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Minnesota Rural Palliative Care Initiative Action Plan
Goal 1:   Develop an interdisciplinary palliative care consult team (NQF preferred practice #1)

Target Population: Patients referred to palliative care consult by healthcare providers 




Objectives (think about SMART* criteria):

	
	Process Steps
	Responsible Person
	Date/Timeline

	Objective 1

A interdisciplinary palliative care consult team will be available to provide pain and symptom management consultation during  regular office hours upon request to healthcare providers in our healthcare community by March 1, 2009

	1. Identify physicians, mid-level providers, and nurses with expertise, interest, and experience with pain and symptom management.
2. Meet with group of identified professionals to determine interest in being a member of the palliative care consult team.

3. Determine roles of the members of the new palliative care consult team. 

4. Determine process of providing palliative care consultation when requested.
5. Educate medical and nursing staff about palliative care consult team, roles, and processes.


	1. Susan
2. John
3. 

4.

5.
	Jan. 9, 2009
Jan. 19, 2009

Feb. 2, 2009

Feb. 2, 2009

Feb. 8-27, 2009


* SMART:  specific, measurable, achievable, relevant and time bound objectives
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Goal 2:   Develop a process to offer a family meeting to discuss options for future care (NQF preferred practice #18)

Target Population: Patients with 3 or more admissions to the hospital within 9 months
Objectives (think about SMART* criteria):
	Objective 1
100% of patients will have documented discussion goals of care, including identification of a surrogate decision maker, within 48 hours of admission.


	1. Define criteria and method for identifying patients ( for example, 3 admissions within 6-9 months, by ED staff)

2. Survey social workers and charge nurses to assess interest in participating in a family meeting, talking about goals of care 

3. Deliver education about family meetings to staff selected to be key resources for Sunrise Hospital; develop guideline for topics to cover and documentation

4. Explore availability of hospice staff  to attend family meetings if patient is known to the agency

5. Meet with physician champion to present plan and gather feedback

6. Determine where the discussion will be documented in the medical record

7. Check if the family meeting summary can be add to the discharge summary and sent to the primary physician’s office and next site of care.


	1. Susan

2. John
	January 12, 2009

	Objective 2

Adapt objective #1 to patients admitted to the nursing home 
	1. Present idea to nursing home administrator/quality committee/medical director

2. Education plan
	1. David
	February 2, 2009


* SMART:  specific, measurable, achievable, relevant and time bound objectives
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Goal 3:   Improve the symptom assessment for patients with shortness of breath in our hospital, nursing home, and home care

Target Population: Patients with 3 or more admissions to the hospital within 9 months
Objectives (think about SMART* criteria):
	Objective 1
100% of patients with CHF and COPD will have a dyspnea assessment completed with vital signs in the hospital, nursing home etc
(NQF preferred practice #12

	1. Is there any data available now that can be used as a baseline?

2. Educate staff about assessing dyspnea, scale, subjective nature, ways to relieve etc
3. Review dyspnea management protocols in ICSI guidelines
4. Trial new documentation of assessment form for dyspnea for all patients with CHF, COPD in the hospital and nursing home 
5.  Add dyspnea assessment as a critical competency for staff for 2009


	1. Marilyn
	March 1, 2009


* SMART:  specific, measurable, achievable, relevant and time bound objectives
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