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Background 

This five-year strategy has been developed on behalf of the Supportive and Palliative Care Local Strategy Group (LSG), which operates across Salford & Trafford and is chaired by Dr Stephanie Gomm, Consultant in Palliative Care Medicine. The LSG includes all stakeholders from health, social care, voluntary services and user representation. The strategy follows on from the successful implementation of the first Palliative Care Strategy for the period 1998 to 2003, which resulted in significant improvements to Supportive & Palliative Care services across Salford.

Process

The process adopted to develop the strategy was ‘whole systems’ and ‘person centred’ and included two planned in-depth workshops that were attended by 160 delegates from across health, social care and voluntary services, including many frontline staff.  The person / family centred focus was maintained and enhanced through the work undertaken by delegates at the planned workshops. The output from the local workshops and other discussions has shaped the development of a new vision and underpinning set of principles for the development and delivery of Supportive and Palliative Care in Salford. 

National/Local Policy Context
The strategy incorporates key messages and recommendations from a wide range of national policies, including the direction laid out in the Cancer Plan (2002).

The strategy will ensure compliance with the National Institute of Clinical Excellence (NICE) Guidance for Supportive and Palliative Care (2004). As a result of this guidance a decision was taken to extend the scope of the existing LSG to specifically incorporate Supportive care.  In addition, the End of Life Care programme (2004) extended the offer of Supportive and Palliative Care to all people regardless of diagnosis.

Strategy development has also drawn on a wide range of crosscutting national policy initiatives, including Commissioning a Patient Led NHS (2005). National Service Frameworks for all clients, Supporting People with Long Term Conditions (2005) and more recently the White Paper ‘Our health, our care, our say: a new direction for community services (2006), highlighting the key themes and challenges that need to be embraced, as we redesign and develop Supportive and Palliative Care services to deliver the flexibility and choices that local people / families and carers want and need. 

Coupled with this analysis of national policy drivers, the strategy also considers a number of local policy initiatives and drivers.  Key amongst these are the Greater Manchester and Cheshire Cancer Network Action Plan for Implementation of NICE Guidance (2005), and the mapping exercise undertaken by the LSG Sub groups in respect of the Salford health and social care economy, meeting the milestones and timescales outlined in the GMCCN Action Plan.  

In order to take a ‘whole systems’ perspective and ensure that the development of Supportive and Palliative Care services is embedded in other policy initiatives across the city, the strategy identifies and makes the appropriate linkages with relevant cross–cutting initiatives, for example Active Case Management.

Defining supportive and palliative care

‘Supportive care is defined as care that:

	“…helps the patient and their family to cope with cancer and treatment of it – from pre-diagnosis, through the process of diagnosis and treatment, to cure, continuing illness or death and into bereavement.  It helps the patient to maximise the benefits of treatment and to live as well as possible with the effects of the disease.  It is given equal priority alongside diagnosis and treatment
” (cited in NICE 2004).


Supportive care is an ‘umbrella’ term for all services, both generalist and specialist, that may be required to support people and their families / carers from diagnosis through to death and bereavement. Supportive care encompasses:

	· Self help and support

· User involvement

· Information giving

· Psychological support

· Symptom control


	· Social support

· Rehabilitation

· Complementary therapies

· Spiritual support

· Palliative care

· End of life care and bereavement care




The World Health Organisation (WHO) set out the definition of palliative care, which has underpinned the work in cancer care in the UK.  Palliative care is defined as:

	“…the active holistic care of patients with advanced progressive illness. Management of pain and other symptoms and provision of psychological, social and spiritual support is paramount.  The goal of palliative care is the 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”.


General palliative care and specialist palliative care can be defined as follows:

	General palliative care is:

“.Provided by all the usual professional carers of the patient / family as an integral part of routine clinical practice.  It is provided for patients and families with low to moderate complexity of palliative care need in all clinical settings”.




	Specialist palliative care is:

“.Provided by accredited specialist in palliative care, who are working in multi-professional Specialist Palliative Care (Macmillan) teams.  It is provided in specialist palliative care units, hospices, hospitals and in people’s homes.  It is provided for patients and families with high complexity of palliative care need”.




NICE Guidance1 highlights that although palliative care encompasses many of the elements identified in ‘supportive care’, there are well-defined areas of expertise within specialist palliative care to which patients and carers need access, such as interventions to respond to:

	· Unresolved symptoms and complex psychological issues for patients with advanced disease.

· Complex end of life issues.

· Complex bereavement issues.


Providing supportive and palliative care should be an integral part of every health and social care professional’s role.  For many, it only forms part of their role as many of these professionals are ‘generalists’ (example general practitioners, district nurses and allied health professionals) while others are specialists who may have received specific training and qualifications in supportive and palliative care or acquired substantial practical experience in this field. 

Importantly, both palliative and supportive care is often provided by patients’ family and other carers, and not exclusively by professionals

It is recommended that supportive and palliative care services should be delivered, as much as possible, where individuals and carers want them – in the community (including the individual’s own home, but also in care homes and community hospitals), in acute hospitals and or in a hospice.

Historically the scope of supportive and palliative care has been within the development of cancer care.  However, it is now widely recognised that supportive and palliative care should be available to all people, regardless of their diagnosis, so that they can have access to high quality supportive and palliative care.  A recent Government initiative ‘Building on the Best: End of Life Initiative’ was established to ensure that access to supportive and palliative care.

Needs Assessment 

This section provides key demographic trends, socio-economic data and health statistics across Salford.  In summary these are:

Demographic  trends:

· Estimated population of 216,000 people based on the 2001 Census.

· Overall population has been in decline over thirty years but projections suggest that this decline is levelling out at approximately 204,000 people by 2015
.

· Age and gender profile of the local population is broadly in line with national averages although not evenly distributed across the wards in the city.
· BME population in Salford is 3.9% in 2001 (Census data 2001).  Broughton is the most ethnically diverse electoral ward in Salford having a percentage population from BME groups above the national average (9.3%) – (average for England is 9.0%).
Socio-economic:

· 12th most deprived local authority in the country.

· 4th most deprived local authority in the North West.

· Deprivation levels varies across the city – 

· Central Salford, Winton and Little Hulton are in the top most deprived.

· Walkden South and Worsley and Boothstown are some of the most affluent areas in Salford.

Health statistics

· Higher prevalence of coronary heart disease, chronic obstructive pulmonary disease, asthma and diabetes than national average.

· Higher prevalence of mental health needs than the national average.
· More people die each year from non-malignant conditions than from all cancers. 

In addition, this section also provides an overview of the outcomes of the needs analysis work commissioned by the Greater Manchester and Cheshire Cancer Network on the identifying the appropriate level of service for supportive and palliative care services across the network in the future.

Ethnicity and Religion

Ethnic minority groups make up on average 9% of the population of England. The table below highlights the breakdown of the different ethnic groups.

Table 1

	Ethnic Group %
	Salford
	England

	White
	96.1
	90.9

	Mixed
	1
	1.3

	Asian or Asian Black
	1.4
	4.6

	Black or Black British
	0.6
	2.3

	Chinese
	0.6
	0.5

	Other Ethnic Group
	0.3
	0.4


There is a larger Christian and significantly larger Jewish population within the city than there is across England. In turn there is a higher Christian and Muslim population in the North West than in Salford.

Table 2
	Faith group
	Salford


	North West
	England

	All people
	216,103
	6,729,764
	49,138,831

	Christian
	76.5
	78.0
	71.7

	Buddhist
	0.2
	0.2
	0.3

	Hindu
	0.3
	0.4
	0.5

	Jewish
	2.4
	0.4
	0.5

	Muslim
	1.2
	3.0
	3.1

	Sikh
	0.1
	0.1
	0.7

	Other religion
	0.2
	0.2
	0.3

	No Religion
	11.0
	10.5
	14.6

	Religion not stated
	8.1
	7.2
	7.7


Conditions Requiring Palliative Care

Historically palliative care provision was focused on malignant conditions, but there is an increasing recognition that patients with non-malignant conditions were an area of greater unmet need for palliative care services.

Specific health needs of other groups within the local population

This section of the local health needs analysis will focus on some of the most vulnerable groups within the local population, who have greatest health needs.  These include:

	· Residents in medical or care establishments

· Health of unpaid carers

· People with mental health needs

· People with learning difficulties

· Children with disabilities

· Children with complex / special needs requiring palliative care


Residents of medical and care establishments

Communal establishments are those in which some form of communal catering is provided. There are a number of establishments included in this category including NHS homes, nursing homes, rehabilitation units and hostels, as well as Local Authority Care Homes and Independent Sector Care homes.

There are 156 communal establishments in Salford, with 5,251 residents.  Of the 5,251 residents in these establishments1,604 reported having a long-term limiting illness50.The number of people in Medical or Care Home establishments is almost 4 times more likely to report a limiting long-term illness (85% within communal care establishments as compared to 22.5% of the general population.

Health of unpaid carers

It is widely acknowledged that carers also need to have their own health and social care needs assessed. In pursuing the development of supportive and palliative care at home and in the community, more attention needs to be paid to those who care for their relatives.  The recent Census data highlights that a larger proportion of intense carers (those providing 20 or more hours of care a week) report ‘poor health’ as compared to carers who have less than 20 hours of caring responsibilities a week

People with mental health needs

A wide-ranging review of published research found that people with severe mental health problems are twice as likely to die early as the general population. Smoking, obesity and a lack of exercise all contribute to ill-health and potentially lead to avoidable death. 
People with learning difficulties 

It is well evidenced that people with learning difficulties have a greater variety of healthcare needs compared with the general population.  However, many of their needs are unrecognised and unmet.  
People with learning difficulties have higher mortality rates, partly related to the impairment, and partly due to social circumstances 
People with LD have less uptake of screening, have additional problems in communicating symptoms, and will have poorer survival/delayed diagnosis of cancer than the general population (breast, cervical, testicular).
There are 40 people aged over 65 years with severe learning difficulties in Salford registered with the Learning Difficulty service.  Problems experienced by these people, include early onset of dementia.  It is estimated that two or three people with severe learning difficulties at any one time will have supportive and palliative care needs. This does not include people with moderate or mild learning disability whose needs are picked up through the general health services route.

Children and families / carers experience problems with continuity of care, in particular at the age related services transition process.  Specific problems are reported in relation to meeting their psychological needs and acquiring and providing the appropriate equipment in a timely way as they progress into adult services. 

Key outcomes from the population based needs assessment 

Greater Manchester and Cheshire Cancer Network (GMCCN) commissioned work to gain a better understanding of the need for supportive and palliative care services in the populations of the network. Using the model developed by Peter Tebbit of the National Council for Hospice and Specialist Palliative Care.  

Extrapolating the information for the Salford health and social care economy, highlights the need for a total equivalent resource of 24.1 beds (16.4 Cancer related beds and 7.7 non cancer related beds).  The current equivalent bed use by Salford PCT is 21.03. This indicates the need for an additional resource equivalent of 3.07 beds for the local health and social care economy in Salford.

Analysis of place of care and death 

 More people wish to be cared for in their own home or in a location within the community. The implementation of the End of Life Care tools (Preferred Place of Care, Gold Standards Framework and the Care Pathway for the Dying) all assist in offering individuals and their families greater choice and flexibility in the location of their care and support. Work is progressing across Salford in the implementation of these tools, with the implementation of the Care Pathway completed in the Hospice, Hope Hospital and at home. A project to implement it across the Care Home Sector has commenced. The Gold Standard Framework has been implemented in 85% of the GP practices across the city.

 In the three years 2002-04, 387 deaths from cancer occurred at home in Salford, an average of 129 deaths per year. This represents 19.1% of all cancer deaths occurring at home, but this is significantly lower than the national average of 22.4%. A further analysis of the data highlights that oesophageal and colorectal cancer patients were significantly less likely to die at home than is the case nationally.

An audit of place of death was undertaken in 2005 looking at data over 1 year (Apr 2004 - March 2005). This showed a small but significant increase in percentage of cancer patients dying at home in Salford compared to 2000. 

· An increase in percentage of people dying at home and in Care Homes

· Little change in the percentage of people dying in hospital 

· A reduction in the percentage of people dying in the hospic

Chart 1
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Some simple data emerged from the last audit of the Integrated Care Pathway (ICP) for Care of the Dying across all settings54. All care settings looked at a retrospective sample of 20 Integrated Care Pathways from 30th November 2004 (Hope Hospital, Salford PCT and St. Ann's Hospice). Salford PCT had 80% cancer as compared to 20% non - cancer patients within the random sample of patients dying at home. St. Ann's had 100% cancer patients, Hope Hospital had 45% cancer as compared to 55% non- cancer patients dying at home. It is worth noting that St Ann's Hospice accepts non-cancer admissions and the numbers per year are slowly increasing even though their sample did not reflect this.
Workforce requirements

Table 3 : 
Total Workforce Required to support Specialist Palliative Care Services for Salford 

	Workforce
	Support to Hospice

In-Patient

(Estimated need 24.1 beds)
	Community

(estimated need Cancer )
	Hospital

Support

(Cancer unit

>600beds)

*Note Cancer Centre  (  )
	Day Care
	Total

WTE

	Consultant
	0.72
	0.57
	0.5 (1.5)
	0.15
	1.94

	Other Medical
	2.4
	
	0.5 (1.0)
	0.38
	3.28

	Nurse

Specialists
	n/c
	6.6
	3.0 (5)
	0.75
	10.35

	Social Workers
	
	0.23
	0.5 (1.0)
	
	0.73

	Physios
	
	0.11
	0. 25 (0.5)
	
	0.36

	OT
	
	0.11
	0.25 (0.5)
	
	0.36

	Pharmacist
	
	0.11
	0.1 (0.25)
	
	0.21

	Dietician
	
	0.11
	0.25 (0.5)
	
	0.36

	Chaplain
	0.17
	0.1 (0.25)
	0.27


It should be noted that these figures are an interpretation prorata of the analysis for Greater Manchester & Cheshire Network area, so their accuracy is based largely on area and population size. These figures should be reviewed against practical staffing issues, and the particular circumstances of Salford services. Further detailed workforce review is required to ascertain the actual figures required by the Salford services through detailed discussion with those providing the services.

Summary and implications arising from the needs data

The local health needs analysis highlights the following issues which need to be considered in when investing in and developing supportive and palliative care services locally:

	· A population which is in decline but that this decline is not evenly distributed across the wards, with some wards seeing significant population growth, consequently the distribution of resources needs to take this into account.

· The general age profile is in line with national averages but again this is not evenly distributed across the wards, with some wards such as Eccles, Weaste, Walkden, and Seedley having between one in eight and one in ten of the population aged 75 years and over. Clearly ,this has an impact on the need to develop the appropriate services for older people in these areas, incorporating supportive and their palliative care needs.

· The overall area can be described a socio –economically deprived and attention needs to be drawn to the associated health inequalities associated with areas of high deprivation. 

· Developing supportive and palliative care services that are sensitive to local needs is critical and as such particular notice needs to be taken of the distribution of people from Black and Minority ethnic groups. In particular, Broughton has the most diverse mix with a population of 9.3% from BME groups.

· The local needs analysis highlights the increasing need for supportive and palliative care services to support people with long-term chronic conditions, and in particular, chronic organ failure, COPD, and Coronary heart disease. 

· The data reaffirms that appropriateness of the End of Life care programme targeting older people in Care Homes to ensure that their supportive and palliative care needs are met.  The data highlights that people in Care Home are 4 times more likely to report a long-term chronic condition. This needs to be addressed as part of the development of the Community Network element of the emerging model.

·  A greater emphasis on the needs and health of carers with significant caring responsibilities needs to be an integral part of the strategy and local approach, given the increased reliance placed on carers as people exercise their wish t be cared for at home or in the community.

· The supportive and palliative care needs of people with additional health and social care needs, for example, people with learning difficulties and with mental health needs need o be recognised and accurately recorded and addressed as part of their care planning through both the Person Centred Planning / Health Plan as well as through the Care Programme Approach process. The importance of a single assessment process, which brings these together cannot be understated. 

· There are an increasing number of children with complex needs living longer and as a consequence there is a need to develop seamless processes at key transition points in the system to ensure continuity of support and care.

· The outcomes from the population needs analysis for both cancer and non cancer specialist palliative care indicates the need for an additional resource equivalent of 3.07  hospice beds across Salford.  Theses resources need to be invested in line with the balance between the need for more supportive and palliative care at home and in the community as well as in-patient based palliative care. 

· The analysis on workforce requirements should be reviewed against practical staffing issues, and the particular circumstances of Salford services. Further detailed workforce review is required to ascertain the actual figures required by the Salford services through detailed discussion with those providing the services noting the impact of designated associate Cancer Centre for Hope hospital, improving choice for care for care at home and the impact of Non-Cancer workload and long-term conditions across all care settings 
· Work needs to continue on the implementation of the End of Life Care tools to enable more people to exercise choice in where they wish to be cared for and die.




Current Services Profile

This section of the strategy provides an overview of the current general and specialist supportive and palliative care services provided by a range of partner organisations across Salford including Salford Royal Hospitals NHS Trust, Salford PCT, Salford Social Services and St Ann’s Hospice. Together with this overview, this section also highlights the significant progress that has been made locally towards the implementation of the recommendations in the NICE Guidance and meeting the local milestones outlined in the GMCCN Action Plan. The work already undertaken in Salford means that it has extremely good foundations on which to develop supportive and palliative services in the future.

These foundations include:

	· Consultant led Specialist Multidisciplinary Teams (MDTs) for supportive and palliative care in place across the PCT, Hospital and Hospice.

· A Local Implementation Officer who works across Salford and Trafford.

· Integrated Care Pathway / Care of the Dying facilitators for hospital, community and care homes 

· A specialist social worker for supportive and palliative care.

· Joint hospital and community specialist palliative care MDT meetings

· A Patient User Participation (PUP) Group, together with the appointment of a lead manager for user carers’, who works across the PCTs and Hospitals in Salford and Trafford.

· A 24 hour specialist advice line for supportive and palliative care provided by St Ann’s Hospice to clinicians / professional working across the PCT and hospital. This has been extended to users / families and carers as part of the development of Out of Hours supportive and palliative care services in the community funded through the Big Lottery Fund (BLF) project.

· Progressing work on the development and use of the Single Assessment Process (SAP) through Community Subgroup of the Big Lottery Fund Community Palliative Care project.

· Policies have been developed (Network wide) for Advanced Planning at the End of Life.  

· A local version of the Cancer Network Supportive and Palliative Care Service Directory in place. 

· Agreement reached by all partners on the local adoption of the ‘Breaking Bad News (BBN) Policy.  

· A Supportive and Palliative care Education Facilitator has been recruited to, whose initial responsibilities will include the implementation of the Effective Communication and BBN Training across the PCT and Hospital.     

· The implementation of the Education and Training Strategy across all care settings in Salford. 


Overview of the balance of current service provision 

The NICE Guidance ‘Improving Supportive and Palliative Care for Adults with Cancer provides a clear framework, together with recommendations on the types of services, which should be both commissioned and delivered to meet the needs of local people.

The NICE Guidance focuses on the following thirteen topic areas and this section will follow the same structure.

	· Co-ordination of care

· User involvement

· Face to face communication

· Information

· Psychological services

· Social support

· Spiritual support services

· General palliative care services including care of dying patients

· Specialist palliative care services

· Rehabilitation services

· Complementary therapy services

· Services for families and carers including bereavement services

· Workforce development




Co-ordination of Care   

People with supportive and palliative care needs require the appropriate services and support at different stages of their ‘patient pathway’ and from a diverse range of service providers in their own home, in hospices, Care Homes, and hospitals (both Acute and Mental Health).However, effective co-ordination across care settings and within organisations continually presents a challenge to both providers and commissioners of NHS and Social Care services. 

The NICE Guidance describes the level of co-ordination expected both at Cancer Network level, as well as at local operational level across all care providers and commissioners. It also emphasises that co-ordination should be undertaken in partnership with users and carers of the service.

The operational aspects of the co-ordination of care will be a consistent theme throughout the future strategic framework 

The strategic coordination and development of Supportive and Palliative Care is undertaken by the Greater Manchester and Cheshire Cancer Network (GMCCN) which covers a population of 3.2m served by twelve NHS Hospital Trusts, located on 15 Acute Hospital Sites with five Mental Health Trusts, nine hospices (12 sites) and 11 PCTs (10 in Greater Manchester and 1 in Cheshire).  

Historically Salford and Trafford have worked collaboratively. A Supportive and Palliative Care Local Strategy Group (LSG), lead the local work. The LSG membership consists of representatives from local providers and commissioners, including the Voluntary Sector and User and Carer representation 
The LSG has a key role in the co-ordination, strategic development and implementation of supportive and palliative care services currently across Salford.   

The LSG has further divided the work programmes which are undertaken by the following Sub Groups: 

	· Clinical

· End of Life Care (E of L C) 

· Information and Communication 

· Education

· Community

· User and Carer 


A Local Implementation Officer, for Salford and Trafford, supports the LSG and is pivotal in the co-ordination and communication of developments across the diversity of organisations and is supported by a part-time Palliative Care Team Administrator.

Within Salford there is a city -wide Cancer Strategy Group and within Salford Royal Hospital NHS Trust a lead clinician (0.1 WTE), lead nurse (1.0 WTE) and lead manager for cancer services (0.25 WTE). Within Primary Care there is a GP Cancer lead (0.2 WTE). There is robust cross-representation between this group and the LSG

User Involvement 

User involvement and engagement in all aspects of their treatment and support, from planning, delivery and evaluation is a core topic within the NICE Guidance1.The GMCCN Patient User Partnership (PUP) programme, has developed over the last two to three years which is very keen to develop local user groups to influence the development of services both locally and at a network level. There are currently two service user representatives on the GMCNN Cross-cutting Supportive & Palliative Group 

In December 2005 a User Involvement Lead was appointed (0.6 WTE) to work across both Salford and Trafford and to develop a User Involvement Strategy. 

An initial scoping exercise has highlighted opportunities for user involvement across Salford.  

	· User group has been established 

· Tumour specific MDT’s and Specialist Palliative care have recently undertaken patient satisfaction surveys and developed action plans to address issues raised 

· Service users have been involved in service design e.g. Cancer and You cancer information and support centre 




 User Involvement St Ann’s Hospice

User Involvement Facilitator post (0.6 WTE) is developing user involvement across the three sites (Heald Green, Little Hulton and the Neil Cliffe Cancer Care Centre). 

An annual National Patient/Carer Satisfaction Survey for inpatient and day care patients is undertaken.

Face to Face Communication / Information 

The NICE Guidance highlights that:

	“Information needs to be of high quality to inform, support and reassure patients and carers.  This means that it must meet the needs of the target groups and be evidence-based, balanced, regularly updated, culturally sensitive, available in a variety of formats and composed in plain language.  Service users and experts must be involved in its design and development”


There are a number of initiatives, which have been developed to improve communication and information locally across Salford and across the GMCCN. 

Salford Cancer and You Information Centre

This is based at Salford Royal Hospitals NHS Trust and is a joint service with Salford PCT. 

The Centre is staffed by a Centre manager (1.0 WTE) and administration support officer (0.50 WTE). There is also a highly valued group of trained volunteers who support the centre and outreach activities.

Other initiatives have also been developed to promote and develop more effective communication processes and information: 

	· LSG Information & Communication Subgroup has a specific focus on improvement of communication and information services, and links closely to the Network Patient Information Strategy Group.

· Integral part of implementation of the End of Life Care tools by the GSF/ Care of the Dying Facilitators. 

· Issues of communication and information are addressed as routine practice for all specialist palliative care services.

·  Education Facilitator is responsible for developing training on communication (initially focusing on Adoption of the GMCCN Breaking Bad New Policy ‘).

· An element of the IMPACTS Education working group (Salford Big Lottery Fund project).

· Salford is a pilot site for the National Cancer Alliance Patient Information Record.

· Cancer services directory in place (Cancer and You Website) 




Psychological services 

The need for psychological support for individuals affected by cancer or another life threatening illness cannot be under-estimated. Individuals and their families / carers can find themselves dealing with very difficult and distressing issues at every stage of the care pathway. It is recognised that often individual’s psychological symptoms are often not recognised and not offered access to services  

The NICE Guidance1 outlines the following four-level model of professional psychological assessment and intervention, which should be developed and implemented in each Cancer Network (see Figure 1). 

Figure 1 : 
Recommended model of professional psychological assessment 

and support


	Level
	Group
	Assessment
	Intervention



	1
	All health and social care professionals
	Recognition of psychological needs
	Effective information giving,

Compassionate communication and general psychological support



	2
	Health and social care professionals with additional expertise


	Screening for psychological distress
	Psychological techniques such as problem solving

	3
	Trained and accredited professionals


	Assessed for psychological distress and diagnosis of some psychopathology


	Counselling and specific psychological intervention such as anxiety management and solution-focused therapy, delivered according to an explicit theoretical framework



	4
	Mental health specialists 
	Diagnosis of psychopathology
	Specialist psychological and psychiatric intervention such as psychotherapy, including cognitive behavioural therapy CBT




It recommends that psychological support at Levels 1 and 2 should, in the first instance, be provided by health and social care professionals directly responsible for the care of people with cancer (and any life threatening illness irrespective of diagnosis).More severe psychological distress (Levels 3 and 4) should be managed by a variety of psychological specialists, including counsellors, mental health nurses, clinical and health psychologists, psychotherapists and liaison psychiatrists. 

Whilst some attempts have been made to develop psychological support at all levels locally, the picture that emerges is that effective psychological support heavily relies on the multi-disciplinary supportive and palliative care teams and Chaplains across the care settings.  
Local provision of psychological support services 

	Location
	In-patient
	Community

	Salford


	· Hospital Palliative Care Team

· Ward Teams

· Cancer Information Centre

· Chaplains

· Crisis Team - Community Psychiatric Nurses on duty via Accident and Emergency at Salford Royal Hospitals NHS Trust (Hope Hospital)


	· Palliative Care Counsellors 

· Community Mental Health Team

· Primary Care Psychology services 

	St Ann’s Hospice
	· Chaplains/Spiritual Care Co-ordinator
· Ward teams
· Nurse Specialists /Psychological Support Nurse
· Counselling – provided by sessional Counsellors (Little Hulton & Neil Cliffe Cancer Care Centre).

	· Community Specialist Palliative Care Team (serving Salford PCT residents managed by St Ann’s Hospice)


This is an acknowledged gap in service provision across the whole Network.  A recent mapping exercise has been undertaken across the Network, which highlights the lack of appropriate access and a tiered model of psychological service as recommended in the NICE Guidance.
Further discussion about the proposed future model of Psycho – Oncology Services will be undertaken in the context of the overall proposed local model of Supportive and Palliative Care and the Northwest sector of the Cancer Network. 

Social Support Services 

The NICE Guidance outlines the various components of social care. These include:

	· Practical help.

· Personal care for patients.

· Preservation or enhancement of social networks.

· Emotional support.

· Income maintenance.

· Provision of information on local and national resources.

· Access to safe living environments, which comply with (at least) minimum standards.

· Provision of respite care.




Social Services (The Community Health and Social Care Directorate, Salford City Council) 

The Community, Health and Social Care Directorate in Salford have a significant role to play in the delivery of supportive and palliative care to individuals and families / carers with moderate or complex needs. A full- time social worker is a member of the hospital and community specialist palliative care MDT and the hospice specialist social work team.  

Social workers provide a range of support including: support to people living at home, day care, respite care and longer term care in Care Homes. They also provide very valuable emotional and practical support to individuals and their families / carers from the time a diagnosis is made and throughout the progress of the illness. In partnership with the other members of the team, they provide a holistic assessment of the individual’s needs and can provide advice on employment issues, benefit entitlement, housing provision, relationship difficulties and bereavement issues. 

A separate assessment is undertaken of the carer’s needs and there are five specialist carers social workers employed to undertake the assessment of carers and provide support 

Spiritual Support Services 

The diagnosis of life-threatening disease has a profound effect on people who are ill and on their family and friends. Spiritual support is required at various points along the care pathway and each individual should have their spiritual needs continually assessed.

A recent mapping exercise highlighted the need for improvements in respect to access, assessment and providing seamless spiritual care to individuals and their families/ carers across Salford

Spiritual support services (Salford Royal NHS Trust - Inpatients)

Referrals can be made by the individual, individual’s family / carer or the individuals own religious/spiritual advisor. Access to Chaplaincy services is available on a 24/7 basis During the general admission process, spiritual care is not uniformly assessed by all staff.
There is no uniform spiritual assessment protocol, the exception to this is when an individual is cared for on the Care of the Dying Pathway. Improvements have been made in the assessment of spiritual needs by the chaplain becoming part of the Palliative Care MDT which has recently commenced. However, ongoing spiritual needs assessment should be undertaken as an integral part of the assessment process by any member of the MDT.  

Whilst this mapping exercise shows that there is a level of spiritual care needs assessment and services available, it also points out that the assessment of spiritual needs is not owned by all professionals. In addition, the provision of ongoing spiritual care varies greatly within the NHS and highlights the need for a more multi-faith disciplinary model of spiritual care which is essential if a more comprehensive care service is to be provided to individual and their families /carers.

Spiritual Support Services (St Ann’s Hospice) 

St Ann’s Hospice, historically has been well supported by a team of voluntary Chaplains at Little Hulton.  However, there were gaps in the service provision in relation to spiritual support, hence the appointment of a full-time Hospice Spiritual Care Co-ordinator in October 2005. 

As part of the ongoing assessment process at St Ann’s, all patients should have the opportunity to have their spiritual needs assessed. A key area for the Spiritual Care co-ordinator is the ongoing development of this assessment process and supporting tool.

General palliative care services

General palliative care is a core aspect of care and includes the provision of:

	· Information for patients and carers, with signposting to other relevant services.

· Accurate holistic assessment of patient needs.

· Co-ordination of care teams in and out of hours and across boundaries of care

· Basic levels of symptom control.

· Psychological, social, spiritual and practical support.

· Open and sensitive communications with patients, carers and professional staff


General Palliative Care Services (Hospital Services)

Health and social care professionals providing day-to-day care form the main support for individuals with advanced cancer and other terminal illnesses, with the majority being cared for on hospital wards and outpatient clinics. Over 60% of patients will die in the hospital setting hence the need for staff to be trained in the best practice of the care of dying patients with particular attention to assessing and accommodating the wishes of patients, families and carers.  

The NICE Guidance provides detailed advice and recommendations about the need for effective working between both general staff and specialist supportive and palliative care staff across all care settings, which is designed to ensure that all individuals have their needs (physical, psychological and spiritual) and preferences for both the nature and location of care recorded on a regular basis. It also stipulates that the appropriate training and education is provided to general staff and relevant protocols are in place for accessing specialist services.  

General Palliative Care (Community) – Salford Primary Care NHS Trust

The general service provision is co-ordinated and managed through the Locality manager in the West Locality.  The general services include:

	· District Nursing Service - provides a service 8.30 – 5.00 seven days a week. /District Nursing Evening Service - provides service 6.00 – 12.00 seven days a week.  This has also links with Rapid response team from 6.00 – 7 .00 am 

· Community Care Bank – bank of qualified and unqualified nurses – single point of entry via the Transfer of care Team 

· Marie Curie Nursing Service – is a bank of both qualified and unqualified nurses, co-ordinated through the PCT Transfer of Care team, based at Hope Hospital.

· Salford PCT Complex Health Support Team - compliments the district nursing service providing additional support patients and carers. It provides out of hours palliative care support at weekends.

· Rapid Response Team – multi-disciplinary team consisting of qualified and unqualified nurses, physiotherapist, occupational therapist and social worker.  They provide care and support to patients and carers from 72 hours to maximum of two weeks.  They provide a 24-hour service.

· PCT Palliative Care Counsellors – 2 full-time Palliative Care Counsellors based at Sandringham House. Service available between 8.00 – 4.00 Monday to Friday.

· Salford Crossroads – care offered day, evening or weekend and overnight.

· Salford Carers Centre – open Tuesday / Thursday 9.00am to 21.00pm

· Cancer Aid and Listening Line – provides home based support services for people with cancer and other life-threatening illnesses, carers and families. Support is tailored to the individual but could include listening and befriending, social activities, respite sitting and practical help with shopping, transport to hospitals appointments, etc. CALL also operates an evening listening line every evening from 7.30pm to 10.30pm.
· 24-hour Advice Line – an advice line for professionals provided by St Ann’s Hospice.  This was extended to patients and carers from April 2005 as part of a Big Lottery Fund Community Palliative Care project .




General Palliative Care (Community) – Developing Out of Hours services

Improvements are also being made in the development of community palliative and supportive care through the implementation of the Big Lottery Fund Community Palliative Care Project in Salford (IMPACTS).  A number of working groups have been established to facilitate the improvement of services and information in the following areas: 

	· Out of Hours access to drugs and equipment

· Education 

· 24 hour advice line for user / carers

· Single point of access and entry criteria


In addition, there are a number additional facilitator posts and lead posts for service improvement as follows:

	· Gold Standards Framework Facilitator (1 WTE), responsible for the roll out of the GSF in the community.
· Macmillan GP Facilitator, who supports education and development of palliative care across general practice
· Integrated Care of the Dying Pathway Facilitator (0.5 WTE), who works across Salford specialising in the roll out of ICP in the Care Home sector and maintaining its use within Primary Care.
· User & Carer Partnership Lead for Cancer and Palliative Care (0.6 WTE), who is working across both Salford and Trafford to develop a User Involvement Strategies across all care settings.

· Supportive and Palliative Care Education Facilitator (0.80 WTE), who supports the implementation of the education strategy across Salford focussing on breaking bad news and communication skills.
· Integrated Care of the Dying Pathway Facilitator (1.0WTE) responsible for the roll out ICP within Salford Royal NHS Trust
· Cancer Information Lead Manager (1.0 WTE), who provides a wide range of patient information on cancer, cancer services, prevention and health promotion links to benefits, with out reach community work. Links with the cancer network on the development of patient information. 


Specialist palliative care services 

The NICE Guidance outlines type of specialist palliative care services, which should be available to meet the needs of the local population (see Needs Assessment).  At a minimum, this should include:

	· Multidisciplinary specialist palliative care teams providing assessment, advice and care for patients in all locations.

· Specialist inpatient facilities (such as hospice / hospital) for patients with complex problems that cannot be managed adequately in other settings.

· Bereavement support services.




Specialist multidisciplinary palliative care (in any setting)
The specialist multidisciplinary palliative care team should be able to offer specialist advice, support and care for patients and carers. The service should be provided in conjunction with the GP and primary care team and specialties within the hospital, as relevant. The level of intervention will vary according to assessed needs, but will range from a purely advisory role to taking a lead in providing care. The team should also be able to provide advice and support to staff and education and training for professional colleagues.
The NICE Guidance recommends that in order to provide this level of specialist physical, psychological, social and spiritual support to patients and carers, the specialist palliative care teams require:

	· Palliative medicine consultant

· Palliative care nurse specialists

· A team secretary / administrator


The NICE Guidance also suggests that a range of expertise should be provided by:

	· Physiotherapists

· Occupational therapists

· Dieticians

· Pharmacists

· Social workers

· Chaplains / spiritual care givers

· Professionals able to deliver psychological support equivalent to Level 3 of the psychological support model 




In addition to the staff outlined above, the guidance also recommends that the specialist palliative care teams should have access to the full portfolio of supportive services, including:

	· Psychological services

· Social support services

· Rehabilitation support services

· Spiritual support services

· Input from site-specific cancer multidisciplinary teams

· Services for families and carers

· Pain specialist with expertise in nerve blocking and neuro-modulation techniques




Inpatient specialist palliative care services

The NICE Guidance further outlines the inpatient specialist palliative care facilities should be served by a specialist team (as outlined above), enhanced with nursing staff who have completed at least an introductory programme in the principles and practice of palliative care. It goes on to support that palliative care consultants should be supported by experienced medical staff so that medical cover can be provided on a 24 hours, seven days a week basis.

In addition, the core specialist multidisciplinary palliative care team should have access to an extended team of health and social care professionals who can provide services, as listed above.

Specialist palliative care day therapy services

Specialist palliative care day therapy facilities offer opportunities for assessment and review of patients’ needs and enable the provision of a range of physical, psychological and social care interventions within the context of interaction, mutual support and friendship.

Local Specialist Supportive and Palliative Care Day Therapy Services  

Specialist Supportive and Palliative Care Day Therapy services are available to patients in Salford at St Ann’s Hospices Little Hulton and Heald Green, as well as at the Neil Cliffe Cancer Care Centre (also part of St Ann’s) and the Trafford Macmillan Care Centre. A summary of the services available across these organisations is provided see Table 6
Day Therapy Services encompasses a range of services, which include:

	· Medical Palliative Care Clinics

· Day Care 

· Supportive outpatients 


Day care is available at the Heald Green and Little Hulton sites.  It provides a service four days a week at Heald Green (15 places a day) and three days a week at Little Hulton (15 places a day).

Supportive Outpatients are provided for individual people and their families / carers who are experiencing difficulty coping with a potentially progressive life-threatening disease. Supportive Out Patients provides a wide range of services which offer rehabilitation and are available at all three sites.. 

People can access this service from the point of diagnosis, during treatment, at times of disease recurrence or at any other key point in the individual person’s illness. 

A large proportion of the supportive and palliative care day therapy services provided by St Ann’s Hospice are referrals for residents of Salford PCT, 75.2% at Little Hulton, 4.9% at Neil Cliffe, 0.8% at Heald Green
St Ann’s Hospice Lymphoedema Management Service

Lymphoedema management services are provided at Little Hulton and to breast cancer patients attending Hope hospital.

Local Specialist Palliative Care – Inpatient and Out-Patient service at Salford Royal Hospitals NHS Trust 

The specialist supportive and palliative care hospital MDT consists of :

· 2 Consultants in Palliative Medicine (0.5 WTE), 

· Clinical Nurse Specialists (3.8 WTE),

· Social Worker (1.0 WTE),

· Team Secretary (0.8 WTE) and a Medical Sectary (0.5 WTE).

· The MDT operates a five-day week (Monday to Friday) 9am to 5pm service

· Access to St Ann’s Hospice 24hr specialist advice line, for both the hospital and community staff. 

Specialist Palliative Care In-patients   – St Ann’s Hospice (Heald Green and Little Hulton) 

The two in-patient units provide 59 beds, 35 at Heald Green and 24 at Little Hulton. At Little Hulton, following a Review of Clinical Services by St Ann’s Hospice 2000-2005, a recommendation was made, and supported by key stakeholders, to reduce the number of inpatient beds from 30 to 24. This will be evaluated over an 18-24 month period.  

In a recent needs analysis undertaken by Dearden’s Consultants11, highlighted that 69.8% of the inpatient activity undertaken at Little Hulton site is provided to patients from Salford and the remainder spread across other PCTs. The service is provided by a full Multi Disciplinary Team. The medical workforce is led by Consultants in Palliative Medicine (0.5WTE)on both inpatient sites and supported by a range of other medical posts. Other members of the Multi Disciplinary Team include Nurses, Occupational Therapists, Physiotherapists, Pharmacists, Social Workers, Dietician, Psychological Support Nurse and Spiritual Care Co-ordinator. The inpatient units are also supported by volunteer Chaplains and other volunteer staff. A summary of the staffing working across these sites is provided in Table 4.  

Specialist Palliative Care – Salford Community 
The Salford Community Specialist Palliative Care Team are employed and based at St Ann’s Hospice (Little Hulton)

· Consultant in Palliative Medicine (0.2 WTE), 

· Clinical Nurse Specialists (4.2 WTE),

· Social Worker (1 WTE) 

· Secretary (0.5 WTE).

In addition the team has access to the wider Hospice Multi-Disciplinary Team including Pharmacist, Psychological Support Nurse, Occupational Therapist, etc. They operate a Monday to Friday 9am-5pm service. The team is also supported by a GPwSI Facilitator (0.1 WTE), and links with GSF Facilitator 1 WTE and Care of Dying Facilitator  0.5 WTE.

A weekly multi-disciplinary team meeting takes place between the Hospital Specialist Supportive and Palliative Care Team and the Community Specialist Team.

The Community Specialist Palliative Care Team has links and relationships with the generic Primary Care Teams and other specialist teams across the City.

The current core Hospital and Community Multidisciplinary Palliative Care core teams meet the NICE Guidance .However, there are still some difficulties in accessing the recommended extended team of allied health professionals, pain specialist, oncologist, and psychological services.

Respite Palliative Homecare Team

The Respite Team consists of experienced qualified and unqualified nurses who give specialist nursing care within people’s own homes and compliment and supplement the care provided by other community services e.g. District Nurses, Marie Curie service

Rehabilitation Services

There is clear evidence about the value of a rehabilitative approach to people with cancer and advancing life threatening disease in enabling them to lead fulfilling lives within the constraints of their illness and that rehabilitation should be an integral part of palliative care and not an optional extra .A definition of rehabilitation commonly used in palliative care is :

	“Improve the quality of survival, so that patients’ lives will be as comfortable and productive as possible and she/he can function at a minimum level of dependency regardless of life expectancy”  


Rehabilitation services are provided by a range of allied health professionals (AHPs) and other professionals, including:

	· Orthotics

· Dieticians

· Lymphoedema therapists

· Occupational therapists

· Oral health specialists such as dental hygienists

· Physiotherapists

· Speech and language therapists

· Stoma therapists

· Therapy radiographers


The NICE Guidance recommended model of rehabilitation for each care setting.

Figure 2 :
 Recommended model of rehabilitation services

	Level
	Patient Needs (examples)
	Group providing input
	Assessment
	Intervention



	1
	· Simple energy conservation techniques

· Simple or first-line dietary advice

· Advice to patients regarding skin care and risks of developing Lymphoedema


	· Patients and carers

· General nursing staff

· Therapy radiographers

· Assistant practitioners/

support workers


	· Recognition of the needs for help and support based on assessment of function
	· Basic interventions, including self management, and care strategies initiated by generalist health care professionals

	2
	· Post-operative physiotherapy following breast surgery

· Dietary advice for patients having enteral feeding regime
	· Generalist AHPs
	· Routine assessment of rehabilitation needs
	· Interventions provided for commonly presenting rehabilitation needs – post-operative inputs plus management of commonly presenting side-effects of treatment or functional impairment

	3
	· Post-operative physiotherapy following breast surgery

· Dietary advice for patients having enteral feeding regime 
	· Experienced AHPs with basic level training in cancer rehabilitation working at a senior level


	· Specialist assessment from an experienced AHP
	· Interventions provided by professionals with knowledge and experience of effects of cancer treatment and aetiology; interventions requiring knowledge of impact of disease

	4
	· Management of patient with spinal cord compression

· Swallowing assessment for patient having had radical head and neck surgery

· Management of severe/complicated lymphoedema 
	· Advanced practitioner AHPs working predominately or exclusively with patients with cancer and with higher level training as specialist practitioners
	· Highly specialist assessment from expert AHP
	· Highly specialist interventions for patients having radical surgery, patients with advanced disease, patients with functional impairment, patients undergoing combination therapies and /or patients with complex end of life issues.


Currently there is limited involvement of AHP’s within Multidisciplinary Teams with particular rehabilitation expertise in cancer or palliative care. A recent mapping exercise undertaken locally, demonstrated involvement within specialist palliative care teams occurs at St Ann’s Hospice with delivery of direct clinical care. Allied health professionals participate in the Hospital and Community specialist palliative care MDTs as extended team members. Generic Allied Health Professionals contribute to the care of individuals in the community and on the wards in relationship to assessments and participation in case conferences. Identification of rehabilitation needs is currently made on an ad-hoc basis and is dependent on the referrer’s knowledge and experience. 

Significant gaps have been identified across both City of Salford with regards to the provision of a comprehensive rehabilitation service.  
Local Specialist Supportive and Palliative Care Complementary Therapy services 

Complementary Therapies are available at all St Ann’s Hospice sites (including the Neil Cliffe Cancer Care Centre) and the Trafford Macmillan Centre providing dedicated facilities.

Bereavement Services

Bereavement can be defined as ‘the situation of anyone who has lost a person whom they are attached’ Grief is the ‘psychological and emotional reaction to bereavement’.  It cannot be emphasised enough grief is a natural reaction to human loss.  The majority of people find sufficient resources to respond and adapt to the life transition, but some find it too difficult and traumatic without additional support.  The NICE Guidance1recommends a three –component model of bereavement.  

Figure 3

	Component I:
	All bereaved people should be offered information about grief and how to access the support services.



	Component II:
	A proportion will require additional support.



	Component III:
	A small proportion will require specialist intervention including mental health and psychological support.




The Greater Manchester & Cheshire Cancer Network in 2006 published ‘Network-wide Guidelines for Advanced Care Planning for End of Life Care and Bereavement’ They incorporate “The Liverpool Care of the Dying Pathway” and “Gold Standards Framework” which has been adopted by to enable staff to deliver best practice and high quality care for dying patients, which have been implemented and evaluated across Salford. These tools have been adopted in varying degrees by organisations across the Network, however, it is acknowledged that further work is required with regard to the “Preferred Place of Care” tool and the GMCCN recommends that all three tools should be linked to guidelines for Bereavement Care.  

Local Bereavement Services - St Ann’s Hospice
St Ann’s Hospice has developed skills in bereavement support involving professional staff and trained volunteers.  The service is provided at all three Hospice sites and in the community.  The service includes:

	· Nursing staff

· Volunteer Chaplains

· Specialist Palliative Care Social Workers

· Psychological Support Nurse

· BACO-registered Counsellors

· Bereavement Support Nurse

· Trained Volunteer Bereavement Counsellors

· Bereavement volunteers




The service is available to bereaved carers and families who have had contact with St Ann’s Hospice. 

Bereavement and palliative care counselling service (Salford PCT)
 

Bereavement and palliative care counselling is offered by trained counsellors to individuals and their families/ carers who live in Salford or who are registered with a GP in Salford for people aged sixteen and above.  

Individuals and their families / carers are also offered a follow up befriending service if they wish to avail of this.  The Befriending service is also available to individuals and families / carers during the time within which they are having their counselling sessions.



 St Ann’s Hospice Specialist Palliative Care  Services

Table 4 : Multi Disciplinary Team Staffing – Little Hulton, Heald Green, Neil Cliffe Cancer Care Centre

	
	
	Area of provision of service inc Inpatients/Day Therapy services/Community

	Posts
	Total Funded WTE
	Little Hulton
	Heald Green
	Neil Cliffe CCC
	

	Qualified Nursing inc Nurse Specialists
	70.0
	(
	(
	(
	

	Unqualified Nursing
	38.2
	(
	(
	X
	

	Physiotherapist
	1.7
	(
	(
	(
	

	Occupational Therapist
	1.8
	(
	(
	(
	

	Technical Instructors
	2
	(
	(
	X
	

	Lymphoedema Therapists
	1.8
	(
	(
	(
	

	Dietician
	0.6
	(
	(
	(
	

	Social Workers
	7.2
	(
	(
	(
	

	Psychological Support Nurse
	1.0
	(
	(
	(
	

	Spiritual Care Co-ordinator
	1.0
	(
	(
	(
	Work supported by volunteer Chaplains at HG & LH

	Pharmacist
	1.2
	(
	(
	X
	

	Counsellor
	0.6
	*
	(
	*
	* Counselling provided by sessional Counsellors at LH & NCCCC

	Complementary Therapy Co-ordinator
	0.6
	(
	(
	(
	Work supported by a number of sessional therapists and members of the MDT

	User Involvement Facilitator
	0.6
	(
	(
	(
	


Table 5 :  Medical Staffing - Little Hulton

	Consultant in Palliative Medicine
	2 Consultants providing 1 WTE input

	Medical Officer (staff grade)
	1 WTE

	GP Clinical Assistants
	4 staff providing 5 x 3 ½ hour sessions + 1 in 5 on call

	Specialist Registrar
	On rotation – cannot specify WTE 

	SHO in Palliative Medicine
	1 WTE

	Innovative GP SHO
	0.4 WTE


Table 6 : Summary of Specialist Supportive and Palliative Care Day Therapy Services

	Heald Green
	Little Hulton
	Neil Cliffe Cancer Centre
	Trafford Macmillan Care Centre

	· Body Image 

· Breathlessness Clinic 

· Complementary Therapies (Aromatherapy, Reflexology, Reiki Cranio Sacral Therapy) 

· Counselling 

· Dietetic Clinic 

· Lymphoedema Management Clinic 

· Palliative Medical Clinic 

· Occupational Therapy 

· Physiotherapy 

· Psychological Support 

· Social Work

· Bereavement Support


	· Breathlessness Clinic 

· Craft Therapy 

· Complementary Therapies (Aromatherapy, Reflexology, Reiki Indian Head Massage) 

· Counselling 

· Dietetic Clinic 

· Lymphoedema Management Clinic 

· Palliative Medical Clinic 

· Occupational Therapy 

· Physiotherapy 

· Psychological Support 

· Relaxation 

· Stress Management 

· Social Work

· Fatigue Management

· Bereavement Support


	· Community Bereavement Support (for South Manchester Clients) 

· Body Image Service 

· Breathlessness Clinics 

· Complementary Therapies (Acupuncture, Aromatherapy, Homeopathy, Massage, Cranio-Sacral Therapy, Reflexology, Reiki Complementary Therapy Symptom Control (Physiotherapy led clinic) 

· Counselling 

· Dietetic Clinic 

· Fatigue Management Group 

· Lymphoedema Management Clinic 

· Palliative Medical Clinic 

· Occupational Therapy Clinic 

· Physiotherapy 

· Psychological Support (Includes Depression and Anxiety Management) 

· Relaxation (Taught skills group) 

· Specialist Cancer Nurse Clinic (Information, advice etc.) 

· Social Worker

· Bereavement Support

· Life After Cancer course (new service)
	· Counselling

· Reflexology

· Aromatherapy

· Therapeutic Touch

· Indian head massage

· Information and Support Service

· Support groups

· Exercise Groups

· Relaxation 

· My Time

· Benefits Advice

· Smoking cessation
The TMCC is currently expanding its range of services to include
:

· Fatigue management

· Breathlessness and anxiety management

· Stress management




Table 7 :  Specialist Palliative Care Services

	Salford


	
	No wte

	Specialist

Teams
	
	Acute
	Community
	Hospice

	Consultant Palliative

Medicine
	
	0.45
	0.35
	0.75

	Specialist Nurse
	
	3.5 
	4


	(

	Team manager
	
	0.5
	
	

	Allied Health Professionals
	
	
	
	

	Physio
	
	
	
	1.6

	Occ Ther
	
	0.2
	
	0.8

	Dietician
	
	
	
	0.2

	Sp/Lang Ther
	
	
	
	

	                                Pharmacist
	
	
	
	0.5

	Social Workers

                                  Bereavement

                               coordinator 
	
	      0.5*

       _
	0.5* x 2

_
	2.0

_

	Access to 24Hr SPC

Advice +
	
	(
	(
	(

	Designated Education resource *
	
	0.5*
	0.5*
	(


+ advice line St Anns Hospice        * joint post

	Table 8  :  Palliative Care Funding Salford PCT 2005/06



	Scheme/Service
	Salford Funding
	Recurrent/Non Recurrent

	
	£
	

	Brought Forward from Previous Year
	
	

	Ex Health Authority Palliative Care Reserve
	
	

	Respite Core Team
	54,000
	Recurrent

	Macmillan Nurse Pick-Up Nov 2002
	31,500
	Recurrent

	CNS
	47,500
	Recurrent

	CNS Admin Support
	7,000
	Recurrent

	Directories & Guidelines
	
	Salford & Trafford funded

	24 Hour Advice Line
	
	Salford & Trafford funded

	User/Carer Post
	22,087
	Fixed Term

	Consultant Post Salford & Trafford
	71,607
	Recurrent

	PC Trainees/SpRs
	9,401
	Recurrent

	Local Implementation Officer
	23,242
	Recurrent

	Sub Total Ex HA Palliative Care Reserve
	266,336
	

	PCT Resourced
	
	

	Contract Payment to St Ann's
	937,656
	Recurrent

	Call Carers
	47,670
	Recurrent

	Marie Curie
	11,575
	Recurrent

	Palliative Care Counsellors
	79,180
	Recurrent

	Sub Total PCT Resourced
	1,076,081
	

	National/Project Allocations
	
	

	ICP/GSF Facilitator (includes Salford PCT funding)
	111,452
	Non recurrent until March 2008

	Social Worker post
	45,000
	Recurrent

	05/06 Invoiced to be confirmed
	
	

	Cancer Information Post
	30,000
	Recurrent

	05/06 Invoiced to be confirmed
	
	

	St Ann's Hospice Core Team
	113,662
	Recurrent

	Specialist Palliative Care Nurse- Salford Royal
	17,659
	Recurrent

	Education Consultancy
	6,240
	Non Recurrent Salf/Traff

	Big Lottery Fund: Specialist Palliative Care
	138,000
	Non Recurrent £313k over 3 years, £138k in 2005/06

	Macmillan Grant: GP 2004-2006
	18,000
	Non Recurrent Salford only

	Sub Total National/Project Allocations
	480,013
	

	Grand Total
	1,822,430
	


However, although there are solid foundations on which to build, this section also provides a focus on the further work, which is required to develop the supportive and palliative care services to meet the expectations and needs of local people and also ensuring that the local service configuration is fully compliant with the national recommendations in the NICE Guidance.  

The local workshops with front line staff identified following areas, as key to enhancing the delivery of supportive and palliative care locally.  These are:

	· Enhancing the current work on engaging with individuals and their families / carers.

· Effectively co-ordinating care and support at key points in the system

· Ensuring effective communication processes are in place both with individuals and their families as well as across the professional / organisations involved

· Ensuring there is high quality information available tailored to meet the needs of the local community

· Effective training and education is in place to develop both the generalist and specialist professionals working in supportive and palliative care

· Ensuring that quality of the service is continually monitored and audited, the results of which will inform further service improvement 

· Financial resources should be aligned with the service model


The delegates also identified a range of actions within the above areas, which have been incorporated in to the following foundation elements of the local model for supportive and palliative care

Vision

A new vision was formulated and considered at the planned workshops, with all stakeholders. 

“All people, including their families / carers, will be offered supportive and palliative care to meet their individual (and family) needs and aspirations, from the point a diagnosis is made (irrespective of what this is).  This care and support will be provided in a flexible way by suitably qualified and trained staff, in a location of the individual’s / families and carers choice”

Principles

The underpinning principles of this strategy for the future redesign and development of Supportive and Palliative Care services are:

	· Engagement of individuals and their families / carers

· Community /primary care based

· Effectively co-ordinated

· Single access point

· Single assessment

· Flexible and proactive


	· Accessible

· Open, honest, transparent and sensitive communication

· Services for everyone

· Evaluation and performance management 

· Appropriately trained and qualified staff


Future Model

The approach taken in the development of the local model for Supportive & Palliative Care is aligned with the recommendations in the NICE Guidance and the milestones agreed by the GMCCN in the local action plan.  The re-design of Supportive & Palliative Care services will be based on four foundation elements -

Effective engagement of local people and their families/carers – Involving, empowering and engaging individuals and their families/carers in all aspects of their treatment and support, from planning, delivery and evaluation, is a core topic within NICE guidance.

Effective Care Co-ordination – The nature of Supportive and Palliative Care is that it transcends all care pathways and client based processes. Multi-disciplinary teams are required to work collaboratively to deliver support and care in a seamless way with minimal disruption to the individual, family or carer’s lives.

Community/Locality Network - A better network of local community resources supported by specialists will enable more people to exercise choice in where they are cared for and die. It will reduce avoidable admissions and increase the number of people who can and want to be supported at home. It will reduce the number of people having to accept a care home as an option and will also reduce the number of delayed discharges from acute hospital beds.

Robust Commissioning – A key role for strategic commissioning in the future is to ensure that the appropriate infrastructure is in place to support the development of supportive and Palliative Care locally. Commissioning includes ensuring that the appropriate skills and competencies, information systems and capital resources are available to support the agreed service model. In achieving this there is a significant role for both PbC (Practise Based Commissioning) and strategic joint commissioning.

These four foundation elements of the model will ultimately improve the experience of individual people and their families/carers, thus supporting the agreed vision for Supportive & Palliative Care services across the City.  The foundation elements, including the vision and principles, are a culmination of the mapping exercise undertaken by the LSG Subgroups, the gaps analysis and the workshops output from frontline staff.

Recommendations

The attached table of 30 recommendations has been tailored and refined to reflect the four foundation elements, the vision and underpinning principles as agreed by frontline staff, health, social and voluntary care professionals involved in the process to date.

Recommendations, Actions and Timescales for Strategy Implementation

	Recommendation 1 :  The vision for the future development of supportive and palliative care services and the underpinning set of principles are discussed and endorsed by all partner organisations.



	Action
	Lead
	Timescale

	· Endorsement by Commissioner, NHS Trusts, LA and Voluntary Sector organisations.


	LSG
	April  2007


	Effective engagement of local people and their families / carers

	Recommendation 2 : Develop further mechanisms, which should be in place to ensure views of patients, and carers are taken into account in developing and evaluating supportive and palliative care services. 



	Action
	Lead
	Timescale

	· Development of a Service User Strategy to :

· ensure the views of patients and carers are routinely sought and acted on when developing & improving supportive & palliative care services.

· devise systems to support patients and carers participating in their own care, featuring a range of informal support opportunities such as self-help and peer support schemes in the community.
· Ensure appropriate linkages are made with other existing user and carer processes e.g. Patient Advisory Liaison Services, strategy, and existing disease-based support groups (diabetes, coronary artery disease, dementia, etc, as well as patient forums) to enable a more accurate assessment of the increasing supportive and palliative care needs within the local community.

· Design engagement processes around local needs, which reflect the diversity of the local population in terms of cultural, gender, disability, sexuality, and people who have additional communication needs. 

· Work with the current resources available to enhance the development of user and carer engagement processes e.g. Cancer & Supportive & Palliative Care CNSs, the 5 (carer specialist) social workers, regeneration initiatives, and Carers Grant.

· Utilise existing independent and voluntary sector support agencies, e.g. advocacy services and community liaison workers, to develop the appropriate engagement processes for difficult to reach groups in the local population.

· Identify systematic collection and record of the views of people and their families/carers on supportive/palliative care services. Use of the current assessment processes and patient satisfaction questionnaires, e.g. Single Assessment Process (SAP), Person Centred Planning (PCP) and Care Programmed Approach (CPA). These should be shared across patient, family/carer and professional staff.
	User/Carer Sub-Group 

User/Carer Involvement Lead/Local Implementation Officer (LIO)

User/Carer Involvement Lead/Lead Cancer Nurse/LIO

User/Carer Involvement Lead/Lead Cancer Nurse/LIO

User/Carer Involvement Lead/Lead Cancer Nurse

User/Carer Involvement Lead/Lead Cancer Nurse

User/Carer Involvement Lead/Lead Cancer Nurse
	November  2007

June  2007

March 2008

March 2008

March 2008

March 2008

	Recommendation 3 : Ensure that senior clinicians who have received advanced level training and assessed as effective communicators undertake communication of significant news. All staff should be able to respond appropriately to patients’ and carers’ questions in the first instance before referring to a senior colleague.



	Action
	Lead
	Timescale

	· Salford Health Economy to develop and implement appropriate communication skills training.

· Co-ordinated in the first instance by the Supportive and Palliative Care Educator Facilitator appointed in November 2005, and evaluated over a three year period.

· Need to ensure that appraisal of senior clinicians includes communication skills training which is defined as part of CPD/PDP. 
	LIO Palliative Care/Lead Cancer Nurse/Lead Cancer Clinician/Education Subgroup

Supportive and Palliative Care Education Facilitator (AcuteTrust/PCT)  

Clinician Directors/Lead Cancer Nurse Hospital & Primary Care
	April 2010

September 2007

September 2008

	Recommendation 4 : Ensure that the outcome of consultations in which key information is discussed is recorded in patients’ notes and communicated to other professionals involved in their care. Patients should be offered a permanent record of the consultation. 



	Action
	Lead
	Timescale

	· Currently for cancer this occurs as a quality outcome measure within the Manual of Cancer Measures14 and needs to be applied to other advanced life-limiting diseases across all care sectors.
	Governance standards for NHS and Voluntary Sector providers 

Cancer Peer Review Process.


	 April 2008


	Recommendation 5 : Develop policies at local (Cancer Network/provider organisation/team) level, which provide details of the information to be routinely offered at different stages of the patients’ journey.

Ensure that patients and carers have easy access to a range of high-quality information, materials about cancer and other advanced life-threatening illnesses. Any written information provided should be culturally appropriate to individuals with audio/visual impairment or learning disabilities, and regardless of age and gender.



	Action
	Lead
	Timescale

	· To locally implement Network Patient Information Strategy, including Tumour Specific Protocols.

· Collaborative working with service users to inform the development of these policies and incorporate within the information needs of patients with other advanced life-threatening illnesses.
	Tumour specific MDT’s 

Information and Communication Subgroup LSG/GMCCN Group.

Cancer Information Leads/Managers/Lead Nurses  of Hospital & Primary Care Trusts
	April 2008

September 2007




	Effective care co-ordination

	Local Care Co-ordination

	Recommendation 6 : Extend the use of the current Single Assessment Process to ensure the uniform assessments processes are undertaken for people with supportive and palliative care needs. 



	Action
	Lead
	Timescale

	· Ensure a unified approach to assessing and documenting patients’ needs is adopted.

· Adopt the national assessment tools to assess the domains of physical, psychological, social and spiritual and financial needs.

· Assessment should be undertaken at key points, such as diagnosis, at commencement of, during or at the end of treatment, at relapse, and when death is approaching.
	Locality Managers/ Managers of Specialist Palliative Care Team/Services.

Social Care Leads.
	 November 2008

	Recommendation 7 : Effective inter-professional communication within and across teams, and with other service providers to meet the supportive and palliative care needs of patients and carers incorporating the principles of active case management throughout the patient journey to ensure continuity of care and support.



	Action
	Lead
	Timescale

	· Develop robust relationships between community practitioners, specialist palliative care teams, and emerging model and role of community matrons.


	Locality Managers Salford PCT, LA & Community Service Manager St Ann’s Hospice
	April 2008

	Recommendation 8 : Explicit partnership relationships should be agreed between local health and social care services and the voluntary sector, to ensure that the needs of patients with cancer and other advanced life- limiting illnesses and their carers are met in a timely fashion.



	Action
	Lead
	Timescale

	· Appropriate representation and linkages of supportive and palliative care services occur to Local Strategic Partnership Board, Long Term Conditions Strategy and Local Authority.

 
	LSG
	 April 2007

	Recommendation 9 : Complete the roll out of the Gold Standards Framework across all GP practices in Salford and sustain its use as a model of best practice in improving community palliative care for cancer and non-malignant disease.



	Action
	Lead
	Timescale

	· Complete the roll out and evaluation of the use of GSF.

· Monitor and audit use of GSF.

· Enable the implementation of GSF into care homes following pilot evaluation.

· Sustain use of End of Life Care Tools across Salford 

·  Appointment of End of Life Care Lead
	GSF Facilitator

GSF Facilitator. EoLC Subgroup/LIO Palliative Care

LlO Palliative Care
	March 2008

March 2011

March 2009

April 2008

	Recommendation 10 : Complete the roll out of the Liverpool Care of the Dying Pathway and Preferred Place of Care across all care settings, and sustain the use of the End of Life Care Tools to improve choice for place of care and death and prevent inappropriate admissions  



	Action
	Lead
	Timescale

	· To undertake the national hospital audit for use of the Liverpool Care Pathway (2006/2007).

· Develop and implement Rapid Discharge Pathway
· Develop and implement the preferred place of care
· Implementation of the Liverpool Care Pathway into care homes following pilot evaluation, and complete EoLCare Project in Care Homes.

· Joint initiative and commissioned care homes project with Local Authority and private sector

· To implement and audit the use of the End of Life Care tools across care settings.


	End of Life Care Subgroup

EoLC Subgroup

LSG and Provider Organisations/ICP Facilitator.

LSG and Provider Organisations/ICP Facilitator.

LSG and Provider Organisations/ICP Facilitator.

Long term Conditions Strategy lead/LIO Palliative Care/EoLC Subgroup.


	April 2007

April 2008

March 2008

March 2008

April 2009

September 2008

	Recommendation 11 : Develop a shared understanding of the role and function of the specialist supportive and palliative care practitioners with community care teams by working with the emerging integrated model.  Enhance coordination of specialist hospital, community and hospice supportive and palliative care teams, through development of uniform assessments, referral guidelines and integrated information systems (electronic patient record) across all care settings to deliver a seamless approach to care and support.



	Action
	Lead
	Timescale

	· Explore the wider use of an integrated team model. 

· Enable appropriate linkages of this model with the specialist hospital, community and hospice service.  
· Use shared competencies to meet supportive and palliative care needs for patients and carers
· Clinical teams and services to review and adopt, within operational policies common referral criteria and uniform assessment processes.

· Access to common information systems by improving IT linkages between NHS, Social Care and the voluntary sector providers.

	Primary Care Managers/Managers of Specialist Palliative Care Team/Services Salford CT/

LA and LIO for Palliative Care

LSG and Statutory and Voluntary Sector Organisations


	September 2008

April 2008

April 2009


	Community / Locality network

	Recommendation 12 : A local directory for supportive and palliative care services is accessible to individuals and their families/carers and for general and specialist teams working across the community, hospital and hospice settings. 



	Action
	Lead
	Timescale

	· Access to Local version of Cancer Network supportive and palliative care service directory.

· Maintain local/professional website on Cancer and You website.

· Links to the development of the patient information website on the Cancer Network.
	Information and Communication Subgroup

LSG
	 April72007

	Recommendation 13 : Develop a comprehensive rehabilitation service along the care pathway continuum and enable access to suitable equipment available to patients in all care locations. The four-level model for rehabilitation services recommended by the NICE Guidance1 is the suggested model for achieving this.



	Action
	Lead
	Timescale

	· Baseline assessment using the four-level model of rehabilitation services developed (Network- wide) required to develop an effective local service.

· To develop a dedicated training framework for a generic AHP’s to deliver their role in supportive and palliative care.

· Implement the needs assessment for the development of Specialist AHP’s for cancer and palliative care within hospital and community specialist palliative care teams.

· To review the current model of access to equipment on a 7 day basis and links to Intermediate Care and Rapid Response Team.

                       
	AHP Managers Primary Care Trust & Managers of all Specialist Palliative Care Services
	2008 and beyond

	Recommendation 14 : Implement the recommended network model of psycho – oncology service as outlined in the four level model of assessment and interventions in the NICE Guidance1. Ensure health and social care professionals can recognize and screen for psychological distress for people with cancer and other life-threatening illnesses. A skill mix of counsellors, mental health nurses, clinical psychologists, psychotherapists and liaison psychiatry manages severe psychological distress. 


	Action
	Lead
	Timescale

	· Educate health and social care professionals in assessment skills for psychological distress.

· Psycho-oncology model will be linked to the Cancer Centre at the Christie Hospital and the associate Cancer Centre based at Hope Hospital.

· Integration with the local psychology service and specialist provision, provided by Bolton, Salford & Trafford Mental Health NHS Trust.


	LIO Palliative Care and LIO Mental Heath
	2008 and beyond


	Recommendation 15 : Develop an effective model linking the specialist and general supportive and palliative care practitioners to reach into the individual’s home and care homes across the city-wide care settings of hospital Trusts, acute and mental health, hospice, and other specialist services to improve continuity of care and support.



	Action
	Lead
	Timescale

	· Review of service model by Palliative care lead managers hospital, community, hospice and social care mental health leads and Care Standards Commission for Salford.


	LSG 
	April 2008

	Recommendation 16 : Staff should be sensitive to the spiritual needs of patients and their carers and have access to information and services linked to religious and spiritual needs. The multi-disciplinary palliative care team should have access to suitably qualified spiritual care-givers who act as a resource for patients, carers and staff. 



	Action
	Lead
	Timescale

	· Chaplains need to be part of the specialist palliative care multi-disciplinary team, with access to the full range of information about the individual and family/carer.

· Develop a common policy of documenting in the individual case records.

· The training needs of spiritual carers needs to be addressed across all care settings with use of common assessment protocols.


	Acute Trust /Hospice

Hospital & Community Sub Groups 
	2006 completed

April 2007

September 2008

	Recommendation 17 : Ensure that the most appropriate culturally sensitive religious links occur within the local community to support the seamless delivery of spiritual care support across all care settings including the individual’s own home.



	Action
	Lead
	Timescale

	· Establish Spiritual Care working party incorporating wide faith representation.


	LIO Palliative Care 
	September 2007

	Recommendation 18 : Enhance co-ordination of bereavement services in Salford between the hospital bereavement centre, hospice services, LA and the local voluntary independent sector bereavement organisations as described in the Network Guidelines for Advanced Care Planning for End of Life Care and Bereavement.



	Action
	Lead
	Timescale

	· Implement the Network Bereavement Guidelines

· Appoint a bereavement co-ordinator for Salford
	LSG

LSG
	November 2007

April 2008

	Recommendation 19 : Develop and to agree a Single Point of Entry within each locality for early assessment, treatment and support for individuals and families who need supportive and palliative care.



	Action
	Lead
	Timescale

	· Incorporate access to palliative within the design of integrated health and social care teams as a single entry point.

	BLF Project Lead, LIO Palliative Care & West Locality Manager PCT
	April 2008

	Recommendation 20 : Develop a seamless approach to Out of Hours supportive and palliative care, with access to a 24-hour seven day a week basis, including timely access to equipment, drugs, support and advice to maintain patient choice of care in the community.  



	Action
	Lead
	Timescale

	· Implement the objectives of the Big Lottery Fund Project for enhancing community palliative care commenced in 2004.
	BLF Project Lead Salford PCT/LIO Palliative Care/OOH Project Manager
	 April 2008





	Robust Commissioning

	 Recommendation 21 : Local commissioners will need to

(i) 
explore the options for additional financial investment and service redesign to address the indicated local resources for both cancer and non-cancer related supportive and palliative care needs of the local population following application of the national population based needs assessment.

(ii)
 ensure that the appropriate range and volume of services are available and as a minimum, include specialist palliative care in-patient facilities, day therapy, hospital and community teams, including access to drugs and equipment on a 7-day basis.



	Action
	Lead
	Timescale

	· Provision and evaluation of current models of specialist palliative care in-patient facilities, day therapy, hospital and community teams..
· Specialist palliative care advice should be available on a 24 hour, seven days a week basis.
· Community teams should be able to provide support to patients in their own homes, community hospitals and care homes.

	LSG and LIO Palliative Care
	September 2006-2008

	Recommendation 22 : Salford PCT and the Local Authority will assess the need to jointly commission and finance an exemplar Care Home, incorporating specific outcome measures for the supportive and palliative care expected to be delivered within this resource centre, as well as defining and agreeing its role and function to support the enhancement of supportive and palliative care in other care homes across the locality.



	Action
	Lead
	Timescale

	· Define and agree of the role and function of the exemplar Care Home.

· Incorporate specific outcome measures for the supportive and palliative care delivered within this resource centre. 

· Evidence of the benefits and enhancements within supportive and palliative care will be collated and disseminated across other care homes within the locality.


	LIO Palliative Care/Nursing Home Lead in PCT/Social Services/LA


	April 2008

September 2008

September 2009

	Recommendation 23 : Work collaboratively with the Greater Manchester Cheshire Cancer Network and with the Hospice sector  (specifically with St Ann’s Hospice locally) in defining and agreeing and the strategic role and function of the Hospice services, in regard to the delivery and support of both cancer and non cancer supportive and palliative care services across Salford.



	Action
	Lead
	Timescale

	· Network CCG Supportive and Palliative Care and Salford LSG review with St Ann’s Hospice


	LIO Palliative Care and LSG
	 November 2007


	Recommendation 24 : Ensure that the planned expansion of intermediate care and continuing care beds across the city takes account of the supportive and palliative care needs of the local population, and that the appropriate linkages are established with both the general and specialist supportive and palliative care teams, to provide the appropriate support and advice.


	Action
	Lead
	Timescale

	· Establish strong working relationships, representation within intermediate and continuing care boards/groups.

· Identify relevant named leads within specialist palliative care from hospital, hospice and community to influence work within expansion of intermediate and continuing care as it develops.

 
	Salford PCT Lead Manager and LIO Palliative Care 
	April 2008

September 2007

	Recommendation 25 : The PCT and LA (supported by the GMCCN) develop and agree outcome measures (Best Value Reviews) for all palliative care providers and incorporate them into service specification within the integrated commissioning process. 


	Action
	Lead
	Timescale

	· The commissioning by primary care services needs to incorporate palliative care performance outcome measures as part of the Quality Outcomes Framework.  These should include the use of the End of Life Care tools, obtaining user/carer views, role of specialist palliative care teams in referrals for hospital and hospice admissions and involvement in discharge planning and placements. 

	Commissioning Palliative Care Lead PCT


	November 2007



	Recommendation 26 : Commissioners will need to provide sound support for educational activity to ensure that the supportive and palliative care needs are met by a skilled workforce receiving appropriate education and training to undertake:- physical, psychosocial and spiritual assessments and deliver sensitive information and communication.

· Specify education implications which are required within service developments in Salford

· Ensure that best support is available for the delivery of educational activity

· Ensure designated time for education and training for practitioners is available


	Action
	Lead
	Timescale

	· The work of the Salford & Trafford Education sub-group to be maintained and developed in line with identified local needs

· Barriers to effective educational practice should be identified and addressed

· Co-operation and sharing of skills between educators in Salford & Trafford should be facilitated.

· Guidance for good practice in teaching specialist practitioners should be adopted and evaluated.


	LSG Supportive & Palliative Care / Education Subgroup
	January 2007 - 2012

	Recommendation 27 : Develop and implement integrated information systems to ensure that there is accurate data against which local commissioners can monitor the impact of other service reconfigurations (e.g. Cancer Services, Cardiac, Renal services and other specialist services) on the local resources for supportive and palliative care across all care settings.  


	Action
	Lead
	Timescale

	· Identify current service configurations and planned future reconfigurations.

· Assess available resources and identify gaps within supportive and palliative care, cancer and non- cancer to support reconfigurations.

· Ensure that the appropriate information systems and processes are developed to collect the relevant information pre- and post- service reconfigurations.

	Directors of Information Services in health statutory and voluntary sectors/Information and Communication Sub Group and BLF Project Lead
	March 2012

	Recommendation 28 : Enhance the relationships of LSG with other key local policy organisational / cross-organisations processes, e.g. the ‘Life Cycle Partnership Boards and Long-Terms Conditions Programme Board, and also across the Salford local health and social care economy. 



	Action
	Lead
	Timescale

	· Each organisation should nominate an Executive Lead/ Director for the development of supportive and palliative care and ensure that it is embedded in other key polices.  
· Establish linkages with current Client Based Partnership Boards (e.g. Older People’s Partnership Board, Health and Well Being Partnership Board and Children’s Partnership Board to enable identification of key themes for supportive and palliative care needs, which occur from individual assessment processes of clients and carers. These need to be fed into the overall commissioning processes for supportive and palliative care. 

	Chair/Chief Exec of Acute, Mental Health & Primary Care Trust Boards, Social Care Services and Voluntary Sector Organisations

LIO Palliative Care and Chair LSG


	April 2007

April 2007

	Recommendation 29 : To ensure Practised Based Commissioning developments incorporate the wider multidisciplinary team for supportive and palliative care services.



	Action
	Lead
	Timescale

	· Establish a framework for local practice based commissioning which is based on the Salford supportive and palliative care strategy for adults Greater Manchester & Cheshire Action Plan and NICE Guidance for Supportive and Palliative Care1.

	Salford PCT Lead Commissioner

	November 2007

	Recommendation 30 : Commissioning and planning for the future workforce in relation to supportive and palliative care will need to be based on ‘person centred pathways of care and will need to be undertaken across the whole  health and social care system.



	Action
	Lead
	Timescale

	· Extending the service to all people (families / carers) irrespective of diagnosis.

· Ensuring that the appropriate range and volume of both general and specialist supportive and palliative care services is available to meet the local need, based on the national population needs assessment applied to the local population. 

· The need to review the traditional locations and professional roles of staff, by identifying the appropriate shared competencies across cares settings to enhance continuity of care and support.

· The requirement that specialist palliative care advice and care can be accessed on a 24 hour seven days a week basis.

	Salford PCT Lead Commissioners and Providers


	September 2008




Table 9 :  Resources:

The proposed posts are indicative and will require assessment through the commissioning process.

	Workforce
	Timescale
	Cost

	User Carer Lead* 0.5wte
	2006 - 08
	£12.500

	Education Facilitator* 1wte
	2006
	£30,000

	End of Life Care Lead 1wte
	2008
	£40,000

	7 day Specialist Palliative Care Advice integrated model  
	2007/08
	£32,500

	Consultant Palliative Medicine 0.5 wte **
	2008/09
	£60,000

	Community CNS 

2 wte
	2008/09
	£75,000

	AHP(OT/Physio)   

0.5 wte**      
	2008/09
	£17,500

	Dietician      0.35 wte **
	2008/09
	£6000

	Pharmacist  0.2  wte **
	2008/09
	£3500

	Chaplain      0.2  wte **
	2008/09
	£3500

	Psychology services
	2008/09
	Tbc work in progress across NW sector


*   in post

**  hospital/community

Note: Cancer centre at Hope Hospital will increase need for 2 wte additional CNS posts and 1 wte Consultant post

Conclusion

The strategy provides a solid basis for Supportive & Palliative Care services to further develop.  It identifies elements of a local model, which incorporates a vision, a set of underpinning principles and 30 high-level recommendations.  The recommendations ensure focus and give direction to the most appropriate, effective areas where developments will enhance the high quality of Supportive & Palliative Care services across the City of Salford.  

In order to implement the recommendations a detailed action plan/work programme for each year will be developed, monitored and evaluated.  Consideration of the appropriate financial implications will be identified either within current resources or across other related budgets. This will be supported by a thorough project and change management process that ultimately aims to achieve the Vision for local people with Supportive & Palliative Care needs and their families/carers.
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Figure 4 : Salford Supportive & Palliative Care Services 








� National Council for Hospice and Specialist Palliative Care Services (2002) Definitions of Supportive and Palliative Care.  Briefing Paper 11. London: NCHSPC.


� Salford PCT (2005) Public Health Data 
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