


Werarehere on earti te; der goed 1o ethers:
Wihat the' ethers anre here: for, Il dont
KIAOW.

W, H. Auden




Moest Canadians with advanced pregressive
liness preter te receiver end-oef-life: Carerat home

Mest: prefer ter die there |E adeguate: SUpports Is

availlaple ter minimize: suifernng; anadi Burden 6n
flamily: caregivers

Patients sufferwith' transitions and 1ong or
continuity eff care (C Heylandl et al)




Clinical Issues

Emetienally challenging buit Righ degree: ofi
commitment

Blurread distinction; between private and professienal
lite

Soeclalfane geegraphic iselation

Interproefiessional team “geld standard® nen; existent
Generalists tiying te: maintain knewledge and skills

lrnageqguaterrole preparation SIce
naergraauare eauecanon

Specialists;as asset vs undermine local skills?
Lack ofi resources andl support

NG 24/7 access 1o sUpport or care
Medications afiter hours




Family physicians:
= view palliative care as an inherent and important part

of their role (Lehman & Daneault, 2006: Marshall,
Howell, et al, 2007)

= potential to provide effective palliative home care
given adequate knowledge, skills, confidence and
timely access to specialist advice (Fainsinger, et al,
2001; Higgins on, 1999).

= family doctors and specialists often fail to develop the
collaborative working relationships that would protect
patient-doctor relationship and strengthen the role of
the family physician (Kasperski, et al, 2006).

Shared care between specialists and primary care
physicians in mental health, maternity care, and chronic
diseases have shown improvement in timely access and
Improved health outcomes (Rocker, 2006).




Willingness to provide care infllenced by
Knowledge ase

REeceptive ter educationaliinterventiens

PSychesecial aSpects ofi cane percelved as most
challengingl thus' education on: this

Stess management
Networking Impertant to Survive

Interdisciplinary. fiace to face interactive small
greup pregrams offered outside heme
community ( LEAP)




Health Canada Report

45 Key COmPonNEnts
s Universality

s Care coordination

s Ready acecess 1o a bread range of hasic and
advanced EOL services

s Assurance off EOLCare regardless of care
settting

= Wilson et al




Primany: caregivers are seldon anle to. address the
multipler demains of care that eccur at end off lifie

Primary. caregivers repeatedly express the desire
10, be’ able te) provide such care! I given adeguate

Support

Interprofessional; collanoerative practice new.
KReWRI te be' key ter sustainability. , efficiency: and
effiectiveness of our: healthcare system

Primary IHealth Care: Refiernm




PHImany;. carél providersinga team partaership: of carewiti
EXPErL ClnIcIans WG togelier: share. e care ol the
PatIEnt 1N an mtegratea’ ana seani/ess way/,

s Primany care galekeepners
a Primany care: capacity/.Js epnancea and the pattern of

Practice IS) sustayian/e ol the prmary/. Care pProVviders
(jprovider: satistaction)

a Expert clinicians; are: col/anoratVve. consulianis
a Care Is negetiated patient vy patient
a [0 the patient, care Isi seamess (C patient satsfaction)




Pefined pepulation
Patient identification

Standardizead assessment and process of care: (C mutually:
agreed: upon)

Education: firom| specialist tor primany care

24/ aceess tor specialist support

Primary care does the “ABCs™...

SpPecialists assess, reassess and do the “DEEEGS;..”
Crosses care settings

System navigation




Are net new.....put they: arent Widespread
elther...

UK Geld Standards framewerk (tacress the UK)

Pan Canadian Gold Standards

Individual’ progans and Services culrrently exist

Shiared carne IS a concept and hased on a
spectrum ( Pelrera et al)

OVerarching| tenets and compenents, Wit
locally’ driven: custemization




The Niagara West Palliative Care team (NWPCT)

jointly funded program of West Lincoln Memorial
Hospital, in Grimsby Ontario, and the Community
Care Access Centre ( CCAC) of the Hamilton
Niagara Haldimand Burlington Local Health

Integration Network ( HNHB LHIN) .

serve the three western municipalities of Niagara
region in Ontario

total population of approximately 80,000
3 towns and large rural areas.
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1996-Primary care physicians identified a need for
Increased access to Palliative care services and sought the
help of a palliative care physician

1996-97- A coming together of local resources, developing
Into a part time “team”.

Initial funding was provided by West Lincoln Memorial
Hospital.

Referrals grew, data became available regarding hospital vs
home care and cost savings to the hospital.

2003-2006- Primary Health care Transition Fund grant
from the Ontario Ministry of Health- enhanced the team to a
full compliment of doctor, nurse, counsellor, administrative
assistant, and collaboration with CCAC case management.

Data from grant identified patient, family, caregiver ( family
MD and bedside nurses) satisfaction with care and efficient
use of financial resources

Increased home deaths and home as primary place of care.




Principals: DI Denise: Marshallrand DiF Doxs Hoewell

Co-Principals: Dr. A. Taniguchi, Dr. J. Kaczerewski, Dr. K. Brazil, Dx. V.
IHoward.

EURNCINGE IUOILTEE, Fiizlr ) Hlezif) Czlred Frzlpsiia Sl
RIOJELL




To improve quality of EOL care through
Implementation of a shared care model that integrated
family physician care with specialist interdisciplinary
palliative care.

Specific Aims:

= To build capacity of family physicians to provide quality palliative care
24/7 through academic detailing, role modeling and shared care.

= Improve access to quality palliative care early in the EOL trajectory
through best practice screening in GP offices .

= Evaluate impact of model on patient/family outcomes; primary cre
provider outcomes; and health system outcomes.




Provider
Sustalnakler care
Increased capacity and confidence
“Whoe te call for Wiat™
IHelprinrtimes; off Reead

Patient and Eamily/

a Satisfaction with' care

m [Decrease symptom burden
s Caregiver support

IHealtiar Cane system
s Cost effective
m Decreased hospital utilization




The consult team supports primary care.

Referrals for patients come from primary care doctors and
bedside nurses in the community or hospital.

The team provides hands on consultative care wherever the
patient currently is.

Care plans are implemented as a group and the family doctor

remains most responsible MDs.

Bedside nurses are supported in their care plan by the nurse
clinician..

“Who does what” is negotiated behind the scenes patient by
patient and varies depending on the family doctor, the patient
and their needs.

Practice based education and just in time teaching is an
Integral part of the service.




Integrated Care Viodel

<— —




Family physician uptake -100%

physician practice leads emerged from each FHT
MD leads continuing with role

Education became practice-lead

Improvements made in non- pain symptoms, and

natient communication and confidence In
providing care

High acceptability of the PC Nurse clinician as
Coordinator

Increases perception of ability to manage and feel
capable to take on care ( nurse and MD)




Mest valued cempenents;
s Access to the team andl encall support

Impact oni role andl practice

s Confidence infdecision making
s Better anticipation of patient neeads
Care cooerdination

s Comprehensiveness, quality: off communication, nurse/md trust
and' respect

Impact onr Care @uality
a Enabling heme death, averting crisis, reduced fears of suffering




Integration with primary care

Population based approach to seamless care
case finding to facilitate early access
practice based education to primary care

sharing clinical care- not take over care

Palliative care nurse clinician as coordinator/
navigator

24/7 access for primary care to access consult care
as “second line”

primary care driven and maintained
Communication is key to relationship




HON)

Home Care
Days

Hospital
Days

Total cost
per direct
home care
day.

$316.25

$215.17

$254.83

$406.13

$195.36

MOHLTC
Acute care
per diem
rate

$674




IS the capability’ of Individuals, greups,
Erganizatiens o cCommUunItes, te PerieHm or
produce something of value, related torthelr
desired develepment er perermance.

IS the: evoluitionan Precess
Off chiange and adaptation that 6eecurs firon Inside
as Inadividuals, greups; Grganizatiens o
communities; act ter accomplishr thelr goals:

(Chaskin 2001; Eurepean Centre for Development
Policy Management 2003; Kaplan 1999)




Develepment IS essentially aneut bullding
O exIsting capacities within: people, and
thelr relauenships

Development Is an embedded process; i
cannot e Imposed or predicted

The focus Is on change, and! net
PEerfiermance




Change Is Incremental in phases, NoWeVer:
development IS dynamic & nen-linear

he change proecess; takes time

Development Precess) engages other
people & secial 'systems

Different levels andi fielims of capacity, are
IRterconnected 1n a systematic: way,
(Individuials, teams, erganizatiens and
communities)

(Kaplan 1999; LLavergne & Saxhy, 2001)




Buildi
linkage

Process of PC Development

. e

Antecedent community con




family doctors report enhanced confidence to take on
palliative care especially in the home setting

community nurses and doctors report enhanced

sustainability of their work life and decreased stress of
care

skills of both groups increased

“steady state” Is achieved with a small consult team, of
part time consult MD, full time nurse, part time
counselors since care is shared

‘as primary care skills increase, team can shift to
iInvolvement with newer MDs and increase volumes
without increasing team resources




cheap, efficient and low tech
can be adapted to any identified

population to be served

Incorporates the ML Kelley community
development model which outlines steps
of development and sustainability

community driven and sustained




High level of engagement from primary care
stable funding from hospital and local CCAC

logical collaborations between hospital sector and
home sector

“catalyst” ( Palliative care MD) emerged early and

lead for several years
consult team academically affiliated
local MDs academically oriented

robust clinical relationships and highly
evolved interactions on an hourly, daily,
weekly basis form the essence of the
Iinnovation




resistance to

change took several years

cultural shifts are required and this takes time

needs cham

nions and readiness in the primary

care community

purpose anc

process outcomes are vital but

antithetical to government driven performance

outcomes

purpose/process outcomes evident early;

performance
cultural shift

outcomes require time for the




patient and family satisfaction high

providers ie family doctors and bedside nurse
satisfaction very high

distress scores decrease despite decrease in PPS

costs for consult team less than cost of hospital
days saved

Increased congruency between expressed
preference for place of care and place of death,
and actuals




Expected Outcomes

= Impact on Alternative Level of Care (ALC),
= Emergency Room (ER)

Growing Physician Capacity via Engagement

= Education in all the ways that work
= Mentorship, locally customized peer consultation
= “putting the expert out of work”

Building Community Capacity — the Kelley Model

Patient and caregiver outcomes

= Greater achievement of requested place of death
= Fewer patient transitions in care




What matters most in end of life care: perceptions ofi
serously Il patients and their family: memiers. Heylanad
et al. CMIAJ Eel 2006, 1.74(5)

Ennancing Eamily: Paysicians capacity. ter deliver guality
palliative homecare:. Marshall et all Canadian; Eamily.
Physician 2008; 54 1703 ed-7

Developinglrural community: capacity for palliatve care;
a conceptual model. Kelley et al J off PallCarne August
2007 23;3

Bullding primany cane capacity in palliatvercane;
pPreceedings ofi anlinterprefessional Workshep. Brazill et al
Jiefi Pall Care Summer 20017 23;2

Kathy Eoeks, president and CEO) The Change
foundatien. Arcall from patients/caregivers firo
Uninterrupted Care and Systems, Change
November 2008 WWW. Cliangefoundation.com




Every system iIs perfectly designed to
get the results 1t

gets.

P Bataldin




