EDITORIAL

Care of the dying:
priorities for the future

are of the dying is core business for
‘ acute hospitals. As doctors go on

their ward rounds they should
reflect that 29% of the patients they see
will be in their last year of life, 16% will be
within 3 months of death and 9% will die
during this admission (Clark et al, 2014).
This should colour the way doctors
approach the care of these patients. It is
important to consider how these hospital
admissions give opportunities for discus-
sions about prognosis and future care
planning that may avoid future admis-
sions. But when patients are admitted to
die in hospital clinicians should be excel-
lent at providing the care they need — after
all it is something clinicians do every day.

How do we care for the dying?
The National Care of the Dying Audit for
Hospitals, England (Royal College of
Physicians and Marie Curie Cancer Care,
2014) showed a mixed picture. Sixty-eight
per cent of bereaved carers were likely or
extremely likely to recommend the trust
which had cared for their loved one to
friends and family, suggesting that the care
their loved one received had been good.
However, 12% said they were unlikely or
extremely unlikely to do so.

How did the doctors rate in the eyes
of the bereaved? In the majority of cases
doctors were rated fairly well but 3% felt
they were never treated with dignity by
doctors and 8% only some of the time.
A total of 14% felt that the doctors did
not have time to listen and discuss their
loved one’s conditions with them; 6% had
no confidence in any of the doctors and
25% only had confidence in some of the
doctors. Nearly a quarter (24%) did not
feel involved in decisions about care. Some
of these may seem like small percentages
but for each of these individuals this was
the one chance to get it right. The death
of a loved one lives in our memories for
ever. Clinicians should be as intolerant of
failures in care for the dying as they are
of failures in care causing patient’s deaths.

Fifty per cent of bereaved carers were
not talked to about whether clinically
assisted hydration would be appropriate.
Some may feel this is a clinical decision,
believing fluids are simply not appropriate
in the last days of life and they would only
discuss if asked. However, there is inade-
quate evidence in most cases for fluids to
be contraindicated and General Medical
Council (2010) guidance is clear that
‘when the benefits, burdens and risks are
finely balanced, patient’s wishes will usu-
ally be the deciding factor’. Of the carers
with whom this was not discussed 55%
said they would have found such discus-
sion helpful.

Casenote audit showed that doctors
were poor at recording discussions with
patients and families about key issues such
as hydration, nutrition, spiritual needs and
telling patients who could understand that
they were dying. This begs the question:
was this ever done? The organizational
audit identifies that care of the dying was
not given enough attention at board level,
not given high enough priority in training,
and specialist support was not universally
available when it was needed.

This is not to say that there were failings
everywhere. Some trusts were doing far
better than others, demonstrating that
high quality care of the dying can be

achieved within current NHS resources.

The publication of One Chance to Get it
Right, the system-wide response to the
More Care Less Pathway report, is wel-
come, particularly the sections on ‘Duties
and Responsibilities of Health and Care
Staff” and the ‘Implementation Guidance
for Service Providers and Commissioners’
(Leadership Alliance for the Care of Dying
People, 2014). These sections both start
with five priorities for care, as outlined in
Table 1.

These priorities may seem to some like
simple good care but they are areas where
failings in care have been documented, not
only in the national audit but in the
numerous responses to the Leadership
Alliance public engagement exercise which
informed their response. One Chance to
Get it Right clearly sets out where respon-
sibility lies for improving the quality of
care for dying patients. It is important that
all play their part.

Making the change

Sometimes, focussing on the simple things
in many ways across a whole organization
— infection control, thromboembolic
prophylaxis — makes a big difference. But
we have learnt from these areas that simply
producing guidance does not work. It
needs organizational investment of leader-
ship, time, energy, education and training.
It needs systems and processes and it needs

Table 1. Five priorities for care when it is thought that a person may die

within the next few days or hours

1. This possibility is recognized and communicated clearly, decisions made and actions taken in accordance
with the person’s needs and wishes, and these are regularly reviewed and decisions revised accordingly

2. Sensitive communication takes place between staff and the dying person, and those identified as

important to them

3. The dying person, and those identified as important to them, are involved in decisions about treatment

and care fo the extent that the dying person wants

4. The needs of families and others identified as important to the dying person are actively explored,

respected and met as far as possible

5. An individual plan of care, which includes food and drink, symptom control and psychological, social and
spiritual support, is agreed, coordinated and delivered with compassion

From Leadership Alliance for the Care of Dying People (2014)

364

British Journal of Hospital Medicine, July 2014, Vol 75, No 7

© 2014 MA Healthcare Ltd



© 2014 MA Healthcare Ltd

EDITORIAL

support on the coalface, audit and moni-
toring — real time quality control. Some
may say the Liverpool Care Pathway pro-
vided that and in some organizations
maybe it did because it was implemented
with all the above in place. But there is no
point in continuing to mourn the loss of
this pathway. Rather this should be seen as
an opportunity to develop something even
better.

Improving care planning

Clinicians should not just focus their
efforts on the 9% of inpatients who will die
in that admission but on identifying and
working with the other 20% who will die
that year. As the Minister for Care and
Families, Norman Lamb said in launching
the response: ‘Its also important that,
where possible, planning for dying should
start well before the last few days and hours
of someone’s life, where they want to have
those discussions’. An inpatient admission
can provide an ideal opportunity for start-
ing that discussion. It is not that the whole
plan needs to be signed, sealed and deliv-
ered but starting the conversation that the
end of life is approaching, and discussing
the limits of acute care in delaying death,
can lead onto further discussions with GPs
and district nurses to put in place plans
that support patients at home and reduce
use of acute care. These plans need to be
reviewed and updated as the condition
progresses.

This might also include referral to pallia-
tive care services. Seow et al (2014) dem-
onstrated that community-based specialist
palliative care teams were effective at reduc-
ing acute care use and hospital deaths at
the end of life. Temel et al (2010) showed
that for patients with metastatic non-
small-cell lung cancer, early palliative care
was associated with significant improve-
ments in both quality of life and mood.

Compared with patients receiving standard
care, patients receiving early palliative care
had less aggressive care at the end of life but
survived longer.

The National Care of the Dying Audit for
Hospitals, England (Royal College of
Physicians and Marie Curie Cancer Care,
2014) showed wide variance in palliative
care provision in hospitals. Only 21% of
palliative care teams were available to see
patients at weekends and only 2% were
available to see patients 24hours a day,
7 days a week. Shockingly, 9% of hospitals
did not even have access to palliative care
telephone advice out of hours.

One Chance to Ger it Right (Leadership
Alliance for the Care of Dying People,
2014) makes clear that service providers
and commissioners are expected to ensure
provision of specialist palliative medical
and nursing cover routinely 9am-S5pm
7days a week and a 24-hour telephone
advice service, including face-to-face assess-
ment at any time in the exceptional cir-
cumstances where this is necessary.

Conclusions

The challenge for all clinicians is to ensure
that One Chance to Get it Right (Leadership
Alliance for the Care of Dying People,
2014) does not become yet another docu-
ment lying on the shelf collecting dust but
leads to system-wide improvement of care
of those in the last year of their lives. Those
who are tempted to put it on the ‘too dif-

ficult pile should beware — the Care
Quality Commission have committed to
make end of life care a focus of their future
inspections. BJHM
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KEY POINTS

Care for the dying is core business for acute hospitals.
One Chance to Get it Right mandates a system-wide approach to improving end of life care.

Hospital admissions should be seen as an opportunity to improve care beyond hospital.
Early involvement of palliative care teams reduces hospital attendances and improves quality of life.
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