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Primary Contacts
Program Administrator
Palliative Medicine Residency Program
‐
‐
‐

Administrative issues relating to the scheduling and evaluation of
your rotation (postgraduate and undergraduate)
Call schedule
Leave of absence requests

RPCT Administrative Assistant
RPCT, Élisabeth Bruyère Hospital
‐

Questions or concerns regarding the RPCT rotation and services
should the Residency Program Administrator not be available.

RPCT Coordinator
RPCT, Élisabeth Bruyère Hospital
‐

Questions or concerns regarding the RPCT rotation and services
should the Residency Program Administrator not be available.

RPCT Team Physician
RPCT, Élisabeth Bruyère Hospital
‐

Questions or concerns regarding the RPCT rotation and services
should the Residency Program Administrator not be available.

Program Director
Palliative Medicine Residency Program
‐

Questions, concerns, or feedback relating your Palliative Care
rotation that cannot be satisfactorily addressed by the above
persons

Sarah Marsaw
Élisabeth Bruyère Hospital,
Room 284‐J
Tel: 613‐562‐6262, ext. 4007
Fax: 613‐562‐6371
Email: pmrp@bruyere.org

Brenna Duffey
Élisabeth Bruyère Hospital,
Room 264‐J(e)
Tel: 613‐562‐6398
Email: bduffey@bruyere.org

Genevieve Lalumiere, RNMN
Élisabeth Bruyère Hospital,
Room 264‐J(e)
Tel: 613‐562‐6398
Email: glalumiere@bruyere.org

Dr. Jill Rice
Élisabeth Bruyère Hospital,
Room 264‐J(e)
Tel: 613‐562‐6398
Email: JRice@bruyere.org

Dr. Christopher Barnes
Élisabeth Bruyère Hospital,
Room 284‐J
Tel: 613‐562‐6262, ext. 1319
Email: cbarnes@bruyere.org

Rotation Goals
Welcome to your rotation with the Regional Palliative Consultation Team (RPCT). We look
forward to working with you and wish to make the rotation both educational and enjoyable.
You will be assigned to a RPCT team member on a daily basis. It is important that you discuss
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your goals for the rotation with the members to whom you are assigned. We encourage you to
consider your goals prior to starting the rotation.
In addition to your personal goals for the rotation, we believe the following goals are broadly
important for any learner on a palliative care rotation, as they relate to patients facing life‐
threatening illnesses:
A.
B.
C.
D.
E.

Improve your symptom management skills
Improve your communication and supportive counseling skills
Integrate your clinical skills into an interprofessional patient care team
Adapt a care plan to correlate with a patient’s goals of care
Advocate for patients as a member of a consultation service, and coordinate
with other services involved with the patient’s care
F. Understand and be able to navigate the resources available to palliative care
patients in the community
G. Demonstrate professionalism in all aspects of the rotation

Team Structure & Roles
The RPCT, in conjunction with the Local Health Integration Network (LHIN) is an
interprofessional, specialist‐level palliative care consultation team including physicians and
nurses (nurse practitioners, advanced practice nurse and registered nurse consultants) that
provides support to primary health professionals (family physicians, home care coordinators
and nurses) caring for patients in the community, long‐term care facilities and retirement
homes. The service is based out of the Élisabeth Bruyère Hospital and provides service across
the Champlain LHIN region.
As a learner, you will be assigned to work with one of the members of the RPCT team each day.
You will visit patients in the community to aid with symptom management and/or end‐of‐life
care. Your level of clinical independence will be determined by your experience and
competence in palliative care and community care settings.

Your first day
Please meet in room 264‐J(e) at 09:00 (unless other arrangements were previously made). The
easiest way to this office is to enter at 75 Bruyère St, and not the main entrance at 43 Bruyère
St. The entrance at 75 Bruyère St is closest to the parking lot, has a red overhang, and will also
have a sign outside for the Bruyère Pharmacy. When you enter the building, turn left and go up
the "ramp". At the top of the "ramp" turn right and enter the stairwell "1E" (don't continue
walking down the hall!). Go up ONE flight of stairs, and through the door. Turn right, and the
office will be at the end of the hall on your left.
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You will be asked to sign Bruyère Continuing Care’s Privacy Commitment and Code of Conduct.
After completing the paperwork, you will be given an Orientation with the RPCT staff.
While you are here, you must always wear your ID. It does not matter if it's from your home
hospital or the university, but you must have it. Also, the RPCT does not wear the 'white
doctor's coat', so if you have one, please do not bring it with you to this rotation.

Parking and Transportation
If you require parking, our parking lot is to the east of the building. Because we are on a one‐
way street, it is best to come onto Bruyère St from Dalhousie St, and not Parent St. If you turn
onto Bruyère from Dalhousie, you will see the parking lot on your right, before our big grey
building.
1. You can buy a pass at Accounts Receivable on the first floor of ÉBH (Room 140‐J, 0800‐
1600 Monday to Friday). Upon presentation of the student identification card issued by
your university, the staff will sell you a monthly parking pass, good for 30 days from first
use (approx. $90). Passes are also available for 5 or 10 visits.
2. If required, at the end of the 30 days, visit the Accounts Receivable & Trust office again
to purchase a new parking pass.
3. To use the parking pass, swipe it when entering the parking lot and swipe it again when
exiting.
4. If you only need parking occasionally, daily parking is available and can be purchased
from the pay stations at both parking lots at a cost of $14.
Note: Rates are subject to change. Feel free to check around other places in the Market to see if
you can find something else.
Much of the RPCT rotation involves off‐site visits at other locations including retirement homes,
St. Vincent’s Hospital and patients’ houses. Some days, you will travel with a staff physician or
nurse, but often residents will drive independently. It is important that you keep track of your
mileage for the course of the rotation, as you can be reimbursed at the end. Each date, note
the distance in KM’s that you have travelled, as well as the address or city. Importantly, your
documented mileage must have Élisabeth Bruyère as your “office” (start and end location). At
the end of the month, you can access the travel claim form on the Bruyère Infonet. It must then
be printed and submitted by the RPCT staff. To be reimbursed, you may need to submit a void
cheque to Bruyère Financial Services if you have not previously. Contact Financial Services
directly to confirm.
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Schedule and Locations
Due to the nature of this service (emergency visits, last minute cancellations, etc.), the schedule
on RPCT can vary. Your schedule will be given to you as available. Generally, you can expect a
normal full working day, but some days may allow for personal study time. Your exact start
time each morning will be given to you the day prior.
RPCT weekly rounds take place every Wednesday at 9:00 am at the LHIN Office (4200 Labelle
St., Suite 100). You should park in the visitor parking directly in front of the doors as the
remainder of the parking lot is reserved. Note that you must register your vehicle at the front
desk and get a temporary parking pass for your car each time you visit.
Should your schedule permit, you are welcome to join our teaching sessions below:
LEAP (Learning Essential Approaches to Palliative and End‐of‐Life Care) sessions are held
Mondays, 12:00‐13:00 in room 276‐J except on statutory holidays. You will be exposed to
various modules that will help provide you with essential knowledge and skills development in
providing Palliative Care to patients. Students and residents are expected to attend.
We have “Tuesday Teaching” which could be either the Palliative Medicine Journal Club, WIPs
(Work in ProgresS) or M&M Rounds. They are held on Tuesdays from 1230‐1330 in room 276‐J.
Information is usually emailed a week prior to the session. Students and residents are expected
to attend.
Palliative Medicine Academic Half Days are held most Tuesdays from 14:30‐16:00 in 276‐J.
Palliative Medicine National Academic Half Days occur on Wednesdays throughout the year,
occasionally replacing our Tuesday Academic Half Days. Residents from any speciality who are
on elective with us are invited to attend unless they are required for patient care.
Lunch‐n‐Learn sessions are every Friday 12:30‐13:30 in room 276‐J. This is an informal learning
session, including a round‐table discussion and handover of the patients on the PCU. Students
and residents are expected to attend.
The LEAP sessions, Journal Clubs, Academic Half Days, and Lunch‐n‐Learns are all “lunch‐
friendly”. Please bring your lunch with you.
Palliative Care Regional Academic Rounds are held at May Court Hospice once a month on a
Friday from 08:00 to 09:00. These dates will be communicated by email.

Computer Access
You will be given handouts that include a login for access to Bruyère Continuing Care’s network.
You will be assigned a Bruyère email address and will be expected to check it daily. You can
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check your email via Outlook on the Bruyère desktop, or from home or on your mobile device
at https://mail.bruyere.org. Information from Bruyère Continuing Care regarding outbreaks,
emergencies or other logistics will be sent to your assigned bruyere.org email address, and not
the one used to set up your rotation.
You will also be assigned dictation privileges through Health Records. This information will be
given to your along with your Computer Access package. This is important as most of your
notes will be dictated. If you do not have this number on hand, you may need to contact health
records.
Meditech
You will need to complete mandatory Meditech training for your elective BEFORE YOUR FIRST
DAY. Please visit: http://www.bruyere.org/en/emodule‐meditech to complete the training.
You will need a computer that has speakers. Please complete “MEDITECH EPR 1” and
“MEDITECH EPR 2”.
You will not be permitted to go online at Bruyère until this training is completed therefore it is
fully expected you will have finished this before you arrive. Please send an email to
MedicalAffairs@bruyere.org once you have completed the training and attach the certificates
you will receive. NOTE: UOttawa Undergraduate pre‐clerkships (1st and 2nd year) are not
required to complete this.
Once you log in to the network here, go to Bruyère’s intranet site, Infonet, by launching a
browser and visit the following page, for more information on Bruyère’s
policies:http://infonet/bins/content_page.asp?cid=391‐4392‐12724&lang=1
(Path to this page via Infonet is as follows): Home > Departments > Medical Affairs > Medical
Learners
Please also visit http://infonet/bins/content_page.asp?cid=391‐27663‐27672&lang=1 once you
start for additional information and training.
Connecting Ontario
Before your first day, you will receive an email from Bruyere’s Privacy Officer, with instructions
on how to access Clinical Viewer (Connecting Ontario). This email will include a link to a
mandatory training module that you must complete. This is a separate training from Meditech.
Off‐site Meditech Access
You may access a read‐only version of Meditech from off‐site using Mobile Rounding. See
Appendix “G” for instructions.
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Off‐site EPIC Access
For those with EPIC access, you may find it beneficial for patient care to access EPIC from
outside TOH. We recommend the following link for the quickest off‐site access:
https://myapps.ottawahospital.on.ca/
Password Self‐Service
Please enrol in this service so that you can reset your password after‐hours without the need
for Helpdesk. Find the portal on Infonet in the Quick Links menu on the left side of the
homepage.

Documentation and Charting
At orientation on your first day, you will be informed of the expectations for documentation
and given relevant computer access. This will include access to CHRIS (the portal for LHIN
Home Care documentation).
At each patient visit, you are expected to dictate a full consult or follow‐up note through the
voice transcription system. Your dictated note will be available in 2‐3 days for review. Be sure
to list the name of your staff physician or nurse when dictating, as they will have to co‐sign the
note. You are also expected to document a short CHRIS note with relevant assessments and
care plans.
Additionally, you are expected to update relevant members of the care team with each visit.
This may include the patient’s primary MD, LHIN Care Coordinator, visiting nurse from the LHIN,
etc. In general, most of this contact info can be found on CHRIS or in the patient’s “Chart in the
Home”.

Community Resources
Not all patients wish to be admitted to a hospital for their end‐of‐life care. Some patients are
discharged from hospitals and continue receiving Palliative Care at home, or another facility,
depending on many factors including current and anticipated care needs, expected prognosis,
resources available in the home community, the psychosocial situation, as well as the patient’s
and family’s wishes.
The RPCT’s mandate is to support and empower primary health professionals in providing
palliative care and sees patients in their homes, in long‐term care facilities and in retirement
homes. The team does not take over the care from the patient’s family physician and does not
provide primary care for those patients who do not have a family physician. When a referral is
made to RPCT, the primary physician is contacted to confirm that they will remain the most
responsible physician and able to provide physician coverage 24/7.
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There are many care settings in which RPCT works. Please see Appendix “K” for PC discharge
locations and resources in the Ottawa region.

Call
You may be assigned to the on‐call schedule by the Administrator of the Palliative Medicine
Residency Program. Residents may not do call while on the RPCT rotation depending on the
number of residents doing rotations on the PCU. Medical students do not participate in call on
this rotation.
As a resident or fellow, you will be first call, and supported by a palliative care staff physician. It
is home call, but you may be required to come in to the hospital to assess a patient depending
on the urgency of the call. Do not hesitate to contact the staff physician (second on‐call) if you
have any questions about triaging calls or clinical management.
Call runs from 17:00 to 08:00 the following day. Saturday and Sunday (and stat days), you and
the staff physician will round on select priority patients on the PCU and triage new admissions.
For emergency on‐site visits during silent hours, residents can park in the front hospital
roundabouts without blocking access to emergency vehicles. Residents must notify the
Telecommunication attendant (613‐562‐6262) that they are on route and announce their
arrival by using the intercom system.
If your call ends up converting from home call to in‐house call, or if you are still here after 9pm,
a security card will be required to use the elevators. Additionally, there are two resident rooms
available for on‐call residents, rooms 228D and 211B. Showers are available in room 221B, or in
the locker rooms in the basement. Please see Appendix “H” for a floor map of the rooms.
The process for using the call rooms and elevators:
1. Residents on‐call will present themselves to telecommunications if the key to a call
room is required or if they need access to the elevators after 9pm. Telecommunications
will only provide the key and elevator pass to the on‐call resident for that night.
2. Telecommunications will provide the key to the on‐call resident when requested. The
resident will need to sign out the key and return and sign it back in when leaving.
Medical residents will also have access to the employee lounge in room 201B. The security card
provided at telecommunications should be able to open the lounge.
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Security Escort: You can always get accompanied by the security guard to your car. During the
night shift change, between 23:00 and 23:45, the security guard is posted in the parking lot to
ensure the safety of our staff. If you work late, don’t hesitate to ask a security guard to
accompany you to the parking lot. Simply go to Telecommunications desk to request an escort.
After midnight, the mobile security patrol is available. There is a 15‐20 minute waiting time for
the mobile escort (ÉBH, SVH & SLR).
Contact numbers:
 For PCU paging activity between 07:30 and 23:30, please call Bruyère
Telecommunications at 613‐562‐6262x 0
 For PCU paging activity between 23:30 and 07:30 please call the Contact Center at 613‐
761‐4950.
 If you require security between 23:30 and 07:30 am, please contact Bruyère
Telecommunications at 613‐562‐6262 x 0

Absences
Any absences (vacation, conferences, personal appointments, etc) from your rotation must be
approved by the Palliative Medicine Residency Program prior to the start of your rotation.
Please also ensure the program is aware of any mandatory absences, such as your home
program’s clinics or academic days.
If you are sick, please phone the administrator as soon as possible to inform the team of your
absence. If you cannot reach the administrator, please leave a message and contact your unit
directly. Please follow this procedure for each day that you are sick.
Program Administrator: 613‐562‐6262 x 4007 and pmrp@bruyere.org
RPCT Office: 613‐562‐6398. Inform the administrative assistant of your absence and ask this
person to advise your preceptor.

Evaluation
Ottawa fellows, residents, and medical students will be evaluated on the Faculty of Medicine’s
electronic system. Learners from other Universities will be evaluated as by determined by their
home program. Clinical encounter cards (Appendix “L”) will be used for some of your visits, and
they will feed into your final evaluation. Be sure to discuss this with your supervising staff with
each visit. You are encouraged to ask your supervisors for formative feedback throughout your
rotation. Please advise your supervisors if you have other requirements for evaluation during
your rotation. It is recommended that you discuss your program’s and your own personal goals
and objectives at the beginning of your rotation.
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Web Links
Directions to Elisabeth Bruyere Hospital
Palliative Care Program at Bruyère Continuing Care
Admission Criteria – Inpatient Hospice Palliative Care in Ottawa
Learning Module on Pain – Managing Pain Together
Cancer Care Ontario – Symptom Management Tools
Canadian Hospice Palliative Care Association
Canadian Virtual Hospice
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PALLIATIVE PAIN AND SYMPTOM MANAGEMENT CONSULTATION SERVICE
GUIDELINES FOR OPIOIDS
EQUIVALENCY TABLE OF OPIOIDS FOR PALLIATIVE END-OF-LIFE PATIENTS
Remember:

Morphine (oral) is always used as the drug reference.
These conversions are guidelines but patients require ongoing assessment and adjustments made accordingly.

DRUG
Morphine
Hydromorphone
Oxycodone
Codeine
**Fentanyl transdermal
See example C
25 mcg/ hr
Tramadol/ Tramadol-acetaminophen
** Not recommended for uncontrolled pain

DOSE p.o. (mg)
20
4
10
200
Morphine
100 mg/ 24 hr
Equivalency unknown

DOSE s.c. (mg)
10
2
N/A
100
Morphine
50 mg/ 24 hr
N/A

NB: Meperidine (Demerol) is not recommended for chronic cancer pain, mainly because Normeperidine, its metabolite,
causes seizures (300 mg po Meperidine = 20 mg po Morphine & 75 mg iv/im Meperidine = 10 mg sc Morphine)





SAMPLE CALCULATIONS FOR CONVERSION OF ONE OPIOID TO ANOTHER
Subcutaneous dose is usually ½ p.o. dose.
When converting from one opioid to another, it is often possible to reduce the calculated equivalent dose by 33%.
This is because of incomplete cross-tolerance. When opioids are changed due to toxicity (‘opioid rotation”),
the calculated equivalent dose may be reduced even further (up to 75%).
Breakthrough pain is treated with a prn dose. Patients with constant pain should have both regular and prn
analgesics. The prn dose is calculated as approximately 10% of the 24-hour dose and is made available Q1-2h.

EXAMPLE A : Conversion of Codeine p.o. to Morphine p.o.
Patient’s present dose: Codeine 80 mg p.o. Q4h
Step (1)
From the table above :
Codeine 200 mg p.o. = Morphine 20 mg p.o.
Therefore :
Codeine 80 mg p.o. Q4h = Morphine 8 mg p.o. Q4h
Step (2)

To account for incomplete cross-tolerance, reduce this dose by 33%
Therefore, the starting dose would be Morphine 5 mg p.o. Q4h
The prn dose would be Morphine (5 mg X 6) /10 = 3 mg p.o. Q2h
 As the Morphine tablets are 5 mg, 2.5 mg (1/2 tablet) could be used.

EXAMPLE B: Conversion of Morphine p.o. to Hydromorphone s.c.
Patient’s present dose: Morphine 60 mg p.o. Q4h
Step (1) From the table above:
Morphine 20 mg p.o = Hydromorphone 2 mg s.c.
Therefore:
Morphine 60 mg p.o. Q4h = Hydromorphone 6 mg s.c. Q4h
Step (2)

To account for incomplete cross-tolerance, reduce this dose by 33%
Therefore, the starting dose would be Hydromorphone 4 mg s.c. Q4h
The prn dose would be Hydromorphone (4 mg X 6) /10 = 2 mg s.c. Q2h

EXAMPLE C: Conversion of Morphine to Fentanyl Transdermal *
Fentanyl is a continuous systematic delivery system dosed in micrograms per hour. Conversion to equianalgesic
doses is less well documented by usually based on the p.o. Morphine dosage. The following formula makes it easy
to convert between Morphine and Fentanyl Transdermal.
1. Converting from Morphine to Fentanyl Transdermal
DIVIDE the 24 hr p.o. Morphine dose by 4 for the equivalent dose of Fentanyl in mcg per hour.
2. Converting from Fentanyl Transdermal to Morphine
MULTIPLY the Fentanyl dose in mcg per hour by 4 for the equivalent p.o. Morphine dose per 24 hrs.
Patient’s present dose : Morphine50 mg p.o. Q4h
Step (1)
Morphine 50 mg p.o. Q4h = Morphine 300 mg p.o. Q24h
Step (2)

To account for incomplete cross-tolerance, reduce this dose by 33%.
Therefore : Morphine 300 mg – 100 mg = 200 mg p.o. Q24h

Step (3)

Morphine 200 mg p.o. Q24h = 200/ 4 = Fentanyl 50 mcg per hour
Therefore : the starting dose would be Fentanyl Transdermal = 50 mcg per hour
In this example, morphine would continue to be used as the prn for breakthrough pain.
In this example, the prn dose is Morphine 200 x 10% = 20 mg p.o.Q2h prn

*Hawa L.(1998). European Journal of Palliative Care : 5 (3). p. 77.

Guidelines for the Conversion from p.o. to Transdermal Route and from Transdermal Route to p.o.
 From 12 hours sustained release p.o. to Transdermal:
 Apply the patch and give last p.o. dose
 From Transdermal to 12 hours sustained p.o.:
 Remove the patch and give the first p.o. dose after 8 hours
 From immediate release p.o. to Transdermal:
 Apply the patch and continue to give p.o. for the next 3 doses
 From Transdermal to immediate release
 Remove patch and give p.o. after 12 hours
 From continuous s.c. to Transdermal:
 Apply the patch and continue the infusion for 12 hours at the same time
 From Transdermal to continuous s.c.drip:
 Remove the patch and start the infusion after 12 hours.
Note: Guidelines are very broad and therefore you need to ensure good pain assessment and the appropriate use
of PRN doses during the conversion
Revised: October 2010

Do Not Use

Dangerous and Error Prone Abbreviations, Symbols and Dose Designations
Abbreviation

Intended Meaning

Misinterpretation

Required Term

OD*, QD*
QOD

Every day
Every other day

Mistaken for “right eye”
QD and QOD have been
mistaken for each other,
or as “qid”

Use “daily”
Use “every other day”

D/C
DC

Discharge

Premature discontinuation
of medications if intended
to mean “discharge”

Use “discharge”
or “discontinue”

cc*

Cubic centimetre

Mistaken for “u” (units)

Use “mL”
or “millilitre”

U*

Units

Mistaken for “0” or “4”
Confusion with “0” may
result in 10-fold overdose

Use “units”

IU*

International Units

Mistaken for “IV”
(intravenous) or “10”

Use “units”

µg

Microgram

Mistaken for “mg”
(milligram) resulting in
1000-fold overdose

Use “mcg”
or “microgram”

x 3 d etc.

For three doses, or
For three days

Doses and Days may be
confused with each other

Use “doses”
or “days”

>
<
≥
≤

Greater than
Lesser than
Greater than or equal to
Less than or equal to

Mistaken for “7” or “L”
Confused with each other

Use “greater than”
or “less than”

Confused with each other

Use “great than
or equal to” or “less than
or equal to”

@*
&
+
SC*, S/C* SQ*,
Sub Q*
SL
Abbreviations
for drug names
Trailing zero

At
And
“Plus” or “and”
Subcutaneous

Mistaken as “2”
Mistaken as “2”
Mistaken as “4”
Mistaken as “50” or 5+q

Use “at”
Use “and”
Use “and”
Use “subcut”
or “subcutaneous”

Sublingual

Mistaken for “54”

Use “sublingual”
Do not abbreviate

Lack of leading
zero

X.0 mg

.X mg

Decimal point is
overlooked resulting
in a 10-fold dose
error

*error prone abbreviations often identified in Bruyère chart audits
Prepared November 2012
Adapted from: ISMP's Do Not Use: Dangerous Abbreviations, Symbols and Dose Designations list

www.bruyere.org

Never use a zero by
itself after a decimal
point.
Use “X mg”
Always use a zero
before a decimal point
Use “0.X mg”

Palliative Performance Scale (PPSv2) version 2

Victoria Hospice
PPS
Level

Ambulation

Activity & Evidence of Disease

Self-Care

Intake

Conscious Level

100%

Full

Normal activity & work
No evidence of disease

Full

Normal

Full

90%

Full

Normal activity & work
Some evidence of disease

Full

Normal

Full

80%

Full

Normal activity with Effort
Some evidence of disease

Full

Normal or reduced

Full

70%

Reduced

Unable Normal Job/Work
Significant disease

Full

Normal or reduced

Full

60%

Reduced

Unable hobby/house work
Significant disease

Occasional assistance necessary

Normal or reduced

Full
or Confusion

50%

Mainly Sit/Lie

Unable to do any work
Extensive disease

Considerable assistance required

Normal or reduced

Full
or Confusion

40%

Mainly in Bed

Unable to do most activity
Extensive disease

Mainly assistance

Normal or reduced

Full or Drowsy
+/- Confusion

30%

Totally Bed Bound

Unable to do any activity
Extensive disease

Total Care

Normal or reduced

Full or Drowsy
+/- Confusion

20%

Totally Bed Bound

Unable to do any activity
Extensive disease

Total Care

Minimal to
sips

Full or Drowsy
+/- Confusion

10%

Totally Bed Bound

Unable to do any activity
Extensive disease

Total Care

Mouth care
only

Drowsy or Coma
+/- Confusion

-

-

-

-

0%

Death

Instructions for Use of PPS (see also definition of terms)
1.

PPS scores are determined by reading horizontally at each level to find a ‘best fit’ for the patient which is then assigned as the PPS% score.

2.

Begin at the left column and read downwards until the appropriate 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 repeated until all five columns are covered before assigning the actual PPS for that patient. In this way, ‘leftward’ columns (columns to the left of any specific column) are ‘stronger’ determinants and
generally take precedence over others.
Example 1: A patient who spends the majority of the day sitting or lying down due to fatigue from advanced disease and requires considerable assistance to walk even for short distances but who is
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 this patient may be placed in a wheelchair (and perhaps seem initially to be at 50%),
the score is 30% because he or she would be otherwise totally bed bound due to the disease or complication if it were not for caregivers providing total care including lift/transfer. The patient may have
normal intake and full conscious level.
Example 3: However, if the patient in example 2 was paraplegic and bed bound but still able to do some self-care such as feed themselves, then the PPS would be higher at 40 or 50% since he or she
is not ‘total care.’

3.

PPS scores are in 10% increments only. Sometimes, there are several columns easily placed at one level but one or two 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 correct. The combination of clinical judgment and ‘leftward precedence’ is used to determine whether 40% or 50% is the more accurate score
for that patient.

4.

PPS may be used for several purposes. First, it is an excellent communication tool for quickly describing a patient’s current functional level. Second, it may have value in criteria for workload assessment or
other measurements and comparisons. Finally, it appears to have prognostic value.

Palliative Performance Scale (PPSv2) version 2. Medical Care of the Dying, 4th ed.; p. 120. ©Victoria Hospice Society, 2006.

Victoria Hospice

Palliative Performance Scale (PPSv2) version 2

Definition of Terms for PPS
As noted below, some of the terms have similar meanings with the differences being more readily apparent as one reads horizontally across each row to find an overall ‘best fit’ using all five
columns.
1. Ambulation
The items ‘mainly sit/lie,’ ‘mainly in bed,’ and ‘totally bed bound’ are clearly similar. The subtle differences are related to items in the self-care column. For example, ‘totally bed ‘bound’ at
PPS 30% is due to either profound weakness or paralysis such that the patient not only can’t get out of bed but is also unable to do any self-care. The difference between ‘sit/lie’ and ‘bed’ is
proportionate to the amount of time the patient is able to sit up vs need to lie down.
‘Reduced ambulation’ is located at the PPS 70% and PPS 60% level. By using the adjacent column, the reduction of ambulation is tied to inability to carry out their normal job, work occupation
or some hobbies or housework activities. The person is still able to walk and transfer on their own but at PPS 60% needs occasional assistance.
2. Activity & Extent of disease
‘Some,’ ‘significant,’ and ‘extensive’ disease refer to physical and investigative evidence which shows degrees of progression. For example in breast cancer, a local recurrence would imply
‘some’ disease, one or two metastases in the lung or bone would imply ‘significant’ disease, whereas multiple metastases in lung, bone, liver, brain, hypercalcemia or other major complications
would be ‘extensive’ disease. The extent may also refer to progression of disease despite active treatments. Using PPS in AIDS, ‘some’ may mean the shift from HIV to AIDS, ‘significant’ implies
progression in physical decline, new or difficult symptoms and laboratory findings with low counts. ‘Extensive’ refers to one or more serious complications with or without continuation of active
antiretrovirals, antibiotics, etc.
The above extent of disease is also judged in context with the ability to maintain one’s work and hobbies or activities. Decline in activity may mean the person still plays golf but reduces from
playing 18 holes to 9 holes, or just a par 3, or to backyard putting. People who enjoy walking will gradually reduce the distance covered, although they may continue trying, sometimes even
close to death (eg. trying to walk the halls).
3. Self-Care
‘Occasional assistance’ means that most of the time patients are able to transfer out of bed, walk, wash, toilet and eat by their own means, but that on occasion (perhaps once daily or a few
times weekly) they require minor assistance.
‘Considerable assistance’ means that regularly every day the patient needs help, usually by one person, to do some of the activities noted above. For example, the person needs help to get to
the bathroom but is then able to brush his or her teeth or wash at least hands and face. Food will often need to be cut into edible sizes but the patient is then able to eat of his or her own accord.
‘Mainly assistance’ is a further extension of ‘considerable.’ Using the above example, the patient now needs help getting up but also needs assistance washing his face and shaving, but can
usually eat with minimal or no help. This may fluctuate according to fatigue during the day.
‘Total care’ means that the patient is completely unable to eat without help, toilet or do any self-care. Depending on the clinical situation, the patient may or may not be able to chew and swallow
food once prepared and fed to him or her.
4. Intake
Changes in intake are quite obvious with ‘normal intake’ referring to the person’s usual eating habits while healthy. ‘Reduced’ means any reduction from that and is highly variable according to
the unique individual circumstances. ‘Minimal’ refers to very small amounts, usually pureed or liquid, which are well below nutritional sustenance.
5. Conscious Level
‘Full consciousness’ implies full alertness and orientation with good cognitive abilities in various domains of thinking, memory, etc. ‘Confusion’ is used to denote presence of either delirium
or dementia and is a reduced level of consciousness. It may be mild, moderate or severe with multiple possible etiologies. ‘Drowsiness’ implies either fatigue, drug side effects, delirium or
closeness to death and is sometimes included in the term stupor. ‘Coma’ in this context is the absence of response to verbal or physical stimuli; some reflexes may or may not remain. The depth
of coma may fluctuate throughout a 24 hour period.
The Palliative Performance Scale version 2 (PPSv2) tool is copyright to Victoria Hospice Society and replaces the first PPS published in 1996 [J Pall Care 9(4): 26-32]. It cannot be altered or used in any way other than
as intended and described here. Programs may use PPSv2 with appropriate recognition. Available in electronic Word format by email request to edu.hospice@viha.ca. Correspondence should be sent to Medical Director,
Victoria Hospice Society, 1952 Bay Street, Victoria, BC, V8R 1J8, Canada
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Mobile Rounding tips
1) Logging on:
URL: https://champ-mobile.ca
Remember the domain name: NTSCO
If on a PC, use “Tablet” for logging on. Only use “Smartphone” when logging on with a
smartphone.

2) Physician Notices:
Are not on Mobile Rounding. You still need to check Notices for Team Communication from
MEDITECH 6.07 on the unit.

3) Patient Lists:
Only use “My Admitted” and “Rounds Patients” tabs. Bruyère does not have an Emergency
department and MEDITECH is not yet in scope for Outpatients, so there’s no reason to use
these. Please note that these two tabs are malfunctioning for all partners at this time.

4) Building Cover:
Use “Coverage” tab when you are in the “Patient List” screen.
Can select coverage by provider or location.
Then “Submit”
Use “Clear” if you want to change coverage.

5) Opening a Patient Chart:
Just tap or click on the name of the chart you want to open.
If there are no new results for that patient, use the tabs on the right to navigate to get the
Information you need: “Summary” screen, “Medications”, “Lab”, “Reports”, “Notes”…

6) Summary screen:
Allergies appear here and Problem List will appear here once problems are entered in
MEDITECH.
Please complete your Problem Lists. If you require assistance please review the Problem
List management document for details

7) Registration Data:
Useful for contact information and to clarify Attending and Family Physician. Please note,
Bruyère Social Workers will be entering the SDM information in MEDITECH with Phase 3. To
view the SDM after April 20th, you will need to go to MEDITECH 6.07 Summary Screen, then
Legal Indicators.

8) Results
This tab will only be populated by results from the current day.

9) Vital Signs, Intake and Output
These tabs will have information after April 20th.

10) Medications:
Scroll either with your finger or mouse. Note “Discontinued Medications” appear under Active
Meds, and that list can be long for some of our patients. There does not appear to be any ability
to sort discontinued medications or to see when they were discontinued.
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11) Laboratory:
My favourite part of Mobile Rounding. A Flow Sheet appears under Hematology, Coagulation,
Chemistry, etc… Or you can look at a summary of “Most Recent” Lovely…

12) Microbiology:
Although we don’t have this interfaced, scanned micro reports do eventually show here.

13) Reports and Notes:
You can choose between “Reports” and “Notes”, with the active selection in white.
Under “Reports” select All or Imaging. “Reports” includes DI Reports and other dictations.
Under “Notes” select All or Other Facility. All currently contains the Pre-admission Package, and
will have more “Notes” after April 20th. The Pre-admission package is awkward to view here, as
you cannot rotate pages. Other Facility notes may be populated if the patient was at Montfort
or QCH recently.

14) Code Visit:
Not active for use at Bruyère.

15) Sign:
ESigning not functional from here.

16) Return to Patient List:
Hint: Tiny font in upper right hand corner.

17) Preferences:
You can indicate which patient list you want to show first – My Admitted or Rounds Patients

18) Log Off:
Please note that to log back in, you need to use the original URL: https://champ-mobile.ca
Mobile Rounding will not reopen if the web address extends beyond ca.
Smartphone specifics:
You need to swipe to scroll down your patient list, and swipe to read all allergies and all
medications. The smartphone is a small screen for capturing all our patient info, so please
remember to scroll to see all information.
The tabs on the bottom have arrows which you will be tempted to tap. However, you need to
swipe to the right or left over the tabs in order to get more tabs.
Android specifics:
Google chrome recommended.
As with smartphones, the tabs appear along the bottom and you need to swipe right or left over
the tabs to see more tabs.
If a report is scanned in (eg. Micro), you won’t see a camera. To access the report tap over the
date of the report.
Again, please let me know if you are having difficulties. I will be happy to provide 1:1 support
Dr. Carol Wiebe
EPR Physician Champion

1 April 2015
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PCU Admission template (Guide of key topics, during discussion use in order/flow which feels most natural/logical)
For draft purposes only – shred after documenting in MEDITECH
Name:
Date of consult:
Time in/Time out:
Diagnosis:
Major co‐morbidities/metastatic sites

Substitute decision maker:
Name (s) :

If multiple SDM is first contact identified: yes no
Name:

POA—yes no
Relationship(s)
Contact information:
Phone 1
Phone 2
Other:

Alternate first contact (if not SDM):
Contact information:

Referring MD:

Other contact name (s) :
Contact information
Others involved in care:

Family Physician:
Understanding of illness/ reason for admission
HPI (including relevant treatments w dates)

Social History/caregiver coping etc, Marital status, Children. Occupation, Smoking history. ETOH history (consider CAGE
below before asking patient their current ETOH use ), Other substance (drug) use/abuse; primary support, spiritual
needs/religious affiliation (consider FICA below)

PMHx:

Medications:

Allergies/Sensitivities:

Symptoms: (ESAS as guide) for patients able to complete it should be available for review

Review of systems: (note relevant)
General
HEENT
Resp/CVS
GI (Consider DISH ET below)
GU
CNS
Skin
MSK
Mood
Sleep/Altered sleep/wake cycle:
Perceptual disturbance/hallucinations/delusions (CAM in meditech)
Information from discussion re goals of care

Decision re Bruyere care direction:
R
M&T M C
Relevant Investigations:

Physical exam (include vitals and PPS)

Impression and Plan

SOMCT Short Orientation Memory Concentration Test
No.
Question
Max error
Score X Weight
1.
What year is it now?
1
[] x 4 = []
2.
What month is it now?
1
[] x 3 = []
Repeat this phrase and try to remember it: John Brown, 42 Elgin Street, Ottawa
3.
About what time is it? (within one hour)
1
[] x 3 = []
4.
Count backwards 20 to 1
2
[] x 2 = []
5.
Say the months in reverse order
2
[] x 2 = []
6.
Repeat the phrase just given
5
[] x 2 = []
(a score of 6 or more screens positive for cognitive impairment)

Total Error Score = []/28

The CAGE Questionnaire: (Item responses are scored 0 or 1)
1. Have you ever felt you should Cut down on your drinking? (Cut down)
Score= []
2. Have people Annoyed you by criticizing your drinking? (Annoyed)
Score= []
3. Have you ever felt bad or Guilty about your drinking? (Guilty)
Score= []
4. Have you ever had a drink first thing in the morning to steady your nerves or to get rid of a hangover? (Eye Opener)
Score= []
Total Score= []/4
FICA Spiritual History Tool
F (Faith):
Do you consider yourself spiritual and/or religious?
[Yes][No]
I (Importance): Is your faith or beliefs important to your life?
[Yes][No]
C (Community): Are you part of a spiritual or religious community?
[Yes][No]
A (Address):
How would you like us to address or help you in this area?
DISH ET Bowel Care
D (Difficulty):
I (Infrequently):
S (Smaller):
H (Hard):
E (Effective):
T (Tolerable):

Are your stools difficult to pass?
Are your bowel movements less frequent than normal?
Are your stools smaller than normal?
Are your stools hard?
For you, is your current bowel care effective?
For you, is your current bowel care tolerable? If no, explain

[Yes][No]
[Yes][No]
[Yes][No]
[Yes][No]
[Yes][No]
[Yes][No]

Edmonton Classification System for Cancer Pain (ECS‐CP)
For each of the following features, circle the response that
is most appropriate, based on your clinical assessment of
the patient.

4. Addictive Behavior
Ao No addictive behavior
Aa Addictive behavior present
Ax Insufficient information to classify

1. Mechanism of Pain
No No pain syndrome
Nc Any nociceptive combination of visceral and/or bone or
soft tissue pain
Ne Neuropathic pain syndrome with or without any
combination of nociceptive pain
Nx Insufficient information to classify

5. Cognitive Function
Co No impairment. Patient able to provide accurate present
and past pain history unimpaired
Ci Partial impairment. Sufficient impairment to affect
patient’s ability to provide accurate present and/or past
pain history
Cu Total impairment. Patient unresponsive, delirious or
demented to the stage of being unable to provide any
present and past pain history
Cx Insufficient information to classify.

2. Incident Pain
Io No incident pain
Ii Incident pain present
Ix Insufficient information to classify

ECS‐CP profile: N__ I__ P__ A__ C__ (combination of the
five responses, one for each category

3. Psychological Distress
Po No psychological distress
Pp Psychological distress present
Px Insufficient information to classify
Confusion Assessment Method (CAM) Diagnostic Algorithm
1. Acute onset and fluctuating course? (Acute change in mental status from baseline, fluctuating behaviour through the
day) yes/no
2. Inattention? (Difficulty focusing attention, easily distracted, difficulty keeping track of what is being said) yes/no
3. Disorganised thinking? (disorganized or incoherent thinking, rambling or irrelevant conversation, unclear or illogical flow
of ideas) yes/no
4. Altered level of consciousness? (This feature is shown by any answer other than “alert”, including: hyper‐alert, lethargic,
stupor, or coma) yes/no
The diagnosis of Delirium by CAM requires the presence of features 1 and 2 AND EITHER 3 or 4 CAM Pos (box) CAM Neg
(box)

Please use the “count 20‐1 in reverse” and “months of year in reverse order” (items 4 and 5 from SOMCT) to assess
attention

BIG PICTURE SUMMARY for Management of Delirium in PCU Patients
Routine delirium screening
by interprofessional team
(e.g. with Nu-DESC, CAM, SQiD).
Optimize non-pharmacological
approaches with environmental
modification, verbal and
non-verbal techniques.
Consider administering medication
(e.g. antipsychotic or
benzodiazepine) if patient with
delirium is distressed
(e.g. by hallucinations or persistent
delusions) or a potential risk to
themselves or others.
Manage precipitating causes according to
goals of care and prognosis.
Any delirious patient who has not responded to 3 PRN
doses of antipsychotic or benzodiazepine within an
8-hour nursing shift should at least be discussed with a
physician, and reviewed by the physician when practicable.
Any patient with severe agitated delirium not
responding to non-pharmacological and
pharmacological measures should be discussed with a
physician, and reviewed by the physician on an urgent basis.

Monitor delirium.
The RASS-PAL provides a
snapshot measure of a patient's
level of agitation or sedation.
If medication is used in the
management of delirium symptoms:
Evaluate patient response to administered medication
Assess for adverse effects, such as extrapyramidal side
effects (EPS).
Support patient and family,
including explaining delirium.
Give copy of delirium
patient/family information
sheet or family information
booklet.
Proportionate palliative
sedation (PS) may be required
in the management of
refractory agitated delirium at
the end of life (days to short
weeks) to control persistent
distressing symptoms.
On the PCU, PS is monitored using the RASS-PAL tool.

Examples of commonly used medications for delirium in palliative care patients:

Medications (e.g. antipsychotics or benzodiazepines) may have a role in delirium management if the patient has perceptual
disturbances (e.g. hallucinations, illusions) or if the patient is experiencing distress and/or severe agitation.
Note: Antipsychotics and benzodiazepines can themselves cause increased patient agitation, and can also cause delirium.
Haloperidol (Haldol™), antipsychotic:
Suggested starting dose:
Onset of action = > 1hour (PO), 10-15 minutes (Subcut.)
Peak plasma concentration (Subcut.) = 10-20 minutes
Avoid using in patients with Parkinson’s Disease or Dementia with
Lewy bodies because of the risk of extrapyramidal side effects
(EPS)

Haloperidol 0.5-1mg PO or Subcut. stat
PRN dose: e.g. 0.5 or 1mg PO/Subcut. q1h PRN
If scheduled dosing needed: 0.5-1mg PO /Subcut. 2 to 3 times daily
In elderly/frail patient: start with lower doses,
e.g. Haloperidol 0.25-0.5mg, and titrate gradually

Methotrimeprazine (Nozinan™), antipsychotic:

Suggested starting dose:

Midazolam (Versed™), benzodiazepine:

Suggested starting dose:

Onset of action for PO/ Subcut. injection = 30 minutes
Peak plasma concentration (PO) = 2-3 hours
Peak plasma concentration (Subcut.) = 30-90 minutes

Onset of action for Subcut. injection = 5-10 minutes
Peak effect (for IM Midazolam in adults, as per Lexicomp)
= 30-60 minutes

Methotrimeprazine 5-12.5mg PO or Subcut. stat
PRN dose: e.g. 5-12.5mg PO/Subcut. q2h PRN
If scheduled dosing needed: 10-25mg/24h in divided doses (2 to 3 times
daily)
In elderly/frail patient: start with lower doses,
e.g. Methotrimeprazine 2.5mg, and titrate gradually
Midazolam 2.5mg Subcut. q1h PRN (up to 5mg maximum)
In elderly/frail patient, and in patients with non-malignant COPD:
start with lower doses, e.g. Midazolam 0.5-1mg Subcut. q1h PRN

Tools
Nu-DESC = Nursing Delirium Screening Scale
CAM = Confusion Assessment Method
SQiD = Single Question in Delirium
RASS-PAL = Richmond Agitation-Sedation Scale: Palliative version
Developed by Dr. Shirley H. Bush, on behalf of the Élisabeth Bruyère Palliative Care Delirium Clinical Practice Guidelines Development Team, June 2017.
© Use freely, with credit to the authors. Not for commercial use. Do not modify or translate without permission.
This work is licensed under a Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License.
To view a copy of this license, visit: http://creativecommons.org/licenses/by-nc-sa/4.0/

Palliative Care Discharge Locations and Resources in Ottawa

When patients are discharged from PC inpatient services, such as the PCU or a hospital-based consultation service, the
following locations and resources are available for ongoing PC:
A. Home or Retirement Home (RH) with supports such as:
-

Home Care through the Local Health Integration Network (LHIN)
o Formerly called the Community Care Access Center (CCAC)
Privately hired assistance from various agencies
Support from the Department of Veteran Affairs (DVA) if the person is a veteran
Volunteer support from various community support services, including Hospice Care Ottawa
24-hour access to either the family physician or a palliative care community physician


Note: Several RHs can manage the care of patients that require heavy assistance, including 2 person assist
and/or a mechanical lift.

Medical Follow-Up Options:


The Élisabeth Bruyère Hospital Regional Palliative Consultation Team (RPCT) can offer assistance and advice
to family physicians that will provide PC home visits.



Palliative care community physicians work in teams that cover different areas (postal codes) in the region.
They are usually available to those who do not have a family physician who can provide home visits. Of note,
not all patients discharged from PC will fit criteria for the PC community teams.



Palliative care clinics within the Ottawa Regional Cancer Centre for patients who remain actively followed by
an oncologist.

B. St-Vincent Hospital
-

As part of Bruyere Continuing Care, St-Vincent's can offer complex continuing care to those patients who suffer
from chronic illness and have complex care needs that cannot be managed in another setting.

C. Community Hospitals and Hospices
-

Some smaller communities can provide end-of-life care to their residents in their local hospital or hospices.
Hospices in the Ottawa and Champlain region include: May Court Hospice, La maison Mathieu-Froment-Savoie,
and The Diane Morrison Hospice at The Ottawa Mission, Cornwall Hospice, and Renfrew Hospice.

D. Long-Term Care (Nursing Home) Facilities
-

In keeping with the Home First Philosophy, LTC is not an option that should be discussed with patients and
families
For more information on accessing LTC from hospitals, discuss with Social Work
The RPCT can consult on patients in long-term care facilities

Regional Palliative Care Consultation Team
Clinical Encounter Card
Trainee: ___________________________________
Focus of Evaluation: ________________________
Clinical Setting:

□ Home □ Retirement Home □ Long Term Care

Consultation Type:

□ SVH □ Other

□ New Consult □ Follow Up

Well Below
Average*

Below
Average*

Average

Above
Average

Outstanding

N/A

History Taking
Physical Exam
Management
Communication
Documentation
Collaboration
Professionalism

Strengths

This evaluation was discussed with the trainee:

Areas for Improvement

□ Yes □ No

Evaluator’s name and signature: ____________________________ Date: ___________
Updated: January 14, 2017

*Please explain and provide feedback for anything rated below average.
The evaluation form is adapted from the Ottawa Clinic Assessment Tool (OCAT) in
affiliation with the University of Ottawa Skills and Simulation Centre (UOSSC).
Evaluator guidance on ratings should be based on the following entrustability scale:
Numerical Narrative Level
Anchor
Level
1
Well Below Average No independence
I had to provide full guidance
2
Below Average
Little independence
I had to talk trainee through
3
Average
Some independence
I had to direct trainee occasionally
4
Above Average
Mostly independent
I had to be available just in case
5
Outstanding
Fully independent
I did not need to be present

Form collection:
Please return evaluation form to trainee, who will submit all completed clinical
encounter cards to the clinical preceptor at the end of the rotation to be included in
the final evaluation.

Updated: January 14, 2017

RPCT Common Abbreviations
CITH: Chart in the Home
SMK: Symptom Management Kit
LHIN: Local Health Integration Network
DCC/CC: District Care Coordinator/Care Coordinator (means same thing, at the LHIN)
RH: Retirement Home
LTC: Long Term Care
DOC: Director of Care (in Retirement Home or Long Term Care)
EDITH: Expected Death in the Home
PSS: Personal Support Services
MRP: Most Responsible Physician
CPG: Central Palliative Group ( Palliative Physician Group)
SPO: Soins Palliatifs Orleans (Palliative Physician Group)
CPMA : Community Palliative Medicine Associates (Palliative Physician Group)

