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Objectives

1. Provide a brief overview of the current landscape of palliative care

2. Palliative care earlier in disease – why it matters

3. Introduce the INTEGRATE project
• History

• Current progress

• Next steps



Motivation for Change 



Dying in Place of Choice 

When asked, the majority of patients state they 
would like to die at home surrounded by loved 
ones.  

According to 2015/2016 SW LHIN data:

• 45% all deaths took place in an acute care 
hospital 

• 54.5% of patients coded “palliative” died in 
acute care hospital

Health Care Use at the End of Life in Western Canada
Canadian Hospice Palliative Care Association Fact Sheet: Hospice Palliative Care in Canada
OPCN’s capacity planning tool containing the 15/16 regional data



Use of Hospital Services

• 62% of patients coded “palliative” 
visited the Emergency Department 
in their last month of life

• 69.2% of patients coded 
“palliative” were admitted to an 
acute care hospital in their last 
month of life

OPCN’s capacity planning tool containing the 15/16 regional data



Access to Palliative Care Resources  

Cancer patients represent 28% of Canadian 
deaths (Statistics Canada, 2005), they make 
up 80-90% of home-care clients receiving  
end-of-life care from Home & Community 
Care services.

The leading causes of death in Canada are:

29.8% - Neoplasms 
25.1 % - Diseases of the circulatory system
4.7 % - Respiratory system

Stats Can 2013;  Seow H. et al. 2009 Dissertation; QHPCCO -Creating an Integrated 
Hospice Palliative Care System in Ontario setting the stage for change 2010



Advance Care Planning

Benefits:
• More likely to have end-of-life wishes 

known and followed

• Family members have less stress and 
anxiety

• Patients and families are more satisfied 
with care

• Patients have better quality of life and 
death

• Patients are less likely to be hospitalized 
and or admitted to an intensive care unit 

Want more information  from their 
doctors so they can plan and begin 
these important conversations

96%

13%

73%

of Canadians believe it is 
important to have conversations 
with their loved ones about their 
wishes for care

Have completed an             
Advance Care Plan

Wright AA et al. JAMA 2008, Detering KM. et al. BMJ 2010,  Zhang B et al. Arch Intern 
Med 2009, The Way Forward: An integrated palliative approach to care



Advance Care Planning
Patients with a life-threatening illness who recalled having an end-of-life 
discussion with their physician:

Patient % that had end of life 
discussion

Cancer Patients (N=151) 26%

CHF (N=99) 14%

COPD (N=115) 9%

Cirrhosis (N=47) 21%

Heyland DK et al. Open Medicine 2009



Opportunity for Change
Palliative care earlier in the disease trajectory



Palliative Care is no Longer just End-of-Life Care



Earlier Palliative Care Interventions - The Benefits

Patient

• Reduced symptom burden

• Less anxiety and depression

• Less caregiver burden

• Better quality of life

• Less aggressive treatments

• Longer life expectancy 

System

• More appropriate referral and use of 
palliative resources

• Decreased Emergency Department 
visits

• Admission avoidance

• Measurable hospital savings through 
significant reductions in pharmacy, 
laboratory and intensive care costs



Early Home Care Supports
• Patients admitted six months before 

death had a 35% lower probability of 
hospitalization than those admitted 
three to four weeks before death

• Patients receiving more than seven 
nursing hours per week had a 50% 
lower odds ratio of being hospitalized

• Patients receiving personal support for 
more than seven hours per week had a 
35% lower odds ratio of being 
hospitalized Barbera L. et al. CMAJ 2010
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Shared Care Model

Palliative care should be a 

two-pronged approach:

• Primary care delivery
• Create necessary tools for 

support

• Specialist palliative care 
support 



How Early?

If a patient  is spending 
more than 50% of their time 
in bed/lying down, 
prognosis is estimated to be 
three months or less



Surprise Question

“Would you be 
surprised if your 

patient died in the 
next year?”

Initiate a palliative 
approach to care

NO

Adapted from the Gold Standards Framework (GSF) Prognostic Indicator Guidance tool 



Surprise Question

Advantages:

• Simple to implement – supports clinician buy-in

• Data to support its use in oncology and nephrology

• Has gained acceptance and traction 

Disadvantages: 

• Utility unknown in primary care and in patients with multiple comorbid illness

• Preliminary oncology and primary care data from Ariadne Labs shows that the 
surprise question misses approximately 40% of patients who die



Surprise Question



The Palliative Intervention 

1. Pain and symptom management 
including assessing and managing 
psychosocial needs
• ESAS

• Functional status

2. Serious Illness Conversations/Advanced 
Care Planning

3. Coordination of care

4. Ongoing monitoring



South West INTEGRATE Project



About INTEGRATE
• Early identification of patients who would benefit from a palliative 

approach is essential to ensuring that patients have access to the 
services they need, at the right time, at the right place, by the right care 
provider.

• Born out of a change idea from the London-Middlesex Collaborative 
expanding and building upon Cancer Care Ontario’s framework to meet 
the needs of patients and care providers in London-Middlesex

• A collaborative effort between the South West Regional Cancer Program 
and the South West Hospice Palliative Care Network

• Initiated in the fall of 2016



• Framework to help identify, assess, and plan for patients who would 
benefit from a palliative approach in primary and tertiary settings

• Focuses on on early identification interventions in:
• Primary care

• Tertiary care (oncology)

• Aboriginal care each

• Tailored approach and evaluation metrics 

• Based on system resources and capacity

About INTEGRATE



INTEGRATE: London Regional 
Cancer Program 



Identification of Patients 

• The GI Disease Site Team agreed to 
pilot early identification and a 
palliative approach to care at LRCP 

• Surprise Question acts as the trigger 
(imbedded in GI Multidisciplinary 
Cancer Conference (MCC) electronic 
referral form)

• Patients who would benefit from a 
palliative approach are identified and 
information is dictated to an MCC note





The Palliative Approach 

1. Pain and symptom management:

• Ontario Symptom Management Collaborative 

• LRCP Steering Committee

• Screening tools (ESAS and PPS)

• Algorithms and symptom guides to practice



The Palliative Approach 
2. Goals of Care/Serious Illness Conversation

• Serious Illness Conversation training provided 
ahead of the INTEGRATE project launch to 
support meaningful serious illness/goals of care 
conversations 

• Full day workshop Sept 30, 2017 

• Documentation of Serious Illness Conversation
• Dictation Code
• Serious illness conversation template in PowerChart
• Common folder for all serious illness/goals of care 

conversations in PowerChart



3. Coordination of Care (quarterback)

• Early referral to Home and Community Care 

• Complete the Coordinated Care Plan and share with broader 
team

• Request status updates from primary care/LRCP as required 
and communicate with the broader team

• Coordination of care plan

• Follow up post-discharge from hospital/emergency department

• Monitor regular performances (ESAS, PSS)

• Connect patient/family to services

The Palliative Approach 





LRCP process MAP



Implementation

Based on system resources and capacity, 250 patients will be identified 
to participate in this approach over the course of one year. 

• Launched October 1, 2017

• Serious Illness Conversation Workshop completed 

• Dictation codes and template – live! 



Outcome Measures 

Primary outcome measures
• Visits to hospital

• Visits to Emergency Department

• Deaths in place of choice

• Goals of Care discussions

Serious Illness Conversation Workshop
• Qualitative study



INTEGRATE: Primary Care and 
Aboriginal Care



Primary Care

• Byron Family Medical Centre 

• Development of a quality improvement project that will improve 
communication about goals of care and encourage/initiate advanced 
care planning

• All patients 75 and over screened with “surprise question”

• Those who respond “no” to surprise question will follow a similar 
pathway as LRCP (early referral to Home and Community Care)

• Development of patient information sheets on advanced care 
planning and home care  

• Launched on October 16, 2017



Primary Care

• Two LEAP Mini Courses offered to 
the Department of Family and 
Community Medicine in 2016
• interdisciplinary

• academic and adjunct faculty

• Byron Family Medical Centre staff 
invited to attend Serious Illness 
Conversation Workshop 



Aboriginal Care 

• Initial focus was on Indigenous cultural safety training

• Two different education opportunities available to primary care 
physicians in the South West:
• Nine E-learning Mainpro+ accredited modules to strengthen knowledge of 

First Nations, Inuit and Metis history and culture to improve health outcomes 
and person-centred care

• South West LHIN Indigenous Cultural Safety Training – Mainpro+ accredited  
facilitated online training program

• Learning Essential Approaches to Palliative Care (LEAP) course 
planned for February 2018



Next Steps

• Monthly evaluation of identified 
patients, referrals, and serious illness 
conversations 

• Monitor existing LHIN metrics (ED 
admission, place of choice, etc.)

• Review of project resource impact –
SW LHIN Home and Community Care

• Closeout report 



Looking to the future…

• Continued support for Serious Illness Conversation program – LRCP 
and beyond

• Continued support for Home and Community Care involvement –
development of a business case to expand service regionally

• Roll out of palliative approach to other disease sites at LRCP

• Expand to include other Family Health Teams and primary care 
settings

• Development of a formal education/engagement plan





Questions? 
anita.singh@lhsc.on.ca
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