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Section I: Abstract
Problem: Patients with stage IV cancer have a high mortality rate. Evidence shows that patients
have a better quality of life when they receive specialty palliative care (SPC) services. In the
microsystem of focus for this project, referrals to SPC are not automatic, and there are no
triggers to help the oncologist decide when to refer during a patient’s terminal illness trajectory.
Siloes between oncology and SPC exist, which leads to a lack of communication and
coordination of care, ultimately affecting patient access to support services from SPC.
Context: A multi-disciplinary SPC clinic and a referring oncologist within the same facility
partnered to improve early SPC among patients with certain high mortality cancers.
Intervention: A weekly oncology/palliative care team huddle was instituted to improve
communication and proactively refer, discuss, and plan patient coordination of care.
Communication tools were created to enhance patient education and team communication.
Measures: Pilot goal was to increase SPC consultation and ongoing follow-up support for stage
IV gastrointestinal cancer patients by 20% from a baseline of 37% from February 2021 to 57%
by June 31, 2021, for one participating oncologist patient panel.
Results: At baseline, 37% (20 out of 54) of patients received SPC consultation and ongoing
support. After the huddle interventions, scripted introduction, and direct bookable appointments,
68% (52 out of 76) of patients received SPC consultation and ongoing support. Of the nine
patients who died during the project, six died at home with hospice support and three died in the
hospital on comfort-only orders.
Conclusion: A collaborative and coordinated huddle with oncology resulted in improved
consultation and ongoing routine follow up, which benefited the patient and the family by having

a peaceful and dignified death concordant with their goals and wishes. The organization



benefited by having terminal patients expire with support from hospice or expire without
receiving aggressive or ineffective treatment.
Keywords: Palliative Care; specialty palliative care; Gl cancer; gastrointestinal cancer; stage IV

cancer; end-of-Life, advance care planning; concordant care



Section I1: Introduction

Patients who experience a cancer diagnosis often have significant physical, emotional,
and psychological burdens and are faced with having to make complicated healthcare decisions
that can evoke fear and anxiety (Hui et al., 2018). Aggressive forms of cancer continue to exist
despite advances in medical treatment, with some cancers having less than a 5-year survival rate
(American Society of Clinical Oncology, 2021; McGuigan et al., 2018). Rapid physical decline
and increased symptom burdens can limit the time a patient and their family have to cope,
comprehend, and plan for medical treatment preferences, including end-of-life care.

Specialty palliative care (SPC) is a supportive care service made up of professional
disciplines (physicians, nurses, social workers, and chaplains) who are expert in “symptom
management, psychosocial and spiritual care, caregiver support, patient-clinician
communication, complex decision making, and end-of-life care” (Hui et al., 2018, p. 357),
particularly skilled at supporting the person who is living with a terminal or life-limiting illness.
SPC has several components to its mission as a specialty service, focusing on an integrated
teamwork approach to treating patients based on a holistic view—the patient and their family as
one unit and supporting them through different stages of their illness. Management of pain and
symptom burdens is a primary goal of all healthcare; however, SPC concerns itself with complex
or refractory symptom burdens. Caring and compassion by all members of the team are expertly
administered to patients who may manifest their physical and emotional burdens in various ways.
The team often focuses on eliciting information from the patient and their family about what they
wish and hope for as they face their illness. Working together, the team aligns medical treatment
preferences so that care is medically appropriate, culturally sensitive, and consistent with patient

wishes, with a goal of helping to achieve optimal quality of life and a dignified peaceful death.



SPC trained professionals are also expert facilitators at helping patients and their families plan
for end-of-life healthcare decisions.

The trained physician has a deep understanding of many life-limiting illnesses, including
cancer, and how they manifest clinically to prepare the patient and prevent suffering to the
highest extent possible. They are experts at treating refractory pain and other physical burdens,
such as nausea, vomiting, fear, and anxiety. Specialty-trained palliative care physicians are often
hospice physicians who possess expert knowledge to determine hospice eligibility. Nurses
trained in SPC provide expert clinical triage and assessment to guide the patient or family
through the complexities of the healthcare system. They frequently monitor a patient’s response
to pain medication regimen and provide emotional support. The palliative care team of nurses,
social workers, and chaplain engage in compassionate conversations with patients and their
families, often without the assistance of a physician. The medical social worker regularly
provides a myriad of resources to help the patient and family survive financial setbacks and
provide additional caregiver resources while addressing emotional and existential burdens. The
chaplain is particularly skilled at connecting on a spiritual and emotional level with patients and
their families. They offer spiritual guidance and help the patient and family draw from their own
religious or non-religious faiths to cope, adjust, gain acceptance, and find peace, which can
ultimately improve their quality of life.

Despite all the beneficial services that SPC provides, the World Health Organization
(WHO, 2020) estimates that only 14% of people who need palliative care actually receive it.
Palliative care is, unfortunately, often misunderstood and underutilized (Hawley, 2017).

In the clinic setting, a referral to SPC is usually at the discretion of the oncologist or

primary care physician. However, an automated, population-based method of clinical diagnosis



codes and other clinical criteria found in the electronic health record is often used to identify
patients who may benefit from SPC. An automated referral system removes the ambivalence or
emotional aspects of making the referral and provides consistency and objectivity to process. As
of January 2021, 659 patients were identified as having a cancer diagnosis through the
identification system. These patients are presumed to have significant illness burden and have
been enlisted in the Supportive Care Services-Specialty Palliative Care Cancer Registry. Of
those patients, only 26% (171 patients) have received a SPC consultation and ongoing support
(see Appendix A). Technological limitations and a lack of widespread workflows create a lack of
awareness for the referring physician regarding which patient is included in the SPC cancer
registry, therefore hindering the referral process.

In a recent study, Schenker et al. (2018) cited common misperceptions by oncology
physicians about palliative care as one major barrier for early referrals to palliative care for
patients with advanced pancreatic cancer. Sullivan et al. (2019) noted, “Despite its potential
association with positive outcomes, palliative care is often underused or delivered too late in the
disease trajectory to provide meaningful benefit” (p. 1703). Another reason cited in the evidence
is a reluctance to refer due to fear of upsetting the patient or making them feel abandoned. Not
understanding the benefits of palliative care or feeling as though they somehow failed the patient
were also cited as barriers (Hawley, 2017). According to Hawley (2017), patients and their
families resist palliative care and associate it with end of life, hospice, or a substitution for dying.
This hesitancy or avoidance is often based on cultural taboos or societal norms that prohibit
openly discussing one’s mortality. Additionally, fear of others losing hope in them or loosing

medical services were also valid points found in the evidence.



In preparation for the project, manual chart review of the patient panel for the
participating oncologist found that out of 54 patients diagnosed with high mortality (stage IV
gastric, esophageal, hepatic, biliary, pancreatic, and late-stage colon) cancer, only 20 patients had
received ongoing palliative care support, with a resulting 37% supportive care rate at baseline
(see Appendix B). These data suggest that opportunity exists for providing coordinated cancer
care with integrated support by SPC at the appropriate intervals during the disease trajectory.

SPC services were first instituted at the participating medical center over a decade ago to
align patient-centered goals with complex treatment options for patients living with serious or
life-limiting illness. There are several organizational priorities linked to optimal palliative care
delivery. Hospitals across the nation are focused on decreasing or eliminating unnecessary
spending, particularly on ineffective treatment that may harm the patient or avoidable hospital
readmissions. A study by Cherlin et al. (2016) found that patients who were at end of life, as
evidenced by frequent readmissions, were likely to benefit from palliative care or hospice.
Furthermore, advanced care planning for patients with serious illness, through life care planning,
improving patient quality of life, patient satisfaction, and providing early hospice support, are
metrics that align with the project and garnered considerable support.

Available Knowledge
PICO Question

The PICO question used for the literature search and synthesis of evidence for early SPC
asked: In patients newly diagnosed with stage IV (gastric, esophageal, hepatobiliary, and
pancreatic) cancer (P), does early referral to specialty palliative care (I), compared to standard
referral process (C), lead to improved concordance of care with documented treatment

preferences in the last 3 to 6 months of life (O)?
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Literature Review

The following databases were used in the literature search: CINHAL, PubMed, and
Joanna Briggs. Data were collected and synthesized using the following key words and phrases:
early palliative care, oncology, cancer, specialty palliative care, palliative medicine, end-of-life,
and metastatic cancer. A comprehensive literature search resulted in 10 academic journal articles
from around the world, with an emphasis on five articles (see Appendix C). The five relevant
journal articles were evaluated and rated using the Johns Hopkins Evidence-Based Practice
Research Evidence Appraisal tool (Dang & Dearholt, 2017).

Two large retrospective cohort studies, appraised as Level 11l A, found that patients who
received early SPC services had significantly less hospital-based deaths and significantly more
community deaths, as compared to patients who received late or no SPC (Qureshi et al., 2018;
Sullivan et al., 2019). These studies were helpful in understanding the impact of early palliative
care interventions on quality-of-life and end-of-life care wishes and the financial impact of
patients who choose conservative treatment at end of life.

Schenker et al.’s (2018) randomized controlled trial (RCT) was appraised at Level IB. In
this study, patients who participated in the palliative care arm of the study experienced positive
perceptions of emotional support and symptom management. Negative perceptions were noted
by participants as palliative care services were inconvenient and services were not tailored to the
needs of the patient and caregiver specifically (Schenker et al., 2018). This study was useful in
providing recommendations for a patient- and caregiver-centered approach to SPC.

Warth et al.’s (2019) systematic literature review and mixed effects meta-analysis was
analyzed and appraised at Level I11A. Warth et al. found that psychosocial interventions on

patients facing terminal illness had improved quality of life and significant reduction in
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existential suffering. This study is relevant to the project in demonstrating the impact of
providing the patient and family with grief support.

Temel et al.’s (2010) landmark study was appraised as Level IA. This was a non-blinded
RCT that demonstrated that early palliative care improved quality of life, decreased depression,
reduced aggressive care at end of life, and surprisingly, improved survival. Temel et al.’s study is
a landmark study and is helpful in understanding that consulting with palliative care does not
hasten end-of-life decisions, but rather improves quality of life and in some cases increased life
span, therefore, evident and helpful in dispelling many of the misconceptions, fears, and anxiety
related to accepting palliative care services.

Overall, the body of evidence demonstrates that SPC services overwhelmingly benefit the
patient and family by improving quality of life, while decreasing the associated cost of
ineffective healthcare treatments. Therefore, the goal of the project is to improve communication
with the referring oncologist to increase referrals and consultations to SPC for patients with high
mortality cancer. Having early palliative care services, normalized by the oncology team and in
coordination and conjunction with oncological treatment, will greatly support patient symptom
burdens as their incurable disease progresses to help improve quality of life.

Rationale

The conceptual framework used to drive the project is Kotter’s 8-step change model,
which describes the steps needed to establish a permanent and sustained change process (King et
al., 2019; see Appendix D):

1. Establish a sense of urgency

2. Create the guiding coalition

3. Develop a vision and strategy
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4. Communicate the change vision

5. Empower broad-based action

6. Generate short-term wins

7. Consolidate gains and produce more change

8. Anchor new approaches in the culture

Step 1 of Kotter’s change model describes a need to establish a sense of urgency in order
to mobilize people and organizations toward change. In the initial phase of the project,
discussions with the outpatient palliative care staff were centered around challenges associated
with patients declining SPC services and the inability to establish care with patients before they
experienced significant and debilitating symptoms, often resulting in hospitalization without
significant support and advanced care planning. The team was receptive and understood the
urgency early on.

Step 2 is to create a guiding coalition of early adopters. Project discussions were initially
met with resistance and fear related to increased workload or inadequate support but providing
volume data and scope of the project helped to decrease anxieties. Our SPC nurses who manage
the bulk of our palliative care referrals were early adopters and helped to get the rest of the team
to buy into the project.

Step 3, develop a vision and strategy, required a prior in-depth microsystem analysis and
identification of current practice. In subsequent meetings, the team was approached and asked to
consider proposed workflow and vision for the project. The team was engaged and provided
feedback that was used to improve the workflow.

Step 4 is to communicate the vision for the change. This occurred over several meetings,

individually with the SPC team and collectively with the oncology team. The vision and
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proposed workflows were developed, and the team was encouraged to provide their feedback.
The team worked to address concerns and moved forward with several pilots, including the
weekly oncology/palliative care huddle and script creation.

Step 5 is to empower action. In this phase of the project, the team was empowered to
provide their input and alternative ways to implement the proposed changes. The team was
adaptive to the changes and communicated effectively with the oncology case manager to make
patient care coordination.

In Step 6, create quick wins, the team got a sense of accomplishment during the first two
huddles and seemed to enjoy the process, as exhibited by an increase in engagement and
collaboration. The physicians and other members of the team authentically participated by
listening to each other and respectfully engaged in opposing views. As the project matures and
data collection continues, small wins will be continually shared with the entire team to increase
team satisfaction with the process.

Step 7 is to consolidate gains and to produce more change. The future plans of the project
are to expand to the other oncologists. As the interventions associated with the project mature
and solidify, there will be expected emergence inherent to the dynamic changes.

Step 8 is considered the sustainability step of any change project (Aziz, 2017). As
previously mentioned, the ultimate goal will be to spread the project to the other oncologists and
support each other in our quest for optimal care delivery. One way this can be done is to invite
all the facility oncologists to a weekly or monthly meeting to discuss their patients who are

diagnosed with high mortality cancers or in need of support.



Specific Project Aim
The specific aim of this project is to increase the number of SPC consults and goals-of-
care discussions for patients newly diagnosed with metastatic stage IV gastric, esophageal,
hepatic, biliary, pancreatic, and end-stage colon cancer from 37% to 57%, a 20% increase from

February 19 to June 31, 2021 (see Project Charter. Appendix E).
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Section I11: Methods
Context

Healthcare systems have become much broader and more complicated. As a
consequence, there are opportunities for process improvement at every level of an organization.
In order to embark on any performance improvement project, the clinical nurse leader (CNL)
must understand the complexities within the microsystem, the people involved, how the project
relates to the meso and macro systems, and the goals the project is set to achieve (King et al.,
2019). Utilizing a systematic approach can provide the framework necessary to obtain a
comprehensive assessment of the microsystem. The 5P model is the framework used by CNLs to
assess a clinical setting in anticipation of process improvement (Gerard, 2016). This microsystem
was assessed using the IHI microsystem assessment tool, which incorporates the 5P assessments
(purpose, patient, professionals, processes, patterns, and metrics that matter) and the specialty
care practice profile worksheet from the Dartmouth Institute (see Appendix F).

SPC services were first instituted at this medical center over a decade ago to align
patient-centered goals with complex treatment options for patients living with serious or life-
limiting illness. At the meso and macro level, the goal of palliative care is to decrease utilization
of unnecessary healthcare services and avoidable spending that is incongruent with patient goals
and wishes. At the micro level, staff work directly with patients and their families to support
their physical, mental, and spiritual health. Clinicians assist in illness education, support, and
coordination of care that is in alignment with patient and family goals and wishes.

Patients are referred to SPC at all stages of their illness and “are generally characterized
as complex, with multiple symptoms, psychological, existential and social concerns” (Pask et al.,

2018, p. 1079). They may have a life expectancy of years, months, weeks, or mere days. Patients
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with metastatic cancer, end-stage heart failure, and renal or pulmonary disease make up the bulk
of the referrals. Those who are referred early are usually diagnosed with progressive diseases,
such as dementia, amyotrophic lateral sclerosis, Parkinson’s, or Huntington’s disease. Palliative
care services are provided holistically to patients of all ages and their families. The majority of
patients are elderly, with an estimated 70% over the age of 65 (see Appendix F). A holistic team
approach is the philosophy of palliative care.

The team is comprised of one full-time and two part-time physicians who provide
prognostic information, medications to treat refractory symptoms, and physical assessments.
Two full-time registered nurses (RNs) provide clinical assessments, symptom management, and
goals-of-care discussions. Two full-time masters-prepared medical social workers provide
psychosocial support and resource guidance. Spiritual care and grief support are provided by a
masters-prepared chaplain. The team is cohesive and communicates effectively with each other
and with other disciplines.

SPC is a referral and outreach program. Patients are referred by primary care physicians
or other specialists through an electronic system. Patients are telephonically outreached by the
triage RN and scheduled for an in-person, telephonic, video, or home visit, depending on the
needs of the patient. Unique to palliative care, the visit is patient-centered, holistic, and primarily
patient-driven. The palliative care team members anticipate patient needs based on diagnosis,
chart review, and pertinent information provided by the referring physician and often by patient
families. The consults focus on assessing coping, understanding of the illness, symptom burdens,
prognosis, and eliciting patient/family goals and wishes to improve quality of life.

The majority of SPC referrals are for patients living with cancer. Referrals to SPC are

usually due to refractory pain or other frequent ailments, such as anorexia, nausea, and vomiting.
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Often these referrals are late in the disease trajectory, and patients may have exhausted all
treatment options and are nearing end of life. According to Gaertner et al. (2013), “Patients with
advanced cancer often suffer from burdensome symptoms that affect their quality of life and are
a cause for suffering” (p. 343). Late-stage referrals perpetuate the belief that palliative care is
solely concerned with end-of-life care. Patients who are consulted and receive ongoing support
by SPC are more likely to forgo aggressive and ineffective treatments that can cause harm at end
of life (Sullivan et al., 2019).

End-of-life care is only one component of palliative care. Evidence shows that
oncologists and other physicians often hesitate to give bad news for fear of destroying hope
(Gaertner et al., 2013). This anxiety or fear can perpetuate delays or referral avoidance for
patients to palliative care. Furthermore, as studies suggest, physicians lack education about the
benefits of palliative care and may have difficulty introducing the service or answering questions
from the patient or family. As a result, patients lack an understanding of the benefits of SPC and
frequently decline services. Early palliative care addresses the need for early support of physical
and emotional burdens, advanced care planning, and cooperation and coordination among the
healthcare team. Therefore, the project aims to improve the early palliative care referral process
and increase the number of consultations, while supporting and educating the oncology team.

Intervention
Several interventions were constructed to launch the project toward increasing and
improving early referrals for patients living with aggressive and high mortality gastrointestinal
stage IV cancer. Addressing the need to remove siloes between the team and to improve

communication was the fundamental provision of the project.
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The first intervention was the creation of the huddle between the participating oncologist
and the palliative care team. The palliative care physician leaders, the participating oncologist,
and this author met and came to consensus about when the huddle would be conducted, the
agenda for the huddle, who would participate, and how much the time would be allocated.
Access to the participating oncologist’s patient panel was granted and a thorough chart review
was conducted of all patients with pancreatic, biliary, hepatic, gastric, and colon stage IV cancer.
A gap analysis was prepared from the chart reviews and entered into an excel spreadsheet. The
spreadsheet was prepared with the following columns: patient’s first and last name, medical
record number, age, diagnosis, current participation in palliative care services, date of prior
consultation or outreach, inclusion in the palliative care registry, current plan, code status,
completion of a POLST (physician order for life-sustaining treatment), participation in prior life
care planning conversation, prior completion of an advance directive, number of hospital
admissions in the last 6 months, hospice enrollment, and quality of death (see Appendix G). The
spreadsheet was maintained over the course of the project and updated as each new patient was
identified and with each weekly huddle. Plan of action, outreach response, and clinical
information was updated, and the spreadsheet was sent to all project participants, which served
as a communication tool.

The project was initiated on February 19, 2021, with a staff meeting, where a call to
action was presented, evidence to support the project was presented, and the conceptual
workflow details were provided. The team participated in the creation of the workflow process
(see Appendix H), and approvals from clinic leaders were obtained to reduce clinic schedules to
facilitate huddle participation. Pre-huddle preparations were done by completing weekly

thorough chart reviews and by establishing baseline clinical understandings and future patient
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follow-up appointments. A 30 minute huddle was conducted every Friday afternoon, with
participation from the triage nurse, palliative care physician, oncologist, oncology case manager
nurse, and this author. The main discussion points were patient clinical situation, cancer type,
response to treatment, prognosis, and expert opinion of future anticipated burdens. The palliative
care team provided feedback about patient/family response to palliative care, overall updates,
patient coping, psychosocial insight, and any identified barriers or challenges to patient care.
Palliative care team participants reported back on any patients who declined SPC services and
discussed any barriers or concerns. The team collectively decided on a plan of action tailored
specifically for each patient. A post-huddle debrief was completed among the palliative care
team participants to elicit feedback for huddle improvements and conclusion of plans made.

Establishing a format and agenda for huddle promoted efficiency and effectiveness. Pre-
huddle communication of patients to be discussed allowed the team to prepare a succinct
synopsis of the patient condition and recommended treatment plan. Newly diagnosed patients
were identified by the oncologist as benefitting from palliative care and a plan formulated for
introduction of SPC services and outreach. A referral in the form of an e-consult is submitted
electronically after the oncologist has introduced palliative care to the patient/family, with
rationale and importance for SPC follow up.

The intervention for direct bookable appointments was initiated to provide a coordinated
and seamless transition between the two teams, while removing the need to further outreach the
patient. Work was initiated between the palliative care physician and the information technology
personnel. This intervention required several plan-do-study-act (PDSA) cycles to ensure that the
system was both usable and accurate. In the PDSA cycle, “The goal is for all staff to contribute

to problem solving and to collaborate in designing improvements to add value as defined by the
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client” (King et al., 2019, p. 11). Giving the oncology nurse the authorization to direct book with
SPC demonstrates an integrated program to the patient/family and eliminates outreach
duplication of work by the SPC nurse. The oncology physician or oncology nurse would
introduce and encourage the patient/family to consult with palliative care, answer any questions
or concerns, and upon leaving the oncology visit, they would have their SPC appointment.
Challenges faced were patients being able to direct book, leading to scheduling errors, and the
use of inappropriate time slots and technical difficulties, prohibiting the oncology nurse from
direct booking.

To ensure that the oncologist and the oncology nurse manager introduced SPC accurately
and effectively, a scripted introduction was created by the SPC team as another intervention to
the project (see Appendix I). The creation of the script was started by the SPC nurses and then
sent via email to the rest of the team for additions or edits. Once completed, it was sent to the
oncology team for final review and utilization. The script made it easy for the oncology team to
use when introducing and describing the benefit of SPC, rather than rely on their misconceptions
or misinformation.

To decrease confusion and improve collaboration between the two teams, a service
agreement was discussed in the early phases of the project. The oncologist decided that patients
with chemotherapy initiation and other treatment burdens would be managed by the oncology
team. Refractory or late-stage symptom burdens would be consulted by the SPC team and
handed back to oncology for maintenance, if actively receiving chemotherapy treatments.
Patients who would no longer benefit from oncological treatments would have their symptom
burdens treated by SPC primarily, who would continue working with the patients and their

families as they neared end of life and hospice eligibility.
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Study of the Intervention

Implementation of the interventions was not without challenges or barriers. In the initial
phases of the huddle intervention, there was staff resistance, confusion, and a lack of trust in the
process. Staff verbalized concerns that the huddle would add responsibilities to their already
busy schedules, with the perception of little to no value added to patient care. A PowerPoint
presentation with baseline data, evidence-based information, and several one-on-one discussions
helped get buy-in from the staff and decrease concerns about the time investment.

The huddle was intentionally set as a small test of change limited to four huddles, with
the plan to reassess its longevity and usefulness. The huddle intervention progressed with
multiple revisions through the PDSA process. The first huddle was awkward, uncoordinated, and
lacked timeliness; yet it was also positive, engaging, and exciting to have a platform for patient
care discussion, while developing a superior partnership. Therefore, the huddle intervention went
through a series of PDSA cycles to improve the structure, time efficiency, and content for
discussion. With the recognition of being concise and prepared for the Friday huddles, a pre-
huddle discussion via email was initiated to provide opportunity for preparation, and the huddle
agenda was established. The spreadsheet served as a repository for information discussed, which
was used in future huddles, plans of action, and communication with other team members.

The huddle was found to bring significant value and was extended beyond June 31, 2021.
Future plans to spread to other oncologists is being decided upon as part of the sustainability
plan. Some circulating ideas is to expand the time of huddle to perhaps 2 hours, with several
oncologists participating. Through several PDSA cycles and feedback from staff, the huddle
eventually came together nicely. Time spent was efficient, coordinated, and effective and

resulted in reducing the frequency to every other week in the month of May. Ultimately, the
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team, including the oncologist, verbalized great appreciation in the new partnership and for
improving communication and coordination of care.

The intervention for scripting was less challenging. Palliative care staff volunteered to
draft the initial script, and the draft was circulated among the staff who edited along the way.
The final draft was sent to oncology, who began using the script, with positive results from
patients in the form of referral acceptance to palliative care. The script was created to help the
oncology team normalize and describe palliative care services to patients; however, the biggest
unintended benefit of the scripting intervention was with the oncology physician and nurse
verbalized feeling more at ease when introducing palliative care services.

Given the effectiveness of oncology introductions, the intervention to provide direct
bookable appointments was made to eliminate the added step of calling the patient for an
appointment. The oncology nurse was authorized to book directly onto the SPC appointment
schedule. This intervention gave the patient the perspective of a coordinated and seamless
transition between oncology and SPC services. This intervention required several PDSA cycles
to ensure that the system was both usable and accurate before adopting the change. Challenges
faced were patients being able to direct book, leading to scheduling of inappropriate time slots.
Additionally, several technological issues prohibited the oncology nurse from being able to
direct book. Once the technical challenges were overcome, the system worked appropriately.

The ultimate goal of the project was to make a positive difference in the lives of patients
who are suffering from stage IV gastrointestinal cancer (gastric, esophageal, hepatic, biliary,
pancreatic, and colon cancer). Success for the project is based on the ability to connect with the
patient and family, build rapport and trust, determine how to best support them, and intervene

where possible in the quest for quality-of-life improvement, as evidenced by ongoing follow up
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and completing goals-of-care discussions. The landmark study by Temel et al. (2010) found that
patients who received SPC had improved quality of life, lived longer, and had less distress and
symptom burdens. Given the overwhelming evidence that patients benefit from palliative care
service, the project goal is to increase access to palliative care services for patients with high
mortality gastrointestinal cancer. From a quality perspective, the premise is that effective
palliative care support, education, and alignment of patient goals with treatment preferences
would result in less aggressive utilization of ineffective treatment at end of life, as the evidence
suggests (Sullivan et al., 2019).
Measures

All process improvement efforts require the collection of data and periodic monitoring
throughout the project timeline. The project to improve early SPC among stage IV
gastrointestinal cancer patients had multiple measurements, with the vast majority of the data
collected through manual chart abstraction due to propriety limitations. Outcome, process, and
balancing measures were collected at the start and at the end of the project timeline. Outcome
measures are based on evidence-based practice to improve quality of care. Process measures are
used to monitor throughout the project to ensure that the interventions were resulting in small
improvements toward the targeted goal. Finally, the balancing measures are used to ensure that
the interventions toward process improvement did not have unanticipated negative
consequences.

Two outcome measures were identified for the project: the percent of patients who
received a SPC consult from February 19, 2021, through June 31, 2021, and the quality of death
for those who expired during the project timeline. Baseline denominator data were collected by

identifying the patients with stage IV gastrointestinal cancer for the participating oncologist at
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the beginning of the project (before February 19, 2021). Patients who had a consultation and
ongoing follow-up appointments were collected in the numerator. These numbers were
calculated for the percentage of integrated oncology and palliative care. Patients who were
previously consulted but were not receiving ongoing palliative care support were not included in
the numerator. Post-intervention results were calculated by collecting the number of patients who
were consulted and received ongoing support during the project February 19, 2021, thru June 31,
2021. Patients who were referred, not referred, or declined SPC services were also noted and
calculated before the project and after the project timeline.

The other outcome measure that was important to the global aim of the project was
examining and measuring the manner and quality of death of those who died during the project
timeline. A good death for the project purposes was a death of a patient who did not experience
aggressive or ineffective treatment, but rather a peaceful and dignified death with the aid of
hospice or comfort measures. The reviews of the medical record looked for documentation
regarding goals of care and whether the death was concordant with patient goals and wishes.
The organization metric that mattered to this project was the rate of consultation for patients in
the Supportive Care Service-Palliative Care Cancer Registry. January 2021 baseline data were at
26% for consultation or follow up among the 659 patients identified with a qualifying cancer
diagnosis (gastrointestinal stage IV patients included; see Appendix J). Patients who received an
SPC consultation were calculated into the numerator, contributing toward the overall
organizational improvement goal of 20% increase.

Process measures included the number of referrals and the number of huddle

interventions. The referrals were calculated as an overall rate, with referred patients in the
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numerator over all identified gastrointestinal cancer patients, which were calculated as the
denominator.

The rate of referrals declined, both at baseline and during the project period, served as the
balancing measure. This was an important metric to monitor to ensure that our early referral
intervention did not have a negative consequence with more patients declining SPC services.

Ethical Considerations

There are several ethical considerations related to palliative care and the goal of
increasing consultations. The concept of autonomy is frequently misunderstood or over
simplified. According to literature, healthcare professionals often think that as long as a patient
possesses the capacity to make medical decisions, then they have the right to make bad decisions
or refuse any aspects of medical care, including palliative care. However, according to Grace
(2017), “Honoring autonomy means that the professional is responsible for evaluating what the
person needs in the way of information and assisting the person to interpret all available
knowledge in light of his or her own projects and desires” (p. 19). Individuals, including
healthcare professionals, often misunderstand and, therefore, fear palliative care, and as a
consequence, often decline outreach efforts. Working with referring physicians, patients, and
their families to improve education, communication, and timeliness about the benefits of
palliative care is ethically responsible and relevant, despite initial patient refusals.

Improving access to SPC for patients who have been diagnosed with stage IV
gastrointestinal cancer implies that this patient population should be prioritized to some degree
over others. The concept of prioritizing one patient over another can conjure a series of ethical
considerations. As SPC continues to grow, the demands for services are outpacing the

availability of resources (Philip et al., 2019). In order to maintain some form of equity, patients
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are prioritized by employing the role of triage. Triage in healthcare is well established and is
particularly important when allocating a scarce resource by distributing the resource in a just
manner based on a series of criteria.

The performance improvement project prioritized one participating oncologist and his
patients, while all other referrals were handled in the traditional way. Patients were contacted by
the triage nurse, who performed an in-depth assessment of the medical condition, latest test
results, and recent medical visits prior to contacting the patient to determine who should be
prioritized for the available appointments. However, there is evidence that patients who have
physical pain are often prioritized over other patients who may have anxiety or distress, leading
to the ethical question: Who is more important? Oncology patients who have an acute process
may be prioritized over patients who exhibit chronic issues.

With improvement in communication and collaboration based on the weekly huddle
between oncology and SPC, the team has become much more unified, and patients are being
prioritized potentially over other physician patients. It will be important to build effective
relationships with all oncology physicians as the project moves to sustainability and spread.
Philip et al. (2019) noted, “Relationships with colleagues within the health service system were
considered important to maintain the network of care for current and future patients and ensure

patient flow across the healthcare system” (p. 580).
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Section IV: Results

Overall, this project, early palliative care for patients with high mortality gastrointestinal
cancer, has been widely successful. Over the last 5 months, the huddle, script introduction of
palliative care by the oncology team, and the direct booking of SPC appointment have become
standard and routine practice. Communication among the team members has improved
considerably, and huddle discussions have become significantly more authentic and relevant,
evolving into a safe zone where the participating members, particularly the oncologist, can share
their fears related to patient condition, concern for future response to treatment, or disease
progression. Patients are being monitored through periodic chart reviews and proper timing
within the patient’s disease trajectory for SPC referral optimization.

The goal for the project was to increase the consultation and ongoing follow up for
patients with high mortality stage IV gastrointestinal cancers (gastric, esophageal, hepatic,
biliary, pancreatic, and colon cancer) and to determine if palliative care consultations contributed
toward end-of-life decisions. Baseline data, collected through chart reviews, found that of the 54
patients diagnosed with high morality stage IV gastrointestinal cancer, 20 patients were receiving
ongoing palliative care support and 13 were never referred. At the end of the project timeframe,
the number of patients who received consultations and ongoing support by SPC rose from 37%
(20 out 54) to 68% (52 out of 76), an increase of 31%, which greatly surpassed the goal of 20%.
The balancing measure was the rate of refused SPC consultations, which went from 13% (7 out
54) to 12% (9 out of 76). Finally, during the project, nine patients died. All nine patients had
received a palliative care consult and ongoing support during their disease trajectory, with the

exception of one patient. Six out of the nine patients who died at home enrolled in hospice, and



the other three died in the hospital and shortly after admission converted to comfort measures

only (see Appendix J for project intervention results).
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Section V: Discussion
Summary

Overwhelming, evidence demonstrates that early SPC consultation and ongoing support
can have significant positive effects on a patient’s quality of life and death, communication and
collaboration is enhanced between the medical teams, and organizations benefit from decreasing
medically ineffective treatment at end of life.

Patients who are diagnosed with a terminal cancer may have many physical, emotional,
and existential burdens, which can decrease quality of life and effect medical treatment choices
that are too often, incongruent with their overall goals and wishes. When cancer is particularly
aggressive and prognosis is poor, patients and their families need emotional support combined
with realistic and compassionate goals-of-care discussions to ensure concordant care. As their
disease progresses, they may need access to resources, disease trajectory education, and
authentic expectations as their disease advances. Goals-of-care discussions, most importantly,
provides the patient and their family with an opportunity to share what’s important to them as
they near end of life.

The oncology care physician and their patients often build strong and trusting
relationships which often span many years and their influence over the patient and their family
cannot be underestimated. The concept of SPC in the physician-patient relationship is multi-
faceted and dynamic. Extending support to the oncology team through enhanced communication
and collaboration with SPC ultimately benefits the patient and fortifies the professional
relationship across the entire medical team. Through the huddle intervention the oncology team
ultimately gained confidence and knowledge related to SPC services which improved

identification for the optimal timing of SPC introduction and referral submission.
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As our society ages and medical technology advances, our ability to prolong suffering is
also magnified. As healthcare professionals and as future CNLs, it is imperative that patient
advocacy remains at the forefront. Early intervention and ongoing effective collaboration with
the oncology team will lead to improved working relationships that will benefit the patient.
Having a forum for oncology physicians and nurses to discuss cancer patients with palliative care
colleagues provides reassurance, validation, and peer support. The organization benefits from
peer support, judicious use of resources, and improved patient outcomes.

Lessons Learned

There were many lessons learned throughout the project of early palliative care for stage
IV gastrointestinal cancer. Patient’s response to treatment and level of symptom burden helped to
gage the optimal time for referral to palliative care. Patients who were starting to experience
symptom burdens were much more receptive to a palliative care referral, as opposed to outreach,
based on an automated referral on diagnosis alone. Therefore, tailored patient care that meets
them where they are in their illness journey generated better consultation and ongoing
acceptance rates. Patient outreach or direct booking by the oncology team, along with proper
explanation and introduction of palliative care services, also had positive results toward
acceptance of the SPC referral and attending the consult.

Oncology and palliative care were able to formulate a plan of care as patient condition
progressively declined, which helped the patient and family understand and process consistent
medical information. The respective team was able to use the information and plan of action
shared in huddle to increase confidence about how to support the patient/family. The palliative
care team benefited by being supported by the patient’s oncologist and by creating outreach

efficiencies.
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Conclusion
As society ages and the cost of healthcare continues to soar, the need for palliative care
will continue to grow and gain more prominence (Roberts et al., 2018). Through SPC, patients
and their families receive education, support, and guidance toward treatment preferences that are
realistic and in alignment with improved quality of life and death. Coordination and
collaboration between SPC and other medical teams can forge superior partnerships that enhance
patient lives, decreases provider distress, and eliminates misconceptions about the role of SPC to

pave the way for patient centered care that embraces concordant medical treatment.
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Appendix A. Palliative Care Registry
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Appendix B. Baseline Data
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PICO Question: In (P) patients newly diagnosed with stage 1V (gastro-esophageal, hepatobiliary, and pancreatic) cancer does (I) early
referral to specialty palliative care as (C) compared to standard referral process, lead to (O) improved documentation of end-of-life
care treatment preferences in last 3 to 6 months of life.

Study Design Sample Outcome/Feasibility Evidence
Rating
Qureshi, D., Tanuseputro, P., Perez, Retrospective Retrospective Outcome: Level 1HI-A
R., Pond, G. R., & Seow, H.-Y. population-based review of 230,921 Patients who received early palliative
(2018). Early initiation of palliative cohort study of decedents age 18 care services had significantly less
care is associated with reduced late-life | cancer and non- years and older hospital-based deaths and significantly
acute-hospital use: A population-based | cancer patients between April 1, more community deaths, as compared to
retrospective cohort study. Palliative 2010 and December | patients who received late palliative care
Medicine, 33(2), 150-159. 31, 2012 in Ontario, | referrals.
https://doi.org/10.1177/026921631881 Canada
5794 Feasibility:
Useful in understanding the impact of
early palliative care interventions on
end-of-life care wishes.
Schenker, Y., Bahary, N., Claxton, R., | Randomized 30 patient-caregiver | Outcome: Level I-B
Childers, J., Chu, E., Kavalieratos, D., | controlled trial pairs with advanced | Patients who participated in the palliative
King, L., Lembersky, B., Tiver, G., & pancreatic cancer at | care arm of the study found positive
Arnold, R. M. (2018). A pilot trial of the University of perceptions of emotional support and
early specialty palliative care for Pittsburgh Cancer symptom management. Negative
patients with advanced pancreatic Institute perceptions were inconvenience and
cancer: Challenges encountered and services not tailored to the needs of
lessons learned. Journal of Palliative patient/caregiver.
Medicine, 21(1), 28-36.
https://doi.org/10.1089/jpm.2017.0113 Feasibility:
The study gives useful recommendations
for patient/caregiver centered approach
to specialty palliative care.
Sullivan, D. R., Chan, B., Lapidus, J. Retrospective 23,154 patients with | Outcome: Level 1HI-A

A., Ganzini, L., Hansen, L., Carney, P.
A., Fromme, E. K., Marino, M.,

population-based
cohort study

advanced lung
cancer (stage 111B

Study found that patients who received
palliative care in acute or non-acute
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Study Design Sample Outcome/Feasibility Evidence
Rating
Golden, S. E., Vranas, K. C., & and stage 1V) who settings were less likely to die in acute
Slatore, C. G. (2019). Association of received care in the | care settings as compared to patients who
early palliative care use with survival Veterans Affairs did not receive palliative care.
and place of death among patients with healthcare system
advanced lung cancer receiving care in from January 1, Feasibility:
the Veterans Health Administration. 2007 to December Useful study demonstrating the impact of
JAMA Oncology, 5(12), 1702. 31,2013 palliative care on patient quality of life,
https://doi.org/10.1001/jamaoncol.201 particularly when consulted early.
9.3105
Warth, M., Kessler, J., Koeher, F., Systematic literature | 50 randomized and Outcome: Level 11I-A
Aguilar-Raab, C., Bardenheuer, H. J., | review and mixed non-randomized Analysis found that psychosocial
& Ditzen, B. (2019). Brief effects meta-analysis | controlled were interventions on patients facing terminal
psychosocial interventions improve reviewed and 15 illness improved quality of life and
quality of life of patients receiving were included in the | significantly reduced existential
palliative care: A systematic review analysis suffering.
and meta-analysis. Palliative
Medicine, 33(3), 332-345. Feasibility:
https://doi.org/10.1177/026921631881 Useful study demonstrating the impact of
8011 providing patients with grief support as
part of palliative care support.
Temel, J. S., Greer, J. A., Muzikansky, | Landmark study 151 patients newly Outcome: Level I-A
A., Gallagher, E. R., Admane, S., diagnosed with Landmark study in which results
Jackson, V. A., Dahlin, C. M., Non-blinded metastatic non-small | demonstrated that early palliative care
Blinderman, C. D., Jacobsen, J., Pirl, randomized cell lung cancer at improved quality of life, decreased

W. F., Billings, J., & Lynch, T. J.
(2010). Early palliative care in non—
small-cell lung cancer. New England
Journal of Medicine, 363(23), 2263—
2265.
https://doi.org/10.1056/nejmc1010529

controlled trial

Massachusetts
General Hospital,
Boston

depression, reduced aggressive care at
end of life, and improved survival.

Feasibility:

Evidence can be shared with referring
providers and patients who may be
skeptical or fearful in accepting
palliative care services.
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Appendix D. Kotter’s 8-Step Change Model

Kotter’s 8-Step Change Model.

‘ ‘ Step 8.
Make change
Step 7. stick
‘ Build on the
‘ Step 6. Change and
Create Quick dont let up
‘ Step 5. Wins
Empower
Step 4. Action
‘ Communicate
Step 3. the Vision
‘ Create a Vision
- | Step 2. for Change

Forma
Step 1. powerful
Create urgency coalition

Aziz, A.-M. (2017). A change management approach to improving safety and preventing needle
stick injuries. Journal of Infection Prevention, 18(5), 257-262.
https://doi.org/10.1177/1757177416687829
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Appendix E. Project Charter

Project Charter: Improving referral process for specialty palliative care in patients with stage
IV gastric, esophageal, hepatobiliary, pancreatic, and colon cancer.

Global Aim: To reduce patient suffering and improve quality of life and death through palliative
care consultation and ongoing support.

Specific Aim: To increase the number of specialty palliative care consults and support for
patients diagnosed with stage 1V Gl cancer (esophageal, gastric, hepatic, biliary, pancreatic, and
colon) from 37% to 57% by June 31, 2021.

Background:

There exists opportunity for improving communication and coordination of care between
palliative care and oncology. Palliative care is underutilized and misunderstood by healthcare
providers and patient populations. Palliative care is able to support patients with serious illness
and their families through consultations with physicians, nurses, social workers, and chaplains.
Early specialty palliative care integrated within oncology services has been found to reduce
burdens, improve patient’s quality of life, and increase survival (Temel et al., 2010). The
overarching purpose of the project is to improve and increase the referral process for specialty
palliative care in high mortality cancers, such as gastric, esophageal, hepato-biliary, and
pancreatic, to reduce unnecessary suffering and symptom burden.

Sponsors
Assistant Physician in Chief Dr. D.C.
Continuum Administrator G.S.
Assistant Medical Group Administrator R.P.
Physician Lead Dr. S.G.
Chief Division of Oncology/Hematology Dr. M.P.
Goals:

To standardize collaboration and communication among team members in specialty palliative
care (SPC) and oncology by the following interventions:

1. Improve communication among the oncology and specialty palliative care team by
instituting a standard weekly huddle.

2. Support the oncology team to better introduce and educate the cancer patient about SPC
Services.

Improve access for SPC consults by utilizing direct bookable appointments.
4. Reduce unnecessary triage of referrals.
Improve patient education and reference material for SPC services.
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Measures
Measure Data Source Target
Outcome
% of patients who received a Manual chart abstraction 57%
SPC consult
Quality of death experienced Manual chart abstraction 75%
by patients during the project
Process
% of patients referred to e-consult report Tableau TBD
palliative care Manual chart abstraction
% of held huddles with Manual data collection 98%
oncology and palliative care
Balancing
% of patients who declined Supportive care services TBD
SPC referrals regional report Tableau
Manual data collection

Team

Palliative Care MD Co lead Dr. E.L.

Oncology MD Co lead Dr.H.L.

Oncology Clinic RN Manager C.N.

Oncology RN Case Manager R.R.

Specialty Palliative Care RN H.T.

Specialty Palliative Care RN C.D.

Specialty Palliative Care Medical Assistant F.G.

Specialty Palliative Care MSW S.P.

Specialty Palliative Care MSW M.W.

Specialty Palliative Care Chaplain R.K.

References

Temel, J. S., Greer, J. A., Muzikansky, A., Gallagher, E. R., Admane, S., Jackson, V. A., Dahlin,

C. M., Blinderman, C. D., Jacobsen, J., Pirl, W. F., Billings, J., & Lynch, T. J. (2010).
Early palliative care in non—-small-cell lung cancer. New England Journal of Medicine,

363(23), 2263-2265. https://doi.org/10.1056/nejmc1010529



Appendix F. Dartmouth Worksheet

Specialty Care Practice Profile
A. Purpose:
Why doesyourpradice exist?
Site Name: Palliative Care | Site Contact: Diana Stevenson | Date: 091152020
Practice Manager: Cartie Bibb | MD Lead: Dr. Sudha Gattupalli | Nurse Lead: Barbara Morrissey/Huai-En T sai

B. Know Your Patients: Takea closelookintoyourpradtice, create a "highdevel” picture ofthe PATIENT POPULATIONthat you serve. Who
arethey? What resourcesdotheyuse? Howdothe patientsviewthe caretheyreceive?

Est. Age Distribution List YourTop5 £ i z %
D % I L List YourTop 5 consuits Patient Satisfaction Scores Exostent
Birth-10vyears [ 0 1. Cancer 1. Initial consults Experience viaphone
11-18years | 0 2. HeartFailure | 2. followup consults | Length oftimetoget yvou appoirtment | <7days
19-45vyears | 10 3. Renal Failure 3. Joint visits Savwwho patient wantedto see MK
46-64 years | 20 4. Dementia 4. Warm handoffs | Satisfaction with personal manner UMK
E5-7T9years | 40 5. lung failure 5. Home visits Time spent with persontoday JMK
80 + years | 30 List YourTop 5 Referrers Pt Population Census: Dothese # YN
% Females Referrer What are they referming? numbers change by season? (Y/N)
Oncology Terminal illness Patients seeninaday 3
Health Outcomes InpatientPC Ongoing support post DC Patients seeninlastweek | 13
Car_e s cc_mslatent with Adv Heart failure Terminal illness Newpatients inlast month
patient wishes
Mephrology Declined dialysis Encnimterspergrmiuer peryear Qut/IN

*Complete “Through the Eyes of Your Patient”, pg 9
C. Know Your Professionals: Create a comprenensive picture ofyour practice. Who doeswhat and when? Isthe right person doingthe
right activity? Arerolesbeing optimized? Are all roles who contribute to the patient experience listed? YWhat houwrsare you open for business?

Howmany andwhat isthe durdion of your appointment types? Howmany exam roomsdo you currentlyhave? Whatisthe morale of your staff?
3™ Next Cycle | Do youoffer anyofthe folloving?
NS Sy FTEs Diyationin Available Time | Check allthat anoly. i
New FiU Range | X Group Visit
MD Total 13 [ T W TH F S X E-mail
1 12 1 11 [1 [wveb site
Same day X RMClinics
OrNext X Phone Care Management
NP/PAs Total M A& 0 0 0 0 0 0 day for X Registries
Same day | urgent [JrrotacolsiGuidelines
OrMext referrals # ExamRooms 1
RNs Total 2 2 12 [2 12 12 Jo S:gefg{ Routine # MinorRooms
. rting di ] t .
reerss | @llowupis Supporting diagnostic Depts. (&0
LPNs Tatal MA a 1] 0 1] 0 1] Routine discretion Yesdependingontheillness
referrals ofthe = For prognostication
- inici t. L
LNAMAs Total 1 1|1 [1 [1 |1 |o 2':\; " 2:-'.3",:,':1'}'“_ 13& Duration | Comment
Usually NewPt S0 min
lessthan 3 Followeup | 30-80min
Others Total mos. Minor
Patient coordinator 5 5|5 |5 5 5 |0
Staff Satisfaction Scores: see Appendix B %
Secretaries Total Daily roundsare produdive and efcient % Not Satisfied 100%
DoyouuseFloatPool? ____  Yes  _x_ No | feel comfortable expressing perspedives
Do :ouuseon car_ x Yes that differ fom the restoftheteam's? %Strongly Agree | 86%

*Each staff member should complete lhe Personal Skills Assessment_and “The Activity Survey”, pgs 11-13

D. Know Your Processes: Howdothingsgetdoreinthemicrosystem? Who doeswhat? What are the stepby-step processes? Howlong
doesthe care processtake? Where arethe delays? What are the "between" microsystem shand-offs?

1. Trackcycle time forpatients fromthe time they checkin until they leave the office using the Patient Cycle Time Tool List mnges of
timeperprovideron this table, pg 14/15

2. Completethe Coreand Supporfing Process Assessment Tool, pg 16

E. Know Your Patterns: What patterns are present but not acknowedged in yourmicrosystem? What istheleadership and sodial pattern?
Howotten doesthe microsystem meet to discusspatient care? Are patientsand familiesinvolved? What are yourresults and outcomes?

« Doeseverymemberofthepradicemeet | «  Dothemembersofthe pracice s What have you successiully changed? econsult
regularlyas ateam? yes regularlyreviewand discusssafetyand [« Whatare youmostproud of? CareofPC pt

»  Howfrequent'y? Daily reliability issues? Yes «  Whatis yourfinencial pidure? At budget

«  Whatisthe mostsignificant p attem ofvariation? [ *Complete “Metrics that Matter”, pg 22

Dartmouth-Hitchcock Medical Center. (n.d.). Microsystem assessment tool.
http://www.ihi.org/resources/Pages/Tools/ClinicalMicrosystemAssessmentTool.aspx
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Appendix G. Spreadsheet Columns

Currently ss DATE of LEP Regiatry? PC registry?  plan
PCsarvies 7 referral to PC
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Appendix H. Oncology/Palliative Care Workflow

Friday huddle with
Oncology at
Patient referred to oncology- 3:30pm
Case manager triages the case
(Most of the warkup has been dane)
Direct book appointments Dadines: colled
Patient meets with oncology e

Case manager \ . provid
Schedules first consult with
Oncologist (Dr Hoa Le) and

notifies the patient that PC will
be contacting them for an
intake call

: am Assistant will
Palliative care Triage outreach and book 3 attempts
receives the Econsult patient/family using Communication to
and routes to Program standard process and Oncologist and CM
Assistant huddle if declines
recommendations.

E-Consult is sent to SPC with
best time and hov
contact patie

Schedule follow up based on
patient readiness and Huddle
recommendations:
Case manager uses Team consult
the prepared xylp LCP conversation
. Follow up

Symptomatic?

Create
FAQ
Book for
same day

Schedule New/follow
up for team consult
DRAFT 2021.03.10 with MD present



Appendix I. Introduction for Palliative Care Script
Palliative care introduction script

Introduction to Palliative care for patients with
Stage |V Cancer

When you meet with your oncologist, we would
also likeyou to be introducedto our Palliative Care
team.

Palliative Care is about helping you live the highest
quality of life possible and caring for you with your
valuesand wishes in mind. Our team of physicians,
nurses, medical social workers, and chaplainsare an
additional layer of support for you and your family.
We will work along with your Oncology team to
helpreduce negative symptoms, provide emotional
support, offer practical resources, and help
complete your advance care planning needsand
treatment preferences through Life Care Planning.
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Appendix J. Project Intervention Results

Results of project interventions
for one oncologist patient panel with Stage IV Gl cancer from 2/19/2021 to 7/1/2021

Process

Manual chart 37% 57% 68%
review 20 out 54 of patients 20% increase 52 out of 76 patients
100%
Manual chart No Target 8 patients died during the project
review Unknown was set. 5 died on hospice
3 died in hospital with EOL orders
PC Management 26% 20% 43%
Regional report increase June 2021
283 out of 659 patients

Balancing

Manual chart 76% 96% 80%
review 41 out of 54 patients 20 increase 61 out of 76 patients

88%
Weekly collection | No previous huddles 90% 14 out of 16 huddles

Manual chart
review

13%
7 out 54 patients

To remain flat or
decrease

12%
9 out of 76 patients
2 pts were new/ 7 baseline



Appendix K. Fishbone Diagram

Fish-Bone Diagram

Environment

Oncology MD Patient and their family Clinic. Most visits are done Infusion center. Lack of
PCP and other have misunderstanding of remotely. Clinic leadership privacy.
differing perspectives on Palliative care, scared, changing
timing referral anxious
SPC physicians all SPC Nurses, MSW, Pandemic hospitalED crisis
function differently. One Chaplain reluctant to PPE, isolation, video, intervention. High stakes,
main MD other Part time change telephonic visits, remote fear, anxiety
workers

educational materials Warm handoff-introduction vs PPE
consult

Different perspectives and Documentation methods vary Computer
understanding of PC role

/ Timing of referrals / Videoltelephonic /
/ Siloed communication / /

Vi / /

I Materials I I Methods I I Equipment l

v

Barriers and
challenges
related to referral
1o Palliative care
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Appendix L. Driver Diagram

Driver Diagram

Scripting for Oncology
team

Patient engagement [ N Education materials
and readinessto ¢ >+ about SPC services for
consult with SPC N / Patient and family

Feedback plan for
T patients who refuse SPC
V4 services
/
Participation in weekly
2 huddie

% of econsukt
referrals sent by p Implement Automatic
Oncology N " trigger for referral

~_ Education and support to
Oncology team

+ Negotiate with Unions

/N, Greate direct bookable
1 appointments.
L~

" Update PARRs schedules
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Palliative Care Dashboard, June 2021

Hide Denominators ] | show Facilities

]

Appendix M. June Regional Data
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Appendix N. Project Timeline

Project Timeline: Early Specialty Palliative care

Define the project

Develop the AIM

Microsystem Assessment

1/2021 | 2/2021

Develop Charter

3/2021

4/2021

5/2021

ongoing |

Identify Outcome, process,
and balancing
measurements

Review Literature

Identify changes to Huddle

Identify changes to Script

Identify changes to PARRS
Schedule

Driver Diagram

Complete Charter

Evaluation and ongoing
performance improvement
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Appendix O. Statement of Non-Research Determination

UNIVERSITY OF

SAN FRANCISCO

CNL Project: Statement of Non-Research Determination Form

Student Name: Dulce Alcantara

Title of Project: Improving referral process for Specialty Palliative Care in patients with
stage IV gastric, esophageal, hepatobiliary, and pancreatic cancer.

Brief Description of Project: Palliative care supports patients with serious illness and
their families through consultations with physicians, nurses, social workers, and
chaplains. Early specialty palliative care integrated within oncology services has been
found to reduce burdens, improve patient’s quality of life, and increase survival (Temel et
al., 2010). The overarching purpose of the project is to improve and increase the referral
process for specialty palliative care in high mortality cancers such as gastric, esophageal,
hepato-biliary, and pancreatic to reduce unnecessary suffering and symptom burden.

A) Aim Statement: The goal is to increase the number of patients with stage IV gastric,
esophageal, hepatobiliary, and pancreatic cancer consulted by Specialty Palliative Care
from 32% to 52% for one prominent oncologist (H.L.)

B) Description of Intervention: Normalize specialty palliative care as part of the
oncology treatment through scripting, direct bookable appointments, and weekly
huddle with the oncology team.

C) How will this intervention change practice? These interventions will provide
standardized and consistent messaging to the patient and family, create seamless
transitions of care, and increase communication and collaboration among healthcare
teamn members.

D) Outcome measurements: IMeasurement ofthe following:

o The number of specialty palliative care referrals (e-consults) for stage IV gastric,
esophageal, hepatobiliary, and pancreatic cancers

¢ The number consults with the patient and or family

o Then number of referrals who result in declined SPC services
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UNIVERSITY OF
SAN FRANCISCO

o The number of oncology/palliative care huddles (improved communication

among team).

To qualify as an Evidence-based Change in Practice Project, rather than a Research

Project, the criteria outlined in federal guidelines will be used:
(http: Hanswers.hhs. gov/ohrp/categories/1 569)

X This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined inthe Project Checklist (attached). Student may proceed with implementation.

[ This project involves research with human subjects and must be submitted for IRB

approval before project activity can commence.

Comments:

EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *

Instructions: Answer YES ox NO io each of the following statements:

Project Title:

YES

NO

The aim of the projectis to im prove the process or delivery of care with
established/ accepted standards, orto implem ent evidence-basedchange. There is
no intention of usingthe data forresearch purposes.

The specific aim is to im prove perform ance on a specific service or program andis
a partofusual care. ALL participantswill receive standard of care.

The projectis NOT designed to follow a research design, e.g, hypothesistesting
or goup com parison, randomization, control groups, prospective comparison
goups, cross-sectional, case control). The project doesNOT follow a protocolthat
overrides clinical decision-m aking

The projectinvolvesim plem entation of established andtested quality standards

ensure that existing quality standards are beingm et. The project doesNOT
develop paradigm soruntested m ethods ornew untested standards.

The projectinvolvesimplem entation of care practices andinterventionsthat are
consensus-based or evidence-based The project doesNOT seek to testan
intervention thatis beyond current science and experience.

The projectis conducted by staff where the project will take place andinvolves
staff who are wotking at an agency thathasan agreem ent with USF SONHP.

The projecthasNO funding from federal agencies or research-focused
organizations andisnot receiving fundingfor im plem entation research.
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UNIVERSITY OF

SAN FRANCISCO

The agency or clinical practice unit agrees thatthisis a projectthat will be

implem ented to im prove the process or delivery of care, 1.e., not a personal
research projectthatis dependent upon the voluntary participation of colleagues, X
students and/ or patients.

If there is anintent to, or possibility of publishing yourwork, you and supervising
faculty andthe agency oversight committee are comfortable with the following
statem entin yourm ethods section: “This project was undertaken as an Evidence- X
based change of practice project at Xhospital or agency and as such was not
formaily supervised by the mstifutional Review Board.”

considered an Evidence-based activity that does NOT meet the definition of research.
IRB review is not required. Keep a copy of this checklist in your files. Ifthe answer
to ANY of these questions is NO, you must submit for IRB approval.

*Adapted with permission of Elizabeth L. Hohmann, NMD, Director and Chair, Partners
Human Research Committee, Partners Health System, Boston, MA.

STUDENT NAME (Please print): Dulce E. Alcantara

Signature of Student: Datee E. rHleadara
DATE_ 4/11/2021

SUPERVISING FACULTY MEMBER NAME (Please print):

Professor Liesel Buchner MSN, RN, CNL

Signature of Supervising Faculty Member
DATE




Appendix P. Specialty Care Practice Profile

Specialty Care Practice Profile

A. Purpose:
Why does yourpradice exist?
Site Name: PallistiveCare | Site Contact: Diana Stevenson | Date: 09/15/2020
Practice Manager: Carrie Bibb | MD Lead: Dr.Sudha Gattupalli | MNurse Lead: Barbara Morrissey/Huai-En T sai

B. Know Your Patients: Take acloselookintoyourpradice, create a "highdevel’ picture ofthe PATIENT POPULATIONthat you serve. Who
arethey? What resourcesdotheyuse? Howdothe patientsviewthe caretheyreceive?

Est. AgeDistribution ListYourTop 5 X i iz %
of Patients: % lannnas List YourTop 5 consults Patient Satisfaction Scores Excesent
Birth-10years | O 1. Cancer 1. Initial consults Experience viaphone
11-18vyears | O 2 HeartFailure | 2. followup consults | Length oftimetoget your appointment | <7days
19-45 years | 10 3. Renal Failure 3. Joint visits Sawwho patient wantedto see UMK
46-64 vears | 20 4. Dementia 4. Warm handoffs | Satisfaction with personalmanner LMK
65-79 years | 40 5. lung failure 5. Home visits Time spent with persontoday UMK
80 + years | 30 List YourTop 5 Referrers Pt Population Census: Do these # YN
% Females Referrer What are they referring? numbers change by season? (Y/N)
Oncology Terminal illness Patientsseeninaday | 3
liealth Outcomes Inpatient PC Ongoing support pogt DC Patients seen inlastweek | 13
Car_e 1S cqnmatenl\m‘th AdvHeart failure Terminal illness Newpatients inlast month
patient wishes
Mephrology Declined dialysis Encnrrﬂerspergrmider per year Out/IN

*Complete “Through the Eyes of Your Patient”, pg 9

C. Know Your Professionals: Cresteacomprehensive picture ofyour practice. Who doeswhat andwhen? Isthe right person doingthe
right activity? Arerolesbeingoptimized? Are all roles who contribute to the patient experience listed? What hoursare you open for business?

Howmany andwhatisthe durdion of your appointment types? Howmany exam roomsdo you currentlyhave? What isthe morale o fyour staff?
3" Next Cycle | Do youoffer anyofthe following?
Climent il FTEs Dtyaiom e Available Time | Check allthat aply. a
New FiU Range | X Group Visit
MD Total 1.3 il T W | TH| F S X E-mail
1 2 |1 11 |1 [Cwenb site
Same day X RMClinics
Or Mext X PhoneCareManagement
NPPAS Total [ 1] 0 1] 0 a 1] day for X Registries
Same day | urgent [ JProtocolsfGuidelines
OrNext referrals # ExamRooms 1
RNs Total 2 2 12 J2 T2 12 To sfgvefz{ Routine # MinorRooms
. rting di i t .
reersts | wilownis Supporting diagrosc Depts. (o0
LPNs Total wa o JTo [o Jo |0 1o |prodine | discretion Vesdepending ontheiliness
referrals | ofthe For prognostication
. inic Appt. L
CNAMAS Total 1 T 1 17 (1 11 [o 3';214 223‘;‘2{?.“_ s Do | Sommee
Usually MNewPt 90 min
lessthan 3 Folloveup | 30-60min
Others Total mos. Minor
P atient coordinator 5 515 |5 5 5 10
Staff Satisfaction Scores: see AppendixB %
Secretaries Total Daily rounds are produdive and efficient % Mot Satisfied 100%
Do youuseFloat Pool? — Yes _X_ NO | feel comfortable expressi erspedives
Do :ouuseOn call?__ x Yes that iffer Fom the res ofthe team's? %Strongly Agree | 86%

*Each staff member should complete the Personal Skills Assessment_and “The Activity Survey”, pgs 11-13

D. Know Your Processes: Howdo thingsgetdoneinthemicrosystem? Who doeswhat? What arethe stepby-step processes? Howlong
doesthe care processtake? Where arethe delays? What are the "between” microsystemshand-offs?

1. Trackcycle timeforpatients from the time they checkin until they leave the officeusing the Patient Cycle Time Tool Listrangesof
time per provider on this table, pg 14/15

2. Completethe Coreand Supporfing Pr A tTool, pg 16

E. Know Your Patterns: What patterns are present but not acknowtedgedin yourmicrosystem? What is theleadership and sodal pattern?
Howoften doesthe microsystem meetto discusspatient care? Are patients and familiesinvolved? What are yourresults and outcomes?

« Doeseverymemberofthepradicemest | . Dothe membersofthe pradics = Whathave you successully changed? econsult
regularlyas ateam? yes regularlyrevi d diso tyand | »  Whatare youmost proud of? Care ofPC pt
»  Howfrequently? Daily reliabilty issues? Yes «  Whatis yourfinencial picture? At budget

«  Whatisthe mostsignificart pattem ofvariation? [ *Complete “Metrics that Matter”, pg 22
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Patients

-

Patients have valuable insightinto the quality and processof carewe provide. Real time feedback can pave the
way forrapid responses and quicktests of change. This"Pointof Service” Survey can be completed atthe
time of hospitalization to give real time measurement of satisfaction.

Use the Specialty Care Profile to review “Know Youwr Patients.” Determine ifthere isinformationyou needto
collector ifyou can obtain thisdata withinyour organization. Rememberthe aimisto collectand reviewdata
and information aboutyour patients and familiesthat mightlead to a new design of processand services.
Conductthe PatientFamily Satisfaction Survey for 2weekswith familiesifyou currently DO NOT have a
method to survey families. Ifyou have a method, be sure the datais up to date and reflectsthe current state of
your practice.

Think about this visit.
1.

2. How would you rate your satisfaction with the length of time you waited to get your

3. Did you see the clinician, or staff member, that you wanted to see today?

4. How would you rate your satisfaction with the personal manner of the person you saw today

5. How would you rate your satisfaction with the time spent with the person you saw today?

Comments:

Patient/Family Satisfaction with Specialty Care Practice Access Survey
“Point of Service”
Date: 9/15/2020

How would you rate your satisfaction with getting through to the office by phone?

O Excellent X Very Good a Good a Fair a Poor

appointment today?
X Excellent a Very Good a Good Q Fair a Poor

XYes a No a Did not matter who | saw today

(courtesy, respect, sensitivity, friendliness)?

O Excellent X Very Good a Good a Fair a Poor

O Excellent X Very Good 0a Good a Fair a Poor

I really didn't know whatl should expectand | had a lot of anxiety. After meeting with the
team | feel relieved and | don't feel so alone. | know they understand my situation and will
help me make important decisions.

Thank You For Completing This Survey
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Patients

Specialty Care Practice Patient Viewpoint Survey
Today’s Office Visit
Please rate the following questions aboutthe visityou just made to this office.
Excellert Yery Good Fair Paor

Good

1. Theamountoftime you waitedto get an appointment. X | O O O
2. Convenience ofthelocation ofthe office. O o X O O
3. Gefting throughto the office by phone. X O O O O
4. Length oftime waiting st the office. X O O O O
5. Timespentwiththe person yousaw X O | O O
6. Thetechnical skills(thoroughness, carefulness, competence)ofthe person you saw. X O O O O
7. Thepersonal manner(courtesy, respect, sensitivity, riendliness)ofthepersonyousaw. X O O O O
8. Theclinicdan's sensitivityto your special needs orconcerns. X O O O O
9. Your satisfaction with gettingthe help that you needed. |:| X |:| |:| D
10. Your feeling about the overall quality ofthe visit. X O O O O
General Questions
Please answerthe general questions aboutyour satisfaction with thispractice.
12. If you could go anywhereto get health care, would you choose this practice, or would you preferto go someplace else?

X ;\::;l&zhoosethis D Might prefersomeplace ek e |:| Notsure
13. 1 am delighted with everything aboutthis practice because my expedations for service and quality ofcare are exceeded.

X Agres [] Dsagree [ Netsure
14. Inthe last 12 months, how many timeshave you gone to the emergency room foryourcare?

O None O One time X Twotimes O Threeormoretimes
15. Inthe last 12 monthswasit always easy to get a referralto a specialistwhen you feltlike you needed one?

X Yes D No D Does not applyto me
16. Inthelast 12 months howo ften did you have to see someone else when you wanted to see your personal dodtor ornurse?

|:| Hewer X Sometimes D Frequently
17. Arevyou ableto get to your appointmentswhenyou choose?

Newer D Sometimes X Always

18. Is there anything our practice can do to improve the care and servicesforyou?

X :\c:é:'y'n?-lis:ﬁsﬁad with D ?(es,sornethings canbe D Yes, manythings canbe

a improved improved

Please specify improvement:
About You
18. In general, howwould you rate your overall health?

[[] Excellent [ Verrgood [ %oed [ Fair X Poor
20. What isyour age?

D Under2s years D 25 -44years D 45 —B4years X 65 years orolder
21. What isyour gender?

X Female D Male

Sources.  Megical Qusoomes Sy M03) VisSpecticQuestonnale (V3 1993
Fatiert LEiization Questions, Darmouth Medical 3choo
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