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Timely Access to Palliative Care
Problem
Lack of early access to palliative care for patients with chronic or terminal illnesses leads to care that may be inconsistent with a patient’s values. Without advanced care planning and goals-of-care discussions, well-intentioned healthcare may contribute to unnecessary suffering, futile aggressive care at the end of life, increased rates of hospital deaths contrary to patients' wishes, and increased healthcare costs (Seow et al., 2022).
Background
Palliative care focuses on improving the quality of life for patients diagnosed with life-threatening illnesses or injuries. Palliative care addresses physical, psychological, social, and spiritual symptoms or challenges patients and their families face. Palliative care can be initiated regardless of age, disease stage, or treatment plans. Palliative care focuses on three main categories: prioritizing symptom management, excellence in communication, and practical support for care needs (Hawley, 2017). World Health Organization [WHO] (2020) recognizes palliative care as an explicit human right to healthcare. WHO estimates that only 14% of those in need receive palliative care globally. In the United States, only about half of hospital patients will receive palliative care when needed (Hagan et al., 2018). Only about a third of U.S. hospitals with over 50 beds offer palliative care services (Hawley, 2017). 
Dedicated palliative care teams improve care quality, increase efficiency, promote health equity, and improve clinical outcomes (Center to Advance Palliative Care, 2019). Fitzpatrick et al. (2018) reported that inpatient palliative interventions reduce hospital stays from 8.9 to 6.3 days for patients with serious illness. Palliative interventions reduce the burden on acute care facilities and reduce healthcare costs at the end of life. Morrison et al. (2011) showed that patients who received an inpatient palliative care consultation incurred $6,900 less in hospital costs per admission. These patients were less likely to die in the ICU and more likely to receive hospice referrals.
Hawley (2017) describes some common barriers to palliative care services. The most common barrier is a lack of understanding of palliative programs. Public perception and many providers associate palliative care with hospice care. Prior to referring to palliative care, providers may feel a need to know with certainty that their patient is dying in the next six months, have no additional treatments to offer, and know the patient is ready to stop treatments. Limited resources may restrict the provision of palliative care. Few palliative doctors practice outside hospice or hospital settings, especially in rural areas. Another barrier is discomfort among providers and family members around discussions of death. These conversations can be time-consuming, and many providers do not have the resources for extended discussions. Providers are hesitant to prescribe morphine and other controlled substances essential to symptom management for pain and shortness of breath.
The scope of nursing practice intrinsically includes the core values of palliative care. Nurses have an ethical duty to relieve suffering, provide comfort, and assess and plan for the care of the whole patient. Advanced practice, specialized palliative nurses, and bedside nurses are positioned to advance palliative care measures. Many nurses need more education and experience to feel comfortable providing palliative care (Hawley, 2017).
Community and Stakeholders
Palliative care decreases suffering, supports patients and families, improves healthcare equity, and reduces costs. It is intrinsically patient-centered. Our aging population is increasingly burdened with chronic and progressive illnesses. Early and integrated palliative care will benefit individuals, families, communities, healthcare providers, insurance companies, and public benefit programs.
The first step to engaging stakeholders is to conduct a stakeholder analysis to identify those whose interests align with developing and implementing palliative care policies or programs. Stakeholders in palliative care include healthcare providers, patients, families, insurance companies, and policymakers. Each stakeholder has a vested interest in promoting palliative care policies. Sultan et al. (2023) emphasize the importance of understanding stakeholders' interests, including systematic, institutional, and teaching factors that impact stakeholder engagement. It is equally important to understand the barriers stakeholders may face.
The development of interprofessional teams requires an assessment of stakeholders' capabilities, interests, and knowledge. This assessment is crucial in delegating responsibilities, administering resources, and establishing governance boards that remain engaged and work efficiently (BMC Palliative Care, 2024).
Strong palliative care programs require effective stakeholder engagement. Engaging stakeholders such as intensive care and palliative care physicians can improve outcomes and reduce costs (Rajesh et al., 2023). Strong palliative care teams, which include patients, caregivers, clinicians, and policymakers, will develop patient-centered outcomes and research agendas to address stakeholder needs (Patient-Centered Outcomes Research Institute [PCORI], 2018).
Recent interviews with healthcare professionals have reinforced the understanding of the benefits of a nurse-led palliative care program and illuminated corporate perspectives on barriers to implementation. A physician with extensive experience in hospital settings and as a certified hospice and palliative care specialist highlighted the importance of early palliative care intervention. According to this physician, early intervention can reduce hospital readmission rates, decrease the average length of hospital stays, improve the quality of life, and potentially extend the life of patients with terminal diagnoses (Personal communication, October 17, 2024). These outcomes have positive financial implications for hospitals.
A Chief Application Officer, a registered nurse with a background in oncology and hospice nursing, provided insights into the barriers to palliative care programs and nurse-led palliative care. The officer emphasized that the entrenchment of the fee-for-service payment model and limited palliative reimbursement strategies, particularly for nursing, make programs financially unattractive. Additionally, there are significant gaps in provider understanding of palliative care, often limiting referrals due to misconceptions about its scope (Personal communication, October 19, 2024).
The interviews also highlighted nurses' unique position in addressing care goals and initiating palliative conversations. Nurses spend significantly more time with patients than other hospital clinicians, allowing them to establish the rapport needed for holistic patient assessment. This insight underscores the potential effectiveness of nurse-led palliative care programs.
Furthermore, the interviews brought attention to ongoing initiatives in palliative care integration. The Center for Medicare and Medicaid Innovation is currently testing the integration of palliative care and hospice components into Medicare A benefits through Value-Based Insurance Design (VBID) programs. This test, which ends in December 2024, aims to address the fragmentation of care that occurs at the end of life (Centers for Medicare and Medicaid Services, 2024).
These discovery interviews reinforced the multifaceted benefits of implementing a well-structured, nurse-led palliative care program. The interviews also provided valuable insight into the corporate perspective on barriers to implementation. Understanding those barriers is crucial for developing strategies to overcome these challenges and improve palliative care delivery.
Evidence for Solutions
Lindell et al. (2013) conducted a randomized controlled trial evaluating the feasibility, acceptability, and efficacy of an early, nurse-led palliative care intervention for patients with idiopathic pulmonary fibrosis (IPF) and their caregivers. The study sample consisted of 22 patient-caregiver pairs, randomized to 11 each in the control and intervention groups. Data was collected via assessments at baseline, three months, and six months. The intervention consisted of four nurse visits (two in-person and two by telephone) over six weeks, addressing symptom management, advance care planning, and end-of-life care discussions. The nurse also provided education, support, and resources specific to each patient-caregiver pair’s needs. Results showed significant improvements for the intervention group vs. the control group. In the intervention group, caregivers reported increased disease knowledge (mean, 1.34; 95% confidence interval [CI], 0.26–2.42; P = 0.016), preparedness (mean, 2.66; 95% CI, 1.21–4.11; P = 0.001), and confidence (mean, 1.33; 95% CI, 0.02–2.62; P = 0.046).
Babar et al. (2021) conducted a prospective, observational, quality improvement study of the effects of hospital case managers screening for palliative care consultations during morning ICU huddles. The study assessed whether the early consultations would affect code status, referrals to hospice, tracheostomies, and/or peg tube placements. The sample included adults admitted to a medical ICU with diagnoses of cardiac arrest, advanced cancer, admission from long-term acute care, or circulatory shock requiring mechanical ventilation. There were 83 patients referred for early palliative medicine consultations. Consultations occurred in 44 patients (53%); 23 patients (28%) had consults within 48 hours, 21 (25%) had a palliative medicine consults later. There was a higher incidence of patients who changed code status in the palliative medicine consult group compared with the no palliative medicine consult group (63.6% vs 7.7%). Hospice was initiated for patients in the palliative consult group much more frequently than the no consult group (36% vs 2.6%). No difference in length of stay was observed.
Desai et al. (2018) conducted a quality improvement (QI) initiative to integrate primary and specialist palliative care for cancer patients in outpatient clinics. The project implemented a Care, Coach, Consult model in two oncology clinics (myelodysplastic syndromes and gastrointestinal cancers) over 3 months. Of 346 patients screened, 58 met the criteria and were enrolled. The intervention involved nurse-led primary palliative care, supported by a palliative care nurse practitioner coach and targeted training for oncology nurses. Patient-reported assessments were completed in a median of 5 minutes or less, with 15-minute discussions on patients' values. The project demonstrated feasibility, with all enrolled patients continuing participation. Improvements were observed in several areas: 90% of patients had discussions about health care proxies (compared to a baseline of 15-20%), 60% had advanced directives in their medical records (up from 25%), and increased documentation of patients' values. No formal statistical analysis was reported.
Yamarik et al. (2023) evaluated a 6-month longitudinal nurse-led palliative care intervention for patients with advanced cancer reported as part of a larger randomized trial. The sample consisted of 218 patients aged 50 and older with metastatic solid tumors recruited from 18 Emergency Department. Participants were randomized to receive either nursing calls focused on advance care planning (ACP), symptom management, and care coordination, or specialty outpatient palliative care. The intervention involved nurses calling patients to address advanced care planning, symptom management, and care coordination. Results showed that 105 patients (50%) completed the 6-month program, 54 (26%) died or enrolled in hospice, 40 (19%) were lost to follow-up, and 19 (9%) withdrew. The intervention demonstrated high engagement rates, with 182 out of 218 patients (83%) completing an advanced care plan. Among those who died, 43 out of 54 (80%) enrolled in hospice.
Data and Benchmarks
Vossel (2022) explains that a lack of standardized quality measures in palliative care presents significant challenges. Benchmarking performance and demonstrating value without consistent metrics is difficult. Development is urgent due to the growing demand for palliative services and the push to develop palliative care benefits under Medicare. Recent efforts, such as those by the National Coalition for Hospice & Palliative Care (2024), have developed new patient-reported outcome measures to address this gap. Specifically, the suggestion is to use patient scores to assess how well they felt heard and understood and if they received the help needed to manage pain and other symptoms. 
The studies cited above measured positive outcomes based on advanced care planning, hospice initiations, and patient and caregiver reports of knowledge and confidence. 
Palliative care benchmarks are used in the Merit-based Incentive Payment System (MIPS) and Alternative Payment Models (APMs). Benchmarks include patient-reported scores for pain management and communication. They were developed for CMS's quality reporting priorities and transitioning to value-based payment models (National Coalition for Hospice and Palliative Care, 2024).
The Palliative Care Quality Collaborative [PCQC] (n.d.) manages a national registry to measure and benchmark palliative care data. This allows palliative care teams to track their performance over time and benchmark against peers. PCQC clinical data evaluates performance in delivering quality care. This comprehensive data collection supports benchmarking and quality improvement efforts, ultimately aiming to improve the quality of care for patients with serious illnesses and their families.
Providers can utilize the IHI's Model for Improvement by setting specific, measurable aims, such as reducing the time from diagnosis to palliative care initiation by 50% within the following year. Implementing Plan-Do-Study-Act (PDSA) cycles can help healthcare teams test and refine processes to overcome barriers to palliative care access. A PDSA cycle could pilot a new referral process in a single department, study its impact on timely access, and then adjust the process based on feedback before more comprehensive implementation (Grant et al., 2020).
Interprofessional Perspective
 An interprofessional perspective toward implementing new programs is required for success. The responsibility for improving timely access to palliative care is shared among multiple healthcare professionals and stakeholders, including physicians, nurses (bedside, advanced practice, and specialized palliative care nurses), social workers, chaplains, hospital administrators, policymakers, and insurance providers.
The current state related to palliative care access demonstrates challenges such as limited understanding of palliative care among many healthcare providers, leading to delayed referrals, lack of standardized quality measures, making it difficult to benchmark performance across teams, insufficient integration of palliative care into treatment plans for chronic and terminal illnesses. Emerging models of care, including care coordinators and treatment navigators, effectively incorporate interprofessional teams. 
A highly functioning interprofessional team allows for earlier identification of patients to benefit from palliative care through collaborative screening processes, improved communication about goals of care and advanced care planning across disciplines, reduced healthcare costs at end of life, better symptom management through coordinated efforts of various specialists and enhanced support for patients and families through a holistic approach to address physical, psychological, social, and spiritual needs.
The Institute for Healthcare Improvement (n.d.) model informs the following next steps for implementing an interprofessional approach to palliative care in a hospital unit:
· Form an interprofessional palliative care team:
· Include representatives from administration, medicine, nursing, social work, and chaplaincy
· Designate a team leader, preferably a nurse with palliative care expertise.
· Set specific, measurable aims such as:
· reduce the time from admission to palliative care consultation by 50% within 6 months. 
· increase the percentage of patients with documented goals of care discussions to 90% within 3 months.
· Implement PDSA cycles to test a new screening process:
· Plan: Develop a brief palliative care screening tool for use during rounds.
· Do: Pilot the screening tool on one unit for two weeks.
· Study: Analyze data on screening completion rates and subsequent palliative care referrals.
· Act: Refine the screening process based on feedback and results.
· Track key performance indicators such as time to palliative care consultation, patient and family satisfaction, and healthcare utilization.
· Regularly review and discuss outcomes as an interprofessional team to identify areas for improvement.
By implementing these steps and refining the process through continued PDSA cycles, the hospital unit can work towards a more integrated, interprofessional approach to palliative care, ultimately improving patient outcomes and quality of life.
Caritas Processes
Caritas Process Five is about authentic communication of positive and negative emotions. Nurses hold space while withholding judgment. Palliative care embodies Caritas Process Five by focusing on patient values while facilitating difficult conversations. Excellence in communication is a cornerstone of palliative care. Watson provides a framework for excellence in communication that transcends education and experience and encompasses deep human connections (Murali, 2019).
Caritas Process Six focuses on creative problem-solving and shared decision-making. Palliative nurses employ process six to promote shared decision-making for complex care planning. Nurses incorporate all ways of knowing, empirical, personal, creative, and moral/ethical, to build understanding (Sitzman & Watson, 2017). A holistic approach helps patients navigate difficult choices regarding treatment options, symptom management, and end-of-life care (Foli et al., 2020). Authentic presence while exploring palliative approaches empowers patients to make informed decisions.
The caring relationship established within the Caritas Processes framework allows for the nurse's development as a coach, as described by Caritas Process Seven. The nurse becomes a trusted advisor. Authentic, open communication creates trust. Providers experience a greater understanding of their patient's values, fears, and goals. Patient-centered care is an essential value of palliative care. Trusting, cooperative, collaborative relationships allow more effective transmission of knowledge and allow patients and families to feel supported while making decisions (Murali, 2019).
Caritas Process Eight emphasizes creating healing environments. In palliative care, this includes emotional, spiritual, and social aspects of care. Nurses are tasked to promote a respectful, dignified, peaceful atmosphere for patients and their families (Wei & Watson, 2019). This includes managing the physical space to ensure comfort and privacy, facilitating meaningful rituals or practices, and fostering a calm and respectful ambiance. By supporting the healing environment, nurses enhance the quality of life for patients receiving palliative care (Sitzman & Watson, 2017).
Teamwork
Successful team collaboration relies on adaptive learning, attentive communication, flexibility, open expression of ideas, and well-defined participant responsibilities (Rosen, 2018). This assignment was completed through a team effort between the two authors. The author's strengths and work styles are well known to each other based on many years of work collaboration, including sharing office space for the last two years. With little discussion, the authors agreed that Kristi would spearhead visual and presentation projects, and Rachel would be the final editor for written assignments. Belbin (N.D.) describes group coordinator and shaper roles, which Rachel primarily fills, while Kristi serves as Plant and Resource Investigator. Both authors serve as Implementers and Team Workers, and the Finisher role is assigned to Rachel for written assignments and Kristi for presentation media. 
The advantages of a small group of two are fewer schedules involved, allowing for easier collaboration, coordination, discussion, and resolving issues. Being a small group also increases the individual workload. 
The authors have similar TKI scores with nearly identical accommodating, competing, and avoiding scores. Accommodation is exceptionally high for both. They differ in that Kristi tends to lean toward compromise, and Rachel tends toward collaboration. Shared values include a passion for the topic, tireless patient advocacy, and experience providing palliative-focused care. Their combined strengths, Rachel's more thorough analytical approach, and Kristi’s comfort and experience with technological and visual effects complement the division of labor and production of work.
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