
Conclusions There are several shared factors within the cohort
of patients with a LOS greater than 30 days. Commencing
discharge planning, is not always the patient’s preferred
choice, involves several MDT members and occurred in 82%;
however only 39% patients were discharged. A subsequent
prospective service evaluation will now aim to assess the
impact of each of these factors.

110 EVALUATION OF MULTI-PROFESSIONAL RESPONSES
TO SPECIALIST PALLIATIVE CARE SERVICE PROVISION
USING CLINICAL ALIGNMENT

Veronica Cowlin, Caroline Adams, Debra Swann. Croydon Healthcare Services

10.1136/bmjspcare-2019-ASP.133

Background A change in practice within a hospital specialist
palliative care team (SPCT) to allocate each specialist team
member to an identified group of clinical areas. The aim
being to improve effectiveness of the service with increased
continuity of contact for patients, relatives and multi-professio-
nal staff. We describe this as clinical alignment.
Aims To evaluate the impact of introducing a change in SPCT
service delivery by measuring multi-disciplinary responses
about the effectiveness, accessibility and quality of SPCT pro-
vision. To also evaluate the impact of Clinical Alignment in
supporting ward staff to meet their educational and develop-
ment needs.
Methods A questionnaire was developed for multi-professional
ward teams across adult care designed to elicit their experi-
ence of SPCT provision. A second questionnaire was designed
for the SPCT. Questionnaires were given out 9 months after
adopting clinical alignment and were anonymised with only
the role of the respondent identifiable. 180 questionnaires
were given to ward teams. Response rate was 70% (n=126).
SPCT response rate was 100%.
Results Of multi-professional team responses 94% were some-
what satisfied or very satisfied with SPCT input. 79%
responded that input was of high or very high quality, 82%
that the SPCT was very or extremely responsive, 86% some-
what or very approachable and 90% somewhat accessible or
very accessible. 53% Respondents felt supported in education
and development. Incomplete questionnaires were returned,
completed data from these was included. SPCT responses were
generally positive, with agreement to continue to work with
clinical alignment in service delivery.
Conclusions Multi-professional and SPCT responses were over-
whelmingly positive. All SPCT responses indicated a contribu-
tion to the education and development of multi-professional
colleagues that was endorsed by only a small majority of
respondents. This variance will inform service development.

111 OUT OF HOURS SUPPORT: A REVIEW OF THE 24 HOUR
ADVICE LINE FOR SOUTH EAST WALES FROM MARIE
CURIE HOSPICE CARDIFF AND THE VALE

Heledd Lewis, Joanne Hayes, Hannah Osborn. Marie Curie Hospice Cardiff and the Vale

10.1136/bmjspcare-2019-ASP.134

Introduction The Marie Curie Hospice, Cardiff and the Vale
runs a twenty four hour specialist palliative care telephone
advice service for patients, relatives and other health care

professionals. It supports a seven days a week clinical nurse
specialist (CNS) palliative care service in all settings across
South East Wales. Calls are handled by hospice in patient
nurses. Calls from healthcare professionals are passed onto
the appropriate specialist palliative care team which consists
of a CNS team and on call specialty trainees or consultants
in palliative medicine. Calls from patients and relatives are
either dealt with by the inpatient nurses, passed onto the
appropriate specialist palliative care team or GP out of
hours.
Method A Retrospective review of advice calls received at the
hospice between 1st April-20th September 2018.
Results There were 336 calls to the advice line in the
6 month period, a mean of 56 calls per month. Of these
34% were previously known to Marie Curie. 74% of the
calls were from the patient’s own home. The duration of
advice calls to the inpatient nursing staff amounted
46.2 hours. 53% of the calls were over the weekend and
27% of calls were passed onto the oncall Doctor. 17% of
the calls were passed onto the CNS. Of the callers to the
advice line 36% were relatives and 21% were other doctors
(GP or junior doctor) calling for advice. The majority of calls
to the advice line were regarding symptom control, patient
advice or medication queries.
Conclusion As demonstrated, the advice line is a successful
means of support for patients, their carers and other health
care professionals. The Marie Curie hospice in Cardiff is
working collaboratively with other organisations to extend
support and advice beyond its usual patient population
24 hours a day seven days a week.

112 CHALLENGES OF CLINICAL CODING: AN AUDIT OF THE
ACCURACY OF PRIMARY DIAGNOSIS CODING IN A
SPECIALIST PALLIATIVE CARE UNIT

Katie Taylor, Sinead Henderson. Woking Hospice

10.1136/bmjspcare-2019-ASP.135

Background Robust data collection regarding diagnoses of
those referred to supportive and palliative care services is
essential. It enables constructive dialogue between provider
and stakeholders, supports service planning and delivery, and
identifies trends in clinical conditions. With increasing age and
multi-morbidity, data collection is increasingly challenging.
This audit aimed to look at the accuracy of data collection
within a single hospice.
Methods This was a retrospective audit of eighty patient
notes. An audit proforma was developed to collect data relat-
ing to demographics, diagnosis, and comorbidities. The ICD-
10 diagnostic code for each patient was extracted from the
electronic data information system. The agreed standard was
100% of ICD-10 diagnostic codes should match primary
diagnosis.
Results 61% of notes showed congruence between primary
diagnosis and ICD-10 diagnostic code recorded. Of those
notes showing discrepancy, 4 had no ICD-10 code
recorded; 2 did not easily fit within ICD-10 codes avail-
able; 3 had multiple malignancy and immediate life limit-
ing malignancy was incorrectly identified; 5 had the
incorrect non-malignant diagnosis selected; and 1 was
incorrectly recorded as having a non-malignant diagnosis.
63% of patients had a primary diagnosis of malignancy.

Abstracts

SPCare 2019;9(Suppl 1):A1–A71 A49

 on M
ay 23, 2023 by guest. P

rotected by copyright.
http://spcare.bm

j.com
/

B
M

J S
upport P

alliat C
are: first published as 10.1136/bm

jspcare-2019-A
S

P
.135 on 1 M

arch 2019. D
ow

nloaded from
 

http://spcare.bmj.com/


The overall mean number of comorbidities was 3 (range of
0–7) with a mean of 3.5 for those with an incorrect code.
Most common co-morbidities were hypertension (30%),
type two diabetes (22%), ischaemic heart disease/heart fail-
ure (17%), atrial fibrillation (17%), and other malignancy
(15%).
Conclusions Recommendations to improve clinical coding
included: identifying clinical and administrative points dur-
ing patient journey to review ICD 10 diagnostic code; use
of multiple diagnostic codes; and staff education around
data collection. The difficulties identified reflect the chal-
lenge of accurate clinical coding within the context of an
increasingly complex caseload and multiple co-morbidities.
It highlights the importance of developing more nuanced
approaches to clinical coding within the palliative care
setting.

113 OUR JOURNEY TO IMPLEMENTING THE CASTLE
REGISTER: THE LOCAL ELECTRONIC PALLIATIVE CARE
COORDINATION SYSTEM (EPACCS) FOR COVENTRY
AND WARWICKSHIRE

Sarah MacLaran, Monica France, Claire Magee, Kay Greene, Hazel Blanchard, Kate Day.
UHCW NHS Trust, The Myton Hospices, NHS Arden and Greater East Midlands
Commissioning Support Unit, Coventry and Warwickshire Partnership NHS Trust, Mary Ann
Evans Hospice, South Warwickshire CCG, Coventry and Rugby CCG

10.1136/bmjspcare-2019-ASP.136

Background EPaCCS enable the recording and sharing of key
details and care preferences for patients approaching the end
of life, supporting co-ordination of care and delivery of the
right care, in the right place, by the right person, at the right
time. Core content was identified in an NHS England national
information standard for end of life care co-ordination (ISB
1580).
Methods In 2011 a local EPaCCS implementation group was
formed with clinical and IT representation from 3 CCGs, 3
acute NHS Trusts, 2 community NHS Trusts, 4 independent
hospices, GPs, out-of-hours providers and the ambulance
service. From 2012–2014 existing EPaCCS across the country
were viewed, an appropriate IT platform was identified, clin-
ical staff were involved to agree content, and bespoke clinical
templates were built. From 2014–2016 development took
place through a test-launch-review cycle. Information gover-
nance issues were addressed with an executive governance
policy, standard operating procedure and data sharing agree-
ments. Extensive communication supported a launch across
providers.
Results The system went live in November 2016. Over 600
patients have a CASTLE Register record and over 900 staff
have been trained and licensed to use the system. It can be
viewed in acute, community and hospice settings with auto-
mated notifications sent to ambulance and out-of-hours serv-
ices. Key challenges have included the need for continuous
collaboration between all providers; clinical/IT leads learning
to speak a common language; interoperability between 10 clin-
ical IT systems; need for culture change across the entire
health economy.
Conclusions The journey through engagement, scoping, devel-
opment and communication has been challenging with many
obstacles to overcome along the way. Throughout, the patient
has been kept at the centre with passionate clinical leadership
and perseverance over years. Ongoing sustainability is being

supported through engagement of local clinical champions,
CCG funding incentives for GPs, shared resources, training
and video learning.

114 WHERE CHILDREN DIE; A RETROSPECTIVE COHORT
STUDY OF CHILD DEATH OVERVIEW PANEL (CDOP)
DATA

Davina Hartley, Kate Renton, Catriona McKeating, Liz Lyles, Louise Clarkson, Anton Mayer.
Yorkshire and Humber Children’s Palliative Care Network, Sheffield Children’s Hospital,
Bradford Teaching Hospitals Trust, Forget Me Not Children Hospice, Bradford Safeguarding
Children Board, Sheffield Children Hospital

10.1136/bmjspcare-2019-ASP.137

Aims There is a statutory requirement to review all child
deaths as part of the safeguarding children guidance. The aim
of this cohort study is to collate and evaluate child death data
from all Child Death Overview Panels within the Yorkshire
and Humber region to inform strategic planning, justify fund-
ing, and ultimately improve the care provided to children.
Methods Retrospective cohort study. Data audited from all 14
CDOPs in the region. Descriptive analysis performed using
SPSS. The dataset included: 3 full years of CDOP data (2013/
2014 – 2015/16), all child deaths (expected and unexpected),
age (0–17 inclusive), gender, ethnicity, partial postcode, place
of death and category of death following review. Ethical
approval not required as audit and no patient identifiable data
collected. Missing data excluded from analysis on a pairwise
basis.
Results Over the study period there were 1221 deaths, with
an average mortality rate of 407 deaths pa (total child popula-
tion=1.1 million, 3.5 deaths/10000 children). The major
causes of death were perinatal/neonatal events, and chromoso-
mal, genetic and congenital anomalies; Combined these
account for 60% (n=712/1183) of the dataset. ‘Expected’
deaths accounted for 64% (n=730/1149) of all child deaths.
Place of death for expected deaths=Hospital deaths: 77%
(n=564) Home: 9% (n=67), Hospice: 13% (n=91). When
ethnicity data analysed for place of death (excluding neonatal
and unexpected deaths), a greater proportion of white British
children (n=201) died at home (16%, n=33) or within a hos-
pice (23%, n=47) when compared to Asian children (Home:
12%, n=14; Hospice: 9%, n=10); Chi-squared 15.07,
p=0.002.
Conclusions
. Place of Death (POD) key quality indicator for EOL care.

Limited evidence preferred POD in paediatrics.
. Ethnicity appears to affects POD.
. Oncology patients are more likely than children dying from

other causes to die at home. This is likely due to the
provision of POON services.

115 EXPERIENCE OF USING INTRAVENOUS ANTIBIOTICS IN
AN INPATIENT HOSPICE UNIT

Sarah Sneller, Bethany Wright. St Peter’s Hospice (Bristol)

10.1136/bmjspcare-2019-ASP.138

Background The rationale for initiating intravenous antibiotics
is variable (symptom control vs life prolongation). There is
limited data to show efficacy. Not all hospice inpatient units
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