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Objectives

➔What is Palliative Care and who needs it?

➔How do health plans benefit from Palliative 

Care?

➔How do health plans support members’ 

access to high-quality Palliative Care?

WHAT IS PALLIATIVE CARE 

AND WHO NEEDS IT?
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What is Palliative Care? 

 Specialized health care for 

the relief of pain, symptoms 

and stresses of serious 

illness

 The goal is to improve 

quality of life for the patient 

and family

 Appropriate at any age and 

any stage of a serious illness

 Can be provided concurrent 

with disease treatment and 

works collaboratively with 

treating providers

Palliative Care is Delivered Concurrent 
with Disease Treatment

Core competencies in palliative 

care
Specialty palliative care

5

Who benefits from Palliative 

Care?

• Cancer

• Advanced liver disease

• COPD with oxygen

• Congestive heart failure

• Renal failure

• Dementia

• Diabetes with severe 
complications

• ALS

• NICU Serious 
illness

• Limitations in 
Activities of Daily 
Living (eating, 
bathing, dressing, 
toileting, 
transferring and 
walking)

• Cognitive 
impairment

Functional 
Limitations • 911 Calls

• Emergency 
Department visits

• Polypharmacy

• Hospital 
admissions

• Skilled nursing and 
rehabilitation stays

• Home nursing 
and/or rehabilitation

High 
Utilization

Graphic adapted from the National Consensus Project for Quality Palliative Care
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11%

49%

40%

Costliest 5% of Patients
IOM Dying in America Appendix E  http://www.iom.edu/Reports/2014/Dying-In-America-

Improving-Quality-and-Honoring-Individual-Preferences-Near-the-End-of-Life.aspx

Last 12 months of
life

Short term high $

Persistent high $

11%

49%

40%

Last 12
months of life

Short term
high $

Persistent
high $

Only a small

portion of these

patients are in the

last year of life. 

Focus on end-of-life

and prognosis 

misses the big

opportunity for

improvement.

Who benefits from palliative care? 
Typically the top 5% of spenders

Source: IOM Dying in America, 2015

Mr.B
➔ An 88 year old man with mild 

dementia admitted via the ED for 

management of back pain due

to spinal stenosis and arthritis.  

➔ Pain is 8/10 on admission, for 

which he is taking 5 gm of  

acetaminophen/day.

➔ Admitted 3 times in 2 months 

for pain (2x), weight loss+falls, 

and altered mental status due 

to constipation.

➔ His family (83 year old wife) is 

overwhelmed. 
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Mr. B:
➔ Mr. B: “Don’t take me to the 

hospital!  Please!”

➔ Mrs. B:  “He hates being in the 

hospital, but what could I do?  

The pain was terrible and I 

couldn’t reach the doctor.  I 

couldn’t even move him myself, 

so I called the ambulance.  It 

was the only thing I could do.”

Modified from and with thanks to Dave Casarett

Before and After

Usual Care

➔ 4 calls to 911 in a 3 month 

period, leading to

➔ 4 ED visits and

➔ 3 hospitalizations, leading to

➔ Hospital acquired infection

➔ Functional decline

➔ Family distress 

Palliative Care

➔ Housecalls referral

➔ Pain management

➔ 24/7 phone coverage

➔ Support for caregiver

➔ Meals on Wheels

➔ Friendly visitor program

➔ No 911 calls, ED visits, or 

hospitalizations in last 18 

months

The Modern Death Ritual: 

The Emergency Department

Smith AK et al. Health Affairs 2012;31:1277-85.

75%

% of Older Americans Who 
Visit the ER in Last Six 

Months of Life

Half visit in

the last month

of life
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HOW DO HEALTH PLANS 

BENEFIT FROM INTEGRATING 

PALLIATIVE CARE?

Palliative care improves value by 

improving the quality of care

There is strong evidence of cost avoidance

Setting Results Studies

Inpatient

Hospital 

Palliative Care

$1,696 costs saved per admission for 

live discharges; $4,908 for death

43% fewer ICU admissions

(Morrison, 2008)

(Gade, 2008) 

Office-Based 

Palliative Care

In Primary Care: 20% fewer hospital 

admissions

$117/day in oncology practice

(Trisolini 2006)

(Greer 2016)

Home-Based 

Primary and 

Palliative Care

48% to 56% reduction in hospital 

admissions

36% lower costs in ACO model 

($12,000 saved per patient)

(Cassel 2016)

(Lustbader

2016)

Commercial 

Health Insurer

22% lower medical costs

($12,000 saved per member on 

program)

(Krakauer 2009)



9/5/2017

6

There is also strong evidence of 

satisfaction improvements

16
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Satisfaction Score

Caregiver Patient

Source: Sharp Healthcare Transitions Program (partnership with San Diego

Medicare Advantage Plan)

Most consumers want palliative care

Very 
Likely, 
63%

Somewhat

Likely, 
29%

Unlikely/N
ot at All, 

6%

How 

likely 

would 

you be to 

consider 

palliative 

care for a 

loved 

one?

Integrating palliative care benefits 

health plans

 Improved member 

satisfaction

 Improved member 

assessment information

 Reduction in 

unnecessary utilization

 Higher CAHPS

 Stronger reputation

 More accurate RAF

 Controlled spending

 Improved safety
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HOW DO HEALTH PLANS 

SUPPORT ACCESS TO 

PALLIATIVE CARE?

Health plans are advancing 

palliative care strategies

Health plans are seeing 

significant results from these 

strategies
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CAPC has gathered best 

practices to help ensure success

Identify 
those 

most in 
need

Engage 
and 

assess

Cover 
the right 
services

Train 
and 

build the 
network

Optimize 
payment

Measure
and

evaluate

22

Six critical design elements for a comprehensive payer  

approach to improving access to palliative care

1. Identify those most in need

➔Diagnosis is an indicator but insufficient 

➔Spend is also insufficient (and often too late)

➔Must include indicator of functional impairment

– DME, home care, SNF authorizations

– Phone screen

➔Some plans include polypharmacy or a 

pharmacy risk score as a screen

23

2. Engagement and assessment

➔ Hold meaningful conversations about expectations 

and goals of care and treatment options

➔ Assess symptom burden and function

➔ Assess family caregiver needs

➔ Traditional case management is insufficient

– No phone scripts!

– Hire and train for empathy and connection

24

Tip:  This can be done by selected and well-trained case 

managers.
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3. Optimize coverage

➔Match services to need

– Home-based services for the highest-need only

– Some will need treating providers and specialty palliative 

care to co-manage treatment and symptoms/side-effects

– Must include psychosocial and practical support

➔Consider innovative benefits

– Caregiver counseling

– In-home services without homebound requirement

– Respite for families
25

4. Network: Core Skills for all 

Clinicians
➔Ensure providers in the network have core skills 

in communication and pain/symptom 

management

– Center to Advance Palliative Care

– VitalTalk

– Ariadne Labs

26

Tip:  Financially incentivize key providers to train in core 

skills

4. Network: Access to 

Palliative Care Specialists

➔ Identify board-certified specialist palliative care 

providers to add to network 

– American Academy of Hospice and Palliative 

Medicine (aahpm.org)

– Hospice and Palliative Nurses Association

➔ Link palliative care specialist teams with key 

providers (eg, Oncology, Cardiology)

➔ 24/7 response and social supports are critical to 

success

27
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5. Payment

➔Ensure resources for:

– 24/7 response to symptom crises

– Home visits when needed

– Additional team members, such as social 

workers and chaplains

➔Case rates (PMPM) work well; some use a three-

month episode payment to account for the 

service intensity at the beginning of an episode

28

6. Measurement and Evaluation

➔Measure program implementation (structure and 

process) as well as outcomes

➔ Incentivize provider network by tying financial 

rewards to: a) learning palliative care skills; and 

b) cost and quality outcomes

➔ Include PROMS (patient reported outcomes)

29

Tip:  Share data and develop joint measures

3 Common Payer Approaches

How it Works Setting Emphasis

Primary

Palliative 

Care

Payer incentivizes and/or assists 

key treating providers to develop  

skills in pain/symptom 

management and communication

•Accountable Care 

Organizations

•Hospitals

•Cancer Centers

Palliative 

Case 

Manage-

ment

Payer provides specially selected 

and trained case managers to 

work with members with serious 

illness and their family members

•Payer-based

•Data-driven

•Telephonic or embedded

Home-

Based

Payer identifies highest-risk

population and refers them to 

home-based palliative care

•Data driven

• “Vendor” programs
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Case study: How they do it

31

With thanks to TORRIE FIELDS, SENIOR 

PROGRAM MANAGER

FOR PALLIATIVE CARE

Pioneer in 

developing 

ACOs in 

California

75+ years 

experience in 

collaboration with 

vast provider 

network

Value-

based 

payments 

and 

aligned 

incentives

Proven 

performance 

while lowering 

the cost trend

Nationally 

recognized 

care model 

design

Established 

governance 

structure ensuring 

senior leadership 

engagement

Blue Shield of California and 
Advanced ACO Model

Impact on quality and cost

• Palliative care strategy aligns w/ current delivery 
system (ACO & contracting) goals

• Addressing members with serious illness is a 3-part 
journey – with the highest impact in the middle.

• High utilization near end of life is actually an 
indicator of poor quality of care

• Delivery System Transformation  Improved quality, 
experience; reduced crises/911/ED use; longer hospice 
length of stay; lower total cost of care; and improved 
documentation of shared decision making.

First Steps

(Advance Care 
Planning)

Next Steps

(Delivery System 
Transformation)

Last Steps

(POLST, Hospice)
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Blue Shield of California Palliative 
Care Approach with 40 ACOs

oACO Delivery Transformation
• Clinical training for primary & home care 
providers via www.capc.org

• Implementation support & expertise

• Value-Based Insurance Design (VBID) w/ 

reimbursement, no co-pays for 

palliative care in clinic and home

• Partnerships between medical groups 

and home health/hospice

Blue Shield of California Palliative 

Care Approach with 40 ACOs

o Case Management

– CAPC trained case managers, customer 
services, and concurrent review staff

– Care coordination, advance care planning, and 
education

– Development of processes, procedures, and 
scripting 

– Palliative care measures and tracking with home 
care vendors & providers

35

oBenefit Redesign
• Hospice benefit changes

• Concurrent care allowances

• Caregiver counseling

• Room & Board allowances for hospice 
houses (adult and pediatric)

• Medicaid Personal Care Services benefit 

offered to commercial members

Benefit Changes to Support the 

Delivery System
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Policy Changes to Support the 

Delivery System

o Payment Policy Changes

– Development of boiler-plate contracts, service 

standards, reporting, analytics, and actuarial 

models

– Contracting with new organizations and providers 

for services

– Systematic contracting with providers for new 

services

– Simplified prior authorization processes for DME, 

supplies, pharmacy, etc.

37

Palliative care specialists have a role 

under all approaches

Approach Potential Opportunities for Specialty 

Palliative Care

Primary 

Palliative 

Care

• Patient identification, risk stratification

• Local provider education 

• Specialty palliative care consultation

• Specialty palliative care capacity

Case 

Management

• Go-To-Resource when the case managers 

seek specialty palliative care

Home-Based • Home-based palliative care vendor (must have

the capability to easily accept new patients)

Resources

➔ Palliative Care Value Proposition – a collection of the 

evidence www.capc.org/policymakers/resources-and-references/

• Palliative Care in the Home: A Guide to Program Design
www.capc.org/shop/

• Innovative Payer Toolkit www.capc.org/payers/payer-provider-

toolkit/

• Payment Primer and Glossary 

www.capc.org/topics/payment/

http://www.capc.org/policymakers/resources-and-references/
http://www.capc.org/shop/
http://www.capc.org/payers/payer-provider-toolkit
http://www.capc.org/topics/payment/
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Learn more – consider 

membership in CAPC
➔ Online clinical education in core 

palliative care skills – inclusive of 

CMEs/CEUs – for plan staff 

and/or network providers

➔ Access to proven resources to 

find and access palliative care 

programs

➔ Individual consulting w/ plans 

➔ Call-in access to health plan 

experts 

➔ Exchange ideas and lessons 

learned with other health plans

"Every day I remind myself that my inner 

and outer life are based on the labors of 

other men [and women], living and dead, 

and that I must exert myself in order to 

give in the same measure as I have 

received and am 

still receiving.” 

Albert Einstein, 1935
The World As I See It

Questions?

Diane E. Meier, MD

diane.meier@mssm.edu
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