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Abstract

Workforce shortages, late referrals, and palliative care program resource constraints present significant barriers to
meeting the needs of hospitalized patients facing serious illnesses. The Center to Advance Palliative Care convened
a consensus panel to select criteria by which patients at high risk for unmet palliative care needs can be identified in
advance for a palliative care screening assessment. The consensus panel developed primary and secondary criteria
for two checklists—one to use for screening at the time of admission and one for daily patient rounds. The consensus
panel believes that by implementing a checklist approach to screening patients for unmet palliative care needs,
combined with educational initiatives and other system-change work, hospital staff engaged in day-to-day patient
care can identify a majority of such needs, reserving specialty palliative care services for more complex problems.

of reserving specialty-level palliative care services for problems beyond their capabilities.
Although the need for better basic palliative care skills is
recognized, education alone is unlikely to substantially
change practice patterns.9–10 Ideally, education would be one
component of a more comprehensive systems-change approach.11 Systems-change approaches work to address complex problems by combining evidence-based assessment and
treatment algorithms, checklists of key tasks, quality improvement initiatives, provider and patient education, and
other systematic processes geared to reducing variation in
care. The use of checklists in hospitals is gaining acceptance;
data indicate that the rigorous use of checklists can lead to
quality outcomes, such as reductions in infections and
improved clinical team communication.12–15 Palliative care
programs are experimenting with checklists as a means of
identifying patients most in need of a specialty-level consultation (16). In this approach, a consideration for consultation
is initiated based on disease (metastatic cancer), patient (severe pain), or family (difficulty coping) variables, rather than
using variable thresholds for initiating a consultation among
attending physicians.
The staff and consultants of the Center to Advance Palliative
Care (CAPC) have recognized the gap between what palliative
care teams can provide and the needs of the larger pool of
hospitalized patients with palliative care needs. As a first step
to identify patients in this gap, and with the goal of working

Introduction

T

he need to improve care for patients with serious,
complex, and potentially life- threatening or life-limiting
medical conditions is unquestioned. The new physician,
nursing, and social worker specialties and certification processes of hospice and palliative medicine have emerged to
help meet these needs. Although there has been enormous
expansion of hospital palliative care programs, not all hospitals have palliative care teams, and workforce shortages
combined with tenuous funding may limit the spread and
sustainability of existing programs.1–2
The most prevalent model of palliative care service delivery in acute care hospitals is the consultation service,
designed to provide specialty (aka, secondary or tertiary)
level care for difficult-to-manage symptoms, complex family
dynamics, and challenging care decisions regarding the use
of life-sustaining treatments (Table 1, sidebar).3–8 Ideally,
day-to-day care for seriously ill patients would be managed
through basic (aka, primary) palliative care services, provided by attending physicians, nursing staff, social workers,
chaplains, and other professionals involved with routine
patient care. It is neither sustainable nor desirable that palliative care specialists manage all the palliative care needs of
all seriously ill patients. Thus, there is an urgent need to
improve basic palliative care assessment and treatment skills
among clinicians caring for seriously ill patients, with a goal
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Table 1. Definitions

Primary palliative care
The basic skills and competencies required of all physicians and other health care professionals.3
Secondary palliative care
Specialist clinicians that provide consultation and specialty care.3
Tertiary palliative care
Care provided at tertiary medical centers where specialist knowledge for the most complex cases is researched, taught,
and practiced.3
Systems-based approach
An organized, deliberate approach to the identification, assessment, and management of a complex clinical problem;
may include checklists, treatment algorithms, provider education, quality improvement initiatives, and changes
in delivery and payment models.
Potentially life-limiting or life-threatening condition
Any disease/disorder/condition that is known to be life-limiting (e.g., dementia, COPD, chronic renal failure,
metastatic cancer, cirrhosis, muscular dystrophy, cystic fibrosis) or that has a high chance of leading to death
(e.g., sepsis, multiorgan failure, major trauma, complex congenital heart disease). Medical conditions that are serious,
but for which recovery to baseline function is routine (e.g., community-acquired pneumonia in an otherwise
healthy patient) are not included in this definition.
Goals of care
Physical, social, spiritual, or other patient-centered goals that arise following an informed discussion of the current
disease(s), prognosis, and treatment options.6,22

toward systems-based change, CAPC convened a consensus panel in 2010 to address the following question: What
criteria should be used for hospitals to conduct prospective casefinding, via a checklist, for patients with unmet palliative care
needs?
The consensus panel included representation from a
range of professional disciplines and from academic,
Veterans Health Administration, and community hospital
settings; single hospitals and large health systems; adult and
pediatric programs; and palliative care programs coordinated by both hospice agencies and hospitals (Appendix).
Previous work by this panel has included consensus recommendations for operational, clinical, and customer metrics for palliative care inpatient units and consultation
services, as well as operational standards for hospital palliative care programs.17–20

of the consensus panel members, and then agreed upon several key concepts to guide further deliberation:






Consensus Process
The panel began by reviewing existing palliative care
consultation triggers from the literature and current practices



Using specialty-level palliative care professionals, currently a scarce resource, should be reserved for complex
palliative care problems. Routine palliative care problems should be managed by health professionals involved in day-to-day care of patients in the same
manner that routine cardiac problems are handled by
primary care physicians, rather than cardiologists.
Every hospital (acute care, long-term acute care, specialty) should develop a systematic approach to ensure
that patients at high risk for unmet palliative care needs
are identified and served in a timely manner.
Hospitals should develop a systematic approach to ensure that, upon admission and daily throughout the
hospitalization, identified patients undergo a screening
palliative care assessment by health professionals providing day-to-day care (Table 2).
Hospitals should ensure that specialty-level palliative
care services are available for needs that are unmet

Table 2. Primary Palliative Care Assessment Components
Pain/Symptom Assessment
 Are there distressing physical or psychological symptoms?
Social/Spiritual Assessment
 Are there significant social or spiritual concerns affecting daily life?
Understanding of illness/prognosis and treatment options
 Does the patient/family/surrogate understand the current illness, prognostic trajectory, and treatment options?
Identification of patient-centered goals of care
 What are the goals for care, as identified by the patient/family/surrogate?
 Are treatment options matched to informed patient-centered goals?
 Has the patient participated in an advance care planning process?
 Has the patient completed an advance care planning document?
Transition of care post-discharge
 What are the key considerations for a safe and sustainable transition from one setting to another?
Adapted from: Weissman, DE: Consultation in Palliative Medicine. Archives in Internal Medicine 1997;157:733–737.
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Table 3. Criteria for a Palliative Care Assessment at the Time of Admission
A potentially life-limiting or life-threatening condition and . . .
Primary Criteriaa
 The ‘‘surprise question’’: You would not be surprised if the patient died within 12 months or before adulthood 23–25
 Frequent admissions (e.g., more than one admission for same condition within several months)26–30
 Admission prompted by difficult-to-control physical or psychological symptoms (e.g., moderate-to-severe symptom
intensity for more than 24–48 hours)6, 31
 Complex care requirements (e.g., functional dependency; complex home support for ventilator/antibiotics/feedings)6
 Decline in function, feeding intolerance, or unintended decline in weight (e.g., failure to thrive)6, 31
Secondary Criteriab
 Admission from long-term care facility or medical foster homec
 Elderly patient, cognitively impaired, with acute hip fracture 32–35
 Metastatic or locally advanced incurable cancer36
 Chronic home oxygen usec
 Out-of-hospital cardiac arrest37–38
 Current or past hospice program enrolleec
 Limited social support (e.g., family stress, chronic mental illness)c
 No history of completing an advance care planning discussion/document6, 31
a
Primary Criteria are global indicators that represent the minimum that hospitals should use to screen patients at risk for unmet palliative
care needs.
b
Secondary Criteria are more-specific indicators of a high likelihood of unmet palliative care needs and should be incorporated into a
systems-based approach to patient identification if possible.
c
These indicators are included based on a consensus panel opinion.

despite the best attempts of the health professionals
involved in day-to-day patient care.
The consensus panel determined that identifying patients
with unmet palliative care needs is important both at the
time of admission and during the trajectory of the hospital

course; thus, two checklists were developed. The first is
designed for screening at the time of admission, to identify
patients whose conditions clearly warrant a basic palliative
care assessment (e.g., chronic disease, failure-to-thrive)
(Table 3). The second is designed as a tool for daily rounds
(physician rounds, discharge planning rounds, or any other

Table 4. Criteria for Palliative Care Assessment during Each Hospital Day
A potentially life-limiting or life-threatening condition and . . .
Primary Criteriaa
 The ‘‘surprise question’’: You would not be surprised if the patient died within 12 months or did not live to adulthood1–3
 Difficult-to-control physical or psychological symptoms (e.g., more than one admission for same condition within several
months)6, 31
 Intensive Care Unit length of stay  7 days39–44, c
 Lack of Goals of Care clarity and documentation6, 31
 Disagreements or uncertainty among the patient, staff, and/or family concerning . . .
6, 31
* major medical treatment decisions
6, 31
* resuscitation preferences
6, 31
* use of nonoral feeding or hydration
Secondary Criteriab
 Awaiting, or deemed ineligible for, solid-organ transplantation45–46
 Patient/family/surrogate emotional, spiritual, or relational distress6, 31, 44
 Patient/family/surrogate request for palliative care/hospice servicesc
 Patient is considered a potential candidate, or medical team is considering seeking consultation, for:
47–51
* feeding tube placement
52
* tracheostomy
53
* initiation of renal replacement therapy
54–57
* ethics concerns
d
* LVAD
or AICDe placement58
f
59
* LTAC hospital or medical foster home disposition
60–61
* bone marrow transplantation (high-risk patients)
a
Primary Criteria are global indicators that represent the minimum that hospitals should use to screen patients at risk for unmet palliative
care needs.
b
Secondary Criteria are more-specific indicators of a high likelihood of unmet palliative care needs and should be incorporated into a
systems-based approach to patient identification if possible.
c
These matters are included based on a consensus panel opinion.
d
LVAD ¼ Left ventricular assist device.
e
AICD ¼ Automated implantable cardioverter-defibrillator.
f
LTAC ¼ Long-term acute care hospital.
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daily review of patient status), where evolving patient issues
(e.g., worsening physical symptoms or disagreements regarding treatment options) should trigger the need for a basic
palliative care assessment (Table 4). Since not all hospitals have
pediatricians or pediatric palliative care specialists available,
adult clinicians may be called upon to provide palliative care
for children and their families.21 Thus, while recognizing that
many clinical care issues are different between adult and pediatric patients, the panel decided to develop a single master
list of indicators suitable for both populations.
The starting point for all criteria chosen was the identification of patients with a potentially life-limiting or life-threatening
condition (Table 1). The panel recognized that this term represents a broad construct that is open to variable interpretation.
However, the panel believed that, to capture the spectrum of
palliative care unmet needs, the defining term should be as
inclusive as possible.
Each checklist is divided into primary and secondary criteria
to facilitate ease of implementation. Primary criteria are limited
to the five most-important indicators identified by the consensus panel. They are global in nature (e.g., weight loss) and are to
be used as the minimum expected standard of care. Secondary
criteria are more specific (e.g., waiting for LVAD placement)
and are designed to be used as supplementary criteria for hospitals that have the ability to implement more-comprehensive
systems of patient identification using a longer list of criteria.
Selection of indicators was based on national standards
(e.g., National Quality Forum), research findings (e.g., hip
fracture, dementia), and expert opinion from the consensus
panel. Supporting references are provided for criteria, based
on national standards or research findings, in which the citation directly recommends palliative care assessment or
where a strong inference can be made from research data that
a palliative care assessment is warranted. Of note is that criteria were identified to trigger a basic palliative care assessment by the primary treatment team, not as a trigger for
additional specialty-level palliative care consultations, although they could be applied for that purpose. Many of the
identified criteria also apply to and are easily adapted for use
in long-term care, office, or home-care settings.
Discussion
The panel recognizes that not all clinicians are competent to
complete a basic palliative care assessment, or to respond
effectively to palliative care needs once such needs are identified. Application of a systems-based approach to patient
identification proposed here, combined with complementary
educational initiatives tied to credentialling processes, will
help improve clinicians’ knowledge and skills in basic palliative care. Provider and staff education and checklist implementation are inseparable; both are required to increase
access to palliative care services.
As with all quality improvement efforts, attitudinal and
logistical barriers to implementation will be significant. In
particular, we expect that some clinicians will question the
perceived value of palliative care assessments and resist the
burden of adopting a new clinical checklist. Health care professionals are urged to review the methods by which others
have successfully implemented checklists into routine care.12–15
The development and spread of specialty-level palliative
care programs in hospitals over the past 10 years has been
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heartening, outstripping the capacity of many teams to meet
the demand for their services. Palliative care clinical competencies are basic skills for all clinical staff, hence the need to
better equip health professionals to provide standardized and
evidence-based primary palliative care services, reserving
specialists for truly difficult problems. A first step in this
process is to develop standards for identifying patients at risk
for unmet palliative care needs.
The criteria identified in this report should be viewed as a
starting point for discussion within hospitals: Are these the
right criteria for our patient population? What workflow and
medical record systems can efficiently support optimal and routine
patient identification? How will we support all clinicians in providing basic palliative care services? How will palliative care be
made part of the hospital culture across settings of care? How do we
decide, in a timely way, which patients need specialty-level palliative care services, and then ensure that they receive those services?
The Center to Advance Palliative Care is committed to helping health professionals and organizations address these
questions, and to supporting their efforts to improve palliative care for all patients.
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