Notes of Palliative Care Acute Group Meeting
held on Wednesday 20th March 2018
WS401, Beatson WOS

Present:	
Claire O’Neill (CO’N) (co-chair)		Lead Nurse, Palliative Care
Jackie Britton (JB)				Planning Manager
Paul Corrigan 	(PC)				Info Officer, Clyde Sector 
Jennifer Crumley (JC)				Clinical Nurse Specialist, GRI
John Kennedy (JK)				General Manager, Clyde Sector
Carolyn MacKay (CM)			Palliative Care Pharmacist, GRI
Alistair McKeown (AM)			Consultant in Palliative Medicine QEUH 
Elaine O’Donnell (EO)			Practice Development, Lightburn
Mark Wotherspoon (MW)			Clinical Nurse Specialist, RAH

Apologies:
Jane Edgecombe (JE) (co-chair)		Consultant in Palliative Medicine, BWoSCC
Katie Clark (KT)				GP Palliative Care Facilitator, RHSCP
David Gray (DG) 				Consultant in Palliative Medicine, RAH
Karen MacKay (KM)				Palliative Care Clinical Nurse Specialist, GGH/BWoSCC
Melanie McColgan (MM)			General Manager, BWoSCC
Sandra McConnell (SM)			Consultant in Palliative Medicine, Ardgowan Hospice
Diana McIntosh (DM)				Consultant Paediatric Oncologist, RCH
Caroline Porter (CP)				Diana Children's Nurse, RCH 
Isabel Traynor (IT)				Gynaecology Redesign Manager, GRI



QI Presentation:  Meeting opened with presentation from Fiona Finlay ‘ Discontinuing Interventions at End of Life’.().  The QI project had been initiated by junior medical staff – who, when surveyed 80% FYIs had taken bloods from patients actively dying.   The group expressed an appetite for improvement.

Patient safety was also a driver.  Brief discussion around the presentation, including rollout to other acute sites.  Key success factors include good processes on the ward and consultant staff continuity.
	
	
	

	Workplan Topic Area
	Action
	Responsibility
	Deadline Date

	1 (a)
	
[bookmark: _MON_1583558538]T34 :  SBAR prepared by CON was tabled ().
It was noted the proposal is to request each Sector to identify a budget for equipment – approx: £7k required from each.  JK to review SBAR and discuss recommendations with M Farrell, Lead Director.  
CON to contact community lead nurses and Hospice Chief Executives in relation to ‘Returns Policy’ .
Once agreed, aim to share paper widely with colleagues across the system.

	JK




CON
	

	
1(c) & 6 (a/b)
	Alison Mitchell and Carolyn Datta have kindly offered to join the PC Resource Folder Editorial Group – to be invited to next meeting in April.


	CO’N/PC
	April

	1 (e)
	Establishment paper:  Updated paper had been circulated.  Medical workforce section will be updated following job planning sessions.  Noted increase in demand/referrals over time.  Gap in service cover at Vale of Leven also noted.  Group encouraged to share with Sector management teams and sector colleagues .  JK will link with M Farrell as lead Director on the paper, including variation in admin: support.   

 
	JK
	

	1(c)
	Staffnet button/tile:  Update provided on traffic.  Increases noted  :  popular areas -referrals to Community Teams and GAEL.  Areas added to the page were noted – included T34 Learnpro module and community services – Referrals to Hospices in Clyde are by Practice in Glasgow postcode.
	
	

	1(d)
	Commissioning:  Guidance from S/G awaited.  Propose to request commissioning intentions at future HSCP meeting – and PC colleagues will attend – aim for consistent approach across the HSCPs.  JB will raise at next HSCP meeting.   
	JB
	April

	3 (c)
	PATCH Funding:  Funding for backfill for 15 Band 5 nurses has been secured - £10k to cover 5 days at PEOLC Module provided between Acute, PPW Hospice and Glasgow Caledonia Uni:    Funding will go to South Sector ( including Women& Children and Regional Services on site)  . Dates indentified – May/June/August.   Evaluation of the course will be undertaken with aim of running in North and Clyde Sectors at later dates.  Aim is to influence individual’s– and wider team’s practice .     SCNs to agree backfill arrangements. 
CO linking with Finance re charging.
	CO
	

	5 (a/b)
	HI&T 
GAEL link still not established on trakcare ref form to HPCTs.  JB to follow up.
Possibility of medical staff in Hospice and Acute inputting to KIS is being discussed in Inverclyde HSCP where new GP contract is being piloted.  SMcC written to Cluster leads to establish interest/support.
Med Recs:  Project being rolled out across GG&C.  Phase I included IRH:  looking to link Ardgowan Hospice in as a test site for Hospices in GG&C.  Aim is for Hospice medical staff, in the first instance to have access to Med Recs and IDLs.  Proposal going to E-health Programme Board 22nd March 2018.  
	JB


SMcC/JB


SMcC/JB
	April

	

AOCB
	Guidelines – Palliative Management of Terminal Haemorrhage had been circulated at the previous meeting – comments were to go back to F. Finlay by end January. C Mackay had replied.  Anticipate the final product will be in form of Guidance Note:  and this will come back to the Acute Group
	CMCK
	

	
	Issues in relation to stock of Phenobaritone again.  Stocks received in January had gone to PPU – now coverage across GG&C and updated list of where stocks are has been issued to pharmacists.   
	CMCK
	ASAP

	
	Cannabis use:  CHAS has been in contact with Great Ormonde Street Hospital; significant communication at UK level.  MHRA and Home Office would require to issue a licence for sale of cannabis.  Noted there is a gap at present with no Guidance.  CMackay to link with Audrey Thompson for clarification. 




	CMCK
	ASAP

	
	MFT: Palliative Care session had taken place on Friday 16th March.  Anticipate write up from the session will be issued soon – participants are encouraged to share with colleagues and feedback comments.  JB tabled paper outlining tiered model for PC.  Again, colleagues encouraged to share – and feedback.
	All
	End April

	
	HNA:  Noted the draft HNA developed by Beatrix Wissmann had been circulated for comments.   Update anticipated in due course.
	
	

	Team/Sector 
Updates
	
[bookmark: _MON_1583225630][bookmark: _MON_1583314498]Update from Clinical Development Leads:  CON gave feedback on behalf of D Gray:  . 

EU new General Data Protection Regulations:  PC had attended workshop:  will update the Group on requirements going forward.
CAS:  Practice Development team reflecting on link role and promotion of this:  reflected on opportunity to link with Band 5 training in South Sector. 
Jenni Henderson started as Band 6 at GRI:  Induction ongoing:  support from CON appreciated.
Support from CON in secondments at QEUH also acknowledged.

Pharmacy service at QEUH – Maternity leave gap:  advertisement in hand. 

AMcK noted Fiona Finlay has been shortlisted for BMJ Palliative Care Award. 


	



PC
	

	DATES FOR DIARY

	

	19th June 2018 – 2pm – WS301 @ BOC  - check if GRI Poss at any of the next 3 meeting dates

	18th September 2018 – 2pm - Level 9 - WS9 - 033 @ QEUH

	18th December 2018 – 2pm – WS301 @ BOC



Update from Dr David Gray in email to Claire O 18 3 18.docx
Update from Dr David Gray in email to Claire O’Neill dated 18th March 2018



As you know Laura, Sandra and myself are in post. Sandra and I share responsibility for Clyde and the North and Laura the South liaising with PPW/QEH. Within Clyde I will liaise with RAH/ACCORD/St Margaret’s/VOL and Sandra IRH/Ardgowan/St Vincent’s. In the North Sandra will liaise with Maire Curie and I will do so for GRI. Thus far we have met with E Job planning reps and have been attempting to get a meeting with HR to clarify important points to help with job planning and determine other reporting structures for annual/study/sickness leave etc. These are important issues as we have Consultants holding NHS contracts but working across hospice/hospital interfaces who also need reporting. I have met colleagues at GRI in relation to pressures from increased referral numbers and together we are working on a plan to describe the current service collate information that will help in planning future developments and requests for resource. We are aware of pressures across the system and any lessons learned through work at GRI will be helpful to other services. I know that Sandra and Laura have also been looking at the services they are supporting. We had attempted to meet the consultant body on Tuesday 6th of March but had to cancel because of the weather. We have rescheduled this meeting for Tuesday 27th March. If any attendees at the Acute group have questions please ask them to email us.



Regarding other items that may be of interest to the acute group. The team at the RAH is continuing with work on the GAEL. We have carried out baseline audit of current case note annotation information and mapped that to Gael guidance in both a DME and Resp ward. This has been through a GAEL audit tool that Jackie kindly helped us produce on webropol. The next phase of work is to use the GAEL guidance and a prompt tool to audit a structured case note annotations that have been infomed by the GAEL guidance in the 2 wards that we have carried out the base line audits in. The winter bed pressures and workforce changes have pushed this back but we hope to make a start on the next phase after the Easter holidays. These pressure have similarly had an effect on the Macmillan building on the best project but we hope to make a start on this in the next month using the structured communication cards that have been produced from this project. The questionnaire on doctors experience of death and dying is analysed and paper nearing completion. Some interesting results including doctors difficulty in speaking to patients and relatives about death and dying from our data. For those scoring 7 or more out of 10 for difficulty there was no statistical difference between how long doctors had been qualified (this stuff doesn’t appear to get any easier the older you get) though speaking to bereaved relatives may be less difficult for more senior medics.  
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Discontinuing Unnecessary Interventions at the End of Life: A Dual Discipline QI Project

Fiona Finlay 	Consultant in Palliative Medicine

Ruth Yates	Clinical Fellow

Fiona Kerr 	CNS Palliative Care

Julie Carroll	CNS Palliative Care





*









Overview

		Context

		Methods

		Results

		Discussion







*









Context

		Initial idea – trainee observation



		Survey of FY1s 





Claire Borland CT1 project 5A

80% of FY1s felt they had taken blood from someone they felt was actively dying

Caused distress to patients, distress to doctors who felt they weren’t providing good care

*









Aims

		Reduce proportion of people having NEWS monitoring and unnecessary* blood tests performed, within 24 hours of death, by 50%





?*unnecessary – having been identified as dying etc. 

*

















Methods

9 medical wards (Respiratory, Gastroenterology and General Medicine) across 2 sites

Appropriate permissions granted

Baseline, retrospective data were collected: expected deaths on each ward for a three month period 

Exclusions: 

		- death within 24h of admission

		- death assessed as being “unexpected”



Only presenting QEUH data today – 3 wards largely because going forward no scope to continue at GRI. Explain 5a/7d/8c

FK emailed all the relevant senior nurses. 

Claire O’Neill sought permission from all the relevant lead nurses. 

QI project charter which was ratified by the GGC QI team.

sticker permissions - clinical effectiveness team, who gave permission for the sticker to be legally entered into casenotes.

Baseline data December 2016 – February 2017

”unexpected’ = no recognition in notes of deterioration/poor prognosis/guarded prognosis/dying/inform family/terminal phase etc.

*









Data Collected

Date and time of death

Cause of death 

Time of last bloods (and what was requested)

Time of last set of observations









Collected in 2 weekly rounds to ensure all participants up-to-date

March – June 2017 

*









Tests of Change



Education=lunchtime tutorials for ward staff (doctors and nurses)

TrakCare alert – responsibility of data collectors for wards to tell ward staff about and show the how to

*











Discussed with consultant 

*









Results

		BASELINE

		60% had bloods with 24 hours of death 

		65% had NEWS monitoring within 24 hours of death





Large range – 14-77%

*









Venepuncture in the last 24 hours of life



ONE PATIENT DIED WITH NEEDLE IN ARM

Multiple patients on 7D had 2 sets of bloods within 24 hours of death

*









Observations in last 24 hours of life







*









Results

		Ward		p-value bloods		p-value NEWS monitoring

		5A		0.03		0.07

		7D		0.39		0.61

		8C		1		0.8























Two-tailed using Fisher’s exact test

Value of >0.05 = not significant

*









Malignant vs. non-malignant disease

		baseline 		malignant		non-malignant		P-value

		bled		not-bled		bled		not-bled

		5a		3		1		7		2		0.7

		7d		1		5		12		2		0.003

		8c		0		5		1		1		0.3

		total		4		11		20		5		0.0009



		intervention		malignant		non-malignant		P-value

		bled		not-bled		bled		not-bled

		5a		1		3		4		4		0.4

		7d		9		7		4		5		0.6

		8c		0		4		2		11		1

		total		10		14		10		20		0.5

















































These tables demonstrate the likelihood of having had phlebotomy when compared with diagnosis

Split into malignant and non cancer illness



Top table is baseline data – p values demonstrating that before the project started, you were significantly more likely to have had a blood test performed on you if you were a patient within the last 24 hours of life and your cause of death was not cancer



Post intervention data shows no significant values, so it could be inferred that wards are getting better at diagnosing dying regardless of underlying cause

*









Blood Money

		BASELINE









		INTERVENTION





		Ward		Total cost 		Ave. per deceased pt.

		5A		£292.75		£22.5

		7D		£463.13		£23.16

		8C		£25		£3.8



		Ward		Total cost		Ave. per deceased pt.

		5A		£62.4		£5.20

		7D		£487.45		£20.30

		8C		£55		£3.44









































Note about what was being done – haematinics/insulin-like growth factor 1/coags (11.25)

Extrapolation across all inpatient stack wards if at 7th floor expenditure = 487.45 x 3 (for 1 year) x 30 (all stack wards) =43 870!

Other costs associated 

*









Cost of Bloods

		Full blood count 		 £8.50 

		Coagulation screen 		 £11.25 

		Group and save 		 £15.00 

		Urea and electrolytes 		 £7.50 

		Magnesium		 £1.50 

		Liver function tests 		 £7.50 

		Bone profile		 £3.50 

		CRP		 £1.50 

		Bicarbonate 		 £1.50 

		Glucose 		 £1.50 

		Lactate 		 £2.00 



		blood film                       		 £15.00 

		thyroid function tests    		 £3.20 

		fibrinogen              		 £9.50 

		vancomycin level           		 £1.10 

		amylase             		 £0.54 

		B12                      		 £9.50 

		Folate                   		 £9.50 

		INR                      		 £15.00 

		gentamicin level               		 £1.10 

		troponin               		 £1.60 

		IGF-1              		 £8.50 

































































Only cost of processing blood result alone, not the action taken afterwards (additional tests; doctor/nurse time; treatments such as antibiotics, blood etc)

*









Limitations

		Scale of project

		Inconsistent attendance at meetings

		Data collectors not embedded in wards

		1 aspect of “complex intervention”









*









Discussion	

8C – outlier

Culture change

Explicit discussion about levels of intervention at MDT 

What this means for a patient being cared for

Active dialogue between nursing and medical staff



FF goes to MDT

Almost daily FF input – educating juniors

Consultants on board. Very involved charge nurse. Nurses empowered to question drs. Ceiling of care actively discussed and flexible.

Passivity about actively doing rather than actively thinking about the benefit of doing v burden of action, and whether rationalisation is better care 

Concern from junior doctors about negative responses from seniors if batteries of tests not done, perhaps particularly in very interventional areas eg surgery– rather have a coag result to hand than risk public questioning re: not having done tests

*









Future

 	Stickers continue to be used in 7D/8C

 	Appetite from all 7th floor wards (consultant driven)

 	FY keen to replicate work on surgical ward

 	QI team offering support to train 1 medic, 1 nurse on ward



 	Further dissemination of key messages hospital-wide

 	Increase awareness of importance of purposeful, high quality 		care at end of 	life





Add update re: South CG group meeting and ongoing support from SMT re: joining up with SPSP triggering work

*







Guidance At End of

For use when:
« There i imeversibie deterioration

fe (GAEL) for Health Care Professionals

NHS

* Ceiings of treatmentinterventons have been reached
« Investigations either no longer appropriate or desired by the patient
* Clinical judgement of mult-disciplinary team (MDT) i that the patent s dying and the Senior Clinician

agrees with this.

Contact your local palfiative care team for advice — Community Teams Hospital Teams

Significant decisions about 3 patients care
including diagnosing dying, are made on the basis
of multi disciplinary discussion

* Regular discussion, review and consideration
should be given to decision making and
managementireatment plans based on
assessment of the needs of the
patentielsbvlcarerfiend

Medical interventions/Nursing inerventions.
incluging the use of the assessment to0ls —
consider discontinuing thoss that are no
longer beneficialto the patient

= Do Not Attempt Cardio Puimonary
Resuscitation (guidance overieaf)

« Regular review of nutrtion and hycration
needs. Discuss with the.
patentrelative/carer/iriend the benefits or
burdens of artifcial hydration/nutrition

(GMC Good Practce Gudelines / NICE
Guideline: Care of Dying Adults in Last

Tformative, Gmely and sensiive Communication 15
an essential component of each individual patient's

* Regular communication and review of care with the
patientirelative/carer/fiend and the muti
disciplinary team is essential Ensure any potential
communication barrirs are identiied and
addressed 9. use of nterpreters.

Clearty document any signifcant conversations
(where available use SBAR)

‘Advance/Anticpatory Care Planning
= Identy what s now important to the
patientrelative/carerfriend? Does the patient.
have My Thinking Ahead and Making Plans
tool or a Key information Summary (eKIS
* Doss the patient have -
- An Anticipatory Care Plan?
= An Advanced DirectivelLiving Wil?





Regular discussion, review and consideration

should be given to decision making and

management/treatment plans based on

assessment of the needs of the

patient/relative/carer/friend.

®* Medical interventions/Nursing interventions

including the use of the assessment tools —
consider discontinuing those that are no
longer beneficial to the patient




= X





Healthcare ~ NHFIS
Improvems
Scotian

- o ot
Scottish Palliative Care Guidelines e

D




» Stickers implemented

 Education with medical/nursing
staff

* TrakCare alert





This patient should not have further blood tests.
Following review by/discussion with a consultant
ithas been decided that further blood tests would

not change this patient’s management.

Discussed with:

Print Name:
Signature:

Date:

“This plan of care will continue to be reviewed regularly

by the clinical team.

For further guidance on caring for patients in the last days

of life, please visit the GAEL Guidance on:
www.palliativecaregge.org.uk/professional/eolc





“This patient should not have NEWS monitoring.
Following review by/discussion with a consultant it
has been decided that continuing routine bedside
observations would not change this patients
management.

ussed with:

Print Name:
Signature:
Date:

This plan of care will continue to be reviewed regularly by
the clinical team.

For further guidance on caring for patients in the last days
of lfe, please visit the GAEL Guidance on:

wwwpallativecareggc.org.uk/professional/eolc
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[image: logo_NHSGG&C_%202_colour]T34 syringe pumps availability and funding NHSGGC acute 

March 2018 

Situation

This report builds on previous information in relation to T34 syringe pumps across NHSGGC acute areas.  The supply and maintenance of T34 pumps across NHS GGC has been problematic for some time with an exacerbation of the problem with the migration of staff and equipment. The issues are complex in that it involves:

· No identified capital budget identified to purchase new pumps an annual basis.

· Lack of budget to support maintenance and repair

· Variations in practice in relation to access and return of pumps within hospitals. 

All the above issues impact on the safe, effective, person centred, timely care of patients at ward level and when transferring between care settings.  

Background

The T34 pumps were introduced to replace the Graseby MS16 and Graseby MS24 pumps around 2008.  The introduction of the T34 pumps solved many of the problems associated with the limitations of the Graseby pumps (i.e. no locking mechanism, no memory, and no alarm when the dose is altered), however many pumps initially purchased approximately 10 years ago and now nearing the end of their life cycle.  These older pumps are requiring significant support from medical physics to maintain them.  The initial capital purchase made in 2007/8 of pumps was financed through the palliative care Managed Clinical Network.  This group no longer exists.  Since then in 2013 28 pumps were transferred from community to acute.  In November 2016 and again in February 2017 10 pumps were purchased from acute service palliative care budget. 

Assessment

HPCTs have worked with clinical areas to establish hubs for T34 pumps on our larger acute sites.  GRI, QEUH, RAH and BWSCC.  IRH stock held in HPCT Clinical nurse specialist office with arrangements for out of hours access. 

The hubs rely on support and commitment from staff in hub wards.  In particular there are challenges with:

· Ensuring there is a clear documentation trail when pumps are removed from and returned to the hubs.  

· Promoting a system for prompt return of pumps from community/hospices.  

· Replenishing the required equipment every time a pump return to the hub.   

[bookmark: _Section_1_–]Recommendations

There has been considerable amount of work undertaken in different hospitals to obtain local solutions to the problems with portable pumps. A NHS GG&C wide solution is required for the ongoing problems.



· An annual budget is identified at sector level to cover the capital cost of new pumps. In the region of £7000 per sector would allow for 6 pumps and 4 replacement lock boxes to be purchased per sector per year.  

·  Meantime if a pump or lockbox becomes damaged the last area known to have the pump will be responsible for funding replacement. The pumps cost approximately £1000 and the lockboxes £90. 

· Hubs are established and fully maintained to provide an efficient route to sustain the stock and support safety by ensuring uniform provision of the sundries required.  HPCT staff to continue to link with hub wards to ensure they are able to continue to support the hub, exploring ways to ensure efficiency of the hub.

· A robust return system is key to the sustainably of the hubs. Lead nurse to contact all hospice and community nursing leads to seek their support with this. 



1



[Type text]

Claire O’Neill lead nurse March 2018
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