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Introduction 
• Anticipatory Care Planning (ACP) is vital to ascertain patient preferences at the 

end of life and to avoid unnecessary and unwanted interventions. 
• The electronic Key Information System (KIS) is a communication tool that 

conveys ACP information from Primary Care to OOH services.
• The KIS is now readily available to access in secondary care, but little is known 

about its use and whether the ACP information contained is useful in this setting.

Aims
• Using validated IHI quality improvement (QI) methodology (PLAN, DO, STUDY, 

ACT), this project aimed to improve ACP awareness and ‘Goals of Care’ (GOC) 
conversations in a secondary care setting by: 
1. Increasing access to existing KIS information. 
2.	Increasing	the	identification	of	patients	with	supportive	and	palliative	care	

needs and subsequent GOC/ACP discussions.

Methods 
• MAU admission case note audits (baseline n=100 and re-audit n=66).
• 16 one-to-one structured interviews with admitting clinicians (FY2 to consultant 

level) to ascertain views on usefulness of KIS.

Figure 1: PLAN, DO, STUDY, ACT

Results
Initial results (‘Plan’ stage)
• 24% of all patients admitted to MAU had a KIS. 
• 53% of patients at risk of deteriorating or dying (using 

SPICT™) had a KIS.
• 67% of KIS contained a ‘Special Note’ (contains ACP 

information).
• Two forms of KIS are available electronically: 

1. The ‘abbreviated’ KIS (attached to Electronic Care 
Summary (ECS) Medications list). Accessed in 
89% of admissions, but only 19% of admitting 
clinicians had seen the KIS for their patient.

2. The ‘full’ KIS document was accessed in 1 case 
only where a KIS was available (4%).

• 75% of admitting clinicians interviewed thought 
the KIS was useful. The main reason they had not 
seen the KIS was lack of awareness.

• In 19% of cases the KIS would have changed 
clinical management.

• There was little evidence of Goals of Care discussions 
during	the	first	48	hours	of	admission	for	patients	at	
risk of deterioration or dying, Table 2. 

Interventions (‘Do’ stage)
• Addition of an ACP ‘tab’ and SPICT™ tool to 

admissions documentation to prompt checking of KIS 
and	identification	of	patients	who	may	benefit	from	
ACP discussions.

• Education sessions (medical meeting, ward based 
and informal). 

• KIS Posters placed strategically to prompt and 
simplify KIS access.

Re-audit following Interventions (‘Study’ stage)
• Completion of ACP tab and SPICT™ tool low 

(31% and 20% respectively).
• Goals of Care discussions – Interventions did not 

significantly increase GOC discussions within 48h.
• On the re-audit, it was possible to study whether GOC 

discussions occurred later during the admission. This 
revealed that certain aspects of ACP are discussed 
earlier, and some closer to discharge, Table 2.

STUDY

Re-audit to assess whether interventions 
have changed clinical practise

DO
Test interventions to improve clinician 
awareness and access to the KIS and 

improve levels of ACP/GOC discussions

PLAN
Assess use of the KIS and evidence of 
goals of care discussions with patients 
at risk of deterioration or dying. 
Baseline audit of 100 admissions to 
the Medical Assessment Unit (MAU)

ACT

Formulate sustainable interventions 
to maintain changes seen

Table 1: Patients admitted to MAU with a KIS and changes in access to these KIS on 
admission following interventions

Baseline Audit 2014 
Pre-interventions (%)  

(n=100)

Re-Audit 2015  
Post-interventions (%) 

(n=66)

Patients admitted to MAU with a KIS 27% 24%

Access to ECS ‘abbreviated’ KIS 89% 89%

Access to ‘Full’ KIS 4% 47%***

Table 2: Documentation of Anticipatory Care Planning or ‘Goals of Care’ discussions held 
within 48h (pre & post intervention) as well as during remaining hospital admission (>48h)

Goals of Care Discussion Criteria:

Yellow denotes aspects most discussed 
closer	to	admission	(within	48h)

Green denotes aspects more likely to be 
discussed closer to discharge

Baseline Audit 
Oct 2014 

Within 48h of 
admission

(n=32)

Re-Audit 
Mar 2015

Within 48h of 
admission

(n=23)

Re-Audit 
Mar 2015

More than 48hrs 
post admission

(n=17)

Acknowledgment patient at risk  
of deterioration/dying 34% 17% 6%
Patient understanding of disease 
explored 9% 13% 24%
Family/carer understanding of 
disease explored/intention to do  
so documented

47% 35% 53%

Potential for reversibility of 
condition discussed/documented 25% 26% 18%
Uncertainty of recovery 
acknowledged 9% 9% 18%
Treatment outcomes discussed 
with patient 3% 13% 24%
“What matters” (Patient goals, 
expectations, concerns?) 
documented

0% 4% 12%

Preferred place of Care discussed 
with patient/family 13% 9% 18%
Information required assessed  
or given 9% 0% 12%
Appropriate levels of intervention 
documented 13% 9% 6%

Planned Interventions (‘Act’ Stage)
• Further PDSA cycles at St John’s Hospital informed by focus groups to maintain 

engagement and ascertain which interventions are workable to maintain and 
improve the change in practise seen.

• Plan to change the format of the KIS to one single ‘full’ KIS document 
attached to the ECS medications list (this may improve access to the ‘full’ KIS 
data to almost 90%).

• GP updates at events to feed back the usefulness of their KIS and encourage 
ongoing good practise.

Conclusions
• 1 in 4 patients admitted to Acute Medicine are likely to have a KIS.
• In this study, 53% of patients at risk of deterioration or dying had a KIS. 
• Of those KIS seen, 2/3 include important ACP information in the form of a ‘Special 

Note’ or ‘ACP comment’.
• Initial awareness of the KIS and access to the full version was low at SJH.
• Using QI methodology at a ward level it is possible to significantly improve 

access to ‘full’ KIS ACP data (4%-47%).
• 75% of clinicians interviewed thought the KIS for their patient was useful.
• Improving secondary care access to KIS data for patients with complex 

and palliative care needs could affect patient management in around 1 in 5 
patients.

• Different aspects of GOC discussions occur at different stages during the 
hospital admission. The SPICT™ tool may be more useful employed at a 
later stage of a patient’s admission.

Recommendations
1) Establishing the presence of a KIS needs to be embedded into the 

admission process.
2) Focus groups to be held at other Lothian Hospitals re ways to improve ACP 

information access via KIS.
3) Further audit and research to explore ways of ensuring ACP conversations are 

communicated back to Primary Care.


