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HNHB HOSPICE PALLIATIVE CARE SYSTEM DESIGN – PHASE I
BACKGROUND
As part of the Ministry of Health and Long-Term Care’s 2004 Health Care Transformation Agenda, an End of Life (EOL) Care Strategy was identified as one of the top priorities.  Fourteen EOL Networks now exist across Ontario to assist the Ministry of Health and Long-Term Care in their goal of achieving comprehensive, consistent and high quality end-of-life care across the province.  Some of the system-wide objectives set out by the Ministry towards achieving this goal included:

· Shift care of the dying from the acute setting; 

· Enhance/develop a client-centered and interdisciplinary end-of-life service delivery capacity;  and

· Improve access, coordination and consistency of services and supports.
The objectives set towards achieving this goal included the establishment of interdisciplinary and integrated end-of-life care service delivery models to: 

· Improve access to appropriate services, including pain and symptom management, 24-hour on-call health services, and home care services;

· Provide a coordinated-point of entry; and

· Apply technology in innovative ways

HNHB HPC SYSTEM DESIGN – PHASE 1

The initial HNHB HPC System Design was developed through the leadership of the HNHB HPC Network Advisory Committee and the deliberations that took place at a planning workshop on May 27 2008, attended by Advisory Committee members and representatives from the three Hospice Palliative Care Community Committees of Hamilton/Burlington, Niagara and Haldimand/Norfolk/Brant.  This process enabled the Network to identify immediate priorities for HPC within the HNHB LHIN area.
The planning process included a thorough literature review of more than72 best practice articles which identified 63 hospice palliative care system best practice elements and components. An assessment and analysis of these best practices led to the understanding that the creation of an integrated service model was the most critical first step in laying a solid foundation for a viable and sustainable system of hospice palliative care services. The relevance and importance of the integrated service delivery model was considered and confirmed at the workshop attended by 50 members from throughout the region, who validated the need for an integrated approach and went on to endorse the creation of a shared care model.   

Shared Care Model
Shared care involves primary care providers in a team partnership of care with expert clinicians who together share the care of the patient in an integrated and seamless manner.  A shared care team typically has an advanced practice nurse (APN) as a system navigator, palliative medicine consultations, a shared 24/7 call set up with access to specialized support, psychosocial and bereavement counseling, volunteer support, a designated CCAC manager, pharmacy services and enhanced services (such as 24 hour nursing, equipment as required).  

The model includes primary care providers in a team partnership of care with expert clinicians, who together share the care of the patient in an integrated and seamless way, where:

· Primary care, (which refers to a primary care physician or generally to mean a primary care provider in the community) who ideally provides continuity and integration of health care, acts as the gatekeeper, or as a first point of consultation and referral for all patients.
· Primary care capacity is enhanced through mentorship and point of care coaching, and the pattern of practice is sustainable for the primary care providers; 
· Expert clinicians are collaborative consultants to primary care; and 
· Care is negotiated patient by patient, with support provided for orphaned patients without a family physician

Components of the Model include:

· Defined population and patient identification

· Standardized assessment and process of care (mutually agreed upon)

· Education by specialist to primary care, building community capacity

· 24/7 access to specialist clinician support

· Crosses continuum of patient care settings
· Coordinated system navigation and avoids duplication
How can we build shared care models throughout the HNHB LHIN area?
There appear to be four essential building blocks or leverage points that will promote the development of an integrated service delivery model and support the shared care teams throughout the HNHB area.  These include coordinated access; common standards of practice; collaborative information systems; and comprehensive education and mentorship.  
HNHB HOSPICE PALLIATIVE CARE SYSTEM DESIGN – PHASE II
The next phase of the HNHB HPC System Design is to identify short, mid and long range planning priorities and project initiatives.  In order to accomplish this we request that you please rank your top 10 priorities 1-10 (with 1 being the highest priority and 10 being the lowest priority).  Also, please state your geographic area with an X in the box on the left.
	
	Hamilton
	
	Niagara
	
	Haldimand/Norfolk
	
	Brant
	
	Burlington
	Ranking the top 10 priorities 1-10

	Initiative
	

	Common Assessment Tools, Collaborative Care Plans and Symptom Management Guidelines
	

	Common Service Provider Electronic Communications Framework 
	

	Common System Wide Client Referral Form
	

	Symptom Management Relief Kit (SRK)
	

	Common Advance Care Plan (ACP) Processes
	

	HNHB HPC Network Communication Strategy 
	

	Common Data Base/Information Repository
	

	Expected Death Protocol
	

	Do Not Resuscitate Confirmation Form (DNRC) Education
	

	Orphan Patient Protocol
	

	Expanding Access to Provincial PC Grand Rounds
	

	Common HPC Provincial Voice (OPCA, HAO and PEOLC)
	

	Enhancing Capacity for HPC in LTC and Rest Retirement Homes
	

	Public Education and Resource Information (e.g., List of Resources, Bereavement Brochures)
	

	Common HPC Client Registry
	

	Physician Education (case based learning, point of care, coaching and mentorship)
	

	Residential Hospice
	

	Other (Please Specify)
	


PLEASE BE SURE TO SUBMIT YOUR FORM BEFORE WEDNESDAY, DECEMBER 12, 2008
 PRIORITY LEGEND

	Common Assessment Tools, Collaborative Care Plans and Symptom Management Guidelines

	Using common tools across the system of care like the ESAS and PPS.



	Common Service Provider Electronic Communications Framework 
	Ensuring the ability to seamlessly communicate across the intersections of patient care throughout the system 


	Common System Wide Client Referral Form
	Using one common client referral form across the system of care to avoid duplication of information.



	Symptom Management Relief Kit (SRK)
	Containers with a standardized set of medications and/or medical supplies that provides for the availability of small amounts of medication and/or medical supplies on an emergency basis for the purpose of relieving unanticipated or rapidly escalating symptoms. 


	Common Advance Care Plan (ACP) Processes
	Establishing a collaborative and standardized regional approach to Advance Care Planning to assist client’s/patient’s/resident’s, while capable, to consider their wishes for a time when they are incapable.  


	HNHB HPC Network Communication Strategy 
	Enhancing the ability to get information out to all key stakeholders in a timely and effective way.



	Common Data Base/Information Repository
	Ensuring that we are all collecting and maintaining an agreed upon set of indicators to monitor system performance.



	Expected Death Protocol
	Developing consistent practices and procedures to facilitate the expeditious removal of bodies post death, in cases where death is expected.     


	Do Not Resuscitate Confirmation Form (DNRC) Education
	Providing additional education, information and support across the system of care for the DNRC Form, which was implemented February 2, 2008.   


	Orphan Patient Protocol
	Ensuring that we have the ability to address the medical hospice palliative care needs of patients who do not currently have a family physician.


	Expanding Access to Provincial PC Grand Rounds
	Ensuring that there is the ability to participate in the Provincial PC Grand Rounds across the HNHB LHIN area.


	Common HPC Provincial Voice (OPCA, HAO and PEOLC)
	Ensuring the local and Provincial End-of-Life Care Networks work closely with the Hospice Association of Ontario and the Ontario Palliative Care Association to advocate for HPC in Ontario


	Enhancing Capacity for HPC in LTC and Rest Retirement Homes
	Strengthening the ability of LTC homes and R&R homes to manage the rising need for HPC in their care settings


	Public Education and Resource Information 


	Enhancing general public’s awareness and understanding of HPC.  Providing  lists of available resources, i.e., brochures, listings of services, videos, advocacy strategies etc.,


	Common HPC Client Registry
	Having a common definition of HPC criteria along with a common list of patients in need of care to better triage patients and ensure the right level of care, at the right place, at the right time.


	Physician Education 
	Providing additional case based learning, point of care training, coaching and mentorship.



	Residential Hospice
	Examining any additional need, gaps in service across the HNHB LHIN area.
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