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There is an international agreement about the im-
portance of providing the best palliative care for can-
cer patients dying in hospital and their families.1
Conversely, surveys performed in many countries
show that cancer patients in hospital suffer from un-
relieved and poor treated physical symptoms, and
from emotional and spiritual distress.2,3 Also most
family members do not receive an appropriate support
and an effective communication before and after the
patient’s death.3
Care pathways for dying patients have been devel-

oped and piloted in several countries as a model to im-
prove the quality of care at the end of life in hospital
and in other settings of care.4,5 The Liverpool care
pathway (LCP) is an integrated care pathway devel-
oped by Royal Liverpool University Hospital and Liv-
erpool’s Marie Curie Hospice (UK) in the late 1990s
to transfer the model of excellence for care of the
dying from hospices to hospitals.5,6 The pathway pro-
vides a template of appropriate, evidence-based, mul-
tidisciplinary care of the dying, designed to replace all
other documentation at the end of life.5,6 The original
LCP clinical documentation is focused on the different
dimensions of end of life care, including physical
comfort, anticipatory prescribing of medication and
discontinuation of inappropriate treatments, as well as
psychological and spiritual care. Besides, the pathway
includes goals that deal with the care of the family be-
fore and after the patient’s death.

The LCP became very popular in UK and abroad.
In 2011, the pathway was used by two-third of UK
hospitals and it was translated, adapted and imple-
mented in over 20 countries, including Italy. The
widespread dissemination of the LCP highlights the
demand for interventions that could reduce the gap be-
tween inpatient hospices and hospital wards in the
quality of care at the end of life.
The initial reception from professionals and the

media was positive, but in 2009 and 2012 the media
reported a number of cases of malpractice associated
with LCP use in hospitals. As a consequence, the Min-
istry of Health appointed an independent panel to re-
view the use and experience of the LCP in England.
In this review,7 the panel concluded that when the LCP
is used properly, it delivers good end-of-life care. Nev-
ertheless, the implementation of the pathway was
found to be lacking, and it was often conceived as a
tick box exercise. Many decisions were taken in ward
settings without the oversight of an experienced physi-
cian. Often neither patients nor family were informed
about the clinical worsening of the patient and con-
sulted and involved in the changed plan of care. The
report specifies that generic protocols (as the LCP is
regarded) are not the right approach to the care of the
dying, and that care should be individualized accord-
ing to the needs and preferences of the dying person
and those who are important for them. Consequently,
the review recommended that the LCP should be
phased out over 6-12 months. The next step was the
establishment of a coalition of 21 national organiza-
tions, the Leadership Alliance for the Care of Dying
People (LACDP), with the aim of developing policies
and processes for ensuring high quality, consistent
care for people in the last days and hours of life.
The LACPD recently developed a document One

chance to get it right8 (summarized by Wise9), present-
ing the new approach that should be adopted in future
for caring dying people. The document was focused
on five priorities for care: i) the possibility that a per-
son should may die within the following few days or
hours should be recognized and communicated
clearly, decisions about care should be made in accor-
dance with the person’s needs and wishes, and these
should be reviewed and revised regularly; ii) sensitive
communication should take place between staff and
the dying person and those important to them; iii) the
dying person, and those identified as important to
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them, should be involved in decision about treatment
and care; iv) the people important to the dying person
should be listened to and their needs respected and met
as far as possible; v) an individual plan of care, which
includes food and drink, symptom control, and psy-
chological, social, and spiritual support, should be
agreed, coordinated, and delivered with compassion.
Within the document, the LACDP specifies that

many healthcare professionals are already delivering
good end-of-life care according to these priorities by
using the LCP. Nevertheless, the document states that
since …the LCP was associated with standardised
treatment and care, carried out irrespective of whether
that was right for the particular person in particular
circumstances […], the risk of this continuing to hap-
pen is not tenable.8 The way in which these priorities
are achieved should reflect the needs and preferences
of the dying person, as well as the setting of care.
The story of the LCP is also Italian. In 2007, the

Italian hospital version of the LCP program was de-
veloped by the Ligurian Palliative Care Network of
Genoa, the referent center for the LCP in Italy, in com-
pliance with the original format. The Italian version
of the pathway (LCP-I) was successfully piloted
within 4 hospital wards of Genoa following the origi-
nal 10 steps continuous quality improvement
program.10-12 One year after, a further project was de-
veloped aimed at assessing and piloting the LCP pro-
gram within the hospice setting.13 The results of these
studies were positive, and supported the design of a
cluster randomized phase III study. This study was
aimed at assessing the effectiveness of the program in

improving the quality of end-of-life care for patients
with cancer dying in Italian hospitals.14
Findings from this trial15 were smaller than those of

the previous phase II study,12 and did not reach signifi-
cance for the primary outcome, although some second-
ary benefits were seen. These findings should be
interpreted taking into account key factors featuring in
the LCP-I hospital implementation program, which was
highly standardized, with specific contents and dura-
tion, and a strictly planned support from the palliative
care team implementing the pathway in the ward.
On the basis of current evidence on the pathway

and of problems related to its dissemination in UK,
members of the Italian LCP-I referent centre have
been recently met professionals of most Italian hospi-
tal wards involved in the LCP implementation pro-
gram, with the aim of sharing opinions and
experiences about it. Over 50 professionals (physi-
cians and nurses) from 20 structures of six Italian re-
gions participated in the meeting. Both strengths and
weaknesses concerning the use of the pathway were
debated (Table 1), and a panel discussion has begun,
focused on establishing which measures should be
currently adopted at a national level. The purpose of
enhancing the potential benefits of the LCP-I, as well
as that of coping with the risks associated with its in-
trinsic limitations and inappropriate dissemination,
were unanimously emphasized, regardless of any spe-
cific measure that will be taken in the future.
According to the discussion of the meeting, and

taking into account what emerged from the interna-
tional discussion, we decided to phase out the LCP in
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Strengths

- Specificity on the dying phase

- Change of professionals’ vision

- Inclusion of ethical issues into the clinical practice

- Inclusion of spiritual issues into the clinical practice

- Better communication between professionals

- Increased shared decision-making between professionals

- Increased professional autonomy of nurses

- Improvement of communication with patients and relatives

- Improvement in symptoms management

- Use of subcutaneous route

- Decreasing of usefulness procedures

- Increased palliative care consultations

LCP, Liverpool care pathway.

Weaknesses

- Problems in shared decision-making between professionals

- LCP as tick-box exercise

- Deficit in training

- Problems in integrating LCP with the other clinical documentation

- Problems in recognising the dying phase

- Problems in communicating with patients and relatives
(deficit of training)

- Ward areas not adequate

- Lack of time - workload

- Too short support from palliative care team

- Professionals’ turnover

- Poor involvement of the hospital management

- Misinterpretation of the remodulation of the therapies

- Legal issues

Table 1. Strengths and weaknesses of the Liverpool care pathway program in hospital resulted from the Italian meeting.
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Italy. The same decision is going to be taken, in the
next months, in all countries where the LCP was dis-
seminated. Unfortunately, the problem remains. The
quality of care for the dying patients in hospital is still
suboptimal. The data from the Italian phase III trial,15
contrasted with the results of a similar study per-
formed in Italian hospices, estimated the magnitude
of the gap in quality of care between hospitals and
hospices. This gap should be bridged in some way.
The five priorities of care for dying people,8 devel-

oped in England in response to the Neuberger review,7
represent a possible way of constructively taking into
account what we have learnt from the LCP. Since the
principles informing these priorities are common to
those informing the LCP, these are focused on the
process over the outcome of care, highlighting the
changing needs of patients and families both prior and
during the dying phase. Any intervention, also stresses
the document, should not only focused on the last
hours-days of life, but more in general on the palliative
care needs of the patient. For getting to a positive
change, the role of palliative care team is paramount.
The Italian research agenda for the next years will

be still centered on developing and assessing effective
strategies for bridging this gap. Despite the multiple
challenges featuring in end-of-life care, we have
demonstrated to be able to perform high quality re-
search in this field. We must go on with this policy.
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