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Report to the Health and Social Care Overview & Scrutiny Committee
1.

Summary

This report provides a summary and overview of End of Life Care (EOLC) in Bradford
District. This includes what is good EOLC, resuscitation, advance care planning and how
we support people in their last days of life.
2.

Background

The Health and Scrutiny Committee requested clarity on End of Life practices and what
systems and process are in place across Bradford and Craven to support people who are
approaching the end of life so that they can have a dignified, peaceful and supported
death. In addition, to understand the rationale for DNACPR, what this means and what are
the impact and implications of this.
This presentation gives an overview of:






3.

End of Life Care
What is good EOLC
Advance Care Planning
What is CPR and DNACPR
What does the data tell us
What changed during COVID
Report content

Introduction
Dying is a process that affects us all, at all ages; the living, the dying and the bereaved.
Not only do we face our own mortality, but the majority of us will also be involved in
supporting at least one friend, family member or service user at the end of their own life,
and experience bereavement after their death.
More than half a million people die each year, and many live with a life expectancy of less
than a year at any one time. This is set to increase with an ageing population, so more
people are expected to die at an older age. We will all therefore experience EOLC in some
form and appreciate the lasting impact that good (or poor) care can have (NHSEI, 2017).
It is therefore vital that the highest quality end of life care services are available to all who
need it, irrespective of diagnosis, age, gender, ethnicity, religious belief, disability, sexual
orientation, and social economic status. Effective and compassionate care and support
needs to be in place for people who are approaching the end of life so that they can have
a dignified, peaceful and supported death.
Defining End of Life
EOLC is a term that is used to describe the care and support given to people who have an
illness that is not possible to cure and may get worse over time. The aims of palliative care
are to help with pain or other symptoms and to look at ways of helping and supporting
patients and their families/friends. EOLC may be delivered by disease-specific specialists
and their associated teams; by generalists such as primary care teams or hospital-based
generalists (for example, elderly care); or by palliative care specialists in hospices,
hospitals and community settings (NICE, 2019).
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The Leadership Alliance for the Care of Dying People provides a useful definition of end of
life and palliative care in the ‘One Chance to get it Right’ report (2014) that states:
Patients are ‘approaching the end of life’ when they are likely to die within the next 12
months. This includes patients 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


Similarly The World Health Organisation (WHO) in 2013 defines palliative care as:
“An approach that improves the quality of life of patients and their families facing the
problems 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. Palliative care provides
relief from pain and other distressing symptoms”.
What is Good EOLC?
Good EOLC is set out in Ambitions for Palliative and EOLC: a national framework for local
action 2015 – 2020, which notes six key requisites to ensure a high quality, person
centred approach to EOLC provision:







Each person is seen as an individual
Each person gets fair access to care
Maximising comfort and wellbeing
Care is coordinated
All staff are prepared to care
Each community is prepared to help

Over the many years, partners across Bradford and Craven have been working
collaboratively and engaging with stakeholders to realise these ambitions and understand
what matters to people and have developed a range of support to people, carers and staff
which includes:






Supporting staff across health and social care with training and education
Managed Clinical Network making connections and improvement in palliative care
across health and social care
Resources: website which provides links and multiple documents to support
clinicians which includes advance care planning and guidance on cardio pulmonary
resuscitation and DNACPR. More information is available at:
http://www.palliativecare.bradford.nhs.uk/Pages/Home.aspx
Adoption of the Gold Standards Framework (GSF). The GSF is a framework used
by many GP practices, care homes and hospitals to enable earlier recognition of
patients with life-limiting conditions, helping them to plan ahead to live as well as
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possible right to the end.
End of life facilitator provides bespoke EOL training for care homes and other social
care organisations (based on GSF)
Goldline – a 24/7 single point of access telephone contact for patients in their last
year of life and their carers which is answered by a trained nurse with access to the
health records
Practical care: rapid access to practical support for those in the last year of life –
(fastrack team, palliative care support teams)
Supporting people to plan ahead through advance care planning and roll out of
ReSPECT across Bradford

My Future Wishes (Advance care planning and ReSPECT)
An important element of EOLC is supporting people to plan ahead for the end of life. This
is sometimes called advance care planning which offers people the opportunity to confirm
their future wishes while they have the capacity to do so. Often people are not given the
opportunity to consider and express their future wishes in a timely way and this can lead
to regret on behalf of both families and professionals. Starting these discussions early
gives the opportunity for conversations to evolve over a period of time without any
pressure on the individual or family to make rapid decisions.
An advance care plan may include a person’s:








Concerns e.g. for things that they don’t want to happen in future or who will care for
loved ones or pets
Important values or personal goals for care
Future wishes
Understanding of illness and prognosis
Preferences for types of care or treatment that may be helpful in future and an
understanding of the availability of these
Wishes for someone to make decisions for you using a lasting power of attorney
Carer emergency care plans and refusing specific treatment, if they wish to.

Planning ahead like this means peoples wishes are more likely to happen as well
supporting family members to know what their loved ones would wish for in specific
circumstances.
What is ReSPECT?
ReSPECT stands for Recommended Summary Plan for Emergency Care and Treatment.
It is a very specific type of advance care planning that summarises the emergency care
part of a wider advance or anticipatory care plan
The ReSPECT process creates a summary of peronalised recommendations for a
person’s clinical care in a future emergency in which they may not have capacity to make
or express their wishes or choices at that time. Such emergencies may include death or
cardiac arrest, but are not limited to those events. The process is intended to respect both
patient preferences and clinical judgement. The agreed realistic clinical recommendations
that are recorded include a recommendation on whether or not CPR should be attempted
if the person’s heart and breathing stop.
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https://www.resus.org.uk/respect/respect-healthcare-professionals
What is Cardio Pulmonary Resuscitation (CPR)?
CPR was introduced in the 1960s as a medical treatment to try to re-start the heart when
people suffer a sudden cardiac arrest from a heart attack from which they would otherwise
make a good recovery. Since then, attempts at CPR have become more widespread in
other clinical situations.
CPR involves chest compressions, delivery of high-voltage electric shocks across the
chest, attempts to ventilate the lungs and injection of drugs. The likelihood of recovery
varies greatly according to individual circumstances; the average proportion of people who
survive following CPR is relatively low.
 Out of hospital arrests < 1 in 10 survive
• In hospital arrests success 1 in 5 survive to discharge
• Features associated with almost no chance of success are advanced cancer, gross
frailty, multiple co-morbidities, multi-organ failure
Therefore CPR is started if there is a realistic expectation of it being successful and if
there is no valid Do Not attempt Cardio Pulmonary Resuscitation
There is multiple guidance supporting decision making from the General Medical Council,
British Medical Association, Royal College of Nursing and Resus Council, please see
references for further information.
What is Do Not Attempt Cardio Pulmonary Resuscitation?
When cardiac arrest occurs and we do not attempt to restart the heart but allow a natural
death. It should be noted that DNACPR does not mean that other appropriate and
sometimes invasive treatments are not given e.g. painkillers, antibiotics, drugs for
symptom control, feeding or hydration (by any route), investigations and treatment of a
reversible condition
A DNACPR can be put in place where:
• A patient with capacity declines CPR
• A clinician considers that attempting resuscitation is likely to be futile (i.e. it will not
work); and/or
• It is not in the patient’s best interests (for example because they are unlikely to
have a good quality of life even if resuscitation is successful).
• The decision as to whether CPR should be attempted is a medical decision and
can only be made by a clinician. It cannot be overridden by a patient or a family
member, even someone with legal power of attorney for health and welfare.
What is physician-assisted dying?
Physician-assisted dying refers to doctors’ involvement in measures intentionally designed
to end a patient’s life. It covers situations where doctors would prescribe lethal drugs at
the voluntary request of an adult patient with capacity, who meets defined eligibility
criteria, to enable that patient to self-administer the drugs to end their own life. It is illegal
to support assisted dying in the UK. Somebody being not for resuscitation is NOT a form
of physician assisted dying.
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https://www.bma.org.uk/media/2353/bma-physician-assisted-dying-info-pack-april2020.pdf
What does the data tell us?
According to the Office for National Statistics (2019) each year around 500,000 people
die. The causes of death vary across age and gender groups (See figure 3 and 4). An
average GP will see about 20 deaths a year. 5 from cancer, 6 from organ failures, 7 from
frailty, dementia or multiple illness and 2 sudden deaths
Figure 3 and 4: Leading causes of death by age and gender (2015)

Source: provided by WY H ICS (2020)
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On a local level data and intelligence on EOLC in Bradford district and Craven, drawn
from a number of sources including the Public Health Mortality database and the Public
Health England Atlas of Variation on End of Life Care helps paint a picture of our local
population and the key findings are captured below
 Around 5000 people (adults and children) die each year in Bradford district and
Craven
 Around 3,750 people are thought to need access to end of life care in any given
year
 It is suggested that around 1in 4 deaths are unexpected and 3 in 4 could be
predicted
 It is suggested that a third of people with EOL care need specialist palliative care, a
third need more general support and the remaining third could be supported with
community support (at any given time)
 The main causes of death in adults, are cancer, cardiovascular disease, and
respiratory disease, similar to in other parts of the country. However in Bradford we
are outliers for under 65s respiratory disease and have high all age mortality for
circulatory disease
 Adult place of death changes depending on recorded cause of death e.g. there are
more cancer deaths in hospices, most dementia deaths occur in care homes,
whereas most deaths due to cardiovascular disease occur in hospital.
 Approximately 1 person in every 100 dies every year, however this will have
increased during COVID- 19 pandemic. Figure 5 demonstrates the number of
COVID deaths broken down by setting.
 4 in 10 die in hospital, 2 in 10 home, 2 in 10 care home, 1 in 10 hospice and 1 in
10 other.
 The trend has been towards reducing deaths in hospital and increasing them in a
person’s usual place of residence.
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Impact of COVID –19 and deaths in Bradford compared with the national picture
ONS (2021) data demonstrates that since the start of the pandemic up until the 15th
January, there have been 1001 registered COVID deaths in Bradford across all settings.
Below shows the figures by setting compared to national Covid deaths.
Place of Death
Care Home
Elsewhere
Home
Hospice
Hospital
Other Communal
Establishment
Total

Number of COVID Deaths
Bradford (%)
262 (26.2)
5 (0.5)
73 (7.3)
16 (1.6)
644 (64.3)
1 (0.1)

Number of COVID Deaths
Nationally (%)
24059 (24.1)
349 (0.3)
4887 (4.9)
1278 (1.3)
68895 (69)
424 (0.4)

1001

99892

All data is taken from the ONS Death Registrations by Local Authority.
What changed during Covid?
The COVID-19 pandemic raised particular challenges for the frail elderly and vulnerable
people living in our community. In recognition of the need to keep people safe and enable
them to be cared for in their preferred place, Bradford & Craven CCG and system partners
came together early on in the pandemic to establish Care@Home digital response to
COVID-19 for frail elderly with escalating need living in their own homes and for all
residents living in a care home across the district. Building on the existing Airedale Digital
Hub we have enhanced digital support services locally, including:
 Immedicare (telemedicine) to all Care Home residents;
 MyCare 24 for frail elderly or housebound living in their own home;
 Introduced a super-rota to provide access to a Multi-Disciplinary-Team including: GPs,
Palliative Care and Care of the Elderly Consultants, Mental Health, Pharmacy and
Allied Health Professionals. This was available 8-8pm 7/7 with flexibility to increase
hours during peaks
 Reinforced Goldline services which is a dedicated 24/7 telephone line for people who
may be in their last year of life and their families and is an integral service within our
care@home COVID-19 operating model. Often calls raise a concern or a need for
reassurance that the patient or their family has in order to be supported to continue
managing their condition in their preferred place at home.
 Created an Integrated Community Response to COVID-19; and Integrated approachOne System to ensure that people receive the right care and support at the right time
supported by all teams
This included access and support for both virtual and face to face End of life and Palliative
Care and to ensure that people receive effective and compassionate care and support and
that people were empowered through sensitive discussions and advanced care planning
to make choices about what matters to them and what care and treatment they would like
to receive or not if they became unwell.
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Figure 1 demonstrates the Care Home operating model to support frail elderly with
escalating need living in their own homes and for all residents living in a care home across
the district which includes access to 24/7 palliative care advice and support.
Figure 1: Care Home operating model to support frail elderly with escalating need living in their own
homes and for all residents living in a care home across Bradford district and Craven

In addition, to the enhanced digital hub the Care@home met 3 x week with all partners to
review all new guidance, develop clinical pathways, review services that have been
established, troubleshoot and provide training and development to health and social care
staff. Some examples of the resources and learning we have supported to enhance EOLC
in Bradford District during the pandemic include:


Advance Care Planning resource for professionals, patients and families A 'My
Future Wishes Conversation’ Starter Pack commissioned by WY & H ICS and
developed by the Alzheimer Society to help patients and families to start
conversations https://www.wyhpartnership.co.uk/our-priorities/mental-health/mentalhealth/advance-care-planning






This resource has also been utilised across WY & H ICS to look at meeting the
needs of the BAME population to have good conversations
A resource pack and template for Primary Care on how to support individualised
DNACPR conversations
A monthly newsletter for Primary Care and Care Homes sharing best practice
Bradford Care Homes resource to support best practice

We also established a daily huddle through the multi-disciplinary team for any escalating
need of a resident/patient or care home that may need additional support which included
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shared daily learning MDT’s across Primary & Secondary care with Palliative Care GPs,
Community Matrons, Pharmacist, Mental Health and Digital Care nurses.
In hospital despite the restrictions on visits we established a relative’s line and prioritised
visiting for patients in their final days. Chaplaincy and palliative care support was provided
7 days a week to support people and their loved ones at this difficult time.
Qualitative and quantitative data was also collated and analysed on a regular basis to
review themes and trends, how we are doing against were we need to be and agreed
actions for how we can continuously improve. This included a month by month
comparison of the DNACPR status of residents in care homes and those that are house
bound to ensure that the approach was person centered rather than a blanket approach
that has been suggested by CQC occurred in some areas across the country.
Figure 2 demonstrates current percentages of people with a DNACPR status in care
homes and in their own home across Bradford and Craven for December 2020 and
January 2021 and includes progress of ReSPECT discussions.
Figure 2: DNACPR and RePECT status across Bradford district

Source: Bradford and Craven CCG (2021)

Feedback from providers across the system notes that the learning and resources and
new ways of integrated working and shared best practice have enabled a ‘one system’
approach to EOLC.
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4.

Recommendations

The committee is asked to note the contents of this presentation
5.
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