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Serious	Illness	Journey,	2011-2018	
•  Strategic	Quality	Plan:	Unparalleled	Pallia&ve	Care	
•  Commit	to	enhance	Pallia&ve	Care	Specialty	Services	

–  Achieve	JC	Advanced	Cer&fica&on	for	Pallia&ve	Care	
–  Honored	by	American	Hospital	Associa&on’s	Circle	of	Life	Award	

•  Implement	required	JC	metrics	for	Advanced	Cer&fica&on	for	Pallia&ve	Care	
•  Partner	with	Anthem	to	develop	Pallia&ve	Care	QHIP	Bonus	Program		
•  Ini&ate	Pallia&ve	Care	screening	for	high	risk	conges&ve	heart	failure	pa&ents	

–  Data	demonstrates	reduced	readmissions	in	high	risk	CHF	pa&ents	with	pallia&ve	care	
consulta&on	

•  Create	Policy	For	Determining	Medically	Unnecessary	Care	Not	Required		
•  Par&cipate	in	NCQA	Serious	Illness	project	
•  Develop(ing)	EHR	process	to	iden&fy	high	risk	pa&ents	and	sa&sfy	unmet	pallia&ve	

care	needs		



Advance	Care	Planning	Journey,	2012-2018	
•  Recognize	Advance	Care	Planning	(ACP)	documenta&on	issues		
•  Ini&ate	ACP	system	wide	Electronic	Health	Record	change	(EPIC)		
•  Par&cipate	in	Richmond	Academy	of	Medicine’s	Honoring	Choices®	

Virginia	
•  Integrate	ACP	educa&on	into	provider	compliance	training	
•  Educate	providers	on	Medicare	ACP	Billing	Codes	
•  Create	ACP	physician	quality	metric	
•  Implement	Physician	Orders	for	Scope	of	Treatment	(POST)	in	Virginia	
•  Par&cipate	in	CMS	Conges&ve	Heart	Failure	bundle	with	new	Advance	

Care	Planning	metric	



Ini&ate	ACP	system	wide	Electronic	Health	
Record	change	(EPIC)		

3	Key	Components	
•  DECISION	MAKER	

–  Single	discrete	field	for	
medical	decision	maker	

•  DOCUMENTS	
–  Reorganiza&on	of	

Document	Types	with	
“ACP-”	

•  	CONVERSATIONS	
–  Crea&on	of	ACP	Note		



	
Par&cipate	in	Richmond	Academy	of	Medicine’s	

Honoring	Choices®	Virginia	
	•  Modeled	aeer	Respec&ng	

Choices®	
•  Partnership	with	regional	

health	systems	
•  Focus:	Primary	Care	
•  Key:	Health	System	ACP	

Coordinator			



Educate	Providers	on		
Medicare	ACP	Billing	Codes	

•  CMS	releases	ACP	Billing	
Codes	January	2016	

•  EHR	“short	cuts”	created	to	
meet	requirements	for	ACP	
billing	

•  “Short	cuts”	integrated	into	
Medicare	Wellness	visits	



Create	ACP	Physician	Quality	Metric	
•  Goal:	Normalize	ACP	

conversa&ons	
•  NQF	standard	0326:		

–  Percentage	of	pa&ents	aged	65	years	
and	older	who	have	an	advance	care	
plan	or	surrogate	decision	maker	
documented	in	the	medical	record	or	
documenta&on	in	the	medical	record	
that	an	advance	care	plan	was	
discussed	but	the	pa&ent	did	not	wish	
or	was	not	able	to	name	a	surrogate	
decision	maker	or	provide	an	advance	
care	plan		



Phase	of	assessing	ACP	Quality	
•  Chart	review	to	assess	
outcomes	
–  Decision	maker	
–  Documents	(Advance	
Direc&ve,	POST,	
Durable	DNR)	

–  Conversa&on	
(responses	of	
pa&ent/decision-
maker)	

ACP	Note	Correla&on	with	ACP	Scanned	
Documents	&	Decision	Maker	Informa&on	



Bringing	it	all	Together	for	Outcomes	
Key	
•  Integrated	ACP	efforts	are	the	building	blocks	for	

a	serious	illness	tool	to	address	unmet	pallia&ve	
care	needs	

	
The	Surprise	Ques.on	(pilot	in	specific	diagnoses)	
•  Would	you	be	surprised	if	this	pa&ent	died	in	a	

year?	
	
If	NO:	Address	Unmet	Pallia.ve	Care	Needs	

–  Advanced	Care	Planning	/	Decision	Maker	&	
Documents	

–  Goals	of	care	/	Treatment	Preferences	
–  Resuscita&on	Order	
–  Depression		
–  Pain	
–  Spiritual	Care	
–  Caregiver	Burden		


