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Purpose
All staff working within Plymouth Hospitals NHS Trust and visiting professionals have a responsibility to
ensure that all patients have their end of life care needs met. This includes the needs of relatives and
friends during and after the death of the patient has occurred.
This policy details arrangements to assist staff in maintaining high standards of end of life care for
patients and their relatives.

Who should read this document?
All clinical staff involved in the care of patients accessing Trust services
Key Messages

All staff working for/within Plymouth Hospitals NHS Trust must ensure that patients who are thought to
be within the last 12 months of their life or who are in the last few days of life receive quality end of life
care which respects their individual choices, values and beliefs. This includes the support and care
given to relatives and friends.
The Standard Operating Procedure (SOP) will ensure that those patients who choose to die in hospital
have the best care possible and that those patients who wish to die at home (or in another preferred
place), are enabled to do so by supportive discharge arrangements and multi-agency working..

Core accountabilities
Owner

Sian Dennison, Doug Hooper, Martin Thomas

Review

End of Life Committee

Ratification

Executive Lead for End of Life

Dissemination

End of Life Committee

Compliance

End of Life Committee reporting to Personal Care Group

Links to other policies and procedures
Cardiopulmonary Resuscitation Decision policy - TRW.HGV.POL.151.6
Care of Deceased Patient policy – TRW.CGV.POL.94.3
Version History
V1

Creation

The Operational End of Life Policy was merged in to this SOP

V2

Updated

SOP updated March 2015

V3

Updated

SOP updated May 2016

V4

Updated

SOP updated October 2019

The Trust is committed to creating a fully inclusive and accessible service. Making equality and
diversity an integral part of the business will enable us to enhance the services we deliver and
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better meet the needs of patients and staff. We will treat people with dignity and respect, promote
equality and diversity and eliminate all forms of discrimination, regardless of (but not limited to)
age, disability, gender reassignment, race, religion or belief, sex, sexual orientation, marriage/civil
partnership and pregnancy/maternity.

An electronic version of this document is available on Trust Documents.
Larger text, Braille and Audio versions can be made available upon
request.
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Standard Operating Procedures are designed to promote consistency in delivery, to
the required quality standards, across the Trust. They should be regarded as a key
element of the training provision for staff to help them to deliver their roles and
responsibilities.
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Standard Operating Procedure (SOP)
End of Life Care
1

Introduction

This Standard Operating Procedure details arrangements to assist staff in maintaining high
standards of end of life care for patients and their relatives and friends. It has been
developed to ensure that all staff working for/within Plymouth Hospitals NHS Trust who are
caring for patients who are within the last 12 months of their life deliver quality end of life
care which respects the individual’s choices, values and beliefs. This includes the support
and care given to relatives, friends or carers. For those in the last days of life the ‘5
Priorities of Care’ (National Leadership Alliance for the Care of Dying People, June 2014)
will be met.
It will ensure that those patients who die in hospital have the best care possible and that
those patients, who wish to die at home, or elsewhere, are enabled to do so, by supportive
discharge arrangements and partnership working with other agencies, whenever possible.
All staff working within Plymouth Hospitals NHS Trust and visiting professionals have a
responsibility to ensure that all patients have their end of life care needs met. This includes
the needs of relatives and friends during and after the death of the patient has occurred.
The SOP sets out the care needed for patients in hospital who are at the end of life. It
defines the requirements, standards and actions necessary to deliver high quality end of life
care across the organization.

2

Definitions

End of Life (EOL) care has been defined as care that:
‘Helps all those with advanced progressive incurable illness to live, as well as possible, until
they die. It enables the supportive and palliative care needs of both patient and family to be
identified and met throughout the last phase of life and into bereavement. It includes
management of pain and other symptoms and provision of psychological, social, spiritual
and practical support.’
Within the National EOL strategy, End of Life care is defined as that needed in the last year
of life. For many long-term conditions this represents the end-stage of an illness. The
exception to this is for people living with dementia, for whom the end-stage of illness may be
protracted for longer than a year.
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Regulatory Background

The National End of Life strategy (DOH 2008) states:
“How people die will remain in the lasting memory of relatives, carers, and the health and
social care staff who have cared for the dying person and so it is important that all staff
recognise their responsibility to provide the best possible care at the end of life.”
End of life care should follow 6 key steps


Step 1 Discussions as the end of life approaches;



Step 2 Assessment, care planning and review;



Step 3 Coordination of care for individual patients;



Step 4 Delivery of high quality services in different settings;



Step 5 Care in the last days of life;



Step 6 Care after death.

The Care Quality Commission sets out essential standards for people accessing health &
social care services, with particular reference to those standards of care required for people
at the end of life.
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Key Duties

The Trust Board actively supports patients’ EOL care by providing strong governance
systems and receiving assurance of compliance with national standards.
The Trust End of Life Committee has a leadership role for EOL care, providing good
integrated working within and across the health community, supporting clinical teams within
specialties and promoting EOL care across the organisation. The EOL Committee will
oversee the delivery of the Trust EOL training programme.
Senior clinicians will have supportive discussions with patients, who are identified as being
in the last year of life, so that the patient’s wishes can be taken into account. Discussions
will be recorded in the clinical record, on the Treatment Escalation Plan and on the
Electronic Palliative Care Co-ordination system/register, with the patient’s consent.
All registered practitioners will ensure the Mental Capacity Act is followed in all decisions
regarding care or treatment. Where the patient does not have mental capacity, a Best
Interest decision will be made by the clinical team, involving family members or advocate
and as a result of this, patients details may be added to the register.
For patients thought to be in the last days of life, care should be supported by the use of a
personalised Last Days of Life Care Plan.
Managers will ensure that all staff involved in EOL care have received the appropriate
training to support them in their practice.
They will make available the relevant
documentation and patient information leaflets to support EOL care. These are available
from HRSG records or the End of Life page on Staffnet.
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Procedure to Follow

End of Life care planning must be a multi-agency process, which fully involves the patient
and/or relatives and friends at all stages. Patients may access hospital services at various
stages of their illness and receive care, treatment and support from a range of services.
The EOL Care Flow Chart (Appendix A) should be followed.
5.1 Holistic Care
All patients thought to be in the last year of life should have a holistic needs assessment at
each key point of their care. Assessment of physical, psychological, social and spiritual
needs should be undertaken. For those with uncontrolled or complex needs referral to the
St Luke’s Hospital Palliative Care Team (Appendix L) or the Pastoral and Spiritual Care
Team (Appendix B) should be undertaken as appropriate. Patients with learning disabilities
should be referred to the Hospital Learning Disabilities Team (Appendix M).
5.2 Advance Care Planning
One of the key barriers to delivering good EOL care is a failure to have open discussions.
Agreement is needed on when discussions should occur, and who should initiate them.
Clinicians involved with patients who require EOL care should plan with the team as to who
is the most appropriate to have an EOL discussion with the patient, at what points and in
which environment.
Where the patient does not have the mental capacity to participate in these discussions,
families should be involved. For patients with no relatives and friends the IMCA service
should be used as needed.
Discussions about Advance Care Planning must be:
a.

Recorded in the patient’s notes.

b.

Inclusive of Treatment Escalation Plans and Resuscitation Decision Records
(TEP/RDR).

c.

Communicated to the GP.

d.

Included in the e-Discharge form.

e.

Recorded on the Electronic Palliative Care Co-ordination (EPaCCS) register
where appropriate.

Advance care planning may include the patient making an Advance Directive to Refuse
Treatment. It should always include TEP/RDR. Where EOL discussions include the use of
the Last Days of Life Care Plan the medical section should be kept in the patient’s medical
records.
An early assessment of an individual’s needs and an understanding of their wishes are vital
to establish preferences and choices as end of life approaches. Advance Care Planning can
ensure that relatives and friends understand what the patient’s preferences for care are at a
time when they cannot be communicated.
The booklets ‘Planning for your Future Care’ (Appendix C) or “Thinking Ahead” (Appendix
D) can be used for this. These can be filled out gradually over time, in discussion with
family and friends. The care plan is to be kept by the patient in a safe place. Apart from the
TRW.CLI.SOP.755.4 End of Life Care in Hospital
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Advance Decision to Refuse Treatment (ADRT) (Appendix E), it does not need input from
a health professional.
This booklet is a patient held record in which any preferences about future care should be
recorded. It should be taken account of in any healthcare setting when decisions about care
are being made. It should be reviewed and discussed with the patient at appropriate times
e.g. change of care setting.
5.3 Treatment Escalation Plan/ Resuscitation Decision Record (Appendix F)
Treatment Escalation Plan
A Treatment Escalation Plan (TEP) should be in place for all patients identified as being in
the last year of life. The TEP identifies appropriate treatment options for the patient, and
those which may be inappropriate. This should be discussed with the patient early in their
hospital admission. This may be discussed prior to admission, as some patients may
deteriorate in hospital and therefore not have capacity to make specific decisions about
future life sustaining treatments.
Sensitive discussion, where required, is usually between an appropriate doctor and the
patient. With patient agreement, families should also ideally be involved in discussions.
Both the discussion and the decisions need to be clearly documented. It may be judged that
a patient would be too distressed by these discussions for them to be initiated. Similarly, if
patients indicate that they do not wish to discuss these issues then this too should be
respected. This should be documented.
Resuscitation Decision Record
The Cardiopulmonary Resuscitation (CPR) decision should be documented, signed and
dated by a Doctor, or an authorised health professional. There is a legal duty to discuss
resuscitation with any patient with mental capacity. Exceptions can be made if the patient’s
lead doctor believes this will cause the patient physical or psychological harm. If it is not
possible to have this discussion with the patient, then it should be discussed with the family
or appropriate significant others. The ultimate decision as to whether resuscitation should
be attempted remains with the senior responsible doctor. Neither the patient nor the family
can demand or require CPR if it is deemed clinically inappropriate.
If the discussion has been with the patient, it should be established whether the patient
wishes this should be further discussed with family and, if so all reasonable efforts should be
made to achieve this. Evidence of this discussion will be recorded by the authorised health
professional on the TEP/RDR (Appendix F). These decisions should be made by senior
clinicians or following consultation with them. The information leaflet entitled,
“Cardiopulmonary Resuscitation” (Appendix G), is available to support these discussions
with patients and families.
If the patient indicates that they do not wish to discuss these issues, then this should be
respected and recorded. Where a TEP/RDR is completed and there has been no
discussion with the patient, because he or she has indicated a clear desire to avoid such
discussion, this must be documented in the patient’s medical records.
When a patient is considered not to have capacity to participate in discussions (to
understand information; to retain said information long enough to make a decision; to weigh
up said information to make a decision; to communicate that decision), the senior clinician
will reach a decision following Best Interest principles of the Mental Capacity Act,
considering all aspects of the patient’s condition; an assessment of which would include the
TRW.CLI.SOP.755.4 End of Life Care in Hospital

8

likely clinical outcome, the perspectives of other members of the medical and nursing team
including the GP, the patient and with due regard to patient confidentiality, the patient’s
relatives or close friends. When the Mental Capacity Act is implemented, decisions
regarding TEP/RDR for patients who lack capacity must be discussed with relatives holding
Lasting Powers of Attorney (Health & Welfare Attorneys) or an Independent Mental Capacity
Advocate (IMCA). A legally nominated welfare attorney can make health decisions for the
patient. This should be documented on the TEP/RDR.
The TEP/RDR should be reviewed by a senior clinician as the patient’s condition changes,
particularly if there is a return of mental capacity. If there is a change in decision, the
original decision must be clearly scored through, signed and dated. It should then be filed to
the rear of the notes. A new TEP/RDR form showing the current decision must be
completed and placed in the Living Wills / Consent section of the medical notes, as defined
by the red divider. All decisions need to be recorded, dated and justified in the medical and
nursing notes, clearly communicated to all clinical teams and discussed with the
patient/family.
The TEP/RDR form is intended to be patient-held and community-wide in Devon. A
TEP/RDR form introduced during one hospital admission must be reviewed at any
subsequent admission to hospital by the medical team responsible for the patient’s new
episode of care. The original must accompany the patient on discharge. To avoid
unnecessary distress it is necessary that the patient, and preferably their family/ carers,
have been involved in the TEP/RDR discussions prior to discharge. A photocopy of the
form should be filed as above in the patient’s clinical record. Whilst it is intended that this is
patient-held, it is appreciated this may not be suitable for all circumstances and alternative
arrangements may be necessary e.g. family/ carer held, with GP or care home.
5.4 Co-ordination of Care
Once a holistic assessment has been carried out, it is important that this is shared
appropriately in order to co-ordinate care for the patient, relatives, friends, and carers. Trust
staff will need to work closely with the healthcare community and social services.
Patients identified as needing EOL care should be recorded on the Salus system through
the use of the EOL alert (yellow square) this is appropriate for patients who are thought to
be in the last 3 months of life.
The patient’s details should also be recorded on the Electronic Palliative Care Co-ordination
(EPaCCs) register (Appendix H), with consent. The information provided on the EPaCCs
register can also be used to ensure that care is individualised to each patient. Healthcare
professionals can register to “view” or “edit” this system.
Those patients with complex palliative care needs (complex physical or psychological
symptoms, complex social or spiritual needs) should be referred to the St Luke’s Hospital
Palliative Care Team (Appendix L) for assessment and advice. Patients with spiritual needs
can also be referred to the Pastoral and Spiritual Care Team (Appendix B).
For planning discharge from hospital, there needs to be a comprehensive coordinated
discharge plan led by an identified person. This will include assessment of patient and
family requirements and link in with Health and Social Care professionals to support the
patient’s end of life wishes. This includes obtaining rapid access to Continuing Health Care
Funding (Fast Track discharge).
Fast track discharge should be initiated for any patient who is thought to be entering the
terminal phase with evidence of rapid deterioration, unpredictable/complex need, and have
TRW.CLI.SOP.755.4 End of Life Care in Hospital
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expressed a wish not to die in hospital. These patients should be assessed by the clinical
team, St Luke’s Hospital Palliative Care Team (where already involved with the patient) or
the Integrated Discharge team. The Fast Track assessment enables the patient’s EOL
needs to be clearly identified and a care plan to be initiated for prompt discharge from
hospital.
For patients who are discharged using ambulance transport the crews should be informed
that the patient is receiving EOL care. The TEP/RDR form must be sent with the patient.
Any resuscitation decision made with the patient and recorded on the TEP/RDR will apply
both in transit in the ambulance and at the community setting, until reviewed by the GP.
All patients thought to be at the end of life should be referred to community nursing services,
with details of the needs discussed and communicated to the community team. This should
also be communicated to the GP via the e-discharge letter from the clinical team, or via a
telephone call if the patient is thought to be in the last days of life.
5.5 Removal of Implantable Cardioverter Defibrillators (ICDs)
Patients with ICDs may develop terminal illness due to worsening of their underlying heart
disease or other chronic non-cardiac disease. Patients at the end of life are more likely to
develop conditions such as hypoxia, sepsis, pain, heart failure and electrolyte disturbances,
predisposing them to arrhythmias and thus increasing the risk of shock therapy. Shocks can
be physically painful and psychologically stressful, without prolonging a life of acceptable
quality, a result of which is inconsistent with comfort care goals.
Furthermore, near the end of life, patients may either not wish to undergo CPR or CPR may
not be medically appropriate; under these circumstances ICD tachycardia therapy
deactivation should be considered when the patient’s clinical status worsens, and death is
near.
Towards the end of life, discussions about deactivating ICD tachycardia therapy should take
place as early as appropriate to enable proactive care management avoiding unnecessary
distress. Although deactivation is not a complicated process, it may only be possible at
certain times, because of the specific programmer required and technician support. Criteria
for deactivating a defibrillator should be discussed with a patient and/or their family. Ideally,
discussions should take place while the patient is still able to be involved in the decisionmaking process, including the ability to sign a consent form for ICD deactivation. If the
patient does not have the capacity to participate in the discussion, the decision should be
guided by an ADRT or Lasting Power of Attorney if present. If not a best interests decision
should be made by the clinical team with the involvement of the family.

5.6 Care in the last days of life
If a patient is expected to die within a few days/hours a senior clinician in consultation with
the multidisciplinary team should document this decision and care should be supported by
the Last Days of Life (LDOL) Care Plans (Appendix J). It is important that where possible a
full discussion is had with the patient and family. It should be explained that the patient is
thought to be dying and the reasons for this. Discussions around sensitive issues such as
nutrition and hydration, resuscitation and symptom management should be held. Such
discussions must be recorded, and families should be provided with the patient information
leaflet regarding caring for someone in the last days of life (Appendix K). Discussions for
TRW.CLI.SOP.755.4 End of Life Care in Hospital
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TEP/RDR should also be held and recorded. A personalised care plan for each patient
should be drawn up.
For those LDOL patients dying in hospital, there is a specific attribute on the Salus system
(Butterfly symbol). It is intended that by using this attribute the dying person can be
prioritised for a side room, not be moved in the middle of the night, as per CQC
recommendations, and for the palliative care team to be aware of the patient’s condition. It
is the responsibility of the ward staff to award this attribute to these dying patients.
There is now available a laminated picture of a butterfly that can be placed on a
window/door or curtain to signify that either a difficult conversation is taking place, or that
when supporting the patient and family they should be treated with dignity and respect.
There is access to specialist palliative care advice, through the St Luke’s Hospital Team
(extension 36744), 7 days a week 8.30-16.30h, and out of hours by contacting St Luke’s
Hospice (01752 401172).
For some patients in the last days of life, ‘Fast Track’ discharge can enable their preferred
place of death to be achieved. The clinical team should assess the patient’s condition daily
to ensure that discharge/travel from hospital is still in the patient’s best interest. It is
important that the patient and their family are made aware that if the patient were to die in
transit, to their preferred place of death, that they would need to be returned to Derriford
Hospital.
5.7 Care after death
After the patient’s death the Trust’s Deceased Patient Policy (TRW.HGV.POL.94.5) should
be used to ensure continuation of high quality care and provide appropriate support and
information to relatives and friends.
All beliefs of the patient and family must be respected in this process. Wards should be
encouraged to use the Sir Jules Thorne viewing suite for relatives to visit the deceased.
The Ward Manager should ensure that death certificates are sent to the bereavement office
at the earliest opportunity in line with the Trust Deceased Patient Policy; this helps ensure
that the patient’s family are able to collect these documents, and property of the deceased,
avoiding unnecessary delays.

5.8 Communication
The Trust’s EOL strategy and EOL Operational policy will be published on Staffnet.
Useful contacts
 St Luke’s Hospice for Out of Hours advice 01752 401172.
 St Luke’s Hospital Palliative Care Team extension 36744 /page via switchboard.
 Integrated Discharge Team extension 32728.
Pastoral Care, Duty Chaplain, extension 55255 or can be contacted via switchboard
24 hours per day.
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Document Ratification Process

The design and process of review and revision of this procedural document will
comply with The Development and Management of Formal Documents.
The review period for this document is set as default of three years from the date it
was last ratified, or earlier if developments within or external to the Trust indicate the
need for a significant revision to the procedures described.
This document will be reviewed by the EOL Committee and ratified by the Executive
Lead for EOL.
Non-significant amendments to this document may be made, under delegated
authority from the Executive Lead for EOL, by the nominated author. These must be
ratified by the Executive Lead for EOL and should be reported, retrospectively, to the
EOL committee.
Significant reviews and revisions to this document will include a consultation with
named groups, or grades across the Trust. For non-significant amendments,
informal consultation will be restricted to named groups, or grades who are directly
affected by the proposed changes.

7

Dissemination and Implementation

Following approval and ratification, this procedural document will be published in the
Trust’s formal documents library and all staff will be notified through the Trust’s
normal notification process, currently the ‘Vital Signs’ electronic newsletter.
Document control arrangements will be in accordance with The Development and
Management of Formal Documents.
The document author(s) will be responsible for agreeing the training requirements
associated with the newly ratified document with the Executive Lead for EOL and for
working with the Trust’s training function, if required, to arrange for the required
training to be delivered.

8

Monitoring and Assurance



Compliance with the EOL in Hospital SOP will be monitored by carrying out
audit on a yearly basis. The audit will take the form of a retrospective survey of
medical and nursing notes of patients who died at UHP within a specified time
frame. The main focus of the audit will to be to check compliance with the use
of Advance Care Planning and Last Days of Life Paperwork.



Monitoring and audits will be carried out by UHP EOL Lead and members of the EOL
Committee.



If monitoring and audits identify shortfalls or issues these will be communicated to the
relevant manager and/or senior clinical lead.



Results from monitoring and audits will be presented at quarterly EOL Committee
meetings. Overview of trends and themes will be reported to UHP Board through yearly
report and presentation by UHP EOL Lead and representatives from EOL Committee.

TRW.CLI.SOP.755.4 End of Life Care in Hospital

12

9



Resulting actions will be progressed and monitored through EOL Committee and UHP
Lead for EOL.



Learning will take place as a result of feedback to managers and/or senior clinical leads
and working with them to constructively support staff..

Reference Material

End of Life Strategy, Department of Health 2008
End of Life information for clinical teams and patients
http://www.endoflifecareforadults.nhs.uk/
End of Life care, patient information and choices
http://www.nhs.uk/Planners/end-of-life-care/Pages/End-of-life-care.aspx
One chance to get it right, Leadership Alliance for the Care of Dying People, June 2014
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One
_chance_to_get_it_right.pdf
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End of Life Care Flow Chart

Appendix A

Is the patient thought to be in the last year of life?
(If DEMENTIA – consider death in next 3 years -ascertain priorities of care prior to loss of mental capacity)

YES

NO

No further action

Does the patient have mental capacity?

YES

NO

Initiate EOL discussion
 Holistic Needs Assessment
 If learning disabilities involve Learning Disabilities Team
 Include PPC, TEP/RDR, ADRT, ACP
 Record discussions in records and EPCCS
Refer to EOL policy on Trust document drive

Convene Best Interest Meeting
Please refer to Trust Guidance regarding
Mental Capacity Act 2005 on Trust
document drive

Gain consent to enter onto the EOL electronic EPaCCS Register

NO

YES
Record NO on register – No
details to be recorded
Record on Register

Inpatient/Outpatient
Inform GP by letter or e discharge

When the patient is expected to die in the
next few months

When the patient is expected to die in the
next few days









Review Holistic Needs Assessment
Revisit PPC +/- ADRT (record on
EPaCCS)
 Consider referral to Specialist Palliative
Care Team/Hospice
 EOL alert on Salus
 Refer to Discharge Team for planning if
needed.
Ensure patient, GP and Notes have an
up-to-date copy of the PPC

TRW.CLI.SOP.755.4 End of Life Care in Hospital





Review PPC +/- ADRT
Last Days of Life Care Plan (LDOL)
TEP/RDR
Consider referral to Specialist Palliative Care
Team
LDOL alert on IPM
Rapid Discharge to Preferred Place of Death
– if appropriate.
Refer to Complex Discharge Team

14

Pastoral and Spiritual Care
The Department of Pastoral and Spiritual Care
‘Last Days of Life’ or ‘End of Life’ support

Appendix B

Facing death and the associated pain of loss and separation, whether for the patient or their loved ones, as
well as for staff, may be among the most challenging experience of the human story. Taking care of the
whole person, and those around them, takes into account their unique physical, psychological, social and
spiritual needs. This essential holistic care means considering their inner wellbeing or spiritual needs
alongside their physical health.

Spiritual needs and related distress may be seen at times of sudden, unexpected or feared change and can
be revealed through emotional responses that express feelings often as yet unarticulated. One’s spirituality
is an expression of our own inner life and journeying, in self-awareness, in deep personal needs and
nourishment. Spirituality may also be seen as the search or process of reflection, a growing self-awareness,
in trying to come to terms with or make sense of one’s own situation. Spiritual care means supporting
people in this process of self-discovery and expression, as they grow to see and express hopes and fears,
and find coping mechanisms to find inner wellbeing. Spirituality is thus both individual and universal,
meaning everyone has it, even if unaware of it – but this is not true of religious belief. There may, or may
not, be a sense of ‘otherness’ or search for God, meaning that for some their spirituality may link with their
faith in a religion but for many it may not. It is essential that healthcare professionals appreciate the
difference between spiritual care and the provision for religious needs.
Religion may be defined as a formal or institutional set of teaching inviting belief in (a) God or gods. For
patients with a faith in a religion, it is very helpful if staff are able to record a patient’s religious affiliation,
mindful of the patient’s right to refuse to provide it. This may be especially helpful where ‘end-of-life-ritual’
support may be required. Religious practices may be part of the patient’s daily routine, or become more
important in illness, or when ‘end of life’ issues develop. The chaplains should always be the first point of
contact when looking for religious information or faith representatives.
Providing and facilitating skills in pastoral and spiritual care is the particular focus and role of chaplains,
working generically for everyone, regardless. The breadth of the chaplain’s role should be understood as a
pastoral, spiritual, ethical and religious resource in terms of practice, consultancy and teaching. They are
recognized as part of the multidisciplinary team and seen by Staff Health and Wellbeing as the on-site
‘crisis’ team.

A chaplain is available 24hrs a day, contactable via switchboard,
and here for everyone, patients, staff and visitors, to offer a
listening ear (pastoral care), help people make sense of their
situation (spiritual care), and, only if desired, can provide faith
support from all major religions.
The Chapel is on Level 7 and open all the time. The Multi Faith Prayer Room is also there, within the
department offices, although out-of-hours access is via the porters’ lodge.
Don’t feel you’re alone in caring for the whole person!

At any time, day or night, please call switchboard (dial 0) and ask them to page the on-call chaplain.

TRW.CLI.SOP.755.4 End of Life Care in Hospital
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Planning Your Future Care booklet

Appendix C

www.devon.gov.uk/planning_for_your_care_booklet.pdf
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Advance Decision to Refuse Treatment

Appendix D
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Advance Decision to Refuse Treatment

Appendix E

My Advance Decision to Refuse Treatment
My name

My date of birth

My address

Any distinguishing features in the event
of unconsciousness

My NHS number

My telephone number

What is this document is for?
This Advance Decision to Refuse Treatment has been written by me to specify in advance which
treatments I don’t want in the future. These are my decisions about my healthcare, in the event that
I have lost mental capacity and cannot consent to or refuse treatment. This Advance Decision
replaces any previous Advance Decision I have made.
Advice to the reader
I have written this document to identify my Advance Decision. I would expect any health care
professionals reading this document in the event I have lost capacity to check that my Advance
Decision is valid and applicable, in the circumstances that exist at the time.
Please check;

Please do not assume I have lost capacity before any actions are taken. I might need help
and time to communicate.

If I have lost capacity please check the validity and applicability of this Advance Decision.

This Advance Decision becomes legally binding and must be followed if professionals are
satisfied it is valid and applicable.

Please help to share this information with people who are involved in my treatment and
care and need to know about this.
This Advance Decision does not refuse the offer and or provision of basic care, support and
comfort.
I am writing this document at a time when I have capacity, and am fully aware of the
potential consequences of any refusal of treatment, including my life being shortened as a
result. I am able to understand, retain and weigh up all of the information relevant to this
Advance Decision and am able to communicate my decision.
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REFUSAL OF LIFE SUSTAINING TREATMENT
I wish to refuse treatment as below. I understand that my decision could result in the loss of my life
and wish this Advance Decision to apply in those circumstances.
My Name

NHS No.

My Signature
I am unable to sign this form myself. My nominated person is:
Name

Relationship

Address

Telephone Number

Signature

Date

Signed in the presence of:
Name

Relationship

Address

Telephone Number

Signature

Date

My Advance Decision to Refuse Treatment

I wish to refuse the following specific In these circumstances :treatments :e.g. artificial (mechanical) breathing machine in
intensive care

e.g. if I have had a severe stroke with no chance of
recovering consciousness

My Name

NHS No.
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I would like these people to be involved in decisions about my care
Contact 1 Name

Relationship

Address

Telephone Number

Has the above named person been appointed under a personal welfare Lasting Power of Attorney
YES/NO
Contact 2Name

Relationship

Address

Telephone Number

Has the above named person been appointed under a personal welfare Lasting Power of Attorney
YES/NO
I have discussed my Advanced Decision to Refuse Treatment with (e.g. name of Healthcare
Professional)
Name

Profession/Job Title

Contact details

Date

I give permission for this document to be discussed with my relatives/carers
YES

NO

(please circle one)

My General Practitioner is (name)
Address

Telephone number

My GP has a copy of my Advance Decision to Refuse Treatment
My Name

YES

NO

NHS No.

The following list identifies which people have a copy and have been told about my Advance
Decision to Refuse Treatment (and their contact details), e.g. GP, Ambulance Service, Hospice
Team, District Nursing Team, Out of Hours Service, Solicitor, family members, Hospital Consultant,
paid carer.
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Name

Relationship

Telephone Number

Further Information (Optional)
I have written the following information that is important to me. It describes my hopes, fears and
expectations of life and any potential health and social care problems. It does not directly affect my
Advance Decision to Refuse Treatment but the reader might find it useful.

I have also completed a Preferred Priorities of Care document:
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Yes/No
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My Name
Review Date

My NHS No.
Are there any changes
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If yes, my changes
are:

My signature
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Treatment Escalation Plan/Resuscitation
Decision Record
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Cardiopulmonary resuscitation leaflet
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Access to Electronic Palliative Care Co-ordination system

Appendix H

APPLICATION TO ACCESS DEVON DOCTORS EPCC DEVON WIDE REGISTER

Staff Confidentiality Statement
I understand that any breach of confidence, inappropriate use of health records or abuse
of computer systems may lead to disciplinary measures, bring into question professional
registration and possibly result in legal proceedings. I am aware of the requirements and
standards of behaviour that apply.
Student Placements/Voluntary Staff/ Third Party Contractors.
As a volunteer, I understand that I have the same obligation of confidentiality, and I have
agreed to uphold those obligations when helping within the NHS.
All Users
I agree to receive training in the use of the system and will take responsibility as a user to
read all relevant Policies.
Please tick this box to state you understand the contents of this declaration 
Signature: ……………………………………

Date: ……………………………..

For all Adastra enquiries please contact:
Devon Doctors End of Life Coordination Centre
Tel: 01392 823157
Please fax this document and application form on the next page to:
Devon Doctors End of Life Coordination Centre
Fax: 01392 823564
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*Denotes mandatory field
*Users Name

Existing Adastra □

( block capitals please)

User ID:

*Signature:
*Job Title:

Work Tel. No:
*Email address:

*Department & Organisation:

*Main Location:

Start Date

End Date (if known)

* Access is required to:

End of Life Register □

Special Notes □

*Type of Access: (delete as applicable) VIEW ONLY / VIEW and EDIT
*Why access is required:
*My Security Question is?

The answer is:

*Authorized Signatory (Sponsor’s Name):
(block capitals please, full no initials)
Note for Sponsors – End of Life Care Register
Sponsors for End of Life are required to ensure that the nominated member of staff is entitled to
access rights requested in this User form.

*Sponsor’s Signature:
*Job Title:
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*Date:
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Priorities for Care of the Dying Person
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Last Days of Life Care Plans

Appendix J

Last Days of Life Medical Care Plan
(Medical plan to be discussed and agreed with nursing staff)
Patient Name:

Ward:

Hosp No:
Date of Birth:

Named Nurse:

NHS No:

Name of Consultant with overall responsibility

Following assessment and agreement that all reversible causes for current
condition have been considered; the multi-professional team has agreed that the
patient is likely to die in the next few days.
Remember to apply the principles of the Mental Capacity Act 2005
Recognition of dying has been discussed with the patient (where appropriate) and
family/NOK including IMCA/LPA.
Name:

Patient or relationship to patient:

Date & Time:

This form must be completed by a member of the medical team after discussion with the senior
doctor (Consultant in charge or specialist registrar).
Name of doctor
completing form

Grade and
bleep no.

Signature

Date/Time

Please supply legible names of (at least) two doctors who have seen the patient in
the last two weeks. This is to reduce distress caused by late completion of death
certificates and cremation forms. Please be aware of this when approaching
weekends/night shifts etc.
Name

Bleep number /contact
detail
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Name:…………………………………………..DOB:………………Hosp. No:……………………..

This guidance is to aid the care of patients thought to be dying within the next few days.
The patient’s care should be individualised to their specific needs.
If advice is needed at any stage, contact a senior member of the team or the
Palliative Care Team on ext: 36774 or out of hours St Luke’s Hospice 01752 401172
Recognition that the patient is dying
Document diagnoses

This can be difficult and the decision should
be made by the most senior clinicians
(nurses and doctors) caring for the patient.

Why do you consider the patient is likely to
die in the next few days?
(Explain to patient and/or family (if
appropriate) and document discussion on
page 5)

Relevant clinical features may be:
Known life-limiting condition
Bedbound
Unable to take more than sips of fluid
Unable to take tablets
Reduced peripheral perfusion
Retained upper respiratory tract secretions
Semi-comatose or comatose
Cheyne-Stokes respiration

Ensure that you have considered
reversible causes?
Discuss with the healthcare team all investigations, interventions and treatments.
Discontinue any that will not promote comfort, dignity and peace.
Document what has been stopped and why (if needed document on page 7):
Document what is being continued and why (if needed document on page 7)::

Treatment Escalation Plan (TEP)
TEP/RDR form completed

□ Yes

Does the patient have an Implantable Cardiac
Defibrillator (ICD)?
□ Yes
□ No

Document which (if any) observations should be
made:
Heart rate

□

Yes

□

No

BP

□

Yes

□

No

Respiratory rate

□

Yes

□

No

Temperature

□

Yes

□

No

Oxygen saturations

□

Yes

□

No

Blood sugar

□

Yes

□

No

Record action taken to deactivate ICD

GCS
□ Yes
□ No
Document who should be contacted if the
observations are abnormal:
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Name:…………………………………………..DOB:………………Hosp. No:……………………..

Patient preferences and advance decisions
Does the patient have:
An advance decision to refuse treatment
(ADRT)?
□ Yes
□ No

Any ADRT document relevant to this time
needs to be available in patient notes.

A Lasting Power of Attorney (Health and
Welfare)?
□ Yes
□ No

If yes clarify who holds the LPA.

An express wish for organ/tissue donation?
□ Yes
□ No
(you can document any more information on page
7)

Document patient wishes/preferences including
place of care/death

Symptom management
Consider and address possible symptoms
Consider whether any of these symptoms
are reversible
For instance confusion caused by opioid
toxicity or abdominal pain and restlessness
caused by urinary retention.

Document current symptoms:
□ Pain (including sites of pain)
□ Shortness of breath
□ Nausea
□ Vomiting
□ Restlessness

Prescribe medications on the drug chart
which may be required PRN and give
reasons for use (see page 4)

All patients should be medically reviewed
daily.
Check that they are comfortable and not
distressed.

□ Confusion
□ Urinary retention
□ Dry mouth
□ Respiratory tract secretions
□ Other

Please clarify the role of parenteral hydration (Sc or IV) (see page 5)

Have you discussed with the patient and/or family the role of artificial
hydration/nutrition?
□ Yes
□ No
If not clarify why not
Document this discussion (see page 5)
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Name:…………………………………………..DOB:………………Hosp. No:……………………..
Guidance for symptom management
Anticipatory medication prescribing is recommended for the common symptoms in the last days of
life. This is guidance and does not replace clinical judgement.
PRN opioid doses may differ if the patient is already on background strong opioids.
The subcutaneous route should be used when oral administration of medications is no longer
possible.
Seek advice if in doubt.
Prescribing with severe/end stage renal failure (eGFR<30) and hepatic failure can be
complex and advice should be sought.
Symptom

Suggested Medication

Notes

Pain and/or
Breathlessness

Diamorphine 2.5-5mg SC hourly PRN

For patients already taking opioid
analgesia the dose may need to be
adjusted.
If already taking oxycodone continue
with this in SC form

Alfentanil 250mcg-500mcg SC hourly
PRN in renal failure (eGFR <30)

Alfentanil has a short half life and
may need to be given continuously
via a subcutaneous syringe driver.
Seek advice from specialist palliative
care.
Higher doses may be used as an
antipsychotic but 6.25mg – 12.5mg
over 24h is usually sufficient to
control nausea and vomiting

Nausea and
vomiting

Levomepromazine 6.25mg SC PRN 6 hrly
(max 25mg in 24h)
Consider haloperidol 0.5-1.5mg SC
6 hrly PRN in renal failure (eGFR <30)

Restlessness

Respiratory
tract
secretions

Midazolam 2.5-5mg SC PRN (maximum
30mg/24hrs).

In frank delirium use an antipsychotic
rather than midazolam alone

Consider levomepromazine 6.25 -12.5mg
nd
SC PRN 2 line (max 25mg in 24h) .
Use ½ dose of midazolam and
levomepromazine in renal failure
(eGFR <30)
Glycopyrronium 200mcg SC 1 hourly PRN

Consider using a syringe driver for patients who need regular medication for the control of
pain or other symptoms.
NB: If symptoms are not controlled on the above and/or there are difficult
communication issues, seek advice urgently from:
 Senior members of the team looking after the patient
 The Hospital Palliative Care Team on 36744 or via switchboard
 Out of hours - St Luke’s Palliative Care Service on 01752 401172.
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Name:…………………………………………..DOB:………………Hosp No:……………………..

Sensitive communication with the patient and/or family
Record of discussion to include:
 Explanation that the patient is now dying, why you think the patient is likely to die in the
next few days and how death might be expected to occur. Prognosis is often uncertain
and this needs to be communicated.
 That the patient and/or family have been offered the opportunity to ask questions and be
involved in decisions about care.
 Has the patient and /or family any need for emotional/psychological/spiritual support.
 Have you discussed the role of pastoral support?
A chaplain is available 24 hours a day, via a pager through switchboard, and whose role is
generic for all patients, staff and visitors to offer pastoral care


(a listening ear), spiritual care (help someone try to make sense of their situation) and,
only if, the patient or family wish, can provide faith support from all major religions.
Discussion about nutrition and hydration:
 Explanation that while able to eat and drink the patient will be supported to do so.
However if swallowing is impaired there may be a risk of aspiration. The patient may still
choose to eat and drink, this should be reviewed on an individual basis to maximise
overall comfort.
 Explanation of the role of artificial nutrition and hydration including the potential risks
and benefits in the dying.
Other communication points requiring discussion as appropriate to the situation:
 Resuscitation decision.
 The use of medication for symptom management, including side-effects of medication,
specifically sedation.
 The reason for a syringe driver, if possible prior to its use.
Document the conversation, including all the issues above (use continuation sheet if
needed):
NB if already documented in the medical records, please reference date and time of the
discussion.
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Name:…………………………………………..DOB:……………….Hosp No:……………………..

Personalised plan of care:
Document the agreed management plan below taking into account the patients personal wishes
and preferences where possible. This may include food and drink, symptom control and
psychological, social and spiritual support.
The plan should be discussed openly with the patient and their family. This plan must be
reviewed on a daily basis.
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This document is continuous to the medical notes and needs to be filed as part of the current admission
record.

Name of doctor completing form:

Grade and
Bleep No
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Date/Time
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Last Days of Life Nursing Care Plan
Please read the Medical Care Plan prior to completing:
Patient Name:

Date

Time

Signature

Hospital Number:

Ward:

Family / Carer's Contact Details: who to contact if the patient's condition deteriorates.
1st Contact :
Relationship to Patient:
Home:

Work:

Call anytime / Do not call at night

Any other contact details:

2nd Contact:

Relationship to Patient:

Tel Home:

Work:

Call anytime / Do not call at night

Leaflets given Yes/No

Mobile:

Mobile:

Any other contact details:

Open Visiting discussed Yes/No

Check RDR/ TEP has been completed and ceilings of care reviewed: Yes/No
Referral to Palliative Care Team: □

Parking Permits obtained Yes/No
Last Days of Life Alert on SALUS: □

Pastoral and Spiritual Care (Chaplains)
A chaplain is available 24 hours a day, via a pager through switchboard, and whose role is generic for all patients, staff and visitors to offer
pastoral care
(a listening ear), spiritual care (help someone try to make sense of their situation) and, only if, the patient or family wish, can provide faith
support from all major religions.
Referral to Pastoral and Spiritual Care

Yes / No
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Name:

Ward/Unit

Date:

Last Days of Life - Nursing Care Plan
CARE OF RELATIVES
Give full explanations of all aspects of care. Encourage them to participate in patient care as they wish and are able to.
Listen and respond to worries/fears. Allow the opportunity to reminisce. Consider spiritual/religious/cultural needs - support of pastoral and
spiritual care may be helpful.
Give explanations of the facilities. Offer drinks. Show them the way to the canteen. Ensure they have parking permits and any relevant leaflets.
Document initial conversation with the relatives/carers and any further conversations on the LDOL evaluation sheet.
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Last Days of Life Nursing Care Plan
Recommended action
AGITATION
Does the patient show any signs of restlessness or distress? Consider any
reversible causes e.g. retention of urine, opioid toxicity, and severe constipation.
Has the patient had the opportunity to discuss what's important to them e.g. their
wishes, feelings, faith, beliefs, values, fears, hopes? Consider specific religious
and cultural needs.
PAIN
Is the patient pain free on movement? Observe for non-verbal cues and family
concern.
BREATHING
Any signs of breathlessness?
NUTRITION/ Mouth care
 Support patients to take food and fluid by mouth for as long as is tolerated.
Check whether medical staff have discussed the patient's need for artificial
nutrition and hydration with the patient and family.
 Symptoms of thirst/dry mouth do not always indicate dehydration but are
often due to mouth breathing or medication.
ELIMINATION
Check for any signs of urinary retention, constipation or diarrhoea.
SKIN INTEGRITY
Ensure patient’s skin integrity is maintained and hygiene needs are met.
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Consider environment, music, art, poetry, reading,
photographs, anything that is important to the belief
system or the well-being of the patient
Consider use of prn medication

Consider the need for positional changes. Consider prn
analgesia for incident pain
Consider position changes. Use of a fan may be helpful.
Consider use of prn opiates
Remember that a reduced need for food and fluid is a
normal part of the dying process - discuss with the
patient and family as needed
Give good mouth care regularly - consider artificial
saliva products, biotene gels, lip balm.
Encourage the relatives or carers to be involved in
mouth care giving as they wish.
Offer fluid/food as indicated and document if taken
Use of pads, urinary catheter, uridom as required. Is the
catheter draining?
Assessment, cleansing, repositioning, use of special
aids according to the patient's individual needs. Skin
care, wash, eye care, change of clothing according to
the patient's individual needs.

40

Name:

Ward/Unit

Date:

Last Days of Life Nursing Care Plan – Anticipatory medication guidance
PLEASE REFER TO ANY ADVANCE CARE PLAN THAT THE PATIENT HAS COMPLETED AND GIVE CARE ACCORDING TO THE
WISHES OF THE PATIENT.
Check appropriate medication has been prescribed for the following symptoms:
Pain:

Diamorphine 2.5-5mg s/c hourly prn. If already taking oxycodone recommend continuing with this in SC form

Nausea and Vomiting:

For Patients in Renal Failure (eGFR<30): Alfentanil 250-500mcg s/c hourly prn (Alfentanil has a short half
life and may need to be given continuously via a subcutaneous syringe driver. Seek advice from specialist
palliative care).
Levomepromazine 6.25mg s/c 6hrly prn (maximum 25mg in 24hrs).

Restlessness:

For patients in renal failure: Haloperidol 0.5-1.5mg 6hrly s/c prn
Midazolam 2.5-5mg s/c prn (maximum 30mg/24hrs), Levomepromazine 6.25-12.5mg s/c prn (maximum 25mg in
24hrs). Consider half doses in Renal Failure

Respiratory Tract
Secretions:

Glycopyrronium 200mcg s/c 8 hourly prn – usual maximum 1.2mg in 24hrs

Breathlessness:

Oramorph 2.5-5mg orally prn, Diamorphine 2.5-5mg s/c hourly prn.

For patients in renal failure: Alfentanil 250mcg s/c hourly prn
If Symptom control is difficult and/or if there are difficult communication issues advice and guidance are available from:
•
Senior members of the team looking after the patient
•
The Hospital Palliative Care Team on 36744 or via switchboard
•
Out of hours - St Luke’s Palliative Care Service on 01752 401172
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Name:

Ward/Unit

Date:

Last Days of Life Nursing Care Plan
Key Risks
Risk of Pressure Ulcers
Waterlow score:
EPUAP
Risk of Falls Yes/NO
Mattress
Foam
Airwave Yes/No
Overlay Yes/No
Equipment
Bed Rails
Low Profile Bed
Risk of Inadequate Symptom control
Environment (circle)
Cubicle or Main ward
Frequency Required (circle)
1 Hour
2 hourly
Increase frequency as required by symptom management / decrease if symptoms settle
Please document actions taken and record their outcome in the evaluation sheet
TIME
1.AGITATION
Consider possible causes ie urinary retention, opioid toxicity, severe constipation. Also spiritual or psychological
factors. Codes for mental state: S = settled, R = restless, A = agitated
Agitation/restlessness
Action taken-initials
2.PAIN
Consider repositioning, prn and regular analgesia. Complete Syringe Driver Monitoring Sheet as appropriate.
Codes for pain: 0 = not at all, 1 = slight, 2 = moderate, 3 = severe, 4 = overwhelming
Pain score (0,1,2,3)
Action taken-initials
3.BREATHING
Any signs of breathlessness? Consider position changes, use of a fan may be helpful. Consider use of prn opiates
Codes for breathlessness: 0 = not at all, 1 = slight, 2 = moderate, 3 = severe, 4 = overwhelming
Breathlessness
Action taken-initials
4.RETAINED
Consider repositioning, discuss symptoms and plan of care with patient, relative or carer, prn medication
RESPIRATORY TRACT Codes for RTRS: 0 = not at all, 1 = slight, 2 = moderate, 3 = severe, 4 = overwhelming
SECRETIONS (RTRS)
Moist noisy breathing
Action taken-initials
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Name:

Ward/Unit

Date:

Last Days of Life Nursing Care Plan
TIME
5.NAUSEA and
Any signs of nausea verbalised by the patient if conscious
VOMITING
Codes for nausea and/or vomiting : 0 = not at all, 1 = slight, 2 = moderate, 3 = severe, 4 = overwhelming
Nausea or vomiting
Action taken-initials
6.NUTRITION
Offer food and fluids as the patient wishes and can tolerate. Discuss food/fluid requirements with family. Check mouth
is clean and moist. O- Offered, T- Taken, NBM- Nil by mouth, Not appropriate – N/A.
Document whether patient is able to take food/fluids on evaluation sheet.
Fluids offered/taken
Food offered/taken
Mouth care
7.ELIMINATION
Any signs of urinary retention, constipation or diarrhoea? Is catheter in correct position and draining?
C- Catheter, P – Pads, BO/BNO, I – Intervention needed and document outcome in evaluation
Hygiene care
offered/given
Passed urine
Bowels opened
8.SKIN INTEGRITY
Assess for signs of pressure damage.
CHECKED
Codes for Positioning: L = Left side, R = Right side, B = Back, S = Sitting
Position
Action taken-initials
9.Pastoral and
Ask the patient what is important to them? Listen and respond to any worries/fears. Offer a drink. Allow to reminisce.
Spiritual Care
Document any conversations on LDOL evaluation sheet. Offer a visit from the pastoral team
Please document actions taken and record their outcome in the evaluation sheet
DAILY MEDICAL
Time:
Signature:
REVIEW REQUIRED
Any changes should be documented on the evaluation sheet
Registered Nurse Name :
Early………………………
Late………………………
Night…………………………
Signature

…………………………….
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……………………………….

Name:

Ward/Unit

Date:

Last Days of Life Evaluation sheet (include daily medical review)
Record all actions/interventions and outcomes. Also record communication with family and other HCP
Date & Time

TRW.CLI.SOP.755.4 End of Life Care in Hospital

44

Signature

Name:

Ward/Unit

Date:

Last Days of Life – Evaluation sheet
Record all actions/interventions and outcomes. Also record communication with family and other HCP
Date & Time
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Signature

information Leaflet for Relatives and Friends

Appendix K

Care in the Last Days of Life
Information and help for
relatives/friends

Derriford Hospital
Derriford Road
Plymouth
PL6 8DH
Tel: 0845 155 8155
www.plymouthhospitals.nhs.uk
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Caring well for your relative or friend at the end of life is very
important to us. End of life care may be very unfamiliar to you
and we are here to explain this to you and to support you
through this distressing and bewildering time.
The doctors and nurses will have explained to you that there
has been a change in the medical condition. They believe that
the person you care about is now dying and in the last hours or
days of life. You may have lots of questions, please feel free to
ask those caring for your relative/friend about any aspect of the
care or expected outcomes.
Communication between you and the clinical staff
The aim of the doctors and nurses is to give the best quality
care appropriate to your relative/friend. All care and decisions
will be regularly assessed by the clinical team and altered, if
their condition changes, to ensure that these remain
appropriate for them. You can all be involved, as much as you
wish to be, in the discussion about the plans for care, so that
you fully understand the reasons for the decisions made by the
clinical staff.
If, after discussion with the doctors and nurses, you do not
agree with their decisions, you may ask for a second opinion.
Please discuss this with the medical team or ask to speak to
Matron.
We want to keep you fully informed about any changes. The
clinical staff will ask you for your contact details should they
need to reach you quickly.
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Giving care which comforts
The doctors and nurses will make sure that, as far as possible,
all the needs of your relative/friend are met. Please let us know
if you feel needs are not being met, of whatever kind, and for
whatever reason.
The clinical team will not want to interrupt or disturb
unnecessarily the time you spend together. They want to
support all of you at this special time. You can support and
contribute to care in many ways. You may wish to spend time
together, talking and sharing memories. You may also wish to
bring in personal items of special importance to your
relative/friend, such as photographs or treasured possessions.
Pets can visit with permission. Favourite music may be
appreciated and the familiarity of their own pillows and clothing.
Spiritual and pastoral care may be valued, either from a
hospital chaplain or from your own faith community.
Some previously prescribed medicine that is not helpful at this
time may be stopped and new medicines prescribed. Medicines
for symptom control will be given when needed, just enough
and no more than is needed to help the symptom and to make
your loved one comfortable. Symptoms may be more easily
managed by using a syringe driver. This is a battery operated
pump which gives a continual amount of medication through a
small tube under the skin.
In the days and hours preceding death people lose interest in
wanting to eat and drink. This is instinctive, reflecting the
reduced need for sustenance. It is hard for us to accept it when
a person no longer wants to eat and drink, even when we know
they are dying.
Your relative/friend will be supported to eat and drink for as
long as they are able and wish to do so. Fluids given by drip will
be continued while it is helpful and not harmful. The doctors will
explain the decision to stop giving fluid in this way. We
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understand this decision may cause you concern, please
discuss any concerns with the medical team or ask to talk to
Matron.
Good mouth care is very important at this time. The nurses will
explain to you how this care is given. You may be able to help
in giving this care and comfort if you would like to do so.
The nursing staff will continue to aid comfort through skin care,
pressure ulcer prevention, position changes and continence
care according to your relative/friend’s needs and wishes.
When the time comes, ward staff will explain the formalities of
collecting the cause of death certificate from the hospital
bereavement office. You will be given the information and
advice needed to help you through the immediate processes
which follow the death of your relative/friend. If you wish to
discuss this further now please talk to the ward team who will
be able to give you more information. There are specific
booklets available as well.

Your wellbeing
It is important that you have enough to eat and drink to support
your physical needs, and to help you be more able to cope. The
Restaurant is situated on level 7 of the hospital, serving a
variety of hot meals, salads and sandwiches. It is open
between 7.30 am and 7.30 pm daily. A vending service
providing light meals and sundries is available outside The
Restaurant twenty four hours a day, seven days a week.
Warrens Bakery is situated by the main entrance to the hospital
on level 6, providing hot and cold drinks and light snacks, to eat
in or take away. There are other refreshment facilities on level 3
of the Terence Lewis Building and on level 5 of Maternity
services.
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Sometimes it is beneficial for you to take a little exercise and
get some fresh air. The Derriford Health and Leisure Centre is
located a short walk from the main hospital and offers light
lunches. Close to the Centre is a duck pond with seating and
picnic tables in a pretty, quiet setting.

Sources of Support and Advice: The following hospital
teams are here to help you

The Ward Nursing Team
The nurses caring for your relative/friend are dedicated to
making them as comfortable as possible. They also wish to
support and care for you. If you have any questions about the
care being given, or wish to contribute to that care, please talk
to the nurses or the sister in charge. There will be a nurse
allocated to the care of your relative/friend every day. Please
ask the ward team if you are unsure who this is.
Clinical Nurse Specialists
It is sometimes easier to cope if you have someone outside
your immediate family to talk to. Your ward nurse can contact
St Luke’s Hospital Specialist Palliative Care Team or the
specific Clinical Nurse Specialist for their condition who is able
to help and support at this time. They can discuss with you any
concerns you may have and provide specialist advice about
any complex symptoms that your relative/friend may have.
The Mustard Tree
The Mustard Tree Macmillan Centre provides support and
information for people with cancer, their families and carers.
The Centre is located on level 3, near Oncology Outpatients.
There is always a welcome for you, along with a hot drink in a
comfortable lounge. A drop-in service is available between 9.30
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am and 4.30 pm Monday to Friday. For more information
please telephone the Centre on 01752 763672.

Pastoral and Spiritual Care
The chaplaincy staff are always available to offer care to people
of all faiths and none. They can offer pastoral support through
an empathetic listening ear and spiritual support in helping you
make sense of your situation and, should you want it, religious
support from all the major religions to help you and your
relative/friend through this difficult experience. They will contact
other faith leaders at your request. They are here for you,
whatever your need and beliefs.
The chapel is situated on level 7 and is open twenty four hours
a day, seven days a week. The multi-faith prayer room is also
available at all times. You can contact the chaplains at any time
via your ward nurse.
The following practical aspects of visiting and using the hospital
facilities may be helpful to you at this time.
Services:
Sunday 9.15am Holy Communion and 4.00pm Mass. Morning
Prayer 9.00am each week day.
Friday 1.15 pm Jumah prayers.

Accommodation
As far as possible the ward staff will make a comfortable chair
available at the bedside if you wish to stay overnight. The ward
staff will indicate the nearest toilet and washroom facilities for
your use.
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Alternatively, you may want accommodation near to the
hospital. HeartSWell Lodge is a charitable trust providing B&B
and other facilities such as a kitchen and laundry. It has
comfortable rooms, all with direct lines to hospital wards.
Leaflets containing the full details are available from ward staff.
Please telephone HeartSWell Lodge on 01752 315900 to make
a booking or request further information. There is a charge for
this accommodation.
There are two Travel Lodges close to the hospital.
Smoking
Derriford Hospital operates a strict smoke free policy.
Patients, members of the public and staff are not allowed to
smoke on trust sites.
Plymouth NHS Stop Smoking Service: 01752 314040
Transport
There are 2 free car parking permits available to you. The ward
nursing team will give your details (hospital number of patient,
car registration, make of car) to Vinci parking. You will be then
able to pick up the parking permits from the main reception
desk on level 6.
The hospital is well served by buses from Plymouth and the
surrounding areas. Timetables for most services are available
free from the information stand in the main entrance on level 6.
There is a Freephone taxi facility in the same location.
If you are experiencing difficulties with the cost of transport,
please contact PALS through the following ways:
Monday – Friday 9am – 5pm
Please use the phone at reception to call us and we will
arrange a time to see you.
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Phone us
01752 439884 or 432564
Email us
plh-tr.PALS@nhs.net

Phones
Pay phones are situated at the main entrance. There are also
change machines available in the foyer for use with phones and
car parks. Mobile phones may be used where you see signage
advising that it is safe to do so. If you are in doubt, ask any
member of staff.
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Please use this space to make a note of useful
telephone numbers or to write down any questions
you want to ask the doctors and nurses.
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This leaflet is available in large print and
other formats and languages.
Contact: Patient Services
Tel: 01752 763031

Date issued: February 2015
For review: February 2017
Ref: A-270/NJ/Oncology/Relative leaflet DRAFT
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Palliative Care Team Referral Criteria
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Hospital Learning Disabilities Team

Appendix M

Patients with a Learning Disability
All patients with a Learning Disability must be referred to the Hospital Learning Disability team by email
plh-tr.learningdisabilityhospitalteam@nhs.net or by calling 31566 to leave a message at the earliest
opportunity to enable the team to instigate the appropriate support in a timely way.
Some patients may have a Hospital Passport or “Future Wishes” document; this will assist in informing their
care.
NB – Should EOL decisions need to be made out of hours the following points must be noted,
a) Apparent refusal of treatment or anxious and/or aggressive behaviour in the face of treatment
options should not be automatically interpreted as refusal, (as these reactions are often the result
of fear) without applying rigorously, the tests of capacity, and if necessary making Best Interest
decisions.
In the case of R v Burke, July, 2004, the court concluded that where a patient lacks capacity and the
treatment in question is life-prolonging treatment, that is providing benefit; such treatment should be
provided unless the patient’s life thus prolonged would, from their point of view be intolerable.
b) Families and/or Support staff who know the patient well can make a significant contribution to
clinical decision making, in assisting medical staff to make treatment decisions with information
about the individual when they are well,
eg;









Likely responses to treatments,
Suitable ways to communicate
Health history
Ways of encouraging co-operation
Ways of supporting the individual through treatments that may be distressing.
Impact of the individual’s condition on others
They may wish to provide comfort in the last days of life and service plans must be flexible enough
to make the Reasonable Adjustments required to enable this to happen.
Individuals should be supported by staff who know them well and who are not distracted by other
duties.
If the individual is deemed as not having capacity to be involved in making necessary decisions and
does not have suitable family then an IMCA (Independent Mental Capacity Advocate) must be
appointed to ensure the individual receives appropriate support.
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