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Quality Collaboratives to Improve Palliative Care
Focused Areas of Improvement from Teams in Other Collaboratives
Three questions teams addressed:

1. What are we trying to accomplish? (aim or objective)

2. How will we know a change is an improvement? (measure)

3. What changes can we make? (process steps)

PDSA (plan, do study, act) with a small number of patients

Identifying the population: example criteria

1. Question for clinicians: Given this patient’s health status, would you not be surprised if this patient died in the next year (or 6 months)?

2. Specific population: CHF, COPD, patients with recurrent hospitalizations

Examples from 3 other palliative care collaborative: team developed projects to address pain and symptom management, care planning, and transition coordination:
1. Pain and Symptom Management

a. Aim/Objective: Reduce incidence of moderate to severe pain by 20 percent through routine assessment, implementation of pain management protocols and quick response
Outcome measures: Percent of patients with pain >5 on 10 point scale 



         Time between assessment of pain and relief

                                 Patient satisfaction with pain management

b. Aim/Objective: Reduce dyspnea in patients with CHF and COPD in home care, hospital and nursing home. 
Outcome measures: Percentage of patients with unrelieved dyspnea by end of shift.

c. Aim/Objective: 90 percent of home care patients will report satisfaction with pain management within 2 months.

Outcome measures: Patient satisfaction with pain management on telephone survey. (Increased from 33 percent to 90 percent in 13 weeks.)
Changes tested: patient education, documentation changes, clinical manager feedback to nurses.
2. Care Planning
a. Aim/Objective: Improve advance care planning for people with heart failure and two hospital admissions within last six months.

Outcome measures: Identified patients have identified surrogate on medical record and documented goals of care discussion

b. Care Coordination

Aim/Objective: By (date) 100 percent of nursing home patients will have a palliative care plan completed.

Outcome measures: Palliative care plans completed for 100 percent of identified population.

Changes tested: 
Development of standard palliative care tool 



    
Implement unit based rounds



    
In-service staff

c. Reductions of Hospitalizations

Aim/Objective: By (date) 90 percent of residents of _______ nursing home will die at the nursing home.

Outcome measures: Percentage of residents who die at nursing home.

Changes tested: 
Making palliative care goals part of routine care planning 

                           

Staff education

Goals of care discussions documented and include resident’s wishes about preferred location of death

The Care Transitions Intervention: Results of a Randomized Clinical Trial, Coleman, E.A., Parry, C., Chalmeis, S. and Min, S.J., Archives of Internal Medicine, 2006; 166, 1822-1828.
d. At time of hospitalization, patients with complex needs received

i. tools to promote cross site communication

ii. encouragement to take active part in care and identify preferences

iii. guidance from a “transition” coach

Methods suggested

1. Transition coach

a. Advanced practice nurse home visits as transition coach

b. Clinic nurse takes role to improve post hospital visit efficiency, training manual and video, tools available at http://www.caretransitions.org 

Outcomes

1. Reduction in hospitalization rates

2. Lower hospital costs

3. Patient Centered Record

4. List of “red flags” indicating worsening condition and what to do

5. Medication self management

General Results achieved by project teams: 20-50 percent improvement in symptom management, documentation of advance care plans or reduction in hospitalizations.
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