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Palliative Care Is Person-Centered at Its Core 
A Look at the Role of Palliative Care in the Transition to Value-Based Care
Kathryn C. Peisert, Managing Editor, The Governance Institute 

Palliative care has been practiced 
informally for hundreds of years. A 
few years ago it was granted formal 
specialty status by the American 

Board of Medical Specialties. Palliative care 
consultations have been shown to improve 
quality of care, reduce overall costs, and 
sometimes increase longevity in patients 
with serious illness.1 With the industry’s 
current focus on efforts to provide the right 
care at the right time for every patient, 
along with reducing unnecessary or inef-
fective care and lowering costs of care at 
the end of life, palliative care deserves more 
focus by healthcare leaders. The consensus 
among palliative care practitioners inter-
viewed for this special section is that pallia-
tive care is person-centered care, and it can 
play a key role in the healthcare industry’s 
transformation from a fee-for-service focus 
to a value-based focus on improving quality 
and lowering costs. 

However, many patients who could 
benefit from palliative care don’t receive it, 
or receive it too late. Patients, families, and 
even physicians are not aware of what pal-
liative care entails and how it differs from 
hospice care. According to a recent report 
from the Institute of Medicine (IOM), the 
number of palliative care specialists across 
the U.S. is still relatively small. The authors 
wrote, “One of the greatest remaining chal-
lenges is the need for better understanding 
of the role of palliative care among both 
the public and professionals across the 
continuum of care so that hospice and pal-
liative care can achieve their full potential 
for patients and their families.”2 

This special section defines palliative 
care in the context of the overall health-
care industry transformation to value-
based, coordinated, person-centered care; 
explores the experiences of palliative care 
specialists at two California hospitals; and 
presents implications and discussion ques-
tions for healthcare leaders and boards.

1	 R.S. Morrison, J. Dietrich, S. Ladwig, et al., “Pal-
liative Care Consultation Teams Cut Hospital 
Costs for Medicaid Beneficiaries,” Health Affairs, 
Vol. 30 (2011), pp. 454–463.

2	 Institute of Medicine, Dying in America: Improv-
ing Quality and Honoring Individual Preferences 
Near the End of Life, National Academies Press, 
2014, pp. S-1–S-2.

What Is Palliative Care? 
There remains some confusion, both inside 
and out of the industry, about exactly 
what palliative care is. The IOM commit-
tee authoring the report mentioned above 
defined palliative care as “care that pro-
vides relief from pain and other symptoms, 
that supports quality of life, and that is 
focused on patients with serious advanced 
illness and their families.”3 While hospice 
is one type of palliative care they are not 
one and the same. It’s also not “giving up.” 
The primary distinction between the two 
disciplines is that palliative care should 
be provided to any patient with a serious 
illness, whose treatment could result in 
discomfort, diminished mobility and inde-
pendence, distress, or other factors that 
could be helped by palliative care. These 
patients don’t need to have a prognosis of 
six months or to be of a certain age—many 
palliative care patients are young cancer 
patients with much of their lives left to 
live. And most importantly, unlike hospice 
care, palliative care is provided in tandem 
with any other appropriate treatment. Its 
main purpose is to enhance the quality of 
life for a patient while they are undergo-
ing any other treatments for their disease. 
And in some cases, it can help the patient 
fight the disease better than through treat-
ment alone.

There are elements of palliative care that 
could be provided by any type of provider; 
others are more complex and require spe-
cialization. According to Drs. Timothy Quill 
and Amy Abernethy, “As in any medical 
discipline, some core elements of pallia-
tive care, such as aligning treatment with a 
patient’s goals and basic symptom manage-
ment, should be routine aspects of care 
delivered by any practitioner. Other skills 
are more complex and take years of training 
to learn and apply, such as negotiating a 
difficult family meeting, addressing veiled 
existential distress, and managing refrac-
tory symptoms.”4 The authors caution that 
while “many elements of palliative care 

3	 Institute of Medicine, 2014.
4	 Timothy E. Quill, M.D., and Amy P. Abernethy, 

M.D., “Generalist plus Specialist Palliative 
Care—Creating a More Sustainable Model,” 
The New England Journal of Medicine, Vol. 368 
(March 28, 2013), pp. 1173–1175.

can be provided by existing specialists or 
generalist clinicians regardless of discipline, 
adding another specialty team to address 
all suffering may unintentionally under-
mine existing therapeutic relationships…if 
palliative care specialists take on all pallia-
tive care tasks, primary care clinicians and 
other specialists may begin to believe that 
basic symptom management and psycho-
social support are not their responsibility, 
and care may become further fragmented.”5 

Palliative Care Benefits 
Palliative care benefits have been shown 
both in improved patient outcomes and 
reduced costs. A study in 2010 at Mas-
sachusetts General Hospital involved 151 
patients with stage IV lung cancer, which 
is not curable and which has a prognosis 
of about nine months with treatment. The 
patients were randomly assigned to one of 
two possible treatment approaches: one 
group received the usual oncology care and 
the other group received oncology care plus 
visits with a palliative care specialist, who 
discussed the patients’ goals and priorities 
for if and when their condition worsened. 
The study showed that those who saw the 
palliative care specialist reported having 
a better quality of life, had less depres-
sion and less pain, stopped chemotherapy 
sooner, experienced less suffering at the 

5	 Quill and Abernethy, 2013.
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end of their lives, and lived 25 percent 
longer.6 

The University of California, San Fran-
cisco (UCSF) tracks financial outcomes 
data from its palliative care service (PCS) 
using the Web-based software program 
CaseMaker PCS, which was developed by 
UCSF. It has demonstrated direct cost sav-
ings and improved net margin. Between 
July 1, 2011, and June 30, 2012, care was 
provided for 546 PCS patients, through 
both early palliative care (within the first 24 
hours of admission) and later palliative care 
(after the first 24 hours of admission). Dur-
ing this one-year period, the care resulted 
in a total of $3,712,736 in variable direct 
cost savings, $2,094,065 in improved net 
margin (defined as difference in average net 
margin for PCS cases compared to average 
net margin for comparable cases), and 1,229 
avoided bed days, including 541 avoided 
ICU days.7

But to bring in palliative care requires a 
different kind of doctor–patient conversa-
tion, and approaching the topic of care 
choices with a patient can be difficult for 
physicians. In Being Mortal, Dr. Atul Gawa-
nde described a personal experience with 
a cancer patient who ultimately decided 

6	 J.S. Temel et al., “Early Palliative Care for 
Patients with Metastatic Non-Small Cell Lung 
Cancer,” The New England Journal of Medicine, 
Vol. 363 (2010), pp. 733–42; as told by Atul Gawa-
nde, M.D. (paraphrased) in Being Mortal: Medi-
cine and What Matters in the End, Metropolitan 
Books, 2014.

7	 University of California, San Francisco, Palliative 
Care Service Financial Analysis FY2012. Case-
Maker PCS is available as part of the Palliative 
Care Quality Network (see www.pcqn.org for 
more information).

to have an invasive operation 
with a chance of being success-
ful but also with the potential 
for serious complications; the 
patient never recovered from 
the procedure although it was 
considered a success from a 
medical standpoint. “What 
strikes me most is not how bad 
his decision was but how much 
we all avoided talking honestly 
about the choice before him. 
We had no difficulty explaining 
the specific dangers of vari-
ous treatment options, but we 
never really touched on the 
reality of his disease.” Later, Dr. 
Gawande wrote, “We’re good at 
addressing specific, individual 
problems: colon cancer, high 
blood pressure, arthritic knees, and various 
other ailments besides—an elderly woman 
at risk of losing the life she enjoys—and 
we hardly know what to do and often only 
make matters worse.”8

So it seems clear that palliative care is 
necessary, but that it needs to be imple-
mented in a thoughtful manner involving 
the right practitioners at the right times, in 
a coordinated care model. In addition, most 
physicians could benefit from education on 
palliative care and guidance on how to have 
those difficult conversations with their 
patients about the reality of their disease.

The IOM report provided the following 
recommendations to remove barriers to 
palliative and hospice care:
1.	 Government health insurers and care 

delivery programs as well as private 
health insurers should cover the 
provision of comprehensive care for 
individuals with advanced serious 
illness who are nearing the end of life.

2.	 Professional societies and other 
organizations that establish quality 
standards should develop standards for 
clinician–patient communication and 
advance care planning that are measur-
able, actionable, and evidence-based. 
These standards should change as 
needed to reflect the evolving popula-
tion and health system needs and be 
consistent with emerging evidence, 
methods, and technologies. Payers and 
healthcare delivery organizations should 
adopt these standards and their 
supporting processes, and integrate 

8	 Gawande, 2014.

them into assessments, care plans, and 
the reporting of healthcare quality.

3.	 Educational institutions, credentialing 
bodies, accrediting boards, state 
regulatory agencies, and healthcare 
delivery organizations should establish 
the appropriate training, certification, 
and/or licensure requirements to 
strengthen the palliative care knowledge 
and skills of all clinicians who care for 
individuals with advanced serious 
illness who are nearing the end of life.

4.	 Federal, state, and private insurance and 
healthcare delivery programs should 
integrate the financing of medical and 
social services to support the provision 
of quality care consistent with the 
values, goals, and informed preferences 
of people with advanced serious illness 
nearing the end of life. In addition, the 
federal government should require 
public reporting on quality measures, 
outcomes, and costs regarding care near 
the end of life.

5.	 Civic leaders, public health and other 
governmental agencies, community-
based organizations, faith-based 
organizations, consumer groups, 
healthcare delivery organizations, 
payers, employers, and professional 
societies should engage their constitu-
ents and provide fact-based information 
about care of people with advanced 
serious illness to encourage advance 
care planning and informed choice 
based on the needs and values of 
individuals.
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Palliative Care in Practice 
The Governance Institute recently spoke 
with palliative care specialists at two Cali-
fornia hospitals to learn about their experi-
ence providing palliative care and educat-
ing physicians, patients, and healthcare 
leaders about the benefits of their work for 
individual patients and the organization as 
a whole.

Santa Clara Valley Medical Center is 
a county-owned public hospital service 
located in Santa Clara County near San 
Jose, CA. Shoshana Helman, M.D., Sub-Chief 
of Supportive Care Services and Continuum 
at Kaiser Permanente in Redwood City, CA, 
began her career as a primary care resident 
at Santa Clara Valley Medical Center in 
1998. After attending a conference in 2000, 
where she met a number of clinicians in the 
palliative care field, she wrote a proposal 
for Valley Medical Center stating the need 
for an inpatient palliative care program 
there (this was a discipline considered to 
be relatively new at the time). The proposal 
was turned down initially because the CMO 
believed that palliative care was “everyone’s 
work,” and was concerned that by creating 
a sub-specialty, which tasked that work to 
only a handful of clinicians, other physi-
cians across the medical staff would not 
learn how to do it well. 

As she completed her residency, Dr. 
Helman was hired at Valley Medical Center 
as a primary care physician. She was given 
a half-day per week to spend time “doing” 
palliative care. “So I spent the first few years 
doing training, essentially, for the residents 
and other physicians, providing them with 

material from outside resources with skills 
related to palliative care,” said Dr. Helman. 

In 2005, Dr. Helman started a program 
at nearby O’Connor Hospital with the help 
and training from the Palliative Care Lead-
ership Center at UCSF, through a contract 
with the county. While the county still 
wasn’t willing to pay for its own hospital 
program at Valley Medical Center, the 
hospital’s medical staff had relationships 
with other hospitals in the area that were 
understaffed. O’Connor Hospital wanted to 
start a palliative care program and needed 
a medical administrator, so Dr. Helman 
took on that responsibility. The program 
launched in October of that year, and it 
was very successful within just the first few 
months. By May 2006, Santa Clara revisited 
Dr. Helman’s original proposal and decided 
to finally fund an inpatient palliative care 
program at the hospital.

“The reason I wrote the proposal 
was that with palliative care, 
we were trying to align the 
treatment plans to the goals 
of the patient and the family. 
When I was an intern in the 
ICU, I would talk to the nurses 
at night about what they were 
seeing, and what families were 
telling them, it was very different 
from what I was hearing on 
rounds with the attending 
physicians during the day. 
There was a huge disconnect 
between what the attending 
physicians believed the patients 
and family wanted, and what 
the patients and family were 
actually telling the nurses.” 

—Shoshana Helman, M.D.

Dr. Helman also emphasized the impor-
tance of placing specialty palliative care at 
the right practitioner level while ensuring 
that all providers perform primary pal-
liative care (see sidebar) for all patients. 
“All of us need to have the skillset to some 
degree—we all need to be really good at pri-
mary palliative care, just like we all need to 
be able to treat hypertension and high cho-
lesterol—but [it’s important] to recognize 
that [palliative care is] a sub-specialty that 

requires unique skills and individuals who 
can manage the more complex scenarios,” 
Dr. Helman explained.

Representative Skillsets 
for Primary and Specialty 
Palliative Care
Primary Palliative Care

•• Basic management of pain and symptoms
•• Basic management of depression and 

anxiety
•• Basic discussions about prognosis, goals of 

treatment, suffering, and code status

Specialty Palliative Care
•• Management of refractory pain or other 

symptoms
•• Management of more complex depression, 

anxiety, grief, and existential distress
•• Assistance with conflict resolution regarding 

goals or methods of treatment:
»» Within families
»» Between staff and families
»» Among treatment teams

•• Assistance in addressing cases of near 
futility

•• Addressing complex psychosocial and 
spiritual issues

Source: Quill and Abernethy, The New England Jour-
nal of Medicine, 2013.

According to Dr. Helman, a major barrier to 
more patients receiving palliative care who 
can benefit from it is the lack of recogni-
tion on the part of referring providers that 
they should involve palliative care sooner 
in the process. Much of this stems from the 
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incorrect assumption that palliative care 
is the same as hospice care. “We have an 
image problem,” said Dr. Helman. “Our own 
fear as healthcare providers—our own lack 
of understanding—drives fearful behaviors 
and lack of understanding in our family 
members and patients. I had a patient in 
her 80s who was on dialysis, and she was a 
very sophisticated person. She said, ‘I heard 
that they were calling for palliative care, 
and I thought, oh my God, it’s the end.’”

“When I went through my 
training, I didn’t get a single 
class on pain management. 
If we don’t start with the 
goals of the patient, it doesn’t 
go anywhere. I think what’s 
missing is really the patient-
centered care focus, which 
needs to be taught early on.” 

—Shoshana Helman, M.D.

Another challenge limiting palliative care 
is demonstrating value or cost-benefit. For 
now, most palliative care teams have to use 
the same quality indicators as the rest of 
the hospital, although those indicators seek 

different goals. At Valley Medical Center 
and O’Connor Hospital, a first step was 
to compare payer sources and how much 
revenue the palliative care team was gener-
ating against time spent with patients. “We 
realized that you can’t really sustain the 
program just by generating revenue from 
physician visits,” explained Dr. Helman. 
They found that palliative care providers 
were getting reimbursed an average $33.00 
per hour of physician time spent at Valley 
Medical Center, compared with $110.00 per 
hour of physician time spent at O’Connor. 
But even $110.00 wouldn’t have covered 
the full costs of the program, taking into 
account physician fees and benefits. So they 
had to look at it another way—whether pal-
liative care can save money for the organi-
zation as a whole. “When palliative care has 
been involved with patient care, the cost 
per day goes down because we’re a little bit 
more wise about how we utilize some of 
these routine tests and other things that are 
part of the normal process of care,” Dr. Hel-
man said. “We looked at costs per day, three 
days prior to the palliative care consult, and 
three days post, and compared those costs. 
We also looked at patients with a similar 
admission diagnosis that were not seen by 
our team, that were in the hospital at the 
same time, ideally with the same primary 
team providers. And we compared them to 

our patient base, and the bottom line was 
that when you consider the costs unique 
to each patient, we saved over $200.00 per 
patient per day.”

At that point, the success of the palliative 
care program at Santa Clara was beginning 
to show on paper and they were able to 
recruit a second physician to the team, Dr. 
Gary Lee, who is now chief of Valley Medi-
cal Center’s palliative care division. 

Addressing Cultural Differences 
across the County 
In 2006, the county received a grant from 
the California HealthCare Foundation to 
initiate a project that would improve cul-
turally competent care in the county. “The 
[foundation] proposed that we look into 
building a program that was sensitive to the 
cultural background of the large number of 
Latino and Asian patients that come to our 
hospital,” said Dr. Lee. Drs. Helman and Lee 
worked closely with the hospital’s Language 
Services Department, planning and dis-
cussing implications of involving interpret-
ers in the palliative care program. “When 
patients are dealing with terminal illness 
and decisions that they have to make at the 
end of life, [the need for] cultural consider-
ations is particularly strong,” Dr. Lee said. 
“In addition to interpretation and commu-
nication challenges, how do you talk to the 
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patient about their illness? What are their 
cultural beliefs and expectations coming 
to a medical center that provides West-
ern medicine?” 

In Dr. Lee’s experience, due to the 
county-owned hospital patients’ lower 
socio-economic status and varied cultural 
backgrounds, Valley Medical Center’s 
patients also have different expectations: 
perhaps they came from another country 
expecting to receive better, more aggres-
sive, or more curative care here; some 
patients worry that they won’t receive the 
highest-quality care because of a fear that 
they will be discriminated against. Most of 
the palliative care patients seen by Dr. Lee 
and his team are in their 60s and are either 
uninsured or on MediCal (they have seen 
a reduction in uninsured patients due to 
MediCal expansion and Covered California, 
the public insurance exchange in the state). 
In comparison, palliative care patients 
at a private Catholic hospital in the same 
market are more likely to be 80–90 years 
old and on Medicare. 

Program Structure 
Today, the program consists of the inpa-
tient consultation service (in place since 
2006) and a new outpatient clinic that 
began in November 2013. The team’s 
dedicated staff consists of two full-time 
physicians who are palliative care special-
ists (Dr. Lee and Dr. Thuy Pham, who began 
her residency at Valley Medical Center and 
then came on full time), a nurse practitio-
ner, a case manager, and a psychology fel-
low. A social worker attends the palliative 
care interdisciplinary team meeting every 
week and acts as a liaison between the 
palliative care team and social workers on 
other units. Another social worker from the 
geriatrics division chooses to attend clinic 
sessions (they have two half-day clinics 
per week), simply because she has a strong 
interest in palliative care.

To enhance cross-communication 
and education, the palliative care team is 
invited to attend a burn unit interdisciplin-
ary team meeting once a week, as well as a 
weekly meeting with the surgical ICUs. “Not 
every patient who needs palliative care gets 
palliative care,” said Dr. Lee, so educating 
all staff on the importance of the program 
is key. “We’re constantly trying to educate 
residents and the house staff because they 
have to be the first ones who recognize that 
a patient needs palliative care.” 

Dr. Lee’s team has developed a set of 
palliative care triggers for the intensive 
care unit, medical/surgical unit, and also 
the outpatient clinic (see sidebar). In the 
ICU, the nurses are first to recognize that 
a patient has palliative care needs. Hav-
ing explicit triggers empowers them to 
recommend palliative care to the attending 
physician. Other nurses throughout the 
hospital will contact the team when they 
think a patient qualifies, and then the pal-
liative team will contact the primary team 
to discuss the patient’s case and the poten-
tial benefits of adding palliative care. But 
difficulties arise with some physicians who 
worry that palliative care will “take over,” so 
it has to be approached carefully and dip-
lomatically. “Most of the time the [primary] 
team says, ‘No, I think we have everything 
under control,’ but maybe 20 percent of the 

time, they’ll agree that they could use our 
help with their patient,” said Dr. Lee. “We 
say we have spies all over the hospital who 
are kind of looking out for who might need 
our services.”

Dr. Lee’s team now receives a daily report 
from the hospital’s EMR system that will 
indicate when a patient that has been seen 
by the palliative care team in the past has 
been admitted to the hospital. Having that 
advance notification allows the team to 
review the patient’s chart and offer services 
if it looks like they may be needed.

According to Dr. Lee, the biggest barrier 
to expanding awareness and therefore the 
number of patients receiving palliative care 
at Valley Medical Center is underfunding. 
Without a full-time chaplain or full-time 
social worker, it becomes a delicate bal-
ance of determining how much or how 

Palliative Care Triggers for Valley Medical Center 
Intensive Care Unit Trigger Tool:

•• Stage IV malignancy
•• Presence of two or more life threatening 

comorbidities (dementia, ESRD, CHF, 
COPD, etc.)

•• Actively dying or withdrawal of life support
•• Poorly controlled physical symptoms
•• Prolonged length of stay in ICU (>7 days) 

without evidence of progress
•• Readmission to ICU during the same 

hospitalization
•• Patient/family considering tracheotomy 

and/or feeding tube placement
•• Team/patient/family needs help with 

complex decision making and determination 
of goals of care

Med/Surg Palliative Care Consult  
Trigger Tool:
Any serious or life threatening disease including 
though not limited to:

•• Metastatic or locally advanced incurable 
cancer

•• Advanced pulmonary, cardiac, renal, or liver 
disease

•• Progressive neurological illness (e.g., ALS, 
dementia) 

AND at least one of the following: 
•• Unacceptable level of pain and/or other 

symptom(s) of distress > 24 hours 
•• Team/patient/family needs help with 

complex decision making and determination 
of goals of care, which can include PEG/
trach decision

•• Greater than two hospital admissions or ER 
visits for the same diagnosis in last 
three months

•• Patient/family needs assistance with illness 
understanding and/or treatment decisions 
including hospice decision

The following conditions fall outside palliative 
care’s scope of care:

•• Chronic non-malignant pain with no 
serious/life limiting illness

•• Substance abuse disorder

Outpatient Clinic Consult Trigger Tool:
Any serious or life threatening Illness including 
though not limited to:

•• Metastatic or locally advanced incurable 
cancer

•• Advanced pulmonary, cardiac, renal, or liver 
disease

•• Progressive neurological illness (e.g., ALS, 
dementia) 

AND at least one of the following: 
•• Advance care planning
•• Patients/family need assistance coping with 

life threatening illness
•• Frequent ED visits/hospital admissions
•• Hospice referral/discussion
•• Illness understanding and treatment 

decisions
•• Symptom management

The following conditions fall outside the clinic’s 
scope of care:

•• Chronic non-malignant pain with no 
serious/life limiting illness

•• Substance abuse disorder
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often to offer services, and then risk being 
overwhelmed with the amount of work 
generated. “The biggest struggle is being 
able to communicate with people higher in 
our organization about what we’re capable 
of doing—how we’re capable of helping 
patients and helping the organization, and 
how more resources would be helpful,” Dr. 
Lee said. 

Despite the growth and success in the 
program, the outpatient palliative care 
clinic does not yet have its own staff—for 
now staff comes from the discharge clinic 
(for patients discharged from the hospital 
who don’t have a primary care doctor). The 
team is still faced with the need to show 
increase in patient numbers, both in the 
outpatient clinic and inpatient program. 
But palliative care is not about numbers. 
“It takes us much longer to have these full 
care discussions,” explained Dr. Pham. “To 
do symptoms, to address all these things in 
one meeting—we can’t possibly do it in a 15- 
or 20-minute slot. It’s really about building 
trust and preventing hospitalizations and 
ICU stays. And that’s how you provide qual-
ity care for patients, continuity of care.”

Dr. Pham’s biggest challenge during this 
journey has been trying to help people 
understand that the concepts behind 
palliative care are a very different way of 
thinking about caring for patients and their 
families. “It does require kind of a culture 
shift—you can’t think of it as very differen-
tial divisions,” said Dr. Pham. “How do we 
collaborate so that we can provide compre-
hensive care? How do we do it using mul-
tiple disciplines? How do we incorporate 
that in the hospital setting so that things 
are well communicated and understood?”

Dr. Lee believes that palliative care needs 
to play a central role going forward as the 

industry moves to a value-based business 
model and increases efforts to improve 
quality and lower costs. “What we can do is 
offer patients the treatment they want, and 
most of the time, that treatment is going to 
cost less than what usual care will be,” Dr. 
Lee said. “We can help them receive care 
outside of the hospital, and avoid coming 
back to the hospital at the time of death 
and dying in an intensive care unit.” 

“Palliative care is really about 
the whole person. And I think 
that healthcare’s focus has been 
so much on just the medical 
aspect of patient care that we 
forget that there’s so much 
more to a person. Suffering 
is not just physical. When 
you see that you can see the 
mission of palliative care—
respect for human life, and 
how to provide dignity. It’s very 
different for each person. But 
how do you know if you don’t 
even attempt to try to know?” 

—Thuy Pham, M.D.

Kristyn Fazzalaro, a clinical social worker 
by trade, supervises the palliative care 
program at Hoag Memorial Hospital 
Presbyterian in Orange County, CA. The 
program, which began in 1999, is known 
as the CARES program. Hoag’s Web site 
states, “Palliative care is a specialty that 
focuses on improving the quality of life of 
individuals facing serious illness through 

medical management and emotional sup-
port. Any individual who suffers an illness 
that is likely to limit life expectancy can 
benefit from palliative care. Palliative care 
consultations provide a team approach to 
advance healthcare planning and counsel 
on symptom management. Palliative care is  
not a hospice program, nor is it a program 
for the terminally ill.” 

The Hoag palliative care team is com-
prised of 1.5 physicians (board-certified pal-
liative care specialists), one clinical nurse 
specialist, an inpatient-dedicated social 
worker, and an outpatient-dedicated social 
worker. Hoag has a clinical pastoral educa-
tion program, so the palliative care pro-
gram utilizes the chaplain interns, who are 
assigned to the team on a rotational basis.

The program started as a result of the 
efforts of one social worker who worked 
with a physician champion to create an 
end-of-life pathway to ensure that people 
weren’t suffering during the dying process. 
They created a standardized order set and 
focused on ensuring that pain and symp-
toms were well controlled by the primary 
physicians—either the hospitalist or the 
primary care physician from the commu-
nity. The standardized “best practice” order 
set was created for the benefit of the physi-
cians so that they didn’t have to wonder if 
they were doing the right thing.

Then in 2008, the social worker 
resigned and a clinical nurse specialist 
was recruited, who came to Hoag with 
over 20 years of experience working in 
palliative care in the U.K. She is still on the 
team today and has gradually brought the 
program away from solely an end-of-life 
focus into more of a medical palliative care 
model. In the beginning, Hoag physicians 
were reluctant to have doctors on the pal-
liative care team because they didn’t want 
other doctors telling them how to take care 
of their patients. But the medical staff phy-
sicians were comfortable with the advisory 
role of the clinical nurse specialist. 

A physician was first brought on to the 
team in 2009. A part-time physician was 
added in 2013 to meet the growing hospital 
census. Similar to Valley Medical Center, 
up until 2013 Hoag’s palliative care pro-
gram was 100 percent inpatient-focused. 
Due to increasing need for palliative care 
in the outpatient setting, they launched a 
physician-led outpatient clinic in February 
of 2013. 

Now, Hoag physicians actually prefer 
that a palliative care physician is the first 
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responder with the nurse or the social 
worker, and there is a much greater 
understanding of the need for an interdis-
ciplinary model. The program functions 
as a full consultation-based practice, so it 
does not take over the care of the patient. 
“We require a physician order to come in 
to consult, just like any other consultants 
do in our hospital,” explained Fazzalaro. 
“It is an ongoing educational process with 
physicians and hospital staff to help them 
understand the difference between pallia-
tive care and end-of-life care.” The program 
hosts continuing educational events for 
medical and nursing staff, as well as case 
managers, chaplains, and other disciplines 
throughout the hospital. “We also recog-
nize that our bedside nurses are really our 
best advocate in recognizing the need for 
palliative care and then bringing it to the 
doctor,” Fazzalaro said.

While there has been significant move-
ment in palliative care to outpatient set-
tings, Fazzalaro believes there will always 
be a place for inpatient palliative care. 
“You’ll always have those patients who 
are in a symptom crisis, who need crisis 
management and goals-of-care defining, 
which comes with critical illness in a hos-
pital setting,” she explained. “But I do think 
there’s a shift toward moving palliative care 
upstream and into the outpatient arena to 
try to help keep patients out of the hospital 
and yet be able to manage their symptoms. 
In a perfect world, palliative care would be 
engaged at the time of diagnosis for anyone 
with a serious illness.”

“Our main purpose is to help 
advocate for patients who are 
struggling with serious illness 
to ensure that they have the 
treatment and the quality of life 
that they want. So the benefit of 
a palliative care team, beyond 
all of the medical and symptom 
management and the things 
that our physicians can bring 
to patients, is the perspective 
of the interdisciplinary team. 
We look at the whole person 
and everything they’re dealing 
with. If its pain, we ask if it is 
physical pain or existential 
pain? Is it emotional pain? Is it 
spiritual pain? Is it fear? What 
is it beyond the physical pain?” 

—Kristyn Fazzalaro, LCSW, ACHP-SW

Cancer patients provide a great example 
of how palliative care can benefit patients. 
While going through chemotherapy or 
radiation, palliative care helps these 
patients manage the nausea, vomiting, 
shortness of breath, sleeplessness, and 
depression that can come with chronic ill-
ness. In addition, palliative care helps these 
patients define what their personal values 
are and where their limits might be. “For 
whatever reason, whether it’s just because 
they’re very invested in healing the patient 
or curing the cancer or helping them live 
with their congestive heart failure, it’s 
very hard for the treating specialist to say, 
‘enough is enough,’” said Fazzalaro. “And I 
think no doctor really wants to bear that 
burden….” So the palliative care specialists 
and social workers can step in and talk with 
the patient and family about core values 
and goals that should drive their care plan. 
It empowers the patient to be the one to 
determine when the symptom burden is 
outweighing the burden of the treatment.

Hoag’s board and senior leaders have 
been very supportive of the palliative care 
team’s needs. “We’re very fortunate that our 
senior leaders really understand the benefit 
of palliative care to the patients,” Fazzalaro 
said. “I think they agree that it’s the right 
thing to do for the patients, and they are 
starting to recognize that, in addition to 
being the right thing to do, it may positively 
impact some of the value-based metrics 

that we’re being held accountable for, such 
as reducing readmissions, interventions, 
length of stay, and critical care bed days.” In 
2010, the Hoag board of directors created 
a document mandating the availability of 
palliative care to all Hoag patients who 
were interested. This action means that if a 
patient or family requests palliative care, a 
physician cannot refuse it. 

The palliative care team often debriefs 
both physician and nursing staff on chal-
lenging cases. In addition to consulting 
with the patient and family, they also 
provide the staff and treating team with 
support and an open communication 
channel, to help guide them through dif-
ficult situations whether it may be cultural 
issues, family dynamics, or advocating for 
the patient’s desires. “A lot of the work that 
we do to support the staff really helps the 
hospital overall because it helps to reduce 
that compassion fatigue and burnout that 
easily comes with taking care of very sick 
patients,” Fazzalaro said.

“Palliative care is really the 
foundation of population health. 
If you’re trying to manage a 
population, the most important 
thing is finding out what’s 
important to those people and 
where their limits are, because 
we see patients come in and 
out of the emergency room all 
the time, and they realize they 
didn’t want to be there—but 
nobody asked. I think that’s 
the place where we can make 
the biggest impact as the 
healthcare industry changes. 
If ever there were a key time 
for palliative care, it’s now.” 

—Kristyn Fazzalaro, LCSW, ACHP-SW

Palliative Care Quality Network 
Helps Further Efforts 
Both Valley Medical Center and Hoag Hos-
pital are part of the Palliative Care Quality 
Network (PCQN). Started in 2009, the PCQN 
is a continuous learning collaborative com-
mitted to improving the quality of palliative 
care services provided to patients and their 
families. PCQN and its members use shared 
data collection and analytic strategies 
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to drive quality improvement initiatives, 
identify and disseminate best practices, 
and foster a professional community that 
contributes to the growth and future direc-
tion of palliative care.

The Valley Medical Center and Hoag pal-
liative care teams are currently participat-
ing in PCQN’s quality improvement project 
for pain management. PCQN provides 
them with data from a broad set of other 
California hospitals including public and 
private, enabling participants to compare 
themselves against others, see what oth-
ers are doing, and determine what can be 
implemented in their own institutions. 
Networking with peers has been a valuable 
resource for the Valley Medical Center team 
in particular, given the grass-roots nature of 
their efforts. “The nice thing about having 
these [PCQN] meetings is that everyone 
shares what’s going on in their program. 
And I think palliative care is still grow-
ing so much that we get ideas from other 
programs,” said Dr. Pham. The information 
provided by PCQN is also providing the Val-
ley Medical Center team with evidence to 
take back to the hospital leadership, to help 
make the case for growing the program.

Drs. Lee and Pham record their patients’ 
daily pain, nausea, and shortness of breath 
scores, and then PCQN analyzes the scores. 
“We haven’t done a lot of quality improve-
ment things on our own—we were tracking 
things like the percentage of patients with 
an advanced directive, or the percentage 
of patients on a bowel regimen—but to be 
able to have somebody pushing us along 
the road to actually ask ourselves, how are 
we doing with pain management and what 
kinds of things can we do better, and get-
ting it down to a meaningful level, has been 
really helpful to us,” said Dr. Lee.

The Hoag team has benefitted greatly 
from PCQN biannual meetings and collabo-
ration with peers in the network, which has 
enabled them to start setting benchmarks 
for best practices. “We knew we were doing 
the right thing for the patient and doing 
great work, but we didn’t have any way to 
tell our leadership that we’re doing it and 
show them our outcomes—there was no 
basis of comparison,” said Fazzalaro. The 
PCQN has provided Hoag with a benchmark 
to determine outcomes on a particular 
metric against how the rest of the network 
is performing. “We keep real-time data, 
and we keep it entered into the [PCQN] 
database as real-time as we’re able to. And 
we report out on it every month at our staff 

meeting,” said Fazzalaro. “And 
then, we do quarterly reports to 
our direct leaders and annual 
reports to senior leadership 
and the board of directors 
to show them where we are, 
where there are opportunities 
for growth, and how the rest of 
the network is doing, to set the 
stage of what we think is best 
practice. If we’re doing X right 
now, what do we want to see 
in the future? What would we 
expect as improvement? And 
what’s reasonable to expect as 
improvement based on what 
other teams are doing?”

Conclusion and 
Discussion Questions for Boards 
and Healthcare Leaders 
Palliative care has enormous potential 
to enhance quality of care and patient 
experience through improved commu-
nication and care coordination, along 
with a focus on what the patient wants 
and needs rather than just doing “more 
medicine” without fully considering those 
implications. Furthermore, the palliative 
care practitioners profiled in this special 
section all overwhelmingly believe that, 
beyond doing what is right for the patient, 
palliative care can reduce waste, unneces-
sary care, and readmissions, thus reducing 
organizational costs. It can be provided 
in both inpatient and outpatient settings. 
Studies are showing that patients receiving 
palliative care have better quality of life and 
may live longer. In this context, it becomes 
apparent that palliative care is a key player 
in providing coordinated, person-centered 
care across the continuum.

With that in mind, the following list of 
questions can assist healthcare leaders and 
board members in assessing the role of pal-
liative care in their own institutions:
1.	 What is the status of palliative care at 

our organization? Is it treated as a 
priority? Do we have the resources in 
place to provide high-quality palliative 
care to all patients who could benefit 
from it? If not, what is the business case 
for investing in palliative care?

2.	 How significant should the role of 
palliative care be in our population 
health efforts? 

3.	 How should it be incorporated into our 
organization’s quality improvement and 
patient experience strategy? What are 

some ways to include aspects of 
palliative care into our overall person-
centered care approach?

4.	 How can we support more coordinated 
care efforts between patients’ initial care 
teams and the palliative care team? 
What are the needs of each care team 
and are they being properly addressed?

5.	 What standards can we implement 
across the organization (such as 
clinician–patient communication, 
advance care planning) that are 
measurable and evidence-based? Are we 
tracking palliative care effects on 
outcomes, prevention, readmissions, 
costs, etc.? How can we help the 
palliative care team demonstrate its 
effectiveness through data?

6.	 What should the board’s role be in 
providing education to physicians and 
nurses on the importance and benefits 
of palliative care? 

The Governance Institute thanks Steven 
Pantilat, M.D., Professor, UCSF School of 
Medicine, Founding Director, UCSF Palliative 
Care Program, and Principal Investigator, 
Project Director of the Palliative Care Quality 
Network, for reviewing drafts and recom-
mending organizations to interview. He can 
be reached at stevep@medicine.ucsf.edu to 
answer questions about Palliative Care Lead-
ership Center training, PCQN membership, or 
financial analysis of palliative care services. 
We also thank James Bennan, Executive 
Director, Financial Operations, UCSF, for 
providing financial data.
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