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ldentify & Assess — Early ldentification

SUPPORTING PALLIATIVE NEEDS EVERY STEP OF THE WAY



Learning Objectives

1. What is Palliative Care
2. Early Identification

v" How to identify

v" How to assess

Materials

1. Early Identification Tool
2. ESAS/PPS

3. Domains of Issues

4. CAM/Pain Assessments

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Palliative Care in LTC

The Mississauga Halton Palliative Care Network (MH PCN) in collaboration with your LTC home as part of a palliative long
term care strategy helped develop a pilot project aimed “To ensure all MH LTCH residents receive high quality palliative

care and die in their place of choice”.

e Strengthen and expand the palliative care knowledge of the LTCHs’ staff, residents, caregivers and
families through educational and mentoring opportunities

Education/Capacity Building

e Improve communication between LTCH teams, external stakeholders, residents, caregivers and
families including advance care planning and goals of care discussions

Communication

e Ensure all LTCH residents requiring palliative care are properly and early identified in a timely
manner as per HQO Palliative Quality Standards

Early Identification

Pa ”iative Ca re Resou rces * Ensure LTCH staff have access to palliative care support, knowledge and available resources

* Ensure a clear understanding of roles and responsibilities within the spectrum of palliative care —

ROIES & Re5p0n5|b| I Itles e.g. LTCH staff, leadership and physicians, NPSTAT, PPSMC, LHIN Palliative Home Care, etc.

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



What is palliative care?

...a philosophy of care that aims to relieve suffering and improve the quality of
living and dying.

Palliative Approach: Meeting a person’s and his/her family’s full range of needs
— physical, psychosocial and spiritual — at all stages of a chronic progressive
illness... an aPproach to care that can enhance their quality of lite throughout
the course of their illness or the process of aging.

It is NOT about end-of-life or dying
It is NOT a diagnosis — a patient does not become “palliative”
It is simply GOOD CARE

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



A Palliative Approach to Care

v' ANYTIME, at any age and stage of a serious illness. Initiation should not be determined by
prognosis; it can begin as early as the time of diagnosis and be provided alongside treatment.

v ANYONE within the circle of care. Family physicians, primary care NPs, oncologist, internists,
nurses, PSWs, chaplains, volunteers, etc...

v ANYWHERE — home, clinics, hospital, LTC homes, RH, hospice

1. IDENTIFY 2. ASSESS 3. PLAN/MANAGE

Identify if the person would Assess the current and future Plan and collaborate ongoing

benefit from palliative care early needs and preferences of the care to address needs identified
in their illness trajectory individual and their during the assessment.
family/caregiver across all
domains of care.
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Figure #2: The Role of Hospice Palliative Care During Illness

[ Restorative Care %%

i
Focus o Hospice Palliative Care
of Care Therapy to relieve suffering

and/or improve quality of life

Presentation/’ Patient’s
Diagnosis Death
lliness ' Acute | Bereavement

End-of-life Care !
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Benefits of Identifying Patients Early

Better quality of life

Improved management of symptoms
Less depression and anxiety

Greater satisfaction in care

Facilitates access to appropriate resources and supports

NN X X X X

Greater participation in advance care planning, fewer hospitalizations, and lower
medical costs.

AN

For some, there is also an indication of longer survival time, as compared to those who
received palliative care later

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Step One: |dentity

The

Surpr!se “Would you be surprised if your patient
Question ST "R died in the next year?”

General Indicators of Decline
Disease Specific Indicators

i
Has the patient and/or family
expressed a need or preference for
a palliative approach?

Disease Trajectory

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



A Palliative Approach to
Care for LTC

Adapted from the Mississauga
Halton Palliative Care Early
Identification & Prognostic Guide

Step 1: Identify

Ask the Surprise Question

Would you be surprised if the resident were to die in the nextyear?

I — 1
Not Sure Yes
No T —
v
| Do They Have General Indicators of Decline? R
eassess
Regularly
[~ = Yes
IOpportunmesfor Identification | I
1@ Recentadmission i . o ,
& Significant change of status | Disease Specific Indicators?  |e— No
12 Post hospitalization | i
ST TT-T-T- T T T~ Yes
Step 2: Assess
Pain & Symptoms Performance Status Understanding of
(ESAS) (CHESS, PPI, PPS) resident/family
¥ Notify Most Responsible Practitioner ¥ Document goals of care
¥ Arrange acare conference to discuss ¥ Palliative care orders
for goals of care ¥ Update palliative care list
Step 3: Plan/Manage
Stable Transitional End of Life

PPS 70-100% or Stable Needs

PPS 40-60% or Changing Needs

PPS 10-30% or End Stage lliness

M Initiate advance care planning
& goals of care discussions

¥ ldentify substitute decision
maker

M Complete DNR if appropriate

M Assess psychosocial needs &

coping

M Pain & symptom management

¥ Revisit goals of care ad hoc/
quarterly

M Begin planning for EOL &
confirm preferred place of
death

¥ Refer to psychosocial support
M Pain & symptom management

v

Review goals of care & confirm
preferred place of death

Pain & symptom management;
consider comfort care orders

Refer to psychosocial/
bereavement support if needed

Consider grief cart & EOL rites/
rituals

Assess family/SDM needs &
coping; discuss common EOL
symptoms

Adapted from the Mississauga Halton Palliative Care Network Early Identification & Prognostic Guide




Disease Specific Indicators

Adapted from the Mississauga Halton Palliative Care Network Early Identification & Prognostic Guide

Cancer

= Metastatic cancer

C More exact predictors forcancer patienss are
available, eg. PPS, ECOG, PPI, PaP

Z The single mostimpertant predictivefactor incancer
is performance status andfunctional ability—if

patienssare spending more than 50% ef their ime in

bed/lying dewn, prognosisis estimated to be about
3 months or less

Dementia

Unable to walk without assistance and

Urinary and fecal incontinence, and

No consistent meaningful verbal

communication and

Unable to do self-care without assistance

Reduced ability to perform activities of daily

living

Plus any of the following:

T Weightloss, urinary tract infection, severe
pressure sores (stage 3 or 4), recurrent
fever, reduced oral intake, aspiration
pneumonia

121100

(N

Onset of incurable cancer ——§»

High & Rapid “Cancer” Trajectory, Diagnosis to Death
Cancer

Function

Death
Low ‘/

Time - Often a few years,
but decline usually seems
<2 months

Frailty

Z Multiple co-morbidities with significant
impairment in day to day living

Plus the following:

T Deteriorating functional performance status

= Combination of at least 3 of the following
symptoms: weakness, slow walking speed,
significant weight loss, exhaustion, low
physical activity, depression

Stroke

 Persistent vegetative or minimal conscious
state or dense paralysis

T Medical complications

= Lack of improvement within 3 months of
onset

= Cognitive impairment/post-stroke dementia

X
[
£

Frallty # Dementia Trajectory

N Death
Low

Onict could be deficits In Time = quite variable -
ADL, spcech, ambulation _’ up to 6-8 years

Function

(v Organ System Failure Trajactory

{mostly heart and lung fadure)

) m}\\/\\u\/wm

622w 10 Ute NOAPA I Often, Seft-  sumge  Thme - 2-5ywrats, Dut Gedlh
e becomes diticuit Uy seems “sudden”

Function

Cancer

Neurological Diseases .

Frailty & Dementia

Organ Failure .

Mississauga Halton
Palliative Care
Network



lllness Trajectories

High Rapid “Cancer” Trajectory, Diagnosis to Death High Frailty / Dementia Trajectory
Cancer
c
o
e
Lo
c
3
(=
. i Time — Often a few years,
Onset of incurable cancer but decline usually seems L
<2 months oW
: i High Organ System Failure Trajectory
Onset could be deficits in Time ~ quite variable -

ADL, speech, ambulation ’ up to 6-8 years

(mostly heart and lung failure)

Function

Begin to use hospital often, ' Time ~ 2.5 years, but death
self-care becomes difficult usually seems “sudden”
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Step Two: Assess

Assess Symptoms

Edmonton Symptom Assess System

Assess Understanding

v Does the patients/family understand the nature of the
illness, prognosis & potential limits to reversibility?
v Have they thought about their preferences, values and
goals of care?
¥ v Do they know who their substitute decision maker is and
have they spoken to them about their wishes?

- -~ J

Assess Performance Status

Palliative Performance Scale (PPS)

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Domains of Issues Associated
with lllness & Bereavement

Figure #1: Domains of Issues Associated with [llness and Bereavement

DISEASE
MANAGEMENT

Primary diagnosis, prognosis,
evidence

Secondary diagnoses (e.g., dementia,
psychiatric diagnoses, substance
use, trauma)

Co-morbidities (e.g., delirium,
seizures, organ failure)

Adverse events (e.g., side effects,
toxicity)

Allergies

This has been graci

shared by MH Palliative Care Ne

LOSS/GRIEF .
Loss

Grief (e.g., acute, chronic,
anticipatory)
Bereavement planning
Mouming

END OF LIFE CARE/
DEATH MANAGEMENT
Life closure (e.g., completing
business, closing relationships, saying
goodbye)

Gift giving (e.g., things, money,
organs, thoughts)

Legacy creation

Preparation for expected death 4

Anticipation and management of
physiological changes in the last
hours of life

Rites, rituals
Pronouncement, certification

Perideath care of family, handling of
the body

Funerals, memorial services,
celebrations

PHYSICAL

Pain and other symptoms*

Level of consciousness, cognition

Function, safety, aids:

= Motor (e.g., mobility, swallowing,
excretion)

« Senses (e.g., hearing, sight, smell,
1aste, touch)

= Physiologic (e.g., breathing,
circulation)

« Sexual

Fluids, nutrition

Wounds

Habits (e.g., alcohol, smoking)

L]
[ ]
n
PATIENT AND FAMILY

Characteristics

Demographics (e.g., age,
gender, race, contact
imformation)

Culture (e.g., ethnicity,

language, cuisine)

Personal values, beliefs,
practices, sirengths
Developmental state, education,
literacy

Disabilities

PRACTICAL

Activities of daily living (e.g.,
personal care, household activities)

Dependents, pets
Telephone access, transportation

PSYCHOLOGICAL
Personality, strengths, behaviour,
motivation

Depression, anxiety

Emotions (e.g., anger, distress,
hopelessness, loneliness)

Fears (e.g., abandonment, burden,
death)

Control, dignity, independence
Conflict, guilt, stress, coping
responses

Self-image, self-esteem

SOCIAL

Cultural values, beliefs, practices
Relationships, roles with family,
friends, community

Isolation, abandonment,
reconciliation

Safe, comforting environment
Privacy, intimacy

Routines, rituals, recreation, vocation
Financial resources, expenses
Legal (e.g., powers of attorney for
business, for healthcare, advance
directives, last will/ testament,
beneficiaries)

Family caregiver protection
Guardianship, custody issues

SPIRITUAL

Meaning, value

Existential, transcendental

Values, beliefs, practices, affiliations
Spiritual advisors, rites, rituals
Symbols, icons

* Other common symptoms include, but are not limited to:
Cardio-respiratory: breathlessness, cough, edema, hiccups, apnea, agonal breathing patterns
Gastrointestinal: nausea, vomiting, constipation, obstipation, bowel obstruction, diarrhea, bloating, dysphagia, dyspepsia

Oral conditions: dry mouth, mucositis
Skin conditions: dry skin, nodules, pruritus, rashes

General: agitation, anorexia, cachexia, fatigue, weakness, bleeding, drowsiness, effusions (pleural, peritoneal), fever/chills, incontinence,
insomnia, lymphoedema, myoclonus, odor, prolapse, sweats, syncope, vertigo

rk and has been modified with their permission to be used b

SMHPCN in the NSM region.




Ill Alberta Health $ Covenant

B Services Health

Edmonton Symptom Assessment System:
[reviasd version) (ESASR)

Please circle the number that best describes how you feel NOW:

Edmonton Symptom -

Pain

Assessment Scale (ESAS) S e e e

MoDrowsness @ 4 2 3 4 & 6 T 8 9 410 Wiorst Possible

{Drowsiness = fealing Sieeny) Drowsiness

Mo Nausea o 1 2 3 4 B & T 8 9 10 Waorst Possible
Nausea

Mo Lack of o 1 2 3 4 &5 6 7 & 9 10 Worst Possible

Appetite Lack of Appetite

Mo Shortness o0 41 2 3 4 &5 & T & 9 40 Waorst Possible
of Breath Shorness of Breath

WoDepression 0 1 2 3 4 & & 7 & 9 10 Worst Possible

{DEpression = fealing 5ad) Depression

Neo Anxiety 0 14 2 3 4 5 & 7T & 9 10 Wirst Possible
{Arudefy = feelng nenous) Anmiety
BestWellbeing 0 1 2 3 4 & & 7 8 9 10 Worst Possible
Welibeing = how fou fes! sveral] Wellbeing

Me 0 1 2 3 4 5 B 7 & 9 10 Worst Possible

Other Problem for esampe constipation)

Completed by [check one)c

Patient’s Names O] Fatient

Date Time U Family caregiver
[ Health care professional caregver
O Caregiver-assisted

BODY DIAGRAM ON REVERSE SIDE

ES&a5T
Fmemact Ficesmiar 300
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Palliative Performance Scale

PPS Level Ambuiation Activity & Evidence of Self-Care Conscious Level
Disease
100% Full Normal activity & work Full Normal Full
No evidence of disease
90% Full Nomal activity & work Full Normal Full
Some evidence of disease
80% Full Normal activity with Effort Full Normal or reduced Ful
Some evidence of disease
70% Reduced Unable Normal Job/Work Full Normal or reduced Full
Significant disease
60% Reduced Unable hobby/house work Occasional Normal or reduced Full
Significant disease assistance or Confusion
necessary
S0% Mainly Sit'Lie Unabile to do any work Considerable Normal or reduced Full
Extensive disease assistance or Confusion
required
40% Mainly in Bed | Unable to do most activity Mainly Normal or reduced Full or Drowsy
Extensive disease assistance +/- Confusion
30% Totally Bed Unable to do any activity Total Care Normal or reduced Full or Drowsy
Bound Extensive disease +/- 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 Extengive disease only +/. Confusion
0% Death - . - -

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



The diagnosis of delirium by CAM requires the presence of BOTH features A and B

A Is there evidence of an acute change in mental
. Acute onset status from patient baseline?
Confusion Assessment o mm;mmm
» come ?
MethOd Fluctuating course - Muata:ddtg:;ngmday?
’ wemmmwm

B. Does the patient:

Inattention » have difficulty focusing attention?

» become easily distracted?

» have difficulty keeping track of what is said?

AND the presence of EITHER feature C or D

Is the patient’s thinking
» disorganized
thinking » Incoherent
For example does the patient have
» rambling speech/irrelevant conversation?
» unpredictable switching of subjects?
» unclear or lllogical flow of ideas?

11 .
(

D. Overall, what is the patient’s level of
Altered level of consclousness:
consciousness » alert (normal)

» vigilant (hyper-alert)

» lethargic (drowsy but easily roused)
» stuporous (difficult 1o rouse)

» comatose (unrousable)

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Pain Screening ( NRS and PAIN AD)

NUMERIC RATING
SCALE (NRS)

* Numeric Rating Scale
Use Have the patient

pointto or state the
number that best
shows how bad his or
herpain is NOW

* Numeric Rating Scale
Scoring Document
the numencal value
indicated by the patient
Evaluate the pain
Intensity over ime to
determine the
effectiveness of pain
treatments and need
forchangesin
treatment

Numeric Rating Scale

Point to the number that
best represents the intensity
of your pain NOW

w10 Worst passible poin
—t— 0
e §

st () Nopain

0-10 Numeric Poin Inteasity Scale

Behavior 0 1 2 Score
Breathing Normal Occasional labored + Noisy labored breathing
Independent of vocalization breathing Long period of
Short period of hyperventilation
hyperventilation + (Cheyne-Stokes
respirations
Negative vocalization Mone Occasional moan or + Repeated troubled
groan calling out
Low-level speech + Loud moaning or
with a negative or groaning
disapproving quality « Crying
Facial expression Smiling or Sad + Facial grimacing
inexpressive Frightened
Frown
Body language Relaxed Tense + Rigid
Distressed pacing + Fists clenched
Fidgeting + Knees pulled up
+ Pulling or pushing away
+  Siriking out
Consolability Mo need to Distracted or + Unable to console,
console reassured by voice or distract, or reassure

touch

TOTAL SCORE

(Warden et al, 2003)

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.




Pain
Assessments

Assessment using Aconym O, . Q, R, 5, T, U and V0 assanins

Onset When cid 2 Begn” How long coes it Lant? How oflen does 1 occur?
Provoking / WWhat brings 2 on? What makes it better? What makes it worse?
Palliating
Quality Winas does @ Tedl Ske ? Can you desonbs 017
Region / .
Where & it? Does & speead srwaherne?
Radiation
What 5 the imdensny of es symptom (On a scade of O 1o 10 wath O beng none and 10
Severity Deing worst possble)? Rght now? AT Deat? AL worst? On average? How bothesed are
you by thes symptom? Are there arw other symplomis) that sccompary ths syrmptomn?
What medsations and Seatments aee you cumently usng? How effoctve are these?
Treatment D0 yous hawe any side effects from the medcatiors and treatments ?
What medcatbions and eatments baee you wead n e past?
Understanding / What do you beleve is cauring this symgsom ?

Impact on You

How 15 thes symptom affecting you and J or your famly 7

Values

What = your goal for thes syenipitom ¢ What s youwr coméart goal or acceptabie kevel for
thes syerpnam (On a scake of D 1o 10 with U besng none and 10 berng worst possdle)?
Are there ary ather views of feefings about ths symptom that are smportant 1o you o
your famely?

* Physical Assessment {as appropriate for symptom)

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Case Study: Resident R.B.

» 86 year old female with advanced Alzheimer’s dementia

* Personal Medical History:

» left MCA ischemic stroke
» Hypertension
» Hypercholesterolemia

e She has lived in your LTC home for 3 years. She is showing functional decline,
incontinence, worsening cognitive impairment, falls and worsening mobility

* These concerns were discussed during comfort rounds with the PPSMC

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Case Study: Resident R.B. (cont’d)

*  “Would you be surprised if the “Frailty/Dementia” Trajectory
resident were to die in the next
year?n High

* What other pieces of information §

do you need?

e Would this resident benefit from a

palliative approach to care? Low Death
Onset could be deficits in ‘ Time  Quite variable -
ADL, speech, ambulation often 6-8 years

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Scenario#1

Sam is totally bed bound with end-stage metastatic colon cancer. He is
totally dependent and is unable to tolerate sips of fluid. He requires
good mouth care. He is cheyne-stoking and this condition remains
guarded.

What is his PPS?

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Scenario# 1

1. Totally bed
bound &
dependent

2. Unable to

tolerate sips of
fluid

3. Mouth care

PPS Level ‘ Ambulation ‘ Activity & Evidence of ‘ Self-Care ‘ Intake ‘ Conscious Level
Disease
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 reduced Full
Some evidence of disease

70% Reduced Unable Normal Job/Work Full Normal or reduced Full
Significant disease

60% Reduced Unable hobby/fhouse waork | Occasional Normal or reduced Full
Significant disease assistance or Confusion

necessary

50% Mainly Sit'Lie | Unable to do any work Considerable Normal or reduced Full

Extensive disease assistance or Confusion
required
40% Mainly in Bed | Unable to do most activity Mainly Normal or reduced Full or Drowsy
Snsive dispacr sists +/- Confusion
30% Totally Bed Unable to do any activity Normal or reduced Full or Drowsy
Bound Extensive disease +/- Confusion
20% Totally Bed Unable to do any activity Total Care Minimal to Full or Drowsy
Bound Extensive disease 05 +/- Confusion

10% Totally Bed Unable to do any activity Total Care l Mouth care Drowsy or Coma
Extensive disease J onl +/- Confusion

0% -

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.




Scenario # 2

Matilda is a markedly confused lady with dementia, end-stage heart
disease and peripheral vascular disease. She has lost weight over the
past few months but at a faster rate the past couple of weeks. She is in
bed due to weakness and is dependent on staff for total care. She has
a good appetite. The staff note that she is sleeping more.

What is her PPS?

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Scenario # 2

PPS Level Ambulation Activity & Evidence of Self-Care Intake Conscious Level
100% Full Normal activity & work Full Normal Full
wea k ness No evidence of disease
90% Full Normal activity & work Full Normal Full

Some evidence of disease

2. Dependent on 80% Ful | Normal activity with Effor Ful Normal or reduced Ful

Some evidence of disease

70% Reduced Unable Normal Job/Work Full Normal or reduced Full
Staff fo r tOtaI Significant disease

60% Reduced Unable hobby/fhouse waork | Occasional Normal or reduced Full

care Significant disease assistance or Confusion
necessary

. 50% Mainly Sit'Lie | Unable to do any work Considerable Normal or reduced Full

3 . G 00 d a p p et | te Extensive disease assistance or Confusion
required

40% Mainly in Bed | Unable to do most activity Mainly Normal or reduced Full or Drowsy

4. Sleeping —

Totally Bed Unable to do any activity

Bound Extensive disease
more / con fu se d 20% Totally Bed Unable to do any activity Total Care viinimal to
Bound Extensive disease sips +/- Confusion
10% Totally Bed Unable to do any activity Total Care Mouth care Drowsy or Coma
Extensive disease only +/- Confusion
0% - -

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Scenario # 3

Theresa a 64 year old with advanced lung cancer who requires oxygen
therapy constantly. She is able to sit up in a chair for a couple of hours
daily. She finds her personal care requires too much energy and she is
exhausted, so more recently the staff have been doing it for her. Her
breathlessness increases with the slightest exertion. Her appetite is fair
and she remains alert and cheerful.

What is her PPS?

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Scenario # 3

1. Sit up in a chair for
a couple of hours
daily

2. Staff doing her
care/ extensive
disease

3. Appetite is fair
4. Alert and cheerful

PPS Level ‘ Ambulation ‘ Activity & Evidence of ‘ Self-Care ‘ Intake ‘ Conscious Level
Disease
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 reduced Full
Some evidence of disease
70% Reduced Unable Normal Job/Work Full Normal or reduced Full
Significant disease
60% Reduced Unable hobby/fhouse waork | Occasional Normal or reduced Full
Significant disease assistance or Confusion
necessary
50% " Unable to do any work Considerable Normal or reduced Full
Extensive disease assistance or Confusion
40% Mainly in Bed |§ Unable to do most activity Normal or reduced Full or Drowsy
Extensive disease assistance +/- Confusion
30% Totally Bed A01E 10 U0 aly de ( o
Bound Extensive disease +/- 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 - - - -

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.




Changing My Practice

v’ |dentify residents early
v’ Have conversations about palliative care early

v’ Incorporate “Surprise Question” in every day practice

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.



Thank you!

NSIVIHPCN

North Simcoe Muskoka Hospice Palliative Care Network

Mississauga Halton
Palliative Care
Network

This has been graciously shared by MH Palliative Care Network and has been modified with their permission to be used by NSMHPCN in the NSM region.

SUPPORTING PALLIATIVE NEEDS EVERY STEP OF THE WAY





