
Terminal care planning checklist 
for General Practice
Background
The GP’s role in end-of-life care includes development of a terminal care management plan1.  
This supports the third clinical process in the Prompts for End-of-Life Planning (PELP) Framework.

Purpose
This document provides a checklist to assist GPs to prepare a terminal management care plan to 
guide the care for a person at home in their final hours, days, or week.

Note: The person’s terminal care management plan should be shared with other  
relevant health professionals.

caringathomeproject.com.au

Actions Completed

Advance care planning (ACP) and medical goals of treatment

ACP documents reviewed

Substitute decision maker/s identified

Medical goals of treatment plan reviewed 

Documentation

Not for resuscitation (NFR) available in the home

Expected death at home documentation available

Process in place for who will complete the verification of death documentation

Person/organisation to complete Medical Certificate of Cause of Death identified

Symptom management

Comprehensive symptom assessment completed

Cardiac defibrillator deactivated if applicable

Medicines prescribing and deprescribing

Medicines review:
•	 Non-essential medicines ceased
•	 Essential medicines converted to subcutaneous, dermal, or sublingual routes

Anticipatory medicines prescribed

Written orders and medicines are available in the home

Process in place for who is to write continuing scripts and orders

Pharmacy identified and process to obtain medicines in place

Family/carers

Family/carers aware of process for out of hours support

Family/carers aware of need to keep sufficient supply of medicines in the home

Family/carers provided with a checklist for immediate after-death care

Cultural and spiritual needs addressed/considered for family/carers

Bereavement care considered for family/carers

https://www.caringathomeproject.com.au/for-health-professionals/pelp-framework
http://caringathomeproject.com.au


caring@home is a National Palliative Care project, funded by the Australian Government and led by the Brisbane South 
Palliative Care Collaborative. © BSPCC 2025. This work is openly licensed by CC BY-NC-ND

1The Royal Australian College of General Practitioners. RACGP aged care clinical guide (Silver Book). 5th ed. East Melbourne, Vic: RACGP, 2019. Available from: 
https://www.racgp.org.au/silverbook
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Other useful caring@home resources

Prompts for End-of-Life Planning (PELP) 
Framework
Implementation of the Prompts for End-of-Life Planning (PELP) 
Framework helps health professionals deliver quality  
person-centred care in the last 12 months of life. It guides 
proactive, quality end-of-life care across all care settings and 
encourages identification of patients at risk of deteriorating and 
dying, prompting meaningful conversations about their goals  
and preferences. These ongoing discussions help create  
person-centred management plans that reflect the person’s wishes 
and reduce making difficult decisions during emotional times. 

1 Australian Commission on Safety and Quality in Health Care. National Consensus Statement: Essential elements for safe and high-quality end of life care. Sydney (AU) ACSQHC; 2023.
2 Alfred Health. End of Life Care Management Guideline. Melbourne (AU) Alfred Health; 2015. Prompt Doc No: AHG0068908 v10.1.
3 Reymond L, Cooper K, Parker D, Chapman M. End-of-life care: Proactive clinical management of older Australians in the community. AFP. 2016 Jan-Feb; 45(1): 76-8.

Adapted from:

Advance care planning 
(ACP) and person-centred 

care based on need

At risk of dying
<12 months;  timing uncertain

• Acknowledge importance of individual 
needs, including lifestyle factors, and 
prognostic uncertainty

• If not already commenced, begin ACP
 »  Discuss end-of-life options and 

limitations of treatments
 » Suggest completion of ACP 

documents including noting 
substitute decision-maker

• Consider ongoing disease-modifying 
treatments and a palliative approach

• Consider mentioning voluntary assisted 
dying for eligible patients, if jurisdictionally 
appropriate* and within scope of practice

• Review medicines and deprescribe if 
appropriate

• Monitor for indicators of deteriorating 
health

• Explore availability of carers
• Coordinate care across all services including 

respite care

Terminal 
care needs

Dying
short term, likely hours, days, 

or week; timing uncertain

• Review ACP and person-centred 
medical goals of treatment 
documents

• Prepare terminal care 
management plan for preferred 
place of death

 »  Provide interventions for 
symptom control including 
non-pharmacological 
strategies

 »  Consider anticipatory 
prescribing and deprescribing 

 »  Ensure culturally appropriate 
care and spiritual, individual 
and carer needs are met

• Document the plan and share with 
carers and after-hours providers

• Provide checklist for immediate 
after-death care

• Consider bereavement care for all

After-death care

Bereavement

• If required
 »  Arrange bereavement care 

for all significant others
 »  Refer to support services
 »  Ensure team members have 

access to peer support, 
debriefing and counselling

Transition focus of 
care needs from 

restorative to palliative

Likely to die soon
medium term; timing uncertain

• Review ACP and person-centred 
goal setting

• Prepare person-centred medical 
goals of treatment plan and 
document

 » Include ceilings of medical 
treatments if acute deterioration

• Coordinate care across all services
 » Establish GP as team leader, 

if available
 » Include palliative care team 

members, as required
 » Consider respite care

• Review medicines, consider
 » Deprescribing
 » Anticipatory prescribing

• Provide a palliative approach
• Explore bereavement needs of 

person and carers

Prompts for End-of-Life Planning (PELP) Framework
Quality care in the last 12 months of life
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5*Specific requirements for voluntary assisted dying vary between each state and territory. Healthcare services should familiarise themselves with the legislation in their jurisdiction and ensure patients and their families have access to appropriate information.

TRIGGER: Would you 
be surprised if this 

person were to die in 
the next 12 months?

CLINICAL IMPROVEMENT CLINICAL DETERIORATION

Applicable to ALL care settings to encourage culturally safe and person-centred care
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SCAN CODE FOR 
LINKS TO OTHER 

RESOURCES

© BSPCC 2024. This work is openly 
licensed by CC BY-NC-ND

Audit tool: End-of-Life Planning

Purpose

The purpose of this audit is to support quality improvement in caring for patients likely to be in their last year of life.

1The Royal Australian College of General Practitioners. Standards for General Practice. RACGP; 2023.

2Australian Commission of Safety and Quality in Health Care. National Consensus Statement: Essential elements for safe and high-quality end-of life care. Sydney: 

ACSQHC; 2015.
3Australian Government Department of Health and Aged Care. Aged Care Quality Standards. Canberra: DHAC; 2023.

4Australian Government Department of Health and Aged Care. National framework for advance care planning documents. Canberra: DHAC; 2023.

5Palliative Care Australia. National Palliative Care Standards for All Heath Professionals and Aged Care Services. Canberra: PCA; 2022.
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Mapping of prompts to relevant standards

The questions in the tool have been mapped to: 

• RACGP Standards for General Practice (1)

• Key Australian end-of-life care standards/guidelines for quality end-of-life care. (2-5)

Continuing professional development (CPD) for general practitioners

This audit has an associated, free CPD Activity available from Medcast:  

The End-of-Life planning mini audit. 

This practical, reflective learning CPD activity is designed to support general 

practitioners (GPs) in delivering best practice care to patients approaching 

the end of life. It prompts GPs to respond to structured questions about 

three patients, reflect on their findings and identify improvements to their 

current practice. 

This course is formally accredited with RACGP and the Australian College of 

Rural and Remote Medicine (ACRRM).

If you belong to another CPD home, you can log the completed activity yourself.

Background

Contents of the tool are based upon the clinical processes outlined in the Prompts for End-of-Life Planning (PELP) 

Framework. 

The PELP Framework was developed by caring@home, with funding from the Australian Government, in association 

with the Australian College of Nurse Practitioners (ACNP), Australia New Zealand Society of Palliative Medicine 

(ANZSPM), Blue Care – Queensland, Brisbane South Primary Health Network (BSPHN), Northern Territory Primary 

Health Network (NTPHN), Palliative Care Australia (PCA), Rural Doctors Association South Australia (RDASA) and The 

Royal Australian College of General Practitioners (RACGP).

Considerations

Trigger

1
Documented triggers to introduce/continue end-of-life planning. (For example: SPICT/Surprise Question/ 75+ Health Assessment).
Yes / No

2 Primary condition/s.
Malignant / Non-malignant / Multi-morbidity

Clinical Process 1: Advance care planning (ACP) and person-centred care based on need
3 Documented evidence of advance care planning invitations/conversations about end-of-life care.Yes / No

4 Documented evidence of discussion about / identification of substitute decision maker/s.Yes / No

5

Documented evidence of a care plan considering:
• Possible end-of-life treatment options including: 

• Ongoing disease-modifying treatment options
• A palliative approach
• Mention of voluntary assisted dying for eligible patients, if jurisdictionally appropriate  and within scope of practice.

• Medicines review and deprescribing if appropriate
• Monitoring for indicators of deteriorating health
• Availability of carer/s
• Coordination of care across all services including respite care.Yes / No

Clinical Process 2: Transition of focus of care needs from restorative to palliative

6

Documented evidence of medical goals of treatment plan aligned with the person’s advance care planning goals including:
• Ceilings of medical treatment in case of acute deterioration
• Discussion about person’s preferred place of death (including undecided).Yes / No

7 If the person has/had complex needs, was a Specialist Palliative Care Service contacted?Yes / No / Not needed in this case

Clinical Process 3: Terminal care needs

8

Documented evidence of a terminal care plan considering: 
• Interventions for symptom control – pharmacological and non-pharmacological strategies• Anticipatory prescribing and deprescribing 
• Culturally appropriate care and spiritual, individual and carer needs.Yes / No

9 Is/was a Not For Resuscitation order completed and easily available?Yes / No

10 Documented evidence of education to family and carer/s about processes after death.Yes / No

Clinical Process 4: After-death care

11
Evidence that bereavement and emotional care is/was considered for all (person and their significant others).
Yes / No

caring@home is a National Palliative Care project, funded by the Australian Government and led by the Brisbane South Palliative Care Collaborative.

Audit Tool: End-of Life Planning 
The Audit Tool: End-of-Life Planning for General Practice 
supports quality improvement in caring for patients likely 
to be in their last year of life and is based upon the clinical 
processes outlined in the PELP Framework. The audit tool 
prompts are mapped to RACGP Standards for General 
Practice and key Australian end-of-life care standards/
guidelines for quality end-of-life care. Auditing patient cases 
gives GPs the opportunity to review and reflect, then establish 
specific processes to improve practice. 

palliMEDS app
The palliMEDS app supports primary care prescribers to provide 
optimal symptom management to their patients in the community. It 
contains prescribing advice about palliative care medicines, including 
those from the National Core Community Palliative Care Medicines 
List, used to manage common emergent symptoms in home-based 
patients during the last weeks of life when swallowing becomes 
difficult. The prescriber can search by symptom or medicine, use the 
opioid calculator for conversions, read dosing considerations and 
symptom and medicine information, and look up TGA-PBS listings.

Apple and the Apple logo are trademarks of Apple Inc., registered in 
the U.S. and other countries. App Store is a service mark of Apple Inc. 
Google Play and the Google Play logo are trademarks of Google LLC.
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