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What will we cover?

• A brief explanation of palliative care

• Supporting people to live well

• Conversations about dying

• A few cultural considerations

• Putting people at the center of their care



Registered nurses who have specialist 

knowledge of dementia care

Provide support to family carers and people 

living with dementia throughout the 

trajectory of dementia, particularly during 

complex periods of transition

Provide education, leadership, 

development and support to other 

colleagues and service providers 

Introductions

Admiral Nurses



What is Palliative Care?



“An approach that improves the quality of life of patients 

(adults and children) and their families who are facing 

problems associated with life-limiting illness, usually 

progressive. It prevents and relieves suffering through the 

early identification, correct assessment and treatment of pain 

and other problems whether physical, psychosocial or spiritual”
World Health Organisation





• Life-limiting illness is a term used to describe an incurable condition that will 

shorten a person’s life, though they may continue to live active lives for many 

years.

• Terminal illness sometimes used interchangably with life-limiting illness or used 

to describe a life-limiting illness that is thought to have progressed to the final or 

terminal stage, likely the last 12 months.

• End of life care is support for people who are approaching death, usually those 

considered to be within the last 12 months of life, it is part of palliative care.

Quick definitions



“[palliative care nurse] has been the strength and support that we have needed 
since diagnosis and living each day with cancer. She is always on the end of the 
phone and no question seems silly to her and she helps us to face the future and 
realise that all the feelings we have are normal.”

“They are caring and understanding without being too overbearing. Everyone is 
treated and respected as an individual and yet you are made to feel like one of a 
large family.”

“I was glad of the support at [hospice] and they worked as a team to improve my 
confidence and lighten my anxiety. With their help, I recovered my mental, physical 
and emotional health.”

What does it mean to people?

Sampson C, Finlay I, Byrne A, et al The practice of palliative care from the perspective of patients 

and carers. BMJ Supportive & Palliative Care 2014;4:291-298



Living Well



‘No excuse now for putting off doing 

things like going on ‘big’ holidays or 

sorting the house out. The clarity of not 

putting things off can be liberating!’

‘Make the best memories, take the 

photos, laugh and take it day by 

day’

‘Live in the moment, find joy when 

you can and accept that it’s a 

rollercoaster’



• Management of symptoms

• Support for mental health and physical wellbeing

• Doing things we enjoy

• Practical support

• Information and advice / future planning

• Aids and adaptations

• Support for carers

• Peer support

What do we need to live well?





• Gold Standards Framework

• Preferred place of dying

• Anticipatory medications / medication reconciliation

• Access to out of hours support

• Pre and post bereavement support for families

Moving to end of life care



Conversations about 

dying



Let’s not talk about dying

Passed away

Kicked the bucket

Lost them
Slipped away

Moved on

Pushing up daises

Fell off the twig

Cashed in their chips

Left us

Popped their clogs

Gone to a better place



•Diversity of beliefs and values

•Recognising impact of culture on treatment decisions

•Communicating with patients and families about end-of-life care choices

•Working with interpreters to facilitate communication

•Addressing spiritual needs at the end of life

•Considering legal/financial considerations for different cultures

Cultural considerations

Brief thoughts to consider



Having conversations - REDMAP



Having conversations 



Having conversations 



• how you like spending your time

• important information about your identity

• your values, religious or spiritual beliefs

• important people in your life

• your lifestyle and habits

• your food preferences and allergies

• where you want to live and be cared for at the end of life

• information about your health

Advance / Anticipatory care planning:

Things to include:



An Advance Care Plan / or Advance Statement describes a person's wishes but it is 

not legally binding. It can be used to support families, professionals and anyone 

with power of attorney to ensure the person gets the care they prefer.

An Advance Decision, sometimes known as a ‘living will’ is a legally binding choice 

to refuse certain treatments. It must be made while a person has capacity and to 

refuse life sustaining treatment it needs to be witnessed. 

Some things, such as basic nursing care or food and drink cannot be refused. It is a 

good idea to put advance decisions in writing, however this isn’t technically needed.

Advance decisions v Advance statements





ReSPECT stands for the recommended summary plan for emergency care and 

treatment. The purpose is for individuals, families and professionals to discuss and 

record preferences, wishes and clinical recommendations that can be reviewed and 

updated if needed. 

The ReSPECT process can be for anyone but will be increasingly relevant to those 

who are at risk of sudden deterioration in their health, have complex medical needs 

or are nearing the end of their life.

It includes discussion of CPR and preferences for if treatments should focus on 

quality or quantity of life. Specific wishes, such as admission to hospital can be 

included. If people do not have capacity their power of attorney, families and 

medical team can complete this. 

ReSPECT Plans



Recap and conclusion





Questions or comments?
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