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KEY MESSAGE PROJECT OVERVIEW

This knowledge translation project will study methods to adapt
and implement evidence-based practices for delivering early and
systematic palliative care (PC) to patients with metastatic
colorectal cancer (mCRC).

After implementation:
Patients accessing palliative care ~1
year before end-of-life

OBIJECTIVE: Improve patient outcomes while increasing healthcare

system efficiencies and/or reducing costs. Current State:

Patients accessing
palliative care ~3 months
before end-of-life

Better patient outcomes, healthcare
Key OUTPUTS system efficiency, healthcare costs

e A cross care sector (oncology, palliative care, primary care)

pathway for the early and systematic delivery of PC to mCRC n
patients. Diagnosis of metastatic CRC Transition to palliative care

 An evidenced change package: how to effectively implement, Patients journey (typically 1-2 years) End-of-life

monitor, and sustain use, for scale and spread in other cancer x e \
populations and regions. Gap 1 ~ transitioning from curative intent to palliation

f,f’f through systematic and routine screening.
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Normalizing communication about transitions in care >

Ensuring the five key elements of early PC are
systematically provided.
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Ensuring timely access to community-based care
~~and ongoing liaison with family physicians.
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PROBLEM

e Late or no PC use is associated with lower quality of life, increased
caregiver distress, and aggressive/costly end-of-life care.

* In Calgary (Alberta, CA), 60% of patients with mCRC have late (<3
months from death), or no, referral to PC. Of these, 50% receive
aggressive care (e.g. admission to intensive care or death in hospital),
compared to 25% of those referred to PC.

FIGURE 1. Plan for addressing gaps in care. Our work with patients, clinicians, and administrative knowledge users identified 4 major “gaps” hindering the
delivery of early and systematic PC for patients with mCRC. Proposed interventions aim to close these gaps and ensure continuity of care.

Gap 1. Routinely identifying patients appropriate for early PC using clinician independent and dependent methods.
Gap 2. Increasing the quality of patient-clinician communication of care preferences by implementing the “Serious llIness Conversation Guide” process®.
EVIDENCE-BASED SOLUTIONS Gap 3. Ensuring five key elements of early PC are systematically provided using a homecare PC specialist nurse.

Gap 4. Ensuring ongoing liaison with family physicians and timely access to PC services at home, using communication templates.

 There is strong evidence that early PC improves patient outcomes?.
Early PCis now recognized and recommended in national guidelines.

e Temel et al.2 demonstrated that providing five elements of care: 1) PROJECT METHOD/APPROACH

illness understanding, 2) symptom management, 3) decision-making,
4) coping with life-threatening illness, and 5) coordinating
referrals/prescriptions, improved patient and caregiver outcomes.

6. Monitor Knowledge Use
* |n our own PC-oncology needs assessment3 patients and families told 2

T . o Gap 1. # patients referred to PC per month
us transitions in care are enhanced by: 1) timely access to specialized 4. Select, Tailor and Implement Interventions Gap 2. # of patients with ACP Tracking Records completed per
PC, 2) greater continuity of care, and 3) increased opportunities to » Developing the Early PC Pathway using patient and oncologist per month.
discuss care preferences. professional stakeholders. Gap 3. # of elements of PC addressed per patient per month.
* |Implementing pathway and closing the four gaps Gap 4A. # of patients perceiving family doctor as ‘active in care
HYPOTHESIS team’ per month.
By implementing earlier ‘first contact’ with PC providers (see Figure 1) 3. Assess Barriers to Knowledge Use Gap 4B. # of patients on PC homecare service list per month.

and increasing the number of mCRC patients referred to PC (from 40% * Oncologists/nurses surveyed and patient _ .
to >60%), we will improving patient outcomes and increasing advisor focus groups completed. _ . EVa u.ate Utm"_‘E‘S N
healthcare svstem efficiencies * Four gaps between knowledge and practice * Primary Outcomes: 1) # of patients receiving
y ' identified: early PC services, 2) symptom burden and # of
1. Routine screening days hospitalized in last 30 & 90 days of life.
2. Communicating care preferences Knowledge * Secondary Outcomes: Patient/family quality of
3. Ensuring 5 elements of PC addressed Creation life (EQ-5D) and experience (journals, focus
STUDY POPULATION 4. A) Family physician, B) PC service access . Funnel* ~ groups), caregiver readiness (survey), location
B \, of care at death, health resources utilized, and
N clinician experience.
2. Adapt Knowledge to Local Context

* Clinic time and physical space identified as

WHY COLORECTAL CANCER ? local constraints
* Locally 5 elements of PC are best addressed
by a palliative homecare nurse specialist
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9. Sustain Knowledge Use
* Refine PC pathway
* Change package collated and disseminated for
pathway spread across mCRC in Alberta and to
other tumour groups.

MCRC is as an ideal ‘demonstration condition’ because it is:

e Common (12% Canadians with cancer, 2,160 Albertans diagnosed
and 750 died in 2015)

 Impacts genders equally

* Long survival relative to other metastatic cancers (12 month median
from failure of first-line chemotherapy)

e Relevant to an aging demographic (70% mCRC >65 years) Research

e Frequently associated complications/distress and >50% of mCRC
deaths are in hospital

e Existing trials evidence showing benefit of early PC.

1. Identify Problem
* How to effectively increase the # of
Completed patients receiving early PC, systematically Proposed
integrated across cancer, community and
primary care sectors? Research
Review & Select knowledge
« Evidence-base determined’-?

FIGURE 2. PaCES project mapped to the KTA cycle. Outcomes will be evaluated using Interrupted Time Series with an implementation site (Calgary, AB) and
control site (Edmonton, AB).
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FIGURE 3. Overview of PaCES team. Our
collaborative team includes oncology,
palliative, primary care, and homecare
senior mentors, leaders, clinicians,
researchers and administrative
knowledge users, patient/family advisors,
and experts in health economics, health
technology and policy, statistics, process
improvement, and knowledge
translation. The breadth of expertise,
with representation from rural and urban
Alberta, Canada, is necessary to develop
a broadly applicable early PC pathway.
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