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Introduction

EOLC is one of the greatest challenges we face as a society with a tendency not to discuss issues openly or 
engage in timely preparation. 

Every year approximately half a million people die in England. 75% of these deaths are felt to be ‘expected’ 
and therefore with appropriate identification, conversations and planning there is an opportunity to maximise 
the care afforded to most of our patients as they approach the end of their lives.

The number of deaths is expected to increase by 3% per annum until 2030 as people live longer with more 
long-term conditions. For South Sefton, this translates to an additional 250 deaths per annum by 2030. It is 
critical that we work collaboratively to commission the right services to care for the increasing need for high 
quality end of life care whether this be in hospital, at home, hospice or care home.

When surveyed on where they would prefer to die, 65% of people state they would prefer to die where they 
usually live

In 2019 there were approximately 1,600 deaths in South Sefton of which almost 36% were registered on a 
palliative care register at their GP practice. Almost 41% of deaths occurred in the usual place of residence. 

In 2019 there were approximately 1,500 deaths in S&F.

(Office for National Statistics)

The National average of annual deaths in the UK is in the region of 500,000.

South Sefton CCG

South Sefton Clinical Commissioning Group (SSCCG) is made up of 30 GP practices in the area. Together, 
their aim is to improve the health and wellbeing of their 156,500 patients by commissioning services better 
tailored to suit their needs. The NHS is changing and SSCCG is leading local reforms. From April 2013, 
SSCCG became responsible in deciding what health services should be provided for the population of South 
Sefton.

Population Projections
NHS South Sefton CCG has more over 65-year old patients/residents representing 18.3% compared to the 
England average of 16.7 %. Over the next decade (using 2011 Census populations and ONS projections): 

 The overall population of approximately 156,500 residents may increase by approximately 3,300 
residents 

 The population of 0-14 year olds may increase by 2,100 residents 
 The working age population (15-64) may fall by 3,400 residents 
 The 65+ population may grow by 4,600 residents, which could have a significant impact on health and 

social care services.

Wider Determinants of Health

The level of deprivation across NHS South Sefton CCG is generally higher than the national average. There is 
a range of deprivation across south Sefton, with the Maghull area being more affluent and the Bootle area 
being more deprived. 
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Life expectancy is generally lower in the most deprived practices, and that the life expectancy gap between 
men and women is also wider in the most deprived practices.

The proportion of people with a long-term limiting illness increases markedly with increasing deprivation found 
across NHS South Sefton CCG.

Disease Prevalence

Overall, the SSCCG has higher prevalence of CHD, Stroke, diabetes, hypertension, Depression, COPD, Asthma 
and cancer than that seen nationally. Disease incidence differs by locality with notably high prevalence of CHD, 
stroke, high blood pressure, and cancer in Maghull, and high rates of diabetes, depression, COPD and asthma 
in Bootle. 
Note that this data is taken from GP registers of known patients with each disease – there also may be patients 
with these conditions undiagnosed where people choose not to be in contact with GP services.

Southport and Formby Clinical Commissioning Group (S&FCCG)

NHS Southport and Formby Clinical Commissioning Group (SFCCG) bring together 19 doctors surgeries 
covering an area stretching from Ince Blundell in the south to Churchtown in the north.  Together, their aim is 
to improve the health and wellbeing of their 122,000 patients by commissioning services better tailored to their 
needs. From April 2013, S&FCCG became responsible in deciding what health services should be provided for 
the population of Southport and Formby.

Population and Local Need
There are approximately 124,524 people registered with the 19 GP practices in NHS S&FCCG. Central 
Southport has the largest population of the four localities within the CCG and the greatest proportion of under 
25’s. In comparison, Formby has an older population, with the highest proportions of those over 65 and over 85 
in the CCG.

Population Projections

NHS S&FCCG has a greater proportion of over 65 year olds (26.8%) compared to the England average of 17.7 % 
and a lower proportion of those under 20, 21.3% compared to 23.7%. Over the next decade (using 2014 Census 
populations and ONS projections):

 The overall population of 122,000 residents may increase by approximately 3,000 residents
 The population of 0-17 year olds may increase by 1,000 residents, or 4.7%
 The working age population (18-64) may fall by approximately 3,600 residents, or 5.8%
 and the 65+ population grow by 5,700 residents (18.5%), which could have a significant impact on health 

and social care services 
 It is predicted that by 2027 those aged over 65 will make up 31% of the Southport and Formby population     (26.8% at 

present)

Wider Determinants of Health

The level of deprivation across NHS S&FCCG is generally lower than the national average. 5.1% of Southport 
and Formby’s Lower Super Output Areas are in the most deprived 10% in the country, compared to the 
national average of 10.1%. There is a range of deprivation across the CCG, with the Formby area generally 
more affluent and the Central Southport area generally more deprived. 
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Life expectancy within S&FCCG is slightly below the England average for males and slightly above for 
females. The average for males is 78.4 years, compared to 79.4 in England and 83.7 years for females, 
compared to 83.1 in England.

Life expectancy is generally lower in the more deprived areas, and the life expectancy gap between men and 
women is also wider in the most deprived areas.

Formby has the highest average life expectancy in the CCG and Central Southport the lowest. The variation 
between both localities is 4.1 years for males and 3.2 for females.

Disease Prevalence

S&FCCG as a whole has a higher prevalence for diseases (coronary heart disease, stroke, diabetes, heart 
failure, chronic obstructive pulmonary disease, asthma, cancer and dementia) than in England. The clinical 
depression rates within S&FCCG are lower than the England rate.

Prevalence of disease within S&FCCG differs by locality. Central Southport has the highest prevalence of 
depression, which is significantly above both S&FCCG and England averages. 

Formby, the most affluent locality, has the lowest prevalence of diabetes and COPD, but the highest rate of 
dementia, which may be linked to the older population. 

Ainsdale and Birkdale have the highest rates in 5 areas; CHD, stroke, diabetes, heart failure and cancer, the 
most within S&FCCG.

(To note that this data is taken from GP registers of known patients with each disease – there may be patients 
with these conditions which have not been diagnosed where people choose not to be in contact with GP 
services.)

National Drivers for End of Life Care

The following strategy aims to inform and support the commissioning priorities and service development for 
palliative care and End of Life Care (EOLC) for patients, their families and carers to reflect the core principles 
of Ambitions for Palliative and End of Life Care: A national framework for local action 2015-2020 and the NHS 
Long Term Plans 2018.

The Long-Term NHS Plan (LTP) specifically states the following about EOLC:

‘With patients, families, local authorities and our voluntary sector partners at both a national and local level, 
including specialist hospices, the NHS will personalise care, to improve end of life care. By rolling out training 

http://endoflifecareambitions.org.uk/
https://www.england.nhs.uk/long-term-plan/
https://www.england.nhs.uk/long-term-plan/
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to help staff identify and support relevant patients, we will introduce proactive and personalised care planning 
for everyone identified as being in their last year of life. A consequence of better-quality care will be a reduction 
in avoidable emergency admissions and more people being able to die in a place they have chosen.’

Other aspects of the LTP do not mention EOLC specifically but will undoubtedly affect the development of 
EOLC. This includes integration of community-based health care which includes most of SSCCG provision for 
EOLC. The result will be the creation – for the first time since the NHS was set up in 1948 – of fully integrated 
community-based health care. This will be supported through the ongoing training and development of multi-
disciplinary teams in primary and community hubs. Community hospital hubs will play their full part in many of 
these integrated multi-disciplinary teams. 

Key national documents and drivers supporting this strategy include:

 GP Contract NHS Long Term Plan – 2019
 NHS Long Term Plan
 Ambitions for Palliative & EOL Care 2015/2020
 Royal College of General Practitioners Commissioning Guidance in EOL Care 2013
 Sefton Strategic Joint Needs Assessment 2013
 Better Health, Better Life 2008-2013
 National Framework for NHS Continuing Health Care & NHS – Funded Nursing Care 
 National Service Framework for Coronary Heart Disease, Older People, Long term conditions and 

Renal failure
 GMC Treatment and Care towards the EOL in Good Practice in Decision Making – 2010

Working Definitions

Palliative Care 

The World Health Organisation’s definition of palliative care provides health organisations with key strategic 
objectives, 

“Palliative care is an approach that improves the quality of life of patients their families and carers facing 
the problem associated with life-threatening illness, through the prevention and relief of suffering by 
means of early identification and impeccable assessment and treatment of pain and other problems, 
physical, psychosocial and spiritual.”

 provides relief from pain and other distressing symptoms;
 affirms life and regards dying as a normal process;
 intends neither to hasten or postpone death;
 integrates the psychological and spiritual aspects of patient care;
 offers a support system to help patients live as actively as possible until death;
 offers a support system to help the family cope during the patients illness and in their own 

bereavement;
 uses a team approach to address the needs of patients and their families and families and carers, 

including bereavement counselling, if indicated;
 will enhance quality of life, and may also positively influence the course of illness;
 is applicable early in the course of illness, in conjunction with other therapies that are intended to 

prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed 
to better understand and manage distressing clinical complications

World Health Organisation, 2002
Specialist Palliative Care  
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Specialist palliative care is defined as the total active care of patients, with progressive, far advanced disease 
and limited prognosis, and their families and carers, by a multi-professional team who have undergone 
recognised specialist palliative care training. It provides physical, psychological, social and spiritual support, and 
will involve practitioners with a broad mix of skills, including medical and nursing, social work, pastoral/spiritual 
care, physiotherapy, occupational therapy, pharmacy and related specialities.

(National Council for Hospice and Specialist Palliative Care Services 2000)

Patients admitted for specialist palliative care intervention and support should be admitted under the care 
of a Consultant in Palliative Medicine who is on the specialist register for palliative medicine and who is 
an active member of the specialist palliative care MDT. In addition to the named principal clinical 
management by a Consultant in Palliative Medicine patients should have access to specialist palliative 
care support through the specialist multi professional team.

 (MCCN Palliative Care Strategy 2007-2010)
End of Life Care (EOLC)

GMC definition of EOLC

People are ‘approaching the end of life’ when they are likely to die within the next 12 months (GMC 2010). This 
includes people whose death is imminent (expected within a few hours or days) and those with:

• Advanced, progressive, incurable conditions general frailty and co-existing conditions that mean 
they are expected to die within 12 months.

• Existing conditions if they are at risk of dying from a sudden acute crisis in their condition
• Life-threatening acute conditions caused by sudden catastrophic events.

                (Source: King’s Fund Report, September 2011)

EOLC requires an active compassionate approach that treats, comforts and supports individuals who are living 
with, or dying from, progressive or chronic life, threatening conditions. Such care is sensitive to personal, 
cultural and spiritual values, beliefs and practices, and encompasses support for families, carers and friends up 
to and including the period of bereavement.

The EOLC Programme was established to help health and social care professionals throughout England 
improve EOLC for their patients regardless of their condition.  The aim of the programme is to enable staff in all 
care settings to provide good care for the dying.  The End of Life Care enablers empower general healthcare 
professionals to provide best care during this period. The Programme promotes the use of three End of Life 
Care enablers; 

 Gold Standards Framework for the co-ordination of care of those approaching the end of life
 Future Care Planning which encompasses both personal Advance Care Planning done by the 

patient (including PPC) and Anticipatory Clinical Management Planning documented  by the 
clinician for the patient) 

 Care of the Dying according to the five Priorities for Care of the Dying laid out in ‘One Chance to 
get it Right’ - Leadership Alliance for the Care of Dying People 2014 (particularly Annexe D: 
Duties & Responsibilities of Health Professionals) and Care of the Dying – National Institute for 
Clinical Excellence 2015

The Key Principles of End of Life Care

For every individual and their family to retain their personal dignity, autonomy and choice throughout the year 
of life, regardless of gender, ethnicity, race, religion, disability, sensory impairment, sexual orientation, 
diagnosis, or status.



7

To ensure the above, the Clinical Commissioning Group (SSCCG) has adopted the North West’s pathway 
model for end of life care.  The aim of this model is to enable all adults with life-limiting illness to live as good a 
life as possible until they die and into the bereavement stage for family, carers and friends.

Ambitions for Palliative and End of Life Care: A national framework for local action 2015-2020, sets out 6 key 
principles to underpin and support high quality care for those approaching the end of life.

 Each person is seen as an individual
I, and the people important to me, have opportunities to have honest, informed and timely conversations 
and to know that I might die soon.  I am asked what matters most to me. Those who care for me know 
that and work with me to do what’s possible.

 Each person gets fair access to care 
I live in a society where I get good end of life care regardless of  who I am, where I live or the 
circumstances of my life.

 Maximising comfort and wellbeing 
My care is regularly reviewed and every effort is made for me to have the support, care and treatment 
that might be needed to help me to be as comfortable and as free from distress as possible.

 Care is coordinated I get the right help at the right time from the right people. 
I have a team around me who know my needs and my plans and work together to help me achieve them. 
I can always reach someone who will listen and respond at any time of the day or night.

 All staff are prepared to care 
Wherever I am, health and care staff bring empathy, skills and expertise and give me competent, 
confident and compassionate care.

 Each community is prepared to help 
I live in a community where everybody recognises that we all have a role to play in supporting each other 
in times of crisis and loss. People are ready, willing and confident to have conversations about living and 
dying well and to support each other in emotional and practical ways.

Anything planned or commissioned should harness  and support the above principles.

The Importance of Carers

Carers are family members and friends, the person they care for is not a patient to them, they are 
much more and therefore carers need to be treated with respect and compassion at the critical time. 
Carers are normally the expert in the person’s care and, if possible, should stay involved in the 
physical and emotional care of the person as they will have been caring for the person for a long time 
and to stop before the person dies without discussing this with the carer would be detrimental to all. 
The relationship between the carer and the patient needs to be supported and acknowledged by any 
professional team involved. It is important that professionals do not make assumptions of the carers 
involvement and communication is vital to identify the “important people to the patient” at this time. 
Carers know a lot of valuable information about the patient such as medication, eating habits, likes and 
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dislikes and communication needs as with stroke patients for example, which can save precious time 
as some patients may be suffering from more than one condition such as dementia and cancer. Carers 
can be of any age and support needs to be tailored to incorporate this as with young carers. Carers 
need support now and after the person has died. It is important for carers to receive support on their 
journey of caring. Bereaved carers may be at increased risk of depression and ill health if they believe 
that their loved one did not experience the best care before they died, and that no one listened to or 
acted on their concerns.

Links have been made with colleagues from Sefton Carers Centre to work collaboratively in 
identifying carers needs.

Personalised Planning

Personalised care means people have choice and control over the way their care is planned and delivered, 
based on ‘what matters’ to them and their individual strengths, needs and preferences.
 
Delivered through a Comprehensive Model for Personalised Care, which will include:

 Shared decision making 
 Personalised care and support planning 
 Enabling choice, including legal rights to choice 
 Social prescribing and community-based support 
 Supported self-management 
 Personal health budgets and integrated personal budgets

Ensuring the voice of all adults are heard in the end of life planning process based on the principles of :

 Forward Planning - making an Emergency Card and Lifebook.
 Consent - looking at Power of Attorney and organ donation.
 Other religions - investigating how different cultures and religions view death.
 Bereavement - what to do if a family member, partner or close friend dies.
 Plan your own funeral - how to make your last wishes known.
 Making a Will - examining the processes involved in writing your own will Personalised Care 

involves
People have proactive, personalised conversations which focus on what matters to them, delivered through a 
six-stage process and paying attention to their clinical needs as well as their wider health and well  and 
wellbeing.

• Be central in developing their personalised care and support plan and agree who is involved.
• Have the time and support to develop their plan in a safe and reflective space. 
• Feel prepared, know what to expect and be ready to engage in planning supported by a single,    

named coordinator
 Be able to agree the health and wellbeing outcomes they want to achieve, in dialogue with the 

relevant health, social care and education professionals. 
 Have opportunities to formally and informally review their care plan. 
 Experience a joined-up approach to assessment, care and support planning and review, resulting 

in a joined-up personalised care and support plan which takes account of all their needs. 
 Be patient centred and put communities at the heart of what we do – support them and their  

wider needs
 Ensure sound governance
 Make a difference, do thing differently – think innovatively 
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Education, Training and Development

Education is essential and mandatory for all health and social care professionals involved in patient care.

Education for local GPs may be delivered through South Sefton & Southport and Formby Clinical Commissioning 
Groups via Protected Learning Time (PLT), extraordinary education sessions, Macmillan funded education and 
the new emerging Primary Care Networks. More broadly education is also widely available on line from the 
RCGP, BMA etc.

Education and training is also available from the Local Authority Resource Education Pack.

Care home staff  have been offered the six steps to Success End of Life Training and Accreditation programme 
for a number of years and can benefit from various other educational sessions offered by the Local Authority 
and our community providers.

Education for all other staff involved in the delivery of EOLC should be supported through the respective provider.
 

Improving Technology & Information (IM&T)

EPaCCS

EPaCCS (Electronic Palliative Care Coordination System), originates from the National End of Life Programme 
and reinforced by commitments in the Actions for End of Life Care 2014-16.  
The purpose of EPaCCS is to support the co-ordination of care so that the person’s choice about where they 
die and the nature of the care they receive throughout that process is respected and achieved. The information 
provided through EPaCCS is designed to be accessible 24 hours a day to team members, in order to allow the 
person to experience ‘a good death’ and have appropriate interventions to support their care.

Personalised Supportive Care Plans

The timely recording and documentation of advance care plans (ACP) needs to occur digitally and shared 
across IT platforms between providers. The development of this tool will transform the ability to share key and 
significant conversations of our patients.

As an essential enabler of the Personalised Care service specification, practices will also have the critical 
role in creating and updating care plans for all appropriate patients, in as near to real-time as possible, to 
the Summary Care Record and to Local Health and Care Records when they are available. This will 
enable patients, their carers and professionals involved in their care are able to see the same information, 
share information, work more informatively and efficiently.

Cancer makes the largest contribution to the gap in life expectancy between Sefton and England for both 
males and females. 

SS & S&F CCG’s aim to support people at end of life (EOL) regardless of their condition, this can only be 
achieved by working in partnership with all providers of EOL care.  The commissioning of a fully integrated 
team will secure this aspiration.

During 2020 Primary Care Networks (PCN) will become an essential building block of every integrated care 
system. This will mean much closer working between PCN’s and their integrated care systems and not just 
Clinical Commissioning Groups. 
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Specific Issues to South Sefton & Southport and Formby which informs the Action Plan

Primary Care 
Identification, care planning, GSF registration and education

If patients are identified as being in the last year of life this enables proactive planning and the inclusion of both 
personalised wishes and aspects of clinical care. Registration on the Gold Standards Framework supportive 
register or equivalent  then ensures that those professionals involved in the individuals care maximise the 
opportunity for proactive holistic care.

SS/S&FCCG’s  do not currently know how many patients in the last year of life are adequately   identified nor 
how many have a care plan. The number of patients on a GP palliative care register runs at a national average 
of just under 40% of all deaths  (2015). The ambition is that this should be closer to 75% as 75-90% of all 
deaths are deemed to be predictable. For 2019, we know that 35.7% of people who died were on a GP 
palliative care register, the third lowest in Cheshire and Merseyside with the highest percentage of registrations 
being 69.8% and the lowest 25.3%. Patients registered on a supportive register will give some indication about 
the numbers identified, receiving a care plan and being included in MDT discussions.

In 2019 Southport and Formby the average percentage of people recorded on a GP palliative care register was 
70% per 100 people who died.

The provision of education is fundamental to improving standards and maintaining skills. We should ensure 
that this is freely available and readily accessible for both clinical and non-clinical staff (who are frequently 
forgotten with respect to education.)

SS&SF CCG should ensure that all clinicians are aware of clinical templates for EOLC which include 
standardised coding and an ability to be shared across IT systems. We should encourage colleagues to use 
these and share where appropriate.

Community Care

Many EOLC patients can become unwell and require ongoing treatment though not necessarily in a hospital 
setting. Timely access to urgent investigations e.g. diagnostic examinations, blood tests, and access to 
treatment is vital in order to negate the need for transfer unnecessarily to a Secondary Care setting.

There is a need to assess the current provision in South Sefton and optimise the available community-based 
services to ensure that these form part of an integrated offer of care.

There is a need to develop and implement model/s of care that will ensure full integration of care across all 
settings.  

Medicines Management 

Adequate symptom management and appropriate access and use of EOL drugs are vital to ensure quality of 
care in the final weeks and months and to avoid harm. It also reduces the need for admission and distress if 
patients are provided with anticipatory medication with proactive planning for symptom control. The CCG 
commission four community pharmacies across Sefton to stock hold a protected stock of palliative care 
medicines. During the COVID-19 pandemic a one-hour fast track delivery option from commissioned 
pharmacies was put in place. Longer term provision of this service is to be considered. An EMIS prescribing 
protocol to support EOL prescribing in line with local guidance has been rolled out across primary care within 
Sefton along with training on how to utilise the protocols. Electronic drug administration/communication sheets 
are incorporated within the EMIS protocols to be utilised with community services and/or care homes. 
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During COVID each care home was offered a homely remedy policy for COVID symptoms produced by the 
CCG medicines management team. Pharmacists within the team on behalf of GP practices authorised 
individual patients to receive the medication included in the policy and supplies of the medicines were made to 
the care homes via a COVID Medicines Supply service commissioned from community pharmacy. To support 
care homes, the CCG medicines management team has provided virtual medicines management training 
during COVID and has provided care homes with a single point of access via the medicines management hub 
to request support with regard to medicines processes and queries relating to individual patients. 

Ongoing reviews and audit will enable us to identify any gaps and issues.

Discharge Planning

In 2018, over 900 patients were admitted in the last 90 days of life, 69% of all of those who died with a total of 
1475 days spent in hospital. Admissions result from a number of factors including:

 Sub optimal  of identification of patients approaching End of Life
 Sub optimal  proactive planning and supportive personalised care plan
 Carer break down
 Acute symptoms not managed in the community
 Need for improved care provision in the community
 The request to be admitted by family/patient
 Sub optimal  symptom control, physical and psychological

The actions mentioned in earlier sections will help support patients to die well in the community, if this is 
their preferred place of care. It is known that many patients at end of life become ‘stranded’ in hospital 
when they would prefer to be at home. Again, the reasons for this can be complex and require 
assessment.

It is known that in 2019 patients who were admitted once in the last 90 days of life had an average length of 
stay of (south Sefton)14 days, Southport &Formby) 11.8 days those with 2 admissions were in hospital for an 
average of (south Sefton  ) 10 days  (Southport &Formby) 9 days and the cohort with three or more admissions 
had an average length of stay of  almost 7 days. The variation will be dependent on many factors, and again, 
requires more detailed assessment as part of the collaborative work required with Liverpool University 
Foundation Trust (LUFT)

Out of Hours services 

OOH care provision and the inclusion of services into any EOL service improvements is critical.

Approximately 85% of Out of Hours (OOH) District nurse (DN) work is associated with EOL, and is also an 
outlier for admissions compared to in-hours.

Integration  and optimal handover processes for all involved in the delivery of OOH EOLC e.g. DN, GP, OOH 
etc. To include the use of universal documentation and IT based communication needs to be consistently on 
the radar. 

CCG action is to ensure that OOH providers are included in all proposed plans as they are critical to the care 
of the population and will form part of the fully Integrated Care Teams (ICT).

Care Homes (Nursing/Residential/LD/MH)

There are approximately (SS CCG) 1200 patients who permanently reside in 24-hour care homes including 
residential and nursing homes. Many of these individuals will be in the last 12-24 months of life.
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The national average of GP Practice patients in Care Homes is 0.5%.  Most of the GP practices in Southport 
have higher numbers of patients than the national average, some significantly higher. Many practices have a 
large number of care homes at which they attend to provide care for patients with many having patients across 
20+ care homes.  There are approximately 2,500 care home beds in Southport and Formby

COVID-19 pandemic

There is a requirement to have a consistent approach to delivery across every care home to ensure that health 
inequalities amongst the frail elderly are not increased.  

Due to COVID 19 care homes face significant challenges.  CCG’s and Local Authorities are required to support 
care by focusing on three key areas of development:

1. Delivery of a consistent weekly ‘check in’ to review patients identified as a clinical priority for assessment  
of care.

2. Development and delivery of personalised care and support plans for care home residents
3. Provision of pharmacy and medication support to care homes

SS/S&F CCG’s CCG and Sefton Local Authority with the support of community services were able to 
implement all three required element through a multi-disciplinary Care Home Cell and communication program.

Other support for care homes includes:

 Smart phones with access to AccuRX and Attend Anywhere to facilitate remote consultation
 Support to register on to the Nationally Mandated Capacity Tracker
 Support to register for a Nationally Mandated Shared NHS NET Account
 Education and Training
 Supply of PPE and equipment 

Guidance

Published docs and 
resources_29 May 2020.docx

Development of Enhanced Services (DES) – Enhanced Health in Care Homes (EHCH)

Primary Care Networks (PCNs) have been tasked with delivering against the Enhanced Health in Care Homes 
Network Contract DES and will be encouraged to develop service specifications that commence from 2020/21 
which will include the provision of proactive care, personalised care and support planning by a lead clinician, or 
GPs, within each PCN.  Care homes to be supported by a consistent team of multi-disciplinary healthcare 
professionals delivering proactive and reactive care, led by a named clinician and nurse practitioners which will 
be organised by Primary Care Networks (PCNs)

Principles of EHCH

 Care homes aligned to a PCN which will lead weekly disciplinary ward rounds
 Multi-disciplinary support including health and social care
 Delivery of personalised care and support plans
 Structured Medication Reviews
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 Hydration  and Nutrition support
 Oral health

EOL Indicators

There is a need to explore standardised coding in primary care, in particular regarding Advance Care Planning 
(ACP) with patients being identified as being in the last 12 months of life using tools such as ‘EARLY’ 

South Sefton 

Place of Death 
2019

Home Hospital  Hospice Care Home Other
28% 50% 10% 14% 3%

Number of people on a GP palliative care register per 100 people who died

(National average level 40%)

Percentage of people with three or more admissions in the last 90 days of life 

The table below shows between 2017, 2018, 2019 that incidence of people having three or more emergency 
hospital admissions in the last 90 days of life has increased, (2015 national average 7%)

2017 2018 2019
9.7% 8.4% 8.2%

Means Length of Stay for Patients who had an emergency admission three or more times in the last 90 days of 
life. 

2017 2018 2019
7. 5days 7.1 days 6.9 days 

Southport & Formby

Place of Death 
2019

Home Hospital  Hospice Care Home Other
21% 40% 6% 33% 2%

Number of People on a GP palliative care register per 100 people who died

2017 2018 2019
33.7% 34% 35.7%

2017 2018 2019
61.7% 64.2% 69.8%



14

(National average level 40%)

Percentage  of people with three or more admissions in the last 90 days of life 

The table below tells us that between 2018- 2020 that the number of people having three or more 
emergency hospital admissions in the last 90 days of life has increased, (2015 national average 7%)

2017 2018 2019
4.8% 6.6% 6.9%

Across Cheshire and Merseyside, all CCGs had an increase in the number of three or more emergency 
admissions in the last 90 days of life The reason for this is not known but thought to potentially be to 
multiple factors i.e. identification, community support, carer breakdown etc.  It would be expected that a 
fully integrated approach across all sectors of care would support and reduce inappropriate admissions 
into a hospital setting.

Means Length of Stay for Patients who had an emergency admission three or more times in the last 90 
days of life. 

2017 2018 2019
7.5 days 7.6 days 7.0 days 

Action Plan

Action Timescale Anticipated 
Improvements

Who is Required

Please describe the 
action in specific terms

Please state 
when the 

action should 
be delivered 

by

Please state the 
anticipated 

improvements in 
terms of quality, 
safety, outcomes 

and QIPP. It is 
acknowledged 

that further work 
on making the 
improvements 

measurable will 
be needed

Please name individuals who are required to 
deliver the action

Dementia/LD/MH
Development of a Task 
& Finish Group

2020 Improved care at 
EOL

Primary care, EOL GP lead, CCG, local and 
national providers of EOLC education

Primary Care

Supporting primary 
care to improve 
identification, 
supportive 
personalised care 
plans and inclusion on 

Ongoing with 
expectation 
that 75% of 

deaths are of 
registered 

individuals is 

That in identifying 
patients, 

conversations 
and planning 
takes place

Implementation of tools to support primary care 
in early identification who are in the last 12 

months of life.  



15

GSF registers should 
be a key focus. This 
will improve and 
standardised the care 
afforded to our EOL 
patients at the outset. 

I
Support and improve 
identification of 
patients in last 12 
months of life

achieved by 
2024

Increase the proportion 
of patients at EOL who 
are offered a 
personalised care 
support plan –locally 
agreed template– 
increased GSF 
registration

Ongoing with 
expectation 
that 80% of 
patients on 

GSF register 
have a care 
plan in place 

by 2024

That a 
personalised care 

plan makes it 
clear patients’ 

preferences and 
includes an 

emergency plan

Primary care with the support of community 
teams, hospice, secondary care

Facilitating education 
for primary care 
through direct and 
indirect means

Ongoing Primary care feel 
confident and 

equipped

Primary care, EOL GP lead, CCG, local and 
national providers of EOLC education

Community Care

Timely  urgent 
investigations e.g., 
diagnostics, bloods 
and access to 
treatment to where 
appropriate negate the 
need for transfer 
unnecessarily to a 
Secondary  Care 
setting e.g. for  IV 
treatment/ the support 
of community Urgent 
Care Teams 

Support EHCH DES

Supporting the 
development and 

implementation of an 
integrated model of 

care

Assess the current 
provision and optimise 
community based 
services 

April 2021

As above 
/admission 
avoidance 

Commissioners/Providers/Community 
paramedics (PCN)/ Medicine 

Management/Urgent Care 



16

Medicines 
Management 

Audit of current policy 
and practice to identify 
areas of improvement 
for End of Life Care 

EMIS prescribing 
protocol 

 

ongoing

Launched with 
ongoing 
review

As above 

Safety/Quality 
Improvement

Medicine Management
Mersey Care
All providers
Quality
IM&T (prescribing at EOL EMIS)

Discharge Planning

Appropriate and timely 
discharge from any 
provider setting.

Timely identification to 
avoid delayed/rapid 
discharge

Appropriate discharge 
planning to cover ACP 
or equivalent, 
UDACPR, medication, 
death administration, 
support discharge
Review current 
processes and identify 
areas for improvement

Achieve by 
April 2021

All the above All providers of inpatient and community _care

CHC funding 
assessment processes 
will be timely to avoid 
any delays in 
discharge

 Through 
implementation of a 
streamlined prioritised 
process for EOL 
patients

ongoing As above

IT 

IM&T

Progress EPACCS

Enable fully digital 
integrated supportive 

ongoing Quality 
Improvement

IM&T/Providers
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personalised care plan 
across all providers

Investigate the use of 
technology in care 
homes  

OOH Care

Integration & optimal  
handover processes 
for all involved in the 
delivery of OOH EOLC 
eg DN, GP OOH etc.  
including use of 
documentation and IT 
based communication

April 2020

All of the above Community and Primary Care services/OOH

CARE HOME 

Support care homes 
with education 
requirements
Full integrated MDT 
approach 

To commence 
April 2020

Commissioners/Provides

COVID – 19 Ongoing Develop 
resilience Plans in 
line with national 
requirement 

All

Data
Ensure that validated 
data is received 
quarterly to monitor 
progress and scrutinise 
key areas and also 
shared appropriately

Ongoing To support areas 
of quality 
improvement

CCG and CSU in collaboration with all 
providers and primary care

National Drivers Ongoing Receptive to any 
national drivers 

All

Learning Disabilities 

Work with the DAVID  
(dignity and voices in 
dying) project to 
ensure End of Life 
wishes and support are 
available as described 
above under 
personalised planning
 

Ongoing 
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Commissioned 
Services 

All services to be 
reviewed as service 
development 
opportunity to ensure 
principles of gold 
standards are built into 
service delivery and 
that there are 
expedited pathways for 
End of Life in 
Community Equipment 
and adaptations. 

Ongoing 
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Appendix 2 

AS Briefing (for Local 
Authorities) - Worst hit.docx

Sefton draft 
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