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Abstract

Background: Many health care organizations are interested in instituting a palliative care clinic. However, there
are insufficient published data regarding existing practices to inform the development of new programs.
Objective: Our objective was to obtain in-depth information about palliative care clinics.
Methods: We conducted a cross-sectional survey of 20 outpatient palliative care practices in diverse care settings.
The survey included both closed- and open-ended questions regarding practice size, utilization of services,
staffing, referrals, services offered, funding, impetus for starting, and challenges.
Results: Twenty of 21 (95%) practices responded. Practices self-identified as: hospital-based (n = 7), within an
oncology division/cancer center (n = 5), part of an integrated health system (n = 6), and hospice-based (n = 2). The
majority of referred patients had a cancer diagnosis. Additional common diagnoses included chronic obstructive
pulmonary disease, neurologic disorders, and congestive heart failure. All practices ranked ‘‘pain management’’
and ‘‘determining goals of care’’ as the most common reasons for referrals. Twelve practices staffed fewer than
5 half-days of clinic per week, with 7 operating only one half-day per week. Practices were staffed by a mixture
of physicians, advanced practice nurses or nurse practitioners, nurses, or social workers. Eighteen practices
expected their practice to grow within the next year. Eleven practices noted a staffing shortage and 8 had a wait
time of a week or more for a new patient appointment. Only 12 practices provide 24/7 coverage. Billing and
institutional support were the most common funding sources. Most practices described starting because inpa-
tient palliative providers perceived poor quality outpatient care in the outpatient setting. The most common
challenges included: funding for staffing (11) and being overwhelmed with referrals (8).
Conclusions: Once established, outpatient palliative care practices anticipate rapid growth. In this context,
outpatient practices must plan for increased staffing and develop a sustainable financial model.

Introduction

Clinic-based palliative care for patients with ad-
vanced illness holds tremendous promise.1,2 Studies

have demonstrated that outpatient palliative care clinics can
lead to improvements in quality of life, reduction in health
services utilization, and potentially improved survival.3,4

Evidence suggests that palliative care clinic programs are in-
creasing in number.5

Unfortunately, there is little published information on the
development and management of palliative care clinics.3,5–7

Clinicians and administrators seeking to start and grow pal-
liative care clinics lack basic information regarding the opti-
mal staffing structure, funding sources, types of patients seen,
and the potential challenges and barriers.8 Often, those seek-
ing to start a new practice or grow an existing one must rely
on one-on-one communication with other practices to un-
derstand operational aspects of program development.
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Although palliative care remains a small field and individual
communication remains feasible, published data from estab-
lished programs would be a significant contribution to the
field. Thus, we sought to obtain information on the practice of
outpatient palliative care from a broad range of practices.

We previously conducted a focused survey of 11 outpatient
palliative care practices associated with a cancer center.7 We
sought to build on our previous study by administering a
more detailed survey to a diverse sample of outpatient palli-
ative care practices. The specific goals of this project were:

� To understand the impetus for starting palliative care
clinics.

� To obtain information on the staffing, finances, and
scope of services provided by palliative care clinics.

� To gather information about the barriers to clinic de-
velopment, sustainability, and growth.

Methods

We designed a cross-sectional survey with the goal of ob-
taining detailed information from a small but diverse sample
of practices. Based on personal knowledge and participation
in professional conferences and refined through discussion
among three of the researchers (AKS, JNT, MWR), we de-
veloped a convenience sample of 21 leading practices from
diverse settings. We sought subjects that varied across a range
of characteristics: geography, size, patient characteristics,
health system affiliation, and years in practice. There were no
specific exclusion criteria. The person most familiar with the
clinical/operational aspects of the practice was identified via
professional contacts or based on information available on the
practice website. Potential participants were contacted via
e-mail or phone. Those who agreed to participate in the study
faxed informed consent to the study investigators. Non-
responders were sent two reminder e-mails. The data were
collected using an online survey instrument administered via
SurveyMonkey� (SurveyMonkey, Palo Alto, CA). Data were
collected over a 2-month period in 2011. The study design was
approved by the Committee on Human Subjects at the Uni-
versity of California, San Francisco.

Survey questions were generated from a review of the
outpatient palliative care literature and consultation with re-
searchers, clinicians, and leaders in the development of out-
patient palliative care. Quantitative questions included
information on: practice size and utilization, patient referrals,
funding and affiliation, staffing and services, and clinical and
administrative operations. Questions used a mixture of: direct
entry (e.g., ‘‘How many new patients were seen in your
practice in the last year?’’); ranking (e.g., ‘‘Rank the top three
services provided by your clinic.’’); and yes/no (e.g., ‘‘Do you
prescribe opioid medications directly to patients?’’). Qualita-
tive questions addressed information that might be captured
better with stories and words than numbers, including
questions about the impetus for starting the practice, how the
practice defines success, and the most challenging experi-
ences. A copy of the survey is available at https://www
.surveymonkey.com/s/TM9GVSX.

Quantitative results are presented descriptively. Open-
ended responses were coded by two reviewers (AKS and JNT)
and, following review of the coding by a third author (MWR),
grouped into the presented themes. Finally, we present in-

depth profiles of 4 practices operating in different health sys-
tem environments, one each from hospital-based, integrated
health system-based, oncology division or cancer center-
based, and hospice-based.

Results

Twenty of 21 (95%) practices responded; 2 chose to remain
anonymous, the remaining 18 are listed in Table 1. Char-
acteristics of the group are summarized below and in Table 2.
Four practices are profiled in depth in Tables 3A through 3D.

Impetus for starting

When asked to describe the impetus for starting a palliative
care clinic, the major theme identified was to address unmet
symptoms and psychosocial needs of patients with serious
illness, and to engage patients in goals-of-care discussions
that were not happening. Clinic practices were often started
by inpatient palliative care providers who realized that the
patients they cared for in the hospital setting were experi-
encing poor-quality care in the outpatient setting. The fol-
lowing quote from Dr. Elizabeth Paulk at the University of
Texas, Southwestern exemplifies this theme:

I was appalled [as a house officer] by the number of terminally
ill patients I was seeing come through the Emergency De-
partment.who had uncontrolled pain and were totally un-
informed about their diagnosis, prognosis, goals of care, and
options for management. We are based at a county hospital,
and my observation was that inpatients are generally (though
not always) pretty well cared for. However, there are very
significant problems once patients go home. There are com-
munication problems with their oncology providers, pain and
other symptoms are not well cared for, advance care planning
is not addressed, and there are not enough social workers in
the ambulatory setting to help care for the patients when they
are part of the general population of ambulatory patients. My
goal was to create a home for patients with limited life ex-
pectancy to get them feeling better, optimize the social situa-
tion, and help make sure they actually understood what was
going on with their disease.

Table 1. Included Outpatient Palliative

Care Clinics (n = 20a)

Dartmouth Hitchcock Medical Center, Lebanon, NH
Denver VA Medical Center, Denver, CO
Greater Baltimore Medical Center, Baltimore, MD
Hackensack University Medical Center, Hackensack, NJ
Hospice of Foothills, Grass Valley, CA

Harborview Medical Center, Seattle, WA
Hospice of the Bluegrass, Lexington, KY
Kaiser Permanente, Denver, CO
Kaiser Permanente, Fontana, CA
Massachusetts General Hospital, Boston, MA
Mt. Sinai Medical Center, New York, NY
San Francisco VA Medical Center, San Francisco, CA
University of Alabama, Birmingham, AL
University of Colorado Heart Center, Denver, CO
University of Rochester, Strong Memorial Hospital,

Rochester, NY
University of California, San Francisco, CA
University of Texas, Southwestern, Dallas, TX
West Los Angeles VA Medical Center, Los Angeles, CA

aTwo practices preferred to remain anonymous.
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Similarly, other providers talked about filling in the gap
between existing ambulatory care practices and inpatient
care. One anonymous provider stated that she observed pa-
tients ‘‘falling through the cracks’’ after hospital discharge.
None of the practices in our sample were created primarily at
the request of medical center administrators or leaders.

Affiliation

Although the practices often reported multiple affiliations,
for the purposes of the descriptive analysis we categorized
them into four groups based on their primary affiliation:
hospital-based (n = 7, 35%), integrated health system (n = 6,

Table 2. Amount of Full-Time Equivalent (FTE) per Staff Category at 20 Outpatient Clinics

Practice size and utilization Staff categoriesa

Practices
# of clinic
half-days

# of new patients
seen annually

Total
clinical FTE Physicians

APN/
NP

Social
worker RN

1 Hospice-based (nonacademic) 1 12b 0.75

2 Hospital-based (nonacademic) 1 22b 2.0

3 Integrated health system (academic) 1 36 0.5

4 Hospital-based (academic) 1 45 0.5

5 integrated health system (academic) 1 55 0.5

6 Within an oncology division/cancer
center (nonacademic)

1 128b 2.3 (0.1) (0.6) (0.6)

7 Integrated health system (academic) 1 350b 2.0

8 Hospital-based (academic) 2 40 0.25

9 Hospital-based (academic) 2 NA 3.0

10 Within an oncology division/cancer
center (academic)

3 170 5.0

11 Within an oncology division/cancer
center (academic)

3 350 4.25

12 Hospital-based (nonacademic) 3 NA 3.0

13 Hospital-based (academic) 5 250 1.25

14 Within an oncology division/cancer
center (academic)

5 300 0.75

15 Hospice-based (nonacademic) 6 90 2.0

16 Hospital-based (academic) 9 100 3.0

17 Integrated health system
(nonacademic)

10 90 4.5

18 Integrated health system (academic) 10 230 2.5

19 Within an oncology division/cancer
center (academic)

11 300 3.5

20 Integrated health system
(nonacademic)

12 250 3.0

a = 1.0 full-time equivalent (FTE); = 0.5 FTE; = £ 0.25 FTE.

bNumber of new patients seen was reported as same as number of all patients seen annually.
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Table 3A. Profile of a Hospital-Based Clinic

Name (contact) Harborview Medical Center, Seattle, WA (Dr. Darryl Owens)

Patient volume 400 patients per year, including 100 new

Patient characteristics 50% with cancer, most common noncancer diagnoses are end-stage renal disease, end-stage
liver disease, and dementia. Major reasons for referral are symptom management and
goals-of-care discussions. 50% of referrals are from inpatient palliative care consultation
services, 30% from oncologists, and 20% from nephrologists.

Practice characteristics 9 half-days of clinic/week with average of two exam rooms available per clinic session.
New patient visits are 60 minutes, follow-up visits 30 minutes. Wait time averages 10
days.

Staffing 4 part-time physicians (fellows), 2 near full-time advanced practice nurses or nurse
practitioners, 1 half-time social worker, 1 full-time nurse (RN)

Funding 50% billing, 40% institutional support, 10% foundation grant

Routinely collected data Appointment data (e.g., no-shows, cancellations), demographics, hospital admissions,
emergency department visits, hospice use, patient satisfaction, and date of death

Impetus for starting ‘‘To provide continuity of care and 24-hour access to palliative care providers. The Primary
Palliative Care Clinic was started to provide both primary and palliative care (with
providers specialized in both) to patients with a life-limiting illness and no primary care
provider. We are an inner city hospital where the wait list for establish primary care
providers is over 400 patients long. We were asked by the nephrologists to provide
primary care and pain management to their patients after I presented data from Woody
Moss’s presentation regarding end-stage kidney disease.’’

Innovation Strong public service mission: ‘‘We assume responsibility for management of patients
released from prison on compassionate release for terminal illness. Approximately 20% of
our patients are homeless. A majority have limited or no health insurance.’’

Definition of success ‘‘Avoidance of emergency department usage and readmission to the hospital.’’

Challenges faced Funding for staffing: ‘‘Our institution loves the concept and work of our clinic as long as
they don’t have to pay for much.’’

Table 3B. Profile of a Clinic Based in an Integrated Health System

Name (contact) Kaiser Permanente, Fontana, CA (Dr. Thomas Cuyegkeng)

Patient volume 300 patients per year, including 250 new

Patient characteristics 60% with cancer, most common noncancer diagnoses are heart failure, chronic obstructive
pulmonary disease, and chronic renal failure. Major reasons for referral are symptom
management, emotional support, and psychosocial support. 60% of referrals are from
oncologists, 30% from primary care providers, and 10% from inpatient palliative care
consultation services.

Practice characteristics 12 half-days of clinic/week with average of 1 exam room available per clinic session. New
patient visits are 60 minutes, follow-up visits 60 minutes. Wait time averages 5 days.

Staffing 3 part-time (approx 40% each) physicians, 1 half-time advanced practice nurse or nurse
practitioner, 1 half-time social worker, 1 half-time nurse (RN)

Funding 100% institutional support

Routinely collected data None

Impetus for starting This practice started 6 years ago. ‘‘The impetus for starting this practice is to provide
palliative services UPSTREAM for patients with life-threatening conditions who do not
otherwise qualify (or elect) hospice or home-based palliative care.’’

Innovation Strong integration with inpatient services: ‘‘The integration of hospital and clinic-based
palliative medicine permits us to be flexible in meeting the needs of patients and gives us
the ability to provide care in-between hospitalizations for patients pursuing active
treatments.’’

Definition of success ‘‘Being able to provide patients and their families the care they need and maintaining
balance in the busy workday for the team members.’’

Challenges faced Getting patients early enough in their illness, funding for staffing. ‘‘Our patients frequently
come to us late—making the ‘catch-up’ work needlessly harried. Patients could benefit
more from this service if referred early (e.g., at time of diagnosis) instead of when a crisis
of care occurs. Funding for adequate staff competes with the other specialties that are
high volume and high profile (compared to palliative medicine).’’
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30%), oncology division or cancer center (n = 5, 25%), or
hospice (n = 2, 10%). Seven of 11 (64%) practices located
within an integrated health system or oncology division had
been in existence for 5 or more years. In contrast, only 3 of
the other 9 practices had been in existence for 5 or more
years.

Clinic and patient characteristics

Five of the 20 (25%) practices used a clinical database to
provide information regarding the number and type of
patients seen annually, whereas the remaining 15 (75%)
provided their ‘‘best estimate.’’ Given our attempt to in-
clude practices of varying size, the total number of patients
cared for annually varied widely. Eleven of 20 (55%)
practices cared for less than 200 patients per year (range 12–

170). Seven of 20 (35%) cared for 200 or more patients per
year (range 230–350). Similarly, the number of half-days of
outpatient clinic per week varied widely, with 12 of 20
(60%) practices offering fewer than 5 half-days of clinic per
week and 8 of 20 (40%) offering 5 or more half-days of clinic
per week.

Staffing ratios also varied widely with a range of full-time
equivalents (FTEs) of 0.25 to 5.0. Although the number of
patients seen annually generally tracked with the number of
half-days of clinic offered, several outliers could be identi-
fied (Table 2). These differences could be attributable to
differences in staffing, or number of rooms available for
patients to be seen during a half-day of clinic. For example,
practice 5 and 7 in Table 2 are both located within an inte-
grated health system. Practice 5 reports seeing 55 new pa-
tients per year in one half-day of clinic per week, whereas

Table 3C. Profile of a Clinic Based in an Oncology Division

Name (contact) Massachusetts General Hospital, Boston, MA (Dr. Juliet Jacobsen)

Patient volume 498 patients per year, including 300 new

Patient characteristics 95% with cancer. Major reasons for referral are symptom management, psychosocial
support, and goals-of-care discussions. 60% of referrals are from oncologists, 20% from
inpatient palliative care consult services, and 20% from primary care providers.

Practice characteristics 11 half-days of clinic/week with average of 1 exam room available per clinic session. New
patient visits are 60 minutes, follow-up visits 30 minutes. Wait time averages 7 days.

Staffing 6 part-time (approx 15% each) physicians, 1 full-time advanced practice nurse or nurse
practitioner, 1 full-time nurse (RN)

Funding 50% institutional support and 50% billing

Routinely collected data Appointment data (e.g., no-shows, cancellations)

Impetus for starting This practice started 7 years ago ‘‘To better serve patients who have ongoing needs for
palliative care.’’

Innovation ‘‘Working with patients early in the course of illness. Working closely with referring
oncologists—high rates of collaboration/joint visits.’’

Definition of success ‘‘Patients who need to be seen are scheduled and seen promptly. Clinic schedules are full.
Appropriate coverage of clinic patients in terms of phone calls returned and scripts
filled.’’

Challenges faced Competing practice priorities.

Table 3D. Profile of a Hospice-Based Clinic

Name (contact) Hospice of the Bluegrass, Lexington, KY (Dr. Todd Cote)

Patient volume 180 patients per year, including 90 new

Patient characteristics 30% with cancer, most common noncancer diagnoses are heart failure, chronic obstructive
pulmonary disease, and dementia. Major reasons for referral are symptoms and goals-of-
care discussions. 50% of referrals are from inpatient palliative care consultation services,
20% from oncologists, and 20% from primary care providers.

Practice characteristics 6 half-days of clinic/week with average of 3 exam rooms available per clinic session. New
patient visits are 90 minutes, follow-up visits 30 minutes. Wait time averages 7 days.

Staffing 1 half-time physician, 1 full-time social worker, 1 full-time nurse (RN)

Funding 60% institutional support and 40% billing

Routinely collected data None

Impetus for starting This practice started 8 years ago to ‘‘Fill in community care ‘gaps’ and offer post hospital
support for patients who received a palliative care consult.’’

Innovation Offers telemedicine services for patients in rural Appalachia.

Definition of success High utilization of home health and hospice services.

Challenges faced Generating enough patient referrals, ‘‘Not becoming a chronic pain clinic.’’
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practice 7 in Table 2 reported seeing 350 new patients in one
half-day of clinic per week. Staffing differed between prac-
tices as well. Practice 5 has only one part-time physician and
one part-time social worker, whereas practice 7 has two part-
time physicians, two part-time social workers, and four part-
time nurses (Table 2).

Average visit times varied widely. The average time for a
new patient visit was 65 minutes (range of 40–120 minutes)
and average time for a follow-up visit was 37 minutes (range
20–90 minutes). The average number of visits per patient was 5,
but the range was wide (2–22). Eight of 20 practices reported
average wait times for a first appointment upon receipt of a
new referral of more than one week. Twelve of 20 practices
reported that they provide telephone or in-person coverage 24
hours a day, 7 days a week. Ten of the practices offered home
visits.

Cancer was by far the most common diagnosis of patients
referred to the palliative care clinic in our sample. In 14 of
20 practices, more than 50% of patients seen within the
previous year had a cancer diagnosis. Practices were asked
to rank their top three noncancer diagnoses: 12 ranked
chronic obstructive pulmonary disease in the top three, 8
ranked neurologic disorders, and 8 ranked congestive heart
failure. Ten practices cared for patients with chronic non-
cancer pain.

There was general alignment between the reasons patients
were referred to the clinic and the services outpatient pallia-
tive care clinicians said they provided. The following were
ranked in the top reasons for referral: pain and nonpain
symptom management (top three reason for 14 practices),
determining goals of care (11 practices), and psychological
issues (6 practices). The most common nonpain symptoms
were depression (4 practices) and dyspnea (3 practices). When
asked to rank the top services provided, the results were:
determining goals of care (top three for 18 practices), pain and
nonpain symptom management (17 practices), and social
support (10 practices). The discrepancies between the top
reason for referrals and top services provided may reflect that
patients are most commonly referred for symptom manage-
ment, but palliative care providers believe that they uncover
unmet needs around goals-of-care discussions and social
support.

Eighty percent of practices (n = 16) care for patients in a co-
management model with another health care provider, where
each clinician assumes primary responsibility for a separate
area of concern and both manage some concerns jointly (e.g.,
oncologist prescribes chemotherapy, palliative care clinician
prescribes analgesics, and both address goals of care). Two
practices report assuming primary responsibility for all pa-
tient care. Two practices only make recommendations to the
primary clinicians and do not write prescriptions.

Funding

Most clinics (n = 17, 85%) relied on a combination of
funding sources, including institutional support, billing
revenue, philanthropy, research funding, and private foun-
dation support. Institutional support and billing revenue
were the most common sources of funding. Nine clinics
(45%) reported that institutional support provided 50% or
more of their practice funding. Eight clinics (40%) reported
that billing revenue provided 50% or more of their practice

funding; 2 practices (10%) reported that billing revenue
provided 100% of funding.

Innovation

Not unexpectedly, when asked to describe the innovative
features of their programs, the responses were unique to each
practice and could not be grouped into distinct themes. For
example, the University of Colorado Heart Center outpatient
clinic run by Dr. David Bekelman cares for patients with heart
failure and chronic lung disease. Clinicians there note utili-
zation of standardized disease-specific measures of symp-
toms, physical function, and quality of life at each visit. A
program that preferred to remain anonymous noted that in
contrast to most models, its practice is almost entirely run by
advanced practice nurses. Dr. Barbara Drye of the San Fran-
cisco VA Medical Center noted that her practice is located in a
primary care clinic, as opposed to an oncology clinic, and uses
the Veterans Administration’s electronic medical record, fa-
cilitating ease of communication with referring and treating
providers.

Definition of success

Most practices reported that patient-centered outcomes
mattered most for defining the success for their practice.
These outcomes included patient satisfaction, improved
quality of life, and reduction in symptoms. Of note, 10 clinics
(50%) reported tracking symptoms in a database, and 5 clinics
(25%) tracked patient satisfaction (we did not ask if clinics
tracked quality of life). In contrast, when asked how success is
defined for the affiliated organization or institution, process
and health systems outcomes were described, including
maintaining a busy clinic schedule, decreasing emergency
department visits and hospitalizations, and timely hospice
enrollment. Thirteen clinics (65%) tracked appointment data
such as clinic volume and no-shows, 6 clinics (30%) tracked
hospitalizations, 5 clinics tracked emergency department
visits (25%), 8 (40%) tracked hospice use, and 8 (40%) tracked
location of death.

Major challenges

Interestingly, whereas 8 practices reported being over-
whelmed with referrals, 5 practices reported difficulty gen-
erating referrals. Eighteen clinics anticipated a growth in
patient volume over the next year, and 11 clinics stated they
were below staff capacity to meet anticipated needs. Similarly,
11 clinics reported that they lacked funding for staffing. As an
example, a practice director who preferred to remain anony-
mous stated:

Funding from the cancer center is from philanthropy. The
cancer center has not agreed to increase funding for staff. Our
wait time has been about 2 months for a new patient from our
inception. We know some referrals are not being made because
of the referring doctor’s understanding of our wait time. Our
current expansion with a nurse practitioner is coming from our
own practice revenue.

Dr. Timothy Quill from the University of Rochester’s Strong
Memorial Medical Center’s clinic described an initial lack of
consultations due to the perception that the clinic’s focus was
end-of-life care. He wrote that there was a, ‘‘delicate balance
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between generating new referrals and being too busy. We had
to establish clearly that we were not about end-of-life care.
Once this was established referring providers were very eager
to have our services. We now do a lot of symptom manage-
ment for the teams.’’

Discussion

Palliative Care clinics are increasing in number, but little
data from existing practices exist to help guide their devel-
opment and growth. Our results provide a glimpse into the
development and management of a diverse sample of out-
patient palliative practices. We sampled practices that varied
with respect to their geographic location, practice size, patient
population, and health system affiliation.

Our findings suggest that it is essential that developing
practices include both a plan for marketing and a strategy to
accommodate growth. Our data suggest that the volume seen
in clinic practices can increase very quickly. Almost all prac-
tices anticipated expanding within the next year and the
majority reported staffing shortages. Nearly half had wait
times of a week or more for an appointment, which is clearly
too long for a patient in need of urgent palliative care assis-
tance. A major challenge faced by many practices was the lack
of funding to hire additional staff.

Compared with inpatient palliative care, the business
case for a palliative care clinic is still a work in progress.
Billing revenue and institutional support were the most
common sources of funding; all but 3 practices required
more than one source of support. These findings suggest
that to survive and grow in the current financial environ-
ment, outpatient clinic practices must align with at least one
additional funding source such as the larger medical insti-
tution, obtain grant or philanthropic support, or demon-
strate reductions in global costs to the system. Developing a
plan that anticipates growth and matches service goals to
goals of the funding entity is essential to a scaleable and
sustainable program.

As our health system moves away from fee for service to-
ward models based on shared savings, accountable care or-
ganizations, and bundled payments, the business case for
palliative care clinics that save money for the system as a
whole may become more obvious. The question facing many
practices currently based in a strictly fee-for-service system is
how to plan for those days while surviving on a fee-for-service
income. Practice leaders in fee-for-service systems might
schedule a meeting with regional payers to seek support or
payment innovations for outpatient palliative care, as well as
health administrators planning the transition to an account-
able care organization model.

Our study raises additional questions. It was not designed
to examine outcomes that institutional stakeholders care
about, such as reductions in costs, emergency department
visits, hospitalizations/readmissions, and the efficiency of the
referring clinicians.9 For example, does referral of a patient
with cancer to a palliative care practice for symptom man-
agement and goals-of-care discussions allow the referring
oncologist to be more efficient? Our results suggest wide
variation in the volume of patients seen per clinical FTE, but
we could not account for the wide variety of factors that might
explain these differences, such as interpretation of the term
‘‘full-time equivalent,’’ severity and complexity of illness,

staffing models, skill sets of clinical providers, or number of
rooms available.

Our study had limitations; the sample size was small,
precluding statistical comparisons, and it was not nationally
representative. Unfortunately, at this time there is no estab-
lished registry of outpatient palliative care practices that
would allow for creation of such a national sample. We relied
on self-report, and a minority of our respondents used a da-
tabase when estimating patient volume. Furthermore, we
have little information about the optimal efficiency or pro-
ductivity of palliative care practices.5 Nonetheless, as in other
fields where productivity is measured and benchmarked,
outpatient palliative care practices should consider leading
the way in establishing these markers, before administrative
and institutional forces take on these tasks.

Palliative care clinics are increasing in number and size in
multiple health care settings. Outpatient practices must meet
the challenges of creating funding models that are not only
sustainable, but also allow for growth of patient volume and
staff. These practices are caring for patients with a variety of
illnesses and utilizing an assortment of staffing models with
wide variation across practices. The Center to Advance Pal-
liative Care is currently developing resource material for
those seeking to start or grow an outpatient palliative care
practice (Improving PALliative Care, or IPAL).10 In conjunc-
tion with these technical assistance materials, we hope these
data provide guidance to those starting a new palliative care
clinic or seeking to expand an existing one.
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