
Preferred Priorities for Care plan (PPC)

A guide for Care home staff

The Preferred Priorities for care (PPC) is one of the 3 end of life care tools recommended by the:

1. NICE guidance on supportive and palliative care for adults with cancer (March 2004)

2. Building on the Best : End of Life Initiative (July 2004)

Along with the ‘Liverpool Care Pathway & Gold Standards Framework’ the PPC aims to give greater choice to patients in where they live and die, decrease the number of  emergency admissions of patients wishing to die at home and decrease the number of older people transferred from a care home to hospital in the last week of life.

The Background of the PPC
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The Lancashire & South Cumbria Cancer Network decided to look at the figures for deaths within their locality and discovered that approximately 25% of people with a terminal illness died at home between 1996 & 1999 (ONS 2002) as opposed to 50% of patients who expressed a wish to die at home (Dunlop et al, 1998: Townsend et al, 1990) These statistics highlighted an enormous need to address this issue of choice and as a result the ‘preferred place of care ‘document was developed. This was reviewed in December 2007 along with the Mental Capacity Act and changed to Preferred Priorities for Care. The new title reflects the importance of discussing with individuals their priorities, preferences and wishes, understanding that place is only one of the possible priorities for people facing the end of life.  The PPC has been identified within the NHS End of Life care programme as an example of an advance care plan

What is the PPC in practical terms?

The PPC is intended to be a patient held record which will follow them through their pathway of care into the variety of differing health & social care settings. For example it should go with the patient being transferred from home to hospital. The document provides an opportunity to record & highlight

· Family profile and carers needs

· The patients thoughts about their care, their choices and preferences

· The services available in a locality and those being accessed by the patient

· Changes to care needs

By having access to this information it is hoped that communication will be enhanced and most importantly – the patient and carer will be in control of decisions made and feel they have choices.

Audit
The document is undoubtedly an effective audit tool as by capturing such detail it is envisaged that the PPC will provide data on whether patients wishes were fulfilled and if not – why? 

Consider a resident within your own workplace who had specified he/she wanted to remain within their care home for their final days. If that patient had died in hospital, what led to this situation? Had the resident changed their mind? Had an on-call GP admitted them to hospital? 

By identifying this information it may in turn highlight specific needs to be addressed within your organisation or with other providers of care.

Initiating the PPC 

It is appreciated that it can be a difficult, sensitive time when discussing end of life care issues with residents and family members. It is therefore recommended that the healthcare professional with the greatest input and who best knows the resident, should be the person to initiate it. It is important to promote the use of PPC at the earliest opportunity in order to allow for planning to occur. The PPC can be started in the community, a hospital, care home or hospice. The crucial thing is that the person initiating it has the necessary communication skills  

and knowledge to do so. Helpful prompts may be to ask –

In relation to your illness, what has been happening to you?

Have you had any particular thoughts about your care?

What would you like or not like to happen?
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What residents are appropriate for the PPC?

Generally any person, with or without a life limiting illness may complete a PPC. If the individual is in the advanced or terminal stage of their illness or have input from the specialist palliative care team, they may want to make specific statements about their wishes as they approach the end of their lives. Remember – the care plan is not only for cancer patients, it can be used to document the wishes of any person with a life limiting illness such as residents with motor neurone disease, multiple sclerosis and advanced renal & heart failure.

What if the resident/patient changes their mind?
The PPC allows for changes at every stage. If a resident initially expressed a wish to be cared for in hospital in their last few days but then decided they now wanted to remain in their care home, this change would be documented to ensure the most up to date information is used. As humans we often change our thoughts and opinions about things and it is important to emphasise to your residents/patients that they too can change their mind whenever they want
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Useful Links       

www.cancerlancashire.org.uk     

www.dyingwell.org.uk
www.endoflifecare.nhs.uk         










