
 
 
 

Emergency Care Improvement Programme and  
End of Life Care:  
United Lincolnshire Hospitals NHS Trust 

Background 

The aim of the Emergency Care Improvement Programme (ECIP) End of Life Care 

(EoLC) project was to improve the quality of care for patients who may be in 

their last three months of life who attend or are admitted to hospital in an 

emergency, recognising the different needs of this group of patients to facilitate the 

right care, in the right place, at the right time.  

The project was commissioned by NHS Improvement as a developmental pilot to 

test proof of concept and as such set aside from the main ECIP programme. The 

project took a different approach working in partnership with the voluntary sector, the 

National Council for Palliative Care (NCPC), and relevant experts using QI (Quality 

Improvement) methodology. The intention was for the project to be very specific with 

a narrow scope enabling site teams to focus on acute admissions and the accident 

and emergency department (A&E) for people who may be in the last three months of 

life. Starting in May/June 2016 the project was initially due to run for 12 months but 

was given six months extension to finish at the end of September 2017.  

Four site teams were selected from across the country that were part of the main 

ECIP cohort and offered an opportunity to receive targeted support to improve end of 

life care: 

The approach was taken to work alongside each of the four sites to identify areas for 

improvement using a three-tierd structured Quality Improvement approach: 1) a site 

visit. 2) A Patient and Relative Experience Walkthrough. 3) Case file review.  

United Lincolnshire Hospitals NHS Trust (ULHT) is situated in the county of 

Lincolnshire and is one of the biggest acute hospital trusts in England, serving a 

population of over 720,000 people. The Trust provides services across four hospitals 

- County Hospital Louth, Lincolnshire, John Coupland Hospital in Gainsborough, 

Lincolnshire, Lincoln County Hospital, Pilgrim Hospital in Boston, Skegness & District 

Hospital, and Grantham and District Hospital; each hospital serves a very different 

demographic  and a different culture. The focus for the ECIP EoLC project is at the 

Pilgrim Hospital in Boston, where services in the Accident and Emergency 

Department are under great pressure, but the team aspire to test and roll out 

learning to all areas.  



 
 
 

 

The aim of the project at ULHT is to change the ‘mind-set’ of people who are 

involved in delivering care in A&E and the short stay unit (SSU). Specifically it is 

recognised that there is: a reluctance to take a palliative care approach alongside 

treatment where recovery is uncertain; poor identification and recognition of a patient 

who may be  approaching end of life; a risk adverse culture of needing to actively 

treat people often leading to multiple investigation; Issues with coordination & 

information sharing across providers; and training. 

The approach 

The programme delivery team at the National Council of Palliative Care (now 

Hospice UK) designed a case file review approach aimed at providing a 

retrospective cohort analysis of the last three months of life of a patient journey for 

patients admitted through AMU or A&E. The case file review was designed to 

identify existing good and best practice as well as potential missed opportunities 

by looking at pre-existing clinical issues for patients who had been admitted with 

existing life limiting or frailty conditions.  

In any busy pressurised Trust, engaging other teams in any project is always going 

to be a challenge. The palliative care team are often very aware of the challenges 

that exist in identifying people who are dying or are risk of dying when they are 

admitted to hospital in an emergency. Bringing these issues to the attention of the 

A&E team requires them to get involved in collecting and interpreting the data. 

Therefore it is important for the project to gain support from Acute Medicine and from 

nursing leadership in order to carry out the case file review, understand the 

opportunities for improvement and to make the required changes.  

Engagement from other clinical teams with the case file review was a particular 

challenge for the ECIP EoLC project at ULHT. New meetings set up to discuss the 

project and engage these teams were initially poorly attended. However, the 

approach was then taken to include the project in existing meetings, essentially by 

‘gate-crashing’ these meetings which successfully gained the attention of the clinical 

governance team who were able to engage the A&E team; then leading to people 

being willing and able to join the dedicated ECIP EoLC meetings. This learning 

highlighted the importance of working within existing forums and not creating new 

ones. The case file review was subsequently carried out by the A&E team reviewing 

23 patients who had died following admission through the emergency department. 

The findings were reviewed by the palliative care team but no changes to the 

findings were found to be necessary. 



 
 
 

 

What the case file review identified 

Analysis of data from these 23 patients confirmed many of the assumptions that had 

been made about the identification and management of people, admitted through 

A&E, who were dying or at risk of dying. 

Case File Review data from 23 people who died following admission through 
A&E 

14 patients died within three days of 
admission: 

Nine patients died after four days or 
more: 

  Three had been admitted from a 
nursing home with very little 
information. The nursing homes had 
to be contacted for further 
information.  

  In one case A&E had recognised that 
the patient was dying; Specialist 
Palliative Care team contacted 
however there was no hospice bed. 
The patient was admitted to a ward 
and died before transfer. 

  No advance care plans in place for 
any of the patients. 

  Three patients had a community 
DNACPR in place. 

  All 14 had a DNACPR completed 
during the admission. 

 

  One patient was an urgent referral 
from GP to A&E. 

  Active treatment continued for many 
of the patients. 

  One patient had numerous contacts 
with health care profession in the 
previous 90 days indicating a missed 
opportunities for advance care 
planning. 

  Where it was recognised patients 
were dying (though some delays) 
documentation reflects ward based 
end of life care and anticipatory 
medications were considered and 
prescribed for symptom control. 

  All patients received ward based 
care, none died in the A&E 
department. 

 

At ULHT the greatest value of the case file review was the qualitative value of the 

findings. They already had a powerful story from a gentleman whose wife died in 

A&E admissions and knew that there was a need for change. The data produced 

from the case file review was able to show that number of patients that died by the 

.  qualitative data was found to be a powerful form of currency that made people listen

Improvements 

Improvements to the mortality review: Existing mortality reviews looked at clinical 

markers but didn’t ask pertinent questions that aim to establish if someone had 

existing end of life care plans and wishes in place, such as: Was EoLC discussed? 

Are there any plans in place? Where do they want to be? The findings from the case 

file review have allowed them to broker changes these changes to the mortality 



 
 
 

review and a view to include other quality markers such as: Does the person have 

 capacity to make decisions? Have they got an advance care plan?

Opening up the debate around the culture in A&E: In addition the findings from the case 

file review have triggered further debate around the culture of A&E and admissions 

 where they do their very best and everything they can do to save a person. 

How do they know if these improvements make a difference? 

Using a driver diagram approach the team have identified the following outcome 

measures that they hope will be able to demonstrate the improvements that have 

been made: 

  Confidence levels in staff pre and post training 

  The specialist palliative care team moves from being a reactive team to being 

proactive 

  Number of appropriate referrals to the specialist  

Expected outcomes: 

 1. The possibility that someone may die within the coming days and hours is 

recognised and communicated clearly. 

 2. Sensitive communication takes place between staff and the person who is dying 

and those important to them. 

 3. The dying person and those identified as important to them are involved in 

decisions about treatment and care. 

 4. The people important to the dying person are listen to and their needs are 

respected. 

 5. Care is tailored to the individual and delivered with compassion; with an individual 

care plan in place. 

 6. Engagement between specialist palliative care and A&E teams in the case file 

reviews will lead to better outcomes for patients and carers. 

What contributed to successful improvements? 

Persistence and resilience: The team at ULHT found the single most significant factor 

that contributed to the successes achieved to date are persistence and resilience. 

They found that the issue wasn’t that people did not want to engage but was due to a 

lack of energy and capacity as a result of on-going pressures and challenges. Taking 

the project to people on their terms and not taking ‘no’ for an answer help to achieve 

 engagement with the project.

Engaging the support teams: Working with the support teams; in this case the clinical 

governance team across the trust can help to link teams and engage other clinical 

 groups in order to move the project forward.



 
 
 

 

Use of data, both qualitative and quantitative: The team at ULHT was able to use both 

quantitative and qualitative data to support their argument for the need to change the 

approach to caring for people, who are dying or at risk of dying, who are admitted to 

 hospital through the emergency department. 

Contact 

For more information about the ECIP EoLC project at ULHT please contact Jennie 

Jennie.Negus@ULH.nhs.uk  Negus, Deputy Chief Nurse 
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