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Integrated palliative care is about o
professional networking rather than QEoLEl
standardisation of care: A qualitative %%:m
study with healthcare professionalsin 19 %

integrated palliative care initiatives in five

European countries
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Abstract

Background: Integrated pallative care aims at improving coordination of palliative cre services around patients” anticipated neads.
However, International comparisons of how integrated palliative care 2 implemented across four key domains of iIntegrated care
{content of care, patient flow, Information logistics and availability of (human) resources and material) are hoking.

Aim: To examine how Integrated pallative care mkes shape in practice across abovementioned key domaine within several Integrated
pallztive care Inftiatives In Europe.

Design: Qualitative group interview design.

Settingiparticipants: A totzl of |9 group interviews were conducted (2 In Belgum, 4 In the Metherlands, 4 in the United Kingdom,
4 in Germany and 5 In Hungary) with |41 healthcare professionals from several Integrated palllztive care Inftiatives In five European
countries. The majority were nurses (n= 66; 46%) and physicars (n=>50; 35%).

Results: The dominant strategy for fostering integrated palliative care i bullding core teams of palliztive cre specialists and extended
profeszional networks based on personal relationships, shared norms, values and mutual trust, rather than developing sandardized
Information exchange and refierral pathways. Providing integrated pallative care with healthcare professionals in the wider professional
community appears difficult, az a shared proactive multidisciplinary palliztive care approach iz lacking, and healthcare professionals
often do not know palliative care professionals or services.

Conclusion: Achleving better palliztive care Integration Into regular healthcare and convincing the wider professional community k= a
difficult task that will @ke time and effort. Enhancing sndardisation of palllative care Into education, referral pathways and guidelines
and sandardised Information exchange may be necessary. External authority (policy makers, Insurance companies and professional
bodias) may be needed to support Integrated pallative care practices across settings.
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Core tenm
Ineludes physician s and nurees who (or some of them) are pallistve care geeciahd e
In many cases the core tean al w0 includes a mumber of otber HCPs (eg. spntual caregver, ey cholog st social worker, or
physathenpit, accupataml thempist, ete.).
HCPs in the care tem are aflen fram the same institubion and mest sch ather an daily or weekly hst, eg. inmulochsc-
plinary eam mestmgs (MIOTE),
W ithin the core team stand ardi sed prodocols and guidehnes for providing palhabhve care and transterm g mformsh on ane
oftenused
Includes FCPs that imbaded the [PC imbatve and who share o proactive multeliscplmary o llmtive care vision which they
strongly mim oo inlegmie o regular care, To achieve this vim, they depend an callabombian with HCPs in the extended
profession al network and wider professional community,

Extended professonal netw ork
«  (Men mvobves GP 5 as well as mdividual hespital specialists In some imitatives also other HCPs are imv olved e g pallia-
tiv & care nurses, communi by matrons, specialised beart i lure nures, social workers, phy siotherapises, oceupational theroe
pists
Same HUPs from the extended professoml netwark are trumead i pallintive care,
Collaboration with the core team is m occasion and nob stndardized by mem s of protocols or pathw ays,
H{Ps from the extended profess cnal netw ork and core team d o not meet each other on a regular bag s and they are oflen
nat part of regu ar MDTs
Indmvidual HCPs from the extended profess oml netw ork w ork mgetherwith the core teamn, becaus::
5 they share values: they endome o pronctive multdiscphmry palhatve care apprmch and theretore recagmaee the
nead to work together with the core team, o
o they have developed a trusied relat cnship with HCPs from the core feam, or
they orce beard about the additiorl v alae ofiovoblying pad latv e care (profess onads) and theredore they arewilk
ng o work together with the core beam.
The harder al the extended prafessiom] netwark 15 permenhle: all those from the wider professional commumity wha ane
willmg to work together can become inv olved.

L]

Wider profesional community
Mamby 1y olves hospital srecialigs and GPs, bul al s other profesional domams, (Wider community could also mean
hieal theare professionals within the same irstitEion).
Irv clves irdvi dual profess onal swhodo mot work together with the core eam, becase:
o theirwarking culture 5 hasad an cunng which does nat provide mam o { timely) mllatve cre, ar
o they donathave pallmive knowledge, and
o they donolre cognize the additimal value of my olving palliative care (profession als)
HCPs inthewider professiomd commurnty could easily become part of the ex terded profesa onal ety ork, 1.e, when they
become mw are o' the addio onal val ue of pal liakey e care,
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Background: Integrated pallative care aims at improving coordination of palliative cre services around patients” anticipated neads.

However, International comparisons of how integrated palliative care 2 implemented across four key domains of iIntegrated care

{content of care, patient flow, Information logistics and availability of (human) resources and material) are hoking.

Aim: To examine how Integrated pallative care mkes shape in practice across abovementioned key domaine within several Integrated
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DOMICILIO; Equipos de atencion
primaria + (E. De Soporte)

Integracion basada en complejidad

Pacientes en faze Fmal de Vida can
complicaciones medica-quir(rgicas
ue nefuieren un ingreso cortg hasia
estabilizacian.

Pacientas &n faze Fmal de Vida que precisa
ingan hosprtalano para gEl'Entizar
11 canfiart.

Pacientas an faze Fmal de Vida can
prondstica de supervivencid mas o menos
largo que no pueden ser cuidades en el
prapsa domicilio.

Pacientas an faze Fma de Vida con desan de
permanacerr &n &l domicilia y Sin critenos de

n:Tq!lulldid que lo contrdingiquen.



A. Identificacidn en cualguiar nivel asistencial y lo mds precozmente posible a los pacientes

suscaptibles de CP

L Fornentar I3 responsabilidad de 13 identificacion del paciente en situacidn de final de vida.

2. Articular mecanismos de identificacion del paciente al final de I3 wida en cudlguier contacto,
incluyendo los servicios de urgencias.

3. Potenciar la deteccidn precoz en los grupos mas wulnerables (no oncoldgicos. n
adolescentes, institucionalizados, etc.).

4. Fomentar |3 inclusién de alertas especificas que identifiquen o sugieran a pacientes susceptibles
de CP en I3 historia clinica electronica.

5. Fomentar [3 utilizacidn de los codigos especificos de 1a CIE para diagndsticos relacionados con
CP (V847 en I3 CIEFMC).

é. Realizar una primera estratificacidn en funcidn de los factores de complejidad descritos

B Elaboracitn de un Plan de Arencion Individualizado

| Elaboracidn del Plan de Atencién Individual (PAI) como elemento clave de I3 historia que recoja
I3 evaludcion integral de las necesidades del paciente y su familia.

2. Facilitar |3 toma de decisiones favoreciendo la participacion del paciente y su familia segin
sus necesidades, deseos, valores y preferencias y de acuerdo 3 estdndares de una asistencia de
calidad al final de la vida.

3. Promover informacion sobre el documento de Voluntades Anticipadas.

4. Revision periddica del PAl adecuandolo a las necesidades evolutivas, especialmente en los
wltimas dias.

5. Fomentar el trabajo interdisciplinar y en equipo.

&. Desarrollar mecanismos de gestion y transmisidn de (3 informacidn.

I Favorecer la formacion basica en CF de los profesionales sanitarios.

C. Garantizar la continuidad asistencial

L Organizécion de recursos pard garantizar asistencia 1as 24 horas del dia.

2. Promover actividades para mejorar 13 coordinacidn entre los diferentes recursos asistenciales.
3. Favorecer recursos de cuidados paliativos avanzados en hospitalizacidn de crdnicos y de
larga astancia.

4. Disponer de recwsos necesarios pard prestar los CF & [3s personas institucionalizadas.

3. Establacer und coordindcion entre servicios sanitarios, centros Sociosanitanios y recursos sociales.



Equipo de soporte en Cuidados Paliativos Hospitalario

Recibe a pacientes denvados de otras unidades hospitalanas y adecua sus onentacion diagnostico-
terapéutica hacia los cuidados paliativos. bn algunas ocasiones el diagnostico de terminalidad es reciente,
precisando adecuar |2 informacion, modular el impacto y realizar una propuesta de abordaje paliativo dentro
del hospital y posteniormente fuera de él. En otras asume o colabora en el abordaje paliative del caso desde
una mirada interdisciplinar buscando adecuar el sistema sanitano a las necesidades globales del paciente
y su familia promoviendo 13 coordinacion con otros recursos intra y extra-hospitalanos. Realiza ademas
formacion, docencia e investigacion. Su posicion en la hospitalizacion de agudos le provee de todos los
recursos y toda la tecnologia al alcance de nuestro sistema.

Funciones:
® Arender y/o coordinar |a atencion de los casos diagnosticados en el ambito hospitalario
Actuaciones especificas:

= Valoracion integral de casos nuevos

Resolucion de interconsultas de pacientes no a su cargo

& Asesoramiento telefonico a profesionales

® Coordinacion con otras estructuras (servicios sociales, hospitales de media larga estancia, hospitales
de agudos._)

® Cooperacion en el seguimiento especialmente de los casos de mayor complejidad

= Seguimiento en consultas extemas de pacientes compartidos con otras especialidades (Neurologia,
Cardiologia, Neumologia etc)”. Es un trabajo afadido y que aporta especificidad al equipo, al intervenir
de forma mas precoz en algunas enfermedades tipo ELA, Fibrosis pulmonar, insuficiencia cardiaca, etc.

@« Atencion directa integral e interdisciplinar a pacientes a su cargo

# Fomacion Continua en el ambito hospitalanio
® Investigacion y Docencia






