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and quality of care for Veterans at End of Life. J Pain Symptom Manage 2015
49(3): 570-577.

Context. The Veterans Health Administration (VA) has improved the quality of end-of-life
(EOL) care over the past several years. Several structural and process variables are
associated with better outcomes. Little is known, however, about the relationship between
the organization of nursing care and EOL outcomes.

Objectives. To examine the association between the organization of nursing care,
including the nurse work environment and nurse staffing levels, and quality of EOL care
in VA acute care facilities.

Methods. Secondary analysis of linked data from the Bereaved Family Survey (BFS),
electronic medical record, administrative data, and the VA Nursing Outcomes Database.
The sample included 4908 veterans who died in one of 116 VA acute care facilities
nationally between October 2010 and September 2011. Unadjusted and adjusted
generalized estimating equations were used to examine associations between nursing and
BFS outcomes.

Results. BFS respondents were 17% more likely to give an excellent overall rating of the
quality of EOL care received by the veteran in facilities with better nurse work
environments (P # 0.05). The nurse work environment also was a significant predictor of
providers listening to concerns and providing desired treatments. Nurse staffing was
significantly associated with an excellent overall rating, alerting of the family before
death, attention to personal care needs, and the provision of emotional support after the
patient’s death.

Conclusion. Improvement of the nurse work environment and nurse staffing in VA acute
care facilities may result in enhanced quality of care received by hospitalized veterans at
the EOL.



Rosa, K. A, Lee, E. J., Meier, D. E., Goldstein, N. E. A survey of bereaved family
members to assess quality of care on a palliative care unit. J Palliative Med 2015
18(4): 358-365.

Background: More U.S. hospitals are adopting palliative care programs, prompting inquiry
about the relationship of palliative care to patient and family satisfaction. This study
compares the impact of palliative care units, palliative care consultation, and usual care on
bereaved families’ perceptions of care quality.

Methods: Using the Bereaved Family Survey we conducted interviews with family
members of patients who died at Mount Sinai Medical Center between March 2012 and
March 2013.

Results: Of 108 completed surveys, 31 were in the palliative care unit group, 28 in the
consultation service group, and 49 in the usual care group. Family members of patients
who died on the palliative care unit were more likely to report that their loved one’s end-
of-life medical care had been ‘‘excellent’’ as compared to family members of patients who
received palliative care consultation or usual care (adjusted OR, 2.06; 95% CI, 1.17—
3.61). Family members of palliative care unit patients also reported greater satisfaction
with emotional support before the patient’s death (adjusted OR, 1.71; 95% CI, 1.01-2.90).
We found no significant differences between the consultation service and usual care.
Conclusion: Family members of patients who died while receiving care in a dedicated
palliative care unit report higher overall satisfaction and emotional support before death as
compared to the consultation service or usual care.

Smith, D., Kuzla, N., Thorpe, J., Scott, L. Ersek, M. Exploring nonresponse bias in
the Department of Veterans Affairs’ Bereaved Family Survey. J Palliative Med 2015
18(10): 858-864

Background: Patients' and families' evaluations of health care, including palliative care, are widely
used as performance measures. Survey scores may be affected by nonresponse bias, resulting in
inaccurate performance evaluation.

Obijectives: Our aim was to examine nonresponse bias for the mailed version of the Department of
Veterans Affairs (VA) Bereaved Family Survey Performance Measure (BFS-PM) and evaluate the
effect of nonresponse bias on facilities' BFS-PM scores.

Methods: A cross-sectional analysis of a national sample was conducted. The sample consisted of
20,540 veterans who died in one of 146 VA Medical Centers (VAMCSs) between October 2012 and
September 2013. Next of kin (NOK) were asked to complete and return the survey. The BFS-PM
is defined as the proportion of NOK who rated overall care for the veteran during the last month of
life as “excellent.” After creating a model to predict the likelihood of response based on patient
and clinical characteristics, we applied inverse probability weights to examine their effect on
facilities' scores. We also evaluated facility performance before and after weighting for
nonresponse Vis-a-vis varying benchmarks.

Results: We received 8912 surveys (45% response rate). The mean change in facility BFS-PM
scores after weighting was —2%, (range: —10% to+11%). The scores of 31% of facilities changed
more than£2%. The number of facilities meeting hypothetical benchmarks of 60%, 70%, and 80%
also changed as a result of weighting for nonresponse.

Conclusion: Our results underscore the importance of appropriately addressing nonresponse in the
use of quality-of-care metrics based on Bereaved Family Survey (BFS) data.



Ersek, M., Thorpe, J., Kim, H., Thomasson, A., Smith, D. Exploring end-of-life care
in Veterans Affairs community living centers. J Am Geriatr Soc 2015 63(4): 644-650.

Obijectives: To compare quality of end-of-life (EOL) care indicators and family evaluation
of care in community living centers (CLCs) with that of EOL care in acute, intensive, and
hospice and palliative care units.

Design: Retrospective chart review and survey with next of kin of recently deceased
inpatients.

Setting: Inpatient Veterans Affairs (VA) Medical Centers (N = 145), including 132 CLCs,
across the United States.

Participants: The chart review included all individuals who died in VA inpatient units (n =
57,397). Family survey results included data for 33,497 veterans.

Measurements: Indicators of optimal EOL care: palliative consultation in the last 90 days
of life, contact with a chaplain, family contact with a chaplain, and emotional support
given to family after death. The main outcome was a single Bereaved Family Survey item
in which respondents provided a global evaluation of quality of EOL care (excellent to
very good, good, fair to poor).

Results: Family evaluations of overall EOL care and quality of EOL care indicators for
veterans who died in CLCs were better than those of veterans dying in acute or intensive
care units but worse than those dying in hospice or palliative care units.

Conclusion: Care in CLCs can be enhanced through the integration of palliative care
practices. Future research should identify critical elements of enhancing EOL care in
nursing homes. J Am Geriatr Soc 2015.
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Sudore, R. L., Casarett, D., Smith, D., Richardson, D. M., Ersek, M. Family
involvement at the end-of-life and receipt of quality care. J Pain Symptom Manage
2014 48(6): 1108-1116.

Context: Most patients will lose decision-making capacity at the end of life. Little is
known about the quality of care received by patients who have family involved in their
care.

Obijectives: To evaluate differences in the receipt of quality end-of-life care for patients
who died with and without family involvement.

Methods: We retrospectively reviewed the charts of 34,290 decedents from 146 acute and
long-term care Veterans Affairs facilities between 2010 and 2011. Outcomes included: 1)
palliative care consult, 2) chaplain visit, and 3) death in an inpatient hospice or palliative
care unit. We also assessed “do not resuscitate” (DNR) orders. Family involvement was
defined as documented discussions with the health care team in the last month of life. We
used logistic regression adjusted for demographics, comorbidity, and clustered by facility.
For chaplain visit, hospice or palliative care unit death, and DNR, we additionally adjusted
for palliative care consults.

Results: Mean (SD) age was 74 (£12) years, 98% were men, and 19% were nonwhite.
Most decedents (94.2%) had involved family. Veterans with involved family were more
likely to have had a palliative care consult, adjusted odds ratio (AOR) 4.31 (95% CI 3.90—
4.76); a chaplain visit, AOR 1.18 (95% CI 1.07-1.31); and a DNR order, AOR 4.59 (95%
C14.08-5.16) but not more likely to die in a hospice or palliative care unit.

Conclusion: Family involvement at the end of life is associated with receipt of palliative
care consultation and a chaplain visit and a higher likelihood of a DNR order. Clinicians
should support early advance care planning for vulnerable patients who may lack family or
friends.


http://www.sciencedirect.com/science/article/pii/S0885392414002309#200024317
http://www.sciencedirect.com/science/article/pii/S0885392414002309#200024402

Ersek, M, Smith, D., Cannuscio, C., Richardson, D.M., Moore, D. A nationwide
study comparing end of life care for men and women Veterans. J Palliative Med
2013 16(7): 734-740.

Background: The quality of end-of-life (EOL) care at Veterans Affairs Medical Centers
(VAMC) has improved. To date, however, the quality and outcomes of end-of-life care
delivered to women veterans have not been examined.

Objective: The goal of this study was to evaluate gender differences in the quality of
EOL care received by patients in VAMCs nationwide.

Design: The study was conducted via retrospective medical chart review and telephone
survey with next of kin of recently deceased inpatients.

Setting/subjects: The chart review included records for all patients who died in acute and
long-term care units in 145 VAMCSs nationwide (n=36,618). For the survey, the
documented next of kin were invited to respond on behalf of the deceased veteran; a total
of 25,638 next of kin completed the survey.

Measurements: Chart review measures included five indicators of optimal end-of-life
care. Bereaved family survey items included one global and nine specific items (e.g.,
bereavement care, pain management) describing care in the last month of life.

Results: Receipt of optimal end-of-life care did not differ significantly between women
and men with respect to frequency of discussion of treatment goals with a family
member, receipt of palliative consult, bereavement contact, and chaplain contact with a
family member. Family members of women were more likely than those of men to report
that the overall care provided to the veteran had been “excellent” (adjusted proportions:
63% versus 56%; odds ratio (OR)=1.33; 95% confidence interval (CI) 1.10-1.61;
p=0.003).

Conclusions: In this nationwide study of all inpatient deaths in VAMCs, women received
comparable and on some metrics better quality EOL care than that received by male
patients.

Casarett, D., Pickard, A., Bailey. F.A., et al. A nationwide VA palliative care quality
measure: The Family Assessment of Treatment at the End-of-Life. J Palliative Med
2008; 11: 68-75.

Obijectives: To evaluate the FATE (Family Assessment of Treatment at End of Life)
Survey for use as a nationwide quality measure in the VA health care system.

Design: Nationwide telephone survey.

Setting: Five VA medical centers.

Participants: Eligible patients received inpatient or outpatient care from a participating
VA facility in the last month of life. One respondent/patient was selected using
predefined eligibility criteria and invited to participate.

Measurements: The FATE survey consists of 32 items in 9 domains: Well-being and
dignity (4 items), Information and communication (5 items), Respect for treatment
preferences (2 items), Emotional and spiritual support (3 items), Management of
symptoms (4 items), Choice of inpatient facility (1 item), Care around the time of death



(6 items), Access to VA services (4 items), and Access to VA benefits after the patient’s
death (3 items).

Results: Interviews were completed with 309 respondents. The FATE showed excellent
psychometric characteristics, with good homogeneity (e.g., Cronbach ( «c = 0.91) and no
evidence of significant ceiling effects. The FATE also demonstrated good discriminant
validity. For instance, FATE scores varied across facilities (range 44—72; Kruskal Wallis
test p < 0.001). Patients who were seen by a palliative care service had better scores
(mean 66 versus 52; rank sum test p < 0.001), as did patients who were referred to
hospice (67 versus 49; rank sum test p < 0.001).

Conclusions: The FATE survey offers an important source of quality data that can be
used to improve the end-of-life care of all veterans, regardless of the type of care they
receive or their site of death.

Casarett D.J., Pickard A.P., Bailey F.A., et al. Important aspects of end-of-life care
for veterans: Implications for measurement and quality improvement. J Pain
Symptom Manage 2008; 35: 115-125.

To identify aspects of end-of-life care in the U.S. Department of Veterans Affairs (VA)
health care system that are not assessed by existing survey instruments and to identify
issues that may be unique to veterans, telephone interviews using open-ended questions
were conducted with family members of veterans who had received care from a VA
facility in the last month of life. Responses were compared to validated end-of-life care
assessment instruments in common use. The study took place in four VA medical centers
and one family member per patient was invited to participate, selected from medical
records using predefined eligibility criteria. These family members were asked to
describe positive and negative aspects of the care the veteran received in the last month
of life. Interview questions elicited perceptions of care both at VA sites and at non-VA
sites. Family reports were coded and compared with items in five existing prospective
and retrospective instruments that assess the quality of care that patients receive near the
end of life. Interviews were completed with 66 family members and revealed 384 codes
describing both positive and negative aspects of care during the last month of life. Almost
half of these codes were not represented in any of the five reference instruments

(n =174; 45%). These codes, some of which are unique to the veteran population, were
grouped into eight categories: information about VA benefits (n = 36; 55%), inpatient
care (n = 36; 55%), access to care (n = 33; 50%), transitions in care (n = 32; 48%), care
that the veteran received at the time of death (n = 31; 47%), home care (n = 26; 40%),
health care facilities (n = 12; 18%), and mistakes and complications (n = 8; 27%).
Although most of the reference instruments assessed some aspect of these categories,
they did not fully capture the experiences described by our respondents. These data
suggest that many aspects of veterans’ end-of-life care that are important to their families
are not assessed by existing survey instruments. VA efforts to evaluate end-of-life care
for veterans should not only measure common aspects of care (e.g., pain management),
but also examine performance in areas that are more specific to the veteran population.



Casarett D.J., Pickard A.P., Bailey F.A., et al. Do palliative consultations improve
patient outcomes? J Am Geriatrc 2008; 56: 593-599.

Objectives: To determine whether inpatient palliative consultation services improve
outcomes of care.

Design: Retrospective telephone surveys conducted with family members of veterans
who received inpatient or out- patient care from a Department of Veterans Affairs (VA)
medical facility in the last month of life.

Setting: Five VA Medical Centers or their affiliated nursing homes and outpatient clinics.
Participants: Veterans had received inpatient or out- patient care from a participating VA
in the last month of life. One family member completed each survey.

Measurements: The telephone survey assessed nine aspects of the care the patient
received in his or her last month of life: the patient’s well-being and dignity (4 items),
adequacy of communication (5 items), respect for treatment preferences (2 items),
emotional and spiritual support (3 items), management of symptoms (4 items), access to
the inpatient facility of choice (1 item), care around the time of death (6 items), access to
home care services (4 items), and access to benefits and services after the patient’s death
(3 items).

Results: Interviews were completed with 524 respondents. In a multivariable linear
regression model, after adjusting for the likelihood of receiving a palliative consultation
(propensity score), palliative care patients had higher overall scores: 65 (95% confidence
interval (CI) 5 62-66) versus 54 (95% CI 5 51-56; P<.001) and higher scores for almost
all domains. Earlier consultations were independently associated with better overall
scores (b50.003; P5.006), a difference that was attributable primarily to improvements in
communication and emotional support.

Conclusion: Palliative consultations improve out- comes of care, and earlier consultations
may confer additional benefit.

Casarett D., Shreve S., Luhrs C,, et al. Measuring families perceptions of care across
a health care system: Preliminary experience with the Family Assessment of
Treatment at End-of-Life Short Form (FATE-S). J Pain Symptom Manage 2010; 40:
801-8009.

Context: Because the Family Evaluation of Treatment at End of Life (FATE) survey was
too long for routine use in the Veterans Administration (VA) health care system to
measure quality of care, a shorter instrument was developed.

Obijectives: To evaluate the short version of the FATE survey for use as a nationwide
quality measure in the VA health care system.

Methods: Fifty-one VA medical centers, including acute and long-term care, participated
in this nationwide telephone survey. Family members of the patients were eligible if the
patients died in a participating facility. One family member per patient was selected from
medical records using predefined eligibility criteria and invited to participate. The survey
consists of 14 items describing key aspects of the patient’s care in his or her last month of
life, one global rating, and two open- ended questions for additional comments.

Results: Interviews were completed with 2827 family members. Overall, the survey



showed excellent psychometric characteristics, with good homogeneity (e.g., Cronbach’s
« = 0.84) and strong evidence of discriminant validity. Two survey items have been
targeted for quality improvement efforts in multisite collaboratives.

Conclusion: Surveys of surrogates offer an important source of quality data that can be
used to improve the quality of end-of-life care and promote accountability.

Casarett D, Smith D, Breslin S et al. Does nonresponse bias the results of
retrospective surveys of end-of-life care? J Am Geriatrc Soc 2010; 58: 2381-2386.

Objectives: To evaluate the effect of nonresponse bias on reports of the quality of end-of-
life care that older adults receive.

Design: Nationwide retrospective survey of end-of-life care.

Setting: Sixty-two Veterans Affairs Medical Centers.

Participants: Patients were eligible if they died in a participating facility. One family
member per patient was selected from medical records and invited to participate.
Measurements: The telephone survey included 14 items describing important aspects of
the patient’s care in the last month of life. Scores (0-100) reflect the percentage of items
for which the family member reported that the patient received the best possible care, and
a global item defined the proportion of families who said the patient received
““excellent’’ care. To examine the effect of nonresponse bias, a model was created to
predict the likelihood of response based on patient and family characteristics; then this
model was used to apply weights that were equivalent to the inverse of the probability of
response for that individual.

Results: Interviews were completed with family members of 3,897 of 7,110 patients
(55%). Once results were weighted to account for nonresponse bias, the change in mean
individual scores was 2% of families reporting ‘‘excellent’’ care. Of the 62 facilities in
the sample, the scores of only 19 facilities (31%) changed more than 1% in either
direction, and only 10 (16%) changed more than 2%.

Conclusion: Although nonresponse bias is a theoretical concern, it does not appear to
have a significant effect on the facility-level results of this retrospective family survey.

Finlay E, Shreve S, Casarett D. Nationwide Veterans Affairs quality measure for
cancer: The Family Assessment of Treatment at End-of-Life. J Clin Oncol 2008; 26:
3838-3844.

The Veterans Affairs (VA) health care system has created a national initiative to measure
quality of care at the end of life. This article describes the first phase of this national
initiative, the Family Assessment of Treatment at End of Life (FATE), in evaluating the
quality of end-of-life care for veterans dying with cancer. In the initial phase, next of kin
of patients from five VA Medical Centers were contacted 6 weeks after patients’ deaths
and invited to participate in a telephone interview, and surrogates for 262 cancer patients
completed FATE interviews. Decedents were 98% male with an average age of 72 years.
There was substantial variation among sites. Higher FATE scores, consistent with family
reports of higher satisfaction with care, were associated with palliative care consultation
and hospice referral and having a Do Not Resuscitate order at the time of death, whereas
an intensive care unit death was associated with lower scores. Early experience with



FATE suggests that it will be a helpful tool to characterize end-of-life cancer care and to
identify targets for quality improvement.

Alici Y, Smith D, Lu HL et al. Families perceptions of veterans’ distress due to post-
traumatic stress disorder-related symptoms at the end-of-life. J Pain Symptom
Manage 2010; 39: 507-513.

Objectives: To define the frequency of post-traumatic stress disorder (PTSD)- related
symptoms among veterans who are near the end of life and to describe the impact that
these symptoms have on patients and their families.

Methods: Patients had received inpatient or outpatient care from a participating VA
facility in the last month of life, and one family member per patient was selected using
predefined eligibility criteria. Family members then completed a telephone survey, The
Family Assessment of Treatment at End-of-Life, which assessed their perceptions of the
quality of the care that the patients and they themselves received during the patients’ last
month of life.

Results: Seventeen percent of patients (89 of 524) were reported to have had PTSD-
related symptoms in the last month of life. PTSD-related symptoms caused discomfort
less often than pain did (mean frequency score 1.79 vs. 1.93; Wilcoxon sign rank test, P <
0.001) but more often than dyspnea did (mean severity score 1.79 vs. 1.73; Wilcoxon
sign rank test, P < 0.001). Family members of patients with PTSD- related symptoms
reported less satisfaction overall with the care the patient received (mean score 48 vs. 62;
rank sum test, P < 0.001). Patients who received a palliative care consult (n = 49) had
lower ratings of discomfort attributed to PTSD-related symptoms (mean 1.55 vs. 2.07;
rank sum test, P = 0.007).

Conclusion: PTSD-related symptoms may be common and severe among veterans near
the end of life and may have a negative effect on families’.

De Sousa M, Smith S, Corcoran A et al. Families’ perceptions of inpatient and home
hospice care at end-of-life. Arch Intern Med 2010; 170(20): 1856-1857.

Over the past 10 years, studies of end-of-life care in hospitals and long-term care
facilities have described a variety of problems. So it is not surprising that many patients
say that they would prefer to die at home rather than in a hospital. Indeed, one national
study of end-of-life care found that home hospice care produced higher family ratings of
care compared with inpatient care.

However, the landscape of inpatient care is changing rapidly, and many hospitals have
created palliative care consulting services and specialized inpatient palliative care units. It
is important to determine whether inpatient palliative care offers a high-quality
alternative to home hospice care because a death at home is not possible for all patients.

Lu H, Trancik E, Bailey FA et al. Families’ perceptions of end-of-life care in
Veterans Affairs versus non-Veterans Affairs facilities. J Palliat Med 2010; 13(8):
991-996.



Background: The Veterans Affairs (VA) has made significant investments in care for
veterans. However, it is not known whether these investments have produced
improvements in end-of-life care in the VA compared to other settings. Therefore, the
goal of this study was to compare families' perceptions of end-of-life care among patients
who died in VA and non-VA facilities.

Design: Retrospective 32-item telephone surveys were conducted with family members
of patients who died in VA and non-VA facilities.

Setting: Five Veterans Affairs medical centers and their affiliated nursing homes and
outpatient clinics.

Participants: Patients were eligible if they received any care from a participating VA
facility in the last month of life and if they died in an inpatient setting. One family
member per patient completed the survey.

Results: In bivariate analysis, patients who died in VA facilities (n = 520) had higher
mean satisfaction scores compared to those who died in non-VA facilities (n = 89; 59
versus 51; rank sum test p = 0.002). After adjusting for medical center, the overall score
was still significantly higher for those dying in the VA (beta = 0.07; confidence interval
[CI] =0.02-0.11; p = 0.004), as was the domain measuring care around the time of death
(beta =0.11; Cl = 0.04-0.17; p = 0.001).

Conclusion: Families of patients who died in VA facilities rated care as being better than
did families of those who died in non-VA facilities. These results provide preliminary
evidence that the VA's investment in end-of-life care has contributed to improvements in
care in VA facilities compared to non-VA facilities.

Smith D, Caragian, N Kazlo E et al. Can we make reports of end-of-life care quality
more consumer-focused? Results of a nationwide quality measurement program. J
Palliat Med 2011; 14: 301-307.

Obijectives: The goal of this study was to define families’ priorities for various aspects of
end-of-life care, and to determine whether scores that reflect these priorities alter
facilities’ quality rankings.

Design: Nationwide telephone survey.

Setting: 62 VA medical centers, including acute and long term care.

Participants: For each patient who died in a participating facility, one family member
was invited to participate.

Measurements: A survey included 14 items describing key aspects of the patient's care in
his or her last month of life, and one global rating. A weighted score was calculated based
on the association between each item and the global rating.

Results: Interviews were completed with family members for 3,897 of 7,110 patients
(55%). Items showed an approximately 5-fold range of weights, indicating a wide
variation in the importance that families placed on aspects of palliative care (low: pain
management, weight = 0.54, 95% CI 0.38-0.70; P <0.001; high: providers were "kind,
caring, and respectful: weight = 2.46, 95% CI 2.24-2.68; P <0.001). Weights were
homogeneous across patient subgroups, and there were no significant changes in

facilities' quality rankings when weights were used. Both weighted and unweighted



scores showed similar evidence of the impact of process measures.

Conclusion: There appears to be wide variation in the importance that families place on
several aspects of end-of-life care. However, the impact of weighting was generally even
across patient subgroups and facilities. Therefore, the use of weights to account for
families' priorities is not likely to alter a facility's quality score.

Casarett D, Johnson M, Smith D, Richardson, D. The optimal delivery of palliative
care: A national comparison of the outcomes of consultation teams vs inpatient
units. Arch Intern Med 2011; 171(7): 649-655.

Background: Growing attention to end-of-life care has led to intensive efforts to provide
better palliative care. However, it is not known whether palliative care is best provided by
consultative teams or in dedicated units.

Methods: This nationwide telephone survey was conducted in 77 Veteran Affairs medical
centers that offer palliative care consultation services and dedicated palliative care units.
One family member per patient who died at a participating Veterans affairs medical
center between July 1, 2008, and December 31, 2009, was invited to participate. The
telephone survey included 1 global rating item and 9 core items describing care in the last
month of life.

Results: Interviews were completed with family members for 5901 of 9546 patients. Of
these, 1873 received usual care, 1549 received a palliative care consultation, and 2479
received care in a palliative care unit. After nonresponse weighting and propensity score
adjustment, families of patients who received a palliative care consultation were more
likely than those who received usual care to report that the patient's care in the last month
of life had been "excellent" (adjusted proportions: 51% vs 46%; odds ratio [OR], 1.25;
95% confidence interval [Cl], 1.02-1.55; P = .04). However, families of patients who
received care in a palliative care unit were even more likely to report excellent care
(adjusted proportions: 63% vs 53%; OR, 1.52; 95% ClI, 1.25-1.85; P < .001).

Conclusion: Care received in palliative care units may offer more improvements in care
than those achieved with palliative care consultations.

Edes T, Shreve S, Casarett D. Increasing access and quality in Department of
Veterans Affairs Care at the End of Life: A lesson in change. J Am Geriatr Soc
2007; 55: 1645-1649.

The pursuit of a ‘‘good death’” remains out of reach for many despite numerous piecemeal
solutions to address the growing need for access to quality care at the end of life. In 2002,
U.S. veteran deaths were at an all-time high, few Department of Veterans Affairs (VA)
hospitals had inpatient palliative care services, and there was no reliable approach to meet
home hospice needs. The VA embarked on a course of major change to improve veterans’
care at the end of life. A coordinated plan to increase access to hospice and palliative care
services was established, addressing policy development, program and staff development,
collaboration with community hospices, outcomes measurement, and proving value to the
organization. To determine progress and monitor resource allocation, workload and
outcome measures were established in all settings. Within 3 years, the number of veterans
receiving VA paid home hospice had tripled, all VA hospitals had a palliative care team,
42% of all veterans who died as VA inpatients received a palliative care consultation, and a
nationwide network of VA partnerships with community hospice agencies was established.
Through a multifaceted strategic plan and a mission of honoring veterans’ preferences for
care at the end of life, the VA has made rapid progress in improved access to palliative care
services for inpatients and outpatients. The VA’s experience serves as a powerful example



of the magnitude of change possible in a complex health system and a model for improving
access and quality of palliative care services in other health systems.



