
END OF LIFE CARE PATHWAY IN HEART FAILURE
Adapted for use in East Kent by Pilgrims Hospices and Kent Cardiovascular Network

Note: Key worker to co-ordinate pathway action points where no professional is specified 

•	 Identify palliative patients & 
key worker*. GSF prognostic 
indicator tool may help but  
please ensure we are needs-led

•	 Ask yourself: “Would it 
surprise me if patient dies 
within 1 year?”

•	 Identify & document CPR/
DNAR status*

•	 Key worker to start discussions 
with Pt & carer (key clinician to 
initiate process & inform Pt of 
palliative status)**

•	 Refer to specialist palliative care 
services if complex needs***

•	 Primary Care can manage 
general palliative care needs

•	 Direct access referral to 
hospice if only requires 
time-limited therapeutic 
input (breathlessness 
management or living for 
today programme)***

Key:
*	 Could use HFMDM/GPGSF 

meeting as forum in difficult 
cases 

** 	 Advanced Communication 
Skills Training recommended

*** 	Referral criteria & forms via 
www.pilgrimshospice.org 

Identify ICD patients 
& discuss future 

deactivation    

Step 1

Discussions as end of 
life approaches

•	 Discuss and document care 
preferences (can change over 
time – regular reviews) 

•	 Assess carer/family needs 
(can change – need regular 
reviews)

•	 Key worker clearly identified 
to patient/carer (can change 
according to patient or carer 
needs)

•	 Document agreed plan of 
care:

	 -	 symptom/disease 	 	
	 	 management
	 -	 psychological/social/
        	spiritual care
•	 Consider joint assessment 

by heart failure and palliative 
care professionals if complex 
for shared expertise (can be at 
home, clinic, hospice OPA or 
hospital)

•	 Crisis Management Plan – may 
include hospital or hospice 
admission for IV diuretic  

•	 Develop system to record & 
share above information & 
plans (update any changes) 
–  eg in long term conditions 
plans

Step 2

Assessment, care 
planning & review

•	 Share plans and preferences 
from Step 2 with key 
professionals (including out of 
hours service provider)

•	 Use Gold Standards 
Framework (GSF) & include 
heart failure patients on GP 
palliative care registers

•	 Develop communication of 
care plans with A&E & Acute 
Services  

•	 Involve/review appropriate 
health and social care services 
to meet identified patient and 
carer needs

•	 Heart failure expertise via 
heart failure nurse specialists 
(HFNS) 9–5 Mon–Fri 

•	 Palliative care expertise 
is accessible 9–5, 7 days 
per week via hospice CNS 
(full service); out of hours a 
hospice CNS is available for 
telephone advice (9pm–12mn 
and 7.30–8.15am) via GP 
out of hours service; plus 
24/7 Dr on call via hospice if 
need is urgent and complex 
12mn–7.30am

•	 Liaise HCOOP +/– Macmillan 
Team upon A&E Admission 
(GP/HFNS are key in this) 

Step 3

Coordination of care

•	 In all care settings
•	 Reliable access to key services 

at the point & time of need.
•	 Joint working model (eg 

Hospice CNS and HFNS) 
•	 New initiative: Rapid 

Response Hospice at	
Home service. Offered as a 
supplement to existing care 
& support services. Phased 
roll-out across East Kent.	
Full details at:	
www.pilgrimshospice.org

•	 Symptom control and caring 
for the dying patient: Palliative 
Care Guidelines 4th Ed via: 
www.pilgrimshospice.org

•	 Other symptom guidance 
includes:	
www.palliativedrugs.com
or contact your local palliative 
care team

•	 Education re: palliative 
management of HF patients

Step 4

Delivery of high quality 
services

•	 Identification of the dying 
phase

•	 Priority GP visit to ensure that 
expected deaths avoid the 
need for post mortem

•	 Review needs and preferences 
for place of death 

•	 Support for patient and carer 
•	 Recognition of wishes re: 

resuscitation and organ 
donation 

•	 Consider implementing  
Liverpool Care Pathway 

•	 Medication – review and 
discontinue non essentials 
(NB – continue diuretics) 
– consider other routes of 
administration (SC/IV at home 
vs. inpatient care)

•	 Bereavement preparation for 
carers (should begin before 
this stage) 

•	 Information for carer about 
certifying and registering a 
death. 

Step 5

Care in the last days 
of life

•	 Care and support of carer and 
family including emotional 
and practical bereavement 
support

•	 Bereavement Risk Assessment 
(eg BRA process by Hospice 
Multidisciplinary team) 

•	 Assign key worker if active 
bereavement follow up is 
required (could be HFNS, 
Hospice, DN, GP or other 
professional) 

•	 Could use HFMDM or GPGSF 
meeting to reflect & review 
selected cases as a learning 
process 

ICD Removal: 
alert undertaker – 

risk of shock

Step 6

Care after death

Follow ICD Deactivation Policy for planned deactivation at appropriate time

Support for carers and families

Information for patients and carers – include pre-referral information for carers (eg ‘Caring Counts’ booklet)

Spiritual care services


