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 Copyright 2016, Palliative Care Quality Network (PCQN)      
PCQN ID #:_________________________________ 

(1) Consult request date: ______/______/______   

(2) Hospital admit date: ______/______/______     
      (same as consult date if admit avoided) 

(3) Age: ___________   (4) Gender: __________ 

Medical record #: _______________________________________ 

Last name: ____________________________________________ 

First name: ____________________________________________ 

Encounter #/ Visit ID:_______________  DOB: ______/______/______    

(5) Location at time of referral (choose one):  
! Med/Surg    
! Telemetry/Step Down   

! Critical Care    
! Ambulatory/Outpt clinic   

! Emergency Department    
! Pediatrics 

! Labor & Delivery    
! Acute Rehab    

! SNF 
! Other: ______________ 

(6) Reasons given by referring provider for initial PC consult (check all that apply):  
! Goals of care discussion/Advance 
Care Planning           
! Pain management                                   

! Other symptom management    
! Withdrawal of interventions     
! Transfer to comfort care bed/unit        

! Comfort Care  
! Hospice referral/discussion 
! No reason given                   

! Support for patient/family  
! Other: 
_____________________________ 

(7) Primary diagnosis leading to PC consult (check one):  
! Cancer (solid tumor)      
! Cardiovascular    
! Pulmonary   
! Vascular   

! Complex chronic   
conditions/failure to thrive      
! Renal      
! Trauma               

! Congenital/chromosomal 
! Gastrointestinal  
! Hepatic 
! Hematology               

! Infectious/ 
immunological/HIV 
! In-utero 
complication/condition         

! Neurologic/stroke/ 
neurodegenerative 
! Dementia          
! Other_______________  

(8) Code status at time of consult?  
! Full         ! Partial    ! DNR/DNI     

(9) Advance Directive document on chart at time of consult?      
! Yes         ! No         

(10) POLST on chart at time of consult?      
! Yes         ! No         

(18) ! Patient not seen (if patient not seen, do not record responses for data elements #11, 12, 13, 14, 15, 17) 
Reason:__________________________________ 

(11) Family meeting: Circle number each time you have a meeting  
1         2         3         4         5         6         7         8         9         10         11         12      13      14      15      16      17      18      19     20     

(12) PC team member disciplines involved in the consultation:  Assessment/ 
Outcomes:  

(13) 
Screening Status 

         (14) 
    Intervened 

 Neg Pos Declined Unable ! 

Pain ! !   ! 
Non-pain symptoms ! !   ! 
Psychosocial needs ! ! ! ! ! 
Spiritual needs ! ! ! ! ! 
Goals of care/ACP ! ! ! ! ! 

 

! Physician  
! Clinical Nurse     
Specialist 
! Nurse Practitioner  

! Physician Assistant  
! Nurse 
! Social Worker 
! Chaplain 

! Pharmacist 
! Psychologist/ 
Psychiatrist  
! Other 

(15) Other  Outcomes 
! Code status clarified    ! Advance Directive completed 
! POLST completed       ! Avoided Admission 

(17) Palliative Performance Scale (PPS) at time 
of consult (circle): (over for criteria)   

100%      90%      80%      70%      60%    
50%        40%     30%       20%      10%       0%  
      
 
16) Discharge/Sign Off date:  
________/________/________ 
(same as consult date if admit avoided)        
If team signs off prior to D/C then dispo (#18) is  
“hospital inpatient 

(18) Discharge disposition   
Patient status at Discharge:  ! Alive   ! Dead   
Location  
! Home 
! LTAC (long-term acute care hospital) 
! ECF (Extended care facility) 
! Hospital Inpatient  
! Non-Hospital Inpatient/Inpatient Hospice 
! Residential Care Facility/Assisted Living  
! Respite/ Shelter/ SRO 
! Other  _________________________ 

Service 
! Home Health 
! Palliative Care: Clinic-Based 
! Palliative Care: Home-Based 
! Hospice  
! No Services  
! Other ____________________ 
 

(19 -23)    Symptoms Patient report only:    None: 0          Mild: 1        Moderate: 2         Severe: 3    
                                     Pt. seen but unable to rate: 9          Pt. seen but not assessed: 7 

Date             

Pain             

Anxiety             

Nausea/Vomiting             

Dyspnea             

Bowel Mvmt (Y/N)             

PCQN	
  Dataset	
  • The	
  Pallia%ve	
  Care	
  Quality	
  Network	
  (PCQN)	
  is	
  
a	
  consor0um	
  of	
  interdisciplinary	
  pallia0ve	
  
care	
  teams	
  commiQed	
  to	
  working	
  together	
  to	
  
improve	
  the	
  care	
  of	
  seriously	
  ill	
  pa0ents	
  and	
  
their	
  families.	
  	
  

•  Standardized	
  data	
  collec0on	
  and	
  analy0c	
  
strategies:	
  	
  

•  drive	
  quality	
  improvement	
  ini0a0ves	
  
•  iden0fy	
  best	
  prac0ces	
  
•  foster	
  a	
  professional	
  community	
  with	
  a	
  

shared	
  vision	
  
	
  

•  Using	
  an	
  itera0ve,	
  membership	
  driven	
  
process	
  the	
  PCQN	
  created	
  a	
  core	
  dataset	
  of	
  
23	
  data	
  elements	
  &	
  23	
  op0onal	
  elements	
  	
  

•  The	
  standardized	
  core	
  PCQN	
  dataset	
  is:	
  	
  
•  based	
  on	
  na0onal	
  guidelines	
  
•  feasible	
  to	
  collect	
  in	
  real	
  0me	
  
•  targeted	
  at	
  key	
  processes	
  and	
  pa0ent-­‐
level	
  outcomes	
  	
  

METHODS 
• PC	
  teams	
  collect	
  data	
  on	
  every	
  pa0ent	
  seen	
  
and	
  enter	
  data	
  into	
  the	
  PCQN	
  database	
  

• We	
  report	
  data	
  on	
  48,290	
  pa0ent	
  encounters	
  
from	
  71	
  PCQN	
  members	
  between	
  January	
  3,	
  
2012	
  and	
  June	
  30,	
  2016.	
  	
  

Pa#ent	
  Characteris#cs	
  

Age:	
  Mean	
   72.0	
  years	
  	
  (Hospital	
  Range:	
  58	
  –	
  87)	
  

Sex	
  (Female):	
  %(n)	
   51.2	
  (24,725)	
  

Primary	
  Diagnosis:	
  %(n)	
  

Cancer	
   32.8	
  (15,832)	
  

Cardiovascular	
   12.6	
  (5,927)	
  

Pulmonary	
   11.0	
  (5,299)	
  

Neurologic	
   9.8	
  (4,711)	
  

Referral	
  loca0on:	
  %(n)	
  

Med/Surgical	
   41.7	
  (20,121)	
  

Cri0cal	
  care	
   23.1	
  (11,150)	
  

Emergency	
  Department	
   5.1	
  (2,451)	
  

Telemetry/Step	
  down	
   26.1	
  (12,615)	
  

Length	
  of	
  Stay:	
   Mean,	
  Median	
  (Range)	
  
Prior	
  to	
  consulta0on	
  request	
   4.7	
  days,	
  2.0	
  (Range:	
  0	
  –	
  467)	
  

On	
  Pallia0ve	
  Care	
  Service	
   5.1	
  days,	
  3.0	
  (Range:	
  0	
  –	
  738)	
  
In	
  Hospital	
   9.7	
  days,	
  6.0	
  (Range:	
  0	
  –	
  743)	
  

Code	
  Status	
  at	
  Time	
  of	
  PC	
  Referral	
  and	
  Ajer	
  PC	
  Consulta0on	
  	
  

RESULTS 

•  Standardized,	
  prospec0vely	
  collected	
  PCQN	
  
data	
  generates	
  benchmarking	
  of	
  processes	
  
and	
  outcomes	
  of	
  care	
  provided	
  PC	
  teams	
  	
  

•  PCQN	
  data	
  drive	
  ongoing	
  collabora0ve	
  
quality	
  improvement	
  projects	
  and	
  iden0fy	
  
best	
  prac0ces	
  

Prevalence	
  of	
  Pain	
  at	
  First	
  Assessment	
  (n=32,623)	
  
%(n)	
  

Family	
  mee0ngs	
  :	
   Mean=	
  1.2,	
  Median=	
  1.0	
  
Surrogate	
  decision	
  maker	
  iden0fied:	
   95.0%	
  
Code	
  status	
  clarified:	
   44.0%	
  
POLST	
  completed*:	
   46.4%	
  
Advanced	
  direc0ve	
  completed:	
   3.1%	
  

Discharged	
  Alive	
  by	
  Hospital	
  

*:	
  Live	
  discharge	
  (Not	
  full	
  code)	
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McNemar%Test:%%
p=%<0.0001;%N=%9,814%

N	
   Mean	
   Median	
   Min.	
   Max.	
  
Pain	
  Improved*	
  

Yes	
   3,150	
   5.4	
   3.0	
   1	
   393	
  
No	
   1,453	
   6.4	
   3.0	
   1	
   353	
  

All	
   4,604	
   5.7	
   3.0	
   1	
   393	
  

Pain	
  Improvement	
  and	
  LOS	
  Prior	
  to	
  PC	
  Consulta0on	
  

*:	
  Moderate/Severe	
  pain	
  at	
  1st	
  assessment	
  
ANOVA:	
  F=4.4,	
  p=0.02	
  

N	
   1st	
  to	
  2nd	
  
Mean	
  %	
  (Range)*	
  

N	
   1st	
  to	
  Last	
  
Mean	
  %	
  (Range)	
  

Pain	
   4,680	
   68.5	
  (38	
  –	
  100)	
   5,111	
   74.9	
  (47	
  –	
  100)	
  
Anxiety	
   1,841	
   65.7	
  (38	
  –	
  89)	
   2,117	
   71.7	
  (51	
  –	
  84)	
  
Nausea	
   932	
   78.4	
  (67	
  –	
  100)	
   1,015	
   85.9	
  (75	
  –	
  100)	
  
Dyspnea	
   1,548	
   65.9	
  (47	
  –	
  83)	
   1,814	
   68.0	
  (58	
  –	
  97)	
  

Symptom	
  Improvement	
  

*:	
  Lowest	
  and	
  highest	
  range	
  among	
  hospitals	
  

Advanced	
  Care	
  Planning	
  

Trend	
  of	
  pain	
  improvement	
  from	
  1st	
  to	
  2nd	
  assessment	
  
(single	
  site)	
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