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Background

» Palliative care is a philosophy and a unique set of
interventions that aim to enhance quality of life at the end

of life in order to provide a “good death” for people, and
their family, when death is inevitable.

» Quality of life at the end of life is understood to be
multidimensional and to consist of physical, emotional,
social, spiritual and financial domains.




Background

» In Canada 39% of all deaths have been reported to
occur in LTC facilities (Fisher et al., 2000)

» The majority of LTC homes in Canada lack formalized
palliative care programs.

» LTC could be thought of as the hospices of the future,
caring for older people with chronic conditions with a
long trajectory to death, the most common being
dementia. (Abbey et al., 2006)



Palliative Care versus End-of-Life Care

Palliative Care

» Begins when a disease
has no cure

» Focus is on quality of life,
symptom control

» Interdisciplinary in
approach

> Client centered and
holistic

EOL Care (includes palliative
care and...)

> Death is inevitable

» Trajectory is short (6
months)

» Focus is on supporting
patient and family choices

» Addresses anticipatory
grief



When does Palliative Care Begin?

Restorative
Care
Focus of Care

-

Palliative Care
(Therapy to relieve
suffering and / or improve
quality of life)

Admission into ! Time Resident’s
LTC Death Bereavement
| Advanced / Life :

Chronic lliness

Threatening

\_Y_/

End-of-Life

(adopted from CHPCA, 2002)



Quality Palliative Care in Long-Term
Care Homes (QPC-LTC)

» Improve the quality of life for residents in LTC
» Develop interprofessional palliative care programs

» Create partnerships between LTC homes, community
organizations and researchers

» Create a toolkit for developing palliative care in LTC
Homes that can be shared nationally

» Promote the role of the f&,.
Personal Support Worker in &
palliative care :




QPC-LTC Alliance Methods

» Comparative Case study design with four LTC Homes as study
sites

» Participatory Action Research

» Quantitative and qualitative research methods: Surveys,
Interviews, Focus Groups, Participant Observations,
Document Reviews

» Participants: Residents, Family members, Physicians, PSWs,
RNs, RPNs, Spiritual Care, Social Work, Recreation, Dietary,
Housekeeping, Maintenance,

Administration, Volunteers and
Community Partners




Research Timeline

» Year 1 — Environmental Scan in each home to create baseline
understanding using CHPCA norms of practice (PC delivery,
PC processes, LTC/PC policies, LTC resources).

» Year 2 — Create interprofessional PC teams and identify
initial interventions based on evidence

» Year 3 —4 Develop PC program with PSW and community
partners. Ongoing initiation and evaluation of PC
interventions (PDSA cycle).

» Year 5 — Evaluate change and sustainability of changes
(repeat environmental scan) . Create evidence based toolkit
of successful interventions

» Year 5 onwards — Promote change in policy, practice and
education.




Organization

Square of Care and

Corfoentialty Imis Caacry
History of zues, | Desire ard readness Coak of cave Seting of care
cpporunities, for Inflormason Requests for athnoicing’ wiharaalng, Frocess b negotate Careteam composition,
assocales Frocess for sharng | therapy wih no potental for beneft, deveiop plar of care - leadership, education,
expeciations, reeds riomaton hastered gealn aocress issues _eean
hopes, fears Transiaton Issue pricrtezation coporturites, delvery Consufaticn Uncerstanding
Examiraton - Reactions o Trerapeuic pricrles, options chosen therapies. Setting of care Sazfacicn
aszesument scaes, it Treatment croices, conzert Jependerts, 2ack.p eyl senices Corpenty
chysical exam, Urderstarding Sumopate cechion-making coverage, rezpile Pabient. family supoort Sress
avcratory, racicisgy, | Desire for accitonal Agvance dreives Dereycerant cave, gilscharge|  Therspy csihery Concerms, lssuss
procecures riomaton Confict resolution planning, ermerpencies Emors Questars
Information-
Aggseament sharing Declalon-making Care Planning Cara Dellvery Confirmation
PROCESS OF PROVIDING CARE

Primary dagrcsis, prognosis, eviderce
Secoroyy AN0Es - CETEMA RLUsaCe
vse, TauTa

Comermicie; - delnu, seizures

Acverse everis - side e*ects, owcty
Aleges

Disssase
Managemant

Pair, other Sympioms

Cegriton, leved of conscicuIness
Furcion, safety, 33

Flulds, rutition

Wounds

=apls - accha, smcking

Physical

Ferscnallty, beravicur

Dearession, arwety

Emotions, fears

Cortra. iy, noeperderce
Cortict, QU s¥ess, Coping resocnses
Seff Image, sefestem

Culury vaives, belie®s, pracsces
Seaticnships, ez

20ia3on, abangorment, recondiagor
Sae, corfring envirenrment
Privacy, rtimacy

Soutnes. riluais, receation, wCdon
Frarcy, gy

Farrily caregiver protection
Quardarsip, cuslocy issues

Soclal

Meann). value

Exizieniy, iarscendenty

Values, Delefs, practices, afMiiations
Spirfual acvizors. ries, riuals
Syrbois. cens

spiritual

AcIviles of caly Mg
Dependents, pets
Teiephore aCess, Tarspo1adon

Practical

Lie Ciosure, Ot ghing, ‘egacy Cretion
Pregaration o expecied ceam

Management of physioiogizal cranges In last
hours of Iving

Riles, riuals

Ceath proncuncerment, cedficason
Peridea® care of farly, Randing of Sody
Fureras, memeral senvices, celedrations

End of life/|
Death
Managemant|

Loss

Grief - acute, Chrenic, antcibalary
SereaveTem panting

Louring

Lose, Grief|

ZO0Z=ZO0N

LMo v —

Patient / Family

aziizes

Human

Corsutatts
Sut
Valurteers

Joumas, Imermet InTanet
Resource greciony

NMZO=--HOZCE™M

Leacership - board
raragement

Crganizalicnal stuchoe,
accountabiity

Strategic panring
Buziness plarrng
Business ceveicoment

Sandarcs o pracice,
pailcies & procedures.
cata colection/'documentation
uoeines
Resource acQ.bBon & managerent
Safety, securty, emenpency syslers

Perfamnance improvemert
Routire reviea
QUICOTES, rescuTe
wilizsticn, risk anagement
campilance, sabistacson,
reecs. Trancal auch
SCCrechabor,
STaegc & Dusress pam
siandarcs, polices &
procedures, data collectony
cocumentalion guioeires

communications:
|marketing

Cormunzatchmanedng
Taeges

Materisls

Mecis Iazon

Enviormen:
Equoment
Maleralhsuppies

Parmer reathoare provicess
Community organizalicns
Stakehoiders, pudic

Fror=: Feris FD, Bafour B\, Bowen K, Fariey J, Hareaick M, Lamontagre C, Lundy M, Syme A, West P.

A Wodel o Guts Fospos Palinye Care © Cutode® o oe S mhe Core doeoged: . Ulres Covsos 2000




Square of Care (CHPCA, 2002)
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Sequential phases of the
capacity development
model:

4. Growing the PC
program

3. Creating the PC team

2. Community Catalyst

Sufficient health system
infrastructure

Community empowerment

Process of Palliative Care Development

1. Antecedent community
conditions

" Collaborative generalist

Vision for change
practice



Environmental Scan Results

Organizational Readiness

» Lack of policy and dedicated funding related to
palliative care in LTC which limits resources.

» Few policies are reflective of a palliative care
philosophy

» Strong dedication and commitment of managers and
staff to improving palliative care




Environmental Scan Results

Personal Support Worker Empowerment

» Do not feel they can influence change as they often do not
have opportunity to be involved in the process

» Limited training related to palliative care
» Role not clearly defined in providing palliative care
» Very resident-focused

» Strong sense of team amongst PSWs



Environmental Scan Results

Vision for Palliative Care

» Families and residents need opportunities to discuss and
learn about their end of life options.

» Advance Care Planning needs to broadened so it does not
solely focus on medical interventions, ie DNR orders.

» People who could benefit from palliative care need to be
identified in a timely manner

» Requires an interdisciplinary approach



Word Cloud — Diane interventions




Small Group Work




Nadia’s Closing comments on her role as the manager




Jackie McDonald — role of the PSW




Conclusion

» LTC culture change requires a multi-pronged
approach.

» Change requires commitment and involvement from
all levels of staff

» Sustainable change is slow, have to trust the process




Further Information

Visit our website
www.palliativealliance.ca

Contact us

Email: palliativealliance@lakeheadu.ca
Phone: (807)766-7267
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