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FROM THE DESK OF PATRICIA A. COSTANTE

Welcome to the Summer issue of MDAdvisor, which is entirely dedicated to the 

topic of palliative care. 

As we’re all aware, the population is aging rapidly. People are living with 

chronic, progressive illnesses, and much of their care occurs outside hospitals. 

In New Jersey, patients near the end of life are treated with more aggressive 

medical care than in any other state, and yet there is little evidence that readily 

demonstrates whether medical outcomes are improved. 

The Editorial Board decided to take a look at what is happening in  

palliative care services in New Jersey and across the nation, and to  

define how exactly palliative care differs from hospice care. As you  

will read in this issue, there are some groundbreaking programs  

being offered in this specialty, many of them here in New Jersey. 

There are also many areas where we as healthcare providers 

can improve upon the way we have conversations with  

our patients who have long-term chronic and  

terminal illnesses. 

I wish to thank all of the authors  

included in this issue who took the  

time to share their expertise on and  

insights into this important topic,  

and I hope to continue the  

conversation in future issues  

of MDAdvisor.

Sincerely,

Chairman & CEO 

MDAdvantage Insurance Company  

MDADVISOR 1
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New Jersey health leaders are committed to supporting 
residents in living as full a life as possible, even near 
the end of life, on their own terms. The Department of 

Health is working with our partners to ensure tools are available 
and unique care opportunities exist to support residents and 
their families during the end stages of life. The Department’s 
goal is to ensure that patients’ values, beliefs and goals for 
care are discussed with health providers, mutually agreed to 
and reduced to a medical order, known as the Practitioner 
Orders for Life-Sustaining Treatment (POLST).

In March, the Department joined with the New Jersey 
Hospital Association (NJHA) to announce a new electronic 
version of the POLST. Previously, the POLST was presented on 
a hard-copy, paper form that patients completed in consultation 
with their physicians or advance practice nurses; it was then 
stored with either their health providers or in an accessible 
location so it could be retrieved if needed. Electronic POLST 
enables access to an online form—via a secure website and 
mobile devices—so a patient and physician or advance  
practice nurse can detail the individual’s goals of care and 
medical preferences when facing a life-limiting illness. The 
electronic POLST can be modified or revoked at any time by 
the patient, allowing patients to adjust their choices. The 
electronic POLST was designed to integrate seamlessly with 
patients’ current electronic medical records, and it currently 
is being pilot tested in three hospitals.

Electronic POLST provides patients with an easy-to-use, 
secure way to upload the form to a statewide registry and 
then gain access anytime, anywhere, through a smartphone 
or tablet. Healthcare providers can check the statewide  

repository of electronic POLST forms to make sure every  
individual’s healthcare preferences are being honored, even 
if the patient is incapacitated or the paper form is not available. 
This gives healthcare providers a streamlined way of locating 
a patient’s POLST, even in times of emergency. 

The Department hopes that by making the electronic 
POLST form easily accessible, more patients will share their 
wishes with their physician or advance practice nurse and that 
the shared healthcare decisions will be memorialized in the 
electronic POLST. 

The POLST form is designed for seriously ill patients or 
those who are medically frail with a limited life expectancy. It 
is organized to serve as a template or script for difficult end-
of-life discussions, beginning with ensuring that a person’s 
prognosis is understood to realizing end-of-life goals with a 
treatment plan that addresses a patient’s physical needs and 
care objectives, while respecting the patient’s values and  
beliefs. The healthcare provider will have an open discussion 
with the patient, providing the patient with an opportunity to 
talk about choices by asking the patient open-ended  
questions, such as “Even though you are stable now, I want to 
speak openly with you about your desires for care now so I 
can best help you by understanding your wishes. How do you 
imagine spending your last months, weeks and days?” 
Through this conversation, the practitioner can determine 
whether the patient’s goal centers on living long enough to 
attend a family event, such as a wedding, or if the goal is fo-
cused on quality of life, such as living without pain. It is  
critical for these discussions to occur so those with a limited 
life expectancy are able to live according to their wishes.

Giving Residents  
the OPPORTUNITY to

LIVE a FULL LIFE
to the End

By Commissioner Cathleen D. Bennett



Giving Residents  
the OPPORTUNITY to

LIVE a FULL LIFE

Palliative care and hospice care can help residents manage 
the pain and discomfort that come with a terminal illness. 
Palliative services, integrated with curative treatments, are 
offered after the onset of a serious illness, often when life  
expectancy is 12–18 months. These programs are often a 
stepping stone to hospice care when the patient becomes 
terminally ill with a life expectancy of six months or less and 
curative treatments are withdrawn. New Jersey’s palliative 

and hospice programs provide compassionate, supportive 
care to ease the suffering of those who are ill and to offer 
comfort to families. Both are an important part of the health-
care continuum that are often underutilized.

The Department and the NJHA chose to debut the electron-
ic POLST recently at one of New Jersey’s hospice providers—
Holy Name’s Villa Marie Claire in Saddle River. During a tour 
of the stand-alone hospice facility, I saw the emphasis that 

Palliative and hospice care can help residents 
manage the pain and discomfort that comes 

with a terminal illness.
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was placed on making sure that patients who are near the end 
of life continue to live on their terms in a way that makes them 
most comfortable. Holy Name CEO Michael Maron talked 
about how Villa Marie Claire is making patients feel at home by 
having communal settings where they can dine with family and 
friends, by allowing them to keep pets with them and by hav-
ing rooms available for loved ones to stay the night. This set-
ting allows patients to receive the palliative and hospice care 
they need, while still experiencing the joys of everyday life.

I also had the opportunity to visit The Samaritan Center at 
Voorhees, which is the only free-standing hospice center  
in southern New Jersey. The facility is designed to allow  
residents to live out their final days with dignity and tranquility. 
Patients have private rooms that overlook gardens, and they 
have access to meditation and counseling rooms. The facility 
is designed for comfortable family dining and with common  
areas to share time with loved ones. Additionally, it allows for 
outpatient palliative care.

In addition to these exceptional facilities, residents have 
access to hospice programs around the state. Unfortunately, the 
Department often hears from hospice leaders that many indi-
viduals wait too long before considering hospice and pass 
before they can be admitted and benefit from this import-
ant care.

The Department is working with the New Jersey Advisory 
Council on End-of-Life Care, which is comprised of policymak-
ers and healthcare practitioners with expertise in caring for 
those with terminal illnesses, to promote quality end-of-life 
care in our State. The Council is developing a variety of policy 
and program recommendations. The Council is also examin-

ing how critical information can be shared with the public so 
New Jersey residents can have thoughtful conversations and 
make informed decisions about how they want to live life to 
the end. 

As healthcare leaders, we know that a more intense level 
of medical care is not the answer when no further curative 
treatments are available. We also know that more care—in-
cluding more procedures, more visits with specialists or lon-
ger stays in the hospital—doesn’t always correlate with a 
better outcome for the patient. With that in mind, it is critical 
that we have frank, timely conversations with patients, giv-
ing them the opportunity to express their healthcare deci-
sions and their wishes for how they want to live to the end. I 
urge you to join me in initiating these discussions and edu-
cating patients about advanced care planning. Tools such as  
advanced directives, POLST and electronic POLST can serve 
as a resource to you and your patients—they allow preferenc-
es to be clearly stated in a consistent way. Although it can be 
uncomfortable to discuss end-of-life care, patients look to 
you as their physicians and advance practice nurses to begin 
the conversation so they can share their wishes for their care.  

The Department’s website at www.nj.gov/health/ 
advancedirective has resources available for your patients, 
including more information on POLST, advance directive 
forms, educational materials, toolkits and links to websites 
with additional information on hospice and palliative care.

Cathleen D. Bennett is the Commissioner of the New Jersey 
Department of Health.



MDADVISOR 7

By Donald L. Pendley, MA, CAE, CFRE, APR

PALLIATIVE
CARE

The Growth of

CME



MDADVISOR  |  Summer 20178

In order to obtain AMA PRA Category 1 Credit™, participants are 
required to:

1. Review the CME information along with the learning 
objectives at the beginning of the CME article. Determine if 
these objectives match your individual learning needs. If so, 
read the article carefully.

2. The post-test questions have been designed to provide a 
useful link between the CME article and your everyday 
practice. Read each question, choose the correct answer 
and record your answers on the registration form.

3. Complete the evaluation portion of the Registration and 
Evaluation Form. Forms and tests cannot be processed if the 
evaluation section is incomplete.

4. Send the Registration and Evaluation Form to: 
 MDAdvisor CME Dept 
 c/o MDAdvantage Insurance Company 
 100 Franklin Corner Rd 
 Lawrenceville, NJ 08648 
 Or Fax to: 978-367-9148

5. Retain a copy of your test answers. Your answer sheet will be 
graded, and if a passing score of 70% or more is achieved, a 
CME certificate awarding AMA PRA Category 1 Credit™ and 
the test answer key will be mailed to you within 4 weeks. 
Individuals who fail to attain a passing score will be notified 
and offered the opportunity to reread the article and take 
the test again.

6. Mail the Registration and Evaluation Form on or before the 
deadline, which is August 1, 2018. Forms received after that 
date will not be processed.

Author: Donald L. Pendley, MA, CAE, CFRE, APR (Director of 
Hospice & Palliative Care, Home Care & Hospice Association of 
New Jersey)

Accreditation Statement: HRET is accredited by the Medical 
Society of New Jersey to provide continuing medical education 
for physicians. This activity has been planned and implemented 
in accordance with the accreditation requirements and policies 
of the Medical Society of New Jersey (MSNJ) and through the 
Joint Providership of Health Research Education and Trust of 
New Jersey (HRET) and MDAdvantage. HRET is accredited by 
the Medical Society of New Jersey to provide continuing medical 
education for physicians.

AMA Credit Designation Statement: HRET designates this 
enduring activity for 1.0 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of 
their participation in the activity.

Disclosure: The content of this activity does not relate to any 
product of a commercial interest as defined by the ACCME;  
therefore, there are no relevant financial relationships to disclose. 
No commercial funding has been accepted for the activity.

Learning Objectives: At the conclusion of this activity, participants will be able to do 
the following:

Compare and contrast palliative care and hospice care

Describe the benefits of palliative care

Discuss the obstacles of expanding palliative care

Describe methods for determining a patient’s appropriateness 
for participation in a palliative care program

 1

 2

 3

 4

Bette Davis said it best: 
“Getting old is not for sissies.”1

Serious illness and dying—frequent companions of getting 
old—certainly do require great courage. Perhaps this is 
why our patients tend not to seek out information 

about those topics. And because many physicians are trained 
to focus on fighting and curing disease, they may give only 
passing attention to the emotional, psychological, spiritual, 
social and symptom needs of the person before them.

The stressors involved in the process of aging are many—
denial, logistics and finances, to name a few. Unfortunately, 
the medical community frequently adds to the list by focusing 
only on illness and curative treatments. As the illness turns 
serious, the options are further limited to two: palliative care 
or hospice. At this point in the treatment continuum, it is  
important to understand the similarities, differences and  
appropriateness of these choices at various stages in the  
disease process.

PALLIATIVE CARE VS. HOSPICE CARE 
Palliative care and hospice are sister practices. Both seek to 
comfort the seriously ill person. Both use many of the same 
techniques. Hospice is, in fact, a form of palliative care. In the 

MDADVISOR  |  Summer 20178
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United States, hospice is defined in federal and state law as 
palliative care for terminally ill persons with a limited life  
expectancy, often six months or less. Palliative care, in contrast, 
is appropriate at any stage in the disease process but is most 
often called for with seriously ill patients whose life expectan-
cy might be a year or two.

Palliative care and hospice care have many practices in 
common, including these:

• Both call on plans of care that incorporate the wishes of 
the patients and families.

• Both engage caregivers beyond physicians and nurses, 
such as social workers and spiritual caregivers. 

• Both involve a range of caregivers in case review and 
goal modification.

However, despite the similarities, in the United States, the two 
protocols are usually identified with different caregiving teams. 
Palliative care is largely a hospital-based, consultative  
service, closely directed by a physician with support from a 
multidisciplinary team of professionals, and its expense is 
often cobbled together from a variety of sources. Hospice 
care, on the other hand, is largely delivered by professional 
caregivers wherever the person lives (mostly private homes 
and nursing homes) and is paid, almost always, by the  
Medicare Hospice Benefit or other insurance. Hospice is 

largely nurse-driven, with the physician playing the role of 
certifier, prescriber, educator and mentor to the team.

Both entities show considerable variety in practice with 
hospice largely defined by regulation and palliative care  
flavored more by the style, knowledge and resources of the 
directing physician. Without meaning to stereotype either 
constituency, a grid comparing hospice and palliative care 
might look like the one presented in Table 1.

Table 1. Palliative Care Compared to Hospice Care
COMPONENT PALLIATIVE CARE HOSPICE

Overall direction Physician-driven Nurse-driven

Delivery process Usually consultative with the patient’s attending 
physician

Bedside, with consults by the patient’s attending 
physician (should he/she choose to follow)

Eligibility & timing After the onset of serious illness (chronic, curable 
and/or life-threatening), often when life 
expectancy is 12–24 months

When the patient becomes terminally ill with a 
life expectancy of six months or less

Contact location Usually physician’s office or hospital, although 
increasingly in home settings and nursing homes

Where the patient lives, typically in private homes 
or nursing homes, but sometimes in hospice 
inpatient units or “hospice houses”

Team members Physician and nurse (often APN), with social 
worker and spiritual caregivers involved, others 
as needed

Physician and nurse (usually RN/LPN), social 
worker, chaplain, home health aide, volunteers, 
consulting pharmacist, others as needed

Family engagement Family meetings Family meetings and informal contact during 
visits to patient’s home 

Integration with 
curative treatment

Most often Not permitted (although some current 
demonstration projects may change this)

Billing Done individually by the professional Billed by the hospice agency

Coverage Insurers generally cover, although specifics may 
vary; drugs in particular may not be covered

Hospice visits, most medications and equipment 
related to the terminal illness are covered

Palliative Care: An approach to clinical management 
that improves the quality of life of patients—and their 
families—facing problems associated with life-threatening 
illness; this includes relieving suffering by establishing  
appropriate goals of care, identifying and treating  
disabling symptoms and attending to relevant psychosocial 
and spiritual issues.

Hospice Care: A type of care that focuses on palliation 
of a terminally ill patient’s discomfort by attending to 
issues of pain control and emotional and spiritual needs.

CME
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BENEFITS OF PALLIATIVE CARE 
Palliative care adds many benefits to the patient continuum. 
These benefits certainly contribute to the fact that palliative 
care is on the upswing. 

A Stepping Stone
Palliative care can accustom the patient and family to having 
care provided in the home (rather than in the hospital or  
physician’s office) and to having direct family involvement in 
caregiving—especially important in times of crisis for avoiding 
trips to the emergency department and/or hospital readmission. 
This introduction of home healthcare takes on special meaning 
when one considers that although most people want to die in 
the familiar surroundings of their own homes, 75 percent 
of Americans, nonetheless, die in healthcare facilities of one 
kind or another, usually hospitals or nursing homes.2 

Palliative care can also be a valuable asset when the  
patient, family or physician is reluctant to use the word “hospice” 
or even to talk about end-of-life or advance care planning. A 
stepping stone into palliative care for a few weeks or months 
can often be a useful segue to the home-based focus on  
comfort that hospice maximizes.

Continued Curative Care
Many palliative care patients appreciate the fact that, unlike 
with hospice, curative treatment can continue. (Although several 
experimental models are now exploring whether hospice use 
would grow if patients didn’t have to forego curative treatment 
while in hospice, at the present time, this distinction is a major 
difference between choosing palliative or hospice care.)

Patient/Family Satisfaction
Palliative care often brings a high level of patient/family  

satisfaction. There are many reasons for this: the lower stress 
of being in one’s own home; longer and more relaxed visits 
with caregiving professionals; more communication between 
professionals, patients and families than is usually found 
during strictly curative treatment; more attention to the 
needs and wants of the entire family; and the attention to the 
patient’s emotional, psychological and spiritual needs. 

OBSTACLES TO EXPANDING PALLIATIVE CARE
With all these advantages in the use of palliative care, it is  
reasonable to wonder why its use hasn’t expanded in tandem 
with the growth in hospice care, which now benefits more 
than 40 percent of Medicare decedents.3 Several factors  
include funding, physician concerns, lack of public awareness 
and the difficulties of delivery of services in home-based care.   

Funding
Although hospice pioneers made several compromises with  
legislators in developing the original Medicare Hospice Benefit 
in the early 1980s (such as its use only with patients who have 
a life expectancy of less than six months), the resulting  
program was reasonably well defined and adequately funded. 
This encouraged an influx of providers and after a significant 
rate increase in 1989, even greater growth.

On the other hand, palliative care, at present, has no such 
global reimbursement stream, making it a challenge  
to establish and sustain programs at hospitals, physician 
partnerships and other settings. Palliative care is a “high-
touch” practice. There is misalignment between the clinical 
and financial incentives in funding palliative care—the time 
limitations of fee-for-service funding clashes with the time 
needed for meaningful communication among the palliative 
care provider, patient and family. 

Teams may look at 
several factors in 

deciding a patient’s 
appropriateness. Some 

use the Karnofsky 
Performance Scale or 

the Eastern Cooperative 
Oncology Group (ECOG) 

performance status; 
others use activities of 

daily living (ADLs).
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Further complicating funding is the fact that the use of  
social workers and chaplains in palliative care usually does 
not bring in additional revenue from reimbursement sources. 
Instead, social workers are often part-time or “borrowed” 
from a hospital, and chaplains are drawn from the communi-
ty as volunteers—both subject to the caregiver’s availability 
at a time of patient/family need.

Physicians’ Concerns
An additional obstacle to the expansion of palliative care 
comes from physicians themselves. A poll in 2011 by National 
Journal and The Regence Foundation found that 42 percent of 
polled physicians had a concern that introducing palliative 
care could interfere with therapy directed at extending life as 
long as possible. “Inadequate patient resources” was cited as 
a concern by 78 percent of polled physicians, perceived lack of 
reimbursement was cited by 82 percent and “shortage of  
palliative care physicians and services” was raised by 78 percent.4

Lack of Public Awareness 
Lack of public awareness about palliative care discourages its 
use. A Center to Advance Palliative Care (CAPC) poll with Public 
Opinion Research in 2011 found that three-fourths of the 
sample had never heard of palliative care.5

Delivery of Services in Home-Based Care
Home-based palliative care providers find additional barriers 
to effective delivery of services. Medical records may not be 
as readily accessible. Physician referrals and payor authoriza-
tions may slow the start of service. Time may also prove a  
challenge—appointment schedules, travel time, on-call  
service and visit frequency, for example.

One of the greatest difficulties in the home setting may be 
distinguishing between the need for pain management and 
for true palliative care, given the increasing concern in our 
society regarding opioid abuse and diversion. Communicating 
the value of palliative care will need to emphasize that it is 
not (and is, in fact, far more than) pain management, even 
though many people seeking palliative care would do so out 
of pain management concerns.

OVERCOMING OBSTACLES
Despite these obstacles, palliative care continues to gain 
ground. The Center to Advance Palliative Care notes that 90 
percent of hospitals with at least 300 beds have palliative care 
programs. CAPC gives New Jersey an “A” in palliative care, 
with an overall approval score of 91.2 on its scale of 100.6 

This rating has been achieved through a variety of creative 
avenues. Although most funding of palliative care is still done 
through the professional providing services, particularly  
physicians and advance practice nurses (APNs) through Medi-
care Part B and private insurers, alternative payment models 

are beginning to benefit palliative care. Overall movement 
away from fee-for-service reimbursement structures can ac-
commodate a bit more funding for the added time palliative 
care teams need with patients and families.

The growth of accountable care organizations (ACOs) in 
recent years has also helped with funding. Through ACOs, 
hospital-and system-based palliative care programs can call 
upon the varied resources found elsewhere in their parent 
organizations on a case-by-case basis. 

While facing funding challenges, prospective administrators 
have a range of organizational models available for palliative 
care programs, and each can impact program viability. A few 
are the following:

• Individual practice provider
• Palliative medicine provider group
• Hospital-based
• Home health-based
• Hospice-based
• Payor-provided

In some of these settings, fledgling palliative care programs 
can be launched through foundation grants. (History shows, 
however, that these programs often fade away quickly when 
the foundation funding ends if sufficient effort has not been 
made for post-grant maintenance.)

Programs have also contracted with third-party payors 
and sought support from hospitals and facilities to help make 
ends meet. Palliative care is especially attractive to private 
payors because it tends to enhance family satisfaction,  
prevent medical crisis and deter emergency department  
visits and hospital readmissions.

Increased attention of policymakers to patient wellness 
has also benefitted palliative programs. The focus of palliative 
care on restoring and sustaining health is known to deter  
depression, anxiety and other psychological maladies that 
clearly affect wellness and a person’s willingness to actively 
engage in restorative behavior. 

And finally, correct determination of a patient’s appropri-
ateness for participation in a palliative care program is key to 
overcoming obstacles. In curative treatment, the trigger is 
obvious: a curable disease. In hospice, it is often clear as well: 
a terminal illness and a life expectancy of six months or less 
(although prognostication remains inexact, especially for 
non-cancer diagnoses). However, in palliative care a multi-
plicity of triggers may indicate the appropriateness of a per-
son for palliative care.

Teams may look at several factors in deciding a patient’s 
appropriateness. Some use the Karnofsky Performance Scale 
or the Eastern Cooperative Oncology Group (ECOG) perfor-
mance status; others use activities of daily living (ADLs). Some 
turn to the hospice question, “Would you be surprised if your 
patient died within the next six months?” and expand the time

CME



MDADVISOR  |  Summer 201712

frame to a survival duration that is indeterminate. The Journal 
of Palliative Medicine identifies six more factors7:

• Poorly controlled physical or emotional symptoms
• Frequent visits to the emergency department; admission 

to hospital or emergency department from a nursing home
• One or more hospital admissions within 30 days
• Prolonged hospitalization
• Prolonged intensive care unit (ICU) stay
• Unclear or unrealistic goals of care in curative treatment

Correctly assessing a patient for palliative care is key to building 
a foundation that will withstand the other obstacles that 
threaten to undermine a palliative care program. 

All these positives, negatives and possibilities mean that 
anyone looking to start a palliative care service should  
carefully assess risk factors. They are typically higher for  
palliative care programs than for community-based hospices, 
because the length of stay in palliative care is often longer 
than in hospice, long-term funding is less reliable and the 
field is less defined by regulation (requiring more risk man-
agement). Further, palliative care should have specific quali-
ty-of-life goals, and care planning to achieve those goals can 
often be trickier than in curative treatment or even in hos-
pice, where a patient’s decline is fairly predictable.

CONTINUED GROWTH
Despite the obstacles and risks, the use of palliative care  
continues to grow, for many reasons. One reason, unquestionably, 
is increasing inclusion of palliative care in medical school  
curricula. Further support comes from rotations in palliative 
care and hospice, continuing medical education (CME) and 
other training such as the End-of-Life Nursing Education Con-
sortium (ELNEC) programs and adoption of Practitioner Orders 
for Life-Sustaining Treatment (POLST) forms by entire states and 
healthcare systems.

One of the many areas in which palliative care shines is in 
advance care planning and assistance in guiding families in 
end-of-life care decisions. Raising the issue of advance directives 
in a physician’s office or hospital, where everything and  
everyone are rushed, can be traumatic in itself. Care planning 
decisions by patients and families require time, such as that 
found in communication with patients and families with  
palliative care, and evolves more naturally in that setting, 
which focuses on care of the whole person.

Home-based providers, although enthusiastic supporters 
of advance care planning, are also starting to look at home-
based palliative care, incorporating home visits more  
frequently into the overall palliative care plan. Usually billed 
under a home health benefit, accrediting organizations are 
now providing certification for community-based palliative 
care as an alternative to the hospital-based consultative  
services found more commonly now. Home-based palliative 
care would surely be a boon for patients who find it difficult to 

make office visits or who need more time than an office visit 
can provide. Ideally, home care and hospice providers will 
lead the way in the development of home-based palliative 
care, given their experience in providing care in such settings.

MOVING FORWARD
Unquestionably, palliative care services are moving toward 
further growth for many reasons:

• Patients and families appreciate the goal-setting that  
underlies palliative care, in that it clarifies expectations 
and gives a different type of hope to many.

• Younger physicians are being trained more often in  
alternative forms of treatment than their predecessors 
and in communication and shared goal-setting with  
patients and families.

• Palliative care enhances the status of the non-physicians 
on the caregiving team and gives them a more active role 
in outcomes, improving staff morale.

• Hospitals are seeking to reduce readmissions—a top goal 
of palliative care.

• Healthcare systems are looking to reduce costs, a well- 
established benefit of palliative care.

All those touched by healthcare—patients and professionals 
alike—are looking at quality-of-life issues. Perhaps more than 
any other medical specialty, this is what palliative care and 
hospice focus on. Certainly, better understanding of the field 
by medical professionals and the general population will help 
support the growth of palliative care programs and thus im-
prove the quality of life for our seriously ill patients.

Donald L. Pendley, MA, CAE, CFRE, APR, is Director of Hospice 
and Palliative Care at the Home Care & Hospice Association 
of New Jersey.
1. Quotable Quotes. (n.d.). Goodreads. www.goodreads.com/quotes/544814-get-

ting-old-is-not-for-sissies.
2. Centers for Disease Control and Prevention, National Center for Health Statis-

tics. (2008). Worktable 309. Deaths by place of death, age, race, and sex: United 
States, 2005. National Vitas Statistics System, Mortality. www.cdc.gov/nchs/data/
dvs/Mortfinal2005_worktable_309.pdf.

3. CMS, Center for Medicare. (2014). Annual hospice decedents as a percentage of 
all Medicare decedents, CY 2007 – 2012. www.cms.gov/Medicare/Medicare-Fee-
for-Service-Payment/Hospice/Downloads/March-2014-NHPCO-Slides.pdf.

4. The Regence Foundation, & National Journal. (2011). Living well at the end of life 
poll – Topline results: Sample of 500 board-certified physicians. http://syndication.
nationaljournal.com/communications/NationalJournalRegenceDoctorsToplines.pdf.

5. Center to Advance Palliative Care. (2011). Public opinion research on palliative 
care: A report based on research by public opinion strategies. https://media.capc.
org/filer_public/18/ab/18ab708c-f835-4380-921d-fbf729702e36/2011-public-
opinion-research-on-palliative-care.pdf. 

6. Center to Advance Palliative Care, & National Palliative Care Research Center. 
(2017). America’s care of serious illness: 2015 state-by-state report on access to 
palliative care in our nation’s hospitals. https://reportcard.capc.org.

7. Weissman, D. E., & Meier, D. E. (2011). Identifying patients in need of a palliative 
care assessment in the hospital setting. Journal of Palliative Medicine, 14(1), 17–23. 
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THE GROWTH OF PALLIATIVE CARE 

CME EXAMINATION
Deadline August 1, 2018

CME

 1  Hospice is a form of palliative care.
a) True
b) False

 2  Both hospice and palliative care involve a range of caregivers in case review and goal modification.
a) True
b) False

 3  Palliative care and hospice are both paid, most often, by Medicare.
a) True
b) False

4   Identify the differences between palliative care and hospice care by choosing all answers that correctly complete this  
sentence: Unlike hospice care, palliative care (choose all correct answers): 

a) is physician, rather than nurse, driven
b) is offered to patients with a life expectancy of less than six months
c) is typically administered in private homes or nursing homes
d) allows integration with curative treatments
e) is billed by the palliative agency

 5  Once a patient enters a palliative care program, he or she may no longer choose to enter into hospice at a later date.
a) True
b) False

 6   Family and patient satisfaction with palliative care is generally high due to increased attention to the following  
patient needs (choose all correct answers):

a) Emotional needs
b) Psychological needs
c) Spiritual needs
d) Financial needs
e) All of the above

 7  Obstacles to expanding palliative care include the following (choose all correct answers):
a) Funding
b) Government interference
c) Lack of public awareness
d) Difficulties of home-based care
e) All of the above

 8  A patient’s appropriateness for participation in a palliative care program include all of the following:
a) Poorly controlled physical or emotional symptoms
b) Prolonged hospitalization
c) Frequent visits to the emergency department
d) Prolonged ICU stay
e) All of the above

 9  For these reasons, palliative care programs carry more risk factors than hospice programs (choose all correct answers):
a) The length of stay is longer
b) Long-term funding is unreliable
c) The field is less defined by regulation
d) All of the above
e) None of the above

10   Palliative care enhances the status of the non-physicians on the caregiving team and gives them a more active  
role in outcomes.

a) True
b) False
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FACILITATED 
NATURAL DEATH: 

An Approach 
to Death with 
Dignity

By Alan J. Lippman, MD
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As of November 2016, six states, via legislation or court de-
cision, permit physician aid in dying. Twenty other jurisdictions, 
including New Jersey, currently are considering such action.1 
Since the enactment of Oregon’s Death with Dignity Act in 
1997, the pace of allowing terminally ill adults to obtain and 
use prescriptions from their physicians for self-administered, 
lethal doses of medications has accelerated. Despite this, the 
concept of physician-assisted dying remains controversial—if 
not vehemently opposed to—among many members of the 
medical profession. Nevertheless, in view of what appears to 
be society’s changing perspective on aid in dying, I believe it 
is time to reexamine the health community’s attitude toward 
and role in facilitating a terminally ill patient’s inevitable and 
sometimes inordinately distressful passing. 

SOCIETY’S CHANGING ATTITUDE
The American Medical Association (AMA) has long opposed phy-
sician-assisted suicide, declaring that the concept is “funda-
mentally incompatible with the physician’s role as healer.”2 

However, a survey in 2014 revealed that a majority (54 per-
cent) of American doctors support the concept of aid in dy-
ing, and the AMA’s Council on Ethical and Judicial Affairs is 
currently reconsidering whether to revise its established 
policy.3

Historically, American society has regarded suicide as a 
crime, regardless of the circumstances under which it may be 
carried out. A physician’s action to prescribe lethal medication, 
even at the request of a competent, terminally ill patient, has 
traditionally been regarded as aiding or encouraging suicide. 
However, as the attitude of society and of physicians appears 
to be evolving, some believe a reexamination of the concept 
of physician aid in dying is warranted.

WORDS MATTER
Suicide, the act of killing oneself on purpose, connotes a  
deliberate act of self-destruction, most frequently involving 
an individual who does not have a terminal illness. In fact, 
one typically encounters the term, as applied in the media 
(e.g., “suicide bomber”), to describe militaristic or terroristic 
strategies that have nothing to do with clinical medicine. The 
word suicide hinders our understanding and appreciation of 
circumstances in which a terminally ill person may wish to 
choose death over continued existence in an intolerable 
physical or emotional state. 

Rather than refer to “physician-assisted suicide,” it is here 
proposed that the concept of “aid in dying” be preferably re-
garded as a process that competent, terminally ill individuals 
may wish to avail themselves of, to hasten their inevitable 
death, when faced with continued unbearable suffering. In 
this sense, such a facilitated natural death can be regarded as 
an option to supplement care that is customarily offered at 
the end of life.

POINT OF VIEW: 
FACILITATED 
NATURAL DEATH: 

Terminally ill patients occasionally 
ask their physicians to write  
prescriptions for lethal medications, 
intended to hasten their inevita-
ble death, at times when the dying 
process imposes what is, to them, 
intolerable suffering. Although physician- 
assisted aid in dying has long been 
a controversial topic, recent events 
appear to be bringing about greater 
acceptance of what, traditionally, has 
been an uncomfortable, or even  
illegal, practice.



NATURAL LIFE PROCESSES
One way to look at this issue is to recognize that birth and 
death are two fundamental facts of  l i fe that are  
immutable and in the case of death, inevitable. Birth is  
typically accompanied by great anticipation and consider-
able joy. Most of the time, gestation and birth are natural and  
uncomplicated. However, occasionally, otherwise normal physi-
ologic processes may be fraught with difficulties that threaten 
the life or well-being of the newborn infant (or the mother). In 
such circumstances, medical intervention, in forms such as 
delivery induction, Cesarean section or application of forceps, 
helps to facilitate a successful birth that could otherwise  
result in an unfortunate outcome.

Death, however, is typically accompanied by feelings of loss 
by close survivors and of solemn remembrance by acquaintanc-
es. While the events surrounding birth are universal and predict-
able, the events that may lead to death are highly variable 
and often unpredictable. Death may be accidental or homi-
cidal, caused by natural aging or be the result of illness. In the 
last instance, death may be preceded by an extended period 
of discomfort or actual suffering, typically accompanied by pain, 
loss of independence and/or diminished awareness. The dis-
tress may be attributed to medical interventions, such as ven-
tilator dependence, artificial feeding or cardiopulmonary resus-
citation, measures applied to prolong life and attempt to 
defer what is otherwise the natural and inevitable  
outcome—death. 

Birth and death, therefore, can be regarded as natural and/or 
ine vitable  processes  that  may,  on occasion,  be  
disrupted by intercurrent complications that imperil the  
individual or produce intolerable discomfort or suffering.  
A problematic birth process can be facilitated by certain  
medical or manipulative interventions. A difficult dying  
process can be facilitated by judicious application of palliative 
efforts, such as hospice care, but also by providing means to 
allow one a more dignified, respectful passing. 

DEATH AS A NATURAL PROCESS
Byron Chell, a retired educator and bioethicist, speaks of the 
“ultimate argument” in favor of the ethical case for physician- 
assisted dying.4 In a succinctly written examination of the 
 arguments surrounding the moral and ethical principles that 
have an impact on the concept of aid in dying, Chell main-
tains that aid in dying is simply about managing the deaths of 
the dying: “No more. No less.” He maintains that death is the 
“natural end to life” and that although medical knowledge 
and technology have the capacity to extend and maintain life, 
sometimes indefinitely, such efforts may be accompanied by 
conditions that cause “our continued dying [to be] worse 
than our impending death.” He also states that “in the event 
the dying process [becomes] unbearable, we would  
appreciate an additional option.” This option—one that  

18

remains distinctly a personal decision—includes the assistance 
of a physician who could facilitate the dying process in an  
entirely compassionate way.

Chell lucidly points out that aid in dying is not about “sui-
cide” with the religious and moral implications the term im-
plies nor is it about causing the deaths of those who are not 
dying. It has nothing to do with exploitation of the vulnerable, 
the old or the disabled. It has everything to do with the nature 
and meaning of human existence and the recognition that 
death is inevitable. It is concerned with actions that can or 
ought to be taken to facilitate the dying process in order to 
reduce the suffering experienced by some at this time.

DEATH AS AN INDIVIDUAL CHOICE
Aid in dying is about individual choice. Advance directives 
have been legislatively sanctioned in New Jersey since 1992.5 
With advance directives, individuals have the right to elect 
whether or not to submit to life-prolonging procedures and 
to designate surrogates to make healthcare decisions for 
them when they are incapacitated. This process includes the 
choice to withdraw from treatment and die, recognizing that 
death may be hastened by discontinuation of life-supporting  
measures. So, too, can the dying process be facilitated by 
such measures as terminal sedation and yes, administration of 
lethal medication—in circumstances that appropriately recog-
nize the inevitability of death and respect for individual choice. 

MDADVISOR  |  Summer 201718
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Oregon’s Death with Dignity Act, enacted in 1997, allows 
terminally ill adult state residents to legally obtain and use 
their physicians’ prescriptions for self-administered, lethal 
doses of medications. In 2015, 218 people were issued  
prescriptions, written by 106 physicians, for this purpose. Of 
the 218 people, 132 (including seven whose prescriptions had 
been written in previous years) ingested the medication and 
died. Detailed statistics are maintained by the Oregon Public 
Health Division, and the process is appropriately regulated.6 
Other states have followed Oregon’s example, the latest be-
ing California and Colorado, and the adoption of such laws is  
occurring nationwide. Physicians should be aware of this 
shift in society’s attitude toward aid in dying and the actions 
that some individuals choose to take in order to facilitate an  
inevitable death in circumstances where the dying process 
may be accompanied by intolerable suffering. 

All individuals have the right to assure themselves that 
their own inevitable deaths will be as comfortable and  
distress-free as possible. This, to the extent achievable, can 
be accomplished through the vehicle of the advance directive, 
a process that should make abundantly clear to caregivers 
what actions should and should not be taken at that point 
when death becomes inevitable and life-prolonging efforts 
are futile. Why, then, should it not be appropriate, if circumstances 
warrant, for an individual to choose the moment and the 
manner of his or her passing? Just as the advance directive 

stipulates what procedures are or are not acceptable, why 
should it not also include an expression of how an individual 
may wish to experience a facilitated natural death, one  
that allows for preservation of dignity and a less-distressed 
transition? 

Alan Lippman, MD, is a medical oncologist in Belleville,  
New Jersey, and a member of the Committee on Biomedical 
Ethics of the Medical Society of New Jersey.

Chell lucidly points out 
that aid in dying is not 
about “suicide” with 
the religious and moral 
implications the term 
implies nor is it about 
causing the deaths 
of those who are not 
dying. It has nothing to 
do with exploitation of 
the vulnerable, the old 
or the disabled. It has 
everything to do with the 
nature and meaning of 
human existence and the 
recognition that death is 
inevitable.

1. Death with Dignity National Center. (2016, November 17). Death with dignity 
around the U.S. www.deathwithdignity.org/take-action. 

2. The American Medical Association. (2013, March). The American Medical  
Association Code of Medical Ethics’ opinion on physician participation in  
abortion, assisted reproduction, and physician-assisted suicide. AMA Journal of 
Ethics, 15(3), 206–207. [Available at http://journalofethics.ama-assn.
org/2013/03/coet1-1303.html]

3. Conzatti, B. (2016). AMA reconsidering position on euthanasia and suicide.  
Family Policy Institute of Washington. www.fpiw.org/blog/2016/09/30/ama- 
reconsidering-position-on-euthanasia-and-suicide.

4. Chell, B. (2014). Aid in dying: The ultimate argument. North Charleston, SC:  
CreateSpace. 

5. Pickens, R., & Lippman, A. J. (1992). Advance directives for health care: Clinical 
implications. New Jersey Medicine, 89, 27–30.

6. Oregon Public Health Division. (2016, February 4). Oregon Death with Dignity 
Act: 2015 data summary. http://public.health.oregon.gov/ProviderPartner 
Resources/EvaluationResearch/DeathwithDignityAct/Documents/year18.pdf.
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The main difference is that palliative consultations and 
care can occur at any stage of an illness right from time of 
diagnosis through curative treatments. Hospice care is the 
gold standard of comfort care provided when a physician 
feels that a patient’s prognosis is six months or less if the  
disease follows its normal course. At that time, a multi- 
disciplinary team provides care at the patient’s home, or at a 
long-term care community or at an inpatient hospice center 
when pain and symptoms are too severe to be effectively or 
safely managed in the home. In addition to physical, emotional 
and spiritual support for the patient and family caregivers, 
hospice care provides medications and medical equipment 
related to care of the terminal diagnosis, and bereavement 
support up to 13 months after the patient’s death. 

MDAdvisor: How have any recent changes in the healthcare 
environment (the Affordable Care Act, etc.) impacted the field 
of palliative care and hospice care? 
Goldfine: Despite the many uncertainties that currently hover 
over the healthcare arena, I am encouraged by the paradigm 
shift that’s moving us from a reimbursement model to one 
focused on quality, value of services and coordination of care. 
This shift to value-based payments has encouraged a growing 
regard for the benefits of advance care planning, including 
Medicare’s reimbursement for advance care planning services. 
When physicians have these earlier conversations about 
goals of care, there is more opportunity to build palliative  
interventions into the care plan, and that can dramatically  
improve a patient and family’s quality of life during and after 
curative treatments.  

MDAdvisor: Where does your passion for serving geriatric 
and palliative care patients come from?
Goldfine: My grandfather was a family physician. My father 
was an obstetrician/gynecologist. My older brother became a 
cardiologist, and my younger brother an anesthesiologist. So, 
I knew early on that I wanted a career in the “family business” 
of medicine. But early in my family medicine practice, I found 
myself caring for many elderly patients. My focus, more and 
more, was not on curing chronic conditions but rather on 
working with my patients to maximize their ability to function 
comfortably. This led me to pursue a specialization in Geriatrics 
and Board Certification in Hospice and Palliative Medicine. 

When Samaritan Healthcare & Hospice President/CEO 
Mary Ann Boccolini invited me to become Samaritan’s first 
Chief Medical Officer in 2003, I gladly accepted. I saw this as 
an opportunity to advance this relatively new medical  
specialty of Palliative Medicine and fulfill a critical need  
assisting patients and families to overcome their anxieties, 
have their wishes honored and achieve physical, emotional 
and spiritual comfort during serious or terminal illness and grief. 

MDAdvisor: Define the difference between palliative care 
and hospice care. 
Goldfine: All hospice care is palliative but not all palliative 
care is hospice. Palliative care is a medical specialty that  
focuses on helping patients and families express what matters 
most to them and what their goals of care are. It also helps 
them know how to best navigate their options throughout 
the course of their illness. All palliative care focuses on pro-
viding comfort—relief from the pain, symptoms and stresses of 
living with a serious illness. 

INSIGHTS FROM A 
HOSPICE AND PALLIATIVE 
MEDICINE SPECIALIST
Interviewed by Janet S. Puro, MPH, MBA

Stephen Goldfine, MD, DABFP, CAQGM, DABHP, is a palliative care physician with more than 25 years of experience. 
Since 2003, he has served as the full-time Chief Medical Officer for Samaritan Healthcare & Hospice. Recently,  
Dr. Goldfine responded to questions posed by MDAdvisor, sharing his insights into the challenges and benefits 
found within the emerging field of palliative care and its relationship to hospice care.

An Interview with Stephen Goldfine, MD:
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MDAdvisor: What do other physicians need to do better  
or differently when it comes to referring their patients for  
palliative care and/or hospice care?
Goldfine: I’m a strong advocate for providing physicians the 
tools, training and comfort levels they need to broach  
advance care planning conversations with patients and families 
far earlier in the course of care. Equally important is knowing 
how to speak about the difficult issues when treatments are 
not working. Knowing how best to raise sensitive issues so 
our patients know we care about their wishes and that we will 
be here for them throughout their journey is important in 
helping people shape their care on their terms.

I believe in starting by asking questions: Tell me about 
yourself. Tell me what matters most to you. What makes your 
life worth living? What’s getting in the way of achieving your 
goals? Tell me what you know about your disease and how 
much you want to know. 

Once I know the answers to these types of questions, in the 
patient’s own voice, then I can begin to provide the right level 
of care at the right time. Our care should not be driven first by 
what technology or test exists but rather by what the  
patient’s goals are. Providing realistic options in clear, sensitive 
language is so important and so appreciated. And the best 
part is that when we engage in these sometimes-difficult con-
versations, we increase patient and caregiver satisfaction and 
outcomes. That’s why I was so happy to see that New Jersey has 
required two continuing medical education (CME) credits in 
end-of-life education and why I’m always honored to speak 
on these topics at medical conferences and other venues to 
help further this goal that makes such a difference in the 
lives of our patients and their caregivers. 

MDAdvisor: Can an increased utilization of palliative care 
and hospice care services aid in decreasing healthcare costs?
Goldfine: An increasing body of evidence shows that providing 
the right care at the right time is beneficial to patients, care-
givers and the economy. Palliative and hospice care are deliv-
ery models that score high in patient and family satisfaction,  
reduce revolving-door hospital services and futile services 
and promote the dignity and wishes of each person—but also 
are cost-effective with regard to federal spending. 

MDAdvisor: What are the greatest obstacles you face in your 
position as CMO of Samaritan Healthcare & Hospice?
Goldfine: The three greatest challenges we face are 1) the 
lack of understanding by the physician community about the 
differences between palliative care and hospice and the benefits 
that palliative care services can accomplish for patients and 
families throughout the care continuum, 2) the late referrals 
to palliative and hospice care, in part, because of that lack of 
understanding by physicians and patients that does not al-
low the full service and benefit to be realized and 3) a lack of 
adequate reimbursement that is currently contributing to a 

shortage of palliative specialists across the country to meet 
the growing need.

MDAdvisor: How do you see the field of palliative and hospice 
care changing in the future?
Goldfine: Because of the acute shortage of palliative specialists, 
I see a movement to provide primary physicians and other 
specialists with the necessary skills to have earlier conversations 
with patients and provide basic palliative services. This would 
allow the more complex patient-care issues to be referred to 
certified palliative specialists. 

The value-based reimbursement model that is emerging 
meshes well with palliative and hospice care’s focus on  
in-home and outpatient intervention rather than repeated 
hospital emergency department visits or inpatient care. 

I also am encouraged to see a growing awareness of the 
POLST form—the Practitioner Orders for Life-Sustaining 
Treatment—that provides a framework for discussions  
surrounding serious illness. This form is transferable across 
venues of care making it easier for patients’ wishes to be  
honored in all settings. The New Jersey Department of Health 
is completing a pilot study that will champion easy online  
accessibility and compatibility with electronic medical  
records for completed POLST forms. 

MDAdvisor: What advice would you give to a medical student 
looking to enter the field of hospice and palliative care? 
Goldfine: At Samaritan, I’ve mentored Palliative and Hospice 
Fellows, residents and medical students. I share with them 
that palliative medicine is a very positive, upbeat field,  
despite what people may think. It offers the opportunity to 
relate to patients on an intense level and fulfills the mission 
of medicine to, above all, make patients feel better. Contrary 
to what many see as giving up hope or taking away care,  
palliative services add to existing care by providing an extra 
layer of support coordinated with their existing treatments. 

I teach students that palliative and hospice care offer the 
opportunity to “be real—be present.” When I’m in the room 
with these patients, I’m truly there. I’m not rushing away, 
which is more than other fields allow at times. I’m not pulling 
punches but gently and honestly sharing truth in terms of 
what matters most to each person. That’s pretty awesome at 
the end of the day! 

I share with my mentorees that they have the opportunity 
to leave a legacy, to affect how care is delivered and to help 
put the patient and family at the center of care by helping 
them feel comfortable and by ensuring that their voices  
are heard. 

Janet S. Puro, MPH, MBA, is Vice President of Business 
Development and Corporate Communications at 
MDAdvantage Insurance Company.



     
   

           
     

           
 

   

 

 

  

    

     
       

     

                   
                  

              
                  

            
           

               
              

                 
                 
                 

            

P i n n a c l e  o f  E x c e l l e n c e  i n  H e a l t h c a r e  S o c i e t y  $50,000+

E x c e l l e n c e  i n  M e d i c i n e  S o c i e t y  $15,000 -  $24,999
New Jersey Orthopaedic Institute &

Vincent K. McInerney, MD, John Callaghan, MD, Anthony Festa, MD,  
Anthony J. Scillia, MD & Craig Wright, MD

In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq.

H e a l t h c a r e  C h a m p i o n  S o c i e t y  $10,000 -  $14,999
Patricia A. Costante

In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq.
Dr. and Mrs. George F. Heinrich

Paul J. Hirsch, MD
In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq.

Dr. and Mrs. Jean Anderson Eloy &
Rutgers NJMS Department of Otolaryngology - Head & Neck Surgery

H e a l t h c a r e  V i s i o n a r y  S o c i e t y  $7,500 -  $10,000
N J M  I n s u r a n c e  G r o u p

H e a l t h c a r e  I n n o v a t o r  S o c i e t y  $5,000 -  $7,499
C L B  Pa r t n e r s

Hunterdon Healthcare  & R o b e r t  P.  W i s e ,  FAC H E

C . R .  B a r d ,  I n c .

R o m a  B a n k  C o m m u n i t y  F o u n d a t i o n

I nv e s t o r s  B a n k  F o u n d a t i o n 

We’d like to say Thank you
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H e a l t h c a r e  A d v o c a t e  S o c i e t y  $2,500 -  $4,999
MDAdvantage Insurance Company Employees

In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq.
D r.  &  M r s .  H a r r y  M .  C a r n e s

In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq.
J LT  R e

P r i n c e t o n  O r t h o p a e d i c  A s s o c i a t e s ,  P. A .

S a i b e r ,  L L C

M DA d v i s o r E d i t o r i a l  B o a r d

W i n n i n g  S t r a t e g i e s  I T S

A r t h u r  J .  G a l l a g h e r  &  C o .

I n f e c t i o u s  D i s e a s e s  S o c i e t y  o f  N e w  J e r s e y
In Honor of John W. Sensakovic, MD, PhD

H e a l t h c a r e  S u p p o r t e r  S o c i e t y  $1,000 -  $2,499

D r s .  B e s s i e  M .  &  E d g a r  J .  S u l l i v a n In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq. | 
C a t h e r i n e  &  E d  W i l l i a m s  In Memory of Senator Raymond H. Bateman & James B. Ventantonio, Esq. | G e n n a r o ’ s  
R e s t a u r a n t  &  C a t e r i n g | E i l e e n  M .  M o y n i h a n ,  M D  In Memory of Senator Raymond H. Bateman & 
James B. Ventantonio, Esq. | D r s .  D o n a l d  &  R e n e e  C h e r v e n a k  |  J e r e m y  &  L i s a  H i r s c h  In Memory of Senator Raymond
H. Bateman | Pe r r & K n i g h t | G i b l i n ,  C o m b s ,  S c h w a r t z  &  C u n n i n g h a m ,  L L C  |  A l a n  J .  L i p p m a n ,  M D
| D e l p h i  Te c h n o l o g y | D r a k e  L a w  F i r m  | M a c N e i l l  O ’ N e i l l  &  R i v e l e s ,  L L C  | M a r s h a l l  D e n n e h e y  
Wa r n e r  C o l e m a n  &  G o g g i n  | O r l o v s k y ,  M o o d y ,  S c h a a f f  &  C o n l o n ,  L L C  |  R u p r e c h t  H a r t  We e k s  &  
R i c c i a r d u l l i ,  L L P  | S t a h l  &  D e L a u r e n t i s ,  P C  | R o w a n  S c h o o l  o f  O s t e o p a t h i c  M e d i c i n e  In Honor of 
Alexander J. Hatala, FACHE, & Kathryn Eckert | S e n a t o r  C h r i s t o p h e r  “ K i p ”  &  S u s a n  B a t e m a n  In Memory of Senator
Raymond H. Bateman & James B. Ventantonio, Esq. | B o y n t o n  &  B o y n t o n  | C h r i s t i a n  H e a l t h  C a r e  C e n t e r  In Honor of
Alexander J. Hatala, FACHE | S t e p h e n  K .  J o n e s ,  FAC H E  | M r.  &  M r s .  M i c h a e l  J .  S c h o p p m a n n  | Ve r i t e x t  L e g a l  
S o l u t i o n s  | B r e t t  W i l t s e y  &  D i l w o r t h  Pa x s o n  L L P In Honor of Alexander J. Hatala, FACHE

to our New Jersey healthcare partners for joining us as

2017 Excellence in Medicine 
Scholarship Honor Roll Members

in support of the Excellence in Medicine Scholarship Fund.
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I further elaborate that palliative care specialists have received train-
ing in expert communication skills that support patients’ and care-
givers’ enhanced understanding of their illnesses and their  
treatment choices and that can assist in care planning and coordination 
with other healthcare providers to provide patient- and family- 
centered medical care. 

I explain that specialized palliative care is provided by a team that 
often includes physicians, nurses, chaplains, social workers and other 
therapists, working together with their other doctors, to provide an 
added layer of support for all. 

I emphasize that palliative care is appropriate for patients of any 
age and at any stage of a serious illness. 

I assure them that the cost for being treated by a palliative care 
physician or nurse practitioner is covered by Medicare, Medicaid and 
most private health insurance policies, in a similar way that other 
specialists are covered, such as oncologists, cardiologists etc. 

I summarize that the goal of palliative care teams is to enhance 
the quality of life of patients and caregivers facing serious illnesses 
by addressing physical and psychosocial distress and coordinating 
medical care plans that are guided by the patients’ and families’ 
knowledge, values, beliefs and preferences. 

AN ILLUSTRATIVE CASE
Let me introduce you to Jane, a 44-year-old English teacher, who 
suffered from advanced COPD, was on home oxygen and recently 
had been diagnosed with locally advanced lung cancer. Her oncolo-
gist had hoped to start her on immunotherapy but was frustrated 
when she was admitted twice over a two-month period to our hos-
pital for pain secondary to her cancer, damaging the nerves exiting 
from her neck and moving down her right arm. She had been seen 
by pain specialists with no sustained relief according to her oncolo-

gist. As a last cry for help, he turned to us. 
When I recall meeting Jane for the first time, I 

see her hunched over, rocking in pain as she 
gasped out that she hadn’t been able to sleep for 
the last two days and was exhausted. She shared 
how she despaired over never being able to get 
relief from the unrelenting pain in her right arm 
and over not being able to take care of herself at 
home. She was fearful that her doctors thought 
she was a drug seeker. 

Over the next few days, we worked on her  
medication regimen that consisted of methadone, 
hydromorphone pregabalin and duloxetine. She 
told me how much she valued being visited by our 
chaplain who helped her regain a sense of well- 
being and strength through their discussions of her 

life achievements, her supportive community of friends and family 
and her faith. As her pain came under control, we turned to our team 
social worker to ensure home care services were arranged to help 
Jane rehabilitate at home and to advise on home modifications  
following her discharge. 

Palliative Care: 
Paving New Paths
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As a palliative care 
practitioner, I often find  
that I must describe what 
palliative care is to patients 
and families when I first sit 
with them. I share that it is 
specialized medicine that 
focuses on relieving the 
symptoms and stress that 
inevitably afflict patients 
and their caregivers when 
they are facing a serious 
illness, whatever the 
diagnosis, e.g., advanced 
stage of cancer, dementia, 
heart failure or chronic 
obstructive pulmonary 
disease (COPD), to name a few. 
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A CALL FOR AWARENESS 
Awareness of what palliative care is all about is necessary to 
build an effective palliative care program. To get the right 
message out to patients and caregivers, it is very important 
that referring physicians and other healthcare professionals 
understand how palliative care can assist them in delivering 
comprehensive patient-centered care. 

Unfortunately, several myths often preclude early  
appropriate referrals to specialty palliative care. One miscon-
ception held by providers and patients is that palliative care 
is synonymous with hospice care and appropriate only for 
patients imminently dying, i.e., in the last weeks of life. This 
is not the case at all. Palliative care is appropriate at any 
stage of a serious illness, starting from diagnosis, and, unlike 
hospice, it can be provided while pursuing disease directed 
therapies, e.g., chemotherapy or intensive care. 

Another barrier to early and appropriate referrals is that 
patients and providers do not see what additional value  
specialist palliative care can bring to the table, especially 
when multiple specialists or specialty-specific interdisciplinary 
healthcare teams are involved. All physicians and healthcare 
providers should be providing generalist or primary palliative 
care, which would include symptom assessment and  
management, exploring patient and caregiver stress and 
aligning medical care with patient goals and preferences. 
However, the reality is that there is variability among providers 
in their skills of communication and distress management 
and their ability to utilize these skills effectively, when  
restricted by time and opportunity, as they deal with acute 
crises or provide effective treatments to modify disease  
progression. Often, individuals seeing numerous specialists 
can find it challenging to receive a ‘whole medical’ perspective 
or to be empowered to share a ‘whole person’ view of their 
suffering and goals. Therefore, referring to a team of professionals 
whose very training and everyday practice is focused on 
these aspects of medical care can enhance the experience for 
primary and specialty providers who are striving to provide 
the best care for their patients. 

Specialist palliative care providers should be consulted 
when there is uncontrolled distress (physical, emotional or 
spiritual) expressed by patients or families despite best  
efforts to provide primary palliative care or when healthcare 
providers are faced with uncertainty or conflict in how to  
proceed.  The earlier the referral, the greater the benefit to 
patient, family, medical team and health system.

NEED FOR WORKFORCE, TRAINING AND RESOURCES
In 2001, 15 percent of hospitals nationwide reported having a 
palliative care program, rising to 53 percent in 2008 and 67 
percent in 2016. However, only 25 percent of these hospital-based 
palliative care programs reported having palliative care 

A practical planner with an “I need to know everything” 
approach defined who Jane was. Gathering her family of sib-
lings, allowing us to explain to them what to expect in the 
future and exploring what quality of life needed to look like 
for her gave Jane control of her medical care and provided us 
the guiding framework we needed as her family of caregivers 
and medical providers. After returning home, Jane followed 
up with her oncology doctor and palliative care team, receiv-
ing concurrent immunotherapy and expert symptom  
management through office visits and phone calls. 

Jane participated in family celebrations, joined her friends 
for lunches and lived independently at home for another nine 
months before her disease progressed enough to warrant her 
transition to a hospice facility, where she passed away  
comfortably surrounded by her family. 

Table 1 summarizes the impact of specialty palliative care 
on Jane’s case.

Table 1. The Impact of Specialty Palliative Care

BEFORE RECEIVING 
PALLIATIVE CARE

AFTER RECEIVING  
PALLIATIVE CARE

Disabling pain from 
cancer-related neuropathy

Controlled pain and anxiety, completion of 
advance care directive

Depression/anxiety Support from chaplain, social worker, 
physical therapy

Functional decline Ongoing support from palliative care 
team through phone and office visits

Social isolation Able to visit with friends and family and 
care for herself at home

Several hospital 
admissions for pain crises No further hospitalizations

There has been increasing evidence of the benefits of  
specialty palliative care that illustrates Jane is not a one-hit 
wonder. Several published articles report benefits of specialty 
palliative care teams that include improved physical and  
psychosocial symptoms,1 caregiver well-being,2 bereavement 
outcomes and patient, caregiver and provider satisfaction.3  

Recent studies have suggested that specialized palliative care 
may prolong life expectancy in selected populations by relieving 
stress,4 reducing the use of potentially burdensome treat-
ments and avoiding complications associated with hospital-
izations.5 Palliative care teams often improve alignment of 
medical preferences with appropriate care goals, resulting in 
reduction of high-intensity, burdensome and often costly 
care in hospitals.6,7,8 

As palliative care moves upstream from hospital to the 
outpatient and community arena, evidence is mounting 
about the impact of this specialty on reducing emergency de-
partment visits and hospital admissions, further reducing the 
cost of medical care while maintaining high-quality, coordi-
nated care at a population level.9,10,11,12 
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teams made up of the recommended doctor, nurse or nurse 
practitioner, chaplain and social worker.13  

As greater awareness boosts the call for palliative care 
teams, it will be vital to have trained staff ready. It has been 
estimated that there is a shortfall of 6,000 to 10,000 palliative 
care specialist physicians, and an equal number is applicable 
for specialist nurse practitioners, presenting the largest barrier 
in accessing this specialty.14 This shortfall has led to calls for 
legislation to strengthen palliative care training of new and 
existing physicians and nurses and to increase research funding 
in this field. 

Despite this workforce shortage, palliative care programs 
are moving beyond the walls of hospitals into the community, 
delivering specialist care in the office and home, often using 
telehealth technologies to efficiently extend the reach of this 
scarce resource. 

Increasing access to palliative care resources has been  
aided by web-based technology: 

Public education of specialized palliative care medicine 
and contact information about local specialty palliative care 
programs is available on the website GetPalliativeCare.org. 

The Center to Advance Palliative Care (CAPC.org) offers 
web-based training modules for physicians, nurses and other 
allied health professionals to strengthen primary palliative 
care core competencies, such as symptom management and 
communication skills. 

There are numerous courses for professionals to learn 
about palliative care core competencies, e.g., End of Life 
Nursing Education Consortium courses.

And finally, numerous validated conversation frameworks 
and advance care planning tools that facilitate provider– 
patient discussions and documentation of care plans reflec-
tive of medical preferences and care goals have also been  
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developed and presented via the web (see “Online Training 
Resources”). 

CREDIBILITY AND VALUE 
Over the last two decades, palliative care has earned the 
credibility as a subspecialty. Specific measures have been 
taken, such as necessitating fellowship participation for 
board certification of physicians, ensuring quality of pallia-
tive care teams through the National Quality Forum Quality 
Guidelines for Palliative Care and Joint Commission on the 
Accreditation of Healthcare Organizations (JCAHO) Palliative 
Care certification, and through governance and advocacy or-
ganizations such as the American Academy of Hospice and 
Palliative Medicine and the Hospice and Palliative Nurses  
Association.

Palliative care is a rapidly growing and evolving medical 
specialty that has shown its impact in effecting change that 
results in patient-centered, high-value medical care at the  
individual and system level. Palliative care serves as an  
important model for collaborative, coordinated and compas-
sionate care that can assist patients, caregivers, providers 
and healthcare administrators to overcome the challenges of 
our current healthcare system for years to come.

ONLINE TRAINING RESOURCES
Conversation Framework Advance Care Planning Tools

VitalTalk.com PrepareForYourCare.org

AriadneLabs.org AgingWithDignity.org

Serious Illness Conversation Guide Five Wishes

TheConversationProject.org

NJ Hospital Association  
www.njha.com/POLST

Rashmi Kaura, MD, is the Medical Director of Palliative Care at Overlook Medical Center, part of the Atlantic Health System 
serving the community of northern New Jersey. 
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A Program of 
All-Inclusive Care 
for the Elderly

LIFE:
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LIFE (Living Independently for Elders) at Lourdes is a Program of All-Inclusive Care for  
the Elderly (PACE). The purpose of the program is to allow elders who are physically  
and/or cognitively challenged to live in their own homes for as long as possible, if that is 
the patient’s goal. (This goal is becoming a desirable option among our aging community 
members; understanding this helps the patient’s medical team direct care appropriately.) 
PACE programs, such as LIFE at Lourdes, offer New Jersey residents a viable option for  
at-home elder care with the help of family and/or friends. 

By Rengena Chan-Ting, DO, CMD



PACE BACKGROUND AND BASICS
In 1971, one of the country’s first senior day healthcare cen-
ters opened in the Chinatown district of San Francisco. The 
program, called On Lok (Cantonese for “peaceful, happy 
home”), developed in the 1980s to become the first PACE pro-
gram.1 It was formally established by the Centers for Medicare 
and Medicaid Services (CMS) as a permanent Medicare Ad-
vantage option in 1997. Today, PACE programs are offered 
throughout the country and have been in development since 
2004 in New Jersey where there are currently five PACE cen-
ters2 (see Table 1). LIFE at Lourdes is one of those centers and 
is a member of the National PACE Association, an organiza-
tion representing 50 programs around the country.

PACE programs are regulated by CMS and their governing 
state; for example, in New Jersey we are regulated by CMS and 
by the New Jersey Department of Human Services, providing  
comprehensive preventive, primary, acute and long-term care 
services to the elderly. Qualifying participants are of age 55 and 
older, live in a PACE ZIP code zone (see Table 1 for NJ zones), are 
able to live safely in the community at the time of enrollment 
and are certified by their state to be in need of nursing home 
level of care (in New Jersey, this means that the patient is depen-
dent in at least three of six activities of daily living).3  

PACE programs must apply for ZIP codes in the county  
in which the PACE program is geographically located (under 
certain circumstances, the state may allow PACE centers to 
serve participants in nearby counties as well). PACE does not 
require a Certificate of Need; however, applicants must pass 
a CMS and state readiness survey, which includes a physical 
review and a survey of all the required application documen-
tation. 

The effectiveness of PACE programs is routinely evaluated. 
CMS requires that PACE organizations report quarterly quality 
measures. These measures include the number and a de-

scription of appeals, grievances, emergency department vis-
its, readmissions and deaths, first-degree burns, Kennedy 
ulcers, pneumococcal and influenza immunizations, enroll-
ments and disenrollments. Additionally, PACE is evaluated 
through Data PACE 2 data submissions—a set of quality mea-
sures developed by the National PACE Association. For Data 
PACE 2, we report participant demographic information and 
insurance and encounter data; we also monitor hospitaliza-
tion data, as well as falls, wounds and other identified partic-
ipant incidents. 

Once a client is enrolled, the primary care provider is usu-
ally changed to the PACE primary care physician (who may be 
a geriatrician) so that the care may be comprehensive and in 
one electronic medical system for continuity of care. Howev-
er, depending on the needs of the community, patients in 
some PACE programs are able to keep their original primary 
care physicians. 

DAILY SERVICES
The LIFE program at Lourdes provides all medical  
and nursing care, physical therapy, occupational therapy,  
nutritional services and social work support needed by a  
participant. When it is best for the patient, these services can 
be provided at home. If hospital, nursing home or home care 
is needed, placement is coordinated through the LIFE 
Lourdes team.3

At LIFE, we provide transportation to and from our facility 
and to medical appointments outside the facility. Patients 
may attend the Center one to five days a week or once a 
month, depending on their desire and needs. Once patients 
are no longer able to tolerate Center attendance, we may 
transition them to home care in which we visit them at home 
to address their needs. We have a visiting home care nurse 
and home health aide to help in the home as well.

30 MDADVISOR  |  Summer 2017
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Table 1. PACE Zones

FIVE PACE AGENCIES ARE CURRENTLY OPERATING IN NEW JERSEY; PARTICIPANTS MUST LIVE IN A 
COVERAGE AREA (IDENTIFIED BY ZIP CODE) TO PARTICIPATE.

•  LIFE (Living Independently for Elders) in 
Bordentown, operated by St. Francis Medical 
Center. It serves individuals who reside in 
certain ZIP codes within Burlington or Mercer 
County and have one of these ZIP codes: 

08015, 08016, 08022, 08060, 08068, 08505, 08512, 08515, 08518, 08520, 08525, 08530, 
08534, 08540, 08541, 08542, 08543, 08544, 08550, 08554, 08560, 08561, 08601, 08602, 
08603, 08604, 08605, 08606, 08607, 08608, 08609, 08610, 08611, 08618, 08619, 08620, 
08625, 08628, 08629, 08638, 08645, 08646, 08647, 08648, 08650, 08666, 08690, 08691, 
08695.

•  LIFE at Lourdes in Pennsauken, operated by  
Our Lady of Lourdes Medical Center. It serves 
individuals residing in most Camden County 
communities, including addresses with these  
ZIP codes: 

08002, 08003, 08004, 08007, 08009, 08012, 08021, 08026, 08029, 08030, 08031, 08033, 
08034, 08035, 08043, 08045, 08049, 08059, 08078, 08081, 08083, 08084, 08091, 08095, 
08099, 08101, 08102, 08103, 08104, 08105, 08106, 08107, 08108, 08109, 08110.

•  Lutheran Senior LIFE on the grounds of Jersey 
City Medical Center. It serves most of Hudson 
County, including residents of these ZIP codes: 

07002, 07030, 07047, 07086, 07087, 07093, 07094, 07302, 07304, 07305, 07306, 07307, 
07310, 07311.

•  Inspira LIFE in Vineland, operated by Inspira 
Health Network. It services portions of 
Cumberland, Gloucester and Salem counties, 
including residents of the following ZIP codes:

08028, 08062, 08071, 08094, 08098, 08302, 08311, 08312, 08314, 08316, 08318, 08321, 
08322, 08323, 08324, 08327, 08328, 08329, 08332, 08343, 08344, 08345, 08348, 08349, 
08352, 08353, 08360, 08361, 08362.

 •  Beacon of LIFE in Oceanport. It serves most of 
Monmouth County, including residents of these 
ZIP codes: 

07701, 07702, 07703, 07704. 07709, 07710, 07711, 07715, 07716, 07718, 07721, 07722, 
07723, 07724, 07726, 07728, 07730, 07732, 07733, 07734, 07735, 07737, 07738, 07739, 
07740, 07746, 07747, 07748, 07750, 07751, 07752, 07755, 07756, 07757, 07758, 07760, 
07763, 07764, 07765, 07799, 08501, 08510, 08514, 08526, 08535, 08555, 08720.

Note: From “Program of All-Inclusive Care for the Elderly.” Copyright 2013 by State of New Jersey, Department of Human Services, Division of 
Aging Services.

FUNDING
There are no financial eligibility requirements to become a 
LIFE participant. However, many participants are enrolled in 
Medicare and qualify for Medicaid.3 The Medicaid website 
clarifies that “PACE is a program under Medicare. The PACE 
program becomes the sole source of Medicaid and Medicare 
benefits for PACE participants. The PACE program becomes 
the sole source of services for Medicare and Medicaid eligible 
enrollees. Financing for the program is capped, which allows 
providers to deliver all services participants need rather than 
only those reimbursable under Medicare and Medicaid fee-
for-service plans.”4

Put into action at the On Lok center, this funding policy 
allows a PACE center to “offer a comprehensive program of 

care for the elderly through Medicare and Medicaid waivers 
for capitated reimbursement. The Medicare payment is based 
on each individual’s Medicare risk factor, whereas the Medic-
aid (and/or private pay) rate is based on the state’s contract-
ed rate, which is currently no less than 90 percent of the fee-
for-service equivalent cost of a comparable long-term care 
population. The PACE organization receives monthly capita-
tion payments based on each enrollee’s eligibility for public 
programs. The pooled payments allow On Lok to provide ser-
vices based on the participant’s plan of care regardless of el-
igibility and funding source. In this financing model, the PACE 
organization assumes full financial risk for all necessary care 
through end of life.”5
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LIFE at Lourdes also accepts Medicare, Medicaid or private 
payment. There are no out-of-pocket charges if participants 
qualify for Medicare and Medicaid or Medicaid only. Once  
participants are enrolled, LIFE at Lourdes handles the  
paperwork and claims for participants. However, for services 
to be covered, participants must follow the care plan  
approved by the care team.3 PACE participants may disenroll 
from the program for any reason, and those with Medicare or 
Medicaid who disenroll are assisted in returning to their  
former healthcare coverage.4

THE PACE TEAM
The PACE primary care team may include nurse practitioners, 
physician assistants and medical doctors. This team follows 
patients throughout their continuum of care, even offering 
telephone access 24/7. PACE also utilizes interdisciplinary 
teams, including specialty physicians, nurse practitioners, 
physician assistants, nurses, social workers, geriatricians, 
physical and occupational therapists, nutritionists, van drivers 
and aides. 

These team members exchange information and work  
together to solve problems as the conditions and needs of 
each individual in the program change. Team members also 
provide consultations to specialists and oversee and order 
medications from specialists as appropriate. When needed, 
we also follow the patient through a hospitalization and into 
a rehabilitation facility until the return home. Or if the patient 
declines hospitalization, we guide him or her through palliative 
care and ultimately into end-of-life care, which mirrors  
hospice care services. 

END-OF-LIFE CARE WITH PACE
Compromised, elderly patients often have chronic, some-
times terminal, illnesses, requiring additional services to 
maintain their independence at home. This often leads to 
end-of-life services within a few years. Each PACE site utilizes 
different services, and not all use hospice for end-of-life  
services; many, such as LIFE at Lourdes, are able to provide 
end-of-life and/or palliative services on their own—but do 
partner with hospice when appropriate. 

End-of-life care with PACE includes, but is not limited to, 
access to care, a change of medications as needed, a home 
health aide, a home visiting nurse, a social worker and a 
chaplain, as well as transportation to and from a physician/
medical appointment. 

The transition from care at home to end-of-life services  
often occurs when a patient starts showing signs of cognitive 
and/or functional decline. A changed level of care may be  
recommended by any of the disciplines involved. For example, 
in physical therapy, the clinician may notice that a patient is 
unable to ambulate as before, requiring additional assistive 

devices. Or the home-care nurse may notice that a previously 
clean home is now messy. Or the nurse may notice a cognitive 
decline in a patient, who perhaps is showing signs of poor 
safety awareness or the inability to carry over learned  
information from one day to the next. PACE physicians, too, 
may better communicate with patients as they notice that 
their health is failing and that they are at risk for further  
decline. This team effort allows members from the various 
disciplines to keep the family informed. 

Once the need for a changed level of care is noted by a 
PACE interdisciplinary team member, a goals-of-care discussion 
with the patient is crucial to prepare for the inevitable. This 
discussion is open to the patient and involved, supportive 
friends and/or family. The advance directive is often  
followed as a guideline, and in many cases (especially when 
there is no advance directive), a Practitioner Orders for 
Life-Sustaining Treatment (POLST) form may be completed to 
help clarify the patient’s goals. Depending on these goals of 
care, patients may choose to spend the rest of their time at 
home with visits to the LIFE Center, or they may transition to 
homebound status. Some patients, with limited family, opt to 
move to a long-term care facility, such as a nursing home, for 
end-of-life care. 

The LIFE primary care team develops a strong relationship 
with our patients and their families. It becomes very important 
to us to follow them to the very end, providing care with their 
goals as a priority. PACE programs, such as LIFE, allow this  
to happen. 

Rengena Chan-Ting, DO, CMD, FACOI, is Medical Director 
for LIFE at Lourdes, sponsored by Lourdes Health System in 
New Jersey, and is a faculty member from Rowan University. 

1. On Lok, Inc. (2015). About On Lok. www.onlok.org/about.

2. State of New Jersey, Department of Human Services. (2013). Program of all-
inclusive care for the elderly. www.state.nj.us/humanservices/doas/services/
pace/index.html.

3. Lourdes Health System. (2015). LIFE at Lourdes. www.lourdesnet.org/programs-
and-services/life-at-lourdes. 

4. Centers for Medicare & Medicaid Services. (n.d.). Program of all-inclusive care for 
the elderly. www.medicaid.gov/medicaid/ltss/pace/index.html.

5. Li, G. K., Phillips, C., & Weber, K. (n.d.). On Lok: A successful approach to aging at 
home. HealthcarePapers, 10(1), 44–49. [Available at http://pacepartners.net/wp-
content/uploads/2012/04/GLi-OnLok-ASuccessfulApproachtoAgingatHome.pdf]
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Adubato: What exactly is the Visiting Nurse Association 
Health Group? 
Landers: The Visiting Nurse Association Health Group is a 
nonprofit organization that works throughout the state of 
New Jersey helping people in a home or community setting; 
sometimes, we work with people who are trying to get out of 
a hospital and need extra help. We are there to help people 
who are coming home from surgeries (joint or heart surgeries, 
for example), as well as the elderly. We’re also there to help 
those at the end of life who need home hospice care so that 
families are supported and so that people can live their final 
days as comfortably and with as much independence and  
dignity as possible.

Adubato: Is it correct to assume you deal with a lot of tough 
situations?
Landers: Yes. We’re doing a lot of things that people don’t 
like to think about and talk about. We’re there on those tough 

An Interview with Steven Landers, MD, MPH

By Steve Adubato, PhD

Steve Adubato, PhD, interviewed Dr. Steven Landers, the President and CEO of the Visiting Nurse Association 
Health Group, on Caucus: New Jersey with Steve Adubato, a series that airs on Thirteen/WNET (PBS), NJTV (PBS) 
and FiOS. Following is an excerpt from the interview, which focused on how the continuum of care for the elderly is 
constantly changing and why visiting physician, hospice and community-based care is needed now more than ever.

Changes in
CONTINUUM OF CARE:

Steve Adubato, PhD, 
(left) and Dr. Steven 
Landers (right) discuss 
how the continuum of 
care for the elderly is 
changing and how to 
improve care for New 
Jersey residents.

days in life that are often hidden in the shadows—when  
family caregivers are working tirelessly with their loved ones. 
We have nurses, therapists and social workers out there  
making hundreds of thousands of home visits a year in New 
Jersey helping people at those times.

Adubato: Can you tell us about your medical background? 
Landers: I’m an elder care specialist. There’s actually an 
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advanced specialty of physician training in which you can  
become more knowledgeable about treating older adults. 
“Older adults” has been defined as over age 65, but quite 
frankly, most people who need geriatric care are 85 and 
above. As people are living longer, this is a big growth  

population. Thousands of people a day are moving into the 
85-and-older category. In fact, that population is going to  
triple over the next 30 years, so we’ve got to really make sure 
as a state and as a country that we’re able to care for them. 

Adubato: Why do you care so much about this particular 
population and the challenges they face?
Landers: I’m a family doctor, originally. I grew up in Cleveland, 
Ohio, and I did my medical training there, working in a clinic 
and focusing on home care and the geriatric population. I 
learned that the elderly want to be at home, and I also 
learned that older people’s families are often not tended to in 
the home setting. I started making home visits and brought 
along the black bag. I did more than 5,000 home visits to frail 
elders; when I’d show up at the door, the family caregiver 
would sometimes almost break down in gratitude that some-
body was there to help them out. If you’re dealing with a 
loved one who has Alzheimer’s disease, Parkinson’s disease 
or stroke or bad heart disease, and you’ve been bouncing 
around, going to the hospital or maybe a rehabilitation facil-
ity, it’s hard. It’s hard for the person and the family. So, I real-
ized quickly that there’s so much need.

Adubato: What is hospice care? 
Landers: Hospice care is really incredible. Unfortunately, too 
often, the knee-jerk reaction when people hear the word is 
that we’ve given up—there’s nothing left to do. When, in fact, 
hospice is more care, not less, for people with serious, late-
stage illness when other medical treatments aren’t working. 
We can help make sure that they’re not in pain. We can make 
sure that people have the social support they need with the 
basics of life. We can help with personal-care issues. We can 
make sure the family is supported and has the right help and 
equipment in the home. We can help people tend to some of 

their spiritual issues. Actually, part of hospice care includes 
pastoral care, and so we have reverends and rabbis who are 
part of our staff. At some point, death is a part of life, and 
making sure that we help people, as well as families, have the 
most dignified and supported situation is an important thing. 
I’m proud to be a part of that.

Adubato: What is the 2020 Vision Campaign?
Landers: The 2020 Vision Campaign is an effort by Visiting 
Nurse Association (VNA) Health Group to raise money for our  
philanthropic services. Huge changes are under way in 
healthcare, including a dramatic increase in the older adult pop-
ulation, a national movement to contain health costs and ex-
pansion in mobile and digital health technologies. VNA Health 
Group is taking bold steps to reimagine how we can address 
these challenges and improve care for all New Jersey resi-
dents. A part of the 2020 Vision Campaign is what we call Ad-
vanced Care Institute, which aims to help patients with a 
chronic illness in its late stage stay at home comfortably with 
support from family and a hospice and palliative care team. We 
actually have 30 physicians and nurse practitioners who are do-
ing home-visiting medical care in the state of New Jersey. The 
work we do is hard to sustain. The 2020 Vision Campaign is striv-
ing to do that. 

Adubato: What is the Connected Health Institute?
Landers: The Connected Health Institute is an effort of ours 
to use mobile and digital technology to do all the things that 
we’ve been talking about—even better. If we’re going to be 
great at home healthcare for older people, hospice care, chil-
dren and family health services, then we want to use modern 
information technology to support those efforts. These would 
include elements such as video conferencing into the home, 
apps that allow people access to us off hours, better communi-
cation between our staff, remote monitoring to the home allow-
ing people to have their vital signs and weight checked, if it’s rel-
evant to their care. Our Connected Health Institute, which is 
part of that 2020 Vision Campaign, is where we’re really innovat-
ing to not only provide all the things we know are important 
about home care but also to find ways to do it better.  

Steve Adubato, PhD, is a four-time Emmy Award–winning 
anchor for Thirteen/WNET (PBS) and NJTV (PBS) and has 
appeared on the TODAY Show, CNN and FOX as a media and 
communication expert. Steve currently anchors three 
television series produced by the Caucus Educational 
Corporation (CEC): Caucus: New Jersey with Steve Adubato, 
an Emmy Award-winning public affairs series; State of 
Affairs with Steve Adubato, a weekly program covering New 
Jersey’s most pressing policy issues; and One-on-One with 
Steve Adubato.

If you’re dealing with a loved one who has 
Alzheimer’s disease, Parkinson’s disease or 
stroke or bad heart disease, and you’ve been 
bouncing around, going to the hospital or 
maybe a rehabilitation facility, it’s hard. It’s 
hard for the person and the family.
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I sat with her family at bedside, holding her right hand.  
Having battled metastatic uterine cancer for seven years, 
she looked far older than her 61 years as she sat forward 

unable to catch her breath despite her oxygen face mask. Her 
lungs were surrounded by fluid, making it difficult, if not im-
possible, to breathe comfortably. We had drained the fluid 
twice, but with her clinical status deteriorating, we knew that 
any complication of another procedure could be fatal. 

The family wanted to know: “What can we do to treat the 
cancer now?” After all, they had requested the transfer to our 
hospital because all traditional options had been exhausted. 
The oncologist had been by earlier in the morning and  
recommended an array of testing in the event another  
process was causing her respiratory failure. 

The oncologist’s suggestion was not at all surprising. We 
are trained to act with beneficence, to offer intervention for 
efficacy and to understand the signs of treatment failure. We 
are loathe to admit defeat by death despite the inevitability 
of its victory. It is unfortunate that we find the concept of our 
own success so deeply tied to the survival of our patient, 
while too often being removed from the patient’s quality- 
of-life needs. 

Certainly, there are times when aggressive, high-risk  
interventions are reasonable choices, but the mere ability to 
provide a treatment does not imply an ethical obligation to 
recommend or even offer the intervention—sometimes, even 
despite the family’s request for more. 

As the number of FDA-approved drugs continues to  
increase,1 so, too, does direct-to-consumer advertising.2  
Practitioners and patients alike seek out new and experimental 
trials, but too often, there exists a paucity of data on quality- 
of-life outcomes in comparison to laboratory values, disease 
progression rates and mortality. Further complicating the  
acceptance of end-of-life care is patient perspective. Despite 

the cheery dispositions of actors in television advertise-
ments, most of my patients ultimately experience disease pro-
gression, treatment side effects and accumulation of comor-
bidities, and in doing so, become frailer and chronically ill. 

Rather than more tests and more interventions, my  
recommendation to this patient, who had already endured 
years of treatment, including surgery and five different regimens 
of chemotherapy, was to focus on her desired quality of life.   

So, we talked about her goals and her fears. She knew that 
cure or remission was unattainable and explained that she 
would like to be at home one more time, with family surround-
ing her, relieved of pain and shortness of breath. This was not  
giving up; this was acceptance of her own mortality, on  
her terms.

I have yet to have a patient or family member thank me 
for giving more aspirins, diuretics, inotropes or chemothera-
py. I do, however, hold close in my heart those moments 
when families are allowed to comfort their loved ones quietly, 
away from alarms, tubes and lines synonymous with modern  
medicine. I accept and respect those moments when patients 
release their families from the burden of “doing everything” 
and alleviated from suffering, are thankful to be allowed to 
die with dignity. 

Matthew Chase, MD, is a senior resident in Internal Medicine 
at Brigham and Women’s Hospital in Boston, Massachusetts, 
and a 2014 Edward J. Ill Excellence in Medicine Scholarship 
recipient.
1. Kinch, M. S., Haynesworth, A., Kinch, S. L., & Hoyer, D. (2014). An overview of 

FDA-approved new molecular entities: 1827–2013. Drug Discovery Today, 8, 
1033–1039. [Available at www.ncbi.nlm.nih.gov/pubmed/24680947]

2. McCaffrey, K. (2017, March 3). Drugmakers again boost DTC spending, to $5.6 
billion in 2016. Medical Marketing & Media. www.mmm-online.com/commercial/
drugmakers-again-boost-dtc-spending-to-56-billion-in-2016/article/642028. 
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RWJBarnabas Health has one of the top 10 heart transplant programs in the nation and, as 

a system, performs more adult heart transplants than any program on the East Coast. Our 

expertise in all matters of cardiac health is why we’re a regional and national training center 

for clinicians. And together with you, our survival rates consistently meet or exceed all 

benchmarks. It adds up to the most experienced and comprehensive heart care program 

in New Jersey. Available at Newark Beth Israel Medical Center and Robert Wood Johnson 

University Hospital, it’s a program where hearts are transplanted right along with hope and 

health. Because, after all, your heart doesn’t beat just for you. To learn more, please visit 

rwjbh.org/hearttransplant. 

Hope. Health. Hearts.

All transplanted here.


