ADVANCING STANDARDS OF HIGH-QUALITY CARE
FOR PATIENTS WITH SERIOUS ILLNESS IN
AMERICA’S HOSPITALS
A PROPOSAL TO CREATE A MEDICARE INCENTIVE PROGRAM FOR
COMPREHENSIVE PALLIATIVE CARE SERVICES
Summary
Patients with serious illness have inconsistent access to palliative care, which results in needless
suffering, unnecessary spending, and excessive burden on caregivers. A new Medicare Palliative
Care Incentive Program could promote access to palliative care services and adherence to national
guidelines, thus improving patient experience and outcomes, as well as yielding significant benefits
to participating hospitals.

Background
At least 12 million adults and 400,000 children in the United States are living with a serious illness,
including metastatic cancer, advanced dementia, heart failure, and frailty,i,ii and this number is
expected to increase significantly over the next two decades.iii People living with a serious illness
are the disproportionate users of our health care system: 911 calls, emergency department visits,
hospitalizations, and skilled nursing facility admissions are commonplace. Yet despite high
utilization and spending, this population often receives low-value, even distressing, service from our
health care system.iv,v Consider the following:
 A recent survey of people living with serious illnessvi found that 22% experienced hospital staff
unresponsive to their needs and 23% received conflicting information from different health
professionals.
 Symptoms are often un- or under-treated. For example, 64% of people with metastatic cancer
report high levels of pain.vii
 Fewer than 50% of hospital patients with serious illness were ever asked what their personal
preferences would be if a critical situation should arise.viii
 Serious illness takes an enormous toll on family caregivers. More than one in five cite adverse
impacts on their own healthix, while formal studies conclude that caregivers face a 63%
increased risk of mortality.x
It doesn’t have to be this way. The evidence shows that reliable access to palliative care across
America’s health care system can ensure that our most complex patients receive high-quality,
responsive care.
Palliative care improves quality: When hospital patients receive services from a specialty
palliative care team, symptom burden is reduced and quality of life is improved by 66%, with
improvements that can last for months.xi
Palliative care reduces unnecessary spending: On average, palliative care consultation is
associated with reductions in direct hospital costs of more than $3,000 per admission, and for the

sickest patients with four or more diagnoses, these cost savings are closer to $4,800 per
admission.xii Moreover, the provision of palliative care during a hospital stay reduces the rate of
readmissionsxiii and is expected to reduce post-acute spending through its role in avoiding
potentially harmful procedures.
People want palliative care: A national pollxiv revealed broad nationwide support for palliative care
services. Once informed about palliative care services, 74% responded that they would want this
type of care for themselves or their families. A full 96% stated that palliative care should be
available in every hospital.
While most Americans want palliative care available in their hospitals, significant gaps remain.
Currently, the majority of hospitals with fifty or more beds do report having a palliative care team,xv
but this availability is not evenly distributed. Access varies by state, by hospital tax status, hospital
size, and other factors.
Even when specialty palliative care teams are available, adherence to standards for palliative care
delivery also vary widely across the country. The National Consensus Project’s Clinical Practice
Guidelines for Quality Palliative Care, 4th edition, define the professionals that should be included in
a specialty palliative care team – at least one physician, an advanced practice or other registered
nurse, a social worker, and a chaplain. While the majority of hospitals do state that they provide
palliative care services, more than 60% of these programs do not meet national quality guidelinesxvi.
Considered all together: the size of the population with serious illness, the poor care now being
delivered, the tremendous value that palliative care generates, and the wide disparity in palliative
care availability and quality, creates an imperative to advance standards for palliative care in all US
hospitals.

Proposal: A Medicare Palliative Care Incentive Program
Given the established standards for hospitals the current demands placed on these vital institutions,
it may not be feasible at present to add palliative care capabilities to Medicare conditions of
participation or base accreditation requirements. Instead, a meaningful first step would be to create
a new Medicare incentive program that financially rewards hospitals that meet standards for
palliative care.
Therefore, we propose adding a Medicare value-based purchasing program for hospitals, akin to
the current Hospital Readmission Reduction Program. A small withhold of Medicare revenue would
fund the program, and hospitals would be able to earn a bonus payment by demonstrating palliative
care access and quality through structural measures.
Unlike other Medicare value-based purchasing programs, performance under the palliative care
program measures would be fully in the institution’s control and not subject to variability driven by
patient behavior or social determinants. Hospitals that perform well under this program would
accrue benefits beyond the bonus payment, since evidence supports that their patients’ experience
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will improve and expenses per admission will decline. Moreover, by using structural measures,
demonstration of performance would not impose undue burden on the facilities.
A similar program is now operating in the private sector. In 2015, Anthem introduced a palliative
care measure for its network hospitals under its hospital quality incentive program,xvii and other
private health plans are considering adopting similar approaches with their network hospitals. The
Medicare incentive program would align both public and private payers. For reference, the Anthem
measure details are attached.
The Medicare Palliative Care Incentive Program could operate as a demonstration for a period of
time, and the Centers for Medicare and Medicaid Services could evaluate the impact on total
Medicare expenditures. With widespread adoption of quality palliative care services across US
hospitals, not only will patients be better served in our system, but we can expect a bending of the
total cost curve.
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