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Learning Objectives

A Identify key stakeholders for developing hospital
palliative care programs.

A Describe key national data demonstrating the positive
Impact of palliative care programs on patient care,
family satisfaction and hospital finances.

A Develop 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
liness 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 Participationi Final Rule






Why palliative care?

Quality health care is defined as care that Is:

V Patient centered
V Beneficial

V Efficient

V Timely

V Safe

V Equitable

National Quality Forum (www.qualityforum.org)



What Do Patients Want?

A Pain and symptom control

A Avoid inappropriate prolongation of the dying
process

A Achieve a sense of control
A Relieve burdens on family
A Strengthen relationships with loved ones

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



What Do Family Caregivers Want?

Stuay of 475 family members 1 -2 years after bereavement
ALoved oneds wishes honored
A Inclusion in decision processes

A Support/assistance at home

A Practical help (transportation, medicines, equipment)

A Personal care needs (bathing, feeding, toileting)

A Honest information

A 24/7 access

A To be remembered and contacted after the death

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



Stakeholders for Hospital
Palliative Care

Obvi ous é
A Patients and Families

A Hospital Clinicians
A Nurses
A Social workers
A Discharge Planners
A Chaplains
A Therapists

A Community hospice agencies



Stakehol der s &

Less Obvious
A Risk management
A Hospital administration
A Patient Relations
A Finance
A Pharmacy
A Community long-term care and home care agencies



Is It Beneficial?
Outcomes of Palliative Care

A Symptom burden

A Patient and family satisfaction
A Cost

A Length of Stay

A Readmission

A Hospice referrals




Palliative Care Is Beneficial

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

A Overall satisfaction markedly superior In palliative
care group, p<.001

A Palliative care superior for:

emotional/spiritual support
Information/communication

care at time of death

access to services in community
well-being/dignity

care + setting concordant with patient preference
pain

PTSD symptoms

R e e i e e et e

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/researchand-references-for-palliative-care/citations



Palliative Care Shifts Care Out of
lospital to Home

Service Use Among Patients Who Died from CHF, COPD, or Cancer Palliative Home
Care versus Usual Care, 1999 I 2000

B Usual Medicare home care B Palliative care intervention
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Brumley, R.D. et al. 2007. J Am Geriatr Soc.



Medical Care Received in the Last Week of Life by
End-of-Life Discussion

Table 3. Medical Care Received in the Last Week of Life by End-of-Life Discussion

No. (%)
| 1 Adjusted OR
End-of-Life Discussion (95%
Total | | Confidence P
(N=332) Yes No Interval)® Value
Medical care received 332 123 (37.0) 209 (63.0)
in the last week

ICU admission 31 (9.3 5¢@.1) 6 (12.4) 0.35 (0.14-0.90) 02
Ventilator use 5(7.5) 2(1.6) 3(11.0) 0.26 (0.08-0.83) .02
Resuscitation 54.5) 1(0.8) 4 (6.7) 0.16 (0.03-0.80) .02
Chemotherapy 9 (5.7) 5@.1) 4 (6.7) 0.36 (0.13-1.03) .08
Feeding tube 6 (7.9) 11 (8.9 5(7.3) 1.30 (0.55-3.10) 52
Outpatient hospice used 213 (64.4) 93 (76.2) 120 (567.4) 1.50 (0.91-2.48) 10
QOutpatient hospice =1 wk 178 (62.3) 80 (65.6) 93 (44.5) 1.65 (1.04-2.63) .03

Abbreviation: ICU, intensive care unit; OR, odds ratio.
aThe propensity-score weighted sample was used for these analyses. Logistic regression models were also adjusted for
patients’ treatment preferences, desire for prognostic information, and acceptance of terminal illness.

Copyright restrictions may apply. Wright, A. A. et al. JAMA 2008;300:1665-1673. JAMA



Definition: Cost Avoidance

Cost Avoidance

A reduction in hospital cost as a direct result of
palliative care interventions.

© 2008 Center to Advance
Palliative Care 14



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

o

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

© 2008 Center to Advance
Palliative Care 15



A

L) 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.

© 2008 Center to Advance
Palliative Care 16



Why Is cost avoidance important?

Care of seriously ill patients in hospital settings is often
poorly coordinated:

A Multiple consulting physicians

A Poor communication with patient/family

A Lack of realistic prognostic information

A Lack of clear medical goals

A Poor pain/symptom management

© 2008 Center to Advance
Palliative Care

17



Poor coordination of care

Poor coordination results Iin:
U Longer length of hospital stay

U More ICU days, drugs, laboratory tests, and
procedures

U Costs that are not completely reimbursedd
especially patients in a fixed-payment insurance
system (e.g. Medicare/Medicaid)

© 2008 Center to Advance
Palliative Care

18



How can palliative care help reduce
cCosts?

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:

© 2008 Center to Advance
Palliative Care 19
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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 Palliative 4 Usual Palliative v
Care Care g Care Care g

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

**n< 01

***p<.05

Morrison, RS et al. Archives Intern Med 2008;




Mean direct costs/day for patients who died and
who received palliative care consultation versus
matched usual care patients
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Five Influencing Factors

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

Acceptance of the palliative care team

Accessibility of the palliative care team

Percentage of consultations from the ICU

Percentage fixed-payment payor mix (e.g.

Medicare)

The degree to which the p
recommendations are operationalized by the

attending physician.

W

1

© 2008 Center to Advance
Palliative Care 22
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Bi ggest Dbang é

By far, the biggest contributor to cost avoidance occurs
following clarification of the goals of care.

This is typically the result of a G oa/ of Carediscussion (aka
Family Meeting) resulting in:

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

U Reduced ICU length of stay

© 2008 Center to Advance
Palliative Care 23



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
iInpatient death

c.) Reimbursement for each inpatient death

Then, subtract total reimbursement from total

cost to arrive at total non -reimbursed cost.

© 2008 Center to Advance
Palliative Care 24



Total Non-Reimbursed Cost Example

Here I s an example from Hospli

Hospital XYZ; 425 deaths/year

Total Cost: $6,800,000
Total Reimbursement: $5,200,000
Non - Reimbursed Cost $1,600 000

A Palllative 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 25



A

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 iliness,
not solely those who are near death.

© 2008 Center to Advance
Palliative Care 26



ORIGINAL INVESTIGATION

Cost Savings Associated With US Hospital Palliative
Care Consultation Programs

R. Sean Morrison, MDD, Joan D. Penred. PRD:, J. Brian Cassel. PhD; Melissa Canst-Eflenbogen. MS. Aun Litke. MFA.
Lynn Spragens. MBA: Dianc E. Mcicr. MD;. for the Palliative Care Leadership Centers” Oatcomes Group

Back FHospaal palltaive care consultalon eamrs
have been shown 1o improve care for adults with sert-
ous liness. This study examinoed the effect of pallianve
e swarns on hospitad costs,

Mothods: We m:z::d adminisirative datafrore 8 hos-
pimls with establs d pallist7ve care progroms for the
years 2002 through 2004, Patients receving palliative care
were matched by propensity score to pabents recciving
wsnal care. Generslized linear modelswere estimased for
costs per admission and per hospisal day .

Results: Of 1he 2900 palllanve care panents who were
dlsch.wg:d alwe, 2020 pall@ative care patients (5995 were
matched to 18427 usual care patients, and of 1he 2385
palliztive care patients who died. 2278 (93%) were
matched 1o 2124 usuval care petsenes. The pallat e care
peticnts who were discharged alive had an odjusted net
savings of $1696 in direct costs per admes=on (Pe . 004)
ond $279 in direct costs pcrda_\' P<=_.001) Includng sig-

nificant recucnons in laborasey and intensiye care tnill
costs comnpered with ususl care patwnts, The pallianve
care pattents who diwed had an adpsted net savings of
4908 In direct costs per admission (FP=.003) and $3743
nckrect coses per day (P < 001D inclndmgsignificant re-
ductiaons in pharmacy ., laboratorny . snd Inensive care untt
costs comper od with usuoal care patients, Two confiroma-
tory analyseswere performmed. Inchding mean costs per
day before palhianve care and before a comparable ref-
erence day forusual care patients in the propensity score
maodels resulied in stmilar resafits, Esnmanng costs for
palliatove care patients sssuming that they <dd not re-
cetve patliative care resulted 1n projocted coses that were
not signd fi cantly different from usual care costs,

Conclusion: tal pallianve care con=ultation teams
ar e assoceecd with stgnificant hospital cost savings.

Arch Intern Med. 2008:168(16): 17831790
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What about Long Term Care?



Who Lives (and Dies)
In Nursing Homes?

A > 1.5 million nursing home residents
A 25% Americans die in nursing homes

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


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 AHome Growno



Hospice-Nursing Home Model

A NH provides 24 hour room and board, personal care and
nursing care

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

A Hospice may have indirect / educational effect
V Less hospitalization, more pain assessment in NH

AViedicare and Medicaid: Hospice Conditions of Participation; Final Rule. June 2008
Awviiller SC, JPSM 2003



OIG 1T Medicare Hospice

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

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

A Medicare paid ~$1.8 billion for these claims

A New 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
A Palliative care providers in the community
A Hospice providing non  -Hospice palliative care

3. Integrated Palliative Care Programs developed by
t he NH AHome Gr owno



Palliative Care Consultation
Model

A NHs partner with external providers of palliative care

A Consultations provided by palliative care professionals
from established palliative care services in the
community

A Requests for palliative care consultations made by
nursing home clinical staff (medical directors,
physicians, directors of nursing)

A Can utilize consult triggers (www.capc.org)



Palliative Care Consultation
Model

A Reasons for consultation
A Symptoms
A Goals of care discussion, or
A End of life care planning

A Palliative care consultants bill insurance, Medicaid, or
Medicare Part B

A (like cardiologists, podiatrists, dermatologists)

A Allows those on Medicare Skilled Benefit to be served
A May or may not meet criteria for Hospice eligibility



Palliative Care Consultation
Model

Palliative Care Center of the Bluegrass
Lexington, Kentucky

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

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

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

I NH can call PC 247 for advice on opioid titrations

I 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
A Palliative care providers in the community
A Hospice providing non-Hospice palliative care

3. Integrated Palliative Care Programs
devel oped by the NH nAnHome



nNHome Growno NH M

Nursing Home Integrated Palliative Care

ANH either train their own palliative care providers or
hire staff with palliative care expertise.
A Gero-Palliative Care APN a common model

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



Demonstrated Outcomes LTC
Palliative Care Models

V Improved symptom control

V Fewer hospitalizations

V Greater use of Advance Directives
V Increase hospice referrals

V Potential to spread palliative care philosophy to
all LTC patients



Barriers

A LTC leadership turnover

A LTC staff turnover

A Need for intensive staff education
A Need for policy development

A Need for clinical champions

A Need for palliative care expertise
A Money, Money, Money




The problem of LOS

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



Increasing Referrals / LOS

A Marketing
A Trigger system for consultation

A Systems Change
A Standards of Care
A Quality improvement tied to standards
A Standard forms/order sets
A Education



Marketing Definition

Marketing creates preference for a product or
service (palliative care consultation service)
by positively engaging target audiences
(referring clinicians), in order to

iInfluence their behavior (ask for a
consultation).

| t 6s al | about

per



| t 0Os 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
audienced not your own needs and your perceptions.



Wh at | f Youore Not :
Thelr Needs Are?

Ask!

A Begin a dialog with potential referring clinicians,
ask them the Wh a t 6 squdsteom: &/ Dr. Jones, /
under st and youodore a new | Ci
find most challenging about caring for seriously ill
patients in the ICU?

A Send 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:

V Lack of Time

V' Handling difficult families/family confiicts

V Managing requests for futile care

V Answering questions about prognosis

V Difficult pain management cases

VKnowi ng when nenough I s en
VFear of getting sued for n

VUnreasonabl e CPR requests:
everythi ngo



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 Rather than the features

(Examples of benefits for physicians) A The program

A Saves you time | A 1s focused on pain and
A Helps you mediate conflicts symptom control

around complex physician-
patient-family dynamics

A Resolves your DNR/CPR
disputes

A Offers you new options for
difficult pain cases

A s patient-centered, but the
family is the unit of care

A Consists of an
Interdisciplinary team




Center to Advance Palliative Care

A Operational Program Training

A E-Learning

A Citations-Palliative Care Research
A Tools: clinical/metrics/billing/finance
A Consensus reports

A Books/Manuals

A Bulletin Board
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