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Executive Summary  
The Arizona Coalition to Transform Serious Illness Care (AZ Coalition) has developed a Home- and 
Community-Based Palliative (HCBP) Care Model to support the care and social determinants of health 
needs of people with serious illness and their caregivers. We plan to design a value-based payment 
model to support this care model and pilot both with several organizations in Arizona. We designed the 
care model with enough flexibility to be implemented by a variety of organizations and supported by a 
variety of different payment models.  

The AZ Coalition is a group of 40+ statewide stakeholders in Arizona working to improve the quality of 
care and outcomes for people with serious illness. The coalition is led by the Arizona Hospital and 
Healthcare Association (AzHHA) and includes leadership support from the Arizona End of Life Care 
Partnership, the Coalition to Transform Advanced Care (C-TAC), Discern Health, and TopSight Partners.  

 

 
 

This document describes the program background and methods used in care model design and 
describes the core elements of the model: population, services, operational requirements, and 
measures of success. See Care Model Overview section for a summary and graphic. We anticipate 
organizations implementing the model will customize each of these elements to meet their own needs. 

Methodology 
The Arizona Coalition Model design was overseen by a multistakeholder workgroup. To ensure the 
model is evidence-based, a program team (Discern Health and TopSight with AzHHA leadership) 
conducted a targeted scan of peer-reviewed literature and other home- and community-based palliative 
care models; analyzed home- and community-based palliative care guidelines, standards, and 
accreditation materials; facilitated interviews with key stakeholders; and fielded a state-wide survey of 
non-hospice palliative care organizations in Arizona. See Methodology section for more information. 

Target Population 
The model is designed to meet the needs of people that have both 1) two or more severe chronic 
conditions, at least one severe medical condition, and/or frailty and 2) unmet care needs including prior 
skilled nursing facility, home health, or direct medical equipment use with low functionality or high 
symptom burden; uncoordinated patterns of care; excess hospitalizations; or SDoH-related challenges. 
See Target Population section for details such as included conditions. 

Program Services 
The model will either deliver or partner with home- and community-based service providers to deliver 
the following services to this population (see Program Services for definitions): screening and 
assessment, care planning, advance care planning, shared decision-making, care coordination/ case 
management, symptom and pain management, medication reconciliation, 24/7 availability and 
treatment response, functional or activities of daily living support, patient and caregiver education, 
patient/caregiver preparation for emergencies and potential crisis, emotional and spiritual support, 
bereavement services, respite services, transportation assistance, addressing home safety, food 
assistance (optional service), financial counseling (optional service), age-appropriate support, and 
telehealth.  

https://www.azhha.org/az_coalition
https://www.azhha.org/
https://www.azhha.org/
https://www.azendoflifecare.org/
https://www.azendoflifecare.org/
https://www.thectac.org/
https://www.discernhealth.com/
https://www.topsightfirm.com/
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Operational Requirements 
The Operational Requirements section outlines items that organizations implementing the HCBP care 
model should consider when developing the infrastructure needed to support service delivery. These 
include staff with appropriate credentials and expertise; partnerships with other provider and HCBS 
organizations; policies, workflows, and processes; technology; capabilities to train and support staff; and 
other tools and resources. 

Measurement 
Organizations implementing the Arizona Coalition Model will need to select appropriate quality 
measures to support value-based payment, evaluate program success, and guide performance 
improvement. The Measurement section describes a layered approach to measurement that includes 1) 
measures of core care model outcomes: more days at home, higher hospice days, improved patient and 
caregiver experience, lower acute crisis utilization, and outcomes equity and 2) operational measure 
concepts in the categories of care planning, pain and symptom management, care coordination, 
addressing SDoH, and staff experience. We anticipate that pilots and other organizations implementing 
the Arizona Coalition Model will select additional tactical measures of processes and outcomes for 
quality improvement.  

Next Steps and Contact Information 
The AZ Coalition anticipates refining the HCBP Care Model over time as we learn from payment model 
and pilot design, implementation, and evaluation. Thus, we welcome feedback on this “living 
document”.  

Please contact Vicki Buchda from AzHHA or Theresa Schmidt from Discern Health to offer feedback or to 
learn more about the AZ Coalition or the HCBP Care Model. 
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Background 
Serious illness impacts an estimated 45 million Americans and their families/caregivers. Defined as “one 
or more chronic conditions that limit personal function and are likely to worsen rather than get better,” 
serious illness costs the US Healthcare system nearly 1 trillion dollars a year, making up almost 60% of 
healthcare expenditures. People with serious illness often struggle to get the care and support they 
need to manage their conditions (Cohn et al., 2017). 

The needs of people with serious illness extend beyond the medical model of healthcare to include 
social supports, symptom relief, care coordination, communication, and shared decision-making (Cohn 
et al., 2017). However, patients often have limited access to services that transcend the medical model 
to help support their quality of life. This also has implications for the health and wellbeing of patient’s 
families and caregivers. A recent study found that family caregivers’ self-rated mental health 
significantly improved after their family member started receiving Medicaid home care services (Unger 
et al., 2021). Innovative serious illness programs across the United States seek to meet these needs and 
improve patient and population health.  

This is also true in Arizona. C-TAC’s Advanced Care Transformation (ACT) Index results have shown that 
Arizona historically does not perform as well on a composite of “community” measures as other states 
(ranked 49/51), and Arizonans with serious illness are spending more time in the intensive care unit 
(ICU) during the last six months of life. Additionally, access to care was the leading health priority for 
Arizonans identified in the 2016-2020 Arizona Health Improvement Plan (Arizona Department of Health 
Services, 2016).  

During the COVID-19 pandemic, ICU use increased even further (Arizona Department of Health Services, 
2021), and the Arizona Coalition to Transform Serious Illness Care survey found access issues were 
exacerbated by social distancing (Best Practices Study Overview, 2020). Additionally, research indicates 
that long-haul COVID affects as many as one in four people who have had COVID-19, “regardless of 
severity” (UC Davis Health, 2021). People with post-acute sequelae to SARS cov-2 (PASC), also known as 
long-haul COVID, experience prolonged symptoms after recovering from COVID-19. Symptoms may 
include respiratory issues, fatigue, neurological issues, sleep disturbance, cognitive impairment, and 
mental health symptoms (Vanichkachorn et al., 2021). As demand for home-based services continues 
into the next phase of the pandemic and beyond, organizations must address challenges delivering care 
and supports to patients with serious illness, including those with long-haul COVID.  

Program History: The Arizona Coalition to Transform Serious Illness Care 
The Arizona Coalition to Transform Serious Illness Care (AZ Coalition) is a group of more than 40 
stakeholders (including clinicians, healthcare leaders, and payers) from throughout the state who are 
working to improve the quality of care and associated outcomes for people with serious illness. The 
coalition is led by the Arizona Hospital and Healthcare Association (AzHHA) and includes leadership 
support from the Arizona End of Life Care Partnership, the Coalition to Transform Advanced Care (C-
TAC), Discern Health, and TopSight Partners.  

The AZ Coalition reviewed data to define the opportunity: people with serious illness and their families 
often experience acute events, seek crisis care, or choose institutional care because they have trouble 
managing health conditions and adverse events at home. Because of this, we selected our primary 
measurable goal: increase days at home for people with serious illness.  

https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2784386?utm_campaign=articlePDF&utm_medium=articlePDFlink&utm_source=articlePDF&utm_content=jamahealthforum.2021.2671
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2784386?utm_campaign=articlePDF&utm_medium=articlePDFlink&utm_source=articlePDF&utm_content=jamahealthforum.2021.2671
https://www.thectac.org/evaluating-progress/
https://azdhs.gov/documents/operations/managing-excellence/azhip.pdf
https://azdhs.gov/documents/operations/managing-excellence/azhip.pdf
https://www.azdhs.gov/covid19/data/index.php
https://www.azdhs.gov/covid19/data/index.php
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228426/3._AZ_Best_Practices_Summary_Slides_2020-11-11.pdf?1605228426
https://health.ucdavis.edu/health-news/newsroom/studies-show-long-haul-covid-19-afflicts-1-in-4-covid-19-patients-regardless-of-severity/2021/03
https://www.sciencedirect.com/science/article/abs/pii/S0025619621003566
https://www.azhha.org/
https://www.azendoflifecare.org/
https://www.thectac.org/
https://www.discernhealth.com/
https://www.topsightfirm.com/
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With funding from the David and Lura Lovell Foundation and Scott O’Conner, we spent 2020 conducting 
a best practices study to evaluate which evidence-based community services and supports would have 
the greatest impact on our goal. During the study, the COVID-19 pandemic reinforced our resolve to 
increase the availability of in-home support. Likewise, the healthcare disparities exacerbated by the 
pandemic and the national momentum of the racial justice movement prompted us to apply a health 
equity lens to our work. We therefore added promoting health equity as one of our criteria for 
evaluating services and supports. 

At the conclusion of the best practices study, the AZ Coalition achieved consensus to design and pilot a 
patient-centered home- and community-based palliative (HCBP) care and payment model that 
features comprehensive palliative care in collaboration with primary care and community-based 
services.  

In early 2021, the AZ Coalition obtained funding from Blue Cross Blue Shield of Arizona, AzHHA, and the 
David and Lura Lovell Foundation to conduct research and convene stakeholders to design the care 
model.  

Vision: A Co-Created Model Designed to Optimize Value 
The Arizona Home- and Community-Based Palliative Care 
Model (the Model) is founded on four key design 
principles as show in Figure 1. These principles are 
intended to mitigate risks and overcome barriers to 
delivering comprehensive palliative care that allows people 
with serious illness and their families, including people with 
special needs related to social determinants of health 
(SDoH), to manage their conditions at home.  

Flexibility: One Size Will Not Fit All 
The AZ Coalition designed a flexible model that can be 
tailored to meet the needs of different communities. This is 
demonstrated by the Model’s target population, which 
supports identifying people with serious illness who may 
not have access to needed care or may have additional 
SDoH needs. The Model’s approach to care emphasizes community-based, network aggregation (i.e., 
partnerships with home- and community-based services [HCBS] organizations) instead of siloing service 
delivery in single entity. This ensures that people will receive needed services, even if those services are 
outside the scope of those traditionally delivered by palliative care providers and other organizations 
that care for people with serious illness.  

Establishing HCBP networks within Arizona would also offer resources for solving other care 
coordination and access issues. For instance, an integrated and connected community-based care 
network would improve network organizations’ abilities to make warm hand-offs to facilitate seamless 
transitions of care.  

Patient- and Caregiver-Centricity: Nothing for Patients Without Patients 
The Model has a patient-centric framing rather than a payer-centric framing, as visualized in Figure 2. 
Consideration of patient and caregiver needs was the lead driver for developing this care model.  

Figure 1. Care Model Design Principles 

 

Flexibility

Evidence-
Based

Patient-
and 

Caregiver-
Centricity

Partnership

https://lovellfoundation.org/
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228426/3._AZ_Best_Practices_Summary_Slides_2020-11-11.pdf?1605228426
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The AZ Coalition challenged its members to 
innovate by prioritizing the services that 
would be best for patients rather than the 
services that are best supported by the 
current payment environment. To support 
our goal of advancing health equity while 
meeting patient needs, the AZ Coalition 
also prioritized understanding and 
addressing SDoH as a core component of 
model design. 

While we worked to move beyond 
preconceived notions of traditional 
payment and delivery, we did include 
payers and providers in our design 
workgroup to ensure the model would be 
feasible to implement and fund. Future 

efforts will focus on designing a value-based payment model to support the patient-focused care model. 

As described below, the AZ Coalition solicited feedback from different stakeholders with a variety of 
perspectives throughout the design process. Specifically, we interviewed patients and caregivers to hear 
about their experience in their own words and identify the areas in which they need the most support. 

Evidence-Based: Using Data to Make Informed Decisions 
The AZ Coalition sought to ground Model innovation in evidence from research, other programs, and 
other initiatives. The program team leveraged a multi-method approach to collect evidence to inform 
Model development (see Methodology). We synthesized these findings and shared them with AZ 
Coalition members, including, providers, community-based organizations, philanthropic organizations, 
and other experts to support decision-making about key model components such as the target 
population, core services and capabilities, and measures to evaluate success. 

Partnership: Bridging the Gap Between Payers and Community Providers  
We collected evidence through conversations with payers, community providers, palliative care 
specialists, and patients and caregivers. These conversations also supported the AZ Coalition in building 
both a state-wide network and a model of serious illness care that network members can champion in 
their own organizations, communities, and beyond. Co-creating the model with a diverse multi-
stakeholder group (the Care Model Design Workgroup, described below) shifted focus from traditional 
forms of care delivery and payment (i.e., a single entity providing care reimbursed on a fee-for-service 
basis) to innovative integrated systems of delivery amenable to payment based on quality and value. 

  

Figure 2. Keeping Patients at the Center 
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Methodology  
The AZ Coalition used an evidence-based, consensus-driven approach to design a model of care to 
improve the experience of people managing serious illness at home. 

The AZ Coalition recruited a smaller committee, the Care Model Design Workgroup (CMDW), to meet 
monthly to discuss relevant evidence and define elements of the Model. A strength of this workgroup 
was that it drew diverse membership from the committed coalition of 40+ organizations and their 
networks throughout Arizona and beyond. The CMDW members included clinicians, researchers, HCBS 
organizations, patients, policymakers, faith-based organizations, and payers. These stakeholders are 
positioned to engage the broader serious illness community to garner support for these efforts and 
increase the likelihood of success.  

The workgroup was convened by AzHHA and facilitated by Discern Health and TopSight Partners, 
experts in facilitation, design, implementation, and measurement. This program team harnessed the 
expertise of the diverse stakeholders to tailor the Model to the specific needs of Arizonans and leverage 
lessons learned from existing serious illness care programs within Arizona and other states.  

In addition to discussion during CMDW meetings, the AZ Coalition used the following methods to 
identify elements of the Model for the CMDW’s consideration.  

Literature Review and Environmental Scan 
Discern Health conducted a review of the literature, consensus standards and guidelines and exemplary 
programs across the U.S. to help identify HCBP care program components, details of services, and 
collaboration with primary care and CBSS. This included review of National Consensus Project Palliative 
Care Guidelines, Joint Commission Palliative Care Certification, as well as other foundational guidance 
and literature identified via searching Google Scholar, PubMed, and resources from thought leaders 
including the Center to Advance Palliative Care (CAPC), the Coalition to Transform Advanced Care (C-
TAC), the National Palliative Care Research Center, the American Academy of Hospice and Palliative 
Medicine (AAHPM), and the National Hospice and Palliative Care Organization (NHPCO). We catalogued 
best practices and guidance for delivering HCBP care based on the findings from literature review and 
environmental scan. For a summary of key findings and their relevance to the components included in 
the Model, see Appendix I (Rationale for Program Services) and Appendix II (References).  

Arizona Palliative Care Survey  
Discern Health and TopSight Partners, with insight from AzHHA and the CMDW, developed a survey of 
palliative care providers to document programs in Arizona that holistically address the needs of people 
with serious illness; record program features, payment mechanisms, and key partnerships; and identify 
gaps in care, unmet needs, and potential implementation barriers.  

88 people completed the survey over a three-week period. Respondents primarily identified their 
organizations as hospice or home health. Of the 88 respondents, there were 33 organizations 
represented that have a serious illness or palliative care program that is not delivered via hospice. 
Results from the survey were cross-walked with program elements (e.g., services, operational 
requirements, measures) identified from the literature review and environmental scan to prioritize 
elements for inclusion in the care model, identify any resources are currently available in Arizona to 
implement certain services, and understand where there are opportunities for palliative care providers 
to partner with community-based organizations to deliver services to meet patient and family needs. 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-setting/hospital-certifications/palliative-care-certification/


Arizona Coalition Model – Home- and Community-based Palliative Care for Seriously Ill 
Prepared by Discern Health, part of Real Chemistry on behalf of AzHHA | January 2022 8 

Interviews with Key Stakeholders 
Discern Health and TopSight Partners conducted a total of 
seven interviews with ten interviewees who have personal, 
local, and national expertise to better understand challenges 
and opportunities for palliative care and to validate best 
practices for successful palliative care programs to meet 
patient needs. The selected stakeholders represented a range 
of perspectives including:  

• Experience as patients (1 individual interviewed) and 
family caregivers (3) 

• Experience in Arizona (7) and in other/multiple states (3) 
• Clinical and operational experience at a provider 

organization (4), and payer expertise (1) 

The interviews covered the topics outlined in Figure 3. Not all 
topics were covered in each interview as some questions were 
more relevant for certain interviewees. For instance, questions 
related to reimbursement or staff training were not discussed 
with patients and caregivers.  

Intensive Workshop and Follow-up 
In July 2021, the CMDW participated in a 3-hour intensive virtual workshop to discuss and refine the 
program services, operational requirements, and measures for the Model. Following the workshop, the 
program team used a modified Delphi approach to confirm included services with CMDW members. The 
full model was also shared with the CMDW for review and refinement. 

Care Model Overview 
The Arizona Coalition Model for Home and Community-Based Palliative Care (HCBP) is an operational 
construct that an organization could use to support the design of a specific type of serious illness 
program. An HCBP program could be developed by a palliative care organization, hospice, home health 
agency, hospital, health plan, community organization, or other type of organization. The key is to 
deliver high quality services and supports to meet the medical and non-medical needs of patients with 
serious illness and their caregivers to help patients have more days at home.  

The Arizona Coalition Model: 

1. Describes a population with serious illness and unmet needs,  
2. Proposes a set of services and operational requirements that could meet those needs, and 
3. Outlines program outcomes we hope to achieve and performance measures that could be used 

for program and model evaluation 

The basic model outlined in this document can be adapted to meet the needs of sub-sets of the serious 
illness population and funded by a variety of payment models. To support this, we have built in flexibility 
in which services the organization implementing the Arizona Coalition Model would deliver (the HCBP 
organization) and which services it might partner to deliver, including services that we consider as 
optional as opposed to part of the essence of the Arizona Coalition Model. We have also incorporated 

Interview Topics 
• COVID-19 impact on care delivery  
• Non-AZ, state-specific conditions 

contributing to serious illness model 
success (e.g., legislation, regulations, 
partnerships, technology) 

• How models of serious illness care can be 
scaled and implemented across Arizona 

• Value of an HCBP model for payers 
• Patient eligibility determination and 

populations served 
• When patients exit the care model 
• Outcomes prioritized  
• Palliative team structure and training  
• Partner collaboration 
• Impact of SDoH on service design and 

delivery  
• Patient and caregiver challenges to 

accessing needed services, unmet needs, 
and care concerns 

Figure 3. Interview Topics 
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flexibility in how the HCBP organization might meet operational requirements and select performance 
measures. 

The Arizona Coalition plans to use a collaborative, multi-stakeholder process to develop a value-based 
payment model and establish pilots in the state of Arizona to evaluate the combination of the care and 
payment models. We anticipate refining the models as we learn from these pilots. As shown in Figure 4, 
future payment model offerings will support delivery of the care model. The operational requirements 
enable the program to deliver the outlined services along the care pathway for the target population. 
This care model is designed to achieve the measures of success, including operational measures 
(intermediate outcomes) which help ensure progress toward the overall care model outcomes. 

Figure 4: Arizona Coalition Model for HCBP Care Overview 
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Target Population 
The Arizona Coalition Model is designed to meet the needs of people with serious illness who need 
support with managing their conditions at home. For the purposes of this model, we consider “serious 
illness” to be a condition that carries a higher risk of mortality and either negatively impacts a person’s 
daily function or quality of life, or excessively strains their caregivers. Palliative care is an approach that 
improves the quality of life of patients and their families through prevention and relief of suffering, and 
is “inclusive of all people with serious illness regardless of setting, diagnosis, prognosis, or age” (National 
Consensus Project for Quality Palliative Care, 2018).  

To identify people with serious illness, the model selects for people with two or more severe chronic 
conditions1, at least one severe medical condition2, or frailty. To select those high-risk people with 
unmet needs that would benefit most from HCBP care programming, the Arizona Coalition Model also 
selects for those people with 1) other unmet care needs like prior skilled nursing facility (SNF), home 
health (HH), or direct medical equipment (DME) use with low functionality or high symptom burden, 2) 
uncoordinated patterns of care3, 3) excess hospitalizations, or 4) SDoH-related challenges.   

The criteria to identify eligible participants are outlined in Figure 5.  

Figure 5. Algorithm to Identify the Eligible Participants4 

 
1 Chronic conditions may include malignant cancer or leukemia, chronic pulmonary disease, renal failure, dementia, congestive 
heart failure, severe chronic liver disease, diabetes with end-organ damage, peripheral vascular disease, and coronary artery 
disease. 
2 Severe medical conditions may include cancer (poor prognosis, metastatic, or hematologic), chronic obstructive pulmonary 
disease or interstitial lung disease (only if using home oxygen or hospitalized for the condition), renal failure, end stage 
dementia with evidence of length of illness or advanced disease, congestive heart failure, only if hospitalized for the condition, 
advanced liver disease or cirrhosis, diabetes with severe complications (ischemic heart disease, peripheral vascular disease, and 
renal disease), amyotrophic lateral sclerosis, hip fracture, age >70 years, multimorbidity (>3 chronic conditions from Dartmouth 
Atlas list), frailty/chronic frailty, COVID-19 “long-haulers”, and progressive congenital and neurological conditions (TBD). 
3 We define a “high rate” of ED visits over 12 months as three or more visits. This is based on feedback from experts who have 
experience implementing HCBP care programs. 
4 Figure references: *Kelley & Bollens-Lund, 2018;**CMS Primary Care First SIP Model, 2020; CMDW implementation 
experience; ***CAPC Recommendations for Identifying the Population with Serious Illness, 2020; Cunningham et al., 2017 

 

http://www.nationalcoalitionhpc.org/ncp/
http://www.nationalcoalitionhpc.org/ncp/
https://www.dartmouthatlas.org/faq/
https://www.dartmouthatlas.org/faq/
https://pubmed.ncbi.nlm.nih.gov/29125784/
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://www.capc.org/toolkits/patient-identification-and-assessment/
https://pubmed.ncbi.nlm.nih.gov/27862710/
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The algorithm to identify eligible participants who may qualify for the care model is intended to be 
broad and payer-, age-, and condition-agnostic. Organizations implementing this care model can further 
tailor the algorithm to meet the needs of their population. For instance, an organization serving a large 
population of people with dementia could develop a program that tailors the algorithm to focus on 
identifying people with dementia who are also experiencing unmet care needs, uncoordinated care, 
excess hospitalizations, or SDoH-related challenges. 

Supporting Evidence 
As indicated in Figure 5 above, each element of the algorithm to identify the target population is 
grounded in evidence from the literature (e.g., Kelley and Bollens Lund, 2018, Cunningham et al., 2017), 
key stakeholders (CAPC Recommendations for Identifying the Population with Serious Illness, 2020) and 
national trends in value-based care (CMS, 2021).5 The combination of criteria are included to help 
identify patients with unmet needs who have already had adverse events but also move upstream to 
identify patients before they are in crisis.  

We refined the population algorithm based on discussions with the CMDW and results from the state-
wide survey disseminated to palliative care providers and semi-structured interviews with providers, 
payers, and patients and families.  

Of the serious illness care provider 
organizations that responded to the 
survey, 40% target populations of a 
particular age group and of those, 92% 
target adults 65 years and older. This 
suggests a need for a model of care that 
serves populations outside of this age 
group. Programs also use a diverse set of 
criteria to determine patient eligibility for 
the program. The top five criteria are 
listed in Figure 6 (left). Only 41% of 
responding organizations target people 
who have unmet SDoH needs. 

Findings from stakeholder interviews reinforce the need for an inclusive model of care. As one provider 
interviewed shared, “You don’t know what you don’t know. You think someone is a low [level of 
complexity] but suddenly they lose their caregiver support.”  

  

 
5 As of March 2021, CMS has shared that it is delaying the implementation of the Primary Care First Serious Illness Population 
payment model indefinitely (Parker, 2021). Though this model is under CMS review, there is a national appetite to develop a 
palliative care payment model that serves people with serious illness. The Expanding Access to Palliative Care Act is a bi-
partisan bill that, if signed into law, would direct CMMI to pilot a community-based palliative care payment and delivery 
demonstration (U.S. 117th Congress, 2021). 

Figure 6. Top 5 Patient Eligibility Criteria from Survey 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5756466/
https://pubmed.ncbi.nlm.nih.gov/27862710/
https://www.capc.org/toolkits/patient-identification-and-assessment/
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://hospicenews.com/2021/03/05/cms-delays-primary-care-first-sip-payment-model-indefinitely/
https://www.govinfo.gov/app/details/BILLS-117s2565is
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Program Services  
The AZ Coalition selected the set of services that programs implementing the Arizona Coalition Model 
would deliver to patients and caregivers to meet their needs during each phase of the HCBP care 
pathway (see Figure 7). The CMDW reviewed evidence from the literature review and environmental 
scan, provider survey, and interviews to develop an initial set of services to include in the Arizona 
Coalition Model. Select AZ Coalition members contributing to the CMDW refined the list during the 
intensive workshop and iterative development activities based on their expertise and experience. 

Figure 7: HCBP Care Pathway 

 

Because it may be adapted to more specific populations and implemented by a variety of organizations 
with different capabilities, the Arizona Coalition Model includes flexibility in selection and 
implementation of many of these services. However, some services are designated as “required” 
because they are a part of a core service package needed to help patients manage their illnesses at 
home and will be addressed in future AZ Coalition efforts to design an associated payment model. The 
Operational Requirements an organization would need to leverage to deliver these services are outlined 
in the next section. 

A program built based on this model would offer the following services; however, the specific services 
delivered to each patient or caregiver should be tailored to their needs. For example, if the initial 
assessment determines that a patient only needs symptom management for a short time while their 
condition stabilizes, the program will likely not need to arrange bereavement services. Some programs 
may stratify their patient population based on level of need or risk. Risk stratification will also have 
payment implications and should be considered when designing a payment model to accompany the 
Arizona Coalition Model.  

Figure 8 (next page) outlines the core program services selected by the AZ Coalition, as informed by a 
combination of interviews, CMDW member experience, NCP and Joint Commission guidelines, CAPC 
documentation, and other industry resources. Click each service area for a description. See Appendix I 
(Rationale for Program Services) for a summary of supporting evidence for including each of these 
services. 
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Figure 8. Overview of Program Services 

 
* Optional  
 

Assessment, Planning, and Coordination 
1. Screening and Assessment (Required: Led by HCBP organization). At admission, at regular intervals, 

or when significant change of status occurs, assess for patient and caregiver pain and symptom 
distress along with cognitive, functional, psychological, social, spiritual, cultural, and other needs. 
Engage HCBS partners as needed to support screening and assessment. Screening can also be used 
when determining patient inclusion in a program. Assessment also supports risk stratification to 
determine which services should be deployed during care planning. 

 
2. Care Planning (Required: Led by HCBP organization). Collaborate with the IDT, the patient, the 

caregiver, and any relevant HCBS partners to develop a comprehensive care plan to meet patient 
and caregiver medical and non-medical needs (including related SDoH). The care plan should: 
• Be based on the patient’s goals of care, as well as information gathered via assessment 
• Describe the services and support needed to achieve goals 
• Incorporate cultural needs and practices 
• Include process to monitor and update the plan based on subsequent patient and caregiver 

assessments (e.g., move toward end of life and after) 
• Incorporate plans to discontinue services when no longer needed or transfer to another 

provider 
 

Assessment, Planning, and 
Coordination 
• Screening and Assessment 
• Care Planning 
• Advance Care Planning 
• Shared Decision-Making 
• Care Coordination/ Case 

Management 

Addressing Physical Needs and 
Symptom Management 
• Symptom and Pain Management 
• Medication Reconciliation 
• 24/7 Availability and Treatment 

Response 
• Functional or Activities of Daily Living 

(ADL) Support 

Education 
• Patient and Caregiver Education 
• Patient/Caregiver Preparation for 

Emergencies and Potential Crisis 

Psychosocial Support 
• Emotional and Spiritual Support 
• Bereavement Services 

Alleviating Caregiver Burden 
• Respite Services 

Addressing Social Determinants of 
Health 
• Transportation Assistance 
• Addressing Home Safety 
• Food Assistance* 
• Financial Counseling* 

Cross-cutting 
• Age-Appropriate Support 
• Telehealth 
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3. Advance Care Planning (ACP) (Required: Led by HCBP organization). Hold discussions with the 
patient and caregiver about the patient’s health care wishes if they become unable to make 
decisions about their care. ACP should occur a minimum of annually. The ACP may include: 
• Conversations about advance directives (ADs) with or without completing legal forms 
• Conversations about healthcare proxy and POLST 
• Anticipation of changing clinical condition 
 

4. Shared Decision-Making (Required: Led by HCBP organization). Collaborate with patients, caregivers 
and/or other family members, other providers, and HCBS partners to ensure patient and caregivers 
understand treatment options, risks, and benefits, and to work together to make care decisions. 

 
5. Care Coordination / Case Management (Required: Led by HCBP organization) Working in concert 

with other service providers, lead collaboration across the patient, caregiver, interdisciplinary team, 
care providers (including palliative, primary, specialists like oncologists, and acute), and HCBS 
partners to ensure appropriate delivery of care and services. Care coordination should:  
• Facilitate communication of information across service providers 
• Support patients and caregivers during care transitions, where the patient is moving from one 

care provider or care setting to the next (e.g., transitioning from the hospital to the home) 
• Use a health information exchange (HIE) if available to facilitate information exchange 

 

Addressing Physical Needs and Symptom Management 
6. Symptom and Pain Management (Required: Led by HCBP organization). Diagnose and provide 

evidence-based treatment for chronic and acute physical symptoms, including from a chronic 
disease, based on comprehensive assessment and shared decision-making (see Assessment and 
Shared Decision-Making). Prescribe medications as needed and connect patients with non-
medication options (e.g., rehabilitative therapies) as appropriate based on their goals, values, and 
preferences. Coordinate with other providers (see Care Coordination) as needed to anticipate 
symptoms arising from curative treatment and align on a holistic approach to care. 

 
7. Medication Reconciliation (Required: Led by HCBP organization or partner). Review the list of 

patient medications (including name, dosage, frequency, and route), comparing what is on the 
medical record with the list provided by the patient, caregiver, or other provider. Leverage HIE if 
available. Look for drug interactions, side effects, and polypharmacy. Initiate de-prescribing as 
needed for unnecessary, duplicative, or contraindicated medications. 

 
8. 24/7 Availability and Treatment Response (Required: Led by partner or HCBP organization). Offer 

patients and caregivers consistent and timely access to clinical staff at any time of any day by phone 
or telehealth application. Triage, address and treat urgent or emergent needs in a timely fashion. 
Offer reassurance and guidance for managing issues at home as appropriate. Send staff onsite to 
provide care as needed. 

 
9. Functional or ADL Support (Required: Led by HCBP organization or partner). Screen or assess for 

needs related to activities of daily living (ADLs) or intermediate activities of daily living (IADLs; see 
Assessment). If need identified, offer or connect patients with support to manage ADLs and/or IADLs 
in their homes (e.g., clothing, bathing, eating, etc.). 
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Education 
10. Patient and Caregiver Education (Required: Led by HCBP organization or partner). During admission 

and on an ongoing basis, provide patients and caregivers with information, guidance, and training 
based on their individual needs. The HCBP organization should provide education or educational 
resources related to the program and palliative care, advance care planning, disease progression, 
treatment, management strategies, cost of care, how to use telehealth and other program 
technologies, what to do in the case of an emergency, death and dying, hospice care, and grief. 
Educational materials should be culturally competent and appropriate for multiple health literacy 
levels. 

 
11. Patient/Caregiver Preparation for Emergencies and Potential Crisis (Required: Led by HCBP 

organization [option to partner for materials]). Provide patient and caregiver education, medical and 
non-medical resources, and other information to ensure they are prepared to respond to an 
emergent patient need, including how to connect with 24/7 support (see 24/7 availability and 
treatment response). Materials should be available in multiple languages and adaptable to meet the 
needs of diverse patients. 

 

Psychosocial Support 
12. Emotional and Spiritual Support (Required: Led by HCBP organization or partner). Assess for (see 

Assessment) emotional distress, mental health issues, psychological or psychiatric issues, and 
spiritual needs on an ongoing basis. For identified needs, deliver, or partner to deliver, culturally 
competent "practices which bring strength and comfort" to the patient and caregiver such as 
counseling or therapy, behavioral interventions, and cultural or religious practices or rituals. 
Coordinate care across mental health providers (see Care Coordination). 

 
13. Bereavement Services (Required: Led by partner or HCBP organization). Screen or assess for needs 

(see Assessment). If a need is identified, offer grief-related resources and education, including for 
anticipatory grief. Either deliver or connect patient and caregiver with organizations that deliver 
counseling, support groups, and other behavioral health services. 

 

Alleviating Caregiver Burden 
14. Respite Services (Required: Led by partner or HCBP organization). Offer temporary enhanced staff 

support for the patient to help alleviate caregiver burden. This could include contracted short-term 
(hours) and long-term (days) respite services. "Temporary" may include up to 1 week annually based 
on individual needs, with exceptions for extraordinary circumstances. Location where respite is 
delivered may be in the patient home or in a facility based on the structure of the program and 
needs of the patient and caregiver. 

 

Addressing Social Determinants of Health  
15. Transportation Assistance (Required: Led by partner or HCBP organization). Screen or assess for 

transportation needs (see Assessment). If need identified, offer transportation or assist with 
arranging transportation to help individuals move between their residence and their site of medical 
care (e.g., hospital, doctor's office, etc.). HCBP organizations may elect to also connect patients with 
non-medical transportation to support attending social events, shopping, and other activities. 

 
16. Food Assistance (Optional: Led by HCBP organization or partner). Screen and/or assess for medical 

and non-medical dietary needs (see Assessment). If need identified, provide education, offer 
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counseling, and/or connect patient and caregiver with meal delivery, grocery shopping, or other 
services to offer consistent access to healthy meals and address food insecurity. HCBP organizations 
may elect to help patient or caregiver apply for food assistance programs such as Supplemental 
Nutrition Assistance Program (SNAP). If Food Assistance is not included, the program’s care planning 
should include connecting the patient/caregiver with an organization that provides these services. 

 
17. Addressing Home Safety (Required: Led by HCBP organization or partner). Perform an assessment or 

screening of the patient's residence to identify potential safety or accessibility concerns (see 
Assessment). Collaborate with the patient, caregiver, and HCBS organizations to address issues (e.g., 
need for home modifications or adaptive equipment, environmental falls risks) and document a plan 
of action. 

 
18. Financial Counseling (Optional: Led by HCBP organization or partner). Screen or assess for financial 

needs, vulnerability, and literacy (see Assessment). If a need is identified:  
• Work with the patient and caregiver to discuss expected costs of care 
• Connect the patient and caregiver to resources to develop a plan to pay for needed care and 

support 
• Provide assistance with insurance/billing 
• Support estate planning 
• Help the patient and caregiver apply for or understand medical leave or disability payments 
 
If Financial Counseling service is not included, the program’s care planning should include 
connecting the patient/caregiver with an organization that provides these services. 

 

Cross-cutting 
19. Age-Appropriate Support (Required: Led by HCBP organization or partner). Deliver age-appropriate 

services across all service categories. Screen or assess for age-related needs (see Assessment). If 
serving a pediatric population, see pediatric-specific operational requirements and consider special 
needs of caregivers. 

 
20. Telehealth (Required: Led by HCBP organization for clinical care; partner organization for technology 

implementation and data support). Offer virtual video visits and telephone support. HCBP 
organizations may elect to use telemedicine and telemonitoring as appropriate. Train patients and 
caregivers to use connective technologies. HCBP organizations may elect to provide devices to 
patients and caregivers. Consider potential connectivity barriers and security of health information. 

Operational Requirements  
Operating an HCBP care program that delivers the services outlined above will require staff with 
appropriate credentials and expertise; partnerships with other provider and HCBS organizations; 
policies, workflows, and processes; technology; capabilities to train and support staff; and other tools 
and resources. 

This section describes options for meeting some of these requirements, drawn from a combination of 
interviews, CMDW member experience, NCP and Joint Commission guidelines, and CAPC 
documentation. Organizations developing an HCBP care program should tailor their operational plan to 
their organization type and capabilities, the services they plan to deliver, and any federal, state, or local 
policies related to payment, licensure, or other requirements. 

https://palliativecarepolicy.yale.edu/
https://palliativecarepolicy.yale.edu/
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Staffing 
An HCBP care organization should build an interdisciplinary team to staff the program based on the 
expertise and credentials needed to conduct the core activities of the model. Some program features 
are needed but could be achieved through community partnerships as described in the Program Services 
section. Table 1 outlines considerations for staffing core activities that the HCBP organization should 
deliver and both core and optional activities that might be delivered by the HCBP organization or by a 
partner. As noted above, these are recommendations only and may not be suitable or feasible in all 
cases. The program may be supported by additional staff beyond those listed in this table, such as 
licensed practical nurses and physical therapy aides. 
 
Table 1. Staffing Considerations: Staffing Needs for Core and Optional Activities 
 

Core activities: delivered by the HCBP organization 
Core Activities Recommended Credentials and Expertise 

Oversee palliative care delivery Provider with palliative care specialty certification 
Assess for clinical needs, treat, and monitor 
effectiveness Provider, RN, and SW depending on needs 

Deliver 24/7 clinical support RN; provider available for escalation 
Prescribe and order medication and equipment Provider or pharmacist 

Assess for psychosocial needs SW for formal psychosocial assessment; any IDT 
member for ongoing monitoring 

Goals of care conversations Provider, RN, LCSW or LMSW 
Evaluate for EOL prognosis / hospice appropriateness Provider or RN  
Assess for SDoH needs; lead resource allocation SW; expertise or “rolodex” of community services 
Assess for spiritual needs RN or SW for ongoing assessment 

 
Core activities: delivered by the HCBP organization or a Partner 

Activity Recommended Credentials and Expertise 
Deliver psychosocial services SW, or other psychosocial professional 
Support navigation / coordination of care and 
services 

SW or RN lead with support from staff with access to 
community services rolodex 

Perform medication reconciliation Pharmacist or provider 

Assess for safety needs, oversee home safety plan 
implementation 

Staff with training or medical support members for 
home safety assessment; all interdisciplinary team 
members for ongoing monitoring; RN, therapist 
recommended if patient has skilled needs 

Assess for nutritional needs Clinical IDT or dietitian 

Support for pediatric population services Expertise in pediatric care or child life/child 
development specialist 

Facilitate communication in patient's preferred 
language6 Multilingual staff or language line support 

Support ADLs and IADLs in patient home CNA, personal aide, home health staff, CHW  
Deliver SDoH Services Staff/partner to meet assessed needs 

 
6 Top-used non-English languages in Arizona include Spanish, Navajo, Chinese, Vietnamese, Arabic, Tagalog, Korean, French, 
German, Russian. 
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Manage clinical information systems, EMR, HIE 
interface/interoperability, and telehealth platform  IT/data staff, analyst, staff with training in platforms  

Develop patient/caregiver educational resources 
(clinical) RN or SW, depending on the resource  

Develop patient/caregiver educational resources 
(non-clinical) 

Non-clinical or clinical support staff, depending on the 
resource 

Deliver patient/caregiver education, including 
technology training for telehealth All IDT members  

Collect and process data to monitor performance Analyst and/or other data administrator 
Provide transportation connection  CHW or volunteer 
Support spiritual needs Chaplain or spiritual care professional  

 
Optional activities: delivered by the HCBP organization or a Partner 

Activity Recommended Credentials and Expertise 

Meal delivery or food assistance Staff provided by partner organization; CHW or 
volunteer 

Provide financial counseling, assist with insurance 
navigation Financial and insurance management expertise  

Provide transportation CHW or volunteer with appropriate drivers’ license, 
transport services 

Legal support  Legal services 
 

Staff included in tables 

• Provider: doctor of medicine (MD), doctor of osteopathic medicine (DO), nurse practitioner 
(NP), physician’s assistant (PA) 

• Registered nurse (RN)  
• Social worker (SW): licensed social worker (LSW), licensed master social worker (LMSW), 

licensed clinical social worker (LCSW) 
• Psychosocial professional: social worker (SW), psychiatrist, psychologist, licensed counselor 
• Medical support members: paramedics, med-techs, emergency medical technicians (EMTs) 
• Personal care support: personal aide, certified nursing assistant (CNA), home health staff 
• Pediatric support: pediatric care expert, child development specialist  
• Multilingual support: Multilingual staff, language line support  
• Community health worker (CHW) 
• Pharmacist 
• Therapist: occupational therapist (OT), speech therapist (ST), physical therapist (PT) 
• Spiritual care professional: Chaplain or other 
• IT/Data support: data analyst and/or data administrator, staff with training in data platform  
• Financial support: finance and insurance expert/counselor  
• Legal expert  
• Dietitian 
• Volunteers 



Arizona Coalition Model – Home- and Community-based Palliative Care for Seriously Ill 
Prepared by Discern Health, part of Real Chemistry on behalf of AzHHA | January 2022 19 

Partners 
HCBP organizations implementing the Arizona Coalition Model should develop partnerships with 
medical and non-medical organizations in their communities to deliver services. For required services, 
the organization may consider developing contracts with these partners depending on the payment 
model established.  
 
Potential partners may include: 

• Counselors 
• Community health workers 
• Continuing or long-term care facilities  
• Durable medical equipment providers 
• Emergency medical service or paramedicine providers 
• Faith-based organizations 
• Home care and home health providers 
• Homemaker services 
• Hospices 
• Hospitals 
• Language line or translators 
• Meal delivery services 
• Mental health or human service professionals 
• Primary care practices 
• Specialists (e.g., oncologists, gerontologists, pediatric specialists) 
• Technology vendors 
• Transportation partners 

Policies, workflows, and processes 
HCBP care organizations should develop appropriate policies, workflows, and processes to support the 
model services across each phase of the care pathway: patient identification and enrollment, 
assessment and care planning, treatment and support, transition to continuing care or end of life care, 
and bereavement.  
 
Policies, workflows, and processes should include (but are not limited to): 

• Delivering culturally competent and age-appropriate services  
• Coordinating care, communicating with partners 
• Accessing and updating medical records, documenting care 
• Triaging and responding after hours or during emergency situations (including standardized 

action plans) 
• Quality measurement and improvement (see Measurement) 
• Data sharing with partners and payers 

Technology 
HCBP organizations will need information technology infrastructure to support several key services 
included in the Arizona Coalition Model.  
 
EMR and Interoperability: Organizations will need to access and update electronic medical records, 
advance care planning documents, and POLST forms. They will also need to exchange patient 
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information with referral sources and partners. In areas where an HIE or advance directives registry are 
available, HCBP organizations should leverage these resources.  
 
Analytics: Quality measurement and performance improvement activities can also leverage software to 
calculate measures and track progress. Partner organizations could also utilize software that analyzes 
claims, EMR, or other patient data to support patient identification and referral.  
Program Access: Supporting 24/7 access and transportation will benefit from a call line or online 
system. Some organizations may elect to use a telemonitoring or notification technology. Organizations 
could collaborate with crisis care partners to establish a real-time notification system to alert program 
staff to acute crisis utilization. 
 
Telehealth: Delivering telehealth services will require telecommunication technologies that support 
long-distance clinical care, such as a telehealth platform. Some organizations may consider offering 
electronic devices to patients, supporting connectivity through mobile hotspots, and/or arranging 
broadband/internet access. 

Staff Training and Support 
Caring for people with serious illness requires specialized knowledge and can be a source of emotional 
distress and stress for staff. HCBP organizations should create robust staff training programs and offer 
emotional and/or spiritual support services or resources to help upskill staff and minimize burnout and 
turnover. 

Training: Ensure organization leaders and staff have access to training and educational resources related 
to topics needed to deliver program services and support the population served. Building on NCP 
guidelines, CAPC offers serious illness care training recommendations by discipline that include:   

• Assessing the needs and concerns of patients 
• Strengthening the clinician-patient relationship and understanding care goals 
• Managing pain and symptoms 
• Preventing crises and helping patients plan ahead 

Additional training topics suggested by the CMDW include (but are not limited to):  

• Goals of care conversations, including techniques such as motivational interviewing 
• Delivering culturally competent care and services that “[respect] diversity in the patient 

population and cultural factors that can affect health and health care, such as language, 
communication styles, beliefs, attitudes, and behaviors” 

• Collaborative care models for integrating physical and behavioral healthcare  
• “Soft skills” such as active listening, critical thinking, and problem solving 

HCBP care organizations should also consider pursuing discipline-specific credentialling and certification 
consistent with the services offered. 

Emotional and Spiritual Support: Provide access to supportive services and/or behavioral health 
resources to administrative staff, interdisciplinary team members, and volunteers to help them manage 
the stress of working with patients and caregivers. Staff support is outlined in NCP guidelines (1.8, 7.5.8, 
8.1.12) and Joint Commission guidelines (EP: Leadership [Leadership Role in Improving Quality and 
Safety]. 

https://www.capc.org/clinical-training-recommendations-for-all-clinicians-caring-for-patients-with-serious-illness/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2779641/
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/survey4.0-docs/2312_about_cultural_comp.pdf
https://www.chcs.org/resource/the-collaborative-care-model-an-approach-for-integrating-physical-and-mental-health-care-in-medicaid-health-homes/
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Other Tools and Resources 
An HCBP program needs many additional tools and resources to function depending on the details of 
the services it offers or partners to offer. Some of these include (but are not limited to):  
 

• Communication materials to share with referral partners 
• A directory of partners and other community resources 
• Screening and assessment tools for key areas, including patient identification 
• A tool for risk stratification 
• Forms and/or templates for documents such as care plans and advance directives 
• Tools to support ACP conversations 
• Patient decision-aids to support shared decision-making 
• Medication review forms or checklists 
• Standardized action plans and emergency medicine packets 

 
Organizations that provide “optional” services will need additional resources. For example, an 
organization that delivers transportation services will need accessible vehicles and insurance coverage.  

Measurement 
The Arizona Coalition Model uses a layered approach to measurement to track progress toward key 
goals and objectives and evaluate overall success. Layered measurement “uses measures at multiple 
levels” strategically to address gaps and streamline the number of measures that must be captured 
(Valuck et al., 2015). Figure 9 below describes the layered measurement framework used for this care 
model. 
 
Figure 9. Arizona Coalition Model for HCBP Care Layered Measurement Framework 

 

Care Model Outcomes (Vision Measures) 
We defined care model outcomes measures at the population level to evaluate whether the guiding 
vision for the care model is achieved. As HCBP pilots are implemented in Arizona and beyond, high 
performance on these measures will tell us whether people with serious illness and their families are 

https://www.ajmc.com/view/solutions-for-filling-gaps-in-accountable-care-measure-sets
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supported in managing their conditions at home. Table 2 below describes these care model outcomes 
measures, the importance of each measure, and the supporting evidence for its inclusion in this 
framework. Data sourcing and measure specifications (e.g., numerator, denominator, and exclusions) 
will be developed and refined based on organization needs prior to Arizona Coalition Model 
implementation.  
 
Table 2. Measures to Assess Care Model Success (Vision) 
 

Measure Description Why This Measure Matters Supporting Evidence 
Days at Home 
The average number 
of days that people in 
their last two years of 
life spend at home 
(i.e., not in an 
institutional care 
setting, like the 
hospital).  
 
Higher values are 
better.  
 

Patients prefer to spend more time at 
home at the end of their lives (Hicks 
et al., 2018; Gomes et al., 2013; NIH, 
2017). Care that meets patient and 
caregiver needs and preferences can 
support days at home. 

Other national value-based payment models like 
CMS Direct Contracting, the Primary Care First 
Serious Illness Population model, and the Value-
Based Insurance Design Hospice Carve-in Demo 
are pursuing this measure to assess success. This 
measure is also one of CAPC’s Recommended 
Quality Measures. 
 
32% of serious illness programs that responded to 
the Arizona Palliative Care Survey use this 
measure to assess quality. 
 
See also Groff, Colla, and Lee, 2016; and Burke et 
al., 2019. 

Hospice Days at End of Life 
The number of 
hospice days per 
decedent in the last 
six months of life.  
 
Higher values are 
better. 

Research indicates that hospice care 
in the last six months of life improves 
overall experience for patients with 
serious illness (Thrasybule, 2020). 
More days in hospice at the end of 
life is associated with lower crisis care 
utilization (see Crisis Acute Utilization 
[Composite]) and healthcare costs 
(Obermeyer et al., 2014).  

This measure is included in the CMS Value-Based 
Insurance Design Hospice Carve-in Demo and is 
also included in C-TAC’s ACT Index. Appropriate 
hospice utilization is one of CAPC’s Recommended 
Quality Measures. 
 
74% of serious illness program respondents to the 
Arizona Palliative Care Survey measure transitions 
to hospice, and 58% measure deaths on hospice. 

Patient/Family Caregiver Experience of Care (Composite) 
The percent of 
patients and family 
caregivers responding 
to a survey who 
report that they have 
positive care 
experiences.  
 
Higher values are 
better. 

This patient-reported measure 
captures patient and/or family 
caregiver perceptions of the care they 
receive.  
 
The Palliative Care Quality Measures 
Project has specified two new 
patient-reported experience of care 
measures that may be appropriate to 
use. 
 
Note that the composite measure 
may capture select intermediate 
outcomes (strategy measures), which 
are discussed in Table 3 below. 

Patient and family experience of care has been 
implemented in other home- and community-
based palliative care models, such as Sharp 
Healthcare’s Transitions Program (Kerr, 2017), 
Hospice and Palliative Care Buffalo’s Home 
Connections Program (C-TAC, 2017; Kerr et al., 
2014), and Kaiser Permanente’s Palliative Care 
Project (Brumley et al., 2003).  
 
74% of serious illness program respondents to the 
Arizona Palliative Care Survey use this measure. 
Interviews with stakeholders demonstrated that 
patient and family experience of care is a priority 
in delivering effective services to improve quality 
of life. 
 

https://www.liebertpub.com/doi/full/10.1089/jpm.2017.0127
https://www.liebertpub.com/doi/full/10.1089/jpm.2017.0127
https://bmcpalliatcare.biomedcentral.com/articles/10.1186/1472-684X-12-7
https://www.nia.nih.gov/health/aging-place-growing-older-home
https://www.nia.nih.gov/health/aging-place-growing-older-home
https://innovation.cms.gov/innovation-models/gpdc-model
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://innovation.cms.gov/innovation-models/vbid
https://innovation.cms.gov/innovation-models/vbid
https://www.capc.org/documents/download/735/
https://www.capc.org/documents/download/735/
https://www.nejm.org/doi/full/10.1056/NEJMp1607206
https://www.sciencedirect.com/science/article/abs/pii/S2213076419302349
https://www.sciencedirect.com/science/article/abs/pii/S2213076419302349
https://www.reuters.com/article/us-terminal-care-hospice/hospice-care-improves-patient-experience-idUSKCN11821D
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4274169/
https://www.nationalcoalitionhpc.org/qualitymeasures/
https://www.nationalcoalitionhpc.org/qualitymeasures/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.thectac.org/sip-framework/
https://pubmed.ncbi.nlm.nih.gov/24747224/
https://pubmed.ncbi.nlm.nih.gov/24747224/
https://pubmed.ncbi.nlm.nih.gov/14622451/
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Measure Description Why This Measure Matters Supporting Evidence 
Acute Crisis Utilization (Composite) 
The average use of 
acute crises services 
(i.e., intensive care 
unit use, emergency 
department visits, 
hospitalizations/ 
readmissions) for 
people in their last 
two years of life.  
 
Lower values are 
better. 
 

More aggressive treatment for 
patients with chronic illness is linked 
to shorter life expectancy and does 
not necessarily improve quality of life 
(IOM, 2015). When needs are met 
and wishes are honored, patients and 
caregivers can avoid unwanted acute 
crisis care, thus improving days at 
home and patient/caregiver 
experience. 

Other models of HCBP care (e.g., University of 
Virginia Emily Couric Cancer Center 
Comprehensive Assessment with Rapid Evaluation 
and Treatment [CARE]) have used acute crisis 
utilization measures to assess success (Miller et 
al., 2017). Rate of avoidable hospitalization is also 
one of CAPC’s Recommended Quality Measures. 
 
Serious illness models have been shown to reduce 
the use of acute crisis services, including the Kaiser 
Permanente Home-Based Palliative Care model 
(Wang et al., 2019) and Optum’s ProHEALTH Care 
Support model (Lustbader et al., 2019).  
 
Of note, these measures are featured in several 
key Medicaid and Medicare quality performance 
and value-based care programs, like the Merit-
Based Incentive Payment System. 
 
68% of serious illness program respondents to the 
Arizona Palliative Care Survey measure avoidable 
hospitalizations, and 63% of respondents measure 
emergency department visits. 

Outcomes Equity 
The gap in 
performance between 
key demographic 
groups, calculated for 
the other four 
measures. 
 
Lower values are 
better. 

A goal of the Arizona Coalition Model 
is to advance health equity and 
benefit people of diverse 
demographic groups across Arizona. 
This measure will assess the impact of 
the Arizona Coalition Model on 
decreasing disparities in care and 
outcomes. 
 

Policymakers at CMS and measurement experts at 
NQF and NCQA are exploring measurement as a 
tool to track disparities in quality and promote 
health equity.  
• CMS highlighted observed disparities in 

Medicare Advantage care quality in an annual 
report (CMS 2021).  

• NCQA is requiring its health plan members to 
report race and ethnicity data and plans to 
require stratified reporting of HEDIS measures 
(NCQA 2021). 

• NQF (on behalf of CMS) is convening a Health 
Equity Advisory Group to provide input on 
measures under consideration for inclusion in 
CMS programs. The goal is “reducing health 
differences closely linked with social 
determinants of health (SDOH)” (NQF 2021). 

 

Intermediate Outcomes (Strategy Measures) 
We also identified concepts for strategic intermediate processes and outcomes measures to support 
payment and evaluation. The domains and measure concepts in Table 3 below were selected by the 
CMDW because high performance will indicate whether pilots or programs implementing the Arizona 
Coalition Model are making tangible contributions to achievement of the overall vision. This list focuses 
on quality measures and does not include some of the cost of care measures that might be used in 
value-based payment programs.  

https://www.nap.edu/catalog/18748/dying-in-america-improving-quality-and-honoring-individual-preferences-near
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15844
https://www.liebertpub.com/doi/full/10.1089/jpm.2016.0265
https://qpp.cms.gov/mips/overview
https://qpp.cms.gov/mips/overview
https://www.cms.gov/files/document/2021-delis-national-disparities-stratified-report.pdf
https://www.ncqa.org/about-ncqa/health-equity/data-and-measurement/
https://www.qualityforum.org/MAP_Health_Equity_Advisory_Group.aspx
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Other organizations have collaborated to define and measure quality in palliative care. As with the 
measures to assess overall care model success (Table 2 above), several of the measures to support care 
model evaluation and payment align with measures that are implemented in national quality reporting 
and accountability programs and measure sets such as the Centers for Medicare & Medicaid Services 
(CMS) Merit-Based Incentive Payment System (MIPS), Oncology Care Model (OCM), and Bundled 
Payments for Care Improvement (BPCI) Advanced Initiative, as well as the National Committee for 
Quality Assurance (NCQA) Healthcare Effectiveness Data and Information Set (HEDIS®). For more 
information about serious illness and palliative care quality measurement and improvement also 
reference CAPC’s quality resources, the Palliative Care Quality Collaborative, and the National Quality 
Forum (NQF) Issue Brief: Opportunities for Advancing Quality Measurement in Community-Based 
Serious Illness Care (NQF, 2020). 
 
HCBP organizations should select the most appropriate measures of success for their programs and align 
with their HCBS and payer partners.  
 
Table 3. Measures to Support Care Model Evaluation and Payment (Strategy) 
 

Measure Concept Rationale and Evidence 
Potential Measures and use in Arizona 

Programs (per AZ Coalition Survey 
responses) 

Care Planning and 
ACP 

Care planning, ACP, and shared decision-
making are core services of the model and can 
be leading indicators of all Vision measures. 
Several measures are also used in national 
programs. 

• Advance care planning 
conversations documented 
(Survey: not asked in the survey, 
5% write-in) 

• Advance directives created 
(Survey: not asked) 

• Care plan created; updated 
monthly or with change in 
condition (Survey: not asked) 

• Goals of care conversation with 
change in condition (Survey: not 
asked) 

• Shared decision making* (Survey: 
not asked) 

• Care plan objectives met* 
(Survey: not asked) 

Pain and Symptom 
Management 
 
 

The ability to identify and treat symptoms like 
pain, nausea, constipation, dyspnea, fatigue, 
and agitation are essential capabilities that 
palliative care providers must deliver to meet 
the needs of people with serious illness 
(National Consensus Project for Quality 
Palliative Care, 2018) 

• Reduced symptom burden 
(Survey: not asked) 

• Pain managed* (Survey: not 
asked) 

• Medication reconciliation (Survey: 
not asked, <5% write-in) 

 
Care Coordination 
and Communication 

Care coordination may reduce unwanted 
utilization and improve experience of care 
(Bellon et al., 2018, Gorin et al., 2017). The 
NCP Guidelines specifically reference care 
coordination measures in Guideline 1.9 
Continuous Quality Improvement. 
 

• Patient/family feel heard and 
understood (National Coalition for 
Hospice and Palliative Care, 
2021)* (Survey: not asked) 

• Deaths on program (vs. transitions 
to hospice or other care settings) 
(Survey: 58%) 

https://www.capc.org/defining-and-measuring-quality/
https://palliativequality.org/
https://store.qualityforum.org/products/issue-brief-opportunities-or-advancing-quality-measurement-in-community-based-serious-illness-care
http://www.nationalcoalitionhpc.org/ncp/
http://www.nationalcoalitionhpc.org/ncp/
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15643
https://academic.oup.com/abm/article-abstract/51/4/532/4643218
https://www.nationalcoalitionhpc.org/qualitymeasures/)
https://www.nationalcoalitionhpc.org/qualitymeasures/)
https://www.nationalcoalitionhpc.org/qualitymeasures/)


Arizona Coalition Model – Home- and Community-based Palliative Care for Seriously Ill 
Prepared by Discern Health, part of Real Chemistry on behalf of AzHHA | January 2022 25 

Measure Concept Rationale and Evidence 
Potential Measures and use in Arizona 

Programs (per AZ Coalition Survey 
responses) 

Communication is critical to the delivery of 
quality palliative care. People with serious 
illness may report feeling ignored and 
misunderstood. High quality provider 
communication can help patients feel 
informed and potentially improve quality of 
life (National Coalition for Hospice and 
Palliative Care, 2021).  

• Electronic transfer of records to 
partners (Survey: not asked, also 
potential process measure) 

Addressing SDoH Groups with lower socioeconomic status 
experience more barriers to accessing 
palliative care services (Lewis et al., 2011). Like 
other models of palliative care (e.g., the 
Stratis-Washington State Rural Model of 
Palliative Care and Compass Care), the Arizona 
Coalition Model is designed to both meet 
medical and behavioral health needs, and 
address social needs that impact access to care 
and outcomes for patients and families. 

• Staff education related to 
delivering culturally and ethnically 
competent care (Survey: not 
asked) 

• Completion of SDoH assessments 
and caregiver assessments 
(Survey: not asked, <5% write-in) 

• Patient/family SDoH needs (TBD) 
met* (Survey: not asked) 

Staff Experience Positive staff experience improves retention 
(Whiting et al., 2020). Professionals who 
provide palliative care have emotionally and 
spiritually demanding positions and may 
experience stress or burnout (Hill et al., 2016). 
The NCP guidelines recommend that the IDT 
receive emotional support and create “an 
environment of resilience, self-care, and 
mutual support” (National Consensus Project 
for Quality Palliative Care, 2018).  

• Staff experience survey (Survey: 
not asked) 

• Staff retention (Survey: 53%) 

*Measure concepts to potentially include in Patient/Family Caregiver Experience of Care (Composite) 

Program Processes / Quality Improvement (Tactics Measures) 
While we did not define tactical measures for the purposes of ongoing quality improvement, we 
envision that pilots and programs implementing this model will select their own tactical measures and 
refine strategy measures based on the needs of their individual programs. These measures should align 
to the program services and operational requirements. They might include proportion of patients with 
certain assessments completed (e.g., symptoms, functional status, SDoH, caregiver burden), staffing 
ratios, rates of referrals from different sources, etc.). 
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Appendix I: Rationale for Program Services  
The table below summarizes the rationale and evidence for including each of the program services.  

Service and Use in AZ 
Programs 

Overview of Rationale Interview Findings 

Guideline Use  

(National Coalition for Hospice 
and Palliative Care, 2019; Joint 

Commission, 2021) 

Example Models7 

Assessment, planning, and coordination 

Screening and 
Assessment 

 

AZ Program Use 
(Survey): not assessed 
 

Screening and assessment are critical to comprehensive 
care planning, care coordination, and other essential 
HCBP care activities. These processes were mentioned on 
many CMDW meetings and in select interviews. 
Assessment is also a key theme in each of the 8 domains 
of the NCP guidelines and included in Joint Commission 
guidance for palliative certification.  

CAPC recommends that palliative programs demonstrate 
the “capability to conduct a comprehensive assessment to 
include, at minimum, pain and symptom distress, 
functional status, cognitive status, caregiver burden, and 
social needs, including (but not limited to) financial 
vulnerability, housing, transportation, nutrition, and 
safety” (CAPC, 2021).  

Two provider organizations 
specifically mentioned 
medical and SDoH 
assessments or screening as 
key to their processes. 

NCP Guidelines: 1.2, 1.7.4, 
2.2, 2.3.10, 3.2, 4.2, 5.2, 
6.3, 7.2, 8.3  

 

Joint Commission EPs: 
Provision of Care (Patient 
Assessment and 
Reassessment) 

Many example models included 
assessment as an essential 
component. For example, of 12 
community-based serious illness 
programs from a 2017 review, all 
identified comprehensive 
assessments as a core service 
(Kerr, 2017).  

The Palliative Illness 
Management Model 
(CareCentrix, 2021) and Prospero 
Health’s Care Model (Prospero, 
2021) provide clinical and home 
assessments to support a 
patient’s ability to stay at home.  

Care Planning 

 

AZ Program Use 
(Survey): not assessed 

Developing a comprehensive plan of care is fundamental 
to delivering high quality, goal concordant care and is 
acknowledged by the CMDW as a standard feature in 
most HCBP care programs. Care planning is also central to 
the NCP guidelines and to Joint Commission accreditation. 
The Arizona Coalition Model is inclusive of planning for 
non-medical needs. 

One provider organization 
discussed the importance of 
a flexible care plan for 
clinicians to provide 
appropriate care as the 
patient changes.  

NCP Guidelines: 4.3.1, 
5.1.7, 5.1.9, 7.3  

 

Joint Commission EPs: 
Provision of Care (Plan of 
Care), Rights and 
Responsibilities 

ProHEALTH, a specialty home-
based palliative care program, 
uses care plan development to 
track of patients' ongoing needs 
as well as physical and emotional 
states and ensure efficient care 
that aligns with their goals 
(ProHEALTH, 2021). 

 
7 Some services are included and described in many models beyond those included as examples in this table. For a full list of models and references, see Appendix II. 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.capc.org/documents/946/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.carecentrix.com/home-based-palliative-care
https://prospero-health.com/care-model/
https://prospero-health.com/care-model/
https://www.prohealthcare.com/
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Service and Use in AZ 
Programs 

Overview of Rationale Interview Findings 

Guideline Use  

(National Coalition for Hospice 
and Palliative Care, 2019; Joint 

Commission, 2021) 

Example Models7 

Advance Care 
Planning 

AZ Program Use 
(Survey): 90% 
 

ACP supports the documentation of patient goals, 
preferences, and values, creating an environment where 
providers can deliver goal concordant care (AZ Coalition, 
2020).  

ACP improves the experiences of individuals and families 
near the end of life and during periods of serious illness 
when decision-making capacity may be impaired. ACP also 
reduces out-of-pocket and system-wide healthcare costs 
that might otherwise be incurred from unwanted or 
unnecessary treatment (Detering, et al., 2010; Voss, et al., 
2017).  

ACP continues to be a priority for the AZ Coalition. 

One provider organization 
currently tracks ACP as a key 
performance indicator, 
defined as completing an 
advance directive. They also 
discuss and document goals 
of care and identify proxy 
decision-makers.  

In another organization, 
social workers have ACP 
conversations with patients 
early on so they can ensure 
smooth patient transitions 
to hospice and care settings. 

NCP Guidelines: 4.2.3, 
8.2.1, 8.3 

Joint Commission EPs: 
Record of care (information 
in the medical record), 
Rights and Responsibilities 
(Decisions About End of  

Care Life Care) 

Many example models include 
ACP as a core feature of their 
programs including the CAPE 
Model (Center for Palliative and 
Supportive Care, 2021)and Sharp 
HealthCare’s Transition Advanced 
Illness Management program 
(Sharp, 2021).  

ACP was also a core service and 
program metric in Complete Care 
Program (Presbyterian Health 
Care Services, 2019) and 
Highmark Health's Advanced 
Illness Service (AIS) (Highmark, 
2021).  

In a recent webinar (Better Care 
Playbook, 2021), the Complete 
Care Program found that ACP 
contributed to 85% of their 
patients dying in their homes by 
choice.  

Shared Decision-
Making 

AZ Program Use 
(Survey): 66% 

Shared decision-making was identified by the CMDW as 
essential to the Arizona Coalition Model. Shared decision-
making has been associated with increases in patient 
knowledge and satisfaction, and some studies have found 
positive health outcomes (Shay, et al., 2014). Among 
seriously-ill patients receiving palliative care, being in 
control of their health care decisions is a top priority near 
the end of life (Better Care Playbook, 2021).  

2 provider organizations 
described using shared 
decision-making by engaging 
in conversations and 
providing education to 
patients to empower them 
to able to make health care 
decisions for themselves, 
identify high-quality health 

NCP Guidelines: 1.3.3, 1.3.9 

Joint Commission EP: 
Rights and Responsibilities 
(Right to Participate in 
Decision Making) 

SDM is included as an essential 
component in several HCBP care 
models and programs including 
Sutter Health’s Advanced Illness 
Management (AIM) program 
(Sutter Health, 2021) and Banner 
Health’s home-based palliative 
care service (Banner Health, 
2021).  

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://www.bmj.com/content/340/bmj.c1345
https://www.jpsmjournal.com/article/S0885-3924(17)30347-0/fulltext
https://www.jpsmjournal.com/article/S0885-3924(17)30347-0/fulltext
https://www.azhha.org/advocacy_and_policy
https://www.uab.edu/medicine/palliativecare/patient-care
https://www.uab.edu/medicine/palliativecare/patient-care
https://www.sharp.com/services/hospice/transitions-advanced-illness-management-program.cfm
https://healthpolicy.duke.edu/sites/default/files/2019-11/case_study_2_-_presbyterian_healthcare_services.pdf
https://healthpolicy.duke.edu/sites/default/files/2019-11/case_study_2_-_presbyterian_healthcare_services.pdf
https://hbs.highmarkprc.com/Care-Management-Programs/AIS-Home-Visit-Program
https://hbs.highmarkprc.com/Care-Management-Programs/AIS-Home-Visit-Program
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4270851/
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.sutterhealth.org/services/palliative-advanced-illness-management/advanced-illness-management-aim
https://www.bannerhealth.com/services/palliative-care
https://www.bannerhealth.com/services/palliative-care
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Service and Use in AZ 
Programs 

Overview of Rationale Interview Findings 

Guideline Use  

(National Coalition for Hospice 
and Palliative Care, 2019; Joint 

Commission, 2021) 

Example Models7 

care, and advocate for care 
that aligns with their wishes.  

Home Connections (Hospice and 
Palliative Care Buffalo, 2021), 
offers supportive discussions for 
healthcare decision-making as a 
core service to patients and 
contributed to a high patient, 
caregiver, and physician 
satisfaction rate of 93%-96% 
(Kerr, et al., 2014).  

Care Coordination / 
Case Management 

AZ Program Use 
(Survey): 93% 

Care coordination can decrease fragmentation in care and 
was mentioned as an essential feature in many 
stakeholder interviews. Caregivers shared the barriers 
they experienced when navigating the healthcare system 
and identifying available health care services and HCBS. 
This was a frequent topic of CMDW discussion and is a 
core feature of many current programs and example 
models. 

2 provider organizations and 
2 caregivers discussed the 
importance of smooth care 
transitions and 
management.  

The caregivers both 
mentioned difficulties 
navigating the health care 
system and understanding 
the services available.  

Both provider organizations 
discussed the importance of 
partners and communication 
with providers and 
specialists in coordinating 
care and monitoring care 
transitions. 

NCP Guidelines: 1.7, 2.4.1, 
3.1.5, 4.1.1 

Joint Commission EP: 
Provision of Care 

Out of 12 community-based 
programs for serious illness care 
reviewed by Kerr (2017), all 
focused heavily on care 
coordination. Activities of care 
coordination in these programs 
include fielding/triaging calls 
from providers and families, 
facilitating information on patient 
goals, care plans, and status, and 
monitoring care transitions 
across settings. 

Pallitus Health found that 
offering care coordination 
offered as a core service 
contributed to overall improved 
patient satisfaction and quality of 
life (Pallitus Health, 2021). 

Addressing Physical Needs and Symptom Management 

Symptom and Pain 
Management 

Symptom and pain management is a foundation of 
palliative care and is reflected in the NCP guidelines, Joint 

N/A NCP Guidelines: 1.3.2, 2.1, 
2.3.1, 2.3.2, 2.3.5, 1.6.5, 
2.2.4 

The Transitions Advanced Illness 
Management Program (Sharp, 
2021).offers symptom 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.hospicebuffalo.com/services/home-connections/
https://www.hospicebuffalo.com/services/home-connections/
https://pubmed.ncbi.nlm.nih.gov/24747224/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://pallitushealth.org/
https://www.sharp.com/services/hospice/transitions-advanced-illness-management-program.cfm
https://www.sharp.com/services/hospice/transitions-advanced-illness-management-program.cfm
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Service and Use in AZ 
Programs 

Overview of Rationale Interview Findings 

Guideline Use  

(National Coalition for Hospice 
and Palliative Care, 2019; Joint 

Commission, 2021) 

Example Models7 

AZ Program Use 
(Survey): 93% 

Commission standards, and many HCBP care programs (AZ 
Best Practices, 2020).  

Joint Commission EP: 
Provision of Care (Provision 
of Care, Treatment, and 
Services) 

management education and 
found 83% of patients reported 
being taught to manage 
medications and symptoms on 
their own.  

In the Highmark and Kourageous 
Kids models, symptom 
management was key for both 
clinicians and patients to a 
monitor their symptoms and 
ensure patients receive timely, 
appropriate care that aligns with 
their needs (Highmark AIS Home 
Visit Program; Better Care 
Playbook, 2021).  

Medication 
Reconciliation 

AZ Program Use 
(Survey): 76% 

People with serious illness often take many medications 
prescribed by multiple providers. Regular medication 
reconciliation can reduce the risk of adverse events and 
facilitate the delivery of care that is consistent with 
patient wishes (Kerr, et al., 2017). Medication 
reconciliation is also a core service in many community-
based palliative care programs. 

1 provider organization 
mentioned medication 
reconciliation as a KPI 
tracked across the program. 
The organization also 
gathers information on the 
number of patients who are 
on medications broken 
down by demographics 
including age, setting of 
care, and the degree to 
which they live alone.  

NCP Guidelines: 2.3.12, 
1.2.4 

The Palliative Illness 
Management program 
(CareCentrix, 2021) offers 
medication reconciliation 
services as part of patient 
engagement through telephonic 
outreach and home visits.  

Functional or ADL 
Support 

Functional limitations may prevent patients from living at 
home, especially if they live alone or have cognitive 
impairment. The inability to perform activities of daily 

1 caregiver mentioned that 
although their patient does 
not face many physical 
limitations, their cognitive 
health has declined. One of 

NCP Guidelines: 4.2.3, 2.1, 
2.2, 2.3, 2.4.1 

MedStar Health’s Palliative Care 
at Home program leverages the 
Home Care team to offer home 
health aide services as needed 
(MedStar, 2021). MedStar Health 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://content.highmarkprc.com/Files/Region/hbs/CareMgmtProg/AIS/ais-home-visit-aspire-summary-sheet.pdf
https://content.highmarkprc.com/Files/Region/hbs/CareMgmtProg/AIS/ais-home-visit-aspire-summary-sheet.pdf
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.carecentrix.com/home-based-palliative-care
https://www.medstarhealth.org/homecare/home-health-care/palliative-care-at-home/
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AZ Program Use: Not 
Assessed  

living (ADLs) is a predictor of nursing home and hospital 
utilization (Edemekong, et al., 2021).  

According to a recent Kaiser Family Foundation survey, 
44% percent of people with serious illness or family 
members feel that they need help with daily activities 
more often than they are getting (KFF, 2017). 
Additionally, findings from the AZ Best Practices Study 
identified ADL support as a facilitator of success in the 
implementation of home-based serious illness care (AZ 
Best Practices, 2020).  

the main reasons the patient 
was referred to an assisted 
living facility was due to 
their need for additional 
assistance including 
reminders to take 
medications and help with 
changing clothes.  

Home Care offers in-home ADL 
support including personal care, 
dressing, transferring around the 
home, meal preparation, 
housekeeping, eating, and 
checking patients’ temperature, 
pulse, and blood pressure 
(MedStar, 2021). 

24/7 availability and 
treatment response 

AZ Program Use 
(Survey): 72% 

The AZ Coalition Best Practices Study and CMDW 
identified that one barrier to managing conditions at 
home is addressing emergencies or crisis situations (AZ 
Best Practices Study, 2020). By offering access to staff 
after hours, the program can reduce unnecessary acute 
utilization. Many HBPC programs and models we reviewed 
offered 24/7 support, which has resulted in reductions in 
hospital admissions and increases in hospice utilization 
and stay (Kerr, 2017). 

1 provider organization has 
a 24/7 emergency triage 
service across 26 states, 
offering 24/7 access to nurse 
practitioners and alerts sent 
to the physicians and triage 
groups to provide 
appropriate, timely services 
so the patient can stay in the 
home.  

NCP Guidelines: 1.1.7 

Joint Commission EP: 
Provision of Care (Meeting 
the Needs of Patients) 

Several example models offer 
24/7 care including, Meridian 
Care Journey’s palliative care 
service (Meridian Health, 2021), 
ProHEALTH Care Support 
(ProHEALTH, 2021), Four 
Season’s Community Palliative 
Care (Four Seasons, 2021), and 
Lehigh Valley’s OACIS Home-
Based Consult Service (Lehigh 
Valley Health Network, 2021).  

A medical house call intervention 
for patients enrolled in Medstar 
Washington Hospital Center's 
home-based primary care 
program offered 24/7 phone 
support, coordinated care and in-
home counseling and found a 9% 
reduction in hospitalizations and 
a 10% decrease in ED visits (De 
Jong, et al., 2014). 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.ncbi.nlm.nih.gov/books/NBK470404/
https://www.kff.org/other/report/serious-illness-in-late-life-the-publics-views-and-experiences/
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://www.medstarhealth.org/homecare/home-health-care/activities-of-daily-living-support/
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.hackensackmeridianhealth.org/services/palliative-care/
https://www.prohealthcare.com/
https://fourseasons.teleioscn.org/what-we-offer/palliative-care/
https://www.lvhn.org/medical-services/oacis-home-based-consult-service
https://www.lvhn.org/medical-services/oacis-home-based-consult-service
https://pubmed.ncbi.nlm.nih.gov/25039690/
https://pubmed.ncbi.nlm.nih.gov/25039690/
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Education 

Patient and Caregiver 
Education 

 

AZ Program Use 
(Survey): 86% 

Managing serious illness is a challenging process for 
patients and caregivers, as shared during interviews. Most 
programs include patient and caregiver education about 
the patient’s condition and about palliative care to help 
shape expectations and support informed decision-
making.  

The AZ Best Practices Study found that a lack of patient 
education and awareness about palliative care is a barrier 
to successful implementation (AZ Best Practices Study, 
2020). Community-based interventions that included 
patient and family education are associated with 
improved outcomes, like increased transitions to hospice 
and cost savings (Kerr, 2017). 

1 provider organization 
mentioned educating 
patients and caregivers so 
they can understand and 
demand certain services that 
match their goals of care.  

NCP Guidelines: 1.7.8, 
1.4.2, 3.3.5, 7.3.5, 7.5.1, 
8.3.2, 8.4.8 

Joint Commission EPs: 
Provision of Care (Meeting 
the needs of patients), 
Rights and Responsibilities 
(Right to Participate in 
Decision Making; Decisions 
About End of Care Life 
Care) 

The University of Alabama’s 
Center for Palliative and 
Supportive Care offers 
psychoeducational support as a 
core feature for patients and 
caregivers to promote informed 
decision-making and provide 
information on available 
treatments (Center for Palliative 
and Supportive Care, 2021). 
Overall, the program found 
program participants had 
significantly lower health care 
costs and fewer ED visits, 
hospitalizations, and ICU stays 
(Kerr, 2017).  

Patient/Caregiver 
Preparation for 
Emergencies and 
Potential Crisis 

AZ Program Use 
(Survey): 59% 

The AZ Coalition Best Practices Study and CMDW 
identified that one barrier to managing conditions at 
home is dealing with emergencies or crisis situations (AZ 
Best Practices Study, 2020). Educating patients and 
caregivers about what to do during a crisis and providing 
accessible materials can help empower them to react in a 
way the reduces unnecessary acute utilization and 
promotes goal concordant care. In the AZ Best Practices 
Study, interviewees described effective emergency 
toolkits, and the literature review identified examples 
including both online and physical toolkits including 
condition-specific, COVID-19, and customized information 
available in multiple languages.  

N/A Joint Commission EP: 
Provision of Care (Meeting 
the Needs of Patients) 

The Pallitus Health Model 
(Pallitus Health, 2021) 
incorporated disease-specific 
education related to crisis 
management in order to prepare 
families in case of an emergency 
and ensure resources are 
available at any time. They found 
that HCBP care models that 
leverage crisis management 
ensure patients' needs are 
addressed in a timely way (Better 
Care Playbook, 2021).  

 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.uab.edu/medicine/palliativecare/
https://www.uab.edu/medicine/palliativecare/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?160522842
https://pallitushealth.org/
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
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Alleviating Caregiver Burden 

Respite Services 

AZ Program Use 
(Survey): 24% 

Caregiver burden was identified in CMDW conversations 
and interviews as a barrier to patients managing their 
conditions at home. The Kaiser Family Foundation (KFF) 
conducted a national survey among adults ages 65 and 
older who have a serious illness or who have a family 
member with a serious illness. KFF found that 81% of 
respondents personally provide assistance to their family 
members with serious illness, and of those people, half 
report providing assistance several hours a day, with 21% 
receiving no additional help from respite or caregivers 
(KFF, 2017).  

In community-based palliative care programs, caregivers 
report decreased caregiver burden and fewer unmet 
needs (). Respite services can help address this barrier by 
giving caregivers time to rest or address other life needs.  

1 provider organization 
tracks caregiver stress as a 
KPI across the program and 
developed a caregiver 
support model to assist 
caregivers in managing 
stress through respite 
services.  

NCP Guidelines: 4.2.3 Casa De La Luz’s in-home 
palliative and hospice care (Casa 
De La Luz, 2021) offers respite 
services outside of the home 
setting to provide rest to 
caregivers.  

Home Connections, a home-
based palliative care program 
including respite services found 
overall increased caregiver, 
patient, and physician program 
satisfaction (CAPC, 2020). 

Psychosocial Support 

Emotional and 
spiritual support  

AZ Program Use 
(Survey): 90% 

Managing serious illness may create distress for patients 
and caregivers, especially near the end of life. Providing 
emotional and spiritual support can improve experiences 
for both patients and caregivers (Sun et al., 2015). 
Patients may also have comorbid mental or behavioral 
health issues that need to be managed by a partner 
outside of the palliative organization. Emotional and 
spiritual support for patients and their caregivers is a core 
feature in many palliative care programs in AZ and 
beyond. 

1 payer organization, 1 
provider organization, and 2 
patient/caregiver interviews 
discussed the importance 
emotional and mental 
support.  

The payer and provider 
organization offer emotional 
support to patients and 
caregivers that meets their 
needs (e.g., telephonic, in-
home).  

NCP Guidelines: 3.1, 3.3, 
4.1.1, 1.4.4, 3.2.5, 5.1, 5.2, 
5.3, 5.4.1  

Joint Commission EPs: 
Provision of Care (Pain 
Assessment and 
Reassessment; Plan of 
Care) 

Several example models with 
emotional/spiritual support 
include, CareCentrix (CareCentrix, 
2021), Forum Vision (Berkeley 
Forum, n/a), and the Kaiser 
Palliative Care Project (Brumley, 
2003).  

Among 12 community-based 
models for serious illness 
reviewed by Kerr, all programs 
included psycho-emotional 
support for patients. Key services 
include navigating the family 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://files.kff.org/attachment/Report-Serious-Illness-in-Late-Life-The-Publics-Views-and-Experiences
https://casahospice.com/how-casa-de-la-luz-hospice-provides-care-in-the-home/
https://casahospice.com/how-casa-de-la-luz-hospice-provides-care-in-the-home/
https://www.capc.org/documents/867/
https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3987
https://www.carecentrix.com/home-based-palliative-care
https://www.carecentrix.com/home-based-palliative-care
http://berkeleyhealthcareforum.berkeley.edu/wp-content/uploads/BerkeleyForum_PalliativeBrief_nov18.pdf
http://berkeleyhealthcareforum.berkeley.edu/wp-content/uploads/BerkeleyForum_PalliativeBrief_nov18.pdf
https://pubmed.ncbi.nlm.nih.gov/14622451/
https://pubmed.ncbi.nlm.nih.gov/14622451/
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Both caregivers mentioned 
the need for mental health 
support for patients 
experiencing depression, 
anxiety and cognitive 
declines.  

dynamic and the emotional 
impact of serious illness, 
preparing for death, and 
behavioral coping skills for 
caregivers and patients (Kerr, 
2017). 

Bereavement Services 

AZ Program Use 
(Survey): 62% 

Many patients will be transferred to a hospice program 
before end of life, however, 83% of AZ programs have 
patients who die on the program. Patients and caregivers 
may also experience anticipatory grief. The palliative 
program may not need to deliver all bereavement services 
itself but assessing for need and connect patients and 
caregivers with these services is necessary to meet a 
critical need for patients with serious illness and their 
caregivers. This approach is reflected in the NCP 
guidelines and Joint Commission standards and is 
modeled in programs across the U.S. 

N/A NCP Guidelines: 1.4.4, 
1.4.5, 3.2.5, 3.3.4, 3.3.5, 
3.4.2, 6.4.6, 7.3.8, 7.4, 7.5 

Joint Commission EP: 
Leadership (Organizational 
Management of the 
Program) 

The Meridian Care Journey 
program (Meridian Health, 2021), 
offers bereavement support as a 
core service contributing to high 
rates of overall patient and family 
satisfaction of 90% of the 
program (C-TAC, 2017). 

Addressing SDoH 

Transportation 
Assistance 

AZ Program Use 
(Survey): 14% 

People with serious illness may be unable to drive or lack 
access reliable or affordable transportation, especially in 
rural areas. According to a Kaiser Family Foundation 
survey, 24% percent of older adults with serious illness 
report trouble getting transportation (KFF, 2017). 
Assessing for and addressing SDoH needs like 
transportation will help people with serious SDoH needs 
remain in community settings to receive the care they 
need (Cohn et al., 2017).  

A provider organization 
discussed how they provide 
transportation that meets 
the patient’s medical and 
nonmedical needs by 
working with transport 
groups to provide these 
services to their patients.  

NCP Guidelines: 4.2.3 The PACE program 
(Medicare.gov, n/a), provides 
care for the elderly population 
who live in their homes and 
offers services that are available 
to them in their own 
communities. A key feature of 
this program is providing both 
medical and non-medical 
transportation to PACE activities, 
as well as medical visits when 
needed.  

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.hackensackmeridianhealth.org/services/palliative-care/
https://www.thectac.org/wp-content/uploads/2017/08/CTAC-SIP-Framework-2017.pdf
https://www.kff.org/other/report/serious-illness-in-late-life-the-publics-views-and-experiences/
https://workforcesummit.ucsf.edu/sites/g/files/tkssra1166/f/Cohn%20Community-Based-Models-of-Care-Delivery-for-People-with-Serious-Illness.pdf
https://www.medicare.gov/your-medicare-costs/get-help-paying-costs/pace
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Food Assistance 

AZ Program Use 
(Survey): 7% 

Access to food to meet medical and nonmedical dietary 
needs is critical to maintaining the highest level of health 
possible for patients managing conditions at home. This 
topic was discussed by the CMDW and in caregiver/family 
interviews as a core responsibility that falls in the hands of 
the caregiver.  

However, food assistance is rare among palliative / 
serious illness programs in AZ. Due to the impact of 
COVID-19 on food insecurity, initiatives focused on 
meeting SDoH needs to support care management have 
prioritized food delivery (Area Agency on Aging, 2021). 

A payer organization works 
with national food vendors 
to assist patients who do not 
otherwise have access.  

A caregiver mentioned that 
they had to rely on family 
members to bring groceries 
and food to the patient in 
their home, said it was very 
challenging.  

NCP Guidelines: 4.2.3 Region One, Area Agency on 
Aging has a volunteer program 
that delivers meals to seniors in 
the community who have food 
security threats, especially during 
the COVID-19 pandemic (Area 
Agency on Aging, 2021). 

Addressing Home 
Safety 

AZ Program Use: Not 
Assessed  

Research indicates that home safety is an important 
consideration when delivering HCBP care, both for the 
patient and the caregiver. In contrast to institutional 
settings like the hospital or skilled nursing facilities, the 
home is an “unregulated and uncontrolled site” for 
delivering palliative care (Lang et al., 2015).  

Home safety risks include challenges with caregiver 
communication, balancing patient autonomy and risk, and 
a lack of continuous health monitoring. As such, to 
mitigate these risks, frequent assessments must be 
conducted, and measures taken based on patient and 
caregiver needs (Chandrashekar et al., 2019). Addressing 
home safety is included in the NCP guidelines and is also a 
core element of various HCBP models of care.  

A caregiver discussed safety 
risks their family member 
faced living home alone. As 
the patient’s cognitive 
health declined, they were 
having trouble locating 
things in the home and had 
fallen without the caregiver 
or family knowing.  

A provider organization 
discussed the importance of 
having a home-based model 
that places an emphasis on 
social determinants of 
health (SDoH) because the 
“nonmedical things” are 
what is contributing most to 
outcomes for patients and 
health plans.  

NCP Guidelines: 1.2.4, 
1.5.2, 4.2.3, 4.3.1 

CareMore Health, which provides 
palliative care services in Arizona 
and other states, addresses home 
safety as part of the care model. 
Clinicians conduct regular home 
safety checks and make 
recommendations as appropriate 
(Chandrashekar et al., 2019; 
CareMore, 2021). 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.aaaphx.org/program-services/home-delivered-meals/
https://www.aaaphx.org/program-services/home-delivered-meals/
https://www.aaaphx.org/program-services/home-delivered-meals/
https://safetyinhealth.biomedcentral.com/articles/10.1186/2056-5917-1-3
https://hbr.org/2019/10/5-obstacles-to-home-based-health-care-and-how-to-overcome-them
https://hbr.org/2019/10/5-obstacles-to-home-based-health-care-and-how-to-overcome-them
https://www.caremore.com/About/Locations.aspx
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Financial Counseling 

AZ Program Use 
(Survey): 24%  
 

Financial issues and navigating insurance requirements 
were a major concern in patient/caregiver interviews and 
frequent topic of discussion in the CMDW workgroup.  

An EOLCP Community Survey that captures the attitudes 
and beliefs about end-of-life issues of people living in 
Pima County, found that over 90% of respondents 
indicated that “getting finances in order” was somewhat 
or very important in dealing with their own death. Nearly 
80% of respondents indicated that they were very or 
somewhat concerned with being a financial burden to 
family and friends (EOLCP, 2020). Across the US, a KFF 
survey found that 17-20% of people with serious illness 
have trouble paying for support services, medications, and 
medical tests or treatments (KFF, 2017). 

2 caregivers mentioned 
financial challenges in 
paying for assisted living and 
care and navigating drug 
coverage through Medicare 
Advantage. 1 caregiver said 
they are in “limbo” waiting 
for drug coverage because 
the patients’ savings are not 
close to covering their 
healthcare costs.  

NCP Guidelines: 1.2.4, 
4.2.3, 8.4.8 

Compassus Home Health 
connects patients with medical 
social services including financial 
resources (Compassus, 2021).  

Cross-cutting 

Telehealth 

AZ Program Use 
(Survey): 72%  
 

The AZ Coalition Best Practices Study described several 
tele-palliative interventions that reduced crisis utilization, 
demonstrated high patient / caregiver satisfaction, and 
increased hospice days (AZ Best Practices Study, 2020). 
During the COVID-19 pandemic, telehealth capabilities are 
essential to ensuring timely care delivery. The Arizona 
Hospital and Healthcare Association launched a tele-
palliative program in December 2020 to help meet the 
needs of COVID patients throughout Arizona (AzHHA, 
2020). 

A provider organization 
offers telehealth 
appointments for patients to 
ensure timely care and reach 
patients who live in rural 
communities. They 
identified the biggest 
challenge to serving rural 
populations is the response 
time after normal working 
hours and telehealth is a 
way to address that. 

NCP Guidelines: 1.1.7, 6.2.2 Several example models include 
telehealth as a core component 
of their palliative programs 
(Watts, et al., 2021). ProHEALTH 
conducted a tele-palliative 
intervention with access to 24/7 
coverage and found significant 
decreases in health care costs in 
the last year to three months of 
life, significant reductions in 
hospital admissions in the last 
month of life, and increases in 
hospice utilization and hospice 
stay (Kerr, 2017). Kaiser 
Permanente is implementing 
telehealth to support home-
based palliative care, and is 

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://d3n8a8pro7vhmx.cloudfront.net/unitedwaytucson/pages/813/attachments/original/1603407820/UW_EOLCP_ExecSum_2019_01_28.pdf?1603407820
https://files.kff.org/attachment/Report-Serious-Illness-in-Late-Life-The-Publics-Views-and-Experiences
https://www.compassus.com/services/home-health
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://palliative.vsee.me/
https://palliative.vsee.me/
https://onlinelibrary.wiley.com/doi/full/10.1002/nur.22105
https://www.researchgate.net/profile/Jeri-Miller-2/publication/316691661_Community-Based_Models_of_Care_Delivery_for_People_with_Serious_Illness/links/590cb420aca2722d185c0166/Community-Based-Models-of-Care-Delivery-for-People-with-Serious-Illness.pdf
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Service and Use in AZ 
Programs 

Overview of Rationale Interview Findings 

Guideline Use  

(National Coalition for Hospice 
and Palliative Care, 2019; Joint 

Commission, 2021) 

Example Models7 

studying its effectiveness with 
support from the Patient 
Centered Outcomes Research 
Institute (PCORI, 2021).  

Age-Appropriate 
Support 

AZ Program Use 
(Survey): 21% 
 

Serious illness impacts children in different physical and 
psychosocial ways than adults and impacts caregivers 
differently (AACAP, 2015). To serve the pediatric 
population, a program must consider how every facet of 
care would be delivered to this population. 

N/A  NCP Guidelines: 1.2.6, 
2.2.3, 2.3.5, 3.3.3, 4.1.3, 
5.3.5, 7.1.1, 7.5.7, 8.3.7 

Joint Commission EPs: 
Provision of Care (Patient 
Assessment and 
Reassessment), Right and 
Responsibilities (Rights to 
Participate in Decision 
Making) 

Hospice of the Valley offers the 
only prenatal and pediatric 
hospice and palliative care 
program in Arizona, with specific 
services tailored to children and 
their families, including quarterly 
workshops for siblings with a 
brother or sister living with a 
serious illness, educational 
programming to families and 
siblings, and counseling support 
to families and youth geared 
toward coping with a child who 
has a serious illness (Hospice of 
the Valley, 2021). 

 

 

  

https://www.nationalcoalitionhpc.org/ncp/
https://www.nationalcoalitionhpc.org/ncp/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-
https://www.pcori.org/research-results/2017/comparing-home-based-palliative-care-person-or-video-consultation
https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/The-Child-With-A-Long-Term-Illness-019.aspx
https://www.hov.org/our-care/pediatric-services/
https://www.hov.org/our-care/pediatric-services/
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Appendix II: References  
Guidance, Standards, and Measures  

Title of Document Author or Organization Year Link 
ACHC Distinctions in Palliative Care  Accreditation Commission for Health Care (ACHC) 2021 https://www.achc.org/palliative-care/ 
CAHPS Cultural Competence Item Set  
 

Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) 

2012 https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/sur
veys-guidance/survey4.0-
docs/2312_about_cultural_comp.pdf 

CAHPS: Shared Decision Making Measure  CMS Measure Inventory Tool  N/A https://cmit.cms.gov/CMIT_public/ViewMeasure?MeasureId
=2905 

Home-Based Palliative Care Program Credentialing 
Recommendations  

Center to Advance Palliative Care (CAPC) 
 

2021 
 

https://www.capc.org/documents/946/ 

Medication Reconciliation-Post Discharge (MRP)  National Committee for Quality Assurance (NCQA) N/A https://www.ncqa.org/hedis/measures/medication-
reconciliation-post-discharge/ 

Palliative Care Certification  The Joint Commission 2021 https://www.jointcommission.org/accreditation-and-
certification/certification/certifications-by-setting/hospital-
certifications/palliative-care-certification/ 

Palliative Care Policies  Yale University  2021 https://palliativecarepolicy.yale.edu/ 
Palliative Care Quality Measures Project  National Coalition for Hospice and Palliative Care 

(NHPCO) 
2021 https://www.nationalcoalitionhpc.org/qualitymeasures/ 

Patient Identification and Assessment  Center to Advance Palliative Care (CAPC) 
 

2020 https://www.capc.org/toolkits/patient-identification-and-
assessment/ 

Quality Measures: Traditional MIPS Requirements  CMS Merit-Based Incentive Payment System 
(MIPS) 

2021 
 

https://qpp.cms.gov/mips/overview 

Recommended Quality Measures/Measure Areas  Center to Advance Palliative Care (CAPC) 
 

2020 
 

https://www.capc.org/defining-and-measuring-quality/ 

The Advanced Care Transformation (ACT) Index  Coalition to Transform Advanced Care (C-TAC) 2018 https://www.thectac.org/evaluating-progress/ 
The National Coalition for Hospice and Palliative Care 
Clinical Practice Guidelines, 4th Edition  

The National Coalition for Hospice and Palliative 
Care  

2019 
 

https://www.nationalcoalitionhpc.org/ncp/ 

 

Health Care Delivery and Value-Based Care Models Reviewed 
Name of Model  Organization or Author Year Link 

Advanced Illness Management Program (AIM) Sutter Health  2017 https://www.sutterhealth.org/services/palliative-advanced-
illness-management/advanced-illness-management-aim 

Advanced Illness Service (AIS) Highmark Health  2021 https://hbs.highmarkprc.com/Care-Management-
Programs/AIS-Home-Visit-Program 

AIC Program  UPMC Insurance Services Division 2017 https://www.thectac.org/sip-framework/ 
Arizona Palliative Home Care (AZPHC)  Arizona Palliative Home Care (AZPHC)  2020 https://azphc.org/ 
Aspire Health  Aspire Health 2021 https://aspirehealthcare.com/ 

https://www.achc.org/palliative-care/
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/survey4.0-docs/2312_about_cultural_comp.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/survey4.0-docs/2312_about_cultural_comp.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/surveys-guidance/survey4.0-docs/2312_about_cultural_comp.pdf
https://cmit.cms.gov/CMIT_public/ViewMeasure?MeasureId=2905
https://cmit.cms.gov/CMIT_public/ViewMeasure?MeasureId=2905
https://www.capc.org/documents/946/
https://www.ncqa.org/hedis/measures/medication-reconciliation-post-discharge/
https://www.ncqa.org/hedis/measures/medication-reconciliation-post-discharge/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-setting/hospital-certifications/palliative-care-certification/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-setting/hospital-certifications/palliative-care-certification/
https://www.jointcommission.org/accreditation-and-certification/certification/certifications-by-setting/hospital-certifications/palliative-care-certification/
https://palliativecarepolicy.yale.edu/
https://www.nationalcoalitionhpc.org/qualitymeasures/
https://www.capc.org/toolkits/patient-identification-and-assessment/
https://www.capc.org/toolkits/patient-identification-and-assessment/
https://qpp.cms.gov/mips/overview
https://www.thectac.org/evaluating-progress/
https://www.nationalcoalitionhpc.org/ncp/
https://www.sutterhealth.org/services/palliative-advanced-illness-management/advanced-illness-management-aim
https://www.sutterhealth.org/services/palliative-advanced-illness-management/advanced-illness-management-aim
https://hbs.highmarkprc.com/Care-Management-Programs/AIS-Home-Visit-Program
https://hbs.highmarkprc.com/Care-Management-Programs/AIS-Home-Visit-Program
https://www.thectac.org/sip-framework/
https://azphc.org/
https://aspirehealthcare.com/
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Health Care Delivery and Value-Based Care Models Reviewed 
Name of Model  Organization or Author Year Link 

AzHHA Tele-Palliative Program Arizona Hospital and Healthcare Association 
(AzHHA) 

2020 https://palliative.vsee.me/ 

Banner Health Home-Based Palliative Care Service Banner Health  2020 https://www.bannerhealth.com/services/palliative-care 
CAPE University of Alabama Center for Palliative and 

Supportive Care  
2021 https://www.uab.edu/medicine/palliativecare/ 

CareMore CareMore Health 2021 https://www.caremore.com/About/Locations.aspx 
Casa De La Luz Palliative Care Casa De La Luz 2021 https://casahospice.com/how-casa-de-la-luz-hospice-

provides-care-in-the-home/ 
Community Palliative Care Four Seasons  2021 https://fourseasons.teleioscn.org/what-we-offer/palliative-

care/ 
Community-Based Palliative Care Demonstration 
Model  

National Coalition for Hospice and Palliative Care 
(NHPCO) 

2020 https://www.nhpco.org/wp-
content/uploads/NHPCO_x_Coalition_CBPC_Demo.pdf 

Compass Care Yakima Valley Memorial Hospital 2021 https://www.yakimacompasscare.com/ 
Compassus Palliative Care Compassus  

 
2021 https://www.compassus.com/services/palliative-

care/benefits-of-early-palliative-care 
Complete Care Program  Presbyterian Healthcare Services 2019 https://healthpolicy.duke.edu/sites/default/files/2019-

11/case_study_2_-_presbyterian_healthcare_services.pdf 
Comprehensive Assessment with Rapid Evaluation 
and Treatment (CARE)  

Cohn, et al  2017 https://nam.edu/community-based-models-of-care-delivery-
for-people-with-serious-illness/ 

COVID-19 Tele-Palliative Program  Humphreys, J. et al  2020 https://pubmed.ncbi.nlm.nih.gov/32283219/ 
ENABLE  Rural Health Information Hub 2019 https://www.ruralhealthinfo.org/project-examples/956 
Forum Vision  Berkeley Health Care Forum  N/A http://berkeleyhealthcareforum.berkeley.edu/wp-

content/uploads/BerkeleyForum_PalliativeBrief_nov18.pdf 
Global and Professional Direct Contracting Model  Centers for Medicare and Medicaid Services (CMS) 2021 

 
https://innovation.cms.gov/innovation-models/gpdc-model 

Home Connections  Hospice and Palliative Care Buffalo 
 

2017 https://www.hospicebuffalo.com/services/home-
connections/ 

Hospice of the Valley Pediatric Care  Hospice of the Valley 2021 https://www.hov.org/our-care/pediatric-services/ 
Infinity Hospice of Arizona Infinity Hospice Care  2021 https://infinityhospicecare.com/contact/locations/hospice-

care-phoenix-az/ 
Kaiser Permanente In-Home Palliative Care Kaiser Permanente 2017 https://nam.edu/community-based-models-of-care-delivery-

for-people-with-serious-illness/ 
Kaiser Permanente Palliative Care Project  Kaiser Permanente 2003 https://pubmed.ncbi.nlm.nih.gov/14622451/ 
Kaiser Special Services Kaiser Permanente  2017 https://www.moore.org/docs/default-source/patient-care-

/report-model-programs-for-the-seriously-ill-may-2017-
dls.pdf?sfvrsn=529b6c0c_2 

Kourageous Kids Hosparus Health  
 

2021 https://hosparushealth.org/seeking-care/kourageous-kids/ 

https://palliative.vsee.me/
https://www.bannerhealth.com/services/palliative-care
https://www.uab.edu/medicine/palliativecare/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://fourseasons.teleioscn.org/what-we-offer/palliative-care/
https://fourseasons.teleioscn.org/what-we-offer/palliative-care/
https://www.nhpco.org/wp-content/uploads/NHPCO_x_Coalition_CBPC_Demo.pdf
https://www.nhpco.org/wp-content/uploads/NHPCO_x_Coalition_CBPC_Demo.pdf
https://www.yakimacompasscare.com/
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://healthpolicy.duke.edu/sites/default/files/2019-11/case_study_2_-_presbyterian_healthcare_services.pdf
https://healthpolicy.duke.edu/sites/default/files/2019-11/case_study_2_-_presbyterian_healthcare_services.pdf
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://www.moore.org/docs/default-source/patient-care-/report-model-programs-for-the-seriously-ill-may-2017-dls.pdf?sfvrsn=529b6c0c_2
https://pubmed.ncbi.nlm.nih.gov/32283219/
https://www.ruralhealthinfo.org/project-examples/956
http://berkeleyhealthcareforum.berkeley.edu/wp-content/uploads/BerkeleyForum_PalliativeBrief_nov18.pdf
http://berkeleyhealthcareforum.berkeley.edu/wp-content/uploads/BerkeleyForum_PalliativeBrief_nov18.pdf
https://innovation.cms.gov/innovation-models/gpdc-model
https://www.hospicebuffalo.com/services/home-connections/
https://www.hospicebuffalo.com/services/home-connections/
https://www.hov.org/our-care/pediatric-services/
https://infinityhospicecare.com/contact/locations/hospice-care-phoenix-az/
https://infinityhospicecare.com/contact/locations/hospice-care-phoenix-az/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://pubmed.ncbi.nlm.nih.gov/14622451/
https://hosparushealth.org/seeking-care/kourageous-kids/
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Health Care Delivery and Value-Based Care Models Reviewed 
Name of Model  Organization or Author Year Link 

Landmark  Landmark Health  2019 https://www.landmarkhealth.org/landmark-healths-in-home-
model-extends-life-and-reduces-cost/ 

Medical House Call Intervention De Jonge, et al 2014 https://pubmed.ncbi.nlm.nih.gov/25039690/ 
Medicare Advantage Value-Based Insurance Design 
Model  

Centers for Medicare and Medicaid Services (CMS) 2021 
 

https://innovation.cms.gov/innovation-models/vbid 

Medstar Health's Home Care Medstar Health 
 

2021 https://www.medstarhealth.org/homecare/home-health-
care/activities-of-daily-living-support/ 

Meridian Care Journey  Meridian Health  2021 https://www.hackensackmeridianhealth.org/services/palliativ
e-care/ 

Mount Carmel's Hospice and Palliative Care Program  Mount Carmel  
 

2019 https://www.mountcarmelhealth.com/find-a-service-or-
specialty/palliative-care 

OACIS Home-Based Consult Service Lehigh Valley Health Network  
 

2021 https://www.lvhn.org/medical-services/oacis-home-based-
consult-service 

Palliative Care and Support Services  Palo Alto Medical Foundation, Sutter Health  2019 https://www.sutterhealth.org/pdf/services/palliative-
advanced-illness-management/palliative-care-support-
services-pamf.pdf 

Palliative Care Services Harborview Medical Center  2021 https://www.uwmedicine.org/locations/palliative-care-
outpatient-hmc 

Palliative Illness Management  CareCentrix  
 

2021 https://www.carecentrix.com/home-based-palliative-care 

Pallitus Health Model  Pallitus Health  2021 https://pallitushealth.org/ 
Primary Care first Seriously Ill Population Model  Centers for Medicare and Medicaid Services (CMS) 2021 https://innovation.cms.gov/innovation-models/primary-care-

first-model-options 
Program of All-Inclusive Care for the Elderly (PACE) Medicare  

 
N/A https://www.medicare.gov/your-medicare-costs/get-help-

paying-costs/pace 
ProHEALTH Care Support ProHEALTH 2021 https://www.prohealthcare.com/ 
Prospero Health Care Model  Prospero Health  2021 https://prospero-health.com/care-model/ 
Region One, Area Agency on Aging Area Agency on Aging, Region One 2021 https://www.aaaphx.org/program-services/home-delivered-

meals/ 
SPARK  Bernstein, R. et al 2019 https://pubmed.ncbi.nlm.nih.gov/30499902/ 
TeleCaring  Capital Caring 

 
2015 https://www.capitalcaring.org/wp-

content/uploads/PatientFamily-Hospice-Care-Guide.pdf 
The Denver Hospice Program The Denver Hospice 

 
2021 https://thedenverhospice.org/?gclid=Cj0KCQjw1ouKBhC5ARIs

AHXNMI8EBVzrOrcXocdRrE7RMaHRoPdNmSD1Pc0PCwZm1G
dljA3jFJ5P38YaAho5EALw_wcB 

Transitions  Sharp HealthCare 
 

2021 https://www.sharp.com/services/hospice/transitions-
advanced-illness-management-program.cfm 

https://www.landmarkhealth.org/landmark-healths-in-home-model-extends-life-and-reduces-cost/
https://www.landmarkhealth.org/landmark-healths-in-home-model-extends-life-and-reduces-cost/
https://pubmed.ncbi.nlm.nih.gov/25039690/
https://innovation.cms.gov/innovation-models/vbid
https://www.medstarhealth.org/homecare/home-health-care/activities-of-daily-living-support/
https://www.medstarhealth.org/homecare/home-health-care/activities-of-daily-living-support/
https://www.hackensackmeridianhealth.org/services/palliative-care/
https://www.hackensackmeridianhealth.org/services/palliative-care/
https://www.mountcarmelhealth.com/find-a-service-or-specialty/palliative-care
https://www.mountcarmelhealth.com/find-a-service-or-specialty/palliative-care
https://www.lvhn.org/medical-services/oacis-home-based-consult-service
https://www.lvhn.org/medical-services/oacis-home-based-consult-service
https://www.sutterhealth.org/pdf/services/palliative-advanced-illness-management/palliative-care-support-services-pamf.pdf
https://www.sutterhealth.org/pdf/services/palliative-advanced-illness-management/palliative-care-support-services-pamf.pdf
https://www.sutterhealth.org/pdf/services/palliative-advanced-illness-management/palliative-care-support-services-pamf.pdf
https://www.uwmedicine.org/locations/palliative-care-outpatient-hmc
https://www.uwmedicine.org/locations/palliative-care-outpatient-hmc
https://www.carecentrix.com/home-based-palliative-care
https://pallitushealth.org/
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://www.medicare.gov/your-medicare-costs/get-help-paying-costs/pace
https://www.medicare.gov/your-medicare-costs/get-help-paying-costs/pace
https://www.prohealthcare.com/
https://prospero-health.com/care-model/
https://www.aaaphx.org/program-services/home-delivered-meals/
https://www.aaaphx.org/program-services/home-delivered-meals/
https://pubmed.ncbi.nlm.nih.gov/30499902/
https://www.capitalcaring.org/wp-content/uploads/PatientFamily-Hospice-Care-Guide.pdf
https://www.capitalcaring.org/wp-content/uploads/PatientFamily-Hospice-Care-Guide.pdf
https://thedenverhospice.org/?gclid=Cj0KCQjw1ouKBhC5ARIsAHXNMI8EBVzrOrcXocdRrE7RMaHRoPdNmSD1Pc0PCwZm1GdljA3jFJ5P38YaAho5EALw_wcB
https://thedenverhospice.org/?gclid=Cj0KCQjw1ouKBhC5ARIsAHXNMI8EBVzrOrcXocdRrE7RMaHRoPdNmSD1Pc0PCwZm1GdljA3jFJ5P38YaAho5EALw_wcB
https://thedenverhospice.org/?gclid=Cj0KCQjw1ouKBhC5ARIsAHXNMI8EBVzrOrcXocdRrE7RMaHRoPdNmSD1Pc0PCwZm1GdljA3jFJ5P38YaAho5EALw_wcB
https://www.sharp.com/services/hospice/transitions-advanced-illness-management-program.cfm
https://www.sharp.com/services/hospice/transitions-advanced-illness-management-program.cfm
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Health Care Delivery and Value-Based Care Models Reviewed 
Name of Model  Organization or Author Year Link 

UnityPoint at Home  UnityPoint Health  2021 https://www.unitypoint.org/homecare/default.aspx 
VA Home-Based Primary Care U.S. Department of Veterans Affairs  2020 https://www.va.gov/geriatrics/pages/Home_Based_Primary_

Care.asp 
Washington State Rural Model of Palliative Care with 
Statis (PMPM Cost Model) 

Stratis Health  
 

2021 https://stratishealth.org/wp-content/uploads/2021/04/Rural-
Palliative-Care-Toolkit.pdf 

Western Reserve Navigator Program  Hospice of Western Reserve  
 

2017 https://www.hospicewr.org/Patients-and-Caregivers/Our-
Services/Western-Reserve-Navigator-Palliative-Care-Services 

 

Industry Resources 
Title of Document Author or Organization Year Link 

5 Obstacles to Home-Based Health Care, and How to 
Overcome Them  

Chandrashekar, et al 2019 https://hbr.org/2019/10/5-obstacles-to-home-based-health-
care-and-how-to-overcome-them 

Advance Care Planning in Palliative Care for People 
with Intellectual Disabilities: A Systematic Review  

Voss, et al 
 

2017 https://www.jpsmjournal.com/article/S0885-3924(17)30347-
0/fulltext 

Aging in Place: Growing Older at Home  National Institute on Aging (NIH) 2017 https://www.nia.nih.gov/health/aging-place-growing-older-
home 

An Integrative Review of Community Theories 
Applied to Palliative Care Nursing  

Cross, L.  2020 https://journals.lww.com/jhpn/Abstract/2020/10000/An_Inte
grative_Review_of_Community_Theories.5.aspx 

An Overview of Home-Based Primary Care: Learning 
from the Field  

The Commonwealth Fund  2017 https://www.commonwealthfund.org/publications/issue-
briefs/2017/jun/overview-home-based-primary-care-
learning-field?redirect_source=/publications/issue-
briefs/2017/jun/overview-home-based-primary-care 

Arizona Best Practices Study Overview  Arizona Hospital and Healthcare Association 
(AzHHA), Coalition to Transform Advanced Care (C-
TAC), Arizona End of Life Care Partnership (EOLCP), 
Discern Health  

2020 https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/at
tachments/original/1605228426/3._AZ_Best_Practices_Sum
mary_Slides_2020-11-11.pdf?1605228426 

Arizona Best Practices: Intervention Issue Brief  Arizona Coalition to Transform Serious Illness Care 
(AZ Coalition) 

2020 https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/at
tachments/original/1605228427/4._AZ_Best_Practices_Interv
ention_Briefs_2020-11-9.pdf?1605228427 
 

Arizona Health Improvement Plan  Arizona Department of Health Services  2016 https://azdhs.gov/documents/operations/managing-
excellence/azhip.pdf 

Association Between the Medicare Hospice Benefit 
and Health Care Utilization and Costs for Patients 
with Poor-Prognosis Cancer  

Obermeyer, et al 2014 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4274169/ 

Can you Hear Me Now?: Improving Palliative Care 
Access Through Telehealth 

Watts, et al 2021 https://onlinelibrary.wiley.com/doi/full/10.1002/nur.22105 

https://www.unitypoint.org/homecare/default.aspx
https://www.va.gov/geriatrics/pages/Home_Based_Primary_Care.asp
https://www.va.gov/geriatrics/pages/Home_Based_Primary_Care.asp
https://www.hospicewr.org/Patients-and-Caregivers/Our-Services/Western-Reserve-Navigator-Palliative-Care-Services
https://www.hospicewr.org/Patients-and-Caregivers/Our-Services/Western-Reserve-Navigator-Palliative-Care-Services
https://hbr.org/2019/10/5-obstacles-to-home-based-health-care-and-how-to-overcome-them
https://hbr.org/2019/10/5-obstacles-to-home-based-health-care-and-how-to-overcome-them
https://www.jpsmjournal.com/article/S0885-3924(17)30347-0/fulltext
https://www.jpsmjournal.com/article/S0885-3924(17)30347-0/fulltext
https://www.nia.nih.gov/health/aging-place-growing-older-home
https://www.nia.nih.gov/health/aging-place-growing-older-home
https://journals.lww.com/jhpn/Abstract/2020/10000/An_Integrative_Review_of_Community_Theories.5.aspx
https://journals.lww.com/jhpn/Abstract/2020/10000/An_Integrative_Review_of_Community_Theories.5.aspx
https://www.commonwealthfund.org/publications/issue-briefs/2017/jun/overview-home-based-primary-care-learning-field?redirect_source=/publications/issue-briefs/2017/jun/overview-home-based-primary-care
https://www.commonwealthfund.org/publications/issue-briefs/2017/jun/overview-home-based-primary-care-learning-field?redirect_source=/publications/issue-briefs/2017/jun/overview-home-based-primary-care
https://www.commonwealthfund.org/publications/issue-briefs/2017/jun/overview-home-based-primary-care-learning-field?redirect_source=/publications/issue-briefs/2017/jun/overview-home-based-primary-care
https://www.commonwealthfund.org/publications/issue-briefs/2017/jun/overview-home-based-primary-care-learning-field?redirect_source=/publications/issue-briefs/2017/jun/overview-home-based-primary-care
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228426/3._AZ_Best_Practices_Summary_Slides_2020-11-11.pdf?1605228426
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228426/3._AZ_Best_Practices_Summary_Slides_2020-11-11.pdf?1605228426
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228426/3._AZ_Best_Practices_Summary_Slides_2020-11-11.pdf?1605228426
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://d3n8a8pro7vhmx.cloudfront.net/azhha/pages/162/attachments/original/1605228427/4._AZ_Best_Practices_Intervention_Briefs_2020-11-9.pdf?1605228427
https://azdhs.gov/documents/operations/managing-excellence/azhip.pdf
https://azdhs.gov/documents/operations/managing-excellence/azhip.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4274169/
https://onlinelibrary.wiley.com/doi/full/10.1002/nur.22105


Arizona Coalition Model ─ Home- and Community-based Palliative Care for Seriously Ill 
Prepared by Discern Health, part of Real Chemistry on behalf of AzHHA | October 2021    42 

Industry Resources 
Title of Document Author or Organization Year Link 

Chronic Illness and Children American Academy of Child and Adolescent 
Psychiatry 

2015 https://www.aacap.org/AACAP/Families_and_Youth/Facts_fo
r_Families/FFF-Guide/The-Child-With-A-Long-Term-Illness-
019.aspx 

Client, Caregiver, and Provider Perspectives of Safety 
in Palliative Home Care: A Mixed Method Design  

Lang, et al 2015 https://safetyinhealth.biomedcentral.com/articles/10.1186/2
056-5917-1-3 

Clinical Impact of a Home-Based Palliative Care 
Program: A Hospice-Private Payer Partnership 

Kerr, et al  
 

2014 https://pubmed.ncbi.nlm.nih.gov/24747224/ 

Clinical Training Recommendations for All Clinicians 
Caring for Patients with Serious Illness  

Center to Advance Palliative Care (CAPC) 
 

2021 https://www.capc.org/clinical-training-recommendations-for-
all-clinicians-caring-for-patients-with-serious-illness/ 

Community-Based Palliative Care During the COVID 
19 Pandemic  

Atreya, et al.  2020 https://pubmed.ncbi.nlm.nih.gov/33102264/ 

COVID-19 Data  Arizona Department of Health Services  2021 https://www.azdhs.gov/covid19/data/index.php 
Days Spent at Home - A Patient-Centered Goal and 
Outcome  

Groff, et al 
 

2016 https://www.nejm.org/doi/full/10.1056/NEJMp1607206 

Disparities in Health Care in Medicare Advantage 
Associated with Dual Eligibility or Eligibility for a Low-
Income Subsidy 

CMS 2021 https://www.cms.gov/files/document/2021-delis-national-
disparities-stratified-report.pdf 

Dying in America: Improving Quality and Honoring 
Individual Preferences Near the End of Life  

National Academy of Medicine  
 

2017 https://nam.edu/community-based-models-of-care-delivery-
for-people-with-serious-illness/ 

Effects of a Population Health Community-Based 
Palliative Care Program on Cost and Utilization  

Yosick, et al  
 

2019 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6735317/ 

Effects of Community-Based Health Worker 
Interventions to Improve Chronic Disease 
Management and Care Among Vulnerably 
Populations: A Systematic Review  

Kyounghae, K. et al  
 

2015 https://ajph.aphapublications.org/doi/10.2105/AJPH.2015.30
2987 

End-of-Life Care in Patients Exposed to Home-Based 
Palliative Care vs Hospice Only 

Wang, et al 
 

2019 https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/
jgs.15844 

Frequent Emergency Department Visitors are 
Frequent Primary Visitors and Report Unmet Primary 
Care Needs  

Cunningham, et al 
 

2017 https://pubmed.ncbi.nlm.nih.gov/27862710/ 

Healthy Days at Home: A Novel Population-Based 
Outcome Measure  

Burke, et al 
 

2019 https://www.sciencedirect.com/science/article/abs/pii/S2213
076419302349 

Heterogeneity and Changes in Preferences for Dying 
at Home: A Systematic Review  

Gomes, et al 
 

2013 https://bmcpalliatcare.biomedcentral.com/articles/10.1186/1
472-684X-12-7 

Hospice Care Improves Patient Experience  Reuters Health  2016 https://www.reuters.com/article/us-terminal-care-
hospice/hospice-care-improves-patient-experience-
idUSKCN11821D 

https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/The-Child-With-A-Long-Term-Illness-019.aspx
https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/The-Child-With-A-Long-Term-Illness-019.aspx
https://www.aacap.org/AACAP/Families_and_Youth/Facts_for_Families/FFF-Guide/The-Child-With-A-Long-Term-Illness-019.aspx
https://safetyinhealth.biomedcentral.com/articles/10.1186/2056-5917-1-3
https://safetyinhealth.biomedcentral.com/articles/10.1186/2056-5917-1-3
https://pubmed.ncbi.nlm.nih.gov/24747224/
https://www.capc.org/clinical-training-recommendations-for-all-clinicians-caring-for-patients-with-serious-illness/
https://www.capc.org/clinical-training-recommendations-for-all-clinicians-caring-for-patients-with-serious-illness/
https://pubmed.ncbi.nlm.nih.gov/33102264/
https://www.azdhs.gov/covid19/data/index.php
https://www.nejm.org/doi/full/10.1056/NEJMp1607206
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://nam.edu/community-based-models-of-care-delivery-for-people-with-serious-illness/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6735317/
https://ajph.aphapublications.org/doi/10.2105/AJPH.2015.302987
https://ajph.aphapublications.org/doi/10.2105/AJPH.2015.302987
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15844
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15844
https://pubmed.ncbi.nlm.nih.gov/27862710/
https://www.sciencedirect.com/science/article/abs/pii/S2213076419302349
https://www.sciencedirect.com/science/article/abs/pii/S2213076419302349
https://bmcpalliatcare.biomedcentral.com/articles/10.1186/1472-684X-12-7
https://bmcpalliatcare.biomedcentral.com/articles/10.1186/1472-684X-12-7
https://www.reuters.com/article/us-terminal-care-hospice/hospice-care-improves-patient-experience-idUSKCN11821D
https://www.reuters.com/article/us-terminal-care-hospice/hospice-care-improves-patient-experience-idUSKCN11821D
https://www.reuters.com/article/us-terminal-care-hospice/hospice-care-improves-patient-experience-idUSKCN11821D
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Industry Resources 
Title of Document Author or Organization Year Link 

Identifying the Population with Serious Illness: The 
"Denominator" Challenge  

Kelley, A. & Bollens-Lund, E. 
 

2018 https://pubmed.ncbi.nlm.nih.gov/29125784/ 

Increased Satisfaction with Care and Lower Costs: 
Results of a Randomized Trial of In-Home Palliative 
Care  

Brumley, et al 
 

2007 https://pubmed.ncbi.nlm.nih.gov/17608870/ 
 

MAP Health Equity Advisory Group NQF 2021 https://www.qualityforum.org/MAP_Health_Equity_Advisory
_Group.aspx 

Motivational Interviewing in Health Care: Helping 
Patients Change Behavior  

Koh-Knox, C. 
 

2009 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2779641/ 

Palliative Care and Spiritual Well-being in Lung 
Cancer Patients and Family Caregivers  

Sun, et al 
 

2015 https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3987 
 

Palliative Care Delivery in the Home Twaddle, et al 
 

2021 https://www.uptodate.com/contents/palliative-care-delivery-
in-the-home#H369118983 
 

Palliative Care for the Seriously Ill  Kelley, et al 2015 https://www.nejm.org/doi/full/10.1056/nejmra1404684 
 

Palliative Care in Colorado: Trends, Gaps, and 
Opportunities to Improve Care  

Colorado Department of Health Care Policy and 
Financing  

2020 https://drive.google.com/file/d/1cm2OivJ3GKCByGqCKK9u-
SeJ0V8pf5NS/view 
 

Palliative Care Quality Collaborative - About  Palliative Care Quality Collaboration  2021 https://palliativequality.org/ 
 

Policies and Payment Systems to Support High-
Quality End-of-Life Care  

Institute of Medicine (IOM) 2015 https://www.ncbi.nlm.nih.gov/books/NBK285671/ 
 

Post-COVID-19 Syndrome (Long Haul Syndrome): 
Description of a Multidisciplinary Clinic at Mayo Clinic 
and Characteristics of the Initial Patient Cohort  

Vanichkachorn, et al  2021 https://www.sciencedirect.com/science/article/abs/pii/S0025
619621003566 
 

Predictors of Death in the Hospital for Patients with 
Chronic Serious Illness  

Hicks, et al  
 

2018 https://www.liebertpub.com/doi/full/10.1089/jpm.2017.012
7 
 

Public Perceptions of Advance Care Planning, 
Palliative Care, and Hospice: A Scoping Review  

Grant, S. et al  
 

2021 https://pubmed.ncbi.nlm.nih.gov/32614634/ 

Serious Illness in Late Life: The Public's Views and 
Experiences 

Kaiser Family Foundation (KFF) 
 

2017 https://www.kff.org/other/report/serious-illness-in-late-life-
the-publics-views-and-experiences/ 
 

Solution for Filling Gaps in Accountable Care 
Measure Sets  

Valuck, et al 
 

2015 https://www.ajmc.com/view/solutions-for-filling-gaps-in-
accountable-care-measure-sets 

Stratifying HEDIS Measures by Race and Ethnicity NCQA 2021 https://www.ncqa.org/about-ncqa/health-equity/data-and-
measurement/ 

https://pubmed.ncbi.nlm.nih.gov/29125784/
https://pubmed.ncbi.nlm.nih.gov/17608870/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2779641/
https://onlinelibrary.wiley.com/doi/abs/10.1002/pon.3987
https://www.uptodate.com/contents/palliative-care-delivery-in-the-home%23H369118983
https://www.uptodate.com/contents/palliative-care-delivery-in-the-home%23H369118983
https://www.nejm.org/doi/full/10.1056/nejmra1404684
https://drive.google.com/file/d/1cm2OivJ3GKCByGqCKK9u-SeJ0V8pf5NS/view
https://drive.google.com/file/d/1cm2OivJ3GKCByGqCKK9u-SeJ0V8pf5NS/view
https://palliativequality.org/
https://www.ncbi.nlm.nih.gov/books/NBK285671/
https://www.sciencedirect.com/science/article/abs/pii/S0025619621003566
https://www.sciencedirect.com/science/article/abs/pii/S0025619621003566
https://www.liebertpub.com/doi/full/10.1089/jpm.2017.0127
https://www.liebertpub.com/doi/full/10.1089/jpm.2017.0127
https://pubmed.ncbi.nlm.nih.gov/32614634/
https://www.kff.org/other/report/serious-illness-in-late-life-the-publics-views-and-experiences/
https://www.kff.org/other/report/serious-illness-in-late-life-the-publics-views-and-experiences/
https://www.ajmc.com/view/solutions-for-filling-gaps-in-accountable-care-measure-sets
https://www.ajmc.com/view/solutions-for-filling-gaps-in-accountable-care-measure-sets


Arizona Coalition Model ─ Home- and Community-based Palliative Care for Seriously Ill 
Prepared by Discern Health, part of Real Chemistry on behalf of AzHHA | October 2021    44 

Industry Resources 
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Strengthening the Payer-Provider Relationship for 
Value-Based Success in Home- and Community-
Based Palliative Care  

The Better Care Playbook  
 

2021 https://www.bettercareplaybook.org/resources/strengthenin
g-payer-provider-relationship-value-based-success-home-
and-community-based 

Studies Show Long-Haul COVID-19 Afflicts 1 in 4 
COVID-19 Patients, Regardless of Severity  

UC Davis Health  
 

2021 https://health.ucdavis.edu/health-news/newsroom/studies-
show-long-haul-covid-19-afflicts-1-in-4-covid-19-patients-
regardless-of-severity/2021/03 

The Care for Community-Based Palliative Care  Center to Advance Palliative Care (CAPC) 2020 https://www.capc.org/documents/867/ 
The Collaborative Care Model: An Approach for 
Integrating Physical and Mental Health Care in 
Medicaid Health Homes  

Center for Health Care Strategies  
 

2013 https://www.chcs.org/resource/the-collaborative-care-
model-an-approach-for-integrating-physical-and-mental-
health-care-in-medicaid-health-homes/ 

The Impact of Advance Care Planning on End of Life 
Care in Elderly Patients: Randomized Controlled Trial  

Detering, et al 
 

2010 https://www.bmj.com/content/340/bmj.c1345 

The Impact of Home-Based Palliative Care Program in 
an Accountable Care Organization  

Lustbader, et al 2017 https://www.liebertpub.com/doi/full/10.1089/jpm.2016.026
5 

Toward a Serious Illness Program Design & 
Implementation Framework  

Coalition to Transform Advanced Care (C-TAC) 2017 https://www.thectac.org/wp-
content/uploads/2017/08/CTAC-SIP-Framework-2017.pdf 

United Way End of Life Care Partnership - Pima 
County Household Survey: Baseline Results  

United Way End of Life Care Partnership (EOLCP) 2020 https://d3n8a8pro7vhmx.cloudfront.net/unitedwaytucson/pa
ges/813/attachments/original/1603407820/UW_EOLCP_Exec
Sum_2019_01_28.pdf?1603407820 

Where is the Evidence? A Systematic Review of 
Shared Decision Making and Patient Outcomes 

Shay, et al 2014 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4270851/ 

 

 

 

https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://www.bettercareplaybook.org/resources/strengthening-payer-provider-relationship-value-based-success-home-and-community-based
https://health.ucdavis.edu/health-news/newsroom/studies-show-long-haul-covid-19-afflicts-1-in-4-covid-19-patients-regardless-of-severity/2021/03
https://health.ucdavis.edu/health-news/newsroom/studies-show-long-haul-covid-19-afflicts-1-in-4-covid-19-patients-regardless-of-severity/2021/03
https://health.ucdavis.edu/health-news/newsroom/studies-show-long-haul-covid-19-afflicts-1-in-4-covid-19-patients-regardless-of-severity/2021/03
https://www.capc.org/documents/867/
https://www.chcs.org/resource/the-collaborative-care-model-an-approach-for-integrating-physical-and-mental-health-care-in-medicaid-health-homes/
https://www.chcs.org/resource/the-collaborative-care-model-an-approach-for-integrating-physical-and-mental-health-care-in-medicaid-health-homes/
https://www.chcs.org/resource/the-collaborative-care-model-an-approach-for-integrating-physical-and-mental-health-care-in-medicaid-health-homes/
https://www.bmj.com/content/340/bmj.c1345
https://www.liebertpub.com/doi/full/10.1089/jpm.2016.0265
https://www.liebertpub.com/doi/full/10.1089/jpm.2016.0265
https://www.thectac.org/wp-content/uploads/2017/08/CTAC-SIP-Framework-2017.pdf
https://www.thectac.org/wp-content/uploads/2017/08/CTAC-SIP-Framework-2017.pdf
https://d3n8a8pro7vhmx.cloudfront.net/unitedwaytucson/pages/813/attachments/original/1603407820/UW_EOLCP_ExecSum_2019_01_28.pdf?1603407820
https://d3n8a8pro7vhmx.cloudfront.net/unitedwaytucson/pages/813/attachments/original/1603407820/UW_EOLCP_ExecSum_2019_01_28.pdf?1603407820
https://d3n8a8pro7vhmx.cloudfront.net/unitedwaytucson/pages/813/attachments/original/1603407820/UW_EOLCP_ExecSum_2019_01_28.pdf?1603407820
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4270851/

	Executive Summary
	Methodology
	Target Population
	Program Services
	Operational Requirements
	Measurement
	Next Steps and Contact Information

	Contents*
	Background
	Program History: The Arizona Coalition to Transform Serious Illness Care
	Vision: A Co-Created Model Designed to Optimize Value
	Flexibility: One Size Will Not Fit All
	Patient- and Caregiver-Centricity: Nothing for Patients Without Patients
	Evidence-Based: Using Data to Make Informed Decisions
	Partnership: Bridging the Gap Between Payers and Community Providers

	Methodology
	Literature Review and Environmental Scan
	Arizona Palliative Care Survey
	Intensive Workshop and Follow-up

	Care Model Overview
	Target Population
	Supporting Evidence

	Program Services
	Assessment, Planning, and Coordination
	Addressing Physical Needs and Symptom Management
	Education
	Psychosocial Support
	Alleviating Caregiver Burden
	Addressing Social Determinants of Health
	Cross-cutting

	Operational Requirements
	Staffing
	Partners
	Policies, workflows, and processes
	Technology
	Staff Training and Support
	Other Tools and Resources

	Measurement
	Care Model Outcomes (Vision Measures)
	Intermediate Outcomes (Strategy Measures)
	Program Processes / Quality Improvement (Tactics Measures)

	Acknowledgements
	Appendix I: Rationale for Program Services
	Appendix II: References

