
T
he specialty of palliative care developed to 
meet the needs of people dying from cancer, in 
particular the need to relieve severe pain. From 
this developed a sophisticated approach to control 
of a range of distressing symptoms, based on 

meticulous assessment and insightful clinical pharmacology. 
It recognized the need for open and honest communication, 
and attention to psychological, social and spiritual concerns.  

The original remit of palliative care was for people 
approaching the last few days or weeks of their lives, in 
circumstances where the prognosis and trajectory were 
fairly clear. Planning for the future included discussions 
about preferred place of death (in particular, enabling death 
at home), reducing treatment burden and prioritizing 
treatments aimed at relief of symptoms over those intended 
to prolong life. Palliative care has been singularly successful 
in working across health-care boundaries, including 
specialities treating cancer, acute medicine, and supporting 
people living in care homes and their own homes.

Tensions have emerged, however. Cancer survivorship 
has increased, with the development of new and aggressive 
therapies. It may be unclear whether a cancer is survivable, 
leading to ‘twin-track care’ in which palliative approaches 

are undertaken alongside potentially life-prolonging 
therapies. Several trials have suggested that in advanced 
cancer, survival with palliative care may exceed that with 
active treatment (Temel et al, 2010; Reljic et al, 2017). 
Consequently palliative care is increasingly seen as a 
‘supportive’ adjunct to other therapies. 

Cancer incidence increases with age, and most 
people dying with cancer are old. Older people are 
rarely affected by a single pathology. Often the effect of 
multiple comorbidities may equal or exceed that of an 
accompanying cancer (so ‘performance status’ may not 
reflect cancer prognosis). Judging prognosis in people 
suffering organ failure or frailty is notoriously difficult, 
making it uncertain when to adopt a palliative approach 
(Elliot and Nicholson, 2017). 

Changing epidemiology drives the scale of these 
dilemmas. There are 11.8 million people over the age of 
65 years living in the UK, and 1.6 million over the age of 
80 years. Of the 525 000 deaths in 2017, 85% were in those 
aged over 65 years. Only 28% of people die from cancer. 
The commonest certified cause of death for women in the 
UK is now dementia; one in three people have dementia 
when they die. Age-specific rates of death from ischaemic 
heart disease and stroke have reduced dramatically, through 
changes in incidence, reduced case fatality and better 
supportive care. Deaths from chronic lung, heart, renal 
and neurological conditions display different trajectories to 
that in cancer, with prolonged periods of poor health over 
many months or years, punctuated by acute crises from 
which the patient may recover to some extent. 

Supporting people living with frailty or dementia are 
among the biggest challenges in contemporary health 
care. Most people with these conditions die in hospital 
or nursing homes. Mortality for an older person admitted 
to hospital as an emergency is 25% at 90 days, 30% at 
6 months, and 40% at 1 year (Bradshaw et al, 2013; Reynish 
et al, 2017). Median survival for someone admitted to a 
nursing home is less than 1 year, and many die within 
the first few months (having moved there as a result of 
failing health). Yet median survival in the population at 
the age of 90 years is 5 years (Office for National Statistics, 
2018). Medical care is usually provided by GPs, acute and 
general hospital physicians, and geriatricians. The numbers 
of patients requiring end-of-life care in old age indicate 
that a joint approach is required; only 15% access specialist 
palliative care (Gott et al, 2013). All geriatricians look after 
people who are dying, and many are comfortable with the 
principles and practice of palliative medicine, although 
levels of expertise and interest vary.
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ABSTRACT
Most people die when they are old, with multiple pathologies, and while living 
with frailty or dementia. These circumstances need the specialist skills of 
geriatric medicine. Death may not be unexpected, but survival and restoration of 
function are usually uncertain, influencing the approach to medical intervention. 
Assessment considers medical, functional, mental, social and environmental 
domains. Care requires a mix of acute, rehabilitation, mental health and palliative 
expertise, and evolves with changing circumstances. Relief of suffering and 
maintenance of function are key goals, but not the only ones. Mental distress is 
as common as physical; investigation- and treatment-burden are important; drug 
treatments are prone to adverse effects. A focus on person-centredness rather 
than the end-of-life is needed. This prioritizes respect for individual diversity in 
needs, assets and priorities, and rigorous decision making, to achieve what is the 
right intervention for that person at that time.
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How geriatric medicine works
The term ‘geriatric’ is disliked by older people, so the 
specialty exists under numerous synonyms, such as 
medicine for the elderly or health care for older people. The 
Royal College of Physicians (London) describes geriatric 
medicine as: ‘a branch of general medicine that is concerned 
with the clinical, preventative, remedial and social aspects 
of illness in old age. The challenges of frailty, complex co-
morbidity, different patterns of disease presentation, slower 
response to treatment and requirements for social support 
call for special medical skills.’ 

Geriatric medicine is broader than its parent discipline, 
requiring expertise in, for example, acute medicine, 
psychiatry, neurology, rheumatology, urology, therapeutics, 
rehabilitation, ethics and law. Delivery invariably involves 
a multidisciplinary team, including physiotherapy, 
occupational therapy, speech and language therapy, nursing 
and social care professionals.

Comprehensive geriatric assessment 
Geriatric medicine is systematised within a framework 
known as comprehensive geriatric assessment, comprising 
five dimensions (Table 1). The output is a multiprofessional 
management plan. Such plans are rarely knowingly labelled 
‘palliative care’, but they are often just that, to all intents and 
purposes. Geriatric medical wards provide the workforce 
needed to deliver comprehensive geriatric assessment.

Trial evidence shows that this approach reduces 
mortality, disability and need for care home placement, 
and increases the chances of returning and remaining at 
home (Ellis et al, 2017). A range of goals is addressed (Table 
2), and models of care deployed (Table 3). For example, 
person-centred care requires attention to the experience of 
care as well as the outcome, reflected in communication 
style, decision making, therapeutic compromises and 
de-prescribing, engagement of families and other carers, 
and discharge planning. This is important especially in 
dementia and at the end of life.

Rehabilitation
Restoration of function in older people, following acute 
illness, injury or associated with chronic disability, requires 
explicit effort. This can mean intervening at the level of 
the disease (potentially curative), body systems (relieving 
symptoms, increasing muscle strength and cardiorespiratory 
fitness), abilities (through functional training, aids or 
appliances) and adapting the environment. Rehabilitation 
can be started very early in an illness, in an attempt to 
prevent deconditioning, complications and further loss of 
function, and may be required after even a minor illness. 
The process may take many months; in the face of severe 
illnesses with uncertain recovery, including delirium, 
stroke or hip fracture, or with comorbid dementia, this 
requires attention to communication, psychology, the 
negotiation of achievable goals and the avoidance of both 
disspiriting futile attempts, but also therapeutic nihilism 
(‘no rehabilitation potential’). 

Inter-specialty liaison
Geriatricians often help manage patients with hip or other 
fractures (ortho-geriatrics), major trauma, elective surgery 
or with cancer. This was predicated on the association 

Table 1. Dimension of comprehensive geriatric assessment

Dimension Comments

Medical Acute and chronic diagnoses, multimorbidity, clinical therapeutics 
and polypharmacy 

Functional Mobility, continence, activities of daily living, behaviour

Mental health Psychiatric diagnoses, including delirium, dementia and depression, 
and psychological response to illness 

Social Relationships, resources and support networks

Environmental Type of accommodation, including care homes, physical environment

Table 3. Models of medical care 

Model Approach

Prevention Intervention, with drugs or to change habits or lifestyle, to reduce the 
occurrence or recurrence of a disease, especially in those identified 
as at increased risk 

Acute medical Explanation of problems by diagnoses, and use of specific drug or 
surgery to cure or mitigate the effects of the underlying disease

Rehabilitation Restoration or maximizing of functional ability. Reablement 
(restoration of abilities), resettlement (adaptation of the physical and 
social environment to compensate for problems) and readjustment 
(resetting of ambitions and goals, and coming to terms with changed 
ability), through a multidisciplinary problem-solving approach

Person-
centred 
dementia care

Enhancing the wellbeing and personhood of someone living with 
dementia, through supporting identity, comfort, inclusion, attachment 
and occupation 

Palliative An approach that improves the quality of life of patients and their 
families facing the problems associated with life-threatening illness, 
through the prevention and relief of suffering by means of early 
identification and impeccable assessment and treatment of pain and 
other problems (e.g. physical, psychosocial and spiritual)

Social Adaptation of the environment, and provision of human help, aids or 
appliances, to compensate for the effects of disability, infirmity or old 
age  

Table 2. Goals of health care 

Prevention (of disease or complications of disease or therapy)

Cure (of disease or complications of disease or therapy)

Delaying death

Relief of unpleasant symptoms 

Maximizing physical and social function

Provision of information (diagnosis, prognosis, treatment options)

Support for families and other carers 
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between comorbidities and risk of mortality, and the need 
for explicit rehabilitation, and has been demonstrated to 
improve outcomes (Roche et al, 2005; Partridge et al, 2017). 
Intervention may be anticipatory, but will also focus on the 
illest patients perioperatively, including those who may die. 
There is a close working relationship with old age psychiatry.

Community geriatrics
Attention given to older people living at home and in 
care homes has varied over time, with changing demands 
from acute medical duties, development of different 
commissioning arrangements, and a need to maintain 
access to acute hospital facilities for frail older people when 
appropriate. In recent years, community geriatrics has seen 
a resurgence, working alongside community matrons, care 
homes and intermediate care. This has included promoting 
advance care planning, and negotiating appropriate medical 
care for frail older people approaching the end of life. 

Different geographical localities have evolved different 
systems. Fragmented services, poor continuity and lack 
of shared records have been major challenges to care 
delivery, especially when trying to support preferences to 
avoid hospital admission. Planning conversations may be 
initiated at opportune moments, never to be fully followed-
through or communicated to other stakeholders. 

The health of older people towards the end of life
Frailty
Geriatricians primarily look after people who are frail. Frailty 
is a ‘propensity to decline in the face of a stressor’ (Clegg et 
al, 2013). It is a health state, related to the ageing process, in 
which body systems lose their built-in reserves, and ability 
to maintain homeostasis. Around 10% of people aged over 
65 years are frail, rising to between a quarter and a half of 
those over 85 years. People living with frailty are vulnerable 
to crises, loss of wellbeing and function, falls, hospital and 
care home admission, and death, in the face of acute illness, 
injury, treatment complications, adverse effects of drugs, 
disruption of social circumstances or change in environment. 
Frailty may be defined by presentation (delirium, falls, acute 
immobility), comorbidities (dementia), place of residence 
(care homes), or an assessment score or scale (such as 
Rockwood’s Clinical Frailty Scale, Edmonton (Rolfson et 
al, 2006) or electronic Frailty Index (Clegg et al, 2016)).

Trajectories
Murray et al (2005) described three trajectories of decline at 
the end of life; the rapid decline associated with death from 
cancer, steady decline punctuated by exacerbations and 
recovery in organ failure, and a slow inexorable ‘dwindling’ 
in frailty and neurodegeneration. A fourth trajectory typical 
for stroke (or hip fracture) has been proposed, with sudden 
decline followed by increased vulnerability among survivors 
(Creutzfeldt et al, 2015). Others have described different 
trajectories with wild and dramatic swings between 
near-death and relative recovery, for example in heart or 
respiratory failure (Goodlin, 2009). A similar pattern is 

often seen in frailty and dementia. Acute illness or injury 
can lead to a dramatic, but potentially recoverable, decline 
in function, especially when complicated by delirium 
(Jackson et al, 2017). 

‘Transition points’ can be identified within these 
trajectories, when a discussion about future care may be 
welcomed or necessary, including a change from active 
management to palliative care. Examples are retirement, 
hospital admission, diagnosis of dementia, an episode 
of delirium, and care home entry. Recognizing these 
transition points and clarifying the issues (diagnosis, 
prognosis, management options, preferences), amid the 
complexity of non-specific presentations, multimorbidity 
and polypharmacy, functional and mental decline, and 
social vulnerability, is central to geriatric medical practice. 

Acute medical care of frail people
People with frailty are prone to crises, which lead to 
frequent use of emergency departments and acute medical 
admissions. Two-thirds of emergency admissions are of 
people over the age of 70 years (Goldberg et al, 2012). 
Geriatricians often take part in all-age admission rotas, 
but increasingly ‘acute frailty services’ attempt to apply 
the principles of comprehensive geriatric assessment at 
the point of hospital admission. Geriatrician-led decision 
making allows more informed assessment and consultation 
with stakeholders, and decisions about appropriate and 
inappropriate treatment, early access to community 
alternatives and place of death. In the face of a crisis, acute 
severe illness and physiological derangement, and in the 
absence of information to guide otherwise, a presumption 
of intervention and attempt at ‘rescue’ is often appropriate 
(e.g. aggressive hydration and intravenous antibiotics). But 
this should not become a default, and efforts should be 
made to assess when treatment is, or is not, likely to deliver 
benefit, and ascertain what is, or is not, wanted care. 

Hospital admissions are at best disruptive for frail 
older people and people living with dementia, often being 
frightening and disorientating, leading to distress, delirium, 
deconditioning and loss of abilities (Porock et al, 2015). 
Avoiding hospital admission, while maintaining access 
to wanted investigation and hospital-based therapy, is an 
important approach to preventing iatrogenic decline. That 
said, there is little prospect of a reduction in demand for acute 
hospital care for older people, including those with dementia, 
and a major effort is required to adapt the environment, staff 
skills and care processes to make them appropriate for frail 
older people, including those who are dying.

Dementia care
Half of older people admitted to hospital have cognitive 
impairment, including 40% with dementia and a third 
with delirium (with considerable overlap between the 
two). The impact of disruption and decompensation is 
particularly severe, and levels of distress can be high. Up to 
half have pain, but other distressing symptoms such as fear, 
delusions and hallucinations are also important, and often 
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not ascertained by hospital physicians unused to examining 
the mental state (Goldberg et al, 2012).  

A biopsychosocial model of care (person-centred dementia 
care) incorporates four dimensions (Brooker, 2007): 

■■ Valuing the person and those who care for them
■■ Individualizing care (including physical and mental 

health, abilities and disabilities, biography and 
personality, preferences, wishes and resources)

■■ Empathic understanding (seeing the person’s point of 
view)

■■ Using relationships to provide comfort, attachment, 
inclusion, occupation and affirming identity.

Dementia-friendly or specialist wards are distinct from other 
acute medical wards in their layout, staffing and functionality 
(Goldberg et al, 2013). They should be aesthetically calming 
with appropriate lighting, cues to time, date and place, 
purposeful activities and flexible schedules, including open 
visiting for relatives and carers. They emphasize knowing 
about biography, as meaningful interaction is easier when 
staff understand a person’s past and personality. Anyone who 
interacts with older people will relate to the idea that at some 
stage in our lives we live more in the past than the present. 

Explicit palliative care for people with dementia is 
under-developed nationally. Ideally, plans for the future 
(advance care planning) should be made early after a 
diagnosis, by those who wish to engage, while they retain 
sufficient cognitive ability and mental capacity, part of the 
rationale for early dementia diagnosis. Many will make a 
will, or appoint a lasting power of attorney, but relatively 
few want to make specific medical plans. People vary in 
their outlook on the future (Hill et al, 2017). Some want 
as much autonomy and control as possible. Others look 
to family both to make decisions and provide care. Others 
do not want to contemplate an uncertain future, rather 
celebrating their ability to cope in the present in the face 
of adversities (Nicholson et al, 2012). Others still are 
pragmatic, worrying more about whether needs are met 
than about what care is provided or where (Pollock, 2015). 
As the end of life approaches, care provision may be very 
similar to that required by any frail older person. Available 
support varies, but is generally under-provided and hard-
pressed, often lacking in key areas such as care at night, 
respite care, carer and bereavement support.

Delirium
Delirium is an acute neuropsychiatric syndrome caused 
by physical illness, injury, drugs or drug withdrawal. It 
is common, generally under-recognized, distressing and 
dangerous. Prognosis is poor (40% are dead by 6 months; 
Siddiqi et al, 2006; Whittamore et al, 2014), and it may have 
a prolonged recovery time (30% unresolved at 1 month, 25% 
at 3 months, 20% at 6 months; Cole et al, 2009). Hypoactive 
delirium has an especially poor prognosis. Delirium may not 
resolve at all, being a mechanism for progression of dementia.

Predicting whether delirium will progress to death directly 
(e.g. individuals stop eating and drinking), indirectly (e.g. 
secondary to pneumonia), or as a result of the underlying 

medical illness, is almost impossible to determine. 
Anecdotally, families and carers report recurrent end-of-
life discussions and unexpected recovery, but each episode 
becomes harder to recover from. Communicating and 
making treatment decisions in the face of this uncertainty, 
while delivering ethically-sound care, requires great skill. 

How geriatric and palliative medicine are alike
Both geriatric and palliative medicine care work in the 
context of diseases which are chronic, progressive or 
incurable, with crises that are the result of intercurrent 
illness or injury, complications or disease progression. 
Both require a problem-based approach, thorough and 
systematic assessment and diagnosis, multidisciplinary 
therapy, and working in the face of uncertainty. Emphasis 
on communication, family engagement, explicit decision 
making and careful clinical pharmacology are shared. The 
person-centred dementia care philosophy, with its emphasis 
on individualisation, respect for preferences and wishes, 
concern for emotional care and use of relationships to 
support identify and provide comfort has particular 
resonance in palliative medicine. There is no fundamental 
conflict or competition between the two specialties. 

A vision for supportive and palliative care  
for frail older people
The medical care of frail older people who may be dying 
is necessarily different from that required by people dying 
with cancer. Death is not unexpected, but in many cases the 
outcome will be uncertain, both in terms of survival and 
restoration of function. The predominant source of distress 
is mental (delusions, hallucinations, anxiety, delirium, 
dementia), rather than pain, although this and other 
symptoms are common too. Psychotropic and analgesic 
medications are all prone to adverse effects on older and 
cognitively-impaired patients, and must be used with 
caution when death may yet be a way off. Suffering and loss 
of function are key problems, and their relief are key goals. 

For many or most patients, at the point of assessment 
and care delivery, it will be uncertain if survival will 
follow or not. Palliative approaches should therefore be 
integrated with all care. Much, but not all, apparently 
‘aggressive’ medical intervention (such as intravenous 
fluids and antibiotics, and some enteral tube feeding) 
reflects uncertainty, and treatment choices and preferences 
determined as part of a consultation or ‘best interests’ 
assessment, as required by mental capacity law.   

Care is ‘eclectic’: a mix of acute, rehabilitation, mental 
health and palliative aspects. In many cases the objective 
of care is resolution of the acute injury or illness, which 
is expected, wanted and hoped for. In other cases, mental 
symptoms are predominant, requiring combinations of 
drug and non-drug approaches, and mental health service 
follow up. Explicit rehabilitation is required where function 
has been lost, or disability is causing problems, although a 
balance must be drawn with futile attempts in those too frail 
or disabled to benefit. Engagement of families and carers, and 
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advance care planning are important, although during or in 
the immediate aftermath of a crisis, or after a new diagnosis 
of dementia, may not be the best time to make plans. 

If there is a single lesson from geriatric medicine, it might 
be to focus on person-centredness, rather than palliation or 
the end of life per se. Person-centredness prioritizes respect 
for individual diversity, and rigorous decision making, on 
the basis of what is the right intervention for that person 
at that time, in the face of uncertainty. That may look 
like conventional palliative care, or it may look like acute 
medicine, but it will consider multiple domains (medical, 
functional, mental health, social, environmental), and be 
flexible enough to compromise in evolving circumstances 
(such as changing information or poor response to treatment). 
Success is rarely judged by the ‘saving of life’, rather the relief 
of distress, maximizing of function and quality of life, and 
respect for identity and preferences.  BJHM
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KEY POINTS
■■ People living with frailty, multimorbidity, dementia and chronic organ failure 

are prone to deterioration and crisis, following which outcome is uncertain: 
they may or may not survive. 

■■ Comprehensive geriatric assessment considers medical, functional, mental, 
social and environmental domains, which helps manage the complexity. 

■■ Person-centred care emphasizes respect for individual diversity, in particular 
in preferences and priorities.

■■ Doctors should aim to choose the right intervention for each individual, at the 
time of making the decision, living with uncertainty, and changing plans as 
events evolve.

■■ Palliative and geriatric medicine can valuably learn from each other.  
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