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How can you reduce your weekend calls from patients by 66%? 
Do what Covenant Hospice in Pensacola, FL, did: Set up a vol-
unteer project that ensures patients have supplies, medications, 

and information they and their families need for the weekend. 
Not only has the hospice been recognized for the “Tuck-in Program” 

with an Award of Excellence in Program Innovation by Florida Hospices 
and Palliative Care, but also the program has shown a wide range of ben-
efits ranging from about 500 fewer non-emergency weekend calls annu-
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ally, increased physician coverage for emergency 
calls during the weekend, family satisfaction scores 
that improved almost 10%, and improved volun-
teer recruitment and retention. 

The idea for the Tuck-in Program came from 
discussion at a hospice leadership meeting during 
which patient satisfaction scores were discussed. 
“Our scores for satisfaction with weekend and 
evening care were not where we wanted them to 
be, so we talked about the types of calls received 
during the weekend,” says Sandra Huster, director 
of volunteer services for the agency. Because many 
calls were routine calls that required the weekend 
on-call nurse to deliver supplies, medications, or 
explain use of equipment, the suggestion was made 
to call patients prior to the weekend to make sure 
they had what they needed for the weekend. “I 

knew this was a perfect job for a group of volun-
teers so I offered to set up the program,” Huster 
says. (For details on the program, see p. 87.)

Covenant Hospice’s program is just one way 
hospices can use volunteers to supplement their 
staff in a way that improves patient care, says 
Greg Schneider, founding director of Hospice Vol-
unteer Association in Occidental, CA. “Congress 
mandates that hospices have volunteers, but hos-
pices have historically used volunteers to supple-
ment services, and hospice began as a volunteer-
based organization in most areas,” Schneider says. 
The Centers for Medicare and Medicaid Services’ 
(CMS) Conditions of Participation (COPs) for 
hospice require that volunteer hours represent the 
equivalent of 5% of clinical hours provided by the 
hospice. “This means that for every 100 hours of 
clinical service provided, volunteers should provide 
five hours of service,” Schneider explains.

Although the COP requirement is good, he is 
concerned that some hospices might view the 5% 
guideline as the standard rather than a minimum. 
Recruiting, training, and supervising volunteers 
requires time, and for many hospices, the idea 
of funding a volunteer coordinator seems like an 
unnecessary use of funds, Schneider says. “If a 
hospice is going to use volunteers in more posi-
tions and exceed the use of the 5% threshold, a 
volunteer coordinator is important,” he says. “I’ve 
seen reports that a well-run volunteer program 
with a paid coordinator actually generates up to a 
600% return on investment.” 

A volunteer coordinator can enhance and focus 
use of volunteers, says Schneider. A formal, well-
planned program that uses volunteers in ways that 
support clinicians can not only improve patient 
and family satisfaction, but also reduces costs, he 
says. A volunteer coordinator can take steps to 
identify talents and skills of individual volunteers 
to place them in positions to best help the hospice, 
and the coordinator can make sure that training 
and documentation of volunteer activities provides 
an accurate picture of their service, Schneider says. 
(For tips on how to maximize effectiveness of vol-
unteers, see p. 88.)

Medicare COPs require hospices to document 
the number of volunteer hours as well as the types 
of care and the amount of training for hospice vol-
unteers, Schneider points out. “In fact, the docu-
mentation requirements for hospice volunteers are 
similar to clinicians,” he says. “Volunteers must 
note in the record what services they provided to 
the patient or family.” Thorough documentation 
of time and services provided enables the hospice 
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to determine the cost savings of using volunteers, 
Schneider adds. 

Educating volunteers on the importance of 
documentation must be included in all orientation 
or training sessions, Schneider advises. In addition 
to initial orientation sessions that introduce the 
hospice philosophy and general information to all 
volunteers, other classes that are focused on spe-
cial services must be offered, he says. 

For example, volunteers in the hospice’s 11th 
hour program receive training specific to sitting 
with a patient in the last hours of life, Huster says. 
Volunteers sit with patients who are dying until 
family and friends can be with them, or until the 
end if there are no family and friends, she explains. 

“We teach these volunteers what symptoms to 
expect as the patient is dying so they will be pre-
pared. We also teach simple comfort measures to 
take, such as a gentle hand massage or an extra 
pillow, to make the patient more comfortable.”

Look for partners

Although each hospice should develop volun-
teer programs that fit the hospice mission and 
the needs of a community, look for community 
programs that the hospice might partner with or 
incorporate into the program. This is the situation 
in Cairo, GA, where Marie Ansley started a pro-
gram to deliver flowers to hospice patients. 

“I started this service because my husband 
received hospice services before his death, and I 
knew he would have enjoyed seeing someone bring 
him flowers each week,” she says. 

Ansley started Flower Angels by asking local 
businesses and friends for donations of flowers 
and vases and by asking for names of community 
members who were receiving hospice services. 

“Because I was not part of a hospice program, the 
only way I could find hospice patients to receive 
the flowers was through word of mouth from fam-
ily and friends,” explains Ansley. “I’m not sure 
how everyone is learning about the program, but 
I’ve been contacted by a hospice volunteer man-
ager who wants to make Flower Angels part of 
the hospice volunteer program.” [Editor’s note: At 
the time of publication, Ansley and the hospice are  
working out the details of the partnership.] 

“Flower Angels volunteers will be able to help 
the hospice by visiting patients and families on a 
regular basis and bringing them beautiful flowers,” 
Ansley adds.  ■

‘Tuck-in’ calls prepare
patients for weekend
Patient/family relationships strengthened

Before making her call to the patient each week, 
the volunteer makes sure she has a new joke 

to tell by checking the Internet for jokes she hasn’t 
shared. 

Fulfilling a patient’s request that every week’s 
call start with a joke is just one way that the 
“Tuck-in Program” volunteers at Covenant Hos-
pice in Pensacola, FL, make sure that they help 
the hospice meet patients’ needs for the upcom-
ing weekend. Even though the volunteers’ contact 
with the patients or family members is by tele-
phone, they develop wonderful relationships and 
strengthen the family’s satisfaction with the hos-
pice’s service, explains Sandra Huster, director of 
volunteer services for Covenant Hospice. The hos-
pice’s Tuck-in Program was developed to improve 
patient and family satisfaction scores for weekend 
care, says Huster. 

“All aspects of our hospice care receive high 
scores, but our weekend care did not receive the 
same high marks that our care during the week 
received,” she says. 

After evaluating comments from families and 
gathering information from clinicians, it was evi-
dent that a reason for dissatisfaction was the feel-
ing that the family did not have supplies or equip-
ment needed during the weekend. After checking 
with nurses on call for the weekends, Huster also 
determined that many weekend calls were for 
delivery of supplies or explanation of equipment 
use that could have been handled prior to the 

SOURCES
For more information about hospice volunteer programs, 
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weekend, she adds.
“We decided to take a proactive approach and 

call, or tuck-in, our patients before the weekend,” 
says Huster. “I asked all of the individual diag-
nostic group leaders and members what questions 
should be asked of families to help them prepare 
for the weekend.”

The decision also was made to make the calls on 
Thursdays so nurses would have an opportunity 
to deliver needed supplies or to make sure family 
members knew how to operate equipment on Fri-
days, she says.

After developing a script for volunteers to use, 
Huster asked a long-time volunteer who was a 
retired nursing administrator to lead the pilot pro-
gram. “She helped me identify other volunteers 
who would be good on the calls, and she added a 
lot of credibility to the program because she has a 
clinical background,” she explains. The volunteer 
also suggested changes in the script to overcome 
some nurses’ concerns about someone “new” con-
tacting the patient, she says. [A copy of the Cov-
enant Hospice Tuck-in script is available with the 
online issue of Hospice Management Advisor. For 
assistance, contact customer service at (800) 688-
2421 or customerservice@ahcmedia.com.] 

Overcoming clinician objections was an impor-
tant challenge to overcome, admits Huster. “At 
first, the nurses thought the volunteer calls were a 
way for the hospice to check on them to see if they 
were doing their job,” she says. “They were also 
concerned that the family would become confused 
if someone they had never met was calling to ask if 
they needed anything.”

The last objection was to the use of volunteers 
without clinical experience, even with a lead vol-
unteer who did have clinical experience, she adds.

Some simple changes to the volunteers’ script 
addressed several concerns at one time, she says. 
“At first, we had the volunteer identify herself by 
name and say that she was calling from Covenant 
Hospice,” Huster says. The lead volunteer sug-
gested changing the wording to add the phrase “I’m 
calling on behalf of your nurse,” she says. Not only 
did the reference to the nurse reassure the family, 
but it reassured the nurse that the relationship with 
the family was reinforced. It also eliminated family 
confusion so the volunteer was able to gather infor-
mation more efficiently without having to explain 
the program each time she called.

Another change addressed a clinical issue. “The 
first script had the volunteer asking the patient 
to rate his or her pain,” says Huster. The revised 
script had the same question, but it prompted the 

volunteer to also ask about the timing of the last 
pain medication and the effectiveness of the pain 
medication. “This enables the nurse to better eval-
uate the pain level,” Huster says. “If the pain is a 5 
but the patient has not taken pain medication for 
six hours, that is different from the patient who 
took pain medication one hour ago and has a pain 
level of 5,” she explains.

If the patient needs supplies, has a pain level over 
3, or has had a change in medication, the patient’s 
nurse is notified by the volunteer, says Huster. “If 
needed, the nurse schedules a visit on Friday to check 
on the patient or to deliver supplies,” she says. 

The script also serves as documentation of the 
call. Volunteers write the patient’s responses to 
questions on the script page, then note if the nurse 
was notified, says Huster. All call scripts are kept in 
a Tuck-in log book and staff members have a place 
at the bottom of the page to document that needs 
identified during the call were resolved, she says.

Not only have patient satisfaction scores 
increased, but also calls to the weekend on-call 
nurses have decreased by 66%, says Huster. “The 
nurses report that the calls they do receive on the 
weekend are true emergencies, rather than calls for 
supplies to be delivered,” she says. 

The hospice’s medical director also has noticed 
the change in weekend calls and tells Huster that he 
is using the fact that weekend calls are true emer-
gencies as a way to recruit physicians to take week-
end call for the hospice, Huster says. The medical 
director tells Huster that physicians are much more 
likely to take call knowing this, she says. 

The addition of the program also has helped 
recruit volunteers, says Huster. “Not all patients 
want face-to-face interaction with patients and 
families, but this gives volunteers a chance to work 
with families without traveling to their homes,” 
she says. “We’ve even had family members of 
patients who had received Tuck-in calls before 
their death volunteer with us because they appre-
ciated the extra attention we were able to give 
through the volunteers.”  ■

Recognize volunteers’ 
skills to enhance program
Special assignments, mentors boost retention

The use of volunteers to enhance hospice ser-
vices has grown and will continue to grow, 
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according to Greg Schneider, founding director of 
Hospice Volunteer Association in Occidental, CA. 

“Hospices are finding innovative ways for volun-
teers to participate in hospice care,” he says. “Elev-
enth hour programs and patient contact programs 
such as Covenant Hospice’s Tuck-in Program [in 
which patients are called to be sure they have no 
unmet needs before the weekend] are excellent ways 
to give volunteers different ways to serve patients.” 

The secrets to successful volunteer programs, 
however, go beyond development of specific 
responsibilities, Schneider suggests. 

Volunteers want to feel as if they are a part of 
something bigger, says Schneider. Create the sense 
of community by holding monthly meetings or 
volunteer-specific events, such as recognition pro-
grams, he recommends. These activities give volun-
teers an opportunity to meet other volunteers and to 
meet hospice staff members, Schneider points out.

“Our Tuck-in volunteers call themselves the 
‘Thursday morning girls,’ and they either meet for 
breakfast before coming in to the office to make 
calls or they go out to lunch after making calls,” 
says Sandra Huster, director of volunteer services 
for Covenant Hospice in Pensacola, FL. 

Finding ways to develop relationships with 
other volunteers not only makes volunteering more 
fun, but it also increases the volunteers’ commit-
ment to the hospice, she adds. 

Schneider says, “Too many times hospices will 
recruit volunteers and not really pay attention 
to the specific skills and experience they bring to 
the organization. A class offered for volunteers 
at the hospice at which I volunteered focused on 
communicating with children.” The class was 
needed because many volunteers had not worked 
with pediatric hospice patients, but Schneider 
was listening to the instructor, a young, recently 
graduated medical student, while sitting next to 
a volunteer who was a well-known and respected 
professor of speech pathology with an expertise 
in communicating with children. “The volunteer 
next to me should have been teaching the class,” 
he points out. 

Asking volunteers to share their knowledge for 
educational sessions or specific projects not only 
helps the hospice with expert consultation for free, 
but also serves as a visible acknowledgement of the 
volunteer’s importance to the organization, says 
Schneider.

When setting up the pilot project for the hospice 
Tuck-in Program, Huster asked a former nurs-
ing administrator to head up the project. “I knew 
that she would understand what we were trying to 

accomplish and that she could provide the extra 
clinical perspective we needed to develop the pro-
gram,” she explains.

Long-time volunteers can mentor

Volunteers stay active in an organization if they 
are handling responsibilities that are important 
to the organization and that make them feel as if 
they are contributing, says Schneider. The trick to 
retaining volunteers is to make sure you recognize 
the length of service they’ve provided by offering 
increasing responsibilities, he suggests.

“Develop a mentoring program that pairs long-
time volunteers with new volunteers,” Schneider 
recommends. 

Mentors can provide one-on-one training as 
well as ongoing support as new volunteers become 
accustomed to handling their responsibilities, he 
says. A mentor can also make sure new volunteers 
know about upcoming meetings, other volunteer 
opportunities, and additional training sessions, Sch-
neider adds. Not only does a mentoring program 
improve retention of long-time volunteers, but it 
also helps retain newer volunteers because they get 
the support they need to feel comfortable, he says.

Educate clinical staff

“Volunteers come in to the office, or go to see 
patients at different times than clinical staff, so 
the two groups don’t have many opportunities to 
interact,” points out Schneider. “This means that 
clinicians don’t always understand exactly what 
volunteers do.”

In addition to creating opportunities for clini-
cians and staff members to meet, such as quar-
terly joint meetings, or special events, use training 
sessions as a way to educate clinicians, suggests 
Schneider. “One hospice at which I volunteered 
required all clinicians to attend one module of vol-
unteer training so they would know a little about 
volunteer activities,” he says.  ■

Joint Commission Alert: 
Violence is rising 

A new Joint Commission Sentinel Event Alert 
warns that health care providers today are 

being confronted with steadily increasing rates of 
crime, including assault, rape, and murder. 
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The Sentinel Event Alert urges greater attention 
to the issue of violence and to controlling access 
to facilities to protect patients, staff, and visitors, 
noting that assault, rape, and homicide are consis-
tently in the top 10 types of serious events reported 
to The Joint Commission. The Alert cautions that 
the actual number of violent incidents is signifi-
cantly under-reported and advises organizations 
to mandate the reporting of all real or perceived 
threats.

The Alert points out that administrators must 
be alert to the potential for violence to patients 
by health care staff members. “The stressful 
environment together with failure to recognize 
and respond to warning signs such as behavioral 
changes, mental health issues, personal crises, drug 
or alcohol use, and disciplinary action or termina-
tion, can elevate the risk of a staff member becom-
ing violent towards a patient,” it says. “Though 
it is a less common scenario, health care workers 
who deliberately harm patients by either assaulting 
them or administering unprescribed medications or 
treatments, present a considerable threat to institu-
tions, even when the patient is unable to identify 
the responsible person.”

Human resources staff members play a critical 
role in developing and following through on hir-
ing, firing, and disciplinary practices, which should 
be supported by management, and in performing 
thorough criminal background checks on all new 
hires, the Alert says. Because criminal background 
checks are costly, at a minimum, organizations 
may want to conduct criminal background checks 
on job candidates who are to be placed in high risk 
areas, such as home care, it says.

Joint Commission suggested actions

The following are suggested actions that health 
care organizations can take to prevent assault, rape 
and homicide in the health care setting. Some of 
these recommendations are detailed in the Septem-
ber 2005 issue of Healthcare Risk Control (HRC) 
available online at www.ecri.org/Forms/Pages/ 
Violence_in_Healthcare_Facilities.aspx.

your facility’s risk of violence. Evaluate environ-
mental and administrative controls throughout the 
campus, review records and statistics of crime rates 
in the area surrounding the facility, and survey 
employees on their perceptions of risk. 

improvements to the facility’s violence-prevention 
program. (The HRC issue includes a self-assess-

ment questionnaire that can help with this.) 

members to make sure they  thoroughly prescreen 
job applicants, and establish and follow proce-
dures for conducting background checks of pro-
spective employees and staff. For clinical staff, the 
HR staff also verifies the clinician’s record with 
appropriate boards of registration. If an organiza-
tion has access to the National Practitioner Data 
Bank or the Healthcare Integrity and Protection 
Data Bank (www.npdb-hipdb.hrsa.gov/index.
html), check the clinician’s information, which 
includes professional competence and conduct. 

that procedures for disciplining and firing employ-
ees minimize the chance of provoking a violent 
reaction. 

training in responding to patients’ family members 
who are agitated and potentially violent. Include 
education on procedures for notifying supervisors 
and security staff. (Editor’s note: The Joint Com-
mission credits the American Society of Health-
System Pharmacists: Policy Position on Education, 
Prevention, and Enforcement Concerning Work-
place Violence with this tip. That policy position 
is available online at www.ashp.org/DocLibrary/
BestPractices/HRPositions09.aspx.)

-
dents of workplace violence (e.g., notifying depart-
ment managers or security, activating codes) are 
in place and that employees receive instruction on 
these procedures. 

incidents of violent activity and any perceived 
threats of violence. 

-
cious behavior or threats by another employee 
must be treated seriously and thoroughly inves-
tigated. Train supervisors to recognize when an 
employee or patient may be experiencing behaviors 
related to domestic violence issues. 

-
ees who become victims of workplace crime or 
violence are in place.

-
ity — whether assault, rape, homicide or a lesser 
offense — follow-up with appropriate response 
that includes:

— reporting the crime to appropriate law 
enforcement officers; 

— recommending counseling and other support 
to patients and visitors to your facility who were 
affected by the violent act; 
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— reviewing the event and making changes to 
prevent future occurrences.

 “Health care facilities should be places of heal-
ing, not harm.  But, unfortunately, health care 
settings are not immune from the types of violence 
that are found in the other areas of our lives,” says 
Mark R. Chassin, MD, MPP, MPH, president, 
The Joint Commission. “The recommendations in 
this Alert give health care institutions and caregiv-
ers specific strategies to take action that will keep 
everyone safer.”

Causes of health care violence

Of the information in the Sentinel Event Data-
base regarding criminal events, the following 
contributing causal factors were identified most 
frequently over the last five years: 

notably problems in the areas of policy and proce-
dure development and implementation;  

60% of the events, such as the increased need for 
staff education and competency assessment pro-
cesses; 

-
ticularly in the areas of flawed patient observation 
protocols, inadequate assessment tools, and lack of 
psychiatric assessment; 

events, both among staff and with patients and 
family;

events, in terms of deficiencies in general safety of 
the environment and security procedures and prac-
tices. 

Problems in care planning, information manage-
ment and patient education were other causal fac-
tors identified less frequently. 

The publication also outlines:

individuals;

workers can employ; 

through;

In addition to the specific recommendations 
contained in the Alert, The Joint Commission 
urges facilities to comply with the requirements 
described in its accreditation standards to prevent 
violence. The standards require accredited health 

care facilities to have a security plan as well as 
conduct violence risk assessments, develop strate-
gies to prevent violence and have a response plan 
when a violent episode occurs.  The Joint Commis-
sion’s standards also are clear that patients have 
a right to be free from neglect; exploitation; and 
verbal, mental, physical, and sexual abuse.

The warning about violence in health care 
facilities is part of a series of Alerts issued by The 
Joint Commission. Much of the information and 
guidance provided in these Alerts is drawn from 
The Joint Commission’s Sentinel Event Database, 
one of the nation’s most comprehensive voluntary 
reporting systems for serious adverse events in 
health care. The database includes detailed infor-
mation about both adverse events and their under-
lying causes. Previous Alerts have addressed health 
care technology, anticoagulants, medication mix-
ups, health care-associated infections, and patient 
suicides, among others. The complete list and text 
of past issues of the Sentinel Event Alert can be 
found on The Joint Commission Web site at www.
jointcommission.org. Under “Sentinel Event,” 
select “Sentinel Event Alert.”  ■

Consortium to expand 
vets’ palliative care 

The Department of Veterans Affairs has 
awarded the City of Hope, a biomedical 

research, treatment and educational institution 
located just outside of Los Angeles, a three-year 
contract to educate nurses on how to provide bet-
ter palliative care for veterans with life-threatening 
illnesses. 

This work will be conducted through the End-
of-Life Nursing Education Consortium (ELNEC), 
a national nursing education initiative adminis-
tered by the City of Hope and the American Asso-
ciation of Colleges of Nursing (AACN).

“It is important that veterans receive care in all 
settings including community hospitals, academic 
centers, cancer hospitals, home care, and hospices, 
since only 4% of veterans die in VA facilities,” 
said Betty Ferrell, PhD, RN, FAAN, FPCN, prin-
cipal investigator for the ELNEC — For Veterans 
project and professor, nursing research and educa-
tion at City of Hope. “The ELNEC — For Vet-
erans project hopes to also reach nurses in these 
community settings. It is vital that nursing faculty 
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and students have an understanding of the unique 
needs of veterans and their families toward the end 
of their lives. No other health care provider spends 
more time with these veterans and their families 
than the nurse.”

More than 54,000 American veterans, mostly 
from World War II and Korea, die each month, 
and the Department of Veterans Affairs Hospice 
and Palliative Care Initiative (VAHPC) is trying 
to improve hospice and palliative care for them. 
Given that the number of Vietnam-era veterans 
over age 65 will continue to grow through 2034, 
so too will the need for hospice and palliative care 
in the VA system. 

During the three years of the ELNEC — For 
Veterans project, 600 nurse educators will enroll 
in national “train-the-trainer” courses. The exper-
tise gained there is aimed to improve the quality 
of palliative care for thousands of veterans in 153 
Department of Veterans’ Affairs Medical Centers 
across the United States.

 Kathleen Potempa, PhD, RN, FAAN, president 
of the American Association of Colleges of Nurs-
ing (AACN), said, “Educating nurses to provide 
high quality care to veterans begins with enhanc-
ing the expertise of nurse educators on how to best 
meet the health care needs of this distinct patient 
population. AACN welcomes this opportunity 
to collaborate with our colleagues at the City of 
Hope and the VA to administer this critical faculty 
development initiative, which will improve pallia-
tive care services for America’s veterans and their 
families.”

ELNEC was developed in 2000 after extensive 
research documented that most nurses did not 
receive adequate end-of-life care preparation dur-
ing their basic education. Initially funded by a 
Robert Wood Johnson Foundation grant, ELNEC 
began as part of a national curriculum in nurs-
ing schools to improve end-of-life care. Within a 
decade, this train-the-trainer concept has grown 
exponentially. More than 11,000 nurses represent-
ing all 50 states and 65 countries have received 
ELNEC training which they share with colleagues 
in educational and clinical settings. In addi-
tion, trainers have traveled across six continents 
to instruct thousands of nurses and caregivers. 
ELNEC has been translated into four languages: 
Russian, Spanish, Korean, and Japanese. ELNEC 
also offers more specialized curricula for nurses 
working in critical care, pediatric, geriatric, and 
now, VA settings. 

For more information on the ELNEC — For Vet-
erans project, go to: www.aacn.nche.edu/ELNEC.  ■

Critically ill’s wishes 
should be doctor’s orders 

Living wills and advance directives often don’t 
ensure that dying patients receive the kind of 

medical care they want, or don’t want, to receive. 
Now an effort being coordinated by the Center for 
Innovative Collaboration in Medicine & Law at the 
Florida State University College of Medicine hopes 
to improve communication and produce a clear set 
of medical orders for a dying patient’s care.

“One of the problems that frequently occur is 
that people get treated much more aggressively 
than they would want to be treated,” said Mar-
shall Kapp, JD, MPH, director of Florida State’s 
medicine and law center. “There are many reasons 
for that, but one of them is that doctors are afraid 
of legal consequences if they don’t do a full-court 
press for every patient.” 

Such aggressive treatment not only drastically 
increases the cost of end-of-life care, but it also 
most often does not improve quality of life for a 
dying individual. That’s why the center is coordi-
nating efforts to promote the POLST (Physician 
Orders for Life-Sustaining Treatment) Paradigm, a 
program that is intended to ensure that a patient’s 
wishes regarding life-sustaining treatments are 
known, communicated and honored across all 
health care settings.

There is at least one critical difference between 
a POLST and a living will or an advance directive, 
Kapp said. “A living will or an advance directive 
comes from the patient and doesn’t have any bind-
ing effect on the health care provider. The POLST is 
actually the doctor’s order,” said Kapp, who added 
that living wills and advance directives much too 
often are ignored by health care providers.

“The idea is that the doctor in charge would 
say, “Do or don’t do these certain things for this 
patient” and everybody — the hospital, the nurs-
ing home, the emergency medical technicians, the 
home health agency — everybody would buy into 
this and follow the doctor’s orders,” Kapp said. 
“And those orders obviously would be based on 
conversations that the doctor has had with the 
patient and the patient’s family.”

Kenneth Brummel-Smith, MD, chair of the 
Department of Geriatrics at the Florida State Col-
lege of Medicine, was involved in starting the 
POLST Paradigm while serving as chair of the cen-
ter on aging at Oregon Health & Science Univer-
sity. ”All medical treatments are provided through 
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what are called ‘doctor’s orders.’ If you’re in a hos-
pital, you can’t even get an aspirin without a doc-
tor’s order,” Brummel-Smith said. “What POLST 
does is take the kinds of wishes that patients state 
in their advance directive and converts them into 
a set of doctor’s orders. Emergency personnel, 
nurses, and other doctors are used to dealing with 
that kind of communication.” 

Brummel-Smith completed a study in Oregon 
that showed that 94% of patient’s wishes were 
followed in the hospital when the patient had a 
POLST, whereas only 50% of wishes were fol-
lowed without one.

Brummel-Smith has been working with Tracy 
Christner, executive director of Project GRACE 
(Guidelines for Resuscitation and Care at End-of-
life), an affiliate of the Suncoast Hospice in Clear-
water, to organize and promote the POLST Para-
digm in Florida. The Center for Innovative Col-
laboration in Medicine & Law at Florida State is 
coordinating their ad hoc efforts. Kapp said, “Our 
first major event will be a conference Sept. 20 in 
Orlando where interested individuals from around 
the state will be able to brainstorm a detailed strat-
egy for implementing POLST in Florida.”

Participants will develop a legal strategy for 
POLST becoming an accepted document in Florida 
and also will discuss educational strategies for 
informing health care professionals and the general 
public.

The driving forces behind the POLST initiative 
are the need to improve end-of-life care, rising 
health care costs and the intrusion of malpractice 
fears in the health care decision-making process. 
“The primary purpose is to benefit the patients 
and their families,” Kapp said. “But I think a 
clearly predictable side effect will be legal protec-
tion for the physician and for the other members 
of the health care team that are following the phy-
sician’s orders.”  ■

Advance directives 
have evolved
Documents ensure better EOL planning

When first developed in the 1970s, advance 
directives focused on providing specific legal 

instructions, such as a patient’s wishes to with-
draw or withhold life-sustaining treatment in cases 
of terminal illness or incapacity. The documents 

helped physicians avoid legal problems associated 
with fulfilling the patient’s wishes.

The instructions “did not turn out to be very 
helpful in real clinical situations and tended to be 
overly simplified,” said Charles Sabatino, JD, a 
lawyer with the Commission on Law and Aging at 
the American Bar Association. He chronicled the 
history and evolution of advance directives in the 
June issue of The Milbank Quarterly.

The report also highlighted the increasing use 
of a protocol called Physician Orders for Life-
Sustaining Treatment (POLST), in use statewide 
in 11 states. Although POLST is not an advanced 
directive, it complements related documents such 
as a living will or durable power of attorney for 
health care. 

The use of POLST begins with a discussion 
about end-of-life (EOL) care between the health 
care provider and the patient or the designated 
health care decision maker. The physician records 
the patient’s and family’s wishes and enters them 
into the patient’s medical record. The POLST 
forms travel with the patient, even if he or she is 
moved another facility.

“Instead of standardizing patient’s wishes, 
this standardizes the medical orders. That sets 
the process in the right direction,” Sabatino said. 
“Medical care operates on standardized doctor’s 
orders. This process translates patient’s wishes into 
exactly that.” 

In a 2004 Journal of the American Geriatrics 
Society survey, 93% of emergency medical techni-
cians indicated that POLST orders were useful in 
determining treatments. EMTs also reported that 
when POLST orders were present, 45% of the 
time they changed treatment based on the patient’s 
wishes.  A 2009 Journal of Palliative Medicine sur-
vey of hospice personnel found that POLST prefer-
ences for treatment were used 98% of the time. 

Ira Byock, MD, director of palliative medicine 
at Dartmouth-Hitchcock Medical Center, said, 
“The POLST model is a very good one, and I think 
it complements the advance directive care planning 
discussion very well. It allows [advance directives] 
to be used in a way that makes them practical 
and implementable by nurses and even emergency 
medical personnel.”

In the next 10 years, Sabatino foresees most 
states adopting POLST as part of the advance 
care planning process. For health care consum-
ers, he recommends revisiting advance directives 
whenever the “5 Ds” occur: “Every decade, at 
the death of a loved one, divorce, new diagno-
sis, or a significant decline in condition — those 
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are the times when it’s more important to think 
about whether you want to change anything,” he 
said.  ■

POLST helps avoid 
unwanted hospital stay

A study evaluating the use of Physician Orders 
for Life-Sustaining Treatment (POLST) in 

nursing homes found that patients with a POLST 
are less likely to receive unwanted hospitalization 
and medical interventions than patients without 
a POLST.1 (For more information about POLST, 
see “End-of-life discussions portrayed as first step 
toward death panels,” Hospice Management Advi-
sor, November 2009, p. 121.)

Because POLST enables a person to be more 
specific about the type of care desired, researchers 
found that patients with POLST forms saying they 
wished to receive care primarily focused on reliev-
ing their pain and suffering were 59% less likely to 
receive unwanted treatments such as hospitaliza-
tion than those who had only a do-not resuscitate 
(DNR) order. 

The study evaluated the records of 1,711 nurs-
ing facility residents aged 65 and older with a 
minimum stay of 60 days in 90 Medicaid-eligible 
nursing facilities in Oregon, Wisconsin, and West 
Virginia.

The authors point out that traditional practices 
for documenting and communicating end-of-life 
treatment preferences beyond CPR generally have 
not been found to be helpful in making treatment 
decisions at the bedside and do not alter care, 
but the findings from this study suggest that the 
POLST program might make a difference. How-
ever, nursing facility residents with POLST forms 
have more medical orders reflecting treatment 
preferences about CPR and other interventions 
than residents without POLST forms, which sug-
gests more consistency in the generation of such 
orders than is seen with traditional practices, the 
authors say. 

POLST form use alone did not affect symp-
tom frequency or management, which suggests 

comparable attention to comfort in both groups. 
Residents with POLST forms reflecting prefer-
ences for comfort measures only were signifi-
cantly less likely to receive life-sustaining medical 
interventions (13.7%) than residents with POLST 
full treatment orders (22.9%), traditional DNR 
orders (25.9%), or traditional full code orders 
(24.4%). (For more information on POLST, see 
“Oregon POLST registry secures 18,000 forms 
— Data is at 5 months post-launch, Hospice 
Management Advisor, July 2010, p. 80.) 

REFERENCE 

1. Hickman SE, Nelson CA, Perrin NA, et al. A compari-
son of methods to communicate treatment preferences in nurs-
ing facilities: Traditional practices versus the physician orders 
for life-sustaining treatment program. J Am Geriatr Soc 2010; 
58:1,241-1,248.  ■

Pain med use varies
in hospice care

Control of pain is a key focus for end-of-life 
providers but a recent study shows that medi-

cations used to control pain differ widely from 
hospice to hospice. 

In a study published in the Journal of Pallia-
tive Medicine, researchers evaluated the use of five 
medication classes to determine trends in the use 
of pain medications.1

The use of opiates, nonsteroidal anti-inflam-
matory drugs (NSAIDS), adjuvant pain medica-
tions (tricyclics and antiseizure), stimulants, and 
anti-anxiety medications were studied. Research-
ers looked for trends in use based upon patient 
characteristics and location of care, such as inpa-
tient hospice versus home care. Findings showed 
that medication use was not predicted by patient 
characteristic or location of care. Use of all medi-
cations decreased with age, and medication use 
varied between sites. Opiate use ranged from 14% 
to 83%, NSAIDS use ranged from 0% to 40%, 
benzodiazepine use ranged from 20% to 69%, and 
adjuvant medication use ranged from 0% to 25%.

REFERENCE 

1. Zerzan J, Benton K, Linnebur S, et al. Variation in pain 
medication use in end-of-life care. J Palliat Med 2010; 13:501-
504.  ■
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Marijuana derivative eyed 
for pain treatment blocks 
Blocks pain without undesired side effects 

A new compound similar to the active compo-
nent of marijuana (cannabis) might provide 

effective pain relief without the mental and physi-
cal side effects of cannabis, according to a study in 
the July issue of Anesthesia & Analgesia, official 
journal of the International Anesthesia Research 
Society (IARS).

The synthetic cannabinoid (cannabis-related) 
compound, called MDA19, seems to avoid side 
effects by acting mainly on one specific subtype of 
the cannabinoid receptor. 

“MDA19 has the potential for alleviating neu-
ropathic pain without producing adverse effects in 
the central nervous system,” according to the study 
by Mohamed Naguib, MB, BCh, MSc, FFARCSI, 
MD, from the Department of Anesthesiology and 
Pain Medicine at The University of Texas M.D. 
Anderson Cancer Center. 

The researchers performed a series of experi-
ments to analyze the pharmacology and effects of 
the synthetic cannabinoid MDA19. There are two 
subtypes of the cannabinoid chemical receptor: 
CB1, found mainly in the brain; and CB2, found 
mainly in the peripheral immune system. Naguib’s 
group has been doing research to see if the canna-
binoid receptors, particularly CB2, can be a useful 
target for new drugs to treat neuropathic pain. 
Neuropathic pain is a difficult-to-treat type of pain 
caused by nerve damage, common in patients with 
trauma, diabetes, and other conditions.

MDA19 was designed to have a much stronger 
effect on the CB2 receptor than on the CB1 recep-
tor. In humans, MDA19 showed four times greater 
activity on the CB2 receptor than on the CB1 
receptor. In rats, the difference was even greater. 
The experiments also showed that MDA19 had 
“protean” effects, so-called after the shape-shifting 
Greek sea god Proteus; under different conditions, 
it could either block or activate the cannabinoid 
receptors.

In rats, treatment with MDA19 effectively 
reduced specific types of neuropathic pain, with 
greater effects at higher doses. At the same time, it 
did not seem to cause any of the behavioral effects 
associated with marijuana.

The “functional selectivity” of MDA19 — the 
fact that it acts mainly on the CB2 receptor and 

has a range of effects under differing conditions 
— could have important implications for drug 
development. “[W]ith functionally selective drugs, 
it would be possible to separate the desired from 
the undesired effects of a single molecule through a 
single receptor,” Naguib and colleagues write.

This finding means that MDA19 could be a 
promising step toward developing medications 
that have the pain-reducing effect of cannabinoids 
while avoiding the mental and physical side effects 
of marijuana itself. However, more research will be 
needed before MDA19 or other agents that act on 
the CB2 receptor are ready for testing in humans.

Steven L. Shafer of Columbia University, editor-
in-chief of Anesthesia &Analgesia, said, “These 
elegant studies by Professor Naguib demonstrate 
remarkable analgesic properties for this synthetic 
cannabinoid. The studies suggest a novel mecha-
nism for this protean agonist. Although prelimi-
nary, these studies suggest that synthetic cannabi-
noids may be significant step forward for patients 
suffering from neuropathic pain.”  ■

Instrumentation group 
tackles home  health care

The Association for the Advancement of Medi-
cal Instrumentation (AAMI) has created a 

new home health care committee called Medical 
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AHC Media publication

wins national competition

Healthcare Risk Management, also pub-
lished by AHC Media, took first place honors 
in the best instructional reporting category of 
the Specialized Information Publishers Asso-
ciation’s annual journalism awards announced 
recently. 

Healthcare Risk Management, which 
focuses on ideas, strategies, and recommenda-
tions for reducing hospital risk and liability, 
was honored for a special report in two issues 
last year on the risks associated with the use 
of medical helicopters. The award goes to the 
long-time Healthcare Risk Management edi-
tor, Greg Freeman, along with Russ Under-
wood, executive editor, and Karen Young, 
managing editor, who worked with him on the 
series. Donald Johnson, senior vice president, 
accepted the award on behalf of the winners 
at a presentation in June at the annual SIPA 
meeting in Washington, DC.

Devices and Systems in Home Care Applications 
to tackle home health care issues, which comple-
ments the Food and Drug Administration’s (FDA) 
initiative.

Potential projects include contributing to the 
upcoming standard IEC 60601-1-11, which 
focuses on homecare applications of medical 
equipment. 

“The standard will raise the bar for health care 
devices specifically intended to be used in the 
home environment in terms of safety of construc-
tion and installation, electromagnetic isolation, 
and safety when in use,” says committee co-
chair Denny Treu, vice president of research for 
NxStage Medical, a Lawrence, MA-based manu-
facturer of the only FDA-cleared home dialysis 
system marketed today. “I think a major focus of 
the committee’s work will be in the area of human 
factors and risk management.”

Home health care is also the focus of the lat-
est edition of AAMI’s Horizons series. Home 
Healthcare Horizons will be mailed to all AAMI 
members with the July/August issue of Biomedical 
Instrumentation & Technology (BI&T).  ■



FHPC 2010 Excellence in Program Innovation – Clinical Practice Award 
Covenant Hospice Tuck-in Volunteer Program 

Covenant Hospice Tuck-In Volunteer Program 
Call Script and Tracking Log 

 
Patient Name ____________________________________ Hospice #_________ 
Patient’s phone number___________________________ 
Spoke To __________________________________ Date _______ Time_______ 
Relationship to Patient_______________________           No Answer ___ Msg left___ 
 

1. Hello, my name is_____. I’m a volunteer with Covenant Hospice.   I’m calling on behalf of your nurse
to check on you (or patient’s name).  The Covenant team wants to make sure that you have everything 
you need before the weekend.  May I ask whose speaking? (Speak to either the patient or primary 
caregiver, if possible.) 

2. Do you feel confident that you have all the equipment, medications and supplies that you will need to 
get you through the weekend?  (Or, to take care of your loved one over the weekend?) �Yes �  No 
 

(If no)  Please tell me what you need and we’ll let your team know so that it can be delivered before Friday 
evening.  (If patient needs equipment, med’s or supplies ask: Has your nurse ordered it for you this week?
If yes, when?) 
Document response:  _________________________________________________________________ 
__________________________________________________________________________________ 
 
3. Are you (the patient) resting comfortably? �Yes �No  
(If no, inquire about the pain) 
If currently having pain, on a scale of zero to 10, with zero being no pain and 10 being the worst pain that 
you (or your loved one) have experienced, how would you rate your pain? ______ (pain scale) 
When was the last time you (he/she) received medication? _________ 
Does the medication usually relieve the pain? � Yes � No    
 
If pain is 3 or greater, volunteer should contact the designated team member immediately, and 
before continuing calls. 
 
4. Have you added any new medications or had any changes in your medications since your nurse saw you 

the last time (including anything you bought over the counter or with a prescription)? �YES �NO  
If yes, notify clinical manager for follow-up with patient/family. 

 
5.  Is there anything else that your Covenant team can do to provide you with excellent care?

� Yes   � No 
       Document response:  ________________________________________________________________ 
 _______________________________________________________________________________ 

6.  I’ll get this information to your Covenant team right away.  If you find you need anything, please don’t 
hesitate to call us.  We are always available for you. Covenant Hospice:  ___________ 

     (phone #) 
Volunteer Name _________________________________________ 
Notified/Referred To IDG Team  �  Yes    �   No     By: Staff Name ____________________________ 
 
RESOLUTION ____________________________________________________  Date _______________ 
 
Source: Covenant Hospice, Pensacola, FL. 
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