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Goals for Today

What is the problem?

High cost and poor outcomes in US health care – low value

What is value-based health care?

How should we assess value in advanced illness?

What needs to be done among the major influencers:

Public – patients and their families

Practitioners and administrators

Policy makers
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High Needs Patients Account for the Majority of US 
Healthcare Spending
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From:  Dzau VJ, et al:  JAMA 2017;317:1461-1470 



End of Life Care Contributes to High Health Care 
Spending

13% of all health care spending goes to care for people in their last year of life

25% of Medicare spending goes to care for people in their last year of life

32% of CMS spending goes to individuals with chronic illnesses in last two 
years of life 

78% of CMS spending on cancer happens in last month of life

Cancer patients who have had end of life discussions cost 1/3 less to care for
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Solving the Health Care Problem
The fundamental goal of  health care is value for patients 

Value is created by managing a patient’s medical condition over the full 
cycle of care

In primary and preventative care value is created by serving segments 
of patients with similar primary and preventative needs

Value  =
Health outcomes that matter to patients

Costs of delivering these outcomes

Value = The set of outcomes that matter for the condition
The total costs of delivering these outcomes over the full care cycle



Creating Value-Based Health Care Delivery
A Mutually Reinforcing Strategic Agenda

Re-organize care around patient conditions, into 
integrated practice units (IPUs) or population segments

Measure outcomes and cost for every patient

Move to value-based reimbursement models and 
ultimately bundled payments for conditions and primary 
care segments

Integrate multi-site care delivery systems

Integrate care across geography to improve value

Build an enabling information technology platform



How Should We Assess Value in Advanced Illness?

What are the outcomes that matter to patients with advanced illness?

What are the costs to achieve those outcomes in patients with advanced 
illness?

Value  =
Health outcomes that matter to patients

Costs of delivering these outcomes



How Should Measure Outcomes in Advanced 
Illness?

ICHOM Measures for Elderly
Loneliness, mood

Time in hospital

Participation in decision making

Family care burden

Pain and suffering

Activities of daily living

Place of death



Place of Death

About 80% of Americans would prefer to die at home if possible but only if they 
are not a burden to the family

Currently only 20% die at home, 60% of die in hospitals  and 20% in nursing 
homes

Doctors die in hospitals and ICUs less frequently than lawyers and the general 
population 

A minority of dying patients use hospice care and even those patients are often 
referred to hospice only in the last 3-4 weeks of life

80% of patients with chronic diseases want to avoid hospitalization and ICU 
when dying



Death Before the Era of Modern Medicine
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Presentation Notes
Raphael's death�According to Vasari, Raphael's premature death on Good Friday (April 6, 1520), which was possibly his 37th birthday, was caused by a night of excessive sex with Luti, after which he fell into a fever and, not telling his doctors that this was its cause, was given the wrong cure, which killed him. Vasari also says that Raphael had also been born on a Good Friday, which in 1483 fell on March 28.Whatever the cause, in his acute illness, which lasted fifteen days, Raphael was composed enough to receive the last rites, and to put his affairs in order. He dictated his will, in which he left sufficient funds for his mistress's care, entrusted to his loyal servant Baviera, and left most of his studio contents to Giulio Romano and Penni. At his request, Raphael was buried in the Pantheon.His funeral was extremely grand, attended by large crowds. The inscription in his marble sarcophagus, an elegiac distich written by Pietro Bembo, reads:�"Ille hic est Raffael, timuit quo sospite vinci, rerum magna parens et moriente mori", meaning:"Here lies that famous Raphael by whom Nature feared to be conquered �while he lived, and when he was dying,�feared herself to die"



Beginning the Era of Modern Medicine
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Death in the Era of Modern Medicine

Hospitals as places to die evolved to places to be cured

Intensive care units in the 20th century transformed dying

Life support for failing lungs, circulation, and kidneys created new set of 
problems

Death transformed to removal of life support requiring complex education of 
family units unfamiliar with nearly everything including the doctors and nurses 
providing the care



Hope in the Era of Modern Medicine
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Death in the Era of Modern Medicine

Have we over medicalized death? Around 20% of all 
US deaths occur in or shortly after an ICU admission



The ICU in Modern Medicine

The commonest reason for ICU admission is respiratory failure

8 Percent of all US hospital beds are ICU beds

4 million annual admissions to US ICUs

Average ICU mortality is 10-20%

ICU patients occupy 5-10% of hospital beds but account for 20-35% of hospital 
charges



Death in the Era of Modern Medicine

FROM:  The Impact of Mortality on Total Costs Within the ICU. Critical Care Medicine. 45:1457, 2017.



Some Patient Examples

57 y.o. male with advanced lung cancer on chemotherapy develops heart failure 
and respiratory failure.  Needs life support for breathing. No advanced directive.

72 y.o. female with advanced colon cancer suffers stroke due to a brain 
hemorrhage.  Needs life support for breathing.  Advanced directive in chart.

32 y.o. male in fire with 95% burns.  Needs life support for breathing.  No 
advanced directive.  



Some Doctor Examples
When do you discuss death with cancer patients?
Oncologist A – for all patients with advanced cancer I point out that they will most likely die of 

their cancer but that we will keep you informed enough to make decisions about the goals of 

care as needed.

Oncologist B – Patients come here with hopes of being cured.  My job is to support their hope.  

I cannot imagine telling a cancer patient who is enjoying rock climbing that they are going to die 

of their disease. 

Oncologist C – I would love to have those conversations with my patients but I simply do not 

have enough time in my day to have those conversations and answer all the subsequent 

questions.  Besides, I do not get reimbursed for that. 



What needs to be done among the major influencers?
Public – Patients and their Families
Before:   Better public understanding of dying process

Discuss goals of care with family and close friends when all is well

Keep an updated advanced directive and anything about you that could 
help a team that does not know you

During: Ask for more information whenever something is not clear

Ask for help when needed

Rest, eat and sleep

Be honest in representing the patient – it is their wishes not yours

After: Share your experiences with those who provided care



The Problem with Advanced Directives

Movement began with the enactment of the Patient Self Determination Act of 
1990. Multiple successful campaigns.

Now while only 20-30% of all Americans have an advanced directive 72% of 
over 60s have one

Physicians are often unaware of the presence of an advanced directive or what 
it says.  Only 25% of physicians were aware their patient had one.

Documents become misplaced when needed

Patient’s instructions can be overridden

Since they are not medical orders they are actually vague and open to 
interpretation



What needs to be done among the major influencers?
Practitioners and Administrators
Organize care around the multidisciplinary needs of these patients

Earlier conversations about end of life values with the patient

Include family as widely as possible to understand goals of care

Engage palliative care and supportive care professionals early

Encourage the use of advance directives and medical power of attorney

Update both documents regularly especially when health status is changing

Assign staff responsibility for managing end of life issues for patients in the 
practice

Utilize Physician Orders for Life Sustaining Treatment (POLST Forms) 
whenever possible – initiatives now in 40 states



POLST Forms for Interventions
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What needs to be done among the major influencers?
Policy Makers

Strengthen the impact of advanced directives

Make interoperability a reality

Fund educational public awareness programs

Educate Medicare beneficiaries



What not to do?
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What not to do?
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Presenter
Presentation Notes
A doctor on a video conference explained to Ernest Quintana that he did not have long to live. Mr. Quintana’s family members criticized the use of telemedicine in that circumstance.Catherine Quintana’s father had been in and out of a hospital for weeks, and the family understood that his time was running out. Her 78-year-old father, Ernest Quintana, had lung disease and was struggling to breathe on his own. On March 3, he was admitted to a Kaiser Permanente hospital in Fremont, Calif., for the third time in 15 days, Ms. Quintana said. He had his wife of nearly six decades and other members of his family at his side.While they awaited the results of a CT scan, Ms. Quintana, 54, and her mother decided they would quickly go home to shower. Ms. Quintana’s daughter Annalisia Wilharm stayed at his bedside.Ms. Wilharm, 33, said a tall machine on wheels eventually rolled into the room. Attached was a screen streaming a live video of a doctor wearing a headset.“I just figured it was routine,” Ms. Wilharm said on Saturday. “I didn’t think he’d get his death sentence here.”The doctor on the screen said there was serious damage to Mr. Quintana’s lungs. “Unfortunately, there’s nothing we can treat very effectively,” he said, according to a video recording that Ms. Wilharm shot on her cellphone to later share details of the conversation with her family.The doctor suggested giving Mr. Quintana morphine, although that could make breathing even more difficult. When the question of hospice care came up, the doctor shared a grim outlook: “I don’t know if he’s going to get home.”Throughout the conversation, Mr. Quintana was having trouble hearing the doctor, Ms. Wilharm said. She said the machine was on the side of her father’s deaf ear, so she had to repeat the doctor’s news.“I wanted to throw up. It felt like someone took the air out of me,” she said. “I said, ‘Do you want the morphine?’ He looked at me like, ‘What choice do I have?’”When Ms. Quintana and her mother returned to the hospital, the family was furious that Mr. Quintana was told via video conference that he did not have long to live.“It should have been a human,” said Ms. Quintana, his daughter. “It should’ve been a doctor who came up to his bedside.”Mr. Quintana died on Tuesday, two days after the conversation with the doctor, she said.Telemedicine is an increasingly popular tool in the health care industry. Experts said it was expanding access to care in rural areas while also allowing patients to communicate with specialists they would not ordinarily be able to reach.But in situations like the one involving the Quintana family, in which doctors were communicating sensitive information about end-of-life treatment, health care providers may have to modify their approach in response to patients and their families, John Banja, a medical ethicist with Emory University in Atlanta, said on Saturday.In those cases, Professor Banja said, telemedicine technology may not be sensitive enough to pick up nuanced social cues, like body language and tone of voice, in an emotionally charged moment.In response to the Quintanas’ situation, Dr. Barbara L. McAneny, president of the American Medical Association, said that delivering bad news electronically should be a doctor’s “last choice.”“We should all remember the power of touch — simple human contact — can communicate caring better than words,” she said.Michelle Gaskill-Hames, the senior vice president for Kaiser in southern Alameda County, said in a statement that the hospital’s doctors and nurses had been communicating regularly with Mr. Quintana and his family since he arrived at the hospital.The video conference with the doctor that night was a follow-up to earlier in-person visits by other medical staff, Ms. Gaskill-Hames said, and his initial diagnosis was not communicated via video. It is unclear where the doctor on the video screen was physically located.Telemedicine technology allows small hospitals to have critical care physicians available at all hours, Ms. Gaskill-Hames said, adding that a nurse or another doctor was always in the room at Kaiser to explain the purpose of the technology to a patient.“We don’t support or encourage the use of technology to replace the personal interactions between our patients and their care teams,” she said. The doctor in the video was not identified, and Catherine Quintana said she had not seen him before.The American Medical Association’s ethical code for telemedicineraises possible ethical issues apart from a loss of intimacy in a patient-doctor relationship, such as data security.Although it may sound futuristic, telemedicine is not a new practice in health care, said Dr. Shivan Mehta, a physician and associate chief innovation officer at Penn Medicine in Philadelphia. Telemedicine can be as simple as a doctor communicating with a patient over the phone, he said.Some patients embrace telemedicine because they want their test results quickly, whether it is by phone or video chat. Others want a face-to-face conversation.“We can’t have a one-size-fits-all mentality for it,” he said. “We have to cater to what our patients are hoping for.”  Ms. Wilharm said she was not opposed to doctors using telemedicine to communicate with their patients. But for people who are terminally ill, like her grandfather was, Ms. Wilharm said the technology did not feel appropriate.“I just don’t think that critically ill patients should see a screen,” she said. “It should be a human being with compassion.”



Additional Reading
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Atul Gawande.  Being Mortal:  Medicine and What Matters in the End, 2014

End-of-Life Care Intensity for Physicians, Lawyers, and the General Population. 
JAMA 2016 315:303-5
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