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provided to the Quality Assurance Committee. End of Life has also been included as part of 
the Safety arm of the Trust’s Quality Improvement Programme and has additional scrutiny at 
the Quality Improvement Delivery Board.   
 
In 2017/18 the SPEOLC team has operated Monday to Friday 08.30-16.30. Out of Hours 
clinical advice was provided through the Cornwall Hospice Care 24/7 advice line. A business 
case was approved in July 2017 to expand the Specialist Palliative and End of Life care 
team in response to increasing referrals and the need to provide a 7 day service.  
 
The SPEOLC team had a total of 843 in-patient referrals in the reported year compared to 
836 in the previous year a slight increase of 0.8%. There has been a gradual increase in 
support for patients with non-malignant conditions. In the last year 33% of patients referred 
to SPEOLC team had a non-malignant palliative diagnosis. 380 out-patient referrals were 
received an increase of 10 from the previous year. 
 
The End of Life work plan was introduced in October 2017 following the fixed term 
appointment of 1.4 WTE band 7 End of Life CNSs whilst a substantive integrated palliative 
care and end of life care team was being established. The work plan focussed on the key 
issues highlighted in the January 2017 CQC inspection, specifically education, audit, 
learning from incidents and complaints and has been delivered. 
 
During 2017/18 the Trust signed up to the Hospice UK/NHSI End of Life Improvement 
Programme. This is a collaborative programme facilitated by Hospice UK and NHSI 
spanning 12 months. The focus of the collaborative is improving the quality of care for 
patients who may be in their last three months of life who attend or are admitted to hospital 
in an emergency. 
 
Other Achievements include: 
 

 End of life session added to Corporate Induction, clinical mandatory training, non-
clinical mandatory training and Senior medical staff mandatory training 

 Collaborative working with community and hospice colleagues to establish and 
streamline EOL training across the County. 

 A bi-monthly newsletter has been introduced providing an opportunity to update 
staff on key Specialist and End of Life Care matters. 

 Quarterly SPEOL link practitioner meetings have been held. 
 Let’s Talk About End of life care study day supported by the RCN was delivered 

for healthcare assistants on 29th June 2017 
 Let’s Talk About End of life care study day supported by the RCN was delivered 

for Registered nurses on 28th June 2017 
 The Trust has registered for the National Audit of Care at End of Life 
 Audit of the Priorities for Care Documentation has commenced. 
 An audit of compliance with Anticipatory Medications has been completed 
 The SPEOL team are now copied into any incidents or complaints that relate to 

Palliative or End of Life Care supporting clinical areas with responses and 
actions.  

 Information on themes and learning from incidents/complaints is shared in the bi-
monthly newsletter.  

 A bereavement questionnaire has been introduced; responses are shared at the 
End of Life Group. 

 A ‘Top Tips’ guide for completing the Fast Track Tool have been produced and 
issued to all ward areas and is also available electronically on the Sister’s shelf 
platform. 
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 A questionnaire for patients and their families regarding the Palliative Care 
service has been introduced which will support service changes as necessary. 

 
Whilst there have been a number of actions and initiatives taken over the year it is 
recognised that further work is required particularly in regard to advance care planning, 
completion of treatment and escalation plans and fast track discharge and this work is now 
reflected in the revised EOL Strategy that has been produced which is underpinned by the 
national ‘Ambitions for Palliative and End of Life Care’. 
 

 

Financial Risks None 

Key Risks  Advance Care planning – this is not done well at present and 
has been highlighted again by the CQC 

Completion of Treatment Escalation Forms – improvements 
have been made in this area but there is more work to do. The 
new TEP lead will be taking this particular action forward. 

Disclosure Statement A gap analysis was completed against the 6 ambitions by the 
Specialist Palliative and End of Life Care team. 

Equality and Diversity 
Statement 

No negative impacts identified. 
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1. Executive Summary 
Caring for people nearing the end of life is one of the most important things we do in 
hospital. In 2017/18, RCHT supported 1692 patients who died. This report provides 
an overview of the activity of the Specialist Palliative and End of Life Care team, end 
of life care working group, the EOL work plan for 2017/18, the CQC Improvement 
plan and how these have supported local and national priorities. 
 
The RCHT End of Life Group was re-instated in July 2017 with refreshed terms of 
reference and has met bi-monthly since then. 
 
As part of the CQC inspection in July 2017, end of life care was reviewed as a core 
service and combined with the findings of the January 2017 inspection. The CQC 
findings were reported in October 2017. The overall rating for end of life care 
following the inspection was ‘Inadequate’. 
 
The learning from the CQC inspection and recommendations were built into an End 
of Life Improvement Plan which was monitored by the End of Life Group and report 
on progress provided to the Quality Assurance Committee. End of Life has also been 
included as part of the Safety arm of the Trust’s Quality Improvement Programme 
and has additional scrutiny at the Quality Improvement Delivery Board.   
 
In 2017/18 the SPEOLC team has operated Monday to Friday 08.30-16.30. Out of 
Hours clinical advice was provided through the Cornwall Hospice Care 24/7 advice 
line. A business case was approved in July 2017 to expand the Specialist Palliative 
and End of Life care team in response to increasing referrals and the need to provide 
a 7 day service.  
 
The SPEOLC team had a total of 843 in-patient referrals in the reported year 
compared to 836 in the previous year a slight increase of 0.8%. There has been a 
gradual increase in support for patients with non-malignant conditions. In the last 
year 33% of patients referred to SPEOLC team had a non-malignant palliative 
diagnosis. 380 out-patient referrals were received an increase of 10 from the 
previous year. 
 
The End of Life work plan was introduced in October 2017 following the fixed term 
appointment of 1.4 WTE band 7 End of Life CNSs whilst a substantive integrated 
palliative care and end of life care team was being established. The work plan 
focussed on the key issues highlighted in the January 2017 CQC inspection, 
specifically education, audit, learning from incidents and complaints and has been 
delivered. 
 
During 2017/18 the Trust signed up to the Hospice UK/NHSI End of Life 
Improvement Programme. This is a collaborative programme facilitated by Hospice 
UK and NHSI spanning 12 months. The focus of the collaborative is improving the 
quality of care for patients who may be in their last three months of life who attend or 
are admitted to hospital in an emergency. 
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Throughout the year discussions have been held between the Trust and Cornwall 
Hospice care. These have resulted in a review of Palliative Care Consultant 
provision. An agreement was reached whereby in-reach Consultant provision would 
be piloted. This arrangement will address concerns of loan Consultant working and 
cover for annual leave. This will be piloted from April 2018. 
 
Whilst there have been a number of actions and initiatives taken over the year it is 
recognised that further work is required and this has been highlighted in the Quality 
Improvement EOL work book and SPEOL work plan. A new Strategy will produced in 
September which will identify gaps against the 6 ambitions and actions required to 
address these. 
 
2. Introduction 
There has been a significant focus to support the delivery of high quality, timely, 
effective, individualised services for patients with end of life care needs, support for 
their families and support for staff to provide these services throughout the year. This 
quality improvement work continues, to support staff in providing compassionate, 
holistic, patient centred care. 
 
Caring for people nearing the end of life is one of the most important things we do in 
hospital. In 2017/18, RCHT supported 1692 patients who died. This report provides 
an overview of the end of life care working group, the EOL work plan for 2017/18, the 
CQC Improvement plan and how these have supported local and national priorities. 
 
3. End of Life Group 
The RCHT End of Life Group was re-instated in July 2017 with refreshed terms of 
reference and has met bi-monthly since then. The purpose of the End of Life Group 
is to promote the use of recognised national methods which help to: 

 identify patients within the last year of life, to increase the options and choices 
available to them in their future care 

 find out and support their wishes regarding their priorities of care (including 
place of care) during this time as far as realistically feasible 

 support patients to be involved as far as they wish in the planning of their 
future care via Advance Care Planning processes, and documents agreed by 
their local health community 

 promote and enable communication of relevant clinical and social information 
across settings of care to provide a seamless service for these patients  

 ensure best practice in the provision of such care, including specifically 
provision of high quality End of Life Care in acute hospitals in the last few 
days of life 

 seek feedback from patients and relatives/carers on the quality of care and 
treatment they receive 

 
The group has membership from medical, nursing, therapy, chaplaincy, 
bereavement office, Specialist Palliative and End of Life care (SPEOLC), continuing 
healthcare and patient experience. There is nursing and medical representation from 
the hospice and community providers and also a lay member to represent the patient 
and the family view. The group is chaired by the Chief Nurse. (See Appendix 1 
Terms of Reference). 
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The end of life group is accountable to the Quality Assurance Committee and reports 
quarterly to this board. 

 
4. Care Quality Commission (CQC) 
As part of the CQC inspection in July 2017, end of life care was reviewed as a core 
service and combined with the findings of the January 2017 inspection. The CQC 
findings were reported in October 2017. The overall rating for end of life care 
following the inspection was ‘Inadequate’. The breakdown for each domain is shown 
below: 

 
End 

of Life 
Care 

Safe Effective Caring Responsive Well led Overall 
Requires 

Improvement 
Inadequate Good Inadequate Inadequate Inadequate

 
The CQC inspection for end of life care included a review of the care of patients in 
the last 12 months of life as well as patients in the last days of life, and includes the 
care after death. The inspection included review and observation of services 
provided by the specialist palliative care team, observation of care and discussions 
with staff across clinical areas. The inspection team met with the bereavement office, 
mortuary service and chaplaincy service. The inspection team also met with patients 
and their relatives. 
 
Some of the key findings from the CQC inspection included: 

 There was no evidence of oversight or scrutiny of incidents that related to end 
of life care at the trust. Therefore, there was no evidence of learning or 
changes in practice that had resulted from such incidents.  

 Treatment escalation plans were audited and consistently shown not to be 
completed fully; often missing essential information about whether patients 
had mental capacity to consent to  

 The specialist palliative care team was too small to meet the demands of the 
trust as per national guidance. It was only able to provide a five day a week 
service, and even this stretched the capacity of the team. 

 There was not sufficient information or audit for the trust to be assured of the 
effective use of end of life care documentation. Audits did not address the 
quality or completeness with which the documentation was completed or 
understood, and did not contain any follow up action plans to address the 
issues raised. 

 There was no clear incident reporting process for staff to follow in the event of 
a delayed fast track discharge. There was no evidence of executive oversight 
of the problem caused by inconsistent reporting.  

 There was poor communication at executive level about the future plans for 
the end of life service at the trust and a lack of consultation on the business 
plan that lay behind these plans. 

 We saw a business plan for the development of end of life care at the trust 
going forward. However we saw little evidence that there had been any 
tangible improvements in end of life care with the exception of the increase in 
use of the end of life care documentation.  
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 There was a lack of any systematic audit programme relating to end of life 
care, and few measures that addressed risk and quality.  

 There was no evidence that the End of Life Care strategy was being 
monitored or taken forward since the departure in May 2017 of the end of life 
facilitator. Key tasks such as training needs analysis within the strategy had 
not been completed.  

 There was no scrutiny or interrogation of, delayed fast track discharges, or the 
achievement of preferred place of care, for end of life patients and so no 
learning could be taken from these.  

 We saw few mechanisms for capturing feedback from patients, their families 
and carers, or from staff. There had therefore been no input from these 
groups into the end of life service.  

 We were not assured of sufficient oversight and management of the risk 
register relating to end of life care.  

 Individual reporting of incidents specific to end of life care had improved since 
our last inspection and the ability of staff to identify such events was good in 
many of the areas we visited.  

 There was an improvement month on month in the number of patients with an 
end of life care plan based on the five priorities of care.  

 Equipment, such as syringe drivers and specialist mattresses was readily 
available for patients who needed it. 

 Areas we visited were proactively managing risks, both in and out of hours to 
meet the needs of patients who were at the end of life.  

 There were effective arrangements in place around the prescription of 
anticipatory medications to ensure that patients’ symptoms could be managed 
in a timely way. 

 Locally, we saw excellent examples of leadership within the specialist 
palliative care team and the mortuary which meant that staff working within 
these services benefitted from the support and commitment of their leaders.  

 Substantial funding had been agreed which aimed to improve education and 
provision of end of life care at the trust.  

 There had been some improvement in the profile of end of life services since 
our last inspection.  

 The specialist palliative care team were held in extremely high regard across 
the trust in all areas we visited. 

 
The learning from the CQC inspection and recommendations were built into an End 
of Life Improvement Plan which was monitored by the End of Life Group and report 
on progress provided to the Quality Assurance Committee. End of Life has also been 
included as part of the Safety arm of the Trust’s Quality Improvement Programme 
and has additional scrutiny at the Quality Improvement Delivery Board.   

 
5. Specialist Palliative and End of Life Care Team (SPEOLC) 

 
5.1 Aims of SPEOLC team 
The aim of the SPEOLC team is to promote the best achievable quality of life 
for adult patients and their families facing cancer and other life-threatening 
illness that are not responsive to curative treatment. This may be offered at 
any point in the palliative care trajectory from maximising potential for 
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rehabilitation to supporting in the dying process. The SPEOLC aims to 
achieve a high standard of care through: 

 Providing safe, effective and responsive support to patients and 
families. 

 Offering advice, support and information for healthcare professionals 
involved in the palliative care of people with cancer or other life-
threatening illnesses. 

 Ensuring that patients experience care that is coordinated and 
integrated across all settings, with robust handover arrangements and 
communication between generalist and specialist healthcare 
professionals. 

 Ensuring patients are involved as much as they wish to be in making 
decisions about their care, with inclusion of their family, carers and 
those important to them if they want this. 

 Providing training and opportunities for ongoing learning in palliative 
and end of life care for healthcare professionals involved in supporting 
and caring for patients with end of life care need. 

 Supporting ongoing quality improvement in specialist palliative and end 
of life care, to support evidence based practice and ongoing evaluation 
of patient outcomes in specialist palliative and end of life care. 

 Directing the RCHT Strategy for end of life care, through ongoing 
quality improvement initiatives, supporting evidence based practice and 
development of an annual work plan for specialist palliative and end of 
life care. 

 Referring to national guidelines, policies and strategies to develop and 
improve services offered, including: Ambitions for Palliative and End of 
Life Care (2015), NICE Guideline for the Care of the Dying Adult in the 
Last Days of Life (2015), NICE Quality Standard End of Life Care for 
Adults (2011), One Chance to Get it Right (2014). 

 
5.2. Operational policy and SPC team members 
In 2017/18 the SPEOLC team has operated Monday to Friday 08.30-16.30. 
Out of Hours clinical advice was provided through the Cornwall Hospice Care 
24/7 advice line. The RCHT SPEOLC team members included: 

 Consultant in palliative medicine (1wte) 
 Clinical Nurse Specialist (1wte Band 7) 
 Specialist Nurse (1wte Band 6 until January 2018 then 1.65) 
 Specialist Support Nurse (0.65 WTE band 5 until January then 

upgraded to Band 6) 
 End of Life  CNS (0.6 WTE from June 2018 then 1.4 from August 2018) 
 Specialist palliative Occupational Therapist (0.8wte) and technician 

according to need. 
 Admin (0.6 WTE Band 4) 

In addition the team is supported by Physiotherapists, Dieticians and Speech 
and Language therapist. 

 
The SPEOLC team had an operational policy for 2017/18 and a work plan for 
end of life care was commenced in October 2017.The service supports a 
SPEOLC multi-disciplinary team (MDT) meeting weekly. 
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The Specialist Palliative Care nursing team and the End of Life CNSs were 
integrated as one team from October 2018 to ensure that the team operates 
as an integrated specialist palliative and end of life care service. The team 
now sits within the Corporate Nursing Directorate. 
 
A business case was approved in July 2017 to expand the Specialist Palliative 
and End of Life care team in response to increasing referrals and the need to 
provide a 7 day service. 
 
5.3. Clinical activity 
The SPEOLC team had a total of 843 in-patient referrals in the reported year 
compared to 836 in the previous year a slight increase of 0.8%. Of the 843 
patients supported in the last year, 35.9% died during their admission. 
  
There has been a gradual increase in support for patients with non-malignant 
conditions. In the last year 33% of patients referred to SPEOLC team had a 
non-malignant palliative diagnosis, this compares to 26% in 2015/16. 
 
There were 380 new out-patient referrals in 2017/18 (pain and palliative care 
clinic) 10 more than the previous year. 
 
5.4 Multidisciplinary team (MDT) meetings 
Weekly MDT meetings have been held. A summary of personnel attendance 

is detailed below. 
 

Summary of attendance 
by Role 

Total 
number of 
meetings 

Total number 
attended 

Percentage

Consultants 52 37 71% 
Nursing Specialist Palliative 

Care 
52 52 100% 

MDT co-ordinator 52 44 85% 
Occupational Therapist 52 8 15% 

Pastoral Care Team  52 41 79% 
Nursing End of Life Care 

(Sept onwards) 
29 9 31% 

Visitors** 52 10 19% 
** visitors included – other CNS, OT technical instructor, CQC inspector, 

student nurses,    medical students, Staff Nurses, Community Palliative Care 
nurse. 

 
There are gaps in attendance by key personnel and steps have been taken to 

rectify this in 2018/19. 
 
 

6. End of Life Care Work Plan 
The End of Life work plan was introduced in October 2017 following the fixed term 
appointment of 1.4 WTE band 7 End of Life CNSs whilst a substantive integrated 
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specialist palliative and end of life care team was being established. The work plan 
focussed on the key issues highlighted in the January 2017 CQC inspection, 
specifically education, audit, learning from incidents and complaints. A joint SPEOL 
work plan is to be produced for 2018/19 (Appendix 2). 

 
Achievements: 

 
6.1 Education 

 End of life session added to Corporate Induction 
 End of life session added to clinical mandatory training 
 End of life session added to non-clinical mandatory training 
 End of life session added to Senior medical staff mandatory training 
 End of life session delivered to junior medical staff 
 Collaborative working with community and hospice colleagues to establish 

and streamline EOL training across the County. 
 Level 3 training sessions devised and delivered 
 Tea and Cake sessions introduced taking bite sized bespoke learning to 

ward areas. 
 A bi-monthly newsletter has been introduced providing an opportunity to 

update staff on key Specialist and End of Life Care matters. 
 Quarterly SPEOL link practitioner meetings have been held. 
 Let’s Talk About End of life care study day supported by the RCN was 

delivered for healthcare assistants on 29th June 2017 
 Let’s Talk About End of life care study day supported by the RCN was 

delivered for Registered nurses on 28th June 2017 
 

6.2 Audit 
 The Trust has registered for the National Audit of Care at End of Life 
 Audit of the Priorities for Care Documentation has commenced. 
 An audit of compliance with Anticipatory Medications has been completed. 
 

6.3 Learning from incidents and complaints 
 The SPEOL team are now copied into any incidents or complaints that 

relate to Palliative or End of Life Care.  
 Information on what constitutes as and EOL incident has been circulated 

to clinical teams and is available on Sister’s Shelf for information. 
 Information on themes from incidents/complaints is shared in the bi-

monthly newsletter.  
 The End of Life Group review incidents and complaints identifying areas 

for improvement. 
 A bereavement questionnaire has been introduced; responses are shared 

at the End of Life Group. 
 The SPEOL care team have developed a standard operating procedure for 

the team’s role in supporting the Divisions with investigating incidents and 
complaints related to End of Life Care. 

 
6.4 Additional Achievements 

 A process of collecting data to identify if patients reached their preferred 
care has now been established. 
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 A sticker has been designed for staff to add to the medical records to 
indicate when a fast track has been requested and when it has been 
approved. To support this, a prompt for the patient information board Swift 
Plus is in the process of being designed. Once this is complete both of 
these will be rolled out across the Trust to provide a visual aid for staff to 
ensure that the fast track is monitored. 

 During 2017/18 the EOL CNS has worked with the Occupational Health 
Service to develop monthly reflective debrief sessions for staff. These will 
be rolled out during 2018/19. 

 Poorly completed Fast Track funding applications were identified as 
source of delayed discharge. In response to this a ‘Top Tips’ guide for 
completing the Fast Track Tool have been produced and issued to all ward 
areas and is also available electronically on the Sister’s shelf platform. 
Where any referrals identified as needing additional information this was 
reported to the End of Life CNS and additional support and education was 
provided to the ward area. 

 A questionnaire for patients and their families regarding the Palliative Care 
service has been introduced which will support service changes as 
necessary. 

 The Cornwall Palliative Care Service was nominated for the BMJ Palliative 
Care team of the year for the work on joint oncology and pain clinics. 

 The Teenage and Young Adults team (of which one was a Palliative care 
nurses on secondment) won the British Journal of Nursing award for 
innovation – a holistic needs assessment tool to encourage self-
management and communication within the team and to ensure 
appropriate signposting and prioritising needs. 

 Macmillan education funding supported the secondment of 2 staff 
members to the SPEOL care team for a 3 month period each. 

 
7. Quality Improvements 
 

7.1 End of Life Care Hospitals Improvement Collaborative 
During 2017/18 the Trust signed up to the Hospice UK End of Life 
Improvement Programme. This is a collaborative programme facilitated by 
Hospice UK and NHSI spanning 12 months. The focus of the collaborative is 
improving the quality of care for patients who may be in their last three 
months of life who attend or are admitted to hospital in an emergency. As part 
of the collaborative Hospice UK and NHSI carried out a Fresh Eyes review of 
the Trust. 
 

7.1.1 Findings 
The report identified several positive findings for example: 
 Main entrance and reception welcoming with plenty of seating and 

facilities for visitors/family members 
 The restaurant was praised for its variety of foods, display of clear 

information, and availability of seating 
 EOL staff developing education programme for all staff groups, 

study day for Dying Matters week and is clearly sighted on the need 
for acute/community working 
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 Excellent Chapel with multi-faith facilities and support from the 
Chaplaincy 

 Bereavement office staff passionate and committed to their work 
 Facilities within the bereavement office were respectful for relatives 

and visitors 
 Quality improvement plans identified by the Mortuary manager. 
 ED had clear signage, dignity tags in use, comfortable and quiet 

relative’s room. Evidence of building relations with the Specialist 
Palliative/EOL team. Availability of side rooms. 

 AMU had clear signage, side room availability, use of pain/symptom 
management chart. 

 
Some areas for improvement that were identified included: 
 Ensure signage includes directions to the bereavement office and 

where the nearest toilets are. 
 Add some extra seating in the long corridors. 
 Ensure clear EOL discussions at Board and include patient/carers 

stories and representatives  
 Strengthen plans to engage with community EOL provider teams  
 Viewing room to facilitate a wheelchair and a bed that can be 

raised/lowered 
 Investment required to upgrade the mortuary/post mortem area and 

electronic systems. 
 Signage on the relatives room in ED to indicate when it is engaged 

 
Following on from the visit a Driver Diagram was produced to focus attention 
on areas for improvement. This has been the basis for the ongoing 
conversations with the End of Life Care Hospitals Improvement Collaborative 
support team and has form part of the SPEOL care team work plan for 
2017/18 and moving forward to 2018/19. 

 
8. Partnership working with Cornwall Hospice Care 
Throughout the year discussions have been held between the Trust and Cornwall 
Hospice care. These have resulted in a review of Palliative Care Consultant 
provision. An agreement was reached whereby in-reach Consultant provision would 
be piloted. This arrangement will address concerns of loan Consultant working and 
cover for annual leave. This will be piloted from 1st April 2018. 
 
There has been representation from Cornwall Hospice Care at the EOL Group 
meetings. Monthly meetings have been held with the Director of Clinical Services 
Cornwall Hospice Care and the Trust’s Associate Chief Nurse. The EOL CNS has 
met regularly with the training coordinator Cornwall Hospice Care.  

 
9. Future Developments 
Whilst there have been a number of actions and initiatives taken over the year it is 
recognised that further work is required and this has been highlighted in the Quality 
Improvement EOL work book and SPEOL work plan. 
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A new Strategy will produced in September which will identify gaps against the 6 
ambitions and what actions will be taken to address these over a 3 year period. 
 
The End of Life Care Working Group will continue to meet bi-monthly in 2018/19 and 
will oversee the  work plan for 2018/19, the Quality Improvement Programme 
workbook and the new Strategy to ensure continued quality improvement initiatives 
in end of life care. 
 
Representatives from the RCHT will continue support local End of Life Strategy 
group for the Clinical Commissioning Groups to support partnership working and 
also the End of Life Education Group to promote shared learning and quality 
outcomes for care across settings for patients with end of life care needs.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Appendix 1 

End of Life Care Working Group Terms of Reference 
 
 

TERMS OF REFERENCE 



 
 
 

15 
 

End of Life Care Group 

CONSTITUTION 

The purpose of the RCHT End of Life Care Group is to promote the use of recognised national 
methods which help to: 

 identify patients within the last year of life, to increase the options and choices available 
to them in their future care 

 find out and support their wishes regarding their priorities of care (including place of 
care) during this time as far as realistically feasible 

 support patients to be involved as far as they wish in the planning of their future care via 
Advance Care Planning processes, and documents agreed by their local health 
community 

 promote and enable communication of relevant clinical and social information across 
settings of care to provide a seamless service for these patients  

 ensure best practice in the provision of such care, including specifically provision of high 
quality End of Life Care in acute hospitals in the last few days of life 

 seek feedback from patients and relatives/carers on the quality of care and treatment 
they receive 

 
These actions will be with the intention of fulfilling the recommendations set out in national 
guidance including, but not confined to: 

- End of Life Care Strategy, Department of Health, 2008 
- NICE Guideline Quality Standard for the ‘Care of the Dying Adults in the Last Days of 

Life’ (2015, QS144, 2017), 
- NICE Quality Standard ‘End of Life Care for Adults’ (2011, QS13, 2017) 
- Once Chance to Get it Right (2014) Leadership Alliance for Care of Dying People  
- Ambitions for Palliative and End of Life Care: A National Framework for Local Action, 

2015, National Palliative and End of Life Care Partnership  
- NHS England. The Route to Success: transforming end of life care in acute hospitals, 

December 2015 
 

The Committee has delegated responsibility and authority to monitor and progress the 
provision of quality End of Life Care across the Trust. 
 

 

CONDUCT OF BUSINESS 

The Committee will meet every 2 months to carry out its responsibilities.  The Chair of the 
Committee may call for additional meetings should the need arise. 

 

The Committee shall be supported by Committee Secretary who will agree the agenda with the 
Chair and produce all necessary papers, attend meetings to take minutes, keep a record of 
matters arising and issues to be carried forward and generally provide support to the Chair and 
members of the Committee. 

MEMBERSHIP AND QUORATE REQUIREMENTS 
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The Committee will comprise of: 

 Chief Nurse & Executive Lead (Chair)  
 End of Life Lead (Deputy Chair) 
 Consultant in Palliative Medicine  
 End of Life CNS  
 Cancer Lead Nurse / Associate Director of Nursing  
 Discharge Liaison Nurse  
 Specialist Palliative Care Occupational Therapist 
 Consultant / Medical Champion  
 Senior Nursing Champion  
 Chaplaincy representative 
 Pharmacist 
 Matron for Patient Experience 
 Bereavement Officer  
 Mortuary Manager 
 Clinical Nurse Specialist Representative Hospital Palliative Care Team 
 A representative of non-cancer Specialist Nursing staff  
 Patient representative 
 Medical representative (Cornwall Hospice Care) 
 Nursing representative (Cornwall Hospice Care) 
 Learning and Development representative 

 

The meeting will be quorate if 6 are present including Chair or deputy, Senior Nurse 
(matron or ward manager), Medical Consultant, CNS End of Life or Palliative Care, 
representative from Chaplaincy/Bereavement Services/Mortuary. 
All members must attend 50 % of scheduled meeting within 12 months. 

 

DUTIES 

 To monitor the implementation of the RCHT End of Life Care Strategy 2016-18  
 To monitor progress against the priorities identified by the CQC (inspection, 

January 2017 and July 2017) via a targeted improvement plan  
 To receive regular reports from the End of Life Clinical Nurse Specialist against 

agreed workplan.  
 

 

 To monitor and review complaints and incident reports with an identifiable End of 
Life Care component 

 To monitor and review feedback from the End of Life Questionnaire. 
 To measure provision against National Quality Standards for End of Life Care 
 To receive reports of clinical audits of end of life care and other relevant audits 

e.g. TEP, and monitor actions taken as a result of findings  
 To provide a quarterly report on progress to the Quality Assurance Committee 

 

ACCOUNTABILITY AND REPORTING ARRANGEMENTS 
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The Chair of the Group will provide a summary assurance report to the Quality 
Assurance Committee every quarter. 

REVIEW ARRANGEMENTS 

The Committee Terms of Reference and performance will be reviewed annually by the 
End of Life Group and Quality Assurance Committee. 

SUB COMMITTEE ARRANGEMENTS 

N/A 

LAST APPROVAL DATE FOR REVIEW 

November 2017 November 2018 
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SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 10 January 2019 Agenda Number: 
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Title of Report End of Life Strategy 

Accountable Officer Kim O’Keeffe Director of Nursing, Midwifery and Allied Health 
Professionals 

Author(s) Louise Dickinson Acting Deputy Director of Safety Quality and 
Innovation in Clinical Practice. 

Purpose of Report To provide the Board with information on the Trust priorities for 
End of Life Care over the next 3 years. 

Recommendation  The Board is recommended to: 

 Note the Strategy and the actions to be taken 

Consultation Undertaken 
to Date 

Consultation has been carried out with members of the RCHT 
End of Life Care Group, The Cornwall EOL Strategy Board 
with representatives from across the healthcare providers, 
Heath Watch Cornwall. 
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Date(s) at which 
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Trust Board / Committee 

Presented to Clinical Effectiveness Committee November 
2018 

Presented to the Executive Board Quality and Safety 2 

January 2019 

Next Steps The Strategy will be overseen by the End of Life Strategy 
Group. Quarterly updates on progress will be presented to the 
Clinical Effectiveness Committee which the EOL group 
currently reports to. 

  

Executive Summary 

Caring for people nearing the end of life is one of the most important things we do in 
hospital. The overriding aim of this strategy is to enable staff to provide the best possible 
quality of care to all patients and families at this time wherever they are cared for. This 
organisation is committed to provide education and training to support the skills required for 
delivery of this care, and support to clinical teams so that they are confident in their decision 
making process, always acting in the best interests of the patient as a priority. 
 
The Strategy is designed to encourage a culture change across the organisation; being open 
to and not fearful of discussion of death and dying. This will in turn encourage and enable 
patients and families to have these difficult conversations to improve the chance of delivering 
best possible care and as far as possible to fulfil patient and family choices in the process. 
 
There has been significant focus over the last year in the Trust to support the delivery of high 
quality, timely, effective, individualised services for patients with end of life care needs, 



 

 
 

 
 

 

 

 

 

 

 

 

 

support for their families and support for staff to provide these services.  
The 2017 CQC report identified several areas requiring improvement regarding End of Life 
Care at RCHT and many of these have now been addressed and are identified within the 
Strategy. End of Life Care is an important aspect of the work of the Trust and forms part of 
the Safety arm of the Quality Improvement Programme. 

This End of Life Strategy for the Royal Cornwall Hospitals NHS Trust (RCHT) sets out our 
vision for the improvement of End of Life Care within our organisation. It links to the 
overarching strategy produced by the Cornwall End of Life Strategy Group and the work plan 
of the Specialist Palliative/End of Life (SPEOL) Team.  

This strategy is underpinned by the national ‘Ambitions for Palliative and End of Life Care’ 
document and other important national documents. It also acknowledges the need to be part 
of a system-wide approach to planning, delivery and commissioning of end of life care for 
our local population by ensuring RCHT attendance and active involvement at the County 
wide EOL Strategy Board. 

 
Our priorities for the next twelve months will focus on: 
 
 Advance care planning 
 Accurate completion of the treatment escalation plan (TEP) 
 Fast track discharge ensuring a reduction in the number of differed applications on the 

grounds of lack of evidence and where there are any delays in funding the Trust will 
provide this to ensure timely discharge for patients. 
 

Financial Risks None 

Key Risks  Advance Care planning – this is not done well at present and 
has been highlighted again by the CQC 

Completion of Treatment Escalation Forms – improvements 
have been made in this area but there is more work to do. The 
new TEP lead will be taking this particular action forward. 

Disclosure Statement A gap analysis was completed against the 6 ambitions by the 
Specialist Palliative and End of Life Care team. 

Equality and Diversity 
Statement 

No negative impacts identified. 
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1. Executive Summary 
Caring for people nearing the end of life is one of the most important things 
we do in hospital. The Royal Cornwall Hospitals NHS Trust recognises the 
specific challenges in provision of end of life care to patients and families, and 
proposes this strategy to provide a framework within which such support is 
identified and provided.  
 
The overriding aim is to enable staff to provide the best possible quality of 
care to all patients and families at this time wherever they are cared for. This 
organisation is committed to provide education and training to support the 
skills required for delivery of this care, and support to clinical teams so that 
they are confident in their decision making process, always acting in the best 
interests of the patient as a priority. 
 
The Strategy is designed to encourage a culture change across the 
organisation; being open to and not fearful of discussion of death and dying. 
This will in turn encourage and enable patients and families to have these 
difficult conversations to improve the chance of delivering best possible care 
and as far as possible to fulfil patient and family choices in the process. 

 
There has been significant focus over the last year in the Trust to support the 
delivery of high quality, timely, effective, individualised services for patients 
with end of life care needs, support for their families and support for staff to 
provide these services.  

The 2017 CQC report identified several areas requiring improvement 
regarding End of Life Care at RCHT and many of these have now been 
addressed and are identified within the Strategy. End of Life Care is an 
important aspect of the work of the Trust and forms part of the Safety arm of 
the Quality Improvement Programme. 

This End of Life Strategy for the Royal Cornwall Hospitals NHS Trust (RCHT) 
sets out our vision for the improvement of End of Life Care within our 
organisation. It links to the overarching strategy produced by the Cornwall 
End of Life Strategy Group and the work plan of the Specialist Palliative/End 
of Life (SPEOL) Team.  

This strategy is underpinned by the national ‘Ambitions for Palliative and End 
of Life Care’ document and other important national documents. It also 
acknowledges the need to be part of a system-wide approach to planning, 
delivery and commissioning of end of life care for our local population. 
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2. Context / Background 

2.1 The NHS End of Life Care Programme has been developed, incorporating the 
principles within Building on the Best (DH, 2003) and the NHS End of Life 
Care Programme (2004 – 2007), to develop a national End of Life Care 
Strategy.  The National End of Life Care Strategy was published in July 2008 
and was a key step towards achieving the goal of better planning, choice and 
coordination of high quality care for patients at the end of life. The National 
Institute for Clinical Excellence  published quality standards in 2011 with 
further guidance produced in 2017 (Quality standards 144 and 13). 

2.2 In 2014 the Leadership Alliance for the care of Dying People, in the light of the 
review of the Liverpool Care Pathway, laid out standards for individualised 
care for those dying in Hospital. Furthermore in 2015, the National Palliative 
and End of Life Care Partnership published Ambitions for Palliative and End 
of Life Care: A national framework for local action 2015-2020.  This document 
was produced by a broad partnership of organisations working with end of life 
care and set out overarching ambitions to be the building blocks for personal 
care needed at the end of life. The ambitions are: Each person is seen as an 
individual; Each person gets fair access to care; Maximising comfort and 
wellbeing; Care is co-ordinated; All staff are prepared to care; Each 
community is prepared to help. 

2.3 Almost 500,000 people die in England and the numbers of deaths are set to 
increase by 17% between 2012 and 2030. Currently almost half of deaths in 
the UK take place in acute hospitals in Cornwall this is 41.5% of all deaths. 
Nationally 7 out of 10 (69%) of bereaved relatives felt that the quality of care 
in hospitals was outstanding, excellent or good  however this was  
significantly less than  care homes (82%), hospices (79%) and at their own 
homes (79%). Almost 3 out of 4 (74%) respondents felt hospital was the right 
place for the patient to die, despite only 3% of all respondents stating patients 
wanted to die in hospital.  

2.4 Nearly 30% of all hospital beds are occupied by someone in the last year of 
their life. People are living longer with serious illness; by 2030 deaths will 
outnumber births. An increasing proportion of people will be dying with and 
from dementia, or with a greater likelihood of frailty and multi-morbidities. All 
this will lead to significant pressure on the health service. The health service 
has a responsibility to maintain quality and individualised care in end of life 
despite these pressures. 

2.5 The 2017 CQC report identified several areas requiring improvement and 
many of these have now been addressed some of which are identified within 
this document. End of Life Care is an important aspect of the work of the Trust 
and forms part of the Safety arm of the Quality Improvement Programme. 

2.6 This End of Life Strategy for the Royal Cornwall Hospitals NHS Trust (RCHT) 
sets out our vision for the development of end of life care within our 
organisation. It links to the overarching strategy produced by the Cornwall 
End of Life Strategy Group and the work plan of the Specialist Palliative/End 
of Life (SPEOL) Team. This strategy is underpinned by the national 
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‘Ambitions for Palliative and End of Life Care’ document and other important 
national documents. It also acknowledges the need to be part of a system-
wide approach to planning, delivery and commissioning of end of life care for 
our local population. 

2.7 This version supersedes any previous versions of this document.  

 

3. Purpose / Objectives of this Strategy  

3.1 In developing this strategy we have reviewed the care that we deliver for 
dying people, have considered a broad range of national guidance and taken 
into account our contribution to Shaping our Future Cornwall and the Isles of 
Scilly Health and Social Care Plan 2016 - 2021.  

3.2 This strategy is intended to:  
 Provide information about how care will be delivered to dying people using 

the six ambitions set out in the Ambitions for Palliative and End of Life 
Care: A national framework for local action 2015-2020  

 Describe the education and training that will be provided to staff to enable 
them to identify those who are at End of Life and deliver exemplary care to 
dying people and those identified as important to them  

 Raise awareness of the importance of end of life care within the acute 
hospital setting and work with partners to promote this understanding 
across the system. 

 Describe the contribution RCHT will make, working with partner agencies, 
to implement the Co-ordinated EoL Pathway which is one element or 
‘building block’ of Shaping our Future Cornwall and the Isles of Scilly 
Health and Social Care Plan 2016 - 2021  

4. Scope 

4.1 This strategy is specific to adult patients (a separate strategy is available for 
children - The Guideline for Paediatric End of Life Care Priorities - for infants, 
children and young people) and those identified as important to them, who are 
approaching the end of life i.e. are expected to die within 12 months and who 
are cared for in any setting provided by RCHT; this includes adults who die 
suddenly or after a very brief illness, have dementia (and may need to 
participate in advance care planning significantly earlier than patients with 
cancer for instance) or have been diagnosed with frailty syndrome as well as 
those patients known to have advanced, progressive, incurable illnesses e.g. 
heart failure, chronic obstructive pulmonary disease etc.  

4.2 The strategy sets out standards for the high-quality care of patients, aged 18 
years and older (i.e. cared for in an adult environment) who are approaching 
the end of life. It also covers support for the families, carers and those 
identified as important to this group of patients.  

4.3 The strategy has relevance to all members of RCHT staff who may, in the 
course of their daily working life, encounter patients who are approaching the 
end of life. It also applies to ‘back office’ staff as it is recognised that death 
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and dying are inevitable and end of life care affects us all, at all ages, the 
living, the dying and the bereaved.  

 

5. Definitions / Glossary 

5.1 End of Life Care – 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:  

 Advanced, progressive, incurable conditions  
 General frailty and co-existing conditions that mean they are expected 

to die within 12 months  
 Existing conditions if they are at risk of dying from a sudden acute 

crisis in their condition  
 Life threatening acute conditions caused by catastrophic events.  

 
5.2 Palliative care - Palliative care is an approach that improves the quality of life 

of patients and their families facing the problems 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.  

 
 

6. Ownership and Responsibilities  

6.1 The Chief Nurse is the Trust Board Lead for End of Life Care and a member 
of the End of Life Care group.  

6.2 The End of Life Lead chairs the End of Life Care Group and acts as a 
champion to secure the engagement of clinical and non-clinical staff in taking 
the strategy forward.  

6.3 The End of Life Care Group meets bi-monthly, is chaired by the End of Life 
Care Lead, has broad membership and clearly defined Terms of Reference 
and will oversee the implementation of this strategy.  

6.4 The Specialist Palliative End Of Life Team (SPEOL) comprising specialist 
nurses and Palliative Care Consultants, will be actively involved in 
implementing key aspects of this policy e.g. raising awareness, contributing to 
how care is provided and delivering training and education to staff.  

6.5 The SPEOL Link Nurses act as a link between specialist services and the 
staff of the clinical areas where they work distributing information, improving 
awareness of policies and procedures specific to Specialist Palliative/End of 
Life Care and promoting best practice in Specialist Palliative/End of Life Care  

6.6 Line Managers will ensure staff are emotionally supported and are released 
for the education and training necessary to fulfill their role and other duties 
(e.g. link nurses), monitor and investigate complaints and incidents related to 
end of life care, ensure end of life care is delivered to the highest standard 
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(including audit of documentation) and use the ‘How To Guide’ to transform 
end of life care in their clinical areas.  

6.7 Clinical and Non-Clinical Staff delivering any aspect of end of life care have a 
responsibility to ensure that they have the necessary skills and competences 
to provide care to the standard required and in compliance with the six 
ambitions.  

6.8 The Pastoral Care Team provide spiritual support in the hospital environment 
to patients, hospital staff, and family members and will be actively involved in 
end of life care training.  

7. Benefits 

7.1 In delivering this strategy we will expect to see the following benefits:  

 An improved patient experience evidenced by improvements in symptom 
control, and  through a 75% reduction in complaints/incidents  

 An improved relative/carer experience evidenced through a 75% reduction 
in complaints/incidents 

 An increase in positive feedback from patients and those who have been 
bereaved.  

 Individual end of life care plans in place for every patient approaching the 
end of life with all aspects completed, and reviewed regularly, as 
evidenced through audit of documentation  

 Patients achieving their preferred place of care 
 Increased staff knowledge and confidence in caring for end of life patients 

and those identified as important to them as reported by staff  
 Better partnership working with external organisations resulting in reduced 

admissions/beds days in the last year of life  
 Compliance with national standards e.g. NICE  
 Improved CQC rating reaching outstanding by 2020. 

 

8. Risks 

8.1 The risks of not implementing this strategy will vary dependent on what is, and 
is not, achieved but may include:  

 Not delivering a dignified and peaceful death for individuals. 
 People dying in circumstances you would not wish for your own family. 
 Reported poor patient experience evidenced through patient and 

relative/carer feedback.  
 Staff feeling unable to meet patient/family wishes. 
 Increased number of complaints and incidents.  
 Continued poor CQC rating with resultant adverse publicity.  

 

9. The Strategy 

9.1 The National Palliative and End of Life Partnership sets out a national 
framework for local action encouraging organisations to make a collective 
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9.3 Ambition 1 – Each Person is seen as an Individual 
 
9.3.1 Current Provision 

 End of Life Care (EOLC) Plan documentation to support care in the last 
hours to days has been implemented across the Trust to help facilitate 
effective communication and support individualised care planning in the 
last days and hours of life.  The EOLC Plan prompts discussion and 
collaboration with patient and family. 

 The Specialist Palliative/End of Life team (SPEOL) undertake a daily 
assessment of wards to identify patients who are EOL. A Butterfly icon 
is used on the swift plus boards to enable easy identification of EOL 
patients. The patient records and EOLC Plan are reviewed and any 
omissions are highlighted with relevant staff for opportunistic 
education.  

 The SPEOL team undertake daily reviews of patients on their caseload 
who require complex symptom management.  

 The bereavement services review patient notes to identify the presence 
of EOLC Plans. This data has previously been sent to the palliative 
care consultant on a monthly basis. This is now being sent to the 
SPEOL team. 

 A trust wide programme of training and education has commenced. 
EOLC is now included within induction and mandatory training, senior 
medical staff and EOL has been delivered on the junior doctor training 
sessions. The training emphasises the importance of trying to identify 
patients in the last year of life to support decision making, good 
communication and individualised care planning. In addition there is an 
extended education programme delivering training to student nurses, 
preceptees, clinical imaging and other staff groups as requested.  All 
wards/teams are able to request additional training  on key 
components of End of Life Training including communication, symptom 
recognition and management, syringe driver, End of Life Care 
planning, fast–track discharge and Advance Care Planning  

 TEP forms have been rolled out across the trust to support decision 
making for all patients with incurable progressive illness and with 
limited prognosis in whom a ceiling of care is an appropriate 
consideration. The aim is for this to remain with the patient where 
possible facilitating cross boundary working. Some education regarding 
completion of the TEP is in place. 

 Sage and Thyme communication training is available at The Cove 
Cancer Centre.  

 A flow chart to assist hospital staff to arrange end of life discharge is 
part of clinical guidance document for the EOLC plan. This is available 
for staff to access electronically. 

 Patients identified in last few months of life are Fast-tracked for 
Continuing Health care funding to facilitate preferred place of care. The 
SPEOL team are available to support staff completing the Fast-track 
discharge process  

 An EOLC information booklet is available to dying patients and their 
families, providing an explanation of EOL symptoms. Additional 
practical guidance eg. Car parking, open visiting is also included. 
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 The bereavement service offer support to bereaved family and friends. 
The staff make contact with families the day following death and each 
successive day until the necessary arrangements have been made. 
The bereavement team accompany families to view the body of the 
deceased and liaise with funeral directors, registrars on the family’s’ 
behalf. They provide a bereavement booklet with information to support 
decision making.  

 A bereavement Survey has been introduced in order to capture the 
quality and impact of care upon the dying person as perceived by their 
relatives. This feedback is used within teaching sessions to highlight 
practice learning points and reviewed by the EOL Group. 

 Advance Care planning leaflets are available to provide the opportunity 
for patients to undertake the option should they wish.  

 An electronic platform for care planning has been commissioned by 
Kernow CCG and the project awarded to Co-ordinate My Care, a 
platform initially used at the Royal Marsden Hospital and widely used in 
an around London. This will support Advance care planning going 
forward.  

 
9.3.2 Areas to be Progressed 

 Review the findings of the recent research commissioned by 
Healthwatch Cornwall examining the publics’ views and experiences of 
end of life care in Cornwall to establish what further work is required by 
the Acute Trust. 

 Utilise patient stories to learn from and to improve patient care and 
experience.  

 Working with Community Partners, update the End of Life discharge 
and transfer policy to address the issues that have been identified 
through the incident reporting system Datix and to provide seamless 
cross boundary End Of Life Care.  

 Introduce the Butterfly Scheme - a model of care for patients 
approaching end of life – Trust wide. This will ensure effective 
communication and sensitivity around patients approaching EOL and 
ensure the individuals/family’s needs are met should they wish to 
remain in hospital or whilst they are awaiting discharge.  

 There are inconsistencies in patients achieving their preferred place of 
care. Considerable progress has been made in monitoring outcomes 
and supporting the process but plans for a more focussed workforce 
and more detailed analysis of delays still requires completion. 

 With Community partners provide a formal publicly available 
statement/commitment that enables patients and families to 
understand the care they should expect to receive at End of Life. 

 Review compliance with EOLC planning. An audit proforma has been 
produced and data collected for one month with 50 case notes reviewed 
so far. The data that has already been collected is to be amalgamated 
with the National Audit of Care at the End of Life data to inform 
adaptations to the future End of Life care plan and training 
requirements. 

 Extend the education programme to incorporate communication skills 
and spirituality. 
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 Devise and introduce a TEP education programme for all staff which 
includes mental capacity, to ensure forms are completed fully. 

 Explore the potential of voluntary sector supporting patients and 
families at end of life and into bereavement. 

 Introduce a bereavement card and bereavement cafes. 
 Embed the concept of Advance Care planning particularly with the non-

malignant disease population. 
 Increase the Sage and Thyme course capacity to fulfil the training 

needs of nursing staff and those regularly dealing with distress at End of 
Life. 

 
9.4 Each Person gets fair access to care 

 
9.4.1 Current Provision 

 The SPEOL care team are an advisory team and review and support 
patients across the Trust with all life limiting illnesses. 

 The Butterfly icon on the Swift Plus boards allows data collection and 
produces an active EOLC hospital register 24/7.  

 The Cove Cancer Centre has specific facilities for teenagers and young 
adults. There are also two side rooms that have been adapted for 
teenage and young adult patients on the haematology/oncology ward. 

 There is a teenage and young adult link nurse in the Specialist 
Palliative Care team with extensive relevant experience.  

 A ‘Recognising dying study Day’ focusing on the challenges of 
achieving high quality End of Life Care to patients dying from non-
malignancies has been delivered with more than 65 healthcare 
professionals attending. Medical Consultant presentations focused on 
dementia, Chronic Obstructive Pulmonary Disease and end stage liver 
disease.  

 The SPEOL team produce a Bi-monthly newsletter with a regular non-
malignancy section.  

 The Patient Flow Manager identifies patients who have had a Fast-
track application for CHC funding completed on a daily basis. The 
onward care team meet daily in order to mediate avoidable delay. 

 The Patient Flow Hub now has a live database, the onward care team 
employ a review and challenge approach in trying to mediate factors 
hampering patient discharge. 

 The Trust Learning Disability Team have a link nurse presence at the 
Palliative Link Nurse forum. 

 The Mortality Review and Oversight Committee follow national 
guidelines on learning from deaths incorporating LeDeR process for 
scrutinising Learning Disability deaths. A member of the SPEOL team 
attends the Mortality Review and Oversight Committee. 

 Cornwall Hospice Care provides an in-reach Specialist Palliative 
Care Consultant Provision Monday to Friday and on-call out of 
hours. 

 Cornwall Hospice Care provides a 24/7 advice line both in and out of 
hours to health care professionals. 
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 9.4.2 Areas to be progressed 
 An EOL dashboard will be introduced which captures the disease 

substrate for referral into the Specialist Palliative Care Service.  
 Regular representation from Non-malignant Long Term Conditions or 

eldercare will be evident at the End of Life Group meetings.  
 Joint working with the Learning Disability team regarding provision for 

those patients with Learning Disabilities. 
 A Mechanism needs to be identified which can capture and audit data 

relating to preferred place of care. It is anticipated that the dashboard 
will support this. 

 We will reduce the number of Fast –track applications that are rejected 
on the grounds of lack of evidence.  

 
9.5 Maximising comfort and Wellbeing 

 
9.5.1 Current Provision 

 There is face to face access to the SPEOL team from 8am – 4pm five 
days a week.  

 There are clear referral guidelines to the SPEOL team on the Trust 
electronic referral system. 

 A 24 hour advice line via Cornwall Hospice Care is available both in 
and out of hours to health care professionals. 

 There is a cross organisational anticipatory prescribing guidance group 
which reviews and updates guidelines regularly.  

 The SPEOL team has recently expanded to six WTE funded posts from 
July 2018. There are currently 5.8 WTE staff in post. 

 The SPC consultant provision has recently changed (April 2018) with 
in-reach from all Palliative Care Consultants from RCHT and Cornwall 
Hospice Care allowing cover to be provided across 5 posts (3.6 WTE). 

 The SPEOL team provide on-going ward based and classroom 
education. 

 Sisters Shelf is an electronic resource and includes guidance on 
anticipatory prescribing (APG). This resource helps to support patients 
and staff in discussing and deciding ceilings of care, and includes 
general advice for nursing and medical staff regarding discharges into 
the community for patients approaching end of life. 

 The APG guidance has been incorporated into the End of Life Care 
plan. A recent audit has been undertaken of compliance with the 
guidance.  

 A 0.8 WTE palliative care occupational therapist is available to assess 
complex palliative patients. 

 The RCHT EOLC plan is based on the priorities of care for the dying 
person. 

 Junior doctor education regarding end of life care is provided via the 
post graduate program of education however on an ad hoc basis.  

 A programme of education and training including mandatory and 
induction training is now available. This supports the promotion of the 
Priorities of care documentation, effective symptoms control and 
reinforces the need for holistic patient centred, collaborative care. This 
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programme has been extended to incorporate specific sessions in ward 
areas. 

 Advance care planning for those patients deemed to be within the last 
12 months of life has not been adopted across the hospital to date. An 
EOL pathway for patients with chronic liver disease is being developed. 
The ambition is that this will be adopted by other specialities in the 
future. 

 The Cove Cancer Information Centre provides counselling and 
psychological support. Hat and scarf and wig service, benefits advice, 
health and well-being advice etc. as well as facilities for families of in-
patients to share intimate time. The Cove cancer information centre 
serves patients with a cancer diagnosis but will signpost and offer the 
lounge facilities for patients with other conditions. 

 There is a robust Pastoral Care service within the Trust with 24hr on call 
cover providing spiritual support to patients of all faiths and none.  

 
9.5.2 Areas to be progressed 

 Develop a blended learning approach for End of Life Education 
cooperating with partners across the county based on the Skills for 
Health End of Life Care Core Skills Training Framework 

 Formalise  junior doctor medical training  
 Complete audit for compliance with EOLC planning which will 

incorporate recording of psychological/spiritual or social aspects of 
care and revise the Priorities for Care End of Life care plan according 
to the results. 

 Consider the feasibility of establishing a Neighbourhood Hub in 
conjunction with Cornwall Hospice Care. 

 Focus education on Anticipatory Medication Guidelines to promote 
safer prescribing practice  

 Introduce a 7 day SPEOL team service.  
 Embed the concept of Advance Care planning particularly with the non-

malignant disease population. 
 
9.6 Care is coordinated 

 
9.6.1 Current Provision 

 There are no shared records across settings of care. 
 The hospital SPEOL Team work closely with community services for 

patients that are discharged into the community e.g. community 
nurses, community palliative care teams. GPs, community matrons. 

 Kernow Health operating as Cornwall 111, Integrated Urgent Care 
Service provides a dedicated Palliative Care Line in the out of hour’s 
period.  This is for patients that are considered EOL and have been 
given a copy of the information leaflet and have a Special Patient Note 
written by their GP.  Palliative care patients and carers can call the 
direct number with the aim to respond to their concerns within 10 
minutes. Cornwall 111 is an an active member of the Cornwall EOL 
strategy group. 

 There is regular attendance from by the RCHT EOL service lead or 
CNS at the Cornwall and Isles of Scilly End of life Strategy Group 
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meeting and participation in the End of Life Vision and Action Plan for 
Cornwall. 

 There are planned meetings with RCHT bereavement and EOL 
services, CFT, OOHs services and the coroner’s office to map and 
improve the pathway of patients after death. This will feed into the 
Trust transfer and discharge guidelines. 

 A new Royal Cornwall Hospital Paediatric End of Life Strategy 2018-
2021 has recently been approved. 

 There is regular attendance from by the SPEOL team at the Cornwall 
End of life Education Group meeting and full participation in the End of 
Life Education Strategy for Cornwall. There is collaborative working 
between CFT/RCHT and Cornwall Hospice Care to develop a 
programme of shared learning for clinical staff delivering End of Life 
Care across the county. This will ensure a workforce that is 
appropriately trained to provide excellent End of Life care for the 
people of Cornwall. 

 
9.6.2 Areas to be progressed. 

 An electronic platform for care planning has been commissioned by 
Kernow CCG and the project awarded to Co-ordinate My Care, a 
platform initially used at the Royal Marsden Hospital and widely used in 
an around London. This will support Advance care planning going 
forward. 

 Working with Community Partners, update the End of Life discharge 
and transfer guidelines to address the issues that have been identified 
through the incident reporting system Datix and to provide seamless 
cross boundary End Of Life Care.  

 Ensure that RCHT is actively represented in Shaping our Future plans 
for EOL care. 

 
9.7 All Staff are Prepared to Care  

 
9.7.1 Current Provision 

 The SPEOL team has recently been expanded and has 5.8 WTE 
specialist nursing staff in post (6WTE FML) and continue to act as an 
expert resource providing opportunistic education, support and advice 
to colleagues as an integral part of their role 

 Alongside mandatory and induction training the SPEOL team is 
working to deliver bespoke End of Life education 

 The Trust has recently delivered a ‘Recognising dying study Day’ 
focusing on the challenges of achieving high quality End of Life Care to 
patients dying from non-malignancies. There were presentations from 
primary care, SWAST and Cornwall hospice care with a strong 
emphasis upon the need for good communication to enhance the 
patient’s journey. There was good attendance from primary and 
secondary care  

 The SPEOL team  is working with the wider community to develop a 
cross boundary blended learning programme for core competencies in 
End of Life Care  
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 The SPEOL team are working with Occupational Health to provide 
regular reflective debrief sessions for staff. This will enable case based 
review of complex and difficult professional experiences with the aim of 
providing staff with emotional support. 

 The Palliative Link Forum has been running in the trust for over 15 
years. In 2016 it became the Palliative/EOLC link nurse forum to 
ensure best use of resources. Education is provided quarterly by the 
SPEOL team and expert guest speakers. The forum is well attended. 
An ambition of the forum is to provide impetus to the link practitioners 
to undertake a project in their area that will ultimately enhance the end 
of life experience for patients and their family/friends. 

 The Cancer Information Centre (COVE) supports Sage and Thyme 
training.    This is available for staff seeking communication training. 

 RCHT has recently added End of Life to its non-clinical mandatory 
training for public facing staff. 

 The SPEOL team are sighted on all complaints relating to End of life 
care to identify opportunities for reflection and learning and emerging 
themes for service improvement  

 The SPEOL team are informed of all incidents that have been reported 
electronically and are relating to EOLC to identify areas for service 
improvement.  

 Trust TEP education for junior medical staff incorporates the legal 
considerations relevant to completing the form  

 The Trust recently supported a Grand Round event incorporating the 
legal aspects of TEP completion.  

 
 
9.7.2 Area to be progressed 

 Increase the Sage and Thyme course capacity to fulfil the training 
needs of nursing staff and those regularly dealing with distress at End of 
Life. 

 Develop a blended learning approach for End of Life Education 
cooperating with partners across the county based on the Skills for 
Health Core Skills Education Framework. 

 Communication skills training for medical staff. 
 

9.8 Each Community is prepared to help 
 
9.8.1 Current Provision 
 The Trust recently supported Dying Matters week with the SPEOL team 

manning a display at the hospital entrance engaging with staff and visitors 
to discuss End of Life. 

 The Cove cancer centre has strong links with community groups who offer 
support to patients upon discharge  

 The Cove cancer centre has a volunteer base who are trained to provide 
level 1 psychological  support and signpost patients to relevant agencies 
e.g. benefits  

 RCHT has a large volunteer base including a group of volunteers that 
support dementia patients, some of who may be approaching end of life  
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 RCHT Pastoral Care team has volunteers who work within the hospital 
supporting patients at End of Life  

 There is a Macmillan Practice Nurse Facilitator who is employed by RCHT 
and has developed a practice nurse course for patients living with cancer 
as a long term condition. This incorporates some generic skills i.e. 
communication skills training that are transferable to other patient groups. 
This course enables patients to feel more supported by their primary care 
team on discharge  

 RCHT links with Healthwatch Cornwall via the End of Life Group and the 
End of Life Strategy Board. 

 
9.8.2 Areas to progress 
 In conjunction with the EOL Education sub-group establish a 

‘Compassionate Communities’ project(s) across Cornwall These projects 
in other areas have evidenced improvements in care, avoidance of 
admissions, and better achievement of Preferred Place of Care at end of 
life. 

 Explore the feasibility of introducing a Community Based Volunteer service 
to support patients at end of life.  

 Secure a patient representative on the Trust End of Life group 

10. Implementation and Action Plan 
10.1 Implementation of this strategy will be monitored by the End of Life Care 

Group which will review and update the related action plan at each meeting. 
Reports and verbal updates will also be received by the End of Life Care 
Group.  

10.2 This strategy will be available on the Trust Documents Library and circulated 
via the  Policies and Guidelines Bulletin. 

11. Monitoring compliance and effectiveness  
 
Element to be 
monitored 

Areas to progress within the 6 Ambitions 
 

Lead EOL Lead 
 

Tool Strategy Action Plan 
Frequency Every 2 months 
Reporting 
arrangements 

The Action Plan will be reviewed at the EOL Group meeting 
every 2 months. This will be a standard Agenda Item. 

Acting on 
recommendations  
and Lead(s) 

The EOL Group will identify subsequent recommendations 
and action planning for any or all deficiencies and 

recommendations for completion within reasonable 
timeframes 

 
 

Change in 
practice and 
lessons to be 
shared 

How will system or practice changes be implemented the 
lessons learned, and how will these be shared. 

 
Possible wording to use for this column.  

Required changes to practice will be identified and actioned 



 

End of Life Strategy 2018 - 2021 

Page 19 of 25 
 

within an identified timeframe.  A lead will be identified to take 
each change forward where appropriate.  Lessons will be 

shared with all the relevant stakeholders 

12. Updating and Review 
12.1. This strategy will be updated in 3 years.  

13. Equality and Diversity  
13.1. This document complies with the Royal Cornwall Hospitals NHS Trust 
service Equality and Diversity statement which can be found in the 'Equality, 
Diversity & Human Rights Policy' or the Equality and Diversity website. 

13.2. Equality Impact Assessment 
13.3. The Initial Equality Impact Assessment Screening Form is at Appendix 1. 
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Appendix 1. Governance Information 

Document Title End of Life Strategy 
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Date Valid From: 11th January 2019 

Date for Review: 30th November 2021 

Directorate / Department responsible 
(author/owner): 

Louise Dickinson Associate Chief Nurse, 
EOL Lead  

Contact details: 01872254993 

Brief summary of contents 

This is a strategy to support the delivery of 
high quality end of life care by raising 
awareness of end of life care in an acute 
hospital setting, describing how care will 
be delivered to patients approaching the 
end of life, describing the education and 
training that will be provided to staff and 
the contribution RCHT will make to 
partnership working.  

Suggested Keywords: 
End of Life, Palliative Care, Terminal 
Illness 

Target Audience 
RCHT CPFT KCCG 
   

Executive Director responsible for 
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End of Life Strategy V2. 
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Divisional Manager confirming 
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Louise Dickinson 

Name and Post Title of additional 
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Document Library Folder/Sub Folder Clinical / General 

Links to key external standards NICE EOL Quality Standards 2017 
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NICE EOL Quality Standards 2017 
(standards  
DOH (2008) End of Life Strategy 
Promoting high quality care for all adults at 
the end of life 
NHS England (2014) Actions for End of 
Life Care 2014 -2016 
National Palliative and End of Life Care 
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and End of Life Care: A national framework 
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Training Need Identified? No 

 
Version Control Table  
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No 
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March 
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This document is only valid on the day of printing 
 

Controlled Document 
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Are there concerns that the policy could have differential impact on: 
Equality Strands: Yes No Unsure Rationale for Assessment / Existing Evidence 
Age  x   

Sex (male, 
female, trans-gender / 
gender reassignment) 

 x   

Race / Ethnic 
communities 
/groups 

    x   

Disability - 
Learning disability, 
physical 
impairment, sensory 
impairment,  mental 
health conditions and 
some long term health 
conditions. 

 x   

Religion / 
other beliefs 

   x   

Marriage and 
Civil partnership 

   x   

Pregnancy and 
maternity 

 x   

Sexual 
Orientation, 
Bisexual, Gay, 
heterosexual, Lesbian 

   x   

You will need to continue to a full Equality Impact Assessment if the following have 
been highlighted: 

 You have ticked “Yes” in any column above and 

 No consultation or evidence of there being consultation- this excludes any policies which have 
been identified as not requiring consultation.  or 

What was the 
outcome of the 
consultation? 

 

7. The Impact 
Please complete the following table. If you are unsure/don’t know if there is a negative 
impact you need to repeat the consultation step. 
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 Major this relates to service redesign or development 

 
8. Please indicate if a full equality analysis is recommended. Yes   No 

 
  X   
 

9. If you are not recommending a Full Impact assessment please explain why. 
 
 
No concerns identified. 
 
 
Signature of policy developer / lead manager / director 
 
 

Date of completion and submission 
 

Names and signatures of 
members carrying out the 
Screening Assessment  

1. Louise Dickinson 
2. Human Rights, Equality & Inclusion Lead 
 

 

 
 

 
Keep one copy and send a copy to the Human Rights, Equality and Inclusion 
Lead  
c/o Royal Cornwall Hospitals NHS Trust, Human Resources Department, Knowledge 
Spa,  Truro, Cornwall,  TR1 3HD     
 
This EIA will not be uploaded to the Trust website without the signature of the 
Human Rights, Equality & Inclusion Lead.                                                    
 
A summary of the results will be published on the Trust’s web site.  
 
 
Signed __ _____________ 
 
Date ________________ 
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Appendix 3   

  

 

End of Life Care Strategy 2018 ‐ 2021         Action Plan

Priority 1  1 year
Priority 2  2 years
Priority 3 3 years

No.  Recommendation/Action Priority Progresss Update RAG

1 Review compliance with EOLC planning.  1

2 Embed the concept of Advance Care planning particularly
with the non‐malignant population.

3

3 Focus education on Anticipatory Medication Guidelines
to promote safer prescribing practice 

2

4 Extend the education programme to incorporate
communication skills  and spirituality.

1

5 Devise and introduce a TEP education programme for all  
staff.

1

6
 Increase the Sage and Thyme course capacity to fulfi l  the 
training needs  of nursing staff and those regularly 
dealing with distress  at End of Life.

1

7
Develop a blended learning approach for End of Life 
Education cooperating with partners  across  the county  1

8 Formalise  junior doctor medical  training  1

9 Support the introduction of an electronic shared record 2

10 Introduce a 7 day SPEOL team service 1

11
An EOL dashboard will  be introduced which captures  the 
disease substrate for referral  into the Specialist 
Pall iative Care Service. 

1

12
Regular representation from Non‐malignant Long Term 
Conditions  or eldercare on will  be evident at the End of 
Life Group meetings. 

1

13
A Mechanism needs  to be identified which can capture 
and audit data relating to preferred place of care. 1

14 We will reduce the number of Fast –track applications
that are rejected on the grounds  of lack of evidence. 

1

15

Working with Community Partners, update the End of Life 
discharge and transfer policy to address  the issues  that 
have been identified through the incident reporting 
system Datix and to provide seamless  cross  boundary 
End Of Life Care. 

1

16

There are inconsistencies  in patients  achieving their 
preferred place of care. A more focussed workforce and 
more detailed analysis  of delays  stil l  requires  
completion.

2

 

17

With Community partners  provide a formal  publicly 
available statement/commitment that enables  patients  
and families  to understand the care they should expect to 
receive at End of Life.

1

18
In conjunction with the EOL Education sub‐group 
establish a ‘Compassionate Communities’ project(s) 
across  Cornwall  

3

19 Joint working with the Learning Disability team regarding 
provision for those patients  with Learning Disabil ities.

1

Personalised Care Planning

Education and Training

Shared Records 

24/7 Access

Evidence and Information

Co‐design

20 Explore the feasibil ity of introducing a Community Based 
Volunteer service to support patients  at end of l i fe. 

1

21 Ensure that RCHT is  actively represented in Shaping our 
Future plans  for EOL care. 1

23 Secure a patient representative on the Trust End of Life 
group 1

Leadership
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