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Good morning.  

Much of my testimony today is based on the Centers to Advance Palliative Care (CAPC) paper entitled The Case for Hospital Based Palliative Care
  While the focus of CAPC is on hospital care, our belief is that a freestanding palliative care facility model can augment in-hospital palliative care and save vital resources both in hospital and home care settings.  Here is why.
As you know, palliative care as a medical subspecialty focuses on providing relief from the symptoms, pain and stress of serious illness, aiming to improve quality of life for both the patient and the family as well as to support the primary physician. 
Thanks to modern medicine, people are living longer with serious, chronic and complex illness. In September, 2014, the Institute on Medicine published a report called "Dying in America."  In a commissioned paper quoted in the report, the Committee found that only 11% of the costliest 5% of patients in the US are in their last 2 months of life while 40% of the costliest 5% have persistent high spending year after year because of chronic debilitating conditions. 
These people are seriously ill with ongoing acute and long term care needs but they are not dying.  Unless they are supported by a care team, these are the people who use the very costly and high risk acute care system to manage their chronic illnesses because they have no meaningful alternatives.  These are the people who experience untreated pain and other symptoms, lengthy hospitalizations, often futile and costly medical treatments, and low overall family satisfaction with the quality of their care.  These are the people we want to help.
Palliative care provides interdisciplinary coordination and team-driven continuity of care that best responds to both the acute episodes and long-term nature of serious, multifaceted illness. According to CAPC, palliative care consult services are associated with reductions in symptoms, high family satisfaction with overall care and greater emotional support, as compared with usual care.  
· According to CAPC, investment in chronic-care management is key to controlling future hospital costs.  Palliative care has been shown to lower costs for hospitals and payers by providing a clear, effective and immediate system of care for those with the highest-intensity needs within an inpatient population, matching them with appropriate health care resources and transitioning them to optimal care settings. Palliative care teams also reduce overall resource and 911/ED/ICU utilization. 
FierceHealthCare.com published findings from Kaiser-Permanente in 2012 showing that home-based palliative care increased satisfaction and cut emergency department visits and inpatient admission costs.  The average cost to treat cancer in palliative care was 35% lower than usual care;  COPD was 67% lower, and CHF was 52% lower.  A 2010 study found that lung cancer patients who received palliative care as soon as they were diagnosed were in less pain, were happier, and lived 3 months longer than those who did not. 

· Palliative care merges quality with efficiency.  Replacing futile, burdensome interventions with patient-centered palliative care improves the patient and family experience, strengthens satisfaction with the hospital and in the process reduces costs for redundant, unnecessary or unwanted tests and pharmaceuticals.

· Palliative care transitions patients to appropriate levels of care.  Ensuring that patients are more quickly transitioned to appropriate levels of care reduces the length of a patient’s hospital stay, especially in the ICU.
This is all well and good for hospitals, but, as you heard from Mrs. McKnight's testimony, the hospital's "transition to optimal care settings" means out of the hospital and into the home.  What is "optimal" for hospitals oftentimes is far from adequate and becomes the home caregiver's nightmare.  Today’s health care system is fragmented in a way that makes it difficult to navigate—just when the medical needs of chronically ill patients are growing at a rapid rate. Today’s health care consumers are aging, and age brings increased health care demands.  And, according to the IOM report, roughly 40% of all medical spending is precipitated by unmet social support needs, most importantly to our discussion this morning, the absence of support for exhausted and overwhelmed family caregivers.  

According to GetPalliativeCare.org, there are 6,000,000 people in the United States in need of palliative care
.  In-hospital palliative care is limited in time and expensive, with our local doctors telling us it can reach in the area of $3,000 per day.  There are no registered in-hospital palliative care units in Stark County.  The nearest on the palliative care registry are in Summit County (Akron, Barberton), Mahoning County (Youngstown) and Tuscarawas County (Dover).  We have a need in Stark County
.

While hospitals realize a tremendous savings, the cost to the person in need of extensive care can be prohibitive. Genworth publishes the cost of homemaker services in Canton as being $3,718/month for approximately 40 hours a week.  If the person needs a home health aide for activities of daily living, that will cost another $3,718/month, again for 40 hours a week, roughly 6 hours a day.
  Persons with multiple medical needs will need more than 6 hours of care a day, plus oversight by an RN Case Manager at $50-$80 per hour.  Depending on the complexity of the case, the person may need assessment and teaching, infusion and management of central lines and ports, education, care relating to chemotherapy, wound care and ostomy care.  All of this comes at a cost.  Then there is the coordination of care with multiple providers and specialists, therapies, and transportation to and from appointments to consider.  For a person with complex needs, the cost for monthly care is easily in the area of $8,000 - $10,000.  We believe we can do it better and for less.

Our vision is to provide faith-based, private pay, non-profit, homelike palliative care in what could be called a palliative care home, more akin to home care than to skilled nursing.  We believe we can do this efficiently, cost-effectively, and well without any Medicare or Medicaid funds.  There are too many people struggling to manage complex medical issues on their own.  The need is there.  We ask your permission to fill it.
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