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Here we are in 2023...

The Department of Health, our
Government colleagues and
our communities thank you for
your unwavering efforts,
ingenuity and resilience
throughout the COVID-19

pandemic

OFFICIAL

Changes within the department...

All Victorians and their families receive the best possible end of life care that places them at
the centre where preferences, values, dignity and comfort are respected and quality of life

matters most

Advance care planning

Victorians have the opportunity to
articulate their goals of care,
preferences.

We have the systems in place to
support Victorians to articulate what
matters most to them about their end
of life care choices and care.

Our clinicians and services are enabled
to act on people’s preferences.

Palliative care

Victorians can have equitable access to
palliative care services across Victoria.

Models of care are effective and efficient.

Specialist palliative care is accessible locally
this may take a variety of forms (direct care,

consultancy etc).

Workforce models are efficient and
sustainable.

System capacity and capability are key
components of sustainability.

OFFICIAL

(s

Voluntary assisted dying

Victorians have a right to choose
voluntary assisted dying as an end of life
choice.

Our health system and providers need
to support people who elect this choice.

Those who elect this choice should not
be treated any differently from other
patients receiving end of life care across
our service system.

9/02/2023



—
The Department of Health ’s strategic outlook and r

provides insight to where the system is heading...

Planning for COVID normal and future direction of palliative care:
Minister for Health
“palliative care is a model under a process of adaptation and change ...there’s a role for hospital-based services

but increasingly Victorians look to the wider palliative care services being home-based and community-based

support....”
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* Multiple providers, shared care — integration across service systems
e Care as close to home — or in the home when safe and appropriate
* New practices learnt during COVID-19

e Quality patient outcomes, with reduced unwarranted variation
e Quality patient and provider experiences
e Affordable for the community

OFFICIAL

We have common objectives across the healthcare system (govt/community/providers):
e Improved population health
Increased equity

———— —

What does this look like when we apply our lens to palliative care?

Manage
upstream

Better hospital & primary care
integration to prevent delays, reduce
preventable admissions and manage
illness

What are the issues?

* New players with similar focus —
HIP, HITH, Better at Home, Resi-In-
Reach, Hospital consultancy
community in-reach — what’s the
opportunity for palliative care?
Best health care is preventative
(early intervention) — how can we
do this in a resource constrained
environment experiencing high
demand?

Most effective with strong
integration between systems
Integration constrained by funding
models

More care
outside of
hospital
Deliver safer, more effective care
for patients, closer to home

What are the issues?

* Limited ‘planned’ uptake of home-
based care despite evidence
patients achieve better outcomes
at home

* Rapid growth in response to
system-level crisis/emergency -
need to focus on sustainability

¢ Shared models of care between
‘like/competing’ providers — how
do we do this?

* Expansion of telehealth/digital
health — what’s the best use/value
for patients and carers?

OFFICIAL

« Better,
safer care

Purposeful, systematic
improvements in patient
outcomes and experience

What is the issue?

Variation in outcomes / experience
Equitable and accessible care —is
there equity?

Data availability challenges
Unsustainable cost increases
What'’s the best way to cess for
driving systemic improvement

S Collaborate to
N,
% solve system
challenges
Working better as a system to
respond to crises and plan for
the future

What is the issue?

¢ Lack of incentives and structures
for cooperation makes it harder
to respond to crises

* How can we be better at surge
response

¢ Future planning — workforce
models/reform

9/02/2023



—
What’s on the horizon in the immediate future Jan 2023 — June 2024

Data is key to our
sustainability

Better, safer care for
aged care residents

Review & update
capability
framework

Collaborate to
solve system

X
% challenges

Working better as a system to
respond to crises and plan for the

v/

Data integrity, visibility and timeliness
to inform improvement at every level
of the system.

P

Purposeful, systematic improvements

Articulate what Victoria’s palliative care in patient outcomes and experience.

service system looks, including roles and

responsibilities.

What are the issues?

Last updated 2009-11

Needs to incorporate landscape/system
changes

Roles & expectations need to be clearly
articulated to enable greater clarity,
support system development and help
services move from one level to another.
Balance existing and future needs.

What’s required?

* Evidence base for change

« Engagement from all stakeholders
« Vision, commitment and patience

(may require a phased approach)

What are the issues?

Limited coverage of data across all of
Victoria’s palliative care
‘settings/streams’ means we have a
limited picture of the system'’s
effectiveness as a whole.

Need to better understand key drivers
of activity to inform system

improvements — not clear from existing

data in some areas.

Significant gaps in some parts of the
system that are critical to sustainability
(cost/workforce/outcomes).

What’s required?
* Reduce the gaps, improve quality and
present data that informs change.

OFFICIAL

What is the issue?

Variation in outcomes / experience
Equitable and accessible care — is their
equity?

Workforce availability, variation in roles
and expectations

Commonwealth / state/ provider — who
is responsible for what ?

What’s required?

Engagement with both sectors (aged
care & palliative care) to understand
gaps & build capacity across the
‘combined system’ to support better
resident outcomes

Comprehensive Palliative Care in Aged
Care initiative

future.

What is the issue?

¢ Engagement with services has been
limited throughout the COVID-19
pandemic.

* We've lost ground in building the
necessary foundational work
required to progress the desired
outcomes of our policy framework.

What’s required?

* Reconvene to deliver the
foundational work (capability
framework , data gaps to inform
funding etc.).

Engage and consult with the sector to
understand where the immediate
pressures are, system gaps and
opportunities.

Longer term.

* Policy goals are aspirational — are they still relevant,

Review our progress against our policy framework/strategy:

* Throughout the last 5 years the landscape has changed significantly - what have we learnt, what’s the
evidence tell us ...are we heading in the right direction?
¢ Care as close to home — or in the home when safe and appropriate — is that realistic and achievable? If not
what needs to change for this to occur?
* New practices learnt during COVID-19 — are they sustainable?

Where to from here?

+

OFFICIAL

What targets should we be setting to drive change in the future?
*  We expect the ‘system’ to be more integrated — what does that look like in terms of outcomes?

Work towards resetting our strategic outlook/vision for the next generation.

10
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Barwon South Western
Region Palliative Care
Consortium

Myra McRae - Barwon South Western
Palliative Care Consortium Manager

(e, 9)
% PalliativeCare

Barwon South Western Region VICTORIA

Pa lll a‘t|ve Ca re Living, dying & grieving well

Pal at Home

Myra McRae - Barwon South Western
Palliative Care Consortium Manager

Enhancing Palliative Care Services
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Program Goals

 Enhance the care delivery options for palliative care patients,
enabling more patients to receive care, and die in their place of
choice.

* Improve the patient and carer experience aligning with the
Victorian Department of Health End of Life and Palliative Care
framework.

[EY
I ‘

Model

 Bed substitution — subacute

NWAU
* 6 virtual beds
* 24 hours care over 3 shifts

* Nursing and Medical

[EY
,
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Obijectives

* Rapid response

 Care provision similar to inpatient setting
* Intensive nursing care

* Reduce emergency admissions

* Support the choice to remain at home

Patients

* Barwon Health Palliative Care Patients
* Patients’ who wish to receive care at home

* [dentified needs
* End of life
* High symptom burden that would normally require admission
* Carer support to facilitate a patient to remain at home

9/02/2023
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Data

December 2019 to September 2022

358 patients
Average length of stay 10.7 days

Median length of stay 7 days

Phase type Pal at Home Average Ausirullun Inpatient Average
Stable 5.6

Unstable 2.4 1.9
4.7 5.0

2.4 2.0

Admission Source

m Community mAcute
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Occupancy
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20%

0%

Inpatient Demand Reduction

Average Occupaied beds per month

22
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Staff Satisfaction 97%

"I was able to provide an excellent service to my
patients"

¢ Always - 67%
* Most of the time - 33%

"I had access to everything that | needed to do my job to [fFeE"
the highest possible standard" * Most of the time - 50%

"I was supported by my leaders to do my job to the
highest possible standard"

¢ Always - 100%

"| was encouraged to come up with better ways of

¢ Always - 100%
meeting patient and family needs" !

"There was great teamwork in this service"

* Always - 100%

23

Patient and Carer Satisfaction

‘They kept in constant touch with us and
arrived to assist every time we called
them. No matter what the time,
morning, night, or the early hours of the
morning’.

“It was very responsive to my mother’s
needs. They were caring and compassionate
to the whole family. They were available at
the end of a phone when required. They
attended promptly. Allowed my mother to
die with dignity where she wanted at home.

‘They looked after dad's physical needs,

washing, changing, etc. so that my wife

and | could focus on his emotional and
spiritual needs’.

“The fact that | knew he was happy
being looked after at home and
receiving the care he needed, and that |
could be with him constantly”.

‘They have made a really difficult few
days as easy as it possibly could have
been’,

“My father wished to remain at home
and not in hospital and this service
allowed his wishes to be met, and took
pressure off his family.”

24
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Value

* Basic care needs of patients
* Hygiene
* Pressure Injury prevention

* Most helpful

* Respite hours
* Rapid response for assistance
* Medical visits

25
Enhancement
* Care for people who live alone

* Substitute carer

* Support where there is no
afterhours care

¢ Avoid restrictive environment

* Post death support

9/02/2023
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Obijectives Met

* Rapid response * Intensive nursing care
* 100% of patient were admitted same » Complex or technical nursing tasks
ay as requeste * Patients receive a minimum of 3 visits
» Within 4 hours of request per day
* Call for ossista?c_e, visit response only * Respite overnight

subject to travel time

.C . . - . . * Reduce emergency admissions
are provision similar to mpo’rlen’r * Pal af Home admission in response to

setting rapid deterioration in the community

* Procedures and medications requiring
frequent monitoring are able to be

delivered af home * Support the choice to remain at
* Round the clock visiting similar to ward ome
rounding

. . * 97% of patients who wish to remain at
* 2 nurses available to provide manual home stayed at home

andling and safe medication
adminisfration

Next Session:
11.25am

Morning Break

[ —
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PalliativeCare
o o VICTORIA
Living, dying & grieving well
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Eastern Metropolitan
Region Palliative
Care Consortium

Sarah Kleinitz - Eastern Metropolitan
Region Palliative Care Consortium Manager

PalliativeCare
VICTORIA
Living, dying & grieving well

Improving Access
to Care

Sarah Kleinitz - Eastern Metropolitan Region

Palliative Care Consortium

®
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Bridging the Gaps

Improving Access to Palliative
Care in the Eastern
Metropolitan Region

EMRPCC Partners

Eastern Health

Eastern Palliative Care Association Inc. (EPC)

St Vincent’s Hospital Melbourne (SYHM)

Bolton Clarke

Eastern Melbourne Primary Health Network (EMPHN)

North Eastern Melbourne Integrated Cancer Service (NEMICS)

Eastern ‘
Health

32

Frepc @

ST VINCENT'S
HOSPITAL

NNNNNNNNN

souc hn
op PML... VICS

[ryr—r————

ilictive care. Living well every doy.

9/02/2023
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EMRPCC Catchment

« DHHS regions: inner east and outer east
+ Area of 2025 km?

+ Population = 1.15 million (census 2021)
+ 18% of Victorian pop’'n

+ 24% of those living in Greater Melbourne

+ 2036: 19% pop’n will be aged over 65

+ Inner east pop’n has Victoria’s highest life expectancy
pop

Adapted from Eastern Palliative Care Association Inc. Strategic Directions 2022

Service profiles

* Hospitals and health services

+ Ambulatory and inpatient care

+ No outpatient specialist palliative care service
= no early involvement in care

« Largest specialist palliative care consult
service in Australia

+ 2 dedicated inpatient palliative care services
with full capacity of 48 designated palliative
care beds

et it Hospia

w

» General Practice

e 316 General Practices located across the
Eastern Melbourne PHN catchment

* Community Palliative Care

» EPC is only public-funded community
palliative care service in EMR and largest
single community palliative care provider in
state

9/02/2023
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A
COVID-19 in the EMR B

Referrals

Specialist
Community

* Low COVID-19 prevalence Palliative 9%
Care (EPC)
* Wide-ranging public health orders and social restriction measures irosiest domeniinEFG aervis

history, September 2021

* High patient, caregiver & staff distress

Admissions
* Unprecedented demand for specialist community palliative care o W
alliative
. . . . CareUnit  4g g9,
* Flexible approach to balance public health protocols with compassion (SVHM)

* Later referrals presenting with more complex issues & dying more quickly

Admissions
Wantirna

* More deaths at home Palliative W
Care Unit 21.3%

Improving Access to Care

The COVID-19 pandemic accentuated existing issues with referral processes
and access to specialist palliative care o

()

Important to increase:

- Knowledge and capacity of palliative care workforce

+ Awareness and knowledge of palliative care by GPs, pharmacists & aged R A ians
care staff ame

- Knowledge of cultural diversity

- Connections between sectors and services

Medical and community attitudes plus  lack of funds for formal, home-based care mean that Australians
die at home at half the rate that people do in New Zealand, the United States, Ireland and France.

~ Dying Well by Hal Swerissen, Stephen Duckett, Grattan Institute 2014

9/02/2023
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What is planned for 2023

* Key focus areas will be:

+ Preparing GPs, hospital palliative care generalists and aged care facilities to better deal with
end of life care

« Assisting hospital services to make timely referrals to community services and ensure these
meet the service’s delivery of care models

+ Collaborating across care settings fo manage the demand for specialist palliative care in the
region.

+ Collaboration on generalist and specialist palliative care needs analysis

Current availability of generalist and specialist palliative care service provision and gaps in current provision
with projections for future service requirements and the workforce available to provide these.

37

Thank you

Sarah Kleinitz
£=7 consortiummanager@epc.asn.au
@ 0413264214
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Gippsland Region
Palliative Care
Consortium

Anny Byrne — Gippsland Region Palliative
Care Consortium Manager

Carol Barbeler — Palliative Aged Care and
Disability Resource Nurse & MND Shared
Care Worker, Gippsland Region Palliative

Care Consortium

Gipps/eind ,‘?egion .
Palliative Carg ‘ PalliativeCare
Consortium VICTORIA

Living, dying & grieving well

Anny Byrne - Gippsland Region Palliative

Reg ion Ove rVieW Care Consortium Manager

PalliativeCare

VICTORIA
Living, dying & grieving well

40

9/02/2023

20



Partnerships in Action

Workforce Development

* PD SMaRT - Skills Matrix

* Transition to Specialty
Palliative Care Practice (TSP)

e Communications Skills
Training

* Deceased Resident File Audit

I ,
(Ui

About Gippsland

'41 375 s% Cg18 3% o
Victoria O 00 people (4.6%
of Vic popu lation)

* 8 specialist commum’ry palliative
care services

* 11 designated palliative care
inpatient beds

* Health Services, Community
Health, Private Hospitals

* Regional Palliative Care
Consultancy Service

* 53 RACFs

,
N

9/02/2023
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Gippsiand Region

SNAPSHOT 2021 - 2022 ey

Palliative Care a Education sessions i Clinical Prrcctice
Handbooks 1 held in RACF's in a Guidelines
distributed Gippsland hpsla oiec deve&oped;nd

reviewe

Subscribers to the
646 Life and Death Matters
eNewsletter

PEPA 75 : Additional views of
workshops Health the Time of Dying
delivered professionals cohed! Webinar Series
completed 2

Communication Partici Gippslan

Skills training DC_!I.'\TS Complet'ec.l the

Transition to Specialist
Palliative Care pilot course

pallictive care
fx

g naf.l

Community of practice

Partnerships in Action

A forum for clinicians to connect,
discuss challenges and
opportunities, develop quality
initiatives in response to
workable priorities

44
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The Professional
Development &
Skills Matrix
Resource and Tools

for Palliative Care
Nurses (PD SMaRT)

[y
Q P
PalliativeCare
° > VICTORIA
Living, dying & grieving well

Anny Byrne- Gippsland Region Palliative

Care Consortium Manager

45

PD SMaRT

The Professional Development
Skills Matrix and Resource Tool
was developed by:

* GRPCC Community of Practice
(COP)

* Monash University School of
Rural Health

Palliative MONASH
&aﬁﬂiﬁ S MONASH

PD SMaRT
Profesaionql Develupmenl

and Ski: Matrix

Rexr.: urce Tcmlkil

Falliative Care Nurses

9/02/2023
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PD SMaRT

The aim of the ‘Skills Matrix’ is for
nurses to self-rate their capability,

knowledge, and skills in identified

domains for the delivery of end of
life and palliative care.

The program provides:
* Individual assessment for PD
* Organisational view of capacity

* Regional view and data to
support education and project
initiatives

Option 2: Prazant the combines o
chart ¢ i

Dis:

pers.
care with the Client, Carer and Colleague?

From the Skills Matrix project ....

Sy

Baliarn Car
Condaituan,

Palliative Gary
Consortium Building Therapeutic

Communication Skills

GRPCC Pdliative and end
of life care

Learning Package for Generalist
Nurses

on

9/02/2023
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Transition to
Specialty Practice
(TSP)

°
Q P
PalliativeCare
° > VICTORIA
Living, dying & grieving well

9/02/2023

Carol Barbeler — Palliative Aged Care and
Disability Resource Nurse & MND Shared

Care Worker, Gippsland Region Palliative
Care Consortium

49

The Transition to Specialty Practice

Partnerships in Action

The Transition to Specialty
Palliative Care Practice Course
(TSP) was developed by :

« GRPCC
* Palliative Care South East
* Australian College of Nursing

Pabiative Core 3 -
& . Paliatve
* Sonth B L mmm o
==

TRANSITION TO SPECIALTY
PALLATIVE CARE PRACTICE
Expressions of Interest 2023

Mgt Avshotie on B SEPCC e Laaten L lnl® lopt meemten o G2 b o

25
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Transition to Specialist Palliative Care Practice
Course (TSP)

The idea came in response to

the ongoing challenges in
recruiting and retaining 14 nurses from across Gippsland

specialist trained palliative care and Southern Metro region
clinicians, from the skills matrix, Heavily subsidised and

and the desire to create a supported by consortia ( GRPCC
pathway of education in and SMRPCC)

Gippsland, beyond professional | 14 o cocin 2022
development

Pilot course in 2021 (yes....)

Partnership in
preparing Nurses
for Palliative Care

The Transition to Specialty Palliative Care
course is for RNs working in a community
or an in-patient setting wanting to
advance their palliative care knowledge. It
is a supportive bridge for those who may
wish to pursue post-graduate study but
have not progressed the aspiration yet.

The pilot program was run over seven (7)
sessions (each 6 weeks apart) in a face-to-
face format. Mentoring and support for
participants was provided from leaders
acrass the palliative care sector, The face-
to-face sessions were complimented by an
accredited online component co-
ordinated by the Australian College of
Nursing (ACN). Completion of the course
rewards one subject toward the Graduate
Certificate of Professional Practice

Further study options are available for
individuals who wish to advance their
education with the goal for participants to
complete a post graduate qualification
following the initial program.

Gippsland Region
Palliative Care Palliative Care
Consortium ] South East Ltd

Ms Anny Byne Mana: sgional Palliat

Re-entry to study challenges

Participants told us that mid career nurses found
the re-entry to study and complexity of work and
life challenges led to their professional . . N
development being less of a priority. The Developing capability across the region
attraction of the face to face learning teamed with « 14 participants from across SE Melbourne and
online support and knowledge acquisition drew through to East Gippsland undertook the pilot to
their interest to apply and complete the course. A transition they came from acute, in-patient,

ekl 2 . community and regional palliative settings
quality improvement project was the main « Scholarships were provided to complete the
assessment task course

« Health services confirmed their support with the
rovision of stu s

Feedback to date P e

« Access to online leamning, mentoring and regular

From a response rate of 79%, the participants leadership development sessions were included

agreed that the workshop information
increased their knowledge and understanding
of leadership in palliative care

Agree: 30%

Strongly agree 70%

SMRPCC

The pillat was supported with funding from the Southern
Metropolitan Region Palliative Care C m

Increased confidence and

knowledge Australian College of Nursing
The participants were asked if the content would i 4
support their current practice to improve jal, whic

Agree 36% 4 1 ertificate and diploma cout
Strongly agree 74%

26



Communication
Skills Training

Transition to Palliative Care

[y
Q P
PalliativeCare
° > VICTORIA
Living, dying & grieving well

Carol Barbeler — Palliative Aged Care and
Disability Resource Nurse & MND Shared

Care Worker, Gippsland Region Palliative
Care Consortium

53

Communication Skills Training

Palliative Car,
‘Consortium. P

Building Therapeutic
Communication Skills

Expressions of Interest
Communic ation skills workshops are designed to give
clinieians the communic ation skils fo use when dacussing

Ppalictive care with pafients and their famifes.

Wy boiciagis meeded

Partnerships in Action

A team of a Clinical Psychologist, a
Registered Nurse, and a simulated
patient/actor

Partnerships with:

* Gippsland Primary Health Network
* PEPA

* Monash School of Rural Health

* GRICS

54

9/02/2023
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Experiential Learning

Cor?mnication Skills

-~ v

Therapeutic communication is critical to identify patients’ goals of care, particularly in the cancer and palliative care
setting. The process of communication is central to effective, safe, patient-centred and compassionate care. Effective
communication has the potential to improve quality of life, access to key services, and relationships between patients,

families, and clinicians.

55

L]
Carol Barbeler — Palliative Aged Care and
Deceased ReS|deni Disability Resource Nurse & MND Shared
M M Care Worker, Gippsland Region Palliative
Fl Ie AUd lis Care Consortium

PalliativeCare

VICTORIA
Living, dying & grieving well

56

9/02/2023
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Deceased Resident File Audits

Partnerships in Action:

Developed with a past aged care
project worker, and based on
project from the original Palliative
Approach Toolkit

Partners with:

* RACF

A bCI se I i ne Of B E’:?Jl&:ﬂ”??:ﬁ DECEASED RESIDENT FILE AUDIT
pallitive care e
practice e

, rome [nextot in tokse
e of Atomey MEPOAY?

this RACE

Date complefed By whom

The Deceased Resident File Audit Program
enables RACF 1o strategically target
opportunities for quality improvement
based on their practice evidence, to target
clinical education and to evaluate the
impact of change or improvements in
clinical and organisational practice.

29



Thank you... please ask us for further information

About GRPCC

About Us

The Gippsland Region Palliative Care Consortium (GRPCC) s an alliance of 14 member agencies that provide inpatient and/or community palliative
care for the residents of Gippsland. The GRPCC is one of eight regional consortia established as part of the Victorian Government's palliative care policy

released in 2004. The Consortium's role is to help deliver and facilitate the Victorian Government's current policy, ‘end of life care and palliative care

59

Grampians Region Palliative
Care Consortium

Diane Nimmo — Project and Research
Coordinator, Ballarat Hospice Inc. & Project Lead,
Grampians Region Palliative Care Consortium

Anna Gray- Grampians Region Palliative Care
Consortium Manager

PalliativeCare
VICTORIA
Grampians Region Living, dying & grieving well
Palliative Care Consortium

9/02/2023
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Rapid Discharge
Research Project

o
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Rapid Discharge

* Objective:

— To support the timely,
smooth, safe and
sustainable return of
palliative care patients
from acute hospital to
home

— Avoid re-presentation
to the ED and re-
admission to acute
hospital

A collaboration between Ballarat Hospice
Care and Grampians Health

Funded bé/ the Victorian Department of

Health and Human Services, 2019 Palliative

gare Service Innovation and Development
rant

9/02/2023
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Rapid Discharge

* Empirical approach to ensure
evidence-based outcomes

— Capturing the perspectives of

and their carers
— Understanding of events pre,
during and post admission

— Expert and consumer
consultation

— Governance review

Rapid Discharge

* Re-framing of care provision:
Care as a continuum
Transfer of care between services

Patient and information handover from one care team to another

Community care team Am_bula_nce Emergency Acute inpatient
. Victoria Department
(BHCI, GP, Specialists) . ward care team
paramedics careteam

Care continuum

Provision of patient-centred care to the patient, their families and friends: transfer of care between care teams
[potentially repetitive process until patient death)

64

9/02/2023
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A
Rapid Discharge

* Patient-centred care: Enabling and facilitating
rapid understanding of

— a patient’s medical history
— recent health events =)

— medication

— involvement of healthcare providers

— and patient preferences

through real-time communication.

a Mursing Handover Checklist to Affi Patient Label Here.
larat Hospice

Key output

+ Framework of shared acute
hospital and community palliative
and End-of-Life care

— Context-specific principles of
patient-centred care

Model of shared care
Pathways

Processes for transfer of care

VLl

Tools for patient and
information handover

66
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Aﬂerhours Medical An initiative of the Grampians Region
Emergency SUppOﬁ Palliative Care Consortium

1 _ P Funded by the Western Victoria
via .Teleheahh PlIOt Primary Health Network, After Hours
Pr0|ec’r Research and Development Models

o
Q P
PalliativeCare
® o VICTORIA
Living, dying & grieving well
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Afterhours Medical Emergency Support via
Telehealth — Pilot Project

* Obijective: To strengthen afterhours
emergency medical Telehealth
support throughout the Grampians
Region to support

— local SPCNs on call in the
afterhours

— patients to remain at home if
this is their preference

34



Afterhours Medical Emergency Support
via Telehealth — Pilot Project

Model of integrated shared afterhours nursing and medical care:

£ Phones
8_ Specialist

g- Palliative

5':’ Care

= Afterhours

»n Nursing

Transfer of care

2
o
-4
w
I
<
>
2
o
8o
©
=

*delegate of the
local SPCS

MED Telehealth consultation

MED Through
consultation after-hours
summary report to
for real- local
time update community
of patient palliative
record care service
for next day
follow up

‘Starting the
conversation’
Psychology support
in Residential Aged
Care -

Pilot Project

o
Q o
PalliativeCare
o o VICTORIA
A Living, dying & grieving well
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An initiative of the Grampians Region
Palliative Care Consortium in
collaboration with One Red Tree
resource Centre

Seed-funded by the Grampians
Region Palliative Care Consortium

9/02/2023
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‘Starting the conversation’ — Pilot Project

* Objectives:

— Early intervention in initiating End-of- =~ o . Converstion Guide
Life conversations with aged care e :
residents to improve person-centred
services and End-of-Life experience

— Improve access to local specialised
palliative care support

— Decrease work related stress and
improve support for staff, resulting in
strengthened workforce sustainability.

71

‘Starting the conversation’ — Pilot Project

+ Key activity:

Services in the Grampians region

Are you living with
a life limiting illness?

Face-to-face support by qualified
Psychologist for participating residential
aged care facility to

We can support you to live
your best possible life.

— Initiate conversations with residents

— Initiate conversation with
carers/families of deteriorating !
residents —= -

— Provide peer-support to staff

9/02/2023
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‘I did it my way’ —

. An initiative of Bacchus Marsh
\[/)O!U nt?ry ASSleed Community Palliative Care Service —
ying tor Western Health
PG"iOﬁVG Care Co-funded by the Grampians
Pa’rien’rs Region Palliative Care Consortium

and local donations

o
Q P
PalliativeCare
® o VICTORIA
Living, dying & grieving well
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A
‘I did it my way’ - Voluntary Assisted
Dying for Palliative Care Patients

* Obijective:

— To ease the burden for other
patients and families who
may be considering End-of-
Life options

— To assist clinicians to better
understand Voluntary Assisted @5
Dying.

74
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A —
‘I did it my way’ - Voluntary Assisted

Dying for Palliative Care Patients

* Outcomes:
— A video has been produced an
is available on YouTube

— It has been embraced by
Andrew Denton’s ‘Go gentle
Australia’ charity

— Over 11,000 views to date

An initiative of the Grampians
Region Palliative Care Team

Home Vigils

Funded by the Grampians Region
Palliative Care Consortium

o
Q o
PalliativeCare
o o VICTORIA
A Living, dying & grieving well
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Home Vigils

* Obijective: To support end of life
care choices for patients in the
Grampians region by providing
access to cooling blankets

9/02/2023

Home Vigils

* Benefits: Increasing the time that the
deceased can remain at home to

— Provide choice in after death care

— Support culturally appropriate after
death care

— Allow families time to say farewell,
access assistance i.e. funeral services,
verification of death.

~
‘
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‘Where the wild
things are — At the
fringes of Palliative
Care’

Virtual Conference

o
Q P
PalliativeCare
® o VICTORIA
Living, dying & grieving well
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of Palliative Care’

* Acknowledging the challenges faced by marginalised
communities in accessing palliative care services

* Exploring emerging treatments and their role in
managing symptom distress at end of life.

* Topics: E ~ \Wherethe

Magic mushrooms and death anxiety -

Homelessness

End of life care in prisons

Hope, Heart and Healing in health care

Immunotherapy in advanced cancer

Organ donation and the palliative care interface and much
more.

R A 2 2

An initiative of the Grampians

Region Palliative Care Team

‘Where the wild things are — At the ¥ringes

Virtual
Conference 2021

9/02/2023
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National Palliative Agreement

Comprehensive Palliative Care in Aged Care

Violet Platt — Chief Executive Officer,
Palliative Care Victoria

Theresa Williamson — Manager, Victorian
Department of Health

PalliativeCare

VICTORIA
Living, dying & grieving well

Comprehensive Palliative Care in Aged Care - CPCIAC

* Joint project with Commonwealth and State/Territory government’s to improve
palliative and end of life care coordination for older Australians living in
residential aged care

* 5 Victorian project streams:

* Capacity building to improve access to palliative and end of life care for aged
care residents

* Enhance aged care staff’s assessment, recognition of functional decline,
deterioration

* Enhancing RAC models re: palliative care engagement, referrals, coordination
between providers/services

+ Goals of care for residents without decision making capacity
* Resident Elders — promoting culturally safe palliative and end of life care

82

9/02/2023
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Department of Health

* Project 1 Improving access to palliative and end of life care.

* Building on the work done by our palliative care services with RACF for early identification of
residents who may benefit from palliative care, referral pathways, aged care mentoring programs
(in various forms)

* A key focus on capacity building

* Project 2 Enhance aged care staff assessment

* Better understanding of assessment processes in RACF, recognition of functional decline and
deterioration, PACOP assessment tools and outcome data

* Project 3 Enhance models of care
* Explore models to strengthen integration across multiple service streams/providers
* Could we explore ‘rounding’ ‘pop-up clinics’ using the project funds to test models and then
consider how best to incorporate them within existing structures
* Explore ways to maximise the benefits to residents of collaboration/coordination across palliative
care community/consultancy services and residential-in-reach teams

When, how and who?

* Dept project team

* Aged care, palliative care,
community providers, education
providers

» Sector consultation

* Expression of Interest - project
funding

» Community of Practice

9/02/2023
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Palliative Care Victoria

* Project 4 — Goals of care for residents without decision making
capacity

* Project 5 — Resident Elders, promoting culturally safe Aboriginal
and Torres Strait Islander palliative and end of life care for elders

N |
Y 493 s
PCV Activity

* Introducing the project team

* Engaging with lead Aboriginal
agencies

 Engaging with CALD agencies

* Engaging with RACF’s

43
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PCV Activity 2

» Community consultation
* Collating existing activity

* Determining key project
activities

How you can help?

» Check Newsflash for latest
activities

* Share your expertise and
experience

[

|UPCOMING

* Join round tables and i | i
consultations R EVENTS

* Introduce yourself to the et R 2
project team | Bl

« Join the special interest group

88

9/02/2023
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Lunch Break

Next Session:
1.50pm

PalliativeCare
VICTORIA
Living, dying & grieving well

Hume Region
Palliative Care
Consortium

Elizabeth Jenkins - Hume Region Palliative
Care Consortium Manager

Kate Stratton — Northeast Health

Wangaratta

Samantha Moorhouse — Lower Hume
Palliative Care Service, Seymour health

uuu;_nsgmu PalliativeCare
Palliative Care VICTORIA

Consortium Living, dying & grieving well

9/02/2023
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Hume Region Overview

* Albury Wodonga Health

* Benella Health

* Department of Health, Hume Region
* Goulburn Valley Health

* Goulburn Valley Hospice Care Service
* NCN Health — Numurkah Campus

* Northeast Health Wangaratta

* Seymour Health

Hume Region

Victoria's Hume Region

?‘ w,;«-‘
R

9/02/2023
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H U m e Reg io n Victoria's Hume Region

Hume Region

HUME REGION \PALLIATIVE CARE CONSOR_T\UN:\
Community Based Palliative Care

Cobramo

Yarrawongao
O NUMURRARI

Hume Regicn
VICTORIA

94

ALBURY WODONGA HEALTH
WONDONGA CAMPUS PC

NORTHEAST HEALTH
'WANGARATTA PC

BENALLA HOME

NURSING SERVICE PC

LOWER HUME PC

GOULBURN VALLEY HOSPICE CARE

MOIRAPC

9/02/2023
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Overview of Hume
Reg ion I n novation Care Consortium Manager
Projects

Elizabeth Jenkins — Hume Region Palliative

°
Q P
PalliativeCare
° > VICTORIA
Living, dying & grieving well

95
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Innovation Projects Overview

* From 2019 - 2022, 9 service innovation and development
projects were completed in the Hume Region.

* Inc. a Consortium joint project across 5 Community Palliative
Care Teams - the Regional dedicated palliative care system
integration project.

9/02/2023
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Innovation Projects Overview

* Hospital to Home for End of Life Care

* Palliative Care Liaison Project

* Palliative Care Patient Flow Project

* Early Referral Clinics (2)

* Multidisciplinary Service Models (2)

* Palliative Care Digital Health Implementation

* Regional dedicated palliative care system integration

97

Acu«te Pa I Iiative Ca re Kate Stratton — Northeast Health Wangaratta
Liaison Nurse Role

®
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PalliativeCare
® 1A VICTORIA
e Living, dying & grieving well
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PROJECT BACKGROUND

* The aim of the Acute Palliative Care Licison Service was to support a palliative model of
care that focused on consumer outcomes including appropriate symptom management
and advocacy for preferred site of death. The position supported a continuum of care

across the acute and community divisions.

* A Palliative Care Service Innovation and Development Grant from the Victorian Department
of Health and Human Services in 2019 enabled Northeast Health Wangaratta (NHW) to
employ a project officer for 6 months and 1.0FTE of Specialist Palliative Care Nurse
Consultants for 12 months to establish a Palliative Care Liaison Service and collect data to

support an ongoing funding model.

99

Northeast Health Wangaratta (NHW)
NHW Acute Palliative Care Liaison Service

Community Palliative Care Services
Moira

NHW

Benalla

Wodonga

Murrumbidgee

100
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Focus areas & key performance indicators

ADVOCACY

Improved outcomes for provision of care/dying in site of choice

S U P P O RT Education and support to patients and families
e Education and support to acute medical, nursing and allied health

LIAISON

o Referral to appropriate agency for ongoing care (minimise re-admissions)

Improved engagement and collaboration with East Hume Regional Palliative
Consultancy service

EX P E RTI S E ¢ 5:;?2;?:::;2‘(’)‘; r:)‘;“;:rig palliative care > symptom assessment and

Develop evidence-based policies and guidelines for acute setting
Lead the strategic direction for Care of the Dying Committee

102

Outcomes & Lessons Learnt

1. Significant clinical demand for specialist palliative care in acute setting at regional hospital

2. Palliative Liaison Nurses highly valued by acute staff across multiple disciplines

3. Evaluation:

better patient outcomes (positive feedback, nil complaints)

improved site of care/death

inpatient deaths decreased by 1/3

Increased utilization of palliative bed funding

Regular and ongoing engagement with local palliative care consultancy service
1/3 of patients reviewed in hospital referred to CPC

NHW have committed 0.5 FTE towards ongoing role

4. Project Lessons:

@)

©)

Be aware of the importance of project structure and data collection. Don’t start too quickly, maintain
focus on your project objective

Clear Governance and commitment is essential before progressing temporary grant projects. Find an
Executive Champion.

Ensure an early focus on evaluation to support project goals.

9/02/2023
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The Early Referral
C I i nic for SU p po r‘I'ive Samantha Moorhouse — Lower Hume

Palliative Care Service, Seymour Health

and Symptom Care
Project

®
» . . —
PalliativeCare
® s VICTORIA
Living, dying & grieving well

Expected outcomes of the Early Referral Clinic

* Advanced care planning * Reduced carer stress

* Better symptom management * Preferred place of care and
death met

* Earlier awareness of support
services available

104
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Early Referral Clinic Pathway

rrrrrrrrrrrrrrrrrr

Referral arrves marked a5

s (Please complete or affix Label here)
PCOC'2 ue
palliative care ??‘r;*l':';‘r:e
outcomes collaboration Frst

Symptom Assessment Scale

Please use this form to tell us about the symptoms that bother, worry or
distress you. This information will help us to meet your needs.

Absent Mild Moderate Severe
e - el
HEEE - - - - HEE

1. Write the day or date in the first row.

2. Use the scale above to choose a number between 0 and 10 that shows how
bothered, worried or distressed you are.

3. You can add other symptoms in the blank space at the bottom of the list.

9/02/2023

Day or date

Difficulty sleeping

Appetite problems

Nausea

105

What a Client can expect from the appointment

* Symptom Assessment and
management advice

* Social review including Next of
Kin Details and Genogram

e Advice on local services

* A Report back to the GP and/or
Specialist with a summary of the
consult.

* A Chance to discuss Advanced
Care Planning

106
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Clinic Outcomes

* 29 Referrals Received over 2 * Just over half of the clients had a
years completed Advance Care Plan on
discharge from the service and a

further 30% had begun Advance

* Client location and Referral Care Planning Conversations

Source was evenly distributed

* 31% of clients went on to be
referred to the local Specialist
Palliative Care Service

* Client Diagnosis leaned largely
towards Malignancy and Chronic
Respiratory Disease

107

What worked well Lessons Learned

This model works better in home in

e Early Referral picked up some under- regional areas.

represented demographics of timely
access to_ palllatlvg care, _most not_ably Opening Criteria up to clients with both
clients with chronic Respiratory disease Malignant or Chronic Disease
improved client outcomes and nurtured a
multidisciplinary approach with the local
Specialist Palliative Care reported time HARP team
factors saved when Early Referral clients

were rereferred (or self-re-referred) back . .
to Palliative care * Engagement with Referring

services needs to be ongoing for
continues awareness

Improved outcomes were demonstrated
in client symptom management and also Young adults were a

the uptake of Advance Care Planning demographic identified for late referral to
palliative care

108
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Future considerations

* The implementation of a systemic early referral and consultation
process in Specialist Palliative Care

* The early referral and consultation process should allow for a client to
have access to a Palliative Care specialist for one to two home
appointments

* The client could then be provided with information on how to re-refer
into palliative care when needed.

109

Thank you

HUME REGION
Palliative Care
Consortium

Hume Region Palliative Care Consortium

www.humepalliativecare.org.au

110
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Loddon Mallee
Regional Palliative

Care Consortium

Adam Rutyna — Loddon Mallee Regional
Palliative Care Consortium Manager

Dr Hossein Kasiri — Consultant Palliative
Care Medicine, Geriatric, Rehabilitation
and Palliative Care Medicine, Bendigo
Health

Jo Amos — Palliative Care Coordinator,
Echuca Regional Health

regional palliative care consortium VICTORIA
% Living, dying & grieving well

‘,a loddon mallee PalliativeCare

111

Adam Rutyna - Loddon Mallee Region

Region Overview Palliative Care Consortium

®
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PalliativeCare
® )3 VICTORIA
e Living, dying & grieving well
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regional palliative care consortium

: a loddon mallee

Mildura Base Hospital

Sunraysia Community Health Service
Swan Hill District Heath service
Echuca Regional Health

Bendigo Health

Dhelkaya Health

Maryborough District Health Service

Central Highlands Rural Health (Kyneton)

Consortium Priorities 2021-2023

* Access
» Capability
* Education & Specialist Training

9/02/2023
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Access

Access to Specialist Palliative Services —
Aged Care

* Low numbers — Why?

* Funding Model and National
Standards

* Palliative Aged Care Resource
Nurse program

115

I
Palliative Aged Care Resource Nurse program

( KYNETON
DISTRICT HEALTH

* Each participating RACF will determine how
many QI and education activities that they will

participate in.
&’\( \‘C— Echuca Regional Healtf
* As a minimum — every RACF will be re-connected Gt
to their community palliative care service. gg;.;;gggba@’a% —
. ELDAC
* Performance measured by death audit, &
organisational capability audit, participation & PEPA:
feedback in the program and referrals to regional
specialist palliative care services (community & T/ Consor PACOP -/
consultancy) e
phn

116
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Capability

. JNC YS-RS S ML AL MR

Only 2 out of 8 services provide access to specialist palliative care
afterhours. The other 6 services rely on the After-hours/Bed
Coordinators from the local hospitals.

It is cost-prohibitive for smaller services, and a region-wide Grade 4
specialist palliative care nurse would cost S535K per year.

117

A
Capability

Afterhours service . . phn @smj
* Successful Project funding S .
from MUFFGY PHN O QN n Comeramsortium (y!&mﬁ&!ﬂ
(@)
HHHHHHHHHH U pC]lCOTO N castiemaine
* Trial Caritas After hours ) e -
SerVice - WI'I'h SWCInhI” @go\éw%#m e o e it

* Additional funding for clinical -
staffing afterhours @ ssaa

118
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Education - Training Needs Analysis

Survey provided detailed information about learning needs
Participants received copies of their responses
Service Managers were provided reports for their staff

Regional-level data used to inform consortium decisions

(ppsiand Hegron
Palliative Cargje
Consortium ‘

GTM C[chungmnamga\\r

Swan il D st g

castlemaine

Recognise the signs and symptoms of the following palliative
care emergencies?

Seizures
Respiratory Distress

Catastrophic haemorrhage

Hypercalcaemia in malignancy

Spinal Cord Compression

Superior Vena Cava Obstruction | N N

0 10 20 30 40 50 60

Source: The Loddon Mallee Region Palliative Care
Knowledge and Skills Survey (PD Smart)

119

Education — Training Needs Analysis

Years of experience working in Palliative Care

1-2 Years
22%

11-20 Years
31%

2-5 Years
26%

B UACETS
14%

Post Graduate Qualifications

Palliative Care Post No Post Graduate

Graduate Qualifications Qualifications
25% 32%

Post Graduate
Quaifcations
43%

Source: The Loddon Mallee Region Palliative Care Knowledge and Skills Survey (PD Smart)

120

9/02/2023
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Education - Training Needs Analysis

What palliative care education you have Communication skills training attended in last 5 years
attended/undertaken in the last two years?

Formal Training
12%

Included in Post-
graduate Studies

9%

PEPA, Centre
PC, PCOC,
Online,

Inservice
10%

Conference,
Inservices,
Journal
Article
58%

Online Training
5%

Source: The Loddon Mallee Region Palliative Care Knowledge and Skills Survey (PD Smart)

121

Education

Consortium funded 23 Grants that were awarded for;

* Palliative Post-Graduate Studies (Flinders University,
Australian College of Nursing)and;

+ Palliative Care-related education (Banksia, Centre for
Palliative Care, MND Australia)

Loddon Mallee Specialist Palliative Care Consultancy;
+ Created online presentations for generalist clinicians
»  Communication skills training for Palliative Care Clinicians

» Using TNA data to prioritise education opportunities for
specialist palliative care clinicians.

122
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Loddon Mallee Palliative Clinicians Network

» Complex Clinical Review
* Mindfulness

* Group Clinical Supervision

123

Re-designing a
Palliative Model of
Care in Regional
Victoria

®
® P —
PalliativeCare
o > VICTORIA
Living, dying & grieving well

Jo Amos - Palliative Care Coordinator,
Echuca Regional Health

9/02/2023
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126

63



9/02/2023

Echuca Regional Health Palliative care teams

Small Community Palliative Care Team
In patient palliative care Co- Ordinator
2 funded palliative care beds

Loddon Mallee Regional Specialist Palliative Care
Consultancy

127

What was the objective?

128
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An Over arching document for ERH and Region,

“Palliative Care- Specialized Care When You
Need it the Most “

Incorporating general information on

o Palliative Care / Identification of palliative care patients and referral
pathways both local and regional

Advanced care planning
End life care — Home, Hospital and Glanville
Bereavement and Spiritual care

And to be the basis of the Palliative Care Dying Policy available
on the inter and intranet

129

130
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Not with out some breakdowns

* Project funding occurred at same time as COVID- 19

* Community Palliative Care and Cancer Services transitioning
to new IT software

* Unable to implement change with external stakeholders

+ ERH HIS systems and multiple IT systems needing upgrade
» Assumptions i.e. how things work metro v rural

+ Constant change in staff /junior staff

* Increase in work load

* Hospital transitioning from GP to Consultant lead system
* Cross border issues

131

The Main road

» GAP analysis/ Service Mapping; current
referral processes and barriers

— Improved recognition of patients requiring

specialised palliative care

— Recognition and appropriate referral — to-
from: chronic health/ Cancer /Palliative care
and acute teams

— Coordinated discharge from acute

132
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B Sl T
Completed parts of the journey

Referral/ Access/Handover

ERH Quick Referral guide — flow chart

Community Palliative Care — Updated referral  tool incorporating
validated tools , PCOC and RUN-PC, as well as information specifically
needed to both adequately triage, assess appropriateness and admit
patients to service.

Inpatient Palliative Care Bed - updated Palliative Private admission flow
chart with continue to aim for a standard admission process

ERH Clinical handover tool had been trialled as an inter- hospital
transfer form, adapted to incorporate specific Palliative/ cancer /Chronic
disease/ RACF language to be used for all handover for all services to
be used both when on discharge and admission

Dying at home check list
Resource folders with above information

Overarching ERH palliative policy

133

[ Palliative Care Patient for Discharge Planning |

YES &= is the patient a aurrent Community 5 nNO
Notify Community Rl S et Please Complete Referral
Palliative Care via email of Prior to Discharge. Use CPC
impending discharge date Referral Form (Draft) to
palliativecare @erh.org.au replacing the
ConnectingCare SCCT tool.

Iyl enie
palliativecare@erh.org.au

l Is patient going home for urgent end of life care and | :

If urgent phone CPC on

dicted or at risk of is of hours to days?
predicted or at risk of a prognosis of hours to days| FrrTTT TR

u u completing referral.

Please Contact Community
Palliative Care to inform of

patient’s need for EOLC
support in the community.

On Day of Discharge:

*  Clinical Handover Form
MRO20

Any other relevant
documentation ©n Day of Discharge:
Email to * Clinical Handover Form MRO20
+  End of Life Care Discharge Checklist
+  Copy of Care Plan for The Dying (If initiated
whilst an inpatient)
+  Any other relevant documentation
Email to h.org.au

134
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Side roads

* End of Life Care Plan/ consistency of end of life
care in acute

* PCOC extend current assessment and reporting
 Standardised bereavement follow-up

* Improved Advanced Care Planning

* Update and addition of policies and procedures
* Improved Culturally specific and spiritual care

* Non Malignant versus Malignant

* Education

[EY
w
Ul

Aboriginal and Torres strait islander

e ERH ALO was involved in steering committee cultural appropriate
resources and wording

e ERH — LMS compulsory education module
e Specific wording in “When someone dies “ booklet as well as art work

e Butterfly symbol with local indigenous art work to identify rooms of loved
ones dying

e Specific Advanced Care Planning documentation from Njernda as well as
Palliative Care Australia

¢ Indigenous artwork through out hospital and new cancer wellness centre
e Memorial service — smoking ceremony

9/02/2023
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The Bumpy Road Ahead

e Population growth
e GP shortage
e Floods

e Resulted closure of Rochester Hospital and RACF more pressure

on ERH beds
o Increased percentage of homeless and displaced persons

Increase in Palliative care patients and complexity as well as
late diagnosis post COVID / GP shortage

e Burnout of staff
e Community Palliative Care- Still waiting for updated software

programme...

Thank you
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ltems of interest

Model of care overarching document
* When someone dies

Butterfly

Care plan for dying

Quilt/ clothing/ bags

139
Early Access,
Sym ptom Dr Hossein Kasiri — Consultant Palliative
Management, and Rllicie Cors eciie, Bondige Holh
Education (EASE)
Program

®
Q ..
PalliativeCare
® 1A VICTORIA
e Living, dying & grieving well
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Overview of BHSPCS

Specialist Palliative Care Service
Bendigo Health

Loddon Mallee
Inpatient Palliative Regional Specialist Community Specialist
Care Unit Palliative Care Palliative Care Service
Consultancy Service

e 10 bed unit * Inpatient consultancy
* Medical clinic

141
Community Specialist Palliative Care
General
Community
Palliative Care \
PallCare Liaison Dav brogram
Nurse Y prog
EASE Program PallCare@Home

142

9/02/2023

71



9/02/2023

I —
Background

Benefits of concurrent palliative and oncology care in advance cancer

* Better QOL & symptom management

e Less caregiver distress

* More accordance of care with patient wishes

¢ Survival advantage

* Reduce prolonged hospitalisation & ICU admissions near EOL
* Cost savings

143

A Response to a Need

* Increasing early referral to palliative care

* Addressing population needs

* Allocation of resources and workforce

* Improve access and quality of service delivery

144
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Early Access, Symptom management &
Evaluation (EASE)

Stand-alone outpatient clinic
* Operates by Clinical Nurse Consultant (CNC)
12 week program

Supported by OT, SW and physician

145

EASE Program

* Malignant condition * Appointment letter Symptom management
¢ Non-urgent referral * Map Coping mechanisms
(RUN-PC) e The Carer Support Establishing illness
* RUG score 24 Needs Assessment Tool understanding
e AKPS>70 (CSNAT) Engaging family
e Independently mobile e Registration documents members
Caregiver education
Rapport building
Future planning
Advance Care Directives

146
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EASE Program

* Access to 24hr advice line * Stable phase for 2 Demographics
* Referral to general CPC or consecutive reviews over Type of malignancy
PC@H if situation changes 2-4 weeks Time from diagnosis to
¢ Relevant SPC Domains referral

addressed PCOC/AKPS/RUG/SCNAT

* MDT team discussion score on the initial visit
SPC domains discussed
staffing (SW/OT/physician)
involvement
Number of ACP/MTDM
completed
The outcome (discharge
from EASE, or refer to
CPC/PC@H)

147

The reason why this model was selected

Resources consideration
Workforce allocation
Improving access

Improving quality of service delivery

148
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North & West
Metropolitan
Region Palliative
Care Consortium

Kylie Johnson — Clinical Operations
Manager, Banksia Palliative Care Service
Inc.

Suzanne Peyton — COVID-19 Response
Business Partner/Clinical Lead

' ' PalliativeCare

NORTH AND WEST - VICTORIA
METROPOLITAN REGION Living, dying & grieving well

PALLIATIVE CARE CONSORTIUM

Banksia Rapid
Assessment vowwd
Team (BRAT)

Banksia Palliative Care Service

www.banksiapalliative.com.au

PalliativeCare

VICTORIA
Living, dying & grieving well

9/02/2023
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The Banksia Rapid Assessment Team (BRAT)
Program:

The BRAT program provides specialist resources to address high-stress,
acute situations that occur in client homes, such as rapid deterioration,
acute exacerbation of symptoms, unexpected complications or carers
stress and burden.

The model delivers face-to-face support and interventions in the home,
within the shortest timeframe possible (maximum 1.5 hours from
notification) to address the ‘crisis’ and implement measures to greatly
reduce the need for ambulance attendance, presentation to acute health
service emergency departments and unplanned in-patient admissions.

151

Development of the BRAT:

* The pandemic exhausted health services and supports, including
GP’s, Acute Health Services, Private Hospitals.

* Accessible to services diminished, resulting in unavoidable and
unacceptable experiences for palliative clients and their families.

* Hospital visiting restrictions significantly decreased client and carer
preference for hospital admission.

* Willingness and capacity to address and manage crises in the home
became an essential service demand.
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The focus of the BRAT:

* Provide immediate and effective supports to people in their homes at times of
crises;

* Provide timely, expert management of symptoms, complications and
emotional burden to clients and carers;

* Provide a high level of expertise in the home to ensure optimal outcomes, both
immediate and long term;

* Alleviate burden to emergency and health services by preventing presentations
to ED or calls to AV wherever possible, and

* To support clients and carers through acute episodes, with the goal of
preventing disruption or alteration to preferred site-of-care and end of life
wishes.
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Process for BRAT intervention:

. Shenioclar staff with the clinical team are allocated as “BRAT” members for
the day.

* Notification reached of increased tensions within the home, acute
symptom exacerbation or sudden decline (etc), with carer distress being
evident during the interaction. Notification may be via:

* Phone call to office and conversation with Desk Nurse or clinical staff member;
* Notification from a partner health provider, eg GP, visiting service, etc, or

* Via Banksia staff member who may be in the home, and requiring additional
expertise of colleagues, immediately.

* Situation escalated to BRAT nurse, who will notify other members of the
team required, based on the situation, and arrange the visit to the home
within the smallest possible timeframe — maximum of 1.5hrs.

154
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The BRAT members:

The members who attend will be determined after assessment of need
for each situation. Team members may include any or all of the
following:

* Palliative Care Physician.
* Senior Registered Nurse.
* Senior Social Worker.

* Enrolled Nurse.

BRAT - The impact:

16 BRATS:

14 successful — situation addressed.

® Successful 2 unsuccessful.

H Transfers

October

14 88%)

o N&V- worsening symptoms. ED
presentation preferred.

o Aged Care- Resident
deterioration. GP requested
admission for EoLC.

9/02/2023
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m Successful

B Transfers November

20 (87%)

Thank you....

BRAT - The impact:

23 BRATS:

20 successful — situation addressed.
3 unsuccessful.

o Fall and functional decline. MRI
- SCC.

o Pain crisis - presented to ED.

o Aged Care - client deteriorated.

Transfer preferred.

# Banksia

\' ‘) Palliative Care Service

9/02/2023
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Self-compassion
Training in Palliative

Care During
CQOVID-19: A Pilot
Study

Collaborative Research Team —
Melbo rne City Mission Palliative Care &

Monash University

Margaret O’Connor AM, Suzanne Peyton, Kaori
Shimoinaba, Yaping Zhong

[y
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PalliativeCare
° > VICTORIA
Living, dying & grieving well

Suzanne Peyton — COVID-19 Response
Business Partner/Clinical Lead, Melbourne
City Mission Palliative Care

supeyton@mcm.org.au

160

Compassion v. Self-compassion

* Compassion — feeling of concern for the suffering of others, that is associated with the motivation to help.

* has assumed considerable significance with the dire impact of the COVID-19 pandemic on health care systems

» well-discussed as an essential skill in the specialty area of palliative/end-of-life care

* compassion - understanding and responding to the dying person and their family’s physical, emotional, social and
spiritual suffering and engaging in sensitive conversations about losses, grief, death and dying

« Self-compassion - a way of managing the difficulties experienced in working with others, offering protection and

resilience against caregiver fatigue and burnout

¢ may assist in maintaining one’s own health and wellbeing, provide a buffer against the constant stress in most healthcare

settings AND it is a skill that can be learned and developed with practice.

9/02/2023
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What is Self-Compassion?
(Neff, 2003)

[
~ -
l@

Mindfulness Self-Kindness Common Humanity

Becoming aware of and present Being kind and understanding of Viewing your circumstances,
with our negative internal yourself rather than judgmental or mistakes, suffering, or
experiences (Germer & Neff, critical. inadequacies within the context of
2019). Actively comforting, protecting, or a shared human experiences.

Allowing yourself to be aware of supporting ourselves (Germer &
painful thoughts without over- Neff, 2019).
identifying with or ruminating

about them.

“Becoming our own first responders and providing kindness on arrival” (Black, 2018)

“Treating ourselves in the same way as we would a friend, during times of challenge”
(Germer, 2002)

161

Aim Method

convenience sampling from services in the
Northern and Western Palliative Care

to replicate and test the ‘Self- L
Consortium

Compassion training for Healthcare
Communities’ (SCHC) program (Neff electronic notification; those interested
2020) invited to contact the program coordinator

once weekly gathering for 75 minutes in the

to support people in caring roles in evenings, for 6 weeks, delivered online

palliative care settings ethical approval — Monash University

three survey rounds with identical questions
were conducted prior to, immediately after,
and three months after the training.

using on-line rather than face-to-face
delivery

demographic and 6 tools used to measure
affect of the program

162
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Skills learned and practiced over six weeks:

* yin— embodied practices to down-regulate ns —inner realm — safety, support, validation
yang — strength — encouraging, motivating and protecting self — behaviours.
cultivating kind and encouraging self-talk to counter self-criticism (inner ally)

inclusive balancing meditation ‘in situ’ offering kindness to self and others in challenging encounters

connecting to one’s values and purpose at work

participants encouraged to bring awareness to times they experienced stress or distress at work and apply
the skills ‘on the spot’

reflection time built in during classes with small groups meeting in break-out rooms to discuss learning,
challenges, discoveries. “What works for me?”

163

Results

¢ |low attrition
¢ convenience of on-line attendance

* self-compassion scores - moderate level at the commencement of the program and
increased significantly following training (Data points 2 & 3)

* mindfulness scores also increased following training (Data points 2 & 3)

* compassion towards others’ scores - altered little over the time from a high initial
baseline

* participants’ self-reported emotional state (depression, anxiety and stress levels)
improved at end of program with further positive improvement three months post-
training

* may indicate program effectiveness, teaching regulation of one’s inner state, and responses to
others, by developing and practicing self-compassion skills.

164
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Conclusions

* a self-compassionate approach could mitigate against the stressors of caring roles

* for balance - promote an organisational culture of compassionate care of self and others -
both are protective — “compassion literacy”.

* self-compassion / self-care & staff supports go hand in hand, wellbeing is a shared
responsibility between the individual professional and workplace management/culture.

* training in skill development may enhance self awareness and self-regulation, individual
wellbeing and reduce fatigue and/or burnout

* academic collaboration provides a structure to add to the evidence
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Palliative and Supportive Care - Self-compassion training in palliative care
during COVID-19: A pilot study

cambridge.org/pax

Margaret O’Connor, rx, b, ma, prreor 22 (), Kaori Shimoinaba, e, .o, w.n., w.couns,
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Abstract

Objectives. This pilot project replicated a self-compassion program to support health-care
professionals in palliative care settings. We anticipated that undertaking this program would
enhance participants’ psychological well-being.

Methods. Participants were recruited by convenience sampling from palliative care services

n_an area of Melhourn alia_Reca of th he nrosram wa
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Southern Metropolitan
Region Palliative Care
Consortium

Tanja Bahro — Southern Metropolitan
Region Palliative Care Consortium

PalliativeCare
VICTORIA
Living, dying & grieving well
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‘Out of Complexity
Find Simplicity’ —
Albert Einstein

[y
Q P
PalliativeCare
° > VICTORIA
Living, dying & grieving well

Tanja Bahro — Southern Metropolitan Region
Palliative Care Consortium

170

9/02/2023

85



The players

Consortium members and associated members
» Community, Inpatient, Consultancy, Private, ICS, PHN
Regional

* 160 aged care, Dlsoblll’r communl’ry health, In-reach, advance care
planning, local councils,

Statewide

. O’rlQer J::onsor’na PCV CPC, VACCHO, GCHCORP Disability, PCAS,
etc

« CEH, CCDA, OPA, DoH, SCV, VAHI, MNDAYV, LASA, ACSA
Federal

* PEPA, PCOG, PACOP ELDAC, Caresearch, PCA

171
P
/1
ELDAC
End of Life Directions for Aged Care
B . PACOP -/
#~ Palliative Care palliative aged care
4 Advice Service outcomes program
c.) Centre for
“_ Palliative Care 5
o i g Y
'Cabﬂnl Peninsula AlfredHealth
Doy € T ¥
) boxt Palliative Care
Health Care Bethiehem  mmsunsan  VIONAshHealth South East Snfer Core
M STJOHN OF GOD torig
e South Eastern
Private Hospital
e CAR\/EARCH
' .0 PalliativeCare care knowledge network
P c 0 c L 2 Uiving. g & grievin et
palliative care
outcomes collaboration
172
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Strategies for navigation

* Monthly email update with news and
education opportunities

* Regular meetings with and connection
of stakeholders

* Raising awareness for existing projects
and resources

s Establishment of the Victorian Palliative
Care Network (in progress)

* But when there are gaps, we dive in!

173

Gap! PND and end of life

Identified by: What we have:

Consortium clinicians * Established and successful MND
Position statement of Progressive program

neurological diseases and end of
life (PCA, MS Society,
Huntington’s, Fight Parkinson’s)

* Connection with specialist
progressive Neuro and palliative
service (Bethlehem)

* Internal capabilities in resource
development, training and
networking

174
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Just because something is impossible,
doesn’t mean we can’t do it!

How we are doing it:

* Data analysis

. WHLCH PND?2 All2 A less common one2 A common
one?

* Employ amazing clinician

« Stakeholder consultation

* Jim Howe (neurologist) volunteered to oversee the
program

PARKINSON'S DISEASE!

9/02/2023
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Issues for PD

* Referral to palliative care often not because of PD
* Potential of losing contact with neurologist
* Specific medication issues relating to PD

* Movement disorder clinics not clear about PC and when/how to
refer

* PD patients often access RACFs before PC and lose contact with
neurologist at that point

177

Solutions

* Collaboration with external stakeholders (Fight Parkinson’s,
state-wide PND service at Bethlehem)

* Training for palliative care clinicians in the region

* Awareness raising for health professionals working with PD
(in progress)

* Training regarding referral to Palliative care (existing train-
the trainer resource)

178
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Y e
Solutions cont.

* Need for clinical guidelines identified, but no capacity or authority to
develop them.

Next best thing!

» “Parkinson’s Disease — Issues for the Palliative Care team”

* Resource developed by Lee-Anne Henley in conjunction with Jim Howe,
Victor McConvey, Robert Wojnar

* “Parkinson’s Disease — Issues for the Aged Care team” adapted by
Jane Turton

* Distributed statewide, careseach, pallihub, article in palliverse, requests
from interstate and overseas.

179

Still to come

* More training for palliative care services in the region

* Meaningful links with movement disorder clinics and
development of a red flags resource

180

90



9/02/2023

Similar Initiatives by the Consortium Have
Included:

* Promoting Quality of Live — speakers kit
* Disability fact sheet series

* Palliative Care Conversations — train the trainer
resource

» Consider the Carer
* MND Podcast series

All still relevant and available

181

Thanks to the palliative care sector, especially clinicians
and other consortia, which stand out for generosity,
collaboration and sharing of ideas and resources.

WWW.SMIpcc.org.au
tanja.bahro@smrpcc.org.au

182
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Palliative Care Victoria
Summit 2023

Reflect, Reconnect, Rest

PalliativeCare

VICTORIA
Living, dying & grieving well
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O . Violet Platt- Chief Executive Officer, Palliative
Ve rVIeW Care Victoria

®
Q ..
PalliativeCare
® )3 VICTORIA
e Living, dying & grieving well

184

92



Culturally and Linguistically
Diverse Community
Engagement

. Communitx engagement ONEND-OF-LIFE ISSUES
projects with: o
Serbian Community :
Association of Australia

United Spanish Latin American -
Welfare centre

Australian Vietnamese Women'’s
Association

Springvale IndoChinese Mutual
Assistance association

ECCV Positive Ageing and Aged

Care Policy Group
More in the pipeline!!

185

Advocacy

High Quality
Palliative Care
for all Victorians

The sustananiity s o iht
of paliative

carenVvictoria

Coverage in some of
Australia’s biggest
media outlets.

128 MPs contacted

Meaningful correspondence
v with 43 MPs
= Plus mony local news organisations

186

In the Media - Highlights

9/02/2023
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Engagement

187

M Heike Fleischmann — Volunteer Engagement
C U rre nt Pr0|ecis & Capacity Building Manager, Palliative Care

Victoria

®
» L
PalliativeCare
e > VICTORIA
Liwng, dynng & gl‘\EViﬂg well
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Current projects

* Collaboration with VALID
* Promotion of Easy English booklets
* National Volunteering Conference

* Professional development for leaders of
volunteers

* Visits to regional Victoria

189

Collaboration with VALID

190
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Promotion of Easy English booklets

Our Choice Expo

Part of the
Having a Say Conference 2023

9.30am - 3.30pm
Mon. 20th & Tuesday 21st Feb. 2023

Deakin Uni, Waterfront campus, Geelong

Take the opportunity to browse around 100 exhibits and see what
is available to support you to get the best out of the NDIS and be
involved in your community. Free entry to the public.

Y _ %
’ More Information - www.valid.org.au
VA Christine Scott E: havingasay@valid.org.au
L M: 0475 698 884

191

National Volunteering Conference

B e 20NATIONAL
23 VOLUNTEERING
CONFERENCE

THE FUTURE IS NOW

Nowr ountry, Canberra | 13-14 February

o

CONFERENCE
PROGRAM

LAUNCHING THE
NATIONAL STRATEGY @
FOR VOLUNTEERING
INTERACTIVE WORKSHOPS (¢
PLENARY SESSIONS
NETWORKING

RECEPTION

Register Now!
T —

Volunteering

192
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Professional Development for
Leaders of Volunteers

Title

* 2 day Train the trainer workshop oz g

* Designed for leaders of 2020 |
volunteers who are responsible palliative Care
for the induction of palliative Volunteer Trairing

.
Resource Kit

care volunteers

* Facilitated by Heike Fleischmann
from PCV

193

Professional Development for
Leaders of Volunteers

* Collaborative Leadership training

* Designed for leaders of
volunteers who want to grow
their practical confidence and
competence in their leadership
and management endeavours

* Facilitated by Nancy Nunez from
Groupworks Centre

194
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Visits to regional Victoria

VICTORIA

NEW SOUTH WALES

N
R
1L
SOUTH
AUSTRALIA

on -
o %E?""
Discovery Bay Cape \Warriambaols ’/
MAPNOT T0 SCALE  Nelson

Copyright €013 www mapsofwarld com Cape Otway
(Updared on 16t Ty 2013)

s
{ Adstralia
\\Ca‘pital Territors
~J
Cape Howe
State Capitd
Wajor Town

+ Hirport

Questions?

Thank you!

')
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Summit Finish

Thank you for attending the
Palliative Care Victoria Summit 2023

o
Q P
PalliativeCare
° 5 VICTORIA
Living, dying & grieving well

Be sure to fill out the Summit Feedback
Form, from the QR code at your table.

Palliative Care Victoria Summit 2023

Reflect, Re-connect, Reset

Afternoon
Refreshments

Drinks and nibbles to be served

®
Q ..
PalliativeCare
® )3 VICTORIA
e Living, dying & grieving well

Palliative Care Victoria Summit 2023

Reflect, Re-connect, Reset
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Palliative Care Victoria
Summit 2023

Reflect, Reconnect, Rest

PalliativeCare

VICTORIA
Living, dying & grieving well
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