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Quality Measures Framed
For Palliative Medicine 

B Y  B R U C E  K . D I X O N

Chicago Bureau

The National Quality Forum has
published a comprehensive qual-
ity measurement and reporting

system for the new subspecialty of hos-
pice and palliative medicine.

“A National Framework and Preferred
Practices for Palliative and Hospice Care
Quality” crosses all health care settings
and establishes minimum preferred
practices. 

Published in December by the Na-
tional Quality Forum (NQF), the frame-
work is intended to be the first step in a
process through which
rigorous, quantifiable in-
ternal and external quali-
ty indicators are devel-
oped. The document is
based on an extensive set
of clinical practice guide-
lines published in 2004 by
the National Consensus
Project (NCP) for Quality
Palliative Care.

The NQF is a private,
not-for-profit member-
ship organization created
to develop and implement
a national strategy for
health care quality measurement and re-
porting. NQF was assisted in this project
by the Robert Wood Johnson Founda-
tion.

The NCP is a consortium of the Amer-
ican Academy of Hospice and Palliative
Medicine, the Center to Advance Pallia-
tive Care, the Hospice and Palliative
Nurses Association, and the National
Hospice and Palliative Care Organiza-
tion.

“Together, these two documents de-
fine the state of the art in palliative care
practices,” according to the NQF report.
Of particular importance, palliative care
services are indicated across the entire
trajectory of a patient’s illness; their pro-
vision should not be restricted to the
end-of-life phase.

The field of palliative care “is escalat-
ing dramatically in response to an aging
population and an overburdened health
system. People are eager for direction in
terms of palliative care,” said NCP chair
Betty R. Ferrell, Ph.D., of the City of
Hope National Medical Center in
Duarte, Calif. 

More than 2,000 U.S. hospitals have
palliative care programs of some kind,
but the interdisciplinary care outlined in
the NCP guidelines remains confined
mostly to large, metropolitan hospitals,
Dr. Ferrell said in an interview.

“What we have to do now is catch up
the practice. A family practice doctor
may say he takes care of dying patients,
but now we have to make sure that that
doctor knows what to do, that he’s com-
petent in pain management, knows how
to break bad news, and holds family con-
ferences in the ICU. The culture has
changed, but there’s still an enormous

amount of work to be done to translate
this change in attitude into action,” she
said.

According to the NCP, palliative care
should be integrated into all health care
for debilitating and life-threatening ill-
nesses. The NCP framework for quality
assessment emphasizes these goals:
� Address pain and symptom control,
psychosocial distress, spiritual issues, and
practical needs with patient and family
throughout the continuum of care. 
� Offer patients and families the infor-
mation they need in an ongoing and un-
derstandable manner, so they may grasp
their condition and treatment options.

Elicit their values and
goals over time; regularly
reassess the benefits and
burdens of treatment; and
remain sensitive to
changes in the patient’s
condition during decision-
making process about the
care plan.
� Ensure genuine coordi-
nation of care across set-
tings with regular, high-
quality communication,
particularly at times of
transition or changing
needs. Use case manage-

ment techniques to provide effective con-
tinuity of care.
� Prepare both the patient and family for
the dying process and for death, when it
is anticipated. Explore hospice options;
allow opportunities for personal growth;
and offer bereavement support for the
family.

“These quality indicators will advance
palliative care in all disciplines to improve
the quality of life of people facing life-
threatening and chronic, debilitating dis-
eases,” said Judy Lenz, R.N., chief exec-
utive officer of the Hospice and Palliative
Nurses Association.

The NQF preferred practices will help
to lay the foundation for all hospice and
palliative care services as well as to max-
imize the quality of care in a cost-effec-
tive manner, said Dr. Ronald S. Schon-
wetter, executive vice president and chief
medical officer of LifePath Hospice and
Palliative Care in Tampa.

Medicare reimbursement for hospice
and palliative care will likely be influ-
enced by pay-for-performance quality
measures at some point, Dr. Schonwet-
ter said in an interview.

A technical report to identify appro-
priate evidence-based quality indicators
for the specialty is being worked on by
researchers at the University of North
Carolina, at Chapel Hill, who will turn
over the findings to the Centers for
Medicare and Medicaid Services in the
next year. 

“The NQF and the development of
preferred practices are crucial steps in
that process,” explained the internist,
who is the immediate past president of
the American Academy of Hospice and
Palliative Medicine. ■

Hospice and Palliative Field’s
Certification Grows in Scope

B Y  B R U C E  K . D I X O N

Chicago Bureau

S A LT L A K E C I T Y —  The new sub-
specialty of hospice and palliative medi-
cine will be open to osteopathic as well
as allopathic physicians, following a de-
cision by the American Osteopathic As-
sociation’s Bureau of Osteopathic Spe-
cialists to approve certification in the
discipline.

The Feb. 16 action complements a de-
cision by the American Board of Medical
Specialties last September to move for-
ward with plans to allow allopathic
physicians to become certified in the
new subspecialty. 

ABMS-recognized certification will be
offered to physicians in 10 specialties: ob-
stetrics and gynecology, family medi-
cine, internal medicine, anesthesiology,
emergency medicine, pediatrics, physical
medicine and rehabilitation, psychiatry
and neurology, radiology, and surgery.

Osteopathic certification in the new
field will be offered to osteopathic physi-
cians in four specialties: family medi-
cine, internal medicine, neurology and
psychiatry, and physical medicine and
rehabilitation.

Sponsorship of a subspecialty by such
a large number of specialty boards is un-
precedented, according to Dale E. Lupu,
Ph.D., chief executive officer of the
American Board of Hospice and Pallia-
tive Medicine (ABHPM), headquartered
in Silver Spring, Md. 

“Having 10 specialties working to-
gether is completely new,” she said at the
annual meeting of the American Acade-
my of Hospice and Palliative Medicine.

It took the ABHPM 10 years to per-
suade the ABMS to recognize hospice
and palliative medicine as a medical sub-
specialty, Dr. Lupu said. From 1996
through 2006, the ABHPM certified
more than 2,800 physicians in hospice
and palliative medicine, she added.

The effort to achieve ABMS-recog-

nized subspecialty status also involves ac-
creditation of graduate medical educa-
tion by the Accreditation Council of
Graduate Medical Education (ACGME).
“Successful completion of an accredited
educational program usually is a pre-
requisite to admission to an ABMS board
examination,” Dr. Lupu noted.

Starting in 2008, a new certification
exam will be available, administered by
the cosponsoring ABMS member boards.

During a 5-year grandfather period
(2008-2012), physicians from the 10
ABMS specialties can sit for the board
exam in hospice and palliative medicine
without completing fellowship training,
said Dr. Ronald S. Schonwetter, execu-
tive vice president and chief medical of-
ficer of LifePath Hospice and Palliative
Care in Tampa.

During this period, applicants must
qualify for the exam by having cared for
at least 50 terminally ill patients and by
meeting other criteria. (Eligibility re-
quirements can be viewed at www.abh-
pm.org, and other information is avail-
able at the American Academy of
Hospice and Palliative Medicine Web
site, www.aahpm.org.)

After the initial 5-year period, “it will
be necessary for [applicants] to take a
year-long fellowship training before they
can sit for the board and be certified in
hospice and palliative medicine,” Dr.
Schonwetter, a former chairman of the
ABHPM, said in an interview.

There’s much work to be done, he
added. “We need to expand our services
among hospitals, nursing homes, and as-
sisted-living facilities, and to educate and
understand the needs of physicians from
the multiple disciplines” who wish to be-
come palliative care specialists.

“Approval of hospice and palliative
medicine by 10 ABMS specialties shows
the desire for this type of care by our col-
leagues, who see on a first-hand basis
what hospice and palliative medicine can
do for their patients,” he said. 

‘The culture has
changed, but
there’s still an
enormous 
amount of work 
to be done 
to translate 
this change 
in attitude 
into action.’
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Number of Freestanding Medicare-Certified
Hospices Rapidly Increasing

Notes: Based on data from the Centers for Medicare and Medicaid Services.  The number of Medicare-certified 
hospices in skilled nursing facilities ranged from 10 to 22 during this period, falling to 13 in 2005.
Source: Hospice Association of America
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