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Purpose
The Plymouth Hospitals NHS TRUST (PHNT) ‘End of Life Care’ (EOLC) strategy sets out our vision for end of life care from the point of diagnosis of advanced, progressive, incurable illness, to the last days of life (LDOL) and care after death for 2016-2021. End of life care will be delivered in an environment that promotes dignity and ensures that cultural, spiritual and religious beliefs and values are respected. PHNT’s aim is to ensure a personal experience for our patients and their loved ones in the last year of life that is of as high quality as possible.
“I can make the last stage of my life as good as possible because everyone works together confidently, honestly and consistently to help me and the people who are important to me, including my carer’s” VOICES
1 Principle objective
‘The patient and their family/carer receive the care and support that meets their identified needs and preferences through the delivery of high quality, timely, effective individualised services, ensuring respect and dignity is preserved both during and after the patient’s life.’ 
2 Scope
The scope of this strategy 
· Adults(defined as aged over 18 years old)

· To encompass all clinical care provided by Plymouth Hospitals NHS Trust (PHNT).
· To provide End of Life Care, provided by the PHNT in the last year of life.

· To include patients, family and carers.

· To include bereavement support and care after death.

Background
3 Definitions
The terms used at the end of life are sometimes confused. This strategy uses ‘End of Life’ and ‘Palliative Care’ as they are defined in the ‘One Chance to get it right’ report, published in June 2014 by the Leadership Alliance for the Care of Dying People and the ‘Ambitions for Palliative and End of Life Care’ report, 2015. ‘Last days of Life’ as defined by NICE. For the avoidance of doubt these definitions are as follows:
3.1
End of Life Care (EOLC)
Patients are approaching the ‘end of life’ when they are likely to die within the next 12 months.
This includes patients whose death is imminent (expected within a few hours or days) (last days of life) and those with;
a) advanced, progressive, incurable conditions; 
b) general frailty and co-existing conditions that mean they are expected to die within   12 months;
c) existing conditions if they are at risk of dying from a sudden acute crisis in their condition; 
d) life-threatening acute conditions caused by sudden catastrophic events.
In General Medical Council guidance the term also applies to patients who are diagnosed as being in persistent vegetative state (PVS) for whom a decision to withdraw treatment may lead to their death
3.2 
Palliative Care
The WHO (World Health Organisation) has defined palliative care as follows: 
Palliative care is an approach that improves the quality of life of patients and their families facing the problems associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual. 
Palliative care:
· provides relief from pain and other distressing symptoms;

· affirms life and regards dying as a normal process;

· intends neither to hasten or postpone death;

· integrates the psychological and spiritual aspects of patient care;

· offers a support system to help patients live as actively as possible until death;

· offers a support system to help the family cope during the patients illness and in their own bereavement;

· uses a team approach to address the needs of patients and their families, including bereavement counselling, if indicated;

· will enhance quality of life, and may also positively influence the course of illness;

· is applicable early in the course of illness, in conjunction with other therapies that are intended to prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed to better understand and manage distressing clinical complications.
3.3 
Last days of life (LDOL)
The ‘Last Days of Life' is the period of time when death is imminent and when the time before the anticipated death is being measured in days.
4 National context
In 2008, the first national strategy for End of Life Care in England galvanised the health and social care system, both in primary and secondary health care. It focused on three areas of concern: that people didn’t die in their place of choice, that we needed to prepare for larger numbers of dying patients and that not everyone received high quality care. Since then a number of national reports have highlighted further concerns in the quality of care for end of life patients. (More care less pathway, 2013 One chance to get it right, 2014: What’s important to me, 2015: Parliamentary ombudsman ‘Dying without dignity’: NICE quality standard for End of Life care for adults 2014, BMA ‘End of life care and physician assisted suicide’ 2016). There is a relentless drive to improve outcomes, people’s experience and improve quality of care wherever the setting. There is a focus on driving standards and care alongside the reality that there are increasing numbers of people in the population who are dying. Improving end of life care has become a national priority.
Almost 500,000 people die in England and the numbers of deaths are set to increase by 17% between 2012 and 2030. 

Currently almost half of deaths in the UK take place in acute hospitals. 7 out of 10 (69%) of bereaved relatives felt that the quality of care in hospitals was outstanding, excellent or good  however this was  significantly less then  care homes (82%), hospices (79%) and at their own homes (79%). Almost 3 out of 4 (74%) respondents felt hospital was the right place for the patient to die, despite only 3% of all respondents stating patients wanted to die in hospital. (1) 
Nearly 30% of all hospital beds are occupied by someone in the last year of their life.

People are living longer with serious illness; by 2030 deaths will outnumber births. An increasing proportion of people will be dying with and from dementia, or with a greater likelihood of frailty and multi-morbidities. All this will lead to significant pressure on the health service. The health service has a responsibility to maintain quality and individualised care in end of life despite these pressures.

Death may not be a failure but poor care is. We have a collective responsibility to improve our care. 
Good end of life care is the responsibility of everyone.
In this context a national framework has been published, ‘Ambitions for Palliative and End of life care’. The framework has identified 8 foundations that underpin quality end of life and 6 ambitions to reset and focus our sights in achieving. This PHNT strategy will be based on these ambitions.
5 Local context
The management of EOLC at PHNT sits within the oncology directorate of the Trust; however this strategy is for all EOLC in the Trust and not directorate or disease specific. EOLC is everyone’s responsibility throughout the Trust.
The Trust Board actively supports EOLC by providing governance systems, receiving assurance of compliance with national standards and has a nominated executive and non-executive lead for End of life.
The Trust End of Life Committee has a leadership role for EOLC, providing good integrated working within and across the health community, supporting clinical teams within specialties and promoting EOLC across the organization.  
The specialist Palliative care team (SPCT) leads the specialist palliative care in the hospital, contracted by the Trust from St Luke’s Hospice. It is an integrated specialist palliative care team and has good coordination with community multi-disciplinary specialist palliative care teams as well as the inpatient unit at St Luke’s Hospice, Turnchapel.
This strategy replaces the End of life (EOL) strategy 2009-2014.
In the year 2015 the number of patients who died in the Trust was 1812. The Trust has one of the lowest hospital mortality rates in the country. (41.1% for Plymouth vs 47.4% nationally) (appendix 1)
Over the last 5 years there have been a number of national reports that have led to local Trust developments. (More Care Less Pathway, 2013; One chance to get it right, 2014) These have guided the development of the Last Days of life care plan, aimed to provide guidance in the personalised care of patients dying in the hospital setting.
The national survey of bereaved people (VOICES) found that  more than 3 out of 4 bereaved people (78%) agreed that the patient had support to drink or receive fluid in the last 2 days of life, whilst almost 1 out of 8 (12%) disagreed that the patient had support to drink or receive fluid. The local analysis from the national End of Life Care Audit 2015 however found that documentation of a patient’s ability to eat and drink in the last days of life was 29% at PHNT compared with 67% nationally. 
There are clear signs of good, caring, patient centred practice  however further collaborative work to recognise the needs of patients and their families is needed
6 Ambitions for palliative and end of life care
A national framework for local action 2015-2020
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This is a framework for local action written by the National Palliative and End of Life Care Partnership (27 national organisations including NHS England). It describes the foundations of quality end of life alongside clear ambitions to encourage development of quality EOLC. It provides the foundations and building blocks for those ambitions but it is reliant on local collaborative work to build the accessible, responsive, effective, and personal care needed at the end of life. It is with these building blocks that we have focused our strategy on.
We have included direct quotes from this report to illustrate the ambitions and aims that are being focused on.

“We are sharing this framework for action with local leaders in every community whether they work in statutory, private or voluntary sector. We expect them to plan and act, using this framework so that these ambitions can be brought into reality” 

Our ambitions are that:
1. Each Person is seen as an individual

2. Each Person gets fair access to care

3. Comfort and wellbeing are maximised

4. Care is coordinated

5. All staff are prepared to care

6. Each community is prepared to help
Gap analysis

Ambition One: Each person is seen as an individual

‘I, and the people important to me, have the opportunities to have honest, informed and timely conversations and to know that I might die soon. I am asked what matters most to me. Those who care for me know that and work with me to do what’s possible’
1.1Honest Conversation
‘Everyone should have the opportunity for honest and well-informed conversations about dying, death and bereavement’
Current provision
· Good communication skills are a priority. Every person recognised as at the end of life should have open, honest, and sensitive conversations ensuring they are well informed about the treatment options, disease journey, and prognosis if appropriate. These can be difficult conversations and the Trust currently provides advance communication training to encourage this. 
· The Mustard tree (Macmillan Centre) provides an opportunity for an information library and support for new cancer diagnosis. It provides:
· private and confidential 1:1 support for cancer patients after receiving bad news

· a safe and protected time for patients and relatives to reflect on and absorb information

· support to clarify information and any patient held misunderstandings.
· assistance with advance planning; including ADRT, decisions about treatment options at the end of life, preferred place of care, treatment escalation plans etc.

· The clinical nurse specialists (CNS) have a role in providing clear and open information as well as signposting to appropriate sources of information.
· Expectations are that all clinicians involved with talking with patients should be competent in communication at the end of life and should ensure that opportunities for honest and sensitive conversations take place. 

Recommendation
· That all staff that needs to initiate discussions about EOL are identified and are offered the appropriate advanced EOL communication and skills training.

· To clarify the potential barriers to open, honest conversations.
· To embed the concept of Advance Care Planning within the trust by developing a ‘Thinking Ahead ‘project for the appropriate malignant and non-malignant populations.

1.2 Systems for patient centred Care

‘Effective systems need to reach people approaching the end of life, and ensure effective assessment, care coordination, care planning and care delivery.’
Current provision

· Each oncology patient is discussed at an oncology MDT and has a site specific CNS who guides the treatment plan. There are clear referral processes to community specialist palliative care if needed; coordination of care is often with clinical nurse specialists. 

· The use of a patient centred tool (the Last Days of Life Care Plan) is in place to ensure the quality and care of dying patients.
Recommendation
· To ensure the hydration and nutrition needs of patients at the end of life and last days of life are assessed (see NICE guidance 1.4)

· To continue to audit the role LDOL care plan has in helping to maintain personalised care for the dying patient and provide education and expectations to achieve the 5 priorities of care for patients who are dying.
· To ensure appropriate processes in place to manage coordination of care and to have clear referral criteria.
· To develop rapid discharge pathways home for patients who have limited prognosis.

· Evidence of local systems to identify people approaching the end of life (NICE) and to identify the goals of those approaching death.
1.3 Clear expectations

‘People should know what they are entitled to expect as they reach the end of their lives.’
Current provision
· There is an opportunity to have walk-in access via the Mustard Tree for cancer patients to get advice about the physical and emotional support that is available. 
· Information leaflets for patients and their carers are available
· Care in the Last Days of life: Information and help for relatives/friends..
· Starting on strong opioids information leaflet.
· Driving whilst on painkillers and other medicines leaflet.
· Resuscitation/ CPR leaflet.
· Information leaflets clarifying the support from St Luke’s palliative care teams are available and regularly reviewed.

· Information for patients in Derriford Hospital St Luke’s at Derriford.

· Information for patients in the Hospice, St Luke’s Hospice

· Information for patients in the community, St Luke’s
Recommendation

· To ensure that information about the treatment and support are available for patients and their carers in an appropriate way. (e.g.in an open forum, on the internet or by paper form)  Develop internet support, to help clarify what can be expected for patients.
· To ensure that the information is accessible on the wards/outpatient/ mustard Tree as appropriate.
· To clarify the support available in the non malignant EOL population.
1.4 Access to social care
‘People must be supported with rapid access to needs based social care’
Current provision

· If the patient requires social care to achieve a safe discharge home then this can be facilitated via the discharge teams.
· If the patient fits criteria for fast track process for continuing health care funding then this will be processed via the discharge team

· Plymouth End of life Coordination centre facilitates rapid access to social care at the end of life.
Recommendation

· The trust to continue to be engaged in developing close ties with primary care to minimise barriers to collaborative work.

· To develop clear lines of referral for community district nursing service and rapid assessment for social need on discharge.

1.5 Integrated Care
‘End of life care is part of new models of integrated health and social care being promoted across the health and social care system’
Current provision

· There is good integration of specialist palliative care between hospital, community and inpatient palliative care.

· Regular Western Locality End of Life operational meetings occur involving all the health and social providers of end of life in the western locality aiming to try and resolve collaboratively operational end of life issues.

· The Mustard Tree provides referrals and signposting for cancer patients for  other (statutory and non-statutory) services including Age Concern, social services, adult care, community re-ablement teams, District nurses etc. and St Luke’s specialist palliative care
Recommendation

· That the Trust engage and collaborate with the development and integration of EOLC between health and social care..

· To support hospital clinicians in accessing and updating EPaCCS and to provide support and training to achieve this.
1.6 Good end of life care includes bereavement

‘Caring for the individual includes understanding the need to support their unique set of relationships with family, friends, carers and other loved ones, and their community, including preparing for loss, grief and bereavement’
Current provision
· Specialist palliative psychosocial support/bereavement is available in the community if required if known to the St Luke’s Specialist Palliative Care team. 
· The Mustard Tree provides a comprehensive counselling service for cancer patients and loved ones including the ‘Living with and beyond’ service.
· Bereavement support for carers via the Mustard Tree (for carers of cancer patients) and St Luke’s hospice if known to the service.
· Links to external agencies including Jeremiah’s Journey charity (supporting bereaved children), WAY, CRUSE and bereavement support groups in the community.
· The medical professionals, doctors and nurses can signpost to appropriate national support 
Recommendation

· To clarify the support offered to people impacted by sudden and unexpected death at the Trust
· That the current bereavement services are reviewed to ensure they meet the appropriate requirements.

Ambition Two: Each person gets fair access to care.
‘I live in a society where I get good end of life care regardless of who I am, where I live or the circumstances of my life.’
2.1 Using existing data

‘Local end of life care organisations must use aggregate data to understand and remedy the partial reach of their services.’
Current provision

· The specialist palliative care team are an advisory team and review and support patients across the trust with all life limiting illnesses.
· The EOL committee have representations from oncology and non-malignant teams as well as CNS colleagues supporting patients with learning difficulties.
Recommendation

· To clarify that there is equitable provision of care and support across malignant and non-malignant in the trust and to clarify where the gaps might be.

· To continue to ensure the Trust EOL committee has a broad representation
· To clarify the stake holders in EOL for the Trust; e.g. ward link nurses, site specific oncology CNSs,  disease specific CNS.
2.2 Community partnerships

‘Local plans should include partnerships between different faith groups and cultural communities, as well as diverse organisations that support children and young adults, people living with different life shortening illness, and those managing the difficulties of old age’
Current provision

· The Trust has close links with the Mustard Tree in its support for all patients affected by cancer. 
· Spiritual care is provided through the hospital chaplain service that has links with most Christian denominations and other faith leaders if required.
· Close relationship between St Luke’s at Derriford, at home and at Turnchapel providing close partnership working for patients with specialist palliative care across primary and secondary care.

· St Luke’s in the community are developing projects with patients at the end of life who are homeless and in prison.
Recommendation

· To support and encourage strong links and collaboration with faith groups and cultural communities.

· To clarify the partnership work that is occurring with the appropriate external agencies supporting young people, with specific life limiting (non-malignant) illnesses and the elderly. 
· To understand the organisations available in the local community supporting the EOL population.
· To  improve the availability of multi-faith prayer room to support Muslim patients and relatives in the Trust.
2.3 Generating new data

‘Individual organisations and local systems of care should engage with initiatives to generate much more robust and useful statistical data. This can guide care, drive organisational strategies and inform local and national progress’

Current provision

· Currently engaged in data gathering for bi-annual national audit of Last days of life
· The Trust is engaged with data gathering with the national Minimal Data Set (MDS) collected via NCPC.
· Trust gathers data for the continuous bereavement survey
Recommendation
· To commit to continue with the data gathering (MDS, national audit of LDOL, and continuous bereavement survey) dependent on the workload that this would entail.

2.4 Unwavering commitment

‘To achieve equity in access, provision and responsiveness requires unwavering commitment. This should be backed up by local contracts that embed evidence based measures of equity in provision’
Current provision

· The trust has an EOL committee which has members representing malignant and non-malignant diagnoses.
· A service level agreement with St Luke’s Hospice  2015-2020
· Hospital specialist palliative care provides advice for all EOL patients irrespective of diagnosis, and has seven day a week face to face service 9-5pm. SPC will see all urgent cases within 24hrs
Recommendation

· To clarify and develop a network of EOL champions across the trust committed to quality EOL, focusing on equity of care, supported by training.
· To continue to review membership of EOL committee to ensure equity of provision across the trust
2.5 Population based needs assessment and commissioning

‘Health and Wellbeing Boards should lead the development of population based needs assessment for end of life care services. Commissioners and providers need to use this to influence their organisation of care so that they can demonstrate increasingly equitable outcomes’
Current provision

· The Trust has representation at the Plymouth, Devon and Cornwall Health and Wellbeing Board Strategy (Ann James) however, currently end of life care has not been raised as an agenda item.
Recommendation

· To collaborate and support Health and Wellbeing Boards if EOLC services become a focus.
2.6 Person centred outcome measurement 

‘The comprehensive use of person centred outcome measures will enable services to be held account. With independent analysis of a consistent data set improvement can be tracked and regulatory actions taken to ensure all providers are enabling fair access’
Current provision

· Currently the Trust does not use person centred outcome measures routinely around End of life Care.
· SPC has engaged with a pilot for the Palliative Individual Dataset.
Recommendation

· To explore the role and practicalities of the use of patient centred outcome tools and whether these are appropriate to be used in the setting of the acute trust
Ambition Three: Maximising comfort and wellbeing.
‘My care is regularly reviewed and every effort is made for me to have the support, care and treatment that might be needed to help me to be as comfortable and as free from distress as possible’

3.1 recognising distress whatever the cause

‘It is important to recognise all sources of distress quickly, to acknowledge distress and to work with people to assess its extent, its cause and what might be done’

Current provision

· Currently the Last Days of Life care plan has been developed to support staff in recognising distress in the context of a dying person and providing appropriate support.
· SPC reviews all urgent referrals within 24 hours of a working week,.

· SPC  provides a 7 day service and can see patients in distress 0900-16.30 seven days a week
· Advice is available via St Luke’s Hospice 24/7, A palliative care doctor is available 24/7 for advice

· We recognise the importance of a holistic understanding of distress at the end of life and the hospital chaplaincy service is available for spiritual distress for the patient and their family and/or carer if required seven days a week.

· The Mustard Tree offers counselling for cancer patients and their families as well as signposting for complementary therapy and workshops to support general wellbeing.

· SPC outpatient clinics, working alongside oncology clinics, currently help with early palliative care involvement for lung cancer patients.

Recommendation

· To continue to ensure the provision of education and training to improve the understanding and recognition of distress at the end of life.
· To focus on patient centred assessment and goals of care.

3.2 Skilled assessment and symptom management
‘Attending to physical comfort, pain and symptom management is the primary obligation of clinicians at this time of a person’s life and their skills and competence to do so must be assured and kept up to date’
Current provision
· The trust has developed the Last Days of Life (LDOL) care plan to support the recognition and management of difficult symptoms for the dying person.

· LDOL care plan available to provide support for personalised medical and care planning.
Recommendation

· To continue to focus on the training and education of the appropriate CNS and ward link nurse.
· To ensure the competency in assessment and symptom management of the specialist CNS 
· To ensure that the ward link nurses will be provided with the appropriate support to attend training days.

· To highlight and signpost the e-learning that is available for medical and nursing colleagues.

3.3 Addressing all forms of distress

‘The experience of suffering associated with physical symptoms may be exacerbated, or sometimes caused, by emotional, or psychological anguish, or social or spiritual distress. Addressing this requires professionals to recognise, understand and work to alleviate the causes.’
Current provision

· The Mustard Tree can provide some psychological support for patients with malignant diagnoses but currently clinical psychology is not universally available.

· The Mustard Tree can provide some complementary therapy as an outpatient and also limited inpatient support for patients with malignant diagnosis.
· The hospital chaplaincy service is available for patients and their family and carers with spiritual distress for patients from all Christian denominations, other faiths as well as those with no nominated faith needing support.
Recommendation

· To review the availability of psychology support in the trust. Assess whether this service is equitable and where the need for psychological support lies in the Trust.
· To continue to raise the importance of the recognition of patient and family emotional, spiritual and psychological distress amongst the hospital staff.
3.4 Priorities for care of the dying person

‘People approaching death should expect local systems to accord with the priorities identified by the leadership alliance for the care of the dying people’
Current provision

· The focus on managing the dying person in the Trust is based around the 5 priorities of care. These are :
1.  Recognise.
The possibility that a person may die within the next few days or hours is recognised and communicated clearly, decisions made and actions taken in accordance with the person’s needs and wishes, and these are regularly reviewed and decisions revised accordingly.
2. Communicate.
Sensitive communication takes place between staff and the dying person, and those identified as important to them.

3. Involve.
The dying person, and those identified as important to them, are involved in decisions about treatment and care to the extent that the dying person wants. 

4. Support.
The needs of families and others identified as important to the dying person are actively explored, respected and met as far as possible.

5. Plan & Do.
An individual plan of care, which includes food and drink, symptom control and psychological, social and spiritual support, is agreed, co-ordinated and delivered with compassion.

· The 5 priorities of care are supported by the Last Days of Life care plans
· In relation to the national audit 2016, Derriford was likely to recognise that a patient may be dying later then the national average; 16 hours prior to death (median) compared with 34 hours nationally.

Recommendation

· To continue with education and training around the ethos of the 5 priorities of care 
· To review the LDOL care plan in the context of the NICE Guidance ‘Care of dying Adults in the Last Days of Life’
· To highlight the importance of timely recognition that a patient may be dying, 

3.5 Specialist Palliative Care

‘People approaching the end of life should have access to Specialist Palliative Care when this is needed. This should include a clear understanding of how to access medicines and equipment as par of the rapid response to changing needs.’
Current provision
· SPC in the trust is available seven days a week. Referral criteria are attached as an appendix.

· Appropriate anticipatory medication are available as stock on all the wards as agreed with the hospital pharmacy.
Recommendation 

· Ensure a clear understanding on each ward about how to access medication out of hours, 
· Ensure that there is an understanding that medication for symptom and pain control needs to be accessed 24/7 and how to access the appropriate equipment (including syringe drivers).
3.6 Rehabilitative Palliative care

‘maximising the persons independence and social participation to the extent that they wish requires professional to work with, and support, the person in helping them to achieve their personal goals’

Current provision

· The trust recognises the importance of ensuring that patients are supported in maintaining their independence and social participation, but this needs to be considered in the context of the persons  overall disease burden and ability.
· Allied health team in the trust are available to work with the patients. 
· Continued cross service work and communication with both inpatient therapy and community based therapy services as well as MDTs.
Recommendation

· Ensure that all AHP involved with end of life have an understanding about EOL and the local service available.
Ambition Four: Care is coordinated.
4.1 Shared Records

‘Care records for all people living with a long term condition must encompass their needs and their preferences even as they approach the end of life. With the persons consent, these records should be shared with all those involved n their care.’
Current provision

· Currently SPC, under St Luke’s Hospice, have a shared record system ‘Crosscare’ ensuring inpatient, community and hospital SPC patients’ records are integrated. Each person that is likely to have ongoing SPC support through St Luke’s will have had given consent for their records to be shared.
· The Electronic Palliative Care coordination system (EPaCCs) is available to share information on discharge
· On discharge, e-discharge forms are shared with GP and the patient.

Recommendation

· To review and develop the e-discharge process to clarify the information shared with primary care including end of life discussion, preference, treatment escalation etc.
· To develop how to clarify and document patients wishes and choices in the context of EOL.
· To continue to understand and develop the role of the EPaCCs, to offer training and support its use in sharing decisions made and treatment aims as a way to improve information sharing between services.
4.2 Clear roles and responsibilities

‘Organisational leadership is vital and information for families, carers and individuals should be joined up in a way that provides a clear oversight of the respective roles and responsibilities of providers within the service’
Current provision

· The keyworker role may well change as the focus of care moves from treatment based to supportive care. 
· There are clear referral criteria and good communication between Trust and community service

Recommendation

· Professionals have a clear responsibility to clarify their respective roles and be clear on who are the decision makers. 
· To encourage good communication between services and closer links with EOL stakeholders.
4.3 A System-wide response
‘As new models of care emerge approaches have to  develop to enable a better system-wide response to dying people, using a full range of coordinated services deployed in the community’
Current provision

· Currently SPC (under St Luke’s Hospice Plymouth) is an integrated service and provides coordinated care of specialist palliative care in the western locality of Devon.
· Coordination of care is assisted by the use of EPaCCS and the Treatment Escalation Plan (TEP).
· Engaged with the western Locality EOL operational group.

Recommendation

· To continue to be engaged with the developments of services for dying patients across the health and social care community
· To ensure appropriate safe and rapid discharges for patients who want to die out of hospital, developing a rapid discharge pathway for patients with limited prognosis.
· To develop awareness for the role of EPaCCs.
· To continue embedding the use of the TEP form (or equivalent) and increasing the quality of information and EOL discussions.
· To improve the transfer of TEP forms across services.
4.4 Everyone matters
‘Local systems of care have to put the needs of dying children and young adults , those living with frailty including at older age, and the need to anticipate and support those who will have to live with loss, at the centre of their thinking’
Current provision

· The Trust’s EOL committee have representations from advocates for elderly care, learning disabilities and other patient groups
· This scope of this strategy does not cover under 18 year olds

Recommendation

· To review its support for the young adult population who have an incurable illness and are potentially at the ‘end of life’. To review the provision of care for the transition from paediatric services to adult services. (in the context of current NICE guidance and trust policy)
· That each child identified as EOL should be assigned a transition lead to oversee EOL transition that is tailored to the individual needs of the young person.

· To review the bereavement service to the patients not known to SPCT, including families affected by unexpected deaths.

· To review and support the role of champions for the elderly care, dementia patients, the transition population, those with learning disabilities and non-malignant conditions.
4.5 Continuity in partnership
‘Joined up care requires joined up thinking and working by individuals and by organisations. This will require active partnerships particularly between the NHS, social care and the voluntary sector’

Current provision

· The Trust will continue to support engagement with the wider health and social care community.

· Currently engaged with the Western Locality EOL Operational group.
· Continue to embed SPC 7 day working.

Recommendation

· To actively engage in partnerships between services; including non NHS organisations, voluntary sector, social care and primary care.
· To continue to engage with Western Locality EOL operational group or its equivalent.

Ambition Five: All staff are prepared to care.
‘Wherever I am, health and care staff bring empathy, skills and expertise and give me competent, confident and compassionate care’

5.1 Professional ethos

‘to ensure the people receive the care they need paid carers and clinicians at every level of expertise need to be trained, supported and encouraged to bring a professional ethos to that care.
Current provision

· The Trust’s EOL education policy is covered by the PHNT End of life Education strategy
Recommendation

· To continue to support the training and education of clinicians involved in  end of life care by supporting the End of life Education strategy
· To focus on staff involved with all aspects of EOL including after care of the dying; mortuary, bereavement offices and porters.
5.2 Support and resilience
‘To give care day in and day out requires organisational and professional environments that ensure psychological safety, support and resilience.’
Current provision

· The Trust has initiated the use of the Schwarz round to encourage reflection on the emotional aspect of the work, including staff involvement in End of Life Care
Recommendation
· To utilise reflective learning in case studies and training sessions for EOL link nurses and CNS as part of their commitment to personal professional development.
5.3 knowledge based judgement
‘Only well trained competent and confident staff can bring professionalism, compassion and skill to the most difficult and intensely delicate physical and psychological caring’

Current provision

· The Trust has an EOL education strategy.

· The Trust is committed to 

· developing EOL e-learning package.

· Strengthening and developing multi-professional working

· Developing the 3R’s programme, for EOL champions.

· Ongoing implementation of the LDOL tools e.g. LDOL care plan.

Recommendation

· Continue to focus on training to provide the competency and confidence in the staff outlined in the EOL education strategy
· To develop both formal education process, mandatory training and e-learning using the e-LFH programme

· The Trust will continue to focus on ongoing education and training for staff involved with EOL patients and their families.

5.4 Awareness of legislation

‘All those who provide palliative and end of life care must understand and comply with legislation that seeks to ensure an individualised approach’
Current provision
· The Trust has a Mental Capacity Act (MCA) policy and its policies are framed around its principles 
Recommendation

· To continue to focus on understanding of the legislation around the Mental Capacity Act (MCA) and deprivation of liberty (DOLS) in the context of EOLC.
· To improve access to information around information around legislation at the EOL e.g. prescribing and use of opioids, hydration at the end of life etc.

5.5 using new technology
‘Professionals have to adapt to new ways of learning and interacting with the people they are supporting and they need help and guidance to do so. Technology can play a significant role in enhancing the professionals own learning and development’

Current provision

· The Trust has an intranet that has an End of Life webpage.
· St Lukes has a resources webpage to support professionals in their EOLC.
Link to St Luke’s resource
Recommendation

· To develop the use and signposting of  appropriate e-learning (e-LFH).
· To develop the Trust’s intranet to provide easy access to training and resources
5.5 Executive governance
‘Every organisation should have clear governance at board level for high quality palliative and end of life care and environments in which all staff can provide the best of their professionalism and humanity’
Current provision

· The Trust Board actively supports EOLC by providing governance systems, receiving assurance of compliance with national standards and has a nominated executive and non-executive lead for End of life.
Recommendation
· To continue to have involvement and interaction of issues around EOLC at Board level
· Acknowledgement by the board in respect to the aims for high quality end of life care, trust wide professionalism and to provide the appropriate environment to achieve this.
Ambition Six: Each community is prepared to help
‘I live in a community where everybody recognises that we all have a role to play in supporting each other in times of crisis and loss. People are ready, willing and confident to have conversations about living and dying well and to support each other in emotional and practical ways’

6.1 Compassionate and resilient communities

‘Public health approaches to palliative and end of life care need to be accelerated and support given to people and communities who can provide practical help and compassion’

Current provision

· The trust to date has supported the ‘Dying matters’ week
Recommendation

· To support and engage with developing a public health approach to End of life including staff and public awareness.
· To engage and support compassionate community projects across the local population as these develop.
6.2 Public awareness
‘Those who share our ambition should work to improve public awareness of the difficulties people face and create a better understanding of the help that is available’

Current provision

· Currently minimal engagement in public awareness around End of Life issues.
Recommendation

· To encourage staff to engage in public awareness about death, dying, choices at the end of life and engagement in conversations about dying.
· To engage with national programmes raising the social understanding of death and dying (e.g. such as Dying Matters.)
6.3 Practical support

Local health care and voluntary organisations should find new ways to give the practical support, information and training that enables families, neighbours and community organisations to help’

Current provision

· The Mustard Tree provides support for advice for cancer patients and their families as well as signposting for other statutory and non statutory organisations.
· Access of signposting through St Luke’s specialist palliative care teams and its online resources
Recommendation

· Engage with local communities and the voluntary sector to develop support and training for families.
· To identify collaborative projects to support patients and processes for signposting to local organisation and healthcare.
6.4 Volunteers

To achieve our ambition more should be done locally and nationally to recruit, train, value and connect volunteers into a more integrated effort to help support people, their families and communities.’

Current provision

· There has been limited uptake in the role of volunteers based at the Trust (VIP project)
Recommendation

· Explore the role of volunteers in providing additional support for patients and their family in the context of overstretched and limited workforce to promote a compassionate and resilient hospital based community.
The 8 foundations of care
 Below are the ‘foundations that quality End of Life service should be based on. (see Ambitions document)
1. Personalised Care Planning
2. Education and training
3. Evidence and information
4. Co-design
5. Shared records
6. 24/7 access
7. Involving, supporting and caring for those important to the dying person
8. Leadership
Conclusion

There has been progress, both in national and local provision of end of life care since the last Plymouth Hospitals NHS Trust End of life Strategy written in 2009. In recent years there have been repeated national documentation highlighting concerns about the quality of care and understanding around End of Life Care in acute hospitals. The parliamentary and health ombudsman report ‘Dying without Dignity’ and the follow-up report have described unfortunate accounts of people suffering due to poor diagnosis, inappropriate treatment and poor communication. The recent development of a seven day specialist palliative care service in the Trust is a significant improvement in the quality of EOLC provision for PHNT. 

The ‘Ambitions for Palliative Care and End of life’ document provides a comprehensive framework from which we can base our strategy. It will be a   challenge for us to achieve that which has been requested from us. However, it is vital that the care of patients who are approaching the end of their life, and the support and care for those important to them, should be a priority for every employee and volunteer in the Trust. 

The whole Trust needs to engage in this to make Plymouth Hospitals NHS Trust a place where End of Life Care is of the highest standard. Provision of quality end of life care is everyone’s responsibility.

Action Plan 
(Based on the 8 foundations of care)

Priority 1: Recommendations for 1 year.
Priority 2: recommendations for 1-3 years.
Priority 3: recommendations for 3- 5years. 
1. Personalised care
	
	Recommendation/Action
	
	reference

	1.1
	Ensure LDOL Care Plan is fit for purpose

Action:
To review the LDOL care plan in the context of the NICE Guidance ‘Care of dying Adults in the Last Days of Life’
	1
	One chance (5)
NICE guidance (4)

National end of life Audit) (7)



	1.2
	People who are approaching end of life to be identified, offered and given the opportunity to create an ACP including EOL wishes and any advanced directive.

To embed the concept of Advance Care Planning within the trust,
Action:
 Set ‘Thinking Ahead ‘project group with EOL Champions for the appropriate different malignant and non-malignant populations.
Embed in EOL education 
	1
	One chance (5)

	1.3
	Continue to raise the importance of the recognition of patient and family emotional, spiritual and psychological distress amongst the hospital staff. 
Action: 

Improving LDOL care plan to provide prompts. 

Include in education sessions

Involve pastoral care services
Clarify how to support those near EOL who have no family/friends
	1

	National end of life Audit) (7)
Ambitions document (3)

One chance (5)

	1.4
	To ensure the hydration and nutrition needs of patients at the end of life and last days of life are assessed

Action

Engage with nutrition/hydration lead in the Trust

Ensure that this is included in LDOL education and a priority for communication with patients and family, and that this is documented
	1

	NICE guidance 1.4 (4

VOICES (1)
Health ombudsman (8)  

GMC guidance

One chance (5)

National end of life Audit) (7)



	1.5
	To continue to audit the role LDOL care plan has in helping to maintain personalised care for the dying patient in the context of the national audit.
Action :

Commit to bi annual National Audit

Undertake local audit regularly – TBC

To address areas for improvement as identified through  national end of life audit and have a clear action plan to address goals
	2

	Ambitions document (3)
National end of life Audit) (7)



	1.6
	To review its support for the young adult population who have an incurable illness and are potentially in the end of life and review the provision of care for the transition from paediatric services to adult services. (in the context of current NICE guidance and trust policy) Each child with an EOL to be assigned a transition lead to oversee EOL transition that is tailored to the individual needs of the young person.
To clarify the partnership work that is occurring with the appropriate external agencies supporting young people, with specific life limiting (non-malignant) illnesses 
Action : 
Engage with Transition group within the Trust
	2

	 Ambitions document (3)

	1.7
	Improve the timely recognition that a patient may be dying.

The dying person and those identifies as important to them are involved in decisions about treatment and care.
Action : 

Investigate feasibility of local audit to feedback to wards 

Include within education

Ensure LDOL is being used – through local audit
	2
 
	National end of life Audit) (7)

 NICE guidance (recommendations 1.1.2,1.2.1,1.3.1,1.3.7)(4)

Health ombudsman (8)  

	1.8
	To improve environment for patients in last days of life

Action:
 redesign single rooms
	2
	

	1.9
	To improve environment for difficult / breaking bad news

Action: 

To continue to highlight need for quiet break out rooms /suitable space
	2
	

	1.10
	To explore the role and practicalities of the use of patient centred outcome tools and whether these are appropriate to be used in the setting of the acute trust?
Action: 
Engage in national and local initiatives as appropriate
	3
	Ambitions document (3)

 

	1.11
	 Provide appropriate space for patients and their family for all faiths 

Action : 
case of need to Trust’s Investment panel 
	3

	CQC recommendations

	1.12
	The Trust to audit whether honest, open, appropriate, sensitive EOL conversations are occurring.
Action :

 Local and National Audit. 
Sharing results of the NEOLCA and include within education

Review through views of relatives with bereavement audit
	3
	National end of life Audit) (7)

Ambitions document (3)



	1.13
	Support and encourage greater links and collaboration with faith groups and cultural communities as appropriate.
Action : 
To review with pastoral service providers
	3
	Ambitions document (3)



	1.14
	Review the availability of psychology support in the trust. Assess whether this service is equitable and where the need for psychological support lies in the Trust.
Action:

 Work with appropriate services to understand gaps in service

Ensure patients and families are signposted to services available
	3
	Ambitions document (3)




2. Education and training 
	2.1
	The Trust will continue to support the training and education of clinicians involved in the end of life care by supporting the End of life Education strategy 
To continue to provide education and expectations to achieve the 5 priorities of care for patients who are dying in Derriford Hospital. 
Action : 
Developing the champion and link nurse role,

Continue to provide education trust wide 

Set up education day – advanced care planning and SPC
	1 
	One chance (5)

	2.2
	The Trust will ensure that the ward link nurses and EOL champions will be provided with the appropriate support to attend training days.
Action:

 Raising profile and importance of attendance at study days with Matrons
	1
	

	2.3
	To ensure the competency in assessment and symptom management of the specialist CNS 
Action: 

Set up CNS study sessions

Ensure CNS attendance at SPC
	1
	

	2.4
	To highlight the e-learning that is available for medical and nursing colleagues and signpost to appropriate e-learning (e.g. e-LFH).
Action: 
Investigate feasibility of setting up e-LFH programme for health through intranet for all staff
	1

	(NICE guidance recommendations 2.4,3.26,3.30) (4)

One chance (5)



	2.5
	To develop the Trust intranet to provide easy access to training and resources
Action: To update EOL page
	1
	

	2.6
	To develop mandatory training in EOLC

Action : 
Investigate feasibility of annual mandatory training for EOL
	2
	

	2.7
	All staff that need to initiate discussions about EOL will be identified and will receive the appropriate advanced EOL communication and skills training.
(see NICE guidance p 18)

Action : Investigate e-LFH

Ensure 3 levels of communication training is available for staff
	2
	NICE guidance (recommendations p 18)

	2.8
	The Trust will focus on staff involving all aspects of EOL including after care of the dying; mortuary, bereavement offices and porters.
Action : Identify needs of non clinical staff.

 Ensure education available
	2
	CQC recommendations

	2.9
	Continue to focus on understanding of the legislation around mental capacity Act (MCA) deprivation of liberty DOLS, in the context of EOLC
Action: 
Engage with MC Team / DOLS Team 

Use of e-learning 

Include in education
	2
	

	2.10
	Educate nursing and medical team in the role of nutrition and hydration at the EOL

Action:

Engage with education

e-learning via e-LFH and appropriate education 
	2
	One chance (5)
NICE guidance 1.4 (4




3. Evidence and information
	3.1
	Ensure that information about the treatment and support available for patients and their carers is available in an appropriate way, either in an open forum, on the internet or by paper form. 
Ensure that the information is accessible on the wards/outpatient/ mustard Tree as appropriate.
Action : 
Continue to review information available
To review this in the EOL committee
	1
	Ambitions document (3)



	3.2
	Encourage staff to engage in public awareness about death, dying, choices at the end of life and engagement in conversations about dying 
Action: 
To engage with national programmes such as Dying Matters as appropriate and local events
	1
	Ambitions document (3)




4. Co-design
	4.1
	To clarify and develop  rapid discharge pathways home for patients who have limited prognosis 
Develop clear lines of referral for community district nursing service and rapid assessment for social need on discharge. 
Action: 
SPCT to work with onward care team, discharge team and external agencies (e.g. Livewell Southwest) to encourage  appropriate, safe and rapid  discharge
	1
	

	4.2
	Engage in developing close ties with primary care and social care to minimise barriers to collaborative work and  the development and integration of EOLC between the health and social care
Action:
 Engage with collaborative work including the Western Locality EOL operational group or equivalent. 
Identify key workers to liaise with wider health community
	2
	

	4.3
	Evidence of local systems (such as SALUS) in place to document identification of people approaching the end of life and to ensure appropriate training in this
Action :
 Monitor use of SALUS  through local audit

Use of education in the role of SALUS to identify SPC patients 
	2
	

	4.4
	To ensure appropriate processes in place to manage coordination of care and have clear referral criteria to hospital and community SPC
Actions:
 To monitor and review in future
	2
	


5. Shared records
	5.1
	To review and develop the e-discharge process and to clarify the information shared with primary care including end of life discussion, preference, treatment escalation etc
Action : Working with pharmacy to review  e-discharge form 
	1
	

	5.2
	Continue embedding the use of TEP form and increasing the quality of information and EOL discussions associated with them
Improve the transfer of TEP forms between services
Action : 

Local audit of completion by service line

Reflect on DATIX internal and community teams
	2
	

	5.3
	Continue to understand and develop the role of the EPaCCs, to offer training and support its use in sharing decisions made and treatment aims and improve the awareness for the role of EPaCCs
Action : 
Work alongside national developments to improve local processes and access to EPaCCS 
	2
	


6. 24/7 access
	6.1
	Ensure a clear understanding on each ward about how to access medication out of hours, 

Action: Work with pharmacy to circulate information to Trust Staff
	1
	

	6.2
	Ensure that there is an understanding that medication for symptom and pain control needs to be accessed 24/7 and how to access the appropriate equipment (including syringe drivers).

Action :Local Audit and education
	1
	


	1
	


7. Involving, supporting and caring for those important to the dying person
	7.1
	To clarify the support offered to people impacted by sudden and unexpected death at the Trust,

Review support offered to bereaved relatives at ED, MAU, and PALS

Action :
 to work with Emergency Department and MAU to review services available and provide information and guidance
To work with PALS to clarify gaps in the service
	2
	Ambitions document (3)



	7.2
	The current bereavement services are reviewed to ensure they meet the appropriate requirements 
including families affected by unexpected deaths.

Action 
To include bereavement and PALS in EOL sub group( operational group) to ensure joined up approach to EOL care
	2
	Ambitions document (3)




8. Leadership
	8.1
	To clarify that there is equitable provision of care and support across malignant and non-malignant in the trust. 

To clarify where the gaps might be, encourage good communication between services and closer links with EOL stakeholders. 

Action : 
Ensure representation on the Trust EOL committee and/or EOL subcommittee operational group.
	1
	

	8.2
	The Trust to continue to have involvement and interaction of issues around EOLC at Board level.

Acknowledgement by the Trust board in respect to the aims for high quality end of life care, trust wide professionalism and providing the appropriate environment to achieve this
Action :Present EOL To Board annually
	1
	Ambitions document (3)

One chance (5)

	8.3
	The Trust will continue to engage with the developments of services for dying patients across the health and social care community

The Trust will actively engage in partnerships between services; including non NHS organisations, voluntary sector, social care and primary care.

If required, to work alongside commissioners to clarify what can be realistically expected for patients at the end of life. 
Action:
To continue to engage across health and social care groups and success and STP groups as appropriate
	2
	Ambitions document (3)



	8.4
	The Trust to collaborate and support Health and Wellbeing Boards if EOLC services become a focus.
Action:
 To investigate Plymouth/Devon/Cornwall priorities in Health and Wellbeing Committee
	3
	Ambitions document (3)



	8.5
	Develop local governance arrangements to ensure the role of ‘senior responsible clinician ‘ in end of life issues, particularly in decision-making

Action:Include in medical education
	2
	One chance (5)
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Appendix 1
REFERRAL CRITERIA AND GUIDANCE FOR REFERRAL TO St. LUKE’S HOSPITAL SPECIALIST PALLIATIVE CARE SERVICE

Specialist Palliative Care is the active, total care of patients with progressive, advanced disease that is no longer amenable to curative treatment. The service is delivered by a specialist team of nurses and doctors for those patients who have unresolved problems that cannot be dealt with by other healthcare services.

Criteria for referral to the St Luke’s Hospital Team 

The patient has a progressive life-threatening disease (malignant or non-malignant e.g. end stage heart failure, end stage respiratory failure, progressive neurological disorder).

AND

Has one or more of the following:-

· Pain related to progressive disease uncontrolled by simple analgesia and/or first line strong opioid and/or first line adjuvant.

· Other physical symptom(s) uncontrolled by first line of drug treatment.

· Support required for other key healthcare professionals with complex decisions around whether treatments, including artificial nutrition and hydration, should be withdrawn or withheld.

· Dying complicated by complex care needs, psychological, social or spiritual distress in patient or family for which specialist palliative care support or advice would be helpful.

· The patient’s distress impacts severely on their ability to carry out usual daily routines and is not transitory and is not an acute reaction to bad news.

Urgent referrals (within 24hrs)

If the patient has a rapidly deteriorating/changing condition with complex symptom management problems that have not responded to current interventions we will aim to see the patient within 24hrs of referral or the next working day if referred on a Friday.

Whilst the Specialist Palliative Care team will endeavour to respond to urgent referrals rapidly (within our working hours 08:30 – 16:30) it remains the responsibility of the healthcare team to provide an emergency response.
Routine referrals (within 48hrs)

All other referrals will be seen within 2 working days.

Fast Track Discharges

The team will NOT routinely complete fast track discharges, apply for Continuing Healthcare Funding for care packages or placements for patients not known to the service.

Who can refer?

Any healthcare professional within the hospital can make a referral.  If this is to see a patient, family or carer, we would prefer that this be with the approval of the patient’s consultant.  No such approval is necessary for staff support.

All referrals must be with the patient’s knowledge and permission unless the patient lacks capacity for example if unconscious or confused.

Referral process

Referrals can be made by phone:  Ext. 36744 or 36735
The team will come back to the referrer for more information or approach other HCP’s involved if the referral does not clearly indicate the reason/need for specialist palliative care involvement.

Informal contact (by phone) for advice on appropriateness of a referral is encouraged.

If a patient does not have hospital specialist palliative care requirements, but, requires community palliative care please refer to the appropriate team:

Plymouth/Devon – St. Luke’s Community Services 01752 964200

Cornwall – Cornwall Palliative Care services 01208 251300

In the event that all information is not supplied we will need to contact you which may result in a delay

NB:  Please continue to notify the Specialist Palliative Care team of any patients in the last days of life for audit purposes.
Appendix 2

Public health end of life care profiles

See http://fingertips.phe.org.uk/profile/end-of-life
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