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Objectives

1. Identify the differences between hospice and 

palliative care 

2. Discuss early research on palliative care 

outcomes

3. Identify patients and families who will benefit 

from palliative care services

4. Explore where palliative care services are 

provided

5. Discuss approaches useful in supporting a 
patient's own goals of care. 



Palliative Care Defined

.  …“an approach that improves the quality 
of life of patients and their families facing 
the problems associated with life-
threatening illness, through prevention 
and relief of suffering by means of early 
identification, impeccable assessment, and 
treatment of pain and other problems: 
physical, psychological and spiritual”  
(WHO, 2020)



Palliative care is specialized medical 
care for people living with a serious 
illness. This type of care is focused 
on providing relief from the 
symptoms and stress of the illness. 
The goal is to improve quality of 
life for both the patient and the 
family.  (CMS, 2023)



HOSPICE VERSUS PALLIATIVE CARE
Hospice Palliative Care

Authorization Benefits defined and authorized 

under CMS Medicare regs

No designed MCR benefit or plan

Eligibility Must meet specific criteria, 

1. Terminal illness

2. < 6-month prognosis

Accessible at any age and stage 

of serious illness

Services Covers array of services;  access 

to IDT, meds, DME, 

bereavement, and all levels of 

hospice care

Not a substitute for hospice or 

another set of services

Therapies Hospice is not given along with 

curative therapies.  

Pt must choose hospice based on 

their goals of care

Benefits defined and authorized 

under CMS Medicare regulations



Global Key facts

 Every year, an estimated 56.8 million 
people, including 25.7 million in the last 
year of life, are in need of palliative 
care.

Worldwide, only about 14% of people 
who need palliative care currently 
receive it.

 Adequate national policies, programs, 
resources, and training on palliative care 
among health professionals are urgently 
needed in order to improve access.

WHO 2020



US key facts

 Rank 43rd in end of life (EOL) care 
quality among 81 countries.  Why?  Here 
is a sample of questions that led to this 
ranking

 In the last 12 months of life, US spends an 
average of $35,300 on hospital care. 

 In the final 3 months of life, average 
spending on hospital care increases to 
$56,300

 Health care expenditures % GDP 17.1%

Journal of Pain and Symptom 

Management. Federal reserve 2024 



Our nation’s focus is on disease 

specific treatment

The results are: 

1. Fragmentation of care

2. Unnecessary suffering

3. Burdensome care that may be futile

4. Costly interventions

5. Lengthy and repeated hospitalizations. 

6. Emergency department visits

7. Overwhelmed family members and caregivers

8. Clinical burnout



How is Maine graded?

B



Dr Temel from MGH in Boston published a seminal 

article  in the NEJM in 2010

Eligible patients enrolled within 8 weeks after diagnosis , randomly 

assigned to 1 of 2 groups June 2006-July 2009.  

n=151 patients with newly diagnosed metastatic NSCLC 

received either early palliative care integrated with standard 

oncologic care or standard oncologic care alone. 

QOL index and mood was assessed at baseline and at 12 weeks with 

the use of the Functional Assessment of Cancer Therapy–Lung 

(FACT-L) scale and the Hospital Anxiety and Depression Scale, 

respectively. The primary outcome was the change in the quality of 

life at 12 weeks. 

Temel JS et al. J Clin Oncol 2017



Results

Higher quality of life (QOL) index for those with integrated 
Palliative care

1. improved mood

2. more frequent documentation of resuscitation preferences

4. Less aggressive end-of-life care.  

5.  Lived longer by 3 months



Research

 Temel again- newly diagnosed patients with lung 
and gastro-intestinal cancers involved 350 people, a 
monthly consultation with palliative care, improved 
QOL again an improvement of quality of life

 Sheffield UK- showed median survival of 19 months 
for those receiving PC, versus 11 months for the 
group who had received regular neurology follow up 
only

 Ireland- showed survival advantage of the 
specialized PC team approach for neurologic issues 
had a median survival of 1.22 years versus 0.98 years 
for the control group . 



Summary of research

Reduces: 

1. hospital visits, length of stay

2. ED visits in last 6 months of life

3. ICU utilization especially in last 30 days of life

4. Unwanted/unneeded tests, procedures, and treatments

5. Costs of care managing sx in patient home setting. 



Who benefits from Palliative 

Care? 

Primary serious illness diagnosis

Serious progressive health conditions 
that could lead to death within a 
year

 Functional-cognitive-nutritional 
decline 

Symptom control

Multiple comorbidities  

Recurrent hospitalizations



Complex family dynamics

Previously a hospice patient

Uncontrolled symptoms

Trauma

Post cardiac arrest

Help with advance care planning



What does Palliative Care do?

➢An extra layer of support in 
partnership

➢Proactive/aggressive symptom 
management

➢ Education

➢Goals of care conversations

➢Quality of  life focus

➢Navigation and continuity of care



Where is Palliative Care 

given?
1. Hospital: ICU, ED, Med-Surg, 

Behavioral 

2. In Home setting

3. PC based clinics

4. SNF/ALF/residential care

5. Telehealth

6. Provider offices

7. Specialty practices



Angela

Angela 52 yo frail appearing 

homeless woman sought 

medical care 1 year after 

finding a lump on left 

breast. No treatment or 

workup.  One year later 

breast is macerated, 

fungating. After dx,  

chemotherapy initiated for 

short time, stopped due to 

adverse effects.  Pt has no 

PCP.

  

Earns money collecting 

returnable bottles on the streets 

every day

Very select social support. Clean 

from drugs several years, sober 

same



Clinical pearls

Assess her medical decision making 

capacity, medical literacy 

Prognosticate, ask her permission to 

share that information with her

Explore her priorities in the context 

of her new health issues



Angela
Angela needed PCP, difficult at 

best due to pressures placed on 
family practitioners.  Now 
moved to boarding house with 
assistance from palliative care 
SW.  

NP worked with local provider 
to accept this pt, as pt was 
within walking distance to the 
clinic. Prior referral required 
transportation which was not 
easily available. 



Clinical pearls 

 assess how realistic medical plan is for the 

patient and her ability to adhere to the treatment

 Identify and breakdown barriers to care goals*

 Referral to additional services eg social work, case 

management, housing



Angela
Angela required acute in-patient 

admission for poor pain control.  

Known to PC, trust built, 

distrustful of the medical 

community. 

Pain medication regimen 

recommended by Pall Care NP 

to attending provider. Improved 

pain control and returned to 

boarding room



Clinical pearls

 Early interventions and referral:  time is precious

 

 Once trust is developed consider serious illness 

conversation tools 

 explore her hope and worries about now and the 

future



Angela

Angela remained home 

doing what she’d 

always done; collecting 

bottles on the side of the 

road. She shared her life 

again with previous 

homeless friends.



Angela
• Team members 

explored with her 
way to make it 
safe for her as she 
was transitioning 
to hospice. 

• She was clear 
about her goals.  
She finally 
accepted hospice 
as long as PC 
members could see 
her occasionally. 



Challenges in Palliative Care

 Lack adequate reimbursement structures

 Telemedicine in a rural state

 Staffing challenges

 Supporting staff to prevent burnout

 Stewarship of resources in a rural state

Maintaining a focus on interdisciplinary team

 Adequate staffing in environment of continued growth

 Public awareness of PC services



Summary

Palliative Care is an established medical model of 

care, works in partnership with PCP’s, specialists 

to care for patients and their families.  

Palliative Care Teams work with patients who deal 

with chronic, serious illness. The focus is  on 

goals of care, quality of life as defined by the 

patient and pain and symptom management. 
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