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Learning Objectives

By the end of the session participants will be able to:

- Recognize when a patient could benefit from a palliative care
approach, equipping them with the tools to integrate palliative
care into their practice. (CANMED role: Health Advocate)

- Describe the value of early palliative care and increase confidence

starting conversations with patients and their families. (CANMED role:
Communicator)

- Collaborate effectively with healthcare partners, using a common
language among organizations to ensure seamless

communication and coordination in patient care. (CANMED role:
Collaborator)




Palliative Care in NB —Timeline

* 2018 - Palliative Care in NB: A person-centered
approach to care and integrated services
framework was released

* September the NB Palliative Care Advisory
Committee was assembled to:

* Advise on development of an action plan
for implementation and ongoing

evaluation

* Advise on implementation of a coordinated
approach to palliative care

* Supported by three subgroups

* Standardized Assessment and Monitoring
Tools

* Grief and Bereavement
¢ Community Palliative Care A PERSON-CENTRED CARE AND

INTEGRATED SERVICES FRAMEWORK

Palliative Care
in New Brunswick




Important Background Information

Settings for use of the SAMS Tools were identified as:
* Patient homes (including SCH)
* Nursing Homes
* Residential Hospices
* Hospitals

* Primary Health Care (MD & NP offices, health
centers, clinics)

* Correctional Centers
* Mental Health Facilities
* Canadian Veteran Centers




Important Background Information

Criteria for SAM Tools were developed:
* Relative to Palliative Care
* Cluster Specific (ex. ESAS, general, oncology, renal)
* Can be used in all settings
* Validated
* Bilingual
* Also considered:
* How time consuming
* Oriented to patients and/or family
* Frequency of use
* Actions associated with the tools
* Cultural Sensitivity




Important Background Information

* Tools were carefully selected with attention to the importance of
providing holistic patient care. The following “domains” were addressed:

* Clinical assessment

* Cognitive assessment
* Delirium screening

* Depression assessment

* Overall level of distress (for both patient and their caregivers)
* Grief and bereavement

* Pain

* Risk for addiction




A Palliative Approach to Care:

* Is an active approach I

* Is for people of all ages with life
limiting illness when cure is not
possible

* Is provided alongside treatments to
control disease

* Is not limited to end-of-life (EOL) care :

* Requires an interdisciplinary
approach

* Can occur anywhere




Why is Early Palliative Care Important?

* Implementing a palliative care approach earlier in the course of a
disease improves the quality of life and death, reducing suffering
for both patients and their families dealing with terminal
illnesses.

* Introducing palliative care early can result in less depression and
anxiety.

* Those who experience an early approach can live longer (3
months).




Palliative Care is Everybody’s Business!

Specialist
palliative
care

We all share
responsibility!
Palliative
care
approach

Diagnosis lliness trajectory Death
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The Gold Standards Framework

IDENTIFY, ASSESS, PLAN/MANAGE TOOL

* |dentify

STEP 1

° use the llsurprise questionn ldentify Ask the Surprise Question

l :
* Assess No uﬂi,re e

— Reassess
¢ Sym ptOmS General Indicators Disease Specific Has the patient indicated a | ao|arly

i i fi , decisi
of Decline? Indicators? Feed for comfort care?
* Performance status el o page £ P

Would you be surprised if the patient were to die in the next year? |

l_|— Minimal / No

Yes

* Patient and family S v
understanding of their illness -+

, Performance Understandin
[i\e:ggz?] Symptoms Status of patient/family

* Plan/Manage T
* Symptoms

Plan /manage Advance Care End of Life Care
. Planning Planning/Goals of care Consid
(Refer to page 8) onsider a
* Care planning . >

PPS>70 PPS < 60 referral to
EMP / PCS

* Advance Care Planning

Symptom Management




Step 1. Identify

e Ask the Surprise Question:

“Would you be surprised if the patient were to die in the next

year?”

* If the answer is “no” then a palliative approach to care is
appropriate.

* If you’re unsure consider:
* General indicators of decline
 Disease specific indicators of decline




The Surprise Question

“Ask the question”

[ Does the patient have a J

progressive incurable illness?
|

died in the next year?
I

_r Would | be surprised if this patient J

Sure

Symptoms or Guality of
Life concerns?

Veri
Does the patient have J erity

indicators of decline
¥
Look for two or more disease
specific indicators
|

[ Look for two or more general

Adapted from G5F

Activate a Palliative | |

. Care Approach
9= Pallium Canada LEAP MINI | MAY 2018




General Indicators of Decline

Decreasing activity
General physical decline and increasing need for support

Advanced disease — unstable, deteriorating complex symptom
burden

Weight loss 1810% in past 6 months
Serum albumen <25g/I
Repeated, unplanned hospital admissions




Cancer - predictable decline

* Metastasis

 Disease progression
* With or without e et

] |
Normal activity s ‘..ll..-‘*illl.li...

in last months and

v "lt.. weeks
treatment

* Performance status

* More than 50% of
time in bed Last few months to weeks

# ----- Usually months to years

. —_
usually prognosis Diagnosi Time
is less than 3
months

Adapted from Gold Standards Framework and Lunney JR, Lynn J, Hogan C. J Am Gerair Soc 2002
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Organ Failure — erratic decline

* Chronic Lung Disease e. g.
Chronic Obstructive
Pulmonary Disease (COPD)

- Heart Disease e. g. cintioing

Gradual decline over years or

CO n ge St ive H ea rt Fa i I U re Marmalalcgagj 7 months with intermittent

crises or serious episodes;
C H F more frequent crises &
ospitalizations in the last year
* Liver Di
Iiver visease Mty deg
30%

* Chronic Kidney Disease (CKD)

Last year

* General Neurological
Diseases

* Motor Neuron Disease
* Parkinson’s Disease
* Multiple Sclerosis

Adapted from Gold Standards Framework and Lunney JR, Lynn J, Hogan C. J Am Geviair Soc 2002

95 Pallium Canada
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Frailty/Dementia — Gradual Decline

* Frailty
* Dementia
* Stroke

Level of

Functioning

100%
Normal activity

Mostly sitting or
lying down "aw

30
Bed bound

Usually
EEnE

years

Diagnosis

Dementia and Frailty

Gradual decline over years to
months,

.."‘II

L]
llllll*_m
I ———

Time Death

Adapted from Gold Standards Framework and Lunney JR, Lynn J, Hogan C. J Am Genatr Soc 2002
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Step 2. Assess

*Symptoms
* Assess symptoms and
needs across all domains,
including emotional,
physical, psycho-social,
spiritual and
bereavement.

* Screen regularly using
validated tools. Edmonton

Symptom Assessment Tool

(ESAS) should be used
regularly to screen for the
intensity of nine common
symptoms.

Edmonton Symptom Assessment System
Revised (ESAS-r)

Please circle the number that best describes how you feel NOW:
No Pain o 1 2 3 4 5 6 7 8

No Tiredness O 1 2 3 4 5 6 7 8
(Tiredness = lack of energy)

No Drowsiness 0O 1 2 3 4 5 6 7 8
(Drowsiness = feeling sleepy)

MNo Nausea 0
Mo Lack of Appetite 0

Mo Shortness of 0
Breath

Mo Depression 0
{Depression = feeling sad)

No Anxiety 0
(Anxiety = feeling nenous)

Best Wellbeing 0
(Wellbeing = how you feel overall)

1 2
Other Problem (For exampile constipation)

Worst Possible
Pain

Worst Possible
Tiredness

Worst Possible
Drowsiness

Worst Possible
Nausea

Worst Possible
Lack of Appetitie

Worst Possible
Shortness of Breath

Worst Possible
Depression

Worst Possible
Anxiety

Worst Possible
Wellbeing

Worst Possible




L= Clrcle Of Care .
Victoria Hospice
i ‘ 1 SOCIETY

A S S e S S Palliative Performance Scale (mess\{oi)z

Ambulation Activity & Evidence of Self-Care Intake Conscious Level
Disease
Normal activity & work

No evidence of di
Normal activity & work

* Performance status o

Some evidence of di
Unable Normal Job/Work

* In palliative care we use the | e

nificant
Unable to do any work

Palliative Performance Scale Sl W =7+l

Extensive disease
Unable to do any activity

(PPS) as a means of tracking e e
Totally Bed Unable to do any activity

performance status in our o | s G

L]
at e nts Instructions for Use of PPS (see also definition of terms)
p I ° 1 PPS scores are determined by reading horizontally at each level to find a ‘best fit' for the patient which is then
assigned as the PPS% score.

2 Begin at the left column and read downwards until the appropriate ambutation level is reached, then read across to

* The PPS is not designed to be e e L=l homsiescouats
(columns to the left of any specific column) are ‘stronger’ determinants and generally take precedence over others.

prognostic; however, as et o s D o o o e o s Sy o
Exampie 2: A patient who has become paralyzed and quadriplegic requiring total care would be PPS 30%. Although

functional status declines, life B o e s o e LA B ot o) oS SR e

care including lift'transfer. The patient may have normal intake and full conscious level.
Example 3: However, if the n legic and bed bound but still able to do some self-care such

expecta ncy typica”y decreases as o2 1ocd themseives, then the PP would b higher 8¢ 40 or S0% since he or she 1 ol 1otal care.

PPS scores are in 10% increments only. Sometimes, there are several columns easily placed at one level but one
or two which seem better at a higher or lower level. One then needs to make a ‘best fit' decision. Choosing a 'half-
| I fit' value of PPS 45%, for example, is not correct. The combination of clinical judgment and “leftward precedence’
We is used to determine whether 40% or 50% is the more accurate score for that patient.
. PPS may be used for several purposes. First, it is an excellent communication tool for quickly describing a
patient’s current functional level. Second, it may have value in criteria for workload assessment or other
measurements and comparisons. Finally, it appears to have prognostic value.

Copyright © 2001 Victoria Hospice Society




Assess

* Understanding

* Does the patient and family
understand the progressive nature
of their illness?

* Does the patient and family

understand the incurable nature of
their illness?

* Explore patlents questions, for
example, is the patient asking about
Prognosis?




Step 3. Plan/Manage

* Care planning:
* Advance Care Planning (ACP)
* Goals of Care
* End-of-life planning

* Consider the following:

* Consider consult with or referral to palliative care for complex
symptom management issues.

* ldentify most responsible physician if transfer of care required.
* Facilitate communication of the plan of care when there is a
transfer to a new setting.

* Manage symptoms




Plan/Manage

* Manage symptoms
* Promptly manage symptoms and needs through use of symptom guides
such as the Pallium Pocketbook.

* Refer to other members of the interdisciplinary team to ensure holistic
symptom management (Social Work, Clinical Spiritual Care, and
Psychology when available).

* Refer to palliative care specialists for complex symptom management
issues.

STANDARDIZED ASSESSMENTS AND MONITORING (SAMS) TOOLS RECOMMENDED RESOURCES




Referrals (patients/families)

* Examples of resources that can be considered to
support patients and families:

* Community Care (EMP) — Consider for
functional/performance level needs (PPS < 60)

* Palliative/Pain/Supportive Consultation — Consider
for complex symptom management issues

* Nutrition/dietitian

* Physical/occupational therapy
* Spiritual services

* Psychology/psychiatry

* Social work

* Community support services

* Hospice




Recommended Tools

The Surprise Question

Edmonton Symptom Assessment System - revised (ESAS-r / EESE-r)
Palliative Performance Scale - PPSv2

Standardized Mini Mental State Examination (SMMSE)

Montreal Cognitive Assessment (MoCA)

Confusion Assessment Method (CAM) (Pallium and LTCF)

Nursing Delirium Screening Scale (NUDESC) / Delirium Rating Scale (DRS)
Hospital Anxiety and Depression Scale (HADS)

Distress Thermometer

Caregiver Burden Scale

Bereavement Assessment Tool (BRAT)

Brief Pain Inventory (BPI)

OPQRSTUV Pain Acronym

Wong Baker Face Scale (for children and non-verbal patients)
Opioid Risk Assessment




Why SAM Tools?

* The use of standardized
assessment tools can improve
communication and
collaboration between
healthcare providers and
organizations.

* This will improve the patient
experience across all sectors.




SMMSE —
Standardized
Mini Mental

State
Examination

The Mini-Mental State Exam

Patient

Examiner

Maxirmium

5
5

What is the (vear) (season) (date) (day) (month)?
Where are we (state) (country) (town) (hospital) (floor)?

Registration

MName 3 objects: 1 second to say each. Then ask the patient
all 3 after vou have said them. Give 1 point for each correct answer.
Then repeat them until hefshe learns all 3. Count trials and record.
Trials

Attention and Calculation
Serial T's. 1 point for each correct answer. Stop after 5 answers.
Alternatively spell “world” backward.

Recall
Ask for the 3 objects repeated above. Give 1 point for each correct answer.

Language
MName a pencil and watch.
Repeat the following “No ifs, ands, or buts”
Follow a 3-stage command:
“Take a paper in vour hand, fold it in half, and put it on the floor”
Read and obey the following: CLOSE YOUR EYES
Write a sentence.
Copy the design shown.

Total Score
ASSESS level of consciousness along a continuum
Alert Drowsy Stupor Coma

"MINI-MENTAL STATE." A PRACTICAL METHOD FOR GRADING THE COGNITIVE STATE OF PATIENTS FOR THE CLINICIAN.

https://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc- Journal of Pegchiatric Research, 12(3): 189-198, 1975. Used by permission.

guidelines/cogimp-smmse.pdf



https://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/cogimp-smmse.pdf

MONTREAL COGNITIVE ASSESSMENT (MOCA®) Education: Date of birth:
Version B English Sex: DATE:
VISUOSPATIAL fEXECUTIVE

Copy Draw CLOCK (| Ten past eleven )
cube {3 points )

Montreal N
Cognitive

Assessment —

e Read list of words, subject must VELVET CHURCH

repeal them Do 2 trials, even if 152 triad is successtul.
Dio & recall after & minutes.
240 TRIAL
ATTENTION Resd st af digits [ 1 digit/ sec. ). [ 2 5 4
7

Subject has to repeat them in the forward arder.

1 18
Subject has to repeat them in the backward order. [ 1 a4 2

Read list of letters. The subject must tag with his hand at each letter A No points if & 2 ermors
[] FEACMMAAIKLBEAFAKDEAAAIAMOFAAR

Serial 7 subtraction starting at 100. [] s [] 86 [1 ™ [1 7= [] &s
4 or 5 cormect subtractions: 3 pts, 2 or 3 oorrect: ¥ prbs, 1 comect- 1 pit O cormact: O

HAepeat: | only know that lohn & the one to belp today. [ ]
The cal always hid under the couch when dogs were in theroom. [ ]

Fluency: Mame masimum number af wards in one minute that begin with the ketter F. [ 1 (N =7 words)

ABSTRACTION Similasity between e.g banana - arange = fruit [ 1 train-bicycle [ 1 watch - ruler

DELAYED RECALL [R5 FACE WELVET CHURCH DAISY RED Poimits for

Has bo recall woesh WMCLED

Memary 7] wmnocu (1 (1 11 11 |r1 socail iy

Index Scare 2 Catagory cua
{MIS) | MuRiple cholce cue

MIs = f15

ORIENTATION [ 1Dawe [ 1 month [ 1 ¥ear [ 1Day [ 1 Pace [ 1 ity

https://championsforhealth.org/wp-content/uploads/2018/12/MOCA-8.1.8.2- © Z Naweckiine MD www.mocatest.org mis: /15

Administered by: {Mormal = 26/30)

Eng"sh,l!df Training and Certification are required to ensure accuracy Add 1 point [f = 12 yr edu



https://championsforhealth.org/wp-content/uploads/2018/12/MOCA-8.1.8.2-English.pdf

The diagnosis of delirium by CAM requires the presence of BOTH features A and B

A. Is there evidence of an acute change in mental
Acute onset status from patient baseline?

and Does the abnormal behavior:

» come and go?

Fluctuating course » fluctuate during the day?

» increase/decrease in severity?

B. Does the patient:

Inattention » have difficulty focusing attention?

» become easily distracted?

» have difficulty keeping track of what is said?

CAM - Confusion
Assessment

AND the presence of EITHER feature C or D

Method (Pallium
and LTCF)

C. Is the patient’s thinking

Disorganized » disorganized

thinking » incoherent

For example does the patient have
~ rambling speech/irrelevant conversation?
» unpredictable switching of subjects?
» unclear or illogical flow of ideas?

Confusion Assessment Method

D. Overall, what is the patient’s level of
Altered level of consciousness:
consciousness » alert (normal)

~ vigilant (hyper-alert)
lethargic (drowsy but easily roused)
stuporous (difficult to rouse)
comatose (unrousable)




Nursing
Delirium

Screening Scale
NUDESC/

Delirium Rating
Scale (DRS)

Disorientation

Inappropriate Behavior
Inappropriate Communication
llusions/Hallucinations
Psychomotor Retardation
NuDESC Score

Disorientation

0=Alert, oriented to person, place, time
1=Disonented but easily reoriented
2=Disoriented x2 or x3 not easily oriented

Ilnappmptido Behavior

0=Calm Cooperative
1=Restless and cooperative
2=Agitated pulling at devices climbing over side rails

Ilnapptoprido Communication

0=Appropriate
1=Unclear thinking or rambling speech
2=Incoherence, nonsensical or unintelligible speech

lllusions/Hallucinations

0=None Noted
1=Paranoia, fears
2=Hallucinations, distortions of visual objects

|P:ychomotor Retardation

0=None
1=Delayed or slow responsiveness
2=Excessive sleeping, somnolent, lethargic

NuDESC Score

]Imons if Nusc sore greater than or equal to 2:

Score NuDESC every shift, every day and if
there is a change in mentation that occurs
anytime during the shift.

Each cell contains 3 descriptors to choose
from.

This is an observational screening tool. Please
use your best judgment as to what the
patient is demonstrating.

Delirium can have fluctuating behaviors, one
moment calm, and the other moment agitated.
Please score tool again if behaviors change.

Use Family Caregiver Sheet if patient has
cognitive impairment and is cared for by
family members to give us insight to their
needs.

Perceptual distortions accompanying
delirium are usually visual.

Delirium can be hypoactive, hyperactive or
mixed. Be aware that hypoactive is the least
detected by clinical staff.

Score > or = to 2 indicates patient is
screening positive for delirium.
Take action!




Hospital Anxiety and Depression Scale (HADS)

Tick the box beside the reply that is closest to how you have been feeling in the past week.
Don’t take too long over you : your immediate is best.
D A
I feel tense or ‘wound up™: I feel as if | am slowed down:
Most of the time MNearly all the time
A lol of the time Very often
From time to time, occasionally Sometimes
Mot at all Mot at all

1still enjoy the things | used to I get a sort of frightened leeling like
enjoy: "butterflies’ in the stomach:
Definitely as much Mot at all

Mot quite so much Oocasionally

Only a litte Quite Often

Hospital ST

something awful is about to I have lost interest in my appearance:
happen:

Very definitely and guile badly Definitely

| |
*fes, bul nol loo badly 1 don't lake as much care as | should
A little, but it doesn'l worry me I may nol take quile as much care

Mot at all | take just as much care as ever

I can laugh and see the funny side I feel restiess as | have to be on the

Depression e e

Definitely notl 50 much now Mot very much
Mot at all Mot at all

Worrying thoughts go through my I look forward with enjoyment 1o
mind: things:

Ca e A great deal of the time As much as | ever did
A lot of the time Rather kess than | used to

From time to time, but not too often Definitely less than | used to
Only occasionally Hardly at all

1 feel cheerful: I get sudden feelings of panic:
Mot at all ] Very often indeed

Mot often B Quite often

Sometimes 1 Mot very often

Most of the time Mot at all

I can sit at ease and feel relaxed: I can enjoy a good book or radio or TV
program:

Definitely Ohen

Usually Sometimes

Mot Often Mot often

3 Mot at all 3 Very seldom

Please check you have answered all the questions

Scoring:

Total score: Depression (D) Anxiety (A)
0-7 = Normal

8-10 = Borderline abnormal (borderline case)

11-21 = Abnormal (case)




Distress Thermometer

NCCN DISTRESS THERMOMETER

Distress is an unpleasant experience of a mental, physical,
social, or spiritual nature. It can affect the way you think,
feel, or act. Distress may make it harder to cope with having
cancer, its symptoms, or its treatment.

Instructions: Please circle the number (0-10) that best
describes how much distress you have been experiencing in
the past week, including today.

Extreme distress

No distress

PROBLEM LIST

Have you had concerns about any of the items below in the past
week, including today? (Mark all that apply)

Q Pain

O Sleep

Q Fatigue

QO Tobacco use

QO Substance use

QO Memory or concentration

QO Sexual health

O Changes in eating

QO Loss or change of physical abilities

Emotional Concerns

O Worry or anxiety

O Sadness or depression

QO Loss of interest or enjoyment

Q Grief or loss

Q Fear

Q Loneliness

Q Anger

O Changes in appearance

QO Feelings of worthlessness or being a
burden

Social Concerns
QO Relationship with spouse or partner

Q Relationship with children
Q Relationship with family members

O Relationship with friends or coworkers
O Communication with health care team

Q Ability to have children
Q Prejudice or discrimination

Practical Concerns

Q Taking care of myself
Q Taking care of others
Q Work

Q School

Q Housing

Q Finances

Q Insurance

Q Transportation

Q Child care

Q Having enough food
Q Access to medicine
Q Treatment decisions

Q Sense of meaning or purpose
Q Changes in faith or beliefs
Q Death, dying, or afterlife

Q Conflict between beliefs and
cancer treatments

Q Relationship with the sacred
Q Ritual or dietary needs

Other Concerns:

Note: All recommendations are category 2A unless otherwise Indicated.

Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.




Caregiver

Burden Scale

We are asking you for information about your present situation. The present sit-
uation comprises your caregiving deduced from the illness of your family mem-
ber (or friend).

The following statements often refer to the type of your assistance. This may be
any kind of support up to nursing care.

Please draw an “X* for the best description of vour present situation.
Please answer every question!

strongly

i

disagree  strongly

=9

00 D0 OO0 00O ¢

. My life satisfaction has suffered
because of the care.

.l often feel physically exhausted.

. From time to time [ wish [ could “run
away™ from the situation I am in.

. Sometimes [ don’t really feel like
“myself™ as before.

. Since [ have been a caregiver my
financial situation has decreased.

. My health is affected by the care
situation.

. The care takes a lot of my own
strength.

.| feel tomn between the demands of my
environment (such as family) and the
demands of the care.

. 1 am worried about my future because
of the care [ give.

. My relationships with other famaly
members, relatives, fnends and
acquaintances are suffering as a result
of the care.

OO0 D0 OO0 O00O0dOgs
00 00 000 000
o0 00000 000




Appendix E: Bereavement Risk Assessment Tool

— ™ T —— [

Risk Indicators and Protective Factors O—

L Kinship

[0 a) spouseipartner of patient or deceased

D b) parent/parental figure of patient or deceased
N Caregiver

[ ) tamity membser or triend who has taken primary responsibility for care
. Mental Health

[0 a) sigeticant menal liness (eg major o andety )
b) sigr mental y leg stroke, head injury)
IV. Coping
0w abuse / specity
[ b) considered suicide (0o plan, no previous atlempt)
[ & has suicide plan and a means 1 carry # out OR has made previous aiempt
O @ ses GARSNG Own CopIng. Now of In Ature
[ o) heightened emctional states (anger. guilt, anxioty) as typical response 10 stressors
ny \gipining for the oR ing thoughtsimages > 3 months®
D Q) declines avalable rescurces of support
D h) inabilty 1o experience grief feelings or acknowiedge reality of the death > 3 months™
V. Spirituality / Religion

w0 beliets / loss of meaning or faith / spirtiual distress

BRAT — Bereavement [

[ ) recent non-death lossos (eg divorce, moving

0O o se omer with it g iiness / injury (ofher than pasentideceased)
VI Previous Bereavements

Assessment Tool T

[0 & death or loss of parentiparental figure during own chidhood (less San age 19)
VIL Supports & Reiationships

[ 2 teck of socal support/social isokats o real - o9

D b) cultural o language barriers 10 support

O ¢ teng g of current i) the tarsly

Oa with pati {eg abuse, dependency)
IX. Children & Youth

figure significanty comp by hisher own griel
X. Circumstances Involving the Patient, the Care or the Death
a) patient/deceased less than age 35
B) lack of preparedness for the death (as o by
€) distrozs witnesting the death OR doath perconved as preventable”
o) violent, OR i Soath (eg sucide, caume)”
©) significant anger with OTHER health care peoviders (eg "my GP missed the diagnosis”)

N signiicant anger with OUR hospice paliative care program (eg “you kiled my wife”)
Factors

a) mmu;ho;uynmm

b) perceives AND is wiling 10 acoess strong social Support network
€) predisposed 1o high level of cptimism/positive state of mind

9 spraualireligious beliofs that assist in coping with the death

* this indicator can only be identified after the death

More information on this 100l is available at: www. victoriat 0 o

Used with permission from Victoria Hospice Society, sanscciodahosguice org

BCGuidelines.ca: Palliative Care for the Patient with Incurable Cancer or Advanced Disease
Part 3: Grief and Bereavement: Appendix € (2017)
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BPI - Brief Pain Inventory
m WS L) G

FLEASE USE
BLACK INE PEN

Brief Pain Inventory (Short Form) 7. What treatrments of medbeabions ane you receving for your pamn?

L Throughout our ivea, most of us have had pain from Sme 1o Bme (such a8 minor headaches, spraine, and
foolhaches) Have you had pain other than theee everyday kinds of pain loday?

Oyes Ono

B Inthe Lt 24 howrs, how much relef have pan treatments or medcabons prosded? Pleae
murk the box belcow the peroentage that most shows, how much [ T3] you heeve recereed,

10% 20% 20% 40% S0% G0%  70%  80%  80%  100%
g o 0o o o o o o o o o
Redier

Rl

2. On e dlagram, shade In the areas where you fedl pain. Put an X on the area that hurts the most
Front Sack
e e - Saw

3. Mark e box besids the number that describes how. during the past 24 howms, pain hes inbsmemsd
with your:

A. General Actiity

01 Oz Oz O s Os ar as Oz mil]
It feres

Oz QO Os O DO 0O

4y
3 rais your pain by marking ihe box besids the number that best dsecribes your pain af its [T
last 24 howrs

the
n
O O DO2 0O O« Os O O O= QOs QOw
No Pain Az Bad As
You Can imagine

Pan
4. Please rale your pain by marking the box beside the number that best descrides your pain at its
LI i the tast 24 hours

Oc O O2 0O 0O+« 0Os O Or O 0O QO

No Pain As Bad As

Fan You Can magine
S. Piesos rafe your pain by marking the box besice the number that best dsscribes your patn on the [TF Y

O O O2 O3 0O+« 0Os O O O O QO

e PFain Az Bag As

Fan You Can magine Os Os
€. Piease mie your pain by marking he box besids the number that teila how much pain you have = 1 TTA

Oc O DO2 O3 O« Os O O O O¢ QOvw 0= Oe

Ne Pain Az Baa Az

Pan You Can imagine

e A AFen e Coppighl T Chaies & Clesend, PrD
Pary Amswrcs Group

A A reetew]
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Symptom Assessment Acronym "O.P.Q.R.S.T.U.V."
Acronyme d’évaluation des symptomes « O.P.Q.R.S. T.U.V. »

() Onset When did it begin? How long does it last? How often does it occur?

Origine (apparition) Quand lc symptome a-t-il commence ? Pendant combicn de temps dure-t-il ?
e ) A quelle fréquence sc produit-il ?

What brings it on? What makes it better? What makes it worse?

Qu’est-ce qui déclenche le symptéme ? Qu'est-ce qui accentuc le symptome ?
Qu’est-ce qui diminuc le symptome ?

What does it feel like? Can you describe it?

Quelle sensation le symptome vous donne-t-il ? Pouvez-vous la décnire ?
Where is #t? Docs it spread anywhere?
O le symptome sc produit-il 7 Est-ce que le symptome se déplace vers d'autres endroits ?

- What 1s the intensity of this symptom (On a scale of 0 to 10 with 0 being nonc and 10 being
a I l l worst possible)? Right now? At best? At worst? On  average?
Quelle est l'intensité de ce symptéme (sur une échelle de 0 & 10, ot 0 signific avcun et 10

¢tant le pire que vous puissicz imaginer) ? Au moment présent ? Lorsque le symptome est a
son micux ? Lorsque le symptéme est a son pire ? En moyeane ?

AC ro I l I I I Is the pain constant? Docs it come and go? Is it worse at any particular time?
What medications and treatments are you currently using? How cffective are these?

Do you have any side effects from the medications and treatments?

Le symptome est-il constant ? Est-ce qu'il disparait pour réapparaitre par la suite ?
Est-il pire 2 un moment quelconque ? Quels sont les médicaments que vous prencz et les
traitements que vous suivez actucllement ? Dans quelle mesure sont-ils efficaces ?

Les médicaments et les traitements causent-ils des effets secondaires ?

What do you believe is causing this symptom? Are there any other symptoms with this
symptom? How is this symptom impacting you and your family?

Sclon vous, qu'est-ce que cause le symptome ? Le symptome est-il associé a d'autres
symptomes ? Quel est I'effet de ce symptome sur vous et sur votre famille ?

What is your goal for this symptom? What is your comfort goal or acceptance level for this
symptom (On a scale of 0 to 10 wath 0 being none and 10 being worst possible)? Are there
any other views or feclings about this symptom that are important to you or your family?
Is there anything clse you would like to say about your pain that has not been discussed or
asked?
Quel est votre objectif relativement & ce symptome ? Quel st votre objectif en matiére de
confort ou votre niveau acceptable pour ce symptome (sur unc échelle de 0 a 10, ot 0 signific
aucun ct 10 ¢tant le pire que vous puissicz imaginer) ? Y a-t-il d"autres pomnts de vue ou
sentiments concernant cc symptome qui sont importants pour vous ou pour votre famille ?
Y a-t-1l quelque chose de particulicr que vous voulez dire au sujet de votre douleur, dont nous
n"avons pas discuté ?

Adapted from the Registered Nurses of Ontario (RNAQ). (2013), Asseisement and Management of Pain (3 Ed.)

Adapté de 'Association des infirmiéres et infirmicrs autorisés de I'Ontario. (2013). Evabeation et prise en charge de la doulewr (Y Ed ).




Wong Baker Face Scale
(for children and non-verbal patients)

Wong-Baker FACES® Pain Rating Scale

Hurts Hurts Hurts Hurts
Little Bit Little More Even More Whole Lot




Opioid Risk Assessment

This tool should be administered to patients upon an initial visit prior to beginning opioid therapy for
pain management. A score of 3 or lower indicates low risk for future opioid abuse, a scoreof 410 7
indicates moderate risk for opioid abuse, and a score of 8 or higher indicates a high risk for opioid abuse.

Mark each box that applies Female Male

Family history of substance abuse

Alcohol

lllegal drugs

Rx drugs

Personal history of substance abuse

Alcohol

Illegal drugs

Rx drugs

Age between 16—45 years

History of preadolescent sexual abuse

Psychological disease

ADD, OCD, bipolar, schizophrenia

Depression

Scoring totals




Key points

- Early implementation of a palliative care approach will improve
quality of life and overall patient and family experience

- The minimum recommendation is to implement the Surprise
Question, ESAS, and PPS

» Use of SAM Tools can improve communication and collaboration
between healthcare providers/organizations




Questions ?
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