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D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

Mission & Priorities
D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

PRIORITY AREAS
Age-Friendly

Health 
Systems

Family
Caregiving

Serious Illness 
& 

End of Life



D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

A private philanthropy based in New 
York, established by family owners 
of the A&P grocery chain in 1929

• $625,000,000 in 
Aging & Health grants 
authorized since 1982

• Building the field of 
aging experts; 
Testing and replicating 
innovation
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D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

Focuses on improving the 
quality of life for people facing 
serious illness:

• Pain & symptom management
• Communication & coordinated 

care
• Appropriate from time of 

diagnosis
• Can be provided with curative 

treatment

Palliative Care

Resource: Center to Advance Palliative Care www.CAPC.org

https://www.capc.org/


D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

NASHP: Supporting the 
Continuum of Palliative Care
Goal of JAHF Grant to NASHP:
Improve access to and the quality of hospital and community-
based palliative care services

Approach:
• Review palliative care activity & policies in states
• Convene State Leadership Council on Palliative Care
• Develop briefs for State Health Policymakers
• Provide technical support to states
• Disseminate findings and resources



D E D I C A T E D  T O  I M P R O V I N G  T H E  C A R E  O F  O L D E R  A D U L T S

Thank You!

W W W . J O H N A H A R T F O R D . O R G

R a n i . S n y d e r @ j o h n a h a r t f o r d . o r g



Torrie Fields, MPH
CEO, Votive Health

State policies to support people with serious 
illness: Lessons learned implementing palliative 

care benefits 



Decisions that need to be made to develop a 
palliative care benefit

1. What is the reason/business case for implementing a palliative care 
benefit? What is the expected return on investment to the state?

2. What lines of business should be covered? 
3. What populations should be covered?
4. How many people might utilize the benefit?
5. What services would those who would utilize the benefit most need the 

most?
6. Who (what providers and of what competency) is best equipped to deliver 

this care at the highest value?
7. How much would it cost to to deliver the services the population needs by 

those providers?
8. What is the estimated cost to deliver the services and what can MCOs 

anticipate modeling as part of their RFP response?



“Palliative care” = great care and good business

CAPC- https://www.capc.org/tools-for-making-the-case/downloadable-tools/

Meets the “Triple Aim” 
 Improving patient experience of care 

(including quality and satisfaction)
 Improving the health of populations
 Reducing health care costs

https://www.capc.org/tools-for-making-the-case/downloadable-tools/


Who is the population in need of palliative 
care?

About 40,000 deaths per year among those under 65

About 9,000 of those are deaths 
“palliative eligible” conditions

About 2,750 of 
those “palliative 
eligible” deaths 

are likely Medicaid 
beneficiaries

About 900 
more that are 
seriously ill, 

but don’t die

About 3,800 where 
someone “would not be 
surprised” if the patient 

died in the next year

About 2,500 if more 
hospice-like eligibility 

was used

About 15,000 if looser 
algorithm-based criteria 
are used (e.g. Diagnosis 

+ utilization)
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There are several approaches to estimate the number of individuals that would be eligible for a palliative care benefit.These are generally the most sensitive to identification and engagementThere are estimated to be three times more eligible beneficiaries among the dual-eligible population compared to those with Medicaid alone.It may be more difficult to identify and engage the dual eligible population with a Medicaid benefit because of their split coverage.In general, algorithm-based identification mechanisms are less specific than referral-based identification.



Palliative care patient eligibility criteria
Generally, when developing a benefit, palliative care should be a standard part of 

the managed Medicaid benefit for any adult. Additional populations to consider 
benefit expansion include dual eligible and beneficiaries under 65. 

General Population Criteria CDC Estimated Disease Categories
• A palliative care benefit is targeted toward a 

seriously ill population whose conditions put 
them at a high mortality risk in the next 12-18 
months.

• The utilization of the palliative care benefit 
can be estimated from the approximate 
number of Medicaid beneficiaries who die 
from a serious illness.

• This is then adjusted for the ability to identify 
and engage those beneficiaries

Included but not limited to:
• Congestive Heart Failure (CHF)
• Chronic Obstructive Pulmonary Disease 

(COPD)
• Cancer
• End stage renal disease (ESRD)
• End stage liver disease
Expansions
• Dementia/Alzheimer’s (LTSS)
• Cystic fibrosis, congenital disease or 

developmental illness (pediatrics)



Standardizing care and tracking progress
improves patient care

15

Quality & Performance Monitoring

Patient outcomes:
• patient physical and psychological wellbeing: 

pain, symptoms, anxiety, depression, hope
• increased survival time
• Advance care planning documentation
• Evidence of care gap closure 
• Experience of care

Caregiver outcomes:
Burden, anxiety, depression, post-death grief

Network outcomes:
• Utilization and cost outcomes
• Hospital admissions & days
• ED visits
• Improved documentation, coding, risk 

adjustment

Interdisciplinary Team:
MD, RN, SW, Chaplain

Physical, medical, psychological, social & spiritual support

Patient & 
Caregiver 

Education & 
Training

Coordinated, 
Patient-

Centered Care

Pain & 
Symptom 

Management

Navigation: 
Care Across 
All Settings

Continuous 
Care:

24/7 Call Line 
& Telehealth

Base requirements for palliative 
care models
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There are standard base requirements that need to be included to ensure that the benefit gets expected outcomesBundle of services (similar to hospice)Clinical and non-clinical panel of providers (similar to health homes)Individualized assessment and documented shared care plan (similar to encounter documentation for risk adjustment)24/7 care coordination and case management (similar to complex care management)Patient and family education and training (similar to disease management)



Who’s on a palliative care team?

Specially-trained
o Doctors

o Nurses

o Social workers

o Home health aides

o Chaplains

o Behavioral health

o Pharmacists



Most Medicaid managed care plans reimburse 
though Value Based Payment (VBP) 

• Initial assessment is critical to establishing member trust, routing to appropriate 
level of care, and proper utilization of the benefit. 

• Flexible payment to account for change in patient acuity/need over time with the 
least amount of administrative burden. 

• Per member per month (PMPM) care coordination fee to support the benefit’s 
hospice-like interdisciplinary team approach. 

• Removal of member out-of-pocket costs are a critical part of the benefit structure. 
Palliative care should be of no charge to the consumer.

• State and managed care plan reporting must be considered so that members are 
not lost to follow up and can be supported through care transitions.



Identification and engagement largest barrier to 
access

• Claims-Based:
• Need to be more specific than sensitive due to “false positives”
• Severe medical condition + hospitalization in past 6-months + HH, SNF or DME claim 

in past 6-months
• Severe medical condition is cancer with poor prognosis, COPD w/home oxygen, ESRD, 

advanced dementia, hospitalized CHF, advanced liver disease, diabetes with severe 
complications, ALS, hip fracture with age > 70, 3+ chronic conditions.

• Referral-Based:
• Usually based on an attestation that they “would not be surprised if the patient died in 

the next 12 months.”
• Plus additional criteria (one of the following)

• Hospice eligible, but not ready to enter hospice
• Have experienced rapid or significant functional decline
• Have experienced nutritional decline, and/or
• Have had two or more hospitalizations or ER visits in the previous three months



Barriers to enrollment limit exposure allows for 
population expansion

• Estimated population with serious illness is approximately 4%, with estimated 
engagement rates just greater than state hospice enrollment assumptions. 

• However, small proportion of the population in need of most assistance, will garner 
proportional amount of savings and quality results with benefit utilization.

• As new benefit is being implemented and depending on the investment in 
community and provider education, low enrollment estimates expected.

• Small population estimates prove difficult when showing overall savings but 
provide an opportunity to make a business case for expanding populations to 
include dually eligible, pediatric serious illness, or additional disease criteria 
(Alzheimer's, neurodegenerative diseases, etc.).



Key Takeaways & Lessons Learned
• Innovative hospices and home health agencies are well positioned to provide 

home-based palliative care, due to setting and team composition
• Licensure and other regulatory barriers can limit capacity of providers to 

provide this service; federal guidance can be unclear for waiver application
• Enrollment growth is slow and building relationships takes time
• Referral sources must be varied to account for low enrollment or exposure to 

these types of services. People often don’t know what palliative care is
• Implementation is slow and other barriers will arise

• Applying hospice regulations to palliative care programs
• Changing reimbursement from fee for service to bundled payment
• Lack of exposure to contract negotiation and pricing, referrals to palliative
• Slower than average pace for contracting and payment, utilization management, 

information coordination
• Expectations about enrollment estimates should be tempered, with managed 

care plans given guidance on where to start, how to scale



INTEGRATION OF PALLIATIVE CARE 
IN RURAL COMMUNITIES

PAT JUSTIS, MA
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• Patients  and their 
families want suffering 
relieved. 

• Healthcare teams want 
to relieve suffering.

• All may chase 
aggressive workups and 
curative treatments 
because they do not 
know another way is 
possible.

Relieve suffering



The Rural Tragedy

Rural community members 
with serious illness may find 
city-based tertiary care 
particularly stressful:

• Not used to urban 
environment

• Inclement weather 
can be dangerous 
driving

• Gas  for vehicle  may 
not be affordable

• Pulled away for the 
people and places 
they love
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What is palliative care?

Washington Rural Palliative Care Initiative
Palliative care is specialized care for people living with serious illness. Care is focused on relief 
from the symptoms and stress of the illness and treatment—whatever the diagnosis. The goal is 
to improve and sustain quality of life for the patient, loved ones and other care companions. It 
is appropriate at any age and at any stage in a serious illness and can be provided along with 
active treatment.

Palliative care facilitates patient autonomy, access to information, and choice. The palliative 
care team helps patients and families understand the nature of their illness, and make timely, 
informed decisions about care. 

Adapted from the Center for the Advancement of Palliative Care (CAPC) and the National Consensus Project for Quality Palliative Care
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Pippa Hawley,
University of British Columbia
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Rural Palliative Care in Minnesota

Stratis Health (Quality Improvement Organization) initiated work 
on rural palliative care in 2009 and now have 23 rural 
communities offering some level of palliative care service.
They increased benefits for palliative care in the state.
Their approach is community based and community driven.
Just  ended a project with WA, ND and WI

https://stratishealth.org/toolkit/palliative-care-resource-center/

https://stratishealth.org/toolkit/palliative-care-resource-center/
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Washington Rural Palliative Care Initiative
objectives

Assist rural health systems  and communities to integrate 
palliative care in multiple settings, to better serve patients with 
serious illness in rural communities.
Decrease transfers to distant urban tertiary services.
Move upstream to serve patients with serious illness earlier in 

their experience of illness.
Develop funding models for sustainable services
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Palliative care initiation at the time of serious 
illness diagnosis

• Gives patients and loved ones the 
opportunity to view a wider selection of 
choices about care

• Allows for intermittent access within a 
long-term trusting relationship

• Leads to earlier and more frequent 
hospice referral
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Rural health 
systems and 

their 
communities

Direct  
Telemedicine 
services for 

patient/family

Clinical team 
culture change 

training and 
technical 

assistance

Rural Centers of 
Excellence

Telehealth team 
based

case consultation

Community 
engagement and 

education

Act Plan

Study Do

Begin with in-kind contributions and develop 
sustainable funding streams

The Model
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Tertiary

Secondary

Primary

Direct telemedicine to 
patient and family in 
clinical and home 
settings

Case consultation 
via telehealth

Build skills 
and 
services in 
rural 
community

Clinical complexity
and level of 
expertise in 
palliative care

Levels of expertise in palliative care
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Medical care is one 
kind of need

Communities can 
offer many kinds of 
support.
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The measurement categories

Clinical quality focused on symptom assessment and control
Quality of Life 
Patient/family experience or satisfaction
Utilization/Claims/Fiscal
Process/Operational
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The picture can't be displayed.



Please visit our Portal

https://waportal.org/partners/home/washington-
rural-palliative-care-initiative

https://waportal.org/partners/home/washington-rural-palliative-care-initiative
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Thanks to our funders

Cambia Health Foundation
Stratis Health
Amerigroup/Anthem
Federal Office of Rural Health Policy- HRSA
In-kind contributions from advisory team members, telehealth 

panelists, and Rural Health team members at WA State 
Department of Health



Pat Justis, MA
Executive Director, Rural Health

Washington State Office of Rural Health

360.338.2875
Patricia.justis@doh.wa.gov
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Wendy Fox-Grage, MSG, MPA
National Academy for State Health Policy

Project Director

NASHP’s Palliative Care Work

• Palliative Care Resource Hub

• State Palliative Care 
Recommendations and 
Resources

• Infographic: The Value of 
Building a State Palliative Care 
Benefit

• Infographic: What State 
Policymakers Need to Know 
About Palliative Care

• Seven Ways State Policymakers 
Can Promote Palliative Care

https://www.nashp.org/palliative-care/
https://www.nashp.org/palliative-care/state-palliative-care-recommendations-and-resources/
https://www.nashp.org/infographic-the-value-of-building-a-state-palliative-care-benefit/
https://www.nashp.org/infographic-what-state-policymakers-need-to-know-about-palliative-care/
https://www.nashp.org/seven-ways-state-policymakers-can-promote-palliative-care/


NASHP Palliative Care Resource Hub



State Palliative Care Recommendations and Resources



NASHP Recommendations to Promote Access to Palliative Care



Infographic: What State Policymakers Need to Know About 
Palliative Care



Infographic: The Value of Building a State Palliative Care Benefit



Palliative Care Newsletter 

Sign up for our newsletter!

https://nashp.us5.list-manage.com/subscribe?u=7c540696e67cc934b09085310&id=4fcb1ed82c


Q&A

• Please enter your questions using the Q&A function



Thank you!

• Please complete the evaluation in the pop-up box after the webinar to help us 
continue to improve your experience!

• Any questions about the webinar or NASHP’s work on state palliative care policy 
can be emailed to Mia Antezzo at mantezzo@nashp.org

This work is supported by The John A. Hartford Foundation.

mailto:mantezzo@nashp.org
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