
Using the GOLD STANDARD 
FRAMEWORK (GSF) principles to 

improve identification of palliative 
patients 

 



What is GSF 

• GSF is a systematic evidence based approach 
to optimising the care for those nearing the 
end of life and delivered by generalist provider 
services. It is concerned with helping people to 
live well until the end of life and includes care 
in the final years of life for people with any end 
stage illness in any setting.  

 



• The GSF was initially developed in primary 
care. 

• It has been modified and re-shaped for use in 
care homes 

• Currently not used within many hospitals – 
but this may be changing ……. 



 



3 Simple Steps 

• Identify 

 

• Assess 

 

• Plan 



Identify 

• Which residents/patients ? 

                         

Use of the: 

 

• Surprise question 

• GSF prognostic indicator guidance 

• SPICT tool 

• Add in a bit of a “gut feeling” 



Assess 

Current and future needs? 
 
–What do we know so far?  
 
–What conversations have already be 

had? 
 
– Their needs, symptoms, preferences 

and any issues important to them 
 

 
                                       



Plan 

• Complete EPaCCs template – it helps collate 
relevant information and is systematic so you 
don’t miss key points/issues 

• Develop a plan of care: based on preferences and 
wishes.  THIS IS A MEDICAL MANAGEMENT PLAN 

• Best interest meeting may be needed 

• Team working  - Drs , DN, CNS, other specialists as 
required, alongside the resident and 
carer/relative 

• Review plans at regular meetings or if any 
deterioration occurs 



Would you be surprised if the 
person were to die in the next few 
months, weeks, days? 
 

An intuitive question integrating co-
morbidity, social and other factors.  
If you would not be surprised, then 
what measures might be taken to 
improve their quality of life now 
and in preparation for the dying 
phase?  The surprise question can 
be applied to years/ months/ 
weeks/days to trigger appropriate 
actions for that stage. 

Ways of identifying:  3 triggers 
 
• The surprise question 
• General indicators 
• Clinical indicators  



For more information about Gold 
Standard Framework and SPICT 

• Via EPaCCs template 

 

Or 

 

• https://www.spict.org.uk/   

• http://www.goldstandardsframework.org.uk/  

https://www.spict.org.uk/
https://www.spict.org.uk/
http://www.goldstandardsframework.org.uk/
http://www.goldstandardsframework.org.uk/


In a care home setting, residents are being 
assessed using a traffic light coding system.  The 
coding is based on expectation of prognosis, but 
it is relevant to all those with life limiting or 
advancing, progressive conditions, including old 
age and frailty 

 

After care 



Why? 
 And where does it fit with EPaCCs? 



• A – Blue “All” 
 

• From diagnosis. 

• Stable 

• Year plus prognosis 

 



• B – Green- “Benefits” 
 

• Unstable 

• Advanced disease 

• Months prognosis 



• Yellow – “continuing care” 
 

• Deteriorating 

• Weeks prognosis 



• Red – “Days” 

 

• Final days 

• Terminal care 

• Days prognosis 



• Navy 

 
• Care after death 



Plan……. 
• Complete EPaCCs template – it helps collate relevant 

information and is systematic so you don’t miss key 
points/issues 

• Develop a plan of care: ideally based on preferences and 
wishes;  The Emergency Health Care Plan, alongside 
goals of care, the Treatment Escalation Plan 

• Best interest meeting may be needed to determine 
above 

• Team working  - Drs , DN, CNS, other specialists as 
required, alongside the resident and carer/relative 

• Review plans at regular meetings or if any deterioration 
occurs 



What if ?  Mr B aged 79 
HF pt + co-morbidities 

Example Situation 

• Increasing crisis admissions to hospital 

• Symptoms worsening 

• Ad hoc visits- no future plan discussed 

• Wife struggling to cope unsupported 

• No life closure discussions, DS 1500, respite etc 

• Worsens at weekend- calls 999-paramedics attend 

• A&E- 8hr wait on trolley 

• Admitted to hospital – dies on ward – alone 

• Wife given little support in bereavement 

• No reflection by teams 



Mr B Ideal 

• Identification and planning using prognostic Indicator 
Guidance 

• Regular support + collaboration with primary care – GSF 
• Advance Care Planning 
• Support at home eg carers / Marie Curie 
• Handover form for out of hours – crisis prevention 
• Crisis admission averted 
• Dies at home – high quality care  
• Bereavement care  
• Better outcome for patient and family 
• After death analysis – reflection by team  



A death dominated by fear, crises, 
inappropriate admissions, overmedication 
and poor communication can be a tragedy 
and a failure of our medical system. 
Enabling a peaceful death at home can be a 
great accomplishment for all concerned. 
 
                      Dr Keri Thomas 



Key messages 

 
– End of Life care is important.  It affects us all 
– 1% of the population die per year 
– Too few people die at home or their place of choice 
– Hospital deaths are expensive and may be 

preventable 
– Everyone is involved in end of life and last days of 

life care – most is from the generalist provider 
– GSF approach helps to improve the quality in 

identification, assessment, planning and 
coordination of care provided by generalists across 
different settings. 

 


