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Background

• mid-1990s
• UK multidisciplinary pathway steering group 
• transfer the hospice model of best practice to the 

hospital
• evidence-based, best practice care of the dying
• transferable to other care settings → residential 

care and community
• ongoing document review 
• national quality initiative to improve end-of-life 

care 



Liverpool Care Pathway
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The Liverpool Care Pathway for the Dying Patient (LCP)
is an evidence-based, integrated care pathway 

for the last days and hours of life.

It is not the answer to all the challenges of care of the dying 
but it is a step in the right direction. 

LCP



“A pathway can not only initiate 
discussion with clinicians but can 
provide the opportunity to educate 
staff in the most basic of skills and 
expectations of what comprises a good 
standard of care for terminal patients”

(Overill, 2003)



International LCP Activity

• UK

– England

– Northern 
Ireland

– Scotland

– Wales

• Argentina
• Australia
• China
• Germany
• Holland
• India
• Italy
• Japan

• New Zealand

• Republic of 
Ireland

• Slovenia

• Spain

• Sweden

• Switzerland



NZ History with the LCP

NZ Palliative Care Conference Auckland 
2004

Professor John Ellershaw
UK

Dr Jean Clark
NZ 



Arohanui Hospice and 
LCP Central Team UK (2004-2010)

Collaborative and enduring
relationship



Role of the 
National LCP Office

To promote and coordinate the 
sustainable implementation of the LCP 

in New Zealand
Holds the contract for LCP license/copyright in NZ
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T. Mackenzie, 2009.
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“….in this world 
nothing can be 
said to be certain, 
except death and 
taxes.”

Benjamin Franklin:   
Letter to Jean-Baptiste Leroy 13 Nov 1789



• People aged 65 and over as a proportion of the 
population will have doubled from 12% at present 
to 24% by 2040 (Minister of Health, 2002)

• Around one third of those aged 85 and over live in 
residential care (Minister of Health, 2002)

• Of people admitted to aged residential care, 20% 
survive less than three months, and 40% survive 
less than 12 months (Minister of Health, 2002)

• NZ population is aging with increasing complexity 
of needs

End of Life Care
in Aged Residential Care
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Three main trajectories of 
decline at the end of life



NZ Palliative Care Strategy
(Minister of Health, 2001)

“All people who are dying and their 
family/whānau who could benefit from 
palliative care have timely access to 
quality palliative care services that are 
culturally appropriate and are provided in 
a coordinated way”

(Minister of Health, 2001, p7)



“Hospitals mainly provide services to 
dying people as a component of other 

services (for example acute care or 
general care). This is generally not 

tailored for dying people”
(Minister of Health, 2001, p35)



• There is an increasing level of concern about the 
ability of aged care facilities to cope with 
deterioration in their patients’ conditions

• The reasons for this are unclear, but availability 
and skills of nursing staff, a shortage of general 
practitioners and higher expectations from 
patients and their families may all have 
contributed to a perceived rise in these patients 
coming to the hospital acutely 

AUDIT OF ACUTE ADMISSIONS TO 
HOSPITAL  FROM AGED CARE 

FACILITIES

Reproduced with the permission of Dr D Jayamaha, Geriatrician, MidCentral Health.



• Average length of stay 10 days
• 71% of admissions were appropriate
• Largest cause of admission = infections
• Discharge destination = 10% died in hospital, 

13% hospital-level residential care, 77% back to 
original aged care setting

• Within two months – further 21% of those 
previous admitted residents had died

AUDIT OF ACUTE ADMISSIONS TO 
HOSPITAL  FROM AGED CARE 

FACILITIES

Reproduced with the permission of Dr D Jayamaha, Geriatrician, MidCentral Health.



“By default, dying patients 
often have to access 
care via a rest home. 
This care may or may 

not be appropriate, 
depending on the rest 
home’s staffing levels, 

expertise and links with 
palliative care 
organisations”

(Minister of Health, 2001, p44)



Health of Older People Strategy 
(Minister of Health, 2002)

• staff in long-term care services need to 
have an understanding of the palliative 
care approach to alleviating pain and 
other distressing symptoms

• there needs to be a seamless transition 
for people who need palliative care 
services.

(Minister of Health, 2002)



“People already in a 
residential care setting 

who either develop a 
terminal illness or become 
terminal…are likely to stay 
in residential care and will 

need access to palliative 
care services”

(Minister of Health, 2001, p38)



Residential Care Facilities
as de facto hospices

• Focus is on continuing care
• Lack of open acknowledgement of the high 

mortality of people entering aged residential 
care, residents’ deterioration and impending 
death (Bland, 2004; Hockley et al., 2004; O’Connor & Pearson, 2004)

• “Aged residential care facilities appear to 
function as de facto hospices. The importance of 
palliative care and related activities are largely 
hidden” (Phillips et al., 2006)



NZ LCP Research 
in Aged Residential Care

“Staff perceptions of end of life care 
following the implementation of the 
Liverpool Care Pathway for the Dying 

Patient (LCP) in three aged 
residential care facilities within the 

MidCentral DHB”

Currently pending publication

Reproduced with permission of the researchers: Dr Jean Clark, Dr Simon Allan, Bridget Marshall and Karen Sheward
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Also the LCP has given 
consistency to staff, very 
experienced as well as 
inexperienced nurses can feel 
sure they are giving the best 
care and have guidance and 
support at this, sometimes 
difficult time.

Survey RN 22 Site X

It’s been really cool to see the 
confidence that it’s given us –
our staff and nurses – talking to 
GPs and talking to each other in 
the hospital and hospice and 
families and things like that.  I 
think it has been really useful in 
that way. 

Focus group Qualified nurse.

(n=12)

(n=11)

(n=1)

Reproduced with permission of the researchers: Dr Jean Clark, Dr Simon Allan, Bridget Marshall and Karen Sheward
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I think the LCP has brought a 
better standard of care and 
consistency to the death of a 
resident and recognises that 
this is an important event for 
the resident and their 
family/friends.

Survey RN 22 Site X

Oh I think there has been a 
huge improvement, yeah for 
most of the residents as I’ve 
already said.  A huge 
improvement in symptom 
control – so people have had 
much better deaths, on 
average, than I think they did 
before.

Interview GP1

Reproduced with permission of the researchers: Dr Jean Clark, Dr Simon Allan, Bridget Marshall and Karen Sheward



Health and Disability 
Commission

Provider Number of complaints

Rest Homes 12

DHBs/Public Hospitals 16

GPs 3

Surgeons 2

Hospices 3

Nurses 3

Private Hospitals 1

Urologists 1

Pharmacists 1

Total 43

Complaints received about Care of the Dying since 2004

With thanks to:

Dr Cordelia Thomas

Senior Legal Advisor

Health & Disability Commission

3-9-10



Health and Disability 
Commission

“I personally support the use of the LCP”
Ron Paterson, 

Health and Disability Commissioner
June 2009.

• Right 1 - to be treated with respect 
• Right 1.3 - take into account the needs, values, and beliefs of 

different cultural, religious, social and ethnic groups
• Right 4.3 - delivery of care in a manner consistent with the 

consumer’s needs 
• Right 4.4 - minimises the potential harm to and optimises the quality 

of life
• Right 4.5 - encourages cooperation among providers to ensure 

quality and continuity of services 



How a person dies lives on in the memories 
of those who survive…. 



After the death of patients whose care had been guided by the LCP, 
questionnaires from nurses reported:

• documentation of care was significantly more comprehensive 
….and relatives reported:
• average symptom burden was significantly lower

(Veerbeek, L., van Zuylen, L., Swart, SJ., et al. 2008)

A self-completion questionnaire to assess bereaved relatives’ views 
about the quality of care of dying patients found:

• Overall patients being cared for on the LCP were perceived to have 
had better quality care in the hospital than those who were not,
although the level of care did not reach the hospice standard.

(Mayland, CR., Williams, EMI., & Ellershaw, JE.  2010)

Patients on LCP 
receive better quality care



The quality of death
Ranking end-of-life care across the world

• 2010 Research on the current environment for end-of-life care 
services

• NZ ranked 3rd overall out of 40 countries in the Quality of Death 
Index (QODI)

• Attributed to NZs “relative wealth, advanced infrastructure and long 
recognition of the importance of developing national end-of-life 
healthcare strategies”

• Four weighted categories:
� Basic end-of-life healthcare environment = 20%
� Availability of end-of-life care = 25%
� Cost of end-of-life care = 15%
� Quality of end-of-life care = 40%

(Economist Intelligence Unit, 2010) 



LCP Programme

• a four phase Service Improvement Model 
informed by a 10 step continuous quality 
improvement programme – no cost to register

• executive endorsement
• dedicated resource
• project management 
• systematic approach
• to build the capacity of the workforce through 

education and training
• sustaining practice change



NZ LCP Status Report
at 10 September, 2010

NZ Sites Nov 
2006

July 
2008

Jan 
2009

Mar 
2009

Dec 
2009

March 
2010

Sept 
2010

Community 0 7 7 8 8 9 9

Hospice
(N=19)

5 12 14 16 17 17 17

Hospital
(N=67)

4 8 8 9 13 15 19

Residential Care
(N=800-900)

3 39 51 62 130 139 194

TOTAL 12 66 80 95 168 180 239

Hospices = those with inpatient units only; Hospitals = exclude psychiatric, maternity & private;
Residential Care Facilities = varies as per NZ Certified List of Healthcare Providers



“We cannot keep our patients from dying, 
but we can strive, through both 
knowledge and compassion, to make the 
dying experience as comfortable and 
meaningful as possible for our patients, 
their families and ourselves.”

(Plonk & Arnold, 2005, p. 1049)

LCP: Working to
Improve Care of the Dying



For more information
contact:

National LCP Office NZ: 
www.lcpnz.org.nz
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