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OVERVIEW OF THE CANCER CARE
OUTREACH PROGRAM ON EDUCATION
(CCOPE)

WHAT IS CCOPE?

The Cancer Care Outreach Program on Education (CCOPE), provided by the UBC Division of Continuing
Professional Development (UBC CPD) in partnership with the BCCA Screening Groups and Family
Practice Oncology Network (FPON), is an important educational initiative to provide BC family
physicians with a better understanding of their roles and best practices across the cancer care
continuum. Content for this workshop has been adapted and condensed from the Advanced Cancers
Care Workshop Syllabus.

HOW DO THE CCOPE WORKSHOPS WORK?

These interactive case-based workshops for family physicians and others working in family practice
settings aim to offer support along the primary cancer care continuum. A facilitator who is well versed
in providing advanced cancer care to patients leads each workshop, which are delivered to a small
group of family physicians in an informal environment in order to allow for dialogue surrounding case
management.

With the help of the Steering Committee and Advanced Cancers Care Working Group, a workshop
designed to help participants familiarize themselves with best practices for the management of
advanced cancers care was developed. This condensed syllabus contains one case addressing:

® Role of primary care physicians along the advanced pancreatic cancer care continuum and
recognition of this relationship with other healthcare providers;

e Appropriate diagnostic and prognosis procedures;

e Main treatment options and their potential side-effects for pancreatic cancer; and

e Palliative approaches to care with consideration of prognosis and patient perspective
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BC CANCER RESOURCES

The BC Cancer Agency (BCCA) offers several facilities and networks across the province to support
cancer care. These include six regional centres (see the table below).

Abbotsford Centre 32900 Marshall Rd, 604-851-4710 1-877-547-3777
Abbotsford, BC V2S 0C2

Sindi Ahluwalia Hawkins 399 Royal Avenue, Kelowna, 250-712-3900 1-888-563-7773

Centre for the Southern BC V1Y 5L3

Interior

Fraser Valley Centre 13750 96th Avenue, Surrey, BC  604-930-2098 1-800-523-2885
V3V1z72

Vancouver Centre 600 West 10th Avenue, 604-877-6000 1-800-663-3333

Vancouver, BCV5Z 4E6

Vancouver Island Centre 2410 Lee Avenue, Victoria, BC  250-519-5500 1-800-670-3322
V8R 6V5
Centre for the North 1215 Lethbridge Street, Prince  250-645-7300 1-855-775-7300

George, BCV2M 7E9

There are also 19 community-based Community Cancer Centres located across the province. For more
information about these centres and other community services, please visit the BC Cancer Agency
website at: http://www.bccancer.bc.ca/RS/default.htm

Family Practice Oncology Network (FPON)

The Family Practice Oncology Network (FPON) offers support to family physicians in British Columbia
who provide cancer care, by offering access to various resources and tools. For example, they publish
a bi-annual journal, are involved with the development of cancer care guidelines and offer CME
opportunities, such as collaborating to deliver these series of workshops, and host monthly Oncology
CME Webcasts.

The General Practitioners in Oncology (GPO) training program allows family physicians the opportunity
to strengthen their oncology skills and build valuable contacts and confidence. In turn, the GPOs offer
access to their knowledge base to family physicians within their communities. For a list of GPOs per
community, please see the table on the following page.

For further information about the Family Practice Oncology Network, please visit their website at:
http://www.bccancer.bc.ca/health-professionals/networks/family-practice-oncology-network or
contact Jennifer Wolfe at (604)219-9579.
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General Practitioners in Oncology by Community

Updated October 2015 Source: BCCA (2015). GPOs by Community

At present, 84 GPOs from 36 different communities have completed the GPO Training Program and
are actively practising in BC and the Yukon. Five (*) are in the process of completing the program and
10 have been practising since before the program began in 2004. In total, there are 99 GPOs practising
in BC at present.

Community  Name °
Salmon Arm D

. Caroline Shooner
.James Levins

S =

Abbotsford Dr. Al Chafe* Sechelt Dr. Robert Newman
Dr. Eric Gable Smithers Dr. Elizabeth Bastian
Dr. Raziya Mia Dr. Daphne Hart
Dr. Sian Shuel Dr. Mary Knight
Campbell River Dr. Anne Morrison Dr. Roderick Leighton*
Dr. Willem Prinsloo Surrey Dr. Karen Hossack
Dr. Jim Proctor Dr. Andrea Pollock
Comox Dr. Tanya Austin Terrace Dr. Jaco Fourie
Dr. Amitabh Bakshi Dr. Paul Warbeck*
Dr. Wai Ling Dan Vancouver Dr. Sherry Chan*
Cranbrook Dr. Shawna Dawe* Dr. Andrea Cheung
Dr. Keith Lowden Dr. Donald Cooper
Dawson Creek Dr. Cornelia Popa* Dr. Rose-marie Coschizza
Dr. Servaas Verster Dr. Val Geddes
Duncan Dr. Valorie Cunningham Dr. Mary Georgilas
Fort St. John Dr. Mike Wright Dr. Mike Mamacos
Dr. Becky Temple Dr. Maryam Nazary
Gibsons Dr. Monica Marton Dr. Leah Norgrove
Golden Dr. Trina Larsen Soles Dr. Peter Pavlovich
Grand Forks Dr. Jeanne Borstlap Dr. Judith Rodrigo
Dr. Geoffrey Coleshill Dr. Lori Saretsky
Hope Dr. Ertha Nanton Dr. Ismet Tejpar
Kamloops Dr. Suzi Tevendale Dr. Angela Thermann
Dr. Johan Van Heerdan Dr. Sherry Zheng
Kelowna Dr. Henry Docherty Vanderhoof Dr. Suzanna Campbell
Dr. Carolyne McLelland Dr. Davy Dhillon
Dr. Gerald Patridge Dr. Shannon Douglas
Dr. Mary Wall Vernon Dr. Christine Blyth
Kitimat Dr. Sabina Kay Dr. Chris Cunningham
Dr. Andries Van Schalkwyk* Dr. Allison Rankin
Dr. Marius Wahl Victoria Dr. Jody Anderson
Ladysmith Dr. Emanuel Fritsch Dr. Stephen Ashwell
Dr. Michael McGuire Dr. Elisabeth Crisci*
Masset Dr. Michele Leslie Dr. Taryl Felhaber
Nainamo Dr. Michael Dunne Dr. Dean Kolodziejczyk
Dr. Elizabeth Kenward Dr. Ryan Liebscher
Dr. Randy Marback Dr. David Peterson*
Osoyoos Dr. Karin Kilpatrick Dr. Dagmar Smatanova
Penticton Dr. Donella Anderson Dr. Margaret Smith
Dr. Sandra Pansegrouw Whitehorse Dr. Robin Jamieson
Dr. Wendy Ross Dr. Danusia Kanachowski
Dr. Marianne Willis Dr. Sally McDonald
Port Alberni Dr. Wendy Johnsen Dr. Lucille Stuart
Powell River Dr. Stephen Burns Williams Lake/100 Mile .
Prince George Dr. Meredith Hunter House Blf (ol e et
Dr. Sandra Lamb Dr. Emil LaBossiére
Dr. John Mah **Nigeria Dr. Kelechi Eguzo
Dr. Linda Wilson
Prince Rupert Dr. Luke Tse
Queen Charlotte City Dr. Jamie Chrones

Dr. Tracy Morton
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WORKSHOP LEARNING OBJECTIVES

Employ effective techniques for disclosing an advanced cancer diagnosis and discussing the prognosis
with patients and their families

Describe common treatment options and their expected side effects

Access available resources for palliative care
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PRE-READINGS




PRE-READINGS

1. GPAC (Guidelines & Protocols Advisory Committee) (2010). Palliative Care for the Patient
with Incurable Cancer or Advanced Disease. Retrieved from:
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliativel.pdf

2. Journal of Pain and Symptom Management (2013). The Bow Tie Model of 21st Century
Palliative Care. Retrieved from:
http://www.researchgate.net/publication/259252026 The Bow Tie Model of 21st Century Pa
lliative Care

3. Lebel S et al. (2014) “Addressing fear of cancer recurrence among women with cancer: A
feasibility and preliminary outcome study”.
Journal of Cancer Survivorship (Impact Factor: 3.29). 04/2014; 8(3). DOI: 10.1007/s11764-014-
0357-3
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PANCREATIC CANCER

PATIENT: MR. LARRY GOODMAN




LEARNING OBJECTIVES:

After completing the workshop case, participants will be able to:

e Employ effective techniques for disclosing an advanced cancer diagnosis and discussing the
prognosis with patients and their families

e Describe common treatment options for pancreatic cancer and their expected side effects

e Access available resources for palliative care

Case Scenario:

Larry is a 42-year-old mechanic. His wife of 16 years (a teacher’s assistant) has encouraged him to
go for a check-up as he has been complaining about a loss of appetite, feeling tired and being
stressed at work. He presents to your office. During your review, you find out that his parents are in
their sixties and in good health. He has two children, a 14-year-old son and 9-year-old daughter and

no relevant family history. He is a moderate drinker and a former smoker. He weighs 175 lbs.

1. What are the key areas that you need to check during this first visit?
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Case Progression:

The bloodwork results indicate elevated liver enzyme test results and lipase, elevated WBC and
some degree of anemia (low Hb) and you discuss the results at his follow-up appointment.

Larry reduces his number of working hours to a part-time basis, but his energy levels and appetite
do not improve and a few months later, he starts to develop signs of jaundice. His wife
accompanies him on his next visit. She is very concerned about his discoloration, continued weight
loss (he now weighs 165lbs) and rapid health decline. She is very anxious about the likely diagnosis.
Someone at her work has mentioned that it could be “liver cancer” and she is very distressed and
upset that she did not get her husband to seek medical advice earlier. She repeatedly asks herself
aloud “why didn’t | send you sooner?” On the other hand, Larry is quiet and seems stoic, but he

probably is very frightened.

2. What do you advise the couple?
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Case Progression:

You sent him to get further tests. The CT scan reveals a mass head of pancreas, hepatic and para-

aortic lymphadenopathy causing dilation of the common bile duct.

3. What further tests should be ordered? (Note: in rural settings this may be done by a radiologist)
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Case Progression:

The biopsy indicates adenocarcinoma. A biliary stent is inserted and cancer marker (CA19-9) is

repeated

4. How would you disclose the diagnoses to Larry?
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5. What are your next steps?

6. How can you deal with accusations or feelings of guilt?
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Case Progression:

Larry sees his oncologist and you receive a copy of the oncologist letter outlining his treatment
options. The letter confirms a likely poor prognosis of less than 12 months.

The options for treatment as outlined in the objectives are covered below.

A month later, Larry develops back pain in the low thoracic area. He comes in to see you about this
and on examination, there is no spinal restriction of movement, or localized tenderness. However,
there is slight epigastric abdominal tenderness and he’s noticeably in pain when he gets on and off

the examination couch.

Young, PS 0-1 FOLFIRINOX vs FOLFIRINOX — fatigue, N/V,
Gemcitabine/Abraxane diarrhea/abdominal cramping, stomatitis,
(depends on oncologist)  significant risk of febrile neutropenia,
anemia, thrombocytopenia, cold-induced
peripheral neuropathy (cannot
touch/drink anything below room
temperature immediately following chem
Older, PS 0-1 Gemcitabine /abraxane  for days to weeks after — gets longer with
each cycle), photosensitivity (easier
tan/burn), coronary vasospasm (~1% risk,
higher if previous history of hear disease),
QT prolongation (important if on
extended courses of ondansetron, so use
with caution)

Young, PS 2 Gemcitabine /Abraxane
Gemcitabine/Abraxane — fatigue, N/V,
peripheral neuropathy (not cold induced),
alopecia, stomatitis, arthromyalgias, nail
changes, risk of febrile neutropenia,
thrombocytopenia, anemia, diarrhea,

constipation, edema, rare risk of
Older, PS 2 Gemcitabine pneumonitis (~1%)

Gemcitabine - fatigue, stomatitis, risk of
febrile neutropenia, thrombocytopenia,
anemia, diarrhea, edema, rare risk of
pneumonitis (~1%)

Young, PS 2-3 (but not Gemcitabine
solid 3)

*all chemotherapy drugs/protocols and patient information sheets can be found on the BCCA website
www.bccancer.bc.ca
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7. Larry wants to know what you can do to alleviate his back pain. What are your next steps?

Case Progression:

The CT scan shows worsening of retroperitoneal disease and overall disease progression, despite
the chemotherapy treatment. The oncologist indicates in her letter that she is concerned about
Larry’s declining health status and recommends that further chemotherapy would likely not be
helpful. Larry comes to see you after his appointment with the oncologist and seeks your opinion
about further treatment options.
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8. What guidance would you offer Larry in making decisions and choices at this stage?

Case Progression:

Later that month Larry returns to your office and complains about worsening pain.

9. Would Larry benefit from block treatment?
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Case Progression:

Larry is offered a brief admission for celiac plexus block. This is usually done as a day case, but he is
feeling very weak and is in bed most of the time, so he is admitted.

The procedure goes smoothly and his pain is relieved considerably. Larry and family are
encouraged. His opioids are reduced somewhat during the stay. His Palliative Performance Status
(PPS) is now 40% and he is discharged. At this point, if his end of life plan has not yet been
discussed, it MUST be covered now. If he wishes to die at home, the paperwork for Anticipated
Death At Home can be completed.

Ten days later you are called to see him at home. He has been vomiting for two days and has a
distended abdomen. You observe that he has increased bowel sounds. He has not passed gas or
stool for 3 or 4 days. He is clinically obstructed. After discussion about the likely diagnosis, he
chooses to pursue any possibility of treatment and is transferred to hospital. Surgical assessment
indicates that there is no prospect for a good surgical outcome.

10. Larry wants to know what can be done to make him more comfortable. What do you advise
him?
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Case Progression:

He is discharged from the hospital, but later that month Larry becomes too weak for his wife to
continue his management, even with maximum home support and home care nursing. The children
are showing signs of great distress. He agrees to and is transferred to a hospice. Larry dies in
hospice several weeks later.
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Supplementary Resource 1: Pre-filled Lab Requisition Form *Note that blank form can be
downloaded from: http://www.lifelabs.com/healthcare-providers/Pages/Requistions-and-

Forms.aspx?Province=BC
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Supplementary Resource 2: Coping with Anxiety Fact Sheet
http://www.bccancer.bc.ca/NR/rdonlyres/9E1A20D0-F427-4B88-B774-
72C8EEA48CF2/65164/Anxiety2.pdf

@ BC Cancer Agency

CARE + RESEARCH

Anxiety

Psychesocial Oncology

Anxisfy can be very troublesome during your cancer expenence and can affect your ability

to cope with daily living. Learning about the aymptoms of anxisty and finding ways fo manage
them will give you mors control and help you fo adapt better to life's uncertaintes. § you have
many aymptoms of anxiety and they regularly interfere with aspecta of daily life, please seok
heip from a healthcare professional

Symptome:

O Excessive worry about events or activities

O Muscle k=nsion

O Skeep changes (either being unable to sleep or sleeping more than uswal)

O Restlessness

O Physical symptoms such as rapid heartbeat, sweating, palpitations, trembling, shoriness of breath,
chest tightness, nausea, diarrhoea, flushing, dizziness, or high blood pressure

Exhaustion

Diificulty concenirating

Racing thoughts

Irritability

Physical complaints {such as: unexplained aches and pains)

Feeling shaky, jittery, or nemsous

Avoiding certain places or activities because of fear

Hawe you had trouble catching youwr breath when nervous

Pacing

Wiormying about diagnostic tests weeks in advance or weeks afier getting the results which is affecting

oo ooo oo

your ability to cope with daily Fving
Recent fears of losing control. going crazy or dying
Continual wormy about when your symptoms will retum or how bad it wall get

oo

Managemsant Strategies:

=  HKeep a diary or joumal of how and when anxiety increases. Let your healthcare professional know if your
sympioms are getting betier or worse.

=  Establish reguiar pattems of exercise, sleep hygiene and proger nutrition.

= Work with a counsellor bo understand your anxiety better and find ways that you can do to manage it.
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Supplementary Resource 3: Screening for Measuring Distress Tool

http://www.bcguidelines.ca/pdf/palliative3 appendix a.pdf
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Supplementary Resource 4: BC Cancer Agency Patient Referral Form
http://www.bccancer.bc.ca/NR/rdonlyres/C4EBF6A4-8845-4945-984D-
BS8D5E5FD107B/64841/PatientReferralFormJune2013.pdf

@ BC Cancer Agency
CARE + RESEARCH

PATIENT REFERRAL FORM
[ Referral [] Re-Referral [patient previously seen at BCCA)  Date of Referral

In order to process this referralfre-referral, a completed form with essential
documentation should be directed to the Cancer Centre or Clinic*

For Urgent Referrals please contact an Oncologist directly at your Regional Cancer Centre.
If oncologist contacted, please provide cncologist's name:

Abbotzfiord Cenfre E04-B51-4710 | Centre for Southern inlerior 250-712-3900 | Cenfre for Sie Mo 250-545-7300 |
FraserValey Centne 504-530-2058 | Vancouyer Centne EO4-877-E058 | Vanoowwer Island Centre 250-515-5500

H&S PATIENT BEEN INFORMED OF CANCER DIAGHOSIS? [ ves= O Ho
CLINICALIPATHOLOGIC AL DIAGHD SIS

Mame [ waai= [] Famaie oo, ' I

| Laesd® N |F-n.' [ ] oy ot o)
FHN = ZeHf Pay EEE .
Address

| ETread) { Gty | Presdionos) (P! Code)

Home Phone Waork Fhone Comacthessage Fhome
Refering Phoysiclan Phone # Biling 2
=amliy Physiclan Phome £ Blling 2
Con sukani Fhom= £ Biling 2

PROCEDURESNIMAGING RELATIVE TO CONDITION & PENDING PROCEDURESTESTS
CpembonsProced urssimaging HospEaliCiTice Dak=

SPECIAL PATIENT HEEDS/TREATMENT
D Maasds Accommadation: (CEVCNIG only) | D Mesds IntepreienDisiec | El Fatient & Family Counseling Refermal

Otrer Special Meads (noude Sipht heanngiehysical mpakments, oypen, iNfection condml Swoh a5 WRSA, farer afengy)

[] patient curentty in Faciity

|:| Hospital Bed Required {pivysician must confact 5504 onoologist] na
me

*ESSENTIAL REFERRAL INFORMATION: Plesse %ax your refemal letieripathology reportsradiology reportsipabent histonyreiated
ponsuitaions and procsdure reports io the appropriabs Cancer Cenfre far rombesrs below). Flease send addEionasl documents as per e essential
Infemation list refemed fo ab the BOCA webshe waw bocancer.be ca™HPUCancerdsnagemenbSuldeine s/R efermal inforabion'defaul Rim

Fommis are avalablie atthe BCCA wenshe LoD LA NCEL R LA HE VB mEauEnLitm

Plasass chioosa Canfre or Clinkc:

[ Abbotsford Centre Priome: 504-551-4732 or 648514737 Fax: BI4-ETS-T204
[ Centre for the Southemn imedor (Kelowna)  Frome: 250-712-3869 or 250-T12-3870 or 250-979-8622 Fax: 250-278-4001
[0 Cmnire for the Morth (Frince Geangs] Fhone: 2E0-E45-T318 or 2506457318 Fax: 250-545-7371
O Fraser Valley Centre Frone: 504-230-3004 or 504-230-3016 or E04-587-4301 Fax: G04-ETS-T222
[ =amicops Ciinic Phiome: 250-314-2734 Fax: 250-314-2733
O Manaima Cinic Fhome: 250-T16-TT06 Fax: 250-TSE-TETE
|:| Vancoussesr Cantre Frone: 504-577-5058 =ax: 50&-TOEE-2005
[0 vancouver ksland Centre Phiome: 250-515-E58E or 515-5586 or £13-5587 Sax: 250-512-2001
O vemaon Cliric Fhome: 250-552-1235 Fax: 250-S58-4113

Configental Fav Wamipg: Documents accompanping s fransmission comaln confifental nfrmation inended for 3 spsciflc nahiduad
and purpose. This informaion is privaie and profecisd by Aaw. F pou ane nof the infended reciiend and have recefved this communication,
pi=ane motty sEnder &y phome. Mumber of pages faved wrvimsd 14 Here 2AZ
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Supplementary Resource 5: Relevant Cancer Centres Contact Information
http://www.bccancer.bc.ca/HPI/refer/urgent.htm

Agency Links. p Home b ConlesiUs p G ¥ & Lai F Halg F She Map

ﬁ St .
il .

i 1l

: E Rt

Pasertiublc info | Pegiosdl Sefvioes | Bealh Prolesscnab nke | Abset BOCA | Research | DoneSing

@ BC Cancer Agency

PRSI TH SEAE] B ] me—

=

BC Cancer Agency = Heals Profmsssnah inke > Rofer o Patien

Healh Protoscsalb e

P —— Urgent Consultations
e G on b Betkcsds

BE Cancas Agancy Brrms Page

Genfamnos 2013

BE Cancer Slatistes Upnted 18 iy 2008

i s S ey e

Cancer Contrel, BCffukcs
Gantar Manegament

For those acately Il patients who require an ungent consuitation, contact the appropriate radition or
medical oncologist 3t the Vancouver, Vancouver Island, Fraser Vailey, Abbotsford or Southem Inberior
Cancer Cantres. Piease do not have your pabients call the Admitting Departmert.

Duidelirees
Cansar Brug Sma) Emergancy calls are taken on 3 24 hour basls by the radiation and medical oncologlsts on-cal.
ChemoSarapy Probxoss bj'

Climiazal Traks Thank you In advance for your cooperation. Your assistance will help us bo provide expeditious
Golarectsl Cacar Can consutation and treatment to cancer patients In BC.

Wesiahap 2013

Senlinuisg Edecatan

Fanmuly Prection Onealogy Abbotaford Cantre

M B30 am. - &:30 p.m, Monday - Friday: 604.851.4710

Liboratory Sarvice Azk to spaak to the secretary for medical or radiation oncoiogy

Mursing

M Evenings, weskends and stabuiory holidays: S04.551.4700.

Paciairia: Casesinegty Ask to hawe the medlcal o radlation oncokogists or-call paged

PET FuncBonal isaging

Fharmacy Sindl Shivwalia Hawikine Centre for the Southemn interior 250.712.3200

Papehosecial Onoslogy

Pncoinmancid Wahalin C:antre for the Morth 250.545.7300

Rusalency Training

Frogeama Frazer Valley Cantre

ot Cmnas il B30 am. - 4:30 p.m, Monday - Friday, 504.530.2058

e #sk 1o speak io the secretary for medical or radiation oncoiogy.

Eyubasic Thetagy Uadohs
e b b

Evenings, weskends and stahutory holidays: 604,581 2211 {Surmey Memoril Hospital saitchboand)

Complmantany and Ak to hawe the on-call medical or radation oncologist paged
LFmr=alien Cancar
Tharapies Viancoarser Centre F04.377.6093

UBC CPD | ADVANCED CANCER WORKSHOP

vancowser ksland Cenfre 250.519.5500

- __________________________________________________________________________________________|]
EMERECY AR COIMPUIMENTS & GO ST HEA THLERE
PHEA improwes: the heatth of Briish Columblans by sseking province-wide sclubons o spedalized Feaith

care nesds in colabora@on with BC healn suthorfies and ofther pariners. Leam more about our agencies and
SEIVICES
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Supplementary Resource 6: SPIKES Protocol for Breaking Bad News
http://ubccpd.ca/sites/ubccpd.ca/files/SPIKES%20Protocol%20for%20Breaking%20Bad%20News.pdf

SPIKES protocol for breaking bad news

Tie folowing summory is adepied from:

®  Baile, W. et &l SFIES — A sin step protocod for delivering bad mews: application to the patient with cancer. The
Oncologist 2000; 5:302-341.
- Suckman, K. Breaking bad news: the 5F-1-K-E-5 strategy. Comemnunity Onoology 2003; 2 153-142.

The SPIKES protocol for breaking bad news has four objectives:

» Gathering information from the patient

*  Transmitting the medical information

*  Providing support to the patient

# Eliciting patient’s collaboration in developing a strategy or treatment for the future.

Strategy for breaking bad news

Meeating the above goals can be accomplished by completing six tasks, each of which is associated with
specific skills.

Six Steps of SPIKES:

5— Sefting

Arrange for some privacy

Involve significant others

Sit down

Make connection and establish rapport with the patient
Manage time constraints and intermuptions.

P — Perception of condition/seriousness
= Determine what the patient knows about the medical condition or what he suspects.
# Listen to the patient's level of comprehansion
# Accept denial but do not confront at this stage.

| — invitation from the patient to give information
*  Ask patient if 5/he wishes to know the details of the medical condition and/or treatment
* ACcept patient's right not to know
# Offer to answer guestions later if s/he wishes.

K — Enowledge: giving medical facts
# Use language intelligible to patiznt
* Consider educational level, secio-cultural background, current emotional state
* Give information in small chunks
# Chack whether the patient understocd what you said

UBC CPD | ADVANCED CANCER WORKSHOP 19 | PAGE



Supplementary Resource 7: BC Government Advanced Care Planning

8DB72E7B80A545CD94F04FD03570B12C

http://www2.gov.bc.ca/gov/DownloadAsset?assetld
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Supplementary Resource 7.1: Government Advanced Care Planning
http://www?2.gov.bc.ca/gov/topic.page?id=E7A581A9BC0A467E916CFC5AD2D3B1ES

Advance Care Planning
Making Future Health Care Decisions

Advance care planning begins by thinking about your beliefs, values
and wishes regarding future health care treatment. It is about
having conversations with your close family, friends and health care
provider({s) so that they know the health care treatment you would
agree to, or refuse, if you become incapable of expressing your
own decisions,

When you write down your wishes and instructions far future health
care, you are making an Advance Care Plan. An Advance Care Plan
is a written summary of a capable adult’s wishes or instructions to
guide a substitute decision maker if that person is asked by a
physician or other health care provider to make a health care
treatment decision on behalf of the adult,

Your Advance Care Plan can also include:

+ A Representation Agreement where you write your
instructions and name someoane to make your health and
personal care decisions if you become incapable.

s An Advance Directive with your instructions for health and
persanal care that are given to your health care pravider,
which he/she must follow directly when it speaks to the care
you need at the thme.

+ An Enduring Power of Attorney where you appoint someone
to make decisions about your financial affairs, business and
property.

Steps to Creating Your Advance Care Plan

Step 1: Download the Advance Care Planning Guide.

The B.C. government's advance care planning guide is called My
Volce: Expressing My Wishes for Future Health Care Treatment. You
can use it ko learn about advance care planning and also ta make
your own advance care plan that will serve as your voice in the
future. Please note that you can select the pages to print from the

UBC CPD | ADVANCED CANCER WORKSHOP

Related Information

While considering advance health
care decisions, you may also want to
make plans for how your financial
and legal affairs should be managed
if you are unable to do so

yourself. For information on financial
plannimg, wills and estates, and
substitute decision-makers see:

#« Financial and Legal Matters

Resources from Health
Authorities

Advance care planning |nformation
fram B.C.'s regional health
authorities:
+ Fraser Health: Advance Care
Planning

+ [nterior Health: Advance Care
Planning

= Northern Health: Advance Care
Plamning

= Vancouver Coastal Health:
Advance Care Planning

» Vancouver Island Health

Authority: Advance Care Planning

hMore Eesources
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Supplementary Resource 8: Endoscopic Biliary Stenting
http://www.drugs.com/cg/endoscopic-biliary-stenting-aftercare-instructions.html

%Dru gs.com

Know more. Be sure.

Endoscopic Biliary Stenting

Aftercare Instructions Discharge Care  Inpatient Care  Precare  En Espanol

WHAT YOU SHOULD KNOW:

+ Endoscopic biliary stenting is & procedure done to open your blocked bile duct (tube). During the procedure, a
stent i placed into your blocked bile duct. A stent i= a small plastic or metal tube that is used to keep your bile
duct open. Bile (fluid from your liver) helps you digest fat and other foods that you eat. Bile is stored in your
gallbladder, which is located under your liver. Bile passes through your bile duct and is released into your
intestines {bowels) when you eat.

Liver

| Stomach

Gallbladder |~ |

Gallbladder, Liver,
and Pancreas

« The flow of bile may be blocked by tumors {cancers), gallstones, or strictures (narowings) of your bile duct.
Gallstones are hard objects that form in your galloladder. Stents help widen the narrowed area of your bile duct
and allow the bile to flow through. Your caregiver will use an endoscope to put the stent inside your blocked bile
duct. An endoscope is a long bendable tube with a light and camera at the end. Biliary stent placemeant may
decrease your symptoms z* such as jaundice (yellowing of skin and the whites af_'.r_r;‘}n Endoscopic biliary
stenting may als0 resolve itching, abdominal (stomach) and back pain, and improve your liver function.
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Supplementary Resource 9: BC College of Physicians and Surgeons Contact Information
http://www.physicianhealth.com/

EEEIIGIERNTE ) is here

Phusician
(EEGaRCE 3 729 . °

Health Proar
r) ealth Prog

Physician Health Program

We're evolving to serve you better
Ower the past year, the Physician Health Program has reflected en how best ko realize our vision of a healthy, connected and resilient ph
community in BC, both now and in the futwre, Owr Board has approved a new organizational strocture that makes more tme available fo

physicans doing intake and assessment, improves responsiveness, fesibility and continuity, and maintains the guality of services provid
mre eacited about what the future holds, and loak forward b serving physicians better, through our improved stroctine.

As we make these changes, we will maintain our core services bo BC physicians and trainees and bheir families with unwavering commitm
quality, confidentiality and inbegrity.

il o have any qll.ﬂlﬂﬂﬂ At our evolution, pIEHe COqEgct WS (i fwiww iy iolainheaih Lo/ oot .

We're here for you
24 hours a day, seven days a week,

Service and Support = Anylime You Need I,

The Physician Health Program Is here to provide help, support 2nd counselling to physiclans, physicians in training and their families 24 h
day.

Our toll-free Helpline is open 24/7:

1-800-663-6729

Mote: If you experience difficulty connecting to the 1800 number, please call 604-398-4300.

The Physician Health Program of British Columbia
Suite 600 - 1665 Broadway West, Vancouwer, BC, WB] 1%1
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Supplementary Resource 10: Employee & Family Assistance Program
http://www.efap.ca/about/

eFap

4] ABDUT US

About Us

employee & family
dssistance program

CONTEMPORAR

o 0 B comcTus

COUNSELLINGIES I

About EFAP

The Emgioyes & Family Assistancs Program (EFAP) ks an off-gie, confdential, voiuntary, short-dam
counsaliing sarvica. 1 is difierent from ofher programs 25 M acks 35 3 saparale enfity under 2 non-proft
sociaty concepl 1 has an Advisary Comamities comprisad of equal haaithcars wikon and management
regresentatves Wha provide guidanca and suppor around the adminkstratian of tha program, and ensurs
that siandards of quality and canfidentiality are met.

b

K

P

[
-
=

e 9 &

Who Can Use EFAP

Tha EFAP I typically offerad 10 a8 eliginie ampioyess and amily mambars” of e
heaiin auharies and arganizalons we sarve. .

¥ baam mare

Our Philosophy, Mission & Mandate
Taing cara of Mose giving care 10 enatie Improvad and anhancad sanice 1 1ase

¥ l2am mare

Our Advisory Committee

LThis commitias cansists equally of hasihears unlan and management
representalivas who provide gukdance and supparl 10 EFAF'S administraton..
¥ beam mare

Locations

Tha EFAP provides face-10-1808 counsaliing appaimiments fram Manday to Friday,
‘wiih early maniing and evening appaintmeants offered 31 maost offlce localions. .

b kRam mare

FAQs
Raad same of our Frequanty Asiied Quastons...

¥ l2am mare

Contact Us
Comac EFAP In ane of Mase ways..
¥ 23 mara
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Supplementary Resource 11: BC Cancer Agency Coping with Cancer
http://www.bccancer.bc.ca/health-info/coping-with-cancer

@ o< et e

Qur Sarvices Haulth nfa Qur Mesaarsh  Abaul == T Hasalth Vv i signds Darls Camuars

Coping with Cancer

The BC Cancer Agency helps thogse kv

g with or affectad by

cancer 1o cope with the gl b cal, emotional and

paychological aspects of their care.
advanced Cancer & Advance Care Planning Complementary &
Palliative Care alternative Therapies
o 5 e TR ) »
acdancad Cancer & Pallative Cara ¥ syl iy & Al rialivi s
-
Ermotional Suppart Life after Cancer Managing Symptoms
arer & L P 2 - a i sl Filiari >
Aa e » L I » i 1 »
Liris ark > Prasssniling e ATl > Ll arrten >
] LS > Ha [E » ¥ L >
THE (=] = il [ - k] Haar L ) = el T »
o, S ex 3 " 1hing & Altanilion 3
[ LS » 5 Tewlh >
T »
rww L i >
- - »
' »
S L - >
ot B WL »
£l 1 o »
a o IrOgrasc »
Nutrition Patient Aesources Practical Support
dulrilion @ T lier? | iac o O a Hnancial At slance >
Hir¥a - CH »
are 1&1L ¥ >
Wiark & 5 »
1 i o »

Support Programs

O Frogr s 3
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Supplementary Resource 12: Palliative Performance Scale (PPS)
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliativel appendix a.pdf

Appendix A: Palliative Performance Scale (PPS)

PPS Ambulstion Activity & Evidenca of Salf-Care Intake Conscious Level
Level Disease
100%: Fuil Nommal acthity & work Full Monmmal Full
Mo evidence of dsease
BO% Fuil Nommal acihity & work Full MNonmmal Full
Some evidence of disease
EO% Ful kiormal activity with affort Full Momal or Full
Some evidence of disease reduced
0% Readuced Unabie normal jobdvion Full Mommnal or Full
Significant disease reduced
0% Raduced Unable hobby/Mowsa work Occasional Nomnal or Full
Significant disease azsikEiancs necassarny reduced of comuskon
50% Mainly Stile Unable to do any waork Occasional Nomnal or Full
Extensiva dseass assistance raquired reduced of comuskon
40% Mainly In Bed Unabie 10 do most activiy kainly assEtance Mommnal or Full or drowesy
Extensive dlseass reduced +f- CONFLESION
0% Totally Bad Urabile o oo any activiy Total Cane Mol or Full or drowsy
Bound Extensive dzeazs reduced +f- confuEsion
20% Totally Bad Unable o do any activiy Total Cane Minimal to Full or dnowesy
Bound Extansiva dlseass sips +f- COnfLEsion
0% Totally Bad Unable io do any activity Total Came Mouh care Crowsy of COma
Bound Extansiva dlseass only +f- COnfuEsion
o Death - - - -

Copyright 2001 © Victoria Hospica Socicty
1. PPS scores are determined by reading horzontally at each level to find a ‘best fit” for the patient which is then
aszigned as the PPS% score.

2. Begin at the left column and read dowmwards until the approprigte ambulation level is reached, then read across to
the next column and downwards again until the activity/evidence of disease is located. These steps are repaated until
all five columns are coverad before assigning the actual PPS for that patient. In this way, 'leftward” columns (columns
to the left of any specific column) ars "stronger’ determinants and generally take precedence over others.

Example 1: A patient who spends the majority of the day sitting or lyving down due to fatigus from advanced disesse
and requires considerable assistance to walk even for short distances but who iz otherwise fully conscious level with
good intake would be scored at PPS 50,

Example 2: A patient who has become paralyzed and quadriplegic requiring total care would be PPS 30%. Although
thiz patient may be placed in a wheslchair (and perhaps ssem initially to be at 50%:), the scome iz 30% because he or
she would be otherwize totally bed bound due to the disesse or complication if it were not for caregivers providing
total care including lifttransfer. The patient may have normal intake and full conscious level.

Example 3: Howsever, if the patient in example 2 was paraplegic and bed bound bt still able to do some self-care
such as feed themsehves, then the PPS would be higher at 40 or 50% since he or she iz not "total care.”

3. PPS scores ars in 10% increments only. Sometimes, thers are several columns easily placad at one level but ane
or twio which seem better at a higher or lower level. One then needs to make a "best fit' decision. Choosing a “half-fit’
value of PPS 45%, for example, is not comect. The combination of clinical judgment and ‘leftward precedence’ is
used to determine whether 40% or 50% is the more accurate scors for that patient.

4. PPS may be usad for ssveral purposss. First, it i= an excellent communication tool for quickly describing a
patient’s curmsnt functional level. Second, it may have value in criteria for workload sssesement or other
measurements and comparisons. Finally, it appears to have prognostic value.

P T= Guldelines &
Frotocols
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e D, | Minstry of Advisory Ty T
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Supplementary Resource 13: BC Ministry of Health Palliative Care Benefits Program- Physician Guide
http://www?2.gov.bc.ca/assets/gov/health/health-drug-coverage/pharmacare/palliative-

physguide.pdf

BRITISH | Ministry of
COLUMBIA | Health

BC PALLIATIVE CARE BENEFITS

PRESCRIBER GUIDE

VERSION 2.5 OCTOBER 29, 2015
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Supplementary Resource 14: GPAC Guidelines- Pain Management
http://www?2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-

guidelines/palliative-pain-management#part2-pain

GUIDELINES & PROTOCOLS

Palliative Care for the Patient with Incurable Cancer or Advanced Disease
Part 2: Pain and Symptom Management
Pain Managemernt

Scope Effective Date: September 20, 2011

Thig section presents assessment and management strategies for dealing with cancer pain and pain associated with
advanced disease.

Salant Principlas in this Saction:

+ Oplold mansgement principles

« LMillzing adjuvant medication for pain-specific management
Incluvded in this Section:

A - Pain managemsant algorithm
B - Tabdes for opiold conversion
C - Analgesic medication reference tables

Pain Assesament (Refer Appendix A - Cancer Pain Management Algorithm)
&) Symptom sssessment. Use the OPORSTUY mnemonic 10 &saess padn:

[_ﬁ_ Onset eg. When did It start? Acule or grnuuu onset? Pafiem since cnset?
| P | Provoking { palliating ‘What brings it on? What makes i befler or worse, e.g., rest, meds?
[ @ |Gualiy Identify neuropathic pain (burming. tingling, numb, Achy, ate.)
R | Region / rediation Primary kecationis) of pain, radiation patternis)
5 | Severity Lize verbal descriptors andior 1-10 scale
T | Treatment Current and past treatment; side effects
U | Understanding Meaning of the pain to the sufferer, “total pain®
| V| values Goals and expectations of management for this symptom

b) Physical exam: Look for signe of tumor progression, trauma, or neuropathic etalogy: hypo- or by per-esthesia,
alladynia (pain from stirmul not normally painful).

Pain jlunagnmnl Strateghes (Refer Appendiz A)

Continuous pain requires continuous analgesia; prescribe regular dose versus pim.

+ Start with regular short-acting opdoéds and fifrate to effective dose over a few days before switching to show
release opioids.

+ Once pain control is achieved, long-scting {g12h oral or g3days transdermal) agents are prefemsd to regular
short-acting oral preparations for better compliance and sleep.

+ Always provide appropriate breskthrough doses of opiodd medication, -10% of total daily dose dosed qih prm.

+ Incident pain (e.g., provoked by sctivity) may require up to 20% of the total daily dose, given prior to the
precipitating sctivity.

+ Use spproprigte adjuvant analgssics at any step (e.g.. NSAIDs, corticostenpids).

+ Record patient medications -::nalsdenlry_

Paliater Case Part 72 4 o Care i i 1 1 CETEE
Falliaee Caee Past 1 Grial ans 8 ¥ nirrl

m
HIIIII'\I
C_LIMILA

gﬂl’.u’nm\ﬂ' hgency
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Health Farily Practhcs Dncaleqy Matwast
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Supplementary Resource 15: GPAC Guidelines Pain Management Algorithm
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-
guidelines/palliative2 pain appendix_a.pdf

Appendix A: Cancer Pain Management Algorithm

Paln A S et
* History
e | =]
* Annropriahs investigaions
- anhmd.imllﬂl
= Addiction screening e

aopropriate

=

1
* Tmail undedying diseass If possibl
g radicireragy for bony motastases)
* Psychosooial suppart
* Consider ror=pharmacologhs Terankes,
.9, massags, relaambtion, aogpunciue, TENS

L
Start opokd theragy:

Y

Miorphine, hydromorphons, axycodons

|.ﬂ.ﬂd-..ru-|h appropriabe i Hype nlpdn-|

NOCICEFTIVE MEURDPATHIC FAIN VISCERAL PAIM
FAIN Tricsoiln anticpee-ssants. Coricostomids’
| I Articonuulsants Arfiespasmodics
BOME SOFT TIESUE A
Cannabinoics
Camantoplasty HEAIDS”
S e .- Corticostanids™
: Sodium channel bioc ke

[Blspinoes phonabes Ekpketal musclo relaxanis
Caloikbonin
BD g TN
Cortinostenics”

'

OFIND BWITCH

Morphini, hydromonphona, fenanyl, aopoodons, mathadons for nauncpadic pain

1
| Lidocain: Indushon of Kolmmine ]

L

Consider Anesthesia Corgult
Epidural, infrathecal, anesthaitic nere blook, naunolysis

Sl gasine cyloprodaotion Joeker Agpena’ © - Medkatons Lssd it Palfathve Care: Qasie Cyiaproisctonl

@ BC CRnCEr Agency
s dED v BIAEREE
B et Mindstry ol
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Supplementary Resource 16: GP Services Committee Palliative Care Incentives
http://www.gpscbc.ca/sites/default/files/uploads/GPSC%20Billing%20Guide%20-
%20Pallative%20Care%20201507.pdf

GPSC Palliative Care Planning and Management Fees
Theie following incentive payments are available to B.C.'s eligible family physicians. The purpose of the
incentive payments is to improve patient care. GPSC retains the right to modify or change fees.

Eligibility:

Phiysicians are eligible to participate in the GPSC incentive programs if they ane;

1. A general practitioner wiho has a valid BC MSP practitioner number;

2. Currently in general practice in BC as a full service family physican;

1 The most responsible general practitioner for the majority of the patient’s langitudinal general
practice care; and

4, Practitioners who have billed any spedialty consultation fee in the previous 12 months are not eligible.

GPSC defines a "Full Service Family Phwsician® (FSFF) as the FP who provides continuous comprehensive cane

to hig/her patients and takes responsibility for the coordination of care needs for these patients. 1t is not

about any specific set of services being provided by a specific individual; however, if the FP does not provide

a particular service needed at any given time (e.g. Obstetrics) the FSFP will coordinate the referral to a

colleague who is able to provide that service in a shared care arrangemeent with the FSFP until such time as

that particular serdice i no longer requined.

GPSC Palliative Care Initiative

On September 1, 2011 changes to the “Health Care (Consent) and Care Faciity (Admission) Act” and the

“Representalion Agreement Act, Power of Attormey Adt, Adult Guardianship Act” come into effect. The

follawing changes impact all healthcare providers:

«  Advance directives gain legal status

+ Health Organizations, physicdans, nurse practitioners, nurses & other regulated health care providers plus
Emergency medical assistants (EMAs) ane legally bound by congent refusals in an advance directive
The list of people eigible to be chosen as tempaorary substitute dedision makers is broadensd
The rules are tightened about who can be named as a representative, while at the same time a capable
adult may name their representative without having to visit a lawyer or netary public

« A process is set out for making an application to court bo resolve health care corsent disputes

Thie GPSC Falliative Care Incentive is intended to enhance the planning and coordination of end-of-life care
for patients. Preparation and advance care planning are critical once it has been determined that a patient's
condition is palliative. The GPSC Palliative Care Incentive supparts family physicians to take the time needed
to wark through the various dedsions and plans that need to be determined to ensure the best possible
quality of life for dying patients and their families. The "Palliative Care Planning fee” will compensate the
family physician for undertaking and documenting an Advance Care Plan for patients who have been
determined to be palliative. The development of the ACP is dana jointly with the patient &for the patient
represantative as appropriate and requires a minimum of 30 minutes face-to-face. There must also be a visit
fee (home or office) billed in addition to G14063. Beginning August 1, 2015, you must enter total start and
end times when submitting face-to-face time based fees (eg. 30 minutes for planning plus 10 minutes for the
medical visil for total 40 minutes), and this must also ba documented in the patient chart. The patient & or
their representativefamily should leave the planning process/visit knowing there is a plan for their
care and what that plan is.

In addition, the Family Physician or practice group will be able to access up to 5 phonefe-mail follow- up
managerment fees provided the planning process has been completed and the planning fee successfully billed
within the previous 18 months.

Eligibility

- Eligible patients are community based (living in their bome, with family or assisted livirg ).

- Payable only to the General Practitioner or practice group that acoepts the role of being Most
Responsible for longitudinal coordinated care of the patient for that calendar year;

- Mot payable to physicians who have been paid for any spedalty consultation fee in the prévious 12
maonths;

3. July 29, 2015
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Supplementary Resource 17: GPAC Guidelines- Grief & Bereavement
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliative3.pdf

GUIDELINES & PROTOCOLS

Palllative Care for the Patlent with Incurable Cancer or Advanced Dissase
Part 3: Grief and Bersavemeant

Effective Date: September 30, 2011
Scope
This guideine addresses the needs of adull patients with incursble cancer or advanced disease (but can be useful for

adults dying of any cause), 85 well 35 the needs of their caregivers or family, including children. Information and 1ools are
provided to improsve & primary care provider's coméort and shills in dealing with this type of loas.

Dlagnostic Code: 308 (adjusiment reaction)

‘Working Definithons: Gref and beresvement are distinguished from each other, although beresvement includes many
aspects of grief.

Grief: An expecied response 1o loss
Antlicipatory Grief: Response to anticipated losses

Complicated Grief: Ocours when there is a debilitating intensity or duration of ‘normal’ grief responses that adversely
gfiect the ability to cope with normal life evends.

Bereavement: The state where, following death, the family crestes meaning and sense out of the new reality of ife
withouwt their loved onefperson who died.

Grief

A. Assessment of grief
= Consider using the disiress sereening tool (refer Appendix A - Screening Tools for Measuning Distress) 1o ascertain the
degree of peychosocial, spirtual, and physical distress. This is best given to the patient to be filled out while
walting to be seen. Scores of 5+ on the distress thermometer are significant and the problem checklist provides valuable
assessment information.
= Be aware of the potential desire for hastened death; if present, assess for sulcide nsk.
= Focus on personal strengths and coping mechanisms; what has warked in the past?
= Protective factors f resiliency for a patient or caragiver:
= Has an internalized belief in his § her own ability to cope effectivety.
= Perceives the need for AMD s willing to access social supporn.
* |z predisposed 1o & high level of optimism / positive state of mind_
* Has spiritual § religious beliefs that assist in coping with the death.

All of us grieve diferently due to age, gender, personal, religious, and cultural differences; enguire regarding cultural and

individusl preferences (refer Appendix B - Cultural Diversity and Individuald Preferances ) and be aware of age differences
(refer Appendix C - Children and Death).

PaiNative Gare Fart 1 Approach fo Cane is analiable af wes boguidelines. calguideing_pallatve1 Hmi
PaiNative Care Part 2 Pain and Symptcm Managemant is availabie al wews beguiselings. caiyudelne_pallate? Fmi

g BE Carcar dgercy
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Supplementary Resource 18: World Health Organization’s Cancer Pain Ladder for Adults
http://www.who.int/cancer/palliative/painladder/en/#

WHO has developed a three-step "ladder” for cancer pain relief in adults.

If pain occurs, there should be prompt oral administration of drugs in the following
order: nonopicids (aspirin and paracetamol); then, as necessary, mild opicids
(codeine); then strong opioids such as morphine, until the patient is free of pain. To
calm fears and anxiety, additional drugs — “"adjuvants” — should be used.

To maintain freedom from pain, drugs should be given “by the clock”, that is every 3-
6 hours, rather than “on demand” This three-step approach of administering the right
drug in the right dose at the right time is inexpensive and 80-90% effective. Surgical
intervention on appropriate nerves may provide further pain relief if drugs are not
wholly effective. In the case of cancer pain in children, WHO recommends a two
step ladder.

For further information see WHO Guidelines on the pharmacological treatment of
persisting pain in children with medical illnesses at:

WHO guidelines on persisting pain in children

WHO’s Pain Relief Ladder

Freedom Sfrom -
Cancer pajy ;

Oototd for monternge 15
e Adfu sy '
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Supplementary Resource 19: Ohio Health Celiac Plexus Block
http://www.medcentral.org/Main/CeliacPlexusBlock.aspx

Celiac Plexus Block

Whiat is a celiac plexus block?

A celiac plexus bleck is an injection of lecal anesthetic into or around the celiac plexus of nerves that sumounds the aorta, the main
artery in the abdomen. Normally these nerves control basic nerve functions. In certain conditions, these nerves can canry pain
infarmation from the gut or abdominal ergan tisswes back to the spinal cord and brain.

What is the purpose of a celiac plexus block?

A celiac plexus block is performed to block the celiac plexus of nerves that go various organs and parts of the abdomen. This may
in turn reduce pain in the abdomen. It is done as a part of the treatment of Chronic Pancreatitis and other types of Chronic
Abdominal Pain.

How long does the celiac plexus block take?
The actual injection takes from 10 to 20 minutes.

What is actually injected?
The injection consists of a local anesthetic. On occasion, epinephrine, clonidine or a stercid medication may be added to prolong the
effects of the celiac plexus block.

Will the celiac block hurt?

The procedure involves inserting a needle through skin and desper tissues. So, there is some pain involved. However, we may numb
the skin and deeper tissuwes with a lecal anesthetic using a very thin needle before inserting the actual block nesdle. Most of the
patients also receive intravenous sedation that makes the procedure easier to tolerate.

Will I be "put out” for the celiac plexus block?

Mo. This procedure is done under local anesthesia. Most of the patients also receive some sedation, which makes the procedurs
easy to tolerate. The amount of sedation given generally depends upon the patient tolerance. Some patients may have enough
sedation that they have amnesia and may not remember all or parts of the procedure.

How is the celiac plexus block performed?

It is done with the patient lying on stomach. The patients are monitored with EKG, blood pressure cuff and an cxygen-monitorning
device. The celiac plexus block is performed wunder sternile conditions. The skin on back is cleaned with antiseptic solution and the
skin is then numbed with a local anesthetic. Then X-ray is used to guide the needle or nesdles into the proper position along the
outside of the spine. Once in place, a test dose of dye is used to confirm that the injected medication will spread in an appropriate
area. If this is okay, the injection takes place gradually over several minutes. The physician will use the X-ray to evaluate the spread
of the injected medication. When a sufficient area is covered, the injection will be over. When done, the needle is removed and a
Band Aid is applied.

What should | expect after the celiac plexus block?

Immediately after the injection, you may feel your abdomen getting warm or feeling a bit different. In addition, you may motice that
your abdominal pain may be gone or guite less. You may also notice some temporary weakness or numbness in the abdominal wall or
leg, although this is actually not a desired effect of a celiac plexus block.

What should | do after the celiac plexus block?
You should have a ride home. We advise the patients to take it easy for a day or 50 after the procedure. Perform the activities that
you can tolerate. Some of the patients may go for immediate physical therapy.

Can | go to work the next day?
Unless there are complications, you should be able to retumn to youwr weork the next day. The most common thing you may feel is
soreness in the back at the injection site.

How long does the effect of the medication last?
The kecal anesthetic wears off in a few howrs. However, the blockade of celiac plexus nerves may last for many more howrs or days.
Usually, the duration of relief gets longer after each injection.
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Supplementary Resource 20: Victoria Hospice Handbook “Medical Care of the Dying” Flyer
http://www.victoriahospice.org/sites/default/files/docs/products/medcaredyingad2011.pdf

4th Edition

Medical Care of the Dying"

“l recommend this book highly...”

“lucid, clearly expressed, excelent guide”

“lives up to the reputation”

il Cari “hast parts of the book.... identify 8 palliative
of the Dying care problem and treat it”

" hope it finds a home on general acute
care wards, offices of primary physicians
and hospital cut-patient departments”

Dr Meil MacDonald. Departrrent ol Oreokogy
MaGll Uneversity, Montreal
Jn the fourmal OF Paliatie Core: 20068 ume 223

What's Different?
» Extensively Updated and Expanded

i Hard Cover

0. Michar] Diorwming, MO b4

b Al * 26 Contributing Authors
Chapler Contents . 687 Pages

* Irtroduction

e e » 2,700 References

Zhek - el » Over 300 Tables and Figures

* Fan —Assesarent

* Pain — Principles and Titration
* Pain —Aralgesics

= Fan —Adunants

= Gastreirtastingl

* Respiratosy

* Carchonascular

= Genitournary

= 0 .:J

= [dauro 1 f . LI

'E.f oy Victoria Hospice

* Pediatre: Palliative Care

* Poychosceial Cn:.u:si\:lemu'urﬁ Publishad ELT:?;TS;?;“ (2005}
TR ne S Companion Boaklet ind. tax (Cdn) $15.75

. ared Dy ;

: B,En.mmt? € v victoriahospice.org

*Testbook for theVictoria Hospice Palliative Care: Medical Intensive Course
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Supplementary Resource 21: BC Government Employment Insurance Compassionate Care
http://www.servicecanada.gc.ca/eng/ei/types/compassionate care.shtml

=1
Bol S oz Canada
Service Canada
People serving people

Hoirme
Employment Insurance Com passionate Care Benefits

This document can be made available in alternative formats such as Braille, large print, audic cssette, CO,
DAISY, and c-:lrn||:l1uter diskette. Call 1 800 O-Canada [1-B00-622-6232) to request a copy. If you have a
hearing or speech impairment and use a teletypewriter (TTY), call 1-800-926-5105.

Produced by Service Canada

January 2013

& Her Majesty the Queen in Right of Canada, 2013
IN-037-01-13E

SG5-57/2013E-PDF

978-1-100-20043-9

Table of contents

+ What are compassionate care benefits?

& Who can apply?

o Am [ eligible?

& Who is considered a family member?

a Is my job protected if I mke compassionate care leave?

& Can I share compassionate care benefits?
+ How to apply
o How, when, and where should I apply?

o Do I have to provide my Records of Emoloyment to Service Canada?
o What information and documents do 1 need?

+ Geting paid

+ Other frequently asked guestions

o Can I combine compassionate care benefits with other types of benefits?
a Will I have to repay benefits at income tax ime?

& Can I quit my job for compassionate care reasons?

e What happens to my daim if there is a labour dispute?

& Can I receive compassionate care benefits outside Canada?
o What benefits are available to a gravely ill person from Canada's public pensions?
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Supplementary Resource 22: Bereavement Assessment and Support
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliative3 appendix g.pdf

Appendix G: Guide to Bereavement Assessment and Support

WHAT YOU MIGHT HEAR / SEE

RISK FACTORS

WHAT ELSE HELFS

Ability to Cope

Concerns re: idantity, futurs

Partner, parent, or care provider of
daceased

Reframea / encourage, refer (hospice,
seniors, support sarvicas)

Lack of comprehansion or axpacted
reactions

Mental illiness / disability or depression

hental health / depression protocol

Ongaing struggle with activities of daily
lving, concern about coping

History of unhalpful coping strategies
{e.q., substance abussa, declines
support / resgurcas)

Explara history f context of coping and
persan’s perspectiva, giva homeawork”

A plan / the means to complete suicide,
previous attempis

Suicidal ideation

Suicide protocol, refer to mental health /
community resources

Grief Reactions

Ongaing haightaned reaction|s) (e.g.,
pining, hopelessness, anger, guilt)

Inability = 6 manths to address / wark
throwgh emotional responsas to death

Explore cawseis), exprassion and
impact, refar for counssalling / tharapy,
give homework®

Ongaoing disbelief, denial of death or
lack of reaction

Inability to experneance grief or
acknowledge reality of death

Explore cawseis), refar for bersavement
counsalling

COngoing anger [ disconnection with
beliafs, God, meaning

Spiritual £ religious angst

Encourage connection with faith
community, spiritual advisor

Dther Stressors

Concerns about finances, childran,
wiork

Competing demands; imited practical
resoUurces

Explore options, recommend practical
halp, give homeawark®

Loss of job, divorca, home

Other multiple losses

Explore impact of multiplk griefs,

normalize reactions

Confused, ovarwhalmed, loss of sense
of 'salf”

Cumulative grief, recant multipla /
unresalved deaths; significant childhood
death(s)

Idantify and acknowladge enarmity
[ impact of gnef, refer for therapy /
counsslling

Supports

lsolation, concarn no one cares ar
understands them

Perceived lack of support including
languaga { cultural barriers;
disenfranchised grief

Acknowledge parcaptions; reframe,
support social connactions, giva
homework®

Relationships

Unresalved family tensions f ssues ra:
care, death, estate or relationships (e.g.,
abuse)

Longstanding or current discondant
relationships in family (including with
daceased)

Explore possibility of resolution; support
mediation f adwvice, refar for family
therapy / counselling

Anger, distrust of health care provider|s)
[regarding diagnosis, care, system)

Magative parcaptions [/ cincumstances
of care

Be open, non-defensiva, support
appropriate follow up, give homework”®

The Death

Concerns re: suddan, distressing,
violant, untimely nature of death;
extreme blame, fear, guilt, anger

Magative circumstances and trauma
connected to the death

Reviaw the death, be factual, explora
presant f future isswes and impact, refer
for counsalling

LISTEM & BE PRESENT

EXPLORE & ACKMOWLEDGE

NORMALIZE & FOLLOW UP

Adapted from the Bersavemeant Risk Assesomant Toal, © 2008 Vichoria Hospice Sociedy
* Rafer to axamples of hamework in greving: Paliative Care Part 3, Section B, Table 1: Non-phamaceutical Managameant of Griaf
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Supplementary Resource 23: GPAC Grief and Bereavement Guideline Resource Links for Patient
Handout
http://www2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliative3 appendix j.pdf

Appendix J: Grief and Bereavement Guideline Resource Links (Patient Handout)

+ BC Bereavement Helpline: www.bcbereavementhelpline.com
Dial: 604-738-9950, (Toll Free) 1-877-779-2223
The BC Bereavement Helpline (BCBH) is a non-profit free, and confidential service that connects the public to grief support
services within the province of BC. Services include: helpline for referral and support, community network of support and
information, brochures of available support in BC, e.g., “Ten Things to Know about Grief” (available in many different
languages) and “5 Tips to Help the Grieving”.

+ BC Cancer Agency: www.bccancer.bc.ca
Multiple experiences of loss and grief happen throughout the cancer experience, from diagnosis to treatment to post-
treatment. The loss may be temporary or permanent, life-altering, or a minor inconvenience. The following pages provide
some information on grief and loss in the context of cancer, as well as support services available:
www.bccancer.be.ca/PPI/copingwithcancer/emotional/dealingemotions/lossgrief.htm

+ BC Children's Hospital: www.bcchildrens.ca
For those who may be grieving the loss of a child, a brother or sister, another family member, or a friend who are looking for
grief support resources and information: www.bcchildrens.ca/YourVisit/Familyservices/GriefAndLoss/default.htm

+ BC Hospice Palliative Care Association (BCHPCA): www.hospicebc.org
Dial: 604-267-7024, (Toll Free) 1-877-410-6297
BCHPCA's vision is that all people in BC and the Yukon have access to quality end-of-life care. Their mission is to build
capacity in communities to support this vision. The following link leads you to a directory of hospices and hospice
societies: www.hospicebc.org/membership/our-program-members . There are also many excellent books that cover a wide
range of topics related to dying, death and bereavement: www.hospicebc.org/research-education/bocks . Check with your
local library or book store.

+ Canadian Virtual Hospice: www.virtualhospice.ca
The Canadian Virtual Hospice provides support and personalized information about palliative and end-of-life care to
patients, family members, health care providers, researchers, and educators:
www.virtualhospice.ca/en_US/Main+Site+MNavigation/Home/Topics/Topics/Emotional+Health/Grief+Worl. aspx

+ Suicide Attempt Follow-up, Education and Research (SAFER]): hitp://youthinbc.com/safer/
Dial: 604-675-3985
Works to reduce suicide risk among those in crisis, to assist family and friends who care about them, and to promote
healing among those bereaved by suicide. Also available for family physicians to consult.

+ \Victoria Hospice: www.victoriahospice.org

Victoria Hospice's commitment to care continues through bereavement education, resource materials, and services,
including several excellent brochures: www.victoriahospice.org/about-us/publications#bereave
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Supplementary Resource 24: BC Ministry of Health Oncologist Follow-up Plan
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/brcancer.pdf

BCGuidelines.ca

Breast Cancer: Management and Follow-Up

Effective Date: October 1,2013
Scope

This guideline provides recommendations for management and follow-up of biopsy-proven breast cancer in women aged = 19 years.

For diagnostic recommendations, please refer to BCGuidelines.ca - Breast Disease & Cancer: Diognosis. Refer to Appendix A for the
algorithms assodated with these guidelines.

Key Recommendations

« Immediately refer patient to the appropriate spedalist by telephone, as soon as a tissue diagnosis of cancer is made.

« Surveillance for an asymptomatic patient is recommended with a physical examination and annual diagnostic mammography.

« & patient should report ary symptoms of concern (2.0, new lumps, bone pain, chest pain, persistent headaches, dyspnea, or
abdominal pain) immediztely to their family physican and/or oncologist.

« Mo routine laboratory tests are indicated in an asymptomatic patient for surveillance.

Management

¥k Indications for Referral to Speclalist
Surgeon:
A5 s00n a5 a patient has a confirmed tissue dizgnosis of 2 malignant or atypical profiferative breast lesion, immediately refer
the patient to surgeon by telephone. Where passible; refer to a surgeon with experience or special interest in the breast. If a
mastectomy is planned, the surgeon may refer the patient to a plastic surgeon to discuss reconstructive options pre-surgery.
Oncologist®:
Referral to an oncologist is typically done by the surgeon post-surgery unless the patient wants a discussion with an oncologist
prior o making a dedision about surgery. GF can also help fadlitate this refemal process if indicated.

¢ Additlonal Considerations for Referral
Fertility Specialist:
A discussion about fertility presenvation with women who hawve invasive cancer that may require chemotherapy and would like

to have children should coour soon after diagnosis. In this situation, consider early referral to a fertility specialist to ensune there
is no delay in chemotherapy.

Genetic Counselling:
If not already referred {as per recommended in BCGuidelines ca - Breast Disease & Cancer: Diggnosis), anyone from a family with
a confirmed mutation in a hereditary cancer gene can be referred for genetic counselling.

If the patient’s family history of close relatives' reveals a possible familizl or inherited mutation, consider referral for genetic
counsalling.

* Most onoologiss niSC are pant of the BC Concer Agendy IBUCAL

" Close rektives inclasle: children, brothers. ststers. narenés. quns usck gemalchiien and geanslaarants on the same side of e fami. Histor of mncer i cousins s more defnt
retives fom the same-siste of the o mee be refavont.

L\ BCMAR:

BRITISH
CorvmMeta | Healds BRITESH COLUMERS MEDICAL AS50CRATION
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Supplementary Resource 25: Fraser Health Symptom Acronym “OPQRSTUV”
http://www.fraserhealth.ca/media/SymptomAssessmentRevised Sept09.pdf

Rr‘ fraserhealth 'k .

Introduction Hospice Palliative Care Frogram = Symptom Guidelines

[1 Symptom Assessment Acronym

The Symptom Assessment Acronyvm is a tool to aid in a systematic assessment approach to
whatever hospice palliative care symptom you are reviewing. Other aids are available however;
in Fraser Health we found this Symptom Assessment Acronym helpful. We recommeend this
tool for our Fraser Health care providers to guide a consistent and comprehensive svmptom
assessment in hospice palliative care.

Assessment using Acronym O, P Q, R 5, T Uand v vasss7as

Onset When did it begin? How long doss it |ast? How often does it ooour?
ing / What brings it on? What makas it better? What miakes it worse?
Palliating
Quality What does it feel like? Can you desonibe it?
Region / -7 o
Where & it? Doas it spread armpwhara?
Radiation

What is the intensity of this symptom (On a scale of O to 100with 0 being nona and 10
Severity bieing worst possible)? Right now? At best? At waorst? On awerage? How bothered are
you oy this symptom? Are there any other symiptomis) that accompany this symptom?

What medications and treatments are you caurrently using? How affactive sre these?
Treatment Dz you hawa any side affects from the medications and treatments?
What medications and treatments have you used in the past?

Understanding / What do you believe is causing this symotom?
Impact on You Howw is this sympiom affecting you and / or your family?

What is your goal for this symptom? What i your comiort goal or acceptabile level for
this syrmiptom: {(Cin 3 scale of O to 10 with 0 being none and 10 being worst possible)?

Values Mg there any other views or feelings about this symptom that are important to you or
your family?

* Physical Assessment (as appropriate for symptom)
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Supplementary Resource 26: Medications Used in Pain Management
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-

guidelines/palliative2 pain appendix c.pdf

Appendix C: Medications® Used in Palliative Care for Pain Management

Analgesics Gl Medications Other
Acetaminophen, NSAIDs Gasitric Cytoprotection and Dyspepsia Bone Pain Adjuvants
Opioids.

Meuropathic Fain Adjuvanis
| Antispasmodics, Skeletal Muscle Relaxants

Refer o guideline andlor sigorithem for recommended onder of uss.

Tailor dose to each patient; those who are elderly, cachectic, debilitated or with renal or hepatic dysfunction may require reduced dosages;
comsult the most current product monoegraph for this information: hilpiwebprod he-se ge caldad-bdpaiindex-eng jgp

ACETAMINOPHEM, NSAIDs
Generic Name | Trade Name Avallable Dosage Standard Adult Dose* | Drug Flan Coverage® | Approx. cost
Forms Pallistive ' Fair per 30 days
Care | PharmaCare
acetaminophen | Tylenol®, IR tabs, caplet: 325, | 325 to 650 mg PO gé4-6 h ¥es, LCA ! No 52-5(G)
Panadol®, G 500 mg i 511-34
SR tabs: 650 mg G50 to 1300 mg PO gih Yes ! No SE6-127 (G)
I $11-1°
Supps: 325, 650 mg | 650 mg PR gd-&h ‘Yes ! No EBQI-HQ{GJ
[max: 4 g POVFR per day] I
celecoxib Celebre® Caps: 100, 200 mg 100 1o 200 mg PO bid ‘feg ! Special S42-84
1 Authority
diclofenac ‘oltaren®, G IR tabs: 25, 50 mg 25 to 50 mg PO tid Yes, LCA | Yes RDP | 526-33(G)
! 582
'
SRtebs: 75, 100 mg | 75to 100 mg PO once daily | Yes, LCA | Yes, RDP | 518-26(G)
i 538-54
Supps: 50, 100mg |SOmgPREd  |Yes LCA ' Yes LCA |560(G)
I 5124
ibuprofien Adwil®, Motrin®, | Taba: 200, 300, 400, | 200 to 400 mg PO g4h Yes, LCA ' Yes LCA | 55-8(G)
] 600 mg [max: 2400 mg per day] ! 531-61
indomefhachn . 18 Copac 25, Sy | IS g PN oo IV RIR S RGN
Supps: 50, 100 mg 50 o 100 mg PR bid Mo | Yes 553-58 (G)
ketorolac Toradol®, G Tabs: 10 mg 10 mg PO qid Mmif duration] | Mo ' Mo 510(G)
! 515
i per 5 days
Inj: 10, 30 mg per mL | 10 to 30 mg IMANVSC* gBh Mo ' N 534 (G)
[limit curation] [ 519-58
1 per 2 days
Naproxen Meprosyn®, G | IR tabs: 250, 375, 250 to 500 mg PO bid Yes, LCA  !Yes, LCA | 57-14 (G)
500 mg i 517-31
EC tabs: 250, 375, Yes, ROP ! Yes, RDP | 513-31(5)
500 mg i 52763
SR tab: 750 mg 750 mg PO daily ‘Yes, ROP :"'I"EE, RODP | 533 (G), $42
Bupp 500 mg 500 mg PR bid Yes, LCA ! Yes, LCA | 8 56 (3)

Abbrevislions: caps capsules; EC enberic costed; G generics; IM intravencus; inj inection; IR mmediale Release: IV intravenous; LCA
ta low cost allemalive program; max masimum dose; PO by mouth; PR pes rectum; ROP subjec o refenence drug program; SR slow release; SC
subculaneaus; Supps Supposbaes (rectal); tabs tablets

& Prefered reule of administraBan fer NSAIDS i eral ar recial,

& pharmaCare coverape and cost as af Novemnber 2010 {subjes 1o revision). Cosl daes nol indude dispensing fee. Genesic and brand name cost
saparaled s indicaled by (G). Dbtain coverage, shgitilty, medication coverage infermation and explarations in Paliative Care Parl 2 - Information
Abeut Pravincisl Drug Coverage

C Ritail et (withoul preseiplion)
* This raute af adminisiration is used in practice, bul fot appraved far marketing for this indicaon by Health Canada.
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Supplementary Resource 27: Edmonton Symptom Assessment System (ESAS) Numerical Scale
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-guidelines/palliativel appendix c.pdf

Appendix C: Edmonton Symptom Assessment System [ESAS)

G -
Edmonton Symptom Assessment Sysbem
Numerical Scale
Regional Palliative Care Program
Please circle the number that best describes
Mo pain 0 1 2 3 4 &5 8 7 8 9 10 Worst possible pain
Mot tired 0 1 2 3 4 5 8 ¥ B8 9 10 Worst possible
tirednass
Mot nauseated o0 1 2 3 4 &5 8 7 8 9 10 Worst possible nausea
Mot depressed g 1 2 3 4 &5 8 ¥ 8 9 10 Worst possible
depression
Mot anxious 0 1 2 3 4 5 8 ¥ B8 9 10 Worst possible anxiey
Mot drowsy 0 1 2 3 4 5 8 7 8 9% 10 Worst possible
drowsiness
Best appatite 0 1 2 3 4 5 6 7 B8 9 10 Worst possible
appatita
Best fealing of o0 1 2 3 4 & 8 7 8 9 10 Worst possible fasling
wall-baing of well-baing
Mo shortness of 0 1 2 3 4 &5 8 ¥ &8 9 10 Worst possible
breath shortness of breath
Other prollem 0 1 2 3 4 5 8 ¥ B 9 10
Complete by (check one)
Patient’s Mame [] Patient
L] caregiver assisted

Bnsera E, Hisshn M, Millar MU, at al. Tha Edmonton Syrnplom Assessman Sysiem (EEASE a simple mathod of the assesoment of palliatihes can
padanis. J Fallat Core. 19691 T:6-3.

| Ciubdelines & BC Cancer Aginey
l Probocols a o IS

cigiwngy, | Minisoy of Achvisory

o P P e | Hletlth Servicas Commitiee tam by Fum e Coevningp Wmiwnsi
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Supplementary Resource 28: Ministry of Health Pharmacare Covered Drugs
https://pcbl.hlth.gov.bc.ca/pharmacare/benefitslookup/

%Sewices & Forms | News | Contact Govemment

GOVERNMENT RESIDENTS ENVIRONMENT EDUCATION BUSINESS HEALTH EMPLOYMENT ABOUT B.C.

- BRITISH .
tvsia | Pharmacare Benefits Lookup

Benefits Lookup
Home Search

Welcome to the BC PharmaCare Formulary Search

This search includes information on:
» All medications and some diabetes supplies that PharmaCare covers.
» Some medications that PharmaCare has reviewed but does not cover,
This search does not include information on:
Cancer drugs-available through the BC Cancer Agency

Anti-retroviral medication-available through the BC Centre for Excellence in HIV/AIDS.

»
»
» Transplant medication-available through the BC Transplant Society.
» Kidney dialysis medication-available through the BC Renal Agency.
» Medications PharmacCare has not reviewed because no submission was received.
» Most medications that PharmacCare does not cover.
Important:
» The amount PharmaCare actually pays depends on PharmaCare coverage rules and PharmaCare plan rules.

» For brand name drugs under review and drug reviews completed on or before January 1, 2005 please see Drug Review Results.

» This search helps the public and health care professionals to determine which products the PharmaCare program covers. Mone of the
information provided is intended to replace the advice of a health care provider. Please note that special knowledge may be needed to

understand some of the information provided.
Search the PharmaCare Formulary
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Supplementary Resource 29: BC Cancer Agency Outpatient Bowel Protocol Summary
http://www.bccancer.bc.ca/family-oncology-network-site/Documents/BCCABowelProtocol.pdf

BC Cancer Agency
CARE & RESEARCH
B iy of i POl Haa I S vhis | rily

BC Cancer Agency OUTPATIENT BOWEL PROTOCOL SUMMARY

Whaere to start:

®  Hagn al STEF 1 unless you are switching from & defferent lazative traatment,

= I yow are switching from a different laxative treatment, chack with your doctor, nurse or pharmadcist
for the most appropriale starting level

How to adjust:

n [fyou do not have a bowel movemnent after 2 days on STEP 1, go fo the nest step,

® Thoreafles, if you do nol have a bowe movemaent afler 1day al a step, go bo thie mesd slep.

n [ you are able to have a bowe| movement which is soft and comfortable 1o pass st least every 2 to 3
days at a stap, slay at the sama stap.

Cautions:
m | you have diarrhea, slop taking bxalves until you have a narmal bowel movement and then restarl
at kvwar step.

n [ you have severe cramps, stop laking sennosides and coll your doclor or marse,

n 3 or more days pass without 5 bowel movement, please contact your doctor or nurss,

" Do not use suppostlones if you have kew while Hood cells (which fight infection) or low platelats
twhich hels the bleod to clot), Check with your oncologiat if you are not sure about this,

Step Broakfast Lunch Bedtima
1 2 x Sennosides
2 2 ¥ Sennosides 2 X Sennogides
3 2 x Sennosides 2 x Sennosidas 2 x Sennosides
4 3 x Sennosides 3 x Sennosidas 3 x Sannosidos

5 = Contnus Step 4.

m Livwragp and inger an adull bisscady| suppository into your rectum, (Do not usa
suppositories if wou have low white blood cells {which fight infection) or kow
platelets (which help the bleod to chot). Check with your encologist if you are
not sure about this,)

n Keap suppositony in place for at least 15 minutes,

I stll no bowel movement after 1 hewr, call your doctor or nurse or pharmacist.
n Lachuese 15 10 30 ml wice o diy may be added

What to buy at the drugstoers:
» Bennosdes B8 my lablels ako known as "SENOKOTE" or alber generic brand
= BizacodW 10 mg suppasitonies also known as "DULCOLAKE” or other ganeric brand
" Lactulose synp

Notes:

n [Docusate may be a useful stoo] softerer to take in addition 1o sesnosides f you have hard steols and
cramps with tha sennosides alona. Docusaie sodium is also known as "COLACES" or othar ganaric
brand, You can take 2 capsules with each meal up to 6 per day,

= A glycarn aduk suppository will help lubricats the sbool i it s hard and uncomforiable to pass.
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Supplementary Resource 30: Constipation Management Algorithm
http://www?2.gov.bc.ca/assets/gov/health/practitioner-pro/bc-

guidelines/palliative2 constipation appendix a.pdf

Appendix A: Constipation Management Algorithm

M

!

+ Escalaling
satisfaciory BM.
+ MLNEITILM SEnNa dose 36 myg tid.

L ]

Samnosides-based Probocol

doses until

faime H indicated and
o contraindications.

+ Agd neclal measunes al any

1. Recium smpéy; or
2. Coniraindications o recial

(WBC <0.5) or
thrombocyiopenia {PE <20)

l“

FRecial Moasuros

Manual disimpaction {# indicated)
Glycenn supg

Eisacodyl supp

Miorolax enema

Fleei emerma™

Warm wmer enema

Ol emerma

Toliowed by senmosides-based protocol

* available ai www bocancer b ca™FVFPON
" conraindicated in patients s renall faikee

¥ cancer, Gl malignancy, &l uloer, Ogikde’s syndrome and concomitan? wse of ceriain medications (e.g. NSAIDS, sherolds and bevacizumaly) may
Increzse the risk of Gl periceation in patients receing

methyinalrexone.
[Healih Canada MedERect Moo wes hc-sogccaldhp-mpsiall_format
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Supplementary Resource 31: BC Cancer Agency Lung Cancer Symptoms
http://www.bccancer.bc.ca/health-info/types-of-cancer/lung/lung

@ BC Cancer Agency Follow us e

CARE + RESEARCH

QOur Services Health Info Qur Research About Contact Health Professicnals Donate Careers

m Health Info 5 Types of Cancer s Lung Cancer 7 Lung

Lung

This information should not be used for self-diagnosis or in place of In this section
a qualified physician's care.

Lung Cancer

Diagnosis & staging Treatment
Lung
s Guidelines for treating this cancer have been developed by the
Lung Tumour Group. Mesothelioma
» For health professional information on treating this cancer,
please see our Cancer Manafgement Guidelines. Thymus

» Other names for lung cancer are: pulmonary cancer, bronchial
cancer, small cell lung cancer (SCLC), cat cell carcinoma of the

lung, non-small cell lung cancer (NSCLC), adenccarcinema of i
the lung, squamous cell lung carcinoma of the lung. Anather Get help coping >

type of cancer that can occur in the lining outside the lung is

called mescthelicma and is described separately.

s [|tis important to know whether a cancer in the lung is primary Resources
or secondary. Primary lung cancer starts in the lungs. This .
) . Library >
webpage discusses primary lung cancer.
o The lungs are also a commaon secondary site for cancer. .
. . Recommendead websites >
Secondary tumeurs in the lung started at a different place
in the body and then mowved {metﬁstamzedj to th? lungs. Handouts & Videos 3
Cancer can travel to the lungs using the lymphatic system
or through the blood. Types of cancers that usually move
to the lungs are breast, colon, kidney and pancreas, .
among cthers. The treatment for metastazes may be Related links
decided by where the cancer started, not where it spread. o _
» The lungs are located in the chest. They wrap around the heart Participate in research ?
and the major blood vesseals going to and from the heart and .
Lung cancer websites >

esophagus.
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Supplementary Resource 32: BC Government Smoking Cessation Program
http://www?2.gov.bc.ca/gov/content/health/health-drug-coverage/pharmacare-for-bc-
residents/what-we-cover/drug-coverage/bc-smoking-cessation-program

Careers | Services A-Z Forms A-Z

Onganizations A-Z

OpenGov | News ContactUs

Acecessing
Health Care

Helth&Drug | Managing Your

Care System Coverage Health

Medical Services Plan (MSP) | PharmaCare for B.C. Residents

Home / Health / Health & Drug Coverage / PhammaCare for B.C. RBesidents # 'What We Cover / Drug Coverage /

About PharmaCare
» Who We Cover
* What We Cover
= General Coverage Policies
» Drug Coverage
» Drugs Requiring Pre-approval
» Drug Review Process
Drug Review Results

* BC Smoking Cessation
Program
Smoking Cessation—
nformation for Educators

Freguently Asked
Questions

Medical Supplies Coverage
Pharmacy Fees & Services
» PharmaNet

Contact Us

Farms and Publications

BC Smoking Cessation Program

Onithis page. ..

Introduction

Getting Started

Getting Support

If ¥You Tried to Quit but Started Using Tobacoo Again
Freguently Asked Questions

Publications

Introduction

The B.C. Smoking Cessation Program helps eligible B.C. residents who wish to stop smoking or

using other tobacco products by:

covering 1008 of the cost of nicotine replacement therapy (NRT) products (specific
nicotine gum, lozenges, patches, inhaler), or
contributing to the cost of specific smoking cessation prescription drugs.

Your Options

Eligible residents can be covered for one of the following two treatment options:
Option 1—NRT products (gum, lozenges, patches or inhaler)

Option 2—Prescription smoking cessation drugs:

bupropion (brand name Zyban®), or
wargnicling (2rand name Champix®)

Getting Started

UBC CPD | ADVANCED CANCER WORKSHOP

Ready to stop using

tobacco?

Once you make sure you are eligible:

For prescription medications to help
WO guit_speak to your doctor.

For nicotine replacement products. ..
wisit your pharmacy.

Need support to quit?

QuitNow.ca provides one-on-one
support and valuable resources in
multiple languages to help you plan
wour strategy before you get your
smoking cessation aids. Planning
increases your chances of success.
‘When you are ready, the program will
be there for you.
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Supplementary Resource 33: The Lung Association Quit Now Smart Steps
https://www.quitnow.ca/tools-and-resources/quitting-resources.php

00 a

M Contact us m
quitnow® —

rm:*u.rnm\mm‘

My Tools & Helping My

Quit Centre Resources Others Quit Community
Overview

St Cosches Quitting resources

Reasons for quitting

Congratulations on your decision to quit smoking! The most effective way to
quit, is to have a PLAN and this section provides a road map to freedom.

Quitting resources

Choose your guit date

Here are seven steps to help you prepare and camry out a successful quit.
Let's get started:

Quit methads . Choose a quit date

. Decide on your quit method

Know your triggers . Know your triggers

Conguer your cravings
. Manage withdrawal

Manage withdrawa . Build your social support

1
2
3
4. Conquer your cravings
3
&
7

. Control your environment

Build your social support

Control your environment
o Smart Steps Booklet

Sunviving quit day

For thase wanting a quick read on quitting, check out our downloadable, easy to fellow Smart Steps

Stop Smoking Before Surgery
booklet.

Staying quit resources .. .
e Surviving quit day!

Quitting medications
Once you've prepared for your guit, you still need to get through quit day - often the most difficult day of

E-Cigarettes your guit, especially when cravings strike. check out these guick tips to help you survive guit day &
beyand

Additional resources

Addiction evaluation

Quizzes

How smoking affects your body
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Supplementary Resource 34: Canadian Cancer Society Lodges
http://www.cancer.ca/en/support-and-services/support-services/travel-and-accommodations-

bc/?region=bc

UV Canadian Sockén
Cancer
‘ 1 Si'u.'i.gly

du cancer

Canecer information

»

!
»

y

canadienne

ERITISH COLUMEIA AND YUKON =

FRAM[AIS  search.,

_ Prevention & screening Get involved

How wa oan halp

Talk to an information
spadislist

Talk to somaans who's
baan thara

Connaeot with our onling
oormmmunity

Comrmunity Sarvioas
Lioaator

Chuit smeolcnag
Find a wig
Finanoial halp
Transportation
Apoormmodation
Camp Goodtimas

Wigs and prosthasis

ou 2re here: Support & services | Support and senvices | Accommodatian

Accommodation
A home away from home

People dizgnasad with cancer face many challenges. Travelling to 2 distant location far
treztment away from family and friends can be particularly overwhelming. With more
than 30 years of experiance, the Canadian Cancer Saciety has found that 2 welcoming
caring emwiranment helps meet the practical and emotional neads of thasein
treztrment for cancer away from home. The Canadian Cancer Sodety oparates four
rezsonably priced ladges in dase proximity to cancer treztment centres in Vancouver,
the Southem Interior, on the Island and Marthern BC.

Guests have the cpportunity to meet athers on 3 cancer journey. It is a safe, supportive
environment where guests understand what athers are gaing through and can share
EXPENEN0ES.

The ladges have a range of amenities and senices, induding nutritious faod {three
meals zre indudad in the daily rate), WiFi connectivity and 2 wig and breast prosthesis
bank to meat the neads of cancer patients. There is easy acoess to imfarmation and
staff are on-site 24 howrs a day to provide suppart 2nd information ta guests.

Rooms e shared with ensuite and some offer a gueen bed option. Whenever
paossible. loved ones can stay with guests. Facilities are smoke-free, scent-free and
wheelchair accessible. There is 2 reasonable user fee for lodge guests which indudas
meals.

Faor hours, locations and moee, chack out the lodge nearast yow

Jean C Barber Lodge

Vancouver Island Lodge

Southern Interior Lodge

Eordyban Lodge

DONATE

“we all need our own
persanal suppart
system, but no matter
fvavw gaod your own
persanal support systam is, it's nat
the same as connedting with other
survivars.”

Read Mary's story

Links to help you

# Talling about cancer

% If you're a caregiver
Working with your
healthcare team

# Treatment

# Clinical trials we are
funding

# Cancer myths and
coniroversies

% Use your cancer
experience to help others

% Canadian Cancer Statistics
publication

# Relay For Life

A helping hand for families
The Canadizn Cancer
m society helps with
gxpansas fior children in
enoer treatment and
their famifies.
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Supplementary Resource 35: BC Cancer Agency Bowel Protocol
http://www.bccancer.bc.ca/health-info/coping-with-cancer/managing-symptoms/constipation

@ BC Cancer Agency Follow us @

CARE + RESEARCH

Our Services Health Info Qur Research About Contact Health Professicnals Donata Careers

m Health Info s Coping with Cancer / Managing Symptoms / Constipation

Constipation

This is a feeling like you cannot completely In this section
move your bowels ("go poop"), or are movin

y ( gop P } g Managing Symptoms
them less often than usual

Breathlessness

What is constipation? +
Constipation
What to expect in your care +
Diarrhea
What you can do for yourself +
+ Fatigue

Learn more

Hair Loss & Appearance
Memory, Thinking & Attention
Mouth & Teeth

Nausea

Nerve Damage

Neutropenia

Pain

Sexual Problems

Skin & Wounds
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Supplementary Resource 36: The Bow Tie Model of 21° Century Palliative Care by Dr. P. Hawley
http://www.sciencedirect.com/science/article/pii/S088539241300609X

2

Letiers

Val, 47 No. I fanuary 2004

settinggs of care where quality measurement
should ke milored (eg., commumninbased
palliastive care”), and 4) the care models that
transiion across generalist and specialise pal-
liative care.” Furthermaore, we should espand
inteo other wnportant components of palliative
care including ransitions of care, support of
cavegivers, and patient and caregiver under-
standing of progooss, among many others. We
should be ereative and rgoroas in our approach,
mirroring the methods from systemaric research
o evaluate generalizability and abality for imple-
mentaton. Additonally, we shoubd design qual-
ity measures that can inform dual goals of
accountability (Le., evaliating effectiveness of
care for administrators and pavers) and qualit
improvement (e, wsing data 1o inform areas
for improvement) simultaneously.” Moreover,
we should develop the infraswruciure 1o aggre-
wate and compare our expenences, ultimately
untilidng our eollective wisdom 1o refine and revo-
lutbonize our best pracuces.

Palliauve care b maturing as a discipline
simulianecusly with largescale changes in
accountabality and reimbursement in health
care. We are learning how 1o demonsirate our
value in the language of cost avobdance” and
decreased hospital resdmissions.” We also are
defining the quality and research questions
that need o be answered 1o move our Geld for-
ward. Moreover, collaboratnons with other
membership societies and Lrge-scale ininatives
like the Virmal Ll:a:l'nil‘ng Collaboranve and Pra-
mary Palliative Care Consensus Statement be-
tween the American .-'I.ﬂa-d&l!l!l!r of Hl.'m-pil.\e aiwd
Pallianve Medicine and the American Socety
of Clinical f}:!ltl.‘h]t’:lg}' are [urther tluﬁ.nil.'l.g [t
pracuces and methods for implementing those
practices. Thewe are excellent hGrst steps to
demonstrate that we, as palliatve medicine
p:t":lfl-.lmiu:‘l.a]x. take c-wnemhi.p ol sanes of qlul-
iy for all who suffer with chronic and serious
Mlinesmes. MNow, more than eV, th n]:ifli::lg
winds of health care veform eammark a mme
where pallative care must ansitbon  from
saying “we're here” to “we're greatn,” followed
h!r one  additional Im}' |.1|||"'.u£: “aind  here's
how we prove "

Arif Hossain Kamal, MD

Division of Medical Oncology and
Duke Palliative Care

Duke Universiy Medical Center
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Dhurhiarm, North Carofiina, UTSA
E=muail: arif. kamal @duke.edu
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The Bow Tie Model of 21st Century
Palliative Care

Tiv the Edivor:

The World Health Crganization”s definition
of palliative care'™ has evolved such that the
recipient's Hlness is no longer requived o be
deemed incurable. Palliative care is now des-
cribed as an approach applving o *life-threar-
ening illness” and “applicable early in the
course of illness, in conjunction with other
therapies that are imended 1w prolong life.”
This modern definition aims 1w inclode -
lients al a stage in their illness when cure may
be unlikely, bint not impossible. Despite this
evolution in understanding of our specialty,
public perceplion may be lagging belind.

The benefus of early integranon of palliative
care are well Es.l'.iht'ml:mr‘l: leowever, the chal-
lenges of actually achieving early integration
are, unformnatel, equally well recognized. ™™
Late referrals and inadequate resources are
COMITG 10 ey pa]].ialilrl: Care programs and
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Letlers

limmin the programs’ ability to achieve masimim
petential both for the reliel of sulfering and for
medical care cost containment.”

Despite the benefus of early integration, in
many institutions palliative care is still only
resorted to when all hope of cure or disease con-
trol has been lost. This image is often perpets-
ated by the media and even by some health
care professionals. It may e understandable,
given the relatvely rapid development of the
specialty and only recent demonstration of the
benefis (including cost savings) of maximizng
palhatve care early in the course of serious
illiwess.  Confusion  often  vesulis from  the
plethora of terms used 1o describe the many
palliative care services offered throughout the
disease process, such as supgwrtioe care, b fuce,
anl end-oflife care Many programs working te-
ward earlier integration with disease manage-
ment have even changed their names because
of the association of the erm pailiative carewith
dying.*

If we cannol agree on consistent Erms o
describe what we do, how can we expect our
colleagues and potennal consumers of our ser-
vices 1o underscand?

Visual models can be helpful tools i explain
complex concepis and have helped advance the
understanding of palliative care since the term
was codned in Canada over 3 years ago. An
exam ple ol a helpful visual model is the recently
presented houseshaped nwedel desceibing a
“chimate of healing” used 1o Gclitae complex
discussions around goals of care.” Current vi-
sl mosdels thar aim o illusirate a gradual
transithon from curalive inlent ealment Lo
palliatve teatment are plentful. A sanple
*Google pietures” search shows many versions
of the horizontal, disgenally divided rectangle.
Some inclide a tapering wangle of bereave-
ment on the right and the diagonal line is often
undulating or fues.” A nypical example is shown
in Fig. 1. These moedels of the relationship be-
tween palliative care and  dbease-modilying
weatments all either show a trajectony ending
in death or having no wrajectory aall. " Desplie
knowing at soue level that they will die evenou-
allv, entering a pathway i which the only
possible cutcomme is death s not inviting e pa-
tienns aind thelr fmilies. I eardy integraton of
palliatve care with disease management is the
goal, then the posibility of cure must sull be
recognized when considering a veferral, at beast
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Fig. 1. Canadian Hospice Palliathve Care Assoria
tion model.

in the short term. If we cannot “get them in the
door,” much of the potential benefit of pallia-
tive care imterventions could be lost. The excel-
lent waork that palliative care teams can do with
patents who have difficulty accepaing their
own mortality, can only be done once we have
contact with them.

A pew melel o descabe palliative care is
needed o acknowledge the duality of an ap-
proach that prepares patients for the worst
{dearh ) bun sull allows hope for the best {cure).
Thee goal of this model would be w help people
see palliative care as a normal and essential pan
of medical care. It would describe a process in
which the posibility of dving can be gently
inmoduced at a dme when patents’ amd
Families” thoughts may be consumed by hope
of cure. Therefore, | propose the following
mrdel, which adberes wo the scope arrenily
defined by the World Health Organization. As
shown in Fig. 2, the model consists of two over-
lapping mangles resembling a bow tie, with an
airow pointing oo left o saght. The Grst w-
angle represenits disease management and the
second tangle s pallative care. The base of
the palliative care trangle (end of the model)
includes both death and survival as pmnihle
outcomes. The arrow indicates that this is a dy-
naimic proces with a gradual switch in focs.
The key difference between this and wradinonal

| Palliative
- Lare

Fig. 2. Basic mawde] of integrated palliative care.
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mueelels i thar survivorship is included as a
possible oulcome.

The model's amplicity does not diminish s
power as a communication tool, as it can be
enhanced o explin complicated concepis
for individual situations. The disease manage-
ment triangle can be adapred for any illness.
For example, it may be wed o illusirate the
role of supportve care interventions along
with anti-cancer weatments (Fig. %), while
maintaining a visible reminder of the existence
of the palliative care riangle and possibility of
dying throughout Similarly, as shown in Fig, 4,
the palliative care wiangle can be enhanced
illustrate where the varows components of
mumlern supportive and pallative care QL into
the patient’s journey. The contents of the -
angle can be adapited w introduce and explain
the services available and the rerminology be-
ing uwsed i the patient's paricular setting.
Additionally, the direction of the model can
be reversed for culmres with a written lan-
guage that veads from rght w lefi. The adapt-
able and simple design makes iteasier for care
providers wo generate it quickly for patents.

The briefl examples shown here should not
be seen as excuding any of the other vital
aspects of palliative care, including psycho-
logical, spiritual and social support, advance
care planning, music and an therapy, physio-
therapy, respiratoay therapy, etc. As with the
myriad of available disease-modifying rear-
ments, the many types of palliative care inter-
ventons are 0o numerous o lisg bur oall
imerventions can be placed in one of the
muwmlel’s spaces. The labels can be added by
the user o ereate a care map ailored 10 an in-
dividual patient’s cireumstances and  needs.
The map for a patient with chronie obstnctive
pulmonary disease may have very different la-
bels than those of a cancer patient, but the an-
chor umbrella terms of Disease Management and
Palliative Care include all kinds of services. This

B
Disaase [t InAem o
Management “.F;d'h_::u_l_-qm

Soptey L

| Pallatree
Care

—

Fig. 3. Disease managementenhanced model.
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Fig. 4. Palliative caresenhanced model.

madel is not meant 1o bnply that all palliative
care teams and hospices should provide reha-
biliadon amnd survivorship support. Iis fune-
o s b show patients that these services are
included as possible components of their care
im the future and simplifies the language
commonly wsed in medicine.

The word servmeeshap 15 most often wnder-
stoodd 1o describe the state of being thar follows
only successful disease-targeted imerventions,
such as elimination of deteciable cancer or
following  suceessful organ  transplantation.
However, as a medical werm, it is starting o
be used in reference o a type of service over-
lapping with or including palliative care, with
widesprem] disagreement on the actual mean-
ing. Survivorship is wsed here in s common
form, as defined by the Oxford Dictionary: a
person who survives, especially a person re-
maining alive after an event in which others
have died.” It also is used w inroduce the
concepl of using the term in reference w a
wpe of service incuded as a palliative care
imterventicn  targeting  quality of Lfe bt
different than hospice or end-oFHife care.

This model permats the early acceptance of a
care pathway where the two approaches 1o care
are integrated from the tme of diagnosis,
when the uliimate outcome (death or survivor-
ship) may be wo frightening for the patient (o
contemplate. My intention in communicating
this "how e model” is w facilicee earlier
acceptance of the role for palliadve care for
people diagnosed with senous illness, whether
Faal or not. It would thereby maximize the
proportion of tme that people would benefit
from the wide variery of pallitive care inter-
ventions available. The model allows for an
exit strategy other than death and Gcilites
early introduction of palliative care al a tme
when misconceptions and confusion in termi-
nodogy may block access on both sides of the
patient/caregiver pannership.
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Serial Prognostication: A New Look
at an Old Tool

To the Editor:

We read the aricle by Arai et al. with interest.”
The authors conducted a retrospective study (o
examine the association between a change in
the Palliatve Proguostc Index (PP and sur-
vival in 374 cancer patents admitted o a pallia-
tive eare unil in Japan. In multivariate analyss,
they foumd a highly significant association be-
tween PPl change and survival (hazard ratio
6.6 per point increase in PPL 5% CI, 4.9=9),
mndependent of laseline PPL scores. This study
suggests that the PPLis not only a progoostic
tool but one that is sensitive 1o change, and
imporanily, the degree of change has prog-
nostic utily.

Some  additional information would help
readers appreciate the significance of their Aod-
ings. The PPl comprises five variables: the Pallia-
tive Performance Scale score, oral intake,
dyspnea, delivium, and edena” It would be wse-
Tl 1o know the breakdown of PP scores on
admission and at follow-up. Did some of the
PPl vanables change more than others: Were
some of the variables stable over this tnme
perbod? Based on the data provided, the magni-
tde of PPl change appeared w be small
(median = 0; interguartile range, O=0.57). A bet-
ter understanding of how the PPI evolves over
timee may fweilitate future research in this area

How the PP data were collected also could
have a mapr impact oo the interpretanon of
study Bndings. Specifically, more information
on the phwician(s) who collected the data,
and how each variable was assessed, would be
crucial. How was dyspnea assesied especially in
the context of delirium? Finally, because the
PPlwas assessed in the presence of other physio-
logrie changes (e.g., death ranle), a prospective
study adjusting for other prognostic varables
would be needed.

The timing of the second data point raises
somme important questions. I would be helphul
1 learn how the authors decided that the PPI
should be repeated five 1o seven days kaver, and
if any exploratory analyis was done o
examine the optimal uming related 1w a
change in the PPL. We wonder if a shorter in-
terval would have similar discriminatory power
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Supplementary Resource 37: BC Ministry of Health Palliative Care Benefits Program
http://www?2.gov.bc.ca/gov/content/health/practitioner-professional-

resources/pharmacare/prescribers/plan-p-bc-palliative-care-benefits-program

A BriTisH
COLUMBIA e =Y
Careers | ServicesAZ | OrganizationsAZ | FormsAZ | OpenGov | News ContactUs

Home / Health / Practitioner & Professional Resources / PharmaCare / Prescribers /

v Prescribers BC Palliative Care Benefits - Information for Prescribers
» Special Authority BC Palliative Care benefits are available to BC residents of any age who have reached the end stage of a life-threatening disease or illness and
:d:(_ha rge Ps;.'cl‘iat'i;a ) 'who wish to receive palliative care at home—meaning wherever the person is living, whether in their own home, with family or friends, in a
Medication Program (Plan G] supportive/assisted living residence, or in a hospice unit at a residential care facility (2.0. 8 community hospice bed that is not covered under
BC Palliative Care Benefits PharmaCare Plan B).
- BQodGLcsseTemingar‘c . A .
PharmaCare Annual Quantity Eligible patients receive:

Limits
coverage of medications used in palliative care through the PharmaCare BC Palliative Care Drug Plan, and
medical supplies and equipment through the local health authority.

Reference Drug Program
Limited Coverage Drug Program

Smoking Cessation Program — Forms and Guides
nformation for Prescribers

» Pharmacies BC Palliative Care Benefits Registration Form (HLTH 349} (POF, 389KE}—Updated October 2015,
» Dievice Providers Prescriber Guide (PDF, 1.0MBl—Updated October 2015.
= Health Industry Professionals Falliative Care Drug Plan Formulary (PDF, 385KBl—List of the drugs PharmaCare covers under this plan.
» PharmaCare Publications Patient Information Sheet (PDF, 475KBl—pdated October 2015.
KE‘L?;?;[‘ et - BC's Drug Infarmation Prescribers can order printed forms, if required, by contacting the Palliative Care Coverage Confirmation Line at the number provided in the
i Prescriber Guide.
Resources Relatad to Drug Programs

e
and Policies in B.C. and Canada
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Supplementary Resource 38: Early Palliative Care for Patients with Metastatic Non-Small-Cell Lung

Cancer

http://www.nejm.org/doi/pdf/10.1056/NEJM0al000678

The HEW ENGLAND [OURNAL of MEDICEN E

“ ORIGINAL ARTICLE ”

Early Palliative Care for Patients with
Metastatic Non—-Small-Cell Lung Cancer

‘::nnil:cr 5. Temed, M.O, Joseph A. Greer, Ph.D., Alona Muzikansiy, M.A.,
Emily R. Gallagher, R.M., Sonal Admane, M.B., BS., M.P.H.,
Wicki A Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet ]acobsen, M.D., Willam F. Pird, M.D., M.P.H_,
. Andrew Billings, M.D., and Thomas |. Lynch, M.D.

ABSTRALCT

BACHGREOUND
Patients with metastatic non—smallcell ling cancer have a substantial symptom
burden and may receve aggressive care at the end of life. We examined the effect
of introducing palliative care early after diagnosis on patient-reported outcomes
and end-of-ife care among ambulatory patients with newly diagnosed disease.

HITHODS

We mndomly assigned patients with newly diagnozed metastatic non—small-cell
lung cancer to receive either early palliative care integrated with standard onco-
logic care or standard encelogic care akone. Quality of life and mood were assssz=d
at baseline and at 12 weeks with the use of the Functional Assessment of Cancer
Therapy-Lung (FACT-L) scale and the Hospital Anxiety and Depression Scale, re-
spectively. The primary oubcome was the change in the guality of Life ar 12 weeks.
Data on end-of-life care were collected from electronic medical reconds.

EESULTS

Of the 151 patients who underwent mndomization, 27 died by 12 weeks and 107
(B6% of the remaining patsents) completed assessments. Patients assigned to eacdy
palliative care had a better quality of life than did patients assgned to standard
care {mean score on the FACT-L scale [in which scores range from 0 to 136, with
higher scores indicating better quality of life], 98.0 v=. 91.5; P=0003). In addition,
fewer patients in the palliative care group than in the standard cre group had
depressive symptoms (16% ve. 38% P={01). Despite the fact that fewer patients in
the early palliative care group than in the standand care group received aggressive
end-of-life care (33% vs. 54%, P=0.05), median survival was knger among patients
recewving early palliative care (116 months vs. 8.9 months, Pa0U02).

COMCLUSIONS

Among patients with metastatic noe—small-cell bang cancer, exrly palliative care bsd
to sgnificant improvements in both quality of life and mood. As compared with
patients receiving standard care, patients receiving early palliative care had less
aggressive care at the end of life but bnger survival. (Funded by an American
Society of Clinical Oncology Career Development Award and philanthropic gifts;
Clinical Trials gov mamber, NCTO038271 )
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Supplementary Resource 39: BC Cancer Agency Advanced Care Planning: Making Decisions for Your
Future
http://www.bccancer.bc.ca/health-professionals/professional-resources/advance-care-planning

BC Cancer Agency Follow us
@ = @

E + RESEARCH

Our Services Health Info Owr Research Aloul Contact Health Professionals Donate Carearg

m Hzalth Frodessionals /- Frodessional Resowces £ Adhvance Care Planning

Advance Care Planning

As a healthcare professional, you may need
to help your patients make decisions about Resources
their future health care.

Tigs Tor Onealogy Professionalks b
For mose information aboul Advance Care Planning visil the Mmisiny
4 i e e Goals of Care Ovders ¥
of Health Advance Care Planning or Ministry of Justice Incapacity
Planning page.
s Serious [Bness Conversation Guide >
I'you are a healthcare provider n BC and want 1o know more atsoul
. - vilwance Care Pl g Recon
BC's healthcare comsent laws, see the Health Care Providers” Guide Wt A Pimameg. B A »
Lo Consent 1o Health Care.
Stall resources kst >
Patients & families

nformation and resources for Advance

Care Planning
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Supplementary Resource 40: BC Government My Voice Advanced Care Planning Guide Quick Tips
http://www?2.gov.bc.ca/gov/DownloadAsset?assetld=414769BBDA2F4E29AC2CECE82906CI8A

BRITISH

My Voice Advance Care Planning Guide Quick Tips Bgd COLUMEA

Baslc Steps for Capable Adults

[ Access the My Voice advance care planning guide online at www.gov.bc.cafadvancecare.
If you need help finding the quide anling, call HealthLink BC at3-1-1.

Think about your beliefs, values and wishes for futune health care treatment. |Read|:n|15-?and|:|.12 | #
Have conversations with family/friends, physicians, and health care providers.

Write down your beliefs, values and wishes for future health care :
mtwkwwﬁmmwmluwﬁam] T 21

Write down the contact information for the people who could be individually asked to be Read pp. 9-10
your temparary substitute decision maker (TSOM] if a health care decision is needed foryou. | | Complets p. 28
Woite- To name & speciic person to make decksions on youwr behalf see representation agresments below.

You have the option of including the following tem(s) In your advance care plan:

= W N =

Standard Representation Agreement: Section 7

F.H.memadultwithImhudufmpd:iitymmmareprmmmmmﬁﬂlﬂ'murine i
financial management decisions, personal care decisions and some health care decisions. Does e F&; 1'1;‘_43
not allow the representative to refuse life support or life prolonging medical interventions. G:mp L 4

Enhanced Representation Agresment: Section 9

Allowrs you to name a representative to make your personal care decisions and some health |

care decisions, including decisions to accept or refuse life support or life-prolonging medical Fﬁgadpp 12-14
interventions. Does not allow the representative to make financial or legal decisions on your | | Complete pp. +4-4%

e ing of .2 ) Bead pp 16-18 for

Advance Directive s S g

i

rMbmymmmyu:duisimsabmnquhgmmﬁjilghmHImmm 3
directly to a health care provider. The advance directive must be followed when it addresses Read pp. 14-15
the health care decision needed at the time. Mo one will be asked to make a decision for you | | Complete pp. 50-51

(see exceptions in My Vioice guide).

Enduring Power of Attorney

Allowrs you to appaint someone to make financial and legal decisions =
on your behalf if you become incapable. J [Readpw]

When you have completed your plan:

+" Put your documentation in a safe, accessible place and give copies to physicans, health care providsrs,
represantative(s), famiby/friends.
w Resiew, change or cancel your advance care plan as needed. See pp. 20-21 in the guide.

For more Information:
= Witch videos and find brochures on advanca care planning onine at wwe.govbo.cafadvancecare.
= Read frequently asked questions about advance care planning at www.govbe cafadvancecare, or dick hera,

% Al page rombers refer bo pages. in the advance care planning guide My ¥oice: Exnvessing My Wishe for Future Hagith Care Trestmant.
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Supplementary Resource 41: BC Cancer Agency Advanced Cancer Pathfinder
http://www.bccancer.bc.ca/library-site/Documents/Advanced-General.pdf

u @ ﬂl::F Cancer Agency
Pathfinder s e

A guide to finding library and support services

Pathfinders provide topic-specific lists of books, DvDs, pamphiets, websiles and support programs related to cancer, as
well as instruciions on where 1o find each resource. There are unique Fathfinders for & wade range of topics, from coping
with a recent diagnosis to life after cancer.

Pathfinders are a starting point for your information-finding journey — many mone resources can be found by visiting 8 BOCA
Library, Patient and Family Counselling, or the BCCA webaite (www.bocancer. be.ca). While BCCA does recognize the
Information bedow as useful, Pathfinders are for educational purnposes only and are not & substitute for the adwvice of your
healthcare provider.

ADVANCED CANCER

Sometimes, in spile of the best efforts of healthcare providers, cancer advances to 8 point where it can’t be cured. At that
time, ireatment has teo goals: to maintain or improve quality of life or to extend life B8 long as possible. The following
resources may answer some of your questions and help you to cope with this difficult diagnosis.

LIBRARY/CANCER INFORMATION CENTRE RESOURCES

The names and call numbers of popular baoks/DVDs avaiable for loan from the BCCA Library are listed below. Visit your
local BCCA Library or go to www.bccancer.be.callibrary to view the complete Mbrarny catalogue. Most Mbrary materials can
be malled 1o anywhere in BC or the Yukon.

Advanced cancer: what you nead to know now (Eook) Q7201 A244 2008
Bone metastases: helping you to help yourself (Book) WEZ258 BT12g 2008
Bone metastasis: what you need to know now (Book) WEZ258 B712a 2008
Understanding the stages of solid tumours {(Flipchart) Q201 US5s 2005

Cancer Site-Specific Resources

100 questions and answers about advanced and metastatic breast cancer (Book) WPFETD S558 2009

October 20, 2015
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Supplementary Resource 42: The Canadian Medical Protective Association Medico-legal handbook
for Physicians in Canada

https://www.cmpa-acpm.ca/web/guest/-/a-medico-legal-handbook-for-physicians-in-canada

:

Medico-legal handbook
for physicians in Canada

THE CANADIAN MEDICAL PROTECTIVE ASSOCIATION
il &

)

This handbook provides insight into basic
legal concepts and underlying principles that
govern physicians in their practices

Seventh Edition
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Supplementary Resource 43: Cancer Survivorship Defined

Additional notes: Cancer Survivorship
Primary care providers and oncology spedialists work together to provide survivorship care. We have induded “survivorship pearls™
throughout the course syllabus, to be shared with participants.

what is survivorship?

R sk sih cance b b

b
b fnaion e
& t Trd b
2 Ll
F

Sawy i awd Famas (e

Someone isa cancer survivor from the time of diagnosis and for the balance of ife (Mational Coalition for Cancer Survivorship 2014).
Survivorship includes the physical, psychosocial, and economic issues of cancer beyond the diagnosis and treatment phases.
Survivorship also includes the ability to get health care and follow up treatment, late effects of treatment, second cancers, and
quality of life. Family members, friends, and caregivers are also considered part of the survivorship experience.

The prevalence of cancer in BC is growing by approximately 3% per year and it & projected that by 2020 there will be 239,075 people
in BC whio have had a diagnosis of cancer at some point in their lives. (BC Cancer Agency Facts and Figures). Generally, 65% of adults
and 80% of children diagnosed with cancer are expacted to live at least five years post-diagnosis. Once @ncer sunvivors are
discharged from the BC Cancer Agency or BC Children's Hospital, they rely on thair primary care providers for comprehensive,
timely, and evidence-based survivorship care and sunveillance.

A patient’s sunvivorship experience will be influenced by a variety of factors, induding age at diagnosis (survivors of pediatric cancers
experience face an 80% chance of significant health complicaticns and heatth risks in later life), health status, social status, and
heatth literacy. Access to timely and comprehensive medical and psychosocial services is vital to the health and well-being of cancer

SUNTVOrs.

The Suppartive Care Fromework [Fitch, 1994, 2008) categorizes the neads of patients living with cancer and in survivorship:

Physical: Informational:
# Pain |surgical sites, radiation sites, neurcpathy) # Disease
= Hair/skin changes = Treatment
* Weight gain * Sympioms
# Decreased mobility (eg. frozen shoulder | lymphedema) & Coping skills
= Medication side effects ® Sarvices and resources
= Erectile dysfunction
= ‘Vaginal dryness Practical:
# Dstomy managsment » Challenges with memory, attention, critical thinking
» Dental carnies and mouth sores # Finances
» Child care
Peychological: = Legal
= Saff-worth = Retwrn to work/school
* Body image
* Coping Sodial:
* Insomnia * Family
® |ntimacy
Emticnal: # Decline in sodo-economic status,fnancial straim
» Anger
® Despair Spiritual:
# Fear of recurrence & Meaning of life
*® Anxiaty # Pain and suffering
. DE" n = B Cancer Agency Fects and Figeres | 1015). bopo) s becanca. be ciahaalth-infodieese-
* Post baumatic stress disorder il At oot A e DT
™ Fﬂrﬂfdfl‘g Finch, WAL (300}, “fuppertive Cane Framework”. Conadian Oncslogy Hursiag keumal. Vol 18
. R W L Avallale o
# Survivorship guilt g it gynarsi gt cosin i shi o fartich i DA£/5 1
Mabenal Coaftion for Cancer Servdverabip. DU ey canear s oo cr oot kol sl
mbalon’
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PANCREATIC CANCER

CASE Q&A




1. What are the key areas that you need to check during this first visit?

Blood testing Bloodwork recommended Patient Referral
e Complete blood count (CBC) Form
e Thyroid function (TSH)
® Liver enzyme test
® Lipase
e HbAIc (rather than fasting blood sugar) BI
Glucose to screen for diabetes
e Electrolytes (Lytes)
® Blood urea nitrogen (BUN)
e Creatinine (Cr)
e Ferritin or B12 if indicated in diet history
Complete physicalexam e BP=128/80
(CPX) e P=68/min reg
e Allnormal (N)
Ask for more history of his symptoms e.g. early
satiety, dyspepsia, acid reflux, nausea, back pain.
In the early stages of this cancer these are all likely
negative, but may emerge, so ask repeatedly

Lifestyle counseling Check:
e Alcohol consumption
e Sleep hygiene
® Exercise
e Setting boundaries at work
®  Smoking pack history
e History of drug use

History of stress e Period of stress during a time of marital
difficulty

Schedule follow-up ® To review results. Perhaps feeling a little

appointment better. See as needed (prn)

2. What do you advise the couple?

Address anxiety ® Gently explain that this is only guesswork Coping with
and we need to get to the root of the problem  Anxiety Fact Sheet
e Commit to do so urgently ]
e Qutline the next steps clearly and how you M
may be contacted if things change or il e DI
deteriorate, especially what to do if he Tool
develops a fever.
® In case of a fever the greatest concern is he
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Arrange further tests

has developed “Ascending Cholangitis” which is

a medical emergency. He should be counselled

that if he develops a fever and some upper

right abdominal pain he must go to the ER at

once.

e Start with an urgent abdominal U/S; this Referral Form
shows the biliary tree quite nicely and can
often delineate the cause of jaundice or give a
hint

e (T scan sometimes has trouble seeing the
cause of the dilatation

e Urgent CBC, LFTs, Electrolytes, Blood urea
nitrogen (BUN), Creatinine, international
normalized ratio (INR), total bilirubin, Aloumin,
Partial thromboplastin time (PTT), Ferritin

¢ Need to also consider meolysis in the
differential unless the bilirubin is done and
shown to be mostly the cause (often we only
get total bili so unable to differentiate
conjugated-liver/biliary from unconjugated-
hemolysis/gilbert’s etc.)

e Hepatitis serology - while waiting for the
imaging

* Note: Ca 19-9 investigation not encouraged
as this marker can go up in cholangitis/biliary
obstruction as well as cancer. Best practice is
not to investigate for tumor markers unless
masses are present and the marker is necessary
to help narrow a differential diagnosis or follow
response to therapy. These markers are not
specific enough and at this point in Larry’s case,
the result may be more confusing than helpful
if he only had cholangitis.

Lab Requisition
Form

3. What further tests should be ordered? (Note: in rural settings this may be done by a radiologist)

Order ERCP & referral
to Gl specialist

® In some cases the pancreatic mass may be Referral Form &
difficult to see on CT, so if there was any Call Relevant
suggestion from the U/S that there was a mass,  Cancer Centre
ordering a CT with “pancreas protocol” is

advised

e Once the results of the CT abdominal scan

become available request a: endoscopic

retrograde cholangiopancreatography (ERCP)

and call for urgent consultation with a Gl
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specialist
¢ Note: Brushings from ERCP are often
negative.

Biopsy * Biopsy of the lymph node or the pancreatic ~ Order / referral
head mass (typically accessible) can usually be form
done with endoscopic ultrasound. Refer to a Gl
who can conduct this procedure
e Larry should also be referred for HPB
surgery if available (need specialized care to do
optimal Whipple’s if deemed resectable)

e |deally, the referral should go to a high
volume centre. There is a movement away
Whipple’s being performed by physicians who
only do them a few times a year and don’t have
a specialized multidisciplinary team available.

e Once the mass and liver findings are
confirmed, would do a CEA and Ca 19-9.

4. How would you disclose the diagnoses to Larry?

Prior to the e Ask receptionist to call them in for last Referral Form &
appointment appointment of the day (not on a Friday) call relevant

e Must have his wife present, probably not the Cancer Centre

children at this stage

e Be clear about the facts and have the consult

notes at hand

e Ensure that referral to Cancer Agency is

already underway to avoid delay

* Note: a referral to the Cancer Agency is not

the “be all end all”. The most important referral

for this man is to HPB surgery for management.

They need to decide if this is resectable or not

and this is not a call for a GP or a Med Onc to

make. The para-aortic involvement is dependent

on where along the course of the aorta they are,

and they may be reactive as well depending on

size and shape. Med Onc would be the referred

doctor if referred to BCCA and we would need

the opinion of HPB surgery before we could

make any recommendations. If it is resectable up

front then we are only needed post-op to

consider adjuvant therapy. However, if

borderline resectable, we may be referred to, to

give neoadjuvant chemo to try and downstage to

resectability
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SPIKES e Set up the interview, sit down, connect with ~ SPIKES Protocol

Larry, allow for enough time
e Assess patient’s perception
e Obtain patient’s invitation

e Knowledge — give (limited) facts and answer

questions
® Be genuine, honest and empathetic

Inform family to
bring recording
device or a note
pad

® Be clear about plan, follow up and availability

e  Summarise

Survivorship pearl: Advance care planning is something that everyone should consider regardless of

diagnosis or health status.

5. What are your next steps?

Management of stent e Obtain and follow
recommendations from the Gl
specialist

Referral to a medical e Urgent — best by phone if possible

oncologist

Counseling support e Check need with patient

e [nform children’s counselors

® Legacy-making - depending on
whether advanced care planning has
been discussed
Practical support for e Encourage the family to arrange
child care alternate child care plans to provide
respite for both patient and caregiver
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Endoscopic Biliary Stenting

Referral Form

Referral Form

BC Cancer Agency “Cancer
and the Family:
http://www.bccancer.bc.ca/
health-info/coping-with-
cancer/emotional-
support/cancer-the-family

BC Cancer Agency Patient
and Family Counselling:
http://www.bccancer.bc.ca/
our-
services/services/patient-
family-counselling
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DNA banking e Contact the Hereditary Cancer CGL requisition

Program for a requisition for DNA

HCP referral form

banking through the Cancer Genetics
laboratory at the BC Cancer Agency

e Discuss with patient and wife how
DNA can be stored for future genetic
testing if indicated, for assessment and
diagnosis of a possible hereditary basis
for this early-onset pancreatic cancer

6. How can you deal with accusations or feelings of guilt?

Physician e Talk to colleague / may need College
Physician support team

Wife e Offer counselling support

Informal contact
with older/ more
experienced
colleague

BC College of
Physicians and
Surgeons

Physician Health
Program of BC

1-800-663-6729
(24/7)

info@physicianhe
alth.com

Employee &
Family Assistance

Program (EFAP)

BCCA

7. Larry wants to know what you can do to alleviate his back pain. What are your next steps?

Palliative Performance e Reassess Larry’s functional, self-care, eating
Scale (PPS) abilities & alertness level
e Palliative Performance Scale (PPS): 50%

Palliative Benefits e Register patient for Palliative Benefits
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Palliative
Performance Scale
PPS

BC Palliative Care
Benefits Program
Application Form
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BC Ministry of
Health (2013). BC
Palliative Care
Benefits Program -

Physician Guide
v2.4

1-877-711-5757
(24/7)

Physician to
physician palliative
care consultation

Pain management e Commence opioid treatment GPAC Guidelines -
Pain Management

e Stance on medicinal cannabis or

cannabinoid treatment GPAC Guidelines -
Cancer Pain
Management
Algorithm

Nausea management e Discuss non- pharmacological and GPAC Guidelines -
pharmacological approaches (in guidelines) Nausea & Vomiting

Reorder CT scan e |If the patient is receiving chemo, then the CT Order form
scan will be ordered by the oncologist
e If there is a change in Larry’s pain and you
think imaging should be ordered soon, contact
the oncologist to let them know as they can
move the scan, if not already impending
* Note: this will avoid the patient having
multiple scans in close proximity- this can
happen as there is no way of knowing who is
ordering scans
e Often if a scan is done at another facility,
they will not have comparative images, so it will
be a stand-alone scan that will not tell you how
things are changing, just a “snap shot” in time.

8. What guidance would you offer Larry in making decisions and choices at this stage?

Quiality of life issue e Decide with patient and wife

discussion

Appointment length * Long end of day appointment, or possibly a
house call
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SPIKES protocol e Entering end-of-life phase discussions. SPIKES Protocol
(again) o Note: Breaking bad news is a process,

not an event, and may need to be repeated a

number of times, either for patients to

understand fully and process, or because the

news changes

Confirm Advance Care * Need to establish patient & wife’s

Planning understanding of what is happening

Anticipatory grief e Be aware of the patient’s, spouse’s and GPAC Guidelines -
family’s needs in this area. Arrange SW counselor  Grief &
or school counselor if possible Bereavement

Need resources ¢ Inform patient and family about the Local knowledge
resources available to them required

Survivorship pearl: Family members, friends, and caregivers are part of the survivorship experience. They

can access resources such as respite care, counselling, and support groups.
Key resources include:

e Respite Care in BC, available through regional health authorities:
http://www2.gov.bc.ca/gov/content/health/accessing-health-care/home-community-care/care-

options-and-cost/caregiver-respite-relief

e Victoria Hospice: http://www.victoriahospice.org/

e Canadian Virtual Hospice: http://www.virtualhospice.ca/

e BC Cancer Agency list of support groups: http://www.bccancer.bc.ca/health-info/coping-with-

cancer/support—programs

9. Would Larry benefit from block treatment?

Pain management ®  When opioids are failing WHO Pain Ladder
- WHO website

4" step is
“interventiona
anaesthetics or

I”

radiology
Celiac Plexus Block ® Celiac plexus block is an anaesthetic injection ~ Ohio Health
into a deep mesh of nerves in the abdomen. Itis  Celiac Plexus
intended to help the pain that comes from the Block

tumour in that area. It involves an injection by an
interventional radiologist or anaesthetist either
through the back or via gastroscopy under light
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sedation

Survivorship pearl: One of the most common side effects of opioids is constipation. It is important to ensure

patients are on an adequate bowel protocol as constipation can lead to other side effects including urinary
retention, increased pain, or confusion. The Victoria Bowel Performance Scale is available at
http://www.victoriahospice.org/health-professionals/clinical-tools

10. Larry wants to know what can be done to make him more comfortable. What do you advise

him?
Management of e Principles: Victoria Hospice
malignant bowel o Control of nausea book “Medical Care
obstruction o Control of pain of the Dying”
o Control of secretions
o Psychological support for patient
o Proximal vs distal lesion differences
Venting ® Purpose and limitations arrange with surgeon
gastronomy
Nausea e Asabove
Wife and children e Psychological support for wife and children:
e Federal Compassionate Benefits Online
Bereavement GPAC Guidelines -
support Grief &
Bereavement
Wife and children ¢ Information re: benefits etc. Anticipatory grief. GPAC Guidelines -
Grief &
Bereavement

Make a follow-up appointment with the wife for
month later or so

Q

Appointments MOA should cancel all patient appointments

Communication e MOA should inform any other practitioners

with other health involved
care providers
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