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PCP SAYS: “What we need is a care delivery 
team that can help manage symptoms 
of chronically-ill patients across the 
continuum of care. I am referring you to 
NTSP’s Palliative Care Program.” Meanwhile, the patient’s symptoms are worsening and require frequent 

medication adjustments; new diagnosEs of COPD and CKD ARE made.  The 
patient is seeing the PCP frequently and it’s becoming more difficult 
for the patient to come to the clinic to see the physician.

The story begins with a chronically-ill patient 
being discharged after multiple hospitalizations

For the foreseeable future, the patient 
continues to receive visits from the 
care delivery team and the pharmacy 
is contacted to provide IM Lasix and 
steroids to help prevent hospitalizations. 

…The care delivery team continues to visit the patient and after 1 month 
of steady decline it is determined that an increase in pain control 
medication is needed.  The team also evaluates the patient’s goals of care, 
and possible need for hospice, and agree to discuss this regularly.

Social Worker says: “I know 
you want to feel better. And I 
know your wife needs help. She 
thinks you would benefit from a 
walker.  I think the home-based 
program is what you need.”  

On the other side of town, the 
Community Paramedicine team 
receives a call from the patient 
and rushes to his home to provide 
IV Lasix FOR ER avoidance. 

THE STORY CONTINUES...

Back at the home-based program, the nurse 
provides primary symptom management, visits 
are made by a chaplain, social worker, 
nurse practitioner and physician. The 
24/7 urgent issues hotline is activated. 
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The patient diagnosed with CHF enters the clinic - based  
palliative care program and is met by a pharmacist who 
completes medication reconciliation . . . 

. . . social worker discusses goals of care, completes advance care 
planning, helps coordinate care and provides disease education.

After implementation, 
63% of patients enrolled in 
the program for more than 

one month resulted in a 27% 
PMPM decrease in Part A and 

B medical expenses.
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