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Palliative Care at ZSFG 



Outline 

• Palliative Care for Vulnerable Patients 

• Care Models 

• Medi-Cal Initiatives 

 

ObjectivesDescribe the unique needs of seriously ill patients covered by Medi-CalProvide examples of innovative programs and best practices in meeting the needs of seriously ill patients covered by Medi-CalDiscuss the changing landscape of palliative care for Californians enrolled in managed care Medi-Cal



Palliative Care for Vulnerable Patients 

Juliet Wood, Arbol de la Vida 



Palliative Care Needs 
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Limited caregiver supportLimited resources to cover additional medical expensesUnstable housingAccess to food, medicationCognitive functionCoping mechanismsCommunication barriersHealth LiteracyLimited social/emotional supportTransportation



Causes of Death are Different 
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DHCS, Data Analysis for SB1004 

Medi-Cal data takes out duals (otherwise numbers for Medi-Cal are very similar to CA averages)The primary reason for the differences in the major causes of death for Medi-Cal only decedents compared to dually-Eligible or Californians overall is the younger age of Medi-Cal only beneficiaries; Medi-Cal covers over fifty percent of children in the state, less than a third of working-age adults, and less than a quarter of Californians over age 65. Figure 1 also highlights that liver disease was the fourth-leading cause of death for Medi-Cal only decedents, significantly higher than for Californians overall or dually-eligible decedents. 



Hospitalizations toward End of Life 
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DHCS, Data Analysis for SB1004 

Data from 1 month of decedents (Aug 2015)1237 beneficiaries total



ED Visits toward End of Life 
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Data review of 1 month of decedents (Aug 2015)



Evidence of Disparities  

in End of Life Care 

• Pain management 

• Preferences regarding life-sustaining 

treatments 

• Access to palliative care 

• Access to hospice services 



CALIFORNIA 2010: 

Non-Hisp Caucasian 40% 

Hispanic 38% 

African-American 6% 

Asian Pacific Islander 13% 
 







Challenges in Caring for Seriously Ill, 

Vulnerable Patients 

• The simplest tasks can be a challenge 

• Resources are limited 

– Patient resources 

– Program development 

• Bureaucracy issues 

• Taking on too much responsibility  

  “Palliative Care Martyr” 

 

Medscape physician burnout survey 2015 – “too many bureaucratic tasks” was most significant cause of burnout



Questions/Reflections 



Different Ways to Meet the Needs 
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Palliative Education and Care for the Homeless  (part of Inner City Health Associates (ICHA)) Dr. Naheed Dosani, a palliative care specialist at St. Michael’s Hospital in Toronto, OntarioInner City Health Project for the homeless--shelters, drop-in sites, transitional housing units etc.--go between between community programs/shelters and traditional hospital/palliative care systems--train/educate community advocates/organizations about end of life care/palliative care and training traditional health systems about the unique needs of patients who are homelesssocial justice, equity and compassion PEACH: Palliative Education and Care for the Homeless� �PEACH is a palliative consult/supportive service of Ottawa’s Inner City Health Associates (ICHA). The service will be held 1 clinical day per week starting July 2nd, 2014. Phone and e-mail support will be available Monday-Friday from 9AM-5PM.PEACH operates out of Inner City Health Associates, which works in over 40 shelters and community sites across the city and supports primary care physicians and other healthcare providers in identifying early palliative care needs for the homelessTo make this more possible, PEACH has developed partnerships with various palliative care centres across the city. Partners include the Temmy Latner Center for Palliative Care, the Kensington Hospice, the St. Michael’s Palliative Care Unit, Toronto Grace Centre and the Toronto Central Community Care Access Centre (CCAC).Another crucial aspect of PEACH’s approach is the interdisciplinary and collaborative way in which it delivers palliative care. Dosani explains, “I work alongside my teammate, Namrig Ahmed, an amazing RN, who works with me on the front lines, seeing patients. We do consults together. We are delivering palliative care the way it should [be delivered], in the best possible way, which is in an interdisciplinary fashion.” This inderdisciplinarity is an advantage in addressing the many institutional and systemic barriers that the homeless face when accessing health care services, especially palliative care. A recent study highlighted several key factors that must be addressed to increase access and better serve homeless patients who are terminally ill. These include improving interactions between the health care system and homeless individuals� �Goals and Objectives of PEACH:To provide quality early, integrated and safe palliative care for the homeless and vulnerably housed populations with a focus on prioritizing dignity for allTo support and be a resource to primary team members in:  providing end of life care managing basic and complex symptoms accessing medications on the 'Pallliative Care Facilitated Access Formulary" (PCFA) ongoing support for patients followed by the service assistance in the navigation of palliative care resourcesTo educate and support mainstream palliative care services in Toronto to work effectively with homeless populationsTo increase competency of community homeless agencies to support clients facing end of lifeTo advocate for accessible, high quality, early, integrated palliative care for homeless and vulnerably housed populationsTo advance the body of knowledge for delivery of palliative care for homeless and vulnerably housed patients



Different Ways to Meet the Needs 
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Be Creative 

 

Think outside the boxFlexible plansCreative medication strategiesWork aroundsAre some “rules” meant to break?The high levels of moral distress by not being able to achieve standard of care cause many clinicians to abandon the whole plan instead of thinking creatively about how to achieve the goal.Example of lactulose and methadone program…



Questions/Reflections 



Medi-Cal Updates 



Medi-Cal Updates 

• Pilot projects 

– Whole-Person Care 

– Health Homes 

• PRIME 

• Advance Care Planning 

• Palliative Care Mandates (SB 1004) 



Whole-Person Care Pilots 

• 5-yr, federally-funded program to identify 
successful models of care targeting high 
utilizers with poor outcomes 

• Pulls together physical and mental health, 
community organizations  

• Allows flexibility in identifying subpopulation 
of interest 

• Allows funding for infrastructure, covering 
services not usually reimbursed 

Participants will opt into the program and may be enrolled on a rolling basis. Target populations may include, but are not limited to, individuals: With repeated incidents of avoidable emergency use, hospital admissions, or nursing facility placement; With two or more chronic conditions; With mental health and/or substance use disorders; Who are currently experiencing homelessness; and/or Individuals who are at risk of homelessness, including individuals who will experience homelessness upon release from institutions (hospital, subacute care facility, skilled nursing facility, rehabilitation facility, Institution for Mental Disease (IMD), county jail, state prisons, or other)



Health Homes for Patients 

With Complex Needs 

• Ongoing initiative, starting July 2017 

• Led by Medi-Cal plans 

• Supplemental services for high users 

– Emphasis on care plans and coordination 

– Integration of medical and mental health, social 

services 

• Specific eligibility criteria 

• Defined service components 



PRIME 

• “DSRIP 2.0” 

• 5-yr, federally funded initiative focusing on 

continued delivery system reform 

• Mandatory for 17 CA public health systems 

• Defined projects, defined targets 

Public Hospital Redesign and Incentives in Medi-Cal (PRIME)



PRIME 

• Domain 2.6: Comprehensive Advanced Illness 
Planning and Care 

– Optional project 

– Palliative Care from time of diagnosis 

– Documentation of advance care planning 

– Concurrence of treatment rec’d and documented 
preferences 

– End of Life Care utilization  

– Patient and caregiver satisfaction 



Advance Care Planning 

Medi-Cal followed Medicare’s lead in 

reimbursing for ACP visits 

 

 

 

 

Physicians and “non-physician practitioners” 

 
Coalition for Compassionate Care of California 

Advance care planning codes are used to report face-to-face service between a physician or other qualified health care professional and a patient, family member, or surrogate in counseling and discussing advance directives, with or without completing relevant legal forms.Use of the codes is not limited to particular physician specialties. The provider billing the codes must be the patient’s “managing physician” or must be providing direct supervision to the qualified health professional conducting the ACP conversation. The codes may be billed by physicians or “non-physician practitioners” (NPPs) whose scope of practice includes the services described by the code and who is authorized to independently bill Medicare for such services. Providers must be in compliance with all applicable Medicare rules regarding authorization to bill (hold an active license, etc.). Advance care planning as described by the CPT codes is primarily the provenance of patients and physicians. Accordingly, CMS “expects the billing physician or NPP to manage, participate and meaningfully contribute to the provision of the services, in addition to providing a minimum of direct supervision”. Standard Medicare “incident to” rules apply to these CPT codes. Thus, when these services are furnished incident to the services of the billing practitioner, including a minimum of direct supervision, these services may be billed. Per CMS, all usual “incident to” PFS payment rules apply, therefore all applicable state law and scope of practice requirements must be met. 



SB 1004 



SB 1004: Groundbreaking Legislation 

for Medi-Cal Patients 

• Signed into law Sept 2014 

• Mandates 

– Access to palliative care services 

– State must provide 

• Guidance for patient eligibility 

• Standards for palliative care 

• Technical assistance 

– Budget neutral 





SB 1004: Who qualifies? 

• General Eligibility 

– Late stage of illness, expected to decline 

– Appropriate disease-modifying treatment has 
been implemented or offered 

– Patient/family willing to engage in advance care 
planning and with the PC team (first) 

• Disease-Specific Eligibility 

– CHF  -Advanced Cancer 

– COPD  -Liver Disease 

 

52% of 

deaths 



SB 1004: What services are included? 

• Advanced Care Planning 

• Palliative Care Assessment and Consultation 

• Plan of Care 

• Pain and Symptom Management 

• Mental Health and Medical Social Services 

• Care Coordination 

• Palliative Care Team 

• Chaplain Services* 

• (24/7 Telephonic Palliative Care Support) 

*Not reimbursable 



Who could provide  

SB 1004 Palliative Care? 

• Hospitals 

• Long-term care facilities 

• Clinics 

• Hospice agencies 

• Home health agencies 

• (Other community orgs with licensed staff) 

• Community-Based Adult Services 

“MCPs…may need to contract with several different types of providers”WHICH ORGS have skills/services/capacity



Who Could Provide SB 1004 Palliative Care? 
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SB 1004: Partnership will be essential 
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SB 1004: What’s Next? 

• DHCS drafting All-Plan Letter 

– Clarifications 

– Timeline 

• Plans prepare 

– Identify and contract with providers 

– Marketing materials (providers, members) 

– Member identification processes 

– Data tracking processes 



Summary 



Thank You 

Juliet Wood, Arbol de la Vida 



Questions/Reflections 
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