

Single Point of Access for Adults with Palliative and End of Life Care Needs in the Belfast Locality 

Project Initiation Document
Strategic Context
The development and implementation of a Single Point of Access for Palliative and End-of-Life Patients is in line with the 6 principles of good end of life care (originally from Macmillan Cancer Support):
•      Palliative care consultant input 
•
Early referral

•
Rapid response

•
Continual learning and development 

•
Integration with teams, services and organisations

•
Mix of roles and skills
In October 2019, NICE published a guideline on end-of-life care for adults, NG142 Service Delivery and aims to ensure that patients have access to the care that they want and need in all care settings. NICE recommends coordination of care across settings, access to advice and the need to develop systems to support smooth and rapid transfer between care settings at end of life. 
In 2022 the NI Cancer Strategy was launched. The Strategy sets out 60 high-level recommendations to be implemented over a 10-year period.  The recommendations are underpinned by 4 themes, with Theme 3 dedicated to Supporting People to Live and Die Well. 
The Palliative Care in Partnership (PCiP) programme (formed in Northern Ireland in September 2016) brings together previous structures and work-streams from Living Matters, Dying Matters (2010) and the Transforming Your Palliative and End of Life Care Programme (2013 – 2016). The programme also takes cognisance of recommendations from the RQIA Review of Living Matters, Dying Matters (2016) as well as the key finding of the Let’s Talk About Palliative Care Survey (2016).

The PCIP programme is based on the following principles:

· One structure, one regional work plan and one direction for palliative care in Northern Ireland;

· Good palliative care is everyone’s business – no one service, professional, organisation or person can provide everything required to support a person at the end of their life;

· Palliative care is not just for cancer;

· Palliative care is not just about the last weeks or days of life;

· Palliative care supports the person with palliative care needs and improves the experience of those important to them; and 

· Good palliative care is about supporting quality of life until the end.

The Belfast Palliative and End of Life Care Locality Partnership Board promotes collaborative working between key stakeholders at locality level and as a mechanism for communicating and implementing palliative care priorities and activities locally. A priority for the Locality Partnership Board is the implementation of an enhanced model for patient centred palliative and end of life care for all adult patients (aged 18 years and over) registered with a GP in Belfast/resident within the Belfast locality area. 
Project Purpose
The purpose of the project is to develop a streamlined model of care with a single point of access for patients with palliative and end-of-life care needs. The new model will be co-designed and co-produced by the BHSCT, community and voluntary sector providers (including independent sector (IS),  social care and care home providers), primary care providers (including GPs), service users and carers.
It will coordinate care and simplify referral pathways to ensure rapid access to the correct services when they are needed.
Background
A review of services for patients with Palliative and End of Life Care needs was commissioned in June 2022 by the co-chairs of the Belfast Partnership End of Life Locality Board. This followed a workshop in October 2021 and a service mapping exercise in April 2022.
The review recommended that a new model of care be developed with 
· A SPOR for each locality in NSE and W Belfast 

· To better coordinate existing services for patients >18y with PEOLC needs
· That would identify the key worker in different care settings (DN in home setting and residential care home setting, staff nurse in Nursing Home setting). 

· Ensure consistent implementation of the keyworker role in all 4 localities in all settings. 

· Ensure that the keyworker is supported to have ACP conversations and has access to streamlined pathways (including SPC support) and services are accessible when needed 

· Facilitate joined up planning and delivery of services 
· Recognise the care provided by the independent sector and include these in a menu of services available to patients 
· Facilitate timely access to resources to allow patients to remain at home, where possible
· Seek to simplify communication across the HSC system 
The Locality Board accepted the recommendations of the review in June 2022 and agreed to identify funding for a Project Manager to lead the development and implementation of a palliative care community hub to co-ordinate PEOLC services for the population of Belfast  

It was envisaged that the hub would act as a SPOA to palliative care services in Belfast and would integrate palliative care pathways and facilitate collaboration between locality providers and services, reducing silo working.  The hub would include access to existing generalist and specialist resources in Palliative Care across the Belfast Area.  This should allow for a more streamlined approach and create a nucleus to manage all referrals for patients with palliative care needs.  The services provided through the hub would include both statutory and voluntary agencies, generalist and specialist palliative care service providers. 

Marie Curie identified initial funding for the Project Manager. The Locality Board partners agreed that the Project Manager would be employed by BHSCT but that their remit included working with all of the members of the locality board to develop the new model of care. 
Scope of the Project
The new model will be co-designed and co-produced by the BHSCT, community and voluntary sector providers (including IS, social care and care home providers), Primary care providers, service users and carers.

The project will aim to connect services and facilitate close working across the locality to ensure patients, aged 18 years and over, have timely access to care and support.
The service will initially operate on a Monday-Friday basis and will apply to patients with a Belfast Locality GP. 
Project Ownership
The advancement of the project was agreed by the chair and co-chair of the Belfast Partnership End of Life Locality Board in June 2022. A Marie Curie Grant Application was successfully submitted and a Project Manager was appointed to coordinate the project, commencing post in June 2023.
The project will be monitored internally by the Project Board who will report through the Belfast Palliative and End of Life Care Locality Partnership Board. 
Sub groups, comprising a number of key stakeholders including multidisciplinary teams, Patient and Service User representatives, Trade Unions, Finance, Human Resources (all of whom are key to the successful implementation of the project) will take forward identified workstreams and these will be reported on through the Project Board structure. 
Specific Project Goals/Objectives
The outcomes for success are detailed in the table below:

	Objective
	Outcome
	Status by September 2024

	Review existing models of service delivery and develop a Palliative and End of Life Service based on examples of best practice
	The co-produced and co-designed Belfast model of care will be based on the current best practice regionally and nationally
	Completed

	Establish a Project Steering Group 
	The steering group will be representative of stakeholders and members will be aware of their individual and collective responsibilities
	Completed

	Engage stakeholders in the scoping, redesign, implementation and review of the service
	Stakeholders will engage fully with all aspects of the project to ensure excellence in the co-design and co-production of the new model
	Completed

	Develop a Memorandum of Understanding (MOU) for all providers
	The MOU will clearly outline partnership arrangements and provide a governance framework for the delivery of patient care.
	Underway – to be completed 30th September 2024

	Streamline the patient pathway to ensure effectiveness, efficiency, equity, timeliness and accessibility
	Reduction in duplication of care and silo working and reduction in wait times for patients.

	Service Model agreed, Baseline data to be collected in October 2024.

	Maximise effective utilisation of the multidisciplinary workforce across teams and across organisations


	Underpinned by the Memorandum of Understanding.

Escalation of care to service users within the community in a timely manner.
Clarification of roles.
Timely access to services for patients and their families 
	In progress.

	Develop metrics and produce data to measure performance of the service
	Robust reporting schedule of agreed metrics
	In progress 

	Ensure effective patient and public involvement in all phases of service delivery
	Enhanced patient and family experience from timely access to support and information and to services

	Ongoing

	Develop a communication strategy to update stakeholders on project progress
	Robust communication plan that will ensure timely project updates to all stakeholders to include primary and secondary care and relevant independent and voluntary sector providers
	In progress

	Make best use of existing financial resources thus ensuring financial probity


	Financial efficiencies across the locality through a more co-ordinated approach to palliative and end of life care and through a collaboration between all stakeholders
	In progress


Project Risks and Constraints:

1) There is a complex stakeholder landscape and the model of change will require cooperation of all providers of palliative and end-of-life care. 

2) The information governance framework to support collaborative working models may be hindered by the Encompass roll-out schedule, with community programmes of care not scheduled for onboarding within the next 12 months. No further developments on PARIS will be considered in the interim.
3) There is not currently an identified physical space in which to locate a dedicated hub.
4) There is no identified budget for infrastructure (eg IT equipment). 
To mitigate these risks and constraints detailed risk mitigation planning will be required throughout the project. 
Evaluation of the project:

A service evaluation will be commissioned from University of Ulster and Queens University Belfast and this will be completed at the 12 month point following establishment of the new service. The evaluation will focus on the following areas:
1) Clinical and operational data
a. The number, route and source of referrals to the Hub. 
b. The number and type of non-referral calls received from patients and carers  

c. The time of calls to determine OOHs demand. 
2) Belfast Community Palliative Care Hub practices 

a. Daily capacity planning meeting
b.  Weekly MDT meeting  
3) The number of patients on the PC register 
4) Experiences of the single point of access model
a. Quantitative and Qualitative survey from MDT team members focusing on key areas such as: Team Identity, working relationships, effective cross setting communication, reduced silo working and reduced duplication 
b. Patient / carer /service user perspective 
c. The experience of professionals referring in to the Hub.
5) Additional key outcomes from project objectives – e.g. place of death, hospital admission (and length of stay), Emergency Department attendance, onward referral outcomes post Hub contact.

Resources required for this project:
Following successful grant application from Marie Curie, funding was made available for a Project Manager to coordinate the project for a term of 18 months. This post has been extended for a further 2 years through funding from the BHSCT Research Committee.

Additional resources identified as required through the course of the project will be subject to normal Trust processes and business case development.  
Project plan

The high-level project plan is as follows:
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This will be supported through all stages by a robust engagement and communication process. 
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