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In the inaugural issue of the Journal of Hospital Medi-
cine, Diane Meier made a strong case for palliative
care in hospitals1 and I advocated for a close partner-
ship between hospital medicine and palliative care.2

Over the past decade, hospital medicine and palliative
care have grown up together, like fraternal twins,
driven by similar demographic trends and imperatives
to improve value. In the early going, each sibling
played to its strengths: hospital medicine to quality and
palliative care to the patient experience. Today, with
patient satisfaction a key metric for reimbursement,
hospital medicine is focusing on patient experience and
may learn from palliative care. Similarly, as palliative
care has matured as a field, palliative care teams are
being asked to demonstrate quality and may learn
much from working with hospital medicine.

Increasingly, palliative care teams are focusing on
quality improvement (QI) and collecting the data nec-
essary to drive it.3 In fact, there is sufficient interest in
QI that 2 Web-based, nationally available databases
for collecting outcome data in palliative care have
been established, the Palliative Care Quality Network
(PCQN; www.pcqn.org) and the Quality Data Collec-
tion Tool (qdact; www.qdact.org).4 Both systems have
created standardized datasets that include patient-level
outcomes that palliative care teams collect for every
patient and Web-based databases to store the data
and produce reports. The data and reports allow palli-
ative care teams to benchmark patient-level outcomes
to other palliative care teams, identify best practices,
and drive QI. The PCQN, for example, offers inten-
sive education in QI, ongoing QI collaboratives with
monthly conference calls, and in-person conferences
to help palliative care teams engage in QI.5

Although palliative care teams are engaging in QI,
there is also the recognition that their efforts effect only
those patients referred to their service and that they can-
not meet all the need for palliative care in the hospital.
Most palliative care teams are struggling to cope with
the volume of consults, yet estimate that they are seeing

fewer than half the patients who need to be seen.6 True
quality will require not only that palliative care teams
improve the care they provide, but that each hospital
and healthcare system adopt a population-based
approach to addressing palliative care needs. We will
need to implement methods for identifying all patients
with palliative care needs, not just the ones referred to
palliative care teams, and create systems to meet those
needs. Hospitalists and hospital medicine are critical
partners in the effort to improve quality for the popula-
tion of people with serious illness.

An essential aspect of this population-based approach
is recognizing that although some patients will have pal-
liative care needs best addressed by a palliative care
team of experts, others will have palliative care needs
that can be met well by hospitalists, nurses, social work-
ers, and chaplains who have the necessary skills to pro-
vide what has been called primary palliative care.7

Working together, hospitalists and palliative care teams
must develop screening tools integrated within the elec-
tronic health record (EHR) to identify patients with pal-
liative care needs such as for completing an advance
directive or pain management.8 The Society of Hospital
Medicine (SHM) has supported similar efforts focused
on venous thromboembolism prophylaxis and transi-
tions of care. Identifying palliative care issues proac-
tively will ensure that they are not overlooked. In
addition, there must be a system to address those needs.
Hospitalists will play a key role in addressing primary
palliative care needs. Many hospitalists through study,
practice, and focus will develop expertise beyond pri-
mary palliative care and be able to address more com-
plex patient needs. Our professional society, the SHM,
could collaborate with the American Academy of Hos-
pice and Palliative Medicine to develop a formal recog-
nition for hospitalists who demonstrate skill and focus
in palliative care as a way to ensure expertise, expand
the cadre of physicians with palliative care skills, and
encourage hospitalists to adopt this focus.

Finally, we will need to implement systems to col-
lect key data on palliative care outcomes for all
patients. For example, within the EHR we must be
able to easily locate a goals of care discussion and its
outcome as well as an advance directive. Furthermore,
we should work to establish statewide and even
national repositories of advance directives so that they
are available when needed. Currently the PCQN and
qdact collect such data on advance care planning and
completion of advance directives, and can assess their
impact on key patient outcomes. These organizations
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can collaborate on the solutions for measuring pallia-
tive care outcomes across a population. As an exam-
ple, our palliative care team at UCSF is using PCQN
data to drive a QI project focused on increasing the
completion of Physician Orders for Life-Sustaining
Treatment forms for people seen by the palliative care
team who are discharged and whose code status is
anything other than full code. Our hospitalist group
will adopt this QI project in the coming year based on
recognition of its success and importance to the
broader population of patients cared for by hospital-
ists. Such partnerships at the local and national level
can improve quality in many dimensions of care
including pain management and transitions. Address-
ing population-based palliative care needs through a
partnership between palliative care and hospital medi-
cine will also allow us to answer many questions
about the demographics of palliative care needs, the
impact of various interventions for addressing needs
on patient outcomes, and which patients need expert
level palliative care among others.

Ten years ago I wrote that hospitalists and pallia-
tive care were a partnership for hope. Growing recog-
nition of the benefits of palliative care, rising patient
demand for palliative care, and an increasing focus on

QI are quickly outstripping the ability of palliative
care teams to provide that care on their own. To
achieve the best patient care, that partnership must be
more than hope. It must be a reality.
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