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Objectives

By the end of this presentation the
participant is expected to be:

0 Familiar with the three major foundational supports of a
behavioural support network

0 Able to list three components of what works in building
capacity for regulated health professionals

[0 Be familiar with recent BC initiatives to enhance capacity
among regulated health professionals
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The Journey of Mrs. Tertiary

(A Tale of Transitions)

80 years old, rural LTC 0 Significant medical co-
morbidity:
Dx: Major
Neurocognitive Disorder ® Recurrent UTI
- Alzheimer & Vascular B Constipation
with related Behavioural B Chronic back pain (back
and Psychological SX)
Symptoms of Dementia B Small vessel ischemic
(BPSD) changes - CT Head
B Hypertension
m Parkinsonism (vascular)

PHx: Early onset Major
Depression (recurrent),
Delirium
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The Journey of Mrs. Tertiary

(A Tale of Transitions)

[ransfer 1: “Aggressive”
m LTC staff injured, high dose Haldol
B Acute Care multiple antipsychotics

B Tertiary Care discharged on no antipsychotics,
individualized care plan

[ransfer 2: “Aggressive”
m LTC staff injured, high dose Haldol
B Acute Care multiple antipsychotics

B Tertiary Care discharged no antipsychotics,
individualized care plan
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The Journey of Mrs. A

[ransfer 3: “Just want to make sure
she’s stable”

mLTC recurrent UTI, pain - high
dose olanzapine, morphine,
gravol

B Acute Care Haldol

HLTC stops Haldol

B Tertiary Care
Why isn’t this working?
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Improving B.C.’s Care for Persons with
Dementia (Acute Care/ER)

O Drs. Donnelly/McElhaney - focus group/review of healthcare
professionals/caregivers and their opinions for improving care

Person centered approach Triage

48/5 Screen for delirium

Consumer feedback Assess behaviours’ origins &
follow standard approaches
to management

Least restraint Caregivers

Assess and manage Educate

behaviours
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Workplace Health & Safety

1S NOT PART
OF YOUR JOB

Report all acis of violence and
aggression, including hitting,
grabbing, foul language, and ©
verbal threats to |<86- 8% 7999

For more information about
violence prevention in healthcare,
visit WorkSafeBC.com or phone
604 276-3100 (Lower Mainland)
‘or 1888 621-7233 (621-SAFE)
toll-free in British Columbia.

Get the free mobile
app for your phone
at gettag.mobi.

WORKING TO MAKE A DIFFERENCE J
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National Behavioural
Support System Project

Guiding Principles and Recommended
Components for a Behavioural
Support System

CDRAKE (2011)
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bl \Where to start the discussion on capacity
building and sustainability for regulated
health professionals?
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Behavioural Supports Ontario
www.BSOProject.ca

iPad 7 1:13 AM b 910 mm=
\
£ ﬁ akeresourcecentre.org c al b) +
(%) Alzheimer Knowledge Exchange Resource Centre - Behavi... | Food Informants: A Week In The Life Of Thomas Szymanski,..
- -

Events | Presentations | Pecple | Communities of Pr.

Here you will find links o resources, tools and people related to Behavioural Supports Ontario (BSO). The
RIGHT CARE al the RIGHT TIME and in the RIGHT PLACE; BSO enhances the health care

services of seniors across Ontario, their families and caregivers, who live and cope with responsive.
benaviours associated with dementia, mental liness, addictions and other neuralogical condtions, when
they require it and wherever they live, at home, in long-term care or elsewhere

Discover new resources, knowladge Find answers to your questions, engage
and people you need to achisve your with others on topics, and make new
goals: things possible:

« Leam about the BSO Project » Have a question? Ask the

o Access informatian about the BSO communit
Project » Join a Community of Practice or
« Browsa Responsive Behaviours Collaborativ

and Complex Need resources

« Browse ALL Dementia related
resources by topie

* View presentations

+ Find YOUR Local BSO Lead
+ Participate in events

hasted by demetsknosigesaker 1

Recieve My AKE Connection emails on updates, events and epportunities.
signeup | Issue 27 | BSO News Archive

= Capacity Bullding Suite / Decision Tree
= Complex Care Resolution For Older Adults with Responsive Behaviours
« Primary Ca
« National Bel

Strategic Elements
ural Support Systems Guiding Principles and Recommended Components

ALL Responsive Behaviours and Complex Needs Resources

Alubwiregr Riveas Alsbei
= Knowledge pour e
Bchange . connatssances

Alzheimer

ndex

noosQ

Featured

Getting Home Safely, A Hospital
Discharge Guide for Older Adults &
their Families, Canadian Gerlatrics
Soclety

The G& Dementia Summit: A Glant
Step Forward for Dementia - Event
Recording

Making Decisions: Dementia and
Living at Home - Event Recording

Strategic Engagement of Primary
Care to Imprave Care for Seniors with
Complex Care Needs

o Session ane - Event Reconding

@ Session two - Event Recording

a Sassion thrse - Event Recording

Shifting Focus - A guide to
understanding dementia beha
Evant Recording

o Shifing Focus Guide (Boak!

o Shifing Focus Guide (Full Varsion)

Quality Palliative Care in LTC - Event
Recording

Responsive Behaviours and Complex
Nesds Resources

Driving and Dementia e-¥odule

Sharing and creating knowledge together to improve practice

WHAT WE DO WHO WE ARE MORE
Our Approach About Us Behavioural Supports Ontario
Partnerships Contact Join

Privacy & Terms

Logia]

Alzheimer’s Knowledge
Exchange Resource Centre

www.akeresourcecentre.org
Early adopter LHNs

BETSI

(Behavioural Education and Support Inventory)

In-House BSO Teams

BSO Interim Evaluation
(Hay Group Health Care Consulting)
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Three Pillars Foundation for an Older
Adults’ Behavioural Support System

Distance Learning Group: Ontario BSS July 2010

1 yj
System Interdisciplinary Knowledge Care Team
Coordination Service Delivery & Capacity Building
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Foundation for an Older Adults’
Behavioural Support System

System
Co-ordination

[es, what is it? I'm very busy ... !"
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The WHO MIND Project

Key Recommendations For Service Organization
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&
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S V'The‘WHQMIN:D' Fr&iect%‘ﬂeuﬁl"immdvem@ﬁt'tor Nations Development
Department of Mental Health & Substance Abuse, WHO Geneva !

728N World Health
s Organization
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Behavioural and psychological symptoms of dementia:
a seven-tiered model of service delivery

(Brodaty et al. 2003)
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Geriatric Psychiatry — Continuum of Care

BRODATY MODEL
OF SERVICE DELIVERY PRIMARY
(MJA 2003 VOL 178,231-234) (COMMUNITY) SECONDARY TERTIARY
(Int J Geriatric Psychiatry
2006;21:645-653)

Tertiary Acute

Ger Psych In-pt

TIER 7 4
Intensive Specialty Service

A,

Tertiary
Rehabilitation

TIER 6

Psycho geriatric In-Patient Acute Care Hospital
Specialized Residential Care Ger Psych In-pt beds

A

. Tertiary Residential |«

A

Long Term Care

_ TIERS Special Care Unit (SCU)
Geriatric Mental Health L L
Outreach y Geriatric Psychiatric

(Interdisciplinary Day Hospital
Collaborative Care) (Intensive Ambulatory Treatment)
A,

Long Term Care
(LTC)

TIERS1-4
Geriatric Mental Health Outreach
Program or Geriatric Outpatient Home/Assisted Living [«
Consultation or Collaborative <
Care with Primary Care Physician
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Foundation for an Older Adults’
Behavioural Support System

Interdisciplinary
Service
Delivery
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Interdisciplinary Service Delivery

Level I/II evidence to support the
effectiveness of inter-disciplinary
outreach services that utilize a liaison-
style approach to residential facilities

Increased effectiveness of geriatric

psychiatry inpatient admissions with

post-discharge community follow-up
(Draper B. 2004)
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Evidence Demonstrating that a Geriatric Psychiatry Outreach

Liaison Service to LTC Can Reduce In-patient Admissions
(Ward C. & Rivard M., 2005)

Liaison:

B 1.2% patients in LTC required admission to
geri psych inpatient service

Consultation:
E 3.2%

Prevent 4 admissions per year; cover cost of
outreach RN
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www.mentalhealthcommission.ca
/seniorsquidelines

Service Delivery Models & Proposed
Model

Core Components of an Integrated
Mental Health Service System for Older
Adults

Staffing Benchmarks for Specialized
Seniors Mental Health Services
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Geriatric Psychiatry — Continuum of Care

BRODATY MODEL
OF SERVICE DELIVERY PRIMARY
(MJA 2003 VOL 178,231-234) (COMMUNITY) SECONDARY TERTIARY
(Int J Geriatric Psychiatry
2006;21:645-653)

Tertiary Acute

Ger Psych In-pt

TIER 7 4
Intensive Specialty Service

A,

Tertiary
Rehabilitation

TIER 6

Psycho geriatric In-Patient Acute Care Hospital
Specialized Residential Care Ger Psych In-pt beds

A

. Tertiary Residential |«

A

Long Term Care

_ TIERS Special Care Unit (SCU)
Geriatric Mental Health L L
Outreach y Geriatric Psychiatric

(Interdisciplinary Day Hospital
Collaborative Care) (Intensive Ambulatory Treatment)
A,

Long Term Care
(LTC)

TIERS1-4
Geriatric Mental Health Outreach
Program or Geriatric Outpatient Home/Assisted Living [«
Consultation or Collaborative <
Care with Primary Care Physician
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What works?

Capacity Building & Sustainability for Regulated Health Professionals

[0 Staff education, training & coaching
[0 Develop practical evidence-based resources

[0 Use of quality indicators & evaluation

(Collett et al. 2009, Moyle et al. 2010, Gibson et al. 2010)
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“Only after we understand the
behaviour can we meaningfully
manage the problem”

(PIECES Consultation Team 02-10-03)
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P.I.E.C.E.S.
WWW.piecescanada.com

Physical
Emotional
Intellect
Capabilities
Environment
Social
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P.I.E.C.E.S.

What is it?
A Model for Collaborative Care and Changing Practice

Who are the Target Groups of Learners & Participants?

Regulated Health Care Professionals (RN, RPN, NP, OT, PT, SW) and their associated
programs and organizations (internal and external) and the people they serve

Who is the Population it Addresses?

Individuals complex physical, cognitive/mental needs and behaviour changes




P.I.E.C.E.S. Approach

Provides:
+* Common vision and set of values

** Common language and knowledge for
communicating across the system

** Common yet comprehensive approach
for thinking through problems

** Tools and methods to support a
collaborative care approach B

)




PIII EICI EISITM
A Model for Changing Practice

P.I.E.C.E.S.™ Leadership & Performance Improvement

Program for Senior Leaders

8-

P.I.E.C.E.S.™ Education Programs
for Regulated Staff

-

Foundation for Practice Change:
Common vision, language and approach




Remember! Always use the problem
solving 3 question template!

What has Changed? Think atypical!
What are the Risks &Causes?
What Is the Action?

L] Investigation
L1 Interaction
L] Intervention

W




P.I.E.C.E.S. Applications

(Regulated Health Professionals)

[0 Residential care

[0 Home and Community Care

[0 Acute Care

[0 Geriatric Mental Health Outreach Teams

[0 Other ie. Neuropsychiatry
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Why P.I.E.C.E.S for Tertiary?

(Kamloops P.I1.E.C.E.S. Demonstration Project)

0 Patients with complex
physical,
cognitive/mental health
and behavioural issues

Hillside Centre
Tertiary Acute Facility

[0 Enhance quality inter-
disciplinary care

[0 Workplace health &safety

[0 Develop leaders in
geriatric mental health
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P.I.E.C.E.S. Steering Committee

Tertiary TRU

B C. Ward (co-chair) B B. Paterson (Dean of
B S. Mitchell (co-chair) Nursing)

B S. da Silva (sponsor)

®m M. Mackinlay Acute

B C. Wu (Evaluation) B D. Chaplain

® ]. Dobson ® J]. Howie

Elderly Services ] ]
Program RESIdeI‘Itlal

B B. Prystawa = M. Hazel

B R. Samson
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P.I.E.C.E.S. Leadership Committee

(Kamloops P.I.E.C.E.S. Demonstration Project)

P.I.E.C.E.S.
“It's what we do.”

(P.I.E.C.E.S. Cohort Evaluation)
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P.I.E.C.E.S. & BC Initiatives

Kamloops Demonstration Project
(IHA, 2012)

Provincial Residential Care (2013)

Provincial Tertiary Mental Health
(2014)

C. Ward Tertiary Mental Health IHA



What works?

Capacity Building & Sustainability for Regulated Health Professionals

[0 Staff education, training & coaching

[0 Develop practical evidence-based
resources

[0 Use of quality indicators & evaluation

(Collett et al. 2009 Moyle et al. 2010 Gibson et al. 2010)
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i B.C. senior drugged against
family's wishes

‘Dementia patient given risky anti-
psychotic drug to control behaviour’

By Kathy Tomlinson, CBC News
Posted: Feb 8, 2011 6:16 AM PT
www.cbc.ca/news/credit.html
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The Antipsychotic Concern

O 2002, 2004, 2006, 2007 -

Health Canada Advisories,
about mortality risk and
adverse reactions
antipsychotic use -
risperidone only approved
medication for BPSD use

June 2009 - CIHI Analysis
in Brief released, 2006-07
data - 37.7% of seniors
in nursing homes were
using antipsychotic

gl‘é.l?§ (Manitoba, NB and

0 December 2011 - BC MoH

Review of antipsychotic
drug use in residential
care facilities;

Plan B (April to June
2010) indicated 50.3%
residents (n=30,032)
prescribed an
antipsychotic.

Missinfg information: how
long? for what condition?
Prn use or regular? Actual
use vs presciptions
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History of the BC BPSD
Algorithm

0 Original work written in
2010 for the Phased
Dementia Pathway in IHA - |
Elisabeth Antifeau & Carol ek
Ward; P

. “The evidence indicates
[0 BC MOH - Best Practice
Guidelines for that successful

- management of BPSD
Accommodgglsng ii“d requires care providers

Nanag to understand and
zR(? 1S ic)l_entlal Care (Oct accommodate BPSD,
! not control it”.

IH Phased Dementia
0 Jan 2013 - August 2013: Pathway

Consensus BPSD Algorithm
-Working Group

Antifeau & Drance



What is the purpose of the
BC BPSD Algorithm?

[0 Simple, comprehensive one stop resource

[0 An interactive and decisional resource tool to guide
interdisiplinary care when faced with the behavioural
and psychological symptoms of dementia;

[0 Provides care staff, family physicians & clinical experts
with access to:

B Best Practice recommendations for assessment, care-
planning and medications recommendations in a logical
flow;

B Evidence based assessment tools
B Clinical references and information (e.g., which behaviours

~__respond to medications, and whichdont)

Antifeau & Drance



Who worked on the Algorithm?

O
O
O

OO0

Chaired by Elisabeth Antifeau
MOH support: Anna Gardiner
Inter-professional group

Nursing

Family Practice, Geriatric Medicine & Psychiatry
Residential Care Directors of Care
Administrators

Pharmacy

Mental Health Workers

Educators

Representatives from each health authority
Consensual decision-making process

(Best provincial project/process I have been
involved with related to MOH in past 25 years)

Antifeau & Drance



www.bcbpsd.ca

1:24 PM
bcbpsd.ca
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www.bcbpsd.ca

T 1:23 PM 100%, =)
< > M bebpsd.ca e M O +

and M. ing BPSD in Resi ial Care

®
e BPSD Algorithm ©

Partl
Interdisciplinary Decisional Support for BRSD

|~ Assessment

# Problem Solving

i Care Planning / Evaluation

Part 2

Reassessment with Family Physician or Nurse Practitioner for BPSD

| Assessment

# Medication Options

i Care Planning / Evaluation

o Evaluate @ Flow Chart

C. Ward Tertiary Mental Health THA



Key Features-
Practice Supports

Information about Physical/Chemical Restraints
Provincial BPSD Clinical Algorithm Review Working Group

A restraint means any chemical, electronic, mechanical, physical or other means of
controlling or restricting a person in care’s freedom of movement, including
accommodating the person in care in a secure unit!

Chemical Restraint versus Treatment:

When a medication is used with the specific intent to reduce a person’s mobility, or
promote sedation beyond that required to establish a normal sleep cycle, then it is
considered a chemical restraint.

Thls should not be confused with medications used to treat drug responsive

ic d with specific medical and psychiatric
diagnoses. A medication prescribed as part of assessment and rational plan of care,
whether on a scheduled or as needed basis, is a treatment, not a chemical restraint 2.

Consider the following:

e Arestraint may be used in an emergency without consent?, if facility staff need to
respond immediately, to preserve the person in care’s life, or to prevent serious
physical harm to the person in care or others. If an emergency restraint is used
this must be reported to the substitute decision maker after its use as this isa
reportable incident.

* Inanon-emergency,a mstmmt may be used if there is agreement for its use in
writing by the most i AND by the person
in care or their substitute decision maker.

Any use of must be and

Arestraint must be reassessed at least once within 24 hours after first use. If the
need for an emergency restraint continues after 24 hours, both the person in care or their
close family member or substitute decision maker AND the most responsible
physician/nurse practitioner must agree to its continued use.

See your health authority/organizational policy about use of restraints

Resudenua! Care Regulation - see www.bglms&a
2004). D

ing to issues of restraint in aged care. Australian
Govcmmzm. Department of Health and Ageing. Remeved April 5, 2012 from
/l health.gov. AE6A3DECS0534D27CA256F4700° CFF/SFile/d
: as cited by Interior Health draft pollcy
3 Residential Care Regulation S.74(1)a
“ Residential Care Regulation S.77
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Call for Less Antipsychotics in
Residential Care (CLeAR)

BC Patient Safety & Quality Council

CJAIM:

Achieve a reduction of 50% in the
inappropriate use of antipsychotics
in participating facilities across the
province through evidence-based
management of BPSD for seniors

living in residential care by Dec. 31,
2014
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What works?

Capacity Building & Sustainability for Regulated Health Professionals

[0 Comprehensive, integrated multi-disciplinary
assessment

[0 Staff education, training & coaching
[0 Develop practical evidence-based resources

[0 Use of quality indicators & evaluation

(Collett et al. 2009 Moyle et al. 2010 Gibson et al. 2010)
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Age at first psychiatric hospitalization

(Annual Hillside Research Report 2012/13)

Percentage

70%
60%
50%
40%
30%
20%
10%

0%

1

]

0-14

15-24 25-44

45-64 65+

Age at first hospitalization

W Adult ®@Geriatric [ Neuropsychiatric

Unknown
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The mean Neuropsychiatric Inventory (NPI-NH)

total score at admission and discharge by program
(Annual Hillside Research Report 2012/13)

Average NPI total score

90
80

70 -
60 -

50

40 -
30 -
20 -
10 -

Geriatric

B Admission

Neuro

Program

E Discharge
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Psychotropic profiles (%)
at admission and discharge

(Ward C. & Wu C, Poster, CAGP, Banff, 2012)
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Knowledge Exchange Platforms

In PErsoOnN (ie. P.I.E.C.E.S., Practice Support Programs for
Family Physicians, www.gpscbc.ca)

Webinar

Collaborative technology (social media,
document sharing, web)

Communities of practice (CoP)

(Megan Harris, AKE)
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A Knowledge Transfer Study of the Utility of the NS Senior’s

L
[
O

Mental Health Network in Implementing Seniors’ Mental
Health National Guidelines

WWW.ccsmh.ca
Case-based teaching modules

Delivered by provincial health network (NS-
SMHN)

Increased access to local and regional change
champions

Formal health network model might promote
knowledge transfer

(Bosma M. et al. CGJ 2011)
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http://www.ccsmh.ca/

Seniors Health Strategic Clinical Network
www.albertahealthservices.ca

Effective Knowledge

Transfer at the
organizational

level requires:
leadership ‘change
champions’

good facilitation
active participation of
stakeholders
(academics, planners,

NGOs, consumers,
service providers)

(Chambers L. & Le Clair K.,2010)
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The Journey of Mrs. Tertiary

(A BC Tale of Transitions)
Capacity & Sustainability Strategies for Regulated Health Professionals

Capacity Sustainability
0 Continuum of care (IHA) 0 Formal network

O Comprehensive, integrated [0 Focus on enhancing

inter-disciplinary collaborative/shared care
assessment service delivery

[0 Staff education ie. . :
P.I.E.C.E.S., training & O Continuous quality
coaching improvement/evaluation

[0 Develop practical evidence- [ Role for academic

based resources ie, centres (CanMEDS-Manager)
www.bcbpsd.ca
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Canada Needs a National
Dementia Strategy

Monetary Costs of Dementia in the
United States

NEIJM 2013,368:1326-34

0 the total monetary cost of dementia in 2010 was
between $157-$215 billion

[0 dementia among the diseases that are the most costly to
society

[0 similar to direct health care expenditures for heart
disease and significantly higher than cancer

C. Ward Tertiary Mental Health IHA



The End
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