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Background

 Older adults are living longer and facing an increased burden of symptoms Figure A. PPS Figure B. CFS _ * 120 patients recruited between July 2012 and March 2013

from terminal malignant and non-malignant illnesses'. Furthermore, they PPS Lovel ‘ Ambulation ’ Activity & Evidence of | Self-Care ’ Consclous Level The CSHA Clinical Frailty Scale Figure F. - 20 outpatients from Baycrest Day Treatment Centre o |

¢ ke difficult decisi di Is of d ad d Disease CES-PPS C : Chart - 60 inpatients from Baycrest Palliative Care Unit and Complex Continuing Care Unit

mUS ma e ditricu ecClIsions regar |ng gOa S O care and advance 100% Full rL\I:;ﬂJ:;ean(étleVgg:sV;::(e Full Normal Full 1 ;eo?vfai‘:;dRa?]t:jufsi:;,tahcetisvee;)zgggectl:r}]xil:“y - OnverSIOn a - 40 inpatients from SunnybrC)Ok Palliative Care Consult Team

directives.? 90% Ful Normal activity & work Ful Normal Fui exsroise reguiarly and are in the most fit CES-PPS C .on Chart +  Very high inter-rater reliability® within each measure
- Since both geriatricians and palliative care physicians care for the elderly Some evidence of disease - onversion Lnar - CFS weighted kappa: 0.92

_ ] ] L ] 80% Full Normal activity with Effort Full Normal or reduced Full 2 Well — Without active disease, but less fit - PPS weiaghted kappa: 0.80
patient at end of life, collaboration between these two disciplines is Some evidence of disease than people in category 1 CES PPS T ghted t gp - . _
essential 70% Reduced Unast:; ggan:taéézz/s\l;/om Full Normal or reduced Full 3 Well, with treated comorbid disease * High inter-rater reliability® between each measure: weighted kappa 0.71
‘g - PPN Y 60% Reduced | Unable hobby/house work | Occasional Normal or reduced Full —Diseasezsy?hptt:ms are wte" Congo"ed 3 90(y
 Palliative care physicians and geriatricians use scales such as the Palliative Significant disease | assistance or Confusion compared with those in category 0 CES SCORE . 6 5 4 3
3,4 i Tal i necessary 4 Ap tly vul ble — Although not
Performance S.Cale (PPS) [Se.e Flgure A] and CIImC.aI Frallty Sca_le 50% Mainly Sit/Lie Unable to do any work Considerable Normal or reduced Full frar?lfl;e ;epend::t:‘athese peo:):legcor:monly 4 80% PPS SCORE 10%-30% 40%-50% 60% 70%-80% 90%
(CFS)>® [see Figure B] respectively, to describe functional status, inform Extensive disease Besisnos or Confusion O eng Slowed up” or have
. . . . . require

treatment decisions, and guide conversations about prognosis. 40% Mainly in Bed | Unable to do mostactivity |  Mainly Normal or reduced Full or Drowsy 5  Mildly frail — With limited dependence on 70%

« Currently, these two scales are not interchangeable, there is therefore no 3% TolyBed | Uncble oo any aotviy T 1ol e NormaTorradicsd il o Drowey ing. o) sctivitles of aslly 5 60%
: . . : e di . : 0 ) : . Y
common method to describe functional status in the end of life. 20% To?a?ll;(nged Un:t);ltee?os do g;syegcs:t?vity Total Care Minimal to i:lin%?rl‘)?:\::sr; 6 Moderately frail - Help is needed with both « The conversion chart is a useful means for translating scores between the Palliative
Bound Extensive disease sips +/- Confusion of daily living 6 Socy Performance Scale (PPS) and Clinical Frailty Scale (CFS), as demonstrated by high inter-rater
10% Totally Bed Unable to do any activity Total Care Mouth care Drowsy or Coma (0 T .
Bound Extensive disease only +/- Confusion 7 Severely frail - Completely dependent on reliability [Figure F]. o | | o
Pu rpose 0% Death - - - - others for the activities of daily living, or 40% » Although unable to recruit patients with PPS score of £ 10% due to their proximity to death, we
Y extrapolate that a CFS score of 7 corresponds with a PPS score of < 30%.

7 30%

* To develop a clinical tool that will make scores on the PPS and CFS = -
interchangeable. 20% Limitations
« This will create a common language to describe functional status, thereby

Figure C. Demographics Figure D. Maximizing Inter-Rater Reliability

 There is insufficient data to include CFS scores of 1 & 2 and PPS score of 100% in the

0 : . e . .
enhancing communication between health care professionals working in end e T—— N20 10% conversion c_hart as patients Wlth high functional status (high PPS, low CFS) were not
of life care Age, mean (5D} KAPPAS FOR EACH PPS PERMUTATION K - 041 represented in our study population.
' — S 0.8 d ppa = V. « Cut-off points on the conversion chart are optimized but not absolute. For example: a CFS
Frequency (%) 0.71 o o .
o | 54 (45% 0.7 Wei h d K - 0.71 score of 6 may correspond to PPS scores of 40% or 50% while a score 7 may correspond to a
DG.!X (male) 4>%) 0.6 €ig te dppa = U. PPS score of 30% or 40% [Figure E].
'ag:;l)sﬁs —— § 05 * Our study used the 7-Point CFS as it is more commonly cited than the 9-Point CFS, and also
alignant _ , CE) g 04 because of the inapplicability of the CFS score of 9 in the palliative care setting.
o CER el il =114 (12%) ® 03
« Participants: Lung 13 (11%) Qi o, : :
- Patient 65 years and older were recruited from two settings in Toronto: Genitourinary  F¥NER)| S o Figure E. Frequencies Conclusion
Baycrest (chronic) and Sunnybrook Health Sciences Centre (acute), B 7 (6%) 0 FREQUENCIES = S— P vy PR—— ot —
: L : : ° 01 « Our conversion chart is a reliable means for translating scores between the Palliative
see [Figure C]_ for demographic information Haematological M) 0.2 =Kappa PPS/CFS | 3 4 5 6 7 | Total Performance Scale (PPS) and Clinical Frailty Scale (CFS).
* Outcome M?asures- Breat 5 (4%) R L 20% 1 4 5 - The ability to match functional status scores on two disparate scales and find corresponding
- Functional status: PPS and CFS scores Head/Neck 3 (3%) sEcsccssosscsssssessscssessss58s5888 30% 9 | 25 | 31 scores creates a common language between the geriatric and palliative care performance
- Assessment of PPS: palliative care physician and advanced practice SKin R R R R g S ; scales.
N I 5949(y q«?,qq,’@hhal*“{,“z“l\lhhl\ll\g,qanl\lhhl\ll\‘hl\ll\l\ 4OA) 1 22 15 38 . . . g . .
nurse on-malignant (49%) S § § £ § £ % £ :.:i’ S L L L E e :.:i’ SEL L LLL I E o 0% 3 15 3 21 » This is significant for the following reasons:
A t of CES _ atric d clinical alist Cardiac 20 (17%) MO IO RS IV VI R S vl v i v o° - For geriatric health care teams, the conversion chart translates the CFS score to the
- ASsessment o SCOore. geriatriclan and clinical nurse specialls Dementia 14 (12%) D ADEHRIEE S Sl A A SA SRS S A IR 60% 2 / 6 15 PPS score, facilitating completion of the Common Palliative Care Referral Form and
 Conversion Chart: Neurological  KE3A S88883 f 38288 §8338888 R8SBIIRIIIBZLFLLR 70% 1 2 1 4 enabling discussions with palliative health care teams.
— Inter-rater reliability within each measure established using Cohen’s Musculoskeletal [HER) R% RBRRY RBRRBBRRR% R3833%335%3R%&8%% 80% 1 1 - CCAC allocates resources to patients living with terminal illnesses based on their PPS
We|ghted kappa Renal Failure 4 (3%) 2 2 28 2 88 333 90% 1 1 2 scores.
. g R 1 t 4 3% _ . . .
— Inter-rater reliability between each measure calculated for every espiratory (3%) PPS CATEGORIES Total 1 4 13 | 55 | 47 | 120 For palliative care heglth care team§, the conversion f:hart t.ranslates the PPS score to
bl binat £ PPS cat _ tching CES cat _ Endocrine 1(1%) the CFS score, allowing conceptualization of patients’ functional status to ensure a
OSSIble combDination O categories, matcnin categories : T , : ' ' ' ' iatri
FFi ure D], in order to determine V\?hich Combinatign achievedgmaximal The chart above shows the inter-rater reliability between the PPS and CFS demonstrated for This table shows the frequencies of the A mealnlngful dIS_CUSSIontyVIlth ﬁerle:rlclphealth Care1:teams_| . ot
J ' fing th on chart [Fi = each combination of PPS score. The point with the highest agreement (0.71) was chosen for corresponding CFS and PPS scores with coTIZ?é?;tr; ;n%:agaerlesoefs‘ltieenellzeﬁ er;ti:f:t care professionais ih pailiative care and geriatrics
agreement, creating the conversion chart [Figure F] the conversion chart [Figure F] the highest agreement [Figure D] yb '
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