[image: ]		    NYP/Q DSRIP PPS – Palliative Care Committee	
	Meeting Title:
	NYP/Q DSRIP
Palliative Care Project Sub-Committee
	Meeting Date:
	May 19, 2015

	Facilitator(s):
	Caroline Keane & Cynthia Pan, M.D
	Meeting Time:
	11:00 AM – 11:30 PM

	Dial in #:
	877-781-9807
	Passcode:
	1104725#



Meeting Purpose: 
	DSRIP Project Implementation



	
#
	Topic
	Document
	Responsible Person

	1.
	Welcome & Purpose
	-
	C. Keane
C. Pan, M.D.

	2.
	Approve Meeting Minutes – 4/21/16
	

	C. Keane

	3.
	EPEC Training Schedule & Registration
· Registration Open for 6/8/16 Session
· Sign In REQUIRED at meeting
	


	C. Pan, M.D.

	4.
	Palliative Care Outcome Scale
· Must be administered to palliative care patients to achieve an AV
· Committee must decide to use patient administered or staff administered verision
· Must be consistent across partners
· Is training needed?
	



	C. Keane
C. Pan, M.D.

	5.
	MOLST & eMOLST Implementation Status Update
	--
	Committee Members

	6.
	Engaged Patient 
· DY2 Began April 1st 2016
· Any patient who receives palliative services can be reported (regardless if they were reported in DY1)
	-
	S. Kalinowski

	7.
	DY2, Q1 (Ends 6/30/16) and DY2, Q2 (Ends 9/30/16) Deliverables
· Palliative Care Champions – email Coleen (cod9034@nyp.org) by Friday 6/3/16
	

	S. Kalinowski

	8.
	Questions & Open Discussion
	-
	C. Keane
C. Pan, M.D.

	8.
	Adjourn
	-
	-
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NewYork-Presbyterian/Queens PPS

Project –Palliative Care Sub-Committee

[bookmark: _GoBack]Project Committee Meeting

April 21st, 2016 11:00am – 11:30am EST

	

Attendees: C. Keane (NYPQ), E. Lanchancy (Dry Harper), C. Coons (VNS),, C. V (QBEC), M. P. Faye (Centerlight ), C. Jennings M. Hay (NYPQ)  S. Kalinowski (NYP/Q), C. Pan (NYP/Q), M. Kennedy (VNSNY), D. Murray (Franklin Center), M. (Oznam Hall ) D, Grayson (Calvary ) ,S.Shuman (Parker Jewish) A. Gibbons ,C. Pan (NYPQ)

		Topic

		Discussion

		Actions



		1.  Agenda:



		· Welcome & Purpose

· Approve Meeting Minutes

· EPEC Training schedule & Registration update

· Palliative Care Uncovered Services

· National Health Decision Day 

· Empowering CNAs to improve End of Life Care

· Questions/Discussion  

		· N/A



		2. Approve Meeting minutes: 



Team

		· Committee reviewed meeting minutes from 12/17/15 & 04/21/16 meeting.

		· Committee voted to unanimously approve the meeting minutes.



		3. EPEC Training Schedule & Registration: 



C. Pan  



		· Dr. Pan reported the EPEC session was a success the partner were very engaged.

· EPEC registration forms will be administered to the partners and need to be sent to the PMO.

· Long Island Care Center has offered to hold the last EPEC session on April 12th 2017.

· Upon completing all sessions each attendee will be EPEC certified.

		· Partners must send PMO registration forms with attendees.



		4. Palliative Care Uncovered Services:



 C. Keane



		· Identify top uncovered services from MCOs in each Partner’s organizations. Including community care services.

· C. Keane provided an update on EMOLST for the committee.

		· Partners will email the PMO any uncovered services. 



		5. National Health Decision Day:

C. Pan

		· April 28th is National Health Decision Day and there will be a table set up outside the NYPQ Cafeteria from 11am – 2pm.

· The PMO encourages all partners to participate in this day.

		· Partner will send PMO any suggestions or ideas on how to encourage staff to participate in National Health Decision Day.



		6. Empowering CNAs to improve End of Life Care:

C. Pan

		· Dr. Pan administered an article to the partners to empower CNAs how to improve their work flow and ethics. 

		· N/A
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NYP/Q PPS EPEC Training Schedule


Project 3.g.ii Palliative Care in Skilled Nursing Facilities


Tentative Date / Time


(2nd Wednesday of Every Other Month)


6:00 PM – 7:00 PM A Plenary 1 Gaps in End-of-life Care


7:00 PM – 8:00 PM B Plenary 2 Legal Issues


6:00 PM – 7:00 PM C Plenary 3 Elements & Models of End-of-life care


7:00 PM – 8:00 PM D Plenary 4 Next Steps


6:00 PM – 7:00 PM 1 Module 1 Advanced Care Planning


7:00 PM – 8:00 PM 2 Module 2 Communicating Bad News


6:00 PM – 7:00 PM 3 Module 3 Whole Patient Assessment


7:00 PM – 8:00 PM 4 Module 4 Pain Management


6:00 PM – 7:00 PM 5 Module 5 Physician Assisted Suicide


7:00 PM – 8:00 PM 6 Module 6 Depression, Anxiety, Delirium


6:00 PM – 7:00 PM 7 Module 7 Goals of Care


7:00 PM – 8:00 PM 8 Module 8 Sudden Illness


6:00 PM – 7:00 PM 9 Module 9 Medical Futility


7:00 PM – 8:00 PM 10 Module 10 Common Physical Symptoms


6:00 PM – 7:00 PM 11 Module 11 Withholding, Withdrawing Therapy


7:00 PM – 8:00 PM 12 Module 12 Last Hours of Living


Wednesday, April 12, 2017


TBD


Wednesday, August 10, 2016


Thursday, October 13, 2016


Wednesday, December 14, 2016


Wednesday, February 08, 2017


Parker Jewish Institute for Health Care 


and Rehabilitation


271-11 76th Ave, New Hyde Park, NY 11040


St. Mary’s Hospital for Children


29-01 216th St.


Music Room – Ground Floor


Bayside, NY 11360


Margaret Tietz Nursing and Rehabilitation 


Center


164-11 Chapin Pkwy, Jamaica, NY 11432


Dry Harbor Nursing Home & 


Rehabilitation Center 


6135 Dry Harbor Rd, Middle Village, NY 


11379


#
Plenary / 


Module
Title of Session


Silvercrest Center for Nursing & 


Rehabilitation


144-45 87th Ave, Briarwood, NY 11435


Wednesday, February 10, 2016


Wednesday, April 13, 2016


Wednesday, June 08, 2016


Cliffside Rehabilitation and Residential 


Health Care Center


11919 Graham Ct, Flushing, NY 11354


Woodcrest Rehabilitation


11909 26th Ave, Flushing, NY 11354


Location


Updated March 4, 2016
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Registration Form

		NYP/Q PPS Education in Palliative and End-of-life Care (EPEC)
Training Registration Form

		We are excited to offer EPEC as part of DSRIP, we are hoping to provide basic education on Palliative and End of life Care to the Medical Doctor and a member of the healthcare team.  We are suggesting that each SNF have a certified Palliative care trained practitioner and additional health care team member.  Our commitment is to provide all 16 EPEC modules in order to certify at least one Practitioner at each facility. Each of the modules is clinically driven and completion of all 16 modules will result in certification.  Each class will also provide CME as an individual class. Space will be limited but we will make every effort to accommodate interested Healthcare providers. 

We do thank each of the volunteering host sites for providing rooms and refreshments. 






				Name 		Email		Facility 		Telephone 

		1

		2































&G		




image1.jpeg

_| NewYork-Presbyterian
—1 Queens







image4.emf
PCOS Guidelines.pdf


PCOS Guidelines.pdf


 


 
March 2016            1 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Table of Contents 
Type chapter title (level 1) .......................................................................................................................................................................... 1 


Type chapter title (level 2) ....................................................................................................................................................................... 2 


Type chapter title (level 3) ................................................................................................................................................................... 3 


Type chapter title (level 1) .......................................................................................................................................................................... 4 


Type chapter title (level 2) ....................................................................................................................................................................... 5 


Type chapter title (level 3) .....................................................................................................................................................................  


 


 


Delivery System Reform Incentive  


Payment Program 


 


Projects 3.g.i and 3.g.ii: 


Palliative Care Measures 


 


 


 


 


https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/ 


 
  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Table of Contents 
 


Introduction ................................................................................................................................... 2 


Administrative Guidance ................................................................................................................ 3 


Assessment Administration ........................................................................................................ 3 


Reporting ................................................................................................................................... 3 


Performance and Scoring Methodology ......................................................................................... 4 


Audit Process ............................................................................................................................. 5 


Forestland Example ................................................................................................................... 7 


Implementation Timeline ............................................................................................................... 8 


Appendix A: Palliative care Outcome Scale Assessment ............................................................... 9 


Appendix B: File Format .............................................................................................................. 15 


Appendix C: A User’s Guide to the Palliative Care Outcome Scale ............................................. 17 


 


 


  







 


 
March 2016            2 
 


Introduction 
 


The New York Delivery System Reform Incentive Payment (DSRIP) Program projects 3.g.i and 3.g.ii 
aim to further integrate palliative care into patient-centered medical home (PCMH) practice and 
skilled nursing facilities (SNF) settings, respectively. Initially, data collected from the Uniform 
Assessment System (UAS-NY) served as the basis for the project measures. The UAS-NY tool was 
developed to facilitate assessments for long-term care and community-based programs in New York 
State. The UAS-NY assessment requires a significant time commitment to collect multiple 
observation points, many of which are irrelevant to the goals of projects 3.g.i and 3.g.ii. For example, 
the UAS-NY captures indicators relating to ability to independently carry out activities of daily living 
and functional status, and these would not be needed for the original measures identified for 
palliative care projects.  Therefore, the New York State Department of Health (DOH) conducted an 
extensive review on the leading palliative care programs and assessment tools. The findings of this 
review helped further define palliative care as addressing the “physical symptoms, emotional, 
psychological, and spiritual needs” of individuals, all of which are effectively assessed by the 
Palliative care Outcome Scale (POS).1 
 
The POS is an assessment and measurement tool designed to meet the needs for a simple, 
appropriate assessment for palliative care.  It is designed to prospectively assess clinical practice, 
with regards to patients’ palliative care needs and palliative care outcomes.  The POS is a widely 
used and validated assessment tool designed to improve the quality of palliative care. The POS can 
be self-administered or completed by health care staff or family members and has been 
implemented in both inpatient and outpatient settings and has average completion times of eight 
minutes or less. The POS is available in eight languages.  Use of POS in practices has been 
determined to be valid and reliable for improving palliative care. 
 
Practices or skilled nursing facilities involved in these projects will implement the POS tool with 
patients and their families in their palliative care programs.  Five measures have been selected from 
the POS which align with the goals of palliative care. The five measures are based on five of the 
POS questions, including 1) pain; 2) physical symptoms; 3) life worth; 4) self-esteem; and 5) 
advance directive completion. If a patient’s response to a question indicates a ‘potential need’ (see 
below), the practice would address the need with an intervention. Interventions may be offered or 
carried out, and could vary widely. Examples of interventions may include counseling, further 
assessment, exploring of care treatment options, support referrals, medication management, and 
more. Staff document the intervention offer or completion of an intervention for the corresponding 
question on the assessment form.  
 
The calculation for the pain, physical symptoms, life worth, and self-esteem measures is shown 
below: 
 


Numerator 
Denominator 


= 
Number of patients offered or provided an intervention for the question 


Number of patients with responses 2, 3, or 4 for the question 
 
The calculation for the advanced directive measure is shown below: 
 


Numerator 
Denominator = 


Number of patients offered or provided an intervention for the question 
Number of patients with response 4 (None) 


 
In order for Performing Provider Systems (PPS) to earn Achievement Values (AVs), the PPS needs 
to have a ratio over 1 comparing most current measurement year (MY) result to baseline MY (see 
Forestland Example on page 7).  


                                                      
1 http://pos-pal.org/maix/background.php 
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Administrative Guidance 
 


Assessment Administration 
 


Target Population 
The target populations for these two projects include all patients enrolled in a patient-centered 
medical home (PCMH) (3.g.i) or a skilled nursing facility (SNF) (3.g.ii) who are receiving palliative 
care services, including those in hospice care. The PPS will design an approach to identify eligible 
patients for the project and share the approach with their practices or facilities. 
 
Administering the Survey 
A POS assessment generally takes about eight minutes or less. Two versions of the POS are 
available: a patient version (self-administered or administered by a family member/caregiver) and a 
staff version. Sample assessments are provided in Appendix A. The PPS can select which 
assessment version to use for their setting, but must use the same version consistently throughout 
the demonstration years. Additionally, settings involved in the palliative care project should remain 
consistent throughout the demonstration in order to reduce any variance.  In both versions, 
questions 12 and 13 are open-ended for practice use only and will not be used in any measures.  A 
POS assessment will be conducted to all patients participating in palliative care at the practice or 
SNF.  Practices and SNF may add other patient identification information (such as name) to the 
assessments for ease of use in their settings.  Additional information will not be included in files 
submitted to the PPS. 
 
Assessments should be conducted at least every six months, but could be more often than six 
months. Assessments should be administered when a patient: 


 Enters a palliative care treatment regime (or as soon as possible if already participating); 


 Experiences a significant change in patient status (defined as changes to the patient’s care 
plan, such as hospitalization, changes in home care needs, independent living status);  


 Is being routinely monitored six months from the previous assessment. 
 


More than one assessment in a six-month period may occur if there are changes in a patient’s 
status. Each assessment will be used for measure calculation. On every assessment, whether 
completed by patient and family or by staff, staff will document whether an intervention was offered 
or provided for the corresponding need. This staff-only section is designed to identify which patients 
were offered or provided an intervention appropriate for their question scores of 2, 3, or 4.  
 
Training 
DOH recommends training all staff members involved in the assessment administration to ensure 
consistency across assessments results and interventions. Materials and user guidance is available 
from the POS website (see Appendix C).  Training and orientation for staff members should include 
detailed examination of the assessment questions, as well as the contextual use of the assessment 
to achieve DSRIP project 3.g.i and 3.g.ii goals.  
 
Privacy 
Patients will be identified using a unique member ID (such as medical record number), included on 
both the assessment and the data file format template (see Appendix B). PPS are expected to 
adhere to State and Federal laws as applicable to the handling of protected health information (PHI). 
 
Reporting 
 
The PPS will submit aggregated data from all practices or SNFs to DOH through the Medicaid 
Analytics Performance Portal (MAPP). Aggregated data files will be submitted twice annually 
(January through June assessments will be submitted in July and July through December 
assessments will be submitted in January).  PPS results will be calculated annually using the July – 
June assessments for the MY.  All assessments completed during the time frames should be 
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included in the files. Results should be formatted in a flat file according to the data file format 
template included in Appendix B. Table 1 outlines the timeline for file submission and the 
corresponding time frame for the measurement year result calculation.  
  
Table 1: Reporting Schedule 


DY DY Dates Payments Periods* Measurement Year 
File Submission 


Due  


DY1 
4/1/2015 to 
3/31/2016 


 Payment 1: Q1 (04/01/2015) 


MY1: N/A N/A Payment 2: Q2 (9/30/2015) 


Payment 3: Q4 (3/31/2016) 


DY2 
4/1/2016 to 
3/31/2017 


Payment 1: Q2 (9/30/2016) MY2: (pilot) 
4/1/2016 to 6/30/2016 


 


Payment 2: Q4 (3/31/2017) 7/31/16 


DY3 
4/1/2017 to 
3/31/2018 


Payment 1: Q2 (9/30/2017) 
MY3: 7/1/2016 to 6/30/2017 


(Jul-Dec) 1/31/2017  


Payment 2: Q4 (3/31/2018) (Jan-Jun) 7/31/17 


DY4 
4/1/2018 to 
3/31/2019 


Payment 1: Q2 (9/30/2018) 
MY4: 7/1/2017 to 6/30/2018 


(Jul-Dec) 1/31/2018  


Payment 2: Q4 (3/31/2019) (Jan-Jun) 7/31/18 


DY5 
4/1/2019 to 
3/31/2020 


Payment 1: Q2 (9/30/2019) 
MY5: 7/1/2018 to 6/30/2019 


(Jul-Dec) 1/31/2019  


Payment 2: Q4 (3/31/2020) (Jan-Jun) 7/31/19 


*DSRIP Year 1 has 3 payment cycles.  Payment 1 was based upon acceptance of PPS Applications.  All other 


biannual payments are based upon pay for reporting or pay for performance. 
 
Performance and Scoring Methodology 
 


Projects 3.g.i and 3.g.ii are rewarded on a “pay for reporting” (P4R) methodology for DY2-3 and a 
“pay for performance” (P4P) methodology for DY4-5. During DY1 and DY2, PPS only need to satisfy 
Domain 1 reporting requirements to qualify for AVs. A statewide performance goal and an initial PPS 
baseline will be established during MY3. Subsequent AVs will be calculated against the previous 
MY. 
 
There are five measures associated with the palliative care projects: pain, physical symptoms, life 
worth, self-esteem, and completion of advance directives; each measure aligns with a question in 
the POS assessment. Questions 1, 2, 7, and 8 scored with a 2, 3, or 4 response or Question 11 
scored with a 4 response identify a potential need for intervention: 


 
 Pain (Q1): Over the past 3 days, have you been affected 


by pain?  
 0 Not at all, no effect  
 1 Slightly - but not bothered to be rid of it 
 2 Moderately - pain limits some activity 
 3 Severely - activities or concentration markedly affected 
 4 Overwhelmingly - unable to think of anything else 


 Symptom (Q2): Over the past 3 days, have other 
symptoms e.g. nausea, coughing or constipation seemed 
to be affecting how you feel? 
 0 No, not at all  
 1 Slightly 
 2 Moderately 
 3 Severely 
 4 Overwhelmingly 


 Life Worth (Q7): Over the past 3 days, have you felt that 
life was worthwhile? 
 0 Yes, all the time 
 1 Most of the time 
 2 Sometimes 
 3 Occasionally 
 4 No, not at all 


 Self-Esteem (Q8): Over the past 3 days, have you felt 
good about yourself as person? 


 0 Yes, all the time 
 1 Most of the time 
 2 Sometimes 
 3 Occasionally 
 4 No, not at all 


 Advance Directive (Q11): Check all advance 
directives known to have been completed: 


 0 Health Care Proxy 
 1 Living Will 
 2 Organ Donation 
 3 Documentation of Oral Advance Directive 
 4 None
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Interventions may be offered or provided, and could vary widely. Examples of interventions may 
include counseling, further assessment, exploring of care treatment options, support referrals, 
medication management, and more. Staff document the need and intervention (offered or 
provided) in medical records as per the customary practices.  Staff will also indicate intervention 
status on the assessment form in the Staff area.  Notation on the assessment form will make data 
entry of the assessment easier.  This assessment form includes only binary questions on whether 
interventions were offered or provided. While no details on the intervention will be documented on 
the assessment form, the practice or SNF will be required to maintain records. 
 
Practices and SNFs will create a database to enter the information from each completed 
assessment.  Information from this database will be used to create the file for the PPS every six 
months (see Appendix B file format template).  Practices and SNFs may choose to add additional 
information in the database, but must capture the required fields as a minimum. 
 
Each measure of the POS will be associated with 1 AV per year, totaling 5 potential AV points per 
year and results will be calculated annually. In order to earn AVs for each measure, the PPS must 
achieve a ratio of more than one comparing results for the current MY to the baseline MY result. 
Although practices and SNFs should administer assessment to all patients participating in 
palliative care including commercial, Medicare and uninsured patients, PPS results will be based 
on assessments for patients indicating Medicaid coverage (see Appendix B - Insurance Type = 2, 
5, 6, and 7). 


 
Audit Process 
 
The assessments completed by individual practices or SNFs will be securely submitted to the 


PPS every six months.  The PPS is responsible for conducting an audit of the practices and SNFs 


involved in this project to determine the accuracy of numerator (documentation of intervention 


provided or offered) and denominator determination (response indicating need for possible 


intervention). The audit will completed during the first year of implementation, with follow up as 


needed in subsequent years.  The audit will be conducted on a sample of assessments for 


patients with Medicaid coverage at each practice or SNF involved in the project using the 


following procedure:   


 


1. Using the submitted files for the first half of the implementation year (July 2016 to 


December 2016), each PPS will identify assessments from the practice or SNF for 


patients with Medicaid Coverage (see Appendix B - Insurance Type = 2, 5, 6, and 7) to 


create the eligible sample frame. 


2. Using this eligible sample frame, the PPS will select a random sample from each practice 


or SNF, generating a list of 10% of completed assessments (rounded to nearest whole 


number) or 30 assessments, whichever is fewer.  


3. The PPS will validate assessment findings using the sample to determine if the 


assessment response for the five measures accurately documents the number of patients 


with 2, 3, or 4 responses for the question (denominator) and, of those patients, who were 


offered or provided an intervention (numerator) according to the medical record.  


4. If the data in the file is validated with the assessment and record documentation, the 


assessment is considered to ‘pass’.  Similarly if the assessment and record documentation 


do not match the data file, the assessment is considered to ‘fail’. 
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5. Audit results are calculated by dividing the number of passed assessments by the number 


of assessments in the sample. 


6. For practices with results of 75% or higher require, no further auditing or action is required.   


7. For practices with 74% or lower, the PPS should investigate the cause of error and 


provide training or other assistance.   


8. The PPS will repeat the audit the following year using assessments completed July 2017 


through December 2017 with this procedure.  This annual cycle will continue until the 


practice achieves 75% or more accuracy. 
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Forestland Example 
 
Table 2 outlines how the fictitious PPS, Forestland, scored across one performance measure (pain) over the course of MY3-MY5.  
 


 MY3 (P4R): Forestland submitted all reporting, therefore receives 1 AV 


 MY4 (P4P): Forestland receives 1 AV, as a result of improving the performance ratio from the baseline year. 


 MY5 (P4P): Forestland receives 0 AVs, as a result of not improving the performance ratio from the baseline year. 
  
Table 2: Forestland Example 
 


 
 
The baseline result from MY3 (0.79 in this example) is used for comparison for all future years (MY4 and MY5 in this example). 
 
 
 
 
 
 
 
 


Measure Performance MY3 MY4 MY5


Number of patients offered or provided an intervention for the question 55 57 58


Number of patients with responses 2, 3, or 4 for the question 70 66 76


Performance Ratio 0.79 0.86 0.76


Baseline Comparison N/A 0.86 / 0.79 = 1.10 0.76 / 0.79 = 0.97


AV Earned 1 1 0


Pain
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Implementation Timeline 
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Appendix A: Palliative care Outcome Scale Assessment Tools 


Palliative care Outcome Scale  
PATIENT QUESTIONNAIRE 


 
Please answer the following questions by checking the box next to the answer that is most true 
for you. Your answers will help us to provide you with the support you need for your care.  . 


Thank you. 
                              STAFF COMPLETED  
1 Over the past 3 days, have you been affected by pain?  


  0       Not at all, no effect  


  1       Slightly - but not bothered to be rid of it 


  2       Moderately - pain limits some activity 


  3       Severely - activities or concentration markedly affected 


  4       Overwhelmingly - unable to think of anything else 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


2 Over the past 3 days, have other symptoms e.g. nausea, coughing or 
constipation seemed to be affecting how you feel? 


  0       No, not at all  


  1       Slightly 


  2       Moderately 


  3       Severely 


  4       Overwhelmingly 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


3 Over the past 3 days, have you been feeling anxious or worried about your 
illness or treatment? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes - affects my concentration now and then   


  3       Most of the time - often affects my concentration     


  4       Can’t think of anything else - completely pre-occupied by worry and        


anxiety 
 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


STAFF COMPLETED 
Practice site name:………………….……...... Patient Identification #.........………………………. 


Assessment date: ....................................   Setting:   Office  Skilled Nursing Facility 


Assessment Type (check)                   Initial    Status Change  Routine 


Insurance Type (check all that apply)  Commercial  Medicaid  Medicare  Uninsured 
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4 Over the past 3 days, have any of your family or friends been anxious or 
worried about you? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes – it seems to affect their concentration  


  3       Most of the time 


  4       Yes, always preoccupied with worry about me 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


5 Over the past 3 days, how much information have you and your family or 
friends been given? 


  0       Full information or as much as wanted – always feel free to ask 


  1       Information given but hard to understand 


  2       Information given on request but would have liked more 


  3       Very little given and some questions were avoided  
  4       None at all – when we wanted information 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


6 Over the past 3 days, have you been able to share how you are feeling with 
your family or friends? 


  0       Yes, as much as I wanted to 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all with anyone 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


7 Over the past 3 days, have you felt that life was worthwhile? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


8 Over the past 3 days, have you felt good about yourself as person? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


9 Over the past 3 days, how much time do you feel has been wasted on 
appointments relating to your healthcare, e.g. waiting around for transport 
or repeating tests? 


  0       None at all  


  2       Up to half a day wasted   


  4       More than half a day wasted  
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10 Over the past 3 days, have any practical matters resulting from your 
illness, either financial or personal, been addressed?  


  0       Practical problems have been addressed and my affairs are as up to date 


as I would wish  


  2       Practical problems are in the process of being addressed 


  4       Practical problems exist which were not addressed 


  0       I have had had no practical problems 
 


 


11 Check all advance directives known to have been completed: 


  0        Health Care Proxy 


  1       Living Will 


  2        Organ Donation 


  3        Documentation of Oral Advance Directive 


  4        None 


 
 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


12 If any, what have been your main problems in the last 3 days?  
 


1. 
..................................................................................................................................
........................................................................................................ 
 
2. 
..................................................................................................................................
....................................................................................................... 
 


 


 
13 How did you complete this questionnaire? 


  0        On my own 


  1        With the help of a friend or relative 


  2        With the help from a member of staff 
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Palliative care Outcome Scale  
STAFF QUESTIONNAIRE 


 


 
Please answer the following questions by checking the box next to the answer that is most true for 
the patient. Thank you. 


   
1. Over the past 3 days, has the patient been affected by pain? 


  0       Not at all, no effect  


  1       Slightly - but not bothered to be rid of it 


  2       Moderately - pain limits some activity 


  3       Severely - activities or concentration markedly affected 


  4       Overwhelmingly - unable to think of anything else 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


2. Over the past 3 days, have other symptoms e.g. nausea, coughing or 
constipation seemed to be affecting how they feel? 


  0       No, not at all  


  1       Slightly 


  2       Moderately 


  3       Severely 


  4       Overwhelmingly 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


3. Over the past 3 days, has s/he been feeling anxious or worried about their 
illness or treatment? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes - affects their concentration now and then   


  3       Most of the time - often affects their concentration     


  4      The patient does not seem to think of anything else - completely pre-


occupied by worry and anxiety 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


4. Over the past 3 days, have any of their family or friends been anxious or 
worried about the patient? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes – it seems to affect their concentration  


  3       Most of the time 


  4       Yes, they always seem preoccupied with worry 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


Practice Site Name:………………….……...... Patient Identification #.........……………………… 


Assessment Date: ....................................   Setting:   Office  Skilled Nursing Facility 


Assessment Type (check)                   Initial    Status Change  Routine 


Insurance Type (check all that apply)  Commercial  Medicaid  Medicare  Uninsured 
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5. Over the past 3 days, how much information has been given to the patient 
and their family or friends? 


  0       Full information or as much as wanted – always feel free to ask 


  1       Information given but hard to understand 


  2       Information given on request but would have liked more 


  3       Very little given and some questions were avoided  
  4       None at all – when they wanted information 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


6. Over the past 3 days, has the patient been able to share how they are 
feeling with their family or friends? 


  0       Yes, as much as they wanted to 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all with anyone 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


7. Over the past 3 days, do you think they felt that life was worth living? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


8. Over the past 3 days, do you think s/he has felt good about themselves? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


9. Over the past 3 days, how much time do you feel has been wasted on 
appointments relating to the healthcare of this patient, e.g. waiting around 
for transport or repeating tests? 


  0       None at all  


  2       Up to half a day wasted    


  4       More than half a day wasted  


 


 


10. Over the past 3 days, have any practical matters resulting from their 
illness, either financial or personal, been addressed?  


  0      Practical problems have been addressed and their affairs are as up to 


date as they would wish  


  2       Practical problems are in the process of being addressed 


  4       Practical problems exist which were not addressed 


  0       The patient has had no practical problems 
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11. Check all advance directives known to have been completed: 


  0        Health Care Proxy 


  1        Living Will 


  2        Organ Donation 


  3        Documentation of Oral Advance Directive 


  4        None 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


12. If any, what have been the patient’s main problems in the last 3 days?  
 


1. 
................................................................................................................................
.......................................................................................................... 
2. 
................................................................................................................................
.......................................................................................................... 


 


 


13. What is the patient’s ECOG scale performance status? 


  0        Fully active 


  1        Restricted 


  2        Ambulatory 


  3        Limited self care 


  4        Completely disabled 
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Appendix B: Data File Format Template 
 


 Data file must be in flat format. Fields should be left justified and blank filled for the column 
width.  Each row should be 75 characters in length. 


 All fields are required. 


 Each assessment should be a unique row in the file. 
 
POS Assessment Data File Format Template 


Column 
Placement 


Variable 
Description 


Value 
Labels 


Details/Comments 


1-2 PPS ID 2 Characters Adirondack Health Institute = 23 
Catholic Medical Partners = 46 
CNY DSRIP Performing Provider System =08 
Ellis Hospital = 03 
Maimonides Medical Center = 33 
Mohawk Valley PPS (Bassett) = 22 
New York City Health and Hospitals-led PPS = 52 
Richmond Univ Med Center & Staten Island Univ Hosp = 43 
The New York Presbyterian Hospital = 39 
The New York Hospital Medical Center of Queens = 40 
United Health Services Hospitals, Inc = 44 


3-32 Practice Site Name 30 Characters  


33-42 Unique Patient 
Identification # 


10 Characters Unique patient identification indicator (such as medical 
record number) 


43-50 Assessment Date 8 Characters  


 


mmddyyyy (do not include dashes or slashes), 99999999 if 
missing 


51 Setting 1 Character Office = 1, Skilled Nursing Facility = 2 


52 Assessment Type 1 Character Initial = 1 
Change = 2  
Routine = 3  


53-54 Insurance Type 2 Character Commercial only = 1 
Medicaid only = 2 
Medicare only = 3 
Uninsured = 4  
Medicaid and Medicare = 5 
Medicaid and Commercial = 6 
Medicaid, Medicare and Commercial = 7 


55 
 


Survey Version 1 Character Patient = 1 
Staff = 2  


56 Question 1 Score 1 Character Score 0-4 


57 Question 1 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


58 Question 2 Score 1 Character Score 0-4 


59 Question 2 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


60 Question 3 Score 1 Character Score 0-4 


61 Question 3 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


62 Question 4 Score  1 Character Score 0-4 


63 Question 4 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


64 Question 5 Score 1 Character Score 0-4 
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Column 
Placement 


Variable 
Description 


Value 
Labels 


Details/Comments 


65 Question 5 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


66 Question 6 Score 1 Character Score 0-4 


67 Question 6 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


68 Question 7 Score 1 Character Score 0-4 


69 Question 7 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


70 Question 8 Score 1 Character Score 0-4 


71 Question 8 Intervention 
Indicator 


1 Character Yes = 1, No = 0 


72 Question 9 Score 1 Character Score 0-4 


73 Question 10 Score 1 Character Score 0-4 


74 Question 11 Score 1 Character Yes = 0, No = 4 


75 Question 11 
Intervention Indicator 


1 Character Yes = 1, No = 0 
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Appendix C: Palliative care Outcome Scale Resources 
 


To access relevant POS materials, register at the Palliative care Outcome Scale website (pos-


pal.org). Registration and all materials are free. From the “Downloads” tab, the “Resources” 


section offers many useful readings. Especially pertinent resources include: 


 


 A User’s Guide to the Palliative Care Outcome Scale: An introduction and overview of the 


POS and its uses for those looking for more background information on the assessment. 


 


 Clinical Decision Support Tool for the interpretation of and response to Palliative care 


Outcome Scale (POS) scores for: a) information needs; b) family anxiety; c) depression; d) 


breathlessness: This booklet provides information on potential interventions and support 


systems for patients within the palliative care population.  


 


 



http://pos-pal.org/

http://pos-pal.org/
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Appendix A: Palliative care Outcome Scale Assessment Tools 


Palliative care Outcome Scale  
PATIENT QUESTIONNAIRE 


 
Please answer the following questions by checking the box next to the answer that is most true 
for you. Your answers will help us to provide you with the support you need for your care.  . 


Thank you. 
                              STAFF COMPLETED  
1 Over the past 3 days, have you been affected by pain?  


  0       Not at all, no effect  


  1       Slightly - but not bothered to be rid of it 


  2       Moderately - pain limits some activity 


  3       Severely - activities or concentration markedly affected 


  4       Overwhelmingly - unable to think of anything else 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


2 Over the past 3 days, have other symptoms e.g. nausea, coughing or 
constipation seemed to be affecting how you feel? 


  0       No, not at all  


  1       Slightly 


  2       Moderately 


  3       Severely 


  4       Overwhelmingly 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


3 Over the past 3 days, have you been feeling anxious or worried about your 
illness or treatment? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes - affects my concentration now and then   


  3       Most of the time - often affects my concentration     


  4       Can’t think of anything else - completely pre-occupied by worry and        


anxiety 
 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


STAFF COMPLETED 
Practice site name:………………….……...... Patient Identification #.........………………………. 


Assessment date: ....................................   Setting:   Office  Skilled Nursing Facility 


Assessment Type (check)                   Initial    Status Change  Routine 


Insurance Type (check all that apply)  Commercial  Medicaid  Medicare  Uninsured 
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4 Over the past 3 days, have any of your family or friends been anxious or 
worried about you? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes – it seems to affect their concentration  


  3       Most of the time 


  4       Yes, always preoccupied with worry about me 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


5 Over the past 3 days, how much information have you and your family or 
friends been given? 


  0       Full information or as much as wanted – always feel free to ask 


  1       Information given but hard to understand 


  2       Information given on request but would have liked more 


  3       Very little given and some questions were avoided  
  4       None at all – when we wanted information 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


6 Over the past 3 days, have you been able to share how you are feeling with 
your family or friends? 


  0       Yes, as much as I wanted to 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all with anyone 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


7 Over the past 3 days, have you felt that life was worthwhile? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


8 Over the past 3 days, have you felt good about yourself as person? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


9 Over the past 3 days, how much time do you feel has been wasted on 
appointments relating to your healthcare, e.g. waiting around for transport 
or repeating tests? 


  0       None at all  


  2       Up to half a day wasted   


  4       More than half a day wasted  
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10 Over the past 3 days, have any practical matters resulting from your 
illness, either financial or personal, been addressed?  


  0       Practical problems have been addressed and my affairs are as up to date 


as I would wish  


  2       Practical problems are in the process of being addressed 


  4       Practical problems exist which were not addressed 


  0       I have had had no practical problems 
 


 


11 Check all advance directives known to have been completed: 


  0        Health Care Proxy 


  1       Living Will 


  2        Organ Donation 


  3        Documentation of Oral Advance Directive 


  4        None 


 
 


Intervention offered or 
provided? 


  0       No  


  1       Yes 


 


12 If any, what have been your main problems in the last 3 days?  
 


1. 
..................................................................................................................................
........................................................................................................ 
 
2. 
..................................................................................................................................
....................................................................................................... 
 


 


 
13 How did you complete this questionnaire? 


  0        On my own 


  1        With the help of a friend or relative 


  2        With the help from a member of staff 
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Palliative care Outcome Scale  
STAFF QUESTIONNAIRE 


 


 
Please answer the following questions by checking the box next to the answer that is most true for 
the patient. Thank you. 


   
1. Over the past 3 days, has the patient been affected by pain? 


  0       Not at all, no effect  


  1       Slightly - but not bothered to be rid of it 


  2       Moderately - pain limits some activity 


  3       Severely - activities or concentration markedly affected 


  4       Overwhelmingly - unable to think of anything else 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


2. Over the past 3 days, have other symptoms e.g. nausea, coughing or 
constipation seemed to be affecting how they feel? 


  0       No, not at all  


  1       Slightly 


  2       Moderately 


  3       Severely 


  4       Overwhelmingly 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


3. Over the past 3 days, has s/he been feeling anxious or worried about their 
illness or treatment? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes - affects their concentration now and then   


  3       Most of the time - often affects their concentration     


  4      The patient does not seem to think of anything else - completely pre-


occupied by worry and anxiety 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


4. Over the past 3 days, have any of their family or friends been anxious or 
worried about the patient? 


  0       No, not at all 


  1       Occasionally 


  2       Sometimes – it seems to affect their concentration  


  3       Most of the time 


  4       Yes, they always seem preoccupied with worry 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


Practice Site Name:………………….……...... Patient Identification #.........……………………… 


Assessment Date: ....................................   Setting:   Office  Skilled Nursing Facility 


Assessment Type (check)                   Initial    Status Change  Routine 


Insurance Type (check all that apply)  Commercial  Medicaid  Medicare  Uninsured 







 


 
 13
  


 


5. Over the past 3 days, how much information has been given to the patient 
and their family or friends? 


  0       Full information or as much as wanted – always feel free to ask 


  1       Information given but hard to understand 


  2       Information given on request but would have liked more 


  3       Very little given and some questions were avoided  
  4       None at all – when they wanted information 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


6. Over the past 3 days, has the patient been able to share how they are 
feeling with their family or friends? 


  0       Yes, as much as they wanted to 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all with anyone 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


7. Over the past 3 days, do you think they felt that life was worth living? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


8. Over the past 3 days, do you think s/he has felt good about themselves? 


  0       Yes, all the time 


  1       Most of the time 


  2       Sometimes 


  3       Occasionally 
  4       No, not at all 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


9. Over the past 3 days, how much time do you feel has been wasted on 
appointments relating to the healthcare of this patient, e.g. waiting around 
for transport or repeating tests? 


  0       None at all  


  2       Up to half a day wasted    


  4       More than half a day wasted  


 


 


10. Over the past 3 days, have any practical matters resulting from their 
illness, either financial or personal, been addressed?  


  0      Practical problems have been addressed and their affairs are as up to 


date as they would wish  


  2       Practical problems are in the process of being addressed 


  4       Practical problems exist which were not addressed 


  0       The patient has had no practical problems 
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11. Check all advance directives known to have been completed: 


  0        Health Care Proxy 


  1        Living Will 


  2        Organ Donation 


  3        Documentation of Oral Advance Directive 


  4        None 


 


Intervention offered or 
provided? 


  0       No  


  1       Yes  


 
 


12. If any, what have been the patient’s main problems in the last 3 days?  
 


1. 
................................................................................................................................
.......................................................................................................... 
2. 
................................................................................................................................
.......................................................................................................... 


 


 


13. What is the patient’s ECOG scale performance status? 


  0        Fully active 


  1        Restricted 


  2        Ambulatory 


  3        Limited self care 


  4        Completely disabled 
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Project 3.g.ii -- Palliative Care in SNF


Row Labels


3.g.ii


DY2, Q1


Project Requirement


Task Step 3...Create training/education program based on gap analysis to address the integration of palliative care services 


Task Step 4... Create schedule for initial and maintenance training/education sessions.


Task Step 4...Submit clinical guidelines and educational program recommendations for palliative care services to the Clinical 


Task Step 5... Leverage a palliative care champion (i.e. certified/experienced MD, NP, LCSW) as a resource and on site 


DY2, Q2


Project Requirement


Task Step 2... Leverage nationally recognized training & education programs (i.e. CAPC) to train staff on palliative care 


Task Step 3...Invite MCO representatives to clinical sub-committees to educate them of the PPS project, process, and 


Task Step 4...PMO executive leadership to partner with legal teams to outline the parameters of MCO negotiations to provide 


Task Step 7.. Track staff participation in training through PMO project management software.


Task Step 7...Quarterly reports will be provided to the clinical sub-committee for clinical reviews of the effectiveness of the 


standard. Adjustments will be recommended based on outcomes & team feedback. All revisions will be presented to the 


Task Step 8...Quarterly reports will be provided to the clinical sub-committee for clinical reviews of the effectiveness of the 


standard. Adjustments will be recommended based on outcomes & team feedback. All revisions will be presented to the 


Grand Total
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