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Palliative Care Services 

Definition of Palliative Care 

Palliative Care is comprehensive, specialized care provided by an interdisciplinary team to patients and families living with life-threatening, severe advanced illness or decline where care is particularly focused on patient and family directed goals of alleviating suffering and promoting quality of life.  Major concerns are pain and symptom management, information sharing, advance care planning, psychosocial and spiritual support, and coordination of care.  (Adapted from the American Academy of Hospice and Palliative Medicine) 
Mission

To provide excellent, compassionate care to patients with advanced disease, support their families, to help relieve suffering and promote dignity throughout the course of illness.
Vision

Our palliative care leadership team will be successful when… 

From the Patient’s Perspective

I or my legal surrogate will be empowered to define and direct my care goals.  I will receive excellent, compassionate care wherever I am. 

From the Patient’s Family Perspective

Palliative care will provide an interdisciplinary approach to excellent symptom management, opportunities for meaningful discussion and emotional/bereavement support throughout the continuum of care.  Palliative care facilitates decision making through consistent communication and education, and support across the continuum of care.

From the Physician and other Healthcare Professional’s Perspective

Our care giving teams integrate palliative care across the care continuum.  Palliative Care is viewed as a valuable service for patients, families, healthcare professionals and physicians. 

Philosophy of Care  

Palliative Care Services strives to enhance the quality of life of the patients and families through optimal pain and symptom management and in creating a healing environment to address psychosocial and spiritual distress.  We believe that in supporting the goals and preferences of patients and families that we uphold the dignity and integrity of each unique and precious person.  

In order to provide individualized care, it is essential to establish and foster collaborative relationships with healthcare providers that they too may realize their potential in alleviating suffering through informed and compassionate care.  

To ensure excellence in the delivery of care, we are also responsible for ensuring that staff is equipped with the knowledge and skills necessary to achieve the best possible practice of care and to strive always to improve that care.
Scope of Service   

Palliative Care Services are available to the following populations of patients:

1. Children and adults with life-limiting illness or conditions leading to dependence on life-sustaining treatments and/or long-term care by others for support of the activities of daily living. 

2. Persons of any age with acute, serious and life-threatening illnesses (such as severe trauma, leukemia or acute stroke), where cure or reversibility is a realistic goal, but the conditions themselves and their treatments pose significant burdens. 

3. Persons living with progressive chronic conditions (such as peripheral vascular disease, malignancies, chronic renal or liver failure, stroke with significant functional impairment, advanced heart or lung disease, frailty, neurodegenerative disorders and dementia). 

4. Seriously and terminally ill patients (such as persons living with end-stage dementia, terminal cancer or severe disabling stroke), who are unlikely to recover or stabilize, and for whom intensive palliative care is the predominant focus and goal of care for the time remaining.
Standards of Practice

Structure and Culture

SC 1. Structure:  Palliative Care Services (PCS) has clearly defined leadership roles.

SC 1.1. PCS is identified within the organizational structure as a core service available to patients and families

 within the PHC continuum of care.

SC 1.2. PCS budget is an integral part of the PHC ministries’ budgets and is appropriate to meet the scope of the palliative care services provided.

SC 1.3. A plan is developed and implemented to integrate PCS into other services and providers.

SC 1.4. Opportunities for sharing of best practices with other Palliative Care service providers are available.

SC 1.5. PCS acts within the established scope of services and consistent with applicable law, regulation, policies and procedures.

SC 2. Continuum of Care:  Palliative Care Services are linked across the continuum of care in the PHC ministries.

SC 2.1.  The continuum of care includes:  (list PHC ministries)
SC 2.2.  PCS extend to hospices, home health agencies, community attending physicians, social network and support groups, physician specialists, long term care facilities, etc. 

SC 2.3. For those ministries without direct access to the Palliative Care Team, services may be provided through remote consultation.

SC 2.4. PCS are marketed in the community to ensure that the full community continuum is aware of the program, knows how to access the services and knows how to coordinate the provision of care for the patient across the continuum members.

SC 3. Staffing:  PCS are provided by a dedicated palliative care team in collaboration with the primary physician and an interdisciplinary team (IDT) of other health care professionals.
SC 3.1. The core team includes MD, ARNP/RN, Chaplain, MSW, Music Thanatologist, patient and  family/legal surrogate.
SC 3.2. Palliative Care staff has education, experience and training consistent with the program’s mission and goals.
SC 3.3. PCS team members receive orientation to the services designed to provide information and training necessary to fulfill program responsibilities.
SC 3.4. Competence and ability to fulfill responsibilities of job description are evaluated on a regular basis consistent with the institution’s performance appraisal policies.

SC 3.5. Ongoing education and training is provided to staff to maintain and improve practitioners’ competence. 
SC 3.6. Policies are established to provide emotional and psychological support to staff necessary to maintain health and well-being.
SC 4. Interdisciplinary Team:  PCS team collaborates with an interdisciplinary team of health care professionals to develop and implement the care plan.
SC 4.1. The IDT may include the following disciplines:  Social Work, Pharmacy, Food and Nutrition, Ethics, Music Thanatologist, Interpreter/Translator, Physicians, Child Life Specialists, complementary therapies among others as needed to implement the plan of care.
SC 4.2. The Palliative Care Team works in a collegial manner with all members of the IDT and ensures effective communication within the program.

SC 4.3. The interdisciplinary team communicates regularly (at least weekly, more often as required by the clinical situation) to plan, review and evaluate the care plan, with input from both patient and family.

SC 4.4. PCS staff provides training and mentoring to IDT staff as necessary to provide effective care consistent with patient and family goals.

SC 5. Complaints:  Patients and families are informed about the processes available for addressing a complaint within the institution.  (See Administrative Policy, Complaint Management, Patient or Patient related. )

Provision of Palliative Care

PC 1. Access:  All patients and families with comparable needs across the PHC continuum of care have access to same standard of palliative care, treatment and services.

PC 1. An internal and external education plan is developed and maintained to provide information on accessing PCS including indicators for making referrals and how to make a referral.

PC 1. Patients, families and staff are informed on how to access PCS during regular service hours, after hours and in case of emergencies.

PC 1. Patients and families are informed about their rights and responsibilities with respect to care, treatment and services, including the right to decline PCS. (See Administrative Policy, Patient Rights and Responsibilities.)

PC 1. Patients and families are informed of their responsibility to provide important information to care, treatment and services.

PC 2. Assessment/Reassessment of Needs:  A comprehensive assessment of the needs of the patient and family members is completed and needs are regularly reassessed including pain and symptom control, psychosocial distress, spiritual issues and practical needs throughout the continuum of care.
PC 2. Initial assessments are performed and documented in the medical record within 24 hours of referral during weekdays or the next business day if referred after hours and on weekends.
PC 2. The assessment includes cultural, spiritual, or religious beliefs and practices important to the patient and family that influence care, treatment, or services.

PC 2. PCS team assesses and documents the patient’s symptoms including pain, dyspnea, nausea, vomiting, diarrhea and other symptoms, using standardized scales when appropriate.

PC 2. Patient and family understanding of the disease and prognosis, expectations and goals with respect to type and setting of care are assessed and documented.

PC 2. Psychological and emotional needs are assessed and documented in the patient’s record using standardized scales when appropriate. 

PC 2. Assessment of children is conducted with consideration of age and stage of development.
PC 2. Assessment of patient and family needs includes need for grief and bereavement support.

PC 2. Patient and family needs are reassessed and documented whenever there is a change in the patient’s condition, a change in the patient’s and family’s preferences and goals for care, and/or a change in the care setting. 

PC 2. Assessment includes inquiring about the wishes of the patient and family with respect to type of care and the site of care and eventual death, fulfilling those preferences when possible.

PC 2. The program recognizes and documents the patient’s transition to the active dying phase.
PC 3. Care Planning:  Care plans are patient and family-centered, designed to meet the lifestyles, needs and values of the patients and families.  
PC 3.1. Assessments and recommendations are discussed with the patient and family and a care plan is developed in collaboration with other IDT members as needed.

PC 3.2. Care plans reflect evidence based best practices.

PC 3.3. Care plans are individualized based on the patient and family needs, strengths, limitations, goals, and values.

PC 3.4. Care plans include education and training for patient and family or caregiver.

PC 3.5. Care plans address pain and other symptom management.

PC 3.6. Discharge planning is addressed in the care plan as appropriate.

PC 3.7. Care plan are revised to reflect the evolving needs, preferences and goals of the patient and family over the course of the illness. 

PC 3.8. Changes to the plan of care are documented and communicated to the patient, family and all health care providers involved with the patient’s care.

PC 4. Delivery of Care:  - Care, treatment and services are provided in a safe and effective manner in accordance with the established care plan.

PC 4.1. Pain and physical symptoms are regularly assessed and managed effectively according to patient’s desired level of tolerance.

PC 4.2. Patients are monitored for any adverse reactions to medication.

PC 4.3. Palliative care staff complies with national standards and administrative regulations pertaining to the safety of the patient. 

PC 4.4. Appropriate services are provided to address the patient’s and family’s emotional well-being including grief support.

PC 4.5. Spiritual care is available to patients and family in a manner which respects the traditions, beliefs, values and practices of patient and family.

PC 4.6. Education and training is provided to the patient and family as indicated to maintain care when the patient is discharged from services.

PC 4.7. Regular and timely communication is provided directly to the patient and family through patient and family care conferences and clinical rounds.

PC 5. Decision-making:   the Palliative Care Team will involve the patient and family in making decisions regarding treatment and services and will honor those decisions within relevant regulatory and legal constraints.

PC 5.1. Patients and families are informed about staff responsible for their care.

PC 5.2. Palliative Care staff will inquire about how patients and families want to receive information as well as they type and depth of information they wish to receive.

PC 5.3. Patients and families are informed about their rights and responsibilities to receive care, treatments and services and to refuse them.

PC 5.4. Palliative Care staff provides culturally appropriate and understandable information to patients and families with respect to the disease processes, prognosis and the benefits and burdens of available interventions and services in order to allow them to make informed decisions about their care.

PC 5.5. Documentation of the patient’s Advance Directives is included in the chart, including POLST (Physicians Orders for Life-Sustaining Treatments) forms, Health Care Directive to Physicians and Durable Health Care Powers of Attorney as applicable.

PC 6. Coordination and Continuity of Care:  The Palliative Care Team ensures that the plan of care is documented in the patient’s record and is communicated to all health care providers involved in the patient’s care across the continuum.

PC 6.1. A plan is established to provide care for urgent and emergent situations.

PC 6.2. Physician roles and responsibilities are clearly established by the Primary Physician and the Palliative Care Physician when a referral for PCS is made and whenever other physicians are involved in the patients’ care.

PC 6.3. Patients and families have access to diagnostic measures and specialty services as appropriate.

PC 6.4. Regular IDT conferences are conducted to evaluate the effectiveness of the care plan and revise as necessary.

PC 6.5. PCS team regularly communicates with the primary physician regarding the plan of care including effectiveness, outcomes and changes.

PC 6.6. Palliative Care staff establishes a plan for continuity of care if the patient is discharged from PCS including continuing care needs and resources.

PC 6.7. The plan of care is clearly communicated to all health care providers when the patient is transferred to another setting including patient and family goals of care and preferences with respect to Advance Directives.

PC 6.8. Patients and families are routinely informed about and offered referral to hospice and other community-based health care resources as appropriate.

PC 7. Environment of Care:  The care setting reflects the needs and desires of the patient and family members.
PC 7.1. When feasible, care is provided in the setting preferred by the patient and family.

PC 7.2. PCS staff takes efforts to provide a safe physical environment that is safe and comfortable for the patient and family.

PC 7.3. Visiting policies provide for open access for visiting the patient in accordance with the patient’s desires.

PC 7.4. Referrals for the Music Thanatologist and other services and therapies are made as appropriate.

PC 8. Care of the actively dying patient: Recognizing that the approach of death is a sacred time, care is provided to the patient and family members with respect and compassion.
PC 8.1. The expectation of imminent death is communicated to the patient and family.

PC 8.2. Advance Directives and POLST are respected.

PC 8.3. Education is provided to the family on the signs and symptoms of imminent death.

PC 8.4. Care of the body is provided honoring the dignity of the person in accordance with applicable law and hospital regulation. (See Patient Care Policy 103-1, Death, Care of the Body.)
PC 9. Bereavement support:  Grief support is provided to the patient and family along the journey to death as well as for the family after the death.

PC 9.1. Palliative Care staff provides grief support to the patient and family in age appropriate manner.

PC 9.2. Bereavement support groups may be offered to family members.

PC 9.3. Referrals to a Child Life Specialist may be made when there are children in the family.

PC 9.4. Family members are informed of community resources available for bereavement support after a death.

PC 10. Staff support:  Recognizing the emotional impact on staff caring for patients with life-limiting illnesses, emotional and spiritual support is available to the PCS team and the IDT, including bereavement support.

PC 10.1. Support of staff and volunteers, includes regular meetings for review and discussion of the impact and processes of providing palliative care.
Information Management

IM 1 Information Management:  The Palliative Care Services maintains complete and accurate medical records.

IM 1.1 The patient’s health care information is protected in accordance with law and the administrative policies of the institution.  (See Administrative Policy:  Confidentiality and Security of information.)
IM 1.2 All information pertaining to Palliative Care services, treatments and outcomes is recorded in a timely manner in the patient’s electronic and paper charts in accordance with the policies of the institution.

IM 1.3 Patients/legal surrogates are permitted access to the health care record in accordance with law and applicable regulation.

IM 1.4 PCS will utilize the institutional policies addressing inability to retrieve patient healthcare information to ensure continuity of care in the event that health care information contained in the patient’s electronic record becomes inaccessible.

Performance Improvement

PI  1. Quality:  Committed to the pursuit of excellence in providing safe and effective care, the PCS establishes a performance improvement plan consistent with the overall strategic initiatives of the institution.

PI 1.1. PCS establishes a performance plan which is reviewed annually.

PI 1.2. PCS collects, maintains and analyzes relevant data related to processes and outcomes necessary to evaluate program effectiveness.

PI 1.3. PCS utilizes patient, family and physician satisfaction data in the performance improvement plan.

PI 1.4. Quality improvement activities for clinical services are collaborative, interdisciplinary, and focused on meeting the identified needs of patients and their families.

PI 1.5. The program selects valid, reliable performance measures based on evidence-based national guidelines or expert consensus.

PI 1.6. The clinical practices of palliative care programs reflect the integration and dissemination of research and evidence of quality improvement.
Safety:  PCS utilizes the established institutional process for identifying, reporting, analyzing and preventing sentinel events.  (See Administrative Policy:  Sentinel Events and PHC Organizational and Patient Safety Plan.)

� National Consensus Project for Quality Palliative Care (2009). Clinical Practice Guidelines for Quality Palliative Care, Second Edition. http://www.nationalconsensusproject.org





� Provisions under these standards apply to the patients’ legal surrogate as well where reference is made to “family.”   The term, “family” applies to those persons the patient considers to be family.  








