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Because palliative care focuses on the relief of pain, symp-
toms and stresses of serious illness, patients under the care of a 
palliative care team tend to experience fewer crises and exacer-
bations of illness. Common diagnoses for which palliative care 
has proven helpful and effective include cancer, heart failure, 
chronic lung disease, dementia, end- stage renal disease, amyo-
trophic lateral sclerosis (ALS) and HIV/AIDS.
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Palliative care is a relatively new medical specialty focused 
on the complex needs of people with serious illness and/
or multiple chronic conditions. With today’s focus on 

patient- centered and value- based care, it is beneficial for profes-
sionals working in health care to understand what palliative care 
is and how it can contribute to the dual aims of higher quality 
and lower cost.

The Center to Advance Palliative Care (CAPC) is a national 
organization whose mission is to increase the availability of qual-
ity palliative care services. To this end, CAPC operates a Health 
Payer Initiative both to collect and disseminate best practices 
and also to educate specific audiences within payers about pal-
liative care, including actuaries. Given its impact on health care 
services, the net incremental impact of palliative care services 
may be a useful component of actuarial models. This article 
seeks to explain palliative care, share the research on its impact, 
and solicit feedback and suggestions from readers on what types 
of future research may be beneficial for actuaries and others.

WHAT IS PALLIATIVE CARE?
Palliative care focuses on relieving the pain, symptoms and stress 
of a serious illness, regardless of diagnosis or prognosis, with the 
goal of improving quality of life for both the patient and family. 
It is delivered by an interdisciplinary team of specially trained 
doctors, nurses and social workers who work with a patient’s 
treating doctors to provide an extra layer of management and 
support. Palliative care also focuses on clarifying all care options 
and soliciting goals and preferences.

Palliative care can be appropriate at any age and any stage of 
a serious illness and is provided together with curative and 
life- prolonging treatment (see Figure 1). Hospice is a form of pal-
liative care focused on the end of life. In the United States, most 
hospice care is provided through the Medicare hospice benefit, 
which requires two physicians to certify that life expectancy is 
six months or less and patients must agree to forgo curative care.

Figure 1 

AVAILABILITY OF PALLIATIVE CARE IN THE 
UNITED STATES
Palliative care is provided in many acute care hospitals. At least 
20 percent of hospitals in every U.S. state report a palliative care 
program; while patients in 18 states can access palliative care ser-
vices in more than 80 percent of hospitals.1 There are also many 
palliative care programs outside the hospital setting; for exam-
ple, 87 percent of the National Cancer Institute’s comprehensive 
centers incorporate palliative care into their office- based treat-
ment, and many home health agencies are deploying specialized 
palliative care teams.

The availability of specialized palliative care professionals is still 
small, but is growing. There are now more than 13,000 nurses 
certified in palliative care, up 19 percent since 2010, and more 
than 6,500 physicians have received board certification in palli-
ative medicine since the American Board of Internal Medicine 
introduced it in 2008. Health plans and other risk- bearing 
entities have launched specialized care management programs, 
expanded benefits, and created serious illness network tiers that 
include certified palliative care providers. Some early adopters 
include Aetna, Highmark, Cambia Health Solutions, Kaiser Per-
manente and Blue Cross Blue Shield of Massachusetts, along 
with Sutter Health, Banner Health and WestMed Medical 
Group’s accountable care organizations.
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PALLIATIVE CARE’S IMPACT ON QUALITY
Palliative care teams bring expertise in the care of complex, 
high- risk patients to all settings, including hospitals, nursing 
homes, home care, physician offices, dialysis centers and cancer 
centers. This is important because although patients with seri-
ous illnesses, multiple co- morbidities, and significant pain and 
symptoms typically represent only 5 to 10 percent of patients, 
they are scattered throughout the health system and dispropor-
tionately account for adverse events such as multiple ambulance 
calls, medication errors and rapid- cycle readmissions.

Through focus on the patient and his/her function rather than 
the disease, palliative care can enable further quality gains than 
curative treatment alone. A recent comparative effectiveness 
review conducted by the federal Agency for Healthcare Research 
and Quality on home- based primary care for high- need indi-
viduals—a key mechanism for delivering palliative care in the 
community—has found solid evidence for reduction in symp-
toms, reduction in emergency room visits, increases in quality of 
life, and increases in satisfaction scores.2 In addition, a new study 
has shown that patients’ functional ability in activities of daily 
living improves—sometimes to the level of the year prior—after 
admission to hospice.3

PALLIATIVE CARE’S IMPACT ON COST
As noted, palliative care teams work to improve the management 
of pain and other symptoms—which can reduce emergency 
room visits and hospitalizations. Several studies demonstrate 
statistically significant reductions in hospitalizations, days in the 
hospital, and emergency department visits for patients receiving 
home- based palliative care services compared to their matched 
peers in usual care.4

Not only does the effective control of pain and symptoms reduce 
emergency room visits, but well- trained palliative care teams can 
also help patients and families to weigh the pros and cons of 
realistic treatment options in the context of patient- centered 
goals and values. Fully informed patients and families frequently 
(but not always) choose to receive further care in lower- intensity 
settings. This usually leads to higher- quality care, most often at 
lower expense.

Two high- quality comparative analyses—one at Kaiser Perma-
nente5 and one at Sutter Health6—have calculated the net cost 
savings from home- based palliative care in the last three months 
of life. Kaiser Permanente found a net mean savings of $7,552 
per patient—a 33 percent reduction—while the Sutter Health 
program experienced a $5,975 mean per- patient savings in the 
last three months of life.

Health plans have reported similar savings. Aetna’s Compas-
sionate Care Program—a specialized care management program 
for members with serious illness incorporating palliative care 

principles and partnership with specialist palliative care provid-
ers—has resulted in an 81 percent decrease in acute care days, 
an 86 percent decrease in ICU days, and a total cost reduction of 
more than $12,000 per member.7

The patients eligible for palliative care programs are those who 
are the costliest 5 percent of patients and account for 50 percent of 
health care spending, according to the Institute of Medicine’s 2014 
report “Dying in America.” Control groups in “usual care” have 
spending in the last three months of life of more than $26,000.8

PALLIATIVE CARE STRATEGIES ADOPTED BY PAYERS 
AND OTHER RISK- BEARING ORGANIZATIONS
Since the early adopters, other payers are integrating pallia-
tive care principles and practices into their member services, 
products and programs. Current programs can be broadly cate-
gorized as shown in Table 1.

Table 1
Categories of Palliative Care Programs

Program Design Types Definition
Targeting Targeting uses claims algorithms, often 

combined with data from the clinical records, 
to identify patients and members who can 
benefit most from palliative care interventions.

Care/case management Specially trained care management resources 
made available to members with serious 
illness. These can be delivered telephonically 
or in person, either through a dedicated team 
or across all case managers. Both models have 
shown favorable results.*

Coverage and benefits Specific coverage policies to provide access 
to home- based palliative care, along with 
practical services such as transportation or 
stress reduction. Payers may also use existing 
benefits creatively to incorporate palliative 
care professionals into the patient’s care 
team.

Payment models and 
reimbursement

Payment policies, incentive programs for 
provider training in palliative care, and 
alternative reimbursement models designed 
to encourage palliative care consultation and 
ensure adequate payment for both inpatient 
and outpatient palliative care and other 
services.

Provider network Provider network designs, such as tiers, 
can help direct members to specialty 
palliative care and/or hospice when 
needed. Credentialing requirements can 
also include palliative care designations for 
hospitals, home health agencies and selected 
specialists.

Member palliative 
care and advance care 
planning awareness

Using existing member support tools to build 
awareness of palliative care and its benefits, 
along with ensuring good documentation of 
wishes and preferences.

* Randall Krakauer, Claire M. Spettell, Lonny Reisman and Marcia J. Wade. 2009. “Opportuni-
ties to Improve the Quality of Care for Advanced Illness.” Health Affairs 28(5):1357–1359.
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FUTURE RESEARCH FOR HEALTH ACTUARIES AND 
OTHER PROFESSIONALS: WE WANT TO HEAR 
FROM YOU!
In light of the growing trend for palliative care services, the 
authors and SOA research staff are greatly interested in sug-
gestions for further work in this area that would be beneficial 
for actuaries and other health professionals. For example, future 
research in this area may include how to best incorporate the 
impact of palliative care into actuarial pricing and predictive 
models. We would love to hear from you with ideas and sug-
gestions! Please contact Steven Siegel, SOA research actuary, 
at ssiegel@soa.org with your thoughts and feedback for further 
consideration. n
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