Best Interests End of Life Care Plan

For residents in Derbyshire Care Homes who have been assessed as lacking mental capacity to make a specific decision at a specific time.
· People that are important to and those involved in the care of, the resident need to meet and discuss together what they think the resident would have wished or preferred.

· Plan for what may happen, all the “what ifs”, even though we hope for the best.

· Ask relevant people to bring any related documents e.g. Lasting Power of Attorney or Advance Decision to Refuse Treatment / Living Will/ Advance Directive.
	Name of the Person

	
	Date of Birth
	

	Name of Care Home


	
	NHS Number
	

	Reason for making a Best Interest Decision
	                    is required to make a decision about................................ 
However despite every effort being made to optimise ....................... ability to make a decision around her future care, he/she has been assessed as unable to make this decision and this is considered to be a permanent impairment.

Date of Mental Capacity Assessment [MCA] ............................... 

Re:............................................................. 

Who completed the MCA re the above specific decision?

Name..........................................Designation...............................

	Who was involved in making the plan?

Name/s & role/s
	

	Has the resident appointed a Lasting Power of Attorney [LPoA] for Health and welfare?
	Yes / No
	If Yes

Name & contact details of LPoA

Ask to take a copy of document
	

	Does the resident have an Advanced Directive /Living will or Advanced Decision to Refuse Treatment
	Yes/ No
	Where is it stored?

What does it cover?

Ask to take a copy of document
	

	Regarding care we think the following would be important issues to

.............................. 
	

	These are the things that we think ........ would be worried about happening.

Discuss any interventions that may be needed.
	

	Has........................ expressed any views about allowing a natural death or DNACPR
	

	Use information sheet to discuss whether it is in resident’s best interest to be resuscitated if heart and /or breathing stops


	People important to the resident, do they have they any thoughts on:-
Allow a Natural Death or Cardio Pulmonary Resuscitation if so record below: 
(This is a medical decision made by the GP & documented in resident’s record)

	Preferred place of care.


	
	Preferred place of death
	

	Any particular religious or spiritual arrangements that may be required?
	

	Names and signatures of those people involved in best interest discussion


	Name
	Signature

	
	
	

	
	
	

	
	
	

	
	
	

	Check list of people who need to be aware of End of Life care plan.
	Person/Organisation
	Date Informed

	
	People most important to the person 
	

	
	
	

	
	GP: 
	

	
	Out of Hours
	

	
	Social Services
	

	Date Plan reviewed if required.
	
	Date reviewed
	

	Date Plan reviewed if required
	
	Date reviewed
	


Guidance for Use of Best Interests End of Life Care Plan

· This form can be completed by any Registered Nurse, who has attended Mental Capacity Act training and has the necessary communication and end of life skills. [please contact numbers below if you feel you need more support or training]

· Only use the Best Interest End of Life Care Plan if the person in your care has been assessed as lacking capacity to decide how they would like to be cared for at the end of their life. This Mental Capacity Assessment should be documented [an example form is overleaf]. If the resident is able to understand the issues, retain the information, weigh up pros and cons and communicate  their wishes they should be supported to use “My Future Care” or whatever Advance Care Plan document you use in your Care Home.

· If the person in your care is assessed as lacking mental capacity to complete My Future Care document and it is believed that this is not a temporary situation e.g. a urinary tract then a Best Interest Decision regarding an End of Life Care Plan should be made & a Best Interest End of Life Care Plan completed.
· It is best practice to get people who are important to the person and those involved in the care of the person to meet and discuss together what they think the resident would have wished or preferred. Where ever possible the person for whom the best interest decision is being made should be involved as much or as little as they choose. 
· This may not always be practical so you may need to talk to different people at different times. You may be able to use a care review to include the assessment nurse and care manager and family together.

· It is important that people who are important to the person understand that the decision will be made in the best interest of the resident. Factors will be taken into account including their views of what the resident would have wished and the resident’s health at the time the decision is being made.

· When asking about Lasting Power of Attorney make sure it is for Health and Welfare. Some people will have Lasting Power of Attorney for Finance and Property this will not be relevant in decisions regarding health and welfare. 

· Before having a discussion with resident’s family think about the possible interventions the resident may need given their condition e.g. PEG, IV antibiotics, CPR, ensure you can discuss the benefits and burdens of any likely interventions.

· It is good practice to give the relatives an information sheet about Allowing a Natural Death/DNACPR.

Mental Capacity Assessment

Start by assuming that the patient has capacity if there is doubt; proceed to the two stage test of capacity. Always do your best to optimise the person’s functioning e.g. pick their best time of day, reduce distractions.

The result of each step of the assessment should be documented, ideally by quoting the person.

	Name of Person
	
	Date of birth
	

	Name of Nursing Home
	
	NHS Number
	

	What is the specific decision to be made about?
	

	Stage 1
	Does the person have an impairment of, or disturbance in the functioning of their mind or brain?

Is it permanent or temporary? Permanent  (    Temporary(   

If there is a permanent impairment, what is the impairment, continue with Stage 2:  
If temporary can the decision wait till the condition improves? Yes or No. If no why not

	Stage 2
	Can he / she understand the relevant information needed to make the decision?


	
	Can he/she retain information long enough to make a decision?


	
	Can he / she weigh up the information in order to make a decision?


	
	Can he / she communicate their decision [this could be non verbal]? 


	If the answer to any of the questions in section 2 is “no” the person does not have capacity to make the specific decision at this specific time.

If you are not sure seek advice from a more experienced assessor. 

An IMCA may be required if the person has no one for support.

	Does the person have the mental capacity to make this specific decision at this time regarding an Advance Care Plan which may include specific decision re health care needs such as the insertion of a PEG/ Intravenous therapy/ antibiotic therapy and cardiopulmonary resuscitation?
	

	Name  of Assessor

Role of Assessor
	

	
	                                                           

	Date & Time
	
	Signature: 


If you would like more support using this form please contact: End of Life Care Facilitators on 07970214408 / 07970214331 
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