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Our Mission of Excellence:
High Standard Interprofessional Primary Care + Family Medicine Teaching

2 sites

11,000 patients
15 IHPs

10 Physicians
18 Admin staff

20 Family Practice Residents

Multiple CDM and Preventative Care Programs

g> Ontario
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1. To review outline of the CVFHT Enhanced Care /
Palliative process to date

2. To describe the initial process of the initial PDSA
cycle

3. To review two active cases in our program
4. To review what has worked well and challenges
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 Demographics age over 65 yr (Statistics Canada,
2001)

— CVFHT
* 1, 130 patients over age 65

— Mississauga Halton LHIN
e 52,150 (8.5%)

 Where to most people want to die?

— 90% want to die at home, cabin, close to nature or on a
beach!

— 10 will reply in a hospital (Wilson, 2011)
* Currently approximately 30% di

g> Ontario
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* Pilot Palliative Care Mentorship Program offered by
CCO and Credit Valley Hospital Palliative Care group

— Purpose to increase the capacity of primary care
physicians and others related to end of life care

— Provide further outreach into the community from our
FHT

— Build relationships with community partners related to
palliative care
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* Learning Essential Approaches to Palliative and End
of Life Care (LEAP)
— 2.5 day course Feb 1-3™
— Provided by Palliative care physician and 3 Palliative Care
NP’s
— 11 modules over 2.5 days

— Attended by CVFHT interprofessional team (Pharmacist,
Social Work, Dietitian, Physicians, Nurse Practitioner,
Family Practice Nurse) and community (Palliative Nurses,
CCAC Case Manager)
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 Met July 19, 2012 as a sub group

— Patients identified from a single physician roster
* Those over age 65

* Surprise questions: “Would not be surprised if the individual

passed away in the few months, weeks, day?”(Gold Standard
Framework, 2011)

* Initiate a PDSA cycle

— Initial 15 patients were contacted by phone by a Nurse
Practitioner

— Initial intake interview/assessment by Nurse Practitioner
scheduled if they consented



Foundation of Improvement Model

* Plan / Do / Study / Act

* Increase the knowledge of this
group and identify changes
needed to lead to a desired end
state

* |dentify undesirable results
early

 High degree of group buy-in

Questions:

1. What are we trying to
accomplish?

2. What does improvement look
like?

3. How can we change our
measure? Image from Wikipedia, PDCA Cycle
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* |nitial assessment with Nurse Practitioner

— 60 min face to face meeting

* Comprehensive geriatric health history, assessment
— Cognitive screen MMSE / MoCA as needed

* Seniors Assessment tool (BC Guidelines, 2008)

* Medication review and reconciliation
* TUG test

* Height / Weight / BMI

* ESAS assessment

* PPS

e CSHA clinical frailty score

— Chart review; 60min to 120min
— Physician communication with issues identified
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Clinical Frailty Scale*
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_E ﬁ qusnes » SENIORS ASSESSMENT TOOL & |
S Advieory This Assessment Tool pertains to the Guideline: SR | T e
Frailty in Older Adults — Early Identification and Management
www.BCGuidelines.ca
NAME OF SENIOR PERSONAL HEALTH NUMBER DATE
NAME OF PHARMACY LOCATION
1. How has your health been since your last visit? 0 better 0 same 0 worse:

2. Do you have concems or problems with any of the following:

Medications Q No 0 Yes:
Pain Q No 0 Yes:
Falls Q No O Yes:
Decreased energy Q No 0 Yes:
Nutrition Q No O Yes:
Memory Q No 0 Yes:
Bladder/Bowels Q No O Yes:
Hearing Q No 0 Yes:
Vision 0 No 0 Yes:
Sleep Q No O Yes:
Depression/Lonliness Q No 0 Yes:
Looking after yourself Q No O Yes:
Looking after your home 0 No 0 Yes:
Finances Q No 0 Yes:
Transport Q No 0 Yes:
3. Where do you live? O own home Q withfamily O facility
Q other:
4. Do you live alone? Q No Q Yes
5. Do you have help in the home? Qa No Q Yes:
6. Do you have a contact for emergencies? 0 No Q0 Yes
If yes, who could you call? Q family friend O neighbour O Lifeline
Q other:
7. Have you signed a Power of Attormey? a No Q Yes
8. Have youmade aWill? a No Q Yes
9. Do you want to discuss end-of-iife plans? O No Q Yes
10. Have you signed a "No CPR" form? a No Q Yes
11. Would you ider Lifeline quick ? O No Q Yes O I have Lifeline (or similar service)
ROTHBCMA 6011 FEB 2008)
The Seniors Tool 55 part of the Sanfors-at-Risk Intiative (Trat, B.C.)

E’t> Ontario
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* Palliative Performance Scale

— Used to obtain a basis of the patients functional capacity
and prognosis.

— Developed for cancer patients where performance status /
functional ability are the most important prognostic
factors

* Patients more than 50% of time in bed, prognosis is likely <3
months
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Ambulation

Activity & Evidence of

Disease

Self-Care

Intake

Conscious Level

100% Full Normal activity & work Full Normal Full
No evidence of disease
90% Full Normal activity & work Full Normal Full
Some evidence of disease
80% Full Normal activity with Effort Full Normal or Full
Some evidence of disease reduced
70% Reduced Unable Normal Job/Work Full Normal or Full
Significant disease reduced
60% Reduced Unable hobby/house work Occasional assistance Normal or Full
Significant disease necessary reduced or Confusion
50% Mainly Sit/Lie Unable to do any work Considerable assistance Normal or Full
Extensive disease required reduced or Confusion
40% Mainly in Bed Unable to do most activity Mainly assistance Normal or Full or Drowsy
Extensive disease reduced +/- Confusion
30% Totally Bed Unable to do any activity Total Care Normal or Full or Drowsy
Bound Extensive disease reduced +/- Confusion
20% Totally Bed Unable to do any activity Total Care Minimal to Full or Drowsy
Bound Extensive disease sips +/- Confusion
10% Totally Bed Unable to do any activity Total Care Mouth care Drowsy or Coma
Bound Extensive disease only +/- Confusion
0% Death - - - -

Victoria Hospice Society, 2001

& Ontario
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e Edmonton Symptom Assessment System

— 10 point likhert scale

* Evaluate pain, tiredness, nausea, depression, anxiousness,
drowsiness, appetite, feeling of well being, shortness of breath,

other specific problems.
* Validated for the use of assessing common symptoms in cancer
patients
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Please circle the number that best describes how you feel NOW:

No Pain 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
Pain
|
No Tiredness 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
(Tiredness = lack of energy) Tiredness
|

No Drowsiness 0 1 2 3 4 5 6 7 8 9 10 Worst Possible

(Drowsiness = feeling sleepy) Drowsiness
|
No Nausea 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
Nausea
|
No Lack of 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
Appetite Lack of Appetite

No Shortness 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
of Breath Shortness of Breath

|
NoDepresson O 1 2 3 4 5 6 7 8 9 10 Worst Possible

(Depression = feeling sad) Depression

|
No Anxiety 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
(Anxiety = feeling nervous) Anxiety

Best Wellbeing 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
(Wellbeing = how you feel overall) Wellbeing

No__ 0 1 2 3 4 5 6 7 8 9 10 Worst Possible
Other Problem (for example constipation)

Image adapted from Capital Health
Regional Palliative Care Progre

(‘-»_
D’) Ontario
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Cancer
° M eta Statl C ~ Rapid Cancer Trajectory, Diagnosis to Death
e Single most =
predictive factor is
performance status 5
(PPS) and functional 3
ability . o /
. >50% time in bed, T R ™
Prognosis Is

estimated to be 3
months or less

Gold Standard, September 2011 &
Ontario
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Organ Failure — Erratic Decline
e COPD

— Assessed Severe; FEV1 <30%
predicted

— Recurrent hospital admissions
(>3 in 1 year)
— MRC4/5
— Increasing steroids >6/52 past 1
year
 Heart Disease (2 of the
following)

— CHF NYHA Stage 3 or 4 (SOB at
rest or min exertion)

— +ve surprise question
— Repeat hospitalization d/t HF

— Con’t difficult physical or psych
symptoms despite optimal
therapy

d.Standard, September 20

~

Organ System Failure Trajectory

B
g Mostly heat and lung laltery
Death
» Tuw /
LDw

Begin to use hospital
often, decline in self-care

|=> Time 2-5yrs, death

usually seems “sudden”

& Ontario
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Frailty

 Multiple co morbidities with
significant impairment in ADL and:

Weakness
Slow Walking speed
Significant weight loss
Low physical activity
Depression
Dementia
Unable to walk without assistance
Urinary and fecal incontinence
No meaningful conversation
Total dependence for ADL

Plus any of the following:

Weight loss / reduced oral intake

UTI / Aspiration Pneumonia /
Pressure sores —stage 3 or4

Recurrent fever

andard, Septembe

Prolonged frailty or Dementia Trajectory

Moutly fraity and dementia

+  Time /

Onset could be deficits in => Time quite variable — up
ADL, Speech or mobility to 6-8 years

g> Ontario
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Patients Patients Attended Requiring Seen Total
contacted declined session with | home visits | Directly by | Number of

NP \"[»] Patients in
first PDSA

* Reasons for decline; advanced terminal cancer/ALS, under the care of

specialist and change of primary provider
» Two patients have been identified as sudden declines in level of function /

care need and were seen directly by physician

* All patients who have met with NP hade indicated they are happy with the
additional layer of care and wish to continue with both NP and MD.

*|[HP team visits to be determined????
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4
Palliative
home visits  /
13
2
L Complex
Specialist 2 u frail elderly

(2 impact)

| following

Patients

g> Ontario
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e 67 yrfemale

* Dx: End Stage COPD
— FEV1
— Hospitalized from Dec 26, 2011 to April 2, 2012
— AECOPD and NSTEMI
— 50% ventimask continuous

— MRC graded 5/5 (Too breathless to leave the house, or
breathless when undressing)

— Prednisone 15mg daily x >6weeks, unable to wean below
this dose.
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PMH:

— Hypothyroid, COPD, CVA with Left anopsia, NSTEMI 2011
with ICU admission for HF, AFR, total knee arthroplasty

— Current PPS: 30-50%
— ESAS: Only concern is breathlessness 6/10

Palliative Care Issues
— Declining mobility, assist with ADL from home care
— Increasing sob at rest
— Anxiety

— Medical stability with combined respiratory and cardiac
disease

— Advancing care needs
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e 88yr female
 Dx: Advanced PSP / Dementia

e PMH: DM-2, Chronic torticollis, Osteoarthritis,
abdominal hernia repair, Chronic Sacral Ulcer (Stage
4), Severe Dysphagia

* Recurrent hospitalizations for UTI, Aspiration and
Dehydration x 6 in 2012

 Bed bound, assist for all ADL
 Weight loss 45kg at present
* Severe pressure sores (Stage 4)
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* Urinary and fecal incontinence

* No Constant meaningful conversation
PPS 10%

ESAS: Unable to communicate

Palliative issues

* Hydration

* Pain control

 Terminal secretions

» Advanced Care Planning / communication
e Caregiver distress
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* The initial intake of patients were presented back to
the team.
— To date have not engaged the IHP’s
— Meeting set to further discuss IHP process

— Integration / transition with other CVFHT programs
* Lung heath
* Impact
* Diabetes

— Next steps
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