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Overview of session l&&

* London perspective

» Vanguard Programme in Sutton

* Learning from the Care Home Vanguards
 EOLC Model in Sutton

* Personal experience



Background e S

« 2006-2016 over 65 population increase by 21%, 2016-2026 expected to rise
by further 48%

« Population living longer with increasing complex co-morbidities, especially the

older population living in care homes

* Independent Care Sector is expected to meet the challenge of caring for the

most frail and vulnerable elderly section of our population.
* 56% of NH residents will have died within one year
« 18-24 months average LOS in residential homes
« 22% of all UK deaths occur in care homes

e There are 1/3 more care home beds then NHS beds



Central themes o - N2

* Importance of identifying, planning and
managing EOLC with the resident’s wishes and

preferences central to decision making.

« Care Home staff need to be supported and

educated to give them the confidence to deliver

high quality EOLC



PHE EOLC Profiles
London Hospital Deaths Mg G,

« Comparator table * Trend table
Area Value trrwgr grper Hospital deaths (%), Persons, All Ages. - SCN London
England 469 | 487 470
SCNCheshireand Mersey . 491 H 485 497 &
SCN East Midlands ATS K 71 480
SCN East of England s 1 457 466
SCN Greater Manchester 439 b 485 494 o0

| SCNLondon 528 TENEEN .
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J 40
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-O-London
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Source: Office for National Stafistics



PHE EOLC Profiles

Proportion of Home deaths M&gn/®: G,

« Comparator table . Trend table
Area Value I&Twer grper Home deaths (%), Persons, All Ages. - SCN London
England 235 I 223 236
SCN Cheshire and Mersey. 229 H 24 234 30
SCN East Midlands 235 H 21 239
SCN East of England 240 H 226 243
SCN Greater Manchester... 23.2 H 28 235 2
| scNLondon 238 B x5 22 | .
SCN Northern England 252 H 247 257
SCN South East Coast 217 214 221 20
SCN South West 246 H 242 250
SCN Thames Valley 233 H 26 239
SCN Wessex 23.0 H 25 235 b
2004 2007 2010 2013 2016
SCN West Midiznds 2: 25 232
SCN Yorkshire and The H... 232 H 28 236 :-Eﬂ'fr:?féi

S o ¥ - g e g T L L.
Source: Office for Nabonal Stafistics



PHE EOLC Profiles
Care Home beds per 100 over 75 m&

« Comparator table * Trend table
Area Value Lower UFIPEF Care home beds per 100 people 75+ - SCN London
c
England 103 H 102 104
SCN Cheshire and Mersay 107 — 101 113 B
SCN East Midlands 1.0 H 106 115 .
SCN East of England 7 93 101 |
SCN Greater Manchester... 10.8 — 103 113 o .\H\H—_.
| scNLondon Ee 1 74 82 | =
SCN Norther England e M 106 116 g .\H\"\O\o
SCN South East Coast 16 H 12 120
SCN South West 106 H 102 110 5
SCN Thames Valley 9. 1_—| 54 99
SCN Wessex 10.3 98 109 23
2012 2013 2014 2015 2016 2017
SCN West Midlands 99 |—| 95 103
SCN Yorkshire and The H... 1.1 H 107 115 #® England

-@- London

R 1 & f ]
Source: Care Qual ""r’,.n?"'"‘"x-..- (CQC) and Office for Nafional Sistisfics (O '\E



PHE EOLC Profiles
Care home deaths Mo N

« Comparator table * Trend table
Area Value Lower UPPEF Care home deaths (%), Persons, All Ages. - SCN London
cl cl
England 218 | N7 219
SCN Cheshire and Mersey 25 200 210 0
SCN East Midlands 23 K 219 227

SCN East of England 230 H 27 234

SCN Greater Manchester... 12 196 203 0 M
| scNLondon v 140 15 |

SCN Norihem England 02020202000 208 217 w

SCN South East Coast 258 H 253 262 10

%

SCN South West %65 H 261 2539
SCN Thames Valiey 221 H 214 227
SCN Wessex 256 H 251 261 0
2004 2007 2010 2013 2016
SCN West Midiands 20 198 204
SCN Yorkshire and The H... 216 H 212 220 9 England
-@- London

Y " - A [ - | Chmbrndins
Source: Office for Nabional Stafisfics



London priority M S

« 1500 registered care homes

» 36,000 beds

» 63,000 workforce

« 38,000 999 calls
(Nov16-Novl17)

« 80% conveyance to hospital




Care Home 6:

Enhanced Health in Care Homes

Framework

Gateshead Care
Home Project

Airedale
and Partners
Nottingham
City Clinical
Commissioning
Group

Connecting Care
‘Wakefield District

Sutton Homes
of Care

East and North
Hertfordshire Clinical
Commissioning Group

Enhanced primary care
support

Table 1 - Care elements and sub-elements

Care element Sub-element

Access to consistent, named GP and wider primary care service

Medicine reviews

Hydration and nutrition support

Access to out-of-hours/urgent care when needed

Multi-disciplinary

- team (MDT) support

including coordinated
health and social care

Expert advice and care for those with the most complex needs

Helping professionals, carers and individuals with needs
navigate the health and care system

Reablement and
rehabilitation

Rehabilitation/reablement services

Developing community assets to support resilience and
independence

High quality end-of-life
care and dementia care

End-of-life care

Dementia care

Joined-up
commissioning and
collaboration between
health and social care

Co-production with providers and networked care homes

Shared contractual mechanisms to promote integration
(including Continuing Healthcare)

Access to appropriate housing options

Workforce
development

Training and development for social care provider staff

Joint workforce planning across all sectors

Data, IT and

- technology

Linked health and social care data sets

Access to the care record and secure email

Better use of technology in care homes

10



Background to Sutton o N

[81 Care Homes 594 residents in NHS Funded ) 503.000
““ i Nursing Home placements ’
\

oo se2e2 People in Sutton
19 15,000 aged 75+
1,300 Care Home Beds (46% NH; 23% RH;31% MH&LD) 5,000 aged 85+

Az L .
Repeated safeguardi ings Y [ _m )
epeated safeguarding meetings
Same homes affected 766 _ 493 J
No whole system approach to . . '?c‘&E péesenHtatlons E;nergency
: rom Care Homes Admissions
L safety and quality ) U 2013/14 y
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The Challenge for Care Homes !Bf’ﬁ

Independent organisations Barriers to engagement

Terms and conditions

Negative attitudes are not standardised

Most Frail and
vulnerable members
of society

What happens if a
care home closes?

2

Myths and limitations of NHS Large number of beds but

support “not in their own home” limited statutory controls .



Sutton Homes of Care Ims

Our vision is to have vibrant, high-quality care homes in Sutton delivering care that
embraces the national nursing values of patient care — Care, Compassion, Competence,
Communication, Courage and Commitment (the ‘6Cs’).

SUTTON HOMES OF CARE
NEW CARE MODEL

INTEGRATED CARE CARE STAFF QUALITY ASSURANCE

Health and EDUCATION AND AND SAFETY

Wellbeing Rounds TRAINING

Hospital Transfer
Pathway 16. Quality Dashboard

_CI_Zafe Home Support . E-learning modules 17. Joint Intelligence
eam

Champion Roles . Bespoke training Group

PODs: Care h_omes _ Education . NHSmail
and community
Dementia support resources . Care Home Policy

End Of Life Care . Care Home Forums Package

Out of Hours

Support . . Student Training . Cake, Cuppa, Chat

Directory of Support .

Place Based Care 13

http://www.careengland.org.uk/news/care-england-and-itn-productions-launch-shaping-tomorrow
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Our Partners

Leading the fight
against dementia
— ST . y
Sutton Clinical Commissioning Group AthEImer S
s

Epsom and St Helier [\'/75] - Society
University Hospitals Sutton
ki INHS
Sutton C ity Health Servi
London Ambulance Ss::rivcvz !IJIB SOUth West London m sen o e e

and St George's
Mental Health NHS Trust

uttoncentre

Sponsored by:
¥4\ St Raphael’s

J | HOSPICE The National Institute for Health and
L4 Care Excellence (NICE)

CVS

Working in collaboration with:

... All our Care Homes in Sutton . NHS England

* New Care Model Programme
* SWL Collaborative Commissioning

» Care Quality Commission

* Health Education South London

» Health Innovation Network

» Academic Health Science Networks
« Other Care Home Vanguardsl4




What we have achieved overall o N

In Care Homes with a GP from Sutton CCG...

* Reduction in A&E attendances

« Reduction in unplanned admissions

 Increased number of residents with an advance care plan

» Over 80% of residents with an EOLC plan achieved their
preferred place of death

* Reduced increase in ambulance incidents in comparison to the

Sutton average

* Reduction in the average length of stay of 4 days for residents

with a red bag

15



What we have achieved !Bf’&

Genuine partnership and collaborative working (across
sector) enabling more joined-up services

Enhanced communication across health and social care

Well attended, regular care home forums for care home
mangers

Partners share detailed intelligence with each other

Positive impact on the roles of care home staftf
Engagement with residents and families
Positive service user feedback

Contribute to dementia diagnosis rates

Collaborative working with other five care home
vanguards: embedding EHCH Framework into practice

Widespread communication and publicity

https://ithproductions.wistia.com/medias/tz1kli6tun

16



https://itnproductions.wistia.com/medias/tz1kli6tun
https://itnproductions.wistia.com/medias/tz1kli6tun
https://itnproductions.wistia.com/medias/tz1kli6tun

Group discussion M&

Turn to your neighbour and share:

» What Is going on In your area to support

Care Homes?

> Are there any gaps you are aware of?

17



Setting Up an EOLC Service in Care

Homes: NCM Toolkit !ms

1) When setting up an EOLC service to support Care Homes what
should be considered in advance?

2) What would be some of the benefits and impacts of setting up a
service such as this?

3) What would you need to consider in terms of roles and
relationships?

4) What things could be helpful in terms of learning and
development for Care Home staff?

5) How would you measure success?

18



Setting Up an EOLC Service

for Care Homes lM&

1) When setting up an EOLC service to
support Care Homes what should be
considered in advance?

* Understand services in place — mapping,
commissioning intentions

 Consider data and metrics — have a
baseline

* Involve wider partners

19



Setting Up an EOLC Service

for Care Homes lM&

2) What would be some of the benefits and
Impacts of setting up a service such as this?

* Individuals and families: planning; improved
quality of life; improved experience; support to
provide care and facilitate death in preferred
place; support for carers and families

« Staff: Improves co-ordinated approach across
system; prevent crises; support GPs to identify
people

« Health and Social Care systems: greater

efficiencies for capacity and funding across
system; improved flow

20



Setting Up an EOLC Service

for Care Homes lM&

3) What would you need to consider in
terms of roles and relationships?

« Care Homes and Hospices are
Independent;

* Do With not Do To;

* Consider roles of all partners;

* Levers to influence organisations roles;
Relationships are key!

21



Setting Up an EOLC Service

for Care Homes lM&

4) What things could be helpful in terms of
learning and development for Care Home staff?

« Simplicity is key;

 Clarity on what needs to be done and by whom,;
« Sensitivity and new for care home staff;

* Role modelling and empowerment;

 |Involve families and carers;

« Raise staff profile in care homes;

* Help to build communication and trust across the
organisations - care home staff know their
residents best

22



Setting Up an EOLC Service

for Care Homes lmﬁ

5) How would you measure success?
Consider:

* Metrics;

o KPlIs;

* Financial return on investment

23



Setting Up an EOLC Service
for Care Homes

NHS

Challenges and solutions

Challenge B

* Stigma attached and fear * Cannot underestimate how difficult the subject is! You can demystify EOLC through teaching, make people aware of
indicators, what’s going to happen, and use training to let people know what to expect and how care home staff
can respond.

* Signpost both care provider staff and families and carers to information available online and create materials to
increase awareness of what to expect (see Sutton and Newcastle examples)

* Support for care homes when there are deaths - to ensure there is someone to talk to — and support for paid
carers and other care home staff after a death — they will be feeling the loss as well.

* Build in time for reflection as an MDT after a death - what went well, what could be done differently and better,

what lessons are there to be shared.
* Sharing information on * Ambulance Service need to be key partners and fully aware of plan - either electronic or strong need to both record
PPOD and care preferences and plan - but ensure care home staff are aware and bring to attention and share with LAS when they respond
* Data *  Work with your local acute trust and ambulance trust from the beginning of your programme / initiative to ensure
a joint approach to sharing care plans and recording data.
* Take a look at the PHE Fingertips website — end of life care profile
* Support for end of life Care * Consider how you can get support from your Health Education England regional / locality team, local Community
training and development Education Providers Network (CEPN) and also from Skills for Care’s regional support. You can also access their
resources online.
* Investigate how to effectively provide access to elearning for care homes, domiciliary carers and hospice staff.
* Making the case for * Business case - most people don’t want to die in hospital - by investing to support preferred place of death
improved end of life care (PPOD), your system can both improve quality of life and contribute to reducing NEL admissions and ambulance
and evidencing savings callouts - meaning a better use of resource overall.

Our values: clinical engagement, patient involvement, local ownership, national support

www.england.nhs.uk/vanguards #futureNHS




The model in Sutton |M§

Supportive Care Home Team

25



The Supportive Care Home Team

Palliative Care Service at The Royal Marsden and the Sutton
Care Home Support Team

4 Clinical Nurse Specialists, Matron and Nurse Consultant

Commissioned to Improve End of Life Care in Care Homes in
Sutton

Recent Sutton Vanguard pilot in Learning Disability homes

End of Life Care model for Care homes in Sutton

GP -
Palliative
Care
Meetings

Clinical
Rounds




Qutcomes |!iﬂ§

_ Key performance Jan 2018
Nursing home — Key i(nlggat)ors
'S
Perfo rmance % of residents dying in PPD  No data 93.75% (n=30)
. ’

Indicators ( KPI’s)
% of residents being offered  29.6%( 81% (n=414)
Advance Care Plans n=132)
% of residents with CMC 27.6% ( 65.8% (n=336)
record n=123)

) ) Key performance indicators Oct 2015 Jan 2018
Residential Care ( KPI's)
’
HO me — KPI S % of residents dying in PPD No previous 100% (n=8)
data

% of residents being offered 17.1% 65.4 (n=159)
Advance Care Plans (n=18)
% of residents with CMC 17.1% 41.2% (n=97)
record (n=18)




Recent CQC report:
Inequalities in EOLC

People with a learning

disability

Life expectancy for people with a learning disability
is significantly lower than the UK average, and there
is also a high incidence of premature and avoidable
death.™2 In addition, people with a learning disability
are more likely to have unidentified health needs,
which can make recognising the end of life phase
difficult. This means that people are likely to be
identified as approaching the end of life late, which
affects their ability to plan and make choices. It can
also lead to problems in coordinating end of life care
and providing support to the person and their family.

We asked a group of people with a learning
disability about what was important to them for
good end of life care. They told us that it was
important to have family and friends nearby, to have
privacy, peace and quiet, preferably not to be in
hospital, to be able to go outside, and to have the
support of a care coordinator when needed. They
thought that services should talk more to people
who have a learning disability to get their views and
check that they are improving and inclusive.

Lack of knowledge

The health and care staff we spoke to felt that
a lack of knowledge around learning disabilities
could result in late diagnosis of illness, which could

1 Heslop P, Blair P, Fleming P, Hoghton M, Marriott A and
Russ L, Confidential Inquiry into p deaths
of people with learning disabilities (CIPOLD), Final
report, 2013

2 Mencap, Death by indifference, 2007

have an impact on the likely success of treatment.
In addition, symptoms may not be investigated
because they are thought to be related to the
person’s learning disability.

Staff also said they sometimes had to fight to

get the right care for a person with a learning
disability, and that it could be difficult to organise
best interests decision meetings because other
professionals did not understand the Mental
Capacity Act 2005.

Communication

Communication was identified as a significant
barrier to good care, with health and care staff
sometimes making assumptions about an individual,
for example, that they may not be able to ‘cope”
with discussions about end of life. In addition, not
being able to communicate verbally or needing
specific support to communicate, presented
challenges for some people. For example, health
and care professionals told us that it was difficult

to assess the person’s pain when they have limited
verbal communication. This was also a concern for
people with a learning disability, who said that being
able to explain or use picture cards with a nurse
when they were in pain was important. Knowing the
person well helped staff to understand non-verbal
communication, as did using assessment tools for
pain or distress, for example DisDAT, the Disability
Distress Assessment Tool 2

3 St Oswald’s Hospice, Disability Distress Assessment Tool

'MAY 2016

People with a learning disability
are likely to be identified as
approaching the end of life late

This can lead to problems in
coordinating end of life care and
providing support to the person
and family

Palliative care staff have a lack
of knowledge around learning
disabilities

Communication was identified
as a significant barrier to good
care.

Difficulty in assessing pain



Learning Disability Homes

Development of model of care based on nursing
home model

Development of teaching programme specific to
learning disability

Development of confidence questionnaire

KPI's around PPD,ACP and CMC and pain
assessments

Attendance at relevant GP practice GSF meetings

Regular meetings with St Raphael's Hospice, local
acute hospital and continuing health care.




Results

R . .\

* There was a significant shift in learning disability staff confidence to care for their clients at
the end of life,

* The expected deaths during the pilot died in the PPD, their pain monitored on a validated
assessment tool, their wishes and preferences were captured and shared with OOH via
CMC.

Q4 Pre- Confidence to care Q4 Post - Confidence to care Q 6 Pre - Confid

to talk ab Q 6 Post - Confidence to talk
for EoLC clients for EoLC clients wishes/ACP about wishes/ACP
mNot st ol ®iatiebr = Ouite = Very - SLrtebr = Qute = Very
= Not al all = Little bit = Quite = Very = Little bit = Quite = Very

F f

gni QS Post - Confidence to recognise Q7 Pre - Confid tor i Q 7 Post - Confidence to

dying Pain recognise Pain

SLate bt ®Ouite = Very

= Notatall ®UixtlebR v ®ixtebr = Quite = Very

1%

’!

2%

® &




Resources we have develope

NS |

Sutton Community Health Services

Pain

it the person con communicate their needs.
Do they have & condition which could be PainTul eg ostecarthritis?

Place Wnere on the body 15 the pain? DoeS It Spread 10 other areas?
e, What has been ed? What made the pain better? What made it worse?
bl What does their non. verbal eg mowning, crying etc?
Feel Can they gescribe how the pain feels eg buming. sharp. ache?
How does the pain IMPact on the per=on eg everyday Actvities, quality of ife?
Length of time. How long have they had the pain? 12 1t new or long Standing?

navor G,

i the perzon cannot their neeaz. (ea
Couia the TollowIng BeRavIours sUGDest paIns For example.
- AQgressive ENaVIoUr 69 PUSHING PEOPIE AWAY WHEN PErsonal Care Peronmed
ments

Detivered by The Royal Marsden NHS Foundation Trust i s s

INITIAL ASSESSMENT DOCUMENT

]

INDIVIDUALISED CARE PLAN FOR
RESIDENTS
IN THE DYING STAGE

Having identfied the patient as being In the “dying stage” f is important that emphasis is given to
the priorties of care for the dying person to include:

« Recognition
* Communication

o Involvement

+ Support

+ Planning

« Action/management

Comprehensive symptom assessment and management wil be required each shif. Appropriate
‘support 1o be gh to both patient and

Explanation and ongoing updales shouid be given fo relativesicarers regarding symptom
management and the patients general condion. Any questions should be addressed by an
‘appropriate member of the team

Syringe Pump Competency Assessment for
Registered Nurses in Care Homes

Name of Nurse:

Assessor Name: Title:

Care Home:...

Training course attended & Date :

Syringe Pump Policy given ..

Anticipation of needs to help plan future care

Resident is deteriorating. s this reversible? Aho consider

1 " 12 monthe?

2 Ganerai indicators of deteriorating heaith
3. Specific clinical indicators of advanced conditions.

Progrostic indicator Guidance for points 2 and 3)

Priorities for Care of the Dying Person
Support services in Sutton

Family, carer & /
bereavement support  /

Mospice at home

Crisis toam |

18 4 thought that the resident could be in their last year of Iife:

L hrhmapidpsimdisndbmphies

Advance Care
Plan/Future Wishes. Coordination of Care

Coordinate My
Carn
s

Molistic Noeds.

Mt Disciplinary Toam

Communication snd
Documentation
Sow further
dotaits on reverse
o

Rerviow by P

plon of care documented incuding:

Coordination © Whethar hospital ad
of care © Roview of CPR status. I
- o)
o Discussions with resident/family
Has an Advance Care Plan (ACP)/ Thinking Ahesd/Future Wishes discussion
?
Advance Care
plan Yeu - review documentation, what is important 10 the resident? N - offer

dincussion

© Assessment and regular review of symptoms, using ssessment 1ol
where required o g pain

Plan

Are there any spiritual needs?

Are there any cultural needs?

Are there any emotional/social needs?

15 a0y Other equipment required o5, bed. it mattres?

= ek On going discussions with resident/family
and Communicate with other members of the multh disciplinary team o8 6P,
St Raphael's hospice

Update other members of stafl
Cloar documentation in notes.

Molissic neods

el i s bt

1%

M1 s thought that the resident is thought 10 be dying ——~ Five Priocities of Care and Individual Care Plan




Care home manager’s perspective

T et

32



Sutton Homes of Care ¥ N

Grear care is a partnershiy

33



References !Bf‘&

End of Life Care Profiles
https://fingertips.phe.orqg.uk/profile/end-of-life

Learning guide for high quality end of life care

http://www.suttonccg.nhs.uk/vanquard/Programme-
Aims/Pages/Enhanced-Health-in-Care-Home.aspx

Enhanced Health in Care Homes Framework

https://www.england.nhs.uk/wp-content/uploads/2016/09/ehch-
framework-v2.pdf

Sutton Homes of Care Vanguard
http://www.suttonccq.nhs.uk/vanguard
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