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Background

Massachusetts Expert Panel on End-of-Life Care
2010 Report: Patient-Centered Care and Human Mortality: The Urgency of Health System Reforms to Ensure Respect for Patients’ Wishes and Accountability for Excellence In Care*
Key Findings/Recommendation:
1. Universal agreement: Patients with serious advancing illness must (a) be reliably informed, early on, of the full range of options for their care and (b) have access to and receive care that respects their informed preferences
2. Statewide Quality Measures are required to ensure concordance between informed preferences and care received
*http://molst-ma.org/sites/molst-ma.org/files/FINAL-EXPERT-PANEL-REPORT-APPROVED.pdf  

Statute

Chapter 224 of the Acts of 2012

Sec 227 - (b) The commissioner shall adopt regulations requiring each licensed hospital, skilled nursing facility, health center or assisted living facility to distribute to appropriate patients in its care information regarding the availability of palliative care and end-of-life options. 

(c) If a patient is diagnosed with a terminal illness or condition, the patient’s attending health care practitioner shall offer to provide the patient with information and counseling regarding palliative care and end-of-life options appropriate for the patient, including, but not limited to: (i) the range of options appropriate for the patient; (ii) the prognosis, risks and benefits of the various options; and (iii) the patient’s legal rights to comprehensive pain and symptom management at the end-of-life. 
Regulation

The proposed regulatory amendments to 105 CMR 130.000: Hospital Licensure, 105 CMR 140.000: Licensure of Clinics and 105 CMR 150.000: Licensing of Long-Term Care Facilities create a new requirement for hospitals, clinics, and skilled nursing facilities to provide patients with information about hospice, palliative care and end-of-life options. Facilities will fulfill this obligation by implementing a policy to identify appropriate patients, and providing these patients with an informational pamphlet that conforms to the Department’s specifications.

Missing: Concordance Between Wishes and Reality
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FIGURE 2. Dying at home: wishes vs. reality. Sources: Massachusetts Commission on End of Life Care and MA Chapter
AARP, End-of Life Survey, 2005; and Massachusetts Department of Public Health, Massachusetts Deaths 2007




From: Patient-Centered Care and Human Mortality, Report and Recommendations of the Massachusetts Expert Panel on End-of-life Care, 2010.

When Does End-of-Life Care Begin?
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4 Advanced Illness Management Strategies



Source: AHA CPI analysis, 2012, with contributions from 2012 CTAC data and 2011 Center to Advance Palliative Care data.



Why AIM?



Studies evaluating clinical, satisfaction and process measures explore the ability of AIM to reduce pain, increase 
TXDOLW\��LPSURYH�SDWLHQW�DQG�IDPLO\�VDWLVIDFWLRQ�DQG�UHPRYH�VRPH�RI�WKH�LQHIÀFLHQFLHV�ZLWKLQ�WKH�KHDOWK�FDUH�V\V-
tem. Studies show that:



�� Patients receiving palliative care have improved quality of life and fewer major depressive symptoms
based on Functional Assessment of Cancer Therapy Scale (FACT-L)i



�� )DPLO\�DQG�FDUHJLYHUV�DUH�ÀYH�WLPHV�PRUH�OLNHO\�WR�KDYH�SRVW�WUDXPDWLF�VWUHVV�GLVRUGHU�DQG�����WLPHV
more likely to have prolonged grief disorder if the patient dies in the ICU compared to at home with 
hospice.ii iii



�� Medicare patients with AIM use 13.5 days of hospital care in the last two years of life compared to 23.5
as the national averageiv



�� On average, patients who received palliative care incurred $6,900 less in hospital costs during a given
admission than a matched group of patients who received the usual care.v



Goals of AIM and Strategies to Meet Them



7KH�JRDOV�RI�$,0�DUH�WR�LPSURYH�SDWLHQW�DQG�IDPLO\�VDWLVIDFWLRQ��LQFUHDVH�TXDOLW\�RI�FDUH��UHGXFH�LQHIÀFLHQFLHV�DQG�
increase care coordination. This will exist in an environment where: 



1. All hospitals and care systems are able to support and deliver high quality AIM; 
2. All health care professionals have the knowledge and skills to provide AIM care; and 
��� (YHU\�SDWLHQW�DQG�KLV�RU�KHU�IDPLO\�KDYH�WKH�NQRZOHGJH�DQG�VNLOOV�WR�XQGHUVWDQG�WKH�EHQHÀWV�RI�DGYDQFHG



illness planning. 
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Ideal High Quality  End of Life Care
1. Patient Understands Death May Be Approaching (Phase 3): Prognosis
2. Patient Understands Quality of Life Tradeoffs
3.  Patient Decisions match care delivered from Phase 3 to Death

· Prefer Hospice ( Enrolled in Hospice for Optimal Beneficial Period
· Prefer No Hospice ( Not Enrolled in Hospice
4.  Services Delivered by Skilled Professionals to Optimize Quality of Life and Minimize:

· Patient Physical Suffering
· Patient Psychological or Existential Suffering
· Family Suffering
Barriers to Ideal Care
1. No Objective Measure for Onset of Phase 3
2. Specialization Leading to Fragmented Care: Who is responsible/accountable for care from Phase 3 to Death?
Conceptual Framework Measuring Quality in EOL Care Continuum

Phase 3

· Patient understands prognosis
· Evaluation of Options

· Disease/Symptom Treatment

Phase 4

· Actively Dying
· Family experience

“Measuring What Matters”
Under Development by the American Academy of Hospice and Palliative Medicine and the Hospice and Palliative Nurses Association

1. Hospice and Palliative Care – Comprehensive Assessment Within Certain Time Periods After Admission

2. Any Pain Treatment

3. Screening for Physical Symptoms

4. Dyspnea Screening and Management

5. Discussion of Emotional or Psychological Needs

6. Discussion of Spiritual/Religious Concerns (NQF #1647)

7. Proportion Admitted to Hospice for < 3 days (NQF #0216)

8. Emergency Room Visit in Last 30 Days of Life (NQF #0211)

9. Documentation of Surrogate

10. Treatment Preferences (NQF #1641)

11. Treatment Preferences Followed

12. Family Evaluation of Palliative Care

http://aahpm.org/uploads/education/MWM%20Top%2012%20Measure%20Information%20and%

 HYPERLINK "http://aahpm.org/uploads/education/MWM%20Top%2012%20Measure%20Information%20and%20Comments.pdf" 20Comments.pdf, Accessed June 4, 2014.

Process of Development of “Measuring What Matters”
“Measuring What Matters” Assumes Access to Palliative Care
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Concordance

	Line
	NQF#
	Public Nomination
	“Measuring What Matters”

	1
	NQF #1632
	Consumer Assessments and Reports of EOL Care
	Family Evaluation of Palliative Care

	2
	NQF #326
	Advance Care Plan
	Documentation of Surrogate

	3
	NQF #216
	Proportion Admitted to Hospice < 3 days
	Same

	4
	
	Family Evaluation of Palliative Care
	Same

	5
	NQF #208
	Family Evaluation of Hospice Care
	Family Evaluation of Palliative Care

	6
	NQF #1639
	Dyspnea Screening
	Dyspnea Screening & Management

	7
	NQF #1638
	Dyspnea Treatment
	Dyspnea Screening & Management

	8
	NQF #1641
	Treatment Preferences (currently in SQMS)
	Same; also Treatment Preferences Followed

	9
	NQF #1647
	Beliefs/Values Addressed
	Discussion of Spiritual/Religious Concerns

	10
	NQF #1634
	Pain Screening
	Screening for Physical Symptoms

	11
	NQF #1637
	Pain Assessment
	Hospice and Palliative Care Comprehensive Assessment

	12
	NQF #1617
	Bowel Regimen for Patients Treated with an Opioid
	------

	13
	
	-----
	Any Pain Treatment

	14
	
	-----
	Discussion of Emotional or Psychological Needs

	15
	NQF #0211
	-----
	Emergency Room Visit in Last 30 Days of Life


