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Standards of Practice TC "Standards of Practice" \f C \l "1" 
Palliative Care Services 

Definition of Palliative TC "Definition of Palliative" \f C \l "2"  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 TC "Mission" \f C \l "2" 
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 TC "Vision" \f C \l "2" 
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 TC "Philosophy of Care" \f C \l "2"   

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 TC "Scope of Service" \f C \l "2"    

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 TC "Structure and Culture" \f C \l "2" 
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 TC "Provision of Palliative Care" \f C \l "2" 
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 TC "Information Management" \f C \l "2" 
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 TC "Performance Improvement" \f C \l "2" 
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.
PI  2. 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.)
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Palliative Care Services Policy TC "Palliative Care Services Policy" \f C \l "1" 
	Revised
	Reviewed

	
	


Palliative Care Services Scope of Care TC " Scope of Care" \f C \l "2" 
Subject:

Defining the Scope of Care

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:

To define the practice of palliative care and ensure appropriate referrals into the Palliative Care Service.

Implementation:

Definition: Palliative Care is comprehensive, specialized care provided by a trained interdisciplinary team to patients and families living with life-threatening, severe advanced illness or decline where care is particularly focused on preventing and alleviating physical, psychological, spiritual and social suffering, enhancing quality of life and facilitating decision-making about health care.  Palliative Care Services encompass persons of all ages and with a broad range of conditions.

The Palliative Care Services reflect evidence-based best practice that is patient and family-centered and has a holistic focus including the body, mind and spirit.

· Develops immediate and long term goals of care in collaboration with the patient and family

· Promotes advance care planning and honors the wishes of patients related to end of life decisions including the right to refuse care, treatment and services in accordance with law and regulation

· Coordinates effective pain and symptom management

· Optimizes functional status when appropriate 

· Advocates for the highest quality of life for patient and family 

· Educates patients and family to promote understanding of the underlying disease process

· Supports patient and family goals of care 

· Establishes an environment that is comforting and healing 

· Arranges for consultation with other disciplines as appropriate (nutrition, pharmacy, ethics, interpreters, complementary therapies)

· Assists with plans for discharge to the appropriate level of care in a timely manner 

· Assists actively dying patients and their families in preparing for and managing self-determined life closure 

Dedicated Palliative Care Team consists of qualified professionals including MD, RN and/or NP, MSW and Chaplain working collaboratively with shared responsibility for:  

· Providing on-going professional education on principles and practices of palliative care

· Mentoring and providing clinical support to staff for the purpose of enhancing their knowledge and skills in palliative care

· Promoting timely access to palliative care services by providing education to health care professions about criteria and referral procedures

· Collaborating with primary care professionals in developing a plan of care 

· Providing age-appropriate physical, psychological, social and spiritual support to patient and family 

· Facilitating care planning with family to meet multidimensional care needs caused by the illness

· Ensuring patient understanding of diagnosis and prognosis to promote informed choices 

· Assisting patients in establishing goals of care and establishing priorities 

· Encouraging advanced care planning 

· Holding regular interdisciplinary team meetings

· Participating in ongoing professional education

Rationale:
Palliative Care Services provide effective pain and symptom management, enhance the quality of life for patients and family, enhance the hospital experience and reduce costs of acute care.
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Palliative Care Services Policy
	Revised
	Reviewed

	
	


Palliative Care Services Referral TC "Referral" \f C \l "2" 
Subject:

Initiating Palliative Care Services 

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure equitable access to palliative care services across all ages and patient population, all diagnostic categories and all health care settings and to assist physicians, staff, patients and families in making appropriate and timely palliative care referrals. 

Implementation:

When a patient with a life-threatening or debilitating condition experiences pain, suffering and diminished quality of life, a referral to Palliative Care Services should be made.  

A communication and education plan is established and maintained to ensure that Health Care Providers and members of the community are aware of the availability of Palliative Care Services and know how to access the services.

Remote consultation is made available to Health Care settings without direct access to specialty Palliative Care Services.

Rationale: 
Palliative Care is a fundamental dimension of health care that should be available to all patients needing the services.  Physicians should be informed as to the indications for Palliative Care Services and how to make a referral.

PROVIDENCE HEALTH CARE

Palliative Care Services Procedure

	Revised
	Reviewed

	
	


Palliative Care Services Referral Procedure
Subject:

Initiating Palliative Care Services 

Effective Date:

April 1, 2009

New Policy:

Yes

Implementation of PHC Palliative Care Services Referral Policy:

Making a referral: 

1. A referral to the palliative care service can come from many sources: physicians, nurses, family members, patients, social workers and clergy are some of the more common sources. 

2. If the referral comes from hospital staff, patient or a family member, a member of the palliative care team meets with the patient/family to assess immediate needs.  If further intervention is needed, the team member notifies the primary care physician for a referral or requests permission to provide further care. 

3. If the primary physician requests a Palliative Care Physician consult, the team member will write that order for Palliative Care Physician referral in the doctor’s orders in the patient’s chart. 

4. The Palliative Care Physician should contact the primary physician to clarify the roles to ensure continuity of care and that billing is accurate.

5. A referral for the Palliative Care Nurse does not require a doctor’s order.  The Palliative Care Nurse is contacted through Order Entry in Meditech or through a telephone referral.  

Responding to a consult request: 

1. The palliative care team responds to all requests for referrals/consultations even if the initial request seems inappropriate for continued follow-up (e.g., address uncontrolled post –operative pain). These consultations are opportunities to build relationships with referring physicians and educate staff on the scope and benefits of palliative care. 

2. If the palliative care team member determines that a palliative care referral is not appropriate for continued follow-up, the palliative care team helps resolve the current situation and facilitates patient access to the appropriate resource(s). 

Role of the palliative care team after initial consultation: 

Based on the specific needs of the patient, there is discussion between the palliative care team member and the primary physician to determine the role of the palliative care team. The role of the palliative care team can be: 

1. One of providing advice to patient/family or staff (e.g., no orders are written by the palliative care physician/nurse practitioner) 

2. Consulting with orders (e.g., provide pain management and symptom control) 

3. Taking total responsibility for the patient (e.g., where the palliative care physician becomes the primary attending) 

Once a decision is made about the role of the palliative care team, the patient and family members (as appropriate) are involved in subsequent assessment, planning and treatment of the patient.

PROVIDENCE HEALTH CARE

Palliative Care Services Policy

	Revised
	Reviewed

	
	


Patient Care Planning TC "Patient Care Planning" \f C \l "2" 
Subject:

Patient Care Plans 

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure development of an individualized plan of care that is appropriate to the patient’s needs, strengths and limits, and consistent with the patient and family goals, values and preferences. 
Implementation:

All patients will have an individualized care plan that is developed and documented by an interdisciplinary team which is based on the assessed needs of the patient

1. The care plan is based upon an ongoing assessment, determined by goals set with patient and family, and with consideration of the changing benefit/burden assessment at critical decision points during the course of illness.

2. The care plan will also address the assessed religious, cultural and spiritual needs.

3. The care plan is developed through the input of patient and with input from family, caregivers, and involved health care providers as appropriate.  The palliative care team may seek out additional input, when indicated, from other specialists and caregivers, such as school professionals, clergy, friends, etc.

4. The interdisciplinary team meets regularly to plan, review and evaluate the care plan.

5. Care plan changes are based on the evolving needs and preferences of the patient and family over time, and recognize the complex, competing and shifting priorities in goals of care.

6. The interdisciplinary team coordinates and shares the information, provides support for decision-making, develops and carries out the care plan, and communicates the palliative care plan to patient and family, to all involved health care professionals, and to the responsible providers when patients transfer to different care settings. 

7. The care plan is documented in the patient’s chart.

8. The interdisciplinary team provides care that is consistent with the care plan.

Rationale:
Individualized patient care plans established from an interdisciplinary approach guide patient and family-centered care that is consistent with patient goals.

PROVIDENCE HEALTH CARE

Palliative Care Services Procedure

	Revised
	Reviewed

	
	


Patient Care Planning
Subject:

Patient Care Plans 

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure development of an individualized plan of care that is appropriate to the patient’s needs, strengths and limits, and consistent with the patient and family goals, values and preferences. 

1. The Palliative Care Nurse assesses the current plan of care in Meditech.

2. The care plan is revised as needed and changes in the plan of care communicated to unit staff and the physician as appropriate.

3. The assessment is updated with each visit documenting any new goals and documenting all communications with the patient, family, staff and physicians.

4. The Palliative Care Team will hold weekly Interdisciplinary Team meetings to discuss all patients on Palliative Care Services.

5. Palliative Care Physicians dictate goals of care for inclusion in the patient’s paper chart.

PROVIDENCE HEALTH CARE

Palliative Care Services Policy

	Revised
	Reviewed

	
	


Patient and Family Conferences TC "Patient and Family Conferences" \f C \l "2" 
Subject:

Guidelines for Patient and Family Conferences 

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure patients and their family members and care givers, when appropriate, are involved in decisions about care, treatment and services provided and to provide guidance on conducting patient and family conferences.
Implementation:

Care conferences are regularly held to discuss goals of care, evaluate the effectiveness of the care plan and to revise the plan as need.   At times, care conferences will be held among the health care professionals involved in care without the patient or family present.  At other times family conferences will be scheduled with the patient and/or family to discuss the plan of care.  
Rationale:   
Using guidelines consistently in patient and family care conferences ensures that the plan of care is effective and that patient and family have sufficient information to make decisions regarding services.

PROVIDENCE HEALTH CARE

Palliative Care Services Procedure

	Revised
	Reviewed

	
	


Care Conference Planning

Subject:

Guidelines for Patient and Family Conferences 

Effective Date:

April 1, 2009

New Procedure:

Yes

Purpose:
To ensure patients and their family members and care givers, when appropriate, are involved in decisions about care, treatment and services provided and to provide guidance on conducting patient and family conferences.
1. Care conference:  A care conference among health care professionals involved with patient’s care may be indicated when there is:

a. No clear physician leader

b. Need for coordination among multiple specialties

c. Health care team disagreement

d. No primary (or consistent) assignment of nurse to patient

e. Nurses request to not participate in the care of the patient

f. Patient and/or family is perceived as challenging to care for

g. Acute or chronic mental health condition complicating the plan and delivery of care

h. Need for Advanced Care Planning

2. Patient/Family Conference:  A care conference with the patient/family may be indicated in the following circumstances:

a. On admission to Palliative Care Services

b. Patient/Family requests a conference

c. Change in patient status/changing goals of care

d. Unusually long length of stay

e. Insistence of family on what is considered by health care team to be futile care or care that is of minimal benefit

f. Health care team is receiving different messages from family members

g. Boundary conflicts

h. Family conflict or mistrust of caregivers

i. Uninvolved family / adult with no next of kin

j. Alternative sites of care are indicated

k. Health care providers need information about patient/family religious, cultural and spiritual beliefs.

3. Requesting a care conference: 

a. Any member of the palliative care team may suggest a care conference. 

b. This typically occurs during rounds or interdisciplinary discussions. All members of the palliative care team are responsible for identifying the need for a conference. 

c. The palliative care team leader designates a member of the team to be responsible for organizing the conference and inviting team members. 

4. Attendance: 

a. The patient, family, others the patient wishes to invite 

b. Attending and consulting physicians, nurse, care coordinator, and other team members involved in the care or whose expertise is needed to include 

c. Social worker, chaplain, rehabilitation therapists, pharmacists, home care staff, clinical nurse specialists 

5. Preparation for the meeting: Some members of the team may need to meet prior to the conference to: 

a. Discuss need and purpose 

b. Make sure the right people are at the table 

c. Identify lead physician to present medical information from all services 

d. Identify facilitator (usually not a physician) 

e. Identify goals 

f. Resolve or identify team conflicts around plan of care. All parties need to be at the team conference, if involved in conflict 

g. Come to consensus on plan of care 

6. Facilitator’s role:  Facilitator’s roles can vary depending on group facilitation skills of attendees and relationship with the patient and family. Facilitators may include any of the disciplines. Tasks include: 

a. Facilitate introductions 

i. Explain purpose and goals of conference 

ii. Review ground rules 

b. Ask patient and family to identify their questions, concerns and goals 

c. Invite review of medical status 

d. Facilitate discussion among those present 

e. Clarify understanding, especially of medical terminology 

f. Summarize discussion, identify follow-up and document on Patient Conference Record 

7. Conference Format: 

a. Set atmosphere for collaborative respectful discussion 

b. Discuss purpose of and need for patient/family conference 

c. Identify goals and desired outcomes of family conference 

d. Identify family needs and wishes 

e. Provide setting for discussion of diagnosis, implication of illness and treatment options 

f. Identify current and anticipated issues and stressors 

g. Identify resources among patient, family, staff and community that can support patient and family coping

i. Explore and identify hopes and goals beyond elimination of current issues. This frequently cannot be addressed until feelings about presenting concerns and problems have been expressed.

ii. Document follow-up on Patient/Family Care Conference Record, and need for additional meeting(s).

8. The patient/surrogate and family members are informed about the hospital complaint procedure.  If a complaint arises, the Palliative Care team strives to resolve the complaint in accordance with hospital procedures. (See Administrative Policy, Complaint Management, Patient or Patient related and Patient’s Rights and Responsibilities)
9. The team instructs the patient/family on any self-care procedures. 

10. The team works with the nursing staff to assure the implementation and monitoring of the treatment plan. 

11. The nursing staff works with the team to assess the patient’s response to the treatment. This includes: 

a. Response to medications 

b. Pain relief measured on a consistently utilized pain scale 

c. Side effects 

d. Adverse events/ reactions 

e. Level of sedation 

f. Satisfaction with intervention 

12. The team, in conjunction with the nursing staff, monitors the patient’s response to therapy and modifies the plan based on ongoing assessment. 

13. When pain is assessed as intractable and all usual methods have failed, the team refers the patient to other pain management resources such as a pain team, anesthesia service and psychiatry. 

14. The team assures that all assessments, recommendations, interventions and response to therapy are documented in the medical record, and that changes in the plan of care are communicated to the team and the nursing staff in writing and verbally at the time they occur. 

15. Prior to discharge the patient is assessed for continuing care requirements for pain and symptom management. 

16. The patient/family are educated about home care and referred to other providers as needed. 
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Pain and Symptom Management TC "Pain and Symptom Management" \f C \l "2" 
Subject:

Assessment and management of pain and other symptoms 

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure effective pain and symptom management for all palliative care patients, including psychological and spiritual distress.
Implementation:

All patients have a right to pain and symptom management regardless of admitting diagnosis and reason for referral to the palliative care team. Pain and other distressing symptoms will be managed in a timely, safe and effective manner with a goal toward a level acceptable to the patient/family.  Levels of pain and distress are measured and documented regularly and the care plan revised as necessary based on regular assessment. 

Reference also Patient Practice Guidelines:   PPG129 (Adult) and PPG195 (Pediatric)

Rationale:   The treatment of pain and other distressing symptoms protects and respects the patient’s rights, and improves quality of life and a sense of well-being.
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Pain and Symptom Management

Subject:

Assessment and management of pain and other symptoms 

Effective Date:

April 1, 2009

New Procedure:

Yes

Purpose:
To ensure effective pain and symptom management for all palliative care patients, including psychological and spiritual distress.
1. The attending physician/palliative care team completes a review of systems and document a comprehensive pain and symptom assessment. The assessment considers: 

a. Diagnosis 

b. Presenting problems 

c. Current treatments and medication profile 

d. Current pain management regimen 

e. Patient concerns 

f. Patient/family preferences 

g. Spiritual, cultural beliefs and values that influence treatments 

2. The patient is asked to characterize pain using a hospital approved pain assessment scale upon time of initial assessment and at regularly prescribed intervals following the assessment and after initiation of therapy. 

3. The pain and symptom assessment includes a documented baseline from which to plan and monitor response to therapy. 

4. The team proposes a comprehensive pain and symptom treatment plan including diagnostic testing as necessary.

5. The team confers with the patient and family to educate them about pain and symptom management and to discuss the plan of care with them. 

6. The team instructs the patient/family on any self-care procedures.

7. The team works with the nursing staff to assure the implementation and monitoring of the treatment plan. 

8. The nursing staff works with the team to assess the patient’s response to the treatment. This includes: 

a. Response to medications 

b. Pain relief measured on a consistently utilized pain scale 

c. Side effects 

d. Adverse events/ reactions 

e. Level of sedation 

f. Satisfaction with intervention 

9. The team, in conjunction with the nursing staff, monitors the patient’s response to therapy and modifies the plan based on ongoing assessment. 

10. When pain is assessed as intractable and all usual methods have failed, the team refers the patient to other pain management resources such as a pain team, anesthesia service and psychiatry. 

11. The team assures that all assessments, recommendations, interventions and response to therapy are documented in the medical record, and that changes in the plan of care are communicated to the team and the nursing staff in writing and verbally at the time they occur. 

12. Prior to discharge the patient is assessed for continuing care requirements for pain and symptom management. 

13. The patient/family are educated about home care and referred to other providers as needed. 
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Spiritual Care TC "Spiritual Care" \f C \l "2" 
Subject:

Access to Spiritual Support

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:

To ensure that professional spiritual care is available to all patients and families receiving Palliative Care Services.

Implementation:

Recognizing that spirituality affects and is affected by the experience of illness and the need to find hope and meaning, an assessment of the spiritual needs of the patient and family is completed by a chaplain and spiritual care is made available to patients, family and staff members who desire this support.

Spiritual care is provided by professionals with skill in assessing and responding to the spiritual and existential needs encountered by both pediatric and adult patients with life-threatening and life-limiting illnesses and conditions.

Spiritual/existential care needs, goals and concerns are addressed and documented, and support is offered for issues of life completion in a manner consistent with the individual’s and family’s cultural and spiritual/religious values.  

Although spiritual care is a shared responsibility of all members of the health care team, professional chaplains are educated, trained and certified for the delivery of spiritual care and are responsible for coordinating spiritual care.

Rationale:
Patients and families in Palliative Care Services frequently experience spiritual and emotional distress.  They have a right to have spiritual care which honors and supports their values, belief systems, faith, and religious preferences if any.
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Spiritual Care
Subject:

Access to Spiritual Support

Effective Date:

April 1, 2009

New Procedure:

Yes

Purpose:

To ensure that professional spiritual care is available to all patients and families receiving Palliative Care Services.

Implementation

1. When a patient is referred to Palliative Care Services, a chaplain referral is made either through Order Entry or by telephone page to a chaplain.. 
2. A spiritual assessment is utilized to identify religious or spiritual/existential background, preferences, and related beliefs, rituals and practices of the patient and family
3. Chaplains are notified in a timely manner of patient and family conferences.

4. Chaplains document assessments, interventions, and outcomes in the patient’s electronic chart in accordance with clinical documentation procedures.

Chaplain responsibilities include:

1. Assessing religious, spiritual and existential needs of the patient and family

2. Developing a spiritual plan of care in collaboration with the interdisciplinary team.

3. Providing spiritual care in a manner that honors and affirms belief systems and spiritual practices expressed by the patient and family.

4. Facilitating religious and spiritual rituals as desired by the patient and family.

5. Facilitating contacts with spiritual/religious communities, groups or individuals, as desired by the patient and/or family. 

6. Ensuring that patients have access to clergy in their own religious traditions.

7.  Facilitating access to pastors and community clergy in the patient’s own religious tradition when requested by the patient and acting as a resource for community clergy.

8. Educating staff about the shared responsibility for spiritual care, providing guidance to the interdisciplinary team regarding assessment of spiritual needs and interventions. 
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Continuity of Care TC "Continuity of Care" \f C \l "2" 
Subject:

Continuity of Care upon Discharge from Palliative Care Services

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure continuity of care upon discharge from the palliative care service.

Implementation:

Prior to discharge from Palliative Care Services, all patients receive an appropriate assessment by the palliative care team. The discharge plan is developed based on that assessment, the patient’s current status, the resources available in the home and in the community, and the care needs of the patient. The team refers patients to clinical and community resources based on their documented needs, regardless of their ability to pay for services. If an agency/program denies care, treatment or services, or if a payer denies reimbursement, the team works with the patient and family to identify alternative sources of care and support. 

Definition: Continuity of care: The multidisciplinary coordination of care that includes or considers all clinical diagnoses, treatments, psychosocial needs, patient preferences and personal resources. 

1. Appropriate discharge planning is commenced from the time of admission to the palliative care program. 

2. A member of the team is responsible for the multidisciplinary coordination of the discharge plan including appropriate communication to Primary Care Physician and community agencies. 

Rationale:   An integral part of palliative care services is ensuring continuity of care once the patient is discharged from palliative care services.  
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Patient Education TC "Patient Education" \f C \l "2" 
Subject:

Patient Education

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure the patient receives education and training specific to the patient’s needs and abilities. 

Implementation:

The patient’s educational needs and abilities are assessed during the initial assessment process and are continually reassessed as the care, treatment and services are provided. Education to family members and caregivers is provided to assure safe, appropriate and effective care when the patient is discharged.

1. During the assessment process, patient’s educational needs and cognition/emotional abilities are assessed. 

2. Educational/counseling needs are routinely assessed and reassessed throughout care and treatment. 

3. When educational needs are identified, they are incorporated into the plan of care. 

4. Refer to hospital wide patient education policy.

Rationale:   In order for the plan of care to be effective, patients and families must receive education appropriate to need and ability.
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Patient Self-Determination TC "Patient Self-Determination" \f C \l "2" 
Subject:

Patient Self-Determination

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure patients and/or their legal surrogate have guidance and opportunity to make informed decisions about their treatment options and the services they receive. 

Implementation:

All patients and/or their surrogate are informed about their illness, prognosis and the benefits and burdens of potential interventions in a timely manner in order to make treatment decisions based on reasonable expectations. 

Definition: Patient self-determination includes making treatment decisions, designating a legal surrogate decision-maker, establishing advance directives, deciding to refuse/discontinue care and/or choosing not to be resuscitated. 

Reference also Administrative Policies: Treatment Decisions: Life-prolonging (Adult), Treatment Decisions:  Life –prolonging (Pediatric)

Rationale:   Patients and families need to be fully informed about illness, prognosis and treatment options in order to make decisions about their health care.
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Patient Self-Determination
Subject:

Patient Self-Determination

Effective Date:

April 1, 2009

New Procedure:

Yes

1. The palliative care team conducts a patient conference to establish goals of care as soon after referral to Palliative Care Services as possible, including the family and interdisciplinary team as appropriate.

2. Patients are informed of their rights to receive treatments, as well as the right to refuse treatment, including the right to refuse Palliative Care Services.

3. Assist with completing Advance Directives and POLST orders as needed, including the determination of a legal surrogate.

4. The attending physician/Palliative Care Physician establishes ongoing communication with the patient and legal surrogate that includes discussions of: 

a. Health status 

b. Disease and expected course 

c. Treatment options 

d. Patient preferences 

e. Spiritual, cultural beliefs and values that influence preferences 

f. The right of the patient to choose and to change their choices at any time 

g. The legal requirements for expressing desires and the meaning of the documents and or directives 

5. Begin discussions with the patient and/or legal surrogate at the time of diagnosis and continue to communicate with the patient throughout the course of care.

6. Validate the patient’s/surrogate’s understanding of the information presented and introduce new information and choices as the patient’s condition changes. 

7. Define terminology including DNR, durable power of attorney for health care and living will, and assure that all choices are documented appropriately.  

8. Provide empathy and support as patients/legal surrogates make decisions. 

9. In cases of conflict between patient and family members, a family conference is conducted to clarify goals.

10. Refer patients to other community resources that may help them with their individual concerns. 

11. Document all communication in the medical record and convey patient wishes to the health care team. 
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Ethical/Legal Aspects of Palliative Care TC "Ethical/Legal Aspects of Palliative Care" \f C \l "2" 
Subject:

Ethical/Legal Aspects of Care

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure that the express wishes of the patient or legal surrogate decision-maker are addressed by skilled professionals.
Implementation:

1. The Interdisciplinary Team will include professionals knowledgeable and skilled in ethical, legal and regulatory aspects of health care decision-making.

2. The patient’s or legal surrogate decision-maker’s expressed wishes with respect to health care are addressed in collaboration with family and the interdisciplinary team, are documented and form the basis of the care plan.

3. Adult patients with decision-making capacity determine the level of involvement of the family in decision-making and communications about health care.

4. Minors should be encouraged to participate in decision to the extent that development and maturity permit.  The minor’s views and preferences for health care, including assent for treatment, are documented and given appropriate weight in developing the plan of care.  When the child’s wishes differ from those of the parent/guardian, appropriate professional staff is available to assist the child.

5. Palliative Care Services promotes advance care planning.

6. Assistance is provided to legal surrogate decision-makers on the legal/ethical aspects of care including honoring the patient’s known preferences.

7. Ethical concerns are recognized and addressed using an ethical discernment process to prevent or resolve ethical dilemmas.

8. Care is consistent with professional codes of ethics, scope and standards of palliative care practice.

9. Ethical issues are documented and referrals made to the Ethics Committee when appropriate.

Reference:  Administrative Policy:  Ethical Issues in Patient Care

Rationale:   Patients and surrogate decision-makers expressed wishes with respect to health care should be honored to the extent possible in accordance with relevant ethical and legal standards.  Consultation and education should be provided to assist the patient or surrogate in making those decisions.
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Enhancing Quality of Life TC "Enhancing Quality of Life" \f C \l "2" 
Subject:

Enhancing Quality of Life

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure the palliative care team provides an environment of care that will optimize comfort and dignity and will promote a sense of well-being.  
Implementation:

The physical environment is routinely assessed to accommodate patient’s wishes and preferences. When feasible, care is provided in the setting preferred by the patient and the family. 

1. The care setting addresses safety and provides a comfortable environment for the patient and family. This may include characteristics such as space for the families to visit, rest, eat, or prepare meals, private consultation space to meet with palliative care team and other professionals, flexible or open visiting hours, privacy, pet therapy and other needs identified by the family. 

2. The setting addresses the unique care needs of children as patients, family members or visitors. 

3. Cultural, religious and spiritual articles of patient preferences are accommodated and respected in the care setting. 

4. Patients wishing to go outside are accommodated unless contraindicated. 

5. Social needs of the patient and family are assessed and identified needs are addressed in the care plan.

Rationale:   Addressing patient and family individual needs and honoring preferences when feasible improves quality of life.  
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End of Life Care TC "End of Life Care" \f C \l "2" 
Subject:

End of Life Care

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To establish essential elements of palliative care for the patient and family at the end of life.  

Implementation:



1. Palliative care at the end of life is particularly focused on:

g. Preventing and alleviating pain and other distressful symptoms

h. Ensuring that the patient/family decisions are respected

i. Attending to the religious, cultural, spiritual and existential needs

j. Providing bereavement support to family and caregivers

k. Ensuring continuity of care 

l. Providing a physical environment that enhances peace and well-being

2. Palliative care affirms life and regards dying as a normal process. It neither hastens nor postpones death. It is committed to providing relief from pain and other distressing symptoms. By integrating psychological and spiritual aspects of patient care, it offers a support system to help patients live as actively as possible until death. It is focused on maintaining the personal dignity and self-respect of the patient. The family is considered the unit of care. It requires a team approach, which recognizes that all health care workers have roles to play. Leadership of the patient’s health care team may vary according to the patient’s particular needs. 

3. Patients are treated with respect according to their individual wishes for care and treatment. A request to forego treatment should be honored with the same support and respect the decision to undergo treatment. POLST and/or Advance Directives are honored with respect to treatment planning. In all instances, there continues to be many things that we can do for patients when the disease is irreversible. 

4. All efforts are made to educate staff to recognize the importance of addressing physical, psychological, social, spiritual and cultural issues. Without attention to all spheres of the patient’s being, suffering is not fully attended to. 

5. Hospice services are recognized as an integral part of the continuum of care. 

6. Bereavement support is available to family members through a number of different avenues. Family members of patients involved in home hospice programs are automatically incorporated into such a program. The social services and chaplaincy programs are available to provide resources to families in the inpatient areas. 

7. The palliative care team is available to assist with symptom management issues, prognosis determination, planning for disposition, patient and family support, and other issues related to end of life decisions. 

8. In the event of questions of differences of opinion among the patient, family, or health care team members about the suitability of the treatment goals or of any major limitation of maintenance therapy, further efforts to reach understanding are required. Consultation is available from the Hospital Ethics Committee. 

Reference:

Administrative Policies:

Treatment Decisions: Life-prolonging (Adult)

Treatment Decisions:  Life –prolonging (Pediatric)


Patient Practice Guidelines:  



PPG 155  Dying: Care of the Adult Patient



PPG 37    Dying: Care of the Infant/Child

Rationale:   Excellent palliative care can prevent and alleviate pain and suffering and allow patient, family and loved ones an opportunity to find comfort, peace and healing as the patient transitions into death.
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End of Life Care

Subject:

End of Life Care

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To establish essential elements of palliative care for the patient and family at the end of life.  

Implementation:



1. When a patient begins to exhibit end of life clinical changes, a member of the palliative care team confirms code status via the chart and/or appropriate attending team and initiate end of life care. End of life care includes: 

g. Managing pain aggressively and effectively. 

h. Providing treatment of symptoms according to the wishes of the patient or family. 

i. Respecting the patient’s privacy, values, religion and philosophy. 

j. Involving the patient and family in every aspect of care, including the decision making process for end of life issues. 

k. Responding to the psychological, social, emotional, spiritual and cultural concerns of the patient of family, including children and teens affected by the death, prior to, and at the time of the patient’s death. 

l. Assuring that all staff caring for the patient is aware of the patient’s wishes and respectful of their decisions. 

m. Educating family members about the signs and symptoms of imminent death.

n. Sensitivity addressing issues such as organ donation and autopsy. 

2. Initiate End of Life Check List and place in patient chart (Attached)

a. Notify MD, Chaplain, and Social Services of patient change of condition. 

b. Clarify resuscitation status.

c. In collaboration with MD and other disciplines, identify and speak with family. spokesperson to make them aware of changes occurring and expected outcomes. 

d. Consider initiating routine comfort care orders. 

e. Place bereavement symbols on patient’s door, chart and assignment board (optional). 

f. Reevaluate care plans and revise as necessary.

g. Obtain Comfort Room if possible.

h. Offer Vigil Cart as appropriate.

i. Provide educational materials as appropriate.

j. Notify Organ and Tissue agencies as per hospital policy.

k. Notify Child Life Specialist if appropriate.

PROVIDENCE HEALTH CARE
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End of Life Check List

	SsService
	Date

completed
	Name

	Notify Palliative Care RN Coordinator


	
	

	Notify MD, Chaplain, and Social Services of patient change of condition. 


	
	

	Clarify resuscitation status.


	
	

	In collaboration with MD and other disciplines, identify and speak with family spokesperson to make them aware of changes occurring and expected outcomes.
	
	

	Consider initiating routine comfort care orders. 


	
	

	Place bereavement symbols on patient’s door, chart and assignment board (optional). 


	
	

	Reevaluate care plans and revise as necessary.


	
	

	Obtain Comfort Room if possible.


	
	

	Offer Vigil Cart as appropriate.


	
	

	Contact Music Thanatologist


	
	

	Provide educational materials as appropriate.


	
	

	Notify Organ and Tissue agencies as per hospital policy.


	
	

	Notify Child Life Specialist if appropriate.
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Bereavement Support TC "Bereavement Support" \f C \l "2" 
Subject:

Bereavement Support

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:

To ensure that grief and bereavement services are made available to patients and families and staff.

Implementation:

1. The Palliative Care Team will assess patient and family needs for grief support leading up to the death of the patient.

2. Referrals will be made to appropriate health care professionals or community resources when specialized grief support skills are indicated.

Rationale:   Grief is often experienced by patients and family members over losses in health and as family members anticipate the death of their loved one.  Assisting families with expressing and managing the grief is an important part of Palliative Care Services both prior to the death as well as after the death has occurred.
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Bereavement Support

Subject:

Bereavement Support

Effective Date:

April 1, 2009

New Procedure:


Purpose:

To ensure that grief and bereavement services are made available to patients, families and staff.

Following the death of a patient on Palliative Care Services, the Palliative Care Team will ensure that the following are accomplished:

1. Notify a chaplain if not already contacted.

2. Notify a Child Life Specialist if the patient has children present.

3. Make referrals to appropriate community resources for follow-up bereavement care.

4. Send a bereavement card to the family.

5. Assess bereavement needs of the staff caring for the patient and make a referral to chaplaincy as appropriate.
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Staff Support TC "Staff Support" \f C \l "2" 
Subject:

Peer and Bereavement Support for Palliative Care Staff

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To establish a formal process for peer support and bereavement support for palliative care providers.

Implementation:

Recognizing the emotional impact on the IDT from caring for patients with life-limiting illness, a formal process for peer support and bereavement support processes are established.  Emotional support will be made available and regular participation in peer support processes is encouraged.

Rationale:    Attention to the physical, psychological and spiritual health and well-being of palliative care providers is essential in order to recruit and retain qualified personnel.

PROVIDENCE HEALTH CARE

Palliative Care Services Policy

	Revised
	Reviewed

	
	


Education for Health Care Professionals

Subject:

Education to Health Care Professionals TC "Education to Health Care Professionals" \f C \l "2" 
Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To ensure that health care professionals understand the shared responsibility for providing basic palliative care and are provided the education necessary to achieve the skills. 

Implementation:

5. An education plan is developed whereby physicians and health care providers in clinical settings gain an understanding of basic principles of palliative care  with respect to pain and symptom management and advance care planning within the scope of practice of their disciplines.  

6. Education will be provided to health care providers as to when it is appropriate to make a referral for specialty Palliative Care Services.

7. Palliative Care Team members will participate in continuing education opportunities to maintain and improve their clinical skills in palliative care.

Rationale:   In order to provide excellent palliative care to all our patients, it is important for all health care professionals involved in the care to understand the philosophy and basic principles of palliative care. 

PROVIDENCE HEALTH CARE

Palliative Care Services Policy

	Revised
	Reviewed

	
	


Community Relationships TC "Community Relationships" \f C \l "2" 
Subject:

Maintaining Community Relationships

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:

To ensure that healthcare providers in the community have access to Palliative Care Services and to ensure continuity of care for patients and families who are discharged from in-patient settings.

Implementation:

1. Palliative Care Services establishes a plan for educating health care providers in the community about how to access Palliative Care Services.

2. Palliative Care Team establishes and strengthens relationships with hospices and other community resources in order to ensure continuity of excellent care across the continuum of the illness.

3. Palliative Care Team informs patients and families about hospice options and other available community resources.

4. Palliative Care Team establishes a process for communication and collaboration with Primary Care Providers and other healthcare providers in the community.

Rationale:
Through improved relationships in the community and education about Palliative Care Services, patients and families can experience a seamless transition in the implementation of the plan of care as they move into other care settings.

PROVIDENCE HEALTH CARE

Palliative Care Services Policy

	Revised
	Reviewed

	
	


Performance Improvement TC "Performance Improvement" \f C \l "2" 
Subject:

Performance Improvement Plan

Effective Date:

April 1, 2009

New Policy:

Yes

Purpose:
To achieve and maintain excellence in palliative care services.  
Implementation:

Palliative Care Services is committed to the pursuit of excellence in the quality of care provided to all patients and their families.  To this end, a quality improvement plan will be maintained based on regular evaluation of the processes of care and measurement outcomes to ensure that care delivered is accessible, timely, patient-centered, effective and knowledge- and evidenced based. 

Data will be collected that will assist in improving the quality and delivery of palliative care.

The plan is reviewed annually and recommendations are submitted via hospital wide Performance Improvement reporting mechanisms.

Rationale:   Quality Improvement Plan which is reviewed and updated regularly provides a process for ensuring excellence in the delivery of care and patient and family satisfaction with the service.

� 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.  
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