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Thinking ahead

* How easy do people find it to talk
about death and dying?

* What might get in the way?

* Why might it be important?



We know that.....

Having discussions about end of life plans can:
* enable people to remain in control for longer

* help them to identify the care and support
they need

 resultin less invasive treatment
e provide comfort and reassurance

Aline De Vleminck et al, 2013
Tasmin et al 2015
McCune, 2016



However........ in Scotland

* 74% of people have not discussed what their
wishes would be if they did not have long to
live

* 79% of people don’t have any written plans

for their end of life care, financial wishes or
funeral plans

* Only 35% of people have written a Will

https://www.goodlifedeathgrief.org.uk/content/evidence/
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It’s well recognised that this is a
national problem!

http://ihub.scot/anticipatory-care-planning-

toolkit

www.goodlifedeathgrief.org.uk

www.dyingmatters.org
http://www.sad.scot.nhs.uk/video-wall/
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Documents, resources and
processes that support us

MY Anti
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ReSPE gency Care and for:

1. Your details

Full name Date of birth Date
| | completed

NHS/EHI number Address

2. summary of relevant information for your agreed plan (see also section )

Including diagnosis, communication needs (e.g. interpreter, communication aids)
and reasons for the preferences and recommendations recorded.

Details of your other relevant planning documents and where
Refuse Treatment, Advance Care Plan). Also include known wit

3. Your personal preferences to guide your care

How would you balance the priorities for your care (you may
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Even at the expense
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* Record, communicate and coordinate the care plan.

WICT™, Ao 2010



Aphasia

Add into the mix

Dysarthria

Cognitive impairment

~Family dynamics

Uncertainty around prognosis

Hospital admission



ACP principles

Provision of
information about
illness and prognosis

Anticipating
significant changes
and describing action

Eliciting preferences
and goals for care or
treatment

Documenting
outcomes of
discussion about ACP
(with patient’s
agreement) either in
the case notes or
specific ACP
document

/ Talking Mats

™~

Talking Mats



Development of the resource

16 staff at Strathcarron trained to use Talking
Mats (accredited trainers scheme)

Sub group of staff worked on developing
symbol sets for ACP

— 3 symbol sets
Workshop held at Highland hospice
Symbol sets developed and refined

Symbols trialed with a range of people living
with long term conditions




Thinking Ahead Resource

Affairs Care/Treatment

Personal
values



Affairs

Personal




Leaving memories
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What people said.....

“This is really making me review my situation”

“Afterwards | really don’t know how to explain it but |
felt a ton weight off my shoulders, | now know
everything I need to know. More important for me I'll
never need to discuss it again ... the book will be
locked away safe and we can get on with our lives”



“Made me think and realise that
these are veryimportantissues that
need to be talked about withmy
husband and family”

“lam surprised to find | had lots of
cards on the positive side - that
makes me feel good”

“lhadn’t sorted out as many things
as [ thoughtl had”

“It helped us discuss differences
openly and frankly”




Discussion

When would you use it?

How would you use it?

How would you introduce it?

What would you do with the information?



Resources

All About me (Strathcarron Hospice)

Lets talk about it : Dying Matters
— https://drive.google.com/file/d/0B3vmSel duxlU2MA4AWFVYd1BRNjQ/
view

Good Life, Good Death, Good Grief

— https://www.goodlifedeathgrief.org.uk/content/acp-origami-game/

Blogs:

— http://www.talkingmats.com/talking-mats-to-support-conversations-
in-a-hospice-setting/

— http://www.talkingmats.com/advance-care-planning-lorraines-story/
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