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Land Acknowledgement

We recognize with humility and gratitude that 

Canada is located in the traditional, historical and 

ceded and unceded Lands of First Nation, Inuit and 

Metis Peoples.  On behalf of us all, we acknowledge 

and pay respect to the Indigenous peoples past, 

present and future who continue to work, educate 

and contribute to the strength of this country. 



Learning Objectives
By the end of the session, participants will be able to:
Learning Objectives
By the end of the session, participants will be able to:

Describe how early 
identification and 

integration of a palliative 
approach enhances 
care and outcomes

Recognize opportunities 
to optimize care and 
QOL through early 

initiation of a palliative 
approach

Reflection on skills, 
knowledge and attitudes 

needed to identify 
people who would 

benefit from a palliative 
approach



THE CANADIAN INTERDISCIPLINARY PALLIATIVE CARE 
COMPETENCY FRAMEWORK



Unpacking the Principles of a Palliative 
Approach to Care

Domain 1: Principles of a palliative approach to care

Palliative care aims to improve the quality of life of people with life-

limiting conditions and their designated families or caregivers. This 

person-centred care ideally begins at diagnosis, continues into 

bereavement, and is for people of any age. 1

1 Canadian Partnership Against Cancer & Health Canada. The Canadian Interdisciplinary Palliative Care Competency Framework. Toronto, ON: 2021.



Unpacking the Principles of a Palliative 
Approach to Care

Competency 1.2 Identifying people who would benefit from a palliative approach1 

For Interdisciplinary team members (nurses, SW, PSWs, generalist physicians and 
volunteers) this means recognizing, understanding and integrating:

• “Life-limiting conditions" and a person’s complex and changing multidimensional care 
needs 

• Advocating for early initiation of a palliative approach

• Communicating with families or caregivers about the continuum of care, disease trajectory, 
and the principles of a palliative approach to care

• Collaborating with the care team and using evidence-based tools to identify people who 
could benefit from a palliative approach

1 Canadian Partnership Against Cancer & Health Canada. The Canadian Interdisciplinary Palliative Care Competency Framework. Toronto, ON: 2021.



Introductions

Jan Vandale, MN RN CHPCN(C)
Clinical Nurse Specialist with:

Palliative Home Care, and 
CAMPP (Community Allied Mobile Palliative Partnership)



Janet Vandale (RN, MN)
Clinical Nurse Specialist
Palliative Home Care (Calgary Zone)
CAMPP

Palliative Care: 
The Early 
Approach



We recognize that our 
work takes place on 
historical and 
contemporary lands 
of many indigenous 
peoples, including the 
Blackfoot, Stoney 
Nakoda, Tsuu'tina, 
Piikani, Cree, Dene, 
Inuit and Métis 
peoples, as identified 
in Treaty 7, and the 
Métis Nation within 
Alberta



This acknowledgement 
is made in the spirit of 
reconciliation and 
gratitude to those 
whose territory we 
reside on and work on.

Thank you.



Outline

Outline for 
today:

Discuss Your own experiences
Questions and comments

Explore Who would benefit, and how do we find 
them?

Share
PaCES work – early and systematic PC in 
the context of a palliative approach in 
advanced cancer care

Frame
Palliative Approach as a concept
Principles 
When, where, how?



Conceptual Model (Touzel & Shadd, 2018)

Mortality 
Acknowledgement

Whole-person 
Care

Focus on Quality 
of LIfe

Palliative Approach 
to Care

by Anyone at Any time    in Any setting   for Any illness



Public health model



Meet Chris:

• 48, very advanced salivary gland cancer
• Homeless since early 20’s
• EtOH central to his life
• Dan – caregiver, “life partner”



Palliative Care Early and 
Systematic: CRC 
Complex system change
Complex conceptual change

Integrating timely palliative approach to care in 
colorectal cancer



Knowledge to Action Cycle



Photo credit: CTV news

Local Context: “The saddest place on earth…”

Slide courtesy of 
Dr. Jessica Simon



Our challenge: Late & non-integrated PC 

EVIDENCE SUGGESTS INITIATE PALLIATIVE CARE WITHIN 2 MONTHS OF DIAGNOSIS

2010 RCT Early Palliative Care significant improvement in 
quality of life, mood and longer survival

2017 Multiple systematic reviews confirm better 
quality of life, symptom burden and survival

Temel JS. N Engl J Med 2010; Smith TJ. J Clin Oncol 2012;
Ferrel B. J Clin Onc 2017;
 Haun MW. Cochrane Database Syst Rev 2017; 

2017 ASCO Guideline suggests early palliative care 
involvement within 8 weeks of diagnosis of advanced 
cancer

BUT IN CALGARY PALLIATIVE CARE WAS USED A MEDIAN OF 2 MONTHS 
BEFORE DEATH



What are we trying to change? 

SHIFTING CULTURE AND PRACTICE & SYSTEMS

To using palliative 
care as an added 
layer of support 

concurrently disease 
therapy

From starting 
palliative care 

when there is no 
more disease 

therapy



What kind of timely Palliative Care?

• Primary PC (palliative 
approach)

• Specialist PC 

    



SMART Goal

Increase by 20%, access to early specialist palliative 
care (more than 90 days before death) over 2 years

SMART goal = Specific, Measurable, Achievable, Relevant, and Time-Bound



Assess Barriers: Oncology providers’ challenges

  with competing priorities
 sion
  ocess for executing 

 ut patient distress

So… No Palliative Care education!!!!



Improving quality of life for 
Albertans with advanced cancer

Grounded in Patient Experience
“I will be forever grateful for the many acts of 
kindness, both big and small — that reassured 
both of us that we weren't alone, that others 
cared.” — PaCES Family Advisor

Select & Tailor Interventions: Visioning 
Together



Stakeholders Generated the Solutions

Staff Identified 101 Gaps 
and Generated 136 Actionable Solutions 

E.g. Drop-in session
Broad stakeholders Involved

AHS AIW Methods



Provider Resources
• Screening 

dashboards
• Local Tips 
• Symptom summaries
• Referral service 

descriptions 
• Shared Care letters

Patient Resources
• Palliative care in 

“Living Your Best”  
and waiting room 
TV

• Shared care 
handout

Provider Skill 
Development 

Palliative Care 
introduction 
tips Patient 

and Family

Oncology 
Team

Family 
Doctor

Weekly email cue

Implementation nurse

Palliative 
Nurse 

consultant

Intervention Resources



Facilitated Implementation Interventions

Weekly: identify pts with P. 
needs + cueing reminders to 

Oncologists

Facilitated implementation in 
Clinics

Dedicated Early Palliative Care 
Nurse Specialist

26

S H A R E D  C A R E



Meet Sue…

PaCES referral 



Early 2017: diagnosis
June 2017: 
prolonged 
admission

Jan 2018: 
FOLFOX stopped

May 2018: 
Disease 

progression; 
FOLFIRI

Feb 2019: 3rd 
line TAS; PaCES 

ref.

Susan’s journey:



4 Elements of PaCES-brand EPC

• Illness understanding and 
coping

• Symptoms and Function
• Advance care planning
• Care Coordination

27%

26% 13%

34%



Sue’s elements :

Illness Understanding/Coping
• HISTORY of dramatic survival 2017 informs Susan’s hopes 

and expectations;
• Worries about mother witnessing “inevitable suffering”

Symptoms/Function
• Pain is tolerable but has deeper meaning
• History of dying friend

ACP/Decision Making
• HISTORY 
• Father’s death, hidden illness
• Disturbing GCD discussion
• Friend’s death in hospital informs Susan’s desire to die at 

home
• Survival experience informs Susan’s decision re: Lonsurt

Care Coordination
• Rural roots, “how things are done,” health care and social 

community HISTORY
• Rural PCS as Susan’s needs become greater

HISTORY



“Why would I plant a tree in my 
garden if I didn’t expect to see it 

grow?”



Early 2017: diagnosis
June 2017: 
prolonged 
admission

Jan 2018: 
FOLFOX stopped

May 2018: 
Disease 

progression; 
FOLFIRI

Feb 2019: 3rd 
line TAS; PaCES 

ref.

Susan’s journey:

Sept 
2019



Intervention 
start

Evaluate Outcomes:
More Calgary decedents received early PC

Difference in 
difference 
estimator: 

17.0%



Calgary (Intervention) Edmonton (Control)

Outcomes of interest in economic analysis
Preintervention 

n=188
Intervention 

n=209
Preintervention 

n=153
Intervention 

n=145

Days spent at home in the last 90d life 
(Limited definition: hospital, hospice, ED) 61.7 68.1 63.6 67.9

Days spent at home in the last 90d life
 (Extended definition: includes out-pt cancer clinic) 55.2 60.4 54.6 57.5

Incremental Cost-Effectiveness Ratio Calgary Edmonton Difference ICER

Incremental Cost (Post - Pre) -$2,273 $2,194 -$4,467

Incremental Effect  (Post - Pre) - Short Definition 6.4 4.3 2.1 -$2,127.14

Incremental Effect  (Post - Pre) - Extended Definition 5.2 2.9 2.3 -$1,942.17

Dominant Intervention Effect: Lower healthcare costs



Lessons Learned: Process
WE WANT TO DO THE RIGHT THING BUT IT NEEDS TO BE QUICK AND EASY TO DO

Engagement Meeting 1:1 with leaders and GI oncologists before implementation 

Investment in 
Facilitator Achieved uptake through “at shoulder” training

Patient Advisors Patients’ enthusiasm was sustaining drive

CNS presence Essential influence for patients and providers

Sustained Cueing 
Needed Effortful, Connect Care may help



Lessons Learned: Care

Presence

Language

Ongoing conversation

Cultural shift



Who would benefit, and 
how do we find them and 
when do we find them?







SPICT TM

https://www.spict.org.uk/e-
spict/

https://www.spict.org.uk/e-spict/
https://www.spict.org.uk/e-spict/


PIG – Proactive Identification Guidance

https://goldstandardsframewor
k.org.uk/cd-
content/uploads/files/PIG/Proa
ctive%20Identification%20Guid
ance%20v7%20(2022).pdf

https://goldstandardsframework.org.uk/cd-content/uploads/files/PIG/Proactive%20Identification%20Guidance%20v7%20(2022).pdf
https://goldstandardsframework.org.uk/cd-content/uploads/files/PIG/Proactive%20Identification%20Guidance%20v7%20(2022).pdf
https://goldstandardsframework.org.uk/cd-content/uploads/files/PIG/Proactive%20Identification%20Guidance%20v7%20(2022).pdf
https://goldstandardsframework.org.uk/cd-content/uploads/files/PIG/Proactive%20Identification%20Guidance%20v7%20(2022).pdf
https://goldstandardsframework.org.uk/cd-content/uploads/files/PIG/Proactive%20Identification%20Guidance%20v7%20(2022).pdf


Early Primary PC in Scottish NHS

Anticpatory 
Care 
Planning

EPC 
(registry)

SHARED 
CARE



Identifying pts with palliative needs in CC

MSR: My Symptom Report
• Flowsheet
• Questionnaire









PALCOM Scale



Time to Reflect:
Competency = Skills, Knowledge and Attitude



THE CANADIAN INTERDISCIPLINARY PALLIATIVE CARE 
COMPETENCY FRAMEWORK

1 Canadian Partnership Against Cancer & Health Canada. The Canadian Interdisciplinary Palliative Care Competency Framework. Toronto, ON: 2021.



THE CANADIAN INTERDISCIPLINARY PALLIATIVE CARE 
COMPETENCY FRAMEWORK

1 Canadian Partnership Against Cancer & Health Canada. The Canadian Interdisciplinary Palliative Care Competency Framework. Toronto, ON: 2021.

Competency =  SKILL  +  KNOWLEDGE  +  ATTITUDE

Competency 1.2 Identifying people who would benefit from a palliative approach1 

For Interdisciplinary team members (nurses, SW, PSWs, generalist physicians and 
volunteers) this means recognizing, understanding and integrating:

• “Life-limiting conditions" and a person’s complex and changing multidimensional care 
needs 

• Advocating for early initiation of a palliative approach

• Communicating with families or caregivers about the continuum of care, disease trajectory, 
and the principles of a palliative approach to care

• Collaborating with the care team and using evidence-based tools to identify people who 
could benefit from a palliative approach



Time to reflect on the elements of Competency



To effectively identify patients who may benefit from a palliative approach to care, what skills do 
you believe you need to strengthen? 

• Communication Skills

• Emotional Self-Awareness

• Clinical Assessment Skills

• Knowledge of Palliative Care Principles

• Multidisciplinary Collaboration

Apply knowledge of life-limiting conditions to respond to complex and 
multidimensional care needs, and comprehensively identify current and 
prospective issues in palliative care at the system level.



How well do you understand the term "life-limiting condition" and its implications for patient care?

• Not at all

• Slightly

• Moderately

• Very well

• Extremely well

Apply knowledge of life-limiting conditions to respond to complex and 
multidimensional care needs, and comprehensively identify current and 
prospective issues in palliative care at the system level.



How aware are you of how your emotions may impact your ability to identify 
patients who may benefit from palliative care?

• Not aware at all

• Slightly aware

• Moderately aware

• Very aware

• Extremely aware

Apply knowledge of life-limiting conditions to respond to complex and 
multidimensional care needs, and comprehensively identify current and 
prospective issues in palliative care at the system level.



Consider the following prevalent life-limiting illnesses among home care patients.  
Choose which diagnosis you have the most confidence in recognizing common 
trajectories and transition points to trigger the early initiation of a palliative approach 
to care, and which diagnosis you have the least confidence in.

Identify and initiate, early in the illness trajectory, people who would 
benefit from a palliative approach.

Most Confident:
• Advanced Cancer
• End-Stage Heart Failure
• Chronic Obstructive 

Pulmonary Disease (COPD)
• Advanced Dementia
• End-Stage Renal Disease

Least Confident:
• Advanced Cancer
• End-Stage Heart Failure
• Chronic Obstructive 

Pulmonary Disease (COPD)
• Advanced Dementia
• End-Stage Renal Disease



Surprised?

Identify and initiate, early in the illness trajectory, people who would 
benefit from a palliative approach.

Advanced Cancer
• Range of Certainty: High
• Trajectory: Often clear; 

progressive symptoms 
and/or poor prognosis

COPD
• Range of Certainty: 

Moderate
• Trajectory: Challenging; 

variable with periods of 
stability

End-Stage Renal Disease
• Range of Certainty: High
• Trajectory: Generally clear 

when patients opt out of 
dialysis or show significant 
decline despite treatment

Advanced Dementia
• Range of Certainty: High
• Trajectory: Fairly high; 

progressive cognitive 
decline and inability to 
perform daily activities 
make identification clearer

End-Stage Heart Failure
• Range of Certainty: 

Moderate
• Trajectory: Varies; 

fluctuating symptoms and 
potential for sudden decline



How comfortable are you initiating conversations with patients and their 
families or caregivers about their diagnosis, disease trajectory, and a 
palliative approach to care? 

• Not comfortable at all

• Slightly comfortable

• Moderately comfortable

• Very comfortable

• Extremely comfortable

Communicate to people and families or caregivers the continuum of 
care, disease trajectory, and optimal time to refer to palliative care.



How important do you believe it is to collaborate with the care team to 
identify patients who could benefit from a palliative approach?

• Not important at all

• Slightly important

• Moderately important

• Very important

• Extremely important

Use appropriate evidence-informed tools, from diagnosis throughout the illness 
trajectory, to help the interdisciplinary care team identify people who could benefit 
from a palliative approach (e.g., psychosocial concerns, screening for distress).



How often do you use evidence-informed tools to help the interdisciplinary 
care team identify patients who could benefit from a palliative approach?

• Never

• Rarely

• Sometimes

• Often

• Always

Use appropriate evidence-informed tools, from diagnosis throughout the illness 
trajectory, to help the interdisciplinary care team identify people who could benefit 
from a palliative approach (e.g., psychosocial concerns, screening for distress).



Questions & Discussion



CHCA ECHO Hub 
https://cdnhomecare.ca/palliative-care-echo-hub/

For taking a few moments to 
complete the feedback survey

Including Designated Family or Caregivers 
in the Unit of Care

June 19th, 12 – 1 pm ET

Teaching Presenter: Dr. Samantha (Sammy) Winemaker
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