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ABSTRACT

Introduction: Inpatient palliative units increase the utilization of palliative
and hospice services, and are associated with greater patient and
caregiver satisfaction, and lower cost at end of life. Not all hospital settings
can accommodate a dedicated palliative unit due to limitations in space,
staffing, and cost. An alternative model, such as the Scatter Bed Hospice
Unit (SBHU), which disperses hospice patients amongst those requiring
standard acute care has been proposed. Despite its potential, limited data
exists on the effectiveness of this model. This initiative aimed to increase
palliative and hospice utilization through implementation of a SBHU within
an academic acute care facility.

Methods: In December 2022, a Scatter Bed Hospice Unit (SBHU) was
implemented at an urban tertiary care hospital. Retrospective chart review
was conducted of patients who received palliative care consultation during
the six months prior to SBHU implementation (July—December 2022) and
the six months following implementation (January—June 2023). The primary
aims were to perform a pre-post assessment of the number of Geriatric
and Palliative (GAP) consultations and patients discharged with hospice
services. Secondary outcomes included documented goals of care
discussions, patients with comfort measures orders, patients who expired
without hospice enrollment, reasons for GAP consultation, and time from
hospice referral to admission.

Results: There was a significant increase in GAP consults (p=0.0021) post-
implementation of our SBHU. The number of patients discharged with
hospice services, documented goals of care discussions, and patients with
comfort measures orders all showed increasing trends (non-significant).
Amongst patients with a comfort measures order, there was a significant
increase in patients discharged with hospice services from 32.7% vs 44.7%
post SBHU implementation (p = 0.02). Post-SBHU, the time from inpatient
hospice referral to hospice admission decreased from nearly three days to
less than one (p < 0.001).

Conclusions: The SHBU improved utilization of palliative and hospice
services through increased consultation and overall hospice enrollment
amongst terminally ill patients. Transition to hospice care is more efficient
with this model as evidenced by decreased time from inpatient hospice
referral to hospice admission post-implementation of the SBHU model.
Key Message: Implementation of an inpatient scatter bed hospice was
associated with greater use of palliative care consultation, increased
documentation of goals-of-care, increased hospice utilization, and reduced
time from hospice referral to transition.

Keywords: Hospice Utilization, Palliative Care, Goals of care, Scatter bed
hospice unit, Inpatient palliative unit
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Introduction

The integration of palliative care with primary inpatient
teams enables a comprehensive and patient-centered
approach to care. Palliative care has been shown to
improve patients’ quality of life, preserve dignity,
support informed decision-making, enhance satisfaction,
and reduce healthcare costs'-3. Multiple randomized
controlled trials evaluating early palliative care
interventions in advanced illnesses such as cancer and
Parkinson’s disease have demonstrated clinically
meaningful improvements in both quality of life and
survival. Similar benefits have been reported for
caregivers’ mental health and quality of life. For example,
family caregivers of patients with recently diagnosed
lung or gastrointestinal malignancies experienced
significantly lower psychological distress, depression, and
anxiety symptoms at three and six months before the
patient’s death when early palliative care consultations
were provided4?. Despite these well-documented
benefits, palliative care services remain underutilized.

Several barriers to palliative care utilization have been
identified including (1) limited interaction between
primary inpatient providers and the palliative care team,
(2) provider attitudes toward palliative care, (3)
inadequate education and training, (4) negative
perceptions of palliative care by patients and families,
and (5) a misunderstanding of the role of palliative
care’0-12, Common misconceptions include the belief that
palliative care is synonymous with hospice care or is a
“last resort” limited to end-of-life situations. Addressing
these misconceptions is critical to fostering earlier
integration of palliative care, improving patient outcomes,
and optimizing healthcare utilization.

Proposed strategies to overcome these barriers include
increased “marketing and promotion” of palliative care
among physicians and  targeted  educational
interventions'0. The concept of “strategic visibility,” in
which palliative care providers maintain a stronger
presence on general wards to facilitate interprofessional
collaboration and communication, has been shown to be
effective in prior research'3. One such approach to
increase the visibility and utilization of palliative care in
the inpatient setting is the development of inpatient
palliative units (IPUs) within hospitals. Traditionally, IPUs
function as closed units with their own nurses, case
managers, social workers, and managing geriatrics and
palliative teams.

Inpatient palliative units (IPU) have been associated with
numerous benefits for end-of-life care, including
improved utilization of palliative and hospice services,
increased patient and caregiver satisfaction, and
reduced healthcare costs'4-21. Several studies have shown
that the development of an IPU leads to greater
clarification of patient goals of care, as evidenced by
higher rates of code status changes and comfort measures
orders among seriously ill patients’415, One study
demonstrated that hospice utilization and inpatient
hospice length of stay increased following the
implementation of a traditional IPU, as terminally ill
patients were able to access these services more easily
and in a timelier manner'é. Another found that the
creation of an IPU significantly reduced ICU mortality and

length of stay by facilitating the transition of terminally
ill patients out of the ICU for end-of-life care. This not
only reduced costs associated with prolonged ICU stays
but also enabled patients and families to receive care
more consistent with their goals and preferences—such as
more liberal visiting hours, fewer invasive procedures,
less intensive monitoring, and more effective pain and
symptom management!”.

While the benefits of inpatient palliative units (IPU) are
well established, not all hospitals have the resources to
provide dedicated units. Successful IPUs require a
consistently high census of appropriate patients to
maintain bed utilization, which may not be feasible for
institutions with fluctuating patient volumes or lower acuity
populations. In addition, some hospitals face space
constraints and /or have limited availability of palliative
care—trained staff, further challenging the establishment
of a dedicated unit.

An alternative scatter bed model—where hospice
patients are dispersed among other medical patients on
existing hospital floors—may be used to deliver inpatient
hospice-level care. Although this approach is not a novel
concept?2-23, there is limited data on its effectiveness in
improving the utilization of palliative and hospice services.

This study evaluates the impact of implementing an
inpatient scatter bed hospice unit (SBHU) on palliative
care and hospice service utilization. We hypothesized
that increasing direct access to the palliative care team
through the SBHU would encourage primary inpatient
care providers to utilize palliative care more frequently
and for a broader range of clinical needs, such as hospice
referral and symptom management.

Methods:

This quality improvement study was reviewed by the IRB
and determined to be exempt from formal review.

SCATTER BED MODEL

In December 2022, a scatter bed model was
implemented to provide inpatient hospice care for
terminally ill patients requiring acute end-of-life care.
This included community hospice patients directly
admitted from the ER for acute symptom stabilization. In
this model, patients were dispersed among other
hospitalized patients requiring standard acute care
within one medical unit, creating a distinct area within the
hospital for this purpose.

The model provided services in key domains of palliative
care including management of actively dying patients,
pain and symptom management, advanced care
planning, and hospice referral. Patients admitted to the
scatter bed hospice unit (SBHU) were co-managed by the
Geriatrics and Palliative Care (GAP) team and the
general hospitalist teams. They also had access to GAP
social workers and other supportive services. Team
members participated in daily interdisciplinary rounds to
assist with symptom management and discharge planning.

The daily unit census varied from one to four patients
depending on demand. Withdrawal of interventions such
as mechanical ventilation or continuous inotropic
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medications was not performed in this unit; these
treatments were discontinued in the intensive care unit
prior to transfer. Figure 1 illustrates key differences

Hospice
Patient

Hospice
Patient

Inpatient
Palliative
Unit (IPU)

Hospice
Patient

Acute-Care
Patient

Hospitalist/Primary
Team, Floor Social
Workers/Case
Managers/Nurses

Scatter Bed
Hospice
Unit (SBHU)

Hospice
Patient

Hospice
Patient

Acute-Care
Patient

Hospice
Patient

between the SBHU and a traditional centralized inpatient
palliative unit (IPU).

Hospice
Patient

Hospice
Patient

'GAP Providers, Social Workers, Case

Managers, and Palliative-trained
Nurses :

Acute-Care
Patient

Acute-Care
Patient

Consulting
GAP Team

Figure 1. Differences Between Inpatient Palliative Unit (upper panel) and Scatter Bed Hospice Unit (lower panel). GAP,

geriatrics and palliative medicine.

IMPLEMENTATION PROCESS

This quality improvement initiative was preceded by
identifying a critical need for dedicated inpatient hospice
beds to enhance end-of-life care. Prior to implementation,
patients requiring inpatient hospice care were either
transferred to outside hospice facilities or received end-
of-life care in the hospital without formal hospice
enrollment. Dependence on external bed availability was
a major barrier to hospice enrollment for patients who
were too ill to be discharged home or safely transported
to another facility.

To implement this model, the GAP team engaged hospital
leadership, including the Chief Medical Officer and the
Quality Department, to gain support for the initiative.
Leadership then facilitated a collaborative partnership
and contracted with a local hospice agency. This included
a quarterly review of quality metrics (e.g., length of stay,
number of deaths, average daily census, time from
referral to admission).

The hospice partner and in-house GAP team presented
overviews of the hospice benefit, the proposed model of
care, and the referral process at staff meetings for the
Division of Hospital Medicine. Process maps were
distributed to the Internal Medicine Residency program,
and an internal memo was sent to all other service lines
within the hospital. Nurses received both in-person
training and online module assessments with certifications
provided by the hospice agency.

The internal informatics team assisted with integration of
workflow and metrics into the electronic medical record,
incorporating flags that clearly identified patients
admitted to the hospice service. Bed Management
assisted in establishing procedures for transferring
patients into private rooms within the SBHU, ensuring
smooth operational flow. Communication with bed
management and care team members was streamlined
using a team collaboration platform. This facilitated
timely identification of potential palliative care consults
and improved handoffs for patients transitioning to
inpatient hospice.

PROGRAM SETTING AND EVALUATION

The SBHU was established within a 632-bed tertiary care
hospital located in a major urban metropolitan area and
part of a large integrated healthcare system. A
retrospective review of all palliative care consultations
during the 6 months preceding (July 1, 2022—December
31, 2022) and the 6 months following (January 1, 2023-
June 30, 2023) implementation was conducted to
evaluate impact.

DATA COLLECTION

Data was collected through EMR review of all patients
receiving a GAP consult during the specified time periods
(pre- and post-implementation). Demographic, clinical
and process measures included: age, sex, race/ethnicity,
primary diagnosis, reason for GAP consultation,
discharge disposition, number of goals-of-care notes,
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whether a comfort measures order was placed, and time
from hospice referral to hospice admission.

The reason for GAP consult was taken from the first listed
problem on the initial consult note. All patients who
received a palliative care consultation during the study
period—regardless of age, admitting service, or
diagnosis—were included in the analysis.

MEASURES

The primary aim of the study was to perform a pre—post
assessment of (1) the number of Geriatrics and Palliative
Care (GAP) consultations and (2) the number of patients
discharged with hospice services. Because the total
number of hospitalized patients differed between the
two time periods, relative proportions were used when
comparing these endpoints.

Patients discharged with hospice services included those
discharged to the SBHU as well as those discharged home
with hospice or to an outside inpatient hospice facility. For
analyses of hospice utilization, we further stratified the
data to examine proportions among (1) all patients
receiving GAP consultation and (2) patients with a
comfort measures order who were discharged with
hospice services.

Secondary outcome measures included documentation of
goals-of-care discussions, the number of patients with
comfort measures orders, the number of patients who
expired in the hospital without hospice enrollment,

reasons for GAP consultation, and time from inpatient
hospice referral to hospice admission.

STATISTICAL ANALYSIS

Categorical variables were reported as frequencies and
percentages, whereas continuous variables were
summarized using means and 95% confidence intervals
(Cls). Comparisons between pre- and post-intervention
measures were performed using t-tests for continuous
variables and chi-square or z-tests for categorical
variables, as appropriate. A two-sided p-value < 0.05
was considered statistically significant.

Results:

The total number of adult patients admitted to the
hospital during the pre-intervention period was 13,461
and 13,824 in the post-intervention period. The number
of Geriatrics and Palliative Care (GAP) consults
increased from 764 during the pre-intervention period to
908 during the post-intervention period, representing a
rise from 5.7% to 6.6% post- scatter bed hospice unit
(SBHU) implementation (z = -3.07, p=0.0021).

Patients seen in GAP consultation pre- and post-SBHU
were similar in age- mean + SD 78.2 + 14.9 vs. 78.3 +
14.6, (t=-0.14, p=0.89), proportion of women (51.6% vs.
54%) (X2(2)= 1.41, p=0.49), and race (X?(6)= 5.88,
p=0.44). The proportion of consults for patients aged
greater than 65 was 82.3% and 85.7% respectively (z=-
1.87, p=0.0615) (Table 1).

Table 1: Patient Demographics amongst Geriatric and Palliative care (GAP) consults

Pre- Intervention Post-Intervention

(July- Dec 2022) (Jan- June 2023)

(N=764) (N=908)
Biological Sex (%) X2(2)= 1.41,
Male 48.2 45.6 p=0.49
Female 51.6 54.0
Not listed 0.3 0.4
Race (%) X2(6)= 5.88,
Caucasian/White 54.3 57.2 p=0.44
African American/Black 15.6 17.2
Asian 4.7 4.3
Other/Multiracial 20.7 16.7
Native American 0.8 0.7
Native Hawaiian/Pacific 0.4 0.2
Islander
Not listed 0.3 0.4
Average Age (SD) 78.2 (14.9) 78.3 (14.6) t=-0.14, p=0.89
Age >65 82.3 85.7 z=-1.87,
(%) p= 0.0615
Age <65 17.7 14.3 z=1.87,
(%) p= 0.0615

Among those receiving GAP consults, the total number of
patients discharged with hospice services trended
upwards, 16.6 vs 18% (z=-0.71, p=0.475). Similarly, the
number of patients with documented goals-of-care notes
also showed a non-significant increase, 73% vs 74.5%
(z= -0.65, p=0.513). Patients with a comfort measures

order designation remained stable post- SBHU
implementation, 20.1% for both time periods (z=0.12,
p=0.905). Inpatients who expired without hospice
enrollment decreased significantly post-SBHU
implementation (16.8% vs 12.8%) (z=2.30, p=0.022).
The proportion of consults for symptom management
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significantly decreased in the post-intervention period (Table 2). Patients with a comfort measures order were
(47.6% vs 38.1%) (X2(2)= 25.47, p<0.001) while the significantly more likely to receive hospice services post-
proportion where reasons were “not available” increased SBHU, 32.7% vs 44.7% (z= -2.32, p= 0.02) (Figure 2).

Table 2: Changes in Outcomes Post- SBHU Implementation. Qutcomes are reported as percentages of the total number of
GAP consults.

Measures Pre-Intervention Post-Intervention Statistical analysis
(July- Dec 2022) (Jan- June 2023)
Number of GAP Consultations (N) 764 908 z=-3.07,
p=0.0021
Discharged with Hospice Services (%) | 16.6 18.0 z=-0.71, p=0.475
Goals-of-care notes (%) 73.0 74.5 z=-0.65, p=0.513
Comfort Measures Order (%) 20.1 20.1 z=0.12, p=0.905
Inpatient expirations without hospice 16.8 12.8 z=2.30, p=0.022
enrollment (%)
Reasons for consult (%)
Symptom Management! 47.6 38.1
Non-symptom Management? 36.6 37.1 X2%(2)= 25.47,
Not Available 157 24.8 p<0.001

1 Consults for symptom management included: pain, respiratory distress, anxiety, constipation, delirium, dysphagia, and other symptoms.
2 Consults for non-symptom management included: functional impairment, respiratory failure, cancer, psychiatric illness, neurological disorder,
cardiovascular disease, heart failure, sepsis, intracranial hemorrhage, gastrointestinal disorder, renal disorder, and advanced care planning.

Patients Discharged with Hospice Services
Pre- and Post-SBHU

[0 Pre-SBHU p = 0.02
501 @ Post-SBHU
44,7%
Q
S
§40~
T 32, 7%
S I i
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&
5 20+
[a)
R
10+
0
Patients with GAP Consultation Patients with CMO Order

Patient Group

Figure 2: Proportion of patients discharged with hospice services pre and post-SBHU. Data is reported as a proportion
of total number of GAP consults and of total patients with CMO order. GAP, geriatrics and palliative medicine. CMO, comfort

measures only.

During the post-intervention period, a total of 163 from inpatient hospice referral to admission to the SBHU
patients were discharged with hospice services. Of these, was 0.94 days, compared to 2.96 days prior to
49 patients were admitted to the SBHU, while the implementation, when patients were referred to outside
remaining were discharged either with home hospice or inpatient hospice facilities (p < 0.001) (Figure 3). The
to external hospice-capable facilities. The average time average length of stay on the SBHU was 2.95 days.
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Figure 3: Time from inpatient hospice referral to admission pre- and post-SBHU. Data is reported as a mean. Error bars
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Discussion:

This retrospective study examined hospitalized patients
at a tertiary care facility pre-and post-implementation of
a scatter bed hospice unit (SBHU) over a total 12-month
period. The implementation of the SBHU was associated
with increased Geriatrics and Palliative (GAP)
consultations and decreased number of inpatient
expirations without hospice enrollment. Among patients
with a comfort measures order, hospice utilization
increased significantly (i.e., use of SBHU), with a
significantly shortened interval from hospice referral to
admission.

The observed increase in GAP consultations likely reflects
enhanced visibility of and access to the palliative care
team following SBHU implementation. The significant
increase in hospice utilization among patients with a
comfort measures order, along with the reduction in time
from hospice referral to admission and the decrease in
inpatient deaths without hospice enrollment, suggests that
the SBHU facilitated more timely hospice transitions and
promoted care that was better aligned with patients’
goals and preferences.

There were trends of increased goals-of-care notes,
comfort measures orders, and overall hospice enrollment
following SBHU implementation, which accompanied the
significant increase in GAP consultations. These changes,
however, did not reach statistical significance. A likely
explanation is that these outcomes were analyzed as
proportions of the total number of GAP consultations. As
consultation volume grew, the relative proportions of

these measures remained stable, diminishing the
likelihood of detecting significance. In other words, the
increase in consultations may have created more
opportunities for these outcomes without raising their
probability on a per-consult basis.

We observed a decrease in the proportion of
consultations for symptom management following SBHU
implementation, contrary to our initial hypothesis. Based
on our educational initiatives and promotion of services
across multiple departments, we anticipated an increase
in such consultations as clinicians became more familiar
with the scope of palliative care. Upon reviewing our
data collection process, we noted that the “reason for
consult” was determined by the first problem listed in the
patient’s problem list within our internal database. This
method of classification may have contributed to the
apparent decline. Furthermore, the change could also
reflect the impact of our educational interventions. By
enhancing knowledge of basic palliative care principles,
primary teams may have felt more confident managing
symptoms independently, which led them to consult the
GAP team for issues other than symptom management.

While the benefits of a traditional inpatient palliative unit
(IPU) have been well documented in the literature,
evidence on the effectiveness of scatter bed hospice
models for improving palliative and hospice care
utilization remains limited. A literature search conducted
in PubMed using keywords such as “inpatient hospice,”
“scatter bed hospice unit,” and “palliative care utilization”
identified only two articles that specifically addressed
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palliative and hospice care utilization with this model.
One was a retrospective study that evaluated costs and
hospice length of stay (LOS) before and after
implementation of an SBHU. The authors reported a 69%
reduction in end-of-life costs and a hospice LOS that was
four times longer than the LOS after a do-not-resuscitate
order in the pre-implementation period?4. The second
trial compared hospice LOS and costs for patients
admitted to a traditional IPU versus a scatter bed model
within the same institution. Both the IPU and SBHU were
associated with improved hospice utilization; however,
hospice LOS was significantly higher and average total
costs per day were significantly lower among patients in
the traditional IPU model'é. These authors hypothesized
that hospitals may face challenges in maintaining
hospice-focused care when patients are placed in
scattered beds alongside those receiving curative
treatment, which could result in unintended deviations
from the hospice plan.

Prior to the SBHU, patients at our institution received care
across the spectrum of their illness; however, there was
not a standardized approach for end-of-life care. At the
end of life, patients were often transferred to outside
facilities under the care of new providers with whom they
had no prior relationship. Implementing the SBHU
improved the ability of the GAP team to deliver effective
end-of-life services while allowing patients to remain in a
familiar environment with trusted providers when they
needed it most. This is reflected in the reduced proportion
of patients who died without hospice enrollment following
the intervention.

While SBHU models may not increase hospice utilization
to the same extent as a traditional IPU, they offer greater
flexibility for institutions. We recognize that space and
staffing limitations may make a traditional IPU unfeasible
for some hospitals. By integrating inpatient hospice
patients among regional medical floor patients, pressures
related fo census management and the higher operating
costs of specialized units are reduced. At our institution,
we initially piloted the scatter bed model on a single
regional medical floor to ensure consistent staffing by
nurses who had received dedicated training in end-of-life
care. Nurses without such credentialing were not assigned
to these patients. Expanding this model would increase
placement flexibility to meet varying demands for end-
of-life care.

Our study has several limitations. Changes in the
utilization of various palliative care services may have
been impacted by other unmeasured factors, such as
recent initiatives towards shifting to an age-friendly
health system and greater provider comfortability with
palliative care?5-27. We did not assess primary inpatient
teams’ knowledge of GAP services or resources before
and after SBHU implementation, limiting our ability to
draw conclusions about potential culture or practice shifts.
Future studies should evaluate referring physicians’
understanding of palliative care and explore the
presence of any biases both prior to and following the
establishment of an inpatient palliative unit. Additionally,
recent expansion of the GAP team at our institution may
have increased service visibility and capacity, making it
difficult to determine whether higher utilization rates

were driven by increased staffing, the SBHU, or a
combination of both.

Other potential limitations include the short study period.
The six-month pre and post comparison period may not
capture longer-term trends or delayed effects of the
intervention. Additionally, “reason for consult” was
determined by the first-listed problem in the problem list,
which did not always accurately reflect the primary
clinical reason for referral. Future initiatives should
require a consult order to include the primary reason for
consultation or use standardized note templates that
highlight the primary reason for consult. Analysis of
patient centered outcomes such as symptom control,
quality of life, caregiver satisfaction, and institutional cost
savings was outside the scope of this project, but future
efforts would include examining the impact of SBHU on
these outcomes.

Prior literature has raised concerns that scatter beds may
be used for “hospice-flipping” as a strategy for health
systems to reduce inpatient mortality rates28-29, Although
this maneuver may appear to benefit the hospital, the
hospice agency, and the patient, it poses several
questions. Is this practice truly in the patient’s best
interest? And would an inpatient GAP consultation service
alone be able to meet patient and family needs while
providing effective end-of-life care without involving
hospice? The major critique of hospice flipping in the
literature is that it represents a change in designation
rather than a meaningful change in care setting or
delivery. Our study illustrates a distinct model that
addresses this concern: a structured protocol enabling
appropriate patients to be transferred from various units
to a dedicated SBHU staffed by hospice-trained nurses
and personnel who fully embody the hospice philosophy.
Prior to implementing the SBHU, our institution faced
significant bottlenecks when transitioning actively dying
patients to inpatient hospice levels of care. The SBHU
provided a streamlined system to transfer patients to an
appropriate care setting designed to deliver goal-
concordant hospice services, whether from regional
hospital units, the ICU, or the emergency department30.

Importantly, our evaluation extends beyond mortality
reduction. Rather than examining hospice flipping as an
administrative maneuver, we assessed the effects of this
system on the broader landscape of palliative services,
including consult volume, hospice transitions, time from
referral to placement, and goals of care. We believe
that when inpatient hospice services are the most
appropriate option to meet the needs of a patient and
family, clinicians should help facilitate that transition,
regardless of the specific care model used. The SBHU
demonstrates how a dedicated, hospice-aligned
environment can support timely, patient-centered
transitions while mitigating concerns about inappropriate
hospice flipping.

Conclusions

This quality initiative fills an important gap in the
literature by examining the impact of a Scatter Bed
Hospice Unit (SBHU) on use of other palliative care
services, including Geriatric and Palliative (GAP) consults,
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goals-of-care conversations, and consultations for
symptom management. This model also offers a
potentially adaptable framework for other institutions
seeking to implement similar care models.

During this 6-month pilot intervention, the SHBU improved
utilization of palliative and hospice services with
increased GAP consultation and trend towards increased
overall hospice enrollment amongst all patients seen by
the GAP team. Transition to hospice care was made more
efficient with this model as evidenced by a significant
increase in hospice discharges amongst comfort-care
patients, and decreased time from inpatient hospice
referral to SBHU admission.

Our findings underscore the potential of SBHU models to
enhance continuvity of end-of-life care, decrease non-
hospice hospital deaths, and address institutional

priorities such as census management. Given that this
model was implemented in a state with one of the lowest
hospice enrollment rates in the country, increasing the
number of beds offering hospice services may be a
meaningful step toward improving access and utilization.
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