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Improving the care of patients experiencing 
terminal agitation (TA) at the end of life. 
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Aim Primary Drivers Secondary Drivers 

Iden fy signs and 
symptoms of TA

Clear guidance on 
TA

• Sta  educa on 
• Role modelling
• Awareness of signs & symptoms 

• Iden ca on & treatment of reversible 
causes

• Role of non-pharmacological measures
• Aware & con dence in using 

medica ons
• Role of the family in management of TA 
• Care supported by CoDP 

mul disciplinary documenta on 

All dying 
pa ents who are 

experiencing 
terminal 

agita on have an 
e ec ve 

individualised 
plan of care by 

September 2017 
on L21

• Mo vated workforce
• Recogni on of impact on family 
• All sta  feel empowered to highlight 

pa ents that have TA
• All sta  recognise the importance of 

managing TA

Culture of 
accountability & 

team work

Aim

Our multidisciplinary team quality improvement project aimed to 
ensure that all dying patients who experience TA have an effective 
individualised plan of care on an acute stroke ward (L21) within a 
tertiary centre.

Background
Leeds Teaching Hospitals was selected to be one of 10 hospitals to be 
part of the national ‘Building on the Best Programme’ in conjunction 
with Hospice UK, Macmillan, NHSE and NHSI. This was to build on 
what was already being achieved by hospitals to improve the quality 
of end of life care (EOLC). Often improvement work focuses on the 
management of pain and we wanted to focus on improving the 
care of patients with TA, a symptom found in up to 90% of dying 
patients1, but not always focused on.

Methods
This work was led by the Palliative Care team, in conjunction with the 
frontline team on L21, a driver diagram was produced to identify key 
aims (Figure 1). Interventions included ward-based role modelling of 
expert care of the dying; (this included the recognition, assessment, 
care planning and evaluation of interventions for patients 
experiencing TA), ward-based teaching, display and presentation 
of improvement data and discussion of dying patients in safety 
huddles. Run charts were created for these initiatives, with baseline 
data pre-intervention and on-going data collection during the 
testing, implementation and sustainability phases. All interventions 
were developed following identifi cation of gaps in care delivery/
evaluation.

Figure 1: Driver Diagram: 
Improving the Management of Terminal Agitation (TA)

Results
Run charts (Figures 2-4) demonstrated statistically signifi cant 
improvements in the rate of assessment, reassessment and evaluation 
of terminal agitation (p<0.05). Routine review and dissemination 
of data with the frontline teams in these initiatives enhanced 
collaborative engagement, motivation and success.

Figure 2: Assessment of Terminal Agitation 
Documented in Medical Notes 

Figure 3: Reassessment & evaluation of interventions for TA 
documented in medical notes

Figure 4: Overall Score of Care Average or Above for Assessment 
& Management of Terminal Agitation

Conclusion
Through collaborative working and ward-based role modelling we 
have demonstrated it is possible to improve the overall management 
of this challenging symptom in terminal care.
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