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Objectives

Hospice & Palliative Care,
isn’t that the same thing?

• Define Hospice and Medicare Benefit
• Define Palliative Care
• Historical significance that lead to the specialty
• Recognizing Hospice and Palliative Care appropriate
patients

Clevis T. Parker, Sr. MD, MHA, FAAFP, ABHPM
Chief Medical Officer, Nathan Adelson Hospice

Hospice

• Q and A

What is Hospice?

“You matter because of who you are. You
matter to the last moment of your life, and
we will do all we can, not only to help you
die peacefully, but also to live until you die.”

A philosophy of care for dying patients and their
families
Hospice is not a place!

--Dame Cicely Saunders

Hospice
• Specialized care designed to provide comfort and
support to patients and families when a life-limiting
illness no longer responds to cure oriented
treatments
• The focus of hospice is based on the belief that each
person has the right to die with pain and symptom
control and with dignity

Hospice
• A family-centered team approach that includes
doctors, nurses, social workers, counselors,
chaplains, home health aides and trained volunteers
• Services available to patients at any age, religion,
race, social economic status or illness
• Eligible with a 6 month or less life expectancy
• Assuming the terminal illness runs its usual
course
• Supplies medicine and therapies for terminal
prognosis

Hospice
• Hospice neither prolongs life nor hastens death
• Deals with symptoms at the end of life to provide the
most peaceful passing experience for patients and
families
• Addresses emotional, social and spiritual impact of
the disease on the patient, family and friends
• Offers bereavement and counseling services before
and after death of their loved one

Hospice
Hospice is considered the Gold
Standard of Medical Care Delivery for
dying patients

Hospice

Hospice Service
• Patients home (routine home care)
• Personal residence/ALF/Nursing Home
• Respite Care
• 5 consecutive days for “caregiver breakdown”
• Acute Inpatient Care (GIP)
• Acute symptom management
• Complicated wound care

Hospice Benefits

Medicare Benefit

•

Care delivered in the patients current environment

•

Pain & Symptom Control

•

Spiritual Care

•

Family Meetings

•

Coordination of Care

•

Bereavement Care (pre and post death)

Required Services
•

The Medicare Hospice Benefit (MHB)
was enacted by Congress in 1982

•

To receive Medicare reimbursement under the MHB, a
home hospice agency must be certified as a Medicare
Home Hospice Agency

•

As a Medicare certified agency, it must provide >80%
of all care days per year, for all patients combined, in
the home setting

Finances

Preparation for death
•

•

•

Patients elect to “go on the MHB”, and
consequently, they sign off their Medicare Part A
(hospital payment), but only for charges relating to
their terminal illness

•

Patients can receive hospital care for disorders
unrelated to the terminal illness under Medicare
Part A

advanced directives, wills, funeral planning

•

Spiritual support/chaplaincy

•

Volunteers

•

Bereavement program

•

Inpatient care for acute symptom management
or impending death

•

Respite care, up to 5 days

Note: hospice does provide 24/7 on call services by a trained hospice nurse but
does not provide 24 hour custodial care

Evolving Perspectives

Palliative Care
“Cure sometimes, treat often, comfort
always”
“Make a habit of two things: to help; or
at least to do no harm”

.

- Hippocrates
Source: Hope Health Care (image); Center to Advance Palliative Care & the Coalition to Transform Advanced Care (definitions).
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Palliative Care

Palliative Care
•

Palliative care is specialized medical care for people
with serious illnesses

•

This type of care is focused on providing patients
with relief from the symptoms, pain, and stress of a
serious illness

“Worldwide, only about 14% of people who

need palliative care currently received it”

Serious or Advanced Illness
One or more severe medical
conditions and/or functional decline
requiring assistance with activities of
daily living, typically leading to at least
one hospitalization in the prior 12
months

Palliative Care
• Palliative care specialist are experts in pain and
symptom management, communication and
prognostication of seriously ill patients
• Focus on Advance Directives
• Durable Power of Attorney
• Physician Orders for Scope of Treatment
(POLST)
• Nevada Lockbox
• Goals of Care/ Transition Discussions

Palliative Care as a Medical Specialty
• AMA approved subspecialty since 2006
• ACGME accredited fellowships started in 2007
• Certificate of Added Qualification/Board Certification
from 10 primary ABMS boards and from AOA

Palliative Care
• The goal is to improve quality of life for both the
patient and the family
• Palliative care is provided by a team of doctors,
nurses, social workers, chaplains and other
specialists who work with a patient's other doctors to
provide an extra layer of support
• Palliative care is appropriate at any age and at any
stage in a serious illness, and can be provided
together with curative treatment

Key Words/Phrases
• Palliative care is specialized medical care for people
with serious illnesses. This type of care is focused on
providing patients with relief from the symptoms, pain
and stress of serious illness – whatever the
diagnosis.
• The goal is to improve quality of life for both the
patient and the family. Palliative care is provided by a
team of doctors, nurses, and other specialists who
work with a patient's other doctors to provide an extra
layer of support. Palliative care is appropriate at any
age and at any stage in a serious illness, and can be
provided together with curative treatment.

Palliative Care vs. Hospice
Non-hospice Palliative Care is appropriate at any
point in a serious illness. It is provided at the same time
as life-prolonging treatment.
No prognostic
requirement, no need to choose between treatment
approaches.
Hospice is a form of Palliative Care that provides care
for those in the last weeks/few months of life. Patients
must have a certified prognosis of <6 months + give up
insurance coverage for curative/life prolonging
treatment in order to be eligible.

Palliative Care Settings

Palliative Care
vs. Hospice
Palliative Care
• Serious illness
• Seeking Cure

• Hospital
• LTC (Nursing Home)
• ALF

Hospice
• Terminal
• Seeking Comfort Only

Symptomatic
6 months

• Home
• Clinic

Death

Palliative Care is Interdisciplinary

Symptoms Addressed
• Pain
• Shortness of breath
• Fatigue
• Constipation
• Nausea
• Anxiety
• Sleep difficulties
• Spirituality concerns

Palliative Care Population
A potentially life-limiting or life-threatening
condition
• Any disease/disorder/condition that is known to
be life-limiting
• Dementia
• COPD
• Chronic renal failure
• Metastatic cancer
• Liver cirrhosis
• Muscular dystrophy
• Cystic fibrosis
Weissman et al: Identifying Patients in Need of a Palliative Care Assessment in the Hospital Setting. A Consensus
Report from CAPC. J. Palliat Med 2011;14, 1-7

WHY?

Palliative Care Population
A potentially life-limiting or life-threatening
condition
• Any disease/disorder/condition that has a high
chance of leading to death
• Sepsis
• Multi-organ failure
• Major trauma
• Complex congenital heart disease

Weissman et al: Identifying Patients in Need of a Palliative Care Assessment in the Hospital Setting. A Consensus
Report from CAPC. J. Palliat Med 2011;14, 1-7

How Dying Has Changed - US
1900

2014

1. Pneumonia

1. Heart Disease

2. Tuberculosis

2. Cancer

3. Diarrhea & Enteritis

3. Chronic Lower Resp. Disease

Life expectancy:
47 years
Disability:
Days to Weeks

78.7 years (2015)
Weeks to Years

Leading Causes of Mortality (2014)

Chronic Disease

•

Cardiac disease

•

Diabetes

• Nearly 1 in 2 Americans has a chronic disease

•

Cancer

•

Influenza and Pneumonia

• Projected to increase – 157 million Americans by
2020; 171 million by 2030

•

Respiratory Disease

•

Renal disease

•

Accidents

•

Suicide

•

Stroke

•

Alzheimer’s

• Americans are living longer –from 2010 to 2030 > 65
years old increase 13.2% to 20%
• 90% seniors have at least one chronic disease, 77%
have 2
• 24% – disability
Chronic Conditions: Making the case for ongoing care. RWJ – 9/2004 update

Patients with Chronic Illnesses

Multiple Chronic Conditions

Source: Medical Expenditure Panel Survey, 2001
Source: Wu, Shin-Yi and Green, Anthony. Projection of Chronic Illness Prevalence and Cost Inflation. RAND
Corporation, October 2000.

Johns Hopkins University, Partnership for Solutions

Cost: International Spending on Health, 1980–2007
Average spending on health
per capita ($US PPP)

Palliative Care Improved Hospital Outcomes

Palliative Care has been shown to…
•

Reduce hospital readmissions

•

Improve pain/ symptom control

•

Improve patient/ family satisfaction

•

Reduce Length of Stay (LOS)

•

Reduce medical costs

•

Improved Quality of Life

Improved QOL

Results of systematic reviews
Compared to conventional care, palliative care teams
were associated with significant improvements in:
• Pain
• Non-pain symptoms
• Patient/family satisfaction
• Hospital length of stay
• Reduces in-hospital deaths

• RTC Nurse-Led Telephone Palliative Care
• Improved Quality of Life
• Less Depression
• Median Survival 14 mos. vs. 18.5 mos. (Control Group)

Jordhay et al Lancet 2000; Higginson et al, JPSM, 2003;
Finlay et al, Ann Oncol 2002; Higginson et al, JPSM 2002.

Bakitas M et al. JAMA 2009;302(7):741-9

Palliative Care Improves Quality
Randomized trial simultaneous standard cancer care
with palliative care co-management from diagnosis
versus control group receiving standard cancer care
only:
• Improved quality of life
• Reduced major depression
• Reduced ‘aggressiveness’ (less chemo < 14d
before death, more likely to get hospice, less
likely to be hospitalized in last month)
• Improved survival (11.6 mos. vs. 8.9 mos.,
p<0.02)
Temel et al. Early palliative care for patients with non-small-cell lung cancer. NEJM 2010;363:733-42.

Twelve-Week Outcomes of Assessments of Mood

Temel et al. Early palliative care for patients with non-small-cell lung cancer
NEJM2010;363:733-42.

Kaplan–Meier Estimates of Survival
According to Study Group

Temel JS et al. N Engl J Med 2010;363:733-742.
Temel JS et al. N Engl J Med 2010;363:733-742.

Hospital Savings

Reducing Hospital Cost

How Palliative Care Reduces Length of Stay and Cost
Palliative care:
• Informed decision making to clarify goals of care
with patients and families
• Aligns care preferences with treatment options
• Possible earlier transitions to hospice
• Discontinuing death-prolonging treatments that
are not consistent with goals of care

Triple AIM

Prognosis
A prediction of the probable course and outcome of a
disease.
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Prognostication

“Would you be surprised if your
patient died within the next year?”
‐‐ Lynn, 2005

NHPCO 2015
•

Cancer 27.7%

•

Cardiac and Circulatory 19.3%

•

Dementia 16.5%

•

Respiratory 10.9%

•

Stroke 8.8%

•

Other 16.7%

Prognosis
Important factors to consider
• Co-morbid illnesses
• Rate of decline
• Nutritional status
• Functional status
• Cognitive status
• Age and gender
• Number of hospitalizations in past year
• Will to live
• Other (psychosocial, emotional and spiritual)

Activity of Daily Living
• Bathing and showering (washing the body)

Cancer
•

Highly functional early on with slow steady decline 3
months prior to death

•

1 year prior to death – .77 ADL

•

3 months prior to death – 4.09 ADL

• Dressing
• Eating/feeding (including chewing and swallowing)
• Functional mobility (moving from one place to another
while performing activities)
• Personal hygiene and grooming (including
brushing/combing/styling hair)
• Toilet hygiene (completing the act of
urinating/defecating)

Disease Trajectories

Cancer Performance Status
ECOG

100%

Normal

1

90%

Minor symptoms

90%

80%

Nl activity takes effort, some sx

80%

70%

Nl ADL, not normal activity/ wk

70%

60%

Occ assistance

60%

50%

Considerable assistance

50%

40%

Disabled: special care

40%

30%

Severe disability. Hospital

30%

20%

Hospital active Rx

20%

10%

Moribund

10%

0%

Dead

0%

3
4

Organ Failure
•

Multiple exacerbations, often frequent hospitalizations

•

Generally die during exacerbations

•

Renal, liver, cardiac, pulmonary

•

Functional status fluctuates with overall slow decline
•

1 year prior to death – 2.1 ADL

•

3 months prior to death – 3.66 ADL

PPS

0

2

Time frame – usually 2-5 years

KPS

5

Survival

100%

108 days

41 days

6 days

Disease Trajectories

Time frame – usually 2-5 years

Frailty
•

Elderly women with multiple co-morbidities

•

Dementia often present

•

Very slow rate of decline, with early functional decline
•
•

Disease Trajectories

1 year prior to death – 2.92 ADL
1 month prior to death – 5.84 ADL

Time frame‐ usually 6‐8 years

Acute Ischemic Stoke
• 5% hospital mortality
• Most of mortality in “post acute” phase
• Moderate stroke NIHSS 14 20% 3 month mortality

Circulation. 2010;122:1496-1504.

Illness Trajectory

Barriers to Palliative Care Referrals

What Do Patients With Serious Illnesses Want?

• Hospice Care and Palliative Care are viewed as the
same

•

Control pain and symptoms

• Fear that it will limit access to curative treatment(s)

•

Avoid inappropriate prolongation of the dying
process

• Uncertainty about prognosis due to waxing and
waning course

•

Achieve a sense of control

• Appropriate only for those with a malignant diagnosis

•

Relieve burdens on family

• Unrealistic expectations of disease prognosis from
patient and/or family

•

Strengthen relationships with loved ones

• Uncertainty about the role of the palliative care
specialist

Case Question
A 67 year old man with metastatic cholangiocarcinoma is
in the hospital with sepsis. He does not have any further
treatment options for his cancer. His performance status
had declined prior to admission so that he was in bed
>50% of the day. The primary team has consulted
palliative care with the question(s):

Singer et al, JAMA 1999

Answer
• Goals of care need to be established with this patient
before Hospice can be recommended
• Although the patient meets criteria for a prognosis of 6
months or less (based on metastatic cancer w/no
further cancer treatment options and declining
performance status), his goals in relation to future
antibiotic therapy need to be determined

Is this patient eligible for hospice services?
• If the patient wants to focus on a comfort-oriented
approach to care, hospice is appropriate. Should the
patient wish further prolonging interventions, he may
still be hospice appropriate depending on the nature of
the interventions
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