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 Regional Palliative Care Network Steering Committee Minutes 
 

Date:  March 27, 2018 
Time: 10:30 am -4:30 pm 
Location: Delta Hotels Kingston Waterfront, 1 Johnson Street, Kingston, Ont. Grandview Room  
 
Attendees: Joanne Billing, Brenda Carter, Helen Cluett, Matt Dumas, Natalie Kondor, Ron Lirette, Trish MacPherson, Alfred 
O’Rourke, Linda Price, Denise Reynolds, Kerry Stewart, Lori Van Manen  
Invited Guests: Mike Bell, Paula Blackstien-Hirsh, Ruth Dimopoulos, Maggie George, Meredith MacKenzie, Alicia McCallum, Wendy 
Parker, Allen Prowse, Janet Webb, Mary Woodman 
Absent/Regrets: Michele Bellows, Laurie French, Stephanie Giroux, Ingrid Harle, Peter McKenna  
 
Agenda Item Discussion Action 

1.0 Call to Order 
1.1 Welcome & 

Introductions 
Brenda welcomed members to the meeting. Introduced Meredith MacKenzie and Mike 
Bell from KCHC 

 

1.2 Approval of 
Agenda 

1.2 Approved with no changes 
 

  

1.3 Conflict of 
Interest (COI) 
Declaration 

1.3 None declared  

1.4 Presentation on 
Needs Assessment 
for Vulnerably 
Housing Individuals 
Requiring Palliative 
Approach to Care 

1.4 Meredith presented on the Needs Assessment 
 
Discussion: 
Homeless is rare in rural area but vulnerable housing is more common. In contact with 
Jeff Turnbull in Ottawa? Yes – excellent resources. Also interested in modeling after a 
peer-based model in the UK called Groundswell – a peer led model; involve peers early 
in conversation. HCPs have no credibility in the shelter. Therefore, early process is to 
involve peers and social service workers as they have huge credibility.  
 
Framework question (Brenda) – the RPCN SC has to be available where the work is 
happening. Where does the RPCN SC maintain a connection with those who work with 

 
 
 
Learn about what tables 
are coming together to 
see how capitalize on 
what exists and discuss 
next steps. 
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Agenda Item Discussion Action 

vulnerable populations to see the work through to further inform what happens next? 
Answer – this is bigger than health; a holistic, population approach is needed. Make 
robust communities by involving the community that is affected early on in system 
design. Cross-sector collaboration (not just health care collaboration). Pair social service 
providers with health care providers and work with vulnerable populations. Have a 
stakeholder table with the vulnerable population at the centre, inviting who they wish 
(with parameters). Palliative care approach will work if embedded in community 
engagement – addressing vulnerabilities in numerous areas as adverse experiences 
contribute to the majority of current state. 
 
Observation - not all areas in the LHIN have a homeless shelter i.e. Quinte – important 
to create a compassionate community.  
 
This is a new intersection for RPCN although recognize that it’s not new for others. 
 

2.0 RPCN Priority Team Updates 
2.1 Priority Team 
Project Updates 

 
2.1.1a  Residential 
Hospice 
 
 
 
 
 
 
 
 
 
 
 

2.1 Ruth acknowledged all the hard work of all of the teams, the ES and TLs, and 
thanked the RPCN SC for their support. Maggie will report on RH and Competency. 
 
2.1.1 Residential Hospice 
Cost of paying transportation vs keeping patient in a bed in the hospital. Families pay for 
transportation (Needs clarification). 
10 Caregivers surveyed - 10 surveys returned; 17 HCP interviews – each ½ hour – 1 
hour. 15/17 HCPs said competency of providers was a concern. 
 
Driver Diagram created; 3 Tests of Change being considered; Adjust the PPS score; 
expand admission time, increase awareness.  
 
Barriers to be addressed to steering committee – teleconference line support; level of 
detail needed by SC. Are there change ideas related to the 5 or 6 standards that aren’t 
currently being met, and which ones should be met and hence the need for change 
ideas, and which ones would not be expected to be met i.e. given the rural nature of 

 
 
 
 
Clarify Required 
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Agenda Item Discussion Action 

 
 
 
 
 

 
 
2.1.1 b 
Competency 
 
 
 
 

 
2.1.2 Access to 
24/7 Care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

hospices. Some of the other hospices across the province are also rural. Disappointed 
in efforts to work with HPCO to acknowledge the different requirements of rural 
hospices. Different hospices to come out of the equation – i.e. Hill House. Paramedics 
are doing home visits in HPE area.  
 
Did you go through the 5 Whys with respect to access? Yes. 
 
2.1.1 b Competency 
 
Early on, an inventory was completed on avail palliative care courses. Now, new focus 
on a partnership in RFL&A through establishing competency through provision of LEAP 
and sustained mentorship model to improve application of knowledge in practice. A 
meeting held today with interested partners to discuss the opportunity and establish a 
new team; determine best way to deliver education and test change ideas.  
 
2.1.2 Access to 24/7 Care 
Now have a new member – an EMS/Paramedic – Mike Slatter; physician survey to look 
at capacity in palliative care (150 physicians surveyed); Ryan Hall – ER physician, QHC.  
Sample of 92 people who went to ER in their last 6 months of life. The order was 
confirmed by data to be 1st – SOB, 2nd – uncontrolled pain…top reasons displayed in 
pareto chart. Quinte HL – is a potential population to focus on to test change ideas. 
Baseline data collected for 16/17; plotted data of 134 calls and discovered ¾ were in 
their last 6 months of life. Goal is to reduce desperate calls for EMS to go to ER when 
problem could be addressed in home. 5 Whys tool described. Driver Diagram  
 
Suggestion– to specify the population of focus in AIM statement and scope the change 
ideas to what is feasible for this project to do and/or for other groups in SE to do. Theme 
– skills and translation of skills to point of care is a challenge for each of the teams. How 
support the change ideas that are sitting in each of the project teams related to 
competency? Paula - although the QHL provided training, how could each of the 
projects apply what they’ve learned in this project? How embed in the project teams? 
Suggestion to do a cost/benefit analysis and other exercises to prioritize the change 
ideas and tease out how to prioritize the sequence and the help needed to make these 
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Agenda Item Discussion Action 

 
 
 
 
 
2.1.3 Better 
Communication 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2.1.4 Coordination 
of Care & Wrap Up 

things a reality. Consider how to leverage the Quality Standard for Palliative Care to test 
change ideas. 
 
Interested in piloting LEAP for Caregivers in Quinte once it’s ready. 
 
2.1.3 Better Communication 
 
Want to move beyond ‘band aid solutions’; Central Hastings FHT is testing out a 
partnership for palliative care between FHT and H&CC palliative care coordinator. 
Barriers – after-hours access; agencies; dedicated resources to test a palliative care 
model approach in Rural Hastings.  
 
Question – is a technical change wrong or bad? Could it lead to an adaptive change?  
Answer – having a palliative care model in place might address some of these issues. 
Might need to do fewer ‘fixes’. Time for a paradigm shift. Paula – talking about redesign. 
Think about ideal state and make some of the things a reality. Does the redesign model 
address the issues you’ve raised? Integration b/w primary care and H&CC models – 
data identified that a majority of people felt that the key communication breakdown was 
between hospital and community. What in your new model will address this? Answer – 
the palliative care model would address this b/c there would be a coordinator to support 
patients from hospital through to community, and would this work? Success in other 
palliative care models has addressed this elsewhere – typically they’re interdisciplinary. 
Comment that we focus on education for caregivers the same way that we approach 
education for providers.  
 
2.1.4 Coordination of Care & Wrap Up 
 
Team evolved since the beginning – new members and one PEA left. Scoped project is 
to increase number of  primary care patients identified who would benefit from earlier 
palliative approach in their last year of life. Underscore the importance of ‘what to 
expect’ conversations between providers and caregivers.  
 
Barriers – that need assistance from SC: 
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Agenda Item Discussion Action 

Awareness on happenings elsewhere that we could leverage to increase comfort level 
around having conversations. 
 
Note that KHSC is funding a team from Harvard to do a train the trainer model around 
serious conversations. Also exploring what’s in place at Cleveland Clinic; SW uses this 
model. Kerry – how help HPCs learn about earlier serious illness conversation and link 
with a structured, population/public health approach i.e. cancer screening. This 
suggestion came up in the team meeting as well to acknowledge ACP earlier.  
  
As a physician, who does the ACP conversation? Explore different roles that could do 
these i.e. social worker roles. Perhaps the physicians and NPs through their relationship 
with others can be involved by raising the idea with patients, and follow-through with 
other. Partner with Lawyers - ? Alfred – ideas of stepping it backward resonates with me 
that we have limited time. The sooner we get people to think about these things- we can 
start talking about getting ideas earlier. April 16th ACP day. Grab a ‘speak up’ booklet 
personally. ACP is not about dying – it’s about having conversations with who will speak 
for you if you can’t speak for yourself – it’s not just for those with a life limiting illness. 
Goals of care are about discussions regarding treatment you may or may not want to 
have at the time of being diagnosed with a life limiting illness. The importance of being 
clear on the definition. This is about a public health approach on doing this. 
 
Wrap Up 
Because so many of these areas have an intersection with home and community care. 
How can H&CC expect to receive or discuss next steps? How are the issues raised and 
worked through, now that the ‘collaborative team’, where these discussions previously 
took place is sun-setted.  
 
Answer - there are H&CC staff on the teams. The next step is to discuss the topics at 
H&CC. Topics to go to H&CC, i.e. education, PPS, how will H&CC be engaged? This 
could happen at a team level as the team needs to determine who they need to work 
with at H&CC to test a change idea. Identify the the person who needs to be at the table 
to discuss and put into motion change ideas. Message back to the teams – engage Jo, 
Laurie, and Julie to get background and knowledge. Resources and expertise are 
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Agenda Item Discussion Action 

brought in as needed. If PPS discussion is needed, then the individuals would come in 
at that time. If specialist input is required i.e. to work on transition between oncology and 
primary care, the Specialist could be brought in for discussion Paula reinforced this team 
approach to trial something on a one-off. Jo could say yes – we could do this on a small 
scale to test changes on a small scale to learn and have new information to share with 
others. Brenda – other work is happening about what has worked elsewhere. Be open to 
bringing things from others here, so that our energy isn’t focused on ‘building’ things 
ourselves. How leverage all of us to inoculate work we’re exposed to in other domains is 
important.  
 
Important to share information from models.  
 
This is Lori’s last meeting as Regional Lead; she was thanked for her contributions and 
leadership within the RPCN SC and the LHIN; the position has been posted. 

3.0 Consent Agenda 
3.1 Approval of 
January 30, 2018 
meeting minutes 

3.1 Linda approved and Ron seconded the minutes   
 

3.2 RPCN 2018/19 
Work Plan 

3.2 The RPCN Steering Committee has just received this work plan; Alfred made the 
motion to approve the work plan in principle and discuss again in April for final approval.  

 
 
 

4.0 Matters Requiring Discussion  

4.1 RPCN Work Plan 
Debrief  

4.1.1 Driver 
Diagram  
 
 
 
 
 

4.1 RPCN Work Plan Debrief 

4.1.1 Driver Diagram 

Paula described that we need to tie the work of the priority teams into the work of the 
RPCN Work Plan for 2018/19. The driver diagram has been updated to include 
outcomes for each project. The slide that shows the project outcome measures that link 
to OPCN Big Dots – helps us to know if the outcomes have been impacted so that when 
spread happens, we can see it will have a meaningful impact in reaching these targets. 
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Agenda Item Discussion Action 
 
 
 
4.1.2 Scorecard 
Template – Goals 
by next Quarter 
and beyond 

4/5 projects have a caregiver exp metric – some qualitative – will demonstrate change. 
Need to populate this slide with targets.  

4.1.2 Scorecard Template – Goals by next Quarter and beyond 

Scorecard slide – shows where we have information already with targets. Don’t have 
monthly data for this quarter yet but will have starting in Q2. How do we take the ‘three 
year targets for teams and break them up by quarter to start matching the colours on the 
spreadsheet? Will not likely see changes in outcome measures until Q4 in 2018/19 to 
inform spread The intent is to track data beyond baseline.  

Paula highlighted some of the other projects going on outside of the priority teams that 
will contribute to the targets. How build things from the regional work into the scorecard 
for tracking purposes? This needs considering. 

 

Ruth reviewed Quarterly Review Initiative Tracking Form.  Looking for advice: 

• Teams that are not able to meet more than monthly and not able to meet 
deliverables. At least one Executive Sponsor has stated that they do not support 
meeting more often. Discussed revisiting agreement with ES. 

• Plan for replacing Lead for Competency Group.  Focus is on replacing PC Lead.  
Natalie and Trish asked how they could support the project given their role in 
planning training.  It was flagged that they are on the SC and it was flagged that 
SC members cannot be members of the priority teams due to accountability 
issues.  It was pointed out that the Co-Leads are not voting members and 
recommended that the TOR for the RPCN SC be reviewed. 

 
 
 
 
 
 
 
 
 
 
SC to identify projects 
where they hold 
accountability for projects 
and include these in their 
scorecard. 
 
 
 
Review of Terms of 
Reference for RPCN SC.  
Are non-voting members 
eligible to have a role on 
priority teams? 

5.0. Wrap-up    
5.1  Next Meeting, April 30th, 2018; 2-4:30pm T.J. Plunkett Room 1471 John Counter Blvd, 

Suite 200, Kingston  
 

 


