
© Royal College of Physicians 2015. All rights reserved. 87

Future Hospital Journal 2015 Vol 2, No 2: 87–9 ORIGINAL RESEARCH

Authors: Debbie BensonA and Elena MucciB

A future care planning initiative to improve the end of 
life care of patients on the complex care ward of a district 
general hospital

Medically led, patient-centred, future care planning for 
patients predicted to be in their last year of life is possible on 
the complex care ward of an acute hospital, where patients 
often wait for social care placement into a nursing home. 
When the patient lacks the mental capacity to engage in the 
planning discussions themselves, meetings can take place 
between the multidisciplinary geriatric team and either 
those close to the patient or an independent mental capacity 
advocate. Participants in the meeting should use any existing 
advance care planning information, as appropriate, to develop 
‘best interests advice’ (which can be referred to at a later 
date when a best interests decision needs to be made for the 
patient). Any future medical care plan should be reviewed for 
applicability and validity if the person’s condition changes 
(improves or deteriorates), if the patient or those close to 
the patient request it, or 6–12 months after the initial plan 
is made. Education, training and support must be provided 
to ensure acceptance and understanding of the PEACE 
(PErsonalised Advisory CarE) process and general end of life 
care in the community. Specialist palliative care services are 
often best placed to provide this.
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Introduction

This paper presents the development of an innovative end 
of life care (EoLC)1 project in a district general hospital on 
the south-east coast of England, which serves one of the 
most deprived areas and the seventh oldest population in the 
UK.2 The innovation, known locally as the modifi ed PEACE 
(PErsonalised Advisory CarE) project, aims to improve the 
EoLC experiences of patients admitted to a complex care ward 

(where most patients are frail with multiple comorbidities, 
usually including advanced dementia) who will be discharged 
to a nursing home (NH) and are anticipated to be in the last 
year or less of life.

Advance care planning (ACP) is recommended best practice 
for patients who are approaching the end of their lives.3,4 Many 
of the patients admitted to the geriatric complex care ward who 
are diagnosed with a dwindling EoLC trajectory, however, lack 
the mental capacity (owing to advanced dementia, for example) 
to undertake a comprehensive ACP process that addresses 
their preferences for future medical care. This, together with 
limited communication between hospitals, primary care and 
care homes, means that such patients are at increased risk of 
avoidable, potentially detrimental, future hospital admissions, 
and poor EoLC care.5,6 (Information from Kings College 
Hospital audits of nursing home residents hospital admissions 
and A&E attendances – Hayes 2004, Hayes and Donnelly 2006, 
and Hayes and Mucci 2007. The PEACE project is an attempt 
to address these issues through a medically led ‘future care 
planning’ process, which is facilitated by the expert geriatric 
multidisciplinary (MDT) team and supported by community 
palliative care services,7 and which complies with the Mental 
Capacity Act.8

Solution and methodology

Fundamental to the PEACE project is the development 
of an individualised EoLC plan. The complex care ward 
has daily consultant geriatrician input and a full weekly 
MDT meeting. All patients diagnosed with one or more 
advanced, progressive, irreversible conditions (such as 
advanced dementia or advanced Parkinson’s disease) who 
are clinically assessed as likely to be in the last year of life, 
and who are being discharged to a NH, are identifi ed at the 
MDT. The patient and/or those close to them (as determined 
by the patient’s mental capacity to participate in future 
care planning) are offered discussions with the consultant 
geriatrician or senior member of the geriatric medical team 
about current and future care. The discussions focus on what 
best care might look like should predictable deteriorations 
in existing medical conditions occur after the person 
leaves hospital. Where there are existing ACPs, these are 
taken into account; where there is no-one to represent the 

A
B

ST
R

A
C

T

Authors: Aconsultant in palliative medicine, East Sussex Healthcare 

Trust – Palliative Medicine, St Leonards-on-Sea, UK; Bconsultant 

geriatrician, East Sussex Healthcare Trust – Palliative Medicine, St 

Leonards-on-Sea, UK

FHJv_2_2-Benson.indd   87FHJv_2_2-Benson.indd   87 08/05/15   5:10 PM08/05/15   5:10 PM



Debbie Benson

88 © Royal College of Physicians 2015. All rights reserved.

patient, an independent mental capacity advocate (IMCA) is 
appointed. Once agreed, the PEACE plan is uploaded onto the 
hospital’s and paramedic electronic databases. A hard copy 
accompanies the person to the nursing home, and separate 
copies are sent to their GP and the hospice-at-home team, 
providing advice for community healthcare professionals 
about what actions to take should the person’s condition 
change.

For certain medical events, a PEACE plan may advise hospital 
readmission for treatment, but in other situations, where 
readmission would be of no overall medical benefi t to the 
person (for example because they are actively dying from a 
medically non-reversible deterioration), a plan may suggest care 
in the NH with support from local palliative care services.

The PEACE document has been modifi ed from that used by 
Hayes and colleagues.9,10 The modifi cations include a change 
of acronym to emphasise that patients with advanced dementia 
may not be able to participate in ACP, as well as detailed records 
of any MCA assessment and do not attempt CPR (DNACPR) 
status discussions. In contrast to other PEACE projects, the 
local hospice-at-home team contacts the NH to provide support 
if needed, within a week of discharge. A small grant from NHS 
innovation paid for a nurse to educate local NHs about the 
PEACE process and to collect data for the initial pilot project.

Outcomes

Between February 2012 and August 2012, a pilot roll out of the 
modifi ed PEACE project was undertaken; data were collected 
until October 2012. The two primary end points collected for 
patients discharged with a PEACE plan were: (1) the number of 
readmissions to hospital at three months after discharge and 
their reasons, and (2) the place and date of any deaths.

In the review period, all patients (or carers as appropriate) 
identifi ed as eligible for a PEACE discussion accepted the offer 
of a discussion about future care, and in all cases this led to 
the development of a PEACE plan. In total, 42 patients were 
discharged from the complex care ward with PEACE plans. 
The average (mean) age of patients was 86.7 years with a 68% 
female and 32% male. Nearly half of the patients (48%) had had 
one or more admissions to hospital in the preceding year. Only 
two patients were assessed as having the mental capacity to 
participate in PEACE planning meetings. The PEACE plans of 
the remaining 40 patients were developed as the result of ‘best-
interest discussions’ between the consultant-led geriatric team 
and those close to the patient.11

Fig 1 shows that two patients (5%) had readmissions to 
hospital within three months of discharge. Both admissions 
were for a trial of antibiotics for severe infection and were 
consistent with their PEACE plan. There was one additional 
patient who presented to A&E but was discharged back to their 
NH without admission.

Fig 2 shows that 19 (45%) patients with PEACE plans had 
died within the review period. The mean time to death was six 
weeks. All patients died outside of hospital (100%).

In addition to these primary end points, our review looked 
at completion of PEACE documents and surveyed hospice-
at-home and NH staff opinions of the PEACE process. The 
documentation review revealed a need for improvements in 
recording of DNACPR discussions and MCA assessments. The 

survey of staff opinions suggested a need for further education 
and training in the use of the PEACE documents.

Conclusions and next steps

The PEACE process presented here sets out to address the 
future needs of patients admitted to a complex care ward who 
are both resident in or being discharged to a NH and may 
be in the last months of life. The primary aim is to improve 
the EoLC experiences of these patients by reducing the 
number of medically inappropriate and potentially harmful 
hospital admissions as people approach the end of their life, 
and in particular to prevent hospital transfer where death is 
expected in the next few days. In contrast to a strictly defi ned 
ACP process in which a patient with capacity expresses their 
preferences for care and which is used only if they lose the 
capacity to express these views in the future, PEACE is a 
medically led and facilitated planning process that can be 
undertaken with either patients of appropriate mental capacity 

Fig 1. Patient readmission during follow-up period. 5% of PEACE 

patients were readmitted to hospital during the follow-up period. 100% of 

patients avoided inappropriate hospital admission. PEACE = PEACE (PErson-

alised Advisory CarE).
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Fig 2. Proportion of PEACE patients alive at follow up. 45% of patents 

died in their care home within the review period.
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or with those close to the patient when that person lacks the 
mental capacity to engage in care planning. Such ‘best interests’ 
advisory plans strictly follow the code of conduct set out in the 
MCA.9,12

The original PEACE project was developed at Kings College 
Hospital, and has greatly infl uenced the work presented 
here. Our local PEACE process, however, was a medically 
(not nursing) led intervention, with EoLC discussions and 
future medical plans being discussed between the consultant 
geriatrician (or senior registrar) and the patient and/or those 
close to them. This process provided medical expertise and 
reassurance to the patient and/or those close to them when 
discussing options for possible future medical treatment. No 
eligible patients in our pilot study or their carers declined 
discussions about future care or formulation of a PEACE 
plan. The PEACE documentation was also revised to include, 
among other things: clarifi cation of advance versus future 
care planning, a more detailed section on mental capacity 
assessment; and a section on DNACPR status so that 
patients or those close to them might not have to repeat the 
discussion on arrival at the NH. The process was supported 
through education and direct symptom control advice by the 
local hospice nursing team, which strengthened the EoLC 
understandings and confi dence within NHs. 

The preliminary results suggest that initiating a future care-
planning process, such as PEACE, is possible on a geriatric 
complex care ward within an acute hospital when patients are 
waiting for NH placement and when the project is supported 
within the community by palliative care services. The results 
suggest that inappropriate hospital admissions may be avoided, 
and that where death is expected, it can be supported in the 
NH. Our plan is to review the local PEACE process and re-audit 
the outcomes after one full year of the project (to overcome 
the limitation of small numbers in this initial review). In this 
second audit, we will compare the outcomes of patients with 
a PEACE plan with those of other NH patients approaching 
the end of life. In addition, we will explore whether an 
appropriately medically led PEACE process can be initiated in 
NHS. ■
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