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The North West End of Life Care Model

Last days of life » First days after death

Diagnose that patient
is dying

Care in the last days Care after death -

; » of life - Verify and certify death,
< ~ EOLC plan/principles consider referral to the
’ of care, update CMC, coroner, consider referrak
anticipatory meds, offer to bereavement, up

ehoiges eg dopalion. date CMC/GSF, inform
) handprints, consider early agencies.

referral to bereavement.

J
> Refer to bereavement team if additional support needed
' or anticipated complex grief.
Refer to SPCT if
complex needs or
4 support required.

GMCA == INHS
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Most preferred place of death: All England

PRISMA survey 2010 (Cicely Saunders Institute)

1.50%
3%

1% 2.50%

m Own home

M Hospice

m Hospitial

m Care home

m home of relative /friend

m elsewhere

* As age increased, a preference to die at home decreased while
a preference to die in a hospice increased
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CoMMITM,
STATEMENTS'

MORE CARE,
LESS PATHWAY

Jvrs]
i England

Actions for End of Life
Care: 2014-16

Moment
Counts

i
4

Ambitions for Palliative
and End of Life Care:

A national framework for local action 2015-2020

National Palliative and End of Life Care Partnership

N\

CareQuality
Commission

i

Department
of Health

\ A different
ending
Addressing

inequalities
in end of
life care

The Government’s mandate O
to NHS England for 2016-17

What's important to me.
AReview of Chaice in End of Lfe Care

House of Commons
Health Committee

End of Life Care
Fifth Report of Session 2014-15

Repiart, Togethor with foronal mirutes relating
o the report

Depariment
of Health

Our Commitment to you for
end of life care

The Govemnment Response to the Review of Choice
in End of Life Care




Response to Review of Choice in EoLC

Choice Review: Government Ambitions for
7 Main Themes - Commitment: Palliative & EoLC:
7 Actions — We Will... 6 Ambitions
To be cared for and dieina  Develop more personalised care Each person is seen as an
place of my choice for people approaching EolL individual
Involvement & control Put in place measures to improve Each person gets fair
over decisions about care care quality across settings access to care
High quality care given by  Identify and spread innovation in Maximise comfort and
well trained staff delivery of high quality care well-being
Right services when Lead on EoLC nationally and
needed provide local leadership support
Support for my holistic Ensure we have the right people
needs with right knowledge and skills
Right people to know my Work together with system Each community is
wishes at the right time partners and voluntary sector prepared to help
Those important to me to Strengthen accountability and SUPPORTED BY EIGHT

be involved in my care transparency to improve FOUNDATIONS



Six ambitions to bring
that vision about

Nl Each person is seen as an individual

I can make the last
stage of my life as good as
possible because everyone
works together confidently,

honestly and consistently

to help me and the people

who are important to me,
including my carer(s).”

iz Each person gets fair access to care

IE) Maximising comfort and wellbeing

iz Care is coordinated

ik All staff are prepared to care

13 Each community is prepared to help

M

National Palliative and End of Life Care Partnership
www.endoflifecareambitions.org.uk




The foundations for the ambitions

Personalised
Education

Involving, supporting

Evidence and and caring for those
information important to the
dying person

Mational Palliative and End of Life Care Partnership
www.endoflifecareambitions.org.uk




sreaervanchesterreats — (oreater Manchester Commitments

and Social Care Partnership

A pledge to the Citizens of Greater Manchester &aﬂechaets?e';

« Ensure individualised care when
palliative and end of life care is required

» Maintain and improve standard of

delivery to provide high quality care GREATER MANCHESTER
« Address holistic needs of the citizens of ESMM LLMNE\E,UTAg

G M APPROACHING OR WITHIN THE
LAST YEAR OF LIFE -

What an individual with Palliative and \
End of Life Care needs should expect

* 4 System commitments to underpin front across Greater Manchester
line delivery of the 12 commitments.

Approved by the GM Health and Care
Board May 2019




Greater Manchester Health Development Of The GM Commltments

and Social Care Partnership

Condensed Respondent Summary

Locality Area/ NHS Health Services ° PUb“C ConSUItaUOn tOOk
W General Publc place January 2019

W Cross GM Services (e.g. Macmillan/ Private Homecare Services/ Pharmacy Chains)
B Unable to Determine Locality Area

‘ AL90%  Atotal of 210 responses

o

33.33%
« 898 individual pieces of

feedback received




1 IDENTIFY

As | am approaching or within the
last year of life, care professionals
should recognise this where possible
and, if | choose, discuss it with me
and those important to me.

2 ASSESS

My needs and unigue individual
circumstances should be assessed
by an appropriate care professional.
This holistic assessment may include:
physical, emotional, psychological, social,
cultural, spiritual, religious, sexual and

relational financial, practical, needs/
CONCEMS.

3 PLAN CARE

My existing and on-going care
should be planned with me and
those important to me in a sensitive
way. | will also be asked about my
wishes for future care including organ
and tissue donation and if | choose
an Advance Care Plan will be written.

14th November 2019

Individuals likely to be approaching the last year

of life should be proactively identified and offered
the opportunity to discuss this with an appropriate
care professional. Those important to the individual
should be included in this discussion, if the
individual wants this.

An holistic assessment of the individual's needs
should be undertaken by an appropriate care
professional applying a standardised approach.

A person-gentred plan of care should be
formulated and agreed with the individual and
thase important to thern, by appropriate care
professionals. An opportunity for future care
planning should also be provided.

4 COMMUNICATE AND COORDINATE

All appropriate professionals and
services involved in my care, planned
or in a crisis, should be able to
access the information about me and
my conditions electronically, should |
choose to give my consent.

5 DELIVER CARE

| should receive appropriate physical,
emotional, psychological, social,
cultural, spiritual, religious, financial,
practical, and relational support,
when | need it. This should be in

the setting of my choice with all

the appropriate care professionals
informed of my needs and wishes.

All appropriate relevant professionats, including
those invalved in crisis care, should be able to
read, update and share electronic records of care
plans and Advance Care Plans if consent has bean
Given.

Halistic care should be provided in the most
appropriate setting (respecting the individual's
choice where possible), at the right time, ensuring
all appropriate medication and equipment are
available, with co-ondinated care providers
invalved.

6 SUPPORT CARERS

The people that give me the most
help and support should be identified
and offered an assessment to
support their needs in supporting me,
if they so wish.

Improving Provision to Meet Increasing

Demand

Informal identified carers will be recognised as
being integral to care planning, delivery and review.
They should be offered a carers assessment and
their needs be agreed and supported, if they wish.



7 PROACTIVE CARE

My care should be reviewed at

the request of me or my carers

and as my needs, preferences, or
situation changes and the necessary
adjustments made to plans.

Individuats and their carers should be reviewed as
part of a standardised assessment, on request or
as their needs, preferences or situation changes,
to ensure the care being provided is needs led,
with adjustiments made as reguired. This will be
reflected in the individualised cars plan.

8 REVIEW - CRISIS CARE

| should have an identified service/
team who will be my main paint of
contact and | shall be informed of
who to call in a time of crisis. My
plan of care should be available to
me and those who reguire it, at all
times; including at a time of crisis.

Individuals should know at all times who and how
to contact services, especially in a time of crisis.
Care plans should be available and accessible,
and individuals should receive responsive care
linked to their urgent care needs.

9 IDENTIFY DYING

If | am likely to die in the coming
days, care professionals should
recognise this and, if | want, discuss
it with me and those important to me
with my consent where possible.

Where the possibility is identified that an individual
is likely to die in the coming days, they should

be assessed for possible reversible causes,
before being recognised as dying. If appropriate,
and in accordance with the individual's wishes,
the assessment should be discussed with the
individual and those important to therm.

14th November 2019

Demand

10 PLAN OF CARE FOR
THE LAST DAYS OF LIFE

When | am dying, | should be cared

for with dignity and compassion
in the place of my choice, where
possible. My physical, emotional,
psychological, social cultural,
spiritual, religious, relational,
financial, practical, and needs/
concemns should be addressed in

accordance with my wishes and as

my needs change.

Individuals in the last days of life should be cared
for in accordance with their wishes and supported
by a holistic plan of care, tailored to that individual
and those important to them.

11 CARE AFTER DEATH

When | die and in the hours after,

| and those important to me,
should be cared for and supported
according to our wishes.

Individuals who have died, and those important
to them, should be continued to be cared forina
sensitive, dignified and culturally appropriate way
in accondance to their wishes.

12 BEREAVEMENT SUPPORT

Those identified as important to

me should know how and where to

access appropriate bereavement
support following my death, if it is
required.

Improving Provision to Meet Increasing

Access to appropriate bereavement support at the
point of ieed should be available and offered or
directed 1o & necessary.



1 SPECIALIST PALLIATIVE 3 THE COMMUNITY
CARE SERVICES

I would like to live within a community that
I should have access to Specialist feels safe and comfortable talking about L T [ e S

. . Specialist Level Palliative Care senvices should be in place to actively encourage discussions about
:?%ng:ggﬁ zgfelffnri n{:ela[iig?re m‘; m:;fmmm 99"‘5::1::5" death and dying. It should be a community death and dying and encourage communities o
. _H ould ; i support those dying in their community.
. 24 hours a day. Inpatiant spacialist palliative cars that supports me, if | choose, and those
support, advice and care.

[l e et 2 e S B T iy close to me, as | approach the end of my
with admissions saven days a week.
life and die in that community.

2 HEALTH, SOCIAL, VOLUNTARY
AND OTHER CARE SERVICES 4 EVALUATION

Care services are in place and available to } I would like to be given the opportunity
ensure that | will receive the right care, at :dmt‘r;?:mﬁ:ﬂ:c:: s:t;::;ubb to discuss and, if | wish, to participate in :Lp;v::';::;ud :;‘:';5'::: '::;mn
the right time, in the right place delivered appropriste senvices including: ) research and studies to benefit my own and patient and family repamd -
by a skilled and competent workforce. . ﬁ;“h“:‘: ﬂa“mm::mf and others care. care within their organisations. This will underpin
* A workiorce who are knowledgeable, aﬁdema based, !ugh guality and effective
appropriately trained, competent and have the provision and delivery of care.

right gualities to support individuals

Improving Provision to Meet Increasing

14th November 2019
Demand



14th November 2019

Greater
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A GREATER

MANCHESTER

PALLIATIVE AND END OF LIFE
CARE FRAMEWORK

—' .
to support the delivery of the \

Greater Manchester Commitments

2019 - 2022

Improving Provision to Meet Increasing
Demand



14th November 2019

A GREATER MANCHESTER PALLIATIVE AND END OF UIFE CARE FRAMEWORK DRAFT

Foreword
Governance
Context

Case for Change
Data Informatics
Engagerment

GM Commaments 1o Individuals approaching
or within the Last Year of Life

GM Flow Diagram

Dealvering the Framework's Commitments

Evidence of Bensfits of Delivering the Commitments
GM Offer

GM Dealivery Plan

Matrics

Aopendix

Improving Provision to Meet Increasing

Demand



Greater Manchester Health
and Social Care Partnership

Work Underway

Greater

Manchester

Greater

Pending approval by
Greater Manchester Clinical Standards Board (GMMMG)

Manchester

ATHOaITY

Greater Manchester Cancer

DRAFT

These prompts have been desiqned to Support a personalised
approach to advance care planning conversations.

i PALLIATIVE CARE
. INHS| | PAIN & SYMPTOM
in Greater Manchester CONTROL GUlDELINES
FOR ADULTS

FOR STAFF PROVIDING
GENERALIST PALLIATIVE CARE

| The project is looking for 3 Pilot PCN's to
clinically validate the final stage of development
of the North West EARLY tool

What is ‘EARLY'?
Itis an approach that includes a newly developed
electronic screening tool to be used in general
practice in EMIS. This tool will support practices to
identify people who might be approaching the last

-Q

Greater Manchester and Eastern Cheshire

Wednesday 5% June 2019

year of life and offer personalised and advance care The Sale Strategic Clinical Networks
ygﬁmmw 10 planning The link for the Eventbrite is as Fith edition
' follows: htips://oalliative-and-eol-
) o care-workshop.eventbrite. com
ople in communication | . Publication Date: TBC following Consultation and approval process

This is an ideal opportunity if your
practice would like support with a

The password to book free

Review Date: 3 years - date TBC once publication date confirmed

quality improvement opportunity
to improve patient experience for
those approaching the last year of
life

The opportunity will be available
to 3 PCN's from Greater
Manchester and Eastern Cheshire
and run with facilitated GP
support from
October 2019 - March 2020

Greater Manchester

Health and Social Care Partnership

tickets is: representatives wiun a specine meresun
e GreeterManchesteCance Paltve and End o Lite Care

Through morta
reviewsirefiectiol

BOOK NOW
To express your interest to join
project please advise your Pri
Network Director to email ou
Facilitator team beloy

England. GMEC-EOLC@n*=

Closing Date
Wednesday 16™ Octobel

Framework Delivery Plan being developed
Local Strategic Development linked to GM Commitments
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