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Case study
 74 year-old lady admitted with metastatic pancreatic 

cancer causing ascites. Previously drained 3 times. It is 

drained again, and the percutaneous catheter is removed 

after 24 hours.

 Day 3: Sweaty and pale. Pulse 130, b.p. 70/50. NEWS was 5.  

Hospital Emergency Care Team was called. 

 The Team decided that acute deterioration was probably 

due to sepsis, secondary to infected drain site. 

 She was transferred to the ICU. The Sepsis-6 protocol was 

initiated, including i.v. antibiotics, inotropes and the insertion 

of a urinary catheter. 

 She developed acute renal failure and a shared decision 

was made not to treat further. She died 48 hours later. 



Case study

The case illustrates:

 The pre-eminence of the curative medical model                                                                                  
(Sepsis-6 protocol was initiated without considering the context)

 Uncertainty re. goals of treatment                                               
(Was the lady’s deterioration a terminal event or a reversible 

complication?)

 Lack of “context and consequences” consideration

 Lack of treatment escalation plan / crisis 
management plan

 Discontinuity of care

 Moral distress of clinical staff



Treatment Escalation Plans

 Designed:                                                                                                               

a. to MINIMISE HARM due to overtreatment or undertreatment

b. to provide CONTINUITY OF CARE and GOOD 

COMMUNICATION especially out of hours.                                                                                                

c. to provide information about, as well as appropriate 

limitations to interventions which are likely to be FUTILE 

AND/OR BURDENSOME AND CONTRARY TO THE PATIENT’S 

WISHES. Interventions in these categories are UNETHICAL.

 Do not provide for the withdrawal of any treatment.

 Need to be reviewed and modified as the clinical situation 

evolves.



Steps for TEPs

1. Establish the CONTEXT of the patient’s acute illness

- Background lifestyle; performance status; chronic frailty 

score

- Illness trajectory and co-morbidities: is the patient likely to 

be in the last year of life.

(Use Gold Standards Framework;  SPICT tool)

2. Decide if there is a REVERSIBLE element to the 

patient’s condition. 

- Is attempting to achieve reversal the right thing to do?



Steps for TEPs

3. DISCUSS with patient / family

- Establish capacity (remember Section 47 AWI Act)           

and / or make contact with NOK / POA.

- Establish understanding - shared decision-making 

- PROGNOSIS: what does the future hold?

- Perspectives and PREFERENCES

- OPTIONS regarding medical treatments

- Consider CONSEQUENCES of intervention, both 

short- and long-term;  what are best case scenario + 

worst case scenario. 



Steps for TEPs

4. Establish GOALS of TREATMENT:

- Identify interventions that are APPROPRIATE or 

INAPROPRIATE (including CPR)

- AVOID non-beneficial treatments and HARMS

5. Create TREATMENT ESCALATION PLAN and complete 

separate DNACPR

6. Obtain consultant ENDORSEMENT.

7. REVIEW AND RENEW regularly.



CONTEXT



The Surprise Question

Would you be surprised if this patient 

were to die within the next 12 months?

Thomas K. et al., Gold Standards Framework:                                                                                  

Pro-active Identification Guidance. 2016



End-of-life trajectory

Hospital admission:                       
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Rockwood et al., 2005. 



Frailty in relation to emergency surgery

National Emergency 

Laparotomy audit.

49 hospital sites in 

England, Scotland, Wales

N = 937

Mean age 76 years; 

38% were aged > 80years

Clinical 

Frailty 

Score

90-day 

Mortality

%

30-day 

Mortality 

%

30-day

Morbidity %

1 11.1 3.6 30.5

2 9.2 6.8 40.6

3 14.5 10.1 49.1

4 27.8 21.1 57.6

5 27.8 26.2 61.3

6 41.4 27.6 63.2

7,8,9 50.0 16.7 16.7

Parmar K.L., et al., Ann. Surg. 2019



Hewitt et al., Lancet Public Health. 2020; 5(8): e444–e451.

The relationship between CFS and survival in 

patients with COVID-19 (COPE)

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7326416/


REVERSIBILITY?



Case study
 74 year-old lady admitted with metastatic pancreatic 

cancer causing ascites. Previously drained 3 times. It is 

drained again, and percutaneous catheter is removed after 

24 hours.

 Day 3: Sweaty and pale. Pulse 130, b.p. 70/50. EWS was 5.  

Rapid Response Team was called. 

 The Team decided that acute deterioration was probably 

due to sepsis, secondary to infected drain site. 

 She was transferred to the HDU. The Sepsis-6 protocol was 

initiated, including i.v. antibiotics, inotropes and the insertion 

of a urinary catheter. 

 She developed acute renal failure and a shared decision 

was made not to treat further. She died 48 hours later. 



Questions
 What is the CONTEXT of this patient’s illness?

 Which aspects of her condition are REVERSIBLE and is it desirable that 
attempts to reverse certain pathophysiological aspects should be 
made? 

 What should the GOALS OF TREATMENT have been when the patient 
deteriorated? 

 Full escalation to return patient to pre-admission baseline?

 Limited recovery: reverse sepsis, but do not transfer to ICU; do not attempt renal 
dialysis?

 Palliation only. The HECT team should not have been called. The Sepsis should not 
have been actively treated.

 What were the patient’s / family’s wishes and when should they have 
been discussed?

 What harms were possibly / probably caused by the interventions she 
received? 

 When should a TEP have been put in place?



The Rapid Response Team Nurse wrote:

“I knew the patient was dying, but I could not find 

anything in the notes that said that escalation of 

treatment should be limited. I arranged for 

transfer to the HDU. I felt very unhappy about it, 

but the situation was urgent”.  

Rapid Response Team Nurse



CONVERSATION



Prognostic conversations – how? what?

REFLECTION

 “So, John, what are your thoughts about the way things have been going 
lately?”

 “You were in hospital with ….. at Christmas time ( = 6 months ago). How 
has your health been since then?”

ANTICIPATION

 “The way things have been going, we have to accept that there are 
probably going to be more episodes like this.”

 “Are you worrying about what might lie ahead?” 

 “I think we can get you well again this time, but I need to be guided by 
you about what to do if things deteriorate?”

 “Is there any treatment your received previously that you wouldn’t like to 
have again?” 



Having the conversation: consequnces

scenario planning

The best case scenario .…...

The worst case scenario ….…

What would happen if I choose not to ….     
(have an operation, have chemotherapy etc.) 



GOALS OF TREATMENT



Hiding behind uncertainty

 “Things are uncertain, therefore I cannot …”

 “Things are uncertain, therefore I must …” 

 We deal with the present and ignore the future

 Limited treatment aims: to achieve a modified 

recovery from an acute event

 Relief for the clinician: “Let’s give the patient 

the benefit of the doubt”

 Reprieve for the patient: something is being 

done



Goals of treatment …. are based on discussions that 

encompass key elements

Acknowledge context truthfully: 

 Illness trajectory and prognosis are taken into account                   

(what does the future hold?)

Agreed goals are realistic and are preferred 

Take consequences into account:

 Best case scenarios / worst-case scenarios

 Considers “quality versus quantity”. Timely palliative treatments.

 Avoids the risk of unnecessary harms. 

 Consensus about management plan “in good faith” provides 

for confidence and trust.



Goals of treatment

 Complete recovery

… when it is possible that someone's quality of life will be restored to 
normal.

 Modified recovery

… but quality of life is likely to be poorer than it was previously

 Recovery for a limited time: reversing what is reversible

…  for days or weeks or even months. Quality of life likely to be limited 
and health likely to deteriorate later on.

 Relief of symptoms – palliative treatment

… with dignity and peace at the end of life. It is recognised that 
recovery will not be possible despite medical treatment

 Avoiding harm now and in the future

… because medical interventions may do more harm than good 



FAQ 1. What if I don’t have time to have a conversation                                                          
with a patient (or their family) that is unstable or at the                          
end of life?

Whatever the time constraints, be sure to identify patients for 
whom the absence of a TEP puts them at risk of harm from 
treatment overuse or underuse. 

There are communication skills and techniques that make for 
a time-efficient but empathetic conversation about patients’ 
perspectives and preferences. These must shape the GOALS 
OF TREATMENT. 

Apart from being best ethical practice, time spent on such 
conversations often avoids being responsible for a bad death 
or a formal complaint!



FAQ 2. If the patient lacks capacity and a family                                 

member is not present, what should I do?

Having a discussion with a family member / the person holding 

WPOA is strongly recommended. But if that is not possible, 

having a TEP is in the patient’s best interests if they are 

unstable or are at risk of dying. 

The reasons for not having a conversation should be briefly 

documented in the patient’s notes. 

Lack of capacity or absent family is not a contra-indication to 

creating a TEP. The ethical responsibility is to avoid harm. 



FAQ 3. What about DNACPR? 

There should be no DNACPR without a TEP. This is bad practice. 

Cardio-respiratory arrest is uncommon. CPR is rarely a key 
consideration in most acutely ill patients. Major interventions 
apart from CPR (e.g. operation, sepsis protocol, NIV) are much 
more relevant. 

Avoid conversations about DNACPR in isolation. They are a 
bad idea. They spook patients and are often misunderstood. 
Some members of the public think DNACPR is code for “do not 
treat”. 

The use of TEPs has been shown to reduce patient complaints 
about DNACPR.



FAQ 4. Is filling in a TEP that states “for full escalation”                            

not  a bit  superfluous? After all, full escalation is the default 

position anyway.

It is very helpful to on-call / out-of-hours staff to know that full 

escalation is appropriate for a deteriorating patient. 

In response to an increasing NEWS score, having a TEP 

provides a secure basis for emergency treatment. 

The greatest fans of the TEP are rapid response team 

members!



FAQ 5. I thought that the TEP was meant to be used                             

only for patients who are terminally ill. 

No, the scope for using a TEP is wider. This has been made 

clearer through the COVID experience. GOALS OF 

TREATMENT should be determined for every patient. Any 

patient who has the potential to deteriorate, expectedly or 

unexpectedly, should have a TEP. 

The TEP is not an end of life care plan. Terminally ill patients 

may benefit from such a Plan (RELC), and it should be put 

in place to complement the TEP.



FAQ 6. I have heard of instances where members                                      

of staff have been criticised for using the TEP.                                                         

Will I receive support if I use the TEP?

The Health Board Acute Services Diretorate fully supports the 

use of the TEP and endorses it as good medical practice. All 

members of staff should facilitate the use of the TEP and 

provide receive encouragement to do so.



Questions at a time of acute medical crisis

 Is the patient on an end-of life trajectory?

 Is the patient receiving maximum medical therapy with no 

scope for further stabilisation or improvement?

 Is the present acute event reversible even if death is 

inevitable?

 Will intervention(s) prolong life or contribute to a bad 

death?

 Has the overall prognosis been recognised and 

acknowledged and is it informing decision making ?

 What are the patient’s wishes with regard to risks / benefits 

of further treatment (assuming capacity) in the light of the 

outlook?



Common sense
- Appropriate goals of treatment

- Avoid non-beneficial treatments 

and harms

Compassion
- “what if it were my mum or dad?”

Communication
- with patients / family:                                         

truth telling and realistic choices

- between health care team 

members esp. out-of-hours (TEP)



Resources

Training video (on line):

https://vimeo.com/204400091 Password NHS2017

You may also find these helpful:

1.Treatment Escalation Plans (Royal Colleges Glasgow) module.  
https://learning.rcpsg.ac.uk/mod/scorm/player.php?a=621&currentorg=articulate_rise&scoid=1303&sesskey=JRVldpzjK5&display=popup&mode=normal
&newattempt=on

2. Discussing Dying  https://vimeo.com/170436673
3. Effective communication for healthcare: http://www.ec4h.org.uk/
4. Using REDMAP – video talking about care planning, death and dying.                                              
5. "Coping With Crisis" – a booklet for patient and family guidance.                                           
6. "TEP in action" - Podcast with Prof Robin Taylor.                                                                   
7. "Talking Mortality" – Podcast series with Dr Calvin Lightbody

https://vimeo.com/204400091
https://learning.rcpsg.ac.uk/mod/scorm/player.php?a=621&currentorg=articulate_rise&scoid=1303&sesskey=JRVldpzjK5&display=popup&mode=normal&newattempt=on
https://vimeo.com/170436673
http://www.ec4h.org.uk/
https://vimeo.com/rcpsg/review/411336060/a082f4c88d
https://copingwithcrisis.org/
https://stmungos-ed.com/podcast/treatment-escalation-plans
https://www.buzzsprout.com/260548

