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S ome hospice and palliative care pro-
grams are helping local physicians 
qualify for board certification in hos-

pice and palliative medicine (HPM) by 
offering practice pathway opportunities 
for physicians to accumulate the neces-
sary hours of caring for patients as they 
learn the medical subspecialty on the job.

When HPM was recognized by the 
American Board of Medical Specialties 
(ABMS) and 10 of its constituent specialty 
boards, it was hailed as a great achieve-
ment. However, ABMS recognition 
posed the challenge of qualifying enough 
physicians to fill medical positions in 
hospice and palliative care organizations, 
especially after 2013, when completing a 
full-year fellowship will become a prereq-
uisite for HPM certification.

Although the practice pathway option 
is available until 2012 for mid-career phy-
sicians to sit for the HPM boards without 
first completing a full-year HPM fellow-
ship, a more urgent deadline is looming 
for those who wish to pursue this option. 
Two years of experience with hospice 
and palliative care teams is required for 
this grandfathering option, and physi-
cians will need to start by spring 2010 in 
order to apply in spring 2012 for the HPM 
boards in fall 2012.

“There is a shortage of HPM physi-
cians for the number of programs we 
have today, and that need is going to 
grow rapidly,” says Loren Friedman, 
MD FAAHPM, medical director of the 
Palliative Care Service at Virginia Hos-
pital Center in Arlington, VA, and chair 
of AAHPM’s Workforce Capacity Task 
Force. The task force projects a current 

need for 8,000 HPM physicians, double 
the number working in the field, with 
fewer than 200 new fellowship graduates 
each year.

“For our new field, there were limited 
opportunities for formal training in HPM 
in the early years. Initially, most of us 
switched to hospice and palliative care 
from some other medical specialty,” Dr. 
Friedman notes. “Things are different 
now. We have a large body of evidence-
based medicine to define our field, and 
we have fellowship-trained physicians. 
However, there are also mid-career physi-
cians who have only recently developed 
an interest in hospice and palliative care. 
They have a level of life experience and 
professional expertise that is an asset to 
the field.”

For those physicians, the practice 
pathway option requires finding a hos-
pice or palliative care program where 
they could accumulate hours by work-
ing for the program and caring for its 
patients, either paid or unpaid, as part 
of a structured, part-time educational 
experience. The Palliative Care Service at 
the University of Kansas Medical Center 
(KUMC) in Kansas City, KS, includes 
two part-time faculty members who are 
not HPM-board certified but have shown 
an aptitude for the work, reports Karin 
Porter-Williamson, MD, section head for 
palliative medicine. KUMC also has two 
full-time HPM fellows and an extensive 
educational curriculum and Web-based 
learning portal already in place.
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All physicians seeking eligibility will need 
to show proof of the following:
•	 �current certificate from one of the ten 

cosponsoring ABMS or four AOA boards
•	 �clinical competence in the care of patients
•	 �valid, unrestricted license to practice 

medicine in the US or Canada
•	 �passing score on the certification exam  

in hospice and palliative medicine.

Practice Pathway for Mid-Career Physicians
In addition to the general requirements 
mentioned above, physicians seeking 
certification through the practice pathway 
will need to complete either
•	 �pathway A, which requires prior 

certification by the American Board of 
Hospice and Palliative Medicine with  
an expiration date of December 31, 2008, 
or later 

 •	�pathway B, which requires at least 
2 years and 800 hours of clinical 
involvement in subspecialty-level 
practice of hospice and palliative 
medicine during the 5 years prior  
to application including

	 •_�at least 100 hours of participation 
with a hospice or palliative care team

	 •_�active care of at least 50 terminally  
ill patients (25 for pediatrics).

Training Pathway
Physicians seeking certification through  
the training pathway will need to complete 
a 12-month hospice and palliative 
medicine fellowship training experience. 
The program must be consistent with 
guidelines established by the Accreditation 
Council for Graduate Medical Education.

For more information, visit the Web site of  
the primary board by which you are certified.

Pathway Certification Requirements
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“What we’re doing here grew organi-
cally from the needs of my partners who 
do palliative medicine and from the fact 
that recruiting board-certified physicians 
has been very difficult for us. I wanted 
to take the people who were doing a 
good job and mentor them. It’s expe-
riential cross training for people from 
other medical backgrounds,” in this case 
internal medicine, hospital medicine, and 
geriatrics, Dr. Porter-Williamson says. The 
two physicians are working toward quali-
fying for the boards in 2012 as they attend 
palliative care interdisciplinary team 
meetings and serve as hospice physicians 
for appropriate patients who have been 
discharged home.

“It’s been easier to operationalize the 
experience for internal people because 
they already have privileges at the medi-
cal center. A few doctors from outside the 
institution have come and shadowed us 
for a week but haven’t gotten into our 
program. I actually tried to get privileges 
and a faculty appointment for one of them 
and couldn’t,” she says.

“Our goal is to help people work 
toward board certification, but how do 
you get your head around the experience 
that is required to become a good HPM 
physician—beyond just passing the test?” 
At KUMC, that experience includes both 
clinical and didactic components along 
with scholarship by attending a regional 
or national HPM conference, giving lec-
tures to residents, and participating in 
a hospital quality improvement project. 
“The goal is to offer a well-rounded 
experience that creates practitioners who 
are good at the clinical and educational 
aspects of HPM.”

The fellowship program at KUMC col-
laborates with Kansas City Hospice & 
Palliative Care (KCHPC), which has found 
it easier to offer clinical opportunities to 
community physicians at its freestanding 
inpatient facility and in patients’ homes, 
along with didactic lectures and faculty 
supervision, without facing the academic 
barriers at KUMC, says medical director 
Ann Allegre, MD FACP FAAHPM. “But 
we have not found a good way to offer 
this experience as a hospital-based pal-
liative care consult service, because of 
hospital privileging issues.” At least one 
community physician, an anesthesiologist, 
appears poised to complete the program 

at KCHPC and sit for the board exam 
within the window of opportunity.

Tina Smusz, MD MA MSPH, a pal-
liative care physician at Carilion New 
River Valley Medical Center in rural 
Christiansburg, VA, has also received 
requests from local physicians wanting to 
get credit hours. “I said join in and attend 
our weekly interdisciplinary team meet-
ing. I didn’t get any takers.” For those 
physicians who don’t have first-hand 
experience with what a dedicated hospice 
or palliative care team does, it can be hard 
to understand the competence expected 
of a true HPM specialist, Dr. Smusz says, 
and that is why an opportunity to work 
with an experienced team and mentor 
is such an important part of the practice 
pathway opportunity.

At an affiliate—Carilion Roanoke 
Medical Center—Dr. Smusz’s colleague, 
Dr. Christopher Piles, did get takers— 
physicians who now attend team meet-
ings, see palliative care patients, and 
provide backup coverage for him. “That 
works well for hospitalists,” Smusz notes. 
“It’s certification that motivates physi-
cians to approach us. But once they see 
the real requirements, you can see if they 
are serious.”

At the University of Massachusetts 
(UMass) Medical School in Worcester, MA, 
an embryonic palliative care program has 
been growing through a learning com-
munity comprised of physicians, nurses, 
social workers, and other professionals 
within the healthcare system, according 
to Suzana Makowski, MD MMM FACP, 
the only designated palliative medicine 
specialist on staff. “It’s not yet a formal 
interdisciplinary team, but this is a way 
for us to start building that culture.”

This group has monthly face-to-face 
meetings, complemented by online dis-
cussions, social networking tools, and 
interdisciplinary discussions of real cases. 
The program incorporates mindfulness 
practice and aims to attract a broad range 
of physician specialties to this learning 
community. A team retreat was held and 
online curriculum was implemented in 
January 2010. UMass physicians interested 
in preparing for HPM boards can set aside 
time to make rounds with Dr. Makowski 
or use the work they are already doing in 
the medical center, supplemented with 
intensive study weeks at a palliative care 
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training site, such as Harvard Medical 
School, in Cambridge, MA, or San Diego 
Hospice and the Institute for Palliative 
Medicine, in San Diego, CA.

Stephen Leedy, MD FAAHPM, chief 
medical officer of Tidewell Hospice in  
Sarasota, FL, says his agency was 
approached by several physicians who 
were seeking HPM hours and is now 
investigating the costs and benefits of 
offering a mini-fellowship program. “Our 
starting point was getting online and 
reviewing the board certification require-
ments. You need 800 hours of clinical 
involvement in the subspecialty-level 
practice of HPM, 100 hours of participa-
tion on a hospice interdisciplinary team, 
and care for 50 terminally ill patients over 
2 years,” he explains.

If physicians consistently attend an 
hourly interdisciplinary meeting each 

week and complete 8 hours of clinical 
involvement, they could meet the stan-
dard in 1 full day per week, 50 weeks a 
year, for 2 years. But it isn’t just a matter of 
hours, Dr. Leedy says. “We want people 
to actually succeed and pass the exam.” 
Tidewell would also want to give these 
physicians a real hospice experience, 
immersing them in the culture by work-
ing alongside experienced hospice nurses 
and other members of the interdisciplin-
ary team, supplemented by a didactic 
curriculum via conference call or online. 
“We realized that time alone doesn’t get 
them to where they need to be.”

The Academy offers a number of 
resources to help physicians advance 
their skills in conjunction with a practice  
pathway experience, including the Clini-
cal Scholars Program (www.aahpm.org/
education/clinicaltraining.html) and the 

new Job Mart found on the AAHPM Web 
site. Dr. Leedy recommends to community 
physicians, “If you want to do something 
like this, make some noise with your local 
hospice or palliative care program. But be 
prepared to spend some time on it.”

Larry Beresford is a freelance medical writer with 
extensive experience writing about hospice and pal-
liative care issues. For more information, contact 
Karin Porter-Williamson, MD, medical director for 
palliative care, Kansas University Medical Center, 
kporter-williamson@kumc.edu; Ann Allegre, MD FACP 
FAAHPM, medical director of Kansas City Hospice and 
Palliative Care, aallegre@kchospice.org; Tina Smusz, 
MD MA MSPH, palliative care physician with the 
Carilion Health System, tlsmusz@carilionclinic.org; 
Suzana Makowski, MD MMM FACP, palliative care 
physician at the University of Massachusetts Medical 
Center, suzana.makowski@gmail.com; and Stephen A. 
Leedy, MD FAAHPM, chief medical officer of Tidewell 
Hospice, sleedy@tidewell.org.

Elder Law Attorneys: Sharing Values, Meeting Needs
Reginald H. Turnbull, Esq.

E lder law attorneys share the values 
of physicians and other professionals 
in the field of hospice and palliative 

medicine to provide high-quality services 
to a common clientele.

Common Values
As recently stated by Charles Sabatino, 
Director of the American Bar Association 
Commission on Aging,1 elder law attor-
neys are driven by the same values of 
autonomy, dignity, and quality of life that 
we believe drive hospice and palliative 
medicine physicians and professionals. 
We apply a holistic, interdisciplinary per-
spective to ally ourselves with physicians, 
social workers, registered nurses, finan-
cial planners, geriatric care managers, and 
others to meet clients’ needs.

Elder law attorneys use legal planning 
and crisis intervention to address clients’ 
nonlegal needs such as personal goals 
to die at home with family and friends 
nearby rather than in hospitals or nursing 
homes; wishes to die on their own, digni-
fied terms rather than how an institution 
may try to dictate; and preferences for 
quality of life that they define and expect 
their families and clinicians to honor.

Legal issues arise when hospice and pal-
liative medicine clinicians treat and care 

for clients who are particularly stressed 
by their chronic and acute diseases and 
frailty. These issues may include deter-
mining the patient’s decision-making 
capacity, delegating decision-making 
capacity for the patient, or intervening 
when incapacity is determined.

Putting Affairs in Order
Patients of hospice and palliative care 
services may become distressed if estate 
planning has not been done. Stress is only 
relieved upon the completion of plan-
ning, which will assure patients that their 
wishes will be followed upon death. Elder 
law attorneys attend not only to know 
how the patient will participate in hospice 
and palliative care decisions but also to 
know how they will get their affairs in 
order before they die. Elder lawyers apply 
their skills sensitively to draft wills, living 
trusts, and other instruments to simplify 
and effectively carry out patients’ wishes 
on how to distribute their assets after 
death.

Elder law attorneys also are proficient in 
how to negotiate the labyrinthine health-
care reimbursement systems of traditional 
Medicare, Medicare Advantage, Medigap 
insurance, Medicare prescription drug 
coverage, Veterans’ benefits, and various 

private health insurance providers. Elder 
law attorneys also work with income 
program rules offered by pensions, Vet-
eran’s benefits, Social Security retirement 
and disability, and Supplemental Security 
Income.

Experienced elder law attorneys are 
familiar with and refer patients to local 
community resources, chronic disease 
support groups, and aging networks. 
Finally, they have received training in 
family dynamics including how to cope 
with dysfunctions that often arise during 
the stress of coping with or living through 
terminal illnesses or chronic, debilitating 
disease.

Advance Care Planning
Intentional efforts abetted by elder law 
attorneys customizing advance direc-
tives enable many patients to choose their 
desired living environments (eg, to “age in 
place,” to “die at home,” or to move into a 
family member’s quarters). Fiduciaries—
trustees, guardians, financial surrogates, 
and healthcare agents—must have writ-
ten direction to implement and fund the 
planning done by elder law attorneys for 
patients of hospice and palliative medi-
cine services.
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