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Foreword 

 

Fifty-eight percent of all deaths in England occur in the hospital sector (NAO 2008). It is, therefore, 

important for trust boards, managers and clinicians to recognise that it is a core responsibility of hospitals 

to provide a dignified death for patients and appropriate support to their relatives or carers. The National 

Care of the Dying Audit – Hospitals (NCDAH) Round 3 has been listed in the DH 2011 – 2012 Quality 

Accounts list of recommended national audits to participate in, and is the only national audit listed under 

‘End of life Care’. 

 

“How we care for dying patients is an indicator of the patient quality experience across our 

organisations.  Good quality care should be safe, effective, patient centred, timely, efficient and 

measurable. The recommendations and performance indicators outlined in this third round of the 

National  Care of The Dying Audit – Hospitals (NCDAH) continues to provide healthcare workers, chief 

executives and commissioners with a clear direction of travel. 

 

 Appropriate and timely information regarding the quality of care will assist to improve services and 

make it easier to share best practice so that organisations remain productive by continually learning and 

innovating.” 

 
Kevin Stewart 

Clinical Director, Clinical Effectiveness and Evaluation Unit, Royal College of Physicians, London 

NCDAH Working Group / National LCP Reference Group UK Member  

 

“Putting patients and families first requires a focus on dignity and respect, none more so than in care of 

the dying.  To truly achieve value, care needs to be designed and delivered around patient needs, 

informed by clinical audit data. The National Care of the Dying Audit – Hospitals (NCDAH) Round 3 is an 

excellent model of continuous quality improvement in support of this agenda". 

 

Thomas Hughes-Hallett 

Chief Executive of Marie Curie Cancer Care 

Chair, End of Life Care Implementation Advisory Board 

 
“The challenges for end of life care have not diminished, nor have the importance of what we are trying 

to achieve but there is still a long way to go. This National Care of the Dying Audit - Hospitals (NCDAH) 

which now includes 83% of Acute Hospital Trusts in England, and is included in the Quality Accounts,  

continues to drive up quality to ensure that a good death is the norm and not the exception in our 

society. All those that have contributed to the audit are to be congratulated for their efforts in 

improving care of the dying.” 

 
Professor Sir Mike Richards 

National Clinical Director for Cancer and End of Life Care 

National LCP Reference Group UK Member  

 

“Everyone will die and, in the United Kingdom, most of us will die in hospital. The great value of a 

national audit of care of those dying in hospital is to call attention to this time in our lives and to help 

hospitals to be more attentive to the needs of their dying patients.” 

 

Professor David Albert Jones 

Director of the Anscombe Bioethics Centre, Oxford 

National LCP Reference Group UK Member  
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EXECUTIVE SUMMARY 

 

Background Fifty-eight percent of all deaths in England occur in the hospital sector (NAO, 2008). It is, 

therefore, important for Trust boards, managers and clinicians to recognise that it is a core responsibility 

of hospitals to ensure a dignified death for patients and to provide appropriate support to their relatives 

or carers. Government Policy in recent years has reinforced the need to prioritise the delivery of high 

quality care at the end of life (DH 2006, 2008, 2009). As the previous Clinical Director of the Clinical 

Effectiveness and Evaluation Unit, Royal College of Physicians, Dr Jonathan Potter commented “The 

majority of people who die, die in hospital. It is essential to ensure this aspect of hospital care is of the 

highest standard. The second round of the National Audit of Care of the Dying demonstrates that, where 

the Liverpool Care Pathway for the Dying Patient (LCP) is used, people are receiving high quality clinical 

care in the last hours and days of life.” (NCDAH 2009) 

 

The Liverpool Care Pathway for the Dying Patient (LCP) has been recommended for use as a model of best 

practice in the last hours or days of life in National policy (DH 2006, 2008) and more recently in the End of 

Life Care Strategy: Quality Markers and Measures for End of Life Care (2009).  The NCDAH Round 2 was 

carried out in 2008/2009, based on the standards of care within the LCP. The results provided a picture of 

care of the dying in our acute hospitals in England for the 3893 patients from 155 acute hospitals that 

were included in the audit (MCPCIL, 2009). The NCDAH Round 3 has been listed in the DH 2011 – 2012 

Quality Accounts list of recommended national audits, and is the only national audit listed under ‘End of 

life Care’. 

 

Building on round 1 and 2, the results from this third round of the audit will provide a national snapshot of 

performance against the goals of care on the LCP generic version 12 (or ‘matched alternative’) against 

which individual hospital performance is benchmarked. Data driven Key Performance Indicators (KPI) for 

the delivery of care to dying patients during the last hours or days of their lives have also been developed 

to promote the appropriate prioritisation of this area of care within Acute Hospital Trusts.  

 

Methods A retrospective audit design was used to gather data on the provision of care (organisational 

element) within each Hospital Trust. In addition, clinical data from a minimum of 30 consecutive deaths in 

each of the individual participating hospitals between 1
st

 April and 30
th

 June 2011 was collected 

prospectively.  An electronic data collection tool was developed to enable easy data input and to enhance 

the quality of the data submitted. The National LCP Reference Group UK has provided advice and support 

throughout the project. In round 3, data from the goals of care were analysed in two ways: compliance 

with the documentation, to illustrate the proportion of times that information was documented at the 

point of delivery of care; performance (proportion of achieved and variance recorded) for each goal where 

data were documented.   

 

Sample 131 Hospital Trusts provided data for the organisational element, and 178 individual hospitals 

(from 127 Trusts) submitted a total of 7058 patient data sets for the Clinical element. (see Appendix 1) 

 

 

Reports Each participating hospital has received a full individual report detailing their performance against 

that of the whole sample.  A Report of the generic results (for the sample as a whole) is also available to 

download.  Please go to www.mcpcil.org.uk for information regarding how to access these reports. 
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KEY FINDINGS 

 

PART A – ORGANISATIONAL LEVEL KEY FINDINGS 

It is encouraging to see a 13% increase in trust participation between NCDAH Round 2 and Round 3, with 

131 Hospital Trusts submitting data into the organisational element of the audit this time. Within 

participating Trusts, it appears that the use of the LCP is relatively well spread throughout each individual 

trust, with almost all wards (90%) having the LCP in use to some extent, and on average Hospital Trusts 

have been using the LCP for 5 years. Further spread of the LCP within Trusts is evident in the proportion of 

all patients whose care was supported by LCP national core document or ‘matched alternative’. This has 

increased since NCDAH round 2 (R2 21%; R3 31%) which suggests that the LCP is becoming more 

embedded in practice within each participating Hospital Trust. Although data were collected per Hospital 

Trust in this audit (and not per hospital as in Round 2), we can see an increase between Round 2 and 

Round 3 in the amount of education and training offered in care of the dying for Medical staff (R2: 74%; 

R3: 90%). Two thirds (67%) of all Hospital Trusts produce routine action plans to improve care of the dying 

in their organisation, to support continuous quality improvement. 

 

 

PART B: - PATIENT LEVEL KEY FINDINGS – CLINICAL DATA 

Trust participation in the clinical element has also increased by 13% between NCDAH Round 2 and Round 

3, with 178 hospitals (from 127 Trusts) submitting a total of 7058 individual patient data sets this time. 

Results show that senior healthcare professional endorsement of the LCP was more likely to occur where 

this element of practice had a clear process and space to document on the LCP paperwork, as is the case 

on LCP generic version 12. In terms of patient outcomes, for the ongoing assessment of the patient where 

assessments were recorded in the last 24 hours, the majority of patients were documented as 

comfortable for those goals relating to symptom control. When looking at current interventions, for those 

patients receiving it, clinically assisted (artificial) hydration was more likely to be continued after the 

multidisciplinary/multiprofessional team discussion than clinically assisted (artificial) nutrition, with 

around a sixth (16%) of patients still receiving clinically assisted (artificial) hydration after the initial 

assessment. 

 

There is wide variation in hospital performance (coded achieved) for goals relating to conversations with 

the patient regarding awareness of dying, and addressing cultural, spiritual or religious needs at this time. 

This indicates practice across different hospitals may be very different, which should be a point of 

discussion when interpreting these results. The documentation of the multidisciplinary/multiprofessional 

team 3 day review also has one of the widest examples of hospital variation. It is encouraging however, 

that some hospitals are achieving this on 100% of occasions, which could highlight an opportunity for 

lower performing hospitals to learn from other services. 

 

Compliance with regards to document completion should be addressed by all hospitals, although 

compliance in some areas is relatively high, certain other areas are a specific point for comment. For 

example, communication with the Primary Healthcare Team/GP and appropriate services across the 

organisation both prior to and after  the death of the patient have the highest recordings of missing data, 

as do goals of care relating to significant conversations with the patient and relatives or carers. Low 

compliance may indicate a lack of confidence in certain areas of care delivery, and could point towards 

further education and training needs. 
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Key Performance Indicators (KPI’s) 

These KPIs are data driven metrics that have been developed to illustrate performance of participating  

Hospital Trusts (Organisational KPI’s) and hospitals (Clinical KPI’s) against specific ‘themes’ of care 

provision and delivery, with which individual hospitals can gauge their relative performance. Appendix 2 

provides more information on how these KPIs were constructed. They can be usefully included on the 

‘corporate performance dashboard’ used in many Trusts to promote continuous quality improvement.   

 

The spread of the performance of hospitals nationally for the KPIs has been divided into three; Red, 

Amber and Green (RAG) coded sections based on the Inter Quartile Range: 

• ‘Red’ Box represents the spread of performance for the bottom 25% of hospitals  

• ‘Amber’ Box represents the spread of performance for the middle 50% of hospitals 

• ‘Green’ Box represents the spread of performance for the top 25% of hospitals  

 

These KPI’s have been developed to provide Hospital Trusts with an indication of how their individual 

performance compares with that of the whole sample (Trust level for the Organisational KPI’s and 

individual hospital level for the Clinical KPI’s). Whilst an absolute target of 100% would always be 

recommended as a point to aim and strive for, these KPI’s have been constructed to illustrate the spread 

of performance across participating Hospital Trusts, and can provide a valuable yardstick against which to 

measure improvement into the future. 

 

Further work is planned to develop patient related outcome measures (PROM’s) (DH 2011) from the 

collection of the national audit dataset.  

 

Organisational Key Performance Indicators (KPI’s) 

131 NHS Trusts took part in the organisational element of the NCDAH Round 3, and these KPI’s contain 

information derived from responses given against specific elements of care provision for each trust. 

 

Clinical Key Performance Indicators (KPI’s) 

It is important to remember that some hospitals within the sample submitted a relatively small number of 

patient data sets to the audit.  For this reason, the KPI’s only include those 121 hospitals that submitted at 

least a minimum of 30 patient cases into the clinical section of the NCDAH Round 3.  
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Key Performance Indicators (KPI) 

 

 

 

 

 

* Reduced by 1 hospital as all goals excluded 

 

NCDAH ROUND 3 - KEY PERFORMANCE INDICATORS (KPI) 

  National Round 3 

(n=131  Hospital 

Trusts) 

Your Site 

KPI 1: Access to Information relating to death and 

dying: to support care in the last hours or days of life 

 

 

Median 71% 

IQR (57% - 71%) 
71% 

KPI 2: Access to specialist support (Specialist Palliative 

Care Services, LCP Facilitator)  for care in the last 

hours or days of life 

 

 

Median 63% 

IQR (50% - 75%) 
25% 

KPI 3: Care of the Dying: Continuing Education, 

Training and Audit 

 

 

Median 67% 

IQR (50% - 83%) 
50% 
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KPI 4: Care of the dying: Clinical provision/protocols 

promoting patient privacy, dignity and respect, up to 

and including after the death of the patient  

 

 

Median 78% 

IQR (67% - 89%) 
67% 

 National Round 3 

(n=121 Hospitals) 

Your Site 

(n=30) 

KPI 5: Anticipatory prescribing for the 5 key symptoms 

that may develop in the last hours or days of life (Pain, 

Agitation, Respiratory Tract Secretions (RTS), Nausea 

and Vomiting, Dyspnoea)  

 

Median 83% 

IQR (73% - 92%) 
83% 

KPI 6: Communication with the relatives or carers 

regarding the plan of care (LCP), to promote 

understanding 

 

 

Median 71% 

IQR (65% - 80%) 
77% 

KPI 7: Ongoing, Routine Assessment of the patient, 

relatives or carers  

 

Median 76% 

IQR (69% - 84%) 

N=120* 

54% 
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KPI 8: Compliance with completion of the LCP  (or 

matched alternative) 

 

 

Median 67% 

IQR (59% - 76%) 
61% 
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Recommendations 

 

 

 

 NCDAH ROUND 3 - RECOMMENDATIONS 

 FOR CONTINUOUS QUALITY IMPROVEMENT FOR CARE OF THE DYING IN HOSPITALS  

 

1.  Education and training in care of the dying should be mandatory for all staff caring for dying 

patients and their families. 

 

2.  Hospital specialist palliative care teams should operate a seven day 9am to 5pm face to face 

service to support healthcare professionals caring for dying patients. 

 

3.  Hospitals should have an LCP facilitator to support education and training, support care of the 

dying and to increase compliance with completion of documentation. 

 

4.  The decision that a patient is dying and in the last hours or days of life should be made by the 

multidisciplinary/multiprofessional team and documented by the senior doctor who is ultimately 

responsible for the patient’s care. 

 

5.  The decision that a patient is dying and in the last hours or days of life should always be 

discussed with the patient where possible and deemed appropriate but always with the relatives 

or carers and appropriate written information should be available to support significant 

conversations at this time. 

 

6.  The patient’s condition should be reassessed regularly and formally documented four hourly. A 

full multidisciplinary/multiprofessional team review should be undertaken every 72hours or 

earlier as appropriate. 

 

7.  All Hospital Trusts should have a best practice model of care in place for patients in the last hours 

or days of life, including up to and after the death of the patient, such as the LCP generic version 

12 (DH 2009). 

 

8.  Attention should be given to the three key areas of greatest variation between hospitals in the 

National Audit 

A:  The provision of written information to support conversations (Initial Assessment 

Goals 9.2a and 9.3) 

B:  The provision of written information to support bereaved relatives (Care after Death 

Goal 11b) 

C:  Communication with GP/Primary Healthcare Team (Initial Assessment Goal 9.4 and 

Care after Death Goal 12.1) 

 

9.  Attention should be given to the three key areas of poor completion of documentation in the 

National Audit 

A:  Senior Healthcare Endorsement 

B:   Giving and Receiving of Information (Initial Assessment Goal 1.5 and Care after Death 

Goal 11 and 11a)           

C:    Communication with GP/Primary Healthcare Team (Initial Assessment Goal 9.4 and 

Care after Death Goal 12.1) 

 

10.  Care of the dying should be included within the Hospital Trust audit programme including 

participation in the National Care of the Dying Audit Hospitals (NCDAH) every 2 years. 
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INTRODUCTION  

 

Background 

 

National Context/Policy 

The National End of Life Care Strategy (DH, 2008) was published in the summer of 2008 to promote the 

delivery of high quality care to patients at the end of their lives and also to their relatives and carers, 

including care of the dying. Supported by the Department of Health National End of Life Care Programme 

(http://www.endoflifecareforadults.nhs.uk/eolc/) the strategy reinforced the importance of three end of 

life care tools, which had previously been promoted by the National Institute for Health and Clinical 

Excellence (NICE, 2004) and the Department of Health (DH, 2006).  These tools were felt to provide 

important mechanisms to underpin care in three specific areas: 

• choice around the place of care at the end of life (Preferred Priorities for Care, 

(http://www.endoflifecareforadults.nhs.uk/eolc/CS310.htm);   

• co-ordination of care in the last 12 months of life (Gold Standards Framework 

http://www.goldstandardsframework.nhs.uk/)  

• care in the last hours or days of life (Liverpool Care Pathway for the Dying Patient (LCP) 

www.mcpcil.org.uk). The End of Life Care Strategy: Quality Markers and Measures for End of Life 

Care suggests that the implementation of the LCP could provide important indicators of quality 

for patients in the last hours or days of their lives (DH, 2009). 

 

Whilst one of the main issues in this area is to enable patients to die in their place of choice, it remains a 

fact that fifty-eight percent of all deaths in England will occur in the hospital sector (NAO, 2008). ‘Spotlight 

on Complaints’ (The Healthcare Commission, 2007) highlighted that many of the complaints surrounding 

care of the dying and their families (particularly in Acute Trusts) are related not only to the actual care 

provided but also to the relationships between healthcare staff and family members following a patient’s 

death. In many cases contradictory or confusing information was a contributory factor and the use of 

ambiguous language or complex clinical terminology had led to misunderstandings.  In other cases family 

members complained that they had felt unprepared for the patient’s death.  Sometimes complaints 

stemmed from a lack of robust record keeping which family members had interpreted as a lack of 

monitoring of the patient or a failure to provide good care, and the Care Quality Commission continues to 

recommend regular audit of record keeping systems.  It is, therefore, important for Hospital Trust boards, 

managers and clinicians to recognise that it is a core responsibility of hospitals to ensure a dignified death 

for patients and to provide appropriate support to their relatives or carers.   
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Integrated Care Pathways (ICPs) 

Integrated Care Pathways (ICPs) have been designed as multidisciplinary care plans which detail essential 

steps in the care of patients with a specific clinical issue. They encourage mutual decision making and 

organisation of care processes, and facilitate the translation of national guidelines into local protocols in 

order to assist their application into clinical practice (Campbell et al 1998). ICP’s can support the delivery 

of equitable care for all patients, by ensuring that best practice is promoted, and care is guided by a 

framework based on the latest best evidence available. 

 

Integrated Care Pathways (ICPs) have 5 defining characteristics: (Vanhaecht et al 2007) 

1. An explicit statement of goals / key elements of care based on evidence, best practice 

2. The facilitation of communication among team members & with patient’s & families 

3. The coordination of the care process by coordinating the roles & sequencing the activities of the 

multidisciplinary/multiprofessional team, patients & relatives or carers 

4. The documentation, monitoring & evaluation of variances & outcomes 

5. The identification of appropriate resources 

 

ICP’s facilitate a means by which to systematically collect clinical data for audit purposes, with the overall 

aim of promoting change in practice. Dr Kris Vanhaecht (2007) highlights this important step, by explaining 

that an ICP is ‘a complex intervention which has to be developed and continuously followed up by a team 

including clinicians, healthcare managers and patients’. Reflection on practice, by utilising data obtained 

from documented outcomes of care on completed ICP’s, is crucial to improving practice. It can provide a 

‘picture’ of care delivery for a cohort of patients, in order to identify areas for improvement, allocation of 

resources, or further education and training. 

 

Compliance with documentation 

Integral to this process of continuous quality improvement is the assessment of the level of compliance 

with record keeping on the ICP (Campbell et al 1998). Good record keeping is essential in all aspects of 

healthcare, and it has been noted that absent or poor record keeping can hinder the defence of health 

care cases that are brought to court (Gray 2008), as well as impede important information about patients 

from being available when it is most needed, at the point of care delivery. Guidance on the importance of 

improved record keeping within the NHS has been published, stating the variability of medical record 

keeping across the UK, and the value of having a standardised approach to documentation (2008; RCP 

2011). ICP’s can offer a mechanism by which to standardise documentation, and it has been cited that, 

when it comes to legal implications of record keeping ‘practitioners were better protected if they could 

show that their decision-making was based on care pathways or guidelines, since this would indicate that 
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care had been provided in a controlled environment that supported reflective clinical practice’ (Tingle 

1997). 

 

The Liverpool Care Pathway for the Dying Patient (LCP) 

The Liverpool Care Pathway for the Dying Patient (LCP) is an integrated care pathway. It is a multi-

professional document that provides an evidence-based framework of care for patients in the last hours 

or days of life, designed to transfer the hospice model of care into generic healthcare settings. The LCP is a 

clinical guideline that promotes good record keeping, and provides measurable outcomes of care 

(Ellershaw et al 2001, Ellershaw & Murphy 2005, Ellershaw & Ward 2003, Ellershaw & Wilkinson 2011, DH 

2009). It is structured into three discrete sections: the Initial Assessment, Ongoing Assessment, and Care 

after Death. The focus of the LCP is to ensure that the care delivered (both to patients and to relatives or 

carers) is optimum and clinical decisions are made ‘in the best interest of the patient’ in light of the 

changing condition of the patient in the last hours or days of life. The current national document, LCP 

generic version 12, is the result of the culmination of an extensive 2 year consultation exercise, as well as 

the latest ‘best evidence’ for the care of patients in the last hours or days of life. The LCP generic version 

12 (Ellershaw & Wilkinson 2011) incorporates: 

 

1 Aim: To improve care of the dying in the last hours or days of life 

 

2 Key Themes: 

1. To improve the knowledge related to the process of dying 

2. To improve the quality of care in the last hours or days of life 

 

3 Key Sections: 

Section 1: The Initial Assessment: This section is completed on commencement of the LCP and is primarily 

concerned with ensuring that everything is in place so that the care delivered (both to patients and to 

relatives or carers) is optimum. It emphasises a holistic approach to patient care focussing on comfort 

measures in terms of symptom control, psychosocial and spiritual/religious issues. It is also concerned 

with ensuring that appropriate and timely communication takes place with patients wherever possible and 

deemed appropriate, but always with the relatives or carers and other healthcare professionals. 

 

Section 2: The Ongoing Assessment: This section documents the patient’s condition and level of physical 

and emotional comfort as assessed by healthcare professionals at a minimum of 4 hourly intervals in an in 

patient unit, and prompts the reassessment of the plan of care by the multidisciplinary/multiprofessional 

team at least every 3 days or earlier as required. It also provides information regarding the continued well-

being of relatives or carers in this phase. 
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Section 3: The Care after Death: This section documents the care and procedures to be followed after the 

death of a patient, including following appropriate procedures for the care of the patient’s body to be 

treated with dignity & respect, giving information and support to bereaved relatives or carers in the period 

immediately following the death and sharing information with appropriate healthcare professionals. 

 

LCP Generic version 12 

Diagnosing Dying: The algorithm at the front of the LCP supports the multidisciplinary/multiprofessional 

team in this decision making process, by highlighting important questions and considerations at this 

crucial time. Potential reversible causes should be discussed and considered, along with the need for 

Specialist Palliative Care advice or second opinion. This is an essential part of diagnosing dying, but 

however, recognition must be given to the fact that this is a complex process irrespective of previous 

diagnosis or history, and no one healthcare professional should make this decision in isolation. Any 

decision should be discussed with the patient where possible and deemed appropriate and always with 

the relatives or carers. 

 

Multidisciplinary/multiprofessional team driven care delivery and regular reassessment: Changes in care 

at this complex, uncertain time are made in the best interest of the patient and relatives or carers, and 

need to be reviewed regularly ( by the multidisciplinary/multiprofessional team.  LCP generic version 12 

has regular goals and supportive prompts designed to promote the agreement, and close working of all 

members of the multidisciplinary/multiprofessional team responsible for the care of the patient at this 

moment in time.  

 

Documentation/Audit Guidelines: The LCP is a useful template for documentation, as well as a guide to 

the delivery of care for dying patients. The LCP complements the skill and expertise of the practitioner 

using it, and aids record keeping ensuring there is an appropriate documentation of the patient’s 

condition at this time. As the LCP is an ICP, as well as being a template for documentation it also lends 

itself as an audit tool, and allows the easy extraction of data for audit purposes. The ‘outcome’ based 

goals of care allow data to be brought together, and aggregated across different organisations, to provide 

a ‘national benchmark’ against the standards of care on the LCP.  
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National Care of the Dying Audit Hospitals (NCDAH) 

Gaining robust, objective data on which to base plans for improvement remains a challenge in palliative 

care where many examples exist to illustrate the difficulties of successfully implementing robust research 

methods such as randomized controlled trials (Rinck et al, 1997), Jordhoy et al, 1999, Goodwin et al, 2002, 

Westcombe et al, 2003). Conducting this type of research into patient related outcomes in the last hours 

or days of life represents an even greater challenge. One way of evaluating the level of care provided for 

patients in the last hours or days of life in Acute Hospital Trusts across the country is to engage in a 

national audit programme, against which future provision of care can be measured. This process allows 

both the clinical teams and the executive Trust Board, to engage in critical reflection on current clinical 

practice regarding care of the dying, by measuring themselves against a ‘national benchmark’ of the 

documentation of care in the last hours or days of life, after all ‘we can only be sure to improve what we 

can actually measure’ (DH, 2008).  

 

The Marie Curie Palliative Care Institute Liverpool (MCPCIL), in collaboration with the Royal College of 

Physicians (RCP) and supported by the Department of Health End of Life Care Programme (DH, 2008) and 

Marie Curie Cancer Care, have undertaken 2 rounds of the National Care of the Dying Audit Hospitals 

(NCDAH); NCDAH Round 1 published in 2007 (MCPCIL, 2007) and NCDAH Round 2 published in 2009 

(MCPCIL, 2009). The primary aims of both rounds of the NCDAH were to enable participating hospitals to 

identify the quality of their care for dying patients and to allow them to compare their performance with 

other participating hospitals and action plan for future care delivery. This process supports a Continuous 

Quality Improvement programme (CQI) in care of the dying within individual hospitals. The full generic 

reports for both previous rounds of the NCDAH can be found on the MCPCIL website (www.mcpcil.org.uk).  

 

The Department of Health (DH) ‘Quality markers’ for end of life care (DH, 2009) have included the 

submission of data into local and national audits of care of the dying as one of the top 10 markers of 

quality for organisations caring for dying patients. The NCDAH Round 3 has been included in the DH 2011 

– 2012 Quality Accounts list of recommended national audits, and is the only national audit listed under 

‘End of life Care’. Participation in NCDAH Round 3 will give Trusts the opportunity to report back nationally 

relevant data regarding the provision for care (organisational audit), and delivery of care (clinical audit), 

for patients in the last hours or days of life, to their Trust Board, enabling them to position themselves 

against the ‘National Benchmark’. This supports hospitals to spotlight areas for improvement, but also, to 

celebrate success.  
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Aim 

 

Building on the success of the NCDAH Round 1 and Round 2, the continuing aim of the NCDAH Round 3, is 

to improve the standards of care for all patients who are expected to die, and who die in acute hospitals in 

England whilst supported by the LCP (or matched alternative), specifically by enabling hospitals to: 

1. Identify the quality of care for dying patients as documented on the LCP (or matched alternative) 

2. Benchmark their performance with other hospitals across England  

3. To create Key Performance Indicators (KPI) to drive up the quality of care for the dying that can be 

reflected within the Hospital/Trust corporate performance dashboard 

4. Promote the Continuous Quality Improvement of care of the dying 

 

Specific to Round 3 

A key development in the aim for NCDAH Round 3 is to enable all Acute Hospital Trusts to participate in 

the organisational audit of provision for care in the last hours or days of life. These organisational aspects 

of provision of care are linked very closely to the End of Life Care Strategy Quality Markers document (DH, 

2009) and the CQC outcome 4K from the Essential Standards of Quality and Safety document (CQC, 2009).  

 

In Round 2 a specific focus was taken on the prescription and administration of medication for agitation 

and restlessness in the last 24 hours of patients’ lives.  A paper has now been published illustrating the 

findings of this element of the audit (Gambles et al, 2011).  The focus for Round 3 is on the provision of 

education and training regarding specific training related to use of the LCP.     

 

Administration of the Audit 

The audit was coordinated and carried out by the Marie Curie Palliative Care Institute Liverpool (MCPCIL) 

in collaboration with the Royal College of Physicians (RCP) London, which has a wealth of experience in 

undertaking national audits. (eg Wilson et al, 2008), supported by Marie Curie Cancer Care and the 

National End of Life Care Programme at the Department of Health.  A standardised approach to collection 

of data was employed within each participating hospital, which was overseen by a designated lead 

clinician and auditor. Contacts within those hospitals that participated in NCDAH Round 2, appropriate 

contacts held by the LCP Central Team and representatives of the Palliative Care Teams, and Chief 

Executives within each acute hospital in England were contacted directly with publicity material informing 

them of the details of the proposed NCDAH Round 3. (Appendix 1 provides a list of all participating 

hospitals). The LCP Reference Group UK (Appendix 3) and a Working Group made up of clinical and 

research colleagues from MCPCIL and audit colleagues from the RCP guided the project and oversaw the 

preparation, governance, analysis and reporting phases.  
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Availability of this report in the public domain 

• Chief Executives, Clinical Governance Leads and Lead Clinicians/Auditors within participating hospitals 

will have access to their individual hospital reports detailing their performance against the generic 

performance of all hospitals. 

• The Generic Report, (including the list of participating hospitals) that illustrates the aggregate 

performance for all patients in the sample (7058 data sets), and the Generic Key Findings and 

Recommendations Report will be made more widely available in the public domain as separate 

publications (see Appendix 4 – Reporting Schedule). 

• It is intended that articles based on the generic findings will be published in national and international 

journals and that presentations to national and international conferences will be undertaken.   

 

Inclusion Criteria for the audit 

Organisational Audit 

All Acute Hospital Trusts, where adult patients are expected to die. 

 

Clinical Audit 

Adult patients (>/= 18 years of age at time of death) whose care in the last hours or days of life was 

supported by the LCP generic version 12 (or ‘matched alternative’) were eligible for inclusion.  As part of 

the registration process for the audit, hospitals were asked to submit an electronic copy of their current 

document, which was then ‘matched’ against the LCP generic version 12 by the Evaluations Unit at the 

MCPCIL, to establish the level of compliance with the goals of care on the national document.  Where 

goals had been modified so that they no longer meant the same as the corresponding goal on the LCP and 

/or where goals of care on LCP Version 12 could not be located on the submitted document, they were 

excluded from data entry on the electronic data submission tool for the audit.  Each auditor was notified 

of the goals of care that could not be collated due to compatibility challenges, and invited to review their 

desire to participate. 

 

Sample Size 

After consultation with the clinical effectiveness group of the Royal College of Physicians and the 

statistician involved in various national audits programmes, for example, The National Sentinel Stroke 

Audit; National audit of falls and bone health in older people; The National Audit of the Management of 

Familial Hypercholesterolaemia; Chronic obstructive pulmonary disease audit (RCP, 

www.rcplondon.ac.uk), it was determined that a sample size of a minimum of 30 LCPs from each hospital 

would enable meaningful feedback on individual hospital performance against the aggregate performance 

of all patients in the sample. The proposed sample size represents an approach to accommodate statistical 

rigor within the practicalities of data collection in this challenging area.  



County Durham and Darlington NHS Foundation Trust 

Darlington Memorial Hospital 

© Marie Curie Palliative Care Institute Liverpool (MCPCIL) 

 
17 

 

Submitting fewer patient data sets than the minimum sample may not adequately reflect the care 

provided by an organisation and where this occurs organisations will be advised to interpret their results 

with caution.  However, as the number of deaths supported by the LCP (or matched alternative) will vary 

in individual hospitals, submissions of fewer than 30 patient data sets will be permitted for entry into the 

audit. 

 

 

Project Methodology 

 

Design 

Organisational Audit 

A one off proforma was devised, to gather contextual data regarding provision for end of life care in each 

Hospital Trust, to aid interpretation of the results.  In Round 2, such information was gathered per 

hospital, whereas in Round 3 it was sought per Trust.  This has implications for the potential for 

comparison between rounds, but wherever appropriate and relevant, some general comparisons will be 

made. 

 

Clinical Audit 

A prospective audit design was used to gather data from a minimum of 30 patients whose care was 

supported by the LCP generic version 12 (or ‘matched’ alternative) in each of the participating hospitals 

between 1
st

 April and 30
th

 June 2011.  

 

Data Collection 

An electronic data submission tool was developed to aid standardised data collection and to improve the 

quality of data submitted. Data for the organisational and clinical elements of the audit were collected via 

a secure website (https://audit.rcplondon.ac.uk/NCD). As no patient identifiable information was 

collected in this audit, individual patient consent was not required.  Auditors were specifically reminded 

not to input any information in the free text comments boxes that could identify an individual patient, 

healthcare professional, or organisation. 
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Data Collection Tools 

Organisational Data:  

The organisational audit data was collected at Trust level.  The electronic data submission tool was used to 

gather pertinent data from participating Hospital Trusts including information regarding the size, scope 

and environment in which care was provided to dying patients.   Questions on the organisational proforma 

were developed to reflect the DH Quality Markers document, and the CQC Essential Standards of Quality 

and Safety (DH 2009, CQC 2010).  

 

Clinical Audit:  

The LCP was developed to incorporate the most salient elements of care in the last hours or days of life for 

patients and their relatives or carers (Ellershaw & Wilkinson, 2011). As such, the structure and content of 

the LCP means that the document functions as a template to guide the delivery of care, as a clinical record 

of the care delivered and as a tool with which to audit that care.  Thus, evaluation of each of the goals on 

the LCP enables a picture of care delivered within each hospital and, subsequently, the hospital sector as a 

whole to emerge.  

 

Procedure 

A set of explanatory notes was devised to assist auditors in the completion of the organisational audit and 

the clinical audit, and a helpline was made available during the data coding period to answer any queries. 

Participating hospitals prospectively submitted data from a minimum of 30 patients whose care was 

supported by the LCP generic version 12 (or ‘matched’ alternative) within their hospital between 1
st

 April 

and 30
th

 June 2011. Participating hospitals were requested to complete the submission of both their 

organisational and clinical data by the end of July 2011. 
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Analysis 

 

Key Performance Indicators (KPI) 

A series of key performance indicators have been further developed in this third round of the audit to 

provide an ‘at a glance’ picture of relative performance on some of the key elements in the delivery of 

care to dying patients and their relatives or carers.  Appendix 3 illustrates how each KPI was constructed. 

The ‘red’ ‘amber’ and ‘green’ levels were constructed to reflect the inter-quartile range for each Hospital 

Trust (organisational) score or individual hospital (clinical) score for each KPI.  

 

Organisational KPI’s 

• KPI 1:  Access to Information relating to death and dying: to support care in the last hours or   

                   days of life 

• KPI 2: Access to specialist support (Specialist Palliative Care Services, LCP Facilitator) for care  

                                 in the last hours or days of life 

• KPI 3: Care of the Dying: Continuing Education, Training and Audit 

• KPI 4: Care of the dying: Clinical provision/protocols promoting patient privacy, dignity and 

                                 respect, up to and including after the death of the patient 

 

Clinical KPI’s 

• KPI 5:  Anticipatory prescribing for the 5 key symptoms that may develop in the last hours or days of  

                    life (Pain, Agitation, Respiratory Tract Secretions (RTS), Nausea and Vomiting, Dyspnoea)            

•  KPI 6: Communication with the relatives and carers regarding the plan of care (LCP), to promote   

                   understanding 

• KPI 7: Ongoing, Routine Assessment of the patient, relatives or carers 

• KPI 8: Compliance with completion of the LCP  (or matched alternative) 

 

Organisational Data 

Data were analysed using descriptive statistics and are summarised in tabular format to provide useful 

contextual data with which to interpret the findings. 

 

Patient Level Data 

Demographic Data 

Data were analysed using descriptive statistics.  Median age, number of hours supported by LCP, % 

male/female and % occurrence of different diagnoses were calculated for the whole sample and for each 

individual hospital.  
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LCP Goals 

In round 3, data from the goals of care were analysed in two ways: compliance with the documentation, to 

illustrate the proportion of times that information was documented at the point of delivery of care; 

performance (proportion of achieved and variance recorded) for each goal where data were documented.  

The percentage ‘achieved’ (goal met), ‘variance’ (goal not met), was calculated for each of the goals on the 

LCP where data were available and for each individual hospital (see appendix 5: Glossary for definitions). 

The level of compliance with the documentation (% of ‘data documented and % of ‘data not documented’) 

was calculated for each goal on the LCP, and for each individual hospital. A snapshot of the last 24 hours of 

the patient’s life formed the basis for the analysis of Ongoing Care delivered.  These data are represented 

in tabular format. 

 

Where a goal could not be included in the audit analysis because it did not conform to the corresponding 

goal on LCP generic version 12, the denominator was reduced before calculating the compliance for each 

goal – % ‘documented data’ and ‘not documented’ data.  Also, a coding of ‘unconscious’ is available for 

certain goals on the LCP, for example, where patients could not enter into communication because they 

were ‘unconscious’ on commencement of the LCP.  Wherever a goal on the LCP was coded as 

‘unconscious’, the denominator for the calculation of the percentage ‘achieved’, ‘variance’ etc was 

reduced accordingly.  A statement of the denominator used is included against each goal in the results 

tables. 

 

Data Reliability 

Participants were asked to re-audit their first 4 patient data sets using a different auditor to assess the 

level of inter-auditor reliability.  The Kappa Coefficient (see Appendix 5 for a definition) was calculated for 

each of the goals of care on the Initial Assessment and Care after Death sections of the LCP and for the 

proportion coded achieved in the Ongoing Assessment section. 

 

Comparative Hospital Performance – Inter Quartile Range (IQR) 

The overall hospital Inter Quartile Range (IQR) regarding both performance and compliance with 

documentation was calculated for each of the goals of care.  Comparison of these overall IQRs 

(Performance - % ‘achieved’, % ‘variance’ etc; and Compliance with the documentation - % of ‘data 

documented’ and % of ‘data not documented’) with the median individual hospital score for each of the 

goals, allows hospitals to assess their relative achievement. The IQR of % ‘achieved’ for individual hospitals 

(that submitted a minimum of 10 patient data sets) for each of the goals within the five domains is also 

illustrated graphically within the report as a series of box plots (see appendix 5 glossary for a definition of 

IQR and box plots).  
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Small Sample Size 

It is important to remember that some hospitals within the sample submitted a relatively small number of 

patient data sets to the audit.  32% of hospitals provided less than the minimum sample size of 30: 11% 

provided 9 patients or fewer; 7% provided between 10 and 19 patients; 14% submitted between 20 and 

29 patients.  This may be due to several factors including hospitals being relatively early in the 

implementation process at the time of the audit, or, that it may never be possible for some hospitals to 

provide any more data due to their specific patient and/or service profile. The results for those hospitals 

with relatively small numbers should be interpreted with caution as the potential for bias is increased.  For 

this reason, the box plots showing national results (detailed above) only include those hospitals that 

provided a sample of 10 or more patients and the clinical KPIs have been calculated using the data 

provided by those who provided at least the minimum of 30 patient data sets. 
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Reporting 

 

Feedback Reports to individual hospitals 

Participating hospitals will receive an electronic copy of the Individual Hospital Report and the Executive 

Summary. A PowerPoint presentation (Generic Results with the capacity for inclusion of individual hospital 

results) will also be made available to participating hospitals to promote wider dissemination of the 

findings to staff within the hospital.  

 

Availability of Generic Reports 

An electronic copy of the Generic Report and the Executive Summary will be made available to view on 

the MCPCIL website (www.mcpcil.org.uk).   

 

Regional Workshops 

Regional workshops will be held in:  

• Liverpool (19
th

 January 2012)  

• London (22
nd

 February 2012)  

 

The workshops will enable discussion of the results, sharing of understanding and action planning for the 

future. Representatives from each hospital (usually the ‘auditor’ and/or the named clinician and a 

representative of the management / executive team of the hospital) will be invited to attend the 

workshops.  Success in Service Improvement relies on the ability to identify, spread and sustain good 

practice.  In order to begin the process of ‘building on the best’ participating hospitals will be invited to 

provide examples of good practice in the delivery of quality care in the last hours or days of life (see 

example of the best practice proforma in Appendix 6).   

 

Questionnaire Evaluation  

A questionnaire evaluation of the auditing process as a whole will be undertaken as part of the final 

workshops.  The evaluation will attempt to gauge participants’ perspectives of participation in the audit 

(submission of data, quality and clarity of feedback and workshop element) via study specific 

questionnaire developed from that used in round 2 - Generic Report, 2009.  
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RESULTS 

 

Participation 

 

Figure 1: Participation in the Organisational element of the NCDAH Round 3 

 

 

 

Hospital Trusts were given the opportunity to take part in the Organisational element of the NCDAH 

Round 3, even if an LCP generic version 12 (or ‘matched alternative’) had not been implemented within 

their trust. Chief Executives and palliative care colleagues from all Hospital Trusts were contacted for 

participation, as well as LCP Facilitators we had details for from Trusts registered with the LCP Central 

Team. 

 

131 Hospital Trusts registered for participation in the NCDAH Round 3, with 4 Hospital Trusts submitting 

data into the Organisational element of the audit only, for the following reasons: 

• 2 Hospital Trusts were using a care pathway that could not be matched for compliance against LCP 

generic version 12. 

• 1 Hospital Trust was currently in transition between LCP generic version 11 and LCP generic 

version 12, and felt that it was not an appropriate time to submit data. They would hope to 

participate in future rounds of the audit. 

• 1 Hospital Trust was using LCP generic version 11 and felt that feedback against LCP generic 

version 12 was not worthwhile for them to participate in. 
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Figure 2: Participation in the Clinical (LCP) element of the NCDAH Round 3 

 

 
 
 

As for the Organisational element of the NCDAH Round 3, Chief Executives and palliative care colleagues 

from all Hospital Trusts were contacted for participation, as well as LCP facilitators we had details for from 

Trusts registered with the LCP Central Team. 

 

178 individual hospitals from 127 Hospital Trusts submitted data for the Clinical element of the NCDAH 

Round 3. 
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Data Reliability 

Participants were asked to re-audit their first 4 patient data sets using a different auditor to assess the 

level of inter-auditor reliability.   One hundred and thirty-five hospitals provided this data for a total of 523 

patients.   

 

Kappa values for goals of care in the Initial Assessment Section ranged from 0.68 to 1.00 (median 0.89, IQR 

0.86 – 0.91).  For the Ongoing Assessment Section coding of ‘Achieved’ for each of the goals, Kappa values 

ranged from 0.78 – 0.88 (median 0.84, IQR 0.83 – 0.86).  For the Care after Death Section, Kappa values 

ranged from 0.74 – 0.87 (median 0.84, IQR 0.8 – 0.87).  These results illustrate that there was generally a 

very good level of agreement between the first and second auditor.  It is interesting to note that the 

lowest level of agreement was found for the coding of Goal 5.1.  During the data collection period, calls to 

the helpline revealed a lack of clarity regarding the appropriate coding of this goal where the goal itself 

had been left blank, but information had been included in the subsequent boxes supporting the goal.  

These findings will be taken into account when refining the LCP document in the future.  
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PART A: ORGANISATIONAL AUDIT RESULTS 

 

131 Hospital Trusts submitted organisational data.  The slightly reduced National denominator for some 

items reflects any further missing data. Denominator will be reduced further for some questions based on 

whether the Hospital Trust has implemented the LCP (or matched alternative) within their organisation. 

 

Section 1: Personnel responsible for submitting data for this audit 

 

1.1a Auditor Discipline for completion of Organisational Audit Form 

 National Round 3 

(n=131) 

Your Site 

Medical Team 13% (17) 

Nursing Team 65% (85) 

Audit Team 10% (13) 

*Other 12% (16) 

Audit Department 

*Included: Specialist Palliative Care Team; LCP Facilitator; End of Life Care Team 

 

1.1b Auditor Discipline for completion of Patient Data Audit Form 

 

 National Round 3 

(n=131) 

Your Site 

Medical Team 8% (11) 

Nursing Team 68% (89) 

Audit Team 10% (13) 

*Other 14% (18) 

Medical 

*Included: Specialist Palliative Care Team; LCP Facilitator; End of Life Care Team; Data Manager 

 

1.1c Second Auditor Discipline for completion of Patient Data Audit Form (Inter-Auditor Reliability) 

 

 National Round 3 

(n=131) 

Your Site 

Medical Team 17% (22) 

Nursing Team 58% (76) 

Audit Team 15% (19) 

*Other 10% (14) 

Nursing 

*Included: Specialist Palliative Care Team; Secretary; Performance Officer; Cancer Nurse 

 

 

 

 

 



County Durham and Darlington NHS Foundation Trust 

Darlington Memorial Hospital 

© Marie Curie Palliative Care Institute Liverpool (MCPCIL) 

 
27 

Commentary: Personnel Responsible for Submitting Data 

 

• The majority of personnel responsible for all data entry for both the Organisational and Clinical 

elements of the audit were from the nursing profession. 

• There are a relatively low proportion of ‘Audit Team’ personnel involved in data collection and entry, 

indicating that responsibility for carrying out audit and evaluation regarding the care for dying patients 

within organisations falls mainly on the clinical teams.  It is a recommendation from this audit that 

Hospital Trusts should seek to embed the process of audit and evaluation within the audit ‘culture’ of 

the Trust, and engage clinical audit departments.  

 

Section 2: Acute Hospital Trust Demographics and Spread of the LCP 

  

Acute Hospital Trust Demographics as at 1
st

 April 2011 

 

Hospital Trust Size National Round 3 

(n=131) 

Your Site 

Median number of wards  

(IQR) 

24 

(16 - 38) 

n=130* 

39 

Median number of beds in Hospital Trust 

(IQR) 

671 

(456 - 939) 

n=130* 

944 

Median number of side-rooms in Hospital Trust 

(IQR) 

127 

(77 - 192) 

 

208 

*1 Hospital Trust did not submit data against these elements 

 

Number of Deaths National Round 3 

(n=131) 

Your Site 

Median number of all deaths occurring in the 

financial year 2010 - 2011  

(IQR) 

1207 

 

(885 - 1814) 

 

2,029 

Median number of all deaths occurring in data 

gathering period (April – June 2011) 

(IQR) 

 

310 

 

(209 - 417) 

 

495 
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Spread of the LCP across organisation 

 

Estimate of LCP Use National Round 3 

(n=131) 

Your Site 

Length of time (in months) that the LCP has 

been in use in your Hospital Trust (median) 

(IQR) 

60 

 

(44 - 84) 

 

6 

Total percentage of wards estimated to be using 

an LCP as at 1
st

 April 2011 

90% 

 

(3474/3852) 

n=130* 

100% 

 

(39/39) 

Total percentage of deaths supported by an LCP 

between 1
st

 April – 30
th

 June 2011 

29% 

 

(12647/44256) 

 

30% 

 

(147/495) 

*1 Hospital Trust did not submit data against these elements 

 

Commentary: Spread of the LCP across organisation 

 

• Hospital Trusts that took part appear to be relatively large, although the IQR (456 – 939) of the 

number of beds suggests that there are a cohort of smaller Trusts that make up the sample. 

• It appears that the LCP is relatively well spread throughout each individual trust, with almost all wards 

having the LCP in use to some extent. 

• On average, Hospital Trusts have been using the LCP for 5 years, which (although not directly 

comparable) seems to fall in line with NCDAH Round 2 results (3 years on average), as it has been 2 

years since the publication of NCDAH Round 2. 

• The % of all patients whose care was supported by LCP national document or ‘matched alternative’ 

has increased since NCDAH round 2 (R2 21% in hospitals, R3 29% in Trusts) which suggests that the 

LCP may be becoming more embedded in practice within each participating Hospital Trust. 
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Section 3: Access to Information relating to death and dying – to support care in the last hours or days 

of life 

 
Supporting Information 

An important element in the successful implementation and use of the LCP in a given environment is the 

availability of supporting information. Several of the goals of care require written information to be given 

to relatives or carers, and generic, national leaflets have been devised by the LCP Central Team within the 

MCPCIL to support the local implementation process.  Thus, it was interesting to establish the extent to 

which these leaflets were generally available in each of the environments.   

 

Supporting Leaflets available for use National Round 3 

(n=131) 

Your Site 

The LCP 'Coping with Dying' Leaflet or equivalent 

(for relatives or carers) 

89%  

(116/131) 

Yes 

Leaflet explaining the organisation’s facilities that 

are available (for relatives or carers) 

66% 

(87/131) 

Yes 

Bereavement Leaflet - i.e. leaflet explaining the 

grieving process (for relatives or carers) 

91%  

(119/131) 

Yes 

Leaflet explaining local procedures to be 

undertaken after the death of a patient (for 

relatives or carers) 

98% 

(128/131) 

Yes 

Department of Work and Pensions (DWP) leaflet 

1027, What to Do After a Death in England and 

Wales 

82% 

(108/131) 

Yes 

Leaflet explaining the LCP (healthcare professional) 72% 

(94/131) 

Yes 

Leaflet explaining the LCP (for relatives or carers) 85% 

(112/131) 

Yes 

 
Commentary: Access to Information relating to death and dying – to support care in the last hours or 

days of life 

 
• For the majority of Hospital Trusts, most leaflets were said to be routinely available for use when 

caring for a patient in the last hours or days of life. Hospital Trusts were least likely to have a leaflet to 

explain facilities available for relatives or carers – this was available in only two thirds (66%) of all 

Trusts. In NCDAH Round 2, 61% of all hospitals had a facilities leaflet routinely available. 

• A majority of Hospital Trusts have a leaflet available to help explain the LCP to both relatives or carers 

and healthcare professionals (86% and 72% respectively). This shows some improvement from NCDAH 

Round 2, which illustrated that these leaflets were available in only 65% and 61% (respectively) of all 

hospitals. 

• It is encouraging to note that most Hospital Trusts have invested in providing information to relatives 

or carers around the process of death and dying and what to expect, and what to do after the patient 

has died. 
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Section 4: Access to End of Life Care Services – to support care in the last hours or days of life 

 
Personnel 

 

The LCP Central Team suggest that implementation of the LCP should be undertaken in conjunction with 

the support of the Specialist Palliative Care Team to assist in providing appropriate education and to 

support the delivery of care in the early phase of implementation. In addition, a facilitator with 

responsibility for implementation and sustainability is deemed to be an asset (Mellor et al 2004). Such a 

person or persons help to ensure that the momentum is maintained throughout the period of 

implementation and beyond, promoting high quality care. 

 

Specialist Palliative Care 

National Round 3 

(n=131) 

Your Site 

Proportion of hospitals with a Specialist 

Palliative Care Team 

99% 

(130/131) 

Yes 

Including: 

Consultant in Palliative Medicine 95% 

(124/130) 

Yes 

Median number of posts 

(IQR) 

2 

1 – 3 

2 

Median whole time equivalent (WTE) per 

Hospital Trust 

1 

0.5 – 1.4 

1.0 

Clinical Nurse Specialist in Palliative Care 99% 

(129/130) 

Yes 

Median number of posts 

(IQR) 

4 

3 – 6 

4 

Median whole time equivalent (WTE) per 

Hospital Trust 

3.5 

2.2 – 5.0 

3.50 

Social Worker 28%  

(36/130) 

No 

Median number of posts 

(IQR) 

1 

1 – 1 

 

Median whole time equivalent (WTE) per 

Hospital Trust 

1 

0.6 – 1.0 

. 

Psychologist 29% 

(38/130) 

No 

Median number of posts 

(IQR) 

1 

1 – 2 

 

Median whole time equivalent (WTE) per 

Hospital Trust 

0.65 

0.2 – 1.0 

. 

Proportion of HSPCTs with a face to face 7 day 

service (office hours) 

20% 

(26/130) 

No 

Proportion of HSPCTs with telephone support 

for advice and support out of hours (for 

example through the local hospice) 

92% 

(120/130) 

No 
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LCP Facilitator 

National Round 3 

(n=131) 

Your Site 

Proportion of hospitals with one or more LCP 

Facilitators or equivalent 

52% 

(68/131) 

No 

For Hospital Trusts with one or more LCP Facilitator or equivalent (data 

known for 67 of 68 Trusts) 

  

 

Total number of posts  84  

Median number of posts per hospital  

(IQR) 

1 

(1 – 1) 

 

Median whole time equivalent (WTE) per 

Hospital Trust (n=67)  

(IQR) 

0.7 

(0.4 – 1.0) 

. 

Nursing Profession (% YES) 100% (84/84)  

Member of Hospital Specialist Palliative Care 

Team (% YES) 

(data available for 82 of the LCP Facilitators) 

70% (57/82)   

 

 

Commentary: Access to End of Life Care Services – to support care in the last hours or days of life 

 

• As in NCDAH Round 1 and Round 2, almost all Hospital Trusts reported having a Specialist Palliative 

Care Team operating across the Trust. 

• For the first time in Round 3, we recorded the proportion of Trusts that provide a 7 day face to face 

service, of which 20% of participating Trusts did. In almost all Trusts however, there is an out of hours 

telephone service in operation. (only 9 Trusts of the 130 for whom data was available (7%) had neither 

face to face or an out of hours telephone service in operation). 

• The composition of palliative care teams seems to vary across participating hospitals. Although almost 

all teams include at least 1 consultant in palliative medicine and 1 Clinical Nurse Specialist, the other 

multi-disciplinary professions are less well represented within these teams, with less than a third of 

Trusts having a Social Worker and/or a  Psychologist in post. 

• Specialist Palliative Care Teams seem to comprise mostly of Clinical Nurse Specialist staff, with a 

median of 4 posts, compared with a lower representation of other disciplines – 2 consultants; 1 Social 

Worker and Psychologist. 

• Just over a half of all Hospital Trusts had a designated LCP facilitator in post during the audit period, 

with the majority, although interestingly not all, based within the Specialist Palliative care team. 

Where there was a facilitator in post, they were always from the nursing profession. 

• Where a trust has an LCP facilitator in post, it has been shown to improve compliance with the clinical 

documentation of care, for example on the LCP generic version 12 – see Part D of this report for the 

Impact of an LCP Facilitator on compliance in this audit. 
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Section 5: Continuing Education, Training and Audit – continuous quality improvement in care of the 

dying 

 

Education and Training 

The provision of ongoing education, training and audit are important aspects underpinning the delivery of 

quality care to dying patients and the Department of Health have stated their intention ‘to ensure that all 

staff who work with people who are dying are properly trained to look after dying patients and their 

carers.’ (DH, 2006, p104). More recently, the Department of Health have published ‘Quality Markers’ for 

end of life care (DH 2009). The DH specifically highlight the need for investment in education and training, 

both in end of life care and specifically in the use of the LCP, as this has the potential to facilitate 

improved quality care. 

 

Care of the Dying 

 

Education and Training for Care of the Dying National Round 3 

(n=131) 

Your Site 

Hospitals with an in-house continuing education programme for care of the dying: 

Nursing Staff (% YES) 87% (114/131) Yes 

        e-learning 33% (38/114) No 

        Update lectures every 6 – 12 months 87% (99/114) Yes 

       lecture in the Trust mandatory training  21% (24/114) No 

       Session on the Trusts Induction Programme 26% (30/114) No 

Medical staff (% YES) 90% (118/131) Yes 

        e-learning 24% (28/118) No 

        Update lectures every 6 – 12 months 82% (97/118) No 

       lecture in the Trust mandatory training  29% (34/118) Yes 

       Session on the Trusts Induction Programme 34% (40/118) No 

Non-Qualified clinical staff (% YES) 74% (97/131) No 

        e-learning 30% (29/97)  

        Update lectures every 6 – 12 months 82% (80/97)  

       lecture in the Trust mandatory training  12% (12/97)  

       Session on the Trusts Induction Programme 21% (20/97)  

Allied Health Care Professionals (% YES) 65% (85/131) No 

        e-learning 29% (25/85)  

        Update lectures every 6 – 12 months 82% (70/85)  

       lecture in the Trust mandatory training  12% (10/85)  

       Session on the Trusts Induction Programme 12% (10/85)  
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Liverpool Care Pathway for the Dying Patient (LCP) 

Education and Training for the ongoing use of the Liverpool 

Care Pathway for the Dying Patient (LCP) or equivalent 

National Round 3 

(n=131) 

Your Site 

Hospitals with an in-house continuing education programme for use of the LCP: 

Nursing Staff (% YES) 82% (107/131) Yes 

        e-learning 21% (22/107) No 

        Update lectures every 6 – 12 months 88% (94/107) Yes 

       lecture in the Trust mandatory training  15% (16/107) No 

       Session on the Trusts Induction Programme 23% (25/107) No 

Medical staff (% YES) 77% (101/131) Yes 

        e-learning 21% (21/101) No 

        Update lectures every 6 – 12 months 83% (84/101) No 

       lecture in the Trust mandatory training  20% (20/101) Yes 

       Session on the Trusts Induction Programme 32% (32/101) No 

Non-Qualified clinical staff (% YES) 63% (83/131) No 

        e-learning 19% (16/83)  

        Update lectures every 6 – 12 months 82% (68/83)  

       lecture in the Trust mandatory training  14% (12/83)  

       Session on the Trusts Induction Programme 24% (20/83)  

Allied Health Care Professionals (% YES) 51% (67/131) No 

        e-learning 21% (14/67)  

        Update lectures every 6 – 12 months 87% (58/67)  

       lecture in the Trust mandatory training  13% (9/67)  

       Session on the Trusts Induction Programme 13% (9/67)  

 

Audit and Evaluation 

Audit and Evaluation to promote Continuous Quality 

Improvement (CQI) in Care of the Dying 

National Round 3 

(n=131) 

Your Site 

Formal audit of care delivery for patients in the last hours or 

days of life (for example, LCP) taken place in last 12 months  

(% YES)
 

56%  

(73/131) 

Yes 

For all Trusts where formal audit has taken place in the last 12 months 

Intention to repeat in next 12 months – 2 years (% YES) 
93% (68/73) 

Yes - 12 

months 

Results fed back to clinical teams (% YES) 82% (60/73) No 

Results fed back to Trust board (% YES) 59% (43/73) Yes 

Report assessing the views of relatives or carers re care of 

the dying produced in the last 12 months
 
 (% YES) 

22% 

(29/131) 

No 

Action Planning for improvement   

Routine action plans produced to promote improvement in 

care of the dying in your Hospital Trust (% Yes) 

67% 

(88/131) 

Yes 
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For all Trusts routine action plans are produced 

How Often does this Occur? 

6 -12 months (% Yes) 

18 months – 2 yearly (% Yes) 

 

80% (70/88) 

20% (18/88) 

6 - 12 months 

 

Commentary: Continuing Education, Training and Audit – continuous quality improvement in care of the 

dying 

 

• It is encouraging to find evidence of education and training for both end of life care in general, and 

also specific education tailored for the use the LCP generic version 12 (or ‘matched alternative’), which 

was asked for the first time in Round 3. Continuing education and training is essential to ensure the 

current best evidence around care of the dying is promoted within your Hospital Trust. 

• Although data were collected per hospital in round 2 and per Trust in round 3, we can see an increase 

between in the amount of education and training offered in care of the dying for Medical staff this 

round (R2: 74%; R3: 90%). 

• Education and training (for both end of life care and LCP) is less likely to be targeted at non-qualified 

and allied healthcare professional staff, although in all cases just over half receive some education and 

training. Education and training in end of life care for non qualified staff has increased from 58% in 

Round 2 to 74% in Round 3. 

• For the first time in NCDAH Round 3, we asked Trusts how education and training is delivered. For the 

majority of Trusts, education and training is done via update lectures every 6-12 months, however 

evidence of more innovative techniques for delivering education and training are evident – e-learning 

is a feature within some Hospital Trusts. It would be of interest to investigate further as to the content 

and mechanism for these initiatives. 

• There is still room for improvement when it comes to routine audit and evaluation of care delivery for 

patients in the last hours or days of life. A report assessing the views of relatives or carers occurred in 

a minority of Hospital Trusts; it is essential that relatives and carers views are taken into account when 

evaluating service delivery. 

• Two thirds of all Hospital Trusts produce routine action plans to improve care of the dying in their 

organisation. 
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Section 6: Care of the dying - Clinical provisions and protocols promoting patient comfort, dignity and 

privacy, up to an including after the death of the patient 

 

Clinical Provisions and Protocols National Round 3 

(n=131) 

Your Site 

Protocols for the prescription of medications for patients in 

the last hours or days of life
 

  

 a Pain 99% (130/131) Yes 

 b Agitation 99% (130/131) Yes 

 c Respiratory Tract secretions (RTS) 99% (130/131) Yes 

 d Nausea & Vomiting 99% (130/131) Yes 

 e Dyspnoea 98% (129/131) Yes 

Formal Multi-disciplinary decision making process for 

diagnosing dying (% Yes) 

53% (70/131) No 

Designated monthly ‘mortality meeting’ to review recent 

deaths (% Yes) 

77% (101/131) Yes 

Guidelines for the assessment and delivery of ‘Mouth Care’ 

(% Yes) 

66% (87/131) No 

Guidelines for referral to ‘Pastoral care/Chaplaincy Team’ 

(% Yes) 

70% (92/131) No 

Policy for the decision and documentation of a ‘Do Not 

Attempt Resuscitation’ (DNAR) order 

98% (129/131) Yes 

Policy for the deactivation of ‘Implantable Cardioverter 

Defibrillators’ (ICD’s) 

56% (74/131) Yes 

Policy for carrying out ‘Last Offices’ in the immediate time 

after the death of a patient 

95% (125/131) Yes 

Policy for viewing the body in the immediate time after the 

death of a patient 

83% (109/131) Yes 

Designated formal ‘quiet spaces’ available for relatives or 

carers, designated prayer room, chapel? 

100% (131/131) Yes 

 

 

Commentary: Care of the dying - Clinical provisions and protocols promoting patient comfort, dignity 

and privacy, up to and including after the death of the patient 

 

• In the majority of Hospital Trusts, a variety of protocols and policies are available to support 

healthcare professionals in optimising the delivery of quality care in the last hours or days of life.  

• Almost all Hospital Trusts have protocols in place for the anticipatory prescribing of medications for 

the key symptoms in the last hours or days of life (Pain, Agitation, Respiratory Tract Secretions (RTS), 

Nausea and Vomiting, Dyspnoea). 
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• Those Hospital Trusts that do not have a formal process in place for the 

multidisciplinary/multiprofessional team decision making regarding diagnosing dying should look to 

develop one. Just over a half of Hospital Trusts do have one in place, which could potentiate some 

learning between Hospital Trusts, as to how they have achieved this within their organisation. LCP 

generic version 12 includes a helpful algorithm to support multidisciplinary/multiprofessional team 

decision making at this time. 

 

 

Section 8: Part A Key Findings 

 

• It appears that the LCP is relatively well spread throughout each individual trust, with almost all wards 

(90%) having the LCP in use to some extent. 

• On average, Hospital Trusts have been using the LCP for 5 years. 

• The number of all patients whose care was supported by LCP national document or ‘matched 

alternative’ has increased since NCDAH round 2 (R3 29%; R2 21%), which suggests that the LCP is 

becoming more embedded in practice within each participating Hospital Trust. 

• For the majority of Hospital Trusts, most leaflets are routinely available for use when caring for a 

patient in the last hours or days of life. 

• It is encouraging to note that most Hospital Trusts have invested in providing information to relatives 

or carers around the process of death and dying and what to expect (Coping with dying leaflet – 89%; 

leaflet explaining the LCP (for relatives or carers) – 85%), and what to do after the patient has died 

(bereavement leaflet – 91%). 

• For the first time in Round 3, we recorded the proportion of Trusts that provide a 7 day face to face 

service, of which around a fifth of Trusts (20%) did. In almost all Trusts (92%) there is an out of hours 

telephone service in operation. 

• Just over a half of all Hospital Trusts had a designated LCP facilitator in post during the audit period, 

with the majority, although interestingly not all, based within the Specialist Palliative care team. 

Where there was a facilitator in post, they were always from the nursing profession. 

• Where a trust has an LCP facilitator in post, it has been shown to improve compliance with the clinical 

documentation of care, see section C for the Impact of an LCP Facilitator on compliance. 

• Although not directly comparable, we can see an increase between Round 2 and Round 3 in the 

amount of education and training offered in care of the dying for Nursing (R2: 84%; R3: 87%) and for 

Medical staff (R2: 74%; R3: 90%). 

• Education and training in end of life care for non qualified staff has increased from 58% in Round 2 to 

74% in Round 3.  
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• For the first time in NCDAH Round 3, we asked Trusts how education and training is delivered. For the 

majority of Trusts, education and training is delivered via update lectures every 6-12 months, however 

evidence of more innovative techniques for delivering education and training are evident – e-learning 

is a feature within some Hospital Trusts. 

• There is still room for improvement regarding routine audit and evaluation of care delivery for 

patients in the last hours or days of life. A report assessing the views of relatives or carers occurred in 

a minority of Hospital Trusts; however it is essential that relatives and carers views are taken into 

account when evaluating service delivery. 

• Two thirds (67%) of all Hospital Trusts produce routine action plans to improve care of the dying in 

their organisation. 

• Those Hospital Trusts that do not have a formal process in place for the 

multidisciplinary/multiprofessional team decision making around diagnosing dying (47%) should look 

to develop one. LCP generic version 12 includes a helpful algorithm to support 

multidisciplinary/multiprofessional team decision making at this time. 
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PART B: PATIENT LEVEL AUDIT RESULTS 

 

Section 1: Demographic Data 

 

 
National Round 3 

(n=7058) 

Your Site 

(n=30) 

Patient Gender = Female 

 

54% 

(3805) 

47%  

(14) 

 

Median Patient Age 

 (IQR) 

82 

(73 – 88) 

 

82  

(65 - 89) 

 

Median hours supported by LCP 

 (IQR) 

29 

(11 – 72) 

 21 

(6 - 62) 

 

Primary Diagnosis 

 
National Round 3 

(n=7058) 

Your Site 

(n=30) 

Cancer 

 

32%  

(2258) 

 

30%  

(9) 

 

Non Cancer 68%  

(4800)  

 

70%  

(2170) 

 

Primary Diagnosis Breakdown of most common cancer and non-cancer diagnoses 

 
National Round 3 

(n=7058) 

Your Site 

(n=30) 

CANCER 

Lung Cancer (non small cell and small cell) 6% 

(420) 

10%  

(3) 

Lymphoid/haematopoietic 3% 

(224) 

0%  

(0) 

Colon 2% 

(176) 

3%  

(1) 

Prostate 2% 

(162) 

3%  

(1) 

Breast 2% 

(161) 

0%  

(0) 

Pancreas 2% 

(132) 

0%  

(0) 

Female Genital Organs 2% 

(108) 

0%  

(0) 
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National Round 3 

(n=7058) 

Your Site 

(n=30) 

NON CANCER 

Other Non Cancer 28% 

(1996) 

7%  

(2) 

Stroke 12% 

(819) 

7%  

(2) 

Chronic Respiratory Disease 8%  

(542) 

20%  

(6) 

Heart Failure 6% 

(449) 

7%  

(2) 

Dementia 4% 

(310) 

17%  

(5) 

Other Heart and Circulatory 4% 

(255) 

0%  

(0) 

Chronic Renal Failure 3%  

(214) 

7%  

(2) 

 

Co Morbidity 

 National Round 3 

(n=7058) 

Your Site 

(n=30) 

Co-morbidity specified (%Yes) 

 

65% 

(4618) 

77% 

(23) 

Diabetes 

 

12% 

(554) 

7% 

(2) 

Heart Failure 

 

19% 

(891) 

10% 

(3) 

Renal Failure 

 

16% 

(754) 

20% 

(6) 

Dementia 

 

16% 

(744) 

10% 

(310) 

Co-morbidities 

(n=4618)* 

 

 

 

*NB: more than one co-

morbidity could be coded 

per patient 

Other 

 

67% 

(3096) 

63% 

(19) 
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Demographic Data: Commentary 

• Gender and Age remain very similar when looking at results from previous rounds of the NCDAH: 

• Majority of patients are female (R2 55%; R3 58%). 

• A mainly elderly sample, with a median age of 82 (R2  81) years. 

• The average time that a patient’s care is supported by LCP has dropped slightly from NCDAH Round 2 

(R2 33 hours ; R3 29 hours), although the IQR remains almost identical. 

• The proportions of patients with a diagnosis other than cancer has increased again for the 3rd round 

in a row (R1 55%; R2 61%; R3 69%).  

• Lung cancer appears to form the largest cancer diagnosis group (6%). 

• ‘Other Non Cancer’ forms the largest non cancer group (28%), followed by ‘Stroke’ (12%), 

which was also one of the largest non cancer categories in Round 2 (12%.) 

• The diagnosis category of ‘Other Non Cancer’ will need to be explored further in future rounds. With 

an ever increasing non cancer cohort, the current categories do not represent this cohort effectively. 

• Co-morbidities were recorded for almost 2/3 of  the overall sample. 

 

Section 2: Organisation of feedback 

The LCP is organised into 3 sections: Initial Assessment, Ongoing Assessment and Care after Death. Whilst 

each of these sections deals with a discrete element of care specifically linked to appropriate points in 

time, 5 major domains of care can be highlighted across each of the sections that document the well-being 

of the patient and family throughout the process.  

 

Domain 1 - Physical comfort of the patient  

Domain 2 - Promoting dignity, privacy and respect including spiritual and religious needs of the patient     

                     and relatives or carers (including after the death of the patient) 

Domain 3 - Communication (patient, relatives or carers and other healthcare colleagues)  

Domain 4 - information (giving and receiving)  

Domain 5 – Promoting ‘Best Interest’ Decision making and multidisciplinary working 

 

The results from the audit will, therefore, be expressed under these 5 key domains.  Each of the following 

tables includes the national proportion coded as ‘achieved’, ‘variance’ etc for all documented data for 

each goal of care for the whole patient sample regardless of which hospital they died in, providing the 

‘Clinical Data’. A separate table illustrating the ‘Compliance’ for each goal of care on the LCP is also 

included to show the proportion of ‘documented data’ and ‘not documented data’.  Each table includes 

the Inter Quartile Range (IQR) as a measure of hospital variation in performance in terms of % ‘achieved’, 

‘variance’ (Clinical Data) and ‘data not documented’ (Compliance) on each goal of care.  
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PART B PATIENT LEVEL KEY FINDINGS 

 

178 individual hospitals participated in NCDAH Round 3, although 2 hospitals from under the same trust 

chose to submit data jointly, resulting in a display of ‘177’ maximum individual hospitals in the tables 

below. 

Domain 1: Physical Comfort of the Patient  

 

Comfort Measures 

Initial Assessment LCP Goal 4.1 

Maximising the physical comfort of the patient is a primary focus of care in the last hours or days of life, 

and it is vital that all current medications are reviewed in the best interests of the patient at this time.  

There is evidence that 5 key symptoms may occur for patients in the last hours or days of life, which may 

cause discomfort and need to be addressed – Pain, Agitation, Respiratory Tract Secretions (RTS), Nausea 

and Vomiting and Dyspnoea (Lichter & Hunt, 1990; Klinkenberg et al, 2004). Once the 

multidisciplinary/multiprofessional team have agreed that the patient is dying, and in the last hours or 

days of life, it is important that drugs are written up in anticipation of these symptoms (to be given prn), 

so that if the symptom should develop, medication can be given without delay, when needed, at the right 

time and just enough and no more than is needed to help the symptom. 

 

 

LCP Goal 4.1: The patient has medication prescribed on a prn basis for ALL of the following 5 symptoms 

which may develop in the last hours or days of life (pain, agitation, respiratory tract secretions (RTS), 

nausea and vomiting, dyspnoea). 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 6136 91 5610 9 526 

Hospital IQR – all (%) (n = 177) 88 – 100% 0 – 12% 

Your Site Round 3 26 96 25 4 1 

NB: where the overall goal has been left blank at the point of care delivery, but there is evidence on the LCP that 

all 5 had been prescribed (from sub goals 4a – 4e) then the overall goal was re-coded as ‘Achieved’.  

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 7058 87 6136 13 922 

Hospital IQR – all (%) (n = 177) 83 – 97% 3 – 17% 

Your Site Round 3 30 87 26 13 4 
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Equipment to support continuous subcutaneous infusion (CSCI) of medication 

When regular prn medications have been required over a period of time, to promote patient comfort it 

can be beneficial for patients to receive their medications via a continuous subcutaneous infusion  (CSCI) 

pump.  Where the need for CSCI has been identified, it is essential that the pump is available and goal 4.2 

records how often this has been achieved on commencement of the LCP. 

 

 

LCP Goal 4.1a – 4.1e:  prn prescribing – medication prescribed for each of the 5 symptoms 

 

Symptoms 

National Round 3 

(n=6136) 

Your Site Round 3 

(n=26) 

Pain (%Yes) 

 

99% (6072) 100% (26) 

Agitation (%Yes) 

 

98% (6020) 100% (26) 

Respiratory Tract Secretions (RTS)  (%Yes) 

 

96% (5917) 96% (25) 

Nausea and Vomiting (%Yes) 

 

96% (5891) 100% (26) 

Dyspnoea (%Yes) 

 

95% (5782) 

(n=6099)* 
100% (26) 

*NB: National sample size reduced for Dyspnoea. 1 hospital did not include dyspnoea. 

LCP Goal 4.2: The patient has equipment to support a continuous subcutaneous infusion (CSCI) of 

medication where required 

Clinical Data Applicable 

patients with 

documented data 

Already in 

Place 
Achieved Variance 

 N % N % N % N 

National Round 3 3128* 9 285 85 2647 6 196 

Hospital IQR – all (%) (n = 171**) 0 – 14% 77 – 96% 0 – 10% 

Your Site Round 3 18 0 0 100 18 0 0 

*2060 cases have been removed because the patient did not require CSCI at initial assessment. 

**reduced by 3 hospitals as all patients coded ‘not required’ or ‘data not documented’ 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 6972* 74 5188 26 1784 

Hospital IQR – all (%) (n = 174) 63 – 90% 10 – 37% 

Your Site Round 3 30 93 28 7 2 

 

*Sample size reduced by 86 patients (3 hospitals) as goal excluded 
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Another very important element in the delivery of appropriate care in the last hours or days of life is that 

the multidisciplinary/multiprofessional team reviews the patient’s need for current interventions. The 

rationale behind this element of care is to ensure that all procedures or interventions still confer benefit, 

and that any invasive, futile, potentially painful and unnecessary procedures or interventions are ceased.  

All decisions taken regarding interventions (ie to be continued, discontinued or commenced) must be 

considered by the multidisciplinary/multiprofessional team to be in the patient’s best interest at this 

moment in time.  

 

 

 

LCP Goal 5.1: The patient’s need for current interventions has been reviewed by the MDT 

Clinical Data Applicable 

patients with 

documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 3055 98 2997 2 58 

Hospital IQR – all (%) (n = 124*) 97 – 100% 0 – 3% 

Your Site Round 3 Excluded     

 *reduced by 2 hospitals as all patients ‘data not documented’ 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not documented 

 N % N % N 

National Round 3 4932* 62 3055 38 1877 

Hospital IQR – all (%) (n = 126) 33 – 93% 7 – 67% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 2126 patients (51 hospitals) as goal excluded 
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Clinical Data 

 

 

5.1b 

Applicable 

patients with 

documented 

data 

Not 

receiving 

Continued Discontinued Commenced 

IV Antibiotics N % N % N % N % N 

National Round 3 2888 19 549 4 110 77 2225 0** 4 

Hospital IQR – all (%) (n = 122) 10 – 27% 0 – 6% 67 – 87% 0 – 0% 

Your Site Round 3 Excluded         

**Actual – 0.1% 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 2941* 98 2888 2 53 

Hospital IQR – all (%) (n = 122*) 99 – 100% 0 – 2% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 56 patients (2 hospitals) as goal excluded 

LCP Goal 5.1a – 5.1e: Patient status with regards to current interventions (n=2997) 

Clinical Data 

 

5.1a 

Applicable patients 

with documented 

data 

Not 

being taken 

Continued Discontinued 

Routine Blood Tests N % N % N % N 

National Round 3 2886 12 335 1 22 88 2529 

Hospital IQR – all (%) (n = 122) 4 – 16% 0 – 0% 84 – 95% 

Your Site Round 3 Excluded       

 

 

Compliance with 

documentation 

Total 

patients 

Data documented Not documented 

 N % N % N 

National Round 3 2941* 98 2886 2 55 

Hospital IQR – all (%) (n = 122*) 97 – 100% 0 – 3% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 56 patients (2 hospitals) as goal excluded 
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Clinical Data 

 

5.1c 

Applicable patients with 

documented data 

Not 

Being taken 

Continued Discontinued 

Blood Glucose Monitoring N % N % N % N 

National Round 3 2866 22 617 2 56 77 2193 

Hospital IQR – all (%) (n = 122) 11 – 29% 0 – 2% 68 – 88% 

Your Site Round 3 Excluded       

 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 2941* 97 2866 3 75 

Hospital IQR – all (%) (n =122*) 96 – 100% 0 – 4% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 56 patients (2 hospitals) as goal excluded 

 

Clinical Data 

 

5.1d 

Applicable patients with 

documented data 

Not 

Being taken 

Continued Discontinued 

Recording of Routine Vital 

Signs 

N % N % N % N 

National Round 3 2864 8 232 4 109 88 2523 

Hospital IQR – all (%) (n = 122) 0 – 11% 0 – 6% 84 – 95% 

Your Site Round 3 Excluded       

 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 2941* 97 2864 3 77 

Hospital IQR – all (%) (n =122*) 96 – 100% 0 – 4% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 56 patients (2 hospitals) as goal excluded 
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Do Not Attempt Cardiopulmonary Resuscitation - DNAR 

Undertaking cardiopulmonary resuscitation in a patient with advanced chronic disease who is deemed to 

be in the last hours or days of life is generally viewed as a futile intervention.  Therefore, it is important 

that the discussion and subsequent decision regarding this issue has been appropriately recorded. 

 

 

Clinical Data 

 

5.1e 

Applicable 

patients with 

documented 

data 

Not 

receiving 

Continued Discontinued Commenced 

Oxygen 

Therapy 

N % N % N % N % N 

National 

Round 3 

2834* 15 415 45 1283 40 1124 0** 12 

Hospital IQR – all (%) (n = 122) 5 – 21% 33 – 55% 30 – 50% 0 – 0% 

Your Site 

Round 3 

Excluded         

**Actual – 0.4% 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not documented 

 N % N % N 

National Round 3 2941* 96 2834 4 107 

Hospital IQR – all (%) (n = 122*) 94 – 100% 0 – 6% 

Your Site Round 3 Excluded     

 

*Sample size reduced, by 56 patients (2 hospitals) as goal excluded 
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Implantable Cardioverter Defibrillator (ICD) 

Advances in cardiac care mean that people are living for longer with chronic disease and the use of 

Implantable Cardiovertor Defibrillators (ICD) is one important element in the improved longevity of 

cardiac patients.  However, Willner (2003) suggests that an ICD can alter unstable cardiac rhythms and he 

suggests that “the ICD discharges can be physically and emotionally distressing to patients”.   It is 

important, therefore, that a defined process is followed (including making information available to 

patients and relatives or carers) to deactivate such devices when a patient enters the last hours or days of 

life. 

LCP Goal 5.2: The patient has a Do Not Attempt Cardiopulmonary Resuscitation Order in place 

Clinical Data Applicable patients 

with documented data 

Achieved Variance 

 N % N % N 

National Round 3 6300 100 6284 0** 16 

Hospital IQR – all (%) (n = 175) 100 – 100% 0 – 0% 

Your Site Round 3 30 100 30 0 0 

**Actual – 0.3% 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 6936* 91 6300 9 636 

Hospital IQR – all (%) (n = 175) 86 – 100% 0 – 14% 

Your Site Round 3 30 100 30 0 0 

 

*Sample size reduced by 122 patients (2 hospitals) as goal excluded 
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Skin Care 

The emphasis of this element of care is to ensure that pressure ulcers are avoided, or prevent further 

deterioration if a pressure ulcer exists already. As part of the joint assessment by the doctor and nurse, a 

plan of care regarding skin integrity, or skin care, should be made for this moment in time and all 

members of the clinical team should be fully aware of this plan. Decisions regarding care delivery should 

be taken in the best interest of the patient, and an individual plan of care should be made which is tailored 

to the needs of the individual patient. 

 

 

 

 

 

 

LCP Goal 5.3: Implantable Cardioverter Defibrillator (ICD) is deactivated 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 242* 71 171 29 71 

Hospital IQR – all (%) (n = 91**) 50 – 100% 0 – 50% 

Your Site Round 3 0  0  0 

*NB: a code of ‘No ICD in place’ can be applied when a patient did not have an ICD.  These patients have been 

removed from the analysis – 75% (5362) and the reduced number of patients is expressed in the ‘Applicable Patients 

with Documented Data’ section of the table. 

**reduced by 81 hospitals as all coded as ‘No ICD in place’ 

 

Compliance with documentation Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 6770* 83 5604 17 1166 

Hospital IQR – all (%) (n = 172) 77 – 93% 7 – 23% 

Your Site Round 3 30 93 28 7 2 

 

*Sample size reduced by 288 patients (5 hospitals) as goal excluded 
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Domain 1 Site Variation: Physical Comfort of the Patient:  Initial Assessment 

Boxplots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a minimum 

of 10 patient data sets are included) 
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   LCP Goal 8: The patient’s skin integrity is assessed 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 3701 97 3579 3 122 

Hospital IQR – all (%) (n = 131*) 95 – 100% 0 – 5% 

Your Site Round 3 27 100 27 0 0 

   *reduced by 2 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total 

patients 

Data documented Data not 

documented 

 N % N % N 

National Round 3 5241* 71 3701 29 1540 

Hospital IQR – all (%) (n = 133) 62 – 83% 17– 38% 

Your Site Round 3 30 90 27 10 3 

 

   *Sample size reduced by 1817 patients (44 hospitals) as goal excluded 
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Domain 1: Ongoing Assessment of Physical Condition 

 

A core feature of the LCP is the requirement for regular assessment and monitoring of the patient’s 

condition.  In the ongoing assessment section, healthcare professionals assess the patient in terms of 

important indices of their physical wellbeing at a minimum of every 4 hours in an inpatient unit.   The 

outcome of these assessments may be coded as achieved or variance. Variance can also be reported at 

any other point in time when a patient is deemed to be uncomfortable because of a specific symptom or 

issue, or wherever an exception to the planned care provision is identified.   Information about the nature 

of the issue, steps taken to resolve it and the outcome of that intervention are documented onto the 

variance sheets held within the LCP.  The ongoing assessment section itself provides a summary of the 

patient’s condition at 6 four hourly time-points in each 24 hour period.  A ‘snapshot’ of care (based solely 

on the 4 hourly coding of ‘achieved’ and ‘variance’ in the last 24 hours approximately of each patient’s life) 

has been examined within this current section. 

 

These results differ in nature from results of the goals discussed so far in that they provide information 

regarding the condition of the patient at particular points in time rather than providing evidence of care 

delivery.  

 

NB: a code of Not Applicable (NA) is applied to the audit in this section of the LCP when a patient was not 

supported by the LCP at the time that a particular assessment should have been made (ie for those 

patients who were not supported by the LCP for at least 24 hours).  It is also possible to code N/A for 

‘medication’ at the point of care delivery, when a patient was not receiving any medication.  These 

assessments have been removed from the following analysis and the applicable number of assessments is 

expressed in the ‘Eligible Assessments’ section of the following tables. 
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Ongoing Assessment of Physical indicators of Comfort 

 

 

 

 

Clinical Data 

Goal a 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient does not have Pain     

National Round 3 25926 95 24520 5 1406 

Hospital IQR – all (%) (n = 173) 93 – 97% 3 – 7% 

Your Site Round 3 66 92 61 8 5 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have Pain     

National Round 3 31285* 83 25926 17 5359 

Hospital IQR – all (%) (n = 173) 77 – 91% 9 – 23% 

Your Site Round 3 118 56 66 44 52 

 

*Sample size reduced by 165 patients (4 hospitals) as goal excluded 

Clinical Data 

Goal b 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient is not agitated     

National Round 3 25897 94 24376 6 1521 

Hospital IQR – all (%) (n = 173) 93 – 97% 3 – 7% 

Your Site Round 3 66 95 63 5 3 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient is not agitated     

National Round 3 31285* 83 25897 17 5388 

Hospital IQR – all (%) (n = 173) 77 – 91% 9 – 23% 

Your Site Round 3 118 56 66 44 52 

 

*Sample size reduced by 165 patients (4 hospitals) as goal excluded 
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Clinical Data 

Goal c 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient does not have Respiratory Tract Secretions 

(RTS) 

    

National Round 3 25876 93 24053 7 1823 

Hospital IQR – all (%) (n = 173) 91 – 96% 4 – 9% 

Your Site Round 3 66 97 64 3 2 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have Respiratory Tract Secretions 

(RTS) 

    

National Round 3 31285* 83 25876 17 5409 

Hospital IQR – all (%) (n = 173) 77 – 91% 9 – 23% 

Your Site Round 3 118 56 66 44 52 

 

*Sample size reduced by 165 patients (4 hospitals) as goal excluded 

 

Clinical Data 

Goal d 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient does not have nausea     

National Round 3 25812 99 25632 1 180 

Hospital IQR – all (%) (n = 173) 99 – 100% 0 – 1% 

Your Site Round 3 66 100 66 0 0 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have nausea     

National Round 3 31285* 83 25812 17 5473 

Hospital IQR – all (%) (n = 173) 76 – 91% 9 – 24% 

Your Site Round 3 118 56 66 44 52 

 

*Sample size reduced by 165 patients (4 hospitals) as goal excluded 
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Clinical Data 

Goal e 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient is not vomiting     

National Round 3 25793 99 25640 1 153 

Hospital IQR – all (%) (n = 173) 99 – 100% 0 – 1% 

Your Site Round 3 66 100 66 0 0 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient is not vomiting     

National Round 3 31285* 82 25793 18 5492 

Hospital IQR – all (%) (n = 173) 76 – 91% 9 – 24% 

Your Site Round 3 118 56 66 44 52 

 

*Sample size reduced by 165 patients (4 hospitals) as goal excluded 

Clinical Data 

Goal f 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient is not breathless     

National Round 3 25726 98 25133 2 593 

Hospital IQR – all (%) (n = 172) 97 – 99% 1 – 3% 

Your Site Round 3 71 99 70 1 1 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient is not breathless     

National Round 3 31285* 83 25726 17 5369 

Hospital IQR – all (%) (n = 172) 77 – 91% 9 – 23% 

Your Site Round 3 118 60 71 40 47 

 

*Sample size reduced by 204 patients (5 hospitals) as goal excluded 
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Clinical Data 

Goal g 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient does not have urinary problems     

National Round 3 25911 99 25676 1 235 

Hospital IQR – all (%) (n = 173) 99 – 100% 0 – 1% 

Your Site Round 3 71 99 70 1 1 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have urinary problems     

National Round 3 31452* 83 25911 17 5541 

Hospital IQR – all (%) (n = 173) 77 – 91% 9 – 23% 

Your Site Round 3 118 60 71 40 47 

 

*Sample size reduced by 103 patients (4 hospitals) as goal excluded 

 

Clinical Data 

Goal h 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient does not have bowel problems     

National Round 3 20001 99 19742 1 259 

Hospital IQR – all (%) (n = 136) 98 – 100% 0 – 2% 

Your Site Round 3 71 99 70 1 1 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have bowel problems     

National Round 3 24405* 82 20001 18 4404 

Hospital IQR – all (%) (n = 136) 76 – 91% 9 – 24% 

Your Site Round 3 118 60 71 40 47 

 

*Sample size reduced by 1941 patients (41 hospitals) as goal excluded 
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Clinical Data 

Goal j 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient’s comfort and safety regarding the 

administration of medication is maintained 

    

National Round 3 24078 99 23821 1 257 

Hospital IQR – all (%) (n = 173) 99 – 100% 0 – 1% 

Your Site Round 3 71 100 71 0 0 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient’s comfort and safety regarding the 

administration of medication is maintained 

    

National Round 3 30681* 78 24078 22 6603 

Hospital IQR – all (%) (n = 173) 72 – 89% 11 – 28% 

Your Site Round 3 118 60 71 40 47 

 

*Sample size reduced by165 patients (4 hospitals) as goal excluded 

Clinical Data 

Goal k 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient receives fluids to support their individual 

needs 

    

National Round 3 17722 94 16717 6 1005 

Hospital IQR – all (%) (n = 131*) 91 – 99% 1 – 9% 

Your Site Round 3 Excluded     

*reduced by 1 hospital where all observations for assessment of fluid needs coded ‘data not documented’ 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient receives fluids to support their individual 

needs 

    

National Round 3 23671* 75 17722 25 5949 

Hospital IQR – all (%) (n = 132) 67 – 87% 13 – 33% 

Your Site Round 3 Excluded     

*Sample size reduced by 2111 patients (45 hospitals) as goal excluded 
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Clinical Data 

Goal l 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient’s mouth is moist and clean     

National Round 3 25379 98 24957 2 422 

Hospital IQR – all (%) (n = 173) 98 – 100% 0 – 2% 

Your Site Round 3 72 100 72 0 0 

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient’s mouth is moist and clean     

National Round 3 31285* 81 25379 19 5906 

Hospital IQR – all (%) (n = 173) 74 – 90% 10 – 26% 

Your Site Round 3 118 61 72 39 46 

 

*Sample size reduced by165 patients (4 hospitals) as goal excluded 

Clinical Data 

Goal m 

Applicable 

Assessments with 

Documented Data 

Achieved Variance 

 N % N % N 

The patient’s skin integrity is maintained     

National Round 3 18669 99 18443 1 226 

Hospital IQR – all (%) (n = 130) 98 – 100% 0 – 2% 

Your Site Round 3 Excluded     

 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient does not have bowel problems     

National Round 3 23188* 81 18669 19 4519 

Hospital IQR – all (%) (n = 130) 73 – 90% 10 – 27% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 2228 patients (47 hospitals) as goal excluded 
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Domain 1 Site Variation:  Physical Comfort of the Patient: Ongoing Assessment  

Boxplots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a minimum 

of 10 patient data sets are included) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Commentary: Domain 1 Physical Comfort of the Patient  

 

Clinical Data 

• Where data were available, patients had medication prescribed, in an anticipatory capacity, for all 5 

symptoms in the vast majority of occasions (91%). Variance in this instance will need to be scrutinised, 

in order to ascertain the reasons why for some patients, this was not done. 

• When looking at individual symptoms, Respiratory Tract Secretions (RTS), Nausea and Vomiting and 

Dyspnoea were less likely to have medication prescribed in anticipation than for pain and agitation. 

•  Where data were recorded just over a third of all patients did not require medication to be 

administered via CSCI at initial assessment. 

100

90

80

70

60

50

40

30

20

10

0

RTS Pain Agitation Nausea Vomiting Dyspnoea Urinary 
Problems 

Bowel 
Problems 

Medication Fluids Mouth 
Care 

Skin 
Integrity 



County Durham and Darlington NHS Foundation Trust 

Darlington Memorial Hospital 

© Marie Curie Palliative Care Institute Liverpool (MCPCIL) 

  

  

58 

• When engaging the multidisciplinary/multiprofessional team in discussions around the 

appropriateness of certain current interventions at this moment in time, in cases where data were 

available, this was achieved for almost all remaining patients in the sample. 

• For those patients for whom the multidisciplinary/multiprofessional team were involved in the 

decisions around current interventions, it was agreed that the majority of interventions were not in 

the best interest of the patient at this moment in time. 

o Oxygen therapy was the exception, with patients continuing to receive this intervention in 

45% of the remaining sample. 

• In the ongoing assessment of the patient, where assessments were recorded in the last 24 hours, the 

majority of patients were documented as comfortable across the board for those goals relating to 

symptom control,  

• Where assessments were documented, the highest incidence of variance was recorded for Pain, 

Agitation, Fluid needs and RTS (5%, 6%, 6% 7% respectively). 

 

Compliance 

• Compliance with the documentation is relatively well adhered to across this domain, with the 

outcomes being documented at the point of care delivery (71% - 95%) apart from Goal 5.1 (62%). 

• Compliance with documentation around the multidisciplinary/multiprofessional team assessment of 

the patient’s need for current interventions was relatively low, with just over a third of all cases not 

documented at point of care delivery. Organisations should scrutinise the process they have in place 

for the recording of decisions made by the multidisciplinary/multiprofessional team at this moment in 

time, to ensure documentation of this improves for the future. 

• Documentation of the ongoing assessment of the condition of the patient, when compared to goals of 

care in the initial assessment, is relatively low in this domain with between 17 – 25% of assessments 

not documented at the point of care delivery. This issue should be addressed by each participating 

hospital, in order to improve compliance in this section, and ascertain whether any barriers may be in 

the way to inhibit complete documentation. 
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Domain 2: Promoting dignity, privacy and respect including spiritual and religious needs of the patient 

and relatives or carers (including after the death of the patient) 

 

LCP Goals: 1.3, 1.4, 3.1, 3.2  

 

In addition to ensuring the patient’s physical comfort, it is vital to take into account the emotional and 

psychological comfort of both patients and relatives or carers. Appropriate communication and 

information giving is very important in the last hours or days of life, and therefore understanding the level 

of insight and awareness the patient has into their diagnosis and recognition of the dying phase is crucial 

in facilitating this process.   

 

Similarly, it is important that both patients and relatives or carers have the opportunity to raise any 

spiritual or religious issues that may arise specifically in this phase.  Evidence from the communication 

skills literature (Wilkinson et al, 2002) illustrates that there are challenges in undertaking such sensitive 

communication, with patients (and families) sometimes unlikely to raise these issues with healthcare 

professionals even when they would welcome a discussion.  The goals of care on the LCP prompt 

healthcare professionals to identify the current situation regarding patient and relatives or carers 

awareness of the plan of care and to enable and promote communication, regarding any spiritual or 

religious needs, to be explored. 

 

 

LCP Goal 1.3: The patient is aware that they are dying 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 2683* 58 1548 42 1135 

Hospital IQR – all (%) (n = 171**) 50 – 70% 29 – 50% 

Your Site Round 3 Excluded     

 

*NB: 3149 patients were documented as ‘Unconscious’ and have been removed from analysis. 

**Reduced by 4 hospitals as all coded ‘unconscious’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 7000* 83 5832 17 1168 

Hospital IQR – all (%) (n = 175) 78 – 94% 6 – 22% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 58 patients (2 hospitals) as goal excluded 
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LCP Goal 1.4: The relative or Carer is aware that the patient is dying 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 5750 97 5586 3 164 

Hospital IQR – all (%) (n = 175) 96 – 100% 0 – 4% 

Your Site Round 3 Excluded     

 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 7000* 82 5750 18 1250 

Hospital IQR – all (%) (n = 175) 76 – 93% 7 – 24% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 58 patients (2 hospitals) as goal excluded 

LCP Goal 3.1: The patient is given the opportunity to discuss what is important to them 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 2139* 61 1303 39 836 

Hospital IQR – all (%) (n = 162**) 47 – 75% 25 – 53% 

Your Site Round 3 5 60 3 40 2 

 

*NB: 2879 patients were documented as ‘Unconscious’ and have been removed from analysis. 

**reduced by 6 hospitals as all coded ‘unconscious’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6699* 75 5018 25 1681 

Hospital IQR – all (%) (n = 168) 65 – 90% 10 – 35% 

Your Site Round 3 302 70 21 30 9 

 

*Sample size reduced by 359 (9 hospitals) as goal excluded 
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LCP Goal 3.1a: Did the patient take up the opportunity to discuss what is important to them? 

Clinical Data Applicable 

patients with 

documented data 

Yes No 

 N % N % N 

National Round 3 670* 58 389 42 281 

Hospital IQR – all (%) (n = 97** ) 42 – 75% 25 – 58% 

Your Site Round 3 3 0 0 100 3 

 

*NB: Includes those patients where this opportunity was offered (Achieved for Goal 3.1 above). 

**reduced by 3 hospitals as all goals ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 882* 76 670 24 212 

Hospital IQR – all (%) (n = 100) 64 – 91% 9 – 36% 

Your Site Round 3 3 100 3 0 0 

 

* NB: Includes those patients where this opportunity was offered (Achieved for Goal 3.1 above).  

Sample size reduced by 421 patients – 3.1a was not available as a sub-goal on ‘matched’ LCP document. 

LCP Goal 3.2: The relative or carer is given the opportunity to discuss what is important to them 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 4189 90 3751 10 438 

Hospital IQR – all (%) (n = 170*) 84 – 96% 4 – 16% 

Your Site Round 3 8 100 8 0 0 

 

*reduced by 1 hospital as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6791* 62 4189 38 2602 

Hospital IQR – all (%) (n = 171) 50 – 73% 27 – 50% 

Your Site Round 3 30 27 8 73 22 

 

*Sample size reduced by 267 patients (6 hospitals) as goal excluded 
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Regular assessment (at least every 4 hours) to ensure: ‘dignity, privacy and respect’ for the patient and 

relatives or carers is promoted (environment, spiritual/religious needs, patient and family well being). 

 

Whilst supported by the LCP, regular monitoring of the patient and relatives or carers continues with 

formal documentation at a minimum of 4 hourly intervals in order that any changes in the current 

situation can be identified, documented and addressed. These assessments focus on ensuring that the 

patient’s dignity and respect is upheld, and that those attending the patient have all they need at this 

current time.  The following table illustrates the results for these elements of care. 

 

 

 

 

 

 

 

 

 

 

 

 

 

LCP Goal 3.2a: Did the relative or carer take up the opportunity to discuss what is important to them? 

Clinical Data Applicable patients 

with documented 

data 

Yes No 

 N % N % N 

National Round 3 1883* 79 1488 21 395 

Hospital IQR – all (%) (n = 109**  ) 83 – 91% 9 – 33% 

Your Site Round 3 4 0 0 100 4 

 

* NB: Includes those relatives or carers where this opportunity was offered (Achieved for Goal 3.2 above). 

**reduced by 1 hospital as all goals ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 2593* 71 1883 29 710 

Hospital IQR – all (%) (n = 110) 64 – 84% 16 – 36% 

Your Site Round 3 8 50 4 50 4 

 

* NB: Includes those relatives or carers where this opportunity was offered (Achieved for Goal 3.2 above). 

Sample size reduced by 1158 patients – 3.2a was not available as a sub-goal on ‘matched’ LCP document. 
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Ongoing Assessment goals:  

 

 

Personal hygiene, environment, patient well being, relative or carer wellbeing 

Clinical Data 

Goal n 

Applicable 

assessments with 

documented data 

Achieved Variance 

 N % N % N 

The patient’s personal hygiene needs are met     

National Round 3 19225 99 19146 1 79 

Hospital IQR – all (%) (n = 134) 99 – 100% 0 – 1% 

Your Site Round 3 72 99 71 1 1 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient’s personal hygiene needs are met     

National Round 3 23918* 80 19225 20 4693 

Hospital IQR – all (%) (n = 134) 73 – 90% 10 – 27% 

Your Site Round 3 118 61 72 39 46 

 

*Sample size reduced by 2053 patients (43 hospitals) as goal excluded 

 

Clinical Data 

Goal o 

Applicable 

assessments with 

documented data 

Achieved Variance 

 N % N % N 

The patient receives their care in a physical 

environment adjusted to support their individual 

needs 

    

National Round 3 19211 100 19156 0* 55 

Hospital IQR – all (%) (n = 134) 100 – 100% 0 – 0% 

Your Site Round 3 71 100 71 0 0 

*Actual – 0.3 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient receives their care in a physical 

environment adjusted to support their individual 

needs 

    

National Round 3 23918* 80 19211 20 4707 

Hospital IQR – all (%) (n = 134) 73 – 90% 10 – 27% 

Your Site Round 3 118 60 71 40 47 

*Sample size reduced by 2053 patients (43 hospitals) as goal excluded 
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Clinical Data 

Goal p 

Applicable 

assessments with 

documented data 

Achieved Variance 

 N % N % N 

The patient’s psychological well-being is maintained     

National Round 3 19251 100 19181 0* 70 

Hospital IQR – all (%) (n = 135) 100 – 100% 0 – 0% 

Your Site Round 3 71 100 71 0 0 

* Actual = 0.003% 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The patient’s psychological well-being is maintained     

National Round 3 24059* 80 19251 20 4808 

Hospital IQR – all (%) (n = 135) 73 – 90% 10 – 27% 

Your Site Round 3 118 60 71 40 47 

 

*Sample size reduced by 2024 patients (42 hospitals) as goal excluded 

Clinical Data 

Goal q 

Applicable 

assessments with 

documented data 

Achieved Variance 

 N % N % N 

The well-being of those attending the patient is 

maintained 

    

National Round 3 18538 98 18255 2 283 

Hospital IQR – all (%) (n = 133) 98 – 100% 0 – 2% 

Your Site Round 3 Excluded     

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

The well-being of those attending the patient is 

maintained 

    

National Round 3 23658* 78 18538 22 5120 

Hospital IQR – all (%) (n = 133) 71 – 89% 11 – 29% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 2082 patients (44 hospitals) as goal excluded 
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Procedures after death 

It is important to ensure that after the death of the patient, their body is treated with dignity and respect 

and appropriately in line with relevant faiths/beliefs.  Each hospital will have a policy for last offices, and 

this should be consulted and followed. It is vital that all specific spiritual/cultural/religious needs are also 

considered at this time. Goal 10 on the LCP prompts healthcare professionals to consider these issues. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LCP Goal 10: Last Offices are undertaken according to policy and procedure 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 3173 99 3129 1 44 

Hospital IQR – all (%) (n = 166*) 100 – 100% 0 – 0% 

Your Site Round 3 3 100 3 0 0 

 

*reduced by 4 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total possible 

assessments 

Data documented Data not 

documented 

 N % N % N 

National Round 3 6748* 47 3173 53 3575 

Hospital IQR – all (%) (n = 170) 27 – 66% 34 – 73% 

Your Site Round 3 30 10 3 90 27 

 

*Sample size reduced by 310 patients (7 hospitals) as goal excluded 
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Domain 2 Site Variation: Promoting dignity, privacy and respect including spiritual and religious needs 

of the patient and relatives or carers (including after the death of the patient)  

 

Box Plots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a minimum 

of 10 patient data sets are included) 

 

 

Commentary: Domain 2 Psychosocial (insight) and spiritual aspects of care (patient, relatives or carers)  

 

Clinical Picture 

• Establishing awareness that the patient is dying was achieved most often with the relatives or carers 

(97%), than with the patient (58%) even after unconscious patients were removed from the sample. 

Information recorded on the variance sheets should provide important information on the reasons for 

this difference in levels of achieved recorded for this goal. 

• Use of variance has been utilised more frequently for patients than with relatives or carers when 

offering the opportunity to discuss what is important to them at this time. Encouragingly, where data 

is available, these results indicate that where it is not possible to enter into discussion with the patient 

(and variance has been documented), this issue has been addressed with the relatives or carers. 
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• Where data were available, and when offered, it appears relatives or carers were more likely to take 

up the opportunity to discuss what is important to them at this time than patients. This may be an 

indication of the patient cohort – the patients deteriorating condition may make this a difficult goal to 

achieve, however individual hospitals should scrutinise the description on the variance sheets to 

understand exactly what is going on for individual patients. 

• Variance recording is utilised less frequently in the ongoing assessment of the patient, relatives or 

carers in terms of psychosocial aspects of care at this time. Compliance with documentation for these 

assessments should be a focus for improvement. 

• The most variation in hospital performance occurs around those conversations with the patient 

regarding awareness of dying (Goal 1.3), and addressing cultural, religious or spiritual needs at this 

time (Goal 3.1). The spread of % achieved varies greatly, indicating that practice across different 

hospitals may be very different, and this should be a point of discussion when interpreting these 

results. Patients with a diagnosis other than cancer had a higher proportion of variance recorded for 

these goals of care - Cancer 29% (Goal 1.3) / 32% (Goal 3.1); non-cancer 52% (Goal 1.3) / 44% (Goal 

3.1).  

 

Compliance 

• Compliance with the documentation should be addressed throughout this domain, especially for those 

goals concerning offering the opportunity for patients and relatives or carers to discuss what is 

important to them at this time, as well as those goals in the care after death section. Low compliance 

may indicate a lack of confidence around addressing these issues, and could point towards further 

education and training in this area. 

• Documentation for assessments of the patient, relatives or carers in terms of psychosocial aspects of 

care at this time should be a focus for improvement, as around a fifth of assessments are not 

documented at the point of care delivery across the national sample. 
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Domain 3: Communication (patient, relatives or carers and other Healthcare professionals) 

Assessing ability to communicate, explanation and understanding of the plan of care (patient, relatives 

or carers) and informing primary care of the patient’s deterioration and death – Initial Assessment and 

Care After Death Sections 

 

 

Patients, Relatives or Carers – LCP Goals 1.1 and 1.2 

 

Meaningful communication is dependent on the ability of both patients, relatives or carers to understand 

and communicate effectively. Some may require the services of an interpreter, or may have learning 

difficulties or hearing impairments. Goals 1.1 and 1.2 on the LCP prompt consideration of these issues, and 

to assess how to optimise communication for both the patient and relatives or carers. 

 

 

 

 

 

 

 

 

 

 

LCP Goal 1.1: The patient is able to take a full and active part in communication 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 2725* 46 1254 54 1471 

Hospital IQR – all (%) (n = 169**) 29 – 73% 27 – 71% 

Your Site Round 3 Excluded     

 

NB: 45% (3173) patients were documented as ‘Unconscious’ and have been removed from analysis. 

**reduced by 3 hospitals as all coded ‘unconscious’ 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6864* 86 5898 14 966 

Hospital IQR – all (%) (n = 172) 79 – 94% 6 – 21% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 194 patients (5 hospitals) as goal excluded 
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LCP Goals 9.1 and 9.2 

It is important that the plan of care for the patient is discussed with the patient, where possible and 

deemed appropriate and always with relatives or carers and that healthcare professionals are sure that 

there is full understanding.  Goals 9.1 and 9.2 on the LCP prompt appropriate communication in this 

regard.   

 

 

LCP Goal 1.2: The relative or carer is able to take a full and active part in communication 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 5449 95 5179 5 270 

Hospital IQR – all (%) (n = 172) 92 – 100% 0 – 8% 

Your Site Round 3 Excluded     

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6864* 79 5449 21 1415 

Hospital IQR – all (%) (n = 172) 72 – 90% 10 – 28% 

Your Site Round 3 Excluded     

*Sample size reduced by for 194 patients (5 hospitals) as goal excluded 

LCP Goal 9.1:  A full explanation of the current plan of care (LCP) is given to the patient 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 2231* 56 1249 44 982 

Hospital IQR – all (%) (n = 170**) 42 – 75% 25 – 58% 

Your Site Round 3 8 88 7 13 1 

 

*NB: 43% (3086) patients were documented as ‘Unconscious’ and have been removed from analysis. 

**reduced by 6 hospitals as all patients coded either ‘unconscious’ or ‘data not documented’ 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6981* 76 5317 24 1664 

Hospital IQR – all (%) (n = 176) 69 – 90% 10 – 31% 

Your Site Round 3 30 83 14 17 5 

*Sample size reduced by 77 patients (1 hospital) as goal excluded 
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Communication with the Primary Healthcare Team/GP and appropriate services across the organisation 

 

Communication with primary care colleagues regarding the changing prognosis and revised aims of care 

for patients supported by the LCP is of paramount importance.  It may be that the GP has cared for the 

patient throughout their illness and would welcome the opportunity to visit them during their last hours 

or days of life.  Often, the patient’s GP is also responsible for the care of other members of the family and 

needs to have up to date information available to him/her if they are called upon to provide care for the 

patient’s relatives or carers at this time.  Goal 9.4 on the LCP prompts the healthcare professional to 

ensure that the GP practice is fully aware of the situation.  Similarly, Goal 12.1 prompts contact with the 

GP Practice when the patient has died. Additionally, to ensure complete information exchange where 

appropriate, goal 12.2 prompts the patient’s death to be communicated across the organisation. 

 

 

 

 

 

 

 

 

LCP Goal 9.2: A full explanation of the current plan of care (LCP) is given to the relative or carer 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 5039 94 4737 6 302 

Hospital IQR – all (%) (n = 175*) 91 – 100% 0 – 9% 

Your Site Round 3 25 92 23 8 2 

 

*reduced by 1 hospital as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6981* 72 5039 28 1942 

Hospital IQR – all (%) (n = 176) 62 – 85% 15 – 38% 

Your Site Round 3 30 83 25 17 5 

 

*Sample size reduced by 77 patients (1 hospital) as goal excluded 
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LCP Goal 9.4:  GP aware of patient’s deteriorating condition 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

9.4  GP aware of patient’s deteriorating condition     

National Round 3 2891 53 1539 47 1352 

Hospital IQR – all (%) (n = 166*) 28 – 71% 29 – 72% 

Your Site Round 3 14 57 8 43 6 

 

*reduced by 6 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6813* 42 2891 58 3922 

Hospital IQR – all (%) (n = 172) 29 – 56% 44 – 71% 

Your Site Round 3 30 47 14 53 16 

 

*Sample size reduced by 245 patients (5 hospitals) as goal excluded 

LCP Goal 12.1: GP informed of patient’s death 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 2998 76 2281 24 717 

Hospital IQR – all (%) (n = 163*) 50 – 97% 3 – 50% 

Your Site Round 3 26 100 26 0 0 

 

*reduced by 5 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6704* 45 2998 55 3706 

Hospital IQR – all (%) (n = 168) 20 – 73% 27 – 80% 

Your Site Round 3 30 87 26 13 4 

 

*Sample size reduced by 354 patients (9 hospitals) as goal excluded 
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Domain 3 Site Variation: Communication (patient, relatives or carers and other healthcare 

professionals)  

Boxplots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a 

minimum of 10 patient data sets are included) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LCP Goal 12.2: The patient’s death is communicated to appropriate services across 

Clinical Data Applicable patients 

with documented data 

Achieved Variance 

 N % N % N 

National Round 3 2462 87 2130 13 332 

Hospital IQR – all (%) (n = 157*) 77 – 100% 0 – 23% 

Your Site Round 3 8 88 7 13 1 

*reduced by 8 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6630* 37 2462 63 4168 

Hospital IQR – all (%) (n = 165) 18 – 50% 50 – 82% 

Your Site Round 3 30 27 8 73 22 

*Sample size reduced by 428 patients (12 hospitals) as goal excluded 
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Commentary: Domain 3 Communication (patient, relatives or carers & healthcare professionals)  

 

Clinical Picture 

• The patient is documented as able to take a full and active part in communication in just under half of 

occasions (patients coded as ‘unconscious removed from the sample), whereas for relatives or carers 

this was achieved in almost all cases where information was documented.  

• Discussions initiated by the healthcare team at this time, around the plan of care for the patient, are 

more likely to be with the relatives or carers than with the patient themselves. Differences in % 

achieved for the patient and relatives or carers may be explained by of the condition of the patient at 

this moment in time. 

• Similarly to aspects of care in domain 2, illustrated by the pattern of variance recorded, it is 

encouraging to see that on the majority of occasions, where data were available, discussions are being 

had with the relatives or carers even though they are unable to be had with the patient. 

• Again, reflecting findings in domain 2, variance appears to be utilised more frequently for those goals 

relating to communication with the patient than those same goals with the relatives or carers. 

• Communication with the Primary Healthcare Team/GP and appropriate services across the 

organisation both prior to and after death have the highest recordings of missing data. 

 

Compliance 

• There appears to be slightly lower compliance for those goals assessing the patient’s ability to 

communicate, and particularly for explanation of the plan of care (LCP) at this time, than for those 

similar goals relating to the relatives or carers. 

• The documentation of communications had throughout the care after death section show less 

compliance than other goals in this domain. 

• Organisations should ascertain why there appear to be distinct gaps in compliance with 

documentation around these goals relating to communication with both patients and relatives or 

carers, in the initial assessment and care after death sections.
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Domain 4: Information (giving and receiving) 

 

Establishing contact information 

Information that was appropriate and accurate at any other time in this episode of care may not be 

accurate now that the focus of care has changed to care of the dying.  Establishing how relatives or carers 

wish to be told of the patient’s impending death is also very important.  It is important to identify at this 

time who is the most appropriate person to be contacted at the time of impending death. Clear and 

accurate documentation is essential at this time. Goal 1.5 on the LCP prompts healthcare professionals to 

discuss with relatives or carers, and collect and document appropriate information. 

 

 

Information given to the relatives or carers 

It is important that comprehensive information is given to the relatives or carers at this time, and that 

written information is given to back up any significant conversation undertaken, as the ability to retain 

information given only verbally is likely to be diminished. Verbal and written information regarding what 

they can expect to happen at this time, both for them and for their friend or loved one, as well as more 

practical information regarding visiting and supportive facilities is crucial to ensuring that relatives or 

carers are fully aware of the situation, and the environment in which they are in. This ensures that they 

are able to take full advantage of the time available to them during the last hours or days of the patient’s 

life.  Goals 2, 9.2a and 9.3 on the LCP prompt healthcare professionals not only to engage in important 

LCP Goal 1.5 The clinical team has up to date contact information for the relative or carer as 

documented (on LCP) 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 5101 98 4979 2 122 

Hospital IQR – all (%) (n = 177) 97 – 100% 0 – 3% 

Your Site Round 3 21 95 20 5 1 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 7058 72 5101 28 1957 

Hospital IQR – all (%) (n = 177) 63 – 87% 13 – 37% 

Your Site Round 3 30 70 21 30 9 
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communication, but to compliment this with written information specifically tailored to support the 

relatives or carers at this time. 

 

 

 

LCP Goal 2: The relative or carer has had a full explanation of the facilities available to them, and a 

facilities leaflet has been given 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 4503 90 4048 10 455 

Hospital IQR – all (%) (n = 170*) 86 – 96% 4 – 14% 

Your Site Round 3 22 91 20 9 2 

*reduced by 3 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6895* 65 4503 35 2392 

Hospital IQR – all (%) (n = 173) 57 – 78% 22 – 43% 

Your Site Round 3 30 73 22 27 8 

 

*Sample size reduced by 163 patients (4 hospitals) as goal excluded 

9.2a: The relative or carer information sheet at the front of the LCP or equivalent has been given 

Clinical Data Applicable 

patients with 

documented data 

Achieved9 Variance 

 N % N % N 

National Round 3 2184 70 1529 30 655 

Hospital IQR – all (%) (n = 125*) 55 – 86% 14 – 45% 

Your Site Round 3 18 78 14 22 4 

 

*reduced by 9 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 5252* 42 2184 58 3068 

Hospital IQR – all (%) (n = 134) 24 – 57% 43 – 76% 

Your Site Round 3 30 60 18 40 12 

*Sample size reduced by 1806 patients (43 hospitals) as goal excluded 
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Important information on procedures and points of contact for relatives or carers after the death of their 

loved one – LCP Goals 11, 11a and 11b. 

 

After the death of the patient, important written information should be given to relatives or carers around 

any local and national procedures that may need to be followed.  It is important that such information is 

available in a written format to accompany a full explanation by the healthcare professional, as relatives 

or carers may be too upset to receive and retain only verbal instructions and information at this very 

distressing time. For example, conversations along with local information booklets regarding collection of 

the death certificate, mortuary viewing, valuables and belongings and any wishes regarding organ 

donation where appropriate. Any nationally available documents should also be given to support the 

relatives or carers at this time, along with written information about bereavement support (local and/or 

national). Goals 11, 11a and 11b prompt healthcare professionals in this regard. 

 

 

 

 

 

 

 

 

 

 

 

LCP Goal 9.3: The LCP Coping with Dying Leaflet or equivalent is given to the relative or carer 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 2438 70 1715 30 723 

Hospital IQR – all (%) (n = 122*) 54 – 83% 17 – 46% 

Your Site Round 3 Excluded     

 

*reduced by 4 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 5050* 48 2438 52 2612 

Hospital IQR – all (%) (n = 126) 34 – 60% 40 – 66% 

Your Site Round 3 Excluded     

 

*Sample size reduced by 2008 patients (51 hospitals) as goal excluded 
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LCP Goal 11: The relative or carer can express an understanding of what they will need to do next and 

are given relevant written information 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 3407* 96 3256 4 151 

Hospital IQR – all (%) (n = 171*) 94 – 100% 0 – 6% 

Your Site Round 3 4 100 4 0 0 

 

*reduced by 3 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6944* 49 3407 51 3537 

Hospital IQR – all (%) (n = 174) 29 – 67% 33 – 71% 

Your Site Round 3 30 13 4 87 26 

 

*Sample size reduced by 114 patients (3 hospitals) as goal excluded 

LCP Goal 11a: Grieving Leaflet given 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 2772 91 2515 9 257 

Hospital IQR – all (%) (n = 154*) 82 – 100% 0 – 18% 

Your Site Round 3 3 100 3 0 0 

 

*reduced by 5 hospitals as all ‘data not documented’ 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 6139* 45 2772 55 3367 

Hospital IQR – all (%) (n = 159) 26 – 61% 39 – 74% 

Your Site Round 3 30 10 3 90 527 

 

*Sample size reduced by 919 patients (18 hospitals) as goal excluded 
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Domain 4 Site Variation: Information (giving and receiving) 

Boxplots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a minimum 

of 10 patient data sets are included) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LCP Goal 11b: DWP1027 (England and Wales) or equivalent is given 

Clinical Data Applicable 

patients with 

documented data 

Achieved Variance 

 N % N % N 

National Round 3 2000 86 1712 14 288 

Hospital IQR – all (%) (n = 131) 63 – 100% 0 – 37% 

Your Site Round 3 2 0 0 100 2 

 

Compliance with 

documentation 

Total patients Data documented Data not documented 

 N % N % N 

National Round 3 5214* 38 2000 62 3214 

Hospital IQR – all (%) (n = 135) 15 – 57% 43 – 85% 

Your Site Round 3 30 7 2 93 28 

 

*Sample size reduced by 1844 patients (42 hospitals) as goal excluded 
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Commentary: Domain 4 Information (giving and receiving) 

 

Clinical Data 

• Where data were available, conversations regarding facilities available for the relatives or carers, 

including the provision of an information leaflet to support that conversation occurred in the majority 

of occasions. 

• When looking at documented evidence of providing additional supplementary information regarding 

the current condition of the patient, both the relatives or carers information leaflet (LCP) and coping 

with dying leaflet have higher recordings of variance – almost a third of occasions, indicating a 

possible reticence to giving this information in written format to the relatives or carers. The variance 

sheets should offer possible insights as to what is going on in practice for these goals. 

• In the care after death section, there is variance recorded for the provision of information leaflets, 

which should be investigated as this may highlight possible organisational barriers as to why this 

information has not been given at this time. 

• Initial conversations around updating contact details, and ensuring the relatives or carers are aware of 

the facilities available to them show less variation between hospitals (box plots), than when it comes 

to providing written information to support conversations around the current prognosis of the 

patient, and the resulting plan of care (LCP). This apparent variation in practice with regards to 

information giving to the relatives or carers should be explored. 

 

Compliance with documentation 

• When talking to the relatives and carers regarding who are the most important people to contact at 

this time, compliance is relatively high when compared to other goals in this domain. Organisations 

should try to identify any reasons behind why this may be less problematic to document at that 

moment in time than other goals across this domain. 

• Documentation regarding the giving of leaflets to support important conversations during the initial 

assessment and to support the processes involved after the death of the patient is relatively poorly 

complied with. Organisations should seek to identify any barriers to the completion of the 

documentation around these areas. 
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Domain 5: Promoting ‘Best Interest’ decision making and multidisciplinary working 

 

The recognition and diagnosis of dying is always complex; irrespective of previous diagnosis or history, 

and should not be undertaken by any one single healthcare professional. The close working of the 

multidisciplinary/multiprofessional team at this time is pivotal to the use of the LCP, and to ensure clarity 

and openness of communication between all involved in the patients care. The LCP generic version 12 UK 

includes a helpful algorithm to support the multidisciplinary/multiprofessional team in the clinical decision 

making process regarding the recognition and diagnosis of dying and use of the LCP to support care in the 

last hours or days of life. The multidisciplinary/multiprofessional team should discuss and exclude any 

reversible causes for the patient’s deterioration, including hypercalcaemia, treatable infections and the 

side effects of medications (eg opioid toxicity) (GMC, 2010), and this should be revisited as appropriate by 

the multidisciplinary/multiprofessional team, whilst care is supported by the LCP. It is important that this 

multidisciplinary/multiprofessional team assessment of the patient’s condition is not a one off event, and 

that reassessments are made and formally documented every 72 hours as a minimum or earlier, as 

considered appropriate. 

 

Senior Healthcare Professional Endorsement 

 National Round 3 

(n=7058) 

Your Site Round 3 

(n=30) 

Decision to commence LCP endorsed by most  

senior healthcare professional (%Yes) 

Hospital IQR – all (%) (n = 177) 

72% (5086) 

 

54 - 99% 

67 % (20) 

 

 

Multidisciplinary/Multiprofessional Team Reassessment 

 National Round 3 

(n=1946*) 

Your Site Round 3 

(n=6) 

Was a Full multidisciplinary/multiprofessional 

team assessment taken at least every 3 days? 

(%Yes) 

Hospital IQR – all (%) (n = 170) 

35% (685) 

 

 

0 - 64% 

33% (2) 

*NB: 72% (5112) patients have been removed from the sample as they were not supported by the LCP for 3 days or 

more. 

 

Clinically Assisted (artificial) Nutrition and Hydration 

 

There is ongoing debate regarding the use of clinically assisted (artificial) nutrition and hydration in 

palliative care (Thorns and Garrard, 2003, Faisinger and Bruera, 1997, Ganzini, 2006, NCPC 2006).  In many 

cases, a reduced need for food and fluid is a normal part of the dying process, however all decisions 

regarding the patient’s need for these interventions must be made in conjunction with the 

multidisciplinary/multiprofessional team, and should always be made in the best interest of the patient 
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(GMC 2010). This action and the outcome of that decision for the patient should be discussed with the 

patient where possible and deemed appropriate and always with the relatives or carers and clearly 

documented on the LCP. A blanket policy for giving clinically assisted (artificial) nutrition/hydration or for 

not giving clinically assisted (artificial) nutrition/hydration is ethically indefensible, and in the case of 

patients lacking capacity prohibited under the Mental Capacity Act (2005). 

 

 

 

LCP Goal 6: The patient’s need for clinically assisted (artificial) nutrition is reviewed by the MDT 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 3559 93 3313 7 246 

Hospital IQR – all (%) (n = 124) 91 – 100% 0 – 9% 

Your Site Round 3 23 87 20 13 3 

 

Compliance with 

documentation 

Total patients Data documented Data not 

documented 

 N % N % N 

National Round 3 4855* 73 3559 27 1296 

Hospital IQR – all (%) (n = 124) 63 – 86% 14 – 37% 

Your Site Round 3 30 77 23 23 7 

 

*Sample size reduced by 2203 patients (53 hospitals) as goal excluded 
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LCP Goal 7: The patient’s need for clinically assisted (artificial) hydration is reviewed by the MDT 

Clinical Data Applicable patients 

with documented 

data 

Achieved Variance 

 N % N % N 

National Round 3 3627 95 3458 5 169 

Hospital IQR – all (%) (n = 125) 93 – 100% 0 – 7% 

Your Site Round 3 21 95 20 5 1 

 

Compliance with 

documentation 

Total patients Data documented Data not documented 

 N % N % N 

National Round 3 4882* 74 3627 26 1255 

Hospital IQR – all (%) (n = 125) 65 – 89% 11 – 35% 

Your Site Round 3 30 70 21 30 9 

 

*Sample size reduced by 2176 patients (52 hospitals) as goal excluded 

Patient Status: Clinically assisted (artificial) nutrition 

Clinical Data Applicable 

patients with 

documented data 

Not 

Required 

Continued Discontinued 

Nutrition N % N % N % N 

National Round 3 2655 84 2222 2 47 15 386 

Hospital IQR – all (%) (n = 118*) 75 – 93% 0 – 2% 6 – 22% 

Your Site Round 3 14 79 11 7 1 14 2 

*reduced by 1 hospital as all patients ‘data not documented’ 

Compliance with 

documentation 

Total patients Data documented Data not documented 

 N % N % N 

National Round 3 3132* 85 2655 15 477 

Hospital IQR – all (%) (n = 119) 77 – 95% 5 – 23% 

Your Site Round 3 20 70 14 30 6 

* NB: Includes only those 3313 patients where the MDT assessed the patients need for clinically assisted (artificial) 

nutrition (goal 6 above) 

Sample size reduced by 181 patients (5 hospitals) as sub goal excluded 
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Domain 5 Site Variation: Promoting ‘Best Interest’ decision making and multidisciplinary working 

Boxplots (NB only those 156 hospitals (and where appropriate and applicable) that submitted a minimum 

of 10 patient data sets are included except for MDT 3 Day Review – n=177; and Endorsement by most 

senior HCP – n=170) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient Status: Clinically assisted (artificial) hydration 

Clinical Data Applicable 

patients with 

documented data 

Not 

Required 

Continued Discontinued Commenced 

Hydration N % N % N % N % N 

National Round 3 2279 56 1562 16 439 28 768 0** 10 

Hospital IQR – all (%) (n = 119*) 44 – 69% 6 – 24% 17 – 36% 0 – 0% 

Your Site Round 3 14 50 7 14 2 36 5 0 0 

*reduced by 1 hospital as all patients ‘goal not documented’ 

**Actual – 0.4% 

 

Compliance with 

documentation 

Total patients Data documented Data not documented 

 N % N % N 

National Round 3 3271* 70 2279 30 992 

Hospital IQR – all (%) (n = 120) 76 – 95% 5 – 24% 

Your Site Round 3 20 70 14 30 6 

* NB: Includes only those 3458 patients where the MDT assessed the patients need for clinically assisted (artificial) 

hydration (goal 7 above); Sample size reduced by 187 patients 5 hospitals) as sub goal excluded 
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Commentary: Domain 5 Promoting ‘Best Interest’ decision making and multidisciplinary working 

 

Clinical Data 

• Senior healthcare professional endorsement of the LCP was more likely to occur where this element of 

practice had a clear process and space to document on the LCP paperwork, for example on LCP 

generic version 12.    

• The documentation of the multidisciplinary/multiprofessional team 3 day review has the widest 

example of hospital variation across the domain. It is encouraging however, that although there is 

large variation in hospital performance against this element; some hospitals are achieving this on 

100% of occasions. This could highlight an opportunity for lower performing hospitals to learn from 

other services or organisations. 

• Engagement of the multidisciplinary/multiprofessional team in order to establish ‘best interest’ 

decision making regarding clinically assisted (artificial) hydration and nutrition is relatively well 

achieved, where data is available. However the evidence of variation against these goals should be 

scrutinised for information as to why this issue was not raised with the 

multidisciplinary/multiprofessional team, in the minority of patients. 

• Where data were available, overall patients were more likely to be receiving clinically assisted 

(artificial) hydration at initial assessment rather than nutrition; although for the majority of patients, 

the decision by the multidisciplinary/multiprofessional team was that clinically assisted (artificial) 

hydration or nutrition is not required at all at this moment in time. 

• Of those patients receiving it, clinically assisted (artificial) hydration was more likely to be continued 

after the multidisciplinary/multiprofessional team discussion than clinically assisted (artificial) 

nutrition, with around a sixth (16%) of patients still receiving this after the initial assessment. 

• For only a very small minority of patients, less than 0.4%, did the multidisciplinary/multiprofessional 

team decide that it was in the best interest of the patient to commence clinically assisted (artificial) 

hydration at this moment in time.  

 

Compliance with Completion 

• The level of data not documented in this domain is relatively high, and it is imperative that hospitals 

investigate any potential barriers to documentation of these goals at this time. 

• Engagement of the multidisciplinary/multiprofessional team is integral to the ethos of care supported 

by the LCP generic version 12, and appropriate documentation must exist in order to ensure 

transparency of care delivery and any changing or continuing care plans, so that all healthcare 

professionals involved in the patient’s care are aware of the patient’s current status. 
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Section 3: Patients with a diagnosis of cancer versus patients with a diagnosis other than cancer 

 

Each round of the NCDAH has seen an increase in the amount of data submitted from patients with a 

diagnosis other than cancer: R1 55%; R2 61%; R3 68%. In NCDAH Round 2 Generic Report (NCDAH 2009) 

patient level data were split into 2 groups – cancer; non-cancer, in order to illustrate whether any 

differences were evident in the way care had been delivered, as documented on the LCP. Certain 

differences were observed, for example those patients with a diagnosis other than cancer had a lower 

proportion of achieved recorded for their ability to communicate, and for discussions regarding diagnosis 

and prognosis (Part E: NCDAH Round 2 generic report). Explanations for this could be the high number of 

patients with a diagnosis of dementia, or stroke.  

As the proportion of patients with a diagnosis other than cancer has continued to rise for the 3
rd

 round, 

the sample was again split to see whether any apparent differences in care delivery had remained 

between rounds. 

 

Main Findings: patients with a diagnosis of cancer versus a diagnosis other than cancer 

 

• Patients with a diagnosis other than cancer are more likely to be older (median 84 years) when 

compared to patients with a diagnosis of cancer (median 75 years). 

• The length of time that care is supported by the LCP appears to be slightly longer for patients with a 

diagnosis other than cancer, although this is still relatively similar (cancer 27 hours; non-cancer 31 

hours). 

• Again as in NCDAH Round 2, for goals relating to communication with the patient, lower levels of % 

achieved were recorded for patients with a diagnosis other than cancer: 

o The patient is able to take a full and active part in communication – cancer 56%; non-

cancer 39%. 

o The patient is aware they are dying – cancer 71%; non-cancer 48% achieved. 

o The patient is given the opportunity to discuss what is important to them – cancer 68%; 

non-cancer 56%. 

• Notable similarities can also be observed between the two groups, for example medication 

prescribing, and recording the multidisciplinary/multiprofessional team decision regarding current 

interventions. 

o Medication prescribed prn for all 5 symptoms (pain, agitation, respiratory tract secretions 

(RTS), nausea and vomiting, dyspnoea) was achieved in 91% for both groups of patients. 
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o The patient’s need for current interventions has been reviewed by the 

multidisciplinary/multiprofessional team was also identical, with 98% achieved for both 

groups. 

• Patients with a diagnosis other than cancer were equally as likely to be assessed on a routine basis (at 

least every 4 hours), with over 80% of all possible assessments being documented at the point of care 

delivery for both groups of patients. 

• The levels of compliance with completion between the two groups remain very similar across all goals 

of care. 

• With the exception of higher levels of variance recordings for goals relating to communication with 

the patient, care delivery as documented on the LCP appears to be very similar regardless of whether 

the patient has a diagnosis of cancer, or a diagnosis other than cancer. 

 

Section 4: Part B Key Findings 

 

• Where data were available, patients had medication prescribed, in an anticipatory capacity, for all 5 

symptoms in the vast majority of occasions (91%). Variance in this instance needs to be scrutinised, in 

order to ascertain the reasons why for some patients, this was not done. 

• Just over a third (40%) of all patients, for whom this was documented, did not require medication to 

be administered via CSCI at initial assessment. 

• The multidisciplinary/multiprofessional team was engaged in discussions concerning the 

appropriateness of current interventions at this moment in time for almost all (98%) patients in the 

sample, in cases where data were available. 

• For those patients for whom the multidisciplinary/multiprofessional team were involved in the 

decisions around current interventions, it was agreed that the majority of interventions were not in 

the best interest of the patient at this moment in time. 

o Oxygen therapy was the exception, with 45% of patients having oxygen continued at initial 

assessment. 

• In the ongoing assessment of the patient, where assessments were recorded in the last 24 hours, the 

majority of patients were documented as comfortable for those goals relating to symptom control. 

• Use of variance has been utilised more frequently for patients than with relatives or carers when 

offering the opportunity to discuss what is important to them at this time. Encouragingly, where data 

is available, these results indicate that where it is not possible to enter into discussion with the patient 

(and variance has been documented), this issue was addressed with the relatives or carers. 

• The most variation in hospital performance occurs around those conversations with the patient 

regarding awareness of dying (goal 1.3), and addressing cultural, spiritual or religious needs (goal 3.1) 
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at this time. The spread of % achieved varies greatly, indicating that practice across different hospitals 

may be very different, and this should be a point of discussion when interpreting these results. 

Patients with a diagnosis other than cancer had a higher proportion of variance recorded for these 

goals of care (Cancer 29% for goal 1.3 /32% for goal 3.1; non-cancer 52% for goal 1.3/44% goal 3.1).  

• Establishing awareness that the patient is dying was achieved most often with the relatives or carers 

(97%), than with the patient (58%) even after unconscious patients were removed from the sample. 

Information recorded on the variance sheets should provide important information on the reasons for 

this difference in levels of achieved recorded for this goal. 

• Communication with the Primary Healthcare Team/GP and appropriate services across the 

organisation both prior to and after death have the highest recordings of missing data. Processes 

should be put in place to address these issues. 

• When looking at documented evidence of providing additional supplementary information around the 

current condition of the patient, both the relatives or carers information leaflet (LCP) and coping with 

dying leaflet have higher recordings of variance – almost a third of occasions, indicating a possible 

reticence to giving this information in written format to the relatives or carers. The variance sheets 

should offer possible insights as to what is going on in practice for these goals. 

• In the care after death section, there is a reasonable amount of variance recorded for the provision of 

information leaflets, which should be investigated as this may highlight possible organisational 

barriers as to why this information has not been given at this time. 

• Initial conversations regarding updating contact details, and ensuring the relatives or carers are aware 

of the facilities available to them show less variation between hospitals than when it comes to 

providing written information to support conversations regarding the current prognosis of the patient, 

and the resulting plan of care (LCP). This apparent variation in practice with regards to information 

giving to the relatives or carers should be explored. 

• Senior healthcare professional endorsement of the LCP was more likely to occur where this element of 

practice had a clear process and space to document on the LCP paperwork, for example on LCP 

generic version 12.    

• The documentation of the multidisciplinary/multiprofessional team 3 day review has the widest 

example of hospital variation across domain 5. It is encouraging however, that although there is large 

variation in hospital performance against this element; some hospitals are achieving this on 100% of 

occasions. This could highlight an opportunity for lower performing hospitals to learn from other 

services or organisations. 

• Of those patients receiving it, clinically assisted (artificial) hydration was more likely to be continued 

after the multidisciplinary/multiprofessional team discussion than clinically assisted (artificial) 

nutrition, with around a sixth (16%) of patients still receiving this after the initial assessment. 
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• For only a very small minority of patients, less than 0.4%, did the multidisciplinary/multiprofessional 

team decide that it was in the best interest of the patient to commence clinically assisted (artificial) 

hydration at this moment in time.  

 

Compliance with documentation 

• Compliance with the documentation is relatively well adhered to across domain 1, with the majority of 

outcomes being documented at the point of care delivery (71% - 95%). 

• Compliance with documentation around the multidisciplinary/multiprofessional team assessment of 

the patient’s need for current interventions was 62%, with just over a third of all cases not 

documented at point of care delivery. Organisations should scrutinise the process they have in place 

for the recording of decisions made by the multidisciplinary/multiprofessional team at this moment in 

time, to ensure documentation of this improves for the future. 

• Compliance with the documentation should be addressed throughout domain 2, especially for those 

goals concerning offering the opportunity for patients and relatives or carers to discuss what is 

important to them at this time, as well as those goals in the care after death section. Low compliance 

may indicate a lack of confidence around addressing these issues, and could point towards further 

education and training needs in this area. 

• Documentation for assessments of the patient, relatives or carers in terms of psychosocial aspects of 

care at this time should be a focus for improvement, as around a fifth of assessments (18% – 20%) are 

not documented at the point of care delivery across the national sample. 

• Documentation regarding the giving of information leaflets to support important conversations during 

the initial assessment and to support the processes involved after the death of the patient is relatively 

poorly complied with. Organisations should seek to identify any barriers to the completion of the 

documentation around these areas. 

• The level of data not documented in domain 5 is relatively high, and it is imperative that hospitals 

investigate any potential barriers to documentation of these goals at this time. 
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PART C: KEY PERFORMANCE INDICATORS (KPI)  

 

These KPIs are data driven metrics that have been developed to illustrate performance of participating  

Hospital Trusts (Organisational KPI’s) and hospitals (Clinical KPI’s) against specific ‘themes’ of care 

provision and delivery, with which individual hospitals can gauge their relative performance. Appendix 2 

provides more information on how these KPIs were constructed. They can be usefully included on the 

‘corporate performance dashboard’ used in many Trusts to promote continuous quality improvement.   

 

The spread of the performance of hospitals nationally for the KPIs has been divided into three; Red, Amber 

and Green (RAG) coded sections based on the Inter Quartile Range: 

• ‘Red’ Box represents the spread of performance for the bottom 25% of hospitals  

• ‘Amber’ Box represents the spread of performance for the middle 50% of hospitals 

• ‘Green’ Box represents the spread of performance for the top 25% of hospitals  

 

These KPI’s have been developed to provide Hospital Trusts with an indication of how their individual 

performance compares with that of the whole sample (Trust level for the Organisational KPI’s and 

individual hospital level for the Clinical KPI’s). Whilst an absolute target of 100% would always be 

recommended as a point to aim and strive for, these KPI’s have been constructed to illustrate the spread 

of performance across participating Hospital Trusts, and can provide a valuable yardstick against which to 

measure improvement into the future. 

 

Further work is planned to develop patient related outcome measures (PROM’s) (DH 2011) from the 

collection of the national audit dataset.  

 

Organisational Key Performance Indicators (KPI’s) 

131 NHS Trusts took part in the organisational element of the NCDAH Round 3, and these KPI’s contain 

information derived from responses given against specific elements of care provision for each trust. 

 

Clinical Key Performance Indicators (KPI’s) 

It is important to remember that some hospitals within the sample submitted a relatively small number of 

patient data sets to the audit.  For this reason, the KPI’s only include those 121 hospitals that submitted at 

least a minimum of 30 patient cases into the clinical section of the NCDAH Round 3.  
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Key Performance Indicator 1: Access to Information relating to death and dying: to support care in the last 

hours or days of life 

 

Once the multidisciplinary/multiprofessional team have agreed that a patient is dying, it is imperative that 

communication is engaged in around what is expected to happen at this moment in time, both with the 

patient where possible and deemed appropriate but always with the relatives or carers. Death and dying is 

a complex issue for most people to come to terms with, and therefore it is imperative that good verbal 

communication is backed up with written information at this moment in time (CQC 2010). This KPI focuses 

on the availability of important information leaflets for patients and their relatives or carers. The table 

below illustrates the data those 131 Hospital Trusts that submitted data into the organisational element of 

the NCDAH Round 3. 

 

KPI 1 Your Site Round 3 

 

National Round 3 

(n=131) 

 Median % (IQR) 71% 71% 

(57% - 71%) 

 

0% - 56% 57% - 71% 72% - 100% 

Red Amber Green 

 

Key Performance Indicator 2: Access to specialist support (Specialist Palliative Care Services,  LCP 

Facilitator) for care in the last hours or days of life 

Access to timely and appropriate services in the last hours or days of life is essential to facilitate the 

provision of good end of life care. It is the duty of each care providing organisation to ensure that services 

are available and fit for purpose. Patients should have access to a multi disciplinary specialist palliative 

care team, and the coordination of care should ensure that access to other services that may be required 

are facilitated as needed (CQC 2010, DH 2009, European Commission 2004). Services should enable the 

face to face contact with patients 7 days a week, and provide telephone support out of hours. The table 

below illustrates data from those 131 Hospital Trusts that submitted data into the organisational element 

of the NCDAH Round 3. 

 

KPI 2 Your Site Round 3 

 

National Round 3 

(n=131) 

 Median % (IQR) 25% 63% 

(50% - 75%) 

 

0% - 49% 50% - 75% 76% - 100% 

Red Amber Green 
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Key Performance Indicator 3: Care of the Dying: Continuing Education, Training and Audit 

 

The cycle of continuous quality improvement in care of the dying is facilitated by the provision of good 

ongoing education and training for all staff within an organisation, and also by the process of audit and 

evaluation of services and care delivery. Guidance documents for care of the dying produced by the 

government all focus heavily on the importance of ensuring all healthcare professionals are educated 

appropriately, and also that there are mechanisms in place to ensure that care delivery is routinely 

monitored in order to identify areas for improvement, further education and training, and allocation of 

resources (DH 2008, 2009, CQC 2010). The table below illustrates data from those 131 Hospital Trusts that 

submitted data into the organisational element of the NCDAH Round 3. 

KPI 3 Your Site Round 3 

 

National Round 3 

(n=131) 

 Median % (IQR) 50% 67% 

(50% - 83%) 

 

0% - 49% 50% - 83% 84% - 100% 

Red Amber Green 

 

Key Performance Indicator 4: Care of the dying: Clinical provision/protocols promoting patient privacy, 

dignity and respect, up to and including after the death of the patient  

 

The promotion of privacy, dignity and respect for both patients and relatives or carers, should be at the 

centre of all care provided at this moment in time (DH 2009, CQC 2010). The time before a patient dies 

can be a very emotional and stressful time, both for the patient and the people who care for them, and 

efforts should be focussed on ensuring an appropriate and supportive environment for the delivery of care 

at this time. Any cultural, spiritual or religious needs should be facilitated by the appropriate coordination 

and availability of services as appropriate, and ensuring the patient and relatives or carers are at the 

centre of all aspects of care delivery, both before and after death. The table below illustrates data from 

those 131 Hospital Trusts that submitted data into the organisational element of the NCDAH Round 3. 

 

 

KP1 4 Your Site Round 3 

 

National Round 3 

(n=131) 

 Median % (IQR) 67% 78% 

(67% - 89%) 

 

0% - 66% 67% - 89% 90% - 100% 

Red Amber Green 
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NCDAH Round 3 – Clinical Key Performance Indicators 

The following are based on data from those 121 hospitals that submitted at least a minimum of 30 patient 

cases into the Clinical section of the NCDAH Round 3 (See appendix 2 for details of data included for each 

KPI). 

 

Key Performance Indicator 5: Anticipatory prescribing for the 5 key symptoms that may develop in the last 

hours or days of life 

 

Goal 4.1 on the LCP generic version 12 requires the anticipatory prescribing of appropriate drugs for Pain, 

Agitation, Respiratory Tract Secretions, Nausea and Vomiting, and Dyspnoea.  It is imperative that 

appropriate drugs are written up on commencement of the LCP regardless of whether the patient is 

symptomatic at that point in time.  The aim of this element of care planning is to facilitate a prompt 

response in the event of the patient becoming symptomatic, in order to optimise symptom control.  

 As such, goal 4.1 is an example of a goal with an overriding duty or principle and has been included as a 

performance indicator for this reason. The table below illustrates data from those 121 hospitals that 

submitted at least 30 patient data sets. 

 

KP1 5 

 

Your Site Round 3 

(n=30) 

National Round 3 

(n=121) 

 Median % (IQR) 83% 83% 

(73% - 92%) 

 

0% - 72% 73% - 92% 93% - 100% 

Red Amber Green 

 

 

Key Performance Indicator 6: Communication with the relatives and carers regarding the plan of care 

(LCP), to promote understanding 

 

The recognition and diagnosis of dying is always complex, irrespective of previous diagnosis or history. 

Uncertainty is an integral part of dying, and it is essential that all decisions leading to a change in care 

delivery are communicated fully to the relatives and carers, and the views of all concerned must be 

listened to and documented. It is important that written information is available, in support of any 

conversations had at this moment in time, as it is sometimes difficult for relatives or carers to remember 

everything that has been explained to them. The table below illustrates data from those 121 hospitals that 

submitted at least 30 patient data sets. 
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KP1 6 Your Site Round 3 

 

National Round 3 

(n=121) 

 Median % (IQR) 77% 71% 

(65% - 80%) 

0% - 64% 65% - 80% 81% - 100% 

Red Amber Green 

 

Key Performance Indicator 7: Ongoing, routine assessment of the patient, relatives or carers  

 

 A core feature of care in the last hours or days of life is the requirement for regular assessment and 

monitoring of the patient’s condition on an ongoing basis. LCP generic version 12 promotes and supports 

this endeavour by including within the document, an ongoing assessment section for recording the 

patient’s condition. Healthcare professionals must assess the patient at a minimum of every 4 hours, in 

terms of important indices regarding their physical wellbeing, as well as to ensure that the dignity, privacy 

and respect of both the patient and their relatives or carers is upheld at every opportunity. This minimum 

standard can be monitored, by the utilisation of data from completed LCP’s, to show if assessments were 

documented at least every 4 hours. The table below illustrates data from those 121 hospitals that 

submitted at least 30 patient data sets. 

 

KPI 7 Your Site Round 3 

 

National Round 3 

(n=120*) 

 Median % (IQR) 54% 76% 

(69% - 84%) 

 

0% - 68% 69% - 84% 85% - 100% 

Red Amber Green 

*reduced by 1 hospital as all goals were ‘excluded from analysis’ 

 

Key Performance Indicator 8: Compliance with completion of the LCP (or ‘matched’ alternative).   

 

Documenting the care delivered in the last hours or days of life appropriately and consistently is very 

important.  Good documentation not only provides a wealth of information that is important to other 

colleagues involved in caring for the particular patient and family, it also allows scrutiny of the care that 

was delivered after the event. The design and layout of the LCP makes completion of documentation 

against each goal simple and straightforward and compliance (full completion of the documentation) 

should, therefore, be achievable.  The table below illustrates data from those 121 hospitals that submitted 

at least 30 patient data sets. 
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KPI 8 Your Site Round 3 

 

National Round 3 

(n=121) 

 Median % (IQR) 61% 67% 

(59% - 76%) 

 

0% - 58% 59% - 76% 77% - 100% 

Red Amber Green 
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PART D: The Impact of an LCP Facilitator (or equivalent) on compliance with completion of the LCP 

generic version 12 

 

The results from Round 2 of the National Care of the Dying Audit - Hospitals (NCDAH, 2009) revealed that 

those hospitals that had an LCP Facilitator at the beginning of the audit period had higher levels of 

compliance (Gambles et al, 2009) with completion of the documentation.  Goals that were coded either 

‘achieved’, ‘variance’, ‘comatose’ or ‘not applicable’ were deemed to represent compliance, only those 

where nothing was recorded were deemed to represent non compliance.  In order to assess the impact of 

an LCP Facilitator further in this round, and to highlight any differences in performance around the use of 

the new national document LCP generic version 12, domain scores for level of compliance have been 

analysed separately against 2 groups: 

 

Group 1: Those with at least 1 LCP facilitator, using LCP generic version 12 

 Group 2: Those without an LCP facilitator, using LCP generic version 12 

 

The Impact of an LCP Facilitator (or equivalent) on hospital compliance in Round 3 

Table gives median and IQR 

compliance of hospitals within each 

group (n=74) 

Domain  

1 

 

Domain 

2 

Domain 

3 

Domain 

4 

Domain  

5 

Those with at least 1 LCP facilitator, 

using LCP generic version 12  

(n=40 hospitals) 

81% 

(78-86) 

82% 

(78-88) 

65% 

(58-78) 

54% 

(44-68) 

81% 

(67-88) 

Those without an LCP facilitator, 

using LCP generic version 12  

(n=34 hospitals) 

75% 

(67-80) 

78% 

(72-84) 

58% 

(54-75) 

45% 

(41-67) 

70%  

(59-83) 

 

Domain 1 - Physical comfort of the patient  

Domain 2 - Promoting Dignity, Privacy and Respect including Spiritual and religious needs of the patient 

and relatives or carers (including after the death of the patient) 

Domain 3 - Communication (patient, relatives or carers and other healthcare colleagues)  

Domain 4 - Appropriate information (giving and receiving)  

Domain 5 - Promoting ‘Best Interest’ Decision making and multidisciplinary working 

 

The results of this descriptive analysis showed that for all domains of care, those hospitals that did not 

have an LCP facilitator (or equivalent) in post during the audit period, had lower levels of compliance 

across the board. 
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PART E: ROUND 3 RECOMMENDATIONS 

 

 NCDAH ROUND 3 - RECOMMENDATIONS 

 FOR CONTINUOUS QUALITY IMPROVEMENT FOR CARE OF THE DYING IN HOSPITALS  

1. Education and training in care of the dying should be mandatory for all staff caring for dying 

patients and their families. 

 

2. Hospital specialist palliative care teams should operate a seven day 9am to 5pm face to face 

service to support healthcare professionals caring for dying patients. 

 

3. Hospitals should have an LCP facilitator to support education and training, support care of the 

dying and to increase compliance with completion of documentation. 

 

4. The decision that a patient is dying and in the last hours or days of life should be made by the 

multidisciplinary/multiprofessional team and documented by the senior doctor who is 

ultimately responsible for the patient’s care. 

 

5. The decision that a patient is dying and in the last hours or days of life should always be 

discussed with the patient where possible and deemed appropriate but always with the relatives 

or carers and appropriate written information should be available to support significant 

conversations at this time. 

 

6. The patient’s condition should be reassessed regularly and formally documented four hourly. A 

full multidisciplinary/multiprofessional team review should be undertaken every 72hours or 

earlier as appropriate. 

 

7. All  Hospital Trusts should have a best practice model of care in place for patients in the last 

hours or days of life, including up to and after the death of the patient, such as the LCP generic 

version 12 (DH 2009). 

 

8. Attention should be given to the three key areas of greatest variation between hospitals in the 

National Audit 

A:  The provision of written information to support conversations (Initial Assessment 

Goals 9.2a and 9.3)) 

B:  The provision of written information to support bereaved relatives (Care after Death 

Goal 11b) 

C:  Communication with GP/Primary Healthcare Team (Initial Assessment Goal 9.4 and 

Care after Death Goal 12.1) 

 

9. Attention should be given to the three key areas of poor completion of documentation in the 

National Audit 

A:  Senior Healthcare Endorsement 

B:   Giving and Receiving of Information (Initial Assessment Goal 1.5 and Care after 

Death Goal 11 and 11a)           

C:    Communication with GP/Primary Healthcare Team (Initial Assessment Goal 9.4 and 

Care after Death Goal 12.1) 

 

10. Care of the dying should be included within the Hospital Trust audit programme including 

participation in the National Care of the Dying Audit Hospitals (NCDAH) every 2 years. 
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Appendix 1 – Participating Hospitals (by SHA and Trust)  
 

Strategic Health Authority Trusts Hospitals 

EAST MIDLANDS SHA 5 7 

EAST OF ENGLAND SHA 28 38 

LONDON SHA 19 26 

NORTH EAST SHA 7 20 

NORTH WEST SHA 23 28 

SOUTH CENTRAL SHA 5 6 

SOUTH EAST COAST SHA 11 14 

SOUTH WEST SHA 13 17 

WEST MIDLANDS SHA 6 5 

YORKSHIRE AND HUMBER SHA 13 16 

ISLE OF MAN (NO SHA) 1 1 

TOTAL 131 178 

 

 

EAST MIDLANDS SHA 

George Eliot Hospital NHS Trust 

George Eliot Hospital 

Nottingham University Hospitals NHS Trust 

Nottingham University Hospitals 

Sherwood Forest Hospitals NHS Foundation Trust 

King’s Mill Hospital 

 

University Hospital Coventry & Warwickshire NHS 

Trust 

University Hospital Coventry & Warwickshire 

University Hospitals of Leicester NHS Trust 

Leicester Royal Infirmary 

Glenfield Hospital 

Leicester General Hospital 

 

EAST OF ENGLAND SHA 

Barking, Havering & Redbridge University 

Hospitals NHS Trust 

Queens Hospital 

King George Hospital 

Basildon and Thurrock Hospitals NHS Trust 

Basildon University Hospital 

 

Bedford Hospital NHS Trust 

Bedford Hospital 

 

Buckinghamshire Healthcare NHS Trust 

Wycombe Hospital 

Stoke Mandeville Hospital 

Cambridge Hospitals NHS Trust 

Addenbrookes Hospital 

Colchester Hospitals NHS Trust 

Colchester General Hospital 

Essex County Hospital 

Dartford & Gravesham NHS Trust 

Darent Valley Hospital 

 

East & North Herts NHS Trust 

Lister Hospital 

QEII Hospital 

East Kent Hospitals University NHS Foundation 

Trust 

Queen Elizabeth the Queen Mother Hospital 

Kent & Canterbury Hospital 

The William Harvey Hospital 

Great Western Hospital NHS Trust 

Great Western Hospital 

 

Heatherwood & Wexham Park NHS Foundation 

Trust 

Wexham Park Hospital 

Hereford Hospitals NHS Trust 

The County Hospital 
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Hinchingbrooke Healthcare NHS Trust 

Hinchingbrooke Hospital 

James Paget University Hospitals NHS Trust 

James Paget University  Hospital 

Luton & Dunstable Hospital NHS Foundation Trust 

 

Maidstone & Tunbridge Wells Hospitals NHS Trust 

Maidstone Hospital 

Kent & Sussex Hospital 

Medway NHS Foundation Trust 

Medway Maritime Hospital 

Mid Essex Hospital Services NHS Trust 

Broomfield Hospital 

Milton Keynes Hospital NHS Foundation Trust 

Milton Keynes Hospital 

Norfolk & Norwich University Hospitals NHS Trust 

Norfolk & Norwich University Hospital 

Oxford Radcliffe NHS Trust 

John Radcliffe Hospital 

Churchill Hospital 

Horton General Hospital 

Papworth Hospital NHS Trust 

Papworth Hospital 

 

Peterborough & Stamford Hospitals NHS Trust 

Peterborough City Hospital 

Royal Berkshire NHS Foundation Trust 

Royal Berkshire Hospital 

Salisbury NHS Foundation Trust 

Salisbury District Hospital 

South London Healthcare NHS Trust 

Princess Royal University Hospital 

Queen Elizabeth Woolwich Hospital 

Queen Mary’s Hospital 

The Queen Elizabeth Hospital Kings Lynn NHS 

Trust 

Queen Elizabeth Hospital Kings Lynn 

North Cambridgeshire Hospitals 

North Cambridge Hospital  

 

LONDON SHA 

Barnet & Chase Farm Hospitals NHS Trust 

Chase Farm Hospital 

Barnet Hospital 

Barts and The London NHS Trust 

The Royal London Hospital 

St Bartholomew’s Hospital 

Chelsea & Westminster Hospitals NHS Trust 

Chelsea & Westminster Hospital 

Ealing Hospital NHS Trust 

Ealing Hospital 

Guys’ and St.Thomas’ Hospital NHS Trust 

Guys Hospital 

St Thomas’ Hospital 

Homerton University Hospital NHS Trust 

Homerton University Hospital 

Imperial College Healthcare NHS Trust 

St Mary’s Hospital 

Charing Cross Hospital 

Hammersmith Hospital 

King’s College Hospital NHS Trust 

King’s College Hospital 

 

Lewisham Healthcare NHS Trust 

University Hospital Lewisham 

Newham University Hospital NHS Trust 

Newham Hospital 

North Middlesex Hospital NHS Trust 

North Middlesex University Hospital 

 

North West London Hospitals NHS Trust 

Northwick Park Hospital 

Central Middlesex Hospital 

Royal Free Hampstead NHS Trust 

Royal Free Hospital 

Royal Marsden NHS Foundation Trust 

Royal Marsden Hospital 

St Georges Healthcare NHS Trust 

St Georges Hospital 

The Hillingdon Hospital NHS Trust 

The Hillingdon Hospital 

The Whittington Hospital NHS Trust 

The Whittington Hospital 

 

University College London Hospital NHS Trust 

University College London Hospital 

Heart Hospital 

West Middlesex University Hospital NHS Trust 

West Middlesex University Hospital 
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NORTH EAST SHA 

City Hospitals Sunderland NHS Trust 

Sunderland Royal Hospital 

 

County Durham and Darlington NHS Foundation 

Trust 

University Hospital of North Durham 

Darlington Memorial Hospital 

Gateshead Health NHS Foundation Trust 

Queen Elizabeth Hospital 

 

Newcastle Upon Tyne Hospitals NHS Trust 

Freeman Hospital 

Royal Victoria Infirmary  

North Tees and Hartlepool NHS Foundation Trust 

University Hospital of North Tees 

University Hospital of Hartlepool 

 

Northumbria Healthcare NHS Foundation Trust 

Alnwick Infirmary 

Berwick Infirmary 

Blyth Community Hospital 

Haltwhistle War Memorial Hospital 

Hexham General Hospital 

Morpeth Cottage Hospital 

North Tyneside General Hospital 

Rothbury Community Hospital 

Wansbeck General Hospital 

South Tyneside NHS Foundation Trust 

South Tyneside District Hospital 

Palmer Community Hospital 

Primrose Hill Hospital 

 

NORTH WEST SHA 

Aintree University Hospitals NHS Foundation 

Trust 

University Hospital Aintree 

Blackpool Teaching Hospitals NHS Foundation 

Trust 

Blackpool Victoria Hospital 

Central Manchester NHS Foundation Trust 

Manchester Royal Infirmary 

Clatterbridge Centre for Oncology NHS Trust 

Clatterbridge Centre for Oncology 

Countess of Chester Hospital NHS Foundation 

Trust 

Countess of Chester Hospital 

East Lancashire Hospitals NHS Trust 

Royal Blackburn Hospital 

 

Lancashire Teaching Hospitals NHS Foundation 

Trust 

Royal Preston Hospital 

Chorley & South Ribble District General Hospital 

Mid Cheshire Hospitals NHS Foundation Trust 

Leighton Hospital 

 

Pennine Acute Hospitals NHS Trust 

The Royal Oldham Hospital 

North Manchester General Hospital 

Fairfield General Hospital 

Royal Bolton Hospital NHS Foundation Trust 

Royal Bolton Hospital 

 

Royal Liverpool & Broadgreen University Hospitals 

NHS Trust 

Royal Liverpool University Hospital 

Broadgreen Hospital 

Salford Royal NHS Foundation Trust 

Salford Royal Hospital 

 

Southport & Ormskirk NHS Trust 

Southport & Ormskirk District General Hospital 

St Helens & Knowsley Hospitals NHS Trust 

Whiston Hospital 

Stockport NHS Foundation Trust 

Stepping Hill Hospital 

Tameside Hospital NHS Foundation Trust 

Tameside Hospital 

The Christie NHS Foundation Trust 

The Christie Hospital 

Trafford Healthcare NHS Trust 

Trafford General Hospital 
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University Hospital of South Manchester NHS 

Trust 

Wythenshawe Hospital 

University Hospitals of Morecambe Bay NHS Trust 

Royal Lancaster Infirmary 

Furness General Hospital 

Warrington & Halton Hospitals NHS Trust 

Warrington Hospital 

Wirral University Teaching Hospitals NHS Trust 

Wirral University Teaching Hospital 

Wrightington, Wigan & Leigh NHS Trust 

Royal Albert Edward Infirmary 

 

SOUTH CENTRAL SHA 

Basingstoke & North Hampshire Hospitals NHS 

Foundation Trust 

Basingstoke & North Hants Hospital 

Northampton General Hospital NHS Trust 

Northampton General Hospital 

 

Portsmouth Hospitals NHS Trust 

Queen Alexandra Hospital 

 

Southampton University Hospitals NHS 

Foundation Trust 

Southampton General Hospital 

Winchester & Eastleigh Healthcare NHS Trust 

Royal Hampshire County Hospital 

Andover War Memorial Hospital 

 

SOUTH EAST COAST SHA 

Ashford and St Peter’s Hospitals NHS Trust 

St Peter’s Hospital 

 

Brighton & Sussex University Hospitals NHS Trust 

Royal Sussex County Hospital 

Princess Royal Hospital Brighton 

Croyden Health Services NHS Trust 

Croyden University Hospital 

 

East Sussex Healthcare NHS Trust 

Eastbourne District Hospital 

Conquest Hospital 

Epsom and St. Helier Hospitals NHS Trust 

Epsom General Hospital 

St. Helier Hospital 

Frimley Park Hospital NHS Trust 

Frimley Park Hospital 

 

Ipswich Hospital NHS Trust 

Ipswich Hospital 

Kingston Hospital NHS Trust 

Kingston Hospital 

Royal Surrey County Hospital NHS Foundation 

Trust 

Royal Surrey County Hospital 

Surrey & Sussex Healthcare NHS Trust 

East Surrey Hospital 

 

West Suffolk Hospital  NHS Trust 

West Suffolk Hospital 

 

SOUTH WEST SHA 

Gloucestershire Hospitals NHS Foundation Trust 

Cheltenham General Hospital 

Gloucestershire Royal Hospital 

North Bristol NHS Trust 

Frenchay Hospital 

Southmead Hospital 

Northern Devon Healthcare NHS Acute Trust 

North Devon District Hospital 

Plymouth Hospitals NHS Trust 

Derriford Hospital 

Poole Hospital NHS Foundation Trust 

Poole Hospital 

 

Royal Bournemouth & Christchurch NHS Trust 

Royal Bournemouth Hospital 

Christchurch Hospital 

Royal Cornwall Hospitals NHS Trust 

Royal Cornwall Hospital 

West Cornwall Hospital 

Royal Devon & Exeter NHS Foundation Trust 

Royal Devon & Exeter Hospital 

 

Taunton and Somerset NHS Foundation Trust 

Musgrove Park Hospital 

University Hospitals Bristol NHS Foundation Trust 
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Weston Area NHS Trust 

Weston General Hospital 

 

Worcestershire Acute Hospitals NHS Trust 

Worcestershire Royal Hospital 

The Alexandra Hospital 

Yeovil District Hospital NHS Foundation Trust 

Yeovil District Hospital 

 

WEST MIDLANDS SHA 

Derby Hospitals NHS Foundation Trust 

Royal Derby Hospital 

Heart of England NHS Foundation Trust 

Heartlands Hospital 

Sandwell and West Birmingham NHS Trust  

 

The Royal Wolverhampton Hospital NHS Trust 

Newcross Hospital 

University Hospital of North Staffordshire NHS 

Trust 

University Hospital of North Staffordshire 

Walsall Hospital NHS Trust 

Walsall Hospital 

YORKSHIRE and HUMBER SHA 

Airedale NHS Foundation Trust 

Airedale General Hospital 

Barnsley Hospital NHS Foundation Trust 

Barnsley Hospital 

Bradford Teaching Hospitals NHS Foundation 

Trust 

Bradford Royal Infirmary 

Calderdale & Huddersfield NHS Foundation Trust 

 

Doncaster and Bassetlaw Hospitals NHS Trust 

Doncaster Royal Infirmary 

Bassetlaw Hospital 

Harrogate and District NHS Foundation Trust 

Harrogate and District Hospital 

 

Hull and East Yorkshire Hospitals NHS Trust 

Hull Royal Infirmary 

 

Mid Yorkshire Hospitals NHS Trust 

Pindersfield & Pontefract 

Dewsbury District Hospital 

Rotherham NHS Foundation Trust 

Rotherham Hospital 

Scarborough & North East Yorkshire NHS Trust 

Scarborough Hospital 

Sheffield Teaching Hospitals  NHS Trust 

Northern General Hospital 

Royal Hallamshire Hospital 

The Leeds Teaching Hospitals NHS Trust 

St James’s University Hospital 

Leeds General Infirmary 

York NHS Foundation Trust 

York Teaching Hospital 
 

ISLE OF MAN (NO SHA) 

Nobles Hospital   
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Appendix 2:  Breakdown of Key Performance Indicators 

 

NCDAH Round 3 

Key Performance Indicator (KPI) Breakdown 

 

Section A: Organisational Audit KPIs 
 

1. Access to Information relating to death and dying: to support care in the last hours or days of life 
6,7,8 

 
Questions from Organisational Audit Included in KPI 

5.1 The LCP 'Coping with Dying' Leaflet or equivalent (for relatives or carers) 

5.2 Leaflet explaining the organisation’s facilities that are available (for relatives or carers) 

5.3 Bereavement Leaflet - i.e. leaflet explaining the grieving process (for relatives or carers) 

5.4 Leaflet explaining local procedures to be undertaken after the death of a patient (for 

 relatives or carers) 

5.5 Department of Work and Pensions (DWP) leaflet 1027, What to Do After a Death in England and   

               Wales (or equivalent)
 

5.6 Leaflet explaining the LCP (for relatives or carers)
 

5.7 Leaflet explaining the LCP (for Healthcare Professionals) 

Analysis 

� A score of 1 to be given to each goal where ‘achieved’ has been coded 

� A score of 0 to be given for each goal that has been coded ‘Variance’, or left blank at the point of 

care delivery ‘goal not documented’. The scores across all appropriate goals will be added and then 

converted into a percentage of maximum score. 

� The median percentage will be calculated and presented as the national score, along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green to be constructed using the national IQR score. 

 

2. Access to specialist support (Specialist Palliative Care Services – LCP Facilitator) for care in the last 

hours or days of life 
8,9,10,11 

 

Questions from Organisational Audit Included in KPI 

4.1 Does your Hospital Trust have a Hospital Specialist Palliative Care Team (HSPCT)? 
� Consultant in Palliative Medicine 

� CNS personnel 

� Social Worker/Psychologist 

� 7 day face to face (Office Hours) 

� Telephone support (advice) out of hours 

� LCP Facilitator 

Analysis 

� A score of ‘1’ to be given to each positive answer to each element of the question (‘Yes’). A score of 

‘0’ to be given to each negative answer to the questions (‘No’).  

� Scores across all questions in the KPI category will be added then converted into a percentage of 

maximum score. 

� Scores for either or both Social Worker and Psychologist posts will be combined into a score of ‘1’ 

� 7 day face to face and telephone support out of hours will each be given a value of ‘2’ for scoring 

� The median percentage will be calculated and presented as the national score for each KPI category, 

along with the IQR. 

� Individual hospital trust % displayed 

� Red, Amber, Green for each KPI category to be constructed using the national IQR score. 
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3. Care of the Dying: Continuing Education, Training and Audit 
7,8,12,13,14,15 

 

Questions from Organisational Audit Included in KPI 

7.1 Does your Trust provide continuing education programme for End of Life Care for 

 Qualified Nursing staff? 

7.2 Does your Trust provide continuing education programme for End of Life Care for 

 Medical staff? 

7.3 Does your Trust provide continuing education programme for End of Life Care for Allied Health 

professional staff (OT, Physiotherapists, Dieticians, Chaplaincy team)? 

7.4 Does your Trust provide continuing education programme for End of Life Care for Non 

 Qualified clinical staff?
 

8.1 Does your Trust provide continuing education programme in the use of the LCP for 

 Qualified Nursing staff? 

8.2 Does your Trust provide continuing education programme in the use of the LCP for 

 Medical staff? 

8.3 Does your Trust provide continuing education programme in the use of the LCP for Allied 

Health professional staff (OT, Physiotherapists, Dieticians, Chaplaincy team)? 

8.4 Does your Trust provide continuing education programme in the use of the LCP for Non 

 Qualified clinical staff? 

9.1 Routine action plans produced, to promote improvement in care of the dying in your 

 Hospital Trust?
 

9.2 Has a report been produced for your Hospital Trust (i.e. reported in the last 12 months)   

               which assessed the views of relatives or carers regarding care of the dying? 
9.4 Has a formal audit of LCPs been undertaken in the last 12 months? 

9.5 If the LCP has been audited in the last 12 months, were the results fed back to the clinical   

               teams? 

Analysis 

 

� A score of ‘1’ to be given to each positive answer to the question (‘Yes’). A score of ‘0’ to be given to 

each negative answer to the questions (‘No’).  

� Scores across all questions in the KPI category will be added then converted into a percentage of 

maximum score. 

� The median percentage will be calculated and presented as the national score for each KPI category, 

along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green for each KPI category to be constructed using the national IQR score. 
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4. Care of the dying: Clinical provision/protocols promoting patient privacy, dignity and respect, up to 

and including after the death of the patient
 1,2,3,4,5,8,16,17 

 

Questions from Organisational Audit Included in KPI 

6.3 Does your Hospital Trust have a designated monthly ‘mortality meeting’ to review  recent  

               deaths? 

6.2 Does your Hospital Trust have a formal multi disciplinary decision making process for 

 ‘diagnosis dying’? 

6.4 Does your Hospital Trust have guidelines for the assessment and delivery of ‘Mouth Care’ for   

               patients in the last hours or days of life? 

6.5 Does your Hospital Trust have guidelines for referral to ‘Pastoral care/Chaplaincy Team’  for  

               patients in the last hours or days of life? 

6.6 Does your Hospital Trust have a policy for the decision and documentation of a ‘Do Not 

 Attempt Resuscitation’ (DNAR) order for patients in the last hours or days of life? 

6.7 Does your Hospital Trust have a policy for the deactivation of ‘Implantable Cardioverter 

 Defibrillators’ (ICD’s) for patients in the  last hours or days of life? 

6.8 Does your Hospital Trust have a policy for carrying out ‘Last Offices’ in the immediate time after  

               the death of a patient? 

6.9 Does your Hospital Trust have a policy for viewing the body in the immediate time after  the  

               death of a patient? 

6.10 Does your Hospital Trust have designated ‘quiet spaces’ available for relatives or carers, 

 designated prayer room, chapel? 

Analysis 

� A score of ‘1’ to be given to each positive answer to the question (‘Yes’). A score of ‘0’ to be given to 

each negative answer to the questions (‘No’).  

� Scores across all questions in the KPI category will be added then converted into a percentage of 

maximum score. 

� The median percentage will be calculated and presented as the national score for each KPI category, 

along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green for each KPI category to be constructed using the national IQR score. 

 

Section B: Clinical Audit KPIs 

 

5. Anticipatory prescribing for the 5 key symptoms that may develop in the last hours or days of life (KPI 

2 NCDAH Round 2)
8 

Documented evidence medications written up for 5 key symptoms on commencement of LCP or 

equivalent. 

 

Goals from LCP generic version 12 Included in KPI 

LCP generic version 12 Goal 4: The patient has medication prescribed on a prn basis for all 5 key 

symptoms which may develop in the last hours or days of life (Pain, Agitation, Respiratory Tract 

Secretions (RTS), Nausea and Vomiting, Dyspnoea). 

Analysis 

� A score of 1 to be given for each patient for whom medications were written up for all 5 symptoms; 

a score of 0 to be given for each patient for whom medications were written up for less than all 5 

symptoms. The scores across all patients will be added and then converted into a percentage of 

maximum score. 

� The median percentage of all hospitals will be calculated and presented as the national score, along 

with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green to be constructed using the national IQR score. 
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6. Communication with the relatives and carers around the plan of care (LCP), to promote 

understanding 
8
 

� Verbal conversations 

� Supplemented by written information (for example, LCP leaflets or equivalent) 

 

Goals from LCP generic version 12 Included in KPI 

Goals included: 

 

Goal 1.2, 1.4, 1.5, 9.2, Goal 9.3 

Information sheet at front of the LCP or equivalent relatives or carers information leaflet given 

Analysis 

� A score of 1 to be given to each goal where ‘achieved’ has been coded 

� A score of 0 to be given for each goal that has been coded ‘Variance’, or left blank at the point of 

care delivery ‘goal not documented’. The scores across all appropriate goals will be added and then 

converted into a percentage of maximum score. 

� The median percentage will be calculated and presented as the national score, along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green to be constructed using the national IQR score. 

 

7. Ongoing routine review and assessment of the patient and their relatives or carers 
8
 

 

Goals from LCP generic version 12 Included in KPI 

LCP Goals –  ongoing assessment section 

Analysis 

� A score of ‘1’ will be given for each appropriate coding in the 4 hourly assessments of goals a – m 

over the last 24 hours of life – Achieved or Variance. A score of ‘0’ will be given for each assessment 

that was left blank at the point of care delivery (data not documented) over the last 24 hours of life. 

� Scores across all appropriate assessments (where the patient was being cared for supported by the 

LCP) will be added and then converted into a percentage of maximum score. 

� The median percentage will be calculated and presented as the national score, along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green to be constructed using the national IQR score. 

 

8. Compliance with completion of the LCP (or matched alternative) 
8 

 

Goals from LCP generic version 12 Included in KPI 

How well is the LCP completed across hospitals that use LCP or matched alternative? 

 - All goals of care from LCP generic version 12 included (Ongoing Assessment not included) 

Analysis 

� A score of 1 to be given to each goal with an ‘appropriate’ coding, eg ‘achieved’ ‘variance’ etc; a 

score of 0 to be given for each goal that has been left blank at the point of care delivery ‘data not 

documented’. The scores across all appropriate goals will be added and then converted into a 

percentage of maximum score. 

� The median percentage will be calculated and presented as the national score, along with the IQR. 

� Individual Hospital Trust % displayed 

� Red, Amber, Green to be constructed using the national IQR score. 
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1. ‘They assess the needs of family and carers and provide them with appropriate support during the 

patient’s time in hospital and in the period around death, if the patient dies in hospital’  

(Quality Marker 3.10, p27) 

 

2. ‘People who use services who are at the end of their life will have their care, treatment and support 

needs met because, wherever possible: The plan of care records their wishes with regards to how their 

body and possessions are handles after their death and staff respect their values and beliefs’  

(CQC Outcome 4K, bullet point 7) 

 

3. ‘People who use services who are at the end of their life will have their care, treatment and support 

needs met because, wherever possible: There are arrangements to minimise unnecessary disruption to 

the care, treatment, support and accommodation of the person who uses the service, their family and 

those close to them.’  

(CQC Outcome 4K, bullet point 4) 

 

4. NCEPOD 2009, pg 84, 102 

 

5.  The Mid Staffordshire NHS Foundation Trust Inquiry (2010) Robert Francis Inquiry report into Mid-

Staffordshire NHS Foundation Trust. Recommendation 15, p28 

 

6. ‘People who use services who are at the end of their life will have their care, treatment and support 

needs met because, wherever possible: They Have information relating to death and dying available to 

them, their families or those close to them’  

(CQC Outcome 4K, bullet point 3) 

 

7. ‘Availability of educational programmes related to the introduction of the Liverpool Care Pathway or an 

equivalent pathway.’  

(Quality Marker 3.17, p29) 

 

8. 10 Key Recommendations – National Care of the Dying Audit Hospitals (NCDAH –2)  

(NCDAH Round 2 Generic Report, MCPCIL, 2009). 
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9. ‘They have a multi-disciplinary specialist palliative care team (as defined in the NICE guidance on 

supportive and palliative care for adults with cancer)’ 

 (Quality marker 3.2, p25)  

 

10. ‘People who use services who are at the end of their life will have their care, treatment and support 

needs met because, wherever possible:  There are systems in place to ensure further assessments by 

specialist palliative care services and other specialists, where needed’ 

 (CQC Outcome 4K bullet point 2). 

 

11. A Palliative Care Team should comprise at least three multi-professional healthcare professionals 

(Physician, Nurse, and a Social Worker or Psychologist) 

(European Commission, 2004, Recommendation 9) 

 
12. ‘They have processes in place to identify the training needs of all workers (registered and 

unregistered) in the hospitals that take into account the four core common requirements for workforce 

development (communication skills, assessment and care planning, and symptom management as they 

apply to end of life care’ 

 (Quality Marker 3.15, p28) 

 

13. ‘Employers will need to ensure that both registered and non-registered staff have the necessary skills 

and competences and are given access to appropriate training opportunities’ 

(DH EOLC Strategy 2008, p116, 6.6: bullet point 4) 

 

14. ‘They have produced an action plan for end of life care that is congruent with the strategic plan 

developed for the locality by the PCT’  

(Quality Marker 3.1, p25) 

 

15. ‘They have mechanisms for auditing and reviewing quality of end of life care provided by the hospital’ 

 (Quality Marker 3.14, p28) 

 
16. ‘People who use services who are at the end of their life will have their care, treatment and support 

needs met because, wherever possible: They have a dignified death, because staff are respectful of their 

needs for privacy, dignity and comfort’  

(CQC  Outcome 4K bullet point 6) 

 

17. ‘They have designated suitable quiet spaces in wards for families and carers, which are specifically 

used for this purpose, and suitable places for families and carers to be seen post bereavement to collect 

documentation and personal belongings  

(Quality Marker 3.11, p27) 
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Appendix 3:  NCDAH Working Group and LCP Reference Group UK 

 

 

Marie Curie Palliative Care Institute Liverpool (MCPCIL)  

 

Professor John Ellershaw Professor of Palliative Medicine, University of Liverpool, Director, 

MCPCIL; Clinical Director, Specialist Palliative Care Directorate, The 

Royal Liverpool & Broadgreen University Hospitals NHS Trust;  

Medical Director, The Marie Curie Hospice Liverpool; National Clinical 

Lead , LCP 

Deborah Murphy Associate Director, MCPCIL; Directorate Manager, Specialist Palliative 

Care Directorate, The Royal Liverpool & Broadgreen University 

Hospitals NHS Trust;  National Lead Nurse, LCP 

Tamsin McGlinchey NCDAH Coordinator , Research Assistant, MCPCIL 

Maria Bolger National  LCP Facilitator, MCPCIL 

Maureen Gambles Research Fellow, MCPCIL 

Jane Dowson Business Development Lead, MCPCIL 

Rachel Abbott LCP Administrator , MCPCIL 

 

Royal College of Physicians (RCP) 

 

Kevin Stewart Clinical Director, RCP 

Derek Lowe Medical Statistician, RCP 

Kristina Pedersen Clinical Standards Facilitator, RCP 

Linda Cuthbertson PR Manager, RCP 

Jane Ingham  Director Of Clinical Standards, RCP 

 

List of the LCP Reference Group UK Members 

 

Professor Mike Richards, CBE National Cancer Director, Department of Health; 

Chair,  End of Life Care Strategy Advisory Board 

Professor Mike Pearson Professor of Clinical Evaluation, University of Liverpool; 

Consultant Physician, University Hospital Aintree 

Professor Jane Maher Chief Medical officer for Macmillan Cancer Support; 

Consultant Clinical Oncologist, Lynda Jackson Macmillan Centre 

Dame Gill Oliver 

 

Partnership Board Member, MCPCIL 

Dr Stephanie Gomm Consultant in Palliative Medicine, Trafford General Hospital; 

National Clinical Champion (LCP) 

Dr Teresa Tate 

 

Medical Advisor, Marie Curie Cancer Care;  

Consultant in Palliative Medicine, Barts & The London NHS Trust 

Claire Henry National Programme Director – End of Life Care, End of Life Care 

Programme 

Eve Richardson 

 

Chief Executive, National Council for Palliative Care 

Tessa Ing 

 

Head of End of Life Care, Department of Health  
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Susan Thomas 

 

Long Term Conditions Advisor, Royal College of Nursing  

Dr Martine Meyer Consultant in Palliative Medicine, Epsom and St Helier University 

Hospitals NHS Trust; Representative of the Association of Palliative 

Medicine (APM) 

Celia Manson 

 

Nurse Adviser and Member of the Royal College of Nursing 

Mary Holland Committee member,  Royal College of Nursing Palliative Nursing Forum 

 

Suzy Croft Chair, National Association of Hospice & Specialist Palliative Care Social 

Workers 

Professor David Jones Director of the Anscombe Bioethics Centre, Oxford 

 

Dr John Wiles 

 

Consultant in Palliative Medicine, Bromley Hospitals NHS Trust 

Linda Kerr 

 

Nurse Specialist Training Office for Palliative Care, Ayr Hospital 

Paul Cann 

 

Chief Executive, Age UK 

Clive Bowman 

 

Medical Director, BUPA 

Helga Goutcher 

 

Head of Operational Compliance, BUPA 

David Whitmore Senior Clinical Advisor to the Medical Director, London Ambulance 

Service 

Dr Andrew Fowell 

 

Consultant in Palliative Medicine, Bangor Hospital, Wales 

Dr Jenny Gingles 

 

Consultant in Public Health, South Eastern Health and Social Care Trust, 

Northern Ireland 

Alex Holdaway  

 

Head of PR, Marie Curie Cancer Care 

Chris Dainty 

 

Director of PR and Marketing, Marie Curie Cancer Care 

Diane Wake Director of Nursing, Royal Liverpool and Broadgreen University 

Hospitals NHS Trust 

Dr Kiran Kaur Consultant in Palliative Medicine, Belfast Trust (Royal Hospitals) and 

Northern Ireland Hospice 

Judy Davies Palliative Care Chaplain, Association of Hospice and Palliative Care 

Chaplains (AHPCC) 

Simon Chapman Director of Policy, Ethics and Parliamentary Matters,  

National Council for Palliative Care 

Tony Bell Chief Executive, Royal Liverpool and Broadgreen University Hospitals 

NHS Trust 
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Appendix 4 – Reporting Schedule 

 

December 2011: 

Stage 1 

 

The following up-loaded on to the secure, password protected website into which data for the audit were 

originally input:  

 

• Individual Hospital Reports  

• Powerpoint presentation – Generic Results adapted to allow input of individual results by 

hospitals 

 

The reports and presentations can only be accessed by means of a unique identifier and password.  In 

order to promote the security of the data, the number of personnel within the Hospital/Trust that have 

access to the password will be restricted, as follows:   

 

Chief Executives receive an email alerting them to the publication of the results which includes the 

passwords for access to the data of all participating hospitals within their Trust. 

 

NCDAH Audit Co-ordinators receive an email alerting them to the publication of the results which includes 

the password for access to the data for their individual hospital. 

 

Clinical Governance Leads and NCDAH Audit Clinical Leads receive an email alerting them to the 

publication of the results and which personnel have received the unique identifier and passwords for 

access to the reports.   

 

Stage 2 

 

Copies of the Executive Summary Report uploaded onto the MCPCIL website for wider dissemination 

(www.mcpcil.org.uk)  

 

The Full Generic Report uploaded onto the MCPCIL website (www.mcpcil.org.uk)  

 

Stage 3 

 

Paper copies of the Full Generic Report and Executive Summary Report sent to Presidents/ Directors/Chief 

Executives and Key Personnel in organisations that have an interest in care in the last hours or days of life.  

These include (but are not restricted to): The Care Quality Commission, the Department of Health End of 

Life Care Programme, Marie Curie Palliative Care Institute Liverpool, Marie Curie Cancer Care, the Royal 

College of Physicians, The National Council for Palliative Care, The LCP Reference Group UK, Strategic 

Health Authorities, National End of Life Care Charities. 
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Appendix 5 – Glossary 

Statistical Terminology 

 

In
te

rq
u

a
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a
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(I
Q

R
) 

 
The IQR, which is presented within the tables for % achieved, % variance and % data not 

documented, divides the given sample into 3 ranges.  Twenty-five percent of hospitals score 

below the first stated value, 50% of hospitals have a score that lies between the two values, and 

25% have a score that lies between the higher value and 100%.  

Taking goal 1.1 as an example, the IQR is 29 – 73% for % achieved.  This means that half of the 

hospitals in this sample score between 29 and 73% on this goal and a quarter score above 73% 

and a quarter score below 29%.  Comparing one’s own score against this IQR allows a 

judgement of how well an individual hospital has performed in comparison with the others.  

 

B
o

x
 P
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ts

 

The IQR of % ‘achieved’ by each hospital for each of the goals within the five domains is 

illustrated graphically within the report as a series of box plots. The highest and lowest values 

(that are not defined as ‘outliers’) are represented by the ‘whiskers’ above and below the green 

boxes.  The green boxes incorporate 50% of the data (ie that which falls between the 25th and 

the 75th percentiles) and the thick black line within each box represents the median value.   

� An outlier is so defined if it falls more than one and a half box lengths above or below 

the box.  This is marked with a ‘circle’ on the charts 

� An extreme outlier is so defined if it falls 3 box lengths above or below the box.  This is 

marked with a ‘star’ on the charts.  

These box plots contain hospitals that were able to submit a sample size of equal to or greater 

than 10 patients, as it was felt that including hospitals with fewer patients would unduly distort 

the findings. 
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When two individuals attempt to code the same information, Cohen's Kappa (often simply 

called Kappa) can be used as a measure of agreement between the two individuals. Kappa 

adjusts for the amount of agreement that could be expected due to chance alone. Kappa is 

always less than or equal to 1. A value of 1 implies perfect agreement and values less than 1 

imply less than perfect agreement (perfect agreement is rare). Altman DG (1991) suggests one 

possible interpretation of Kappa.  

• Poor agreement = Less than 0.20  

• Fair agreement = 0.20 to 0.40  

• Moderate agreement = 0.40 to 0.60  

• Good agreement = 0.60 to 0.80  

• Very good agreement = 0.80 to 1.00  
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Inter-

auditor 

Reliability 

The second coding of a number of audit proformas by an independent auditor to assess the level 

of agreement in coding.  This enables an assessment of the accuracy of the submitted data. 

 

Median 

One type of average, found by arranging the values in order and then selecting the one in the 

middle 

Integrated Care Pathway (ICP) Definition and Terminology 

Definition 

 

The European Pathway Association offers the following definition: (Vanhaecht et al 2007) 

Care pathways are a methodology for the mutual decision making and organization of care for a 

well-defined group of patients during a well-defined period. The aim of a care pathway is to 

enhance the quality of care by improving patient outcomes, promoting patient safety, increasing 

patient satisfaction, and optimizing the use of resources. Defining characteristics of care 

pathways include:  

• An explicit statement of the goals and key elements of care based on evidence, best 

practice, and patient expectations;  

• The facilitation of the communication, 

• The coordination of roles, and sequencing the activities of the multidisciplinary care 

team, patients and their relatives or carers;   

• The documentation, monitoring, and evaluation of variances and outcomes; and 

• The identification of the appropriate resources.  

Achieved When a goal of care is achieved within the Initial Assessment and Care After Death sections, 

‘Achieved’ is recorded on the LCP (or ‘matched alternative) at the point of delivery of care.  

Variance 

 

 

 

Variance is a specific Integrated Care Pathway (ICP)  term for exception reporting.  When a 

clinical decision is made that achieving a goal on a pathway is not in an individual patient’s best 

interest, or where it was impossible for any other reason not to follow the goal, variance is 

recorded and an explanation provided which includes any action taken and outcome. 

Management Terminology 
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 KPI's are quantative measurements / metrics that enable an organisation measure progress 

towards goals and identify areas for improvement.  They can be used to focus activities, assess, 

tune, performance and model / modify processes. 
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A dashboard is a graphical easy to read and interpret user interface that shows at a glance 

metrics and KPI's in a single overview about performance that aligns strategy, processes, tools 

and culture around corporate objectives. Reports are REAL, relevant, engaging, actionable and 

lean. A dashboard facilitates the dissemination of the KPI's throughout the organisation 
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Appendix 6:  Good Practice Example Proforma 

 

 

TRUST NAME:  TRUST X 

 

HOSPITAL NAME:  HOSPITAL X 

 
Example of good practice description: (Please include, where appropriate, what made you think of 

the idea?  What you did?  Who was involved? Details of any education and training undertaken or 

delivered.) 

 

Raising a high profile regarding end of life care within the Trust.  A key factor in the success of the LCP 

within our Trust has been executive level support for the project.  This has enabled the change to be 

positively embraced at all levels within the organisation.  Audit results are presented to Trust Board, 

and an annual report is produced and disseminated to key leaders within the Trust.  Progress 

regarding the LCP is also shared with staff at ward level to encourage a feeling of involvement and 

ownership.  This is achieved by producing articles for the staff magazine, and circulating flyers to ward 

areas detailing the achievements of the LCP.  The project has been guided by a steering group of 

experienced professionals, and this group has been instrumental in providing ideas and guidance for 

the LCP facilitator.  Involvement with a local Cancer Services User group has also enabled the 

facilitator to improve the experience of families of dying patients, for example by providing a free car 

parking permit for families of patients supported by the LCP, and developing written information. 

 
 
Has this example been evaluated? If yes, please explain the method used, and whether it indicated 

a change in practice: 

 

This example has not been formally evaluated, however the level of awareness within the Trust 

regarding the LCP indicates that the above methods are successful in raising the profile of end of life 

care. 

 
 
 
Additional Comments: 
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Appendix 7: Goals of Care on the LCP Generic Version 12 

 

 

 

 

 

 

 

 

 

SECTION 1 - INITIAL ASSESSMENT 

GOAL 1.1 The patient is able to take a full and active part in communication 

GOAL 1.2 The relative or carer is able to take a full and active part in communication 

GOAL 1.3 The patient is aware that they are dying 

GOAL 1.4  The relative or carer is aware that the patient is dying 

GOAL 1.5 The clinical team have up to date contact information for the relative or carer as documented below 

GOAL 2 The relative or carer has had a full explanation of the facilities available to them and a facilities leaflet has 

been given 

GOAL 3.1 The patient is given the opportunity to discuss what is important to them at this time e.g. their wishes, 

feelings, faith, beliefs, values 

 � 3.1a  Did the patient take the opportunity to discuss the above  

GOAL 3.2 The relative or carer is given the opportunity to discuss what is important to them at this time e.g. their 

wishes, feelings, faith, beliefs, values 

 � 3.2a Did the relative or carer take the opportunity to discuss the above  

GOAL 4.1 The patient has medication prescribed on a prn basis for all of the following  5 symptoms which may 

develop in the last hours or days of life 

GOAL 4.2 Equipment is available for the patient to support a continuous subcutaneous infusion (CSCI) of 

medication where required 

GOAL 5.1 The patient’s need for current interventions has been reviewed by the MDT 

 � 5a   Routine blood tests 

 � 5b  Intravenous antibiotics 

 � 5c  Blood glucose monitoring 

 � 5d  Recording of routine vital signs 

 � 5e  Oxygen therapy 

GOAL 5.2 The patient has a Do Not Attempt Cardiopulmonary Resuscitation Order in place 

GOAL 5.3 Implantable Cardioverter  Defibrillator (ICD) is deactivated 

GOAL 6 The need for clinically assisted (artificial) nutrition is reviewed by the MDT  

 � 6a  Is clinically assisted (artificial) nutrition: Not required, Discontinued, Continued 

GOAL 7 The need for clinically assisted (artificial) hydration is reviewed by the MDT  

 � 7a  Is clinically assisted (artificial) hydration: Not required, Discontinued, Continued, 

Commenced  

GOAL 8 The patient’s skin integrity is assessed 

GOAL 9.1 A full explanation of the current plan of care (LCP) is given to the patient 

GOAL 9.2 A full explanation of the current plan of care (LCP) is given to the relative or carer 

 � 9.2a  Information sheet at front of the LCP or equivalent relative or carer information leaflet  

given 

GOAL 9.3 The LCP Coping with dying leaflet or equivalent is given to the relative or carer 

GOAL 9.4 The patient’s primary healthcare team / GP practice is notified that the patient is dying    
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SECTION 2 - ONGOING ASSESSMENT 

GOAL A The patient does not have pain  

GOAL B The patient is not agitated 

GOAL C The patient does not have respiratory tract secretions 

GOAL D The patient does not have nausea 

GOAL E The patient is not vomiting 

GOAL F The patient is not breathless 

GOAL G The patient does not have urinary problems 

GOAL H The patient does not have bowel problems 

GOAL I The patient does not have other symptoms 

GOAL J The patient’s comfort & safety regarding the administration of medication is maintained 

GOAL K The patient receives fluids to support their individual needs 

GOAL L The patient’s mouth is moist and clean 

GOAL M The patient’s skin integrity is maintained 

GOAL N The patient’s personal hygiene needs are met 

GOAL O The patient receives their care in a physical environment adjusted to support their individual needs 

GOAL P The patient’s psychological well-being is maintained 

GOAL Q The well-being of the relative or carer attending the patient is maintained 

SECTION 3 - CARE AFTER DEATH 

GOAL 10 Last offices are undertaken according to policy and procedure 

GOAL 11 The relative or carer can express an understanding of what they will need to do next and are given the 

relevant written information 

 � 11a Grieving leaflet given      

 � 11b DWP1027 (England & Wales) or equivalent is given     

GOAL 12.1 The Primary healthcare team / GP  is notified of the patient’s death 

GOAL 12.2 The patient’s death is communicated to appropriate services across the organisation 
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