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“…Telemedicine became our lifeline – what 
a wonderful piece equipment.  At the press 

of a button we could have face-to-face 
contact with a medical team, which is so 

important for both a patient and carer, and 
that helped to keep Geoff’s spirits high…” 

Mrs Jane Walton, carer for Geoff 
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abstract Most people say they would prefer to die in their own home, yet the majority 

die in hospital.  Recognising this, Bringing Healthcare Home was a project 

designed to improve the quality of care for end of life patients.  In Bradford 

and Airedale, an electronic palliative care coordination system was 

developed to record key information, including patients’ preferences for care 

for those identified as being in the last year of their life.  All of these patients 

were offered 24 hour access to clinical opinion and support in their own 

home via a telephone helpline and/or secure video link.  
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1 Overview of the project 
 
Most people say they would prefer to die in their own home, yet the majority die in hospital.  
The Bringing Healthcare Home project was designed to improve the quality of care for 
patients approaching the end of their life and to support those, whose preference was to die 
at home, to achieve this where safe to do so. 
 
Patients in the last year of their life, and their carers, were given access to dedicated expert 
clinical opinion and support in their own home or nursing home, 24-hours-a-day, seven days 
a week, via a telephone helpline (Gold Line) and a face-to-face secure video link 
(telemedicine).  This was provided by dedicated senior nurses with access to patients’ 
primary and secondary care medical records, with their consent.  
 
The project was enabled by aligning key corporate support services colleagues, for example 
our finance team, with clinical front line teams with a shared purpose of improving end of life 
care.   
 
The scheme was drawn from a pilot with a local Sue Ryder hospice, Manorlands, which 
trialled the telemedicine service with five patients approaching the end of their life and 
achieved positive outcomes.  It also drew inspiration and learning from Mrs Jane Walton, a 
carer, who trialled the first use of telemedicine in a patient’s own home to help her care for 
her husband Geoff who was approaching the end of his life. 
 

 
 

“...The Bringing Healthcare Home project was 
designed to improve the quality of care for patients 

approaching the end of their life and to support 
those, whose preference was to die at home,  

to achieve this where safe to do so...”  
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.1 What was the problem we were seeking to address? 
 

Since the publication of the national end of life strategy in 2008, there has been growing 
recognition that the care of people approaching the end of their life needs to be improved, 
and that people need to be better supported at home during this time.   
 
The strategy reported that in England at that time (2008), of around half a million people 
who died each year, 58% of them died in NHS hospitals, around 18% of deaths occurred at 
home, 17% of people died in nursing and residential care homes, 4% in hospices and 3% 
elsewhere.  If these trends were to continue, inpatient facilities would need to be increased 
by 20% by 2030 to meet the demand.  With growing pressures on resources, we need to 
develop new, higher quality, more efficient integrated models of care. 
 
A significant proportion of hospital admissions are potentially avoidable.  By providing extra 
support to patients, families and carers in their own home, the number of avoidable hospital 
admissions and visits from medical services can potentially be reduced. 
 
For many people with life-limiting conditions, the last year of their life is characterised by 
rapidly changing needs requiring intervention from a variety of health professionals across 
primary and secondary care.   
 
Typically although much of that year is spent at home, they are most likely to die in 
hospital.  Coordination of care, for those who die at home is rated less highly than in other 
settings; 42% of carers felt that care had been coordinated ‘to some extent’ (as compared 
with ‘completely’ or ‘most of the time’) (ONS 2012).  Many complaints relating to end of life 
care arise as a result of events that occur outside GP surgery hours (DEMOS/Sue Ryder 
2014) and many unplanned hospital admissions occur out of hours.  At these times, 
patients encounter new health professionals they do not know and who have varying levels 
of palliative care expertise (Worth et al. 2006; Walker & Baker 2015).  Exploring the best 
way to provide palliative care out of hours - to avoid crises and help patients to stay in their 
place of choice - has been identified by patients, carers and clinicians as a top priority. 
 
The importance of providing excellent and well-coordinated end of life care was recognised 
locally by providers and Clinical Commissioning Groups (CCGs).  This resulted in a shared 
vision and a commitment to work together to develop systems and services to realise that 
vision.  Our project supports this vision by developing a service which complements 
existing services and provides advice and support round the clock, seven days a week, to 
enable more people to be cared for at home and die in the place of their choice.  
 
 
 

“…exploring the best ways  
to provide palliative care out of hours -  

to avoid crises and help patients  
to stay in their place of choice -   

has been identified by patients, carers and 
clinicians as a top priority…” 
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Figure 1: A Day in the Life diary entry  
 
This is an example of ‘A Day in the Life’ of a patient approaching the end of their life.  This 
reflects what can sometimes happen due to a lack of joined up services and is based on 
feedback from patients and their families.  We used this to remind ourselves of the impact of 
uncoordinated care and to inspire us to make improvements.  
 

 
 
We found the diary invoked an emotional response from those involved in developing the 
project and also from The Health Foundation assessment panel.  This helped up recognise 
the huge potential for improvement the Bringing Healthcare Home project presented.  We 
also used the diary format to describe what good end of life care could look like. 
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1.2 What were the original aims of the project at the point of 
the proposal?  
 
We believed that the experience of patients approaching the end of their lives, and their 
carers, would be significantly improved and their care enhanced by bringing care to the patient 
in their own environment and making that available 24 hours a day.   
 
Bringing Healthcare Home has involved working with patients with advanced cancer or with 
long term conditions and thought to be in the last year of their life.  The project team started 
by looking at existing end of life pathways and assessing gaps in services and barriers to their 
implementation.  Our Bringing Healthcare Home project had three original aims at the point of 
the proposal submission: 
 

 To improve the quality of life and end of life experience for patients (and their 
carers/families) approaching the end of their life so they can be better supported at home 
and achieve a ‘good death’ in their preferred place;   

 To improve the quality of care by providing it in a different way (at home) and as a result 
reduce avoidable admissions, A&E attendances and the need for GP visits; and 

 To improve clinical outcomes. 
 
Bringing Healthcare Home also aimed to improve the way services manage clinical crisis, by 
giving patients and their carers direct links to senior clinical support and opinion 24 hours a 
day, seven days a week, and by coordinating their care across teams. 
 
We also expected Bringing Healthcare Home to deliver whole-system cost savings as a result 
of a reduction in the need for healthcare professionals to visit peoples’ homes or care homes 
and avoiding some admissions to hospital when it was safe and appropriate to do so.  
 
The specific aims of the Bringing Healthcare Home project were:  
 

 To develop an electronic caseload of patients thought to be entering the last year of their 
life whose GPs are part of NHS Airedale, Wharfedale and Craven Clinical Commissioning 
Group (AWC CCG); 

 To hold key information within each patient’s electronic record on a specifically designed 
template (electronic palliative care coordination system (EPaCCS)).  This template records 
the patients’ diagnosis, current condition, other relevant health information and the 
patients’ preferences for future care and those of their carers;  

 To improve the experience of patients in the last year of their life by improving the 
coordination of care across health care settings; 

 To increase the number of patients who die in their usual place of residence (and so 
reduce numbers of patients dying in an acute hospital bed); 

 To improve the experience for the families of patients in the last year of their life by 
providing support 24 hours and day, seven days a week, at the point of need; and 

 To reduce the number of days spent in an acute hospital bed for patients in the last year of 
their life. 

 

      “…we believed that the experience of patients 
approaching the end of their lives, and their carers, 

would be significantly improved and their care 
enhanced by bringing care to the patient  

in their own environment...”   
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Figure 2: A Day in the Life diary entry alternative scenario 
 
Below is an alternative scenario of ‘A Day in the Life’ of a person approaching the end of their 
life.  This more positive, poignant narrative reflects the aspirations and ambitions of the original 
project team and the contribution the Bringing Healthcare Home project could deliver as part of 
the Health Foundation’s Shared Purpose Programme. 
 

 
 

Again we were all touched by the enormous potential to really make a difference this project 
offered.  All team members had their own end of life experiences to draw on from family and 
friends or through work and all were driven to make a difference. 
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2 Our journey   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

“…following stakeholder consultation, 
including patient and carer feedback about 

what would make a real difference for them, 
we concluded this project was more 

complex than simply installing the 
telemedicine units and agreed to          

refine the scope…” 
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2.1 What changes have we made to the design of our project 
along the way?  

 
Change in project scope 
Our original objective was to use our established telemedicine service to help patients 
recognised to be in their last year of life to remain at home wherever possible.  Following 
stakeholder consultation, including patient and carer feedback about what would make a real 
difference for them, we concluded this project was more complex than simply installing the 
telemedicine units and agreed to refine the scope and focus on three key components: 
 

 to identify those patients considered to be approaching the last year of their life and how 
best to support them to express and plan for preferences about their care into the future; 

 to deliver communications training to support front line staff; and 

 to provide a 24/7 service (Gold Line) to these patients (and their carers).  

 
Change in project reach 
The original Shared Purpose project covered Airedale, Wharfedale and Craven Clinical 
Commissioning Group (CCG) patients only.  The two neighbouring CCGs – Bradford City and 
Bradford District - also agreed to commission the Gold Line service as a pilot during the early 
stages of the project so it could be offered to a much larger group of patients approaching the 
end of their life.  This increased the potential number of patients from around 1,000 to 3,500. 
 
Change in patient and carer contact 
Throughout the project we have worked alongside patients approaching the end of their lives, 
and their families, who wanted to help us develop a service that could make a real difference 
to people in their position in the future.  Along the way a number of patients have sadly died 
and we were grateful and quite overwhelmed at times for the dedication they and their 
families showed to help us develop this service. 
 
Change in project team  
The past three years have seen some staff turnover - three different project managers, a 
change in project accountant and a new patient experience lead – but also a consistency of 
key figures such as the clinical leads and executive leadership. .  Each brought different 
strengths, expertise and perspectives to the team and embraced the belief and common 
passion shared by all.  
 
 

 

 

 

“…Along the way a 
number of patients 

have sadly died and we 
were grateful and quite 
overwhelmed at times 

for the dedication they 
and their families 

showed to help us 
develop this service…” 
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2.2 What has happened throughout the lifetime of the project? 
 
Our original proposal was aligned to the strategic end of life care planning that was evolving 
nationally, including the national end of life strategy and the NICE Quality Care Standard 
2012.  We looked at local end of life pathways and assessed what gaps there were in 
services and what the barriers were to their implementation.  Following this, we held a 
series of stakeholder events, involving patients and carers, and from this we identified three 
work streams to achieve our aims: 
 

 Development of electronic palliative care co-ordination system (EPaCCS); initially we 
knew that we needed to set up a system with a central electronic register of patients 
thought to be in their last year of life as this information was not held anywhere - if we did 
not know who needed the service, how could we offer them appropriate support?   
 
After discussions with our electronic patient record system developer, TPP, regarding 
SystmOne and its potential to support our EPaCCS, we agreed to use the SystmOne unit 
already being used by the telemedicine service to hold key information, including future 
care wishes of these patients, in a template within the electronic records of these patients.  
This can be accessed by Gold Line and community staff, as well as GPs and district 
nurses.  We also recognised that having a complete set of data identifying patients in their 
last year of life, and their wishes, across the district had the potential to provide valuable 
information for strategic planning. 
 

 
 

 Communication Skills Training; quite early in the project we identified a need to train 
healthcare professionals to be competent and feel confident in having sensitive 
conversations with patients identified in their last year of life.  This enabled staff to start 
conversations around death and dying with patients and to deal with patients or carers in 
distress.  We spent time discussing how to provide this at scale across organisations in 
primary and secondary health and social care.   
 
As we were beginning to feel overwhelmed by the expanding scope of the project and did not 
have the resources to design and offer this training, we decided to use a proven 
communications tool, SAGE & THYME®, which we hoped would support professionals in 
these types of conversations.  One of the biggest barriers to achieving this was believed to 
be for staff to be released to attend training.  This was resolved by agreeing to provide 
backfill funding.  However, this funding has hardly been called upon. 
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 Helpline Service (Gold Line); our original plan was to provide a telemedicine service for 
patients identified as approaching the end of their life so they could connect remotely for 
face-to-face consultations.  This has been developed and is offered to some patients 
approaching their last weeks/days of life.   
 
However, following changes to the 111 service, it became clear that, patients in their last 
year of life needed access to a dedicated helpline that could provide a single point of contact 
where staff had access to patients’ records and were knowledgeable about palliative care.   
 
The principle that a patient or carer should just make one call was important to maintain as 
our patient and carer representatives rated this as a very important feature of any service.  A 
24-hours-a-day, seven days a week telephone support line for patients identified to be in 
their last 12 months of life (and their carers) was developed and provided by the Digital Care 
Hub based at Airedale Hospital.   
 
 

 
 
 
Following the initial implementation of the service for Airedale Wharfedale and Craven 
patients, the service was quickly commissioned, as a pilot, by both Bradford District and 
Bradford City Clinical Commissioning Groups as they believed that this was a service that 
their patients would also benefit from.  
 
In parallel with this work, a seven day specialist palliative care service delivered by specialist 
palliative care nurses was commissioned as a pilot.  These nurses operated from and were 
able to provide specialist support to the Digital Care Hub.  This was particularly important in 
the first few months of the Gold Line service as it provided support and training to the general 
nursing staff.  
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2.3 Who was involved in the project and how were those 
relationships managed? 
 

We had representation from all key stakeholder organisations, both those involved in the 

project directly or those which the scheme could have an impact on.  We feel a particular 

strength of the programme was the level of patient and carer engagement and a number of 

patient and carer representatives remained heavily involved throughout the work.  Their 

input was crucial as it provided an insight into the experience of care at this last stage of life, 

and enabled them to describe their priorities for care and support.  They also provided 

opinion on the usability of technology and were instrumental in designing the Gold Line. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
We were mindful that the patients and carers who took part in the project were themselves 
vulnerable and so our patient experience lead continued to take account of this as the 
project progressed.  Members of the project team regularly kept in touch with the patients 
and carers to check if they were able to continue to be involved in the project.  
 
Due to the nature of the project gaining stakeholder support was not difficult.  As well as it 
being a key part of services they provided most people could relate on a personal level to 
the importance of providing the best care at this time in someone’s life.  However, ensuring 
stakeholders were kept fully informed was challenging as messages needed to be open and 
informative whilst being appropriate for the audience.  To support this, two overarching 
project group meetings were arranged each month.  One to support the strategy and 
direction of the project and the other to focus on operational delivery. 
 
Our clinical lead took the role as chair which worked well as our consultants for palliative 
care work between the hospital, hospice and community and so could see risks and 
opportunities from more than one point of view.  This also gave credibility to the project with 
other clinicians.  We had a communications plan underpinning the project, whic looked at 
engagement of stakeholders and potential clinical referrers and was a key enabler.  
 
Stakeholder and partner engagement, team development and peer sharing were further 
enabled through The Health Foundation events facilitated by Tavistock Consulting.  Project 
team development was also supported by The Health Foundation through Sue Machell 
(Tavistock Consulting), together with a communications team review workshop facilitated by 
Susannah Randall (Randall Fox Communications).  Although these events were initially 
viewed with some scepticism we found them useful and recognised they added value.  
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3 Impact   
Section 3 - Impact 

  

“…my records are all there in front of them  
so they know who I am, they know what I’m 

on, they know what I take. I don’t have to 
explain it to every single person I speak to,  

they already know” 
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3.1 What has our project delivered - what difference has it made and in 
what ways? 
 
Our project has provided high quality, coordinated care for a large number of people facing 
the last year of their lives, and their carers.   
 
As part of our evaluation, we commissioned two independent reports, one qualitative and 
one economic, to assess the impact of the project.  The qualitative report has been 
extremely encouraging.  A number of patients and carers were interviewed by an external 
team for the qualitative evaluation, with comments such as:  
 

“…I think there is initial help there, it does calm you 
down a bit because you know that  

somebody’s there...” 
 

“…Day, night whatever.  Even if I just feel a bit 
depressed and I just want somebody to talk to,  
you know, living on my own.  I’ll ring them and  

it’s just good to talk to them, you know...” 
 
One carer wrote to The Guardian about the support he and his partner received in her last 
few days and hours.  He also commented on the support he received when his partner 
passed away and how this had helped him and his children to cope after her death.  A copy 
of his letter is shown in section 5.  He has been a great advocate of the Gold Line service 
and also agreed to work with The Health Foundation on a short film produced about our 
service and his families’ experience of it, which can be viewed at 
http://www.health.org.uk/gold-line. 
 
The qualitative report shows that the Gold Line service has improved the support of both 
patients and carers enabling their care and death to be more aligned with their wishes.  
One carer stated that at first keeping health professionals out of the family home and 
maintaining normality had been very important.  But as his wife deteriorated, and on the 
day before she died, he contacted Gold Line. 
 

“…I rang the Gold Line and said thank you for 
leaving us alone but we need you now and they 

came with a GP and they upped the levels of 
whatever pain relief she was having and helped her 

to be more comfortable for the last few hours…” 
 
Others agreed that they supported the Gold Line service not intruding until called in by the 
carer or patient was an important aspect of the service, as was their availability to do this at 
short notice, 24/7, when required.  However, in some instances, there had been a 
significantly increased ability to care for a patient at home by use of the iPad.  One carer 
with speech difficulties was able to care for her husband at home for longer as she was 
able to write messages to the Gold Line nurses, hold them up to the screen and then show 
the nurses her husband so that they could give direction and advice to her.   

http://www.health.org.uk/gold-line
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The qualitative evaluation also highlighted that not all patients and carers wanted face-to-face 
contact and some preferred the privacy of a telephone line.  Patients and carers did 
acknowledge that if their situation had been different they could imagine using the iPad. 
 

 
 
Having to tell their story ‘over and over again’ has been described by carers as one of the 
most draining parts of caring for someone in the last year of their life.  The electronic register 
set up via this project has enabled access to community records by hospital staff, GPs and 
community nurses so that they can give advice and treatment when required, without the 
patient or carer having to give their details to a number of different people. 
 

3.2  What outcomes have you seen, include any wider evidence 
of impact? 
   
Improvements / changes in clinical practice 
The electronic palliative care co-ordination system (EPaCCs) is now established across the 
district in primary, secondary and out of hours services.  We are one of only a small number 
of sites across England and Wales who have established an EPaCCS which is in clinical 
use.  Sharing of this key information has directly affected patient care decisions made by 
clinical teams and use of the EPaCCS also means we are building a better picture of the 
care choices of people in the last year of their lives, which we will be able to use going 
forward in strategic planning and service developments. 
 
When EPaCCS is used it removes the requirement of patients and carers to keep ‘telling 
their story’ and giving the same information to numerous healthcare professionals – 
something that our patient and carers were very keen to avoid.  Our feedback from patient 
and carer experience is that the service they receive feels more seamless and easier to 
access. 
 
We have seen the caseload of the Gold Line continue to grow as referring professionals feel 
more confident in the service it provides.  This has given further incentives to them to have 
those difficult conversations with patients who are approaching the last year of their life and 
discuss care choices and support, which now includes the Gold Line service. 
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Patients supported by the Gold Line service are much less likely to die in hospital – only 14% 
of patients receiving the Gold Line service who died in 2013/14 died in hospital compared to 
local figures of between 36-50% for all deaths and a national figure of 48.3%.  We also know 
that 41% of deaths of those on the Gold Line occurred at home compared to local figures of 
20-22% (see Appendix 2). 
 

 
 
Improvements in End of Life care 
Our local service lead evaluation strongly suggests a reduction in hospital inpatient 
admissions and A&E attendances.  The economic evaluation reports that patients receiving 
interventions through the Gold Line experienced fewer non-elective admissions.  Compared 
to the baseline of patients there were 129 non-elective admissions compared to 167.  This 
equated to a 23% reduction in admissions equivalent to a reduction in 390 bed days.  Whilst 
interpretation of these findings needs to be cautious, there is a discernible reduction in the 
number of admissions between the baseline and comparator groups, suggesting that 
patients who have been given access to the Gold Line had fewer non-elective admissions. 
 
Patients thought to be within their last 12 months of life have been assisted to remain at their 
preferred place of care for longer and then either remain there or be transferred to their 
preferred place of death.  Patients and carers have felt supported by the Gold Line nurses, 
not just by providing information or arranging for a GP or a nurse to visit but also emotionally 
supported at a very difficult time.  These patients and carers are very vulnerable and so a 
holistic approach to this type of care has been of immense benefit, both whilst the patient is 
being cared for, and after the patient has died.  Carers have suggested that the support they 
received during the patients last few weeks, days and hours has enabled them to cope with 
the grieving process better. 
 
Changes in commissioning  
Three of our local Clinical Commissioning Groups (CCGs) have included the Gold Line 
service within their commissioning agreement as they can see there is a clear benefit to the 
patients that have been registered on the Gold Line. 
 
Changes in behaviour/practice of staff  
Over 350 staff and volunteers have received training on how to support patients and carers in 
distress.  This training has increased their level of confidence in supporting people in distress 
and they have reported using this approach with people near the end of their life and their 
carers.  The staff who attended the training have not been just clinical staff but also support 
staff, domestic staff and volunteers from a number of local organisations. 
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3.3 How did you measure and evaluate the impact and 
outcomes of your project? 
 

In the early stages of the bid, there were a number of measures identified for our cohort of 

patients including: 

 

 Reduction of admissions to hospital in the last year of life; 

 Reduction in bed days in hospital in the last year of life; 

 Reduction in A&E attendances; 

 Reduction in GP and community nursing team visits; 

 Increased number of patients dying in their preferred place;and 

 Increased patient satisfaction with the quality and coordination of their care. 
 
When we started to look at how to evaluate the data we felt that this would not be too 
challenging as we would be able to take data from the system and, as all local healthcare 
providers fed into this system, this would make the task easier.   
 
However, in practice this was not the case.  Although the system is the same, each care 
provider had their own ‘module’ on the system and so we were unable to access some of 
the data, such as GP and district nurse call out information.  Unfortunately, we have not 
been able to robustly evaluate this element of the data to see if there had been a reduction 
in the number of GP and district nurse callouts. 
 
Instead, we decided to design our own data collection tool.  Although this was only a 
guide, we asked the nurses taking the call to used their clinical judgement and experience 
to gauge the call and estimate what the patient or carer would have done, had they not 
been able to call Gold Line.  These results are subjective but would suggest that in a 12 
month period, 438 GP visits and 228 community nurse visits were avoided by the 
intervention of Gold Line. 

 

3.4 What has your project added to the discussion or evidence 
base for corporate and clinical teams working together in 
improvement? 
 
Our project focussed on improving care for patients in the last year of their lives.  Working 
together on such an emotive project brought people closer together as we could all relate to 
the project, whether in a professional or personal capacity.  This particularly helped 
colleagues from corporate services who are not usually as closely involved in patient care. 
 
A number of the team had suffered bereavements and one of the team was going through 
caring for a close relative in the last months of their life through the implementation phase of 
the project.  As a result, working on the project could sometimes be difficult and emotionally 
draining.  However, as a team, this also united us and made us determined to deliver each 
of our three goals. 
The corporate functions within our project team consisted of our executive director, financial 
accountant, our communications team and our project manager, who all brought a different 
view point to the project.  They were responsible for supporting the clinical team by helping 
them turn their ideas into operational processes in the smoothest way, within budget and 
within agreed timescales. 
 
Working on the project together has greatly enhanced relationships and understanding of 
other peoples’ roles.  We have taken time to reflect on how well we worked as a team and 



 
20 

 

 

 

learnt how best to communicate and motivate each other.  These better working 
relationships have outlived the life cycle of the programme and have gone on to enhance 
other work. 
 
One example was communication. Our corporate colleagues quickly that communicating 
with clinicians could sometimes be better by email as this allowed them the flexibility to 
respond when they were available and not seeing patients.  
 
It was important that our clinical teams understood what the Gold Line service was offering 
and that its aim was to enhance care for patients and not to replace existing services.  We 
wanted to ensure they saw the service as a benefit and not a threat and having and 
maintaining strong working relationships was key to achieving this.  We also found that 
having clinical team project members from different organisations and job roles helped to do 
this.  It allowed them to challenge each other as peers and to influence a number of different 
clinical perspectives when necessary.  Involving practitioner’s in the project team who had a 
good understanding of existing gaps and potential real benefits of this service supported 
this. 
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4 Learning and challenges 
  

“…Using the telephone to assess / support 
patients is a new ways of working for me, 
very different from my hands on role as a 

district nurse, but the basics are the same – 
to help that person at that time…” 
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4.1  What have we learned throughout our project?  
 

We hoped to improve the care patients and their families receive when they are in the last 

12 months of their lives by enabling them to spend more time at home rather than in 

hospital and by supporting them to die in a place of their choosing, where it is safe to do 

so.  We believe we have been able to achieve this for the majority of people who use the 

Gold Line service. 

 

The map below represents the journey that the team took throughout the project.  The 

colours represent the people who were involved at each step and the symbols are shown 

at the bottom right of the picture.  

 

 
 

In our experience of working on this project, a number of factors contributed to the positive 

feedback we have received from many users of the new Gold Line service. 
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As our project manager had worked on a number of different healthcare projects before 

moving onto our project, we asked her to explain what her learning from the project would 

be and here is her response. 
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We also asked one of the Gold Line nurses to explain her motivation around why she 

chose to work on Gold Line rather than a more traditional ‘hands on’ role and here is what 

she wrote. 

 

 
 

Our project team included a number of colleagues who had experienced personal loss and 

as such, the level of passion and commitment has been unparalleled.  This has clearly 

been a factor that has driven this project from strength to strength.  However, there also 

have been obstacles throughout the project and these have taken some overcoming. 

  

Before the Gold Line service was launched we spent time meeting with and talking to 

various clinical teams who were likely to have patients who it would be appropriate to refer 

to the Gold Line.  One of these groups was the oncology team.   

 

There was concern from within the oncology teams about an increased risk to patients on 

chemotherapy being referred to the service.  The oncology team already had a 

chemotherapy telephone helpline for patients currently receiving chemotherapy – which 

aims to reduce the risks of harm from chemotherapy treatment by early intervention.  A 

significant number of patients receiving chemotherapy are also in their last year of life and 

so could potentially be offered support through the Gold Line.  The oncologists felt that: 

 

 Having two helplines would confuse and fragment the service for patients on 
chemotherapy; and 
 

 That the team supporting the Gold Line may not recognise the risk of harm from 
chemotherapy and so would not escalate care appropriately. 
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Despite our best efforts, it was difficult to reassure the oncology service, particularly as the 

Gold Line service was not yet launched.  This lead to us changing our patient information 

to encourage patients on chemotherapy to call the helpline first.  Although this meant the 

message for health care professionals was not simple it was important to resond to the 

teams concerns.  The nursing staff at the Digital Care Hub were required to direct any call 

from a patient on chemotherapy straight through to the oncology help line. 

 

Once the Gold Line had been running for a year, we were able to present the outcome 

data to the oncologists who were reassured of the safety and quality of the service and 

have now approached the Gold Line to look at ensuring they are identifying appropriate 

patients for the service.  In addition, we are now exploring if the Gold Line team could 

provide the chemotherapy helpline for all of their patients.  This has the potential to 

provide a more seamless care approach for these patients. 

 

4.2 What were the unintended consequences and side effects 
of our project? 
 

There have been a number of unintended consequences or side effects such as: 

 

 As Gold Line registration has been directly linked to patients being registered on the 

Gold Standard Framework (GSF) this has encouraged GPs and other appropriate 

health care professionals to identify, talk to and add more patients onto the GSF. This 

increases the quality of patient care planning in addition to the benefit of the Gold Line 

service;  

 Gold Line has raised the end of life care profile within the area and has encouraged 

advance care planning conversations with patients and carers; 

 We are beginning to see a culture shift within health care towards recognising the 

value of care planning in terms of its impact on reducing crisis situations;  

 We are starting to attract interest from other national priorities such as the national 

Frailty Index, recognising that many patients with complex needs could benefit from a 

care planning approach with out of hours care provision different to that provided by 

111;  

 National recognition in winning the BMJ award palliative care team of the year; 

 This has showcased the benefits of caring differently for vulnerable patients and as a 

result, the CCG are planning to expand the service to support the top 3-5% of people 

with complex needs within our community; 

 It became apparent early in the project that increasing call volumes may mean that a 

call management system may be required for governance purposes. As the volumes 

increase the need for a call management system became more urgent and the system 

was put in place at the beginning of 2015. The benefit has been felt throughout the 

Digital Care Hub and all patients are now aware that a nurse will be with them shortly, 

even if they are on another call. There is an option to leave a message if that is 

preferred and the nurse is notified a caller has left a message; 

 An additional benefit that was unexpected was a request received from the Health 

Foundation to make a short film about our project. This was very unexpected and the 

film was launched in November 2015 with excellent reviews; and 

 One of the reasons we were able to develop the Gold Line was that there was already 

an infrastructure in place at Airedale Hospital. The Digital Care Hub was already in 

existence and taking calls from care homes and other patients at home with long term 
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conditions. The fact that there are several projects all serviced from the same Digital 

Care Hub has shared the costs across these projects; possibly none could exist 

without the others. Each of the projects have also worked synergistically with the 

others as they have developed. 

 

4.3 In what ways would our intervention be useful or 
replicable for people working in another context? 
 

In our experience there are a number of areas we would recommend future projects 

should focus on. 

 

Take time to plan and design 

One key element the project team learnt is the importance of taking time to scope the 

need as well as planning and designing the project.  Unfortunately, many projects are 

rushed in the planning stage and do not have chance to actually take time to think about 

what changes would have the most beneficial impact on the service, and what measures 

will be in place to show if this change has been of benefit or not. 

 

Also, a strong executive lead and dedicated clinical leadership has been critical to the 

success of this project.  Strong executive support has allowed the delivery of this project 

to run a lot more smoothly than other projects and the clinical leads have increased the 

ability to gain clinician support from the outset. 

 

Secured project management time has ensured that this project has not stalled and has 

allowed the project team the ability to know that there is one point of contact to chase for 

action and decisions and that the team will be accountable regarding actions, at each 

meeting.  

 

Patient and carer representation has ensured that we have fully considered these 

perspectives and that we are fully aware of the impact this project could have on patients 

and carers lives.  It has focused our efforts on delivering a service that not only supports 

clinicians but delivers the original goal of supporting patients identified to potentially be in 

their last 12 months of their life, to live in their preferred place and care and to die with 

dignity. 

 

Engaging with the most appropriate technical partner has also meant that the project 

could offer the most suitable use of up-to-date technology possible for maximum impact 

and ease of use for the patients and carers. 

 

Finally a shared IT system across primary and secondary care is a major enabler for 

joined up care. 
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4.4 What are our reflections based on our project on how 
change happens, new models of care and evaluating 
complex change? 

 
This project was successful because it had all the essential ingredients: 

 

 A shared purpose across a committed team of people with energy and drive for 

change 

 Commissioner support  

 Resources to provide people with support, time and space to be creative and design 

the changes 

 Time to reflect 

 Patient and family engagement and feedback throughout 

 Strong clinical leadership throughout 

 Professional project management 

 Executive sponsorship 

 Expert facilitation 

 Technology enablers 

 Independent evaluation 

 Well developed education and training tools   

 
The project goals and aims were compelling and touched everyone – you only have one 
chance to get end of life care and support right. 
 
Our model of care grew from patient, carer and clinician feedback – taking our lead from 
them meant the model of care emerged in response to need. We took a Plan Do Study Act 
(PDSA) approach to change - refining and flexing along the way. 
 
Robust evaluation takes time – it has proven more difficult than we thought to access the 
data we required   
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5 Embed and spread 

  

“…I can see just how hard it is to get all of 
those different services to point at one 

person.  I don’t know how many they had 
on the go at one time.  And yet to me it felt 

like everything was focused on us and to 
achieve that is quite extraordinary…” 
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5.1 In what ways has our intervention(s) been sustained? 
 
As patient and partner feedback about the service has been so positive, we believe that the 
Gold Line service will be sustained in our locality and also developed for other areas and 
other patient groups. 
 
Our independent economic evaluation has concluded that the Gold Line, and the Shared 
Purpose project as a whole, has been successful in providing support to patients and also 
potentially avoiding admissions to hospital and recommends that we continue to provide the 
Gold Line service for our local community.   
 
Involving patients, carers, key stakeholders and clinical and corporate teams from the start 
will be a key aspect for other areas looking to develop a similar service.   
 
There are a number of options to spreading this service, including:  
 

 We are looking into whether the service could support different patient groups e.g. frail 
elderly, long term conditions. We are currently working with Professor John Young, the 
national frailty lead to explore this further;  

 We are working with our Clinical Commissioning Group (CCG) to expand the Gold Line 
service model to the top 3-5% of people with the most complex care needs;  

 We are talking to several other CCGs about the service, either to support them to 
develop their own service or possibly to be commissioned to provide this for them; and 

 We may have the opportunity to spread the service through our Enhanced Health in 
Care Homes Vanguard   

 
One of the risks to expanding the service would be that the patient base would increase 
considerably and there is a risk of losing the ability to connect with the patients and carers 
who currently feel that there is a friendly person at the end of the line who they get used to 
speaking to.  However as a key part of this relationship was that patients and carers did not 
have the repeat their story, access to their future care wishes of these patients, in a template 
within their electronic records which can be accessed by Gold Line and community staff, as 
well as GPs and district nurses should help to support this..   
 
There is an option of working with other healthcare providers nationally to deliver Gold Line 
services. This could be to increase the nursing team in the Digital Care Hub and deliver a 
support service to those providers’ patients but from Airedale Hospital and link in with their 
community services and GPs directly which could have the same potential issues as the local 
spread. The other option for national spread is to support other healthcare providers on a 
consultation basis. This would mean that we support the implementation of a Shared Purpose 
project within their area, with their own project team and give guidance on how we did this in 
our area and how this could be replicated in their area. 
 
We have been awarded a spread and embed grant from the Health Foundation. This will 
enable more support and training within the Bradford CCGs as these areas are not showing 
as large a percentage of patients registered on Gold Line as AWC CCG. We should be made 
aware of the outcome of this bid process shortly.  The funds would be used to deliver 
roadshow style support to the GP practices to encourage referral and registration to Gold 
Line and GSF and would enable more training for GP staff and a specially designed training 
programme for clinicians supporting patients in their last year of life.    
 
We are already being approached to look at delivery of Gold Line in other specialties 
and other local areas. 
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5.2 What success have we had to date in spreading and 
publicising our work, what are our future plans in this 
area? 

 
Shared Purpose and Gold Line has attracted a lot of interest from Trusts and partners 
both locally and nationally and a number of articles have been published in various 
newspapers, including a letter written to The Guardian by a carer who lost his partner 
in a very short space of time.  See below  
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This highlights how the Gold Line supported all members of their family at the worst 
time of their lives.  The letter shows the positive impact that the Gold Line service can 
have for patients and their families.  The Digital Care Hub receive numerous letters 
and thank you cards from relatives who have used the service.  
 
The Digital Care Hub as a whole, which Gold Line is part of, has recently been 
mentioned in NHS England’s Five Year Forward View and this has again, attracted a 
number of colleagues in other healthcare providers requesting an opportunity to come 
and visit the Digital Care Hub to see how this service is delivered. 

 
The Gold Line service also featured in our successful Airedale & Partners enhanced 
health in care homes Vanguard application as part of the national Five Year Forward 
View new models of care programme. 
 
Two junior doctors specialising Palliative Medicine have requested our agreement to 
publish a journal article around Gold Line and this agreement has been given, with an 
understanding that the Trust may have sight of the article prior to publication. This has 
been submitted to the BMJ, Supportive and Palliative Care Journal. 
 
At the 2015 BMJ Awards, our team were awarded the Palliative Care Team of the 
Year which again has given more opportunity for discussion around our project. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Health Foundation has commissioned a short film about our service (and a small 
number of other Health Foundation funded projects). We organised a launch of the 
film in our local cinema at the end of November where over 150 people attended. The 
film can be viewed at http://www.health.org.uk/gold-line. 

 

http://www.health.org.uk/gold-line
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We have presented at a number of local, regional and national learning and service 
improvement events. 
 
At the 2015 International Forum in Quality and Safety held in London, we were 
successful in our application to display a poster about our project. Our poster was one 
of only four posters looking at care options at the end of patients’ lives. There was a 
lot of interest from a lot of international colleagues and Simon Stevens mentioned our 
Digital Care Hub at the end of his presentation when he was answering questions 
from the audience. 
 
This poster was also displayed at the North East Transformation System summer 
conference and our Project Manager presented at table-top sessions at the event. 

 

 
 

The Gold Line service also won a Pride of Airedale Award at Airedale NHS 
Foundation Trust’s first annual Pride of Airedale awards held earlier this year. 
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Appendix 1: Supporting evidence 

Please append any further information and data that you see as evidence supporting the 

findings of your end of implementation report. For example, this could include any materials 

created as part of your work. 

 

Additional resources help the Health Foundation to really understand your approach and to 

promote it to the wider world, for example, government, patient organisations and 

professional bodies. Information could include: 

 

 Patient information leaflets 

 Copies of presentations – internal and external 

 Reports, articles, blogs and posters 

 Training materials 

 Press cuttings 

 Board papers 

 Marketing materials 

 
Appendix 1 (a & b) – Gold Line Patient Information Leaflet & Feedback Questionnaire  

Appendix 1 (c) – SAGE & THYME® Facilitator Presentation 

Appendix 1 (d) – Knowledge Capture Presentation 

Appendix 1 (e) – Bringing Healthcare Home Poster 

Appendix 1 (f) – The Gold Line Poster 

 

Appendix 2: Local evaluation 

Please provide any available information on your local evaluation, such as an interim or 

final report, as available. 
 

Appendix 2 (a) – Gold Line Service Local Evaluation 

Appendix 2 (b) – SAGE & THYME® Local Evaluation 

Appendix 2 (c) – Gold Line Qualitative Evaluation  

Appendix 2 (d) – Gold Line Quantitative Evaluation (interim as final being reviewed) 

Appendix 2 (e) – Current Financial Report 

 


