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Guidelines for use of the Integrated Care Pathway in the final days of life (ICP) or Liverpool Care Pathway (LCP)

“Promoting best practice for care of the dying”

What is the ICP/LCP

The ICP provides an evidence-based framework as a multi-professional document. It is accepted as the legal document that replaces all other documentation in this phase of care. If applicable, this document should follow the patient between care settings. It is sometimes referred to as the LCP as it originated in Liverpool.

The ICP outlines goals, which can be signed off as they are achieved. It is acceptable if an alternative approach is professionally considered or preferred by the patient. The rationale for the decision & the action planned/taken can be recorded as a variance. The ICP is not a blanket ‘prescriptive’ tool, but a framework to support quality practice outcomes. Variances help inform future ‘best practice’ through outcomes from individual patient journeys. 

The ICP provides guidance on the different aspects of care required. This includes comfort measures, anticipatory prescribing of medicines & discontinuation of any inappropriate interventions or medications that are, at this stage, inappropriate in supporting ‘quality’ care for the individual patient. 

Starting to use the ICP
The front page provides instructions on how to sign goals & record variances. The signature log is a useful reference when following up a case, long after the event. You only need to record this once.

Criteria for use of the LCP

Diagnosing dying:

A multidisciplinary team approach to the diagnosis of dying avoids giving conflicting messages to the family/carer. All possible reversible causes for current condition should be considered. The team agrees that the patient appears to be dying. Two of the following may apply. The patient is:

· Bed bound

· Semi-comatose

· Only able to take sips of fluid

· No longer able to take tablets

For some patients these criteria may not be what inform the ‘team’ that the patient appears to by dying. The changes that trigger this belief are important to discuss as a team (with support from Specialist teams if appropriate) & recorded as a variance.

Agreed action planning of ‘who will provide what’ support needs to be detailed & agreed in partnership with the patient (where able) & family/carer. Remembering that a patient needs to be seen by their Doctor, at least, within 2 weeks of their death to prevent unnecessary distress to families/carers when the police or coroner are involved when the death was expected.

A small number of patients may improve & come off the pathway. Reassessment & appropriate care planning will need to be provided by the team. 

There are 3 sections to the ICP

1. Initial Assessment made on diagnosing dying

2. Ongoing Assessment

3. Care after Death

Section 1 - Initial Assessment (goals 1-11)

The assessment has specific goals:

Comfort Measures - Goals 1-3

Decisions need to be taken in recognition of the patient’s condition: Examples include:

· Stopping inappropriate interventions/medications.

· Anticipatory prescribing of PRN medication. 

· Discussing/recording resuscitation status.
Psychological/Insight - Goals 4-5

This section determines the patient/carer knowledge/insight into the patient’s conditional status. It highlights the need for provision of timely, sensitive & accurate information & monitoring changes in need.

Spiritual needs - Goal 6

A clear component of the ICP is to determine what is important to the patient & family/carer at this stage of life. Including support/coping mechanisms of both the patient (as able) & those of family/carer in relation to spiritual needs.

Completion of this goal must involve a conversation with the patient (where able) & the family/carer as these can change with time/situation. Assumptions of belief, wishes or desires at this point cannot be made.

Communication with family/other - Goals 7& 8

This section aims to ‘what & when’ appropriate communication/provision of sensitive information is to be provided to identified contacts.

Any previously provided contact details need to be revisited. Note: the primary contact & next of kin may be different people.

Communication with other professionals - Goal 9
Relates to when, how or who informs relevant others involved of any conditional change, the impending or actual death.

Summary of ‘agreed’ plan of care - Goals 10 & 11
This should be summarised with the patient (where able) &/or family/carer.

· Are they aware that an ICP has been commenced & verbal/written support information provided to explain the rationale/active role of the ICP?

· Do they understand that the patient appears to be dying & understand/agree that resuscitation would not be attempted?

· Do they know/agree with ‘who is providing support, how & where?

· Have they been provided with written guidance/contact in relation to ‘what to do (a) if medical or nursing advice support is needed in/out of hours? (b) when the patient dies in/out of hours?

It is important that the family & others are aware that the ICP has been commenced & their concerns are identified & documented & they have understood the plan of care. Completion of this goal must involve a conversation with the patient if appropriate & the family/carer. 

Section 2 -Ongoing assessment

These are specific goals that should be assessed regularly. The frequency of assessments depends on the location of the patient. 

These assessments relate to the management of:

1.
Symptom and Comfort Measures

· Pain

· Agitation

· Nausea and vomiting

· Respiratory tract secretions

· Dyspnoea

2. 
Treatment Procedures

· Mouth care

· Micturition

· Bowel care

· Medication delivery

In an in-patient setting, assessments would be made for a moment in time, (i.e. 4 hourly/or as appropriate/agreed. In a Community setting, assessments would be made at the time that an HCP visits. Family/Carers may wish to add to the assessments.

Other assessments relate to the management of:

1. Mobility/Pressure area care.

2. Psychological/Insight support

In an in-patient setting, assessments would be made for a moment in time, (i.e. 12 hourly/or as appropriate/agreed. In a Community setting, assessments would be made at the time that an HCP visits. Again, Family/Carers may wish to add to the assessments.

Guides - 

· There are prompts to support each goal/clarify aims. 

· For symptom control, guidelines are attached to the ICP.

Variance Reporting

The variance sheet enables documentation/communication of the rationale of variances of actions/decisions contrary to care delivery outlined in the ICP.

Variance is an important part of the ICP. It is a positive process providing information of the ‘individual’ patient journey.

Variance analysis can have a direct effect on educational initiatives & resource utilisation in order to achieve maximum impact in the provision of clinical care.

Each variance is recorded on the variance Sheet to include:

· Date and time

· What occurred and why

· Action taken

Multidisciplinary progress notes

This multidisciplinary progress sheet can be used to record any significant event/conversation that has not already been recorded on the LCP.


Eg: - a specific conversation with a named carer


      -  Information following a doctor’s round
Section 3 - Care after death – goals 12-18

Intended to guide the multi-disciplinary team (MDT) to support family/carers after death & ensure the relevant information/documentation has been provided. This can be a distressing time & so it is important to document & avoid repetition. Goals relate to:

· Verification after death

· Contact with GP practice/relevant others.

· Relevant Procedures/Policies

· Information given (both verbal and written) including ‘what happens next’ & provision of the DSS’s booklet ‘what to do after a death’.

Drug Charts

The drug chart for the community setting is incorporated within the ICP. Other charts/recordings include syringe driver & other drugs prescribed regularly, PRN medication & disposal of drugs, an administration record & record of controlled drugs stocks. 

The ICP contains a prescribing flow-chart guide for ‘typical’ symptoms that may arise during the dying process.

Contacts for further information

Jeanette Baptist – Clinical Governance and Audit, CCPCT, Tel 01270 275306

Barbara Beeston – Nurse Assessor, Tel 01270 275298
Linda Brooks (contact) – Newton Court NH, Tel 01606 835294
Liz Freeman – Sister, St Luke’s Hospice, Tel 01606 551246
Lynne Partington, Subgroup lead/Cheshire Hospices Education, Tel 01606 559292

Carolyn Penfold (contact) – St Catherine’s NH, Tel 01270 610881

Teresa Rushton – Practice Nurse, Tel 01270 610200

Andrea Shotton – Macmillan Nurse, CCPCT, Tel 01606 544155
Carole Wardle (contact) – Station House NH, Tel 01270 250843
