[image: image10.jpg]



Newton Wellesley Hospital

Inpatient Palliative Care Consult Service

2009 Business Plan
Steven Pestka, MD

Director, Palliative Care

Proposal for a NWH Palliative Care Service
Executive Summary
Introduction
Palliative care is a comprehensive approach to serious illness which aims to improve quality of life by focusing on:
· Prognosis

· Goals of care and advance care planning
· Treatment options

· Physical, emotional, and psychological suffering

· Functional capacity
· Bereavement needs
An Inpatient Palliative Care Consult Service at NWH will improve the quality of life of seriously ill patients with life-limiting illnesses by addressing their diverse and unique needs through comprehensive, multidisciplinary, compassionate care.  Nurses, physicians and other providers will also be key beneficiaries of this added service by becoming more familiar and comfortable with end-of-life issues and due to the consult service’s key role in fulfilling unmet, and critically important, needs of their patients.
Needs Assessment
Nurses, physicians, social workers, and case managers recognize the need for an Inpatient Palliative Care Consult Service at NWH.  Even seriously ill patients often have their goals of care overlooked due to inpatient providers being busy or as a result of discomfort with communicating with patients about prognosis and treatment options.

Several emerging changes, not only nationally, but also at NWH, Partners HealthCare, and at the state level are aligning to make the time right for the creation of an inpatient palliative care consult service:
· Vernon Cancer Center: Palliative care identified as service that should be offered

· Commission on Cancer: Pain management and patient “support” required for eligibility
· Decreased Hospital Mortality: Through increased inpatient hospice

· End-of-Life Aggressive Care: NWH falls in the 47th percentile nationally
· Partners High Performance Medicine: Palliative care and other related measures

· Hospitals in Massachusetts: 50% now offer palliative care services

· “Recommended Strategy” in Massachusetts: Selected to improve care and control costs

· Advance Care Planning: Substantial changes upcoming in Partners and statewide
· Joint Commission: Accreditation contingent on adequate pain management

· HealthGrades Rankings: Includes pain management and provider communication
· US News and World Report: Palliative care services included in rankings

· National Priorities Partnership: Palliative care is 1 of 6 priorities to transform healthcare
A series of financial incentives contingent on providing quality palliative care also strengthen the case for a consult service:
· Pay-for-Performance: $XXXXXX in 2009 contingent on XXXXXX palliative care targets
· Proposed Federal Healthcare Reforms: Decrease reimbursement for re-admissions
· Cost-Savings at NWH: Projected to be $748,761 by year 4 of operation
· Revenue Enhancement at NWH: Decreased ICU, and possibly overall, length of stay
· Additional Revenue: By increased utilization of inpatient hospice and physician billing
· Medicare High-Loss: Strategy to decrease extremely high resource utilization at end-of-life
Program Description
The consult service will consist of a physician, nurse, social worker and chaplain, each with expertise in palliative medicine.  Clinical and administrative leadership of the service will be provided by the Director of Palliative Care who will report to the Chair of Medicine.  The nurse practitioner will serve as the Clinical Operations Supervisor and oversee the day-to-day operations of the service.  The service will partner with the Vernon Cancer Center and local hospice organizations in order to identify patients who may benefit from palliative care interventions, ensure smooth transitions from inpatient to outpatient care settings, and maximize the use of inpatient hospice when appropriate.  Frequent meetings will ensure that high quality palliative care is provided and that attention is paid to the well-being of the caregivers.
Budgetary Implications and Financial Impact
By employing a validated model to project total consult volume, a total of 789 patients, encompassing 988 encounters, were identified as appropriate for palliative care consultation (Appendices 1 & 2).  Projections of consult volume were made for years 1 through 4 of the service’s operations based on assumed capture rates of 20% in year 1 (158 consults) and 50% in year 4 (395 consults).  These patients incurred high-cost hospital stays; 38 patients accounted for a net negative direct cost margin of $622,124 and a net negative total margin of ~1.4M.
Staffing for the service then determined based on these projections.  Year one support will be required for a full-time nurse practitioner (1.0 FTE), chaplain (0.37 FTE) and social worker (0.5 FTE).  Ongoing support (0.25 FTE) for the Director is proposed as well.  Total incremental new salary support for year 1 is $XXXXXX (Appendix 3).  When year 1 funding for education and outreach ($18,605 - Appendix 7) and office space and supplies ($13,337 - Appendix 8) are added, total requested funding for year 1 is $XXXXXX.
Cost-savings of the service was determined based on a validated model to predict the impact of a palliative care consult service.26  Based on this method, year 1 cost-avoidance is $299,504 (Appendix 4).  A net gain of $6,624 in year 1 of operations is projected.  In year 4 of operations, despite increased salary support required, the service is projected to result in a net gain of $189,034 (Appendix 5).
The financial impact of the consult service was also evaluated by determining the use of high-cost pharmaceuticals, utilization of radiology, and number of patients appropriate for inpatient hospice.  Of the 789 patients identified, there was a total cost of ~1.3M in high-cost pharmaceuticals; a total of 1,463 CT’s and MRI’s and 352 interventional radiology procedures were performed.  Using this model, year 1 of operations is projected to result in 189 fewer inpatient CT’s and 49 fewer inpatient interventional radiology procedures.  Revenue from increased availability of radiology and increased inpatient hospice usage combined with revenue from physician billing results in year 1 added revenue of $80,365.  Also identified in this analysis is year 1 revenue enhancement from decreased pharmaceutical costs ($27,459) and added ICU days (21.2). (Appendix 6 for details).
Impact on Quality of Care and Outcome Measures
Enhanced coordination of care, control of patients’ physical symptoms with improved scores on pain and symptom assessments, increased attention to patients’ psychosocial, spiritual, and emotional needs, improved patient quality of life, and increased nursing, referring physician, patient, and family satisfaction are highlights of the team’s expected positive impact on quality of care.
Anticipated secondary benefits include reduced use of ancillaries, decreased hospital mortality rates, more judicious use of resources and overall more appropriate care at the end-of-life, increased attention to Partners HPM and P4P measures, and added attention to the Joint Commission’s expectations on pain management.  An internal palliative care database (used to document consultations) will be utilized to track data relevant to clinical outcomes.  By partnering with representatives from Decision Support, clinical data will be supplemented and financial outcomes will be determined.  Data elements identified by the Center to Advance Palliative Care as key in evaluating the performance of an inpatient palliative care consult service will be selected.
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More health care does not always result in good healthcare.  This is never more true when considering the care provided to a patient at the end-of-life.  The 2008 Dartmouth Atlas of Health Care poignantly demonstrates this realization through a rigorous evaluation of Medicare patients throughout the United States.
  This extensive report first sets the stage for evaluating end-of-life care by demonstrating the significant geographic and hospital-to-hospital disparities in the amount of care that is provided in the last period of life.  A subset of this data from the Atlas is demonstrated in Figure 1, where significant hospital-to-hospital differences are displayed between hospitals within Massachusetts.
FIGURE 1
Medical Care Received During the Last Two Years of Life

Hospital Care Intensity (HCI) Index of Selected Hospitals
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Based on data from the 2008 Dartmouth Atlas of Healthcare

Reprinted with permission from Robert Buchanan, PHS Clinical Affairs
By establishing 306 distinct “hospital referral regions” nationally, the atlas further demonstrated that, “to the extent that end of life issues are addressed in practice, they are resolved in ways that depend on where the patient happens to live, not on the patient's preferences.”
  The study further revealed tremendous referral region variation between specific practice patterns regarding end-of-life care:

· The chances that the last six months of a Medicare enrollee’s life included at least one stay in an intensive care unit varied by a factor of more than three

· The chance that an enrollee who died in a hospital had been admitted to an intensive care unit during that hospitalization varied by a factor of almost five, from less than 6.5% to almost 30%

· Medicare spending for inpatient care of enrollees during the last six months of life varied by a factor of three, from about $6,200 per enrollee to almost $18,000

· The number of medical specialty visits varied by a factor of more than ten, from 2.0 to 25.1.
Moreover, there was no evidence that more interventions in the last 6 months of life were associated with better outcomes.  This finding has since been validated by several subsequent studies, which yield similar results.
,
,
  Perhaps the most critical finding is that patients’ quality of life does not necessarily improve with more interventions.  To the contrary, patients with advanced cancer were found to have a worse quality of death with higher health care costs (Figure 2).
  This study, which also demonstrated that patients who had end-of-life discussions with their physicians had substantially lower health care costs, suggests that such discussions may help patients understand their prognosis, treatment options, and be overall better prepared for death.
FIGURE 2
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The above findings, and several other studies, reveal that greater attention needs to be paid to applying a more comprehensive approach to end-of-life care and to patients with life-limiting illnesses.
,
,
  This newfound body of evidence, however, has only just begun to have an influence on the practice of physicians nationwide.  Likewise, the understanding, hopes and expectations of patients have only begun to be affected by the importance of end-of-life care.
Palliative care is a comprehensive approach to treatment that focuses on the emotional, psychological, existential and physical suffering that often accompanies serious illness.  This model of care strives to improve quality of life not only by relieving pain and other physical symptoms but also by addressing these diverse needs.
  Specialists in palliative medicine have a unique set of skills which allow them to effectively care for patients with life-limiting illnesses.  Specifically, these practitioners are proficient in evaluating and reporting prognosis, discussing goals of care, reviewing treatment options, and in assessing and managing emotional, psychological, spiritual, and physical needs
.  Development of expertise in this area has become formalized through recognition of palliative care by the specialty certification boards for nurses (ABNS) and physicians (ABMS).  Similarly, in 2008 the Center for Medicaid and Medicare Services added Hospice and Palliative Medicine to its list of recognized medical specialties.

Hospice is distinct from palliative care; it is often considered a subset of palliative care but is focused only on care in the last few months of life and has specific qualification criteria based on reimbursement regulations.  In contrast, palliative care may be provided at any stage of a serious illness, is not limited to patients with a specific prognosis, and can be offered alongside curative treatments (Figure 3).
FIGURE 3
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Inpatient palliative care consult services help to provide these important, unique services to patients admitted to the hospital.  Additionally, palliative care consultations have proven to substantially reduce costs by decreasing hospital length of stay, ICU length of stay and resource utilization as well as by decreasing readmission rates to ICU’s.
 ,
   A 2008 study of inpatient palliative care consult services, performed at 8 geographically and structurally diverse US hospitals, utilized the hospitals’ TSI accounting systems to abstract direct and total costs.  Comparison of costs between palliative care and usual care patients demonstrated an adjusted net savings in direct costs of $1696 per admission ($174 per day) for patients discharged alive who received palliative care; patients who received palliative care and who died during the hospitalization had an adjusted net savings in direct costs of $4908 per admission ($374 per day) (Table 1).13  A consistent reduction in costs within 24-48 hours following palliative care consultation suggested that it was actions of the palliative care team that was responsible for the cost reduction (Figure 4).  Specific sources of “cost-avoidance” through direct costs include reduced pharmacy, laboratory, and diagnostic imaging (Figure 5).

TABLE 1
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Adjusted costs for live discharges and hospital deaths.13
FIGURE 4
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Mean direct costs per day for patients who died and who received palliative care consultation on hospital days 7, 10, and 15 compared with mean direct costs for usual care patients matched by propensity score. Hospital day 1 is the first full day after the day of admission.13

FIGURE 5
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A potential future financial incentive for hospital-based palliative care involved the proposed “bundled payments” for hospital re-admissions.  Specifically, federal health care reimbursement reforms proposed in “Jumpstarting the Economy and Investing for the Future” would result in penalties when patients are re-admitted within 30 days.
  Palliative care seeks to transition patients at the end-of-life to outpatient services, such as hospice, that can continue to provide for effective symptom relief such that readmissions may be prevented.
The demonstrated cost-savings, combined with the significantly improved quality of care offered to patients, has become a major driver for the rapidly increasing number of inpatient palliative care consult services throughout the United States.  Newton Wellesley Hospital is currently the only local Partners Health System hospital which does not offer inpatient palliative care consultations.  In April 2008 the Massachusetts Health Care Quality and Cost Council added hospital-based palliative care services to its list of “Recommended Strategies” for cost containment and quality assurance.
  Massachusetts hospitals have responded, with 50% of hospitals in the state now offering specialized palliative care services to inpatients.

These changes in healthcare, the high average age of patients admitted to Newton-Wellesley Hospital as well as expectations set forth through Partners High Performance Medicine Palliative Care Measures, related pay-for-performance measures, and the upcoming Vernon Cancer Center results in a compelling need for a Multidisciplinary Palliative Care Inpatient Consultation Service.
Description of Proposed Service TC "Description of Proposed Service" \f C \l "1" 
Overview TC "Overview" \f C \l "2" 
We propose creation of an Inpatient Palliative Care Consult Service at Newton Wellesley Hospital.  This service will be multidisciplinary in order to meet the diverse needs of the patients it will serve.  Requests for consultations can be made for dying patients or patients with life-limiting illnesses where assistance is needed in assessing and managing their complex needs.  Patients with cancer, advanced dementia, progressive neurological disease, severe chronic obstructive pulmonary disease, congestive heart failure and kidney failure are examples of patients that will benefit from consultation by the Palliative Care Team.  Critically ill patient’s and those with a very poor prognosis are also appropriate for consultation.

Program Mission and Vision: Fulfilling the Need TC "Program Mission and Vision: Fulfilling the Need" \f C \l "2" 
The NWH Inpatient Palliative Care Consult Service will be a center of excellence in the practice of palliative care medicine by improving the quality of life of patients with serious, life-limiting illnesses and by providing ongoing education such that other providers at NWH can better understand the complex nature of life-limiting illness and increase their level of comfort dealing with end-of-life issues.

This will be accomplished through a coordinated, comprehensive, multidisciplinary approach to patients which focuses on discussion of prognosis, treatment options, goals of care, patients’ personal goals and spirituality, as well as relief of emotional, psychological, and physical suffering.  Through this approach, the palliative care team will add a valuable, new, patient-focused service to NWH.

To achieve these goals, the specific objectives of the palliative care team will include:

· Expert treatment of pain and other physical and psychological symptoms

· Psychosocial and spiritual support for the patient and family

· Skilled information sharing, advance care planning, and negotiation of goals of treatment  to respect the values and preferences of the patient and needs of the family 

· Coordination of care from inpatient to outpatient

· Bereavement care for family and attention to the post-discharge needs of patients and families
· Support of NWH staff caring for these patients
Organizational Structure TC "Organizational Structure" \f C \l "2" 
· The palliative care team will be a multidisciplinary team consisting of a physician, nurse practitioner, chaplain, and social worker.

· The team’s reporting structure is detailed in Appendix 9.

· Additional, existing program resources will include the NWH Pain Service, Section of Geriatrics, Pharmacy, and Department of Psychiatry.

· The Director of Palliative Care, will be the Clinical and Administrative Director of the consultation service and will also serve as a consulting physician on the service and act as Chair of the Internal Palliative Medicine Quality Improvement Committee.
· The Nurse Practitioner will serve as Clinical Operations Supervisor.  As such, the NP will oversee the day-to-day operations of the service.
· Given the program’s significant contributions from the hospitalist service and the fact that the large majority of consults will be generated from patients admitted to medical services, the Director will report to the Chair of the Department of Medicine.  (See Figure 1 for reporting structure).
· Each team member will participate in providing core palliative care through palliative care consultations.  Team members will have additional roles and responsibilities to ensure the success and growth of the service and ensure excellence in the practice of palliative care.  Responsibilities are reviewed in detail in table 2.
TABLE 2
	Position
	FTE
	Responsibilities

	Director, Palliative Care Service
	0.25
	1) Recruit clinical staff for the palliative care team.

2) Oversee all clinical operations of the service, including development of clinical protocols, assessment tools, and order sets.
3) Review performance of all team members through evaluation and feedback, on a quarterly basis.
4) Arrange the schedule for physician staffing  of the service.
5) Act as Chair, Internal Palliative Care Quality Improvement Committee.
6) Manage, interpret and present palliative care outcomes data, including financial and clinical outcomes.
7) Ensure the satisfaction of team members and the sustainability of the service’s positions.

8) Provide support to the Clinical Operations Supervisor.

	Nurse Practitioner, Clinical Operations Supervisor
	1.0
	1) Perform palliative care consultations, usually in association with a staffing physician.
2) Develop and implement palliative care educational programs, such as a nurse-oriented educational program to empower nurses to identify patients appropriate for consultation.
3) Develop clinical protocols, such as for compassionate extubation, standardized pain assessment, palliative sedation, and pain crisis management.

4) Develop palliative care order sets, such as for nausea, pain, or dyspnea.
5) Implement selected measurement tools for assessing pain, other physical symptoms, and patient functional status.

6) Develop a template for initial and follow-up consultations.
7) Provide regular updates to the Director on the status of educational efforts and protocol development.
8) Organize the weekly Palliative Care Support meetings.

	Physician
	--
	1) Perform palliative care consultations, usually in association with the nurse practitioner.
2) Attend periodic continuing medical education in topics related to palliative care.
3) Participate in providing palliative care education at NWH.

	Social Worker
	0.5
	1) Provide extensive support & counseling for palliative care patients and their families around death and dying.
2) Contribute to successful and timely discharge.
3) Enhance and improve relationships with local hospices and home care agencies.
4) Develop screening tool to identify ICU patients appropriate for consultation.

	Chaplain
	0.37
	1) Establish and oversee a standardized bereavement program.
2) Help to identify patients appropriate for palliative care consultations.
3) Assess for the appropriateness of applying mind-body coping techniques and help patients with this when applicable.


Service Operations TC "Service Operations" \f C \l "2" 
· The service will be available for consultation from Monday - Friday when assistance is needed with:

· Discussing goals of care

· Reviewing prognosis

· Relieving suffering caused by physical symptoms

· Dealing with the multifaceted emotional, spiritual, psychological and social challenges faced by patients with an acute life-threatening condition or a chronic, life-limiting illness

· Helping to mediate discordance in goals of care between the medical team and patient/family

· Providing bereavement services

· Caring for patients whose death is imminent

· Elucidate treatment options in challenging end-of-life cases

· Weekend and evening phone coverage will be offered for urgent consults, if physician staffing during this first year of operations allows for this.

· The service will follow the practice guidelines set forth by the National Consensus Project “Clinical Practice Guidelines for Quality Palliative Care.”

· A focused effort to educate hospital staff on palliative medicine and hospice care will be an ongoing goal of the program.  This will be a particularly important initiative early on and help serve initial marketing needs.  Specific attention will be given to outreach to nursing, at unit staff meetings and other appropriate forums.
· The service will be enriched by partnering with local hospice organizations.  These partnerships, as well as strong relationships with local home care networks, will also help to ensure optimal transitions from one care setting to another.

· Working closely with the Vernon Cancer Center, the consult service will become involved in the care of appropriate patients with cancer who require admission to the hospital.
· While the service’s focus will be the preferences and comfort of its patients, the service will also strive to:

· Ensure the judicious use of laboratory and radiologic testing

· Discontinue medications and other therapies that are inconsistent with a patient’s care plan
· Play a central role in discharge planning and ensure that the transition for its patients is expedited, seamless and efficient
Service Meetings TC "Service Meetings" \f C \l "2" 
To fulfill its mission of excellence in palliative care, the Palliative Care Service will hold frequent, goal-directed meetings.  These will be critical in the initial period of operations to maintain the service’s credibility, improve patient and provider satisfaction with the service, and to ensure that the service grows successfully over time.  Together, these meetings will help maximize the capture rate of consults and allow the service to best meet the comprehensive needs of Newton Wellesley’s patients.  While some meetings will overlap in their content, each will attempt to fulfill a specific purpose (see Table 3 for details).
TABLE 3
	Meeting
	Frequency
	Chair
	Attendees
	Year 1 Objectives

	Internal Palliative Medicine Quality Improvement
	Monthly
	Director, Palliative Care Service
	Palliative care team, outside providers when appropriate.
	1) Identify areas for system and practice improvement during the growth of the service.

2) Ensure attention to the quality of care provided during the initial operations of the service.

3) Provide an additional educational forum to educate other providers.

4) Report systems’ issues to the department of medicine QI/PR Committee.

	Palliative Care Support
	Weekly
	Chaplain
	Palliative care team and any other providers involved in the care of patients on the consult service.
	1) Provide a forum for discussing emotionally difficult cases and other challenging issues encountered in the dealings with end-of-life care.

2) Help ensure the health of team members.

3) Ensure the support of other providers emotionally involved and challenged.

	Patient Advocacy
	Weekly
	Social Worker
	Palliative care team and when possible representatives from the Pain Service, Psychiatry, and Geriatrics.
	1) Review weekly consults.

2) Leverage the contributions from the interdisciplinary team to brainstorm on how best to meet a patient’s needs.

3) Focus on coordinating and maximizing efforts to allow for discharge, when appropriate and possible.

	Palliative Care Leadership Meetings
	Weekly
	Clinical Operations Supervisor
	Director of Palliative Care and Clinical Operations Supervisor.
	1) Forum for the Clinical Operations Supervisor to report any challenges faced during the initiation of the service.

2) Identify areas for the Director to address, through leveraging of resources and contacts, to ensure the success of the service.


Institutional and Market Analysis TC "Institutional and Market Analysis" \f C \l "1" 
Opportunity for Improvement TC "Opportunity for Improvement" \f C \l "2" 
The absence of a formal palliative care service at NWH has been recognized by housestaff, attending physicians, social workers and nurses as an important area for quality improvement.  Currently, these providers are faced with the burden of carrying out lengthy, complex, and sometimes multiple discussions that focus on prognosis, goals of care, and treatment options.  This important element of patient care is, however, frequently unfulfilled due to competing demands on these busy inpatient providers.  Physicians without special training in palliative medicine are also frequently uncomfortable and inadequately prepared to discuss these issues.3,
  Additional needs of seriously ill patients, including physical, emotional, psychological and existential suffering, are often unmet as they require the dedicated time and expertise of a skilled team of providers to effectively assess and manage.  An Inpatient Palliative Care Consult Service will, therefore, allow a specialized team to sensitively, patiently, and comprehensively address the diverse needs of the seriously ill patient while liberating the primary team to focus on their numerous other demands.  The palliative care consultation will be a key instrument in education by demonstrating skillful communication, reviewing effective symptom management, and by resolving the common misconceptions about end-of-life care.
When reviewing Newton Wellesley Hospital’s performance in providing care to patient’s at the end-of-life, opportunity for improvement is again demonstrated.  Compared to national data, NWH does not meet benchmarks in terms of inpatient days and physician visits when considering care at the last 2 years of life.  Data from the 2008 Dartmouth Atlas of Health Care revealed that NWH falls in the 47th percentile when considering how much aggressive care is provided in this last period of life.
  (NWH is 47% more aggressive compared to other US hospitals).  Specifically, patients spent an average of 22.4 days in the hospital in the last 2 years of life and accumulated an average of 68 physician visits.
  When compared with a more conservative performer, such as the Mayo Clinic, where there is no trade-off in terms of quality of care, this same group of patients spends an average of 17.3 days in the hospital and had an average of 59.9 physician visits.21
Patients in Need: Identifying the Market TC "Patients in Need: Identifying the Market" \f C \l "2" 
Data from Newton Wellesley Hospital reveal that there are substantial opportunities through palliative care consultation to decrease LOS in the ICU and improve the quality of care of patients admitted with serious, life-limiting illnesses (See Appendices 1 & 2).  The high average age of patients admitted to NWH results in a disproportionate number of patients admitted with acute exacerbations of serious chronic illnesses.  Acute exacerbations of COPD or severe heart failure, for example, accounted for 557 admissions to NWH in FY08.  While not falling into the more traditional group of patients considered appropriate for palliative care consultations (such as patients with metastatic cancer), these patients are now recognized to be very appropriate for evaluation by a palliative care team.  Patients admitted with progressive debilitating dementia, acute stroke, and patients requiring ICU care add considerably to the pool of patients who may benefit from palliative care consults.  Likewise, patients who die in the hospital often have palliative care needs; in FY08, there were 172 deaths at NWH.
Patients with cancer are a special population of patients that are often appropriate for evaluation by experts who manage pain and discuss goals of care and prognosis.  The Vernon Cancer Center is expected to open in the Fall of 2009.  This exciting new center will offer a more expanded range of services to patients with cancer.  In an attempt to provide comprehensive and integrated care to oncology patients, the leadership of the Vernon Cancer Center identified palliative care as an additional service that should be offered.
  Additionally, the Center’s success in its participation in the Commission on Cancer Approvals Program will be enhanced by offering formalized palliative care services at NWH.  Specifically, the Commission mandates eligibility criteria related to palliative care.  These “basic services” which must be provided include “pain management…hospice care, pastoral care” and “patient and family support,” areas that a multidisciplinary palliative care team focuses on.  For ongoing program approval, the Commission also requires regular “improvements that directly affect cancer patient care… Sources for improvement include…additional programs or services addressing patient needs or staff concerns.”
  The palliative care team can help to satisfy this standard by providing ongoing improvements in these areas.
In addition to helping the Vernon Cancer Center realize its goals and quality improvement standards, a palliative care team will help to fulfill the needs of a segment of patients referred from the Center who are admitted to the hospital.  This pool of patients, therefore, represents an additional potential referral base.  In total, approximately 1,000 patients admitted to NWH annually would be appropriate for palliative care consultations (see Appendices 1 & 2).
Emerging Trends and Expectations in Healthcare TC "Emerging Trends and Expectations in Healthcare" \f C \l "2" 
In addition to a clear need for palliative care by Newton Wellesley Hospital’s patients, additional factors make the time right for an inpatient palliative care consult service.
1) Partners High Performance Medicine (HPM) TC "Partners High Performance Medicine (HPM)" \f C \l "3" 
Partners HealthCare is committed to offering inpatient palliative care services at its member institutions.  As such, Partners identified “number of palliative care consultations” performed as a FY2010 High Performance Medicine measure.
,
  While a specific target remains to be determined, a palliative care consult service will be necessary to meet this upcoming measure.  The HPM #2 initiative titled “Ensuring Safer Transitions in Care” requires certain elements to be included in discharge documentation for a discharge to be considered “defect-free.”  This HPM measure will add several palliative care-related elements to required discharge documentation for selected patients, including “Hospice or Palliative Care referral in process during admission,” “Documentation of patient’s goals of care,” “Statement of prognosis” and “Documentation of EOL discussion.”  Partners HealthCare is also developing an electronic repository for all advance care planning information, spanning all institutions.  This critical data will reside in a new application titled, “The Advance Care Planning Module” and will require a substantial educational initiative to effectively implement.
2) Palliative Care in Massachusetts TC "Palliative Care in Massachusetts" \f C \l "3" 
The Massachusetts Health Care Quality and Cost Council recently added hospital-based palliative care services to its list of “Recommended Strategies” for cost containment and quality assurance.17  Goal # 4 of the Cost Council, which focuses exclusively on end-of-life care, also recommends that “payers adopt policies and standards to support the goal.”  Hospitals in Massachusetts have followed suit; 50% of hospitals in Massachusetts currently offer formal palliative care services.18  Newton-Wellesley Hospital, therefore, stands with a declining number of hospitals which do not offer palliative care services to inpatients.  Of the local Partners Healthcare Hospitals, only NWH and Faulkner hospital do not offer this important service to its patients.  In an effort to act on the Cost Council’s recommendations and national benchmarks for quality palliative care, Massachusetts formed the Palliative Care Expert Panel in 2009.  This panel will serve to formalize certain “Recommended Strategies.”  Massachusetts is simultaneously raising its expectations regarding advance care planning.  In 2008, the Massachusetts End-of-Life Subcommittee affirmed Chapter 305 Section 43 of the Acts of 2008 in which “the executive office of health and human services … shall establish a pilot program to test the implementation of the physician order for life-sustaining treatment paradigm program to assist individuals in communicating end-of-life care directives across care settings in at least 1 region of the commonwealth.”  This initiative has produced a more comprehensive advance care planning form, is being piloted at University of Massachusetts, and will replace the current Comfort Care/DNR Form.  Plans to extend the pilot to Partners hospitals are being considered prior to full-scale implementation.  This program will represent a significant change to current practice and will require a substantial educational effort to appropriately implement.
3) The Joint Commission TC "The Joint Commission" \f C \l "3" 
Palliative care has come to the attention of the Joint Commission as a discreet and important service.  As such, Certification for Palliative Care Programs is currently being considered by the Joint Commission.  If implemented, it will be an important added qualification to Newton Wellesley Hospital, particularly with the upcoming Vernon Cancer Center.  Such a certification will also help to market our hospital as a comprehensive center which offers a full range of services.  The Joint Commission has also recognized the importance of palliative care through its membership in the National Priorities Partnership.  This organization, founded by the National Quality Forum and including a total of 28 partner organizations, including the Institute for Healthcare Improvement and Leapfrog Group, identifies “Palliative and End-of-Life Care” as one of 6 priorities to transform healthcare.  Also related to palliative care is the incorporation of pain assessment and management into the Joint Commission’s survey and accreditation process.  The ongoing review of NWH’s assessment and timely management of this “fifth vital sign” by the Joint Commission will be optimized through the added efforts of a palliative care team.  Increased transparency in health care has also led to public reporting of an organization’s performance on the assessment and management of pain.  This data is available directly to consumers through several websites; the Joint Commission’s and Hospital Quality Alliance’s “Survey of Patients’ Hospital Experiences” specifically provide patients’ reports of how often their pain was well controlled.  While NWH falls in line with the state and national averages for pain management, 31% of patients at NWH report that their pain was not always well controlled.
  This is an area which requires improvement, particularly to raise NWH above the state and national standards and set itself apart as an organization committed to meeting the comprehensive needs of its patients.
4) Financial Incentives TC "Financial Incentives" \f C \l "3" 
In addition to the substantial cost savings that results from a palliative care consult service, there are additional financial incentives which help to promote the formation of an inpatient palliative care service.  Partners, in 2009 established pay-for-performance (P4P) targets which were in part contingent on palliative care measures.  A total of $XXXXXX in withhold was contingent specifically on these palliative care targets.  While pay-for-performance palliative care targets for 2010 are not yet determined, going forward it appears that P4P measures will be determined with internal measures within Partners in association with the member hospitals.  The proposed healthcare reforms at the national level pose substantial financial implications to hospitals as well.  In Jumpstarting the Economy and Investing for the Future, a section titled “Improving Care after Hospitalizations and Reduce Hospital Readmission Rates” reviews the “bundled payments that cover not just the hospitalization … and hospitals with high rates of readmission will be paid less if patients are re-admitted to the hospital within the same 30-day period.”  Palliative care may play an important role in a subset of these patients who require skilled care at the end of life.  By expertly discussing goals of care, prognosis, and treatment options, a palliative care service can help work-through and validate a patient’s wish to focus on comfort and quality of life.  Such patients can be transitioned to home care settings, such as hospice, such that re-admissions are prevented.  An additional financial incentive exists through palliative care’s potential impact on Medicare high-loss patients, a small population of patients that accounts for the vast majority of Medicare losses.  A Partners analysis demonstrated that the 10% highest loss encounters at each hospital in FY06 accounted for more than 100% of Medicare losses; total inpatient Medicare losses were $XXXXXX.
Budgetary Implications TC "Budgetary Implications" \f C \l "1" 
Using validated methods to project consult volume
, a total of 988 encounters involving 789 patients were identified appropriate for palliative care consultation.  This total volume was determined by first identifying all med-surg DRG’s for patients with a disposition of hospice or expired (70 DRG’s, 237 patients).   The total number of admissions for patients who were discharged with this set of DRG’s was then determined (4,352).  All of these encounters that fell in oncology DRG’s were then included in the final analysis (13 DRG’s, 207 encounters).  Thirty-two of the remaining 57 DRG’s were next excluded based on either having very low mortality (n=1) or due to having an unlikely need for palliative care consultation.  The remaining 25 DRG’s (inclusive of 2345 admissions) were next divided into APR-DRG’s; severity of illness classes 1 and 2 were excluded and 3 DRG’s did not have any class 3 patients.  A sample of patients in each of the remaining 47 APR-DRG’s (severity of illness classes 3 and 4) were then screened for appropriateness for palliative care consultation.  Six class 3 APR-DRG’s were excluded; a total of 46 non-oncology APR-DRG’s were included in the final analysis (732 encounters).   In total, 773 admissions from non-oncology APR-DRG’s and 207 admissions from oncology DRG’s were included in the analysis (total = 980 encounters).  A total of 789 patients accounted for these admissions.  (See Appendices 1 & 2 for flow chart of this analysis and for a complete list of included DRG’s).  Key characteristics of the patients identified in this analysis are demonstrated in table 4.

TABLE 4

	Key Characteristics of Targeted Patient Population

	Average Age
	76.2 years

	Number of patients accounting for the 980 encounters
	789 patients

	Number of patients accounting for ⅓ of all encounters
	134 (17%)

	Percent of patients that spent time in the ICU
	32%

	Proportion of ICU stay to total length of stay
	62%

	Average number of radiology tests per admission
	9

	Total radiology charges
	$5,292,530

	Average number of doses of drugs administered per admission
	78

	Pharmacy costs
	$686,479

	Average number of lab tests performed per admission
	69

	Number of patients with >$10,000 direct margin losses
	38

	Total net margin losses from these 38 patients
	$1,385,214


Based on data from other programs, the total number of consultations in year 1 of operations is equal to 20% - 30% of all patients identified appropriate for palliative care consultation.  This analysis assumes a capture rate of 20% in year one, in order to keep all projections conservative.  Therefore, year one consultations will total 789 x 20% = 158.  By year 3-4 of operations, the service will provide palliative care consultation to 50%, or 395 patients.
Based on these estimates of program volume, year one support will be required for a full-time nurse practitioner (1.0 FTE), chaplain (0.375 FTE) and social worker (0.5 FTE).  Additionally, ongoing support for the Director is requested (0.25 FTE).  The cost of the nurse practitioner and social worker positions are treated as entirely new expenses to the hospital, although the nurse practitioner will likely ease the burden on other nursing positions.  The Director’s funding is a continuation of current funding, and is not treated as a new expense.  Likewise, support for the chaplain is only, in part, a new expense given that ⅔’s of the level of support proposed is already funded through the hospital.  In total, new salary support for these positions amounts to $XXXXXX; total salary support requested for year 1 equals $XXXXXX (Appendix 3).
Year 1 physician staffing of the service will be provided by the Director and other physicians from the hospitalist service who have a serious interest and experience in end-of-life care.  Physician services for year 1 overlap with other, already-existing staffing and therefore do not constitute new expenses.
Projected growth of the program over the first few years of operation will result in the need for additional staffing of the clinical service and additional administrative support.  At full capacity (by year 3 to 4), the consult service will require dedicated physician (0.75 FTE) support and an increased level of support for a social worker (1.0 FTE).  An increase in the Director’s support (0.5 FTE) and a slight increase in chaplain support is also projected (0.5 FTE).  Administrative support (0.25 FTE) will also be required as the program grows in order to help the Director follow, manage, and evaluate appropriate palliative care data and assist with scheduling.  Total support requested by Year 4 of operations is $XXXXXX.
Financial Impact TC "Financial Impact" \f C \l "1" 
Two distinct methods were used to project the financial impact of the consult service.  The first method uses a validated model to determine specific estimates of cost-savings.  The second method reviews some key cost data of the 789 patients identified appropriate for palliative care consultation in order to draw general conclusions.
Projections Based on Data from other Programs (Appendix 4)
The Center to Advance Palliative Care (CAPC) has collected data on a large number of existing palliative care programs.  This data allowed for the development of a financial model used to estimate the cost-savings (or cost-avoidance) of a program in development.  Assumptions in this model are that for patients who receive palliative care consultations:

(1) The service results in an average length of stay reduction of ½ day

(2) Direct costs are reduced by 40%

(3) Direct costs are 60% of total hospital costs

(4) Average total daily costs = $1300
Based on year 1 volume of 158 patients, the consult service would result in a net decrease of 79 patient days.  This would amount to a savings of $102,570.  Direct cost decreases from this same volume of patients in year 1 amount to $196,934.  When these cost saving are combined, total cost avoidance in year 1 of operations is $229,504.  By year 4 of the service’s operations, the combined cost avoidance reaches $748,761.  Data from this analysis is summarized in Appendix 4.
Projections Based on NWH Data (Appendix 6)
The 789 patients who were identified appropriate for palliative care consultation were analyzed for use of (1) high-cost pharmaceuticals (2) high-cost radiology tests and procedures (3) direct and total margin.  (High cost pharmaceuticals were defined as drugs ≥ $200; 96 drugs fell into this category).

Pharmacy Data

2,126 administrations of high-cost medications
$1,271,880 was the total cost of these high cost pharmaceuticals
Radiology Data

1463 CT scans and MRI’s
10 PET scans
120 PICC lines

252 other interventional radiology procedures
Margin Data


38 patients had negative direct costs margins >$10,000

These patients’ total negative direct margin was $622,124


Total net negative margin for these 38 patients was $1,385,211

This data sheds light on a palliative care service’s opportunity not only to decrease direct costs but also to provide revenue enhancement.  Based on a review of data from existing programs, average savings on diagnostic imaging and pharmacy costs for patients who received palliative care consultation were 66% and 20%, respectively.  Using these estimates, a portion of the ~1.3M high-cost pharmaceuticals can be reduced: $27,459 in year 1 and $68,648.  Revenue can be added directly through decreased inpatient utilization of the 1434 CT’s, 29 MRI’s, and 372 IR procedures.  Assuming the lowest charged test for each, year 1 added revenue is estimated to be $24,844 for CT, $402 for MRI, and $1,719 for IR; year 4 added revenue is $62,110, $1,005, and $4,297 respectively (Appendix 6).  An additional impact on patient safety and throughput may be realized through increased availability of these sometimes overwhelmed services.

Using available data on the impact of a palliative care service on patients in the ICU, estimates of added ICU bed days for patients with particularly long ICU stays can be determined: year 1 results in 21.2 added ICU bed days and year 4 results in 53 added ICU bed days.  By partnering with local hospice organizations, the palliative care service can help to select patients who are appropriate for care under the inpatient hospice benefit.  This results in revenue enhancement by creating a new revenue source (additional payment) not based on the DRG payment.  Potential revenue from increased usage of inpatient hospice was also projected.  Patients with a disposition of “Hospice” or “Expired” and with a length of stay >10 days were identified.  The “Impact Days” of the inpatient hospice benefit was then determined.  Revenue of $7,337 is projected to be earned through increased use of this benefit in year 1; year 4 results in added revenue of $18,343 (Appendix 6).
Net Financial Impact
When cost avoidance and revenue from physician billing are considered, year 1 impact of the Multidisciplinary Palliative Care Consult Service is a net gain of $6,624.  In year 4 of operations, despite the increased salary support required, the service is projected to result in a net gain of $189,034.  This does not include revenue from increased use of inpatient hospice or radiology.
Current contract negotiations appear to indicate an expansion of pay-for-performance palliative care targets.  In FY08, a total of $XXXXXX in withhold was contingent on palliative care targets, FY09 P4P withhold is $XXXXXX.  A palliative care consult service will be a dedicated team of caregivers that is expected to help NWH meet future palliative care related P4P targets.
Expected Clinical Impact and Outcomes Measures TC "Expected Clinical Impact and Outcomes Measures" \f C \l "1" 
Impact on Quality of Care TC "Impact on Quality of Care" \f C \l "2" 
Based on the experience of other programs, we believe the following clinical outcomes can be anticipated:
· Improved management of patients’ physical symptoms, with resultant improved scores on pain and other symptom assessment
· Increased attention to assessment and management of psychological symptoms

· Improved psychosocial and spiritual support for patients and their families

· Improved patient and family satisfaction through improved communication and patient-focused care

· Enhanced coordination of care between all involved providers
· Increasing appropriateness of care by adhering to a patient’s goals
· Improved quality of life through comprehensive, patient-focused care
Additional Anticipated Impacts TC "Additional Anticipated Impacts" \f C \l "2" 
· Improved staff satisfaction and staff  morale

· Reduced use of ancillaries
· Decreased hospital mortality rates by selecting patient’s appropriate for inpatient hospice
· Decreased care and resource utilization at the end-of-life, with resultant greater similarity with the practices of the nation’s top-performers
· Increased attention to Partners HealthCare HPM Palliative Care and Transitions measures
· Improved adherence to Massachusetts recommendations on end-of-life care
· Enhanced implementation of upcoming changes to advance-care planning, including execution of the MOLST form and Partners Advance Care Planning Module
· Increased attention to Joint Commission standards regarding pain management
· Added support and education surrounding palliative care-related P4P measures
Evaluating the Impact TC "Evaluating the Impact" \f C \l "2" 
Based on expected outcomes and experience from existing palliative care programs, both clinical and financial elements are important in order to fully evaluate the impact of a palliative care team.  A consult database, utilized by members of the consult team to perform all consultations, will be developed in order to track clinical outcomes.  Clinical outcomes that require measurement tools, such as patient and referring physician satisfaction as well as symptom scores, will be phased in as these tools are selected and implemented.  NWH decision support analysts will help to provide financial data on a quarterly basis and will supplement data regarding clinical outcomes.
 TC "The following metrics will be used to follow the realized impact of the consult service:" \f C \l "2" 
· Clinical Outcomes TC "Clinical Outcomes" \f C \l "3" 
· Patient characteristics (medical record number, age, sex, primary and secondary diagnoses, MS-DRG, date of consult)
· Referral source (specialty) and patient location

· Daily census

· Monthly volume of new patients
· Patient discharge status: % of patients who die as inpatients or discharged to hospice

· Impact on pain and other symptom scores
· Impact on patient functional status
· Number and type of palliative care interventions

· Advance care planning/DNR discussions

· Number of DNR orders

· Transfers out of ICU

· Patient and family satisfaction

· Referring physician satisfaction
· Financial Outcomes TC "Financial Outcomes" \f C \l "3" 
· Length of stay (hospital and ICU)
· Length of stay after palliative care consultation
· Total cost per day before and after consultation

· Pharmacy costs before and after consultation

· Invasive and routine testing before and after consultation

[image: image9]
George’s Story





George (not his real name) is a 77yo Korean war veteran admitted to NWH 8 times between January 2008 and February 2009.  Admissions were initially for problems related to rapid heart rates and for newly identified congestive heart failure.   Due to progressive shortness of breath, George was placed on continuous oxygen at home.  He also had a special cardiac catheterization at Mass General Hospital where he was found to have pulmonary hypertension, another major contributing cause to his shortness of breath.  Despite treatment for his CHF, emphysema, and pulmonary hypertension, he remained quite short of breath.





January 2009 was the start of a downward spiral in George’s condition, when he was admitted 4 times to NWH from January – March 2009.  He was found to have a large right-sided pleural effusion, a collection of fluid around the lung.  This resulted in an even greater degree of persistent shortness of breath.  Despite drainage of the fluid during two of these hospitalizations, George remained very short of breath and became markedly more weak and frail.  Each hospitalization was progressively more complicated, with two episodes of pneumonia, episodes of rapid heart rates, a heart attack, heart failure exacerbations, the need for blood transfusions, and two periods requiring care in the intensive care unit.





His last hospitalization in February 2009 was additionally complicated by kidney failure.  He was suddenly faced with the decision to face the end-of-life or start dialysis.  Given the abruptness and urgency of the decision, he chose to start dialysis, and was discharged after 21 days.  Towards the end of his hospital stay, George wondered whether proceeding with dialysis was the right decision and began to consider approaches to his care that would be more focused on his comfort.  He began to give serious consideration to transitioning to hospice soon after discharge.





On March 30, 2009, 18 days following this final discharge from NWH, George died.








Inpatient Charges from 1/31 – 3/12





Direct Costs�
�
�
Samples of Resource Utilization�
�
Radiology�
$12,253�
�
$1,063 in Sildenafil�
�
Laboratory�
$7,861�
�
$3,954 in Epoetin�
�
Pharmacy�
$22,187�
�
2 comprehensive echocardiograms�
�
Total�
$42,301�
�
3 IR procedures�
�
�
�
�
1 nuclear stress test�
�
�
�
�
2 Chest CT’s�
�
�
�
�
6 ICU days�
�






George’s Story





On March 30th, the day George died, providers at NWH that cared for George received a letter from his daughter:





I wanted to let you know that my father died shortly after midnight last night. His health had been declining for the last two and a half years with a fairly rapid deterioration over the last two months. I was fortunate enough to be with him at the time of his death and to see that he was comfortable and well cared-for in the weeks leading up to it.  I will miss him very much, but I feel fortunate to have been able to spend some very good time with him lately and to have had such a fine man for a father and a friend. Because I am aware that a great many other people thought well of my father, I ask you to share this news with those you think would want to know.





During his illness, my father expressed a wish for a funeral at his family's parish church… In lieu of flowers I would ask that you consider contributing to the professional development of those who did so much to comfort and care for him. Donations in his honor can be made to the Newton-Wellesley Hospital Charitable Fund for Nursing Education





It is difficult to write with this sort of news, but I am overwhelmed with gratitude for all of the good people who have been dear to my family and all of the splendid professionals who have made this process easier.
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