
 

 

Centers for Medicare and Medicaid Services (CMS) 
Via APC@cms.hhs.gov 
 
March 16, 2015 
 
Re: Request for Information on Advanced Primary Care Model Concepts  

 

To Whom It May Concern:  

The National Coalition for Hospice and Palliative Care (Coalition) appreciates the opportunity to 
submit comments in regard to the recently released Request for Information on Advanced 
Primary Care Model Concepts. We welcome the opportunity to provide input on the initiatives 
to test innovations in advanced primary care (APC).   The Coalition is composed of the leading 
national hospice and palliative care organizations dedicated to advancing care of patients and 
families living with serious and life-limiting conditions.  The organizations that form the 
Coalition represent more than 5,000 physicians, 11,000 nurses, 5,000 professional chaplains, 
several thousand social workers, 1,600 palliative care programs, and over 5,800 hospice 
programs and related personnel, caring for millions of patients, including Medicare 
beneficiaries, with serious illness.  Our combined membership represents the interdisciplinary 
hospice and palliative care team which is patient and family-centered.  
 
Palliative care is focused on providing relief from the symptoms and stress of serious illness, 
and improving quality of life for both the patient and the family. It is appropriate at any age and 
at any stage in a serious illness and can be provided along with curative treatment. Many of the 
core components of palliative care are congruent with the goals of the APC initiative (e.g., 
improving care coordination and better serving patients with complex needs). As such, we urge 
you to consider the following points as you develop guidelines for the next round of APC 
demonstrations. 

Primary care providers should be trained in generalist–level palliative care principles and 
practices. These include communication skills with patients and families; competent pain and 
symptom management; and the ability to coordinate and ensure quality of care across the 
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continuum. Training should include skills needed to initiate and lead goal setting and advance 
care planning discussions. When advance care planning and goal-determination discussions are 
routinely integrated into primary care, the care provided is matched to what matters most to 
patients and families (that is, “patient-centered”) and enables continuing  conversations when 
there are changes in the patient’s health. Despite the obvious importance of expert 
communication skills for providers caring for complex and seriously ill patient populations, 
these skills are not taught in medical or nursing schools, and most clinicians therefore avoid 
challenging discussions about what to expect in the future and what the care options are. As a 
result of this avoidance, patients are not informed of what the future will likely hold, and 
clinicians continue to offer treatments and diagnostics of low or no value. CMS should require 
evidence of successful completion of communication skills training as a condition of Advanced 
Primary Care participation. We can provide information on several high quality online and face-
to-face clinician communication training options. 

Primary care providers must also be able to recognize and safely and effectively manage pain 
and other symptom distress among their patients. More than 40% of Medicare beneficiaries 
report disabling pain during their last months and years, much of which is due to arthritis. 
Clinicians have had little or no training in pain and symptom management during their medical 
and nursing educations. CMS should require documentation from the Advanced Primary Care 
practices showing that providers have successfully completed appropriate training in these 
skills. We can provide information on a range of existing high quality online training resources. 

The severity-adjusted, non-visit based care management fee must be sufficient to cover the 
cost of both the training described above and all the coordination services provided behind the 
scenes. In order to effectively manage the care of patients with complex illness, there is a large 
amount of work that must be done in addition to direct face-to-face services. This includes 
reviewing the patients’ utilization data, coordinating with members of the interdisciplinary 
team, coordinating with community-based partners such as Area Agencies on Aging, Meals-on-
Wheels, and transportation resources, and speaking with the patient and/or family caregivers 
outside of the office (for instance, calling the patient to work through a medication issue). As 
these services are not typically billable under the fee-for-service model, CMS should consider all 
these activities when calculating the care management payment for providers.  

The required documentation of functional and cognitive status measures could help primary 
care providers proactively identify high risk and complex patients.  Among the costliest 5% of 
U.S. patients (IOM Report 2014 “Dying in America”, Appendix E) only 11% are in their last year 
of life, and most have persistent high spending year after year. Factors most predictive of 
persistent high risk and high utilization (beyond prior utilization and one or more serious 
medical illnesses, data available through claims) include functional dependency, cognitive 
impairment, frailty, exhausted stressed family caregivers, behavioral health risks, and social 
factors including poverty, housing, food insecurity, lack of transportation, and literacy 
challenges (data not available through claims). Routine assessment of these factors as a 



condition of participation and billing in the APC model will strengthen the early identification 
and intervention supports for these patients. There are multiple validated short instruments 
available for quick office assessment of function, cognition, caregiver, and social support needs. 
The Coalition would be pleased to offer this additional information about these instruments if 
requested. To standardize, allow comparisons, and assure quality and consistency of screening, 
APC practices should utilize common approaches to screening for these risk predictors. 

Finally, APC practices must develop the capacity to assess prognosis in order to assure timely 
and appropriate referral for hospice services. Hospice care has been found in multiple studies 
to reduce total Medicare spending, improve patient and family quality of life and quality of 
care, avert hospitalization and ICU stays, and, in several subgroups, prolong life. In part because 
of the lack of communication skills already noted, the median length of stay in hospice in the 
U.S. is only 19 days, with over 30% of beneficiaries in hospice for under a week. Routine 
prognosis assessment and assurance of skilled communication about what to expect in the 
future and the benefits of hospice supports, would markedly improve the value of the APC 
model (see eprognosis.org).  

We thank you for consideration of these suggestions.  Please do not hesitate to contact us, if 
we can provide any further assistance or information. If you have any questions or if you would 
like to discuss this in more details with experts from our Coalition, please contact Amy Melnick, 
MPA, Executive Director, National Coalition for Hospice and Palliative Care, 
amym@nationalcoalitionhpc.org or 202.306.3590. 

Sincerely, 

 

       
Christine Ritchie, MD MSPH FACP FAAHPM Patricia F. Appelhans JD 
President     Chief Executive Officer  
American Academy of Hospice and     Association of Professional Chaplains 
Palliative Medicine 
 

       
Diane E. Meier, MD    Rev Eric J. Hall, MDiv, MA 
Director     President and Chief Executive Officer 
Center to Advance Palliative Care  HealthCare Chaplaincy Network 
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Joy Buck, PhD, RN    J Donald Schumacher, PsyD    
President     President and CEO     
Hospice and Palliative Nurses Association National Hospice and Palliative Care                

Organization 
 

 

    

R. Sean Morrison, MD   Grace Christ, DSW, PhD 
Director   Board Chair 
National Palliative Care Research Center Social Work Hospice and Palliative Care Network 
 


