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Ethical Considerations in 
Palliative Care

Withdrawing or withholding treatment

Feeding and fluids

Sedation

Resuscitation 
Choice in Place of Care 

Capacity to make decisions  
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Futile Treatment

BMA has said
“Health professionals are not obliged to provide any 

treatment which cannot produce the desired benefit.  
Treatment is usually considered unable to produce 
the desired benefit either because it cannot achieve 
its physiological aim or because the burdens of the 
treatment are considered to outweigh the benefits for 
the particular individual.  (This is sometimes called 
‘futile’ treatment.)”
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Tell dying patients the truth 
to give them back their life

Although death is a difficult subject, patients and their 
families benefit from knowing the truth
Some patients may even live longer than expected because 
they are able to concentrate on new ways of enjoying life 
that benefit their health
By diagnosing death you are giving back life to the patient, 
they are able to make end-of-life decisions

Mel McEvoy Nurse Consultant, 
Nursing Standard March 15th 2006
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Mental Capacity Act

Advance Directives are advance refusals 
of treatment.

Advance Statements are statements of 
wishes

Mental Capacity Bill  (2007)
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Advance Decisions
Advance Directives are advance refusals 
of treatment. 

‘UK doctors are legally compelled to 
abide, unless they can demonstrate good 
medical reason for going against patient 
wishes’

Dr Albert Day – Medical Professional Society
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Advantages of Advanced 
Decisions

Respect the patients human rights
Encourages full discussion about end of 
life decisions
Doctors are more likely to give 
appropriate treatment
Help difficult decision-making
Family/friends do not have to take 
difficult decisions



10

Disadvantages of Advanced 
Decisions

Difficulty in initiating discussion
Anticipating the future and how an 
individual responds to such 
circumstances is complex
Frequently updating any advanced 
decisions
Ensuring the advanced decisions are 
known to care providers
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Advance Care Planning
Preferred Place of Care (PPC)

helping to initiate and develop the 
sensitive conversation around preferred 
place of care and death between patient, 
carer and health care professionals to 
achieve a greater likely-hood of fulfilling 
the patients wishes

www.cancerlancashire.org.uk/ppc
www.eolc.nhs.uk
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Key components

Identification of palliative patients
assessment of both  patient and carers 
needs 

include current and anticipatory 
developing an advanced care plan 
ongoing assessment and review
communication
education
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Birth Plan Death Plan
Preferred Place of Care
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PPC- principles

The individual is asked about their 
wishes and preferences

Wishes and preferences are recorded

Wishes and preferences can be acted on 
in a variety of settings (when you are 
not there)
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The PPC Document

•Guidance notes

•Demographic Data

•Family Profile

•Carers Needs
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Identifying and Recording 
Preferences

The explicit 
recording of 
patients/carers 
wishes can form the 
basis of care 
planning in multi-
disciplinary teams 
and other services, 
minimizing 
inappropriate 
admissions and 
interventions.

In relation to your 
illness what has been 
happening to you?

Have you had any 
particular thoughts 
about your care? What 
would you like or not 
like to happen?

Place of Care -
Choices
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Feedback from organisations 
using PPC

Potentially the most important development in services for 
people with MND
Nurses have increased their levels of confidence in their 
communication with dying patients and relatives
As a result of this project, difficult, complex discussions are 
managed at an earlier stage of the patients’ illness
Collaboration between primary healthcare teams has 
improved
Patients have confirmed their wish to remain involved and 
to be included in any discussion around the planning of 
care at the end of their lives
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Table 6   Choice over, and actual place of death, for 1st 100 PPC patients

where wanted to die
location no. and % Home Hospice Hospital Community Hospital on way home

Home 72 67 3 1 1
Home or Hospice 13 8 2 3
Hospice 9 1 8
Community Hospital 2 2
Hospital 1 1
Home or Community Hospital 1 1
Home or at families or Hospice 1 1
Home or Hospital or Hospice 1 1

total 100 78 13 5 3 1

bold (choice not met for 10%)

where actually died (no. and %)
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Was patient choice met?  If not, why not?

“Admitted to hospital but wanted to come home asap.   Died in ambulance on 
reaching home”

“Husband unable to cope. Patient requested admission to hospice for respite”

“No bed available at Hospice and family unable to cope at home”

“Family situation changed, unable to cope. Discussed with family and patient”

“Admission to hospice.  Sent home, deteriorated, family decision to keep home”

“Admitted to hospital, fell and broke hip. Partial hip replacement,

“Delay in delvery of hospital bed meant wife unable to cope lifting”
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Robert

Robert, aged 19 had osteo-sarcoma, 
Knew he was dying, he wanted to be at home
The Friday night crisis. 
OOH service contacted  
GP contacted Paramedics
Robert’s mum, Julie confronted them and forced them to 
read what Robert had written on the PPC.   
Robert settled after this he was lucid and calm, with no 
complaints other than the dyspnoea .  

Robert died at home, as he wished, with all his family and 
friends in the room, his dog under the bed, and his beloved 
mobile phone still in his hand.


