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http://onlinelibrary.wiley.com/store/10.1111/jgs.13876/asset/jgs13876.pdf;jsessionid=BC1C1663E4EDAC7931F22FA5D13A53D6.f01t03?v=1&t=j9abjh9v&s=b358b062f84eb30874124269df611315f3819562
http://onlinelibrary.wiley.com/store/10.1111/jgs.13876/asset/jgs13876.pdf;jsessionid=BC1C1663E4EDAC7931F22FA5D13A53D6.f01t03?v=1&t=j9abjh9v&s=b358b062f84eb30874124269df611315f3819562
http://www.dhcs.ca.gov/provgovpart/Pages/Palliative-Care-and-SB-1004.aspx
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California Advanced Illness Collaborative  

Consensus Standards for Community-Based Palliative Care  
 

I. Patient Identification (“Eligible Member”): 

Eligibility is based on general and disease-specific criteria. Patients should meet all general 

eligibility criteria and at least one of the disease-specific criteria. It is acknowledged that 

some patients who would likely benefit from palliative care may not meet all of the specified 

criteria. Additional patients who may benefit from palliative care services may be included 

in the palliative care program at the discretion of each individual health plan payer. 

NOTE:  Qualifying patients may continue disease-directed treatments concurrently with 

palliative care services.  

A. General Qualifications (must meet all):  

1. Patient in the late stage of illness with decline in health status and/or function. 

2. Patient is starting to use the hospital and/or emergency department to manage 

their advanced illness/late state disease.  

3. Patient and family are assessed for appropriateness for in-home/outpatient 

disease management, reside or will reside in a safe living environment, are willing 

to receive palliative care, and consent to treatment by a palliative care team. 

4. Patient not currently enrolled in hospice. 

5. Patient’s primary diagnosis for eligibility is NOT psychiatric or substance-abuse 

related in nature.  

 

B. Disease-Specific Clinical Criteria: 

1. Advanced Cancer:  

 Stage 3 or 4, locally advanced or metastatic cancer; leukemia or lymphoma  

AND one of the following: 

o Karnofsky Performance Scale (KPS) score ≤ 50 (KPS 50 = Capable of 

only limited self-care, confined to bed or chair > 50% of waking hours) 

or ECOG Grade of 3 or higher  

o Patient has already received two lines of standard chemotherapy  

o Patient not a candidate for or declines further disease-directed 

therapy 

 

Advanced Cancer 

Option 1:  Stage 3 or 4, locally 

advanced or metastatic 

cancer; leukemia or 

lymphoma  

                       AND 

KPS score ≤ 50 or ECOG Grade 

of 3 or higher  

Option 2:  Stage 3 or 4, locally 

advanced or metastatic 

cancer; leukemia or 

lymphoma  

                      AND 

Patient has already received 

two lines of standard 

chemotherapy 

Option 3:  Stage 3 or 4, locally 

advanced or metastatic 

cancer; leukemia or 

lymphoma  

                       AND 

Patient not a candidate for or 

declines further disease-

directed therapy 
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2. Congestive Heart Failure (CHF): 

 Any patient who has been hospitalized at least once with CHF as the primary 

diagnosis   

OR 

 Patient meets New York Heart Association (NYHA) Class III or IV criteria 

AND one of the following: 

o Ejection Fraction < 30 for systolic failure  

o Significant comorbidities, such as coronary artery disease, renal 

disease, diabetes, dementia, or poor biomarkers including rising BNP, 

pro-BNP, hsCRP, BUN/Creatinine (assessed when patient is in their best 

compensated state) 

 

Congestive heart failure: three eligibility options  

Option 1:  Any patient who 

has been hospitalized with 

CHF as the primary diagnosis   

Option 2:  NYHA Class III or IV 

                      AND 

Ejection Fraction < 30 for 

systolic failure  

Option 3:  NYHA Class III or IV 

                       AND 

Significant comorbidities, such 

as coronary artery disease, 

renal disease, diabetes, 

dementia, or poor biomarkers 

including rising BNP, pro-BNP, 

hsCRP, BUN/ Creatinine 

(patient is in their best 

compensated state) 

3. Chronic Obstructive Pulmonary Disease (COPD): 

 24-hour oxygen requirement at greater than or equal to 3 L/minute 

OR 

 Severe airflow obstruction: FEV1 < 35% predicted AND 24-hour oxygen 

requirement at less than 3L/minute  

 
 

COPD: two eligibility options  

Option 1:  24-hour oxygen requirement ≥ 3 

L/minute 

 

Option 2:  FEV1 < 35% predicted 

                                  AND 

24-hour oxygen requirement < 3L/minute 

4. End-Stage Liver Disease: 

 Irreversible Liver Damage  

AND BOTH of the following:  

o Albumin < 3.0 

o INR > 1.3 

PLUS one of the below: 

o Ascites 

o Subacute (Spontaneous) bacterial peritonitis 

o Hepatic encephalopathy 

o Hepatorenal syndrome 

o Recurrent esophageal bleeds  

OR 
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 Model for End Stage Liver Disease (MELD) score of greater than 19 

(MELD Score: https://optn.transplant.hrsa.gov/resources/allocation-

calculators/meld-calculator/) 

 

End-Stage Liver Disease: two eligibility options  

Option 1:  Irreversible liver damage with serum 

albumin < 3.0 and INR > 1.3 

   AND one of: 

 Ascites 

 Subacute bacterial peritonitis 

 Hepatic encephalopathy 

 Hepatorenal syndrome 

 Recurrent esophageal bleeds  

Option 2:  (MELD) score >19 

 

 

5. Other diagnoses, which either singly or in combination are indicative of 

progressive illness, with a <12 month life expectancy if the disease follows its 

natural course 

AND one of the following 

o Two or more ER visits within past 6 months 

o Two or more non-elective hospitalizations within past 6 months 

o Two or more non-elective hospital readmissions with past 30 days, 

AND one of the following: 

o Impaired Functional Performance based on the Palliative 

Performance Scale (PPS) ≤ 50% 

o Current admission prompted by: 

 Uncontrolled symptoms related to underlying disease 

e.g. pain, shortness of breath, vomiting AND/OR 

 Insufficient home, social or family support 

II. Essential Services  

Community-based palliative care programs are expected to offer the following minimum set 

of services:  

A. Assessment  

1. A comprehensive palliative care assessment, to include physical, psychological, 

social, and spiritual needs, and functional status. This must include ongoing 

assessment of need for community-based palliative care services. 

2. Development of an individualized care plan to identify problems and document a 

plan of care to address symptom management, goals of care, care coordination 

and to provide an extra layer of support. 

3. Assessment of caregiver needs, making appropriate referrals to community-based 

services such as support groups, caregiver respite, and grief/bereavement services. 

https://optn.transplant.hrsa.gov/resources/allocation-calculators/meld-calculator/
https://optn.transplant.hrsa.gov/resources/allocation-calculators/meld-calculator/


CAIC: Consensus Standards for Community-Based Palliative Care 

 

 
October 2017 

B. Clinical Services 

1. In-person or telehealth/telemedicine visits or telephonic contacts by an 

interdisciplinary team. Services shall be adjusted to meet patient needs for care. 

2. Medication management and reconciliation. 

3. Availability of symptom management services 24 hours/day, 7 days a week.  

4. Advance Care Planning discussions and appropriate documentation, including 

identification of surrogate decision maker and completion of POLST forms, where 

appropriate and desired. 

5. Caregiver education on aspects of in-home care.   

C. Care Coordination and Communication 

1. Collaboration with patient, family and other treating medical providers.    

2. Care coordination to assist eligible member in navigating of the medical system, 

including navigating transitions across settings and benefits, in collaboration with 

health plan partner. 

3. Coordination with health plan partner to support palliative care patient access to 

appropriate services as necessary and appropriate for eligible member, in a timely 

manner.  

4. Education on hospice services. 

III. Palliative Care Providers:  

Community-based palliative care is delivered by an interdisciplinary team appropriately 

trained and prepared, the members of which have demonstrated competency in palliative 

care. The interdisciplinary team should, at minimum, consist of the following disciplines:  

1. Physician (medical doctor, doctor of osteopathy), board certified in a related field 

(e.g. palliative care, internal medicine, family practice, geriatric or pediatric 

medicine, etc.) The physician role may include direct clinical care or be limited to 

program oversight.   

2. Registered nurse 

3. Social worker 

4. Spiritual care professional 

Programs may also include additional clinical and non-clinical staff, such as: 

1. Pharmacists 

2. Advanced practice clinicians (physician assistant, advanced practice nurses such as 

those defined by the CA Board of Registered Nursing, e.g.: nurse practitioner or 

clinical nurse specialist) 

3. Home health aides 

4. Community health workers 

5. Care coordinators 

6. Volunteers – faith-based or community-based  
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IV. Disenrollment Criteria:  

Patients are no longer eligible for community-based palliative care services under the 

following conditions: 

1. Hospice enrollment 

2. Death 

3. Change in insurance eligibility 

4. Improvement of condition or functional status extended outside eligibility criteria 

5. Client living conditions are found to be unsafe for staff contact, and no alternative 

can be found 

6. Patient moves out of palliative care provider's service area  

7. Patient choses to disenroll 

V. Payment Models:  

Enrolled palliative care members will continue to be eligible for existing services as 

appropriate under their health plan. Community-based palliative care has demonstrated 

cost-effectiveness, often by shifting site of care to home and ambulatory settings, as 

opposed to inpatient care. It is recommended that outpatient palliative care payment 

models emphasize value-based reimbursement.   

 

These value-based payments should consider the following value based payment principles: 

 

1. A process by which payers and providers align the needs and acuity of the patient 

and the services covered. 

2. Per enrolled member-per month case rate to cover all community-based palliative 

care services and providers included in the care team, possibly tiered. 

3. Payment incentives for quality and utilization management. 
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Measurement & Reporting:  

Community-based palliative care programs shall have the ability to measure and report the 

following suggested process and outcome measures as evidence of services and quality of 

care provided:  

A. Process Measures 

1. Number of patients enrolled in palliative care 

2. Duration of patient enrollment  

3. Proportion of palliative care patients who transition to hospice 

4. Documentation of advance care planning conversation, including Advance 

Healthcare Directive or POLST, where appropriate. Should documentation not be 

completed due to patient choice or readiness, the following must be completed: 

a) Documentation of a surrogate decision maker or absence of surrogate decision 

maker AND notification to the individual that they have been selected as the 

surrogate decision maker 

b) Documentation of conversations or attempts to discuss advance care planning 

B. Outcome Measures (if available)  

 

1. Patient satisfaction and family satisfaction 

2. Inpatient utilization and ED utilization rates  

3. Hospice length of service 

4. Total days at home in the last 6 months of life (excludes inpatient days in an acute 

care facility, an inpatient rehabilitation facility, a skilled nursing facility, or an inpatient 

hospice unit) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


