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INTRODUCTION

According to the World Health Organization (WHO), 
“palliative care is an approach that improves the quality 
of  life of  patients and their families facing the problem 
associated with life‑threatening illness, through the 

prevention and relief  of  suffering by means of  early 
identification and impeccable assessment and treatment 
of  pain and other problems, physical, psychosocial, and 
spiritual”.[1] Different levels of  palliative care (PC) include 
hospital‑based PC, home‑based or community‑based 
PC, and hospices.

Hospital palliative care unit  (HPCU) is an inpatient 
unit within a general, secondary, or tertiary setting 
in the hospital, in which the patients are under the 
clinical direction of  specialists within a PC team.[2] 
HPCU in a cancer center deals with complex physical, 
psychosocial. and spiritual needs of  patients and 
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ABSTRACT

Introduction: The first hospital palliative care unit (HPCU) in Iran (FARS‑HPCU) has been established in 2008 
in the Cancer Institute, which is the largest referral cancer center in the country. We attempted to assess the 
performance of the HPCU based on a comprehensive conceptual framework. The main aim of this study was 
to develop a conceptual framework for assessment of the HPCU performances through designing a value chain 
in line with the goals and the main processes (core and support).
Materials and Methods: We collected data from a variety of sources, including international guidelines, international 
best practices, and expert opinions in the country and compared them with national policies and priorities. We also 
took into consideration the trend of the HPCU development in the Cancer Institute of Iran. Through benchmarking 
the gap area with the performance standards, some recommendations for better outcome are proposed.
Results: The framework for performance assessment consisted of 154 process indicators (PIs), based on which 
the main stakeholders of the HPCU (including staff, patients, and families) offered their scoring. The outcome 
revealed the state of the processes as well as the gaps.
Conclusion: Despite a significant improvement in many processes and indicators, more development in the 
comprehensive and integrative aspects of FARS‑HPCU performance is required. Consideration of all supportive 
and palliative requirements of the patients through interdisciplinary and collaborative approaches is recommended.
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their families and caregivers.[2,3] In coordination with 
community PC services, HPCU stabilizes patients’ 
symptoms and enable them to return home for further 
support.[4] A similar collaborative work between HPCU 
and hospices provides the end‑of‑life support for the 
terminal patients.

Based on the National Consensus Project Guidelines for 
Quality Palliative Care in the USA, hospital PCs is delivered 
through an interdisciplinary team consisting of  physicians, 
nurses, and social workers with appropriate training 
and obtain certification. Also chaplains, rehabilitative 
experts, psychiatrists, and other professionals support and 
contribute as indicated. However, the staffing of  a PC 
program will depend critically on the needs and capacities 
of  the setting.[5]

Although PC is relatively new medical specialty in some 
developing countries, the number of  specialists and 
programs has increased significantly in the last decade. 
According to a survey performed in 2010, majority of  
cancer centers in the US provide a PC service, although 
the levels of  services and integration varied between 
different centers.[6] In developed countries, the PC unit 
widely integrated with other special care unit; however, this 
important integration is lacking in developing countries and 
remained to be addressed.[7]

A recent study introduced a feasible and efficient model 
in which PC could be delivered simultaneously with 
oncology care in anambulatory care setting.[8] In this model, 
specialist‑level PC is delivered through a range of  clinical 
models, including inpatient consultation services, dedicated 
in patient units, and outpatient practices.[8]

PC units for cancer patients have been recently started to 
work in Iran. HPCUs have been established in a few major 
cancer centers across the country. The cancer institute—the 
first cancer center in Iran—has set up a HPCU called 
“FARS” in 2008. It consists of  an inpatient PC unit, a PC 
consultation unit, and an outpatient PC clinic. The inpatient 
PC unit, which is funded by donated money, provides 
services for 20 beds.

We aim to evaluate infrastructure and function of  
FARS‑HPCU over the past 4 years. The main objective 
of  this study was to develop a performance assessment 
framework for FARS‑HPCU. This frame work can be 
implemented for establishment and evaluation of  the 
HPCUs across Iran and other countries with similar 
healthcare system.

MATERIALS AND METHODS

The process indicators  (PIs) for evaluation of  HPCUs 
appropriated with the infrastructures and conditions of  the 
country has been located. Thus, there might be different 
perceptions of  HPCU based on the criteria used to define PIs.

In order to evaluate the performance of  a HPCU, it is 
required to be assessed by three layers of  the performance 
management model; conceptual, operational, and 
executive frameworks. First, we developed the conceptual 
framework of  the assessment. This includes alignment of  
values (outcomes) and processes.

We have used the “value chain” concept to show the 
alignment between the processes of  the unit with 
outcomes. The idea of  value chain is originated from 
the process view of  the organizations. A value chain is a 
chain of  activities that an organization performs in order 
to deliver a valuable product or service. The value chain 
concept was first described and popularized by Michel 
Porter in 1980s and applied in health systems in 2009.[9]

In our case, a “value chain” is a chain of  processes that a 
unit performs to deliver valuable services to the patients 
and their families. The primary activities that are required 
to meet the outcomes are called “core processes” and 
secondary activities include procurement, human resource 
management, technological development, and infrastructure 
are known as “support processes”. The core processes 
assure that the unit works effectively and the support 
process are responsible for the efficiency of  the unit.

The conceptual framework that was designed for evaluation 
of  FARS‑HPCU performance includes a value chain, an 
outcome, and an inventory of  154 PIs covering the main 
processes in the chain. This framework was used to prepare 
the questionnaire and interviews [Figure 1].

We prepared the questionnaire in three phases. First, we 
performed an in‑depth literature review. We included the 
recommendations of  the WHO and other international 
associations such as International Association for 
Hospice and Palliative care  (IAHPC), Worldwide 
Palliative Care Alliance  (WPCA), Middle East Cancer 
Consortium  (MECC), and African Palliative Care 
Association (APCA).[1,2,10‑12]

Accordingly, the reports from several countries were 
reviewed systematically for comparative analysis. Developed 
and developing countries have been considered in this 



Rouhollahi, et al.: Assessment of a Hospital Palliative Care Unit (HPCU) for Cancer Patients

Indian Journal of Palliative Care / Sep-Dec 2015 / Vol 21 / Issue 3	 319

analysis. The best practices selected by the quality assurance 
organizations were used to define the PIs.[5,13‑15]

Second, we adjusted the values and inventory of  the 
PIs with policies and regulations such as the clinical 
governance and the hospital accreditation framework and 
guidelines.[16]

We also collected the opinions of  the policy‑makers in the 
ministry of  health through two sessions of  semistructured 
interviews. The questions were prepared to the outcome 
and value chain of  an HPCU in a cancer center in Iran. 
The PIs were not considered in this interview. We further 
have reviewed the reports of  the FARS‑HPCU and setup 
interviews with the director of  the Cancer Institute, 
founders, and head of  the unit for achieving historical 
overview.

Finally, we obtained expert opinions about the outcome 
statements and inventory of  PIs [Box 1]. A list of  197 PIs 
was asked in a questionnaire from the experts to select 
the most appropriate ones based on the relevance and 
feasibility. For each of  the item, the answerers had three 
choices, “agree”, “not agree”, and “unsure”. We received 
21 of  25 questionnaires and analyzed them, statistically. 
According to the answers, we have extracted 154 PIs in 
a comprehensive list. The processes of  the method are 
illustrated in Figure 1. After preparing a comprehensive 
list of  the core and support PIs, we asked the three 
categories of  stakeholders to score each process status. 
Patients and families (n = 5), staff  of  FARS‑HPCU (n = 3), 
and director of  the FARS‑HPCU answered a 154‑item 
questionnaire from which 70items were about the core 
processes  [Table  1] and 84items were about support 
processes [Table 2]. The patients and families only scored 
the core processes, but the other answerer scored both the 
core and support.

The items were scored with Likert‑type scale in nine 
levels.[17] Score 1–2 were considered as poor, scores 3–4 as 
weak, score 5 as medium, scores 6–7 as good, and scores 
8–9 were considered as excellent. The average of  the 
obtained scores has been considered.

Figure 1: Developing the conceptual framework in assessment of the FARS HPCU

Box 1: Highlights in methodology of developing 
the assessment framework
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RESULTS

The main outcome indicators of  the HPCU we achieved 
through the above mentioned methods are:
•	 The patients benefit from the counseling services
•	 Only patients in actual need are admitted in the HPCU
•	 The quality and speed of  services provided in the 

HPCU
•	 The care patients receive is provided according to their 

actual need rather than the medical diagnosis
•	 Appropriate physical and psychological conditions of  

HPCU space

•	 Making sure that after receiving the required care, 
patients are transferred back to their previous level of  
care services

•	 Making sure that referred patients to the previous level 
of  care, can still benefit from the HPCU counseling 
services

•	 Making sure those patients in the end stages of  disease 
are promptly identified and provided with the required 
services.

The value chain diagram has been drawn to show the main 
core and support processes of  the FARS‑HPCU [Figure 2].

Figure 2: Value Chain in FARS-HPCU-Porter diagram with main care and support processes
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All main processes and their elements have been shown in 
Tables 1 and 2  in a classification framework. Mean scores 
were provided for the overall status of  the processes 
indicators. After scale ranking of  the processes by the 
different stakeholders, we have drawn a radar diagram to 
show an overview of  the FARS‑HPCU status [Figure 3].

It is presumed that in such assessments the participating 
stakeholders are less likely to overestimate or underestimate 
the current situation and are anticipated to answer 
realistically. In this study, scores of  ≤5 are considered as 
gap area [Table 3].

Finally, there were 25 subprocesses in the core and support 
processes equal or less than 5 score, which suggested the 
gap areas. In these areas; nine zones are in medium, 13 
zones in weak, and nine zones in poor status. Figure  3 
shows the gap between the current situation (as is) and the 
optimal situation (to be) of  the HPCU‑FARS at a glance 
and based on the conceptual framework.

Table  1: Process classification framework of 
the FARS‑HPCU  (core processes)
No. Level Core processes Score

1 1 Consultation with patient’s caregivers 
(Remote by phone, …)

6

2 1.1 Making referrals 5

3 1.2 Prioritizing requests for palliative care consults 5

4 1.3 Responding to consult requests 6

5 1.4 Providing advice to patient/family or staff 6

6 1.5 On‑call schedule 8

7 2 Counseling in secondary care units 8

8 2.1 Communicating with patients 7

9 2.2 Patient’s needs assessment 8

10 2.3 Sharing the information with patient and family 9

11 2.4 Coordination with patients’ physicians 7

12 2.5 Recommendations to the consulting physician 7

13 3 Outpatient supportive and palliative care 8

14 3.1 Communicating with patients 8

15 3.2 Patient’s needs assessment 9

16 3.2.1 Patient’s performance status scoring 9

17 3.3 Informing patient and family about the condition 8

18 3.4 Planning continuation of treatment 8

19 3.4.1 Hospital admission of patient based on indication 9

20 3.4.2 Follow‑up outpatient based on indication 7

21 4 In‑patient supportive and palliative care 7

22 4.1 Structured assessment and documentation 6

23 4.1.1 Physical and psychological assessment 7

24 4.1.1.1 Patient’s performance status scoring 8

25 4.1.2 Social and spiritual assessment 7

26 4.1.3 Incorporate cultural assessment 7

27 4.1.4 Assessment of needs and belief of family 7

28 4.1.5 Document the designated surrogate/decision maker in 
accordance with state law

1

29 4.2 Enabling patient/surrogate to make decision 8

30 4.2.1 Sharing the information with patient and family 9

31 4.2.2 Patient/Family/Caregiver Education 8

32 4.2.3 Discuss with patients and caregivers about needs 8

33 4.2.4 Determine patient’s preferences (type of care and 
location )

8

34 4.3 Coordinating cares 7.5

35 4.3.1 Intra‑team coordination for comprehensive care 8

36 4.3.2 Coordination with other departments 7

37 4.4 Comprehensive Care planning in partnership of patient 
and family

6.5

38 4.4.1 Care planning conferences 7

39 4.4.2 Planning comprehensive social care 3

40 4.4.3 Planning based on religious, spiritual, and existential 
concerns

7

41 4.4.4 Review the care plan timely based on evolving needs 
and preferences 

8

42 4.5 Educate family and caregivers based on care plan 8

43 4.6 Symptom management 7

44 4.6.1 Pain management 9

45 4.6.2 Management the other symptoms of cancer 9

46 4.6.3 Management of patient’s psychological needs 7

47 4.6.4 Management of patient’s spiritual needs 6

Table  1: Condt...
No. Level Core processes Score

48 4.6.5 Management of patient’s social needs 6

49 4.6.6 Inter‑disciplinary care and management 5

50 4.7 Respite care services 7

51 4.7.1 Training family and/or caregivers to eliminating 
shortcomings and despair

7

52 4.8 End of life care 7

53 4.8.1 Assessment of end stage patients 9

54 4.8.2 Exceptional communication among clinical staff 
inclusive of many health care disciplines

6

55 4.8.3 Treat with respect to individual wishes, values, religion 
and philosophy

8

56 4.8.4 Bereavement support and chaplaincy services 3

57 4.8.5 Respecting patient’s privacy 8

58 4.8.6 Preservation of patient dignity and respecting human 
rights

8

59 4.8.7 Educate families for imminent death timely 8

60 4.8.8 Implementing bereavement care plan timely 3

61 4.8.9 Psychosocial care services for family 7

62 5 Referral to primary or secondary care services and 
follow up 

6

63 5.1 Discharge of patients based on indications 9

64 5.2 Provide necessary prescriptions for patient 9

65 5.3 Ensure continuity of care after discharge 7

66 6 Post‑bereavement services 4.5

67 6.1 Treat the body after death with respect (according to 
the cultural and religious practices)

9

68 6.2 Addressing issues of body ororgan donation 1

69 6.3 Providing be reavement resources through the hospital 
and community

1

70 6.4 Keeping in touch with patient’s family 7

FARS‑HPCU: First hospital palliative care unit
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DISCUSSION

In an overview, the current situation in core processes 
is more favorable than that in support processes. Thus, 
it is logically expected that the effectiveness (doing the 
right thing) in this unit to be in a better status than 
the efficiency  (do things right). This issue can lead 
to dissatisfaction of  the staff  and even patients in 
long‑term.

Core processes

A glance at the six main core processes in the model (value 
chain) offered for this HPCU reveals a relatively optimal 
balance in supporting the comprehensive care services 
approach. This approach is considered by the modern 
health and PC services. For instance, The Agency for 
Healthcare Research and Quality  (AHRQ) profiled an 
award‑winning PC program in the United States which 
integrates PC in to healthcare with specialized professionals 

offering comprehensive PC setting. This program led to 
50% reduction in reported patient symptoms, reduction 
in care costs, and improved family satisfaction.[18]

Both through inpatient and outpatient PC setting, counseling 
processes should be considered for patients, families, and 
caregivers. Also providing education  (including a family 
conference initiative, a partnership with an academic health 
center, internal conferences, and leadership conferences 
for other medical centers), family support  (including 
symptom management for caregivers, especially free 
phone counseling services through limited hours daily by 
the palliativist and the nurses, children’s programs, and 
bereavement information) should be considered in the best 
practice dissemination and community outreach.

In the other core processes, gap areas have become evident. 
The most important example in this regard is“ planning 
comprehensive social care”, “bereavement support and 
chaplaincy services” and “post‑bereavement services”.

Figure 3: A radar diagram presents the assessment and gap of the FARS-HPCU
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Developing a comprehensive social care plan that addresses 
the social, practical, and legal needs of  the patients and 
caregivers, including but not limited to relationships, 
communication, existing social and cultural networks, 
decision making, work and school settings, finances, 
sexuality/intimacy, caregiver availability/stress, and access 
to medicines and equipment is one of  the standards of  
quality improvement of  the inpatient PC unit.[19]

Bereavement services which were included in the 
PC services by the WHO in the past decade have 
been considered as the major component of  PC.[20] 
Post‑bereavement services are not included in HPCU, but 
this type of  care has been considered among the standards 
of  the high quality and modern centers.[21]

Another weakness of  this system was in choosing 
surrogate decision makers in accordance with the State 
law.[22] Religious rules also play a role in determining the 
decision makers.[23] Cultural norms influence the decision 
maker and the decision as well.[15] An important point in 
this respect is adhering to legal instructions in terms of  
documentation of  the conditions and decision‑making 
about the patient.

Whereas the development of  supportive and PC 
services for cancer patients depends on integration and 
interdisciplinary care,[24] one of  the most important gap 
areas appeared to be the adequate success in providing 
interdisciplinary care. Making integrated approach 
have the added advantage of  coordinating treatment 
protocols, implementing common clinical pathways, and 
improving communication between specialists; especially 
in the outpatient setting.[25] Meanwhile the introduction 
of  PC services at the time of  diagnosis of  cancer leads 
to meaningful improvement in the experiences of  
patients and family caregivers by emphasizing symptom 
management, quality of  life, and treatment planning.[26]

Support processes

Regarding the 10 main support processes of  FARS‑HPCU, 
except for human resources management and information 
management, others have possessed a relatively good status. 
Although, policy making and governance has revealed a 
relative weakness in documented policy guidance for referral 
and continuity care. If  the interdisciplinary approaches 
in PC is a necessary component, policies for prioritizing 
and responding to referrals in a timely manner should be 
documented.As mentioned above, the integrative approach 
is the most important gap area in the core processes.

Performance management was also in a relatively good 
status. It may be better to assess the quality management 
indices separately. A complex of  quality of  care assessment 
indices such as PEACE should be used for this purpose.[27]

In the risk management domain, only the crisis management 
has a relative weakness. In financial management of  the 
HPCU, the lack of  control on payroll may actually affect 
the staffs’ motivations.

The unit has an acceptable function in cooperation with 
charity donors. This is an important requirement because 
without the financial support of  the NGOs and charitable 
people, these units generally have very low budgets and 
income.

Knowledge management, determination of  the required 
knowledge, providing and managing it, and also its 
implementation are also in a favorable condition in this 
unit. In terms of  drug management, especially opioids; 
distribution and allocation of  these drugs to those eligible 
for taking them is supervised by the national system in 
charge of  distribution management of  these drugs in the 
country. However, the control over the illegal export of  
these drugs in any way from this cycle needs to be further 
improved. The status of  this unit in terms of  use and 
maintenance of  equipment has been relatively improved. 
By the way, providing the opioids is free of  charge or at 
very low price for patients based on the defined national 
regulation.

One big obstacle of  our HPCU is the management of  
human resources. Recruitment of  personnel including 
physicians and nurses is not adequately supervised and 
strategies to attract and maintain volunteers still need to be 
improved. But, development, education, and maintenance of  
human resources are currently in a relatively good condition.

Volunteers participating in supportive and PC services in 
developed countries receive trainings different from those 
received by the personnel and a considerable amount of  
budget has to be allocated for this purpose.[28] Instructions 
for different coping mechanisms to volunteers for 
confronting work situations and tolerating these conditions 
are also important and needed to be delivered for a period 
of  time (at least for 1 year in order for the instructions to 
be cost‑effective).[29]

Management of  data sources is another challenging point 
of  HPCU. The information management system in core 
processes of  the HPCU which enables the workflow 
is essential and electronic records can improve the 
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interdisciplinary activities. Although production of  these 
systems can be costly and that may be the reason for 
underdevelopment of  such services in this unit, the open 
source solutions provided for this purpose can be used 
with a little naturalization.[30]

Considering that ethical and legal aspects of  care are one 
of  the core components in the comprehensive PC, the 
management of  the ethical and legal issues such as the 
counsels, disputes, and litigations should be addressed.

Table  2: Process classification framework of 
the FARS‑HPCU  (support processes)
No. level Support processes Score

71 7 Governance and policy making 7

72 7.1 Participation in policy formulation 8

73 7.1.1 In the hospital level 8

74 7.1.2 In the regional and national level (as a center of 
excellence)

8

75 7.2 Clinical policy 7

76 7.2.1 Scoping the practices 7

77 7.2.2 Documented policy guidelines for referral and 
continuity of care 

4

78 7.3 Establish strategic planning 6

79 7.4 Monitoring and evaluation 6

80 8. Risk management 7

81 8.1 Crisis management program 5

82 8.2 Hospital infection control 8

83 8.3 Hospital waste management 8

84 8.4 Patient safety (report, analysis and preventive 
management)

7

85 9 Performance management 7

86 9.1 Assessment of performance indicators for each type of 
care (physical, psychological, etc.)

7

87 9.2 Documentation of indices for each type of care 7

88 9.3 Documentation of patient status before and after each 
intervention

8

89 9.4 Planning to improve the status of indices for each 
interventional care

7

90 10. Management of financial resources 6

91 10.1 Annual finance statements and audit reports 6

92 10.3 Payroll Management 3

93 10.4 Management of donation (Charities and volunteers) 7

94 11. knowledge management 7

95 11.1 Determine core critical knowledge 6

96 11.2 Developing high priority clinical guidelines 7

97 11.3 Implementation of the guidelines 7

98 12 Drug management 7

99 12.1 Drug (specially opioid analgesics) needs assessment 8

100 12.2 Plan for drugs accessibility (Specially opioid analgesics) 7

101 12.3 Implement policies to prevent opioid drug abuse 6

102 13 Management of equipment and assets 6

103 13.1 Design and construct/acquire equipment 7

104 13.2 Obtain and install equipment 6

105 13.3 Manage maintenance of equipment and facilities 6

106 14 Human resource management 5

107 14.1 Human resource planning 6

108 14.1.1 Human resource strategy 6

109 14.1.2 Implement the human resource plan 6

110 14.1.3 Monitoring and update the plan 6

111 14.2 Management of recruitment 4.5

112 14.2.1 Expert nurses 5

113 14.2.2 General practitioners 4

114 14.3 Developing staff 7

115 14.3.1 Job description for staff 8

116 14.3.2 Manage health and safety of staff 6

117 14.3.3 Training and mentoring human resources 4

Table  2: Condt...
No. level Support processes Score

118 14.3.4 Educating communication skills 8

119 14.3.5 Continued supportive and palliative care education 8

120 14.3.6 Training inter‑disciplinary practice 7

121 14.3.7 Teaching tools & techniques 7

122 14.3.8 Training patient’s safety 6

123 14.3.9 Performance appraisal and management 6

124 14.4 Recruitment and retention strategy for volunteers 5

125 14.4.1 Documented regulations and policies 6

126 14.4.2 Documented agreement 6

127 14.4.3 Assessment of the capabilities of volunteers 6

128 14.4.4 Educate and empower volunteers 5

129 14.5 Retention of staff 6.5

130 14.5.1 Care of psychological status of staff 7

131 14.5.2 Rewards and motivation 7

132 14.5.3 Administer payroll 6

133 14.6 Redeploy, retire and relocate staff 6

134 15 Information management 4

135 15.1 Develop and manage information of patients and family 
relationships

3

136 15.2 Develop and manage information sharing with 
extra‑center (other health and palliative care center)

3

137 15.3 Develop and manage internal workflow information 5

138 15.3.1 Develop and manage administrative workflow 
information

6

139 15.3.2 Develop and manage care workflow information 5

140 15.4 Develop and maintain IT solutions 6

141 15.5 Deploy IT solutions 6

142 15.6 Deliver and support IT Services 5

143 16 Manage External Relationships 6

144 16.1 Manage government relations 6

145 16.2 Manage relations with hospital directors 6

146 16.3 Manage Investor and donor relationships 7

147 16.4 Manage legal and ethical issues 4

148 16.4.1 Manage outside counsel 3

149 16.4.2 Protect intellectual property 6

150 16.4.3 Resolve disputes and litigations 3

151 16.5 Manage public relations program 6

152 16.5.1 Manage community relations 3

153 16.5.2 Manage media relations 7

154 16.5.3 Issue press releases 7

FARS‑HPCU: First hospital palliative care unit
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Table  3: Gap area in the processes  (core and support) of the FARS‑HPCU
ScoreSub‑processes (≤5)Core processes (main)LevelNo.

In the Tables 1 or 2

5/9Making referralsConsultation with patient’s caregivers (Remote)12

5/9Prioritizing requests for palliative care consults3

‑‑Counseling in secondary care units27

‑‑Outpatient supportive and palliative care313

‑‑In‑patient supportive and palliative care421

1/9Document the designated surrogate/decision maker in accordance with 
state law

Structured assessment and documentation4.128

‑‑Enabling patient/surrogate to make decision 4.229

‑‑Coordinating cares4.334

3/9Planning comprehensive social careComprehensive Care planning in partnership of 
patient and family

4.439

‑‑Educate family and caregivers based on the care plan4.542

5/9Inter‑disciplinary care and managementSymptom management4.649

‑‑Respite care services4.750

3/9Bereavement support and chaplaincy servicesEnd of life care4.856

3/9Implementing bereavement care plan timely60

‑‑Referral to primary or secondary care services and 
follow up 

562

1/9Addressing issues of body or organ donationPost‑bereavement services668

1/9Providing bereavement resources through the hospital and community69

ScoreSub‑processes (≤5)Support processes (main)LevelNo.

4/9Documented policy guidelines for referral and continuity of careGovernance and Policy Making777

5/9Crisis management programRisk management881

‑‑Performance management985

3/9Payroll managementManagement of financial resources1092

‑‑knowledge management1194

‑‑Drug management1298

‑‑Management of equipment and assets13102

4.5/9Management of recruitment Human resource management14111

4/9Training and mentoring human resources117

5/9Recruitment and retention strategy for volunteers124

5/9Educate and empower volunteers128

3/9Develop and manage information of patients and family relationshipsInformation management 15135

3/9Develop and manage information sharing with extra‑center (other 
health and palliative care center)

136

5/9Develop and manage internal workflow information137

5/9Develop and manage care workflow information139

5/9Deliver and support IT services142

4/9Manage legal and ethical issuesManage External Relationships16147

3/9Manage outside counsel148

3/9Resolve disputes and litigations150

3/9Manage community relations152

The score equal or less than 5 has been considered as the gap. FARS‑HPCU: First hospital palliative care unit

interdisciplinary and collaborative (integrative) approach 
in FARS‑HPCU.

To improve the integrative approach, the interdisciplinary 
team should communicate regularly to plan, review, and 
evaluate the care plan, with input from both the patient 
and family. The team should meet regularly to discuss 
provision of  quality care, including staffing, policies, 
and clinical practices. The team leadership should have 

CONCLUSION

The conceptual framework for assessment of  the HPCU 
in Iran, specifically in case of  FARS, including the outcome 
indicators, value chain, and PIs; developed and assessed through 
this study has shown the gap areas of  the HPCU clearly.

According to the assessment, comprehensive and 
integrative PC should be enhanced by developing the 
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appropriate training, qualifications, and experience. Clinical 
multidisciplinary policy guidelines should be documented. 
For comprehensive approach in PC, FARS‑HPCU should 
emphasize more on social and spiritual PC as physical 
aspects of  care.

For development of  the two mentioned approaches, 
improving the level of  care and services and eliminating 
the imbalance between development of  the main and 
support processes, the need for financial support is clear. 
The required budget may be provided by the financial 
resources allocated by the government, received fees for 
services, or financial help from NGOs and charities. In 
order to obtain the government budget, policy makers 
and the authorities should be informed about the 
importance and benefits of  this unit. In order to do so, 
the clinical and financial outcomes of  such units in the 
cancer center should be assessed. Such evaluations must 
be done in the first few years following the establishment 
of  such units.[31]

In addition to comprehensiveness, other shortcomings of  
the main processes of  FARS‑HPCU should be resolved. 
For this purpose; support processes, especially human 
resources management and information management, 
should be improved. Priority should be given to recruitment 
of  human resources, motivating them, and paying them 
based on their performance.

Proper strategies should be adapted to benefit from 
efficient and continuous help of  volunteers. Development 
of  an efficient infrastructure for information management, 
especially information technology, should be more 
emphasized starting with low‑cost solutions at the 
beginning of  the road. Management of  legal and ethical 
affairs is another gap area that needs to be improved. 
Skillful consulting managers can help in this respect. In 
conclusion, we may state that FARS‑HPCU is half‑way on 
its development path and this study can help in designing 
a strategic plan for this purpose. By further assessment 
of  gap areas and determination of  priorities, this unit 
can become a successful model for other centers in the 
country.
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