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1.0 
Policy

Each resident shall receive care at the end of their life which meets their physical, emotional, social and spiritual needs and respects their dignity and autonomy.
2.0 
Definitions
Advance Care Directive:  a statement about the kind and extent of medical or surgical treatment a resident may want in the future, on the assumption that they will not be able to make that decision at the relevant time.  It is not possible to state with absolute certainty that such a directive would be enforced because this depends on exactly what it says and whether or not it addresses the precise circumstances the resident faces.  
End-of-life care means health and/or long-term care, which focuses on comforting the resident and includes provision of palliative or hospice services preceding death. The length of time preceding death, which is considered end of life, is different for every individual. Predicting time until death for most terminal conditions, including dementia, is inexact.  
Palliative care: The specialised care of people with life-limiting illness
3.0 
Responsibility

3.1 
All Staff: Promote the individual rights of all residents, and treat all residents with respect and 
dignity.  To attend training specific to End of Life Care provided by St. Attracta’s Residence.
3.2
Nursing Staff: Coordinate resident end of life care
3.3
Director of Nursing: Evaluate adherence to the process
4.0
Principles

4.1
End-of-life care provision in St. Attracta’s Residence shall be:

· Respectful for the dying person and promote their dignity
· Supportive of relatives/representative who are central to the experience of the dying person and have their own needs
· Supportive of staff and acknowledge the impact of loss and that bereavement may be experienced by them
· Facilitated by coordination between health care providers 
5.0
Assessing the Residents Wishes for End of Life Care 
5.1
All residents shall undergo a comprehensive assessment on admission to St. Attracta’s Residence’s residents shall be reassessed at a minimum every four months. 

5.2
As part of this initial and ongoing assessment, the resident’s palliative care needs shall be assessed, documented and regularly reviewed.  This shall be an ongoing process.  All information provided by the resident shall be documented in their record. 
5.3
The information derived from these assessments is explained to, and options discussed at regular intervals with the resident, his/her family or representative, in accordance with the resident’s wishes. 
 5.4
The resident’s wishes and choices regarding end of life care are discussed and documented.  This shall be an ongoing process, as the resident’s wishes may change over time.  Staff shall be considerate of the sensitive nature of this, and shall conduct all such conversations in private 

5.5
Where the resident wishes to make an Advance Care Directive, they shall be provided with assistance from the Director of Nursing.  Residents shall be advised of the legal implications of the directive.  
5.6
Where the resident approaches end of life, their wishes, in as far as possible, shall be implemented and reviewed regularly with the resident. This includes his/her preferred religious, spiritual and cultural practices and the extent to which his/her family are involved in the decision-making process. 

5.7
Where the resident can no longer make decisions on such matters, due to an absence of capacity, his/her representative is consulted. 

6.0
Care of the Resident Approaching End of Life

6.1
As the resident approaches end of life, they shall be assessed regularly by the nursing staff.  The maintenance of the resident’s dignity and comfort are paramount to the care provided. 

6.2
The nursing staff shall liaise with the resident’s GP to determine appropriate care plans to address the issues and symptoms arising with end of life care. 

6.3
In accordance with the resident’s assessed needs, referrals are made to specialist palliative care services so that an integrated multi-disciplinary approach to end of life care is provided. This may include a palliative care nurse, or palliative care team. 
6.4
The residential care setting has facilities in place to support end of life care so that the resident is not unnecessarily transferred to an acute setting except for specific medical reasons, and in accordance with his/her wishes. This includes access to adequate nursing support and medical support (e.g. GP)
6.5
Every effort is made to ensure that the resident’s choice as to the place of death, including the option of a single room or returning home, is identified and respected. Residents who occupy a shared room will be offered the daffodil suit which is a single room for end of life care.
6.6
Direct care workers may be the first to notice a resident’s symptoms. This may present itself through the following: 

· Change in behaviors, such as becoming more withdrawn or agitated 

· Change in mental status, such as increased confusion or lack of responsiveness 

· Verbal communication, such as yelling or calling out 

· Motor restlessness 

· Facial grimacing or teeth grinding 

· Gestures that may communicate distress 

· Rigidity of body posture and position or posturing of extremities 

· Labored breathing pattern 

· Changes in swallowing ability 

· Loss of appetite and thirst 

· Excessive thirst 

· Disturbed or restless sleep 

· Scratching or picking at skin or other body parts 

· Changes in skin condition, such as bruising, open or discolored areas 

· Excessive sweating 

· Dry mouth or problem with oral cleanliness 

· Excessive oral secretions or drooling 

· Accumulation of secretions (eyes, nose, lungs, genitalia) 

· Bowel patterns and incontinence 

· Change in general cleanliness, such as dirty nails, body odor, etc. 

· Recurrent infection 

· Less response to antibiotics

· Weakness

· Air plucking 

· Fatigue

· Urinary retention

6.7
The resident shall be treated for pain and other physical and psychological symptoms that may cause discomfort. A care plan shall be developed with the input of the nursing staff, any other relevant health professionals (e.g. members of the palliative care team, physiotherapists etc) Where the resident has consented to the involvement of the relative/representatives in their care they shall be informed of the resident’s condition, and shall be facilitated to be involved in the development and implementation of the care plan. 
6.8
Where residents have difficulty communicating, staff shall be observant for other methods with which the resident may communicate.   Staff who are more familiar with residents may be able to better identify change and assess a resident’s condition.  Regular consultation with family can provide valuable information about how the resident typically communicates discomfort. 
6.9
Nursing staff shall identify and implement any comfort-care approaches which may assist in reducing physical symptoms, for example
· Oxygen, as prescribed by the GP, or an oscillating fan set on low and aimed toward the resident can produce enough moving air to make breathing easier. 
· Resident’s dry mouth can be moisturized by frequent oral swabbing and cleaning, or artificial saliva spray. 
· Difficulty with swallowing can be addressed by hands-on assistance with eating, changing food texture or increasing the thickness of liquids.  

· Sometimes just holding the resident’s hand will provide some comfort when the source of distress is unknown

6.10
The nursing staff shall try to address behaviors of concern through care or environmental interventions (i.e., nonpharmacological approaches). These interventions address unmet physical and psychological needs and eliminate or reduce environmental irritants. 

· Using gentle care giving techniques, including warnings before touching a person or beginning care, apologies for causing distress, keeping the person covered and warm, etc. 
· Providing companionship for a resident who is isolated. Companionship can come through use of residence staff or volunteers.

· Altering the environment for comfort, such as providing a calm environment, soft music and privacy, may help to minimize a resident’s restlessness at the end of life.

6.11
Where the resident has consented the resident’s family and friends are facilitated to be with the resident when he/ she is very ill or dying.  Overnight facilities are available for their use.

6.12
Providing information to families about the signs and symptoms of dying may help them to have a better understanding of what their loved ones are experiencing. The signs and symptoms identified may include: 
· Decreased need for food and drink because body functions are gradually slowing down. 

· Difficulty swallowing. The mouth will become drier and needs to be moistened. 

· Increased sleeping and more difficulty in waking up. 

· Increased restlessness. 

· Decreased urine output as kidneys slow down. 

· Breathing may sound moist because of relaxed vocal cords and a small amount of oral secretions collecting at back of throat. 

· Change in breathing patterns, with 10-30 second periods of no breathing, referred to as apnea. 

· Moaning sounds, which may not necessarily signify pain. 

· Arms and legs may become cool to the touch and bluish in color. There also may be mottling (reddish blue blotches) on the underside of the hands and feet. The underside of the body may be somewhat darker in color. These physical signs are a result of the slowing down of blood circulation and do not necessarily indicate that the person is too cold. 

· Fevers may occur. 
6.13
Family members may wish to assist with the care and comfort of their loved ones. To facilitate this, staff may provide suggestions for activities that the family members can engage in with the resident: 

· Direct care staff can teach the family how to regularly moisten the resident’s mouth and how to massage the resident’s hands and feet. 
· Encourage family members to play music that the resident enjoys or read aloud passages from the resident’s favorite book. 
· Encourage families to bring in pictures and items familiar to the resident so that they and staff can use them to connect to the resident and provide the comfort of familiar objects. 
· Activities staff can give the family ideas for providing comfort to the resident, such as hand holding, massaging the hands, playing soothing music, etc. 
· Families can offer reassurance and continue to talk to their loved one in a soothing voice because it can be calming for the resident.
6.14
 End-of-life care shall be flexible, contemplative and responsive to need in order to capture the uncertainty associated with dying and death. (Age Concern 2005) 

7.0 

Following the Death of a Resident 
7.1
When a resident has died, the resident shall be checked by at least one member of the nursing staff.  Death is confirmed by the GP only. 
7.2
The Director of Nursing or senior nursing staff shall be informed immediately. 

7.3
Upon the death of the resident, time and privacy are allowed for his/her family, friends and carers. An atmosphere of peace and calm is maintained at all times.  
7.4

All staff members on duty shall be alerted that has just died to ensure staff members do not walk into the resident’s room unaware of his or her death.  The symbol of a white dove will be placed on the residents bedroom door to indicate that the resident has died and the Hospice circle of life symbol shall be displayed in 3 areas of the home to alert staff coming on duty that a resident has recently died.  
7.5

The resident shall be laid out by the nursing and care staff. The residents body will be washed using warm soap and water, continence wear will be renewed and personal clothing changed to ensure it is clean. The residents hair will be brushed. White sheets and bed linen will be placed on the bed. The resident will be comfortably positioned and religious items such as rosary beads be placed in the residents hands if this has been identified as being of significance to the resident prior to death.
7.6

The deceased resident’s body is treated with respect and dignity in accordance with his/her wishes, if stated, or in accordance with the wishes of his/her family or representative, and in accordance with the resident’s cultural and religious beliefs and best practice.  
7.7

Where the resident’s relatives/representatives are not in attendance at the time of death, they shall be informed as soon as appropriate.  During the day this shall be immediately.  Where the resident dies at night, the phone calls shall be made at 7am where this has been approved by the resident/representative and documented in the resident’s record. 

7.8

In the event of a sudden death the resident will be laid comfortably in their room to await assessment by their GP. GP will be contacted next of kin will be contacted immediately and informed that they are required to attend the home as a matter of urgency. Discretion must be afforded to breaking unplanned bad news over the telephone. The director of nursing is to be informed and she will endeavor to attend the home to break the news to the family. Review of the residents previous care will be undertaken to establish any contributing factors to the sudden death.  


7.9

All resident deaths shall be certified. The senior nurse on duty shall inform the resident’s GP. Their GP shall attend St. Attracta’s Residence to complete a death certificate.
7.10

Where a resident has died outside of their GP working hours the Doctor on duty shall attend St. Attracta’s Residence to confirm the death. Nursing staff shall phone the residents GP surgery when it reopens and the death certificate shall be completed. 
7.11

Where the G.P refuses to sign a death certificate the coroner shall be called.  The coroner shall be provided with the details of the resident’s GP and the date of the last time GP assessed the resident.  
7.12

The coroner shall phone St. Attracta’s Residence and confirm, or state otherwise, with regards to the transfer of the resident to the undertaker.  In situations where there has been a sudden death or there has been a significant time since the resident was seen by the GP, the coroner may proceed with a post mortem.  This is at the discretion of the coroner and the coroner shall inform St. Attracta’s Residence of their decision. 
7.13

Where a post-mortem is to be undertaken, this shall be explained in advance to the resident’s relative/ representative. The relatives/representatives shall be provided with all necessary support.  All medications which the resident was taking prior to death shall be securely stored until the post mortem has been completed.  All relevant staff shall be informed where there is a post mortem. 
7.14

The pharmacist and the HSE Senior Area Medical Officer shall be informed. 
7.15

The acute hospital with which the resident may have attended for acute care or out-patient appointments will be informed of the residents death in order to stop future appointments for the resident arriving to the home or to the residents own home.
7.16

The nursing staff shall assist the relatives/representatives where they require information regarding funeral arrangements. 

7.17

Once funeral arrangements have been made, an internal notification will be made to all staff and staff encouraged to attend if they so wish.

7.18
Upon the death of a resident, his/her family or representatives are offered practical information (verbally and in writing) on what to do following the death and on understanding loss and bereavement. This includes information on how to access bereavement and counseling services and how to register the death.  A bereavement support box is kept in the nurses’ office containing bereavement support leaflets and information on counseling services available to them. 
7.19

Other residents in St. Attracta’s Residence shall be informed of the residents death and bereavement support provided to them.  Other residents will also be given the opportunity to see the resident or attend the funeral if they so wish.
7.20

The resident’s possessions are packaged in appropriate boxes/bags (not black bin bags) and returned to the resident’s relatives/representatives in a timely and respectful fashion following their death. The relative/representative shall sign to confirm receipt of the possessions.  
7.21
Upon the death of a resident, all VCare Complete records will be retained on the VCare Complete system as a discharged resident. Hard copy records shall be stored securely in the home in a locked, fire proof cabinet.  Records are not routinely destroyed, they are securely stored in St. Attracta’s Residence. 

7.22

St. Attracta’s Residence provides support to other residents and staff. A remembrance event is held annually at St. Attracta’s Residence which families of residents who have died in the preceding year are invited to attend. This gives families and residents and staff the opportunity to remember all those have passed. Staff are encouraged to discuss any issues surrounding a residents death or seek support from the senior nurse on duty or the Director of Nursing.  Support services will be made available to all staff.
8.0
Staff Training 
8.1
Staff are provided with training and guidance in end of life care as appropriate to their role, attendance at such training is highly encouraged and facilitated.
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