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FISCAL NOTE ( |

STATE OF ALASKA Bill Version:. HB 171

1993 LEGISLATIVE SESSION (H) Publish Date: 3/22/93

Revision Date: 02/22/93 Dept. Affected: Health and Social Services

Title: An Act providing coverage for hospice care BRU: Medical Assistance Administration

Component: Claims Processing

Sponsor: Larsoa

Requestor: COMPONENT SERIAL NO. 00243
Expenditures/Revenues:___ (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY98 FY99
PERSONAL SERVICES 0.0 0.0 0.0 0.0 0.0 0.0
TRAVEL 0.0 0.0 0.0 0.0 0.0 0.0
CONTRACTUAL 10.0 0.0 0.0 0.0 0.0 0.0
SUPPLIES 0.0 0.0 0.0 0.0 0.0 0.0
EQUIPMENT 0.0 0.0 0.0 0.0 0.0 0.0
LAND & STRUCTURES 0.0 0.0 0.0 0.0 0.0 0.0
GRANTS, CLAIMS 0.0 0.0 0.0 0.0 0.0 0.0
MISCELLANEOUS 0.0 0.0 0.0 0.0 0.0 0.01
TOTAL OPERATING 10.0 0.0 0.0 0.0 0.0 0.01
CAPITAL 0.0 0.0 0.0 0.0 ">0 0.01
REVENUE FUND SOURCE I
FUNDING: (Thousands of Dollars)
1002 Federal Receipts 5.0 0.0 0.0 0.01 0.0 0.0
1003 GF Match 5.0 0.0 0.0 0.0 0.0 0.0
1004 GF 0.0 0.0 0.0 c.0l 0.0 001
1005 GF/Program Receipts 0.0 0.0 0.0 0.01 0.0 0.0;
1006 GF/MHTIA 0.0 0.0 0.0 0.01 0.0 0.0j
Other 0.0 0.0 0.0 0.01 0.0 0.01
TOTAL 10.0 0.0 0.0 0.0i 0.0 0.0,
POSITIONS:
FULL-TIME 0 0 01 ol ol 0
PART-TIME 0 0 ol 01 ol o'
TEMPORARY 0 0 0 01 0] 0!
Estimate of current year (FY93) impact: 0.0

ANALYSIS: (Attach a separate page ifnecessary)

FY 94 funds are required to modify the Medicaid Management Information System to allow the payment of claims for

hospice care.

Studies suggest that hospice care tend to be cost neutral or produce cost savings. Hospice care is already available to
children covered by Medicaid and to Medicare-eligible adults. There are currently no Medicare-certified hospice
providers in the state. We anticipate that only a small number of recipients will use hospice care as a result of this bhill.

Therefore, no other fiscal impactis projected.

Prepared by: Jon Sherwood, Program Coordinator JS_ Phone: 465-5826
Division: Medical Assistance Date 03/01/93
Approved by Commissioner: Theodore A. Mala. MD. MPH A1 (15
Agency: Department of Health & Social Services ( |

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR'S LEGISLATIVE OFFICF
For further distribution information call the Governor’s Legislative Office
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HB 171- Hospice Care

Sponsor's Statement

Hospice care is already a Medicaid-covered service for children and is
available tc people who qualify for Medicare.

This bill would extend coverage of hospice service to Medicaid-eligible
adults who do not qualify for Medicare. Medicaid eligible adults are the
aged, blind, disabled, and families with dependent children, as well as
pregnant women. The "optional el.igibles" also included, in Alaska are
individuals under 21 who don't qualify for Aid to Families with Dependant
Children Dbecause they aren't dependent children, and institutionalized
individuals under a specified income level.

To qualify as a hospice care provider, a hospice care agency must be
M edicare-certified.

Hospice care allows a terminally-ill person to receive medical” care and
psychological, social, and/or spiritual counseling through a single agency,
the hospice care provider. Lacking hospice care, an individual may require
extensive hospital and/or nursing facility care or have to rely on the
sometimes fragmented or piecemeal provision of supportive services in the
community.

- In addition to meeting physical needs, Hospice care offers a wealth of
emotional, spiritual and practical supports to the patient and the family.
Quality of life is maximized through an interdisciplinary team of
physicians, nurses, physical, occupation and speech therapists, home health
aides, social workers, chaplains, and volunteers. The patient and family
are actually a part of the team, helping to plan and prioritize care.

- It will be the role of Hospice to provide all medications, medical
equipment and supplies necessary for management of the terminal illn
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- Bereavement care is also available to the family for a period of 13

months after the death. Hospice offers written resources, phone calls,
visits from volunteers, a support group and, as needed, bereavement
counseling.

- Most important are the trained Hospice volunteers who give a wide range
of services from staying with a patient while the caregiver takes a break to
nursing care, homemaking services, or a listening ear.

In addition to all. the positive services that Hospice care can offer a family,
crucial facts make the Medicaid Hospice option a wise decision. Hospice

is a budget-neutral program. Hospice care is one of the few programs
existing in our present health care s.:ucture that models fiscal

responsibility and cost-effective quality care. Hospice offers the resources
to allow terminally ill persons to spend the rest of their lives, or at least
more of their lives, at home.

Quite often, the alternative to Hospice care is costly nursing
home placement or frequent hospitalization.



P osition Paper
CSKB 171 (FIN)

The Department of Health and Social Services supports CS for
House Bill 171 (FIN), which would include coverage of hospice
care under the Medicaid program.

Hospice care is already a Medicaid-covered service for
children and is available to people who qualify for Medicare.
This bill would extend coverage of hospice service to
Medicaid-eligible adults who do not qualify for Medicare. To
qualify as a hospice care provider, a hospice care agency must
be Medicare-certified. There are currently no Medicare-
certified hospices in Alaska.

Hospice care allows a terminally-ill person to receive medical
care and psychological, social, and/or spiritual counseling
through a single agency, the hospice -.."are provider. Lacking
hospice care, an individual may require extensive hospital or
nursing facility care or have to rely on the sometimes
fragmented or piecemeal provision of supportive services in
the community.

The Department supports this effort tc expand the availability
of a valuable alternative for terminally ill people. It. also
concurs with the placement of hospice services on the Medicaid
priority list. Under CSH3 171(FIN), in the case of a budget
shortfall, hospice care would be eliminated before most other
long term care services, but after most, optional Medicaid
services.

Recommended by:
Kimberly 3. Busch
Director
Div. of Medical Assistance

Date: Vil 1-a3 A Jy /

Approved by: ) (/M IM - -
Tm<cdore A ./Ha-la, MD, HPH
Commissioner

Date: /3 /f?g
U
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FISCAL MOTS

STATE OF ALASKA BILL NO. CSHB171(F!N)

1193 LEGISLATIVE SESSION ' ~

RevisionDate:_ 02/22/93 Dept. Affected: Health and Social Services

Titke: An Act providing coverage for hospice carc BRU: Medical Assistance Administration

Component:  Claims Proocs.sim

Sponsor: Larson

Requestor: COMPONENT SERIAL NO. 00243
ExDenditures/Revenues: (Thousands of Dollars)
OPERATING FY94 FY95 FY96 FY97 FY93 FY99
PERSONAL SERVICES 0.0 0.0 0.0 0.0 0.0 0.0
TRAVEL 0.0 0.0 0.0 0.0 0.0 0.0
CONTRACTUAL 10.0 0.0 0.0 0.0 0.0 0.0
SUPPLIES 0.0 0.0 0.0 0.0 0.0 0.0
EQUIPMENT 0.0 0.0 0.0 0.0 0.0 0.0
LAND & STRUCTURES 0.0 0.0 0.0 0.0 0.0 0.0
GRANTS, CLAIMS 0.0 0.0 0.0 0.0 0.0 0.0
MISCELLANEOUS 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL OPERATING 10.0 0.0 0.0 0.0 0.0 0.0
CAPITAL 0.0 0.0 0.0 0.0 0.0 0.01

REVENUE FUND SOURCE

FUNDING: (Thousands of Dollars)

1002 Federal Receipts 5.0 0.0 0.0 0.0 0.0 0.0
1003 GF Match 5.0 0.0 0.0 0.0 0.0 0.0
1004 GF 0.0 0.0 0.0 0.0 0.0 0.0
1005 GF/Program Receipts 0.0 0.0 0.0 0o 0.0 0.0
1006 GF/IMHTIA 0.0 0.0 0.0 0.0 0.0 0.0
Other 0.0 0.0 0.0 0.0 0.0 0.0
TOTAL 10.0 0.0 0.0 0.0 0.0 0.0
POSITIONS:

FULL-TIME 0 0 0 0 0 0!
PART-TIME 0 0 0 0 0 Oi
TEMPORARY 0 0 0 0 0 0
Estimate of current year (FY93) im p ac t: (LO

ANALYSIS: (Attach a separate page ifnecessary)
FY 94 funds are required to modify the Medicaid Management Information System to allow the payment of claims for

hospice care.

Studies suggest that hospice care tend to be cost neutral or produce cost savings. Hospice care is already available to
children covered by Medicaid and to Medicare-eligible adults. There are currently no Medicare-certified hospice
providers in the state. We anticipate that only asmall number of recipients will use hospice care as a result of this bill.
Therefore, no other fiscal impact is projected.

Prepared by: Kimberly Busch. Director Phone: 465-5826
Division: Medical Assistance Date: 03/01/93
Approved by Commissioner: Theodore A. Mala. MD. MPH Date: ~ If 5/ 3
Agency: Department of Health & Social Services o

PREPARER TO PROVIDE ALL DISTRIBUTION COPIES TO GOVERNOR’S LEGISLATIVE OFFICE
For further distribution information call the Governor’s Legislative Office
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DIVISION OF LEGAL SERVICES

LEGISLATIVE AFFAIRS AGENCY
STATE OF ALASKA

465-3367 or 466-2450 i
AX @) 466-209 130 Sevard Siedt, e 400
Maill Stop 3101 Jreau, Alaska 99801-2106
MEM ORANDUM April 23, 1993
SUBJECT: Sectional Summary of CSHB 171(FIN) (Hospice services in
Medicaid))
TO: Representative Ron Larson
FROM: Terri Lauterbach

Legislative Counsel

You have requested a sectional summary of the above described bill. TLis summary
is brief. If you would like an interpretation of the bill as it may apply to a particular
set of circumstances, please advise.

Section 1. Adds hospice services 'o the optional services that may be offex'ed under
the Medicaid program.

Sec. 2. Places hospice services in the priority listing that is invoked when Medicaid
is short-funded

Sec. 3. Defines "hospice services."
Sec. 4. Gives the bill a 1/1/94 effective date.

TMLtImb
93-135.1mb



WHAT DOES HOSPICE MEAN?

PHYSICIAN INFORMATION SHEET

WHAT IT MEANS TO THE PATIENT

When a patient elects the Medicare hospice benefit, they
revoke their other part A benefits for treatment of their

terminal illness? The hospice becomes the sole provider for
their service needs, and whatever products are necessary for
palliation and symptom control- This includes:

professional services,
pharmaceuticals

DME

in-patient respite

in-patient care for symptom management

The hospice becomes a managed care program for the patient.

Benefit periods: 2 90-day periods, 1 30-day period,
Indefinite 4th period
The fourth indefinite period was recently enacted. They
do not go off the benefit if they fail to die in 7 months.

Revocation of benefit is possible during any benefit period,
but there are limitations regarding reelectio>' of benefit.

Admission criteria:
* Certified by physician that terminal- illness with 6
months or less life expectancy.
* Choose palliative care; treatment mode past

When a person has a terminal illness, consider Hospic** as an
information resource on options—to patient & physician.

The ultimate choice regarding treatment options <including
hospice enrollment) is made by client.

WHAT IT MEANS TO THE FAMILY
The family is included as client in the plan of care:
Support
Respite
Bereavement program
Assessment
Care

WHAT IT MEANS TD THE HOMECARE PROGRAM STAFF
Philosophv of approach to care.
Emphasis on living fully
Self determination
Palliation —complete
Totality of care



[TO8PICE AND YOUR OTHER MEDICARE BENEFITS

Ildn.".ce under Medicare

IS designed to be more than just

a collection of existing benefits with a new name. Many
iItems and services are covered under hospice that are not

covered through any other type of facility or provider.

This chart shows a comparison between _hospice benefits
and benefits available through hospitals and home health

agencies.

1 SERVICE ITEM

Dru for pain & tom
control topbe usegyg?: home

Services covered whether or

not the patient is
hame_bound

Deductibles warved

Inpatient care to provide
respite for_ famnily caring
for the patient at home

Continuous _care at home
during periods of crisis

Counseling services at home
for both the patient and
the family

Home Health Aides
Bereavement Counseling

Volunteers must be
available

Care must be continued If
benefits run out

Inpatient unit must have
homelike decor

homehealth. 267

MEDICARE COVERED IN

HOSPICE  HOSPITAL

YES YES
YES

YES NO
YES

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

HOME HEALTH
AGENCY

NO

NO

&

&



NATIONAL HOSPICE ORGANIZATION

ABOUT HOSPICE

Hospice is a philosophy and concept of care for the terminally ill that is now one of the most
frequently used terms in discussions of innovative approaches to health care. In 1990, the
American College of Physicians presented to the National Hospice Organization the Richard
& Hinda Rosenthal Foundation Award in recognition of the "recent original approach in the
delivery of health care or in the design of facilities for its delivery [which] will increase its
clinical and/or economic effectiveness.” However, most people are unaware that the
significant recent growth of hospice in the United States and internationally is nurtured by
ancient roots.1

The modem hospice can trace its roots to the Irish Sisters of Charity who established St.
Joseph’s Hospice at London in 1905. The hospice most often recognized as the model of
contemporary hospice philosophy and care is St. Christopher’s in London. Started by Dame
Cicely Saunders, M.D. in 1968, St. Christopher’s laid the basis for a philosophy that
emphasizes palliative care, i.e., pain and symptom control rather than curative care for the
terminally ill.

A community ba. d service, hospice care is provided by an interdisciplinary team of health
care professionals and volunteers including physicians, nurses, counselors, therapists and
aides. Using a comprehensive case management approach, hospice care is guided by a plan
of care which is developed by the interdisciplinary team in conjunction with the patient and
family. The goal of the plan is to care for the patient and family as the "unit of care,” to
provide an alert, pain-free life and to manage other symptoms so that individuals can "live
until they die" with persou-i dignity and quality of life at home or in a home-like setting.

Responding to the directives of me Medicare Hospice Benefit Conditions of Participation2
as well as the National Hospice Organization and JCAHO standards, most hospices offer the

1 The first references to "hospice care” can be found in the ancient writings of
Constantine in A.D. 335, and later with the sixth century Benedictine monks and in the ninth
century under the emperor, Charlemagne.

2 Congress first added the hospice benefit to Medicare in TEFRA 1982. In 1986,
Congress made the Medicare benefit permanent and established hospice as an optional
Medicaid benefit.



A STATISTICAL PROFILE OF HOSPICE CARE
First Hospice in the UiJsed States, New Haven, CT. 1974

Current number of U.S. hospices, 1830 including planned and non-comprehensive
programs. NH'Q estimates 1700 comprehensive programs, as described above.

Approximately two/thirds of the comprehensive hospices are Medicare certified.

Over 90 percent of hospices are non-profit or government affiliated programs. Four
percent are for-profit entities.

Hospices served approximately 210,000 patients in 1990.

The average daily census of the typical hospice program is 25 patients per day. The
average length of stay is 59 days. Approximately 90 percent of all patient days were
provided in the patient’s home.

Approximately two out of three patients served are over the age of 65. One percent
are under the age of 18, representing 71 percent of pediatric cancer deaths.

Eighty-four percent of hospice patients have cancer, accounting for approximately 33
percent of all cancer deaths as reported by the American Cancer Society. People
living with AIDS and those with cardiovascular disease constitute the bulk of
remaining hospice patient census.

Over 20,000 people are employed nationwide in hospices and include physicians,
nurses, social workers, administrators, home health aides, clergy, therapists and

bereavement specialists.

Approximately 68,000 people volunteer in hospice programs, contributing more than
5 million hours of service annually. Two out every three hours are direct patient
care hours. The Medicare Hospice Benefit Conditions- of Participation require that a-
minimum of five percent of patient service hours be provided by volunteers.



1L  Studies Showing Savings and Benefits of Hcaptce
£aXfii

Through the national hospice demonstration projects conducted
by the federal government, it was learned that not only was
hospice care a more humane alternative of care but it resulted
in cost savings as well. As a result of its cost effectiveness,
the Medicare hospice henefit was createJ by the Tax Equity and
Fiscal Responr" Mty Act of 1982 as a more humane

alternative to the hi-technology care traditionally provided to
the terminally ill,  In 1986, hospice was made an option under
Medicaid and the number of states offering the hospice benefit
rose to 34 states hy 1992

Savings can be realized by substituting the high
cost of conventional care with the home-oriented approach of
hospice care. A study by Abt Associates (Medicare Hospice
Benefit Program Evaluation, Final Summary Report, July 21,
1989) stated that comparisons of hospice benefit and
conventional care expenditures in the last month of life
showed that conventional care was 30% higher in FY85 and 43%
higher in FY86. The hospice savings were even more
significant for non-cancer beneficiaries who cost $3,135 for
hospice care in the last month of life compared to $4,730 for
conventional care,

. Major savin?s in the cost of providing care to the
terminally ill are directly related to the percentage of time
patients are at home during the final months of life. Based on
1986 mortality data from the National Center for Health
Statistics, an article in the Health Care Financing Review/Fall
1990, stated that there was an increase of 10% in the shift in
ﬁlace of death for cancer patients from hospitals to patients
omes, and because about 94% of all hospice patients have
cancer, the data suggests a possible impact of hospice use.

A survey of hospital based hospices conducted hy
the American Hospital Association in 1986 identified a major
reduction in the number of inpatient days for those patients
cared for under the Medicare hospice benefit: the average






A DEFINITION

A hospice program isa coordinated
program of palliative and supportive
Services provided ir both home and
inpatient ssttargs which provides for
physical, psydological, sicial and
gurtial care fordying persons and
treirfanilies. Services are provided by
amedically directed interdisciplirery
tean of professiarals and volunteers.
Bereaverent care saailable o tre
Tamily folloving thedeath of thepersm.

EOSPICE PHILOSOPHY

ey
persos in [ e
dissee S0 tet they may Ineas fully
and confortably as possible. Hospice
recogniizes dying as part of the nomal
process of livirg and foouses on
maintaining tre quality of remaining
life. Hospice affims Iifeand reither
hestens nor postpones ceath.  Hospice
edsts intrehope and  belief tat
through goorpriate care, and the
promotion of acarirng community
sasithve o trelr nests, patiet.” and
treir faniliesmay be free oattaina
degree of rental and Soirttal

preparation for death ssatsfkdory
tothen.

ACCOUNTABILITY

Principle: The hospice

partof the health delivery
systemat trecommunity leel and B
aocoountable 1o tre community itsenes
and trepublicat late. In
provice care in thissystem, ahospice
must meet the fundarental
requirenets for goeration and delivery
ofhealth serviices, as regullated by
local, state and feckral lavs.

asan

Standard 1: The hospice program
establiges and maintains gyrgpriate
rgorts, policies and res to
assure tret the hospice saocountable
1o the conmunity for the services it

rOVICES.

Standard 2: The hospice program
corplies with aml?cﬁ?le I(galmgslate
and feckral lans and rngIatlcrs
governing tre orgenization and delnvery
of health care to patients and fanilies.

ACCESS TO HOSPICE CARE
Principle: Adnission 1o tre hospice
program ishased on an assessrent of
the patient and family nescs, treir
Cesire for srvices and the program 3
goecific adnission attaia. The leel
ofmre reoemd including te
ofser\nces
assessmnts
and family  nesds. Care may
proviced on erthera part tine,
intermittent kesis, a regularly schedulled
besis,ora continuous besis.depending
upon the needs of tre patientand
Tanily as reflected inongoing
aSESIENts.

prwudsd s

Standard 3: Access tohospice
medical and nursing SeVicss B
aailable to idntafied hospice patiats
on a 24 hour kesis, 7 days aweek.
During hours covered by an-call Saff,
10es provice forat kessta
minimum of medical and nursing
coverage, with visit caeebillity should
furtrer assessrent or treatment be
neecked.  Provisians are made toassure
tretan-call staffare informed and
updated regarding care plasand leel
ofcae. Reportingmechanisms are n
place to assure aotanuity and
coordination among members of tre
hospice Interdisciplinary team.

Standard 4: The hospice program lies
adnission aTiEra thet reflect tre
patient/family Soesire and need for
hospice care; the extent and role of
thsman participatian; and diagnosis

IS. To tremaximum extant
mble the hospice program will adnit
petients regardless of treardiagosis or
aoility to pay for evicss.

3

CONTINUITY OFHOSPICE CARE

Principle: Hospice patients and treir
Taniliesmay experience physicl,
soial, enotional and spirieal concems
and problerrs Hospilce addresses tree
by providing acomprehensive and
coordinated program of care which
incluckes Inongoing assessment of
needs and determination of the leel of
care and soope of ServIGeS necessary.
Contiruity inplies that services,
whether provided directly or aontracted
far, are aoordinated inboth home and
Inebetsetangs. Services ae
reflective at Al times of patient/fanily
neads, and tretthe hospice i
accontzble for ilscareand services in
both home and inpatiant care settgs.

Standard S: The hospice program
OrgeNIZES IS viass 1o respond O
patient/femily needs whenever they
ae. ltprovides both structure and
stafftoensure continuation of tre
hospice care plan inal settas.

ACCESS TO HOSPICE
INPATIENT CADE

Principle: Not al patients can be
mairtained athome throughout treir
temiral ilkess; some may requiresort
term inpatient cre. When such aneed
anses, hospice care isprovided nan
inpatient hospice uit. The hospice
provides aooess o hospice irpatient
srvieswhich reflect the hospice
philasophy and emphasizes symptom
axntrol and enhancement of aqality of
life acoptable todying patients and
treir fanlies.
Standard 6: Access tbhospice
Ietiet care saaildleertrer
directlyby the hospice or through
aontractor with an
Inatient fedlity. This hospice i
unrtmust comply with dll gplicable
loal, state and feckral reglatio s,
including fireand safety code
repulatios.



Standard 7: Ata minimum, the
hospice inpatient unit provides for:
medical direction and coverage for all
patients either directly or through
agreement with the patient’s personal
physician: staffing coverage by an
interdisciplinary team available to meet
the needs of the patient/family on a 24
hour basis as needed: and, specific
policies and procedures, as well as
personal comfort amenities and
courtesies that support and encourage a
non-institutional, “home-ijke"
environment for the patient/family. All
hospice inpatient personnel must be
appropriately trained inthe provision of
hospice interdisciplinary team care.

PATIENT/FAMILY ASTHE
UNIT OF CARE

Principle: Inclusion of the family in
the hospice care program is essential.
The wishes and desires of the
patient/family are reflected in
assessments and plans of care
developed by the interdisciplinary
team. The family members are seen
both as primary caregivers and as
needing care and support so that their
own stresses and concerns may be
addressed. Attention is also given to
assisting with the development of a
community support network when
family and friends are not available
and a patient needs and wants that
support.

Standard 8: The patient/family is the
unit of care in hospice and support is
provided to both the patient and the
family. The hospice program
encourages patient/family participation
in the development of the inter-
disciplinary team plan of care and in the
provision of hospice services.

t
Standard 9: The hospice program
acknowledges that each patient/family
has its own values and beliefs and is
respectful of them.

0

Standard 10: The hospice program
seeks to identify, teach, coordinate and
supervise those persons acting as
primary caregivers for the patient. Ifa
primary care person is not available,
the hospice program seeks to develop a
substitute network. If the hospice
program does not accept patients
without primary caregivers, then it
must provide adequate information
about community resources available to
them.

PAIN AND SYMPTOM
CONTROL

Principle: For the hospice program, the
goal of all interventions is to maximize
the quality of the remaining life
through the provision of palliative
therapies that control and symptoms
and minimize the negative side effects
ofinterventions. Hospice programs
recognize that when a patient and a
family are faced with terminal disease,
stress and concerns may arise in many
aspects of their lives. Optimum
symptom control includes addressing
these stresses and concerns, in addition
to the use of appropriate therapies.

Standard 11: The goal of hospice care
is to provide optimum relief of pain and
control of symptoms through
appropriate palliative therapies.

Standard 12: Symptom control
includes assessing and responding to
the physical, emotional, social and
spiritual needs of the patient/family.

VOLUNTEERS

Principle: An essential component of
hospice care is the direct personal
support for the patient/family by
volunteers. Volunteers provide
important perspectives in developing
the interdisciplinary team plan of care

and in the provision of significant
hospice services.

Standard 13: A hospice program
offers volunteer support to each
patient/family admitted to its program
of care.

Standard 14: A hospice program has
an organized training program and

procedures for the selection,supervision
and continuing evaluation of volunteers.

HOSPICE
INTERDISCIPLINARY TEAM

Principle: Hospice care is provided
by an interdisciplinary team which
includes at icast the following
members: patient and patient’s family,
physician, nurse, social worker,
volunteer, and clergy. Ancillary staff
are added to the team when appropriate.
The team meets regularly to develop
and maintaih an appropriate plan of
care.

Standard 15: The hospice identifies
and maintains an appropriately
qualn'ed interdisciplinary team of
health professionals and lay persons.

Standard 16: Emotional support for
staff/volunteers is provided as an
integral part of a hospice program.

Standard 17: Inservice training and
continuing education are offered on a
regular basis to both paid and volunteer
staff.

INTERDISCIPLINARY TEAM
PLAN OF CARE

Principle: Documentation of services
is ne”e'sary for the delivery of quality
hospice care. Of critical importance is
the development of an integrated plan
of care which records assessments,
proposed interventions by all



interdisciplirery team members and
docurents all srvices proviced to tre
patient/family and thelir outoomes.
Hospice dinical recorts reflect tre Tl
range of problers  idntified; servicss
proviced by leel of care across both
the home and  Inpatient settargs; and
progress notes: documenting tre care
givenon a cay-to-cay lesis.

Standard 18: The hospice program
hes a witten, interdisciplirary team
plan of care foreach patient/fanily unit
et Includes assessrents, idatrhied
problems, proposed intenetias, leel
and frequency of services and trelir
OUtoOTES.

Standard 19: The hospice”program
maintains aoourate, arret, |

dinical recorts for dll patiet/Aanily
uniits and provides assurances for tre
anfhicentaality of these recorts.

Standard 20: These dinical records
must incluce a signed informed consent
form corpleted by tre patientor a
designated rgresatative. The consent
form must inform the patient/fanily of
the lliatie reture of hospice Gae;
ﬁga@icbrg_e, ifatal x, siagd of
injectias, diagostic testi

aurative measures; and ﬂerr%—tseof
heroicmeasures toprolong tre dying
rooess.

Standard 21: These dinical records
must incluce gaecific, signed
instructios Ing actios tohe
taenwhen life threatening sitLatias
oocur o tre patient. These Irstructios
should ke by the physician
and tre interchsciplirery tean,

ol loving consubtation wirth the paiet/
Tamily, and must be cosistent with tre
patient/fanily Swidhes.

fc/i fi f

BEREAVEMENT

Principle: Death ofa fanily member
may result nawide range of physical,
emotiorel, sooial, fanilial, economic
and splmual dlsnptxrs Griefand
bereaverent are normal resctios ©
loss and death. Grief stre highly
persoral regn”.<e o koss: bereavement
sthe extended periad of dgprivation
folloming te lssofa loved ae.
Grieving may precede an anticipated
death ormay be delayed fora
aosiderable period of tine. Griefmay
menifest rtsedf inemotional and/or
pysical distressand may affect family
members ndifferatt ways atdifferait
tines. Some persons can resohve grief
with time and thelir own resources;
otrersmay require formal assistane
and support over anextended period of
e

An mportatelement of hospice care B
an assessnent of tre remgjt?%ﬂe
bereaved fanily, and the developrent
of acare plan thet meets these needs,
both prior to, and folloving, thedeath
of tre patient. Hospice encourages tre
expression of gref, recognizes social”
religias and ethic variables
bereavement and daffand
Tamily participation nmeaningful
fureral services and rittals.

Standard 22: The hospice program

provices bereavement services © te
surviving family members forat lesst
one year after the death of the patient.

Standard 23: The hospice program
maintains a prooess of Nk assessrent
for surviving family members thet
icntafies those Individlels at niskof
pathological gref. For those individals
athigh n, gopropriate refarals are
made tomental health professiaals n
the comunity.

QUALITY ASSURANCE AND
UTILIZATION REVIEW
Principle: Hospice iscomitted ©
developing methods tomeasure and
asure tre qality of peient/fanily care
and the gooropriate utilization of
hospice resources.

Standard 24: The hospice program
hes quality assurance and utilizatin
review programs thet incluce tre
folloving: staterent of goals and
ayjectives and esteblised policies for
conducting an ongoing assessment
program thet refledts tre
interdisciplinary reture of hospice
SEVIGES; Cesigration of parsan(S
resmslble for inplerenting polich

sions for
mblressl qmg%lroblers cntafied
in tre qality assurance and

utilization review processes.

Standard 5. At Ogrrgg:;num te :
ram onareglar
kesis mp}’gi; loving adtmities: o
evaluation of services provided by both
professioals an ivolutesrs, aditof
patientdarts far outcomes of
Intenatias, orgenizatioal review of
hosploe progrun,  ine;disciplinary team
care plan review, evaluations proviced
by patiet/fanilies of care recened,
anreview of goorpriate/ late
use of sarvicss, faalitiesand parsomel.



This glossary was prepared using a
\eriety of source naterials o provice
cefinitias. These incluce: NHO
Stardards ofCare (1983), Joint
Comission on Acoreditation of
Heakthcare Orgenizatians (renwalls.
19%), Intradcion toHalth
Eoucation @ates. Wnder, 1984) and
Webster"sNew Gollegiate Dicticary
(19%).

Ability 1o pay: A phrase used ©
describe a patient’s cyebility to pay
for health service: received. Some
health providers limit thelr servicess o
patients who can pay for telr sevicss.
Access: An irdividial Sorgroup 3
dlity to dotain health care. "Aocess hes
geagraphical, fairercial, sooial,, ethic
and psydolagical elerents. Many
health programs have as treir goal
Improving aocess o care for gecific
groups or equirty of aocess for thewholle
poullation.

Accountabi lity: To provide foran
orgenization abstantial ressas or
convincing eplanations for actias:
bo acoourttable means o fumisha
Justification or cetai led eplanation of
firecial activities or resosibilities.
Accountzbillity entails an dolligation to
periadically disclese, inadequate,
tetailed and corsistant form te
purposes, prirciples, procedures,
relatioehips, readts, incomes, and
eqenditures involved nany activity,
e, orassignatt, o tret they
can be evaluated by interested parties.

Accreditation: A voluttary process,
grrerally developed and implemented
by a non-governrental  body composed
of professiarels within tre field, with
Inout from providars, and besed on
optimel  starcarts of quality care.

Administration: The fisal ad
gereral management of a hospice
progranm, as distinct from tre gereral
policies and procedures of tre hospice
program.

Admissions: Numbers of patiets/
Tanilies tret enter a hospice program
and agree toacoept tre serviaes pro—
vided by a hospice program.
Admission criteria: Quicelines or
policies of a hospice program tret
specify the codirtions under which a
patient/fanily will be adnitted. The
purpose of tre aTtaria isto antrol
entry/adnission 1 eics, eg., most
hospices requiire a diagnosis of termirel
illressby a physician asa prerequisite
for adhission.

Ancillary staff: Health professioals
who provice adiitiael sarvicss ©
support or supplement hospice inter—
disciplirary team sarvices, including
physical thergyy, cooupational thr/gy,
Speech thergpy, rutritiaal counseling,
repiratory fh-"1y, and  othir sarvieess,

App\ opriate: Desoripti 2 of an action
or policy thet suitzble or corpatible
with ahospice program Sdbjectives
and philosophy.

Approved: Acoeptable to the appro—
priate autrority.

Assessment: Procedures by which

stragtrs, weaknesses, prablers, and
needs are icntified and addressed.

Audit, financial: An Incepencent
review of a hospice program 3 firercial
recorts thetacourately refledts is
firercial Stats.

Bereavement: An inportant element
of hospice care isan assessment of tte
needs of the bereaved family, and te
development of a care plan tret meets
these needs, both prior o, and
folloning the death ofa atiat
Hospice encourages the expression of
onef, recogniizes saial/eligias ad
etimic \ariables In bereavement ant
Supports staffand family participation
inmeaningful fureral services and
rittals.

Bereavement services: The hospice
program makes aailable bereavement
SLrvices o tte surviving familly
members fora period of a lesstone
year afterthe death of tre patiat. They
may include: cards to fanilies; home
VSIts; phone cllks: group counseling:
individlal conseling;  nenslettars; and
Bylaws: The rules, regulatias, or
laws adopted by a hospice program for
the regulation of its interral affarrsand
itsdealings wirth other persons and tre
community at latg.

Certification: A voluttarymechanism
used 1o quelrfy orgenizations to recene
public funds. I a provider chooses 0
participate inMedicare, forexamle, it
must comply with aset of corditios of
participation basedon laws and
regulatios.

Chemotherapy: Provision of drugs
(1., denicals) taken arally, injectad,
insrted, " raliy gplied, or otherwise
adninistered, to cotrol pain and
symptoms in hospice ptias.

Clergy: A personwho hesmet tre
requirerents of a religios



orgenization or system tosene tte
corstituency of tret religias
orgenization or systan.

Clergy services: See quritial
SIVICS.

Clinical privileges: Authorization
by the governing body to provide
geecific peient/fanily care and
treatment sarvicss inthe argenization,
within well-cefined Iimits, based on tte
individal S licaee, educatian, trainirg,
experience, competence, and judgnent.
Community: The irdiviclels, groys,
apies, falitis, or irstitutios
within tre locality sened by tre
hospiice progran.

Confidentiality: The relatiaship
between the hospice staffpatients/
families nwhich informetion sshared
and exchanged with the understanding
tret this information isused
goorpriately and wirth respect to the
patient/fanilies” wishes and nights ©
privecy.

Continuing education: Education
beyond mitill professicral preparation
tret sreleatt o te type of patiet/
Tanily care celivered intre
orgenization, thet provices currant
knowledge relevent to the individal 3
fields of prectice, and thet Brelated o
fandings from qality assurance
Continuity of care: Sarvices tretare
orgenized, ooordinated and provided i
away tret 5 reflective atdl times of
patient/fanily neads, adwhichare -
structured toassure tret tre hospice B
acoountable for itscare and services
recardless ofhome or inqatient settirg.

Continuous hesis: Hospice care B
provided inte home settirgon a24

A irje/tyUc Q Lawsuf

hour besis il care o lager
neeckd. Usual ly this oocurs when tre
patient/fanily goes intoamedical
asis, but does not need or wish ©
retum toan inetent sthrg.
Contracted services: Srvicss
provided through a formal agreement
with any orgenizatian, agency or
irdvidal. The agreerent, which B
approved by the governing body,
gecifies the services, persarel, ad/or
Space e provided ooron behalfof
the hospice program and tre consid—
eration o be expended nexdange.
Counseling: A relatioship inwhich a
person endeavors 1o help another
understand and cope  wirth prabllers.
Curative: Medical intenentios used
10 aeliorate tre cause of adise=e.
Dietetic services: Services tretmeet
tre rutriticel needs of patients, with
enphasis on patietswho have goecial
dietary nests.

Dietitian: A personwho sregisterad
by tre Commission on Dietetic
Registration of tre American Dietetic

Association or who hes the documented”™-

equivalent ineducation, training ad/or
eqerience.

Discharge: The pointatwhich tre
patient3 active inolvement with tte
hospice program s ended and tre
program no langer maintains active
resoosibility for the cate of tre pabiat

The actial pointofdischarge B
determined by tte |.aspice program n
accordance with the continuum of
home careand Ipatiet sarvicss
provickd.

Documentation of services: The
process ofwriting, recordingand
medntaining gopropriate recorts of
savicss thetare provided by ahospice
interdisciplirary team. This process B
very Inportant toassure aotaruity of
vicss, highgality of careand ©
Justafy those services tret have alreedy
been provided.

Dying: The progressive failue of body
systems 1o retain normal furctioning,
thereby limiting the remaining lile
gen.

Emotional : The feelingaspect of
consciousness which sabjectively
eqerienced nrdexpressad by
physiolagical reectias.

Emotional support: The provision of
psydo-social services thet assistand

the patiet/Aanily during et

periad of time when they cope with
treir feelings and responses o tre loss,
griefand change intteir family
structure which ooours when thepatiant
Clies.

Employees: Individels who agree ©
work and provice trelr servicss under
tre adninistrative direction of’ tre
hospice program. Employees may
recene wages and other compensation
nexchange for treirwork, or they may
provice their services wirthout payment,
asan Inkind contribution o tte
hospice program.

Fecility: The uildiny(s), equipment
and syplies necessary for tre



implerentation of Ipatiett services
for hospice patients/fanilies.

Family: The relatives and/or other
sighficantly  important persons who
provice psydolagical, enotional and
Soirteal sypport of the patient. The
"“family’* need not be blood relatives ©
bean inteyal pan of the hospice care
plan.

Fiscal management: The policies
and procedures  used 1o plan and cotrol
ahospice progran $ oerall firarcial
qeeratios.

Goal: An expected result or condirtion
tet takes time hachiee and B
gecified nastatenent of {-catiely
broad soope tret provides guidance n
establishing intermediate dojectives
directed tonard attaiment of tet gl
Governing body: The irdmvidul(s)-
group or agency thet hes ultimete
authorityand resporsibility for tre
owerall gperation of the orgenization.
Grief: The highly personal response ©
ks, Grievingmay precede an
anticipated death ormay e delayed for
acosiderable periad of tire. Grief
may menifest riseifnenotional and/or
pysical distress and may affect family
members ndifferatways atdifferat
tes. Some persons can resohve grief
with time and teirown resources;
otrers may recuire formal assistance
and support over an extended periad of
te.

Home: The patiatt3place of
resicknce. Home i the place where
most termirel ly il patients choose ©
spend trelr remaining cays.

Home care services: Formally
organized savicss designed to provide
and coordinate hospice

interdisciplirery tean savicss ©

patients/fanilies in tre home.

Home health agency: An
orgenization thet provides servicss ©
individlels in their place of residance.
Many home health agencies receie
compensation for treir servicess
provided 10 Medicare bereficiaries.
Some home health agencies qoerate a
hospice program as asgarate division
of their ol program.

Home health aide services:
Personal care services proviced ntre
home. Services may incluce assistane
in the adtivities of caily IiMing @9--
helping the patient batie, care forhisor
her hairor testh, exrcise and retain
necessary elf-elp dalks). Servioess
may also incluce specific household
1tesics 10 maintain® asafe enviroment n
aress of tre home used by tre patient
(eg.. changing the bed and doing
laundry essnial 1o the cleenliress of
tre patiat).

Homemaker services: Services tret
are provided 1o assist petiants 1o remain
intheirhomes. Services may incluce
assistance inpersoal care @g.-
assisting the patient 1o the bathroom or
in and aut of bed): mai  tenanceofa
safe and healthy envirm— nent @g.-
Cleaning tre patient3t  )om. bath
and kitahen, doing persora! laundry and
preparing meals): and other sevices, as
gopropriate 1o the homemaker™s
ressibilities.

Hospice care: Care provided by a
hospice progran trvisdesigned ©
meet tre physical, soaial, emotional
and spirmtal needs of dying petients
and their fanilies.

Hospice urogram: A hospice
program isa coordinated program of
palliative and supportive services
provided in both home and Inatiat

settirgs which provides for physicl,
psycholagical, sociial and ointtual care
fordying patients and treir fanillies.
Servicssare prov™d by amedically-
directed intercisciplirary team of
professionals and \oluntesrs.
Bereavement care s aailable to tre
Tamily folloving tre death of tre
patient. Hospice provides supportand
care for persons intre kestpheses of
inarable discese S0 tret they may Ine
as Tullyas comfortably as possible.

Hospice philosophy: Hospice
reconizes dying as partof tre normal
prooess of living and foouses on
maintaining the quality of life. Hospice
affims Iifeand rertrer hestens nor
postpones death. Hospice edsts intte
hope and telieftet: through
goorgoriate care and the promotion ofa
caring community sasitive o teir
nesds, patientsand their faniliesmay
be free toattain adegree of mental and
guiritial preparation for death thet 5
satisfectory to. them.

Hospice program director: The
chief adninistrative officer of tre
hospice progran who  provides oerall
poliicy directin, sresoosible for tre
fisal geeratians, and implements work
plans and procedures.

Incident report: Docurentation of
an event of action ttet i likely © leed
toadverse effects ad/or tret\veries
from established policies and
procecures pertaining o patient/fanily
o2 (3

Infection control program:
Organized, on-going adtvitieswithina
hospice program toaontrol and monirtor
the soread of infectioLs diseases within
the hospice, including both home and
inqetient settangs. Partof thisprogram
inohes establishing and maintaining
soecafic policies and procedures proper



procecures for r i

of human disdgg aneillace
of staffand patients for infectios
aoquired during treircotact with a
hospice program.

Informed consent: A Tl
understanding by a competent body of
the rids and berefits of partiaular
medical procedure or setof procedures.
Prior tbadhnission o hospice, te
patient/fanily must sign an agreement
et states they understand  tre reture
and soope ofhospice care, including tre
fect tret hospice care spalliatie and
not arative, and tret they agree ©
cogperate intre provision of care.
Inpatient services: Formally
organized servicss designed to provice
and coordinate hospice interdisciplirery
team services o patients/fanilies inan
Ietient sty

Inpatient settings: Services provided
na settirg where tre needs of aautely
ill petients/fanilies can be met. This
care isprovided on a24 hour besis and
inolves the full hospice interdisciplinary
tean. During tre kstmonths of likg, a
dying patientmay have episodes of
aoute illress tret reuire the intersive
srvies gebility of an iratat

Sty

In-service education: Organized
education designed toenhance tre
sallsof interdisciplirery team
members or teach them new ddllks
relevatt to their reaorsibilities and
disciplires.

Interdisciplinary team: Hospice
care sproviced by an interdisciplirery
teamwhich incluks at lesst e
folloving members: patiettand
pataent$ family, physician, nurse,
social worker, voluteer, and clergy.
The tean scoordirated by a qalified
health care professioal and B

0

piedically sypervisad. The team meets
regularly todevelop and maintain an
gooropriate plan of care. (See
Interdisciplirery tean savices.)
Interdisciplinary team
conference: A meeting duringwhich
interdisciplirery team members review
one ormore interdisciplirery tean care
plans © update patiet/fanily physical
and/or psyaological statisand initisie
any changes intte care plan.
Interdisciplinary team plan of
care: Documentation of savics B
necessary for tre celivery of qality
hospice care. Of artical inportance B
tre development of an integrated plan
of care which recorts assessTants,
proposed  intervantias by dl
interdisciplirary team members and
documents al servicss provided o tre
patient/fanily and treir outcomes.
Hospice dinical records reflect tre Tull
range of problems intified, servicss
provided by leel of care aoross both
the home and Inpatient settargs, and
progress notes documenting the care
givenon acay-to-cay tesis.
Interdisciplinary team services:

A group composed of individals from
various professios and disciplines who
interacton a regular besisand have a
working knowledge of the assessrent
and care of the patient/family by each
member of the team. The team servicer
are daracterized by trediility by dl
members and disciplires toallow treir
roles to overlgp vhile sinuktanecusly
providing enotional sypport toeach
other and maintaining a resoect for
each other 344k, trainigand
intenentios.

Intermittent besis: Provision of
hospice services at intenels as they are
needed by the patient/family. During
the frel sixmonths of i, the paiet/
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fanily may go through a number of
arisss tret require a higher leel of
ntEsity of hospice sarvices tren et
other tnes.

Interventions: Specific actios
designed 0 interfare, stop or areliorate
tre retural course of an illressor
human diseese. Inhospice,
Intenentios are limitsd © those tet
1j© palliative and not arative. These
intenentions may, hosever, aldressa
range of patiet/fanily nesds,
including physical, soiriteal, social and
emotional concarms.

License: Authorization topracice In
the professioral disciplire by an
irdividlel may be mandated by stale
law. The state grants permission tba
provider orgenization t querate or
individlal toprectice. It samatter of
soecrfic state law and violation imposes
a prekty.

Licensure: Licensure stadards are
teminimum standards which must be
met oprovide serviee as ahospice. In
antrast to acoreditation and
crtrhicatim, licsure smandatory if
seecified by state law. The State grants
permission tba provider orgenization
tooperate or individel © prectice. Ite
amatter of gecific state law, a—d
violation imposes a parelly.

Medical director: A fully licesd
physicianwho scharged with the
resorsibility of acting as cosultat o
tre interdisciplirery team ad, as
requested, toattending physicians with
regard © pain and symptom
management, asvell asactingas
liaisnwith physicias in tre
comunity.

Medical records! Secific recorts
mairtained by ahospice tratdocument
dll serviass provided by tre



interdisciplinary team toa pabiet/
Tanily.

Medical staff: A sirgle organized
body tret & accountzble o tre
goveming body and hes the oerall
resaosibility for the gality of
professiaal services provided by
irdividlals with dinical priviless.
Medication: Any sustance, whether
prescripion or over-the-counter dug,
tret s taen aally, injedted, s,
tpically gplied, or otherwise
aiministered 1o tre paiient
Nursing services: Patigt/fanily
Gare VIGss pertaining o tre
lliate, arate, reedilitatneand
prevertive agects of nursing,
performed and/or supervisad by a
registered nurse pursLant
verdisciplirary team care plas.
Objective: An expected reltor
codrtion et takes kess tine oachiee
thenagel, sstated inmeasurable
tems, hes a gecified tine for
achieverent and srelated to tre
attaimentof tetgml.

Outcomes: The frel reultsor
consequences from gecific
intenentios @en. Inhogpice, te
death of the patiient isanticipated and B
not defined as an outcome. Appr e
hospice outcomes foous on antrol of
pain and symptoms and qality of tre
remaining days tret tre patient/fanily
Spends togetfer. L
Pain"and symptom control: For tre
hospice program, thegoal of dl
Intenetios st maximize teqelity
of the remaining lifethrough tre
provision of pelliate trergpies thek
antrol pain and symptoms and
minimize tre negative sick effects of
Interventias. Hospice prograns

recognize tret when a patietand a
Tamily are faoed with termiral dissese,
stressand concems  may arise nmany
agpects of treir Iines. Optimum
symptom cotrol includes addressing
those stresses and concerms, naddition
1o the use of gropriate thergpies.
Symptom aotrol incluces assessing
and responding o the thysicl,
erotional, social and sirital needs of
e petiet/fanily.

Palliative care: Intenention tet
foouses primarily on rediction or
abaterent of tre physical and
psydhosocial symptoms of termirel
ilies.

Patient/familv as unit of care:

The seecific unit forwhose needs
hospice sorganized. Inhospice, this
unit stre patiet/fanily. Servioss are
structured €., record/keeping) and
then celivered (eg., visitsathome with
family members). Inantrast, most
health provicers have, as treirunit of
care, the irdividal patient.

Personal care: Assistae rekered ©
the patient i bething, dressing,
mability, or any other activities of caily
Ivirg and persoral hygiere.
Pharmacist: A personwho hesa
degree in pharmacology and s licasad
and registersd 1 pragare, presene,
compound and dispense drugs and
chemicals n tre state inwhich heor she
practicss.

Physical : Relating to tre body, i
structure, daracteristics and fuctios.
Physician: A doctor of medicine or
doctor of ostegpathy who sully
licensd topractice medlicine n
conformity with gopliceble law.
Physician, attending: The primary
physician selectsd by tre patiet o be

resparsible forhis or her medical cre.

Physician, hospice: Am licensd
medical practiticeron tre hospice
Staft (compensated or not) who B
knowledgeable about hospice prirciples
and active In the development and
inplenentation of interdisciplirary
team plas of care for patiants and
Tanilies.

Primary caregivers: The person
desigated by te patient togive
emotional support and/or physical care
o tre patient. This personmay be an
individial who hes persoral
sighificance 1o the patient but no bllood
or kel relatioship €g., sigificat
other), such asanreighor, friedor
other persm. Iftre patiethes no
designated primary cargeersm, the
hospice may, according to irdividal
program policy, make an effart ©
desigrate a primary cargerson.

Prognosis: The progpect of recovery,
or a forecast of tre retural history of a
dissese or illes. In hospice, wally
prior toadnission, a pabiatmust have
been given a prognosis by a physician
of less then sixmonths o Ine.

Program director: The person who
hes the authority and reqorsibiiity, &s
delegated by the governing body,
accamplish progran-specific goals ad
aojectives, implement program policy
and manage persomel and resources.

Psychological/social work
services: Counseling and/or thergyy,
& groriate, thetasists tre patiet/
fanily mminimizing stressssand
problems tretarise from s,
economic or psydolagical situatios
and assists the patiet/fanily n
maximizing positive agpects and
opportunrties for growth. Servioss are
proviced, as goprpriate © tresdlls



required, by the persons who have
education, training ad/or experience
intre care of hospice patients/faniiies
and demonstrated ahility n

counsel ling and casanork.
Psychosocial assessment: The
aaluation of a patiet$/fanily 3
environrent, religiass background,
firercial Status, and other pertinent
psydosocial information trekmay
antribute o tredevelopment of an
interdisciplirery team care plan.
Qualified: Having the experience,
education and demonstrated
competence deemed goorgpriate by tre
hospice program tomeet tre
requirenents and fulfall teresosi—
hilitees of a goecific function or duty.
Quality assurance: Ongoing
assessrent progran tratmeasures the
quality of tre intercisciplirery hospice
SerVICeS provided; Bt includes
provisias foraddressing soecific
problems idntifiedand followp
determine tre effectivaress of
Registered nurse: A nurswho Ba
graduate of an approved school of
nursing and who s licassd 0 prectice
asa registersd rurse.

Risk assessment: The hospice
program maintainsa prooess of rnk
assessment for surviving family
members tret ictafies those
indiviclals at nisk of pathological
gnef. For those irdividlals et high
sk, goorgpriate refaralsare made o
mertal health professiaels intre
comunity.

Service: A furctiael division ofa
"program or an interdisciplirery team.
Also, trecelivery of care.

Social: The interactias of persons
with treir families and comunities.
Social services: See (Psydolagical/
sooial work senvices.)

Spiritual service: Jirttal
provided by amember of tre
interdisciplirery team, community
clergy, or aperson idantafied by tre
patient/fanily as sypportive with
regard © goirtial or religios natters.
Staff: Paid or volurteer
interdisciplinary tean members who
provice hospice SaviGes.

Staff support: Organized adtimities
designed o provide psydological/
social support tohospice enployees as
they respond persorelly o the loss,
griefand change experienced by
patigts and treir families.
Supervision: The direction of tre
provision of sarvicssand tre
individels who provice tre savicss,
and tre review of tre servioss
provided, inaccordance with written
program polickes, procedures and job
cesoriptions.

Terminal disease: An illressfor
which treatment directsd tosard cure
or aotrol of the disease Process o
longer possible or effectie.
Terminally ill: Individals sufferirg
from a disease with a prognosis of six
months or kessto Ine.

Transfer: Movement of the paiet/
family franone service or location to
another .., the patient and family or
designated primary cargersm).

Unit: A fuctioel divisionofa
faalityor rstatuon. Also, aperson or

group regarced asa whole g, te
patientand family or designated

primary Garepersm.)
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Utilization review: The process of
using precefined aiteria toevaluate
whether the hospice Sservicss and
resources are necessary, asst efficiat
and effectiely utiliz.

Volunteer: An individal who agrees
o provide services toa hospice program
wrthout monetary conpensation.  More
gecifically, apatietcare wluttesr B
an individal who agress tosene onan
interdisciplinary team as acompanion
of te patient/family and provide
psycho-social support o tre patient/
family during the remaining days of the
patient S life. A bereavenent care
volunteer agrees 10 provide psycho—
sooial suppon o the survivirg familly
folloving tre patient™s death.

Volunteer support: Adtivities
designed oassistand support
volunteers as they work in treir roles as
patient care and bereavement
volunteers.

Written agreement: A formel
agreement with any orgenization,
agency, or iraividal secifyirg tre
SIS, persomel and/or space tole
provided toor on behakfof the hospice
program, asvell as tre monies tobe
expended, ifay, intreexchange. The
agreement sapproved by tre goverming
body, in accordance with hospice
program policy.



Notional Hospice Organization

Addendum to

Standards of a Hospice Program of Care
Recommended by the National Hospice Organisation

Original Standard:
Standard 14

A hospice program has an organised training program and
procedures for the selection, supervision and continuing

education of volunteers.

Revised Standard:
<

Standard 14 CA>

The hospice program has an organised training program which
covers at a minimum the following topics: introduction to
hospice, concepts of deach and dying, communication ski-Is, care
and comfort measures, understanding diseases and conditions,
psychosocial and spiritual dynamics of death and dying, the
hospice family, managing personal stress, the bereavement
process, and the role of the volunteer in hospice.

Standard 14 CEO
The hospice program has established policies and procedures for
the selection, retention and continuing education'of hospice

volunteers and volunteers are regularly evaluated using
performance criteria defined by the hospice.
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