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Executive Summary 
 
The National Rural Health Association (NRHA) received funding as part of a grant from the 
Health Resources and Services Administration - Office of Rural Health Policy (HRSA - ORHP) 
to provide technical assistance to up to five communities.  NRHA contracted with Stratis Health 
to support this effort.  To be most efficient with the funding available, the potential areas of 
assistance were narrowed to three topic areas where Stratis Health had existing resources and 
expertise to draw upon.  In early 2009, the Technical Assistance Advisory Committee for the 
project selected a focus on Community Oriented Planning for Palliative Care.   
 
After recruitment, application, and review, process, Stratis Health selected three rural 
communities to participate in the pilot project: 

·  Franklin, NC  (led by Angel Medical Center) 
·  Ruleville, MS ( led by North Sunflower Medical Center) 
·  Valley City, ND (led by Mercy Hospital) 

 
Each Community Team participating in the NRHA Rural Palliative Care Pilot Project completed 
an initial needs assessment aimed at identifying the resources, needs, and opportunities in their 
community for palliative care processes such as advance directives, linkages to community 
resources to facilitate continuity of care, improving pain and symptom management, or goals of 
care discussions with patients and family members.  In-person day-long community capacity 
building sessions with education and action planning for palliative care were held with each 
community team in July, facilitated by Stratis Health.  Formal technical assistance calls were 
held with each community team twice during the project.  A final call for all three community 
teams and for the Advisory Committee was held on September 28th as part of a wrap-up for the 
formal project.  
 
Results and Recommendations 
All three participating communities were able to form a community-based team from multiple 
care settings and develop an action plan related to palliative care processes.  Two teams focused 
their efforts on Advance Directives, the third community focused on linkages between agencies 
that could provide services, and developing a ‘Care Captain’ program with volunteers to support 
patients with complex care issues. Each team had unique characteristics and challenges which 
impacted their joint efforts, yet each made significant progress towards implementation of their 
action plans and all three have intentions of continuing efforts after the end of the pilot project.   
 
The findings of this pilot project reaffirm the belief that rural communities are uniquely 
positioned to meet the challenges of providing palliative care through collaborative efforts.  A set 
process and timeline, access to palliative care program development expertise, and external 
facilitation to help initiate and develop community-based teams are important aspects that can 
assist in further development of community based palliative care efforts in rural areas. 
 
Based on the pilot project results and experience, Stratis Health recommends expanding the pilot 
to reach additional rural communities, with adaptations based on the lessons learned from the 
pilot.



  
 
 
 

Background and Topic Selection  
 
The National Rural Health Association (NRHA) received funding as part of a grant from the 
Health Resources and Services Administration, Office of Rural Health Policy (HRSA - ORHP) 
to provide technical assistance to up to five communities.  One of the goals of this activity was to 
pilot technical assistance efforts to help identify potential areas of focus for rural health 
initiatives in the future. 
 
NRHA contracted with Stratis Health to support this effort.  To be most efficient with the 
funding available, the potential areas of assistance were narrowed to three topic areas where 
Stratis Health had existing resources and expertise to draw upon. 
 
Stratis Health recruited a Technical Assistance Advisory Committee to assist in topic selection 
and in providing guidance for the effort (Appendix A – Advisory Group Roster).  The three 
potential areas of technical assistance included:  

·  Emergency Department Measure Collection and Improvement 
·  Electronic Health Record (EHR) Planning Assistance  
·  Community-Oriented Planning for Palliative Care 

 
In early 2009, the Technical Assistance Advisory Committee selected a focus on Community 
Oriented Planning for Palliative Care.  Some of the rationale behind this selection included: 

·  Many rural communities are well poised to focus on community-based palliative care, but 
technical assistance and resources for support in this area are not readily available.  

·  Palliative Care is an area of increasing importance and had been recently identified as one 
of six national priorities by the National Quality Forum’s sponsored National Priority 
Partnership.  The National Quality Form has also developed a National Framework and 
Preferred Practices for Palliative Care and Hospice Care Quality1 which could be used 
to help guide the project. 

·  The focus on community capacity for palliative care was a broader option than the other 
topics which focused technical assistance at a specific facility level (hospital and/or 
clinic). 
 

Titled the NRHA Rural Palliative Care Pilot Project, the goal of the six-month initiative was for 
participating communities to build capacity to develop a community team, assess need for 
palliative care services, and develop an action plan on an area of focus related to palliative care 
processes such as advance directives, linkages to community resources to facilitate continuity of 
care, or improving pain and symptom management.  The recruitment and application process 
kicked-off in late March 2009, with communities selected and beginning their needs assessment 
work in May 2009.  On-site education and planning meetings were held in July.  Technical 
Assistance calls were held in May/June and August.  A final call, with the three communities 
sharing their efforts and progress with each other was held in late September 2009.  Individual 
consultation and support by phone and e-mail was also provided to each team as needed during 
the length of the project (Appendix B - Timeline). 
 
1 NQF,2006.  Executive Summary can be downloaded at: 
www.qualityforum.org/Publications/2006/12/A_National_Framework_and_Preferred_Practices_for_Palliative_and_Hospice_Care_Quality.aspx  



  
 
 
 

Implementation 
 

Recruitment and Application Process 
Stratis Health worked with the Technical Assistance Advisory Committee members to recruit 
potential communities for participation in the pilot project.  Potential communities were required 
to identify a community-based team and complete an application which included information 
about palliative care services and community team readiness (Appendix C – Application 
Materials).  
 
Five community applications were received, and Stratis Health staff reviewed and scored the 
applications to select the three participating communities: 

·  Franklin, NC  (led by Angel Medical Center) 
·  Ruleville, MS ( led by North Sunflower Medical Center) 
·  Valley City, ND (led by Mercy Hospital) 

 
 
Notification letters were sent to all communities that applied.  A welcome packet was sent to 
each participating community that included a press release that could be customized and used to 
promote the effort in their local press.   
 
 

Community Needs Assessments 
Each Community Team participating in the NRHA Rural Palliative Care Pilot Project was 
required to complete a needs assessment aimed at identifying the resources, needs, and 
opportunities in their community for palliative care services (Appendix D - Needs Assessment 
Survey). Community Teams were requested to complete the needs assessment survey as a team 
to assist in gathering perspective from across the spectrum of participants, and begin discussions 
about key areas for focus. 
 
After completion of the needs assessments, Karla Weng, the program lead from Stratis Health, 
and Lyn Ceronsky, Director of the Fairview Palliative Care Leadership Center and a palliative 
care program and development consultant, completed technical assistance conference calls with 
each community team to review and discuss the needs assessments and assist them in narrowing 
towards an area of focus for this effort. 
 
 

In Person Education and Planning Sessions 
Each community team was requested to meet at least once prior an on-site visit by Stratis Health 
staff in July.  Teams were provided a discussion guide to assist with meeting planning, and 
encouraged to prioritize one to three areas of focus on which they would develop an action plan 
(Appendix E – Discussion Guide).  The 38 Preferred Practices for Palliative and Hospice Care 
Quality developed by the National Quality Forum were used to help guide for communities when 
identifying potential areas of focus.  
 



  
 
 
 

In-person day-long community capacity building sessions were held with each community team 
in July.  Karla Weng from Stratis Health facilitated each session, with palliative care program 
and development consultant Lyn Ceronsky, joining the discussion for part of the day by phone.  
The agenda included education on palliative care, models of collaboration, and quality 
improvement processes, as well as a focus on development of an action plan for the selected area 
of focus by each community (Appendix F - In-person Workshop Agenda).   
 
The in-person sessions in each community included good representation across the community 
teams, and the session evaluations were positive (Appendix G - Summary of Workshop 
Evaluations).  At each session a NRHA Technical Assistance Advisory Group member and/or 
state level contact was able to participate in the in-person meetings and it was found valuable to 
have their state-level perspective and insight as part of the discussion. (Jody Ward from 
University of North Dakota attended in Valley City, Brock Slabach from NRHA attended in 
Ruleville, Judy Brunger from the Carolina Center for Hospice and End of Life Care attended in 
Franklin).   
 
 

Technical Assistance Calls and Individual Assistanc e 
Formal technical assistance calls were held with each community team twice during the project.  
The first call was held after the needs assessments were completed in late May/early June.  
Another call was held with each team in August to assess progress, answer questions, and assist 
in identifying resources.  Multiple individuals from each community team typically participated 
on the technical assistance calls.  Stratis Health followed-up after each call with resources and/or 
materials as identified during discussion with each team.  
 
Karla Weng and project consultant, Lyn Ceronsky, each also supported the community teams by 
responding to several e-mail and/or phone questions throughout the effort by identifying 
resources and/or tools as appropriate.  Community teams were also directed to the Stratis Health 
MN Rural Palliative Care Initiative website for which contains a wide variety of resources and 
tools related to rural palliative care (www.stratishealth.org/palcare) 
 
 
Final Conference Call and Evaluation 
A final conference call for all three community teams and for the Advisory Committee was held 
on September 28th as part of a wrap-up for the formal project.  Each team shared information 
about their efforts and offered thoughts on what aspects of the project were most helpful to their 
community team.  Each community team also completed a written evaluation of the pilot project 
(Appendix H – Project Evaluation Summary). 
 
 
 
 
 
 



  
 
 
 

 
Results 
 
All three participating communities were able to form a community-based team from multiple 
organizations and develop an action plan related to palliative care processes.  Two teams focused 
their efforts on Advance Directives, the third community focused on linkages between agencies 
that could provide services for people with advanced illness, and developing a ‘Care Captain’ 
program with volunteers to support patients with complex care issues. Each team had unique 
characteristics and challenges which impacted their joint efforts, yet each made significant 
progress towards implementation of their action plans and all three have intentions of continuing 
efforts after the end of the pilot project.  A summary of each team’s activities is outlined below: 
 

Franklin, NC 
The Franklin team included representatives from across the care spectrum including hospice, 
home health, hospital, physician office, public health, long term care and assisted living.  The 
team agreed that a focus on Advance Directives would be helpful in their community as there is 
not currently a consistent process in place across organizations to track and share completed 
Advance Directives.  Franklin is a retirement locale, with many older community members who 
do not have family in the area.  Thus the team also intends to focus education about Advance 
Directives to include the importance of working with family members to ensure they are familiar 
with the individual’s desires. 
 
Activities completed on Franklin’s action plan to date include: 

·  Reviewed current advance directive forms in use in the community, and NC state 
regulations regarding Advance Directives.  Decided not to identify a singular form for 
use, but promote any form that meets state requirements.  North Carolina does require 
that advance directive forms are notarized. 

·  Developed education/outreach plan including working with local churches, banks, senior 
service center, and service clubs to provide community education and opportunities to 
complete an Advance Directive.  Will also look for opportunities where a notary is 
available to notarize forms once completed. 

·  Looking into options for internet completion, storage, and communication of Advance 
Directive forms.  Also assessing potential for video education available at physician 
offices with materials and information on completing advance directives. 
 

 
Next Steps:  

·  Develop plans/process for coordination and communication of completed advance 
directives between levels and sites of care. 

·  Implement education plan. 
·  Monitor proportion of completed advance directives across care settings and adjust plans 

if not seeing anticipated increases. (For example: home health currently sees advance 
directives in 20% of patients, goal is to have that to 30% by the end of 2009.) 

 
 



  
 
 
 

The Franklin team has also submitted a Network Planning Grant to the Office of Rural Health 
Policy which would allow them to develop a formalized “Macon County Palliative Care Team” 
with the ultimate goal of having the ability to see patients for palliative care consults with 
support/resources coming from team members across the network. The goal of this initiative is 
that care across the continuum of sites is delivered in concordance with patient wishes.  
 
 

Ruleville, MS 
The Ruleville team includes representatives from the hospital, clinic, long term care, and home 
health agency.  At this point, all the participating organizations are under the umbrella of North 
Sunflower Health Center.  The team has invited two independent hospice agencies and an 
independent long term care center in the community to participate, but at this time has not found 
these agencies receptive to a joint effort. 
 
The Ruleville team has decided to focus efforts on Advance Directives, in particular, the 
completion and sharing of Advance Directives across their system.  They plan to start their 
efforts with staff education for all employees of North Sunflower Health Center (around 300).  
They will be encouraging and providing support for all staff to complete their own Advance 
Directive.  This is an important component of implementation for the process of increasing 
Advance Directive use, but also is a key outreach effort as many employees have family and 
elderly relatives in the area.  The goal of this Advance Directive focused initiative is that care 
across the continuum of sites is delivered in concordance with patient wishes.  
 
 
Activities completed on Ruleville’s action plan to date include: 

·  Multiple education sessions for the team around advance directives including legal 
aspects. 

·  Reviewed several advance directive forms and decided to continue to utilize their current 
form. 

·  Developing process for communication of completed Advance Directives across the 
system.  Will start with keeping paper forms in the hospital social work department.  Will 
revisit as part of EMR implementation over the next year. 

·  Planning for staff education in October, and roll-out to swing bed patients in November. 
 
 
 
Next steps: 

·  Implement staff education and completion of staff Advance Directives in October. 
·  Start working with swing-bed patients to complete Advance Directives in November. 
·  In December, review processes and make adjustments.  Consider plan for rolling out to 

additional areas. 
·  In January, re-focus efforts on engaging area hospice agencies and the other long term 

care facility in town. 
·  Early 2010 begin community education at health fairs.  Consider having a table with 

resources and information available at the clinic and working with the chronic disease 
program to incorporate advance directive completion into their processes. 



  
 
 
 

Valley City, ND 
The Valley City team includes representatives from the hospital, home health, hospice, public 
health, regional aging services and local adult services. A representative from the hospital’s 
corporate office (CHI) has also been participating and offering support to the team.   The team 
identified that they would like to focus efforts on those patients that could benefit from hospice 
services, but don’t meet the criteria for hospice, and provide assistance to linking them to the 
multitude of resources available for support in their community.  They are also exploring the idea 
of having volunteer Care Champions that could assist patients by offering transportation, 
attending appointments, and assisting in communication. 
 
Activities completed on Valley City’s action plan to date include: 

·  In process of defining criteria for patients that will be referred to the program. Initial plan 
is to enroll ten patients, one from each physician in the community. 

·  Developing referral form for providers to utilize 
·  Developing flow chart (or ‘service wheel’) of what services each group can offer and 

how best to link patients into those services. 
·  Working with Faith in Action program to identify volunteers that will be trained as Care 

Champions.  Care Champions will provide transportation, attend visits with patients, and 
assist with communication to increase patient understanding of physician conversations. 

·  Developed draft brochure to share with Medical Staff at October meeting which will be 
used to explain the program to providers and potential patients. 

·  Three team members participated in facilitator training and are starting to offer six-week 
“Living Well” programs for community members with on-going health problems 
focusing on skills and self-management strategies. 

 
 
Next steps: 

·  Present to Medical Staff in October to get feedback/buy-in to begin referral process. 
·  Complete ‘flow chart’ and identify process for how to intake patients into the program 

once referred. 
·  Develop training for Care Champions and refine draft set of questions and responsibilities 

the Care Champions can utilize as a tool. 
·  Start enrolling and supporting patients starting January, 2010.  Review progress and 

processes late spring/early summer 2010 and make adjustments as needed. 
·  Work with Public Health Agency to understand how recent grant focusing on chronic 

disease management can help support/link to palliative care efforts. 
 

Feedback from participating teams 
In addition to participating in the final call, all three teams completed a written Community Team 
Evaluation of the project.  One community had each team member complete the evaluation and 
provide aggregate comments.  In the other two communities, the team leader completed the 
evaluation. 
 



  
 
 
 

Overall, the evaluation of the program and services provided was positive.  On a scale from one 
to four, with four being the highest, two teams indicated a four, and one team indicated a three 
when asked if they would encourage other communities to participate in a similar effort.   
 
All three teams indicated the in-person educational and planning workshop was the most 
instrumental to assisting their community teams.  All aspects of the services provided ranked 
high, but the technical assistance calls and the follow-up with resources/tools were also called 
out as particularly useful. 
 
To improve the program, teams recommended a longer timeline, clarification of expectations 
(break into smaller sections), and more opportunities to connect with other participating teams. 
 
All three teams intend to continue their efforts after the end of the pilot program, with 
implementation of many activities planned for later this fall or early 2010.  Two teams indicated 
they feel the project has been beneficial in improving working relationships in their community, 
which aligns with the goal of building community capacity with this effort.   The third agency 
has struggled to engage organizations beyond their own health system, but has indicated it has 
helped strengthen relationships between care settings within their system (hospital, home care, 
LTC, clinic). 
 
The teams continued to identify finances/funding as a primary barrier.  Other challenges cited 
include time, physician engagement, and challenges with collaboration between independent 
agencies. 
 
When teams were asked what resources, other than funding, would be helpful, most indicated 
additional training/education and advice.  Sharing of best practices was also cited as a helpful 
resource for continuation of efforts.   
 

Recommendations/Lessons Learned 
 
All three of the community teams participating in the NRHA Rural Palliative Care Pilot Project 
made progress beyond what was anticipated in the short timeline of this effort.  Not only did 
each community form a team and identify an area of focus for action plan development, but each 
community made significant steps toward implementation of their action plans with intentions 
for sustained effort to continue to build on their progress thus far.   
 
The findings of this pilot project reaffirm the belief that rural communities are uniquely 
positioned to meet the challenges of providing palliative care through collaborative efforts.  A set 
process and timeline, access to palliative care program development expertise, and external 
facilitation to help initiate and develop community-based teams are important aspects that can 
assist in further development of community based palliative care efforts in rural areas. 
 
Based on the pilot project results and experience, Stratis Health recommends expanding the pilot 
to reach additional rural communities, with the following adaptions to the program based on the 
pilot:  



  
 
 
 

 
·  All three teams identified the on-site community workshop as a key factor in their 

implementation of the pilot project.  Future efforts should include this type of on-site 
community workshop to help ensure broad local participation and support. The locally 
based workshops also assisted in allowing for some physician participation, which can be 
even more challenging if travel to a session out of the area is required. 

·   Build connections with state organizations (such as the state hospice association or Flex 
Program), to foster sustainability and ongoing support for community-based palliative 
care efforts for participating rural teams. 

·  Structure opportunities for rural communities with similar areas of focus to connect and 
share tools and lessons learned in implementation. 

·  Although each team accomplished a great deal, the six-month timeline from recruitment 
to completion of this pilot project made it difficult for ongoing support and/or community 
sharing as teams implement their action plans.  An extended timeframe such as one-year 
may allow for teams to be farther along in implementation of their action plans before the 
end of the formal project. 

·  Financial support for ongoing efforts related to palliative care services was identified by 
all the teams as an ongoing challenge.  The lack of reimbursement for interdisciplinary 
palliative care services will continue to be a concern and barrier for the communities to 
fully implement team based palliative care.  Policy changes for reimbursement of 
palliative care services, and/or grant funding to help sustain collaborative efforts would 
be extremely valuable in expanding rural palliative care services through this community-
based model. 
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NRHA Rural Palliative Care Pilot Project Timeline 
 
Project Implementation Overview: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

Date Activity 
March, 2009 Community applications distributed by TA Advisory 

Group 
April 17, 2009 Community applications due 
April 30, 2009 Communities notified of participation 
Early May, 2009 Community team completes needs assessment survey 
Late May, 2009 Initial technical assistance call with Stratis Health 
June, 2009 Community team meeting to discuss needs assessments 

and priorities 
Mid/late July, 2009 Day-long visioning and planning workshop with 

community team 
August, 2009 Technical assistance calls with Stratis Health 
September, 2009 Joint conference call with all participating community 

teams to share strategies, lessons learned, and challenges 
(9/28).  
Complete evaluation of participation in pilot project.  
Final report due September 29. 

Ongoing throughout project Access to Stratis Health staff for consultation and 
identification of resources 

Appendix B: Project Timeline 



  
 
 
 

 

 

NRHA Rural Palliative Care Pilot Project  
Community Application Instructions 

Your answers to the series of questions in the application will provide Stratis Health with a better 
understanding of your community’s efforts and plans related to palliative care. The communities 
selected to participate in the National Rural Health Association (NRHA) Rural Palliative Care 
Pilot Project will represent an array of geographic locations and of experience and expertise in the 
area of palliative care.  
 

·  Carefully review all initiative documents including Benefits, Expectations, and 
Commitments 

·  Form a community team that meets the eligibility requirements: 
o Rural community is defined as being served by a hospital with less than 

25 beds 
o Community team represents more than one provider setting (hospital, 

clinic, home health agency, nursing home, hospice program, other 
community organizations) 

o Community team is interdisciplinary 
·  Select a lead organization and team leader for the community team 
·  Review application questions with community team members 
·  Complete application form  
·  Answer each question to the best of your ability, there are no right or wrong 

answers 
·  Designate an organization to submit one application on behalf of the community 

team 
·  The application may be completed electronically or hard copy 
·  Complete all sections of the application and signature page by April 17, 2009, and send 

to Karla Weng at Stratis Health: 
·  Email: kweng@stratishealth.org 
·  Fax: 952-853-8503, Attn: Karla Weng 
·  Mail: Stratis Health, Attn: Karla Weng, 2901 Metro Drive, Suite 400, 

Bloomington, MN 55425 
 
Questions regarding the NRHA Rural Palliative Care Pilot Project can be directed to Karla Weng 
(952-853-8570, kweng@stratishealth.org).  
A recorded education session that provides an overview of Palliative Care is available as a 
resource for communities that are considering participation in the NRHA Palliative Care Pilot 
Project. The recording can be accessed at http://www.stratishealth.org/palcare 

 
 

Appendix C: Application Materials 



  
 
 
 

 

 

NRHA Rural Palliative Care Pilot Project 
Benefits, Expectations, and Commitments 

Stratis Health, with support from the National Rural Health Association will support a group of at 
least three rural communities that have volunteered and been selected to be part of a six-month 
visioning and planning program to develop or strengthen palliative care programs in their 
communities. 
Participants in the NRHA Palliative Care Project will include community teams of 
interdisciplinary representatives from rural hospitals, clinics, home health agencies, nursing 
homes, hospice programs, and other community organizations. 
The community teams can have differing levels of experience with palliative care. All of the teams 
will share a commitment to participate and a willingness to devote staff and resources to palliative 
care efforts. 
Participants will receive a variety of services and resources free of charge from Stratis Health, 
including: 

·  Training and consultation to develop an action plan for implementing/enhancing palliative 
care services in their community. 

·  Facilitated educational and visioning workshop conducted with community stakeholders to 
develop a plan for palliative care services in their community. 

·  A primary liaison designated to connect the community team with program resources and 
expertise 

·  Individual follow-up and support 
 
This work will require a commitment by both Stratis Health and participating communities, 
beginning spring 2009 and continuing through fall 2009. While there is no fee to participate, 
participating organizations will need to commit resources and staff to the initiative. The success of 
this initiative for rural communities and individual care providers depends on the mutual 
commitment and collaborative efforts of both Stratis Health and the participating organizations. 
 
Project Timeline Overview: 
Date Activity 
April 17, 2009 Community applications due 
April 30 Communities notified of participation 
Early May Community team completes needs assessment survey 
Late May Initial technical assistance call with Stratis Health 
June Community team meeting to discuss needs assessments and priorities 
Mid-July Day-long visioning and planning workshop with community team 
August Technical assistance call with Stratis Health 
September Joint conference call with all participating community teams to share 

strategies, lessons learned, and challenges. Complete evaluation of 
participation in pilot project. 

Ongoing 
throughout 
project 

Access to Stratis Health staff for consultation and identification of resources 

 



  
 
 
 

 

 
Stratis Health and each participating organization pledge the following: 
 
Stratis Health will:       Participating community will:  
 
1. Provide qualified staff with expertise in 

palliative care and clinical quality 
improvement. 

 
2. Develop and facilitate opportunities for 

participating organizations to come 
together for a collaborative education and 
visioning session for learning, planning, 
and networking. 

 
3. Provide technical assistance to each 

community as it develops an action plan for 
palliative care services. 

 
4. Designate a primary liaison to serve as the 

lead contact person for each participating 
community to have ready access to 
program resources. 

 
5. Maintain a strong commitment to leverage 

opportunities to advance the project 
through partners and stakeholders, and to 
promote the accomplishments and 
learnings of participant communities. 

 
6. Conduct assessments with each community 

team at the beginning of the project and an 
evaluation at the end of the project. 

 
7. Provide opportunities for networking with 

other community teams and access to 
educational resources to assist communities 
in planning and implementation. 

 
8. Provide ongoing email updates to 

participating communities as new rural 
palliative care resources and tools become 
available  

 
1. Form a multi-site, interdisciplinary team—

representing more than one provider setting 
and interdisciplinary professionals—
committed to palliative care services 
development. 

 
2. Participate in one in-person education and 

visioning session, and additional recorded 
or live Web seminar/teleconference 
sessions offered during the six-month 
initiative.  
 

3.  Develop an action plan for developing 
and/or enhancing palliative care services in 
your community. 

 
4. Designate one person to serve as the 

community team leader, who can drive and 
support the community’s palliative care 
efforts, serve as the Stratis Health contact, 
and serve as an external spokesperson as 
appropriate. 

 
5. Share experiences and strategies for 

palliative care implementation with other 
community teams. 

 
6. Each community team will complete an 

assessment survey related to palliative care 
services implementation at the beginning of 
the effort, and complete an evaluation of 
their participation at the end of the project. 
 

7. Agree to publicly disclose participation in 
the initiative. 

 
8. Remain active in the project throughout the 

duration of the initiative. 

 



  
 
 
 

 

 
NRHA Rural Palliative Care Pilot Project  

Community Application 
Spring – Fall 2009 

 

Complete all sections of the application and signature page and send to Stratis Health by April 17, 
2009 
 
·  Email: kweng@stratishealth.org 
·  Fax: 952-853-8503, Attn: Karla Weng 
·  Mail: Stratis Health, Attn: Karla Weng, 2901 Metro Drive, Suite 400, Bloomington, MN 

55425 
 

Questions regarding completion of this form can be directed to Karla Weng (952-853-8570, 
kweng@stratishealth.org).  
 
This series of questions will provide Stratis Health with a better understanding of your 
community’s efforts and plans related to palliative care. Please answer each question to the best of 
your ability.  
 
 

 
 
1.1 Community name:  
 
1.2 Lead organization for the community team:  

 
1.3 Other partner organizations (list all): 

 
 
 
 

 
 
 
2.1 Describe current palliative care efforts in your community (for example, hospice, palliative 

care education, advance care planning initiatives, and chronic disease management). 
 

 
2.2 Do you currently have an established formal palliative care program in your community? 
 �  Yes   �  No   
  
 If yes, describe your program:  

Section 1: Community Team Overview 
 

Section 2: Palliative Care in Your Community 
 



  
 
 
 

 

 
 

What further work would you like to do with your program?  
 
 

 
2.3 What are the top 3 – 5 primary palliative care service needs in your community?  
 
 
 
 
2.4 Has anyone in your community participated in previous palliative care training? If yes, 

describe. 
 
 
 
 
2.5 Medical staff support is a key component to a successful palliative care services. Does your 

community have a physician, nurse practitioner, or physician’s assistant champion for this 
effort? 
 If so, please identify the name and organization:  

 
 
     
2.6 On a scale of 1-5, with 5 being the highest, rate the overall medical staff support for a 

palliative care program in your community.   1 2 3 4 5 
 

 
2.7 List the top 3-5 barriers to providing palliative care in your community. 
 
 
 
2.8 Estimate the population of your community’s health care service area. ___________  
 
2.9 Estimate number of people in your community needing palliative care/hospice. _____ 

 
How did you determine this estimate? 

 
 

 
2.10 Is there is a hospice program in your community?  �  Yes   �  No 
 If yes, what is the average daily census for that program? ___________ 
  
 
 
 
   
 



  
 
 
 

 

 
 
 
3.1 Describe previous experiences in working collaboratively with this group of partners. 

 
 
 
For questions 3.2 – 3.4. On a scale of 1-5, with 5 being the highest, rate each of the following 
statements regarding your community team’s capacity for this effort.  

 
3.2 Our community team is able to allow adequate planning time to develop/enhance our 

palliative care services.     1 2 3 4 5 
 
3.3 Our community team is willing and able to allocate resources (time, training, personnel, 

space, etc.) to implement a palliative care services.  1  2 3 4 5  
 
3.4  Communication and teamwork is strong among our community team.  

1 2 3 4 5 
    
3.5 Is your team willing to be recognized publicly (e.g., newsletter, Web site) for your work as  

part of the NRHA Rural Palliative Care Pilot Project? 
  

  
�  Yes   �  No 

 
3.6. Is your team willing to discuss strategies with other participating teams? 

�  Yes   �  No 
 
3.7  Will your team be able to meet the expectations of participation? (See Benefits, Expectations, 

and Commitments)          
 �  Yes   �  No 
     
3.8 Explain briefly why you would like your community team to participate in the NRHA Rural 

Palliative Care Pilot Project:  
 
 
 
 
 
3.9 Share any additional information that you feel is relevant about your community: 
 
 
 

Section 3: Community Team Readiness 
 



  
 
 
 

 

 
 
 
 
 
The following questions pertain to the organization that has been designated as the “community 
lead” organization for the initiative as identified in question 1.2. 
 
4.0 Has the lead organization previously participated in a collaborative?    
 �  Yes   �  No   
 If yes, describe. 
  
 
4.1 How long has the organization’s CEO/Administrator been in his/her position?   
 �  Less than 1 year �  1-5 years    �  Greater than 5 years 
 
4.2  How long has the Director of Nursing/Program Director been in his/her position? 
 �  Less than 1 year   �  1-5 years    �  Greater than 5 years 
 
4.2 Has the organization identified dedicated staff to plan or lead the palliative care pilot 

project?  
 �  Yes   �  No  
  

Section 4: Community Lead Organization 
 



  
 
 
 

 

 
 

 
 

 
Our community team would like to be considered for participation in the NRHA Rural Palliative 
Care Pilot Project. We understand the expectations for the project and agree to participate in all 
phases of this cooperative project. We understand that this commitment requires support of 
organizational leadership in the following areas: 

·  Form a multi-site, inter-disciplinary clinician team to work with Stratis Health staff and 
consultants on developing and/or enhancing palliative care services in our community 

·  Remain active in the project throughout the duration of the initiative (spring 2009 - fall 
2009) and to publicly disclose participation in the NRHA Rural Palliative Care Pilot 
Project. 

·  Participate in planning workshop, conference calls, and Web seminar sessions relating to 
the project. 

·  Develop an action plan for developing and/or enhancing palliative care services in our 
community. 

·  Share experiences and strategies for palliative care program development/implementation 
with other community teams. 

Lead Organization’s CEO/Administrator Signature Required 
 
 
 
CEO/Administrator’s Name: (print)         
 
CEO/Administrator’s Signature:           
 
Date: _______________________________ 

     
=================================================================== 

  
Community Team Leader’s Name: (print)         
 
Community Team Leader’s Signature:          

 
Date: _______________________________ 

 
 
 

Clinician Champion’s Name:  (print)______________________________________________ 
 
Clinician Champion Signature:   __         
 
Date: _______________________________ 

 
 
 
 
 
 

Section 5: Participant Signature Page 
 



  
 
 
 

 

 
 
 
 
 
List all team members below. Note: this project requires each team to consist of a multi-site, 
interdisciplinary team—representing more than one provider setting and interdisciplinary 
professionals—committed to palliative care program development.  
 
The Team Leader will be the individual Stratis Health will contact for project updates. Typically, 
this is the day-to-day leader on this initiative. The Secondary Contact will be the back-up contact 
when the Team Leader is not available.  
 
1. Team Leader 

Name of community team leader:  
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
Does the Primary Contact have daily access to e-mail?  �  Yes �  No 
Is your community team able to participate in Web-based training sessions? �  Yes �  No 
 
 

2. Secondary Contact 
Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
Does the Secondary Contact have daily access to e-mail?  �  Yes or �  No 
 
 

3. Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 
 
 
 
 

Section 6: Team Roster 
 



  
 
 
 

 

 
4. Name of community team member: 

Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 

5. Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 

6. Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 
 

7. Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 
 

8. Name of community team member: 
Agency/organization: 
Type of provider setting (hospital, clinic, home health, hospice, nursing home, other): 
Discipline/position within your organization: 
Mailing address: 
Email: 
Daytime phone: 
 
If you have more community team members, please continue this list, providing the same 

information, here or on a separate piece of paper included with the application. 



 

 

NRHA Rural Palliative Care Pilot Project 
Community Team Needs Assessment 

 
Each Community Team participating in the NRHA Rural Palliative Care Pilot Project is required 
to complete this needs assessment aimed at identifying the resources, needs, and opportunities in 
your community in order to develop, implement, and sustain successful palliative care services.  
 
Please complete the assessment and return to Stratis Health by May 22.   
Completed forms can be sent to Karla Weng: 

E-mail: kweng@stratishealth.org 
Fax: (952) 853-8503 
Mail: 2901 Metro Drive, Suite 400, Bloomington, MN 55425   

 
Feel free to contact Karla at (952) 853-8570 with any questions.    
 
 
Definitions: 
Community Team refers to the organizations and individuals working together on this pilot project. 
 
Palliative care refers to patient- and family-centered care that optimizes quality of life by 
anticipating, preventing, and treating suffering. Palliative care throughout the continuum of illness 
involves addressing physical, intellectual, emotional, social, and spiritual needs and facilitating 
patient autonomy, access to information, and choice. Of particular importance, palliative care 
services are indicated across the entire trajectory of a patient’s illness and its provision should not 
be restricted to the end-of-life phase.* 
 
 
Hospice care is a service delivery system that provides palliative care for patients who have a 
limited life expectancy and require comprehensive biomedical, psychosocial, and spiritual support 
as they enter the terminal stage of an illness or condition. It also supports family members coping 
with the complex consequences of illness, disability, and aging as death nears. Hospice care 
further addresses the bereavement needs of the family following the death of the patient.* 
 
 
*  National Quality Forum.  A National Framework and Preferred Practices for Palliative and 
Hospice Care Quality A Consensus Report.  2006. 
 
 
 
 
 
 
 
 
 
 

Appendix D: Needs Assessment Survey  



  
 
 
 

 

1. Indicate if the following services are currently available in your community and if the services 
are provided directly by an organization represented on your Community Team.   

 Currently available in 
our community 

Provided by an 
organization on our 
Community Team  

Bereavement care (apart from hospice)   
Case management   
Community health workers   
Home care   
Hospice care   
Pain management consultation   
Parish nursing   
Pastoral care/chaplaincy   
Respite care for family caregivers apart 
from hospice 

  

Social services   
Support groups, such as caregiver 
support groups or grief support groups 

  

Other (please specify) 
 

  

Comments:  
 

 

2. On a scale of 1 to 5, with 5 being the highest, rate your overall health care community’s 
current level of experience/expertise in the following areas. 

Core processes Level of expertise 
None            Moderate            High 

Bereavement care (apart from hospice) 1          2          3          4          5 
Continuity of care/care management 1          2          3          4          5 
Family conferencing with goals of care 
discussions 

1          2          3          4          5 

Hospice  1          2          3          4          5 
Interdisciplinary team care 1          2          3          4          5 
Pain management consultation 1          2          3          4          5 
Staff education on palliative care 1          2          3          4          5 
Symptom management (other than pain) 1          2          3          4          5 

 
 
3.   Do members of your health care community work in more than one setting? For example, the 

hospital social worker also sees patients in the nursing home.  Yes  No  

 If yes, list which disciplines and their settings:  
 
 



  
 
 
 

 

 

4. Which of the following do you believe provides the greatest opportunities for improving care 
for the patients you serve? Rank the top five.  

Opportunities for improving care Ranking 
Advance directives assistance  
Alternatives to hospital admission at end of life  
Chronic disease case management  
Comprehensive care plan for those  requiring comfort care  
Pain management consultation  
Providing education to staff about caring for people with 
advanced illness 

 

Psychosocial support for patient/family  
Referrals to hospice, home care or other placements  
Spiritual care  
Symptom management consultation  
Transitioning the plan of care between hospital, nursing home, 
home care, etc… 

 

Other (please specify) 
 
 
 

 

 

5.   On a scale of 1 to 5, with 5 being the highest, rate how well you feel that pain and symptom 
management needs are currently being met in your community.   

 Not met           Moderately      Fully met 

  1          2          3          4          5 

 

Population Served by Your Community Team 

The following information will be valuable in determining the need for palliative care services 
and the potential patient volume in your community, as well as helping us in planning and 
identifying resources. 
 
6. Are there specific health care settings where you want to focus your palliative care efforts? 
 If yes, which areas?   Yes  No  

 Clinic 
 Home Health 
 Hospice 
 Hospital Specific department? ___________________________ 
 Nursing Home 
 Other (please specify)  

 



 

 

 
7. Are there specific patient populations you would like to target for your palliative care 

services? If yes, check all that apply.  Yes  No 

 Chronically ill patients with multiple, complex problems and dependency 
 Critically ill/ICU patients 
 Frail elderly patients 
 Other (please specify) ___________________________________________ 

_____________________________________________________________ 
 
 
8. Describe the ethnic/cultural composition of your community. 
 
 
 
 

Background in Palliative Care 
This section focuses on the background and experience of health care professionals in your 
community related to palliative care. 
 
9. Do any physicians, nurses, nursing assistants, or other clinicians on your Community Team 

organizations have training and/or certification in palliative care/hospice?    Yes  No  

 If yes, indicate the training and the number of staff who have the training. 

Profession  Palliative 
care/hospice 

board 
certification 

EPEC trained 
(Education in 
Palliative and 
End of Life 
Care) – for 
physicians 

ELNEC 
trained  

(End of Life 
Nursing 

Education 
Consortium) 

Other 
training/education 
Example: PCLC  
(Palliative Care 

Leadership Center) 
or clinical training 

Physician     
Physicians assistant     
Nurse practitioner     
Nurse     
Nursing assistant     
Other (please specify) 
 
 

    

 
 
 
 
 
 
 



 

 

10. In general, how knowledgeable about palliative care are the health care professionals in your 
community? 

Professional Level of knowledge 
          None            Moderate            High 

Medical (MD, PA, NP) 1          2          3          4          5 
Nursing 1          2          3          4          5 
Social work/chaplain 1          2          3          4          5 
Pharmacy 1          2          3          4          5 
Other clinical (PT, OT, SLP, etc.) 1          2          3          4          5 
Administration 1          2          3          4          5 

Education in Palliative Care 
This section focuses on the training and preparation of health care professionals in your 
community related to palliative care. 
 
11. Do the organizations on your Community Team provide educational opportunities or 

resources related to palliative care to professional staff?    Yes  No  Unsure 

If yes, list the staff positions that are provided with these opportunities.    
 
12. Do the organizations on your Community Team provide educational opportunities or 

resources related to palliative care to the community?  Yes  No  Unsure 

If yes, who provides this education?  
 

 
13. Indicate the clinical education needs of your Community Team related to palliative care by 

ranking the top five on the list below.  

Educational need areas Ranking 
Advanced care planning  
Ethical dilemmas in palliative care  
Grief counseling  
Interdisciplinary teamwork  
Involving patients/families in care decisions  
Pain assessment and management  
Providing emotional support to patients/families  
Strategies to inform patient/family of diagnosis/ 
prognosis 

 

Symptom management (other than pain management)  
Understanding cultural beliefs/values  
Understanding family dynamics/support systems  
Understanding philosophy of palliative care  
Understanding spiritual needs of patients/families   
Other (please specify) 
 

 



 

 

14. What types of support systems are in place for health care professionals in your community 
to help them personally deal with caring for people with advanced illness? (Check all that 
apply.)  

 De-briefing sessions 
 Discussion groups within disciplines 
 Interdisciplinary discussion groups/forums 
 Staff support groups 
 Time off for staff 
 Other (please specify) ____________________________________________________ 
 Not aware of any support systems 

Quality Mechanisms and Measures 
This section provides information on how the organizations on your Community Team may use 
quality measures related to palliative care. 
 
15. Upon completion of planning for palliative care services within your community, what 

indicators to measure your success are you considering? 

 

16. What data do the organizations on the community team currently collect that may relate to  
palliative care needs/management.  For example, hospital readmissions, pain scores, ect… 

Barriers to Palliative Care 
This section examines your perception of the potential barriers to palliative care, the degree of 
impact these barriers may pose in developing a palliative care program, and the factors that drive 
decisions within your community related to palliative care. 
 
16. Indicate which of the following barriers to providing palliative care affect or you anticipate 

affecting your community. Rank the top three on the list below. 

Potential barrier  Ranking 
Community awareness of palliative care  
Human resources to provide services  
Lack of clinician knowledge and experience about palliative care  
Coordination of care between providers/settings  
Medical staff commitment/buy-in to palliative care  
Reimbursement  
Other (please specify)  

 
Comments:  
 
 
 
 



 

 

17. Please list the three most important things you want to learn in the pilot project. 

1) _____________________________________________________________ 
 

2) _____________________________________________________________ 
 

3) _____________________________________________________________ 

 
 
18. Other information you would like to share:  
 
 
 
 
 
 
 
 
 
 
 
 

 
Team members/organizations participating in completion of survey: 

Name Organization 
  

  

  

  

  

  

  

  

  

  

 

Thank you for your time and participation! 
 
 



 

 

 
 
 

NRHA Rural Palliative Care Pilot Project 
Team Meeting Discussion Guide 

 
 
1.  Team Member introductions/project overview: 

·  Could include: name, organization, role, what they hope to get out of participation in 
the project 

·  Be sure to highlight any team members that have recently joined if you’ve added 
additional organizations/people to your team. 

·  Project Overview:  Funded by the National Rural Health Association, our team is 
one of three communities around the country invited to participate in this six-month 
visioning and planning program to develop or strengthen palliative care services in 
our communities.  The goal of this process will be to identify and develop action 
plans for one to three areas related to palliative care services where our community 
can make improvements to provide more effective, efficient care. 

·  Updates for team from initial call with Stratis Health. 
 
 
2. Review/Discuss definition of Palliative Care vs. Hospice to help ensure team has a shared 

understanding: 
 

Palliative care refers to patient and family-centered care that optimizes quality of 
life by anticipating, preventing, and treating suffering. Palliative care throughout 
the continuum of illness involves addressing physical, intellectual, emotional, 
social, and spiritual needs and facilitating patient autonomy, access to 
information, and choice. Of particular importance, palliative care services are 
indicated across the entire trajectory of a patient’s illness and its provision should 
not be restricted to the end-of-life phase.* 

 
Hospice care is a service delivery system that provides palliative care for patients 
who have a limited life expectancy and require comprehensive biomedical, 
psychosocial, and spiritual support as they enter the terminal stage of an illness or 
condition. It also supports family members coping with the complex 
consequences of illness, disability, and aging as death nears. Hospice care further 
addresses the bereavement needs of the family following the death of the patient.* 

 
*  National Quality Forum.  A National Framework and Preferred Practices for 
Palliative and Hospice Care Quality A Consensus Report.  2006. 
 
 
 

Appendix E: Discussion Guide 



 

 

3.  Review Preferred Practices from the National Quality Forum.  A National Framework and 
Preferred Practices for Palliative and Hospice Care Quality A Consensus Report.   

·  What items may address the greatest needs in our community? 
·  What items do we already have in place? 
·  What items would we prioritize as most important? 
·  What items are feasible/possible areas that as a community we could start addressing 

in the next few months?  
·  As a team are you ready to narrow down your options  

Note:  If yes, send top priorities to Karla.  If no – that’s fine; we’ll work on 
this at the in-person meeting. 

 
 

4.  Next Steps: 
·  Are there specific palliative care related areas we’d like Stratis Health to focus on for 

the in-person discussion (resources, topics, models for improvement…)  
·  Team Operations: 

o What method works best for on-going team communication (e-mail, calls) 
o What roles do we need have in place to operate as a team and what 

organizations/people can take on those roles? (i.e. organizer, facilitator, note 
taker, time keeper,).   

o Can we set a standing meeting time?  Perhaps once per month? 
o Expectations for participation? 

·  What communication do we need to get out to our organizations/community 
regarding this initiative?  Who will do that? 

 
 



 

 

 
 

 
������ �

������	
���
������������
��
�����

������
���
�
����
����������������
������� �	 �
�����
�����������
������� �	 �������
����
�����
������� �	 �
��������������

 
Objectives:  

As a result of this session, the participant will be able to:  
1. Describe desired clinical outcomes and processes of  palliative care  
2. Recognize opportunities for networking, developing relationships, and interacting 

with peers to help build community capacity for palliative care 
3. Develop an initial goal and action plan for palliative care in your community 
4. Identify resources available to support palliative care 

 

9:00 – 9:30 Welcome and Introductions 
 
9:30–10:30 Palliative Care and Community Capacity Building  
 
10:30–10:45 Break 
 
10:30-11:30 Case Study 

Define community focus area(s) 
 

11:30 – 12:00 Collaboration Basics and Working as a Team 
 
12:00–12:45  Lunch  
 
12:45-1:15 Model for Improvement and Action Plan Basics 
 
1:15– 2:45 Community Action Plan Development 

·  Goals and aim 
·  Measures 
·  Workplan (timeline, responsibilities…) 

 
  Break (during community group time) 
 
2:45– 3:00 Wrap-up 
  Identify additional resources needed  

Next steps for team and initiative 
 

Appendix F: Agenda for In -Person Sessions  



 

 

 

EVALUATION 
NRHA Rural Palliative Care Pilot Project  

In-Person Planning Session 

All Sessions -  Summary 
 
 

Attendees:  39 
Evaluations Completed:  30 

 
 
Please check appropriate box: 

Disagree 
Strongly  

Disagree 
Somewhat  

Agree  
Somewhat  

Agree 
Strongly  

As a result of this educational activity,  
I can: 1 2 3 4 

1. Describe desired clinical outcomes and 
processes of  palliative care  

  4 25 

2. Recognize opportunities for networking, 
developing relationships, and interacting 
with peers to support community capacity 
for palliative care 

 

  29 

3. Develop an initial goal and action plan for 
palliative care in your community 

  5 24 

4. Identify resources available to support 
palliative care 

 1 4 24 

 
Indicate how you intend to apply in your organizati on the information you received 
today: 

·  Learn more about advance directives 
·  Return to facility, pull information from MDS Assessments in reference to DNR, Do 

Not Hospitalize, Advance Directives etc…  Attempt to increase % of completion and 
“RETURN” to facility.  Currently DNRs XXXX (can not read).  Advance Directive 
“completed/returned” at 20% currently. 

·  Place advanced directives in all admission packets and follow-up with social worker 
to complete. 

·  Will begin developing an educational plan for AD 
·  To know how to initiate program 
·  Advance Directive implementation plan 
·  We will be implementing the action plan 
·  Help promote this palliative care project 
·  Establishing a committee 
·  Educating the clinic in which I work 
·  Implement completion of advance directives 

Appendix G: Evaluation Summary – In 
Person Planning Sessions 



 

 

·  Expand on palliative care for residents in NFs 
·  I intend to assist with initiation and process of having advanced directives assessable 
·  Very informative training.  Our team plans to implement advance directive education 

to our community 
·  Finalize action plan 
·  Meet objectives 
·  Identify local leaders to participate 
·  Will help us as a team, more of an understanding of data 
·  Continue to dialogue re: Palliative Care 
·  Active participant to implement goals and objectives 

 
List any other topics related to palliative care th at you are interested in learning 
more about: 

·  Still new to me at this time 
·  Advance Directives 
·  Pain and symptom management 
·  Pain control 
·  Pain, symptom control, information on how and what to expect throughout the 

course 
·  Distribution of information, community connections 
·  Ways to educate patients about palliative care 
·  Pain management 
·  Certifications for nursing staff 
·  Various ways to provide palliative care as r/t religion (?) 
·  Rural Health and CAH Success 
·  Would like more information from other PC projects from other areas 

 
 
Other comments: 

·  Enjoyable and informative 
·  Look forward to working with existing members of the TEAM to promote 

palliative care for our community citizens/patients/residents in our 
organization. 

·  Education and follow up are very important 
·  Great team interaction 
·  Karla Weng was well-prepared and highly effective as the leader of today’s 

session. 
·  EXCITED! 
·  Very productive day 
·  Thanks 
·  Thanks! 
·  Good job and successful day 
·  Thank you – appreciate the information and guidance 
·  Very grateful that I can be a part of this project 



 

 

 
NRHA Rural Palliative Care Pilot Project  

Community Team Evaluation – Summary Results 

Your answers to the series of questions below will help Stratis Health evaluate the effectiveness 
of the National Rural Health Association (NRHA) Rural Palliative Care Pilot Project, and assist 
in identifying opportunities for improvement for Stratis Health and NRHA in assisting additional 
rural communities in developing community-based palliative care services.   
 
Please complete all sections of the evaluation to Karla Weng at Stratis Health by 9:00 
CENTRAL Time on Tuesday, September 29: 

·  Email: kweng@stratishealth.org 
·  Fax: 952-853-8503, Attn: Karla Weng 

 
1. The goals of the six-month NRHA Rural Palliative Care Pilot Project was for communities to  

develop a team, assess need for palliative care services, and develop an action plan on an area 
of focus related to palliative care processes. 

 
On a scale of 1-4, with 4 being the highest, rate how well the NRHA Rural Palliative Care 
Pilot Project assisted your community in meeting these goals: 

 
Developing a community team   Average: 3.3 1       2       3       4 
Assessing community need for palliative care services   
Average: 3.3 1       2       3       4 

Develop an action plan on an area of focus related to 
palliative care processes     Average: 3.7 

1       2       3       4 

 
2. Stratis Health provided the following support during the NRHA Rural Palliative Care 

Pilot Project.   On a scale of 1 – 4, with 4 being the highest, please rate how useful these 
services were to your community during the pilot project: 

 

Needs assessment for palliative care services in your 
community, and feedback when selecting an area of focus 
Average: 3.7 

1       2       3       4 

In-person educational and planning workshop conducted 
with community stakeholders to develop an action plan for 
palliative care processes in your community 
Average: 4 

1       2       3       4 

Technical Assistance conference calls with team leader and/or 
team members to gauge progress, offer support, resources, 
and suggestions 
Average: 4 

1       2       3       4 

Individual follow-up and support to connect the community 
team with program resources and expertise  
Average: 3.7 

1       2       3       4 

Appendix H: Project Evaluation Summary  



 

 

 
 
 
3. What aspect of the NRHA Palliative Care Pilot Project did you find most instrumental to 

assisting your community team?  

·  Getting Started / ID areas of need  
·  On- site training /One day training  
·  On Site Assessment and education 
·  Resources (Quick response from Karla) 
·  Having workshop away from office 
·  Day long visioning and planning workshop 
·  The educational and planning workshop.  This really helped us to see our project 

and plans become a reality 
 
4. What could be improved about the delivery and/or content of the NRHA Palliative Care 

Pilot Project that would have made it more helpful for your community team? 

·  Not Sure 
·  Would   like the notes, thoughts, etc. of the other teams 
·  More time to work on the project 
·  Break down into smaller sections of what is expected. Although I would not now 

change or scale down what our team has done, but we did what we thought was 
expected  - to start a palliative care community advocacy – did not realized it could 
have been OK to achieve just a piece such as develop a care champion or service 
wheel. 

·  More involvement from hospice agencies 
   
5. Do you envision your community team continuing its efforts after the end of this pilot 

project?   

If yes, what areas do you anticipate the group will focus on? 
·  Yes, Continue being of service and available to the community 
·  Yes, Will continue to work on the Advance Directives Project 
·  Yes, Advance Directives-education, develop community volunteers and educational 

material 
·  Yes, expanding the role of Palliative Care in the Community  
·  Yes, Different areas to provide help to community 
·  Yes, Staff education 
·  Yes, continue to broaden the work on advance directives with expansion in the area 

of community education. 
·  Yes, we plan to put our project into action January 1, to have a community palliative 

care organization following patients care needs 
·  Yes, plan to complete our plans with all admissions having an advance directive, and 

we hope to improve relationships with all the agencies in the area… especially 
hospice. 

 



 

 

Do you think the community efforts on this topic will have any impact on working 
relationships/joint efforts beyond palliative care?  If yes, please describe. 
·  Yes, building relationships is often a stumbling   block in community efforts due 

to time constraints and $ so now we have opened the doors  
·  Yes, projects related to Hospice Care, etc. 
·  Yes, People will see the collaboration with the various organizations as a step 

that all parties are committed to this project.  
·  Yes, much better relationships and communication 
·  Yes, better relationship with our nursing homes /rest homes. 
·  Yes, we hope this collaboration is just the beginning of many more group efforts 

to educate our community and enhance the quality of life for individuals in our 
community.    

·  Yes, It will benefit hospice, clinic with follow-up, cut down on frequent admits 
and bond community agencies.  

·  Not initially, but we plan to improve that 
 
6. What do you see as the primary barriers for continuing to plan/develop palliative care 

services in your community? 

·  Money /funding /financial resources  
·  Staff Changes 
·  Education 
·  Issues of cooperation 
·  Time constraints 
·  Finding the time to collaborate 
·  Physician Participation 
·  Finances 
·  Managing office 
·  Resistance from other agencies 

 
7. What further assistance or resources would be helpful to your community team to 

continue your palliative care efforts?  (Please include suggestions you may have in 
addition to funding) 

·  Just knowing individuals you can call that have the knowledge and expertise 
when you have questions or need direction. 

·  Support of the community and being able to work with them  
·  Training Material for Palliative Care Volunteers 
·  Sharing of best practices and what works 
·  Funding is the #1 concern 
·  Support for agency with education, training, advice to better project. 
·  Nothing, everything was great and received plenty of information. 

 

8.  If NRHA and Stratis Health were to repeat this rural palliative care community capacity 
building project with other communities, what changes or refinements to the process would 
you recommend? 



 

 

·  For the needs assessment and feedback? 
More time – felt as though we had to race through instead of researching needs. 

 
·  For the one-day workshop? 

This was well planned, very helpful.  I can’t think of anything would change except 
maybe to make it a 2-day workshop.  
 
**This was great 

 
·  For the technical assistance calls? 

 
Very Helpful 
 

·  Other? 
 

Development of nice relationship with others in our organization  
 
Final call/wrap up.  Although it is great to have all join together, we had no clue of 
what to expect and being we were quite different with our project felt disconnected 
with what was expected of us.   

 
 
9. On a scale of 1 – 4, with 4 being the highest, how likely would you be to recommend 

participation in the NRHA Rural Palliative Care Pilot Project to other communities?    
Average: 3.7 
 

1 2 3 4 

 
10. Other comments: 

Karla, The staff of Angel Home Health, Angel Medical Center, Grandview Manor Care 
Center, and Britthaven of Franklin wishes to express our sincere thanks for your assistance 
in getting us off to a good start with our Palliative Care Initiative.   Hopefully, we will have 
the opportunity to work with you again at some point.    Take Care! 
 
I know all communities are different, if everyone was working on similar objectives such as 
Advance Directives, Outreach Services, follow-up care ect. I think the focus could have 
been more precise and teams could have worked together better offering ideas and support 
across the country. 
 
Karla and Lyn were fantastic! 
 
 

Thank you for your input, and for the opportunity to work with your 
community team! 


