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Mr. Stone

• Admitted from a SNF with an CHF exacerbation
• 3 hospitalizations in 2 months: “Get me out of here!” 
• Increasing frailty; severe fatigue, breathlessness
• Patient : “This roller coaster is draining me”
• Fears: “suffocating” and “my family can’t take this”
• Hopes: “some more good days”, “help for Glenda”
• Discharge plan: SNF for rehab

A 84 year-old grandfather with advanced 
heart failure and multiple myeloma…



What Patients and Families Want

• Pain and symptom control
• To avoid inappropriate prolongation of dying
• To achieve a sense of control
• To relieve burden on family
• To strengthen relationships with loved ones

Singer et al, JAMA 1999

90% of adults prefer to be cared for in 
their own home if terminally ill



“Palliate”

• Affording relief, without cure
– To ease or relieve; 
– to mitigate, alleviate.

• Latin pallium, ‘to cloak’
• Our challenge: finding 

a cloak that “fits”



Palliative Care is…

Patient and family centered care 
that optimizes quality of life by 
anticipating, preventing, and 

treating suffering.  It addresses 
physical, social, emotional, 

intellectual and spiritual needs to 
facilitate patient autonomy, 

access to information, and choice. 
(CMS, 2008)



Evolving Beyond the “Either-Or”

Curative or restorative goals
Palliative 
support
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Hospice: One Type of Palliative Care

Medicare Hospice Benefit eligibility:
• Life expectancy less than 6 months
• Must waive further “curative” therapies

Hospice 
Care

Palliative 
Care



Birth of a New Sub-Specialty (2006):
Hospice and Palliative Medicine

Internal Medicine 
Anesthesiology 
Obstetrics and Gynecology 
Physical Medicine/ Rehab 
Psychiatry and Neurology 

Family Medicine
Surgery
Pediatrics
Emergency Medicine
Radiology

Co-Sponsoring Boards:



Delivering Palliative Care

• “Primary” PC vs. specialty PC services
• Specialty palliative care services (examples)

– Hospital-based Services
• Palliative care consultation
• Palliative care units

– Outpatient services
• Clinic-based palliative care
• Home-based palliative care
• Palliative care in nursing homes



Hospital-based Palliative Care

Goldsmith B et al.  JPM, 2008

• States with higher IPC penetration have:
– Fewer Medicare hospital and ICU/CCU deaths 
– Fewer ICU/CCU days/admits during last 6 months
– Lower overall Medicare spending/enrollee

• AHA Survey examining 
access to PC (2006)

• Nationally, 53% hospitals 
(w/ > 50 beds) reported PC

• Marked variation by state



KP Multi-site RCT: Inpatient Palliative 
Care Consultation

• 512 patients, multi-site (N=250 Colorado)
• Greater patient and family satisfaction
• Improved pain control, ↓ anxiety, ↑ hope
• ↑ Completion of advance directives
• Decreased utilization and costs

– ↓ ICU admissions, ↓ Readmission costs
– Increased outpatient utilization, hospice LOS
– Significantly lower total net costs

Gade G et al.  J Palliative Med, 2008. 



Patients Appropriate for 
Inpatient PC Consultation

• Advanced illness: “Would you be surprised if 
this patient died in the next year?”

• Unmet needs (physical, emotional, spiritual, practical)

• Team support re: complex decisions, conflict
• Examples: 

– 47 y/o man w/ advanced colon CA,  refractory pain 
– 65 y/o man w/ CHF, CKD; unsure re: HD, cor status
– 87 y/o female with dementia, s/p NH fall, not eating



VA Patient-Family Perceptions 
Palliative Care vs. Usual Care

Casarett et al.  JAGS, 2008



Direct Costs
Discharged Alive Died in Hospital

UC ($) PC ($) Net ($) 
Savings 

UC ($) PC ($) Net ($) 
Savings

Per Admission 11,140 9,445 1,696 22,674 17,765 4,908
Per Day 830 656 174 1,484 1,110 374

Laboratory 1,227 803 424 2,765 1,838 926
ICU 7,096 1,917 5,178 14,542 7,929 6,613

Pharmacy 2,190 2,001 190 5,625 4,081 1,544
Imaging 890 949 (58) 1,673 1,540 133

% Died in ICU NA NA NA 18% 4% 14%

• Retrospective study of 4908 palliative care compared 
to 20,551 usual care patients at 8 US institutions

Averting Unwanted Hospital Costs

Morrison SR et al.  Arch Intern Med, 2008



End-of-Life Discussions Change Care

• Prospective study of 332 cancer patients
• Pts (37%) who reported end-of-life discussions had:

– Lower rates of ventilation (2 vs. 11%), resuscitation (1 
vs. 7%), or ICU admission (4 vs. 12%)

– Earlier hospice admissions (65 vs. 45%)
• More aggressive therapies were associated with: 

– NO difference in mortality
– Worse patient quality of life (↑ Hospice LOS = ↑ QOL)
– More depression in bereaved caregivers

Wright AA et al.  JAMA, 2008



Other Studies: End-of-Life 
Discussions Reduce Costs

• Prospective study of 603 patients with cancer
• Outcomes: medical costs in the last week of life 

(= hospital/ ICU costs, life-sustaining treatments (e.g., 
resuscitation, ventilator), and  hospice utilization)

• Patients (31%) who reported end-of-life 
discussions with MDs had 36% lower costs 
($1,876 vs. $2,917, p=0.002)

• ↑ Costs associated with worse quality of death

Zhang B. et al.  Arch Intern Med, 2009



Interesting Variability in MD Decisions

• Mixed methods simulation study of 27 MDs 
• Scenario: Elderly man with end-stage gastric 

cancer, severe hypoxia, and a stable desire to 
avoid the ICU and mechanical ventilation

• Results:
– 8/27 (30%) ICU admission, 1/27 (4%) intubation
– 16/27 (59%) initiated palliation
– 7/27 (26%) documented code status (DNR)
– Less time since graduation = ↑palliation (p=0.04)

Barnato AE. Crit Care Med, 2008



Community- or Home-based
Palliative Care Services

• For patients not eligible and/or wanting hospice
• Often patients wanting further “curative” treatment
• Not a Medicare benefit, but MDs/NPs can bill for 

services in hospital and community settings 
• Some insurances providing specific benefit

– Kaiser Home-based Palliative Care
• Variable access to hospice “bridging” programs
• Palliative care in the nursing home 



• 298 patients, multi-site randomized trial
• Pts home-bound w/ cancer, COPD, CHF
• Compared to usual care, PC group:

– ↑ Patient/family satisfaction at 60 days (p=0.001)
– More likely to die at home (71% vs. 51%, p=0.001)

• Decreased utilization and costs
– ↓ Hospital admissions (36% vs. 59%, P<0.001)
– ↓ ER visits  (20% vs. 32%, P=0.01)
– 33% total cost reduction

Brumley R et al. J Palliative Med, 2003.  Brumley R et al. J Soc 
Work End Life Palliative Care, 2005.  Brumley R et al. JAGS, 2007

Kaiser RCT of Home-based 
Palliative Care (HBPC)



Advanced Illness Care Coordination

Dellapenna R. et al. Kaiser Permanente, Pub. Pending 2009

• RCT of 573 patients with advanced CA, CHF, 
COPD, ESRD at 4 KP sites 

• Intervention: 4-6 visits by a PC-trained SW
• Outcomes (vs. usual care):

– ↑ Support re: illness-related family concerns (p<.001), 
communication (p=.002), spiritual needs (p=.017) 

– Fewer hospitalizations (p=.045), ER visits (p=.058)
– No difference in deaths at one year (30% mortality)
– Significantly lower net costs (p=.03)
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