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To the clinician: This second part of the care plan compliments the patient held record of their needs 

and preferences at this time. 

Please refer to the patient held record in completing this assessment 

Please use this care plan to record a compete assessment of the patient’s physical, psychological, 

social and spiritual needs.  It is designed to be used in support of a safe and compassionate 

multidisciplinary process of care for patients who have been identified as being near the end of life.   

Each individual must have an individual care plan according to their needs. The plan should be 

discussed openly with the person and those identified as important to them. This plan must be 

reviewed whenever the patient’s condition changes or at least weekly.  If the patient is discharged 

from hospital, this plan should go home with the patient and a copy of this document must be 

placed in the patient’s clinical notes 

Name: 
NHS/Hospital No: 
Address: 
 
Date of birth: 

Responsible GP/ Consultant for your care: 

Signature:      Date: 

Designation: 

Name of assessing clinician: 

Signature:      Date: 

Designation: 

 

To the patient / carer, 

This is the second part of your care plan where we record the issues that are impacting you the most 
at present. A Registered Nurse will assess your physical, spiritual, social and psychological needs and 
develop a plan with you to reduce any symptoms or causes of anxiety or distress. 

We hope that you will feel part of the process of planning and delivering your care but if your 

circumstances change or if you have any questions, please ask to speak with the Doctor or Nurse 

named on the front of this document.  If you want to feedback about any element of your care, please 

contact us or ask to speak to the PALs team on 01296 316042 

The Chief Nurse 

‘Getting it right for me’ 
Personalised Care Plan 
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Nursing Assessment 

This part of the document is designed to provide the assessing RN and the wider care team with a 

person centred care plan for people identified as being in their last days and hours of life, to ensure 

we achieve the national five priorities of care. We will: 

 

 You should assess each aspect of the patient’s needs. Where one or more is not applicable, 
please say why in the care plan 

 Some core assessment tools are included with this bundle however you should ensure that 
you add in any other assessments documents where indicated (for e.g. bedrails, falls, etc). 

 Where the patient’s condition changes, record your re-assessment of need and ensure the 
care plan actions are updated as required.  

 For each aspect of the care plan, you should evaluate the outcomes of the care in the 
continuation notes in the patient record.  

 Please ensure that the care plan is reviewed daily. 
 Any record of care given whether nursing, therapy or medical should be written in the 

continuation notes within the patient’s folder. Do not make duplicate entries in the patient 
notes 

 Remember that communication with the patient, their carers or family members is vitally 
important. All conversations must be recorded in the notes 

 Please ensure that you offer a copy of the Trust information on end of life care and 
bereavement to all family members/carers, and ensure that they have been made aware of 
the support on offer 

 

Date of first assessment  

Name  

Signature  

 

Date of re-assessment  

Name  

Signature  
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Nursing Assessment (1) 

  

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Pain management 
If the patient has pain, ensure background 
analgesics are prescribed as per BHT 
guidelines. 

Consider use of a syringe driver for persistent 
pain and give breakthrough medication as 
clinically indicated. A pain assessment tool 
and copy of the decision support tool has 
been included towards the rear of the care 
plan 

 

Baseline assessment 
 

 
 
 

Review assessment  

Breathing & circulation 
If the patient is breathless consider using a 
fan or postural changes and medication to 
relieve distress. 

You should only be recording regular 
observations (i.e. NEWS) if clinically 
indicated and in the patients best interests 

 

 

Baseline assessment  

Review assessment  
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Nursing Assessment (2) 

  

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Eating and drinking 
The patient should be supported to eat and 
drink as long as they wish.  Use modified diet 
and fluids if this alleviates symptoms or 
makes eating and drinking more comfortable.  

Commencing IV or SC fluids is a clinical 
decision made with reference to specialist 
input and in the best interests of the patient 
taking into account the patient’s views or the 
views of those speaking for them 

Baseline assessment  

Review assessment  

Nausea and vomiting 
If the patient has nausea or vomiting ensure 
antiemetics are prescribed as per BHT 
guidelines which can be found towards the 
rear of the care plan. If unable to swallow, 
consider the use of a syringe driver with 
breakthrough medication as clinically 
indicated. 

Baseline assessment  

Review assessment  
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Nursing Assessment (3) 

  

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Elimination 
Monitoring of bowel movements and urinary 
output is a clinical decision made in the best 
interests of the patient and in support of 
active treatment. Consider use of 
interventions to promote patient comfort (for 
e.g. suppositories to relieve constipation or 
catheters to relieve retention) 

Baseline assessment  

Review assessment  

Personal hygiene 
Manage hygiene needs in line with patient 
preference and your assessment of care. 

Baseline assessment  

Review assessment  
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Nursing Assessment (4) 

  

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Skin and pressure area care 
You should have an up to date Waterlow 
Assessment and ensure that pressure areas 
are supported as indicated by that 
assessment. Please use the BHT Waterlow 
Assessment chart that has been included 
towards the rear of this care plan 

Baseline assessment  

Review assessment  

Secretions 
Once postural changes have been tried, refer 
to BHT guidelines for appropriate medication 
to treat excess secretions.  A copy of the BHT 
decision support tools for treating secretions 
can be found towards the rear of this care 
plan 

Baseline assessment  

Review assessment  
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Nursing Assessment (5) 

  

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Agitation 
If the patient is agitated, assess to exclude 
reversible causes (for e.g. retention of urine).  

Consider medication as clinically indicated 
and once all reversible causes have been 
eliminated 

A copy of the BHT decision support tools for 
treating agitation can be found towards the 
rear of this care plan 

Baseline assessment  

Review assessment  

Spiritual and / or psychological well 
being 
Ensure to ask the patient how you can best 
support them in meeting any spiritual or 
religious needs. Contact details for the 
Chaplaincy team can be found at the end of 
this document. 

Consider using the ‘Distress Thermometer’ 
which can be found towards the rear of the 
care plan to help the patient express their 
own care needs 

Baseline assessment  

Review assessment  
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Nursing Assessment (6) 

 

Category 
Please assess each category of need. If any 
category is not applicable please record why  

Assessment 
Please use the relevant assessment tools 
included in this care plan 

Plan of action 
Please ensure that all actions prescribed are person centred, 
specific, measureable, achievable, realistic and timed. Ensure you 
discuss each aspect of this plan of care with the patient or carer  

Care after death 
Staff must find out from the dying person, 
their family and those important to them, the 
details of any cultural or religious-specific 
requirements about what constitutes 
respectful treatment of the body after death. 

As soon as possible after the death of the 
person, and depending on the family’s wishes, 
a health care professional should attend the 
person to ensure their body is appropriately 
cared for according to Trust policy and the 
immediate practical and emotional needs of 
those present are attended to. 

Baseline assessment  

Review assessment  

Support for those closest to the 
patient  
Assess and address (if possible) the needs of 
families and those important to the dying 
person, and offer information about access to 
other sources of help and support. 

Family or important others who wish to 
participate in caring for the dying person must 
be supported by staff to do so, e.g. by 
showing them simple practical techniques, 
but assumptions must not be made about 
their ability or wish to do so 

Baseline assessment  

Review assessment  
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This section contains Trust approved assessment tools and symptom management guidance for staff to 

use in meeting the needs of patients approaching the end of life.  

 

The tools contained in this section should be used to support the development of person centred aims 

for each aspect of the care plan and referred to when reviewing progress against the plan. 

 

Distress Thermometer 

The Distress Thermometer is a tool that the patient can use to talk to clinicians about their distress. It 

has a scale on which the clinician or the patient can circle the level of distress and indicate the parts of 

life in which there are problems.  The Distress Thermometer can be used to help establish if the patient 

requires supportive services such as chaplains, social workers, counsellors, and others.  

 

Waterlow Assessment 

The Waterlow Assessment chart should be completed for every patient as per existing BHT policy and 

appropriate measures put in place to maximise patient comfort and reduce harm 

 

If you have any questions about the assessment tools or guidelines contained in this section of the care 

plan, please contact the Specialist Palliative Care team. 

 

Abbey Pain Scale 

The Abbey Pain Scale is best used as part of an overall pain management plan and is designed to assist 

in the assessment of pain in patients who are unable to clearly articulate their needs. 

The Scale does not differentiate between distress and pain, so measuring the effectiveness of pain-

relieving interventions is essential. 

 

Wong and Baker Pain Scale 

The Wong Baker Facial Grimace tool may be used to establish how much pain the patient is in and how 

debilitating it is. It provides visual cues that may be used by the assessing clinician or the patient to 

indicate their level of pain 

 

 

Symptom management protocols 

The decision support algorithms at the end of the document are part of the Trust approve guideline for 

good end of life care. A full range of anticipatory medicines should be prescribed according to the 

standards laid down. 

 

Assessment tools and guidance 
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The Wong Baker Facial Grimace tool may be used to establish how much pain the patient is in and 
how debilitating it is. The assessing RN should explain to the person that each face is for a person 
who has no pain (hurt) or some pain, or a lot of pain. 
 
Face 0 doesn’t hurt at all. Face 2 hurts just a little bit. Face 4 hurts a little bit more. 
Face 6 hurts even more. Face 8 hurts a whole lot. Face 10 hurts as much as you can imagine, 
although you don’t have to be crying to have this worst pain.  
 
If you use this tool to assess the patient’s pain, you should record your assessment of the patient’s 
pain at least four hourly and up to hourly if indicated by the patient’s pain 
 
Please record your assessment in the continuation sheets in the patient’s record 
 
If the patient’s pain does not respond to the interventions described in the care plan, seek 
specialist advice from the Palliative Care team 

 

 

 

  

Wong-Baker Facial Grimace Scale 
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If you use the Abbey Pain Scale to assess your patient’s pain, you should do so every four hours and 
up to hourly if the patient’s pain indicates. Record your assessment in the continuation sheets in 
the patient’s record as outlined below. 
 

1. Record the assessment date and time 
 

2. Add scores from Q1-6 above 
 

3. Record the total pain score and score description from the chart above 
 

4. Record your assessment of what type of pain the patient may be experiencing using the 
phrases -  

a. Acute; 
b. Chronic; or 
c. Acute on chronic 

 
If the patient’s pain does not respond to the interventions described in the care plan, seek 
specialist advice from the Palliative Care team 

 

 

Abbey Pain Scale 

For measurement of pain in patients who cannot verbalise  
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