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SUMMARY

In 2022, The Maine Hospice Council contracted with Hospice Analytics, Inc., to complete a phone survey
of all Maine hospitals, hospices, and community providers regarding the provision of palliative care in
2021. This survey was a modified version of a similar study conducted by the Maine Hospice Council and
Hospice Analytics in 2016. In 2022, Hospice Analytics contacted 38 hospitals, 23 hospices, and 9
community-based providers across the state of Maine. Of these providers, 15/38 hospitals (39%), 4/23
hospices (17%), and 2/9 community-based providers (22%) had PC programs in 2021. In 2021, a total of
70 Maine providers were contacted. Of these 70 Maine providers, 21 palliative care providers were
identified and completed surveys, compared to a total of 17 palliative care providers identified in the
2016 study.

KEY FINDINGS

Hospital-Based Palliative Care Programs
1. All 38 hospitals across the state of Maine were contacted in 2022. Of these, 15 (39%) had
palliative care (PC) programs. Of the 15 hospital-based PC programs, 10 met the Maine
Hospice Council’s definition of PC and five (5) were considered “modified” PC programs
(meaning they met some, but not all, of the PC definition). This compares to 10/34 (29%)
hospitals having PC programs in 2016. For the remainder of Maine hospitals: 22 hospitals
reported no PC programs and one (1) hospital declined to participate in the survey.
2. In 2022, the 15 Maine hospitals having PC programs tracked PC consultations and patients
differently.
a. Eight (8/15, 53%) hospitals tracked consultations / encounters= 18,982 (mean=
2,373; range= 460-6,912).
b. Four (4/15, 27%) hospitals tracked unduplicated patients / initial encounters= 3,851
(mean- 963; range= 96-1,732).
c. Two (2/15, 13%) hospitals tracked both consultations and unduplicated patients.
d. Four (4/15, 27%) hospitals did not track consultations nor unduplicated patients.
e. One (1/15, 6%) hospital contracted with a hospice for PC — this hospital’s PC
numbers are reported under the contracted hospice’s totals.
By comparison, in 2016 the total number of patients in Maine receiving hospital-based PC
services was 4,554 (mean= 455; range= 20-1,483).
3. Of the 15 hospital-based PC programs, nine (9/15, 60%; 2016= 80%) billed for PC services.
4. Of the 15 hospital-based PC programs, 11 (11/15, 73%; 2016= 100%) utilized at least one
physician and 8 (8/15, 53%; 2016= 70%) utilized at least one Nurse Practitioner.
5. Of the 15 hospital-based PC programs, 10 (10/15, 66%; 2016= 100%) utilized Social Workers.

Hospice-Based Palliative Care Programs

6. All 23 hospices across the state of Maine were contacted in 2022. Of these, four (4/23, 17%)
have PC programs. Of the four (4) hospice-based PC programs, three (3/4, 75%) met the
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10.

Maine Hospice Council’s definition of PC and one (1/4, 25%) was considered a “modified” PC
program (meaning they met some, but not all, of the PC definition). This compares to 7/26
(26%) hospices reporting PC programs in 2016. The decreased number of hospices with PC
programs was primarily due to mergers and acquisitions. For the remainder of Maine
hospices: 15 hospices reported no PC programs, three (3) were unable to be reached after
multiple contacts, and one (1) hospice declined to participate in the survey.
In 2022, the four (4) Maine hospices having PC programs tracked PC consultations and
patients differently.

a. Two (2/4, 50%) hospices tracked visits / encounters= 3,833 (mean=1,916; range=

1,637-2,196).

b. One (1/4, 25%) hospice tracked unduplicated patients / initial encounters= 20.

c. No (0/4, 0%) hospices tracked both consultations and unduplicated patients.

d. One (1/4, 25%) hospice did not track consultations nor unduplicated patients.
By comparison, in 2016 the total number of patients in Maine receiving hospice-based PC
services was 410 (mean= 58; range= 0-150).
Of the four (4) hospice-based PC programs, three (3/4, 75%; 2016= 57%) billed for PC
services.
Of the four (4) hospice-based PC programs, three (3/4, 75%; 2016= 71%) utilized at least one
physician and two (2/4, 50%; 2016= 42%) utilized at least one Nurse Practitioner.
Of the four (4) hospice-based PC programs, two (2/4, 50%; 2016= 100%) utilized Social
Workers.

Community-Based Palliative Care Programs

1.

Nine (9) community-based providers potentially providing PC in Maine were contacted in
2022. Of these, two (2/9, 22%) had PC programs. Of the two (2) programs, one (1/2, 50%)
met the Maine Hospice Council’s definition of PC and one (1/2, 50%) was considered a
“modified” PC program (meaning they met some, but not all, of the PC definition). In 2016,
four community-based providers representing multiple agencies were contacted, however
none were found to meet the definition for a PC program. For the remainder of Maine
community-based providers: five (5) reported no PC programs and two (2) declined to
participate in the survey.

In 2022, of the two (2) Maine community-based providers having PC programs, only one
(1/2, 50%) tracked PC consultations and patients. This provider reported serving 65
unduplicated patients for 130 visits.

Of the two (2) community-based PC programs, one (1/2, 50%) billed for PC services.

Of the two (2) community-based PC programs, 1 (1/2, 50%) utilized at least one physician
and 1 (1/2, 50%) utilized at least one Nurse Practitioner.

Of the two (2) community-based PC programs, one (1/2, 50%) utilized Social Workers.

Page | 2



Table 1: Key Comparisons of Hospital and Hospice-Based Palliative Care Programs in Maine

KEY COMPARISONS HOSPITAL-BASED HOSPICE-BASED COMMUNITY-BASED Total
2016 2022 2016 2022 2016 2022 2016 2022

Number of palliative care 10/34 (29%) 15/38 (39%) 7/26 (26%) 4/23 (17%) 0 2 17 21
programs
Number of palliative care 4,554 3,851 410 20 NA 65 4,964 3,936
patients served 10 providers 4 providers 7 providers 1 provider 1 provider | 17 providers 6 providers
Number of palliative care NA 18,982 NA 3,833 NA 130 NA 22,945
consults / visits 8 providers 2 providers 1 provider 11 providers
Number of programs billing 8/10 (80%) 9/15 (60%) 4/7 (57%) 3/4 (75%) NA 1/2 (50%) 12 13
for palliative care
Number of programs utilizing | 10/10 (100%) 11/15 (73%) 5/7 (71%) 3/4 (75%) NA 1/2 (50%) 15 15
at least 1 physician
Number of programs utilizing 7/10 (70%) 8/15 (53%) 3/7 (42%) 2/4 (50%) NA 1/2 (50%) 10 11
at least 1 Nurse Practitioner
Number of programs utilizing | 10/10 (100%) 10/15 (66%) 7/7 (100%) 2/4 (50%) NA 1/2 (50%) 17 13
at least 1 Social Worker

* Notes: In 2016, PC programs either met the full definition or not (i.e., “modified” was not an option) and only the number PC patients was asked (i.e., the of
number of consults / visits receiving PC services was not asked).
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BACKGROUND

In 2021, the Maine Hospice Council received a grant from the Maine Health Access Foundation to
continue study of PC across the state. This replicates and updates a similar project conducted in 2016
(using calendar year 2015 data) to collect baseline data about PC in the state of Maine. Data from the
2016 study was used to identify gaps, create a workplan, and initiate policy recommendations to the
legislature regarding provision of PC services throughout the state. The 2021 study examines changes in
the provision of PC across the state of Maine since 2016. The Maine Hospice Council contracted with
Hospice Analytics, Inc., a Colorado-based research and consulting company, to design and administer
phone surveys about PC with all the hospitals and hospices in Maine for both the 2016 and 2022 studies.

METHODS
From April through June of 2022, Cathy Wagner, RN MSN MBA, a Researcher with Hospice Analytics,
contacted all Maine hospitals, hospices, and community-based PC providers to conduct an extensive PC
phone survey (Appendix 1). All responses were collected via live telephone conversation. A few
respondents preferred completing the survey via email, with brief follow-up discussion. Several
respondents provided estimates, noting they did not have the data available to look at or the data was
not collected in their organization. The Maine Hospice Council provided the following definition of PC
which was used for this project.
Palliative Care means interdisciplinary, evidence-based, person-centered, family-focused medical
care that optimizes quality of life by anticipating, preventing and treating suffering caused by a
serious illness. This extra layer of support includes, but is not limited to, addressing physical,
emotional, cultural, intellectual, and spiritual needs; facilitating and empowering individual
autonomy and choice of care; honoring an individual’s wishes; providing access to information;
discussing the individual’s goals of treatment and treatment options, including, when
appropriate, Hospice Care; and managing pain and symptoms comprehensively. This care is
provided and supported across the entire age spectrum.

The 2016 study only reported on PC programs meeting the full PC definition used for the study. The
2022 study also reports “modified” PC programs, acknowledging programs that provide some PC
services, although not the full spectrum of services included in the definition.

RESULTS

In 2022, Hospice Analytics contacted 38 hospitals, 23 hospices, and 9 community-based providers across
the state of Maine to complete a PC phone survey. Of these providers, 15/38 hospitals (39%), 4/23
hospices (17%), and 2/9 community-based providers (22%) had PC programs in 2021. In 2021, a total of
70 Maine providers were contacted. Of these 70 Maine providers, 21 palliative care providers were
identified and completed surveys, compared to a total of 17 palliative care providers identified in the
2016 study.

For those reporting having a PC program, telephone surveys took approximately 30 minutes to
complete. For those reporting no PC program, telephone surveys took approximately 10 minutes to
complete. The most challenging aspect of this project was identifying and setting an appointment with
the correct person to complete the survey, which often involved multiple phone calls and taking longer
than survey administration.
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HOSPITAL-BASED PALLIATIVE CARE PROGRAMS

Hospital-based Palliative Care Programs

Thirty-eight (38) hospitals across the state of Maine were contacted to participate in the survey,
including one Veterans Administration Hospital. One (1) of these hospitals declined to participate in the
survey. Based on phone surveys, 10 (10/38; 26%) had PC programs meeting the PC definition used for
this study and five (5/38; 13%) had “modified” PC programs — totaling 15 Hospital-Based PC Programs

(15/38; 39%).

Table 2: Hospital-based Palliative Care Programs

Metric 2016 2022
Number of hospitals surveyed 34 38
Number (%) of hospitals providing palliative care services
Meeting full PC definition 10 (29%) 10 (26%)
Meeting partial PC definition (“modified”) NA 5(13%)
Total 10 (29%) 15 (39%)
* Note: In 2016, PC programs either met the full definition or
not — “modified” was not an option.
Number of patients receiving palliative care services:
PC Programs 10 4
Sum 4,554 3,851
Mean 455 963
Range 20-1,483 96-1,732
Number of palliative care consultations / encounters:
PC Programs NA 11
Sum NA 18,982
Mean NA 2,373
Range NA 460-6,912

Two hospitals (2/15; 13%) tracked numbers of both unduplicated patients and consultations /
encounters. Tracking numbers of both unduplicated patients and consultations / encounters is

recommended as a best practice for all PC programs.

One hospital (1/15, 7%) reported serving pediatric palliative care patients.
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Table 3: Hospital-based Palliative Care Team Composition

Dedicated, Non-dedicated, Volunteer and 2016 2022
Contractual Staff
Physician, Intern, Resident, and/or Fellow 10/10 (100%) 11/15 (73%)
Advanced Practice Nurse / Nurse Practitioner 7/10 (70%) 8/15 (53%)
Registered Nurse 3/10 (30%) 6/15 (40%)
Social Worker 10/10 (100%) 10/15 (66%)
Chaplain 9/10 (90%) 7/15 (47%)
Pharmacist 2/10 (20%) 2/15 (13%)
Psychologist 1/10 (10%) 1/15 (7%)
Volunteers (in a non-professional role) 0 0
Certified Nurse Assistant 1/10 (10%) 3/15 (20%)
Office Manager / Administrative Assistant 1/10 (10%) 2/15 (13%)
Dietician 1/10 (10%) 2/15 (13%)
Physician Assistant 1/10 (10%) 2/15 (13%)

Hospital-based Palliative Care Program Descriptions

Established: The first hospital-based PC program In Maine was established in 2001. The most
recent was established in 2022.

Certification — Staff: Seven (7/15, 47%; 2016= 70%) of hospital-based PC programs had at least
one physician certified in Hospice and Palliative Medicine. Six (6/15, 40%; 2016= 40%) programs
had at least one certified Nurse Practitioner and one (1/15, 7%; 2016= 20%) had at least one
Registered Nurse certified in Hospice and Palliative Care. Additionally, two (2/15, 13%; 2016=
10%) programs had certified Social Workers.

Certification — Program: None (0/15, 0%; 2016= 0%) of the hospital-based PC programs were
certified in palliative care by third party accreditation organizations (i.e., Joint Commission,
CHAP, ACHC, or DNV GL).

Operating hours: None (0/15, 0%; 2016= 40%) of the hospital-based PC programs offered PC
services 24/7/365.

Services: All PC teams reported providing predominantly symptom management and discussions
around goals of care. Other respondents added that their programs also provide: advance care
planning, POLST discussions, resource management, patient placement, community resources,
and PC fellowship programs.

Locations: The most common location for PC services among hospital-based programs was the
inpatient hospital setting (~75%), followed by outpatient clinics (~20%) and community-based
locations (~5%). One (1/15, 7%) hospital-based PC program reported providing home-based PC.
Race: Mostly consistent with Maine demographics, 10 (10/15, 67%) hospital-based PC programs
reported ~97% (3% minority) of PC staff were White serving ~94% (6% minority) White patients.
Telehealth: Ten (10/15, 67%) hospital-based PC programs reported a mean 14% of consults /
visits occurring via telehealth.

Integrative / Alternative Therapies: Two (2/15, 13%) of hospital-based PC programs included
occasional osteopathic manipulations by Dos and one (1/15, 7%) program noted inclusion of
reiki.

POLST: POLST (Physician Orders for Life Sustaining Treatment) wa being used in 9/15 (60%) of
the PC programs. Most of these programs indicated increased satisfaction with the POLST over
the past five years, although two programs noted no change in satisfaction, and one suggested
the POLST is best used outside of the hospital setting.
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Advance Directives: Eleven (11/15, 73%) hospital-based PC programs reported a mean 34% of
patients being admitted to their PC programs with a completed advance directive (e.g., Maine
Healthcare Directive, 5 Wishes, etc.).

Patient Outcomes: Nine (9/15, 60%) of the hospital-based PC programs reported a mean of 39%
of PC patients being discharged to hospice. Eight (8/15, 53%) of the hospital-based PC programs
reported a mean of 25% of PC patients dying on service. This was consistent with 10 (10/15,
67%) of hospital-based PC programs serving an average of 70% of patients in late stage of
illness.

Diagnoses: The most commonly treated illnesses encountered by the PC team were cancer,
dementia, cardiac and respiratory diseases. Less frequently encountered illnesses included
sepsis, liver diseases, and Parkinson’s Disease.

Symptoms: The most commonly treated symptoms included pain, shortness of breath, delirium,
nausea, and existential suffering.

COVID-19: Twelve (10/15, 67%) hospital-based PC programs discussed various impacts COVID-
19 had on their services. Some reported increased patient volume although decreased revenue,
while others reported decreased patient volume with increased revenue. Several mentioned
increased use of telehealth and increased completion of advance directives. Two (2/15, 13%)
programs reported COVID-19 having no impact on their services.

Referrals

Most respondents reported their main source of referrals for the PC program was hospitalists
and intensivists. Others referral sources included oncology, ER, cardiology, and varied nurses.
The 2016 study reported similar referral sources.

One (1/15, 7%; 2016= 50%) of program utilized automatic triggers which serve to initiate a
palliative care consult. Triggers included ECMO and LVAD. Two (2/15, 13%) programs had
automatic triggers to recommend a PC consult. Triggers recommending a PC consult included:
clinical frailty scores, terminal ventilator wean, and stage IV cancer diagnosis. Additionally, one
(1/15, 7%) noted they no longer used the “Surprise Question” (‘Would you be surprised if this
patient died within the next year?’) as an automatic trigger for PC consults because it prompted
too many inappropriate referrals.

Financial Aspects and Billing

Seven (7/15, 47%; 2016= 100%) hospital-based PC programs reported their administration
financially prioritized the PC program. Ten (10/15, 66%) respondents reported need for greater
financial support and staff to serve more patients.

Nine (9/15, 60%; 2016= 80%) of the hospitals billed for palliative services. All nine reported
billing Medicare as well as other payors (e.g., Medicaid, commercial payors, billing patients,
etc.). Respondents reported billing for PC services in a variety of ways: by physician, z codes,
time, symptom codes, and diagnosis codes.

Six (6/15, 40%; 2016= 50%) hospitals used 251.5 (ICD-10; ICD-9 used V66.7 for encounter for
palliative care) codes for tracking purposes in their PC programs.

When asked what percentage of program expenses were paid for by direct billing, responses
averaged 60% (range= 40% - 90%).

Three (3/15, 20%; 2016= 20%) of programs collect and track statistics about how their palliative
care program saved the hospital money or avoids costs. Cost savings / cost avoidance was
reported as: $2000 per day per PC patient; $2.3M savings in 2022; and $3.6M savings in 2020-
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2021. One program noted current cost savings are being calculated as part of a grant, although
results are not yet available.

Outcome Measures

Eight (8/15, 53%) hospital-based PC programs collected statistics and outcome measures. Those
measures included patient satisfaction, hospital readmission rates, completion of advance
directives, hospice referrals, length of stay, and timeliness of initial consult. In addition to these
measures, the 2016 survey participants also collected: symptom scores, length of stay pre-and-
post consult, costs, referral source, location of care, patient disposition, number of consults,
reason for referral, type of intervention, and satisfaction survey from hospitalists.
Hospital-based respondents were asked, “Where has your program had the greatest impact for
patients and families?” The most frequently stated impact regarded increased coordination of
care through clarifying goals of care conversations. Other comments included: better symptom
management, better planning and understanding of the death process, increased hospice
utilization, increased support by having a single point of contact, and lower hospital readmission
rates.

Hospital-based respondents were asked, “Where has your program had the greatest impact for
healthcare professionals?” The most frequently stated impacts were tied between providing
additional support for staff regarding symptom management and time savings within the system
because PC professionals take responsibility for difficult (and long) conversations with patients
and families (regarding goals of care). Other comments included: better communication and
decreased moral distress.

Hospital-based respondents were asked, “What are your greatest challenges?” The most
frequent responses were lack of finances and lack of staff. Two programs also mentioned a lack
of data supporting PC services.
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HOSPICE-BASED PALLIATIVE CARE PROGRAMS

Prevalence of Hospice-based Palliative Care Programs

Twenty-three (23) hospices across the state of Maine were contacted.

(4/23, 17%; 2016= 26%) reported having a palliative care program.

Table 5: Hospice-based Palliative Care Programs

Based on phone surveys, seven

Metric 2016 2022
Number of hospices surveyed 26 23
Number (%) of hospices providing palliative care services
Meeting full PC definition 7/26, 26% 3/23,13%
Meeting partial PC definition (“modified”) NA 1/23, 4%
Total 7/26, 26% 4/23,17%
* Note: In 2016, PC programs either met the full definition or
not — “modified” was not an option.
Number of patients receiving palliative care services:
PC Programs 7 1
Sum 410 20
Mean 58.5 20
Range 0-150 20
Number of palliative care consultations / encounters:
PC Programs NA 2
Sum NA 3,833
Mean NA 1,917
Range NA 1,637-2,196

No hospices (0/4; 0%) tracked numbers of both unduplicated patients and consultations / encounters.
Tracking numbers of both unduplicated patients and consultations / encounters is recommended as a

best practice for all PC programs.

Two hospices (2/4, 50%) reported serving pediatric palliative care patients.

Team Composition of Hospice-based Palliative Care Programs

The composition of teams varied among Hospice-based palliative care programs. Staffing ratios for
physician, advanced practice nurse, registered nurse, social worker, and chaplain were similar between

hospital- and hospice-based palliative care programs.

Table 6: Hospice-based Palliative Care Team Composition

Dedicated, Non-dedicated, Volunteer and 2016 2022
Contractual Staff
Physician 5/7,71% 4/4, 100%
Advanced Practice Nurse / Nurse Practitioner 3/7,42% 2/4, 50%
Registered Nurse 6/7, 85% 3/4, 75%
Social Worker 7/7, 100% 2/4, 50%
Chaplain 5/7, 71% 2/4, 50%
Pharmacist 0 0
Psychologist 0 0
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Volunteers (in a non-professional role) 3/7,42% 0
Certified Nurse Assistant 3/7,42% 0
Office Manager / Administrative Assistant 0 0
Dietician 0 0
Physician Assistant 0 0

Hospice-based Palliative Care Program Descriptions

Established: The first hospice-based PC program In Maine was established in 2010. The most
recent was established in 2020.

Certification — Staff: Four (4/4, 100%; 2016= 57%) of hospice-based PC programs had at least
one physician certified in Hospice and Palliative Medicine. Two (2/4, 50%; 2016= 14%) programs
had at least one certified Nurse Practitioner and two (2/4, 50%; 2016= 43%) had at least one
Registered Nurse certified in Hospice and Palliative Care. No (0/4, 0%; 2016= 0%) programs had
certified Social Workers. One (1/4, 25%; 2016= 14%) hospice had an Administrator Certified in
Hospice and Palliative Care. The discipline is of that administrator was unknown.

Certification — Program: None (0/4, 0%) of the hospice-based PC programs were certified in
palliative care by third party accreditation organizations (i.e., Joint Commission, CHAP, ACHC, or
DNV GL). This information was not asked in the 2016 survey.

Operating hours: None (0/4, 0%; 2016= 71%) of the hospice-based PC programs offered PC
services 24/7/365.

Services: All PC teams reported providing predominantly symptom management and discussions
around goals of care. Other respondents added their programs also provide community
education, counseling, and resource navigation.

Locations: The most common location for PC services among hospice-based programs was the
community. In fact, three (3/4, 75%) hospice-based PC providers reported 100% of PC services
were provided in the community. One provider (1/4, 25%) reported 53% of PC services were
provided in the hospital and 45% in the community.

Race: Mostly consistent with Maine demographics, four (4/4, 100%) hospice-based PC programs
reported ~90% (10% minority) of PC staff were White serving ~90% (10% minority) White
patients.

Telehealth: Two (2/4, 50%) hospice-based PC programs reported a mean 17% of consults / visits
occurring via telehealth.

Integrative / Alternative Therapies: One (1/4, 25%) of hospice-based PC programs included
massage therapy and acupuncture.

POLST: POLST (Physician Orders for Life Sustaining Treatment) was being used in 4/4 (100%) of
the hospice-based PC programs. All hospice-based PC programs indicated increased satisfaction
with the POLST over the past five years.

Advance Directives: Two (2/4, 50%) hospice-based PC programs reported a mean 60% of
patients being admitted to their PC programs with a completed advance directive (e.g., Maine
Healthcare Directive, 5 Wishes, etc.).

Patient Outcomes: Four (4/4, 100%) of the hospice-based PC programs reported a mean 70% of
PC patients being discharged to hospice. Two (2/4, 50%) of the hospice-based PC programs
reported a mean 13% of PC patients dying on service. This is consistent with 4 (4/4, 100%) of
hospice-based PC programs serving an average of 50% of patients in late stage of illness.
Diagnoses: The most commonly treated illnesses encountered by the PC team were cancer,
dementia, cardiac and respiratory diseases.
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Symptoms: The most commonly treated symptoms treated included pain, shortness of breath,
fatigue, and existential suffering.

COVID-19: All four (4/4, 100%) hospice-based PC programs discussed various impacts COVID-19
had on their services. One provider reported increased patient volume although decreased
revenue, while another reported increased patient volume with increased revenue. One
provider mentioned increased use of telehealth. One (1/4, 25%) program reported COVID-19
having no impact on their services.

Referrals

One hundred percent (4/4, 100%) of the hospices reported that the majority of their palliative
care referrals come from primary care providers. Other referral sources included discharge-
planners, oncologists, home health care personnel, and skilled nursing facility personnel.

Financial Aspects and Billing

All four hospice-based PC programs (4/4, 100%) reported their PC teams had strong
administrative support for their program. However, three (3/4, 75%) of providers reported
needing additional financial support.

Three (3/4, 75%) hospice-based PC providers billed for palliative services. Payors billed include
Medicare, Medicaid, commercial payors, private bill to patient, etc.

Three (3/4, 75%) hospice-based PC providers used Z51.5 (ICD-10 encounter for palliative care)
codes for tracking purposes in their PC programs.

When asked what percentage of program expenses were paid for by direct billing, responses
averaged 20% (range= 10% - 30%).

Outcome Measures

All four (4/4, 100%) of hospice-based PC programs collected statistics and outcome measures.
Those measures included hospice referrals, patient and family satisfaction, referral sources,
hospital readmissions, and completion of goals of care conversations and advance directives.
Hospice-based respondents were asked, “Where has your program had the greatest impact for
patients and families?” Responses included patient improved quality of life, care coordination,
satisfaction with care, and reduced unnecessary hospitalizations.

Hospice-based respondents were asked, “Where has your program had the greatest impact for
healthcare professionals?” The most frequently stated impact regarded increased job
satisfaction. Additional responses included improved symptom management, care coordination,
and reduced unnecessary hospitalizations.

Hospice-based respondents were asked, “What are your greatest challenges?” The most
frequent responses were lack of finances and lack of staff. Additional responses included the
need to increase education about PC in the lay and professional communities, electronic
medical record difficulties, and data retrieval challenges.
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COMMUNITY-BASED PALLIATIVE CARE PROGRAMS

Prevalence of Community-based Palliative Care Programs

Nine (9) community-based providers potentially providing palliative care were contacted. Based on
phone surveys, two (2/9, 22%; 2016= 0%) reported having a palliative care program. This is the first-time
community-based palliative care providers have been identified in Maine.

Table 7: Community-based Palliative Care Programs

Metric 2016 2022
Number of community-based providers surveyed 4 9
Number (%) of community-based providers providing
palliative care services
Meeting full PC definition 0 1/9, 11%
Meeting partial PC definition (“modified”) 0 1/9, 11%
Total 0 2/9, 22%
* Note: In 2016, PC programs either met the full definition or
not — “modified” was not an option.
Number of patients receiving palliative care services:
PC Programs NA 1
Sum NA 65
Mean NA 65
Range NA 65
Number of palliative care consultations / encounters:
PC Programs NA 1
Sum NA 130
Mean NA 130
Range NA 130

One community-based PC provider (1/2; 50%) tracked numbers of both unduplicated patients and
consultations / encounters. Tracking numbers of both unduplicated patients and consultations /

encounters is recommended as a best practice for all PC programs.

Neither community-based PC provider (0/2, 0%) reported serving pediatric palliative care patients.
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Team Composition of Community-based Palliative Care Programs

The composition of teams varied among Community-based palliative care programs.

Table 8: Community-based Palliative Care Team Composition

Dedicated, Non-dedicated, Volunteer and 2016 2022
Contractual Staff
Physician 0 2/2,100%
Advanced Practice Nurse / Nurse Practitioner 0 1/2, 50%
Registered Nurse 0 0
Social Worker 0 1/2, 50%
Chaplain 0 0
Pharmacist 0 0
Psychologist 0 0
Volunteers (in a non-professional role) 0 0
Certified Nurse Assistant 0 0
Office Manager / Administrative Assistant 0 0
Dietician 0 0
Physician Assistant 0 0

Community-based Palliative Care Program Descriptions

Established: The first community-based PC program In Maine was established in 2020. The most
recent was established in 2020.

Certification — Staff: Two (2/2, 100%) of community-based PC programs had at least one
physician certified in Hospice and Palliative Medicine. One (1/2, 50%) programs had certified
Social Workers. No (0/2, 0%) programs had certified Nurse Practitioners or Registered Nurses
certified in Hospice and Palliative Care.

Certification — Program: None (0/2, 0%) of the community-based PC programs were certified in
palliative care by third party accreditation organizations (i.e., Joint Commission, CHAP, ACHC, or
DNV GL).

Operating hours: None (0/2, 0%) of the community-based PC programs offered PC services
24/7/365.

Services: In addition to symptom management and discussions around goals of care,
community-based PC programs also provided Death with Dignity (medical aid in dying),
community education, support groups, and an immunization clinic.

Locations: One (1/2, 50%) community-based PC provider reported 95% of services provided in a
physician outpatient clinic and 5% in the home. The other community-based provider reported
the opposite — 85% of services provided in the home, 10% in the hospital, and 5% in an
outpatient clinic.

Race: Mostly consistent with Maine demographics, both (2/2, 100%) community-based PC
programs reported 100% of PC staff were White serving 100% White patients.

Telehealth: One (1/2, 50%) community-based PC program reported 33% of consults / visits
occurring via telehealth, the other reported 1%.

Integrative / Alternative Therapies: Neither (0/2, 0%) of the community-based PC programs
included integrative / alternative therapies, although one provider mentioned patients could be
referred to Integrative Specialists.
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POLST: POLST (Physician Orders for Life Sustaining Treatment) was being used in 2/2 (100%) of
the community-based PC programs. Both community-based PC programs indicated increased
satisfaction with the POLST over the past five years.

Advance Directives: Two (2/2, 100%) community-based PC programs reported a mean 40% of
patients being admitted to their PC programs with a completed advance directive (e.g., Maine
Healthcare Directive, 5 Wishes, etc.).

Patient Outcomes: Two (2/2, 100%) of the community-based PC programs reported a mean 70%
of PC patients being discharged to hospice. They reported a mean 5% of PC patients dying on
service. This is consistent with both serving an average 50% of patients in late stage of illness.
Diagnoses: The most commonly treated illnesses encountered by the PC team were dementia,
cancer, respiratory diseases, and Parkinson’s Disease.

Symptoms: The most commonly treated symptoms treated included anxiety, shortness of
breath, anorexia, and depression.

COVID-19: Both (2/2, 100%) community-based PC programs reported the primary impact of
COVID-19 was to increase demand for their services.

Referrals

Both (2/2, 100%) of the community-based PC programs reported that the majority of their
palliative care referrals come from primary care providers.

Financial Aspects and Billing

Both (2/2, 100%) community-based PC programs reported their PC teams had strong
administrative support for their program. However, both (2/2, 100%) providers also reported
needing additional financial support and staff.

Both (2/2, 100%) community-based PC programs billed for palliative services. Payors billed
include Medicare, Medicaid, commercial payors, private bill to patient, etc.

One (1/2, 50%) community-based PC provider used Z51.5 (ICD-10 encounter for palliative care)
codes for tracking purposes in their PC programs, and both used ICD-10 symptom codes for
billing.

When asked what percentage of program expenses were paid for by direct billing, neither
community-based PC program reported this inform