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This Autumn the APPM is delighted to be announce the launch of 

our new website www.APPM.org.uk .  This marks a further 

significant development in the resources and services available for 

our members.  More information will be available at the APPM 

Study day in London on Friday 16th November.  Over the next 

few months we will be working website to include a specific 

Education and Training Page and an area for accessing APPM 

peer reviewed protocols and guidelines.  If you have anything 

that you would like to submit for either of these please do not 

hesitate to get in touch. 

APPM executive 

This Autumn Toni Wolff has announced that sadly she will be 

stepping down from the APPM executive.  Many thanks to Toni for 

her enthusiasm, and support over the last few years.  In addition I 

have decided that it is time to step down from chairing the APPM 

with a view to stepping down from the APPM executive in 

November 2013.  Mike Miller has also announced that he would like 

to step down from the role as APPM secretary, however he has 

agreed to stay for another year.  This means that the Executive will 

need to identify a new Chair, the new post-holder will be 

announced at the AGM. 

Research meetings and study days 

The next major event is the 3rd Annual APPM Study day on Friday 
16th November, Friends Meeting House near Euston Station.  The 
programme this year includes a keynote speech from Professor 
Myra Bluebond Langner, a seminar on stress and burnout and 
workshops on gut failure and pain, long term failure and 
prescribing & transcribing in palliative care.  The APPM AGM will 

also be held at this meeting For further information or a 
registration form, please contact Tel: 0117 989 7834 or email 
appm@togetherforshortlives.org.uk  
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The APPM is also collaborating with the Clinical Ethics and Law 

group at the Royal College of Paediatrics and Child Health 

Annual Scientific Conference 5th – 7th June 2013 SECC Glasgow 

www.rcpch.ac.uk.  The joint session will have a particular focus on 

ethical aspects of palliative care including submitted abstracts and 

panel discussion.  This year the RCPCH is collaborating with the European Paediatric 

Association giving an added international flavour to the proceedings. 

Other events 

The 1st European Congress on Paediatric Palliative Care will be held in Rome on 28th 

– 30th November 2012. www.maruzza.org/congress/ 

13th World Congress of the European Association for Palliative Care, Prague 

www.eapc-2013.org/  30th May – 2nd June 2013  

Other project work 

The second edition of the APPM Children’s Palliative Care Master Formulary was 

launched at the Cardiff International Conference on Paediatric Palliative Care in July.  The 

APPM Children’s Palliative Care Master Formulary provides information on indications, routes 

and standardised doses for paediatric palliative medicine based on systematic literature 

review and appraisal of available research evidence together with expert consensus opinion 

where there is insufficient research evidence.   

Findings of the APPM online international paediatric prescribing survey were presented at 

the Palliative Care Congress in March and the Cardiff International Conference on Paediatric 

Palliative Care.  Many thanks to all of you who completed the survey.   

 

Other current APPM activities include: 

Ongoing work linking in with the Palliative Care Funding review 

http://palliativecarefunding.org.uk .  The Palliative Care Funding Review team was tasked 

with reviewing the current funding mechanism for dedicated palliative care for adults and 

children in England.  The pilot sites East of England, London, Northwest and West Midlands 

have now been announced and data collection is about to start. 

Support for appraisal and revalidation particularly for doctors working in paediatric 

palliative medicine outside the NHS.  A further briefing letter will be sent to Hospice CEOs 

and heads of care in the next few weeks. 

Development of standards for education and training in paediatric palliative 

medicine for those not eligible for CCST via RCPCH.  

Quality assurance and validation of Specialist Training in Paediatric Palliative 

Medicine via the RCPCH Paediatric Palliative Medicine CSAC.  The CSAC sits formally under 

http://www.rcpch.ac.uk/
http://www.maruzza.org/congress/
http://www.eapc-2013.org/
http://palliativecarefunding.org.uk/
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the RCPCH and is affiliated to the APPM.  More information is 

available via the RCPCH website. 

 

Finally the APPM worked closely with Together for Short Lives and the Department of Health 

in the development of the Children's and Young People's Outcomes Strategy.  This 

national strategy identifies the health outcomes that matter most for children and young 

people and considers how well these are supported by the NHS and public health outcomes 

frameworks.  The final strategy can be found at www.dh.gov.uk/health/2012/07/cyp-report/   

 

Dr Lynda Brook – Chair Association for Paediatric Palliative Medicine 

Lynda.Brook@alderhey.nhs.uk  

October 2012 

 

 

 

 

 

 

 

 

As specialty training in paediatric palliative care continues to develop and expand it is 

understandable that we not only look forward as trainees, to how we practice in paediatrics but also 

look to our origins in adult palliative care to understand the specialty fully. Historically 

therefore GRID trainees have spent time in the adult sector during their paediatric training.  

With 3 training centres for PPC across the UK (London, Cardiff, and soon to commence Leeds) and a 

combination of full and part time trainees it is difficult to fully standardize the experience so 

placements have been coordinated and developed on an individual trainee basis. 

As a part time trainee I spent 6 months (0.6 WTE) based in the adult sector, gaining 

experience in hospice, inpatient and community care in the London area  

Entering into the placement, I felt a sense of fear; having not cared for adult patients since 

house jobs- over ten years ago. Pre-conceived notions of how palliative care for adults 

differed to paediatrics sprang to mind and as a result I anticipated key differences in ethical 

A personal View from the GRID  

By Joanna Laddie GRID trainee 

http://www.dh.gov.uk/health/2012/07/cyp-report/
mailto:Lynda.Brook@alderhey.nhs.uk
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issues (such as consent), pharmacology (such as the options 

available) and service provision (funding and accessibility).  

What I did not expect however was how similar the issues faced in 

adult palliative care are to those faced in PPC. Instead of disclosure 

issues between parents and children, they deal with disclosure between patients and their 

spouses or children.  Pharmacological agents available are often much more restricted due 

to established local and national guidance, whereas paediatrics continue to use off label or 

off license medications more frequently due to a lack of high level evidence base . 

Furthermore, due to the larger numbers of patients (and a growing population within the 

specialty as non-malignant work increases), the cost of resources is enormous in the adult 
sector and the level of charitable assistance less prevalent.  

Key differences that I experienced tended to focus on the management of patients with 

chronic complex conditions, the modes of feeding patients and supporting assisted nutrition 

in the adult community sector, the use of invasive procedures (ascitic and pleural drains) in 

life limited patients and the sheer volume of patients seen and thus the impact that this has 

on how patients’ are key worked.  

As more of our patients are transitioned to adult services it is imperative that we as 

paediatricians have a better awareness of what services will be available and that we 

therefore prepare our patients appropriately for this transition. Simultaneously it is essential 

that the adult services engage with paediatric services to have a better understanding of the 

system through which their new patients’ have been cared in order to ensure they 

understand expectations and previous management modalities.  

 

With this in mind is now the time to formalize the adult placement further and to encourage 
the development of a reciprocal placement. Despite paediatric palliative care being a 

recognized stand alone specialty, patients continue to be cared for by adult physicians who 
have not had formal paediatric PC training and paediatric experience has been withdrawn 
from the formal adult PC curriculum.  

In order to forge strong links for future transitioning should we now be formalizing the PPC 

“adult placement” with set learning objectives and simultaneously encouraging our adult 

colleagues to do the same? Should we in fact be joining forces with our colleagues in the 

adult sector (both consultants and trainees) in order to draw up a curriculum that trainees 

should adhere to? A curriculum or set of learning objectives that would cover the key areas 

of clinical management, academic interests, governance and service provision- of which a 

sound knowledge (in both paediatric and adult PC) - would facilitate more effective 

transitioning in the future. No doubt practical issues will include how to standardize training 

across such different sites with such different local services, how to formalize assessments 

in gaining core competencies (would joint assessments by adult and paediatric consultants 

be required)? What would this mean practically with regards to increased burden of work on 
paediatric teams with fewer lead clinicians in comparison to the large number of adult 

palliative care trainees? 
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Surely irrespective of these barriers, as the specialty grows and 

develops now is the time to discuss training and ensure that those 

who pursue a career in palliative care in the future (be it adult or paediatrics) are equally 

and appropriately trained in common themes to provide a more consistent journey 

through transition. J L 

 

 

 

 

 

 

 

 

 

Would you like to air your viewpoint from where you are? 

Contact the editor now at 

heather.mccluggage@westerntrust.hscni.net 

 

Our trainees face a future of working in PCC for a lifetime. How are 

they going to cope with the very particular stresses that brings?  

 

The dark side of empathy............ 

at the Study day Nov 16th London. 
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Processes for 

revalidation of doctors have developed rapidly in the last few months, with 

the expectation that revalidation will begin in December.  On behalf of 

APPM, I have continued to advocate for doctors working in children’s hospices and children’s 

palliative care more broadly and to respond to queries from individual 

hospices and doctors.  

In early December the GMC will 

start to tell doctors when they 

will be revalidating. 

The first doctors (mainly Responsible Officers) should 

revalidate in ‘Year 0’ (Dec 2012 to March 2013).  20% of 

doctors will then revalidate in April 2013-March 2014, 

Year 1 (these will be mainly medical leaders and 

appraisers plus others as selected by their Responsible Officers).  40% will revalidate in each of years 

2 and 3 so that virtually all current doctors will have 

revalidated by April 2016.  

 
If your hospice is not a Designated Body, the main new 

responsibility of hospices, hospitals and doctors will be to ensure that all doctors working for them 

have ‘whole practice’ appraisal, covering all their areas of practice.  

It is acknowledged that revalidation is less straightforward for hospices and their doctors, being 

small non NHS organisations with small numbers of doctors, in a small specialty, often with portfolio 

careers, and with patients who can’t readily give us doctor-specific feedback. In response to these 

concerns, there have therefore been 2 national hospice-specific revalidation events this summer, 

organised by the Revalidation Support Team (RST), with input 

from APM, APPM and Help the Hospices. These were 

opportunities for hospice representatives to find out more 

about the process, share good practice, raise concerns with 

the national GMC and RST representatives, and identify some 

ways forwards. Hospices that are also ‘Designated Bodies’ for 

revalidation purposes should now be making rapid progress 

towards ‘revalidation readiness’  and any medical appraisals 

conducted this year should be by appraisers trained to the 

enhanced ‘revalidation –ready’ standards. 

Hospice boards have a responsibility for the revalidation of their doctors. In some cases, it may be 

simplest for hospices to come under the policies of their local hospital or community Trust, with an 

agreement as to how policies would be applied in the hospice setting. Time invested to develop 

good systems now, will optimise the benefits and reduce the burdens of medical revalidation over 

the longer term. 

Revalidation Update.  
 
Dr Suzie Lapwood. Helen and Douglas House. 

Timescale: 

 
NB Any doctor could be randomly allocated 

for revalidation in Year 1 (2013-4) and could 

therefore be revalidated on the basis of this 

year’s (2012-13) appraisal so we need to 

have supporting information in place now. 

 

Issues for hospices and their doctors: 

 

If your hospice is not a Designated 

Body, the main new responsibility of 

hospices, hospitals and doctors will be 

to ensure that all doctors working for 

them have ‘whole practice’ appraisal, 

covering all their areas of practice.  
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 For Feedback please (to 

slapwood@helenanddouglas.org.uk) 

The GMC has issued a minimum 

acceptable list of supporting information 

for the first cycle of revalidation, acknowledging that some doctors won’t have had long to develop 

systems and collect a full set of supporting information. The emphasis is on doctor-specific 

supporting information, and on personal reflection and learning from it. 

  Updated specialty-specific guidance about supporting information was issued this year and 

is available at: 

 http://www.aomrc.org.uk/revalidation/revalidation-publications-and-documents/speciality-

guidance.html  

 The APPM website also has a revalidation section at: www.act.org/appm 

There will be further changes as revalidation gets under way. We will have a Revalidation 

Question Time at the APPM study day in November, so do come with your questions and 

concerns, or contact me in the meantime. Hoping this helps.  

 

Patient feedback questionnaires  

At APPM we would very much like suggestions from all of you about what kind of patient 
feedback you have tried and what worked best. 

 These are a challenge for all of us working in Paediatric Palliative Care. We all find it hard to ask 

people to fill in a questionnaire for us. The GMC would prefer our clerical or reception staff to give 

our patients or parents the questionnaire rather than us, all well and good if you see patients at a 

clinic but if you see patients at home it needs to be given to them by us. Hospice staff may be in a 

different position from NHS staff. 

 The ideal is doctor-specific patient feedback using a validated questionnaire that meets GMC 

guidance and we should be seeking ways to obtain this (Very few hospices have achieved this as yet,) 

However, GMC has indicated that if this is not possible in the hospice context (for example because 

the only feedback available is to the whole team), the important element is for the individual doctor 

to demonstrate in their supporting information their own reflection and learning from the 
feedback with a view to improving their practice. It is left to the discretion of the Responsible 

Officer as to what sources of feedback will be acceptable in this first cycle, so it is worth discussing 

this with your RO ahead of time. 

I’ve just used the standard GMC form as a pilot in our trust and the patients seemed to cope OK with 

it, but it could probably have been done in a more specific way [editor] 

Do you have an innovative feedback form that you could share with us? 

Revalidation Update.     
 Dr Suzie Lapwood. Helen and Douglas House. 

Supporting information 

mailto:slapwood@helenanddouglas.org.uk
http://www.aomrc.org.uk/revalidation/revalidation-publications-and-documents/speciality-guidance.html
http://www.aomrc.org.uk/revalidation/revalidation-publications-and-documents/speciality-guidance.html
http://www.act.org/appm
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Find us on the web at 

www.APPM.org.uk 

or at Together for Short Lives New website. 

Find APPM on the new website Go to http//www.togetherforshortlives.org.uk  

click on  Help for professionals 

how we help   APPM and browse through 

 

Current project work 

  Executive team 

  Constitution 

  Minutes 

  Join the APPM 

  Events 

  Resources 

  Workforce development 

 

Also on the TFSL website   Paedpalcare 

Join the discussion with the world’s leading children’s palliative care experts  

“Together for Short Lives hosts an international email based forum designed to share, 
exchange and debate approaches to children’s palliative care. 

The care forum, called PaedPalCare, is the go to place if you want to want to seek expert 
advice from the world’s most prominent children’s palliative care practitioners and join in 
the discussion about new innovations and approaches to caring for babies, children and 
young people with life-threatening and life-limiting conditions. The Care Forum is free and 
fully moderated.” 

http://www.appm.org/
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The 

second edition of the APPM Master Formulary includes some important advances from the 

first edition.  These include: 

 Further work prioritised following the findings of the first APPM master formulary 
prescribing survey 

 A review of doses calculated by weight to ensure that calculated doses do not exceed 
adult recommended doses 

 Changes to reflect the 2012 revision of the WHO analgesic ladder 
As with the first edition huge thanks go to Dr Sat Jassal and Anita Aindow, without whose 

tireless work the Master Formulary would not be possible. 

APPM is proud to continue to support updates and regular revisions of the Master Formulary 

over the coming years.  Development of the Master Formulary is a fantastic achievement 

and one that we can be justly proud of. 

 

 
 
 

молодцом 
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Palliative Care Funding Review 

Children’s Pilots 

(www.palliativecarefunding.org.uk ). 

Tom Hughes-Hallett, Professor Sir Alan Craft, Catherine Davies,Isla Mackay, Tilde Nielsson

 Briefing prepared by Dr Lynda Brook, Sep 2012 

 

What is the Palliative Care Funding Review Pilot? 

The Palliative Care Funding Review Pilots were set up to collect data to inform 

implementation of a proposed per-patient funding model for palliative care for adults and 

children in England.  The Palliative Care Funding Review was published in July 2011.  The 

implementation of a per-patient funding model for palliative care was one of three key 

recommendations of the Palliative Care Funding Review.   

The Palliative Care Funding Review also recommended an end of life locality register 

maintained by every commissioning locality group, to support the capture, storage and 

sharing of electronic patient records and a palliative care needs assessment undertaken 

by an appropriately skilled practitioner which then informs palliative care provision including 

coordination of care, clinical care needs of the patient and social care needs of the patient at 

the end of life. 

What elements of care will be included in the per-patient funding model? 

 Assessment of the patient 
 Coordination of the care of the patient 
 Clinical care needs of the patient clinical including all medical care, nursing care and 

rehabilitation support (including physiotherapy), irrespective of the setting of the provider. 
 Social care needs of the patient at the end of life 
 Pre-bereavement assessment 
 Short breaks which represent planned in-patient and/or community care (for example, to 

monitor the clinical needs of the patient and to make any necessary adjustments to their 
care) 

 

What elements of care will not be included in the per-patient funding model? 

 Complementary therapies 
 Bereavement support 
 Drugs and pharmacy services (which will continue to be funded by the NHS as now). 
 Short breaks which provide respite for the carers and families of children requiring 

palliative care (which should be funded by local authorities and the NHS under their 
respective legal short breaks duties). 

 Respite care for adults  
 Spiritual support 
 Palliative care education and training for NHS professionals which should be funded by 

the NHS Commissioning Board. But will not be included in the tariff 
 

http://www.palliativecarefunding.org.uk/
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Palliative Care Funding Review Children’s 

Pilots 

 How will the children’s pilot data be collected? 

Four children’s pilot sites have been recruited East of England, Great Ormond Street 

Northwest and West Midlands.  The aim is for the children’s data collection to start in 

October 2012 and take place over a period of one year rather than the original two years.  

The adult guidance has been modified specifically for the children’s pilots taking into account 

important differences between adults and children’s palliative care.  A children’s steering 

sub-group has been set up with representation from all four children’s pilot sites.  The four 

sites have pledged to work together to develop education and training materials and a 

costing matrix to support implementation of the data collection in all four areas.  Katrina 

McNamara has been appointed as project co-ordinator for the children’s pilots and Together 

for Short Lives will set up a sector wide reference group.  There will also be close links with 

Department of Health work on Commissioning Specialist Children’s Palliative Care and the 

Children and Young People’s Outcomes Strategy. 

What data will be collected? 

The dataset to be collected at participating centres as part of the palliative care funding 

review pilot is complex and includes 

 Basic demographic details: NHS number; date of birth; postcode; gender: living 
circumstances.  This data will be anonymized prior to submission to the Department of 
Health. 

 Information about the child’s condition: Diagnostic details coded with ICD10; 
dependency; performance status; problem severity for pain, other physical symptoms, 
psychological and spiritual problems, family and carer concerns 

 Spell of care: Start and end dates and location for each period of time the child spends 
in a particular care setting.  Spells can take place in community or inpatient settings. 

 Phase of illness: stable unstable deteriorating or dying.  The child can only be in one 
phase at any one time. 

 Information about where the care was actually delivered: inpatient hospice, hospital; 
residential care settings; patient’s home; outpatients.   

 Information about the care provided: type of professional delivering care, hours of 
direct care provided (including travelling and administration time).  Once a child is 
recognised as having palliative care needs this would apply to all care provided in the 
community setting. 

 Cost of care provided: costs of direct care, additional costs for medications or 
investigations with the aim is for full cost recovery. 

 

What about other important information such as date, cause and setting of death? 

A number of additional data items would ideally be collected by teams and services on a 

regular basis to inform commissioning, provision and evaluation of children’s palliative care 

services.  These are not being mandated as part of the Palliative Care Funding Review 

Pilots as they are not essential for the development of the per-patient funding model.   
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The Palliative Care Funding Review Northwest Children’s Pilot team 

is using the Palliative Care Funding review as an opportunity to 

establish data systems for consented registration of children with 

palliative care needs.  This will allow ongoing data collection on 

incidence, prevalence deaths and services received for children with 

palliative care needs to inform commissioning development and provision of services to 

continue after the pilots have finished.  Other children’s pilots have alternative arrangements. 

 

What are the emerging challenges? 

 Consent 
The children’s pilots have taken the view that data collection must be undertaken with 

fully informed consent.  This is more practical for children receiving palliative care than 

adults as parents rather than the child themselves are usually approached to provide 

consent.  However appropriate consent forms and supporting information need to be 

developed and staff training will be needed.  There will also need to be centralised 

system in each pilot area for registration of consent so that families are not approached 

on multiple occasions. 

 Training  
The palliative care funding review data collection cannot be achieved without active 

participation of front line staff.  All children’s pilots have recognised the need to reduce 

the burden on front line staff as much as possible.  Nevertheless there will be need to 

develop and implement appropriate training so that staff can collect data consistently 

across different service providers and different pilot sites.  Specific attention will be 

needed to ICD10 coding, assessment of dependency; performance status; problem 

severity and phase of illness. 

 Identification of spells  
A spell of care is defined as the period of time the child spends in a particular care 

setting.  Spells can take place in community or inpatient settings.  Although it is relatively 

easy to identify when a patient has an inpatient hospice stay, it is theoretically possible 

that a child may be admitted and discharged from hospital without any input from 

palliative care services during that stay.  Thus a new community spell should be 

generated when the child is discharged but this may not be immediately apparent.   The 

Palliative Care Funding Review Northwest Children’s Pilot team is proposing using a 

series of screening questions to identify whether a child has started a new spell but has 

also made a pragmatic decision that if the child has not had any direct input from 

palliative care services during such a “hidden” spell if a new spell is not recognised this is 

not likely to significantly impact on the validity of the data collected.  Other pilots may 

have different approaches. 

 Synchronisation of phases 
The phase of illness describes whether the child’s condition is stable, unstable, 

deteriorating or they are dying. The child can only be in one phase at any one time.  This 

means that if multiple services are submitting data for the same child at the same time 

they must report the same phase of illness.  It has been suggested that where multiple 

providers are involved one provider will be designated as the “Lead Provider” and 
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therefore take the lead in determining the current phase of illness for 

the child.  This principle is less easy to apply in the community 

setting.  The Palliative Care Funding Review Northwest Children’s 

Pilot team is proposing using their central data warehouse to collate 

and sequence information on individual children and use the reported 

date time and phase information to determine start and end dates of phases.  Other 

children’s pilots may have different approaches. 

 Dependency scores 
The proposed model for dependency assessment is heavily based on adult work and it is 

still unclear whether, even comparing actual scores to expected scores will yield 

consistent and interpretable results.  It has been suggested that using the Children’s 

Continuing Care dependency tool would yield more useful data but feedback on this 

proposal is awaited 

 Collation, cleaning and processing of data 
The volume of data generated and the need to collate the data and cross reference data 

referring to the same patient but submitted by different care providers and relating to 

care in different care settings must not be underestimated.  The Northwest Children’s 

Pilot is proposing using a data warehouse to collate the data and undertake processing 

to remove errors and inconsistencies before anonymising and forwarding the data to the 

Department of Health.  Other children’s pilots may have different approaches. 

 Elements that will be in or out of tariff 
There are some elements of care, such as planned respite, that will not fall within the 

scope of the proposed per-patient funding system.  However respite that represents 

planned in-patient and/or community care for example for assessment or adjustment of 

treatment, will be funded. Similarly if a child deteriorates during a planned respite stay 

and requires symptom management or end of life care this would be funded.   

 Detailed costings  
The detailed costing information required by the pilots includes not just the direct costs of 

care but also associated costs such as drugs and travel.  The situation is further 

complicated by the lack of a standardised payscale for staff working outside the NHS 

and the sheer numbers of professionals involved in the care of children with palliative 

care needs many of whom will not be working directly for a palliative care team or 

service but will nevertheless be providing care to meet the child’s palliative care needs. 

 Costs of data collection 
There are also cost implications in collecting the data itself.  The Northwest pilot team 

have agreed to work within the constraints of funding provided by DH rather than 

supplementing the project from other sources.  Other children’s pilots may have different 

approaches. 

Will it work? 

The Palliative Care Funding Review recognised that there were significant challenges 

inherent in developing the world’s first per-patient funding system for children’s palliative 

care.  Perhaps it is not surprising therefore that collecting the supporting data is proving to 

be equally challenging.  Overall I am confident that the children’s pilots can deliver the data 
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within the required timeframe.  However there are ongoing concerns 

regarding the number of complete datasets that can be collected 

within the available resources and whether the data submitted will be 

sufficient in volume and heterogeneity to develop a robust funding 

model.  Finally a significant personal concern is that even if the data 

collection is successful and a per-patient funding model is developed, in the current financial 

climate there may be insufficient funding available to implement the model developed. 

 

How can I find out more? 

For further information contact Andrew.fletcher@togetherforshortlives.org.uk  

Or contact Katrina McNamara katrina.mcnamara@togetherforshortlives.org.uk project co-

ordinator for the children’s pilots 

 
 
 

 
 
 

 
 
 
 
 

 

mailto:Andrew.fletcher@togetherforshortlives.org.uk
mailto:katrina.mcnamara@togetherforshortlives.org.uk
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3rd Annual APPM Paediatric Palliative Care Study Day  
16th November 2012, Friends House, 173 Euston Rd, 
London NW1 2BJ 0900-0915  

Registration and coffee  

0915-1000  Title to be advised  Prof Myra Bluebond-Langner (True 
Colours Chair for Paediatric Palliative 
Medicine)  

1000-1040  TYA palliative care: the medical issues  
(The perspective from two TYA 
palliative care services)  

Dr Caroline Stirling (Consultant in 
Palliative Medicine, UCL)  
Dr Victoria Lidstone (Clinical Lead for 
Transition in Palliative Care for Wales)  

1040-1110  Coffee, networking and posters  
1110-1150  Making life easier with prescribing 

medication: past, present and future of 
prescribing  

Dr Sat Jassal (Medical director of 
Rainbows Hospice)  
Dr Emily Harrop (Consultant in Palliative 
Care, Helen and Douglas Hospices)  

1150-1230  Proxy and patient controlled analgesia 
(PCA) in the community setting  

Dr Dilini Rajapakse (Consultant in 
Paediatric Palliative Medicine)  

1230-1320  Lunch  
1320-1340  APPM Annual General Meeting (AGM)  
1340-1420  The dark side of empathy: a cautionary 

note for medicine  
Prof Eammon Fergusson (Professor of 
health psychology, University of 
Nottingham)  

1420-1500  Discussion: Being in the job for the long term - burnt out  
1500-1530  Coffee, networking and posters  
1510-1530  GMC Revalidation clinic (bring your 

coffee or tea)  
Dr Susie Lapwood (Lead for revalidation 
in Paediatric Palliative care)  

1530-1610  Workshop 1  
1: Case-based discussion on gut failure 
and pain (repeated)  
or  
2: Long-term ventilation-issues for 
Palliative care  

1: TBA  
2: David Winch (Long term ventilation, 
Royal Bromptom Hospital)  

1610-1650  Workshop 2  
1: Case-based discussion on gut failure 
and pain (repeated)  
or  
2: Prescribing and transcribing: issues 
for clinical practice  

1: TBA  
2: Maggie Breen (Macmillan clinical 
nurse specialist, Royal Marsden 
Hospital)  
Jan Vickers (Director of Clinical Services, 
Claire House Children’s Hospice)  

1650-1700  Feedback and close of day  

 


