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SALTY PROJECT GOAL 

To add quality of life to late life for people living in long 

term care 



SALTY iKT MODEL 

Overarching Goal 
To add quality of life to late life for people living in long term care 

Knowledge Translation Advisory Group 
Decision Makers: Clinicians, Managers,  

Administrators & Policy Makers 

SALTY Advisory Group 
LTC Resident, Persons with Dementia,  

and, Family Caregiver, Volunteer &  
Care Worker Representatives 

Map  
Care 
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Evaluate  
Innovative 

Practice 

 
Examine 

Policy 
Context 

 

 
Monitor Care 

Practices 
 

Project Streams with Interdependent activities and outputs 

SALTY Management Committee 



SALTY RESEARCH STREAMS 

Stream 1: Developing 
appropriate measures 
from RAI-MDS 2.0 data to 
monitor quality of care 
during late life/end of life. 

Stream 2: Identifying 
promising approaches 
to care + work, and 
analyzing how they 
enhance quality care + 
care relationships.  

Stream 3: Evaluating the 
implementation of a 
palliative approach to care 
in LTC  in BC for improving 
end of life outcomes. 

Stream 4: Examining the 
regulatory environment 
within the different 
jurisdictions. 
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Background 



Consequences of Dying in Acute Care 

 “Intensification of care” at the end of 
life associated with: 
• Worse quality of life of person in 

final days 

• Worse quality of death 

• Increase stress, anxiety and post 
traumatic stress disorder in family 
members 

• Greater costs of care 



Where Do People Die? 

Data from Vital Statistics for Island 
Health, 2014 

 



Quality Improvement in Long Term Care 

PROJECT GOALS 

 

1. Embed a resident-centered palliative approach to care in 4 long term 
care facilities.  

 

2. Improve the dying experience 
 

• support residents dying in place 

• improve the experience of team members in caring for the dying, and  

• reduce ER visits and hospitalization for residents 



Integrating a Palliative Approach to Care in Residential Care (iPAC-RC) 
 Evaluation Goals 

1. Assess the impact of the IEOL project (the QI project) from the perspective of 
administrators, clinicians, direct care workers and family members.  

 

• Influence of Tools 
• Organizational Context 
 

2. Identify the process for successful implementation of the IEOL project and 
highlight lessons learned for scaling up elsewhere. 

 

• Shifting practice 

• Staffing realities/impacts 

 



• Tools 
• Infographic Poster   

• Early Identification Tool  

• Communication Guide  

• Guide for Goals of Care  

• Letter to Physicians  

 

 

What were the QI “interventions”? 

• Support 
• Learning Essentials Approaches to 

Palliative Care (LEAP-core)(2 days) 

• Link Nurses 

• Palliative Rounds 

 



Early Identification Tool 



Infographic Poster 



Communication Guide 



Guide for Goals of Care 



Letter to Physicians 
  

INSERT residential care facility’s letterhead here 

please respond by fax to  [insert facility’s fax number here] 

 
Regarding your patient ___________________________ Date ______________ 

 

Dear Dr. __________________________   □ Attachment included 

 
Your patient has been identified as being at a higher risk of dying in the next months: 
 

 Progressive weight loss (> 10% over 6 months)  _______________ (lbs or kgs) 

 Progressive, irreversible functional decline  

 Resident or family asking for comfort measures only, treatment withdrawal 

or limitation  

 Unplanned transfers to Emergency Department or hospital admissions 

 Extreme frailty (e.g. persistent pressure ulcers, recurrent infections, delirium, 

persistent swallowing difficulties, falls) 

 Advanced dementia or other neurological disease (e.g. unable to dress, walk 

or eat without help, incontinence, unable to communicate verbally, eating and 

drinking less, swallowing difficulties, recurrent UTI, aspiration pneumonia) 

 Advanced cancer diagnosis 

 Severe heart disease (e.g. breathlessness or chest pain at rest or with minimal 

exertion) 

 Severe respiratory disease (e.g. breathless at rest or with minimal exertion, on 

oxygen therapy, recurrent hospitalizations) 

 Advanced _____________________  with progressive functional decline or 
poorly controlled symptoms 

 
Above criteria are adapted from the Supportive and Palliative Care Indicators Tool (SPICT™) www.spict.org.uk 
and The Gold Standards Framework Proactive Identification Guidance (PIG) 2016 vs6 © The Gold Standards 
Framework Centre in End of Life Care www.goldstandardsframework.org.uk/PIG 

 

 MOST on file    Date: ________________     □ No MOST on file   

Your patient, their family and the care team would appreciate your assessment and 
input.  
      
Care Team Lead Name/Signature: __________________________________________ 

 

PHYSICIAN’S  RESPONSE 
 

 I will visit the facility to review my patient’s situation in the coming week 

 My Office Assistant will follow-up and book a meeting with the family at my office 

 Comment: 

________________________________________________________________ 



Sites 

Urban, owned & operated site, 72 beds  

 

Urban, affiliate site, 217 beds 

 

Rural, affiliate site, 160 beds 

 

Rural, owned & operated site, 90 beds 

 

Semi-rural control, owned & operated, previously affiliate site, 75 
beds 



Data Collection 

Start of Quality Improvement Project (January 2016) 

• Phase 1 collection (17-20 months post-implementation, June-Sep 2017) 

• Focus groups: 8 with care staff (RN/LPN/Care Aide) (n=33); 4 with family members (n=30) 

• Interviews: 22 key informants 

• Surveys: Clinician (65 Care Aides; 41 RN/LPN); Bereaved family member (n=40) 

• Control Site collection  

• Focus groups: 2 with care staff (RN/LPN, Care Aide) (n=13) 

• Interviews: 4 key informants 

• Surveys: Clinician (62 Care Aides; 17 RN/LPN) 

End of Quality Improvement Project (December 2018) 

• Phase 2 (6 months post-project completion, May 2018) 

• Focus groups: 9 with care staff and management (RN/LPN/Care Aide/DOC/Care Leader) (n=53) 

• Interviews: 11 key informants 

• Chart audits of residents deceased Dec 4 2016 – Nov 20 2017, n=234 

• Does not include control site deaths, received at UVic July 2018 



Evaluating QI “interventions” 

• Case study descriptions of care context in each of the 4 sites and control 

• Site specific report of: 
• Perceptions/awareness of project by staff 

 

• Evaluation of toolkit 

 

• Support strategies: palliative rounds, education, link nurses 

 

• Outcomes 

• Lack of communication was the most substantial issue and where the greatest change can happen 

• Giving staff the tools to ask the right questions about a resident’s (and/or his/her family) goals and listen 
increased confidence and comfort with PAC 

• Increased comfort with language (i.e. saying “death”) shifted culture of care because it shifted how they 
approached care 

• Poster – little mention T1, beneficial to improve understanding of palliative 
approach (mostly staff, sometimes families); variable visibility at T2 

• Early ID - useful 
• Communication Guide – use for staff communicate with families 
• Guide for Goals of Care – not useful and no longer used T2 
• Letter to Dr – helpful for staff organization, but no response from Dr. 

 Education - Lack of awareness and opportunity for care aids 
 Palliative rounds - viewed as beneficial, but 2 sites we no long having 

them… why? How can we support sustainability? 
 Link nurses – need clear expectations of roles and responsibilities 



Shifting Practice in LTC to a Palliative Approach 

Adopt 
 

• The Learning Essentials Approaches to Palliative 
Care” (“LEAP”) LTC 2-day session  

“[there is] a lack of understanding around the language and 
definition about what is a palliative approach? You know, 
so often you’ll hear ah, clinicians talking about palliative 
care as final days and hours, so I think that was a gap in 
terms of education.” 

• Create awareness of a PAC 
“a palliative approach generally isn’t taken in residential 
care and often planning for these patients is reactive rather 
than proactive, and so these patients end up with 
unnecessary transitions at EOL” 

• Identified need of LTC staff for conversation 
strategies 

“a lot of it grew from those initial education sessions when 
you saw where the interest was in conversation strategies” 

• Identified need for visual, accessible source of 
PAC info (i.e. Infographic poster developed) 

Adapt 
 

• Early Identification Tool   •    The Letter to Physicians 
• Guide for Goals of Care Plan  •    The Conversation Guide 

Embed 
 

• Link nurses identified strategies to help sites embed tools into current practice 
• Palliative Rounds 

• site specific development and format 
“the palliative supportive rounds bring people together to talk about what went well, what 
didn’t go so well, how things can be improved next time what it felt like emotionally to care for 
these patients, both the good and the bad.”  

• Tool uptake 
• Infographic: public education, visibility, conversation starter 
• Early ID: change in approach to care, conversation with families 
• Conversation guide: shift in communication, comfort and shift in practice 



Staffing Realities/Impacts 

Themes 

• Baseline knowledge of PC models  

 “her understanding of PAC was different than mine… it was difficulty for me to engage her in a conversation because we 
 were at completely different starting point.” 

• Training opportunities and attendance  

 “lack of educational opportunities for every level from the health care aide up.”  

 “they are so hungry for the education but they’re just trying to do the basics in care” 

• Cultural perspectives  

 “cultural attitudes towards death and dying” 

• Staff turnover influences a team-approach to care and practice innovation 

 “barriers would be that there’s high staff turn-over so that we educate and support… because there is a very staff turn-
 over, would start all over again.” “the constant staff churn” 

• Staff contracts and continuity of care 

 “staff having multiple jobs you know often time people’s focus is getting out of here as quick as they can because they’ve 
 got another job to go to and you know that sort of thing sometimes the focus isn’t as much on the task at hand maybe as 
 much as it should be…” 



Organizational Context 

Facilitators and barriers to implementing a new PAC in LTC  
 

  Organizational readiness as a factor for implementation 
 

  Adequate implementation time is needed for successful uptake and acceptance 
 

  Site leadership support and engagement facilitated successful implementation  
 

  Sustainability 
 

  Continuity of care 
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Questions? 
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Burdensome symptoms and potentially inappropriate care are common 
at the end of life in nursing home residents 
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Fever

Aspiration

Vomiting

Dehydration

Diarrhea

Constipation

Pressure ulcers

Weight loss

Communication difficulties

Delirium

Falls

Dyspnea

Infections

Edema

Pain

Depression

Eating problems

Behaviors

Fecal incontinence

Urinary incontinence

Burdensome Symptoms 

0.1% 

0.5% 

0.5% 

1% 

2% 

7% 

9% 

19% 

29% 

31% 

53% 

Curative radiation

Chemotherapy

Renal dialysis

IV medications

Feeding tubes

No antidepressants

Indwelling catheters

Physical restraints

Antipsychotic medications

Acute care transfers

Polypharmacy

Potentially Inappropriate Care 

*Last assessments of 
N=6007 residents 
deceased between 
2007 and 2011 in 30 

Western Canadian 
nursing homes 



Symptom burden increases towards the end of life 
but is lower in facilities with more favorable work environments 
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Quarters Before Death 

Pain 

Less favorable work context 

More favorable work context 

(PContext<0.0001; Ptime<0.0001) 

*Last four assessments of N=3647 
residents deceased between 
2007 and 2011 in 30 Western 
Canadian nursing homes 



stream 1 aims to identify 
burdensome symptoms 

and potentially 
inappropriate care 

 
 If we can’t measure 
it, we can’t improve it 



Project steps 

-1-

Identify end of 
life outcomes
that can be 
assessed using 
RAI-MDS 2.0 
data

-2-

Prioritize
end of life 
outcomes

-3-

Develop a core 
set of longitudinal 
measures for 
quality reporting

-4-

Create visual 
representations
of longitudinal 
measures and 
obtain knowledge 
user input



Web-based Delphi panels with LTC policy/decision makers 

Selection of 
symptoms/practices 

(real-time polling) 

Discussion: reasons 
for selecting/not 
selecting certain 

outcomes 

Removal of outcomes 
with unanimous voting 
(100% of participants 
did or did not select 

the outcome) 

Another round of 
voting 

Consent 

(4 symptoms, 

3 practices) 

Introduction, 

Presentation 



Delphi panels 

Outcomes selected 
by both groups

Pain

Depressive
symptoms

Poly-
pharmacy

Outcomes selected 
only by Advisory 
Group members

Responsive
behaviours

Communi-
cation diff.

Use of anti-
psychotics

Use of phys.
restraints

Outcomes selected 
by policy makers only

Shortness of
breath

Infections

Acute care
transfers



No use of anti-
depressants



What have we done so far? 

Spoken to … 

• government and health 
authority stakeholders 

• TREC/SALTY advisory 
board members 

• care staff 

However, want to include 
residents’ perspectives 



Action Project Method 

It’s all about goals … 

• People work towards goals within a social 
context 

• Actions are goal directed 

• Projects: sets of goal directed actions linked 
over time 

• Joint Projects: goal directed actions 
between two or more socially related people 

 



Why to use the Action Project Method? 

Ideal method for our 

research purpose 

• Living in a nursing home involves projects 
related to symptoms and care 
(e.g., increase happiness through actions that 
will reduce pain or increase social interactions) 

• Situates residents’ experiences within larger 
social context (e.g., family, friends, caregivers) 

• Allows for differences in residents’ and their 
partners’ experiences/perspectives  



How it works … 

Select participants 

Dyadic self-guided conversation about symptoms/care 

Video recall interview 
Analyze data at both dyadic and individual level, 

compose narratives, present to participants, 
adjust as needed 



What we have done so far 

• 5 dyadic interviews and 3 individual interviews 
 Individual interviews unexpected, but show importance 

of autonomy and agency (control) for some residents 

• Various projects, such as creating a positive environment, 
maintaining physical/emotional intimacy, advocating for 
needs, and dealing with mortality 

• Participant profiles 
 Situate residents within their environment and context 

• Dyadic and individual narratives 
We will be presenting the stories to the participants in the coming weeks 



Challenges 

• Vulnerable groups 
 Participants are often dealing with physical or cognitive difficulties 

Never know what to expect with partner that participants choose 

Must work to develop trust with participants 

• Location  
 Hard to find places for interview 

 Participants often have roommates 

 Staff is nearby, difficult if participants are sharing negative experiences about staff 

• Technology 
 This method is dependent on technology, so travelling to different locations 

increases likelihood of issues 

 



Next steps 
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