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Suurbritannia elulopu statistika

lgal aastal sureb 1% elanikkonnast

54% sureb haiglas , umbes pooled neist voiksid
surra kodus

15% erakordsetelt hospitaliseeritutest on
terminaalselt haiged patsiendid

Surm haiglas:
36% kolme paeva jooksul parast hospitaliseerimist
56% esimese nadala jooksul

Haiglaravi elu lopus on 2x kallim kui hooldusravi ja
4x kallim kui kodune hooldus

Uks haiglaravi episood £3200, keskmiselt 3x
haiglas viimase eluaasta jooksul

The Nuffield Trust 2015



The - mn i An Econemist Intelligence Unit shady, commissioned by the Lien Foundation
Economist Unit

THE 2015 QUALITY OF DEATH INDEX
RANKING PALLIATIVE CARE ACROSS THE WORLD

* AnaltuUsiti 80 maa
palliatiivravi kvaliteeti
*Suurbritannia kérgeimal
positioonil

* Rikkamad maad edestavad
vaesemaid

* Hiina kdige haavatavamal
positioonil (kdrge
noudlus/madal
kattesaadavus)

As governments across the world work

to improve life for their dtizens, they
must also consider how to help them die
well. The Economist Intelligence Unit has
assessed the availability, affordability

and quality of palliative care available to
adults across 80 countries. Countries wera
scored out of 100 on 20 indicators in fiva

categonies:

Palliative and

healthcare environment
(20% weighting)

Covers the general palliative
andhealthcare femework

Human resources
(20% weighting)

Measures the availability
and training of medical care

professionals and support staff

Affordability of care

(20% weighting)

Assesses the availability of
public funding for palliative
care and the financial burden
to patients

Quality of care

(30% weighting)

Evaluates the presence of
monitoring guidelines, the
availability of opioids and the
extent to which healthcare
professionals and patients are
partners in care

Community engagement
(10% weighting)

Measures the availability

of volunteers and public
awareness of palliative care

OVERALL RESULTS
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Suurbritannia edu saladus

@ Pohjalikud Uleriigilised juhendid

@ Palliatiivravi kuulub kindlalt esmatahtsate
tervishoiuteenuste hulka

@ Valjakujunenud ja tunnustatud hospiitside
vorgustik

® Avalikkuse teadlikkus, kaasatus ja stigav huvi
osaleda palliatiivraviga seotud probleemide
lahendamisel. Pikk heategevuse traditsioon




Palliatiivravi Inglismaal

1967 Dame Cicely Saunders founded St Christopher’s House

1991 The National Council for Hospice and Specialist Palliative Care Services
Late 1990s - Liverpool Care Plan (LCP)

2004 The National Council for Palliative Care

2008 National strategy for end-of-life care

2009 Dying Matters Coalition

2011 NICE quality standard for end-of-life care

2013 Neuberger review More care, less pathway.

2014 LCP phased out and replaced by more individualised care plan

2015 ‘Dying without dignity’ Investigations by the Parliamentary and Health
Service Ombudsman into complaints about end of life care

2015 Ambitions for Palliative and End of Life Care: A national framework for
local action 2015-2020

2016 DoH Commitment for EoLC



Palliatiivravi Inglismaal

Kes?

® Ppalliatiivravi 6ed ja arstid, perearst, pereded, hospiitsi
personal, vaimulikud, heategevusorganisatsioonide
to0tajad, ndustajad, fiisioterapeudid

Kus?

® kodus, hooldekodus, hospiitsis, haiglas — voimalikult
palju arvestatakse inimese soovi

Millal?

® Siis kui vaja

® 94 /7 néuandetelefon
® “kiirreageerijad”



Hospiitsid

What is hospice care?
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National Palliative
and End of Life Care Partnership

Association for Palliative Medicine; Association of Ambulance Chief Executives;
Association of Directors of Adult Social Services;
Association of Palliative Care Social Workers; Care Quality Commission;
College of Health Care Chaplains; General Medical Council;
Health Education England; Hospice UK;

Macmillan Cancer Support; Marie Curie;

Motor Neurone Disease Association; National Bereavement Alliance;
National Care Forum; National Council for Palliative Care;
National Palliative Care Nurse Consultants Group; National Voices;
NHS England; NHS Improving Quality;

Patients Association; Public Health England;

Royal College of General Practitioners;

Royal College of Nursing; Royal College of Physicians;

Social Care Institute for Excellence;

Sue Ryder and
Together for Short Live




NICE [ttt aence NICE

B8 Riiklikud ja erialaseltside
juhendid

Care of dying adults in the last days of life

NICE guideline
Published: 16 December 2015
nice.orguk/guidance/ng31

The Intensive Care Society

Guidelines for limitations of
Treatment and care treatment for adults requiring

towards the end of life: intensive care

good practice in decision making

General
Medical
Council

Working with doctors Working for patients

(,‘ intensive care
¥ society

care when it matters



Dctober 2014 i Mental Capacity Act 2005

Decisions relating to aaprms
cardiopulmonary resuscitation The care o ldyingpatens st prove o thlevl of e best CONTENTS
Qm Departmeni The principles
of Health 1 The prindples

2 People wholack apadity
3 Tnability tomake decisions

4 Bestinterests

5 Actsinconnecion with cate or freatment
6 Section 5 acts limitations

7 Payment for necessary goods and servies
& Expenditre

Lasting powers of attarney

End of Life Care Strategy
Second Annual Report

Generdl powers of fhe court and appoin tment of deputios
15 Power © make dedarations
Powers: 3 i

N . .
appoint dep gemeral

17 Scrtion 16 pawers peranal welfare

18 Scction 16 pawers property and affairs

Advance Care Planning:
R | . A Guide for Health
s el gt e B and Social Care Staff

[peoviously knawn & the “Joint Statement]

‘How people die
remains in the memory
of those who live on’

Dame Cicely Saunders
Founder of the Modem Hospice Movement

BMA@

” Rasiiscitation Council (UK

August 2010 E The University of
www endoflifecareforadults. nhs.uk

INHS |

Nottingham




NICE juhendid ja

kvaliteedistandardi

d

® End of life care for infan

ts, children and young p

eople (QS160)

® End of life care for adult

s (QS13)

® Care of dying adults in t
he last days of life (NG3

1l, QS144

List of statements

Statement 1. People approaching the end of life are identified in a timely waye

Statement 2. People approaching the end of life and their families and carers are communicated with,
and offered information, in an accessible and sensitive way in response to their needs and
preferences.

Statemant 3. People approaching the end of life are offered comprahensive holistic assessments in
responsa ta their changing needs and preferences, with the opportunity to discuss_ develop and
review a persanalized care plan for current and futwre support and treatment.

Statement 4. People approaching the end of life hawe their physical and specific psychological needs
safely, effectively and appropriately met at ary time of day or night, including access ta medicines
and equipment.

Statemant 5. People approaching the end of life are offered timely personalised support for their

social. practical and emational needs, which is appropriate to their preferences, and maximisas
imdependence and social participation for as long as possible.

Statement & People approaching the end of life are offered spiritwal and religious support
appropriate to their needs and preferences.

Statemant 7. Families and carers of people approaching the end of life are offered comprehensive
hiolistic assessments in response ta their changing needs and preferences. and holistic support
apprapriate to their current needs and preferences.

Statement 3. People approaching the end of life receive consistent care that is coordinated
effectively across all relevant settings and services at any time of day or night, and delivered by
practitioners who are aware of the person’s current medical condition, care plan and preferences.

Statement F. People approaching the end of life who experience a crisis at amy time of day or night
receiva prompt, safe and effective urgent care appropriate to their needs and preferences.

Statemant 10 People appraaching the end of lifie who may beneht from specialist palliative care, are
offered this care in a tirmely way appropriate to their needs and preferences. at any time of day or
night.

Statement 11 This statement has been removed and replaced by MICE's quality standard on care of
dying adults in the last days of life. For more details see update information.

Statement 12 The body of a person who has died is cared for in a cultwrally sensitive and dignified
manner.

Statemant 13 Families and carers of people who have died receive timely verification and
certification of the death.

Statement 14. People closely affected by a death are communicated with in a sensitive way and are
offered immediate and ongoing bereavement. emational and spiritual support appropriate to their
needs and preferances.

Statement 15 Health and social care workers have the knowledpe, skills and attitudes necessary to il
be competent to provide high-quality care and support for people approaching the end of life and
their families and carers.

Statement 14 Generalist and specialist services providing care for people approaching the end of life
and their families and carers have a multidisciplinary wor kforce sufficient innumbser and skill mix to
provide high-quality care and support.

In addition, quality standards that showld also be considerad when commissioning and providing an

end of life care service are listed in related MICE quality standards.


https://www.nice.org.uk/guidance/qs160
https://www.nice.org.uk/guidance/qs160
https://www.nice.org.uk/guidance/qs160
https://www.nice.org.uk/guidance/qs13
https://www.nice.org.uk/guidance/qs13
https://www.nice.org.uk/guidance/qs144
https://www.nice.org.uk/guidance/qs144
https://www.nice.org.uk/guidance/qs144

NHS

England

Actions for Erad of Lite
Cang: J004-18
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Health Commities

End of Life Care
Fifth Repart of Sesslon 201415
Bapiwf lregel aer vt th dormal mebesites reda fimg
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Ambitions for Palliative

www.england.nhs.uk
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o feal Igal elupiiril oleval haigel peab olema

N voimalus

ausale vestlusele oma soovidest ja
vajadustest

The Government Response to the Review of Choice teha infO I‘meeritUd V&likllid

in End of Life Care

koostada endale individuaalne
raviplaan

kaasata oma lahedasi raviotsuste
tegemistesse

individuaalne kontaktisik, kes
toetab ja suunab




Valitsuse seatud prioriteedid
tervishoiutootajatele olukordadeks kui patsiendi
surm on lahedal

Saa aru, millal surm on ldhedal
Suhtle patsiendi ja lAhedastega

Surija ja tema ldhedaste kaasamine oluliste otsuste
tegemisse

Surijale ja temale oluliste inimeste vajaduste hindamine,
tunnustamine ja taitmine.

Personaalse raviplaani koostamine, dokumenteerimine ja
tdideviimine
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End of Life Care Audit -
Dying in Hospital
National report for England 2016




National End of Life Care
Audit 2016

National
CLINICAL AUDIT sHions
result
Cases in clinical audit n=9302
Clinical audit indicator % of cases
Is there documented evidence within the last episode of care that it was recognised
that the patient would probably die in the coming hours or days? %YES 239
Is there documented evidence within the last episode of care that health
professional recognition that the patient would probably die in the coming hours or
days (imminent death) had been discussed with a nominated person(s) important
to the patient? %YES 79%
Is there documented evidence that the patient was given an opportunity to have
concerns listened to? %YES or NO BUT 84%
Is there documented evidence that the needs of the person(s) important to the
patient were asked about? %YES or NO BUT 56%
Is there documented evidence in the last 24 hours of life of a holistic assessment of
the patient’s needs regarding an individual plan of care? % YES 66%



National End of Life Care Audit 2016

ORGANISATIONAL AUDIT

Sites in organisational audit n=142

Organisational audit indicator % of sites
Is there a lay member on the trust board with a responsibility/role for end of life

6 care? 49%
Did your trust seek bereaved relatives’ or friends’ views during the last 2 financial

7 years (ie from 1 April 2013 to 31 March 2015)? 80%
Between 1 April 2014 and 31 March 2015, did formal in-house training

A include/cover specifically communication skills training for care in the last hours or 63%
days of life for medical staff?
Between 1 April 2014 and 31 March 2015, did formal in-house training

2B include/cover specifically communication skills training for care in the last hours or 71%
days of life for nursing (registered) staff?
Between 1 April 2014 and 31 March 2015, did formal in-house training

8C include/cover specifically communication skills training for care in the last hours or 67%
days of life for nursing (non-registered) staff?
Between 1 April 2014 and 31 March 2015, did formal in-house training

8D include/cover specifically communication skills training for care in the last hours or 499%
days of life for allied health professional staff?
Was there face-to-face access to specialist palliative care for at least 9am to Spm,

3 Monday to Sunday? 37%

10 Does your trust have one or more end of life care facilitators as of 1 May 2015? 59%



National End of Life Care
Audit 2016

® 97% haiglatel oma palliatiivravi teenistus

® 37% haiglates voimalus naost -nakku
palliatiivravi konsultatsiooniks iga paev 9-17

® 96% haiglatel kohustuslik palliatiivravi
kooolitusprogramm




General Medical Council on EoLC

Pohilised kaitumisjuhendid elu l6puga seotud
meditsiiniliste otsuste kohta

Votab arvesse seadusakte, kuid ei asenda
juriidilist nouannet

Juhend holmab erinevaid suremisega seotud
aspekte:

® advance decisions - elutestament
® teadaolevad soovid ja keeldumised
® kunstlik toitmine

® clustamisotsused

Treatment and care
towards the end of life:
ice il isi akin,




Seadusandlus

Aruselge patient vOib ravist keelduda iseqi
kui see voib teda kahjustada voi pohjustada
tema surma (kaasaarvatud rasedad)

® See otsus kehtib ka siis kui patsient ei ole
enam aruselge (kui on kindel, et patsient
el ole muutnud oma seisukohta)

Kul arstide arvates ei ole ravi sobiv, ei pea
seda haigele pakkuma

Pusivas vegetatiivses seisundis oleva
patsiendi kunstliku toitmise lopetamiseks ei
ole enam kohtu otsust vaja



Mida utleb seadus?

Ravi lopetamine - “hoidumine” mitte
lltegu"

Arst el ole kohustatud jatkama aktiivravi
kui see on kasutu voi pohjustab asjatud
kannatusi

Kogenud ja kompetentsel arstil on oigus
teha loplik otsus

Kui perekond arsti otsusega ei noustu,
on vajalik kohtu otsus



Decisions relating to
cardiopulmonary resuscitation

Guidance from the British Medical Association, the Resuscitation Council (UK)
and the Royal College of Nursing
{previously known as the ‘loint Statement’)

3rd edition (15t revision) 2006

Royal College
of Nursing

@BMA v Resuscitation Council (LK) “



|5 cardiac or respirstory

arrest & clesr possibility for

the pakient?

I5 there a nealistic chamce
‘that CPR cowld be
successiul?

Diosess thee parbient lack:
q-d-'l'ﬂ-h:lf!

&N BovENCE dedsE@on
specifically refusing CFR
'OR hawe &n appointad
attormey. deputyar
guardian’

Thee patient must be

whether or mot CPR will be

attemipted in the event of

e

Mo

Decision-making framework

It is not necessary to discuss CPR with the patiznt unless they express a
wish to discuss it

I 2 PHACPR dedsion is made on clear cinical grounds that OPR wouwld
reot e successhal there should b2 & presumpbion in favowr of inflorming
‘the patient of the decision and explaining the reason for it |see section
3). Those close to the patient should also be informed and offered
Whens & patient Iacks capecity and has a welfare sttorney or court-

of the decisian not to attempt CFR and the reasons for it, a5 part of the
ongoing discussion about the patient’s care.

Where a patient ladks capacity, the decision should be explained to
‘those close to the patient without delay. IF this is not done immediately,
‘the reasons why it was not practicadle or appropriate must be
dorumented |see section 3).

If the dedision is not accepted by the patient, their represe nkative or
‘those close to them, & second opinion should be: offered.

If 2 patient has made an acvance decsion refusing CFR, and the criteria
for applicability mnd valicity ane met, this must b= respeched.

It an attorney, d=puty or gusndian has be=n appointad they must b
consulted {ses sactions 5.1 and 10].

Discussion with thase close to the patient must be used to guice a
patient is & child or young person, thase with parental responsioility
should be imvolved in the dedsion where appropriate, unkess the child
chjects (see section 11).

Respect and document their refusal [s== section 5.3 Discussion with
‘those close to the patient miy be used to guite o oadsion in the

= I cardiorespiratory arnest oocurs in the absenos of 8 necorded
dedision there should b2 an initial presumption in fevour of’
attempting CPA.

= Anticipatory dedsions about CPR are an important part of high-
quality heafth care for people at risk of desth or cardiorespirstory
mTEst.

= Decsions sbout CPR are sensitive and complex and should be:
undertaken by experisnoed members of the heathcane tesm with
2opropriste competence.
Decisions about CPR nequine sensitive and efective
communication with patients and thase close to patisnts.
Dedsions about CPR must be documeted fully and carefully.

Dedsions should be reviewed with appropriate freguency and
when dncumstances change.
Advice should be sought if there is uncertainty




DNACPR (Do Not Attempt Cardio-

Pulmonary Resuscitation) - elustamiskeeld

* Ei tahenda ravi
lopetamist

e Aitab valtida asjatuid
elustamiskatseid

* Aitab planeerida elu
lopuga seonduvat

* Eeldab patsiendi ja tema
sugulaste soovidega

kursis olemist

“kiri pudelis”




Message in a bottle

Let the emergency services know your medical history.

/messageinabottie #messageinabottle



Elanikkonna teadlikkuse tostmine

Donate

Home | About us | Membership ‘ Find Me Help Resources | Information ‘ News ‘ Community | Shop ‘ Awareness Week

The Dying Matters
Podcast

Everything you wanted to know about dying, death
and bereavement from experts in the field

Listen here

Home | About us ‘ Membership ‘ Find Me Help ‘ Resources Information | News | Community ‘ Shop | Awareness Week

Being with someone
when they die
Recognising when death is close will help you say

those important goodbyes and prepare for what is
to come.

More

Dying
Matters

Home | About us ‘ Membership | Find Me Help Resources | Information ‘ News ‘ .

Dying Matters
Awareness Week 2019

Are We Ready? Make sure you are and download
our social media assets for Awareness Week

Find them here l



NHS

England

About NHS

End of life care

Death and dying are inevitable. The guality and accessibility of this care will affect
all of us. The needs of pecple of all ages whao are living with dying, death and
bereavement, their families, carers and communities, must be addressed, taking
into account their pricrities, preferences and wishes. Personalised care at end of
life will result in a better experience, tailored around what really matters to the

persoen, and more sustainabla NHS services.

If you would like more information on the End of Life Care Programme, please amail
england.endoflifecaregnhs.net and follow our persanalized care Twitter account

@Pers_Care.

About end of life care

Context and challenges around
palliative and end of life care and why
progress is nesded.

Personalised end of life care

How MHS England is emhancing
personalised care at end of life to
support & better experience.

Additional resources

MNH5 England's end of life care
partners

Wha MHS England is working with to
improwe palliative and end of life care.

Addressing inegualities

‘Why ensuring eguality in end of life
care is important and resources to
help commissioners, service providers
and haalth and social care staff
achieve this.

Ambitions for palliative and
and of life care

9

What NHS England is doing to
improve end of life care

MHS England's End of Lifa Cara
Fragramme aims and abjectives.
Resources for commissioners

lips for commissionars, service
providers and health and social care
staff, providing end of life care to
people from specific populaticn
QIOUps.

End of life care cammitmeant

9




Palliatiivravi intensiivravi osakonnas

60% intensiivravi surmadest parast ravi
lopetamist

Enamik sureb intensiivravi osakonnas

Kui eeldatakse, et peale ravi lopetamist patsient
ei sure 24 tunni jooksul, viiakse patsient
tavaosakonda eraldi palatisse

Monikord soovib patsient surra k=




Intensive Care Soclety

Ravi lopetatakse ainult juhul, kui see ei ole enam patsiendi huvides
vOi kui kannatused, mida ravi pohjustab, uletavad oodatava kasu

Patsiendi soove tuleb pllda uurida ja arvesse votta.

Intensiivravi alustades tuleb teha raviplaan, mis holmab ka
voimalikke ravipiiranguid. Vajadusel hinnatakse raviplaan imber

Vastutava arsti kohus on ara tunda surev patsient ja aru saada,
millal palliatiivne ravi on eelistatud agressiivsele aktiivravile

Kui aktiivravi l0petatakse, tuleb jatkata ravi ja toetust eesmargiga
tagada kannatuste leevendamine ja vaarikus. Ravi eesmargiks on
kannatuste leevendamine, mitte surma kiirendamine

Ravi, mis sailitab surija organite funktsioone pikendades suremise
protsessi, tuleb [6petada

Surijale tuleb tagada privaatsus ja tema lahedastele vaba
juurdepaas



Heatherwood and Wexham Park Hospitals INHS |

NHS Fnirelahnn Tnss

Supportive and Palliative Care Team

"o, Oecupational
Clinical Nurae P

Spacialist

Pharmacist

2zt

=
= ¥

i i ;
Clinical Murss W

Specislit  \Vhat do we do?

Help and teach medical/surgical multidisciplinary teams to:
(' Manage sympioms
r Break significant news
r Mansgs complex ethical, legal, clinical and spiritual dilemmas at end of Ea

r Support patients and famies emotionally, peychologically and spiribualiy
( Arrange compisx hoepital discharges st end of B

Help patients, families and carers to:

Understand the diagnosss
Communicate -
Make dacizions sbout treatment options and symptom mansgeament
Expéore isswas sumounding piann - q fior the futura
Find out about financial and :upp-:-.'.'l services avalshle
-{.:up-a.with bersavernsnt

Contact details

For teloephone advice: 01753 860441 oxt 6137
To fax a referral: 01753 636139




Palliatiivravi intensiivravi osakonnas

® Ravi eesmarkide seadimine intensiivravi
alustades

® patsientide ja nende perekondade
kaasamine raviotsuste tegemisse.

® \Jarane palliatiivse
ravi/noustaja/vaimuliku kaasamine

® Kultuuriliste ja religioossete eriparade
arvestamine

® Dokumenteerimine

~_ ® Kvaliteedi hindamine (kohalikud ja
TR 1%_?_‘ a ._ - p— pp— ————







Mida teha, et Eesti palliatiivravi jouaks
maaillmatasemele

® Riigi kohustus tagada oma kodanikele inimvaarikas elu
ja surm

® Erialaseltside toetus
® Palliatiivravi koolitus arstiteaduskonnas
® Taiendope; Raskete kdneluste koolitused

® Oma tegevuse auditeerimine ja anallls

® Arstide-0dede koostoo patsientide ja nende
lahedastega

urendada arstkonna ja kogu elanikkonna teadli




Haigused on paratamatud. Abita
Jaamine elu raskel hetkel el ole
paratamatu. Hoolivas riigis nii el
tehta..

Vabariigi Presidendi kbne Eesti Vabariigi aastapaeva vastuvétul 24.

02.2019 Estonia teatri- ja kontserdimajas



https://www.president.ee/et/ametitegevus/koned/14992-vabariigi-president-eesti-vabariigi-aastapaeeva-vastuvotul-estonia-teatri-ja-kontserdimajas-24-veebruaril-2019/index.html
https://www.president.ee/et/ametitegevus/koned/14992-vabariigi-president-eesti-vabariigi-aastapaeeva-vastuvotul-estonia-teatri-ja-kontserdimajas-24-veebruaril-2019/index.html
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