Talking points - Care Conferences

Notes from Dr. Bob Mack
Existing Situation

· Few MD in attendance.  Facilities have 'learned to live without docs” therefore little effort in trying to accommodate them.  e.g. Call the day before, one resident at a time

· No clearly stated clinical goals of conference.  Nurse managers said goal often appeared to be to have family say 'you are doing a wonderful job'

· Conferences could be lengthy

Approach

· Begin communication between facility and MOA to learn times that would work well for MRP and to book conference with sufficient lead time.  Note that booking were through the MOA, not the MRP.  Physicians told us that they would like to have conferences on several of their residents at the same time.

· Once we had a better system to increase the likelihood of MRP attendance, we realized that we needed to ensure that the meeting was time-efficient and clinically relevant so that the MRP would wish to return for other conferences.

· For many reasons, we encourage MRP to cluster.  i.e. Instead of having 10 residents in 5 different facilities, we would encourage them to have 10 residents in 1 facility or 5 in 2.  This should be team building.  (we have made some headway on this, but have a long way to go)

· Contact family prior to meeting to learn of their concerns.  Some of these could be dealt with outside conference framework.  e.g. Concern re: Mom's diet---arrangements would be made for family to d/w dietitian.

· Only have staff significant to the discussion present.  Input would be solicited from ancillary staff.  e.g. OT could report on what resident is able to do, emphasizing change over time.  If mobility were a significant concern the OT would be invited to be present.

· Facility staff had a check list to follow before the conference 

· The conference lead would receive training in running the meeting.  We had formal training from our Education division and, equally importantly, we had conference leads from other facilities sitting in and later offering constructive comments.  This worked very well.  We learned that the senior staff person at a facility wasn't always the person most interested or able to lead the conference well.

· All presenters were asked to emphasize change over time in the resident's clinical status.  Thus a front-line person may say “last year she was able to feed herself but this year is unable to use a spoon”.  We found that prompting for the staff was beneficial and we produced a 1-page prompt sheet that would be in front of them.  Constructive feedback after the meeting from the lead was encouraged.

· We were concerned that this approach could become too clinical, not as personal as we would have liked.  We were concerned that family wouldn't know who was at the table so placed identifiers in front of each participant which outlined the person's role (e.g. 'head nurse”, “pharmacist”, “care aide”).  We also asked participants to preface their report of change with something personal.  e.g.  “your Mom still gives me a smile every morning but now, unlike last year, she can't get out of bed without assistance”

· Once all of the attendees had presented, the MRP was encouraged to distill and summarize the information and suggest what could be expected in the future.  This should nicely segue way into a discussion of medications and end-of-life issues.  We envisioned the discussion going like:  “We've heard a pretty consistent story that your Mom has deteriorated in the last year.  This wasn't unexpected...but I'm glad she still has that morning smile. With the changes that we have seen, we can expect that there will be further decline, in fact, the usual pattern is that the rate of decline increases.  With these changes I think we should be reviewing the medications your Mom is on as I see there are some treatments that could now cause more harm than benefit  ...  Let's review our end-of-life plans again”.  If family requires more lengthy discussion of these issues, we encourage them to make an appointment to see the MRP later in the office.

· We set a goal of having the meeting last 20-30 minutes...and were pleasantly surprised to find that it was consistently met.

What we've learned

· This approach doesn't work well in isolation.  We had to do some team building first.  The most important part of this was to increase the MRPs' presence in the facility.  We encouraged pro-active facility visits by the MRP ...and they responded.  This was very well received by facility staff, likely increasing their willingness to work on this project where they had to often work outside of their comfort zone.  

· The conference leader is the key to success.

· Our MRP attendance has increased substantially and their satisfaction is high

· Despite having a prompt sheet in front of them outlining their role, many MRP did not bring up end-of-life issues.  Some leaders did prompt them to do so.

· Not all facilities are at a stage that they can incorporate this program.  We could not implement this without significant training.

· We've presented an idealized view of how we envision a Care Conference working.  Most facilities are doing many of them but it is likely that refreshers will be needed.  We have had facilities who had been using this format for greater than a year and then reverting when a key staff member leaves.
· We strongly believe that we've made a very significant improvement to patient care with this project and will be working to expand and improve its implementation.

