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Prison Hospice Operational Guidelines

Prison hospice is a holistic approach to medical treatment of terminally ill inmates.  It seeks to implement the principles of palliative care in a variety of health care settings under correctional management.  In cases where the prognosis presents the option of either continuing curative efforts or beginning palliative treatment, techniques of comfort care may proceed in tandem with curative measures, at least until such time as curative efforts are contraindicated.  


These general guidelines are intended to assist administrators and health care providers in the creation and maintenance of hospice programs in prisons.  They have been drafted by NPHA but rely on experience gained by professionals in several programs now in various stages of development and operation.  Specific policies and procedures must be designed on site by those who have direct knowledge of and responsibility for particular facilities.  To assist this process, these guidelines provide a broad but inclusive outline of three basic areas: 

· essential concepts of hospice and palliative care,

· unique policy issues confronting those who must adapt this approach to the correctional setting,

· procedures which must be detailed on site in a complete and coherent manual for a specific prison hospice/palliative care program.

Establishing an effective hospice/palliative care program in prison begins with the candid and respectful exchange of views between corrections and hospice professionals about how best to serve those who face death in prison.  Corrections officials are constrained by the demands of their mission of security and public safety, while they look for ways to respond to increasing legal and ethical pressures to render adequate care for the dying.  Hospice people are in possession of an appropriate program of care, supported by high ideals and wide experience, and are often eager to work with correctional health care programs; they must devise creative responses to the exigencies surrounding incarcerated patients.  Final decisions about policies and procedures necessarily lie with corrections personnel; the role of hospice professionals is to provide input about the principles and practice of palliative care.  The problem of precisely where the boundaries of compromise and mutual accommodation should lie must be worked out cooperatively.  Certain principles will be non-negotiable; others will be subject to adjustment or gradual implementation.  

What follows should not be regarded as standards or an attempt to impose them, although we have referred to the appropriate compilations of health care standards.  We have also made use of various procedural manuals developed by ongoing prison hospice projects.

Basic Hospice Concepts
Palliative care “seeks to prevent, relieve, reduce, or soothe the symptoms of disease or disorder without effecting a cure” (Institute of Medicine, 1997).

Palliative care is “treatment which enhances the comfort and improves the quality of a patient’s life.  The goals of intervention are pain control, symptom management, quality of life enhancement, and spiritual-emotional comfort for patients and their primary care support.  Each patient’s needs are continuously assessed and all treatment options are explored and evaluated in the context of the patient’s values and symptoms.” (National Hospice Organization, 1993)


Hospice is not necessarily a location but it is a philosophy of care.  In one sense hospice is "an organization or program that provides, arranges, and advises on a wide range of medical and supportive services for dying patients and their family and friends."  In another sense hospice is “an approach to care for dying patients based on clinical, social, and metaphysical and spiritual principles.” (Institute of Medicine, 1997)  This second sense of hospice is sometimes referred to as "palliative care for the dying."  

Terminal condition is “an incurable or irreversible condition caused by injury, disease, or illness that would produce death without the application of life-sustaining procedures, according to reasonable medical judgment, and in which application of life-sustaining procedures serves only to postpone the moment of the patient’s death” (Texas Department of Criminal Justice, 1996).  (For problems presented by this concept, see the discussion of Prison Hospice under Correctional Issues below.)

The unit of care is the patient and the family.  The "family" is defined by the patient and may include persons who are not related to the patient by blood or legal tie.      

The Interdisciplinary Team (IDT) is made up of hospice personnel who provide services directly to a hospice patient/family.  As members of a team they work collaboratively, sharing expertise, insight, and information to produce a coordinated Plan of Care that will meet the physical, psychosocial, and spiritual needs of the patient/family.  Each IDT provides the following services: physician, nursing, social work services, pastoral care, bereavement support, volunteer assistance, and ancillary services as needed.  

A Plan of Care is developed for each patient by the IDT, detailing the care to be provided, based on the understanding, agreement, and involvement of the patient/family, and subject to regular review and adjustment.  It details the means for achieving the palliation of distressing symptoms (physiological, psychosocial, and spiritual) through aggressive management and strategies for prevention of new problems.  Advance directives should be seen as part of the ongoing documented discussion required by the Plan of Care.  

Hospice Volunteers are non-professional community volunteers who are specially trained to provide the patient/family with supportive non-medical care.  Written criteria and methods are developed for recruiting, selecting, supervising and retaining volunteers. (NHO)  Volunteers are coordinated and supervised by a member of the IDT.   

Staff and volunteers complete a signed agreement to honor the privacy and confidentiality rights of patients and family.
Correctional Issues
These guidelines seek to facilitate the application of hospice/palliative care concepts to the correctional setting.  Such application, while rare, has been successful and is an exciting area for correctional health care. There are no pat solutions to the many challenges, however, so every institution must write its own policy.  Here we suggest some of the crucial issues that must be addressed.  

Prison Hospice
In the general society, the official determination of the onset of terminal illness is dictated by the infamous six-month Medicare rule.  Clinicians, hospice-care organizations, and researchers alike find this arbitrary limit to be clinically indefensible.  But prison hospice programs, since they do not rely on Medicare rules and funding, need not be bound by this rule and thus have the opportunity to respond with greater flexibility to patient needs.  Such an opportunity arises when clinicians are expected to choose between curative and palliative procedures in cases where prognosis does not present a clear option for one or the other.  (Recent research shows that prognoses rarely provide such assurance!)  Prison health care, then, is often able to apply  “‘combined management,’ seeking survival while acknowledging the likelihood of death.”  As Dr. Joanne Lynn and her colleagues point out,   


in the face of serious illness, it may almost always be necessary to develop 
parallel streams of plans: one which facilitates discussions about death and 
optimal support of the patient and family through death and bereavement; and a 
second which provides maximal efforts to restore physiologic balance 


(New Horizons 5 [1997]: 60).

Unit of Care
The focus of palliative care is both patient and family.  The family is defined by the patient, and this “family” may include persons inside and outside the prison not related by blood or legal tie.  Usual correctional policy, however, is more restrictive in defining family as parents, siblings, children, and spouses.  For prison hospice patients, visitation policies may appropriately be expanded to accommodate the patient’s preference when the choice of "family" includes fellow inmates of long acquaintance.   

Interdisciplinary Team (IDT)
Training for members of the IDT in the principles and application of hospice care and palliative medicine is usually provided through qualified community-based hospice/palliative care professionals.  The hospice staff and prison administration determine how these principles can be implemented in a correctional setting and how the staff can accommodate the additional demands on time and attention: initial training, on-going education, weekly or biweekly conferences, and the shift in focus from curative to palliative care.  While security personnel have a crucial role throughout the prison hospice, their inclusion on the IDT offers two distinct advantages: it brings into the discussion of the Plan of Care important information not otherwise available, and increases staff cooperation in furthering the overall goals of the program.  The same considerations encourage the inclusion of inmate volunteers on the IDT.  

 Community Volunteers  

Prisons use hospice volunteers in the same way community hospices use volunteers, with the addition of a screening process appropriate to the corrections environment and a thorough orientation in appropriate security procedures.  

Inmate Volunteers  

In a correctional hospice program, trained inmates can become hospice volunteers and support the medical staff and patient by assisting with activities of daily living.  Potential problems do exist (e.g., access to medications, victimization of patient and family) and must be met by careful planning and stringent procedures for screening, training, and on-going supervision.  One advantage to the institution is that the inmate volunteers carry back to the general inmate population the news that competent end-of-life care is being provided by correctional medical staff.

Patient-Directed Plan of Care 

Correctional health care professionals will be aware of the implications of allowing the patient a role in the determination of his medical treatment.  For example, they will always weigh carefully the clinical need for pain relief against any unwarranted pressures from the patient.  Despite the risks, self-directed care at the end of life is correct in principle because it is essential to a sense of human dignity.  It also has the practical advantage of addressing the patient’s fear and confusion, thus reducing anxiety for patient, family, and staff. 

Do-Not-Resuscitate Orders
Inmates tend to be reluctant to sign Do-Not-Resuscitate Orders.  In some systems the DNR Order is a prerequisite for admission to the hospice program.  Sometimes this policy discourages patients who are otherwise eligible for hospice from requesting admission to the program: they see it as a "death watch" rather than palliation.  From the perspective of patient care, the DNR Order should be part of the on-going discussion of prognosis and treatment options.  This discussion, however, must begin well in advance of admission to hospice, especially if the DNR Order is the entrance ticket.  

Locale for Services

Provided that the varying needs for palliative care are met, patients may be housed in a variety of settings.

· A separate unit within an infirmary or within a medical center allows for flexibility in approaches to care (curative or palliative).  The separate unit allows the staff to focus on end-of-life care, free of the need for frequent shifts of perspective.  The disadvantage is that the inmates may identify it as a “death row” and be unwilling to enter an end-of-life care unit.  

· In a program where the hospice beds are scattered throughout a medical center or unit, the advantage of flexibility of treatment is retained, but the staff members are required to shift focus rapidly between different modes of care.  Such an arrangement avoids the stigma of “death row,” but may be disturbing to nearby patients who are not receiving end-of-life care.  It may be advantageous to hospice patients to have healthier patients nearby.  

· Sometimes hospice patients remain in general population as long as they can perform activities of daily living; they may be assisted by inmate volunteers/orderlies if necessary.  This arrrangement may be a help to the patient’s morale, by allowing him to live among his friends, and might also relieve crowded conditions in the infirmary.  These advantages should not overshadow problems of patient observation and timely dispensing of medications and treatments.    

Compassionate Release provisions are determined by DOC policy.  Whenever possible, the hospice staff will initiate the compassionate release process for patients who meet the specific criteria (whether or not they meet the criteria for hospice admission), and for whom adequate receiving facilities are available.  

Services and Procedures
The following is a list of distinct staff functions or duties; they do not necessarily indicate separate personnel positions.  Depending on the size of the program, a certain amount of doubling up of duties will take place among available staff members.  

The Interdisciplinary Team (IDT), specifically designated for each patient, convenes within 24 hours of their patient’s admission to the program.  Thereafter they meet at least once a week to review and update their patient/family Plan of Care; data are presented from the perspective of each discipline within the team.  Written and oral reports from orderlies, volunteers, correctional officers (if not included on the IDT), and family members are included.  

The Hospice Coordinator is knowledgeable about current developments in hospice/ palliative care and about how these mesh with the larger health care system.  As chief administrator of the program, she has oversight both of the continuous development of the appropriate policies and procedures (including necessary documentation) and of day-to-day operations.  This includes responsibility for the training and continuing education of the staff, volunteers, and the larger institutional community, as well as liaison with these groups.  The Coordinator oversees admissions and makes certain that the entire staff is aware of them; he assigns an IDT for each patient and monitors the team’s progress.  She keeps the needs of the family in focus, providing referrals and information as needed.  

The Medical Director, as the chief medical officer of the program, has oversight of all medical issues and procedures.  Particularly he assures himself that all care adheres to appropriate ethical standards and that up-to-date procedures of adequate pain management are understood and used. She reviews the appropriateness of all admissions as well as the medical effectiveness of the IDTs. He assists the Coordinator in planning and policy-making and is available for consultation with the staff.

The Primary Nurse exercises the pivotal responsibility for all aspects of daily  patient care, identifying patient needs and providing care as indicated by the attending physician's orders, the Plan of Care, and program policies and procedures.  She assists in making initial and continuing  patient assessments, and in planning to assure patient comfort, which requires a comprehensive grasp of pain and symptom management. He is the day-to-day liaison between the IDTs and the nursing staff and works with other IDT members to insure that all patient/family non-medical needs are met.

The Social Worker is the IDT member who oversees the response to the social and emotional consequences of terminal illness, death, and bereavement as variously experienced by patient, family, program staff, inmates (especially orderlies and volunteers), and the security staff.  She provides information for the Plan of Care through initial and continuing assessments of the patient/family’s psychosocial needs and resources, and of their acceptance of the hospice program and its philosophy.  He also works with the patient/family to make sure they have an appropriate understanding of the Plan of Care to enable them to make informed choices.  When necessary, she acts as the link to available community resources.  Mutual support services are developed and implemented for the staff, family, and inmates (especially orderlies and volunteers) by the Social Worker and Chaplain.

Pastoral Care/Chaplain Services/Spiritual Care provides appropriate pastoral counseling for patient/family as desired. A spiritual assessment is made at admission and pastoral care is offered; the information becomes part of the Plan of Care. Pastoral care consistent with the Plan of Care and the wishes of the patient/family is provided; sometimes family preference calls for liaison with community clergy or spiritual counselors as available. The “Chaplain” assists in developing support and bereavement services.

The Bereavement Coordinator, a social worker, counselor, or chaplain who is an IDT member, provides postmortem bereavement services.  Community hospice procedure is to offer surviving family members counseling and perfunctory contact by telephone or mail for one year after a patient's death.  In correctional settings, however, counseling is rarely possible and thus referrals to community agencies are made.  Condolence cards immediately following the patient’s death, at one month, six months, or twelve months are both possible and appropriate.  For the bereavement needs of staff and inmates (especially orderlies and volunteers), a program may be designed using support groups, individual counseling, and reading materials.  Some institutions hold memorial services which are open to inmates as well as staff.  

Correctional Officers are on duty not only to assure the safety and orderly functioning of the hospice, but also to assist in providing hospice care to the patients and their families. The presence and attitude of Correctional Officers can contribute substantially to the program in positive ways.  Hospice orientation will provide security personnel with an understanding of the aims of the program, enabling them to create a secure yet uniquely sympathetic environment without compromising the institution’s integrity.

· Usual security procedures are frequently modified to accommodate the unique services provided in hospice. Special attention needs to be given to medications, the movement of inmate volunteers and their interactions with patients and their families, increased family (including inmate family) visitation, and patient vulnerability.

· Officers who can maintain the necessary security while remaining sensitive to the hospice environment may be designated specifically for hospice duty. 
· Security personnel have an important role on the IDT, as discussed above.  
The Volunteer Coordinator, usually a social worker, nurse, or chaplain (or two of these sharing duties), is responsible for the recruitment, training, and clinical supervision of inmate volunteers. Obviously this task requires close cooperation with several administrative departments.  The Coordinator works closely with other IDT menbers to develop assignments based on continuing assessment of patient/family needs and the availablility of volunteers, and to monitor their performances; interviews are  held at regular intervals to help volunteers articulate and communicate their experience. The volunteers need to meet regularly as a group for discussion and mutual support. Such activities are effective means of insuring continuing psychosocial support.  This becomes particularly important after a patient death, when volunteers need opportunities for appropriate counseling.  Such services are futile, however, if the clinical and security staff do not understand the volunteer’s role and behave accordingly.  Such oversight of morale and professionalism is one of the Coordinator’s most important tasks. 

In matters of patient care the Coordinator acts as liaison between volunteers and clinical staff, especially the IDT. He insures that volunteers receive information necessary for effective performance, while assuring patient confidentiality rights. She devises procedures to make certain that the volunteers’ written reports of their observations and interactions with patients are included in the volunteer log and in the clinical record.

In consultation with the IDTs, the Coordinator conducts an evaluation (at least annually) of each volunteer’s performance, using an appropriate instrument of his own devising. A continuing file is kept for each volunteer, which documents training, services provided, and evaluations. The Coordinator maintains updated rosters of volunteers which are regularly distributed to appropriate departments. Finally, she ascertains that all security requirements are met at all times. 

All these requirements apply in equal measure to the oversight of volunteers from the community.

Inmate Volunteers

The Hospice Coordinator and the Volunteer Coordinator, in cooperation with security personnel, develop detailed institutional policy and procedures specific to the inmate volunteers.  Inmates who apply for the volunteer program are selected and then trained under the supervision of medical staff and security personnel.

Institutions must plan carefully for the secure movement of volunteers.  At a minimum a pass system specifically for inmate volunteers will be devised.  Detailed duty rosters will be disseminated in advance to appropriate deparments.     

Inmate Volunteer Responsibilities are threefold: to the patient, the clinical staff, and the security staff.  Responsibilties to the patient include companionship, conversation, reading, feeding, caring for hygiene and personal grooming, writing letters, providing spiritual support, making telephone calls, and helping with movement.  They may also assist the nursing staff with routine care such as turning, lifting, bathing, changing linens, and dressing.  Other duties may be assigned by the clinical staff, but should not interfere with the primary responsibilities of helping patients carry out activities of daily living.  Inmate volunteers are obviously subject to all security procedures, which may be modified to accommodate the needs of the hospice program.  

Volunteers should be organized to provide mutual support and to exchange information, perhaps with an inmate volunteer representative who acts as a liaison between volunteers and IDT.  Volunteers may be expected to attend regular group meetings whenever possible.  

Volunteers need opportunity to discuss their experiences regarding the death of an inmate under their care and to receive qualified counseling.  This process may begin immediately after the patient’s death, particularly for a volunteer who was present at the time of death.  

Volunteers can coordinate their activities and provide an ongoing picture of the patient’s condition by maintaining a volunteer log book, a running anecdotal record on each patient detailing needs, activities, moods, concerns, etc.  The log books are kept at the nursing station and are read by each volunteer upon arrival; comments are added at the end of each shift by the departing volunteer.  

Initial criteria for inmate volunteer applicants will vary among institutions, but will be established in categories such as those listed below.  The specific criteria then need to be verified for each applicant during the initial phases of screening, often by the Classification Department. 


Sufficient time remaining on sentence to accomodate training and participation


Noserious disciplinary records


Nodrug/substance reports


No suicide attempts


Appropriate reading/writing level


Appropriate security classification


Successful physical examination and psychological screening.

Orderlies may be given training as needed to assume the role of volunteer.     

Qualifications need to be evaluated following the initial screening process, through interview and (possibly) testing.  Obviously the evaluation process will continue informally through the training phase and into initial on-the-job performance.

Competent inmate volunteers need to be totally committed to the program's philosophy of care in three crucial areas.  First, they must understand that they are to respond to the patients' needs and wants.  Thus they will be willing to work with patients regardless of ethnic background, race, religion, creed, etc, and be able to discuss with patients their beliefs and opinions without proselytizing.  They will respect the confidential nature of patients' condition and personal life (and sign a formal agreement to this effect).  Second, inmate volunteers will be able, within the restraints established by the disparity of status, to work as team members together with security and medical staffs.  Since they will have valuable information to add to the clinical record, they need to be able to listen carefully, make accurate observations, and clearly enter the results in the patient log book.  (Of course, this process does not work if team mates do not accord inmate volunteers the functional respect due to their competence and commitment.)  Finally, inmate volunteers will need sufficient emotional stamina to cope with the stresses of caring for the dying.  (In this matter too they will depend on support from their co-workers on staff.)

Recruitment of candidates for the inmate volunteer program may occur in two phases. 

· The Volunteer Coordinator works with the Chaplaincy and/or other appropriate departments to disseminate information into the general prison population about the program and the need for inmate volunteers.  

· Inmates submit a formal application available from the designated department.  The initial application is co-signed by a member of the corrections staff who knows the applicant, probably an immediate supervisor, and by others as deemed necessary.  

Screening for inititial criteria and evaluation of qualifications usually involve several phases, the order of which is determined by each institution’s administative priorities or by the individual applicant’s profile.  The Volunter Coordinator works with the appropriate departments to facilitate the process.  

· Classification screening most usefully occurs early in the process to eliminate obviously inappropriate applicants.  This process may begin in the recruitment phase, to be verified later.  A personal interview is sometimes appropriate.  

· Inititial Criteria are verified by the appropriate department(s). Medical and psychological screening may occur while other screening processes are underway.  Some institutions may require negative PPD or chest x-ray, tetanus shot or booster within last ten years, non-reactive VDRL, hepatitis B innoculation.  

· Evaluation of individual qualifications may happen in a number of ways, in some combination of review of records, group interviews, and possibly one-on-one interviews.  The applicant will need to be evaluated by members of the IDT, the Volunteer Coordinator, the Hospice Coordinator, the Chaplain, security personnel, classification officers, psychosocial services, medical services, and the warden or superintendent. 

· The Volunteer Coordinator will notify the applicant of the results of the screening and evaluation.  Those applicants who are approved are ready to take the hospice training. 

Institutional Counts. Often the demands of patient care require the presence of a volunteer during a scheduled count.  The Volunteer Coordinator and appropriate security officers develop procedures for scheduling the volunteers for out-count.    

Code of Conduct.  Detailed and specific ethical and behavioral standards for volunteers on duty may be drawn up by staff and agreed to in writing by the volunteers. 

Termination.  The Hospice Coordinator and the Volunteer Coordinator will establish procedures for termination of volunteers based on compliance with the rules and policies of the program.  Conditions and causes for termination of services need to be clearly understood by the volunteers; this understanding will be verified by a statement signed by the volunteer.  

No-transfer agreements help maintain the continuity and morale of volunteer programs by keeping trained volunteers at the institution where hospice programs exist.  Again, clear understanding of such an agreement is important.

Training

The best plans, policies, and procedures are of no avail without a competent staff that is appropriately motivated and adequately trained--at all levels.  In the free world, hospice programs are formed around dedicated persons who recruit a staff already endowed with one or other of these qualities; hence the obstacles encountered in (re)education are minimal.  In correctional settings, dedication is also of central importance: without vision, compassion, and enthusiasm prison hospice will be only another exasperating demand upon staff time and energy.  But the apostle of comfort care—most likely the prospective hospice coordinator—has few options regarding the clinical staff, the security component, the administrative supervision, or the institution itself under whose auspices the vision is to be realized.  Motivations will vary.  Some will consist of mere acquiescence to the latest policy, others a wish to appear politically correct, still others a deep satisfaction that an intolerable situation is at last being remedied.  The staff training program, then, will seek to inspire and convert as well as inform, to encourage as well as educate.  It will emphasize individual and institutional strengths as sources of energy in forming new attitudes and procedures.  It will foster mutual respect among diverse levels and cadres with a view to accomplishing the goals of prison hospice.  

How an institution may best inspire and train its hospice staff can only be determined on site, with some reference to the experience of other similar programs and institutions.  A  successful prison hospice program is the result of teamwork among rather disparate groups; although they will share a common goal, their particular functions as well as the distinct perspectives from which they start necessitate distinctive approaches to training.  Even a general topic like "hospice philosophy," for example, will need to be accommodated to the different assumptions of clinicians, correctional officers, inmate volunteers and orderlies, and deputy wardens.  Hence we provide, by way of suggestion, the bare minimum of topics to be covered.  

1. General Clinical Staff Training for physicians, nurses, social workers, chaplains, and ancillary staff, presented from an overall clinical perspective by experienced professionals.

· Hospice and end-of-life palliative care: history and general philosophy of care including such milestones as Cicely Saunders, Florence Wald, the SUPPORT study, Medicare, managed care, parallel streams of treatment; the experiences of death and dying: the patient, the family, the caregiver.  

· Prison Hospice: the experience of dying in prison; history of prison hospice; scope of present programs; how prison hospice fits with the overall prison mission; the roles of the parties involved: patient/family, other inmates (especially volunteers and orderlies), correctional officers and supervisors, local administration and the DOC, politicians, the courts; the clinicians' mission. 

· Principles of end-of-life palliative care: purposes and means; the role of analgesics; general issues raised by the use of opioids; opioids and addictive patients; accountability; attitudes (How much relief is enough? Do dying prisoners deserve palliation?).  

· The IDT and the Plan of Care: the ideal; practical issues of implementation; focusing on the patient/family; assimilating input from correctional officers, orderlies, volunteers.  

2. Training in Palliative Care for Doctors and Nurses.  At a minimum, this training should cover the material presented in Porter Storey, MD, Primer of Palliative Care, 2nd edition (Gainesville, FL: American Academy of Hospice and Palliative Medicine, 1996); and appropriate selections from Ira Byock, MD, Dying Well (New York: Putnam, 1997); and Timothy Quill, MD, A Midwife through the Dying Process (Baltimore: Johns Hopkins UP, 1996), or equivalents. 
3. Security Staff Training.  The important role of correctional officers in establishing an appropriate atmosphere for hospice care has been noted.  The Hospice Coordinator will work with appropriate members of the security staff to design and implement the training program.  
· Hospice philosophy, palliation, and comfort care in prisons: definitions and practical issues; the dying inmate-patient's right to relief of pain.

· Death and dying: description of physical, psychosocial, and spiritual aspects; grief and bereavement.  

· The Correctional Officer's role: creating a safe atmosphere, free of unnecessary stress; working with the family's emotional condition; global awareness within the hospice unit/area.  

· Security measures: protecting the (helpless) patient; supervising and assisting volunteers; assisting family and medical staff.  

· Personal stress management: coping and relaxation skills.

4. Inmate Volunteer Training.  The Hospice Coordinator and the Volunteer Coordinator will work with a member of the security staff in the design, implementation, and supervision of inmate volunteer training (which may include orderlies).   About 30 classroom hours would seem sufficient to cover the following issues.  

· Hospice philosophy, palliation, and comfort care in prison: definitions and practical issues; the patient's "family."  

· Death and dying: description of physical, psychosocial, and spiritual aspects; grief and bereavement.  

· The volunteer's role: communicating with the patient and family; applying comfort care; applying universal precautions and the principles of infection control.

· Ethical principles and standards of behavior; observing security procedures.

· Personal stress management: coping and relaxation skills. 

5. Community Volunteer Training.  Hospice trained volunteers from the local community will probably need additional screening and evaluation to assure suitability for work in a correctional setting.  They will also need some additional training covering the following issues.  

· Specific policies and procedures of the prison hospice program.

· Death and dying: the patient as inmate; how the prison environment impacts grief and bereavement. 

· The Volunteer's role: working with inmates, correctional officers, inmate's family.  

· Security measures. 

· Personal stress management in the corrections environment.  

Patient Admission

Eligibility/Referral.  Eligibility criteria for patient admission will be determined by staff discussions, as indicated in the section on correctional issues.  Initially, they will be based on broad political constraints felt at the DOC level.  These in turn determine the degree of flexibility available to a particular clinical staff which determines concrete admissions policies.  In light of these policies, the referring physician determines that patients are hospice appropriate through diagnosis, prognosis, and communication with the patient.  This communication includes thorough explanations of diagnosis and prognosis, including treatment options, and the philosophy and goals of the hospice program.  If the patient requests, he is admitted to the hospice program.

Hospice, by definition, is patient-directed care.  Ethically, the hospice program is required to give the patient ample opportunity and time to understand the purpose and principles of hospice care in order to give consent.  The sooner verified consent is obtained, the better for all concerned.  To avoid misunderstandings, medical personnel who are expected to refer patients (from their unit/institution) will have been thoroughly oriented to the hospice program and philosophy, and will understand clearly the eligibility criteria.  

The referral goes to the Hospice Coordinator who takes the necessary steps to ascertain the clinical appropriateness of the referral.  He may contact the referring physician for additional information, or to confirm that the patient has received the appropriate information prior to giving consent.  

The Social Worker (or designee) meets with the patient to provide a thorough explanation of the program.  A signed statement will confirm the patient’s consent for hospice care. 

Then the patient is admitted, appropriate medical orders are written, and the Hospice Coordinator designates the patient’s IDT.  On the day of admission the IDT completes an assessment to determine the patient’s medical, psychosocial, and spiritual needs and preferences.  The patient’s designation of family is included, and appropriate family contacts are made by the social worker.  Within 24 hours the IDT meets to draft the patient’s Plan of Care.    

The Social Worker helps arrange family visitation when appropriate, sometimes using community resources to facilitate out-of-town visits.  For some cases, it may be possible to arrange for visits by incarcerated family members. Visitation policies for hospice patients will be as flexible as possible.  When patients are very near death, family members are sometimes allowed access to the patients 24 hours a day.

A statement of family rights and responsibilities, distributed at first contact, will prevent misunderstandings.  

Patient Discharge
Patients may be discharged from the hospice program through release from prison, death, improved prognosis, or patient request.  In all cases, actions will be documented by the attending physician, the Primary Nurse, and the Social Worker.  The Volunteer Coordinator should notify the volunteers immediately.  Family members are notified by the Social Worker.  

· When a patient is released from custody, the Social Worker completes arrangements for placement and care outside of prison.  The Primary Nurse, along with the IDT, provides documentation to assure continuity of care in the receiving facility.  

· When a patient dies, the Primary Nurse completes documentation and notifies the Hospice Coordinator.  The Volunteer Coordinator schedules a meeting to provide support for the volunteers.  Bereavement care procedures are initiated by the designated IDT member.  

· When the patient’s prognosis has improved so that the admission criteria are no longer met, the attending physician writes appropriate orders for medical care.  This could mean actually exiting the hospice program, or simply modifying the Plan of Care to accommodate the patient’s improved condition.  

· The patient is allowed to leave the program at any time without prejudice.  The Hospice Coordinator meets with the patient to obtain feedback on the effectiveness of the hospice program.  

Hospice Vigil.  When the patient seems to be within 48 hours of death, a hospice vigil is initiated to provide around-the-clock support and companionship through the moment of death.  Volunteers and family members may sit at the bedside and engage in quiet activities in accordance with the patient’s preferences.  Procedures need to be worked out carefully, in advance, with security and administrative personnel to allow for extended family visitation and the scheduling of volunteers.  These procedures would usefully be available for inclusion in the initial training sessions.

________________________________________________________________________

This is a practical manual; questions of accreditation have to be dealt with through the publications of the appropriate agencies.  

Attachments available. 
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