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PREFACE

The National Centre for Standardization and Measurement (NCSM) is a member of the International Standardization Organization and performed establishing national standards through activities of Technical Committee. Standard projects will powerful in national level after consideration and proving   in the Technical Committee and confirming by National Centre for Standardization and Measurement. 

Palliation of the pain and suffering symptoms of the patients in the terminal stage of life and peaceful death are the important problems which need all-round development. Many countries of the world developed many kind of hospice care and improved the quality of life terminally ill patients with cancer and other severe chronic diseases. “Palliative care” as a medical specialization developed successfully in the many countries of the World last several years. The general death rate decreased in Mongolia, but the death rate caused by cardiovascular diseases and cancer begun to increase and continue to increase slowly and palliative care needs increased. 

Therefore, we have to develop the palliative care as medical specialization in Mongolia to improve the quality of life of incurable patients in the terminal stage of diseases. In our country begun the function palliative care departments in some hospitals and established first palliative care hospices, but we have to develop the structure, organization and services for stabilization their activities. 

For this reason, the palliative care standard was prepared by working group which was established after confirmation of the Order of the Minister of Health N 50 from March 1, 2004 about establishing working groups for developing palliative care policy in Mongolia. 

The head of working group is Altantuya J.., Director of Health policy development division of the Ministry of Health.

The secretary of working group is Tsetsegdari G. officer, responsible for non communicable diseases program of the Ministry of Health.

Members of working group are:

Odontuya D.- Lecturer of the Health Sciences University of Mongolia,

Burmaa B.- officer of the MoH,

Burmaa Ts. – expert of the NCSM, 

Jargalsaikhan D. –director of the Department of the Medical Services and Management, MoH,

Orgil B.-the president of Mongolian Family Doctors,

Gantuya S. –officer of the MoH responsible for medical specializations.

Gantuya Ts.-doctor of the palliative care department in the NCC.

The project of this standard was considered by the directors of divisions of the MoH, general specialists of the MoH, introduced in the Council of the Ministry of Health, discussed and proved in the Health Services Standardization Committee.

This standard is a first official document for regulation palliative care services, organizations and activities in national level, but open for improvement and perfection.   
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STANDARD OF MONGOLIA

Classification code 11.020

	Health care technology - Palliative care 
	          MNS 5455-2 :2005


Standard  was confirmed by resolution number 11 of National Standartization and Mesurment Council  in 26 of May, 2005.

The Standard is powerful from 15th of July 2005.

All demands of the standard must be followed.
1. Goal
Improving quality of life terminally ill patients by improving quality of palliative care services.

2. The frame (scope) of use

Tha standard will used  and  be investigated for organizing palliative care services in Mongolia to assess, to come to conclusion, to licence and certificate palliative care organizations in Mongolia.

3. Quotation and norms

The standard include the following quotation and Norms and in case of any changes in Norms the last official document will  used as quotation.
· MNS 5081: 2001 Health care technology. Structure and activities of Sum Hospital.
· MNS 900-92 General demands to water for drinking. 

· MNS 12.05.051-91 Radiation norms at the working aria.

· MNS 4990-2000 Organizing safety working aria. Hygiene. Working aria, demands of healthy working aria. 

· MNS 4244; 1994 Fair calamity. Technical demands. 
· MNS 12.013-91 Hygienic norms of microclimate at the working aria. 

· Standards of practice for Hospice Programs. National Hospice and Palliative Care 

Organization. 2002

· National standard in palliative care, Romania. 2002

· Standard of medical service provision Palliative medicine. Ministry of Health and Welfare Warsaw, July 1999 

· 2001 Proposed Norms of Practice for Hospice Palliative Care 

Developed by the Revisions Workgroup, CPCA Standards Committee

· A Model to Guide Hospice Palliative Care: Based on National Principles and Norms of Practice. Canadian Hospice Palliative Care Association. 2002

· MNS 5292:2003 Standard of family hospital structure and activities.

4. Definition and terms

4.1. Palliative care

 Palliative care is complimentary care for improving quality of life incurably ill patients in the final stage of illness and their family by pain relief, psychosocial and spiritual support, symptom control and this care include palliative nursing, treatment, education, management and complex services.  

4.2. Palliative care hospices

Palliative care hospice is an organization for improving quality of life incurably ill patients in the final stage of illness and their family by pain relief, psychosocial, spiritual support and symptom control.

Hospices provide their activities by much kind of forms:  inpatient hospice services, home care hospice, day care hospice, palliative care beds or department in the hospitals, outpatient hospice.

4.2.1
Palliative care Hospital – Inpatient hospice

Palliative care hospital is organization wich provide inpatient hospice services for incurably ill patients in the final stage of illness and palliate physical and psychological suffering of patients. 
4.2.2
Home Hospice
Home hospice is a palliative care organization with home care team and provides palliative care services at home of incurably ill patients in the final stage of life. Home hospice team first visit or consultation made on request of family or patient himself, either by telephone information from other hospices. Home care team provides assessment, palliative nursing, treatment, advice for patient and family, psychosocial support, education home caregivers, information, help in decision making and other activities. 

4.2.3
Day hospice 

Day hospice is a palliative care organization, wich provide palliative care services 8 hours at day time for  incurably ill patients in the final stage of life. Day hospice provide treatment, nursing, psychological support, dietitian, comfortable and safety accommodation for patient during day time which help for family to continue normal work and life.
4.2.4 Palliative care department or beds in other hospitals

Palliative care department or beds in other hospitals are inpatient palliative care servicers in medical hospitals which provide 24 hours a day continuous palliative treatment, nursing and safety accomodation for incurably ill patients in the final stage of life.
4.2.5
Ambulatory- hospice 

Ambulatory hospice is a outpatient palliative care organization which provide palliative care services at day time for incurably patients at the terminal stage of life which can go himself, family can take care at home and patient don’t like to be admitted to hospital
5. Palliative care principles and activities

5.1
Palliative care activities

Activities of palliative care services are based on following rules:

· Palliative reatment

· Palliative nursing

· Social support

· Psychological and spiritual support

· Volunteer’s services
· Bereavement support
5.1.1 Palliative treatment

Palliative treatment will provide by following medical workers:

1st  level of medical care: Family doctor, sum and team doctor 

2nd level of medical care: Regional or District’s hospital or ambulatory doctors and Home hospice team.

3d level of medical care: specialized palliative care doctors of palliative care hospitals or teams and chemotherapeut, aneastetist, radiotherapeut, surgeon, psychiatrist   of NCC. Their activities are pain relief, symptom control, psychological support, education of family or caregivers, organizing training courses and researches on palliative care.

5.1.2. Palliative nursing

Palliative nursing activities include: assessment and evaluation of patients, nursing diagnosis on palliative care, implementation treatment plan, realizing palliative care according 5 stage of nursing, consultation to patient or their family, care of patient and family at the time of death, supervision of nursing assistance/volunteers, education of patients, families and caregivers.

5.1.3. Social support

Social support include following activities: psychosocial assessment, planning social support, interdisciplinary  meeting, looking for donation and funding, counseling, resource and referral services, education, advocacy and advertisement, assisting with funeral arrangements, bereavement support to families, protection the right of orphan child and bereaved old people to receive social welfare support according the low, information about social welfare resources,  discharge planning, participation in selecting and training volunteers, promotion of palliative care, supervision, research. 
5.1.4
Psychological and spiritual support 
Psychological and spiritual support include following activities: palliation of psychological problems (depression, anxiety, insomnia est.) of incurable patients in terminal stage of life, psychological support of family and caregivers who take care of dying loving one with stress, depression and grief,  prevention palliative care workers from “burn-out” syndrome. Therefore, psychological support need patients in terminal stage of life, their family and caregivers, medical workers participating in palliative care. Psychiatrist, psychologists, Palliative care doctors, palliative care nurses, educated on palliative care social workers, other specialization doctors, religious representative can provide psychological and spiritual support.  Psychological support include: drug and non drug psychotherapy, active listening, communication and consultation. Consultation service can include individual patient, family and groups. These services begin when patient registered in hospice first time and continue after death as a bereavement care.

5.1.5 Volunteer’s services

Volunteer’s services are an integral part of the palliative care. Volunteers serve without any material gain or benefit. Volunteers included in the palliative care team. Volunteers who work in palliative care services need basic training and education on palliative care. The activities of the volunteers are based on a written contract. Activities of volunteers include:  direct work with patient and families, e.g. nursing, feeding, companionship, transportation, house keeping, bereavement support, administrative work, fundraising, building and equipment maintenance, help in organizing special events.
5.1.6. Bereavement support

Bereavement services are provided by social worker, religious representative, psychiatrist, psychologist, staff of palliative care hospices and trained volunteers according the needs of family.  Psychological services must be done for people with psychological problems because of crises, orphanage and grief.

5.2
Principles of palliative care  

Palliative care doctors, nurses and other workers must be agree with principles o palliative care, should follow the principles of palliative care and respect the rights of patients and family:
· Relief pain and other distressing physical symptoms, palliate physiacal and psychological suffering, improve quality of life  incurable patients;

· Neither hastens nor prolongs death, not support euthanasia;

· To keep patent’s life as active as possible till death by creation support to satisfy psychological, physiological, spiritual and social needs;

· Palliative care services must be flexible according the needs  and wishes of patients and their family;

· Patients in the terminal stage of life should not stay alone, always must fill someone together.

· Palliative care propose give to patient and family true information about health situation, treatment, result, side effect and support open communication between patient, family and palliative care team. Respect patient rihgt to do decision. 

· Palliative care helps the family cope with illness of a relative and provide psychosocial  support during grief and bereavement;

·  Palliative care is offered to everyone equitably without any preference according to sex, age, nationality, race, denomination, education and position.  

· Palliative care is offered to terminally ill patient continuously during the illness untill death.

· Palliative care is provided by multidisciplinary team and team members support each others with open communication.

6. Organizing palliative care services, the rules for admitting patients to palliative care units, palliative care services 

6.1 Organizing palliative care services 
Palliative care should be organized according the 3 level of health care to satisfy the needs of terminally ill patients and their family .

· First level: family, sum and team doctors and nurses provide primary palliative care.

· Second level: 

· Regional or district’s hospital ambulatory doctors
· Up to 5 beds in the regonal or district hospital

· Home care hospices

· Day hospices

· Ambulatory-hospices
· Third level:
· Palliative Care Department  of the National Cancer Centre

· Palliative care beds (1-3) in the specialized clinical hospitals (egs. AIDS beds in the National Center for Infectiouse Diseases)

· Specialized palliative care residental hospices with official permission and certification from the MoH.

6.2 Palliative care organizations and units

Palliative care is offered many kind of palliative care organizations and units  according the needs and wishes of patients in the end of life and their family.
· Hospice complex (complimentary services)

· Home care hospice

· Day hospice

· Palliative care hospital

· Palliative care department or beds in the specialized clinical hospitals

· Outpatient hospice

6.3 The rules for admitting patients to the palliative care

Patients in terminal stage of life  because of  incurrable, chronic, progressive diseases  with bad prognosis are admitted to palliative care services. The rules for admitting  to palliative care services include following indications:

· Incurrable patient after severe stroke or brain metastasis who need only nursing care

· Palliative care, nursing and feeding the patient with paresis and spinal cord compression.

· Pain relief and immobilization of limb of patient with pathological fracture because of cancer metastasis in bone. 
· Calliative care, nursing and feeding of patient with colostomy because of obsrtuction and changing colostomy supplies.

· Patient who need pain relief according the WHO recommendation 3 ladder in chronic pain relief which caused by uncurrable, chronic, progessive diseases (cancer, obliterated endoarteriitis, terminal stage of cardiovascular insufficiency, lymphedema, diabetis angiopathy ets.) 
· Patients with difficaulties in breathing, dyspnoea and cough because of incurable chronic diseases as cancer, tuberculosis, cardiac and  respiratory  insufficiency 

· Patients in terminal stage of life with nausea and vomiting  because of incurable, chronic diseases.

· Patients in terminal stage of life with constipation and obstruction caused by incurable, chronic diseases.

· Patients in terminal stage of life with diarrea caused by incurable, chronic diseases.

· Patients in terminal stage of life with hesitancy, urinary retention, urinary incontinance,  bladder spasm and haematuria caused by incurable, chronic diseases.

· Patients in terminal stage of life with anorexia, fatigue and cahexia caused by incurable, chronic diseases.

· Patients in terminal stage of life with stomatitis, candidosis and mucous membrane diseases caused by incurable, chronic diseases.

· Patients in terminal stage of life with pressure sore caused by incurable, chronic diseases.

· Patients in terminal stage of life with ascitis and oedema caused by incurable, chronic diseases.

· Patients in terminal stage of life with skin cancer and suffer from bleeding, smeling and pus draning.

· Patients in terminal stage of life with haemorrage caused by incurable, chronic diseases.

· Patients in terminal stage of life with depression, anxiety, sleeping disorders and other psychological problems caused by incurable, chronic diseases.

· Patients in terminal stage of life with noisy tachypnoea in the moribund.
· Family members of the patients in terminal stage of life need palliative care if they have  depression, anxiety, sleeping disorders, hypertention and other symptoms.

· Family members and care givers of the incurable patients need bereavement care and psychosocial support after death the patients.

6.4
The rules for admitting patients to palliative care inpatient clinics and beds.
· Impossibility to relief severe pain at home

· Impossibility to relief difficalties in breathing at home

· Impossibility to stop bleeding at home

· Patient and family members have anxiety 

· Cases when patients need urgent surgical procedures such as punction and suction of ascitis, pleural punction, colostomy, gastrostomy operations, punction of urine bladder because of hesitancy and urine retention 
· Sudden spinal compression and paresis
· Impossibility to stop seizure and convulsions because of brain metastasis and injury 

· Acute hypercalcaemia

· Thrombosis of main vessel 
· Parenteral feeding 

· The patients who are alone or deprived of any care  

· To give respite for family 5-10 days 

· Infectious and complications of skin cancer, bedsores, colostomy skin 

· Patients who need injections and infusions (intoxication, palliative chemotherapy, blood or plasma perfusion, feeding) by clock but impossibility to receive these treatments at home.

6.5
The rules for admitting patients to outpatient and day care hospices/palliative care clinics
Patients with incurable, advanced, chronic diseases in terminal stage of life who can go themselves or family members can help for transportation and don’t like to be hospitalized can be admitted to outpatient and day care hospices. Outpatient and day care hospices can serve 10-15 patients per day according the WHO recommendation. Outpatient and day care clinics are open from 8 (9) a.m. to 4 (5) p.m. for palliative care patients and provide next assessments, treatments and care:

· Assessment of pain and indicating the doses of pain relief drugs 

· Treatment of nausea and vomiting 
· Assessment and treatment of constipation 

· Discussion for psychological support 
· Music therapy
· Injections and infusions
· Skin and mucous membrane care, treatment of wounds, consultation for prevention  bedsores

· Treatment of urinal disorders and suffering symptoms, urine bladder catheterization  Treatment of severe anemia
· Treatment of cachexia and feeding consultation 
· Treatment of diarrhea 

· Treatment of wounds 
· Teaching the using colostomy and ileostomy supplies
· Palliation of cough and difficulties in breathing 

· Massages, gym and other rehabilitation treatment

·  Suction of ascitis fluid, suction of pleural fluids, puncture of urine bladder, blockades  

6.6
The rules for admitting patients to palliative/hospice home care team
Palliative/hospice home care team can work 8 hors or 24 hours and it depends from financial resourses and property.  Home care team’s service covers area and region of the team location. Home care team must have up to one fuul time specialized in palliative care doctor, 1-2 specialized nurses and other specialist members (psychiatrist, traditional medicine doctor, social worker ets.) according the needs. Doctor or nurse of home care team serve up to 4-6 home visits per day and provide home treatment, nursing, consultation, psychological supports. Home care team have to write consultation during each home visit and to give the phone number information which can help to receive urgent consultation 24 hours. 
The rules of palliative/hospice home care teamfor services:

· patient had severe problems and  impossible to transport to hospital or just discharged from hospital
· patient must to be hospitalized but patient wishes to dye at home
· to determine the right doses of pain relief drugs
· giving bad news 

· psychological treatment and conversation 

· treatment of nausea and vomiting 
· assessment and treatment of constipation 
· injections and infusions, parenteral feeding 
· using gastric sound for enteral feeding 

· skin and mucous membrane care, d treatment, consultation for prevention from pressure sore

· treatment of urinal disorders, urine bladder catheterization 
· treatment of cachexia, consultation about feeding

· treatment of diarrhea 
· wound treatment 

· teaching the using colostomy and ileostomy supplies

· treatment for relief cough and breathing difficulties
· treatment of hypercalcaemia 
· to stop bleeding, blockades, puncture of abdomen, chest and bladder 
7. Procedures performed in palliative/hospice care

The national standard on common diagnostic and treatment procedures MNS 4621-1998 and palliative care and nursing specific procedures according this standard are actual. 

The units in which the listed procedures take place are marked:

I-inpatient palliative/hospice care unit, freestanding hospice

O- outpatient palliative/hospice care clinic

D- palliative/hospice day care units

H- palliative/hospice home care team

Professions of team members performing procedures are marked:

D-doctor
N-nurse
Ps- psychologist
Ph- physiotherapist
TM-doctor of traditional medicine
SW- social worker
V-volunteer 
Fm-family member/caregiver

7.1.  Diagnostic and therapeutic procedures

Table 1.
	¹
	The diagnostic and therapeutic procedures
	Place
	Professions

	1. 
	Assessment of pain, symptoms and treatment result
	I, O, D, H
	D, N, Ps, Fm

	2. 
	Measuring blood pressure  
	I, O, D, H
	D, N, V, Fm

	3. 
	Per rectum examination
	I, O, D, H
	D,N

	4. 
	Temperature measurement
	I, O, D, H
	N,V, Fm

	5. 
	Blood balance measurement
	I, O, D, H
	D, N

	6. 
	Taking venous blood sample 
	I, O, D, H
	N

	7. 
	Taking arterial blood sample 
	I, O, D, H
	D

	8. 
	 Taking swabs for culture 
	I, O, D, H
	N

	9. 
	 Taking urine samples 
	I, O, D, H
	Ñ

	10. 
	Spinal puncture and spinal fluid collection 
	I, O, D
	D

	11. 
	Diagnostic paracentesis 
	I, O, D, H
	D

	12. 
	Electrocardiography 
	I, O, D
	D

	13. 
	  X-ray
	I, O, D
	D

	14. 
	 USG
	I
	D

	15. 
	 Computer tomography 
	I
	D

	16. 
	 Blood sample to determine hypercalcaemia 
	I
	D

	17. 
	 Biochemical and bacteriological samples from urine, stool, wound, phlegm  
	I
	D


7.2. Therapeutic procedures

Table 2.

	¹
	Therapeutic procedures
	Place
	Professions

	1. 
	Administration of oral, rectal and transdermal medications
	I, O, D, H
	D, N, Fm

	2. 
	Insertion of “butterfly” needles for prolonged infusion 
	I, O, D, H
	D, N

	3. 
	Insertion of peripheral vein catheter 
	I, O, D, H
	D, N

	4. 
	Insertion and management central vein catheter 
	I, O 
	D

	5. 
	Insertion and management epidural catheter
	I
	D

	6. 
	 Long –term continuous epidural analgesia by tunneled catheter
	I, O, D, H
	D, N

	7. 
	 Management of epidural catheter’s port 
	I, O, D, H
	D, N

	8. 
	 Management of spinal catheter
	I, O, D, H
	D, N

	9. 
	Management of epidural catheter for prolonged administration of analgesics, corticosteroids 
	I, O, D, H
	D, N

	10. 
	Insertion and management of continuous intrapleural analgesia catheter 
	I, O
	D, N

	11. 
	Subcutaneous and intravenous infusion  
	I, O, H
	D, N

	12. 
	Pain relief according the WHO pain management guidelines, administration opioids by mouth, by  subcutaneous injections 
	I, O, D, H
	D, N

	13. 
	Management of patient controlled analgesia pump 
	I, O, D, H
	D, N

	14. 
	Peripheral nerve and plexus blockades
	I, O
	D

	15. 
	Peripheral nerve and plexus neurolyses 
	I, O
	D

	16. 
	Continuous sedation of patients suffering from dyspnoea
	I, O, H
	D

	17. 
	Bedside nursing procedures, position change , transport with analgesia 
	I, O, D, H
	D, N

	18. 
	Transport of patients suffering from  movement induced pain with analgesia 
	I, O, D, H
	D, N

	19. 
	 Acupuncture and electro acupuncture administration  
	I, O, D, H
	D, N, Ph, TM

	20. 
	Psychotherapy, hydrotherapy and other methods of sedation
	I, O, D, H
	D, N, Ps, Ph, TM

	21. 
	Intravenous infusion of glucose and other solutions
	I, O, D, H
	D, N

	22. 
	Blood and plasma transfusion 
	I, O
	D, N

	23. 
	Parenteral feeding
	I, O, D, H
	D, N, Fm, V

	24. 
	Preparation of the patient for palliative surgery (i.e. decompressive ileo- or colostomy, feeding gastro- or jejunostomy, limb amputation,  excision of an exulcerating or bleeding tumor ) 
	I 
	D, N

	25. 
	Tracheostoma management
	I, O, D, H
	N, Fm

	26. 
	Oxygen therapy
	I, O, D, H
	N, D, Fm

	27. 
	Nursing management and medical treatment of mouth sore and dysphagia 
	I, O, D, H
	N, Fm

	28. 
	Nasogastric tube feeding, feeding by gastrostomy
	I, O, D, H
	D, N, Fm

	29. 
	Feeding of patient with swallowing disturbance
	I, O, D, H
	N, Fm

	30. 
	Therapeutic puncture of abdomen 
	I, O, D, H
	D

	31. 
	Therapeutic puncture of chest cavity 
	I, O, D, H
	D

	32. 
	Enema
	I, O, D, H
	Ñ

	33. 
	Manual evacuation of faecal masses 
	I, O, D, H
	D, N

	34. 
	Urinary bladder catheterization 
	I, O, D, H
	D, N

	35. 
	Suprapubic bladder puncture
	I, O, D, H
	D

	36. 
	Bladder washout 
	I, O, D, H
	D, N

	37. 
	Vaginal irrigation  
	I, O, D, H
	D, N

	38. 
	 Surgical treatment of bedsores
	I, O, D, H
	D, N

	39. 
	Application of cooling or warming compresses 
	I, O, D, H
	N, Fm

	40. 
	Application of dressing to bleeding lesions  
	I, O, D, H
	N, D, Fm

	41. 
	 Education the patients and the  family to use and management of “butterfly” needles, intravenous catheter, administration of oral and parenteral  medications. 
	I, O, D, H
	D, N

	42. 
	Limb massage 
	I, O, D, H
	N, Ph

	43. 
	Teach rehabilitation   exercises
	I, O, D, H
	N, Ph

	44. 
	Lymphatic drainage by means of compression sleeves and stocking for lymph edema patients 
	I, O, D, H
	D, N, Ph, Fm

	45. 
	Education of the patients and families to home management and treatment of lymphoedema 
	I, O, D, H
	D, Ph


7.3. Rehabilitation procedures
Table 3.
	¹
	Rehabilitation procedure
	Place
	Professions

	1. 
	Mobilization of bed-pound patient
	I, D, H
	Ph, D, N, Fm, V

	2. 
	Mobilization of the patient outside the bed, in the armchair, to the toilet chair, walking to the toilet, to the veranda
	I, H, D
	Ph, N, V, Fm

	3. 
	Breathing exercises
	I, H, D
	Ph, N, V, Fm

	4. 
	Wheelchair use training
	I, H, D
	Ph, N, V, Fm


7.4. Nursing procedures
Table 4.

	¹
	 Nursing procedures
	Place
	Professions

	1. 
	Stoma care
	I, O, D, H
	N, Fm, D, V

	2. 
	Bathing, shower
	I, D, H
	N, Fm, V

	3. 
	Hygienic and nursing procedures involving underwear and sheets change
	I, D, H
	N, Fm, V

	4. 
	Single-use hygienic supplies change (diapers, tampons, external condom, urinary catheter etc.)
	I, D, H
	N, Fm, V

	5. 
	Position change, lifting using a hoist
	I, D, H
	N, Fm, V

	6. 
	Bathing using a basin 
	I, D, H
	N, Fm, V

	7. 
	Bedsore prevention
	I, D, H
	N, Fm, V

	8. 
	Bath and underwater massage
	I, D, H
	N, Fm, V, Ph


7.5.  Other procedures for support
Table 5.

	¹
	Other procedures
	Place 
	Professions

	1. 
	Providing information to patient and family
	I, O, D, H
	D, N, Ps, SW, TM

	2. 
	Organizing of family conference with the participation of palliative care team members, solving psychosocial problems of family 
	I, O, D, H
	D, N, Ps, Ph, SW, V, TM, Fm

	3. 
	Psychological support
	I, O, D, H
	D, N, Ps, Ph, SW, V, TM, Fm

	4. 
	Music therapy
	I, O, D, H
	D, N, Ps, SW, V,  Fm

	5. 
	Hairdresser’s, beautician ‘s services 
	D, H
	SW, N, V

	6. 
	Relaxation massage, aromatherapy 
	I, D, H
	TM, N, Ph, V

	7. 
	Support to the bereaved after death 
	I, O, H
	SW, N, V

	8. 
	Preparing the family to caring for the patients after discharging from hospital 
	I, D
	D, N, Ps

	9. 
	Preparation the body after death, help in preservation the body 
	I, D, H
	D, N, SW, V, Fm


7.6.  Health educational procedures
Table 6.
	¹
	Education procedures
	Place
	Professions

	1. 
	Dietary advice, nutrition education 
	I, O, D, H
	D, N, V

	2. 
	Education about using some treatment and nursing equipments  
	I, O, D, H
	D, N, V

	3. 
	Education about using hygienic supplies
	I, O, D, H
	D, N, V

	4. 
	Education about management of single-use equipments, drugs, nutrients 
	I, O, D, H
	D, N, V

	5. 
	Education of family members and caregivers about nursing and symptomatic treatment at home 
	I, O, D, H
	D, N, V

	6. 
	Provision of detailed information with addresses, telephone number regarding possibilities of obtaining 24 hours a day support 
	I, O, D, H
	D, N, V, SW


7.7. The role of Social workers in palliative care and thier procedures
Procedures performed by palliative care social workers:

· Assessment of social needs of the patient and their families 

· Working out individualized  social support program in cooperation with families, help in the realization 
· Provision of individualized support, adjusted to needs, also substitute help  
· Help in obtaining social welfare and other supportive  services 

· Consultation about patients right, social insurance, social welfare regulations, civil law, search various help and support from institutions, governmental and non-governmental organizations, cooperation with those bodies. 

· Support to the bereaved, organization of therapeutic and self-help group meetings 

· Help to obtain information 

· Education and training activities 
7.8. The role of psychologists in palliative care and their activities
Procedure performed by a psychologist in palliative care:

· Assessment of psychological situation of patients and family/care givers and diagnosis of problems 

· Drug and non drug psychotherapy

· Prevention and elimination “burn out” of palliative care workers and psychological support  palliative care workers

· Health education and trainings 

· Psychotherapy during bereavement period  
7.9. Consultations and cooperation with consultants in palliative care
· Psychiatrist consultation in case of depression, delirium, suicidal tendentious

· Oncologist consultation needs for indication for palliative chemotherapy, radiotherapy

· Specialized surgical consultation to indicate for palliative surgery

· Pediatric consultation  for management of children and adolescents with advanced diseases

· Neurologist consultation for drug choosing and management of convulsions 

· Neurosurgeon consultation 

· Anesthetist consultation and help in the use of invasive methods of pain relief.  
8. Communication between palliative/hospice care organizations for continuous, uninterupted palliative care

Hospice and palliative care services are provided in a variety of settings to meet the needs of all patients who require palliative care. 
8.1
Continuous, uninterupted hospice and palliative care services are provided according the needs of patients and family in demand of palliative care services in a variety setting as a home care hospice, palliative care inpatient hospital, department or ward, day hospice, outpatient hospice. The regulations of patient  hospitalization, tranfer and discharge  from hospital must be worked out. 

8.2
Family, sum, team  doctors and nurses  perform palliative care at home or family hospital in primary level. They will educate family in caring of patient, communication and attitude. If there is other level palliative care organization is available in the area the information about it should be given and according the needs patient can be sent to the specialized palliative care unit.   Home care hospice and day care hospices  should be informed about the patient. 
8.3 If there is not available specialized palliative care units in area family doctor and nurses should perform palliative care at home, province’s or district’s oncologist should perform outpatient palliative care services and keep uninterupted, continuous services.
8.4  If there is only home care team is available in the area:

· Home care team should do home visits according the call and needs

· Primary caregivers should be availble (relatives, volunteers) 

· Home care team together with family and sum doctors should perform the policies to ensure continuity  of care. 
8.5 If only inpatient setting (hospice inpatient unit, palliative care department, ward or beds) is available in the area:

· Inpatient palliative care settings are desirable for management of severe suffering symptoms of patient and family needs such as respite care.  

· Family doctor, oncologist and other medical specializations can admitt the patient to the inpatient unit, but priority in admission has palliative care team. 

· Policies and procedures should be in place to cover such items as: 24 hours administration of medications, nursing care, provision for daily nutrition needs, life safety and construction requirements, safety and cleanliness, provisions for family members, etc. 
8.6 If there are both a home care team and inpatient unit available in the area:

· A written agreement on a common policy should be performed between home care and inpatient unit. 

· The evaluation should be done by palliative care team (home care and inpatient unit’s doctor) prior to the admission patient in the inpatient unit. 

· Patient should be under the home care team control after discharge from inpatient unit. 
8.7
Up to 15-20 beds in the palliative care department of the National Cancer Centre, up to 5 beds in the province and district’s hospital, up to 1-3 beds in the National Communicable Diseases Centre and tuberculosis clinics should perform palliative care. 
THE END.
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