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End Of Life (EoL) care vs Palliative Care

End of Life Care -People are ‘approaching the end of 
life’ when they are likely to die within the next 12 
months. This includes people whose death is imminent

Palliative Care - an approach that improves the quality 
of life of patients and their families caring for a loved 
one associated with life threatening illness 

Definition of End of Life Care, General Medical Council 2010
www.gmc-uk.org/static/documents/content/End_of_life.pdf

http://www.gmc-uk.org/static/documents/content/End_of_life.pdf


End of life care may be delivered by disease-specific specialists and their associated teams; 
by generalists such as primary care teams or hospital-based generalists (for example, 
elderly care); or by palliative care specialists in hospices, hospitals and community settings
End of life care for adults
NICE guideline [NG142] Published date: October 2019

Mohamed B et al, Can hospital admissions predict mortality in Parkinson’s? [abstract]. Mov 
Disord. 2016; 31 (suppl 2).

Gold standards framework, UK



Survival in multimorbid patients

Dementia – CASCADE STUDY – 55% died 
within 18 months; median life expectancy -

13 months

Heart failure - 1 year mortality rate 52% 
for NYHA III/IV, 81% hospitalisation

HR2.05 in frail men;

studies show a 2-5 times higher mortality for 
frailer men

Jones NR, Roalfe AK, Adoki I, Richard Hobbs FD, Taylor CJ. Survival of patients with chronic heart failure in the community: a systematic review and meta-analysis protocol. Syst Rev. 
2018;7(1):151.
Peggy M Cawthon;Lynn M Marshall;Yvonne Michael;Thuy-Tien Dam;Kristine E Ensrud;Elizabeth Barrett-Connor;Eric S Orwoll;
Journal of the American Geriatrics Society. , 2007, Vol.55(8), p.1216-1223
Susan L Mitchell;Joan M Teno;Dan K Kiely;Michele L Shaffer;Richard N Jones;Holly G Prigerson;Ladislav Volicer;Jane L Givens;Mary Beth Hamel; The New England journal of medicine. , 2009, 
Vol.361(16), p.1529-1538



What do older people die from?

https://ec.europa.eu/eurostat/statistics-explained/index.php/Causes_of_death_statistics_-_people_over_65



Societal change?

https://www.gov.uk/government/publications/end-of-life-care-profiles-july-2018-data-update/statistical-commentary-end-of-life-care-profiles-july-2018-update



Trajectories



Supporting a good death

• Identifying adults approaching EOL

• Assessing holistic needs

• Supporting carers

• Providing information

• Reviewing current treatment

• Advance care planning

• Sharing and communicating information

• Provide multipractitioner care

Comprehensive Geriatric
Assessment

https://www.nice.org.uk/guidance/ng142/chapter/Recommendations#providing-end-of-life-care-coordination



What do we admire in our palliative care 
colleagues?

Commitment to 
psychological and 

emotional care

Engagement with 
family/carers

Time and 
resources

Continuity of care
Communication 

skills
Working across 

boundaries



What we do very well

Managing acute 
medical problems 
including delirium

Rational 
prescribing

Multidisciplinary 
working

Dealing with 
uncertainty

Volume and scale 
of work

Rehabilitation and 
functional 

assessments

Ethics and shared 
decision making

'There's always 
something more 

we can do'



Cardiff experience



Reflection

Mr P

• 78, gent Parkinson’s for 19 years

• Admitted over a 3 day holiday period with 
aspiration pneumonia

- Initial plan was naso-gastric tube feeding

- 3 failed attempts and left on iv fluids

• Day 5, doctors discussion with family that Mr. 
P is dying and nothing more can be done



Family: What 
about 

feeding?

• Indicates he wants to eat and drink

• Patient difficulty communicating 

• Day 10, Family keen for a peg and referral sent 
but too weak
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Identification &Prognostication

• The 'surprise question'

• Gold standards framework –
proactive identification guidance

• Clinician estimate

• Prognostic scoring systems
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Mr P
Progress

• Established good lines of communication

• Multiple capacity assessments, deemed to have 
capacity to make decision to eat and drink

• Formal 2nd opinion sought, PEG cancelled

• Medications optimised

• Home day 40 with Palliative care support & 
escalation plan
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Advance Care Planning (ACP) can be defined as:
Advance care planning enables individuals who have decisional capacity to define 
goals and preferences for future medical treatment and care, to discuss these goals 
and preferences with family/carers and healthcare professionals, and to record 
these preferences.

European Consensus Definition (2017)

A process of discussions between an individual and their care provider(s)… 
irrespective of discipline… usually in the context of an anticipated deterioration in 
condition, with attendant loss of capacity to make decisions and/or to communicate 
their wishes to others.

(DH 2008)

It is a voluntary process and can be amended over time.



Triggers for ACP

• Triggers for healthcare professionals to initiate Advance Care Planning 
may include:

• At diagnosis, or shift of treatment focus, in a 'terminal illness' e.g. 
metastatic cancer, severe COPD, Grade IV heart failure, MND

• Multiple hospital admissions

• "Would not be surprised if patient died in next 6-12 months"

• At any health care setting

• GP pal care register



https://wales.pallcare
.info/



https://wales.pallcare.
info/



https://wales.pallcare
.info/



https://wales.pallcare
.info/



https://wales.pallcare
.info/
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Changing Hospital Systems

ACP information



Communication

• Issues to be communicated between primary 
&secondary care

• GP Palliative Care Register

• Ongoing review e.g. curative to palliative, 
patient decision not to start dialysis

• Change in expected prognosis group (months, 
weeks or days cf. Traffic lights)

• Likely complications e.g. PEG tube for MND, de-
activation of ICD

https://wales.pallcare.info/index.php?p=pages&pid=229


Communication

https://wales.pallcare.info/



Multiprofessional
care

https://wales.pallcare.info/



Benefits of ACP
Wishes and 
preferences

Choices

Shared decision 
making

Control

Conflict

Support

Quality of life

Patient 
experience

Patient 
Family 
Carer

Clarity

Direction

Collaboration

Patient 
Centred 

Care

Prudent 
Healthcare

Resources

Quality

Satisfaction

Healthcare 
Professionals



http://www.goldstandardsframework.org.uk/



Barriers of ACP

Patient Family Culture Health Care 
Professional

Competence Confidence Personal 
Experience

Taboo



The best outcome…



Cardiff Palliative 
model for 
Parkinson's

Parkinson's 
(patient & carer)

Offer information at 
point 

of advanced PD 
symptoms

Discuss re ACP

Review information 
at 

subsequent appoint
ments

Keep 
communication 

current



Summary

Prognostication tools 
helpful in planning

Timely prompt for ACP EoL care planning 
dependent on health care 
systems working together

Cultural and religious 
considerations

Significant opportunity to 
improve both patients and 

carers quality of life




