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Why? 

• 1% of your practice population will die in the next 
12 months 
– Do you know who they are? 

• Increased health & social care utilisation in last 
year of life  
– economic cost,  

– patient preferences 

– informal carer burden 

• Multi-agency working – needs communication 
and co-ordination 

 



Getting it right…. 

• Patients more likely to die where they want 

– Avoid inappropriate investigations, treatments, 
admissions 

• Access to services and symptom control 
medication 

• Carer support 

• Bereavement support 



Why? (£…..) 

Indicator Points 

QI003: The contractor can demonstrate continuous quality 
improvement activity focused on end of life care as specified in 
the QOF guidance   
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Quality improvement measures 

• 1. Early identification and support for people 
with advanced progressive illness who might die 
within the next twelve months.  

• 2. Well-planned and coordinated care that is 
responsive to the patient’s changing needs with 
the aim of improving the experience of care.  

• 3. Identification and support for family / 
informal care-givers, both as part of the core care 
team around the patient and as individuals facing 
impending bereavement.  

 



‘Identify’ exercise 



Care Plan for the Last days of Life (CPLDL) 

1. Decision making 
– Doctor’s section with white space to document 

conversations 
• Patient may be dying and likely course of events 
• DNACPR 
• Hydration and nutrition 
• Syringe driver (requires consent) 
• Rationalise drugs  
  

2. Care plan  
– Initiation by doctors and 
– Symptom check completed usually by nurses 
– Ongoing documentation in medical notes 

 
3. Documentation after death 

– all deaths 

 
Symptom control  

– Laminated algorithms 
– Opioid conversion chart on back of syringe driver chart 

 

 



Decision making: part of an MDT 

See next slide on  guidance  
how to complete  



Recognise, Communicate, Involve, Support, Plan 

Metastatic breast car 

Dr Smith and ward sister Jones  met with patient X and her son 
and daughter.  
It was explained to patient x  and family that she was  
very weak and unwell and not responding to current treatment 
plan or antibiotics and very  unlikely to get better from this and 
thought to be dying. Patient and family understood. Focus of care 
now  switched to comfort measures and treating symptoms .                                
Not religious and doesn’t want to see a chaplain 
 

 

Discussed as patient x not able to take oral medication  her drugs would be rationalised.  
I explained may need injectable drugs that would be written up in anticipation and may 
also need a syringe driver  and explained what this was. Fluid would be offered orally  if 
able to take.  
Established patient would prefer to spend her last days in hospital.  

Advanced  breast cancer  with no further targeted cancer treatment. Daily deterioration  
with no reversible causes identified. Feeling much weaker and struggling to move In bed 
and take medications. Still able to take sips of fluid. 



Symptom checklist 



Resources 

• https://www.rcgp.org.uk/clinical-and-
research/resources/a-to-z-clinical-
resources/daffodil-standards.aspx 

• NICE Quality Standards for End of Life Care in 
Adults (QS13) and Care of dying adults in the 
last days of life (QS144) 

• Gold Standards Framework:  

www.goldstandardsframework.org.uk 


