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EXECUTIVE SUMMARY

BACKGROUND

The need to developulturally appropriae palliative care programs First Nations communities is
urgentbecause the First Nations population is aging withigh burden of chroniand terminaldisease
Though First Nations peopleantthe opportunityto die at home in theirammunities beause of a
lack of formalizegballiative careservices in First Nations communities, many die in urban areas
separated fronfamily, community and culture.

This evaluation took place within the context of timeproving Enébf-Life Care in Kt Nations

Communities (EOLFMsearch projectUsing a prticipatoryaction research approachhe EOLRN

research teanpartnered withfour First Nation€ommunities to develop locadalliative cargorograms
within each community. Naotkamegwanning Firsttin was one of those communitieBetails of the
community capacity development methodology can be found on the project website in the Developing
Palliative Care in First Nations Community: A Workbook (see www.eolfn.lakehgativida the EOLFN
projectfunded community capacity development, it was unable to fund health services.

After three years of community capacity development, Naotkamegwanning developed alogedm
designed tacarefor people who were very sigh their community This programvas embeddedn and
influenced by their local cultural protocols, values and beliefs. Within the community of
Naotkamegwannig, talking about death and dying is not culturally appropriate and there are many
teachings in the communitgboutthis. Therefore,the use of certain words had to be avoidéd

addition, palliative care is a westernized concaptl there is no word for it ithe Anishinaabe language.
The Naotkamegwanning Leadership Tetmk the direction from their Elderand calledheir program
“The Wiisokotaatiwin Progrdm wh i ¢ h t "taking cate afteacls other@r supporting each
other."

Through the enhancement and integration of existing services, Wiisokotaatiwin sought to provide

people living in Naotkamegwanning the option to receiaeeat home by allowing foservices and

supports to be available 24 hours a day, 7 days a week in Naotkamegwanning. With funding from the

North WestLocal Health Integration NetworfNW LHINJjor enhancedesources andervice delivery

within the communiy, the program was piloted for 10 months (November 28¥ugust 2015).

Throughout the pilot, the EOLFN projéeam supported the community capacity development and

compl eted this evaluation”of “The Wiisokotaati win

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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EVALUATION
Thisprocessevaluation sought
i To document progranmplementation:
- What resources were required to implement the pilot?
- Were the “essential program activities
- Who patrticipated in the program (# and profile of clients)?
- What services wererpvided to clients (by who, when, and where)?
u  To report on the accountability / success indicators that were specified in the funding proposal.
i To assess the value of the Wiisokotaatiwin Program.

i mp

METHODS
A variety of quantitative and qualitative data veecollected via Weekly Client Tracking Forms (May
August 2015), Questionnaires, Focus Group/Internvéeand various Program Documents.

RESULTS

Program Implementation

All of the required resources were in place (i.e., Ipedliative careservice providrs, regional health

services, funds, facilitation/support from EOLFN proje¢tyn addi ti on, all of the ‘¢
activities’ were i mpl ement bedlth are prefessiondstCl) at i on of
coordination of locapalliative @re services, partnerships/service agreements with regional health

services, development of program guidelines).

There weresixclients on the program during the pilot period. All were elderly and living with a chronic
illness. Apalliative carecase coference was held in the community for each client, and an integrated
care plan was developed and implemented. During the weekly tracking sample period fvgyst
2015), clients received an average of 51 hours of direct client services a month; nvamglofvere
delivered on evenings and weekends.

In general, the care plans involvedo nursing visits a week (different days) and several hours of home
supportprovided by personal support worke®$WY, homemakers andome support workes.

Intensive cas management was also provided to each client. There was evidencthtbat
unnecessargEmergency DepartmenEQ visits andone hospital admission were avoided because of
these services during the weekly tracking sample period.

Program Value
Clients, fanilies, and health care providers were satisfied with pihegram they thought it was a

worthwhile project that was meeting its objectivddowever, there was a concern that the program was
not sustainable without continued service delivery funding, dmet¢ was an expressed need for
ongoing palliative care fundingor example, some participants stated:

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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“This was a good program to start the conversation o
their home...I feel the program gave the community confidencentove forward”
(InternalHealth Care Providgr

“1 think for me, one of the major positive things th
partnerships and starting that communication with ou
(Leadership Teamlember)

“The Wi i s od&gmm i antexcellenhexaPple of community driven

palliative care service coordination. They have overcome barriers to services delivery

by thinking outside of the box, looking within to existing community services and

reaching our where needed to estalflinecessary linkages. All this was done at very

little cost to the health care systemalthough it should be acknowledged that the

people involved at the community level have workedexdingly hard to make the

pr ogram t he succesHealihCaraPsovidep day.” (External

“The pilot project created a fantastic program and m
able to benefit from it. Itis a program that can be transferred to other communities.

The amount of extra funding needed to sustain the program wasmail and saved

the healthcare system money in the long run. Need one of the governments to

commit to orgoingpalliative card u n d {Erternal’ldalth Care Providégr

SUMMARY OF EVALUATION FINDINGS & IMPLICATIONS

This evaluation demonstrated that thélgt program was implemented as intended, that there was a

need for the program in Naotkamegwannjrand thatprogressvas maddgowardt he pr ogr am’ s
intendedoutcomes The findings of the pilot project illustrate that the Naotkamegwanning community

had boh the motivation and capacity to care for their very sick community members at htheelL HIN
funding provided them the needed opportunity, as did support from the EOLFN project team at
Lakehead University.

Key to the success of the pilot wetlee capaciy development work with the EOLFN projesmtdthe
dedication of thecommunity and its health care providers. In addititihe service delivery funds from
the NW LHINvere instrumental because that fundirsdlowed for the enhancement and integration of
sewvices so that palliative care services and supports were available 24/7 in Naotkamegwauniigg
the pilot period However, that level of service could not be sustained once the pilot funding ended.

As a case study, this pilot project suggests thheotFirst Nations communities with similar motivation,

capacity and opportunity could implement a local palliative care program, tailoring their program to
their unigue community needs, local resources and regional context.

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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1. INTRODUCTION
1.1. BACKGROUND

1.1.1. Palliative Care

Palliative caresan approach tohealthcareaimed atpreventing and relievng suffering, and improvwng
the quality of life forpeopleliving with advanced illness and their familieélthoughhistoricallyviewed
as care povided to people imahospicesettingat the end of life palliative cards also obenefit for
people living with progressive chronand terminalilinesss, including frailty>® Indeed,a palliative
approach to care can be incorporated across tmedf trajectory, integrated with treatment and
chronic disease managemef8ee Figure)B#

Figure lbelowillustrates that therapy to treat disease is offered concurigntith the palliative
approach to cardrom the time of diagnosisOvertime, the goals of care transitioto a greater
emphasis on palliative care and less emphasis on treatment of the didagsaticular, gople in the
last year of life who have a progressa@onic or terminal disease benefibm palliative careEnd of

life care focuses on the last days or weeks of life when the person is imminently Bgirtlgaccess to
palliative careand advanced care plannitgve shown taontribute toincreasedclient and family
satisfaction with their end of life care experience adsbimproves the likelihood that people will die in
the setting of their choic&® Grief sipport for patients, families antheir emotionally involved
community members is an important component of palliative care.

AN INTEGRATED PALLIATIVE APPROACH TO CARE

Grief and
Bereavement
Care

Palliative Approach

FOCUS OF CARE

(therapy to relieve suffering and/or improve qualty of life)

TIME Advanced Disease / -

Life Threatening
Presentation/diagnosis Transition to palliative End of Life Patient Bereavement

with a progressive life approach to care Death
limiting or chronic/
terminal disease

Figure 1An Integrated Approacto PalliativeCare. This figure illustrates how a palliative approach to care can be
i ncorporated at different® stages of a person’s chronic

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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The need to developulturallyapproprige palliativecare programs ifrirst Nations communities is
urgentbecause the First Nations population is aging wittigh burden of chroniand terminal
disease’®First Nations peoplevho are living with advanced, chronic and terminal illneasit the
opportunity to die at home in their communitiesHowever First Nations communitiesurrently lack
the health services and other supportive community resources to meet the homaneads of gople
with complex and high intensity care need$us, manyeoplewho live in First Nations comaomities
die inregional orurban areagin hospital or longerm care)separated fronmfamily, community and
culture.

1.1.2. Palliative Care in First Nations Communities

1.1.3. The Improving End-of-Life Care in First Nations Communities (EOLFN) Project

TheEOLFNMesearch project soug to address the need for formalizguhlliative careservices in First
Nations communitiesBased at the Centre for Education and Research on &diteplth(CERAH)t
Lakehead University, the project was conducted in partnership with four First Nabomanities.|t
was a participatory action research project funded by the Canadigituties of Health Research (2010
2015) Using a community capacity developmemproach the goal was to improve the endf-life care
in each of the partner communities lofeveloping a&community-basedpalliative cargprogramand team
in each community?® Naotkamegwanningrirst Nation was one of tise communities.

1.1.4. Naotkamegwanning First Nation

Naotkamegwanning First Nation is located in North Western Ontario i itbaty #3 Territory. The

nearest urban center Kenora (approx. 15,000 people) is 96 km north of the community. The community
has yeairound road accessicludinganice road in winterThere are 712 community members living in

the community. Naotkamegwanmjy is one of the very few communities that have been able to keep
their Anishinaabe cultural practices and beliefs strong and vibrant with approximately 48% of the
population able to speak Ojibway. Many of the people of Naotkamegwanning continue a donnect

with the land and maintain a lifestythat includes fishing, hunting arfthrvesting wild riceThe

importance of passing on teachings, language and cultural practices are evident in their delivery of
programs and services within the community. Teexmunity cultural context strongly influences the

way death and dying is viewed and discussed in the community

In 2007, Naotkamegwanning integratedthe r st Nati ons ankdoméandi t Heal th
Community Care programhich provides basic home care giges such as nursing, personal support

and respitewith the provincially funded Lon@erm Card’rogram which providghome support and

home maintenance. Téintegrated model of care, called Naotkamegwannir@ommunity Care

Program, providea single pot of access with customized care plans for those requiring service.

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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For over threeyears, Naotkamegwanning worked with the EOk&3¢arch team tguide the

community development procesbuild palliative careapacity anddevelopalocalpalliative cae
program This includedhiring an individual from Naotkamegwanning as@mmunity facilitatorto lead
local implementation of the projectonducting a local palliative care needs assessmeneatablishing
apalliative care_eadership TeafriThe Leadetsip Team wasesponsible fothe development,
implementation and evaluation of their local palliative care program. The teantermagrised ofocal
leadership health care provider<Elders and community members, along with a community facilitator
and a pojectresource/liaison persgpa retired nurse, both of whom were paid by tBOLFN projecA
series of ‘ Jour nwerealsbhgdpoimapout thevaunrekt aiid dgsised state of
palliative careservice provision in Naotkamegwanning

TheJouney Mappingwvorkshops identified gaps in service, and needed serrite@ncements
Specifically,lte First Nations and Inuit Health Branch Home and Community Care Program (HHEGP)
has been designed to provide basic home and community care servigstdlations communities
does not fund palliative caras a unique progranmtowever, the essential services required to provide
palliative home care are fundeathd in placdi.e. case management, nursing, personal care)

There are no FNIHBEhome care sericesfundedon evenings or weekends (HCCP hours wereddgn
Friday, 8:30a.m.—4:30p.m.). Thus, people with advanced chronic or terminal iliness often accessed
palliative careservices and supports outside of the community, and all people living in
Naotkamegwanning who were dying from progressive chronic or terminal ilinesses died in hd3patal
workshops also identified key partners that could facilitate the coordination and integratiserates
that clients need as they access varigasvicesand health cargroviders.

The three years of capacity building and the Journey Mapping Workshops resultecciediion of
Naot kamegwa n ni pafiatife icargsragrarl madel-ad he Wasokotaatiwin program
However, the community was unable tleliver the program due to a lack of service delivery funds
Thus,Naotkamegwanning First Nati@pplied to theNorth WestLHIN for pilot project funding for the
Wiisokotaatiwin program. The application was completed using the required LHIN HealtreServic
Improvement PreProposal form (HSIR$ee Appendix A). The program viasded for 10 months
(November 2014 August 2015).

1.2. THE WIISOKOTAATIWIN PROGRAM

1.2.1. Vision & Aims

TheWiisokotaatiwin lPogram aimed to provide coordinated, comprehensigersoncentered care to

personswho are very sick and who wish to return home to Jourf&phe visioowasto“ have avail abl
for Naotkamegwanning First Nation members, coordinated comprehensive services for those wishing to

return home to Journey, maiatning use of individual traditions and spiritual beliefs.

Improving Enebf-Life Care in First Nahs Communities www.eolfn.lakeheadu.ca
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1.2.2. Eligible Clients

A referral to the prgram was appropriate the client

a) Qould benefit from the services of the program, and

b) Wished to receive their care at home, and

¢) Had anillness from which no recovery is expected, and

d) Had a Rilliative Performance ScalBPS}core ofz 60% witha prognosis ofleclining to 0% within 1
year.

1.2.3. Program Description

Wiisokotaatiwin adopd a service integration and enhancement model to address the need for
palliative careservices and support to be available 24 hours a day, 7aagek in Naotkamegwanning.

A program logic model depicts thesourcesgessentialctivities, and intendedutcomes of the
Wiisokotaatiwin Program (Sdegure2). Figure 3 illustrates the Wiisokotaatiwin Care Pathway. Box 1
outlines the services and setei providers involved in the Wiisokotaatiwin Care Pathway.

Clientis
identified

Clientis

Case closure
referred

Follow-up and .e . . C T
e Wiisokotaatiwin sesment

support

Care Pathway

Case conference

Client has and
passed on development of

care plan

Planning for Coordinated

client passing at health services
home delivery

Figure3. WiisokotaatiwinCare PathwayP This Figure lllustrates the expected care for clients on the
Wiisokotaatiwinprogram.

Improving Enebf-Life Care in First NahsCommunities www.eolfn.lakeheadu.ca
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AIM: To enhance / integrate existing services so that people living in Naotkamegwanning have the option to receive palligtiveocaee

RESOURCES

ESSENTIAL ACTIVITIES

PROGRAM OUTCOMES

Local health
services/ providers

Education of
community

Regional health
services

LHIN HSIP Funds

Facilitation &
support from
EOLFN Project

Education of health
care providers

Existing services
enhanced to
address gapin

Increased
collaboration
btwn internal

community and external
capacity to health care
providePC providers

Coordination ofPC
sewices oflocal health
careservice providers

\ )
|

Clients receivé®Cassessment in the
community

Partnerships & service
agreements with
regional health
services

HEALTH SYSTEM OUTCOMES

24/7 care and support available to
clients & families

Unnecessary ED visits in
last year of life are
avoided

Development of
program guidelines

Figure2. Wiisokotaatiwin Program Logic Model

Improving Enebf-Life Care in First NahsCommunities www.eolfn.lakeheadu.ca

Clients have individualized,
communitybased, coordinated care
plan, & were involved in its
development

Unnecessary hospital
admissions in last year of
life are avoided

Clents/family have access t©C
specialists, education & support

Clients/family satisfied withhte care
/ support received

PCprogram & care pathway is
formalized and understood by
internal & external providers

Reduced hospital length
of stay at end of life

Fewer hospital deaths
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The Wiisokotaatiwin Care Pathwayas developed through a series of three Journey Magping

workshops that were held with 2Health careproviders who services to Naotkamegwanning comityu
members. The workshops involved discussions of how Naotkamegwanning community members
transition through the health care system as they approach end of life, and identification of barriers and
solutions to improve service integration.

TheWiisokotatiwin Care Pathway (FiguB) begins with identifying a person eligible for the program
(see section 1.2.2.). Prospective clients are then informed about the program and, witbhdhsent;a
referral is made to the Wiisokotaatiwin Program Coordinatdndyvis also the coordinator of the
Community Care ProgrgmAny health care providezanmake referralsself and family referrals are
also accepted.

Upon receiving the referral, the Coordinator visits the client to explain the program and conduct a
comprehensivepalliative careassessment. Once the assessment is complete, the Coordinator schedules
a case conference with the client (and family) to develgaliative care planmembers of the circle of

care are invited to the case conference as apprdpr{a.g., home care nursaurse practitioney

discharge planner, etcAn inrhome palliative care chart implemented.

During the case conference, a care plan is developed and shared with the circle of care. The plan
includes goals of care, servicedm® provided, procurement and storage of medications, equipment
procurement, as well as a checklist of possible services that can address all domainsTiease
plan is then implemented through coordinated health service delivdtysing is provide by the FNIHB
nurses whovisitsthe community and know the clients and their famili€CAC provides professional
health services other than nursin@heservices of thevisiting nurse practitioner and physician are
included as needed in the care plan.

The@ordinat or i s t hendpovidegintdnsive caseanaregematinegrenunity
Careprogram staff provide the required personal support, home making and respite 8afeand

family are instructed to call th€oordinator with any gestions regarding care, changes in health status,
symptom crisis, and prior to taking client to the hospital. This care support is available 24/7, and family
and staff are made aware of whoto contact when the Coordinator is away from the community.

A Care Pathway is a diagram that outlines the expkctre for clients who would benefit by receivipglliative
care The Care Pathway is createdibyolved care providers, arfdcuseson providing clients the begtalliative
careand the most positive outcomes as they move between different health carégers and organizations.

i Journey Mapping is a process to improve the coordination and integration of care for clients as they access
services from multiple programs and health care providers.

Improving Enebf-Life Cae in First Nations Communities
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Thee is ongoing communication amongsembers ofthe circle of care. Reassessments are coordinated
through the Coordinator anBNIHBEhome care nurse and adjustments to the care plan are made as
necessarylf the client is transferred to hospitahe Coordimtor contacts the hospital (discharge planer
or ED, depending on type of hospital visit). The client is requested to bring-thenhe chart to the
hospital for the reference of the hospital staff. If the hospital visit is an Emergency Room visé vélhot
be placed in the hiHome chart as to reason for visit, the treatment, and any further plan. If the hospital
visit is an admission, the Coordinator will be involved in discharge planning.

Endof-life care dscussionare initiated with the Gent/family at a Palliative Performance Scale Score of
30% (or earlier if appropriate). If the client is at home, the Coordinator discusses with the client/family
“what it me a atthe d@naof Idetardywhahsemices the program can offarprotocol for
home passing is followed which includdentifying and educating family caregivers, identifying spiritual
support people, completing DNR anglacing it in the iFhome chart, identifying the individual
responsible for pronouncement, ensuring funeral F®ia notified andcommunicatinghe care plan for
home passing tall providersinvolved in the passing.

If the client is in hospital, the options for care and services in hospital and at home are explained. A
client’ s deci si on agemnfdremce and cale plemwisiong) whicindutlee s a ¢
explanation of the expeted physical changemdinvolvement of spiritual or traditional support

After a client passes, program services continue as appropriate (e.g., a-fgllbereavemenvisit from
the Coordinato), referrals made to community servicesdditional support is requiredWhen the file
is closed, the Coordinator arranges the return of equipment to agencies as required.

Box 1 Internal and External Health Care Providers, Orgaoiaatiand Services Associated with the
Wiisokotaatiwin Car®athway

Wiisokotaatiwin Program List of Services (Internal health care providers)

Community Care Program
- Program Coordinator, Home Care Nurse, Personal Support Workers, Home Maker, Hoor Supp

Netaawgonebiik Health Services
- Administration,Health Clerk/Reception, Community Mental Health Nurse, Community Health
Educator, MentaHealth Services, Elder Support Worker, Family Support Worker, Circle of Hope
and Healing, Commutyi Wellness Worker, Suicide Prevention/Black River Camp, Community
Transportation Services

Community Health Care Providers (External health care providers)

Waasegiizhig Nanaandawe’iyewigamig (WNHAC) Aboriginal Health Access Centre, Kenora, ON
- Nurse Practitioner, Mental Health & Emotional Services
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Kenora Chiefs Advisory, Kenora, ON
- Psychologst, Social Worér, Mental Health Team, Spiritual Cammviders

Lake of the Woods District Hospital, Kenora, ON
- PalliativeCare Coordinator, Didtarge Planar

North West Community Care Access Centre
-Physiotherapy, Occupational therapy, Social Work

Johnson’s Pharmacy, Kenora, ON
-Medication and medical supplies

Palliative Pain & Symptom Management Program, Northwest CCAC, Thunder Bay, ON
Telemedicine Nurse, Hospice Palliative Care (St. Joseph’s Care Group), Thunder Bay, ON
Community Health Care Professionals Inc. (FNIHB nursing care provider)

Shoppers Home Health Care

-EquipmenBr own’ s Funer al Ho me

2. EVALUATION

2.1. PURPOSE & OBJECTIVES

Thisprocess evaluation asseskprogram implementatiorand value Objectivesand questionswere:
u  To dbcument programmplementation:
- What resources were required to implement the pilot?
- Were the ' es dnghetogicanodelmmemented in thegitot?
- Who patrticipated in the prograrfnumberand profile of clients)?
- What services were provided to clients (by who, when, and where)?

i To report onthe accountability/ success indicators that were specified in the fungngposal.

u Toassesshe value of the Wiisokotaatiwin Program.
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A mixedmethods approach was adopteishvolving bothqualitative and quantitativelata.

2.2. METHODS

2.2.1. Data Collection

2.2.1.1.WeeklyClient Tracking Forms

Weekly client trackingprms documened service preision and hospital utilizatiaThe type of service

provided was documented as well as detailsaho provided each serviceshen,where, and how

Hospital utilization information was also recordedluding the numbeof ED visitghospital adnissions

each week (including reason), and the recorder’s
avoidable TheCGoordinator completed one form per clieat the end of every week'he forms were

very detailed (See Appends). Thus, to mitigat data collection burdertrackingdata was only

collectedfor 4 monthsonly (May— August2015).

2.2.1.2 Client/Family Questionnaires

Endof-pilot questionnaireassesed client(n =3) and families(n =4) satisfaction with the program,
whether itwas meeting theineedsand whether they felthe cae received through the program
prevented hospital visitfor them. Thequestionnaires were brief, comprised afpen andclosed ended
guestions.

2.2.1.3.Service Provider Questionnaires

Endof-pilot questionnaires assessdde a |l t h ¢ a (ne 22Psatisfactionl veorkiag within the new
model of careas well as their perceptions of program value avitkther it was achieving its goals. The
guestionnaires were comprised of open and closed ended questnd were distributed to the internal
and external service providers who were involved with the pilot project

2.2.1.4 ProgramLeadershipleamFocus Group

An endof-pilot focusgroup, guided by a series of opemnded questionsexplored key informah s
perceptions othe benefits and valuadded of the pilot program anthe new model of service delivery
Participants werenembers of the leadership team for the EOLFN projectiaciddedthe community
healtheducator, the health director, afdder from the community, theCommunity Car€oordinator
andthe EOLFN project resour¢kaisonperson The focus group was audiecorded and lasted
approximately 1 hour.

2.2.1.5.Program Documents

A variety of program documents weoellectedto assess pragm implementation and value (e.g.,
client registration forms, case conference summaries, education registriigisnprogranguidelines
booklet, client brochureinvoices payrollrecords, etc.).
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2.2.1.6. Program Coordinator Interview

An interview wagonducted with the Wiisokotaatiwin Program Coordinafi@e months after the pilot
ended. The interview was sefsiructured, aimed at reflecting on the status of the pilot once it ended.
The interview was audicecorded, and lasted approximatedyne hour.

2.2.2. Data Analysis

Quantitative datafrom the tracking sheetsurveysand program documents were tallied, and are
summarized usinfequencies and descriptive statisticsu&jitativedatafrom the questionnairesind

focus groupwere analyzedor emerging themes using the evaluation objectives/questions as sensitizing
concepts lllustrative quotes are presented.

2.3. RESULTS
2.3.1. Documenting Program Implementation

2.3.1.1.Resources
All of the resources listed in the Program Logic Model weptdice (Figure).

Prior to the pilotthe community had local health services/service providers that provided the
foundation for theserviceenhancementsand were committed to thé&Viisolotaatiwiin program.The
communitycapacitydevelopment process andhé journey mapping workshogseviously conducted
ensured the involvement and engagement of regional health care providerpalliative careexperts.
Internal and external providers were committed to working together to imprpaiiative caren
Naotkanegwanning.

Startup funding was provided by the NW LHIN ($60/20mths) to fund: enhanced clinical
care/services consisting of intensive case management, personal support worker visits and nursing
($49,000); consultation, training and evaluation ($7,000), and equipment ($4,080)disupport was
also provided fom the EOLFN project for project facilitation (a project resource person/liaison:
0.5day/week=%$4145/7mths), and a community facilitator and adstiative assistance ($37,452).

2.3.1.2 Activities
Analysis of program documents indicated thath ofthe four essential activies(Figure2) were also
implemented.

EducationThe Coordinator and a member of the EOLFN project team atteadeltural
sensitivitytrainingworkshopin Sioux Lookout (Jaary13—15, 2015. AY~daycultural sensitivity
training workshop was delivered to exterri@alth care providers who provide service to
Naotkamegwanning community membdRelruary 27, 2015) Aone-day cultural sensitivity training
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workshop waslsodelivered to external health care providers who were providing service through the
Wiisokotaativin program(June 201k

Palliative car@ducationwas deliverecdby CERAHK health care providers through a | | [Learmirig s
Essential Approaches Ralliative cardLEAP) courglbat washeld inKenora February 27 March 1,
2015. Twentypeople attenakd the training includinginternal and externahealth care providers
involved in the pilot (See Accountability and Success indicators, 3gh@3. In addition, the program
Coordinator provided education to Wiisokotaatiwin staff and clients/familepaxt of ongoing case
management duties

Coordination of locgpalliative careservices &artnerships/service agreememsth regional
services. This included @ordination ofall of the services offered through the loc@mmunity Care
Programand Neaawgonebiik Health Services (3&ex 1, pl3).

Twoformal service agreements were made with regional health services: oneWathsegiizhig
Nanaandawe '(WNHA®) togay for Nyirse Practitior{dP)services offered to
Wiisokotaatiwinclients; asecondwith Community Health Care Professionals to pay for additional and
on call nursing services for the pilot

The Thunder Bay Regional Health Sciences Centre (Cancer @gnte) toinclude Naotkamegwanning
First Nation in theitelehospice palliati® home care project and provided the community access to the
Ontario Telemedicine Network (OTMs they are federally funded health services, First Nations
community are not entitled to telemedicine. OTN was a valuable tool during community case
conferenes as palliative care experts from outside the community were able to join the meeting.

There were additionapartnerships vith MOUs or collabiations with the First Nationand Inuit Home

and Community Care (FNIHCC) program (Ontario Region), NorttCdfastunity Care Access Centre

(NW CCAC), Thunder Bay Regional Health Sciences Centre (TBRHSC) and Regional Cancer Centre, St.
Joseph’” s Care Group Telemedicine Nurse, Lake of t
Uni versity’'s CerRterse afracrh Bdu cAaggti in@atliaeetdissglcadtidn, s ( CERA
Lakehead University's Centre for EducadfLife@reand Re
in First Nations Communities project (EOLFN), Wesway, and the Kenora/Rainy River\Hidgpteer

program.

Program guidelinesTwo sets of guidelines were developed: i) The Wiisokotaatiwin Program
Guidelines Booklet which details the Care Pathway and services involved in the pilot, and ii) The
Wiisokotaatiwin Client Brochure (a condensedsien of the booklet}? The guidelines were
disseminated to all organizations involved in the pilot.

2.3.13. Program Participants
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SeverNaotkamegwanning First Nati@mommunity members were identified @®tential clients for the
pilot program One membr died early in the pilot, and did not receive services through
Wiisokotaatiwin Therefore, this evaluation focuses the services received by six clierfeieurof the
six clientsvere on the program for the duration of the pilot (NovembeAugust2015 andtwo
additional clientavere registered toward the end ohe pilot (May/June€2015).

All clients were referred tdViisokotaatiwinthrough the Community Care Progra8ee Table 1 for the
demographic characteristic# program clients

Table 1Demogaphic Characteristiosf the Wiisokotaatiwin Client§N = 6)

Characteristic nd

Gender
Male 2
Female
Age
60-69
70-79
80-89
90-99
Palliative PerformanceScaleScore (%)
on admission to program

N

N P N -

50 1
60 3
70 2

Diagnosis/ Reas for Referral
Parkinson’s Dis 1

Diabetes (w complications) 4

Frail elderly 1
Living arrangement

Lived at home alone 2

Lived at home with adult children 3
# of local family care givers involved

0-1 4
2-3 0
> 4 1

asome cells do not sum gixdueto missing data

2.3.14. Serviced’rovided

Palliative Cardssessments, Case Conferences, and Care Rlisisclients received a palliative
careassessment in the community.palliative carecase conferece was held for each client (in their
home or at the Banddministrationoffice), and internal and external health care providers attended
(sometimes via OTN). An integrated care plan was developed for eachaclg:ttie client/family were
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Direct Client ServiceAnalysis of theveekly tracking sheet@ay— August2015) indicated that
clients received an average df Bours of direct client service per month (range =-183hrs)" Most of
those hours are accounted for byirsing and home suppo(B9%)and respite (9%) servicéise., the
enhanced services supported by the pilot funding). Taigle2.

Almost half (40%) of the direct client servicéisat were recordedvere delivered outside of the regular
HCCP hourg.e., emhanced services). See Figdrélome support visits (PSW + HM) accounted for most
(81%) of the evening/weekend hours. Respite was also most often provided on evenings and weekends.

m Mon-Fri (8:30 - 4:40)

# Mon - Fri (after 4:30)
60%
- Weekends

Figured. Proportion of Direct Client Services Delivered to Wiiso&tian Clients by Noatkamegwanning
Community Care Prograby Day and Time (MayAugust 2015)

Table2. Dired Client ServiceProvided to Waokotaatiwin Clients (MayAugust2015

Service Provider Services Provided Average? weekly hrs Total hrs
(Range)

Nursing

Home Care Nurse Monitoring
Education 2
Medication Review (0-3.5) 132.5
Counselling/Support

Nurse Practitioner Assessment &onitoring 2 1385P
Counselling/Support (0-3)

Home Support

Personal Support Worker Personal Care
Monitoring 3
Medication Reninders 0-7) 278.3

Medication Delivery
Medical Transportation

i Average = (total # of hours / total # of clients)/totabnths: (1211.3/6)/4 = 5074
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Service Provider Services Provided Average? weekly hrs Total hrs
(Range)

Help withPT exercises

Home Maker/ Cleaning& Meal Preparation
Home Support Worker Personal Support 6
Medication Reninders (0-14) 523

MedicationAssistance
Medical Transportatiot
Yard work

Install Supportive Equip.

Other
RespiteWorker 2 clients received respite:
Client a = 32hrs; Client b = 77hr
(visiting overnight stays& NA 109
homemaking
Occupational/ OT assessed client fatalker/
Physical Therap§CCAC) PT trained PSW to do exercises
w client NA 4

Medical Transportation  Med. Driver/ Alternate
Transportation to hospita& NA 9
med. Appointments

Elder Support Grocery shopping in Kenora NA 8
Assistwith government forms

Escort Accompauy client to hospital & NA 9
provide translation

Total Direct Client Services Recorded (May — August 2015) ..............cccovviiiiiiiniinnnnn. 1,211.3

aThe statistical mean

®The NP visited clielt weekdays after 4:30she would do her home visits at the end of her dafter completing her normal
duties at the cliniclt is important to note that the NP visited after hours for her convenience and not because the client
required after hours visit©Only theessential after hours visire included in Figure 4 (i.e., NP hsuemoved).

Case Management / Program Coordinatidhe pilot funding also supported the role of the
WiisokotaatiwinCoordinator. Analysis of the program documents revealed that 812 hours were spent
onintense case management apdogram coordination fothe pilot period November 12014—

August 312015.

Theweekly tracking sheets suggest that tBeordinator was a key component of the Wkstaatiwin

Progr am. Mo st otime was gpenCam oasedriamagemepal(iative care

assessment/rassessment, care coordination/scheduling appointments, referrals and linkages, getting
medical/pharmaceutical supplies/equipment, and record keeping/data collectidagh of the
Coordinator’s time was al so s pentermembasoiuni cati n
circle of care.

TheGoordinator was also owgallviacellphone for families, clients, and program staff. Aiugh not
manyafter hourcalls were received, the ones that waexeivedneeded to be dealt with immediately.
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Forexample,loat i ng and delivering medications that were
clients having to go to the hospital to receive their medications

2.3.15. Hospital Utilization

The weekly tracking daigMay— Augus 2015 indicatedthat four clientswere admitted to hospital
duringthe 4-month trackingperiod. All admissions werdeemedunavoidableas the presenting
problems were acute and/azomplicated medical issues (g.gnexplained pain Lengths of stay ranged
from 10— 31 days, wittone clientdying in hospitalSee Table 3 (System Level Indicator) for more
details.

The weekly tracking data also indicated tktatee Emergency Department visits were avoided during
the 4-month trackingperiod. Two instances were medication related (i\ijsokdaatiwin Cardinator
located and delivered medications that were not deliverethe family would have had to bring client
to the hospital to receive medications otherwise). One instance waatar-hours crisis calthe
CGoordinator visiteda distressectlient at home and calmed tie (thus,avoiding a hospital visit).

The tracking data also indicated thaie hospital admission was avoided during thhmonth tracking
period. A clientvent to hospital with bladder problem$ut was able to return home loause catheter
care was provided n t h e c lthroegh thé VEBiisokotaati®in program.

lllustrative Case Summaries

lllustrative case summaries were creatediltustrate the findings from sections 2.3.1-32.3.15. To
protect the anonymity of thelents on the program, direct case summaries were not possible. Thus,
illustrative case summaries were created based on an aggregation of the data collected through this
evaluation. The resultant composite case studies are notpeaple;they are illustations to reflect the
people who were on the program, and their care plans and care path@agsBox 2.
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Bax 2. lllustrative’ Case Scenariad the Wiisokotaatiwin services provided @bients during the pilot.

Illustrative Case Summaries of Services Provided to Clients

Edward is 90 years old; he is frail, and mostly homebouadwardlives at home with his adult daughter who works full
time, and cannot provid&dwardwith much support during the days and eveningslwardregistered with

Wiisokotaatiwin at the beginning of the pilot, at which time he and his daughter attended a case conference where
and the health care providers involvedind w a cack 'desseloped an integted care plan.

His care plan involved two nursing visits a week: the Home Care Nurse would visit on Mondays, a@ddrthiéhNrsdays.
Edwardappreciated that nursing schedule because it allowed for the anticipation of possible problems that might a
over the weekend, and carried him through until Monday when the Home Care Nurse would visit again. Thus, the
visits were preventative and helped alleviate any anxieties Bibwardhad about his health status going into the
weekend.Edwardalso receivedour visits a week from a personal support worker and three visits a week from a
homemaker (different days, including some evenings and weekends). They wouldvedpdwith personal care,
cleaning, and meal preparation. Those visits helped alleviatesdffidward s daught er’ s anxi e
home alone.

The WiisokotaatiwirGoordinator was active itdward s case management and was o
appointments, and making ref er r alceries(aed.cgnplete gowernreehtdoans,’
to CCAC for assessment for a walker eEdwardknew that he could call th€oordinator on her cell phone if he needec
to in the evenings or during the weekend, which also helped alleviate his anxietgodt@inator also arranged for
respite visits over 2 weekends whénward s daughter had to | eave the com
who was in the hospital.

Mary is 82 years old; she has diabetes with kidney complicatibtasy lives with her adult sorhe andMa r threes
other adult children are involved in her care. She registered in the pilot program in May, and she and her four chilg
were involved in the development of her integrated care plan (the case conference was hell ati10me with the
program coordinator an®NPin attendance).

The care plan involved twaursing visits a week (different days). The nugses/ided monitoring and support, and some
health education tdVary andher children.The PSW visited twice a week to heliph persoral care PT exercisesndto
do medication remindersvery second week. A homemaker \@sibnce a week to helgvith housekeeping. The progranm
coordinator was active iMa r gasesmanagement making referrals (etg.CCAC (PTgiabetic foot careetc.) and
arrangingforMary s needs t o be noederingansedidaltsdppliestequipraeedrranging fpr. medication
delivery, and having grab bars installed in the homeMary had a couple of fallat homé.

OnedayMary s s on c a lotaatidin GdidinatdVbecasistné was anxious as Mabegan experiencing
increasedain. TheGoordinator consulted with the health care nurse and tiBwho instructed the family to call 911 if
the pain continued to increas@he pain did increase and Mamas admitted to the hospital in Kenora for the
unexplained pain and an electrolyte imbalance. She stayed thei20fdays, and during her stay, the program
coordinator consulted with the hospital discharge planner to get updateslanr gtatus. The coalinator also
consulted with the familythe home care nurse, and NP to keep them updated and discuss care plan reVigems.
Mary was stable enough to go back home, hesspitaldischargevas planed collaboraively with the Wiisokotaatiwin
Goordinatorand her intearated care plan was revised to reflect her increased need.

aTo protect the anonymity the people on the program, these are not actual clients. Rather, the cases were created astitus
based on an aggregation of the data. These cases do reflect the people and care plans daigrsiwho were on the program.
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2.3.1.6.PostPilot Services

As of Oabber2015 there werefive clients on the program. The community had to cut back on the
services thse clients receiwisince the pilot funding ended. The clients were continuing tooget
nursing visit a week anohe NPvisit a week (different dayNaotkamegwannindiealth Services was
paying for the continuedPservice Naotkamegwanning First Nation walsocontinuing to fund the
on-call cellphones using FNIHB funds.

Of thefive clients,three were stable at home and managing with HO@eclient neectd 24/7 care, and
wasthus admitted tolongterm care Oneclient had been hospitalized several times, but wanted to be
cared for at home. A new care conference was hatdl a new care plan createdhe family was

getting some respite care along with tR&SW services during the week and nursing visits described
above. A schedule of family members to help was made at the care conferenedfamily member

took time off work to care.

As of February 2016, one more client had died. The cellphones contiodedfunded through the First
Nation, but enhanced services were no longer being funded.

2.3.2. Reporting on Accountability & Success Indicators

In the application fothe H-SIP funds, 1grogramlevelandsevensystemlevel indicators were specified
(Se= Appendix A)Table 3 reports on each of those indicators.

Table3. Accountability and Success Indicat8ecified in théViisokotaatiwin Program Pildtunding
Proposal: A Prost Pilot Comparison

Value
Indicator Before Pilot | After Pilot
Program Level
More residents in Naotkamegwannin 0 6
receive palliative services at home fg
advanced chronic disease and end g (Source: Program DocumentfRegistration forms + Trackifheets)
life
Clients receive palliative care 0 6
assessment in community &h
identified (Source: Program DocumentfkegistrationForms)
Palliative careaseconferences are 0 6
held that include local and external
health care providers with pilot (Source: Program Documents: Case Conference Summary Forms
partners
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Indicator

Before Pilot

Value
After Pilot

Integrated care plan is developed an
implemented.

(Source: Program Documents: Case Conference Summary Forms

Cost of having palliative carenurse
on-call for evening and weekends as
required.

unknown

$1,752:

On callnursingservices (Nov—Aug D15}

- 2 weekends on call with no servig¢€ri 9pm-Mon 9pmx2):
144hrs x $3.00 =

$432.00

- Nocalls were received, partially because twordinated and
comprehensiverocess established by the program helped identify
client needs, and the nurses weeable to prepare the clients and
families during regular business housises were largely avoided.

Nursing servicefNov—Aug 2015)

- 3 days of service =

$1320.00:
- training of BBWs and family members (2 days)
- Hours accumulated by GH~vho worked late for the
Wiisokotaatiwin clients after her regular CHN duties +
administrative time required for the program (phone calls, pape
works, etc.) (1 day)

(Source: Program Documents: -@all nursing service invoices)

Cost of palliative carenursing services
is known (days, evenings, nights,
weekends) Track Number of hours o
service and type of service

unknown

Nurse Practitioner (Nov — Aug 2015):
$3,500
- $350/month X 10 months
(Source:Program documentsinvoiceg

On call Nursing (Nov — Aug 2015):
$1,752
(Se row abovg

Home Care Nurse (May — Aug 2015)2:
$5,300:
Weekday (8:30-4:30) =126 hrs
Weekday(after 4:30) = 6.5rs
Weekend = Ohrs
Total hrs (May Aug) =132.5 hrs
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Value

Indicator Before Pilot | After Pilot

Total wages (May Aug) =(132.5 hrs x &0/hr)
(SourceTracking sheetghrs) + Program Documents (wage)

See Table for types of service provided by NP and HCN. See row
above for On call nursing services.

Cost of PSW and homemalgervices unknown Personal Support Worker (May — Aug 2015) 2:

is known (days, evenings, nights, $4,783.98:
weekends) Track number of hours of Weekday (8:30-4:30)= 171.3 hrs
PSW and type of work and time of dz Weekday/(after 4:3Q =75hrs

Weekend= 32hrs

Total hrs (May Aug) =278.3 hrs

Total wages (May, Aug) =$4783.98(278.3 hrs x $17.19/hr)
(Source: Tracking sheets (hrs) + Program Documents (wage)

Home Maker (May — Aug 2015) 2:
$5,753.00:
Weekday (8:30-4:30)=289.5hrs
Weekday(after 4:3Q =78.5hrs
Weekend= 155hrs
Total hrs (May; Aug) =523hrs
Total wages (May, Aug) =$5753(523 hrs x $1.00hr)

See Tabl@ for types of service provided by PSW and HM.

(Source: Tracking sheets (hrs) + Program Documents (wage)

Cost of Respite Care services is knof unknown Respite Worker (May — Aug 2015) 2:
(days, evenings, nights, weekends) $1,199.00:

Track number of hours of PSW and Weekday (8:30-4:30)= 37 hrs
type of work and time of day Weekday/(after 4:30)= 16hrs

Weekend= 56 hrs
Total hrs (May Aug) =109 hrs
Total wages (May, Aug) =$1199(109hrs x $11.00/hy

See Tabl@ for types of service provided.

(Source: Treking sheets (hrs) + Program Documents

Cost of pofessional services to unknown Hours of Professional Servides CCAQMay—Aug20152
support palliative home care is know OT: 1hr
(PT/SWI/OT etc.) (days, evenings, PT: 3 hrs

See Tabl@ for types of service provided.
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Indicator

Before Pilot

Value
After Pilot

nights, weekends) Track number of
visits and reason for referral

(Source: Tracking sheets)

Cost of medications (oxygen) and
equipment/supplies to support
palliative home care is known

unknown

MedicalEquipmentSupplies

$4,000:
- incdudes:a hospital bed, a threelchair patient room equipment
(e.g. overbed table)athroomsupplies (e.g. shower commode)
and ircontinence supplies (e.qg., briefs)

(Source: Program documents (Shoppers Home & Health Care
Invoice

Administrative Equipment

$1016.79
- 2 cellphones one for the program coordinator and one for the
home care nurses so that they could beaall for clients and
families.

Cost of client/family transportation
related topalliative caras known

unknown

Medical Transportation Hours (MayAug20152:

- 9 hrs Alternate Transportation/Medical Driver

(provided transportation to hospital/medical appointments)
-2.5hrs PSW/HM

(providedtransportation to medical appintments)
- Paramedics transported clients to hospital

(Source: Tacking sheets

Hours of Wiisokotaatiwin program
coordination is known

Unknown

812 hours:
460hrs (20 hrs/wk for 23 weeks for Nov2014- March 312015
+

352(16 hrs/wk for 22 weeks foApril 1— Aug. 312015

(Source: Program documeniBayroll records)

HCC attendance aialliative carecase
conference

(SourceCase Conference Summanhgests)

HCC attendance aialliative caréEOL
discharge planning

HC® attendance at discharge planning MayAug2015+

- For all(4) hospital admissions, the Wiisokotaativdoordinator
consulted with the hospital discharge planner (Re: client status
update).
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Indicator

Before Pilot

Value
After Pilot

- Discharges were planned collaboratively for 2 clients. Opatcli
died while in hospital.

(Source: Tracking Shegts

Education for direct care providers

6 PSW received
palliative care
for Front Line

3 HC@ providers + Wiisokotaatiwin Coordinator completed LEAP
(training was funded with 1P $)

:N(_)rlfers 6 HCPs external to HEC€ompleted LEAP (training funded by partne
raining organizations)
(Source: Program documentd EAP sign isheets)
Clients who would benefit by 3 clients 7 clientsidentified (one died early in the pilpreceived no servicés
palliative careare identified earlier in | identified as
their journey by Home and eligible for

Community Care Program (pritr
50% on the PPS)

Wiisokotaatiwin

All 6 clients on the program were identified prior to 50% .PPS

(Source: Program documernt€lient registraion forms).

HC® consultation withpalliative care 0 For all 6 clients the Coordinator reported she had extensive
experts consultation with other professionals in the circle of care (e.g.,
physician, NP, discharge planner, HC Nurse, etc.).
(SourceTraking Sheets + Coordinator Interview)
System Level
Wiisokotaatiwin Program No palliative Program description sent to all agencies itvedl in the pilot Grand
careprogram rounds done at hospital for phiggans and nurses. Information on
description program provided to ED.

relevant to First
Nations
Communities

The number of ED visits by clients in
the last year of life (registered with
Wiisokotaatiwin) Track reason for vis

Unknown

# of ED visittMay—Aug20152

4

Reasons for visits:

- abdominal @in was being monitored at home; NP ordered HCN t
call 911 if pain increased.

- chest pain (client took nitro 5x at home with no relief)

- excessive nose bleeding

- bladder problems
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Indicator

Before Pilot

Value
After Pilot

(Source: Tracking sheets)

Thenumber of hospital days for clien
in the last year of life (registered with
Wiisokotaatiwin) including reason for
admission.

Unknown
(average EOL
admission in
Kenora/Rainy
River is 21 days

# of hospital daygMay— Aug20152:
4 clients were admitted to hospital:

Reason for Admissior Length of stay

Chest pain 10 days
Abdominal pain 16 days
Nose bleed 21 days
Pain+confusion 31 days

(Source: Tracking sheets)

eight months

Discharges from hospital are planne( 0 During the 4 month tracking period, 3 Wiisokotaatiwin clientseve
collaboratively with HCC discharged from hospitat 2 of those were planned collaboratively
with HC®®
(Source: Tracking sheets)
Fewer Hospital Deaths 5in 2014 for 2 in 10 months

(Source: Tracking sheets)

palliative careeducation (LEAP)

HC® health care providers receive 6 10
palliative careeducation

(Source: Program documentd EAP sign isheets)
External health care providers receiv, 0 6

(Source: Program documentd EAP sign isheets)

# These values were obtained from the weekly client tracking shéai easéata collection burdernthe detailed tracking data
was only collected for 4 months (MayAugust2015. Thus, exact houtsostisonly available for that sample period.

2.3.3. Assessing Program Value

In thefundingproposal it was stated thaprogram value would be demonstrated by internal and

external heal

t h

c a r ehe pilot meti4 dlgectise{Sea Appendex Meheend-oft h a t

project questionnaire asked health care providers (HCPs) to indicate their level agregittent
statements reflecting those 14 objectives. As can be seen in Bablest respondents agreed with the

statements
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Table4. Internal and External Health Care Providers (HCPs) Level of Agreement with Pilot Objectives

Proportion of respondents who agree?

Internal HCPs External HCPs

Objective (N=28) (N=14)

Clients have the choice to receipalliative careat home 717 14/14

Clients receive quality palliative home care in Naotkamegwanning 717 7/10°

Families are more educated and supported in thiele as caregivers 717 10/10

Local HCPs are more confident in the delivergalfiative care 6/6 12/13

External HCPs provide more culturally relevant care 5/5 13/13

Health system organization and care processes are improved to provide -- 14/14

palliative ftome care in Naotkamegwanning

Residents of Naotkamegwanning have improved accepaltiative care 717 14/14

Clinical information sharing among health service provider agencies has 717 14/14

improved

Improved accessibility of health care ngitechnology (i.e., OTN and tablet 3/4 8/9

Better communication and continuity of care between primary care and 6/6 718

palliative carespecialists

Fewer unnecessary ED visits 4/4 3/4

Fewer awvidable admissions to hospital 5/5 5/5

Increased adption of best practices fopalliative care 6/6 11/11

System integration is improved to utilize resources more efficiently 717 13/13

Naotkamegwanning Model of Care is transferable to other First Nations 6/7 12/12

communities
aNumerator = # of respor@lnt s who “ Agreed” or “Strongly Agreed” with state
Total # of respondents who offered an opinion on the stateme
those who felt they could not commé&nwere not included in the tally.
bThose who di sagreed had completed the survey once the pilot

was running care and access to care was very good. Since the pilot has finished and Sumdiogger available access to care
has now decreasedii t he community significantly?”.
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Thesurvey findingsisoindicated that clients, family members, and health care providers were satisfied
with the program:

7 All service providers surveyé¢d2/22)indi cat ed t hey were ‘satisfied’
within the new model of care of the Wiisokotaatiwin Program.
7 All family members (4/4) and mostients(2/3)s ur veyed i ndicated they wer

satisfied’” wit h tdréceivedtersughithe Wissokataatilvin Programo r
7 All family memberselt that the supports they received through the program met their needs.
1 Most clients(2/3) and family members (3/4) el t t hat the program was me

In addition, aalyss of the focus groupnd operended survey datindicatedthat stakeholders
perceive Wiisokotaatiwin to ba valuable programand that itmade progress toward its intended
outcomes during the pilofBoxes3 & 4). However, there wasoncernthat without continued funding,
the program was not sustainab{Box5).

Bx3.l |l lustrative Quotes for the Qualitative Theme

2AAa2120 1 GAGAY A& | @Ltdd ot S

“This is a good star”t (tFoami Imu chNhe mbeeerd)ed progr am

“1 think it’s worth conti nui na coinrhuaicasoa open wiheeseryana.
f just one person wants to stay |
I be pr epaeraecdnh aontdh eerv esr yroon edMemibst). |” k

Because even i
services. We ' |

“The MWAatiwg ®rdogram is an excellent example of community driven palliative care service
coordination. They have overcome barriers to service delivery by thinking outside of the box, looking with
existing community services and reaching out where needegbtablish necessary linkages. All of this was
done at very little cost tot health systemalthough is should be acknowledged that the people involved at tt
community | evel have worked exceedingly hard t ¢
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Bax4.1 | l ustrative Quotes for the Qualitative Theme

t2aA0A0S 2dz002YSa 2F (GKS 2Araz|2

“This was a good program to start the c o.hfeekthes a
program gave the community cabHedlth CaeProwdert o move

“From the service delivery point of view we ar
(Leadership Tearmlember)

“1 think for me, one of the major positive tihghi
that communicati on wi t headenship Teadwlarhberh car e provi d

“We are only seeing admissions for acute probl
everything is stable home is an earlier option then staying in halsgitmoving out of community to long
term care’” ( E x tealth Gae Provider)

“People have the option of remaining in an env
near by. | t - stayiogoashbmeenithfthee appriopriasupport is more economical than the cost of
being institutionalized  ( E xHeath @aee IProvider)

Bx5.llustrative Quotes for the Qualitative Theme * Tt

¢KS ySSR F2NJ adzaidl AySR Tdzy RA

“l enjoyed the model, but without t iHealthfCaraRrévidgy t

“ T h et projéct ceeated a fantastic program and many from the community were able to benefit from it.

a program that can be transferred to other communities. The amount of extra funding needed to sustain t
program was minimal and saved the healthcaystem money in the long run. Need one of the governments
commit to ongoing pall HealthCareProcider e funding.” (EX

“1 think there is a big need to keep funding be
there is a need. Like right now especially, with our elders that are sick at home. Right now is when we nee
funding because there are caregivers looking after their parents and sometimes they need respite and oth
s e r v iLeadesshifj Tedrilember)
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This evaluation sought to document the implementatj@nd assesthe valueof the Wiisokotaatiwin
Program pild. A mix of quantitative and qualitative data werdleatedand analyzed, and thénidings
were presented in Section 2.%ection 3.1 belowliscusses the findings in relation to the overall
objectives of documenting program implementation and assessing program value.

3. DISCUSSION

3.1. DISCUSSION OF FINDINGS

A compaison ofthe implementation finding¢Section 2.3.1{p the program logic model (Figug®
indicates that the program was implemented as intend&tiresources were iplace, essentiactivities
wereimplementedandexisting services werenhanced, intgratedand provided to the intended
clients.

3.1.1. Program Implementation

3.1.1.1.Resources & Activities
In terms of resourceshe findings suggest that locgdlliative careservice providers, regional health
services, funds and program facilitatisupport were required to implement the pilot.

In terms of serviceghere were sufficient infrastructure and health services to allow for the
development of the locgballiative cargprogram. Specifically, there were logullliative careservice
providers (e.g., health clinic, HCC program, etc.), and regional health services were available to
Naotkamegwanning community members. Those two elements allowed for the adoption of a service
enhancement and integration program model.

In addition, extensiveaiilitation and support waprovidedto the community through the EOLFN
research projectThe Wiisokotaatiwin Program vgethe culmination of three years of community
capacity development that was done through the project (See Section 1.1.3.). In addisapgorting
and facilitating the development of the logadlliative cargorogram, the EOLFN project also facilitated
and supported program implementation throughthimd contributions of a project resource person, a
community facilitator and administrate support (See Section 2.3.1.1.).

Finally, though the community developed galliative cargprogram with the support of the EOLFN
project, it could not implement the programithout service delivery funds. THeSIFunds provided by
the NW LHINor the 10-month pilot period,allowedfor the enhancement of the existing services (e.g.,
home care nursenpurse practitioney home support, intense case management, etc.)

In terms of the essential activities (Fig@ethe findings demonstrate that eacH them was
implemented. In terms of education, cultursgnsitivity training was delivered to exterriaalth care
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providers This is an important contribution of the pilot as is educating external providers on cultural

safety and competency and aboutthei r st Nati on community’s protocol s
services is a key element of improving esfdife care in First Nations communitié®alliative care

education was also provided to internal and externehlth care providersThis is an imgrtant

contribution of the pilot as mother key elemenbf developingpalliative caren First Nations

communities igducating froniline providers aboupalliative care®

Thepalliative careservices of local providers were coordinated through the dkigaatiwin
Coordinator. In addition, partnerships with regional health services were implementetharfdrmal
service agreements were made (See Section 2.3.TR2eseagreements funded the oenall nursing and
NPservices, whickivere important element®f the service enhancement/integration model.

Anothercritical collaboratiorenabled the community to access telemedicine (OTNjs is also an
important contribution of the pilot becaus®TNprovides a mechanism to facilitate the integration of
servies and the development of integrated care plaBgnerally speakingatiegrating telemedicine in
First Nations communities is an important element of develojpialijative carecapacity It is a valuable
resource for accessing speciajistliative careconsultations for people livinm First Nations
communities. Telemedicine i¢sa avaluable resource for connecting internal and external health care
providers for case conferencésn the case of Wiisokotaatiwin, thevaluation findingsdicate that
HCRwere involved in Wiisokotaatiwin case conferences through OTN (See Section 2.3.1.4.).

Finally, the program guidelines were developed and disseminated as part of the pilot. This is an
important element of program implementation as the program guidelifiemalize the palliative care
program and Care Pathwggnddescribe thepalliative cargprogram in detail and how it works in the
community.

Each of the above activiti®gasconsidered essential in order to implement the program and achieve its
intendedoutcomes. These activities were either part of or the result of preparatory work done through
the EOLFN research project (See Section 1.1.3.).

3.1.1.2.Clients & Services

The program was targeted to Naotkamegwanning First Nation community members who ha
progressivechronic or terminal illness and were in their last year of B clients were on the pilot
program-all of them had a chronic illness (including frailty) with PPS scores betweeB0PQ with a
prognosis of expected decline to 0% wiitl. year. Thus, the program was successful in reaching its
intended population.

Sevencommunity members were identified as potential clients for the program during thendgth

pilot period (see section 2.3.1.3.); indicating a need for a ljoalikative careprogram in
Naotkamegwanning.
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In terms of services, the pilot proposed to integrate and enhance existing services so that people living
in Naotkamegwanning had the option to recepalliative careat home. The service provision findings
suggest tlat the services were integrated and enhanced as intended. For example, the Wiisokotaatiwin
Goordinator was often making referrals and linkages for clients to the project partner organizations
(integration of servicesMost of the servicesdocumented durig the 4month tracking period were an
enhancement of the existing HCCP services (WRservices, on call nursing, Wiisokotaatiwin program
coordinator/case manager, and additional home care nurse and home support handgrovided to
clientsoutside d the existing HCCPRours(enhanced servicesyee Section 2.3.1.4.

3.1.2. Program Value

Though the pilot period was short (i.e., 10 months), the findings suggest that the pilot met each of its
intended program level outcomes, and was making progressid the system level outcomes.

3.1.2.1.Program LeveDutcomes

There wereeight program levelntended outcomes specified in the logic mo@eigure?). The findings
suggest that all were met during the pilot. The service provision data indicateltiniaig the pilot
existing services were enhanced to address gaps in community capacity to prallidtive carde.g.,
enhanced nursing, home support and respite servidesjvever,due to lack of sustained service
delivery fundsthat enhanced servicesere unable to be provided once the pilot endéthe focus
group andhealth carep r o v iquestionhairedata indicatethat the pilot lead to increased
collaboration between internal and externia¢alth care providersand that thepalliative cargorogram
andcare pathways formalized and understood by tlealth care providers

The service provision data indicate that all clients receivpdliative careassessment in the

community, andthat anindividualized, communitppased, coordinated care planaw developed and
implemented for each client. Those data also indicate thatng the pilot periodthe intense case
management, theenhanced service hours (evenings and weekends), and the programallareH

phones helped ensure that 24falliative cae services and supports were available to clients and their
families. The client/family questionnaire data indicate that clients and families were satisfied with the
palliative careservices/supports received througNiisokotaatiwin and that they felt the& needs were
being met.

The questionnaire data indicate that the clients, families, bedlth care providerthought the program
was meeting its objectivehe qualitative findings suggest that clients/families and staff felt the
program was valuabland a needed service in NaotkamegwanniBgxes 3 & 4), but unsustainable
without service delivery funding (Box 3pe postpilot interview, alongwith the survey findingsdicate
that the program model was not able to continue after the pilot fundingesh(See Section 2.3.1.6. and
see note b, Table 4).
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3.2.1.2 Health Systen®utcomes

Therewere four health system levahtended outcomes specified in the logic mog€eigure2). The
findings suggest that progress was being made toward those outcdrhesservice provision data
indicate thatat leastthree unnecessary ED visits were avoided, and unnecessarjospital admission
was avoided during the-thonth tracking periodSee Section 2.3.1.5., Box 2, and Table 3.

Reducing hospital deaths was atsointended outcome of the pilot. This outcome however, was
difficult to demonstrate during the Hnonth pilot period.

3.2. LIMITATIONS
A few limitations of the evaluatioare of note.

There is the potential for human error in the completion of theekly tracking sheets because of the

way there were being completed (i.e., by very busy service providers above and beyond documentation
they were completing for FNHIB and tN&VLHIN). In an effort to minimize error, the EOLFN project
resource/liaisonpersonassisted with completing the tracking sheets.

Despite attempts, the evaluation team was unable to access LWDH utilization data for the
Wiisokotaatiwin clients. While the tracking sheets did document hospital utilization, that was only done
for a sanple period (4 months). Thus, it is difficult to assess the system level outcomes. Relatedly, a 10
month pilot period is too short a period to effectively evaluate the system level outcomes. The pilot had
a small number of clients(=6), and the programl@ibility criteria was for a client to be in the last year

of life. However, the pilotperiod was less than one year; thus, few clients died while on the program.

3.3. SUMMARY OF EVALUATION FINDINGS

Thisevaluation demonstraté the success and accouthiitity indicators that were outlined in the
funding proposal. The findings also demonstrate the program was implemented as intemdethat
there was a need for the program in Naotkamegwanning. The findings also demomnstigtess
toward its intended atcomesindicating value added at both the program and system level

At the program level, all of the intendexitcomeswere achieved during the piloAt the system level,
progress was made toward some of the intended outcoifies, fndings suggest tt unnecessary ED
visits and hospital admission were avoided during the pilot

The evaluation findings also suggest that clients/familiesteradth care providersiere satisfied with

the program perceived it to be meeting its objectives)d thoughtit was worthwhile However, there
was a concern that the program was not sustainable without continued funding.
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Overall, the findings suggest thidie main goal of the prograr(to enhance and integrate existing
services so that people living in Naotkamegpning have the option to receiymlliative careat home)
was metduring the pilot A key element of the success of the pilot was ¢theacity development work
with the EOLFN projecthe work through the EOLFN project laid much ofgtteeindworkfor the pilot,
and the EOLFN team provided facilitation and support to implement the program as well.

Though the EOLFN project was important in developingtiative cargoprogram, and supported the
implementation the LHINpilot funding was instrumental iimplementing the program. The service
delivery funds from the NW LHIN allowed for the enhancement and integration of services so that
palliative careservices and supports were available 24/7 in Naotkamegwanhiogever, that level of
servicecouldnot be sustained once the pilot funding ended.

3.4. DISCUSSION AND IMPLICATIONS

The findings of the pilot project illustrate that tidaotkamegwanningommunity had both the
motivation and capacity to care for thaiery sickkcommunity members at homdhe LHN funding
provided themthe neededopportunity, as didsupport fromthe EOLFN projeteéam at Lakehead
University As a case study, this pilot project suggests tither First Nations communities wiimilar
motivation,capacityand opportunity could implement a local palliative care programailoring ther
program to their unique community needs, local resources and regional context.

To support creation of a supportive policy context for local palliative care development in First Nations
communitesth e “ | mpr-of-ti hg Emade i n First NraaedwonmliclCommuni
reports, 3 whichcan be accessed on the EOLFN websitdtpt//eolfn.lakeheadu.ca/project

results/reports. The pilot project at Naotkamegwanning illustrates tieéevance othese policyreports

and theirguidelinesandrecommendations, whictvill be highlighted below.

The first policy documentProvision of Palliative Care to Ontario First Nations Communities: An
environmental scan of Ont ar i (01Bwaalasecon datarcodlectedr ov i d e
from the regional Enaf-Life Care Networks, Aboriginal Health Leads from the Local Health Integration
Networksandkey informants from health service delivery programlisreport recommendghat the

14 LHINs work with First Natie communities tdacilitate the sharing of innovative practices for
providing palliative carandto promote access taulturally relevant palliative care education, training,
coaching, and mentorshijpr First Nationservice providerdn regional planimg, the LHINgan also

clarify their mandate in planning for the provision of palliative care sesvic First Nations
communities;ensure that palliative care in First Nations communitiesddressed as a prioriin

regional palliative care planniramd that efforts are made to build local cap#gcin First Nations
communities. Most importantlythe reportemphasizes he ne e d fwarkoutlcdidbdddtnve t o
agreements witlthe federal government and otheservice providers as necessary to meet the

identified needs for palliative care services on First Nations communities.
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The North West LHIN and tiNorth WestRegional Palliative Care Program are to be complemented on
taking leadershimn several of these issuesd providing funding the &btkamegvanning pilot project.
However, more needs to be done to create access to quality palliative foaurEirst Nations
communitiesacross our region and provine®d sustainability of programs

Asecondpolicyd o ¢ u m@& Rramewotk to Guide Policy and Pragn Development for Palliative Care
in First Nations Communitie$? provides tencomponents based on the principles of equatyd social
justice Threeof the components are overarching policy guidelines for palliative care programs in First
Nations commauities:

1) The policy endorses a unique philosophy, definition, and, commub#ged process for
providing palliative care in First Nations communities that is distinct from a westernized,
medicalized or urban model of palliative care.

2) The policy needto be founded on collaboration across feddr@rovincialandterritorial
jurisdictions that will create equity of access to palliative care for people living in First
Nations communities as compared to other citizenf the province or territory.

3) The pdicy allows for local customization of the eligibility criteria for palliative care
services and customization of the funding and accountability processes.

The experience dflaotkamegwanninglustrates the application of these guidelinesiedevelopmen

of the Wiisokotaatiwin Progranwasgrounded in communit values and principles atdsed on

Naot kamegwanning’s understanding of health, illne
implementation of the program through the development of a LeadershgmTcomprised of

community members, Elders and internal health care providers, which built on local strengths and
capacities. The program also promoted an integrative approach to care for clients and families, which
supported the choice of setting of carEhe program emphasized and addressed the need for culturally
safe care for community members by external health care providers and service agencies.

A major focus of the pilot project was the integration of knowledge from both the westernized health
caresystem along with Indigenous philosophy, values and beliefs. Through several Journey Mapping
workshops, care providers and programs from both the provincially and federally funded health care
system came together to support community members from Naotkguwanning Through this process,

a care pathway was developed which overcame numerous barriers to careéh@aembedded in
jurisdictional issues.

Lastly, be pilot project allowed for the customization of the program through local control and provided
the community with the opportunity to be creative in service provision and in the development and
strengthening of partnerships within and external to the community. There was strong collaboration
with First Nations health care providers, along with respecelationshiswith external resources,
services and decision makers.
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The Wiisokotaatiwin Program provides a strong example of the process of developing a palliative care
program in a First Nations community as well as the components, which woulditsakeessful. While
this program was developed from the grassroots of the community, its success would not have been
possible without external support from funders and policy mak&€nesekey componenthave many

implications for future LHINIanning, inegration and funding of local health care for First Nations
communities
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Appendix A

Pilot Funding Proposal

HEALTH SYSTEM IMPROVEMENT PRE-PROPOSAL (H-SIP) FORM

Section 11 Proposal Information

Section 1 A1 Pre-proposal Name and Submitting Health Service Providers

Proposal Title: Wiisokotaatiwin Program, Naotkamegwanning First Nation
Name, Address and Email of Health Service Provider(s)

Contact: Health Director Naotkamegwanning

Name: Eddie AJ White

Email: naot.healthdirector@gmail.com

Proposal CEO Approved: Chief and Council X Yes

Section 1 B 7 Proposed Improvement Summary

Type of improvement being proposed (check Does the proposed improvement require capital:
applicable box(es) (check if applicable)
X Service Change (Enhancement) [] Renovation
[1 New service [] Expansion
X Integration activity (I acknowledge that this is not X Equipment investment
a formal request for integration, as described in X IT investment

the attached Glossary)
[ Other (please specify)

If the proposed improvement involves a capital project, provide a brief description of the capital project
and indicate if you have submitted a capital request to the MoHLTC.

N/A

[] Yes-Please provide date and if available the MoHLTC Capital Branch consultant assigned to
your request.

X No

Has this pe-proposal from been submitted to other LHINS?
[ ] Yes-Please indicate which LHINS:

X] No
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Wiisokotaatiwin will provide coordinated, comprehensive, persentred andcompassionate care to

those who are very sick whose wish is either to remain living at home receiving home care or return

home from hospital to journey in the community while supporting individual traditions beliefs and

valuesthis program will coordinat¢éhe palliative care services of local health care providers in
Naotkamegwanning including home and community care program (hccp), long ternmeatieal

transportation, and respite car@d he program includes partnerships and service agreements with

regional health services such:akhe First Nations Inuit Home And Community Care (FNIHCC) Program

(Ontario Region), North West Community Care Access C@itveCCACYaassegiizig

Nanaandawe '(WNHAQThgndemBag Regional Health Sciences Centre BRI
RegionalCancerCentre, . J o £areGrdups Telemedicine Nurse, Lake Of The Woods District
Hospital (LWDH), Community Health Care Profession
Research On Aging & HeBtlduoubatsi § CERAMRePaddi Ani ver i
Education And Resear ch OnOflifg Caredn Figst Natoias|Commurdtiesl mpr o v
Project (EOLFN), Weswapd The Kenora/Rainy River Hospice Volunteer Progfamse partnerships

do not duplicae existing services but provide enhanced and more integrated services that address gaps

in current community capacity to support people and their families to receive palliative home care. In
particular, theWiisokotaatiwinProgramwill offer clients anddmilies care and support 24/7. In the

current state, there is no home care available evenings and weekends.

Section 1 G Define the Projecmaximum 300 words)

In the current state, all people living Naotkamegwanning who are dying from progressive chronic or
terminal illnesses (expected death) die imshital. TheFNIHC@rogramdoes not fund palliative care as

an essential service element (see appendix a). While the actual number of hospital days is not known,
the estimatefrom the local community care program is an average of 1 month of hospitatizatior to
death.NW LHINJata indicate the average length of stay for a final admission leading to death is 21
days. The majority of these deaths occuLWDHwhere the per diem rate is $2000/day. This means an

in hospital death could cost the health easystem between $42,0e860,00for a 34 week stayThese

costs do not include additional hospitalization and visits to the emergency department in the last year of
life.

Rationale(identify theLHINh population (health service consumers) that woulddsi from the
proposed service improvement, and the service or quality gap that exists mawimum 150 words

TheLHINpopulation that would benefit from the proposed service are people that are living in
Naotkamegwanning that have been diagnosed veitbhronic or terminal illness and are in the last year
of life. The majority of these individuals have advanced chronic disease and multiplerbmlities,
including diabetes and frailty. Currently, there are three to five individuals who are receingpgrs

from the home and community care program that would meet the criteria forhisokotaatiwin
Program. In the current state, all these individuals would be expected to die in the hospital. Based on
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available data, their projected length of stay Wil 34 weeks prior to death. These clients would

benefit by receiving palliative care assessments in the community, enhanced home care services, and
i mproved access to palliative care specialist
volunteer visiting, respite carg

S,

Benefit to the communitfbriefly describe how this proposed improvement will improve the health care
system and/or health status of the community e.g. Health outcomes, access to health services, quality of
care,coordf I GA2Y 2F aSNBAOSas LI GASyaxkinuin 1500@ds OS> dzLJik 1 S

Aneeds assessment conductedNaotkamegwanning in 2012 indicated that if services were available
and adequate the majority of community members would prefer to dieahf. Recommendations
included

-Increased funding and community resources that allow for 24 hour, 7 day a week home care provision,
and greater support for family caregivers

-Advocating for improved communication and collaboration between external heatt providers and
institutions and Naotkamegwanning health care providers to improve continuity of care and discharge
planning

-Formalized partnerships between internal and external health care organizations to support, enhance
and build local capacityf providing palliative care services

-Advocating for external health organizations to collect data about palliative care service use by
residents to assist with health service planning and evaluation

-Provide education to local health care providers atgalliative and enebf-life care

-Provide education to external health care providers to improve the cultural safety of care

The proposedViisokotaatiwinprogram will give people with advance chronic or terminal illness the

choice to receive palliativeare in their home. Clients will receive a comprehensive palliative care
assessment and participate in a case conference with care providers to develop a coordinated,
individualized care plan in the comfort and security of their own home. Expert corieultaill be

available to them. Additional after hours nursing and PSW support will prevent unnecessary ED visits

and reduce transportation issues to access care in Kenora. Community members will receive culturally
safe and relevant care in their home. Bgiable to receive palliative care at home enhances the
opportunity to meet the individual s’ psychol ogi ca
their family, community, and culture. The program will also provide families with informatiomal

emotional support in their caregiving role and respite caiee addition of evening and weekend home

care services and respite care services will reduce the cost and stress of residents needing to access care
outside the community, primarily in Kenora

Collaboration (Briefly describe your partnerships and how the collaborating HSPs will work together, (in
general terms) to implement the proposed improvemennaximum 150 words
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Ove the last year, three workshops have been held involving 24 ailtarmd external health care
providers for purposes of “journey mapping” the e
require palliative care and wish to receive their care at home. These workshops have identified who the

key partners are, what sends are currently provided, gaps in service, and the needed service

enhancements. The current and future state of palliative care service provision in Naotkamegwanning

has been mapped out. This proposal is the outcome of these workshops.

The collaboratorsire Naotkamegwanning Home and Community Care/LTC, FNIHB, NW CCAC, WNHAC,
TBRHSC and Regional Care Centre, St. Joseph’s Car
Health Care Professionals, CERAH Palliative Care Education, CERAH EOLFN projecnivémwvay,
Kenora/Rainy River Hospice Volunteer program. These collaborators are committed to working together

to achieve the objective of supporting clients from Naotkamegwanning to die at home if that is their

wish.

Health System Sustainability (Brieflgmtify how this proposed improvement will result in efficiencies to

the health care system and/or your organization, e.g. reduced duplication of services, new model of care,
reduce length of stay, reduce readmissions, demonstrated cost benefit, coligbdratigeting,

reinvestment of existing resourcesnaximum 150 words)

This is an enhanced model of care which is aligne
improve the health status and care experience for individuals living in North Westeanidwith a

focus on the First Nations population. Currently all residents of Naotkamegwanning receive their end

life care in LWDH at an estimated cost of $42;860,000 per person, assuming-3Q days of

hospitalization at $2000/day. Data are not dahble on the actual number of hospital days and

emergency department visits in the last year of life, however, they are perceived by Naotkamegwanning
Home and Community Care providers to be frequent and avoidable if services were available within the
community.

The model addresses the gap for palliative home care services in First Nations communities. The model

has potential to reduce hospital length of stay at end of life, reduce hospital admissions and ED visits in

the last year of life, improve cliemtnd f ami |l y satisfaction, improve he
and increase collaboration between primary care providers internal and external to the First Nation. A

unique feature is the enhanced collaboration between federally and provincialletuhdalth care

services. There will be no duplication in services. Home care costs for palliative care services are much

less than hospital costs.
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Alignment with Integrated Health Service Plan (IH{BRgse identify which of the LHIN IHSP priorities
relate to this proposed improvement and explain how they are connectedximum 150 words

Al most 20% of the NW LHIN s population is Aborigi
communities. This pilot project will contribute to the developmeifitan integrated regional palliative

care program by creating a model of care that is transferable from Naotkamegwanning throughout the

district and province.

TheWiisokotaatiwinprogram directly aligns with all four of the NW LHIN IHSP priorities.

Bulding an integrated health care system: The program will improve access to palliative care by

increasing collaboration between primary care providers and improving communication between local
stakeholders and the primary care providers. Naotkamegwanmg Home and Community Care/LTC,

FNI HB, NW CCAC, WNHAC, TBRHSC and Regional Care C
Nurse, LWDH, Community Health Care Professionals, CERAH Palliative Care Education, CERAH EOLFN
project, Wesway, Kenora/Rainy Rivwspice Volunteerbave all agreed to partner in this pilot. This

new model provides a community based alternative to receive palliative and EOL services in the
community. This coll aboration between th® primary
improve transition between care settings, improve coordinated post discharge support for the client and

to provide access to community based palliative care assessments and enhance palliative home care.

Building an integrated eHealth Framework: Naotiegwanning is a rural community without the
infrastructure or training to support advances in eHealth. The pilot is collaborating with partners to
bridge this gap through the use of telemedicine and tablet which are innovative eHealth technologies.

Improving access to care: The pilot is collaborating across sectors with health care providers to improve
identification, assessment, and care planning for clients in need of palliative care services. These clients
can be in the acute care setting or in the coomity of Naotkamegwanning.

Enhancing chronic disease prevention and management: All clients witliiekotaatiwinprogram

are living and managing with one or more chronic diseases. The program is providing enhanced nursing,
PSW, Homemaking and respiervices in order to support individuals to stay in their home and
community. These individuals will have the option to stay at home to the end of life if they choose.

Prepr oposal s that do n o Pleaselideniimwhwthig phagsed meroveniehtN’ s | HSF

should be a priority to the local health of the communitpaximum 150 words
N/A
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Section 2- Health Service Provider Partners

Identify HSPs that you collaborated with in developing thisgyoposal and identify those that have
agreed to actively collaborate/partner on the proposed improvement.

Organization Contact Information| Nature and objective of the Collaboration

First Nations Inuit| Edey Hobson, Nurs| Coordination of FNIHCC with NW CCAC services,
Health Branch, | Advisor, First project advisor

Ontario Region | Nations and Init Provide assistance to HCC Coordinator with

(Health Canada) | Home and documenting palliative care service provision using {

Community Care | existing FNIHCC electronic Service Delivery Ragor
(FNIHCC) Program| Template (eSDRT)

Assist with data analysis and interpretation of (eSDR
to provide quantitative information about program
functioning and client utilization of services

Assist with review of Loan Cupboard contents to
ensure appropriate equipment arglipplies available
for palliative care clients

Collaborate with NW CCAC on the development of g
information sharing protocol with HCC programs
Assist with the development of service delivery plang
related to palliative care

Assist with establishing linkag with other services
and programs

Facilitate communication with other federally
administered programs, e.g. Non Insured Health

Benefits
NW CCAC Tuija Puiras CEO; | Coordination of NW CCAC with FNIHCC services,
Kathryn Hughes project advisor
Director Assst pilot with case conferencing/assessment of P(

client needs at LWDH and in Naotkamegwanning
Assess eligibility of clients for CCAC services and
provide services required

For evaluation, assist pilot with quantifying and costi
service provision for paditive home care provided on
Naotkamegwanning

Accept palliative care referrals for nursing from the
physician or NP for clients in Naotkamegwanning
Accepts referrals from the HCC for PSW, OT, PT, S
Share equipment catalogue with pilot as a resource
palliative clients receiving home care

Improving Enebf-Life Cae in First Nations Communities



Wiisokotaatiwin Pilot Evaluatio

Collaborate with FNIHB on the development of an
information sharing protocol with HCC program

Waasegiizhig
Nanaanda
lyewigamig,
Kenora Ontario

Anita Cameron, ED

Provision of palliative care assessment and seryices
project advisor
NP goes to community twice a week (currently going
once a week due to staff shortage):

Assist with identification and assessment of clients f
program

Conduct home visits for palliative clients as requeste
by HCC (see budget $350/month)
Provide monthly PPS for clients in program and wee
PPS if client is EOL.

Can provide client consultation via telemedicine tabl
once in use

Provide staff opportunity for palliative care educatior
e.g. LEAP offered in Kenora in March 2015
Health Promt&ion Team will organize community
palliative care awareness sessions

Thunder Bay
Regional Health
Sciences Centre

Trina Diner,
Manager of
Palliative Care and
Telemedicine

Collaboration on telemedicine project; First Nations
community awareness sessiofiacilitate hospital
discharge planning

Collaborate to provide HCC access to telemedicine
licence and use of tablet

Facilitate discharge planning with TBRHSC and Firs
Nations communities

St . Jos e|RobinCano, Collaboration of telemedicine community palliative
Group Telemedicine care consultations
Nurse, Hospice Assist/provide PC consultations via OTN and tablet
Paliative Care Assist HCC Coordinator with client care planning
Train HCC Coordinator in the use of the tablet and C
Hospice Programan be called after hours by those
involved in care if there is a need for specialty
consultation
Interdisciplinary hospice team can be accessed by
telemedicine for consultation and assessment.
Lake of the Kathy [2awe, VP Collaboration to improve discharge planning protocg

Woods District

Patient

with Naotkamegwanning Home and Community Car,
improve access to palliative care assessments, assi
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Hospital, Kenora,
Ontario

Services/Chief
Nursing Officer

HCC to develop cultural competency training for
external home care providers, improve patient
navigation for HCC clients from Naotkamegwanning
Provide Acute care services that are culturally safe &
relevant

Identify clients benefitting from PC approach

D/C plan that includes HCC Coordinatrhance
commurication and early d/c planning

Every effort will be made not to discharge patients o
Friday unless HCC services have been organized
(measure indicator)

Phone consultation with palliative care nurse as
needed for pain and symptom management

OTN used fofamily visits and client consultation as
needed

Promote physician awareness of the Wiisokotaatiwir
program in hospital and emergency department and
promote their engagement in the pilot

Community
Health Care
Professionals

Vicki Barnes,
Owner/Manager

Erhanced provision of palliative nursing services in
Naotkamegwanning

Provide PC assessments in the community
Facilitate and participate in PC case conferences
Provide an orcall nursing service (consultation and
visit if required) for evening and weekends required
(see budget)

Provide and promote opportunities for staff to take P
education e.g LEAP (see budget)

CERAH
EOLFN Project

Mary Lou Kelley,
Holly Prince

Pilot project facilitation

Provide facilitation of pilot project (facilitate
partnerships, &cilitate management committee
activities, assist with managing the budget as
requested by AJ White, facilitate data collection)
Assist with evaluation of pilot

Provide final report for pilot project

CERAH Palliative
Care Education
Initiative

Stephanie
Hendrickson

Organize LEAP course in Kenora in February/March
2015
Provide PC education to HCC staff and external hea
care providers.
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Service providers from Naotkamegwanning, CCAC,
WNHAC, LWDH and Community Health Care
Professionals will participate (timn will be subsidized
as required see budget)

Section 3- Accountability, Service Details, Financial Impact & Implementation Timelines

Section 3 A- Accountability. Please describe in detail how you would:

demonstrate the value of the project both the short term and longerm (This should include any

narrative successes that are not clearly measurable, proof that the public would see this project as good
value for money/value to the system, etc.)

The pilot project will be managed by a committdwired by Maxine Ranville, HCC Coordinator.
Membership includes: AJ White, Health Director; Melanie Copenace, Band Councillor/Health Portfolio;
Holly Prince and Mary Lou Kelley, CERAH EOLFN. The management committee will meet monthly by
telephone to monito activities, solve problems and to ensure that the goals of the project are being
met.

Clients and internal and external health care providers will agree that the following objectives have been
met by the pilot:

Clients have the choice to receive paliratcare at home

Clients receive quality palliative home care in Naotkamegwanning

Families are more educated and supported in their role as caregivers

Local health care providers are more competent and confident in the delivery of palliative care
Externalhealth care providers provide more culturally relevant care

Health system organization and care processes are improved to provide palliative home care in
Naotkamegwanning

Residents of Naotkamegwanning have improved access to palliative care

Clinical infermation sharing among health service provider agencies has improved

Improved accessibility of health care using technology i.e. OTN and tablet

Better communication and continuity of care between primary care and palliative care
specialists

Fewer unnecessgiED visits, fewer avoidable admissions to hospital

Increased adoption of best practices for palliative care

System integration is improved to utilize resources more efficiently

Naotkamegwanning Model of Care is transferable to other First Nations corhasuni

=A =4 =4 = = =4 =4 4 -4 4

=A =4 =4 =
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Measure accountability and success of the project both in the dleom and longterm (This should

include clearly defined project performance indicators including comparisons with historical

performance, benchmarks for similar serviceg] parformance targets with rationale. Consider

inclusion of system level impacts (e.g. % of ALC days, decrease in (re)admissions to hospital, decrease in
LTC waitlist), improvements in client satisfaction, increase in efficiency of service deliery, etc.

Level Baseline Predicted Outcome
Program Level 0 5 clients by end of
More residents in Naotkamegwanning receive palliatiy pilot March 31, 2015
services at home for advanced chronic disease and €

of life

Clients receive a palliative care assessnient 0 5+ clients assessed in

community by end of
pilot
5+ Integrated service

community when identified

Palliative Care Case Conferences are held that includ 0

local and external health care providers with pilot
partners (NW CCAC, LWDH, WHNAC, TBRHSC)

delivery (LWDH, NW
CCAC, WHNAC and
HCC)

Integrated care plan is developed and implemented.
Track clients by CHA scores/amount of service based
PPS/frequency of service

5+

Cost of having a palliative care nurseaail for evening
and weekends as redred. Track Number of hours of
service and type of service and time of day

unknown

$ value known

Cost of palliative care nursing services is known (dayj
evenings, nights, weekends) Track Number of hours
service and type of service

unknown

$ value knavn

Cost of PSW and homemaker services is known (day
evenings, nights, weekends) Track number of hours ¢
PSW and type of work and time of day

unknown

$ value known

Cost of Respite Care services is known (days, evenin
nights, weekends) Track numbedrtwmurs of PSW and
type of work and time of day

unknown

$ value known
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Cost of Professional services to support palliative hon unknown $ valueknown
care is known (PT/SW/OT etc.) (days, evenings, nighi
weekends) Track number of visits and reason for refe
Cost of medications (oxygen) and equipment/supplieg unknown $ value known
support palliative home care is known
Cost of client/family transportation related to PC is unknown $ value known
known
Hours ofWiisokotaatiwinprogram coordination is Unknown # of hours known
known
HCC attendance at PC case conference 0 5+
HCC attendance at PC/EOL discharge planning 0 5+
Education for direct care providers 6 PSW have 1 HCC provider to
received PC for | complete LEAP
Front Line 6 External HC®t
Workers complete LEAP
(Kenora March 2015)
1 HCC provider traine
to use InterRai CHA
Clients who would benefit by palliative care are 3 clients 5+ clients on the
identified earlier in their journey by Home and identified as program
Community Care Program (prior to 50% on the PPS) | eligible for

Wiisokotaatiwin

HCC consultation with PC experts

0

10+

System Level
Wiisokotaatiwin Program

No palliative
care program
description
relevant to First
Nations
Communities

Description of
program model
disseminatel to other
First Nations
communities

The number of hospital days for client in the last year
life (registered with Wiisokotaatiwin) including reason
for admission.

Unknown
(average EOL
admission in
Kenora/Rainy
River is 21 days

# of hospital days
known
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The number of ED visits by clients in the last year of I| Unknown # of ED visits known
(registered with Wiisokotaatiwin) Track reason for visi

Discharges from hospital are planned collaboratively | O 10

with HCC

Fewer Hospital Deaths 5in 2014 ér 2 in 2014 for 7 month

eight months period (September &
March 31, 2015)

HCC health care providers receive palliative care 6 10
education
External health care providers receive palliative care | O 6

education (LEAP)

Section 3 B- Service Details
Seavice/Volume Details
Proposed Service Change Provide Details i.e. additional number of visits, services provic

(Volume/Outcome) or residents (clients) served by type of service,
[ ] No Change
X Increase Increase aces to palliative home care services and support

services in Naotkamegwanning. Palliative care education for
family, internal, and external health service providers will
increase local capacity of PC knowledge and skills to provide
palliative care sefices. Use of OTN equipment will increase
access to PC consultation with interprofessional health care
providers, and address gaps of access to specialized health
services. Increase client satisfaction by receiving care in settir
cli ent’ s ppdrting cieat aczasgito csltwral, spiritual,
and language needs

X] Decrease Decrease hospitalization and hospital deaths. Decrease numt
of hospital days in last year of life.

Section 3 G Financial Details
Financial Details

$ $
Provide Details Onetime Base

] No new funding
required
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[] Savings Identified

[] One time project
funding (ongoing funding
not required)

X Startup funding X] Consultation/training/ $7000
evaluation
[X] Staff $19,000
X] Other (specify)
equipment $4000

[ ] Ongoing operating [ ] Staffing

(out-year funding) [ ] Supplies
[ ] Other (specify)

[] Capital

[X] Other funding sources | Improving Enebf-Life Care in First | In kind project | In Kind

Nations Communities Research | facilitation Comnunity
Project (0.5day/week= | Facilitator,
$4145/7mths) | Admin
Assistance
$37,452/7
months

Section 3 B-Implementation Timelines. Please provide estimated timelines for project development
and implementation

Project to run September 1, 20tMarch 31, 2015

| acknowledge that this suhission is not formal notice of a proposed integration to the LHIN as

contemplated by s. 27 of the Lod4dkalth System Integration Act, 2006 L HS I A" ) . HSPs wi s
provide notice to the LHIN of a proposed integration under s. 27 of LHSIA, should toataIN for

more information.

Signature:

Name:
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Title:

Date:

First Nations and Inuit Home and Community Care (FNIHCC) Program
Program Description and Capacity to Support Wiisokotatawin Program

Program DescriptionV

The First Nations and Inuit Home and Community Care (FNIHCC) Program will provide basic home and community
care services that are: comprehensive, culturally sensitive, accessible, effective and equitable to that of other
Canadians and responsive to the unique health and social needs of First Nations and Inuit.

The program is comprised of essential service elements and may be expanded to include supportive service
elements, provided the essential service elements are met. When communities already have all essential services
through alternate sources, the program will not duplicate these services, but will allow communities to augment,
through supportive service components, the current services.

The program will coordinate and link with existing programs and services at the community and/or provincial/territorial
level.

Eligible Recipients
The eligible recipients for this program are:

1 First Nations and Inuit of any age; and

1 Who live on reserve, Inuit settlement or First Nations community North of 60; and

1 Who have undergone a formal assessment of their continuing care service needs and have been assessed to
require one or more of the essential services; and

1 Who have access to services which can be provided with reasonable safety to the client and caregiver, within
established standards, policies and regulations for service practice

Essential service elements include:

1 A structured client assessment process that includes on-going reassessments and determines client needs
and service allocation

' Amanaged care process that incorporates case management, referrals and service linkages to existing services g
provided both on and off reserve/settlement

1 Home care nursing services that include direct service delivery as well as supervision and teaching of personne
providing personal care services

1 Delivery of home support services (personal care and home management)

v Adapted from: Program Criteria, FNIHCC Planning Resource Kit, FNIHB, Health Canada (2000)
v Adapted from: Summative Evaluation of the FNIHCC, Health Canada (2007/2008)
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Provision of in-home respite care

Established linkages with other professional and social services

Provision of and access to specialized medical equipment, supplies and specialized pharmaceuticals

The capacity to manage the delivery of the home and community care program

A system of record keeping and data collection to carry out program monitoring, ongoing planning, reporting
and evaluation activities

Supportive service elements may include (examples)¥:

1 Home-based palliative care services

1 Facilitation and linkages for rehabilitation and therapy services

1 Adult day programs

1 Meal programs

1 Mental health home-based services for long-term psychiatric clients and clients experiencing mental or emotional
illness

1 Traditional counseling and healing services

1 Social services directly related to continuing care issues

= =4 =4 =4 =4

Capacity to Support Wiisokotatawin Program

As detailed in the Program Description, home-based palliative care services may be offered as a supportive service
element through the Naotkamegwanning Home and Community Care Program (HCCP) provided that essential
service elements are being met. Regarding funding, this does not change the funding amount Naotkamegwanning
receives from First Nations Inuit Health Branch to deliver their HCCP. Should the program wish to offer supportive
services to meet a determined community need, this must be done within the existing budget and not affect the
delivery of the essential service elements.

Working with the Wiisokotatawin Program, the Naotkamegwanning HCCP could facilitate the following services for
palliative care clients:

1 Provision of any of the essential service elements (based on the structured client assessment and care plan)
1 Palliative care specific services as supportive service elements (enhanced essential services and palliative
specific services as described by the Wiisokotatawin Program)

Vi Adapted from: Program Criteria, FNIHCC Planning Reseufit, FNIHB, Health Canada (2000)
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Appendix B

Weekly Tracking Sheets

Wiisokotaatiwin Weekly Service Report
This form is for tracking the weekly (Moni Sun) service provision for Wiisokotaatiwin clients.

Please complete this form for each Wiisokotaatiwin client every Monday.

I. Demographic Information

Client ID:
Week of:
Completed By:

Il. Services Provided
Using the table below, please indicate and describe all services provided to the client in the past week (Mon i Sun).

Service provided | Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service | delivery hours
. delivery
Mon i Sun
( ) (home,
clinic, etc.)
Direct Client Services
. Weekday | 8:30-4:30 | face-to-face
Home nursing T .
care after hours | telephone
Type of service: Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
. Weekday | 8:30-4:30 | face-to-face
Home support i T ter h .
PSW ater hours | telephone
Type of service: Weekend | 8:30-4:30 I telemedicine
| after hours Y
| other:
specify
. Weekday | 8:30-4:30 | face-to-face
Home support 1 T ter h .
homemaker after nours | telephone
Type of service: Weekend | 8:30-4:30 T telemedicine
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support with client

Service provided Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service delivery hours
. delivery
Mon i n
(Mo Sun) (home,
clinic, etc.)
| after hours | other:
specify
. Weekday | 8:30-4:30 | face-to-face
In-home respite: ¥
| after hours it
) | telephone
Type of service: . -
Weekend | 8:30-4:30 | telemedicine
| after hours Y
| other:
specify
. . Weekday | 8:30-4:30 | face-to-face
Traditional Healing ¥
| after hours Y
| telephone
Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
o . Weekday| 8:30-4:30 | face-to-face
Medication review ¥
| after hours ‘|’
telephone
Weekend | 8:30-4:30 1 telemedicine
| after hours Y
| other:
specify
. Weekday | 8:30-4:30 | face-to-face
Medical T o
Transportation after hours | telephone
Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
. Weekday | 8:30-4:30 | face-to-face
Counselling / T -
support with family after hours | telephone
Weekend | 8:30-4:30 1 telemedicine
| after hours Y
| other:
specify
. Weekday | 8:30-4:30 | face-to-face
Counselling / ¥
| after hours
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Service provided | Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service delivery hours
. delivery
Mon i n
(Mo Sun) (home,
clinic, etc.)
- | telephone
Weekend | 8:30-4:30 -
| after hours | telemedicine
| other:
specify
. . Weekday| 8:30-4:30 | face-to-face
Family / client T .
education after hours | telephone
Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
Weekday| 8:30-4:30 | face-to-face
Other T .
(e.g., second aiter hours | telephone
respite or PSW . -
service) Weekend | 8:30-4:30 | telemedicine
| after hours Y
| other:
specify
Weekday| 8:30-4:30 | face-to-face
Other T .
(e.g., second after hours | telephone
respite or PSW . -
service) Weekend I 8:30-4:30 I telemedicine
| after hours Y
| other:
specify
Weekday| 8:30-4:30 | face-to-face
Other T .
(e.g., third respite after hours | telephone
or PSW service) . .
Weekend | 8:30-4:30 | telemedicine
| after hours Y
| other:
specify
Case Management
. o Weekday| 8:30-4:30 . | face-to-face
Client palliative v i.e., Who

care assessment /
reassessment

| after hours

~

Weekend | 8:30-4:30

participated?

| telephone

<

| telemedicine
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Service provided Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service delivery hours
. delivery
Mon i n
(Mo Sun) (home,
clinic, etc.)
| after hours | other:
specify
L Weekday | 8:30-4:30 | face-to-face
Care coordination T -
/ scheduling after hours | telephone
appointments . .
Weekend | 8:30-4:30 | telemedicine
| after hours Y
| other:
specify
) . Weekday| 8:30-4:30 | face-to-face
Getting medical T B
supplies & after hours | telephone
equipment - -
Weekend | 8:30-4:30 | telemedicine
Specify: | after hours Y
| other:
specify
. Weekday| 8:30-4:30 | face-to-face
Getting T o
pharmaceutical after hours | telephone
supplies . «
Weekend | 8:30-4:30 | telemedicine
Specify: | after hours Y
| other:
specify
Weekday| 8:30-4:30 | face-to-face
Referrals & T ter h -
linkages arer hours | telephone
Specify: Weekend | 8:30-4:30 I telemedicine
| after hours Y
| other:
specify
. Weekday| 8:30-4:30 | face-to-face
Record keeping & T -
data collection after hours | telephone
Weekend | 8:30-4:30 1 telemedicine
| after hours Y
| other:
specify
Weekday| 8:30-4:30 | face-to-face
Other 't
| after hours
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Service provided | Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service | delivery hours
. delivery
Mon i n
(Mo Sun) (home,
clinic, etc.)
Weekend | 8:30-4:30 | telephone
| atter hours | telemedicine
| other:
specify
Weekday | 8:30-4:30 | face-to-face
Other ¥
| after hours Y
| telephone
Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
Weekday | 8:30-4:30 .
Other T after hours | face-to-face
v | telephone
Weekend | 8:30-4:30 .
| after hours | telemedicine
| other:
specify
Other
L . Weekday | 8:30-4:30 | face-to-face
Crisis intervention ¥
| after hours 1
) | telephone
Specify: . “
Do you think this | Weekend | 8:30-4:30 | telemedicine
a_vc_)ldedahospnal | after hours .
Visit? | other:
specify
Weekday | 8:30-4:30 | face-to-face
HCC Staff T .
mentoring / clinical after hours | telephone
education by . -
Coordinator Weekend J 8:30-4:30 | telemedicine
| after hours Y
| other:
specify

HCC Coordinator
seeks clinical

~

Weekday | 8:30-4:30

~

| after hours

| face-to-face

~

| telephone
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Service provided | Day &Time service Service Location Method of service | # of Comments
in past week was provided Provider of service delivery hours
- delivery
Mon T Sun
( ) (home,
clinic, etc.)

consultation about

~

| after hours

Weekend | 8:30-4:30
I

after hours

PC Weekend | 8:30-4:30 | telemedicine
| after hours I other:
specify
. Weekday| 8:30-4:30 | face-to-face
Other (Specify) ¥
| after hours Y
| telephone
Weekend | 8:30-4:30 T telemedicine
| after hours Y
| other:
specify
. Weekday| 8:30-4:30 | face-to-face
Other (Specify) ¥

| telephone

| telemedicine

| other:
specify

[1l. Unmet needs

Did the client have any unmet needs this week?

No

| YesaA

Explain:
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IV. Hospitalization Admissions & ED Visits

Date/Time | Reason Do you think this could have
been avoided?

| ves | No

Hospital Admission
Explain:

Emergency Department Visit

* Hospital Discharge Information

1. Was the client discharged from hospital in the past week?

T No T Yes
a. What was the total length of stay (days)?

b. Did any EOL/PC discharge planning take place? | Yes | No
c. Was the discharge planned collaboratively with HCC? | Yes | No

V. Case Manager Information and Support Seeking

1. In your role as case manager, did you need any consultation regarding this client this week?

| No
| YesaA
Who did you consult with?

2. Did you have to get approval to pay for any client services, equipment, pharmaceuticals, etc.
beyond what is already covered by home and community care or non-insured health benefits?

| No
| YesA

Specify & Explain:

3.Pl ease specify/ describe anything else that you did
already captured on this form).
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