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Recapping Our Proud History of Caring

Our patient and family ex-
perience improvement initi-
atives date back to the early
1990’s when we introduced
open visiting and a co-
primary nursing and RRT
model. At the time, open
visiting was considered to
be “out there” and highly
progressive!  Today, our
openness to families is an
important part of our cul-
ture and source for unit
pride.

By the late 1990’s, we had

our first family website im-
plemented (called FOCIS for
Family Oriented Critical-

Care Information System),
family information bro-
chure and bereavement
program.

In ~ 2006, we obtained a
one year grant and the
support of a MOHLTC
Coaching team to enhance
our End-of-Life care. Initi-
atives included the intro-

duction of our family
meeting record, process
definitions  for family

meetings and team educa-
tion. We renewed our com-
mitment to this project by
joining the EOL Quality
Improvement initiative
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In 2007, we began to track
patient SDMs to facilitate
both our bereavement pro-
gram and family satisfac-

tion survey. In January
2008, with guest speaker
Dr. Harvey Chochinov

(psychiatrist, palliative care
physician and researcher
responsible for the ABCD of
Dignity Conserving Care
model), we held a 2-day
team training workshop.
Standard patients were
used to teach team-to-
family communication
skills, providing fuel for
subsequent activities.

We took advantage of the
post workshop enthusiasm,
changing the name of our
committee to the
“Humanistic Care Commit-
tee” to better reflect our
goals of improving the pa-
tient and family experience
across the admission spec-
trum.

Through the Humanistic
Care Committee, we devel-
oped process guidelines
and a checklist for the with-
drawal of life-sustaining

treatments and implement-
ed an RN/RRT EOL resource
team, family journals ). A
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standardized order set
for the withdrawal of life
support was finally

launched with HUGO.

At the end of 2012, we im-
plemented our delirium
quality project, which in-
cluded strategies for part-
nering with families to pre-
vent and manage delirium
in critical care.

Now in 2014, we are once
again focusing our atten-
tion on the patient and fam-
ily experience. Over the
coming months, we will be
evaluating and enhancing
existing strategies, and
testing new ideas to pro-
mote quality experiences.

Please read our monthly
newsletter to stay informed,
and share your ideas on
ways that we can all im-
prove care.
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Upcoming PAFE QI Projects
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Did you know?

e Did you know that the CCTC Unit
Clerks maintain a database of all
CCTC patients that includes the
name and address of the patient’s
SDM, and that this information is
obtained from data entered by the
RN onto the Kardex ?

e Did you also know that when a patient
dies, the Unit Clerk needs to know
whether the death occurred while the
patient was receiving full treatment,
after limits to further escalation in
treatments were in place (withholding)

/ \ or after withdrawal of life-support?
e Did you know that the name en- | ]

tered needs to match that of the
legal SDM (a POA is automatic; if
no POA, SDM is defined by Health
Consent Act hierarchy)?

e Did you know that if we discover
that the name on the Kardex is not
the SDM, both the Kardex and Unit
Clerk database needs to be updat-
ed?

SDM Name:
Relation:
Address:

Brochure given U
RN/MD update within first 24 hrs [J

Phone:

Figure 2: Section for documentation of SDM on Kardex

How is Database Used?

1. Mandatory Trillium reporting Rx at death

2. Bereavement Follow-up Program
3. Family Satisfaction survey

Patienty forget
60 % of what
they were told
the next day,
but they
never
forget
how yow
made themw feel”

The Beryl Institute



All interested CCTC staff are welcomel

Monthly Meetings:

1300-1500 hrs

[
! 3rd Wednesday of each month
|
|

CCTC Large Conference Room
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Don’t keep them to yourself!

Email: alison.rowlands@lhsc.on.ca

Ideas?
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Bereavement Program...our first PDSA Cycle

We first began our Bereavement
follow-up program in the late
1990s. For several years now,
Pam Gladysz has kept this valua-
ble program alive, and we would
like to extend our thanks!

Bereavement follow-up packages
are mailed out approximately
two weeks following the death of
a patient. The packages are
mailed to the individual identified
as the SDM in the Unit Clerk
tracking program (one of 3 rea-
sons to ensure that this infor-
mation is correct).

Package includes a signed sympa-
thy card, a copy of the Through

o
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Loss and Transition pathway book-
let and information on how to ob-
tain Social Work support. Patrycja
Birbaum provides follow-up support
and referral if needed.

Until recently, sympathy cards were
being placed at the front desk and
left for ~one week prior to mailing.
The purpose was to give interested
staff a chance to sign the card in
advance of the mailout. Unfortu-
nately, very few cards were actually
being signed, so we needed to find
a more successful approach.
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We used this challenge to conduct our
first Quality Improvement PDSA cycle,
testing out the effect of adding the
sympathy cards to the Death Packs.
While we immediately saw some signed
cards returned, we had overlooked the
need to remind staff to identify the
name of the patient! This quickly lead
to our second PDSA cycle, which is the
addition of an instruction page along
with the sympathy card (below).
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Figure 3. New instructions for sympathy card in Death Pack
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