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Development of the California Advanced lliness Collaborative (CAIC) Standards has been funded, in part, by the
2016 Practice Change Leaders (PCL) program made possible by the generous support of the Atlantic
Philanthropies, a limited life foundation, and the John A. Hartford Foundation. The PCL program is under the
direction of Eric A. Coleman, MD, MPH. To learn more about the program, please visit www.changeleaders.org.

The Standards will be tested in a multi-payer/multi-provider pilot starting in January 2018. The pilot will be
funded by the California Health Care Foundation (CHCF), which works to ensure that people have access to the
care they, when they need it, at a price they can afford. Visit www.chcf.org to learn more.
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INTRODUCTION

Palliative care is patient- and family-centered care that prioritizes quality of life by anticipating, preventing
and treating the symptoms and stress associated with serious illness. Generally, palliative care is provided
by an interdisciplinary team of physicians, nurses, social workers, chaplains and other specialists that works
together to address the physical, intellectual, emotional, social and spiritual needs of patients and families.
Palliative care can be provided alongside curative treatment, regardless of patient age, diagnosis or stage
of serious illness. Community-based, or in-home palliative care (CBPC) has been shown to improve patient
quality of life, reduce symptom burden, and increase patient and family satisfaction while reducing the cost
of medical care towards the end of life.'?

Why the Standards were developed

In 2016 the Coalition for Compassionate Care of California (CCCC) and Blue Shield of California
convened individuals with expertise in palliative care, payment and policy advocacy, and health services
research to form the “California Advanced lliness Collaborative” (CAIC). The mission of the CAIC is to
improve the quality of care delivered to Californians with advanced illness, with an initial strategy of
increasing access to palliative care.

CAIC members, including individuals affiliated with provider organizations and health plans that were early
adopters of CBPC, noted that the absence of standards for delivering CBPC created difficulties for both
payers and providers, and ultimately impeded the development, sustainability and spread of CBPC
services. Members noted that CBPC providers with multiple health plan partners are often faced with
implementing contracts that differed radically in terms of scope, staffing, eligibility requirements, and more.
Further, in the absence of an agreed upon model for delivering CBPC, payers found themselves needing to
negotiate each contract from scratch, repeatedly revisiting foundational issues that are standardized for
established clinical services such as home health and hospice. To address these challenges, the CAIC
developed a set of standards that are intended to facilitate development of contracts for delivering CBPC
services. These standards build off of prior work in California led by the California Health Care Foundation
(CHCF).#

What the Standards are based on

The CAIC Standards are based on the current understanding of best practices for CBPC, as put forth by
multiple national organizations. Most notably, the National Consensus Project’s Clinical Practice Guidelines
3 edition (with the 4™ edition in process and due out in 2018),° along with the Center to Advance
Palliative Care (CAPC),¢ Coalition to Transform Advanced Care (CTAC)’, American Association of Hospice
and Palliative Medicine (AAHPM), and others. The National Academy of Medicine (formerly the Institute of
Medicine)® provided not only groundwork for best practices for palliative care, but specifically in nursing.®
Additionally, the work of both the American Geriatric Society (AGS)'® and SCAN Foundation inspired the
work toward person-centered and person-driven care that underlies palliative care. The CAIC goal was to
operationalize some aspects of existing policy documents and guidelines that address best practices in
CBPC, elements that are often included in service delivery contracts. The Standards also reflect the real-
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world experiences of the CAIC advisory group, and have been reviewed and commented on by other
interested individuals and organizations.

Expected use

The Standards put forth a MINIMUM set of services that are to be delivered to a precisely defined patient
population. The goal of the Standards is to identify a floor, based on best practices, which should be
acceptable to any payer or provider. The minimum set of services are generally aligned with the terms of
SB 1004, the California law that as of January 2018 will require Medi-Cal Managed Care health plans to
ensure beneficiary access to palliative care.!" In practice, it is expected that contracts for delivering CBPC
may include a broader set of services, a wider team of providers and additional patient populations.
Similarly, the CAIC expects the listed MINIMUM metrics will be supplemented with other indicators that are
of interest to payers, providers, or other stakeholders.

While some specified services can certainly be delivered in a clinic/office or acute care facility, in general
the Standards are intended to be used when developing contracts for delivery of home-based palliative

care, with the expectation that some provider-patient contacts could be delivered via phone of video-visits.

The Standards focus on the ‘what’ aspects of CBPC —target population, minimum required team members,
minimum services, and so on. The Standards do not address the processes to be used to deliver the
specified services to the specified population. We expect that ‘how’ details such as staffing ratios,
frequency of contacts, distribution of phone and in-person visits, and similar service delivery specifics will
vary (appropriately) across providers, payers, and regions. We believe that accepted, operational
Standards as proposed in this document for the ‘what’ will reduce the time, energy, and frustration
consumed by the current CBPC contracting process and will facilitate the wider dissemination of high-
quality CBPC.

Development team and process

The CAIC was initiated and co-chaired by Dr. Marcus Thygeson, MD, former Chief Health Officer of Blue
Shield of California and Judy Thomas, JD, Chief Executive Officer of the Coalition for Compassionate Care
of California (CCCC). Together, they convened healthcare researchers, providers and health plan
representatives as a CAIC Planning Group, which developed the Standards.

The Standards were publicly released in March 2017 at the Coalition for Compassionate Care 9" Annual
Summit as a panel discussion by Judy Thomas, JD, Dr. Marcus Thygeson, Dr. James Mittelberger, (Director
and Chief Medical Officer, Center for Palliative and Supportive Care, OPTUM) and Jill Mendlen, RN
(Founder and CEO, LightBridge Hospice& Palliative Care and LightBridge Medical Associates).

The Standards were published on the CCCC website on March 21, 2017, with public comment and
feedback requested. This document incorporates and addresses the feedback we received.

Beginning January 2018, the Standards are being tested in a multi-payer/multi-provider pilot, funded by
the California Health Care Foundation. Visit the CCCC website for further information about this pilot
(www.coalitioncce.org).
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. Patient

Eligibility isbased on general and disease

eligibility criteria and

palliative care may not meet all

l denti fMemabhémod) ( OEI i gi bl e

-specific criteria. Patients should meet
at least one of the disease -specific criteria.
some patients who would likely benefit from

all general
It is acknowledged that
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
their advanced iliness/

3. Patient and family are assessed for appropriateness for in

late state disease .

and/or emergency department to

manage

-home/outpatient

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

to receive pall

Patient not currently enrolled in hospice

5. Pati ent ds
related in nature

pri mary

B. Disease-Specific Clinical Criteria:

1. Advanced Cancer:

di agnosi s f

iative care, and consent to treatment by a palliative care team

or el taguseb i

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

AND one of the following:
o Karnofsky Performance Scale (KPS) score 050 (KPS50 = Capable of

only limited self -care, confined to bed or chair

or ECOG Grade of 3 or higher
o Patient has already received two lines of standard chemotherapy

o Patient
therapy

Advanced Cancer

not a candidate

> 50% of waking hours)

for or declines further disease -directed

ity

Option 1 : Stage 3 or 4, locally
advanced or metastatic
cancer; leukemia or
lymphoma

AND
KPS s c5DoreECAG 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):
1 Anypatientwho has been hospitalized atleast once with CHF as the primary
diagnosis
OR
1 Patient meets New York Heart Association (NYHA) Class Il 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 ri  sing BNP,
pro-BNP, hsCRP, BUN/Creatinine (assessed when patient is in their best
compensated state )

Cong estive heart failure: three eligibility options

Option 1 : Any patient who Option 2 : NYHA Class Il or IV Option 3 : NYHA Class Il or IV

has been hos_pitalize_d with ' AND AND

CHF as the primary diagnosis Ejection Fraction < 30 for Significant comorbidities, such
systolic failure 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):
1 24-hour oxygen requirement at  greater than or equal to 3 L/minute
OR
1 Severe airflow obstruction : FEV1 < 359% predicted AND 24-hour oxygen
requirement at lessthan 3L/minute

COPD: two eligibility options

Option1 : 24-hour oxygen r e3qui |Option2 : FEV1 < 3% predicted
L/minute AND

24-hour oxygen requirement <  3L/minute

4. End-Stage Liver Disease:
1 lrreversible Liver Damage
AND BOTH of the following:
0 Albumin< 3.0
o INR>13
PLUSone of the below
Ascites
Subacute (Spontaneous) bacterial peritonitis
Hepatic encephalopathy
Hepatorenal syndrome
Recurrent esophageal bleeds
OR

O O O O O
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