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End of Life Care: Planning
Ahead

Using a population health approach to
meet the needs of our population.

Prof Keri Thomas

Founder & Chair, GSF
Chair, Coalition of Frontline Care
For People Nearing The End Of Life

Everyone deserves Gold Standard End of Life Care




COALITION OF
24 FRONTLINE CARE New Care Talk Awards PALLIATIVE &
A s ALLIATIVE

The Coalition of Frontline Care for People Nearing the End of Life
sponsoring 2 new awards -

THE INTEGRATED CARE
SYTEMS AWARD THE PARTNERSHIP WORKING ACROSS

HEALTH AND SOCIAL CARE AWARD
-significant iImprovements and inspirational

care for older people nearing the end of life  _exemplary collaboration across the health and
across the wider ICB population, whole soclal care sectors, with tangible and sustainable

system joined-up working, affirming benefits for people nearing the end of life.
generalist frontline teams etc.

OTHER AWARDS - care homes, hospices,

Deadline April 29t L o .
palliative care teams, fundraising, nursing etc.

https://www.palliativecareawards.co.uk/nomi
nate/



https://www.palliativecareawards.co.uk/nominate/
https://www.palliativecareawards.co.uk/nominate/

TN\
0
the /

Agenda frameWOrk

10.30am Welcome & Introduction Prof Keri Thomas &
Dr Julie Barker

10.35am Population based systems for the last years of life - Prof Sir Muir Gray
optimising value and minimising waste

10.55am Why should ICBs prioritise EOL Care? Dr Julie Barker
11.15am Role of GSF as a springboard for change. Case study: Dudley Dr Joanne Bowen
11.45am Q&A Discussion Panel — Interactive

12pm Finish

Everyone deserves Gold Standard End of Life Care.
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Join at Menti.com with code: 7122113

Join at https://www.menti.com/alagc7ipjnuf

\What is your role in your ICS?
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How do you feel about your ability to improve
end of life care in your area?

Whatis your role in

your |[CS?
@ Clinician
Management
® Member of public
Third sector organisation
® Other
| have the We are Good | have no
powerl effective Ideas but Influence
as a team
resources.

d Mentimeter
U -
e = 2



Prof Sir Muir Gray

Director
Oxford Value & Stewardship Programme

Population based systems for the last

years of life - optimising value and
minimising waste

l Everyone deserves Gold Standard End of Life Care
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NEED &
DEMAND
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Carbon
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There are four main causes of increasing
need and demand

1. Population ageing

2. New diseases and conditions eg Covid and MGUS

3. New interventions which may create a new need or may change the
threshold for intervention

4. The ‘relentless increase in the volume and intensity of clinical practice’



The main driver of demand is not population ageing

Drivers of demand (OBR 2015)

9%

29%

62%

M Intensity and innovation ® Demographics (inc. ageing)

Source: Office for Budget Responsibility
https://obr.uk/docs/dIm uploads/Health-FSAP.pdf




New diseases and conditions

e
pre diabetes — male aged 78, BMI 23, [

Dear John,

based on a single reading of HbA1c 43 in e

Diabetes Prevention Programme.

a blood test done for a reason other L

on any of the following dates:

Mon 16th Jan (afternoon)

than concern about pre diabetes

| will share more details about the
programme and ask some basic
questions around your heaith &
physical activity levels.

If you're not interested in joining,
please reply to this message saying
"discharge me."

Please let me know.

Best wishes

Eva Westerhuis Hausler
LWTC Diabetes Prevention
Practitioner & Health Coach

OR®H Q@a®




New diseases and conditions - MGUS Monoclonal Gammopathy of
Undetermined Significance



New Interventions and Technologies — in the UK a decision was
made not to introduce screening for glaucoma but the
development of a low cost equipment has resulted in every
optician now measuring intra ocular pressure




“The relentless increase in the volume and intensity of clinical
practice “

Test type
B Laboratory Imaging M Miscellaneous
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Fig 2 | Temporal trends in total test use by test type

IF A GP REQUESTS A BLOOD TEST ‘HAEMOGLOBIN’, THEY GET 29 BLOOD VARIABLES REPORTED
INCLUDING “LIVER TEST” ‘KIDNEY TEST” “THYROID TEST “ AND ‘BONE TEST’
THERE ARE SIMILAR INCREASES IN CT AND MRI WHICH PICK UP FALSE POSITIVES



In the next decade need and demand will increase by at
least 20 % so what can we do?

Well, we need to continue to
1. Prevent disease, disability, dementia and frailty

to reduce need
2.Improve outcome by provide only effective, evidence

based interventions
3. Improve outcome by increasing quality and safety of

Drocess
4. Increase productivity by reducing cost

These measures reduce need and improve efficiency but
they have not addressed three huge problems




The first is unwarranted
variation in healthcare ie
"Variation in utilization of health
care services that cannot be
explained by variation in patient
need or patient preferences.”

Jack Wennberg

The
Dartmouth
Atlas

of

Health Care

| he Center for the
Fvaluatrve Clinical Soences

Dartmouth Medical School




PROELEMS OF THE MUSCULO-SKELETAL SYSTEM
PROGLEMS OF THE MUSCULO-SKELETAL SYSTEM

Map 22: Rate of anterior cruciate ligament reconstruction Map 19: Musculo-skeletal expenditure per 1000 population

expenditure per 1000 population by PCT by PCT
Waghted by age, sex, and need; 2008/09 %

Waghtod by age, =ex, and need; 2008/09
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Unwarranted variation reveals two other problems



THESE ARE FROM THE NHS ATLAS OF VARIATION BUT FIND ANY LOCAL
DATA

Map 3: Rate of non-obstetric ultrasound activity
per weighted population by PCT

Percentage of all deaths in an area that occur in hospital, by local sepno 2012/13
authority, 2006-2008 Hesith Observatory Domsin1: Preventing pecpe from ding rematrely
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The second problem is overuse and waste and it is not controlled simply
by funding only interventions that have evidence of cost effectiveness
because of the need to consider the optimal use of cost effective
Interventions

BENEFIT

Effect
Size

> Resources

Avedis Donabedian first described how increased investment in even an
intervention of proven cost effectiveness followed
The Law of Diminishing Returns



Avedis Donabedian also taught us that all health care causes
harm, and the more you do, the more harm it does

Effect
Size

> Resources

The benefit is a little higher and the harm a little lower if quality is higher
but the basic shapes are the same



And he defined a Point of Optimality beyond which
resources are wasted and would give greater value if

used on another segment of the population

Effect
Size |
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" Resources
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The third problem is Underuse of high value interventions which results in
1. Preventable disability and death often combined with
2. Inequity

Comparison of NHS joint replacement in NHS 2012
100 Wealthiest ward =100
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A new paradigm is needed — Value Based Healthcare



Four perspectives of value as defined by the G20

personal value - appropriate care to achieve a patient’s personal goals
allocative value - equitable resource distribution across all populations and
within each population across all patient groups

technical value - achievement of best possible outcomes with available
resources; it is important to emphasise that this means using the resources
for all the people in need in the population not just those who reach the
service and become patients, for example focusing on all the people in with
hip pain, not just those people who have had a hip replacement. This means
that technical value also includes measurement and minimisation of
Inequity

social value - contribution of healthcare to social participation and
connectedness



There are four types of waste in healthcare
1. Waste left after a job has been done.

2. Waste due to low technical efficiency.

3. Waste when intervention do not achieve outcomes that matter or
do more harm than good

4. Waste due to opportunity costs where waste is the use of resources
that would produce more value if used for
*another purpose for that sub-group of the population or
*another subgroup of the population.



The NEW ENGLAND JOURBRNAL of MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non—Small-Cell Lung Cancer

. life.®® Early introduction of palliative care also
- led to less aggressive end-of-life care, including
reduced chemotherapy and longer hospice care.
Given the trends toward aggressive and costly
care near the end of life among patients with
- cancer, timely introduction of palliative care may

serve to mitigate unnecessary and burdensome
personal and societal costs.2%37




An integrated palliative and respiratory care service for

patients with advanced disease and refractory breathlessness:
a randomised controlled trial

Irene | Higginson, Claudia Bausewein, Charles C Reilly, Wei Gao, Marjolein Gysels, Mendwas Dzingina, Paul McCrone, Sara Booth,
Caroline | Jolley, John Moxham

This tral provides support for a more integrated
approach to management of breathlessness within a

breathlessness support service, which improves pahent
mastery mthﬂut affecting overall care costs. The recorded
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Here is the new agenda to increase value by shifting resources
from lower value which may be zero value where the resources
are being wasted to higher value activity

* Define population segments with a common need such as people with
respiratory disease and allocate resources optimally

* Desigh the system for each population sub-group for example for
people with COPD

* Ensure each individual makes decisions to optimise personal value

* Deliver value for the population and all the individuals in need
equitably through networks

* Create the culture of stewardship, with a governance process that
promotes collective responsibility with clinicians responsible for
optimizing the use of the resources their population segment’s budget
and clinical time



self-care

iInformal care
LEVELS

OF generalist care
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specialist care

super-specialist care

BUREAUCRACIES
NHS local drug insurance
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TO 3D HEALTHCARE

SEGMENTS OF

DEFINED BY NEED
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Design the system for each population sub-group

‘It the market is a marvel, then why do we

need firms?
But then the question can be turned

around.
It internal organisation enjoys advantages

over markets, then why is not all
oroduction carried out in one big firm?”

Source: The Economics of Transaction Costs Oliver Williamson
Oliver Williamson and Scott E Masten (1999)

Joint Winner of the Nobel Prize for Economic Science 2009 o .
Source: Wikimedia

Healthcare is too complex for bureaucracies or markets, alone or
working together to provide the solution - what is needed is a SYSTEM



The principles of system design for Better Value
Healthcare are that, in designing a system, it is

necessary O
* Define the scope of the programme

* Define the population to be served
 Reach agreement on the aim and objectives of the service
* For each objective, to find one or more criteria

* For each of the criteria, identify levels of performance that
can be used as quality standards

* |dentify all the resources used to create a system budget
* Define all the partners to engage in a Clinical Network
* Produce a system specification

* Prepare a plan to build the system



Setting the aim, for example in a system for people
In the last year of life

to enable dying well as well as living well



When asked to set objectives clinicians and representatives of people
with the problem usually focus on clinical objectives adapted forthe
population

To reduce the incidence of Type 2 diabetes
To diagnose type 2 diabetes promptly and accurately
To treat type 2 diabetes effectively with minimal side effects

To enable the person with type 2 diabetes to be confident in their management
and minimise psychological adverse side effects of diagnosis

To reduce the risk of complications from Type 2 diabetes



The objectives for a population based system for
iving and dying well

to identify people in the last year of life
to promote and enable indiviudals to express their
preferences clearly

to provide intensive support to those who need it
most



However there are five other objectives the clinical group responsible for and to

the population need to adopt
To reduce the incidence of Type 2 diabetes

To diaghose type 2 diabetes promptly and accurately
To treat type 2 diabetes effectively with minimal side effects

To enable the person with type 2 diabetes to be confident in their management and minimise psychological
adverse side effects of diaghosis

To reduce the risk of complications from Type 2 diabetes

To minimise the effects of deprivation and inequity
To make optimal use of resources

To educate all the relevant professionals, for example pharmacy assistants and care home staff
about type 2 diabetes and its management

To promote and support research

To produce an annual report for the population served



3 . Ensure each individual makes decisions that optimise personal

value

The value this patient
places on benefits & harms of the
options and on risk taking

. Patient
Evidence, Report of

Derived from the Decision the impact
study pf groups > " of the
of patients

decision on
problem
that was

The clinical condition of this patient; other bothering
diagnoses, risk factors including genomic them most
information and 1n particular their problem,

what bothers them psychologically & socially




4. Deliver value for the population and all the individuals
iNn need equitably through networks

PrimaryNetwork ‘

O é é O Hierarchies and

ey )
” » mmd\‘
dCPé éQé ‘ -

Hierarchies Networks




5. Create the culture of stewardship and
collective responsibility

Elinor Ostrom realised that the Tragedy of
the Commons is not inevitable.

“If those using the resources are allowed to
manage those common pooled resources
themselves, then sustainability is possible.
They become stewards.

Her approach is called the Governance of
Complex Economic Systems

Joint Winner of the Nobel Prize for Economic Science 2009

Stewardship is to be responsible for preserving and improving a resource which one
does not own for future generations



Accounting for Value

A value report for the ‘Die Well' domain

in the North East Essex Health & Wellbeing Alliance

End-of-life population budget

Data was available from four sources of funding for the care for people in the last year of life
expenditure on hospital admissions, 5t Helena Hospice charitable funds, 5t Helena Hospice N

funded expenditure, and the NHS continuing healthcare fast-track pathway. In 2018/19, tota

expenditure from these four sources was £39, 884,297, The majority of expenditure for peop
last year of life was due to admissions to hospital amounting to £30 million (19% of the total

im MEE:
HS grant-

e in the

expenditure on hospital admissions), of which £26.5 milllon was expenditure on emergency admissions
_to haspital in the last vear of life. comorising 37% of the total expenditure on emeraency admissions.

If all general proctices could be supported to achieve the charocteristics of high MCCR usage practices,
the potential for re-investment is about £422, 138 for people with cancer in the last year of life and

£1, 728 754 for people with non-cancer conditions in the last year of life; the total being £2.150,892,



End of life care
Togd-kex

Supporting end of life care
in NHS Highland:

Build a movement for change by communicating the findings of this report, in an
appropriate format, within the NHS and wider, including with the public.

Identify people at the end-of-life, listen to them and share their preferences so we can
fulfil them.

Take our agreed outcomes, measure them, and reflect and act on them on a regular
basis to enable us to track improvements in value.

Trial a rolling series of projects to impact the number of emergency hospital
admissions, whilst better fulfilling people’s end of life preferences, reducing possible

inequities of outcomes and using resources more efficiently.



Editorials

Population-based, person-centred end-of-life care:

time for a rethink

REFRAMING END-OF-LIFE CAREIN A
CHANGING CONTEXT

The way we care for people In the last
chapter of their lives has been said to be
a litmus test for our society. Lifespan now
outstrips healthspan, and, with increasing
complexity, symptom burden, and rising
mortality, the context of end-of-life care
[EOLC) is changing and broadening. It is
time for a new approach — a reframed,
iInclusive, big-picture population-based
approach to EOLC to meet the challenges

Whole population —1% total, 30% hospital, 80% care home
All settings — home, care home, hospital, other

Population: referred
Setting: mainly hospice

Condition: mainly cancer Non-cancer, frailty, dementia

Stage: final days of life Earlier — final years of life

Providers: specialists Generalists/

all involved

Current understanding -————————mm = Future understanding

Figure 1. A population-based approach to end-of-life care.




Questions?

Everyone deserves Gold Standard End of Life Care




Dr Julie Barker

Assoclate Medical Director

Why should ICB partners prioritise
Quality End of Life Care?

l Everyone deserves Gold Standard End of Life Care

&




Join at Menti.com with code: 7122113
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\What one word would best describe how much
priority is currently given to providing high quality
end of life care in your area.
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Prioritise quality of
life over prolonging it
for elderly, Chris
Whitty tells medics

England’s chief medical officer says
more realistic conversations needed
about some treatments’ side-effects

Glr{z{llgdian

He also urged families not to shy away from conversations with older relatives about health
choices such as the extent to which they would want medical interventions to be escalated In
an emergency. These discussions could be mediated by a GP, Whitty suggested, and need
not be “frightening conversations”. “If you talk to older people, they will all want to have this

conversation,” he said.



Individual chronic conditions accumulate with age- multimorbidity.
This is accelerated by deprivation. Overlap with frailty but not the same.

100 904 Socioceconomic
[ Odisorders status 806
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Barnett et al 2012- UK data.



FACT: Chief Medical Officer’s
We are getting older and living with more Annual Report 2023

multi-morbidity than ever before. Health in an Ageing Society

So we need to think & do differently adapt &
ensure that we are doing the right things for our
population. ‘
1.This report is about improving quality of life rather ks
than longevity Where are you @&

3. Urban areas are not where the growth in older
people Is occurring; more peripheral

on this map? [SEass
. . . 2 . - *‘j &r o
areas are where the increase in need will be seen et il N7 (R

11. Improving quality of life In older age sometimes
means less medicine, not more T oo
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11. Improving quality of life in older age sometimes means less medicine, not more

It is essential that all patients, but especially those in later old age, are able to have realistic
discussions with their doctors about whether more treatment will improve quality of

remaining life. Some treatments may extend life but at the expense of reducing Iits
remaining quality and independence; the decision about how to balance these should be
the patient’s. This needs full and realistic information from their medical advisors. Examples
might be major operations, or chemotherapy, or continuing drugs which have side effects

and whose principal aim Is to extend life, or repeated admissions to hospital. In medicine it

IS often easler to do more things, even when it is far from clear that quality of life will

Increase as a result. Over-treatment Is as inappropriate as under-treatment in all patients,
Including older patients.

Greater use of advance care plans can help avoid over-treatment. Out-of-hours doctors, hospital clinicians
and carers may be less familiar with someone’s wishes.

Consider how your area iIs training your front line staff in conversations designed to avoid
over-treatment...........

Everyone deserves Gold Standard End of Life Care.



Commissioning

51
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Dying well at home

Commissioning quality
end-of-life care

Alex Baylis
Loreen Chikwira
Ruth Robertson
Luca Tiratelli

February 2023

Classification: Official m

Publication reference: PR16/73 Englanﬂ

Palliative and End of Life Care

Statutory Guidance for Integrated Care
Boards (ICBs)

29 September 2022




Optimising the Ambitions Partnership and Framework

"I can make the last
stage of my life as good as

possible because everyone
D Erchprson g s o e works together confidently
honestly and consistently

to help me and the people
who are important to me,

j ' s).”
D core i coivaed including my carer(s)

=y All staff are prepared to care

U% Each person is seen as an individual

iE) Maximising comfort and wellbeing

3 Each community is prepared to help

17


https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.england.nhs.uk/north/wp-content/uploads/sites/5/2018/11/final-ambitions-palliative-and-end-of-life-care-self-assessment-tool.xlsx&ved=2ahUKEwijraG-8Y-FAxUWUUEAHQtTC34QFnoECBsQAQ&usg=AOvVaw08MupsdNs6YmF4hfLTUWHM

Palliative and

end of life care
in Integrated Care Systems

Survey Report
Exploring how Integrated Care Systems are
responding to the Health and Care Act 2022

November 2023

Everyone deserves Gold Standard End of Life Care.
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o North West

2/3 ICBs in the region responded

North East & Yorkshire
2/4 ICBs in the region responded

Midlands
7/11 ICBs in the region responded

East of England
4/6 ICBs in the region responded

London
3/5 ICBs in the region responded

South East
6/6 ICBs in the region responded

South West
2/7 ICBs in the region responded



Key findings
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he survey of ICBs across England highlighted the following key themes in
relation to palliative and end of life care (PEoLC):

1. Lack of a consistent strategic focus on PEoLC services

More than a quarter of ICBs in our survey told us their

Integrated Care Strategy does not cover PEoLC and almost one
in five told us their Joint Forward Plan does not do this.

2. Improvements required to fully understand population
health need

Whilst the vast majority of systems (92%) feel they have at least
moderately understood the PEoLC needs of their population,

only 35% of systems report having a significant or full
understanding of population health need.

3. Significant gap in understanding and addressing PEoLC
inequalities

Understanding and addressing inequalities in access to and
experience of PEoLC is a major gap for most systems, with two

thirds of respondents yet to complete an Equalities and Health
Inequalities Impact Assessment, as required in NHS England’s
statutory guidance on the new legal duty.

4. Workforce and funding are key barriers to PEoLC service
improvement

Workforce and funding issues are considered the most
significant barriers to effectively delivering and improving
PEoLC services. Only 3% of ICB respondents have fully or
significantly assessed the required workforce to deliver services
effectively.

5. Appetite for additional support to demonstrate the
benefits of PEoLC investment

Most systems would welcome additional resources and support
to demonstrate the potential value of additional investment in
PEoLC services.



Quantitative responses

Leading and shaping PEolLC
services
o
- o
] (R
. i
o

Of ICBs responded
that their Integrated
Care Strategy covers

ICBs engage with a
range of stakeholders
including people with

PEoLC . :
lived experience,
specialist palliative
o care providers e.g.
charitable hospices,
o ¢ VCSEs and local
81% authorities to develop
® o PEoLC services
@

Of ICBs responded
that their Joint
Forward Plan
covers PEoLC

5

Types of support
ICBs feel they could
benefit from to meet
the PEoLC legislation
include evidence on
value case (76%) and

Do you engage with
the following to define
PEoLC strategies and
commissioning needs?

W People with lived
experience
Specialst pallative
care providers

good practice case W VCSE
: B Local authorities
studies (36%) B Other

Commissioning PEolLC services

00000

(i

Understanding
Population Health
Need

92%

Of ICBs reported that
they understand the
PEoLC needs of their

local population to
at least a moderate
extent.

17%

(= ]
Of ICBs have

conducted a self

assessment against
the PEo Ambitions.

69%

Of ICBs have not
completed an
Equalities and Health
inequalities impact
assessment and action

plan on PEoLC.

However, only 35%
reported that they
significantly or fully
understand PEoLC
population health
needs.

12% 19%

Meeting Populatio
Health Needs

100%

Of ICBs reported that
local PEoLC
services meet local
population need to
at least a moderate
extent.

69%

B Yes Mo Bl Dont Ko

However, only 38%
reported that local
services significantly
or fully meet
population needs.
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\What are the most important factors in
providing high quality end of life care?

Caring & well trained
workforce

1st

Targeting the right
patients (identification)

2nd

Sharing key information
3rd &g Respect forms

Dedicated PEOLC team

4th

sing data intelligently

5th

Mamed clinician key
worker

Care co-ordination
centre (eg Gold Line)

6th
7th
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Example of prioritisation at ‘PLACE’ Notts thframewor’k@’

__ NHS.

Nottingham and
Nottinghamshire

Proposed Approach Outcomes Priority Areas

e Embed an approach which delivers a e |Increasein number of

core service to our people, but tailoring people being cared for in an
the size and shapeat PCN level appropriate care setting

CVD (Heart Failure, Stroke,
CHD, hypertension)
Respiratory(COPD/
Pneumonia)

Prioritisethe areas and population Reduction in avoidable and Caiicer

groups of most need through a PHM \ unplanned admissions to EolL

approach, including those living in the hospital and care homes - Frailty/Dementia/Falls
most deprived areas, people living with (Proactive care)

frailty, those in vulnerable or inclusion

{ .f\v\-—"' ””!""""""lln [] - =
proportiesnateuiiiversalism! (navigation and flow)

groups and those experiencing severe Increasein healthy life - Delirium and Confusion

multiple disadvantage. expectancy (maintaining - Cellulitis
wellness for longer)

Sepsis
ldentifving and addressing the ‘care P

gap’ in effective anticipatory care and Access to the right primary

increasing uptake of secondary and community based
prevention interventions to provide a health and care servicesfirst Mental health

holistic, personalised approach to care time (Referral optimisation) *Maternity/CYP
*Diabetes

e "MK
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TheKings Fund) ‘ PO“Cy brief ) thframework@’

How can ICBs improve end-of-life
care for people who die at home?

What families and carers told us Key findings (23 Feb 23)
about end-of-life care

Recently bereaved families and carers said

commissioners need to ensure that: Commissioning end-of-life care for people dying at home needs
to improve.
* staif are consistently compassionate — trained in ICB leaders should ensure that commissioners:

caring skills, as well as clinical skills

e there Is good communication, so that patients : :
» understand patient, carer and community

and carers are fully involved and fully supported _

- all the services involved are well co-ordinated EXPEriences

and seamless * track needs and act on inequalities

* people know what to expect, the range of * include generalist and social care in quality
tsheer\r/ri]ces available for them and how to access monitoring

* services meet the specific needs of people from . convene partners to collaborate on

different ethnic and religious groups. Improvement.

Everyone deserves Gold Standard End of Life Care.



Aligning our objectives with new NHSEngland

2024/25 delivery for PEOLC — Draft in Progress

Improving Access

Improving Quality

Improving Sustainability

NHS Medium-  |=glelz =\l SHIFT to digital and SHARE the best to STRENGTHEN the SUPPORT our local
term priorities distress through community through improve patient and hands of the people partners
identification and integration carer experience we serve
early intervention
Priorities for Improved identification | Integrated Evidence into policy Personalised care Collaborative
Palliative and of palliative and end of | Neighbourhood Team and practice planning / ACP and commissioning
End of Life life care needs approaches care co-ordination
Care Oversight /
Responsive community accountability and
services New models of care meaningful metrics
24IT mOd.eI.S of specialist Health inequalities
palliative care
Enablers Data and insight Workforce Existing resources Training Established network
|dentification processes Digital Data and insight Improvement expertise

IT infrastructure
Training

payment systems

Strategic planning /
commissioning / Pricing /

Innovation & Research

-




PEoOLC Delivery Plan
m Outputs and Measures 2024/25

' T ~+ifi 0 o
1. |mprOV|ﬂg 1.1. F 2 1.1. led and X% of people o

Access e ldentification = 24/7 support & e | |
1.2. Staff, patients and carers can access the care and 1. CO-OI’d | natIOn pallie AC P InCl Ud I ng ss all

~nared to baseline

advice they need, whatever time of day regior TE P
1.3. Equitable access to PEoLC for all, focussing on locally ” ._.s. Phase 2: 7-day face to face specialist palliative car.
identified under-served populations
1.3.1. PEoLC SCNs can evidence improved access for lor ey w..._. _ _...u pupulations from a
baseline.
2 Im p rovin g 2.1. High quality palliative and end of life care for all, 2.1 PEo proved quality for locally identified priority groups from a baseline

_ Irrespective of condition or diagnosis .

QU aI Ity 1 WOrkarCe . :d staff confidence, knowledge and skills in PEOLC from a
2.2. A confident workforce with the knowledge, skills and b.

capability to deliver high quality PEoLC

2.3. R Jd or outstanding in all domains
2.3. High quality PEoLC across all systems Tra| n | ng &
2.3.2 1adequate
2.3.3 PLCOandence mproved patient/carer experience from a baseline.
3 | ' 3.1 PEoOLC is sustainably commissioned 3.1 Framework for best practice commissioning and funding for PEoLC embedded in at least 50% o’ ICSs In
- IMproving each region
Sustainabil |ty 3.2 The PEoLC workforce is fit-for-purpose, now and in the
future 3.2. Each ICS has a workforce nlan for PEoLC and demonstrates vear on vear improvement
3.3. Personalised and community focused approaches 3.3.1 X% increase In referrals Strategy
are fundamental to improving the PEOLC experience

3.3.2 Each PCN has an identitied social prescribing lead tor PEoOLC

3.3.3 ICSs evidence improved patient experience in personalised and community focused approach s to
PEOI C
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Population-based, person-centred end-of-life care: fra MmMewor k

time for a rethink

Editorials

Population: referred Whole population —1% total, 30% hospital, 80% care home
Setting: mainly hospice All settings — home, care home, hospital, other
Condition: mainly cancer Non-cancer, frailty, dementia

Earlier — final years of life

Generalists/
all involved

Stage: final days of life

Providers: specialists

Current understanding ————————————————————=— FUtUre understanding

Figure 1. A population-based approach to end-of-life care. BJGP March 2018. K Thomas, M Gray

Everyone deserves Gold Standard End of Life Care.



outcomes
&
Metrics

The
Health
Foundation

We should measure what matters, but it

matters who chooses the measures
Research in the spotlight

25 March 2024

Measuring the overall performance of Healthcare Providers

Spring budget: ‘The focus on productivity in turn shines a light on the performance of
providers as the main way we measure how ‘productive’ the NHS is.’

What do we know about what matters most to
patients & their families?

Everyone deserves Gold Standard End of Life Care



https://pdf.sciencedirectassets.com/271821/1-s2.0-S0277953624X00040/1-s2.0-S0277953624000261/main.pdf?X-Amz-Security-Token=&X-Amz-Algorithm=AWS4-HMAC-SHA256&X-Amz-Date=20240325T153005Z&X-Amz-SignedHeaders=host&X-Amz-Expires=300&X-Amz-Credential=ASIAQ3PHCVTY3GGMN3NB/20240325/us-east-1/s3/aws4_request&X-Amz-Signature=fa7a484ba14469788eb5275b925ef37793d897da8a6e3d030da348955ee0281e&hash=1c9162065030caef168c92b591d4a9b0344d11839634a72d4bc4a69165c54d3a&host=68042c943591013ac2b2430a89b270f6af2c76d8dfd086a07176afe7c76c2c61&pii=S0277953624000261&tid=spdf-31e28c97-312a-4472-a423-e0d8c9197270&sid=7482258e7156f5481a9a1c2509da8f65fb02gxrqb&type=client&tsoh=d3d3LnNjaWVuY2VkaXJlY3QuY29t&ua=050d5d545f0100500e&rr=869ff0af7fbc23f0&cc=gb

Join at Menti.com with code: 7122113

Join at https://www.menti.com/alagc7ipjnuf

\What are the most important factors in
providing high quality end of life care?

1st Feeling supported
Compassionate
2nd open conversations
Sharing what
s | -
Proactive
4th communication
5th Care choices

Avoiding unhelpful
interventions

6th

A Mentimeter

5C
»E
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C"; mesmed — Qualitative Review of Advance : ¥
' Care Planning at End of Life. ramewor

* Opportunities for identification often missed

» Advance Care Planning Conversations not consistently offered
 |Information sharing & EPaCCS improving but patchy

» Care co-ordination & escalation response (Respect Audit) often missing
» Strong patient-centric GP leadership positively affects care *

» Patient outcomes closely associated to the above

Everyone deserves Gold Standard End of Life Care.



Care System the

@) y [What Families are ®
o e [SAYINg. framework

'She was clear on
what she wanted

and everyone made
that happen.’

he fact that the doctors & carers
new Dad well gave us huge comfort
t we were offered help much too

'He was just left to die
and no-one told us what
was happening'. Hospital

admission for several weeks, no ACF

‘The carers didn’t
have a clue’ (Fast
track CHC
contracted
company)

Social care is a minefield,
so disjointed.
They should be made to have

a guality standards for the
money they get.

Everyone deserves Gold Standard End of Life Care.
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the

Compassionate Sheffield framework

healthwatch

Sheffield

Peoples’ experiences of Palliative & EOL Care Jan 2024

The benefits of taking a compassionate approach

Through connecting and
supporting Sheffield’s
individuals, communities and
organisations to harness the
power of compassion, together
we can create a happier and
healthier city.

Compassionate Reduce

leadership Improve workforce health inequalities

Allowing well being

vulnerability Community
building

Person-centred Emotionally intelligent
care organisations

Impact Report * July 2023 * compassionate-sheffield.co.uk Compassionate

Sheffield


https://www.healthwatchsheffield.co.uk/sites/healthwatchsheffield.co.uk/files/FINALPeople's%20experiences%20of%20palliative%20and%20end%20of%20life%20care.pdf

&

Finding our patients he '
& using data to reduce inequality framework

Needs based coding - using the ‘surprise question’ to predict main areas of need and support required

A - Blue B - Green C - Yellow
‘All’ from diagnosis ‘Benefits’- DS1500 ‘Continuing Care’
Stable Unstable / Advanced disease Deteriorating

Year plus prognosis Months prognosis Weeks prognosis

) The Gold Standards Framework BY Rovil Colseof
framework | Proactive Identification Guidance (PIG)  KSL¥

Advance Care Planning (ACP

The National GSF Centre’s guidance for clinicians to support earlier identification of patients nearing the end of life, leading to improved
proactive person-centred care.

GSF PIG 7th Edition June 2022 Keri Thomas, Max Watson (HUK), Julie Armstrong Wilson and the GSF team
For details see http://www.goldstandardsframework.org.uk, https://www.goldstandardsframework.org.uk/PIG, https://www.gsfinternational.org.uk/pig-tool

Proactive Identification Guidance — identifying patients’ decline Definition of End of Life Care General Medical Council
earlier, enabling more proactive care. GMC - https://www.gmc-uk.org/ethical-guidance/ethical-guidance-
This updated 7t edition of the GSF Proactive Identification Guidance for-doctors/treatment-and-care-towards-the-end-of-life '
or PIG (previously known as the GSF Prognostic Indicator Guidance), NHS - https://www.nhs.uk/conditions/end-of-life-care/what-it- SO
sims to(penaMe the earlier identification of people who may neeL involves-and-when-it-starts/ 1. Think- about the future - what is important to you, what you want to happen or not to
additional supportive care as they near the end of their life (see GMC The GMC definition of End of Life Care, used by the NHS, NICE 3
and NICE definition of end of life care), to include final year of life as and others is ‘People are ‘approaching the end of life’ when happen if you became unwell
well as final days. This includes people with any condition, in any they are likely to die within the next 12 months. This includes ! i’
setting, given by any care provider (not just those needing specialist people whose death is imminent (expected within a few hours
palliative care), following any trajectory of decline for expected or days) and those with: ‘
deaths (see below). Additional contributing factors when considering e Advanced, progressive, incurable conditions. 2. Talk- with fam"y and fﬂendvs and ask someone to be YOur proxy swkesperson Of Lasuna
prediction of likely needs include underlying co-morbidities, current ¢ General frailty and co-existing conditions that mean they &
mental health and social care provision etc. are expected to die within 12 months. Power of Attorney (LPOA) if you could no longer speak for yourself
) ) e Existing conditions if they are at risk of dying from a
Three Trajectories of lliness (yneta) N

sudden acute crisis in their condition.

o Life threatening acute conditions caused by sudden
catastrophic events.’

NICE Gmdance in End of Ilfe care 2021 Identlflcatlon 30 R““d' erle dOWﬂ YOUf thoughts a5 YOU‘ awn ACP, lﬂ(ludlng VOUI’ SDOkBSpefSOﬂ an‘d store
Identlflcatlon. o - th's sa&‘v

‘Statement 1 Adults who are likely to be approaching the end of

reflecting the three main causes of expected death

their life are identified using locally developed systems.’ ~
NICE Service Delivery 2019 https://www.nice.org.uk/guidance/ngl42 P~
Average GP has ‘ Services should develop systems to identify adults who are -
:':2::3?;211""‘ likely to be approaching the end of their life e.g., using tools 4- D‘Sﬂl” YOUf planS Wl(h VOUI’ GOCtOI, nurses or CafefS, aﬂd INS mlght ‘nc.u& - fothef
such as GSF proactive identification guidance (PIG). :
unﬁ‘::&% - . discussion about resuscitation { DNAR or Respect ) or refusing further treatment (ADRT)
death > o SARS COVID 19 infections can cause rapid decline, emphasising \ ’
3. Gradual decline eg fraity, dementia, muli-morbidity the importance of early advance care planning and screening. -~ ~
Contributing factors include age, multi-morbidity, BAME and l 5 X Q '
Why is it important to identify patients early? social status, etc. Pulse oximetry SpO2 of 92% or under triggers 5. sm ﬂis information with others who need to know about you, through your health
Earlier identification of people who may be in their final stage of life immediate treatment - more information see NHS guidance or - .
leads to more proactive person-centred care as recommended in the https://www_thelancet.com/journals/eclinm/article/P1152589- records or other means, and review it regUlarlv.
T’F@ W!eg meq 5370(20)30193-0/fulltext. ) J
Ever ecognition ofISj)Eﬁ dPto earlier ant|<:|pat|onst<aa nee a rd E e - -
better planning, fewer crisis hospital admissions and care tailored to GSF Proactive Identification Guidance Flow-chart

peoples’ wishes, with better outcomes enabling more people to live
and die where they choose. Once identified, people are included on a Proactive Identification Guidance — GSE PIG Flow-chart




Community: General Practice

The percentage of patients in need of palliative care / support,

Back
as recorded on PEoLC Registers, irrespective of age (QOF data) ackground

The PEoLC Register is an indicator of the extent to which patients are being
. . . recognised by their general practitioner (GP) as approaching the end of their
NHS Nottingham and Nottinghamshire CCG life. Approximately 75% of deaths can be anticipated. Early identification and
Significance <O Higher <O Similar @ Lower initiation of conversations about what matters most to the person enables
personalised care and support planning, including advance care planning.

0.8 . .
Data and intelligence
O—0o__ Commissioners and providers should review this indicator in combination with
0.6 other indicators, in particular deaths at home and in a care home. These can

be found in the PEoLC Profiles and The Place of Death Factsheet. The data
for this Quality Outcome Framework (QOF) measure is provided at CCG and

ﬁg general practice level on the National General Practice Profiles.
™ 0.4
- . . .
Local consideration and actions
When interpreting this indicator ICSs should consider:
02  how do these levels of identification compare with the demographic and
disease profiles in each place?
« does the data reveal inequity of identification based on age, diagnosis,
. . . ; : . . ; . . . : . ethnicity, deprivation or other factors?
2009/10 2021/22
« can the levels of identification and offer of personalised care and support
@ England planning be improved?
This graph shows the trend in the indicator for.the local area and England. Local . what lessons can be shared by those places with high levels of
values are colour coded by whether the value is worse (higher) or better (lower) identification and conversations offered?

than England in combination with the level of confidence that their value is

statistically different from the value for England « is there adequate support for unpaid carers involved in looking after the

person at home?

| @‘3 Office for Health Improvement and Disparities ) \



Integrated ’\
O g:;iiy:;c:h:r:m the90|d standards
s/ fra mp\/\/nrk

Choose view : : : :
PBP/PCN/Practice End of life | Nottingham & Nottinghamshire ICB | All PCNs

. PBP | EoL pts EoL pts 65+ EoL in CH Recorded PPD Respect form EPaCCs
PBP 8,729 7,659 3,739 4,467 6,132 3,130

70.2%

0.7% 3.4% 46.4% 91.2%

—-I-I-l----
City South 115 = 0.3% 1.5% 103 129.1% 52.2%
Synergy Health 1561 138 . 2.1% 0  27.3% 3% 114 51.0%
Arnold & Calverton Ashfield North 483 421 | 4.2% 523 237 145.3% 244 E0s% 388 236 48.9%
Mansfield North 573 478 = 4.1% 415 205 494% 154 | 26.9% 281 268  46.8%
Byron Clifton & Meadows 171 148 | 2.8% 216 66 1 306% 96 NNE6H% 123 78  45.6%

Nottingham City East 207 168 | 2.4% 186 53 1 285% 109 122 89  43.0%

Arrow Health Sherwood 532 463 118.4% 470 204 143.4% 391 223 | 41.9%

Raleigh 238 194 ~ 55% 108 112 99  41.6%
Arnold & Calverton 205 193 | 2.4% 185 156 84 = 41.0%
Ashfield South 298 256 | 38.2% 297 207 118  39.6%

U =wleils e End of life summary ‘Bulwell & Top Valley 300 262 | 3.8% 351 218 111 37.0%
‘Bestwood & Sherwood 341 292 = 3.9% 376 265 123  36.1%

Rushcliffe 1,186 1,088 186% 1,032 942 419 © 353%
-_ Aspire 256 214 | 4.3% 185 151 89  34.8%
Newark 738 696 113.8% 502 544 252 1 34.1%
Rosewood 317 282 = 3.1% 296 229 105  33.1%

‘ Nottingham West 1,215 1,113 | 4.8% 797 956 393 32.3%
Arrow Health 298 276 = 8.1% 248 229 84  28.2%

‘ Larwood & Bawtry 117 102 | 1.4% 306 67 31 26.5%
3 Byron 364 325  45% 429 306 86 23.6%
“ Retford And Villages 300 257 = 1.9% 491 151 61 20.3%
Newgate Medical Group 86 73 1 1.1% 201 62 12 14.0%

Radford & Mary Potter 238 124 1 7.0% 117 38 32  13.4%




integrated ACP : Respect Plans »
Care System . the gold standards .,
SV Targeted actions framework

Choose view | : : : :
PBP/PCN/Practice End of life | Nottingham & Nottinghamshire ICB | All PCNs

PBP

Practice

© Bassetlaw ® Mid Notts @ Nottingham City @ South Notts

PBP % of EoL patients with a ReSPECT form

Bassetlaw

Nottm City

PCN 80% -

Nottingham West
Arnold & Calverton
Newark

60% -

Byron

Arrow Health
Retford And Villages
Sherwood

End of life summary

EoL % of pop

% Respect Form

oL pts aged 65+ .
EoL pts in a Care Home ‘

Care Home res summary ‘
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Data Intelligence - NHS Future, EOL Workspace,_ /
framework

OHID Data packs

The ICS Palliative Care and End of Life Data Packs, have been designed by Office for Health Improvement and Disparities (OHID) in
partnership with NHSE. These data packs have been designed to support ICSs to better understand and interpret data, including
information on health inequalities. The packs will support ICSs to undertake a needs assessment and to improve palliative and end of life
care services.

Sort by Name~

East of England @@

Office for Health

Improvement

& Disparities
London
e ICS Data Pack: Palliative and end of life care \

idlands
Nottingham and Nottinghamshire

North East and Yorkshire Health and Care
North West Published 7 March 2023

\ersionz

Everyone deserves Gold Standard End of Life Care.



Needs assessment: Inequalities between CCG populations

Know your
challenges!

<) 'S

England
n NHS Nottingham and Nottinghamshir

Indicator Period
Population
Parcenta f the tolal resident
EBF. g8 O 18t resiae 2020 28
population aged 85 and over
Pooulation density, g
opulation density, people per 2020 434 630
sguare Kilometre
Ethnicity & Language
rcentage of population whoss >
Percentag opopll | ‘wo 2011 155 D
ethnic group is not ‘white
wreentage of population whoss PRpe
Percentage pop:eto'wcs 2011 AP 202
athnicity Is not "White UK
The percentage of people that
cannol speak English wallorat all, 201 1.7
2011

Quintiles: . . High

Benchmark: England
. Similar  Higher

Not applicable
Nol compared

Indicator

Deprivation, Housing, and living environment

index of Multiple Depnivation (IMD)

Scora

income deprivation, English Indices

of Deprivation

Child Poverty, Income depnvation
affecting children index (IDACI)
Older peagple in paverty: Income
deprivabion aftecting older paopie
Index (1DAQPI)

Modelled estimates ol the
proportion of households in fuel
poverty (%)

Households with overcrowding
based on overall room ococupancy
levels

Older paople living alone, % of
paople aged 65 and over who are
lving alone

m- % Similar EIECRERES

FPeriod

2019

2019

2019

2019

2020

201

2011

W

:
:
:
g
g
:

Quintiles: Best | -- Not applicable

Available from the OHID Local Health Profile

| @ Office for Health Improvement and Disparities

9

R



On EOL register and no % with no

. PCN Data as at 04/08/2023 F':eEg[iji.‘l’;er preferred place of  preferred place of
IVI a n Sfl e I d N O rt h death recorded death recorded

Meden Medical Services 115 85 73.9%
. Oakwood Surgery 275 230 83.6%
Informatlon PaCk Orchard Medical Practice 105 55 52.4%
) ) ) Pleasley Surgery 15 5 33.3%
Palliative Care / End of Life  sandytane surgery S0 30 60.0%
St Peters Medical Practice 10 5 50.0%
Mansfield North 570 410 71.9%
Mid Notts 2,890 1,660 57.4%

Data rounded to the nearest 5

August 2023

oL On EOL register and no % with no
PCN Data as at 04/08/2023 Register preferred place of  preferred place of
death recorded death recorded
Ashfield Morth 475 235 49.5%
Ashfield South 295 155 52.5%
Mansfield North 570 410 71.9%
Rosewood 305 160 52.5%
MNewark 705 370 52.5%
Sherwood 540 330 61.1%
Mid Notts 2,890 1,660 57.4%

Data rounded to the nearest 5

To identify missing patients see eHealthScope —
workflow — EOL management




Fill in different pages depending on what stage patient is at,

(tabs at the top)

EFaCCS Initial information  Blue stage  Green stag

Accessing and Using the ‘EPaCCS’ template

Advance Care Planning

GSF stage A (blue) - yvear plus prognosis

.@ Thigs is me alzheimers.org.uk

© Motts EOL Toolkit

lﬁ] Personalised Care and Support Assessment F12

&d" Accessible Information Standard F12

Tick the GSF stage prognosis box as

*',,;g;"' Advance Care Planning

EE'-. FRecord Allergy or Sensitivity ‘:i Wiew Allergies and Sensitivites

Preferred place of care

Preferred place of death

Indicators

Moderate frailty

Severe frailhy

Cementia

Multiple organ failure

ReSPECT/ DNACPR

Rezusciation discussed:

' 4

% Clinical Fraitty Scale F12

' 4

A7 ™, WHSOP & Dementia F12

' 4

v ith Patient

weith Carer

appropriate. This records that they
are on the EPaCCS register

Amber stage REed stage After Death  Change log

View PPC ! PPD status

- ﬁ Discussed with patient

~ 47 Discussed with patient

Click the link at the bottom

of page to access a new
‘ReSPECT’ form

@ Blank ReSFECTForm




Sharing Advance Care Plans & TEPS

ADVANCE DIRECTIVES

Everyone deserves Gold Standard End of Life Care.

Thinking Ahead - Advance Care Planning Discussion

Advance Care Planning Tool v 1
GSF Advance Care Planning Discussion Paper

We wish to be able to provide the best care possible for all residents and their families, but to do
this we need to know more about what is important to them and what are their needs and
preferences for the future.

The aim of any discussion about thinking ahead, often called an Advance Care Planning Discussion, is to
develop a better understanding and recording of their priorities, needs and preferences and those of their
families/carers. This should support planning and provision of care, and enable better planning ahead to
best meet these needs. This philosophy of ‘hoping for the best but preparing for the worst' enables a
more proactive approach, and ensures that it is more likely that the right thing happens at the right time.

This example of an Advance Statement should be used as guide, to record what the patient DOES WISH
to happen, to inform planning of care. In line with the new Mental Capacity Act, this is different from a
legally binding refusal of specific treatments, or what a patient DOES NOT wish to happen, which is

called an Advance Decision (sometimes previously called a Living Will).

Ideally an Advance Care Plan should be discussed to inform future care at an early stage, preferably on
admission to a home. Due to the sensitivity of some of these issues, some may not wish to answer them
all, or may quite rightly wish to review and reconsider their decisions later. This is a 'dynamic’ planning
document to be adapted and reviewed as needed and is in addition to Advanced Directives, Do Not

Resuscitate plan, or other legal document.

“Patient Name: Date completed:

Address: Care Home:

GP Details
Hosp / NHS no:
Hospital contact:

Family members involved in Advance Care Planning discussions:

Name: Contact tel:

Name of healthcare professional involved in Advance Care Planning discussions:

Role: Contact tel:

Patient signature

Next of kin / carer signature (if present)

Care home / Healthcare professional signature

Review date:

ACP Feb 2010 v= 192 (3) - © National Gold Standards Framewark Centre England 2008 Date: March 08

»

the

framework

Recommended Summary Plan for  Preferred name -

. P, :
1. Personal details o
Fullname o ame Oateofbirth , , 1972 Oute
|| completed

NHS/CHIMHealth and care number Address john house

45449845616651 Leamington, cv231xx

2. Summary of relevant information for this plan (see also section 6)
Including diagnosis, communication needs (e.g. interpreter, communication aids)
and reasons for the preferences and recommendations recorded

Medical history: hypertension

Current ssues: COVID 19

Details of other relevant planning documents and where to find them (e.g. Advance Dedsion to Refuse
Treatment, Advance Care Plan). Also include known wishes about organ donation.

None in place

3. Personal preferences to guide this plan (when the person has capacity)

How would you balance the priorities for your care (you may mark along the scale, if you wish):
Prioritise sustaining life,

aven st the sxpente
of some comfort

-

Considering the above priorities, what is most important to you is (optional).

Prioritise sustaining life - ‘'whatever it takes | need toget through this | have a young family that are
dependent on me ' [patient’s words)

-

4. Clinical recommendations for emergency care and treatment

Focus on life-sustaining treatment " Focus on symptom control
as per guidance below - as per guidance below

Now provide clinical guidance on specific interventions that may or may not be wanted or clinically
appropriate, including being taken or admitted to hospital +/- receiving life support:

For hospital admission if becomes unwell.

Should be for all interventions to sustain life:- for all active treatment, for full escalationto intensive care
setting If required. For full resuscitation attempts.

For modified CPR CPR attempts NOT recommended
Child only, as detailed above | LV T2 1)

ReSPECT

:
-
:
:
-
g
N
§
3
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Integrated GSF Cross-boundary pro-active care \_s
makes a big difference ! framework
Number of
patients on total ed Average number of
EPaCCS attendance attendances per person
19/20 2,551 5,304 2.08
20/21 2,653 4,240 1.60
21/22 2,843 3,433 1.21
Number of
patients on Average number of
EPaCCS Total admissions admissions per person
19/20 2,551 3,467 1.36
20/21 2,653 2,822 1.06
21/22 2,843 2,032 0.71

Mid-Nottinghamshire N
Everyone deserves Gold Standard End of Life Care. EOLC I together Place-Based Partnershio c )

Collaborative working supporting patient choice u



Brave conversations, brave decisions

Just because we can, doesn’t mean we have to: a holistic

approach is needed

N

N\ /

— —

— —

N

Limited resources : prioritisation Is needed more than ever -
benefit more people for less expenditure; avoid unnecessary
Interventions having identified what matters most to our patients.



Questions?

Everyone deserves Gold Standard End of Life Care




Dr Joanne Bowen

Palliative Medical Consultant
Dudley Group NHS Foundation Trust

Role of GSF as a springboard for change.
Case Study: Dudley

&

l Everyone deserves Gold Standard End of Life Care
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Ambitionin 2018

Inappropriate use of
hospital ?

’ “The biggest About half

challenge the

in the NHS population
-care for die in

frail older hos pital

DGOD'G”

Keep out of

585 Inpatients on 03/06/2018, 197 (34%) patients died within

12 months.

NHS

The Dudley Group

1 Date m

Date of Buth ?é 6.‘
4 ¢
N“ S N’U"‘m x »

dElalgllgle
for your
future

care

Patient’s own property
Hand-held record of preferences for care

For health and social care professionals

The Dudiey Group NMS Foundation Trust
Ducliey Clirscal Commissioning Group
The Mary Stevens Mospece

Priorities i,

for Care
of the
Dying
Person

Communication Document

NHS Foundation Trust




lnvolvement The Dudley Group

NHS Foundation Trust

The Dudley Group M-IS The Dudiey Group

GSF Care Care M Green . Rosuscitat Ceatus 087 Gom Gam Pian Amis
\J ’ N DSty
. B €rd of Lt Care Modications
WOtk A Advance Care Planning

¥ Trestment Escalation Plan

— e ca e

.-
— Ry —

I . P TEE g ——-— LT Gamw
R . o "y T -

C PR tere ey e B S e e R B Ve wm B w————
fe—a -y . > - O
o T s St g et @ ey Bege d e S e e - LS ON-:;-.- .o“—.-':-.‘-w...:—-.:'v' AT acetacalae
. g e ) S premiig e TN e Via e @ te P gt e .
SNt b ensNr e vasap. — !

Pt et g —
[ e —

.
OREAY ...

G G5+ cod S

. Resscitation Status

B £0d of Lde Core Madications
A Advance Care Planning

¥ Treatment Escalation Plan

. Newuacitanon Stmun

B tro of Lte Carw Medicanaens
A Achance Care Plamning GSF Corw Caow Fian Pt
T Vrwatment Escalation Man

A

A %2 . A 5
rnorites
GEANSRAAY

‘.
e




NHS

The Dudley Group

NHS Foundation Trust

I End of Life Care - Gold Standards Framework I

T Click here to access the Gold Standards Framework guidance on the intranet

T GREEN (up 1012 months)
“ AMBER (months / weeks)

© RED (days / howrs)

Priorities for Care of the Dying “ ves © No

Person communication

document commenced

Preferred place of care ™ Own home
" Care home
I Hospital
F~ Mospice

I Other (please specty)

The preferred ploce of core options will be Jupiayed in the owiput in the order they ore selected from the
Lst (ovder of preference) - Emsure only a maximum of two options are selected.

Comments
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The Dudley Group

NHS Foundation Trust

EPR June 2021

03:59

03:05| [cPE[ChRE

08:54
01:07
02:42 T
06:57
02:43




NHS

The Dudley Group

NHS Foundation Trust

Gold Standard Framework Key Performance Indicators

% Achieved

November 23

Metric Target
% GSF identified 30%
% Hospital deaths with | 60%
GSF Amber or red

% GSF red or amber 60%

achieve preferred place
of care on
discharge/death

% Achieved

December 23

15.6%

% Achieved

January 24

16.2%

15.8%




NHS

The Dudley Group

NHS Foundation Trust

Snapshot of inpatients in last year of life on 01/04/2022
No of those patients % of patients who died

No of inpatients on

ward on who died over 12 over12moc.tths.from
01/04/2022 months from 01/ 94/ 22 01/04/22 ((.iled in any
(died in any setting) setting)
L e 11 61%
' 2 &= | 14 61%
| 3 39 _ 23 =
4 24 14 ==
2 : 4 57%
' 0 2 | 11 55%
| 7 24 | 10 42%
2 = 19 38%
9 16 6 e
' 10 38 . 14 37%
1 - 15 36%
2 = 18 35%
b 13 25 { 7 28%
| 14 47 _ 13 R
L = 6 26%
16 15 3 S5
| L 31 | 6 19%
' 1 = | 4 14%
2 2 4 11%
‘ 20 L . 4 11%
21 19 1 =

Total across adult inpatient
wards




NHS

The Dudley Group

NHS Foundation Trust

Number of deaths in ward area over year from 01/04/22-31/03/23

Adult Ward Total Deaths over 12 months % Identified AMBER/RED by ward area
12 256 | 68%
| 16 | 182 53%
_ - | 126 68%
10 | 125 85%
17 113 35%
3 | 110 65%
_ 11 _ 98 62% _
2 88 39%
14 83 72%
_ 4 | 74 77% _
_ 6 | 56 82% _
18 55 47% _
5 49 45%
20 47 47%
. 5 47 81% |
1 T 44 73%
13 33 61%
15 30 47% i
_ 19 _ 22 50% _
7 20 40%
21 11 73%
1669 Total % of hospital deaths identified GSF Red

or Amber 61%
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The Dudley Group

NHS Foundation Trust

9 wards/areas GSF accredited:

e iC3

 FMNU

e (8

¢ Cla

* B6

5

I

First accredited in the country:

¢ CCU
 Critical care
* Rapid response team

Working toward accreditation in 2024:

I
" iCo

Ve



NHS

The Dudley Group

D i S C h a rge NHS Foundation Trust

Make discharge letters for T NHS |
End of Life Care patients GREA The Dudley Group
NHS Foundation Trust

GSF Code: If you think your patient may die in <12 months or sooner, tell the GP
so they can add them to the GSF Registaer and include their needs based coding:
RED (days/hours), AMBER (months/weeks) or GREEN (up to 12months)

Resuscitation status (DNACPR): s a DNACPR form in place? Make sure it goes
home with the patient, and that the family / patient {(with capacity) are aware.
Communicate decisions made to the GP / Communit Yy teams

End of life care medications: If the patient may die in < 6 weeks (AMBER/RED
patients), consider prescribing 10 ampoules of each 'End of Life Care’ drug. Care
of the Dying Adult Guideline (on intranet) gives advice on what to prescribe
Advance Care Planning: Lat the GFP / Community team know of any plans made with the

patient about the future. Use the ‘Planning for your future care’ document if GSF
GREEN or AMBER, or “Priorities for Care’ documeant If GSF RED

Treatment Escalation Plan: Advise the community teams re: Ceiling of Care.
Would further hospital admissions be of benefit or not? This information is
essantial to help community teams make decisions about readmitting patients

Gold Standard Framework

GSF Code: AMBER
Resuscitation Status:For CPR - pt strongly prefers this option. For further discussion with GP
Medications: Prescribed anticipatory medication

Advanced Care Plan: Wife looks after him.
Has 4 young children under 10. Has been provided fire fly leaflet, children with parents with cancer

and preparing children for loss. Memory box and letter writing discussed.
Treatment Escalation Plan: KB would wish presently to tnal SC anticipatory medications were the Ryles tube to come out

at home before considenng re-Insertion If medications are insufficient. |




NHS

The Dudley Group

NHS Foundation Trust

National Audit of Care at the End of Life 2022/23

Key findings at a glance

NCO064 - The Dudley Group NHS Foundation Trust
YUK refers 1o the findings for Engdand and Wales

(CNR - Cat 1) (CNR- Cat 1) {CNR -~ Cat 1) (Qs)
84% 92% o>+ 100% A8%
uk 87% r uk 95% .& ux 98% ';n uk 54%

Case notes recorded that the
patient might die within hours
or oays

(CNR ~Cat 1)

867%

uxk 87%

)

Case notes recoroced extent
patent wishad to be nvoived In
care decisions, or a reason why
not

Case notes, with an mdividualised
plan of care, recorded o discussion
{or recson why not) with the
patient regarding the plan of care

(CNR ~ Cat 1)

90%

UK 76%

o

Caze notes recorded an
inénduslised pian of care

Case notes recorded g discussion
(or reason why not) with
families/carers regarding the
possibility the patient may die

(CNR -~ Cat 1)

Q s 90%
@D w79z

Case notes recorded p.ﬁmt‘s
hycrw'on status assessed dlily
once oywng phase recognised

Fomdlies/corers were asked
about ther needs

88%

Sa
e O

Staoft feel confident they can
recognise when o patient
might be dying imminently

Famllies/carers feit the quality of
core provided to the potient was
good, excellent or outstanding

Staft teel supported by their
SF!OC!OII.'.T pOlI!OUW care Teom

Hospitals have face-to-face
specialist palliative care service
avasable 8 hours aday, 7 days a
woek

“ (SRMm )
‘*‘ 89%

uxk 83%

Staft fea! they work In a culture
that prioritises care,
compassion, respect and dignity
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The Dudley Group

NHS Foundation Trust

Impact of Gold Standards Framework Accreditation on Specialist
Palliative Care Referrals; addressing inequalities in access.

Graph 1: The proportion of referrals to Hospital Specialist
Palliative Care by disease group over 16 month period

90%
80%
70%
60%
50%
40%
30%
20%
10%

Cancer == Non-Cancer




"A lovely Nurse
and Care
Support Worker
organised a
wedding for

a terminal patient.

We often have
priests come on to
the ward and pets

visit to see their
owners for one
last time"

"We try to make care as personalised as possible.
We regularly ask our patients if they would like to
bring in anything from home to make their time
with us more comfortable”

Memoric
ol my

NHS

The Dudley Group

NHS Foundation Trust

"We had a
gentleman
recently who was
end of life, his
wish was to
see his dog. The
dog stayed over
night tucked up
in the bed under
his owner's arm”

"A Doctor recently painted the nails
and moisturised the hands of a dying
lady as part of her final wishes, so that
her family had a lovely hand to hold"




Questions?

Everyone deserves Gold Standard End of Life Care




¥ ® Advance Care Q.

National Resources v About ~ National Conference News

E

https://advancecareplanday.org/

Q. Plan Day 2024

@ACPDay2024

Advance Care Planning. ~,8th May, 2024




Join at Menti.com with code: 7122113

Join at https://www.menti.com/alagc7ipjinuf

Pose a question for the panel

'
Asked on Pose a question for the panel

Do you think Specialist Palliative ’
care teams sometimes de-skill

generalist staff? Almost like they

don't need to do this as there is g S
another team who will.

b 1

A Mentimeter

17 -
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Please complete our Post-Event Survey:
https://forms.office.com/e/nYGgx /nNN4

To express an interest in GSF Training for your
ICS, complete the EOI form:

hittps://forms.office.com/e/FpX5Z2ie/T

Everyone deserves Gold Standard End of Life Care



https://forms.office.com/e/nYGgx7nNN4
https://forms.office.com/e/nYGgx7nNN4
https://forms.office.com/e/FpX5Z2je7T
https://forms.office.com/e/FpX5Z2je7T

Join at https://www.menti.com/alagc7ipjnuf

And finally - what key thing will | do as a result of today's event?

11 responses

Forward learning and
feedback to team and

implement as part of our
regular GSF meeting

Sharing ideas of best
practise, helping
empower workforce in
liverpool

Start a newsletter

Share with my team.

Improve my interventions
with patients. Encourage

and facilitate
development of the team

following learning

Check the key messages
against our local strategy

Ensure our SMT are
informed to make the

difference and support
the clinicians and

patients to provide high
quality care

share learnings from
today with colleagues

Look into GSF
Accreditation for the

Join at Menti.com with code: 7122113

A Mentimeter

Feedback to team

Review our spend on high
expense low value care &
consider how it can be
best reinvested in front
line EOL care

» O




TN\
the ’ /

ICS Offer framework

eCommissioning a provider organisation/s to join a GSF
programme (Hospitals, PCN, Care Homes, Domiciliary Care
Agencies, Retirement Villages or Prisons)

oEOLC roadshow - awareness raising event across the ICS

eBespoke training tailored to ICS needs and requirements

e|CS Accreditation

Everyone deserves Gold Standard End of Life Care.
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Thank you for joining us today.

&

FOLLOW US:

l Everyone deserves Gold Standard End of Life Care


https://www.linkedin.com/company/the-gold-standards-framework
https://www.youtube.com/@goldstandardsframework2824/videos
https://twitter.com/GSFCentre
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