[image: image3.jpg]INHS|

NHS Improvement




Project Closure Report


Project Closure Report



Project Name:

Developing an end of life heart failure pathway within a culturally diverse community
Location/Organisation:
NHS Brent Community Services/North West London Cardiac & Stroke Network/St Luke’s Hospice
Other partners: LAS, Pembridge Centre, NWLHT
Project Lead:

David Smith/Temo Donovan
Clinical Leads:

Dr Charles Daniels/Dr Mark Dancy

1. PROJECT EXPERIENCE


1.1 Project Background Overview
	Aims and objectives

	To develop an end of life (EoL) care pathway in Brent for end-stage heart failure patients. Working in partnership to provide patient choice and accessible end of life care service provision in hospital and community settings, taking into account the cultural and social diversity within the borough.  This project will form part of Brent’s EoL work-streams that feeds into Brent’s wider EoL strategy.


1.2 Project Highlights and Best Practices

	Project Highlights and Good Practice

	Project Highlights:

· Engagement with key stakeholders across organisational care boundaries and working in partnership to implement and sustain service
· Process mapping event identifying pathway in local community and hospital
· Development of a palliative pathway for advanced heart failure management
· Brent EoL Strategy recognises the HF EoL service as a template for other services within their strategy

· Project won NHS Brent Community Provider Services ‘Achievement Award’ and was awarded joint first prize with district nursing.  Award in recognition of improving practice and prize of £500 for use to develop practice within project.
· At the National Heart Conference the Project won a poster award for their category:  HF End of Life project for ‘Working partnerships and making the most of your networks
· Work with London Ambulance Service to improve emergency care of patients with advanced Heart Failure

	Good Practice:

· Joint visits between community heart failure nurse and specialist palliative nurse leading to timely discussions, better communication and increased knowledge of each specialty.
· Development of EoL tools: ‘Trigger tool’ to recognise patient is end of life,   ‘Preferred place of care’ provides patients, family members and carers an opportunity to express their wishes and preferences about the care they receive and where they want to receive it, ‘Aide memoire’ acts as a checklist to assist the healthcare professional with end of life planning, ‘Patient and carer assessment tool (PACA)’ provides assessment of the patient symptoms and carer needs and aids appropriate referral to specialist palliative care. 

· Development of ‘Advanced Heart Failure Forum’: meeting of HF lead consultant in each Acute Trust site with community and hospital HF nurses to discuss management of those patients identified as “Cause for Concern”, others may attend as required. Discussion at the forum allows patients to be considered for the following options; referral to tertiary centre or consideration for management with device, modification of medical management, end of life care planning
· Development of ‘Red Folder’ in patients home containing advanced planning care management





2 PROJECT METRICS PERFORMANCE
2.1 Goals and Objectives Performance

	Goals and Objectives Performance

	[Replace this text with a comparison of actual project performance to project objectives. Did you do what you set out to do?]
Previously in Brent heart failure patients received excellent cardiology service but this was not linked into services which could address the palliation of symptoms, or the holistic needs of the patient regarding end of life care and preferred place of care nor the needs of their carers. Many patients with end-stage HF were not having a discussion about preferred place of care because there was no agreed mechanism for identifying them or for verifying that they were nearing EoL. Consequently many were frequent attendees at A&E and many were dying in hospital. The project aimed to address this shortfall by developing evidence based care pathway to ensure that heart failure patients with palliative care needs are identified, receive best care and appropriately referred for specialist palliative care assessment when required. The scope of the project sought to engage all key stakeholders to ensure the care pathway is coordinated appropriately and provides continued care for end-stage heart failure patients wherever they choose to die.

The project has achieved its original objectives to improve access to palliative care services for heart failure patients and ensure that equitable referral and assessment processes are in place throughout the London Borough of Brent. The following project objectives outlined in the original project bid have been achieved:
· Improved patient choice at the end of life
· Improvements in education and training for both heart failure and palliative care nurses through joint working and to extend education and training (as necessary) to other health care professionals

· Reduce avoidable re-admissions to hospital via use of other services such as hospice-at-home, hospice services and community palliative care teams.

· Improvements in the quality of the service provided to patient/carers.

· Provide commissioners with a holistic heart failure service that spans referral to end of life care.




2.2 Return on Investment Summary
	ROI Performance

	Please summarize the actual return on investment against the projected ROI set out at the start.

Or how would you demonstrate the worth of this project to local commissioners/providers?
The following projected ROI was set at the start of the project:
· Reduced hospital admissions and readmissions
· Improved patient/carer/staff satisfaction through appropriate integration of cardiology, primary and palliative care services
· Service provided within existing resources
The 2nd audit provided significant improvements from the 1st audit.  The launch of the project was started in February 2010 and this captured a smaller timeframe of 8 months compared to the baseline audit of 12 months and unfortunately did not allow us to show significant changes to admissions and readmission rates. It is expected to show a more significant reduction in the future as the service progresses and more patients are identified for inclusion on the EoL pathway.
The improvements that were captured are outlined in the graph attached and provide the following: 

· Increase in the use of specialist palliative care services eg day care, hospice and hospice at home
· Increase in EoL discussions highlighting that nurses are more empowered in having these conversations
· Increase in patients stating their preferred place of care (and an increase showing patients are dying in their preferred place of care) also indicating that EoL discussions are taking place
· Reduced hospital deaths 
· Increase in referrals to specialist palliative care highlighting the improved working relations




2.3 Performance against the QIPP agenda
	Performance against QIPP

	[Replace this text with an outline of this project’s performance against the QIPP criteria: Quality, Innovation, Productivity and Prevention. Has your project delivered against any of these headings, and if so how, and what evidence is there of this? eg saved bed days, new protocol, innovation ratified etc, please attach any new documents as an appendix]

Quality; 

    Safety: Patients/carers who wish to die at home are safely supported through improved out-of-hours access.

    Patient Experience: Improved patient choice regarding preferred priorities of care and symptom management.

    Clinical Effectiveness: Improved communication and joint-working across all stakeholders.

Innovation: Development of advanced heart failure forum, tools and documentation to support pathway.

New pathway which integrates working across primary, secondary and hospice care 
Productivity: Reduction in use of acute-care services.

Prevention: Better identification of patients and advanced planning leading to improved patient management and prevention of inappropriate use of resources and hospitalisation.

Working in partnership, the development of EoL tools assisting in the identification of patients as EoL and being able to discuss these patients in the ‘Advanced Heart Failure Forum’ all contribute to the projects performance against QIPP. Documentation is attached and listed under the appendices.




Please attach or add baseline and summary data here
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3 REFLECTION ON PROJECT CLOSURE 

3.1 Lessons Learned 
	Lessons Learned

	Replace this text with a list of successes and things you would do differently in the future.

· Which activities and processes worked well?

Regular project group meetings with the different stakeholders allowed more diverse discussions which would not have otherwise taken place and provided the platform to make changes. The process mapping event identified areas of concern and allowed stakeholders to recognise difficulties along the patient’s pathway particularly within different departments.
· What has been learnt from this project and how that learning has been captured for future sharing?

Providing high quality palliation for patients is a complex system, which involves numerous organizations, clinical teams and services both in hospital and community. Maximum improvements in care can only be achieved through working in partnership to provide a seamless service. The Brent EoL strategy provides a platform for sharing the heart failure EoL work developed. The project outcomes, tools documentation have also been shared nationally and will be available to others in the future.
· Which could have been improved, and how?
The project was slow in getting started which hindered some of the actions, early engagement with some of the key stakeholders who were pivotal to the project would have improved its start up. Frequent changes in staff at NHS Brent made it difficult to bid for resources and ultimately no direct funding was provided.


3.2 Experience 
	National Priority project experience

	· Why did you want to be a National Priority project?

Becoming a National Priority Project encouraged engagement with our stakeholders and the linking of different care organizations across the locality.
· Were your expectations met?

Yes 
· How did being a National Priority project help with the project?

Being a National Priority project helped to provide extra status to drive the project and be recognized locally
· What helped the most?
Peer support – being able to discuss our project with other teams doing similar work and sharing our experiences
· What could be improved?

Discussion forum in-between peer support meetings would have been beneficial 


3.3 Sustainability

	Sustainable legacy

	· How has the project improved the service?

The project has enabled an EoL community service for advanced heart failure patients to be put in place

· What is the long term impact? 
Patients are provided with a choice of where they would like to die and are provided with an infrastructure to support this

· What needs to be done to ensure that the improvement is sustained?

The service has been recognised within Brent’s EoL Strategy acting as a template to enable other disease areas to replicate the service




APPENDICES
· Process Map
· Palliative Pathway for Advanced Heart Failure Management

· Trigger Tool

· Preferred Priorities of Care

· Aide Memoire

· Patient and Carer Assessment Tool
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