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“Pall iative”

“Pall iative 

Care”
Defining Palliative Care



Traditional v.s. 

current

LEAP Renal Courseware, Version 1.1, Pallium Canada, January 2012



Early palliative 

care in chronic 

kidney disease

LEAP Renal Courseware, Version 1.1, Pallium Canada, January 2012



Key Features of 

Palliative Care
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- Not limited to end-of-life (EOL)

- For individuals with life-limiting illnesses

- Can be done alongside treatments to control the disease

- Aims to improve or maintain quality of life

- Holistic care: physical, psychological, spiritual, social

- For all ages

- For cancer and non-cancer diagnosis

- Best provided by interprofessional team

- Is active care

LEAP Renal Courseware, Version 1.1, Pallium Canada, January 2012



What is the 

pall iative care 

approach?



The 

Pall iative 

Care 

Approach
Generalist Level

LEAP Renal Courseware, Version 1.1, Pallium Canada, January 2012



What does 

assessment look 

l ike?



The Surprise 

Question
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LEAP Renal Courseware, Version 1.1, Pallium Canada, January 2012



https://www.ckmcare.com

/CKMPathway/PathwayIntr

oduction
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https://www.ckmcare.com/CKMPathway/PathwayIntroduction
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Assess Symptoms
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Uremia Picture Sheet & IPOS



Advance Care 

Planning & 

Goals of Care 

Discussions
Planning
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Management 

Strategies
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CCRC Session Guides
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Initial 

Outcomes



CCRC Pathway 

Goals
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 Supporting patient and family’s goals of care 
and treatment decisions

 Supporting patient’s wishes towards a “good 
death” as evidenced by Quality of Dying AGPAR

 Supporting patient and family with their 
preferred place of care at end-of-life 

 Hospice palliative care and support services 
provided at the right place, and at the right 
time

 Support for the caregivers as they support 
their loved one’s journey towards end-of-life
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 55 patients listed

 12 patients not returning to clinic

 43 active patients as of Jul. 9, 2019

 Of those who died at home- 79% verbalized 
their wish to receive their EOL care at home

 Of those who died in the hospital- 47% 
verbalized their wish to receive their EOL care at 
hospital

SHN CCRC PATHWAY DATA



70% of those families surveyed after the death 
of their family member reported 8 or more 
points on the QODA 
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Family QODA Feedback
 “happy with the great job and support to my father” 

 Wife reported that her husband reserved a financial donation 
to the hospital upon his death

 “very helpful” and the primary nurse was “very nice”

 Daughter shared that MCKC communication is good and she 
was very appreciative of the care her father received

 Son shared that CCRC care was “excellent” and felt extremely 
satisfied 

 Daughter was very glad of the help from the Nephrologist and 
team. Found the help by the social worker was good, and she 
was grateful for the social worker’s assistance

 “I’m happy with the way it ended. Very happy with the 
service”. Son felt that they were well cared for

 Family gave a basket of fruits to team as a thank you

 Daughter shared that she was “happy with the great job and 
support for my father”
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Family QODA Feedback
 Initially family had challenges with transition and transfer to 

specialized palliative care teams. Feedback was that they had 
too many people to call, and the HPC teams often did not 
return calls. So the patient would end up in ED because they 
could not access physician home visits.
 Gave feedback to HPC agencies to improve

 Included updated crises planning at every visit as patient’s condition 
changed, and to ensure families knew who to contact

 Rely on families to call when health status changes to assist with 
navigating services i.e. nursing agency and HPC team, but sometimes 
families forget their crises plan and go to ED anyway

 Lower QODA scores were related to the management of the 
patient and their symptoms either at home by specialized 
team, or if they had to go to ER and get support managing by 
the specialized team, or ED staff



Next Steps
• Inter-program coordination/feedback loop to improve transition points 

within hospital visits

• Hospital-wide Patient Centered Decision Making Pathway Working Group 
to standardized goals of care discussions and palliative care

• Advocate for more supports to caregivers. Most caregivers have already 
given up their work so they can be full-time caregivers and often ask 
about income support

• Access to more respite programs especially for home 

• Access to more support especially for overnight if patient’s wish to is 
remain at home for EOL

• Hospice facilities needed in Scarborough instead of using PCU since 
patients, and especially caregivers have shared their preference for 
EOL care in supportive facility for when they cannot manage patient 
at home

• Provincial effort to standardize palliative care in Ontario: Ontario Renal 
Network, Palliative Care Ontario, Hospice Palliative Care Ontario

• National effort to standardize palliative care in Canada: Pallium Canada, 
National Conservative Kidney Management Working Group



THANK YOU!
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 Dr. P. Tam

 E. Macatangay

 C. Gunn

 S. Chan

 J. Faigal

 A. Ecclestone

 Dr. S. Davison

 Southern Alberta 
Renal Program

 Pallium Canada, LEAP 
Renal



Questions?


