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“I remember the A&E nurse - I think her 

comment was ‘Thank goodness you’re 

here’, and it was very much like relief of ‘I 

didn’t know what to do, I was out of my 

depth.’” 

(7-Day nurse responding to a call from A&E 

colleagues) 
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Key points  
This evaluation is important. Changes to service models are common, and yet rarely robustly 

assessed to understand if they have the desired impact. This is a comprehensive mixed-

method evaluation that aimed to assess whether a change in specialist palliative care service 

models makes a difference to the type and quality of care received, and hence on important 

care outcomes.  

Who uses the services?  

Users of these specialist palliative care services, across the two areas studied were typically 

in their early to mid-70s, equally split between males and females, predominantly White 

British, and many with a cancer diagnosis.  

What difference did the new service models make?  

The quantitative data show trends, rather than findings of statistical significance. The average 

length of stay was shorter after the new services were instituted, with a higher average 

number of admissions. Those receiving care after the new service models commenced were 

more likely to be those with more co-morbid conditions and with a poorer performance 

status.  

Average length of stay was likely to be longer for those who were older, or female, but shorter 

for those with cancer or at Wigan Hospital. Average number of admissions was likely to be 

higher for those who were older, but lower for those who were female, with cancer or at 

Wigan Hospital.  

After the enhanced programme initiated shortness of breath decreased. People tended to 

report fewer problems with pain, weakness, depression and being at peace. Achieving 

preferred place of death went up. Dying in hospital went down.  

The number of face-to-face interactions decreased. The number of global remote interactions 

increased. 
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Despite changes in workload, additional training time and an increase in the demand for 

services, there was some evidence of improvements in efficiency following the 7-day services. 

Our findings suggest a trend towards reduced length of hospitalization, and more functional 

patients accessing support in the community following the initiation of the 7-day models. 

The qualitative data demonstrate the impact of the new service models across five main 

areas. Responsiveness: Additional capacity resulted in better service responsiveness. Patients 

were more satisfied. Reassurance: Patients felt more confident, with less uncertainty and 

fear. Professional peer support facilitated confidence and knowledge growth. Relationships: 

Relational continuity is critically important to patients and family carers. Team working 

improved, with an effect on joint working, peer support, shared learning and better referrals. 

Reciprocity: Patients and family carers felt their lived experience and knowledge were valued, 

leading to better decision making and improved symptom management. Retention: Skill mix 

is important, with particular value seen in the Band 8a nursing role.  

It is recommended that:  

• Enhanced 7-Day services continue to be developed or enhanced to provide high quality 

and integrated palliative care to patients and families.  

• For sites developing similar models of service an holistic view should be taken about how 

to support the development of new services and their sustainability. This should 

encompass service commissioners, funders, service providers and communities.  

• The development and retention of staff should be a key consideration for sites 

developing similar models. This should include both recruitment of new staff to support 

the service and current capacity and development considerations (to ensure that staff 

are not just retained- but that there will be future staff to sustain a service). Retention 

and capacity building are likely to have greater significance in settings where staff 

recruitment is low.  

• Senior nursing roles (band 8a) are important when developing similar models of service. 

There is evidence that the integration of 8as into enhanced services are seen as important 

by patients, family carers, and members of staff. These roles provide expertise to the 

teams, are likely to be cost-effective, and enable efficient care but are also important in 
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sustainability by providing career progression whilst remaining in a clinical role. 

Appropriately allocated medical time is a key factor in supporting staff development 

(including at band 8a). 

• The development of similar services needs a clearly designed implementation process 

(which considers the necessary timings for planning, developing and implementing the 

new service, and appropriate resources) in order to enable the service to be delivered as 

designed. This should include an adequate baseline period before the service 

commences, build in evaluation early (see below) and aim to avoid intervention ‘creep 

and spread’. 

• The teams enacting the new models of care are central in the success of an evaluation, 

and need to be resourced and supported to ensure data (including baseline data) are 

consistent and complete, and key activities (such as recruitment) can be supported.  

• If local, national or international comparisons of service models and their outcomes are 

important, then outcome measures need to be carefully and consistently chosen, with 

much attention given to their consistency and completeness. This will be challenging 

given the variability in how outcomes measures are completed, and a lack of consensus 

about the outcomes of interest (which are likely to vary among stakeholders). 

• The enhanced service models evaluated appear to have an effect on important outcomes 

such as length of stay and frequency of admission to hospital, but primarily for those who 

are already typical users of the services. If new service models are intended to enhance 

access by under-served populations then it is important that this is clearly articulated and 

the enhancements carefully designed to facilitate this. 

• Evaluation should be research-driven and needs to embrace a rich and diverse 

methodological repertoire in order to genuinely understand impact, effect and 

experience of new initiatives. 

• Future evaluation designs should consistently prioritise the aspects which are most 

important to patients at the end of their lives, and their carers. These aspects are least 

likely be able to be captured using standard outcome measures. The way that people 
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feel; that they feel understood, responded to and cared for is critically important, and is 

likely that this would not be understood without carefully collected qualitative data. 

• Future evaluation design needs to be ‘built in’ early to enable robust evaluation. This 

should take account of the challenges of implementing and sustaining a new model of 

care, enable the most appropriate study design to be selected and improve baseline data 

(and data collection in general) in order to guide knowledge on how services can be 

developed, enhanced and tailored to maximise efficacy, sustainability and transferability. 
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Executive Summary  

Background: 

Ensuring that people with advanced, progressive, life limiting illness have the best possible 

experience of care throughout their remaining life and in death is a key societal imperative. 

There is increasing acknowledgement that providing the same NHS services on weekends and 

bank holiday as are provided during the week is critically important to attaining this, and 

guidance and audits (such as from NICE, the National End of life Care strategy and the National 

Care of the Dying Audit) have endorsed the need for specialist palliative care to be sufficiently 

staffed to enable face to face assessment during normal hours, 7-days a week. A national 

framework outlining ambitions for end of life care in England identified the need for 7 day 

access to services and recommended that commissioners and providers engage in defining 

how services will operate to ensure expert responsiveness 1. Cancer Vanguards in Greater 

Manchester, along with London, identified 7-day specialist palliative care services as a priority 

and worked with a the Royal College of Physicians and the Association of Palliative Medicine 

to develop guidance about night, weekend and bank holiday services 2. 

An important thread for 7-day working is the impact on patient outcomes, including (but not 

limited to) place of care, place of death, number of hospital admissions, length of hospital 

stay, symptoms (and their control). These have multifactorial implications, affecting the 

patient and their informal caregivers, health care professionals, the healthcare economy, and 

the availability and sustainability of services etc. The experiences and satisfaction of patients 

within these services, their carers, and staff providing these services, and the impact of the 

wider system are also important. In response to these complexities Macmillan Cancer Support 

funded two localities to expand their specialist palliative care hospital and community seven-

day services, and also funded a high quality evaluation of the effectiveness and the effect of 

the enhanced service compared with baseline. This report details the results of this 

evaluation.  
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Table 1: Key terms 

 

Professional stakeholders within the pilot sites: stakeholders involved in the provision of 
specialist palliative care within the two sites, including senior nurse practitioners, 
advanced nurse practitioners, palliative medicine consultants, consultant nurse 
practitioners, SAS doctors etc. 

Key stakeholders: includes commissioners, providers, health professionals, service users, 
Macmillan. 

People at palliative and end of life (EOL) stages: Individuals with complex or significant 
holistic palliative care needs living with potential life limiting illnesses. 

Carers: People with a close social and emotional bond, not just those related by kinship or 
marriage, of people at palliative and EOL stages 3 4. 

Outcome measure: a valid and reliable measure to establish a patient’s baseline health 
status and then evaluates changes over time against that baseline 5.  

Metric: a measure (e.g. quantity, duration or frequency) of a characteristic or aspect of 
the programme which permits the systematic reporting of the programme’s performance. 
6 

 

Figure 1: Overview of the 7-day models in practice1 

 

 

 

1 This is a simple overview of the model in each setting depicting the composition of staffing on a ‘normal’ week. 
It does not depict the total number of staff employed within each service nor does it represent variations, such 
as might be seen with winter pressures. See the appendices for more information on the models. 
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Aim: 

To evaluate and evidence the effectiveness and effect of the enhanced 7-day2 service, and to 

explore a range of perspectives on the service.  

Methods: 

Study Design: A pre-post longitudinal study, combining quantitative and qualitative design 

elements.  

Setting: The two geographical sites participating in this study formed the sites for Macmillan 

7-day Assessment and Advice service: Wigan Borough and Salford (enhancing existing 7-day 

services in both localities). Within these sites were the hospital (Royal Albert Edward Infirmary 

and Salford Royal Foundation Trust,) and community (Wigan and Leigh Hospice and St Ann’s 

Hospice, Little Hulton) specialist palliative teams 3 

Participants: Adult (18+ years) patients (quantitative and qualitative components), family 

carers, specialist palliative care staff within the services (qualitative component only). 

Sampling and recruitment: The quantitative component adopted total population sampling 

whereby data from all adult people with complex or holistic palliative care needs accessing 

the 7-day services (as patients) within the two locality sites were collected prospectively and 

retrospectively (for the period prior to the enhanced 7-day services data: baseline). In the 

qualitative component adults with complex or significant holistic palliative care needs 

accessing the 7-day services were purposively sampled to maximise variety based on gender, 

diagnosis, living status, and amount and type of contact with the service (in hospital, in the 

community, face to face, by telephone, at weekend, during the week). Participating 

individuals were asked to invite a family/informal carer of their choice. Staff involved in the 

 

2 The 7-day Macmillan Assessment and Advice Service also known as the Macmillan 7-day Specialist Palliative 
Care Programme (or enhanced 7-day service/programme) is generally referred to as the 7-day 
service/programme/model or enhanced programme/service within this report. 
3 For the purposes of this report the specialist palliative care teams in Salford Royal Foundation Trust, and Royal 
Albert Edward Infirmary will be referred to as hospital services (or specialist palliative care teams etc.) and the 
teams based in St Ann’s Hospice and Wigan and Leigh Hospice will be referred to as community services 
/specialist palliative care teams etc., or hospice.  
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provision of specialist palliative care within the 7-day service were purposively sampled to 

maximise variety based on gender, role and the setting in which they worked.  

Data collected: The quantitative data were collected following the HRA precedent set criteria 

whereby the direct care team extracted and pseudonymised the outcomes from the case 

notes. This was analysed within four time periods of four months, with the baseline 

information (June 2018 to September 2018) compared to the period with the 7-day services 

(October 2018 to September 2019). Qualitative data collected within the sites included 

interviews with patients receiving care within the 7-day services, their family caregivers, and 

specialist staff providing the 7-day services. An electronic survey of the experiences of 

professional non-specialist palliative care workforce working within the sites (GPs and District 

Nurses, and healthcare professionals working in Wigan Borough and Salford) was also 

undertaken. 

Results: 

Quantitative data: Over the study period data were collected on 5601 patients, 1507 before 

the new service models, and 4094 after the enhanced service models started. The average 

age was 73 years, roughly equal male/female, and mostly White British. Around a third of 

patients died during the study period. Whilst no results were statistically significant, there are 

trends in the data that indicate that people were staying in hospital for less time (around 1 

day less), but being admitted to hospital more often (around 1.5 admissions more on 

average). People with cancer had shorter hospitalisations, with 4 days fewer than other 

patients, on average. Patients admitted into Wigan hospital experienced shorter lengths of 

stay in comparison with Salford Hospitals (on average 6 days less).  

Data on multi-morbidity and performance status indicates that those seen after the enhanced 

service models were instituted are likely to be sicker. Detailed econometric modelling shows 

that being older and being female may increase the length of stay, whilst those with cancer, 

or admitted to Wigan Hospital have shorter lengths of stay. Similarly, age may increase the 

number of admissions, whilst being female decreases it. People with cancer are less likely to 

be hospitalised as well as those admitted to Wigan Hospital. Being older and being female 

increased the length of stay. Each additional year of age increased length of stay by 0.6 days. 
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Females stay almost 3.5 more days in the hospital, on average (although this is not 

significant). Other variables did not show statistical significance but it is worth noticing that 

length of stay decreased while the number of admissions increased, face to face interactions 

reduced while global remote interactions reduced and people tended to have fewer problems 

with pain, shortness of breath, weakness, depression and being at peace. Finally, achieving 

preferred place of death went up and dying in hospital went down.  

There was a reduction in the number of staff working at Wigan hospital over time; while 

Salford Hospital remained fully staffed. At each of the community services, we found 

consistent differences between the planned/ funded number of staff and the number of staff 

at work.  

Despite changes in workload, additional training time and an increase in the demand for 

services, there was some evidence of improvements in efficiency following the 7-day services. 

Although all improvements cannot be attributed to the 7-day services, our findings do suggest 

a trend towards a reduced length of hospitalisation, and more functional patients accessing 

support in the community. These improvements may partly be ascribed to improvements in 

routinely collected data to monitor and evaluate the services. 

Qualitative data: 19 interviews took place with patients, and 23 interviews with family carers 

(note, the nature of Specialist Palliative Care meant that an additional number of consenting 

patients deteriorated or died prior to interview). All interviews took place in the participants’ 

preferred place, usually their homes, at a time and date convenient for them. 33 interviews 

took place with specialist palliative care staff across by phase 1 (Summer 2019), with 20 follow 

up interviews by phase 2 (Spring 2020).  

Specialist palliative care staff consenting to participate represented the range of roles within 

the specialist palliative care teams and across the 4 sites, including: Band 6 nurses, Band 7 

nurses, Band 8a, consultants, administrators and GPs.  

The qualitative data supplemented and illuminated the results of the quantitative data and 

identified 5 interrelated aspects resulting from experiences of the 7-day services.  

• Responsiveness (of the service);  
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• Reassurance (patient, family carers and staff);  

• Relationships (between patient, family carers and staff, within staff groups and with 

other stakeholder groups);  

• Reciprocity (between patient, family carers and staff, within staff groups and with 

other stakeholder groups);  

• Retention (of service staff).    

Survey Data: The survey was completed by 17 respondents in total (n=13 from Salford, n=4 

from Wigan). Responses were received from both medical (n=9), and nursing (n=8) staff. 

Despite many efforts to enhance participation the response rate was too low to enable any 

meaningful analysis However, most respondents (n=13) were aware that an enhanced 7-day 

specialist palliative care service had been piloted in their area from October 2018. N=13 

indicated their palliative care patients has needed to contact a health professional urgently 

at weekends / bank holidays. Feedback on these weekend contacts was generally positive, 

suggesting that care was good, services worked well together and that the patient got as 

much support as they needed.  No problems or complaints were identified.   

Conclusions: 

The evaluation demonstrated that the enhanced 7-day specialist palliative care service was 

valued by patients and family carers. The uncertainty and fear experienced by patients with 

palliative care needs, and their family carers, were ameliorated by the enhanced service. 

There was evidence that it provided reassurance, continuity of care, and was responsive to 

needs. Patients and carers felt listened to by specialist palliative care staff; that their 

viewpoints were valued and informed decision making. The good care they received was 

appreciated and engendered satisfaction.  

The enhanced service was also positively viewed by staff within and outside specialist 

palliative care. Staff within the service felt they could respond in a timely manner to the 

changing needs of patients. They were reassured by the capacity provided by the service, 

particularly the ability to work alongside colleagues. Other staff, outside the service, were 

reassured by the availability and responsiveness the service provided to them. In addition, 
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the service created a growth in knowledge and in confidence. The relationships specialist 

palliative care staff were able to develop with patients and family carers enabled them to 

mediate between them and other healthcare professionals to better manage symptoms and 

to increase satisfaction with care. In return staff felt pride and satisfaction in being able to 

give good care. The role and importance of senior nurses within the team was highlighted.  

Those who received care in the enhanced 7-day service had a shorter average length of stay 

in hospital and there was a higher average number of admissions. They were more likely to 

have more co-morbid conditions and a poorer performance status. There were trends to 

more functional patients accessing support in the community. The number of face-to-face 

interactions decreased. The number of global remote interactions increased. In terms of 

patient outcomes post intervention there were decreases in shortness of breath and people 

tended to report fewer problems with pain, weakness, depression and being at peace. 

Achieving preferred place of death went up. Dying in hospital went down.  

Evidence from this study can be used to guide how palliative care services are developed, 

provided and tailored to maximize the likely benefit that people derive. Service 

commissioners, funders, and service providers and communities should consider how they 

can support the development, implementation and sustainability of these services.   
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1. Introduction  

This section introduces the context and rationale for the study, and explains the outcomes 

and their importance 

 Why is this study important? 

1.1.1 Just over half a million people died in England and Wales in 2019, predominantly 

as a result of life limiting illness such as cancer (28%), circulatory disease (24%) and 

respiratory disease (14%)7. In England and Wales almost half of all deaths occur in 

NHS hospitals (45.67% in 2019) with a higher percentage (47.12% in 2019) in the 

North West of England where this evaluation was based 7.   

1.1.2 Research into preferences about place of death has found that home is the 

preferred place to die in the context of advanced illness (31%–87% of patients, 

25%–64% of caregivers and 49%–70% in a cross-national population survey of the 

general population, and >50% (ranging from 51-100%) of participants expressed a 

preference for home in 75% of studies within a systematic review), although there 

is evidence that preferences can change over time8 9.  

1.1.3 Hospital is one of the least preferred place to die3, aligning with Western 

conceptualisations of a ‘good death’ which prioritises end of life care at home, and 

death outside of the hospital setting 10. People with palliative care needs are often 

admitted to hospital inappropriately when their condition deteriorates, and access 

to 24 hour community care has been identified as likely to reduce emergency 

hospital admissions11 12. At the same time, the focus on avoidable admissions and 

‘inadequate’ end of life care in hospitals has led to palliative care in the hospital 

setting being problematised. 10 

1.1.4 There has been increasing focus on providing equivalent NHS services on 

weekends and bank holidays as are provided in the week2 3. NICE guidance also 

indicates that specialist palliative care should be sufficiently staffed to enable face 

to face assessment during normal hours, 7 days a week 4. Palliative care is 
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associated with improvements in quality of life and symptoms13 14. Ambitions for 

palliative and end of life care in England identified 7-day access to services as 

needed as a matter of course, along with the recommendation that commissioners 

and providers engage collaboratively in defining how services will operate to 

ensure expert responsiveness1.  

1.1.5 There is a lack of clarity about the impact of 7-day working on weekend mortality.  

Research into weekend hospital admissions found that a higher proportion of 

patients were admitted as emergencies on Saturday (50%) and Sunday (65%) than 

week days, and included a greater prevalence of patients with higher mortality 

risk15. Other research found evidence that 7-day working does not affect weekend 

mortality, and emphasised the need to track the progress of the 7-day policy and 

its impact on patient outcomes16. This highlights the importance of a rigorous 

evaluation of the impact of 7-day working in specialist palliative care in terms of 

patient outcomes. 

1.1.6 Given the context, in the NHS, of limited resources increasing importance is being 

given to the cost-effectiveness of delivering care. People with advanced, 

progressive, life limiting illness at palliative and end of life stages account 

disproportionately for health care utilisation17. With the increasing prevalence of 

serious chronic disease and the increasing unit costs of hospital care, this is likely 

to increase.  

1.1.7 Palliative care is associated with lower healthcare utilisation18. A meta-analysis of 

the economics of palliative care for hospitalised adults, found hospital costs are 

lower for patients seen by a palliative care teams than for those patients who do 

not receive this care, and that this association is greater for those with a primary 

diagnosis of cancer and for those with more comorbidities19. Economic analyses 

of hospital-based palliative care consistently report a cost saving effect when 

compared with usual care only, but it is less clear how these savings are achieved 

(for example palliative care patients and matched comparators spend the same 

amount of time in hospital, but the intensity of care appears reduced20. However, 
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there is a paucity of economic evaluations and cost analyses to enable an 

understanding of the costs of palliative care, and to guide decision making about 

different types of services 21.  

1.1.8 Research demonstrates that there is an interplay of factors and variables which 

influence key outcomes (such as place of death, place of care, health care use, 

symptom burden, quality of life) for people with advanced, progressive, life 

limiting illness at palliative and end of life stages22-27 

1.1.9 There is a need to understand the impact of models of care on the key outcomes 

and health care usage for people at palliative and end of life stages with both 

cancer and non-cancer. A recent systematic review and meta-analysis of patients 

primarily with non-cancer found a statistically significantly association less acute 

health care use and modestly lower symptom burden, for those in receipt of 

palliative care interventions 28.  

  What are the key outcomes for the study and why are they important?  

1.2.1 Outcomes here refers to the effects that are being measured to see whether the 

intervention implemented has an impact; the variables are used to help explain 

differences (or not) in the outcome measures.  

1.2.2 Initially the primary outcomes for this study were achieving choice of preferred 

place of care (PPC) and preferred place of death (PPD) (identified as quality 

markers, with clinical outcomes (e.g. pain and symptom management) as the 

secondary outcomes. Drawing on the literature on factors associated with place 

of death , and other factors for which there is no evidence but indications that 

they might be important, we developed a model of variances (Figure 1) 24 25, to 

serve as the analytical framework for this study. In our initial model of variance 

place of death and place of care result from an interplay of factors located within 

3 domains: illness, individual factors and environmental factors. The variables 

(identified in the coloured boxes) are likely to influence the outcomes (in the black 

box).   
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1.2.3 Once the data for this study were accessed and processed it became evident that 

Place of Death, Place of Care and some of the demographic data needed were not 

routinely collected in the period prior to the 7-day services at all facilities, which 

precluded the use of these as primary outcomes and these were reworked 

(following extensive consultation with the sites, the funder and the MSPCP Board 

Chair) to focus on more intermediary outcomes related to process of delivering 

healthcare, for example, hospital admissions, length of hospital stay, number of 

admissions; and clinical outcomes (iPOS, Australian Modified Karnofsky 

Performance Status (AKPS); the agreed outcomes) and those related to the 

patient’s experiences of care  

1.2.4 Length of stay in hospital and hospital deaths have been identified as key 

outcomes to study in palliative care initiatives. Research has found an association 

between late referral to palliative care services and increased lengths of stay for 

both patients who then died in hospital, and those who were discharged 29. 

Palliative care interventions and advance care planning consistently show a 

pattern toward decreased hospital admissions and length of stay (and ICU 

Figure 2: Initial proposed model of variances for the 7-day specialist palliative care programme  
(developed from Gomes, et al. 24 Gomes and Higginson 25) 
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admissions and reduced ICU length of stay) for adults with life limiting illnesses 30 
31. There is evidence that palliative care interventions also decrease readmissions 

rates, as patients are discharged into community services, rather than 

rehabilitation or further oncology treatment32 33.   

1.2.5 There is evidence that unplanned hospital admissions are important in terms of 

patient outcomes. Unplanned hospital admissions for someone with advanced 

cancer are associated of a survival of fewer than 6 months, with prognosis 

influenced by the primary cancer site. Additionally there is evidence of an 

association between performance status and hospital admission34.  

1.2.6 The revised model of variances recognizes the importance of intermediary primary 

outcomes for this study of number of hospital admissions, length of stay 

(identified in the blue box), along with place of death at hospital. These outcomes 

are influenced by the variables from 3 domains (illness, individual factors and 

environmental factors).  

 

Figure 3: Revised model of variances for the 7-day specialist palliative care programme  
(developed from Gomes, et al. 24 Gomes and Higginson 25) 
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2. The Macmillan 7-Day Research Project 

 Aims of the study 

2.1.1 The primary aim of the study is to evaluate and evidence the effectiveness and 

the effect of the Macmillan 7-day Specialist Palliative Care Assessment and Advice 

Service (the enhanced 7-day specialist palliative care service) in two sites (Wigan 

Borough and Salford), and to explore a range of perspectives on the service. 

2.1.2 The secondary aims of the study are to:  

a. Understand the experiences of care, including satisfaction, and impact of the 7-day 
service for patients accessing specialist palliative care services within the sites and 
their family carers4. 

b. Understand the impact of the 7-day service on specialist palliative care staff within 
the sites. 

c. To understand the impact of the 7-day service on the wider healthcare system within 
the sites of Wigan Borough and Salford.  

d. Identify outcomes associated with cost-efficiencies, barriers and enablers to 
successful implementation. 

  Approach taken in this study 

2.2.1 As the primary aim of this study is to evaluate and evidence the effectiveness of 

the 7-day Macmillan Assessment and Advice Service (the 7-day Service) a quasi-

experimental design was adopted. This reflects the underlying principle within 

evaluation design: selecting the most robust design to minimise bias and maximise 

generalisability and the potential for attribution 36 37. A quasi-experimental design 

enables an evaluation to be planned around an intervention 37. Quasi-

experimental designs include the time-series design, the controlled before and 

after (pre-post) design, and an uncontrolled before and after (pre-post) design.  An 

 

4 Family carers for the purposes of this study are defined as lay people in a close supportive role as identified by 
the patient, who share the illness experience of the patient or provide emotional support35. Ward S, Salazano S, Sampson 

F, et al. Improving supportive and palliative care for adults with cancer. Economic review 2004.35. Ibid.. 
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uncontrolled pre-post study was selected by the funder, recognising prior to 

contracting that this approach makes it difficult to attribute observed changes to 

an intervention, as contextual changes (such new national initiatives, seasonal 

variation, and any unanticipated changes which affect provision, such as the 

COVID-19 pandemic) exert influences.  

2.2.2 Whilst quasi-experimental designs permit comparisons of data to be made before 

and after an intervention, they do not enable an understanding of perspectives 

about the intervention, such as experiences of receiving care from patients, family 

carers, or giving care from specialist palliative care staff. Nor do they permit 

exploration of the experiential aspects of impact on patients, carers and specialist 

palliative care staff.  To address these aims in-depth qualitative interviews were 

undertaken with a sample of patients and their family caregiver. Additionally, 

interviews were also conducted with a sample specialist palliative care staff within 

the 7-day service on one or two time periods.  

2.2.3 The study consisted of four components:  

a. A pre-and post- intervention evaluation to assess the outcomes prior to and after 
the introduction of the Macmillan 7 Day Advice and Assessment Programme;  

b. A mixed methods longitudinal observational evaluation strategy focusing on the 
experiences of and satisfaction with end-of-life care within the service, and the 
impact of the 7-day models on service user and staff experience, and the wider 
system. 

c. A health economics analysis to identify outcomes associated with cost-efficiencies, 
barriers and enablers to successful implementation, and transferability to other 
localities;  

d. A flexible, formative and collaborative feedback approach which facilitates the 
sharing of learning during the programme. 

  The study outcomes  

2.3.1 We used a flexible approach which recognized the need to inform our 

understanding of the available outcomes measures and metrics and associated 

data by liaising closely with the sites. Routinely collected data were important 
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within this evaluation and we worked closely with the sites to enhance their 

understanding of routine data, to agree which of these data will be collected 

during the programme and to explore whether and how these could be linked. 

2.3.2 The primary outcomes for the analysis were initially the number of people at 

palliative and EOL stages achieving their choice of preferred place of care (PPC) 

and preferred place of death (PPD) (identified as quality markers by Higginson et 

al.22).  Following discussions with clinicians and a review of the available datasets 

provided (between April and May 2019), the outcomes were amended, and the 

agreed primary outcomes of the research were 

a. Average length of time people at palliative and EOL stages within the two target 
sites of Wigan and Salford spent in hospital. 

b. The number of hospital admissions of people at palliative and EOL stages within 
the two target sites of Wigan and Salford. 

c. The number of people at palliative and EOL stages within the two target sites of 
Wigan and Salford who die in hospital. 

2.3.3 The secondary outcomes of the research initially were: 

a. Actual place of death5 (changes therein: noting that there are considerable 
assumptions on quality herewith). 

b. Change in disease metrics, health status/ or change in rate of health status (IPOS 
scores6, KPS, Phase).  

c. Qualitative data from patients and carers (noting a lack of pre-data). 

 

5 While place of death was initially an important variable to include in our analysis during our work with the 
outcomes sub-group committee it became evident that the different for collecting data on place of death 
skewed the data towards deaths that occurred in hospital. Hospitals and the Hospices report deaths on their 
premises to the Offices of National Statistics (ONS).  However, data on patients once admitted into palliative 
care at the sites are not always fed back from ONS. 
6 Practices in measuring changes in health status (assessed using the OACC suite) changed pre and during the 
intervention38. Witt J, Murtagh F, de Wolf-Linder S, et al. Introducing the Outcome Assessment and Complexity Collaborative (OACC) Suite of Measures-A Brief 

Introduction. Kings College London 2014. As such, iPOS data at baseline is limited, and post intervention it was used differently 
by the sites, with missing values frequently observed (e.g. items on feelings and the psychological consequences 
of palliative care). Phase of illness, also initially proposed, was also varyingly applied: for example, as either 
phase of care or phase of illness, and there was later recognition by the sites that it was not used as intended.   
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d. Proportion of people at palliative and EOL stages within the two target sites with 
an Advance Care Plan (ACP) (change from baseline and trends). 

  Mapping the models being evaluated 

Prior to the enhanced programme, all four specialist palliative care teams were providing 

a 7-day service. The aim of the Macmillan 7-day Assessment and Advice service was to 

transform Day 6, 7, Bank Holidays Specialist Palliative Care provision for people at palliative 

and End of Life stages. Under the enhanced programme, each team was able to increase 

its weekend cover from one to two members of staff, with some also increasing 

administrative support within their teams. In addition to these changes, the staffing 

models implemented as part of the enhanced 7-day programme differed across the two 

sites.  

2.4.1 The Salford model  

The acute and community specialist palliative care teams in Salford adopted a nursing-

led staffing model and introduced the Band 8a nurse role, focusing on complex 

patients and supporting their specialist palliative care team. Staff in the Band 8a posts 

undertook Clinical Skills training as part of the enhanced programme. The Salford 

community team was arranged in three geographical clusters, with each consisting of 

one Band 6, Band 7 and Band 8a. Physician support was available to both the acute 

and community teams with consultants working one weekend in four.  

Within both Salford specialist palliative care teams, Band 7 nurses each had their own 

area of expertise and/or leadership role to support the Band 8as and 6 nurses. Across 

both Salford teams, each of the Band 8as had their own project work for which they 

have one day each week protected time.   

2.4.2 The Wigan model  

The hospital and community specialist palliative care teams in Wigan adopted a 

physician-led staffing model.  In the Wigan hospital nurse specialist team, the model 

was to employ three additional Band 6 nurses, and for all staff to have clinical skills 

and non-medical prescribing training. The initial medical aspect of the model was to 



28 

 

have additional Saturday and Sunday sessions for face to face visits provided by a mix 

of consultant and SAS doctors. This model involved recruiting an additional consultant 

and some of the Hospice-based SAS doctors working differently. This was in addition 

to the Hospice on call rota that continued to operate during the enhanced 7-day 

programme to provide medical reviews for the inpatient units.  As a result of maternity 

leave, other Hospice doctors leaving their posts and recruitment issues (i.e. sufficient 

doctors to implement the initial model were not recruited), medical cover was 

available only on Sundays between 9am and 3pm. A locum Specialty Doctor in 

Palliative Medicine was employed to support the programme. 

In the Wigan community team, the original plan had been to recruit an additional 

three Band 7 nurses. In addition, the enhanced 7-day programme saw the team have 

extra medical cover available on a Sunday and Thursday each week. It was only 

possible to recruit two new Band 7s, both of whom worked on urgent response: they 

had no caseload and responded to new and urgent patients and reviews. A further 

Band 6 was then also recruited. Recruitment was an issue for this team, particularly 

given the fixed term nature of these posts in a small NHS trust were secondments 

were difficult to support, resulting in challenges implementing and sustaining the 

model. Throughout the enhanced programme, several members of staff left their 

post. The team was impacted by sickness absence, maternity leave and the additional 

time requirements of clinical skills training. By the end of the programme, the team 

had fewer staff members and an increasing number of patient referrals. Recruitment 

to the vacant posts was challenging and attempts to continue the enhanced weekend 

service posed problems for the weekday service. As a result, the team reverted to one 

member of staff working at a weekend and removed its urgent response provision.   
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3. Results of the quantitative data analysis 

Key messages from the quantitative data 

Who uses the services? 

• People receiving care from the services were, on average, in their early 
to mid-70s.  

• Roughly equal numbers of men and women appear to access the 
services. 

• Most services users declared a White British ethnicity.  

• People with cancer appear to be major users of the services. 

What difference did the new service models make? 

• All these are trends in the data, rather than being statistically 
significant.  

• The average length of stay was shorter after the new services were 
instituted.  

• The average number of admissions per patient were higher after the 
new services were instituted. 

• Those receiving care after the new service models were instituted 
were more likely to be those with more co-morbid conditions and with 
a poorer performance status.  

• Average length of stay was likely to be longer for those who were 
older, or female, but shorter for those with cancer or at Wigan 
Hospital.  

• Average number of admissions was likely to be higher for those who 
were older, but lower for those who were female, with cancer or at 
Wigan Hospital.  
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This section presents the quantitative findings of the study. First, baseline (the period prior to 

the enhanced 7-day services) and descriptive data are presented. Second, the results of the 

pre-post intervention7 data. Lastly the health economics analysis is outlined.   

 Baseline and descriptive data  
Data are presented here on the characteristics of those receiving care from the services 

participating in the evaluation. Detailed data breaking down this information per site and time 

periods of periods of four months is found in appendices six and seven. These data must be 

interpreted with care due to the large amount of missing data (i.e., variables without values 

for some of the patients) for some of the fields, particularly data on ethnicity, religion, 

diagnosis, AKPS, IPOS, social support, place of death, and preferred place of death achieved.   

3.1.1 Data summary  

Table 2 presents the overall summary characteristics of the individuals observed in the study. 

More detailed data are available in the appendices.  

 

 

Variables  
Overall data 

Observations Average/Percentages 

Total 5,601 100% 

Period     

Before 1,507 27% 

After 4,094 73% 

Age 5500 73.54 

Missing 101 2% 

Gender     

Female 2,754 49% 

Male  2,847 51% 

Missing 0 0% 

 

7 Note intervention is used to refer to the enhanced 7-day services 

Table 2: Overall characteristics of those observed in the study 
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Variables  
Overall data 

Observations Average/Percentages 

Ethnicity     

White British/Irish 5,021 90% 

Other 324 6% 

Missing 256 5% 

Cancer     

Has cancer 2,374 42% 

Does not have cancer 1,472 26% 

Missing 1,755 31% 

Dead     

Yes 2,059 37% 

No 3,542 63% 

Missing 0 0% 

Site     

Salford Community 1,303 23% 

Salford Hospital 1,936 35% 

Wigan Community  937 17% 

Wigan Hospital 1,425 25% 

Four months     

June 2018 - September 2018 1,507 27% 

October 2018 - January 2019 1,562 28% 

February 2019 - May 2019 1,330 24% 

June 2019 - September 2019 1,202 21% 
 

 

The study includes a total of 5,601 unique individuals, from which 1,507 belong to the group 

observed before the new services commenced (June 2018 to September 2018) and 4,094 

belong to the group observed after the new services commenced (October 2018 to 

September 2019).  Generally, people receiving care are in their early old age (mean age 73 

Table 2 shows a group of key statistics that characterize the sample. It shows the number of observations with the respective 
missing values and the average (continuous variables) or percentages (binary variables). Each observation refers to a patient. 
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years), balanced in gender (49% female vs. 51% male), predominantly White British/Irish 

(90%) and with a high incidence of cancer (42%).  The percentage of those who died within 

the observed period was 37%. The distribution per periods of four months is similar with the 

lowest share being 21% while the largest being 28%. The site distribution is slightly less 

balanced.   

 

The summary data are presented again in Table 3, but here given before and after the 

commencement of the services.   

 

  Before After 

Variables  Observations 

Average/ 

Percentages Observations 

Average/ 

Percentages 

Total 1,507 100% 4,094 100% 

Age 1,507 72.45 3993 73.95 

Missing 0 0% 101 2% 

Gender         

Female 740 49% 2,014 49% 

Male  767 51% 2,080 51% 

Missing 0 0% 0 0% 

Ethnicity         

White 
British/Irish 1,346 89% 3,675 90% 

Other 117 8% 207 5% 

Missing 44 3% 212 5% 

Cancer         

Has cancer 611 41% 1,763 43% 

Does not 
have cancer 201 13% 1,271 31% 

Missing 695 46% 1,060 26% 

Dead         

Yes 612 41% 1,447 35% 

Table 3: Summary characteristics of those seen before and after the service change 
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  Before After 

Variables  Observations 

Average/ 

Percentages Observations 

Average/ 

Percentages 

No 895 59% 2,647 65% 

Missing 0 0% 0 0% 

Site         

Salford 
Community 419 28% 884 22% 

Salford 
Hospital 460 31% 1,476 36% 

Wigan 
Community 324 21% 613 15% 

Wigan 
Hospital 304 20% 1,121 27% 

 

After the start of the new service models, the average age of patients is slightly higher, around 

1.5 years, from 72.5 to 74 years old. Gender and ethnicity distributions remain virtually the 

same. Small changes in those reported to have cancer increased by 2%, and fewer individuals 

(-6%) were reported to have died. As with all these data, some caution is needed given the 

amount of missing data and potential seasonality. 

 

Salford Community and Wigan Community significantly decreased their share of patients in 

the overall dataset by 6%. Conversely, Salford Hospital and Wigan Hospital increased their 

share by 5% and 7%, respectively. Please note that these changes in characteristics from 

before and after the service change highlight the necessity of running our regression analyses 

with the respective covariates in an economic analysis of the effects of the service changes, 

so that changes in outcomes are effectively “filtered” from those changes. The regression 

analysis is able to correct for scale differences and some of the seasonality that may be 

present in the summary statistics. 

 

Table 3 shows a group of key statistics that characterize the sample separated by “before” and “after” the commencement 
of the services. It shows the number of observations with the respective missing values and the average (continuous 
variables) or percentages (binary variables). Each observation refers to a patient. 
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 Results of the pre-post service model change analysis   

This sub-section presents data to understand the impact of the new service models on 

outcomes of patient interaction with the services, patients’ health, and place of death. First, 

data are presented to show the actual changes in the outcomes from before and after the 

new service models, through the variation in the means of each outcome variable. Then, an 

econometric model is presented to appropriately accommodate for potential confounding 

effects of other variables, such as seasonality, size of the sites, severity of patients and 

demographics.  

3.2.1 Variations in the means 

Table 4 displays the change in averages from before and after the new service models were 

instituted. 

 

Outcomes 

Before After 

Variation 

Observations 

Averages/ 

percentages Observations 

Averages/ 

percentages 

Average 
length of 
stay 728 17.22 1982 16.23 -0.99 down 

Admissions 730 3.38 2042 4.87 1.49 up 

Face to face 941 5.71 3422 4.81 -0.91 down 

Weekend 
face to face 270 2.52 983 2.42 -0.10 down 

Remote 
interactions 205 13.57 779 7.01 -6.56 down 

Weekend 
remote 
interactions 21 3.86 81 3.74 -0.12 down 

Number of 
diagnoses 810 3.06 3006 4.56 1.50 up 

Phase 
changes 450 0.94 1737 0.95 0.01 equal 

AKPS 709 25.30% 3260 9.92% 
-15.38 

p.p. down 

Table 4: Outcomes measured during the study before and after the new service models 
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Outcomes 

Before After 

Variation 

Observations 

Averages/ 

percentages Observations 

Averages/ 

percentages 

Pain 660 1.61 2609 1.42 -0.19 down 

Shortness of 
Breath (SOB) 662 2.26 2610 2.19 -0.07 down 

Weakness 632 2.20 2492 1.92 -0.27 down 

Depressed 464 1.08 1685 1.21 0.13 up 

Peaceful 278 2.24 925 2.33 0.09 up 

Preferred 
Place of 
Death (PPD) 
achieved 252 59% 1030 70% 0.11 p.p. up 

Died in 
hospital 463 62% 1259 49% 

-0.12 
p.p. down 

 

 

Regarding service use, average length of stay decreases by 1 day in the time after the new 

service models started, while the average number of admissions per patient increases by 1.5 

admissions. The number of other interactions, such as face to face consultations and other 

remote interviews decrease, both generally and at the weekend. Data on types of emergency 

admissions (classified as Palliative Emergency, Normal Emergency and Perceived Emergency 
39) were collected for the hospital cohort in Salford. Most of the emergency admissions were 

normal emergencies (34%) followed by palliative emergencies (14%). No data on the type of 

emergency were available from Wigan Hospital, or prior to the start of the enhanced service. 

The average number of emergencies was 0.67 prior to the intervention and it rose to 0.89 

during the intervention. 

Table 4 shows the variation in outcomes with the implementation of the new service models. The “Observations” columns 
display the number of non-missing observations and each observation refers to a patient.  
Note 1: the variables “PPD achieved” and “Died in hospital” are binary variables, which means that the number of 
observations contains both people that achieved PPD and the ones that did not, as well as the ones that died in hospital and 
the ones who did not. The column with the percentages tells how many from people from the total observed effectively 
achieved PPD or died in hospital.  
Note 2: All the remaining variables display simple averages. 
Note 3: Pain, SOB, Weakness, Depressed and Peaceful are categorical variables whose values range from 0 to 4, where 0 
means “no problems” and 4 means “overwhelming problems”.  
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In respect to health measures, the average number of diagnoses increases while the number 

of phase changes remains approximately constant. The Australian Modified Karnofsky 

Performance Status (AKPS) score presents a significant decrease, of more than 15 percentage 

points, indicating that patients seen during the intervention period have a poorer 

performance status. However, the self-reported results in the iPOS dataset are mixed. Pain, 

shortness of breath and weakness are reported at a lower average, while depressive and 

peace states are reported at a higher average (note, care should be taken interpreting iPOS 

and Phase data8). Finally, the death related variables show that more people die in their 

preferred place of death and fewer in the hospital. 

 

Note, however, that these are only overall variations, that may or not be because of the 

commencement of the new service models. To have a better notion on what the treatment 

effect is, we need to develop an econometric model accounting for possible confounding 

factors that may be driving these variations. For example, given that the ‘before’ group 

accounts for only the summer months, it is quite likely that seasonality plays a role, as the 

type of patients and their respective conditions is likely to change during the winter. With 

that in mind econometric models were developed that take account of these variations.  

3.2.2 The econometric model 

The model follows the following simple equation: 

 

𝑌!"# = 𝑇𝑟𝑒𝑎𝑡𝑚𝑒𝑛𝑡# +	𝑋!"# + 𝑆𝑖𝑡𝑒" + 𝑃𝑒𝑟𝑖𝑜𝑑# + 𝑢!"# 

 

Where 𝑌!"# is the outcome variable of individual i at site s and period t. 

 

8 Practices in measuring changes in health status (assessed using the OACC suite) changed pre and during the 
intervention38. Witt J, Murtagh F, de Wolf-Linder S, et al. Introducing the Outcome Assessment and Complexity Collaborative (OACC) Suite of Measures-A Brief 

Introduction. Kings College London 2014. As such, iPOS data at prior to the 7-day services is limited, and post intervention it 
was used differently by the sites, with missing values frequently observed (e.g. items on feelings and the 
psychological consequences of palliative care). Phase of illness, also initially proposed, was also varyingly 
applied: for example, as either phase of care or phase of illness, and there was later recognition by the sites that 
it was not used as intended.   
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𝑇𝑟𝑒𝑎𝑡𝑚𝑒𝑛𝑡# is the treatment binary variable, taking the value 1 if the period of observation 

falls in the treatment period (from October 2018 to September 2019) and 0 otherwise. 

𝑋!"# corresponds to the list of covariates which includes age, age squared, gender, gender and 

age interaction, a binary variable for race (1 if white British/Irish, 0 otherwise), a binary 

variable for cancer  (1 if cancer, 0 otherwise) and a binary variable for death (1 if dead, 0 

otherwise). 

𝑆𝑖𝑡𝑒" indicates the site where the individual was observed (Salford Hospital, Salford 

Community, Wigan Community, Wigan Hospital). 

𝑃𝑒𝑟𝑖𝑜𝑑# contains the possible periods of four months and the year. 

𝑢!"# is the error term accounting for the unobservable component of the model.  

 

This is a simple model using only one equation to describe the phenomena we are interested 

in. It says that the variable 𝑌!"# , which can be any of our outcomes of choice (e.g. admissions, 

number of diagnosis, place of death, etc.), is explained by a group of covariates (e.g. 

intervention period, age, gender, site, period, etc.). The gains in using regression analysis 

come from taking into account the correlation between the covariates. For example, if the 

post intervention period is associated with a bigger affluence of older people, we may expect 

that the health of the patients admitted is worse. We use the age variable to capture that 

effect, then it will be included in the treatment period variable. So, we may mistakenly 

conclude that the new model makes people sicker, however that would not be true because 

the demographic composition of the patients had changed for any other reason. The 

regression analysis helps accounting for these effects and generates more robust results 

regarding the real impact of the new model. 

 

The main variable of interest is  𝑇𝑟𝑒𝑎𝑡𝑚𝑒𝑛𝑡#, which indicates the expected effect of the 

intervention (i.e. the 7-day services). 

 

𝑋!"# , 𝑆𝑖𝑡𝑒"	𝑎𝑛𝑑	𝑃𝑒𝑟𝑖𝑜𝑑# aim at accounting for possible confounders that may arise from 

heterogeneity in demographics and severity from control to treatment period, seasonality 

and site scale.  
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Note that by including the year and the four-month periods fixed effects, the model is 

comparing the pre-intervention period from June 2018 to September 2018 with the 

equivalent post intervention period of June 2019 to September 2019. 

 

Ideally, the model would include a control group, in which the intervention was never 

implemented, to account for other possible interventions, policies, contextual or 

management changes that might have occurred at a global scale. As it is, the model needs to 

rely on the assumption that no other big event has happened in the four sites in the period 

of analysis. If this assumption fails, then no causal effects can be derived from the results of 

the model. Table 5 shows the results for the average length of stay. 

 

 

Length of stay Model 1 Model 2 Model 3 Model 4 

Post-intervention period -0.765 -1.425 -0.265 -0.161 

  (-0.73) (-1.33) (-0.11) (-0.07)    

Age -0.34 -0.286 -0.282 0.610*   

  (-0.89) (-0.76) (-0.74) (2.21) 

Female and Age  -0.104 -0.104 -0.104 -0.0596 

  (-0.82) (-0.82) (-0.82) (-0.72)    

Age squared 0.00224 0.0019 0.00188 -0.00442*   

  (0.82) (0.7) (0.69) (-2.28)    

Female 7.794 7.77 7.809 3.422 

  (0.77) (0.77) (0.77) (0.53) 

White British/Irish -0.208 0.517 0.492 -3.708 

  (-0.07) (0.18) (0.17) (-0.78)    

Wigan Hospital   -5.748*** -5.719*** -6.094*** 

    (-7.19) (-6.81) (-6.16)    

October - January     -0.684 -0.451 

      (-0.32) (-0.23)    

February - May     -0.885 0.14 

      (-0.47) (0.08) 

Table 5: Effect of the new service models on Hospital Length of Stay 
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Length of stay Model 1 Model 2 Model 3 Model 4 

2019     -0.825 -1.382 

      (-0.58) (-0.86) 

Has cancer       -4.312*** 

        (-3.67) 

Has died       0.742 

        (0.54) 

Number of observations 2632 2632 2632 1561 

t statistics in parentheses         

* p<0.05, ** p<0.01, *** p<0.001       
 

Table 5 displays four models, one in each column. The first column shows a model which 

includes only demographic covariates. The second column adds site fixed effects to the model 

in column 1 when we add Wigan Hospital as a variable of interest in the regression. The third 

column adds period fixed effects to the model in column 2. The fourth column adds severity 

variables in the form of cancer and death. Each observation refers to a patient. 

 

• Column 1 should only be interpreted as the right model if it is believed that site 

characteristics, seasonality and severity do not play a role in explaining changes in 

length of stay from control to treatment. 

• Column 2 should only be interpreted as the right model if it is believed that seasonality 

and severity do not play a role in explaining changes in length of stay from control to 

treatment. 

• Column 3 should only be interpreted as the right model if it is believed that severity 

does not play a role in explaining changes in length of stay from control to treatment. 

 

The treatment variable, in all four variations of the model, shows a negative but non-

statistically significant variation. According to column 4, on average, patients in the treatment 

period stay in hospital 0.16 days fewer. 
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Regarding the covariates, and looking at column 4, the most detailed model in explaining 

changes in length of stay, being older and being female increase the length of stay. Each 

additional year of age increases length of stay by 0.6 days, while females stay almost 3.5 more 

days in the hospital, on average. The latter is not significant, however.  

 

People with cancer have shorter hospitalisations, with 4 days fewer than other patients, on 

average. Patients admitted into Wigan hospital experience shorter lengths of stay in 

comparison with Salford Hospitals, on average patients stay 6 days less in Wigan than in 

Salford Hospital. Table 6 shows the results for the number of admissions: 

 

Number of hospital admissions Model 1 Model 2 Model 3 Model 4 

Post-intervention period 1.666** 1.114* 1.367 2.669 

  (3.11) (2.14) (0.92) (1.39) 

Age 0.232 0.271 0.282* 0.277 

  (1.64) (1.93) (2.01) (1.48) 

Female and Age  0.021 0.0225 0.0226 0.0262 

  (0.45) (0.49) (0.49) (0.47) 

Age squared -0.00237* -0.00263** -0.00270** -0.00285*   

  (-2.38) (-2.64) (-2.72) (-2.27)    

Female -2.208 -2.297 -2.316 -2.476 

  (-0.58) (-0.61) (-0.62) (-0.54)    

White British/Irish -3.88 -3.318 -3.394 0.0543 

  (-1.36) (-1.16) (-1.19) -0.02 

Wigan Hospital -4.550*** -4.834*** -4.759*** -6.094*** 

  (-11.52) (-10.14) (-6.50)    (-6.16)    

October - January     0.633 -0.98 

      (0.49) (-0.57)    

February - May     0.872 -1.284 

      (0.85) (-0.93)    

2019     -1.233 -1.675 

Table 6: Effect of new service models on number of hospital admissions 
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Number of hospital admissions Model 1 Model 2 Model 3 Model 4 

      (-1.00) (-1.23)    

Has cancer       -1.932*   

        (-2.09)    

Has died       -0.173 

        (-0.17)    

Number of observations 2694 2694 2694 1595 

t statistics in parentheses         

* p<0.05, ** p<0.01, *** p<0.001         
The regressions show a before and after model for the effects of the 7-day policy applied in Salford and Wigan. The first 
column includes only demographics, the second adds site fixed effects, the third adds period fixed effects and the fourth 
adds cancer and death binary variables. Each observation refers to a patient. 

 

The table follows the same logic as the length of stay table presented before. The treatment 

variable, in all four variations of the model, shows a positive but non-statistically significant 

variation. According to column 4, on average, patients in the period after the new service 

models started are hospitalized 2.67 more times. 

 

Regarding the covariates, and looking at column 4 (the most complete variation of the model), 

age increases the number of admissions, while being female decreases it. Each additional year 

of age increases the number of admissions by 0.28 times, while females are admitted 2.48 

less times, on average. Still, none of the variables is statistically significant, meaning that the 

differences observed are not relevant. 

 

People with cancer are less likely to be hospitalized, approximately 2 fewer admission 

episodes than other patients, on average. The Wigan hospital displays lower numbers of 

admissions with an average lower in almost 5 admission episodes. 

 

The same model was repeated for other 14 outcomes that can be found in the appendix 8: 

Regression analyses. A summary of these regressions is presented in Table 7.  
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The table shows the direction of the effects and states whether they are statistically 

significant, in the 4 variations of the model, such as in the length of stay results table. Model 

4, the most detailed one, shows barely any statistically significant variables. The ones 

significant at a 95% level of confidence are the number of diagnoses, AKPS and shortness of 

breath. From before the service model change to after, the average number of diagnoses has 

increased, the Karnofsky score has decreased and the difficulties in breathing have decreased. 

The other variables do not show statistical significance, but it is worth noticing that length of 

Table 7: Meta table showing effects of the new model of service provision on selected 
outcomes 
Table 8 

Outcomes 

Model 1 Model 2 Model 3 Model 4 

Signal Significance Signal Significance Signal Significance Signal Significance 

Average length of 
stay Down No Down No Down No Down No 

Admissions Up Yes Up Yes Up No Up No 

Face to face Down Yes Up No Up No Down No 

Weekend face to 
face Down No Up No Down No Down No 

Remote interactions Down Yes Down Yes Down No Up No 

Weekend remote 
interactions Down No Up No Down No Down No 

Number of 
diagnoses Up Yes Up Yes Up Yes Up Yes 

Phase changes Up No Up No Up No Up No 

AKPS Down Yes Down Yes Down Yes Down Yes 

Pain Down Yes Down No Down No Down No 

SOB Up Yes Up No Down Yes Down Yes 

Weakness Down Yes Down No Down No Down No 

Depressed Up No Up No Up No Up No 

Peaceful Up Yes Up No Down No Down No 

PPD Achieved Up No Up No Up No Up No 

Died in hospital Down Yes Down Yes Down No Down No 

                  

* Model 1 includes only demographics,              

* Model 2 adds site fixed effects to model 1             

* Model 3 adds year and four months fixed effects to model 2         

* Model 4 adds cancer and dead binary variables to model 3         

* Statistical significance is defined with 95% confidence level         
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stay does decrease while the number of admissions increase, face to face interactions go 

down while global remote interactions go up, the number of diagnoses and phase changes go 

up, and while the Karnofsky score (performance status) reduces, people also tend to report 

fewer problems with pain, shortness of breath, weakness, depression and being at peace. 

Finally, achieving preferred place of death goes up and dying in hospital goes down. 

  

Please note that these are only trends in the data, with large confidence intervals. The lack of 

more time periods forces a comparison between only two four-month periods, reducing the 

power of the analysis. Also, there is no control group in the analysis, conditioning the 

interpretation of the results to the belief that no other intervention, policy or management 

changes have happened.  They must be treated with much caution.   

3.2.3 Human resources and Cost Analysis 

In our evaluation of the capacity and working patterns of staff at the facilities included in the 

analysis, we provide insights into changes in the working patterns and capacity of the staff 

delivering the 7-day services. We opted for a bottom-up approach consisting of daily staff 

rota data completed at each of the facilities and providing a more accurate representation of 

the actual time staff worked, taking into account shifts in staff to other departments, 

absences due to sick leave, redeployment and maternity leave. 

Overall, we find a reduction in the number of staff working at Wigan hospital over time; while 

Salford Hospital remains fully staffed. At each of the community services, we find consistent 

differences between the planned/ funded number of staff and the number of staff at work.  
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4. Results of the qualitative data exploring 
the experience of stakeholders 

Qualitative analysis of patient, family carer and staff interviews regarding their experiences 

of the specialist palliative care service identified five interrelated themes: 

• Responsiveness (of the service);  

• Reassurance (patient, family carers and staff);  

• Relationships (between patient, family carers and staff, within staff groups and with 
other stakeholder groups);  

• Reciprocity (between patient, family carers and staff, within staff groups and with 
other stakeholder groups);  

• Retention (of service staff).    

These themes are described below in detail below; illustrated with quotes from patient, 

family carer and specialist palliative care staff participants. The quotes were drawn from 

across all interview data collected across all sites. Quotes from patients and family carers are 

Key messages from the qualitative data 

• Responsiveness: Additional capacity resulted in better service 
responsiveness. Patients were more satisfied.  

• Reassurance: Patients felt more confident, with less uncertainty and fear. 
Professional peer support facilitated confidence and knowledge growth.  

• Relationships: Relational continuity is critically important to patients and 
family carers. Team working improved, with an effect on joint working, 
peer support, shared learning and better referrals.  

• Reciprocity: Patients and family carers felt their lived experience and 
knowledge was valued, leading to better decision making and improved 
symptom management.  

• Retention: Skill mix is important, with particular value seen in the Band 
8a nursing role.  
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anonymised using letters, and those from staff using numbers, along with the suffixes Int1 or 

Int2 to indicate whether the comment was made during the first or second interview.  
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 Responsiveness 

 

‘Responsiveness’ is a key theme within the qualitative data across all participant cohorts: 

patients, family carers and members of staff. It is evident in two main outcomes-related 

themes: the ability to identify and respond to individual patient needs; and the ability to 

respond in a timely manner to these changing needs. In addition, there are two associated 

themes: the impact of the 7-day programme on responsiveness in specialist palliative care; 

and the psychosocial impact of responsiveness on patients, carers and specialist palliative 

care staff. 

Theme headlines:  

• Responsiveness is a key theme within the qualitative interview data 
across all participant cohorts: patients, family carers and specialist 
palliative care staff members;   

• Increased responsiveness within the specialist palliative care services is 
the result of the additional capacity afforded by the enhanced 
programme. This is apparent across all days, not only days 6, 7 and bank 
holidays;   

• Responsiveness enables specialist palliative care staff to respond and 
adapt in a timely way to the varying and changing needs of patients and 
family carers;   

• Responsiveness has a positive impact on all parties, resulting in: 
satisfaction for patients and family carers as a result of receiving good 
care; and pride and satisfaction for specialist palliative care staff as a 
result of giving good care;    

• Once referred into the service, patients and family carers benefit from 
its responsiveness and feel reassured by the care they receive. However, 
some participants’ experiences of referral suggest that these pathways 
can be unclear and inconsistent, with some patients and family carers 
not receiving support at the time they feel they need it.  
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4.1.1 Responsiveness and increased capacity  

Findings suggest that the increased responsiveness of the specialist palliative care services is 

a direct result of the additional capacity afforded by the enhanced 7-day programme. In 

interview, staff often referred to the importance of the specialist palliative care service being 

accessible and available to patients and family carers. As one staff member explained, the 

service needs to be proactive while having the ‘capacity to be reactive’, (Staff member 28, 

Int2).  Increased staffing levels have meant that the specialist palliative care teams are now 

more able to do this:  

[There is now] overall a quicker response and a quicker access to us […] The team 

did see patients pretty quickly anyway but due to the increased levels of staffing 

patients can be seen a lot more quickly and a lot more support can be given to 

relatives or even the patient, just ‘cos there’s more time to be able to do that. 

(Staff member 24, Int2) 

In the early stages of the programme, increases in capacity were most evident at weekends 

with two specialist palliative care nurses working at each site, rather than one. Staff across all 

four specialist palliative care teams talked about increased responsiveness at weekends, 

including the ability to see and review patients as you might on any other day, without it being 

delayed until Monday. Staff working in the community explained that, with two nurses, one 

was able to do patient visits while the other could staff the phone line. Specialist palliative 

care staff working in the acute settings described being able to be ‘a lot more present on the 

emergency floor’, including linking in with A&E, MAU and other wards to which patients are 

initially admitted.  It is evident from the data that such examples result in improved service 

responsiveness for patients and family carers.  

In interview, many staff members described how they had observed increasing demand for 

specialist palliative care services in recent years, while staffing capacity had often remained 

the same. The increase in capacity afforded by the 7-day programme redresses the balance 

and, in the process, improves responsiveness:  

Year on year we’ve had increasing numbers of referrals and our data has shown 

that as the referrals went up there was a point at which it crossed with our 

response times coming down… so you could see that we’d just sort of reached 
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capacity within the service, so one of the key things is that with four additional 

clinical members of staff that your capacity throughout the week increases, which 

is we can see that in the data with our response times improving again now.  (Staff 

member 32, Int 1) 

4.1.2 Individually responsive to needs  

Our findings highlight different types of responsiveness within the specialist palliative care 

services, all of which have been increased as a result of the 7-day service. Findings suggest 

that the increased capacity within the specialist palliative care teams has provided staff with 

more time, enabling them to identify and address patient and carer needs. This was important 

to patients and their families.  

Patient: In fact it was [the specialist palliative care nurse] that spotted that I was 

ill […] She came one day, I didn’t ask her to, she just came one day, and she looked 

at me and she said, ‘You’re not looking very well’ she said, ‘we’ll send you in for 

blood transfusions.’  So I had four of them in a week […]  

Interviewer: So how often do they pop and visit you at the moment? 

Patient: They’ll come any time I ask them to.  But they could also if they’re in the 

building or they’re passing, they’ll pop in anyway.  See how I am. 

Interviewer: And do you like that? 

Patient: Oh yeah, of course yeah […]  

Interviewer: What does it mean to you having that service? 

Patient: Well obviously I couldn’t do without it, you know. Who would I turn to? 

you know. (Patient A)   

For patients and carers receiving care in the 7-day models, there was a focus in interview on 

the ability and willingness of specialist palliative care staff to respond to their varying and 

changing needs. This included changing symptom control needs, with many talking in 

particular about the importance of pain relief to their quality of life. Another important aspect 

related to patient and carer needs is provision of information:  
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Family carer: It’s improved your quality of life hasn’t it, basically, as well as all the 

support we’ve ever needed really, the knowledge, advice, support, but most 

important your quality of life really. 

Patient: I’ve just got so much, they give you so much information as well.  They 

don’t overload you. (Patient L and Family Carer N)  

Within the interview data, other ways in which specialist palliative care staff were 

responsive to needs included arranging resources, equipment or adaptations to help 

with quality of life, including chairs, beds and pressure sore cushions:  

Family carer F: This is a wheelchair that they’ve organised, and I didn’t have to 

ask, she just said what type of chair have you got? […] She said it might not be 

today ‘cos they might not have it in store.  But it was today, ‘cos it came that 

afternoon and I was like oh I wasn’t expecting you, do you know what I mean […]  

Family carer Q: We’ve never had anything like it.  

Interviewer: And so really you’re not even having to ask for things. 

Family carer F: She knows, they seem to know well in our case what my dad 

needed. 

Interviewer: Yeah and so they understand your needs? […]  

Family carer F: Before you do, yeah.  And like I wouldn’t know that I could get a 

chair from there, I would have gone out there and done some research and tried 

to find what would be right for him, but they just said no we’ll put this on order, 

you can have one of these.  

(Family Carer F and Family Carer Q)   

In the two sites in Wigan which adopted a medical-led approach to the 7-day programme, 

responsiveness included more rapid access to input from medical staff. In the follow-up 

interviews at these sites, many staff participants discussed the benefits to both patients and 

staff as a result of this increased medical staff support.   
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 [We now have] a lot more medical support cover, which is good as well I think because 

I think some of our patients are becoming more complex with their palliative care 

needs. (Staff member 10, Int2).  

 As a result of increased medical support, staff members explained that a patient’s needs 

could be met during a weekend rather than having to wait until Monday:  

 Sometimes it’s just the very complex medical issues, you know really complex pain 

control, really complex symptoms, but sometimes it’s just that need for a senior medic 

to be able to make decisions […] and often it would just end up being kind of left ‘til 

the Monday to the detriment of the patient, but I think with that senior medical 

presence on a Sunday [it has] made a difference.  (Staff member 12, Int2).  

 Staff members referred to the benefits of the joint medical and nurse approach in outpatient 

clinics, including clinics for patients with respiratory conditions and end stage liver disease:  

 [Patients are] in a clinic situation [and] they like going to clinic. They don’t want not 

to come now ‘cos that probably is like a safety net isn’t it, knowing that every three or 

four weeks they’re going to see us even if there’s nothing specific, they know that 

they’ve got that and because we know them obviously they can carry on that 

conversation. (Staff member 10, Int2).  

 The increase in cross-site working between nurses and medical staff was also cited as helpful, 

with staff being able to plan with this in mind:  

It’s quite a difficult thing to arrange a time to meet up with a doctor that’s from 

another location [… however] it’s been good [a doctor working here] on a Thursday 

because he’s got that link with the hospital so he’s known quite a few patients that 

have been there and been here […] it seems to be working well actually [the doctor] 

being here on a Thursday.  I know that members of staff have sort of said they like 

knowing that he’s going to be here […] they can almost plan for that and think I’m 

going to go out with [the doctor] on Thursday because this is a complex case. (Staff 

member 21, Int2).   

 



51 

 

4.1.3 Speed of response  

The 7-day service, and its increased staffing capacity, has enabled the specialist palliative care 

teams to respond to patient and carer needs in a timelier way. This speed of response is 

important to patients and their families.  

Oh God, [the specialist palliative care nurse has] been unbelievable […] she said to 

us she said you need help […] I’m not getting any sleep […] and I don’t want to 

make mistakes when you’re dealing with opiates […] so she said what we’ll do […] 

I’ll get onto the district nurse, [the GP will] order the rapid response team […] They 

left here at dinner time, it was about one o’clock, the rapid response crew were 

here at four in the afternoon and they stayed an hour and a half […] And believe it 

or not they had the place in operation, the next morning I got a phone call […] ‘I’m 

bringing you a commode, a frame for round the toilet and a pressure cushion,’ and 

it was here the next day […] That team have been marvellous, but it was all 

stimulated by the mere fact that the palliative nurse has taken her job seriously. 

She’s really, really good. (Family Carer Z) 

Participants talked about the importance of the specialist palliative care services providing a 

speedy response, particularly where a patient was approaching the end of life and time was 

short. This included specialist palliative care teams facilitating rapid discharges from an acute 

setting to a patient’s preferred place of care/death. A poignant example of the importance of 

speed of response is illustrated in Box 1 and details a patient’s admission to hospital in a 

critical condition at a weekend, and the specialist palliative care team’s ability to support him 

and achieve his wish to marry his fiancée before he died. 

In interview, a patient’s fiancée explained how they had been led to believe he could have 

five years to live but one Saturday when he was very unwell, she phoned an ambulance and 

he was taken into hospital and admitted to a ward. At this time, the family carer explained 

‘I thought they’re going to give him pain killers and we’re going to be going home, we can 

carry on planning the wedding.’ The specialist palliative care team came to see the patient 

Box 1 
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and his fiancée on the Sunday morning, and they had input into changing the patient’s 

medication. They also had conversations with the patient’s loved ones.  

Family carer: [The specialist palliative care team] basically took me, his mum 

and dad into the family room and just said right we know you’re getting married 

in June, we think you need to do it today, and I was like what?   

Interviewer: Right, and was that the first time someone had said to you actually 

he could be dying?  All the other staff were saying …  

Family carer: Oh the doctors were telling me that they were going to give him 

pain relief and he was coming home […] Obviously he kept a lot from all of us.  

He really did.  Them last couple of weeks he must have been really suffering, but 

he just tried to protect me too much, he thought he was doing right by keeping 

me out of the loop basically of how bad he was feeling.  (Family Carer B) 

Around two o’clock on the Sunday afternoon, the couple made the decision to get married 

that day. The specialist palliative care team liaised with the chaplain and the registrar, and 

helped the patient and family carer get the necessary paperwork in place, including a 

different wedding licence. This all happened in a very short space of time. Arrangements 

were made to get family and friends to the hospital, and for the rings and outfits to be 

collected and brought to the hospital. The specialist palliative care team ensured that the 

patient had the right balance of pain relief so he was as comfortable as possible but also 

conscious throughout the ceremony.  

[The specialist palliative care team] was all running round, are you alright, do 

you need anything and I’m like no I’m fine now.  In the process of all this, 

someone had been to catering in the hospital, I don’t know who done that, and 

basically said we’ve got a couple getting married, can you do a little buffet for 

them for afterwards because they’ve got like I think we had about 30 people 

there […] Macmillan pushed him down with all the doctors behind  him, porters 

moving everything out of the way as they was going through the corridors on 

his bed.  Apparently he got there and he was in quite a bit of pain so Macmillan 

had to obviously readjust all his medication but they couldn’t give him too much 
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because they needed him awake ‘cos he still had to say his vows didn’t he […] 

and they managed it perfect, absolutely perfect, that balance they got just right 

[…] I walked in and he’s like you look absolutely amazing, I can’t believe we’re 

doing this […] So we managed to get through the whole service, he did all his 

words himself, he got mixed up on one but I’ll let him off for that one. And then 

he started like going downhill again then […] They pushed us both on the bed all 

the way through the hospital.  We got back the ward, all the nurses were outside 

with confetti they’d made out of a hole punch. (Family Carer B)  

The patient died in the early hours of Monday morning with his wife by his side. In 

interview, she was very clear that without the support from a number of staff in the 

specialist palliative care team that weekend, she and her husband would not have married; 

it would not have been possible without their efforts and nor would they have known the 

urgency of the situation without the benefit of their knowledge and expertise.  

A specialist palliative care team member at work that day explained how the wedding was 

a collective effort between a range of hospital staff and that it would not have been possible 

without the increased weekend staffing capacity afforded by the 7-day programme.  

Staff participant: It came right out of the blue because the family were under 

the impression he had a longer life expectancy […] so it was realigning those 

expectations that if this is what you really want we need to be doing it now and 

we need to be acting on it now, and those conversations are difficult when 

you’ve only got a short space of time to do it in. 

Interviewer: And do you think, I mean it’s a difficult question to answer but 

would all that have been possible without this [the 7-day programme]? 

Staff participant: No […] it was a Sunday night so it was like well no we’ll knock 

it back and we’ll do it on a Monday, only because we wouldn’t have been able 

to coordinate, it would have been beyond one person’s ability to do that […] so 

it just wouldn’t have happened. (Staff member 1, Int1) 
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4.1.4 Time, compassion and availability of staff  

The importance of relationships between patients, family carers and specialist palliative care 

staff members is discussed later in the report. It is important to note here, however, that in 

addition to the types of responsiveness referred to above, another form of responsiveness 

cited by patients and family carers as important relates to specialist palliative care nurses 

giving their time, and being compassionate and available. For patients and their families, this 

particular aspect of responsiveness and subsequent receiving of good care results in 

satisfaction:   

The palliative care came more or less straight away when [mum was] in AEU 

[Accident and Emergency Unit].  ‘Cos they’d looked at the x-rays and they’d spoken 

to the doctors in AEU […] I can’t fault the girl, the palliative care nurse in AEU, and 

she came up when [mum] was [on the ward] as well […] She was a lovely person, 

really thoughtful. She kept asking about mum, about the care of mum and the care 

of us as well. She could see how upset we were that [mum had] been left in that 

position that she was in [in the nursing home].   (Family carer R) 

4.1.5 Beyond Days 6, 7 and Bank Holidays  

As the 7-day programme progressed, the increase in capacity and its impact on service 

responsiveness became visible across all days of the week, not only on days 6, 7 and Bank 

Holidays. With more staff members, for example, acute and community teams were able to 

change working hours and provide the specialist palliative care service for longer hours on 

weekdays:  

I think it’s really turned around the kind of quality of care that we can offer in 

community.  The extension of the hours has been something that’s been really 

good, having the eight ‘til six service, because patients do invariably ring at five 

o’clock on an evening to say that somebody’s had a bad day and you know you 

need this, I need it sorting out, you’ve still got that time to do that.  (Staff member 

17, Int2) 

It’s not that unusual to go and start a new review at five, so I think I can imagine 

that can sometimes have been a source of frustration that someone might have 
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come in that morning, they’ve been seen by all the acute teams and investigations 

done and they might get referred at three but that would then wait ‘til the next 

day and that’s quite a long time for a patient to wait, but actually you know three 

or four of the nurses on each day will generally be working ‘til six so they would 

quite happily go and see someone at four, half four and that still be quite a you 

know even just a normal part of their day. (Staff member 12, Int2)  

For specialist palliative care staff members, the increased responsiveness leads to pride and 

satisfaction in the giving of good care and delivering what they see as a better service.  This 

member of specialist palliative care staff spoke about the experience of a patient’s teenage 

daughter; 

It is a good feeling to know that you’ve turned that awful, stressful situation 

around into the best possible outcome for her and the family ‘cos obviously losing 

a loved one’s hard, especially at the age she is and the fight that she’s had, but at 

least their lasting memory will be that they’ve all been with her. (Staff member 17, 

Int2) 

4.1.6 Referral to the specialist palliative care team  

All patient and family carer evaluation participants reported positive impacts as a result of 

referral to a specialist palliative care team. However, while some participants felt that their 

referral to the specialist palliative care team came at an appropriate time, others commented 

that they would have appreciated and benefited from specialist palliative care input and 

support at an earlier stage. Referral often marked an important turning point for patients and 

families who had until that point been struggling to cope alone.  

[On the first visit the specialist palliative care nurse] filled a form in with you…, to 

see like I suppose a baseline of where dad, how he was and what he was feeling 

and pain relief and all stuff like that.  I can remember then that first day thinking 

thank goodness somebody’s made contact […] Whether that was an oversight or 

whether that’s what they normally do I don’t know but I felt the emotional support 

was missing for those few months [after diagnosis] […] And you don’t realise you 

feel like that until somebody comes do you and I remember sitting here and [the 
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specialist palliative care nurse] sitting there and thinking at last like they’ve 

noticed me dad, that’s what I  remember thinking. (Patient U and Family Carer G) 

The pathway to referral to a specialist palliative care team varied considerably between 

participants. Some patients explained that they had been referred to a specialist palliative 

care team by another health care professional, to assist with symptom control. This was 

sometimes a GP, and other times a health care professional involved in their cancer 

treatment.  

Well I was actually put on to [the specialist palliative care team after having] the 

first set of chemotherapy […] I was in that much pain and I’d lost so much weight 

[…] And ‘cos I’d been in a lot of pain they sorted out all me pain relief.  ‘Cos I was 

one of them like I’d just think this is how it is, I just have to put up with it, the pain, 

she convinced me you don’t have to do that.  I’d think I’ve got cancer, this is the 

way it is.  But she said no, you shouldn’t ever be suffering the pain, she sorted me 

a pain killer regime and touch wood the improvement’s been unbelievable since 

then. (Patient B)   

In a few cases, people had contacted the specialist palliative care team themselves. For 

example, one family care spoke in interview about the problems gaining access and being 

referred to specialist palliative care.  

I spoke to a lady [and said] I just don’t get it, where’s all the support, where’s the 

pathway for people being referred to the palliative team […] It was only for me 

suggesting [a referral to palliative care] in the first place when [the doctor] 

delivered that initial bad news […] I don’t know what the standard system is for 

being referred into the palliative team […] cos I’m thinking there surely must be 

some support there for some families and well my mum mainly.  It was me going 

and finding out information. (Family Carer V).  

Some participants were referred to the specialist palliative care team at a much later point in 

their illness journey, often when admitted to hospital as an inpatient. For some families, 

palliative care was not discussed with them until a crisis situation arose, and the conversation 
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had come as a shock. In interview, many participants explained that they had not initially 

considered specialist palliative care to be relevant to them because of its connotations.  

Family carer: We went to see [a doctor at the hospital], he took us into his room 

[…] he then told us [my husband] was going under palliative care and the reason 

being and drew the pie of all his heart, all his organs that were failing […] [the 

doctor] drew a circle, ‘cos me and [my husband] just looked at each other ‘cos we 

wasn’t expecting anything like that and just prior if you remember we’d only been 

out of hospital on the Sunday, and they’ve never mentioned it in the three weeks 

he was in nor the weekend he was in […] And that’s how we got told […] I was 

annoyed, I was really really annoyed with how we’d been told […] I still can’t 

accept it […] No it didn’t make sense because normally with palliative care you’ve 

got the build-up haven’t you to get to that.  You know, you like sort of can see the 

warnings can’t you and then palliative care come in and like to me, like sort of at 

the end like type of thing, so are you with me? 

Patient: We’ve missed so much of it haven’t we. 

Family carer: We’ve missed so much of like when they’ve known and they’ve never 

said. 

Interviewer: You feel it’s been kept from you? 

Patient: Yeah. 

Carer: Yeah  

(Patient H and Family Carer J)  

In conclusion, findings suggest that, once referred into the specialist palliative care service, 

patients and family carers benefit from its responsiveness and feel reassured by the care they 

receive. However, some participants’ experiences of referral suggest that these pathways can 

be unclear and inconsistent, with some patients and family carers not receiving support at 

the time they feel they need it.  
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 Reassurance 

 

4.2.1 Reassurance and availability of the service  

Both patients and family carers are reassured by the availability of the service – including after 

4.30pm, on weekends and bank holidays. Some participants are unable to recall whether they 

have used the specialist palliative care service out of hours; when they feel unwell, they can 

Theme headlines:  

• Confidence about the presence and responsiveness of the specialist 
palliative care teams provides reassurance for patients and family 
carers, and for staff;    

• The uncertainty and fear experienced by patients and family carers are 
mitigated and ameliorated by the reassurance of the enhanced 7-day 
service;   

• Patients and family knowledge about the availability of the service 
(including after 4.30pm, on weekends and bank holidays) provides 
confidence and increases their quality of life; 

• Specialist palliative care staff feel reassured by working alongside other 
specialist palliative care colleagues at weekends, rather than alone – 
both for the increased capacity and peer support this provides;  

• The 7-day programme produces a growth in knowledge and confidence 
about palliative care through formal and informal learning 
opportunities;   

• Other healthcare staff are reassured by the availability and 
responsiveness of specialist palliative care services;   

• Towards the end of the programme, specialist palliative care staff felt 
reassured in the knowledge that the enhanced service would be 
continued.  
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‘forget the day and time’, and this becomes irrelevant to them. Whatever the day, it is 

important to patients and family carers that the specialist palliative care service is available 

should they need it. Family carers find the specialist palliative care service reassuring, 

referring to it as a ‘back up’ and ‘cushion’, and stressing the importance of someone being 

there for advice and support ‘if I need it’.  

We’ve phoned on a Sunday and [the specialist palliative care team] has come out 

[…] You were really struggling weren’t you with your breathing and pain […] It 

gives you peace of mind.  That you know there’s somebody knowledgeable at the 

end of the phone.  And although we’ve not had to ring of an evening, I wouldn’t 

hesitate if we had to.  (Patient K and Family Carer P)  

Another source of reassurance to patients and family carers is the relationships they have 

with specialist palliative care staff members, as discussed in the next section of this chapter. 

The knowledge that they can contact the specialist palliative care team at any time gives 

patients and family carers confidence, and has a positive impact on their quality of life.  

4.2.2 Reassurance and confidence 

Patients, family carers and staff feel reassured as a result of the responsiveness of the 

specialist palliative care teams. During the illness experience, patients and family carers 

experience uncertainty and fear, making the reassurance provided by the specialist palliative 

care service all the more important. Patients often talked in interview about their fear of pain, 

and the reassurance they felt knowing the specialist palliative care team was available to help 

should this happen.  

Patient: I don’t have that fear of pain anymore because of them […]  

Interviewer: The [specialist palliative care] service sounds very important to you.  

Patient: I’ll be honest, it’s more than important. I would say it’s taken about 80% 

of my worries and fears away.  (Patient G)  

I know that [specialist palliative care] nurses are available, if I start to get pain I 

know that there’ll be somebody who can do something about it.  And that’s about 
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as much as I want to know to be honest. I’m not, how can I put it, I’m not interested 

in the minutiae of what goes on, as long as I’m not in pain. (Patient C)  

While becoming expert at managing on a day to day basis, family carers often discuss the fear 

of doing something wrong while caring for their loved one.   

I was dealing with something, I was scared that however delicate [my husband] 

had now become that I may do some more damage. I’m not an expert, I am his 

wife and I love him and care for him. (Family carer K) 

Patients and family carers discuss the fear and uncertainty of having to deal with sudden and 

severe pain or an unfamiliar symptom, particularly at a weekend.   

Family carer: [The specialist palliative care service has] been essential. Because for 

the most part we’re quite self-sufficient, we’ll cope on our own, but when it’s 

something that’s a real problem, we need someone there every single time […]  

Interviewer: Why did you need to call [the specialist palliative care team] at a 

weekend? 

Patient: Severe pain. Normally that’s what it is. Severe pain and a different 

symptom that I wasn’t used to. You know when I swelled up and sorry about the 

details couldn’t sit on the toilet because I was that swollen everywhere and that 

was the day that I rang [my specialist palliative care nurse] in tears … (Patient S 

and Family Carer S)  

4.2.3 Reassurance and peer support  

For staff, increased reassurance is the result of a number of changes brought about by the 7-

day programme. An important source of reassurance comes from working alongside other 

colleagues at weekends, rather than alone – both for the increased capacity and the peer 

support this provides. Here, one member of staff explains what is was like to work alone at a 

weekend prior to the 7-day service, a quote which reflects the experiences of many specialist 

palliative care staff.  

Even if you only look at the weekend work, there was one of us on at weekend and 

you had sometimes I came in and said it’s unmanageable. You’d have so many 
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patients to see and you obviously prioritise but it’s really difficult when everybody 

that you’re looking at really needs to be seen, and you would literally be running 

from patient to patient, so that quality time that our patients need you couldn’t 

spend it with them. (Staff member 5, Int2) 

Since the introduction of the programme, staff have benefitted from support from peers or 

senior colleagues at weekends, resulting in them feeling less isolated and more able to share 

decision-making. The following quotes illustrate the reassurance and confidence that this 

brings.   

Yeah weekend is the most different… instead of having to go to the doctor all the 

time, it’s nice to have that person to bounce off and throw ideas and things and 

think what do you think or do you think coming with me might be a good idea and 

it’s quite nice actually to have that back up in the community. (Staff member 12, 

Int1) 

Having two on at weekends, so it’s like more of a teamwork thing rather than 

being isolated on your own, so you’re supporting each other. (Staff member 18, 

Int1) 

Another staff member noted that even when working alone she was reassured by being able 

to call senior colleagues in the specialist palliative care team.  

You know to help me with my prescribing decisions.  I try and use it sensibly, … but 

that’s just added to my confidence in you know I know that I can always I can just 

ring them you know from my car if I want to discuss, you know it’s usually right 

but that adds to your confidence then so the next time you’re not ringing, you 

know it’s been great for that.  And that just benefits the patient, they’re having 

you know they’re getting the right treatment at the right time, and their needs 

met really. (Staff member 27, Int2) 

4.2.4 Staff reassurance and specialist palliative care knowledge  

Another source of reassurance for staff is the growth in their specialist palliative care 

knowledge, and the confidence this brings. This is in part the result of both formal and 

informal learning opportunities afforded by the 7-day programme. Opportunities for informal 
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learning between specialist palliative care staff have increased as a result of the enhanced 

programme. Increased capacity within the teams has changed team dynamics and resulted in 

closer team working, as illustrated in the following quote and discussed further in the 

following section of the report regarding relationships.  

So we just have the time really to joint work, where before the clinical workload 

and the amount of people that were available to meet that need wasn’t as great 

as it is now. (Staff member 12, Int2) 

A number of formal learning opportunities have been provided under the 7-day programme, 

including clinical skills training and non-medical prescribing. In addition, the Salford model 

enabled Band 8a staff to focus on research one day each week. The differences between the 

two models are discussed further later in the report, under the theme Retention. It is evident, 

however, that both formal and informal learning opportunities have resulted in increased 

knowledge, confidence and reassurance for specialist palliative care staff members.  

In terms of professionally it’s been amazing to be able to kind of expand my 

knowledge and skills and you know just improve as a nurse.  (Staff member 14, 

Int2) 

4.2.5 Beyond the specialist palliative care teams: reassurance for other health care 

professionals 

Findings suggest that an increase in staff reassurance extends beyond the specialist palliative 

care teams to other healthcare staff. Relationships between specialist palliative care teams 

and non-specialist palliative care staff have been informed by the enhanced programme, and 

are discussed in the following section of the report. However, there is evidence that non-

specialist palliative care staff also feel reassured by the availability and responsiveness of 

specialist palliative care services.  

I remember the A&E nurse - I think her comment was ‘Thank goodness you’re 

here’, and it was very much like relief of ‘I didn’t know what to do, I was out of my 

depth.’ (Staff member 12, Int2) 
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4.2.6 Continuation of the enhanced service  

A final point relating to increased reassurance is that, towards the end of the programme, 

specialist palliative care staff felt reassured in the knowledge that the enhanced service would 

be continued, along with their roles and employment contracts. Until this point, there was a 

concern across all specialist palliative care teams that the enhanced service may raise their 

profiles and increase demand which may then be difficult to meet should the enhanced 

service come to an end.  

I don’t know if we’re creating a need or meeting a need, but the number of 

referrals and the activity at weekend is now exponential to the number of nurses 

on so we can still have even though one person was doing that work at weekend, 

we’ve now got two people doing twice as much, does that make sense? (Staff 

member 1, Int1) 

So what have my worries been?  […] the idea of going back, yeah, I guess once 

you’ve tasted what it can be like […] It would be awful, and I think psychologically 

it would be worse to go back than to have never had it [the 7-day programme].  

Because people can see how it has worked with the additional staffing and 

resource that’s gone with it, so to go back, you’d obviously lose the additional 

staff, I think you’d get a turnover, I don’t know […] It’s a horrible thought when 

you go to that bit. (Staff member 32, Int1). 
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 Relationships 

 

4.3.1 Relational continuity and trust  

The relationships that patients and family carers have with members of the specialist 

palliative care teams are very important to them. This dominates the patient and family carer 

interview data, and findings suggest that the 7-day programme promotes and fosters these 

relationships. An important aspect of the ‘Relationships’ theme is continuity of care, with 

patients and family carers placing importance on seeing the same specialist palliative care 

team members whenever possible, and experiencing satisfaction as a result of this. All 

participants referred to their ‘key contact’ within their respective specialist palliative care 

service, with this continuity of care often being in contrast to experiences of other services. 

One patient, for example, explained that his daily carers ‘chop and change’ and he ‘never 

knows who will turn up’. Continuity of care within the specialist palliative care services results 

Theme headlines:  

• The relationships that patients and family carers have with members of 
the specialist palliative care teams are very important to them, and the 
enhanced 7-day programme promotes and fosters these relationships;  

• Relational continuity is important to patients and family carers, improving 
their levels of satisfaction and experience of the specialist palliative care 
service;  

• Internal dynamics of the specialist palliative care teams have improved as 
a result of the 7-day programme, with increased capacity enabling more 
joint working, peer support and shared learning;  

• The 7-day programme has resulted in specialist palliative care teams 
gaining increased visibility and profiles, having a positive impact on 
working relationships between specialist palliative care staff and other 
healthcare professionals, and increasing specialist palliative care 
referrals.  
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in staff knowing the patient and their family. This is important to both patients and family 

carers because, in contrast to some other experiences of healthcare services, they feel they 

are understood and do not have to re-tell their history and symptoms, or repeat themselves 

‘to different people’.  

Interviewer: It feels like the relationship you’ve got with [the specialist palliative 

care nurse] is quite important to you. 

Family carer: Very good.  

Patient: Oh yeah, definitely […]  

Family carer: I would be completely lost without it to be honest with you, feel lost.  

I’d be panicking. GPs are ok but you sort of see a different one every time that they 

come. (Patient Q and Family Carer L)  

In interview, a considerable number of patients and family carers referred to previous 

experiences of healthcare services that had undermined their trust in healthcare services and 

professionals. These conversations were not the focus of the interviews and were 

unprompted by the researcher. Examples of participants’ negative experiences ranged from 

insensitive care to medical mistakes and feelings of having to fight to receive appropriate 

treatment. These negative experiences render even more important the time that specialist 

palliative care staff are able to give to patients and family carers, addressing their individual 

needs. There is a sense from participant accounts that their overwhelmingly positive 

experiences of the specialist palliative care services go some way to counter these previous 

experiences.  

I think it’s the fact that for once somebody is actually doing something, instead of 

sending me home when I’m still [unwell] and I’m thinking it’s not right this, and a 

week later you end up you can’t breathe, the infection’s back. [Before the 

involvement of the specialist palliative care team] I got to the point where I 

thought they’re going to think I’m a hypochondriac […] I’ve not always felt like I 

would have been believed. (Patient D)  

I was going back and forth to the doctors saying something’s not right, 

something’s not right, and they were saying you’re fat dear, that’s all it is, you’re 
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fat.  They said go home, lose some weight, things will get better.  Then I got its 

scar tissue, there’s not a lot we can do about it.  And the whole time I had a fair 

idea [the cancer] was back, don’t know what made me think it but I knew […] I was 

admitted to hospital a couple of times with really bad stomach cramps, and then 

they decided finally to do a camera up me bum and [the doctor] called me back 

about two weeks later and said I’m sorry it is cancer, I’ll pass you back to [the 

hospital], and basically that’s where I am now. (Patient G)  

The relationships and trust that patients have with their specialist palliative care nurse mean 

they have ‘somebody to turn to’ outside their immediate family, so they can sometimes 

protect their loved ones. Knowledge of these patient/specialist palliative care staff is are also 

a source of comfort to family carers, illustrated here by a bereaved family carer.   

[The specialist palliative care nurse] had a good bond with [my partner], a very 

good bond […] They had a good communication […] I don’t think I was there, I was 

walking the dog.  [My partner] discussed with [the specialist palliative care nurse] 

that she doesn’t want to pass away at home, her request to pass away in the 

hospice […] [That relationship] took a lot of stress and worry off [my partner] to 

be fair, ‘cos obviously if [she] had something to say I think there’s only [the 

specialist palliative care nurse] she could say it to, so I think that’s what bond they 

had […] She probably told [the specialist palliative care nurse] more than she told 

me. (Family Carer N) 

Staff accounts also support the importance of relational continuity, and the ways in which this 

is facilitated by the 7-day programme. This staff interviewee talks about the enhanced service 

giving the opportunity to follow the patient, leading to a real sense of patient-centred care.    

So I think that the ability to work across site has been really valuable, without 

sounding a bit cliché it keeps the patient as the centre, so we’re going where the 

patient is if that makes sense.  … But of everything I think the fact that you’re 

following the patient really.  So the ability to work across sites, … I don’t think you 

can just sit in one area anymore, I think you have to have your eyes on wherever 

the patient is really.  (Staff member 19, Int2) 
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4.3.2 Supportive relationships  

The theme of ‘Relationships’ is also important within staff interview data.  Staff talked about 

the impact that the 7-day service has had on their relationships with patients and family / 

carers and with other staff. Staff noted that the increased capacity of the specialist palliative 

care and the integration of hospital and community services allows them to develop more 

supportive relationships with patients and family carers. 

One staff member noted how they now have much more time to respond to patients’ and 

families’ emotional concerns, something that they simply would not have time to prioritise 

before the introduction of the service. 

I had one just last week, … symptomatically she was fine, she didn’t have any pain, 

she didn’t have any sickness or any other traditional kind of palliative symptoms 

at all, but what she did have was worried about kind of advance care planning 

type issues, so I think maybe before she wouldn’t necessarily have been prioritised 

on any day, … just never reach the top of that list if that makes sense. … but I was 

able to go to her almost every day … and have both conversations about  what she 

was worried about and what she was worried about for her family and you know 

that kind of it shouldn’t be extra but when a team’s pressurised becomes extra 

doesn’t it.  (Staff member 4, Int2) 

Many family carers talked about how the specialist palliative care teams have important 

relationships with and provide care for the wider family, as well as the patient. Findings 

suggest that the increased capacity of the 7-day programme facilitated these important 

relationships.  

They all know [our specialist palliative care nurse], the whole family know [her].  

We’ve all had dealings with [her] and you know we have faith in her […] I mean 

she’s come through a lot with us. (Family Carer A) 

Interviewer: What do you think the specialist palliative care team and the service 

that they provide, what does that mean to your family members, to your children 

for example, do you think? 
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Patient: A life line […] if [my daughter] never had [our specialist palliative care 

nurse] to lean on or speak to you know she’d be lost as well, she wouldn’t know 

half the things […] If [my daughter] is ever like concerned over me or if I’m like 

really really low she’ll ring [and] [our specialist palliative care nurse] will just speak 

to her like reassure her you know that it is like normal for me to be how I’m feeling 

because it has just been like a big upheaval of like all our lives. (Patient M) 

Staff members discussed the importance of having time to build relationships with and offer 

support to family carers, with findings suggesting the importance of the 7-day programme in 

enabling them to achieve this.  

To get to that place where you’ve got that relationship and that trust with a 

patient and a family you have to spend that time doing it.  You know that can’t be 

done in five minutes … And I don’t think before this project happened that any 

member of the team would have had capacity to do that in as much time, do you 

know what I mean, because it’s a long, you know you can be there for a couple of 

hours doing something like that with a patient, which is a huge chunk out of your 

day. (Staff member 10, Int2) 

4.3.3 Internal dynamics of specialist palliative care teams  

Findings suggest that the internal dynamics of the specialist palliative care teams have 

improved as a result of the 7-day programme. Increased capacity within the teams has 

enabled an increase in joint working and peer support, as illustrated in the following quote.   

It feels that the team are working much more with a team approach now. I think 

it’s good to have more of a kind of a joint working within the team. We’re able to 

share out the workload more… things are shared out more evenly, and we still 

obviously if somebody feels somebody’s got too much we still obviously then try 

and take things off each other and share things out. (Staff member 12, Int1) 

Every single person, no matter what band they are, no matter whether they’re a 

doctor or a nurse or whatever, supports each other and is able to kind of check 

with each other, you know, is this alright, what do you think about this. (Staff 

member 4, Int1) 
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Specialist palliative care staff discuss the importance of using other specialist palliative care 

colleagues ‘as a sounding board’ and ‘to double check’, for instance in complex patient cases 

and prescribing decisions. Findings indicate that peer support and shared learning are two-

way: senior colleagues are often supporting more junior colleagues in their specialist 

palliative care practice and decision making; but they themselves are also learning from their 

junior colleagues.    

But even as a band seven I’m always learning and obviously [the Band 6’s] 

backgrounds, they’ll be bringing different skills to the team, different knowledge 

[…] I mean you’re always learning aren’t you … It is two way yeah.  Just ‘cos they’re 

a band six doesn’t, they’ve got the nursing background haven’t they, they’ve got 

things they were doing prior to coming into this and they’re bringing that in so 

that can only be better for the team.  (Staff member 10, Int2) 

And, as noted previously, junior staff are learning with the security of being able to check 

decisions from more senior staff; 

I think that extra layer of seniority [of the Band 8a role] is fantastic for the patients 

and the relatives, and for us for learning as well […] the fact that you can run your 

decisions by somebody senior and that somebody else can review the patient with 

you, even if it’s remotely and say yeah they’re happy you’ve made that decision or 

you know I think we should look at this, I think that’s been for me that’s been you 

know really important at weekends.  And again in the week, it’s that seniority just 

to refer to and check that everything is right you know what I mean, it’s just that 

checking and making sure that somebody’s aware of them and it’s not missed 

something and that patient’s getting the best care that they can do really.  (Staff 

member 15, Int2)  

4.3.4 Impact on relationships with other HCPs and referrals  

In addition to relationships within the specialist palliative care teams, the 7-day programme 

has also had a positive impact on relationships between specialist palliative care staff and 

other healthcare professionals. Findings suggest that increased capacity has enabled acute 

and community specialist palliative care teams to gain greater visibility and increased profiles 
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in healthcare teams, often because ‘people have heard about the [specialist palliative care] 

service more’. An example of this is the work being done at one of the sites to in reach into 

the emergency unit which, in turn, is improving patient care.  

You sort of raise your profile when you’re there every day, so there’s a lot more 

conversations as you’re going on the unit, there’s a lot more you know oh Mr so 

and so is back in, remember last time you know he did this and this, so there’s a 

lot more collaborative working even with other teams in the hospital […] if we’re 

in reaching into an area 365 days of the year things are going to improve, so you 

know we’ve done education on there, that’s improved their knowledge, we talk 

about the referrals when we go down so they’re giving us better referrals, they’re 

telling us you know we might look at the board and they might have a patient 

that’s at the end of life even in the emergency assessment unit but then they will 

say but we’re fine with that you know, whereas before they might have just given 

us everybody and not taken any ownership and but now they’re saying actually 

you don’t need to do that one, you know we’ve done this and this and you know 

so I think the teams are better and they’re giving us definitely better referrals. 

(Staff member 19, Int2) 

As a result of these closer working relationships, all specialist palliative care staff refer to an 

increase in referrals under the 7-day programme.  

Before we did seven day working, nobody sent a referral at the weekend, and so 

everybody said well why do we need to do seven day working because we don’t 

get any referrals at the weekend? …people will only demand things when it might 

be deliverable…So there’s something about the visibility and the referrals.  (Staff 

member 32, Int1) 

So we’re finding like our referral for like non-malignant can be increasing, it has 

increased, it’s definitely increased since I was in the service, so the recognition 

there of what we support is getting out there. (Staff member 10, Int1) 
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It is worth noting however, that some staff noted that this visibility had created a tendency 

for over-referral where referrals that were not always considered appropriate added to the 

workload.   

But also I think a negative effect of that is that sometimes they won’t fix the 

situation for themselves.  Do you know what I mean?  You know things that they 

could sort out themselves and you know should be a ward led thing they will pass 

on to us rather than sorting it or trying to sort it themselves first. (Staff member 4, 

Int2) 

The final theme, Retention presented later, addresses how the above changes may be 

challenging assumptions about specialist palliative care as a specialism, and changing 

perceptions about the service.   
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 Reciprocity  

Patients and family carers emphasise the importance of specialist palliative care staff 

members’ knowledge and expertise, which has a positive impact on their illness experience 

and quality of life.  

At times I couldn’t walk for the pain.  I’d sit here for days, I couldn’t even get up 

[…] [Now] I’m eating better […] I think it’s because they’ve [specialist palliative 

care] got rid of the pain […] But as I say, nobody else has ever tried to help me with 

the pain if you know what I mean.  They’re looking after me but they’ve never 

really gave me anything for my pain. (Patient R)  

This knowledge and expertise are reciprocal. Patients and family carers explain how specialist 

palliative care staff take the time to listen to them, valuing their knowledge and expertise. 

This results in joint decision-making between patients, carers and staff.   

Well first of all they listen, and then they start suggesting solutions, they only 

suggest them, they don’t say we’re doing this or we’re doing that, they suggest 

solutions […] And they listen to what you’re saying, like you’re listening to me now.  

So it’s not as if they listen and go, you know they’re actually listening, you can 

Theme headlines:  

• Patients and family carers emphasise the importance of specialist 
palliative care staff knowledge and expertise, which has a positive 
impact on their illness experience and quality of life;  

• Patients and family carers feel listened to by specialist palliative care 
staff, and believe their knowledge and expertise is valued by specialist 
palliative care staff, which in turn informs decision-making regarding 
their care;  

• Specialist palliative care staff often draw on this reciprocal knowledge 
and expertise to mediate between patients, family carers and other 
healthcare professionals. As a result, patients’ symptoms are better 
managed and they are more satisfied with their care.   
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always tell when somebody’d actually listening to what you’re saying. (Patient N 

and Family Carer Y) 

Specialist palliative care staff often draw on this reciprocal knowledge and expertise to 

mediate between patients, family carers and other healthcare professionals. As a result, 

patients’ symptoms are better managed and they are more satisfied with their care. Some 

patients referred to the specialist palliative care team as their ‘go between’ and ‘mouthpiece’ 

in relation to other aspects of the healthcare service:  

Interviewer: Could you kind of sum up what the specialist palliative care service 

meant to [your partner]? 

Carer: Well it was good really ‘cos obviously they could go and see [her on the 

ward] and ask how she was.  They like arranged food to come in, if she didn’t want 

to eat the hospital food, like fresh fruit to come in and stuff like [my partner] would 

probably like to eat.  Basically they was there if she was in pain or she had any 

concerns or, they’d speak to the doctors or whatever on the hospital ward and get 

something sorted.  Of course to be fair with you, [the specialist palliative care team 

are] like a middle person aren’t they between the patient and the doctors. [My 

partner] would speak to the palliative care team and they’ll speak to the doctors 

and the staff nurses and whatever, so basically they’re just a go-between what 

[she] is feeling and what [she] wants, what [she] could do with […] [The specialist 

palliative care team] understood [my partner’s] symptoms and problems better 

than the doctors I think myself.  ‘Cos I think with normal doctors in the hospital, 

they deal with a lot of things like accidents, and all that, they don’t actually 

specialise in cancer sort of stuff, but I think the palliative care and their Macmillan 

nurses and doctors actually train to do stuff like that. (Family carer N)  

Examples within patient and family carer data show the many ways in which specialist staff 

mediate between their patients and different healthcare teams. Sometimes this entailed 

specialist palliative care staff meeting patients in A&E:  

When you’re [in A&E] throwing your guts up and what you aren’t throwing up is 

coming out the other direction and you’re constantly watching that toilet thinking 
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please don’t go in the toilet, please please don’t go in the toilet, I might need it […] 

And you’re sat there and you’re praying to God that your bum cheeks don’t 

explode. It’s awful, that waiting room is hell […] But the way [my specialist 

palliative care nurse] did it [by meeting me in A&E], it wasn’t […] This disease has 

taken enough. It’s not having me dignity, not ‘til I can’t do anything about it […] 

So the way [my specialist palliative care nurse] did it, God bless her, that’s all I can 

say. God bless her, she is an absolute - I would say a star but a star’s not much. 

(Patient G) 

In other examples within the data, specialist palliative care staff worked closely with other 

healthcare teams to meet patients’ needs including symptom control and achieving preferred 

place of care:  

Carer: It’s [generalist staff] that cause the real problem to be honest. It was like 

getting discharged [from hospital] or, you know, the fight between [the specialist 

palliative care team] and the hospital doctors when we were trying to go home, 

and it was a case of them saying ‘Oh, we wanted to keep you in for another day 

to observe you’, and [the specialist palliative care team] were like, ‘Well, no this is 

just about the cancer, she might as well go home.’  

Patient: Yeah, this is the disease, send her home.  She’s got support, she’s got pain 

relief, let her go and watch telly.  

Interviewer: Can you think of an example where you used the specialist palliative 

care service on an evening, or on a Saturday or Sunday or bank holiday Monday? 

Patient: Yeah I can think of one, the evening that the district nurses came out and 

I was blue and screaming. The GP didn’t have a clue what to do so she rang the 

hospice, and I think whoever was on that night kind of said right this is what you 

need to do, get this prescribed, get that prescribed, get her to hospital, and then I 

think I don’t know which member of staff it was to be honest, but I know [the 

specialist palliative care team] were still communicating throughout the night 

weren’t they, ‘cos the ward didn’t know what to do with me either. (Family carer 

S and Patient S) 
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 Retention   

There have been a number of benefits from the enhanced 7-day programme for patients, 

family carers and specialist palliative care staff members. These are evident in the themes 

discussed above and are consistent across the four sites, irrespective of the staffing models 

implemented within the different specialist palliative care services.   

4.5.1 Continuity of the 7-day programme 

At the initial staff interview, all four sites were reporting operating the 7-day programme 

according to the original model that they had implemented. At the follow-up interviews, staff 

in one of the four sites reflected that they had been unable to continue the enhanced service 

Theme headlines:  

• Patients, family carers and staff across all four sites reported benefits of 
the enhanced 7-day programme.  However, one of the four sites did not 
have the capacity to continue the enhanced service due to 
recruitment/retention issues.  The resulting difference in service 
between the acute and community settings at this site has been 
problematic. 

•Staff across all sites highlighted the importance of a skills mix in teams 
and having the ‘right’ people to deliver the enhanced service   

•Senior nursing roles appear to be important to recruitment and retention 
and thus the sustainability of the service. 

•The 7-day programme has enabled three of the sites to develop their 
specialist palliative care service proactively.  Staff who previously felt 
they were ‘fire-fighting’ and only able to focus on meeting the demands 
of their caseloads now feel able to plan for the future. 

•Recruitment and retention problems were highlighted to create problems 
in cross-service working and led to a perceived poorer service where staff 
were concerned about waiting times and patient care. 
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due to staffing levels and capacity within the team.  Staff at this site were already expressing 

some concerns about capacity at the initial interviews, due to three members of staff leaving 

their posts ‘within the space of six weeks’ (Staff member 2, Int1). In addition, recruitment to 

the new posts associated with the enhanced service at this site was challenging; with only 

two of the three new Band 7 nursing posts filled. In part this was perceived to be associated 

with the temporary nature of the new fixed term positions.  

We initially budgeted for three Macmillan H&S posts, and we only recruited to two 

[…] because when you’re getting to the equivalent of level six and level seven, 

people don’t want to leave permanent contracts for temporary positions unless 

they’re really committed and they’re young and they want to develop.  They won’t 

leave them. So we didn’t recruit to that […] and offered [two existing staff 

members] the opportunity to do the weekends, to help with their development and 

learning […] So that means that you then take two staff out of it [in addition to me 

leaving], that’s a potential issue as well. (Staff member 2, Int1)  

Additionally, the wider issue of the lack of inclusion of hospice services in the Agenda for 

Change initiative, is also suggested in the data as creating a disparity between acute and 

community settings. This was seen to add to difficulties in recruiting to the community posts, 

leading to staffing problems from the outset. The resulting lack of resilience meant that, by 

the time of the follow-up interviews, this service was also reporting staffing difficulties due to 

sickness absence, maternity leave and staff leaving their posts for other jobs. The service had 

difficulty recruiting replacements, ultimately driving the decision to cease the programme, 

which underscores the importance of capacity building and career development 

opportunities in recruiting and retaining staff, particularly in settings where staff recruitment 

is low.   

Well, reasons for us having staff leave was, well, sometimes they’ve been 

promotion side of things, but also we’ve had staff who have left who have found 

the travel too difficult to get here so they’ve got a job closer to home. (Staff 

member 8, Int2)   
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Given the impact of recruitment and retention on the development, implementation and 

sustainability of services, as identified within our data, those wishing to develop similar 

enhanced services will need to engage early with these to address any potential difficulties  

The impact of staffing shortages was incredibly disappointing for the staff who had, for a 

number of months, seen the benefit of this programme for patients, family carers, and staff 

members. The team subsequently reverted back to its previous service model (in fact, a 

service with fewer staff members than before the enhanced programme).  

There’s only so far that you can carry on delivering that service with the same 

number [of patients] with less staff. (Staff member 21, Int2)   

Being unable to continue the enhanced 7-day programme resulted in the service withdrawing 

its designated urgent response nurse and reverting back to one specialist palliative care nurse 

working at the weekend. This was a difficult change for the team as they had highly valued 

both of these aspects of the service, because of the responsiveness it afforded for patients 

and family carers, and the mutual staff support it provided.  

Someone being able to pick up urgent referrals seemed that was helpful and 

that took pressure off other people.  The weekends was good but we haven’t 

had […] two of them on a weekend for quite a while now.  (Staff member 21, 

Int2)   

And it worked really well at a weekend, [...] it’s the weekend we’ve missed 

more than anything I think. […]  It was only in very rare cases there was nobody 

in the office, whereas as it is now you know there’s long periods of time.  (Staff 

member 30, Int2)   

Without enough staff to sustain the programme delivery, however, it was felt this was a 

decision which had to be made because of the effect it was having on the overall service.   

I think between October and December, that’s when we had to make the 

decision to go back down to one of a weekend, because it was impacting too 

much on our working week, so if we had two members of staff on duty over a 

weekend, you would have two people missing one side of that weekend and 

two people missing the other side. (Staff member 8, Int2)      
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4.5.2 Longer waiting times 

The enhanced service at this site resulted in this specialist palliative care team experiencing 

an increase in referrals. The demand remained subsequent to the cessation of the enhanced 

service and led to the remaining staff feeling under pressure to cope with the demands. 

Despite best efforts, the reduction in staff numbers and ensuing conclusion of the enhanced 

programme had a direct bearing on their ability to meet demand. There was an impact on 

patient care; with patients having to wait longer for reviews (something which they and their 

colleagues in the acute setting acknowledged).  

I think the …[community service] have had their own issues with recruiting staff 

and things like that which has meant that sometimes our patients wait a very 

long time to be reviewed after going home, which obviously means then that 

they come back to A&E more. (Staff member 4, Int2)   

The non-urgent ones some of them are waiting weeks to be seen, and some of 

them we don’t even get to see unfortunately. (Staff member 25, Int2)   

As a result of the team’s reduced capacity, staff at this site also explained they had made 

changes to the frequency of visits for some patients to enable them to manage their 

caseloads.   

So of course, patients that you would probably like to see every two weeks 

becomes every three weeks.  […] I mean there’s certain things what you can’t, 

that aren’t as fluid and you have to go at certain times, if you’ve changed 

medications and you need to review that medication at a certain time you have 

to go, but there is others that can perhaps wait that little bit longer, so you’re 

trying to tease them into waiting a bit longer. (Staff member 18, Int2)   

Along with patient care, findings suggest that these changes had an impact on other 

healthcare services, with staff explaining that they have sometimes needed to refer patients 

back to their GPs and other community services.   

 It’s unfortunate that you know you’re having to pass things to GPs, you’re 

having to pass to district nurses who are already stretched, but there’s a limit 

to what you can and can’t do. (Staff member 8, Int2)   
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I think there’s a bit of frustration [amongst GPs and district nurses] that 

patients aren’t being seen as much as they would like. (Staff member 21, Int2)   

4.5.3 Friction between teams 

The challenges in meeting the demand created frustration and friction. Both sites often cared 

for the same patients. Although staff in the acute setting understood why there were delays 

in responding to referrals, the impact of these delays (including some of the decisions that 

were subsequently made by the community team) put pressure on relationships between the 

two specialist palliative care teams in the locality. 

the community palliative care team have had their own challenges, 

especially around recruitment and retention of staff, and I think that has 

led to, speaking candidly I think friction between the two teams and lack 

of respect for each other’s professionalism, because there’s been incidents 

where we’ve seen a patient, we’ve referred to community palliative care 

services, and there’s been a delay in their response or they’ve sent the 

referral to say district nurses, asking for a palliative care review before the 

specialist nurse, HNS would actually go out and review, whereas for us if 

we’ve seen that patient, they’ve had a specialist palliative care review, 

and there should be that mutual respect that we are referring not because 

we feel like it, there is a need, and that patient needs to be seen. (Staff 

member 1, Int2) 

And you can see… that things are going to change hugely in three weeks, 

and then it’s even more frustrating when you get a letter saying well I’ve 

been to see them after three or four weeks and I’ve discharged them, it’s 

so upsetting. (Staff member 4, Int2)  

4.5.4 Concern about patient outcomes and the impact on trust in the services  

Alongside frustration, there was considerable data from staff about the impact of delays to 

follow-up on patient outcomes, and trust in the service (including their perception of the 

patient experience).  
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It’s not that we don’t get on with the …[community service] or anything like 

that, it’s just their service doesn’t seem to be running, ‘cos I’d hope for a patient 

to leave here, go in their own home and be picked up by the community team 

and everything be as smoothly as it was in hospital but obviously allowing the 

patient to be at home, but it seems to be going weeks upon weeks before 

they’re even contacted or anything like that.  And in regards to that lady that 

was anxious, if we said we’re going to send your dad, we’re going to refer your 

dad to community services, and then nobody be in contact for around three, 

four weeks, that is just not good for that lady and for that family. (Staff member 

24, Int2)    

We’re sort of ringing up and saying we really need a review, [and] it’s not 

always happened.  …  and then they’re bouncing back in ‘cos they’ve not got 

the support (Staff member 10, Int2)  

There is evidence that changes to the community service due to staffing was perceived to 

have detrimental impact on preferred place of care and preferred place of death in the 

community, with patients being admitted to hospital or being unable to be discharged back 

into the community. At times the data indicated that concerns about the safety of patients 

led to staff checking to ensure that follow-up had taken place after a rapid discharge.  

It's incredibly frustrating and upsetting really you know like the patient we 

talked about before, that you build that relationship with and you’re offering 

all that support to, and they become not reliant on it but ... they trust in that 

service, you know for them and their families, and then you’re worried about a 

patient anyway who’s then going home and it’s really difficult to know that 

they might not get seen by anybody especially for three weeks. (Staff member 

4, Int2)    

To manage expectations, some staff in the acute setting explained that they are now 

considering these delays when preparing patients and family carers for hospital discharge.    

You’re finding now when you’re talking to patients and relatives, that you’re 

more or less saying there will be a delay and being honest, ‘cos the support you’re 
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hoping that they get all the support when they go into the community but now 

when I’m having I’ll always say there’s not 24 hour support, it could be two 

weeks, you have to be honest because their expectations, otherwise they’re 

going to bounce back to you and say you promised us, which we didn’t promise 

but obviously and that’s not just that support that you were talking about just 

never materialised.  (Staff member 10, Int2)   

It is evident from the interview data that although the area was challenging staff took ‘great 

pride’ in their specialist palliative care specialism and caring for patients and family carers and 

‘love’ what they do. There was evidence that where specialist palliative care nurses were 

unable to ‘fulfil things to a standard’ that they had become accustomed to it had a major 

effect on staff morale.   

At the time of the follow-up staff interviews, the two teams were working together to find a 

way to respond to these issues, and initial discussions were taking place regarding the acute 

team taking responsibility for following-up patients who had received a rapid discharge into 

the community.     

4.5.5 The Band 8a role  

The intervention and differences in staffing models are outlined previously in this report. The 

creation of the Band 8a role was a fundamental aspect of the 7-day programme within the 

acute and community teams in Salford. The 8as did not have an assigned caseload and as such 

were available to respond to complex cases and carry out joint reviews and visits. On Sundays, 

the Band 8as worked across both the acute and community settings. This role required 

appropriately allocated medical time to support staff development, however the data 

indicates the role brought expertise which was valued by patients, family carers and members 

of staff, and was seen as important in providing a clinical career progression pathway.  

In addition to enhancing patient care, nursing staff appreciated the opportunity that the 8a 

role provided for career progression, giving them an option to remain in a clinical role while 

gaining promotion.   

So I think having the grading between an eight, a seven and a six, I think that is 

important … because then you’ve got scope for career progression.  [In the past 
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when working in a hospice] you were a staff nurse or a sister, you had [no 

progression opportunities], and sisters stayed there for years, they never went 

anywhere. (Staff member 1, Int2)  

In the model with a maximum grade band of 7 for nurses, there was an awareness that nurses 

may be tempted to take their skills and expertise elsewhere, where the pay scale was 

supported by Agenda for Change policies, and there was scope for more money, promotion 

and further training. Contextual and environmental issues (such as the type of service 

provider, its location and associated quality rankings) as well as opportunities for career 

progression are likely to impact on recruitment and retention. It is probable that, in nursing, 

these factors are more important than even given the background of a severe nursing 

shortage. As such, career progression in a clinical role may have particular significance in 

facilitating retention of experienced nurses.  

I think I came into this role and it did feel like you know, what next?; whereas 

now I think there are clear opportunities … I think there’s been limited 

opportunity to showcase our skills and I’d like to do that for the future, so that 

you know the band sevens can feed into the band eight roles, as yeah. (Staff 

member 27, Int2)  

Money is not everything but we’ve been asked to do as part of the pilot do the 

nurse prescribing, do the clinical skills, and the pay difference is obviously from 

a hospital perspective to a hospice, […]  at the minute like we were talking 

about this me and [a nursing colleague] the other day. [Nursing colleague]’s 

done her clinical skills, she’s now a nurse prescriber. I’ve done my prescribing, I 

would hope in time I’d like to do my clinical skills, but there’s no incentive, we’re 

at the top now of our band.  And I think that’s what another thing what gets 

you down is at Christmas when we had our well October ‘til December we had 

all them referrals, [nursing colleague] was trying to do the clinical skills and 

she’s just said what am I doing this for?  (Staff member 8, Int2)  

Some staff reflected that the increased visibility of the specialist palliative care teams under 

the enhanced 7-day programme had increased professional interest in palliative care as a 

nursing specialism.   
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They [nursing staff from other specialities] want to spend the day with us to come 

and shadow what we do, so whether that’s from a prescribing perspective and 

looking at the kind of prescriptions we’re issuing, they’ll come and do it as part 

of their hours, or if they’re a new starter or just as part of their development if 

they want to get more insight into specialist knowledge, and certainly within 

palliative care we’re finding that we’re inundated with people who want to come 

and spend time with us.  (Staff member 17, Int2)   

There are suggestions in the staff data that the increased interest in palliative care as a nursing 

specialism, along with the increased career progression possibilities discussed above, would 

entice more people into the specialty.   

And that impacts I think on the … [community service] directly as well as the 

wider community.  It used to be very specific when you couldn’t ever get a staff 

nurse post at the hospice, you were very lucky if you got that job, whereas now 

the jobs are there and the vacancies are there, and the people are applying and 

wanting to come in. So you know something’s definitely, word’s definitely got 

about I think. … I can definitely see the difference in the last two years definitely, 

since the project started there’s definitely been a change. (Staff member 17, 

Int2)  

Staff in the Band 8a roles also had one day each week to focus on research, and therefore had 

the opportunity to develop a particular specialty through their project work.  Findings suggest 

that this project work is important to both the individual staff involved, and to their wider 

teams got involved in and learnt from these projects. Here, a senior nurse talks about how 

she would be disseminating information about the COPD clinic that she had established at an 

international conference.  

the feedback that we got from that clinic was immense, in fact I’m taking a poster to 

palliative care congress about that. (Staff member 5, Int2) 
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4.5.6 Skills mix within specialist palliative care teams 

Across all four sites and regardless of the model implemented, staff talked about the 

importance of the skills mix within their teams, and having the ‘right’ people to deliver the 

specialist palliative care service.    

We’ve got some brand-new staff members with their new ideas and the 

enthusiasm and different ways of looking and approaching care and different 

ideas, which is you know motivating and you know increase morale.  It feels like 

they enjoy the job and that … they’ve picked the right people for the job you 

know. (Staff member 27, Int2)  

 I think we’ve been very lucky with the individuals that we’ve recruited, and I don’t 

doubt that it could have not been as brilliant if, you know if you’d have employed 

the wrong people (Staff member 12, Int2).  

The 7-day programme has enabled three of the sites to proactively develop their specialist 

palliative care service, whereas previously staff had felt they were ‘fire-fighting’ and only able 

to focus on meeting the demands of their caseloads. They now feel able to plan for the future 

particularly now that the 7-day programme has been confirmed as a permanent feature of 

service provision.     

 When the first of April comes and the new people are now on permanent 

contracts, it will be a case of, ‘right we know where we’re going now, the jobs 

are permanent,’ - I don’t want to stand still where we are, I want us to move 

forward and develop further.  And we’re actually setting up a strategy away day, 

in a couple of months, looking at what the aims and objectives of the team and 

the key things we want to achieve for the next two, three years, and obviously if 

we’ve got a cohesive team people have got that time to you know fully commit 

themselves to whichever projects we want to pursue.   (Staff member 1, Int 2) 

I think what’s changed [since service became permanent] is that it’s obvious that 

[team leader] is doing a lot more forward thinking.  ... I think [team leader] is 

doing a lot more kind of  aligning of our skills if that makes sense, … and it’s kind 
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of like developing areas that are end of life care that we might have a particular 

interest in you know, whereas before it was just oh I’m interested in that, I’ll go 

and find out about it, now it’s kind of  oh well maybe that will develop into 

something else (Staff member 4, Int2) 

As a result of feeling able to plan for the future, staff described service developments resulting 

from the enhanced 7-day programme. These included new specialised care clinics set up by 

senior nurses, including a specialist COPD clinic, and a clinic session for patients with late stage 

liver disease.   

In the afternoon on a Tuesday there’s a nurse led palliative care clinic, so two sevens 

usually run that, so on average in each of these clinics we’re seeing three of four 

patients in each block, you know, in each kind of morning of afternoon block, so on a 

Tuesday there can be eight patients.  And then on a Thursday afternoon there’s a joint 

it’s a palliative care specialist doctor clinic that’s primarily liver patients, so for CLD, CL 

liver, that kind of issue. (Staff member 4, Int2) 

The nurse involved with the COPD clinic felt that it had had a strongly positive impact on the 

patients who used it.   

The feedback that we got from that clinic was immense, … so people were saying 

things like why has this not happened years ago, this is fantastic, I’ve not been out of 

the house for months and months and I’m so glad I came out to this clinic and still 

many of them still ring me now and say can I come and see somebody, I’m really 

struggling.  I think it we prescribed for people at that clinic, I think we prevented GP 

visits, people going out to GPs. (Staff member 5, Int2) 

In summary, the dominant finding from interviews with patients, family carers and staff is 

that the increased capacity and time availability of the enhanced service led to a more timely 

and appropriate response to meet patients’ and family carers’ physical and support needs. 

Patients and family carers felt reassured at the availability and expertise of service staff to 

address issues such as symptom control and emotional support when needed. It should be 

noted however, that there were some concerns from patients and family about the length of 

time it took for their referral to the service and staff members were sometimes concerned 
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that the presence of the service led to inappropriate referrals. The issue of referrals perhaps 

needs to be explored in further detail as the service develops, and will be of relevance to 

those interested in developing similar service models. 

Staff felt a sense of job satisfaction and pride in being able to meet the needs of patients and 

family carers in a responsive manner. They were reassured by peer and senior support in what 

was sometimes a difficult and distressing role. For some, the service was seen as presenting 

more opportunities to increase their visibility and profile within their setting and have more 

opportunities for career progression. There is evidence that where this worked well, it had an 

impact on staff retention which was able to feed back into the capacity requirements to 

enable the continuation of enhanced patient care. As noted, staff retention and capacity 

appear to be key in the successful implementation of service provision. 

4.5.7 Survey of non-specialist palliative care workforce working within the sites 

The electronic survey was completed by 17 respondents in total: n=13 from Salford, n=4 from 

Wigan. Responses were received from both medical (n=9), and nursing (n=8) staff. While the 

response rate is too low to enable any meaningful analysis most respondents (n=13) were 

aware that an enhanced 7-day specialist palliative care service had been piloted in their area 

from October 2018.  All respondents said that they had had patient(s) who had received 

specialist palliative care since the introduction of the pilot. 13 indicated that their patients 

had needed to contact a health professional urgently at weekends / bank holidays.  The 

feedback on these weekend contacts was generally positive, suggesting that care was good, 

services worked well together and that the patient got as much support as they needed – no 

problems or complaints were identified. 
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5. Discussion and conclusions  

 

‘Don’t beat ourselves up – it’s taken many years to get to 

7/7 24hr working so we won’t get it right at first’ 

(TeachMeet quote) 

 

The purpose of this evaluation was to examine the effect and implications of investments in 

specialist palliative care in two areas of Greater Manchester. The purpose of the investment 

was to enhance and strengthen palliative care provision across the week including Day 6/7 

and Bank Holiday. This reflects the policy focus on providing the same NHS services across 

weekends and bank holidays, including within palliative care2 3 4.  Two geographical areas 

received investment from Macmillan Cancer Support and instituted new models of care to 

enhance this provision.  In Salford, investment focused on the provision of senior Band 8a 

nursing staff, in Wigan the investments were intended to be physician led, with additional 

nursing support. Physicians were funded as part of the model in both locality sites, but with 

differing roles. The evaluation used routine quantitative data and qualitative interview data 

primarily to investigate the effect of these changes.  

The evaluation showed that the enhanced support was very well received by staff within and 

outside the specialist palliative care services, and valued by patients and family carers. 

Patients and family carers interviewed spoke about how satisfied they were with the services, 

how it increased their confidence and helped them to be less fearful. They were enabled to 

be more active partners in decision making. The enhancements also had an effect on staff, 

both on their confidence, knowledge and skills, but also on job satisfaction and team working. 

In particular the role and importance of senior nurses within the team was highlighted. We 

demonstrated trends in the use of services, primarily a tendency towards a decreased length 

of stay in hospital, but with a likelihood of being admitted more frequently once the new 

models of care were in place. Generally, those using services appeared to have characteristics 
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that would indicate they are those who were iller and sicker. There appear to be some 

differences in service use depending on age and gender.  

A number of issues that arose from this evaluation are now discussed, both related to the 

evaluation design and how this affected interpretation of data, but also potentially important 

areas of impact including service users, service use, and the experience of care.  

 Evaluation design and its interpretation  

The design chosen for this study from the options presented to the funders was an 

uncontrolled before and after (pre-post) design, where data before the new service models 

commenced was compared to data collected after the service models were in place.  This is 

generally considered to be a weaker evaluation design, where determination of causality is 

generally not possible, and with vulnerabilities to picking up the effects of pressures on the 

system that are un-related to the implementation of the service model (e.g. new national 

initiatives, unanticipated changes that affect provision)40 41. Whilst the strongest 

experimental design to test causality (that a given intervention leads to the desired outcome) 

would be a randomised controlled trial (RCT), there were practical and ethical barriers to 

conducting an RCT within the chosen sites, within available budget, and within the given 

timescale. An alternative option would be a controlled pre-post study, where populations 

with similar characteristics are identified and data are collected from both populations before 

and after an intervention37. This ‘controls’ for context changes, allowing a stronger attribution 

of intervention to outcome.   

We would make a strong recommendation that for future evaluations the evaluation design 

needs to be considered well ahead of inviting tenders to initiate service changes so that 

robust evaluation design can be built into the complete package of change. There are 

instances where this has been effectively done e.g. where a randomised controlled trial 

element was able to be integrated into testing a new model of care42. However, intervention-

focused approaches (such as RCTs) are not the only option available investigate complex 

healthcare systems43. 

When seeking to evaluate new initiatives, funders and commissioners (and researchers) need 

to recognise the challenges of contemporary healthcare, including the complexities of 
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patients (those in the bed versus those in the guidelines) due to multi-morbidity and 

sociocultural influences, new staffing roles, healthcare organisations and their technologies, 

and equity-related access issues for hard to reach patients43. Indeed this complexity, whereby 

dynamic processes and objects interact with each other and are defined by these interactions, 

is not only a feature of an intervention but the system itself44.  It has profound implications 

for any intervention being evaluated and needs to be recognised in all evaluations.  

‘Real world’ evaluations, such as that reported here, are also subject to what could be termed 

‘intervention creep and spread’. In a less complex evaluation the ‘change’ being evaluated is 

more straightforward to implement at a set time point. An example might be changing from 

drug x to drug y. It is clear when the change happens from prescription records, and is likely 

to be fully implemented almost immediately. In an evaluation such as this there is a much less 

distinct ‘before’ and ‘after’, for example due to delays in implementing the model as planned 

because of delays in appointing and training staff, such that people come in to post over a 

period of time. Sustaining the intervention is also challenging, and the difficulties in staff 

retention and the change to the planned models also may mean that it is more challenging to 

detect an impact where there is one. Certainly, this was the case in this intervention with 

challenges in determining the point at which data were collected ‘before’ and ‘after’ the 

change, and also changes in the proposed staffing models (and consequently the model itself) 

during the ‘after’ period.  

The use of routine data can also be challenging as this can be differentially collected, patchy 

in places, or absent. This was certainly the case in this evaluation with challenges noted in the 

use of data to understand care outcomes (e.g. iPOS and Phase data), and also high amounts 

of missing data both in fields where it might be expected (e.g. recording preferred place of 

care), but also where it might not have been (e.g. diagnosis). Credit must go to the staff 

involved in collecting and managing these data for the efforts they took to improve data 

collection, thank you. However, missing data remains a major limitation to some of the 

interpretations we are able to make from these data.  

A strength of this mixed-methods approach however is the narrative accounts collected from 

those providing and using the services. Stories and experiential data are extraordinarily 
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powerful, and the impact of the experience of the enhanced 7-day programme is clear from 

these qualitative data presented. Whilst we actively interrogated interview data for negative 

or equivocal experiences, it was nevertheless the case that the experience of the enhanced 

service model was mostly overwhelmingly positive. The sense of trust in staff and the 

confidence that their care would be well managed by specialist palliative care services is 

palpable and important. These are not areas that are easy to measure in larger population-

based measures, but which are fundamentally important to patients and carers, as well as a 

source of job satisfaction for staff.  

The importance of the carefully designed qualitative component was acknowledged by the 

funder and teams during the tender process when selecting our evaluation, and this has 

been central to the understanding developed through this evaluation. Also important to the 

success has been the expertise of the research team in being able to design and sensitively 

conduct interviews, to integrate emergent findings into future interviews and the sampling 

of participants, and to apply an authentic ‘bottom-up’ approach interpreting the findings 

through the TeachMeet. New research into initiatives within healthcare systems needs to 

embrace a rich and diverse methodological repertoire in order to genuinely understand 

impact, effect and experience and it is imperative that this is encouraged by funders and 

commissioners 43 45.   

 Who uses and accesses palliative care services? 

Data from this evaluation show that, mostly, the type of person referred to, accessing or using 

the specialist palliative care services evaluated did not change significantly during the 

evaluation. Their age, gender, diagnosis and ethnicity characteristics are typical of those 

expected to be accessing services within a UK context e.g. older, white and predominantly 

with cancer. Patients receiving care in the 7-day model were likely to have more co-morbid 

conditions and poor performance status.  

It appears that enhancing the service enhanced the ability of those who were already likely 

to be benefitting from access to continue to do so, rather than necessarily reaching 

populations who might benefit from palliative care but who are under-served. This is 

unsurprising, but perhaps disappointing. It is known that specialist palliative care services can 
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struggle to reach out to underserved populations, with an earlier study in a similar locality to 

this evaluation showing that referral rates were lower for those from deprived areas46.   

Generally, the ethnicity of those accessing services appears typical of the two, predominantly 

white, areas served, although the community-based services in one area appear to have a 

higher proportion of those from black and minority ethnic populations. Equally, the enhanced 

service models do not appear to have made much difference to the proportions of those using 

the services with different underlying diagnoses, although with missing, and complex, 

diagnosis information this is hard to determine. Given the importance of enhancing access by 

underserved populations, future service enhancements should clearly identify who these 

populations are and design enhancements accordingly.  

5.2.1 Use of hospital services – length of stay and frequency of admission 

A predominant driver of healthcare cost towards the end of life is inpatient hospital use47 48, 

and the likelihood of using hospital services increases the closer someone is to death49.  

People, however, express a strong preference to stay at home, where possible, for as long as 

possible50-52. At the same time, there is recognition that hospitalisation is an important 

component of care.  Palliative care is associated with lower healthcare utilisation18, although 

the evidence on its effects on length of stay is more equivocal. Whilst an early review 

intimated that there was no effect of palliative care on length of stay in hospital53, subsequent 

work shows that palliative care reduces length of stay in intensive care54, or more generally55. 

There is also evidence that palliative care is associated with less costly hospitalisations 

perhaps because of reduced lengths of stay, reduced intensity of treatment during stay or a 

combination of both 56-62. The cost saving-effect of palliative care teams also has been found 

to be larger for cancer patients with high numbers of multi-morbidities, such as in this 

population63. In this evaluation, a trend towards a reduced length of stay when in hospital is 

noted. This is likely to be positively evaluated by patients, and will also reduce hospitalisation 

costs, however data on intensity of treatment during hospital stay is important in unpicking 

important components associated with the model (which is a complex intervention) and 

associated costs or cost savings.  

The data in this evaluation also demonstrate that while, overall, people were staying in 

hospital for fewer days, there was a trend to slightly more frequent hospital stays. This might 
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suggest a more targeted hospital use, where there are indications that a hospital stay is of 

benefit, but with minimal or missing data on the reason for hospital admission this remains 

speculation.  

Our data do demonstrate likely different patterns of hospital usage depending on age and 

gender. For example, females were likely to have fewer, but longer, admissions. Studies that 

investigate the impact of gender on rates of readmission mostly identify that females are 

more likely to be readmitted within 30 days of discharge than males 64-74, and so the data 

from this evaluation are congruent with what is known about gendered patterns of hospital 

usage.  

 Impact on patient and family carer experience 

The qualitative data from this study indicate an impact on patients and family carers who 

valued responsiveness, reassurance, relationships and the importance of reciprocity. We 

know that patients experience of care is highly influenced by ‘soft’ skills such as 

communication, involvement in decision making, relationship building and trust75, and that 

this impact on experience transfers to the bereavement and grief experience of family carers. 

The importance of these elements of care and experience must not be minimised, albeit that 

they are challenging to measure as an outcome of care.  

5.3.1 Models of care 

The two areas evaluated chose and implemented different models of enhanced service 

provision. They also started from different points, and are contextually different as well. This 

is why we are not overtly comparing the effects of these models, as these contextual 

differences are likely to have had a major impact out with the staffing models themselves. It 

is important to note also that planned enhanced capacity is not the same as actual capacity – 

issues such as recruitment, retention, absence can make a considerable difference, as well as 

the actual skills and expertise of those providing the service. This evaluation needs to be 

interpreted in the light of major challenges in enacting these chosen models of care.  What is 

highlighted by these challenges is the importance, as known, of long-term workforce planning 

that takes account of sustainability issues and which takes a whole-system approach. Whilst 

this evaluation took place pre-COVID-19 the staffing challenges wrought by the global 
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pandemic will only exacerbate these difficulties, and make such long-term planning even 

more vital.  

With these caveats however, an important point to be made from our data is about the 

apparent importance of senior nursing roles within these models. Our data indicate that these 

roles may be important for a number of reasons. Some of these are about the contribution of 

their skills and expertise in terms of autonomy and decision making, especially where they 

have skills such as clinical assessment and prescribing. However, data show that the presence 

of senior nursing roles had an impact on recruitment and retention, making somewhere an 

attractive place to work with clear career progression opportunities. Although it is of note, 

that these roles, like other nursing roles require medical input, and therefore time, to support 

staff development. The importance of qualified and senior nurses within the nursing skill mix 

is known to be important generally. A nursing skill mix with a higher proportion of qualified 

nursing staff is known to lead to improve patient outcomes 76 77, although there is equivocal 

evidence on the impact of advanced nursing roles78.  Nurses can provide equal or better care 

to doctors in some circumstances, with positive outcomes and high satisfaction79.  

 Recommendations from this study 

• Enhanced 7-Day services continue to be developed or enhanced to provide high quality 

and integrated palliative care to patients and families.  

• For sites developing similar models of service a holistic view should be taken about how 

to support the development of new services and their sustainability. This should 

encompass service commissioners, funders, service providers and communities.  

• The development and retention of staff should be a key consideration for sites 

developing similar models. This should include both recruitment of new staff to support 

the service and current capacity, and development considerations (to ensure that staff 

are not just retained- but that there will be future staff to sustain a service). Retention 

and capacity building are likely to have greater significance in settings where staff 

recruitment is low.  

• Senior nursing roles (band 8a) are an important factor when developing similar models 

of service. There is evidence that the integration of 8as into enhanced services is seen as 
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important by patients, family carers, and members of staff. These roles provide expertise 

to the teams, are likely to be cost-effective, and enable efficient care but are also 

important in sustainability by providing career progression whilst remaining in a clinical 

role. Appropriately allocated medical time is a key factor in supporting staff development 

(including at band 8a). 

• The development of similar services needs a clearly designed implementation process 

(which considers the necessary timings for planning, developing and implementing the 

new service, and appropriate resources) in order to enable the service to be delivered as 

designed. This should include an adequate baseline period before the service 

commences, build in evaluation early (see below) and aim to avoid intervention ‘creep 

and spread’. 

• The teams enacting the new models of care are central in the success of an evaluation, 

and need to be resourced and supported to ensure data (including baseline data) are 

consistent and complete and key activities (such as recruitment) can be supported.  

• The enhanced service models evaluated appear to have an effect on important outcomes 

such as length of stay and frequency of admission to hospital, but primarily for those who 

are already typical users of the services. If new service models are intended to enhance 

access by under-served populations then it is important that this is clearly articulated and 

the enhancements carefully designed to facilitate this.  

• Evaluation should be research-driven and needs to embrace a rich and diverse 

methodological repertoire in order to genuinely understand impact, effect and 

experience of new initiatives. 

• Future evaluation designs should consistently prioritise the aspects which are most 

important to patients at the end of their lives, and their carers. These aspects are least 

likely be able to be captured using standard outcome measures. The way that people 

feel; that they feel understood, responded to and cared for is critically important, and is 

likely that this would not be understood without carefully collected qualitative data. 
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• Future evaluation design needs to be ‘built in’ early to enable robust evaluation. This 

should take account of the challenges of implementing and sustaining a new model of 

care, enable the most appropriate study design to be selected and improve baseline data 

(and data collection in general) in order to guide knowledge on how services can be 

developed, enhanced and tailored to maximise efficacy, sustainability and transferability. 

• If local, national or international comparisons of service models and their outcomes are 

important, then outcome measures need to be carefully and consistently chosen, with 

much attention to consistency and completeness.  This will be challenging given the 

variability in how outcomes measures are completed, and a lack of consensus about the 

outcomes of interest (which are likely to vary among stakeholders) 80 . 
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Technical Appendix One: Further information 

on the Models 

The enhanced 7-day programme intervention  

Prior to the enhanced programme, all four specialist palliative care teams were providing a 7-

day service. Under the enhanced programme, each team was able to increase its weekend 

cover from one to two members of staff, with some also increasing administrative support 

within their teams. In addition to these changes, the staffing models implemented as part of 

the enhanced 7-day programme differed across the two sites.  

The Salford staffing model  

The acute and community specialist palliative care teams in Salford adopted a nursing-led 

staffing model and introduced the Band 8a role, focusing on complex patients and supporting 

their specialist palliative care team. Staff in the Band 8a posts undertook Clinical Skills training 

as part of the enhanced programme.  

Within the two Salford teams, there was generally no change to the staffing model 

throughout the programme. In the acute setting, one Band 8a left the post during the 

programme. The Salford community team is arranged in three geographical clusters, with 

each consisting of one Band 6, Band 7 and Band 8a. As a result of staffing changes, one cluster 

was without a Band 8a for some time, and relied on the Band 8as within the other two clusters 

for support where needed. Medical support was available to both the acute and community 

teams one weekend in four in the form of a consultant. This medical support has not 

continued beyond the end of the 7-day programme, with the Band 8as able to respond to any 

patient needs over the weekend period.  

Within both Salford specialist palliative care teams, Band 7s each have their own area of 

expertise and/or leadership role to support the 8as and 6s. Across both Salford teams, each 

of the Band 8as has their own project work for which they have one day each week protected 

time.    
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Proposed model for Salford Royal NHS Foundation Trust (taken with thanks from the original 

invitation to tender document 

The key aspects in moving to level 1 and 2 are to have advanced practitioners providing face to face 

cover with consultant availability for set periods for face to face review.   

Workforce Considerations 

Medical 

In Salford there are 3.6 WTE Medical consultants to cover a consultant 2nd on call rota.  Therefore, for 

this to be a sustainable rota there would need to be expansion in the consultant staff (medical or 

nursing).  However, the consultant on call rota currently provides supervision for specialty trainees on 

call at the hospices across the region. As it is a requirement for trainees to always have medical 

supervision, expansion of the consultant rota with nurse consultants would not fulfil this requirement 

and commitment to medical training of future consultants. Also, if this model is to be reproducible 

across the region, this would leave only 2.9 consultants and 1 Associate Specialist doctor to cover 

Trafford, Central, South and Stockport (hospital and community teams) and St Ann’s Hospice Heald 

Green.  This is not feasible or desirable.  As a consultant body, we have always worked closely across 

the region and therefore any solution for Salford must be compatible with solutions for other sectors 

and not unduly disadvantage them.   

Nursing 

In order to develop the advanced practitioner level, we would need to look at skilling up our current 

senior nurses to become advanced practitioners as the likelihood of being able to recruit directly to 

this level in the numbers required, is small. We have mapped the competencies of our band 7 senior 

nurses who already have undertaken non-medical prescribing, against those of the advanced 

practitioner competencies and the key areas for development identified are around examination skills 

and risk management training, which is achievable in the timeframe of this project. 

We therefore propose a model, as shown below, that covers the requirements of a robust level 1 and 

aspects of level 2 service model but which also incorporates specialty and senior nurses so that there 

is the career and competency progression required for teams to be sustainable in the long term.   

Summary 

This model has also been devised with the aim of reproducibility across Manchester, in the areas 

currently encompassed by the current consultant on call rota.  As can be seen from the diagram below, 

the model can be reproduced across the region as services expand to the necessary levels.  1st on call 
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rotas at single sites, in conjunction with flow and facilitation rotas across sites could be developed 

initially.  Over time, up-skilling and expansion would enable the cross site 2nd on call rota to be staffed 

by advanced practitioners.  At any stage of development, the cross regional consultant on call rota 

would remain in place to ensure that there was always consultant level advice available, regardless of 

stage of model development.  The face to face aspect of consultant input could be increased over time 

as numbers and resource allowed, until there was a robust level 2 service across the region. 

Initial Proposal 
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Depiction of model in practice (from presentation at TeachMeet 2019) 
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The Wigan staffing model   

The acute and community specialist palliative care teams in Wigan adopted a medical-led 

staffing model.   

Proposed model for Wigan Borough Phase 1 (taken with thanks from the original invitation to 

tender document) 

Upskill the current Palliative Care Nurse Specialist workforce working weekends and public holidays 

We propose to train the remaining 3 Hospital Palliative Care Nurse Specialists to become Nurse 

Independent Prescribers to enable them to respond to patients’ needs in a more timely way, whether 

they are patients arriving at the hospital Accident and Emergency who can be supported to return 

home with the correct medication and appropriate support or patients on a hospital ward with 

unstable palliative care needs. This will mean that the Palliative Care Nurse Specialist on duty on 

Saturdays, Sundays and Public Holidays will always be a Nurse Independent Prescriber. 

We propose to train all Clinical Nurse Specialists in hospital and community who work weekends and 

public holidays in clinical examination skills so that there is always a Hospice Nurse Specialist on duty 

who is a Nurse Independent Prescriber with the skills to provide clinical examination to facilitate the 

diagnostic process. 

Creation of 2 ‘tiers’ of specialist palliative medical face to face availability 

Tier 2: Consultants in Palliative Medicine and Specialty (SAS) Doctors who are competent to work 

autonomously, providing face to face visits both urgent and proactive in hospital and community 

There will be provision of either one Consultant or SAS doctor for two ‘premium’ sessions (a total of 6 

hours) on a Saturday, Sunday and public holidays to provide advice to the Palliative Care Nurse 

Specialists in the community and hospital along with face to face patient assessments when required. 

These may be in response to needs arising that day, or proactive reviews when required and capacity 

permits. They will also provide the second on-call support to the Specialty Registrar or Hospice 

Physician on-call for the hospice inpatient unit. They will be based in Wrightington, Wigan and Leigh 

NHS Foundation Trust for the duration of the two premium sessions with the expectation that patients 

in the community requiring their support who are able to attend clinic will come to the hospital on an 

outpatient basis and domiciliary visits will be provided to those who are unable to attend an 

outpatient appointment.  

This service will be provided by six doctors working a 1 in 6 rota: 

• The three existing Consultants in Palliative Medicine 



108 

 

• One additional Consultant in Palliative Medicine (0.6 to 1.0 WTE appointed on a fixed term 
contract for 18 months - the number of sessions will depend on the wishes of applicants for 
this Post.) 

• Two of the existing experienced Hospice Physicians  

This will provide a total of four Consultants (3.4 to 3.8 WTE) and two SAS doctors working between 

one in five to one in six weekends, taking days off in lieu during the week. They will provide second 

on-call support to the Tier 1 doctor in the evening, overnight and weekends. 

The newly appointed additional Consultant will work across WWL NHS Foundation Trust and Wigan 

and Leigh Hospice with their contract being held by WWL NHS Foundation Trust. They will work 

predominantly in the hospital developing a proactive in-reach service on the emergency floor. They 

will also provide backfill for the existing Consultant weekday sessions ‘lost’ to weekend working.   

Tier 1: Hospice inpatient unit cover 

This tier will provide the first on-call service to the hospice inpatient unit on a 1 in 6 rota and will 

consist of: 

• The remaining three Hospice Physicians currently in post 
• Two new Hospice Physicians (1.6 WTE) who will be recruited on fixed-term contracts 
• Specialty Registrar on rotation 

The two new hospice physicians as well as contributing to the tier one on-call rota will provide medical 

cover for the in-patient unit Monday-Friday, providing backfill for the two hospice physicians working 

on the tier 2 rota and also allowing more flexibility within the medical workforce to allow additional 

input into the community with more joint working with members of primary care team to develop the 

skills and training of some GPs and district nurses. This would enable specialist palliative care time to 

be used more appropriately and reduce inappropriate hospital attendances for symptom control.  

Extra administration support 

We have included one new secretarial post to support the newly appointed consultant, manage the 

rotas, and to record and coordinate information of the new pilot in conjunction with the GMEC Project 

Lead. This post may potentially work within a pool of administrative staff at the hospice covering 

weekends to support the Clinical Nurse Specialists with non-clinical tasks such as record-keeping, 

faxing, answering telephone calls.  

Phase 2 proposals for further expansion of 7-day services 

To recruit an additional three Clinical Nurse Specialists in both the Community and Hospital (six in 

total) on fixed term contracts. The addition of these posts will mean that there is the provision for two 

clinical nurse specialists to work each weekend/Bank Holiday in the Community and Hospital.  
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Both data from the weekend working audits and anecdotal experience of the individuals working 

weekends show that there is more ‘work’ (i.e. patients and relatives in need of review/support) than 

current capacity allows. By having two Clinical Nurse Specialists in each setting, this will allow enough 

cover to be able to support all patients and relatives in need of support/review without having to 

deflect reviews to GP Out of Hours/District nurses in the community and Junior Medical On-call in the 

hospital with the potential for inappropriate admissions and inadequate reviews respectively in the 

two settings. 

In the Community this additional CNS will also be available to support routine admissions to the 

hospice in-patient unit at weekends (an extension of the current provision which is only available for 

urgent admissions).   

HNS Team can work more closely with the DNs, i.e. doing more joint visits and more in reach into the 

inpatient unit in the week as well. 

In the hospital this additional CNS will allow a dedicated individual to manage ‘rapid discharges’ which 

can take half a day’s work and mean there is less availability for patient reviews. They will also provide 

in-reach into the emergency floor, working alongside the tier 2 Doctor working the weekend to ‘turn-

around’ patients back in to the community in a timely way for those appropriate, and provide 

proactive support and review for palliative and end-of-life patients presenting out of hours.  

With the additional 3 Clinical Nurse Specialists in each setting, this will also allow scope to extend the 

Hospital Nurse Specialists work pattern to 7pm. In the hospital this extension of hours will allow an in-

reach presence on the emergency floor into the evening, often the busiest time for new presentations. 

Model in practice 

As noted, the original model for the acute team involved employing three additional Band 6s, 

and for all staff to have clinical skills and non-medical prescribing training. The medical aspect 

of the model was to have six doctors working a 1 in 6 rota  (including an additional consultant 

in Palliative Medicine), providing a total of four Consultants (3.4 to 3.8 WTE) and two SAS 

doctors. They would provide second on-call support to the Tier 1 doctor in the evening, 

overnight and at weekends, with one senior doctor (Tier 2) working on a Saturday and Sunday. 

As a result of maternity leave and recruitment issues, this medical cover was available on 

Sundays between 9am and 3pm. A locum Specialty Doctor in Palliative Medicine and Palliative 

Care GP were employed as part of the enhanced programme at this site.  
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The original plan for the community team had been to recruit an additional three Band 7s. In 

addition, the enhanced 7-day programme saw the team have extra medical cover available 

on a Sunday and Thursday each week. It was only possible to recruit two new Band 7s, both 

of whom worked on urgent response: they had no caseload and responded to new and urgent 

patients and reviews. A further Band 6 was then also recruited. Some members of staff left 

their post during the enhanced service and the team was impacted by sickness absence, 

maternity leave and the additional time requirements of clinical skills training. By the end of 

the programme, the team had fewer staff members and an increasing number of patient 

referrals. Recruitment to the vacant posts was challenging and attempts to continue the 

enhanced weekend service posed problems for the weekday service. As a result, the team 

reverted to one member of staff working at a weekend and removed its urgent response 

provision.   

For the acute team, there was generally no change to the staffing model throughout the 

programme, with the only change being that the Tier 2 was only available on a Sunday, rather 

than Saturday and Sunday. The nursing team increased from six to nine members, consisting 

of Band 6s and 7s. There was one Band 8a in the team: the team leader, whose clinical role 

was at Band 7 level.   

In the Wigan community team, the original plan had been to recruit three new Band 7s and 

one new Band 6. In addition, the enhanced 7-day programme saw the team have extra 

medical cover available on a Sunday and Thursday each week. It was only possible to recruit 

two new Band 7s, both of whom worked on urgent response: they had no caseload and 

responded to new and urgent patients and reviews. This staffing model worked well, but 

recruitment was an issue for in terms of implementing and sustaining the new staffing model. 

Throughout the enhanced programme duration, members of staff left their post. The effect 

on the team was impacted by sickness absence, maternity leave and the additional time 

requirements of clinical skills training.  

These difficulties proved challenging for the team and its service. By the end of the 

programme, the team had fewer staff members and an increasing number of patient 

referrals. Recruitment to the vacant posts was challenging and attempts to continue the 

enhanced weekend service posed problems for the weekday service. As a result, the team 
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reverted to one member of staff working at a weekend and removed its urgent response 

provision.   
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Technical Appendix Two: Design, methods and 
Characteristics of the study 
A. Introduction 

An exploratory longitudinal research design was adopted which combined quantitative and 

qualitative design elements.  

B. Quantitative study design 

For the quantitative element a pre-post design using routinely collected data was adopted. 

Following the HRA precedent set criteria the preferred method for access to patient data was 

be followed, whereby the direct care team extracted and pseudonymised the information 

from the case notes 81.      

C. Qualitative Study design 

A prospective longitudinal design was used for the qualitative element to clarify the 

experiential elements of the 7-day programme. 

D. Setting  

The two sites participating in this study formed the sites for Macmillan 7-day Assessment and 

Advice service: Wigan Borough (including hospital and community specialist palliative care 

team) and Salford (including the Salford Hospital Specialist Palliative Care Team and 

Community Specialist Palliative Care Team). The aim of the Macmillan 7-day Assessment and 

Advice service is to transform Day 6, 7, Bank Holidays Specialist Palliative Care provision for 

people at palliative and End of Life stages. The cohort consisted of those accessing specialist 

palliative care services in the two sites.  

E. Participants  

Participants in this study included patients, family carers, specialist palliative care staff within 

the services, and professional non-palliative care stakeholders working within the sites. The 

inclusion and exclusion criteria for each are detailed below.  
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Inclusion criteria Exclusion criteria 

Aged ≥18 and over  Aged < 18 

Individuals referred to specialist palliative 
care services at one of the two sites 

Lacks capacity to agree to participate in the 
research, as assessed by clinicians providing 
the service 

 Unable to participate in a qualitative interview 
using English, as assessed by clinicians 
providing the service 

 

 

Inclusion criteria Exclusion criteria  

Identified (by the patient) as a 
family/informal carer of the person 
accessing specialist palliative care services 
at one of the two sites. 

 

A broad definition of ‘family’ will be used, 
including those related through committed 
heterosexual or same sex partnerships, 
birth or adoption and others who have 
strong emotional and social bonds with the 
patient. Carers, who may or may not be 
family members, will be defined as lay, 
unpaid, people in a close supportive role 
who share in the illness experience of the 
patient.  

Paid carers 

Aged ≥18 years, no maximum age  

 

Lacks capacity to agree to participate in the 
research, as assessed by staff providing the 
service or the person taking consent  

 Unable to participate in a qualitative 
interview using English, as assessed by 
clinicians providing the service 

 

Inclusion criteria Exclusion criteria  

Involved in the provision of specialist 
palliative care within the two sites, 
including senior nurse practitioners, 

 

Table 9: Patient inclusion and exclusion criteria 

Table 10: Family carer inclusion and exclusion criteria 

Table 11: Specialist palliative care staff inclusion and exclusion criteria 
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advanced nurse practitioners, palliative 
medicine consultants, consultant nurse 
practitioners 

Aged ≥18 years, no maximum age   

(Note patients who were unable to identify a family or informal carer at inclusion were not 
excluded from the study) 

 

Inclusion criteria Exclusion criteria  

Member of professional non-specialist palliative care 
workforce working within the sites (GPs and District 
Nurses, and healthcare professionals working in Wigan 
Borough and Salford) 

 

F. Sample and sampling 

There were two distinct components to the sample and sampling adopted within the 

qualitative and quantitative components of the research.  

F.1 Sampling in the qualitative component 

In the qualitative component people with complex or significant holistic palliative care needs 

accessing the 7-day services within the two sites were purposively sampled to maximise 

variety based on gender, diagnosis, living status, and amount and type of contact with the 

service (in hospital, in the community, face to face, by telephone, at weekend, during the 

week). Participating individuals with complex or significant holistic palliative care needs were 

asked to invite a family carer of their choice. Patients who were unable to identify a family 

member or informal carer at inclusion were excluded from the study.  

Within each site we expected to sample 10-15 people with palliative care needs and 10-15 

family carers. However, in consultation with the sites and the funder an amendment was 

submitted to enable the maximum number to be increased to 25 for both types of participant.  

Staff involved in the provision of specialist palliative care within the two sites were 

purposively sampled to maximise variety based on gender, role and setting in which they 

work. We initially expected to sample approximately 15 members of staff (including senior 

nurse practitioners, advanced nurse practitioners, palliative medicine consultants, consultant 

nurse practitioners) within each site, at 2 timepoints. However, the richness of the data, and 

Table 12: Professional non palliative care stakeholders 
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the challenges in patient recruitment led to us submitting an amendment to increase the 

sample size to 30-35 at timepoint 1, and 15-20 at timepoint 2.   

Other key stakeholders in the research were professional non-specialist palliative care 

workforce working within the sites (GPs and District Nurses, and healthcare professionals 

working in Wigan Borough and Salford). Their experiences of providing care in a site with a 7-

day service were sought using an electronic survey (detailed later in this appendix).  

F.2 Sampling in the Quantitative component 

The quantitative component adopted total population sampling whereby data from all adult 

people (18+ years) with complex or significant holistic palliative care needs accessing the 7-

day services within the two sites was collected prospectively and retrospectively (for baseline 

data).   

G. Consent and Recruitment  

G.1 Consent  

Consent relating to the qualitative and quantitative components of the research is outlined 

in Table 13.  

 

Research 
component 

Source of data Data collected 
by 

Individual Participant 
Consent 

Qualitative  Qualitative interviews  Research team Yes  

Quantitative 

(patients 
only) 

EPR, paper records, 
IPOS, outcome 
measures 
administered as part 
of care (e.g. OOAC 
suite), existing 
databases  

Direct care 
team at the 
sites 

No: data will be collected and 
pseudonymised by the direct 
care team (following the HRA 
precedent set criteria 
preferred method for access 
to patient data) and is no 
longer personal information. 

 

G.2 Recruitment  

Recruitment commenced immediately following Governance and REC approvals.  

Table 13: Consent for the research components 
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G.2.1 Recruitment of patient participants 

Providers of the Macmillan 7-day Specialist Palliative Care Advice and Assessment services 

were provided with information and participant packs to introduce the research study to 

individuals with complex or significant holistic palliative care needs living with potentially life 

limiting illnesses referred to and receiving care from the service. The pack included an 

invitation letter, participant information sheet and reply slip (expression of interest), and a 

postage paid envelope. Packs could be given to potential participants either during a face to 

face visit or sent by post. Packs were also be provided for patient participants to give to an 

informal/family carer of their choice.  

Patients were asked to indicate their assent to being contacted by a member of the research 

team to discuss participation in the research, by completing the expression of interest reply 

slip. Staff providing the 7-day services made it clear that not all those who assented to being 

contacted necessarily participated in the research.  

Given the health status of potential participants, a range of methods of indicating an interest 

in the research to the research team was offered by staff. These were developed during the 

study (and ethics approval received). Methods included verbal assent to being contacted by 

the research team being given to staff providing the 7-day services, staff assisting the 

potential participant to complete and return the reply slip, or potential participants 

responding directly to the research team by returning the slip by post, telephoning or 

emailing.  

It was made clear both by staff providing the 7-day services in their discussions about the 

research with potential participants, and in the participant information provided, that 

information provided to the research team included name, contact details, gender, age group, 

diagnosis and living status. This information is required to facilitate purposive sampling of the 

participants to ensure maximum variability.  

Once potential patient participants indicated they were happy to learn more about the 

research a purposive sample was be drawn from the responses received to ensure variability 

in age, gender, diagnosis (e.g. type of tumour), amount of contact with the 7-day specialist 

palliative care service, and whether the person lived alone or with others. Those sampled 

were contacted by telephone to discuss the study with them.  
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An agreed protocol with 7-day services staff was followed prior to contact. The research team 

liaised with the care team to identify any changes in health status (e.g. unstable phase of 

illness) that may have required a delay precluded any contact being made, in order to avoid 

distress and the amount and type of contact with the 7-day specialist palliative care service. 

Following this, contact was made where appropriate. If the potential participant agreed to be 

interviewed arrangements were made to visit them at a location of their choosing, discuss 

the study, and take written consent. Where participants preferred to be interviewed by 

telephone arrangements were made to post the consent form to them (with a postage paid 

envelope for its return) in advance of the interview, and opportunity was given to discuss the 

elements of the consent form on the telephone in detail, and for consent to be given (and 

audio-recorded) on the telephone.  

Consent was only taken following careful and individual explanation to each participant. 

Participants were assured that the quality of usual care they received would not be affected 

by their decision to participate or not.  

G.2.2 Recruitment of Family carer participants 

Patient participants were to pass a recruitment pack (containing an invitation letter, 

participant information sheet, reply slip and postage paid envelope) to a family or informal 

carer of their choice. They were able to decide whether they wanted to pass the pack on and 

this did not preclude their own involvement in the research. Family were able to respond 

directly to the research team through returning their reply slip, by telephoning, or email.  

G.2.3 Recruitment of specialist palliative care staff participants  

Staff providing the 7-day services within the two sites were provided with invitation packs by 

the research team to enable them to consider participation in interviews. Packs included a 

letter of invitation and participant information sheet, with a reply slip (and postage paid 

envelope) to indicate interest in participation. Reply slips could be posted back to the research 

team, or responses made by telephone or email.  

G.2.4 Recruitment of professional non-specialist palliative care workforce (survey) 

Professional non-specialist palliative care workforce working within the sites (GPs and District 

Nurses, and healthcare professionals working in Wigan Borough and Salford were identified 
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via local CCGs and an electronic survey was sent to their professional email address. 

Completion of the survey indicated consent of respondents and separate written consent was 

not be sought. 

G.3 Data Collection 

Data collection for the qualitative component took place over approximately 15 months (from 

January 2019-March 2020) in order to capture changes in time as the services developed and 

matured. Data collection was concurrent across both sites.   

The evaluation team maintained regular contact with both the four sites and the Macmillan 

team throughout the programme to encourage and support teams to distribute information 

about the study to potentially eligible patients and carers. A researcher (SV) visited each site 

on at least two occasions to meet with the specialist palliative care teams and discuss the 

recruitment of patients and family carers to the evaluation. In addition, regular emails and 

phone calls took place between the evaluation team and the sites, and the sites engaged with 

a number of activities to enhance packs being given to potential participants, including the 

option of returning reply slips electronically to the researcher in password-protected format 

(an ethics amendment was submitted to the HRA for this change to the protocol) and 

identifying a lead for recruitment (this had an important impact at Wigan Hospital).   

G.3.1 Interviews with Patients 

One interview was conducted with the sampled patient participants at a place of their 

choosing (with telephone interviews also available. A topic guide rather than a fixed schedule 

guided the interview to ensure they were driven by participant issues (see below). Interviews 

were conversational to aid developing rapport to explore complex and potentially emotional 

issues. The topic guide evolved as categories developed from the concurrent analysis. 

G.3.2 Interviews with carers 

Where possible, separate interviews with carers were held on the same occasion as the 

interview with patient participants, but interviews could also be held jointly if preferred. As 

with the patient participants a topic guide rather than a fixed schedule was utilised.  
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Summary interview topic guide for patients and carers (see Appendix for more detailed 
guide) 

a. Summarising experiences as patient/carer… to set agenda, level of disclosure and 
terminology.  

b. Probing events i.e. could you tell me a bit more about what happened then? How do 
you feel about that? Did you get support from anyone at this time? What do you think 
you learned from this experience?  

c. Exploring experience of the 7-day service, what was helpful, did they feel supported, 
involved and in control of their care (patients)? What could be improved?  

d. Exploring carer’s experience of care and confidence in caring for someone at end of 
life and reported preferences for place of care and death. To explore carer assessed 
quality of end-of life-care. 

e. Understanding what they consider to be important in specialist palliative care series 
whether the 7-day service has enabled this.  

 

G.3.3 Interviews with Specialist Palliative Care staff in the service  

Individual face to face interviews were conducted with staff involved in the provision of 

specialist palliative care within the two sites at 2 time points. Some participants may have 

participated in both interviews. Interviews were held at a place of participants’ choosing, 

although telephone interviews were also offered. As with the other interviews, a topic guide 

was used.  

Summary interview topic guide for staff (see appendix for more detailed guide) 

a. Summarising experiences as member of specialist palliative care workforce providing 
the 7-day service… to set agenda, level of disclosure and terminology.  

b. Probing events i.e. could you tell me a bit more about what happened then? How do 
you feel about that? What do you think you learned from this experience?  

c. Exploring the effectiveness of the additional days within the service and what they 
consider to be important in a 7-day service.  

d. identify and additional reach associated with the 7-day service (increased capacity, 
increased engagement with education, collaborative working etc.). 
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G.3.4 Survey of Generalist (non-specialist palliative care) workforce in the two sites 

An electronic survey (Qualtrics) was conducted with professional non palliative care 

stakeholders working within the sites (GPs and District Nurses, and healthcare professionals 

working in Wigan Borough and Salford). This drew on pertinent questions used in the VOICES-

SF (Views of Informal Carers – Evaluation of Services Short Form) tool supplemented with 

other free text responses 82, with further questions guided by the sites.  

G.3.5 Quantitative data collection 

The quantitative data consisted routinely collected data. These were collected by the sites 

from adults accessing specialist palliative care services in the locality over a 12-month period. 

The HRA precedent set criteria preferred method for access to patient data was followed, 

whereby the direct care team extract and anonymised the information from the case notes, 

as such no patient identifiable data will be accessed 81. The HRA precedent set criteria 

preferred method for access to patient data was followed, whereby the direct care team 

extract and pseudonymised the information from the case notes, as such no patient 

identifiable data was accessed 81.  

The data collected and timing are summarised in Table 14. Once collected and 

pseudonymised by the direct care team the data were uploaded to LU Box, an enterprise level 

cloud storage platform suitable for personal identifiable and special category data.  

 

 

Type of Data source Timing4 

Diagnosis: 

Primary diagnosis 

Co-morbidities  

Date of diagnosis 

e-system Baseline  

Date of referral to specialist palliative care 
service  

e-system Ongoing 

GP practice e-system Baseline/ongoing  

Functional status  AKPS1 Baseline/ongoing  

Ethnicity e-system Baseline 

Table 14: Quantitative data collection activities 
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Year of birth e-system Baseline 

Social conditions  
 

e-system 
(only 1st 3 
characters of 
postcode) 

Baseline 

Usual place of residence (domestic home, 
nursing home etc) 

e-system Baseline/ongoing 

Gender e-system Baseline 

Social support (spouse, living alone, not living 
alone, other family member, residential care 
home, nursing home)  

e-system Baseline 

Place of Death (POD) e-system  Ongoing  

Place of Care (POC) e-system Ongoing  

Achieved preferred place of death (PPD or 
DUPR) 

e-system Ongoing  

Achieved Preferred place of Care (PPC) e-system Ongoing  

Number of emergency hospital admissions e-system Ongoing  

Avoidable admission to hospital 
(planned/unplanned, length of admission, 
from emergency department) 

e-system Ongoing  

Previous admissions to hospital  e-system Retrospective  

Health status  AKPS 2 weekly (daily with 
deterioration) 

Phase of illness  OACC2 2 weekly (daily with 
deterioration) 

Symptoms and concerns  IPOS3 2 weekly (daily with 
deterioration) 

Face to face review by service clinician  e-system Ongoing  

Calls to weekend/after 5 pm advice line e-system Ongoing 

Level of Intervention (face to face 
assessment, prescription, symptom control, 
internal referral, external referral, 
psychological support, rapid discharge, 
phone call to coordinate care, discharge to 
hospital/hospice)  

e-system Ongoing  

Referral response time  e-system Ongoing  

GP out of hours site Ongoing  

Hospice care: site Ongoing 
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Number of days as inpatient 

Day care visits 

Outpatient appointment  
1 AKPS: Australia-modified Karnofsky Performance Status 83; 2 OACC: Outcome Assessment 
and Complexity Collaborative 38; 3 IPOS: Integrated Palliative Outcome Scale 84; 4 Note, this 
table indicates the proposed and agreed timing, however this varied across sites and across 
the study.  

 

G.4 Data Analysis Activities 

G.4.1 Qualitative Data Analysis  

The qualitative data were analysed thematically with the aid of NVivo qualitative software. 

Identification of emerging themes and initial coding was undertaken by three members of the 

evaluation team (SD, ZC and SV), and shared and agreed with SB and CW during evaluation 

team data analysis meetings. This allowed for the verification of the coding framework (see 

appendices) and enabled the evaluation team to develop an analysis of the situation85. Initial 

findings were presented at the TeachMeet event in January 2020, with outcomes from 

discussions on the day were used to inform further data analyses and interpretation. This 

allowed for the verification of the coding framework (see appendices) and enabled the 

evaluation team to develop an analysis of the situation85. Initial findings were presented at 

the TeachMeet event in January 2020, with outcomes from discussions on the day were used 

to inform further data analyses and interpretation. 

G.4.2 Quantitative Data Analysis 

Using the socio-demographic data available we described the population in terms of age, 

gender, social conditions, social support, religion and ethnicity. The clinical information 

available enabled a characterization of the population at baseline in terms of the most 

frequent primary diagnosis, functional status, health status and symptoms and concerns.  

A descriptive statistical analysis was performed on the data collected presenting results 

allowing for the comparison before and after the Macmillan 7-day Service. A complementary 

regression analysis was used to understand what contributes to the hospital length of 

admissions, number of admissions, number of remote contacts with healthcare services, 

changes in health status and place of death.   
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G.4.2.1 The study population for analysis 

The study population for the analysis was constructed from routinely collected NHS data, 

collated by data controllers at each of the sites sampled for the study, our methods of data 

collation are explained in detail in previous funder reports. STROBE guidelines were used to 

report the process of converting records received to a representation of the pathways 

through care of individual patients 86. Routinely collected data from automated services 

allows us to get detailed information concerning all interactions patients have with the 

health service, however limitations of the data include missing values on key variables. 

During the progression of the project, we documented, in successive reports, the challenge 

of missing data and the improvements in data collection at each of the sites.  

G.4.2.2 Data transfer and analysis  

Health care records were uploaded by site-based data controllers to the agreed shared 

cloud data storage folder, at four monthly intervals. To protect the confidentiality of patient 

records, NHS numbers (the unique participant ID) were pseudo-anonymised. Data were 

provided in excel spreadsheets, with individual sheets corresponding to events or types of 

engagements with the health service. Data were combined into a single dataset by 

importing each excel sheet into STATA, combining records for each time period, then for 

each site, and then combining all sites together.  A flow diagram detailing records removal is 

shown in Error! Reference source not found.. 

G.4.2.3 Mapping the planned and actual study outcomes 

Initially the primary outcomes for the analysis were ‘place of care’ and ‘place of death’. 

Following discussions with clinicians, the Chair of the MCPCS Board, Macmillan Cancer 

Support, and a review of the available datasets provided (between April and May 2019), the 

outcomes were amended as noted in Table 15. 

 

Primary outcomes Average length of time people at palliative and EOL stages within the 
two target sites of Wigan and Salford spent in hospital. 

 The number of hospital admissions of people at palliative and EOL 
stages within the two target sites of Wigan and Salford  

 Table 15: Primary and secondary study outcomes 
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 The number of people at palliative and EOL stages within the two 
target sites of Wigan and Salford die in hospital. 

Secondary 
outcomes 

Actual place of death9 (changes therein: noting that there are 
considerable assumptions on quality herewith). 

 Change in disease metrics, health status/ or change in rate of health 
status (IPOS scores10, KPS, Phase).  

 Proportion of people at palliative and EOL stages within the two 
target sites with an Advance Care Plan (ACP) (change from baseline 
and trends). 

 Qualitative data from patients and carers (noting a lack of pre-data). 

 

In addition, the evaluation team agreed to include tables with descriptive results summarizing 

the cohort and outcomes by site (see appendices). Comparison between the sites was agreed 

as being beyond the scope of this study.  

Changes in disease metrics (iPOS and AKPS) are reported cross-sectionally in the final analysis. 

During the time of the intervention, there were substantial changes in practice at each of the 

facilities with regards to the measurement of symptoms. This included an expansion on the 

use of iPOS initially, with some facilities routinely doing an iPOS survey at every encounter 

with the health system followed by a correction with only a single iPOS taken at admission. 

At other facilities, the routine use of iPOS during patient management was only implemented 

because of the intervention in strengthening human resources. In some facilities, even where 

the iPOS survey was completed, the entire list of questions was not always completed with 

 

9 While place of death was initially an important variable to include in our analysis during our work with the 
outcomes sub-group committee it became evident that the different for collecting data on place of death 
skewed the data towards deaths that occurred in hospital. Hospitals and the Hospices report deaths on their 
premises to the Offices of National Statistics (ONS).  However, data on patients once admitted into palliative 
care at the sites are not always fed back from ONS. 
10 Practices in measuring changes in health status (assessed using the OACC suite) changed pre and during the 
intervention38. Witt J, Murtagh F, de Wolf-Linder S, et al. Introducing the Outcome Assessment and Complexity Collaborative (OACC) Suite of Measures-A Brief 

Introduction. Kings College London 2014. As such, iPOS data at baseline is limited, and post intervention it was used differently 
by the sites, with missing values frequently observed (e.g. items on feelings and the psychological consequences 
of palliative care). Phase of illness, also initially proposed, was also varyingly applied: for example, as either 
phase of care or phase of illness, and there was later recognition by the sites that it was not used as intended.   
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missing values frequently observed when asking about feelings and the psychological 

consequences of palliative care. Generating a total iPOS score at a patient-level was thus not 

very meaningful given the differences in data collection as well as the timing of data 

collection. We therefore only analysed the iPOS score for pain, shortness of breath, 

weakness, depression, and state of peace.   

As indicated in our model of variances (Figure 3) patient outcomes (in this case the 

intermediary primary outcomes of number of hospital admissions, length of stay, place of 

death at hospital) are influenced by variables in the domains of illness, individual factors and 

environmental factors. These outcomes are influenced by the variables from 3 domains 

(illness, individual factors and environmental factors). As such, a prespecified hypothesis for 

this analysis was that patients who have worst iPOS and AKPS scores, or patients with greater 

severity of symptoms and lower functionality would be expected to be admitted to hospital, 

while we would expect those who are less symptomatic and more functional to be managed 

in the community. At the same time, due to the availability of community care, there may be 

delays in hospital admissions (and reduced frequency of admissions) resulting in patients 

being admitted to hospital when they are more ill than prior to the 7-day programme.  We 

further expected a reduction in the number of deaths in hospital as more patients are 

discharged to die at home, given the availability of community support. With a strengthened 

service, one would expect a reduction in the average length of hospital stay as patients and 

their families access specialist palliative care sooner in the community, followed by referral 

to appropriate care.   

H. Human resources and Cost Analysis 

Data collected were used to assess the costs, with analysis taking the perspective of the NHS 

and Personal Social Services (PSS) as preferred by NICE. Because the intervention was multi-

centre, all costs were based on national sources where possible, e.g. Unit costs of health 

and social care (PSS Research Unit), or Department of Health Reference Costs, so that any 

differences between the groups could be attributed to the intervention rather than 

variations in the local cost of services  
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I. Participant and Data Characteristics  

This section contains an overview of the participant and data characteristics of the study. 

Detailed information on the findings and their interpretation can be found in the results 

section. Detailed analyses can be found in the appendices. 

I.1 Qualitative Participant data 

I.1.1 Patient and family carer data  

A total of 19 interviews took place with patients, and 23 interviews with family carers (see 

Table 16 for site details). All interviews took place in the participants’ preferred place, usually 

their homes, at a time and date convenient for them.  

I.1.1.1 Patient and family carer recruitment challenges and solutions   

Challenges in recruiting patients and family carers to participate in interviews were 

experienced throughout the evaluation. The evaluation team maintained regular contact with 

all sites to ensure they had an ample supply of patient and family carer packs to support 

recruitment. The conversion rate from reply slips to interviews was challenging and, in many 

cases, the receipt of a reply slip did not result in an interview taking place. Reasons for this 

included the deterioration of patient health, patient death, or change of mind. Table 16 

illustrates the number of packs provided to each of the four programme sites, along with the 

expressions of interest (reply slips) received and interviews conducted. The evaluation team 

along with the sites developed mechanisms to ensure that patients were able to return 

expressions of interests with little delay, however, given this patient population despite great 

efforts, some patients experienced a deterioration in health, or died in the short time 

between receiving their expression of interest or contact with the researcher, and the 

interview. 

 
Table 16: Overview of packs, replies and conversion to interview 

Site Patients Family carers 

Packs 
provided by 
LU 

Reply slips 
received 

Interviews 
completed 

Packs sent 
by LU 

Reply slips 
received 

Interviews 
completed 

RAEI  130 30 5 130 19 6 
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(RAEI= Royal Albert Edward Infirmary, SRFT= Salford Royal Foundation Trust, StAH=St Ann’s 

Hospice, WLH= Wigan and Leigh Hospice) 

I.1.2 Staff data 

Interviews took place with specialist palliative care staff at two time-points: Summer 2019 

and Spring 2020. These interviews incorporated a range of roles within the specialist palliative 

care Teams, including: Band 6 nurses, Band 7 nurses, Band 8a, consultants, administrators 

and GPs.  

In total, 33 interviews were undertaken with staff members across the four sites a time point 

1, with 20 follow-up interviews complete at time-pint 2 (some just prior to lockdown resulting 

from the COVID-19 pandemic) were undertaken.  Table 17 illustrates the number of staff 

interviews carried out at each of the four sites.  

 

 

I.2  Quantitative characteristics   

Data collection and the evaluation of the intervention was completed at four time periods (of 

four months each). While in reality the intervention started earlier in some sites and was 

slowly scaled up in others, for the purposes of this analysis, we used an intervention start 

date of 1st October 2018. The study characteristics are summarised in Table 18, with the 

analytical timeframes shown for reference. By the end of the study period, we had analysed 

16 months’ worth of data, including 12 months’ data from the intervention period.  

SRFT 150 14 3 150 12 9 

StAH  130 14 8 130 5 5 

WLH 115 8 3 115 11 3 

Total 525 66 19 525 47 23 

Table 17: Staff Interviews 

Site Initial interviews  
completed 

Follow-up interviews  
completed 

Royal Albert Edward Infirmary 9 6 
Salford Royal Foundation Trust  8 4 
St Ann’s Hospice  8 5 
Wigan and Leigh Hospice  8 5 
Total 33 20 
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In the activity-based analysis, data were restricted to the time period for which it has been 

collected, removing all records outside those time periods. This allowed for the sense 

checking of data with those involved in the services, comparing activity-based data reported 

against those monitored in the routine service. In the activity-based analysis, data were 

collected for predefined time periods, cleaned and analysed within that time period. As the 

data analyses progressed, we merged records from different time periods and sites to form a 

single dataset for analysis. Initially incomplete records, on core variables such as age, gender, 

and other demographic variables were excluded from the analysis. However, once all patient 

records at an individual level were combined, we included these records back into the analysis 

to improve the sample size as we had some demographic records from patients accessing 

care in other time periods and at other sites. These were merged using patient-level NHS 

numbers.  

Category Description 
Eligibility criteria Health care records from all adult patients (>18 years) eligible for and accessing 

palliative care services at the four facilities selected, irrespective of the diagnosis 
that led to the need for end-of-life care. 

Participants and 
follow-up 

Data from hospitalisation, community palliative care, the telephonic consultative 
service, and GP visits we combined from all patients who were eligible for 
inclusion in the study. A limitation of the study is that the entire trajectory 
through care may not be covered as patients would also access care outside of the 
catchment area of the NHS facility.  
Source of participants and section: Patients referred to or accessing palliative care 
at Wigan hospital, Wigan and Leigh Hospice (identified as Wigan Community), 
Salford Royal Hospital or St Ann’s Hospice, Little Hulton (identified as Salford 
Community). 

Analytical 
timeframe 

We collated and analysed data for four timeframes; T0 (Baseline) included data 
between June 2018 to September 2018. The intervention period included T1 
(October 2018 to January 2019); T2 (February 2019 to May 2019); and T3 (June 
2019 to September 2019). In the main analysis, we compare the pre-intervention 
period (baseline) to the entire intervention period. While in the sub-analysis, we 
compare change over the individual time periods. 

Table 18. Overview of the study characteristics 
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Strengthening routinely collected data systems was an externality of the intervention, and we 

observed a reduction in missing data over time (this was recorded and discussed in the 

interim reports). We found that data pertaining to deaths and admissions were often updated 

with new data upload, with hospitalisations often spanning two analytical time periods. Our 

initial reporting of records focused on counts within the data collection time period. However, 

this meant an over reporting if this were to be aggregated when time periods were combined. 

This was a result of patients moving between services at different time points, and because 

their NHS number was registered at each of the sites, their deaths or admissions may be 

counted multiple times.  

We therefore present a unified diagram of the included (and excluded) data in Figure 4. As 

noted in Table 18, data were collated and analysed at four timepoints of four months each. 

In the comparative analysis, the information prior to the enhanced 7-day services (baseline 

information: June 2018 to September 2018) is compared to the times with the 7-day service 

(the intervention period: October 2018-September 2019).   
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J Survey for non-specialist palliative care staff  

One of the secondary outcomes of the research was to understand the impact of the 7-day 

service on the wider healthcare system within the sites of Wigan Borough and Salford. In 

order to assess the impact of the enhanced 7-day specialist palliative care programme on non-

specialist palliative care workforce working within the sites (namely, GPs and District Nurses, 

and other healthcare professionals) an electronic survey was developed, with the intention 

that this would be circulated at two time points. However, prior to the first circulation, in May 

2019, following feedback from colleagues from Macmillan Cancer Support and the research 

sites, it was decided that changes needed to be made to the wording and structure of the 

electronic survey. This led to a formal amendment that was approved by the Health Research 

Authority on 15/08/2019. 

Figure 4: STROBE diagram of data collection 
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During this period, contact was made with a range of colleagues from both of the research 

sites who agreed to act as intermediaries by sending the survey to non-specialist colleagues. 

In September 2019, emails were sent to those acting as intermediaries, requesting that they 

forward a link to the survey to their non-specialist colleagues. Following disappointing 

response rates, the survey was re-sent in November 2019, along with a message urging 

colleagues to help increase the response rate to the survey. It was noted in December that, 

despite the above efforts, only 15 respondents had completed the online survey; 12 from 

Salford and 3 from Wigan.  In December 2019, a further email was sent to colleagues in Wigan 

to highlight this disparity and request their support in the distribution of the survey. 

J.1 Results of survey 

The survey was completed by 17 respondents in total: n=13 from Salford, n=4 from Wigan. 

Responses were received from both medical (n=9), and nursing (n=8) staff. While the 

response rate is too low to enable any meaningful analysis most respondents (n=13) were 

aware that an enhanced 7-day specialist palliative care service had been piloted in their area 

from October 2018.  All respondents said that they had had patient(s) who had received 

specialist palliative care since the introduction of the pilot. 13 indicated that their patients 

had needed to contact a health professional urgently at weekends / bank holidays.  The 

feedback on these weekend contacts was generally positive, suggesting that care was good, 

services worked well together and that the patient got as much support as they needed – no 

problems or complaints were identified.   

K The evaluation’s flexible formative feedback mechanism 

A co-operative and collaborative approach with a range of stakeholders across the two pilot 

sites was a core element of this project and comprised three main strands: 

1.  Baseline collaboration: the evaluation team worked closely with both sites prior to 

pilots going live to finalise and refine the outcome measures/metrics, understand 

systems and practices, agree and finalise the monitoring and evaluation framework, 

assess monitoring systems, and coordinate the baseline report. 

2. Data collection collaboration: we worked closely with the teams in the sites in a 

flexible and co-operative manner throughout the research to ensure the focus of the 
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data collection by the evaluation team/pilot sites is appropriate, robust and 

comprehensive. We also liaised closely, flexibly and often with the evaluation group 

within Macmillan Cancer Support, and with the Board. Data were presented often in 

regular reports, and feedback contributed to data interpretation 87. 

3. Sharing learning: creating a flexible and responsive mechanism in which key lessons, 

intelligence and emergent findings relating to effectiveness, experience and cost 

efficiencies can be rapidly shared across the sites. We utilised a TeachMeet 

mechanism (an organised informal meeting for the horizontal sharing of good 

practice, practical innovations and personal insights).  

K.1 The TeachMeet 

Flexible, formative and collaborative feedback was an important component within this study 

in order to facilitate the sharing of learning during the programme. Initially, this was proposed 

to be held at two timepoints during the evaluation period. We were asked to incorporate the 

first of these feedback events into the Greater Manchester Cancer Conference (20th 

November 2019- later than anticipated), and agreed to fit into this. However, as the plans for 

the GM Cancer Conference developed it became evident that only a short, presentation-type 

slot was available. This would not have enabled the amount of time, participation and 

interaction required to meet the aim for a bottom-up sharing practice event. Given the timing 

of this decision (which was driven by plans for the conference) it was agreed that we would 

hold a single large TeachMeet at an accessible venue, linked to the January 2020 Board 

meeting.  

K.2 Outcomes of the TeachMeet 

The TeachMeet event was held on 30th January 2020, and was attended by between 40 and 

45 people working within specialist palliative care. The event began with an overview of 

different perspectives on the programme from colleagues from Macmillan Cancer Support, 

and the specialist palliative care teams in Salford and Wigan. A number of micro presentations 

(10 minutes) were provided by the Lancaster University evaluation team, and colleagues from 

the Salford and Wigan specialist palliative care teams, to address the following:  

• Impact of the programme on patient and carer experience 
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• Initial evaluation findings  

• Impact of the programme on team working 

 Following the micro presentations, a number of round table discussions provided 

opportunities for attendees to reflect on the programme and draw on their own professional 

experience, to address the following points:  

• Has anything surprised you? 

• What do you think are some of the key learning points of the enhanced 7-day specialist 
palliative care programme? 

• Whole room discussion, conclusions and close. 

Some of the wider benefits of the enhanced service on the wider healthcare system were 

noted at the TeachMeet (one of the advantages of such a ‘bottom up’ sharing practice event). 

Participants noted the positive impact of the enhanced 7-day service across all sites for 

patients, family carers and staff members. From the perspective of benefits for patients and 

family carers, these included the ability of the service to offer expert patient and assessment 

and care – enhanced by the Clinical Skills and non-medical prescribing staff training. Benefits 

for staff noted during the event included an increase in collaborative working, resulting in a 

more supportive working environment, and increased career progression opportunities. 

Discussions suggested the project was increasing opportunities for rapid discharges on days 

6, 7 and Bank Holidays.  

It was clear on the day that the positive impact of the project was being experienced across 

the sites on weekdays as well as at weekends. In addition, it was noted that the enhanced 7-

day service was improving the way in which the acute and community teams worked 

together, with closer contact and some staff members working across both settings. An 

important challenge that was addressed during the half day event related to staff recruitment 

issues, for example when offering short-term employment contracts in the hospices. There 

were also concerns about how the enhanced 7-day model could be rolled out more widely if 

there were not enough specialist staff available to sustain the services. 
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Feedback from the event was very positive, both regarding the content and format. Outcomes 

from the discussions on the day were recorded on flipchart by the evaluation team and used 

to inform further data analyses and interpretation.  

L Research ethics and governance approvals and amendments  

Following contracting, Institutional and NHS REC approvals were sought (IRAS project number 

253305, REC reference 18/NW/0852). REC approval was received on 15/01/19, and 25/01/19. 

Delays in gaining this were due to the protracted contracting process, the Christmas period 

and delays by the HRA (although a favourable opinion was verbally received immediately 

subsequent to the REC Board, the final approvals came late in January). Governance approvals 

at the site were initiated after contracting, and finalised once REC and HRA approvals were 

received (IRAS project number 253305, REC reference 18/NW/0852). 

Reflecting the flexible and consultative approach of the research and in consultation with 

colleagues from the research sites and Macmillan Cancer Support, three substantial 

amendments were submitted:  

Amendment 1 – 04.06.19  

1. Changes to purposive sampling: to enable us to sample patients for interview based on 

patient participant's contact with the service, both in terms of the amount of contact and the 

type.  

2. Changes to recruitment targets for patient and family carer participants, to increase the 

maximum number to 25 for each site (Wigan and Salford) to enable us to have the flexibility 

to pursue additional patient and carer interviews to allow saturation of some of the more 

subtle concepts (for example such as amount of contact).  

3. Changes to the wording and structure of the survey of non-specialists 

Amendment 2 – 04.09.19  

1. An increase in the number of staff who may take part in qualitative interviews to a 

maximum of 20 for each site. This increase in the number of staff interviews will allow staff 
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interview data to act as a proxy where patient interview data is lacking, potentially enabling 

stronger inferences to be made about the impact of the service on patients.  

2. A change in the method by which patient/carer contact details were sent to the research 

team: The research protocol originally stated that patient assent to being contacted by a 

member of the research team could take the form of verbal confirmation to a member of 

frontline staff, the return of a reply slip by post or email, or telephoning the research team 

directly. In addition to this we propose to allow frontline staff to upload patient’s written 

consent via secure electronic transfer. The secure electronic transfer of patient data (the reply 

slip) will be in the form of a password-protected PDF transferred by email. This change was 

necessary because a significant number of patients died while their written consent was in 

the post.  

Amendment 3 – 09.01.20  

1. In addition to the survey to conduct qualitative interviews with non-specialist staff 

(maximum of 10 interviews per site).  

A response to amendment 3 was never received from the HRA likely due to the COVID-19 

pandemic and continuing structural changes. Recruitment and interviews had to stop in 

March 2020 because of the COVID-19 pandemic.  

M Data protection and patient confidentiality  

All investigators and study site staff complied with the requirements of the General Data 

Protection Regulation (GDPR) and the Data Protection Act 2018 with regards to the collection, 

storage, processing and disclosure of personal information. 

M.1 Confidentiality, data handling and security  

Data storage and handling complied with Lancaster University policies. This included include 

locked storage, password protection, encryption and anonymisation of original qualitative 

data. As noted HRA precedent set criteria preferred method for access to patient data was 

followed for the quantitative data. As such data were extracted and anonymised by the direct 

care team avoiding any breach of patient confidence 81. The key to anonymised data was kept 

on a separate register, and stored separately from all other research records. Data at 

Lancaster University were stored a distinct area of a secure server, accessible only by 
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authorised members of the research team (with sites uploading their data to separate 

folders), encrypted and password protected.  

Interviews were digitally audio-recorded only if the patient consented for this to occur. The 

digital audio-recording used an encrypted recorder and was transferred as soon as possible 

to a password protected computer. All audio−recordings were labelled with participants’ 

alphanumeric codes (a simplified version of staff codes is presented within this report, which 

removes site-specific reference). Audio files were uploaded to a secure remote server 

accessible only to Lancaster University research team as appropriate. Once this had been 

done, the audio recording of participants’ voices on the recorder were deleted. In the 

meantime, the digital recorder was handled and stored securely.  

The transcriber was an authorised provider of such services to Lancaster University, and 

signed a confidentiality agreement as part of the contracting process. Transcription accuracy 

checks were made. Direct quotations from respondents were used in such a way as to 

maximise anonymity.  

M.2 Storage, back up and security  

Data were initially stored and backed up at Lancaster University using password protected 

central institutional filestores. Data were shared only where required, and using Lancaster 

Box which is an enterprise cloud storage solution. This uses high grade encryption to secure 

data both in transit and rest. Box is certified by a number of external bodies as demonstrating 

secure practices and technologies and adheres to the adequate protection requirements of 

the EU Data Protection Directive. Data held on Lancaster systems are stored in a resilient 

storage infrastructure which is dual homed in the Lancaster University data centres (on site). 

There are multiple levels of redundancy built into these storage arrays – snapshots and 

backups are automated and taken regularly. Access to the Lancaster University data centres 

is tightly controlled. Access to the shared central institutional file stores was controlled by the 

study PI who enabled password protected access to these dedicated areas only to members 

of the research team. Members of the direct care team involved in data management and 

pseudonymisation had access to a dedicated area specific to each site. Access to the Lancaster 

University filestore is controlled via ACLs (access control lists).  
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Paper data were stored in locked cabinets.  

The study PI Dr Sarah Brearley had overall responsibility for the collection and management 

of data generated by this research. All study investigators were responsible for completing 

relevant data and information security training.  

M.3 Data archiving, preservation and destruction  

Data will be archived for 10 years following the end of the project. Data will be archived in 

Lancaster using the data archive PURE. At the end of the default retention period (10 years) 

all audio recordings and transcripts will be confidentially destroyed by a secure method, along 

with anything relating to the identification of participants.  

M.4 Indemnity  

The study was indemnified by Lancaster University.  

N Publications 

All publications will include a data access statement that will clarify which data was used and 

provide details about the availability of data. The data will not be available for secondary 

analysis.  
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Appendix Three: Interview topic guides 

The aim of the research was to understand the experiences of care, including satisfaction, and 

impact of the 7-day service for patients accessing specialist palliative care services within the 

sites and their family carers, and the impact of the 7-day service on specialist palliative care 

staff within the sites. We wish to encourage participants to discuss their views, perceptions, 

and experiences in an open manner without excluding aspects which might be of importance 

to the study.  

A.  Patient Interview guide 

1. Participant background  
• When did you first come into contact with the specialist palliative care service in 

Wigan / Salford? 
• Who referred you?  
• Why were you referred?  
• Can you tell me a little about your health/illness? 
• Who do you have around you? Who is involved in your support network?  
2. Use of 7-day specialist palliative care service  
• What do you know about the service and when it is available?  
• How do you feel about it being available after 4.30 pm and on weekends or bank 

holidays? 
• Have you used the service after 4.30 pm or on weekends or bank holidays?  
• When you were first referred to the service, who did you see or talk to?  
• Since then how often have you seen or spoken with people from the service (is it clear 

who they are)?  Mostly by phone or in person?  
• What does the service do for you?  
• Have you had access to / experience of palliative care services before this referral?  
3. Experience of using the 7-day specialist palliative care service 
• What’s your experience of the service?  
• Thinking about one time you used the service (or the only time) can you tell me about 

this – what happened, who did you see, who was with you, where did you see or speak 
to someone etc.)  

• What has been your experience of the palliative care service?  
• Is there anything that is helpful? Why and in what ways?  
• Is there anything that is unhelpful? Why and in what ways?  
4. Summing up  
• What do you think is important in a service that provides specialist palliative care?  
• Do you think the service at Wigan/Salford achieves this? Why?  
• Are there any ways in which you think the service could be improved?  
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• Do you think the service has been helpful to your family members/carers? Why?  
• Based on your experience, what would you say works well about the care you have 

received?  
• Is there anything you would like to see improved about the specialist palliative care 

service? If so, what?  
• Is there anything else you would like to discuss which I haven’t asked about?  

 
B. Family Carer Interview Guide 

1. Participant background  
• When did [your family member] first come into contact with the specialist palliative 

care service in Wigan / Salford? 
• Who referred them?  
• Why were they referred?  
• Can you tell me a little about the person you care for, and their health/illness?  
2. Exploring carer experience and confidence 
• Can you tell me a little about the care you provide for [your family member]?  
• How confident do you feel caring for [your family member]?  
• Do you feel well supported? Why?  
• Who do you have around you? Who else is involved in the care/support network?  
3. Use of 7-day specialist palliative care service  
• What do you know about the service and when it is available?  
• How do you feel about it being available after 4.30 pm and on weekends or bank 

holidays? 
• Have you and [your family member] used the service after 4.30 pm or on weekends 

or bank holidays?  
• When [your family member] was first referred to the service, who did they see or talk 

to?  
• Since then how often have you and [your family member] seen or spoken with people 

from the service (is it clear who they are)?  Mostly by phone or in person?  
• What does the service do for you as a carer?  
• What does the service do for [your family member] as a patient?   
• Have you had access to / experience of palliative care services before this referral? 
4. Experience of using the 7-day specialist palliative care service 
• What’s your experience of the service?  
• Thinking about one time you and [your family member] used the service (or the only 

time) can you tell me about this – what happened, who did you see, who was with 
you, where did you see or speak to someone etc.)  

• What has been your experience of the palliative care service?  
• Is there anything that is helpful? Why and in what ways?  
• Is there anything that is unhelpful? Why and in what ways?  
5. Summing up  
• What do you think is important in a service that provides specialist palliative care?  
• Do you think the service at Wigan/Salford achieves this? Why?  
• Are there any ways in which you think the service could be improved?  
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• Do you think the service has been helpful to [your family member]? Why 
• Do you think the service has been helpful to you as a carer? Why?  
• Based on your experience, what would you say works well about the care [your family 

member] has received?  
• Is there anything you would like to see improved about the specialist palliative care 

service? If so, what?  
• Is there anything else you would like to discuss which I haven’t asked about?  

 

C. Staff Interview Guide: timepoint 1 

1. Setting the scene: the staff member’s role 
• Can you tell me about yourself and your role here at ____________________?  
• How long have you been working in palliative care?  
• How long have you worked here and in what capacity?  
• Can you tell me about the team here at _____________________? Which other 

members of staff are part of the team?  
2. Before the 7-day and bank holiday advice and assessment programme   
• As you know, we are interested in hearing about the enhanced 7-day palliative care 

pilot taking place here at ______________________ (from October) 
• First of all, can you tell me what the service was like before this enhanced pilot 

began?  
• What did a ‘usual’ day look like?  
3. Reflections on the 7-day pilot service  
• Have there been any changes to the service since the enhanced service started in 

October?  
• Who delivers the 7-day advice and assessment programme? 
• Can you tell me what has happened here at __________________ since the pilot 

service began? How do you feel about this?  
• What is different about this programme when compared with how palliative care 

was before it started (might be answered in question about changes) 
4. Perceived impact on patients and family carers 
• Can you tell me about the patients and family carers you and your team work with?  
• Thinking about one of the patients you have cared for what has been the impact of 

the 7-day service for patients. Can you describe this? 
• Has there been any impact for carers? Can you give me any examples? 
• Thinking about the enhanced service, in your opinion what difference if do you 

think these additional days make to the care of patients and carers?  
• What is the best thing about the enhanced 7-day palliative care service you are 

involved in providing?  
5. Impact on staff and preparedness to care 
• Has the 7-day service changed the working practices of you and your colleagues? 

Can you give me an example?  
• How is this new way of working for you? How confident do you feel about providing 

advice and care? 
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• What support do you have (and any areas of concern). Can you give an example of 
how this support works? 

• From a staff perspective, what do you think is working well about the 7-day service? 
Can you give me an example? 

• What is the most challenging thing about the enhanced service? Can you give an 
example? 

• What would you say you and other members of the team have learned so far from 
your involvement in this pilot service?  

6. Extra questions 
• Has there been extra education as a result of the new service?  
• Has there been any greater access with MDT as a result of the new service?  
• Regarding MDT, do you know if there are any minutes, list of attendees, and any 

education initiatives?  
7. Summing up  
• For you, what are the key strengths of the 7-day pilot service so far?  
• Can you think of a time where you were worried during the new enhanced service. 

What happened? 
• What would you like to see improved about the 7-day service?  
• Is there anything else you would like to discuss which I haven’t asked about?  
•  
D. Staff Interview Guide: timepoint 2 (follow-up) 

1. The staff member’s role and the SPC team  
• When we first met, we talked about your role in the SPC team here at _______  
• Has your role changed at all since we last met and, if so, in what way?  
• Have there been any other changes within the team since we last met? If yes 

explore… 
• Have there been any changes to the enhanced 7-day service delivered by your team 

since we last met in summer 2019? If yes, explore these changes 
2. The structure / model (planned vs actual)  
• How has this changed and developed over time?  
• Have the changes been problematic? 
3. Perceived impact on patients  
• What do you think has been the impact of the enhanced 7-day service on patients?  
• Thinking about one of the patients you have cared for over the past few months, 

can you describe the difference you think the service made for that person? Explore 
this …  

4. Perceived impact on family carers  
• What do you think has been the impact of the enhanced 7-day service on family 

carers?  
• Thinking about a family carer you have had contact with over the past few months, 

can you describe the difference you think the service made for that person? Explore 
this …  

5. Reflections on the enhanced 7-day service  
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• From a staff perspective, what do you think has worked well about the enhanced 
7-day service? Can you give me an example? 

• Has the 7-day service changed the working practices of you and your colleagues? 
Can you give me an example?  

• What has been the most challenging thing about the enhanced service? Explore …   
• Is there anything you would like to see improved about the 7-day programme? 

Explore… 
• What would you say you and other members of the team have learned so far from 

your involvement in this pilot service?  
• Has there been extra education and training opportunities as a result of the new 

service? Explore this …  
6. Impact beyond the SPC team  
• Has the enhanced 7-day programme changed the way the SPC team works with 

other healthcare professionals? Explore this … 
• What impact do you think the enhanced 7-day programme has had on other (non-

SPC) healthcare professionals? Explore this … 
• Has the enhanced 7-day programme has changed the way in which the acute and 

community SPC teams work together? Explore this …  
7. Revisiting any discussion points raised in Interview 1  
8. Returning to the structure / model (planned vs actual) …  
• Have the changes to the model (planned vs actual) made a difference to impact and 

outcomes?  
• What would you recommend as an ‘optimal’ model in the future?  
9. Summing up  
• What is the best thing about the enhanced 7-day palliative care service you are 

involved in providing?  
• Is there anything else you would like to discuss which I haven’t asked about?   
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Appendix Four: Distress protocol 

For patients and family carers taking part in the qualitative interviews, no specific risks were 

anticipated. However, the following considerations were made:  

1. It is possible that a patient or family carer may become unduly distressed during the 

interview when discussing issues associated with recognition that someone may be 

towards the end of their life. We will work to minimise this risk by conducting the 

interview in a sensitive and responsive manner, drawing on our research experience 

in this field (see Figure 5: Distress protocol (adapted from 88, p.2 89): distress protocol). 

2. There is also the possibility that participants may disclose information about their 

situation or care which reveals they are at risk. If they do, this situation will be 

discussed with the participant and their views on sharing this information with a key 

health professional sought. Where possible their views will be respected, but if a 

situation is revealed which severely compromises their own or others health or 

wellbeing, the researcher will inform the participant that they have a duty to disclose 

this information to the most relevant person. 

3. There is a risk that patient and carer participants may be concerned or distressed by 

some of the questions asked, or are contacted to be invited to interview when they 

may be too unwell through deterioration in their condition, or that carers may be 

distressed by such information after a participants' death. This was managed and 

minimised using a number of strategies: 

I. A protocol was set up between the research team and sites to ensure that any 

information on health status was securely transferred and updated according to our 

data management protocol so that people were not contacted when it may be 

inappropriate (e.g. close to death, during a hospital admission).  

II. A clear distress protocol (Figure 5: Distress protocol (adapted from 88, p.2 89)) was 

followed during the research should any distress be apparent or detected during data 

collection.  First the interview would be stopped and the participants asked if they feel 
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able to carry on. If they were unable to carry on with the interview the interview would 

be discontinued. Participants would be encouraged to contact their GP or direct care 

team. Resources were also be provided with the participant information sheet and 

these would be highlighted with the participants. If participants felt able to carry on 

the interview will be resumed.   

  

 

  

Distress

•A	participant	indicates	they	are	experiencing	a	high	level	of	stress	or	emotional	distress
•OR
•Exhibit	behaviours	suggesting	the	interview	is	too	stressful	such	as	uncontrolled	crying,	
shaking	etc

Stage	1	
response

•Stop	the	interview

Review

•ask	participants	if	they	feel	able	to	carry	on
•if	participant	is	unable	to	carry	on	go	to	stage	2
•if	participant	is	able	to	carry	on	resume	interview

Stage	2	
response

•discontinue	interview
•encourage	participant	to	contact	their	GP	or	the	direct	care	team
•offer	(with	participant	consent)	for	a	member	of	the	research	team	to	contact	the	direct	
care	team
•highlight	the	resources	included	with	the	participant	information	that	offer	support

Figure 5: Distress protocol (adapted from 88, p.2 89) 
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Appendix Five: Summary coding framework 

 Name of code Definition/clarification of 
code 

Impacts (primarily staff reported)  
Impact - growth in skills, knowledge and experience Related to training 

opportunities or change in 
role 

Impact - greater peer support and sharing of knowledge 
(esp. on wknds) 

Improved intra-team 
dynamics; decline in feelings 
of isolation 

Impact -  admin support frees up staff for other duties Nurses can exploit their 
skills, spending less time on 
admin and liaising with 
patients. 

Impact - changing relationship between sites Data suggesting changed 
relations between 
community and hospital 
such as closer collaboration 

Impact - growth in confidence due to training and more 
senior roles 

Some professionals have 
grown in confidence 
following changes brought 
about by the enhanced 
service. 

Impact - relief of stress/anxiety Often driven by sharing of 
the workload, especially 
over the weekend. 

Impact - enhanced relations with other 
wards/teams/professionals (spreading awareness) 

Growing visibility of the 
service; more time to 
promote the service. 

Impact - benefits of greater expertise (particularly over 
weekends) 

Staff and patient reported. 
Training  

Impact - More efficient use of staff resources Takes varying forms. 
Sometimes about avoiding 
false economies and 
inefficiencies of a poorly 
staffed service 

Impacts (patient-reported)   
Impact - help with medication Changes in medication, 

prompted by intervention of 
staff 

Impact - benefits of greater expertise (particularly over 
weekends) 

Staff and patient reported.  
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Impact - feeling of security, reassurance, being looked 
after 

Promoted by continuity of 
care, out of hours provision, 
expertise of staff 

Inputs  
Input - (patient reported) advocacy role Representing the interests 

of the patient to other 
clinicians 

Input - consistency of service at anti-social hours Less of a drop-off at anti-
social times 

Input - continuity of care Often contrasted with other 
experiences in which 
patients encountered a 
higher number of staff. 

Input - greater capacity, more responsive to patient and 
carer needs (more time with patients and for other 
duties) 

Staff believed they could 
respond more rapidly to 
patient need. 

Input - personalised, holistic care (related to having more 
time with patients) 

Staff attended to the 
individual needs of the 
patients in a sensitive way. 

Input - staff can be more proactive Related to greater 
responsiveness. An 
advanced version of 
responsiveness in which the 
clinician anticipates 
incipient needs.  

Challenges  
Challenge - adapting to new roles and responsibilities New staff adapting to the 

service and their roles or 
promoted staff getting used 
to their seniority 

Challenge - adequately staffing the service Struggles to fill the 
increased capacity afforded 
by the enhanced service 

Challenge - burden of collecting data Additional need to collect 
data as part of enhanced 
service 

Challenge - demands of staff training Staff surprised by level of 
demand from training. Time 
required eats into  

Challenge - disparities with the other site Perception that the other 
service in their vicinity has 
benefited more from the 
enhancements 

Challenge - sites working together Bridging divides between 
community and hospital 
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Challenge - staff roles/hierarchy/structure lacks clarity Getting used to the new 
structure. Blurring of 
responsibilities, creating 
overlaps 

Challenge/impact - growth in number/complexity of 
referrals 

A goal and achievement but 
also can create challenges 
as the team adapt to 
increased demand. 

Reflections/Views  
Concerns and anxieties for the future Primarily concerned with 

the possibility of funding 
ending and returning to 
previous level of staffing 
within the service. 

Contrasts with/characterisations of previous model Many examples of contrasts 
drawn with the previous 
way of working, usually to 
highlight improvements 

Site-specific operational details  
Operational details - Salford community Practical details of how each 

service ran 
Operational details - Salford Hospital ’’ 
Operational details - Wigan community ’’ 
Operational details - Wigan Hospital ’’ 
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Technical Appendix Six: Salford descriptive 
data 

Salford Community - Overall 
 

Salford Community - Control 
 

Salford Community - Treatment 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Automated 

data 1303 100% 
 

Automated 

data 419 100% 
 

Automated 

data 884 100% 

      
 

      
 

      

Age 1303 71.44 
 

Age 419 70.32 
 

Age 884 71.98 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 634 49% 
 

Female 202 48% 
 

Female 432 49% 

Male  669 51% 
 

Male  217 52% 
 

Male  452 51% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 834 79% 
 

White 

British 286 76% 
 

White 

British 548 81% 

White Irish 27 3% 
 

White Irish 11 3% 
 

White Irish 16 2% 

White 

Scottish 4 0% 
 

White 

Scottish 2 1% 
 

White 

Scottish 2 0% 

White 19 2% 
 

White 8 2% 
 

White 11 2% 

Mixed 

British 143 14% 
 

Mixed 

British 62 16% 
 

Mixed 

British 81 12% 
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Black British 1 0% 
 

Black British 0 0% 
 

Black British 1 0% 

Other 

European 6 1% 
 

Other 

European 1 0% 
 

Other 

European 5 1% 

African 4 0% 
 

African 1 0% 
 

African 3 0% 

Indian 5 0% 
 

Indian 1 0% 
 

Indian 4 1% 

Asian 5 0% 
 

Asian 1 0% 
 

Asian 4 1% 

Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 0 0% 

Pakistani 0 0% 
 

Pakistani 0 0% 
 

Pakistani 0 0% 

Missing 252 19% 
 

Missing 43 10% 
 

Missing 209 24% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

No Religion 41 11% 
 

No Religion 22 20% 
 

No Religion 19 7% 

Not known 3 1% 
 

Not known 1 1% 
 

Not known 2 1% 

Not 

recorded 177 48% 
 

Not 

recorded 19 17% 
 

Not 

recorded 158 62% 

Atheist 4 1% 
 

Atheist 2 2% 
 

Atheist 2 1% 

Protestant 2 1% 
 

Protestant 1 1% 
 

Protestant 1 0% 

Methodist 2 1% 
 

Methodist 1 1% 
 

Methodist 1 0% 

Christian 4 1% 
 

Christian 2 2% 
 

Christian 2 1% 

Catholic 37 10% 
 

Catholic 16 14% 
 

Catholic 21 8% 

Church of 

England 87 24% 
 

Church of 

England 43 38% 
 

Church of 

England 44 17% 

Orthodox 0 0% 
 

Orthodox 0 0% 
 

Orthodox 0 0% 

Congregatio

nalist 1 0% 
 

Congregatio

nalist 0 0% 
 

Congregatio

nalist 1 0% 

Jehovah's 

Witness  2 1% 
 

Jehovah's 

Witness  1 1% 
 

Jehovah's 

Witness  1 0% 

Jewish 5 1% 
 

Jewish 3 3% 
 

Jewish 2 1% 
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Muslim 1 0% 
 

Muslim 1 1% 
 

Muslim 0 0% 

Sikh 1 0% 
 

Sikh 0 0% 
 

Sikh 1 0% 

Missing 936 72% 
 

Missing 307 73% 
 

Missing 629 71% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Face to face 

consultation

s 979 5.38 
 

Face to face 

consultation

s 312 5.86 
 

Face to face 

consultation

s 667 5.2 

Telephone 

contact by 

patient 245 2.45 
 

Telephone 

contact by 

patient 91 2.49 
 

Telephone 

contact by 

patient 154 2.4 

Telephone 

contact by 

relative 558 2.96 
 

Telephone 

contact by 

relative 198 3.10 
 

Telephone 

contact by 

relative 360 2.9 

Telephone 

contact to 

patient 908 6.18 
 

Telephone 

contact to 

patient 291 6.63 
 

Telephone 

contact to 

patient 617 6.0 

Telephone 

contact to 

relative 796 5.69 
 

Telephone 

contact to 

relative 256 6.03 
 

Telephone 

contact to 

relative 540 5.5 

Telephone 

consultation

s 1213 11.34 
 

Telephone 

consultation

s 394 12.13 
 

Telephone 

consultation

s 819 11.0 

Weekend 

face to face 

consultation

s  347 1.85 
 

Weekend 

face to face 

consultation

s  122 1.82 
 

Weekend 

face to face 

consultation

s  225 1.9 

Weekend 

telephone 

contact by 

patient 57 1.75 
 

Weekend 

telephone 

contact by 

patient 23 1.74 
 

Weekend 

telephone 

contact by 

patient 34 1.8 
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Weekend 

telephone 

contact by 

relative 175 1.52 
 

Weekend 

telephone 

contact by 

relative 63 1.56 
 

Weekend 

telephone 

contact by 

relative 112 1.5 

Weekend 

telephone 

contact to 

patient 395 1.93 
 

Weekend 

telephone 

contact to 

patient 136 2.00 
 

Weekend 

telephone 

contact to 

patient 259 1.9 

Weekend 

telephone 

contact to 

relative 352 1.89 
 

Weekend 

telephone 

contact to 

relative 118 1.86 
 

Weekend 

telephone 

contact to 

relative 234 1.9 

Weekend 

telephone 

consultation

s 532 2.61 
 

Weekend 

telephone 

consultation

s 181 2.64 
 

Weekend 

telephone 

consultation

s 351 2.6 

      
 

      
 

      

Diagnosis 
 

  
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 43 4% 
 

Breast 

Cancer 16 6% 
 

Breast 

Cancer 27 4% 

CNS Cancer 18 2% 
 

CNS Cancer 4 1% 
 

CNS Cancer 14 2% 

Colorectal 

Cancer 79 8% 
 

Colorectal 

Cancer 22 8% 
 

Colorectal 

Cancer 57 8% 

Headneck 

Cancer 57 6% 
 

Headneck 

Cancer 19 7% 
 

Headneck 

Cancer 38 5% 

Lung Cancer 227 23% 
 

Lung Cancer 75 28% 
 

Lung Cancer 152 21% 

Prostate 

Cancer 8 1% 
 

Prostate 

Cancer 1 0% 
 

Prostate 

Cancer 7 1% 

Gastrointest

inal Cancer 68 7% 
 

Gastrointest

inal Cancer 21 8% 
 

Gastrointest

inal Cancer 47 7% 

Urological 

Cancer 60 6% 
 

Urological 

Cancer 18 7% 
 

Urological 

Cancer 42 6% 
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Gynaecologi

cal Cancer 50 5% 
 

Gynaecologi

cal Cancer 12 4% 
 

Gynaecologi

cal Cancer 38 5% 

Liver Cancer 16 2% 
 

Liver Cancer 2 1% 
 

Liver Cancer 14 2% 

Skin Cancer 7 1% 
 

Skin Cancer 2 1% 
 

Skin Cancer 5 1% 

Unknown 

Primary 

Cancer 19 2% 
 

Unknown 

Primary 

Cancer 2 1% 
 

Unknown 

Primary 

Cancer 17 2% 

Pancreatic 

Cancer 75 8% 
 

Pancreatic 

Cancer 20 7% 
 

Pancreatic 

Cancer 55 8% 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 

Sarcoma 

Cancer 4 0% 
 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 3 0% 

Other 

Cancer 1 0% 
 

Other 

Cancer 0 0% 
 

Other 

Cancer 1 0% 

COPD 99 10% 
 

COPD 16 6% 
 

COPD 83 12% 

Respiratory 19 2% 
 

Respiratory 6 2% 
 

Respiratory 13 2% 

Renal 8 1% 
 

Renal 3 1% 
 

Renal 5 1% 

CVA 1 0% 
 

CVA 0 0% 
 

CVA 1 0% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 33 3% 
 

Heart 

Failure 6 2% 
 

Heart 

Failure 27 4% 

Dementia 10 1% 
 

Dementia 2 1% 
 

Dementia 8 1% 

MND 6 1% 
 

MND 1 0% 
 

MND 5 1% 

Parkinson 2 0% 
 

Parkinson 1 0% 
 

Parkinson 1 0% 

Sclerosis 0 0% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 

Neurological 

Other 3 0% 
 

Neurological 

Other 1 0% 
 

Neurological 

Other 2 0% 
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Frailty 1 0% 
 

Frailty 0 0% 
 

Frailty 1 0% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 

Haematologi

cal Other 31 3% 
 

Haematologi

cal Other 4 1% 
 

Haematologi

cal Other 27 4% 

Liver Failure 6 1% 
 

Liver Failure 2 1% 
 

Liver Failure 4 1% 

Other 

Diagnosis 3 0% 
 

Other 

Diagnosis 2 1% 
 

Other 

Diagnosis 1 0% 

Missing 323 25% 
 

Missing 152 36% 
 

Missing 171 19% 

      
 

      
 

      

IPOS Data 772 100% 
 

IPOS Data 117 100% 
 

IPOS Data 655 100% 

      
 

      
 

      

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     

Number of 

times in 

dataset 772 3.10 
 

Number of 

times in 

dataset 117 2.73 
 

Number of 

times in 

dataset 655 3.17 

Number of 

times in 

dataset on 

weekends 196 1.19 
 

Number of 

times in 

dataset on 

weekends 30 1.17 
 

Number of 

times in 

dataset on 

weekends 166 1.19 

      
 

      
 

      

AKPS 756 53% 
 

AKPS 112 54% 
 

AKPS 644 52% 

Missing 16 2% 
 

Missing 5 4% 
 

Missing 11 2% 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 597 77% 
 

Has cancer 98 84% 
 

Has cancer 499 76% 

Does not 

have cancer 158 20% 
 

Does not 

have cancer 23 20% 
 

Does not 

have cancer 135 21% 

Missing 22 3% 
 

Missing 0 0% 
 

Missing 22 3% 
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Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  432 1.86 
 

Phase 

changes 

observed  55 189% 
 

Phase 

changes 

observed  377 185% 

No phase 

changes 

observed  368 2.20 
 

No phase 

changes 

observed  65 192% 
 

No phase 

changes 

observed  303 226% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 144 20% 
 

No pain 31 28% 
 

No pain 113 18% 

Slight pain 187 26% 
 

Slight pain 26 23% 
 

Slight pain 161 26% 

Moderate 

pain 219 30% 
 

Moderate 

pain 26 23% 
 

Moderate 

pain 193 31% 

Severe pain 145 20% 
 

Severe pain 18 16% 
 

Severe pain 127 20% 

Overwhelm 

pain 37 5% 
 

Overwhelm 

pain 9 8% 
 

Overwhelm 

pain 28 5% 

Missing 39 5% 
 

Missing 6 5% 
 

Missing 33 5% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 40 6% 
 

No 

weakness 4 4% 
 

No 

weakness 36 6% 

Slight 

weakness 127 18% 
 

Slight 

weakness 17 16% 
 

Slight 

weakness 110 18% 

Moderate 

weakness 259 36% 
 

Moderate 

weakness 33 31% 
 

Moderate 

weakness 226 37% 

Severe 

weakness 204 28% 
 

Severe 

weakness 36 34% 
 

Severe 

weakness 168 27% 
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Overwhelm 

weakness 91 13% 
 

Overwhelm 

weakness 17 16% 
 

Overwhelm 

weakness 74 12% 

Missing 51 7% 
 

Missing 10 9% 
 

Missing 41 6% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 74 11% 
 

No peace 10 10% 
 

No peace 64 11% 

Occasional 

peace 116 17% 
 

Occasional 

peace 21 20% 
 

Occasional 

peace 95 17% 

Sometimes 

peace 202 30% 
 

Sometimes 

peace 30 29% 
 

Sometimes 

peace 172 30% 

Most times 

peace 224 33% 
 

Most times 

peace 33 32% 
 

Most times 

peace 191 33% 

Always 

peace 60 9% 
 

Always 

peace 9 9% 
 

Always 

peace 51 9% 

Missing 96 12% 
 

Missing 14 12% 
 

Missing 82 13% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

External 

care 2 0% 
 

External 

care 0 0% 
 

External 

care 2 0% 

Homeless 1 0% 
 

Homeless 0 0% 
 

Homeless 1 0% 

Intermediat

e care 2 0% 
 

Intermediat

e care 0 0% 
 

Intermediat

e care 2 0% 

Lives alone 186 30% 
 

Lives alone 3 50% 
 

Lives alone 183 30% 

Lives with 

family 95 15% 
 

Lives with 

family 0 0% 
 

Lives with 

family 95 15% 

Lives with 

partner 323 52% 
 

Lives with 

partner 2 33% 
 

Lives with 

partner 321 52% 

Nursing 

home 8 1% 
 

Nursing 

home 1 17% 
 

Nursing 

home 7 1% 
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Prison  1 0% 
 

Prison  0 0% 
 

Prison  1 0% 

Residential 8 1% 
 

Residential 0 0% 
 

Residential 8 1% 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 0 0% 

Missing 146 19% 
 

Missing 111 95% 
 

Missing 35 5% 

      
 

      
 

      

Deaths Data 431 100% 
 

Deaths Data 92 100% 
 

Deaths Data 339 100% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 251 58% 
 

Home 57 61% 
 

Home 194 57% 

Hospice 85 20% 
 

Hospice 17 18% 
 

Hospice 68 20% 

Hospital 76 18% 
 

Hospital 16 17% 
 

Hospital 60 18% 

Nursing 19 4% 
 

Nursing 2 2% 
 

Nursing 17 5% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 269 70% 
 

Home 59 75% 
 

Home 210 69% 

Hospice 91 24% 
 

Hospice 18 23% 
 

Hospice 73 24% 

Hospital 9 2% 
 

Hospital 0 0% 
 

Hospital 9 3% 

Nursing 12 3% 
 

Nursing 1 1% 
 

Nursing 11 4% 

Missing 51 12% 
 

Missing 15 16% 
 

Missing 36 11% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved 330 76% 
 

PPD 

achieved 68 72% 
 

PPD 

achieved 262 77% 
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PPD not 

achieved 51 12% 
 

PPD not 

achieved 10 11% 
 

PPD not 

achieved 41 12% 

Missing 52 12% 
 

Missing 16 17% 
 

Missing 36 11% 

 

Salford Community - October 

2018 - January 2019 
 

Salford Community - February 

2019 - Maio 2019 
 

Salford Community - June 2019 

- September 2019 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Automated 

data 410 100% 
 

Automated 

data 258 100% 
 

Automated 

data 216 100% 

      
 

      
 

      

Age 410 71.27 
 

Age 258 72.78 
 

Age 216 72.37 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 204 50% 
 

Female 133 52% 
 

Female 95 44% 

Male  206 50% 
 

Male  125 48% 
 

Male  121 56% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 274 81% 
 

White 

British 147 78% 
 

White 

British 127 86% 

White Irish 11 3% 
 

White Irish 4 2% 
 

White Irish 1 1% 

White 

Scottish 1 0% 
 

White 

Scottish 1 1% 
 

White 

Scottish 0 0% 

White 10 3% 
 

White 1 1% 
 

White 0 0% 
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Mixed 

British 35 10% 
 

Mixed 

British 32 17% 
 

Mixed 

British 14 9% 

Black British 1 0% 
 

Black British 0 0% 
 

Black British 0 0% 

Other 

European 1 0% 
 

Other 

European 1 1% 
 

Other 

European 3 2% 

African 2 1% 
 

African 1 1% 
 

African 0 0% 

Indian 0 0% 
 

Indian 2 1% 
 

Indian 2 1% 

Asian 3 1% 
 

Asian 0 0% 
 

Asian 1 1% 

Other Ethnic 

Groups 0 0% 
 

Other Ethnic 

Groups 0 0% 
 

Other Ethnic 

Groups 0 0% 

Pakistani 0 0% 
 

Pakistani 0 0% 
 

Pakistani 0 0% 

Missing 72 18% 
 

Missing 69 27% 
 

Missing 68 31% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

No Religion 14 10% 
 

No Religion 5 7% 
 

No Religion 0 0% 

Not known 1 1% 
 

Not known 1 1% 
 

Not known 0 0% 

Not 

recorded 75 54% 
 

Not 

recorded 51 70% 
 

Not 

recorded 32 74% 

Atheist 2 1% 
 

Atheist 0 0% 
 

Atheist 0 0% 

Protestant 1 1% 
 

Protestant 0 0% 
 

Protestant 0 0% 

Methodist 1 1% 
 

Methodist 0 0% 
 

Methodist 0 0% 

Christian 1 1% 
 

Christian 1 1% 
 

Christian 0 0% 

Catholic 11 8% 
 

Catholic 6 8% 
 

Catholic 4 9% 

Church of 

England 31 22% 
 

Church of 

England 7 10% 
 

Church of 

England 6 14% 

Orthodox 0 0% 
 

Orthodox 0 0% 
 

Orthodox 0 0% 

Congregatio

nalist 0 0% 
 

Congregatio

nalist 1 1% 
 

Congregatio

nalist 0 0% 
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Jehovah's 

Witness  1 1% 
 

Jehovah's 

Witness  0 0% 
 

Jehovah's 

Witness  0 0% 

Jewish 1 1% 
 

Jewish 1 1% 
 

Jewish 0 0% 

Muslim 0 0% 
 

Muslim 0 0% 
 

Muslim 0 0% 

Sikh 0 0% 
 

Sikh 0 0% 
 

Sikh 1 2% 

Missing 271 66% 
 

Missing 185 72% 
 

Missing 173 80% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Face to face 

consultation

s 331 6.88 
 

Face to face 

consultation

s 185 4.04 
 

Face to face 

consultation

s 151 2.74 

Telephone 

contact by 

patient 92 2.95 
 

Telephone 

contact by 

patient 41 1.85 
 

Telephone 

contact by 

patient 21 1.29 

Telephone 

contact by 

relative 198 3.26 
 

Telephone 

contact by 

relative 99 2.68 
 

Telephone 

contact by 

relative 63 2.03 

Telephone 

contact to 

patient 297 7.93 
 

Telephone 

contact to 

patient 181 4.84 
 

Telephone 

contact to 

patient 139 3.27 

Telephone 

contact to 

relative 275 6.58 
 

Telephone 

contact to 

relative 151 5.56 
 

Telephone 

contact to 

relative 114 2.99 

Telephone 

consultation

s 399 13.99 
 

Telephone 

consultation

s 239 9.55 
 

Telephone 

consultation

s 181 6.14 

Weekend 

face to face 

consultation

s  126 2.15 
 

Weekend 

face to face 

consultation

s  56 1.57 
 

Weekend 

face to face 

consultation

s  43 1.42 

Weekend 

telephone 28 1.82 
 

Weekend 

telephone 3 1.67 
 

Weekend 

telephone 3 1.33 
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contact by 

patient 

contact by 

patient 

contact by 

patient 

Weekend 

telephone 

contact by 

relative 65 1.49 
 

Weekend 

telephone 

contact by 

relative 29 1.66 
 

Weekend 

telephone 

contact by 

relative 18 1.28 

Weekend 

telephone 

contact to 

patient 140 2.16 
 

Weekend 

telephone 

contact to 

patient 66 1.77 
 

Weekend 

telephone 

contact to 

patient 53 1.36 

Weekend 

telephone 

contact to 

relative 124 2.02 
 

Weekend 

telephone 

contact to 

relative 70 1.97 
 

Weekend 

telephone 

contact to 

relative 40 1.45 

Weekend 

telephone 

consultation

s 193 2.83 
 

Weekend 

telephone 

consultation

s 107 2.13 
 

Weekend 

telephone 

consultation

s 51 2.69 

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 15 4% 
 

Breast 

Cancer 7 4% 
 

Breast 

Cancer 5 3% 

CNS Cancer 3 1% 
 

CNS Cancer 5 3% 
 

CNS Cancer 6 3% 

Colorectal 

Cancer 29 9% 
 

Colorectal 

Cancer 14 7% 
 

Colorectal 

Cancer 14 8% 

Headneck 

Cancer 24 7% 
 

Headneck 

Cancer 5 3% 
 

Headneck 

Cancer 9 5% 

Lung Cancer 79 24% 
 

Lung Cancer 36 18% 
 

Lung Cancer 37 21% 

Prostate 

Cancer 2 1% 
 

Prostate 

Cancer 4 2% 
 

Prostate 

Cancer 1 1% 

Gastrointest

inal Cancer 28 8% 
 

Gastrointest

inal Cancer 11 6% 
 

Gastrointest

inal Cancer 8 4% 
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Urological 

Cancer 18 5% 
 

Urological 

Cancer 11 6% 
 

Urological 

Cancer 13 7% 

Gynaecologi

cal Cancer 21 6% 
 

Gynaecologi

cal Cancer 8 4% 
 

Gynaecologi

cal Cancer 9 5% 

Liver Cancer 5 1% 
 

Liver Cancer 1 1% 
 

Liver Cancer 8 4% 

Skin Cancer 3 1% 
 

Skin Cancer 1 1% 
 

Skin Cancer 1 1% 

Unknown 

Primary 

Cancer 5 1% 
 

Unknown 

Primary 

Cancer 6 3% 
 

Unknown 

Primary 

Cancer 6 3% 

Pancreatic 

Cancer 24 7% 
 

Pancreatic 

Cancer 20 10% 
 

Pancreatic 

Cancer 11 6% 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 2 1% 
 

Sarcoma 

Cancer 0 0% 

Other 

Cancer 0 0% 
 

Other 

Cancer 0 0% 
 

Other 

Cancer 1 1% 

COPD 27 8% 
 

COPD 33 17% 
 

COPD 23 13% 

Respiratory 7 2% 
 

Respiratory 3 2% 
 

Respiratory 3 2% 

Renal 4 1% 
 

Renal 1 1% 
 

Renal 0 0% 

CVA 1 0% 
 

CVA 0 0% 
 

CVA 0 0% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 16 5% 
 

Heart 

Failure 6 3% 
 

Heart 

Failure 5 3% 

Dementia 3 1% 
 

Dementia 3 2% 
 

Dementia 2 1% 

MND 4 1% 
 

MND 1 1% 
 

MND 0 0% 

Parkinson 1 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 0 0% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 
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Neurological 

Other 0 0% 
 

Neurological 

Other 2 1% 
 

Neurological 

Other 0 0% 

Frailty 1 0% 
 

Frailty 0 0% 
 

Frailty 0 0% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 

Haematologi

cal Other 6 2% 
 

Haematologi

cal Other 7 4% 
 

Haematologi

cal Other 14 8% 

Liver Failure 1 0% 
 

Liver Failure 2 1% 
 

Liver Failure 1 1% 

Other 

Diagnosis 0 0% 
 

Other 

Diagnosis 0 0% 
 

Other 

Diagnosis 1 1% 

Missing 74 18% 
 

Missing 61 24% 
 

Missing 36 17% 

      
 

      
 

      

IPOS Data 257 100% 
 

IPOS Data 209 100% 
 

IPOS Data 189 100% 

      
 

      
 

      

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     

Number of 

times in 

dataset 257 3.54 
 

Number of 

times in 

dataset 209 3.35 
 

Number of 

times in 

dataset 189 2.47 

Number of 

times in 

dataset on 

weekends 71 1.17 
 

Number of 

times in 

dataset on 

weekends 52 1.15 
 

Number of 

times in 

dataset on 

weekends 43 1.28 

      
 

      
 

      

AKPS 247 53% 
 

AKPS 208 51% 
 

AKPS 189 53% 

Missing 10 4% 
 

Missing 1 0% 
 

Missing 0 0% 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 206 80% 
 

Has cancer 149 71% 
 

Has cancer 144 76% 
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Does not 

have cancer 46 18% 
 

Does not 

have cancer 52 25% 
 

Does not 

have cancer 37 20% 

Missing 6 2% 
 

Missing 8 4% 
 

Missing 8 4% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  158 195% 
 

Phase 

changes 

observed  133 194% 
 

Phase 

changes 

observed  86 153% 

No phase 

changes 

observed  141 242% 
 

No phase 

changes 

observed  112 228% 
 

No phase 

changes 

observed  50 176% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 41 17% 
 

No pain 37 19% 
 

No pain 35 20% 

Slight pain 57 23% 
 

Slight pain 55 28% 
 

Slight pain 49 28% 

Moderate 

pain 83 34% 
 

Moderate 

pain 55 28% 
 

Moderate 

pain 55 31% 

Severe pain 52 21% 
 

Severe pain 44 22% 
 

Severe pain 31 17% 

Overwhelm 

pain 13 5% 
 

Overwhelm 

pain 7 4% 
 

Overwhelm 

pain 8 4% 

Missing 11 4% 
 

Missing 11 5% 
 

Missing 11 6% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 15 6% 
 

No 

weakness 11 6% 
 

No 

weakness 10 6% 

Slight 

weakness 40 16% 
 

Slight 

weakness 32 16% 
 

Slight 

weakness 38 22% 

Moderate 

weakness 72 29% 
 

Moderate 

weakness 78 40% 
 

Moderate 

weakness 76 44% 
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Severe 

weakness 85 35% 
 

Severe 

weakness 49 25% 
 

Severe 

weakness 34 20% 

Overwhelm 

weakness 33 13% 
 

Overwhelm 

weakness 25 13% 
 

Overwhelm 

weakness 16 9% 

Missing 12 5% 
 

Missing 14 7% 
 

Missing 15 8% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 26 12% 
 

No peace 20 11% 
 

No peace 18 11% 

Occasional 

peace 35 16% 
 

Occasional 

peace 25 13% 
 

Occasional 

peace 35 21% 

Sometimes 

peace 65 29% 
 

Sometimes 

peace 62 33% 
 

Sometimes 

peace 45 27% 

Most times 

peace 76 34% 
 

Most times 

peace 60 32% 
 

Most times 

peace 55 34% 

Always 

peace 19 9% 
 

Always 

peace 21 11% 
 

Always 

peace 11 7% 

Missing 36 14% 
 

Missing 21 10% 
 

Missing 25 13% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

External 

care 0 0% 
 

External 

care 2 1% 
 

External 

care 0 0% 

Homeless 0 0% 
 

Homeless 0 0% 
 

Homeless 1 1% 

Intermediat

e care 0 0% 
 

Intermediat

e care 1 1% 
 

Intermediat

e care 1 1% 

Lives alone 68 28% 
 

Lives alone 60 30% 
 

Lives alone 55 31% 

Lives with 

family 35 14% 
 

Lives with 

family 32 16% 
 

Lives with 

family 28 16% 

Lives with 

partner 136 56% 
 

Lives with 

partner 99 50% 
 

Lives with 

partner 86 48% 
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Nursing 

home 1 0% 
 

Nursing 

home 2 1% 
 

Nursing 

home 4 2% 

Prison  0 0% 
 

Prison  1 1% 
 

Prison  0 0% 

Residential 2 1% 
 

Residential 1 1% 
 

Residential 5 3% 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 0 0% 

Missing 15 6% 
 

Missing 11 5% 
 

Missing 9 5% 

      
 

      
 

      

Deaths Data 96 100% 
 

Deaths Data 116 100% 
 

Deaths Data 127 100% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 53 55% 
 

Home 69 59% 
 

Home 72 57% 

Hospice 21 22% 
 

Hospice 21 18% 
 

Hospice 26 20% 

Hospital 19 20% 
 

Hospital 22 19% 
 

Hospital 19 15% 

Nursing 3 3% 
 

Nursing 4 3% 
 

Nursing 10 8% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 56 67% 
 

Home 77 73% 
 

Home 77 68% 

Hospice 22 26% 
 

Hospice 25 24% 
 

Hospice 26 23% 

Hospital 4 5% 
 

Hospital 2 2% 
 

Hospital 3 3% 

Nursing 2 2% 
 

Nursing 1 1% 
 

Nursing 8 7% 

Missing 12 13% 
 

Missing 11 9% 
 

Missing 13 10% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     
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PPD 

achieved 71 74% 
 

PPD 

achieved 89 77% 
 

PPD 

achieved 102 80% 

PPD not 

achieved 13 14% 
 

PPD not 

achieved 16 14% 
 

PPD not 

achieved 12 9% 

Missing 12 13% 
 

Missing 11 9% 
 

Missing 13 10% 
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Salford Hospital - Overall 
 

Salford Hospital - Control 
 

Salford Hospital - Treatment 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Automated 

data 1936 100% 
 

Automated 

data 460 100% 
 

Automated 

data 1476 100% 

      
 

      
 

      

Age 1936 74.23 
 

Age 460 74.01 
 

Age 1476 74.30 

Missing 0 0 
 

  0 0 
 

  0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 957 49% 
 

Female 223 48% 
 

Female 734 50% 

Male  979 51% 
 

Male  237 52% 
 

Male  742 50% 

Missing 0 0% 
 

  0 0% 
 

  0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 1807 93% 
 

White 

British 433 94% 
 

White 

British 1374 93% 

White Irish 40 2% 
 

White Irish 8 2% 
 

White Irish 32 2% 

White 

Scottish 0 0% 
 

White 

Scottish 0 0% 
 

White 

Scottish 0 0% 

White 22 1% 
 

White 6 1% 
 

White 16 1% 

Mixed 

British 3 0% 
 

Mixed 

British 0 0% 
 

Mixed 

British 3 0% 

Black British 0 0% 
 

Black British 0 0% 
 

Black British 0 0% 

Other 

European 0 0% 
 

Other 

European 0 0% 
 

Other 

European 0 0% 
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African 10 1% 
 

African 5 1% 
 

African 5 0% 

Indian 8 0% 
 

Indian 2 0% 
 

Indian 6 0% 

Asian 13 1% 
 

Asian 2 0% 
 

Asian 11 1% 

Other Ethnic 

Groups 8 0% 
 

Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 7 0% 

Pakistani 14 1% 
 

Pakistani 3 1% 
 

Pakistani 11 1% 

Bangladesh  2 0% 
 

Bangladesh  0 0% 
 

Bangladesh  2 0% 

Caribbean 4 0% 
 

Caribbean 0 0% 
 

Caribbean 4 0% 

Chinese 3 0% 
 

Chinese 0 0% 
 

Chinese 3 0% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

No Religion 217 11% 
 

No Religion 52 11% 
 

No Religion 165 11% 

Not known 260 13% 
 

Not known 62 13% 
 

Not known 198 13% 

Not 

recorded 0 0% 
 

Not 

recorded 0 0% 
 

Not 

recorded 0 0% 

Atheist 0 0% 
 

Atheist 0 0% 
 

Atheist 0 0% 

Protestant 0 0% 
 

Protestant 0 0% 
 

Protestant 0 0% 

Methodist 40 2% 
 

Methodist 10 2% 
 

Methodist 30 2% 

Christian 30 2% 
 

Christian 9 2% 
 

Christian 21 1% 

Catholic 370 19% 
 

Catholic 92 20% 
 

Catholic 278 19% 

Church of 

England 938 48% 
 

Church of 

England 219 48% 
 

Church of 

England 719 49% 

Orthodox 0 0% 
 

Orthodox 0 0% 
 

Orthodox 0 0% 

Congregatio

nalist 2 0% 
 

Congregatio

nalist 0 0% 
 

Congregatio

nalist 2 0% 

Jehovah's 

Witness  4 0% 
 

Jehovah's 

Witness  2 0% 
 

Jehovah's 

Witness  2 0% 

Jewish 20 1% 
 

Jewish 5 1% 
 

Jewish 15 1% 
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Muslim 31 2% 
 

Muslim 4 1% 
 

Muslim 27 2% 

Sikh 2 0% 
 

Sikh 0 0% 
 

Sikh 2 0% 

Agnostic 3 0% 
 

Agnostic 0 0% 
 

Agnostic 3 0% 

All Free 

Church 4 0% 
 

All Free 

Church 1 0% 
 

All Free 

Church 3 0% 

Hindu 5 0% 
 

Hindu 2 0% 
 

Hindu 3 0% 

Mormon 2 0% 
 

Mormon 0 0% 
 

Mormon 2 0% 

Pagan 1 0% 
 

Pagan 0 0% 
 

Pagan 1 0% 

Pentecostal 1 0% 
 

Pentecostal 0 0% 
 

Pentecostal 1 0% 

Presbyterian 1 0% 
 

Presbyterian 0 0% 
 

Presbyterian 1 0% 

Spirit 1 0% 
 

Spirit 0 0% 
 

Spirit 1 0% 

Salvation 

Army 1 0% 
 

Salvation 

Army 0 0% 
 

Salvation 

Army 1 0% 

United 

Reform 

Church 3 0% 
 

United 

Reform 

Church 2 0% 
 

United 

Reform 

Church 1 0% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  599 3.47 
 

Weekend 

face to face 

consultation

s  125 3.47 
 

Weekend 

face to face 

consultation

s  474 3.46 

Face to face 

consultation

s  1513 8.46 
 

Face to face 

consultation

s  346 7.75 
 

Face to face 

consultation

s  1167 8.66 

Weekend 

telephone 

contacts 202 1.28 
 

Weekend 

telephone 

contacts 61 1.38 
 

Weekend 

telephone 

contacts 141 1.24 
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Telephone 

contacts 191 1.17 
 

Telephone 

contacts 46 1.24 
 

Telephone 

contacts 145 1.15 

Remote 

interviews 

EPR 749 1.67 
 

Remote 

interviews 

EPR 162 1.70 
 

Remote 

interviews 

EPR 587 1.66 

Admissions 1926 5.94 
 

Admissions 457 4.70 
 

Admissions 1469 6.33 

Length of 

stay 1864 18.30 
 

Length of 

stay 455 19.23 
 

Length of 

stay 1409 18.00 

      
 

      
 

      

Type of 

emergency      

Type of 

emergency      

Type of 

emergency     

Palliative 

emergency 181 11%  

Palliative 

emergency 0 0%  

Palliative 

emergency 181 14% 

Perceived 

emergency 70 4%  

Perceived 

emergency 0 0%  

Perceived 

emergency 70 5% 

Normal 

emergency 449 27%  

Normal 

emergency 0 0%  

Normal 

emergency 449 34% 

Missing  931 57%  Missing  310 100%  Missing  621 47% 

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 22 2% 
 

Breast 

Cancer 2 2% 
 

Breast 

Cancer 20 2% 

CNS Cancer 26 2% 
 

CNS Cancer 1 1% 
 

CNS Cancer 25 2% 

Colorectal 

Cancer 62 6% 
 

Colorectal 

Cancer 9 10% 
 

Colorectal 

Cancer 53 5% 

Headneck 

Cancer 43 4% 
 

Headneck 

Cancer 6 7% 
 

Headneck 

Cancer 37 4% 

Lung Cancer 138 12% 
 

Lung Cancer 19 21% 
 

Lung Cancer 119 12% 

Prostate 

Cancer 13 1% 
 

Prostate 

Cancer 1 1% 
 

Prostate 

Cancer 12 1% 
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Gastrointest

inal Cancer 75 7% 
 

Gastrointest

inal Cancer 5 5% 
 

Gastrointest

inal Cancer 70 7% 

Urological 

Cancer 41 4% 
 

Urological 

Cancer 7 8% 
 

Urological 

Cancer 34 3% 

Gynaecologi

cal Cancer 32 3% 
 

Gynaecologi

cal Cancer 5 5% 
 

Gynaecologi

cal Cancer 27 3% 

Liver Cancer 8 1% 
 

Liver Cancer 0 0% 
 

Liver Cancer 8 1% 

Skin Cancer 7 1% 
 

Skin Cancer 0 0% 
 

Skin Cancer 7 1% 

Unknown 

Primary 

Cancer 28 2% 
 

Unknown 

Primary 

Cancer 1 1% 
 

Unknown 

Primary 

Cancer 27 3% 

Pancreatic 

Cancer 59 5% 
 

Pancreatic 

Cancer 11 12% 
 

Pancreatic 

Cancer 48 5% 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 0 0% 
 

Sarcoma 

Cancer 1 0% 

Other 

Cancer 0 0% 
 

Other 

Cancer 0 0% 
 

Other 

Cancer 0 0% 

COPD 108 10% 
 

COPD 7 8% 
 

COPD 101 10% 

Respiratory 50 4% 
 

Respiratory 1 1% 
 

Respiratory 49 5% 

Renal 38 3% 
 

Renal 1 1% 
 

Renal 37 4% 

CVA 53 5% 
 

CVA 0 0% 
 

CVA 53 5% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 59 5% 
 

Heart 

Failure 0 0% 
 

Heart 

Failure 59 6% 

Dementia 30 3% 
 

Dementia 0 0% 
 

Dementia 30 3% 

MND 2 0% 
 

MND 0 0% 
 

MND 2 0% 



172 

 

Parkinson 1 0% 
 

Parkinson 0 0% 
 

Parkinson 1 0% 

Sclerosis 0 0% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 

Neurological 

Other 39 3% 
 

Neurological 

Other 1 1% 
 

Neurological 

Other 38 4% 

Frailty 19 2% 
 

Frailty 0 0% 
 

Frailty 19 2% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 

Haematologi

cal Other 44 4% 
 

Haematologi

cal Other 6 7% 
 

Haematologi

cal Other 38 4% 

Liver Failure 17 2% 
 

Liver Failure 1 1% 
 

Liver Failure 16 2% 

Other 

Diagnosis 19 2% 
 

Other 

Diagnosis 0 0% 
 

Other 

Diagnosis 19 2% 

Missing 815 42% 
 

Missing 369 80% 
 

Missing 446 30% 

      
 

      
 

      

IPOS Data 1637 100% 
 

IPOS Data 310 100% 
 

IPOS Data 1327 100% 

      
 

      
 

      

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     

Number of 

times in 

dataset 1637 4.63 
 

Number of 

times in 

dataset 310 2.98 
 

Number of 

times in 

dataset 1327 5.02 

Number of 

times in 

dataset on 

weekends 831 2.32 
 

Number of 

times in 

dataset on 

weekends 111 1.68 
 

Number of 

times in 

dataset on 

weekends 720 2.41 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 614 38% 
 

Has cancer 196 63% 
 

Has cancer 418 31% 

Does not 

have cancer 536 33% 
 

Does not 

have cancer 98 32% 
 

Does not 

have cancer 438 33% 



173 

 

Missing 494 30% 
 

Missing 17 5% 
 

Missing 477 36% 

      
 

      
 

      

AKPS 1584 34% 
 

AKPS 306 36% 
 

AKPS 1278 34% 

Missing 53 3% 
 

Missing 4 1% 
 

Missing 49 4% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  1065 131% 
 

Phase 

changes 

observed  226 144% 
 

Phase 

changes 

observed  839 128% 

No phase 

changes 

observed  1108 328% 
 

No phase 

changes 

observed  206 199% 
 

No phase 

changes 

observed  902 357% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 329 20% 
 

No pain 77 25% 
 

No pain 252 19% 

Slight pain 226 14% 
 

Slight pain 54 17% 
 

Slight pain 172 13% 

Moderate 

pain 233 14% 
 

Moderate 

pain 62 20% 
 

Moderate 

pain 171 13% 

Severe pain 140 9% 
 

Severe pain 44 14% 
 

Severe pain 96 7% 

Overwhelm 

pain 70 4% 
 

Overwhelm 

pain 23 7% 
 

Overwhelm 

pain 47 4% 

Missing 639 39% 
 

Missing 50 16% 
 

Missing 589 44% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 149 9% 
 

No 

weakness 48 15% 
 

No 

weakness 101 8% 

Slight 

weakness 183 11% 
 

Slight 

weakness 41 13% 
 

Slight 

weakness 142 11% 
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Moderate 

weakness 292 18% 
 

Moderate 

weakness 66 21% 
 

Moderate 

weakness 226 17% 

Severe 

weakness 188 11% 
 

Severe 

weakness 55 18% 
 

Severe 

weakness 133 10% 

Overwhelm 

weakness 93 6% 
 

Overwhelm 

weakness 28 9% 
 

Overwhelm 

weakness 65 5% 

Missing 732 45% 
 

Missing 72 23% 
 

Missing 660 50% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 157 10% 
 

No peace 49 16% 
 

No peace 108 8% 

Occasional 

peace 119 7% 
 

Occasional 

peace 31 10% 
 

Occasional 

peace 88 7% 

Sometimes 

peace 187 11% 
 

Sometimes 

peace 42 14% 
 

Sometimes 

peace 145 11% 

Most times 

peace 146 9% 
 

Most times 

peace 42 14% 
 

Most times 

peace 104 8% 

Always 

peace 99 6% 
 

Always 

peace 30 10% 
 

Always 

peace 69 5% 

Missing 929 57% 
 

Missing 116 37% 
 

Missing 813 61% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

External 

care 13 1% 
 

External 

care 0 0% 
 

External 

care 13 1% 

Homeless 0 0% 
 

Homeless 0 0% 
 

Homeless 0 0% 

Intermediat

e care 0 0% 
 

Intermediat

e care 0 0% 
 

Intermediat

e care 0 0% 

Lives alone 324 20% 
 

Lives alone 10 3% 
 

Lives alone 314 24% 

Lives with 

family 96 6% 
 

Lives with 

family 5 2% 
 

Lives with 

family 91 7% 
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Lives with 

partner 319 19% 
 

Lives with 

partner 12 4% 
 

Lives with 

partner 307 23% 

Nursing 

home 54 3% 
 

Nursing 

home 2 1% 
 

Nursing 

home 52 4% 

Prison  2 0% 
 

Prison  0 0% 
 

Prison  2 0% 

Residential 33 2% 
 

Residential 2 1% 
 

Residential 31 2% 

Psychiatric 

hospital 1 0% 
 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 1 0% 

Missing 795 49% 
 

Missing 279 90% 
 

Missing 516 39% 

      
 

      
 

      

Deaths Data 842 100% 
 

Deaths Data 124 100% 
 

Deaths Data 718 100% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 143 17% 
 

Home 13 10% 
 

Home 130 18% 

Hospice 48 6% 
 

Hospice 5 4% 
 

Hospice 43 6% 

Hospital 634 75% 
 

Hospital 104 84% 
 

Hospital 530 74% 

Nursing 17 2% 
 

Nursing 2 2% 
 

Nursing 15 2% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 206 35% 
 

Home 29 36% 
 

Home 177 35% 

Hospice 77 13% 
 

Hospice 11 14% 
 

Hospice 66 13% 

Hospital 263 45% 
 

Hospital 30 37% 
 

Hospital 233 46% 

Nursing 31 5% 
 

Nursing 2 2% 
 

Nursing 29 6% 

Missing 259 31% 
 

Missing 43 35% 
 

Missing 216 30% 
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PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved 434 51% 
 

PPD 

achieved 46 37% 
 

PPD 

achieved 388 54% 

PPD not 

achieved 143 17% 
 

PPD not 

achieved 26 21% 
 

PPD not 

achieved 117 16% 

Missing 268 32% 
 

Missing 52 42% 
 

Missing 216 30% 

  



177 

 

Salford Hospital - October 2019 

- January 2019 
 

Salford Hospital - February 2019 

- May 2019 
 

Salford Hospital - June 2019 - 

September 2019 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Automated 

data 517 100% 
 

Automated 

data 502 100% 
 

Automated 

data 457 100% 

      
 

      
 

      

Age 517 74.12 
 

Age 502 75.04 
 

Age 457 73.71 

  0 0 
 

  0 0 
 

  0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 260 50% 
 

Female 252 50% 
 

Female 222 49% 

Male  257 50% 
 

Male  250 50% 
 

Male  235 51% 

  0 0% 
 

  0 0% 
 

  0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 482 93% 
 

White 

British 464 92% 
 

White 

British 428 94% 

White Irish 16 3% 
 

White Irish 11 2% 
 

White Irish 5 1% 

White 

Scottish 0 0% 
 

White 

Scottish 0 0% 
 

White 

Scottish 0 0% 

White 5 1% 
 

White 5 1% 
 

White 6 1% 

Mixed 

British 2 0% 
 

Mixed 

British 1 0% 
 

Mixed 

British 0 0% 

Black British 0 0% 
 

Black British 0 0% 
 

Black British 0 0% 
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Other 

European 0 0% 
 

Other 

European 0 0% 
 

Other 

European 0 0% 

African 0 0% 
 

African 1 0% 
 

African 4 1% 

Indian 2 0% 
 

Indian 4 1% 
 

Indian 0 0% 

Asian 3 1% 
 

Asian 6 1% 
 

Asian 2 0% 

Other Ethnic 

Groups 2 0% 
 

Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 4 1% 

Pakistani 4 1% 
 

Pakistani 4 1% 
 

Pakistani 3 1% 

Bangladesh  0 0% 
 

Bangladesh  2 0% 
 

Bangladesh  0 0% 

Caribbean 0 0% 
 

Caribbean 1 0% 
 

Caribbean 3 1% 

Chinese 0 0% 
 

Chinese 1 0% 
 

Chinese 2 0% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

No Religion 60 12% 
 

No Religion 49 10% 
 

No Religion 56 12% 

Not known 59 11% 
 

Not known 71 14% 
 

Not known 68 15% 

Not 

recorded 0 0% 
 

Not 

recorded 0 0% 
 

Not 

recorded 0 0% 

Atheist 0 0% 
 

Atheist 0 0% 
 

Atheist 0 0% 

Protestant 0 0% 
 

Protestant 0 0% 
 

Protestant 0 0% 

Methodist 10 2% 
 

Methodist 7 1% 
 

Methodist 13 3% 

Christian 6 1% 
 

Christian 7 1% 
 

Christian 8 2% 

Catholic 116 22% 
 

Catholic 95 19% 
 

Catholic 67 15% 

Church of 

England 247 48% 
 

Church of 

England 247 49% 
 

Church of 

England 225 49% 

Orthodox 0 0% 
 

Orthodox 0 0% 
 

Orthodox 0 0% 

Congregatio

nalist 0 0% 
 

Congregatio

nalist 1 0% 
 

Congregatio

nalist 1 0% 
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Jehovah's 

Witness  1 0% 
 

Jehovah's 

Witness  1 0% 
 

Jehovah's 

Witness  0 0% 

Jewish 6 1% 
 

Jewish 5 1% 
 

Jewish 4 1% 

Muslim 8 2% 
 

Muslim 11 2% 
 

Muslim 8 2% 

Sikh 0 0% 
 

Sikh 2 0% 
 

Sikh 0 0% 

Agnostic 0 0% 
 

Agnostic 1 0% 
 

Agnostic 2 0% 

All Free 

Church 1 0% 
 

All Free 

Church 1 0% 
 

All Free 

Church 1 0% 

Hindu 0 0% 
 

Hindu 3 1% 
 

Hindu 0 0% 

Mormon 0 0% 
 

Mormon 0 0% 
 

Mormon 2 0% 

Pagan 1 0% 
 

Pagan 0 0% 
 

Pagan 0 0% 

Pentecostal 1 0% 
 

Pentecostal 0 0% 
 

Pentecostal 0 0% 

Presbyterian 0 0% 
 

Presbyterian 0 0% 
 

Presbyterian 1 0% 

Spirit 0 0% 
 

Spirit 1 0% 
 

Spirit 0 0% 

Salvation 

Army 0 0% 
 

Salvation 

Army 0 0% 
 

Salvation 

Army 1 0% 

United 

Reform 

Church 1 0% 
 

United 

Reform 

Church 0 0% 
 

United 

Reform 

Church 0 0% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  165 3.81 
 

Weekend 

face to face 

consultation

s  153 3.25 
 

Weekend 

face to face 

consultation

s  156 3.31 

Face to face 

consultation

s  407 9.11 
 

Face to face 

consultation

s  394 8.00 
 

Face to face 

consultation

s  366 8.89 
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Weekend 

telephone 

contacts 54 1.41 
 

Weekend 

telephone 

contacts 45 1.20 
 

Weekend 

telephone 

contacts 42 1.07 

Telephone 

contacts 43 1.07 
 

Telephone 

contacts 62 1.23 
 

Telephone 

contacts 40 1.13 

Remote 

interviews 

EPR 191 1.54 
 

Remote 

interviews 

EPR 203 1.72 
 

Remote 

interviews 

EPR 193 1.71 

Admissions 516 7.32 
 

Admissions 499 6.15 
 

Admissions 454 5.41 

Length of 

stay 504 18.47 
 

Length of 

stay 467 17.58 
 

Length of 

stay 438 17.89 

      
 

      
 

      

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 4 2% 
 

Breast 

Cancer 8 2% 
 

Breast 

Cancer 8 2% 

CNS Cancer 5 2% 
 

CNS Cancer 11 3% 
 

CNS Cancer 9 2% 

Colorectal 

Cancer 17 7% 
 

Colorectal 

Cancer 27 6% 
 

Colorectal 

Cancer 9 2% 

Headneck 

Cancer 13 5% 
 

Headneck 

Cancer 8 2% 
 

Headneck 

Cancer 16 4% 

Lung Cancer 33 14% 
 

Lung Cancer 41 10% 
 

Lung Cancer 45 12% 

Prostate 

Cancer 0 0% 
 

Prostate 

Cancer 8 2% 
 

Prostate 

Cancer 4 1% 

Gastrointest

inal Cancer 17 7% 
 

Gastrointest

inal Cancer 29 7% 
 

Gastrointest

inal Cancer 24 7% 

Urological 

Cancer 5 2% 
 

Urological 

Cancer 15 4% 
 

Urological 

Cancer 14 4% 

Gynaecologi

cal Cancer 14 6% 
 

Gynaecologi

cal Cancer 9 2% 
 

Gynaecologi

cal Cancer 4 1% 

Liver Cancer 2 1% 
 

Liver Cancer 4 1% 
 

Liver Cancer 2 1% 
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Skin Cancer 2 1% 
 

Skin Cancer 2 0% 
 

Skin Cancer 3 1% 

Unknown 

Primary 

Cancer 4 2% 
 

Unknown 

Primary 

Cancer 11 3% 
 

Unknown 

Primary 

Cancer 12 3% 

Pancreatic 

Cancer 11 5% 
 

Pancreatic 

Cancer 23 6% 
 

Pancreatic 

Cancer 14 4% 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 
 

Renal 

Cancer 0 0% 

Sarcoma 

Cancer 0 0% 
 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 0 0% 

Other 

Cancer 0 0% 
 

Other 

Cancer 0 0% 
 

Other 

Cancer 0 0% 

COPD 17 7% 
 

COPD 49 12% 
 

COPD 35 9% 

Respiratory 9 4% 
 

Respiratory 24 6% 
 

Respiratory 16 4% 

Renal 4 2% 
 

Renal 19 5% 
 

Renal 14 4% 

CVA 6 2% 
 

CVA 28 7% 
 

CVA 19 5% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 21 9% 
 

Heart 

Failure 22 5% 
 

Heart 

Failure 16 4% 

Dementia 6 2% 
 

Dementia 15 4% 
 

Dementia 9 2% 

MND 0 0% 
 

MND 1 0% 
 

MND 1 0% 

Parkinson 1 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 0 0% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 

Neurological 

Other 11 5% 
 

Neurological 

Other 13 3% 
 

Neurological 

Other 14 4% 

Frailty 3 1% 
 

Frailty 9 2% 
 

Frailty 7 2% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 
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Haematologi

cal Other 8 3% 
 

Haematologi

cal Other 7 2% 
 

Haematologi

cal Other 23 6% 

Liver Failure 4 2% 
 

Liver Failure 6 1% 
 

Liver Failure 6 2% 

Other 

Diagnosis 1 0% 
 

Other 

Diagnosis 4 1% 
 

Other 

Diagnosis 14 4% 

Missing 274 53% 
 

Missing 84 17% 
 

Missing 88 19% 

      
 

      
 

      

IPOS Data 487 100% 
 

IPOS Data 432 100% 
 

IPOS Data 408 100% 

      
 

      
 

      

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     
 

Repetitions 

in IPOS 

dataset     

Number of 

times in 

dataset 487 5.73 
 

Number of 

times in 

dataset 432 4.91 
 

Number of 

times in 

dataset 408 4.28 

Number of 

times in 

dataset on 

weekends 272 2.63 
 

Number of 

times in 

dataset on 

weekends 235 2.32 
 

Number of 

times in 

dataset on 

weekends 213 2.24 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 156 32% 
 

Has cancer 133 31% 
 

Has cancer 129 32% 

Does not 

have cancer 152 31% 
 

Does not 

have cancer 162 38% 
 

Does not 

have cancer 124 30% 

Missing 179 37% 
 

Missing 137 32% 
 

Missing 161 39% 

      
 

      
 

      

AKPS 462 34% 
 

AKPS 418 34% 
 

AKPS 398 33% 

Missing 25 5% 
 

Missing 14 3% 
 

Missing 10 2% 
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Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  347 137% 
 

Phase 

changes 

observed  279 118% 
 

Phase 

changes 

observed  213 124% 

No phase 

changes 

observed  337 404% 
 

No phase 

changes 

observed  279 351% 
 

No phase 

changes 

observed  286 309% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 96 20% 
 

No pain 77 18% 
 

No pain 79 19% 

Slight pain 60 12% 
 

Slight pain 63 15% 
 

Slight pain 49 12% 

Moderate 

pain 66 14% 
 

Moderate 

pain 60 14% 
 

Moderate 

pain 45 11% 

Severe pain 37 8% 
 

Severe pain 34 8% 
 

Severe pain 25 6% 

Overwhelm 

pain 21 4% 
 

Overwhelm 

pain 15 3% 
 

Overwhelm 

pain 11 3% 

Missing 207 43% 
 

Missing 183 42% 
 

Missing 199 49% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 39 8% 
 

No 

weakness 35 8% 
 

No 

weakness 27 7% 

Slight 

weakness 46 9% 
 

Slight 

weakness 52 12% 
 

Slight 

weakness 44 11% 

Moderate 

weakness 93 19% 
 

Moderate 

weakness 70 16% 
 

Moderate 

weakness 63 15% 

Severe 

weakness 44 9% 
 

Severe 

weakness 57 13% 
 

Severe 

weakness 32 8% 

Overwhelm 

weakness 27 6% 
 

Overwhelm 

weakness 15 3% 
 

Overwhelm 

weakness 23 6% 
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Missing 238 49% 
 

Missing 203 47% 
 

Missing 219 54% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 46 9% 
 

No peace 36 8% 
 

No peace 26 6% 

Occasional 

peace 26 5% 
 

Occasional 

peace 35 8% 
 

Occasional 

peace 27 7% 

Sometimes 

peace 60 12% 
 

Sometimes 

peace 49 11% 
 

Sometimes 

peace 36 9% 

Most times 

peace 37 8% 
 

Most times 

peace 39 9% 
 

Most times 

peace 28 7% 

Always 

peace 31 6% 
 

Always 

peace 24 6% 
 

Always 

peace 14 3% 

Missing 287 59% 
 

Missing 249 58% 
 

Missing 277 68% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

External 

care 9 2% 
 

External 

care 3 1% 
 

External 

care 1 0% 

Homeless 0 0% 
 

Homeless 0 0% 
 

Homeless 0 0% 

Intermediat

e care 0 0% 
 

Intermediat

e care 0 0% 
 

Intermediat

e care 0 0% 

Lives alone 118 24% 
 

Lives alone 114 26% 
 

Lives alone 82 20% 

Lives with 

family 25 5% 
 

Lives with 

family 34 8% 
 

Lives with 

family 32 8% 

Lives with 

partner 110 23% 
 

Lives with 

partner 96 22% 
 

Lives with 

partner 101 25% 

Nursing 

home 15 3% 
 

Nursing 

home 21 5% 
 

Nursing 

home 16 4% 

Prison  1 0% 
 

Prison  1 0% 
 

Prison  0 0% 

Residential 11 2% 
 

Residential 13 3% 
 

Residential 7 2% 



185 

 

Psychiatric 

hospital 0 0% 
 

Psychiatric 

hospital 1 0% 
 

Psychiatric 

hospital 0 0% 

Missing 198 41% 
 

Missing 149 34% 
 

Missing 169 41% 

      
 

      
 

      

Deaths Data 220 100% 
 

Deaths Data 260 100% 
 

Deaths Data 238 100% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 32 14% 
 

Home 46 18% 
 

Home 52 22% 

Hospice 15 7% 
 

Hospice 13 5% 
 

Hospice 15 6% 

Hospital 170 77% 
 

Hospital 198 76% 
 

Hospital 162 68% 

Nursing 3 1% 
 

Nursing 3 1% 
 

Nursing 9 4% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 45 31% 
 

Home 67 37% 
 

Home 65 36% 

Hospice 22 15% 
 

Hospice 22 12% 
 

Hospice 22 12% 

Hospital 73 51% 
 

Hospital 82 45% 
 

Hospital 78 43% 

Nursing 4 3% 
 

Nursing 10 6% 
 

Nursing 15 8% 

Missing 78 35% 
 

Missing 79 30% 
 

Missing 59 25% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved 111 50% 
 

PPD 

achieved 134 52% 
 

PPD 

achieved 143 60% 

PPD not 

achieved 33 15% 
 

PPD not 

achieved 47 18% 
 

PPD not 

achieved 37 15% 
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Missing 78 35% 
 

Missing 79 30% 
 

Missing 59 25% 
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Technical Appendix Seven: Wigan descriptive 
data 

Wigan Hospital - Overall 
 

Wigan Hospital - Control 
 

Wigan Hospital - Treatment 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Total 1425 100% 
 

Total 304 100% 
 

Total 1121 100% 

      
 

      
 

      

Age 1324 75.45 
 

Age 304 74.55 
 

Age 1020 75.72 

Missing 101 0.07 
 

Missing 0 0 
 

Missing 101 0.09 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 715 50% 
 

Female 156 51% 
 

Female 560 50% 

Male  710 50% 
 

Male  148 49% 
 

Male  561 50% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 1382 97% 
 

White 

British 293 96% 
 

White 

British 1089 97% 

White Irish 19 1% 
 

White Irish 1 0% 
 

White Irish 18 2% 

White 9 1% 
 

White 3 1% 
 

White 6 1% 

Mixed 

British 1 0% 
 

Mixed 

British 1 0% 
 

Mixed 

British 0 0% 

Asian British 2 0% 
 

Asian British 1 0% 
 

Asian British 1 0% 

Caribbean 1 0% 
 

Caribbean 0 0% 
 

Caribbean 1 0% 

Indian 1 0% 
 

Indian 0 0% 
 

Indian 1 0% 
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Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 0 0% 
 

Other Ethnic 

Groups 1 0% 

Missing 2 0% 
 

Missing 0 0% 
 

Missing 2 0% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

Missing 1425 100% 
 

Missing 304 100% 
 

Missing 1121 100% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  166 1.17 
 

Weekend 

face to face 

consultation

s  0 0 
 

Weekend 

face to face 

consultation

s  159 1.17 

Face to face 

consultation

s  1078 1.40 
 

Face to face 

consultation

s  0 0 
 

Face to face 

consultation

s  1049 1.40 

Length of 

stay 846 12.52 
 

Length of 

stay 273 13.87 
 

Length of 

stay 573 11.88 

Admissions 846 1.13 
 

Admissions 273 1.17 
 

Admissions 573 1.11 

Diagnoses 792 2.44 
 

Diagnoses 133 2.17 
 

Diagnoses 659 2.49 

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 49 6% 
 

Breast 

Cancer 14 11% 
 

Breast 

Cancer 35 5% 

CNS Cancer 15 2% 
 

CNS Cancer 5 4% 
 

CNS Cancer 10 2% 

Colorectal 

Cancer 62 8% 
 

Colorectal 

Cancer 14 11% 
 

Colorectal 

Cancer 48 7% 

Headneck 

Cancer 44 6% 
 

Headneck 

Cancer 12 9% 
 

Headneck 

Cancer 32 5% 

Lung Cancer 129 16% 
 

Lung Cancer 24 18% 
 

Lung Cancer 105 16% 
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Prostate 

Cancer 9 1% 
 

Prostate 

Cancer 1 1% 
 

Prostate 

Cancer 8 1% 

Gastrointest

inal Cancer 43 5% 
 

Gastrointest

inal Cancer 5 4% 
 

Gastrointest

inal Cancer 38 6% 

Urological 

Cancer 24 3% 
 

Urological 

Cancer 3 2% 
 

Urological 

Cancer 21 3% 

Gynaecologi

cal Cancer 26 3% 
 

Gynaecologi

cal Cancer 4 3% 
 

Gynaecologi

cal Cancer 22 3% 

Liver Cancer 19 2% 
 

Liver Cancer 2 2% 
 

Liver Cancer 17 3% 

Skin Cancer 7 1% 
 

Skin Cancer 2 2% 
 

Skin Cancer 5 1% 

Unknown 

Primary 

Cancer 13 2% 
 

Unknown 

Primary 

Cancer 4 3% 
 

Unknown 

Primary 

Cancer 9 1% 

Pancreatic 

Cancer 50 6% 
 

Pancreatic 

Cancer 10 8% 
 

Pancreatic 

Cancer 40 6% 

Haematologi

cal Cancer 5 1% 
 

Haematologi

cal Cancer 4 3% 
 

Haematologi

cal Cancer 1 0% 

Renal 

Cancer 3 0% 
 

Renal 

Cancer 1 1% 
 

Renal 

Cancer 2 0% 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 1 1% 
 

Sarcoma 

Cancer 0 0% 

Other 

Cancer 9 1% 
 

Other 

Cancer 2 2% 
 

Other 

Cancer 7 1% 

COPD 32 4% 
 

COPD 2 2% 
 

COPD 30 5% 

Respiratory 71 9% 
 

Respiratory 10 8% 
 

Respiratory 61 9% 

Renal 8 1% 
 

Renal 2 2% 
 

Renal 6 1% 

CVA 9 1% 
 

CVA 0 0% 
 

CVA 9 1% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 31 4% 
 

Heart 

Failure 3 2% 
 

Heart 

Failure 28 4% 
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Dementia 35 4% 
 

Dementia 0 0% 
 

Dementia 35 5% 

MND 2 0% 
 

MND 0 0% 
 

MND 2 0% 

Parkinson 0 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 1 0% 
 

Sclerosis 0 0% 
 

Sclerosis 1 0% 

Neurological 

Other 16 2% 
 

Neurological 

Other 2 2% 
 

Neurological 

Other 14 2% 

Frailty 7 1% 
 

Frailty 0 0% 
 

Frailty 7 1% 

HIV 1 0% 
 

HIV 0 0% 
 

HIV 1 0% 

Haematologi

cal Other 32 4% 
 

Haematologi

cal Other 2 2% 
 

Haematologi

cal Other 30 5% 

Liver Failure 12 2% 
 

Liver Failure 1 1% 
 

Liver Failure 11 2% 

Other 

Diagnosis 24 3% 
 

Other 

Diagnosis 3 2% 
 

Other 

Diagnosis 21 3% 

Missing 633 44% 
 

Missing 171 56% 
 

Missing 462 41% 

      
 

      
 

      

Repetitions 

in data     
 

Repetitions 

in data     
 

Repetitions 

in data     

Number of 

times in 

dataset 1425 1.41 
 

Number of 

times in 

dataset 304 1.12 
 

Number of 

times in 

dataset 1121 1.40 

Number of 

times in 

dataset on 

weekends 262 1.17 
 

Number of 

times in 

dataset on 

weekends 77 1.04 
 

Number of 

times in 

dataset on 

weekends 173 1.18 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 617 43% 
 

Has cancer 103 34% 
 

Has cancer 514 46% 

Does not 

have cancer 502 35% 
 

Does not 

have cancer 0 0% 
 

Does not 

have cancer 502 45% 

Missing 306 21% 
 

Missing 201 66% 
 

Missing 105 9% 
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AKPS 897 32% 
 

AKPS 0 0% 
 

AKPS 897 32% 

Missing 528 37% 
 

Missing 304 100% 
 

Missing 224 20% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  169 122% 
 

Phase 

changes 

observed  0 0% 
 

Phase 

changes 

observed  105 117% 

No phase 

changes 

observed  298 124% 
 

No phase 

changes 

observed  32 109% 
 

No phase 

changes 

observed  253 126% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 271 19% 
 

No pain 0 0% 
 

No pain 271 24% 

Slight pain 165 12% 
 

Slight pain 0 0% 
 

Slight pain 165 15% 

Moderate 

pain 174 12% 
 

Moderate 

pain 0 0% 
 

Moderate 

pain 175 16% 

Severe pain 74 5% 
 

Severe pain 0 0% 
 

Severe pain 73 7% 

Overwhelm 

pain 27 2% 
 

Overwhelm 

pain 0 0% 
 

Overwhelm 

pain 27 2% 

Missing 714 50% 
 

Missing 304 100% 
 

Missing 410 37% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 168 12% 
 

No 

weakness 0 0% 
 

No 

weakness 167 15% 

Slight 

weakness 199 14% 
 

Slight 

weakness 0 0% 
 

Slight 

weakness 200 18% 

Moderate 

weakness 183 13% 
 

Moderate 

weakness 0 0% 
 

Moderate 

weakness 183 16% 
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Severe 

weakness 90 6% 
 

Severe 

weakness 0 0% 
 

Severe 

weakness 90 8% 

Overwhelm 

weakness 23 2% 
 

Overwhelm 

weakness 0 0% 
 

Overwhelm 

weakness 23 2% 

Missing 762 53% 
 

Missing 304 100% 
 

Missing 458 41% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 88 6% 
 

No peace 0 0% 
 

No peace 89 8% 

Occasional 

peace 85 6% 
 

Occasional 

peace 0 0% 
 

Occasional 

peace 85 8% 

Sometimes 

peace 123 9% 
 

Sometimes 

peace 0 0% 
 

Sometimes 

peace 122 11% 

Most times 

peace 140 10% 
 

Most times 

peace 0 0% 
 

Most times 

peace 140 12% 

Always 

peace 38 3% 
 

Always 

peace 0 0% 
 

Always 

peace 38 3% 

Missing 951 67% 
 

Missing 304 100% 
 

Missing 647 58% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

Lives alone 

with help 338 24% 
 

Lives alone 

with help 38 13% 
 

Lives alone 

with help 301 27% 

Lives alone 

with no help 117 8% 
 

Lives alone 

with no help 0 0% 
 

Lives alone 

with no help 117 10% 

Lives in 

supported 

home 106 7% 
 

Lives in 

supported 

home 12 4% 
 

Lives in 

supported 

home 94 8% 

Lives with 

family 157 11% 
 

Lives with 

family 21 7% 
 

Lives with 

family 135 12% 

Lives with 

partner 448 31% 
 

Lives with 

partner 64 21% 
 

Lives with 

partner 384 34% 
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Lives in 

residential 

home 112 8% 
 

Lives in 

residential 

home 26 9% 
 

Lives in 

residential 

home 86 8% 

Missing 13 1% 
 

Missing 10 3% 
 

Missing 3 0% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Hospital 160 11% 
 

Hospital 144 47% 
 

Hospital 16 1% 

Missing 1265 89% 
 

Missing 160 53% 
 

Missing 1105 99% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 144 10% 
 

Home 0 0% 
 

Home 144 13% 

Hospice 53 4% 
 

Hospice 0 0% 
 

Hospice 53 5% 

Hospital 114 8% 
 

Hospital 0 0% 
 

Hospital 114 10% 

Nursing 2 0% 
 

Nursing 0 0% 
 

Nursing 2 0% 

Not 

appropriate 287 20% 
 

Not 

appropriate 0 0% 
 

Not 

appropriate 287 26% 

Declined 1 0% 
 

Declined 0 0% 
 

Declined 1 0% 

Undecided 5 0% 
 

Undecided 0 0% 
 

Undecided 5 0% 

Unable to 

choose 10 1% 
 

Unable to 

choose 0 0% 
 

Unable to 

choose 10 1% 

Missing 305 21% 
 

Missing 304 100% 
 

Missing 1 0% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved N/A N/A 
 

PPD 

achieved N/A N/A 
 

PPD 

achieved N/A N/A 
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PPD not 

achieved N/A N/A 
 

PPD not 

achieved N/A N/A 
 

PPD not 

achieved N/A N/A 

Missing N/A N/A 
 

Missing N/A N/A 
 

Missing N/A N/A 

 

Wigan Hospital - October 2018 - 

January 2019 
 

Wigan Hospital - February 2019 

- May 2019 
 

Wigan Hospital - June 2019 - 

September 2019 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Total 402 100% 
 

Total 391 100% 
 

Total 399 100% 

      
 

      
 

      

Age 402 75.03 
 

Age 288 

76.12

5 
 

Age 399 

75.04

26101

7 

Missing 0 0 
 

Missing 103 0.26 
 

Missing 0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 206 51% 
 

Female 186 48% 
 

Female 212 53% 

Male  196 49% 
 

Male  205 52% 
 

Male  187 47% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

White 

British 390 97% 
 

White 

British 382 98% 
 

White 

British 385 96% 

White Irish 3 1% 
 

White Irish 7 2% 
 

White Irish 10 3% 

White 4 1% 
 

White 1 0% 
 

White 1 0% 
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Mixed 

British 0 0% 
 

Mixed 

British 0 0% 
 

Mixed 

British 0 0% 

Asian British 1 0% 
 

Asian British 0 0% 
 

Asian British 0 0% 

Caribbean 1 0% 
 

Caribbean 0 0% 
 

Caribbean 0 0% 

Indian 0 0% 
 

Indian 0 0% 
 

Indian 1 0% 

Other Ethnic 

Groups 1 0% 
 

Other Ethnic 

Groups 0 0% 
 

Other Ethnic 

Groups 0 0% 

Missing 2 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

Missing 402 100% 
 

Missing 391 100% 
 

Missing 399 100% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  45 1.02 
 

Weekend 

face to face 

consultation

s  55 1.47 
 

Weekend 

face to face 

consultation

s  59 1 

Face to face 

consultation

s  341 1.10 
 

Face to face 

consultation

s  379 1.68 
 

Face to face 

consultation

s  397 1.14 

Length of 

stay 304 12.10 
 

Length of 

stay 283 10.79 
 

Length of 

stay 45 14.38 

Admissions 304 1.15 
 

Admissions 283 1.08 
 

Admissions 45 1.02 

Diagnoses 155 2.72 
 

Diagnoses 170 2.99 
 

Diagnoses 399 2.29 

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 9 6% 
 

Breast 

Cancer 14 8% 
 

Breast 

Cancer 19 5% 

CNS Cancer 2 1% 
 

CNS Cancer 5 3% 
 

CNS Cancer 4 1% 
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Colorectal 

Cancer 13 8% 
 

Colorectal 

Cancer 17 10% 
 

Colorectal 

Cancer 28 7% 

Headneck 

Cancer 13 8% 
 

Headneck 

Cancer 11 6% 
 

Headneck 

Cancer 12 3% 

Lung Cancer 37 24% 
 

Lung Cancer 25 15% 
 

Lung Cancer 47 12% 

Prostate 

Cancer 0 0% 
 

Prostate 

Cancer 0 0% 
 

Prostate 

Cancer 8 2% 

Gastrointest

inal Cancer 7 5% 
 

Gastrointest

inal Cancer 11 6% 
 

Gastrointest

inal Cancer 27 7% 

Urological 

Cancer 5 3% 
 

Urological 

Cancer 3 2% 
 

Urological 

Cancer 15 4% 

Gynaecologi

cal Cancer 7 5% 
 

Gynaecologi

cal Cancer 9 5% 
 

Gynaecologi

cal Cancer 11 3% 

Liver Cancer 2 1% 
 

Liver Cancer 5 3% 
 

Liver Cancer 10 3% 

Skin Cancer 1 1% 
 

Skin Cancer 1 1% 
 

Skin Cancer 3 1% 

Unknown 

Primary 

Cancer 0 0% 
 

Unknown 

Primary 

Cancer 2 1% 
 

Unknown 

Primary 

Cancer 8 2% 

Pancreatic 

Cancer 11 7% 
 

Pancreatic 

Cancer 13 8% 
 

Pancreatic 

Cancer 21 5% 

Haematologi

cal Cancer 1 1% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 1 1% 
 

Renal 

Cancer 1 1% 
 

Renal 

Cancer 0 0% 

Sarcoma 

Cancer 0 0% 
 

Sarcoma 

Cancer 0 0% 
 

Sarcoma 

Cancer 0 0% 

Other 

Cancer 3 2% 
 

Other 

Cancer 4 2% 
 

Other 

Cancer 1 0% 

COPD 8 5% 
 

COPD 8 5% 
 

COPD 21 5% 

Respiratory 14 9% 
 

Respiratory 15 9% 
 

Respiratory 35 9% 

Renal 1 1% 
 

Renal 2 1% 
 

Renal 4 1% 
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CVA 1 1% 
 

CVA 1 1% 
 

CVA 7 2% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 3 2% 
 

Heart 

Failure 7 4% 
 

Heart 

Failure 20 5% 

Dementia 0 0% 
 

Dementia 2 1% 
 

Dementia 33 8% 

MND 0 0% 
 

MND 0 0% 
 

MND 2 1% 

Parkinson 0 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 1 1% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 

Neurological 

Other 5 3% 
 

Neurological 

Other 4 2% 
 

Neurological 

Other 7 2% 

Frailty 0 0% 
 

Frailty 1 1% 
 

Frailty 6 2% 

HIV 1 1% 
 

HIV 1 1% 
 

HIV 0 0% 

Haematologi

cal Other 7 5% 
 

Haematologi

cal Other 5 3% 
 

Haematologi

cal Other 19 5% 

Liver Failure 1 1% 
 

Liver Failure 0 0% 
 

Liver Failure 10 3% 

Other 

Diagnosis 1 1% 
 

Other 

Diagnosis 3 2% 
 

Other 

Diagnosis 18 5% 

Missing 247 61% 
 

Missing 221 57% 
 

Missing 0 0% 

      
 

      
 

      

Repetitions 

in data     
 

Repetitions 

in data     
 

Repetitions 

in data     

Number of 

times in 

dataset 402 1.11 
 

Number of 

times in 

dataset 391 1.69 
 

Number of 

times in 

dataset 399 1.14 

Number of 

times in 

dataset on 

weekends 57 1.02 
 

Number of 

times in 

dataset on 

weekends 58 1.50 
 

Number of 

times in 

dataset on 

weekends 59 1 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     
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Has cancer 167 42% 
 

Has cancer 204 52% 
 

Has cancer 192 48% 

Does not 

have cancer 139 35% 
 

Does not 

have cancer 179 46% 
 

Does not 

have cancer 206 52% 

Missing 96 24% 
 

Missing 8 2% 
 

Missing 1 0% 

      
 

      
 

      

AKPS 364 31% 
 

AKPS 386 32% 
 

AKPS 187 33% 

Missing 38 9% 
 

Missing 5 1% 
 

Missing 212 53% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  24 100% 
 

Phase 

changes 

observed  25 116% 
 

Phase 

changes 

observed  27 111% 

No phase 

changes 

observed  17 118% 
 

No phase 

changes 

observed  205 118% 
 

No phase 

changes 

observed  22 123% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 106 26% 
 

No pain 85 22% 
 

No pain 97 24% 

Slight pain 58 14% 
 

Slight pain 64 16% 
 

Slight pain 57 14% 

Moderate 

pain 53 13% 
 

Moderate 

pain 67 17% 
 

Moderate 

pain 66 17% 

Severe pain 24 6% 
 

Severe pain 19 5% 
 

Severe pain 39 10% 

Overwhelm 

pain 10 2% 
 

Overwhelm 

pain 8 2% 
 

Overwhelm 

pain 11 3% 

Missing 151 38% 
 

Missing 148 38% 
 

Missing 129 32% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 61 15% 
 

No 

weakness 63 16% 
 

No 

weakness 54 14% 
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Slight 

weakness 65 16% 
 

Slight 

weakness 68 17% 
 

Slight 

weakness 80 20% 

Moderate 

weakness 65 16% 
 

Moderate 

weakness 58 15% 
 

Moderate 

weakness 76 19% 

Severe 

weakness 30 7% 
 

Severe 

weakness 25 6% 
 

Severe 

weakness 44 11% 

Overwhelm 

weakness 9 2% 
 

Overwhelm 

weakness 6 2% 
 

Overwhelm 

weakness 10 3% 

Missing 172 43% 
 

Missing 171 44% 
 

Missing 135 34% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 33 8% 
 

No peace 29 7% 
 

No peace 37 9% 

Occasional 

peace 20 5% 
 

Occasional 

peace 30 8% 
 

Occasional 

peace 43 11% 

Sometimes 

peace 41 10% 
 

Sometimes 

peace 39 10% 
 

Sometimes 

peace 51 13% 

Most times 

peace 42 10% 
 

Most times 

peace 55 14% 
 

Most times 

peace 52 13% 

Always 

peace 2 0% 
 

Always 

peace 15 4% 
 

Always 

peace 23 6% 

Missing 264 66% 
 

Missing 223 57% 
 

Missing 193 48% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

Lives alone 

with help 94 23% 
 

Lives alone 

with help 119 30% 
 

Lives alone 

with help 103 26% 

Lives alone 

with no help 35 9% 
 

Lives alone 

with no help 26 7% 
 

Lives alone 

with no help 62 16% 

Lives in 

supported 

home 33 8% 
 

Lives in 

supported 

home 35 9% 
 

Lives in 

supported 

home 30 8% 
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Lives with 

family 54 13% 
 

Lives with 

family 38 10% 
 

Lives with 

family 54 14% 

Lives with 

partner 154 38% 
 

Lives with 

partner 140 36% 
 

Lives with 

partner 124 31% 

Lives in 

residential 

home 30 7% 
 

Lives in 

residential 

home 31 8% 
 

Lives in 

residential 

home 26 7% 

Missing 2 0% 
 

Missing 1 0% 
 

Missing 0 0% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Hospital 16 4% 
 

Hospital 0 0% 
 

Hospital 0 0% 

Missing 386 96% 
 

Missing 391 100% 
 

Missing 399 100% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 44 11% 
 

Home 42 11% 
 

Home 67 17% 

Hospice 18 4% 
 

Hospice 14 4% 
 

Hospice 22 6% 

Hospital 25 6% 
 

Hospital 48 12% 
 

Hospital 44 11% 

Nursing 0 0% 
 

Nursing 2 1% 
 

Nursing 0 0% 

Not 

appropriate 0 0% 
 

Not 

appropriate 79 20% 
 

Not 

appropriate 235 59% 

Declined 0 0% 
 

Declined 1 0% 
 

Declined 0 0% 

Undecided 0 0% 
 

Undecided 3 1% 
 

Undecided 5 1% 

Unable to 

choose 0 0% 
 

Unable to 

choose 1 0% 
 

Unable to 

choose 10 3% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 1 0% 
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PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved N/A N/A 
 

PPD 

achieved N/A N/A 
 

PPD 

achieved N/A N/A 

PPD not 

achieved N/A N/A 
 

PPD not 

achieved N/A N/A 
 

PPD not 

achieved N/A N/A 

Missing N/A N/A 
 

Missing N/A N/A 
 

Missing N/A N/A 
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Wigan Community - Overall 
 

Wigan Community - Control 
 

Wigan Community - Treatment 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Total 937 100% 
 

Total 324 100% 
 

Total 613 100% 

      
 

      
 

      

Age 937 72.30 
 

Age 324 71.04 
 

Age 613 72.96 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 448 

0.478

12166

8 
 

Female 159 

0.490

74074

6 
 

Female 289 

0.471

45187

9 

Male  489 

0.521

87836

2 
 

Male  165 

0.509

25928

4 
 

Male  324 

0.528

54812

1 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

British 2 0% 
 

British 1 0% 
 

British 1 0% 

White 

British 887 95% 
 

White 

British 307 95% 
 

White 

British 580 95% 

White Irish 4 0% 
 

White Irish 0 0% 
 

White Irish 4 1% 

White 

Scottish 1 0% 
 

White 

Scottish 0 0% 
 

White 

Scottish 1 0% 

White 1 0% 
 

White 1 0% 
 

White 0 0% 

Mixed 

British 13 1% 
 

Mixed 

British 7 2% 
 

Mixed 

British 6 1% 
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Black British 2 0% 
 

Black British 1 0% 
 

Black British 1 0% 

English 8 1% 
 

English 3 1% 
 

English 5 1% 

Welsh 1 0% 
 

Welsh 1 0% 
 

Welsh 0 0% 

Greek 1 0% 
 

Greek 0 0% 
 

Greek 1 0% 

Gypsy 1 0% 
 

Gypsy 0 0% 
 

Gypsy 1 0% 

Italian 2 0% 
 

Italian 0 0% 
 

Italian 2 0% 

Polish 2 0% 
 

Polish 0 0% 
 

Polish 2 0% 

Baltic 1 0% 
 

Baltic 0 0% 
 

Baltic 1 0% 

Iranian 1 0% 
 

Iranian 0 0% 
 

Iranian 1 0% 

Muslim 1 0% 
 

Muslim 0 0% 
 

Muslim 1 0% 

Hungarian 1 0% 
 

Hungarian 1 0% 
 

Hungarian 0 0% 

Missing 7 1% 
 

Missing 1 0% 
 

Missing 6 1% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

Missing 937 100% 
 

Missing 324 100% 
 

Missing 613 100% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  142 1.04 
 

Weekend 

face to face 

consultation

s  16 1.06 
 

Weekend 

face to face 

consultation

s  126 1.04 

Face to face 

consultation

s  794 2.85 
 

Face to face 

consultation

s  254 3.21 
 

Face to face 

consultation

s  540 2.67 

Weekend 

telephone 

contacts 141 1.34 
 

Weekend 

telephone 

contacts 0 0.00 
 

Weekend 

telephone 

contacts 141 1.34 

Telephone 

contacts 415 3.27 
 

Telephone 

contacts 0 0.00 
 

Telephone 

contacts 415 3.27 
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Weekend 

advice line 167 1.72 
 

Weekend 

advice line 77 2.10 
 

Weekend 

advice line 90 1.40 

Advice line 265 2.20 
 

Advice line 116 2.47 
 

Advice line 149 1.99 

 
    

 
      

 
      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 56 6% 
 

Breast 

Cancer 24 8% 
 

Breast 

Cancer 32 5% 

CNS Cancer 27 3% 
 

CNS Cancer 13 4% 
 

CNS Cancer 14 2% 

Colorectal 

Cancer 84 9% 
 

Colorectal 

Cancer 33 10% 
 

Colorectal 

Cancer 51 8% 

Headneck 

Cancer 59 6% 
 

Headneck 

Cancer 21 7% 
 

Headneck 

Cancer 38 6% 

Lung Cancer 173 19% 
 

Lung Cancer 53 17% 
 

Lung Cancer 120 20% 

Prostate 

Cancer 5 1% 
 

Prostate 

Cancer 2 1% 
 

Prostate 

Cancer 3 0% 

Gastrointest

inal Cancer 42 5% 
 

Gastrointest

inal Cancer 15 5% 
 

Gastrointest

inal Cancer 27 4% 

Urological 

Cancer 28 3% 
 

Urological 

Cancer 10 3% 
 

Urological 

Cancer 18 3% 

Gynaecologi

cal Cancer 38 4% 
 

Gynaecologi

cal Cancer 14 4% 
 

Gynaecologi

cal Cancer 24 4% 

Liver Cancer 18 2% 
 

Liver Cancer 8 3% 
 

Liver Cancer 10 2% 

Skin Cancer 15 2% 
 

Skin Cancer 3 1% 
 

Skin Cancer 12 2% 

Unknown 

Primary 

Cancer 13 1% 
 

Unknown 

Primary 

Cancer 5 2% 
 

Unknown 

Primary 

Cancer 8 1% 

Pancreatic 

Cancer 87 9% 
 

Pancreatic 

Cancer 30 9% 
 

Pancreatic 

Cancer 57 9% 

Haematologi

cal Cancer 2 0% 
 

Haematologi

cal Cancer 1 0% 
 

Haematologi

cal Cancer 1 0% 
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Renal 

Cancer 10 1% 
 

Renal 

Cancer 4 1% 
 

Renal 

Cancer 6 1% 

Sarcoma 

Cancer 3 0% 
 

Sarcoma 

Cancer 1 0% 
 

Sarcoma 

Cancer 2 0% 

Other 

Cancer 18 2% 
 

Other 

Cancer 8 3% 
 

Other 

Cancer 10 2% 

COPD 28 3% 
 

COPD 9 3% 
 

COPD 19 3% 

Respiratory 86 9% 
 

Respiratory 31 10% 
 

Respiratory 55 9% 

Renal 6 1% 
 

Renal 1 0% 
 

Renal 5 1% 

CVA 3 0% 
 

CVA 1 0% 
 

CVA 2 0% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 21 2% 
 

Heart 

Failure 4 1% 
 

Heart 

Failure 17 3% 

Dementia 14 2% 
 

Dementia 2 1% 
 

Dementia 12 2% 

MND 6 1% 
 

MND 0 0% 
 

MND 6 1% 

Parkinson 0 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 1 0% 
 

Sclerosis 0 0% 
 

Sclerosis 1 0% 

Neurological 

Other 27 3% 
 

Neurological 

Other 11 3% 
 

Neurological 

Other 16 3% 

Frailty 1 0% 
 

Frailty 0 0% 
 

Frailty 1 0% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 

Haematologi

cal Other 27 3% 
 

Haematologi

cal Other 7 2% 
 

Haematologi

cal Other 20 3% 

Liver Failure 3 0% 
 

Liver Failure 1 0% 
 

Liver Failure 2 0% 

Other 

Diagnosis 20 2% 
 

Other 

Diagnosis 7 2% 
 

Other 

Diagnosis 13 2% 

Missing 14 1% 
 

Missing 5 2% 
 

Missing 9 1% 
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Repetitions 

in data     
 

Repetitions 

in data     
 

Repetitions 

in data     

Number of 

times in 

dataset 937 3.18 
 

Number of 

times in 

dataset 324 3.40 
 

Number of 

times in 

dataset 613 3.06 

Number of 

times in 

dataset on 

weekends 216 1.13 
 

Number of 

times in 

dataset on 

weekends 43 1.05 
 

Number of 

times in 

dataset on 

weekends 173 1.14 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     

Has cancer 625 67% 
 

Has cancer 238 73% 
 

Has cancer 387 63% 

Does not 

have cancer 312 33% 
 

Does not 

have cancer 86 27% 
 

Does not 

have cancer 226 37% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

AKPS 931 

5278

% 
 

AKPS 319 

5574

% 
 

AKPS 612 

5124

% 

Missing 6 1% 
 

Missing 5 2% 
 

Missing 1 0% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  145 252% 
 

Phase 

changes 

observed  44 280% 
 

Phase 

changes 

observed  101 241% 

No phase 

changes 

observed  187 591% 
 

No phase 

changes 

observed  51 694% 
 

No phase 

changes 

observed  136 553% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 203 22% 
 

No pain 53 16% 
 

No pain 150 24% 
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Slight pain 233 25% 
 

Slight pain 93 29% 
 

Slight pain 140 23% 

Moderate 

pain 259 28% 
 

Moderate 

pain 86 27% 
 

Moderate 

pain 173 28% 

Severe pain 186 20% 
 

Severe pain 67 21% 
 

Severe pain 119 19% 

Overwhelm 

pain 41 4% 
 

Overwhelm 

pain 17 5% 
 

Overwhelm 

pain 24 4% 

Missing 15 2% 
 

Missing 8 2% 
 

Missing 7 1% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     

No 

weakness 57 6% 
 

No 

weakness 12 4% 
 

No 

weakness 45 7% 

Slight 

weakness 151 16% 
 

Slight 

weakness 58 18% 
 

Slight 

weakness 93 15% 

Moderate 

weakness 301 32% 
 

Moderate 

weakness 102 31% 
 

Moderate 

weakness 199 32% 

Severe 

weakness 295 31% 
 

Severe 

weakness 101 31% 
 

Severe 

weakness 194 32% 

Overwhelm 

weakness 115 12% 
 

Overwhelm 

weakness 39 12% 
 

Overwhelm 

weakness 76 12% 

Missing 18 2% 
 

Missing 12 4% 
 

Missing 6 1% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 78 8% 
 

No peace 33 10% 
 

No peace 45 7% 

Occasional 

peace 79 8% 
 

Occasional 

peace 23 7% 
 

Occasional 

peace 56 9% 

Sometimes 

peace 128 14% 
 

Sometimes 

peace 53 16% 
 

Sometimes 

peace 75 12% 

Most times 

peace 172 18% 
 

Most times 

peace 77 24% 
 

Most times 

peace 95 15% 
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Always 

peace 106 11% 
 

Always 

peace 43 13% 
 

Always 

peace 63 10% 

Missing 374 40% 
 

Missing 95 29% 
 

Missing 279 46% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

Lives alone 

with help 162 30% 
 

Lives alone 

with help 37 21% 
 

Lives alone 

with help 125 34% 

Lives alone 

with no help 14 3% 
 

Lives alone 

with no help 6 3% 
 

Lives alone 

with no help 8 2% 

Lives in 

supported 

home 32 6% 
 

Lives in 

supported 

home 7 4% 
 

Lives in 

supported 

home 25 7% 

Lives with 

family 146 27% 
 

Lives with 

family 47 26% 
 

Lives with 

family 99 27% 

Lives with 

partner 191 24% 
 

Lives with 

partner 82 30% 
 

Lives with 

partner 109 21% 

Missing 392 42% 
 

Missing 145 45% 
 

Missing 247 40% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 174 19% 
 

Home 48 15% 
 

Home 126 21% 

Hospice 87 9% 
 

Hospice 27 8% 
 

Hospice 60 10% 

Hospital 52 6% 
 

Hospital 22 7% 
 

Hospital 30 5% 

Nursing 27 3% 
 

Nursing 9 3% 
 

Nursing 18 3% 

Missing 597 64% 
 

Missing 218 67% 
 

Missing 379 62% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     
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Home 278 30% 
 

Home 79 24% 
 

Home 199 32% 

Hospice 78 8% 
 

Hospice 17 5% 
 

Hospice 61 10% 

Hospital 2 0% 
 

Hospital 0 0% 
 

Hospital 2 0% 

Nursing 15 2% 
 

Nursing 11 3% 
 

Nursing 4 1% 

Not 

appropriate 153 16% 
 

Not 

appropriate 18 6% 
 

Not 

appropriate 135 22% 

Declined 47 5% 
 

Declined 5 2% 
 

Declined 42 7% 

Undecided 57 6% 
 

Undecided 17 5% 
 

Undecided 40 7% 

Unable to 

choose 4 0% 
 

Unable to 

choose 2 1% 
 

Unable to 

choose 2 0% 

Missing 303 32% 
 

Missing 175 54% 
 

Missing 128 21% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved 144 15% 
 

PPD 

achieved 39 12% 
 

PPD 

achieved 105 17% 

PPD not 

achieved 229 24% 
 

PPD not 

achieved 68 21% 
 

PPD not 

achieved 161 26% 

Missing 564 60% 
 

Missing 217 67% 
 

Missing 347 57% 

 

Wigan Community - October 

2018 - January 2019 
 

Wigan Community - February 

2019 - May 2019 
 

Wigan Community - June 2019 - 

September 2019 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 
 

Variables  

Numbe

r of 

observ

ations 

Avera

ge/Per

centa

ges 

      
 

      
 

      

Total 233 100% 
 

Total 209 100% 
 

Total 171 100% 
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Age 233 72.37 
 

Age 209 74.07 
 

Age 171 72.41 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0 

      
 

      
 

      

Gender     
 

Gender     
 

Gender     

Female 114 

0.489

27038

9 
 

Female 89 

0.425

83730

8 
 

Female 86 50% 

Male  119 

0.510

72961

1 
 

Male  120 

0.574

16266

2 
 

Male  85 50% 

Missing 0 0 
 

Missing 0 0 
 

Missing 0 0% 

      
 

      
 

      

Ethnicity     
 

Ethnicity     
 

Ethnicity     

British 0 0% 
 

British 1 0% 
 

British 0 0% 

White 

British 219 94% 
 

White 

British 196 94% 
 

White 

British 165 96% 

White Irish 3 1% 
 

White Irish 1 0% 
 

White Irish 0 0% 

White 

Scottish 1 0% 
 

White 

Scottish 0 0% 
 

White 

Scottish 0 0% 

White 0 0% 
 

White 0 0% 
 

White 0 0% 

Mixed 

British 2 1% 
 

Mixed 

British 3 1% 
 

Mixed 

British 1 1% 

Black British 0 0% 
 

Black British 1 0% 
 

Black British 0 0% 

English 1 0% 
 

English 2 1% 
 

English 2 1% 

Welsh 0 0% 
 

Welsh 0 0% 
 

Welsh 0 0% 

Greek 0 0% 
 

Greek 1 0% 
 

Greek 0 0% 

Gypsy 1 0% 
 

Gypsy 0 0% 
 

Gypsy 0 0% 

Italian 0 0% 
 

Italian 2 1% 
 

Italian 0 0% 

Polish 2 1% 
 

Polish 0 0% 
 

Polish 0 0% 
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Baltic 1 0% 
 

Baltic 0 0% 
 

Baltic 0 0% 

Iranian 0 0% 
 

Iranian 0 0% 
 

Iranian 1 1% 

Muslim 0 0% 
 

Muslim 1 0% 
 

Muslim 0 0% 

Hungarian 0 0% 
 

Hungarian 0 0% 
 

Hungarian 0 0% 

Missing 3 1% 
 

Missing 1 0% 
 

Missing 2 1% 

      
 

      
 

      

Religion     
 

Religion     
 

Religion     

Missing 233 100% 
 

Missing 209 100% 
 

Missing 171 100% 

      
 

      
 

      

Interactions     
 

Interactions     
 

Interactions     

Weekend 

face to face 

consultation

s  47 1.00 
 

Weekend 

face to face 

consultation

s  49 1.08 
 

Weekend 

face to face 

consultation

s  30 1.03 

Face to face 

consultation

s  202 2.94 
 

Face to face 

consultation

s  188 2.80 
 

Face to face 

consultation

s  150 2.15 

Weekend 

telephone 

contacts 59 1.32 
 

Weekend 

telephone 

contacts 46 1.37 
 

Weekend 

telephone 

contacts 36 1.33 

Telephone 

contacts 164 3.73 
 

Telephone 

contacts 137 3.04 
 

Telephone 

contacts 114 2.91 

Weekend 

advice line 38 1.39 
 

Weekend 

advice line 27 1.19 
 

Weekend 

advice line 25 1.64 

Advice line 57 1.88 
 

Advice line 50 1.92 
 

Advice line 42 2.24 

      
 

      
 

      

Diagnosis     
 

Diagnosis     
 

Diagnosis     

Breast 

Cancer 11 5% 
 

Breast 

Cancer 15 7% 
 

Breast 

Cancer 6 4% 

CNS Cancer 4 2% 
 

CNS Cancer 9 4% 
 

CNS Cancer 1 1% 
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Colorectal 

Cancer 23 10% 
 

Colorectal 

Cancer 13 6% 
 

Colorectal 

Cancer 15 9% 

Headneck 

Cancer 15 7% 
 

Headneck 

Cancer 15 7% 
 

Headneck 

Cancer 8 5% 

Lung Cancer 48 21% 
 

Lung Cancer 40 20% 
 

Lung Cancer 32 19% 

Prostate 

Cancer 0 0% 
 

Prostate 

Cancer 0 0% 
 

Prostate 

Cancer 3 2% 

Gastrointest

inal Cancer 7 3% 
 

Gastrointest

inal Cancer 9 4% 
 

Gastrointest

inal Cancer 11 7% 

Urological 

Cancer 8 3% 
 

Urological 

Cancer 3 1% 
 

Urological 

Cancer 7 4% 

Gynaecologi

cal Cancer 8 3% 
 

Gynaecologi

cal Cancer 8 4% 
 

Gynaecologi

cal Cancer 8 5% 

Liver Cancer 3 1% 
 

Liver Cancer 4 2% 
 

Liver Cancer 3 2% 

Skin Cancer 6 3% 
 

Skin Cancer 4 2% 
 

Skin Cancer 2 1% 

Unknown 

Primary 

Cancer 1 0% 
 

Unknown 

Primary 

Cancer 5 2% 
 

Unknown 

Primary 

Cancer 2 1% 

Pancreatic 

Cancer 18 8% 
 

Pancreatic 

Cancer 23 11% 
 

Pancreatic 

Cancer 16 9% 

Haematologi

cal Cancer 1 0% 
 

Haematologi

cal Cancer 0 0% 
 

Haematologi

cal Cancer 0 0% 

Renal 

Cancer 3 1% 
 

Renal 

Cancer 1 0% 
 

Renal 

Cancer 2 1% 

Sarcoma 

Cancer 2 1% 
 

Sarcoma 

Cancer 0 0% 
 

Sarcoma 

Cancer 0 0% 

Other 

Cancer 3 1% 
 

Other 

Cancer 2 1% 
 

Other 

Cancer 5 3% 

COPD 9 4% 
 

COPD 8 4% 
 

COPD 2 1% 

Respiratory 23 10% 
 

Respiratory 20 10% 
 

Respiratory 12 7% 

Renal 2 1% 
 

Renal 2 1% 
 

Renal 1 1% 
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CVA 1 0% 
 

CVA 1 0% 
 

CVA 0 0% 

Cardiac 0 0% 
 

Cardiac 0 0% 
 

Cardiac 0 0% 

Heart 

Failure 5 2% 
 

Heart 

Failure 5 2% 
 

Heart 

Failure 7 4% 

Dementia 3 1% 
 

Dementia 3 1% 
 

Dementia 6 4% 

MND 3 1% 
 

MND 0 0% 
 

MND 3 2% 

Parkinson 0 0% 
 

Parkinson 0 0% 
 

Parkinson 0 0% 

Sclerosis 1 0% 
 

Sclerosis 0 0% 
 

Sclerosis 0 0% 

Neurological 

Other 6 3% 
 

Neurological 

Other 4 2% 
 

Neurological 

Other 6 4% 

Frailty 0 0% 
 

Frailty 0 0% 
 

Frailty 1 1% 

HIV 0 0% 
 

HIV 0 0% 
 

HIV 0 0% 

Haematologi

cal Other 9 4% 
 

Haematologi

cal Other 7 3% 
 

Haematologi

cal Other 4 2% 

Liver Failure 1 0% 
 

Liver Failure 0 0% 
 

Liver Failure 1 1% 

Other 

Diagnosis 5 2% 
 

Other 

Diagnosis 3 1% 
 

Other 

Diagnosis 5 3% 

Missing 3 1% 
 

Missing 4 2% 
 

Missing 2 1% 

      
 

      
 

      

Repetitions 

in data     
 

Repetitions 

in data     
 

Repetitions 

in data     

Number of 

times in 

dataset 233 3.21 
 

Number of 

times in 

dataset 209 3.12 
 

Number of 

times in 

dataset 171 2.77 

Number of 

times in 

dataset on 

weekends 63 1.17 
 

Number of 

times in 

dataset on 

weekends 58 1.09 
 

Number of 

times in 

dataset on 

weekends 52 1.17 

      
 

      
 

      

Cancer     
 

Cancer     
 

Cancer     
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Has cancer 155 67% 
 

Has cancer 138 66% 
 

Has cancer 94 55% 

Does not 

have cancer 78 33% 
 

Does not 

have cancer 71 34% 
 

Does not 

have cancer 77 45% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 0 0% 

      
 

      
 

      

AKPS 233 

5142

% 
 

AKPS 209 

5402

% 
 

AKPS 170 

4759

% 

Missing 0 0% 
 

Missing 0 0% 
 

Missing 1 1% 

      
 

      
 

      

Phase 

changes     
 

Phase 

changes     
 

Phase 

changes     

Phase 

changes 

observed  22 295% 
 

Phase 

changes 

observed  45 233% 
 

Phase 

changes 

observed  34 215% 

No phase 

changes 

observed  32 472% 
 

No phase 

changes 

observed  63 595% 
 

No phase 

changes 

observed  41 551% 

      
 

      
 

      

Pain     
 

Pain     
 

Pain     

No pain 54 23% 
 

No pain 59 28% 
 

No pain 37 22% 

Slight pain 43 18% 
 

Slight pain 49 23% 
 

Slight pain 48 28% 

Moderate 

pain 68 29% 
 

Moderate 

pain 59 28% 
 

Moderate 

pain 46 27% 

Severe pain 57 24% 
 

Severe pain 32 15% 
 

Severe pain 30 18% 

Overwhelm 

pain 7 3% 
 

Overwhelm 

pain 8 4% 
 

Overwhelm 

pain 9 5% 

Missing 4 2% 
 

Missing 2 1% 
 

Missing 1 1% 

      
 

      
 

      

Weakness     
 

Weakness     
 

Weakness     
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No 

weakness 8 3% 
 

No 

weakness 22 11% 
 

No 

weakness 15 9% 

Slight 

weakness 38 16% 
 

Slight 

weakness 32 15% 
 

Slight 

weakness 23 13% 

Moderate 

weakness 73 31% 
 

Moderate 

weakness 68 33% 
 

Moderate 

weakness 58 34% 

Severe 

weakness 69 30% 
 

Severe 

weakness 74 35% 
 

Severe 

weakness 51 30% 

Overwhelm 

weakness 42 18% 
 

Overwhelm 

weakness 11 5% 
 

Overwhelm 

weakness 23 13% 

Missing 3 1% 
 

Missing 2 1% 
 

Missing 1 1% 

      
 

      
 

      

Peace     
 

Peace     
 

Peace     

No peace 20 9% 
 

No peace 16 8% 
 

No peace 9 5% 

Occasional 

peace 27 12% 
 

Occasional 

peace 14 7% 
 

Occasional 

peace 15 9% 

Sometimes 

peace 27 12% 
 

Sometimes 

peace 26 12% 
 

Sometimes 

peace 22 13% 

Most times 

peace 38 16% 
 

Most times 

peace 36 17% 
 

Most times 

peace 21 12% 

Always 

peace 16 7% 
 

Always 

peace 28 13% 
 

Always 

peace 19 11% 

Missing 105 45% 
 

Missing 89 43% 
 

Missing 85 50% 

      
 

      
 

      

Social 

support     
 

Social 

support     
 

Social 

support     

Lives alone 

with help 47 24% 
 

Lives alone 

with help 46 52% 
 

Lives alone 

with help 32 39% 

Lives alone 

with no help 2 1% 
 

Lives alone 

with no help 4 5% 
 

Lives alone 

with no help 2 2% 
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Lives in 

supported 

home 6 3% 
 

Lives in 

supported 

home 9 10% 
 

Lives in 

supported 

home 10 12% 

Lives with 

family 42 21% 
 

Lives with 

family 26 30% 
 

Lives with 

family 31 38% 

Lives with 

partner 99 34% 
 

Lives with 

partner 3 3% 
 

Lives with 

partner 7 9% 

Missing 37 16% 
 

Missing 121 58% 
 

Missing 89 52% 

      
 

      
 

      

Place of 

death     
 

Place of 

death     
 

Place of 

death     

Home 47 20% 
 

Home 38 18% 
 

Home 41 24% 

Hospice 26 11% 
 

Hospice 20 10% 
 

Hospice 14 8% 

Hospital 12 5% 
 

Hospital 11 5% 
 

Hospital 7 4% 

Nursing 4 2% 
 

Nursing 8 4% 
 

Nursing 6 4% 

Missing 144 62% 
 

Missing 132 63% 
 

Missing 103 60% 

      
 

      
 

      

Preferred 

place of 

death     
 

Preferred 

place of 

death     
 

Preferred 

place of 

death     

Home 71 30% 
 

Home 65 31% 
 

Home 63 37% 

Hospice 26 11% 
 

Hospice 19 9% 
 

Hospice 16 9% 

Hospital 0 0% 
 

Hospital 2 1% 
 

Hospital 0 0% 

Nursing 4 2% 
 

Nursing 0 0% 
 

Nursing 0 0% 

Not 

appropriate 36 15% 
 

Not 

appropriate 46 22% 
 

Not 

appropriate 53 31% 

Declined 19 8% 
 

Declined 13 6% 
 

Declined 10 6% 

Undecided 13 6% 
 

Undecided 17 8% 
 

Undecided 10 6% 

Unable to 

choose 2 1% 
 

Unable to 

choose 0 0% 
 

Unable to 

choose 0 0% 
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Missing 62 27% 
 

Missing 47 22% 
 

Missing 19 11% 

      
 

      
 

      

PPD 

achieved     
 

PPD 

achieved     
 

PPD 

achieved     

PPD 

achieved 39 17% 
 

PPD 

achieved 31 15% 
 

PPD 

achieved 35 20% 

PPD not 

achieved 62 27% 
 

PPD not 

achieved 55 26% 
 

PPD not 

achieved 44 26% 

Missing 132 57% 
 

Missing 123 59% 
 

Missing 92 54% 
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