
 
A strategic development using ‘high’ facilitation to implement 
and sustain the Gold Standards Framework for Care Homes in 

71 Nursing Homes  
Jo Hockley (Nurse Consultant) and members of The Care Home Project Team 

St Christopher’s Hospice, London SE26 6DZ 
j.hockley@stchristophers.org.uk 

 

www.stchristophers.org.uk 
Registered Charity No 210667 

Background: 
In 2008, St Christopher’s Hospice, UK set up The Care Home Project Team to implement the Gold Standards Framework for 
Care Homes (GSFCH) in order to improve end of life care in local nursing care homes (NHs). The team covered a population 
of 1.4 million with 71 NHs across 5 different primary care trusts (PCTs). The team consisted of 5.5FTE practice development 
specialist nurses funded through local charities. A ‘high facilitation’ model was adopted to counteract the ‘low’ context of care 
homes (Hockley 2006). The ‘high facilitation’ model included visiting each NH two/three times a month during the 
implementation phase of the GSFCH programme and encourage NHs to join a local sustainability initiative. 

www.harrishospiscare.org.uk 
Registered Charity No. 1003903 

Methodology underpinning Sustainability Initiative:             Type of training 
Each area of training is matched to specific barriers:                                    

 Barrier 1:   Turnover of staff                     DIDACTIC (basic level) 
o   ALL new staff at NH attends:                                            

Palliative Care Induction Day within 6 months of starting work at NH     
 Barrier 2:   Lack of Palliative Care education            EXPERIENTIAL (2nd level) 

o   Nurses and care assistants working at NH for 1 year or more  attends:           
    Macmillan Foundations in PC for CHs training (4 days/year)  

 Barrier 3:   Isolation of nurse managers             CRITICAL THINKING (3rd level) 
o   A clinical lead from each NH  is encouraged to attend:                                                

An action learning set (every 2 months) 
  

  Aim: 
  To implement the GSFCH using ‘high facilitation’ model and set up a suitable Sustainability Initiative to:  

•  reduce inappropriate hospital deaths;  
•  empower NH staff/GPs in conversations re advance care planning (ACP) and Do Not Attempt Cardio-pulmonary 

Resuscitation (DNACPR) orders  
•   implement Integrated Care Plan/ Liverpool Care Pathway (ICP/LCP) for the Last Days of Life or equivalent  

	  	  

Table 1: Audit results of completed DNaCPR orders,                                                                                                                     
ACP and ICP/LCP documentation 

Conclusion:    
The team is now fully funded by local Primary Care 
Trusts as a direct consequence of these results.  
Specialist palliative care is in a position to work 
strategically with NHs to develop high quality EoLC. 

Results:	  
•  Residents	  able	  to	  die	  in	  NH	  increased	  by	  21%	  
o  57%	  (n=324)	  residents	  died/19NHs	  in	  2008	  

compared	  to	  78%	  (n=1,351)	  residents	  in	  2012	  
•  Corresponding	  improvement	  in:	  
o 	  	  DNaCPR,	  ACP	  and	  LCP/ICP	  (see	  	  Table	  1).	  	  	  

	  
	  	  
	  	  

It requires clinical nurse specialists to understand the ‘low’ context of care homes and to develop relationships that 
empower NH staff. It is now important to measure the quality of care provided in the last month of life through the 
family’s perception of care. An audit is underway.  
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