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forms with numerousiterations of each.The framework presented here has evolved from the

Planning Framework presented in Spring 208, and the Standard Statements described in
December008(2p. 87 ¢ KA & ¢l a 2NAIAYyFffe LINBaSyadSR Fa adkKS
G2 GKS do0dzo0o6fS RAIFINIYE ¢KAA {@adSY 5SaAidy CNIYSys
Ly GS3aNI (i $2p. sp)ds avéll Ssydétails related t&/stem Level Accountability (2 pp. 9193),

Human Resource@ p. 94)etc.

This report is a followup to December 2008 ESC End of Life Care Network (EQR€})t on Current
Services and Recommendations for Future Systég@js.

Much previous work is acknowledged; work which informs this report and provides the necessary
backdropof knowledge and information that allows us to move forward. Of particular importance is
the CHPCModel to Guide Hospice Palliative Caf8) Thevalues and guiding principles underpin
every aspect of this frameworklheassumptions and descriptias) domains of issues etarticulated

in the CHPCA Model are used as a foundationthis SD Framework

The report titted Foundational Concepts and Definitions Relating to Hospice Palliative Care Service
Delivery ESC MarcR009) (4) providesimportant background information about the provision of HPC
and should be considered in conjunction with a review of this system design framework.

Purpose
This System Design Framework describes elements dfitegrated system of HPC for ESC. It gives
details of a desired future state. We will use this framework to evaluate where we are currently
relative to thisdesired future state. This will then help us with gap analysswell as
recommendations and actio plans for the future Key Outcomes and system Level Indicators are
described in theReport on Current Services and Recommendations for Future Syg@@isd
although not repeated in this document, provide us with targets faction.

Limitations
This report is narrowly focused o8ystem Designit does not provide preamble information relating
to: definitions, models of care, importance of HPC, nor does it seek to review all aspects of HPC
service delivery. Key consideratiorase listed but not described or explaineddany issues are not
addressed, in the interests of presentingfeameworkthat is focused on system design
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Executive Summary

Introduction
To move from our current system of sectspecific service provision to an integrated system of
palliative care service provision requires that:

1. A full continuum of care settings and services is in place,

2. In eachcare setting where patients die, there is a clearly defined Palliative Care Program
developed ,
Sectors and services are linked by common practice, processes, and structures,
Adequate numbers of trained professionals are available,
System level accountdlty is clearly defined and communicated
Funding models, guidelines and policy directions support an integrated sy&em87)
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The System Design Framework described here is a tool tahgdmize our thinking andur work asve
seek tomeetthe above requirements.

Purpose
This System Design Framework descréres categorizeslements of an integrated system of HPC for

ESC. It givesummarydetails of a desired future state. We ubthis framework to evaluate wherwe
are currently relative to the desired future state. This leelframe ourgap analysidRecommendations
and action plangre organized around tis framework.(This framework is a followp to many other
reports. It presupposean understanding of defitions, CHPCA model of cabest practiceetc.)

Fundamental Concept . 5 R 5 o
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by sectors and by independent service providers, each with its own Board of Directors, individual

mandate, operational imperatives and strategic directions. For most providers of HPC, Palliative Care is

but one of many services they deliver

This system design framework seeks to provide a picture of how the individual systems work and plan
together to create an overall Regional System of Hospice Palliative Care.

Realms

The system design framework presented here, to be used for the develapoh a Regional System of
H PC Delivery in ESC, embraces six (6) realms of system development. These realms are:

Care settings and Services

Programs within care settings and services

Integration / Linkages

Human Resources

System Accountability

Policies, Guidelines and Funding

E e I .
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number of key settings and services which make up the System as a whole.



Programs withinCare Settings and Servicdsa ¢S &4SS]1 (2 0dzAf R GiGKS gK2ft S¢
O2YLRYSYyld LINIa 2F aiKS gK2fS¢é¢d ¢KSNBEFTF2NBzZ a ¢S
given to key elements of service delivery within each of the componasp This SD Framework

suggests key elements which indicate that a HPC program exists within a care setting.

Integration / Llnkages Transitions between sectors are important to patlents and families. The
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system, is directly proportional to our success (or lack thereof) at integration and linkages between /

among sectorsThis SD Framework lists integration essentials.

Human Resource Compassionate, dled peopleare at the very core of Hospice Palliative Care.
Equipment is important, medication is vital, but without the people the right care does not reach the
patient. This SD Framework provides a listing of Key Professionals and suggests a neteberis

that should be in place in terms of Human Resource planning.

System Accountabilitylf we are to develop a functioning cross sector Regional System of Hospice

t I ftftAFGADBS /I NB 6S ySSR (2 RS@St2L) aNAan@y |t |t/
advance the care of patients across sectors, while aligning with operational accountabilities within each
sector/service. This SD Framework seeks to give insight into key functions of system level accountability
as well as key mechanisms and pijrtes related to system level accountability.

Palicies, Guidelines and Fundirgolicies, guidelines and funding directly impact not only patient care
but system design and development. This SD Framework cites policy and funding issues which impact
HPC ta Regional and Provincial level. It also suggests guidelines and strategy topics that would help
advance HPC service delivery.

Description
In the report which follows each of the six system design framework realms are individually discussed.

For eachealm:

standard statements are articulated,

rationale for inclusion is highlighted,

relevant questions are posed and preliminarily addressed,

limitations are cited,

guestions for further discussion are included to foster ongoing development of the framework

= =4899

Next Steps
This framework is a work in progress and will continue to evolve as we test its usefulness related to the

creation of a regional system of Hospice Palliative Care in ESC.

O9NAS {Gd /flANDRA {2aidSY 5SaArdy CNIVYSg2N] KlFa oSSy
the Provincial End of Life Care Network to develop a Provincial Template for System Design and System
Development across the province.



System Desigfrramework
Developing a Regional SysteofiHospice Palliative Car@gHPCPDelivery in
Erie St. Clair

1. Introduction

5 N . 5 . s, . . _ Thiscurrentreportpresentsa f .
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Sys_termf Hospce Palliative Care (HPC) Delivery in Erie St | jnp ¢4 R S & W@gﬁofurﬂwérﬂ
Clair (ESC). This follows from thecember 2008 ES@Gdeof organize our thinking and our
Life Care Network (EOLCNRepat on Current Services and workik Fa 685 02yl
Recommendations for Future Syste(23. — . : :

This current report presents a System Design Framework forward in develo_plng)urRe_glonaI
that LINE @A RS A dza furhar bréanite our thihking | 2ySiem of Hospice Palliative Ca
I YR 2 dzNJ écBriidue tontode foandrdin Delivery in Erie St. Clair.
developngour regionalsystem of HPC in ESC.

The process for developmeanf this system design framewoHas been iterativeAn initial concept was
included in theMay 2008 ESC EOLDBixectional Planning Documerfi) This idea was refined and
expanded in thddecembe2008ESC EOLCN repatttere recommendationsvere structuredaround

five relevant frameworkealms(2) Subsequentlynuch discussion and input from local and regidB&C
EOLCN memberssulted in a number of revisions and additioAsposter of the framework was
presented at a recent conference (Spring 2009) and discussion was held with the Provincial EOLCN.
Further changes were made witlonfirmationfrom the ESC EOL@Nmbers Numerous
Plan/Do/Study/Act (PDSA) cycles have beenleygal as part of the ongoing understanding of system
design anagsystemdevelopment.This report$draft number 23 anatontinues to be a work in progress.
The elements in this framework are derived from many sources (refer to reference list in the December
2008 reportin addition to those directly cited her@) (5) (6) (7) (8) (9) (3) (10)(11)). This framework

seeks to categorize/sort/link the various elements into a practical framework that will help facilitate
system level accountability and systemveé®pment.

In the report which followsixsystemdesign framework realsare individually discussed-or each
realm:

standard statementsire articulated

rationale for inclusion is highlighted,

relevant questionsre posed and preliminarily addressed

limitations are cited

guestiorsfor further discussiorare includedo fosterongoingdevelopment of the framework

S

Regional wrk plansfor ESC EOLGIx categorizedaround this framework.

The report titledFoundationalConcepts and Definitiorielatirg to Hospice
¢tKS aws Palliative Care Service DelivéEsC March 20094) provides background
{eaasSys information about the provision of HRMd should be considered in
Palliative Care in conjunction with a review of this system design framework
Ontario is really a
gaeaus) 2. Fundamental Concept
aeausy.
I qaeéadsSy -aRegianal Bystnydi ldospice Palliative Care
comprisedof a number of systemsoming together.
91 OK o MBSeaeFYy t 2ALIAOS tIffALGADBS /I NB AY hy
a & a U Slealihéade inOntario is delivered by sectors and by independent service providach with



its own Board of Directors, individual mandate, operational imperatives and gtcathirectionsFor
most providers of HP@alliative Care is but one of mangrsicesthey deliver.

This system design framework seekptovide a picture of how the individual systemerk and plan
togetherto createan overallRegional Systemf Hospce Palliative @re.

3. System Design Frameworkoverview and context

3.1.Overview- Realms of System Design and System Development
Developing a tru&kegional $stem of Hospice Palliative C4HPC), frona grouping of independent
providers, requires systemdesign framework that imultifactoral and multidimensionalSuch a
frameworksimultaneously focusesttention and activity on multipleealms of system development

The system design framewonresented here, to be used for tldevelopment of a Region&lystem of
H PC Delivery iBSCembracessixrealms of system developmentheerealmsare:

Care settings and Services

Programs within care settings and services

Integration / Linkages

Human Resources

System Accountability

Poliges, Guidelineand Funding

E E EE EE

Figure 1 belowllustratesthesesix realmsf System Design and System Development

Figure 1
System Design Framework - Summary Schematic
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CHPCA Model to Guide f Care Settings
Hospice Palliative Care ‘ &
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this framework

Human Direct Patient Care surrounds
Besources L the patient & family and is based
on CHPCA "Guide to Patient and
Family Care"(2002)

Services
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& Funding y/’
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System Level Development reguires simultaneous focus on six (6) realms and is a dynamic process in which
activity in all six realms is interrelated.
(The illustration above is a summary schematic of the system design framewaork described in this report.)

The System Design Framewaork, described in this report, was developed by B.Lambie and the Erie 5t. Clair End of Life Care
Metwork and has been adapted for use by the Provincial End of Life Care Network.




In addition to depicting the realms of system design/developmEBigtire lalso attempts to
illustrate the following key concepts of system design arstesy developmenin ESC

1 Centrality of patient and family

1 Provision of direct clinical care surrounding the patient and farilgystem design
framework does not directly address clinical practidewever he fundamental
purpose of the framework is to emmce the milieu in which direct patient care is
provided, thereby enhancing care fthre patient and familyMuch excellent work is
available to guide processes related to direct patient care, includin@ #radian Hospice
Palliative Care AssociatioBHIPCPModel to Guide Hospice Palliative CE8¢ Y R A G & G DdzA |
to Patient and Family Care which includes the Square of Care, Principles and Norms of
Practice, Domains of Care etc.

1 Dynamic nature of System Design and Systewve@pmentg The arrows indicate thathis
model is not intended to serve as a framework for static description but rather is intended
to provide a template for action.

1 Interrelatedness of all realmsThe relationship between each realm is not linear. All realms
converge in the centre and simultaneous focus and activity is requiredémesims.

9 Based orCHPCModel to Guide Hospice Palliative Cé8¥ The values and guiding
principles articulated in the CHPCA Model underpin every aspect dfdahigwork.

3.2.Context-How does this planning framework fit with work already done in ESC?
Thissystem design framework is a tool to help us operationalize our vision for integrated HPC in
ES®@ LG 3IAPSa RSiOFAfa NBf I (A yhénhudeshesd deBilstorRSa A NBR
further examine our current stateral to organize our plans for the future.

ESC EOLCN Vision Statement:

aG! O2 Y LINBtégatgd dodddnated continuum of high quality eoidife care
services is available in a timely manner, irrespective of diagnosis or care setting for
individuals residing in the Erie St. Clair local Health Integration Network catchment
I NB I ®¢ CEOLCR Btratedic Plan)

Planning Considerations
As indicatedthis framework builds on the foundational work articulated in 88C End of Life
Care NetworlReport(2)

Planning considerations articulatedtimat report include:

9 vision; 1 system level indicators,

1 values, 1 principles and values,

1 goals of an integrated HPC 1 planning assumptions,
system, i target population

1 objectives/outcomes,
Refer topages 77 to 8%r details on these planning consideratiafs.

Inventory and Recommendations

The December 200&ESC End of Life Care Netwiedport(2)provides a detailed
inventory/reviewof services in ES(d makesriitial recommendations framed around 5
realms. Currenéind future inventorieswork plans recommendationgtc. build on this
previous work and are structured around the 6 realofishis §stemDesign (SD) Fraework



4. Summary of FoundationaConcepts

The report tittedFoundational Concepts and Definitions Relating to Hospice Palliative Care Service
Delivery ESC March 20094) provides background information about the provisiorHRC anéxpands
on the work presented in the December 2008 rep@p. 8 to 12)These foundationatoncepts/
assumptions are summarized below:

Foundational Assumptions related to HPC Service Provision
Fourfoundational assumptions/concepts, relating to HPC Service Provision, form the backdrop for the Systt
Design Framework(4)

These are:
1. Many care settings and services are required.

2. Both Specialists and Primary Level Providare needed (Specialist care is typically subdivided into two
levels¢ Secondary and Tertiary).
2.1. Shared carés an approach to link different levels of expertise.
2.2. The majority of HPC needs are met by Primary Care providers.

3. Every care setting/service, ceng for dying patients requires access to Specialist Level Hospice Palliati
Care expertise (in addition to Primary Level Providers). =~
31.! O0Saa (2 SELRRIZASSE ¥NESESSH¥YVE ®

4. Teamwork is essential Collaborative Care / Interdisciplinary Camevolves more than one profession.
(Teamwork is important within the primary care team and within the specialist level team).
4.1. Palliative Care Consultation Teams (PCCT) are a preferred approach to delivering HPC.
4.2. Transdiscipline consultation occurs when aR€ specialist from one profession provides
consultation to a primary level professional from another professigd,)

Diagram below summarizes a number of these concepéder to December Report for more detailed explanatior
of this diagram(2 p. 12)

Providing Hospice Palliative Care (HPC) in Erie St. Clair —-Conceptual Model

This mo
3 Gl

Increasing Research Responsibility (e.g. academic)

Increasing Intensity of Patient Need and Decreasing Volumes
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5. Description ofSystem Design Framework

~ Care Settings and Services

Standard statemei
A Full Continuum of Care Settings/Services is in place as per

Care settings & .
£ population basedheeds:

Services

Rationale: We_must understand what the component parts of a

G{ SNBAOS 58t APSNE {@2ad8Y¢é INB o
development in any manner. Oncg

we understand the component parts we then can determine

sector/service gaps that may exist andvetop inclusive system We must understand what

level indicators and evaluation processes. Patients requirng the component partof a

palliative care have fluctuating and complex needs which are ralelff { SNIJA OS 5S¢t J
completely met by any one facility/service/provider. Many ca ebeforewe can address syste

w»
-+

settings and services are required. development in any mannel
KeyQuestion
1 What are the sectors & services (component parts) whic
O2YLINR&AS | awS3IA2yl € {eauév 2F 1t/ éK
T 2KFG @2tdzySa 2F S| OK NIDAOS g2dz R O2YLINARAS |

Criteriafor inclusion
For the purposes of this initidistingthe following inclusiorcriteria areused

1 Sectors and Services that have an explicit mandate &/or dedicated funding for HPC service
delivery

Settings of care where a significant number of patients die
Settings and services that have specific data codes related to HPC

Services that are supported as essential components of a HPC program even if no data is
available (e.g. Grief and bereavemeatsces)

= =4 =9

Limitations.

ESC EOLCN completed an inventory of services in the December 2008 report which reviewed key
services that met the above criteria very rudimentary provincial inventory of services was completed

by the Provincial EOLCHtd further establish the services cited below as key components of the HPC
systemL i A& IOly26ftSRISR (GKIFG Ylye @lftdzadofS ASNIIAOS
02 Y LJ2 a Pdphlgtighébaseéd guidelines in Ontario are under development (Refer to Appéridi

examples)

Preliminary details related taCareSettings andServices:
Below is the initial catalogue of sectors and services to be included in our preliminary understanding of
the component parts of a system of Hospice Palliative Care inH&8k sector /service is described in

greater detail in theDecember 2008 ESC End of Life Care Network Report on Current Services and
Recommendations for Future Syste(@3.

1. ComponentParts of the System

a. 24/7 Care Settings
1 Hospital s
0 Acute Care (including Tertiary Care and host hospitals for Regional Cancer
Programs)
0 Complex Continuing Care



Long Term Care Homes

Residential Hospices

t I 0A Sy (i@IAC & RirgcbCare Service Providefs2 1S a LI GASy(iaQ K2
this contextincludes: community living homes and the many other settings where

patients live.

E ]

b. Ambulatory Care / Day Programs
1 Regional Cancer Centres including Palliative Care Clinics in the Centre or host
hospital
1 Clinics in other locations
9 Day Programs (includingdke run by volunteers)
T tKeaAarOAaAlyQa 2FFAOSaz /2YYdzyAde 1SHEGK [/ Sy

c. Community Support Services: / Programs
1 Palliative Pain & Symptom Management Consultation Program
1 Education Programs
1 Volunteer Hospice Programs
9 Grief and Bereavement Services

d. Expert Palliative Care Consultation Teams/Services serving patients in the 24/7 care
settings, Ambulatory care/Day programs etc.
1 Teams serving only one care setting
1 Teams serving across several sectors.

2. 148 2F LRLAAFGA2Yy oF &SR FdARSEAYSE (2 )KSt LI RS

Questions foFurther Discussion:

1 Is this the right listing of services? What is missing? What should be added? Is
categorization right? .

T (T x Al xA OOAOO O1 EAAIzQr&eEd AdiEaliaBvark, A (
adapted by Fraser Health etc).

f If this is the basidisting of services, can we use this list in a gap analysis manner
EAAT OEAU EAU OAAOTOOTOAOOEAKO OEAO ¢/
make recommendations related to augmenting these sectors/services? (e.g.
tertiary care units; grief andbereavement services; residential hospices)

i If accurate data is an important assumption related to developing a system of Hl
service delivery, how do we start gathering the right data? (consider
CIHI/ICIS/other study/report) How do we more accurately acse current practice
ElI OAOI O | £ AOAEI AAEI EOQU 1082 COOENAOGBA |
foundation to identifying and addressing gaps?



Programs within Care Settirsgand Services

Standard statement

Programs In each care setting where patients die, there is a clearly defined
Witt':_'lﬂ Eag-' Palliative Care Progrardeveloped.(l.e. 24/7 care settings)
settings

services All HPC Services (elpay Programs(Clinics, Consultation Services,

Volunteer Services and Education Serv)aasiculate a clear mandate
and service specific criteria.

Rationale The WholeQs a sum of its component partSherefore if we are seeking to develop a
owhole @ € a U S Y € n hustib® dived @ key elements of

service deliverywithin each of the component partsThe

system as a whole is only as strong as the weakest o' its TheWholells a sum of its

component parts.(€omponent partQare cited above component parts.
dzy RSNI @it NFI& FyR { SNIBA OSa duerefore if we are seeking to
The concept of integration presupposes theesence of RS QS fwhdléale ada S°

several functioning independent prograntisking across| attention must be given teey
sectors.We cannot link to something that does not exist.€lementsof service deliverwithin
Thus we must have some basic understanding(aofd each of the component parts.
some way to defing what constitutesa HPC program

within each sector.

Additionally we must have a sense of the mandateabbfHPC services as they provide
support to patients, families and care providers in a variety of care settings. A clear
understanding of this mandate will prevent dugation and will maximize access to these
services.

KeyQuestions
1 Whatare the basic elements indicating that a HPC program exigii a specific care setting?
o0 Alisting of these key elements will help specific sectors/facilities answer the question

452 6S KLE@S + | 2piopdintndura 66 AYBRSS /I NE
1 What are the basic elements afflear mandat® T2 NJ It/ O2YYdzyAueée aSNUWAO
services?

Limitations: This highlightingof these gprogram elements$ and éclear mandate$s does not seek to
replace or summarize the many excelleatcreditationprocessesgold standard documentdest

practice reviewsetc. that exist to provide comprehensivguidance to provision dfigh quality of

care and internal functioning @n organization/servicdt is assumed that general principles afes

and effective care are in place in each care setting/service.

AcknowledgementThe CHPCA Modiel Guide Hospice Palliative C4g8and itst DdzA RS (i 2
hNBFYATFGA2y It 5S8@St 2 LiénySguaee of ©Odggh2atidn 2PyirciMesandl & & A 2 Y
Norms of Practicprovide significant guidance for organizations as they develop a HPC program

Various models of care are cited including consultation models and specialized enviroiigepts

68,72)



Preliminary details related to Programs within Care Settings and Services

1. Basic elements indicating that a HPC program exigithin a specific care setting include:

A model of care is articulated,

Processes, taccess specialist level expertise, are clearly defined (including 24/7 access),
Clear admission/discharge criteria and processes,

Education about HPC is offered to primary level providers (to enable them to address basic
HPC needs and to know when the pati requires a referral to specialist level care
providers).

Key organizational contact is identified,

Access to Interdisciplinary expertise is available,

Linkages with partners is evident,

Reporting, evaluation, CQI and data accountability occurs

= =4 =4 =
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2. BasicSt SYSyGa 2F | WOfSIFENIYIYRFGSQ F2NI It/ O2YYdy
involve answers to specific questions including:
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Questions for Discussion:

T )0 EO EIi bl OOAT O OI EAOGA Oii A xAu O A
can we assume that if patients are requiring HPC then they are receiving it?
Is it important to have a clear mandate for HPC services?
Are these the minimal key elements to defining a program within care settings?
) £ OAAAARAOO O OPAAEAI EOO 1 AGAT A@bAOC
recommend best practice appaches to this access? (E.g. Consultation Teams using
shared care approach?)

= = =



Integration/ Linkages

Standard statement:
Sectorsand servicesre linked bycommon practice, processesand _
; : . Integration
structuresand possess a common understandingsefrvice delivery
models. Linkages

Rationale: Transitions between sectorare important to patients and

families. The patied @nd famih S ge@pective of thecoordinaion,

seamlessness and integration, of o#PC care system,is directly

proportional to our success (or lack thereofpt integration and linkages between / among sectors
Integration is a kejocusin health care in Ontario.

¢ KS LJ GASyidaq| KeyQuestions: _ _
perspective on the coordinatipn 1 How do we in the HPC system address integration?
seamlessnesand integration of ' What arethe fundamentalintegrationessential®

our HPCcare systemis directly
proportional to our success (or lac
thereof) at integration and linkage
between / among sectors.

Limitations: As with all aspects of this system
design/system development framework, there is much
more that could be said and done. This current report
serves as a starting point by providing examples and is not
meant to be all inclusive.

Preliminary details related to Integration /Linkags

Regionalntegration Essentials
1. Common practice and processes:
91 Clear criteria differentiating roles of various sectors and services within a given geographic area
1 Clear access points/ processes for admission and discharge to/from sectors / services
1 Clear transition processes (hanifs) between sectors / services
1 Use of Common tools

2. Collaborative structures include

Venues for integrated care planning (cross sector patient specific rounds, team meetings)

Venues for collaborative process developm@eOLCN tables etc.)

Shared communication/IT with accessible patient records between sectors/services

Defined access to specialist expertise/expert consultation teaitts cross sector
402yyS0GA2Yyaé FYR ARSYGATASR Kdavicg, ¢ 02y ySOd2NE
1 Cross sector registry of HPC patients

E

3. Common understanding of service delivery models including
T Common understanding of how specialist level expertise /consultation teams function
including:
0 ¢8LIS 2F G{KINBR /INB a2RSté dASR Ay SIOK &c°
0 Howspecialists/teams link with Primary Care,
0 How specialists in each care setting link with each other.

4. System Level Data collection and evaluation
1 Development of system level indicators, evaluation framework and CQI activities using balanced
scorecard apprach with quadrants that address:
V patient/family perspectives V utilization
V financial V innovation



5. Connections with broad system of health care including:
9 Shared approaches to Health Care Consent/Advance Care Planning.
i Connections with Provincial, National & International bodies.
1 Connections with broader Health Care system regionally and provincially.

6. Regioncwide strategies and blueprints for:
1 Education
 Communication

7. Provincial level leadership and consistency:
9 Cortinued advancement of use of common tools (e.g. Ontario Cancer Symptom Management
Collaborative)
1 Development of provincial balanced scorecard etc.
1 Ongoing provincial level venue to continue collaborative cross sector system development.

Questions for Further Discussion: )
T)0 EO Ei bl OOAT O Oi ET Al OAA O)1 OACOAOE
design/system development?
T )0 OEA 1 EOOEIT C 1T £ OET OACOAOGET 1T AOOAT (
start?
1 What is missing from thdist? What is on the list but should not be?
T (I x xT Ol A xA AAOOAO AOAI OAOA OAOOOAT (
1 What provincial level leadership is required?
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Human Resources Y

~
Standard statement: ~
Adequatenumbers oftrained professionals areavailableas per population /
basedneeds assessment g RH”ma"
\ esouUrces
Rationale: Compassionate, skillegeople are at the very core of Hospice

Palliative Care. Equipment is important, \
medication is vital, butwithout the .

Compassionate, Sk'”ﬂ@ile_ people the right care does not reach the
are at the very core of Hospic| patient. Shortages of HPC personnel are reportedly endemic
Palliative Care. across Ontario. Addressing Human Resource issifaadamental
to developing a functioning system of HPC

KeyQuestions:
1 What are thekey categorie®sf professionals that make up a HPC t&am
1 What training is required at what level?
f Whatared I RSljdzt §S ydzyo SNA ¢ K
0 What arepopulation based calculations?
1 What innovative care models can wecommend to maximizeluman Resourcexpertise?

Limitations: Many limitations exisas we explore the Human Resources realm of system design/ system
RSOSt 2LIYSyid® 2 S g hyidcluding 2 lkt®fa profésSalsandaNad with $1BC service
delivery. Next step categories of work are cited belawd are suggested as inclusion for work at the
provincial level

Preliminary details related to Human Resources
1. Team composition Listing of Key HPC professionals

HPC is by definition a collaborative care and shared care prdpefes to Foundational Concepts
Relating to Hospice Palliative Care Service Delf#S§EOLCN Marcl2009)(4).
Therefore a broad spectrum of care providerseiguired.

Specialist /Tertiary Level Providenslude
1 HPCPhysicians
1 Nurse Practitionergrained in HPCExpertHPONurses
1 HPCSpecialists in all other relevant professions including:

M Social Work 1 Allied Health (e.g. Pharmacists,
1 Spiritual Care Rehabilitation Therapies,

1 Psychologists Respiratory Therapy, Dietician,
| Grief and Bereavement etc.),

{1 Personal Support Workers (PSW) f Volunteers, etc

Primary Care Providers:
1 Physicians including:

1 FamilyPhysicians, 1 Specialists in othemon-palliative
1 Family Health Teams, fields (Surgeons etc)
1 Community Health Centre, 1 Other physicians not trained in HPC.
1 Nurses
1 Primary Care providers in all other relevant professions including:
T Social Work 1 Spiritual Care

11



1 Psychologists 1 Allied Health (e.g. Pharmacists,

91 Grief and Bereavement Rehabilitation Therapies,
1 Personal Support Workers Respiratory Therapy, Dietician,
(PSW) etc.),

1 Volunteersand others

2. Delineation ofeducation and training at primary and specialist levels for various professional
categories,

3. Development of population based guidelines ttelp determine needs.

4. Enhancementof innovative care modelincluding:
9 Shared carbetween primary care and sped&t levels With capacity buildingntent)
1 Enhanced team rolescollaborative care
1 Development of translisciplineconsultation models

Questions for Further Discussion:
1 7TEAO xi OE EAO AA
for key professions? (E.g. .Refer to recen
done? .
T 7TEAO AT OA AOOOEAOI OI
training? ) -
T (1 x AT xA OOAOO Oi
adapted by Fraser Health etc).
hat innovative Care models can we adapt to accommodate for our ¢
rce shortages in specific professions?
courage more physicians to become involved with HPC? (refer to
r policy/funding realm).
ing of HPC team members? Do we expect that all of these
ble to develop specialist level expentiten their scope of
these professions that would not be expected to deve

12



Accountability

Standard statement:
Systemlevelaccountability isclearlydefined andcommunicated

Rationale:In as much as eegional system of cark a NEFfte I Accountability
a & a U Sy¥tentlevel accountability is shared accountabiftystem level L
I OO2dzyul oAfAU& A& GOSAauSR | OO02dzyi dSauSR

accountability authority (e.g. the Loddealth Integration Network [LHIN]),
operational responsibility (e.g. hospitakstc) and oversight and
coordinating roles (e.g. Cancer Care Ontati).
If we are to develop a functioning cross sedRagional System of Hospice Palliative @sr@eed b
R S @ S fedlobdl HP@rogram accountabilitynodels G KF G & dzLJLJ2 NI | yR | R@FyOS
across sectorswhile aligning with operational accountabilities within each sector/serisenew
money is provided for HPC initiatives (e.g. Aging anélBunding) it is increasingly iompant that
relative accountabilities be clearly defined.
The LHINs areey in defining tk parameters of thisegional
accountability Provincial consistency is important, in terofs
If we are to develop a functionin | high level expectations of structures, processes and outcomes
cross sector Regional System (| related to regional system level accountability models.

Hospice Palliative Care we neec _
RS@St 21LJ aNBEIA2 | KeyQuestions:

| OO02dzy Gl 6Af A 1 What arekey functions of system level accountability?
support and advance the care ¢ ' What are key mechanisms which facilitate system level

patients across sectors, while | accountablity? o

aligning with operational 1 What fundamental prln_c[ples should be followed to
i . dvance system levakccountability?
accountabilities within each a
sector/service Limitations: The discussion which follows is preliminary work

related to system level accountabilimd requires further
refinement

Preliminarydetails related to System level accountability:
1. Key Function®f system level accountability include:
1 evaluation of HPC outcomes at a system 1 develging a cross sector

level, communication strategy

9 broad system design, itor d t of
1 system level integration of services, T moni orlr?g and assessment o
q community needs

promotion of service innovations

2. KeyMechanisms which facilitateegionalsystem level accountabilitgre listed below:

f AUNBIAZ2Y L dtr@dradzgsiatlishédTha dlé and accountability mechanism for
this accountabilitystructure:
0 is endorsed by the LHIN & aligns with MOHLTC policies/directions
o aligns with systemwide cancer plan and system plans from other relevant disease
specific initiatives
o aligns with sctor-specific accountability agreements/reporting requirements
0 includes clear accountability agreements in terms of operational roles, advisory roles
and evaluation roleas vested by the LHIN and other relevaperational
sectors/services.
1 System levehdicators and CQI activities are developed, monitored and reported.

13



1 Regular reporting to the LHIN fromthisSNBE 3 A 2 y I € | OO2 deguis} 6 A f A G & & ( NHzC
1 Provincial consistency in terms of accountability expectations is developed.

3. Fundamental Principlesat advance system level accountabilitwe based on principles of effective
accountability(as outlined in the December 2002 Report of the Auditor General of Cdhajiand
include:

clear roles and responsibilities,

clear performance expectations,

balanced expectations and capacities,

credible reporting,

responsible communication,

reasonable review and adjustment,

=A== -804

I Would it be u
accountability?
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Policies Guidelinesand Funding

_ ~_ Standard statement: _
Funding modelsguidelinesand policy directions support an integrated

Policies and
system.

Funding

Rationale:Remediation of policy and funding issues may be beyond the scope

of an individual region. However such issues are included in a regional

framework because they directly impact not only patient care but system design
and developmentWork on these issues incorporated into regional work plans as local providers

work collectively with provincial partners to begin to address these issues. Awareness of these
AaadzsSa Aa ySoSaalNe G2 FESNI GKS [I1Lb G2 &dzOK
solutions to offset the negative impact of these issues on patient ddre.suggestions below are

starting points for collectivevork at the provincial level.

Key Questions:
1 Whatare current policy and funding issues

' b - S TS . . Palicveand-fundiniss r | -
KA OK ENND AY L K/ ezf?‘ : Y
G6KAOK yS83al GAOSt 8 306 P8 du‘vkﬁé%%#a B i2ads

Lt/ 6K Included in a regio ework
1 Is there a ned for provincial level because they directly impact not
strategies/guidelines/initiativesotadvance only patient care but system desic

system level HPC delivery? and development.
o LT @w@hatiare these?

Limitations: The preliminary details below will list a number of key issuigisout providing details on
why these are seen to benportant. Many of these issues are addressed in more detail in regional
reports on services

Preliminarydetails related topolicy and funding
1. Policy and funding issues
1 Consistent and adequate funding for:
o Physicians
o0 Programmindincluding residential hospiceaid supplies (medication etc.)
9 Full scope opportunities for Nurse Practitioners and others

2. Provincial level guidelines/strategy for:
1 System design
1 Population basedatios for.
0 specialisttonsultation teamsgervices
0 dedicated beds including residential hospices
profession specific ratigRefer to Australia worklL3))
1 Reportingg standardized accessible data sefish performance data linked to quality
indicators
1 CQI and research activitieducatiorng basic and advanced

1

Questions for further discussion:
1 Are the suggestions related to development of provincial guidelines/strategy wortt
consideration?
1 If yes, how do begin to address these issues?

15
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5. Summaryand Next steps

The system design framework discussed here provides us with a way to organize our thinking and our
work. It directs ouactivityto six realms of system development and provides preliminary details related
to categories and topics for consideration in eaehlm.System level development requires

simultaneous focus othese interrelatedrealms.(Refer to appendix 1 for a composite graphic of this
system design framework which includes realms, standard statements and some of the preliminary
details describedbove).

Currentapplicationof this frameworkmcludesusingit as astructurearound which tacategorizehe ESC
EOLCHctivitysuch as

i Strategic priorities

1 Goals/objectives

1 Work plans
Future inventories status/updatereports and evaluationapproache will be framed around these
realms.

Work is underway to use this framework to systematically assess our current state of development of a
regional system of HPC in EBbrmation from the ESC EOLCN December Réjrt on Current

Services and Recomnuations for Future&ystemsis beingreviewed in the light of thg@reliminary

details in this framework. Based on current information from this repd8tate of the Systefipicture

is evolving that will be used for futusystem assessment and system depenent work. Referto

appendix2 for an example o&very rudimentary attempt apresentinga multifactoral review of system
level activities; based on this framewoik

ONRS {iG® /fFANRA {2aGSY 5Saray CNIrYS@g2N] KFa 0SSy
the Provincial End of Life Care Network to develop a Provincial Template for System Design and System
Development across the provincehis Framework iseing used by the Provincial End of Life Care

Network as a guide for a preliminary inventory/review of the System of HPC across Ontario. This ESC

work has been used as the foundation for the Provincial End of Life Care Network System Design

Framework.

This framework is a work in progress and will continue to evolve as we test its usefulness related to the
creation of a regional system of Hospice Palliative Care in ESC.
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Appendix One
System Design FrameworkSummary Table of:
Framework Realms, Standard Statements and Key Considerations

Care Setting and Services

Standard statemeft
A Full Continuum of Care Settings/Services is in place as per population based needs:

A full continuum of Care Settings and Services for Hospice Palliative Care includes the following:
1. Component parsof the System
a. 24/7 Care Settings

1 Hospital s
0 Acute Care (including Tertiary Care and host hospitals for Regional Cancer
Programs)

0 Complex Continuing Care
1 Long Term Care Homes
7 Residential Hospices R o o ]
T tlF OASYy l&CACK DG Cade Service Provides2 00S & LI (SES yAlya Qi
context includes: community living homes and the many other settings where patients
live.

b. Ambulatory Care / Day Programs
1 Regional Cancer Centres including Palliative Care Clinics in the Centre or host hospita
1 Clinics in other locations
1 DayPrograms (including those run by volunteers) i R i
T tKeaAOAlyQa 2FFAO0SaAaZ /2YYdzyAue | SIHEfOUK /

c. Community Support Services: / Programs
1 Palliative Pain & Symptom Management Consultation Program
1 Education Programs
1 Volunteer Hospice Rigrams
1 Grief and Bereavement Services

d. Expert Palliative Care Consultation Teams/Services serving patients in the 24/7 care settings,
Ambulatory care/Day programs etc.
1 Teams serving only one care setting
1 Teams serving across several sectors.

2. Useofld2 LJdzt | GA2Y 0laSR 3dzARStTAYSa U2 KSf LI RSUSNY

Programs within Care Settings and Services

Standard statement:
In each care setting where patients die, there is a clearly defined Palliative Care Program develope@4{IZ
care settings)
All HPC Services (e.g. Day Programs, Clinics, Consultation Services, Volunteer Services and Education §
articulate a clear mandate and service specific criteria.

3. Basic elements indicating that a HPC program exigithin a specific care setting include:

A model of care is articulated,

Processes, to access specialist level expertise, are clearly defined (including 24/7 access),
Clear admission/discharge criteria and processes,

Primary care education is offered,

Key organiational contact is identified,

Access to Interdisciplinary expertise is available,

Linkages with partners is evident,

Reporting.evaluation, CQhnd data accountability occurs

=A =4 =8 -4 -4 -4 -8 -4




4, .1 aA0 StSySyida 2F I WOt SIFN YI yRI { Sefvices Bwdlvel ahsiversQc
specific questions including:
FO a2 KFG L2 Lzt | u)\zyé
00 dal 26 R2 6S NBLRNI
LI NIy SNEK¢€

NS K ¢

R SN
2 O02dzyit o

2 6S aSNBSkyz2aG a
dzNJ 62 N] ORI GFZ |

Integration/ Linkages
Standard statement:

Sectors and services are linked by common practice, processes, and structures and possess a comm
understanding of service delivery models.

Regional Integration Essentials:
8. Common practice and processes:
9 Clear criteria differentiating roles of various sectors and services within a given geographic area
1 Clear access points/ processes for admissiondaischarge to/from sectors / services
1 Clear transition processes (hawoifs) between sectors / services
1 Use of Common tools

9. Collaborative structures include

Venues for integrated care planning (cross sector patient specific rounds, team meetings)
Venuedor collaborative process development (EOLCN tables etc.)

Shared communication/IT with accessible patient records between sectors/services
Defined access to specialist expertise/expert consultation teamsi K ONRP&aa asSoizN
identified humand 02y y SOl 2N&E¢é¢ FTNBY SIFOK OFNB f20FGA2Yy
1 Cross Sector Registry of HPC patients

EE EE]

10. Common understanding of service delivery models including
1 Common understanding of how specialist level expertise /consultation teams function including;
o ¢eLS 2F a{KFINBR /I NB a2RSfté¢ dzaSR Ay SI OK
0 How specialists/teams link with Primary Care,
0 How specialists in each care setting link with each other.

11. System Level Data collection and evaluation
1 Development of system level indicators, evaluation feamork and CQI activities using balanced
scorecard approach with quadrants that address:
a) patient/family perspectives b)financial c)utilization d)innovation

12. Connections with broad system of health care including:
1 Shared approaches to Healthr€&Lonsent/Advance Care Planning.
1 Connections with Provincial, National & International bodies.
1 Connections with broader Health Care system regionally and provincially.

13. Regionwide strategies and blueprints for:
1 Education
1 Communication

7.  Provincialevel leadership and consistency:

1 Continued advancement of use of common tools (e.g. Ontario Cancer Symptom Management
Collaborative)

1 Development of provincial balanced scorecard etc.
1 Ongoing provincial level venue to continue collaborative cross segtiem development

Human Resources
Standard statement:
Adequate numbers of trained professionals are available as per population based needs assessment,

1. Team composition Listing of Key HPC professionals
Specialist /Tertiary Level Providers include:
1 HPC Physicians
1 Nurse Practitioners trained in HPC/ Expert HPC Nurses,
1 HPC Specialists in all other relevant professions including:
a)Social Work b)Spiritual Care c)Psychologists d)Grief and Bereavement e) Personal Support Workers
f) Allied HealtHe.g. Pharmacists, Rehabilitation Therapies, Respiratory Therapy, Dietician, etc.),g) Volu




Primary Care Providers:

1 Physicians including

1 Family Practice Physicians, Family Health Teams, Community Health Centres,

1 Specialists in other nepalliativefields (Surgeons etc),

1 Other physicians not trained in HPC.

1 Nurses
1 Primary Care providers in all other relevant professions including:
a)Social Work b)Spiritual Care c)Psychologists d)Grief and Bereavement e) Personal Support Workers
f) Allied Heah (e.g. Pharmacists, Rehabilitation Therapies, Respiratory Therapy, Dietician, etc.),g) Volu

2. Delineation of education and training at primary and specialist levels for various professig
categories,

3. Development of population based guideline® help determine needs and development of a Humg
Resources Plan.

4. Enhancement of innovative care models including:
1 Shared care between primary care and specialist levels (with capacity building intent)
I Enhanced team rolescollaborative care
1 Developmen of transdiscipline consultation models

Accountability
Standard statement:

System level accountability is clearly defined and communicated

1. Key Functions of system level accountability include:
evaluation of HPC outcomes at a system level ,
broadsystem design,

system level integration of services,

promotion of service innovations,

developing a system level communication strategy,
monitoring and assessment of community needs

=A =4 =4 -8 -4 -4

2. Key Mechanisms which facilitate regional system level accountability l&sted below:
f ! WNBIA2YylFf | OO02dzy il 0Theé rbléand acdpinbdity dedeBafismifar thi€ a G
accountability structure:
1 is endorsed by the LHIN & aligns with MOHLTC policies/directions,
9 aligns with systenrwide cancer plan and systeptans from other relevant disease specific
initiatives,
aligns with sectosspecific accountability agreements/reporting requirements,
includes clear accountability agreements in terms of operational roles, advisory roles and
evaluation roles as vested liye LHIN and other relevant operational sectors/services.
1 System level indicators and CQI activities are developed, monitored and reported.
1 Regular reporting to the LHIN fromttsSNES 3A 2y I £ 1 OO2dzy G 6 Af AG& &adN
9 Provincial consistency in terno$§ accountability expectations is developed.

f
f

3. Fundamental Principles to advance system level accountability are based on principles of effective
accountability (as outlined in the December 2002 Report of the Auditor General of Cgadayand include:

clear roles and responsibilities,

clear performance expectations,

balanced expectations and capacities,

credible reporting,

responsible communication,

reasonable review and adjustment.

=A =4 =4 -4 -4 -4




Policies, Guidelines and Funding
Standard statement:
Funding models, guidelines and policy directions support an integrated system.

1. Policy and funding issues
1 Consistent and adequate funding for:
1 Physicians
1 Programming (including residential hospices) and supplies (medication etc.)
1 Fullscope opportunities for Nurse Practitioners and others
2. Provincial level guidelines/strategy for:
1 System design
1 Population based ratios for:
9 specialist consultation teams/services,
1 dedicated beds including residential hospices
1 profession specific ratioRRefer to Australia worll3)
Reportingg standardized accessible data setith performance data linked to quality indicators
CQI and research activities
Educationc basic and advanced.

=R _a_a




Appendix Twog Expanded Schematic
System Design Framework



