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Guidance in creating an individualised plan of care for
people approaching the last days and hours of life

Refer to ‘Guidance for doctors and nurses caring for people in the last days and
hours of life’ and the ‘Fylde Coast Care of the Dying Person Algorithm’- attached.

Complete the pink checklist ‘Individualised plan of care for people approaching the
last days and hours of life’ in discussion with the patient and their family-
documenting fully in the clinical record.

This pink checklist MUST be inserted into the clinical record as a continuation of
the chronological record of the person’s care. Blank areas of continuation sheets
should be scored out and signed as intentionally left blank.

Please fax a copy to the patient’s GP to inform them of these discussions.

Please send a photocopy of the completed pink checklist with the patient when the
patient moves between care settings. This is for information only. A new
individualised plan of care will need to be completed for each new care setting
using a new pink checklist.

Please send a copy of the completed pink checklist to FCMS by secure fax or email
when a patient is moving into any new community care setting.

Please give the patient and their family an information leaflet around end of life
care and any other leaflets pertinent to their circumstances. Provide an ‘end of life
care’ diary if the family would like one.
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In response to a joint statement by the Leadership Alliance for the Care of Dying People 20 March 2014.The
Alliance is a coalition of the national organisations to which the Liverpool Care Pathway for the Dying Patient
review panel addressed its recommendations, joined by charities and others with a strong interest in care for
dying people. The scope of the Alliance’s work is England.



Guidance for Doctors and Nurses caring for people in the last days and hours of life

It is the responsibility of all clinicians to ensure that all people who are dying receive good end of
life care and document the individualised plan of care in the patient’s clinical record

The core elements of this care are:

e Regular assessment and management of symptom control including anticipatory prescribing
of medication to control symptoms.

¢ Comfort measures delivered in a compassionate and timely manner.

e Effective and empathic communication with the dying person (where possible) and their
families and carers.

e Provision of psychological, social and spiritual support to the dying person and family and
carers as needed.

® Provide dignified and respectful care at all times including after death.

Care for the Dying Person: Good Practice Guidance

e If the person is felt likely to die in the next few days the views of the person, their family/
carers should be sought about their view of the current situation. The inherent uncertainty
in predicting death should be conveyed. The possibility that end of life may be approaching
should be communicated sensitively to the person (where possible and appropriate) and to
family and/or carers.

® This communication should be fully documented in the patient’s clinical record in order to
ensure that clinical staff are aware of the discussion.

e Review the appropriateness of cardiopulmonary resuscitation. Where possible discuss this
with the dying person. If the dying person lacks capacity or, where the dying person has
capacity but agrees to discussion with the family/carers, ensure that this discussion takes
place and document the outcome of the discussion in the clinical record.

e Recognition of dying is complex and should be considered by the senior clinician (doctor or
nurse) who best knows the dying person, following a face to face assessment, in
consultation with the person (where possible), family/carers and other members of the
multi- professional team. Pre-emptive discussion should take place prior to weekends and
can be included as part of the prospective management plan for the dying person. This can
be used to inform a clinical decision by a covering clinician.




An individualised plan of care for people approaching the last days and hours of life must be
made:

e Take into account the dying person’s wishes and family/carers views when developing the

individualised plan of care.

® The plan of care must be discussed with other members of the multi-disciplinary team, with
the dying person and their family/carers, documented in their clinical record and reassessed

regularly.

e Anticipatory prescribing for symptoms of pain, respiratory tract secretions, agitation, nausea

and dyspnoea must be completed.

e If required, the use of a syringe pump should be discussed with the dying person (where

possible) and family/carers before it is commenced.

e Review clinical interventions including nursing observations to ensure they are in the best

interests of the dying person.

e Review hydration and nutrition and document a clear plan on how this will be supported

appropriately.

e Provide psychological, spiritual and social care.

e |n Blackpool Teaching Hospitals /Trinity Hospice-identify the named consultant responsible
for the dying person’s care and a named member of staff each day that will be responsible
for communicating with the person and family/carers to address any concerns they have

about end of life care.

® In Blackpool Teaching Hospitals/Trinity Hospice- four hourly nursing assessments, daily
medical review and 3 day MDT reassessments are the minimum requirements and are

mandatory. The dying person should be reviewed more frequently if required.

®* In the community-daily assessment and 3 day MDT reassessments are the minimum
requirements and are mandatory. The dying person should be reviewed more frequently if

required.

® Ensure the clinical record is completed fully. Regular review of symptom control, comfort
measures, communication, and psychological, social and spiritual care are required elements

in an individualised plan of care for people in the last days and hours of life.
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Fylde Coast Care of the Dying Person Algorithm

Deterioration in the person’s condition suggests
that the person could be dying

Multidisciplinary team (MDT) assessment
- Is there a potentially reversible cause for the person’s condition? e.g. exclude
opioid toxicity, renal failure, hypercalcaemia, infection
- Could the person be in the last hours or days of life?
- Has a DNACPR discussion and decision been made and decumented?
- Is Specialist referral needed? e.g. specialist palliative care or a second opinion

Follow AMBER
Care Bundle —
Click Here

-YES— AMBER Care Bundle?

Senior Clinician face to face assessment of person

Person is NOT recognised
as dying (in the last hours
or days of life)

Is person suitable for

(in-hospital care only)

NO

Person is recognised as dying (in
the last hours or days of life)

Person, relative or carer
communication is focused on
recognition & understanding that
the person is dying

v

Review the current plan of care

Discussion with the person
and relative or carer to
explain the new or revised
plan of care

Senior Clinician speaks with the person
(where appropriate) , relative or carer
(IMCA as required) to explain the current
plan of care & use of an individualised
plan of care for people approaching the
last days and hours of life

v

Ensure conversation is documented in
patient clinical record

L

Individualised plan of care for people in the
last days and hours of life is commenced
including ongoing assessments

v

.
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Trinity Hospice

Community

‘ Blackpool Teaching Hospitals

Go to Rapid
Discharge at End

Is the person suitable to

’ Daily clinical review

| ‘ Daily clinical review

"YESY of Life Pathway -
Click Here

commence the Rapid
Discharge Pathway?

Member of the clinical team allocated
to speak to carer/family each day and
record conversation in the patient

Review dying person/carer diary daily

T
NO

v

Member of nursing team allocated to
speak to carer/family each day and

record conversation in the patient

Daily medical review
clinical record

clinical record

Review dying person/carer diary daily

following apply:

A senior clinician-led multiprofessional
reassessment & review of the current plan of
care should be triggered when 1 or more of the

|

Concerns expressed

Improved conscious
level, functional
ability, oral intake,
mobility, ability to
perform self-care

regarding
management plan
from either person,
relative or carer or
team member

Itis 3 days since
the last full
assessment
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