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Background

• Place of death is considered a marker of quality, because it is 

related to quality of life and bereavement outcomes. It also 

indicates the extent to which care meets people’s preferences 

at the end of life, since most people prefer to die at home or in 

their usual place of living and care

• As our population ages, we envisage that more people will be 

residing in nursing homes towards their end-of-life (EOL).

• In two of the St Andrew’s Nursing Homes (SANH), only 25% of 

residents had an Advance Care Plan (ACP) before they passed 

away. Only 15% of residents pass on at the homes in 2019. 

• We set out to honour the EOL care preferences of residents. A 

Palliative Care programme called The Violet Programme (ViP), 

was introduced in 2020 to improve the palliative care 

capabilities of NHs through a pro-active patient-centric clinical 

model, involving system review and resource enablement and 

thereby allowing more residents to die-in-place.

[The programme is named after the SACH Violet Ward, a palliative care ward. The 

acronym also reminds the team that those who are at the EOL deserve to be treated 

as Very Important People.]

Objective

To improve ACP rate from 25% to 50% within a year in those who 

are terminally ill and achieve at least 60% concordance rate in 

preferred place of death.

Comments and Conclusion

• The programme has demonstrated that focusing on proactive patient-centric care, with system review and resource enablement can assist residents

to die-in-place with high preferred place of death concordance. Staffing turnover continues to be a challenge. Crucial elements to ensure

sustainability is the availability of medication, support from a specialist team for more complex cases with primary care by GPs and nursing staff, and

introduction of proactive screening to identify potential residents who are reaching the end of life (refer to #1 of Implementation Plan).

• Estimated system savings range from $74,6051 (low bar, assume 1 day admission saved) to $522,238 (high bar, assume 7 days).

• There was strong support for the programme with staff reporting a sense of empowerment and accomplishment in fulfilling residents’ wishes to pass

on in the nursing homes. There was also very positive feedback from bereaved family members.

• There are plans to spread the interventions to other NHs under St Andrew’s Mission Hospital.

https://www.goldstandardsframework.org.uk/cd-

content/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

Cost savings per day = $1000 – (norm cost for NH stay, $106) – (norm cost for home palliative care support, $40) = $854

Assuming that 15% would have readmitted anyway based on baseline data. 63%-15% = 48% of admissions saved. 
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Implementation Plan
1. Based on Gap analysis, a 3-pronged approach was adopted

3. Implementation of a Specialist-on-

Generalist model, 

2. The Gap Analysis indicated high willingness 

and perceived knowledge, hence system 

changes and process development needs 

to be paired with training.
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Staff Ranking of Top 10 Most lmportam Elements with Implement at ion 

Medication Access 1 

Hygiene Factors (NH staffing and leadership) 2 

Specialist Pal liative Care team attending to complex cases 

MDR to discuss cases 3 

Trained and willing GP 4 

Technology 

Envi ronment e.g. single room 5 

Integration with RH S 

EOL champion 

Palliative Care NC to oversee the NH 6 
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CD Drug access arranged , formulary amended. 

Appointment of EOL Nursi ng Leads. 

SACH Pall Care Team provided support. 

GP-led ward rounds and MOR to identify EOL cases, 
mortali ty rounds to audit care and bereavement needs. 

GP 'vendors' invited to join as staff or were replaced by 
staff. Sent for training. 

Telehealth introduced, WhatsApp SBAR protocols. 

Renovation works planned 

Two-way fast-track access with RH S. 

EOL champion appointed i11 each NH. 

Pall iative Care Nurse Clinician oversees each home. 
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Role of Violet team: 

Needs Complexity 

t 
Participation in clinically/socially complex cases 
Challenging conversations 
Training and mentoring 
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