END OF LIFE CARE 2013
1. End of life care begins when you have done all you can to reverse a patient’s decline and it seems clear they are not going to recover.

2. This is a team decision, agreed with nurses and the consultant.

3. End of life care should be discussed with the patient if appropriate, and family.  The focus should be on comfort rather than cure.  You will know when communication has succeeded.  Document the switch to palliative care clearly in the notes.

4. Patients have a way of proving us wrong.  If your patient improves, explain that end of life care is no longer appropriate, but constant review will be important.  Comfort care will not have harmed your patient, often simplification of the drug regime does positive good.

5. Food and drink should be provided and assistance given unless the patient does not want or is unable to receive it.  Ensure regular mouth care is provided especially when patients are not drinking.  The need for food and fluids diminishes when patients are dying and should never be forced on patients but subcutaneous fluids may allay family concerns that their loved-one will “die of thirst”.

6. Nurse the patient in the most suitable environment possible after discussion with the patient and family.

7. Stop all medication that will not help to keep the patient comfortable.  The BNF has a section on prescribing in palliative care including management of pain and other symptoms and the use of syringe drivers.  We have excellent end of life care teams contactable by bleep but remember that all of us are responsible for providing this care, not just the specialists.

8. Decisions on CPR are separate.  Remember that a DNAR decision does not mean the withdrawal of other care unless that is specifically stated.

9. For further information see the GMC guidance on end of life care: http://www.gmc-uk.org/End_of_life.pdf_32486688.pdf
