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Algorithm:  
Decision making in diagnosing dying  

& facilitating a child’s death at home or hospice by a planned rapid discharge  

Deterioration in the child’s condition suggests that the child could be dying 

Decision to proceed with discharge 

Outcome of Assessment 

 Liaison with Specialist Palliative Care Team or the lead community / hospice nursing team. 

 Identify whether 24 hour support is available locally (for discharge home) or if capacity is  

   available for transfer to hospice / DGH for end of life care. 

 Options for rapid discharge to home / hospice / local hospital discussed with child & family 

    Child is diagnosed as dying (last hours and 
      days of life). 
    Communication and discussion with child &  
      family to confirm understanding that their 
      child is dying. 

Multidisciplinary Team (MDT) Assessment 

  Is there a potentially reversible cause for the child’s condition? 
  Could the child be in the last hours or days of life? 
  Is specialist referral needed? e.g. Specialist Palliative Care Team (SPCT) or a second opinion? 

 

Child is not diagnosed as dying.  

Commence and Implement Rapid Discharge Plan 
and End of Life Care Plan 

Good communication is pivotal to best quality care in the last hours or days of life.  
The Multi-disciplinary team (MDT) across hospital, community and hospice will need to 

work together coordinating this Rapid Discharge within a governance and risk framework 

If there is a significant deterioration or improvement in a child’s condition:  

There should be a MDT review and re-assessment of the current plan of care 

Moving from current setting of care is an 
option. 
  Has the child / family expressed a wish to 
    die at home / hospice / local hospital e.g. do  
    they have an Advanced or Future Wishes  
    Care Plan? 
  Would the family like options for end of life  
    care in an alternative setting to be explored? 
  Consider the potential for rapid discharge to  
    home / hospice / local hospital BUT do not 
    promise end of life care in an alternative  
    setting until further discussions have taken 
    place. 

  Child’s condition is too unstable to allow  
  moving from current care setting  
    Explain rationale for on-going care in the 
      current setting to the child and family as  
      appropriate 
    Consider also commencing an End of Life 
      Care Plan 
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Rapid Discharge Plan - Hospital to Home / Hospice / Local Hospital 
Supporting care in the last hours or days of life 

 
As with all clinical guidelines and plans this Rapid Discharge Plan aims to support but does not 
replace clinical judgement 
 

What is the plan? 

The Rapid Discharge Plan has been a collaborative development by the North West Children & Young People’s 
Palliative Care Clinical Network (NWCYPCCN) and North West Ambulance Service (NWAS).  

The Rapid Discharge Plan is a multi-professional model of complex care that aims to support healthcare 
professionals to facilitate the coordination of a rapid discharge from hospital to home or hospice for children in the 
last hours and days of life within a governance and risk management framework.  

The Rapid Discharge Plan promotes effective communication and collaboration across organisational and 
geographical boundaries across the North West (NW). It aims to provide a guide to the coordinated planning, 
management and documentation of the rapid discharge of children from hospital for end of life care and to 
promote the highest quality care in the last hours and days of life in all care settings. The plan is designed to be 
used alongside a specific management plan for the care of the dying child. 

The plan has the clear potential to facilitate choice in place of care in the last hours and days of life for children 
and young people (CYP) with life-limiting / life threatening illness, when their families have expressed a wish for 
their child to die at home or in hospice. 

Using this plan requires critical senior decision making, leadership and clinical skill to ensure that all 
decisions are made in the best interests of the child and family. Leadership and support from clinicians 
with specific expertise in CYP palliative care is specifically recommended in the coordination of a rapid 
discharge and for the ongoing clinical management following discharge. 

A robust continuous learning and teaching programme must underpin the use of the Rapid Discharge Plan. It is 
recommended that a key champion(s) are identified in key areas to support the education, training and 
implementation of the plan. 

Who is the Plan for? 

The Rapid Discharge Plan has been designed to be used for children where a consensus decision has been 
made by a child’s family & the multi-disciplinary team, that a child has been diagnosed as dying and the (child 
and) family’s wish is for the child to die at home, hospice or other hospital. Some families may have identified their 
preferred place for end of life care through prior advanced care planning. Rapid discharge may not be an option if 
a Coroner’s post-mortem is required (this should be discussed with the local coroner), major organ donation is 
requested or if the MDT considers that a child’s deterioration will be too rapid to ensure a safe and effective 
discharge. 

When to use the Plan? 

Use of the plan should be considered as soon as it is clear that a child is moving towards the final hours and days 
of their life. The recognition and diagnosis of dying is always complex; irrespective of previous diagnosis or 
history. Uncertainty is an integral part of dying. The diagnosis of dying should be made by the MDT and the 
decision to consider a rapid discharge from hospital should be identified as urgent care and will need a rapid 
response from the MDT in hospital, community or hospice. 

Prior to initiating the plan please liaise with either the hospital Specialist Palliative Care Team (SPCT) or the 
lead community / hospice nursing team as soon as possible, to discuss the potential options for rapid 
discharge, including whether end of life care at home is an option, and whether 24 hour support is available 
locally. Where possible this should be done prior to discussing discharge with the family. It is important to 
highlight that both professionals and families need to be realistic about the time frame to organise a rapid 
discharge for end of life care, particularly where care is complex. Children’s hospice may be the preferred 
option if there is limited community support and/or a child has complex health care needs, or the child is already 
well known to a local hospice.  

Clear and comprehensive communication is pivotal across the multi-professional teams and most importantly with 
the child’s family. The family need to participate in and be fully informed of all decisions and the plan of care, 
including any changes that are made to the plan.  

For the purpose of the plan the term ‘child/ren’ will be used, which incorporates infant, child & young person. 
The term ‘clinician’ will be used, which incorporates nurse, doctor, advanced nurse practitioner & nurse specialist. 
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Completing the Plan 

A lead children’s clinician for discharge e.g. SPCT, should be identified, but it is also the responsibility of the nurse 
caring for a child on any particular shift to coordinate and document the rapid discharge process. This 
responsibility should be handed over to the nurse taking over the child’s care on the next shift. Other people 
involved in the child’s care e.g. palliative care team / lead community / hospice nursing team may complete 
certain sections.  

All goals are in heavy typeface. Interventions which act as prompts to support the goals are in standard type. 

For each goal please record whether it is achieved (), or if not, record as a variance. Details of the variance 
and actions taken should be recorded in the variance section at the end of the plan.  

The nurse coordinating the discharge should ensure that the plan is complete at the point of discharge and is also 
responsible for the plan being copied to the case notes and the principal care teams on discharge. 

A medical discharge summary and nursing handover should also be completed with the plan before discharge: 
proformas are included with the plan documents.  

What are Variances? 

If any of the plan goals are not achieved, the person completing the plan must record this reason as a ‘Variance’. 
Recording of these variances is important and provides a mechanism for analysing the reasons for the plan goals 
not being achieved. This analysis can help direct ongoing education and training, identify whether amendments 
are needed to the plan or additional resources are required. It is therefore important that variances are recorded 
and these will be analysed as part of the ongoing evaluation of the plan. 

Completed Plans  

The nurse(s) coordinating the rapid discharge should ensure good communication and liaison and ensure that the 
family and community / hospice team are updated at each stage. 

Prior to discharge, the completed plan should be photocopied for the medical notes. The original should 
be given to the family in a sealed envelope, and a copy faxed to the principal care team(s) who will 
manage the child after discharge. 

The original medical and nursing summary should also go into the sealed envelope which is given to the family. 
A copy should be retained for the medical notes and copies faxed to the principal care team(s) on discharge. 

Audit and Evaluation 

Concurrent audit and evaluation of the Rapid Discharge Plan is highly recommended to ensure safe and effective 
clinical practice and it is recommended that this process is established within in each organisation utilising the 
plan. 

The North West CYP Palliative Care Clinical Network Group will look to develop a baseline audit tool for the plan 
to facilitate robust evaluation and to provide evidence for ongoing best practice. 

 
Please refer to the algorithm at the front of the booklet, and the guidance notes (on pages 31-35) when 
completing this plan. 

 
The responsibility for the use of this care plan, as part of a continuous quality improvement programme, 
sits within the governance framework of an organisation and must be underpinned by a robust education 
and training programme. 
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Rapid Discharge Plan 

Decision to plan for Rapid Discharge (see decision making algorithm) 

Rapid discharge is only appropriate if the child is thought to be in the last few hours and days of life and benefits 
of on-going care in the current setting are outweighed by benefits of care in an alternative setting e.g. home, 
hospice or a hospital closer to home. 

Deterioration in the child’s condition suggesting that they may be dying should trigger a multidisciplinary team 
assessment.  The multidisciplinary team should consider: 

 Is there a potentially reversible cause for the change in the child’s condition? 
 Could the child be in the last hours or days of life? 
 Is specialist referral needed? eg Specialist Palliative Care Team (SPCT) or a second opinion? 

If the consensus of the multidisciplinary team is that the child is dying, this must be followed by communication 
and discussion with the family (and child as appropriate) to confirm that they also understand that their child is 
dying. 

In some circumstances the child’s condition may be too unstable to facilitate a change in care setting.  In these 
circumstances the rationale for remaining in the same setting for care should be shared with the family. 

The child or family may have already expressed wishes for care in a particular setting.  The child and family may 
also want options for an alternative setting for end of life care to be explored.  However it is essential that no 
promises are made until further discussions have taken place.   

To ensure options for discharge are realistic, discuss with the palliative care team / lead community / hospice 
nursing team before discussing options for place of care with the family in any detail. Options may be limited by 
capacity in the community to support end of life care and the complexity of a child’s care. 

Consensus decision by multi-disciplinary team that discharge for care in the last hours and days of life is an 
option, and    

 there is not a requirement for Coroner’s Post-Mortem (please discuss with local coroner) 

 the child is not a potential organ donor (see guidance notes) 

Family members involved in end of life discussion and decisions _________________________________ 

_________________________________________________________________________________________ 

Professionals involved in end of life decision: __________________________________________________ 

__________________________________________________________________________________________ 

Date of decision:    ____ / ____ / _____     Signed by: __________________   Designation: ________________ 
 
Are other services / care packages already in place which can support end of life care:    Yes     No   NA  
 
Details: ___________________________________________________________________________________ 

__________________________________________________________________________________________ 
 
End of Life care options available:  Home     Hospice     Local hospital     

                                                               Other (specify): _____________________________________________ 
 
24 hour on call service available: Yes     No   To be confirmed   

Details: ___________________________________________________ 
 

End of Life Care plan to be started Yes       No  
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Commencement of the Rapid Discharge Plan following MDT Decision 

 

Date plan commenced:  ____ / ____ / _____                                   Time plan commenced:   ____ : _____ 

Commenced by (print name):  _________________________       Designation:  _______________________ 

Signature:  __________________________________   

Name of patient:     ___________________________    Date of Birth: ____ / ____ / _____   Male   Female 

Diagnosis:  ________________________________________________________________________________ 

Location (at point of decision to discharge):  Ward / Unit:  ___________________  Hospital: ________________ 

Home address:        _________________________________________________________________________ 

                                 _________________________________________________________________________ 

Discharge Address: __________________________________________________________________________ 
(if different) 
                                 _________________________________________________________________________ 

Contact number(s):  _________________________________________________________________________ 

Parents’ names:       _________________________________________________________________________ 

Significant others:    _________________________________________________________________________ 

First Language:        _____________________________      Fluent in English?   Yes       No   

Interpreter required:  Yes       No       Arrangements made: _____________________________________ 
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Contact details for the Rapid Discharge Co-ordinating Team  (include internal extensions and full external numbers)                                                           

Lead Consultant  

Telephone 

Location: 

Other Consultants (list names) 

 

Palliative Care Consultant 

Telephone 

Location 

Palliative Care Nurse Specialist 

Telephone 

Location 

GP  

Telephone  / fax 

Location 

Hospice doctor / GP 

Telephone 

Location 

Hospice  

Telephone 

Fax 

Location 

Hospice to home  

Telephone 

Location 

DGH / Shared care hospital Consultant 

Telephone 

Location 

Other Nurse Specialists (list names) 

 

Children’s Community nurse 

Telephone 

Fax 

Location 

District Nurse 

Telephone 

Fax 

Location 

Physiotherapist 

Telephone 

Location 

Occupational Therapist  

Telephone  

Location 

Midwife 

Telephone 

Social Worker 

Telephone 

Pharmacy (hospital / community) 

Telephone/ fax 

Health Visitor / School Nurse 

Telephone 

Dietician 

Telephone 

Location 

Contact  

Telephone 

Location 
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Contact details (include internal extensions and full external numbers)                                                           

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact 

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

Contact  

Telephone 

Location 

      

All personnel completing the Rapid Discharge Plan please sign below 

Name (Print) Full signature Initials  Professional title Date 
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Tick () boxes when goals & interventions are achieved. 

If not achieved, record details as variance on pages 19-20. 

 

Goal 1: Discharge planning discussion with palliative care team / lead 
             community / hospice team (see guidance notes): 

 Achieved     Variance 

Date:  ____ / ____ / _____     Time:  ____ : _____                      

Team / Service name: _____________________________________________________________ 

Person contacted:       _____________________________________________________________                                   

Initial 
 

Communication regarding discharge with: 

GP  
Hospice GP 
Receiving DGH paediatrician   

Contacted by (name)  

___________________________________________________ 

Discussed with (names) 

___________________________________________________

___________________________________________________ 

Lead clinician for co-ordinating Rapid Discharge in 
referring hospital: 

Name: ____________________________________________ 

Lead clinician at discharge destination: 

Name: ____________________________________________ 

(Complete as record that contact has been achieved) 

 
 
 

Date: Initial 

 
 

Goal 2: Communication with child & family that rapid discharge for care in 
the last hours and days of life is an option (see guidance notes): 

 Achieved     Variance 

Professionals / family members / child involved in discussion:  

___________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Date of discussion:   ____ / ___ / _____   Signed by: ____________________   Designation: ________________           
 
Advanced Care Plan :                Yes        No     
Preferred place of care:             Home     Hospice     Local hospital     

Other (specify):_______________________________________________________________________________ 

____________________________________________________________________________________________ 

 

Goal 3: Communication with family and professionals about rapid discharge      Achieved     Variance 
             (see guidance notes): 

Plan of action & support in case of death in transit/ immediately 
after discharge agreed with family (see guidance notes)   

 
Date: Initial: 

Doctor identified at discharging hospital to complete 
medical certificate of cause of death, if needed.  

(In case of death in transit or before seen by GP. This doctor must have 
seen the child within 14 days  - see guidance notes) 

   

Name (& designation): _______________________________________________________________________ 

Contact details:  ____________________________________________________________________________ 

Goal continued overleaf  
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Goal 4: Resuscitation plan discussed and documented (see guidance notes)  Achieved     Variance  

Not for cardiopulmonary resuscitation agreed with family 

DNACPR decision clearly documented in plan 
(DNACPR & Plan for Transfer page 15 completed)  

Documented plan for airway management agreed with family   
(if Tracheostomy, ET Tube, Nasopharyngeal Airway) 

Assisted Ventilation for transfer only (eg CPAP) 
Action plan for accidental extubation discussed with family 
(see guidance notes) 

 Yes 

 Yes 
 

 Yes   NA 

 
 Yes   No 

 Yes   No 

Date: 

 

 

 

 N/A 

 N/A 

Initial 

         

Goal 5: Family support needs discussed  Achieved     Variance 

Religious, cultural, spiritual needs or special wishes around the 
time of death identified, eg memory making (record details): 

 Date Initial 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

________________________________________________________________________________________ 

Family asked about other services already involved, who they 
would like to access for support around the time of death  
(record details): 

 Date Initial 

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

________________________________________________________________________________________ 

 

Goal 6: Planned date & time of discharge identified 

Planned date:  :   ____ / ___ / _____    Planned Time:  _____ : _____ 

 Achieved     Variance 

 
 

Goal 3: Continued 

Communication with family and professionals about rapid discharge & end of life management  
(see guidance notes): 

Local Coroner contacted regarding planned discharge for end of 
life care (according  to local policy – see guidance notes) 

Name of Coroner: ___________________________________ 

Contact Number: ____________________________________ 

Post Mortem examination / tissue / organ donation requested? 
(see guidance notes) 

Plan for organising post mortem / tissue or organ donation agreed 
with family (see guidance notes) 

Cremation requested (see guidance notes) 

 

 Yes 

 

 Yes 

 Yes 

 

 Yes 

 

 N/A 

 
 

 N/A  

 N/A 
 

 No  

  

Date: 
 
 
 
 
 
 
 
 
 

Not decided 

Initial 
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Goal 7: Discharge address confirmed and access arranged  Achieved    Variance 

Discharge address confirmed and access arranged      Yes         Home     Hospice     DGH  

Main contact person (at Hospice / DGH):  ________________________________________________________ 

Discharge to Home: 

Who will have the key to access the property on arrival? _____________________________________________ 

Any codes required for ambulance crew to gain access: _____________________________________________ 

Type of property: House   Ground floor flat   Other flat   Caravan   If flat: Is there a working lift?   Yes    No    

Any special instructions for access to property (eg steps): ___________________________________________ 

Is stretcher access available?     Yes    No   N/A  

If no, is child well enough to be transferred to a wheelchair?   Yes    No   N/A  

Is the bed at ground floor level    Yes    No    

If no, alternative arrangements: ________________________________________________________________ 

 

Goal 8a: Suitable transport arranged for child’s journey home  Achieved     Variance 

Emergency ambulance 
Hospital Taxi 
Family’s own transport 

Other (specify):  

 
 
 

 

Date Initial 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Family / carers to accompany child: _____________________________________________________________ 

Suitable transport arranged for family (if different to child)  ___________________________________________ 

__________________________________________________________________________________________ 

Go to Goal 9, if Emergency ambulance is not required 

Goal 8b: Rapid Discharge (Emergency Ambulance) arranged              N/ A 
(see guidance notes) 

 Achieved     Variance 

2 hour window                          

4 hour window                

Extended Response 

If extended response for Rapid Discharge has been requested: 

 

 

 

Date Initial 

Date ambulance booked for:  ____ / ____ /_____                 Approximate time requested:  ____ : ____ 

Booking number for Rapid Discharge: _______________    Time of booking:  ____ : ____ 

Name of health care professional completing the call: ___________________________ 

Notified of specific transfer needs:  Ventilated     Neonatal     Other complex transfer    

Notified of clinical team travelling with child:  Yes    N/A     

How many: _____  Who: ______________________________________________________________________ 

Planned stops on route to discharge destination discussed & agreed with NWAS    Yes   N/A    

Planned stops recorded in plan for transfer (eg beach, aquarium, sports stadium):   Yes   N/A    

Notification from NWAS of potential delay to planned time of discharge: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
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Goal 9: Medication, nutrition & equipment needs reviewed  
               (see guidance notes): 

                               Achieved     Variance 

9a: Medication needs reviewed 
Non essential medication discontinued  
Route, timing & mode of administration of essential medication 
appropriate for discharge 

9b: Nutrition & fluids reviewed  
Non essential nutritional intervention discontinued 
Plan for nutrition / fluids discussed & agreed with family 

9c: Equipment needs reviewed  
Non essential tubes / lines removed 
Any other invasive interventions discontinued 
(specify) 



















Date: Initial 

Apnoea alarm / oxygen saturation / other monitoring to be discontinued:   On ward      At discharge destination  

Arrangements for removal of lines / tubes (if required for transfer): _______________________________________ 

____________________________________________________________________________________________ 

Additional information: __________________________________________________________________________ 

____________________________________________________________________________________________

____________________________________________________________________________________________ 

 

Goal 10: Medication needs for home / hospice / DGH provided for 
               (see guidance notes): 

 Achieved     Variance 

Regular medication / infusions required for 
symptom management: 72 hours supply ordered Date Initial Supplied 

        

        

        

        

Take home PRN symptom control medication:  

 Pain         

 Nausea and vomiting       

 Sedation       

 Anxiety / agitation       
 

Other needs: _______________________________________________________________________________ 

__________________________________________________________________________________________ 

Symptom management plan provided  
(by palliative care team / lead community / hospice team) 

Yes   No   N/A  Date:                      Initial:

Ongoing prescribing arrangements (if supply of drugs required beyond 72 hours): 

__________________________________________________________________________________________ 

 

Goal 11: Clinical needs for discharge to home/ hospice/ DGH addressed  Achieved     Variance 

Specific clinical needs for journey  

Oxygen dependent / required for journey 

Suction required for journey 

Ventilated for extubation at home (complete goal 12) 

NIV to be withdrawn at home (complete goal 12) 

Additional information: 

Yes   No  

 

 

 

 

Date: Initial: 
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Goal 12a: Plan for withdrawal of assisted respiratory support including       N/A  Achieved     Variance  
                 compassionate extubation agreed & documented                          (If N/A: Go to Goal 13) 

                    
Yes 

Not 
Required Date:                      Initial: 

Management plan for withdrawal  

Plan explained & agreed with family    

Symptom control prior to extubation: 

 

 

 

 
 

 

  

 Analgesia / Sedation drugs Dose                                      Dose range  

 

 

 

    

   

   

   

Medication for management of symptoms prescribed & supplied 

Specific equipment for withdrawal arranged & provided 
 

 

 

 

Date: Initial: 

Goal 12b: Staffing arrangements for withdrawal of assisted respiratory    N/A 
                  support / compassionate extubation agreed & documented  

 Achieved    Variance  

Medical / Nursing staff to accompany child on discharge: 

Name: ____________________________        Position: ____________________ 

Name: ____________________________        Position: ____________________ 

Who will remove endotracheal tube: 

Name: ____________________________        Position: ____________________ 

Who will suction:  

Name: ____________________________        Position: ____________________ 

Date: Initial: 

Anticipated length of time that team will remain with the child:  _________________________________________ 

Arrangements for transport of staff back to hospital: _________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

      

Goal 12c: Family wishes regarding withdrawal of assisted respiratory       N/A 
                 support / compassionate extubation documented  

 Achieved    Variance  

 Yes No 
Not 
decided Date: Initial: 

Family wish to hold their child during extubation 

Any ritual, music, other requests at extubation: 

 

 

 

 

 

 

  

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

 

Special clothes / toys for the child at extubation:      

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Family / friends / other supporters to be present at extubation:    
  

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 
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Goal 13: Equipment needs for discharge addressed          N/A           Achieved     Variance        

13a: Positioning / manual handling additional needs  Yes       No  

Required before discharge Requested Date Initial Provided Date        Initial 

Skin integrity & manual handling assessment 

Repositioning schedule 

Pressure relieving mattress 

Slip sheet 

Hoist 

Bed / cot sides  
Car seat 
Physiotherapy / OT assessment 

Other:  

 

 
 
 
 

 
 

 
 
 

 

 
 
 
 

 
 
 

 
 

 
 

 
 

 

 
 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 

 

 

13b: Wound / stoma care additional needs  Yes       No  

Required before discharge Requested Date Initial Provided Date         Initial 

Dressings  
Dressing pack  
Lotions/ cleansing supplies 
(specify): 

Other: 

 
 
 

 
 
 

   
 
 

  

13c Nutritional support additional needs  Yes       No  

 i. Nasogastric Tube / Gastrostomy / Jejenostomy No  NG      Gastrostomy      Jejenostomy  

Required before discharge Requested Date Initial Provided Date       Initial 

Nutritional needs discussed with family 

Spare tube   

Enteral feeding tube type: _____________ 

                          tube size: _____________ 

pH testing strips (if required) 
Adhesive dressings 
Syringes given 
Ongoing supply of tubes etc arranged 
(specify): 

Training for parents 

Risks of tube displacement discussed  

 

 
 
 
 

 
 
 
 

 
 

 

 
 
 
 

 
 
 
 

 

   

 
 
 
 

 
 
 
 

 

  

Routine tube changes to be performed by: ________________________________________________________ 

Emergency tube replacement by: _______________________________________________________________  

 ii. Pump required for feeds No  Yes    

Required before discharge Requested Date Initial Provided Date       Initial 

Pump & giving sets for home feeds 
Pump training for family 

 
 

 
 

   
 

 

  

 iii. Supply of feeds required No  Yes    

Type of feed: _______________________________________________________________________________ 

Required before discharge Requested Date Initial Provided Date       Initial 

Dietician informed 
Supply of feeds to take home (5 days) 

Further supply of feeds to be obtained  

 
 

 
 

   
 

 

  

from: _____________________________________________________________________________________ 
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13c Nutritional support additional needs (continued) 

iv. Child has central venous access needs No  Yes    

Central venous access to be managed by (who?): 

Required before discharge Requested Date Initial Provided Date         Initial 

CVL pack  
Syringes 

IV Specialist Nurse informed 
Ongoing supply of equipment arranged 

 
 

 
 

    
 

 
 

  

v. Child on Total Parenteral Nutrition No  Yes    

Required before discharge Requested Date Initial Provided Date         Initial 

Discussion with family about future TPN  
Decision to discontinue TPN 

Previous home TPN patients only: 
Supply of TPN feeds & equipment  

 
 

 

 

 
 
 

 

   
 
 

 

  

 vi. Child on IV Fluids No  Yes    

Required before discharge Requested Date Initial Provided Date       Initial 

Discussion with family about future IV fluids 
Decision to discontinue IV fluids 

If IV fluids still necessary: 

Infusion pump 
Training for parents 

 
 

 

 
 

 

 

 
 

   

 

 
 

  

13d: Respiratory support additional needs Yes       No  

 i. Home Oxygen No  Yes    

Required before discharge Requested Date Initial Provided Date       Initial 

Oxygen ordered via Home Oxygen 
company using Home Oxygen Order Form 

Increasing oxygen requirements  
 considered & included in order 

Essential equipment for short term NIV:  
 O2 giving sets 
 Masks 
 Nasal specs 

Parents advised to inform: 
  Home Insurance provider 
  Car Insurance provider 

Training for parents 

 
 

 
 

 
 
 

 
 

 

 
 

 
 

 
 
 

 
 

 

  
 

 

 
 

 
 
 

 
 

 

  

 ii. Home Suction required No  Yes    

Required before discharge Requested Date Initial Provided Date       Initial 

Suction machine  
Suction tubing 
Suction catheters & yankeurs 

Ongoing supplies arranged 
(specify): 

Training for parents 
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13d: Respiratory support additional needs (continued) 

 iii. Home Tracheostomy care required  
      (see guidance notes) 

No  Yes    

Required before discharge Requested Date Initial Provided Date       Initial 

Spare tubes 
Essential equipment for tracheostomy care 
(see guidance notes / local arrangements) 

Ongoing equipment supplies arranged 

Suction training for parents 

Discussion with family about implications of 
blocked tracheostomy tube   

Parents able to perform emergency tube 
change / other appropriate emergency 
management as agreed with consultant 

 
 

 

 
 

 
 

 

 
 

 

 
 

  
 
 

 

 
 

  

13e: Elimination additional needs Yes       No  

Required before discharge Requested Date Initial Provided Date       Initial 

Commode / urinals  
Bedpan 
Nappies / pads 

Stoma bags 
Stoma Nurse Specialist referral 

Catheter equipment 
(alcowipes, elastoplast / gauze, overnight 
drainage bag & catheter stand) 

Ongoing supply of equipment arranged 
Special arrangements for disposal  
(specify): 

Training for parents 

 
 
 

 
 

 
 

 
 

 

 
 
 

 
 

 
 

 
 

 

  
 
 
 

 
 

 
 
 

 
 

 
 

  

 

Goal 14: Appropriate follow up arrangements in place                                            Achieved     Variance    

Consultant follow up discussed with family 

Discharge destination aware of need for 
ongoing review e.g. there is a significant 
improvement in a child’s condition) 

Care plan for the last hours and days of 
life initiated  

If discharged to community:     

24 hour emergency contact details: 
(ensure family have access to a phone for 
outgoing calls) 

First community nurse visit 

First palliative care team / lead 
community / hospice team visit 

First GP visit (within 24 hours) 

Details of arrangements: 

   

  Who to review (lead service):  

_______________________________ 

Yes     Date started …………   No  

 

 

Name: _________________________ 

Contact number: _________________ 

_______________________________ 

_______________________________ 

_______________________________ 

Date Initial 
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Goal 15: Discharge plan communicated (verbally)                                           Achieved     Variance    

                                                                                                         Yes Not 
required 

Date:                      Initial 

GP informed 
Hospice GP informed 
DGH Paediatrician informed  
Midwife informed 

Health Visitor / School Nurse informed  
Community Nurse Liaison informed  
Other Nurse Specialist informed 
(specify) 

Others informed: eg Physio, SALT 
(specify) 

Lead professional for “End of Life” care  identified 

Name: _________________________________  





















































   

 

Goal 16: Discharge documentation ready to accompany child 


 Achieved     Variance    

Discharge letter completed by lead clinician for referring unit / 
hospice / DGH / community  

Discharge letter faxed to GP/hospice 

Copied to:    Casenotes  

                     Palliative Care Team / lead community / hospice team 

                     Other (specify): 

Nursing handover letter completed by ward nurse for the 
community team / hospice / DGH (in plan)  

Nursing handover letter copied to casenotes 

All goals completed in Rapid Discharge Plan booklet 

Rapid Discharge Plan booklet copied to:    

                 Casenotes  

                 Palliative Care Team / lead community / hospice team 

                 Other (specify)  

Original Rapid Discharge Plan booklet, discharge summary 
and nursing handover to accompany patient on discharge 











































Date: 
 

 

Initial 

 

 

Goal 17: Discharged on planned date & time (see goal 6)  Achieved     Variance

Actual date:                                               Actual time: 

Record variance, if not achieved 

 Sign:
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Rapid Discharge for Care in the Last Hours and Days of Life                                             

DNACPR Order & Plan for Transfer completed            Achieved     Variance   

It is important that the following information is reviewed, and that these plans have been discussed with 
relatives / carers and documented before the child leaves the hospital / hospice. Without this information, 
ambulance clinicians will be required to attempt cardio-pulmonary resuscitation if a child dies in transit, 
and return to the hospital rather than continue to the intended destination. 

 

DNACPR Order & Plan for Transfer  

Actions to be taken in the event of cardio-pulmonary / respiratory arrest during transfer: 

 

Comfort or supportive measures discussed and considered appropriate:  Suction    Oxygen   Other: 

 

 

 

Any special instructions for journey (eg planned stops), or on arrival at destination (check Goal 7 & 8):  

 

 

Agreed plan in the event of death during transfer (including details of where to transfer the child after death,  
who has agreed to sign the medical certificate of cause of death, coroner involvement, family preferences etc. 
Cross reference to goal 3): 

Above plan discussed and agreed with parents/ carers                                            Date: ____ / ____ / ____ 

Contact number for further advice: 

Name of discharging Trust:  

Signature of Doctor:                                                                                                       Date: ____ / ____ / ____ 

Signature of Ambulance clinician:                                                         PIN:                  Date: ____ / ____ / ____ 

 



Name ________________________________                       NHS Number ________________________                      
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Discharge Outcome Summary                                                                   

To be completed by the transfer team or receiving community / hospice / DGH team, as soon as possible 
after arrival at the planned discharge destination. 

Child died in transit / while transfer team still present Yes      No                         Patient ID: ________      

If Yes: Time of death  ____ : ____        Place of death:  ____________________________________________ 

Death diagnosed by: 

Name:  ______________________________              Designation:  ________________________ 

Medical certificate of cause of death completed by: 

Name:  ______________________________              Designation:  ________________________ 

Medical certificate of cause of death given to: 

Name:  ______________________________              Relationship to child:  _________________ 

Any other significant event during transfer: 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Time of arrival at discharge destination:  ____ : ____ 

Discharge documentation received: 

Rapid Discharge Plan booklet 

Discharge letter 

Nursing handover letter 

Yes      No  

Yes      No  

Yes      No  

Please give details of any planned actions that did not happen according to the plan: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Is there anything else you feel would have been helpful for this child’s discharge?   Yes     No  

Details: ____________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Any problems encountered with the discharge:  Yes     No  

Details:____________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Completed by (name): _________________________________   Time:  ____ : ____   Date: ____ / ____ / ____ 

Contact number / details: _____________________________________________________________________ 

Please fax completed Discharge Outcome Summary to: 0151 252 5676 / RMCH PICU for ongoing audit. 
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Patient Demographics (to be agreed for ongoing evaluation) 

Age: 

Diagnosis: 

Area: 

Community Team: 

Date of discharge:  ____ / ____ / ____       Time of arrival at destination:  ____ : ____ 

Date of death:         ____ / ____ / ____       Time of death:  ____ : ____ 

Name of discharging Trust: 

Original location:  PICU    HDU    Cardiac    Oncology   Neonatal Unit   DGH(Paediatric ward)  

                             Other: 

Place of death:     Home   Hospice   DGH 

 

 

 

User Evaluation of Rapid Discharge Plan  

Please record comments / concerns  
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Name ________________________________                   NHS Number _________________________  

 

Variance Analysis Sheet 

What variance occurred & why? 
(what was the issue?) 

Action taken 
(what did you do?) 

Outcome 
(did this solve the issue?) 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 
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Name ________________________________                   NHS Number _________________________ 

   

Variance Analysis Sheet 

What variance occurred & why? 
(what was the issue?) 

Action taken 
(what did you do?) 

Outcome 
(did this solve the issue?) 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

Goal: 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 

 

 

 

 

 

Signature: ........................................ 

Date / Time: ..................................... 
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Discharge 
Documentation 

 

Nursing Handover 

Discharge Letter 



       

Rapid Discharge Plan: Version 5.1 July 2014, Page 22  
 



       

Rapid Discharge Plan: Version 5.1 July 2014, Page 23  
 

NURSING HANDOVER                                                                        

 

 

 

 

 

Child transferring to home / hospice / DGH for end of life care. 
 
Name: …………………………………………………………………….............................................…………………….. 

Address: ………………………………………………………………………………………............................................... 

…………………………………………………………………………………………………................................................ 

Date of birth: ……….....…..................…………  Weight: ................................................... 

Case sheet number: ………....……….....……..  NHS Number: ......................................... 

 

Ward contact details: ………………………………………..............................................………………………………… 

Parent / guardian’s names: ………………………………..……………………………….............................................… 

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

Siblings names & ages: ………………………………………………………………………............................................. 

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

Which family members would be staying at the hospice: ………………………………................................................ 

Understanding of siblings and family members regarding planned end of life care:  

…………………………………………………………………………………………………................................................ 

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

Airway / breathing 

Oxygen requirements:.................................................................................................................................................. 

Assisted respiratory support:...................................................................................................................................... 

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

Suction / positioning requirements: ……………………..............................................…………………………………… 

………………………………………………………………………………………………..............................................….. 

Other information: ……………………………………………………………………………............................................... 

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

Nutrition / Fluid Intake: ................................................................................................................................................ 

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

Feeds 

Type, route & normal regime: ………………………………………………………………............................................... 

Last feed at: …………………………………………………………….............................................……………………… 

Any problems: …………………………………………………………..............................................……………………… 

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

Elimination 

Last had BO: …………………………………………………………………………………............................................... 

Does he / she routinely require laxatives: …………………………………………………............................................... 

Micturation: …………………………………………………………………………………….............................................. 

Hospital Name: .............................................. 

Hospital Address: ........................................... 

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

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

Telephone Number: ........................................ 
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Skincare / tissue viability / mouth care 

Document any broken areas & treatment /intervention: …………………………………………………......................... 
..................................................................................................................................................................................... 
..................................................................................................................................................................................... 
Tissue viability interventions:....................................................................................................................................... 
..................................................................................................................................................................................... 

Medication to be continued at discharge destination 

Name Dose Frequency Time of last dose 

    

    

    

    

    

    

    

    

 

Allergies: ………………………………...............................................……………………………………………………… 
 
Sleeping 

Usual routine: …………………………………………………………….............................................……………………. 

Optimal position:  ........................................................................................................................................................ 
 
Communication 

Any communication difficulties: ……………………………………………………………............................................... 

Child’s specific communication (pet words etc): ……………………………………..……............................................. 

Family / Social 

Any specific issues: ......………………………………………………………………………............................................. 

…………………………………………………………………………………………………................................................ 

Religion / spirituality (any special requirements) 
……………………………………………………………………….................................................................................... 
.................................................................................................…………………………................................................ 
 
Infection (including carriage / colonization with bacteria / fungi): 

…………………………………………………………………………………………………................................................ 

Equipment taken with child 

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

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

Other relevant information: 

…………………………………………………………………………………………………................................................ 

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

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

Handover completed by: Name: ………………………………………………………. 

Designation: ……..…………………………………………. 

Signed: ………………………………             Date:  ___ / ___ / _____ 
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DISCHARGE LETTER PROFORMA                                                                                          

 

 

 

 

 

 

 

Name of GP / Doctor at discharge destination: _________________________________________ 

Dear Dr _____________________ 

Re: Name of child _________________________    DoB: ___ / ___ / ____  AH ______________ 

Address: ______________________________________________________________________ 

______________________________________________________________________________  

 
Diagnosis / problems: 1 _____________________________________________________ 

    2 _____________________________________________________ 

    3 _____________________________________________________ 

    4 _____________________________________________________ 

    5 _____________________________________________________ 

    6 _____________________________________________________ 

Current weight: _________ kg 
 
Current medication: 
Drug Concentration Dose Route Times daily 

     

                              

                              

                              

                              

                              

                              

                              

                              

 
Medication prescribed for use with syringe driver (see below) 
Drug Dose range Starting dose Route Duration 

     

                              

                              

                              

                              

                              

 

Hospital Name: .............................................. 

Hospital Address: ........................................... 

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

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

Telephone Number: ....................................... 

 

Reference: _______________________ 

Date:          ___ / ___ / _____  
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Admission date: ___ / ___ / ____  

Discharge date:  ___ / ___ / ____  
 
Lead Consultant (during discharge & authorising discharge): _____________________________ 

Background 

Name of child _____________________________ is being transferred to (home / hospice / DGH 

address) _______________________________________________________________________ 

from (ward & hospital) _____________________________________________ for end of life care.   

 
Summary of reasons for admission, details of treatment & why the child is being transferred for end of 
life care:  

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 
Symptom management 

Pain assessment details: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 
Other symptom assessment details 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 
Other medical problems 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Page 2 of 4 
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Examination findings 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

Other issues 

Arrangements for psychological and social support for the family including at the time of death: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

Actions in case of an unexpected change in condition 

Child’s name: _______________________ ‘s family are aware that it is expected that (child’s name) 

______________________  will die following discharge.  However they appreciate that (child’s name) 

__________________may survive for some hours or even days.  They understand that the plan is not 

to readmit (child’s name) ___________________ to hospital as their condition deteriorates as this 

would not alter the outcome and may prolong dying rather than ensuring life of any quality.   

(Child’s name) ___________________’s family are aware that if they dial “999” this will result in 

admission of the child to hospital and may also result in inappropriate attempts at resuscitating the 

child.  The family are aware that they can contact __________________________________________ 

___________________________________________________ for advice and support 24 hours a day. 

(Child’s name) ____________________  is not for cardiopulmonary resuscitation (or details of limited 

resuscitation measures such as suction or oxygen that have been discussed and considered 

appropriate) ________________________________________________________________________ 

__________________________________________________________________________________ 

If (child’s name) _____________________’s condition deteriorates rapidly during transfer the plan will 

be to continue to the intended destination and arrange for a medical practitioner to attend in order to 

confirm death (or details of alternative arrangements as appropriate): __________________________ 

_________________________________________________________________________________   

If the medical practitioner confirming death is not able to issue the death certificate, Dr ____________  

Contact number: ________________  has agreed to issue the death certificate. 

Any further relevant details (eg whether the coroner has been informed): ________________________ 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

 

Page 3 of 3 
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Management plan 

Co-ordination of care and key-working 

(Details of the relevant team or service):_________________________________________________ 

_________________________________________________________________________________ 

will take the lead in providing advice and support for (child’s name) _________________ and their 

family and in co-ordinating care.  This role will be supported by (names of other teams or services 

involved in supporting the child & family) ________________________________________________ 

_________________________________________________________________________________ 

Treatment recommendations 

(Child’s name) ___________________ has been provided with the above medication for use under the 

direction of the Specialist Palliative Care team / lead community / hospice nursing team  in partnership 

with the Primary Care Team.  

Further details of symptom management plan as appropriate: _________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

Liaison with other services 

(Child’s name) __________________‘s General Practitioner has been informed of their discharge. 
 
Any other relevant information (eg: arrangements for post-mortem or tissue donation) ______________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________  

Details of next planned review by nursing and medical staff: 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________        

Completed by:   Signed: _________________________   Name: _____________________________ 

cc   Hospital Notes 

 To accompany family (in person)  

  Palliative care notes 

  General Practitioner 

  Hospice _____________________________________  

   Hospital Consultants ____________________________________________________  

   Community Paediatrician 
  Community Paediatric Nurses 

   School Nurse 
   Health Visitor 
   Social Worker 

   Other (specify): _______________________________                                           Page 4 of 4   
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Guidance Notes 
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For End of Life Care 
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GUIDANCE NOTES 

Goal 1: Discharge planning discussion with palliative care team / lead community / hospice 
team. 

This is essential prior to discussing with family to ensure end of life care support is available, preferably 
24 hour on-call support at home. If this is not available it will not prevent discharge, however, the family 
need to be made aware of this. 

It is important that the lead clinician for co-ordinating Rapid Discharge in referring hospital makes 
contact with the GP, hospice or local paediatrician asap. Although it is expected that a child may die 
within 48 hours, it is important that parallel planning for ongoing community support /clinical 
management is made, in case a child survives longer than expected. 

Goal 2: Communication with child and family that discharge for end of life care is an option. 

This should ideally be done by the child’s lead consultant or the SPCT, but may be the medical team 
caring for the child at the point in time that end of life care is becoming the clear option.  

The following issues to be addressed during discussions with the family   

 Discussion and agreement that care in the last hours and days of life is now the focus of care 
 Clarification of family’s preferred place for end of life care, this may have been documented in 

an advanced care plan. 

 Option for rapid discharge for end of life care to home, hospice or local hospital 

 Explanation that although their child is expected to die following discharge, this may not happen 
immediately and there may be an interval of hours or days at home. For some conditions, the 
family need to be aware that there is also a possibility of longer term survival, despite the 
expectation that the child will die. 

 24 hour advice and support is available for home care. 
 Resuscitation plan (documented in goal 4) 
 Pain and symptom management 

 
Goal 3: Communication with family and professionals about rapid discharge & end of life 
management 

It is essential that the DNACPR and actions in case of death in transit is completed (page 15) 

Plan of care if child dies in transit  

In an Emergency Ambulance: The child should be transported to the planned destination. Ambulance 
Emergency personnel are covered to diagnose death and will document accordingly. The arrangements 
made prior to discharge for completion of the medical certificate of cause of death should be followed, 
i.e. the hospital consultant should complete the medical certificate of cause of death.  The responsible 
coroner in these circumstances is the coroner for the district where the child actually died.  This may be 
different to the coroner for the intended discharge destination.  Ideally the death should be notified to 
the registrar in the district in which the child actually died.  However if this is very inconvenient it is 
possible to notify the death to the most convenient registrar’s office but this may result in a delay in 
processing the relevant documentation.   

In families own transport: The child should be transported home to the planned destination. The GP 
should be contacted to confirm death.  The arrangements made prior to discharge for completion of the 
medical certificate of cause of death should be followed, i.e. the hospital consultant should complete the 
medical certificate of cause of death. The responsible coroner in these circumstances is the coroner for 
the district where the child actually died.  This may be different to the coroner for the intended discharge 
destination.  Ideally the death should be notified to the registrar in the district in which the child actually 
died.  However if this is very inconvenient it is possible to notify the death to the most convenient 
registrar’s office but this may result in a delay in processing the relevant documentation.   

Notification of the coroner   

The coroner only has jurisdiction after a child has died. With the exception of children who must have a 
coroner’s post mortem, the coroner does not have to be formally notified of a rapid discharge.  
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However, it is recommended as best practice to notify the coroner’s office in the planned discharge 
destination if a rapid discharge for end of life care is planned, particularly if the discharge involves the 
compassionate withdrawal of medical intervention for end of life.  

Children who are required to have a coroner’s post-mortem will not usually be considered for rapid 
discharge. If a child has previously suffered trauma or non-accidental injury which may have contributed 
to their eventual cause of death, even if their injury occurred many years before, the coroner must be 
informed and may order a post-mortem and/or inquest. These children should always be discussed with 
the coroner before planning rapid discharge for end of life care. 

Guidance from individual coroners may vary across the North West and it is important that this is 
clarified prior to discharge in order to prevent a planned ‘end of life’ situation triggering a Sudden 
Unexpected Death in Childhood (SUDC) response. Individual coroners may wish to have prior 
notification if local practice demands that they are notified of all child deaths, unexpected or planned. 

It is the responsibility of the lead doctor for the child at the time of death to notify the death to the local 
Child Death Overview Panel (CDOP), wherever the child dies. Consider contacting the local SUDC 
rapid response team prior to discharge, if available. 

Medical Certification of Death 

Document in the Rapid Discharge Plan (Goal 3) who will complete the medical certificate of 
death if child dies in transit or before the GP / hospice reviews the child. 

The medical certificate of cause of death (MCCD) can only be completed by a doctor who has 
looked after the child during their last illness.  This is usually interpreted as a doctor who has seen the 
child within the last 2 weeks of life.  The doctor who completes the medical certificate of cause of death 
does not have to see the child after death, if the death has been verified by another professional.   

It is essential that a consultant or senior doctor who has seen the child in the last 14 days prior 
to discharge is identified from the hospital discharging the child who is willing to issue the medical 
certificate of cause of death, if the child should die before they have been seen by a doctor at their 
discharge destination.  This doctor’s name and contact details must be documented in the Rapid 
Discharge Plan (Goal 3 & 18) and in the discharge letter. It is the responsibility of the team caring for 
the child at home to notify this named doctor as soon as possible after the child’s death. If the Rapid 
Discharge Plan has not been followed correctly, and there is no doctor available to complete the 
medical certificate of cause of death, then the coroner must be informed.  He or she may authorise the 
issue of a medical certificate of cause of death, or initiate further investigations. 

At the start of the planning for rapid discharge for end of life care, the GP / doctor at the discharge 
destination should be contacted.  There should be agreement that the GP/ doctor will take over care, 
and a review should be arranged following discharge, to facilitate optimum care of the child and family. 
Following this review, the GP / doctor will take over the responsibility of issuing the medical certificate of 
cause of death, when it is required. 

If cremation is required the necessary documentation must be completed by two independent doctors.  
(Cremation Regulations 2008). The doctor completing the first part of the cremation form must have 
both attended the deceased before death (within 14 days) and after death. The doctor completing the 
second part of the cremation form must have been fully registered with the GMC for at least 5 years.  
Both doctors completing the cremation form must have seen the child after death and “seen” (usually 
interpreted as a telephone conversation, if face to face contact is very impractical) the doctor who 
issued the medical certificate of cause of death, if they did not issue it themselves.   

If families have identified their wish for cremation prior to discharge, it is important to notify the clinical 
team at the discharge destination to ensure that the child is seen by a doctor (GP / hospice) as soon as 
possible after discharge, to ensure that they can complete both the MCCD and the first part of the 
cremation form following the death of the child.    

Post mortem or tissue donation following a child’s death at home. 

Post Mortem: 
If a family, or the child’s physician, in partnership with the family has identified the need, or request for a 
post mortem following a child’s death, this will normally be a hospital post mortem. The coroner does 
not need to be informed, however the fact that additional information may or will be available from a 
post-mortem should be indicated on the death certificate. Arrangements need to be made for the child’s 
body to be returned to the hospital within an agreed time frame for post-mortem. 
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If there is any concern expressed around the cause of death from either medical staff or the child’s 
family, the coroner must be informed as soon as possible in order to identify the type of post mortem 
and any specific requirements. This may be a limiting factor for rapid discharge for end of life care 
to occur.  

Tissue Donation: 

Tissue donation (corneas & heart valves) can still occur if the Rapid Discharge Plan has been initiated. 
However, it is important parents understand that their child’s body will need to return to the hospital, or 
be transferred to a hospice mortuary within 6 hours for tissue donation to occur. Arrangements will need 
to be made for transport to the mortuary. The family need to be aware that they will also be contacted 
by a member of staff from Tissue Services to obtain formal consent for tissue donation once death has 
occurred. The National Referral Centre can be contacted on 0800 432 0559. 

The family will need specific support from their lead professional person leading their child’s 
care in the community to co-ordinate and support them through this process. 
 
Organ Donation (not suitable for Rapid Discharge for End of Life Care):  

Some children being considered for the Rapid Discharge Plan may be suitable for organ donation. This 
should be explored before raising the possibility of rapid discharge for end of life care with the family. 

All children on PICU where a decision has been made to withdraw active treatment, or to undertake 
brain stem death tests, should be referred to the Specialist Nurse for Organ Donation (SNOD). The 
referral should take place as soon as this decision is made. The family ideally should not be 
approached about organ donation until a discussion has taken place with the SNOD. Treatment should 
not be altered, withdrawn or limited until the child has been referred to the SNOD. 

Where appropriate, the SNOD will endeavour to offer all families the option of organ donation as a 
normal part of end of life care. The SNOD will work alongside the bereavement service to support a 
family through this process. Before organ donation can proceed, permission must be obtained from the 
Coroner. 

The embedded SNOD for Alder Hey and Manchester Children’s Hospital can be contacted on 
07590 353138. There is also an on-call co-ordinator available via long range pager on 07659 
184748. 
 
Further guidance relating to tissue / organ donation and post mortem can be found in the Human 
Tissue Authority Regulations (2007) and the Human Tissue Codes of Practice (HTA 2009).  

Goal 4: Resuscitation Plan 

 Discussion and explanation that cardiopulmonary resuscitation should not be attempted, as this is 
not appropriate. 

 In some circumstances limited resuscitation, for instance to ensure a patent airway and provide 
suction, and possibly oxygen, may be appropriate. This needs to be discussed and clearly 
documented 

 DNACPR or other plans also to be documented in plan for emergency ambulance crew 

 Plan for compassionate extubation if applicable to be documented in Goal 12 

 Explanation that re-intubation would not be appropriate if accidental extubation should occur 
during transport. 

 
Goal 8b: Rapid Discharge requiring NWAS Transport  

A rapid discharge service is now available for end of life care. It is important that all preparations are 
ready for discharge (including take home medication) before booking transport, as the service will 
normally be provided within 2 hours of the booking request. 

NWAS EOLC Rapid Discharge Criteria 

1. Rapid Discharge Home - Rapid discharge of end of life care patients, who are dying, from a 
care facility to home  

2. Rapid Transfer to Care Facility - Rapid transfer of end of life care patients, who are dying, to 
a care facility. 
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3. Rapid Transfer Ongoing Care - Rapid transfer of end of life care patients, who are 
symptomatic and require urgent care, and require ongoing care and support during transfer.  

Bookings must only be made for patients fulfilling one of these criteria. Requests for end of life care 
rapid discharge / transfer can only be made by Healthcare Professionals (HCPs). 
 
Making a NWAS End of Life Care (EOLC) Rapid Discharge Booking. 

Booking telephone numbers are: 

Cumbria & Lancashire Area: 01772 867 722 

Cheshire & Mersey Area:  0151 261 4322 

Greater Manchester Area:   0161 866 0661 

Please note the numbers above are secure numbers and should not be divulged to any other 
party or used for any other purpose than this type of booking. The HCP must state: “End of Life 
Care Rapid Transfer” when calling. 

Emergency Control Centre will follow an agreed call handling procedure to manage End of Life Care 
Rapid Transfer requests, including if an active DNACPR is in place and if any escorts (such as relatives 
or carers) will be travelling with the patient. A total of three people can travel in the back of the ambulance 
with the child, one of whom must be a paramedic. If a nurse and doctor / anaesthetist are also required 
for transfer, it will not be possible for the whole team, and a relative to accompany the child in the back of 
the ambulance. A nurse or relative will usually be able to travel in the front, if necessary.  

The HCP will be provided with a booking number in case of any further enquires or changes to 
the booking. 

End of Life Care Rapid Transfer Timescales 

The North West Ambulance Service will aim to provide an appropriate Emergency Ambulance resource 
to the patient within 2 hours of the booking request being made; unless the HCP making the booking 
specifically requests an extended response time.  

If, at the time of booking, there are significant operational pressures due to 999 activity or lack of 
available resources, the HCP is informed of the risk of a potential delay and a 4 hour booking may be 
made.  If delays are expected or incurred, the Emergency Control Centre will provide an update ASAP. 

Goal 9: Medication, nutrition & equipment needs reviewed 

It is important that these are all reviewed prior to discharge and all non-essential medication and 
interventions discontinued, for example: arterial and long lines no longer required. All plans for continuation 
and / or discontinuation at discharge destination should be detailed in the Rapid Discharge Plan. 

Goal 10: Medication needs for home/hospice/DGH provided for 

Assessment and prescription of medication needed is essential as soon as the date for discharge is 
identified, to prevent any delay in discharge. This includes children being transferred to hospice where 
patients are required to supply their own medication. 

Specific medication for symptom management, both PRN and for a continuous 24 hour infusion, should 
be assessed, prescribed and dispensed prior to discharge. This may include specific drugs required to 
support compassionate extubation. 

Palliative care drug boxes with specific drugs are currently provided by the SPCT at Alder Hey 
alongside an individual detailed symptom management plan.  A management plan for end of life care 
for all care settings is very important and can be used in conjunction with an end of life care plan. 
Hospice and community teams may also develop end of life management plans. 

Goal 12: Withdrawal of assisted respiratory support including compassionate extubation 

Rapid discharge is possible to all care settings for children who require withdrawal of assisted 
ventilation, including non-invasive ventilation or full ventilation. An individual plan of care should be 
agreed and documented by the personnel who will undertake this at the discharge destination, and 
documented in the Rapid Discharge Plan. Sensitive explanation of the plan for withdrawal to the family 
is essential (goal 12a) and their specific wishes around withdrawal should be documented in the Rapid 
Discharge Plan booklet (goal 12c). 
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The appropriate equipment and medication should be provided and details of the personnel undertaking 
the withdrawal should be identified and documented (goal 12b). 

Additional information /guidance can be found in the Together for Short Lives guidelines 2011, A 
Care Pathway to support extubation within a children’s Palliative Care Framework, this can be 
down loaded from the Together for Short Lives website www.togetherforshortlives.org.uk as well 
as an information leaflet for parents. 

Goal 13: Equipment needs for discharge addressed 
Some children with have significant and complex health care needs even around the time for discharge 
for end of life care. It is essential that their ongoing care needs and equipment requirements are 
assessed thoroughly, as a child may not die as soon as expected, and the family / carers will require 
the appropriate equipment to care for their child. 
 
The child’s needs should be assessed prior to discharge by an appropriately trained professional e.g, a 
children’s nurse, occupational therapist or physiotherapist.  Equipment that is absolutely essential for 
the child’s safety and comfort must be available prior to discharge.  However in the short term it may be 
necessary to manage without items of equipment that are desirable but not essential in order to avoid 
delaying discharge.  
 
Arrangements for supplying equipment in the community setting vary depending on the geographical 
area and the type of equipment required.  In general nursing equipment such as specialist beds, 
mattresses, commodes are supplied by community nurses often via a community equipment store.  
These items of equipment are usually available on the next working day.  Other pieces of equipment 
may be provided  by nurses or via therapists and may take longer to be delivered.   
 
Statutory services have a responsibility to provide essential community equipment to disabled children; 
this is set out mainly in the Children Act 1989. This Act places a duty on statutory organisations to 
‘safeguard and promote the welfare of children within their area who are in need.’  
 
If there is a delay in provision of essential equipment to enable rapid discharge it may be possible to 
loan the necessary equipment on short term loan from a charity.   
 
For example Newlife Foundation (08009020095) can provide professionally maintained equipment 
through loan services for children with a life-limiting or terminal illness, and equipment grants for long-
term provision. Newlife will provide information about the process for securing equipment, support 
professionals to gain provision through statutory services and signpost to other charitable 
organisations. 
 
Goal 13D iii: Tracheostomy care 
If a child has a new tracheostomy it is essential that they receive rapid training to manage this at home, 
unless the child already has a 24 hour care package in place with the skills to manage a tracheostomy. 
If this is not possible, discharge home may not be feasible, and consideration of hospice or local DGH 
would have to be the option for discharge. 

Goal 16: Discharge documentation              

The original copies of the completed rapid discharge plan booklet, medical discharge and nursing 
handover must accompany the patient on discharge, and should be given to the family in a sealed 
envelope. 

Proforma discharge letters are included for local use, if required, or as a guide if clinicians prefer to draft 
their own. 

Goal 17: Discharged on planned date and time 

Planned date and time of discharge are recorded in goal 6. If the actual date and time of discharge 
recorded in goal 17 are different from what was planned, this should be recorded as a variance.  

DNACPR and Plan for Transfer 

This includes the DNACPR Management Plan  

http://www.togetherforshortlives.org.uk/
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 Actions to be taken in the event of a cardiopulmonary arrest during transfer or 
immediately following discharge must be completed in the rapid discharge plan to 
accompany the child on discharge.  

 Actions to be taken in the event of death during transfer 

 If the child is to be transferred by paramedic ambulance, the ambulance personnel will 
need this documentation, in order to proceed to the discharge destination rather than 
commencing cardiopulmonary resuscitation and/ or diverting to the nearest accident and 
emergency department.   

 The ambulance clinician will check the ‘do not attempt cardio-pulmonary resuscitation’ 
(DNACPR) details and sign the DNACPR management plan in the rapid discharge plan 
booklet. 

Discharge Outcome Summary  

As soon as possible after arrival at the planned discharge destination, the transfer team, or receiving 
community / hospice / DGH team should complete the ‘Discharge Outcome Summary’. This section 
allows monitoring of the success of rapid discharge for end of life care plan, in order to continually 
improve the care provided.    

Audit and Evaluation 

Concurrent audit and evaluation of the rapid discharge plan will ensure safe and effective clinical 
practice and it is recommended that this process is established in each organisation utilising the plan. 

Formal audit and evaluation will be undertaken on behalf of the North West CYP Palliative Care 
Network.  
 

 


