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Agenda Item: 10/44 
 

Trust Board 12 January 2017 
 

End of Life Care Annual Report  2015-16 
 

 
Presented by: (Tracey Carter, Chief Nurse )  
 

1. Executive Summary  
 

This annual report gives an account for End of Life Care across West Hertfordshire NHS 
Hospitals Trust (WHHT).The report covers the period April 2015 – March 2016. This 
annual report demonstrates the organisations significant focus on end of life care over 
the over the last financial year, to support the delivery of high quality, timely, effective, 
individualised services for our patients with end of life care needs, to ensure support for 
their families as well as support for our staff providing these services. This improvement 
work continues, to support our staff in providing compassionate, holistic, patient centred 
care. End of Life Care is everyone‟s responsibility. 
 

 

2. Key indicators of activity  
 

 Continued significant increase in the number of referrals to the Specialist Palliative Care 
team  

 Significant increase in the number of referrals to the Marie Curie Discharge Liaison 
Nurse 

 Increased number of discharges to patients preferred place of care. 

 Increased number of referrals for patients with a non cancer diagnosis  

 Recruitment to key posts.  

 

 

3. Key Achievements within the reporting year include  
  

 The appointment of a Non Executive Lead for End of Life Care 

 Our Chief Nurse is Chair of the CEOLCP 

 Team Leader for Specialist Palliative care and additional CNS posts approved. 

 Increase in Consultant hours 

 Review of the governance and reporting structures for End of Life Care 

 Development and implementation of an Individualised plan of care for the Dying person.  

 Development of a Trust End of Life Strategy. 

 Ensuring that our DNACPR policy and audit results demonstrate compliance against 

National Standards.  
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 Working in partnership with Clinical Commissioning Group and other Local providers to 

enhance the care and support our end of life patients receive.  

 Achieving compliance with CCG target for ensuring our patients if appropriate have an 

Advance Care Plan in progress and achieve their Preferred Place of death (PPD).  

 Plans for the mortuary floor to be replaced. 

 Undertaken a review of our Bereavement service. 

 Members of the Palliative Care Team visited Frimley Park Hospital.  

 Working together across all divisions to improve the care of our end of life patients. 

 The recent National End of Life Care Audit results for the Trust show an improvement.  

 The trust has developed Naloxone guidelines and updated its opioid guidelines 

 An audit schedule has been agreed and implemented. 

 Trust a member of the UCLP EoLC Community of Practice 

 Trust Carer Lead appointed. 

 The Trust submitted a poster on the Rose project to the Florence Nightingale  

Conference Poster Competition which was shortlisted 

 

 

4.   Future priorities for the forthcoming period 16-17   
 

 Ensure continued compliance with National and local recommendations with audits and 

service reviews.  

 Ensure our staff have the knowledge, confidence and are competent to care for our 

patients who are end of life.  

 Continue to raise awareness off end of life care across the Trust. 

 Trust End of Life Strategy to be ratified and launched. 

 End of Life Clinical Lead to be appointed. 

 Operational End of Life Group to be established which will enable delivery of the key 

objectives across the Divisions and for this group to report to the CEOLCP. 

 Development of a Trust wide End of life Care Action plan to ensure all issues and 

necessary actions are captured centrally. 

 Introduce Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) Champions  

 Achieve compliance of completion of DNACPR forms as well as Treatment Escalation 

Plans (TEPS) across the Trust. 

 Continue working in partnership with Clinical Commissioning Group and other Local 

providers to enhance the care and support our end of life patients receive. 

 To continue joint working with local providers in the implementation of the Electronic 

Palliative Care Coordination System (EPaCCS). 

 Achieve compliance with CCG target for ensuring our patients if appropriate have an 

Advance Care Plan in progress and achieve their Preferred Place of death (PPD).  

 Embed and evaluate our Individualised plan of care for the Dying Person 

 Memorial Service to take place later in 2016.  

 Bereavement Focus Group to be held locally working in conjunction with our Patient and 

Public Involvement Lead and our Carers Lead.  

 Completion of the pan-Hertfordshire project to improve the system of paperwork for 

administration sent with patients when discharged with end-of-life medicines. 
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 To continue to work collaboratively with our local providers in the establishment of a 

coordination centre which will provide a single point of referral for all palliative and end 

of life referrals.  

 To continue working closely with other local providers to ensure that our patients receive 

high quality, timely, effective, individualised care for our patients with end of life care 

needs, support for their families as well as support for our staff providing these services. 

 
 

5 Recommendation  
 

      The Trust Board is asked to note the report.  
  
 

Tracey Carter 
Chief Nurse and DIPC 

January 2017   
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1.0 Introduction 

There has been significant focus over the last financial year at West Hertfordshire Hospitals 

NHS Trust (WHHT), to support the delivery of high quality, timely, effective, individualised 

Services for our patients with end of life care needs, support for their families as well as support 

for our staff providing these services. This service improvement work continues, to enable our 

staff to provide compassionate, holistic, patient centred care. Much of this is in line with the 

priorities of care set out in “One Chance to get it Right” Leadership Alliance for Care of Dying 

People (2014). 

The 5 Priorities are:  

1. The possibility that a person may die within the next few days or hours is recognised and 

communicated clearly, decisions made and actions taken in accordance with the person‟s 

needs and wishes, and these are regularly reviewed and decisions revised accordingly  

2. Sensitive communication takes place between staff and the dying person, and those 

identified as important to them  

3. The dying person, and those identified as important to them, are involved in the decisions 

about treatment and care to the extent that the dying person wants  

4. The needs of families and others identified as important to the dying person are actively 

explored, respected and met as far as possible 5. An individual plan of care, which includes 

food and drink, symptom control and psychological, social and spiritual support, is agreed, 

coordinated and delivered with compassion.  

 Caring for people nearing the end of life is one of the most important things we do in hospital. 

As a Trust we supported 1288 patients over the age of 18 that died during the period April 1st 

2015 – March 31st 2016.  

This report gives an account of the end of life care service improvement work at WHHT that 

supported the local and national priorities, over the last year. This report covers the period April 

1st 2015 – March 31st 2016. 

2.0 Background  

This has been a challenging year for the team working to promote better End of Life Care within 

the Trust. However, this challenge has been welcomed because it has developed from being 

about the need for change being unrecognised, to the actual implementation of the change that 

the organisation has recognised is necessary. Much had already been achieved and this led to 

End of Life Care (EOLC) being awarded a „requires improvement‟ by the Care Quality 

Commission (CQC) rather than inadequate. One of the biggest challenges is that End of Life 

Care has to be everyone‟s responsibility. It is not and should not be the sole responsibility of the 

Specialist Palliative Care Team. We have been working to gain engagement from every 

member of staff and every department with the drive for change including the porters, the 

housekeepers, the transport staff, mortuary staff, pharmacy etc. 

In this report the achievements of this year will be described and the further priorities for 

2016/17 set out. 

 

 



10 
 

3.0 End of Life Care Leadership and Accountability 

Until this year, the drive for change has been championed by the leaders within the specialist 

palliative care team. However, this created an impression that end of life care was solely the 

responsibility of this team. 

In the last year we have had improved engagement from the Trust Executive team and our 

Chief Nurse is the Trust Executive Lead with responsibility for end of life care within the trust 

and is now the Chair of the Compassionate End of Life Care Panel (CEOLCP) and from the 

Trust Board with the appointment of a non-executive director for End of Life Care 

The Trust Medical Director has also been supportive particularly in our work to improve 

conversations in relation to resuscitation and Treatment Escalation Plans (TEPs) and the 

documentation of these. 

4.0 Compassionate End of Life Care Panel  

This panel oversees all end of life work across the Trust. The panel reports end of life activity to 

the Quality and Safety Group. Terms of reference for the panel can be found in Appendix 1. 

 

The panel has met bi monthly with representation from: 

 

• Executive Lead (Chair) – Chief Nurse  

• Lead Nurse Cancer & Palliative care 

• Palliative care team leader  

• Lead Nurse for Patient Experience  

• Programme Lead for Cancer & Palliative Care 

• Consultant in Palliative Medicine 

• Chaplaincy  

• Medical and nursing representative from divisions  

• Paediatric Oncology Nurse  

• Mortuary Manager  

• Patient Affairs Manager 

• Representative from Complaints and litigation 

 Allied Health Professional Representative  

• Representative from Clinical Commissioning Group 

• Representative from East of England Ambulance Service  

 

5.0  CQC Inspection  

Following the inspection considerable work has taken place and a monthly Highlight Report is 

completed as part of the Trust Quality Improvement Plan (QIP).  
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The progress made has included: 

 The appointment of a Non Executive Lead for End of Life Care 

 Our Chief Nurse is Chair of the CEOLCP 

 Team Leader for Specialist Palliative care and additional CNS posts approved. 

 Increase in Consultant hours 

 Review of the governance and reporting structures for End of Life Care 

 Development and implementation of an Individualised plan of care for the Dying person. 

(See below and Appendix 2 for the senior clinical review sheet) 

 Development of a Trust End of Life Strategy. 

 Ensuring that our DNACPR policy and audit results demonstrate compliance against 

National Standards.  

 Working in partnership with Clinical Commissioning Group and other Local providers to 

enhance the care and support our end of life patients receive.  

 Achieving compliance with CCG target for ensuring our patients if appropriate have an 

Advance Care Plan in progress and achieve their Preferred Place of death (PPD).  

 Plans for the mortuary floor to be replaced. 

 Undertaken a review of our Bereavement service. 

 Members of the Palliative Care Team visited Frimley Park Hospital.  

 Working together across all divisions to improve the care of our end of life patients. 

 The recent National End of Life Care Audit results for the Trust have just been published 

and these show an improvement. For a summary of the results see Appendix 3 . 

 The trust has developed Naloxone guidelines and updated its opioid guidelines 

 An audit schedule has been agreed and implemented. 

 Trust a member of the UCLP EoLC Community of Practice 

 Trust Carer Lead appointed. 

 The Trust submitted a poster on the Rose project to the Florence Nightingale  

Conference Poster Competition which was shortlisted.  

 

6.0 Work streams 

6.1 Individualised Plan of Care for the Dying Person  

During this year, the work on the Individualised Care Plan for the Dying Person was completed. 

The Trust worked in partnership with the local acute Trusts and Hospices across Bedfordshire 

and Hertfordshire to standardise the documentation used and it is in the process of being 

implemented across the Trust. Education and training needed to support the implementation 

has also commenced. The use of the care plan will be monitored, audited and presented to the 

compassionate care panel in the forthcoming year. 

 

Excellent working relationships have been developed with cardiology, the Acute Admissions 

Unit and Intensive care. Further work to strengthen palliative care is being undertaken in 

partnership  with Care of the Elderly, Surgery and the Respiratory ward. 

 

6.1.2 Education 

 The team have delivered a significant amount of education over the last 12 months which 

includes the following: 

 Teaching on the Individualised Care Plan for the Dying Person 
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 Sage and Thyme Communications skills training 

 Teaching to Acute Medicine, Medicine and Care of the Elderly teams on Do Not Attempt 

Cardio Pulmonary Resuscitation (DNACPR) discussions and how to document these as 

well as completion of the forms. 

 Teaching to FY1s and FY2s on symptom control, breaking bad news, DNACPR 

discussions 

 Teaching to Joint medical governance meeting on DNACPR and Treatment Escalation 

Plans (TEPs). 

 Teaching on the rose project to all staff 

 The team has been successful in securing a place as one of the core essential teaching 

sessions that must be attended by new starters to the Trust and this is to commence 

from April 16. 

 Teaching to Pharmacists on the use of syringe pumps 

6.1.3 Pharmacy  

 A patient information leaflet has been produced for those patients prescribed strong 

opioids. 

 

 In September 2015 a training session was delivered to pharmacy staff on use of 

Naloxone and avoiding its inappropriate use. 

 

 In October 2015 a training session was delivered to clinical pharmacy staff on practical 

aspects of using syringe pumps. 

 

 The trust has developed Naloxone guidelines and updated its opioid guidelines. 

 

 A pharmacy procedure has been put in place to ensure anticipatory medicines on 

discharge are dispensed together in a clear, appropriately labelled plastic bag, 

separated from other discharge medications. 

 

 A pan-Hertfordshire project is underway to improve the system of paperwork for 

administration sent with patients when discharged with end-of-life medicines 

6.1.4 Mortuary   

 As part of the Trust improvement plan the mortuary on the Watford site has been redecorated 

during this reporting period and discussions are taking place in relation to new flooring for the 

Hemel mortuary as well as new alarms for both sites.  

The main challenge for the team over the year has been staffing, however successful 

recruitment has now taken place.  

7.0 Specialist Palliative Care Team  

The specialist palliative care team received a total of 826 referrals for 773 patients in the 

reported year this compares with a total of 730 referrals for 667 patients in 2014- 15. This is an 

increase of 106 patients this equates to a 14% increase. Table 1 shows the distribution of the 

number of referrals over the year. Table 2 shows the number of patients referred over the 

period of 2014-15 compared with 2015-16.  
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The team receive referrals from all wards in the Trust. They have supported patients in A&E 

Resus, Intensive Care Unit and the following ward areas - Care of the Elderly, Surgery, 

Gynaecology and the Medical wards as well as the Acute Admissions Unit. 

 

As well as an increase in the number of patients there has been and increase in the complexity 

of patient need as well as an increase in referral for patients with a non malignant condition over 

the reporting period this equates to 43.5% of patients seen. 

The team provide symptom control advice and psychological support to those patients that 

need it the most. They ensure that patients have choices by undertaking Advance Care 

Planning conversations with them and ensuring that these are documented. 

 

As a Trust we are now included in the returns for the Minimum Data Set for Palliative Care as a 

large unit as we see more than 749 patients. Nationally there are 66 other large units. 

Our ratio of non cancer to cancer patient referrals is 43.5% to 56.5% which is higher than the 

national average of 34.0 % to 66%. 

Our patients are also much older than the national average; 39.3% of our patients are over 84 

national average is 23.6% 

 

 

 

Table 1 Number of referrals received by SPC Team. 
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Table 2 Number of patients referred  

 

 
 

7.1 Establishment  

The Trust recognised that in order to deliver what was required to improve end of life care, the 

team needed to increase in size. A benchmarking exercise was undertaken measuring our 

establishment against neighbouring Trusts and it was recognised that an increase in 

establishment was needed. A business case was submitted and funding was agreed for 

additional Consultant sessions, Clinical Nurse Specialist posts as well as administrative 

support. Working in partnership with Macmillan an Interim Palliative Care Team leader was 

appointed who has management responsibility for the Specialist Palliative Care Team and who 

works closely with the Chief Nurse, Lead Nurse, Programme Lead for Cancer and Palliative 

care and the Consultants to improve the care across the Trust. 

 

A successful application was also made to Macmillan for pump priming an End of Life Care 

Nurse Educator post. We are in the process of recruiting into this post which will mean that the 

team will have increased capacity to provide direct care, and to perform audits as well as 

educating our staff.  

We have recruited to the additional CNS posts as well as the substantative Team Leader role 

and now in the process of recruiting for an administrator post who will support the team and 

who will work alongside our Specialist Palliative Care MDT Coordinator. This will enable the 

Clinical Nurse Specialists to be able to undertake other roles and focus on other aspects of their 

roles that will directly impact on the care of patients dying within the Trust.   

 

Due to staff sickness and the vacancies within the team, it was necessary for the team to 

reduce their cover from 7 days per week to 5 days per week during the reporting period. The 

situation has now improved with the recruitment described and the seven day working will 

recommence at the beginning of the financial year 16/17. Out of hours clinical advice was 

provided by the 24 hour palliative care advice line which is supported by the local hospices.  

Table 3 below shows the team establishment at the beginning of the reporting period and table 

4 at the end of the period. The Team structure can be found in Appendix 3. 
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Table 3: Establishment: April 1st 2015  

Role Funded WTE  

Establishment  

In post WTE 

Macmillan SPC Team Leader (Band 8A) 

Interim 

1.0  0.64  

Macmillan Hospital Palliative Care Nurse 

Specialists (Band 7‟s) 

3.43 2.9  

Palliative Medicine Consultants   0.7 0.7 

Marie Curie Discharge Liaison Nurses 2.0  2.0  

MDT Coordinator (Band 4) 1.0 1.0 

 

Table 4: Establishment March 31st 2016 

Role Funded WTE 

Establishment 

In post WTE 

Macmillan SPC Team Leader (Band 8A) 

Interim 

1.0  0.64 

Macmillan Hospital Palliative Care Nurse 

Specialists (Band 7‟s) 

5.3  4.3  

Macmillan End of Life Care Nurse 

Educator  

1.0 0  

Palliative Medicine Consultants  0.9 0.8  

Marie Curie Discharge Liaison Nurses  2.0 1.0 

MDT Coordinator (Band 4) 1.0 1.0 

Team Administrator (Band 4) 1.0 0.0 
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7.2 Marie Curie Discharge Liaison Nurses 

Alongside the team, the Marie Curie Discharge liaison nurses have continued to do invaluable 

work helping those patients who are thought to be imminently dying achieve their preferred 

place of care, by doing fast track continuing health care funding applications and securing care 

packages, equipment, nursing homes or Hospice places when appropriate. They also 

communicate with the Health and social care providers in the community to ensure a smooth 

transition for the patient out of the Trust. The funding for these posts has come jointly from 

Marie Curie and the Clinical Commissioning Group (CCG) who each pay 50%. This funding was 

under threat of being withdrawn this year and a huge amount of time and effort was required to 

ensure that this did not happen. The funding has been agreed for another 12 months and is 

then being withdrawn by Marie Curie at the end of the financial year and this will need to be 

addressed as a matter of urgency. 

 

7.3. Patient Affairs  

As part of the actions following the publication of the CQC report the patient affairs  

service was reviewed to enable a greater understanding of the services provided by the team. 

Benchmarking against other local Trusts enabled us to have a greater understanding of the 

service we provided and if it was different to elsewhere. 

 

Since December 2015 the team structure and function have changed as part of a formal 

Management of Change process. The team provide a full service Monday to Friday between 8am 

to 4pm and additional support is also provided on a Sunday between 10am and 4pm to support 

deaths that have occurred over the weekend. The team provide a sensitive, compassionate and 

dignified service which is tailored to the individual needs of the relatives and friends at a time of 

loss. 

 

The team provide – 

 a service for all staff and bereaved relatives and carers involved in the death   of a patient, 

adult or child.  

 support to the medical staff, included assisting and advising on completion of   legal 

documentation necessary for the release of the deceased patients for cremation or burial, 

liaison with the Coroner „s office for complex cases and/or those requiring a post mortem 

examination, reporting of deaths for patients with DOL‟s in place.  

 provide information, support and guidance for relatives or carers on funeral   

arrangements. 

 provide information  in the event that there is no next of kin the team will arrange the 

funeral.  

 assist with viewings of the deceased patient in hours. 

 provide information on organ/tissue donation if required 

 facilitating the donation of tissues for transplantation, which are used to help    many 

hundreds of people every year 

 makes every effort  to observe and respect the cultural and religious needs of  every family 

 will fast track processes to ensure burial takes place quickly for people who require swift 

funerals 

 oversees the process when patients request to leave their body to a school of anatomy 
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 helps when people lose a baby during pregnancy, including making funeral arrangements 

for those who wish 

 gives advice on registering a death 

 works closely with the chaplaincy team, who provide additional support for those who wish 

to have it. 

 works closely with the Specialist Palliative Care Team 

 work closely with the local hospices to signpost bereaved relatives to  ensure that they 

receive appropriate support. 

 work collaboratively with Intensive Care to provide a stream lined service to enable the 

prompt identification of any case that needs referral to the Coroner.  

 Involved in the training for Nurses and HCA‟s in regards to what happens after death. 

 
7.3.1 Challenges for the team 

One of the challenges experienced for the Patient Affairs team is delays which occur in 

preparing the legal documentation when a death occurs out of hours or in a short period of time 

from admission due to shift patterns and locums doctors who are not available to address the 

documentation the next working day. These difficulties are discussed at the CEOLCP and 

actions taken to address them. 

8.0 Bereavement  

8.1 Service 

As a Trust we do not provide a bereavement service however we signpost people to local 

bereavement services as appropriate. A review has been undertaken comparing the support 

that we as a Trust provide to those who are bereaved and benchmarking us against other 

Trusts, as discussed above following this review it was agreed that our Patient Affairs 

Department will continue to be the main contact point for bereaved relatives for information and 

signposting on as required to local agencies if there is complex bereavement needs. The 

patient affairs staff liaise with the Specialist Palliative Care Team for additional support if 

required for any bereaved relatives. 

 

As part of the above review and as part of the CQC inspection it was recognised that those staff 

working in the patient affairs office and in the mortuary had not received communication skills 

training or training in how to recognise those at high risk of a complicated bereavement and this 

has now been rectified. A provider for training has been sourced and training dates have been 

planned for the next financial year.  

 

8.2 Surveys/ Feedback 

As a Trust we survey our bereaved families /carers of those who have died and if they want to, 

allow them to complete these in their own time. These questionnaires provide us with feedback 

both positive and negative that we can learn from. The results from these surveys are shared 

with the CEOLCP, the Trust Patient Experience Group as well as the Ward Managers, Matrons 

and Heads of Nursing. Learning from the feedback has been used to support us improving care 

across the Trust. 
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Our response rate is approximately 10% so as part of us understanding further how we can 

improve end of life care in the Trust the Palliative care team are working closely with the Trust 

Patient and Public Involvement Lead and the Trust Carer Lead and we have two Bereavement 

Focus Groups planned for later in the year. The aim of these is to capture and learn from both 

positive and negative feedback, whilst allowing the families and carers in addressing issues in 

an informal setting away from the Trust and this feedback will enable us to drive forward 

improvements. 

During the forthcoming  year, it has been also agreed that the Trust will hold an annual 

memorial service for the families of those whose loved ones have died in the Trust. It is 

anticipated that the first service will be held later in 2016.  

 

9.0 Audit 

9.1 National End of Life Care Audit  

As a Trust we completed the National End of Life Care Audit which precedes the National Care 

of the Dying Audit from 2014.This audit consisted of an organisational audit and a retrospective 

audit of 80 case notes of patients who had died in the Trust during May 2015. We were one of 

137 Trusts took part in the organisational audit and 139 in the case note review. 

This audit took into account the significant changes that have taken place since 2014 including 

the phasing out of the Liverpool Care Pathway, the publication of the Neuberger report („More 

Care Less Pathway) and the Leadership Alliance publication (One Chance to Get it Right). 

The results have been presented and an action plan has been drawn up a summary of results 

can be found in Appendix 3. 

 

Clinical Indicators  

Clinical Indicators that we performed well in include: 

Is there documented evidence within the last episode of care that it was recognised that the 

patient would probably die in the coming hours or days (imminent death) had been discussed 

with a nominated person important to the patient – Nationally 79% WHHT – 86% 

Is there documented evidence within the last episode of care that it was recognised that the 

patient would probably die in the coming hours or days Nationally 83% WHHT 91%  

Clinical Audit indicators identified as requiring improvement include: 

Documented evidence in the last 24 hours of life of a holistic needs assessment of the patients 

needs regarding an individual plan of care - Nationally 66% WHHT 27% 

 

Is there documented evidence that the needs of the person(s) important to the patient were 

asked about % Yes or no but - Nationally 56%  WHHT 36% 
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Organisational Audit Quality Indicators  

At the time of the audit, there was not a member of the Trust Board with responsibility for End of 
Life Care. This has since been addressed. 

 

9.2 Audit Schedule 

An internal audit programme has been commenced. This year the main audits that have been 
carried out are on breakthrough doses of opioid analgesics and completion of DNACPR forms.   
A number of additional audits are planned for 16/17 including: 

 The use of the Rose symbol 

 Reauditing DNACPR form completion rates 

 Auditing inappropriate cardiac arrest calls 

 Auditing the use of TEPs 

 Auditing laxative and anti-emetic prescribing when opioids are prescribed for the 
first time. 

 Auditing the time from prescribing to starting syringe pumps 

 Re-audit of time from referral to time seen by the specialist palliative care team 
 

10.0 Advance Care Planning and EPaCCS 

During this year, work has started on a plan to implement more advance care planning 

discussions and documentation in the Trust.  

 

Alongside this there is cross organisational work starting to implement the Electronic Palliative 

Care Coordination System (EPaCCS) which is principally an end of life register on which details 

of Advance Care Planning can be recorded. This is a large project as it requires access to 

SystmOne and there are many governance issues that need to be addressed around this. Work 

has commenced to enable the Trust to be part of this initially starting with access to SystmOne 

being available to the specialist palliative care team. 

 

This work is to be supported by a cross organisational CQUIN for 2016 -17 . 

 

11.0 Governance and Risk 

11.1 End of Life Strategy  

The End of Life Strategy for the Trust has been in development for the greater part of this year. 
It has been necessary to continuously develop the strategy as national publications require us 
to take into account many different health and social care providers when writing our own 
strategy.  
The Strategy sets out the vision and ambitions for End of Life Care in the Trust. It is informed by 
the national framework: Ambitions for Palliative and End of Life Care: A national framework for 
local action 2015-2020 and the NHS End of Life Care Strategy, Department of Health: End of 
Life Care Strategy: promoting high quality care for adults at the end of their life (2008). 
 

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.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. 
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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 

 

11.2 Frameworks 

The national framework identifies six ambitions for locally delivered care. 

The six local priorities that we have identified that will help us achieve the national ambitions for 

end of life care are described below: 

 

 
National Ambitions Local Priorities 

Each person is seen as an individual 

All staff are prepared to care 

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 

Care is coordinated 
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11.3 Risk Register  

The End of Life risk register is now discussed at the CEOLCP meetings and actioned and 

discussed at the Trust Risk Register meeting if appropriate.  

11.4 Policies:  

A number of policies have been completed during this period including: 

Guideline for the use of Naloxone in Adults   

Guidance on Anticipatory Prescribing / Just in Case Medication at End of Life. 

 

The following policies are in the process of being completed which include: 

 Preparation of the deceased patient  

 Policy for the Care of the Dying Person and those important to them in the last 

days/hours of life days 

 Policy for Deactivation of Implantable Cardiac Defibrillators 

 Policy for the Rapid Discharge of the Dying Person 

 EPaCCS Policy 

 

11.5 Patient Information 

A number of patient/relative information booklets have been produced which include: 

Guidelines for families and carers – information for families and carers when a loved one is 

dying 

 The Rose Symbol – what does it mean? 

 A Guide to Strong Opioids  

 Help for Bereaved Relatives 

 

12.0 Future Plans  

12.1 Future priorities for the period April 2016 – March 2017  

 

 Ensure continued compliance with National and local recommendations with audits and 

service reviews.  

 Ensure our staff have the knowledge, confidence and are competent to care for our 

patients who are end of life.  

 Continue to raise awareness off end of life care across the Trust. 

 Trust End of Life Strategy to be ratified and launched. 

 End of Life Clinical Lead to be appointed. 

 Operational End of Life Group to be established which will enable delivery of the key 

objectives across the Divisions and for this group to report to the CEOLCP. 
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 Development of a Trust wide End of life Care Action plan to ensure all issues and 

necessary actions are captured centrally. 

 Introduce Do Not Attempt Cardio-Pulmonary Resuscitation (DNACPR) Champions  

 Achieve compliance of completion of DNACPR forms as well as Treatment Escalation 

Plans (TEPS) across the Trust. 

 Continue working in partnership with Clinical Commissioning Group and other Local 

providers to enhance the care and support our end of life patients receive. 

 To continue joint working with local providers in the implementation of the Electronic 

Palliative Care Coordination System (EPaCCS). 

 Achieve compliance with CCG target for ensuring our patients if appropriate have an 

Advance Care Plan in progress and achieve their Preferred Place of death (PPD).  

 Embed and evaluate our Individualised plan of care for the Dying Person 

 Memorial Service to take place later in 2016.  

 Bereavement Focus Group to be held locally working in conjunction with our Patient and 

Public Involvement Lead and our Carers Lead.  

 Completion of the  pan-Hertfordshire project to improve the system of paperwork for 

administration sent with patients when discharged with end-of-life medicines. 

 To continue working closely with other local providers to ensure that our patients receive 

high quality, timely, effective, individualised care for our patients with end of life care 

needs, support for their families as well as support for our staff providing these services. 

 To continue to work collaboratively with our local providers in the establishment of a 

coordination centre which will provide a single point of referral for all palliative and end 

of life referrals.  

 

          Authors: 

Michelle Sorley Macmillan Lead Nurse  

Dr Sharon Chadwick Palliative Care Consultant  

 

Contributions from: 

Liz Sumner Palliative Care Team Leader 

Vimal Gajjar MDT Coordinator  

Liz Wright Pharmacist  

Wendy Joy Patient Services Manager  

Katie Tompkins Mortuary Services Manager  
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Appendix 1 Terms of Reference: Compassionate End of Life Care Panel  

 

 
 
 

TERMS OF REFERENCE  
 

Compassionate End of Life Care Panel 
 

 
Status  Panel 
 
Chair   Chief Nurse 
   
Membership  Consultants in Palliative Medicine 
 Lead Nurse for Palliative Care & Cancer  
 Head of Patient and Public Involvement 
 Clinical Director Care of the Elderly 
 Resuscitation Officer 
 Quality Lead nurse 
 Macmillan Specialist Palliative Care Nurses 
 Matron for Medicine 
 Matron for Care of the Elderly 
 Hospice Champion Educator 
  Medical Education Manager 
 Senior nurses representing Acute Services, Medicine, Surgery,  
 Care of the Elderly 
  Medical Representation by Interested Parties 
 
    
Frequency  bi-monthly 
 
Minutes Action log to be circulated to all members within 72 hours of the 

meeting.  Minutes, agenda and accompanying papers to be 
circulated no later than three working days in advance of the next 
meeting.   

 
Quorum:  Chief Nurse, Lead Consultant for Palliative Medicine, Lead Nurse 

for Palliative Care/Lead Cancer Nurse  
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1.  Constitution 
 

1.1 The Quality and Safety Group hereby resolves to establish a panel to be known as 
the End of Life Panel.  The panel has responsibilities as set out below.  The Terms of 
Reference can only be amended with the approval of the Quality and Safety Group.   
 
 
2.  Purpose: 
 
2.1 The purpose of the panel is to seek to assess and where practicable address all 
issues relevant to patients dying in the Trust and their families.  The panel provide a 
focus and oversight for all activities relating to end of life care in respect of, but not 
exclusively: 
 

 Resuscitation policy, in association with the resuscitation officer 

 Changing ward culture to promote compassionate end of life care 

 Care of families 

 Care of the body after death 

 Bereavement support 

 Complaints and compliments relating to end of life care 

 Ensuring adequate resources for the provision of high standards of end of life 
care 

 Education 

 Ensuring that national standards are considered and actions taken to meet them 

 Ensuing that all relevant audits are undertaken 
 
2.2 The panel will ensure that as part of the work to improve end of life care it will 
deliver the Trust‟s three objectives:-  
 

•      Achieving continuous improvement in the quality of care for dying people that 
we provide and the delivery of service performance across all areas; 

• Setting out our future clinical strategy through clinical leadership in partnership 
and with whole system working; 

•     Creating a clear and credible long term financial strategy 
 

2.3 The panel will hold to account those members of staff identified within any action 
plans developed. 

 

2.4 The Panel will provide regular reports to the Quality and Safety Group on progress 
with the issues identified in 2.1 above.  

 
3.  Membership 
 
3.1 The panel will be appointed by the Executive Lead and its membership shall be 

as outlined above.  Nominated deputies should attend when the identified 
member is absent.  It should be noted that nominated deputies should be 
specifically identified and should not be different for each meeting of the panel.   
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The named Executive shall not routinely allocate attendance at the panel to their 
nominated deputy.  This should only happen as a result of planned or 
unforeseen absence by the named Executive. 

 
4.  Frequency of Attendance 

 
4.1 Panel members or nominated deputies will be required to attend a minimum of 75% 

of all meetings.  

 

4.2  The panel may request attendance by relevant staff at any meeting.  

 

5.  Accountability and Reporting Arrangements 

 

5.1 The panel shall report to the Quality and Safety Group.  

 

5.2 The minutes and action logs of the panel shall be formally recorded and submitted 

to the Quality and Safety Group.  

 

5.3 The panel shall advise the Quality and Safety Group any matters that may need 

escalating to the Trust Leadership Executive Committee.   

 

5.4 Non-confidential minutes will be published on the Trust Intranet for openness.  

  

5.5 Members will ensure, through agreed communication strategies that key decisions 

and requirements are appropriately disseminated and that appropriate responses are 

implemented.   

 

6.  Responsibilities 

 

The panel will:  

 

6.1 Develop action plans in response changes and developments in service that are 
considered necessary in respect of the areas outlined in 2.1 

 

6.2 Oversee the implementation of any action plans developed, providing updates to 
the Quality and Safety Group on a regular basis 

 

6.3 Escalate to the Quality and Safety Group any matters of concern in relation to the 
effective implementation of the action plans or where there is concern over any lack of 
progress with taking forward any agreed strategies or national requirements 

 

6.4 Act as the point of reference and discussion for any work streams across the Trust 
which focus on the needs of the dying patient and the improvements required in the 
delivery of services 
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7.  Review and Monitoring 
 

7.1 The panel will undertake an initial three month review of its membership,  
meeting frequency and effectiveness.  Additionally evidence an annual review of its  
performance in order to evaluate its effectiveness and the fulfilment of its functions in  
connections with the Terms of Reference and achievement of duties.  This report will 
be provided to the Trust Leadership Executive Committee.  
 
7.2 These Terms of Reference will be reviewed every two years and approved by  
the Trust Leadership Executive Committee.   
 
 
Terms of Reference ratified by:  Quality and Safety Group  
 
Date of Ratification: June 2014 
 
Date of Review June 2016 
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Appendix 2:  Individualised Plan of Care for the dying person  
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Appendix 3

 



Appendix 4 -  Summary of the End of 

Life Care Audit 2015-16  

 

End of Life, Compassionate Care Panel 

4th May 2016 

End of Life Care Audit- Dying in Hospital 2016 

Summary of Outcomes for Watford General Hospital 

This national audit was completed during July to September 2015 and the results were 

published in April 2016. This audit builds on the previous National Care of the Dying audit from 

2014 but also takes into account the significant changes that have taken place since then 

including the phasing out of the Liverpool Care Pathway, the publication of the Neuberger report 

(„More Care Less Pathway) and the Leadership Alliance publication (One Chance to Get it 

Right). 

Once again, the audit comprised an organisational audit and a case note review. On this 

occasion there was no survey of the view of bereaved relatives. 137 Trusts took part in the 

organizational audit and 139 in the case note review. The purpose of this document is to 

summarise the performance of Watford Hospital and to consider the recommendations from the 

audit and to look at how our care of people dying in our hospitals might be further improved. 

Quality Indicators 

These are new parameters have been devised for this audit and will be key indicators of how 

we are progressing as a Trust 

Clinical Audit Indicators 

1. Is there documented evidence within the last episode of care that it was recognized that 

the patient would probably die in the coming hours or days? % Yes 

Nationally; 83%    WHHT; 91% 

2. Is there documented evidence within the last episode of care that the health care 

professional recognition that the patient would probably die in the coming hours or days 

(imminent death) had been discussed with a nominated person important to the patient 

? % Yes 

Nationally; 79%    WHHT; 86% 

3. Is there documented evidence that the patient was given an opportunity to have 

concerns listened to? % Yes or no but 

Nationally; 84%    WHHT 83%  

4. Is there documented evidence that the needs of the person(s) important to the patient 

were asked about % Yes or no but 

Nationally; 56%    WHHT 36% 

5. Is there documented evidence in the last 24 hours of life of a holistic assessment of the 

patients needs regarding an individual plan of care? %Yes 

Nationally 66%    WHHT 27% 
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Organisational Audit Indicators 

6. Is there a lay member on the Trust Board with a responsibility/role for End of Life Care? 

% of sites 49%    WHHT No 

7. Did your Trust seek bereaved relatives or friends views during the last two financial 

years (ie form 1st April 2013 to 31st March 2015?) 

% of sites 80%    WHHT Yes 

8. Between 1st April 2014 and 31st March 2015 did formal in-house training include/cover 

specifically communication skills training for care in the last hours or days of life for 

Medical staff:    % of sites 63%   WHHT Yes 

Registered Nursing staff:   % of sites 71%   WHHT Yes 

Non-registered nursing staff:       % of sites 62%   WHHT Yes 

Allied Health Professionals  % of sites 49%   WHHT No 

9. Access to specialist palliative care for at least 9-5 Mon-Sun 

% of sites; 37%    WHHT Yes 

10. Does your Trust have 1 or more End of Life Care Facilitators as of 1st May 2015 

% of sites; 59%    WHHT No 

 

Comments 

Clinical Audit Quality Indicators 

 WHHT performed better than the national average  terms of identifying dying patients 

and documenting this 

 Patients were given an opportunity to have concerns listened to and this was 

documented at the same rate as nationally 

 There was less good documentation around asking about the needs of those important 

to the patient and performing a holistic assessment. This should be addressed by the 

implementation of the Individualised Care Plan for the Dying Person which is well 

underway. 

 

Organisational Audit Quality Indicators 

 At the time of the audit, there was not a member of the Trust board with responsibility for 

End of Life Care. This has now been addressed. 

 The educational quality indicators are good as nationally only 63% of trust offer medics, 

71% registered nurses and 62% non-registered nurses  communications skills training 

whereas the Trust provides this for all of these groups. However we need to ensure that 

this training is available to AHPs 

 The Trust continues to provide access to specialist palliative care advice 24 hour a day 

7 days per week through the Mount Vernon Cancer Network advice line. Due to staff 

shortages there has not been a face to face service available at the weekends for 

several months now. This starts again this month (April 2016).  

 59% of Trusts nationally have an End of Life Facilitator and at the time of the audit 

WHHT did not. However, Macmillan have agreed funding for an End of Life Care Nurse 

Educator and we will be advertising shortly. 
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Key Findings 

Clinical patient case note review 

The demographics of people dying within the Trust closely matched the national 

demographic. 

In the period covering the audit 88% of those dying in WHHT died from illnesses other than 

cancer. This provides supporting evidence for the requirement to recognize the palliative 

care needs of those with non-cancer conditions including adequate symptom control in the 

last year of life and the opportunity for advance care planning. 

Compared to other Trusts, a much higher percentage of patients died in our Acute 

Assessment Unit (20% compared to 7.2% nationally). This may however reflect difference in 

the configuration of the Acute Admissions Units. 

The following were flagged as key findings from the audit 

1. Recognition of dying 

The Trust results for recognition of dying were outstanding in as much as when sudden 

or unexpected deaths were excluded there was documented evidence that this had 

been recognized in 99% cases (national average 93%). Dying was also recognised and 

documented earlier with an interval of 43 hours between recognition of dying and death 

(compared to 34 hours nationally).  

 

2. Communication and treatment decisions 

There was no documented evidence of a discussion taking place with the person that 

was dying in 86% of cases (national average 80%). However there was better 

documentation of the reasons why this conversation did not take place with only 11% 

having no reason recorded (national average 17%) For most patients dying in WHHT 

the reason recorded for not having this discussion was either because the person was 

unconscious or lacked capacity. (64%) 

For 86% of patients dying in WHHT there was documented evidence of the imminent 

death being discussed with a nominated person important to the patient (national 

average 79%) 

 

During the audit period, a DNACPR form was in place for 98% patients at WHHT 

(national average 94%).  However this was only discussed with the patient in 26% cases 

(national average 35%). For 92% cases there was a reason recorded as to why this 

discussion had not taken place. 

 The decision was discussed with the nominated person important to the patient in 91% 

of patients (national average 78%) 

 

This provides some evidence that the recent drive to improve DNACPR discussions and 

documentation has had an effect. 

Although none of the patients dying in WHHT during the audit period had an implantable 

defibrillator in place, it was noted that nationally few of these were switched off prior to 

the person dying (11%).  

 

3. Communication with people important to the patient 

This was an area in which WHHT did less well. 
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For psychological needs 69% of patients had this addressed (71% national). For 

spiritual/religious needs only 38% patients had their needs assessed which is close to 

the national average of 40% but still not good enough. For cultural needs assessment, 

WHHT did particularly badly with this assessed in only 19% (28% nationally). We 

believe that the documentation aspect of this is likely to be addressed by the 

introduction of the Individualised Care Plan for the Dying Person 

We also performed poorly in documenting that we cared for and supported the families 

and those important to the patient at the time of and immediately after death. 46% cases 

compared to 64% nationally). Even worse, we only documented that we had given 

written information to the families in 12% cases (44% nationally). This may well be an 

area where there is poor documentation but this needs to be addressed. 

 

Individual Plan of Care 

1. Symptom control 

Excluding sudden deaths, there was documented evidence of a holistic assessment of 

the patients needs in only 27% patients dying in WHHT (66% national average). This is 

the area in which we performed most poorly and were a significant outlier compared to 

other Trusts. We believe that this will be addressed by the Individualised Care Plans for 

the Dying Person. 

 

Regarding symptom control, once again WHHT performed poorly in documenting that 

pain (51% vs 72% nationally), dyspnoea (53% vs 68% nationally), nausea and vomiting 

932 % vs 55% nationally) and noisy breathing (38% vs 62% nationally) was controlled. 

This may be due to the absence of a care plan and that if the symptom is not present it 

does not get documented. 

Anticipatory medicines had been prescribed in approximately 63% of all those dying in 

the Trust during the audit period and this was on a par with the national average apart 

from for pain for which anticipatory medication was prescribed in 64% patients in WHHT 

compared to a national average of 73%. 

 

2. Eating and drinking 

Again this was an area in which we did less well with documented evidence of the 

person‟s ability to drink present in only 48% cases (national average 67%). In only 11% 

of patients dying in WHHT was there a documented discussion around giving assisted 

hydration before death (18% nationally) although it was more often discussed with those 

important to the patient (35% compared to national average of 39%). Clinically assisted 

hydration was in place in 54% of those dying in WHHT (43% nationally) and for most 

this was given intravenously. 

Regarding eating, an assessment was only documented during their last 24 hours in 

37% cases (61% nationally). However, an assessment had been carried out in 38%  

cases at some time between admission and death. (34% nationally) 

It is expected that these shortfalls will be addressed by the Individualised Care Plan for 

the Dying Person. 

 

3. Spiritual, cultural and religious needs 

Religious and spiritual needs were only documented as discussed with the patient in 6% 

cases (15% nationally) and with those close to the patient in 15% (27% nationally). 
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Again this discussion will be prompted by the Individualised Care Plan for the Dying 

Person. 

 

Organisational Element Key Findings 

1. Staffing and Training 

Nationally there was a median of 1.08 SPC consultant WTE posts per 1000 beds for 

direct clinical care per 1000 beds and a median of 5.08 WTE clinical nurse specialists 

per 1000 beds 

59% Trusts had one or more end of life care facilitators in place. 

96% Trusts had a formal in-house continuing education programme for end of life care. 

 

2. Guidance and Policies 

 

Only 46% Trusts are involved in the Transforming End of Life Care in Acute Hospitals 

Programme 

Only 35% are using EPaCCS 

78% Trusts had a mechanism for flagging complaints about end of life care 

99-100% Trusts had guidance on prescribing anticipatory medication 

80% Trusts had a policy for the deactivation of implantable defibrillators 

98% Trusts have a named member on the Board responsible for end of life care 

49% Trusts had a lay member on their Board with responsibility for end of life care 

78% Trusts gave leaflets to families to tell them what to expect when someone is dying. 

 

3. Using Relatives Views and Auditing Care 

65% Trusts had undertaken an audit of care for patients in the last hours or days. 76% 

of those fed audit results back to the Trust Board. 

80% Trusts sought feedback from bereaved relatives 

 

Recommendations 

 

Clinical Case Review 

 Recognition of the possibility that the person is dying should be communicated to 

patients and families as early as possible and documented in the notes. This should be 

reviewed by a senior doctor or nurse. 

If this is not discussed the reasons should be documented 

All HCPs, especially those working with chronic conditions should initiate and encourage 

advance care planning. 

 Assessment of holistic needs leading to an individualized care plan should be    

undertaken  and should include; assessment of symptoms, possible need for clinically 

assisted hydration, the dying persons desire and ability to eat, the possible need for 

clinically assisted nutrition. 

 Medications should be reviewed regularly and the review should include how well 

symptoms are controlled. 

 If people are kept NBM there needs to be documented justification for this and such 

decisions should only be made by a senior doctor, nurse or SALT specialist 

 If patients are unconscious or lack capacity there should be documented evidence of 

discussions held with those important to them or a record of attempts made to contact 

them. 
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 The documentation around spiritual, cultural religious and practical needs must be 

better. Also the identification of needs of the dying person and those important to them, 

identification of concerns and of care taken immediately before and after death. 

 

Organisational Element 

 All Trusts should take steps to implementing EPaCCS 

 All Trusts should have access to SPC services 9am to 5pm 7 days per week 

 All medical and nursing staff should attend communication skills training specifically on 

care in the last hours to days of life and this should be recorded in their portfolios 

 Health and social care professional should receive training or information about advance 

care planning 

 There should be at least one lay member with a responsibility for end of life care on the 

Board 

 Trusts should provide protocols to ensure provision of patient comfort, dignity and 

privacy up to including and after the death of the patient 

 All Trusts should seek the views of bereaved relatives and feed this back to the Board 

as well as the public 

 Trusts should perform end of life audits and these should be fed back to the Board. 

Summary 

Overall, WHHT performed well in this national audit at both the organisational level and in the 

case note review. However there are some areas where significant improvements need to be 

made. At least some of the issues will be addressed by the implementation of the Individualised 

Care Plan for the Dying Person which is nearing completion. This will serve as a prompt to 

ensure that issues such as spiritual, cultural and psychological needs are assessed and 

documented. There are also sections that need to be completed regarding hydration and 

nutrition. These areas are where the Trust did less well in the clinical case note review. 

Some of the organizational issues have already been addressed including the designation of a 

lay member of the Board carrying responsibility for end of life care and the creation of an End of 

Life Educator (or facilitator) for which we are moving to towards advertising in the next few 

weeks. 

It is essential that education is delivered to all health care professionals for end of life care and 

discussions are currently underway to ensure that takes place. End of life care has already 

been designated a core requirement meaning that all new starters to the Trust will receive 

training. 

Other key areas on which we must focus include the implementation of EPaCCS, encouraging 

Advance Care Planning and continuing to audit and report DNACPR discussions and 

documentation. We must also ensure that protocols and guidelines are available to enable staff 

to provide excellent end of life care. 

All of this will be initiated and monitored through the Compassionate End of Life Care Panel 

with relevant Actions added to the Action Plan that will be reviewed and these meetings. 

Dr Sharon Chadwick 

Consultant in Palliative Medicine 

West Hertfordshire Hospital Trust 

April 2016 


