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Update from South East Regional Palliative Care Network Priority Projects 
Better Communication within the Circle of Care-Rural Hastings Sub region 

EXECUTIVE SPONSOR:   Dr. Janet Webb, Family Physician, Central Hastings FHT and Medical Director of Heart of 
Hastings Hospice in Madoc  

TEAM LEAD:  Alicia McCullam, Rural Hastings Health Link Project Manager  

Since October 2017, working group members comprised of representation from Home and Community Care, Hospice, 
Primary Care, Hospital, Community, and a patient representative have been applying a quality improvement approach 
to the Regional Palliative Care Network priority project, “Better Communication within the Circle of Care”. The group 
has been tasked with identifying the root cause of the problem, collecting baseline data and working through 
improvement initiatives to identify and test changes of improvement for providers and patients at the end of life. 

As a means to collect feedback from providers supporting patients at the end of life, a survey was created by the 
working group. The objective of the survey was to obtain feedback from health care providers on how they feel the 
information and communication flows when supporting their patients in the last 90 days of life. Thirty-six health care 
providers across the Rural Hastings sub-region completed the survey. In addition to the health care provider surveys, 
Experience Based Design Interviews were conducted with caregivers who have supported patients at the end of life as 
well as health care providers. A total of 20 interviews were conducted with caregivers and health care providers.  

Analysis of the Experience Based Design interviews and survey responses were conducted and the themes validated 
the root causes of the problem that were identified which include: informal relationships, too many providers involved, 
inconsistency in providers, no common tool for communication, and lack of awareness for who is on the care team.  

Our first approach to improvement is to embed a Home and Community Care Palliative Care Coordinator within one 
family health team one day a week to increase access to information and communication between the primary care 
team and Palliative Care Coordinator supporting patients in common.  

Continued on next page…  

Process Mapping Exercise  
An exercise to identify all the steps and decisions in a process with a view to continually improving that process.  
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Education Opportunities 

SOUTH EAST LHIN PALLIATIVE CARE EDUCATION PROGRAM  

The APPS Program (Advanced Palliative Practice Skills) is designed for Personal Support Workers (PSW’s), Health Care 
Aides and Hospice Volunteers who are graduates of the Core Fundamentals of Hospice Palliative Care program or the 
earlier course offering in our area known as the Level 1 Multidisciplinary Palliative Care course. The new design 
presents a blended learning approach including 3 in-person learning sessions of 3 hours each, e-learning modules, self-
directed reading, and peer-to-peer sessions.  

BROCKVILLE - Sept 12, Oct 3, and Oct 24 - Registration deadline: Sept. 4, 2018      Program flyer and registration 

COMPREHENSIVE ADVANCED PALLIATIVE CARE EDUCATION 
The CAPCE program is open to Nurse Practitioners, Registered Nurses and Registered Practical Nurses. The prerequisite 
for registration in CAPCE is the Fundamentals of Hospice Palliative Care core course with the Enhanced Day, OR the 
previous offering of Level 1 PC education. The program is designed to align with the Model to Guide Hospice Palliative 
Care: Based on National Principles and Norms of Practice (CHPCA 2002). CAPCE was developed in 2002 by the Palliative 
Pain and Symptom Management Consultation Program (PPSMCP) of Southwestern Ontario. 
 
BELLEVILLE - Oct, Nov, and Jan - Registration deadline: Sept. 10, 2018   Brochure, flyer and application 

LEARNING ESSENTIAL APPROACHES TO PALLIATIVE CARE (LEAP) 

LEAP Long Term Care covers being aware, taking ownership, pain, GI symptoms, hydration and nutrition, essential 

conversations, respiratory symptoms, grief, decision making and advance care planning, last days and hours, 

psychosocial and spiritual care, delirium  and dementia, organizational readiness as well as PSW competencies.  

PERTH—Oct 19-20, 2018 Registration deadline: October 9, 2018   Program brochure and registration 

LEAP Core targeted for healthcare professionals whose primary focus of work is not palliative care but who, in the 
course of their work, care for patients with life-threatening and progressive life-limiting illness. 

SMITHS FALLS—Sept 14-15, 2018 Registration deadline: September 4, 2018 Program brochure and registration 

This will allow for improved relationships and ease of access to the information and delivery of services for patients. 
The embedded Palliative Care Coordinator will provide regular updates to primary care providers for patients in 
common and initiate case conferences with members of the care team when needed. They will also have access to the 
electronic medical record for documentation, providing updates and access to pertinent information. 

The second change idea of focus is providing a list of care team members for each patient being supported at the end 
of life. The list will provide the names of the individuals involved in their care as well as contact information on how to 
reach them. This will be accompanied by a discussion of who to call if they have questions/concerns and what to do in 
the case of an emergency.   

Additionally, under the umbrella of the Rural Hastings Health Link EOL/Palliative Care working group, the team 
members created a discharge checklist for patients being discharged from hospital to home or hospice to support 
seamless transitions in care. The group has refined the checklist and is testing it at QHC. 

If you are doing similar work and have learning to share, or want more information about our project, please contact 
Alicia McCullam at 613-478-1211 ext. 248 or amccullam@gatewaychc.org  

Continued…  
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In the News 

Life on streets 'a killer': New hospice offers end-of-life care to the homeless—CBC.ca  

It means a lot," Pandora said of her move to the palliative care facility, the first of its kind in Canada for the homeless. 

"It means quality of life is real and … 

More Family Practices Can Now Provide Best in Class Prevention to Patients—Canada NewsWire (press release)  

Canadian health care innovation opening an institute to train health .... addiction medicine, global health, palliative 

care, immigrant and aboriginal … 

Matthews House Hospice set to open its doors tomorrow—BradfordToday  

Kim Woodland, CEO, states “It's a new beginning for the Centre of Excellence and Hub for hospice palliative care 

services. Come join us to celebrate … 

Butterfly release uplifting experience for hundreds of people—BayToday  

Palliative care has been a best-kept secret and it's something that is very worthwhile and ... As a visiting hospice, we go 

to where the palliative client is. 

For more information visit: 

www.serpcn.ca 

Seeking Family Members/Caregivers for a Rural Transitions in Care Research Study 

The project is a collaboration between Professors/ Researchers at York University and the Ministry of Health and Long 
Term Care.  The research team is seeking assistance in recruiting caregivers/family members to be part of their study. 
They have asked for this information to be shared with colleagues, nurses, NPs, doctors’ offices, pharmacies, churches, 
community boards, in rural communities, or with families/caregivers you might personally know who would want to 
share their experiences with transitioning from hospital to home in the rural context. The researchers are ideally 
looking for family members/caregivers whose loved one was recently discharged from hospital in the last 30 years to 
help share a fresh recount of events. 

Thank you for your assistance, 
The OPCN Secretariat 

TITLE: Adapting hospital-to-home transitional care interventions to the Ontario rural healthcare context 

PROJECT LEAD:   Mary Fox, Associate Professor, York University                  

maryfox@yorku.ca, 416-736-2100 x23088 

ABSTRACT  

When hospital discharges are poorly planned, patients may not know how to manage their post-discharge care. They 
may need to visit the emergency room or be readmitted to the hospital. Hospital-to-home Transitional Care (TC) is pro-
vided by Ontario nurses to help patients and their families manage care after a hospital stay, but patients in rural areas 
have more emergency room visits and hospital readmissions than patients in urban areas. These trends indicate prob-
lems in TC in rural areas. Because TC was designed and evaluated with patients in urban areas, it may not meet the 
needs of rural patients or their families.  

The overall goal of this study is to improve TC in rural areas in Ontario.  

This goal will be achieved by inviting patients from rural areas, their families, and nurses who provide TC to them, to 
tell us how to revise TC to better meet their post-discharge care management needs. This will result in more relevant 
and feasible TC for people living in rural areas. The expected impacts are better prepared patients and families for 
managing care after hospital discharge, fewer emergency room visits and hospital readmissions, and cost savings to 
Ontario’s healthcare system. 

https://www.cbc.ca/news/health/journey-home-hospice-toronto-homeless-end-of-life-care-1.4715540
https://www.newswire.ca/news-releases/more-family-practices-can-now-provide-best-in-class-prevention-to-patients-687310281.html
https://www.google.com/url?rct=j&sa=t&url=https://www.bradfordtoday.ca/local-news/matthews-house-hospice-set-to-open-its-doors-tomorrow-981767&ct=ga&cd=CAEYByoTOTY4MDgyNzEwOTY2MDc5ODE1MjIcOTM3ZDdlMjAwMzA5YTFlZDpjb206ZW46Q0E6Ug&usg=AFQjCNFXHT2KuDajCUdKUrHX0
https://www.google.com/url?rct=j&sa=t&url=https://www.baytoday.ca/local-news/butterfly-release-uplifting-experience-for-hundreds-of-people-985510&ct=ga&cd=CAEYAyoTODgxNzU1MTgwMjk2OTA4OTI4MDIcOTM3ZDdlMjAwMzA5YTFlZDpjb206ZW46Q0E6Ug&usg=AFQjCNEl_4EEYW3p9OL-NG
http://www.serpcn.ca
mailto:maryfox@yorku.ca

