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Spiritual Care Services





Care at the end of life 


- Learning Disability Service Sunderland





Useful Numbers





L.D Community Treatment Team


S.P.A - Tel: 03031231145


(9.00a.m.-5.00p.m Mon-Fri)





Initial Response Team/Crisis Team for NTW mental health/L.D. team


Tel: 03031231145


(24 hour)





Specialist Palliative Care Team - Sunderland – Community


SPOC Tel: 0191 5699193


(9.00a.m.-5.00p.m Mon-Fri)





Specialist Palliative Care Team 


Sunderland Royal Hospital:       Tel: 0191 5697337


(9.00a.m.-5.00p.m Mon-Fri)





Hospice Helpline (24 hours)


Tel: 0191 5699195





Out of Hours Palliative Care Team (5.00pm – 8.30am)


Tel: 07798925128





District nurses (see resource folder)





Information for Patients and Carers





Support for Carers and Families
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Step 2

Assessment,

care planning

and review

• Agreed care

plan and

regular review

of needs and

preferences

• Assessing

needs of carers

		Also identify lead GP and District Nurse Sister lead

		Holistic assessment

		DisDAT/other tools

		Request GP add patient to primary care palliative care register

		 Health Action Plan

		Emergency Health Care Plan

		Advance Care Planning, Advance Statement, ADRT, PPC.

		Consider DNACPR, DS1500, CHC

		Does the service user have a lasting power of attorney, or need IMCA involvement?

		 ? Specialist Palliative care  referral



Step 3

Coordination

of care

• Strategic

coordination

• Coordination

of individual

patient care 

		 Ongoing regular case conference

		Out of hours plan

		Sharing of information in district nursing folder and with GP.



Step 4

Delivery of

high quality

services in

different

settings

		Requires the individuals to have appropriate knowledge and skills to deliver high quality care

		Support ELC staff education in all of service users care settings



Step 5

Care in the

last days

of life

• Identification

of the dying

phase

• Review of

needs and

preferences for

place of death

• Support for

both patient

and carers

• Recognition of

wishes

regarding

resuscitation

and organ

Donation

		Anticipatory drugs in place

		Education of professional staff around care of the dying person

		Request GP visit at least every 14 days is days.



Step 6

Care after

death

• Recognition

that end of life

care does not

stop at the

point of death.

• Timely

verification and

certification of

death or referral

to coroner

• Care and

support of carer

and family,

including

emotional and

practical

bereavement

Support.

Discussions

as the end

of life

approaches

• Open, honest

communication

• Identifying

triggers for

discussion

		 Assessment of capacity, time specific and decision specific

		Identify named key worker

		Key worker to arrange regular L.D. M.D.T.
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Support for carers and families


Information for patients and carers


Spiritual care services


Step 2


Assessment,


care planning


and review


• Agreed care


plan and


regular review


of needs and


preferences


• Assessing


needs of carers


			Also identify lead GP and District Nurse Sister lead


			Holistic assessment


			DisDAT


			Add patient to primary care palliative care register


			 Health Action Plan


			Advance Care Planning Advance Statement,, ADRT, PPC


			?DNACPR


			?DS1500


			?CHC


			?LPA ?IMCA


			 Specialist Palliative care Nurse referral





Step 3


Coordination


of care


• Strategic


coordination


• Coordination


of individual


patient care 


			 Ongoing regular case conference


			Out of hours plan





Step 4


Delivery of


high quality


services in


different


settings


			Requires the individuals to have appropriate knowledge and skills to deliver high quality care


			Support ELC staff education in all of service users care settings





Step 5


Care in the


last days


of life


• Identification


of the dying


phase


• Review of


needs and


preferences for


place of death


• Support for


both patient


and carer


• Recognition of


wishes


regarding


resuscitation


and organ


Donation


			Anticpatory drugs


			Education of professional staff around the use of the liverpool care of the dying pathway





Step 6


Care after


death


• Recognition


that end of life


care does not


stop at the


point of death.


• Timely


verification and


certification of


death or referral


to coroner


• Care and


support of carer


and family,


including


emotional and


practical


bereavement


Support


			To include local bereavement support links





Discussions


as the end


of life


approaches


• Open, honest


communication


• Identifying


triggers for


discussion


			 Assessment of capacity, time specific and decision specific


			Identify named key worker


			Key worker to arrange regular case conference
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Support for carers and families


Information for patients and carers


Spiritual care services


Step 2


Assessment,


care planning


and review


• Agreed care


plan and


regular review


of needs and


preferences


• Assessing


needs of carers


•Also identify 


lead GP and 


District Nurse 


Sister lead


•Holistic 


assessment


•DisDAT


•Add patient to 


primary care 


palliative care 


register


• Health Action 


Plan


•Advance Care 


Planning 


Advance 


Statement,, 


ADRT, PPC


•?DNACPR


•?DS1500


•?CHC


•?LPA ?IMCA


• Specialist 


Palliative care 


Nurse referral


Step 3


Coordination


of care


• Strategic


coordination


• Coordination


of individual


patient care 


• Ongoing 


regular case 


conference


•Out of hours 


plan


Step 4


Delivery of


high quality


services in


different


settings


•Requires the 


individuals to 


have 


appropriate 


knowledge and 


skills to deliver 


high quality 


care


•Support ELC 


staff education 


in all of service 


users care 


settings


Step 5


Care in the


last days


of life


• Identification


of the dying


phase


• Review of


needs and


preferences for


place of death


• Support for


both patient


and carer


• Recognition of


wishes


regarding


resuscitation


and organ


Donation


•Anticpatory


drugs


•Education of 


professional 


staff around the 


use of the 


liverpool care of 


the dying 


pathway


Step 6


Care after


death


• Recognition


that end of life


care does not


stop at the


point of death.


• Timely


verification and


certification of


death or 


referral


to coroner


• Care and


support of carer


and family,


including


emotional and


practical


bereavement


Support


•To include 


local 


bereavement 


support links


Discussions


as the end


of life


approaches


• Open, honest


communication


• Identifying


triggers for


discussion


• Assessment 


of capacity, 


time specific 


and decision 


specific


•Identify named 


key worker


•Key worker to 


arrange regular 


case 


conference
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