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A Hospital Staff Perspective

• “How people die remains in the memories of 
 those who live on”

(Dame Cecily Saunders founder of the Modern Hospice 
 Movement)

Presenter
Presentation Notes
Quality of life is very important to all of us on a day to day basis. Quality of life at the End of Life becomes even more important, and is equally important whether that end of life is associated with miscarriage, intrauterine death, still birth, the death of a baby, child, teenager, serious illness, traumatic death (RTA or suicide) or sudden critical illness. 

Maintaining quality at end of life is important from the patient, the relative and the staff perspective as it allows for review on a life well lived or time to make recompense where recompense is required. Sensitivity towards relatives and staff at this time can help ease the loss  



If you were to ask me what I would value for myself personally/ family member at the end of life it would include:

	To choose the location where I would die (Hospital, Hospice, Home with community care) and ultimately to choose who would provide the care.

To be free of pain, nausea, restlessness and anxiety. To have my dignity maintained to the final moment.

To balance time with friends and family and time alone.



I ask you to consider    ?   - If this is the standard we require for ourselves,  how well do we meet these standards for our patients  ?

This is particularly important when we know that the manner in which a patient dies lives on in the memory of both the relatives and staff present at that time of death. 





Looking up.. or..looking  down

Presenter
Presentation Notes
From the Audit data, there is clear evidence that we each have our own perspective on providing quality care at the end of life.  



Nurses and doctors differ considerably on how they rate the quality of care.

If we want to provide true quality of care, we must begin by asking the patient what they want.

This sounds very simple. However the National Audit indicates that we do not ask the patients what they want. Hospital staff are more likely to discuss end of life issues with the relatives (96%) that with the patients (55%)

Discussions with relatives are more likely to be documented (83%) than discussions with patients (76%)    

.

If we want to know how a patient feels we must begin by acknowledging the patient  -      “the view from in here” (Daniel Gilbert) and from the patient perspective.



Mick Daly (RIP)

•Married with 5 children & 7 
grandchildren

•True entrepreneur & passion for 
GAA.

•Diagnosed with Cancer 2007

•Celebrated 77 birthday 
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STORY



Not to die alone, A commitment his family are proud to say they were able to keep.

2009- 2010 – 13 trips to Hospital

Local club won the louth Intermediate Club Championships his 3 sons brought the Cup from the pitch to the Hospital – much to his joy.



Mick was admitted to Hospital on a Wednesday and passed away on the following Sunday. The PALLATIVE CARE Team were instrumental in Hospital Admission  - as of course MICK and his family did not want to be admitted to Our Lady of Lourdes. 

On the weekend of Mick’s passing , all his family were present. 

Died with family and 3 brothers and sister.      Strange twist of fate he died on the day his youngest son Paul was buried 7 years earlier (Paul died for a cardiac condition related to Downs Syndrome)

The Ward staff were complimented and commended. The Pallative Care team was tremendous. 

Micks family were happy – it was felt all that it couldn’t have been better. 



However, this starkly contrasts with Mick’s experience one week previously: 

   One week previous, Mick presented to the ED as his pain and illness had progressed and was at this point his wife who had cared for him so dearly at home during his illness needed further support.

5am - Allocated a bed on the Surgical Ward.

Mick had been patient of the Pallative care service, however the staff had little understanding of this and in reality little recognition that Mick was ill and dying.

Over the weekend the staff were  focused on the curative mode. Relatives were asked to leave the ward when they wished to be present with their loved one.

Basic patient-care matters appeared to an inconvenience and frequent requests for a commode was met with hostility.

One of the greatest concerns was the leaking catheter and the inability to fit the appropriate size. Constant wetting of chair, pyjamas and the bed. 

Constant changing of clothes and finally reduced to sitting in chair, bare legs and eventually placing a nappy on an adult and very proud man!

The family took their dad home on  the Sunday and resisted having him readmitted to the Hospital again on the Wednesday.

It is one this note, that one patient and one family could have such diametrically opposing experiences of Hospital and END of Life Care and the different experiences of Staff due to their different perceptions of patient and family need.

It is on this point that we need to use the data from the audit, and use the Standards for End of Life care as the foundation to build a culture of awareness around death and dying and enhance the compassion and caring and competency of all staff.    

We clearly need to bridge the GAP in the Standards.



The family that I met were a very reasoned and reasonable family. They were clear about what they wanted, they did not want another family to experience this “culture of care” or absence thereof. The family were pleased with the measures that would be put inplace – Patient file/ Integration between Primary and Acute Hosp. Education and awareness training for staff. Specific case presentation to the staff, who had already suffered and were saddened with the Communication challenges and the assessment and perceptions from the first weekend. 

 



Mervyn

ading 1• Bullet 1
• Bullet 2
• Bullet 3

From my 
perspective 
it’s a bridge 

too far
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Cllearly there is need for CHANGE



We now have the information:

(Looking up or Looking down) 

50% of the time we do not talk to the patients – Ask them what they want

In the Audit:

88% of Relatives expressed wishes 

32% of Patients expressed wishes

.

When we do talk to patients 

We need to consider the patient perspective – avoid our own bias and subjectivity. As there are differences between  – Doctors, Nurses and Relatives perspective.

The Environment of care is inadequate and this theme was true not only for our Hospital but common to many Hospitals



We need to Change..

Recognise the differences in Perspectives



All Hospitals and Healthservices are undergoing change at this point in time.

Drogheda is changing it’s profile, as are Navan and Louth County Hospital.



With the change in profile of how services are delivered, focus on service delivery relating to End of Life care.



Looking forward, and with a view from the rooftop of Drogheda Hospital – if we are brave – we have real opportunity for CHANGE.

We need to bridge the Gap in current standards of all services (inclusive of End of Life Care) and recognise that we will meet resistance. 

It cannot be a bridge too far.
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As we change our perspective we have the right to ask that others would change their perspective of us.



Within the Northeast, Our Lady of Lourdes and Drogheda has become the de facto Regional Hospital based on size and the nature of it’s services.  
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In line with the changing role and nature of delivery of services, it may be a bridge too far to rename/ rebrand the   
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Presentation Notes
While the change promises the delivery of an Integrated Service and that patients will be treated in the most appropriate location – Acute Hospital, Non Acute Hospital and Community care settings , this lends opportunity for the development of the Hospital, Hospice Home model of care with the appropriate supports available in the Home for patients who choose to die at home (20% of patients in the audit could have died at home).



If we could surpass our fears – and our fears of change – we certainly could achieve a better an more Integrated service linking Academic and Service delivery in the interest of patient and staff.

Mick Daly would have benefitted from an Integrated Service



While in the UK a greater emphasis has been placed on the facilitating patients to die at home, if this was applied to Ire it would allow an additional 80M for End of Life Care leaving aside any notion of cost savings.







From the old…….
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But what ever the future holds, there is a clear move from the old to the new.





…….to the NEW
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JFK: Change is the law of life. Those who continue to look at the past or the present are sure to miss out on the future.



The changes that are taking place are strategic in Nature, but clearly marked by the new Infrastructure.

It is important that the patients and staff are at the centre of these changes



That we remodel how patients processes and referral patterns.



And that staff are supported through the changes in practice. 





Patient Perspective
 …….from pillar to post?
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Most striking that the End of life journey takes place in a Hospital that does not have a planned approach to Admission or Discharge 



Patients are admitted via ED despite already being  a patient of the Hospital or Primary Care. 

Suggests a discontinuity between Primary Care and the Acute Hospital.

No Discharge Plan with a focus on the needs and wishes of the patient and also the supports required for the relatives and staff 

Develop the Hospital – Hospice – Community and Home care model at End of Life.



Hospice approach – Adding life to peoples years (seeing people as living rather than dying)



The factor that has arisen again and again in terms of producing stress and reducing staff compassion is the increasing bed occupancy.

There is need for clear policy and procedures to support staff changes in practice.

84% of Patients are admitted via the Emergency Department (NB Only 7% are involved in Trauma.)





FOCUS

Differences in Perspective

&

Challenges to Practice
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With the focus on strategic alliances and new building developments, the single greatest investment is in your staff (The intellectual property of the Organisation) and promoting good practice.



Diagnosis of death is important

86% patients are diagnosed as dying 5-6 days inadvance.

Both doctors and Nurses were in agreement around the diagnosis of death (86% agreement)



Only 73% of  times was the diagnosis docummented 

 





Perceptions of Staff 
Doctor Nurse

Overall care Outcome 82.5 78.5

Acceptability of Dying 84.0 69.3

Patient care 83.4 76.8

Symptom Management 73.4 82.8

Family support 85.8 84.4
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It is interesting again to look at the different perceptions by the different staff



Doctors rated the overall care outcomes, as higher that Nurses ratings. 

 

  It depends from whose perspective the Quality of Care is assessed 

Open and Sensitive Communication – “ Ask me what I want”

Gold Standard

Mediated through the responses of Doctors and Nurses



The patients perspective is mediated through the staff





Different Staff Perspectives
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CHALLENGE:

End of Life care to compulsory on all Undergraduate  Training programmes

End of Life care to be included on all staff induction

To be included in the Service Plan

Quality End of life Care is Everybody’s Business

Hospital staff have a central role in supporting individuals to live fully to the end of life and to die with dignity , and to continue to support the dereaved family.



Hospitals must focus on having end of life objectives in the business plan.



Commission on Patient Safety (2008) to provide clear and practical recommendations to ensure delivery of a high quality personal and social services  



This will become a critical step towards licencing for the future.  



  





Perspective on Competence

• Clinical – symptoms of dying & when to 
 withdraw treatment

• Inter‐Personal –
 

communications

• Compassion – to ‘be with’
 

vs
 

to ‘do to’
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Presentation Notes
In Ire, decisions are taken in less than half of all cases (47%) decisions more frequent in ICU’s (53%)

Common Symptoms in last hours and days:	Pain, Nausea, Breathing difficulties, Inc secretions, restlessness, Anxiety

NB Only 50% agreement between NURSES and DOCTORS on frequency of symptoms and 42% agreement on Management of symptoms



LIVERPOOL CARE PATHWAY: 75% agreement on patient being comfortable.



Ongoing Communication Training is a critical element 



Pallative  Care Decisions

• Reluctance to stop invasive monitoring, 
 antibiotics, withhold/ withdraw treatment.

• Liverpool Care Pathways discontinue:
• Blood tests 

 
91%

• Antibiotics 
 
89%

• IV Fluids/ Meds 
 

83% 

• DNR 
 

94%

Presenter
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From the Audit , all of the Hospitals reviewed (with the exception of 3 Hospitals) rated poorly regarding engagement of the pallative care team.



This subsequently impacted on decisions to stop invasive procedures/ withdraw treatment.



The UK are more proactive in this area and we need to focus development and policies to support the Changes in Practice required.







Death, Dying & Disposal
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Our awareness as staff is clearly evident in our attitude and our practices





Care after death, Grief and Bereavement “Saying Good bye” 



Reviewing deaths:

51% of patient deaths are reviewed. Usually informal

13% are facilitated by a senior member of staff 

21% of staff are upset 

15% INDICATING THEY HAD AN OPPORTUNITY TO TALK (Low level oof support for staff similar to the UK



TEAM Meetings:

Medical and Nursing staff present in 7/10 Some multidisciplinary

Informal meetings, not documented.

Meetings are most likely in Community Hospitals

In Acute Hospitals – Cancer patients and patients in single rooms

Communication

Discuss with relatives – 96%

Discuss with patients 55%

Document discussion with relatives 83%

Document discussion with patient 76%

Liver pool are pathways.

Meeting Wishes – Relatives 88%

			- Patients 32%



There is need to Address the Humanity – deal compassionately with staff so that they in turn can do the same for patients.

Compassion needs to be seen as valued, not an opt in or opt out



Practices signify Perspective
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43% of staff Hand over personal beylongiings in a bag supplied by patient or relative

21% of staff use the hand over bag

21% of staff use Plastic bags



Multi-Perspective & Multi-Disciplinary

• Clinical Staff

•Administrative & Managerial & Support Service 
Staff

•Pastoral care

•Primary & Community Care

•Community Hospitals

•Public Interest Representatives
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Promoting good end of life care is about all staff taking a role.



65% of relatives or family are present

This is much higher than in French studies – 



The Rituals of: 	Offering sympathy 	91%)

			Tea				87%

			Prayers			81%

			Candles			69%

			Moment of silence		



Advise:		Moving body to mortuary		73%

			Collecting beylongings		73%

			Access to viewing			39%

			How patient may be taken home	43%

			Arrange funeral				48%

			Register death 				20%			





Challenge to Practice

• Positive – extent to which families involved 

• Vast majority die with someone present

• However, 25% may be dying alone

• ‘No one should have to die alone, frightened 
 and in pain’
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65% of occasions a relative was present at the time of Death

75% of occasions staff were present at the time of death



80% of occasions staff had time for relatives.







Practice of admission via Emergency Dept

•Engage with & understand the perspective of those 
sending people to emergency departments

•Hospitals cannot become ‘Hospice Friendly’ on their 
own

•Planning & coordination required between primary 
and hospital service providers

Presenter
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Opportunity for a better service in line with the reconfiguration.



More and better Integration



The HFH Programme as a catalyst for 
 wider changes

• Standing Committees as a means of promoting 
 inclusivity and valuing differing perspectives

• Communications training – clear change in 
 approach

• More competent because more confident?

• Encourages hospitals & other care providers to      
 work together

Presenter
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The lowest rating by both doctors and nurses was given for communication (7.7 and 7.0 respectively) 



Development Plan
 building on the audit and the standards

• 4 standards 
• Openness about individual hospital results
• Drogheda will make it’s audit report public? 

Presenter
Presentation Notes
The Standards alone will not bring about change.

A foundation upon which change will be built.

A Hospice friendly Hospital is one which “End of LIFE Care is Every bodys business”.

Identifiable by an Organisation culture that demands the provision of High Quality of caring at the end of Life.







Misconceptions:	This is the way it always has been around here.

			It cannot be changed

			It takes money

			Not enough time

			Competing demands will not allow the change

			It’s easier to stay the way we are



CHANGE BEGINS WITH ME – GHANDI – You Must become the CHANGE You want to SEE
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