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1.

Purpose

1.1

To define the Specialist Palliative Care service provided by Mid Essex Hospital
Services NHS Trust.

1.2

The key objective of the service is to reduce distress caused by a life-limiting
diagnosis through offering specialist symptom management advice and
emotional/psychological support whilst a person is within the Trust.

1.3

This policy is intended to evidence the differences between the provision of generalist
palliative care provided by the Trust, and the specialist service provided by the team.

1.4

This document includes national initiatives that pertain to Specialist Palliative Care
which are listed in the references

2.

Background

2.1

Palliative Care is the active holistic care of patients with advanced, progressive
illness. Management of pain and other symptoms, and provision of psychological,
social and spiritual support, are paramount. The goal of Palliative Care is
achievement of the best quality of life for patients and their families. Many aspects of
Palliative Care are also applicable earlier in the course of the illness in conjunction
with other treatments.
(Improving Supportive and Palliative Care for Adult with Cancer NICE Guidelines 2004)

2.2

Palliative Care is an approach that improves the quality of life of patients and their
families facing the problems associated with life threatening illness, through
prevention and relief of suffering by means of early identification and impeccable
assessment and treatment of pain and other problems, physical, psychological and
spiritual (WHO, 2004)

2.3

It is important to differentiate between specialist and generalist Palliative Care as an
integral part of all clinical practice, whatever the illness or its stage.

2.4

Generalist Palliative and Supportive care should be provided by all health care
professionals. It can be delivered throughout the patient’s journey but may need to be
re-evaluated at key stages which include:
•
•
•
•
•
•
•

2.5

Time of diagnosis
Commencement of disease treatment
Completion of primary treatment plan
Disease recurrence or relapse
The point of recognition of incurability
End of life care/Bereavement
Other times requested by the patient/carer.

Specialist Palliative Care is provided by a multi professional team who have
undergone recognised specialist palliative care training.
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2.6

The Hospital Specialist Palliative Care team becomes involved with patients with
complex need. This often reflects a number of problems across the physical,
psychological, social or spiritual domains. A major element within the role of Specialist
Palliative Care is the education and support of staff, thus empowering them to provide
the majority of generalist Palliative Care.

2.7

Specialist Palliative Care :
•
•
•
•
•
•

Delivers direct clinical care in partnership with colleagues
Undertakes detailed holistic assessments of the needs of the patient across
physical, psychological, social and spiritual domains
Provides expert management of complex symptoms
Provides advice in situations of ethical complexity
Supports colleagues, patients and carers with advice and information on
palliative care issues
Facilitates education and training across a variety of topics and according to local
need, such as symptom control, advance care planning, support for the use of
tools such as individualised last days of life care, communication skills training, etc

2.8

The Specialist Palliative Care Team may make direct contact with patients and carers,
or may act in an advisory capacity to support referring healthcare professionals in
their own delivery of care. (Network Board and Essex Palliative, Supportive and End
of life Care Constitution for Specialist Palliative Care, 2012)

3.

Staffing

3.1

The MEHT Specialist Palliative Care Service consists of
•
•
•
•
•

Consultant in Palliative Medicine 0.75 wte
Macmillan Lead Nurse in Cancer and Palliative Care 1 wte
Palliative Care CNS 3.6 wte band 7*
Palliative Care Nurse 1 wte band 6
Admin and clerical support 0.38 wte band 3

*cover for CUP CNS is provided within this establishment
3.2

A minimum of 2 CNS’s Monday- Friday, 1 at weekends, and 1 for the locality
Specialist Palliative Care MDT are required to maintain the service. Should levels fall
below this contingency measures will be put in place following consultation with the
Lead Nurse for Cancer and Palliative Care.

3.3

A minimum of one Consultant is available for discussion on a daily basis for patient
review or telephone advice

3.4

Consultant review of patients as clinically indicated.

3.5

Weekend working will only continue so long as 4.6 WTE are in post and at work.
Should establishment decrease due to sickness or other absence a review of the
service will take place immediately with the Lead Nurse and remaining team
members.

3.6

Staff will have the opportunity via appraisal to develop in line with service and
personal objectives and are be given the opportunity to attend specialist palliative
4

care events and conferences as agreed in appraisal in line with personal
development plans.
4.

Service Availability

4.1

The service is available 7 days per week between the hours of 08:00 and
18:00 hrs
Out of hours (18:00 to 08:00) advice can be obtained as follows: Doctors working
within the Trust can contact the Palliative Medicine Consultant on call regarding
specialist symptom management via hospital switchboard.

4.3

Should staff sickness occur on a weekend the staff member will notify the service coordinator and on-call Consultant immediately. If a CNS is not available and cover
cannot be arranged, Out of Hours Consultant cover will be available to the clinical
teams on call via switchboard for that weekend as usual

4.4

Weekend Working

4.4.1 NICE has highlighted the need for palliative care patients to have face to face access
to specialist palliative care 7 days per week.
4.4.2 The team will prioritise new patients referred over the weekend and current patients
who are registered as HIGH priority. Patients of MEDIUM and LOW priority will not be
seen routinely unless their priority status changes.
4.4.3 Referrals will continue to be received on PAS and triaged on Saturday, Sunday, and
bank holiday mornings (as per point on referral criteria).
4.4.4 Urgent contact can be made with the team via the weekend pager #6555 2052. Other
pagers are not in use for weekends/bank holidays.
4.4.5 Team will be supported at weekends by the Consultant in Palliative Medicine who is
available for telephone support.
5.

Referral Criteria

5.1

Referrals are accepted on the basis of need, not diagnosis, and the service is
available to all wards and departments within the Trust.

5.2

Referral criteria (Appendix 1) are attached and should be adhered to.

5.3

Referrals to Hospital Specialist Palliative Care Team can be made by any appropriate
health care professional

5.4

Patients or family/carer can request a referral but a referral will need to completed by
the appropriate clinical team

5.5

All referrals should be made following discussion with the medical/nursing team.

5.6

Initial referral is made by PAS. In urgent cases only, referral can be made by
telephone or pager but must be supported by a PAS referral.

5.7

The clear reason for a referral, and the urgency of the referral, must be identified.
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5.8

Urgent referrals will be addressed within one working day of receiving referral. For
non-urgent referrals, contact is made within two working days.

5.9

For patients requiring immediate assistance contact should be made as soon as
possible via the paging system. (See 5.6)

5.10

All new referrals are assessed, triaged and prioritised according to urgency.

5.11

Clinical contact is implemented through three levels of intervention: low, medium and
high.
•

LOW

•

MEDIUM Short-term intervention with patient/family/carer for specific problems
requiring assessment. Also those patients previously on ‘High’ who have
responded to specialist interventions.

•

HIGH
Complex physical, emotional, psychosocial, spiritual issues of patient
and or family requiring specialist daily input following unsuccessful first line
treatments/ or review of interventions.

Advice for staff, no contact with the patient/family/carer.

5.12

All new patients will be discussed at the weekly joint Palliative Care MDT meeting at
Farleigh Hospice. Discussion and agreed care plan to be documented on purple MDT
pro forma and placed in patients’ medical notes.

6.

Scope of the Service

6.1

The service supports the care of patients who are accessing services at MEHT (this
includes inpatients, those attending clinics /A&E). Patients in the community setting
will be referred to the appropriate team; inpatients at Farleigh Hospice will be under
the care of the Farleigh Hospice clinical team.

6.2

Inclusion Criteria

6.2.1 Patients aged 18 and over, who have a life-limiting illness.
6.2.2 People who are accessing other services at MEHT e.g. in-patients, attending a clinic
at the Trust.
6.3

Exclusion Criteria

6.3.1 Patients under the age of 18.
6.3.2 The team will not be able to see patients who only require discharge planning from
MEHT.
7.

Work Flows

7.1

Patients enter the specialist palliative care service from both the emergency and outpatient pathways. Please see appendix 2 for detailed work flows.
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8.

Patient Information

8.1

Patients and relatives are given a Hospital Specialist Palliative Care Team leaflet plus
business card on the first visit (See appendix 3).

8.2

Further information needs are assessed by the CNS according to patient/carer
diagnosis and request. Information can be accessed through NHS Choices Electronic
Prescriptions and the Macmillan website. Commonly requested leaflets are kept in the
Specialist Palliative Care Office for immediate dissemination or patients/carer’s can
be signposted to the Macmillan Information pod

9.

Bereavement

9.1

Next of kin will be given the Trust’s bereavement booklet by ward staff at the time of a
patient’s death. This contains contact details of local bereavement support groups.
The Bereavement Office provides additional information to next of kin/relatives when
they attend to collect the notification of death.

9.2

Next of kin of patients, who have died in Mid Essex Hospital Services Trust (MEHT)
and previously under the care of Farleigh hospice, will be followed up by the Mid
Essex Adult Bereavement service, Circle if they have consented to this service.

9.3

The next of kin of patients who have not been previously under the care of Farleigh
hospice but have seen by the Hospital Specialist Palliative Care team are sent a letter
detailing Circle’s service after the patient’s death, providing they live in the Mid-Essex
area. This letter is sent by the Hospital Specialist Palliative Care Team secretary.

9.4

For the next of kin of patients who live outside the Mid-Essex area, but died in MEHT,
a letter detailing local alternative bereavement services is sent from the Palliative
Care Office following the death.

10.

Medical Records Management

10.1

All patients’ Specialist Palliative Care records will be managed confidentially at all
times and stored securely in locked office when not in use.

10.2

After the patient’s death, the Specialist Palliative Care records are combined with the
medical notes.

11.

Multi-Disciplinary Team Meetings

11.1

The team are core members of the locality Specialist Palliative Care MDT jointly
undertaken with the Palliative Care Team at Farleigh Hospice. There is a separate
operational policy to detail this meeting and key responsibilities.

11.2

The Team provides Core Membership support to the Lung cancer, Upper GI, HPB
and CUP MDT’s providing more than two CNS’s are on duty. The CUP MDT is also
supported by a consultant in Palliative Medicine.

11.3

The team are available to attend other site specific MDT’s (cancer and non-cancer)
following discussion with the site specific CNS or lead clinician when expert specialist
palliative care advice is required.
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12.

Education

12.1

The Specialist Palliative Care Team deliver education for medical, nursing and allied
health care professionals based at MEHT e.g. Trust induction, Preceptorship
programme, Health Care Assistant and Healthcare Professionals study days, regular
participants on the medical training programme.

12.2

The team support both in-house and locality wide education programmes in palliative
and end of life care for all interested health and social care professionals.

12.3

Staff will have the opportunity via appraisal to professionaly develop in-line with
service and personal objectives and are given the opportunity to attend specialist
palliative care events and conferences as agreed in appraisal in line with personal
development plans.

13.

Audit

13.1

The team carry out regular audits to assess and improve care for patients within the
Trust. Opportunities to undertake audit are taken as staffing levels permit and
presented to the oncology audit meeting and others as appropriate.

14.

Service Management

14.1

The clinical lead is Dr Srirupa Gupta (Consultant in Palliative Medicine) supported by
Dr Eva Lew and Dr Claire Plunkett (Consultants in Palliative Medicine)

14.2

The day to day operational responsibility lies with the Macmillan Lead Nurse for
Cancer and Palliative Care.

14.3

The budget is held by the Macmillan Lead Nurse for Cancer and Palliative Care

14.4

The strategic planning for the service is a partnership between the Consultants, the
Lead Nurse for Cancer and Palliative Care, and the Clinical Nurse Specialists, and is
in keeping with the wider Trust and locality objectives.

14.5

Palliative care reports to the specialist surgery and oncology division is via the
Macmillan Lead Nurse for Cancer and Palliative Care.

14.6

All referrals are recorded on Info-flex. This includes reason for referral; diagnosis;
length of stay; number of contacts; level of intervention; outcome

14.7

Monthly activity reports will be circulated to all team members

14.8

Annual report completed and circulated to team members; clinical lead and corporate
team.

15.

Information Security

15.1

Patient identifiable data or sensitive data will not be emailed out of the Trust
unless the information is encrypted or sent from and to an nhs.net account or by
encrypted attachment.

15.2

Patient information must never be downloaded onto any unencrypted mobile device.
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15.3

All routine sharing of patient information must be agreed with a signed Data Sharing
Agreement.

15.4

All routine data flows in and out of the service that include person identifiable
information must be recorded and notified to the Information Governance Manager.

15.4

All staff must adhere to the Trust Information Governance and IT Security policies
listed in the Information Governance Handbook.

16.

Auditing this Policy

16.1

Breaches of this policy will be reported via the datix web system, where trends can be
identified and brought to the attention of the management and clinical stakeholders.
This will include failure/breakdown of equipment impairing service delivery,
management of staff sickness and resultant treatment capacity deficits.

16.2

Directorate Governance Group Meetings will be supplied with datix trend data, and
incidents requiring immediate assessment will be fed back directly.

17.

Equality & Diversity

17.1

The Trust is committed to the provision of a service that is fair, accessible and meets
the needs of all individuals.
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Appendix 1
Mid Essex NHS Hospitals Trust
Broomfield Hospital
Chelmsford
Referral Criteria for the Specialist Palliative Care Team
Palliative care is shared with the hospital clinical admitting/caring team and/or Hospital
Specialist team.
Hospital Specialist Palliative Care Team will be involved in providing advice to the clinical
team.
Hospital Specialist Palliative Care Team involvement may be for the duration of a particular
problem or on-going until death and bereavement or discharge.

While referring to Hospital Specialist Palliative Care Team, the following should be
considered

•
•

•
•
•
•
•

Progressive incurable disease or the patient has refused treatment if has capacity
to do so
There are complex symptoms, psychosocial or ethical issues important to the
patient /carers, secondary to the life-threatening disease that cannot readily be
managed by the team responsible for care. Symptoms may include pain,
nausea/vomiting, secretions, breathlessness, agitation where first line treatment
was initiated but not effective
Patient is in the terminal phase and staff need support/education while commencing
appropriate treatment
The patient agrees to referral to the Hospital Specialist Palliative Care Team if they
have capacity.
If the patient does not have capacity referring team should complete MCA 2 and
make referral for patient “in best interest”
Patient is currently an in-patient at Broomfield Hospital
Patient is above 18 years of age
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Appendix 2

Work Flow Chart
Patient/relative
followed by
PAS ref

Outpatient
clinic

Ward

MDT

Hospice or
community
palliative
care

Specialist Palliative
Care Need identified
Referral made to
Hospital Specialist
Palliative Care Team

Referral triaged and urgency assessed
Query appropriate
referralTelephone Call made /Notes
triaged to clarify specialist
palliative care need

NOT
APPROPRIATE

Urgent
Reviewed within
24 hrs

NOT TAKEN ONTO
CASELOAD

APPROPRIATE

Routine
Reviewed within
48 hrs

TAKEN ONTO
CASELOAD
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Appendix 3
Link to Specialist Palliative Care Team Information Leaflet
http://www.meht.nhs.uk/patients-and-visitors/patient-information-leaflets/palliative-care/
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