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Executive Summary 
 

1. Purpose of the report 
The purpose of this report is to provide a comprehensive summary of activities and outcomes of the Renfrewshire 
Macmillan Palliative Care Project Jan 2014 - March 2017.  Work undertaken in 2014 and 2015 can also be found in 
Year 1 and Year 2 reports in more detail. 
 

2. Overview 
The Renfrewshire Macmillan palliative care project started in January 2014 and closes on 31st March 2017 when 
funding concludes.  The team were asked to “redesign delivery of palliative care services through integration of 
supportive and palliative care approaches into mainstream primary & community care service provision”. 
 

Many people in Scotland who could benefit from palliative and end of life care (PEOLC) do not currently receive it. 
The Strategic Framework for Action on PEOLC aims to ensure that by 2021 everyone who needs palliative care will 
have access to it.  We sought to improve consistency and reduce variability in community palliative care in all settings 
and all conditions, testing ways to develop our vision of a consistent response, so that no-one is missed, that gives 
people with palliative care needs, and their families, the opportunity to identify and discuss their concerns as well as 
plan ahead, should they wish to do so. 
 

3. Aims and Objectives 
Aiming to promote equal opportunities for holistic person centered assessment, access to services and support via 
the introduction of a model of care that identifies and streams people with palliative care needs offering a proactive, 
coordinated, integrated model for palliative or any complex care that is fit for the future. 
 After engaging with local staff and public (climate surveys, palliative care timeline and an open space event) we used 
the intelligence gained to design and test potential redesign options and formulate a vision. 
 

Feedback from staff engagement: 
 

“Quality of assessment should not be personality dependant”  
 

“There is difficulty meeting the needs of complex patients with multimorbidity-it needs coordination”  
 

The focus has been on developing a 'standard response' for those on a GP practice palliative care register who have 
new or changing palliative care needs.  This involves discussion at a new integrated weekly meeting of health and 
social care professionals (named service representatives attend from community nursing, rehabilitation and 
enablement service, care at home, social work, specialist palliative care and crucially administration staff) to facilitate 
coordination and resource allocation to help pro actively meet these needs as well as those of the carer.  
 

4. Outputs - WISeR palliative care 
Working with a small number of local GP practices since March 16, the approach has been refined, the work from 
March to August 2016 is reported elsewhere (please see embedded report).  In September 2016 we established the 
new integrated weekly meeting (Weekly Integrated Standard Response - WISeR palliative care). As part of the new 
approach GP practices are asked to categorize patients with any condition who are on the palliative care register as 
being Red, Amber or Green: 
Red - Those who have had sustained irreversible decline or sudden severe irreversible decline – may be expected to 
live for a few weeks. 
Amber - Those whose condition is deteriorating (due to irreversible causes) and whose need for palliative care is 
clearly changing - may be expected to live for a few months. 
Green – Those, whose condition and their need for palliative care is not currently changing, may also be expected to 
live for six months or more. 
 

The practice then shares their AMBER list with the WISeR palliative care meeting.  The patients are discussed and 
allocated to the appropriate service so that they can be pro actively assessed and a person centred holistic 
assessment can take place.  The carer will also be identified and a direct referral to the new adult support worker 
team at the Renfrewshire Carers Centre will be discussed and made with the carer’s agreement. 
 

As our vision has expanded we have started work on what a 'standard response' could be for those people identified 
as 'stable' (green) but on the register with a focus on social support, building resilience and early access to 
community based and third sector services.  For people identified as being in the last stages of life (red) service 
responses are already well established within GP, community nursing and specialist services.  In all strands there is 
an emphasis on holistic, person centred assessment, using the Concerns Checklist, and a new patient and carer 
resource called About Me and My Care. 
 
 
 
 
 
 

http://www.gov.scot/Resource/0049/00491388.pdf
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There are 3 main outputs from the project all of which underpin the Standard Response work, a brief summary of 
each is below. 

•  About Me and My Care 
 

Feedback from public engagement: 
 

“I worried I would miss something and there would be negative consequences and it would be my 
fault.  I felt like I was directing care but without the right information to do it well”  

A resource for patients and their families designed to provide information and resources to help with co-ordination of 
care and support Advance Care Planning should they wish it. 

• Electronic Concerns Checklist Resource 

 

Feedback from public engagement: 
 

“Finding information and services is one of the most difficult parts of caring”  
  

An online signposting and information tool designed to support Holistic Needs Assessment by assisting Health and 
Social Care professionals help people manage concerns they identify using the Concerns Checklist. 

 

• Palliative Care Training Calendar 

 

Feedback from staff engagement: 
 

“We need staff training to have the skills to care for complex patients”  
          

Developed to make it easier for health and social care staff within Renfrewshire to find out what palliative care 
training is available across NHS GG&C, the calendar is collated and distributed via email every 3 months and 
currently sits on the NHS GG&C palliative care website. http://www.palliativecareggc.org.uk/?page_id=1013 
 

5. Evaluation 
We have captured an insight into how this model works.  We are learning from the experience of the professionals 
involved and from observing the outcomes for patients as the WISeR meeting develops.  A number of improvements 
have still to be made.  However, it appears this model has the potential to impact on a number of government and 
local strategies, offering a proactive, coordinated, integrated model of palliative, or complex, care fit for the future. 
 

Immediate Outcomes Midterm outcomes Long term strategic outcomes 

More coordination, joint working 
and problem solving in MDT 

Preventing the preventable 
crisis 

Reduction in unscheduled care 

Consistent opportunities to 
access care, support and 
services 

More opportunities for 
equitable care 

Preventing inequality 

More carers identified and linked 
into carers centre 

Improved recognition of carers 
needs 

Support the health and wellbeing of 
carers 

Align multi disciplinary services 
around GP clusters 

Supporting the development 
of GP clusters 

Delivery of well coordinated care that 
is timely and appropriate to people’s 
needs 

 

“The big positive is that it is an MDT approach in a service where they (other services) don’t talk to 
each other routinely.  Getting to know each other and what others do is a huge bonus for staff and 
patients” - WISeR member 
 

“We have already proved that this has prevented crisis, it is helpful that we are getting all this 
information” - WISeR member 
 

“Time saving for the doctor as you can feel confident you are passing their (the patient and their 
family) needs on and these will be dealt with” - Participating GP 
 

“Knowing you can pass holistic needs over to others and they will be taken care of makes a big 
difference to us” - Participating GP 

 
 
 
 
 

http://www.palliativecareggc.org.uk/?page_id=1013
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6. Recommendations 

 

As the project draws to a close we have received very positive feedback from Health Improvement Scotland (HIS) 
who have expressed an interest in sharing this model with the rest of Scotland as “it’s the kind of work that the 
Scottish Government’s Strategic Framework of Action for Palliative and End of Life Care wants others to 
replicate” (Improvement advisor HIS).  
 

The following recommendations have been made to our local senior management team to make sure local 
momentum is not lost on this valuable work: 

• Support a phased roll out to the remaining 28 GP practices. 

• Continue with a GP cluster based approach. 

• Early engagement with the new Practice Quality leads and Cluster Quality leads. 

• Secure buy-in from the heads of service and team leads to release staff for the weekly meeting. 

• Continue to build on strong relationships with specialist palliative care services. 

• Recognising the time and resources required to support and train staff around the introduction of new tools  
     and ways of working, building in the support required around managing that change, whilst recognising this  
     requires a change in attitudes and cultures as well as behaviours and practice. 

• Vital to the success of this is appropriate administrative support within GP practices and crucially the HSCP to 
             support the WISeR meeting(s).  This is a Band 3 admin role which going forward would benefit from being    
             split into two part time posts to allow for cover.  Throughout the project the current Band 3 admin had  
             completed the work required to set up the current process and identified the time required in maintaining the  
             role.  Time requirements are low at the moment however this will grow as the remaining 28 GP practices  
             within Renfrewshire come on board and the required number of WISeR palliative care meetings are started. 
         
These recommendations can be implemented within existing local structures and with existing local clinical staff.  The 
WISeR model promotes new ways of working for existing staff providing a common language and forum to identify 
changing needs and work in an integrated, proactive, person centred way.  In return for the relatively small investment 
of the required administrative support the potential impact on outcomes for patients and on integrated working could 
be transformational.  Should our recommendations be endorsed we have an offer of support from HIS, including 
advice and support around demonstrating impact, turning information into intelligence for evaluation and health 
economist support to calculate potential cost savings. 
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Renfrewshire Macmillan Palliative Care Project Year 3 Final Report                   
March 2017 
 

Project Lead Susanne Gray 

Service Administrator(s) Alison McGill 

 

1. Introduction 

 
1. Purpose of the report 

The purpose of this report is to provide a comprehensive summary of activities and outcomes of the Renfrewshire 
Macmillan Palliative Care Project Jan 2014 - March 2017.  Work undertaken in 2014 and 2015 can also be found in 
Year 1 and Year 2 reports in more detail. 
 

2. Overview 
The Renfrewshire Macmillan palliative care project started in January 2014 and closes on 31st March 2017 when 
funding concludes.  The team were asked to “redesign delivery of palliative care services through integration of 
supportive and palliative care approaches into mainstream primary & community care service provision”. 
 

Many people in Scotland who could benefit from palliative and end of life care (PEOLC) do not currently receive it. The 
Strategic Framework for Action on PEOLC aims to ensure that by 2021 everyone who needs palliative care will have 
access to it. We sought to improve consistency and reduce variability in community palliative care in all settings and all 
conditions, testing ways to develop our vision of a consistent response, so that no-one is missed, that gives people 
with palliative care needs and their families, the opportunity to identify and discuss their concerns as well as plan 
ahead, should they wish to do so. 
 

3. Team Structure and setting 

The Renfrewshire Macmillan Palliative Care Project team, is a multidisciplinary team consisting of the following people: 

Name Designation Hours 

Susanne Gray Macmillan Nurse 1 WTE 

Katie Clark GP Palliative Care Facilitator 4 sessions per week (2 sessions 
per week from September 2016) 

Cathy Quinn Macmillan Palliative Care Facilitator 1 WTE 

Jackie Mearns Macmillan Clinical Effectiveness 
Facilitator 

0.6 WTE 

Alison McGill Macmillan Administrator 1 WTE 
 

The team did not carry clinical caseloads throughout the project which allowed them to engage, support and liaise with 
a wide range and variety of staff in all care setting in Renfrewshire. The team themselves were advised and supported 
by a steering group and operational group. 
 

2.  Aims and Objectives 
 

 

1. Aims and Objectives 

After engaging with local staff and public (climate surveys, palliative care timeline and an Open Space Event) we 
used the intelligence gained to design and test potential redesign option and formulate a vision. This report uses a 
summary of that feedback, more complete information can be found in the embedded documents. 

Feedback from staff engagement: 

“Quality of assessment should not be personality dependant”  
“There is difficulty meeting the needs of complex patients with multimorbidity-it needs coordination”  
 
Our overarching aims are: 

1. Continuous improvement of palliative care in all community settings 
2. Making palliative care every bodies business 
3. Enhance continuity and reduce variation 

http://www.gov.scot/Resource/0049/00491388.pdf
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3. Outcomes Against Aims and Objectives 

 

The project team have successfully delivered on each of the agreed project aims.  This section of the report will focus 
on a brief description of the outputs and outcomes and further detailed information can be found in the embedded 
evaluation reports. 
 

You said: 
 

 
We did: 
 

• Palliative Care Training Calendar 

Developed to make it easier for health and social care staff within Renfrewshire to find out what palliative care training 
is available across NHS GG&C, the calendar is collated and distributed via email every 3 months and currently sits on 
the NHS GG&C palliative care website. 

Realised that a lot of training available but people not aware 

          

Approached education providers and pulled together what they offer into one 
calendar which is located online  with reminders and prompts sent out quarterly- 
Renfrewshire Palliative Care Training Calendar 

Project team plugged local gaps: DNACPR, Nurse Verification of Expected Death 
(VoED), Sage and Thyme Communication Training, Syringe Driver Competencies 
and palliative care induction for care at home staff 

Tea and Topic 

 
 
 
 
 
 
 
 

These fall into 2 key strands, with agreed objectives and progress detailed in the table below: 
 

Improving patient experience Progress Education Progress 

Develop and test an electronic 
resource to facilitate navigation of the 
NHS 

Complete Develop and test a Renfrewshire Palliative 
Care Training Calendar 

Complete 

Explore the role of  the Concerns 
Checklist (a holistic needs assessment 
tool) in reducing variability by providing 
a consistent person centred approach 
to assessing patients with palliative 
care needs 

Complete Deliver a range of training on palliative care 
tools and frameworks to support palliative care 
practice. 

Complete 

Develop and test a pack  to support 
patients and their families with the 
informal coordination of care, 

Complete Initiate regular lunchtime training sessions on a 
wide range of palliative care topics- Tea & 
Topic (hosted by ACCORD Hospice) 

Complete 

 
2. Redesign 

As well as finalising and testing the resources mentioned above (development and progress is described in previous 
reports), the focus in 2016/17 has been on developing a redesign based on a 'standard response' for those on a GP 
practice palliative care register who have new or changing palliative care needs.  Aiming to promote equal 
opportunities for holistic person centred assessment, access to services and support via the introduction of a model 
of care that identifies and streams people with palliative care needs offering a proactive, coordinated, integrated 
model for palliative or any complex care that is fit for the future. 

One of the top 

priorities at 

open space 
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You said: 

 
 
We did: 

• About Me and My Care 

A resource for patients and their families designed to provide information and resources to help with co-ordination of 
care and support Advance Care Planning should they wish it. 

Produced LEAFLETS –  Useful contacts, Information for carers, Finances-costs and 
benefits, Going into and coming home from hospital, Who provides care 

 

Produced RESOURCES-  My Questions, My Appointments, My care-who is 
involved and how to contact them, My what matters to me  

Includes advance planning document- Thinking ahead and making plans 

 
You said:  
 

 
 

 
We did: 
 

• Electronic Concerns Checklist Resource 

An online signposting and information tool designed to support Holistic Needs Assessment by assisting Health and 
social care professionals help people manage concerns they identify using the Concerns Checklist. 

Created a resource based around an established and validated Concerns Checklist 
– a holistic needs assessment.  

 
 

 
This developed into an electronic resource which is hosted online and has self 
management information as well as support for professionals- electronic 
Concerns Checklist (eCCR) 

Links with ongoing local and national (NHS 24) service directory work 

www. palliativecareggc.org.uk/eccr  

 
 
 
 
 
 
 
 
 
 
 

54% of staff rely on 

information from the 

patient/family Only 10% felt the 

patient/family 

prepared to provide 

information 

We need a 

service 

directory 
It’s hard to 

navigate 

health and 

social care 

services 

http://www.palliativecareggc.org.uk/eccr
http://www.palliativecareggc.org.uk/eccr
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You said:  

 
We did: 
 
Redesign-Standard Response for patients with NEW or Changing palliative care needs - WISeR palliative care 
 
The focus has been on developing a 'standard response' for those on a GP practice palliative care register who have 
new or changing palliative care needs. Working with a small number of local GP practices since March 16, refining the 
approach, the work from March to August 2016 is reported elsewhere (please see embedded report).   
In September 2016 (we established the new integrated weekly meeting (Weekly Integrated Standard Response-
WISeR palliative care). GP practices are asked to categorize patients with any condition who are on the palliative 
care register as being Red, Amber or Green: 
Red - Those who have had sustained irreversible decline or sudden severe irreversible decline – may be expected to 
live for weeks. 
Amber - Those whose condition is deteriorating (due to irreversible causes) and whose need for palliative care is 
clearly changing - may be expected to live for months. 
Green – Those, whose condition and their need for palliative care is not currently changing, may also be expected to 
live for six months or more. 
 

The practice then shares their AMBER list with the WISeR palliative care meeting, a new integrated weekly forum of 
health and social care professionals (named service representatives attend from community nursing, RES, care at 
home, social work, specialist palliative care and crucially administration staff) to facilitate coordination and resource 
allocation to help pro actively meet these needs as well as those of the carer. Patients are discussed and allocated to 
the appropriate service so that they can be pro actively assessed and a person centred holistic assessment can take 
place. The carer will also be identified and a direct referral to the new adult support worker team at the Renfrewshire 
Carers Centre will be discussed and made with the carer’s agreement. 
 
As our vision has expanded we have started work on what a 'standard response' could be for those people identified 
as 'stable' (green) but on the register with a focus on social support, building resilience and early access to community 
based and third sectors services. For people identified as being in the last stages of life (red) service responses are 
already well established within GP, community nursing and specialist services.  
 
 

DN’s  GP

CNS

GAEL

Individual end 

of life

Care Plan

Reassess 

Carer Needs

HNA / PACK

Lead Assessor

MDT

Feedback 

WISeR

MDT Discussion 

eCCR

Social 

Prescribing

HNA & Pack

GSFS

Palliative 

Care

Register

Renfrewshire

Carers

Centre

Feedback

Stable

Rapid deterioration  

Feedback

Deteriorating Needs

Feedback

R I P 

&

Bereavement

Services

eCCR

Transforming care after 

treatment

r

Macmillan 

Pathway 

coordinator

 
 

The Vision 

A consistent approach, so that 

no one is missed, that gives 

people with palliative care needs 

and their families the opportunity 

to identify their concerns and to 

plan ahead, should they wish to 

do so. 

Major theme emerged 

around lack of 

consistency and need 

for equity. 
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Service Redesign 
In all strands there is an emphasis on holistic, person centred assessment, using the Concerns Checklist, eCCR and 
About Me and My Care. This model pulls together all aspects of the project work redesigning delivery of palliative care 
services through integration of supportive and palliative care approaches into existing mainstream primary & 
community care service provision. This redesign is implemented within existing local structures and with existing local 
clinical staff. The WISeR model promotes new ways of working for existing staff providing a common language and 
forum to identify changing needs and work in an integrated, proactive, person centred way. In return for the relatively 
small investment of the required administrative support the potential impact on outcomes for patients and on 
integrated working could be transformational. 

“it’s the kind of work that the Scottish Government’s Strategic Framework of Action for Palliative and 
End of Life Care wants others to replicate” (Improvement advisor HIS). 

4. Service Evaluation 

Evaluation has been a major aspect of the project for the last 15 months. Below is a summary of key findings of the 
evaluation of all project outputs. More comprehensive information can be found in the embedded reports. 

Renfrewshire Palliative Care Training Calendar 

At the end of 2016 we conducted a webropol survey with all staff who received the training calendar every 3 months. 
74 people responded (n=74). 54/74 knew about the calendar with staff ranking all aspects of this resource as very 
useful including content/ colour coding and contacts.  The source of awareness of this resource (31/54) came from 
email via Project Secretarial Administrator, closely followed by word of mouth. (14/54).The majority of staff  (49/54) 
said that it influenced their ability to find the palliative care training available going on to say: 

‘made it easier to locate’ 
‘reduces time looking on different sites’ 
‘Being aware of what is available for myself and my staff, which we would otherwise miss out on’ 
 

11/20 who did not know about the calendar work in Care Homes. We know from discussion that Care Home managers 
are not routinely sharing or displaying the calendar, instead they use it to allocate training based on their knowledge of 
staff training needs. This could be improved by finding better ways to promote and share the calendar in Care Homes. 
It is worth noting that when asked, respondents rated their overall awareness of palliative care training available as low 
prior to receiving the calendar, and 59% of respondents have accessed training as a direct result of using the calendar. 

‘I was unaware of some of the training available, so it helped me to access things’ 
 

Tea & Topic 

Tea & Topic is an hour long, over lunchtime, monthly palliative care master class facilitated by experts in their field. We 
started these in October 2014, and Tea & Topic has now been offered to staff 23 times. Below is a summary of 
attendance. 

Number of Tea & Topic sessions Number of attendees Evaluation ≥8/10 

23 288 177/ 201 completed evaluations 
(69.7%) 

 
Attendance at Tea & Topic has been sporadic, therefore as part of our evaluation we sent a webropol survey to staff 
who receive the training calendar, 36 people responded. The highest number coming from GP’s (n=15) and 
Community Nurses (n=8).  34/36 respondents knew about the Tea and Topic Sessions.  Respondents highlighted that 
work commitments (n=28) and time (n=15) were the top factors stopping them attending some or all of the sessions.  
With one respondent going on to say ‘Impossible in working day, don’t even get proper lunch break One partner down 
out of 3 for 6 months but even before this!’.  Another suggesting ‘Would be better to attend if out of hours’. It would 
appear that staff know about Tea & Topic and have described difficulties they encounter in attending. However, when 
staff are able to attend the opportunity is there to learn from experts and to improve practice, see some feedback from 
staff below: 
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Session Facilitator Comments from attendees 

6 must dos for older adults Kingsleywood & Co Solicitors “Brilliant session, massively applied 
now in practice for both older and 
younger people” 

Cancer Cachexia Professor Rosemary Richardson “Unfamiliar ground here and now 
able to have more informed 
conversations with patients and 
make suitable referrals” 

Oral health and wellbeing in cancer 
and palliative care 

Pertina Sweeny, and Nicholas 
Beacher  Specialist Dentists 

“i now have good clinical reasoning 
for making requests (for artificial 
saliva replacements)” 

About Me and My Care 

A major success of the project is About me and My Care. Without exception every professional, carer and member of 
the public with whom we have shared the pack is incredibly enthusiastic about its use for patients and carers. We have 
conducted 3 small scale evaluations: 

1. With Transforming Care After Treatment (TCAT) patient experience panel (n=5) 

2. With former carers (n=2) 

3. DN service and the TCAT project team (n=14) 

About Me and My Care evaluated very highly from both lay person and staff perspective. Some concerns were raised 
which were mainly about the pack design and these have been picked up in the latest version: 

• Durability of pack - resolved by the addition of a plastic coating on updated version of the cover 

• Security of the pack in terms of how the leaflets fit - resolved by making the pockets deeper with a reduced 
capacity 

• Wording of some leaflets amended based on feedback 

Overall the feedback was very positive: 

“”everything in one pack, not everyone can talk about issues, so writing them down makes it easier” 

“often difficult for patients/cares to take in information- back up what is said. Patients often forget questions” 

“patient centred- ie what matters to the patient” 

“i would have really liked to use this as it was hard for me to say what mattered to me” 

eCCR 

In order to test the eCCR we sought volunteers from the DN service and the Transforming care after Treatment (TCAT 
project) to use scenarios to identify patients concerns then use the eCCR to find information, sign post and care plan, 
15 participants took part. The eCCR was very well received for a first draft. 100% of participants liked the overall 
design, layout and language used in the resource and they also stated that the eCCR helped them to find information 
regarding concerns. Despite small numbers involved in testing, evaluation is extremely positive; 

'Takes you directly to the information required instead of scrolling through lots of information to find what you need.' 

 'Does the work for you! Saves you having to externally find information.  Takes you to what you need.' 

'This is a key bonus to the document' (external links) 

'Very colourful, inviting and easy to understand' 

Like all directories, unless maintained the eCCR will become out of date. Therefore in order to ensure sustainability we 
have been linking in to the national work with NHS 24 in developing a national service directory which is likely to 
employ a similar approach to the eCCR with a self assessment option based around the Concerns Checklist. 

WISeR palliative care 

The WISeR palliative care meeting 

The weekly meetings started on the 28th September 2016. Attendance had been excellent from all services. We 
observed the development of the meeting over the first 15 weeks using an event log to record our observations. When 
analysed the event log revealed weekly themes that suggest the team were following an expected pattern as they 
found their role and became comfortable working with one another: 
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Week 1 Questions

Week 2 Good attendance

Week 3 Avoiding patient selection/ 

informing patients

Week 4 Consistency

Week 5 Sharing

Week 6 Turning Point

Week 7 Feedback to GPs

Week 8 Frustration

Week 9 Staff Barriers

Week 10 Not all reps prepared

Week 11 Breakthrough and Realisation

Week 12 Joint Problem Solving

Week 13 Falling into Place/Professional 

relationships building

Week 14 Wanting More

Week 15 Ownership/Running with it

Observation of the WISeR Team 
Weeks 1-15

Teamwork Theory: Tuckmans 
Stages of Group Development

 

Following the meeting each week, staff completed an opinion matters survey asking them their thoughts on the 
structure, function and purpose of the meeting. In total 45 completed opinion matters were analysed. The majority 
strongly agreed that the meeting was supportive in team communication, feeling valued, and their own role in palliative 
care and improving outcomes for patients and carers. 

The majority also said that the meeting was “just right” in terms of length, frequency and content and that it was too 
early in the process to suggest improvements.  When asked what hat they liked most 42 comments were made: 
communication (n=16), information sharing (n=15), networking (n=11) and joint working (n=8). In terms of what they 
liked least 12 comments were made: nothing (n=5), too soon to tell (n=2), time pressures (n=2) and environment (n=2). 
We have asked staff to allocate 1 hour for the meeting. The intention is that the meeting is very focussed on 
coordination of care and resource allocation, at first the meeting took the hour, however as processes became slicker 
and the initial back log of patients were allocated it now takes around 20-25 minutes. This time would obviously 
increase as more GP practices AMBER lists are added. 

Some of the comments staff made about the meeting are below more detail can be found in the embedded report: 

“less fragmented-thinking of ways to work together” 

“action on issues/concerns which benefits the patient/carer” 

Redesign overall 

We used focus groups and observation to evaluate the work to date, with all doctors in the GP practice (n=6), and all 
professionals who attend the WISeR palliative care meeting (n=5) taking part (please see embedded reports for 
comprehensive summary of the feedback from both focus groups). Using these methodologies we have captured an 
insight into how this model is working and potential outcomes. We are learning from the experience of the 
professionals involved and from observing the outcomes for patients as the WISeR palliative care meeting develops. 
Overall the response from all professionals involved is overwhelmingly positive recognising that this way of working 
delivers outcomes: 

• Improved /increased access to assessment and services for patients and carers 
“knowing you can pass holistic needs over to others and they will be taken care of makes a big difference to us” 
Participating GP 

• Time savings benefits for GPs initially 
“Time saving for the doctor as you can feel confident you are passing their (the patient and their family) needs 
on and these will be dealt with” Participating GP” 
“getting things sorted in an hour saves me time in the long run chasing things up” WISeR member 

• Crisis prevention 
“we have already proved that this has prevented crisis, it is helpful that we are getting all this information” 
WISeR member 

• Improved communication 
“the big positive is that it is an MDT approach in a service where they (other services) don’t talk to each other 
routinely.  Getting to know each other and what others do is a huge bonus for staff and patients” WISeR member 
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• Improved integrated working and problem solving 
“ I am no longer in a bubble with lots to deal with for this patient, you are all there and its the wider team” WISeR 
member 
 

We did not formally evaluate from a patient or carer perspective, however observation of the WISeR palliative care 
meeting did show that the improvements in information sharing, joint working and problem solving resulted in quicker, 
earlier interventions for patients (examples being: other professions getting involved in care, equipment being ordered 
and staff trying different approaches based on suggestions from other disciplines in the group) and that carers were 
directly linked to the carers centre when previously professionals would not have been so proactive. Use of the 
Concerns Checklist is also positive especially in the identification of unknown needs: 
 

 “we have identified issues that patients and families have that they may not have mentioned to us as nurses. 
They now mention finance etc therefore it can be dealt with” WISeR member 
“prompting them (patients) and giving them the opportunity to say things you might not have heard previously” 
WISeR member 
 

From this it is not unreasonable to conclude that this way of working can improve outcomes for patients and carers 
however this will require further investigation. 
 

“I think a lot of things have been dealt with quicker rather than waiting month to month for GSFS meeting. 
Things which are not particularly urgent maybe lying waiting for these meetings, and can be dealt with quicker 
through WISeR. Weekly meeting picks things up quicker” WISeR member 
 

We have purposefully kept the categorising of patients changing needs simple (see section above describing Red, 
Amber and Green), in essence we are asking the GPs who are you worried about and why. Interestingly when we got 
the first amber list from the practice it contained the details of 18 patients. When this list was shared with the WISeR 
palliative care members it quickly became apparent that 11/18 were currently not receiving any form of health or social 
care service in the community. This was very enlightening information for all and seems to confirm that WISeR 
palliative care presents an opportunity to provide proactive assessment off care needs and concerns ensuring that 
patients and carers are linked into the right care, from the right service at the right time. The realisation that so many 
Amber patients were not currently receiving services opened the discussion around professionals contacting patients 
to arrange to see them for assessment “out of the blue”. This led to the development of an information leaflet for 
patients called “About me and My Care” which describes WISeR palliative care, the benefits for patients and carers 
and how professionals share information (see leaflet which is embedded in this report, it has the same name as the 
pack to help patients and carers understand that it is all part of the same care). When patients are new to the palliative 
care register, as part on their care the GP discusses WISeR, gives the patient and family the leaflet and confirms that 
they are happy for a member of health or social care services to arrange a visit to assess their needs.  
 
It is still early days with this redesign and a number of improvements have still to be made: 

• The way of collating and sharing the Amber list with the GPs  
“not easy, we need an easier format” 

• Formal referral processes can impede “passing the baton” between services in response to patient 
and carers changing needs 
“if there was something identified for SW to do i would require someone to make a formal referral” WISeR 
member 

• The role of all members of the MDT 
 “i think a lot of the needs are health which we would not take forward” WISeR member 
 “meetings giving good outcomes for patients, purely from not being attached to practice i feel im nor giving or 
getting much” WISeR member 

  
Overall there is a sense that this model could and should be rolled out, 100% of participants in both focus groups 
stating they would support this and could see benefits. Their enthusiasm did come with the realisation that roll out 
would require appropriate resources to ensure sustainability: 

 “ I have seen cases in other surgeries where this would be ideal, but its how is this going to work time wise 
and staff wise” WISeR member 
“Advance care planning and outcomes, this is where we should be going. But how we scale that up im not 
sure” WISeR member 
“Weeks 1-4 we had masses of patients, but there were a lot who needed service who hadn’t had it. Now not 
adding many at all. Might be a back log initially then sustainable after that. Will need to front load it staff wise” 
Participating GP 
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Further developments and wider-scale testing are required to confirm results to date and evaluate the impact on 
patients and carers as well as staff.  And finally in the words of one participant when asked if the model could be rolled 
out and expanded: 

“Absolutely, love it, love it works with small group, service users and staff benefits. Would grab it with 
both hands” WISeR member 

 

5. Service Impact 

It appears that WISeR palliative care has the potential to impact on a number of government and local strategies, 
offering a proactive, coordinated, integrated model of palliative, or complex, care fit for the future. 
 

Immediate Outcomes Midterm outcomes Long term strategic outcomes 

More coordination, joint working 
and problem solving in MDT 

Preventing the preventable 
crisis 

Reduction in unscheduled care 

Consistent opportunities to 
access care, support and 
services 

More opportunities for 
equitable care 

Preventing inequality 

More carers identified and linked 
into carers centre 

Improved recognition of 
carers needs 

Support the health and wellbeing of 
cares 

Align multi disciplinary services 
around GP clusters 

Supporting the development 
of GP clusters 

Delivery of well coordinated care that 
is timely and appropriate to people’s 
needs 

 
Health and Social care delivery Plan Scottish Government 2016 

Strategic framework for action on palliative and end of life care 2016-2021 Scottish Government 2015 
National Clinical Strategy for Scotland Scottish Government 2016 

The Healthcare Quality Strategy for NHS Scotland Scottish Government 2010 

 
As the project draws to a close we have received very positive feedback from Health Improvement Scotland (HIS) 
who have expressed an interest on sharing this model with the rest of Scotland as “it’s the kind of work that the 
Scottish Government’s Strategic Framework of Action for Palliative and End of Life Care wants others to 
replicate” (Improvement advisor HIS). Should our recommendations to roll out be endorsed we have an offer of 
support from HIS, including advice and support around demonstrating impact, turning information into intelligence for 
evaluation and health economist support to calculate potential cost savings.       

 

6. Trophy Cabinet 

• Highly commended in the RHSCP staff awards in 2016 in the “Impact on the people we care for category” 

• Project poster came 3rd (out of 36) and the Scottish Partnership for Palliative Care (SPPC) conference in 
September 2016 

 

7. Future Directions 

7.1 Standard Response for patients with new and changing palliative care needs - WISeR palliative care 

Red 

For people identified as being in the last stages of life (red) service responses are already well established within 
GP, community nursing and specialist services.  

Amber 

The following recommendations have been made to sure local momentum is not lost on this valuable work: 

• Support a phased roll out to the remaining 28 GP practices 

• Continue with a GP cluster based approach 

• Early engagement with the new Practice Quality leads and Cluster Quality leads 

• Secure buy in from the heads of service and team leads to release staff for the weekly meeting 

• Continue to build on strong relationships with specialist palliative care services 
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• Recognising the time and resources required to support and train staff around the introduction of new tools 
      and ways of working, building in the support required around managing that change, whilst recognising this  
      requires a change in attitudes and cultures as well as behaviours and practice. 

• Vital to the success of this is appropriate administrative support within GP practices and crucially the HSCP to 
    support the WISeR meeting(s). This is a Band 3 admin role which going forward would benefit from being           

split into two part time posts to allow for cover. Throughout the project the current Band 3 admin had 
completed   the work required to set up the current process and identified the time required in maintaining the 
role. Time requirements are low at the moment however this will grow as the remaining 28 GP practices within  

   Renfrewshire come on board and the required number of WISeR palliative care meetings are started. 

Green 

This work has highlighted a gap and as our vision has expanded we have started work on what a 'standard 
response' could be for those people identified as 'stable' (green) but on the palliative care register. The focus is on 
social support, building resilience and early access to community based and third sectors services. Macmillan 
Cancer Support have agreed to fund a 1 year fixed term Band 4 Macmillan Pathway Coordinator post. The main 
objective of the Macmillan Pathway Co-ordinator is to finalise this aspect of the current project, facilitating 
channelling of patients with palliative care needs into and through a recognised pathway, depending on whether their 
needs were stable, changing or rapidly changing. The main focus of the role of pathway co-ordinator will be to 
establish a sustainable route into and through the stable (green) pathway. Offering the opportunity to be pro-active 
with this group of patients, offering holistic needs assessment, About Me and My care and referring them in to 
existing services (statutory and third sector) already operating within Renfrewshire. The benefits of this approach will 
be to offer support at a much earlier stage, keeping the patient as active as possible and integrating and mobilising 
all services in the area in order to improve outcomes for patients and their families. 

7.2 About Me and My Care 

RHSCP have expresses an interest in using this resource much more widely than with patients with palliative care 
needs. This final version is expected by the end of March when local management will give guidance on further use 
and testing. 
 

7.3 Electronic Concerns Checklist Resource 

It has been agreed that this resource will sit in the RHSCP website. Local arrangements are being made re 
sustainability until it can ultimately link in with and be replaced by the national service directory work currently 
ongoing in NHS 24. 

7.4 Palliative Care Training Calendar 

It has been agreed that this work will be continued locally until such time that it can link in with the NHS GGC 
palliative care training calendar, currently under construction which acknowledges that is is based in the work 
undertaken within this project. 

 

8. Summary 

The Renfrewshire Macmillan Palliative Care project has successfully met its aim of redesigning palliative care 
services through integration of supportive and palliative approaches into mainstream primary and community 
services. We have also supported and exceeded this aim by taking the opportunity to develop new resources whose 
value is being recognised beyond palliative care and beyond Renfrewshire.  This work had been undertaken during a 
time of enormous change in health and social care services. The formation of Renfrewshire Health and Social care 
Partnership presented the opportunity for us to embrace the integrated approach at the heart of our redesign. This 
innovative new model champions pro active, integrated working this patients and carers as partners in the care, 
working towards the right help at the right time: 

“Not just what services can provide, but what individuals themselves want and what those around them want” 

Health and Social care delivery Plan Scottish Government 2016 

This approach has the potential to ensure Renfrewshire Health and Social Care Partnership and NHS GGC fulfil the 
Scottish Governments aim that palliative and end of life care is available for all who need it by 2021: 

Commitment 1 

Support Health Care Improvement Scotland in providing HSCPs with expertise on testing and implementing 
improvements in the identification and care co-ordination of those who can benefit from palliative and end of life 
care. 

Strategic framework for action on palliative and end of life care 2016-2021 Scottish Government 2015 
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Title of Project Macmillan Palliative Care Project 


Project Manager Susanne Gray 


Admin support Alison McGill 
 
Introduction 


 
Background 
Renfrewshire Community Health Partnership has traditionally taken a very pro-active approach to continuous 
improvement within palliative care and has regularly formed very successful working partnerships with Macmillan 
Cancer Support. In 2012 senior managers in RCHP and the Macmillan Nurse and GP palliative care facilitator 
recognised that although great progress was being made within RCHP in terms of palliative care developments and 
the adoption/roll out of local and national tools, guidelines and frameworks to support the delivery of palliative care the 
sheer size of the area and number of community teams, services and care homes meant there was still a long way to 
go. 
 
It was recognised that in spite of the great progress being made, the lack of capacity within the existing team meant 
that we could not meet the demand for support and training in timely or effective manner. Ideas very quickly 
formulated and negotiations with Macmillan Cancer Support began. A case of need was written taking into account the 
need to progress local work and look at how services are experiences from a patients perspective and explore options 
to redesign  and funding was secured for the 3 year Macmillan palliative care project. 
Team structure and aims 
The Macmillan palliative Care Team, is a multi-disciplinary team consisting of the following people 


Name Designation Hours 


Susanne Gray Macmillan nurse 1 WTE 


Katie Clark GP palliative care facilitator 4 sessions per week 


Cathy Quinn Macmillan palliative care facilitator 1 WTE 


Jeannie Grant Macmillan palliative care facilitator 1 WTE 


Alison McGill Macmillan administrator 1 WTE 


Aims and Objectives: 


Our overarching aims are: 


1. Continuous improvement  of palliative care in all community setting 
2. Making palliative care every bodies business 
3. Enhance continuity and reduce variation 


These fall into 2 key strands: 


1. Improving patient experience: 
Our steering group have approved 3 objectives within this strand; the development of and eMap to facilitate 
navigation of the NHS,  an exploration of the role of HNA in reducing variability and providing a consistent 
person centred approach to assessing patients with palliative care needs d the development of a “Be 
Prepared Pack” to support patients and their families with the reality of palliative and EoL care in the 
community 


2. Education 
Our steering group have approved 1 objective within this strand; we will lead on the development of 
Renfrewshires Palliative Care Training calendar 


 
Progress overview 
. 
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Achievements 
 
 


 Recruitment and induction of service team. 
 Establishing Strategic Steering group and supporting reference group with appropriate high level membership 
 Establishing Operational group, with Evaluation, Education and Good Practice sub groups. The operational 


group is made of 46 members who represent all health and social care services within Renfrewshire. The 
group have and will continue to play a key role in the reach and influence of our project. As we move into year 
2 further sub group will include a HNA pilots group and an IT/information governance/technical group. 


 A great deal of engagement has taken place during the first year, to raise the profile of the project a both a 
strategic and an operational level. 


 The team created the “Palliative Patient Timeline” which has been used during the process of engagement to 
facilitate feedback regarding patients experience of palliative care in Renfrewshire, what works well and where 
are the gaps? 


 On the 3rd of March we held a highly successful open space event to explore the question “How can we 
provide high quality seamless palliative care in Renfrewshire?” 75 people attended on the day representing a 
variety of services and there were 10 members of the public. The very interactive day produced lots of 
valuable work and suggestions, a brief report containing full details is available. 


 One of our aims is to develop Renfrewshires Palliative Care Training calendar, great progress has been 
made with this in our first year. In response to feed back from staff and gaps identified using the palliative 
patient timeline we have established what training needs to be delivered by our team, and we started 
delivering training in Spring 2014.  


 Just in Case Boxes/Anticipatory prescribing- 9 sessions (52 attendees) 
 DNACPR- 6 sessions (65 attendees) 
 RNVoED- 6 sessions (65 attendees) 
 ACP and challenging conversations- 1 day (12 attendees) 
 Respiratory event-1 afternoon (46 attendees) 
 T34 training attended – 1 day (14 attendees) 
 Tea & Topic (monthly lunch time master classes started Oct 14- 69 attendances to date) 
 Visits to GP practices to promote all aspects of ACP and palliative care- two thirds visited this year 


               Planned for 2015: 
 Just in Case Boxes/Anticipatory prescribing- 4 sessions  
 DNACPR- 5 sessions  
 RNVoED- 5 sessions  
 ACP and challenging conversations- 5 days 
 T34 training days joined up with Glasgow Macmillan Nurse Facilitators  
 Continued visits to GP practices to promote all aspects of ACP and palliative care 
 Roll out of the “Guidance on person centred care in the last days of life” 
 Roll out of the T34 competency framework 
 Roll out of the National Palliative Care Guidelines 


 
 Negotiation with other providers of palliative care education (ACCORD, St Vincents, Acute teams, Glasgow 


Macmillan Palliative Care Facilitators, Chaplains) has enabled the development of Renfrewshires palliative 
care training calendar. Electronic aspects of this are now under development and from Nov 14 the ecalendar 
will be emailed out quarterly. 


 
 Along side this we will also send our quarterly newsletter, which will highlight and promote the work of the 


project and encourage staff to engage with us, as well as promoting training opportunities. 
 
 


 One of our aims is to develop the concept of the map, to help for people and staff navigate the NHS and the 
myriad of services within it so that we can get the best out of the NHS for people who use it. The team have 
been exploring how best to do this and are currently updating/redesigning the Local Palliative care directory, 
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this work alongside the information/knowledge by generated the HNA pilots is expected to inform the 
development of the directory to ultimately form the eMap. The team are currently working on a 
test/prototype website. 


 
 Feedback gained during initial engagement indicated that there is a lack of consistency and variable practice 


around assessment of patients with palliative care needs. The team have therefore been looking at the HNA 
to explore whether or not this can provide a consistent person centred approach to identifying and assessing 
palliative care needs. The steering group have approved 4 phase 1 and 2 phase 2 pilots which will begin early 
in 2015. 


 
 The team are currently registering to be part of Macmillan cancer Supports HNA/eHNA pilots. 


 
 As part of establishing our baseline we have devised 2 climate surveys, one for staff and I for members of the 


public to capture people thoughts and experiences of palliative care in Renfrewshire. We launched the staff 
survey in the summer and gained an amazing 375 responses. A report from clinical governance re the 
findings from this is by the end of Dec 14. We launched the public survey on The Paisley Daily Express in Nov 
14. Efforts to engage with the public continue (PPF, local pharmacies, through the operation al group, 
through local care homes). We intend to let this survey run in an open ended manner until at least spring 15. 


 
 Recognising how important engagement with the public is, and the need to support work around the 


cultural shift required in talking about death, dying and bereavement, we held a “Before I Die” wall at Soar in 
Breahead on 29/11/14. More than 50 entries were made on the wall and comfortably in excess of 150 
people engaged by reading entries or commenting on what people had written, all in a very positive vein! 


 
 
 
 
 
 
 


Risks and Issues 
 
Risk 


 Our risk remains around engagement and influence 
 


 


 
Action 


 
 the team have been forging and building relationships in the last year and the buy in from our 


operational group should help to minimise this risk. 
 


 
 
 
 
 
 
 
 
 
 


Future direction  
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 The project is very much on track. 
 Year 2 will take us further into developing the redesign aspects of the project. What we learn from the 


HNA pilots from early 2015 will inform the next steps.  
 For year 2 we have planned educational input for the whole team into Renfrewshires palliative care 


training calendar 
 


 
 


Summary 


 
The Macmillan palliative care project started on Jan 8th 2014 and to date all project milestones are being met and 
planning for year 2 is well underway. Key work themes for this year have included strategic and operational 
engagement, the open space event and using the timeline to identify gaps. We have established steering and 
operational groups to support the work of the project. In terms of our objectives solid progress has been made with the 
concept of the map, this will be further supported by piloting the HNA and exploring its effect on continuity and we are 
well underway with the Renfrewshire palliative care training calendar. The least well developed aspect of our project is 
the “be prepared pack” however as a team we have ideas around this development and we hope this will be ready test 
towards the end of the phase 1 HNA pilots in 2015. 
 
 





MPCP Annual Report 2014.pdf
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Title of Project Renfrewshire Macmillan Palliative Care Project- Interim report August 2015 follow up from 
annual report Jan- Dec 2014 


Project Manager Susanne Gray 


Admin support Alison McGill 
 
Introduction 


Background 
See annual report 2014. 
 
Team structure and aims 
The Macmillan palliative Care Team, is a multi-disciplinary team consisting of the following people 


Name Designation Hours 


Susanne Gray Macmillan nurse 1 WTE 


Katie Clark GP palliative care facilitator 4 sessions per week 


Cathy Quinn Macmillan palliative care facilitator 1 WTE 


Vacancy Macmillan palliative care facilitator 1 WTE 


Alison McGill Macmillan administrator 1 WTE 


Aims and Objectives: 


Our overarching aims are: 


1. Continuous improvement of palliative care in all community setting 


2. Making palliative care every bodies business 


3. Enhance continuity and reduce variation 


These fall into 2 key strands: 


1. Improving patient experience: 


Our steering group have approved 3 objectives within this strand; the development of an eMap to facilitate 
navigation of the NHS,  an exploration of the role of HNA in reducing variability by providing a consistent 
person centred approach to assessing patients with palliative care needs and the development of a “Be 
Prepared Pack” to support patients and their families with the reality of palliative and EoL care in the 
community 


2. Education 


Our steering group have approved 1 objective within this strand; we will lead on the development of 
Renfrewshires Palliative Care Training calendar 


 
Progress overview Jan –Dec 2014 in pervious report 
. 
 
 


Achievements 







Macmillan Palliative Care Project- Renfrewshire CHP      
Interim Report August 2015 


Susanne Gray 29/7/15 2


 
Aims 
 
Improving Patient Experience 


 Holistic Needs Assessment 
In 2015 we have been focussing on piloting the Concerns Checklist and Care Plan in variety of community setting 
with a variety of health care professionals and palliative conditions (not just cancer) to establish if “the use of HNA 
and care plan will facilitate the recognition of unmet needs in each or any of the settings in which we test the tools 
and aid the planning of person centred care?” 
 
Below is a traffic light summary of the progress of each of our phase 1 pilot sites our steering group asked us to 
complete 4 small pilots (tests of change) however due to staff engagement and enthusiasm we have planned 9 
small phase 1 pilots: 


Pilot Setting Progress Comments 
Private Care Home- Nightingale 
House 


Complete Data with Clinical Governance for 
analysis 


Local Authority care Home Complete Data with Clinical Governance for 
analysis 


GP Practice- Green Law Anticipated Completion date end 
Aug 15 


Base line data gathered 
Assessments ongoing 


Practice Nurse- Bishopton  Anticipated Completion date end 
Aug 15 
PN has attended Macmillan PN 
course 


Base line data gathered 
Assessments ongoing 
 


District Nurse In reach Royal 
Alexandra Hospital 


Start Date Aug 15 
HNA Training 24/8/15 


 


Practice Nurse- Braehead Initial meeting planned  
PN has attended Macmillan PN 
course 


 


Hospice Daycare- St Vincents Initial meeting planned 19/8/15 
HNA Training 24/8/15 


 


Social Worker-Adult services Initial meeting planned 6/8/15 
HNA Training 24/8/15 


 


Hospice Daycare- Accord Awaiting response from invitation  
 
 


 eHNA 
We have been successful in our application to become an eHNA prototype site. Following a visit and further 
discussion with the Recovery Package team the plan is that we will put the use of eHNA on hold until March/June 
2016 as this will give the Recovery Package Team the time to make the appropriate changes to the eHNA and the 
Care Planning website to reflect the fact that we would be using them within a palliative care context and for a 
range of long term conditions, not just people with palliative care needs related to a cancer diagnosis. 
 
 Carers Support Needs Assessment Tool (CSNAT) 
Work around recognising and supporting the needs of family members/carers has been consistently recognised in 
the aims of our project. This year we have been exploring the CSNAT, which is an evidence based, validated 
person centred assessment tool to assess carers support needs. This seems to be a very complementary tool to 
use along side HNA when adopting a patient centred approach to assessing palliative care needs. 
 
2 members of the project team and a local district nurse attended training with the developers of CSNAT and we 
now hold a licence to use the tool within our project. We are currently planning pilots and will encourage the 
participants in the HNA pilots to use both tools is they are supporting both the patient and their family 
member/carer. 
 
We anticipate that the CSNAT will be the key to how we develop the “Be Prepared Pack” forward in a way that is 
meaningful to carers. Work around the “Be Prepared Pack” pack has also been supported by a focus group we 
held with former carers on 24th April 2015. This informative piece of work was supported by the Renfrewshire 
Carers Centre and the Clinical Governance Support Unit, a full report is available. The former carers who took part 
have agreed to review any work we take forward regarding the “Be Prepared Pack” and give us their feedback. 
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Pilot Setting-CSNAT Progress Comments 
Community Nurses Started 28/7/15  
Carers Centre Initial meeting 5/8/15 


Carers centre pilot planned 
Oct/Sept 15 


 


 
 
Project Re Design 


 Standard Response in Primary Care 
 


Feedback gained during initial engagement indicated that there is a lack of consistency and variable    
practice around assessment of patients with palliative care needs.  
 
Over the past 18 months we have been working on potential options for the redesign aspect of the project, based on 
introducing person centred tools and approaches to care in order to reduce variability and increase consistency.  This 
is still a work in progress. From reviewing all the information/data collected to date (see 1st annual report), lots of local 
experience/ knowledge, steering group guidance and input from local leaders and experts our ideas around this 
aspect of the project currently look like this:  
 
 
 
 


 
 
 
As previously stated this is very much a work in progress and will be refined as we seek feedback from the wider 
multidisciplinary groups that already work within existing GSFS practices.  


 The work on triggers comes from early exploratory work facilitated via our operational group and from the 
published literature. 


 The work on barriers comes from Marie Curie Triggers  for Palliative Care June 2015  
 Wider consultation needs to take place to refine the model and to decide how the model should/can be 


tested/implemented 
 


Potential Barriers: 
 Reluctance to identify in certain conditions 
 Lack of understanding of what palliative care is by 


professionals and lay people. 
 Prognostic uncertainty 
 Lack of confidence amongst professionals in EoL care 
 Poor links/communication between settings and specialties 
 Hard to predict disease trajectories 
 Lack of clarity on who makes decisions/ Is it someone else’s 


role? 
 Lack of confidence in signposting and/or communication 


(training needs) 
 


Triggers: 
 Multi-morbidity 
 SPARRA data 
 Ceilings of treatment or intervention reached 
 Immediate Discharge letters 
 Number of admissions in the last 6 months 
 Chronic disease management 
 Tools-SPICT 
 Diagnosis for some conditions 
 e-KIS 
 DS 1500 
 General ongoing deterioration- Need for equipment 
 Already on/going on palliative care register 
 Deteriorating condition (disease progression/increasing care 


needs/increasing frailty/weight loss) 
 


STANDARD RESPONSE TO PALLIATIVE CARE NEEDS


GP’s


Practice
Nurses


District
Nurses


Clinical 
Nurse


Specialists


AHP’s
&


I C M’s


Social
Workers


Gold Standard
Framework 


Meeting


C
O
M
M
U
N
I
C
A
T
I
O
N                


TRIGGERS


STANDARD RESPONSE
Recognition of  New or Changing Palliative Care Needs


Professional Visit


HNA                CARE           “What matters  
&                   PLAN                 to me”


CSNAT


MAP


PACK


ACP
CURRENT & FUTURE NEEDS
EKIS / EPCS
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. 


Suggested Approaches 
All patients on palliative care registers 
Phased approach: 


 Phase 1- Start with all patients on the palliative care register 
 Phase 2- Any patient who has an eKIS 
 Phase 3- Any patient having a eKIS for the first time 


 
 We aim to test the model with 2 GP practices within Renfrewshire in year 3 of the project. 
 


 
 Electronic Sign posting Resource (eMap) 
 
Right from the start of this project we have been aware of the need to support patients, their families and carers 
and ourselves as professionals with navigation the increasingly complex health and social care system. We have 
started working on a local electronic sign posting resource, which links in with the areas of concern as identified 
with in the concerns checklist. Thus linking the person centred assessment tools recommended within the 
proposed “standard response model” with a means to support care planning, providing information and sign 
posting and referring on within health, social care and third sector organisations. 
 
We are working locally and nationally with key people and projects to ensure that our electronic signposting 
resource is locally and nationally complete and meaningful and linked into the ongoing sustainable NHS 24 
project, “information for me”.  
 


Action Progress Comments 
Linking in with Roisin Robertson and local 
work with ALLIS 


 Next meeting planned for 16/8/15 


Linking in with Kevin Hutchison from NHS 
24 “Information for me” 


 


Adapting Bristol Cancer Directory   
Linking in with Improving Cancer Journey 
Team- Permission to use their Resources 


 Project team are currently adapting this for 
Renfrewshire 


 
 “Be Prepared Pack” 
Until recently the idea of the “Be Prepared Pack” being an individualised person held resource to support patients 
and particularly their families with the reality of palliative and end of life care at home, was the least well 
developed aspect of our project. As previously mentioned our work around the CSNAT is what will help us to 
progress this aspect of our work. 
 
Prototype pack currently being put together. 
 


 
 
Education 


 The content and format of the Renfrewshire Palliative Care Calendar, continues to take shape. 
 
 Its purpose is to make it easier for all health and social care professionals within RENFREWSHIRE to 


access palliative care training, by pulling together all the different educators’ sessions into one calendar. 


 The calendar highlights training available from the project team, ACCORD Hospice, the Macmillan Nurse 
Facilitators in Glasgow, the acute practice development team, Chaplains and the Prince and Princess of 
Wales hospice. We will be contacting Ardgowan Hospice, Marie Curie Glasgow hospice and St Margaret’s 
Hospice to invite them to publicise their training via the calendar. 


 The calendar is emailed our to all staff in Renfrewshire in 3 monthly bite sized chunks along with our 
newsletter and is available to all staff within NHS GGC via Staff Net. 
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Training delivered by the Renfrewshire Macmillan Palliative Care Team 
 
Our early planning had suggested that staff training might be a greater focus for the project team in year 1 and that as 
the re design elements of the project were refined our training focus would shift to the training that would be required 
to support any new model, tools or approaches to care. 
 
This is a shift that we are now experiencing with team training focussing in on the tool and frameworks that support 
the proposed new model and person centred approaches to care i.e: 


 Holistic needs assessment and care planning 
 Carers Support Needs Assessment Tool  
 Sage & Thyme 
 Guidance on Person centred Care in the last stages of life 
 Roll out of the T34 competency framework 
 Roll out of the National Palliative Care Guidelines 
 


To date one of our successes has been the introduction of the monthly Tea & Topic sessions (lunchtime master 
classes with experts), here is a brief break down of attendances, topic and evaluation: 


Topic Numbers attending % evaluating as 8 /10 0r above 
Management of Cancer pain 21 100% 
Life after the LCP 33 100% 
Managing Heart Failure 19 Data not collected 
Diagnosing Dying 36 Data not collected 
Recent developments in MND 22 100% 
Pharmacokinetics of opioids 14 100% 
Bereavement and changes to the Medical 
Certificate Cause of Death 


23 89% 


Single gene complex needs 14 Data not collected 
6 must do’s for older people 23 87% 


 
 Just in Case Boxes/Anticipatory prescribing- Cancelled due to lack of uptake 
 DNACPR-  Cancelled due to lack of uptake 
 RNVoED- Cancelled due to lack of uptake 
 ACP and challenging conversations- 1 days  8 attendees 
 T34 training days joined up with Glasgow Macmillan Nurse Facilitators 5 Days 210 attend 
 All 27 GP practices have been visited  to promote palliative care and the new NHS Scotland Palliative Care 


Guidelines 
 Guidance on person centred care in the last days of life- 11 sessions 87 attendees 


 
Groups 
 
Steering Group 
Our project steering group continues meet regularly and the local planned amalgamation of the local Macmillan 
funded project steering groups into 1 Renfrewshire Cancer and Palliative Care steering group is planned to happen in 
October 2015. 
 
Operational Group 
Our main operational group has been suspended so far this year to allow the project team to progress work with the 
pilots; however the sub groups have remained operational. We are due to reconvene the larger Operational group on 
September 16th 2015. First on the agenda will be proposed standard approach model and the pilots. 
 


 Evaluation sub group 
Topic Progress Comments 
Developing Evaluation Framework  Being discussed at sub group on 6/8/15 & 


reflection and Progression meeting 3/9/15 
Evaluation of training 
Individual sessions   
Self reflection tool  Currently being tested with staff reaching trigger 


of attending 3 trainings 
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Climate Surveys 
Staff baseline  Complete 
Staff follow up  Being discussed at sub group on 6/8/15 & 


reflection and Progression meeting 3/9/15 
Public Baseline  On going- 20 plus responses received to date 
Public Follow up  Being discussed at sub group on 6/8/15 & 


reflection and Progression meeting 3/9/15 
Evaluation of pilots of HNA  
Staff baseline  Pilots Progressing 


Being discussed at sub group on 6/8/15 & 
reflection and Progression meeting 3/9/15 


Staff post  
Staff focus group  
Participants interviews  
Evaluation of pilots of CSNAT 
Staff baseline  Pilots Progressing 


Being discussed at sub group on 6/8/15 & 
reflection and Progression meeting 3/9/15 


Staff post  
Staff focus group  
Participants interviews  
Carers Focus Groups 
Carers Centre – Dementia former carers  Being discussed at sub group on 6/8/15 & 


reflection and Progression meeting 3/9/15 Staff as carers- Cancer Focus  
 
 Education sub group 


Topic Progress Comments 
Calendar   
Tea & Topic   
Newsletter   
Learn pro module for care assistants/non 
registered staff 


 Currently negotiating with Ayrshire and Arran re 
sharing learn pro resources already available in 
A&A 


 
 Good Practice/communication 


This group has now completed its assigned work and is now closed. We are very grateful for the time and hard work 
undertaken by this group in developing a model of best practice multidisciplinary communication in palliative care as 
this model has  been key whilst developing the vision for the proposed standard response model 
        


Topic Progress Comments 
Good practice Model- Multidisciplinary 
communication in Palliative care 


 Used as basis for developing re-design 


Highlighting the importance if the special note in 
eKIS “Golden Nugget” 


 Highlighted importance of special notes to OOH 
staff as widely as possible, via both newsletters 
and GP visits and at training where relevant 


Group now closed 
 
 
 


 Before I Die Wall 
Following on from the highly successful before I die wall in Soar late last year, we held another, this time for health 
and social care staff in the atrium of Renfrewshire House. The event was well received and sparked lots of 
conversation and interest from staff and Interestingly, felt quite different from the one in Soar, we wonder if this was 
because people were at work. 


Soar Intu Braehead The Atrium in Renfrewshire House 
People keen to write on the wall People did not want to write on the wall 
People did not really speak to us People spoke quite openly and frankly to us 
People, families , partners, friends spoke to each 
other 


People did not speak to one another 


No leaflets taken A number of leaflets taken 
Both events 


 Sparked a lot of interest with lots on lookers reading the entries but not engaging 
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 Project achievements to date 
 


Achievement Progress Comment 
Calendar   
Project Newsletter   
GP Newsletter   
Tea & Topic   
Increased Pink Sheets in OOH GP bags  It was recognised via project networking and 


timeline discussions that there was an issue 
with OOH staff accessing palliative care 
prescribing documentation. We spoke to NHS 
24 staff via our operational group and increased 
the stock of documentation in GPs OOH bags 


Local  Introduction of Community Palliative care 
kardex 


 Feedback from staff experience and from wider 
groups had let to further changes. Version 3 
with the printers. 


NHS GGC Roll out of Community Palliative care 
kardex 


 Support sought and gained from: 
 NHS GGC Palliative Care MCN 
 Senior nurses group 
 Professional Nurse advisors 
 Mairi Brannigan 
 Primary care prescribing management 


group 
 Partnership clinical governance forum 


Sharing of Ayrshire and Arran’s Palliative Care 
Learn Pro Module 


 Being facilitated  by members of education sub 
group 


District Nursing Service Leaflet  Sharing with DN practice development nurse 
Roles and Responsibilities of professionals 
leaflet 


 Being written 


Developing self reflection tool  Currently being tested 
Good practice Model- Multidisciplinary 
communication in Palliative care 


 Basis of proposes standard response model 


Highlighting the importance if the special note in 
eKIS “Golden Nugget” 


 Highlighted widely 


Finalising and Introducing the Palliative Care 
Activity Monitoring Framework 


 The new tool now captures a broader picture of 
palliative care activity in the community  


Team members now hold Licences or are licensed for the following: 
Sage & Thyme  With local Respiratory CNS 
Carers Support Needs assessment Tool  With Local DN 
eHNA  On hold until March/June 2016 


 


 
 
 
 
Risks and Issues 
 
Risk 


 Our risk remains around engagement and influence 
 Resignation of Team member April 2015 (to take up career advancement opportunity) 
 Decision taken that this is an opportunity to review structure of the team 
 Band 6 1wte Macmillan Palliative Care Facilitator will be replaced with (funding available within 


existing budget): 
Designation Band Hours 


Macmillan Palliative Care 
Facilitator 


6 O.6 wte for 18 
months 


Macmillan Clinical Effectiveness 
Facilitator 


5 O.6 wte for 18 
months 
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 Future risks include, not being able to recruit into part time fixed term posts and/or that there will be 
further resignations as all members of the team come towards the end of their fixed term or 
secondment. 


 We have experienced delays in confirming the new staff compliment and agreeing job descriptions 
and bandings, therefore we may need to review the term to bring these posts in line with the existing 
project team i.e. increased hours over a shorter fixed term e.g. full time for 1 year if this is achievable 
within the budget. 


 Its is anticipated that recruitment paperwork will be signed off 28/7/15 
 
Action 


 
 The project team have been forging and building relationships in the last 18 months and the buy in 


from our operational group should help to minimise this risk. 
 We have established a quarterly Newsletter and palliative care training calendar update and a bi 


annual GP newsletter as a means of communicating widely with staff in all sectors. 
 Newsletters and training calendar are also available on Staff Net. 
 Further discussion re horse of fixed term posts may be required as we have experienced delays with 


the recruitment process. 
 Increased hours even over a shorter term might increase the desirability of the post 
 Will also bring all post in line with project end date Dec 2016/Jan 2017 


 
 
Future direction  


 
 


 The project is very much on track. 
 In the next 6 months we will complete local pilots of the HNA and CSNAT. Our local experience will 


contribute to existing body of evidence for the use of both tools.  
 Local experience gained from undertaking the pilots will inform the refining of the redesign aspects of the 


project, and help us to plan how we will test it. As a team we are currently building relationships with 2 
local GP practices that we hope will be keen to support us in taking this work forward in year 3 of the 
project in order to test the new model standard response to recognition of new or changing palliative care 
needs. 


 We will have a stronger focus on carers as we move into the second half of the project and focus on the 
“Be Prepared Pack”. 


 Year 3 will involve eHNA planning and work. 
 Continued work on the electronic sign posting resource. 
 


 
Summary 
 
The Macmillan palliative care project started on Jan 8th 2014 and to date all project milestones are being met and 
planning for the last half of the project underway. We have a planned Reflection and Progression meeting taking place 
on the 3rd September 2015. 
 
Key work themes for this year, so far, have included piloting person centred tools and approached to care and working 
on ideas on how to redesign the local approach to new and changing palliative care needs within Renfrewshire. 
 
All of our established groups are working well to support the project. 
 
In terms of our objectives, solid progress has and continues to be made. 
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Title of Project 
Renfrewshire Macmillan Palliative Care Project 
Year 2 report December 2015  
(follow up from Interim report Jan- Aug 15 and Year 1 annual report Jan –Dec 2014) 


Project Manager Susanne Gray 


Admin support Alison McGill 
 
Introduction 


Background 
See annual report 2014. 
 
Team structure and aims 
The Macmillan palliative Care Team, is a multi-disciplinary team consisting of the following people 


Name Designation Hours 


Susanne Gray Macmillan nurse 1 WTE 


Katie Clark GP palliative care facilitator 4 sessions per week 


Cathy Quinn Macmillan palliative care facilitator 1 WTE 


Vacancy Macmillan palliative care facilitator 1 WTE fixed term 
for 12 months 


Jackie Mearns Macmillan Clinical Effectiveness 
facilitator 


0.6 WTE 


Alison McGill Macmillan administrator 1 WTE 


 


Aims and Objectives: 


Our overarching aims are: 


1. Continuous improvement of palliative care in all community setting 


2. Making palliative care every bodies business 


3. Enhance continuity and reduce variation 


These fall into 2 key strands: 


1. Improving patient experience: 


Our steering group have approved 3 objectives within this strand; the development of an eMap to facilitate 
navigation of the NHS, an exploration of the role of HNA in reducing variability by providing a consistent 
person centred approach to assessing patients with palliative care needs and the development of a “Be 
Prepared Pack” to support patients and their families with the reality of palliative and EoL care in the 
community 


2. Education 


Our steering group have approved 1 objective within this strand; we will lead on the development of 
Renfrewshires Palliative Care Training calendar 


 
Progress overview Jan –Aug 15 in previous reports 
. 
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Achievements 
 
Aims 
 
Improving Patient Experience 


 Holistic Needs Assessment 
In 2015 we have been focussing on piloting the Concerns Checklist and Care Plan in variety of community setting 
with a variety of health care professionals and palliative conditions (not just cancer) to establish if “the use of HNA 
and care plan will facilitate the recognition of unmet needs in each or any of the settings in which we test the tools 
and aid the planning of person centred care?” 
 


Pilot Setting Progress Comments 
Private Care Home- Nightingale 
House 


Complete Data with Clinical Governance for 
analysis 


Local Authority care Home Complete Data with Clinical Governance for 
analysis 


GP Practice- Green Law Complete Data with Clinical Governance for 
analysis 


Practice Nurse- Bishopton  Complete Data with Clinical Governance for 
analysis 


District Nurse In reach Royal 
Alexandra Hospital 


Complete Data with Clinical Governance for 
analysis 


Practice Nurse- Braehead Complete Data with Clinical Governance for 
analysis 


Hospice Daycare- St Vincents Complete Data with Clinical Governance for 
analysis 


Social Worker-Adult services Did not participate  
Hospice Daycare- Accord Did not participate  


 
 


 eHNA 
As per interim report. 
 
 Carers Support Needs Assessment Tool (CSNAT) 


As per discussion at steering group and evaluation sub group, the introduction of the CSNAT will be a key component 
of the standard response, and evaluation of the tool will be included as part of the overall evaluation of the standard 
response. 
 
Project Re Design 


 Standard Response in Primary Care 
 


Feedback gained during initial engagement indicated that there is a lack of consistency and variable    
practice around assessment of patients with palliative care needs.  
 
Following on from the interim report we now have agreement from Macmillan Cancer Support and Local senior 
management to test our Standard person centred response to new or changing palliative care needs with the 
integrated MDT via Gold Standards Framework Scotland. We will work with a small number of GP practices in 
Renfrewshire (2-3) and local social work management have agreed to allocate a social worker to the these practices. 
 
We are still planning our exact approach and have produced a separate work plan (as a standard response branch of 
the project work plan) which will complement the information in this brief report. 
 


 Electronic Sign posting Resource (eMap). 
 


We are working locally and nationally with key people and projects to ensure that our electronic signposting resource 
is locally and nationally complete and meaningful and linked into the ongoing sustainable NHS 24 project, “information 
for me”.  
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Action Progress Comments 
Linking in with Roisin Robertson and local 
work with ALLIS 


 Next meeting planned for 16/8/15 


Linking in with Kevin Hutchison from NHS 
24 “Information for me” 


 


Adapting Bristol Cancer Directory   
Linking in with Improving Cancer Journey 
Team- Permission to use their Resources 


 Resources now adapted-word documents 


Word documents to be sent to Paul 
Corrigan who will build an area on the 
NHSGGC palliative care website to start 
the online resource, available only to 
those with a direct link initially as it is 
developed. 


  


 
 “Be Prepared Pack” 
 
Prototype pack has been put together. We have met with Mackay and Ingles who will get back to us ASAP with a 
quote for designing and producing 50 prototype packs with the necessary inserts. 


 
Education 
As per interim report. 
 
Training delivered by the Renfrewshire Macmillan Palliative Care Team 
 
As per interim report with the addition of: 


Topic Numbers attending % evaluating as 8 /10 or above 
Palliative care emergencies 16 100% 
Financial support 5 100% 
Nausea and vomiting 12 100% 


 
 Just in Case Boxes/Anticipatory prescribing: 


4/11/15- 5 attendees 
 RNVoED-  


2/12/15- 5 attendees 
 T34 training days (NHS GGC) joined up with Glasgow Macmillan Nurse Facilitators: 


3 Days approx 150 attendees 
 Sage & Thyme as part of the NHS GGC wide team: 


3 sessions approx 90 attendees 
 Guidance for person centred care in the last stages of life 


18/8/15 - 53 attendees 
 ACP 


26/11/15 - 3 participants 
 Person centred bereavement care 


11/11/15 - 20 attendees 
 Drug Calculations 


4 session - 31 attendees 
 Talk to pharmacists on the role of the DN 


1 session - 25 attendees 
 


Planning in place for all of the above for 2016 
 
Groups 
Steering Group 
As per interim report. 
 
Operational Group 
The operational group reconvened in September 15. 


 Evaluation sub group 
Topic Progress Comments 
Developing Evaluation Framework  Being discussed at sub group on 6/8/15 & 
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reflection and Progression meeting 3/9/15 
Evaluation of training 
Individual sessions   
Self reflection tool  Currently being tested with staff reaching trigger 


of attending 3 trainings 
Slow response to this tool 
Evaluation sub group have suggested that we 
“sample” staff reaching trigger and approach 
individually, however staff still need time to 
prepare/reflect. Also comments that each 
reflection has to happen close to the training or 
we forget. 


Climate Surveys 
Staff baseline  Complete 
Staff follow up  Will be repeated June 2016 
Public Baseline  On going- 20 plus responses received to date 
Public Follow up  Keep running 


Refresh attempts to get reponses (refresh with 
libraries/pharmacies etc) 


Evaluation of pilots of HNA  
Staff baseline  Pilots’ complete 


Data with Clinical Governance for analysis 
Staff participants focus group TBA 


Staff post  
Staff focus group  
Participants interviews  
Evaluation of pilots of CSNAT 
Staff baseline  Suspended 


Will become part of overall evaluation of 
standard response 


Staff post  
Staff focus group  
Participants interviews  
Carers Focus Groups 
Carers Centre – Dementia former carers  Being discussed at sub group on 6/8/15 & 


reflection and Progression meeting 3/9/15 
Proposal submitted to St Vincents Hospice re 
the Staff as carers focus group, awaiting 
response. 


Staff as carers- Cancer Focus  


Evaluation of standard response   
GSFS baseline  Questions prepared for Quest back 


Quest back to be ready and distributed before 
Christmas 2015 


Evaluation  Observational approach 
Process and experience 
Tools 
Observational template 
West Dunbarton tool 
Staff focus groups 
Data analysis 
eKIS numbers and content 
Numbers 
Palliative Care Monitoring Framework 


 
 Education sub group 


As per interim report. 
 


 Project Budget 
Due to the resignation of a staff member in April 2014 (left May 2015) we might have anticipated an under spend, 
however we have taken this opportunity to restructure the team and the x1 WTE nurse will be replaced with x1WTE 
nurse and x1 0.6WTE clinical effectiveness facilitator for the final year of the project. Therefore, we are projected to be 
in a break even position.  
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 Project achievements to date 
 


Achievement Progress Comment 
Calendar   
Project Newsletter   
GP Newsletter   
Tea & Topic   
Increased Pink Sheets in OOH GP bags  It was recognised via project networking and 


timeline discussions that there was an issue 
with OOH staff accessing palliative care 
prescribing documentation. We spoke to NHS 
24 staff via our operational group and increased 
the stock of documentation in GPs OOH bags 


Local  Introduction of Community Palliative care 
kardex 


 Feedback from staff experience and from wider 
groups had let to further changes. Version 3 
with the printers. 


NHS GGC Roll out of Community Palliative care 
kardex 


 Support granted for NHS GGC wide roll out 


Sharing of Ayrshire and Arran’s Palliative Care 
Learn Pro Module 


 Being facilitated  by members of education sub 
group 


District Nursing Service Leaflet  Sharing with DN practice development nurse 
Roles and Responsibilities of professionals 
leaflet 


 Being written 


Developing self reflection tool  Currently being tested 
Good practice Model- Multidisciplinary 
communication in Palliative care 


 Basis of proposed standard response model 


Highlighting the importance if the special note in 
eKIS “Golden Nugget” 


 Highlighted widely 


Finalising and Introducing the Palliative Care 
Activity Monitoring Framework 


 The new tool now captures a broader picture of 
palliative care activity in the community  
First DN service report available Nov 15 
Poor engagement from Care Homes approach 
will require a rethink for 2016, working with 
CHLNs re this 


Working with DN service to improve care 
planning at EoL 


 SLWG established to produce a good practice 
guide for staff 


Team members now hold Licences or are licensed for the following: 
Sage & Thyme  With local Respiratory CNS 
Carers Support Needs assessment Tool  With Local DN 
eHNA  On hold until March/June 2016 


 


 
 
 
 
Risks and Issues 
 
Risk 


 Our risk remains around engagement and influence 
 We need to engage with 3 GP practices in order to be able to test the standard response model in 


2016 
 Resignation of Team member April 2015 (to take up career advancement opportunity) 
 Decision taken that this is an opportunity to review structure of the team 
 Band 6 1wte Macmillan Palliative Care Facilitator will be replaced with (funding available within 


existing budget): 
Designation Band Hours Outcome 


Macmillan Palliative Care 
Facilitator 


6 O.6 wte for 18 
months 


Failed to appoint at 
interview 


Re advertised at full 
time 12 months 
fixed term closing 
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date 27/11/15 


Interviews planned 
18/12/15 


Macmillan Clinical Effectiveness 
Facilitator 


5 O.6 wte for 18 
months 


Candidate identified 


Post 0.6 wte 12 
months fixed 


Start date 5/1/16 


 
Future recruitment risks include 


 not being able to recruit into nursing post  
 Losing staff 
 Further resignations as all members of the team come towards the end of their fixed term or 


secondment. 
 


 
Action 


 
 The project team have been forging and building relationships in the last 2 years 
 Our GP has been engaging regularly with GP colleagues 
 We are presenting idea and framing realistically in terms if time pressured primary care teams 
 We have established a quarterly Newsletter and palliative care training calendar update and a bi 


annual GP newsletter as a means of communicating widely with staff in all sectors. 
 Newsletters and training calendar are also available on Staff Net. 
 Further discussion re hours of fixed term posts may be required as we have experienced delays with 


the recruitment process. 
 Increased hours even over a shorter term might increase the desirability of the post 
 Will also bring all post in line with project end date Dec 2016/Jan 2017 


 
 
Future direction  


 
 


 The project is very much on track. 
 As per project work plan and standard response work plan 
 Development of “Pack” will be more of a focus 
 Depending on progress of eHNA work around non malignant conditions this may be included in our pilot 
 Continued work on the electronic sign posting resource. 
 


 


Summary 
 
The Macmillan palliative care project started on Jan 8th 2014 and to date all project milestones are being met and 
planning for the last year of the project underway.  
 
Key work themes to date have included piloting person centred tools and approached to care and working on ideas on 
how to redesign the local approach to new and changing palliative care needs within Renfrewshire. 
 
We are now poised to test and evaluate our proposed model in 2016. 
 
All of our established groups are working well to support the project. 
 
In terms of our objectives, solid progress has and continues to be made. 
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Piloting a primary care standard response to new and changing palliative care needs 


The aim of the standard response model is to reduce inequalities in service provision through 
adopting a standard response when new or changing palliative care needs are identified whilst 
maintaining an individual, personalised approach. This approach promotes a person centred 
emphasis and the use of holistic person centred tools to encourage a proactive approach to 
peoples changing needs. The tools at the heart of the standard response are: 


 Concerns Checklist and Care Plan 
 Carers Support Needs Assessment Tool (CSNAT) and Support Plan 
 About Me and My care 


Setting the standard response within current Gold Standard Framework Scotland (GSFS) meetings 
provides an opportunity to refresh and enhance the current multidisciplinary team (MDT) Gold 
Standards approach by facilitating coordination of care. This approach also aims to widen 
participation in a monthly MDT by bringing in a social care professional, and to improve 
communication, effectiveness and efficiency. The approach also aims to reduce inequalities in service 
provision by widening MDT member’s knowledge of resources and services available by using the 
Electronic Concerns Checklist Resource. 


The pilot 


Three local GP practices agreed to take part in the pilot starting in March 2016: 


Braehead 
Renfrew 


Greenlaw 
Paisley 


 


Houston & 
Bridge of Weir 


 
It was agreed that the pilot would last for 6 months, involving 6 monthly GSFS palliative care meetings 
per practice (total meetings n=18). Social work services identified a member of staff to join each MDT 
for the duration of the pilot.  


The project team, with the agreement of the steering group made the decision to stop the pilot 
after meeting 13 (August 2016), as we were not seeing evidence of the outcomes we had 
hoped for. The following is a brief report based on observation and feedback from the pilot 
and will details the rationale for stopping. 


Meeting 1 to meeting 13 


The pilot started with a clear aim, process and data collection plan to allow evaluation. The data 
collection and evaluation plan had to be adapted in response to changes within the pilot. 


Data collection tool Data to be captured Comments 
Patient interviews Patient experience Unable to complete as consent 


process removed 
Staff focus group (SR) Staff experience Pilot stopped not necessary to 


complete 
GSFS evaluation To establish baseline Complete 
Observation Template To record observation of each GSFS 


meeting and record how the standard 
response is adopted into normal 
practice 


Completed 13 


Opinion matters To seek MDT members feedback re 
satisfaction with each meeting to 
facilitate an immediate response to 
suggestions for improvement 


Stopped after meeting 9 as 
MTD happy with format of the 
meeting 


Event log To allow facilitators to record overall 
impressions and important verbal 
feedback 


Completed until meeting 13 


eKIS audit To establish baseline Completed 
About Me and My Care 
Evaluation 


To evaluate this new pack/tool Unable to complete as consent 
process removed 
Data being captured elsewhere 


 







 


Report on GP pilot of standard response Macmillan palliative Care project SG 12/09/2016 
 


Pa
ge


2 


Changes within the pilot 


It was recognised that each of the GP practices and MDTs might mould the approach into what works 
best for them. We also realised that pilot processes might need to be adapted in response to what 
was learned. Between meeting one and 13 the following changes were made using a PDSA approach 
with the aim of improving the process and therefore pilot: 


 Theme for change Change 
1 Improve data 


collection 
Project team reviewed and agreed approach to completing observation 
template to ensure consistency within the team 


2 Primary care 
landscape 


Recognising that consistent attendance was not realistic and within the 
evaluation we should expect some variability 


3 Improve data 
collection 


Opinion matters adapted to include dates 


4 Simplify process-
business as usual 


Consent process reviewed - to allow for carers to participate when the 
patient could not as they did not have capacity 


5 Simplify-business 
as usual 


Consent process removed - to simplify process, however, also meant 
emphasis of the evaluation would shift from patient experience to staff 
experience as we were no longer asking for consent and for permission to 
contact for interview 


6 Improve data 
collection 


Observation template adapted to indicate is patients being discussed had a 
malignant or non malignant condition 


7 Joint working Teams agreed strategies to involve social work professional more 
8 Simplify-business 


as usual 
Decision made to no longer wait for the GSFS meeting to discuss the 
patient and allocate standard response to appropriate person, members of 
the MDT just to go ahead in between and feedback outcome to the 
meeting 


9 Simplify-business 
as usual 


Decision made to facilitate standard response being business as usual- 
packs to facilitate standard response (containing all the tools) give out to 
MDT members to keep in their bags/cars to use opportunistically 


 


Despite making changes in response to feedback from MDT members we were not seeing the 
outcomes anticipated, with only slow and stilted progress being made. Across the 13 meetings 18 
patients started the standard response, 13 of whom had family members (Figure 1). At each meeting 
the facilitators were observing, prompting and recording how many patients and families were 
identified as “appropriate” for the standard response. Each month it was hoped that MDT members 
would feedback outcomes from the assessments, however we quickly observed and team members 
told us that this was not working. MDT members were feeding back; however, it was often that they 
had decided not to go ahead, or that they no longer felt it was appropriate “on the day it felt too 
burdensome so decided not to offer”. Sometimes feedback was how far they had got in the process, 
with the standard response being broken down into a series of tasks e.g. patient was consented at 
one visit and concerns checklist left to consider at another visit etc. It may look like feedback was 
given n=15, however, we cannot confidently say that even 1 patient and their carer experienced the 
whole standard response (Table 1). 


Table  1 Concerns Checklist and Care 
Plan 


Carers Support need 
assessment Tool and Support 


Plan 
Number of actions identified 18 13 
Feedback 15 8 
Standard response completed 
and information gathered to 
support ACP 


? ? 


 


After each of the first 3 GSFS meetings for each of the teams, all members of the MDT completed an 
opinion matters form detailing their opinion on the meeting now that they were working with us to test 
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the standard response. Participants were asked a small number of questions and the summary of 
their responses is detailed in the table below (Table 2). 


Table 2 


What do you like most about the extended GSFS 
MDT? 


No of Responses= 38 


Good or improved communication 42 % 
Valuing multidisciplinary participation 39% 
Specifically mentioned person  centred care 11% 
Other 5% 
Continuity 3% 
What do you like least about the extended GSFS 
MDT? 


No of responses= 28 


Nil at present time 54% 
Reference made to time 21% 
Amount of paperwork 11% 
Variability of attendance 7% 
Meetings not frequent enough 4% 
Other 3% 
Can you suggest any improvement to the 
extended MDT? 


No of responses= 27 


No opinion formed as yet 85% 
Improve MDT attendance as presence of other 
professionals is valued 


11% 


Make time 4% 
 


Despite positive feedback and a sense that this was a “good thing to do but time consuming” the 
standard response was not becoming part of business as usual. On reviewing the data we had 
collected the following themes emerged: 


Time 
• Assessments and care planning were 


taking extra time 
• The process felt slow and stilted  


 


Ownership 
• GPs fed back that HNA and care 


planning or sign posting around social 
concerns as their role 


• On the whole it only happens because 
we are in the room prompting it 


• The MDT think that they already do this 
 


Change/Project Processes 
• Patient selection is happening- not seen 


as for everyone so no-one is missed 
• When is the right time for the standard 


response? 
• Teams not seeing outcomes 
• Complex pilot processes 
• Scattered experience-most professionals 


only trying the standard response once or 
twice 


Primary Care landscape 
•  Barriers to MDT Working – attendance, 


consistent membership, referral 
processes, unsure of role in palliative 
care 


• Purpose of the GSFS meeting- it is for 
information sharing 


• In current landscape process has been 
seen as a series of tasks rather than a 
standard response 


 
 


The overall impression seemed to suggest that taking the standard response on all on at once was 
too much change. Following the review of data, and open and honest communication with the 3 GP 
practices, members of the MDT agreed “we are not seeing outcomes”, “assessments and care 
planning too time consuming for GPs”, “we already assess and care plan holistically”, “good to do but 
time consuming” therefore, we decided to stop. There was no evidence of this becoming part of 
routine practice for all patients with new or changing palliative care needs, and it did not feel that this 
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was likely to change with the current approach. As can be seen on Table 3 evidence of use of all 
elements of the standard response was recorded in 3 out of the 13 meetings. 


Table 3. 


 


The steering group supported the decision to stop. At this time it was also agreed that a meeting be 
convened ensuring broad representation of health and social care services (primary care and acute) 
and third sector.  


Next Steps 


The meeting took place on the 19th August 2016 (minutes and actions available) the group reviewed 
the work to date and agreed a plan for a way forward within the projects existing time frame. Details of 
the new approach can be found in the letter detailing the proposed new weekly palliative care forum 
to be tested from September 2016. 
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Evidence 
of all


Evidence 
of 4/5


Evidence 
of 3/5


Evidence 
of 2/5


Evidence 
1/5


Evidence 
of none


Evidence of Use of the Standard 
Response


On the observation template at each 
meeting the facilitators gave a score 
to rate evidence of the use of the 
individual elements of standard 
response: 


Concerns checklist, CSNAT, Care 
Planning (ACP), About Me and My 
Care and Feedback 





Year 3 Interim Report.pdf




Version 1: Participants: 7, 5 TCAT patient member and 2 carers


Version 2: Participants: 14, 8 DN's, 4 WISeR group professionals and 2 TCAT  Project professionals


1.  Evaluated highly positive from both Carers and Staff perspective.  Major concerns which have been resolved by the redesign of pack were:


Overall Summary of Evaluations of 'About Me and About My Care' Pack


2 versions used, 1 for Staff and 1 for TCAT patient members and Carers


a)  Durability of pack - resolved by coating on new version at printers


b)  Fit for use of pack - resolved by larger flaps and tighter gusset


c) Wording of who provides palliative care - resolved by rewording leaflet


d) Leaflet - Going into hospital- page 3 top - DN not on list.  Who provides care…. - highlight respite in care home section. - Leaflet 'Going into ……. Has been amended.  Agreed 


decision to not include respite under Care Home due to the process of referral.


2.  Staff found all content of the pack useful.  Going on to give the following suggested improvements:


a)the possibility of making the pack into one booklet so it is 'easier to carry to appointment'


3. Carers for the majority found all useful/ to useful with exception of 'palliative'.  Top rankings and quotes  as follows:


b) 'From a TCAT perspective, pack could be added to e.g. information on move more, rays of hope, well in Renfrewshire, eCCR - when available for public use 'File Index could 


help to separate sections making it easier for relevant information to be quickly found.  A high level chart on next steps would be beneficial i.e, what to do if..... so people know 


who to contact.'


c) 'Minor omissions discussed with team.  Going into hospital- page 3 top - DN not on list.  Who provides care…. - highlight respite in care home section.'


a)  My Questions (7)


      * 'Good if patient under stress and may not remember everything', 'your heads all over the place, you forget so to have a list is great' and 'Very useful - before next apt you 


can look back and be reminded of what you asked at previous appointments.'


b)  Useful contacts/ Finance and Benefits (6)


      *'Very useful information.  Benefits information needs to be highlighted', 'Liked this, very helpful - saves googling, very helpful to have all local numbers available' and ' Useful 


for help and support.  Felt in some place there was no privacy when seeking this information, i.e., Library.  Some may be concerned to be seen to be seeking this information out 


by their neighbours.'







     *Information for Carers - 'Help carers to see they are not alone. ' and  other leaflets - 'I think all of the leaflets have very helpful information, covers everything' 


c)  All other leaflets in 'About Me' and Going into Hospital (5)


     * Going into Hospital - 'Liked this - informative, going in to hospital your nervous and don't know what do expect - so this is very helpful', My appointments - 'Again great, so 


many appointments', Who is involved in my care and how to contact them? - 'Most valuable.  Sometimes if you are attending hospital for say infection it's good to have NOK in 


here or someone else that know you or you want them contacted instead of your NOK.' and What Matters to me - 'I would have really liked to use this as it was, hard for me to 


say 'What mattered to me.  I also felt it was hard for people to ask me 'what mattered to me' so it was not talked about.  Having the ability to write it down would have helped.'


d)  All others (4)







Number of Participants = 7


1   What do you think about the general appearance of the pack?


Yes No


Did you like the design of the wallet? 5 2


Is the language easy to understand? 6 1


Was the layout easy to follow? 7 0


Is the type size correct? 7 0


Evaluation of Pack from Telephone Interviews with TCAT patient members  and carers


Summary of Comments below:  3 out of 5 commented on the durability of pack with one suggesting a ring binder and another a plastic wallet.  With regards to content, 1 viewed 


concerns with the MTAMP leaflet suggesting that the professional has a conversation with the patient prior to been given the leaflet.  Another queried with regards to the 
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Did you like the 


design of the 


wallet?


Is the language 


easy to 


understand?


Was the layout 


easy to follow?


Is the type size 


correct?


1   What do you think about the general appearance of the pack?


Yes


No


If 'No' to any of the above comments


Couldn't read as carer forgot glasses


concerns with the MTAMP leaflet suggesting that the professional has a conversation with the patient prior to been given the leaflet.  Another queried with regards to the 


covering letter whether the patient would know their HSC Professional.  Another forgot his glasses so could read the document to comment on the language used within it.


Liked the colours and design, felt a ring binder would be better for ease of access and storage of paperwork.  Good information on covering letter, however, queried whether 


everyone would know their key HCSP?  A lot of paper used and was 'put off with the MTAMP leaflet. Participant went on to say that the professional should have a conversation 


with the patient, perhaps going through sections of MTAMP prior to giving the pack to them.  As they felt some patients may become overwhelmed, not fully understand the 


situation they are in. 


Wallet  too flimsy.  Plastic corners and flap a bit too much - one or the other.  I don't think the folder will be durable enough.  Good to have MCL No handy on the back.  Good that 


people can call you with feedback.


Liked it being loose leaf as she was able to move leaflets about to suit her


Although marked 'yes' felt the pack could be either a plastic walled as cardboard would get battered and worn eventually







2 Did you understand the purpose of the pack when it was given to you?


Yes 7


No 0


Further explanations


Summary of Comments below: Everyone understood the purpose of the pack.  1 thought both the pack and eCCR were extremely useful, whilst another found having the phone 


number to hand helpful.


To give information, pinpoint help and support to access for patient and relatives.


I think so, but not sure palliative care leaflet is appropriate content.


Having had my experience without the pack and eCCR I found this extremely useful


7


0
0


2


4


6


8


Yes No


2  Did you understand the purpose of the pack when it was given to 


you?


Having had my experience without the pack and eCCR I found this extremely useful


Yes, last pack given was a great big thing.  This one good size and keeps everything in one place, easy to carry around.  Content great not its good.


Very helpful to have phone numbers to hand, everything is clear
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1 2 3 4 5 N/A


3  Having considered the pack how useful do you think the following would be?


Finances and Benefits My Appointments


Going into Hospital Information for Carers


My Questions Who Provides Palliative Care/Roles and Responsibilities


Useful Contacts What matters to me


Who is involved in my care and how to contact them We included other leaflets, Can you tell me how useful you think these would be ?


3  Having considered the pack how useful do you think the following would be?


1 2 3 4 5 N/A


0 0 0 0 7 0


0 0 0 1 5 1


0 0 1 0 5 1


0 0 1 1 5 0


0 0 1 0 6 0


0 1 1 1 4 0


0 0 0 0 6 1


0 0 1 1 5 0


0 0 1 0 4 2


0 0 1 2 4 0


Who Provides Palliative Care/Roles and 


We included other leaflets, Can you tell me 


My Questions


My Appointments


Who is involved in my care and how to 


contact them


What matters to me


Useful Contacts


Information for Carers


Finances and Benefits


Going into Hospital


Pack Content QUESTION RATINGS - 1 = NOT USEFUL AND 5 = VERY USEFUL







My Appointments: Positive response from 6 participant with the following 


suggestions: 1, having the 4 yellow leaflets in pack included at the end of 


MTAMP leaflet and 2, if the 'My Appointments' was sent out to patients as 


a PDF they could then copy and keep using.


Good if patient under stress and may not remember everything.  Felt 4 yellow leaflets could perhaps 


be included in back of MTAAMP leaflet.   Feels ring binder would help to access the paperwork easier.


Again great, so many appointments


Did not use as she has her own system e.g., list from Beatson, puts appointments on her own calendar 


but may help others


Summary of Comments on Pack Content Comments


My Questions: All agreed this leaflet was useful with one saying she would 


give it a '10' and another saying it was 'perfect'.  Helpful in respect of 


keeping questions and responses together as a reminder. Another would 


have found it helpful


Good if patient under stress and may not remember everything.  Felt 4 yellow leaflets could perhaps 


be included in back of MTAAMP leaflet.   Feels ring binder would help to access the paperwork easier.


I would like to give this a 10.  You forget your questions you need to write them down.


Great - very helpful - your heads all over the place, you forget so to have a list is great


Very useful - before next apt you can look back and be reminded of what you asked at previous 


appointments.  You can think about questions before going to appt, and take it with you.


Perfect


I didn't have this information when I was a carer.  It would have been very helpful


but may help others


Used this but filled up very quickly (2 appointments in 2 day and GP).  Would be useful if emailed as 


PDF and could be reprinted or double the booklet.  If I had this before it would be been great.  


Very useful. 


I didn't have this information when I was a carer.  It would have been very helpful







What Matters to me:  5 mixed responses with 1 stating it was 'pretty 


good' and 3 feeling the resource would be useful with one going on to say 
Good if patient under stress and may not remember everything.  Felt 4 yellow leaflets could perhaps 


Summary of Comments on Pack Content Comments


Who is involved in my care and how to contact them:  5 felt it would be 


useful/helpful for family or husband to know who is providing care. 1 felt 


more copies of this was needed as it would be filled up quickly and 


another did not read this.


Good as family will know who is coming in and if alone it would be a comfort to know who's involved 


in care.


Useful for my husband as I often forgot to tell home who was visiting me and he often did not know 


who was who.


Quite good - nurse gave me numbers before I left hospital.  This would be useful for everyone


Did not read


Most valuable.  Sometimes if you are attending hospital for say infection it's good to have NOK in here 


or someone else that know you or you want them contacted instead of your NOK.


Need more as could fill in one day and maybe include a rating for staff attending providing feedback of 


some kind on service.


I didn't have this information when I was a carer.  It would have been very helpful


good' and 3 feeling the resource would be useful with one going on to say 


' I would have really liked to use this as it was, hard for me to say 'What 


mattered to me.  I also felt it was hard for people to ask me 'what 


mattered to me' so it was not talked about.  Having the ability to write it 


down would have helped'.  The other said they would not have used it.  


Good if patient under stress and may not remember everything.  Felt 4 yellow leaflets could perhaps 


be included in back of MTAAMP leaflet.   Feels ring binder would help to access the paperwork easier.


I would have really liked to use this as it was, hard for me to say 'What mattered to me.  I also felt it 


was hard for people to ask me 'what mattered to me' so it was not talked about.  Having the ability to 


write it down would have helped.


I wouldn't use this


Yes pretty good too!


I didn't have this information when I was a carer.  It would have been very helpful


Useful Contacts: 1 felt this was very  useful with the other 3 participants 


thought this useful with 1 asking for information on Hospices to be 


included.


Good to have
Wondered if hospice service description should go on here, people may not know what hospices do? 


(Susanne suggested we could link this to the who provides PC Leaflet


Liked this, very helpful - saves googling, very helpful to have all local numbers available


Very  good







Did not look at as not on benefits may be of use to others


Going into Hospital: This was found to be informative especially if patient 


anxious or nervous.  Another suggested 'perhaps a checklist box 


highlighting what they may need to take with them, i.e. medications and a 


space to write others.'


Informative dependant on patient


Liked this - informative, going in to hospital your nervous and don't know what do expect - so this is 


very helpful


Pretty ok.  Identifies all involved and what to expect.  Perhaps a checklist box highlighting what they 


may need to take with them, i.e. medications and a space to write others.


Summary of Comments on Pack Content Comments


Information for Carers:  Some carers not aware that they are 'carers'.  


Helps to see they are not alone. It has support groups and advice works in 


it.


Help carers to see they are not alone.  Interested in course?


Lots of people don't realise they are carers - good explanation or who carers are.


Not for me - information for people were given by hospital e.g., DN number


Absolutely fine.  It's got support groups and advice works on it.


Finances and Benefits: 5 felt it would be useful to others.  1 went on to 


say that it was good as there can be a lack of privacy seeking this 


information i.e., 'Some may be concerned to be seen to be seeking this 


information out by their neighbours.' Another felt Paisley/Renfrew 


information should be include and that advice works should be in bold.


Yes, participant had experience with regards to information on benefits through previous profession.  


Very useful information.  Benefits information needs to be highlighted


Johnstone is on it, should include Renfrew/ Paisley - ensure all areas. I would have advice works bolder 


Would be helpful for people who don't know the system


may need to take with them, i.e. medications and a space to write others.


Who Provides Palliative Care/Roles and Responsibilities: 1 participant did 


not see the benefit of this leaflet for themselves however, did say it may 


be for others, whilst another was deeply concerned over the word 


'Palliative' as it gave no hope to the carer.  1 felt it would be beneficial for 


Palliative Care patients. Another did not read.


Not got that in pack!


Perhaps useful for people who require palliative care


Again not for me but other groups of people would find it useful


Did not read


Palliative strong - sinking people minds -  ' Loving Care?' perhaps







4  In looking at the contents of the pack, would you?


Take the pack 


to any 


appointments 


or any 


admission to 


hospital? 


(routine or 


emergency)


Share the 


contents of the 


pack with 


anyone visiting 


you at home?


Yes 7 5


Summary of Comments on Pack Content Comments


We included other leaflets, Can you tell me how useful you think these 


would be ? From 5 responses all thought they were useful/helpful, 


nothing scary.  One particularly like the Carers Centre and Benefits 


leaflets.  Another thought they would be useful if external help needed 


and for carers.


Yes, there is a need for them.  None held scary information.  Still things a ring binder would be better.


Carers centre 3, Benefits 5, MTAMP not mentioned


All very informative and useful


Could be useful if external help needed.  Useful to carers too


I think all of the leaflets have very helpful information, covers everything
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4  In looking at the contents of the pack, would you?


Yes 


NoYes 7 5


No 0 1


N/A 0 1


Comments if 'Yes'


Shared with Referrer and anyone else involved with my care


Doctor, nurse, specialist nurse
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Take the pack to any appointments or any 


admission to hospital? (routine or emergency)


Share the contents of the pack with anyone 


visiting you at home?


4  In looking at the contents of the pack, would you?


Yes 


No


N/A







Yes 2


No 5


Comments if 'Yes'


Blank  sheet in case patient or relative/ carer needs to write anything  in.


WIRE in useful contacts


This pack needs to be given out to people early at the beginning near diagnosis


Everything I needed was on the website (eCCR)


Prepare things to make arrangements


6  Is there something you would like to see removed in the pack?


5 Is there something you would like to see included in the pack?


2


5


0
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5
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5  Is there something you would like to see included in the pack?


Yes 


No


6  Is there something you would like to see removed in the pack?


Yes 3


No 4


3


4


0


1


2


3


4


5


6


6  Is there something you would like to see removed in the 


pack?


Yes


No







Comments if 'Yes'


7  What was the most helpful within the pack?


Website was most useful for me but I thought the pack was great


Who's involved in my care, MTAMP and useful contacts


About me - when and how to cope


I think everything in pack is relevant to caring role


Summary of Comments below:  3 participants would like to see the palliative care leaflet removed or wording changed however, I think it is the word rather than the leaflet itself.  We need to make it more generic.


Who is involved in Palliative Care - Unless it is appropriate to your needs


Palliative Care Leaflet is scary it makes you think it’s the end


Would be useful for other conditions


Palliative (strong word) not much hope - you have to have faith - seeing the word give you no hope


Summary of Comments below:  Mixed answers to this with 1 liking all contents, 2 felt 'my questions' most helpful, 1 felt 'contact numbers' and other 'eCCR'


My Questions


(Questions) my(Susanne) interpretation


Contact numbers


8  Do you have any other comments about the pack?


Wish I had this resource and website before.  The links on the eCCR were really good - if look in at website it gives some idea of what's coming up in the HNA.  I feel this should be 


Did not use eCCR. Felt not everyone wants to/ can use a computer.  It would be useful to have the pack as a plastic wallet to take to appointments and share with those providing 


Summary of Comments below:  Mixed comments all positive.  3 felt that eCCR was useful.  2 highlighting the resources should be available in both paper and electronic format ( I 


am assuming this from the responses however, no totally clear.  Concern was raised whether the HCSP would be able to access eCCR in patients house.  Another felt the 


resources should be rolled out to others including other conditions, consultants and Breast Care nurses.  Someone also commented that the pack should be a plastic wallet.


Guide to using concerns checklist resource - queries whether everyone would have access to an electronic device especially the elderly. Professional would not be able to access 


Thinking about benefits and the importance of finances highlighting that you can apply for PIP even if you are still being paid.  With ref: but realise some people would prefer 


No it's very positive and helpful







9  If we had two versions of this resource, what would your preference be?


Paper Pack 6


Electronic Version 1


Both 2


No of Participants: 2


Evaluation of Ecru from Telephone/ face to face Carers Interviews 
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9  If we had two versions of this resource, what would your 


preference be?


Paper Pack


Electronic 


Version


Both


1


2


3


4


5


6


7


8


Each section of form in different colours.  Easy to access.


I went into sites/section concerning items ticked off on my list.  One side for patients other for professional. But both available for patient.


Obviously great for interviewer as access to lots of information, no need to carry lots of leaflets.


Eating well rather than weight loss - I'm looking for place to monitor my weight but not W.W. e.g. a clinic


Verbal feedback as carer did not have computer access - carer could see the usefulness of resource


Very long address.  Fantastic if link could be sent by email.  (I kept making mistakes with typing.  Fingertips not great.)


Would be excellent for patient to try out before meeting.  Info detailed and easy to access.


Link to Well in Renfrewshire on First Page.





About Me and About My Care Pack.pdf




Student District Nurse (N=5)


District Nurse (N=8)


TCAT Team (N=2)


Issues highlighted which will be taken forward in draft 2 of the resource:


eCCR Evaluation


Combined Evaluation of the electronic Concerns Checklist Resource (eCCR)


Overall Summary 


The eCCR was well received for first draft.  See below some quotes highlighting staffs view of this resource:  


1.  The size of web address for the resource which was resolved by providing a shorter one


1.  'Takes you directly to the information required instead of scrolling through lots of information to find what you need.'


2.  'Does the work for you! Saves you having to externally find information.  Takes you to what you need.'


3.  'This is a key bonus to the document' (external links)


4.  'Very colourful, inviting and easy to understand'


(N=2) - Oral feedback from TCAT patient member and Carer (see feedback at end of evaluation)


4.  Discussed with team - information for patient transport throughout document and links to tools need to be in several sections


5.  Highlight key words reduce text if possible as going through each point can be time consuming.  However, as experience increases this may  


mean utilising the links also


6.  It is early days in my use of the eCCR but a very useful tool, thank you.  This has help in my learning curve with delivering HNAs.  Updating 


and future management of the eCCR will of course be necessary


Updated version being worked on at moment. Other links to be added.


1.  The size of web address for the resource which was resolved by providing a shorter one


2.  Project footer on documented throughout, from evaluation 'Palliative' emotive so this footer has been deleted


3.  Old Renfrewshire logo used, this has since been updated.







1  What do you think about the general appearance of the electronic Concerns Checklist Resource (eCCR)?


1a Did you like the overall design of the eCCR?


Yes 15


No


1b Is the language easy to understand?


Yes 15


No


15


0 5 10 15 20 25


Yes


No


1a Did you like the overall design of the eCCR?


15


0 5 10 15 20 25


Yes


1b Is the language easy to understand?


1c Was the layout easy to follow?


Yes 14


No


M data 1


15Yes


No


14


1


0 5 10 15 20 25


Yes


No


M data


1c Was the layout easy to follow?







1d Is the type size correct?


Yes 15


No


If you answered 'No' to any of the above please give a reason for your answer?


2 Did all the links used work?


Yes 10


No


Diagnosis information is there but to possibly sign post it clearer


I won't say the type size is wrong, I could read it perfectly but assuming that most of the patients will be elderly one size up could be an idea


15


0 5 10 15 20 25


Yes


No


1d Is the type size correct?


10


0 5 10 15 20 25


Yes


2  Did all the links used work?


If you answered 'No' to the above please give details below:


older version of question form used in 5 cases, unfortunately it did not ask this question!!!!


10


0 5 10 15 20 25


Yes


No







3a  Did you find the links which help to navigate through the document useful? (rating scale of 1(not useful) -5(very useful))


5 15


4


3


2


1


3a Comments


Yes found links I did not know where out there


Easy to follow, replicates concerns checklist


Very user friendly


Takes you directly to the information required instead of scrolling through lots of information to find what you need.


Very useful take you directly to relevant page


15
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3a Did you find the links which help to navigate through the 


document useful? 


Very user friendly


3b  Did you find the links to internal information useful?


5 15


4


3


2


1 15
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5
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3b Did you find the links to internal information useful? 







3b Comments


Yes as cuts down time spent


I do not have a nursing background therefore the info provided served as a good prompt


Self explanatory


Yes easy to find and use


3c  Did you find the links to external resources useful?


5 15


4


3


2


1


Does the work for you! Saves you having to externally find information.  Takes you to what you need.


15


0 5 10 15 20 25


5


4


3


2


1


3c Did you find the links to external information useful? 


3c  Comments


Yes to find lots of extra support


Yes as cuts down time spend


Some unknown resources


If external information need again it take you to this


This is a key bonus to the document


The links took me to exactly where I felt the patient would need to be to get the correct information


2


1







4.  Did the eCCR help you to find information regarding your/patients concerns?


Yes 15


No


4  If you answered 'No' can you explain further?


5  Is there something you  like to see included in the eCCR?


Yes 4


(not put in this section, written at bottom of questionnaire but felt this would be most appropriate place) Only thing I couldn't find was information on portable oxygen. I 


feel he would benefit greatly from this.  It is apparent however, that he could contact his GP and ask


15
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Yes


No


4 Did the eCCR help you to find information regarding 


your/patients concerns? 


Yes 4


No 10


M data 1


4


10


1
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Yes


No


M data


5  Is there something you like to see included in the eCCR? 







5  If 'Yes' can you please specify?


6  Is there something you think should be removed from the eCCR?


Yes


No 15


I found finding information with regards patient caring for her mother difficult 'there are government agencies and charities that can help - but where can I find these?


Only thing that comes to mind is limited information on pets


Discussed with team - information for patient transport throughout document and links to tools need to be in several sections


highlight key words reduce text if possible as going through each point can be time consuming.  However, as experience increases this may be mean utilising the links also


15
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Yes


No


6 Is there something you think should be removed from the 


eCCR? 


6 If 'Yes' can you please specify?


7  Do you have any other comments about the eCCR?


After you leave the front page it is a lot of reading.  I think it is an excellent resource but not very visually appealing after the front page.  


I found finding information with regards patient caring for her mother difficult 'there are government agencies and charities that can help - but where can I find these?


Thoroughly useful document, very easy to access, loads of information


Looks great, easy to use


Very useful site, I think this will help those needing support and those not very good with computers etc


15


Yes


No







7  Do you have any other comments about the eCCR? (Cont.)


Great resource very useful helpful


Excellent source of information and appears easy to use


A useful tool for both staff and patients


The feedback below is from (N=2) - Oral feedback from TCAT patient member and Carer ( No questionnaire used)


No of Participants: 2


1


2


3


4


5


Evaluation of Ecru from Telephone/ face to face Carers Interviews 


It is early days in my use of the eCCR but a very useful tool, thank you.  This has help in my learning curve with delivering HNAs.  Updating and future management of the 


eCCR will of course be necessary


Very colourful, inviting and easy to understand


Very long address.  Fantastic if link could be sent by email.  (I kept making mistakes with typing.  Fingertips not great.)


Would be excellent for patient to try out before meeting.  Info detailed and easy to access.


Link to Well in Renfrewshire on First Page.


Each section of form in different colours.  Easy to access.


I went into sites/section concerning items ticked off on my list.  One side for patients other for professional. But both available for patient.5


6


7


8


9


10


Obviously great for interviewer as access to lots of information, no need to carry lots of leaflets.


Eating well rather than weight loss - I'm looking for place to monitor my weight but not W.W. e.g. a clinic


Verbal feedback as carer did not have computer access - carer could see the usefulness of resource


Wish I had this resource and website before.  The links on the eCCR were really good - if looking at website it gives some idea of what's coming up in the HNA.  I 


feel this should be rolled out to others, people with other conditions (e.g. Crohns, her friend looked up things on web).  Perhaps the consultants & Breast Care 


Nurses could have these resources


Guide to using concerns checklist resource - queries whether everyone would have access to an electronic device especially the elderly. Professional would not 


be able to access in house.  Two versions of this resource may be helpful.


I went into sites/section concerning items ticked off on my list.  One side for patients other for professional. But both available for patient.





Electronic Concerns Checklist Resource.pdf
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Educational Training Calendar - Sustainability Questions Report 
 
Respondents: 80 
Useable data: 74 
Non useable data: 6 
 
Overall Summary 
 
54/74 knew about the calendar with staff ranking all aspects of this resource as very useful including 
content/ colour coding and contacts.  The source of awareness of this resource (31/54) came from 
email via Alison, (Project Secretarial Administrator) closely followed by word of mouth. (14/54)  
 
The majority of staff said that it influenced their ability to find the palliative care training available, 
(49/54) going on to say: 
 


 ‘made it easier to locate’ 
 ‘reduces time looking on different sites’ 
 ‘I was unaware of some of the training available, so it helped me to access things’ 
 ‘Being aware of what is available for myself and my staff, which we would otherwise miss out 


on’ 
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1. Please tell us which professional group you belong to? 
Number of respondents: 74, selected answers: 74 


 N 
Care Home Staff 41 


Community Nurse 15 


GP 2 


RES Team (Nursing) 0 


RES Team (Allied Health Professional 3 


Social Care Staff 2 


Other 11 
 
2. Do you know about the Renfrewshire Palliative Care Training Calendar? 
Number of respondents: 74 


 N 
Yes 54 


No 20 
 
2.a Table below shows a breakdown of the professional groups of  those who did not know about 
the calendar 


 N 
Care Home Staff 11 


Community Nurse 3 


GP 2 


RES Team (Nursing) 0 


RES Team (Allied Health Professional 0 


Social Care Staff 2 


Other 2 
 
3. How did you become aware of the Renfrewshire Palliative Care Training Calendar? (please 
choose more than one if applicable) 
Number of respondents: 54, selected answers: 66 


 N 
  E-Mail 31 


Poster 9 


Project Newsletter 6 


Online 2 


Word of Mouth 14 


Other 4 







 
  3/5 


 


 
4. Having seen the Renfrewshire Palliative Care Training Calendar, has it influenced your ability to 
find information about palliative care training that is available in NHS Greater Glasgow and Clyde? 
Number of respondents: 54 


 N 
Yes 49 


No 5 
 
5. Comments 
Number of respondents: 16 


Comments 


Good to have all training in one place 


Info available and training venues are easy to access and no cost for this 


To some extent 
Have advised other chlns of this as I have only recently become aware and the Renfrewshire chlns 
were not aware at all 
Reduces time looking on different sites 


Ensures more up to date information 


Information readily available 


Made it easier to locate 


Yes through work 


Already attended Accord Hospice 


Very informative 


Being aware of what is available for myself and my staff, which we would otherwise miss out on 


I was unaware of some of the training available so it helped me to access things 


Information on calendar on how to access 


Able to attend appropriate/available course 


Requested at PDPS 
 
6. How useful was it to have all the palliative care training available in NHS Greater Glasgow and 
Clyde on one calendar? 
Number of respondents: 54 


 1 2 3 4 5  Total 
Not Useful 1 0 5 16 32 Very Useful 54 


Total 1 0 5 16 32  54 
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7. How aware of all the training do you think you were before seeing the calendar? 
Number of respondents: 54 


 1 2 3 4 5  Total 
Totally Unaware 5 12 20 10 7 Completely Aware 54 


Total 5 12 20 10 7  54 
 
8. Have you accessed palliative care training as a result of using the calendar? 
Number of respondents: 54 


 N 
Yes 32 


No 22 
 
 
9. Comments 
Number of respondents: 12 


Comments 
5 Day Palliative Care Course excellent course. 


I have sent 2 registered nurses to several courses 


In previous employment but cancelled at last minute 


Macmillan end of life care 


Enjoyed the course very informative 


Via Manager 
I continue to have emails from colleagues about training and tend to access through this reminder 


system. 
Via email 


Have previously attended 


already done palliative training 


No Time 


Would have like to compute Namaste but always booked 
 
10. The summary of the content of each individual training? 
Number of respondents: 54 


 1 2 3 4 5  Total 
Not Useful 0 0 10 20 24 Very Useful 54 


Total 0 0 10 20 24  54 
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11. The contact details for the teams who provide training? 
Number of respondents: 54 


 1 2 3 4 5  Total 
Not Useful 0 0 8 22 24 Very Useful 54 


Total 0 0 8 22 24  54 
 
12. The colour coding to indicate which groups of staff the training is aimed at? 
Number of respondents: 54 


 1 2 3 4 5  Total 
Not Useful 0 1 10 20 23 Very Useful 54 


Total 0 1 10 20 23  54 
 
13. The training calendar overall 
Number of respondents: 54 


 1 2 3 4 5  Total 
Not Useful 0 0 6 21 27 Very Useful 54 


Total 0 0 6 21 27  54 
 
 





Educational Training Calendar.pdf




Tea and Topic Questionnaire 
 
Respondents: 36 
 
Overall Summary 
 
The survey received 36 responses with the highest responses coming from GP’s 
(n=15) and Community Nurses (n=8).  34/36 respondents knew about the Tea and 
Topic Sessions.  From these respondents highlighted that Work Commitments 
(n=28) and Time (n=15) were the top factors stopping them attending some or all of 
the sessions.  With one respondent going on to say ‘Impossible in working day, don’t 
even get proper lunch break. One partner down out of 3 for 6 months but even before 
this!’.  Another suggesting ‘ Would be better to attend if out of hours’. 
 
 
Tea and Topic Questionnaire 


 
1. Please tell us which professional group you belong to? 
Number of respondents: 36 


 


 
 
Open text answers: Other (Please comment in box below) 
- Heart failure ANP 
- Hospice 
- Scrutiny body Care Inspectorate 
 
 
 
 
 
 
 
 
 
 
 
 
 







2. Did you know about the monthly Tea and Topics sessions? 
Number of respondents: 36 


 


 
 
 
 
 
3. If you answered yes to this question, but didn't manage to get to some/all of sessions what 
stopped you? 
Number of respondents: 34 


 


 
 
Open text answers: Other (Please comment in box below) 
- on leave 
- relevance to current role 
- Would be better to attend if out of hours 
- Uni days 
- Impossible in working day don’t even get proper lunch break. One partner down out of 3 for 6 months but even 


before this 
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Renfrewshire Macmillan Palliative Care Project Team 
 GP Focus Group Evaluation 


Held 31st January 2017 
Greenlaw Medical Practice 


 
Attendees 
Dr Mel Summerville 
Dr Mel Sloan 
Dr Craig McCall 
Dr Brian Scott 
Dr Katie Slaven 
Dr Monica McGeoch (ST3)  
Jackie Mearns, Clinical Effectiveness Facilitator 
Susan Harvey, Clinical Effectiveness Co-ordinator 


This meeting was an hour long.  Although only 5 Doctors and 1 ST3 attended, (All Drs involved in 
project) it was felt the data captured would help take this model forward.   It became apparent 
during the session that the Doctors liked this version of the model which facilitated additional time 
saving benefits, better joint working and communication. (See key points from focus group below)  
However, they did recognises that to roll this out more staff resources would be required at the 
beginning to support the processes until the model was established.  (See key concerns raised 
by focus group below) 


Key points from focus group 
 Communication 


o ‘Most likely best from pilot so far of having unmet needs addresses.  Other versions 
sometimes are flagged up but this gets people who address and action aware of needs and 
quite often come up with things we have not thought of.’ 


o ‘The speed of it, as not continually coming back and forward through GP, and putting things 
in place.’ 


 Joint Working 
o ‘Knowing that you can pass holistic needs over to others and they will be taken care of 


makes a big difference to us.  Very positive.’ 
 Processes 


o ‘Consistent response: WISER group is flexible, tailored response from a variety of different 
agencies.  Might be palliative care nurse or others.’  


o ‘Most likely best from pilot  so far of having unmet needs addresses.  Other versions 
sometimes are flagged up but this gets people who address and action aware of needs and 
quite often come up with things we have not thought of.’ 


 Time Saving 
o Time saving for doctor as you can feel confident that you are passing their needs on and 


these will be dealt with rather than having to go out to find out. 


 
 
 


 







Key concerns raised by focus group 
 Spreadsheet/List 


o ‘Not easy access.  Would need an easier format.  Brought in on paper, time consuming to 
print out and sellotape together.’ 


 IT Compatibility Issues 
o ‘WISER group have resource and time issues, there might not be an easy IT solution.’ 


 


 Feedback from WISeR Group 
o ‘Specific feedback when there is a problem and you have put something forward to WISER 


group, have fed info in and not had anything back.  Know it has been resolved but would be 
helpful to have feedback.’ 


 Sustainability/Rollout 
o ‘Weeks 1-4 we had masses of patients, but there were a lot who needed service who 


hadn’t had it.  Now not adding many at all.  Might be big backlog initially then sustainable 
after that.  Will need to frontload it staff wise.’ 


There follows a copy of the questions asked and responses from GP’s. 
 
1a.  What do you think of the processes that support this model? 


 RAG   
 Another issue around spreadsheet we had an enormous list of patients then home liaison nurse 


identified amber patients with nursing home manager to identify patients with important concerns. 
 Some difficulties in deciding what amber was; had lists of Kyle Court and those on palliative care 


register but not all amber as some needs met, or no needs.   At this stage there were unmet 
needs. 


 Some patients we don’t have contact with though they are on our list but may have social or care 
needs that no-one is identifying.   


 For example:  Haematology patient who are seen by haematologists but we seldom see may have 
unmet needs. 


 Could there be another feed into the WISER group from hospital consultants or specialist nurses 
who are seeing patients whom we don’t have contact with. 
 


 Spreadsheet:   
 Took a lot of work to make it workable, 
 The consent may be a way to select patients.   
 Not everything needs to come through the GP but we don’t have all information. 
 Patient seeing specialist nurse whom we don’t see, we should not be bringing up the process, 


specialist nurse should. 
 Patients we are not still capturing, not in Kyle court, not on palliative list, i.e. chronic medical 


conditions.  Patients on home oxygen, still not rigorous at getting them on list.  Specialist Nurse 
could be helpful here. 


 If we did not have consent it felt like cold calling for GPs or nurses.   
 Weekly WISER 
 Work in process over the year, has developed from whole Gold Standard list to changing needs 


patients.  Also an issue early on which identified consent to pass information on so initially we had 
not really considered consent as were only sharing with team members.  But did develop a plan; 
when telling patients we would specify sharing with the WISER group. 


 Helps in a sense with eKis consent. 







 Information sharing 
 Thing which was key was that initially we were asked to feed in on a weekly basis which proved 


impossible.  Didn’t have time or forum to do that.  Jackie will update weekly but not through all list.  
Update WISER group before meeting.  At one stage we tried to do at practice meeting but not 
possible.  Jackie sends EMIS message for info to be passed on at WISER group.  What we are 
doing now, which works well is linking it to GSF meeting.   Process was good because we have a 
named person here and a named person there.  And a specific person uses the spreadsheet 
 


 Feedback 
 Getting info back, at GSF meeting the spreadsheet is brought but there is usually someone who 


communicates info rather than us referring to the sheet.  It may have to happen that we refer to the 
sheet but not sure how this will work.  Might be something in notes.  Ideally spreadsheet is 
something we can all access, version online which can be edited. 


 Huge IT barriers to this, thought it would be easier but no access to particular parts. 
 Good presence up to now. 
 One situation of someone who was tasked from WISER group went to see patient and phoned me 


to ask what I thought the issues were and gave issues which she identified.  This was good, would 
not have happened without that kind of input. 


1b.  Is this working for you? 


 Probably don’t have a full enough experience to know for certain.  Previous models were less 
effective than this.  Don’t know if this is the best but standard response of needs assessment tool 
is very timely and not suitable for daily GP life.   


 Most likely best from pilot  so far of having unmet needs addresses.  Other versions sometimes are 
flagged up but this gets people who address and action aware of needs and quite often come up 
with things we have not thought of. 


 Much more efficient way of problem solving. 
 Communication between agencies involved has been very good, it does not constantly have to 


come to GP and things can be done without our input; great advantage. 
 One patient heavily involved in WISER group and WISER group very helpful.  Very little feedback 


to patient who had no idea what was going on.  Had never heard of group and didn’t realise this 
was a point of contact which would be helpful.  Didn’t realise it would have been coordinated.  
There should be more feedback to patients and troops on the ground.  Carers didn’t know the story 
and would have benefitted.  Patient with lots of input but carers didn’t know anything about him – 
patient and daughter perception 


2.  Can you tell us is this having any impact on the GSF meeting? 


 Takes a bit longer which is an important thing as we are time pressured, this current iteration it sits 
better in this format.  Especially consent thing.  If patients we have consented for it we would be 
discussing them anyway rather than those being managed by outside departments, e.g.  
haematology 


 At the moment our palliative care group who are actively involved.  Other patients,  cardiac, etc 
GSF might buck under the strain. 


 From the GSF in the past we did a task, Macmillan did a task, DN did a task but now we are 
feeding into a bigger team which is good. 


 Time saving for doctor as you can feel confident that you are passing their needs on and these will 
be dealt with rather than having to go out to find out. 


 







3.  Thinking about the standard response, overall have you sensed a difference? 


 For your patients 
 We all have 1-2 pts we can think of though early days.  No-one has had a bad thing happen.  Has 


been an advantage. 
 The speed of it, as not continually coming back and forward through GP, and putting things in 


place. 
 The WISER team don’t really sort doctor bits, it makes sense that we are not coordinating this. 


 
 


 Workload 
 Initial increase which was impossible, expansion of GSF meeting which was not manageable.  If 


we were bringing in more groups it would be worse. 
 Knowing that you can pass holistic needs over to others and they will be taken care of makes a big 


difference to us.  Very positive. 
 Being involved in pilot has been time consuming but not clinical stuff. 


 
 Joint working 
 Always good to have communication with other colleagues and know what is out there?  They 


have tried their best to accommodate us.  There is communication from Jackie directly to someone 
else.  People have been as helpful as they could. 
 


 Information sharing 
 Still working how best to use that.  How useful are the sheets, do they collect and pass on info.  


Who needs info about what teams are involved, who is getting that info?   Some work to be done. 
 Specific feedback when there is a problem and you have put something forward to WISER group, 


have fed info in and not had anything back.  Know it has been resolved but would be helpful to 
have feedback. 


 WISER group have resource and time issues, there might not be an easy IT solution. 
 Would feedback be on spreadsheet?   Huge, not very user friendly.   Expansive document. 
 Not easy access.  Would need an easier format.  Brought in on paper, time consuming to print out 


and sellotape together. 
 We were asked how we want this back but not sure yet. 


4.  How do you see this model facilitating this? 


 Certainly feeds into that as someone is tasked with holistic needs assessment and some actions 
come out of that to help.  We are also trying to ensure that no one is missed; not there yet but have 
identified a few more patients.  Feeding in to that. 


 If people are on supportive care and needs change and Jackie something prompts for wiser group. 
 I think the fact of the matter is that GPs don’t have the time to do holistic needs assessment and 


even if we delivered the questionnaire we don’t have time to deliver needs from it; it’s a good thing 
that others are involved. 


 Trying best to do HNA but where did we go with needs identified.  Have responsibility to carry out. 
 Consistent response: WISER group is flexible, tailored response from a variety of different 


agencies.  Might be palliative care nurse or others.  


 


 


 







4a.  Are there limitations in the use of this model? 


 Is it sustainable?   
 Time resource. 
 Is it spreadable to other practices?  Not overwhelming with our group but 12 other practices might 


be too much.  Council has cuts for social care. 
 If it makes it more streamlined that must help. 
 Will there be enough bodies on the ground to cover all practices. 
 Coming from GP led patients but there will be hidden patients in community who would benefit 


from it and patients rooted in secondary care who don’t know how to get access to it. 
 


4b. Could the use of this model be expanded? 


 Are there enough resources out there to devolve it further?  WISER group meets weekly and only 
discussed our patients.  If all practices how long will it last?  Head of services attend but multiply 
this up. 


 But might be a much more efficient way to work, less waste. 
 Weeks 1-4 we had masses of patients, but there were a lot who needed service who hadn’t had it.  


Now not adding many at all.  Might be big backlog initially then sustainable after that.  Will need to 
frontload it staff wise. 


 Bring practices in 1 or 2 at a time 
 


5.  Being part of this process from the start how would you describe this process to the GP forum? 


 I did give a summary, gave thoughts about WISER group.  It had been largely positive and main 
feeling in terms of benefit is communication with other agencies.  GPs often frustrated by lack of 
communication between agencies.   Have heads of important services all discussing one patient 
which is the value of it. 


6.  I the standard response a good use of your time? 


 It is a good thing to do; we are not necessarily the best people to do it. 
 We can be but not always. 
 We have to be part of it. 
 Not to do HNA ourselves 
 Happy that patients are being involved – yes.  But we have limited resource we can offer to the 


process and we are not the best people to do everything. 
 Have to be part of communication and we coordinate care for lots of patients so we are a good 


source of patients; names to feed in but not the only source. 


7.  Would you recommend rolling this out? 


 Provided it is sustainable. 
 With adequate resources. 
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Renfrewshire Macmillan Palliative Care Project Team 
 WISeR Focus Group Evaluation 


Held 8th February 2017 
Dykebar Hospital 


 
Attendees 
Lorna Kelly – District Nurse 
Catriona Brown – Dermatology Nurse 
Caroline Killoran – Community CNS Accord 
Lucy McGregor – OT, Social Worker 
Jackie Mearns, Clinical Effectiveness Facilitator 
Susan Harvey, Clinical Effectiveness Co-ordinator 


This meeting was an hour long.  Although only 4 out of the 5 services involved in the WISeR 
group attended it was felt the data captured would help take this model forward. The focus group 
liked and were fully engaged in the model and processes within it, going on to mentioned that its 
use has prevented crisis.  They also recognised the importance of communication and working 
jointly with others. (See key points from focus group below) 


However, they did recognise that to roll this out more staff resources and solutions to IT issues 
would be required.  (See key concerns raised by focus group below) Both the facilitator and 
scriber felt throughout the focus group, that all members of the WISeR group whilst they were 
totally engaged in the model and process and could see the benefit of rolling this out they were 
become concerned if this was to be rolled out to all practices the impact that this would have on 
their services and present resources. 


Key points from focus group 
 Communication 


o ‘I think the big positive is that it is an MDT approach in a service where they don’t 
talk to each other routinely.  Getting to know each other and what others do is a 
huge bonus for staff and patients.  DNs and CNs don’t routinely meet other staff 
and this is a benefit.  This is what is lacking generally.’ 


 Joint Working 
o ‘Have all enjoyed being part of the group; have enjoyed learning about other 


people’s roles.  Having personal connections helps immensely.’ , ‘I’m no longer in a 
bubble with lots to deal with for this patient, you are all there it’s the wider team’ and 
‘The main aspect of the project is that I see my health colleagues and having that 
face to face networking, always beneficial.’ 


 Processes 
o Standard Response – ‘This is definitely on the right track for a standard response.  


The feeling at the moment is why should a smaller group get this, how do we all 
get.’ And ‘Collaborative, might appear that you can’t manage but from experience it 
has worked.’ 


 







o Spreadsheet/List - ‘Gives you quite a lot of structure having that list of patients. ‘ 
and ‘I think it’s good for a summary to let people know what is happening and for 
not missing.  Quite helpful for group discussion.’ 


 Information Sharing 
o ‘We have already proved that it has prevented crisis, it is helpful that we are getting 


all this information. ‘ 
 Time Saving 


o ‘I think a lot of things have been dealt with rather than waiting month to month for 
GSF meeting.  Things which are not particularly urgent may be lying waiting for 
these meetings and can be dealt with quicker through wiser.  Weekly meeting picks 
things up quicker.’ 
 


Key concerns raised by focus group 
 IT Compatibility Issues 


o ‘We don’t information share on systems as we can’t.’ 
 Sustainability/Rollout 


o ‘Great approach but you need time and enthusiastic staff.  How do you do this in 
reality?  I don’t know the answer to that.’ And ‘I like the concept of it and have 
people in other practices I would like to have brought to the meeting,  It should be 
rolled out but haven’t even thought about it but don’t know how that would happen.  
But then we didn’t think this would happen.  I was stressed out beforehand but it 
worked out.’ 


There follows a copy of the questions asked and responses from WISeR Group. 
 
1.  What do you think of the processes that support this model? 


 RAG   
o We predominantly deal with amber. 
o Quite a simple, straightforward way to categorise everyone.  Amber and requiring 


support or sitting in green and all is good. 
o I think it works with the theme that palliative is not end of life, i.e. amber changing 


needs.  Misconstrued that palliative is end of life when it is not and not just cancer. 
o I don’t see everyone in each category but it does give you information beforehand 


leading up to when you have them on your case load.  I do get history behind them 
before they progress on to my case load.  Easy to understand. 


o Straightforward, easy to understand. 
o Helpful to have info in the outset – would be good to know why GP has decided 


patient Amber, would also be good to have diagnosis and length of time. 
 
 Spreadsheet 


o Gives you quite a lot of structure having that list of patients.  Quite a good way of 
doing it, making sure no one is missed, if discussion open ended you might miss 
someone. 


o To be perfectly honest  I fall short of using the spreadsheet and I don’t have time to 
copy it.  Use my tablet and don’t use spreadsheet as I should.  Limited to 







information that is on sheet, doesn’t have diagnosis, perhaps if there was more on it 
we might use it more.  We go from own notes. 


o I think it’s good for a summary to let people know what is happening and for not 
missing.  Quite helpful for group discussion. 


o Drives me made, used to cut and paste to send to colleagues however now just list 
names in email.  Don’t know how relevant to have all info in comments would be 
good to have just most recent details. 


 
 Weekly WISeR 


o Information sharing 
o Info is usually quite good, i.e. what is being discussed and what is to be done next 


for the patient.  That helps us to be concise and have a structure, going through list 
and information clarifying things and moving on. 


o Best way to be done, if more practises mean more changes, own settling period 
move forward how best manage it.  At moment we have luxury of time because it is 
one practice however when rolling out there will be less time we need to focus on 
each patient, get quicker. 
 


 Information Sharing 
 Good balance at moment, not nitty gritty, concise, collectively jobs to be done, issues and 


concerns, no issues of confidentiality and sharing information. 
 


 Feedback 
 Invaluable, fantastic. 
 Raised awareness of service leads and coordinators and those patients not on list.  Here 


what patients are in pain, need equipment or if carer involved good on weekly basis.  
Positive, concerns raised are addressed promptly.  No negative feeling from myself or staff 


1b. is this working for you? 


 The people that have discussed or used it at the meeting there have been very 
good outcomes.  Now that people are working in their own areas and getting 
busy.  This priority time round a table is helpful. 


 We have already proved that it has prevented crisis, it is helpful that we are 
getting all this information.  My fear is how this will be utilised when it is more 
than one surgery.  Very positive impact from DB point of view. 


 I struggle to see what SW has to contribute,  I think a lot of the needs identified 
are health which we would not take forward and I suppose I am one OT within 
SW and don’t know all these patients.  I can go through our system and see who 
is allocated to a case.  I don’t think a qualified OT needs to do that, an admin 
person could do this.  I can see how the other staff benefit so much from the 
group. 


 I think the big positive is that it is an MDT approach in a service where they don’t 
talk to each other routinely.  Getting to know each other and what others do is a 
huge bonus for staff and patients.  DNs and CNs don’t routinely meet other staff 
and this is a benefit.  This is what is lacking generally. 







 Patient is sure that they are being discussed at a meeting about their care and 
things are addressed.  They are reassured.  Almost another team.  Especially if 
they are discharged from hospital – what now, who is going to be looking after 
me now.  They are reassured that you are linked up with other services. 


 Obviously if I was in a situation and saw a client who was on the list and they 
had problems with, say incontinence.  My manager would not be satisfied with 
me hanging on to info and passing on to a nurse at the meeting the following 
week; I would have to do this immediately.  It is not saving me doing something 
which I would do anyway.  If there was something identified for SW to do I would 
require someone to make a formal referral.  I can’t put that referral on the 
system; there is a lot of IT stuff which has to be done.  In terms of processes it 
does not cut my workload down. 


 Yes, palliative care needs model of care but not just palliative care all service 
users the same model of care. 


 


2.  Can you tell us is this having any impact on the GSF meeting? 


 I think a lot of things have been dealt with rather than waiting month to month for GSF 
meeting.  Things which are not particularly urgent may be lying waiting for these meetings 
and can be dealt with quicker through wiser.  Weekly meeting picks things up quicker. 


 Probably getting on with business as usual at the meetings and when palliative care 
meeting happens it is more of a formality.  I would be worried about not having the GP 
involved at all.  It seems we are doing things anyway.  We couldn’t attend all the meetings 
but can see it amalgamating.  Important not to exclude GP.   Seems like doubling up. 


 Not directly involved. 
 Things might be more fragmented without this.  Must be helpful to GP rather than chasing 


around to see what is happening.  More joined up. 
 Only heard positives that they consider group of benefit, GP’s, things are actioned, we are 


overseeing the patient who is in the forefront, social work go and check if known to them 
which is a change. 


3.  Thinking about the standard response, overall have you sensed a difference? 


 For your patients 
 I think packs have been a big help for families and patients.  Have links in there, has 


been a big help.  At the start probably families were thinking ‘what have I to do now’ but 
as we get better at explaining what it is it has made a positive difference.  We have 
identified issues that patient/families have had that they may not have mentioned to us 
as nurses.  They now mention finance, etc and therefore it can be dealt with. 


 I haven’t been directly involved.  However, it is very similar to the way we work on an 
assessment visit.  I would go through all of this as my routine assessment.  I do care 
packages, finance, respite so we are working that way anyway.  Doesn’t feel strange or 
unfamiliar to HNA as a case load manager.  Initially patients are surprised a nurse 
comes in, I work with families and carers; work with Carers Centre.  You see other 
disciplines and input. 


 I think it has changed the way I think and allowing people to tell you what is wrong, 
prompting them and giving them the opportunity to say things you might not have 







heard previously.  It is a tick box depending on how ill the patient is and where they are 
in their prognosis then sometimes it can be quite a long process.  There are a lot of 
questions and sometimes it is not what the patient wants to do when we go in.  Too 
many questions but I understand this opens opportunities for patient to talk to us.  
Once you adapt to doing this it gets easier to use. 


 I haven’t had any clients who have had HNA.  One of my colleagues had one and fed 
back very positively.  There would be an element of duplication as I already record this 
information in my assessment.  Giving to client and leaving it gives client time; 
sometimes they don’t focus and go off on another topic.  I see benefit for client.  SW 
would not have so much contact with a palliative patient as health staff would. 


 Service users are benefiting due to our regular contact, prompt action and putting in 
interventions quicker 


 
 Workload 
 Initially it was the thought of another meeting which we don’t have time for.  However, 


having come and seen the benefits of getting things sorted in that hour it saves me 
time in the long run chasing things up.  This is one surgery, how would it be handled on 
a wider scale.  It is an hour out of our day which saves time with phone calls and 
messages. 


 I haven’t seen a lot of impact because of the patients who have come on the register.  
It is worth time out for the benefits you get; the most frustrating part is chasing people 
to get things done. 


 Probably I have only had a few patients from my caseload, but for those patients it has 
had a positive effect.  Patients not directly involved with me we are still speaking about.  
I guess if it was rolled out I would be talking about more patients.  I don’t think 
attending more meetings would be helpful but maybe more people in the meeting. 


 Because I don’t often cone away from the meeting with things to do it hasn’t really 
affected my meeting.  Its 1.5 hours of my time to come here.  The impact on my work is 
several hours a week where I can’t do my own work so I have to stay late on a Wed as 
I have to stay late to catch up on my own workload.  I don’t feel this is worth it for what I 
take away. 


 With this there is/will be an increase in workload however, the benefits to the service 
use will increase too.  In the long term there will hopefully be less crisis 
management/interventions which will decrease workload. 


 
 Joint working 
 There are obviously benefits of communication and a face to a name and knowing who 


you are dealing with.   
 It does make a difference when we all have different IT system and can’t us them.  


Going back to face to face. 
 Putting a face to a name, more personal, understanding other peoples roles.  Better 


than leaving a message where you’re not sure it will be picked up.  I’m in a 
development role, a secondment and I have got to know more about other people’s 
roles in a short time. 


 You appreciate other people’s roles more.  Big bonus. 







 I would agree.  The main aspect of the project is that I see my health colleagues and 
having that face to face networking, always beneficial. 


 
 Information sharing 
 We don’t information share on systems as we can’t. 
 Very beneficial. 
 I’m no longer in a bubble with lots to deal with for this patient, you are all there it’s the 


wider team 
 Quite supportive 
 You feel less isolated, less in your own wee role. 
 If SE and OT were allocated to specific GP practices then this would definitely be very 


very helpful.  I cover the whole of Paisley and could see any client from any practice.  
The difficulty is I just don’t know the clients.  It’s difficult to know the clients as the area 
is so large.  I can see with DN covering individual practices it helps. 


 No holding back on any type of information, good. 


4.  How do you see this model facilitating this? 


 I do think there will always be people who want to be missed.  Whilst we might think they 
need some things they might not agree.  There are always going to be people who don’t 
what that input. 


 I think it is definitely on the right track.  Advanced care planning and outcomes.  This is 
where it should be going.  But how we scale that up I’m not sure.  This is definitely on the 
right track for a standard response.  The feeling at the moment is why should a smaller 
group get this, how do we all get. 


 I can definitely see the model and the benefits of it.  If someone went out to see a patient 
and they had a need, I wouldn’t wait a week to pass information back.  I wouldn’t wait until 
wiser group if someone needed to see nurse or GP etc.  Where would this fit in to the 
model. 


 We would all feel this, we would do it there and then.  But you might take it back to 
meeting for future planning 


 You might have information about this patient that I have never heard of.  The 
communication is important. 


 You are preventing a crisis.  Another supportive mechanism in between.  Consistent all the 
time. 


 There cannot ever be negatives when health teams meet up and discuss things together 
rather than individual disciplines. 


 The difficulty for SW is that I don’t cover a specific practice, the likelihood is that I won’t 
know the patient.  If I was attached to a practice this would be totally different, as would 
my role.  It is purely coincidence that I see someone I know. 


 But if you can pitch in.   
 Maybe when it opens out SW role may expand. 
 I don’t know what model the wiser group would take that could balance this out.  If wiser 


groups were rolled out to all practices then the SW allocated would not be able to give 
information on a specific patient, except on very rare occasions. 


 My input has been on specific people.  I won’t see everyone.  When it is rolled out more it 
will change.  We didn’t think this would work. 







 Can see this working however,  there is a danger of creating a two tier system were those 
of the radar get more intense support than those not 


 
4.a  Are there any limitations in the use of this model? 


 Time will tell, dependent on how many GP practices involved.  important information from 
GPs, appropriate referrals (amber), if the patient with no input how long they can carry on 
without support? 


4.b  Could  the use of this model be expanded. 


 


 From a DN point of view we could not be doing any more.  It is valuable to the surgery, yes 
but how could that work.  We couldn’t spare the DNs to cover meetings in all the surgeries.  
The pilot has been fair enough but once it starts getting bigger 


 You would only be able to have one person go to a cluster. 
 If you are looking at one nurse for 5 surgeries, we don’t all get to see all the patients.   No 


one nurse could have any meaningful input on all patients being discussed you would 
have to be looking up other nurses notes all the time. 


 SW:  My feedback would be similar, if one person from SW was allocated to one practice a 
lot of staff would be upset about attending a weekly meeting.  With our duty system we 
would have to make sure we don’t have multiple meetings for staff who are on duty as 
they could not all be released.  Would it be a random allocation?  Staff might stop 
attending as they can’t have useful input.   


 Absolutely, love it, love it, works with small group, service users and staff benefits.  Would 
grab with both hands. 


 


5.  Being part of this process from the start how would you describe this process to the 
another WISeR Group+? 


 More like an MDT meeting, discussion of patients’ needs and prioritising them. 
 MDT identifying concerns and try to address them in the group. 
 Collaborative, might appear that you can’t manage but from experience it has worked.  


Daunting at the beginning. 
 Definitely, not another meeting but go with it. 
 A lot of good linking in with each other, fairly typical MDT. 
 Timing, the fact it was the Greenlaw Practice, we have more staff and are not too bad right 


now.  For example, if it was Glenburn Surgery there are no DNs this week so it would not 
happen.  It has been pot luck staff wise that this should take place at this time.  Still very 
busy.  How would this be facilitated. 


 Its fine can’t say anything wrong, learning from and about each other’s backgrounds, there 
on a common purpose, evolving picking up in things not working well.  I.e., list, not enough 
time find information would be better to have list on Monday and meeting on Wednesday. 


 
 
 







6.  Is the standard response a good use of your time? 


 Time is used wisely and concisely 
 It has been pot luck time wise, it has made good use of our time but there are times when 


it will not be feasible. 
 I think you could role this out a business as usual.  If you could embed it.  As a rep of RES 


I would expect my staff to become involved.  If you are going to do it properly everyone 
should do it.  We are not one man shows. 


 Yes, I would have benefitted if we had spoken about more patients.  The commitment and 
just going with it has been beneficial. 


 For me the learning has been beneficial.  Getting to know what is going on, you keep that 
knowledge of what everyone else does. 


 SW -  Not because I don’t see the benefits.  Meetings giving good outcomes for patients.  
Purely from not being attached to practice I feel I’m not giving much or getting much.  I 
may be able to give a piece of advice about equipment or something but nothing about 
specific patients.  If this was resolved, it would be of much more benefit. 


 Yes definitely – improving services at time in life crisis model of care should be rolled out 
 


7.  Would you recommend rolling this out. 


 Not that I wouldn’t recommend it, I don’t know how it would happen.  I have seen cases 
in other surgeries where this would be ideal but it is how this is going to work time wise, 
staffing wise. 


 Yes, I do.  However, I have concerns about how it would work.  I think the planning of 
that would be essential.  Great approach but you need time and enthusiastic staff.  
How do you do this in reality?  I don’t know the answer to that. 


 The more value you get the more you think its 1.5 hours very well spent.  You would try 
to fit it in.  If you are in a service which does not have that input and can’t contribute I 
don’t know how well SW would take it up. 


 I like the concept of it and have people in other practices I would like to have brought to 
the meeting,  It should be rolled out but haven’t even thought about it but don’t know 
how that would happen.  But then we didn’t think this would happen.  I was stressed 
out beforehand but it worked out. 


 I spent 2 hours this morning making calls, emails.  Surely there is a better way to do 
this, to catch up, i.e. the WISER. 


 Have all enjoyed being part of the group; have enjoyed learning about other people’s 
roles.  Having personal connections helps immensely. 


 Yes absolutely 100%. 
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Number of Services Involved 5


Number of meetings 12


Number of Participants 53


No of completed forms 45


WISER Forum Group Meeting


Combined Evaluation of 2nd Phase Pilot of Standard Response


 ( District Nursing, Care at Home,  Clinical Nurse Specialist, Rehab and Enablement and Social 


Work)


Overall Summary 


1.  Majority strongly agreed when asked if extended GSF meeting was supportive in:


     a) Team Communication


     b) Feeling Valued


     c) Your Roll in Palliative Care


     d) Improving Outcomes for Patients


     e) Improving Outcomes for Families


     With the rest agreeing with this statement.


2. When asked their thoughts in respect of:


    a) Length    a) Length


    b) Frequency


    c) Content


    The majority said it was just right however, in comments they were still saying it was too early in the process to know if it was right.
3. It is evident throught the themes from open questions that the WISeR group liked the meetings for the following reasons:


     a) Communication (16)


          'Discussion with other services of care in place for patients', 'Communication with other MDT members'


     b) Information Sharing (15)


          'Input and feedback from other services','information sharing - improving outcomes for patients', ' Coordination of patient care'


     c) Networking (11)


          'Meeting other disciplines.  Learning re: others roles', 'Its beneficial meeting with other professionals'


     d) Joint Working (8)


          'Thinking of ways to work together - less fragmented', 'Joint working - increased possibilities'


4.  When asked for suggested inprovements the majority said 'not at this time', however, one requested ' Further discussion which allows appropriate opportunity for 


commisioned service to provide input.







1.  Do you think the extended GSFS MDT is supportive in: 


Team Communication?


Strongly Agree 38


Agree 7


Disagree 0


Stongly Disagree 0


Missing or N/A 0


Feeling valued?


Strongly Agree 36


Agree 8


Disagree 0


38


7


0


0


0


0 5 10 15 20 25 30 35 40


Strongly Agree


Agree


Disagree


Stongly Disagree


Missing or N/A


Team Communication?
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Feeling Valued?


Disagree 0


Stongly Disagree 0


Missing or N/A 1
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Strongly Agree


Agree


Disagree


Stongly Disagree


Missing or N/A


Feeling Valued?







Your role in Palliative Care?


Strongly Agree 29


Agree 15


Disagree 0


Stongly Disagree 0


Missing or N/A 1


Improving outcomes for patients? 


Strongly Agree 31


Agree 12


Disagree 0


Stongly Disagree 0


Missing or N/A 2
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Your role in Palliative Care?
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Strongly Agree


Agree


Disagree


Stongly Disagree


Improving outcomes for patients?


Improving outcomes families?


Strongly Agree 31


Agree 10


Disagree 0


Stongly Disagree 0


Missing or N/A 4


Comments:


Not able to answer as yet


0


0


2


Disagree


Stongly Disagree


Missing or N/A
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Strongly Agree


Agree


Disagree


Stongly Disagree


Missing or N/A


Improving outcomes for families?







2.  What do you think of extended GSFS MDT in respect of: 


Length


Too long/often/detailed 3
Just Right 38
Not Long/often/detailed enough 0
Missing or N/A 4


Comments:


Time will tell


Feel it is a little early to analyse


Early days


Right at current time


Frequency


Too long/often/detailed 3 Frequency?


3


38
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4
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Too long/often/detailed


Just Right


Not Long/often/detailed enough


Missing or N/A


Length?


Too long/often/detailed 3
Just Right 32
Not Long/often/detailed enough 0
Missing or N/A 10


Comments:


Could possibly reduce to fortnightly


Early days to comment


Still to early to tell


Unsure depending on updated lists


Still under review


Still to be determined


Still not sure


3
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Too long/often/detailed


Just Right


Not Long/often/detailed enough


Missing or N/A


Frequency?







Content


Too long/often/detailed 3
Just Right 38
Not Long/often/detailed enough 0
Missing or N/A 4


Comments:


Feel it is a little early to analyse


Still to be established in full


Right amount of detail/ feedback


Communication with other MDT members


Meeting other disciplines.  Learning re: other roles - Thinking of ways to work together - less fragmented


Sharing appropriate information which leads to improved service user care


Captured meeting across the wider MDT, opportunity to network


Updates from other services on their current patient input


Meeting/communication with other disciplines


Sharing relevant information


3.  What do you like most from the extended GSFS MDT?


3


38
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Too long/often/detailed


Just Right


Not Long/often/detailed enough


Missing or N/A


Content?


Sharing relevant information


Team networking


Opportunity to share information which is to the benefit of patients


Team networking, information sharing


It's beneficial meeting with other professionals and sharing information


Discussion with other services of care in place of patients


Communication


Good networking


Communication, forum to highlight concerns


Team Networking, communication


Action on issues/concerns which benefit patient/carer


Joint working - Increased possibilities


Communication good


Input and feedback from other services


MDT Communication


Interaction between services


Meeting with other involved services/skill mix


3.  What do you like most from the extended GSFS MDT? (Cont.







joint working approach


networking and contacts


communication, team forum


team communication (3)


Group communication - sharing of info/skills


All good


Regular updates on patient progress/needs


Information sharing - improving outcomes for patients


Coordination of patient care


communication - sharing ideas


regular updates


team communication - information sharing


Communication between teams which benefit patient


Contact and networking with other staff


Updates of patient not seen by self


Teamwork, communication, joint outcomes


Teamwork, collaborative working


Joint Working - PCC


Updates- doesn't take o lone or delayed if no updates


Nothing at present


4.  What do you like least from the extended GSFS MDT?


Nothing at present


Could be difficult at times to allow time


Enviroment


Nothing at this time(6)


Too soon to answer


Too soon to comment


Nothing (2)


none


Meeting and sharing with other disciplines


very useful


No drinks


Time required, however, this cannot be helped


Not as yet!


5.  Can you suggest any improvement to the extended GSFS MDT?







Further discussion which allows appropriate opportunity for commissioned service to provide input


Probably need more time to assess this


Time will tell - not at present time


Not at this time (9)


Too soon to answer


No (4)


so far so good
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RCHP Macmillan Palliative Care Public Climate Survey 


Interim Results – August 2015 
 
 
Introduction 


The Macmillan Palliative Care Project for Renfrewshire is being funded by Macmillan Cancer Support for 3 years 
and aims to facilitate continuous improvement in palliative care in community settings. This project will look at the 
whole palliative care journey, including end of life care, as experienced by people across Renfrewshire. With the 
information gathered throughout the project, it will help to influence future developments in palliative care in 
order to improve care for patients and their families. 


To help understand people’s experiences, it is vitally important to hear from people living in Renfrewshire.  To do 
this, a ‘Climate Survey’ was devised which will help give an overall sense of palliative care in Renfrewshire at this 
present time.  To date it has proved problematic to engage with the public in relation to this Climate Survey, 
bearing in mind all approaches and requests to complete it need to be appropriate and sensitive. It was agreed at 
the offset that a ‘targeted’ approach would be inappropriate. Therefore a number of different avenues have been 
tried, from providing a link to an electronic version of the Climate Survey as part of a feature on palliative care run 
by the Paisley Daily Express, to community pharmacy staff providing copies of the survey to any customers 
expressing an interest in taking part. Numbers remain small, but the Climate Survey will remain open for the 
duration of the 3 year project and will continue to be promoted in appropriate ways. 


Since April 2015, 20 responses have been received. The following is a summary of these. 


Results 
 
Q1. Are you aware of what services (not just health) are available for someone with palliative care needs in 
Renfrewshire? 


 
Response Number of responses  
Yes 12 60% 
No 3 15% 
Unsure 5 25% 


Total 20 100% 
 
Comments: 


 I work as a health care professional in the area 
 working in health I have a knowledge of networks but also know where to access different services. 
 Accord; Macmillan nurse; Marie Curie 
 I am employed in a Palliative Care role 
 Aware of most services and what accord offer 
 Aware of care for those with cancer. 
 I am aware of the palliative care available in the local hospice. 
 I know of some services that are available, they aren't specifically labelled as palliative. We receive 


services that could be given that label but currently aren't. 
 Parent needed this few years ago 
 Palliative care for those expected to live approximately 4weeks and only for patients.  McMillan etc only 


for cancer sufferers. 
 Think this is available in care home or they would help when need to access these. 
 Previous experience 
 Know of Gleniffer and MacMillan at library but not much else. 
 Not had the need to know. 
 Lucky enough not to require services . 


 







 


2 of 4 


Not at all confident Very confident 


Not at all confident Very confident 


 
Q2. If they were needed, would you know how to access these?  


  
Response Number of responses 
Yes 13 65% 
No 2 10% 
Unsure 5 25% 


Total 20 100% 
 


Comments: 
 I have experience of this within my job 
 Links with the palliative care team, hospice, specialist practitioners, websites. 
 By phone 
 I am employed in a Palliative Care role 
 Would usually contact hospices and GP 
 Social work - ask at care home, check online. 
 The nurses can be accessed through the local doctors. 
 I have been explained from the staff. 
 I wouldn't know how to access them, but I do know about the carers centre who would hopefully help to 


access them 
 My mum and GP organised 
 Internet. 
 Talk to staff. 
 Previous experience 
 Can direct patients 


 
 
Q3. Are palliative care services relevant to you and your family at this time ?  
  


Response Number of responses 
Yes  7 35% 
No (asked to go to Q9) 13 65% 


Total 20 100% 
 
For the 7 who responded that palliative care services were relevant to them presently, the following questions 
were asked: 
 
Q4. Thinking about your own experience of palliative care in Renfrewshire, please rate the following 
statements from 1 – 5 by marking the line, where 1= not at all confident and 5= very confident ; 
 
 
4a. All people with palliative care needs can access services they require  
       
                       14.3%                       28.6%                       28.6%                          0%                          28.6%         


    
                             1                                    2                                   3                                   4                                    5           
   
 
  
4b. All services work well together to provide high quality, palliative care 
  
                       14.3%                       28.6%                       14.3%                       14.3%                       28.6%         


    
                             1                                    2                                   3                                   4                                    5           
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Not at all confident Very confident 


None/not at all Completely 


Completely 


Completely 


4c. Services are available when they are needed  
 
                       14.3%                       14.3%                       28.6%                      14.3%                        28.6%         


    
                             1                                    2                                   3                                   4                                    5           
  
 
Q5 . How much of a role do/did you play in ensuring health and social care staff had the information they 
needed in order to provide you / your relative’s care?  (with 1= none/not at all and 5= completely) 
 
                       14.3%                          0%                         14.3%                          0%                          71.4%         


    
                             1                                    2                                   3                                   4                                    5           
 
Additional comments: 


 The services were offered almost a "given" regardless of whether they were the right services for us. 
We tweaked around the edges but weren't given much flexibility. 


 It was always up to us to ensure that everyone knew what was happening, tell to DN what the GP said, 
tell the GP what the consultant said. It never felt like anyone other than us had the full picture. 


 Health service/care home. 
 By visiting my brother. 
 Any questions asked about D's care I was able to answer. 
 My husband has MND, I am his only carer and have been for 5 years. I have had carer assessments were 


I was told we can't help you. GP and other professionals seem helpless to assist. 
 
 
Q6. How prepared did you feel to provide this information?  
 
                         0%                          28.6%                       14.3%                          0%                          57.1%         


    
                             1                                    2                                   3                                   4                                    5           
 
Additional comments: 


 Despite being a nurse I always worried that I missed something or got it wrong because I was 
stressed and a bit annoyed because I felt the people I was telling should have known. 


 You're in a situation that you don't want to be in dealing with things you'd rather not, with no 
experience of what is needed, how can you possibly be prepared. 


 I am unsure of repeating my story again. The outcome is always unhelpful. 
 Full assessment of A's state of health. 
 I was D's sole carer. 


 
 
Q7.  Did you find this stressful ?  
 
                      28.6%                          0%                          14.3%                       28.6%                       28.6%         


    
                             1                                    2                                   3                                   4                                    5           
 
Additional comments: 


 Services were very helpful. 
 It was sometimes hard to remember. 
 I worried I would miss something and there would be negative consequences and it would be my 


fault. I felt like I was directing care but without the right information to do it well. 
 You're in a situation that you don't want to be in dealing with things you'd rather not, with no 


experience of what is needed, how can you possibly be prepared. 
 I already suffer anxiety and depression, so stress comes easily to me. 


Not at all 


Not at all 







 


4 of 4 


Completely 


Q8. How difficult was it to find your way around all the services – understand how they worked  
 and who to contact at different points? 
  
                         0%                          28.6%                       14.3%                       14.3%                       42.8%         


    
                             1                                    2                                   3                                   4                                    5           
 
Additional comments: 


 Travel to various services i.e hospitals, care homes, lawyers. 
 We were lucky as we had help from the Carers Centre, without them I don't know what we would 


have done, or if we would have coped. 
 Again being a nurses I already knew a lot of things, however it was bewildering for the rest of my 


family. 
 I had a lot of good people around me and they helped me. 
 Finding services and information is one of the most difficult parts of caring. 


 
 


PERSONAL PLANS 
 


This section of the survey was optional for participants to complete as it was about future plans people may have 
in place with regards Power of Attorney. NHS Greater Glasgow & Clyde together with Glasgow City Council, 
Alzheimer Scotland, Scottish Care and local law firms have joined forces to raise awareness about the importance 
of having a Power of Attorney. Everyone is being encouraged to "Start the Conversation" with their loved ones as 
the first step to giving Power of Attorney to someone they trust. Power of Attorney can cover financial affairs and 
welfare and anyone over the age of 16 can grant a Power of Attorney. 


 
Q9. Have you “started the conversation” about Power of Attorney with those close to you ?  
 


Yes 16 80% 
No 4 20% 
Grand Total 20 100% 


 
 
Q10. Have you discussed wishes around your own death with anyone close to you ?  
  


Yes 13 65% 
No 6 30% 
Not recorded  1 5% 
Grand Total 20 100% 


 
 
Q11. Do you feel comfortable talking about your own end of life care or the end of life care of  
 those close to you ?  
  


Yes 16 80% 
No 3 15% 
Not recorded  1 5% 
Grand Total 20 100% 


 
 
 


 


Not at all 
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Macmillan Palliative Care Project 
Open Space Event 5th March 2014- Summary 
 
 
 
The new Macmillan Palliative Care Facilitators in Renfrewshire are 
employees of Renfrewshire Community Health Partnership and have been 
funded by Macmillan Cancer Support for 3 years to work in the Macmillan 
palliative care project.   
 
Our role is to listen, educate and facilitate change in order to support 
health and social care professionals in community settings to continually 
improve their palliative approach so as to provide seamless high quality 
palliative care in Renfrewshire. 
 
We held our first open space event (open space is a facilitation method in 
which people can identify specific issues on a given topic and self select into 
discussion groups with others who are also concerned with that issue) on 5th 
March 2014 in the Glynhill Hotel where we sought the contribution of those 
who attended to help shape how we take forward our service.  
 
Who Attended 
 
We were overwhelmed by the response to our invitation and 75 people 
attended on the day representing: 


 Community nursing 
 GPs 
 Care Homes 
 Renfrewshire council home care services 
 Renfrewshire council 
 Renfrewshire council care homes 
 Acute Care 
 A&E 
 District nurse in reach service 
 ACCORD hospice 
 St Vincent’s Hospice 
 Patients 
 The Public/Volunteers 
 The carers centre 
 Macmillan Cancer Support 
 Marie Curie Cancer Care 
 Out of hours services 
 RES team 
 Living Well @ the Library with Macmillan cancer support 
 Advice works 
 


 
 







Outcomes 
 
 
The day was a real success and we have gathered a huge amount of 


information which will help guide how the Renfrewshire Palliative Care 


Project goes forward. All members of the team were listening through out 


the day, and are aware there were some great discussions which did not 


make it on to the list of priorities, however as direct result of the active 


participation of everyone on the day all contributions will  inform our action 


planning. 


 


Due to the number of ideas shared at the event, the team are now spending 


time developing outcomes and will bring these to our steering group in order 


to formalise an action plan.  


 


Topics discussed on the day 


 24 hour care available from all services (GPs/DNs/Pharmacy/Acute) 
 Directory of services (for patients/relatives/staff) 
 Inappropriate admissions at end of life (lack of ACP) 
 Link nurse to bridge between care home and GPs 
 Education In Palliative Care To Provide Equality  
 Patient Centre Care Planning  
 Robust Discharge Planning  
 Stop Calling It Benefits – could be Help With Financial Cost Of Your 


Illness  
 Education Around Roles / Offered By Community / Care Homes / 


Acute  - where everyone knows what everyone does  
 Need For Respite Care @ Home  
 Equity Of Care For All  
 Early Referral – Specifically Working Age People – Target Groups  
 Care Coordinator – Single Point Of Access  
 Pick Up The Phone / Talk / Share / Education Champions / 


Information  
 Protocol In Place To Support Staff Who Are Grieving  
 Palliative Care Ambulance  
 Consistent Response For Healthcare Support As People Are Dying  
 Communication re: Crisis Situation re: Palliative Care (DNACPR) – 


Calling Ambulance / Relative’s Information  
 Information On What Transport Services Are Available  
 Information & Contact Information On A Desktop Link  
  Everyone Accessing Patient / Carers In Same Way / Holistic Needs 


Assessment / Individual Care Plan – Local Information  







 
“We were listening”- The teams take home messages 


 The quality/content of assessments should not be person/personality 
dependant  


 The burden of being the key person who co-ordinates care and 
holds/transfers all information and communicates across care settings 
is more often than not placed on the patient or a family member 


 There is lack of clarity/understanding around roles and services- what 
professionals/services do or don’t do 


 A minimum agreed data set that can be shared without concerns re 
breaching patient confidentiality.  


 Consistent responses from professionals/services 
 There is a need for greater availability of the 4 day palliative care 


course for RGNs and the 3 day course for care assistants 
 
 


What are we doing NOW? 


In many ways the key themes from our open space event have confirmed 


and re-enforced our initial thoughts, therefore we will continue with our 


plans as follows: 


 Establishing consensus, around how professionals and services identify 


people with palliative care needs, what are the triggers and then 


appropriate actions? 


 Developing the concept of a Map, one for people and one for 


professionals, to help people with palliative care needs and staff 


navigate the NHS and the services within it. 


 Linking in with the Clinical Services Review demonstration site work. 


 Developing an integrated educational calendar. 


 Engagement, bringing everyone along with us and keeping the needs 


of the patient central to all that we do 


 


The event would not have been so beneficial without the contributions and 


enthusiasm of a varied and committed group of participants, for which we 


are very grateful and we look forward to working with them and sharing our 


progress in the future.  


 





Open Space Event.pdf




 


 


RCHP Macmillan Palliative Care Climate Survey 
Results – Sept 2014 


 
 
Introduction 


The Macmillan Palliative Care Project for Renfrewshire is being funded by Macmillan Cancer Support for 3 years and 
aims to facilitate continuous improvement in palliative care in community settings. This project will look at the whole 
palliative care journey, including end of life care, as experienced by people across Renfrewshire. With the information 
gathered throughout the project, it will help to influence future developments in palliative care in order to improve 
care for patients and their families. 


To help understand people’s experiences, it is vitally important to hear from staff and services who are involved in the 
delivery of palliative care. To do this, a ‘Climate Survey’ was devised which will help give an overall sense of palliative 
care in Renfrewshire at this present time.  The Climate Survey was distributed both electronically and in hard copy to a 
wide range of staff and services identified as having a role in palliative care. Responses were returned anonymously to 
the Clinical Governance Support Unit for analysis. 


The following is a summary of all the responses received. 


A total of 374 responses were received. Not all respondents answered all questions therefore the response rate for 
each question is given. 
 
 
1. What area do you work in or what service are you associated with? 


 
 


Chart 
Code Area Percent 


1 Health: Acute Services 18.4% 
2 Health: Community Services 13.4% 
3 Care at Home Services 8.6% 
4 Social Care Staff 4.0% 
5 Hospice Staff 4.0% 
6 Care Home Staff 44.7% 
7 Voluntary Sector 0.8% 
8 Other* 6.1% 


 No of responses 374 
 
   *Others – NHS 24 
        Joint Acute/Community  
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The survey results demonstrate good engagement across a wide range of services. Input from the Macmillan nurses to 
care homes had a positive effect, resulting in high participation. 
 
 
2. Type of staff: 


 
Chart 
Code Response Percent 


1 Registered staff (i.e. qualified nurse, GP, AHP, 
Social Care, doctor, etc) 67.5% 


2 Non-registered staff (ie HCA, care assistant etc) 32.2% 
3 Volunteer 0.3% 


 No of responses 366 
 
 
3. Have you attended an educational event on either of the following in the last 24 months? 
 
   Overall Response 


Educational Event Yes No Total 
Palliative Care 45.6% 40.4% 362 


End of Life Care 54.4% 59.6% 324 
 
   Yes Responses by Service Area 


Area Palliative 
Care 


End of 
 Life 


Health: Acute Services 27.5% 26.1% 
Health: Community Services 54.5% 52.7% 
Care at Home Services 59.4% 31.2% 
Social Care Staff 26.7% 20.0% 
Hospice Staff 73.3% 53.3% 
Care Home Staff 47.0% 36.3% 
Voluntary Sector 50.0% 50.0% 
NHS24 11.1% 0% 
Joint Acute/Community Role 0% 0% 


 
    


67.5%


32.2%


0.3%


1 2 3
0%


10%


20%


30%


40%


50%


60%


70%


80%


90%


100%


Pe
rc


en
t







 


 


Yes Responses by Type of Staff 


Staff Type Palliative 
Care 


End of 
 Life 


Registered 45.3% 40.5% 
Non-registered 40.7% 24.6% 
Volunteer 100% 100% 
Not recorded 44.4% 11.1% 


 
4. Please list any palliative / end of life care topics you have received training or education on in the last 24 
    months: 
 


158 staff responded to this question. Of those, 14 (9%) stated that they had received no training. The other 144 listed 
topics/training they had been on as follows: 
 


Topic / Training Percent 
‘Palliative Care’ – Generic or Hospice run 34.7% 
Pain/Symptom control 19.4% 
Do Not Attempt CPR 18.1% 
Anticipatory Care Planning 17.4% 
Verification of Expected Death 16.7% 
Support & Palliative Action Register 12.5% 
LCP or alternative 11.1% 
Difficult conversations / Communication 9.7% 
Just in Case and Palliative Care Kardex 8.3% 
End of Life  7.6% 
Namaste 6.2% 
Sage & thyme 5.6% 
Syring Pump 5.6% 
Oral care 4.9% 
Spiritual care / religious beliefs 4.2% 
Medications 4.2% 
Saf-T 2.8% 


 
   Other  topics mentioned (infrequently) were: Supporting families; touch therapy; 
   urology specific palliative care; moving and handling in palliative care; palliative  
   care in heart failure; bereavement; adults with incapacity; Sbar; tissue viability 
 
5. Where do you normally access training or educational events? (multiple responses) 
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Chart 
Code Response Percent 


1 Attend courses 66.2% 
2 On-line training 40.6% 
3 In-house training 71.7% 
4 Other* 3.8% 


 No of responses 367 
 
   *Others – Practice Based Small Group Learning 
             Distance learning 
        Personal reading / self education 
        Peer review, local & national 
 
 
6. Which of the following policies, frameworks and tools do you currently have or know how to access?  


 
  Overall Response 


Chart 
Code Response Percent 


1 Do not attempt CPR (DNACPR) 89.6% 
2 NHS GG&C Palliative Care Guidelines 59.6% 
3 Registered Nurse Verification of Expected Death (RNVoED) 38.2% 


4 Electronic Key Information Summary / Palliative Care 
Summary (eKIS/ePCS) 19.3% 


5 Gold Standards Framework (GSF) 32.7% 
6 Anticipatory Care Planning (ACP) 60.2% 
7 Support & Palliative Action Register (SPAR) 25.7% 
8 Pain assessment tool(s) 65.1% 
9 Community palliative care kardex 17.1% 


 No of responses 327 
 


 


89.6%


59.6%


38.2%


19.3%


32.7%


60.2%


25.7%


65.1%


17.1%


1 2 3 4 5 6 7 8 9
0%


10%


20%


30%


40%


50%


60%


70%


80%


90%


100%


Pe
rc


en
t







 


 


7. From the same list, how often do you utilise these policies, frameworks and tools to ensure consistency 
in the palliative care you provide? 


 
 Overall Responses 


Chart 
Code Question Not at 


all Seldom Often Always Total  


1 Do not attempt CPR (DNACPR) 21.8% 18.9% 30.4% 28.8% 312 
2 NHS GG&C Palliative Care Guidelines 28.9% 24.8% 27.3% 19.0% 242 
3 Registered Nurse Verification of Expected Death 


(RNVoED) 52.7% 22.7% 12.7% 11.8% 220 


4 Electonic Key Information Summary / Palliative 
Care Summary (eKIS/ePCS) 64.7% 10.0% 11.1% 14.2% 190 


5 Gold Standards Framework (GSF) 52.9% 15.2% 18.3% 13.6% 191 
6 Anticipatory Care Planning (ACP) 30.7% 15.4% 29.8% 24.1% 241 
7 Support & Palliative Action Register (SPAR) 57.4% 12.9% 13.9% 15.8% 202 
8 Pain assessment tool(s) 24.4% 21.7% 26.0% 27.9% 258 
9 Community palliative care kardex 66.7% 12.4% 11.3% 9.6% 177 


 
Other  policies, frameworks and tools used: 
 - CNIS 
 - GGC Therapeutic Handbook – Anticipatory Prescribing section 
  


Responses by Registered Staff only 
Chart 
Code Question Not at 


all Seldom Often Always Total  


1 Do not attempt CPR (DNACPR) 14.3% 20.9% 33.9% 30.9% 230 
2 NHS GG&C Palliative Care Guidelines 21.2% 26.9% 30.6% 21.2% 193 
3 Registered Nurse Verification of Expected Death 


(RNVoED) 43.5% 25.3% 15.9% 15.3% 170 


4 Electonic Key Information Summary / Palliative 
Care Summary (eKIS/ePCS) 58.4% 11.4% 12.8% 17.4% 149 


5 Gold Standards Framework (GSF) 46.9% 17.0% 21.8% 14.3% 147 
6 Anticipatory Care Planning (ACP) 25.8% 17.6% 30.8% 25.8% 182 
7 Support & Palliative Action Register (SPAR) 54.5% 14.9% 14.3% 16.2% 154 
8 Pain assessment tool(s) 19.3% 25.4% 25.9% 29.4% 197 
9 Community palliative care kardex 59.8% 13.9% 13.9% 12.4% 137 


 


Q7: How often are policies etc utilised?
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Individual Roles 
 
Respondents were asked to score a number of statements and questions based on their experience within their current 
role. An ascending scale of 1 – 5 was used for each statement. 
 
8. I am involved in the delivery of palliative and end of life care services (overall result) 


 
                      
 
 Q8. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 4.3% 15.9% 30.5% 30.5% 18.8% 
Health: Community Services 5.5% 16.7% 11.1% 9.3% 57.4% 
Care at Home Services 3.7% 3.7% 14.8% 11.1% 66.7% 
Social Care Staff 35.7% 28.6% 14.3% 0% 21.4% 
Hospice Staff 0% 13.3% 6.7% 0% 80.0% 
Care Home Staff 4.9% 3.7% 17.8% 25.2% 48.4% 
Voluntary Sector 50.0% 0% 25.0% 25.0% 0% 
NHS24 23.2% 11.1% 44.4% 22.2% 0% 
Joint Acute/Community Role 33.3% 33.3% 0% 0% 33.3% 


 
 
9. How would you rate your knowledge in relation to delivering palliative and end of life care? 
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Q9. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 1.5% 8.8% 42.6% 35.3% 11.8% 
Health: Community Services 1.9% 17.0% 13.2% 50.9% 17.0% 
Care at Home Services 0% 0% 25.8% 32.3% 41.9% 
Social Care Staff 8.3% 33.3% 25.0% 25.0% 8.3% 
Hospice Staff 0% 0% 13.3% 26.7% 60.0% 
Care Home Staff 2.5% 9.2% 28.8% 43.6% 16.0% 
Voluntary Sector 25.0% 0% 50.0% 0% 25.0% 
NHS24 0% 0% 55.6% 33.3% 11.1% 
Joint Acute/Community Role 16.7% 33.3% 0% 50.0% 0% 


 
 
10. How would you rate your confidence in relation to delivering palliative and end of life care? 


 
 


Q10. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 5.8% 5.8% 37.7% 37.7% 13.0% 
Health: Community Services 5.7% 11.3% 22.6% 41.5% 18.9% 
Care at Home Services 0% 0% 9.7% 48.4% 41.9% 
Social Care Staff 14.3% 21.4% 42.9% 7.1% 14.3% 
Hospice Staff 0% 0% 20.0% 20.0% 60.0% 
Care Home Staff 3.7% 5.6% 22.8% 42.6% 25.3% 
Voluntary Sector 25.0% 0% 50.0% 0% 25.0% 
NHS24 0% 22.2% 22.2% 55.6% 0% 
Joint Acute/Community Role 16.7% 33.3% 16.7% 33.3% 0% 
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11. Do you discuss Anticipatory Care Plans (Thinking Ahead) with your patients/clients/residents? 


 
 


Q11. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 24.6% 21.7% 21.7% 23.2% 8.7% 
Health: Community Services 15.1% 9.4% 11.3% 37.7% 26.4% 
Care at Home Services 36.7% 3.3% 10.0% 20.0% 30.0% 
Social Care Staff 41.7% 25.0% 16.7% 8.3% 8.3% 
Hospice Staff 0% 33.3% 13.3% 33.3% 20.0% 
Care Home Staff 23.3% 13.5% 16.6% 22.7% 23.9% 
Voluntary Sector 66.7% 0% 33.3% 0% 0% 
NHS24 44.4% 11.1% 33.3% 11.1% 0% 
Joint Acute/Community Role 33.3% 16.7% 33.3% 0% 16.7% 


 
 
12. Do you discuss end of life care with your patients/clients/residents? 


 
 


Q12. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 20.9% 20.9% 17.9% 29.9% 10.4% 
Health: Community Services 13.7% 15.7% 7.8% 33.3% 29.4% 
Care at Home Services 44.8% 3.4% 6.9% 31.0% 13.8% 
Social Care Staff 46.2% 38.5% 0% 7.7% 7.7% 
Hospice Staff 0% 20.0% 26.7% 20.0% 33.3% 
Care Home Staff 27.3% 17.4% 14.9% 19.9% 20.5% 
Voluntary Sector 25.0% 0% 50.0% 0% 25.0% 
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Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


NHS24 33.3% 33.3% 22.2% 0% 11.1% 
Joint Acute/Community Role 33.3% 50.0% 0% 0% 16.7% 


 
 
13. How often do you work jointly with other services to provide palliative and end of life care? 


 
Q13. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 11.6% 21.7% 15.9% 26.1% 24.6% 
Health: Community Services 5.7% 11.3% 13.2% 22.6% 47.2% 
Care at Home Services 3.4% 13.8% 17.2% 10.3% 55.2% 
Social Care Staff 23.1% 15.4% 30.8% 15.4% 15.4% 
Hospice Staff 0% 6.7% 33.3% 20.0% 40.0% 
Care Home Staff 12.5% 15.0% 24.4% 18.1% 30.0% 
Voluntary Sector 25.0% 0% 50.0% 0% 25.0% 
NHS24 0% 0% 11.1% 55.6% 33.3% 
Joint Acute/Community Role 50.0% 0% 16.7% 16.7% 16.7% 


 
 
14. From your own experience, how would you rate equity of access for all people in Renfrewshire who require 
palliative care services? 
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Q14. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 0% 6.3% 47.6% 31.7% 14.3% 
Health: Community Services 5.5% 12.7% 23.6% 34.5% 23.6% 
Care at Home Services 16.7% 12.5% 29.2% 25.0% 16.7% 
Social Care Staff 0% 25.0% 62.5% 12.5% 0% 
Hospice Staff 6.7% 0% 80.0% 13.3% 0% 
Care Home Staff 8.7% 9.4% 37.0% 25.4% 19.6% 
Voluntary Sector 33.3% 0% 66.7% 0% 0% 
NHS24 0% 28.6% 71.4% 0% 0% 
Joint Acute/Community Role 0% 20.0% 40.0% 20.0% 20.0% 


 
Where do you think the inequities (if any) are? 
 
A large number of comments were received. Top five themed responses were: 
 


 Inconsistency in approach/lack of joint working/poor communication 
 Non-malignant conditions treated differently 
 Limited hospice availability 
 Lack of resources and staff trained in palliative care 
 Inconsistent approach taken by GP practices 


 
A full transcript of all responses received can be accessed here: 
 
 
15. Do you feel equipped to be able to discuss loss or bereavement with patients/clients/residents? 


 
 
 
If not, what would help? 
 
All  respondents suggested additional training/courses 
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Where do you think the inequities (if any) are for people in Renfrewshire who require palliative care 
services? 
 
 Limited hospice availability 
 Decisions re palliative care follow up in community does not always seem appropriate 
 Not sure as it would appear that some ooh care delivered by DNs others do not seem to become so 



involved 
 Poor sharing of information with patients being treated in different environments and hospital 



locations. No standard approach to ekis. Palliative care summaries 
 Being allowed access to families in attend of end of life in more deprived areas often in too late. 



Equipment could be in earlier for quality of life 
 Availability of services to meet patient needs; Sometimes lack/delay with equipment; Some 



communication difficulties with other professionals 
 Different specialisms will be better/worse at referring to palliative care and at differing times. 
 Overnight services 
 Depending on the patients’ environments 
 Lack of hospice capacity means patients have tone admitted to hospital where care at home no longer 



an option. Lack of hospice capacity for respite can mean situations escalate at home to the point 
where admission becomes the only option 



 Within psychiatry services can be scant other than ward staff 
 GPs sometimes lack confidence in prescribing benzodiazepines and opiates 
 Patients referred too late, reluctance to refer to Marie Curie by some district nurses for financial 



reasons, poor communication between health care professionals relating to patients 
condition/prognosis, under value the role/input the role of Marie curie nurses in palliative care. 



 I have had experience of dealing with Glasgow patients within Renfrewshire as part of the ooh nurses 
and they are not as good at communicating with staff on any changes and the patients relatives then 
can’t understand why things are different from one area to another 



 There are inequalities in malignant or non malignant disease especially dementia often palliative care 
needs go unrecognised therefore unmet. 



 Also if people don’t have someone to advocate for them and voice their needs often their needs may 
go unrecognised and unmet. 



 If patients of their families don’t understand how the NHS works then often inequalities will occur. 
 Variable experience/knowledge and sometimes attitudes of staff create inequalities 
 Lack of communication between different services 
 Inequalities depending on diagnosis, greater access for cancer diagnosis 
 Depending on whether the person is going to be for at home or in care home, and if carer advocated I 



think people can go a little unnoticed.  
 E.g. Sudden change of health in care home, GP not sufficiently alerted.  
 E.g. Daughter caring for mum and doesn't ask for help - maybe has less support. 
 Around the knowledge of services and working jointly 
 Little formal joined up working between organisations. Very NHS orientated which can exclude social 



care and voluntary. 
 Services can be dependent on people in post rather than the post itself. 
 I think that patients who wish to die at home often do not get enough support in the community to 



allow them to be a home. 
 My perception is that certain hospitals are far better catered for than others. 
 Marie curie night sitters; Social work care package 
 Heart failure patients in Glasgow have better access to palliative care services through the caring 



together bhf/marie curie programme. Designated consultants, designated specialist nurses, 
designated clinic etc. 











 Inconsistency in the way that health deal with end of life/palliative care referrals.  Very little joint 
working takes place. 



 Experience of staff; Joint working with social work/home care 
 Non-malignant disease 
 Depends on GP commitment 
 Mainly patients with cancer diagnoses receive priority palliative care services over patients with heart 



failure, motor neurone, ms 
 Access to specialist palliative care can be dependent on the patients GP making a referral. Some 



practices refer more readily than others and less so if the patient is in a nursing home. 
 Dementia care  
 I think cancer care is well coordinated however AHPs are generally less aware /skilful re discussing 



ACP etc with those with mnd /pd etc 
 Non cancer diagnosis 
 Overnight care 
 GP referral's vary 
 Many people wishing to die at home aren't supported to do so with the lack of support in the 



community due to cuts. 
 Depends on GP practices sometimes. 
 Accord hospice, St Vincent’s hospice 
 I think sometimes feel that people make their own wishes clear but by the time they end up in 



hospital.  If they need to go they are not adhered to. (personal experience) 
 GPs/ooh having confidence in nursing staff when carrying out anticipatory care planning & requesting 



meds 
 In my experience I have seen families get as much help as they need/want and others only receive 



help from ourselves.  Who decides on this distribution, no idea. 
 Not enough support with nurses on training.  Would like to see what happens with trained nurses. 
 GP are not very good.  Lack of common sense and poor prescribing.  Communication with relatives 



from GP can be very poor. 
 Access to hospice dependent on availability of beds. 
 Lack of hospice staff/places 
 Training 
 Initial staff contact may influence outcome. 
 Related to duplication and poor communication. 
 Lack of palliative care beds 
 Geographical inequities. 
 Lack of for young and non cancer diagnosis 
 Where patients are not end of life but have pc needs. 
 Excellent support from community hospice staff (accord) issues with beds when required acutely. 
 Hospice access 
 Dementia, multiple sclerosis, varying cancers. 
 The information is available online/gps/nurses/tv 
 Training and knowledge 
 People are not aware of their rights to palliative care services. 
 Too many requiring the service 
 Qualified staff in mental health do not have training in IV admin catheter insertion.  I have declined to 



move back to acute hospitals as I have concerns. 
 Staffing levels, number of registered nurses on duty, staff training re physical aspects or care in 



mental health, communicate reduced? 
 I cannot fault palliative care services who offered me support in the care of my husband and in the 



care of the people I care for. 











 With dementia end of life can come very suddenly, so there is no time to put palliative care 
procedures. 



 Lack of resources, lack of communication 
 Can call for advice 
 Communication between care services 
 Not enough trained carers in palliative end of life care 
 Not enough beds available 
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16. In order to carry out your role effectively how often do you rely on information provided by patients or 
their families/carers? 


 
 


Q16. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 0% 1.4% 15.9% 36.2% 46.4% 
Health: Community Services 1.9% 5.6% 7.4% 27.8% 57.4% 
Care at Home Services 0% 3.3% 20.0% 23.3% 53.3% 
Social Care Staff 0% 0% 21.4% 7.1% 71.4% 
Hospice Staff 0% 0% 13.3% 40.0% 46.7% 
Care Home Staff 0% 2.5% 16.7% 24.7% 56.2% 
Voluntary Sector 25.0% 0% 25.0% 25.0% 25.0% 
NHS24 0% 0% 33.3% 11.1% 55.6% 
Joint Acute/Community Role 0% 16.7% 0% 0% 83.3% 


 
 
 17. How prepared do you think patients or their families/carers feel they are to provide this information? 
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Q17. Responses by Service Area 


Area Score  
1 


Score  
2 


Score  
3 


Score  
4 


Score  
5 


Health: Acute Services 1.4% 5.8% 50.7% 36.2% 5.8% 
Health: Community Services 1.9% 9.3% 48.1% 31.5% 9.3% 
Care at Home Services 0% 16.7% 43.3% 20.0% 20.0% 
Social Care Staff 0% 8.3% 41.7% 41.7% 8.3% 
Hospice Staff 0% 0% 57.1% 28.6% 14.3% 
Care Home Staff 2.5% 7.6% 56.1% 23.6% 10.2% 
Voluntary Sector 33.3% 0% 33.3% 0% 33.3% 
NHS24 0% 33.3% 55.6% 11.1% 0% 
Joint Acute/Community Role 16.7% 0% 33.3% 33.3% 16.7% 


 
 
 


PERSONAL PLANS 
 


This section of the survey was optional for participants to complete as it was about future plans people may have in 
place with regards Power of Attorney. NHS Greater Glasgow & Clyde together with Glasgow City Council, Alzheimer 
Scotland, Scottish Care and local law firms have joined forces to raise awareness about the importance of having a 
Power of Attorney. Everyone is being encouraged to "Start the Conversation" with their loved ones as the first step to 
giving Power of Attorney to someone they trust. Power of Attorney can cover financial affairs and welfare and anyone 
over the age of 16 can grant a Power of Attorney. 
 
18. Have you "started the conversation" about Power of Attorney with those close to you? 


 
Chart 
Code Response Percent 


1 Yes 41.6% 
2 No 58.4% 


 No of responses 356 
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19. Have you discussed wishes around your own death with anyone close to you? 


 
Chart 
Code Response Percent 


1 Yes 57.8% 
2 No 42.2% 


 No of responses 353 
 
 
20. Do you feel comfortable talking about your own end of life care or the end of life care of those close to 
you? 


 
Chart 
Code Response Percent 


1 Yes 80.7% 
2 No 19.3% 


 No of responses 353 
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