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Worcestershire Acute Hospital NHS Trust 
Individualised Last Days of Life Care Plan for 
Adults (WR5313)  

Background  
 

The ‘Individualised Last Days of Life Care Plan for Adults’ (WR5313) is the care plan for the care of adult inpatients 

who are in the last days of life in Worcestershire Acute Hospitals. The care plan has been developed to replace 

the previous care plan ‘Optimising Care as Life Ends’ (WR4668) from 3rd December 2018. The new plan has been 

developed following recognition that ‘Optimising Care as Life Ends’ was not being fully utilised across the Trust 

and in order to reflect recent national end of life care strategies. The work was also undertaken as part of a 

national programme ‘Building on the Best’ that was designed to improve end of life care in hospitals. The new 

plan has been designed to:  

 Be explicitly based on the ‘Five priorities of care for the dying person’ and NICE Guidance Care of dying 

adults in the last days of life.  (Leadership Alliance for the Care of Dying People. One Chance to Get it 

Right. June 2014 , NICE NG31. Care of dying adults in the last days of life. December 2015); 

 Reflect feedback from healthcare professionals in Worcestershire Acute Hospital Trust on their previous 

experience with care plans; 

 Contain helpful reference information such as opioid prescribing at the end of life that health care 

professionals at Worcestershire Acute Hospitals had identified as helpful; 

 Include ‘stickers’ which can be added to the medical notes on a daily basis to aid daily review; 

 Include a symptom observation chart to improve symptom control assessment; 

 Be a more succinct, user-friendly, document. 

 

Individualised Last Days of Life Care Plan for Adults Components 
 

The Individualised Last Days of Life Care Plan for Adults consists of the following components: 

 Page 1 & 2 – Assessment of the dying person based on the ‘Five Priorities of Care for the Dying Person’; 

 Page 3  - Algorithm for prescribing opioid analgesia at the end of life; 

 Page 4 – Guidance on Anticipatory Medication prescribing (incorporating new guidance for patients with 

renal impairment) and basic pharmacological considerations at the end of life chart that outlines syringe 

driver drug compatibility;  

 Page 5 – Palliative Care Symptom Observation Chart (NEWS style observation chart to assess symptoms);  

 Page 6 – Guidance on the use of Palliative Care Symptom Observation chart and outline of Abbey Pain 

scale tool; 

 Four ‘Daily Review’ care stickers to be added in the medical notes as prompts to ensure that the ‘Five 

priorities of care for the dying person’ are being considered on a daily basis. 
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Guidance on the use of the Individualised Last Days of Life Care Plan for Adults. 

General Notes 
 The document is designed for use at both sites of Worcestershire Acute Hospital NHS Trust 

(Worcestershire Royal Hospital and Alexandra Hospital, Redditch).  

 The plan is designed for use in adults only.  

 Patient identifiers (either labels or handwritten) should be applied to all relevant pages of the document 

when being used for patient care. 

 The form should be filed in the notes contemporaneously. 

 The care plan should be reviewed every 24 hours. On day one of use of the care plan this would be the 

first two pages of the ‘Individualised Last Days of Life Care Plan for Adults’ with the stickers in the medical 

notes used in subsequent 24 hour time periods.  

 Patients, and/or those important to them, should be offered a copy of the care plan (that is pages 1 and 

2). However, it is recognised that there may be circumstances where it may not be appropriate to offer a 

copy of the care plan to all patients and/or those important to them.   

Recognise 

The possibility [that a person may die within the next few days or hours] 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. 

 
In any advanced incurable illness, a point will arrive where death becomes an inevitable and natural process. 

Typically, at such times, cumulative pathology exceeds what available therapies can address. In the context of a 

patient with a progressive, non-curable irreversibly deteriorating illness cues that they may be approaching the 

last days of life include: 

- Profound weakness and increasing amounts of time spent asleep or variable consciousness; 

- Withdrawal from the world and deteriorating cognition; 

- Reduced food and fluid intake, and progressive difficulty in swallowing medication resulting in an inability to 

maintain adequate hydration and nutrition;  

- Increasing care needs. 

For patients who do not meet this criteria and who may have a reversible component to their condition the 

Individualised Last days of Life Care Plan for Adults should not be commenced and the AMBER Care Bundle 

considered.  

The Individualised Last Days of Life Care Plan for Adults should be commenced for every patient who is in the last 

days of life when this has been agreed by the multidisciplinary team who have responsibility for that patient’s 

care. The document should be completed by the team with clinical responsibility for the patient (that is, the ward 

team).  Information should be entered about the patient’s diagnosis and past medical history and why the patient 

is being recognised as being at the end of life, including if any reversible causes have been considered.  If detailed 

conversations have already taken place about recognition of the end of life and these have already been clearly 

documented, the entry does not need to be repeated but the location in the medical notes should be indicated 

here (for example, ‘See entry by Dr Jones on 4th July at 3.30pm’). However, if a copy of the care plan is being given 

to patients, and/or those important to them, it is necessary that this section is completed in full.  
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Communicate 

Sensitive communication takes place between staff and the dying person, and those identified as 

important to them. 

Sensitive, open and honest communication between staff and the person who is dying, and those identified as 

important to them, including carers, is critically important to good care. Clear, understandable and plain language 

must be used verbally and in all other forms of communication as healthcare professionals discuss prognosis and 

goals of care, even in the dying phase. Communication interactions should occur regularly and understanding 

checked. 

Relevant conversations and their associated documentation should be summarised in the Individualised End of 

Life Care Plan for Adults. If relevant end of life conversations with patients, and/or those important to them, have 

already taken place prior and been documented prior to the commencement of the plan the location of these 

entries in the medical notes should be highlighted.  

 

In this section it should be documented if a  DNACPR decision has been made and documented. DNACPR (do not 

attempt cardiopulmonary resuscitation) decisions should be made in keeping with Trust Policy.  

Involve 

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. 
Individuals vary in the extent to which they wish to be involved in decisions about their own treatment, though 

most would want to make or influence decisions about the care they receive, and the way this is delivered. 

Individuals also vary in the extent to which they wish their families, and/or those important to them, to be 

involved in decision-making. Sensitive communication is needed to ascertain the wishes of the dying person and 

their wishes must be respected. 
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Where it is established that the dying person lacks capacity to make a particular decision, the decision made or 

action taken on their behalf must be in their best interests, and they should still be involved as far as possible in 

that decision, in keeping with the Mental Capacity Act Legislation.  

 

The Individualised Last Days of Life Care Plan for Adults specifically asks teams to consider the following:  

 Patient’s preferred place of care  

 Advance care plans – statements made by patients about their general care preferences (such as: where 

they may want to be cared for; who is important to them; etc.)  

 Advance Decision to Refuse Treatment – if valid, these are legally binding (if the circumstances in the 

ADRT are met) refusals for treatment. [For further information see WAHT-CG-490 Policy for Advance 

Decisions (Living Wills)] 

 Lasting Power of Attorney for Health and Wellbeing  - a person formally nominated (with appropriate 

documentation) to make medical decisions on behalf of patients who lack capacity.  

 Preference for organ and tissue donation – Many patients, even with malignancy, are able to donate 

some form of tissue. For further information see NHS Blood and Transplant Service webpage.  

 Deactivation of Implantable Cardioverter Defibrillator  (ICD) – this will require discussion with the 

cardiology team.  

Support 

The needs of families and others identified as important to the dying person are actively explored, 

respected and met as far as possible. 

Families and those important to the dying person, including carers, have their own needs which they, and others, 

can overlook at this time of distress. The Individualised Last Days of Life Care Plan for Adults specifically asks 

teams to consider if the patient, or those important to them, has any spiritual, cultural or psychological needs. 

Although it is not always possible to meet the needs or wishes, listening and acknowledging these can help. It is 

not anticipated that the healthcare team would be able to address issues themselves but upon identifying issues 

appropriate support and advice can be sought (for example, from chaplaincy service.)  

It is important for health care professionals to consider that some of these issues may be relevant and important 

to the care of the patient after death (for example, faith-related death rites or where burial within 24 hours of 

death).  

A way of approaching this would be to ask “Is there anything from a cultural or religious perspective that it is 

important that we are aware of at this time?” 
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Plan and Do  

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. 

 

The ‘Individualised Last Days of Life Care Plan for Adults’ requires healthcare teams to consider, on an individual 

basis, the ongoing treatment plan for the dying patient. 

1. Review investigations, interventions and treatments – including blood tests, IV antibiotics, medication 

reviews, cannula plan, diabetes monitoring and potential for seizures.  

 
 With regards to IV cannula, this applies to any IV access route – including venflons and PICC lines. 

It may be appropriate to utilise these routes even in the last days and hours of life in some 

circumstances where the benefits of continuing to utilise these routes are greater than the 

burdens of other routes.  

 For patients with diabetes (irrespective of whether Type 1, Type 2 or steroid induced) their care 

plan should include a plan for monitoring and management. If health care teams are uncertain of 

this aspect of the care plan advice can be sought from either the Diabetes Specialist Nurses or the 

Palliative Care Team.  

 Patients who may be at risk of seizures, includes but is not limited to: patients with a history of 

epilepsy; patients with brain metastasis; patients with recent seizures of unknown aetiology. For 

these patients a seizure management plan may be required and background anti-seizure 

medication may need to be continued even in the last days and hours of life. Plans should 

consider if background seizure control is needed and/or if an acute seizure treatment plan is also 

needed. If healthcare professionals are uncertain as to how to address this issue specialist advice 

can be sought from the Palliative Care Team.  
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2. Symptom control -This section prompts the health care team to commence use of palliative care 

symptom observation chart that should be added to the bedside notes. Also, within this section baseline 

assessment of symptoms and plan for their management (at the time of commencement of the care plan) 

should occur. 

 
 The baseline assessment of symptoms should take place and outlines of actions taken or required made 

alongside the relevant symptom. An example of how this section may be completed is given below:  

 
 

3. Nutrition and Hydration –In this section an outline of the plan for nutrition and hydration is outlined. It is 

recognised that this can be a complex issue and burden and benefits of the use of artificial hydration 

(including subcutaneous fluids) and nutrition should be considered. Any decisions and discussions that 

have taken place regarding this topic prior to the commencement of the ‘Individualised Last Days of Life 

Care Plan for Adults’ should also be highlighted in this section.  

 

Signatures and Agreements 
In this section of the document there should be:  

1. Consideration of whether the patient requires Hospital Palliative Care Team input; 

2. Details of the members of the multidisciplinary team commencing the Individualised Last Days of Life 

Care Plan including both medical and nursing team signatures; 
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3. Counter-signature by the consultant in charge of the patient’s care which is to be undertaken at the 

earliest practical opportunity; 

4. Indication that if a copy of the care plan (that is, pages one and two) have been offered to the patient 

and or those important to them and accepted the name of the individual who has received the copy.  

It is acknowledged that it will not be appropriate in all cases to offer a copy of the care plan.  

 

Palliative Care Symptom Observation Chart 
This chart is designed to replace the NEWS chart for patients on the Individualised Last Days of Life Care Plans for 

Adults and designed to assist health care professionals in assessing and managing physical symptoms in dying 

patients.  For patients with dementia, delirium or who cannot verbalise the Abbey Pain Scale tool is advised to 

help assess pain. A copy of the Abbey Pain Scale is available on the reverse of the Palliative Care Symptom 

Observation chart.  

 

 
 
 
 
 

 

 

Guidance on use of the symptom observation chart 

- All sections must be completed accurately and initialled. 

- The minimum frequency of observation is four hourly. 

- If Health Care Assistants are completing observations they should be countersigned by a registered 

nurse within 30 minutes. 
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- All symptoms are scored on 0-3 (0 representing symptom not present, 1,2,3 representing mild, 

moderating and severe respectively.) 

- Actions taken on the symptoms scores are outlined on the chart and will be discussed in more details 

below. 

 

Actions to be taken on Symptoms Scores 

 Symptom absent – the care plan would continue unchanged 

 

 Symptom present, resolves spontaneously - by spontaneously it is meant that the symptom resolves 

within a few minutes without intervention. In this circumstance the care plan continues and adaptions 

should be considered. For example, a patient with pain triggered by movement the pain may settled 

spontaneously when resting but the team should consider if a plan for pre-movement analgesia should be 

made.  

 

 Symptoms present, requires intervention to improve – If the symptom is present at any level – that is, 

mild, moderate or severe, and dose not resolve spontaneously intervention will be required. Intervention 

may be non-pharmacological such as repositioning the patient who is short of breath or may be 

pharmacological with the use of one of the as required medications. If an intervention is undertaken the 

symptoms should be re-scored 30 minutes after the intervention. If there are three consecutive symptom 

scores of two or more for any symptom, this should prompt review of the care plan from either a more 

senior member of the team with clinical responsibility or discussion with the palliative care team. 

 

 Symptom present, does not improve following intervention –  If the symptom does not improve 

following initial intervention, the clinical team should consider use of a second line intervention (which 

may be an alternative prescription) and discussion with a more senior member of the team or discussion 

with the palliative care team.  

 

Ongoing Daily Review for patients commenced on Individualised Last Days of 

Life Care Plan for Adults 
Patients commenced on Individualised Last Days of Life Care Plans for Adults should have the care plans reviewed 

at least every 24 hours. The review should be undertaken by the multidisciplinary care team with responsibility 

for the patient. The stickers are designed to be used on the days subsequent to the initiation of the care plan. The 

stickers should be removed from the sheet and added to the medical notes with relevant annotation made 

alongside. The sticker also prompts the team to review the symptom observation chart. An example of how the 

stickers should be used is given below:  
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Discontinuation of the Individualised Last Days of Life Care Plan for Adults  
If the patient’s condition unexpectedly improves and the care plan is no longer appropriate the following actions 

should be taken:  

 Document the reasons why the care plan is no longer appropriate in the medical notes; 

 Discuss ( and document) the change in the direction of care, and the reasons for this, with the patient 

and/or those important to them; 

 Discontinue use of the ‘Individualised Last Days of Life Care Plan for Adults’; 

 Cross through the document and sign and date. The document should be retained in the patient’s notes. 

The cross through should occur in a manner that allows the document to remain legible but clear that the 

document should be discontinued. 

For example: 
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Other components of the Individualised Last Days of Life Care Plan for Adults 
Also included in the Individualised Last Days of Life Care Plan for Adults are two pages (pages three and four) of 

clinical advice.  

1. Prescribing of Opioid Analgesia at the End of Life for Adults (page three)  

 

 

 

 

2. Anticipatory medication at the End of Life for Adults (page four) – this chart includes prescribing 

recommendations for patients with normal renal function and separate recommendations for those 

with renal impairment.  

 

3. Basic Pharmacological Considerations at the End of Life (page four) – chart outlining syringe driver 

drug compatibility.  
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There is also guidance on where syringe drivers can be located on each hospital site at the bottom of page four.  

 

For any issues or concerns with advice about clinical management of patients at the end of life the contact details 

for the Hospital Palliative Care Team (in and out of hours) is at the bottom of the ‘prescribing opioid analgesia at 

the end of life’ chart on page three, the bottom of page six (the reverse of the symptom observation chart) and 

on each of the daily review stickers.  
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Educational Plan 
Initial education plan for introduction of the ‘Individualised End of Life Care Plan For Adults’  

 Date for commencement of the plan in the Trust : Week commencing 3rd December 2018 

 Initial Education Plan  

- Drop in face-to-face 40 minute  clinical training sessions for all staff 

o Alexandra Hospital – 19th – 23rd November 2018– sessions on the hour between 1000-1400 

o Worcestershire Royal Hospital 26th -30th November 2018 – session on the hour between 

1000-1400 

- Face to face 40 minute training session for senior medical staff at  

o Physician’s Meeting, Worcestershire Royal Hospital - 19th November 2018  

o Grand Round Meeting, Alexandra Hospital Redditch – 23rd November 2018 

 

For staff attending face-to-face sessions and who complete an attendance sheet providing a valid email 

address will be sent a certificate of attendance electronically. Advertising for these sessions to be 

undertaken utilising:  

o Desktop backdrops; 

o Posters to be distributed onto wards; 

o Emailed information using established trust communication methods (such as weekly 

newsletter.)  

 

 

Ongoing Educational Plan 

Activity Staff Groups Frequency 

Signposting (10-15minute Palliative Care slot) at Junior 
Doctor induction  

Junior Doctors Annual (August)  

Signposting (utilising the current slot) at Trust Induction  All Staff Twice a month 

Hospital Palliative Care Team information page to be 
included in hospital trust induction information booklet 

All staff Available to all new 
staff 

Leaflet for distribution at mandatory training (Core clinical 
Skills days)  

Clinical Staff Annual 

Training presentation video to be made available on 
Palliative Care Team intranet page 

All staff  Accessed at time of 
staff preference. To be 
available from early 
December 2018.  
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Audit (Anticipated audit plan outline)  
Following introduction and implementation of the ‘Individualised Last Days of Life Care Plan for Adults’ clinical 

audit is planned. The audit will mirror the audit ‘ ID1435 : To determine the use of Optimising Care as Life Ends 

(WR 4668) document, used to focus and optimise care for adults where death is expected in WAHT’ that was 

undertaken in July 2017.  

Aim: 

To explore the use of the WR 5313 document, Individualised Last Days of Life Care Plan for Adults, in patients 

anticipated to be are in the last days of life. 

Objective:  

NICE guidelines recommend that an individualised plan of care is in place for each patient recognised as expected 

to die in a few short days. (NG31, 2015). Auditing the document, newly developed and implemented at WAHT to 

guide and frame end of life care in the last days of life, will determine the percentage of cases when the 

document was used to inform patient care, measured against our expectation of 100% compliance of cases where 

irreversible dying is recognised and death is expected within a few short days. This audit will also evaluate the 

management of symptoms for end of life patients including consideration and prescribing of anticipatory 

medications. 

It will also measure whether there is increased percentage of compliance using the new document in comparison 

to previous documents when audited. 

Methodology:  

20 sequential sets of notes for patients who have had an expected death* at Worcestershire Royal Hospital site 

and 20 sequential sets of notes for patients who have had an expected death* at Alexandra Hospital, Redditch 

site. (*expected death is defined as documentation in the medical notes that clearly highlights that death of the 

patient is anticipated.) 

Audit Standards:  

- 100% Compliance with the use of ‘Individualised Last Days of Life Care Plan For Adults’ (Local standard)  

- Compliance with guidance on anticipatory prescribing (NICE NG 31)  

Planned outline for audits:  

Event Anticipated timescale 

Introduction and implementation of ‘Individualised Last Days of Life Care Plan For 
Adults’ at Worcestershire Acute Hospital Trust 

December 2018 

Three month post introduction audit April 2019 

Nine month post introduction audit September 2019 

Ongoing Audit  Thereafter, annually 

 

 

 

 

 


