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Daffodil Standards Example Reflective Learning Guide
Check most up to date version here 
Daffodil Standards – Example Reflective Learning Guide 
A practical, step‑by‑step guide for GP practices to run reflective group learning and quality improvement against all eight Daffodil Standards. Use this in MDTs, governance meetings, and appraisal/QI evidence. It combines the official RCGP–Marie Curie reflective guidance with your modernised framework (Focus, Good Practice, Reflection Prompts, Evidence, and QI actions).
How to use this guide
1) Convene a multidisciplinary group (clinicians, nurses/HCAs, PM/QI lead, admin/reception, pharmacy, link workers).
2) Agree ground rules (learning space, no-blame, confidentiality, option to pause/leave).
3) Pick a Standard, run the group exercise, and agree 1–2 SMART actions and owners.
4) Capture learning in minutes; update the Training Needs Analysis (TNA), SWOT, and Staff Training Log.
5) Revisit actions at the next MDT; monitor with simple audits/dashboards.
Group reflection ground rules
Agree time available and who will facilitate.
Everyone’s opinion and beliefs are valid and to be respected.
Emphasise this is a learning discussion; blame-free and confidential.
Acknowledge the sensitivity of topics; allow people to pause or step out if needed.
Ensure a named lead is available during/after the session to debrief and support.
Tip: Use a simple learning cycle – experience → reflection → conclusions → test change (PDSA).
Standard 1 – Professional and Competent Staff
Focus: ensure clear leadership, staff development, and a culture of reflective learning and QI.
Good practice indicators
Named EOLC clinical lead and MDT lead; role supported with time/training.
Whole‑practice training matrix, regular reflective discussions, protected learning time.
Clear escalation pathways and access to 24/7 specialist advice.
Group exercise – aim & principles
Aim: enable clear leadership and culture of learning; draw on staff’s lived practice experience.
Principles: select a patient where learning is possible; no‑blame; encourage reflection; make recommendations; review actions later.
Discussion prompts
What happened initially and subsequently? How was the person noticed/identified? Who else knew them?
What were the needs (health, psychosocial, spiritual, practical)? What worked well/made a difference?
What was the learning for individuals and the practice? What will we do differently? When will we review?
Evidence examples
Attendance and notes; case history recorded; sensitive communication demonstrated.
Identified roles/leads; learning needs captured; links into SWOT and the Training Needs Analysis (TNA).
QI idea
Annual practice SWOT focused on EOLC capability and culture; convert top issues into SMART goals.
Standard 2 – Early Identification
Focus: continuously develop a robust ‘Supportive Care Register’ and equitable early identification.
Good practice indicators
Use of recognised tools (e.g. SPICT/frailty) plus clinical judgement across all roles.
Clear protocol to validate, code and flag identified patients/carers; inclusive of non‑cancer diagnoses.
Group exercise – aim, principles & task
Aim: maximise early identification and maintain a reliable register.
Principles: minimum dataset agreed; align with retrospective death audit dataset; estimate expected deaths to size the register.
Task: agree the protocol; map all staff touchpoints for identification; confirm coding/flagging; agree how the whole practice sees flags.
Discussion prompts
What happens now to identify patients and carers early? What works well? What could improve?
What will each role trial to strengthen identification? When will we review and share learning?
Evidence & QI
Protocol, coding/flagging approach, staff awareness; monthly % on register vs practice deaths (~1%/yr) and anticipated deaths (typically ~60–70%).
Standard 3 – Carer Support (before and after death)
Focus: identify carers, assess needs (co‑worker and client roles), and offer/signpost support (e.g. CSNAT‑informed).
Good practice indicators
Carers identified and coded; LPA/guardianship recorded where relevant.
Holistic assessment/signposting and bereavement information routinely offered.
Group exercise – aim & task
Aim: understand how the practice supports carers before/after death and continuously improve processes and quality.
Task: map who contacts carers; how needs are picked up (co‑worker & client); gaps; small trials; set review date; repeat.
Discussion prompts
How do we identify and record carers? How do we offer assessment/signposting?
What trials could improve processes or quality for carers in our context?
Evidence & QI
Audit criteria agreed; monthly % of carers identified for patients on the register (aim to trend up; many practices work toward ~60–90%).
Standard 4 – Seamless, Well‑Planned, Coordinated Care
Focus: high‑performing MDTs with clear structure (form) and process (function) driving consistent, person‑centred care.
Good practice indicators
Terms of Reference (aim/objectives/membership/attendance/governance/documents/confidentiality/review).
Selection, coordination/admin, and data/monitoring processes defined; patient‑centred communication embedded.
Group exercise – task highlights
Define MDT team/membership (core and extended), chairing, cadence, governance and data set.
Clarify referral, prioritisation (e.g., needs‑based coding), and info‑sharing in/out of hours.
Agree MDT purpose (info‑sharing/decisions/education/peer support) and SMART outcomes; review deaths routinely (expected/unexpected).
Discussion prompts
How do we ensure timely information‑sharing and decision‑making aligned to patient goals (and carers’ goals)?
How will we use the MDT template/retrospective audit to learn and improve every month?
Evidence & QI
ToR, attendance, MDT outcomes; use of MDT/retrospective death audit templates to build an annual analysis and QI plan.
Standard 5 – Personalised Care and Support Plans (PCSP)
Focus: timely, accessible conversations and documentation (TEP, ACP, support mapping) shared with those who need to know.
Good practice indicators
Ask permission; go at the person’s pace; involve those important to them; ensure accessible information needs are recorded and met.
Record and share plans with patient/representatives and key professionals; agree review intervals.
Group exercise – discussion & task
Review a patient who died (expected): were TEP/ACP/Support Map present? What was the quality and impact of conversations?
If absent, where were opportunities to plan earlier? What would be different next time? How will we monitor improvement?
Process‑map how PCSPs are made available across settings; ensure templates/coding are reliable and shared.
Evidence & QI
PCSP objectives agreed; coding/recording/coordination system; PCSP availability; process map; use Model for Improvement (PDSA).
Standard 6 – Quality Care in the Last Days of Life
Focus: deliver the Five Priorities of Care consistently, aligned with NICE NG31 and local clinical guidance.
Good practice indicators
Recognise; Communicate; Involve; Support; Plan & do – with timely symptom control and access to anticipatory meds/equipment.
Lead clinician accountability clear; prioritised access in hours and OOH; feedback gathered and used.
Group exercise – discussion & task
Sample the last 5–10 expected deaths: were Five Priorities met? What worked? What was unmet and why?
How do we ensure the priorities are met for people currently on the Supportive Care Register?
How will lessons be shared and embedded (practice and network‑wide)?
Evidence & QI
Audit criteria and continuous monitoring of Five Priorities; actions when standards not met; learning fed back into MDT and QI plan.
Standard 7 – Care After Death
Focus: compassionate, proportionate support after death; avoid over‑medicalising normal grief; identify those needing intervention.
Good practice indicators
Timely record of deceased patients and bereaved people accessible to staff; agreed support/signposting protocol.
Awareness of normal vs complex grief; routine, compassionate contact (e.g., condolence call/letter) and clear escalation routes.
Group exercise – discussion & task
Discuss two cases: one with ‘normal grief’, one requiring clinical intervention; what helped, what was challenging (including staff grief)?
How does the practice acknowledge bereavement, signpost, and document support? What will be improved next quarter?
Evidence & QI
Protocol for support after death; audit of bereavement contacts and information provided; learning actions recorded.
Standard 8 – General Practice as Hubs within Compassionate Communities
Focus: compassionate culture, staff wellbeing, and meaningful patient/carer feedback; connect with local non‑medical networks.
Good practice indicators
Reliable system to gather staff feedback/debriefs and patient/carer experience; annual evaluation of practice culture.
Accessible, up‑to‑date directory of local support services and groups; active collaboration with community partners/PPG.
Group exercise – discussion & task
How do we collect, analyse, and act on staff and patient/carer feedback? What methods/frequency avoid bias?
How do we publicise and co‑develop local compassionate support networks (with voluntary/peer‑led groups, schools, places of worship, etc.)?
What will we do next month, who owns it, and how will we know it helped?
Evidence & QI
Patient & Carer survey, Staff & MDT survey, Feedback system, community directory, PPG involvement (see PPG Pack); action plan showing how qualitative feedback informs service improvement.
Integrate reflection with your TNA, SWOT and Training Log
Capture learning needs from each session into the Training Needs Analysis and update the Staff Training Log on completion of modules.
Use the annual SWOT to set 2–3 practice‑level priorities; track progress in governance minutes.
Link reflective actions to simple measures: Of all deaths, % identified on palliative care (or equivalent) register; % carers identified for people on palliative care (or equivalent) register; after death audit; bereavement contacts (condolences and support sign-posting) post death.
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