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OBJECTIVES 



A BIT ABOUT US… 



92940 people 

177 communities 

> ½ island’s land 

mass  

60% rural based 

22+% >65 y.o 

45 facilities: 

2 referral centers 

9 health centers 

6 LTC centers 

27 community 

offices 

1 residential 

treatment center 



STATISTICS 



STATISTICS - Utilization 



PALLIATION IN CENTRAL NL 
Top diseases referred 

• Cancer 

• CVD 

• COPD/ALS  

Top referral reasons 

• Pain/Symptom Mgmt 

• Future Care Planning 

• Caregiver Distress 

 



Canadian Cancer Statistics 2014 

• An estimated 

191,300 new cases 

of cancer and 

76,600 deaths 

from cancer will 

occur in Canada 

in 2014. Lung, 

breast, colorectal 

and prostate 

cancer account 

for the top 4 

diagnosed 

cancers. 

 

In 2014, an 

estimated 1,500 

people will die of 

cancer in 

Newfoundland, 

and 3,400 new 

cases will be 

diagnosed. 



PERSON CENTERED CARE 

IN PALLIATIVE CARE IN C.H. 
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MULTIDISCIPLINARY                   

PEOLC SPECIALIST TEAM 
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FUNDAMENTALS 
• Community Nursing maintains primary case 

management of patient 

• Death at home planning requires full 

participation of patient, family, physician, 

community health nurse and palliative team 

• Supportive education to both families and 

community health nursing/partners is key 

• Regional PEOLC Standing Orders are a key 

source of ‘on the ground’ clinical supports 

 

https://studenthealth.ucsf.edu/healthcare-services/nursing-consult


CIRCLE OF CARE 

•Oxygen, 

Equipment, 

Supplies, HS 

•Support  

•Death at Home 

Support 

• Assessment 

• Case 

Management 

• Death at 

Home Plan  

•Counseling 

•Complicated 

Distress 

•Grief Work 

• Assessment 

• Consultation 

• Teaching  

• Support 

PEOLC 

Nursing 

Consultant 

PEOLC 

Psychosocial 

Grief 

Consultant 

EOL  

Home Care 

Coordinator 

Community 

Health 

Nurse 



 

 

Palliative care referral received by Regional 

PEOLC Team 

Is client at end of life? Yes 

No 

Palliative Care Consultant 

assesses client/family to 

determine multidisciplinary 

team involvement 

 

Consultant to refer 

client to CCNC &                 

EOL Coordinator 

Consultant to refer client 

to CCNC 

CCNC home visits twice weekly & telephone 

visits 1-2 times weekly & liaises with 

Consultant/EOL Coordinator 

 

EOL Coordinator to follow up weekly with CCNC 

and client and/or as needed 

 

Consultant to follow up weekly with CCNC and 

client and/or as needed 

 

Regular monitoring & assessment by CCNC to 

determine visits & contact needed; i.e. weekly 

home visits, telephone support 

Regional Palliative Care Services  

Community-Based 



MEETING THE NEED 

Year    

(July-

July) 

Number of 

Clients 

Referred 

Average 

days 

followed by 

consult 

team 

Estimated 

Savings 

2012-13 238 70 days $1.2 

million 

2013-14 263 44 days $1.3 

million 

2014-15 320 51 days                  $2.2 

million 



NUMBER CRUNCHING…. 

 

 

 

   
 

 

   

 

    

 

 

    

*Palliative care patients are 5 times more likely to have 3 or more stays 

with a cumulative length of 30 days or greater.  These numbers are greater 

than clients with acute medical conditions like Chronic Obstructive Pulmonary 

Disease and Congestive Heart Failure 2.7 and 4.1 respectively. Palliation in 

the acute care system has been necessary because of the lack of integrated 

palliative care services in the community. These numbers are further 

compounded by challenging geography.  Common characteristics of high users 

of acute care are those who live in rural areas.  It is reported that 21-24% 

of high use patients live in rural areas (CIHI, 2013).  

 

**Data 

from CIHI 

(2015), 

indicates 

that the 

average 

length of 

stay for 

palliative 

patients 

in acute 

care is 7 

days and 

0.9 days 

as ALC.  

This is a 

cost of 
$9595.00.   



WHAT MATTERS MOST 



CASE STUDY 
• 60 y.o female with liver cancer; poor prognosis                   

(days to weeks) 

• Several visits to ER in previous 2 months for 

undiagnosed symptoms. Admitted to hospital.    

Given dx & poor prognosis 

• Client wanted to return home – PALLIATIVE/END 

OF LIFE CARE TEAM consulted  

 
Palliative Team  Community Nurse 

Assessment in hospital Contacted/Visited client/family 

Equipment/Supplies sent home Gleaned history/learning from team 

Teaching to family Regular care/follow-up  

Referral to Community Nurse Extra consulting required on 

terminal delirium/deterioration 



CASE STUDY CONT’D 
• Prepared appropriate paperwork for death at home 

planning 

• Extra family support required during weekend crisis 

• Regular visits by both Community Nurse and 

Palliative Consultant 

• Palliative Consultant liaised between Physician and 

Community Nurse for symptom support 

 

CONCLUSION: 

Client died at home, as per goals of care peacefully 

Family appreciative of collective efforts 

Smoother bereavement process 

Community Nurse felt supported and educated in 

process, learning best practices in PEOLC 



Questions or Comments? 


