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Palliative and end of life care strategy 

 “You matter because you are you, and you matter to 

the end of your life.” 

Dame Cicely Saunders (1918-2005) 
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The Vision 
 
We provide hospital and some community health care services to people in the west of 
Suffolk and neighbouring areas, in particular south Norfolk. We serve a predominantly rural 
geographical area of roughly 600 square miles with a population of around 280,000. The 
main catchment area for the Trust extends to Thetford in the north, Sudbury in the south, 
Newmarket to the west and Stowmarket to the east. 
 
Our hospital provides a range of acute core services with associated inpatient and outpatient 
facilities. With a turnover of £173m, we are one of the largest employers in Suffolk, 
employing around 2,900 whole time equivalent staff.  
 
There is a purpose built Macmillan Unit for the care of people with cancer, a dedicated Eye 
Treatment Centre and a Day Surgery Unit where children and adults are treated and go 
home on the same day.  
 
We have a developed Strategic framework with a clear vision, focused priorities and 
ambitions of which end of life care is applicable to five of the seven ambitions; 
 

 Ambition 1 Deliver personal care: as EOLC is associated with poor patient 
experience (VOICES) 

 Ambition 2  Deliver safe care: by reducing the length of time patients spend in 
hospital at the end of their lives. Training and educating our workforce to deliver safe 
and effective EOLC. 

 Ambition 3 Deliver joined up care: by co-ordinating more intergrated working with  St 
Nicholas Hospice and community services and development of   Suffolk EPaCCS. 

 Ambition 6 Support ageing well: providing appropriate care where the patient wants 
to be.  

 Ambition 7 Support all our staff:Train, educate and motivate staff to  deliver best 
EOLC. 
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Executive summary  

 
‘End of Life Care (EOLC)’ is now recognised by the Care Quality Commission  (CQC) as a 
core service in acute hospitals but prior to the End of Life Care Strategy (2008) it was not 
recognised outside palliative care teams. It is now appreciated  that care and symptom 
control strategies developed in patients with cancer also benefit those with (non-malignant) 
long term conditions.  
 
Although cancer patients are likely to have the greatest symptom burden there should be 
equality of access with provision based on need and not diagnosis. 
 
End of Life Care is provided in clinical areas across the trust from Emergency Department, 
outpatients and the wards. This care has not had a distinct workforce, and is provided by all 
hospital staff with the support of the Specialist Palliative Care Team (SPCT). This needs to 
be reconsidered by the Trust as up to 30% (National End of Life Care Intelligence 
Network,2015) of patients on general wards in hospital could benefit from End of Life Care. 
 
The work of the West Suffolk Hospital SPCT has expanded considerably. Ten years ago 
there was one consultant with two specialist nurses. Now the service has four nurses 
providing specialist palliative care, end of life care with discharge planning and educating the 
clinical workforce on End of Life Care. 
Currently there is a vacancy for a part time consultant, the Trust has a Service Level 
Agreement with the local hospice to cover 2 PAs within the Trust.  Further work is ongoing 
between the Trust and the Hospice on recruitment of a new consultant post.  
 
The future of End of Life Care and palliative care in the Trust depends on maintaining the 
present quality of care and building on this. There is a risk that the ward staff do not have 
time, day to day, to consider whether they are providing the best and most appropriate care 
for their End of Life Care patients when the usual ‘all active’ care may not be wanted by the 
patient.  

The Trust is working with the West Suffolk Clinical Commissioning Group (WSCCG), the 
local hospice (St Nicholas) and Macmillan Cancer Support to develop a more integrated 
approach to End of Life Care. In the new model, the new consultant and the existing post 
holder at the hospice will be working with community colleagues, especially GPs, as it is 
GPs who have the responsibility for patients dying at home. As part of integrated working, 
plans for additional resources are also being proposed.  End of Life Care processes are now 
all in place with the yellow folders and the developing Suffolk Electronic Palliative Care 
Cordination System (EPaCCS) on SystmOne but have yet to give the full benefits of joined 
up care to our patients. 
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Demographics and national picture 
 
In England, approximately half a million people die each year. The number is expected to 
rise by 17% from 2012 to 2030. The percentage of deaths occurring in the group of people 
aged 85 years or more is expected to rise from 32% in 2003 to 44% in 2030.  
 
Approximately three quarters of deaths are expected, so there is potential to improve the 
experience of care in the last year and months of life for at least 355,000 new people, and 
those close to them, each year. High quality generalist end of life care is required for all 
these people, and can be delivered by non-specialist health and care staff as part of their 
core work, provided they have adequate time, education and training, and support, to do so. 
 
The number of people dying in their ‘usual place of residence’, i.e. at home or in care homes 
has risen from under 38% in 2008 to 44.5% now. 
 
Currently there are 15 million people in England with a long term condition (LTC). By 2025, 
the number of people with at least one LTC will rise to 18 million. The number with two or 
more LTC is projected to increase from 5 million to about 6.5 million. Most of these people 
will need end of life care as they approach their last years, months and days of life.  
 
An estimated 10-11% of people over 65 years, and 25-50% of those over 85 years, are frail. 
Frailty is strongly linked to adverse outcomes, including increased mortality.  

 
Inequitable access to consistent, high quality of end of life care for certain groups of people 
remains an issue.  Amongst the black and minority ethnic population there is a lower uptake 
of palliative and end of life care services compared to white/majority groups with evidence of 
poorer outcomes. People with learning disabilities are less likely to have access to specialist 
palliative care services, receive inadequate pain control in their final illness and are more 
likely to have their deaths described as not being planned for, uncoordinated and poorly 
managed. Approximately one third of people aged over 60 years will die with dementia, 
many with complex physical and psychological needs. Yet many receive poor quality care 
towards the end of life.  

 
A proportion of these people will have complex needs requiring access to advice and/or 
direct care from professionals trained in specialist palliative care.  
 
In 2013 National Survey of Bereaved People (VOICES-SF) stated that; 
 

‘Population-based studies of preferences for place of death indicate that over 
60% of people (including those who were not facing life-threatening illness at 
the time) would prefer to die at home. Whilst this has been an important 
driver for improving end of life care at home, the ‘place of death’ is not 
necessarily the highest priority for everybody. In a population-based study 
involving just under 10,000 adults across England, only 34% ranked ‘dying in 
preferred place’ as their top care-related priority: the rest were split fairly 
evenly between the other two options of ‘having as much information’ as they 
wanted and ‘choosing who makes decisions’ about their care. In the 2012 
British Social Attitudes survey, 60% of those who stated that they would 
prefer to die at home would change their mind if sufficient support from 
family, friends or social and medical professionals were not available. The 
need to be pain free (24%) came a close second to the presence of family 
and friends (28%), in terms of the most important aspects of their end of life 
care.’  
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The VOICES-SF 2013 collected feedback from bereaved people between 8-11 months after 
the person’s death and compared care at home, in hospice, hospital and care homes. The 
key findings, relating to hospitals, include;   

 Pain relief was reported to be inadequate for 53% of those who died at home, as 
compared to 32% in hospitals, 25% in care homes and 13% in hospices.  

 Almost 16% of respondents reported that services were not well coordinated in the 
last three months of life.  

 82% of respondents felt that the person had died in the right place.  

 Quality of care was rated significantly lower for people who died in a hospital, 
compared to people dying at home, in a hospice or care home. 

 
Almost half of the sample (48%) died in hospital and half of all deaths in England (ONS, 
2013) occur in hospitals. This indicates the importance of providing high quality care in this 
setting. While government policy is stressing the need for quality end of life care within 
hospitals (Department of Health, 2008), the data show that hospitals are still lagging behind 
other care settings. An audit of hospital care recommended that specialist palliative care 
should be more accessible within hospitals and training on care for dying patients should be 
mandatory for all staff (Royal College of Physicians agree). 
 
The Chief Inspector of Hospitals, Professor Sir Mike Richards, said (CQC website): 

 
 “CQC fully supports the narrative for person centred End of Life Care, which 
clearly articulates the quality of care which everyone should be able to 
expect at the end of their life. We are using the narrative in our thematic 
review of inequalities and variation in End of Life Care to describe what good 
care looks like, so that we can understand why people's experience of End of 
Life Care often falls short of this."   

 
Current End of life provision was through the National framework of the Liverpool Care 
Pathway (LCP) and Care in the last days of life, this pathway caused concerns by bereaved 
relatives which led to an independent review commissioned by the Minister for Care and 
Support and chaired by Baroness Julia Neuberger.  
 
The review ‘More Care Less Pathway’ (2013) acknowledged that where the LCP was used 
well, it facilitated good care of dying people, but found many instances where its use was 
associated with poor experiences of care. The panel made 44 recommendations, including 
the phasing out of the LCP within 6-12 months.  
 
In June 2014, the Leadership Alliance for the Care of Dying People published a system-wide 
response to that independent review. The Alliance consisted of the Department of Health, 
NHS England and other statutory bodies responsible for healthcare commissioning and 
delivery, health and social care regulation and professional regulation, royal colleges, 
National Institute for Health Research, National Institute for Health and Care Excellence 
(NICE) and national charities. The system-wide response, entitled ‘One Chance to Get it 
Right’, articulated a vision of what good care in the last days to hours should look like, in the 
form of five Priorities for Care, and was accompanied by a set of commitments made 
collectively and by individual organisations.  

The new Priorities for Care mean that: 

 The possibility that a person may die within the coming days and hours is recognised 
and communicated clearly, decisions about care are made in accordance with the 
person's needs and wishes, and these are reviewed and revised regularly by doctors 
and nurses. 

http://www.cqc.org.uk/content/identifying-variation-end-life-care-commissioning
http://www.cqc.org.uk/content/identifying-variation-end-life-care-commissioning
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 Sensitive communication takes place between staff and the person who is dying and 
those important to them. 

 The dying person, and those identified as important to them, are involved in 
decisions about treatment and care. 

 The people important to the dying person are listened to and their needs are 
respected. 

 Care is tailored to the individual and delivered with compassion – with an individual 
care plan in place. 

End of Life by definition is where the patients are ‘approaching the end of life’ when they are 
likely to die within the next twelve months.  This includes those patients whose; 

 Death is expected within hours or days  
 Those who have advanced, progressive incurable conditions 
 Those with general frailty and co-existing conditions that mean they are expected to 

die within twelve months 
 Those at risk of dying from sudden acute crisis in an existing condition 
 Those with life threatening acute conditions caused by sudden catastrophic events.  

The term ‘approaching the end of life’ can also apply to extremely premature neonates 
whose prospects for survival are known to be very poor, and patients who are diagnosed as 
being in a persistent vegetative state (PVS) for whom a decision to withdraw treatment and 
care may lead to their death.   

High quality End of Life Care  
 
In 2012 NICE produced these End of Life Care Quality Statements :  
 
1. People approaching the end of life are identified in a timely way.  
2. People approaching the end of life and their families and carers are communicated with, 

and offered information, in an accessible and sensitive way in response to their needs 
and preferences.  

3. People approaching the end of life are offered comprehensive holistic assessments in 
response to their changing needs and preferences, with the opportunity to discuss, 
develop and review a personalised care plan for current and future support and 
treatment.  

4. People approaching the end of life have their physical and specific psychological needs 
safely, effectively and appropriately met at any time of day or night, including access to 
medicines and equipment.  

5. People approaching the end of life are offered timely personalised support for their 
social, practical and emotional needs, which is appropriate to their preferences, and 
maximises independence and social participation for as long as possible.  

6. People approaching the end of life are offered spiritual and religious support appropriate 
to their needs and preferences.  

7. Families and carers of people approaching the end of life are offered comprehensive 
holistic assessments in response to their changing needs and preferences, and holistic 
support appropriate to their current needs and preferences.  

8. People approaching the end of life receive consistent care that is coordinated effectively 
across all relevant settings and services at any time of day or night, and delivered by 
practitioners who are aware of the person's current medical condition, care plan and 
preferences.  

9. People approaching the end of life who experience a crisis at any time of day or night 
receive prompt, safe and effective urgent care appropriate to their needs and 
preferences.  
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10. People approaching the end of life who may benefit from specialist palliative care, are 
offered this care in a timely way appropriate to their needs and preferences, at any time 
of day or night.  

11. People in the last days of life are identified in a timely way and have their care 
coordinated and delivered in accordance with their personalised care plan, including 
rapid access to holistic support, equipment and administration of medication. 

12. The body of a person who has died is cared for in a culturally sensitive and dignified 
manner. 

13. Families and carers of people who have died receive timely verification and certification 
of the death. 

14. People closely affected by a death are communicated with in a sensitive way and are 
offered immediate and ongoing bereavement, emotional and spiritual support 
appropriate to their needs and preferences. 

15. Health and social care workers have the knowledge, skills and attitudes necessary to be 
competent to provide high-quality care and support for people approaching the end of life 
and their families and carers. 

16. Generalist and specialist services providing care for people approaching the end of life 
and their families and carers have a multidisciplinary workforce sufficient in number and 
skill mix to provide high-quality care and support. 

 
 
Ambitions for Palliative and End of Life Care: A national framework for local action 
2015-2020 
 
 This document is aimed at local health and social care and community leaders. It builds on 
the Department of Health’s 2008 Strategy for End of Life Care and responds to an increased 
emphasis on local decision making in the delivery of palliative and end of life care services 
since the introduction of the Health and Social Care Act 2012. 
This national framework for action sets out six ‘ambitions’ – principles for how care for those 
nearing death should be delivered at local level: 
1. Each person is seen as an individual 
2. Each person gets fair access to care 
3. Maximising comfort and wellbeing 
4. Care is coordinated 
5. All staff are prepared to care 
6. Each community is prepared to help 
The framework identifies measures such as personalised care planning and shared 
electronic records that are needed to realise each of the six ambitions  
www.endoflifecareambitions.org.uk 
 

Specialist Palliative Care Funding in the future 
 

In 2010-11, the total expenditure on adult end of life care was £460 million but there was a 
wide variation of expenditure on specialist palliative care between Primary Care Trusts 
across the country, ranging from £186 to £6213 per death. A considerable proportion of 
funding came from the voluntary sector through fund-raising.  
 
In July 2010, the Secretary of State for Health commissioned an independent review of the 
funding of dedicated palliative care for adults and children with the aim of creating a fair and 
transparent per-patient funding system, based on an NHS tariff to meet NHS responsibilities, 
regardless of the choice of provider. The review recommended a pilot programme to collect 
data to build the evidence base for such a tariff. Based on this information, NHS England 
and Monitor will develop a national development currency available for use from April 2015. 
The funding of end of life and palliative care services is likely to change in England and 



Page 9 of 22 
 

 

 

 

  

Wales with the development of a national data set for specialist palliative care services to 
standardise palliative care services  
From the Palliative Care Funding Review 

The review recommendations have three key aims: 

 To create a fair and transparent funding system 

 To deliver better outcomes for patients 

 To provide better value for the NHS 

These aims should be achieved by developing: 

 An NHS Palliative Care tariff which is based on need 

 A funding system which incentivises good outcomes for patients, irrespective of both 
time and setting 

 The commissioning of integrated care packages which stimulates community 
services  

“The Palliative Care Development currency is a first attempt to create a set of currency units 
that is suitable for use across all organisations providing palliative care in England, whether 
for adults or children.  Currency units have been defined using data collected through the 
Palliative Care Funding Pilots (PCFP) and aim to describe differences in the complexity of a 
person’s palliative care need and the associated costs in providing care. 

The Executive Steering Group of ESG comprising of the National Clinical Lead for End of 
Life Care (Dr Bee Wee) and head of NHS England Pricing Team work continues with further 
currency piloting and the development of a specialist palliative care data set.  The pilot for 
this will be completed by March 2016 with a view for changing the minimum data set for 
specialist palliative care nationwide in 2017.” From; Developing a new approach to Palliative 
Care Funding: a first draft for discussion, NHS England 2014. 
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The Strategy 
 
Palliative and End of Life Care need in West Suffolk Hospital 
 
It is predicted that the need for end of life care is likely to increase as a result of: 

• An increase in the number of dying patients as a result of the growing 
population 

• The increasing life span of patients with advanced disease 
• Increasing complexity of medical treatments in advanced disease and 

increasing co-morbidities 
• Increased patient and carer expectation of medical treatments in advanced 

disease 
 
It is predicted that the need for specialist palliative care is also likely to increase as a result 
of: 

• The increasing life span of patients with advanced disease requiring longer 
periods of specialist palliative care input 

• Increasing referral of patients with non-malignant diseases 
• Increasing complexity of medical treatments in advanced disease and 

increasing co-morbidities 
• An increasing role in the supportive care of patients receiving potentially 

curable therapies for cancer and non-malignant diseases 
• Increased patient and carer expectation of medical treatments in advanced 

disease 
• Significant changes in commissioning structures and processes which call for 

high quality clinical engagement between providers and their commissioners 
 
End of life care West Suffolk CCG profile and assessing need 
 
The latest End of Life Care Inteligence Network CCG profile which uses 2010 to 2013 West 
Suffolk CCG population data show  

 43.4% die in hospital 

 23.6% die at home 

 24.2% die in care homes 

 6.5% die in hospice 
 
Nationally , 51% of patients die from all causes in hospital. To establish how many patients 
could die outside of hospital more detailed modeling would be required using the End of Life 
Care Modelling Tools. 
 
Summary of Trustwide EOLC Services 
 
End of life care is provided by all hospital staff to a greater or lesser degree and they may 
not recognise this as its often part of usual care. The EOLC strategy (2008) divided 
workforce in to 3 groups for skills and training purposes and the WSH usues this model. 

 Group A – Specialists: staff who primarily spend their time delivering End of Life 
Care, for example hospital support teams of consultants and nurses. This workforce 
requires considerable growth and further development in the knowledge and skills 
required in caring for people at the end of their lives. 

 Group B - Practitioners: staff groups who frequently provide aspects of End of Life 
Care such as practitioners that work in acute hospital wards. 

 Group C - Wider workforce: staff who are infrequently involved with delivering End of 
Life Care such as dermatologists and porters. 
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EOLC, over and above ‘usual care’ at the WSH involves; 

 WSH End of life operational group which regularly reviews data, complaints and 
incidents regarding EOLC. 

 Patients identified on Trust  Electronic Patient Record  using an EOLC Alert  

 Patients assessed for EOLC needs (full nursing and Allied Health professional 
assessment) 

 Referrals to Specialist Palliative Care Team  if complex 

 Patients and/or families offered yellow folders and Advance Care Planning 

 Range of EOLC patient and carer written information 

 Chaplaincy patient and carer pre-bereavement support 

 Fast track discharge process 

 Last Days safety rounding tool 

 EOLC pages on Pink Book full of information and guidance 

 EOLC policies and guidelines 

 Expected death is verified on the wards by trained nurses 

 End of life care champions 

 The deceased receive a high standard of care in the mortuary 

 Bereavement support officer 

 Education and training  on Palliative and  End of Life Care provided to workforce by 
SPCT. 

 Clinical audit inhouse and participation in National Care of the Dying audits. 
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End of Life in West of Suffolk 

INTEGRATED END OF LIFE CARE APPROACHES 

  

 

  

 

  

 

  

 

 

  

 

 
 
 
 
 

Gold Standards Framework - in community 

End of Life Care planning (care planning and patients priorities) 

Suffolk Electronic Palliative Care Co-ordination System – across community and hospital 

Fast track discharge process 

Last Days of Life care 

THE END OF LIFE         THE DYING PHASE                                  BEREAVEMENT 

At risk of dying    MONTHS  SHORT WEEKS  LAST DAYS  LAST HOURS 

6-12 months, but  2-9 months  1-8 weeks  2-14 days  0-48 hours                      

 May live for years 

 

End of Life Care Alert on Electronic Patient Record /Yellow folder    
E 
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Governance 
 
There is an established End of life Care Operational Group that will assume responsibilty of 
the Trust EoLC Strategy 

 
Terms of Reference and Operational Policy 

The West Suffolk NHS Foundation Trust End of Life Operational Group will be responsible for 

the implementation of local strategy in providing patients with care and support in the end of 

life.  Care should be personal to individuals and equitable across the Trust   

Aims 

To ensure that the West Suffolk NHS Foundation Trust provides high standards of care 

during the end of life phase of a patient’s journey, including caring and sensitive bereavement 

services. 

Objectives 

 
1. To identify the implications of the Department of Health guidance and national changes 

to meet any recommendations suggested ie standardised processes in place to 
document end of life care. 

 
2. To monitor current provision in relation to end of life and determine improvements in line 

with best practice standards/guidance.  Ensuring mechanisms are in place to identify 
patients approaching the end of life.  

 
3. To develop an action plan for prioritised areas of end of life provision and update the 

Clinical Standards Committee as to progress against this action plan, including audit 
data. 

 
4. To consider any problems or issues identified relating to end of life and ensure that 

these are being addressed appropriately. 
 
5. To work in partnership with other local agencies (eg CCG, Coroners Office, voluntary 

organisations etc) in the development and provision of end of life services. 
 
6. To lead and monitor the progress of projects to develop end of life services in the Trust. 
 
7. To develop any policies required for ratification, covering all services relating to death 

and bereavement. 
 
8. To identify the training needs of staff caring/involved in the end of life element of care 

and ensure availability of training and development to address these needs.  
 
9. To seek the views of service users and those in the local population to ensure that 

services are developed in response to their needs. 
 
10. To develop a monitoring mechanism to seek the views and experiences of patients and 

carers, including the support offered pre and post bereavement. 
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Accountability 

The group will be accountable to the Clinical Safety & Effectiveness Committee subgroup of 
the Quality and Risk Committee, which is a subgroup of the Trust Board.  A report will be 
submitted every 3 months. The reporting structure is as follows; 
 

 

 

Decisions 

Decisions will be made by achieving a consensus where possible, a show of hands may be 

required if this cannot be achieved. 

Meeting frequency 

The group will meet every 3 months. 

Operational Policy 

The group will identify key individuals/working groups within the organisation to undertake 
the work required between meetings.  They will report to the group on progress on a regular 
basis.  The group purpose and function will be reviewed annually. 
 

Standing agenda items 

 

1. Apologies for absence 
2. Minutes of the previous meeting 
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3. Matters arising 
4. Updates from partner agencies/projects eg CCG End of Life Steering Group 
5. Internal WSH matters - progress against targets, policies/procedures 
6. Any other business 
 

Means of implementation 

 

The recommendation and decisions of the group will be taken to Clinical Standards Sub-

Committee.  Any resource implication will be taken to the Strategic Investment Group for 

approval. 

Support 

Administrative staff within the Nursing Directorate will take the minutes for the group. 
 

Representation 

Representation to include a range of medical, nursing, AHP and managers 

 

 Patient Affairs 

 Palliative Care 

 Medicine 

 Surgery 

 Women and Children 

 Mortuary 

 Tissue and Organ Donation Committee 

 Discharge Planning 

 Specific Clinical Nurse Specialists ie dementia 

 AHPs 

 Coroner’s Office 

 Chaplaincy 
 

 
Partnerships, Networks 
 
The hospital contributes to the Suffolk End of Life Care Steering Group through  the chair of 
the West Suffolk Hospital End of Life Care operational group.  
The SPCT already has developed an excellent working relationship with the local hospice St 
Nicholas Hospice Care. This will be developed further with planned intregration of the 
consultant post. 
Intergrated working with targeted secondments from West Suffolk CCG to support care 
homes to maintain residents in their preferred place of care and death through advance care 
planning (Care Home Clinical Support Team) 
Norfolk and Suffolk Palliative Care Academy 
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Future 
 
End of Life Care is a core component of acute hospital care and evaluated by the CQC. 
 
The future of End of Life Care and palliative care in the trust depends on maintaining the 
present quality of care and building on this. There is a risk that the ward staff do not have 
time, day to day, to consider whether they are providing the best and most appropriate care 
for their End of Life Care patients when the usual ‘all active’ care may not be wanted by the 
patient.  

The Trust is working with the West Suffolk Clinical Commissioning Group (WSCCG), the 
local hospice (St Nicholas) and Macmillan Cancer Support to develop a more integrated 
approach to End of Life Care. The service aims to integrate the existing Hospital and 
Hospice teams by way of having consultants working in both areas to ensure continuity, 
equality, effective and robust palliative care for the populations of the west of Suffolk.  

As part of a more integrated approach and a need for the Trust to expand the current 
palliative care and discharge planning teams (due to increased demand) the proposed 
integrated service seeks to address this by the creation of the following posts: 

 1.25 WTE of a band 6 palliative care nurse focusing on identification and advance 
care planning in patients approaching end of life 

 1.5 WTE of a band 6 discharge nurse to work across the areas focusing on Fast 
Track Discharge 

 Educational post 1 WTE Band 7 to work across Trust, Hospice and Community (2 
year project) 

 

End of Life Care processes are now all in place with the yellow folders and Suffolk Electronic 
Palliative Care Coordination System (EPaCCS) on SystmOne but have yet to give the full 
benefits of joined up care to patients. A more integrated approach to education and training 
co-ordinated across primary, community, secondary and social care will aim to equip staff 
with the knowledge and skills to provide the right care, at the right time, in the right place. 

 
Individual initiatives/proposals 
 
Continue to develop End of Life Care in line with national strategy. 
 
Multi-disciplinary Team meetings 
Multi-disciplinary Teams (MDTs) are at the core of quality care and there is the opportunity 
to join hospital SPCT meetings with the hospice meetings. 
 
Tele End of Life Care  
 
In addition to the standard face-to-face consultations teleEOLC could prove valuable and an 
admission avoidance strategy for patients. Ideally this would be provided by the ED together 
with local hospices and their community teams. 
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One Year Plans: 
 

 End of life care in eCare ie identification of patients, preferences for their care, 
documentation of the care given to the dying 

 Increase viewing (read only) of EPaCCS on SystmOne to improve co-ordination of 
EOLC patient care (including EAU, ED, acute oncology etc) 

 Bereavement survey to gain views on care provided to patients who die in the trust 

 Re-evaluate specification and recruit to consultant post 

 Working with WSCCG, St Nicholas Hospice and Macmillan Re-evaluate end of life 
care provision (Model needs) and develop the workforce to provide end of life care, 
to establish strategy and benefits using End of Life Care Modellling Tools 

 Seek funding from Macmillan for a fast track discharge planning nurse as part of 
intergrated working with st Nicholas Hospice Care and a EoL nurse to assist the 
SPCT. 

 Working with the WSCCG to establish fast track discharge planning process and 
workforce 

 Specialist palliative care team trained in and collecting patient outcomes 

 Recriutment of a replacement consultant jointly with St Nicholas Hospice 
 

Three Year Plans  

 Seven day specialist palliative care face to face service 

 eCare linked to Suffolk EPaCCs for sharing of information in and out 

 Start dialogue earlier with potential patients to increase those with Advance Care 
Planning – what do patients want from the WSH? 

 Develop teleEOLC (with hospice) for admission avoidance 

 Specialist Palliative Care team section built in eCare to enable reporting of team 
activity and produce outcomes for currency 

 
Five Year Plans  

 No-one dying in  hospital who does not wish to 

 Co-ordinated End of Life and palliative care with community providers 
 
 
 
 

End of Life Care: glossary of terms from the General Medical Council 

Advance Care Planning: the process of discussing the type of treatment and care that a 
patient would or would not wish to receive in the event that they lose capacity to decide or 
are unable to express a preference, for example their preferred place of care and who they 
would want to be involved in making decisions on their behalf.  It seeks to create a record of 
the patient’s wishes and values, preferences and decisions, to ensure that care is planned 
and delivered in a way that meets their needs and involves and meets the needs of those 
close to the patient. 

Advance Statement: a statement of a patient’s wishes about how they would or would not 
wish to be treated if they became unable to make or communicate decisions for themselves.  
This can be a general statement about, for example, wishes regarding place of residence, 
religious or cultural beliefs, and other personal values and preferences, as well as about 
medical treatment and care.   

Capacity: the ability to make a decision.  The adult is deemed to have capacity unless, 
having been given all appropriate help and support, it is clear that they cannot understand, 
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retain,  weigh up the information needed to make a particular decision or to communicate 
their wishes.   

DNA CPR: abbreviation of ‘Do Not Attempt Cardio Pulmonary Resuscitation’.  These 
advance management plans may be called DNAR orders or allow natural death decisions in 
some health care settings. 

End of Life: the patients are ‘Approaching the end of life’ when they are likely to die within 
the next twelve months.  This includes those patients whose death is expected within hours 
or days; those who have advance, progressive incurable conditions; those with general 
frailty and co-existing conditions that mean they are expected to die within twelve months; 
those at risk of dying from sudden acute crisis in an existing condition; those left with life 
threatening acute conditions caused by sudden catastrophic events.  The term ‘Approaching 
the end of life’ can also apply to extremely premature neonates whose prospects for survival 
are known to be very poor, and patients who are diagnosed as being in a persistent 
vegetative state (PVS) for whom a decision to withdraw treatment and care may lead to their 
death.   

Palliative Care: the holistic care of patients with advance, progressive, incurable illness, 
focused on the management of a patient’s pain and other distressing symptoms and the 
provision of psychological, social and spiritual support to patients and their family.  Palliative 
care is not dependent on diagnosis or prognosis, and can be provided at any stage of a 
patient’s illness, not only in the last few days of life.  The objective is to support patients who 
live as well as possible until they die and to die with dignity.   
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Appendix one 
 
West Suffolk Hospital Palliative Care MDT Programme       Summarised Action Plan (April 2015 - March 2016) 
 
 

Key areas 
 

Aims Action Review 
date 

Comments 

EVERY YEAR     
Patient Information Leaflets  

 
Review and keep up to 
date 

No PILs to review this year 
 

Rolling 
program 

 

Action plan Keep up to date Review monthly and bring actions 
to business meeting 

Monthly at 
business 
meetings 

 

Policies – review date Review and update Identify and review  
Rolling 

program 
 

 

Guidelines – review date 
 

Review and update No guidelines to review this year 
 

Rolling 
program 

 

 
 

Information sheets – date 
written 
Yellow folder – July 2012 
Guidance for giving out 
yellow folders – Nov 2013 

Review and update To review need and use of these 
Liaise with CCG 

Yearly  

Websites Review and keep up to 
date 

End of Life Care on Pink Book 
Palliative Care Team on Trust Site 

Dec 2015  
 
 

Audit Audit an aspect/process 
end of life care 

Join and take part in National End 
of Life Care Audit  

Completed  
Sept 2015 

Awaiting results 
and dissemination 
 

Peer Review – specialist 
palliative care measures 

To lead with specialist 
palliative care peer review  

Attend Cancer Board  
Review measures as appropriate 
 
Yearly action plan 

On-going 
Reviewed 
April 2015 
On-going 

 

Team Education Education programme for 
the Team 

Produce a rota allocating a monthly 
session to a Team member 
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End of Life Care Education 
to trust 

Workforce skilled in EOLC 
 
 

Last Days of Life training days 
Verification of Death training 
workshops 
Induction NA/RN 
Syringe pump training 

3 a year 
3 a year 
 
Monthly 
On request 

Cancellations due 
to e-Care training 
in 2015 
To continue rolling 
programme 2016 

Team data Review team data and 
workload 

MDS – for last year May 2015 Completed 

Annual report Review of the year Produce by June 2015 On-going Completed 

Dying Matters Member of Dying Matters 
Coalition to raise profile of 
discussions about dying 

 Yearly  

Patient survey 
 

Comply with peer review 
and gain insight from 
patients 

Yearly survey - Rolling program 
 
 

Rolling 
program 

 

 
 
 

EOLC Champions Education programme Review list of champion & recruit 
nurses/AHPs as appropriate 
Arrange study day 

Rolling 
program 

 

 
 
 

Syringe pumps  Safe use of McKinley 
Syringe Pump and Skills 
Workforce 

Review policy to see if working 
Review training needs 
Collect incidents 
Yearly audit 

Rolling 
program 

 

 

Care of Dying  Keep standards high in 
the trust 
Educate the workforce, 
Key messages, 
prescribing guidance, 
audit, ward draws 

Education to support rounding tool 
etc 

Rolling 
program 

 

 

Norfolk and Suffolk Academy Joint Suffolk and Norfolk 
Academy 

Participate in meetings or keep up 
to date with minutes. 

On-going  

Newsletter 
 
 
 

Educational newsletter 
regarding palliative care 
team activities and EOLC 
development 

Two times a year 
Write/contribute 
Distribute 

On-going Feb 2016 next 
newsletter 
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Key areas 
 

Aims Action Review 
date 

Comments 

Electronic register and 
community information on 
SystmOne 

Better co-ordination of 
patient care 

Develop team process for Suffolk 
EPACCS if its use increases in the 
community 

On-going  

Fast track discharge 
planning 

Work with trust to get 
patient fast track 
paperwork completed in 3 
days  

Continue to raise at WSH EOLC 
operational group and work with 
discharge planning 

On-going Plans for 
discharge 
planning nurse 

Bereavement survey Offer survey to all relatives 
picking up a death 
certificate from the trust 

Finish development of form and 
finalize process with EOLC 
Operational group 

 Pilot in progress 
awaiting Trust 
endorsement 

Specialist palliative care 
outcomes 

Collect appropriate 
outcomes 

New Specialist palliative care data 
set due 2016/17 

On-going Introduce in 
stepwise manner 

Specialist palliative care 
outcomes 

Collect performance 
status 

 On-going  

Specialist palliative care 
outcomes 

Collect phase of illness  On-going  

Specialist palliative care 
outcomes 

Collect symptom control 
outcome 

 On-going  

Specialist palliative care 
outcomes 

Collect carer assessment  On-going  

Specialist palliative care 
outcomes 

Collect Team Outcome  On-going  

Team IT project Get SPC team paperless Await EPR – introduce outcomes 
as above 

Long term  

Hospital IT project Get EOLC recorded on 
eCare 

Keep in touch with Ian Coe On-going  

Seven day palliative care 
service 

Business plan 5 year plan Await trust work on 7/7 services Long term  

 
 
 
 


