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The Scottish Government has recently published the action plan Living and Dying Well- Building on Progress (2011). This 
action plan records the progress made towards achieving the aims of the first Living and Dying Well action plan (2008) and 
sets out a new phase of actions for health boards which includes specific actions and recommendations for the delivery of 
palliative care services to Children and Young People throughout Scotland.

Children and Young People in Scotland with palliative care needs are only now starting to benefit from a raised awareness 
of the services they require in order to achieve a high quality of life whilst living with a life limiting or life threatening 
condition and in particularly access to appropriate and timely, end of life care in a setting of their choosing.

The pathways and policies displayed below are the outcomes of work led by the Nurse Consultants for C&YP Palliative 
Care, members of the MCN for Children with Exceptional Needs, members of the Scottish Children and Young People’s 
Palliative Care Network (SCYPPN) and the Scottish Children and Young People’s Palliative Care Executive Group (SCYPPEx). 

These pathways and policies provide guidance for all service providers of palliative care to children and young people 
throughout Scotland. 
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RESUSCITATION PLANNING POLICY 

FOR CHILDREN AND YOUNG PEOPLE 

(under 16 years)

Children and Young People Acute 

Deterioration Management 

(CYPADM)

A lead professional and nurse (this can be a senior charge 
nurse, clinical nurse specialist, named nurse or discharge 
coordinator) should be identified to support and advise 

the child or young person and family throughout pathway

Care Pathway for Child or Young Person
with Palliative Care Needs in Hospital

Does the Child or Young Person require End of Life Care?

End of Life Care at Home

Lead clinician, nurse, child, young 
person and family discuss the 

options available for End of Life 
Care at home:

 Home with written details of 
how to contact support staff  

24 hours / 7 days
OR 

Home with planned input from 
community and outreach staff

 Family informed of other Support 
Services available to them

Lead clinician and nurse, identify 
lead persons in community and 
liaise with local GP, CCN Team, 

DN, SW, NHS24, Out of Hours and 
Ambulance Services

Lead clinician & nurse arrange 
multidisciplinary pre- discharge 

discussion, to agree and organise 
care & support required by child, 
young person & family at home
Lead clinician & nurse identify 
and source all equipment and 
medication required at home
Transport and escort arranged        

if required
Ensure end of life care plan, drug  

kardex and discharge summary are 
given to child, young person and 

family to take home
Inform GP and community staff 

prior to discharge

Discharge Home

End of Life Care in Hospice

Lead clinician and nurse discuss 
and agree end of life care and 

symptom management plan with 
child, young person and family

Family informed of other Support 
Services available to them

Lead clinician makes urgent 
referral to hospice, shares care 

& management plan and agrees 
suitable time for transfer

Transport and escort arranged       
if required

Ensure end of life care plan, drug 
kardex, discharge summary,  

medicines, medical supplies and 
equipment and are also taken 
to hospice with child or young 

person

Inform GP and relevant 
community staff of transfer

Discharge to Hospice

End of Life Care in Hospital

Lead clinician, nurse, child, 
young person and family                   

discuss and agree end of life        
care plan & wishes 

Family informed of other Support 
Services available to them

Room and environment prepared 
to meet child , young person        

and family’s palliative care needs 
and wishes

End of life care and symptom 
management provided as per        

care plan

Care plan and symptom 
management plan reviewed 

frequently

Ensure GP and relevant 
community staff are informed and 

updated regularly

Remain in Hospital

Lead professional and nurse meet with child, young person and family to discuss                                    
End of Life Care choices: 

Produced by the Short Life Working Group for Discharge Planning for Children & Young People’s with Palliative Care Needs, Yorkhill Hospital, 2010.

Yes
Yes
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Does the Child or Young  

Person have Complex         
Health Care Needs and require 

Continuing Care at home?

Refer to pathway for complex 
discharges
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