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Optimal specialty palliative care (SPC) requires access to a transdisciplinary team that can comprehensively assess and address distress for patients living with serious illness and articulate
patients’ values and goals of care with an understanding of the disease process and treatment options. To ensure that patients who would benefit from SPC have access to such teams, Kaiser
Permanente Northern California (KPNCAL) in 2016 designed a demand-driven staffing model that identifies optimal staffing levels for SPC physicians, nurses, social workers, and chaplains in
each of its service areas based on the estimated number of patients who may need SPC.

MODEL DESIGN

DEMAND SUPPLY

i.e. patients who need SPC i.e. SPC staff needed to meet demand

To understand the staff needed to provide SPC to all patients who would benefit from
it, KPNCAL first calculated the staff needed to provide SPC for the average SPC patient
using a transdisciplinary care model.

To identify patients who would benefit from SPC, KPNCAL partnered with clinicians
from SPC and various other specialties across the region to develop prospective patient
identification registries for specific disease cohorts. These cohorts are designed to help
teams identify and reach patients upstream and provide specialty-level palliative care at

appropriate points throughout their illnesses. TWO TRANSDISCPLINARY MODELS

To operationalize the principles of transdisciplinary SPC, KPNCAL recommended two

SIZING THE POPULATION models for providing care to patients; see Figure 2 for details.

Phase A of the registry, which launched in 2016, was based on disease-specific criteria

for patients with cancer, lung disease, chronic kidney disease (CKD), and heart failure. Figure 2. Transdisciplinary Care Staffing Model
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CALCULATING STAFFING NEEDS FOR SPC POPULATION

KPNCAL used the estimated staff time needed for an average patient to determine the
total full-time equivalents (FTEs) needed for each of the four SPC disciplines to meet
the SPC demand in each KPNCAL service area. For the model, one FTE was considered
40 hours, with adjustments for non-clinical time (e.g. department meetings, offsites)
and benefits (e.g. sick leave and paid vacation time).

INPATIENT Vs. OUTPATIENT DEMAND

The KPNCAL staffing model considered hospitalization rates, length of stay, net-loss
rate, and the number of average hospitalization per year to determine the percentage
of the SPC population that could be seen in the inpatient setting. The model assumed
that all patients could be seen in the outpatient setting, with consideration for net-loss
rates.

IMPLEMENTATION TIMELINE AND OUTCOMES

CREATING THE PHASE A REGISTRY COHORTS

To begin this work, KPNCAL brought together SPC leaders from across the region to identify potential
disease cohorts for inclusion in the specialty palliative care registry, including cancer, CKD, heart failure,
lung disease, neurologic conditions, failure to thrive groups, and more. Taking a phased approach to
developing the registry, KPNCAL began by creating clinical specifications for four Phase A cohorts: cancer,
CKD, heart failure, and lung disease. (See Figure 1 for an overview of the Phase A registry specifications.)
The SPC registry launched with these four Phase A cohorts, with KPNCAL providing monthly registry
updates to each service area in KPNCAL that included the patient-level information needed to identify
and refer eligible patients.
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BUILDING THE SPC STAFFING MODEL

Once phase A of the registry was complete, KPNCAL used the registry to understand the demand for
palliative care and calculate the FTEs needed in each service area to meet that demand (see Model
Design for details).

OPERATIONALIZING THE STAFFING Figure 4. 2017 SPC Consultation Volumes
MODEL at KPNCAL
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Using FTE estimates from the staffing model,
KPNCAL developed a local planning tool that INITIAL SPC CONSULTS PER MONTH
helped medical centers increase staffing to
meet demand in their service area. Over a
three-year period, the number of SPC clinicians
across KPNCAL increased from 88 to 254
clinicians. This staffing increase has helped
medical centers adapt as the population of
patients who would benefit from SPC continues
to grow. In 2017 alone, SPC consultations
increased by 30% across KPNCAL.
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DESIGNING LOCAL STAFFING Figure 5. Sample Design for New Staffing Tool
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To support local SPC leaders’ efforts to " F——r -
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in real time, KPNCAL designed user-friendly 5

dashboards that display current and needed I
staff levels for each team (see Figure 5 for : o
sample dashboard design). ) L

MEASURING SUCCESS

KPNCAL in 2019 plans to develop and implement a measurement strategy that will examine the impact of
staffing levels and transdisciplinary care models on outcomes. It also will develop an operational
excellence strategy for SPC to promote the consistent implementation of the transdisciplinary model and
delivery of high-quality care.
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PALLIATIVE CARE VISION [=]

\' ! “Patients with serious illness and their [
/ I \ families live as well and as fully as possible.” -

Learn more about palliative care at Kaiser Permanente at KP.org. E
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