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Program Overview

Partnership HealthPlan of California (PHC) has value-based programs in the areas of primary care,
hospital care, specialty care, community pharmacy, and mental health. These value-based programs align
with PHC’s organizational mission to help our members and the communities we serve be healthy.

In 2015, PHC developed a pilot pre-hospice intensive palliative care program, called Partners in Palliative
Care. The legislature of California passed a bill (SB 1004) in late 2015, requiring the development of a
similar program as a state wide benefit for Medicaid. Implementation of this benefit occurred on January
1, 2018. In 2017, PHC started the Palliative Care Quality Improvement Program (QIP) for providers.

Participation Requirements

All contracted Intensive Outpatient Palliative Care provider sites participating will be automatically enrolled
in the Palliative Care QIP. Providers must have a PHC contract within the first (3) months of the
measurement year. The provider must remain contracted through the end of the measurement year to be
eligible for payment. Provider sites must be in good standing with state and federal regulators as of the
month the payment is to be disbursed. Good standing means that the provider site is open, solvent, not
under financial sanctions from the state of California or Centers for Medicare & Medicaid Services.

Patient Eligibility

Providers may earn incentives from the Palliative Care QIP based on care provided to PHC eligible
members, 18 years or older, who have an approved Intensive Outpatient Palliative Care Treatment
Authorization Request (TAR) on file. For more information about how members qualify for the program,
please contact palliative QIP@partnershiphp.org for a detailed policy.

Payment Methodology

The incentives provided through the Palliative Care QIP are separate and distinct from a palliative care
provider site’s usual reimbursement. Each provider site’s earning potential is based on its volume of
members approved for enroliment in the palliative care program. Please refer to the measure
specifications for the incentive amount and payment calculation for each measure.

Program Timeline

The Palliative Care QIP is administered in 6-month measurement periods: Part | runs from January - June,
and Part Il runs from July - December. This document details requirements and specifications for both
Part | and Part Il. Performance and payments are calculated at the end of each 6-month period, and
incentive payments are distributed four (4) months after the end of each measurement period, as follows:
(i.e. Part | check mailed by November 30, and Part Il check mailed by May 31).

Measurement Period Payment Distribution
Part | January - June November
Part I July - December May
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Measure I. Avoiding Hospitalization and Emergency Room Visits

Description

The number of members enrolled in the Intensive Outpatient Palliative Care program who were not
admitted to the hospital and did not have an emergency department visit.

One goal of palliative care is to improve quality of life for both the patient and the family. For members
who have serious illnesses and are in the palliative care program, we expect the palliative care team to
be the first point of contact, which in turn minimizes unnecessary hospitalizations and emergency
department visits.

Measurement Period

Monthly, from January to June for Part |, and July to December for Part Il.

Target

Zero admissions or ED visits per member per month.

Specifications

$240 per member enrolled in the Intensive Outpatient Palliative Care program per month, only if there are
no hospital admissions or ED visits during that month.

Hospital admissions and ED visits are identified through data sources including encounters, claims, and
treatment authorization requests (TARs) submitted to PHC. Observation stays are included.

Refer to Appendix | for codes used to identify hospital admissions and ED visits.

Example: For a member who is enrolled in the program on February 25, seen in the emergency room on
March 9, admitted from April 23 through April 30, and dies on June 2 at home, the number of months with
no hospital encounters or ED visits is 3 (February, May and June). The palliative care provider site will be
eligible for a total payment for avoiding hospitalization and ED visits of $720.

Reporting Guidelines

Reporting by palliative care provider sites to PHC is not required. PHC will send preliminary reports after
the end of the measurement year and prior to payment to help providers confirm and correct performance
data, if needed. Providers can also request member-level reports of admissions and ED visits on an ad
hoc basis.
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Measure IlI: Completion of POLST & Use of Palliative Care Quality Collaborative (PCQC) Tool

Description

To align best practices, the Palliative Care QIP includes an incentive for the completion of a signed
Physician’s Orders for Life Sustaining Treatment (POLST) with documentation in the Palliative Care
Quality Collaborative (PCQC) system.

The POLST was designed for seriously ill patients with the goal of providing a framework for healthcare
professionals so they can ensure the patient received the treatments they want and avoid those treatments
that they do not want. The PCQC tool is an online system where palliative care providers share data, and
from that data can identify possible quality improvement opportunities. This measure will incentivize
providers in our program to capture the key components of care delivery, contribute data, and learn about
best practices.

Measurement Period

January to June for Part |, and July to December for Part II.

Specifications

$120 per member enrolled in the palliative care program upon:
Completion of a signed POLST and documentation using the PCQC tool.

Example: A member is enrolled from February 25 to May 30. Documentation of a completed signed
POLST, using the PCQC tool within the enrollment timeframe, will meet this measure. The palliative care
provider site will be eligible for a total payment for completing a signed POLST and documenting using
PCQC of $120, if they are compliant with the reporting requirement.

Reporting Guidelines

Palliative care sites are required to enter PHC required data elements into PCQC on a monthly basis to
meet the requirements of this measure.

Reporting by palliative care provider sites to PHC is not required. PHC will obtain monthly and bi-annual
reports from PCQC. PHC will send preliminary reports to palliative care provider sites prior to payment
(October for Part | and April for Part Il) to help providers confirm and correct performance data, if needed.

For questions related to entering data into the PCQC platform or other PCQC related questions, please
reach out to the PCQC team at info@palliativequality.org.
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Measure lll: Completion of Standardized Palliative Care Quality Collaborative (PCQC)
Assessments & Use of PCQC Tool

Description

The Palliative Care QIP includes an incentive for the completion of two (2) standardized PCQC
assessments, within the designated thresholds for capturing required data elements, and documented in
the PCQC system.

In a Palliative Care Quality Collaborative assessment form, information typically includes patient
demographics, medical history, symptom management, psychosocial support, communication
preferences, and satisfaction with care. The goal is to comprehensively evaluate and improve the quality
of palliative care provided to patients. The PCQC tool is an online system where palliative care providers
share data, and from that data can identify possible quality improvement opportunities. This measure will
incentivize providers in our program to capture the key components of care delivery, contribute data, and
learn about best practices.

Measurement Period

January to June for Part |, and July to December for Part II.

Specifications

Up to $120 per member enrolled in the palliative care program per month upon:

At least two (2) patient encounters per month, completing a standardized PCQC assessment within the
designated thresholds for capturing required data elements per encounter, and documented using the
PCQC tool.

Example: For a member enrolled from February 25 to May 30, with at least two (2) visits documented on
PCQC with the completion of a Palliative Care Quality Collaborative assessment form per visit within the
designated thresholds for capturing required data elements each month, but entered into PCQC in April
and May, the number of months meeting this measure is 2 (April and May). The palliative care provider
site will be eligible for payment for using PCQC, if they are compliant with the reporting requirement per
the designated thresholds:

e Thresholds:

> 85% of data elements entered on
assessments = Full points ($120 Per Member Per Month (PMPM))

70-84.9% of data elements entered on
assessments = Partial points ($60 PMPM)
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Threshold Benchmarks for Payment

Assessment 1 Assessment 2 Credit for Payment
85% or more 85% or more Full credit ($120)
85% or more 70-84.9% Partial credit ($60)
85% or more Less than 70% Partial credit ($60)
70-84.9% 70-84.9% Partial credit ($60)
70-84.9% Less than 70% Partial credit ($60)
Less than 70% Less than 70% No credit

Reporting Guidelines

Palliative care sites are required to enter PHC required data elements into PCQC on a monthly basis to
meet the requirements of this measure.

Reporting by palliative care provider sites to PHC is not required. PHC will obtain monthly and bi-annual
reports from PCQC. PHC will send preliminary reports to palliative care provider sites prior to payment
(October for Part | and April for Part Il) to help providers confirm and correct performance data, if needed.

For questions related to entering data into the PCQC platform or other PCQC related questions, please
reach out to the PCQC team at info@palliativequality.org.
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Appendix I: Table of Hospital Admissions and Emergency Department Codes

CLAIM TYPE |LOCATION | SERVICE DESCRIPTION TYPE
CODE PROVIDER
TYPE

H, HX 3 INPATIENT HOSPITAL Admissions
H, HX 21 INPATIENT HOSPITAL Admissions
H, HX 51 INPATIENT, PSYCHIATRIC FACILITY Admissions
H, HX 61 INPATIENT, REHAB Admissions
M, MX 23 EMERGENCY DEPARTMENT ED

M, MX 15 COMMUNITY HOSP OUTPATIENT DEP ED

M, MX 61 COUNTY HOSP OUTPATIENT DEP ED
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Appendix Il: PCQC Core Dataset Elements Table

PCQC

Palliative Care
Quality Collaborative

PCQC CORE DATASET ITEM
Patient ID #

ELEMENT DESCRIPTION
Please enter PHC CIN #

DATA ELEMENT CHOICES

Patient Last Name

Patient First Name

Ethnicity (select one):

Hispanic/Latino
Non-Hispanic/Latino
Unknown

Declined to Say

Date of Birth

mm

dlyyyy

Pref Lang (select one):

Eng

Spanish

Other Indo-Euro lang
Asian & Pl lang
Other languages:
Unknown

Not Reported

Gender Identity

Male

Female

Transgender Male (FTM)
Transgender Female (MTF)
Non-Binary

Prefer to Self-Describe:
Unknown

Declined to Say

Race (select all that apply)

OO0 Oo|Dooooo0o0OoDo0oooog|gonood

White

Black or African-American

Asian

Native Hawaiian or Other Pacific
Islander

[1  American Indian or Alaska Native
(1 Other:
[J Not Reported
[1 Declined to Say
Hospitalization ID
Hospital Admission Date mm/dd/yyyy
Manner of Visit Refers to Visit Type (does not O In-person
refer to location of visit) O Video Visit
O Telephone Visit
O Unknown
Date of Visit mm/dd/yyyy
Date of Consult mm/dd/yyyy
Referral Service (select one) Refers to medicine services [1 General Medicine
patient is on at time of referral 01 Hospital Medicine
[0 Oncology
(1 Hematology
[J Cardiology
[0 Neurology
0 Pulmonary
[1  Critical Care
[l Ped Critical Care
[0 Neonatal Critical Care
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O

Other Internal Medicine or Peds
Subspecialty

Surgical Specialties

OB/GYN & Mother-Fetal
Emergency Med

Self

Other

Unknown

Referral Source (select one)

o e A s

O OO

Emergency Dept

Group Home

Health Plan

Home Health Agency

Hospice

Hospital Inpatient PCS

Other Hospital IP Service

Nursing Home/LTC

Primary Care Practice

Primary Care Practice —
Ambulatory

Primary Care Practice — Home
Specialty Practice — Onco/CC
Specialty Practice — Cardiology/HF
Clinic

Specialty Practice — Neurology
Specialty Practice — Neph/Dialysis
Cntr

Specialty Practice — Geriatrician
Specialty Practice — Palliative Care
Clinic

Other

Unknown

Reason(s) for Referral (select all)

[ A

Symptom Management
Decision Making

Providing Support to Patient &
Family

Other

Unknown

Primary Diagnosis

o e s s o Y O

I o

Cancer (solid tumor)

Cancer (Heme)

Cardiovascular

Pulmonary

Gastrointestinal

Hepatology

Renal

Dementia

Neurology (includes Neuromusc/
non-dementia Neurodegen)
Infectious

Trauma

Vascular

Metabolic/Endocrine
Genetic/Chromosomal
Hematology (non-cancer)
Prematurity/Complications related
Fetal

Other

Unknown
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Manner Visit Conducted

In-person
Video Visit
Telephone Visit
Unknown

Consultation Location

Outpatient Clinic

LTC

Assisted Living Facility
Other Domiciliary
Home

Other

Unknown

GOC Discussed

Yes
No
Unknown

Resuscitation Preference

Refers to Code Status (at
the time consult was

Full code
DNR, not DNI Other Limited DNR

requested) DNR/DNI (DNAR+AND)
Unknown
Advanced Directive Completed Yes
During Consult? No

NA - No POLST Program in state
Unknown

POLST/MOLST Completed During

Consult?

DJoodfdoOhooDg|nogmoooDoog|gooogg

O

Yes
No

Palliative Performance Scale(PPS)

(0% - 100%)

Screen for Pain Refers to symptoms under [0 Nausea
Patient's Assessment. Use [1 Drowsiness
“Other” to enter the following T Appetite
additional symptoms not "I Constipation
listed to the right: Depression, ‘1 Other:
Anxiety, Well-being, -
Shortness of Breath
Screen for Psychosocial Needs [0 Positive
[1 Negative
[ Patient/Family Declined
[1 Patient/Family Unable
[1 Not screened
Screen for Spiritual Needs [J Positive
[J  Negative
[0 Patient/Family Declined
00 Patient/Family Unable
[1 Not screened
Team Members Involved in Visit
Discharge Disposition Refers to Patient Status at O Alive
PC Sign-off [ Dead
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Appendix lll: PCQC Data Collection Examples- Community Based & Inpatient Intake Forms

PCQC

Community Based PC Visits
PamenT DETALS

[1] Patient ID #: 5] Gender Identity [select one):
[2] First namea: O Femnale O pdale O Transgender Maks (FT)
{3) Last name: O Transgendsr Female (MTF) O Mon-Binary
(4] Date of birth: ) ! O prefer to self-Describe: O unknown O Declined to Say
[£] Ethmicity [select one): {7] Race [select all that apply): O white O EBlack or African-american © Asian
0 Hispanic/Latine O Non-Hispanic/Latine | O native Hawailan or Cther Pacific islander © american indian or Alaska Native
O Unknown O Declined ta Say O gther: O Mot Reported O Declined to Say
(2] Pref Lang (select one)-C Eng O Spanish O Other Indo-Euro lang O Asian & Pl lang O Other languages: OUnknown OMot Reported
REFERRAL INFORRATION [IMMLAL VISIT OMNLY)
{3] Referral I0: [11) Referral Source [select one): O Emergancy Dept © Group Home O Bealth Plan
[10) Dave of Referral: __ /[ OHome Heslth Agency O Hospice O Hospital Inpatient PCS O Other Hospital IP Sarvice
[12) Reasons] for Referral (salect all): O Mursing Home/LTC O Primary Care Practice O Primary Care Practice — ambulatony
& Symptom Management © Decision Making | o primary care Practice — Home © Speciatty Practice — Gugg/cc
& Providing Suppart to Patient & Family O specialty Practice — Cardiology/HF Clinic O Specialty Practice — Meurology
O Other O Unknown [ specialty Practice — Wephy'Dialysis GirD Specdalty Practice — Geriatrician

O Spedalty Practice — Palliative Care Clinic O Other O Unknown

[13) Primary Diagniosis: 0 Cancer (solid tumor] O Cancer (Hems) O Cardiovascular © Pulmonary O Gastrointestinal O Hepatology O Renal
O pementia © Meurclogy (includes Meuromuse /non-damentia Naurodegen) O infectious O Trauma O Vascular © metabolic/Endocrine
O Eenestic/Chromosomal O Hematology (non-cancer) O Prematurityy/'Complications related O Fetzl O Other O Unkmown

Consuet (AL wisTs)

[14) Encounter ID: [15) Date: ! ) 18) Time: __ __ 1
[17) Manner Visit Conducted- O In-person (1&) Cconsultation Location: O Cutpatient Clinic © LTC O Assisted Living Facility
O video Wisit O Telephone visit & Unknown C Other Domiciliary O Home O Other O Unknown

[13] Primary Caregiver [select one): O Spouse or Partner O Child/Child-in-law © Parent/Parent-in-law O Sibling/Sibling-in-law
O @randparent © Grandchild O Foster Parent O Other relative O Legel Guardian © Mon-relative (e.g., neighbor, friend) © Mone O Unknown

{20) @DC Documented: {21) OC Discussed: [22] Surrogate Decision Maker/MDPA: O Surrcgste/MDFA ldentified & Documented
O ves O Mo O Unknown O vas O No O Unknown O Mo swrrogate Confirmed O Mot Addressed O Unknown 5 MNJ/A — Patient is kinor
[23] AD Present at start of Consult: O yes O Mo O Unknown | [24] AD Comipleted During Consult: O ¥es O Mo O Unknown

[25] POLST/MOLST Present at Start of Consult: © Yes O Mo O WA - No POLST Program in state O Unknown
[26) POLST/MOLST Completed During Consult- O ¥es O Mo O MNA - Mo POLST Program in state O Unknown
[27) Resusditation Preference: O Full © DRE NG DM © Cther Limited DHNR O DMNA/DHIDHNAR+AND) © Unknown

[28) PP5 |drcle]: 0% 10% 20% 30W 40% S0% G0% 70% BO% S0% 100% | [25) Patient BM in lzst 48 hrs: O ves O Mo O Unknown

[30) Patient"s assessment of their “symptom now™? [0 (no symptoms) to 10 (worst possible symptoms):

a. Pain ol|li1l2 |3 |a|5 |&|7F|EB|= 10| Pt Declined/Prov Unzhble Ft Unable to Respond | Unknown
b Mauss=a o1 3|45 |8 |7 ]|E& |2 | 1w rtoeclined/Prov Unzble Ft Unable to Respond | Unknown
. DEepression o|lilz|3 |45 | |7F|& |5 | 10| FtDeclined/Prov Unsble Ft Unable to Respond | Unknown
d. Anxiety of(1l2 |3 (4|5 (s |7 |85 | 1| PtoDeclined/Prov Unzable Ft Unable to Respond | Unknown
2. Drowsiness o|lilz|3 |45 | |7F|& |5 | 10| FtDeclined/Prov Unsble Ft Unable to Respond | Unknown
f. Appstite of(1l2 |3 (4|5 (s |7 |85 | 1| PtoDeclined/Prov Unzable Ft Unable to Respond | Unknown
g. wiell-being o|lilz|3 |45 | |7 |& |5 | 10| Ftoeclined/Prov Unshble Ft Unable to Respond | Unknown
h. shortness of breath ol|li1l2 |3 |a|5 |&|7F|EB|= 10| Pt Declined/Prov Unzhble Ft Unable to Respond | Unknown
i Constipation o|lilz|3 |45 | |7 |& |5 | 10| Ftoeclined/Prov Unshble Ft Unable to Respond | Unknown
J- Other:

[33] Patient,/Family screened for spiritual care neads: O Mo O Yes O Patient/Family Refused O Patient/Family Unabls

[33] Patient/Family screened for psychosocial needs: O Mo © fes O Patiznt/Family Refused O Patignt/Family Unable

[34) Team Members imotved in visit:
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PC':C Community Based PC Visits

PATIENT DETAILS
Patient 1D #: First name: Last mamea:
[hscHaRGE INFOD

| Date of PC Sign-ofi: ) ) Time: __ _ 1 Patient Status at PC Sign-off: O alive D pied O Unknown

2of2
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~
PC,C INPATIENT - Initial Consult

PamenT DETAILS

[1] Patient ID#: _ [showid be PHC CiN &) |5} Gender identity [select onej:

[2] First namea: O Female O Male O Transgender Male (FTM)

(3] Last name: O Transgender Female (MTF) O Mon-Binary

(4] Date of birth: ! / O prefer to Self-Describe: O Unknown O Declined to Say

(6] Ethnidty (select one: (7] Race [select all that apply): O white O Black or African-american O Asian

O Hispanic/Latine O Mon-Hispanic/Lating | O Native Hawaiian or Other Pacific Islander O American Indian or aAlaska Native

O Unknown 0O Declined to Say O other: O Mot Reported O Declined to Say

(8] Pref Lang (select one): 0 Eng O Spanish O other Indo-Euro lang O Asian & PI lang O Other languages: Ounknown OMot Reported

HospITALIZATION
(9] Hospitalization 1D: [10] Site: {11) Date & Time of Admission: i | i

REFERRAL INFORMATION

(12} Referralip: (13} Date of Referral: _/___ /| |14) Referral Service [select one): O General Medicine O Hospital Medicine
[15) Reason(s) for Referral [select all that apply): 0 oncology OHematology O cardiology O Neurology O Pulmonary

O symptom Management O Decision Making D critical Care O Ped Critical Care O Neonatal Critical Care

O providing Support to Patient & Family 0O other internal Medicine or Peds Subspecialty O Surgical Specialties

O other O Unknown 0 oB/GYM & Mother-Fetal O Emergency Med O Self O other O Unknown

[16) Primary Diagnosis: O Cancer [solid turmor] O Cancer (Heme] O Cardiovascular O Pulmonary O Gastrointestinal O Hepatology O Renal
O pementia O Meuwrology (includes Meuromusc./non-dementia Neurodegen] O Infectious O Trauma O vascular O Metabaolic/Endocrine
O senetic/Chromosomal O Hematology (non-cancer) O Prematurity/Complications related O Fetal O Other O Unknown

ConsuLt
[16) Emcounter ID: 117) Date: f) ! [1B) Time: __ _ - _
(19} Manner Visit Conducted: O In-person |20) Consultation Location: O Hospital General Floor O Hospital ICU O Hospital
O video visit O Telephone Visit O Unknown Meonatal ICU O Hospital PC Unit O Emergency Dept O Other O Unknown

[22) Code Status (at the time the consult was requested]: O Full O DNR, not DNI O Other Limited DNR O DNR/DMNI{DNAR+AND] O Unknown

[21) PP5 at time of initial consult {circde): 0% 10% 0% 30% a0% 50%  60% T0% B0% S0 100%
I EEEEE——
[23) Primary Caregiver [select one): O Spouse or Partner O child/child-in-law O Parent/Parent-in-law O Sibling/Sibling-in-law

O crandparent O Grandchild O Foster Parent O Other relative O Legal Guardian O Mon-relative (e_g., neighbor, friend] O None O Unknown
(24} GOC Documented: {25) GOC Discussed: [26) Surrogate Decision Maker/MDPA: O Surrogate/MDPA ldentified & Documented
O ¥es O Mo O Unknown O ves O Ne O Unknown | O no surrogate Confirmed O Mot addressed O unknown O N/A — Patient is Minor
[27) Advance Directive Completed During Consult: O ves O No O Unknown

[29) POLST/MOLST Completed During Consult: O ves O Mo O NA - Mo POLST Program in state O Unknown

(30] Patient"s assessment of their “symptom now"? [0 {no sym ptoms) to 10 (worst possible sym ptoms):

a. Pain o123 (4 (5|6 7 (&8 |9 | 10| PtDeclined/Prov Unable | PtUnable to Respond | Unknown
b. Mausea o123 (4 (5|6 7 (& |9 | 10| PtDeclined/Prov Unable | PtUnable to Respond | Unkmown
. Anxiety o123 (a4 |56 7 (8 |9 | 10| PtDeclined/Prov Unable | PtUnable to Respond | Unkmown
d.Shortnessofbreath (o0 |12 [3 |4 |5( 6 7 (8 |9 | 10| PtDeclined/Prov Unable | PtUnableto Respond | Unkmown
e. Constipation 0O |1|]2 |3 |4 |56 7|8 9 | 10 | PtDeclined/Prov Unable | Pt Unable to Respond | Unknown

[31) Patient Bowel Movement in Last 48 hrs: O ¥Yes O Mo O Unknown

[32) Patient or family screened for spiritual care needs:| [33) Patient or family screened for psychosocial needs:

O Mo O ves O patient/Family Refused O Mo O ves O patient/Family Refused O Patient/Family Unable
O patient/Family Unable

[34): Mames of team members involved in consult:

** pecord data for subsequent visits and discharge information on other side. **
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PCac

INPATIENT - Initial Consult

Inpatient: Follow-up Visits & Discharge Information  Patient ID:
Encounter I1D: Date: ') ') Time: __ _ :_
mManner of consultation Primary Caregiver: GOC DoC SDM/MPDA GOC AD Complate POLST/MOLST
Visit: Location: discussed Complete
O In-person JSame as previous O Same as previous C same as previous | J Same as previous J 1D & Doc JYes O No C¥es C¥es
O video OMew: O mew: OvesOMNo J None confirmed O Mot addressed | O Unknown OmNo OmNo
O Telephone O unknown J unknown C unknown O Unknown
O unknown
Pain: MNausaa: Anxiety: Shortness of Breath: Constipation: BM 48 Hr: Screen - Spiritual Care: | Screen— Psychosocial:
C Pt Dedline; O Pt Decline/ Prowv O Pt Decline/ Prow C Pt Dedine/ Prow Unable O Pt Decline/ Prow Unable OV¥es O No DO Ho O Yez O O Ho O Yez
Prov Unable Unable Unable C Pt Unable O Pt Unzbie O Unknown Patient/Family Refused O Patient/Family Refused
C Pt Unable JPt Unable OPt Unable C Unknown J Unknown . .
O Patiznt/Family Unable i i
C Unknown JUnknown JUnkrniown ﬂt i O Patient/Family Unable
Mames of team members involved in visit:
Encounter 1D: Date: ) ) Time: __ _ :_ _
Manner of consultation Primary Caregiver: GOC Doc SDM/MPDA GOC AD complete POLST/MOLST
Visit: Location: discussed Complete
O In-person J Same as previous O Same as previous T Same as previous J Same as previous J 1D & Doc J¥es O No C¥es C¥es
O Video JINew: O New: Cyes ONa Z None confirmed O Mot addressed | O Unknown O Mo INo
O Telephone O Unknown J unknown O unknown C Unknown
O unknown
Pain: MNausea: Anxiety: Shortness of Breath: Constipation: BM 48 Hr: Soreen - Spiritual Care: | Screen— Psychosocial:
C Pt Dedliney O Pt Declinef Prowv O Pt Declines Prow C Pt Dedine/ Prow Unable O Pz Decline/ Prow Unable OYesOHNo O HNo O Yes O O Mo O Yes
Prow Uinable Unzhle Uinahbile O Pt Unable Pz Unzbie O Unkonovan Patient/Family Refused O Patient/Family Refused
C Pt Unable JPt Unzble OPt Unable C Unknown O Unknown . -
O Patient/Family Unable i i
C Unknown JUnknown JUnknown m i 0 Patient/Family Unabile
Mames of team members involved in visit:

Sign-off [/ Discharge Information

Date of PC Sign-off: ! ! Time: __ _

Patient Status at PC Sign-off: O alive O Died O Unknown

Code Status at Discharge:

O Full O DMR, not DNI O Other Limited DNR O DNR/DNI[DMAR+AND) O Unknown

AD Present at Discharge:
O ves O No J Unknown

POLST/MOLST Present at Discharge:
O ves ONe D Unknown O N/& — No POLST in state

Date of Hospital Discharge: ! ! Time: __

2024 Palliative Care QIP
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Appendix IV: PCQC Required Data Elements

PCQC Data Sheet First Visit Subsequent Visits
Patient Details
CIM

Mame 2,3 2,3
DOB

Gender

Ethnicity

Race

Preferred language

=
=

Ca |~ (on|un| & 2

Referral Information

Date of Referral 10

Referral Source 11

Reason for referral 12

Primary diagnosis 13

Consult

Date of Visit 15 15
Consultation Location 18 18
Primary Caregiver 15 19
Goals of care discussed 21 21
Advance Directive Present 23 23
Advanced Directive Completed 24 24
POLST Completed during Consult 26 26
Resuscitation Preference 27 27
PPS scare 28 28

Patient Assessment

Pain 30:a 30:a
Depression 3¢ 3l:c
Anxiety 30: d 30:d
Well-being 30:g 30: g
Shortness of Breath 30: h 30: h
Patient/Family Screened for Spiritual Needs 33 33

PT/Family Screened for Psychosocial Needs 33 33

The items listed above are the required elements to be addressed for the PCQC QIP. If no box is checked
or if the answer is “unknown” then the item will not be counted as addressed.

The Patient Details and Referral Information are only required for the first consult visit.
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