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CVD management journey
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healthcheck



Last time



What proportion of people die in the place 
they choose?

ⓘ Start presenting to display the poll results on this slide.



How many crisis admissions does that average 
person have in their last year of life?

ⓘ Start presenting to display the poll results on this slide.



What proportion of deaths in hospital 
could have occurred elsewhere?

ⓘ Start presenting to display the poll results on this slide.



Death and dying in the UK

• About 1% of the population die each year, with an estimated 
17% increase from 2012. 

• About 35% are home deaths (18% home, 17% care home) and 
54% die in hospital. 

• 40% of deaths in hospital could have occurred elsewhere 
(National Audit Office 2008). 

• 60–70% of people do not die where they choose. 

• 75% of deaths are from non-cancer conditions. 

• 85% of deaths occur in people over 65. 

• On average each patient will have three crisis admissions in the 
final year of life.



Ambitions of PEoLC



Reconnect with Jamal

• You’re going to visit Jamal today to 
talk about his being puffy - breathless.

• Jamal is now in his mid 70s.

• His heart failure has progressed, he 
appears to have some cognitive 
decline (no formal diagnosis), hasn’t 
been participating in his usual 
activities and has been losing weight 
recently.



Identifying people to talk to

• General indicators

• Clinical indicators



Conversations around death and dying

Ascertain a patient or family member’s perspective before offering 
your own

Where possible, mirror the language of the patient or family

Create opportunities to discuss the future

Be clear about uncertainty

Display sensitivity





In Practice – Questions and Information

Can you tell me about 
your current illness and 

how you are feeling? 

Could you tell me what 
the most important 

things are to you at the 
moment? 

Who is the most 
significant person/ people 

in your life? 

What fears or worries, if 
any, do you have about 

the future? 

In thinking about the 
future, have you thought 
about where you would 
prefer to be cared for as 
your illness gets worse? 

What would give you the 
most comfort when your 

life draws to a close? 



What have we ascertained for Jamal?

• He knows his heart failure is getting worse.

• He’s a bit forgetful sometimes.

• He’s ‘puffy’ whenever he moves.

• He’s struggling with daily tasks, including making meals and 
taking his tablets.

• He’s scared he’ll die choking on phlegm, unable to catch his 
breath.

• He’d love to have a shower, visit the mosque and get some 
fresh air in the park – he hopes these will make him feel better.

• His daughter is often around to help him but he doesn’t want to 
scare her by letting her know how bad he is.



Breathlessness and Phlegm

Lifestyle medicine

Treating causes

Additional symptom control



What are some of the options you would suggest for Jamal to 
consider as part of the Action step?

ⓘ Start presenting to display the poll results on this slide.



Making Decisions



Advance care planning and medication

• Medicines can bring real comfort to people to treat symptoms of life limiting 

conditions e.g. secondary pain from cancer.

• Equally must consider any harm and distress e.g. excessive tablet burden or 

adverse effects.

• Consider symptom control vs. disease prevention or length vs. quality of life. 

At what point would preventative medicines e.g. for hypertension or lipids, 

be stopped?

• What are the consequences of choosing to do nothing?

• Same rules and processes apply for starting, stopping and administering 

medicines as for other choices e.g. Health and Welfare Power of Attorney, 

Mental Capacity Act, Best Interests, Refusal of Medical Treatments.



Comfort and Wellbeing



Benefits and 
risks?

How easy is it to 
administer?

How easy is it to 
monitor?

What is 
adherence like?

Influences on 
prescribing/ 

deprescribing

Lipid lowering

Anti-platelets for primary 
prevention

Diabetic oral agents and strict 
glycaemic control

Treatment dose PPIs unless 
recent history

Osteoporosis medications 

ACE/ARB inhibitors for diabetic 
nephropathy

Examples covered in STOPPFrail and OncPal:



• Trials show that stopping statin therapy in life 
limiting illness is safe and may be associated 
with benefits including improved quality of 
life.

• No specific studies exist for patients over the 
age of 80 years for secondary prevention. 

• In secondary prevention of cardiovascular 
disease, NNT = 255 people for one year to 
prevent one death from all-cause mortality.

• In primary prevention of cardiovascular 
disease NNT = 595 people for one year to 
prevent one death from all-cause mortality.

• Statins can usually be stopped without the 
need for dose-tapering.



Polypharmacy

• Lisinopril 20mg – one once daily

• Spironolactone 50mg – one once daily

• Aspirin 75mg – one once daily

• Bisoprolol 10mg – one once daily

• Atorvastatin 80mg – one once daily

• Lansoprazole 30mg – one once daily 

• Furosemide 40mg – two in the morning and two 
at lunch



Jamal’s daughter

• POA health and welfare – including 
wishes on preferred place of care, quality 
vs. length of life.

• Advance care plan available:
• Care at home

• Community team support

• Deprescribing/prescribing

• Is she providing care for her Papa? What 
support does she need?



Anticipatory Prescribing



Who’s 
on the 
team?

Hospice at 
home

Hospice

Paramedic

Long term 
conditions 

nurse

General 
practitioner

Community 
pharmacist

Specialist 
team

Urgent and 
emergency 

care

Community 
team

Clinical 
pharmacist

Care co-
ordinator



Making a Plan

Do you know who’s on your team?

How do you narrow it down to 
manageable actions?

How would you communicate 
Jamal’s care plan to his family and 
healthcare teams?





What are your actions to take away after 
today's session?

ⓘ Start presenting to display the poll results on this slide.



Thank you

Special thanks to colleagues for their contributions:

Jenny Wilson, Eden Valley Hospice

Dr Kathryn Mannix

Laura Heaton-Sutton, NENC ICB
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