Section 2. Importance

2.1 Attach Logic Model*
Attach a logic model that illustrates the relationship between health care structures and processes and the desired outcomes. In addition, in the attachment, briefly describe steps between these structures and processes and the desired health outcomes by outlining the resources (i.e., structures or inputs) required and the key activities (i.e., processes or actions) that the accountable entity can plausibly implement. The expected outputs, along with short-term, intermediate, and long-term outcomes, should be clearly articulated. Outcomes should include the measure focus. The relationships depicted in the diagram should be straightforward, ensuring they are easily understood by a general, non-technical audience. Additionally, highlight any assumptions that underpin your model, describe feedback mechanisms, and acknowledge external factors that could influence the success of the measure, ensuring a comprehensive understanding of the measure’s logic and its intended effects. For instrument submissions, the logic model should include each of the associated IDMs. See the Logic Model Guidance for additional information.
One file only; 256 MB limit; allowed file types: .pdf; .doc; .docx.
[Please use a standard file naming convention; for example, XXXX-2.1-LogicModel-[cycle].docx (where XXXX is the CBE ID).]

	Inputs (resources)
	Activities (what the program does)
	Outputs (direct results of the activities)
	Outcomes
	Impact (broad, systemic changes influenced by the quality program)

	· Interdisciplinary Palliative Team: Access to doctors, nurses, social workers, and chaplains specializing in advanced illness.
· Health Information Technology (HIT): Electronic Health Record (EHR) systems with prognostic screening tools (e.g., mortality risk calculators).
· Hospice Liaison Agreements: Formalized partnerships with local hospice agencies to streamline the transition from hospital to home/hospice care.
· Educational Tools: Guides and videos regarding the benefits of hospice care versus aggressive treatment.
	· Proactive Screening: Identifying patients with advanced cancer early in their trajectory using clinical triggers.
· Standardized "Goals of Care" Discussions: Ensuring clinicians have structured conversations about what matters most to the patient (comfort vs. longevity).
· Timely Referral: Initiating hospice referrals weeks before death is anticipated, rather than during a crisis.
· Provider Training: Coaching clinicians on how to discuss prognosis without "destroying hope."

	· Documentation Rates: High percentage of advanced cancer patients with an uploaded Advance Directive or GOC note.
· Consultation Volume: Number of palliative care consultations performed annually.
· Referral Speed: Reduction in the time between a "terminal" prognosis and a hospice referral.
· Staff Competency: Number of clinicians certified in specialized end-of-life communication.


	· Patients and families report a clearer understanding of the disease trajectory and feel more "prepared" for the end of life. Increased patient and family literacy regarding hospice benefits; decreased "crisis" calls to the oncologist's office for pain.
· Reduction in ED visits, hospitalizations, and ICU visits (less comfort-focused). Fewer patients are subjected to invasive monitoring or mechanical ventilation when death is imminent.
· Increase in the percentage of patients enrolled in hospice for at least 3 days before death.
· Improved symptom control, comfort, quality of life, patient and caregiver satisfaction. A more positive experience of death.
	· Improved "Quality of Death" scores from bereaved families.
· Reduced overall healthcare expenditures by avoiding futile high-intensity care.
· Increased rates of death at home or in hospice (per patient preference).



	Feedback Mechanisms

	Entities reporting on this measure within ASCO Certified will receive performance results on a regular basis. If scores deviate greatly from benchmarks, a plan to improve performance must be submitted by the practice. 

	Assumptions (underlying beliefs about the quality program and context)

	· Hospice Availability: We assume that hospice providers in the community have the capacity and staffing to accept patients within 24–48 hours of referral.
· Hospice Referral: We assume that if a hospice referral is made, it happens. There are currently issues with hospice access and staffing. Also, the criteria for home hospice have become extremely strict due to fraud. Per ASCO’s 2023-2024 EOL Measures TEP, clinicians have had patients trying to get into hospice and there are several-week delays. 
· Patient Preference: We assume that if patients are fully informed about their prognosis and the limits of late-stage treatment, a significant majority will choose comfort-oriented care.
· Clinical Accuracy: We assume that oncologists can reasonably identify the terminal phase of the disease to trigger the referral.

	External Factors (conditions outside the quality program’s control)

	· Cultural & Linguistic Barriers: Stigma surrounding the word "hospice" in certain cultures may lead to resistance, regardless of the quality of the clinician's communication.
· Payer Regulations: Insurance or complex pre-authorization requirements for hospice can create administrative delays that eat into the three-day window.
· Sudden Clinical Decline.





