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Objectives

In this lecture, we will discuss:
• The definition of palliative medicine 

and palliative care
• Benefits of palliative care
• Similarity and difference between 

palliative care and hospice
• Key components of advanced care 

planning



Good News, Bad News
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Myth
You have to choose between 

quality and quantity of life

Temel et al. NEJM 2010;363:733-42
Kavalieratos et al. JAMA 2016;316:2104-14
El-Jawahri et al. JAMA 2016;316:2094-2103

Truth
You can have both



Live Well and Live Long with Palliative Care

Temel et al. NEJM 2010;363:733-42
Pantilat Arch Int Med 2012;172:1172-3

Kavalieratos et al. JAMA 2016;316:2104-14
El-Jawahri et al. JAMA 2016;316:2094-2103

Live just as long, and maybe longer
Greater satisfaction with care
Better health for loved ones
Less likely to get invasive care at end of life

Better mood
Less pain and shortness of breath

Better quality of life If it was a drug, 
everyone would get it



Non-Small Cell Lung Cancer

• Study in Brief: Early Palliative Care for Patients with Metastatic 
Non–Small-Cell Lung Cancer

• Studied the effect of introducing palliative care soon after 
diagnosis on patient-reported outcomes and end-of-life care 
among ambulatory patients with newly diagnosed disease

• Randomly assigned 151 qualifying patients to receive either early 
palliative care integrated with standard oncologic care (PC) or 
standard oncologic care alone (SC); 107 patients completed the 
study

• Quality of life and mood were assessed at baseline and at 12 
weeks; end-of-life data were collected from electronic medical 
records

• Results showed that patients assigned to early palliative care had 
better outcomes than patients assigned to standard care



WHAT IS PALLIATIVE CARE?”



Palliative Care is 
medical care focused 
on improving quality 
of life for people with 

serious illness

✮ ✮



• Metastatic cancer
• Heart failure, COPD, ESRD, 
Cirrhosis and two admissions or 
ED visits in a year

• Stroke
• Dementia and aspiration 
pneumonia

• Parkinson’s disease, ALS
• Anyone on a transplant list

“Would I be surprised if this 
patient died in the next year?”

Serious 
illness

Utilization

Function



“Would you like us to do everything 
possible?”

“How were you hoping we could help?”

Pantilat JAMA 2009;301:1279-81



Myth
Talking about what is really going on 

will destroy hope

Truth
Talking about hope encourages it



Most Important Issues at End of Life
Making sure family not burdened 
financially by my care: 67%

Being comfortable and without pain: 66%

Being at peace spiritually: 61%

Making sure my family is not burdened by 
tough decisions about my care: 60%

Living as long as possible: 36%

California HealthCare Foundation 2011



Myth
The goal is to have a good death

Truth
The goal is to live a good life





• Palliative care helps people with 
serious illness live well and long 
Talking about hope will encourage and 
nurture it

• The goal is to live a good life in the 
face of serious illness



Cost of dying (Arcadia Healthcare 
Solutions Report)

• Dying in a hospital costs $32,379
• Dying at home $4760
• Dying with hospice $17,845
• Most people want to die at home
• Most people die in a hospital or 

nursing home



Occupation and Death

• Physicians are slightly less likely to 
die in a hospital 

• Least likely to die in a facility
• Physicians receive significantly less 

intensive care than general 
population

• May be their knowledge of 
treatment burdens and futility



Hospice and Palliative Care 

• PALLIATIVE CARE
• Traditional Medicare benefit
• Anytime during illness, particularly 

with onset of symptoms
• Compatible with life-prolonging 

treatment
• Anticipate transition to hospice 

when appropriate



Hospice and Palliative Care (cont.)

• HOSPICE
• 6 months or less life expectancy
• Defined by Medicare benefit
• Forego life prolonging treatments
• Care provided in homes, inpatient 

units, and long term care facilities



Hospice and Palliative Care

• Goals are the same
– Alleviate suffering of patient and family
– Treat all aspects of pain: physical, 

emotional, spiritual and social
– Improve quality of life
– Help develop goals of care
– Help patient and family make transition 

from health and illness to death and 
bereavement



Advanced Care Planning



Advanced Care planning



Advanced Care planning

• Most physicians recognize end-of-life 
discussions are important

• They are waiting for patients to give 
them a cue

• Patients think doctors will broach the 
subject if something is really serious

• Medicare paid $16 million for advanced 
care planning sessions last year



Advance Care Planning (ACP)

• Involves learning about patient’s 
preferences in a life-ending situation

• In 2015 new E/M codes developed
• Can be in or outpatient setting
• 99497-includes explanation and discussion 

of advanced directives with a health care 
provider, first 30 minutes

• 99498-each additional 30 minutes
• Paperwork does not have to be completed 

to bill



Health Care Decisions

• If a patient can make his/her own 
decisions, the patient should be 
asked and their wishes should be 
honored

• State of Arizona Surrogate list
1. Guardian
2. Health Care (Medical) Power of 
Attorney



Surrogate List

• The patient’s spouse unless legally 
separated

• An adult child of the patient, or a 
majority of adult children

• A parent of the patient
• The patient’s domestic partner if the 

patient is unmarried
• A brother or sister of the patient
• A close friend of the patient



Health Care Decisions

• If no one can be identified, the attending 
physician can make a decision after 
consulting with an ethics committee

• 2 physicians can make decisions
• Only the patient, a guardian or MPOA can 

make the decision to withdraw the artificial 
administration of food or fluid

• All other medical treatment decisions can 
be made by the appropriate decision-
maker



Health Care MPOA Form



Living Will



Case study: Trauma

• 46 year old male involved in MVA
• Multiple injuries including ICH, TBI
• Undergoes early trach/peg
• Patient weaned to trach collar
• Very poor neurologic recovery
• Wife requests hospice care



Case Study: Trauma

• Meeting with PCT
• No hospice diagnosis as tube feeds 

can not be stopped
• Grieving wife goes to court to obtain 

guardianship
• Patient then transferred to Hospice



Code Status



Code Status

• Should be discussed with hospitalizations or 
diagnosis of serious or incurable illness

• 40% who receive CPR in the hospital will 
survive immediately after the code arrest

• 10-20% of those patients will survive to 
discharge

• Should be a goals of care discussion: cure, 
prolongation of life, and symptom control



Prehospital Medical Directive



Prehospital Medical Directive



What the future holds 

• Pilot Study in Flagstaff for POLST
• Physician Aid in Dying Acts 

increasing over the US
• Increased presence of outpatient 

palliative care services
• State Task Force on End of Life Care 

in AZ



End of  Life Care Survey in Arizona

• Methodology
• E-mail invitation sent to physicians in ArMA, AOMA, ACP, 

MCMS and PCMS
• Self-selection is an inherent challenge with limited 

resources
• Nonetheless, the views of hundreds of physicians who 

deal with these issues directly is valuable
• Please bear in mind as you review our results:

• This is a survey “of physicians in Arizona who are 
members of (ArMA, etc.) who chose to take the End of 
Life Care survey”

AZ - EOL Care Physician Survey – 42
© Kupersmit Research 2018



Introduction

• Methodology (cont.)
• 466 Arizona physicians gave a full response to the survey

• Approximately 8,000 emails were sent out, with 
multiple reminders

• 588 began the survey
• Cannot estimate the exact response rate as members 

can be in more than one organization
• Survey open October 23 to December 31, 2017
• For the sample of 466 members, the margin of error is 

+4.5% at the 95% confidence level (in terms of 
representing the population “of physicians who are 
interested/involved in EOL issues” and not “all Arizona 
physicians”)

AZ - EOL Care Physician Survey – 43
© Kupersmit Research 2018



Profile

• Geography
 58% Phoenix area
 25% Tucson area
 7% Other City
 10% Town/rural area

• Age
 22% Age 25-45
 50% 46-65
 28% 66 or older

• Gender
 32% Female
 68% Male

AZ - EOL Care Physician Survey – 44
© Kupersmit Research 2018

• Specialty
 36% Primary Care
 3% Pediatrics
 3% Ob/Gyn
 26% IM Subspecialty
 11% Surgery or subspecialty
 21% Does not apply

• Facility
 29% Hospital
 33% Clinic
 9% Split time about evenly
 16% Academic center
 3% IHDS
 3% FQHC/Rural Health
 5% Does not apply



Physician Orders for Life Sustaining Treatment (POLST)

“POLST is a transportable medical order that is 
being used in 23 states and in pilot(s) in Arizona. A 
POLST document follows the patient across care 
transitions, ideally being available upon a person’s 
presentation to an ED, hospital, or new care setting 
to use as a starting point for readdressing goals of 
care and treatment decisions. POLST is only for the 
seriously ill in the last year of their life and always 
voluntary.”

AZ - EOL Care Physician Survey – 45
© Kupersmit Research 2018



AZ - EOL Care Physician Survey – 46
© Kupersmit Research 2018
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Support Oppose Neither
support nor

oppose

Not sure

• Fully 66% support POLST in Arizona, while just 3% are opposed (and the 
remainder neither support/oppose or are unsure at this time).

Q27: Do you support or oppose POLST for patients in Arizona, neither support nor oppose, or are you unsure at this time? 



Very likely, 
35%

Somewhat, 
23%

Not 
interested, 

15%Not sure, 
27%

• One-third (35%) are “very” likely to use POLST in their practice, with another 
23% “somewhat” likely to use it; among those who ‘frequently’ see patients in 
EOL situations, 52% are “very” and 22% are “somewhat” likely to use it.

• Slightly more physicians are interested in education and training on POLST, with 
35% “very” and 42% “somewhat” interested overall; among those who ‘frequently’ 
see patients in EOL situations, 46% are “very” and 40% are “somewhat” interested.

Q28: How likely are you to use POLST in your practice?
Q29:  How interested are you in having additional education/training on POLST? AZ - EOL Care Physician 

Survey – 47
© Kupersmit Research 2018

Likely to use in practice?

Very 
interested, 

35%
Somewhat, 

42%

Not 
interested, 

12%

Not sure, 
11%

Interested in education/training?



Zero, 84%

1 to 10 
times, 
12%

More than 
10, 4%

• Overall, fully 85% say they have never used specific codes for end-of-life care, 
and few of these are aware they have been paid for using them.
• Among specialists in PM, 47% say they have not used these codes, and among 

those who say they ‘frequently’ deal with patients at the EOL, 78% say they had 
not used these codes.

Q16: Advance Planning CPT codes 99497 (up to 30 minutes) and 99498, reimburse physicians for having conversations regarding end of 
life care with their patients. 
Q17:  IF YES:  Have you been paid for these? (n=81)

AZ - EOL Care Physician 
Survey – 48

© Kupersmit Research 2018

Used CPT Codes?

Yes, 20%

No, 14%

Not sure, 
66%

If yes, been paid?



AZ - EOL Care Physician Survey – 49
© Kupersmit Research 2018
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Fulfilling Frustrating Neither Not sure Not apply

• Overall, 56% say their experiences treating patients at the end of life are either “very” 
(dark green) or “somewhat” (light green) fulfilling. 
• Those who are specialists in palliative medicine are far more likely to say “very” 

fulfilling versus “somewhat” fulfilling.
• Among those who ‘frequently’ encounter EOL care issues, 31% say “very” 

fulfilling and 40% say “somewhat” fulfilling.

Q20: Do you find that your experiences providing care at the end of life generally more of a fulfilling and satisfying part of your 
practice, or generally more of a frustrating and draining part of your practice?  Or do these terms not really capture your experiences 
for you?



AZ - EOL Care Physician Survey – 50
© Kupersmit Research 2018
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• Three-quarters (72%) are “completely” (dark green) or “mostly” (light green) 
comfortable, with another 16% “somewhat” (yellow), having EOL discussions.
• Specialists in PM are far more likely to say they are “completely” comfortable, 

followed by those with at least some training (others tend to say “mostly” 
comfortable or “somewhat” comfortable).

• Physicians age 25 to 45 are less likely to say they are “completely” comfortable 
than those over the age of 46 as well.

Q19: In general, how comfortable are you with having conversations with patients and their families regarding end of life care? (Please reflect as honestly as 
possible as you consider your response, as we are trying to establish a baseline for our education and outreach efforts.)



AZ - EOL Care Physician 
Survey – 51

© Kupersmit Research 2018

Q18: Do any of the following obstacles deter you from having these conversations?  Please check all that apply, and feel free to add any comments. 

24%

34%

7%

9%

15%

22%

28%

None of these, does not apply
None of these, do not feel deterred

I do not get paid by insurance
I have had not enough education for…

I have no time
My patients are not ready

Family expectations or discord among…

• One-third (34%) say that they do not feel deterred from having conversations 
with patients about end-of-life care issues, while 28% cite “family 
expectations” and 22% cite “patients” not being ready.
• Among those with some formal training, 52% do not feel deterred versus 38% of 

those with limited training at 25% of those with no formal training.  



AZ - EOL Care Physician 
Survey – 52

© Kupersmit Research 2018

Q14: Which of the following do you see as barriers to physicians referring patients to a palliative care specialist (or bringing one into 
the ‘care team’ for that patient)?  Please check all that apply.

17%

10%

26%

29%

36%

50%

None of the above

Not sure there are significant benefits for…

Not included in referral networks

Lack of palliative care specialists or…

Patient concerns about high costs, lack of…

Patients do not want to discuss…

• Patient unwillingness to discuss end-of-life care issues, followed by concerns 
about cost and coverage, are seen as the primary barriers to these referrals.
• Specialists in PM agree that patients’ attitudes are a barrier, but are less likely than 

others to cite concerns about high cost.
• Physicians age 25 to 45 are much more likely with 63% then those 46 to 65 with 52% 

and those 66 and over with 32% to say patients do not want to discuss.
• Lack of specialists is more likely to be seen as a barrier by hospital physicians and 

those under age 45. 



Every time, 
19%

Most of the 
time, 36%

Sometimes, 
27%Rarely, 9%

Never, 9%

• A majority (55%) refer to palliative care or hospice “every time” or “most 
of the time” in cases a patient is diagnosed with a terminal disease.
• Among those who ‘frequently’ see patients in EOL situations, 71% say 

as such, versus 54% of those who say “sometimes.”
• We see considerably higher levels of referral among those with at least 

“limited” training in EOL care, versus those with “none.”

Q11: In cases where a patient is diagnosed with a terminal disease, how often do you refer patients to a palliative care specialist (or work 
with a palliative specialist on your care team) or hospice care ? 

AZ - EOL Care Physician 
Survey – 53

© Kupersmit Research 2018



AZ - EOL Care Physician Survey – 54
© Kupersmit Research 2018

30%
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40%
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50%
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34%

34%

16%

10%

9%

9%

8%

8%

8%

8%

9%

7%

9%

3%

10%

6%

Pain management

Deciding when a patient is…

Assessing patient decision making…

Discussing a change in treatment…

Discussing bad news with a patient…

Discussing a recommendation for…

Discussing Advance Directives…

Totally comfortable Pretty comfortable Not that comfortable Does not apply
Q4-10: How comfortable are you carrying out the following in your practice? 

• Between 30%-50% of physicians are “totally” comfortable addressing a range 
of EOL care issues, with the lowest level of comfort regarding pain 
management, deciding on palliative care and assessing patient decision 
making capacity.
• Comfort levels are considerably higher for those with higher levels of 

training in EOL issues.



AZ - EOL Care Physician 
Survey – 55

© Kupersmit Research 2018

Q3: In your practice, when do you typically discuss end of life issues with patients?  Please check all that apply. 

9%

37%

46%

49%

52%

57%

None of the above

Routinely, with older patients

When death is imminent

When the patient’s prognosis worsens

When the patient is diagnosed with a…

When the patient receives a serious…

• Two-in-five (37%) “routinely” discuss EOL issues with patients, versus 
between 46%-57% who do so when the patient’s situation is considerably 
worse.
• 60% of those who ‘frequently’ care for patients in EOL situations discuss these 

issues “routinely”, versus 36% of those who do so ‘sometimes.’
• Physicians in an office setting (43%) are more likely than those in a large facility 

(31%) to say “routinely.”
• 49% of primary care doctors say they do so routinely versus 33% of specialists 

(while we see very little differences on the other factors).

“Other” 
responses:
 “At the 

annual 
wellness visit”

 “When the 
patient or 
family 
suggests it”



Executive Summary

• There is also a strong desire to see patient and 
public education efforts (from literature in offices to 
advertising campaigns) on EOL issues
• Top barrier to better EOL care is seen as 

family/patient discomfort
• Also concern with cost and network access

• Very few are using CPT codes

AZ - EOL Care Physician Survey – 56
© Kupersmit Research 2018



Questions?
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