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What is Hospice and Palliative Care?
Considered to be the model for quality and compassionate care for people facing a life-limiting illness, hospice and palliative care involve a team-oriented approach to medical care, pain management, and emotional and spiritual support expressly designed to meet the patient's needs and wishes.  Support is also provided to the patient’s loved ones.  At the heart of hospice and palliative care is the belief that each of us has the right to a self-directed, pain free, dignified end-of-life experience, and that our loved ones will receive the necessary support during this time.

Hospice focuses on caring, not curing and, in most cases, care is provided in the patient's home. Hospice care also is provided in freestanding hospice centers, hospitals, licensed nursing homes and other long-term care facilities.  Hospice services are available to everyone of any age, religion, race, or illness.  Hospice care is covered under Medicare, Medicaid, most private insurance plans, HMOs, PPOs and other managed care organizations.

Palliative care extends the principles of hospice care to a broader population that could benefit from receiving this type of care earlier in their illness or disease process.  No specific therapy is excluded from consideration.  An individual’s needs are continually assessed and treatment options explored and evaluated in the context of the individual’s values and symptoms.  Palliative care, ideally, would segue into hospice care as the illness progresses.

What is the mission of Center for Hospice Care?

Our mission is, “To improve the quality of living.”

What is the vision statement of Center for Hospice Care?

Our vision statement is, “To be the premiere hospice and palliative care organization for all end-of-life issues.”

What are the core values of Center for Hospice Care?
Our seven core values in alphabetical order, each with equal importance, are:  

Compassion

Dignity

Integrity

Innovation

Quality

Service

Stewardship

What is the History/Timeline of Center for Hospice Care?

1978 -- Our hospice was incorporated as an independent not-for-profit organization called Hospice of St. Joseph County, Inc.

January 1980 -- Our hospice began serving patients under a home health license and was also certified which allowed for third-party reimbursement, but only for the traditional home care services the agency provided.  The first year we served 27 patients out of the Angela Building on the campus of what was then called St. Joseph’s Hospital.  By September 1980, expenses for the agency were $3,000 per month.

Early 1980s -- The office moved to a residential house on Cedar Street near St. Joseph’s Medical Center.  Patient care milestones included serving over 100 patients during 1983.

1985 -- After operating for several years with revenue coming only from donations, direct patient charges (approved in 1983), and from third-party payors, our hospice applied for and received certification to operate under the relatively new Hospice Medicare Benefit.  Over 200 patients were served in 1988.

Early 1990s -- The office moved into the basement of the JMS building in downtown South Bend.  Revenue climbed over the $1 million mark for the first time in 1991.  We served over 300 patients in 1992 and 400 patients in 1993.

October 1995 -- Our hospice was invited by several medical communities to serve Marshall, Fulton and Starke counties.  Marshall County Hospice, our first satellite office, opened in Plymouth during November 1995.  Revenue climbed to over $2 million for the first time in 1995.

Late 1995 -- We embarked on our first-ever capital campaign to build the area's only Medicare certified hospice inpatient unit, to establish and own new corporate offices, and to start a small endowment.  When the campaign was completed five years later, it had raised $2.1 million.

1995-96 -- Due in part to our expansion into other counties, along with Medicare allowing hospices to see patients in skilled nursing homes, the number of patients served increased from 466 in 1995 to 636 in 1996.

June 1996 -- The offices moved from a rented downtown office in South Bend to a renovated facility purchased along Juday Creek in Roseland just off SR 933 and immediately south of the Toll Road.

September 1996 -- Hospice House opened and today is still north central Indiana's only Medicare certified hospice inpatient unit.  Today, over 280 patients call Hospice House a home each year.

June 1997 -- Growth continued and we received official permission from Medicare to serve a total of six counties – St. Joseph, Marshall, Fulton, Starke, Elkhart, and LaPorte.  In 1997, the Hospice annual budget broke the $3 million mark and the number of patients served went over 700 for the first time.

1999 -- Our corporate name was changed from Hospice of St. Joseph County, Inc. to The Center for Hospice and Palliative Care, Inc.  Individual offices kept their original names, but were owned entities of the larger, independent, not-for-profit corporation.  In 1999 the Hospice annual budget broke the $4 million mark for the first time.

September 2000 -- Based in-part upon a feasibility study by University of Notre Dame MBA students, our board resolves to open our second satellite office in Elkhart by May of 2001.  During 2000, the number of patients served went over the 800 mark for the first time.

May 2001 -- Hospice of Elkhart County opened and began to serve patients.  Hospice’s annual budget broke the $5 million mark for the first time during 2001 and the number of patients served went over 900.

2002 -- The Hospice annual budget broke the $7 million mark for the first time.

2003 -- Permission was received from the Centers for Medicare and Medicaid Services and the Indiana State Department of Health to add Kosciusko County to the service area, bringing to seven the number of counties served by The Center for Hospice and Palliative Care, Inc.  For the first time more than 1,000 patients had been served during a single calendar year.
December 2004 – The Board approves the corporation’s first-ever three-year Strategic Plan called, “Capitalizing on Success:  Taking Opportunities to the Next Level.”  Revenues for the year topped more than $9 million.  For consistency and to alleviate confusion, all care offices began to be referred to under the single corporate name.
2005 – The silver anniversary year of caring for patients saw a 25% increase in patients served, due in part to the assumption of the former hospice program operated by Elkhart General Hospital.  Permissions were received to add LaGrange County to the service area.  The Life Transition Center, a community bereavement facility, opened in Mishawaka.  The agency won the Leighton Award for Nonprofit Excellence.  The agency published a 270 page hardcover fine arts book.  Fundraising / Development income broke the $1 million mark for the first time.  
2006 – The number of paid staff hit the 175 mark.  The annual agency budget topped $12 million for the first time.  More than 1,400 patients were cared for during the calendar year.  CHAPC completed its first Strategic Plan.  Assets topped the $17 million mark for the first time.  Since 01/01/80 through 12/31/06, CHAPC has cared for 14,160 patients and 54% of all the patients served by CHAPC over the course of 26 years have been seen in just the last seven years alone.

2007 -- On a national comparative level, looking at annualized numbers of patients served, CHAPC entered the top 5% of all hospice programs in America.  Our first disease specific specialty program, “HeartWize,” began.  For heart disease patients, the goal of HeartWize is to improve the quality of the patient’s life and decrease or eliminate emergency-room visits and hospitalizations.  To bring a strong and single focus to our fundraising and development efforts, CHAPC created a second and separate charitable corporation called, The Foundation for the Center for Hospice and Palliative Care, Inc.  Additional office space was needed and several staff moved to the Administrative / Foundation offices in Edison Lakes.
2008 -- CHAPC was proud to become a partner hospice with the Foundation for Hospices in Sub Saharan Africa (FHSSA).  While most American programs receive an individual African hospice program as a partner, FHSSA matched CHAPC with an entire country.  Our partner is the Palliative Care Association of Uganda (PCAU) and two staff visited PCAU.  The culmination of more than three years of planning and development produced a new facility – the freestanding Elkhart business office and Hospice House sitting on 11 beautifully wooded acres purchased by donors and then deeded to CHAPC.

2009 – Rose Kiwanuka, national coordinator for PCAU, visited our program and made presentations to staff and volunteers at all offices as well as to students at IUSB and the University of Notre Dame.  Independent marketing research was conducted which showed our agency had little name recognition and our logo was recognized by only 5% of the public.  Upon the advisement of our new marketing firm, our name was shortened to Center for Hospice Care and new logo debuted.
2010 -- The Palliative Care Center, intended for palliative care consultations, became operational to offer non-CHC patients and families an opportunity to talk about priorities regarding care.  These consultations include palliative medicine treatment plans and provide information on all end-of-life care options and choices.  In conjunction with a new media campaign, the Beacon newsletter became CHOICES and a new publication, Crossroads, began to be published by our Hospice Foundation.  A new point of care electronic medical record and billing software suite by Cerner corporation was implemented.  CHC was chosen as the exclusive provider in its service area for chronic care case management by the Indiana Comprehensive Health Insurance Association.  The Greater Elkhart Chamber named CHC the recipient of its 2010 Not-for-Profit of the Year Award.
Introduction
Since its humble beginnings in the U.S. 37 years ago, the hospice industry has changed considerably.  From one hospice in 1974 to more than 5,000 in 2009 the number of Americans receiving hospice care has also increased – from reaching the milestone of 100,000 patients in a single year in 1984 to 1.56 million during 2009.  Since 2000, the number of for-profit hospice agencies in the United States has more than doubled.  In 2000, there were 725 for-profit hospices, and seven years later that number had risen to 1,660.  During that same period, the number of non-profit hospice programs has held steady at about 1,200 providers.
In the last three years we have seen a sizable increase in federal regulations, increased risk for various audits, and additional expenses to comply and insure compliance.  All with no increases in reimbursement rates to perform these expensive new activities.  Instead, we have received the opposite: Medicare reimbursement cuts, more regulations, and efforts to suppress growth.  Independent studies like the one in 2007 from Duke University’s Institute on Care at the End of Life showed the federal government actually saves $2,309 per hospice patient compared to patients on regular Medicare.  Intuitively, one would think the federal government would expand hospice care rather than exercise ongoing efforts to scale it back.
From a regulatory standpoint, the Centers for Medicare and Medicaid Services’ (CMS) ongoing required data collection exercises have grown immeasurably.  We are now required to count every visit by an RN, Social Worker, Hospice Aide, and hospice physician and report this information on a weekly basis on a Sunday through Saturday schedule and publish this on every reimbursement claim submitted for each individual patient.  Overhead costs associated with this data collection are not reimbursable.  And CMS has made it clear they are not finished yet; there is more to come.  And unlike every other Medicare provider in the U.S. healthcare system, hospices are required to submit claims in sequential order.  Meaning, if in March a patient claim submitted back in January was found to be in error, all of the reimbursement dollars on that patient going back to January would need to be returned to Medicare, the January claim corrected and then re-submitted along with all of the other claims through March all over again.  Such a system proves taxing for small hospice programs with razor thin cash flow needs.
We now have an excess of auditors that can take back our reimbursement long after the fact.  Along with the fiscal intermediaries known as the Medicare Administrative Contractors (MAC’s), some of the newer threats include: Comprehensive Error Rate Testing (CERT) which reviews medical records and claims for compliance with Medicare coverage, coding, and billing rules; Recovery Audit Contractors (RAC’s) that are allowed to audit whatever they choose and keep a percentage of what they believe were improper payments; Medicaid Integrity Contractors (MIC’s) who are primarily concerned with questions of eligibility; and Zone Program Integrity Contractors (ZPIC’s), which are currently active in 17 states, and are the most serious of the audits looking at payment errors, high volume, high costs, and extrapolating a sample of errors to the entire universe of claims requiring payback on claims that were not actually examined due to the sampling methodology.  The Office of Inspector General (OIG) is looking at payments for medications related to the terminal illness and whether Part D Medicare was inappropriately billed, Hospice Physician billing and coding issues, drugs covered by Medicaid that should have been paid for by the hospice, eligibility issues, and hospice care in the nursing home which has always been seasoned for fraud, abuse, and inducement payments in exchange for referrals.

Managing hospice is more challenging than ever and these provocations will only escalate in the near term.  There is more attention than ever paid to end of life care – like the unfortunate and misguided “death panels” discussions -- more pressure on hospice providers, new requirements like the un-reimbursable Face-to-Face hospice physician visits for patients who are entering a certification period past 180 days, more review of claims and eligibility, payment cuts via the elimination of the Budget Neutrality Adjustment Factor which began in 2009 and will continue for seven years, and the upcoming productivity cuts under Healthcare Reform to start in October of 2012.  When added together these payment cuts will eventually yield a combined 14.3% decrease in reimbursement by October 2019.  The Medicare Payment Advisory Commission (MedPAC), which advises Congress on issues of Medicare reimbursement and quality, also report they will recommend a complete overhaul on hospice payment methodology by 2014.  There are no final plans yet on what that will look like.
Hospice in America has entered a somber era of alteration.  This document is intended to assist CHC navigate the winds of change over the next five years.

What are the organizational directives and goals for Center for Hospice Care during the period 2011 – 2015?

Our goals during this 180-month period can be broken down into four main areas.  They are:

A.   Enhance Patient Care

B.   Position for Future Growth

C.   Maintain Economic Strength

D.   Continue Building Brand Identification
Each of these four overall goals has a set of objectives to be realized between 2011 and 2015.  Each objective contains one or more thoughtful strategies needed to reach the objective.  Appropriate implementation of the strategies should allow for the objectives to be attained.  Additionally, each strategy is followed by a brief explanation and narrative of expected outcomes.  The manner in which expected outcomes are produced may be used for measurement purposes regarding how well the objectives are realized.  This may indicate how well the strategy is/was implemented, and ultimately, how well the four overall goals were achieved.

GOAL A.  Enhance Patient Care

1.)
Objective:
Promote confidence of care
Strategy:  Implement 24 / 7 LIVE telephone answer with a CHC nurse.  Eliminate the answering service.
Explanation and Expected Outcomes:  After hours when a patient or family calls it is frequently a crises situation.  Currently, after hours calls are answered by an answering service who takes a message.  The answering service then calls the nurse on call and presents the message.  The nurse on call then returns the call to the patient / family.  Sometimes this process can take up to ten minutes.  CHC should eliminate the answering service and have a CHC staff RN on hand at a CHC office, and while logged into the Cerner system, answer and triage all after hours calls by picking up the phone on the first few rings.  During a terminal illness, time is a precious commodity and CHC should do everything it can to meet the needs of patients and families as expeditiously as possible.  Not only do we believe this will enhance patient care, we also believe this will be a good market differentiator and will instill further confidence in our care by the greater medical community and our current and future referral sources.  Currently patient after hours calls to some of our competitors are answered by services located in other states.  We wish to promote local community ownership.
2.)
Objective:
Expand programming for children
Strategy:  Enhance marketing efforts for pediatric palliative care services
Explanation and Expected Outcomes:  CHC has always provided care for children and has never had minimum age limits for admission to our programs.  Over the years, the numbers of children in our care has slowly increased.  While a terminal diagnosis is particularly difficult for many parents to accept, one positive component of Healthcare Reform may help to mitigate such decisions.  Effective upon enactment – March 23, 2010 -- children in the United States enrolled in Medicaid and CHIP (Children’s Medicaid) may elect the hospice Medicaid benefit and also receive curative treatments at the same time.  The implementation of this new provision is important for children and their families seeking a blended package of curative and palliative services.  We believe it will increase utilization of hospice services since parents and children will no longer be required to forego curative treatment in order to gain hospice and palliative care.  CMS published the state Medicaid Director Letter providing direction to the state Medicaid agencies to implement this program in 2010.  Due to widely publicized funding issues for states getting hit by Healthcare Reform, most states are not there yet.  When Indiana comes around, CHC should be ready.
Strategy:  Add Perinatal Programming

Explanation and Expected Outcomes:  CHC should consider adding perinatal services.  These services are offered to expectant parents whose baby is diagnosed with a life-threatening condition before birth.  The perinatal program would help the expectant parents and families prepare for and cope with physical, emotional and spiritual issues through support and education at the time of diagnosis through the remainder of the pregnancy.  Services could include:

• Admission evaluation in the hospital, doctor's office or at home
• Development of a birthing plan that honors parents' wishes, through coordination with 
physicians/labor & delivery staff
• Assist in creating special keepsakes and treasures prior to and after the baby's birth
• Links to primary physicians, clinics, specialty disciplines, community services and 
financial assistance programs
• 24-hour, 7 day a week on-call availability by a registered nurse
• Guidance for siblings and other children in the family
• Physician consultation for palliative (comfort) care and symptom control in the hospital 
and home
• Links to resources that help families cope during the pregnancy and after the birth of the 
baby

Additionally, our special connection to professional grief counselors at the Life Transition Center will allow our perinatal program to provide guidance to help parents cope with the serious illness of their baby.  We will honor cultural rituals and spiritual beliefs at birth and end-of-life, preserve dignity, help plan final arrangements, memorial services and precious good-bye's at the hospital or at home, as appropriate, as well as provide bereavement counseling to parents and siblings 

3.)
Objective:
Create a culture of innovation to foster memorable first impressions
Strategy:  Create innovative, remarkable, memorable, “tell your friends about it” experiences
Explanation and Expected Outcomes:  CHC has just one chance to make a good first impression and it's almost impossible ever to change it.  We will Involve CHC staff in the creation of innovative, remarkable, memorable experiences to delight the senses for: the First Day of Patient Care, the First Day of Patient Care with children present, the First Day of Employment with CHC, the First Day of Volunteering, the First Contact from a new Referral Source, etc.  
4.)
Objective:
Avoid Indiana State Department of Health surveys / inspections
Strategy:  Become accredited with a “deemed status” approved accrediting body.
Explanation and Expected Outcomes:  With CMS and individual states clearly desiring to exit the survey business, CHC should become accredited by a deemed status organization to avoid state surveys.  Community Health Accreditation Program (CHAP) and Accreditation Commission for Health Care (ACHC) are two organizations CHC should consider.  ACHC is the only national health care accrediting organization started at the grass-roots level by a few home care providers endeavoring to create a viable option of accreditation sensitive to the needs of small providers.  The model was to "ensure a voice for providers".  The inception began in 1985 in Raleigh, NC through the efforts of members of the state home care association and a few representatives from four divisions of state government.  Incorporation was accomplished in August of 1986, with the first accredited organization being awarded a certificate in January of 1987.  ACHC began offering services nationally in 1996.  CHAP accreditation is a process.  The process includes access to and adherence with a set of quality and performance standards geared to drive performance above the minimum standard.  For organizations seeking to excel, the external standards and on-site validation and consultation by industry experts provides value.  CHAP’s broadly structured national Standards of Excellence provide insight into best practices for quality and performance.  Not described as an operations manual, CHAP standards provide a much broader set of guidance about the structures and processes that lead to quality outcomes.  Standards reflect a broad overview of requirements fundamental to the sound operation of any community based organization, and they partner with CHAP’s series of service line specific Standards of Excellence to provide a complete foundation for quality practice.  Structured to support a myriad of business structures, CHAP’s standards provide guidance and support to all community based provider organizations from start-ups to seasoned national firms, to owner operated single or multi-location, and single or multi-service line organizations.
5.)
Objective:
Involve all caregivers in CHC programming well before it is needed.
Strategy:  Create a Caregiver Training Center

Explanation and Expected Outcomes:  (2009 CBS News Report) —About one in three adults in the United States cares for a loved one who is elderly, sick, or has special needs.  A survey called “Old Age, Alzheimer’s Major Reason for Care” found:
· 70% were caring for loved ones 50 yrs. old or older

· Provided an average of 20 hrs. of care per week

· Lasting 4.6 years

· Older care recipients generally needed help because of deteriorating physical 


health (76%).  51% still live in their own homes and 29% lived in their


caregivers home

· Old age was cited as the main reason for needed care

· 3 out of 4 caregivers who responded to the survey had paid jobs outside the home,


and 2/3 said they missed work as a result of caregiving responsibilities

· The findings highlight the need for more support services for caregivers

CHC should create a Caregiver Training Center (CCT).  The CCT would be modeled like an ordinary residential bedroom with common clinical home medical equipment to provide “hands on” instruction for people approaching the role of caregiver.  We would expect the outcomes of this training include decreased stress in the home, increased confidence / communication, and basic skills learning.  Classes would be offered regularly at no charge to anyone, including current hospice family members, potential hospice family members, as well as the general community wanting to learn.

The CTC Curriculum Content might include:
· Medication administration

· Oral Care

· Catheter Care

· Physical Therapy Training (ROM exercises, etc.) 

· Home Safety for Patient and Caregiver

· Use of assistive devices

· Transfer Techniques

· Signs and Symptoms of the final stages of Life

This hoped for perception would be the CTC is a wonderful community service that reflects CHC’s leadership in field and provide proactive opportunities to educate current / potential patients and the community on end of life choices and care options.  We could also potentially increase Caregiver Satisfaction (a Quality Indicator) on our post care surveys.  Caregivers’ wellbeing is important in the overall care of the patient.  The CTC would provide the necessary training, education, and resources for those who otherwise would not have the means to seek it.  This is part of our continuum of care.  Caregiver training will not substitute for care provided by hospice clinical staff; rather it enhances the ability of caregivers to feel secure about tending to their loved one between our intermittent visits.  We see a potential for decreased hospital readmissions, increased patient safety, and a decreased potential for after hour calls.  The CTC should be a consideration for the new St. Joseph County campus.
6.)
Objective:
Add an underserved niche patient population
Strategy:  Become a “We Honor Veterans” Partner Hospice

Explanation and Expected Outcomes:  One out of every four dying Americans is a Veteran.  Hospice professionals across the country focus on a single purpose: to provide comfort and support at the end of life.  That’s why America’s hospice professionals are on a mission to learn how to serve Veterans through the challenges they may be facing from illness, isolation or traumatic life experience.  We know the hospice mission to be straightforward, and we also know fulfilling it is anything but simple, because each patient has a unique life story and a unique set of needs.  And when it comes to the needs of America’s Veterans, if we are unprepared, our mission can be challenged or even made impossible.  “We Honor Veterans” is a pioneering program focused on respectful inquiry, compassionate listening and grateful acknowledgment.  By recognizing their unique needs, we accompany and guide our local Veterans and their families through their life stories toward a more peaceful ending.  America’s Veterans have done everything asked of them in their mission to serve our country and we believe it is never too late to give them a hero’s welcome home.  Now it is time that we step up, acquire the necessary skills and fulfill our mission to serve these men and women with the dignity they deserve.  Hospice-Veteran Partnerships (HVP) are coalitions of Department of Veterans Affairs (VA) facilities, community hospices, state hospice organizations, and others working together to ensure that excellent care at the end of life is available for our nation’s Veterans and their families.  HVP is a national program of the Department of Veterans Affairs (VA) Hospice and Palliative Care Initiative.  Goals are to improve Veterans’ access to hospice and palliative care across all sites and levels of care, to assure that every Veteran is able to receive hospice care at the time and place of need, to strengthen the relationships between community hospice and local VA facilities, and to initiate comprehensive end-of-life community engagement plans designed to reach Veterans.  We believe in this program and should plan on implementation, particularly with the relatively new VA Clinic in South Bend operational.

7.)
Objective:
By improving our own patient care techniques, CHC shall become a 
recognized leader in pain and symptom management.
Strategy:  Using teachable innovation systems, CHC will develop new techniques to assess, measure and manage pain and other symptoms in hospice patients.
Explanation and Expected Outcomes:  CHC will create a Symptom Management Innovation Committee.  Annually, the committee will identify one or two "opportunity areas" to be addressed.  The Committee will work to determine new and innovative ways to obtain positive outcomes which augment quality patient care practices.  This will be accomplished by identifying areas where potential improvement exists and creating innovative solutions to dramatically enhance the outcomes within that area.  Following training, the Committee will employ learned innovation methodologies to address the identified areas.  This includes the development of measurement and reporting systems to address the unique challenges of pain and symptom management in various settings including those settings outside of traditional hospice care.  Significant results will be published and shared throughout the industry.
GOAL B.  Position for Future Growth

1.)
Objective:
Test new national models of care
Strategy:  Apply for the CMS Concurrent Care Demonstration Project
Explanation and Expected Outcomes:  The Patient Protection and Affordable Care Act, also known as the Healthcare Reform law, establishes a three-year demonstration program that will allow hospice beneficiaries to receive all other Medicare-covered services while in hospice care.  Meaning, patients may receive hospice care and curative care concurrently.  The demonstration will be open to 15 hospice programs in both rural and urban areas in the United States.  The Secretary of Health and Human Services will evaluate the potential for improved patient care, quality of life and cost-effectiveness in determining whether the program should be continued beyond the three year demonstration process.  It is understood that the hospice programs chosen to participate will be of outstanding quality and not a “routine” hospice program.  Competition for these 15 slots is expected to be tough.  CHC should attempt to become one of these programs.  Even if we are not selected, the value of applying will likely assist us in future planning.
2.)
Objective
Achieve a heightened awareness of Merger and Acquisition




Opportunities

Strategy:  Explore opportunities with a potentially shrinking number of hospice providers
Explanation and Expected Outcomes:  Currently, end-of-life care is a diversification strategy for long-term care, home health and other senior service providers.  Mid to large providers (for-profit and non-profit) are exploring mergers and acquisitions to realize administrative cost savings.  Mid to large providers are also looking to diversify their business model beyond Medicare hospice services.  Recently, there have been significant transactions involving publicly-traded companies and privately-held organizations.  Some have been large, very public transactions and others have been relatively small, attracting almost no media attention.  Numerous home health providers have indicated via the financial / investment press that they plan to move into hospice to diversify reimbursement risks.  The economy has seen an improved credit market making investment dollars available to organizations looking to expand.  A member of the national Hospice Executive Roundtable that I participate in just purchased a 100 average daily census hospice program in Boston in late December 2010 ago for $1 million.  Hospice M&A activity was up 18% in the third quarter of 2010.  The hospice field is expecting to see ongoing mergers and acquisitions for the foreseeable future.  This is due in part to a tightening reimbursement environment that will drive consolidation across all healthcare sectors.  The current hospice phenomenon is indeed a “bubble” that will not last.  Pricing will inevitably fall as the industry gets closer to payment system changes and buyers begin to factor those other unknowns into their valuations.  CHC should be open to such opportunities and appreciate its size and its substantial resources to take advantage of M&A activities over the next five years.
3.)
Objective:
Enhance Succession Planning
Strategy:  Create a framework document to assist the Board of Directors in finding the next President/CEO.
Explanation and Expected Outcomes:  A succession planning framework is important for all organizations.  Few events in the life of a non-profit hospice program are as critical, visible, or stressful as when leaders transition unexpectedly.  In the hospice world, transitions of long-term, non-profit leaders draw the attention of donors, employees, consumers and stakeholders, including leaders of other local non-profit agencies as well as other hospice programs across the country.  Leadership transition is an integral process that begins long before the outgoing leader transitions their role.  While CHC has a policy and structure in place to find a new President/CEO, it might be useful for the Board of Directors and its Search Committee to have a framework document on hand at the time to assist them with the search, particularly if a current President/CEO leaves abruptly due to resignation, termination, incapacitation, or death.  This framework document would cover: demographic trends; the work of current CHC leadership; ideas for the creation of successful transitional capacity; an assessment of the current leadership profile; an age/retirement profile; identification of risks and goals; key leadership skills and expertise profile; key leadership cultural contributions; a leadership replacement profile; and a section on key factors to consider to insure organizational sustainability and growth.  As CHC and the hospice industry changes, this framework could be updated bi-annually in perpetuity.
4.)
Objective:
Perform additional market research
Strategy:  Find out what our customers want and customize our relationship with them to meet 
their needs and expectations
Explanation and Expected Outcomes:  Gain an understanding of basic and advanced customer segmentation and then create mechanisms to meet the diverse needs of our constituencies.  Key constituencies might include:


--Patients



Ethnicity, religion, affluence


-- Families



Ethnicity, religion, affluence, out of town


-- Physicians



Oncology, Primary Care, Pulmonary, Cardiology, Facility Medical



Directors

-- Hospital Staff



Discharge planning / social work, “C” Suite, Hospitalists

-- Long Term Care Facilities



DON, Administration, Local / Regional / National Chains, Medical Directors

-- Assisted Living Communities



Administration, available clinical staff (varies by facility)
Research the needs, preferences, and expectations of each group, with particular consideration to their communication delivery preferences, and make operational changes to meet their needs within a “service sells” philosophy.
5.)
Objective:
Become an education destination
Strategy:  Continue exploration and the intent to become an accredited site for Residency Education in Palliative Medicine.

Explanation and Expected Outcomes:  To make a very long story short, up until recently board certification in hospice and palliative medicine was offered by the American Board for Hospice and Palliative Medicine (ABHPM).  Due to relatively recent approval of a restructuring of this board certified specialty under ABHPM to what has become a sub-specialty under some eleven different specialties (for example: Emergency Medicine, Psychiatry, Anesthesiology) by the American Board of Medical Specialties (ABMS), there is now a requirement for physicians seeking board certification in palliative medicine to perform a residency training program as part of their board certification.  These residency training programs can be accredited by the American Council for Graduate Medical Education (ACGME).  In the future, once the interest in board certification begins taking hold, the need for residency training programs will increase.  As a leader in the field currently employing two board certified hospice and palliative medicine specialists, CHC should investigate what it would take to become an accredited site for Residency Education in Palliative Medicine.  Two of CHC’s advantages include the operation of two Medicare certified hospice inpatient units, and, being located geographically within an attractive area of higher education opportunities -- including the Indiana University School of Medicine at the University of Notre Dame.

GOAL C.  Maintain Economic Strength

1.)
Objective:
With Medicare reimbursement cuts of up to 14.3% by 2019, CHC should



begin to diversify its revenue stream now 
Strategy:  Expand upon chronic care case management experiences from the Enhanced Care model.

Explanation and Expected Outcomes:  The new Indiana Comprehensive Insurance Association (ICHIA) Enhanced Care product is likely a sign for our future.  Chronic Care case management is developing rapidly and commercial insurance is beginning to pay for it.  Insurance companies understand that 5% of their pool will represent 50% of their costs.  Spending dollars to keep these patients out of the emergency is cost-effective.  To date, chronic care case management has been almost exclusively Tele/Internet based.  Few models currently exist to “manage” high cost patients, but in-home care teaching and monitoring is thought to be effectual.  As ICHIA recognizes, this is what palliative care does best.  This could take us far outside our county walls.  Gain sharing opportunities may also exist.  Since CHC already participates in a statewide network, we should attempt to convince the other network providers to build this infrastructure, create a product, and take it to commercial insurers.
Strategy:  Investigate the development of a Geriatric Physician Practice
Explanation and Expected Outcomes:  Within our eight counties there are numerous Long Term Care / Assisted Living (ALF) facilities.  Many of the residents do not have regular access to physician services and transportation is frequently an issue.  The population of these facilities is largely Medicare eligible.  CHC should investigate what the market might look like for “house calls,” home visit consultations, and scheduled “ALF clinics”.  With several part-time near-retired or semi-retired physicians on staff making facility visits on a scheduled basis, we would bill Medicare Part B for the services and also be there in-person to identify potential palliative care / hospice patients much further upstream from the usual time we receive a referral.  Optimally, this program would produce a new revenue stream along with longer lengths of stay.  CHC currently provides care to 32 different assisted living facilities.
Strategy:  Investigate the development of a Private Duty line of business
Explanation and Expected Outcomes:  According to the National Private Duty Association, in 2011 more than 8,000 people will turn 65 each day, and the senior population in the U.S. is projected to reach almost 49 million by the end of that year.  A private duty home care business can provide service to this growing, aging population or to the population of disabled persons and minors.  Whichever of these population segments is being served, private duty home care workers help people stay in their home.  The job requires a provider who has patience and empathy in helping others to manage daily activities.  Private duty providers provide an array of services and assist with daily life activities often in eight hour shifts.  Sitter-type services for working caregivers are also a reason families look for private duty assistance.  CHC’s target audience could be its own census as well as the greater community.  CHC is already a licensed home health agency.  We believe private pay for private duty services would be welcomed by CHC patients who could afford these services.  Custodial care is not a Medicare covered service and therefore CHC is not required to provide this type of service to its customary range of Medicare home health and hospice patients.  Many CHC patient families are currently paying other local home care agencies for private duty services now.  Why shouldn’t they pay CHC for these services?  It’s possible our families would be more comfortable with CHC private duty.  These services would not replace the volunteer component of our care, but be another option for families.  Frequently, families do not want to leave their loved one alone while they are at work all day, or they would like overnight staff on hand to provide care while they sleep.  We would promote the service in our own publications and those directed to the niche market for the private duty business throughout the greater community.  As time goes on, the best marketing is word of mouth based on the provider's reputation.  Arguably, CHC may have the best service reputation in our area.
2.)
Objective:
Have ongoing philanthropic revenue streams
Strategy:  Increase Fundraising / Development / Investment Activities
Explanation and Expected Outcomes:  
1. Fund Raising.  Increase private giving to Hospice Foundation and CHC, exclusive of capital campaigns and planned giving, at a 6% compound annualized growth rate for the 2011 thru 2015 planning period.  Using the 2010 year-end revenue figure of $794,737 as the baseline, cumulative fund raising during this period will amount to $5.5 million thru 2015.

2. Planned Gifts.  Increase private giving through newly documented planned gift expectancies for the 2011 thru 2015 planning period to a cumulative total of $2 million by 2015.

3. Number of Donors.  Using the year-end 2010 annual unique donors figure of 7,931 as the baseline, increase the number of unique annual donors to 8,973 by the end of 2015, representing a 13.1% increase, or a 2.5% average annual growth rate over the planning period.

4. Total Voluntary Support.  Total Voluntary Support (private giving and grants to The Foundation/CHC, exclusive of capital campaign revenue) is projected to grow at a compound annual growth rate of 8% over the planning period and will reach an additive cumulative total of $5,830,000 thru 2015.

5. Investment Returns.  Achieve investment returns that exceed the sum of the annual distribution, management and administrative fees, and the impact of inflation, calculated as a 5-year rolling average.

6. Investment Performance.  Perform in the top one-half of a peer group selected by the Investment Committee of the Foundation Board of Directors.

7. Invested Assets.  Increase the market value of current invested assets from $11,079,325 on 12/31/2010 to $15,539,326 by 2015, less total withdrawals.
8. Operating Endowment.  Begin work toward building a Hospice Foundation operating endowment.

9. CHC President's Fund.  Support the CHC President's Office with a total of $265,500 in discretionary gift funds ($50,000 in 2011, with projected 3% annual inflationary adjustments) through 2015 to assist CHC in sustaining its local support presence of other like entities and its leadership status among other hospice organization’s nationally.

10. Capital Projects.  Design, build and provide funding for current and forecasted capital projects, which include the 12,000 sf Elkhart Hospice House ($600,000 remaining on a $3 million capital campaign goal) and a new St. Joseph County campus. 

GOAL D.  Continue Building Brand Identification
1.)
Objective:
To convey to all target audiences the essence of Center for Hospice Care

through consistent branding via graphics, logo, positioning theme, photos, color and 
fonts.  

Strategy:  Continue with Transcend Hospice Marketing’s multi-year approach to increase average daily census and increase average length of stay.
Explanation and Expected Outcomes:  This educational and awareness plan is designed to:
Plan Primary Goal

● Increase ADC by 30% (ADC was 314 at time of adoption of plan)

Plan Secondary Goal

● Increase MLOS by 25% (MLOS 16 at time of adoption of plan)
Plan Objectives

● Establish CHC as the hospice of choice throughout its service area


● Increase unaided awareness of the CHC name as the top-of-mind provider for hospice 


care


● Establish expertise, quality of staff and reputation as differentiators for CHC


● Position CHC as the authoritative resource and thought leader for end-of-life


and care


● Increase understanding of the full scope of services provided by CHC


● Increase knowledge of how hospice care is paid for

Over the course of the next few years, through mid 2013, we will accomplish the following:

1.
 Educate family healthcare decision makers about CHC’s expertise and full scope of services, factors that differentiate CHPC from other options, as well as the benefits of early referral.
2.
 Educate physicians regarding the advantages of referring patients early to CHC for hospice care, and the availability of palliative care if a six-month prognosis is in question.
3.
 Partner with non-physician referrers such as hospital discharge planners, nursing homes, and clergy and parish nurses to recognize when it’s time for hospice care, and recommend or at least include CHC in the patient’s options.
4.
 Educate CHC staff and volunteers about primary key messages of the campaign and promote consistent representation of the brand since they are ambassadors to the community.
5.
 Target primary minority populations, specifically Hispanics and African Americans, to tailor targeted messages regarding the support CHC provides for the family of terminal patient caregivers.
Year One (May 2010-April 2011): Emphasize communications to family healthcare decision makers and coordinate message continuity with CHC staff and volunteers.  Experience has taught us that the public is generally more receptive than physicians to changing perceptions and behavior regarding hospice care, and can be encouraged to bring up the subject more readily with referrers.  Begin creating communications and referral tools for physicians and non-physician referrers.
Year Two (May 2011 – April 2012): Add heavier weight to communications with physicians and non-physician referrers.  Adjust messages to family healthcare decision makers based on second round of research.
Year Three (May 2012 – April 2013): Add targeted communications to minority audiences.  Adjust messages to family healthcare decision makers to provide more detail regarding CHC’s services and benefits.
May 2013 – December 2015: Continued research and fine-tune campaign as necessary, particularly related to the new St. Joseph County campus.
2.)
Objective:
Gain Additional National Attention as a National Leader Hospice 

Program
Strategy:  Apply for and win the “Circle of Life Award”
Explanation and Expected Outcomes:  The American Hospital Association (AHA) Circle of Life Award honors innovative programs in palliative and end-of-life care.  The awards are currently supported, in part, by the Archstone Foundation and the California HealthCare Foundation, based in Oakland, California.  Existing major sponsors are the American Hospital Association, the Catholic Health Association, National Consensus Project for Quality Palliative Care, and the National Hospice and Palliative Care Organization & National Hospice Foundation.  Other sponsors include the American Academy of Hospice and Palliative Medicine and the National Association of Social Workers.  The Circle of Life Award is administered by the Health Research and Educational Trust.  The Circle of Life Award honors programs that:
· are striving to equitably provide effective, patient-centered, timely, safe, and efficient palliative and end-of-life care

· are striving to implement the domains of the National Consensus Project Clinical Practice Guidelines for Quality Palliative Care and the corresponding preferred practices identified by the National Quality Forum

· show innovation and serve as models for the field particularly in moving palliative care upstream

· support hospitals' and health organizations' efforts to improve palliative and end-of-life care 

· build awareness of the importance of serving people with life-limiting illnesses throughout the continuum of  their illness and supporting those close to them

· are actively working with other health care organizations and the community across the continuum of care

All organizations or groups in the United States that provide palliative or end-of-life care are eligible for the award.  Two of the eleven programs in the national Hospice Executive Roundtable are previous Circle of Life Award winners.  It would be beneficial to CHC to win this prestigious award before the end of 2015.
3.)
Objective:
Expand what we do well and transform it to new revenue stream.

Strategy:  Create an EAP for end-of-life issues in the workplace

Explanation and Expected Outcomes:  Based on current experience with the Caring Connections sponsored, “It’s About How You LIVE at Work,” CHC should develop specific programming for grief counseling targeted directly for employers as part of their Employee Assistance Programming.  We are the experts in bereavement and grief intervention services in our area.  We should develop and offer specific products for the employer to offer their employees as a quality add-on to their EAP offering.  We could greatly expand our community grief counseling opportunities and potential revenue.  With no real fee structure developed, hypothetically, 25,000 employees across eight counties at $1.00 per month per covered life is $300,000 in new revenue per year.  Only a small fraction of the total would likely be users of these services.  Some services could be done on-site, some at the LTC, or our other offices.  While we would continue to offer grief counseling at no charge to anyone in our communities, this service line would include some as yet to be determined value-added differentiation from our “customary” counseling practices.  Participants who have positive experiences with CHC counseling through an EAP may later make patient care referrals when the need arises because they will have been exposed to all that CHC provides through this point of entry.
4.)
Objective:
Continue to enhance Physician Relationships

Strategy:  Investigate advisory board opportunities for CHC participation, consultations, speaking opportunities, regularly scheduled rotated onsite palliative care consultations by CHC NPs, and RN hospital liaison positions.
Explanation and Expected Outcomes:  Continue to develop disease specific, specialty programming, involve area physicians and invite champion participation.  Investigate roles for CHC staff participation on local advisory boards.  Offer site of care specific onsite palliative medicine consultations with CHC employed NP staff.  Develop key opinion leader programming.  Offer a library of one-sheet communication publications and informational tools on a variety of topics for physician offices and non-physician referrers to download from the CHC website for use with their patient population.
Strategy:  Continue to enhance Medical School Residency Relationships
Explanation and Expected Outcomes:  Seek opportunities to enhance Residency training with area hospitals.  Begin Curricula involvement / teaching with medical students and encourage student volunteers via the Ruth M. Hillebrand Center for Compassionate Care in Medicine at the College of Science at the University of Notre Dame.  Continue to seek opportunities for CHC-led and student performed research projects.
5.)
Objective: 
Continue market differentiation activities and promotion
Strategy:  Create Service Promises
Explanation and Expected Outcomes:  Preserving and growing market share will be driven by the ability to continue to distinguish CHC’s unique promises that matter to segment specific audiences.  Service promises are the articulation of CHC’s segment specific value propositions.  Service promise driven organizations recognize their ability to define what customers want and to communicate that fact with effective impact.  This is as important as the ability to execute / deliver care.  
Potential Service Promises could include:

-- Any CHC patient who rates pain at a ___ or higher receives a home visit from a ______ within 
__ hours.
-- Offer “Social media” as patient / family benefit with secured communication among family 
and friends across the country and around the world.
-- Referral source communication customization (electronic recording of preferences to insure 
we interact exactly as 
they wish).
-- “Scorecarding” with explicit tools to create report cards between us and the referral source.  
Publish our pain and symptom scores.  Promote our own QAPI data, FEHC scores, etc.
-- Offer “prognosticating services” for referral sources using validated ADL driven tools to 
provide information based upon the actual home environment.  Such assessments


cannot adequately be accomplished during a physician office visit.
Specific service promises could also arise from the outcomes of #4 under Goal B in this document.
6.)
Objective
 Create key long-term initiatives that are uniquely ours to position CHC 

as THE leading, forward-thinking organization.
Strategy:  Use our Hospice Foundation for strategic purposes.
Explanation and Expected Outcomes:  Our strategy is to undertake meaningful initiatives that build a broad base of diverse, long-term loyalty and financial support from patient families and friends, colleagues, past donors, community leaders, corporations, foundations, and other organizations nationally.  The key components of our strategy, and cornerstones of our Foundation, are:

· Collaborative Partnerships.  Our success depends upon building mutually beneficial, long-term relationships with key constituent groups important to the Foundation's long-term success.  These groups include: THF Board and Committee Members, CHC Board, CHC Administrative Leadership Team, NHPCO, IHPCO, FHSSA and PCAU leadership, institutions of higher learning, grant makers, patients, patient families, community leaders, CHC staff and volunteers.  Additionally, strong alliances must be built with key local area professionals and centers of influence, including: funeral directors, attorneys, accountants, life insurance agents, clergy, trust and financial planning professionals.  Other key constituents include area corporations, foundations and community foundations.  Its long-standing reputation for quality and compassionate care is one of CHC’s key strengths and provides a strong foundation for broad based community support of its programs and fundraising activities.  THF and CHC may call upon its friends to take on an expanded role as the THF extends its outreach and support to organizations with similar or complementary missions that improve the quality of living for those they serve. 

· Fund Raising.  The second component of our strategy involves delivering a 
pre-eminent capability in fund raising among all foundations and development programs competing for the same donor funds.  This will be accomplished by employing a combination of time-tested fund raising methods (e.g. special events, direct mail, advertising, Annual Appeal, presentations to civic organizations, personal solicitation, submission of grant applications) and the vast global access opportunities available through effective use of the world wide web (e.g. THF's web presence and searchability index, viral marketing, Blackbaud's Net Communities, individual donor web pages, team fund raising and virtual events).  The creation of giving societies, and associated donor cultivation, will continue to increase annual support.  Effectively marketing opportunities for donor-designated endowed funding will ensure sustainable support for otherwise unfunded niche programs, e.g. community bereavement programs through the Life Transition Center; Art Counseling programming; Camp Evergreen; community education; physician and hospice practitioner education; and support for national (NHPCO), state (IHPCO) and international (FHSSA) funding initiatives.

· Stewardship.  Strategies include employing effective financial investment management techniques, e.g. asset allocation, risk management, manager selection, staff education and development, market opportunities, cost control, use of outside experts and establishing a strong Investments Committee that meets regularly and is capable of providing sound financial advice for both restricted and unrestricted assets.  Appropriate capital investments in real estate, buildings and infrastructure will ensure that financial resources remain on the organization's balance sheet as opposed to that of its landlords.  Grant funding will be provided to non-competing not for profit organizations for programming and outreach efforts that further advance the mission of THF and CHC by delivering services in a manner that enhances or transcends those offered by THF or CHC. 
· Education.  We often hear patients and families say “if only I had known about hospice care sooner.”  A key strategy to increase public awareness of the services available through CHC is to begin to dialogue with members of the communities we serve while they are healthy.  Through sponsorship of advance planning seminars, workshops, distance learning and educational materials made available through the Institute for Advance Care Planning, the Foundation will endeavor to educate the community on CHC’s programs and services while they are developing their own advance care plans.  An Institute Advisory Board, comprised of appropriate local area practitioners, will be invaluable in the development of curriculum, faculty selection and long-term sustainability.  By offering CEU-granting seminars and workshops, we will further educate local area professionals on the goals of hospice and palliative care and the services available through CHC.  Through collaboration with area colleges and universities, we will create a Center for Studies in Palliative Care, which will include residency education in Palliative Medicine as well as opportunities for internships and fellowships for professional study at various CHC facilities. 

7.)
Objective
Continue to develop, promote, and publicize our International 


programming.
Strategy:  Make our goal of brining palliative care to all of Uganda well known.
Explanation and Expected Outcomes:  Before government redistricting, which has led to some confusion and a need for new geo-mapping, palliative care was only available in 34 of the 80 districts of Uganda -- a country of more than 32 million people in an area slightly smaller than Oregon.  Through its partnership with the Palliative Care Association of Uganda, the Hospice Foundation has a goal to bring palliative care to the entire county.  This will be accomplished by fundraising and other efforts to enhance the training curriculum and create scholarship-based training programs.  This training will be targeted toward healthcare workers in non-palliative care districts.  To reach our goal, healthcare workers need to become certified in palliative medicine.  Under Ugandan Ministry of Health regulations, certified practitioners may distribute morphine and perform other pain and symptoms management services within their districts.  These are our short term goals.  From our perspective, long term goals of this partnership include a permanent home for PCAU, regionalization, and financial sustainability.
Conclusion

Life is not measured by the number of breaths we take, but by the moments that take our breath away. 

- Hilary Cooper
"When you change the way you look at things, the things you look at change."
-Wayne Dyer-
“Unless someone like you cares a whole awful lot, nothing is going to get better. It's not.”
- Dr. Seuss
From the President/CEO
The next five years present tremendous challenges for CHC.  There will be more changes in the regulatory, public policy and healthcare landscapes that impact hospice and palliative care.  CHC will need to consistently develop strategies to lead our organization through these changes.  We must prepare now for additional cuts to our Medicare reimbursement for hospice care and an entirely new model of payment by 2014.  We must create organizational systems and processes that can adapt to changing circumstances.  We must identify innovative approaches that expand the reach of hospice and palliative care and create a seamless continuum of care for our patients and their families.  We must identify and utilize financial reporting tools to continually monitor our business plans, evaluate current and new programs and adapt to the ever changing economic environment.  We will need to develop new tools for ensuring the provision of quality, evidence-based, ethical, effective and efficient end-of-life care.  We will need to evaluate quality assessment and performance improvement strategies.  We must publish and promote our successes and those items that set us apart from competition.  We must determine best practices in advanced operations that distinguish quality programs.  In the coming years, executive management will need to lead a diverse and multi-generational workforce, maximize retention and productivity, and analyze strategies to fully engage all staff to our organization and its mission.  The content of this Strategic Plan contains elements of all the above.  However, there is one truth that is paramount above all others.  We cannot wait.  We must act now.  As Dr. Martin Luther King, Jr. once observed, “We are now faced with the fact, my friends, that tomorrow is today. We are confronted with the fierce urgency of now.  In this unfolding conundrum of life and history, there is such a thing as being too late.  Procrastination is still the thief of time.  Life often leaves us standing bare, naked, and dejected with a lost opportunity.  The tide in the affairs of men does not remain at flood -- it ebbs.  We may cry out desperately for time to pause in her passage, but time is adamant to every plea and rushes on.  Over the bleached bones and jumbled residues of numerous civilizations are written the pathetic words, ‘Too late.’"
Beginning today we will navigate the winds of change.

Respectfully submitted,
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Mark M Murray

President/CEO

Center for Hospice Care 

Hospice Foundation

February 2011
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