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➔ This is the 2nd in a series of CAPC webinars designed to support program teams and leaders 
in building consistent and reliable access to quality palliative care within health systems 
(See: 10/2021 “How to Design a Health System-Level Palliative Care Strategy and Service)

➔ A growing number of health systems are asking palliative care program leaders and teams to 
lead and run a palliative care service across multiple hospitals, clinics, and other sites.

➔ This trend is an indicator that palliative care is increasingly recognized as a critical element 
of a health system’s broader strategy and a standard service like other medical specialties 
and services.

➔ There are opportunities to leverage system-wide data and information to prioritize staffing 
and growth opportunities.
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Context



Today we will hear experiences from two programs to support the following learning 
objectives:

➔ Describe options for how palliative care programs can organize within a health 
system

➔ Understand strategies for accessing program information across sites to 
demonstrate impact and value

➔ Identify 2 methods for using health system data to develop staffing plans in hospital 
and clinic settings

This will include a facilitated panel discussion and Q&A
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Objectives
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Overview of MedStar Health

➔ 10-hospital learning health system in the 
Baltimore/Washington area.

➔ Inpatient palliative teams in all 9 of our acute care 
hospitals
– 10k inpatient PC consultations this FY
– Support our National Rehabilitation Hospital PRN

➔ System level programs
– PATCH (PC Telehealth Connecting to Home) since 

2016: avg census 130 patients
– Advance Care Planning Program since 2020: >5k visits 

split between IP/OP
– PCTC (PC Telehealth Cross-coverage) since 2020: avg 

30 patient daily census per weekend coverage
– Payer partnership with CareFirst since 2020: $1M 

investment in bundled payment model for inpatient PC5



Evolution of Palliative Care at MedStar Health 

2003: 
Grassroots 
Team at 
MUMH (MD, 
PharmD, SW, 
unbudgeted)

2007: 
Budgeted 
team at 
MUMH

2011-12: 
Expansion to 
MGSH, MHH

2013: 
Regional 
leadership 
team & TJC 
for PC 
Certification 
at MUMH

2014: System 
leadership team 
and systemwide 
commitment 

6 From 50 patients/year to >10,000!

2014-16: 
Recruit and 
advocate for 

teams at other 
6 hospitals

>2016: Team 
Growth + 

Innovative 
Program 

Development

• 2015: PATCH Program (Palliative 
Telehealth Connecting to Home)

• 2020: Advance Care Planning 
Program

• 2020: PCTC (PC Telehealth Cross 
Coverage) 

• 2020: CareFirst Payer Partnership



Asst. Program Dir. 

Programs:
PATCH, ACP, Care First 
Partnership for IP PC 

VP Clinical Care Transformation

Clinical Practice Council
-MD Workgroup

-APP/RN Workgroup
-SW/Chaplain Workgroup

-PharmD Workgroup

Dr. Kathryn Walker, AVP (PharmD)

Jessica Schmidt (Sr. Ops. Dir)

MHH MMMC MSMHC MSMH MUMH MWHCMFSMC MGSH MGUH

MMG Pillar Leadership

Dr. Rachel Adams, Physician Executive

~90 FTEs budgeted for FY23

VPMAs/CMOs

Matrix Relationships= Teamwork at all levels
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MedStar PC Teams

Hospital 
beds

PC 
consults

FY 22-3 Breakdown by discipline
FTE

MD NP RX SW RN CH

MFSMC 348 1,155 1 2.6 1 2 0 0 6.6
MGSH 137 833 1 1 1 1 0 0 4
MGUH 609 1,164 4 2 2 2 0 1 11
MHH 139 637 1 0 1 1 0 0 3
MMMC 115 677 1 0 0 1 0 0 2
MSMH 109 755 0.6 1 0 0.5 0 0 2.1
MSMHC 262 1,032 2 1 0 1 0 1 5
MUMH 192 1,011 1 2 1 2 0 0.2 6.2
MWHC 912 2,865 6 2 3 4 1 3 19
PATCH n/a 260 .4 1 1 2 2 0.2 6.6

MSH* n/a 10,389 18 12.6 10 16.5 3 5.4 65.5

*Not including learners: 4 MD fellows, 1 NP fellow, 2 PGY2 PharmD residents, 1 
SW fellow, 4-6 chaplain interns per year 
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MedStar Principles

➔ Team model is KEY
– All perspectives necessary for high quality 

care and outcomes
– Anyone can start a consult
– Aim for TRANSDISCIPLINARY 
– Language matters: first names, not “my 

patient”

➔ NCP guidelines serve as our quality 
standard:
– https://www.nationalcoalitionhpc.org/ncp/

Our Mascot…
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https://www.nationalcoalitionhpc.org/ncp/


Medstar Health PC Systemness Evolution
➔ Leveraging the MATRIX
➔ PC Connectedness – weekly Lunch Bunch for just in time questions, sharing life and 

team-based learning (inter professional continuing education provided)
➔ All associates and providers under a single employer entity (MedStar Medical 

Group)
– Consistent onboarding/training/compensation practices
– Advocating for discipline-specific career ladders

➔ Interdisciplinary Team (IDT) governance and leadership 
– Sharing best practices, clinical protocols

➔ Cross-coverage models for weekends, vacations, leave of absence (LOA), 
vacancies
– PCTC (PC Telehealth Crosscoverage)

➔ Clinical alignment and system approach creates opportunity for payer partnerships 
and innovation (e.g., telehealth, CBPC, advance care planning program)
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MedStar’s Use of Data and Analytics
➔ GIGO (garbage in garbage out): long long long (continual) process of workflow alignment 

and data mapping

➔ Outcomes tracking has helped make a case to continually grow IDTs
– Making case for IDT staffing model to rationalize growth (e.g. 500 consults = 1 IDT or 3.5 FTE)

➔ Payer partnerships based on meeting clinical criteria

➔ Close partnership with leadership and sites to individualize value and prioritize outcomes 

➔ Important to develop deep understanding of quality measurement logic and 
payment/penalties
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Palliative Care Penetration Rates
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MFSH MGSH MGUH MHH MMMC MSMH MSMHC MUMH MWHC MSH Total
FY19 PC 13% 13% 14% 23% 37% 15% 29% 19% 18%

FY20 PC 18% 28% 22% 29% 35% 26% 20% 34% 24% 25%

FY21 PC 21% 29% 24% 31% 33% 24% 30% 27% 28% 27%
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Dashboards/Analytics
➔Measure what matters
➔Pull only what you need
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➔Tell the story of clinical 
impact, teamwork



Examples of Data Applications
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Lessons Learned and Reflections
➔ It ALL goes back to TEAM

➔Benefits from Team-based leadership 

➔ Importance of partnership with site and system stakeholders 

➔Doing the interstitial work requires system collaboration 
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The Setting

➔ Birmingham, AL
– >1 Million people in metro area
– Largest metro area in Alabama

➔ UAB Hospital:
– 8th Largest Hospital in U.S.
– Longest living donor kidney transplant chain in 

the U.S. (112+)
– 1,157 beds (ADC 994)
– Level 1 Trauma Center 
– >5,000 new cancer patients annually at 

O’Neal Comprehensive Cancer Center
– 1.6 Million outpatient visits annually
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Presenter
Presentation Notes
We are located in Alabama – in the Southeast United States…not only do we consider ourselves to be the South, but we often say the “Deep South” to emphasize that point. There are about a million people in the Birmingham metro, but our hospital draws patients from all over the state and even in neighboring states. We are the 8th largest hospital in the U.S. and the only Level 1 Trauma Center in the state of Alabama. One claim to fame for us is that we have the longest living donor kidney transplant chain in the U.S. with over 112 transplants performed (as of 2021). We have just under 1200 beds and maintain a census of around 1000 patients. The service line that we work most closely with is our Cancer Service Line through the O’Neal Comprehensive Cancer Center. There are around 5,000 new cancer diagnoses at UAB each year. In total, for the ambulatory practices associated with our hospital, there were 1.6 million visits last year. There is an ACO population shared with 2 other hospitals in our area, but largely we practice in a fee for service environment where Medicare and Medicaid are our largest payors and BCBS of AL is the largest private insurer in our state. 



Serious Illness Framework
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Palliative and Supportive Care Structure

Administrator, 
Serious Illness Services

Focus: 
• What’s working well? 

• What needs improvement?
• Program implementation and sustainability

• Quality and reporting
• Developing relationships with community 

partners
• Expanding access

• Expanding offerings to key Serious Illness 
stakeholders/patients

• Supporting Clinical Services – Supportive Care 
and Survivorship, PCCU, Consult Service
• Supporting Interdisciplinary team

• Bereavement Survey Process (survey for all 
hospital deaths)

• Process Mapping to improve current processes 
and identify needs

Associate Vice President, 
Clinical Operations

Clinical Operations

Program Director and Program Managers, 
Center for Palliative and Supportive Care

Focus: 
• Center and SIIPSC Strategic Planning

• Securing philanthropy and non-clinical revenues
• Managing projects paid for by philanthropy
• Managing the IRB process for certain QI 

projects
• Oversight of PCLC and CTA Training Programs

• SIIPSC and Summit 2020
• UWIRC (University-wide Interdisciplinary 

Research Center) Status
• Event Planning – Fellowship Reception, 

Cocktails and Conversations, etc.
• Community Outreach (Magic City Art 

Connection, etc.)
• PREP Pilot Grant Program

Center for Palliative and Supportive Care

Education & Research

Quality Improvement

Process Improvement

Collaboration

Pilot Project to Regular Operations

Publication and Education

Division of Gerontology, 
Geriatrics, and Palliative 

Care



Connecting the Care Continuum

Hospital

Palliative Care 
Unit, 

Consult Svc,  
GIP Hospice

Clinics

Supportive Care 
and Survivorship

ED

Triggers, Early 
Identification

Home 

In the 
Community, 
Telehealth, 

Home Visits

Palliative and Supportive Care Impact
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Community-based Palliative Care

Supportive 
Care Clinic

Home 
VisitsTelehealth

• One Patient 
Population

• Three routes of 
Connection

• Continuity
• Evidence-Based
• Community 

Supported

Supportive 
Care
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Supportive Care Clinic

Cancer Rehab +
- PM&R
- *Exercise PhysiologyPhysical Therapy

Massage Therapy

Tobacco Cessation
Nutrition

Palliative Care
Anesthesiology

Psychiatry
Psycho-Oncology
Counseling
Caregiver Support

*Arts in Medicine
*Cancer & Aging 

In-person, Telehealth, 
Phone, Home Visits
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Outpatient Care Coordination Infrastructure

➔Most important part of 
ambulatory Palliative Care: 

Care Coordination
– 4 RN Clinical Care Coordinators
– Navigate patients into the program 

and between all the providers and 
supportive resources within clinic

– Manage between-visit care
– Responsive phone support
– Telemonitoring*

Nurse 
Coordinators

Medication 
Refills

Triaging 
phone calls

Care 
Transitions

Managing 
portal 

messages

eMedicine

Connecting 
patients to 
appropriate 
resources
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Data Driven
➔ clinic access metrics
➔ quality indicators
➔ patient experience 
➔ arrived visits
➔ room/space utilization 
➔ individual provider statistics 
➔ wRVUs
➔ patient education engagement (EMMI patient education system)
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Using Data to Inform Staffing: RN Coordinator 
FTE Request
➔Justification for more RN Coordinators included:

– Increased clinic visits over past 3 years (trending at a 25%+ 
increase year over year)

– Phone and portal message volumes
– Proposed Orders by type
– Additional services added to program
– Overtime of current staff
– Roll-out of Distress assessment to all cancer areas
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Leveraging the Health System

➔Bundles

➔ACO – Accountable Care Organization

➔Post-acute Strategies

➔Readmission Strategies

➔Service Line Partnerships (e.g., Cancer Service Line, 
Cardiovascular Institute)
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Summary
and

Panel Q&A
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Helpful Resources 
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National Reference Points Baseline Checklist for Multi-
site Data Collection

Go to:  www.CAPC.org

➔ Palliative Care Quality 
Collaborative (PCQC) 
www.palliativequality.org

➔ CAPC (tools, references)
www.capc.org

➔ Colleagues

Staffing & Metrics Tools

http://www.capc.org/
http://www.palliativequality.org/
http://www.capc.org/
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