ACTION PLAN FOR DELIVERY OF HILLINGDON END OF LIFE STRATEGY (PCT, ACUTE TRUST, HILLINGDON COMMUNITY HEALTH AND LONDON BOROUGH OF HILLINGDON) 2010 -2012

	Key Step


	Planned Service Development
	Action
	Lead organisation/Owner
	Time Frame
	Outcome Measure

	Pathway Step 1

Discussions as the end of life approaches

Triggers for discussion: identifying patients approaching the end of life
Open, honest communication
	Raise the level of awareness of end of life care in the community and also health care professionals;  information to inform choices available regarding care;  use public information to inform future planning & commissioning

Identification of patients approaching the end of life (approximately 6 months):-

· In the community (GPs, Community Matrons, DNs) using the Gold Standards Framework in all GP practices 

· In hospital with all clinical teams, but particularly Care of the Elderly, and at MDTs

· In care homes using the Gold Standards Framework


	All GP Practices to be utilising the Gold Standard Framework

Development of a locality wide end of life register

DN teams to attend monthly Multi Disciplinary Team meetings 

CM / Specialist Nursing teams to implement use of GSF

Use of Supportive Care Document

Continuation of care home project


	PCT / EY
PCT / EY

HCH /  Sheila Brew

HCH / Sue Cole 

THH – Dr Y Saunders / Dr E Horack

HCH – Maura St George
	Commence April 2010

Mechanism in place for April 2011

Commence April 2010

Commence 2010

In pilot Dec 09

Roll out to commence April 2010

Commenced April 09 
	Measure Number of Practices that have adopted the GSF 

Availability of a locality wide register

Quarterly report to Contract monitoring meeting / accurate end of life register in place

Metric agreed in contract

Quarterly audit of supportive care documents shared with GPs

Annual audit

	Pathway Step 2

Assessment, care planning and review

(i) Agreed care plan and regular review of needs and preferences.  

All patients/ carers approaching end of life to be offered:

1. Discussion of end of life issues

2. Needs  assessed

3. Preferences recorded in a care plan


	A multiprofessionally agreed document – the  ‘Supportive care form’ will replace the Harmoni Form to document:

· Recognition of end of life

· A summary of the care plan

· Patient’s preferences

· Professionals/ key-worker involved

· DNAR status (transferable across health care boundaries)

Holistic Care Plan for patient and their carer using the Gold Standards framework and the ‘PEPSI COLA’ framework (See Appendix)


	Use of Supportive Care document

All end of life care patients to have a documented care plan


	All – Dr E Horack

All – EoLC Commissioner ( E Young)
	April 2010

April 2010
	Annual audit

Quality metric in contracts

	(ii) Assessing the needs of carers

Carers require information about services, practical and emotional support during the person’s life and bereavement care afterwards.  Carers have the right to have their own needs assessed and to have a carers care plan
	· Information for carers  including list of services available

· Use of the ‘PEPSI COLA’ framework to document carer’s needs

· Development of quiet rooms in hospital  to talk with carers 
	EoLC Forum to agree  and develop an information pack

Development of training programme

Proposal re requirements to THH Trust Board


	Forum / JP

Forum/ EY

THH / LB
	April 2011

April 2011

April 2012
	Transferability of care plans across health care boundaries

Appropriate facilities for consultations within THH



	Pathway Step 3

Co-ordination of care

(i) Stategic co-ordination


	· Register of people approaching end of life 

· Single point of access /gateway 


	Ensure all DN teams /GP Practices have developed their own register

Develop mechanism to share register

Agree specification for a centrally managed EoLC service

Develop locality wide registers to be managed through polysystems

Single point of access  through polysystem
	PCT / PbC- Commissioner (EY)
	Development 2010

March 2011 – dependent on polysystem scheduling

In place March 2013
	Register in place

Single point of access for patients and carers 

	(ii) Co-ordination of individual patient care: ensure that each person approaching end of life receives co-ordinated care in accordance with care plan, across sectors at all times of day and night


	· Enhance key worker role with care plans held on RIO

· Using GSF in all GP practices

· Documentation that crosses health and social  care boundaries (Supportive care form, DNAR)


	Agreement with PbC re EoL care pathway

Communicate requirement

EoL Forum to agree proposed documentation
	PCT / EY

PCT / EY

All / Joint Commissioning Manager Older People
	Feb 2010 – April 2010

April 2010

September 2010 – commence initial discussions with the London Borough of Hillingdon
	Care pathway can be verbalised by all practitioners working with patients with end stage illness

All practices have palliative care register and monthly multidisciplinary team discussions

Shared documentation used by all practitioners and organisations providing care to end stage patients.

	(iii) Rapid response services:  PCTs and Local Authorities to ensure medical, nursing and personal care and carers support services are available in the community 24/7.

Patients and their carers know who to contact and how to contact health care professionals


	Access to nursing care and home care throughout the night (e.g. Marie Curie ‘rapid response’ model)


	Develop specification for the provision of an integrated service to provide EoLC Nursing Services

Integrate EoLC provision with Polysystem development
	PCT / EY

PCT / KM
	April 2011

April 2012
	Provision of 24 hour nursing services

	Pathway Step 4

Delivery of appropriate high quality services in different settings


	Continue development of  end of life care pathway for  patients with non-malignant conditions 


	Develop disease specific guidelines

Dementia Pathway 

Nursing Home Project
	Forum / YS &EH

PCT / LC

HCH / MSG
	2011

June 2010
	Guidelines disseminated to all Clinicians/ Full clinical engagement



	Pathway Step 5

Care in the last days of life
	Use of the care of dying pathway in all appropriate settings


	Audit EoLC training needs

EoLC forum to agree minimum training requirements for Hillingdon 
	THH/ HCH

LB/MSG
	April 2010 – Sept 2010
	All Practitioners competent to managed EoLC patients 

	Pathway Step 6

Care after Death

· Recognition that end of life care does not stop at point of death.

· Timely certification of death / referral to coroner.

· Care & support of carer and family including emotional and practical bereavement support
	Continue to develop the 3 component model of bereavement care as follows:

· Information leaflet with directory of bereavement services

· Development of a bereavement pathway for carers

· Training for health and social care professionals 

· Annual bereavement study day for providers to encourage closer coordination/joint working between services 


	Develop Hillingdon specific information leaflet

Map requirement and match with audit

Gain inter organisation commitment
	Forum /JP

? Vacant post – Clinical Psychology

Forum 
PCT / HCH


	Complete by March 2011

April 2010

Sept 2010

April 2011


	Leaflet available

Documented pathway

Bespoke training available in Hillingdon

Annual study day


KEY

SB – Sheila Brew


KM – Kevin Mullins

LB – Liz Bunker


JP – Jason Parker

SC – Sue Cole



YS – Yvonne Saunders

LC – Lucy Canning


MSG – Maura StGeorge

EH – Elizabeth Horack

EY- Esme Young
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