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Session objectives

ÅDiscuss unique rural community strengths and 

opportunities for advancing palliative care

ÅIdentify key components for supporting rural palliative 

care program development

ÅApply strategies learned from an actual rural 

community-based palliative care journey
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Stratis Health
Å Independent, nonprofit organization founded in 1971 and based in 

Minnesota

ïMission: Lead collaboration and innovation to improve health

ÅCore expertise: design and implement improvement initiatives across the 

continuum of care and in communities

ïFunded by government contracts and private grants

ïWork at the intersection of research, policy, and practice

ÅRural health and serious illness care are long-standing organizational 

priorities

ïHave worked on rural palliative care program development in more than 40 

communities since 2008
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What is rural?

Å97% of U.S. land mass is rural

Å19.3% of the population lives in rural 

(approx. 60 million people)1

ÅMultiple formal definitions, but often based on 

perception

ïAm I Rural? 2

ïFrontier: Fewer than 7 people per square mile

1 US Census Bureau: What is Rural America
2 Rural Health Information Hub (www.ruralhealthinfo.com) 

https://www.ruralhealthinfo.org/am-i-rural/help#classification
https://www.census.gov/library/stories/2017/08/rural-america.html
http://www.ruralhealthinfo.com/
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Urbanized Areas and Urban Clusters: 2010

Source: https://www.census.gov/content/dam/Census/library/publications/2016/acs/acsgeo-1.pdf

https://www.census.gov/content/dam/Census/library/publications/2016/acs/acsgeo-1.pdf
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Frontier Counties
(Fewer than 7 people per square mile)
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Rural Populations

Older, Sicker, Poorer:

ïRural median age is 51 compared to urban median age of 45.1

ïRural age-adjusted, all-cause mortality per 100,000 persons 

is 830.5 compared to urban mortality of 703.5.2

ïRural median household income is $46,000 compared to 

urban of $62,000.3

1U.S. Census Bureau, 2011-2015. Measuring America. www.census.gov/content/dam/Census/library/visualizations/2016/comm/acs-rural-urban.pdf
2 North Carolina RHRC (2017). Rural Health Snapshot (2017). https://www.ruralhealthresearch.org/publications/1110
3 U.S. Census Bureau, 2009-2016. Small Area Income and Poverty Estimates. www.census.gov/programs-surveys/saipe.html

http://www.census.gov/content/dam/Census/library/visualizations/2016/comm/acs-rural-urban.pdf
https://www.ruralhealthresearch.org/publications/1110
http://www.census.gov/programs-surveys/saipe.html
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Rural Health Care Delivery: 

Rural is not small urban
Rural health care organizations have special federal designations and 

payment programs:

ÅCritical Access Hospitals (CAH) ï1350, in 45 states
Å25 beds or less, 96-hour average length of stay

Å35-miles from another hospital (can vary)

ÅRural Health Clinics (RHC) ïabout 4500, in 45 states
ÅNon-urban

ÅHealth Care Professional Shortage or Medically Underserved Area

ÅHealth Centers (FQHC, or other designation) 
ÅApproximately 1 in 5 rural residents are served by the Health Center Program
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Rural Health Care Delivery: 

Rural is not small urban cont.

ÅAccess to health care services often limited in rural, 

including services which are important in caring for 

those with serious illness:

ÅHome Care

ÅHospice

ÅMental Health, Substance Abuse
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Critical Access Hospitals
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Rural Health Clinics
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Federally Qualified Health Centers Outside of Urbanized Areas
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From: RHIhub Data Explorer

Health Professional Shortage Areas: Primary Care, by County, 2020
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Health Professional Shortage Areas: Mental Health, by County, 2020

From: RHIhub Data Explorer
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Palliative Care in Rural Communities
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Stratis Health Rural Palliative Care 

Initiatives
Goal: Assist rural communities in establishing or strengthening 

palliative care programs

Why:   Rural communities have significant need and are 

uniquely positioned to align community resources to 

address disparities in access and services for serious 

illness

How: Bring together rural communities in a structured 

approach focusing on community capacity development
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What does rural palliative care look like?

ÅCommunity-centric rather than hospital-based

ÅWide variation in structure and focus

ÅOften include a focus on process and system 

improvements such as:

ïAdvance Directives

ïProcess for goals of care discussions

ïShared order sets and/or care plans across settings

ïProfessional and community education



Methods of 
service delivery

Interdisciplinary team Patient focus Coordinating staff

Home visits

Clinic appointments

Nursing home visits

Inpatient 

consultation

Telephonic case 

management

Volunteer support 

visits/services

All teams included 

physician, social work, 

nursing

Other disciplines vary:

ÅRehabilitation 

services

ÅVolunteers

ÅNurse practitioner

ÅChaplain

ÅPharmacy

ÅAdvance practice 

nurse in psychiatry

Hospice eligible but 

refused

Infusion therapy

Home care with complex 

illness

Inpatient consult when 

requested

Physician referred with 

complex illness

Nursing home residents 

ïtriggered by minimal 

data set (MDS) criteria

Nurse practitioner

Registered nurse

Social worker

Certified nurse 

Specialist

Advance practice 

nurse

Variables in Program StructureVariables in Program Structure
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Rural Challenges in Providing 

Palliative Care 
ÅChronic workforce shortages
ïClinical skills

ÅFinancial barriers 
ïLack of direct payment and reimbursement

ÅLimited availability of supportive services
ïHospice, home care, behavioral health

ïSocial services such as transportation, meals, activities

ÅLack of research and models specifically for rural care delivery
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Rural Opportunities in Providing 

Palliative Care
ÅNetworks and relationships are oftenstrong and well connected

ÅTraining is available to enhance clinical skills

ïAllows for care that builds on long-term provider and patient relationships

ÅMany needs related to serious illness care can be metlocally , which is 

typically the preference of patients and families

ïTelehealth or other consulting arrangements can provide access for specialty needs

ÅNational standards and best practices are relevant

ïFlexibility and creativity to support implementation
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Community Capacity-based Formula 

for Program Development

Custom-
designed

community-
based rural

palliative 
care 

program

Community data 
and goals

Stakeholder input 
and a community-

based team

Alignment with 
national 

standards* and 
connection to 

resources

Structured 
process for 

development and
implementation 

including 
facilitated 

planning and 
networking

+ + =

*National Consensus Project for Quality Palliative Care, 4th Edition Guidelines, 2018 

https://www.nationalcoalitionhpc.org/ncp/
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Rural Community-based Palliative Care 

Service Development Framework

Copyright © 2021 Stratis Health
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Billing and Traditional

Reimbursement
Grants and Philanthropy Value-Based Contracting Emerging Opportunities

What: 

Direct billing for specific services through 

Medicare, Medicaid, or private plans.

How:

¶Provider Visits: Physician, APRN/PA, 

MSW (in some situations)

- E&M codes

¶Medicare Care Coordination Codes:

- Advance Care Planning (ACP)

- Chronic Care Management (CCM and 

Complex CCM) 

- Transition Care Management (TCM)

Align with other services:

¶Incorporate as part of covered home 

health services for appropriate patients.

¶Potential for earlier hospice admissions 

(as appropriate) and longer hospice 

length of stay.

What: 

¶Federal, state, local grant opportunities.

¶Donations or local foundation funds (i.e., 

auxiliary).

How:

¶One-time grants are typically used to fund 

development costs.

¶Local foundations might offset operating 

costs.

¶Bequests or larger gifts can support 

services in a variety of ways.

What:

¶Accountable Care Organizations (ACOs)

¶Bundled payment program especially for 

oncology or heart failure

¶Other population-based or risk-sharing 

arrangements

How:

Understand how focusing on patient goals and 

active care planning can help:

¶Reduce potentially avoidable utilization

¶Decrease use of high-cost treatments and 

medications as aligned with patient goals.

¶Generate savings, which can be used to 

re-invest and help cover costs of palliative 

care services.

Request supplements or bonuses based on 

performance related quality metrics, such as 

rates of ED visits, readmissions, and patient 

satisfaction.

What:

Medicaid programs, Medicare Advantage 

plans, and/or other payers develop palliative 

care reimbursement or benefit options 

(varies by state and market).

Potential for participation in Community 

Health Access and Rural Transformation 

(CHART) Model

How:

Advocate for development of palliative care 

reimbursement options, or benefit and 

insurance coverage programs, ideally with 

implementation aligned across payers in a 

state/region.

Underlying Value

¶Providing palliative care is the ñright thing to do.ò

¶ Improved quality of care and quality of life for patients with serious illness and/or complex needs.

¶ Increased likelihood for patients to continue receiving care in their community, close to family and friends.

¶ Increases patient and family/caregiver satisfaction.

¶ Supports clinician and staff satisfaction and resiliency.

¶ Additional palliative care team support for complex patients can reduce clinician stress and enable time to see other patients.

Rural Palliative Care: Strategies for Sustainability

Resource available at https://stratishealth.org/wp-content/uploads/2020/07/Sustainability-Strategies-for-Rural-Community-Based-Palliative-Care.pdf

https://innovation.cms.gov/innovation-models/chart-model
https://stratishealth.org/wp-content/uploads/2020/07/Sustainability-Strategies-for-Rural-Community-Based-Palliative-Care.pdf


23

Lessons Learned & Future 

Considerations
Å Championsð individuals committed to improving access to palliative care in rural 

communities ð at a state and community level are critical for facilitating the 

development and growth of programs

ï Opportunities that clinical skill development across the interdisciplinary team are needed

ï Networking for rural leaders to learn and share is vital to building and sustaining palliative 

care 

Å Financially and programmatically integrating palliative care services with other care 

delivery and payment changes is essential

ï Lack of reimbursement remains a significant barrier and opportunity

ï Alignment of services and supports across medical and social needs is a core component

ï Collection of standardized community-based metrics is important to quantify impact on cost, 

quality, potentially avoidable utilization, and patient and family experience

ï Continue rural palliative care model testing, evaluating, learning, and sharing
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Tools and Resources
ÅRural Palliative Care Toolkit

ÅSustainability Strategies for Community-Based 

Palliative Care

ÅProject Brief and Evaluation Report

ÅJournal of Palliative Medicine article (publication 

anticipated Fall 2021)

ÅPolicy and Regulatory Considerations to Address 

Urgent Needs During the Pandemic: 

Recommendations from Minnesotaôs Serious 

Illness Action Network

https://stratishealth.org/wp-content/uploads/2021/04/Rural-Palliative-Care-Toolkit.pdf
https://stratishealth.org/wp-content/uploads/2020/07/Sustainability-Strategies-for-Rural-Community-Based-Palliative-Care.pdf
https://stratishealth.org/wp-content/uploads/2021/04/MACP-Project-brief.pdf
https://stratishealth.org/wp-content/uploads/2021/03/Rural-Community-Based-Palliative-Care-Final-Report-NORC.pdf
https://stratishealth.org/pagename/policy-and-regulatory-considerations-to-address-urgent-needs-during-the-pandemic-recommendations-from-minnesotas-serious-illness-action-network/
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A Rural Program Example



Courtesy of McKenzie County.net


