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Your Interdisciplinary Team
A Self-Assessment Survey

Developed for a Research Project on the Effectiveness of the IDT
Hospice & Palliative Care Federation of MA

The Education Committee of the Hospice & Palliative Care Federation is planning an
educational conference to provide practical ways for a hospice or palliative care service to
improve the effectiveness of its interdisciplinary team. We are seeking input from team members
to assure that we have a program consistent with your needs.

Please take a few minutes to complete this survey and refurn it in the envelope that is
provided. Individual feam results will be returned fo your hospice in summary form so you can
compare your performance against others in the state. Any identifying information will be
removed so that all answers will remain confidential. '

We thank you for participating in this project.  With your help, we will offer a sound
program that builds practical skills and produces better outcomes for the team, the program and

the family.

Please check vour response in the appropriate column.
] Mostly Sometimes  Rarely

Team participation

. Team members atterd IDT mtg regularly T 7 [ [
. IDT mtg. atmosphere is characterized by
openness and trust O [ U
. There is mutual agreement about fhe purpose
- of the meeting L [ L
. Members of each discipline contribute
their professional input equally O [] O
. The contribution of all disciplines is valued L O [
. Members ask. for clanfication on vague
O L LI

comments or positions




{eam Participation (confinned)

. Teams members feel comfortable expressing
differing view
. Members know how to reach agreement

when there are differences of opinion

. The leadership rele 1s shared among

tearn members

Care Planning at the team meeting
- IDT focuses on problems, interventions and goals

rather than reporiing

Care plans are used as a resowrce at the meeting to
resolve problems, and identify changes and

new problems

. Data and assessment information is used

in making a care plan

. The team develops cost-effective care plans

. IDT documentation clearly reflects input from all
disciplines

. Documentation by the team clearly outlines

téle goals and services of the plan of care

Mostly

O

Sometimes

[

Rarely

O




Yes Ne

Traming
. My organization provides crientation on
IDT functioning to new staff 1 C
. My organization provides training to
improve the effectiveness of the team [ 0
. Training in IDT process and outcomes would
be useful for my team L L
. T would attend 2 program to improve.
IDT effectiveness L] Ll
. Of particular interest to me would be:
-Understanding team roles and responsibilities 1 O
-Improving team process and behavior L] [
-Reaching consensus o O
-Improving team outcomes such as care planning [ L]
-Improving documentation L L
1 1

-How to provide support to the feam

In your opinion, what is the value of IDT for you in your work with patient?

Any other comments about your IDT?




ALL RESPONSES WILL REMAIN CONFIDENTIAL:

Program name (optional)

Your position on the team: (circle one)

Fxecutive Director Bereavement Coordinator
Medical Director Hospice Volunteer
Clinical Leaders Home Health Aide

Staff Nurse :

Social Worker Other:

Chaplain

Yohunteer Coordinator

Please seal all confidential surveys in envelope provided and give fo field visit staff or collect
and mail fo: Rigney Cunningham, Hospice & Palliative Care Federation of MA, 1420

Providence Highway, Suite 277, Norwood, MA 02062,

FINAL 3/27/03




Medicare Hospice Conditions of Participation

-Sec. 418.58 Condition of participation--Plan of care.

‘ Awritten plan of care must be established and mairiained for each .
individual admitted fo g haspice program, and the care provided to an inamdual must be
in accordance with the plan. ’
{a) Standard: Establishment of plan. The plan must be estahlished by the qnnndmg
pnys ician, the medical director or physician designes and interdisci Dfmary group
priof o providing care.
(b) Standard: Review of plan. The plan must be reviewed and undated at intervals
specified in the plan, by the aftending physician, the medical director or physician
designes and interdisciplinary group. These reviews must be documented.

(c) $tz§qdard Content of plan. The pian must include an assessment of the
individual's needs and identification of the services including the management of

7dgscomror" t and symptom relief. {t must state in detail the scope and frequency. of
services needed to meet the patient's and family’s needs. . -

Sec. 418.68 Condition of participation--Interdisciplinary group.

The hospice must designate an interdisciplinary group or groups compesed of
individuals who provide or supervise the care and services offered by the hospice.
(a) Standard: Composition of group. The hospice must have an interdisciplinary

" group or groups that include at least the following individuals who are empioyees.

of the hospice: :
(1) - A doctor of medicine or osteopathy

{2)  Aregistered nurse:
(3) A social worker.
{4y A pastoral or other counselor.
(b) Standard: Role of group. The Interdisciplinary group is responsible for—
(1)  Participation in the establishment of the plan of carg;
(2) Provision or supervision of hospice care and sarvices;
Periodic review and updating of the pian of care for each ndmduaf

RS

4)
hospice care and services.
(c) If & hospice has more than one interdisciplinary group, it must designate in
advance the group it chooses o executs the functions uescnbed in paragrapn

recelving hospice care; and
Establishment of policies governing the day-to-day provision of

(b}(4) of this section.

ate a registersd nursea fo

(d) Standard: Coordinater. The hospice must design
coordinate the implementation of the plan of care for each patient

- N
N




MA Hospice Licensure Regulations
141.202 Plan of Care/ Assessment

( A comprehensive plan of care shall be developed by an inferdisciphinary hospice caze team
and IT e:)DTTcﬂbiu the patient's aftendimg t}‘@’Sioial prior to provision of services. The mitial plan of
cars shall be developed within three days of admdission by at Jeast Leu members of the

mierdisciplinary team as defined by 105 CMR 141203, inclading 2 registered nuwse and the
medical divector. Tt e reviewed and ratified by the full nterdiscipinary
team at their next scheduled meeting.

- (B} The patient/family shall be permitted and encouraged to actively participste in the care
plarmmg process and the provision of care. Such partcipation shell be docuwmented m the

patient/family record.
 (C) The plan of care shall .ndude but not be limited to:

the mitial plan of care shall

(1) pertiment diagncsis add Dro £1035is;

(2) identification of the physical, psycholoozcal socxaL economic and spiritual sta*us of the
_patient/family; )
. (3) nesd for inpatient care {respite or general), nutritional needs, medication needs, need for -
management of discomfort and symptom comnirol, and need for management of grief; ‘

(4) plan to address identified needs including scope of services requized;

(5) identification of anticipated frequency of services needed;

(6) designation of the primary care giver or aliernate plan to provide 24 hour care and suppeft in
the patient's home; ' ) :

(7) identification of the person responsible for coordinating care;

(8) plans instructing the patient/family or designated caregiver i patient care;

(9) plans for suppart and care at the Hme of death

{10) plans for previdﬁg bereavement cars to family

(D) The oompr;‘hensive plan of care shall reflect the changing care needs of the patient/Tamily,
and be reviewed and revised as mecessary but at least twice a month by the imterdisciplinary care

team. These reviews shaﬂ be documented in the patxent/mzmly record.

141.203: :Lntemsanhnarv Tea_m

(A) The hospice shall ustabhsh an mtem;{solphnary care team(s) sehiskhat includes bt is not
hm_ted to: :
(1) medical director
(2) registered murse
{3) coordinator of volumteers
{4) social worker -

(3} spirttnal or other counselor

(&) bereavement coordinator



A

+ yi =7 = o T <% S
A tezm member mey serve more than ore role on the feam

" (B) The imterdisciplinary team’s rssponsibiiitiss shall include bt not be imited to:

(1) estabiishing a plan of care for each patieny/family

(2) condncting regularly schednled mestings to review the plan of care as nesded but at least
twice monthly for each patient/family recefving hospice services

(3) encouraging active involvement of the patient/family in development and implementation of
plan of care

(4) providing or supervising the provision of hospice care and services
" (5) implementing written policies governing the dayto-day provision and evaluation of hospice
care and services - - - '
~- {6) monitoring confinuity of care across all settings

(C) One member of the interdisciplinary team shall be designated as coordinator of a patient's
care and shall be responsible for' coordinating the implementation of the plan of care for that
particular patient and assuring that all services required for the particnlar fatient's care are in place.




National Consensus Project for Quality Palliative Care

Core Elementis of Palliative Care
" The National Consensus Project includes the following key elements of palliative care:

Patient popuiation: The population served inciudes patients of all ages experiencing
2 debilitating chronic or life-threatening illness, condition or injury.

= Patient- and family-centered care: The uniqueness of each patient and family is
respected, and the patient and family constitute the unit of care. The family is
defined by the patient or, in the case of minors or those without decision-making
capacity, by their surrogates. In this context, family members may be related or
unrelated to the patient; they are individuals who provide support and with whom
the patient has a significant relationship. The care plan is determined by the goals
and preferences of the patient and family, with support and guidance in decision-
making from the health care team. ' ‘

a Timing of palliative care: Palliative care ideally begins at the time of diagnosis of
a life-threatening or debilitating condition and continues through cure, or until
death, and into the family’s bereavement period.

= Comprehensive care: Palliative care employs multld]mensmnai assessment to identify
and refieve suffering through the prevention or alleviation of physical, psychological,
social, and spiritual distress. Care providers should regularly assist patients and their
families to understand changes in condition, and the implications of these changes as
they relate to ongoing and future care and goals of treatment. Palliative care requires
the regular and formal clinical process of patient-appropriate assessment, diagnosis,
planning, interventions, monitoring and follow-up.

e Interdisciplinary team: Palliative care presupposes indications for, and provision
of, interdisciplinary team evaluation and treatment in selected cases. The palliative
care team must be skilled in care of the patient population to be served. Palliative
care feams may be expanded to include a range of professionals, based on the
services needed. They inciude a core group of professionals from medicine, nursing
and social work, and may include some combination of volunteer coordinators,
bereavement coordinators, chaplains, psychologists, pharmacists, nursing '
assistants and home attendants, dietitians, physical-, occupational-, art-, play-,
child-life- and music therapists, case managers and trained volunteers.

= Atfention o relief of suffering: The primary goal of paliiative care is to prevent and
relieve the many and varicus burdens imposed by diseases and their treatments,
and consequent suffering, including pain and other symptom distress.

s Communication skills: Effective communication skills are requisite in palliative

- care. Thess inclade developmentally appropriate and effective sharing of
information, active listening, determination of goals and preferences, assistance
with medical decision-making, and effective communication with all individuals
involved in the care of patients and their families.

= Skill in care of the dying and the bereaved: Palliative care specialist tearms must be
knowledgeable about prognostication, signs and symptoms of imminent death,
and the associated care and support needs of patients and their families before
and after the death, including age-specific physical and psychological syndromes,
opportunities for growth, normal and aberrant grief, and bereavement processes.

CLIMICAL PRACTICE GUIDELINES FOR QUALITY PALLIATIVE CARE




# Continuity of care across seftings: Palliative care is integral to all heaith care
delivery system settings (hospital, emergency department, nursing home, home
care, assisted living facilities, outpatient and non-traditional environments
such as schools). The palliative care team collaborates with professional and
mformal caregivers in each of these settings, in order to ensure coordination,
communication, and continuity of palliative care across institutional and home
care settings. Prevention of crises and unﬂecessary transfers are important
outcomes of palliative care. :

w Equitable access: Palliative care teams should work toward equitable access to
palliative care across all ages and patient populations, all diagnostic categories, all
health care settings including rural communities, and regardless of race, ethnicity,
sexual preference or ability to pay. :

s Addressing regulatory barriers: Concerns about drug abuse have led to increased
concerns about medically appropriate use of opioid analgesics. While efforts to
address abuse are necessary, they should not interfere with medical practice and
the care of patients in pain. Palliative care professionals should collaborate with
policy-makers, law enforcement and regulators to achieve a balanced and poSltlve
regulatory environment for pain management and palliative care.

® Quatity fmprovement: Palliative care services should be committed to the pursuit of
excellénce and high quality of care. Determination of quality Tequires regular and
systematic evaluation of the processes of care and measurement of outcomes data

using validated instruments.






