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Complex-Care Team Approach Reduces Costs, Improves Quality of Life Without Shortening Life

The use of intensive patient-centered
management (PCM) for managed care pa-
tients with life-limiting diagnosis and mul-
tiple comorbid conditions (“complex pa-
tients”) can sharply reduce costs and utili-
zation while increasing patient satisfaction.
PCM also improves reported quality of life
with no adverse effects on survival, a re-
cent study has shown.

“Patient-centered management is an
emerging, comprehensive patient-focused
collaboration that includes end-of-life and
pain management, education, provider co-
ordination, and patient advocacy,” write the
authors of a report published in The Ameri-
can Journal of Managed Care.

Researchers examined the effect of PCM
on utilization and patient outcomes in a
cohort study of 756 complex patients (can-

cer diagnosis, 75%) covered by a large health
maintenance organization in California from
February 2003 through December 2004.

In addition to the traditional case man-
agement received by the control cohort,
those in the PCM group received:

• Patient education

• Home visits

• Frequent contact

• Goal-oriented care plans

Each patient in the PCM cohort had a
complex-care team, which included nurse
care and team managers and an on-call phy-
sician to anticipate the patient’s medical
problems, provide the team with medical
care information, and offer clarifications
and suggestions in support of care plans
provided by the treating physician.

Compared with patients in the
control group, PCM patients had:

• 62% more hospice days

• 38% fewer inpatient admissions

• 36% fewer inpatient hospital days

• 30% fewer emergency room visits

• 22% more home care days

 — Sweeney, et al,
The American Journal of Managed Care

Key findings include:

• Overall costs were reduced by 26%.

• Proportions of decedents across cohorts
were statistically similar: 26% of PCM

Although the vast majority (88%) of
terminally ill cancer patients view religion
and/or spirituality as personally important,
many feel that their needs for spiritual sup-
port are not being addressed by their faith
community or in their medical care, ac-
cording to a recent report published in the
Journal of Clinical Oncology.

“Our study showed that support of pa-
tients’ spiritual needs was associated with
an important clinical outcome — im-
proved quality of life,” write lead author

Tracy A. Balboni, MD, of the Harvard Ra-
diation Oncology Program, and col-
leagues. Yet, “many advanced cancer pa-
tients do not have support from a religious
community or from the medical system at
a particularly vulnerable period of their
illness trajectory.”

Investigators analyzed interview re-
sponses of 230 patients (mean age, 56.8
years; nonwhite race/ethnicity, 39%) with
diagnosis of advanced cancer (expected
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patients died compared with 28% of
usual management patients.

• 42% fewer oncology patients in the PCM
cohort than in the control group received
either chemotherapy or radiation.

“Given the reported death data, the
‘extra’ chemotherapy and radiation ex-
perienced by the usual case management
cohort did not seem to produce any sur-
vival benefit,” comment the authors.
“This result supports earlier findings
that palliative end-of-life care plan-
ning is underused.”

As well, the authors add, “Prior work
showed that patterns of hospice use by older
Medicare beneficiaries were consistent with
the system of care and not necessarily with
appropriate need and preference, leading

to underutilization.”

Patient education seems to have influ-
enced not only patient choices and deci-
sion making, the authors note, but also pa-
tient behavior by encouraging a more pro-
active adherence to care plans. For ex-
ample, PCM patients had fewer diagnoses

Half of All Countries Lack Palliative Care Services

From Page 1

About one-half of the world’s 234 coun-
tries have no established system for hos-
pice or palliative care provision, and 33%
lack any known initiatives for developing
the capacity to deliver such care. Further,
in only 15% of countries (such as the U.S.
and Canada) has palliative care achieved
measurable integration with mainstream
service providers.

That is according to a report entitled
“Mapping Levels of Palliative Care De-
velopment: A Global View,” which was
released in January 2007 by the Interna-
tional Observatory on End-of-Life Care
(IOELC), located at Lancaster Univer-
sity, Lancaster, United Kingdom.

“Despite increasing international calls
for high quality end-of-life care to be

recognized as a human right, there is
clearly a long way to go before it is
within reach of most of the people in
the world,” says lead author Michael
Wright, PhD, senior research fellow at
IOELC.

The authors point out opportunities for
improving delivery of palliative care,
which they note, “is still a young disci-
pline.”

Challenges to formalized palliative care
provision include:

• Low public awareness

• Lack of government commitment

• Unavailability of opioids

• Unfamiliarity with multidisciplinary
team work

• Uncertainty about the relationship be-
tween palliative medicine and other
specialties

“There are many barriers to service de-
velopment; often palliative care is not re-
garded as a core healthcare service, which
of course it is,” says Wright. “There can
also be political or cultural opposition —
for example, to the use of morphine —
and factors associated with a country’s
geography, population, and infrastructure
can also throw up big challenges.”

The report was commissioned jointly by
the National Hospice and Palliative Care
Organization of the U.S. and Help the
Hospices of the U.K.

 The full report is available online at
www.nhpco.org.

“indicative of uncoordinated care,” such
as: nausea (44% reduction), anemia (33%
reduction), and dehydration (17% reduc-
tion).

Results of a patient/family survey fol-
lowing case closure include:

• 78% of respondents were “extremely sat-
isfied” with the PCM services, with only
3% reporting they were not satisfied.

• 98% considered PCM to be a useful ser-
vice for very ill patients.

• 86% felt PCM had improved their qual-
ity of life or that of their loved one.

Source: “Patient-Centered Management of
Complex Patients Can Reduce Costs Without
Shortening Life,” The American Journal of
Managed Care; February 2007; 13(2):84-92.
Sweeney L, Halpert A, Waranoff J; Carnegie
Mellon University, Pittsburgh; Blue Shield of
California, San Francisco.

“Researchers showed that patient
education, care coordination, and
end-of-life management lowered
costs and increased satisfaction

without sacrificing mortality in
patients who were coping with
advanced illness and preparing

for the end of life.”

— Sweeney, et al
The American Journal of Managed Care
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prognosis, < 1 year) and failure of first-
line chemotherapy. Participants were part
of the Coping with Cancer study, a feder-
ally funded, multi-institutional investiga-
tion of factors associated with the well-
being of advanced cancer patients and their
caregivers.

Although spiritual support was found to
be strongly linked to quality of life, nearly
three-quarters of patients reported unmet
spiritual needs by the health care system.
[See sidebar, right.]

“If these figures were reported for any
other dimension of patient care, cancer
care settings concerned with quality
would respond,” comments Betty Ferrell,
RN, PhD, City of Hope National Medi-
cal Center, Duarte, CA, in her accompa-
nying editorial.

Ferrell suggests that physicians can take personal steps to
improve care by conducting patient spiritual assessments,
performing a spiritual self-assessment, and advocating for
spiritual needs by appropriate referrals to chaplaincy.

Balboni and colleagues agree, recommending that “a spiritual

history should become a routine part of
clinical care among patients with advanced
illness.” They also suggest training of
nonpastoral medical staff in identification
of spiritual needs and awareness of sup-
port resources.

“The appropriate roles of various health
care providers (e.g., physicians, nurses) in
managing spiritual needs should be clari-
fied,” the authors conclude. “Although in-
corporating religion/spirituality into care
requires delicacy, attention to this dimen-
sion of health has the potential to enhance
patient well-being at the end of life.”

Source: “Religiousness and Spiritual Support among
Advanced Cancer Patients and Associations with
End-of-Life Treatment Preferences and Quality of
Life,” Journal of Clinical Oncology; February 10, 2007;
25(5):555-560. Balboni TA, Vanderwerker LC, Block
SD, Paulk ME, Lathan CS, Peteet JR, Prigerson
HG; Harvard Radiation Oncology Program; Center

for Psycho-Oncology and Palliative Care Research, Dana-Farber Cancer
Institute; Department of Psychiatry, Brigham and Women’s Hospital; Department
of Medical Oncology, Dana-Farber Cancer Institute; Harvard Medical School
Center for Palliative Care, Boston; and Palliative Care Service, University of
Texas Southwestern Medical Center, Dallas. “Meeting Spiritual Needs: What Is
an Oncologist to Do?” ibid., pp. 467-468. Ferrell B; Division of Population Sciences,
City of Hope National Medical Center, Duarte, California.

Key Findings Include:

• 88% of participants stated that reli-
gion/spirituality was important to them
(very important, 68%; somewhat im-
portant, 20%).

• Spiritual support by the religious com-
munity or medical system was sig-
nificantly associated with quality of life
(P = .0003).

• 47% of patients reported minimal or
no support of their spiritual needs by
a religious community.

• 72% of respondents reported little to
no support of spiritual needs by the
medical system.

 — Balboni, et al,
 Journal of Clinical Oncology

The George Washington University
Institute for Spirituality and Health
(GWish) maintains an online resource for
promotion of a “more compassionate and
integrated” system of health care through
the recognition of the spiritual dimen-
sion of health and suffering.

The website (www.gwish.org) offers
general recommendations for physicians
taking a spiritual history, as well as
internet links to relevant outside
websites, pertinent publications, and ref-
erences. FICA, the acronym for a physi-
cian spiritual assessment tool developed

FICA Spiritual
Assessment Tool

• Faith, belief, meaning: “Do you con-
sider yourself spiritual or religious? Do
you have spiritual beliefs that help you
cope with stress? If not, what gives your
life meaning?”

• Importance and Influence: “What im-
portance does your faith or belief have
in your life? Have your beliefs influ-

by GWish founder and director Christina
M. Puchalski, MD, of the university’s
school of medicine, is available online or
can be ordered in pocket card format.

Physician Spiritual Assessment Tool Available Online
enced you in how you handle stress?
Do you have specific beliefs that
might influence your health care de-
cisions?”

• Community: “Are you part of a spiri-
tual or religious community? Is this
of support to you, and how? Is there
a group of people you really love or
who are important to you?”

• Address/Action in care: “How would
you like me, your health care provider,
to address these issues in your health
care?”

— Copyright 2006,
Christina M. Puchalski, MD
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Opioid Use Poses ‘Extremely Small Risk’
of Hastened Death in Hospice Patients

Survival among patients with advanced illness is affected by a
complex interplay of variables, among which final opioid dose —
but not percent of dose increase — was found to be a very weakly
associated factor. That is according to the authors of a study pub-
lished in the Journal of Pain and Symptom Management.

“Most clinicians understand the value of using opioids to
relieve suffering at the end of life, but the fear of hastening
the death of seriously ill persons contrib-
utes to unnecessary suffering,” says co-
author Stephen Connor, PhD, president of
research and international development for
the National Hospice and Palliative Care
Organization. “This study reassures cli-
nicians that their effective use of opioids
in the seriously ill will not hasten death
and will lead to better quality care.”

The investigators examined the associa-
tion between survival and opioid dosing
characteristics and other variables among 725 hospice patients
(mean age, 76.6 years; cancer diagnosis, 42%) who received
opioid therapy with at least one dose change prior to death. The
study group was divided into subsamples based on maximum
daily opioid dose administered. Findings include:

• No significant relationship was found between high-dose opioid
treatment and the interval between final dose change and death
(mean number of days, 12.5; median, 5 days; range: 0 to 231
days).

• Shorter survival was associated with cancer diagnosis, higher opioid
dose, and lack of consciousness, but none of these variables ac-
counted for more than 10% of the variation in survival time.

“Undertreatment of pain is a far
more pressing concern than is the

risk of hastened death... and
physicians should be encouraged
to use opioids effectively to relieve

suffering at the end of life.”

— Portenoy, et al
Journal of Pain and Symptom Management

“The implication that opioid dose poses an extremely small risk
of hastened death in this population was supported further by the
relatively long intervals between final dose change and death, and
the lack of higher opioid risk in subsamples receiving high doses,”
write lead author Russell K. Portenoy, MD, of Beth Israel Medical
Center, New York City, and colleagues.

Much of the moral justification for aggressive opioid therapy in
the literature on end-of-life care is based on
the ethical principle of double effect, which
assumes a substantial risk of hastened death
due to the opioid, note the authors. Simi-
larly, literature on physician-hastened death
assumes that opioid toxicity is substantial and
can be used to shorten life at the end of life.

“These assumptions contrast with the
common clinical experience of specialists
in pain management or palliative medicine,
who typically use opioid drugs in whatever

doses are needed to achieve analgesia, and rarely encounter a sce-
nario consistent with a primary opioid-related death,” they state.

“In a hospice population, survival is influenced by complex
factors, many of which may not be measurable. Based on these
findings, concern about hastening death does not justify withhold-
ing opioid therapy,” the authors conclude.

Source: “Opioid Use and Survival at the End of Life: A Survey of a Hospice
Population,” Journal of Pain and Symptom Management; December 2006;
32(6): 532-540. Portenoy RK, Sibirceva U, Smout R, Horn S, Connor S, Blum
RH, Spence C, Fine PG; Department of Pain Medicine and Palliative Care,
and Cancer Center, Beth Israel Medical Center, New York City; Institute for
Clinical Outcomes Research and Department of Anesthesiology, University
of Utah Medical Center, Salt Lake City; National Hospice and Palliative Care
Organization, Alexandria, Virginia.

Fewer Concerns with Physician Communication,
Greater Use of Hospice Linked to Presence of ADs

Bereaved family members express fewer concerns regarding com-
munication about medical decisions and report fewer unmet needs
for information about the dying process when their loved ones have
completed an advance directive (AD), reports a team of Rhode Island
researchers in the Journal of the American Geriatrics Society.

The team analyzed survey responses gathered 9 to 15 months
postdeath from relatives of a nationally representative sample of 1587
adults who died nontraumatic deaths in 2000. Nearly 71% of dece-

dents had completed a written AD, a rate higher than reported in
previous studies, the authors note.

Completion of an AD was associated with:
• Greater use of hospice
• Less likelihood of terminal hospitalization
• Less use of life-sustaining treatment during the last month of life
• Fewer concerns with physician communication

Continued on Page 6
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Assessment and Palliative Treatment
of Fatigue: A Clinical Approach

The most common chronic symptom
associated with cancer and other pro-
gressive diseases — fatigue — is also
the one symptom most likely to dimin-
ish quality of life by interfering with
physical and social activity, according
to an article published in the Journal of
the American Medical Association.

“For patients...who at the end of life
wish to focus solely on interventions
that may improve symptoms rather than
underlying conditions, evaluation of
common, potentially treatable causes of
fatigue is appropriate,” write the au-
thors, who are palliative care experts at
the University of Texas M.D. Ander-
son Cancer Center, Houston.

Due to such challenges as the subjec-
tive, variable nature of fatigue, its as-
sessment and treatment in patients near
the end of life can be complex, the au-
thors note. Their article offers a dis-
cussion of the prevalence and causes of
fatigue, and an approach to its evalua-
tion and management.

Challenges to management of fatigue include:

• Its subjective nature and variability in source, expression,
and perception

• Its multidimensional character: fatigue often has multiple
causes, with contributing physiological, psychological, and
situational factors.

• An incomplete understanding of its pathophysiology

• A limited evidence base for treatment

“Treatment strategies for fatigue must be multidimen-
sional and often require an interdisciplinary team,” the
authors state. “When discovery of the specific sources for
the cause is not possible, treating the symptoms should be
the focus of care.”

The article includes a table of tools for initial assessment of
fatigue and ongoing monitoring of symptoms in patients with
cancer and other conditions. There is also a listing of sug-

gested modalities for determining the
causes of unexplained fatigue.

In addition, the authors provide a list
of medications found to be useful for
treating the symptom of fatigue when
identifying the cause is not possible, as
well as a summary of studies and clini-
cal trials on the symptomatic treatment
of cancer-related fatigue.

Quality of life is influenced by the
gap between patients’ hopes and ex-
pectations and their actual experi-
ence, note the authors. Understand-
ing this gap can help physicians
lessen the burden of fatigue in pa-
tients at the end of life. For instance,
patients can be encouraged to adjust
their expectations by focusing on non-
physical activities they enjoy. Other
measures that may improve quality of
life include physical therapy evalua-
tion and orthotics, as well as the use
of walkers and wheelchairs to improve
function.

“In suggesting treatment, it is impor-
tant for physicians to set specific goals regarding comfort,
function, and cognition with the patient and family,” write
the authors.

Further, they note that it is “essential” that physicians:

• Be available for continued access on short notice

• Conduct continuing assessment of symptoms

• Emphasize comfort and maximizing of function

“Excellent patient-physician communication, including ex-
pressive supportive therapy and empathic listening, is critical
particularly at the end of life,” conclude the authors. “Finally,
simply being present can provide patients and families great
comfort, even with progressive illness and severe symptoms.”

Source: “Palliative Management of Fatigue at the Close of Life: ‘It Feels
Like My Body Is Just Worn Out,’” Journal of the American Medical
Association; January 17, 2007; 297(3):295-304. Yennurajalingam S,
Bruera E; Department of Palliative Care and Rehabilitation Medicine,
University of Texas M.D. Anderson Cancer Center, Houston.

Physicians Can Lessen the Burden of Fatigue at the End of Life

The Three Major
Components

of Clinical Fatigue

• Generalized weakness, resulting in
inability to initiate certain activities

• Easy fatigability and reduced capac-
ity to maintain performance

• Mental fatigue, resulting in impaired
concentration, loss of memory, and
emotional lability

 — Yennurajalingam and Bruera,
 Journal of the American Medical Association

Prevalence of Fatigue

• >75% in cancer patients or those
undergoing cancer-related treat-
ment

• 47% to 99% in elderly patients with
chronic disease

• 48% to 78% in the palliative care
setting
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Structured Approach to ICU Family
Conferences Reduces the Stress of Bereavement

The use of a communication strategy for
discussing a change in treatment plan with
relatives of patients dying in the intensive
care unit (ICU) has been found to reduce
symptoms of stress, anxiety, and depression
among bereaved family members, report
the authors of a study published in The New
England Journal of Medicine.

As compared with customary end-of-
life ICU conferences, the proactive strat-
egy “resulted in longer meetings in which
families had more opportunities to speak
and to express emotions, felt more sup-
ported in making difficult decisions, ex-
perienced more relief from guilt, and were
more likely to accept realistic goals of
care,” write the authors.

Investigators conducted a randomized
controlled trial of the effects of a proactive
end-of-life communication strategy, using
a system known by the mnemonic VALUE,
which was developed by co-investigator
Randall Curtis, MD, of the University of
Washington, Seattle. Participants were rela-
tives of 126 patients dying in 22 ICUs in
France. Those in the intervention group were
also given a brochure on bereavement.

Compared with controls, participants in
the intervention group:
• Experienced longer conferences (me-

dian, 30 minutes vs 20 minutes)

• Spent more time talking (median, 14
minutes vs 5 minutes)

• Had a significantly lower median score
on instruments measuring for post-
traumatic stress disorder (PTSD) at
90-day follow up, with a lower preva-
lence of PTSD-related symptoms
(45% vs 69%)

• Had less prevalence of clinically sig-
nificant symptoms of anxiety (45% vs
67%) and depression (29% vs 56%)
The longer, more structured conferences

allowed families to:

• Ask questions and address concerns

• Discuss the patient’s values

• Express emotions

• Alleviate feelings of guilt

• Arrive at a more realistic expectation
of the outcome

“This study is groundbreaking in its dem-
onstration of a statistically and clinically
significant improvement in symptoms of
anxiety, depression, and PTSD among fam-
ily members, and it shows that expanding
the focus of critical care to include family-
centered outcomes is appropriate and de-
sirable,” write the authors of an editorial
accompanying the report.

The increasing use of critical care in this
country has led to a rise in the number of
Americans who die in the ICU, as well as
to the increased number of patients who
survive with desirable outcomes, point out
Craig M. Lilly, MD, University of Massa-
chusetts Medical School, Worcester, and
Barbara J. Daly, PhD, RN, Case Western
University, Cleveland, noting that “nearly
every American family will be affected by
the loss of a loved one in an ICU, and the
effect of this loss can be mitigated by high-
quality care.”

Lilly and Daly conclude: “All provid-
ers of critical care should receive train-
ing that will allow them to offer the kind
of support that they would want if they
had a family member who was facing
death in an ICU.”

Source: “A Communication Strategy and Brochure
for Relatives of Patients Dying in the ICU,” The
New England Journal of Medicine; February 1,
2007; 356(5):469-478. Lautrette A, Darmon M,
Megarbane B, Curtis R, et al; Saint-Louis Hospital
and Paris 7 University, Assistance Publique-
Hopitaux de Paris, Lariboisiere Hospital, Paris,
France; School of Medicine, University of
Washington, Seattle. “The Healing Power of
Listening in the ICU,” ibid., pp. 513-515. Lilly CM,
Daly BJ; University of Massachusetts Medical
School, Worcester; Case Western University,
Cleveland.

• Value and appreciate what family
members say

• Acknowledge the family members’
emotions

• Listen

• Ask questions that allow you to
Understand the patient as a person

• Elicit questions from family members

VALUE: Guidelines for an
End-of-Life Family Conference

 — Lautrette, et al,
The New England Journal of Medicine

• Feeling more informed about what to expect throughout the dying process
“Despite this increase in the use of ADs, persistent and important concerns remain

with how we as a society care for frail, older, dying persons,” warn the authors. “With the
demographic projections of the ‘baby boomers,’ the ability to provide competent, coor-
dinated, and compassionate care to older adults throughout the course of illness and the
dying process is becoming increasingly urgent.”
Source: “Association between Advance Directives and Quality of End-of-Life Care: A National
Study,” Journal of the American Geriatrics Society; February 2007; 55(2):189-194. Teno JM,
Gruneir A, Schwartz Z, Nanda A, Wetle T; Center for Gerontology and Health Care Research,
Brown Medical School; Department of Community Health, Brown University; Division of
Geriatrics, Rhode Island Hospital; and Miriam Hospital, Providence, Rhode Island.

Fewer Concerns with Physician Communication,
Greater Use of Hospice Linked to Presence of ADs (from Page 4)
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www.aahpm.org
American Academy of Hospice and

Palliative Medicine

www.eperc.mcw.edu
End of Life/Palliative Education

Resource Center (EPERC)

www.epec.net
The EPEC Project (Education in
Palliative and End-of-Life Care)

www.nhpco.org
National Hospice & Palliative Care

Organization

www.caringinfo.org
National consumer engagement

initiative to improve end-of-life care

www.promotingexcellence.org
Promoting Excellence in

End-of-Life Care

www.hospicefoundation.org
Hospice Foundation of America

www.americanhospice.org
American Hospice Foundation

www.hpna.org
Hospice and Palliative Nurses

Association

www.medicaring.org
Palliative Care Policy Center

www.abcd-caring.org
Americans for Better Care of the Dying

www.mcw.edu/pallmed/
Medical College of Wisconsin

Palliative Care Center

www.painpolicy.wisc.edu/
University of Wisconsin Pain and Policy

Studies Group

www.capcmssm.org
Center to Advance Palliative Care

www.stoppain.org
Pain Medicine & Palliative Care, Beth

Israel Medical Center

End-of-Life Care Websites Online Resources Help Physicians
Assess Appropriateness of Palliative Care

www.getpalliativecare.org

The Center to Advance Palliative Care (CAPC) has launched a website resource
(www.getpalliativecare.org) offering information to assist physicians and their
patients with serious illness in making decisions about the appropriateness of pal-
liative care.

“Palliative care relieves suffering and ensures the best possible quality of
life,” says Diane Meier, MD, CAPC director. “We are especially interested in making
it clear that palliative care is appropriate at any stage of a serious illness.”

Patient information includes a brief questionnaire to help determine the appro-
priateness of palliative care, a three-step process for obtaining such care (Step 1 is
“Talk to your doctor”), and a national directory of palliative care providers.

Physicians are offered a set of criteria for assessing whether a palliative care
consultation would be of benefit to them and their patients, along with a
downloadable one-page patient/family handout entitled “What Should You Know
about Palliative Care?”

General palliative care referral criteria include:

PRESENCE OF A SERIOUS, CHRONIC ILLNESS

• Difficulty managing physical or emotional symptoms related to serious medi-
cal illness

• Patient, family, or physician uncertainty regarding prognosis and/or goals of care

• Patient, family, or physician query about the appropriateness of hospice

INTENSIVE CARE UNIT CRITERIA

• Multi-organ failure

• Prolonged or difficult ventilator withdrawal

• Family distress impairing surrogate decision making

ONCOLOGY CRITERIA

• Metastatic or locally advanced cancer progressing despite systemic treatments
with or without weight loss and functional decline

EMERGENCY DEPARTMENT CRITERIA

• More than one recent prior hospitalization with same symptoms/problems

• Patient, caregiver, or physician desire for hospice

• Consideration of ventilator and/or intensive care unit admission in a patient
with: moderate to severe dementia; metastatic cancer and functional decline;
or chronic disease(s) and poor baseline functional status

CAPC (www.capc.org), located at Mount Sinai School of Medicine, is a na-
tional organization supporting health care professionals who wish to start and
sustain palliative care programs for patients facing serious, complex illness.
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Newsletter Member Benefit Helps
Hospices Get Earlier Referrals!

The Hospice and Palliative Nurses Association is pleased to
provide you with this issue of Quality of Life Matters, the phy-
sician outreach newsletter used by hospices nationwide to
educate area physicians about end-of-life care.

PREFERRED READERSHIP

Each quarter, you will receive the latest issue of Quality of Life
Matters via email before the newsletter is even off the printing
press. This way, you and your colleagues will have immediate
access to the timely clinical summaries and news articles pub-
lished each issue.

MEMBER DISCOUNT

Should your work setting choose to use Quality of Life Mat-
ters as a customized educational tool for your area physi-
cians, a special discount applies. If anyone on your clinical
team is a member of the HPNA, you will receive an addi-
tional 5% HPNA discount* for newsletter costs. (This is in
addition to the 10% in existing newsletter discounts already
available to hospices).

For more information, call Addison at Quality of Life Matters:

1-877-513-0099
www.QoLpublishing.com

* Please note: This 5% discount is available to each organization that has on its
clinical team either a member of the HPNA or a member of the American Academy
of Hospice and Palliative Medicine.

Celebrating 20 Years
Promoting Excellence in

End-of-Life Nursing

The HPNA text Conversations in Palliative Care is a resource on
communicating with patients and families, spiritual care, and more. It
is available by clicking on the hyperlink above.

HPNA developed a Spiritual Care Position Statement which is posted
on our website. There are several Patient Family Teaching Sheets
also posted on the HPNA website related to these topics: Managing
Fatigue, Assisting Families to Manage Fatigue, Managing Pain,
Spiritual Distress. Spanish translations of these Patient Family
Teaching Sheets are also available on the website.


