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PATIENT JOURNEYS

 Many different routes through the system

e Generally HPC patients access at least 3
service providers through journey

e Central coordination structure
e Communication
e Information system
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ACCESS

 Multiple vs single point of entry
 Multiple points of entry
- Ease of access
-t NB@GSyla ao200fS yS
* Single point of entry
- Screening, assessment of needs,
direction to appropriate services



PATIENT JOURNEY CHALLENGES

* Transition between care setting

* Link between hospice palliative care services
and non-HPC partners (i.e. Emergency Dept)

 Role of Advanced Care Plans

* |ssue of Most Responsible ...Something

* Information system C electronic patient record




