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[image: ]Care of the Dying Person – achieving priorities of care in the last hours and days of life
	Patient Name:	MPI No:	D.O.B:

	  Section 1: Prerequisites
Completion of Section 1 is mandatory.  
Please note that once in use, this care plan replaces all other pre-existing nursing care plans.


	
MDT agreement person is in the last hours and days of life

	
☐

	The Named Nurse (on the day this care plan is commenced) must confirm the following elements of care are documented and completed BEFORE using this Care Plan:
1. The senior responsible clinician*, along with members of the Multidisciplinary Team, has confirmed that the patient is expected to die within hours or days**. Date recorded on EPR………
2. The senior responsible clinician has discussed with the patient and/or their family that the patient is expected to die soon, has explained the plan of care and has responded to their questions, concerns and wishes.  Date recorded on EPR…

3. Cardiopulmonary resuscitation has been discussed with the patient (where appropriate) and the patient’s family by the medical team and a DNACPR & Treatment Escalation Plan (TEP)  form has been completed. Date recorded on EPR…  

* Usually the Doctor. ** this could be interpreted as terminal, imminent, or ‘actively’ dying

	Please refer to the NICE guidelines for care of the dying adults in the last days of life at http://www.nice.org.uk/guidance/ng31.
Refer to RHN CNS Palliative Care, kelliott@rhn.org.uk (out of hours advice contact Royal Trinity Hospice 
0207 787 1000.  Ask for the CNS or Dr on call.

	

	
Five National Priorities for Care of the Dying Person Acknowledged

	
☐

	  The aim of this care plan is to facilitate nurses caring for dying patients & their families to achieve the Five 
	National 

	Priorities of Care of the Dying Person.
· This possibility is recognised and communicated clearly, decisions made and actions taken in accordance with the person’s needs and wishes, and these are regularly reviewed and decisions revised accordingly.
· Sensitive communication takes place between staff and the dying person and those identified as important to them.
· The dying person and those identified as important to them are involved in decisions about treatment and care to the extent that the dying person wants.
· The needs of families and others identified as important to the dying person are actively explored, respected and met as far as possible.
· An individual plan of care, which includes food and drink, symptom control and psychological, social and spiritual support is agreed, co-ordinated and delivered with compassion

	

	Offer patient (where able) and family opportunity to review and be involved in the completion of this care plan.
	☐

	    PRN Anticipatory Prescribing Considered. 
    In line with the NICE Guidance anticipatory prescribing for common symptoms must be considered.
 Ensure ward is stocked with adequate supplies of all medications.
 Medications such as antipsychotics and anticonvulsants need to be continued.
	
☐

	    Ensure person is on the Clinical Priority List and discussed at Handover and plan documented 
    on EPR
	☐

	
Syringe pump with monitoring form commenced, if applicable (found on Clinical Resources)
	☐

	  Date Commenced Care Plan:      	  Name & Signature of Nurse:




		Patient Name:	MRN No:	D.O.B:

	Section 2: Daily Care Considerations – Please read the information below
Every 4 hours, at minimum, patients will be reviewed using the Nursing Symptom Observation Sheet by the nurse caring for them.
At each review the Daily Care Considerations below will be reviewed, any appropriate actions taken and care given will be documented in Section 4: Progress Notes.

	
2.1 MAINTAIN EXCELLENCE IN NURSING CARE


	
· Offer patient and/or family a side room on the ward if possible. 
· Ensure that the patient has a daily Multi-Disciplinary Team review, to confirm that the care of the dying person plan remains appropriate.
· Allocate a named Nurse and HCA for each shift.  Ensure patient and family are aware who the named nurse is.  
· Nurse in charge should allocate fewer patients to the nurse that is caring for a dying person and their family.
· Regular mouth care undertaken (at a minimum every 2 hours), support family and carers to participate if they wish.  Document on Nursing Observation Symptom Sheet.
· Skin integrity checked – Ensure pressure relieving mattress is in place.  Document reason if not.  Complete the usual skin bundle and document on Nursing Observation Symptom Sheet.
· Patient is repositioned as regular care plan.  Document on Nursing Observation Symptom Sheet.
· Check bladder and bowel-function every shift. Consider a urinary catheter if the patient has urinary retention or skin integrity is compromised.  Consider rectal intervention if the patient is uncomfortable because of constipation. Contact Doctor / Palliative Care CNS / Continence CNS if you have concerns.



	
2.2 NUTRITION AND HYDRATION


	
· Support the patient to take oral fluids and oral diet for as long as they are able to and if appropriate. 
· Consider whether clinically assisted nutrition and hydration (CANH) is required, needs review or has a future feeding plan in place. Doctor decides, with MDT advice, on whether continuing CANH is of any further benefit or harm. 
· Ensure that decisions and the plan of care for nutrition and hydration is discussed with patient (where able) and family and documented. Nutrition and Hydration require ongoing review.
· Refer to the NICE Guidelines Care of Dying Adults in the Last Days of Life – https://www.nice.org.uk/guidance/ng31      







	
2.3 SYMPTOM CONTROL – PAIN


	Check PRN anticipatory pain medication has been prescribed.  Where possible administer medications orally or via enteral route (via gastrostomy) if this is the normal route of administration.

Medications prescribed to relieve pain can include:

· Oral Morphine 2.5mg – 5mg (1 hourly) or Oral Oxycodone either orally or via enteral route (via PEG).
OR if indicated after a medical review
· Subcutaneous Morphine 1.25mg – 2.5mg (1-2 hourly) or Subcutaneous Oxycodone.

Assess, re-assess and document effect of all medicines given on the Nursing Symptom Observation Sheet.  
(If more than 2 doses of the same medication are needed seek advice from the Doctor / Clinical Response Service / Palliative Care CNS)



	
2.4 SYMPTOM CONTROL – BREATHLESSNESS


	Check PRN anticipatory breathlessness medication has been prescribed.  Where possible administer medications orally or via enteral route (via gastrostomy) if this is the normal route of administration.

Medications prescribed to improve symptoms of breathlessness can include:

· Oral Morphine / Oral oxycodone either orally or via enteral route (via PEG).
· Sublingual Lorazepam.
OR if indicated after a medical review
· Subcutaneous Morphine or Subcutaneous Oxycodone or Subcutaneous Midazolam

Assess, re-assess and document effect of all medicines given on the Nursing Symptom Observation Sheet.  
(If more than 2 doses of the same medication are needed seek advice from the Doctor / Clinical Response Service / Palliative Care CNS)

Non-pharmacological interventions to relieve breathlessness can include: 

· Repositioning of patient; attempting to alleviate anxiety; use of fans
· Therapeutic dose of 2-4L O2 therapy via nasal cannula (if tolerated)



	
2.5 SYMPTOM CONTROL - NAUSEA AND VOMITING


	Check PRN anticipatory nausea and vomiting medication has been prescribed.  Where possible administer medications orally or via enteral route (via gastrostomy) if this is the normal route of administration.

Medications prescribed to relieve symptoms of Nausea and Vomiting can include:
· Oral Cyclizine 50mg via enteral route (via PEG).
OR if vomiting and unable to oral medication / indicated after a medical review
· Subcutaneous Cyclizine

Assess, re-assess and document effect of all medicines given on the Nursing Symptom Observation Sheet.  
(If more than 2 doses of the same medication are needed seek advice from the Doctor / Clinical Response Service / Palliative Care CNS)



	
2.6 SYMPTOM CONTROL - RESTLESSNESS AND AGITATION


	Check PRN anticipatory restlessness and agitation medication has been prescribed.  Where possible administer medications orally or via enteral route (via gastrostomy) if this is the normal route of administration.

If patient is restless/agitated, consider the following causes:
· Pain
· Urinary retention / Constipation
· Environmental factors
· Psychological / spiritual distress

Medications prescribed to relieve symptoms of restlessness and agitation can include:
· Buccal or Subcutaneous Midazolam 2.5mg – 5mg (1-2 hourly) OR Subcutaneous Haloperidol

Assess, re-assess and document effect of all medicines given on the Nursing Symptom Observation Sheet.  
(If more than 2 doses of the same medication are needed in 4 hours seek advice from the Doctor / Clinical Response Service / Palliative Care CNS)


	
2.7 SYMPTOM CONTROL – ORAL or CHEST SECRETIONS


	You may find this is a common symptom in RHN patients.

Check PRN anticipatory oral or chest secretions medication has been prescribed.  Where possible administer medications orally or via enteral route (via gastrostomy) if this is the normal route of administration.

If chest secretions are audible:
· Use positioning
· Regular mouth care
· Avoid suctioning where possible – but assess on individual need.
· Support the family as some may find listening to them distressing.

Medications prescribed to relieve audible chest secretions can include:

· [bookmark: _GoBack]Oral (via PEG) / Subcutaneous Glycopyrronium 200mcg -400mcg AND / OR Subcutaneous Hyoscine Butylbromide 20mg 

Assess, re-assess and document effect of all medicines given on the Nursing Symptom Observation Sheet.  
(If more than 2 doses of the same medication are needed seek advice from the Doctor / Clinical Response Service / Palliative Care CNS)


	
2.8 SPIRITUALITY AND PSYCHOLOGICAL NEEDS


	· If able to, ask the patient about their spiritual and psychological needs, and the things that are important to them (refer to the Advance Care Plan document).  
· If able to, ask the patient if there is anything bothering them or worrying them. Do they need help to address this?
· Ask the family about their own spiritual needs.  Anticipate needs, plan and document for out of hours spiritual care if required.  Offer Chaplaincy support.  Contact RHN Pastor if requested.
· Consider environmental factors that may hinder or enhance spiritual and psychological needs:
· Music, photos or personal items, fragrances, religious objects, that may provide comfort
· Unpleasant smells (e.g. bowel movements / wounds); noise; monitoring equipment
· Check that you understand specific religious needs during care and after death.
· Document discussions on EPR.


	
2.9 COMMUNICATE & DOCUMENT


	· Offer regular verbal updates to the patient and family. 
· Consider any particular communication needs of the patient and their family, such as: 
· Language barriers
· Hard of hearing, sight problems, their own medical matters
· Learning disabilities and mental health issues
· Cognitive impairments
· Talk with the patient and/or family to clarify the plan of care, to talk through their needs & concerns and to find out their wishes.  
· Update the patient and/or family each review. 
· Document significant conversations and discussions and handover any concerns.
· Organ donation discussed if applicable.



	
2.10 FAMILY CONSIDERATIONS


	· Ensure that family contact information is documented on EPR.
· Ensure that contact preferences of family members are clearly documented.  Include consideration of those who would wish, if possible, to be present at the time of death. Clearly document with whom information is not to be shared.
· Offer flexible visiting outside of normal visiting times and discuss visiting preferences with patient (if possible) and family.
· Make sure family is aware of access routes in and out of the hospital overnight when usual routes are locked.  Be alert of the needs of more vulnerable family members, for example elderly relatives or children.


	Section 3: Care after Death – Guideline for Verification of Death and Last Offices (http link)

	Ensure that Care After Death EPR entries - Verification of Death & Last Offices are completed (within four hours).


	Family contacted regarding death of patient. Follow planned contact methods if patient dies, discussed before death with family and patient (if appropriate).
If informing next of kin over the phone that the person has died, prepare for the conversation and give yourself time.  
· Be clear about the information given and the needs of the person receiving the call.  
· Be sensitive and compassionate in all family contacts
· Explain next steps in verification of death, attendance of a Doctor if appropriate, rituals at the bedside as appropriate, preparation of the immediate environment if family wishes to visit, and removal of the body to Funeral Directors

	Ensure that the next of kin is given a copy of the Bereavement Pack (available in the Death Box) 

	Ensure family / next of kin are aware of how to arrange appointment to collect the MCCD (Medical Certificate) by making an appointment with the Bereavement Officer (http link to Procedure for After Death Formalities) 

	Discuss the collection of property with next of kin.  If property is not returned to next of kin document in Valuables Book or Patient Clothing Book


	Ensure that all nursing and medical EPR entries are accurately completed.




Key Contacts
RHN Palliative Care CNS:
Email kelliott@rhn.org.uk
Extension 5100
Mobile 07392 283913

Royal Trinity Hospice
Out of Hours Specialist Palliative Care Advice 
5pm – 9am via on call Clinical Nurse Specialist 0207 787 1062 / on call Doctor 0207 787 1000


Chaplaincy support: (for spiritual and religious support for every one of any faith and none)
Email gcoyne@rhn.org  Mobile 07789 850560


	Section 4: Progress Notes
Record care given and important conversations, using the Daily Care Considerations & Nursing Observations Sheet. Ensure your name is printed clearly at the end of all entries.
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		Patient Name:	MRN No:	D.O.B:

	Family / Carer Notes 
Please use this section to record any questions you may have, or anything you think would be helpful or important for us to know in caring for your relative / friend. Please also speak with the nurse caring for your relative / friend.

	Date:
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	





Clinical Resources Palliative / End of Life Care Index Pages
Care of the Dying Person – not EPRSurname:
First Name:
MPI no:		DOB:
NHS no:

MAINTAINING EXCELLENCE IN NURSING CARE - NURSING SYMPTOM OBSERVATION SHEET
Use when patient is on Care of the Dying Plan NEWS is no longer deemed appropriate by the MDT
To be completed every 4 hours if any symptom is mild or none.
To be completed every 1 hour if any symptom is severe or moderate.
	Date
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Initials
	
	
	
	
	
	
	
	
	
	
	
	
	
	


PAIN	(2.3)		
	Severe
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Moderate
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mild / None
	
	
	
	
	
	
	
	
	
	
	
	
	
	


NAUSEA & VOMITING (2.5)
	Severe
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Moderate
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mild / None
	
	
	
	
	
	
	
	
	
	
	
	
	
	


AGITATION – (2.6) please check bladder / bowels opening as could contribute to restlessness
	Severe
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Moderate
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mild / None
	
	
	
	
	
	
	
	
	
	
	
	
	
	


RESPIRATORY SECRETIONS (2.7)
	Severe
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Moderate
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Mild / None
	
	
	
	
	
	
	
	
	
	
	
	
	
	



SHORTNESS OF BREATH – document if O2 therapy being used (2.4)
	Distressing
	
	                 
	
	
	
	
	
	
	
	
	
	
	
	

	Not distressing
	
	
	
	
	
	
	
	
	
	
	
	
	
	


OPENED BLADDER – document if has catheter draining
	No
	
	                 
	
	
	
	
	
	
	
	
	
	
	
	

	Yes
	
	
	
	
	
	
	
	
	
	
	
	
	
	


OPENED BOWELS – document if intervention taken place
	No
	
	                 
	
	
	
	
	
	
	
	
	
	
	
	

	Yes
	
	
	
	
	
	
	
	
	
	
	
	
	
	


MOUTH CLEAN & MOIST – detail what used
	No
	
	             
	
	
	
	
	
	
	
	
	
	
	
	

	Yes
	
	
	
	
	
	
	
	
	
	
	
	
	
	


CARE GIVEN, REPOSITIONED & SKIN BUNDLE COMPLETED as per care plan maintaining compassion & dignity
	No
	
	                 
	
	
	
	
	
	
	
	
	
	
	
	

	Yes
	
	
	
	
	
	
	
	
	
	
	
	
	
	


COMPLETED THE CARE OF THE DYING PERSON CARE PLAN & FAMILY UPDATED? (2.10)
	No
	
	         
	
	
	
	
	
	
	
	
	
	
	
	

	Yes
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	SEVERE SYMPTOMS (Act)
	MODERATE SYMPTOMS (Act)
	MILD / NO SYMPTOMS

	· Look for reversible causes
· Consider non-pharmacological treatment e.g. positioning
· Give medication for symptom
· Regular review until mild / none level achieved
	· Look for reversible causes
· Consider non-pharmacological treatment
· Give medication and review until mild / none level achieved
	· No intervention required

	If RED or AMBER complete Action Report overleaf.  Assess and document effect of all medicines given. If more than 2 doses of the same medication are needed in 4 hours seek advice from Doctor/Palliative Care CNS.



ACTION REPORT FOR:
(for moderate or severe symptoms – Reassess within 1 hour)
	Date

	Time
	Comment
	Action taken & Outcome
	Initials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




Care of the Dying Person – EPR version
NURSING SYMPTOM OBSERVATION SHEET
Use when the patient is on the Care of the Dying Person Plan.  NEWS is no longer deemed appropriate by the MDT
To be completed every 4 hours if any symptom is mild or none.  To be completed every 1 hour if any symptom is severe or moderate.
PAIN
	Severe
	
	Action Taken                   

	Moderate
	
	

	Mild / None
	
	



NAUSEA & VOMITING
	Severe
	
	Action Taken                   

	Moderate
	
	

	Mild / None
	
	



AGITATION – please check bladder / bowels opening as could contribute to restlessness
	Severe
	
	Action Taken                   

	Moderate
	
	

	Mild / None
	
	



RESPIRATORY SECRETIONS
	Severe
	
	Action Taken                   

	Moderate
	
	

	Mild / None
	
	



SHORTNESS OF BREATH – document if O2 therapy being used
	Distressing
	
	Action Taken                   

	Not distressing
	
	



OPENED BLADDER – document if has catheter draining
	No
	
	Action Taken                   

	Yes
	
	



OPENED BOWELS – document if intervention taken place
	No
	
	Action Taken                   

	Yes
	
	



MOUTH CLEAN & MOIST – detail what used
	No
	
	Action Taken                   

	Yes
	
	



CARE GIVEN, REPOSITIONED & SKIN BUNDLE COMPLETED as per care plan maintaining compassion & dignity
	No
	
	Action Taken                   

	Yes
	
	



COMPLETED THE CARE OF THE DYING PERSON CARE PLAN & UPDATED FAMILY?
	No
	
	Action Taken                   

	Yes
	
	

	SEVERE SYMPTOMS (Act)
	MODERATE SYMPTOMS (Act)
	MILD / NO SYMPTOMS

	· Look for reversible causes
· Consider non-pharmacological treatment e.g. positioning
· Give medication for symptom
· Regular review until mild / none level achieved
	· Look for reversible causes
· Consider non-pharmacological treatment
· Give medication and review until mild / none level achieved
	· No intervention required

	Assess and document effect of all medicines given.  If more than 2 doses of the same medication are needed in 4 hours seek advice from the Doctor / Palliative Care CNS.


	Patient Name:
	MRN No:
	D.O.B:
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