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Outpatient Palliative Care 
in a Community Clinic Setting:

An Innovative Approach to Care

Objectives

 Identify the organizational models for a hospice 
supported palliative care program

 Describe examples of consultative and treatment 
services provided in an outpatient palliative care 
clinic

 Identify regulatory issues related to the 
development and operation of an outpatient 
palliative care clinic

What does Siri think?

“What is palliative care?”

Would you like the names of the  
closest hospices … 5 are nearby?

“What is palliative 
care?”
“What is palliative 
care?”

PALLIATIVE CARE: Evolved from Hospice

Open and Honest Communication

Dedication to Whole Person Care
within family framework

Interdisciplinary Coordination
Develop/coordinate the “Plan of Care”

Optimizes Clinically Relevant Outcomes
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Why is Palliative Care Important?

The sickest and most vulnerable 5% of 
patients account for 50% of all healthcare 
spending

Medicare Payment Policy: Report to Congress.  Medpac 2009 www.medpac.gov

Health Affairs 2005;24:903-14.

CBO May 2009 High Cost Medicare Beneficiaries  www.cbo.gov

nchc.org/facts/cost.shtml

Need for Out-Patient Palliative Care in 
Advanced Illness

 Inadequate symptom management

 Need to decrease hospital re-admissions
 50% not seen by clinician within 30 days

 Uncontrolled symptoms often lead to hospitalization

 Need for medication re-conciliation, compliance

 Fragmentation of care, need for care coordination

 Psycho-social support for families

 Need for a continuing dialogue on expectations and goals of 
care
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Need for Out-Patient Palliative Care

 Inadequate symptom management

 There just wasn’t a lot of attention paid to the symptoms, and for 

any cancer patient that’s the reality for them, that’s what they’re 

suffering from the most

 “He wanted to make the most of each day and there was something 

missing that wouldn’t allow him to do that”

 The challenge of the disease and the symptoms was  overwhelming 

... “and there just wasn't anyplace to turn”

Why Palliative Care is Important to Improving 
Value in Health Care

 Improves patient quality and length of life

 Improves family satisfaction and long-term well-being

 Reduces resource utilization and costs

Palliative Care Gaps In Current System

Kamal AH, Currow DC, Ritchie CS, et al., JPSM 2012 Nov 15. in press

Symptom Burden in Advanced Illness

JP Solano, B Gomes, Higginson,J Pain Symptom Manage 2006; 58--69

Opportunities for Cost Avoidance

HIGH MEDICAL COMPLEXITY

HIGH SYMPTOM BURDENS

HIGH RISK FOR ADMISSION

+

=
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Palliative Care (broadly defined; CAPC 2002)

Palliative Care
(narrowly defined; WHO)

Hospice

Target Population: Chronic Serious Illness

AdvancedAdvancedLife-
Threatening

Life-
Limiting

End-of-Life/
Terminal

End-of-Life/
Terminal

First Steps

Key Initiative: “Build Palliative Care”

 Strategic planning process

 Multi-dimensional scan 

 Emerging landscape: economic; healthcare; socio-demographic; 
technological; political and environmental

 Local, state and national perspectives

 Key stakeholder and focus groups

 Site visits

 Futures and Vision Conference

 Key initiative: “Build Palliative Care”

Potential Business Models for Palliative Care

 Managed or Integrated Care Systems Models
 With the expectation that projected savings will offset costs of palliative care 

service
 Re-admissions
 ICU stays
 In hospital mortality

 Academic Models
 Clinical service, education, research

 Community Based Models 
 Sponsoring Organizations 
 Hospitals
 Multi-specialty Clinics
 Other Entities, e.g. home care
 Hospice

Deterrents to Out-Patient Palliative Care

 Few organizational models outside of academic, 
managed/integrated care systems

 Results from these are difficult to extrapolate to other settings

 No reimbursement mechanism specific to palliative care 
professionals

 Code for symptoms

 Family meetings, GoC discussions not reimbursed

 Fees similar to IM/FP but for greater time investment

 Paucity of established business models
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Clinic Model

Advantages 
Opportunity to see patients at earlier stages of disease for 

advanced care planning and symptom management
More efficient use of professional resources
 Broader array of treatments and diagnostic opportunities
 Advantages of a unique community offering

Disadvantages
Money, time and risk 
 Largely uncharted waters for a community based 

organization
 Available models uncertain 

California Hospices are Often Expert in 
Palliative Care and Provide these Services 
to the Dying:  Why not also to those living 

with serious illnesses?

The Corporate Practice of Medicine Law

How Can California Hospices Partner with 
Physicians to Provide Palliative Care?

� Foundation Model HSC 1206i (> 40 MDs; 10 Specialties etc.)

� Contracting with a Medical Corporation 

� As a Management Services Organization (MSO)

� Through a Primary Care Community Clinic

Considerations

 Tax-exempt status

 Medicare-certified hospice

 Corporate Practice of Medicine

 Model

Business Model

 Direct Revenue
 Professional services
 Assumption of risk (managed care) 
 Philanthropic support
 Grants
 Directorships (Hospitals)

 Favorable impact on hospice census
 Increase in referrals (direct and indirect)
 Increase in LOS

Risks of Business Model

 Referral of chronic non-cancer pain

 Inundation with patient requests

 Problems recruiting staff

 Parasitizing hospice referrals though prolonged 
palliative care services

 Limited referrals

 Change in Medicare reimbursement for hospice

 Medi-Cal eliminates hospice coverage
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Start Up Phase

 Due diligence
 Counsel

 Consultants (hospice regulatory and community clinic)

 Dept of Public Health

 Governing Board approval of project and budget

 Corporate structure

Corporate Structure

501c3
Governing Body
President/CEO

Hospice License
Community Grief &
Counseling Center

Community Clinic 
License

Governing Body Actions 

 Resolutions:

Amend and restate Articles of Incorporation

Direct staff to establish a Palliative Care Center licensed as a 
community clinic 

Designate the Board as the Center’s Governing Body

Amend the Bylaws: Palliative Care Center and Hospice Committees

Appoint Administrator

Next Steps

 Organization engagement

 Community engagement 

 Independent; free-standing, community-based

 Facility location

 Comprehensive integrated model incorporating Transitions

 Strategic partners

Regulatory Requirements Palliative Care Center License

 Licensed as a Community Clinic, defined as an outpatient health 
facility for patients who remain less than 24 hour and provide 
direct medical, surgical, dental, optometric or podiatric advice 
and services, as well as counseling

 Community Clinics are regulated under Title 22, Division 5, 
Chapter 7

 Two types of Community Clinics:

 Primary Care, which includes community and free clinics

 Specialty, which includes surgical, chronic dialysis and rehabilitation 
clinics 
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Community Clinic Licensure Eligibility

 Community Clinic operator must be a non-profit 
corporation

 Charges to patients for services must be based on the 
patient’s ability to pay, utilizing a sliding fee scale.

Community Clinic Services

 Community Clinics must provide or arrange for the diagnostic, 
therapeutic, radiological, laboratory and other services for 
care and treatment of patients admitted for care to the clinic.

 Community Clinics must:
 Offer supervision of each service provided by a person licensed, 

certified or registered to provide the service

 Maintain written patient care policies

 Maintain the equipment and supplies required to provide the services

Community Clinic Staffing

 Staffing regulations require:
 Designation of a licensed MD as professional director

 Appointment by the Governing Body of an administrator

 The presence of an MD, PA or RN whenever medical services are 
provided

 That at least 1 MD has admitting privileges at an area hospital

 That the number of nursing staff be based on the number and types 
of patients seen in the clinic

Community Clinic 
Organizational Requirements

 Operates under a governing body with legal authority and 
responsibility for clinic’s operation

 Recruits, hires and orients employees according to job 
descriptions & provides continuing training

 Maintains current & accurate personnel records and patient 
health records

 Reports unusual occurrences (epidemic outbreaks, poisonings, 
fires, major accidents

 Maintains disaster and QAPI programs

Community Clinic 
Facility Requirements

 Building permit issued by and building inspection conducted by 
the city or county as applicable

 Clinic facility must comply with OSHPD 3 requirements

OSHPD 3 Requirements

 Minimum size requirements for exam and treatment rooms

 Lockable medication storage, including a medication 
refrigerator

 Utility room with separate clean and dirty work areas & 
janitor’s closet with mop sink

 Air circulation/filtration that meets Heating, Ventilation & Air 
Conditioning specifications

 Provision for medical waste holding or disposal
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Welcome to Vertical & Clinical Integration

Strategic Partners Our Local Landscape

Daughters of 
Charity 

Foundation

Caritas 
Business 
Services

O’Connor 
Hospital

St Louise 
Hospital

SJMG
• Good Samaritan Branch
• McKee Branch
• Willow Glen Branch

Medical 
Groups:
• Almaden Family Physicians 

MG
• Family Medicine Associates
• Gilroy Family Practice
• Morgan hill Internal Med
• O’Connor Urgent Care
• Samaritan Family Practice

HCA

Good 
Samaritan 
Hospital

Missions 
Oaks 

Inpatient 
Rehab

Regional 
Medical 
Center

University 
Healthcare 

Alliance

Stanford 
Hospitals & 

Clinics

South Bay 
Oncologists

Medical 
Groups
• Manoukian Medical Group
• Samaritan Internal Med
• Mid Penninsula Surgical 

Associates
• 5 Independent MD Practices

Kaiser

Kaiser 
Foundation 
Hospital –
San Jose

Kaiser 
Foundation 
Hospital –

Santa Clara

Centralized 
Referral 

Location –
Nanette 
Hoffman

Sutter Health

Palo Alto 
Medical 
Foundation
• Los Altos
• Mountain View
• Palo Alto
• Santa Clara
• SunnyVale
• Los Gatos
• West Valley

PAMF 
Hospitalists

Independents

El Camino
• Los Gatos
• MountainView
• Pathway’s Affiliation
• CSA Cares Senior Case 

Management

Premiere Care 
of Northern 
California 
Medical - IPA
• Medical Managed Care 

Population
• Conifer Cap Management 

Services

Physicians 
Medical Group 
San Jose - IPA
• 450 MD’s

SCCIPA
• IPA with over 800 MD 

Members

Valley Medical 
Oncology 
Consultants
• Castro / Los Gatos / San 

Leandro / Fremont / 
Mountain View / San Ramon 
/ Hayward / Pleasanton / 
Livermore / Redwood City

Duals / CCI 
– Cal 

Mediconnect

Santa Clara 
Family Health 
Plan
• Independent Physicians
• Stanford Specialists
• VHP
• Kaiser Foundation Health 

Plan
• PAMF
• PMGSJ
• Premiere Care

CareMore
• Strategic Relationships with:

• O’Connor
• Good Samaritan
• Regional
• Grant Questa Nursing 

Home
• Amberwood Gardens
• Courtyard Care Center
• White Blossom Care 

Center
• SJ HC Wellness Center
• Mission Skilled
• Valley House
• Gilroy Care Center
• SJ Care Center
• SJ Atherton Care Center

OnLok Lifeways
– PACE 
Program

Valley 
Health Plan

SCVMC

SCVMC 
Specialty 
Center

SCVMC 
Clinics

•Alliances with:
•LP Children's Hospital
•Stanford Medical Center
•O’Connor
•St Louise
•El Camino
•SCCIPA
•SJMG
•PAMF
•Community Organizations

Community 
Health 

Partnership

AACI

Cancer 
CarePOINT

Satellite Health 
Plan

Gardner Family 
Health Network

Indian Health 
Center

MayView

Foothills Health 
Centers

Pallium India

Beneficiaries  Patients and their families having chronic,     
life threatening illnesses

Services

 Medical consultation and care
Symptom and “illness” Management
Communication, Guidance GoC

 Nursing support

 Counseling and case management

 Volunteer support 

 Family caregiver program 

Referral/Recommendation Sources

 Independent practitioners and medical groups
 Patient self-referral
 Hospitals (e.g. discharge planners)

 In-patient, ER

 SNF/ALF
 Insurance plans
 Case management organizations
 Home health agencies
 Community organizations

Consultation Referral  Screen

 Symptoms poorly controlled 

 Poor understanding of illness

 Goals of Care require clarification

 Recent Hospitalization, e.g. CHF, COPD

 Hospital discharge to SNF

 Physiologic Score, e.g. BOLD, Child-Pugh; 
Seattle Heart Score

 Dx Advanced Cancer; Starting Hemodialysis 

 CARS score; Charlson Comorbidity Score

Life-threatening
Illness

< 3 Year Life 
Expectancy

Out-Patient Palliative Care

 Intake
 Assessment of Need

 Risk Stratification

 Evaluation
 IDT

 Care Plan

 Follow-up 
management

 Communication
Bioethics,  Other Committees

Interdisciplinary Team

Case Management
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Clinic Operation

 Co-management model preferred
 Consultative
 Assume care 

 Staffing
 1 -1.5 FTE MD
 NP
 LCSW
 MSW Intern
 Administrator
 Office Coordinator
 Volunteers 

 Freestanding (Independent) 

 Outpatient
 Inpatient and home services

 Licensed

 Interdisciplinary
 Nursing (NP)
 Medical
 LCSW, MSW Intern
 Transitions; Volunteer services
 Integrative therapies

 Research oriented and evidence based

 Freestanding (Independent) 

 Outpatient
 Inpatient and home services

 Licensed

 Interdisciplinary
 Nursing (NP)
 Medical
 LCSW, MSW Intern
 Transitions; Volunteer services
 Integrative therapies

 Research oriented and evidence based

The First Six Months

 Challenges and Opportunities

 Lessons Learned
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Screening Tools

Marketing and Communications

Media Coverage
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Early Outcomes

Questions?


