
atients’ needs are growing exponentially, as people are living longer with serious and 
complex illnesses. Despite the advances of modern medicine and technology, health 
care systems can be siloed and fragmented, with medical models that don’t always put 

patients and their quality of life at the center of their care. Current care models often don’t 
align with what matters most to patients, nor do they prioritize their values, goals and pref-
erences so that they and their health care team can choose the care uniquely appropriate to 
them and their situation.

P
In addition, there were people already facing 

serious illness prior to the pandemic who then 
contracted COVID-19, and many will require a 
greater level of care than what medical profes-
sionals have previously provided or have been 
taught in medical schools. Health care resources 
have been stretched thin. There is now a national 
health care staffing shortage that is straining 
medical professionals’ physical, mental, emo-
tional and spiritual health as well as stressing our 
health care systems and society in ways not pre-
viously experienced. The increased use of pallia-
tive care provides a new and better model to effec-
tively address these health care needs. Not only 
does palliative care attend to these issues, but it 
provides for better care navigation in the COVID 
environment. Hallmarks of palliative care include 
the use of skilled emotional support while also 
reducing moral distress and confusion by clarify-
ing and aligning care with the goals of patients and 
their families.

Palliative care is specialized medical care for 
those living with a serious illness that is focused on 
providing relief from the symptoms and stresses 
of the condition. The goal is to improve quality 
of life for both the patient and the family through 
a specially trained, interdisciplinary team of doc-
tors, nurses and other professionals who collabo-
rate with the individual’s other physicians to pro-

vide an extra layer of support. It is based on the 
needs of the patient, not on the patient’s progno-
sis. Appropriate at any age and at any stage during 
a serious illness, palliative care can be provided 
along with curative treatment.1 Serious illness is 
defined as a “health condition that carries a high 
risk of mortality and either negatively impacts a 
person’s daily function or quality of life or exces-
sively strains their caregiver.”2

Palliative care focuses on patient-centered 
outcomes, including quality of life, symptom bur-
den, emotional well-being and caregiver need. 
Its emphasis on communication and continuity 
of care fits the episodic and long-term nature of 
serious, multifaceted illness. Since it helps ensure 
that resources are matched to patient and fam-
ily needs and priorities, it results in substantially 
lower unnecessary hospital spending, providing 
patients and clinicians across an entire health 
care system with an effective solution to a grow-
ing challenge.3, 4

At PeaceHealth, palliative care programs 
began in 2018 through its foundations and phil-
anthropic funding. As programs grew in demand, 
the PeaceHealth executive leadership team rec-
ognized the critical role that palliative care plays 
in its Catholic mission and in alignment of health 
system strategies, including effective care man-
agement of complex, chronically ill patients and 
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shared financial risk for high-risk patient popula-
tions. The health system is currently investing in 
more access to palliative care programs across the 
continuum of care. It is working to enhance effec-
tiveness, efficiency and standardization related 
to program models, staffing, health system educa-
tion and skills training, specific electronic medi-
cal record documentation, predictive analytics, 
data collection and measurement and reporting 
that meets quality, operational, management and 
accreditation guidelines.

PeaceHealth hired this article’s author for 
expertise in helping health systems across the 
country to implement palliative care programs 
while optimizing it as a service line with the rigor 
necessary to meet system goals. Darrin Mon-
talvo, executive vice president, chief financial 
and growth officer for PeaceHealth, has been 
fully supportive of the work throughout the sys-
tem, which is based on 1) putting the needs and 
values of PeaceHealth patients and community at 
the center of care at the right place and right time;  
2) fostering care driven by quality expertise; and 
3) achieving accountable financial sustainability. 
We keep the individual and what they value the 
most at the center of this work: life on their terms 
the way it was intended.

Palliative care’s philosophy rebalances medi-
cal care by moving from its traditional focus on 
disease treatment to the inclusion of whole-per-
son and family care informed by palliative care 
principles. A key component to making palliative 
care changes at PeaceHealth is beginning with 
this philosophy and moving to evidence-based 
practice standardization. Standardized evidence-
based practice is a cornerstone of patient safety 
and a fundamental principle of excellent health 
care quality. Unfortunately, it is often not trans-
lated into accountable health care processes and 
system design in an organization’s structure and 
culture because change in this industry is rapid, 
constant and often unpredictable. This results in 
poor relationship-building and communication, 
factors necessary for meaningful change. Pro-
cesses and approaches usually differ significantly 
among health care providers, practices and orga-
nizations. According to the Institute for Health-
care Improvement, standardization is funda-
mental.6 However, it is challenging in health care 
because of the complex relationships between 
a wide range of organizations, professionals, 
patients and caregivers.

The proposed action of PeaceHealth’s sys-
tem-wide palliative care initiative is a three-year, 
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four-phased approach to performance excellence: 
pre-design, design, implementation and sustain. 
The overall goals are for the PeaceHealth pal-
liative care programs to establish themselves as 
a sustainable model of service lines across the 
system, integrated as a fundamental component 
in the continuum of care. The overall objectives 
are to: standardize, align and integrate with local 
variation considerations, the palliative care clini-
cal model(s) and operational processes; sustain 
standardized budgeting and resource allocation; 
and secure profitable value-based contracting 
agreements.

Our strategic blueprint is based on the national, 
regulatory and quality evidence-based standards, 
guidelines and national resources for medical 
palliative care to meet the requirements for the 
following:

 The Joint Commission’s advanced palliative 
care program certification guidelines.7

 National Consensus Project for Quality Palli-
ative Care’s Clinical Practice Guidelines for Qual-
ity Palliative Care, 4th edition.8

 Twelve operational domains of palliative 
care outlined in Framework for Preferred Prac-
tices for Palliative and Hospice Care Quality: A 
Consensus Report.9

 The Palliative Care Quality Collaborative 
registry.10

 The Center to Advance Palliative Care.11 

In the first six months, the project began with 
a comprehensive gap analysis that identifies 
variations from the national clinical quality and 
regulatory standards required of palliative care 
programs. The foundational pillars of the health 

system’s palliative care programs will go through 
a standardization process of analysis, design, 
implementation and sustainability, including: 
educational competency, program models, oper-
ational and clinical practice domains, electronic 
medical record documentation, centralized data 
collection, billing, productivity, quality metrics 
dashboard reporting and financial return on 
investment projections.

While standardization is important, it is also 
not a one-size-fits-all approach, and resistance to 
change can be a common barrier. To inform our 
work, we are completing specific interviews and 
engagement surveys. Participants include corpo-
rate leaders, physicians, nurses, social workers 
and chaplains, in addition to PeaceHealth patients 
through public surveys. These support greater 
awareness and a tailored approach to maintain the 
integrity across all provider settings and the com-
munities they serve. A formal process for gath-
ering stakeholder input about their priorities and 
design advice will help ensure successful startup 
and sustainability, while meeting health care sys-
tem priorities and providing a unique approach 
regarding the service to their communities. One 
particular inquiry that cuts across all care settings 
is, “What keeps you up at night?” We hear per-
sonal stories from the heart which can help shape 
change in addition to the data gathered.

THE HEART OF PALLIATIVE CARE: 		
WHAT MATTERS TO PATIENTS MOST
All clinicians have the responsibility to improve 
outcomes and provide person-centered care for 
those with serious illness, but many have not 
received extensive palliative care training.13 To 
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provide patient-centered care, clinicians must 
understand their patients’ hopes, fears, goals 
and preferences.14 When treating patients whose 
needs are most complex, many clinicians are 
uncertain about when to request a palliative care 
consult, while others lack access to board certi-
fied palliative care specialist teams. Furthermore, 
more than 70% of physicians report having no for-
mal training in how to have compassionate and 
effective advance care planning conversations.15

PeaceHealth has identified education, training 
and practice change tied to specific 
outcomes as foundational to this effort 
and will know it’s working through 
measures such as improving readmis-
sion rate and decreasing emergency 
room visits and mortality rate. To sup-
port education and training for its team 
members, PeaceHealth has invested in 
membership to the Center to Advance 
Palliative Care to offer employees 
access to online educational modules,16 toolkits, 
resources and materials, in addition to forming 
collaborative partnerships with national organi-
zations and leaders in the field such as Ariadne 
Labs17 and Respecting Choices.18

PALLIATIVE CARE WITHIN THE PANDEMIC
The sudden and unprecedented increase in seri-
ously ill patients with COVID-19, further com-
pounded with the lack of core palliative care train-
ing and expertise among frontline providers and 
the palliative care workforce shortage, produced 
an immediate challenge.19 PeaceHealth’s invest-
ment in expansion of its palliative care program 
demonstrates that this support is now the stan-
dard expected by patients with serious illness and 
those caring for them. Palliative care has been 
expanding within emergency rooms and ICUs 
and through investment in additional telehealth, 
making it accessible for more people everywhere 
to engage in this service no matter where they live. 
However, COVID-19 has been a source of exhaus-
tion, moral distress and grief; therefore, we also 
are addressing team health to promote resilience 
and prevent burnout.

Furthermore, as we anticipate our programs 
and staffing to increase, we continue to add and 
identify national resources and proactive steps 
palliative care teams can take to promote care-
giver wellness.20 We support each other with cop-
ing strategies such as nurturing physical, mental, 
emotional and spiritual needs; encourage taking 
time away to recover; and to focus on personal 
time. Support is available from employee assis-

tance programs, counselors and spiritual provid-
ers. Daily huddles also provide an outlet to share 
joy and grief while acknowledging contributions, 
accomplishments and shout-outs that reinforce 
team values and healing from laughter. As a team, 
we acknowledge feelings of loss and suffering 
related to specific cases, and we conduct team 
debriefs. Overall, we strive to always foster a high-
trust culture and to be respectful. The practice of 
empathy and showing our human side is essen-
tial. In our culture, it is OK to admit that everyone 

is struggling during a time of high demand and 
seemingly constant change, and we encourage 
communication.

PeaceHealth’s palliative care initiative is more 
than just standardizing best practices: it is a unify-
ing force for a close look at enhancing care. Pal-
liative care is core to PeaceHealth’s commitment 
statement “providing quality and compassion-
ate care, every time, every touch. We care for the 
whole person, acting with kindness, respect and 
providing services that are high-quality, safe and 
patient centered.”

MARIA GATTO is system palliative care 
consultant, PeaceHealth, Vancouver, Washington. 
She works with health care systems in standard–
izing and implementing palliative care programs 
while meeting regulatory requirements.  
BRYAN STEWART is a contributor to this 
article. He is system vice president, home and 
community, PeaceHealth, Vancouver, Washington, 
whose department supports home health, 
hospice, palliative care and home infusion.
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