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Reviewer comments: This is an interesting article. It adds to the knowledge that having a discharge co-ordinating team makes it easier for people to be discharged with more support and to the place of their choice. Comments have been made in the article. In addition, the following points need consideration:

· There is no mention of family support /circumstances of the patients who were / were not discharged, and did/did not achieve their PPC. I think this is important, especially with regard to future demographic trends of smaller families, with different generations perhaps not living close by and not being so 'hands on' in their support. Does the support of family/friends influence the achievement of discharge from hospital at the end of life? comment inserted in discussion
· The point about which team processes the applications for continuing care (either the CHC or PCSWT) merits further discussion and future work, as the 'average' times were 5.5 days and 0.82 days — at the end of life, those 5 extra days could be crucial. We think this is addressed in the discussion following the result.
· The audit was about discharge from hospital - it doesn't discuss whether patients who were discharged stayed in their discharge location, and what problems were encountered, if any, at this location in relation to it being their PPC, and whether they then died in the PPC. Even though this wasn’t examined in this study it needs to be acknowledged that successful discharge from hospital is much more than getting the patient out of the door of the hospital — perhaps in the discussion and also as a recommendation for future research. Addressed within the point raised about the difference between ppc and preferred place of death.
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Key points 
· Preferred place of care [Q5: See above query] is a quality benchmark of end-of-life care, but many people die in a place other than their chosen location.

· Much has been written about where people wish to die and the factors influencing their choice, but much less is known about how this can be achieved. 

· A designated, end-of-life hospital discharge team, consisting of practitioners with knowledge of community services, can positively influence the rapid achievement of preferred place of care.
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[Abstract] Achievement of a person’s preferences for end-of-life care is a moral and policy imperative. [Q7: This statement needs a bit of explaining] It is morally important as it demonstrates respect for people’s end of life choices and a policy imperative because it is recognized that many people die do not die in the place of their choice. Much has been written about the factors influencing preferred place of care and where people die. Little attention has been paid to which interventions enhance achievement of preferred place of care. This article reports on an audit assessing the impact of the interventions of an acute hospital discharge team on the achievement of preferred place of care for a consecutive sample of 39 people, referred at the end of life, over a 3-month period. All but three people achieved their preferred place of care. The results compare very favorably with studies assessing success in achieving preferred and actual place of end-of-life care. Key to the success of this intervention was the discharge team members’ knowledge of community services, imparted during conversations with patients and their families. Conflicts of interest: [Q8: Please state] No conflicts of interest 
The End of Life Care Strategy (Department of Health (DH), 2008) promotes high-quality care for all adults at the end of life. One of the priorities identified within this report is for people’s end-of-life care (EoLC) priorities to be identified and achieved where possible. One of these priorities is where someone would like to be cared for at the end of their life, their preferred place of care (PPC). A recent review by Southampton City Primary Care Trust (NHS Southampton City, 2008), identified that some patients were unable to access their preferred place of care following hospital admission at the end of life. This issue was addressed by the development of a dedicated, hospital discharge team. This team consists of experienced community and hospital nurses (hospital discharge team nurses — HDTNs). The key focus of the HDTNs is to reduce the factors that limit access to preferred place of care (PPC) following acute hospital admission. 
The HDTNs are part of a multidisciplinary and multiorganisational hospital discharge team; consisting of nurses with community and acute care experience employed by NHS Southampton City and social workers and care managers employed by Southampton City Council. One of the objectives of the discharge team is: 

· To manage continuing healthcare, fast-tracking funding applications within the acute hospital setting
· To facilitate discussion of PPC and ensure the patient has options and makes an informed choice
· To collaborate with multidisciplinary teams within the acute hospital setting

· To maintain close links with community nursing teams within the city
· To develop the knowledge of clinical staff members on EoLC services available in the community.
Preferred place of care (PPC)
Most people are able to identify the location in which would like to receive care at the end of life, although this is not so much a clear-cut choice as a leaning towards a particular option, given deteriorating health and family circumstances (Thomas et al, 2004; McCall and Rice, 2005). Thus, PPC is not a stable construct, but one that changes with a person’s condition (McCall and Rice, 2005). Some evidence exists that for certain people, their PPC is the acute hospital (Thomas et al 2004). However, evidence also suggests that the majority of people prefer to die at home, or in an alternative setting such as a nursing home or hospice (Thomas et al, 2004). 

There is a growing body of research demonstrating that patients only have a fair chance of achieving PPC (Bell et al, 2009). Achievement of PPC varies across studies, ranging from 30%–90% (Bell et al, 2009). Within this body of research studies examining achievement of PPC for people transferring from acute hospital are scarce. A The literature search review conducted by Bell et al highlighted two exceptions. [Q12: What was your literature search strategy? Data bases, restrictions, inclusion/exclusion criteria etc.] 

Dunlop et al (1989) examined the outcome of 160 people in the care of a hospital palliative care team. A total of 71% of this sample achieved their PPC. Hsieh et al (2007) examined the achievement of PPC for 46 people in the care of a Taiwan-based hospital palliative care team. Forty-three per cent of this sample achieved their PPC. However, while these studies provide a baseline comparison, the findings are not likely to be directly comparable with the results of this current study. This is due to changes in UK care funding introduced since Dunlop et al’s study was undertaken and differing health care and cultural influences, which underpin Hsieh et al’s study. 

Explaining the discrepancy between PPC and actual place of care is complex. Following a systematic review of the literature, Gomes and Higginson (2006) offered a model to account for various factors involved. They argued that actual place of death for people with cancer is influenced by individual illness and environmental factors. Murray et al (2009) found similar results in a systematic review of factors influencing all places of death. They suggest that environmental factors, such as funding and bed availability, are likely to be most influential. These findings were confirmed in a study of older people’s PPC (Duke and Wilson, 2007).   
Discharge planning is complex. It depends on careful coordination and communication between acute and community services (Payne et al, 2002). Where interventions have been designed to enhance coordination the PPC and actual place of care has improved (Leff et al, 2000). This audit evaluates such an intervention, i.e. aspects of the HDTN service concerned with discharge at the end of life. 
Methodology

Aim

To assess the effectiveness of the HDTNs in achievement of PPC for people admitted to an acute hospital. 

Method 
An audit was undertaken of all referrals to HDTNs, over a 3-month period, from May to July 2009. Data collection was informed by those factors identified above as influencing PPC: clinical condition of patient; primary diagnosis;  equipment provision; and source of referral. [Q17: At what point during the audit? The data was collected throughout the period the patient’s discharge was being managed by HDTN when Continuing Health Care Fast Track funding was needed for care.
Analysis

Collected data were entered onto an Excel spreadsheet and analysed using Cohen’s Kappa statistic to test for concordance – the degree to which preferred place of care was achieved. In a recent methodological review Bell et al (2009), advised using this test to enable comparison across papers assessing the relationship between  PPC and actual place of care Preferred place of care was defined as the choice made by the patient, or their appointed power of attorney following intervention from the HDTNs regarding the services available to meet their needs in different care locations. 
Sample

All patients referred for EoLC discharge planning, over the 3-month audit period, were included. Forty-one people were referred. One of these referrals did not meet the referral criteria. The data were incomplete for another person and so these referrals were not included in the results. Of the remaining 39 people, two-thirds were female and two-thirds had a non-cancer illness. The mean age of those referred was 77 years (Table 1). Those people who required hospice care are not included in these results, because the hospital palliative care team managed these transfers.

Referrals came from seven different sources (Figure 1). Ward teams made most of the referrals. This is likely to be a result of education and team building provided by HDTNs. Another important source of referrals was the hospital palliative care team. (HDTNs attend the weekly palliative care team meeting and therefore know for whom discharge planning is commencing.) The specialties from which referrals were made were predominantly oncology and elderly care (Figure 2). 

Intervention: the hospital discharge team nurses (HDTNs)
The HDTNs aimed to see the patients on the day of referral to the team. This was achieved for 52% of the sample (Figure 3). If this was not possible, information was obtained to ascertain the medical condition of patient to allow prioritization of patients seen on that day. When patients were not seen on day of referral, it was due to the time of day at which the referral was made, weekend referral, staffing levels and pressure of discharge team caseload. The number of visits per person required for discussion and organisation of PPC varied according to preferred care location. On average, 4.75 visits were required to achieve nursing home discharge and 6.5 visits were required for home discharge (Table 2). 

[A head] Results

[B head] Preferred place of care (PPC)
On initial contact with patients, their PPC was ascertained where appropriate. In some cases this had been recorded previously in the medical notes during the current hospital admission. No one had an advance care plan in place to identify PPC. In some instances, where ‘nursing home’ was recorded as PPC by the ward clinical staff, this was subsequently changed to ‘home’, following provision of information by the HDTN regarding EoLC support available at home. Both ward clinical staff and patients stated that they were unaware of the services available within the community for EoLC at home. In some cases the PPC was determined on the initial visit. However, other patients and relatives required several visits to explore available options before deciding PPC. Two patients changed their PPC from home, during discharge team input. One person changed to hospital as PPC and one to nursing home. 

It was not possible to ascertain the PPC for eight patients. Four were unable to make their wishes known and were assessed as not having the mental capacity to make this decision. Of these, two had a lasting power of attorney (LPA) in place. However, PPC was not stated in the document and no advance care plan was recorded. In these cases the relative with LPA chose ‘nursing home’ as PPC. Two patients did not have an LPA or an advance care plan in place. In these cases, nursing home was deemed most appropriate by the next of kin. The other four patients, due to the stage of their disease, remained in the hospital setting for the following reasons:

· 24-hour care was required at home. However, as they lived in a one-bedroom flat, it was not possible to accommodate a carer

· A change in care environment from residential to nursing home was required to meet their needs and it was felt inappropriate to discharge them to an unfamiliar nursing home environment given their expected short life expectancy.

In summary, 21 patients identified home as their PPC, 12 identified nursing home as their PPC and six wanted to stay in hospital (figure 4). The choice of hospital was directly related to a person’s clinical condition. The six people who selected hospital as their PPC were rapidly deteriorating or dying when asked. It was deemed inappropriate to move them to an unfamiliar environment. 
[B head] Achievement of PPC

All but three people achieved their PPC — all those for whom nursing home and hospital was the PPC and 18 out of 21 of those where home was the PPC. The overall concordance for these results, using Cohen’s Kappa statistic, was 0.8762 (SE 0.0687, CI 0.7416–1) (Table 3). When the concordance for PPC was calculated, using our definition of PPC being a person’s choice or that of their appointed person with LPA, following advice about services available to meet their needs in available locations, the proportion of people achieving their choice and the concordance was a little lower (Kappa 0.6507 (SE 0.1021, CI 0.4506–0.8508) due to the PPC being unknown for those who could not voice their choice (the two people who did not have a LPA) (Table 4). 
Factors influencing achievement of PPC
Of the three people who did not achieve home as their PPC:

· One person clinically deteriorated over the weekend when there was no HDTN on duty. If someone had been available it would have been possible rapidly to refer the patient to community nursing services for EoLC at home

· One person was in the intensive care unit and seen on the day of referral, when discharge planning had commenced. However, due to their complex clinical condition they died before discharge was achieved (2 days following referral).

· One person died waiting for a profiling bed to be available, which was required for their safe care at home. 

The time between initial visit and day of discharge varied, ranging from 1–14 days (Figure 5). Time to discharge was influenced by several factors: 

· Ongoing treatment of patient 

· Care availability 

· Weekend working (e.g. limited weekend working within the HDTNs, plus community staff accessibility and service and nursing home admission times) 

· Time to secure funding agreement for the care required 

· Equipment availability.

In addition to the one person who died waiting for a profiling bed, a further eight people experienced delays in achieving their PPC for the same reason. Six of these experienced between one and three days delay. This was because no profiling bed was available, or no delivery time was available, or both. The two remaining patients did not have data recorded regarding length of equipment delay.

Continuing healthcare funding was required to achieve the PPC of 28 people. Funding was not required for six patients who chose hospital as their PPC, or for six people who wished to receive care from their family and/or community nursing services. In NHS Southampton City, two processes are followed for Continuing Healthcare Fast Track Funding. If a patient’s PPC is a nursing home or they require 24-hour care, the PCT’s continuing healthcare (CHC) team is responsible for assessing and agreeing funding applications. If PPC is home, the palliative care support worker team (PCSW) processes the application. The PCSW team is part of the community nursing service providing community EoLC. The length of time taken for funding applications to be assessed and agreed was variable, ranging from:  

· Funding obtained on the same day as application (in nine cases) 

· Funding obtained 12 days following application 

(Figure 6) 

A mean time of 2.46 days was taken to complete this process. There was a slight difference in time taken according to the application process. When application for funding was processed by the CHC team, the average time was 5.5 days. When application for funding was processed by the PCSW team, the mean time  was 0.82 days. This difference is likely to be due to additional processes involved in identifying a care package or nursing home that formed part of the application process undertaken by the CHC team. Nevertheless, it is likely that the length of time required for funding application would increase if the team were not present in the hospital to undertake a visual patient assessment. This function enhances confidence in the appropriateness of the funding application, which otherwise would be likely to require additional discussion with ward team staff members. In addition, successful funding application took longer for those people with a non-cancer diagnosis: six of the seven people whose funding application took more than 3 days had a non-cancer diagnosis.
[A head] Discussion

This audit has demonstrated that coordination and support from a hospital-based discharge team is an effective intervention in managing and achieving PPC. The overall results of the audit compare very favourably to other studies, demonstrating better concordance than that identified in some studies  (Dunlop et al 1989; Hsieh 2007) and in the interventional study undertaken by Leff et al (2000). The results are still favorable when those who were unable to voice their PPC were included in the calculation. Overall, the HDTN service achieved good results in relation to achieving people’s PPC in a timely manner. 

The authors believe that, key to these results is the experience contributed by the nurses in the discharge team. Their knowledge of community services and relationships with community nursing teams, community matrons, case managers and social workers enhanced the effectiveness of discharge planning. This knowledge of hospital and community processes and services enabled the nurses to adopt a key-worker role. As suggested by Payne et al (2002), such practical wisdom is crucial to effective transfer of care and to address the traditional boundaries between acute and community care. 

Advance care plans were not in place for the patients in this audit. However, with the shift in balance of care towards community care, advance care planning may become more prevalent and is likely to make a positive impact on achieving PPC. The importance of advance care planning and the nomination of a LPA are underpinned in this study by those people, who were unable to state their PPC and for whom a relative needed to make or contribute to this decision. These ethical perspectives of PPC are discussed more fully by Wheatley and Baker (2007) and further support our view that achieving a person’s PPC requires expertise and sensitive management. 

Of interest, 6 (15%)of people chose to die within the hospital setting. This reinforces recent discussion that non-hospital locations may not be a PPC option for some patients (Thomas et al, 2004). It also raises questions about future modes of care provision/environment, given the changing demographics and pressure on availability of public money. In the role that family played in achieving a person’s ppc is most apparent in those people who were unable to voice their ppc. Family members provided information about an individual’s preference that otherwise would not have been known. The role of family support is well documented as being fundamental to a person being cared for in their preferred place (Leff et al, 2000). However, this was not the reason for the people in this audit dying in hospital rather than in their PPC. Rather this was due to a lack of available resources and rapid change in clinical condition. 
On a different note, it has been helpful to analyse the achievement of PPC concordance and compare our results with other studies. Although, as noted above, direct comparison with other studies is difficult given the changing contextual circumstances in which discharge planning takes place, the positive results of this audit are rewarding given the complexity of discharge planning entailed in the practice described.   It is difficult when engaged in this work on a day-to-day basis to be clear about its benefits and effectiveness. 
Recommendations

The audit supports the recommendation of continuing a hospital discharge service for people approaching the end of life, in order to facilitate achievement of PPC and that this model may be a model for other services to consider. However, it is important to remember that this study was not evaluating whether someone’s preferred place of death was achieved (whether an individual died in their preferred place) but whether on discharge they went to their preferred place for end of life care. Neither was the audit designed to assess cost effectiveness, although this is an important next step. There is some indication that the service provided added value – for example, in contributing knowledge about community services that facilitated choice and in relation to the results of other similar studies. These observations require further investigation in future research. 
Conclusion

Achieving a person’s PPC at the end of life is challenging. While there is much discussion of the factors adversely influencing place of death, there is little discussion about how to mitigate these influences. This article demonstrates that by attending to issues related to health services and processes using a designated hospital discharge team, people’s PPC at the end of life can be achieved rapidly and safely. This discharge team has helped NHS Southampton City to achieve the aim to ‘ensure people’s individual needs, priorities and preferences for end-of-life care are identified, documented, reviewed, respected and acted upon wherever possible and that the many services people need are well coordinated, so that patients receive seamless care’ (NHS Southampton City, 2008). It also answers the challenge set by Costantini (2008), in an editorial in Palliative Medicine. Costanini argues for a change in gear related to PPC, calling for interventions that positively enhance PPC rather than further reiterations of the issues that impede PPC from being achieved. We suspect other hospital discharge services are turning their attention to improving achievement of people’s PPC at the end of life and urge them to publish their experience so that a body of evidence about PPC interventions can be accumulated.
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Table 1. Demographic details of sample
	
	
	n

	Number of referrals
	May 

June 

July
	15

10

16

	Gender*
	Male

Female
	15 

24 

	Age*
	Mean

Median

Mode
	77

65

80

	Diagnosis*
	Cancer

Non-cancer
	24

15

	*Information for two people incomplete


Table 2. Number of team visits for preferred place of care location

	Preferred place of care
	Home
	Nursing home

	Average number of visits (mean)
	6.5
	4.75


Table 3. Concordance between preferred and actual place of care, including those whose preferred place of care was identified by a lasting power of attorney and family members

	
	
	Actual place of care
	

	
	
	Home
	Nursing home
	Hospital
	

	Preferred place of care
	Home
	18
	0
	3
	21

	
	Nursing home
	0
	12
	0
	12

	
	Hospital
	0
	0
	6
	6

	
	Total
	18
	12
	9
	39

	
	Kappa value: 0.8762, SE 0.0687, CI 0.7416–1


Table 4. Concordance between preferred and actual place of care, including those whose preferred place of care was identified by a lasting power of attorney (LPA), excluding those who did not have a LPA

	
	
	Actual place of care
	

	
	
	Home
	Nursing home
	Hospital
	Unknown
	

	Preferred place of care
	Home
	18
	0
	3
	0
	21

	
	Nursing home
	0
	10
	0
	0
	12

	
	Hospital
	0
	0
	2
	0
	2

	
	Unknown
	0
	2
	4
	0
	6

	
	Total
	18
	12
	9
	0
	39

	
	Kappa value: 0.6507, SE 0.1021, CI: 0.4506–0.8508


Figure 1. Sources of referral by teams.
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Figure 2. Sources of referral by specialty. A&E=accident and emergency; AMU=acute medical unit; ITU=intensive care unit
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Figure 3. Days from referral to first visit.

[Q38: Please provide numbers rather than percentages]
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Figure 4. Preferred place of care of sample.
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Figure 5. Time from referral to preferred place of care being achieved.
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Figure 6. Time taken for funding agreement. PCSW=palliative care support worker team; CHC = continuing healthcare team.
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