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As the veteran population ages, the need for VA palliative care services increases. These
providers describe how their institution developed a comprehensive and multifaceted
palliative care program—and offer tips for others interested in emulating their success.

he World Health Organiza-

tion defines palliative care as

the active total care of patients

whose disease is not respon-
sive to curative treatment. Symptom
control and psychosocial and spiri-
tual care are paramount. The primary
goal of palliative care is to achieve
the best possible quality of life for pa-
tients and their families.!

The VA provides health care for
patients who are, on average, a decade
older, more seriously and chronically
ill, and dying in greater numbers
than the general population. It is es-
timated that 1,600 veterans die each
day in the United States and 27,000
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veterans die annually as inpatients in
VA facilities.? As such, palliative care
has become a major priority for the
VA over the past decade. Hospice and
palliative care have been covered ben-
efits for enrolled veterans since 2003.
By policy, every VA medical center
is required to have a palliative care
team comprised of a physician, a so-
cial worker, a nurse, a chaplain, and a
program coordinator. In addition, VA
facilities are encouraged to establish
palliative care beds to meet the needs
of dying veterans who cannot stay
in the community.” Beyond clinical
services, the VA also has prioritized
interprofessional education, research,
and community partnerships relating
to palliative care.

Recognizing the increasing pallia-
tive care needs of the veteran popu-
lation, the Clement J. Zablocki VA
Medical Center (ZVAMC) in Mil-
waukee, WI has established a com-
prehensive, interdisciplinary program
for its patients. Since inception, this
program has developed steadily and
has been recognized nationally for its
excellence in palliative care.

In this article, we describe this
program and its components, the
palliative care database that is used
for program evaluation and other
research purposes, and policies that
have been established to address pal-
liative care practices. In addition, we
highlight strategies that have facili-
tated program development, chal-
lenges encountered during program

establishment, and future directions
for continued growth. We hope that
this article will serve as a tool for pro-
fessionals interested in developing
or expanding existing palliative care
programs at their institutions.

HISTORY OF THE PROGRAM

The ZVAMC is a highly affiliated,
academic medical center that offers
a comprehensive continuum of care,
including primary and specialty care
clinics, home care programs, com-
munity-based outpatient clinics, and
tertiary inpatient care. The veteran
population it serves extends through-
out the northern tier of the Great
Lakes Health Care System (VISN 12),
including the state of Wisconsin, the
upper peninsula of Michigan, and
part of northern Illinois. The ZVAMC
has 170 hospital beds, 113 extended
care beds, and 365 domiciliary beds.
Each year, it admits more than 6,500
patients and has over 540,000 outpa-
tient visits. Approximately 240 pa-
tients die at the medical center each
year.

Palliative care initiatives at the
ZVAMC began in 1996. At that point,
leadership in the division of rehabili-
tation and extended care recognized
a strong need to provide better end-
of-life care not only to extended care
residents but also to other veterans
served by the medical center. In order
to begin preparing staff to provide
specialized end-of-life care, the medi-
cal center brought in end-of-life care
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experts from the community for a
two-day orientation to the principles
of hospice and palliative care. Weekly
rounds also were initiated with the
pain clinic, radiation oncology ser-
vice, hematology-oncology service,
and pharmacy to review specific pa-
tient needs.

In 1999, the palliative care pro-
gram was officially created to provide
comprehensive, interdisciplinary, pal-
liative and end-of-life care to patients
throughout the medical center. The
mission of the palliative care program
is to maximize the quality of life of
the veteran by promoting indepen-
dence, providing pain and symptom
relief until the moment of death, and
supporting the veteran’s family dur-
ing the dying process and after the
veteran’s death. In order to convey
the program’ holistic approach to pa-
tient care, it has adopted the “tree of
life” as its symbol, with five branches
each representing the physical, social,
emotional, intellectual, and spiritual
aspects of the patients life. This image
is used on the program’s brochures
and other printed materials.

PROGRAM COMPONENTS
Currently, the ZVAMC palliative care
program encompasses an inpatient
palliative care unit (PCU), a pallia-
tive care consultation team (PCCT),
a palliative care outpatient clinic, a
grief and bereavement program, spir-
itual care services, a volunteer pro-
gram, an educational program, and
a developing research program. The
sections that follow describe each of
these components in detail.

The PCU

The PCU is a 31-bed inpatient unit,
located within the ZVAMC’s Ex-
tended Care Center, that specializes
in the care of veterans with end-stage
diseases—82% of which are cancer.
The unit also cares for veterans who

are undergoing palliative radiation
therapy and chemotherapy but ex-
pect to return to the community after
completion of treatment.

The PCU uses an interdisciplin-
ary approach to care. Its staff consists
of a medical director, who is an ac-
ademic geriatrician with board cer-
tification in palliative medicine; an
internist and a geriatrician with train-
ing in palliative care; a geriatric nurse
practitioner (NP) with certification
in palliative care; a nurse manager;
10 registered nurses (RNs); nine li-
censed practical nurses (LPNs); five
certified nursing assistants (CNAs);
a social worker who is also the pal-
liative care program coordinator; a
psychologist; a physical therapist; an
occupational therapist; a chaplain; a
dietitian; a pharmacist; and a recre-
ation therapist. Members of this staff
meet weekly as a team to discuss care
plans, review documentation, and
discuss current issues and needs of
the PCU.

The PCU admits approximately
200 patients per year. Patient referrals
are made primarily by the following
services: acute medicine and intensive
care unit (ICU) (44%), hematology-
oncology (20%), radiation therapy
(11%), and primary care (7%). An-
other 7% of referrals come from com-
munity hospitals.

The PCCT

Established in September 1999, the
interdisciplinary PCCT provides
consultation for both inpatients and
outpatients throughout the medical
center. The PCCT addresses issues
such as admissions and transfers
to the PCU, pain management and
symptom control, prognosis assess-
ment, goal setting, psychosocial and
spiritual care, discharge planning,
and referrals to the community for
palliative and hospice care. Another
important function of the team is to

coordinate care and improve commu-
nication among health care providers,
patients, and their families. The team
frequently uses family meetings to es-
tablish goals of care and to facilitate
the transition to palliative care.

Any clinician in the medical cen-
ter can request a palliative care con-
sultation through the computerized
patient record system using the pal-
liative care consultation template.
Referrals are assessed within 24
hours. Since its inception, the PCCT
has gained significant visibility in the
medical center, and it currently re-
ceives approximately 380 requests
for consultations per year. In fiscal
year 2006, the PCCT was involved
in the care of approximately 60%
of patients who died in the medical
center.

The outpatient clinic

The palliative care outpatient clinic
began to operate in 2001. It is staffed
by an interdisciplinary team com-
prised of a physician, an RN, and a
social worker. A psychologist and
a chaplain also are available during
patient visits if needed. The clinic’s
main function is to offer continuity
of care to palliative care patients after
discharge from the hospital. It also
provides consultative and coordi-
nated care to veterans with advanced
diseases who do not meet criteria for
enrollment in the Medicare hospice
benefit.

Grief and bereavement services
Grief may be understood as the mul-
tifaceted psychological and physical
response experienced by individuals
in a state of bereavement due to the
loss—or anticipated loss—of a loved
one.> The ZVAMC’ VA palliative care
program seeks to address the grief
and bereavement needs of veterans,
staff, and families through the provi-
sion of a variety of services.

Continued on next page
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Veterans admitted to the PCU are
assessed by the psychology service
for anticipatory grief reactions and
the presence of more severe psy-
chological symptoms, such as de-
pression and anxiety. Based on this
assessment, an individualized treat-
ment plan is developed. Therapeu-
tic interventions include supportive
psychotherapy, cognitive-behavioral
strategies, nonpharmacologic meth-
ods for managing symptoms (such
as anxiety or pain), existential explo-
ration, and life review. Patients who
require pharmacotherapy are referred
to the psychiatry services. In addi-
tion to individual psychotherapy, a
weekly support group for veterans is
facilitated jointly by the psychology
postdoctoral fellow (an individual
who works primarily with the pallia-
tive care program as part of the Inter-
professional Fellowship in Palliative
Care, which is discussed later as part
of the educational program) and a
psychiatric clinical nurse specialist.
Topics discussed include coping with
a terminal diagnosis and in one life
and death, finding meaning in the
diagnosis, communicating with staff
and family members, and symptom
relief.

Grief support is provided to
nursing staff in the palliative care
program through twice monthly
meetings facilitated by the PCU psy-
chologist and the psychology post-
doctoral fellow. These meetings
provide staff with an opportunity to
express their emotional reactions to
veterans’ deaths, validate their im-
portant contribution to the quality of
veterans’ lives in the terminal stages,
discuss team communication and
interpersonal conflicts, and receive
information about psychological fac-
tors affecting palliative care patients
and their families. The psychologist
also is available to conduct support-
ive debriefing sessions with palliative

care staff members on an individual
basis as needed. Staff members who
require more formal and ongoing
grief and bereavement counseling are
referred to the medical center’s Em-
ployee Assistance Program.

In order to address the needs of
the bereaved families, a grief and
bereavement program was imple-
mented on the PCU in 2003. Con-
sistent with research suggesting that
family members benefit from contact
with medical center staff following a
patient’s death,* the grief and bereave-
ment program provides opportunity
for ongoing communication through
mail, telephone, and in-person re-
membrances. Specifically, the current
program consists of a sympathy letter
mailed to the bereaved family mem-
bers within two weeks of the veter-
an’s death; telephone calls by trained
nursing staff one month and six
months after the death; and mailings
focused on grief during the second,
fourth, and ninth months following
the death. Mailings also are sent out
around the holiday season and on the
first anniversary of the death. Contact
information for the bereaved family
members is tracked by the palliative
care secretary, as are the mailings.

The initial mailing invites the fam-
ily members to contact the palliative
care social worker should they desire
a referral for additional grief support.
During the one- and six-month tele-
phone calls, bereaved family mem-
bers are asked about their coping
resources. If they express a desire for
follow-up, referrals for specialized
care in the community are provided.
In addition, psychological support
in the form of grief and bereavement
counseling may be offered to surviv-
ing family members on a time-limited
basis by the PCU psychologist and
psychology trainees.

Memorial services are another
component of the grief and bereave-

ment program. These are organized
by the chaplain service and held every
six months. Family members, friends,
and staff are invited to attend.

Based on a review of the medical
literature and on input from the pal-
liative care program at the Bay Pines
VA Healthcare System in Bay Pines,
FL, the ZVAMC palliative care pro-
gram developed and implemented
a bereavement risk assessment
tool in 2005. (Copies of the tool
are available upon request; please
e-mail trisha.o’leary@va.gov.) The
goal of this tool is to identify individ-
uals who may be at risk for compli-
cated grief, which may be understood
as a deviation from the expected grief
experience with respect to duration or
intensity of symptoms.” The tool ad-
dresses the caregiver’s understanding
of the patient’s disease and prognosis
and perceptions of his or her relation-
ship with the patient. It also includes
the assessor’s clinical impression of
the caregiver based on observations
and collateral information from other
staff and family members.

The bereavement risk assessment
tool is now included as part of each
patient’s psychosocial assessment in
the computerized medical record.
While research is needed to evalu-
ate the reliability and validity of the
tool, anecdotal experience thus far
suggests its usefulness in helping pal-
liative care staff to identify individu-
als at risk for complicated grief, thus
enabling staff to offer specialized grief
support and more intense follow-up
after the patient’s death.

Spiritual care

Promoting spiritual care is an impor-
tant function of the palliative care
program. Chaplains from several de-
nominations are available throughout
the medical center to meet the spiri-
tual or pastoral needs of veterans and
their families.
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To address the specific needs of
patients in the palliative care pro-
gram, a spiritual assessment tool was
developed, and it serves as a guide-
line for the chaplain’s care plan. Reli-
ability and validity data on this tool
are not yet available because the
tool is currently being revised and
updated based on the VHA's Spiri-
tual and Pastoral Care Procedures
Handbook. In its current form, the
tool assesses the patient’s religious
preference, faith, life values, faith
group participation, life changes, es-
tablished support systems, religious
history, and life history.

A pastoral care plan is formulated
based on the patient’s needs and reli-
gious preference. Chaplains approach
spiritual care according to each pa-
tient’s belief system. Spiritual inter-
ventions commonly used include
communion; religious services; Bible
reading; and use of rituals, prayers,
and sacraments that relate directly to
healing, dying, and helping the pa-
tient to cope with the end of life.

The volunteer program

The ZVAMC:s palliative care program
uses volunteers from the commu-
nity to enhance veterans’ quality of
life. Some veterans are admitted to
the PCU to receive medical treatment
that is unavailable near their homes
or because their loved ones can no
longer care for them at home. These
veterans often are hours away from
their families and friends. PCU vol-
unteers visit with patients to promote
meaningful social interactions. Vol-
unteers also perform such activities as
reading to patients, playing musical
instruments, accompanying patients
to appointments or to the outside
patio, sitting vigil with patients who
are close to death, and participating
in functions and events to improve
patients’ quality of life (such as holi-
day celebrations).

Volunteers are recruited from area
churches and county retirement pro-
grams and by word-of-mouth. Indi-
viduals who expresses an interest in
volunteering on the PCU are referred
to the ZVAMC: volunteer coordina-
tor for review of polices, privacy acts,
and other needs. The palliative care
coordinator then meets with the vol-
unteer to provide a two-hour training
session on death and dying. Training
focuses on the general aspects of pal-
liative care, as well as emotional and
physical signs of pain. The palliative
care coordinator meets regularly with
each volunteer to review his or her
activities and work experience and to
identify any ongoing training needs.
If additional educational needs are
identified, appropriate literature is
provided. Volunteers are encouraged
to notify the palliative care coordina-
tor if they are feeling overwhelmed or
need additional support.

The educational program
Interprofessional education has been
a priority of the ZVAMC palliative
care program since its inception. The
palliative care education program pro-
vides continuing education and train-
ing to physicians, residents, fellows
and medical students of the Medical
College of Wisconsin, nurses, nurse
practitioners, social workers, psy-
chologists, and pharmacists. The
paragraphs that follow describe sev-
eral educational initiatives.

In 1998, the ZVAMC was selected
as one of the sites for the VA Faculty
Leaders Project for Improved Care at
the End of Life, which was funded
by a grant from the Robert Wood
Johnson Foundation. The objective
of this project was to establish pal-
liative care training curricula within
VAMC-based internal medicine resi-
dency programs.® A multifaceted pal-
liative care curriculum was developed
at the ZVAMC and integrated into the
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Medical College of Wisconsin’s medi-
cine residency curriculum.” Multiple
teaching methods were used, includ-
ing morning report to discuss pallia-
tive care topics, case discussions on
ethical issues, and six core curriculum
lectures based on the American Medi-
cal Association Education for Physi-
cians on End-of-Life Care (EPEC)
project.® One of the highlights of this
project was the development of a pal-
liative care educational experience for
internal medicine residents, which
was integrated into an existing geriat-
rics rotation.’

In 1999, several ZVAMC faculty,
nursing staff, NPs, and fellows at-
tended a 12-week faculty develop-
ment course in palliative care.!® The
intent of this course was to improve
VA faculty and staff knowledge of,
attitudes about, and skills in pal-
liative care and to prepare these staff
members to teach other trainees in
the medical center. Also in 1999,
an eight-session nursing education
program in palliative care was devel-
oped by the palliative care team to
provide basic knowledge to nurses
who work directly with palliative care
patients.!! In May 2000, this program
was expanded to a day-long nursing
symposium, which was attended by
approximately 70 members of the
medical center’s nursing staff and was
videotaped and used for orientation
of new PCU staff.

In 2001, the ZVAMC'’s palliative
care program was recognized for its
excellence in education and clinical
care and was chosen as one of six sites
nationwide for the VA Interprofes-
sional Fellowship in Palliative Care.?
The fellowship offers interdisciplin-
ary training in a broad end-of-life care
curriculum. The ZVAMC offers train-
ing positions for physicians, nurses,
psychologists, pharmacists, and so-
cial workers. The fellowship provides
training experiences in several areas,
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including inpatient, outpatient, and
consultative palliative care; home
hospice; home-based primary care;
pain management; oncology; radia-
tion oncology; community-based pal-
liative and hospice care; and several
other rotations tailored to the fellows’
individual career goals. To date, 15
palliative care fellows have received
training at the ZVAMC, and several
have assumed palliative and hospice
care leadership positions after gradu-
ation. The palliative care fellowship
has organized a variety of educational
opportunities for VA staff and the
community to disseminate pallia-
tive care knowledge. In 2003, a large
symposium offered education in the
basic domains of palliative care to VA
employees and community hospice
workers.

Other educational initiatives in-
clude regular teleconferences ad-
dressing a range of topics related to
interprofessional education in pallia-
tive care. The conferences are based at
the ZVAMC and are offered to other
VA medical centers and community
hospices. In addition, the palliative
care program promotes medical cen-
ter grand rounds and facilitates a
monthly palliative care journal club
that is open to all VA staff.

At the unit level, continuing edu-
cation efforts in palliative care have
concentrated not only on maintaining
end-of-life care skills but also on gain-
ing additional expertise in the field.
The PCU’s NP and several of the RNs
have attained certification through
the Hospice and Palliative Nurses
Association (HPNA). During 2005
and 2000, review courses based upon
core curricula developed by HPNA
were presented to the PCU CNAs
and the LPNs, resulting in success-
ful certification of five CNAs and six
LPNs.!21? Standards of nursing care,
clinical guidelines, end-of-life teach-
ing guidelines, and a progress note

template that uses a modified version
of the Edmonton Symptom Assess-
ment System'* have been completed
and are in use to guide and document
nursing care. Palliative care nurses
have served as faculty for a course on
end-of-life care in the nursing home
and as resources for end-of-life symp-
tom management throughout the
long-term and acute care areas of the
medical center.

Palliative care research

Developing research in palliative care
is another focus of the ZVAMCs pal-
liative care program. Projects that
have been completed successfully
by palliative care faculty and fel-
lows include the study of rehabilita-
tion interventions in palliative care
patients,'>1® assessment of spiritual
beliefs and practices among palliative
care physicians and nurses,'”!® the
use of mindfulness meditation as a
psychotherapeutic tool with palliative
care patients, and the assessment of
grief and coping among palliative care
providers. Currently, a study on the
knowledge, attitudes, and behaviors
related to end-of-life practices among
ICU providers is underway.

COLLECTING AND
ANALYZING DATA

The palliative care program uses an

electronic database to enhance pa-

tient care follow-up, program man-

agement, and data reporting. This

database includes clinical data on the

PCU and PCCT, including:

¢ patient demographics (such as age
and gender);

¢ diagnosis;

e number of admissions, dates, and
lengths of stay on the PCU;

¢ reasons for admission to the PCU
(such as pain and symptom con-
trol, palliative radiation therapy,
or palliative radiation and chemo-
therapy);

¢ services that referred patients to
the PCU;

e number of deaths on the PCU;

e discharge site (such as the home,
home hospice, long-term care, or
other VA facility);

¢ number of palliative care consulta-
tions and the services that referred
patients for consultations;

¢ number of palliative care clinic
referrals and the services that re-
ferred patients to the clinic;

¢ number of deaths in the medical
center and the percentage of these
deaths for which the PCCT was
consulted; and

¢ average number of days between
initial palliative care consultation
and the patient’s death.

Data on patient and family mem-
ber satisfaction have been collected
to assess the quality of care provided
through the palliative care program.
In 2002, 104 PCU patients (100% of
those who were surveyed) reported a
high level of satisfaction with the care
received in the following areas: in-
formation received from staff regard-
ing illness, wishes being respected
by staff, information regarding daily
activities, pain management, timeli-
ness in receiving pain medication,
staff timeliness in responding to call
lights, and degree to which spiritual
needs were met. In a separate survey,
family members of 46 deceased pa-
tients who were treated on the PCU
(100% of those who were surveyed)
reported high levels of satisfaction
with the quality of care provided to
the patient, pain control, degree of
involvement in decision making,
amount of information from medi-
cal providers regarding the patient’s
illness, and perception of their needs
being met as a spouse or caregiver.

PALLIATIVE CARE POLICIES

To aid in formalizing the develop-
ment of the palliative care program,
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Table. Steps for successful palliative care

program development'®

e Justification of the need for a palliative care program

e Securing institutional support

¢ Implementation and program operation:
—Establishment of the program mission
—Development of short- and long-term program goals
—Recruitment and development of a palliative care team
—Selection of a palliative care service model (inpatient, outpatient,

consultative, or some combination thereof)

—Development of policies and procedures
—Development of marketing strategies
—Development of a method for evaluating program performance
—Development of a palliative care database, including clinical and

financial data

—Development of a quality improvement process
—Development of a grief and bereavement program
¢ Development of educational and research initiatives

several policies and procedures were
established to address specific care
needs of the palliative patient. The
first of these was a professional ser-
vices memorandum that describes the
mission, goals, functions, and compo-
nents of the palliative care program.
A policy addressing admission to
the PCU defines palliative care, the
criteria for admission (namely, pa-
tients with a life expectancy of six
months or less, patients needing
symptom control with the desire to
return home afterward, and patients
requiring close observation during
active radiation therapy or chemo-
therapy), and the hours during which
admissions are accepted. The admis-
sions policy also identifies patients
who cannot be accommodated on
the unit, specifically those who are
dependent upon a ventilator, those
receiving heparin drips or restorative
total parenteral nutrition, and those
with a psychiatric diagnosis whose
behavior requires a locked unit. An
admission packet also was developed,
which contains a description of the
PCU and the services provided, as
well as teaching materials for patients

and families. These teaching materi-
als include booklets entitled “Prepar-
ing for Your Loved One’s Death” and
“Living through Your Grief.”

The palliative care program has es-
tablished additional policies with re-
gard to symptom control approaches
and definitions of patients’ wishes,
including;

e continuous intravenous infusion
of opioid drugs,

¢ subcutaneous infusions,

* palliative sedation,

¢ comfort measures only,

¢ aromatherapy,

* nebulized morphine delivery,

* deactivation of implanted cardio-
verter-defibrillator devices, and

* pronouncement of death.

Institutional policies that were
already in place for other aspects
of care—such as skin care, medica-
tion delivery, blood transfusions, do
not resuscitate orders, and use of re-
straints—also are used on the PCU.

KEYS TO SUCCESS

Several factors contributed to the
successful development and imple-
mentation of the ZVAMC palliative

PALLIATIVE CARE

care program. First, having effective
leadership and a well developed team
were essential. During initial recruit-
ment of staff to the palliative care
program, VA staff were invited—not
required—to join the team. This laid
the foundation for a committed, car-
ing, passionate, and highly skilled
palliative care team. Team members
are very dedicated to all three aspects
of the palliative care program: pa-
tient care, teaching, and research. In
fact, several of them serve on local,
regional, and national palliative care
committees and organizations.

Roles and responsibilities of each
team member are clearly specified to
avoid role confusion and to strengthen
the team, and great efforts are made to
maintain open and consistent com-
munication among the team mem-
bers. Regular team meetings to review
goals and develop strategies for con-
tinued growth also have been essen-
tial for program development.

Support from the medical center
administrators has been another in-
tegral part of the program’s success.
Administrative support was obtained
through several meetings with medi-
cal center leaders to address the need
to improve end-of-life care for veter-
ans. Additionally, the palliative care
database has proven valuable in cap-
turing program growth and reinforc-
ing the need for the palliative care
program. The survey data on patient
and family satisfaction also have been
shared with medical center adminis-
trators to reinforce the need for and
mission of the program.

Strategizing program development
is key to continued growth. We use a
step-by-step process for program de-
velopment that focuses on the needs
of the medical center, patients, fam-
ily members, and staff (Table).!” The
team has established clear goals, pri-
orities, specific timeframes, and indi-
viduals and resources required to meet
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each goal. This process allows for con-
tinued and successful growth, as well
as ongoing program evaluation.

The VA Faculty Leaders Project
and the Interprofessional Palliative
Care Fellowship have enhanced pro-
gram recognition and accelerated
further development, as several edu-
cational and research projects were
accomplished as part of these initia-
tives. The strong academic affiliations
of the medical center and effective
networking with several medical
schools, nursing programs, schools
of social work, other VA medical cen-
ters, and community-based programs
also were extremely important for
program expansion.

Overcoming obstacles
Recognizing and addressing chal-
lenges also is crucial to successful
program development. The most sig-
nificant challenges we’ve encountered
have been fiscal limitations, gaps in
the palliative care team staff, and cul-
tural barriers within the institution.

The medical center provides salary
support for palliative care program
staff and funds for a range of program
initiatives, such as environmental im-
provements on the PCU, purchases of
educational and program materials,
and participation of team members
and fellows in professional meetings
and conferences. The palliative care
program was able to secure addi-
tional funding to support other initia-
tives through grants, donations, and
income generated from educational
programs.

For some time, the PCCT was lack-
ing an RN. This problem was solved
by hiring a nurse who will serve both
in this role and as a case manager on
the PCU.

Finally, the ZVAMC, historically,
has been no exception to prevailing
culture in U.S. health care, which fo-
cuses primarily on curative treatment.

With palliative care education and
outreach efforts, however, referrals
to palliative care at the medical cen-
ter have increased exponentially. Fur-
thermore, an increasing percentage
of these referrals include requests for
symptom management and assistance
with family meetings and goal set-
ting, in addition to PCU admission.
Even so, referrals often are placed late
in the care continuum, which hinders
the palliative care team’s ability to
enhance patients’ quality of life. The
team continues to work on increasing
the awareness of palliative care and
reinforcing the importance of timely
referral within the institution through
educational programs targeted at hos-
pital staff and trainees.

FUTURE DIRECTIONS

Ongoing evaluation of the palliative
care program’s effectiveness and antic-
ipation of future enhancement to end-
of-life care are essential for continued
program growth.?® The interdisciplin-
ary palliative care team will need to
develop methods for assessing quality
of care beyond the patient and family
satisfaction surveys that have been
used thus far. Utilization of the Na-
tional Consensus Project Guidelines
for Quality Palliative Care*! to assess
the effectiveness of care planning is
an example of one such effort that is
underway on the PCU.

The establishment of an intensive
care unit—palliative care task force
has allowed for the strengthening of
relationships between the two areas,
and the results of a recent end-of-life
needs assessment of ICU personnel
will lay the foundation for future edu-
cational presentations and collabora-
tion. Similar collaborative efforts are
targeted for the medical-surgical and
primary care areas of the ZVAMC.
Other future goals for the program
include progressive certification of all
staff in palliative care, development of

a complementary therapy program,
environmental improvements for the
PCU, expansion of volunteer services,
and further development of palliative
care research and education.

IN CONCLUSION

The need for VA palliative care ser-
vices is expected to increase over the
next several years. The ZVAMC has
successfully established a multifac-
eted palliative care program to address
the needs of dying veterans. Keys to
program success have included effec-
tive leadership, the interdisciplinary
team’s commitment to the mission of
the program, institutional support,
programmatic initiatives that focus
on patients’ needs, educational initia-
tives, and research. Several elements
of this program may be adapted and
utilized by other VA medical centers
that identify a need to develop and
expand their palliative care programs
to meet rising demand. [

Author disclosures

The authors report no actual or poten-
tial conflicts of interest with regard to
this article.

Disclaimer

The opinions expressed herein are those
of the authors and do not necessarily
reflect those of Federal Practitioner,
Quadrant HealthCom Inc., the U.S.
government, or any of its agencies.
This article may discuss unlabeled or
investigational use of certain drugs.
Please review complete prescribing in-
formation for specific drugs or drug
combinations—including indications,
contraindications, warnings, and ad-
verse effects—before administering
pharmacologic therapy to patients.

REFERENCES
1.

World Health Organization. Cancer Pain Relief and
Palliative Care. Geneva, Switzerland: World Health
Organization; 1990. Technical Report Series 804.

2. VA Transforms End-of-Life Care for Veterans. Wash-
ington, DC: Department of Veterans Affairs; Feb-

Continued on page 29

24 - FEDERAL PRACTITIONER -

FEBRUARY 2008



Continued from page 24

ruary 2005. http://wwwl.va.gov/geriatricsshg
/docs/VATransformsEndol.pdf. Accessed January
22,2008.

Schwartzberg SS, Halgin RP. Treating grieving cli-
ents: The importance of cognitive change. Prof Psy-
chol Res Pr. 1991;22(3):240-246.

Rabow MW, Hauser JM, Adams J. Supporting family
caregivers at the end-of-life: “They don’t know what
they don’t know.” JAMA. 2004;291(4):483—491.
Hasson RO, Stroebe MS. Bereavement in Late Life:
Coping, Adaptation, and Development Influences.
Washington, DC: American Psychological Associa-
tion; 2007.

VA Faculty Leaders Project for Improved Care at the
End of Life: Compendium of Abstracts and Curricula.
Washington, DC: Office of Academic Affiliations,
Department of Veterans Affairs; 2000.

Varkey B, Montagnini ML, Schapira R, Weissman D.
Impact of the VA Faculty Leaders Project on pallia-
tive care education of resident physicians [abstract].
In: VA Faculty Leaders Project for Improved Care at
the End of Life: Compendium of Abstracts and Cur-
ricula. Washington, DC: Office of Academic Affilia-
tions, Department of Veterans Affairs; 2000:66-67.
Emmanuel LL, von Gunten CE Ferris FD, eds. The
EPEC Curriculum: Education for Physicians on End-
of-Life Care. Chicago, IL: The EPEC Project; 1999.

10.

11.

12.

13.

14.

15.

http://www.epec.net/EPEC/Webpages/Ecommerce
/categoryDetail.cfm?categorylD=module& CFID=
90840& CFTOKEN=63033506. Accessed January
10, 2008.

Montagnini M, Varkey B, Duthie E Jr. Palliative
care education integrated into a geriatrics rotation
for resident physicians. J Palliat Med. 2004;7(5):
652-659.

Weissman DE. A faculty development course in
end-of-life care. ] Palliat Med. 1998;1(1):35-44.
Ojeda K, Delzer N, Moat M, Montagnini ML. Pallia-
tive care nursing education in long term care setting
[abstract P253]. ] Am Geriatr Soc. 2000;48(suppl 1):
S74.

Hospice and Palliative Nurses Association. Core Cur-
riculum for Hospice and Palliative Nursing Assistants.
Dubuque, IA: Kendall/Hunt Publishing Company;
2003.

Hospice Palliative Nurses Association. Core Cur-
riculum for the Licensed Practical/Vocational Hospice
and Palliative Nurse. Dubuque, IA: Kendall/Hunt
Publishing Company; 2005.

Bruera E, Kuehn N, Miller M, Selmser P, MacMillan
K. The Edmonton Symptom Assessment System
(ESAS): A simple method for the assessment of pal-
liative care patients. ] Palliat Care. 1991;7(2):6-9.
Montagnini ML, Lodhi M, Born W. The utilization

16.

17.

18.

19.

20.

21.

PALLIATIVE CARE

of physical therapy in a geriatrics palliative care unit
[abstract P513]. ] Am Geriatr Soc. 2002;50(suppl 4):
S177.

Montagnini ML, Millington P. Rehabilitation of the
palliative care patient [abstract 602]. J Palliat Med.
2004;7(1):170.

Wahby L, Born W, Montagnini ML. Physicians’ atti-
tudes and practices regarding spiritual assessment of
palliative care patients [abstract P100]. J Am Geriatr
Soc. 2004;52(suppl 1):S51.

Frea V, Montagnini ML. Spiritual care of the geri-
atric palliative care patient: Nurses’ attitudes and
competencies [abstract P101]. J] Am Geriatr Soc.
2004;52(suppl 1):S51-552.

Meier DE. Planning a Hospital-Based Palliative Care
Program: A Primer for Institutional Leaders. New
York, NY: Mount Sinai School of Medicine, Center
to Advance Palliative Care; 2000. Technical Assis-
tance Series 1.

Counsell C, Adorno G, Guin P, Establishing an end-
of-life program in an academic acute care hospital.
SCI Nurs. 2003;20(4):238-249.

Clinical Practice Guideline for Quality Palliative Care.
Pittsburgh, PA: National Consensus Project for
Quality Palliative Care; 2004. http://www.national
consensusproject.org/Guideline.pdf. Accessed Janu-
ary 14, 2008.

FEBRUARY 2008 - FEDERAL PRACTITIONER - 29



