End of Life (EoL) Care Local Enhanced Service (LES) Proposal March 2007

Aim – To improve the quality of care at the end of life for all patients and enable more patients to live and die in the place of their choice

This LES is designed to encourage local practices to embrace the aim of the national EoL strategy and utilise the recommended tools & processes. These include The Gold Standards Framework (GSF) for Community Palliative Care, the Liverpool Care Pathway (LCP) for the Dying Patient and the Advanced Care Planning (ACP) process. (See references for details).

Underlying principles include holistic assessment to control symptoms & address care needs, multidisciplinary team (MDT) communication, information & support for patients and their carers. We wish to see the care of all patients dying, or with life-limiting illness brought up to the level of the best in all care settings.

This is all in line with the NHS national EoL strategy, NICE Supportive & Palliative Care guidance and NHS priorities outlined in the white paper ‘Our Health, Our Care, Our Say’. As well as improving the quality of care for patients at the end of life it is expected that it will facilitate more deaths at home and avoid inappropriate, costly hospital admissions.

Practices signing up for the new LES will agree to:

· Have a palliative care register (number on the register to be recorded each month)

· Hold monthly GSF meetings (multidisciplinary case discussions based on holistic needs assessments) which should be noted/minuted including meeting attendance.

· Carry out an After Death Analysis (ADA) on all deaths (& identify all palliative/predictable cases). This should enable practices to reflect on their EoL care, care available in local services, as well as feeding back significant events through the local learning set or clinical governance arrangements.

· Have & use a bereavement protocol

· Have & use an Out Of Hours (OOH) handover protocol.

· Perform a carer audit annually (details to follow)

· Facilitate at least one GP from each practice to attend quarterly locality learning set (where available – these will be supported by local EoL groups)

· Hold at least six-monthly palliative care/ EoL in-practice education sessions. (Note. local EoL groups & websites carry education materials)

· Agree to support the introduction & completion of hand-held records/diaries for cancer patients. Including carrying out holistic assessment when indicated.

· Utilise the Advanced Care Planning document in at least 10% of ‘Palliative’ deaths. (code in notes)

· Utilise the community/care home LCP Care of dying pathway (where/when available & supported by community nursing staff) in at least 10% of ‘Palliative’ deaths. (code in notes)

· Support & encourage the adoption of GSF & LCP in local care homes.

· Work with others locally to improve the EoL care for all patients in all care settings, including appropriate referral to Specialist Palliative Care services, including voluntary/NHS hospices, disease specific nurse specialists, community matrons, and nursing & residential homes.

· Maintain a file of evidence (for inspection by commissioners) including numbers on Palliative care register each month, minutes/notes of GSF & education meetings including attendance register, ADAs, bereavement & OOH handover protocols, carer audit, demonstrate use of ACP & LCP rates. 

Dr Philip Sawyer Macmillan GP Facilitator, St.Albans & Harpenden locality 15/3/2007

References & supporting documentation:

NHS End of Life Care website http://eolc.cbcl.co.uk/eolc
GSF website http://www.goldstandardsframework.nhs.uk/
LCP website http://www.mcpcil.org.uk/liverpool_care_pathway
LCP community & care home documents http://www.mcpcil.org.uk/liverpool_care_pathway/view_the_lcp_and_associated_documentation/examples_of_lcp/community
http://www.mcpcil.org.uk/liverpool_care_pathway/view_the_lcp_and_associated_documentation/examples_of_lcp/care_home
ACP document & template http://www.endoflifecare.nhs.uk/eolc/acp/EoLC%20NCPC%20-%20Advance%20Care%20Planning%20%28web%20version%29.pdf
http://www.goldstandardsframework.nhs.uk/content/guides_and_presentations/ACP%20General%20version%20Sept%2006%20v11.pdf
NICE Supportive & Palliative Care Guidance http://www.nice.org.uk/guidance/csgsp
Our Health, Our Care, Our Say http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4127453
LES models :

Current St.Albans & Harpenden Palliative Care LES http://www.goldstandardsframework.nhs.uk/content/gp_contract/Mount_Vernon.doc
Wallsall LES http://www.goldstandardsframework.nhs.uk/content/gp_contract/Walsall.doc
Adur, Arun and Worthing LES http://www.goldstandardsframework.nhs.uk/content/gp_contract/Adur%20Arun%20and%20Worthing%20Pall%20Care.doc
ADA template http://healthscinet.bham.ac.uk/ADA/index.asp and attached seperately.

BMJ articles

http://www.goldstandardsframework.nhs.uk/content/guides_and_presentations/BMJ_Editorial_Developing_primary_Pall_Care.pdf
http://www.bmj.com/cgi/reprint/333/7574/868 editorial BMJ Volume 333 28 October 06, Pages 868 to 869

http://www.bmj.com/cgi/content/full/334/7592/511 Getting services right for those sick enough to die Dy and Lynn BMJ.2007; 334: 511-513
B&H EoL strategy (available on request from Mount Vernon Cancer Network)

MVCN workplan (agreed priorities) http://www.mvcnprof.nhs.uk/Category.asp?cat=1158
Handheld record (patient diary) – draft document attached separately.
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