
Case Study  2 

Admissions in 90 days Lunch & Learn  Page 1 of 4 

End of life care in the North West: George’s experience 

Patient profile: "George" (pseudonym), 91 years old, living at home with his wife, who had an undiagnosed 

memory problem. They received some home care support for light duties. 

Medical Condition: Diagnosed with end-stage renal failure. 

Context prior to the final admission: George had recently been discharged from the kidney unit at a local 

hospital. His condition had clearly deteriorated following discharge. 

He was receiving peritoneal dialysis at home, managed by a community dialysis nurse. However, the dialysis 

machine was not working, and he had missed treatment for over a week while waiting for a replacement. 

He was discharged from the hospital with significant oral health problems, including mouth ulcers, a fungal 

infection (oral thrush), and a swollen tongue. This made it really difficult to talk and very difficult to eat. 

End-of-Life prognosis: George had a DNACPR (Do Not Attempt Cardiopulmonary Resuscitation) form, 

indicating some level of end-of-life discussion had occurred, but not with the family. His inability to speak 

meant that he couldn’t share if this had been the case. However, the family was not informed that he was 

possibly palliative, a critical omission given his diagnosis. 

The event, from the paramedics' arrival at home to George's death in the hospital, transpired over a period 

of approximately two to three hours in 2021. 

Part 1: The paramedic response at home 

George fell in the lounge during the night. His wife, who had memory issues, opened a window, and he was 

left on the floor for many hours. When the family arrived, he was clearly hypothermic. 

Failure in basic care: The two responding paramedics made no attempt to warm George up. It was the 

family who acted, with George's son placing his own bobble hat on his father's head and gathering other 

clothes to cover him. 

Failure in communication and assessment: 

The paramedics spent over an hour at the house before deciding to transfer George to A&E. 

At no point did a paramedic "sit in front of George... or kneel down and try and say to him what do you 

want". There was no direct communication. 

Their primary focus was on obtaining his medical history from the family, not attending to his immediate 

physical needs or personal wishes. 

The paramedics failed to discuss the risks and potential outcomes of hospitalisation with the family. 
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The paramedic's primary advice to the family was "I think you need to increase the care to your Dad," 

adding, "we don't want this to happen again." This was perceived as unhelpful and lacking focus on the 

immediate crisis. The paramedic's demeanour was described as driven by "his agenda, not the family or 

more importantly not George's." 

Part 2: The A&E Experience 

After a blue light ambulance transfer, and upon arrival at A&E, George's condition had rapidly deteriorated. 

The family was "quickly ushered into the family room" where they felt unprepared for the situation. 

Lack of communication and avoidance:  

As a nurse, Julie recognised George was unlikely to recover and felt a "duty to prepare the family for the 

worst-case scenario", a role the clinical staff failed to assume. She described this as an internal conflict 

between her roles as family member or nurse. 

An A&E consultant entered an hour after admission and began listing all the active treatments George was 

receiving (blood oxygen, ECG, antibiotics) and stated the next step was a ward transfer. 

His description of George's condition as "not stable and he is very unwell" was seen as an avoidance. Julie 

said: “he hadn't been clear with us was George now actively dying or recovering". 

Only after Julie intervened, stating the family had discussed George not recovering and his end-of-life 

wishes, did the consultant's demeanour change. He showed a "clear sense of relief" and stated with clarity: 

"yes he may only have days." 

The environment where George died: 

George died an hour later in a middle A&E cubicle, situated between two other patients receiving minor 

treatments. 

He remained connected to "machines beeping and tubes and lines," and the family had to ask for the 

monitors to be removed so he could have some peace. 

The A&E sister overseeing the cubicles offered no empathy or support. Just 20 minutes before George's 

death, she told the family, "we're waiting for him to be transferred to the ward." Julie found it distressing 

that the nurse did not recognise that George was actively dying. 
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Core themes and missed opportunities 

1. Failure of communication 

• There was an absence of palliative language and therefore opportunities to prepare an end-of-life 

care plan.  Not a single professional—from the hospital discharge team to the paramedics to the 

A&E staff—used the words "palliative" or "end of life." 

• The A&E consultant initially used clinical jargon about treatments rather than delivering a clear, 

honest assessment of George's prognosis, only doing so when prompted by a family member. 

• There was a lack of essential information. The family was not advised that hearing is the last sense 

to remain, a crucial piece of information that could have changed the nature of their conversations 

around George as he was dying. 

2. Lack of person-centred care 

• George was ignored as a person and treated as a set of clinical problems rather than a person with a 

family, life and wishes. 

• Paramedics made no attempt to communicate directly with George, despite the family's belief that 

he still had the capacity to make decisions, even if he couldn't verbalise them. 

• The clinical environment, particularly in A&E, was devoid of empathy. Staff were task-focused, failed 

to provide comfort, and did not acknowledge the family's distress or George’s dignity in death. 

3. Critical breakdown in palliative care identification 

• The initial hospital discharge was the first major failure. Despite a diagnosis of end-stage renal 

failure and the creation of a DNACPR form, no broader conversation about end-of-life care was had 

with George or his family. 

• The actions of both the paramedics and the A&E staff demonstrated a default to a "curative" 

approach. They focused on intervention (transfer, antibiotics, monitoring) rather than recognising 

that the situation required a shift to comfort, dignity and preparing for a good death. Julie suggests 

this may be because they "see [death] as a failure". 

4. The lasting impact of basic nursing failures 

• The single most impactful failure for the family was that George could not speak his last words. This 

was a direct result of the severe oral thrush, ulcers and swollen tongue he was discharged from the 

hospital with. Julie states: "We still don't know what his last words were. The frustration of not 

knowing still stays with the family to this day." 

• This failure highlighted a profound lesson, as stated by Julie: "Sometimes the smallest things in 

palliative care like the importance of mouth care for a patient can have the most lasting 
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impact." The assumption that a patient is cared for in a hospital was proven false by the fact that he 

was discharged with a condition that severely compromised his quality of life and final ability to 

communicate. 

Key messages for professional practice 

Honesty & 

Clarity 

Direct and honest communication is paramount, 

even if the delivery is imperfect. Families need 

clarity, not avoidance or clinical jargon, to process a 

crisis. 

"I think people need to be open and 

honest and sometimes you can use 

clumsy words but most families will 

accept clumsiness for honesty." 

Humanity 

& Dignity 

Always treat the patient as a person. Speak to them 

directly, acknowledge their presence, and provide 

care with empathy and respect for their dignity, 

especially when they are dying. 

"No time did that paramedic sit in front of 

George on the floor or kneel down and try 

and say to him what do you want 

George." 

Early 

Planning 

End-of-life care conversations must be initiated 

early, upon diagnosis of a life-limiting illness or at 

key transition points like hospital discharge. A crisis 

in A&E is too late. 

"There was an opportunity missed in 

filling that DNA CPR document out that 

was not shared with the family." 

Attention 

to Basics 

Failures in fundamental care, such as oral hygiene, 

can have devastating and lasting consequences, 

robbing patients and families of final moments of 

connection. 

"I didn't realise as a professional how 

important it was... how important 

communication is at end of life." 

 

 

 


