PREFERRED PLACE OF CARE

The Preferred Place of Care (PPC) is an advance care planning tool for recording your wishes and preferences about the care you would or would not like to receive when you approach the end of your life, including where you would like to receive it. You keep this care plan with you. You can show it to the health or social care professionals providing your care, at home, in hospital, care home or other settings. The PPC also records information about the supportive care you might need and the services available locally. This information can help in planning future services.

Who fills in the PPC form?

The PPC is in two sections. Section 1 is to be completed by you, a family member or friend, or a health or social care professional using your words.

Section 2 is information that can be used for care planning, audit and research purposes and is filled in by a Health or Social Care Professional.

What can the PPC do for me?

The PPC aims to give you (and your carers) support and information so that you can make informed choices about your care. The document also aids communication between the Health And Social Care Professionals involved in your care, as it helps to make your wishes known.

Can I change my mind?

Yes, at any time.

Will my wishes and preferences always be met?

It may not always be possible to guarantee that your preferences will be met, but if they are discussed and documented every endeavour will be taken to comply with your wishes. There are a number of reasons why you may not be able to have your choice of place of care, including a change in your physical condition, a carer becoming tired or ill, or a lack of resources to meet a particular need. The wishes you record in the PPC will be taken into account in planning your care, but they are not legally binding. However, if you wish to make a legally binding decision to refuse treatment, you should speak to your GP or medical consultant.

If I need to go into hospital should I take the document with me?

Yes. Please show it to the nurses and doctors who admit you so that they know about your care preferences. If you have any questions about the PPC please raise them with your health care team. 

Where can I get more information?

Further information about end of life care is available at www.endoflifecare.nhs.uk
Confidentiality and Data Protection

Any information you give to health or social care professionals will be treated as confidential and only be used for the purpose for which you gave it. The information collected in this PPC will be managed in accordance with national and local procedures for data protection and confidentiality.

In this document two signatures are required before the information can be used or shared.

The first signature gives permission for relevant information from this document to be shared with appropriate family members, carers, and health and social care professionals.

I agree to my health care team and carers being informed of the key issues identified in this document.

	Signature:

	Print Name:
	Date:


The second signature gives permission for the information contained within this document to be used for audit (checking that healthcare is being delivered in the correct way) and / or research (improving our understanding of disease and helping create new treatments). Some of the research and audit information may be disclosed to other organisations, such as university research departments. However, patient identifiable information such as name, hospital ID number, NHS number, address or full postcode will not be disclosed. Information such as dates of birth, gender, ethnicity, partial postcodes, GP names, wishes and preferences may be disclosed.

If you do not wish to sign this section, it will not affect your care in any way.

I consent to information in this PPC being used for audit and research.

	Signature:

	Print Name:
	Date:


Preferred Place of Care

Information about you

	Name:
	Date of Birth:

	Address (including postcode):




	Gender:
	Spoken Language:


Your ethnicity – completion optional (please tick appropriate box)

	White
	
	Pakistani
	
	Chinese
	
	Black

Caribbean
	
	Other

Asian
	

	Indian
	
	Bangladeshi
	
	Black

African
	
	Black

Other
	
	Other


	


Your doctor (GP)

	GP Name:
	GP Phone:

	GP Address (including postcode):




Have you legally nominated someone with Lasting Power of Attorney for health care decisions? (Please tick appropriate box)

	Yes
	
	No
	


If yes please provide name and contact details below:

	Name:
	Phone:

	Address (including postcode):



	Relationship to you:


Section 1: Your Wishes and Preferences

This section is about your thoughts on current and future care including what is important to you. You can change your mind at any time. Please record changes on the following page.

In relation to your health, what has been happening to you?

	


What are your wishes and preferences for care as you approach the end of your life? (Please consider what you would wish and not wish to happen).

	


Where would you be like to be cared for at the end of your life?

	


Please record any changes to your wishes and preferences on this page.

	Review date:
	Signature:

	Changes to your wishes or preferences:




	Review date:
	Signature:

	Changes to your wishes or preferences:




	Review date:
	Signature:

	Changes to your wishes or preferences:




	Review date:
	Signature:

	Changes to your wishes or preferences:




Section 2: Needs and Services

This section is only to be completed by health or social care professionals

Initial assessment undertaken by:

	Name:

	Job Title:
	Date:

	Organisation:


Describe the current family situation:

	


Informal support networks available to the person:

(including family, friends, specialist association or society, faith group etc.) 

	


Carers’ support needs:

	


Please complete the table below when the first assessment is made. If new or different services are accessed, please fill in the Change in Care Sheet on page 9.

	
	Services available

Locally

(PLEASE TICK)

YES      NO
	Services currently

Being accessed

(PLEASE TICK)

YES      NO
	Date referred
	Date of

admission/

attendance/

receipt of

services
	Date

discharged

	Hospital   In-patient

Out-patient
	(       (
(       (
	(       (
(       (
	
	
	

	Hospice   In-patient

At Home

Day Care

Respite Care
	(       (
(       (
(       (
(       (
	(       (
(       (
(       (
(       (
	
	
	

	Care Home
	(       (
	(       (
	
	
	

	Social Services/Care Agencies
Social Worker

Specialist Palliative Care Social Worker
	(       (
(       (
(       (
(       (
	(       (
(       (
(       (
(       (
	
	
	

	District Nurse availability (hrs available...............)

Daytime.........................

Evening.........................

24 hr..............................
	(       (
(       (
(       (
	(       (
(       (
(       (
	
	
	

	Marie Curie service

Daytime …………………

Evening …………………

24 hr …………………….
	(       (
(       (
(       (
	(       (
(       (
(       (
	
	
	

	Specialist Nurse – please specify:
	(       (
	(       (
	
	
	

	GP Name:
	(       (
	(       (
	
	
	

	Allied Health Professionals

Physiotherapist

Occupational Therapist

Dietician

Podiatrist/Chiropodist

Speech & Language specialist
	(       (
(       (
(       (
(       (
(       (
	(       (
(       (
(       (
(       (
(       (
	
	
	

	Support System e.g. Multi-Faith Chaplains/

PALS, Counsellors (Please specify)
	(       (
	(       (
	
	
	

	Access to other support services e.g. Complementary Services, other specialist

services, befriending schemes, self-help groups, religious groups
	(       (
	(       (
	
	
	


Are there any unmet needs? (If so please record below)

	Unmet need:


	Date:

	Action taken:



	Name:
	Title:


	Unmet need:


	Date:

	Action taken:



	Name:
	Title:


	Unmet need:


	Date:

	Action taken:



	Name:
	Title:


	Unmet need:


	Date:

	Action taken:



	Name:
	Title:


Who was involved in the discussion about Preferred Place of Care?

	Name:
	Title

	Relationship:


Change in Care Sheet

Please record any changes in the care plan here (e.g. if the person is admitted to hospital for an intervention)

	
	Change 1
	Change 2
	Change 3

	Date & time
	
	
	

	What changed and why
	
	
	

	What action was taken
	
	
	

	Patient/carer comments
	
	
	

	Name of healthcare professional
	
	
	

	Signature
	
	
	


	Date of death
	

	Place of death (e.g. home, hospital, care home, hospice)
	


Advice for patient and carer on what to do and whom to contact if the following should occur:

	Symptoms
	What to do
	Contact details

	If acutely short of breath, chest pain, clammy, nauseous or profoundly sweaty
	DIAL 999

If patient/carer chooses to decline hospital treatment then…..

9am-5pm:

· Call surgery for advice (
· Seek advice from heart failure nurse if unable to get hold of Dr (
Out of hours:

· Call GP out of hour service (
· Call Harmoni (
· Call designated district nurse (
	· Surgery telephone:

…………………………..

(9am-5pm Mon-Fri)

…………………………..

Out of hours

· Heart Failure Nurse:

…………………………..

(9am-5pm Mon-Fri)

· Harmoni:

………………………….

· District Nurse:

………………………….



	If feeling generally unwell, lethargic, breathing has got steadily worse
	9am-5pm:

· Seek advice from heart failure nurse 

Out of hours:

· Call GP out of hour service (
· Call Harmoni (

	


Do Not Attempt Resuscitation Agreement Form

For some patients, it is apparent that life is coming to an end. If the heart and lungs suddently stop working, it can be unkind and futile to attempt to restart these organs (cardiopulmonary resuscitation) using electric shocks to the chest, tubes through the throat into the lungs, and wires and tubes through the neck into the heart. This form can prevent those procedures from being attempted unnecessarily.

Affix patient label here

	A brief explanation of the reasons why the decision was made should pre-empt the written agreement e.g. In view of the irreversible and progressive nature of the patient’s illness, death is now seen as inevitable.

 


In the event of a cardio respiratory arrest a ‘Do Not Attempt Resuscitation’ decision has been made on the above patient.

I have/have not discussed this decision with the patient/carer, relatives or anybody else.

This decision will be reviewed by the GP/Lead Consultant in accordance to the patient’s condition.

	Signature:

	Name (please print):

	Title:
	Date:


“Do Not Attempt Resuscitation” Agreement Form Cont.

Review Date:

	Signature:

	Name (please print):

	Title:
	Date:


	Signature:

	Name (please print):

	Title:
	Date:


	Signature:

	Name (please print):

	Title:
	Date:


	Signature:

	Name (please print):

	Title:
	Date:


	· DNAR decisions should be reviewed regularly according to the patient’s condition

· A DNAR decision should apply to the current hospital admission only

· If the patient is readmitted, the resuscitation status of the patient should be reviewed and new DNAR decisions recorded in the notes if applicable

· All other treatment and care which are appropriate for the patients are not precluded and should not be influenced by a DNAR decision




NB: A DNAR decisions apply solely to cardiopulmonary resuscitation, i.e. electric shocks to the chest, tubes through the throat into the lungs, wires and tubes through the neck into the heart.
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