CHOOSING WISELY ®: NEXT STEPS IN IMPROVING HEALTHCARE VALUE
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As the shift to value-based payment accelerates, hospitals
are under increasing pressure to deliver high-quality, efficient
services. Palliative care approaches improve quality of life
and family well-being, and in doing so, reduce resource
utilization and costs. Hospitalists frequently provide palliative
care interventions to their patients, including pain and
symptom management and engaging in conversations with
patients and families about the realities of their illness and
treatment plans that align with their priorities. Hospitalists are
ideally positioned to identify patients who could most benefit

P

alliative care is specialized medical care focused on
providing relief from the symptoms, pain, and stress of
a serious illness. The goal is to improve the quality of
life for both the patient and the family. In all settings,
palliative care has been found to improve patients’ quality of
life,1,2 improve family satisfaction and well-being,3 reduce resource utilization and costs,4 and, in some studies, increase the
length of life for seriously ill patients.5
Given the frequency with which seriously ill patients are
hospitalized, hospitalists are well positioned to identify those
who could benefit from palliative care interventions.6 Hospitalists routinely use primary palliative care skills, including pain
and symptom management and skilled care planning conversations. For complex cases, such as patients with intractable
symptoms or major family conflict, hospitalists may refer to
specialist palliative care teams for consultation.
The Society of Hospital Medicine (SHM) defines the key primary palliative care responsibilities for hospitalists as (1) leading discussions on the goals of care and advance care planning
with patients and families, (2) screening and treating common
physical symptoms, and (3) referring patients to community services to provide support postdischarge.7 According to
data in the National Palliative Care Registry,8 48% of all palliative care referrals in 2015 came from hospitalists, which is
more than double the percentage of referrals from any other
specialty.9

from palliative care approaches and often refer the most
complex cases to specialty palliative care teams. Though
hospitalists are frequently called upon to provide palliative
care, most lack formal training in these skills, which have
not typically been included in medical education. Additional
training in communication, safe and effective symptom
management, and other palliative care knowledge and skills
are available in both in-person and online formats. Journal
of Hospital Medicine 2018;13:194-197. Published online first
December 20, 2017. © 2018 Society of Hospital Medicine

In a recent survey conducted by SHM about serious illness
communication, 53% of hospitalists reported concerns about a
patient or family’s understanding of their prognosis, and 50%
indicated that they do not feel confident managing family
conflict.10

IMPROVING VALUE
Context

Patients with multiple serious chronic conditions are often
forced to rely on emergency services when crises, such as uncontrolled pain or dyspnea exacerbation, occur after hours,
resulting in the revolving-door hospitalizations that typically
characterize their care.11 As the prevalence of serious illness
rises and the shift to value-based payment accelerates, hospitals are under increasing pressure to deliver efficient and
high-quality services that meet the needs of seriously ill patients. The integration of standardized palliative care screening and assessment enables hospitalists and other providers to
identify high-need individuals and match services and delivery
models to needs, whether it be respite care for an exhausted and overwhelmed family caregiver or a home protocol for
managing recurrent dyspnea crises for a patient with chronic
obstructive pulmonary disease (COPD). This process improves
the quality of care and quality of life, and in doing so, prevents
the need for costly crisis care.

Reducing Readmissions
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By identifying patients in need of extra symptom management
support, or those at a turning point requiring discussion about
achievable priorities for care, hospitalists can avert crises for
patients earlier in the disease trajectory either by managing
the patient’s palliative needs themselves or by connecting
patients with specialty palliative care services as needed. This
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TABLE. Palliative Care Quality and Cost Outcomes
Value Equation

Outcome

How Does Palliative Care Help?

Evidence

Higher quality

Patients live longer with higher quality of life

More communication, improved symptom management

Temel, N Engl J Med, 20105

Greater family satisfaction with quality of care

More communication, greater comfort, preferences met

Casarett, Arch Int Med, 201118

Improved pain, symptoms, and satisfaction with care

Symptom management and multidisciplinary team

Bernacki, JAMA Intern Med, 201419; Wright, JAMA, 200820

Lower costs per day

Goal-concordant care

Morrison, Arch Int Med, 200815

Shorter hospital length of stay

Improved symptom management, goal-concordant care

May, Palliat Med, 201721

Shorter ICU length of stay

Goal-concordant care

Norton, Crit Care Med, 200722

Fewer ICU admissions

Improved symptom management, goal-concordant care

Gade, J Palliat Med, 200823

Reduced readmissions

Symptom management and goal-concordant care with use
of standardized triggers for palliative care consult

Adelson, J Oncol Pract, 201724

Fewer hospital admissions and inpatient deaths

Better symptom management and higher hospice utilization with in-home palliative care

Lustbader, J Palliat Med, 201625

Fewer 30-day readmissions

Referral to outpatient support (palliative care or hospice)

Enguidanos, J Palliat Med, 201212

Lower cost

NOTE: Abbreviation: ICU, intensive care unit.

leads to a better quality of life (and survival in some studies)
for both patients and their families1,3,5 and reduces unnecessary emergency department (ED) and hospital use.12 Hospitalists providing palliative care can also reduce readmissions by
improving care coordination, including clinical communication
and medication reconciliation after discharge.13
A 2015 Harvard Business Review study found that the quality
of communication in the hospital is the strongest independent
predictor of readmissions when combined with process-ofcare improvements, such as standardized patient screening
and assessment of family caregiver capacity.14 While medical education prepares physicians to deliver evidence-based
medical care, it currently offers little to no training in communication skills, despite mounting evidence that this is a critical
component of quality healthcare.

Cost Savings
Hospital palliative care teams are associated with significant
hospital cost savings that result from aligning care with patient
priorities, leading, in turn, to reduced nonbeneficial hospital
imaging, medications, procedures, and length of stay.15 See
the table16,17 for examples of cost and quality outcomes of specialist palliative care provision and evidence supporting each
outcome.18-25
Multiple studies consistently demonstrate that inpatient
palliative care teams reduce hospital costs.26 One randomized
controlled trial investigating the impact of an inpatient palliative care service found that patients who received care from
the palliative care team reported greater satisfaction with their
care, had fewer intensive care unit admissions, had more advanced directives at hospital discharge, longer hospice length
of stay, and lower total healthcare costs (a net difference of
$6766 per patient).23
Research shows that the earlier palliative care is provided,
An Official Publication of the Society of Hospital Medicine

the greater the impact on the subsequent course of care,27
suggesting that hospitalists who provide frontline palliative
care interventions as early as possible in a seriously ill patient’s
stay will be able to provide higher quality care with lower overall costs. Notably, the majority of research on cost savings
associated with palliative care has focused on the impact of
specialist palliative care teams, and further research is needed
to understand the economic impact of primary palliative care
provision.

Improving Satisfaction
Shifting to value-based payment means that the patient and
family experience determine an increasingly large percentage
of hospital and provider reimbursement. Palliative care approaches, such as family caregiver assessment and support,
access to 24/7 assistance after discharge, and person-centered
care by an interdisciplinary team, improve performance in all
of these measures. Communication skills training improves patient satisfaction scores, and skilled discussions about achievable priorities for care are associated with better quality of
life, reduced nonbeneficial and burdensome treatments, and
an increase in goal-concordant care.19 Communication skills
training has also been shown to reduce burnout and improve
empathy among physicians.28,29

SKILLS TRAINING OPPORTUNITIES
Though more evidence is needed to understand the impact
of primary palliative care provision by hospitalists, the strong
evidence on the benefits of specialty palliative care suggests
that the skilled provision of primary palliative care by hospitalists will result in higher quality, higher value care. A number
of training options exist for midcareer hospital medicine clinicians, including both in-person and online training in communication and other palliative care skills.
Journal of Hospital Medicine Vol 13 | No 3 | March 2018
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• The Center to Advance Palliative Care (CAPC) is a membership organization that offers online continuing education
unit and continuing medical education courses on communication skills, pain and symptom management, caregiver
support, and care coordination. CAPC also offers courses on
palliative interventions for patients with dementia, COPD,
and heart failure.
• SHM is actively invested in engaging hospitalists in palliative
care skills training. SHM provides free toolkits on a variety of
topics within the palliative care domain, including pain management, postacute care transitions, and opioid safety. The
recently released Serious Illness Communication toolkit offers background on the role of hospitalists in palliative care
provision, a pathway for fitting goals-of-care conversations
into hospitalist workflow and recommended metrics and
training resources. SHM also uses a mentored implementation model in which expert physicians mentor hospital team
members on best practices in palliative care. SHM’s Palliative Care Task Force seeks to identify educational activities
for hospitalists and create opportunities to integrate palliative care in hospital medicine.30
• The Serious Illness Care Program at Ariadne Labs in Boston aims to facilitate conversations between clinicians and
seriously ill patients through its Serious Illness Conversation
Guide, combined with technical assistance on workflow redesign to help clinicians conduct and document serious illness conversations.
• VitalTalk specializes in clinical communication education.
Through online and in-person train-the-trainer programs,
VitalTalk equips clinicians to lead communication training
programs at their home institutions.
• The Education in Palliative and End-of-Life Care Program
and End-of-Life Nursing Education Consortium (ELNEC)
uses a train-the-trainer approach to educate providers in
palliative care clinical competencies and increase the reach
of primary palliative care provision. ELNEC workshops are
complemented by a curriculum of online clinical training
modules.

CULTURE CHANGE
Though palliative care skills training is a necessary first step,
hospitalists also cite lack of time, difficulty finding records of
previous patient discussions, and frequent handoffs as among
the barriers to integrating palliative care into their practice.10
Studies examining the process of palliative care and hospital
culture change have found that barriers to palliative care integration include a culture of aggressive care in EDs, lack of standardized patient identification criteria, and limited knowledge
about and staffing for palliative care.31 These data indicate the
need for system changes that enable hospitalists to operationalize palliative care principles.
Health systems must implement systems and processes
that routinize palliative care, making it part of the mainstream
course of care for seriously ill patients and their caregivers. This
includes developing systems for the identification of patients
with palliative care needs, embedding palliative care assess196
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ment and referral into clinical workflows, and enabling standardized palliative care documentation in electronic medical
records. While palliative care skills training is essential, investment in systems change is no less critical to embedding palliative care practices in clinical norms across specialties.

CONCLUSION
Hospitalists can use a palliative approach to improve care
quality and quality of life for seriously ill patients while helping
to avoid preventable and unnecessary 911 calls, ED visits, and
hospitalizations. The shift towards value-based payment is a
strong incentive for hospitals and hospitalists to direct resources toward practices that improve the quality of life and care for
the highest-need patients and their families. When equipped
with the tools they need to provide palliative care, either themselves or in collaboration with palliative care teams, hospitalists
have the opportunity to profoundly redirect the experience of
care for seriously ill patients and their families.
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