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Content
f Life Care
1. Define end of life care
2. Is enough end of life care given?
3. How do we do good end of life care
4. How we can be right even when we’re wrong!



Chronic Limb Threatening Ischaemia



Chronic Limb Threatening Ischaemia



Vascular Evidence

Mortalities from Best CLI, BASIL1, 2 worse than MND diagnosis



End of Life Care

End of Life Care ≠ End of Life Care



End of Life Care

End of Life Care = Palliative Care +/- Disease Modifying Care

Palliative Care = Physiological and Psychological symptoms 
and Social and Spiritual needs



End of Life Care

• Advanced, progressive, 
incurable conditions

• General frailty and coexisting
conditions

• Risk of dying from acute 
deterioration of condition
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Palliative Care makes a difference
Standard cancer care

Standard cancer care
+ Palliative care

• Improved symptoms
• Fewer hospitalisations
• Less aggressive care
• More deaths at home
• Improved quality of life

• Improved survival 



Research to date



Case 1

79M Right black necrotic toes with surrounding infection, 
non viable foot. 

PMH Diabetes, CLTI, IHD, Frailty

2-month hospital stay following fall and long lie; 
fluctuating capacity. Currently, not oriented to place or 
time and minimal communication due to ongoing 
confusion. Was independent before fall.



The Question

Which conversation is quicker to have?
Which one of these is better for the patient and family to 
hear?

1) “We’ll try some antibiotics.”
2) “It is likely he will die in weeks to months”



Our Culture in Vascular Surgery

● We optimise our day: quick reviews, pre-planned 
decisions, minimal patient contact.

● Maximise theatre time doing challenging operations.
● It’s understandable – we were self-selected by the 

hard process of becoming consultants.
● But frank conversations get delayed and passed to the 

next person.



Why It Matters

● Patients deserve certainty, closure and a meaningful, 
dignified, comfortable death.

● Families remember how you made them feel.
● Doing this well is a different kind of courage.
● It actually saves time later – fewer repeated unclear 

conversations.





Case 2

“Surgeons in 2025, and the best you can come up with is 
chopping someone’s leg off?”
— Patient

76F Dry necrosis left forefoot, Severe arthritis, fixed flexion 
deformity of left lower leg, bed bound at home for 6 
months, long time smoker



What We Can Actually Do

Physical – pain relief, wound care, pressure areas, symptom 
control (breathlessness, agitation). Activated charcoal dressings

Psychological – listening, reassurance, explaining the 
process of dying, reducing fear, antidepressants.

Social – liaise with family, plan discharge home or hospice, 
involve social work: Practical / Benefits – fast-track forms, 
equipment for home, carer support.

Spiritual – chaplaincy/faith leader if wanted, even if you’re 
not religious.



End of Life Care



End of Life Care



Case 3

79M AKA - Day 8, fluctuating responsiveness, but mainly 
minimally responsive, obs ok and inflammatory markers 
marginally raised, now under medics being treat for SUO, 
stump healing well



Recognising Dying

Slow down; show some emotion; recognise when 
someone is actively dying.
Acknowledge it and speak to the patient and relatives –
don’t rush to the next case.
Deliver the right amount of hope, calibrated to where the 
family is.



How to be right even when you’re wrong

80-year-old, frailty, LV dysfunction, CKD
Fem-pop bypass → MI and death
Was it wrong to operate?



Review of Evidence; Guidelines; Training 
Curricula and Structured Care Objective Consultation

• Lack of high-level 
evidence

• Practice did not adhere to 
the multiple guidelines
which exist

• Minimal mention of 
palliative care in UK and 
European vascular 
training curriculum



Structured Care Objective Consultation



Key Take-Home Messages



Thank you
Any questions?
h.davies1@leeds.ac.uk
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