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Background to the project 

A 0.5 whole time equivalent audit project worker was appointed by St. Christopher’s 
Hospice, in February 2015, for 15 months, to oversee a project to implement and 
audit a new end of life care document in 17 nursing homes within Lewisham, 
Croydon and Bromley. These are three of the Clinical Commissioning Groups (CCG) 
with whom the St Christopher’s Hospice (SCH) Care Home Project Team (CHPT) 
works.  

Previously the CHPT had encouraged nursing homes to which it offers practice 
development support to use a document called the Integrated Care Plan (ICP), to 
guide and record the care of their residents requiring end of life care. This was based 
on a nationally used end of life care document, the Liverpool Care Pathway (LCP) 
(Ellershaw and Wilkinson 2011), but was developed through a research project to 
make it more suitable for the care home setting (Hockley et al 2005). The LCP was 
withdrawn from practice in 2012 following concerns about it being misunderstood, 
poorly implemented and used inappropriately (Neuberger 2013). In 2014 the 
Leadership Alliance for Care of Dying People (LACDP) set out new national guiding 
principles for those involved in end of life care titled “Five Priorities for Care of the 
Dying Person”. This guidance was reinforced and developed in 2015 with the 
publication of the National Institute for Health and Care Excellence (NICE) document 
“Care of dying adults in the last days of life.” 

The CHPT’s new end of life care plan was developed to reflect and be consistent 
with these latest national guidelines and was named the Integrated Personalised 
Plan (IPP) document for care in the last days of life. 

 Training staff in how to use the IPP document 

Training was provided to staff within the 17 nursing homes to enable them to use the 
new document. This included both examination of and discussion about the IPP 
document and used a scenario to enable participants to practice completing the 
document. Eighty per cent of nurses and health care assistants (HCA) were required 
to be trained before the home could use the IPP. This was to ensure that the majority 
of staff within the home were capable of using the IPP document correctly and safely 
since a criticism of the LCP was that it was often used with insufficient training 
(Neuberger 2013).  

Training was completed in the 17 homes in November 2015. Six hundred and six  
staff were trained, 325 of these were HCAs. Originally the CHPT planned to offer two 
sessions about the IPP in each home and homes were then to cascade the training. 
This did not work in practice and on average homes needed six sessions before they 
attained an 80% level. The size of group for the care home sessions ranged from 
two to 18 staff. This meant more resources were required to complete the training 
than was originally anticipated.  

Staff were generally very positive about the training. Ninety one per cent felt the 
training fully met their needs and 87% reported finding the scenario very useful in 
helping them understand how to use the IPP. This was particularly reported by many 
of the HCAs who attended training. Only 38% of staff said that they had used a 
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similar document to guide end of life care before. This was fewer than expected and 
may reflect the turnover of staff within the nursing home setting (NCF 2015). 

Gathering data from the first 50 completed IPP documents 

A standard had been written for the audit of the completed IPP documents. This set 
out the structure and process of the audit and outlined the outcomes for care that it 
was hoped use of the IPP would facilitate. The IPP documents were collected from 
14 of the 17 nursing homes between June and December 2015, and an audit carried 
out to review the content and use of the used documents. Once the audit homes had 
received training the IPP was used to support 67% of all the resident deaths 
occurring within the homes.  
A number of databases using both Excel spreadsheets and the Statistical Package 
for Social Services (SPSS) program (IBM SPSS Statistics 21) were developed, 
which allowed information about the completion and content of the different sections 
of the IPP to be recorded.  

Results from the audit of the first 50 completed IPP documents 

Table 1 shows some information about the residents and the length of time their care 
was supported by the IPP document. 

Table 1 Resident data from the IPP audit 

 Average age of resident was 84 years 

 64% of residents were female, 30% male  

 Dementia and cancer were most frequently occurring diagnoses 
in this sample 

 The average length of time the IPP was used to guide and 
document care was 4.2 days.  

 

The IPP document is introduced once the care team looking after the resident 
identifies that the resident is beginning to die. Hockley (2007) acknowledges that it 
can be challenging to recognise this within the care home setting, due to the multiple 
co-morbidities and complex health needs of the residents. The IPP document 
provides staff with a list of possible signs that might inform their assessment. Table 2 
shows the frequency in this audit with which each factor was recognised, and 
suggests staff were able to recognise when these residents were beginning to die. 

 

Table 2 Recognising the resident was dying 

Factor Recognised as present 

Taking hardly any food 39 (78%) 

Taking less fluids 44 (88%) 

Difficulty with oral medication 44 (88%) 

Spending more time sleeping  46 (92%) 

Mentioned they believe they are dying 25 (50%) 
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It was recommended that the decision to start the IPP was made jointly by both the 
General Practitioner (GP) and the nursing home staff. This proved challenging as the 
GP was not always available to visit to review the resident at the time of their 
deterioration. With experience of using the document the guidance was revised and 
the nursing team could initiate the IPP in the absence of the GP provided this had 
been discussed previously with the GP, and this conversation was recorded on the 
IPP’s staff communication sheet. The GP would then sign the document on their next 
visit to the home, ideally within 24 hours of starting the IPP. Within this sample the 
GP had signed their agreement to commencing the document on 78% of the IPPs. 
This was the same day that the IPP was started on 44% of the IPP documents. 

In line with national guidance (LACDP 2014, NICE 2015) the IPP recommends that 
the resident’s condition is reviewed every day to ensure it is still appropriate to 
continue to use an end of life care document. This reassessment was only recorded 
every day on 28% of the IPPs. For 30% no reassessments were recorded at all. 
Following feedback from staff who have used the IPP the location on the IPP 
document for recording the reassessment will be changed. It is hoped that this will 
remind staff to complete it on a daily basis. 
 
The IPP includes communication pages on which both the health care professionals 

involved and the resident’s family record their contributions to the resident’s care. 

The staff communication sheets on the completed IPPs contained entries from a 

range of staff including GPs, specialist nurses and even a funeral director, but were 

most commonly used by nurses. Often nurses used the communication sheet to 

record the care they had delivered rather than documenting this within Section Two 

of the IPP. This section provides space for staff to record their assessments of the 

resident’s needs and the care they delivered. Use of the staff communication sheet 

to record care might reflect that nurses are mindful of the need to record all the care 

they deliver and are not yet confident enough that the IPP provides a robust 

framework on which to document care. 

 

Inclusion of a family communication sheet was novel and aimed to provide an 
opportunity for families to feel involved with care and decision making (LACDP 
2014). The “Family Communication Sheet” was used on 30% of the IPPs, 
predominantly families wrote very positive comments about their experience of the 
care, examples of which are included in Table 3. 

Table 3:Comments from the Family Communication Sheet 

"We are happy with the care that B is receiving. It is great that she is being 
turned regularly and that her mouth is being kept moistened. She enjoys the 
company of people so as many drop ins as possible would be great. If staff feel 
she is becoming very close to the end please could they call….at any time”.  

 

"I am very happy with the care the staff are giving …. and she is always nice and clean 
which goes along way. " 

  
 

"The care and compassion that my mum has received has been amazing. Her needs 
have been met in every way. Also the kindness that has been shown to me at a very 
difficult and upsetting time." 
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Use of this sheet was dependent on the IPP being kept in the resident’s room/being 
accessible to the families. Not all homes felt confident about keeping a health record 
in the resident’s room and concerns about confidentiality or the document being 
moved by other residents were regularly discussed during training. 

Through the audit it has been possible to assess symptom control for this group of 
residents in their last days of life. Whilst 15 were cited as having pain at the time of 
their Initial Assessment, no resident was recorded as being in pain in the last 24 
hours of their life. Breathlessness and respiratory secretions were present for 12 and 
eight of these residents respectively when the IPP was started. Five residents were 
reported as having a respiratory symptom in their last 24 hours, reflecting perhaps 
that this can be a challenging issue to control completely. 

Staff seemed to understand how to complete the assessments recommended within 
Section Two of the IPP document. Those relating to symptoms and nursing care are 
completed every four hours and those associated with broader aspects of care such 
as support of the family are completed daily. The staff using these IPP documents 
did not always record a care plan if they had noted an unmet need and this will need 
further clarification.  

The final section of the IPP relating to care given after the resident had died was the 
least well completed part of the document- completed partially on only 39/50 
documents. Some nursing homes already use their own post death pro-forma which 
might help to explain this finding. 

Evaluation of the IPP document 

In addition to data from the audit of completed documents the review of the IPP also 
included a number of methods to evaluate the IPP. This hoped to ensure as robust a 
review as possible and included: 

 Staff Questionnaires 
 Manager’s Questionnaires 

 Reflective Debriefing Meetings 
 Local Evaluation Groups 

 
The findings of these are being written up within the full project report which is 
available on request. Recommendations for changes to the document arising from 
both the audit and evaluations have been agreed by the CHPT. These amount to 
minor rather than fundamental changes. Once amended and approved the revised 
IPP document will be sent electronically to all the homes who have taken part in the 
audit. A plan will then be developed to use the IPP more widely in other nursing 
homes supported by the CHPT. 
 

Conclusion 

The IPP project has been successful in its aims to introduce and use the IPP in 17 
nursing homes, and addressed the outcomes set out in the End of Life Care 
standard developed by the team at the beginning of the project. Reduction in the 
prevalence of symptoms experienced by these residents during the time their care 
was supported by the IPP document provides evidence of good end of life care. 
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Comments from families recorded on the family communication sheet imply they felt 
supported. Through staff questionnaires and evaluation meetings staff have 
commented on the impact the document has had on care delivery.  
The audit of the first 50 IPPs suggests an acceptable understanding and completion 
of the document. It is hoped that minor changes to the document such as a new 
location for recording the daily reassessment will improve use of the document. Use 
of the IPP in isolation cannot assure the quality of care but it can help homes to 
provide evidence that their care is consistent with national end of life care guidelines. 
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