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Foreword
I am very proud to launch the Liverpool 
University Hospitals NHS Foundation Trust 
Vision and Strategy for End of Life and 
Bereavement Care 2022-25.

Here at LUHFT, providing outstanding end of life and 
bereavement care is everybody’s business and every 
staff member carries a personal responsibility to support 
patients and those close to them as they approach the 
final months, weeks and days of their life.

This strategy demonstrates our commitment to 
improving patient experience across the Trust and 
sets out how we will achieve the specific components 
required in order to deliver high quality, individualised, 
patient-centred end of life care.

We strive to ensure patients and those close to them 
receive the practical, emotional and spiritual support 
they require, and to provide high quality facilities, 
information and resources to support them at the end  
of their life. 

End of life care is a key priority in our hospitals, and  
we have one opportunity to get it right.

This strategy was developed in response to a wide-
ranging consultation with staff, patients and their 
carers, and I would like to thank them for sharing their 
experiences, both good and bad, which has helped to 
identify our key priorities for the next three years. 

The delivery of this strategy will be a tribute to all the 
patients we have had the highest privilege of caring for 
at LUHFT in the final days and hours of their lives.

 
Sue Musson
Chair
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Our context
Our vision for end of life  
and bereavement care

A person-centred approach to 
delivering integrated, responsive 
end of life and bereavement 
services across all settings.
At Liverpool University Hospitals NHS Foundation Trust 
(LUHFT), a significant proportion of our patients live with 
a progressing, life-limiting condition, and we believe 
high quality palliative, end of life and bereavement 
support is an essential part of the care that we deliver, 
from the point of diagnosis to the very end of life and 
into bereavement. 

 End of life care.  
It’s everyone’s  
business.

In the early stages following the diagnosis of a life limiting condition, there is often a period of 
relative stability, and at this point, it is important to support open discussions about a patient’s 
wishes for the future and provide an introduction to services which can provide further support.

The Integrated Mersey Palliative Care Team (IMPaCT) is a new consultant-led city-wide service, 
delivered as a collaboration between the four key providers of palliative and end of life care across 
Liverpool and South Sefton: LUHFT, Mersey Care, Marie Curie Hospice Liverpool and Woodlands 
Hospice. 

IMPaCT provides a single point of access and referral into hospice, hospital and community 
palliative care services through two integrated hubs, operating from Woodlands Hospice in the 
North and Marie Curie Hospice in the South. Patients remain under the umbrella of the IMPaCT 
service from diagnosis to death, to provide continuity, reducing delays and duplication to get 
the right service to the patient at the right time. The hubs operate from 9am-5pm daily, with 
co-ordinated out of hours cover, providing rapid access to specialist support for health care 
professionals, patients and carers around the clock.

A key part of our strategy for the next three years is working with our external partners to align 
our documentation and improve our clinical systems so we can more readily share information to 
guide advance care planning to meet the needs and wishes of our patients as they approach 
the end of their lives. This will include the advancement of our electronic palliative care co-
ordination systems (ePaCCS) and the development of a unified approach to anticipatory 
clinical management planning (ACMP) and Do Not Attempt Cardio-Pulmonary 
Resuscitation (DNACPR) decision making.

While we aim to support all of our patients in their Preferred Place of Care (PPC), there may 
often be instances, as their condition progresses, where they require acute hospital or hospice 
in-patient care, to assess and treat potentially reversible conditions or to provide rapid symptom 
control. The transition between acute and community settings is often a time of instability 
and uncertainty for patients, and a core aspect of the strategy will be to enhance specialist 
community support to avoid unnecessary transfers of care where possible, and to streamline 
admission and discharge processes to provide an improved patient and carer experience and 
seamless co-ordination of care. 

Whilst we aim to support as many patients as possible to die in the place of their choosing, we 
recognise that a significant proportion of our patients will sadly end their lives in hospital. 

At LUHFT, we are implementing the SWAN model, which promotes the provision of individualised 
end of life and bereavement care to ensure that our patients and those important to them receive 
enhanced support during this time. The SWAN model is a framework which supports the five 
priorities of care for the dying patient as outlined in the ‘One Chance to Get it Right’ report 
from the national Leadership Alliance for the Care of the Dying. The SWAN will be the Trust 
symbol for end of life and bereavement care, to improve recognition of our dying patients and 
bereaved families, so that all staff can provide sensitive and timely support when needed.

We have also developed a new Trust-wide Individualised Care Plan for the Dying patient,  
to prompt and document the specific care needs of patients and those important to them in 
the last hours and days of life, and also after death. We are implementing nurse verification 
of death to reduce delays, and working with our bereavement services and medical examiner 
teams to ensure that death certification is completed accurately and in a timely manner, to 
avoid additional distress. We are establishing new bereavement specialist nurses to provide 
additional support to families and carers from the point of recognition of dying and into the first 
stages of bereavement.

We will work with our local hospices and other external partners to improve ongoing 
bereavement support, ensuring families and carers are signposted to appropriate services  
when needed.

Progressive life-
limiting condition; 

incurable, symptoms 
treatable

Advancing disease 
& increasing 

decline; months  
to weeks

Last days of life; 
days to hours

First days after 
death

Bereavement

Rapid declineGradual declineStable Last days of life/death Care after death
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PERSONALI SED CARE AND SUPPORT PLANN ING
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We pride ourselves on the support we provide to our 
patients and those important to them as they approach 
the end of their lives, with a focus not just on their 
physical symptoms, but also their psychological and 
spiritual well-being, providing holistic support and 
helping them to plan ahead for their future care.

Our approach follows the North West Model for Life 
Limiting Conditions, which provides a useful framework 
for focusing individualised support and care planning for 
patients as their condition progresses.
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Our strategy is centred around six key work streams, 
each with a specific commitment to support continuous 
improvements in care.

Patient and carer experience lies at the heart of all that 
we do, and it is vital that their voice is heard in the 
development of our services, facilities and resources. 
We will proactively seek feedback from all sources, 
highlighting examples of good practice to share and 
identifying areas for further development to ensure 
equitable provision of exemplary care across the Trust.  

Integration of services is a core component of the 
strategy as we strive towards a ‘whole system approach’ 
to improve co-ordination of care across our wider 
community, regardless of geographical location or 
setting. Supporting patients through transitions in 
both the phase of their care and when they move 
between services is complex and challenging on both the 
individual patient and organisational system level and is 
therefore a key focus for the strategy.

A confident and capable workforce is essential to the 
delivery of the highest quality of care, and we are 
committed to ensuring all grades and disciplines of staff 
have access to the training and resources to support them. 

We strive to be at the forefront of evidence based 
practice, and alongside our Research and Development 
partners, we will drive forward engagement with clinical 
research, whilst ensuring we are demonstrating our 
commitment to continuous improvement of patient 
outcomes, and compliance with regulatory and national 
standards for palliative, end of life and bereavement care.

We believe this strategy will push us forward to deliver 
high quality, progressive, collaborative services, so we 
can be proud of the care we deliver to our patients and 
carers at this important stage of their lives. 

 
End of life care matters to our patients and those 
important to them. It matters to us.  

At LUHFT, it’s everyone’s business.

 
 
 

Dr Julie Bellieu
Clinical Director for Palliative and  
End of Life Services

Our vision and 
strategic objectives
Vision:  
A person-centred approach to delivering integrated, responsive end of life 
services across all settings.

Patient and  
family experience

Ensure patients and those 
important to them are 

engaged and involved in the 
development and delivery 

of the highest quality end of 
life and bereavement services 

across the Trust.

Workforce training

Develop a competent and 
confident workforce to 

deliver safe and high quality 
individualised palliative and 

end of life care.

Transitions of care

Develop guidance and 
resources to support complex 

decision making and safe 
transitions of care for 

patients approaching the 
end of their life.

Research and 
development

Develop a research culture 
within the service to support 
active participation in clinical 

research to develop the 
evidence base for palliative 

and end of life care.

Service integration

Develop integrated services 
alongside our partner 

organisations to support 
seamless, co-ordinated care 

across all settings.

End of life outcomes

Ensure there are clear, 
measurable outcomes to 

demonstrate ongoing quality 
improvement in end of life 

and bereavement care.

End of life care.  
It’s everyone’s  
business.
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Patient and family 
experience

Service 
integration

Commitment:  
Ensure patients and those important to them are engaged and 
involved in the development and delivery of the highest quality 
end of life and bereavement services across the Trust.

Commitment:  
Develop integrated services alongside our partner organisations to 
support seamless, co-ordinated care across all settings.

OBJECTIVE 1 Proactively involve patients and those important to them in service 
development and seek regular feedback about our existing end of life and 
bereavement care services using digital engagements, surveys and events.

GREAT CAREGREAT CARE

OBJECTIVE 1 Fully implement a sustainable service to support the Integrated Mersey 
Palliative Care Team (IMPaCT) model.

OBJECTIVE 2 Ensure end of life and bereavement care is equitable and inclusive, 
identifying and meeting the cultural, spiritual, religious and personal 
needs and preferences of the patient and those important to them.

GREAT CAREGREAT CARE

OBJECTIVE 2 Develop an equitable plan for the provision of specialist palliative care  
in-patient hospice and hospital beds across all sites.

OBJECTIVE 3 Provide high quality facilities and resources for patients and  
those important to them throughout their end of life care and  
into bereavement.

GREAT CAREGREAT CARE

OBJECTIVE 3 Develop a joint city-wide out of hours service for the provision of specialist 
palliative care medical and nursing support.

OBJECTIVE 4 Ensure resources are available to staff to enable them to provide 
compassionate care for the dying in line with national, regional and  
local guidance.

GREAT CAREGREAT CARE

OBJECTIVE 4 Work collaboratively with external partners to develop integrated 
electronic documentation and resources to support palliative and end  
of life patients.

OBJECTIVE 5 Actively seek to learn from end of life complaints and compliments, 
embedding and sharing best practice and lessons learned both internally 
and externally with the wider healthcare economy.

GREAT CAREGREAT CARE

OBJECTIVE 5 Build a positive culture of teamwork and collaboration within the  
new services.

GR
EAT AMBITIONSGR
EAT AMBITIONS

GR
EAT AMBITIONSGR
EAT AMBITIONS

GR
EAT AMBITIONSGR
EAT AMBITIONS

GR
EAT AMBITIONSGR
EAT AMBITIONS

GREAT PEOPLEGREAT PEOPLE
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Workforce  
training

Transitions 
of care

Commitment:  
Develop a competent and confident workforce to deliver safe and 
high quality individualised palliative and end of life care.

Commitment:  
Develop guidance and resources to support complex decision 
making and safe transitions of care for patients approaching 
the end of their life.

OBJECTIVE 1 Develop and deliver a workforce training plan that meets the needs of all 
staff groups across the Trust and promotes equitable provision of end of 
life, care after death and DNACPR education.

OBJECTIVE 1
Develop and implement a safe discharge process that is clear, timely and 
effective for palliative patients who are likely in the last months, weeks 
or days of life, including the implementation and embedding of the safe 
transfer palliative discharge tool within the Trust, working collaboratively 
with primary care partners to ensure cohesive cross-boundary processes. 

OBJECTIVE 2 Work in partnership with the Learning and Development Department to 
develop a workforce training dashboard for palliative and end of life care 
education (including DNACPR) that links to the electronic staff record.

OBJECTIVE 2 Develop a palliative and end of life discharge dashboard to monitor the 
effectiveness and responsiveness of agreed discharge processes.

OBJECTIVE 3 Embed processes to provide clinical supervision and support to staff 
involved in caring for end of life patients and those important to them.

OBJECTIVE 3 Develop and implement processes to record advance/anticipatory care 
planning discussions and outcomes across the Trust and share with 
external partners.

OBJECTIVE 4 Ensure all ward/clinical areas in the Trust have a nominated Palliative Care 
Champion who has completed appropriate training for the role and is 
supported to deliver cascade training in their own clinical area.

OBJECTIVE 4 Update and monitor compliance with a Trust-wide policy regarding 
DNACPR and treatment escalation decisions in line with national and local 
recommendations.

OBJECTIVE 5 Ensure all relevant staff receive training on the safe use of syringe  
drivers and incorporate competency records into the workforce  
training dashboard.

OBJECTIVE 5 Encourage discussions regarding DNACPR and treatment escalation 
decisions to be undertaken in a proactive and timely manner, by the 
clinical team with overall responsibility for the patient.

GR
EAT AMBITIONSGR
EAT AMBITIONS

GR
EAT AMBITIONSGR
EAT AMBITIONS

GR
EAT AMBITIONSGR
EAT AMBITIONS

GREAT PEOPLEGREAT PEOPLE

GREAT PEOPLEGREAT PEOPLE

GREAT PEOPLEGREAT PEOPLE

GREAT PEOPLEGREAT PEOPLE

GREAT PEOPLEGREAT PEOPLE GREAT CAREGREAT CARE

GREAT CAREGREAT CARE
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Research and 
development

End of life 
outcomes

Commitment:  
Develop a research culture within the service to support active 
participation in clinical research to develop the evidence base for 
palliative and end of life care.

Commitment:  
Ensure there are clear, measurable outcomes to demonstrate 
ongoing improvement in end of life and bereavement care.

OBJECTIVE 1 Develop and implement a framework for academic engagement and 
development of clinical staff.

OBJECTIVE 1 Develop a Trust dashboard for end of life care which monitors 
improvements against activity, uptake and compliance of key end of life 
services and resources.

OBJECTIVE 2 As the co-ordinating centre for the International Collaborative for  
Best Care for the Dying Person, participate in two international  
research projects.

OBJECTIVE 2 Monitor assessment of the quality of end of life care provision into the 
Trust mortality review process.

OBJECTIVE 3 Develop two local/regional collaborations to potentiate high quality 
palliative care research.

OBJECTIVE 3 Ensure all end of life and bereavement services meet the requirements  
of official regulatory bodies.

OBJECTIVE 4 Publish eight articles in indexed journals, including two with an impact  
factor ≥5.

OBJECTIVE 4 Support the implementation of action plans to address any areas  
of concern identified through audit, complaints, incidents, feedback  
or inspections.

OBJECTIVE 5 Participate in local, regional and national audits to benchmark  
practice and produce appropriate action plans in response to areas  
of need identified.

GR
EAT AMBITIONSGR
EAT AMBITIONS

GREAT CAREGREAT CARE

GREAT CAREGREAT CARE
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SWAN model  
of care
The SWAN model is used to support 
and guide the care of patients and 
those important to them during 
and after end of life care. 

The SWAN is an enabling model which supports 
generalists to be specialists in end of life and 
bereavement care. The ethos is about empowering teams 
and giving them permission to care and to break the 
rules that don’t exist.

SWAN symbolism and meaning

The elegant and graceful swan is associated with death 

in ancient Roman times with the swan symbol signifying 

a “good or happy death”.

The SWAN model will support your teams to create a 

culture of openness, enrich the care of those at end of 

life and after death in addition to creating a consistent 

approach to individualised care.

Aim of the SWAN:  
To promote dignity, respect & compassion at the end of life.

Is the patient believed to be 
entering the dying phase of life? 

Start the Personalised Plan of Care 
for the Dying Patient.

The SWAN model of care for 
individuals expected to die

The SWAN model of care for individuals 
who have sudden/unexpected death

Sensitively communicate 
with the patient and those 

important to them.

Step outside the box and facilitate 
what is important to the patient 

and those important to them.

Are the needs of the patient  
and those important to them  
being met, documented and 

reviewed regulary?

Ensure the provision of  
private space is identified.

Sensitively communicate with 
those important to the patient.

Step outside the box and  
facilitate what matters to the 

people important to the patient.

Are the needs of those  
important to the patient  

being met, documented and 
reviewed regularly?

Sign

Words

Actions

Needs

Key benefits and enablers

Good for the  
dying patient:

Treated with heightened  
dignity and respect

Dying is acknowledged  
and individual care  

is planned

Well informed and  
prepared

What matters to  
the patient

Enhanced communication

Quality,  
compassionate care

Good for those 
important to  
the patient:

Informed and prepared

Open visiting

Drinks and food provided

Practical support

Free car parking

The offering of mementos  
(hand-prints, photos,  

locks of hair)

Supported moments –  
memory making

Good for us all:

Information is consistent

Raises awareness

Re-enforces that  
End of Life Care  

is everyone’s business

Permission to act

Option of tissue donation

Care of family carries  
on after death

Embodies the  
Bereavement Alliance  

ethos of every  
death matters
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North West Model 
for life-limiting 
conditions
Supporting people to live well in the last years of their life 
before dying in the place of their choice with peace and dignity; 
supporting families and carers through bereavement.

Caring for a patient with  
life-limiting condition is about: 
•  Recognition and timely identification of patients with  

a life-limiting illness (Proactive Identification Guidance)

•  The person, their carers and those important to them

•  Meeting the supportive and palliative care needs for all 
those with a progressive incurable illness or frailty, to 
live as well as possible until they die

•  Support in the last year(s), months and days of life and 
through to bereavement.

This model gives an overview of the assessment 
and planning process for patients with a 
progressive incurable illness or frailty. The 
Good Practice Guide on the following pages 
identifies key elements of practice within each 
phase to promote individualised, personalised 
care and support planning, with core principles 
that apply to all phases.

Care should be:
•  Individualised and person-centred;  

“What matters to me and my priorities”

•  Underpinned by shared decision making  
that involves the person, and those important  
to them;

•  Education and empowerment of patients and 
their carers to support self-care and wellbeing

•  Collaborative, coordinated, and delivered with 
kindness and compassion;

•  Delivered by a competent, confident and capable 
workforce

•  Underpinned by continuity of care through good 
communication across all systems

•  Supported through compassionate communities.

Specialist Palliative Care (SPC) is the total care of 
patients living with progressive, advanced disease and 
limited prognosis. The care is provided by a multi-
professional team who have specialist palliative care 
training. SPC includes (but is not limited to) physical, 
psychological and spiritual assessment and management 
of symptoms; analysis of complex clinical decision-making 
challenges applying ethical and legal reasoning alongside 
clinical assessment; care and support to those important 
to the person, including bereavement care; specialist 
advice and support and education and training of the 
wider care team providing core palliative care.

Progressive life-
limiting condition; 

incurable, symptoms 
treatable

Advancing disease 
& increasing 

decline; months  
to weeks

Last days of life; 
days to hours

First days after 
death

Bereavement

Rapid declineGradual declineStable Last days of life/death Care after death

1 2 3 4 5

PERSONALI SED CARE AND SUPPORT PLANN ING
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ACP Advance Care Planning

ADRT Advanced Decision to Refuse Treatment

CPR Cardiopulmonary Resuscitation

EPaCCS Electronic Palliative Care Coordination System

ICD Implantable Cardioverter Defibrillator

LPA Lasting Power of Attorney

PPC / D Preferred Place of Care / Death

PCSP Pesonalised Care and Support Plan

TEP Treatment Escalation Plans

MDT Multidisciplinary Team

OOH Out of Hours

NWAS North West Ambulance Service

Stable
•  Person diagnosed with life-limiting condition; 

treatable symptoms, but incurable

•  Supportive care to help prevent or manage adverse 
effects of disease and/or treatment

•  Offer ACP discussion to put PCSP in place; consider 
how soon/how likely capacity may be lost; may 
include CPR discussion

•  Record EPACCS / equivalent, with consent

•  Benefits review for person and carers: e.g. grants, 
prescription exemption, Blue Badge scheme

•  Consider any possible crises; agree anticipatory 
clinical plan with the person / those important  
to them

•  Monitor and support; consider timely referral to 
other special-ist services

•  ICD discussion about possible future deactivation,  
if applicable

Early identification guides:

Primary care – EARLY

Care Homes – Six Steps / Shadow

NEWS2

Core principles  
 
(maintained from stable through to the last hours of life  
and into bereavement)

•  Communication should be sensitive and 
unambiguous;

• Offer an Advance Care Planning (ACP) discussion; 
personalised care and support plan (PCSP) to be  
put in place; could include TEP / PPC / ADRT / LPA / 
making a will;

•  Needs of those identified as important to the person 
are explored, respected and met as far as possible;

•  Assessments should be holistic to include physical, 
psychological, spiritual and social aspects, 

rehabilitation and quality of life. Review when 
condition changes or as required;

•  The principles of the Mental Capacity Act 2015 must 
underpin all practice;

•  Review prescribing;

•  Access Specialist Palliative Care Services (with 
consent) when needs or symptoms are difficult  
to manage.

Rapid decline
•  Person identified as in rapid decline despite  

optimal therapeutic management of underlying 
medical condition(s)

• Exclude reversible causes of deterioration; 
investigate and treat as appropriate

•  Review at supportive/palliative care meeting

•  Discuss and prescribe anticipatory medication

•  District Nurse referral for assessment of care needs  
(if at home)

•  Enable rapid discharge to PPC/PPD (if in hospital)

•  Monitor frequently, consider any possible crises; 
ensure people have contact details of who to call in 
time of crisis

•  Review, or offer, ACP discussion to put PCSP in place; 
record EPaCCS or equivalent with consent

•  Consider Continuing Health Care funding

•  Consider DS1500

•  Assessment of equipment needs

•  ICD discussion/deactivation, if applicable

•  CPR considered/discussed; document conversation 
and decision

•  Share information with OOH/NWAS, include CPR 
status and ACP; update EPaCCS

•  Refer to other specialist services as needed

Last days of life
•  MDT agree person is in the last days of life, NICE 

guidance

•  Exclude reversible causes of deterioration; 
investigate and treat as appropriate

•  Agree individual plan of care for the dying person, 
supported by local documentation, coordinated  
and delivered with compassion; review regularly 
Priorities for care of the dying person / One Chance 
to Get it Right

•  Anticipatory medication prescribed and authorised 
for use by MDT

•  Monitor frequently, consider any possible crises; 
ensure people have contact details of who to call in 
time of crisis

•  Implement care of the dying nursing interventions

•  ICD discussion and deactivation if not previously 
initiated

•  Community patients: share information about 
expected death with OOH/NWAS, include CPR status 
and ACP; update EPaCCS

•  Sensitive communication with carers/family, including 
what to expect when someone is dying

•  Respect and support cultural

Care after death
•  Verification of death

•  Medical Certification of death

•  Respect and support cultural/religious faith customs

•  Post death reporting: notifiable diseases, significant 
event analysis, coroner referral

•  Family, carers and those important to the person 
offered practical and emotional support (signpost to 
bereavement services)

•  What to do after a death: https://www.gov.uk/when-
someone-dies

•  Update supportive/palliative care record and EPaCCS 
with date and place of death

•  Inform all relevant agencies: CCG, GP, social care, 
ambulance service, OOH, Specialist Palliative Care 
Team, Allied Health Professionals, equipment store

•  Timely debrief and identify if staff support required

Gradual decline
•  Person identified as deteriorating despite optimal 

therapeutic management of underlying medical 
condition(s)

•  Exclude reversible causes of deterioration; 
investigate and treat as appropriate

•  Include on primary care supportive/palliative care 
register; review regularly

•  District Nurse referral for assessment of care needs  
(if at home)

•  Consider if the care is still in line with PCSP, or offer 
an ACP discussion to put PCSP in place; may include 
TEPs and CPR discussion

•  Record EPaCCS or equivalent, with consent (Data 
Protection)

•  Share important clinical and social information with 
all health and social care professionals

•  Benefits review for person and carers: e.g. DS1500, 
attendance allowance

•  Early identification of symptoms and holistic needs

•  Consider referral to other services based on needs 
assessment

•  Consider Continuing Health Care Funding

•  ICD discussion, if applicable
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End of life care.  
It’s everyone’s business.
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