[Type here]
Caring for the Dying Patient Document Guidance updated April 2026 by NENC PEOLC Clinical Network
Guidance on Using the Caring for the Dying Patient Document 
This document explains how and when to use the Caring for the Dying Patient document to support high‑quality, individualised care in the last days of life.
It aims to:
· Promote consistent, person‑centred care across hospital, community, hospice and care‑home settings
· Clarify roles and responsibilities, including who may complete the senior clinician assessment
· Support timely recognition of dying, effective communication, and anticipatory planning and prescribing
· Align practice with The Leadership Alliance Five Priorities for Care and One Chance to Get It Right
This guidance does not replace local clinical judgement, specialist advice, or individual professional accountability.



Who is the Senior Clinician?
The senior clinician is the professional with sufficient experience, competence, and authority to:
· Recognise that the person is dying
· Make and document a care plan
· Prescribe or initiate anticipatory medications
· Communicate sensitively with patients and families
They may be:
· A Consultant or GP, Registrar or Speciality doctor
· An appropriately skilled non‑medical prescriber (e.g. Advanced Nurse Practitioner)
· Another senior clinician working within their scope of practice
Medical input remains essential, particularly for cause of death and coroner considerations

When to Start the Caring for the Dying Patient Document
The document should be commenced when:
· A senior clinician assesses that the person is likely to be in the last days of life
· Reversible causes for deterioration have been considered
· The focus of care has shifted towards comfort and quality of life
Recognition of dying should:
· Be made by a senior clinician
· MDT discussion to take place at the earliest opportunity (This could be a phone call between doctor and nurse).
· Be clearly communicated to the patient (if appropriate) and those important to them
Principles Underpinning Care of the Dying Patient
Care should reflect the Leadership Alliance Priorities for Care, ensuring that:
· The possibility that the person is dying is recognised and communicated clearly
· Sensitive, honest communication is maintained with the person and those important to them
· An individualised plan of care is developed, documented, and regularly reviewed
· Comfort, dignity, cultural, spiritual, and psychosocial needs are prioritised
· Care is coordinated across all settings and services


Responsibilities of the Senior Clinician
Using the Senior Clinician Assessment section of the document, the clinician must:
· Confirm and document recognition that the person is dying
· Review and document: 
· Advance decisions (e.g. ADRT, DNACPR, EHCP, TEP, LPA)
· Escalation plans and treatment ceilings
· Symptom burden and comfort measures
· Hydration and nutrition, including best‑interest decisions where appropriate
· Cultural, spiritual, and psychosocial needs
· Agree and document the care plan with the patient and/or family or significant others



Support, Plan and Do
The Caring for the Dying Patient document is used to:
· Record the agreed care plan and discussions
· Ensure anticipatory medications are prescribed and available
· Consider renal function when prescribing medications
· Ensure required equipment is prescribed, available
Prescribe medications subcutaneously on an as‑required basis for:
· Pain
· Agitation/restlessness
· Respiratory secretions
· Nausea and vomiting
· Breathlessness
If more than two PRN doses are required in 24 hours or symptoms uncontrolled consider:
· Commencing a syringe driver
· Reviewing doses administered
· Seeking specialist palliative care advice if unsure

Communication and Involvement
Communication should:
· Explore understanding of the approaching end of life or dying process
· Involve the patient where possible, and families/significant others as appropriate
· Be ongoing, not a one‑off conversation
Key prompts include:
· “What is most important to you right now?”
· “What concerns do you have?”
· “What would you like us to focus on over the next few days?”
Explain sensitively that:
· Reduced appetite and thirst are common as death approaches
· Food and drink should be offered, but not forced
· Decisions about clinically assisted hydration must be individualised and reviewed

Key Messages for Practice
· The Caring for the Dying Patient document is a record of good care – not a checklist
· Senior clinical judgement and communication are central
· The document supports shared understanding across teams and settings
· Regular review, reflection, and MDT working are essential
Symptom Control
Symptom management should follow the NENC Palliative and End of Life Care Symptom Control Guidelines (2025).
The Caring for the Dying Patient document provides prompt guidance only.
Always refer to full regional guidelines and seek specialist advice if:
· Symptoms are not settling
· Maximum recommended doses are reached
· The patient has complex needs
Out‑of‑Hours Care and Coordination
Out‑of‑hours services must be informed when a person is recognised as dying in the community
Clear, concise handover should include:
· Current symptoms and management
· Anticipatory medications available
· Key decisions and escalation plans
Good advance planning helps reduce:
· Crisis situations
· Unwanted hospital admissions


Ongoing Review and Reassessment
The person’s condition and care plan must be reviewed regularly and documented.
Hospital Settings
· At least daily senior clinician review
· At least 4‑hourly nursing assessment
Community  Settings
· Offer a minimum of two nursing assessments in 24 hours
· Senior clinician review at least twice weekly, or sooner if concerns arise
Reviews should consider:
· Symptom control and comfort
· Hydration, nutrition, mouth and skin care
· Needs of family/significant others, including care after death
· Whether the person is still thought to be dying
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