Suggested Key M essages of the Pallium Foundation of Canada emerging strategies for
Dr. Pereira meeting with Hon. Jim Flaherty on March 7, 2011

Extend an approach that has worked well for a decade, with rootsin rural and remote Canada. Early lesson
we learned in Pallium /11 - tackle the priority palliative and end-of-life care issuesin primary-care in rural
Canada in a practical, sensible way and the applications will be adopted by othersin larger centres.

Help address the priority issues associated with determinants of health in rural Canada associated
with supporting the seriously-ill and dying:

0 Marked recent and growing trend to ‘ baby boomers cashing out’ on home equity gainsin
large urban centres and migrating to rural Canadian centresin later years.

o Community supports to strengthen family caregiving as local labour force supports (e.g., difficult
to balance organizing care/services or ‘ being there’ for mom and dad and to be in the oil patch,
mining, farmer’ sfield, etc. —thisislinked to skilled labour availability going forward).

o Community supports to mitigate crime (e.g., note the growth in domestic homicide-suicide,
growth in opioid-related crime in community pharmacy/homes, etc.).

0 Earlier business continuity intervention to help small and medium-sized businesses continue
in the event owner-manager or key principal becomes seriously-ill or dies AND puts local
employees out of work (e.g., ‘ Steve Jobs' effect is not only for Apple, it will happen with
more frequency in Canada, with extra-ordinary impact in rural Canadian communities).

Strengthening community supports and improving access to local health services will not eliminate
callsfor euthanasia and assisted dying, but it will predictably greatly reduce them and the associated
crime making impact.

We need support and afive year project mandate to ‘ pick important problems and fix them’ and to
‘pick important strengths and expand on them.” We will jointly (across provinces/territories) pick 12
important issues associated with serious-illness and dying (from a combined health and community
economic devel opment focus) and work on them over five years - they will be ‘the dirty dozen.’
Commit to measurable progress and accountability for specific, measurable and achievable goals.

Goal — keep the aged and seriously-ill and dying out of institutions and properly supported in the
community as long as possible and clinically-appropriate.

How we care for the serioudy-ill and dying is a keystone for how our health care delivery systems
are working/impacts public confidence (quote by Dr. Don Berwick, IHI @ Harvard; now Obama
administration head of US Medicarein Joanne Lynn et. al., sourcebook on improving EoL care).

If we can tackle *a dirty dozen’ issues over 5 years, we can make a serious dent in improving health
and ancillary service delivery and strengthen local economies; will take an accountable * Social
Return on Investment’ [SROI approach] (e.g., could be a‘light house’ style initiative leading into
2013/2014, in renegotiating health transfers to provincedterritories).

A modest investment of $40 million over 5 years for Pallium Foundation of Canada/pan-Canadian
partners to implement a Canadian Compassionate Communities initiative, ideally together with
regional economic devel opment agencies/Canadian Community Futures corporations (note —
especially important for rural Ontario and critical for Alberta/Sask to strengthen local supports,
including ‘fly in/fly out’ of skilled craft labour/trades from Atlantic Canadalocales to oil sands).

The Canadian research community needs $20 million over 3 - 5 years to be administered jointly with
CHSRF/CIHR/SSHRC to support priority research in health services and medical humanities/social
science questions about improved access, improved quality and improved health service delivery.

Two reasonable, accountable twin SROI-based investments will strengthen demonstrable supportsin
rural Canada, will have broad, general ‘ benefits to Canadians on priority concern issues and further
leverage critical things that provinces/territories will need to do anyway in community economic
development, criminal justice administration (e.g., elder abuse, euthanasia investigation, domestic
homicide-suicide) and health services, while respecting traditional F/P/T relations.




The Need for a Palliative & End-of-
Life Care National Strategy. _

The impact on the economy,
individuals, families
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Lessons from the Canadtan P/atllum Project (funded by Prrmary Health Care
Transition Fund 2003-2007):

~ Extend an approach that has worked well for a decade, with roots in rural and
remote Canada. Early lesson we learned in Pallium /1l - tackle the priority palliative
and end-of-life care issues in primary-care in rural Canada in a practical, sensible
way and the applications will be adopted by others in larger centres.

Role of the Pallium Community across Canada: [ ol gl e e 74,&;5_

We will Jomtiy (across provinces/territories) pick 6 important issues
associated with serious-illness and dying (from a combined health and
community economic development focus) and work on them over five
years — “The TOP SIX” |

— Includes: . |
‘ * Projects such as talking about end of life in the wcrkplace, communities and schools & deve!op

3

“Compassionate Communities” strategy

* Collaborate closely with entities such as the Canadian Hospace Palliative Care Assoc;atson to
work on adequately funded national advance care planning strategy

Commit to measurable progress and accountability for specific,
measurable and achievable goals.

Reduce use of inappropriate treatments at the end of life because we are
too fearful of discussing them



' /
— ¥
Min. FLAsERTY WHaTS 1+ Gome o TAKE TO SeT THE STRcE ?
( Rpe-~ THhS I2M86TGOIS 6 T BE )N THE CrecS (s THE 2511/1612_ BopGET C_csATESZT)

~ Proposed solution
. | ".--. ‘ ’ ‘ .‘ . 1 - E N T. /-, ﬁ"

- o - g FP A i / ,/rr*ﬁﬂ

« A modest investment of $40 million over 5 years for Pallium Foundation of

Canada/pan-Canadian partners to implement & Canadign Compassionate. »qc3-
Communities initiative - | _ : -
" — Together with regional economic development agencies/Canadian Community
. Futures corporations. ‘ - o
~ » The Canadjan research communit needs $20 million over 3 - 5 years to be
administered jointly with CHSRF/CIHR/SSHRC |

~ 1o Support priority research in health services and medical humanities/sac_ial

~ science questions about improved access, improved quality and improved

| health service delivery, ; |
" o These will strengthen demonstrable supports in rural, urban and remote
‘Canada, will have broad, general ‘benefits to Canadians’ on priority
 concern issues and further leverage critical things that
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rovinces/territories will need to do anyway in community aconamic
‘development, criminal justice administration (e.g. elder abuse

euthanasia investigation, domestic homicide-suicide} and health services
while respecting traditional F/P/T relations. -




Issue of euthanasia & Physman Assrsted Suicide
(PAS) will resurface in 2011

. “E)ymg with Dignity Commission of Quebec Assembly will be submitting its
- recommendations later this year. High likelihood that it will recommend
increased palliative care services but also legalizing euthanasia and PAS.

—  How will government respond federally & provincially? -
-~ Need for measured federal sensitivity to the palliative care challenges in Quebec
 Currently considerable amount of confusion regarding euthanasia and
assisted suicide. Many citizens, for example, believe that withdrawing or
withholding life support measures is euthanassa Itis not.

* How do we respond?

— National adequately funded strategy on advance care planning and End of life
discussions needed (public & health professsona Is).

'~ Need to translate results of research (such as Dr. Harvey Chochinov’s work on
Dignity Conserving Care work) to the bedside.

~ More research to emulate the work done on understa ndmg Dlgn;ty and devempmg
strategzes to improve the sense of dzgmty in the areas of “hope”, suffermg
“burden”

— Improve pa!i;atsve care services and training of professionals and develop more
specialists in the field.
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* Help address the priority issues associated with determinants of health in
rural Canada associated with supporting the seriously-ill and dying:

Earlier business continuity intervention to help small and medium-sized
businesses continue in the event owner-manager or key principal becomes
seriously-ill or dies AND puts local employees out of work {e.g., ‘Steve Jobs’
effect, it will happen with more frequency in Canada, with extra- ordmary
impact in rural Canadian communities).

Community supports to strengthen family caregiving as iacal labour force

- supports (e.g., difficult to balance organizing care or ‘being there’ for mom

and dad and to be in the oil patch, mining, farmer’s field, etc. — this is linked to
skilled labour availability going forward).

Marked recent and growing trend to ‘baby boomers cashmg out’ on home
equity gains in large urban centres and migrating to rural Canadian centres in
later years.

Community supports to mitigate crime (e.g., note the growth in domestic
homicide-suicide related to euthanasia & growth in opioid-related crime in
community)
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Federal leadership </ ...

e Federal leadership & vision required to move Canada into "~
next decade and beyond with respect to how the changing /% J,....
population demographics will impact the nation, its .2 .~ |
finances, it social systems and its health care services .., ;.

— Can be guided by a Palliative and End-of-life Care analogue to 1}7@%

the Mental Health Commission of Canada model based in e 4
Calgary - ol ompn S Do Kby = fost

— An entity of experts in related fields (F,PT leaders in health care Ozﬁ%gmg

“ services, end of life care, health economists, community [529% S

leaders, etc) from across the country, sectors and disciplines to i}l’mafs’
“to provide guidance 4. s Lohesin I
— What is working well? What models are there in the country?
How can that be replicated in other parts of the country? How
should we as a nation be preparing for the future with respect
to palliative and End-of-life Care? |



The impact of an ageing population & increasing
number of deaths in Canada. |

* |ncreased pressure on:

peaths, estimates, by province and tecdtory

—— ECQnomy : . 2005/3006 200673007 2007/2008  20068/3008  2009/2010
H HWY HH Carsada 225,489 33 M25. 237,819 242,320 247,556
— individuals & families redacdond | . .
~ Labrader 4302 4,677 4557 4656 4,785
- » i ‘ Prince Edward Istand 1,165 1,343 1,160 1,298 1217
; health care services - Hova Seotia 2,968 8372 B454 8,648 5,840
New Brusswick 5567 5,194 6413 6577 6,743
Quebes 53373 56,437 56,213 56,700 57,600
Ontario 83,752 86,851 §a,879 $1.826 94,850
Maritoba 9,634 9,962 10,060 10,243 10,443
Sagkatchewan 8,877 8,993, 9,126 9,250 9,370
Aberta 19,560 18,803 20,560 23,284 22006
Beitish Codurniia 30,351 30,857 34,855 34,228 33,178
Yukan 168 197 194 201 208
Narthwost Territories i 174 176 12 186
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Canadian Demographics Changing:
Ageing & increased number of deaths

’(mdsin Niw Cages woul Deaths for Alt Cancers v Ages,
Attributed to Cancor Rate, Population Growth and Aging Qopuiaﬁan.
Males, Canata, 19812010
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