Making Practice Visible

Using The Liverpool Care Pathway in a Hospice Setting

The Philosophy of Care

The modern hospice movement emerged in the
UK during the 1960s. Established within a
framework of clinical excellence, research and
education it improved the care and symptom
management of cancer patients in the terminal
phase of life by promoting the shift from a curative
to a palliative perspective. 1.2

The Response

As part of its palliative and
end-of-life care strategy,
Scottish Government has
included the Liverpool Care
Pathway (LCP) in its policy
framework. 2 The literature
supports its use as a tool
which both improves and
promotes best practice in
end-of-life care, and
provides a transferable,
evidence-based model of
care across all healthcare
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Settings. 9, 14, 15, 16, 17

The Liverpool Care Pathway
*Affirms the diagnosis of dying. 14 16. 18
*Enables the focus of care to change. 14 16

«Creates opportunities for open discussion with the family. 14.16. 18
*Provides a focused and anticipatory approach to care. 1415 16,19
*Promotes consistent multidisciplinary working. 9 14 15. 19

sImproves confidence and empowers generic staff. 14,15 16,18, 19

*Reduces referral rates to specialist practitioners. 1°
*Minimises and improves documentation. %14

*Acts as an aide-memoir and evidence-based teaching tool. °
*Facilitates formal reflective practice, audit and research. ° 15 17,18
*Demonstrates measurable outcomes of care. 1. 1417

*Acts as a catalyst for organisational change. 10. 16

Generates discussion at local, national and international levels. 10

13,17, 20
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The Challenge

*The focus and scope of palliative care is
changing. 3

*Provision of quality end-of-life care is a global
public health issue. 4

eHigher rates of cancer, chronic organ failure,
frailty and dementia ® are associated with an
aging population. 46

*Those with chronic, progressive non-cancer
disease receive fragmented care, poorly-
anticipated symptom control, and limited
access to palliative care services in the
terminal phase of their illness. 7

*The majority die in hospital, often following an
acute unplanned admission. 8

*Hospices are considered centres of
excellence, % 19 yet most end-of-life care is
provided by generalist staff in hospitals, care
homes or patients’ own homes. 11

*Generalists ‘need increased skills, confidence
and support from specialists to improve the
palliative care they give.” 11 (-2

*UK policy documents support the
achievement of equitable, quality end-of-life
care. 1213

Critical Reflection
Diagnosing dying and
consequent palliative care
interventions can be difficult,
16,18 and the use of a
standardised approach risks
reducing care of the dying to
‘a series of boxes to be ticked
by professional caregivers.” 2
(p-39) Guided, critical reflection
allows the complex realities of
care to be acknowledged,
and values the contribution of
experiential knowledge to the
scientific evidence base. 2 |t
promotes self-awareness and
identifies learning needs, 23
creating opportunities for
growth, development, and
improved quality of care.
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