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Origins of PCOC

= |nitiated in 2005 in Australia; benchmarks since 2009

= Government funded
" 95% of Australian palliative care services submit data
= Clear evidence — improves palliative care patient outcomes

Currow, DC, Allingham, S, Yates, P, Johnson, C, Clark, K, Eagar, K. (2015) Improving national hospice/palliative care service symptom outcomes systematically

through point-of-care data collection, structured feedback and benchmarking.

Eagar, K., Watters, P., Currow, D. C., Aoun, S. M., & Yates, P. (2010). The Australian Palliative Care Outcomes Collaboration (PCOC)--measuring the quality and

outcomes of palliative care on a routine basis.

. Clapham, S., Daveson, B. A., Allingham, S. F., Morris, D., Blackburn, P., Johnson, C. E., & Eagar, K. (2021). Patient-reported outcome measurement of symptom
distress is feasible in most clinical scenarios in palliative care: an observational study involving routinely collected data.

pcoc 'z



Five core clinical assessment tools

Functional RUG-ADL

status

Pain & other
symptoms




Assessment & Response Framework

[Assess needs] On admission

Re-assess Respond / . .
outcome intervene e Patient contact in Patient contact in

. the hospital -
daily in the P the community
Respond /
intervene

- . consultative setting, by phone
inpatient setting setiing or in -oerson

Re-assess
outcome

At change in plan of care

Assess needs
[ ] At discharge
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Examples of Impact on Care

Request for IPU admission

The patient admission score is the sum of the following four components

Milford Care Centre Complete or affix addressograph label here e
i c dllEn ase o 853
Request for admission to the Specialist | ereNe: DOE: Stable  (Score=0) Unstable (Score=4) Deteriorating _(Score=2) Tl e
Palliative Care IPU surname

1. Problem Severity Score (0 =absent; 1 = mild; 2 = Moderate; 3 = severe)

(Each section to be completed, please tick o circle appropriate options) First Names
Pain Severity 0 1 2 3| Othersymptoms 0 1 2 3 | Psychological/Spiritual 0 1 2 3 | Family/earer0 1 2 3

Date first presented: Gender MalED Female D
1. Australia-modified Karnofsky Performance Status
(rountosenie Yes | No! 0 | 0 | 0 0 | 0 | 6 | 0] %0 | 9 | 100
(Score =4) {Score = 2) (Score =)
Type of Referral

4. Estimated Prognosis
< 1 week (Score=4) | < 4 weeks (Score =2) | One to three months (Score = 1) | > Three months {Score =)

I: New (First IPU admission); 2: Request for re-admission;

Category 1: Score =14;  Category2: Score 11-13; Category 3: Score 7-10; Categorv 4: Score =7

Referred For
I: Symptomcontrol; 2: EQLC; 3: Rehabiltation; 4: Respite; 3 Transfusion; 6: Other Referral Date Admiszion Score | Bed Offered on OUTCOME - Patient QUTCOME —Bed
Day 1 Date Day1? admitted, Episode start offered but patient not
- date for admission
Referred by: |Referrzl date for this episods) - Yes [ | Date (if not Day 1):
I: H@H; 2 8PCDU; 3 MCCOPD; 4: GP; 3 SPCTUHL; 6: SPCTSIH, T: SPCT Ennis; No [ Date:
8 SPCTNenagh, 9 UL Hospitals - Medical Oncology; 10. UL Hospitals - Radiation Oncology; Pl —_—
. Score | Category | If no, why not? | Score Category Why the patient is not
11, UL Hospital - Other Medical Team; 12, Oter Date Ready for Care & ! £ v o pane
(14 for admission’
Specify Other (12) above - (1-9)
[Date the patient is ready and available
for cars) )




Does inpatient hospice care improve patient

outcomes effectively?

SJOURMAL OF PALLIATIVE MEDICIMNE
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Is Inpatient Hospice Care Clinically Effective? Using Phase
of lliness to Evaluate Care Outcomes for Patients Admitted
to a Specialist Palliative Care Unit in lreland

Michael Lucey, MB, FRCPI, MBAT Martina O'Reilly, BSc OT, PhiD}!
David Currow, BMed. MPH, PhD, FRACP, FAHMS® Kathy Eagar, MA, GDipEd Stud. PhD. FAFRM.F
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Abstract

Backgrowund: In health care, clinical effectiveness involves evaluating the degree to which clinical interventions
achieve beneficial patient and caregiver outcomes.

Objective: To evaluate the clinical effectiveness of care in a specialist palliative care unit (SPCLT) in Ireland., including
an analysis of the temporal relationship among admission, Phase of Illness and patient and family distress.
Dresign/Measwrerments: A consecutive case series with prospectively collected admission data (= 400). Using
a casemix tool (Phase of Illness). pain. other symprtoms, psychological and family distress, and performance
status were documented on admission and then daily by medical staff.

Results: Three hundred forty-two (85%) patients had complete data recorded on day 1. Afier admission. there
were linear correlations between dawys since admission and progressive improvements in pain (Cramer’s
V=0.131. p<0.001) other symptoms (V=0.206, p<0.001). psychological distress (V=0.101. p<0.001). and
family distress (V=0.124, p<=0.001). Forty-three percent were in an unstable phase on admission. Nearly two
thirds (&60. 7% ) of these unstable patients converted to a stable phase within 48 hours of admission. Owver the first
72 hours, 7O.7% of unstable patients converted o a stable phase. There was also a significant correlation
between phase stabilization and pain and symptom control { p=0.007). Stable phase over the first 4 dawys and
first 14 dawvs was associated with significantly higher performance stams.

Conclusiorn: This study demonstrates the significant clinical effectiveness of SPCLU admission across the
different aspects of patient and family care.

Kevwords: hospice care; inpatients; palliative care; prospective studies: symptoms: treatment outcomes

clinical effectiveness.™ 7 To demonstrate clinical effective-
ness, we must monitor our effect on patient and caregiver
outcomes and collect data in a manner that is minimally

Background

LINICAL EFFECTIVENESS is defined as the application of

the best knowledge., derived from research, clinical ex-
perience, and patient preferences o achieve optimum pro-
cesses and outcomes of care.' Many measures have been
proposed to evaluate the efficiency and effectiveness of
palliative care interventions; howewer, most have not been
tested or evaluated prospectively or longitudinally.” Multiple
metrics have been evaluated with the aim of demonstrating

burdensome to patients, caregivers, and staff. In palliative
care, five phases of patient illness have been identified: sta-
ble. unstable. deteriorating. terminal. and bereaved.® The
Palliative Care Problem Sewverity Score (PCPSS) is a tool that
quantifies case complexity for pain, other symproms. psy-
chological distress. and family/caregiver distress and scores
each domain on a 0—3 basis.” As such. the overall score is out

"Milford Hospice., Limerick, Ireland.

2Faculty of Health. University of Technology Sydney. Ultimo., Australia.
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EAPC Blog

European Association for Palliative Care

One voice, one vision for palliative care

[oin Speci, s In Palliative
Care acro e world. Be the
first to hear Ia! ntent
from the blog. Just enter your
ematl below.
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Irish specialist palliative care team awarded Best
European Paper of 2020 at EAPC World

ASSOCIATION FOR PA

Mike Lucey, Consultant in Palliative Medicine at Milford Care Centre, Limerick, Ireland,
tells us more about the winning paper he co-outhored that wos owarded Best
European Paper published in 2020" by Journal of Palliative Medicine”. And there is FREE
access to the full-text article until 12 December 2021

Archives

PCOC trafand Operations taam,. laft to right: Feargel Twamay and Martina O Reitly (Mitford Care Contre),
Jocinta Kelly (Stigs Hospice). Beion Creedon (Woterford Rogional Mospitel), Michae! Lucay and Siobhain Coffey
(Milford Nospice)

It is a great honour 1o recei

the award for the best European paper publ




Do we utilise resources efficiently?

Research

The association between phase of
illness and resource utilisation—a
potential model f()r demonstrating
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clinical efficiency?

Marian Conroy, Kathy Eager and David Currow

Abstract
Background: Healthcare effi h ating inter-rel h b
resource utilisation and patient med In palliative care, five phascs of patient |llnus have been
identified: stable, unstable, deteriorating, terminal and bereaved. luating the b
phase of iliness and nursing could d ate clinical effici Aim: The aim of this

study was to I the b the phase of iliness and the intensity of nursing care
in a specialist palliative care unit. Methods: This was a prosp , observational cohort study of
consecutive admissions (n=400) to a specialist palliative care unit. Patient phase of illness was
documented on admission and daily thereafter. A nursing activity tool was developed, which scored
daily nursing interventions (physical, psychological, family care and symptom conurol). This score was
called the nursing total score (NTS) and reflected the intensity of nursing activities. Data were
entered into SPSS and descriptive statistics weregenerated. Results: A total of 342 (85%) patients
had full data recorded on Stable, ble, deteriorating and terminal phases were
associated with progressively increasing median NTSs on days |, 2, 3 and 4 (all p<0.01). Phase
stabilisation from the unstable to the stable phase during this timeframe resulted in reductions in
physical care (p=0.038), sympwn managemcnt (p=0007) and near-significant reductions in family

support (p=0.06). Concl A sigs was ated phase of iliness
and intensity of nursing activities, which were to phase changes, from to stable.
This ates y effi resource util and ifies a p i model
for future I of inp palliative care.
Key words: & hospice care @ clinical effi (5] ®er ®p care
linical efficiency measures how produced a beneficial outcome for a patient.
Clw..m.uw resources are being used to ties an activity to an outcome.
get the best value for money (Willi
1988). For a healthcare system to be truly
efficient, it must demonstrate three key aspects of Productive efficiency is where there is either the
clinical efficiency: technical efficieny, productive maximisation of a health outcome for a given
efficiency and allocative efficiency (Palmer and cost, or the minimisation of a cost for a given

Torgerson, 1999). health outcome. This is the classic mar

paradigm of getting the maximum beneficial

I 1 f < effect for the minimum investment.
Technical efficiency is where there is a clear

physical relationship between the resource

(capital or labour) and the health outcome. In a Thereafter, once technical and productive

healthcare context, this could be that an increase efficiencies have been demonstrated, allocative
in activity of healthcare staff, or an increased use cfficiency is achieved by the health system
of a resource such as a particular medication, by ensuring resources are allocated, so as

John Sheridan, Sue Moran, Feargal Twomey,
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Triage for Community

Specialist Palliative Care

Triage team meeting x3 per week
Decisions based on:

= Palliative Care Phase
— Urgency
=  Functional status

— OPD/Ambulatory MDT Clinic/
SPC Day Unit/Community

= PCPSS/SAS

— Severity/ complexity of
symptoms

— Needs medical review?
— Needs IPU admission?

Department of Paliative

Meddine, Milxd

Limengk, beand

Correspondence to

Or Hannah Featherstone,
Pabiative Medicne, Mitoed Care
Cemre, Castietroy, Limenck

eand, leatherhOt
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Using a validated case mix tool for
use in the telephone-assisted triage
of patients in a specialist palliative
care community setting: a
consecutive case series

Emer Hough, Michael Lucey, Martina O'Reilly, Hannah Featherstone

Feargal Twomey, Siobhan Coffey

' TRA
Objectives Allocating resources «
the nature of

15 chabenging due to fe-limiting

liness coupled with the propensity Tor significant
phys«al symptoms and psychological destress

Al present, there s no established system

for tnaging referrals and pnontsing resowrce
alocaton

T'hes study amed to evaluate the feasibility of
UsSINg a case mix assessment 100l for telephone-
asssted triaging of referrals to a specalist
palkative care service. This assessed a patient's
phase of iliness, Problem Severity Score (PSS)
for complexity of symptom burden and
psychological distress, and functional status
Methods Using a prospectve consecutive case
senes approach, 450 referrals to community
paliative care over a b-month penod were
assessed. Scores for phase of iliness, PSS and
the triage category of urgency of response
Results Analysis demonstrated that phase of
iliness corresponds with triage category, with
terminal or unstable phase patients significantly
assocated with urgent (category 1) referrals and
highest priority for review. Decreased functional
status and high PSS were useful predictors for

incrmeacan sanancy nf refesral

paliative care

WHAT IS ALREADY KNOWN ON THIS TOPIC

» Optimising triage of referrals to
community palliative care can facilitate
timely intervention and improve symptom
control. However, there is no established
triage system to implement this

WHAT THIS STUDY ADDS

» A case mix assessment tool assessing
phase of iliness, Problem Severity Score
and functional status can be used
systematically to triage the urgency of
referrals to community palliative care
Telephone triage of urgency of referral
using this system corresponds to urgency
of referral on in person review.

HOW THIS STUDY MIGHT AFFECT
RESEARCH, PRACTICE OR POLICY

« The case mix assessment tool can be
considered for use in telephone triage of

urgency of referrals.

of a corresponding predefined category of
urgency to the referral’.’

Enhancing triage systems can facilitate
carly palliative home care intervention,

- — A a2 8
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Multidisciplinary Ambulatory

Palliative Care Clinic (MAP) Clinic

Australia-modified Karnofsky Performance Status

Complete Definition

= Milford Care Centre — Central hub

_ IPU/OPD/SpeciaIist Day Unit/Community base Clinician rated assessment of performance relating to

\

] work, activity and self-care over a 24hr period
Community

= Regional bases (community):
g ( y) MDT care can 100. Mormal, no complaints or evidence of disease

— Ennis 90. Able to carry on normal achivity, minor signs or symptoms of disease
be dE|aVEd due 80. Normal activity with effort, some signs or symptoms of disease
~  Newcastle West toworkload. 73 Somiorset drale o cary o pomal iy r b o acie wor
50. Regui derabl ista d t medical
— Thurles & Nenagh 20, Inbed more hat 0% o hetime
— 30. Almost completely bedfast
20. Tofally bedfast & requiring nursing care by professionals andfor family
10. Comatose or barely rousable
= MDT Ambulatory Palliative Care Clinic (MAP Clinic). S sl
— Expedite access to comprehensive care & planning Abbreviated Definition
— Need for 22 MDT assessments Clinician rated assessment of dependency over 24hr
Hod P ¥
perio
— Triage: For Bed Mobility, Toileting & For Eating
* Phase: Stable/Deteriorating Transfors
1. Independent or supervision 1.  Independent or superision
e AKPS >50 anly anly
3. Limited physical assistance 2. Limited assistance
4. Other than two person 3. BExtensive assistance [ total
y RUG_ADL <12 physical assist dependence | tube fed
T 5 T Erso
—  Willing and able to attend ohysical assist

Complete RUG-ADL definitions available on the PCOC website www.poosc.ong.au



MAP Clinic

= 57 patients evaluated

= Saved 9,021 km & 152 hours of staff travel time
— €6,700 saved on staff wages for travel time
— €7,217 saved on associated transport costs

= Preliminary patient/MDT evaluation:
— 100% of patients found the clinic beneficial

— 100% of MDT saw clear benefits to the
patient & family

— Helps streamline patient follow-up
* No need for visits at home for 70%
e Saves staff time and resources



Patient feedback

Question: Has being asked to score the distress different problems caused you made
you feel more involved in your care?

Oh yes, notice has been taken of my
reaction as to what is happening and
to the care | receive.

Qdoes. It would have to. _)I

| am more involved in my care; my life
has changed dramatically. Nothing has
worked, radiotherapy or chemotherapy
until now. | feel very involved.

| would always feel more Qo | do not
involved, yes

9-Jan-24 PCOC 2

It does, it’s the first place I've been asked anything,
nobody listened to me before and | tried to tell
them before coming here

Oh definitely, | feel more of a partnership but then
again, | find the place very patient orientated.

If you are not quite sure it gives you a chance to be

specific on your symptoms




Outcome Measures

Benchmarks After Review of Reports
There are 20 benchmarks:
\/ Case reviews
benchmark on
1 benchmaror responsiveness to urgent needs | Audits
6 benchmarks on pain md nagement*
PDSA cycles
benchmarks on 3;& Ql projects II:/(I;:(?gCehr:mpions
Staff

3 benctmarks on famiily/carer problemss  * same mesues ococle

adjusted palliative care
outcomes collaboration



Reports you Recelve

TEST SERVKE

Patient Qutcomes in

Palliative Care
July to December 2018

w146
more 8.0

]
Outcome Dashboard Outcomes Report Supplementary data
*one per setting Patient outcomes in palliative care *one per setting
pcoc'z

IRELAND
pallative care




Percent of phases

100%

90%

80%

70%

60%

50%

40%

30%

Benchmark

Unstable phase < 3 days

Inpatient

Australia

Unstable

An urgent change in the plan of care or emergency
treatment is required because

* Patient experiences a new problem that was
not anticipated in the existing plan of care,
and/or

* Patient experiences a rapid increase in the
severity of a current problem; and/or

*  Family/ carers circumstances change suddenly
impacting on patient care.

2010

2011

2012 2013 2014 2015 2016 2017 2018 2019 2020



Patient reported outcomes

Patient Reported Outcomes:
% of patients reporting

I__ ol |
I I severe distress — 2018-19

q.
&v q 1?5‘
q{’b E:b
B
BEeginning M Just before death -



Outcome dashboard report — January to June 2023

Irish Inpatient Services Irish Community Based Services

Patient oulcome dashboand ’ Patient outcome dashboand P‘D
Republic of Ireland PEE.C L Republic of Ireland >
lanuary to lune 2023, Inpatient setting e January to June 2023, Community setting

1aration Aabaration

Patient outcomes DHagnasis AE at epiode sta Patient outcomes Diagnosis AQE at aphode sta
ani A maligriand
v M Besult malign: v W el bl an: 74.4
Date neady for care to episode start __'_' hlean: 70.9 Date ready for care to epesade -I.| art . _—'—' :
mey orbrimey svlyr e EFET T
Clay obiay atn: 100 iy | anam . ey sy - N
Timee i Lnatable pha se I I l il 20 a1 il ) 1060 hdedian: ?3.[} Tirmres In unstable phase o 0 41 a ] =0 104 ke dizn: ?E'-U
: % Thramd ™ [ nw [Drees | ||
Thram derya or s E77 a3 I s || m deys or nes
P Symptomrs & problems
SimpraTe B prakiems Symptoms & problems Sex R . i Syreploms & problems Sex o Mae
Fain BCESE ) T PrOpOTon of Sodelate §reir SO0NEE Famahs E‘a-n PCFa8 LT ETIE FEE ey POt of maderahs 5 SiSeiats SO0Nas Faimade:
. Fan S4B gy oA ELE: 1 Faimelp b ard (I
Fan S48 1518 EECTH ETY L) Faimelp s oty (I -
F iligu 12 s (s P Fesboy il g1t sl Fatizus caii A R Pracpctezboguzaltage ity ol |
Braating prolians 2441 zead | LEs D pmptnmes I Erasthing protéms 024 Bam RS Oenr aympin e |
F i plecinnai T zewa || AT % Clirkcan raled Ba in F amraibphcaras s anws || BaA% Chimician rabn Fain
. - i ¥ ¥ Falmnt raked Fain I
v i Faiere rajed Fain
Pun PCPSS 441 1 | Fabguo I— Pain PCPSS s hnall F oo I— )
: i Episade end Pan G485 eEa = Brasthing probloss Episode enmnd
Pan A% =2 IADH Braating probios s IR g o o Plowt:
Fatisim £ il | -l Borwsal problen s [INEREG :{:i:. :':II :x g Bm"—"“u"’“‘-— Chimazh pariges
Branthng probiems 384 13 ELE LS Messan ng prohimms il FHEEan
F ik 244 [ BLEN Appetin probiors: I Femvibp'carmr raa pas || SRR Appstite probmmes
Casemix adjusted outcomes Oifficuly seeping I Casemix adjusted outcoemes Oty skeeping B
Fain PCPES =ma | o i i FPain BCH58 wean | oof 10 2o 1 &0
m Epresaia St L ) = = m Epteoda SlEm e
e o g BT ESLE Lol e TPl & v B =33 e
F arrudp s EREE ] K11 Fiarmuibp b= 1 (=2 n ] s KT
Poorpztm by gu coalba pa riual ey | oo Phass e Bangt . Phases per Parpstusbspic sl bapdritual =g | o Phacs -l maan ko i days Fhases per
P S48 EETad ] ] il 0 Wl 44 episode Pan S&5 (=50 ] BT 1 0 21 U A0 S0 lEpiEI:ldlE
| I N ———— Flmrnms 283 CexT SlaEda ﬁ
e azhe
— — "'"?'.:"b" Bramhns proh pme ezaz | ook S ALRTR
Bramthing probies e il HLGL nmgm_:..u_'— ki Ditareralng 2.7
Nerwsal prohimee 2ama [ ooT ermin i I 3.5 Naweal prohimre eama | oo erminal E. -
f'-rmq“g_ﬂm M = Tomsl ascs e 'h"-rF'n'llI“-:l.ﬂ.-u'rm M = Toosl comosrse
Vielume of data B Episode length olume of deta 1a0 Episode length
] - LR 1 - 120 .
Patients: 1,015 B - Patients: 2,473 130
it B Miean:
. . a0 hiean: 1 . . 42.?
Episodes: 1,157 . 15.5 Episodes: 2,907 e _

@Iﬂ%’:ﬁ_zzl. 4,156 ! Lo —— Hrzr HL, pl o Median: 9.0 Phases: H.191 = T T T T 1 median: 2] 0



In conclusion

PCOC can help highlight and influence:
National Policy ° Urgency of care

* |dentify appropriate setting of care
 Resource allocation

Organisational e Evaluate and inform new initiatives
 Enhanced models of service delivery

Can aid in securing resources:
* Business case development
 Demonstrating outcomes and
benefits of care

IIIIIII



Thank you for your time

Any questions?

\ﬂ«a,
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SPC Inpatient Service

Irish Jan — June 2023

Patient outcomes

-

-

Date ready for care to episode start

Result

Day offday after 100 1000 I on_1 %
Tirme in unstable phase

Thire= days or laess L Sy k= I = L
Syvmptorms & problems

Sormticipabory Tare

Faim PCFS5S EEET =T L=
Faim S5 151 & =ZFalr (= e e
Fatguses 157> 151 b=y W Lo
Ercathing problsms 24940 ZESA =R L
Familyicarsr Z234AT =593 ST 2w
Fesponsive Care

Faim PLCPSS 43 TIs Sy _ 3%
FPaim SAa0= 523 1117 BT
F artigg use B 1340 a2
Braathing prcabhlsrms 2o T3 L
Family/carsr 2449 SR el
Casesemix adjusted outcormes

FPaim PCRPFSS AEEO Ooad
CFmer Sy rmplcms 3=ZBA ooas
Familyi/—arer AET=E LR
FPEevywchalogicalispariteal aEAaTF s
FPaim SO0 ASTT il
FausS=a I=80 o155
BEreathing praoblarmes azFT a1
Boawrsl prolbbhesmns I=ZE0 o1

v‘/= Fosilife e OUuboormies.

O9-Jan-24

P = ToLal U ooameEs

Australian Jan to June 2023

Patient outcomes

-

I

Date ready for care to episode start

Feswlt

Chay aoffday alfber Z1E53D 22132' OF 2% I]
Time in unstable phase

MTMhres= days or less SHES EB5ET I =SB T T I |
Symptoms & problems

SAnmticipatbory Care

Pain PCPSS 2 a0 ruazal  Soa% 1
Faim SAa= ZOSTE EETAs S
Fatigue F1BO=E bedes B ] = Fc -
Breathing problsms 24538 E5EES =T
Familyicarsr ZEAE= = E= 2 [ =t M L
Fesponsive Care

FPaim PP SES L= EZ1E (=1 - L
Paim SAa= ETSE G127 (=% -1
Fatleguses S5 E S0E 57 EH%S
BEraathing problsrms 1¥as= P SE S
Family/carsr =3EE EATFTT [ =L
Caseaemix adjusted outoommes

Pain PCRPRSS IEL 1 il T=]
Cer Sy mplcms A1TEST o225
Familyw/oarer 2ER1T LRy |
Peaycchological’sparitoe=al a=aavr 2

FPaim SO0 2EB41 o 2o
MHMaus== ZETED T1=
BEreathing problarmes SE TS O A
Bowrszl probbes s 28687F Fac T

"'rl"/-: FPositive oubhoormes

Fd = ToLtal oubooaries

pcoc'2
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SPC Community Services Australian Jan - June 2023

Irish Jan — June 2023
FPatient outcomes

Patient outcomes
'v"'"f rd Result

" N Result Date ready for care to episode start
Date ready for care to episode start

Dhayw offdaw after AEEEO 139-19| a7 _ S, | |
_:an ﬂ‘.'.dar = :::I :mﬂ. i I i | | Tirme inmn unstable phase
LS AT LnEta —po==T Thras days or laess 2EA0 Ao I g v l |
Threse days or less B4 10Es I T T T |

Symptoms & problems

Aanticipatory Care

Symptoms & problems

MSnticipatory Care FPain POCES= SAESS ZETSS S o
Fain PCPSS +uEs SS 51.8% Pain SAS EAAGS TERATE BS_ 0%
FPain SAS ST E HHE i Fatigue 0SS ZaaEE BE_1%
Fatigue FBAE 4TEE S 2% Breathing problaems 271351 Fo0s1 EE A
BEreathing problsms 4855 Sa4E S0 7 Familyfcarer ZF1401 EFEESA BE_ T F
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