Updates in
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Janet Owen —End of life clinical lead ( Barnsley) SWYFT




Outcomes of Barnsley Palliative
Qj’ care survey 2021



64% felt there was sufficient support in primary care for palliative
patients

91% confidence in recognising cancer patients versus 72% in non
cancer patients approaching end of life

82% felt pandemic not changed their confidence on recognition of
palliative patients

75% felt palliative recognition is/should be part of longterm condition
reviews with 64% feeling more training would be needed to aid this




72% felt confidence in which person in MDT
to contact

50/50 response for the current level of
communication within the MDT being
sufficient




r- Improved EMIS/Systemone communication

LTC template updates with training for staff

How to

: More support / training on medications in palliative
Improve

things...

2 | MDT learning and working

222 ? Structure of MDT meetings and knowing who to
AW contact




Prognoziz Yearz

Barnsley End of Life Care Guidance —What to Do

Prognosiz Months
Unstable/Advanced

Prognosiz Weeks
Deteriorating/Exacerbation

Complete holistic assessment

Consider completion of EFRECs if appropriate
Offer advance Care Planning (ACF) discussions
hdaintain regular reviews

Ensure patient,/family/carer understand who fo
contact should condition change

Ky

Red ndicates for Or

Blum mid kcates for either Drfsurse aHe
whoover s most approp rately placed

Black  For neighbourhioed teams

= Holistic assessment and car/ treatment plan
established

« Consider completion of ERRRES. (electronic palliative
care coordination system on Syshmone or EMIS) and
discussion at palligtive care MOT

= Dffer opporunity to complete ACP induding
escalation planming, DMACPR, if appropriate

= Review and rationalise current medication

# |dentify approprizte key worker

# Consider benefits, if bess than 6/12 prognosis,
consider DS1500

= Consider Blue Badgs

# Consider care needs and possible referral for carer
assessmeEnt

# Ensure patientyTamily/carer understand who to
contact shoukd condition change

# Or review of treatment plans and disouss with
patient and/or family. Exclude reversible causes

= Compdete holistic assessment and develop plan of
care

# Check patient/Tamily/carer understanding of
condition and acknowledgement that likehy
prognosis is short

= Consider pre-emptive medication, drug
administration card

# Refer to DM for assessment and care

= Review ACP discussions induding preferences and
wishes about care and place of care, DMNACPR,
escalation and treatment planning

» Update EBR0C5,

= Complete CHC Fast Track

# Review equipment for current and future care

# Review care needs — consider Suppartive Care at
Home

# Ensure patient/family/carer have urgent contact
numbers

# Regular reviews — minimum weskhy

= O review to exclude reversible cause

# Establish medical management plan (use my care
plan if appropriate}

# Urgant referral to DM if not known

» Sensitive discussion with patient and,'or famiby/c@rer

# Review and rationalize medication, ensure pre-
empirve medication and drug charts completed.

# Review and update ERRCE5 and escalation planning
including DMACPR and preferred place of death,

# Ensure CHC funding is in place

# Complete My Care Plan if appropriste to ensurs
halistic, coordinated personalised care plan including
symptom control, kydration and nutrition and needs
of family

# Consider Supportive Care at home referral

» Kinimurm daily review in place

» Ensure family/carers have urgent contact numbers

/—H-E\r Community Teams Who May Be Involved Contact Right Care 5PA on 01226 EME?S\

=  Meighbourhood Teams: including District Nursing o provide suppart and care - referral in bst weeks and days of life ks

usually required

= Commsnity Matron: consider referal for those who nesed sup port with long tenm condition manage ment

=  Consider referral to Commisn ity Macmillam Specialist Palllative Care: if patient has advanced |ife limiting illness and
complex palliative care needs requinng additional specialist support. Mesds can be emotional, physical, sodal, comp e
sympbom management. Indudes medial consultant, physio, OT dietitan, spedalist rursing and sodal waorker [advice

linez or ba disouss referral Contact Sam — 4.45 pm)

= Breathe Team: Specilist Respiratory support f home coggen refemal via SPa

= Out of Hours Crisks Responss Team: Contact via SPA ar number to contact will be provided if 5P diosed

= Out of Hours Palllative Care Advice: wia Pall Call advice line wia Bamaley Hospice contact 01226 2442484

=  Supportive Care at Bomee prow des i ndiddualised packages of care for carer support and respite, consider referral in

last weeks and days of e 01225 645281

/

-

Services include:

for soame patients.

therapy, and day therapy suppart.

\

Barnsley Hospice Provision Contact 01226 244244

~

Cansider referral to Hospice services when a patient has advanced ife-imiting illness and complex palliative care
neéds requiring specialist input for needs that may be pychosocial, $aigbgal or physical and are often & combination
of all of these. Haspice services are far these patients and their Families and caners.

= |npatient unit stay for assessment and management of halistic nesds and may incude care in the kst days of life

=  Outpatient medical review, porsellipg and bersaverment support, lymphoed sma management, commplementany

= Outpatient services have both virtual and face to face elements and include provigion for individuals and groups.

/
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For everyone at the end of their
liwes, and those important to
them, to receive high quality

choices, and is supported by a
workforce which is consistent,

o

Barnsley End of Life Care - Our Vision 2021 -

2023

N/ N

Our Vision Our Mission

* ‘our end of life care is provided in the last
year|s] of life and includes months, weeks,
days, hours and bersavement care. -

& ‘Ygur care is equitable irrespective of dizgnosis

® ‘Ygur care is personzlised with your own
individuzal

care which respects their

persanzl preferences and

plan of care, led by your choices and

preferences decision making.

#® Al care planning and delivery slways considers L
the needs of those important to you \ impartant to you.

/

What We Will Ensure

* \We have a shared approach acrozs all partners in Barnsley to support
seamless and coordinated, high guality services.
Have a workfiorce with the reguired skills and competency, with sufficient
capacity to deliver care to the standards we expect.
We recognise end of life care neads.

Once recognised, we offer open and honest conversations.

You, and those most important to you, are at the centre of your plans and

&l service developments will be informed by feedback from youw and thoss

/

USEFUL LINKS AND NUMBERS

Gold Standard Framework: Aims to clarify the triggers that help identify those patients who are in the last year of life. Once
identified then patients can receive proactive support. www.goldstandardsframework.org.ul

SPICT Tools: Prognostic indicator guidance to identify when a person is approaching the last year of life. www.spict.org.uk

EPRCLS (Electronic Palliative Care Coordination System) available on Syspmane, and EMIS — provide links to medication advice,
referrals lectronic Pallitive Care Coordination Local guidefine or nhsuk

My Care Plan: Personzlised care plan developed to support and guide last days of life care in all settings across Barnsley.
o A paper document that stays with the patient
o Commenced following multi-disciplinary agreement and communication with the patient and / or their family [ carers.
o Uszed when a person is thought to be approaching last few days to hours or life. (Access link via live EPaOCs template)

Barnsley Palliative Care Formulary: Guide for palliative care symptom management
Palliative Care Local eline or wary (Barn sk

Last Days of Life Symptom Management Guidance: Guidance to symptom management in the last days of life including
prescribing pre-emptive medication, syringe drivers. Pre-emptive Drugs Local guideline or pathway [bamsleyorg nhs.uk)

List of Palliative Care Pharmacy Stockist: List of pharmacies who stock additional palliative care medication to ensure
available as required. Pre-emptive Dngs Local guideline or pathway [bamsleycog.nhs.uk]

LINKS to CHC forms, medication prescribing adwvice, MY Care Plan, DNACPR forms and leaflets
are availoble on the EPgCCS template

Adult Social Services

Barnsley Right Care SPA

Welfare Rizghtz Barnsley

Continuing Health Care
Barnsley Hozpice
Supportive Care at Home
Barnsley Hoszpital

Eallcall

iHeagt (Out of Hours GFP)

Community Equipment Store

01226 773300

01226 645400

012326 644575

07309 103254 or
07741 168743

01226 433634

01225 244244

012326 645281

01226 730000

01226 244244

012326 2424159




Palliative Care MDTs

zenerate patient list for discussion ]

(see Guide for how to do this)

1

Care-Coordinator / Palliative Coordinator to review list
and highlight those without appropriate stage action [refer to Zoli. model § poster)

* To complete grid prior to MDT
« Coordinate with professionals for any concemn patients or those not there to complete
proforma for patients they need discussing

AN /

[ Patients to discuss ]

! | L Uy
Amber Category _
Death Patients New Patients to Other
cats + ANy issues? nesding the List Arvy oth hent

=AMy issues refarmal to DM [howve e e Ty oTner patients
+ Complete place of they been fastroskesd) * ThE'ir . ) in Elue or green

degin and whsre + DMNACER stofus palikafive rE""E'_""' that are of

achieved prefered + ACP sections = Category —review concem, or

if ot winy not< completed winar r'E'EdE_‘:' patients changing

¥ bereavement = Anticipotory drugs BgE=a an e colour cafegorias

support offered / prescioed? = Any concems f

necded Indicated pecpie needng

= Symptoms and "o be imvalved

managemant




MDT Proforma

After Death Pathway

Dofa inpud feam:

After meosiving confirmnation from relafive o letter of confirmmaticon, add
tz all clinical staff screen fo notify them of death.

|

Dafe inpuf team:

Where oppropriate added to Docior who has ssen most recently to
complete cerfificote —once completed ghven to allocatfed admin
team to enswre registrar receives, also fomily can collect if wishes.

1

Patient Name:
Prirmeainy
Diagnosis:
Caotegory
Red Ambier Gresn Blue
Please fick Yes Mo
DMACPR in place
Does DNACPR need to be reviewed
ACP / Emergency care plan [transfer from EPaCCs)
Please fick Yes Mo

Reception Staff:

= Collect beregvement card and bocklet and give fo clinician [not
cnly GP) who has st inpud f relationship with potient and relative
to complefe card and send cut within 1 week of nofification of

= Crfer of beregvement support appointmnent in this also.

= Clinicions offen confact relatives offering suppoet and
condolences via telephone at same fime.

Anticipatory medicafions in place®
[if ot ensure done after MOT if indicoted]

|

Will this patient require refemral to coroner?

Date last seen GP:
lwithin 28 dayzE If E=d [ Amber)

Any recent changes [ reason for discussion:

Clinicigns:

Deaths discusad in the weekhy clinical mesfing ond oudit femplate
completed:

* Whether pallicfive patient § expected
* Ploce of death and wihether met ACP
* Learning from cos=e f debsisf

|

Clinicigns:

After discussicn in clinical meeting where appropricte admin feam
tasked with offerng a telephone f face to face bereavement review
with Mgl family with clinician best noen o relative.




Educational programme from End of life team
2022

ECHO —including a trial in Wombwell for MDT

W h at e ‘ S e IS approach learning
h a p p e n I n g o CCG commissioner taking templates to

development team for LTC / EPaCCs integration

BHNFT information sharing

Planning to review EPaCCs template 2022

Proposal to expand palliative consultant support




