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2 Definitions 

 

This strategy uses widely accepted definitions of end of life, palliative care and 

specialist palliative care team. 

 

 

End of life 

Patients are ‘approaching the end of life’ when they are likely to die within the next 

12 months. This includes patients whose death is imminent (expected within a few 

hours or days) and those with: a) advance, progressive, incurable conditions; b) 

general frailty and co-existing conditions that mean they are expected to die within 

12 months; c) existing conditions if they are at risk of dying from a sudden acute 

crisis in their condition; d) life-threatening acute conditions caused by sudden 

catastrophic events.  

One Chance to Get it Right, June 2014, Leadership Alliance for the Care of Dying 

People 

 

‘Approaching the end of life’ also applies to those extremely premature neonates 

whose prospects for survival are known to be very poor, and to patients who are 

diagnosed as being in a persistent vegetative state (PVS) for whom a decision to 

withdraw treatment may lead to their death. 

Treatment and care towards the end of life: Good practice in decision making 2010 

General Medical Council 

 

 

Palliative care 

The World Health Organisation has defined palliative care as follows: Palliative care 

is an approach that improves the quality of life of patients and their families facing 

the problem associated with life-threatening illness, through the prevention and relief 

of suffering by means of early identification and impeccable assessment and 

treatment of pain and other problems, physical, psychosocial and spiritual. Palliative 

care provides relief from pain and other distressing symptoms; affirms life and 

regards dying as a normal process; intends neither to hasten or postpone death; 
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integrates the psychological and spiritual aspects of patient care; offers a support 

system to help patients live as actively as possible until death; offers a support 

system to help the family cope during the patient’s illness and in their own 

bereavement; uses a team approach to address the needs of patients and their 

families; enhances quality of life and may also positively influence the course of 

illness; is applicable early in the course of illness, in conjunction with other therapies 

that are intended to prolong life, and includes those investigations needed to better 

understand and manage clinical complications. Palliative care can be provided by a 

range of health and social care staff and may be done alongside treatment intended 

to reverse particular conditions. 

WHO definition taken from One Chance to Get it Right, June 2014 Leadership 

Alliance for the Care of Dying People. 

 

 

Specialist Palliative Care teams 
 
Specialist Palliative Care teams are those with palliative care as their core daily 
work. They are multidisciplinary teams, have specialist skills and experience, and 
deliver palliative care both directly and indirectly; directly by providing care to 
patients and families and indirectly by supporting other professionals to deliver such 
care. Within WHHT, specialist palliative care is delivered by the specialist palliative 
care team comprised of medical and nursing staff 
 
End of Life Consultation, NHS England December 2014 
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3 Vision 

 
This strategy sets out the vision and ambitions for End of Life Care in West 

Hertfordshire Hospitals NHS Trust (WHHT). It is informed by the national framework1 

and the earlier NHS End of Life Care Strategy2.  

 
The trust vision is to deliver the very best care for every patient every day and for 
patients at the end of their lives the aim is to deliver the care I want, where I want 
and when I want during my life and after death for myself and my 
family/carer(s) delivered by competent, confident and compassionate 
professionals. 
 
The national framework identifies six ambitions for locally delivered care. 

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 

 

Our trust-wide commitments are that 

1. We will provide positive assurance that safe and effective processes and 
systems are in place to improve end of life care for all patients who are dying 
across the Trust 

2. We will work in partnership across divisions and across organisational and 
geographical boundaries to promote excellent end of life care 

3. We will ensure end of life care is given a high priority 
4. We will be a learning and improving organisation 
5. We will have a safe and effective workforce 
6. We will be responsive to changes in the end of life care landscape 

 
Scope 
 
This strategy covers all those under the care of the trust who are at the end of their 
lives, their carers and family members and others who are close to them. This 
includes care given in bereavement. It is applicable to all trust employees. Delivery 
applies to anyone, irrespective of their age, their gender, their race, their religion, 
their sexuality or whether they have a disability or sensory impairment. 

                                                           
1
 Ambitions for Palliative and End of Life Care: A national framework for local action 2015-

2020 developed by the National Palliative and End of Life Care Partnership. The Partnership 
comprises national bodies including the Patients’ Association, healthcare charities, the GMC, 
NHS England, NHS Improving Quality, the CQC, the Royal College of Nursing and the Royal 
College of Physicians 
2  Department of Health: End of Life Care Strategy: promoting high quality care for adults at 
the end of their life (2008) 
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4 Background 

 
 
The NHS End of Life Care Strategy (2008) emphasised that improved end of life care 
provision in acute hospitals was crucial: this is where more than half of all deaths 
take place. As well as ensuring that those who die in hospital have a ‘good death’ the 
strategy called for improved discharge arrangements and better co-ordination with a 
range of community services so that more people can die at home if this is their 
preferred choice. The importance of end of life care has continued to be recognised 
within the NHS. It is one of the eight domains in which the CQC assess the quality of 
care in acute trusts. 
 
More than 1,300 patients die in our trust’s hospitals every year. In addition, 
significant numbers of patients are cared for in the trust at some time during the last 
year of their life. In September 2015 we were rated by the CQC as requiring 
improvement in this domain. Our visits to trusts rated outstanding or excellent on this 
domain and participation in the National Care of the Dying Audit informed our local 
approach.  
 
The Trust Compassionate End of Life Care Panel first met in January 2014 and has 
led trust-wide change in the delivery of end of life care. In 2015/16 the team secured 
Trust recurring funding of £212,214 to extend the Specialist Palliative Care team 
enabling their service to meet the increased demand to care for the needs of 
complex patients with life-limiting illness across the trust, seven days a week. The 
Mortuary staffing establishment is now achieved, and the need for environmental 
works addressed. In addition, Macmillan Cancer Support has pump primed 3 posts 
for 2 years with an investment of £342,106.  This includes funding of an End of Life 
Care Educator to embed, evaluate and report upon a training programme that would 
be part of the core training for all patient-facing staff.  A further £100,000 was agreed 
for Marie Curie and Herts Valley CCG for non recurrent funding for discharge liaison 
nurse support. 
 
Following the publication of the Neuberger Report3 which was commissioned by the 
Government to examine concerns raised by relatives of patients dying in hospital, 
the Liverpool Care Pathway was abandoned. Key recommendations from the report 
included an urgent call for the Nursing and Midwifery Council to issue guidance on 
end of life care, implementation of individualised end of life care plans and a new 
system-wide approach to improving the quality of care for the dying. A care plan that 
enabled individualised care at the end of life was developed for use across the trust 
working collaboratively with other palliative care providers across Hertfordshire. In 
addition guidelines for opioid use, naloxone4, just-in-case medication and the Do Not 
Attempt Cardio-Pulmonary Resuscitation (DNACPR) policy were reviewed and 
updated. Trust commitment to delivering high quality end of life care is demonstrated 
by the identification of a non-executive lead, having an executive (Trust Chief Nurse ) 

                                                           
3 Neuberger More care less pathway: A review of the Liverpool Care Pathway (2013)  
4 Naloxone inhibits the effects of Opioids 
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chair the Compassionate End of Life Care Panel and assigning divisions the 
responsibility for improving end of life care for their patients. 
 
The team introduced the use of a rose symbol for the doors or curtains (if in a bay) of 

patients in their last 48 hours of life. The principle of this is to make all staff including 

healthcare professionals, housekeeping staff and porters aware that someone is 

dying and to ensure appropriate and compassionate behavior towards the person 

who is dying and those visiting them. This work was shortlisted for a poster for the 

Florence Nightingale Foundation Conference, and received the trust’s Celebrating 

Excellence award. 

 

5 Ambition 

 

We have identified six local priorities that will help us achieve the national ambitions 

for end of life care. These are described in more detail in our action plan (section 8) 

 

 National Ambitions Local Priorities 

Each person is seen as an 

individual 

All staff are prepared to care 

Care is coordinated 

Maximising comfort and 

wellbeing 

Each person gets fair access to 

care 

Each community is prepared to 

help 

Individualised care plans 
Advance care planning 

Meeting diverse needs of communities 

 
 
 7 day palliative care service 

Improving care for all 

Policies and guidelines reflect best 
practice  

Supporting carers and families 

Electronic links between care providers 
Leadership 

Continuity in partnership 

Core and extended training 

Bereavement support 
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6 Listening, Learning, Audit  

 

In the development of this strategy we have drawn extensively from the experiences 

of patients, carers and families. This will continue through the delivery of the action 

plan. 

 

Listening and learning 

We listen to families and carers through the bereavement survey. Findings from this 

have informed service developments such as signposting to sources of support. We 

will also establish regular focus groups for families and carers to feedback their 

experiences. We will continue to address all complaints relating to end of life care, 

actively looking for themes and where services can be improved. The friends and 

family test is widely used across the trust and we will seek to ensure that comments 

relating to end of life care are collated and reviewed by our team. 

 

Clinical engagement 

Clinical staff are engaged through their divisional newsletters and web-based 

information describing the improvements to end of life care. Representation from all 

divisions at the Compassionate End of Life Care Panel will also strengthen links with 

the divisions and support the increase in the uptake of our mandatory training. 

 

Audit 

We will continue to take part in the national end of life audit and measure our service 

against others. We will audit the impact of the guidelines and policies that have been 

updated. We will review research findings and best practice to ensure that our 

policies and guidelines reflect optimum end of life care. We will also introduce the 

suite of outcome measures for end of life patients5 and benchmark our services 

against those of other providers. 

 

                                                           
5
 OACC Outcome Assessment and Complexity Collaborative 
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7 Measures of success 
We will assess our success in delivering this three year strategy against the 
achievement of our six ambitions and local priorities. 
 

Local Priority Measure of success 

Individualised care 

plans 

 

Advance care plans 

Meeting diverse needs 

of communities 

By 2019, 100% of appropriate patients to have individualised care plans in 

place 

By 2019,  90% of appropriate patients to have an advance care plan in 

place 

By 2019, 90% of patients to have their preferred place of death 

documented and if preferred place of death was not achieved 100% of 

patients to have reason documented 

Evidence of engagement and involvement of local communities and 

religious leaders 

 

7 day palliative care 

service 

Improving care for all 

By 2016, Specialist palliative care on site support to be available 364 days 

per annum and access to out of hours service available 365 days per 

annum 

Continue to deliver and audit an equitable service to cancer and non 

cancer patients ensuring benchmarking against National data 

Updated policies and 

clinical guidelines 

Supporting carers and 

families 

Each year to have agreed policies and guidelines that impact on end of life 

care and to review, ratify and reflect best practice 

By 2016, to have a Patient Experience and Carers strategy in place  

Electronic links 

between care 

providers 

 Leadership 

 

Continuity in 

partnership 

By 2016, electronic links in place between ourselves, primary and 

community providers are used to co-ordinate care  

By 2016, appointment of End of life Clinical lead, Non-Executive Director 

lead and Compassionate End of Life Care panel (CELCP) chaired by 

Chief Nurse 

Regular attendance and engagement with local, network, Academic health 

science partnerships, strategic clinical networks and national forums. 

Core and extended 

training 

Each year to agree a schedule of training requirements  

In 16/17 to have trained 40% of identified staff, in 17/18 to have trained 

75% of high risk staff and 40% of others and in 18/19 to have trained 95% 

of high risk staff and 50% of others 

Bereavement support 

Families and carers have increased levels of satisfaction with the care of 

their dying relatives offering signposting to support.  Identifying those 

families at risk. 
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8 Leadership, Governance and Implementation 
 

Leadership 
The Specialist Palliative Care team is supported by Consultants in Palliative 
Medicine. Three consultants cover the week providing eight sessions between them. 
The Macmillan Lead Nurse for Cancer and Palliative Care manages the team, The 
team are managed through the surgical anaesthetics and cancer division. 
 
There is a lead Non-Executive Director for End of Life care, Clinical Lead for end of 
life care and the Compassionate End of Life Care Panel is chaired by the Chief 
Nurse. 
 
Governance 

The Compassionate End of Life Care Panel manages the trust-wide risk register for 
end of life issues, addresses complaints and queries raised through PALS6 relating 
to end of life care and investigate and report on incidents in line with trust policy. An 
audit plan is also in place and being delivered. These matters, and the numbers and 
themes of complaints, are reported at the Compassionate End of Life Care Panel, 
where progress with the action plan is also monitored. The Panel reports into the 
Quality and Safety Group, which in turn reports to the Quality and Safety Committee, 
and on through to the trust board. 
 
 
 

 

                                                           
6 Patient Advice and Liaison Service 



Implementation 

This summary implementation plan outlines the milestones to the achievement of the strategy. Progress in delivering the plan will 
be monitored by the Compassionate End of Life Care Panel and reported to the Quality and Safety Group. 
 

Summary implementation plan 

Local priority 2016/17 2017/18 2018/19 

Individualised 

care plans 

Advance care 

planning 

Meeting diverse 

needs of 

community 

Develop and undertake audit of individualised care 

plans and advance care plans. 

Increase staff awareness of individualised care plans 

(links to education programme – see below) 

DNACPR improvement plan and audit. 

 

National End of Life Care audit. 

DNACPR improvement plan and 

re-audit. 

 

Audit of individualised 

care plans and 

advance care 

planning. 

Scope benefits of 

input from a clinical 

psychologist; develop 

business case 

7 day palliative 

care service 

Improving care 

for all 

 

364 day per year team cover in place – Activity and 

team availability reports to be collated quarterly. 

Promote staff awareness of out of hours telephone 

advice line 

Audit numbers of cancer and non cancer patients 

who are referred to the specialist palliative care team 

Activity and team availability 

reports to be collated quarterly. 

Audit numbers of cancer and 

non cancer patients who are 

referred to the specialist 

palliative care team 

Activity and team 

availability reports to 

be collated quarterly. 

Audit numbers of 

cancer and non 

cancer patients who 

are referred to the 

specialist palliative 

care team 
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Summary implementation plan 

Updated policies 

and clinical 

guidelines 

Supporting 

carers and 

families 

Symptom management guidelines updated 

Develop a selection of patient information leaflets  

Review community prescriptions for just in case 

medication 

Rapid discharge guidelines to be updated. 

Carers strategy in place 

Review current research and 

best practice 

Development of Trust guidelines 

for other key physical symptoms 

including nausea and vomiting, 

bowel obstruction, agitation and 

breathlessness.  

Policies and 

guidelines reflect 

current best practice 

Electronic links 

between care 

providers 

Leadership 

Continuity in 

partnership 

Establish a process to notify GPs of Trust patients to 

be added to the Electronic Palliative Care Co-

ordination System (EPaCCs)7 

Continue to hold and attend regular meetings with 

the CCG8 and Adult Care services to identify and 

address barriers to effective end of life care in the 

local health economy 

Appoint Clinical Lead, Non-Executive Director and 
CELCP chaired by Chief Nurse 

Increased use of EPaCCs Increased use of 

EPaCCs 

                                                           
7 EPaCCs Electronic Palliative Care Coordination System 

8 Clinical Commissioning Group 
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Summary implementation plan 

Core and 

extended 

training 

Recruit Macmillan End of Life Care Nurse Educator 

Core essential training programme established 

Priority courses developed and delivered 

Review support and supervision available to staff 

caring for the dying 

Evaluate all courses and 

embedded  

Year on year increase in 

participation 

Development of e-learning 

Year on year 

increase in 

participation 

Bereavement 

support  

Bereavement policy to be developed.  

Focus group for bereaved relatives and carers 

Trust memorial service 

Bereavement signposting to 

services developed to further 

encompass the cultural and 

religious needs of families and 

carers 

Review of support for families 

and carers at risk. 

New models for 

Bereavement 

pathways across the 

system identified and 

delivered 

 



 

Appendix 1 

Equality Impact Assessment 

  Yes/No Comments 

1. Does the policy/guidance affect one 
group less or more favourably than 
another on the basis of: 

  

 Race No  

 Ethnic origins (including gypsies and 
travellers) 

No  

 Nationality No  

 Gender No  

 Culture No  

 Religion or belief No  

 Sexual orientation including lesbian, 
gay and bisexual people 

No  

 Age No  

 Disability - learning disabilities, physical 
disability, sensory impairment and 
mental health problems 

No  

 Marriage & Civil partnership No  

 Pregnancy & maternity No  
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  Yes/No Comments 

2. Is there any evidence that some groups 
are affected differently? 

No  

3. If you have identified potential 
discrimination, are any exceptions valid, 
legal and/or justifiable? 

No  

4. Is the impact of the policy/guidance 
likely to be negative? 

No  

5. If so can the impact be avoided? N/A  

6. What alternatives are there to achieving 
the policy/guidance without the impact? 

N/A  

7. Can we reduce the impact by taking 
different action? 

N/A  

If you have identified a potential discriminatory impact of this procedural document, 
please refer it to (Monika Kalyan) together with any suggestions as to the action 
required to avoid/reduce this impact. 

For advice in respect of answering the above questions, please contact (Michelle 
Sorley, Lead Nurse for Cancer & Palliative Care).



Policy and Procedure Sign-off Sheet 
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Version Number and Date:  MONTH YYYY  No:  <1 - This should be whole 
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All staff members must sign to confirm they have read and understood this 
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