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 for  commissioning

End of Life (EoL) Care Local Enhanced Service (LES) 

from October 2008 onwards

On behalf of 

DacCom
Practice Based Commissioning Group

Background

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. The specification is the same as that approved in St Alban’s and Harpenden PCT and the basis of the proposal is that by improving standards of Palliative Care in the community , hospital admission rates of those with terminal illnesses can be reduced.
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 (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 including with out of hours care providers, 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 October 2008.

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 (with any underlying disease), their carers, and their needs. This facilitates 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 are available from www.goldstandardsframework.nhs.uk/ ) 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 have been developed and introduced for cancer patients who want to carry them. These 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.

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 post-bereavement carer audit annually 

· Facilitate at least one GP from each practice to attend quarterly locality learning set (where provided – 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 for audit purpose)

· 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 for audit purpose)

· 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. 

Finances Required

To ensure this service provides a comprehensive an high quality care the service provision is £30,000 which will give an excellent value for money, with services provided close to patients home and achieving the Gold standard framework for patients dying at home. Allocated as follows as per the approved St. Alban’s LES:
1. £500 per practice registering in recognition of administration, meetings and time spent by lead, total for 19 practices £9,500

2. £0.10 per patient on Practice list, for Dacorum population, £15,000

3. Payment for GSF facilitator and meetings £5,500

Funding Source

Growth monies 2007/8 and PBC savings.

Investment would be recovered in first year by reduction of emergency admissions to hospital and reduced length of stay in hospital.

It is proposed that this EoL LES is shared with the rest of West Herts PBC groups. It has the full backing of the West Herts. Palliative Care Forum and is considered a key part of the strategy for delivering optimal EoL care in our area.

Meeting assessment criteria 

	1
	Evidence based clinical effectiveness and priorities
	This follows best practice as pioneered in Yorkshire and is in line with the NHS national EoL strategy, NICE Supportive & palliative Care guidance

	2
	Clinical safety, quality & governance
	This will improve clinical safety, quality & governance- better symptom control for patients etc, better communication and team working with PCHTs, less crisis admissions. Promting reflective case analysis and audit.

	3
	Offering care closer to home/delivery of national 18 weeks priority
	Provides better access and more comprehensive local service. Will give better information and support for carers and patients. Care at home is a key aim.

	4
	Meeting specific needs of population
	Will proactively manage palliative care and assist patients to die at home if that is their choice. 

	5
	Patient and stakeholder support
	Will be advising local PPI and carrying out patient satisfaction surveys. Has support from West Herts Cancer Action (user forum).

	6
	Jusitification/evidence that resources can be released through substitution of care
	Minimal resources required and will be easily resourced by less secondary care admissions. Supported care at home is recognised to be less costly than in-patient stay in the majority of cases.

	7
	Affordability within the current & projected indicative budgets
	This LES will be self funding

	8
	Consideration of whether formal tendering is required to demonstrate value for money or for reason of probity
	Specification identical to approved LES scheme in St. Alban’s and Harpenden PCT

	9.
	Assessment of the risks of the development, including the impact on secondary care and financial impact on the PCT and relevant secondary care providers
	No risk but this will result in less hospital admissions and patient crises. This is difficult to quantify as terminal patient activity is not well coded by secondary care

	10
	The procurement route
	Not applicable

	11
	Value for money
	Will provide gold standard service for minimal cost 


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/images/cmsdocs/ACP%20Sept07%20v14.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
BMJ articles

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- 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
