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EVIDENCE BRIEFING ON RECENT RESEARCH
1. Access to palliative care
(a) Triggers to referral for cancer patients include ending of chemotherapy and radiotherapy; cancer patients that don't receive anti-cancer treatments are significantly less likely to access palliative care.  
(b) Triggers to referral for non-cancer patients include frequent unplanned hospital admissions though prognosis is not routinely discussed with these patients by acute care teams. Patients may be discharged with false hope and the expectation that GPs would address this.
(c) Median contact time with palliative care teams before death for 4650 Leeds patients was 34 days to either community or hospital based services.
(d) Contact time was significantly related to diagnosis (cancer = 37 days, non-cancer =16 days) and to age (< 50 years = 55 days, 50-74 years = 38 days, 75+ = 29 days).
(e) There is a lack of patient materials available to support referral to palliative care; only 3 of the 31 oncology units in 20 hospitals across Yorkshire CRN region had information that highlighted benefits of palliative care.  
KEY PRIORITIES:
· Enable earlier access to palliative care particularly for older patients and those with non-cancer diseases, or cancer patients that do not receive treatments
· Identify patients in primary care with chronic diseases that are increasingly frail and have frequent hospital admissions
· Support referral with better patient information that highlights benefits of palliative care 
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2. Access to pain management 
(a) National Survey of Bereaved People (VOICES) shows that in the last 3 months of life, pain control is poorest for patients cared for at home, and best for patients cared for in hospice. 
(b) Costs to CCGs of poor pain control are significant. Monthly costs of a cancer patient in pain at home: mild pain = £2437; moderate pain = £3146; severe pain = £3949. 
(c) Healthcare professionals remain fearful of initiating strong opioids for patients with advanced diseases, particularly in primary care, but are more confident when supported by expertise from palliative care teams.
(d) In 6080 Leeds cancer patients, only 30% had received a strong opioid by 6 weeks before death; median treatment duration was 9 weeks.
(e) Older patients were significantly less likely to receive an opioid. Patients who died in hospital were 60% less likely to have received a strong opioid in the community in the year before death than those who died in a hospice. 
(f) CQC now has standards for management of cancer pain which all NHS organisations are expected to meet that incorporate NICE recommendations on opioids. 

KEY PRIORITIES:
· Improve pain control for patients cared for at home 
· Support routine assessment of pain for patients with cancer and other advanced diseases and prompt access to appropriate analgesia  
· Promote seeking of prescribing advice from specialist palliative care teams 
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3. Support for self-management of pain
(a) Patients want support for self-management and frequently trade-off pain against drug side effects in order to reduce interference in daily living.  
(b) Cancer patients with pain rank good communication and information more highly than access to healthcare professionals, and would rather see a specialist nurse than a GP.
(c) Providing written information that addresses fears about pain and opioids, and gives practical advice on medicines management and explains how to access help, can reduce pain intensity more than paracetamol or gabapentin.   
(d) Pharmacist-delivered New Medicines Service for patients starting strong opioids is acceptable and feasible but needs further refinement.  
(e) Electronic pain and symptom monitoring appears effective in earlier stages of cancer but its place in palliative care is yet to be established.
(f) Integrating simple interventions delivered by community palliative care nurses in routine care is feasible and currently being evaluated in multicentre RCTs co-ordinated from Leeds.        


KEY PRIORITIES
· Determine effectiveness of implementing self-management interventions in routine palliative care that increase self-efficacy and reduce interference from pain
· Support NICE guidance on providing written information when initiating strong opioids
· Support greater access to specialist palliative care nurses or NMS trained pharmacists
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4. Advance care planning
(a) Advance care plans reduce hospitalisations and increase satisfaction with care.
(b) EPaCCS may simply reflect clinical activity rather than stimulate advance care planning but more detailed evaluation is needed.  
(c) Prescribing of anticipatory drugs for end of life care is recommended by NICE. 
(d) National activity of non-medical (nurse) prescribers in palliative care has doubled since 2012 and is increasingly focused on pain management, though contribution to all community palliative care prescribing remains very low.       

KEY PRIORITIES
· Increase uptake of advance care plans for people with advanced diseases
· Understand role of EPaCCS further to determine effectiveness in routine care
· Facilitate non-medical prescribing activity by specialist nurses by enabling electronic prescribing linked to local pharmacies  
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5. Improving outcomes at end of life
(a) In 2480 Leeds patients that died from cancer 2013-2014, 65% received at least one contact with palliative care services.
(b) Patients that received palliative care were significantly more likely to avoid emergency admission to hospital in last 4 weeks of life and stop chemotherapy earlier compared to patients that did not receive palliative care.
(c) Patients that received palliative care doubled the chance of accessing a strong opioid (53% versus 25%), and almost halved the risk of dying in hospital (23% versus 40%).
(d) There was a clear dose-response relationship; for each cumulative contact or week with palliative care, a patient increased their odds of improved outcomes at the end of life.
(e) The minimal effective dose of palliative care to avoid emergency admission, access a strong opioid and avoid hospital death was relatively minimal: two contacts initiated at least four weeks before death.

KEY PRIORITIES: 
· Commission or support earlier contact with palliative care integrated alongside cancer management
· [bookmark: _GoBack]Determine applicability of this evidence for non-cancer diseases or undertake further research in key populations such as COPD or heart failure
· Use metrics derived from routinely collected data to monitor improvements in access to palliative care and outcomes   
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