St= SAIA - 243512585

BAZXHE 77

ZAI X Aoje o

Heds o gost sk

5

el ke sk 9] 7ol ot
A 2473} oA A AR e A9
AT ~89/)9) AHlelgERIR)e] AFE oz
Anbe s Aoz offf A7As 2AY
o Alole b A%A %, 4% 2EE A

WA grog ARt & o gledl %l o2

v RS I AR |

wrz %5}

AZEE

Fig. 1. 99014 Sk a5 2 ARG A
Arigee] sk

o A

717 i 2E5el Bl gies Az i
debge] WA dEE % vlgel A ol

L7\ AR MEI|ZH

Aguings Fopsleld Witker A
Mee) FHIPIBLINERYS AZADE 4
HEPeR 2ARl] FAAE, AR Sk
2 1129ckFig. 2)

mhebd, SHIAES TiEeR B 9EH I
9 A7k sl selas 29 ol g 2
A, eltels o B8 ATl Yol A
o ol wiA 2 W sk

nl=el 7IE

]

O

1997|102 u|FelAl= 2407H3o] Aksla
Hl olF 50%elelol WA Al 25%
nursing homeell4], 5% 718 Sl 45& %

Moreox

Heival
CI
S @&

?

o 10 20 e o] 4% 80
Weoks

Fig 2. 27IokiAe) A7)



78 ZAUA A Het

e 32314 ared W BRS e ol
nursing home 52 AJAol|4] Apgslar Q.

Pudol] 707Hgo] 2| AR FojoT, oF 60ofut
o] 2912 careg ov] Aok 9k

1. 0|2 Medicared 7IF

Hospice benefits are available to Medicare
beneficiaries who:

1) Are certified by their doctor and the hospice
medical director as terminally ill and have a life
expectancy of six months or less;

2) Sign a statement choosing hospice care using
the Medicare Hospice Benefit, rather than curative
treatment and standard Medicare covered benefits
for their terminal illness; and

3) Enroll in a Medicare-approved hospice pro-
gram,

It is important to note that Medicare will con-
tinue to pay for covered benefits for any health
problems that are not related to the terminal
illness.
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1. Criteria for referral to Palliative Care

R

Team (King’s College, United Kingdom)

- Patients with disease not responsive to
curative treatment, including but not limited
to cancer, motor neurone disease, cardiac or
renal failure and HIV-related conditions.

- The prognosis will usually be limited and
focus of treatment will usually have changed
from curative to palliative

- Short term intervention for psychosocial dis-
tress is appropriate even when the focus of
care is curative

+ A demonstrable need for specialist palliative
care services must be established. Appropriate
reasons for referral to the team include: pain
control; symptom control; psychological dis-
tress; complex social needs; or need for
referral to other specialist palliative care ser-
vices (community, day care or inpatient unit)

-Barly referrals for patients on active treat-
ment, given- with palliative intent, are en-
couraged

- The referral of patients with acute pain, eg.



post operative pain, is not appropriate - these
patients should be assessed by the Pain Team
in the first instance

- The patient and/or their family must be
informed of the referral

- Medical permission, preferably from the con-
sultant responsible for the patient’s care, must
be obtained before the referral is made

- Patients can be referred from the ward or the

outpatient clinic

2. Priority of Assessment

The PCT (Palliative Care Team ) have defined
the following standards for assessing patients after
referral to the team

- Emergency severe, uncontrolled symptoms re-

quiring immediate assessment

- Urgent severe symptoms requiring assessment

the same day

- Routine assessment within 48 hours of referral

Patients with complex pain or symptom control
problems are assessed by a medical member of
the team within 24 hours where possible, or are
discussed on the telephone.

Follow up may be done by either medical or
nursing staff where appropriate. Increasing the
medical input to the team would allow for easier
access to consultation on patients with complex

therapeutic needs.

3. Discharge Criteria

Patients are discharged by the PCT in the
following situations

- When after assessment the referral was not

thought to be appropriate
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- When the patient no longer requires specialist

palliative care input

- At the request of patient/family/staff

Patients who are discharged home will not
necessarily be discharged from the team if they
have ongoing palliative care needs, and further
admissions in the near future are likely. Patients
can be rereferred to the service should they
develop further problems in the future.

A standardised discharge letter to complement
the medial discharge summary is sent to the GP,
other appropriate members of the primary health
care team and community palliative care team on
discharge

This means that there is no regulation about
who qualifies for care by a palliative care pro-
gram - it is usually the palliative care team who
decide whether a referral is appropriate. (Dr. lan
Maddocks )
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1. Standards for government approval of
Hospice & Palliative Care Units (Japan)

1
2
3)
3
5) Single rooms = or >50%

6) The total area/bed = or >30 m’
7) Additional facilities required

8) Team discussion on admission and discharge

) Terminally ill patients with cancer or AIDS
) A full-time physician
The patient/nurse ratio = or <1.5

The number of night nurses = or >2
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Joanne Lynn, MD, end Anns M. Wikinson, PhD
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Medicare eligibility for hospice referralrequires predicting the patient’s final dedline, Because the final course

of chronicilinesses, such as congestive heart failure,

for most cancers, patients dying of these diseases

dementia, and emphysema, is far less predictable than
are not often referred to hospices.
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