Strengthening palliative care: Implementation of systematic process for the identification of and response to palliative care needs

	1
	Who are the key stakeholders I need to engage with? (e.g. champions, portfolio holders, RNs, ENs, personal care assistants, Quality Manager)

	2
	What resources do I need? 

	3
	How can we identify a suitable implementation champion?

	4
	How can we integrate the Deteriorating Resident Tool and Daily SAS in existing processes?

	5
	What will be the best method for staff training?

	6
	How do we ensure sustainability of the new process? (e.g. visual reminders such as the palliative care process map, PACOP rulers, lanyard card; verbal reminders at staff meetings, handovers; integrate education on tools and process in on boarding process for new staff members; tool integration in IT programs)










	7
	How will we capture data for quality improvement? 

	8 
	Proposed ‘go live’ team and date
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	GOAL

	The goal is to strengthen the delivery of comprehensive palliative care at INSERT FACILITY NAME through:
· Enabling early identification of palliative needs through implementing a systematic approach supported by appropriate tools and embedding in existing routine processes.
· Ensuring appropriate response to identified palliative care needs through mapping assessment outcomes and follow up actions.

	BENCHMARKS FOR SUCCESS / DELIVERABLES

	· Review facility processes and modify alignment with CPCiAC project facility process map example 
· Local ‘trainer’ and staff are trained in using all tools
· Staff are aware of and familiar with the process
· PACOP DRT is administered at defined trigger points
· Daily SAS is administered where indicated 
· Tools are fully completed and completed correctly 
· Appropriate follow up action is taken when palliative needs are identified and symptoms need managing

	EVALUATION PLAN

	· 100% of Palliative Care Champions are trained in the tools
· X% of staff are trained in the respective tools
· Number of DRTs and Daily SAS filled in 
· Number of DRTs and Daily SAS fully completed 
· X% of follow up actions are taken


Mecwacare Wahroonga 
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	Action
	Desired outcome
	Key stakeholders
	Responsible
	Date due
	Resources required/ notes 
	Status
Open
In progress
Completed
Approved
Rejected

	1.
	Map facility systematic identification of palliative deterioration & response process incorporating DRT assessments at the 4 specific trigger points, on admission, ROD or equivalent, return from hospital and on deterioration at any other time alongside acute assessment.
Review and feedback any requirements for site specific modifications  
	A formalized process is in place for all staff as a reference, mapping the systematic process for identifying and responding to palliative and end-of-life-care needs, ensuring that palliative symptoms are recognized and responded to ensure best possible quality of life for residents.
	Staff representatives, nurses, care coordinators -(CCC’s).
	
	
	
	

	2.
	Implement and embed PACOP Deteriorating Resident Tool (DRT) & Daily Symptom Assessment Scale tool (SAS)and facility process map into existing workflow processes.
	A systematic process for identification and response to resident’s palliative care needs is in place ensuring that residents are regularly and routinely assessed for palliative needs.
	All nurses including CCC’s  
	
	
	
	

	3.
	Education and training plan  
	All staff have been trained in the use of the PACOP DRT, SAS and facility process map and aware of resources to support consolidation of knowledge and to how to access additional support if required.   
	All nurses including CCC’s  
	
	
	
	

	4.
	Develop and implement a communication plan around this formalised process: Communicate process of systematic identification of palliative deterioration & response process to all staff, visiting health professionals, families and friends, volunteers; including feedback process 
	All stakeholders are aware of the process, its purpose and the benefits for residents and their families, and staff. They are able and encouraged to provide feedback in order to evaluate and where necessary fine tune the process and communication.
	All staff, GP’s, residents and families
	
	
	
	

	5
	Policy and procedure updates to include model of palliative care and end of life cafe
	Policies and procedures reflect a consistent, organisation-wide model of palliative care and end of life care, with clear guidance on processes to support staff in the delivery of palliative and end of life care, ensuring equitable, needs-based palliative and end of life care to residents, including families, resulting in improved quality of care, communication, and end‑of‑life experiences.
	Facility Manager, Quality and Compliance Manager
	
 
	

	
	

	6
	Audit resident records for administration of PACOP DRT and where required Daily SAS as well as follow up actions. Ensure that process is followed, the tools are used correctly, and appropriate action is taken where indicated.
	The process is part of everyday operations and effective. Resident’s palliative care needs are identified early and managed well; 
	Facility Manager, 
	
	1/12 post launch of new tools 
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