term Care?



Who Lives (and Dies) 

in Nursing Homes?

Å> 1.5 million nursing home residents

Å25% Americans die in nursing homes

ÅProjected that by 2030 >3 million Americans will 
reside in institutional long -term care 

Åwww.capc.org

Åhttp://www.cdc.gov/nchs/data/series/sr_13/sr13

http://www.capc.org/
http://www.cdc.gov/nchs/data/series/sr_13/sr13_167.pdf


Palliative Care in Nursing 

Homes

Models of Palliative Care Delivery in LTC 

1. Traditional Hospice -LTC Contracted 
Arrangement

2. Non-Hospice Palliative Care Consultation Services

3. Integrated Palliative Care Programs developed by 
the NH ñHome Grownò 



Hospice-Nursing Home Model

ÅNH provides 24 hour room and board, personal care and 
nursing care

ÅHospice provides interdisciplinary symptom 
management, emotional and spiritual care, and 
supportive counseling similar to home-based care; 
covers costs related to terminal illness

ÅHospice may have indirect / educational effect

VLess hospitalization, more pain assessment in NH 

ÅMedicare and Medicaid: Hospice Conditions of Participation; Final Rule. June 2008

ÅMiller SC, JPSM 2003



OIG ïMedicare Hospice

ÅObjective:  to determine the extent to which hospice 
claims for beneficiaries in nursing facilities in 2006 met 
Medicare coverage requirements

ÅFindings: 82% of hospice claims for beneficiaries in 
nursing facilities did not meet at least one Medicare 
coverage requirement

ÅMedicare paid ~$1.8 billion for these claims

ÅNew Hospice Conditions of Participation 2009

OIG, "Medicare Hospice Care for Beneficiaries in Nursing Facilities: Compliance with 

Medicare Coverage Requirements,: OEI-02-06-00221, September 2009.



Models of Palliative Care 

Delivery in NH 

1. Traditional Hospice

2. Non -Hospice Palliative Care Consultation 
Services

Å Palliative care providers in the community

Å Hospice providing non -Hospice palliative care

3. Integrated Palliative Care Programs developed by 
the NH ñHome Grownò 



Palliative Care Consultation 

Model

ÅNHs partner with external providers of palliative care

ÅConsultations provided by palliative care professionals 
from established palliative care services in the 
community

ÅRequests for palliative care consultations made by 
nursing home clinical staff (medical directors, 
physicians, directors of nursing)
ÅCan utilize consult triggers (www.capc.org)



Palliative Care Consultation 

Model

ÅReasons for consultation

Å Symptoms

Å Goals of care discussion, or 

Å End of life care planning 

ÅPalliative care consultants bill insurance, Medicaid, or 
Medicare Part B 

Å(like cardiologists, podiatrists, dermatologists)

ÅAllows those on Medicare Skilled Benefit to be served

ÅMay or may not meet criteria for Hospice eligibility



Palliative Care Consultation 

Model

Palliative Care Center of the Bluegrass

Lexington, Kentucky

ï Physician and Nurse Practitioner provide PC consultation 
services to hospitals, LTACs, and nursing homes 

ï NPs provide the direct palliative care consultations for the 
nursing homes, with physician backup

ï Patients followed by PC while in a hospital get a call upon 
return to the NH to asses if PC should continue to follow

ï NH can call PC 24-7 for advice on opioid titrations

ï NP doing consultation connects directly with NH social 
workers and physicians



Models of Palliative Care 

Delivery in NH 

1. Traditional Hospice

2. Non-Hospice Palliative Care Consultation Services

Å Palliative care providers in the community

Å Hospice providing non-Hospice palliative care

3. Integrated Palliative Care Programs 
developed by the NH ñHome Grownò 



ñHome Grownò NH Model

Nursing Home Integrated Palliative Care

ÅNH either train their own palliative care providers or 
hire staff with palliative care expertise. 

ÅGero-Palliative Care APN a common model

ÅPalliative care practices are integrated into daily 
operations and care plans.



Demonstrated Outcomes LTC 

Palliative Care Models

VImproved symptom control

VFewer hospitalizations

VGreater use of Advance Directives

VIncrease hospice referrals

VPotential to spread palliative care philosophy to 
all LTC patients



Barriers

ÅLTC leadership turnover

ÅLTC staff turnover

ÅNeed for intensive staff education

ÅNeed for policy development

ÅNeed for clinical champions

ÅNeed for palliative care expertise

ÅMoney, Money, Money



The problem of LOS

ÅWhat can we do to increase our Hospice LOS, or 
shorten the time from admission to palliative 
care consultation?



Increasing Referrals / LOS

ÅMarketing

ÅTrigger system for consultation

ÅSystems Change

ÅStandards of Care

ÅQuality improvement tied to standards

ÅStandard forms/order sets

ÅEducation



Marketing Definition

Marketing creates preference for a product or 

service (palliative care consultation service) 

by positively engaging target audiences

(referring clinicians), in order to

influence their behavior (ask for a 

consultation).

Itôs all about perception!



Itôs About Them

To understand how to improve the perception of your 
program and to match your services to the needs of 
your referring clinicians, you must know your audience.

All of your marketing plans will flow from a careful 
assessment of the needs and perceptions of your 
audienceðnot your own needs and your perceptions.



What if Youôre Not Sure What 

Their Needs Are?

Ask!

ÅBegin a dialog with potential referring clinicians, 
ask them the Whatôs hardquestion: Hi Dr. Jones, I 
understand youôre a new ICU physician. What do you 
find most challenging about caring for seriously ill 
patients in the ICU?

ÅSend out a survey. Provide a list of 
benefits/services and ask potential referring clinicians 
which they would be most likely to use.



What Matters to Them?

The list will probably look something like this:

VLack of Time 

VHandling difficult families/family conflicts

VManaging requests for futile care

VAnswering questions about prognosis

VDifficult pain management cases

VKnowing when ñenough is enoughò

VFear of getting sued for not doing ñeverythingò

VUnreasonable CPR requests: e.g. when asked to ñdo 
everythingò



Benefits vs. Features

It is important to recognize the difference 
between the benefits of your program (as 
perceived by your target audience) and the 
features (as you might describe your 
program).

Key Point: The benefits you describe should 
correlate with the needs of the audience.



Benefits vs. Features

Focus on the benefits 

(the experience)

(Examples of benefits for physicians)

Å Saves you time

Å Helps you mediate conflicts 
around complex physician-
patient-family dynamics

Å Resolves your DNR/CPR 
disputes

Å Offers you new options for 
difficult pain cases

Rather than the features

(the description)

Å The program ...

ÅIs focused on pain and 
symptom control

ÅIs patient-centered, but the 
family is the unit of care

ÅConsists of an 
interdisciplinary team



Center to Advance Palliative Care

ÅOperational Program Training

ÅE-Learning

ÅCitations-Palliative Care Research

ÅTools: clinical/metrics/billing/finance

ÅConsensus reports

ÅBooks/Manuals

ÅBulletin Board
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