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LOCAL ENHANCED SERVICE FOR END OF LIFE CARE

Service Level Agreement
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	INTRODUCTION


All practices are expected to provide essential services and those additional services they are contracted to provide to all their patients. They are also encouraged to provide the Directed, National and Local Enhanced services to the populations they serve. The specification for this service is designed to cover the enhanced aspects of clinical care of the patient, which is beyond the scope of essential services.

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 End of Life care (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.

The Gold Standards Framework for Community Palliative Care (GSF) model was developed by Dr Keri Thomas in Yorkshire GP practices and has been widely taken up across the country. Our local Cancer Network & End of Life strategy groups strongly support this model which fulfils the recommendations for primary care in NICE’s Supportive and Palliative Care guidance. The LCP & ACP fit into this framework, as do patient held records, audits, bereavement protocols and use of handover forms.

Benefits of the EoL tools include better symptom control for patients, better information and support for carers, better communication and team working within Primary Health Care Teams (PHCTs), less crisis admissions and more confidence in palliative care management in primary care clinicians.

Although much of the EoL care is standard general practice co-ordinated and done well, it is acknowledged that there is an additional administrative burden in organising the meetings and recording the assessments and audits. We also wish to promote and incentivise this way of working. Therefore we have proposed the EoL Care as a Local Enhanced Service under the New GMS contract. This will reward practices that adopt the model with resources that can be put towards supporting it.

	SERVICE OUTLINE


This agreement is to cover the period commencing 1st April 2007.

The GSF is a model for proactively managing palliative care in a primary care setting. It is a flexible framework built around regular multidisciplinary meetings that identify palliative care patients, their carers, and their needs. Thereby facilitating planned support and interventions, using available services and resources appropriately, controlling symptoms, avoiding crises and a difficult death. The Primary Health Care Team (PHCT) can develop and adapt the model depending on local circumstances to suit the needs of their patients and the needs of the PHCT involved.

A variety of ‘tools’ and resources have been developed & shared by participating PHCTs, these can be made available to interested practices, but the use of specific tools is not generally compulsory so long as the main outcomes are achieved. It is a flexible model aimed at improving communication and co-ordination of care and we do not wish to create unnecessary paperwork or administration for already busy PHCTs. The After Death Analysis (ADA) and carer audit will help teams & localities reflect on their EoL Care, and will help provide evidence for future service developments.

The LCP is a pathway for the care of dying patients focussing on comfort measures, emotional and spiritual support for patients & carers. It a model based on hospice care, was developed in hospitals and is now beginning to be used in the community.

The ACP is a tool for supporting proactive discussions with patients about their choices for care and care setting. It may be used to lead up to choices by patients to allow natural death rather than futile resuscitation attempts.

Hand-held patient records are being proposed for cancer patients who want to carry them. They will help communicate with and between health care professionals and empower patients to seek optimal care by providing them with information of available services.

Partners involved
All members of the Primary Health Care Team, local specialist palliative care services.

	CRITERIA


This Local Enhanced Service Specification details the following criteria.  The following pages contain some further guidance from the PCT on expected processes, outcomes and deliverables based on this process.  On aspiring to this service practices are required to submit an agreed plan to the PCT.

(i) Direct Service Delivery

(ii) Education and training

(iii) Data collection

(iv) Facilities

(v) Staffing

(vi) Facilities

(vii) Liason/Shared Care

(viii) Review/Audit

	Criteria One: Direct Service Delivery 



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

· Multidisciplinary meeting on a monthly basis involving GPs, Community Nurses, Macmillan (Specialist Palliative Care) Nurses, Practice Nurses (if applicable), administrative staff. Also, Practice Managers, representatives from the local hospice and/or other service providers, other health care professionals such as Health Visitors or therapists if appropriate. These meetings should be noted/minuted including meeting attendance.
· Cases on the terminal/palliative care registers should be discussed. Ensuring that a holistic assessment has been carried out, identifying physical (symptomatic), psychological, social, spiritual, information & carer needs. Identified needs and their associated management plans should be recorded in the patient’s notes. (Read code 9NX0.00 Cancer primary healthcare multidisciplinary team).

· Preferred place of death should be recorded also. (Read Code 9470.00 Preferred place of death or specific branch of this code).

· Have and use an OOH handover protocol. Provide the out-of–hour’s service with OOH handover/update where appropriate.

· Review palliative care deaths, record place of death (Read code 949..14 Place of death or specific branch of this code e.g. 949A. Died in hospice) and identify learning points. 

· 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 from local services, as well as feeding back significant events through the local learning set or clinical governance arrangements.

· Plan bereavement support for carers. Have and use a bereavement protocol.

· Perform a carer audit annually 

· 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)


	Criteria Two: Education and Training

	Details 

· Staff involved in the delivery of this service will be appropriately trained and competent in the provision of the services offered.

· Practices will nominate an EoL clinical lead for the practice.

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

· Practices are advised to designate a practice administrative lead.




	Criteria Three: Data Collection 



	Details 
· Development and production of an up-to-date register of patients under this scheme.
· Accurate recording of the patients identified needs and associated management plans.
· Read code recording of preferred place of death.
· Read code recording of actual place of death.
· Minutes of the multidisciplinary meetings to be taken and kept.
· 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. 




	Criteria Four: Facilities 



	Details 
· This service will be carried out in approved practice premises and appropriate community settings including the patients own home and the local hospice.



	Criteria Five: Staffing 



	Details 
· Professionals undertaking this service should have undertaken appropriate training.



	Criteria Six: Liaison/ Linkages/Shared Care  



	Details 

· Primary Health Care Team

· General Practitioners

· Macmillan (Specialist Palliative Care) Nurses

· District Nurses

· Practice Managers

· Representatives from local hospices or other service providers

· Practice administrative staff

· Practice nurses, Health visitors, therapists 

· 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.


	Criteria Seven: Review/Audit 



	Details 
· The services delivered by this LES will be subject to clinical audit and monitoring will be carried out as part of the annual review of the contract and as part of review of this LES
· Review palliative care deaths, use of OOH, handover forms, recording of preferred place   of death, recording of place of death (Read code 949..14 Place of death or specific branch of this code e.g. 949A. Died in hospice). 

· Identify learning points. 

· 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. 




	SUPPORT



Practices will receive support in developing the meetings from the PCT via the Primary Care Cancer Lead and the Mount Vernon Cancer Network , local Specialist Palliative Care teams and the West Herts End of Life steering group.

	ONGOING MEASUREMENT & EVALUATION



The ongoing measurement is outlined in the various criteria in the previous section.  The services provided and scope of this LES will be reviewed with staff as part of the annual appraisal process.

In addition the PHCT is required to agree with the PCT this service specification/plan at the start of the year. 
	FINANCE




This agreement is to cover the 12 months commencing 1st April 2007.
Practices will receive £500 plus £0.10 for every patient registered on the total practice list per annum.  This will be paid quarterly in arrears.


LOCAL ENHANCED SERVICE FOR END OF LIFE CARE
	Practice Plans for Year 07/08 

(Please detail below your practice’s plans for this LOCAL ENHANCED SERVICE)



	The practice 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 

· 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 6 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. 
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LOCAL ENHANCED SERVICE- 
This document constitutes the agreement between the practice and the PCT in regards to this local enhanced service, for End of Life Care as specified.

The practice needs to sign and to agree to the following as set out in this protocol.

Signature on behalf of the Practice:

	Signature
	Name
	Date
	Job Title

	
	
	
	


Signature on behalf of the PCT:

	Signature
	Name
	Date
	Job Title

	
	
	
	


The agreement is to cover the 12 months commencing 1st April 2007.

PAYMENT WILL ONLY BE MADE UPON RECEIPT OF PRACTICE SIGNATURE SHEET
Practice Name





Practice Name:
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