Patients with admission 6MWD=100 m had mean improve-
ment 62.2 m (£73.1). MBI improved from 69.1 (£13.9) to
82.1 (=12.7) (p=0.001). Patients with MBI 75 on admission
had mean improvement of 16.2 (*11.7) (p=0.05). 30 day
readmissions for non-infective exacerbations was 15.6% (vs
29.2% from historical data). Median duration to exacerbation,
death, or censure was 116.5 (IQR 53-206) days. Mean num-
ber of issues identified by COAT was 5.6 (+2.5), 80.3% were
improved or resolved before discharge.

Conclusion ICARE is a novel inpatient dyspnea support service
that improves functional capacity and exercise tolerance, iden-
tifies and treats co-morbid medical conditions, and potentially
reduces 30 day re-admission to tertiary institutions.

THINKING AHEAD ABOUT MEDICAL TREATMENTS IN
ADVANCED ILLNESS: THE COMPLEXITIES OF
SUPPORTING DIVERSE COMMUNITIES IN
LEICESTERSHIRE

Zoebia Islam, Lucy Taylor, Helen Eborall, Christina Faull. LOROS, The Leicestershire and
Rutland Hospice; University of Leicester

10.1136/bmjspcare-2018-ASPabstracts.72

Background Advance care planning (ACP) supports people
who are seriously ill to be cared for in the way, and in the
place that they prefer. Yet, evidence suggests there are lower
levels of ACP in people from Black, Asian and Minority Eth-
nic (BAME) communities. Little is known about how the
model of resuscitation decision-making fits with the social, cul-
tural and religious values and beliefs of BAME groups. Health
care professionals (HCPs) also report a lack of confidence in
having culturally appropriate discussions with BAME patients
and their families. Equipping professionals to be more confi-
dent about such ACP discussions may lead to achieving patient
preferences.

Aims This study explores professional views and experiences
of ACP with patients from BAME backgrounds. With a focus
on making decisions about resuscitation, it aims to identify
barriers and enablers and person-centred outcomes to such
discussions and provide evidence for training professionals.
Methods Thematic analysis of qualitative semi-structured inter-
views with HCPs across primary, secondary and tertiary care
in Leicester, including GPs, hospital doctors and nurses.
Results There was an emphasis on building rapport, the timing
of discussions and navigating communication barriers. Barriers
to decision-making included: patients® and their families under-
standing of both prognosis and resuscitation; and differing val-
ues amongst generations of migrants. Professionals struggled
with how to find a balance between acting in a non-discrimi-
natory way whilst respecting cultural differences. Patients and
family members, who wished to prolong life at all costs, com-
monly framed religiously as the sanctity of life, was described
as a key challenge to discussions. Most HCPs highlight the
need for further training and/or support.

Conclusion There are significant barriers for HCPs when dis-
cussing resuscitation decisions with people from BAME com-
munities. This increases the complexity of navigating ACP and
achieving patients‘ preferences. HCPs would benefit from fur-
ther training and support.

USING A QUALITY IMPROVEMENT APPROACH TO

IMPROVE TREATMENT ESCALATION PLANS AND
REDUCE CARDIAC ARRESTS AT A LARGE ACUTE NHS
TRUST

Adam Hurlow, Craig Pattison, Alison Cracknell, Anna Winfield, Sherena Nair. Leeds
Teaching Hospitals NHS Trust

10.1136/bmjspcare-2018-ASPabstracts.73

Background Cardiopulmonary resuscitation (CPR) is effective
for a minority of patients, with survival to discharge of less
than 20%. A recent UK review of in-hospital CPR attempts
identified failure to recognise patients at risk of cardiac arrest,
discuss treatment escalation plans (TEPs) including CPR, and
make do not attempt CPR decisions.

Methods In 2014, Leeds Teaching Hospitals NHS Trust
(LTHT) established a quality improvement (QI) collaborative
to improve the care of patients at risk of clinical deterioration
and reduce avoidable deterioration or inappropriate CPR. It
consisted of 14 pilot wards across specialty areas, supported
by a multi-disciplinary faculty including Palliative Care.

Three key drivers for change were identified, including a

work-stream focussed on timely TEPs for patients nearing the
end of life. Over 12 months, pilot wards developed and tested
improvement ideas. In June 2015, a bundle of five key inter-
ventions, including a TEP sticker and decision prompts, safety
huddles and post-CPR debrief, was tested successfully across
the 14 wards. A staggered trust-wide roll out of the bundle
started in March 2016.
Results Statistical process control charts have shown a sus-
tained and significant 25% reduction in cardiac arrest calls
across LTHT, and a 32% reduction at the Saint James’s Uni-
versity Hospital Site. This equates to 87 fewer cardiac arrests
annually across the Trust than in 2015.

On pilot wards the proportion of patients with a treatment

escalation plan and a CPR decision increased by 125% and
72%, respectively. The Trust incidence of cardiac arrests per
1000 admissions at SJUH is now 25% lower than the national
average.
Conclusion A QI collaborative approach, empowering ward
level innovation, with expert faculty support, can improve rec-
ognition of patients at risk of cardiac arrest, change behav-
iours and increase the number of patients with TEPs including
CPR decisions; leading to a statistically significant reduction in
cardiac arrests.

DEVELOPING A STUDY INTERVENTION: A REALIST
REVIEW AND CONSENSUS WORKSHOPS TO DEVELOP
THE NAMASTE CARE INTERVENTION FOR PEOPLE WITH
ADVANCED DEMENTIA PRIOR TO A FEASIBILITY STUDY
USING A CLUSTER RANDOMISED CONTROLLED TRIAL IN
NURSING CARE HOMES

Catherine  Walshe, Julie Kinley, Claire Goodman, Frances Bunn, Jennifer Lynch,
Rachel Sharpe, Nancy Preston, Shakil Patel, Katherine Froggatt. Lancaster University,
University of Hertfordshire, St. Christopher’s Hospice

10.1136/bmjspcare-2018-ASPabstracts.74

Background Clear intervention specification is important, but
often absent or incomplete in study reports. Namaste Care is

BMJ Supportive & Palliative Care 2018;8(Suppl 1):A1-79
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a complex intervention for people with advanced dementia,
but is not well specified, can be implemented differently, with
limited evidence of effect, nor understanding of its optimal
delivery.

Aims a) To develop a programme theory(ies) of how the
Namaste care intervention achieves particular outcomes, and
in what circumstances.

b) To refine and develop an evidence based Namaste Care
intervention specification and training package acceptable to
nursing care home staff and families.

Methods A two phase approach incorporating both a realist
evidence review and consensus methods. Consensus workshops
first explored readability, understandability and utility of stim-
ulus materials with Namaste Care naive care home staff. Next
emerging findings from the review were presented to stake-
holders (care home staff, volunteers and family carers) with
experience of Namaste Care, and nominal group techniques
used to identify how intervention materials and resources
required to support implementation could be refined. Drawing
on nominal group technique analytical methods, analysis con-
sidered both the frequency of statement rankings alongside a
thematic analysis of reasoning for preferences.

Findings Presentation to Namaste Care naive staff resulted in
changes to language and clarification of terms such as ‘per-
sonal care’. Two consensus workshops (n=15 care home staff
participants, n=1 family carer participant, n=1 volunteer par-
ticipant) further refined materials. An additional section of the
intervention guide developed between workshop one and two
focused on organisational preparation for Namaste Care imple-
mentation. Issues such as intervention timing, frequency, focus
and staffing requirements were identified as requiring further
specification.

Conclusion A careful, staged, process of intervention specifica-
tion and refinement revealed important issues that required
attention. Addressing these before trial commencement could
increase the likelihood of intervention fidelity.

WHY DO PALLIATIVE PATIENTS CALL OUT OF HOURS
GPS?

Venetia Allan, Paula Macdonald, Robin Warshafsky, Amelia Cook. Brighton and Sussex
Medical School, King's College London

10.1136/bmjspcare-2018-ASPabstracts.75

Background Primary care plays a significant role in the deliv-
ery of end of life care with most patients spending the major-
ity of their last year of life in the community. 44% of deaths
occur in care or private homes and 79% of people wish to
die at home. Quality primary care ensures identified needs are
met and expressed care preferences are carried out. Improving
out of hours (OOH) care is a priority in Palliative Medicine.
This study identifies why patients with palliative care needs
access OOH GPs to aid understanding of need and service
planning.

Methods A retrospective analysis of call records of all patients
and carers who contacted OOH primary care providers from
three clinical commissioning group areas in Southern England
in a 6 month period. OOH call records were searched for
cases labelled ‘Palliative’ — the only tag available. Data were
anonymised and demographic information was collected.

Reason for call and call outcome were recorded. Data quality
checks were performed. Descriptive statistics were performed
using SPSS.

Results 801 calls for patients with palliative care needs were
identified. Mean patient age was 79 years. 57% had cancer.
27.5% patients had anticipatory medications in place. Antici-
patory medication requests comprised 16% of calls, pain
accounted for a further 16% and 7% involved a death. The
remainder of calls were about symptom control or intercurrent
illness.

50% of calls resulted in prescriptions including anticipatory

medicines and syringe drivers. 8.1% resulted in hospital
admission.
Conclusion OOH primary care services are often used for end
of life (EOL) prescribing. Advanced care planning could
reduce OOH calls, improving end of life experience for
patients and families. This would enable OOH GPs greater
time to respond to the significant number of calls representing
need for reassurance and support from a clinician.

A REVIEW OF DOCUMENTATION OF DNACPR
DECISIONS WITHIN A HOSPICE IPU SETTING OVER TIME

Christina Radcliffe, Ruth Roberts. Birmingham St Mary's Hospice
10.1136/bmjspcare-2018-ASPabstracts. 76

Background DNACPR decisions are an important but small
part of decision making and advance care planning at end of
life. Historically, patients and families have not always been
involved in these decisions, as they relate to a medical inter-
vention which is often unlikely to benefit patients. Clinical
practice of DNACPR decision making may have changed in
light of court judgements in the cases of Tracey and Winspear,
and updated guidelines from governing bodies and the resusci-
tation council. A review of historical audits of documentation
of DNACPR decision making within the hospice inpatient unit
took place to review changes over time.

Methods Annual audit was undertaken over a five year period
using standards taken from local and national guidelines. This
was then compared and contrasted to review the impact over
time.

Results The percentage of patients in the hospice inpatient set-
ting with a decision about resuscitation recorded has remained
steady. There has been a gradual increase in the proportion of
patients who have a clear rationale recorded for DNACPR. In
a significant number of patients, the rationale for the
DNACPR decision being made was patient choice.

There has been an increase in the proportion of patients

involved in decision making about resuscitation from 35% in
2013 to 100% of those with capacity in 2016 and 2017.
There has also been an increase in the proportion of relatives
involved in decision making, particularly where the patient
lacks capacity.
Conclusions Changes to the legal framework and guidance
around DNACPR have increased the number of patients and
families involved in DNACPR decision making. It is unclear
from this data what patients and their families thought about
their involvement, and whether this was perceived to be bene-
ficial. Further research in this area is encouraged.
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