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Introduction 

Project background 

Palliative and end of life care (PEOLC) is considered internationally as an essential health service for 

all people with chronic progressive conditions, and it is a key part of the required global systemwide 

response to realign health and social care to the needs of our aging populations1. The purpose of 

PEOLC is to improve quality of life by preventing and/or relieving suffering through the early 

identification and assessment and treatment of physical, psychological, and spiritual symptoms and 

concerns for the person and his or her family2,3. 

We know that demand for effective and efficient PEOLC will increase in coming years. The world’s 

population is aging, with an unprecedented rise in the number of people aged 60 years and older1,4. 

With advancing age comes multimorbidity and frailty5, as well as a prolonged and uncertain trajectory 

of functional decline that lasts years rather than months. Moreover, by 2040 annual deaths in England 

and Wales are predicted to rise by 25%6. Health and social care needs among older people are diverse 

and often complex, with multiple interacting factors related to the individual (e.g. ethnicity), his or her 

health (e.g. morbidities), and environment (e.g. care setting, resources). Palliative and end of life care 

must be a priority. The quality and accessibility of this care will affect all of us. 

The focus of the project is PEOLC within the community in Leeds, including interface with hospital-

based care. PEOLC in the Leeds Teaching Hospitals NHS Trust was, with the pressures of COVID-19, 

considered to be out of scope of this work given the timeframes of this project. Therefore, references 

to care in the acute setting primarily focuses on the point of discharge and the pathway out of hospital, 

with the route in, and care delivered within hospital out of scope. Whole system in this context 

therefore refers to ‘community whole system’, rather than ‘across all settings in the whole system’. 

Whole systems approach  

In the past 5–10 years, a whole systems approach (WSA) using systems science methods has surfaced 

as a realistic and promising approach to address complex issues7,8. Systems science is a broad term 

referring to a family of analytic approaches that at their heart aim to elucidate the behaviour of 

complex systems and inform efforts to address one or more system problems. Systems science 

methodologies enable investigators to examine the dynamic interrelationships of system components 

which may span multiple levels (e.g. individual, community, policy), while simultaneously studying the 

behaviour of the system as a whole over time9. Systems methodologies enable researchers and 

decision makers to examine system components, and the dynamic relationships between them10. 

Taking a systems approach encourages a rethinking of organisations and system issues, including how 

actors behave in relation to them11. A WSA, encompassing systems science methodologies, is ideally 

suited for the types of questions encountered in PEOLC because intervention targets typically are 

multilevel, multi-layered and embedded in complex social and environmental systems12.  

The process undertaken in the current project is based on the recent Public Health England guide – 

Whole systems approach to obesity: A guide to support local approaches to promoting a healthy 

weight – which was developed over four years by Leeds Beckett University in collaboration with local 

authorities, the Association of Directors of Public Health and the Local Government Association13. The 

guide provides information on how to develop and implement a WSA in practice. This includes a six-

phase process with supporting materials that can be used flexibly, considering existing strengths, 
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relationships and actions that are in place. It should be recognised that the guidance was developed 

for local authorities and as anticipated certain elements have been adapted recognising the existence 

of and work already undertaken by Leeds Palliative Care Network (LPCN) and its partners.  

COVID-19 

On 30th January 2020, the pandemic spread of COVID-19 was declared a Public Health Emergency of 

International Concern by the World Health Organisation14. By the end of April 2020, the virus had 

infected more than 3 million people worldwide, causing more than 200,000 deaths14 and hence, 

governments across the globe imposed varying degrees of social distancing advice and nationwide 

lockdowns. On 23rd March 2020 the UK government enacted measures that were included in the 

Coronavirus Act 2020 and recommended that everyone (except for certain essential circumstances) 

must stay in their homes and thus, initiating a nationwide lockdown. As a result of the government 

restrictions, planned in-person activities were postponed until July. However, the pandemic spread of 

COVID-19 resulted in varying degrees of national and regional restrictions continuing. In August 2020 

it was decided to undertake the first workshops using virtual methods.  

Amendments to the planned methodology due to the COVID-19 restrictions are noted within the 

relevant sections below.    

Project aims 

The primary aim of the project is to improve the quality of end of life care experience for patients and 

carers.   

More generally, the research team sought to generate learning for LPCN, Leeds Academic Health 

Partnership and others about how to best implement an integrated, systems-oriented approach to 

improve PEOLC.   
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Progress to date   

Project set-up   

It is necessary to establish the governance structures and support required to effectively implement 

a local WSA. Effective communication and implementation of appropriate governance structures help 

stakeholders understand and embrace a WSA. Key elements in this process to this stage were: 

- Securing support from senior leadership within the system to facilitate wider stakeholder 

engagement and help embed the approach within and across organisations.    

- Establishing a core working team (CWT) to co-ordinate the approach. This requires a time 

commitment from a small number of individuals to co-ordinate the activity, undertake the day-

to-day work and provide administrative support.  

- Securing the accountability, advice and support of a group of senior stakeholders offering a broad 

range of expertise to ensure the approach has sufficient challenge, governance and resource. 

Creating a WSA requires sustained support from stakeholders with a range of expertise. It is 

essential they are passionate about PEOLC and can commit time on a regular basis.  

The governance for this project is that the CWT reports through the PEOLC Community Flow 

Improvement Group (CFIG). This group then reports to into the LPCN Executive group and the LPCN 

group.   

For the project, Diane Boyne (LPCN Manager), Ruth Gordon (LPCN Project Lead), Amanda Storer (LPCN 

Administrator), Duncan Radley (Leeds Beckett University) and Joanna Saunders (Leeds Beckett 

University) were identified as the CWT.   

CFIG and LPCN are established groups that provide the senior leadership and senior stakeholder 

requirements outlined above. The LPCN includes health and social care providers in Leeds, who are 

working together to improve services for adults approaching the end of their life. The purpose of the 

LPCN is to help organisations work together to plan and deliver care, in the best possible way for 

PEOLC patients, their families and carers. The CFIG is a sub-group of the LPCN and includes senior 

leads from across the PEOLC partnership, meeting collectively to discuss, agree and plan 

improvements. There is membership from all key organisations involved in palliative care across 

Leeds. The group aims to ensure that the community service model across all providers delivers high 

quality care, dignity and respect, patient and family choices and maximum efficiency and provide an 

efficient seamless transfer process between organisations providing PEOLC services for adults in 

Leeds. 

Building the local picture 

Collating information on the local picture helps stakeholders understand the issues and why they are 

relevant to them. It helps build a compelling narrative to engage a wide range of stakeholders and 

enables frank discussions and sharing of views and perspectives. The facts and figures about PEOLC in 

the local area form the foundation for the WSA. This work has been undertaken by Ruth Gordon as 

part of the Project Initiation Document for Community Palliative and End of Life Care in Leeds and will 

be included in the introductory presentation during a second workshops (please see ‘Next steps’ 

section for further details).   
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Developing a shared understanding of the system 

The objective of this part of the project was to develop a shared understanding of the whole system 

for PEOLC within the community in Leeds, including interface with hospital-based care. Two mapping 

exercises were undertaken to support this initial phase of work: 1) stakeholder mapping, and 2) 

systems mapping.  

Stakeholder mapping 

A stakeholder map is a visual depiction of the key agencies and local organisations that make up a 

system, including those directly affected by the system, as well as those whose actions influence the 

system.  

Methodology 

The stakeholder mapping process included:   

1. Identifying the topic and setting a boundary. The topic was set as PEOLC, the geographical 

scale was set to Leeds and the specificity was set to organisations and departments.  

2. Framing the system. The “system frame” refers to the loose organising structure for the map 

that identifies the map’s core (e.g. the core beneficiaries of, or primary stakeholders in, the 

systems-change work). The frame serves as a conceptual guide for participants developing the 

map. The system frame was set as the ‘Palliative and End of Life Care Users, Families, Carers’.  

3. Identifying an initial set of key stakeholders in the system. To facilitate the efficient and 

effective development of the map for the participants, the core working team identified initial 

stakeholders.  

4. Development and refinement of the stakeholder map with wider stakeholders. This was 

completed electronically by two groups of participants:   

i. Members of the LPCN and CFIG group representing a team of local experts.  

ii. Participants of the virtual system mapping workshops (see page 12 for details), 

representing members of the wider system.  

Amendments to intended methodology due to COVID-19 

In the intended methodology, the initial set of stakeholders would have been identified during an in-

person meeting and development and refinement of the map would have occurred by participants 

during an in-person workshop. It cannot be determined for certain, but it is not envisaged that these 

methodological amendments resulted in a reduction in quality of the stakeholder map produced. 

However, it is important to note that a key aspect of a WSA is the opportunity for formal and informal 

discussions and relationship building between stakeholders, which did not occur.   

Results 

The stakeholder map on page 8 shows the identified key stakeholders and services involved in 

palliative and end of life care in Leeds, with a more detailed breakdown outlined in Table 1 on pages 

9-11.  
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It should be noted that there are lots of services providing support for patients who are approaching 

their end of life or offer support after a death has occurred. To ensure we have the most 

comprehensive view, these services have been included in a box entitled “additional services”.    
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Figure 1 Key stakeholders for Palliative and End of Life Care in Leeds 
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Table 1  Detailed breakdown of stakeholders for Palliative and End of Life Care in Leeds 

Leeds and York Partnership Foundation Trust  Leeds Palliative Care Network  Secondary Care Hospital Pharmacy 

Learning Disability Team  LPCN Group Members  Hospice Pharmacy Services 

The Mount  Network Team  Leeds Community Healthcare 

Health Facilitation  Executive Team  Inclusion Team 

Community Mental Health Teams  Winter Pressure Group  Health Case Managers 

Chaplaincy - Pastoral, Spiritual, Religious Care  Community Flows Improvement Group     - incl. new Disch Facilitators / Assessors 

Events Team  NHS Leeds Clinical Commissioning Group  Specialist Community Services 

Primary care  Palliative Care     - Respiratory 

Pharmacy  Engagement Team     - Cardiac 

Social Prescribing  Leeds Care Records     - Parkinson's 

Memory Support Workers  Patient Advisory Group     - MND 

Care Coordinators  Frailty Working Group     - Movement Disorders 

General Practitioners  CCG Care Homes Team     - Renal 

Leeds General Practitioner Confederation  Independent Domiciliary Care     - Community Cancer 

   - CCG Primary Care Team  Continuing Healthcare     - Neurological 

Local Care Direct (out of hours GP service)  Leeds City Council     - Single Point of Urgent Referral 

Allied Health Professionals  Adult Social Care     - Community Care Beds 

Advanced Care Practitioners     - Learning Disability Team     - Prisons 

Advanced Nurse Practitioners     - Social Workers  Palliative Care Team 

Community Matrons     - Reablement Team     - Neighbourhood Palliative Care Leads 

Practice Nurses  Public Health     - End of Life Care Facilitators for Care Homes 

Self-management and Personalised Care  Leeds Community Equipment  Neighbourhood Night Service 

Local Care Partnerships     - Leeds Equipment Store     - 121 Overnight Care - LCH / Marie Curie 

Local Medical Council  Dying Matters Leeds Public Campaign     - Registered Nurse Teams - Unplanned Care 

Primary Care Networks  Leeds Health and Care Plan     - Nursing Assistant Team - Planned Care 

Yorkshire Ambulance Service     - Health Partnership Team     - Senior Nurse Coordinators Day / Night 

Palliative Care Ambulance  Housing  Community Nursing and Therapy Services 

Emergency Ambulance Service  Medicines Management     - Community Nursing 

Patient Transport Service  Community Based Pharmacy Services     - Community Matrons 

Urgent Care  Primary Care Pharmacy Services     - Frailty Virtual Ward 
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Leeds Teaching Hospital  Leeds Teaching Hospital cont.  Care Homes 

Emergency Department  Elderly Medicine Team  Care Home Support Teams (see LCH) 

Oncology CSU  Renal Team  Nursing Homes 

   - Acute Oncology inc. Assessment (JONA)  Abdominal Medicine and Surgery CSU  Residential Homes 

   - Oncology     - Acute Surgery/ Surgical Assessment  Leeds City Council Care Quality Team 

   - Haematology     - Renal  Sheltered Accommodation 

   - Cancer Surgery     - Gastroenterology  Specialist Units 

   - Palliative Care     - Hepatology  Sue Ryder Wheatfields Hospice 

Neurology CSU     - Acute Surgery/ Surgical Assessment  Education and Training 

   - MND  Heart Failure Service  Day Services 

   - Parkinson's Disease Services  Oncology Team  Family Support 

LIDS: Discharge Team  Palliative Care Team  Bereavement Support 

Trauma and Related Services CSU     - Discharge Facilitator  Chaplaincy - Pastoral, Spiritual, Religious Care 

   - Orthopaedic     - Specialist Palliative Care  Community Specialist Services 

   - Vascular     - End of Life Team  Pharmacy 

   - Elderly In-reach Services     - Bereavement Care  Inpatient Unit 

Cardio-Respiratory CSU     - Pharmacy  Rehab – AHPs 

   - Cardiology inc. HF     - Out of Hours Consultant  St Gemma's Hospice 

   - Respiratory     - Education and Training  Education and Research 

Other services  Educational organisations  Chaplaincy - Pastoral, Spiritual, Religious Care 

   - Maggie's  Leeds Academic Health Partnership  Inpatient Unit 

   - Chaplaincy and Spiritual Support  Leeds Primary Care Network Education Group  Community Specialist Services 

   - LTHT Bereavement Services  Training for Staff  Day Services 

Respiratory team  Health Education England Regional Rep  Rehab – AHPs 

Emergency and Speciality CSU  Leeds Teaching Hospital Trust  Bereavement Support 

   - ED/CDU/ Primary Care Access Line  St Gemma's Academic Unit for Palliative Care  Pharmacy 

   - Acute Medicine  Leeds Community Healthcare  Family Support 

   - Frailty Unit  Support for Bereaved  Young People Service 

   - Acute Elderly Medicine  Sue Ryder Wheatfields Hospice   

   - Medical Assessment     
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Voluntary Organisations, User/Carer Groups     

Age UK Leeds     

Simon on the Streets     

Forum Central     

Carers Leeds     

Leeds Bereavement Forum     

St George’s Crypt     

Neighbourhood Network Schemes     

Care and Repair     

   - Home +     

Healthwatch     

Additional Services     

The Prison Service and Prisons     

Telecare     

Forward Leeds (Alcohol and Drug Service)      

Local Neighbourhood Network Schemes      

Homeless     

Gypsy and Traveller Services     

Funeral Directors     
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System mapping 

A systems map is a visual representation of the many local factors that make up the system related to 

PEOLC in Leeds. Its purpose is to reveal the underlying interrelationships and structure of a complex 

system. System maps are powerful visualisation tools that can help stakeholders: describe and 

appreciate the current state of a given system; understand how system structure creates the 

observable outcomes; create a shared vision of the system; gain consensus about the issue; and 

identify opportunities for action.   

Methodology 

There are several different approaches to system mapping14, 15. Qualitative system mapping is the 

approach used in this project. It was considered to be the most appropriate method as other 

techniques are more complex, requiring quantitative data collation/collection and computation 

modelling16. 

The system mapping process included:   

1. Identifying the topic and setting a boundary. The topic was set as PEOLC within the community 

in Leeds, including interface with hospital-based care.  

2. Development of a preliminary map from analysis of recordings from a series of eight virtual 

events with stakeholders during November and December 2020. The 90-minute workshops 

consisted of: 

- A brief presentation outlining what is meant by ‘a system’, the key elements to a 

‘systems approach’ and an explanation of how the information gathered within the 

workshops would be pooled to create a systems map.  

- An open discussion around the question ‘What factors influence your ability to deliver 

quality palliative and end of life care to people in Leeds?’.  

3. Development and refinement of the systems map through:   

- Secondary analysis of a commissioned piece of work by HealthWatch Leeds to gain 

the public’s view and experience (in particular that of carers). Thirty-one people 

responded to a survey about end of life care and fifteen in-depth interviews were 

undertaken about their experiences of end of life care when caring for a loved one.  

- Review by the members of the LPCN and CFIG, representing a team of local experts. 

This was completed electronically.   

Amendments to intended methodology due to COVID-19 

In the intended methodology participants would have been invited to attend a large, in-person, half-

day workshop. Due to COVID-19 restrictions the workshops changed to a virtual format and it was 

considered necessary to reduce the time commitment asked of participants, many of whom had 

clinical responsibilities. Further, to try and engage as many stakeholders as possible, it was also 

decided to offer participants flexibility in dates by offering multiple workshops rather than one large 

workshop.   
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The methodology for undertaking systems mapping also required amendment. In an in-person 

workshop, the process involves participants working in small groups with a facilitator to build their 

own preliminary systems maps. In order to develop a systems map from virtual workshops, members 

of Leeds Beckett University tested two methodologies. The first, consisted of a discussion based 

format, with the mapping being undertaken after the event. The second, consisted of conducting live 

virtual mapping, where the systems map was built in real time on screen. Feedback from the test 

participants indicated that they preferred the more natural flow of the discussion format and 

members of the Leeds Beckett team also felt that the real time virtual mapping was too slow to 

capture the breadth of discussion themes in the available time.    

Results 

105, out of 158 booked participants, attended the virtual workshops, including people from: acute 

and community health care, social care, care homes and voluntary and independent organisations 

(see Appendix 1 for a full breakdown of workshop participants). Given the ongoing demand on 

clinicians’ time driven by COVID-19 this was considered a very successful level of engagement. 

The high-level systems map on page 14 provides a simplified systems map, including only the key 

factors. The map on page 15 is the full map, which you will need to zoom into to be able to read. 
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Figure 2  High-level systems map for Palliative and End of Life Care in Leeds 

(note: factors highlighted in orange were raised during the family/carer survey and interviews)  
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Figure 3  Full systems map for Palliative and End of Life Care in Leeds 
(note: factors highlighted in orange were raised during the family/carer survey and interviews)  
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Dissemination 

The information presented above has been presented virtually to CFIG and a report prepared and sent 

to all the attendees of the workshops, the members of the CFIG group and the LPCN Executive and it 

has been shared with primary care via the Primary Care Bulletin. 

 

Next steps 

Revised project plan 

Whole systems approach process 

The proposed revised process for development of a systems-orientated approach to PEOLC in Leeds, 

with associated timelines, is outlined below (please note that the process and timeline may require 

further revision due to changes in circumstance related to COVID-19). 

Development of priority areas for service redesign (July – August 2021) 

The LPCN will use the themes highlighted through the systems mapping and the commissioned piece 

of work by HealthWatch Leeds to determine the overarching priority areas of work to be discussed by 

wider stakeholders during a workshop in September 2021. September has been chosen based on 

feedback from members of LPCN and CFIG that frontline workforce required recuperation time given 

the level of exhaustion and burnout in the health and care workforce.  

Further engagement with key partners who were considered underrepresented proportionate to their 

PEOLC delivery in the system, particularly independent domiciliary care providers. All independent 

providers will be contacted and asked two main questions “what is working well in PEOLC” and “what 

could be improved in PEOLC in Leeds”. If there is sufficient interest, a virtual workshop will be held 

with the group specifically. 

Stakeholder action planning workshop (September 2021) 

Understanding how and where to intervene in a system is key to help identify which actions are more 

likely to bring about sustainable systems change. The aim of this part of the process is for stakeholders 

to propose actions that may provide the greatest opportunity to change the system. During a 

facilitated workshop, participants will collaboratively identify actions, both new and existing, to help 

shape a whole systems action plan. This workshop will use the systems map, stakeholder and a model 

of systems change28, developed by members of the research team, to help stakeholders identify a 

coherent set of actions that are more likely to bring about sustainable systems change. 

The workshop will also provide an opportunity to present the collated information on the local picture, 

i.e. the facts and figures about PEOLC in the local area.  

Development of detailed action plans, a monitoring framework and the structure of ongoing 

stakeholder engagement (September 2021 – December 2021) 

The LPCN will develop an action plan by reviewing and aligning existing and new actions proposed 

during the above action planning workshop, ensuring they align with the best available evidence base.  

During this stage the CWT, in partnership with the LPCN, will determine how individual actions and 

the WSA process will continue to be monitored.  
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One of the most important elements of systems thinking is timescales for intervention (short, medium 

and long term); the causal system and the response to this will change over time, requiring ongoing 

dynamic response. It is therefore important for the stakeholders in the system to frequently keep in 

touch and share intelligence about what is happening so that people can learn from each other and 

adapt if necessary. During this stage the structure of ongoing stakeholder engagement will be 

determined.  

Initiation of actions and ongoing stakeholder engagement (January 2022 – ongoing) 

As actions are implemented, stakeholders will come together at agreed time points, to collectively 

reflect on how the WSA and its actions are progressing, and to consider and agree appropriate 

changes. 

 

Project evaluation  

The project will employ a mixed (qualitative and quantitative) longitudinal methodology to conduct 

the evaluation. A co-production approach will be used whereby the methodology will be discussed 

and agreed with members of the CFIG group, to ensure all expectations are met. 

The end product of the evaluation is to document where the team were at the start of their WSA 

journey, how they got to their endpoint and what was learnt along the way. Due to the dynamic and 

emergent nature of systems approaches, rather than undertaking a static evaluation at fixed time 

points and with pre-determined questions, the evaluation will be flexible and adjusted as required in 

consultation with the LPCN team. 

The revised evaluation timeline of the project is as follows: 

September 2021: Stakeholder feedback forms at action planning workshop 

Workshops offer an ideal opportunity to gather wider stakeholder views about the project and the 

delivery of the workshop. All stakeholders who attend the workshops will be asked to complete an 

evaluation form which will be co-produced with the LPCN team to ensure data is relevant both to the 

local delivery and Leeds Beckett evaluation team. Indicative content will include questions on: 1) 

understanding of the activities and workshop content, 2) the opportunity to learn new skills and/or 

material, 3) the opportunity to network with other likeminded stakeholders, 4) activities/workshop 

components that were challenging and/or need improving, 5) expectation of the workshop versus 

what was delivered, 6) any additional training and/or resource requirements, and 7) changes in 

knowledge on systems science, the complexity of PEOLC, and types of actions. Responses will be 

captured using a mixture of Likert scale (strongly disagree, disagree, neither agree not disagree, agree, 

strongly agree) and free text responses.   

Note that stakeholder events will, if appropriate, be used to facilitate wider stakeholder focus groups. 

October 2021 and January 2022: In-depth interviews with LPCN members and key stakeholders 

Semi-structured interviews shall be used to guide the direction of the conversation with the 

interviewee, whilst simultaneously enabling the researchers to develop a rapport with the 

interviewee. The ‘semi-structured’ aspect of this approach allows the interviewers to explore 

emerging themes as well as salient issues in relation to the project. Interview guides will be developed 

prior to any data collection.  
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Interviews will discuss the development, implementation, running and sustainability of the project. 

This will include questions related directly to governance, staffing, partnership working, management, 

evaluation and sustainability. Throughout the interviews, stakeholders will be asked to discuss any 

barriers and facilitators that may have influenced the achievement of each stage of project 

development and sustainability.  

October 2021 and January 2022: Focus groups with wider stakeholders 

Semi-structured focus groups offer a means of capturing the viewpoints of multiple (between 3 - 10) 

stakeholders at any one time. Focus groups are useful when time and other resources are limited and 

can help stimulate broader discussion and interactive feedback. The research team may use similar 

questions to those in the interviews, or questions may be adapted that are more suited to the specific 

group.  

Focus groups can provide quality controls because participants tend to provide checks and balances 

on one another that can serve to curb false or extreme views, although the aim of the focus group is 

not to persuade the group to reach a consensus. We recognise that certain dynamics such as power 

struggles and reluctance to state views publicly are limitations of focus groups, hence focus groups 

will only be one of several methodologies used, to ensure we capture views from all relevant 

stakeholders. 

January 2022: Systems network questionnaire 

A survey will be used to investigate the perspectives of wider stakeholders about the extent to which 

a whole systems approach is being operationalised. The survey has been adapted from the Indig et al. 

questionnaire, which was created to evaluate partnerships19. Specifically, the adapted survey assesses 

the following five domains:  

• Leadership (strategic direction and leadership) 

• Governance (guidance and processes for implementation) 

• Collaboration (how partners work together)  

• Experience of the partnership (i.e. the personal account) 

• General feedback on the process  

The survey will be hosted by Leeds Beckett University using Qualtrics (a secure online survey platform) 

and disseminated at appropriate times agreed with the LPCN team.   

Sampling and recruitment  

Stakeholders will be recruited through local networks, with the support of the LPCN and CFIG groups. 

We anticipate stakeholders will include key policy actors involved in the development and delivery of 

the project and wider stakeholders. The final stakeholder list will be confirmed after discussion with 

the CFIG team to ensure all relevant individuals are invited. Participants will be purposively selected 

based on the depth of information required and aligned with the most appropriate data collection 

technique. For example, to identify to what extent the approach has changed collaborative working 

practice across departments and organisations, it is anticipated that in-depth learning will be obtained 

using interviews with the key senior stakeholders, focus groups with selected wider stakeholders and 

survey responses from all wider stakeholders. We anticipate undertaking 10-15 interviews and 3-5 

focus groups.  
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All invitations will be distributed by the relevant local gatekeeper, so to ensure adherence with GDPR, 

however interested stakeholders will contact the research team directly so to ensure participant 

confidentiality. 
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Appendix 1 – Workshop participants 

Date No. 

(booked) 

attended 

Sector/Organisation - (booked) actual 

10th November 2020 (22) 14 Primary Care – (2) 1  
CCG – (1) 0 
LCH – (6) 5  
LTHT – (3) 3  
LYPFT – (3) 1  
Hospice – (5) 3  
Nursing/Residential Care – (2) 1  

12th November 2020 (23) 11 Primary Care – (3) 1 
CCG – (1) 1 
LCH – (4) 1 
LTHT – (6) 4 
Hospice – (4) 3 
Nursing/Residential Care – (4) 0 
LAHP – (1) 1 

17th November 2020 (24) 18 LCH – (6) 4 
LTHT – (2) 2 
LYPFT – (4) 3 
Hospice – (7) 6 
NFP/Charity – (3) 2 
YAS – (1) 0 
Adult Social Care – (1) 1 

18th November 2020 (19) 11 Primary Care – (1) 1 
LCH – (1) 0 
LYPFT – (1) 1 
Nursing/Residential Care – (14) 8 
NFP/Charity – (1) 1 
Leeds LD Service – (1) 0  

19th November 2020 (25) 17 Primary Care – (12) 8 
LCH – (7) 5 
LYPFT – (1) 1 
Nursing/Residential Care – (3) 1 
Hospice – (1) 1 
Community Pharmacy – (1) 1 

25th November 2020 (24) 21 Primary Care – (1) 1 
LCH – (5) 3 
LTHT – (3) 3 
LYPFT – (1) 1 
Nursing/Residential Care – (1) 0 
Hospice – (8) 8 
Adult Social Care – (3) 3 
YAS – (1) 1 
LAHP – (1) 1  

26th November 2020 21 (13) Primary Care – (3) 1 
CCG – (2) 2 
LCH – (4) 3 
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LTHT – (4) 3 
Nursing/Residential Care – (1) 0 
Hospice – (4) 3 
Adult Social Care – (1) 0 
NFP/Charity – (1) 1 
Local Care Direct [primary care] – (1) 0 

 

CCG: Clinical Commissioning Group, LCH: Leeds Community Healthcare; LTHT: Leeds Teaching Hospital 

Trust, LYPFT: Leeds and York Partnership Foundation Trust, LAHP: Leeds Academic Health Partnership, 

NFP: Not for Profit, YAS: Yorkshire Ambulance Service.  

 

 

 


