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BACKGROUND 
CaroNova is advancing the development of a healthcare system that is inclusive, patient-
centered, and delivers better outcomes for patients living with serious illness. We envision a 
future state in which interdisciplinary healthcare teams have the resources and training to 
compassionately address patients’ needs and goals holistically, and payors can provide value-
based payment models to sustain this standard of care. At its core, palliative care is simply 
about helping those with a serious illness to live as well as possible for as long as possible and 
to be honored as humans in that process.  

CaroNova brings together providers and payors to confirm the shared belief that a better 
approach to serious illness care is feasible in the Carolinas. Leveraging philanthropic funding 
from The Duke Endowment, we support pilots across the Carolinas to validate a scalable way 
of delivering and financing comprehensive serious illness care. Providers are implementing the 
Comprehensive Palliative Care for Serious Illness (CPCSI) care model, and payors are 
committing to testing value-based payment arrangements to sustain the work beyond the 
grant funding period.  

CaroNova currently supports two active pilots: one in South Carolina, with MUSC Health and 
BlueCross BlueShield of South Carolina (BCBSSC); and another in North Carolina, with Carolina 
Caring and Piedmont HealthCare’s Accountable Care Organization (ACO). As noted below in 
Figure 1, the two pilots are in different stages of implementation. Carolina Caring, a home-
based, community palliative care service, kicked off its implementation stage in November 
2025, and is growing patient enrollment while exploring an ACO payment model pathway. 
MUSC Health, a hybrid outpatient palliative care service housed in a large academic medical 
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institution, is approaching the sustainment stage as it continues to mature its operations and 
move towards a value-based contract.  

Figure 1. CPCSI Pilot Implementation Stages 

 

 
 

Given Pilot 1’s stage of implementation, this interim report will focus on their implementation 
progress in terms of care model delivery, practice transformation, and payment model design.  

THE CPCSI MODEL 

Care Delivery Framework 
The CPCSI model focuses on providing patients with holistic care 
from an interdisciplinary care team (IDT), including physical and 
mental health care and non-clinical supports such as spiritual 
guidance, provided by a chaplain, and legal planning support. The 
model aims to establish baseline operational and care standards 
that align with patient goals and outcomes for value-based care 
pathways. Table 1 below provides an overview of essential care 
model components including staffing, assessment tools, and core 
service expectations. Patients enrolled in CPCSI receive intensive 
assessment at the onset to identify their needs, develop an 
individualized care plan that meets their goals, and support a move toward stabilization. Care 
adjusts as patients transition into a maintenance phase and whenever patient needs and goals 
of care change (see Figure 2). 

 

CPCSI offers a 
comprehensive, 
interdisciplinary 
approach to 
assessing patient 
needs, tailoring 
clinical care and 
encompassing 
whole-person care  
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Table 1. CPCSI Care Model 

 
 

 

Figure 2. Typical CPCSI Patient Care Pathway 
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Financial Methodology 
Sustaining this approach to serious illness care requires a shift from standard fee-for-service 
(FFS) payments to value-based payment arrangements. Concurrent with their delivery of the 
CPCSI care model, MUSC Health is working with BCBSSC to model and evaluate value-based 
payment arrangements, including a bundled per member per month (PMPM) rate. The benefits 
of this approach include:  

• Supporting reimbursement for the full IDT, including disciplines that do not typically bill, 
such as social workers and chaplains.  

• Enabling payors to manage costs of care that might span beyond traditional care 
environments, given that all care by certified providers is part of the same bundled rate. 

• Allowing payors to share financial risk with providers responsible for managing patient 
acuity and maximizing the quality of patient care within an established bundled rate.  

Philanthropic funding from The Duke Endowment supports the collaborative relationship 
between MUSC Health and BCBSSC, including optimization of and funding support for the IDT 
and a de-risked environment in which to test the bundled payment. Figure 3 illustrates the 
practice transformation needed to shift from standard FFS palliative care to comprehensive 
palliative care, and the critical role of bridge funding in supporting this transition. 

Figure 3. Practice Transformation Pathway 
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Designing a value-based payment structure requires an approach that is anchored to industry 
standards, actuarially sound, and clinically feasible. CaroNova is using a phased approach that 
aims to bridge the current care model to an ideal care and payment model. CPCSI cost 
modeling starts with estimating staffing scenarios based on an average patient and care 
protocol. Direct costs, based on labor rates, and indirect costs, which account for administrative 
and overhead fees, are used to develop the total cost of implementing the model.  

IMPLEMENTATION PROGRESS 
Using philanthropic investments to facilitate innovation without risk, our pilots enable providers 
and payors to collaborate within a value-based care delivery framework. The MUSC Health and 
BCBSSC pilot launched in early 2024 and is working toward establishing and testing a value-
based financial model within the target Medicare Advantage (MA) population. The MA program 
was prioritized because it is already built on a capitated payment model that incentivizes 
improving outcomes while reducing costs.  

In alignment with the payor-agnostic approach to the CPCSI model, CaroNova is also building 
relationships with payors outside of the current pilots. Planning discussions are underway with 
MUSC Health Alliance ACO and the South Carolina Department of Health and Human Services 
(SCDHHS). SCDHHS has committed to sharing all-payors, all-claims data to support pilot 
evaluation, which establishes the foundation for exploring a future statewide Medicaid benefit 
for CPCSI. Spreading and sustaining a value-based care model requires significant payor 
participation. We will continue to expand these partnerships, which will allow us to test and 
validate the model with multiple payor types and co-management structures.   

Expected Pilot Results 
Monitoring of key process and outcome measures, including patient encounters with the IDT 
and completion of patient assessments, is ongoing. Initial results are described in the next 
section and will continue to be analyzed throughout the pilot. Additional metrics and analyses 
that will be available at the end of the pilot are outlined here. A logic model and full details on 
data collection, reporting metrics, and targets can be found in Appendices A, B and C.  

A formal program evaluation is planned using a matched cohort design. With data from the 
South Carolina all-payors, all-claims database, we will match CPCSI participants with similar 
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individuals and compare rates of health care utilization and total cost of care between 
participants and non-participants. As MUSC Health continues to grow enrollment and further 
optimize the CPCSI care team, we hypothesize that CPCSI patients will have a better care 
experience, will use health services that are more aligned with their care goals, and will have 
lower costs of care compared to the matched control group.  

By the end of Pilot 1, a primary goal is to confirm a viable and sustainable payment pathway. 
CaroNova will continue to support CPCSI model monitoring and refinement and will facilitate 
efforts to expand the model to other lines of business within BCBSSC and to other payors. 
Significant progress has been made toward confirming minimum standards for the CPCSI care 
and payment model.  

Results to Date  
Results to date demonstrate major practice 
transformation. Over the course of the pilot, palliative care 
delivery has shifted from a model heavily reliant on advanced 
practice providers (APPs) to one that is more nurse-led. Over 
time, other members of the interdisciplinary team have also 
played a greater role in patient care.  

With a full interdisciplinary team in place, MUSC Health’s 
palliative care team is able to offer whole-person care, such 
that the chaplain and social worker routinely connect with 
patients to offer emotional, psychological, spiritual, and social support. These interactions are 
anticipated to improve patient and caregiver experience; for some patients this may come in 
the form of better understanding and accepting their diagnosis, getting connected to financial 
resources to reduce the stress of mounting medical bills, identifying additional family and 
friends to reduce the burden on a primary caregiver, or simply providing interpersonal 
engagement, reducing loneliness during this difficult time of life. While social workers and 
chaplains are typically engaged in palliative care programs, CPCSI offers a structured approach 
to integrate these roles into the IDT and systematically activate these non-clinical supports. 

A shift in care from a model that is centered on APP and physician visits to one that engages a 
full IDT with an RN at its core is a cost-effective approach that simultaneously allows for 

The pilot is seeing a 
shift in care delivery 
from advanced 
practice providers to a 
full interdisciplinary 
team, transforming 
care delivery. 
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additional touchpoints with patients. This approach transitions patient encounters from high-
cost providers to lower-cost IDT members who have greater availability to visit with patients 
and can offer a diverse set of supports. The additional patient touchpoints allow the IDT to 
proactively identify patient needs and challenges, avoiding unnecessary and costly 
hospitalizations. These data show that the transition to an ideal staffing distribution for this 
pilot is well underway.   

Beyond tracking time spent with patients, we are also monitoring the quality of care. Regular 
implementation of key assessments and screening tools during patient encounters enables the 
IDT to anticipate patient needs and to tailor their individual care plans as their needs evolve. 
This is a fundamental component of being able to offer comprehensive, person-centered care 
for patients experiencing serious illness. Tracking the completion of patient and caregiver 
assessments is used to monitor fidelity to the model and is an indication of the quality of care 
provided.   

Based on current data, the CPCSI model is starting to show improvements in quality of care. 
Functional assessments (conducted in the initial assessment and reassessment) and pain 
assessments are near universal across the cohort, allowing the care team to better meet 
patients’ needs. More than half the cohort is recorded to have completed advance care 
planning (ACP), and 87% of patients have had a goals of care conversation. Based on clinical 
observation, data on ACP completion is likely an underestimate, related to challenges with the 
current electronic health record (EHR) design. The palliative care team has been able to 
engage the information systems team to build a tailored EHR reporting form that will facilitate 
more accurate and complete data collection.  

Patient experience: In July of 2025, MUSC Health began distributing surveys to CPCSI patients 
to gather insights on their experience of care. These surveys ask patients how likely they are 
to recommend the services, how well they felt heard and understood, and how well their pain 
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was managed.  Patient and forthcoming provider survey data will be used to strengthen 
implementation and assess program impact.  

KEY LEARNINGS  

Learnings from the pilot demonstrate the importance of strong leadership buy-in. Consistent 
engagement of leadership helps to mitigate implementation challenges, as leaders help to 
secure necessary resources and infrastructure that support their teams, be they the provider’s 
clinical care team or the payor’s value-based care team. Leadership’s ability to speak to the 
purpose of the pilot and the value of practice transformation helps to build buy-in with their 
teams and outside stakeholders. One indicator of this strength of leadership is evident in the 
collaboration on the MUSC Health interdisciplinary care team. Such collaboration is essential 
because engaging in this level of practice transformation has the potential to cause friction and 
burnout on teams.   

A pragmatic governance structure for the pilot also supports partnership between provider and 
payor. Monthly touchpoints between the provider and payor implementation teams allow for 
shared learning and troubleshooting of any challenges that may occur. A quarterly Executive 
Operating Committee (EOC) engages senior leadership in both organizations, ensuring 
alignment and clear next steps for the partnership. Philanthropic bridge funding creates this 
de-risked environment in which both provider and payor can come to the common table.  

Early findings also indicate value to patients, their families, and their caregivers. Patient stories 
shared at each EOC provide practice evidence of the success of the model, which enhances 
the story told by the quantitative data. MUSC Health and CaroNova will continue to explore 
opportunities to gather and elevate patient and caregiver experience as the pilot moves into 
the sustainment phase.  

NEXT STEPS 
CaroNova is committed to establishing a sustainable, payor-agnostic approach to 
comprehensive palliative care in the Carolinas. The two pilots are operating in heterogeneous 
implementation environments, and learnings from each are further informing core model 
elements. As MUSC and BCBSSC move closer toward a viable, value-based arrangement, we 
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aim to introduce additional payor partners, which will bring greater patient volumes and 
position MUSC for sustainable funding. In addition to efforts to expand payor engagement in 
the MUSC pilot, CaroNova is actively researching palliative care Medicaid payment designs and 
implementation successes from other states to leverage those learnings for the Carolinas. The 
partnership with SCDHHS, currently underway to use state claims data for pilot evaluation, 
establishes the foundation for broader exploration of partnering to design a state-wide 
palliative care benefit. 

In alignment with CaroNova’s mission, we will explore 
opportunities to strengthen the health care ecosystem in a way 
that supports transformation of serious illness care across the 
Carolinas. In 2026, CaroNova launched a bi-state palliative care 
learning community to share learnings from the pilots and learn 
from other palliative care practices. The intention is to engage 
payors in the learning community as well, so that we can continue 
to build financial sustainability models for this work. CaroNova is 
also exploring serious illness workforce capacity building and 
supporting policies that facilitate increased access to 
comprehensive palliative care. We are partnering with the NC 
Serious Illness Coalition to better prepare the health workforce to 
engage and support the serious illness population. 

Further 
opportunities 

• Strengthening 
workforce 
capacity 

• Promoting 
policies to 
increase access 
to palliative care 

• Accelerating 
shared learning 
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APPENDIX B - METHODS AND DATA COLLECTION 
During project implementation, MUSC Health, BCBSSC, and CaroNova, together with 
contracted partner TFA, collaborate to collect, manage, and analyze data to support clinical 
care delivery, quality improvement, and program evaluation. MUSC Health and BCBSSC work 
together to identify and track eligible and enrolled patients in the CPCSI model.  

The MUSC Health CPCSI team documents 
monthly encounters with patients including 
visits completed, which member(s) of the CPCSI 
team conducted the visit, the visit setting, and 
any assessments completed. Encounter data 
offer insight into the fidelity of model 
implementation, as the model aims to be nurse-
led rather than reliant on physicians or APPs. 
These data are also necessary to calculate staff 
ratios and to conduct cost modeling. Data on 
the assessments (Box 1) both confirm fidelity to 
the model and provide an indication of the 
quality of care. Not all palliative care programs 
regularly conduct these assessments, but this is 
a fundamental component of being able to 
offer comprehensive, person-centered care. On a monthly basis, MUSC Health’s CPCSI team 
also extracts health care utilization data for enrolled patients from their electronic health 
record to guide practice improvement.  

To determine patient experience of care, patients receive surveys from MUSC Health after 
enrollment, and every three months while enrolled. Patient surveys cover questions about 
feeling heard and understood by the care team, getting the support desired to manage pain, 
and likelihood to recommend the program. These surveys are optional and anonymous. 
Providers who refer patients to the CPCSI program also receive provider surveys on the same 
cadence to gather insights on their satisfaction with the program and their collaboration with 
the team. 

Box 1. Assessments of the CPCSI model 

• Functional assessment (initial and re-
assessments) to determine a patient’s 
ability to perform activities of daily 
living and instrumental activities of 
daily living 

• Screening for financial toxicity 
• Assessment of patient’s pain 
• Caregiver burden assessment 
• Whether or not patient has an 

advanced care plan or surrogate 
decision-maker recorded in their 
medical record 

• Whether or not patient has been 
referred to legal services for support 
with estate planning, wills or trusts  
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APPENDIX C – REPORTING METRICS  

Fidelity Measures (Adherence, Dose and Clinical Quality of Care) 

Domains Measure Description Data source Targets Alignment 

Adherence Initial 
assessment 

Proportion of patients who 
had an initial palliative care 
planning assessment 
completed 

Provider records 
(EHR) 

100% CAPC recommended 
measure 

Dose Initial 
assessment on 
time 

Proportion of patients who 
had an initial palliative care 
planning assessment 
completed within 6 weeks of 
enrollment 

Provider records 
(EHR) 

80%  

Adherence Goals of care 
discussion 

Proportion of patients who 
have had a goals of care 
discussion at least once 

Provider records 
(EHR) 

90% CAPC recommended 
measure; required 
quality measure for The 
Joint Commission 
Advanced Certification 
for Palliative Care 

Dose  Goals of care 
discussion 
frequency 

Proportion of patients who 
have had a goals of care 
discussion at least once every 
3 months while in program. 

Provider records 
(EHR) 

75%  

Adherence Pain screening Proportion of patients who 
received pain screening or 
assessment (and/or with pain 
plan of care) at least once 

Provider records 
(EHR) 

100% CAPC recommended 
measure; required 
quality measure for The 
Joint Commission 
Advanced Certification 
for Palliative Care 

Dose  Pain screening 
frequency 

Proportion of patients who 
received pain screening or 
assessment at least once 
every 3 months while in 
program. 

Provider records 
(EHR) 

75% CAPC recommended 
measure 

Adherence Assessment of 
functional 
ability 

Proportion of patients who 
received assessment of 
functional ability at least once 

Provider records 
(EHR) 

95% NQF endorsed measure 

https://manual.jointcommission.org/releases/TJC2026A1/MIF0341.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0341.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0341.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0341.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0385.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0385.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0385.html
https://manual.jointcommission.org/releases/TJC2026A1/MIF0385.html
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Dose  Assessment of 
functional 
ability 

Proportion of patients who 
received assessment of 
functional ability at least once 
every 3 months while in 
program 

Provider records 
(EHR) 

75% NQF endorsed measure 

Adherence Assessment of 
caregiver 
burden 

Proportion of patients who 
have had their caregiver 
burden formally assessed at 
least once, among those with 
an identified caregiver 

Provider records 
(EHR) 

75% CAPC recommended 
measure 

Adherence  Advanced care 
planning 

Proportion of patients who 
have an advance care plan or 
surrogate decision maker 
documented in the medical 
record 

Provider records 
(EHR) 

100% NQF endorsed 
measure; CAPC 
recommended 
measure; HEDIS Quality 
measure 

Adherence Assessment of 
spiritual needs 

Proportion of patients who 
have had their spiritual needs 
assessed at least once 

Provider records 
(EHR) 

75% Essential to delivering 
the CPCSI model 

Adherence Financial 
toxicity 
assessment* 

Proportion of patients who 
were screened for financial 
toxicity using a validated tool 
at least once 

Provider records 
(EHR) 

80% Essential to delivering 
the CPCSI model 

Adherence Legal planning Proportion of patients who 
were assessed for legal service 
needs at least once 

Provider records 
(EHR) 

80% Essential to delivering 
the CPCSI model 

Dose  Encounter 
frequency 

Proportion of patients who see 
IDT members per established 
benchmarks 

Provider records 
(EHR) 

80% Published literature 

 

*The financial toxicity screening determines whether a referral is needed regarding financial distress caused by treatment costs. The 
purpose of the Financial Toxicity Survey is to determine if patients and/or caregivers are experiencing financial instability and to 
understand the impact of medical debt on individuals with serious illnesses. Please refer to Appendix II for the validated tool that is 
currently being used.  
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Indicators of Program Engagement 
Measure Description Data source Comparison 

Outreach rate Proportion of eligible patients who have 
been contacted by provider 

Provider enrollment log Longitudinal 

Engagement 
rate 

Proportion of patients reached who 
schedule an appointment 

Provider enrollment log Longitudinal 

Enrollment 
rate 

Proportion of patients with a scheduled 
appointment who complete appointment 
and consent to program services 

Provider enrollment log Longitudinal; targets set 
with provider and payor 

Disenrolled 
discharges 

Proportion of CPCSI patient discharges due 
to patient decision to disenroll 

Provider enrollment log Longitudinal 

 

Indicators of Program Differentiation 
Program differentiator Evidence 

Full IDT on staff  

(including at minimum a prescribing provider, RN, SW and chaplain) 

Program records 

Conducting regular IDT meetings to coordinate patient care IDT meeting log 

Offering a 24/7 nurse line Program records 

Collaboration between payor and provider Quarterly joint meetings completed 

 

Key Patient Experience Survey Measures 

Outcome measure Description Alignment 

Feeling heard & 
understood 

Palliative care patients’ experience of feeling heard 
and understood measured using a series of four 
questions. 

NQF endorsed; CAPC 
recommended 

Perception of pain 
support 

Palliative care patients’ experience of receiving 
desired help for pain measured on a Likert scale. 

NQF endorsed; CAPC 
recommended 

Net promoter score Likelihood to recommend the services or program 
on a 10-point scale. 

General use in healthcare 
industry 
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Matched Cohort Analysis Outcome Measures 
Outcome measure Description Definition 

Emergency department 
utilization rate 

Average number of ED visits during time in 
the CPCSI program per 1000 people 

(Total # ED visits throughout the 
program/# people)*1000  

Inpatient visit rate Average number of inpatient admissions 
during time in the CPCSI program per 1000 
people 

(Total # inpatient admissions 
throughout the program /# 
people)*1000 

Inpatient days Average number of inpatient days during 
time in the CPCSI program 

Total # days spent inpatient per 
person throughout the program 

30-day readmission rate Rate of all-cause hospital readmissions by 
people within 30-days of discharge during 
time in the CPCSI program1  

(# of readmissions within 30 days 
of discharge during time in the 
program/# index admissions)*100 

Average length of stay Average time spent in the CPCSI program 
(months) 

Sum of months in CPCSI across 
participants/# participants  

Days at home, including 
hospice length of stay 

Number of days a patient remains outside of 
an institutional care setting (including 
hospital, skilled nursing facility, long-term 
care facility, etc.) during time in CPCSI  

Sum of (# days in CPCSI – days 
spent in an institutional care 
setting) across people in group/ # 
people in group 

Hospice length of stay Average number of days spent in hospice Sum of (# days spent in hospice) 
across people in group/ # people 
in group 

Hospice utilization rate Proportion of people who enrolled in hospice 
during the program 

# people who enrolled in hospice/ 
# people 

Total cost of care Total healthcare costs, per person, per year 
(medical & pharmacy) 

Sum cost of all health care 
claims/ person-months x12 

Distribution of 
utilization costs 

Proportion of total cost of care attributed to 
different benefit categories 

Cost of care within category/total 
cost of care 

 

 

 
1 https://www.chiamass.gov/assets/docs/r/pubs/18/Readmissions-Tech-Appendix-2018-05.pdf 


