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Introduction- Transitions LifeCare- nonprofit hospice and palliative care organization providing support to community for 40years. We care for around 620 hospice patients every day, as well as over a thousand patients on palliative care. We have a 30 bed inpatient hospice facility and also provide home health, grief support and have a comprehensive home based pediatric hospice and palliative care program. 



Agenda

• Overview of Hospice Care and Palliative 
Care 

• Similarities, differences, payment models
• Discuss some barriers/challenges 
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I’m going to give a very quick overview of hospice and palliative care and discuss some of the similarities and differences including the payment model, and then I’ll also touch on some of the barriers and challenges we see. 



What is Hospice Care?
• Model for quality compassionate care for people facing a life-

limiting illness
• Provided by a team of specially trained professionals and 

volunteers 
• For patients whom two physicians have determined they have 

a terminal illness with six months or less to live if the disease 
runs its “normal course.”

• Choosing to forgo “curative” care

Patient 
and 
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Hospice care is really the country’s first model of coordinated care existing well before any discussion of “value based care” hit the radar. This care is centered on providing comprehensive care to the patient and the family as they are facing a life limiting illness. This model of care has been paid for as a Medicare benefit since 1982, and now serves nearly 48% of medicare beneficiaries at the end of life. In order to elect this benefit, patients must have a prognosis of 6 months or less, and they must choose to forgo curative or disease directed care. 



What Services Are 
Provided?

Benefits
• Nursing Care
• Medical Social Services
• Some Physician 

Services
• Counseling Services
• Short-term Inpatient 

Care
• Medical Appliances and 

Supplies
• Hospice Aide and 

Homemaker Services

• Ambulance 
Transportation

• Therapy 
(PT/OT/Speech)

• Volunteer Services
• Respite Care
• Special Modalities
• Bereavement 

Counseling

Centers for Medicare and Medicaid Services, Medicare Benefit Policy Manual, CMS Pub. 
100-02, Chap. 9, Sec. 40 (Rev. 141, Mar. 2, 2011)
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When a patient elects the Medicare hospice benefit, they receive a lot of additional support. All of these services are included in the hospice benefit, including nursing care, social work, spiritual care, aides, supplies, ambulance, therapy, volunteer, respite and 13 months of bereavement counseling for families after death.



People You Get With Home 
Hospice

• The doctor you want to be in charge of your care
• Hospice RN (1-2 hours, 1-3x/week)
• Nursing Assistant (1-2 hours, up to 4x/week)
• Social Worker (1-2 hours, 1-2x/month)
• Chaplain (1-2 hours, 1-2x/month)
• Volunteer (up to 3 hours, 1x/week)
• 24-hour on-call nursing and MD support for 

emergencies.

Averages about 8-12 hours per week of in-home support.  
There are 168 hours in a week.
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Many people have a misperception that hospice is a “place” or that a hospice nurse or aide will move in with them to care for their family member. When we look at how much hands on care patients actually receive through the hospice benefit, nurses visit usually between 1-3 times/week, an aide might come 2-3 times/week, a social worker and chaplain 1-2x/month. Patient may receive regular volunteers, but these cannot provide hands on care, and they also receive 24hr on call nursing and physician support. When this is all tallied up, it amounts to about 8-12 hrs/care per week of  in home support. That leaves a lot of hours left for family caregivers to figure out, and we’ll talk about some of those challenges in a minute.



Where Is Care Provided?

• Care is primarily provided in the patient’s 
home or a skilled or assisted living facility.
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So despite the preception that hospice is a place people go to die, Most hospice care is actually provided in a home setting at a routine hospice level of care.



Medicare Hospice Payment 
Model

• Not traditional Medicare fee-for-service
• Daily payment (per diem) for ALL related 

care (special services included)
• 4 levels of payment

– Routine
– Respite
– General inpatient
– Continuous Care
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So how is all this paid for? The hospice payment model really represents the first capitated model where the hospice is given a set amount of money each day, a per diem, to pay for all of the care related to that terminal prognosis. Under this model there are 4 different levels of care and payment which I describe in more detail. Most private insurances and Medicaid follow the medicare benefit, though some allow for concurrent care and some do not require the 6 month prognosis.



Four Levels of Hospice Care

• Routine Home Care: 
– $191/day (day 1-60); 

$150/day (day 61 
&beyond)

– Regular visits in home 
setting

• General Inpatient
– $740/day
– Short term symptom 

management in inpatient 
unit or hospital

• Continuous Care:
– Billed hourly $40.49/hr; 8 

hr block to bill
– LPN/RN for symptom 

management
• Respite Care:

– $172/day
– Caregiver relief
– 5 day stay at contracted 

facility
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Again, the vast majority, 98%, of hospice days are at the routine level of care, where patients receive visits in the home by an interdisciplinary team. The general inpatient level of care is usually delivered in an inpatient hospice unit or a hospital and is meant to be a short term level of care to help manage patient’s severe symptoms that cannot be managed in any other setting effectively. These patients are often requiring multiple changes in medications, IV or SQ route of medications. Continuous care is also meant to provide a higher level of care to manage a short term crisis in the home LPNs, RNs, and aides coming to the home to provide assistance for several hours in a row. This can only be billed if there were at least 8 hrs of care provided. Respite care is meant to provide caregiver relief where a patient can stay at a contracted facility for a 5 day stay to give the caregiver a break. It’s notable that there is no “nursing home” level of care, and this is a big challenge for patients at end of life who may need more hands on care than the 8-12 hours provided weekly by the staff. Patients cannot receive hospice at the same time of receiving skilled rehab services. If patients have Medicaid, this will pay for room an board at nursing homes and some ALFs, but for those who do not have Medicaid this is a big gap and point of stress for families. Many families struggle to figure out how to pay for private duty nursing or assisted livings  to help supplement those 160 hours left in the week where their family member may need more supervision and support. 



Hospice Utilization

• Hospice utilization is up overall, less 
people are dying in hospitals Teno et al JAMA 2013

• Median length of stay on hospice still short 
(24 days) NHPCO 2017

• 28% of patients receive hospice care <1 
week

• 40% receive for <2 weeks

https://www.nhpco.org/sites/default/files/public/Statistics_Research/2017_Facts_Figures.pdf
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Good news is that hospice utilization is up overall across the country, though it does vary by geography. but we also know that the median length of stay for hospice is still short and almost a third of patients are on service for less than a week, and 40% are on for less than two weeks. So why is this? We have a great model for end of life care in hospice, but many people are either never accessing this, or if they are , they are using it only in the final days. We know we could give folks much more support if we were in there for longer, so what are the barriers? 

https://www.nhpco.org/sites/default/files/public/Statistics_Research/2017_Facts_Figures.pdf


Barriers to Hospice

• Desire to pursue “curative” or disease 
directed treatment

• Patient or family not wanting to “give up”
• Communication and prognostication
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One of the major barriers has been the need to forgo curative or disease-directed treatments, as the whole focus of hospice is palliative. This is difficult when our current medical culture continues to find the latest and greatest new technology, surgery or chemotherapy which promises to improve longevity and in some cases quality of life. It can be very difficult for people to choose to let these options go, but that doesn’t mean that they wouldn’t benefit tremendously from the support of hospice. It’s just in the current model, there is no payment mechanism to support this. A new pilot by Medicare called the Medicare Care Choices Model is evaluating the impact of allowing more of a concurrent care model, and we have seen value in this in our population. Another major barrier is the ongoing perception that hospice means you are giving up. Many have the misperception that you need to be actively dying to go to hospice, or that if you go to hospice all your medications will be stopped and you will be sedated on admission. In actuality, each patient’s care plan is carefully tailored to their needs and many people actually feel better, improve and even discharge from hospice. Our health care culture is another barrier, with the idea that dying still represents a failure on our part, and this can make it difficult for physicians to know how to discuss goals of care and serious illness. In addition, prognostication can be challenging, especially in chronic disease that can have a variable trajectory, and even in cancer with developments of new treatments that can potentially alter prognosis. So clearly we have a problem. We have a great model of care for patients with terminal illness, but we have conditions that limit people’s willingness or ability to utilize these services. 



What is Palliative Care?
Center to Advance Palliative Care (CAPC)

Specialized care for people with serious 
illnesses
• Focused on relief from the symptoms, pain, and 

stress 
• Goal is quality of life for both the patient and the 

family
• Extra layer of support at any age and at any stage
• Helping to understand treatment options and 

goals

11

Expert management of pain and other 
symptoms
Emotional and spiritual support
Close communication
Help navigating the healthcare system
Guidance with difficult and complex 
treatment choices
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There is a recognition that patients and families don’t only need support during the terminal phase of illness, but may benefit from a palliative approach in their care much earlier. Palliative care has grown out of the hospice movement as there was an increasing gap in how we were provided care to those with serious illness.  Palliative care is a specialized care for people who have a serious illness. The main focus is on relieving pain, symptoms and stress and improving quality of life for the patient and the family. This type of care is layered on top of all the other care the patient may be receiving and helps to provide support, navigation of complex decisions, and aligning treatments with what is important to the patient. This can be offered at any stage of a serious illness. 



Where is Palliative Care 
Provided?

Hospital

Outpatient 
Clinic

Subacute 
Rehab

Long Term 
Care

Assisted 
Living

Private 
Residence

Palliative 
Care
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Overall, access to palliative care has improved tremendously over the past 10 years. Now most hospitals that have 300 beds or more have a palliative care team. Now, there is a growing interest in developing a continuum of palliative care services across all settings and we have seen growth of palliative care teams in community based settings as well as nursing homes and clinics.  



• Quadruple Aim: 
– Improves health of population
– Improves patient experience
– Reduces cost of care
– Improves Care-Team well-being

“People shouldn’t have to suffer first to earn 
support” 

-M Twaddle, MD

Why Palliative Care?
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Over the last 20 years there has been consistent evidence published about the benefits of palliative care, showing that when we align the treatments with patients goals this improves quality of life and reduces overall costs of care. When we think about impact on systems of care, making the case for PC should be easy as it fulfills all aspects of the quadruple aim, improving the health of a population and patient experience, at a lower cost while also having a positive impact on the care-team as a whole. Bottom line, the most important reason to provide palliative care, is that people shouldn’t have to suffer first to earn support. And that is one of the biggest challenges with our current system. I would argue that sometimes people actually need MORE support than in the terminal phase of life- yes hospice is invaluable at providing education, symptom management, responsiveness in the home to allow people to have a good quality of life while they are dying. But people who are going through treatment, multiple hospitalizaitons, caregivers who are trying to coordinate multiple appointments, and confusing recommendaitons from multiple specialists…these people need a lot more support than they are getting from our system. We should instead be working to identify areas of need and proactively offering support and putting in resources to work to give them the best quality of life possible. 



Palliative Care Payment Model
1) It’s like consulting any other subspecialty, 

e.g., cardiology, oncology
2) Paid under Medicare Part B
3) Paid by most Private insurances i.e., BCBS, Cigna, United 

Medicaid
4) Self Pay
5) Charity 
6) New Models: per member per month (PMPM)

1) Helps pay for non physician/NP/PA IDT
2) BCBSNC pilot, MCCM, MA plans
3) Accountable Care Organizations
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Palliative care consultations are paid for like any other medical subspecialty- through Part B medicare with associated 20% copay, or by other private insurers. �Currently, the only covered service are MD and NP visits, though there are some models looking at how do we pay for a truly interdisciplinary approach to care. Much of what is needed, especially in the home based setting is nurse and social work support with physician and nurse practitioner oversight.  As the health care system shifts to focus more on value based care we are starting to see new models and types of payment including more of a bundled per member per month payment from some private payers including BCBS of NC, and some MA plans, and the Medicare care choices model. This type of payment helps to account for the non physician/NP/PA members of team.



Barriers to Palliative Care

• Payment model
– https://www.nationalcoalitionhpc.org/aahpm-pacssi-payment-

model-ptac-results-a-win-for-patients-and-families/

• Workforce
– PCHETA: https://www.congress.gov/bill/115th-congress/house-

bill/1676

• Misperceptions
• Palliative Care is the Fire Dept not the 

Fire!
– https://www.youtube.com/watch?v=BbNi_-wYXJE
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So palliative care sounds like a win win for everyone, so what are some of the barriers in getting this type of care to more people? One challenge that remains continues to be around the payment as we talked about, this doesn’t support the interdicsiplinary approach to care. It is hopeful that we are seeing changes in this at payor levels, ACO levels, and at the federal level as they are considering piloting a new payment model which would support this care. Another challenge is developing the workforce who have the skills and expertise to deliver this care. There is current national  legislation, palliative care and hospice education and training actthat would help impact this.A large barrier still is the many misperceptions that surround palliative care. Many associate it only with end of life care, the way this care is introduced to a patient can make all the difference. This short little video helps make that point. 

https://www.nationalcoalitionhpc.org/aahpm-pacssi-payment-model-ptac-results-a-win-for-patients-and-families/
https://www.congress.gov/bill/115th-congress/house-bill/1676
https://www.youtube.com/watch?v=BbNi_-wYXJE


Palliative 
Care

• Palliative care can be 
concurrent with disease 
directed care.

• Patient doesn’t have to have a 
terminal prognosis

• Paid under Medicare Part B; 
20% co-pay

Hospice

• Entire focus is on palliative 
treatments; patients usually 
must forgo disease directed 
treatments

• Patient MUST have 6 months 
prognosis as deemed by 2 
physicians

• 100% Paid under Medicare 
Part A 

Palliative care 
vs Hospice?
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So a take home point is to remember that the approach and core of palliative care and hospice care are the same- to provide comfort and pain and symptom management, optimize quality of life and address the whole person/family unit. Some key differences are that palliative care can be delivered alongside curative and disease directed care and patients do not have to have a terminal prognosis. We have a patient right now who has multiple sclerosis and will live a very long time, but also has new pain, changes in his living situation and impact on his mental health and well being that are being addressed by the palliative care team. Again the payment models are different with majority of palliative care being provided under Medicare Part B, where patients often do have a 20% copay. While hospice the entire payment shifts to the hospice and is 100% covered. 



Questions &Comments?
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