
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Palliative and End of Life Care 
Users, Families, Carers 

Leeds Teaching Hospital 

Primary Care 

Yorkshire Ambulance 

Service 

Leeds Palliative Care 

Network 

Medicines Management 

St Gemma's Hospice 

Sue Ryder Wheatfields 

Hospice 

Voluntary Sector Organisations 

/ User and Carer Groups 

Care Homes 

Leeds Community 

Healthcare 
Leeds City Council 

NHS Leeds Clinical 

Commissioning Group 

Leeds and York Partnership 

Foundation Trust 

Additional Services Educational Organisations 



 

Leeds and York Partnership Foundation Trust  Leeds Palliative Care Network  Leeds Community Healthcare 

Learning Disability Team  LPCN Group Members  Inclusion Team 

The Mount  Network Team  Health Case Managers 

Health Facilitation  Executive Team     - incl. new Disch Facilitators / Assessors 

Community Mental Health Teams  Winter Pressure Group  Specialist Community Services 

Chaplaincy - Pastoral, Spiritual, Religious Care  Community Flows Improvement Group     - Respiratory 

Events Team  NHS Leeds Clinical Commissioning Group     - Cardiac 

Primary care  Palliative Care     - Parkinson's 

Pharmacy  Engagement Team     - MND 

Social Prescribing  Leeds Care Records     - Movement Disorders 

Memory Support Workers  Patient Advisory Group     - Renal 

Care Coordinators  Frailty Working Group     - Community Cancer 

General Practitioners  CCG Care Homes Team     - Neurological 

Leeds General Practitioner Confederation  Independent Domiciliary Care     - Single Point of Urgent Referral 

   - CCG Primary Care Team  Continuing Healthcare     - Community Care Beds 

Local Care Direct (out of hours GP service)  Leeds City Council     - Prisons 

Allied Health Professionals  Adult Social Care  Palliative Care Team 

Advanced Care Practitioners     - Learning Disability Team     - Neighbourhood Palliative Care Leads 

Advanced Nurse Practitioners     - Social Workers     - End of Life Care Facilitators for Care Homes 

Community Matrons     - Reablement Team  Neighbourhood Night Service 

Practice Nurses  Public Health     - 121 Overnight Care - LCH / Marie Curie 

Self-management and Personalised Care  Leeds Community Equipment     - Registered Nurse Teams - Unplanned Care 

Local Care Partnerships     - Leeds Equipment Store     - Nursing Assistant Team - Planned Care 

Local Medical Council  Dying Matters Leeds Public Campaign     - Senior Nurse Coordinators Day / Night 

Primary Care Networks  Leeds Health and Care Plan  Community Nursing and Therapy Services 

Yorkshire Ambulance Service     - Health Partnership Team     - Community Nursing 

Palliative Care Ambulance  Housing     - Community Matrons 

Emergency Ambulance Service  Medicines Management     - Frailty Virtual Ward 

Patient Transport Service  Community Based Pharmacy Services   

Urgent Care  Primary Care Pharmacy Services   

  Hospice Pharmacy Services   

  Secondary Care Hospital Pharmacy   



 

     

Leeds Teaching Hospital  Leeds Teaching Hospital cont.  Care Homes 

Emergency Department  Elderly Medicine Team  Care Home Support Teams (see LCH) 

Oncology CSU  Renal Team  Nursing Homes 

   - Acute Oncology inc. Assessment (JONA)  Abdominal Medicine and Surgery CSU  Residential Homes 

   - Oncology     - Acute Surgery/ Surgical Assessment  Leeds City Council Care Quality Team 

   - Haematology     - Renal  Sheltered Accommodation 

   - Cancer Surgery     - Gastroenterology  Specialist Units 

   - Palliative Care     - Hepatology  Sue Ryder Wheatfields Hospice 

Neurology CSU     - Acute Surgery/ Surgical Assessment  Education and Training 

   - MND  Heart Failure Service  Day Services 

   - Parkinson's Disease Services  Oncology Team  Family Support 

LIDS: Discharge Team  Palliative Care Team  Bereavement Support 

Trauma and Related Services CSU     - Discharge Facilitator  Chaplaincy - Pastoral, Spiritual, Religious Care 

   - Orthopaedic     - Specialist Palliative Care  Community Specialist Services 

   - Vascular     - End of Life Team  Pharmacy 

   - Elderly In-reach Services     - Bereavement Care  Inpatient Unit 

Cardio-Respiratory CSU     - Pharmacy  Rehab – AHPs 

   - Cardiology inc. HF     - Out of Hours Consultant  St Gemma's Hospice 

   - Respiratory     - Education and Training  Education and Research 

Other services  Educational organisations  Chaplaincy - Pastoral, Spiritual, Religious Care 

   - Maggie's  Leeds Academic Health Partnership  Inpatient Unit 

   - Chaplaincy and Spiritual Support  Leeds Primary Care Network Education Group  Community Specialist Services 

   - LTHT Bereavement Services  Training for Staff  Day Services 

Respiratory team  Health Education England Regional Rep  Rehab – AHPs 

Emergency and Speciality CSU  Leeds Teaching Hospital Trust  Bereavement Support 

   - ED/CDU/ Primary Care Access Line  St Gemma's Academic Unit for Palliative Care  Pharmacy 

   - Acute Medicine  Leeds Community Healthcare  Family Support 

   - Frailty Unit  Support for Bereaved  Young People Service 

   - Acute Elderly Medicine  Sue Ryder Wheatfields Hospice   

   - Medical Assessment     

     



 

     

Voluntary Organisations, User/Carer Groups     

Age UK Leeds     

Simon on the Streets     

Forum Central     

Carers Leeds     

Leeds Bereavement Forum     

St George’s Crypt     

Neighbourhood Network Schemes     

Care and Repair     

   - Home +     

Healthwatch     

Additional Services     

The Prison Service and Prisons     

Telecare     

Forward Leeds (Alcohol and Drug Service)      

Local Neighbourhood Network Schemes      

Homeless     

Gypsy and Traveller Services     

Funeral Directors     

     

     

     

     

     

 

 

  



 

High-level systems map for Palliative and End of Life Care in Leeds 

(note: factors highlighted in orange were raised during the family/carer survey and interviews)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

access to / availability
of medicines Quality of

P&EOLC

consistency of messages
from agencies/people

visiting patient

patient contacting correct
services / knowing where to

go for advice

cultural norm to talk
about death and dying

timely conversation
about end of life care

completed
advanced care plan

number of patients
desiring home/hospice

care

complexity of
patient needs

staffing and
capacity pressures

ability of neighbourhood
teams to respond quickly

aging
populaton

rate of discharge
from hospital

patient and
family/carer anxiety

consistent accurate
information being told to

patients on discharge

clear
communication

effective communication /
relationships between

providers of PEOLC

ability to access patient
information/records/ACP

use of most up-to-date
advanced care plan

continuity of
decision making

ability to provide
person centred care



 

Full systems map for Palliative and End of Life Care in Leeds 
(note: factors highlighted in orange were raised during the family/carer survey and interviews)  

 

 

QUALITY OF
P&EOLC

following patients
wishes

patients ability to
portray wishes

communication
difficulties (e.g.

dementia)

ability to move
patients out of hospital

availability of
transport

coordinated care /
effective transfer of care

reliable sharing of
information

number of different
agencies/people visiting

patient

patient understanding
of who does what

access to / availability
of medicines

availability of
prescriber

stock levels

if pharmacy
delivers

out of hours services and
access to them

use of palliative
care support

clinicians perception of when
P&EOLC is appropriate /

understanding of when support can
be accessed

ability to predict
patients’ trajectory/need

unexpected incidences
leading to need for P&EOLC

(e.g. falls)

fully completed advanced
care plan / ReSPECT form

continuity
of care

relationship with
patient/family/carer

belief that patients need to be in
hopsital to receive treatment

quickly if required

fear of
dying/distress

ability of neighbourhood
teams to respond quickly

need for 24/7 access to
care and support

willingness to explore
community care at home

effective communication /
relationships between
providers of P&EOLC

differing
organisation

practices

continuity of decision making, ability
to provide person centred care and

effectively respond to complex issues

usability of IT
systems

staff needing
training

staff turnover

frequency of changes
to IT system

number of people in the
community who can

prescribe

ability to do
remote/electronic

prescribing

funding
income from

shops

corporate
funding

NHS (CCG)
funding

fundraising (central
and local activities)ability to efficiently

respond

contacting correct services
(e.g. clinical, non-clinical

care need)

patient and family/carer
expectations of care at

home

consistent accurate
information on discharge

pressure to get
patients discharged

detail of information
provided at discharge /

hand-over

early involvement of
health case manager

teams

making sure home
environment is suitable

awareness of Care &
Repair's Home Plus

service

ability of care homes to hold a stock of
anticipatory medication that can be used

to patients other than to those it is
prescribed for

regular scheduled and
attended meetingslevel of support felt by care

home and community
nurses

point of contact for care
home within primary care

inclusion of care homes in
wider P&EOLC

conversations/groups

recognition of value of care
homes and need to work

with them

care homes undertaking
advanced care plan

recognition of importance of
information requested (i.e. not

being used a a DNR form)

volume of fast
track patients

pressure on
neighbourhood teams

number of patients
to triage

number of people
within team able to

triage

rate of discharge
from hospital

availability of / access
to / uptake of training

reach of PEOLC
education material

hospital bed
capacity

knowledge/skills/confidence/experience
in P&EOLC

confidence to have
conversation

recognition advance care plan
needs to undertaken even if

patient is well

capacity (time
and staff)

ability to access patient
information/records/ACP

use of most up-to-date
advanced care plan

consistency of
messages

challenges related to cultural
acceptability of end of life

conversations

invovlement of specialist
palliative care team in

discharge service

timely conversation
about end of life care

knowledge of
services/care available

rapidly deteriorating
patients

fast track
patients

dedicated P&EOLC
ambulance service

suitability of individualised
prescriptons for stated

indications

time since leaving
hospital

desire to have more
medicines in the

community

systems for how medicines
are returned to pharmacies

amount of medicines
left in home

increasing complexity of
patient and family/carer

needs

requirements for
drugs

requirements for
nursing care

pressure on
nursing teams

patient and
family/carer anxiety

priotitisation of
PEOLC patients

level of contact with family
and patients whilst waiting

for response

advanced planning
(especially during day)

willingness of patients
to have conversation

cultural norm to talk
about death and dying

accessibility / visibility of
information in community

sociodemographic
factors (age, ethnicity,

gender)

people dying at
home

compatability / data transfer between
electronic systems (e.g. PPM and

systems one) (also consider outside
Leeds)

people's understanding of how
to get wishes known / where to

go for advice

spiritual care

chronic
conditions

recognition of when
cconversation is needed

need to signpost to those
qualified to complete
advanced care plans

skills and competancies of
unregistered/less trained

workforce

unregistered/less
trained workforce

capturing and share
information collected by

unqualified staff

awareness of and up to date
information on end of life

pharmacies

number of patients
desiring home/hospice

care

staff
requirements

aging
population

COVID

new qualified
staff

<cultural norm to talk
about death and dying>

virtual wards

inequalities in people
accessing services (e.g. BAME

communities)

clinicans knowledge of patient
eligibility for Continuing Health Care

( NHS) funding at the end of life

out of hours

access to specialist
palliative care support and

advice

communication
between GP and

pharmacy

GP prescribing drugs
that are available

ability of carers to obtain
required prescriptions

staff getting to know
patient/family/carer

personalisation
of care

strain felt by
family/carers

dignity, kindness and
compassion

clear
communication

experience for
patient/family/carer

post death support
for family/carer

ease for friends
to visit

availability of
support care

informal care
requirementsneed for support for

informal care

challenges presented by
cross boundary issues

available time

effective case managment and
understanding of roles and

responsibilities



 

 


