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Nutrition and hydration in palliative/end of life
The presentation will explore –
• the physiological and pyschological factors related and to be
consider in the above stages including identifying and
alleviating factors which are/may impair well-being
• importance of individualised care (changes)
• supporting/empowering carers/relatives/staff to take an active
role in ensuring individuals receive optimal nutrition to promote
quality of life. MDT role
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Ambitions for Palliative and End of Life Care: A
national framework for local action 2015-2020.
6 Ambitions for Palliative End of Life Care are –
• Each person is seen as an individual

• Each person gets fair access to care
• Maximising comfort and well being
• Care is co-ordinated
• All staff are prepared to care
• Each community is prepared to help

(http://endoflifecareambitions.org.uk/)
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The care needs to be holistic care .
Duty to safeguard service users
(CQC monitored)
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Malnutrition is significant in palliative care
• 10-20% of deaths in patients with cancer can be attributed to
malnutrition rather than to the malignancy itself
• 40-80% of cancer patients suffer from loss of appetite, with
many of these patients also experiencing cachexia
• 80% of patients with upper gastrointestinal cancer and 60% of
patients with lung cancer have already experienced substantial
weight loss
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STOP – think about the individual and consult • What’s important to them?
• Have priorities changed?
• What do they want from us?
• What don’t they want?

• Need to communication this clearly
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Decision making can be complex
• Need MDT approach

• Medical guidance
• All responsible
• Emotional/practical
consideration
• Support the carers/

relatives
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• Food is more than just nutrients
• Eating is a ‘feel good’ factor

• ‘Not eating’ can be linked to deterioration and death, ‘eating’
can equate to living and hope
• Retain the ability to derive pleasure from food and social
aspects of eating
• Retain some control
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Early phase of palliative care
• In early phase palliative care the individual is diagnosed with a
terminal disease but death is not imminent. They may have
years to live and may be undergoing palliative treatment to
improve quality of life.
• Nutritional Screening/Assessment: Priority and appropriate
early intervention could improve the individuals response to
treatment. Use local guidance/screening tool and including
setting appropriate review
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Early phase of palliative care
If an individual is dentified at high risk of malnutrition – follow
local guidelines and if appropriate refer to Dietitian, with consent
of individual, for treatment.
• Prevent/avoid the consequences of malnutrition such as
impaired immune function, ability to cough leading to risk of
infection, swallow, wound healing, muscle mass/strength (lose
independence quicker – will effect quality of life) and increased
risk of falls, fatigue, breathlessness and nutrient deficiencies
which will effect many process in our bodies.
• All of which can significantly reduce individuals quality of life.
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Physical and psychological changes that can occur that
effect intake of nutrition and hydration– need holistic
assessment
Eyesight
Smell loss
Taste changes
Dry/sore mouth
Breathlessness
Oesophageal
Swallowing
Chewing
Skin
Site of cancer

Cognitive impairment
Mood
Oedema/ascites
Vomiting
Nausea
Bowels
Dexterity
Mobility
Weight loss
Muscle loss
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Nutrition support
• Food fortification & snacks – use family, volunteers
• Relaxing dietary restrictions e.g. in diabetes or other
• Nutritional supplements
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Practical advice
• Food presentation and temperature
• Portion sizes

• Time
• Social
• Relaxed mealtimes
• Environment
• Alcohol
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Artificial Feeding
• Artificial feeding -not normally commenced at EOL, as not in
best interest but will be considered in early stages of palliative
care in particular disease conditions such as MND, Stroke, MS as
a long term support
• Some people may already have feeding tubes and therefore
feeding will continue until cannot be tolerated.
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Need to agree level of treatment - MDT approach
STOP – think about the individual and consult -

•
•
•
•
•

What’s important to them?
Have priorities changed?
What do they want from us?
What don’t they want?
Need to communication this clearly
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Late stages of palliative care
In late phase palliative care the patient’s condition is deteriorating
and they may be experiencing pain, nausea and reduced appetite.
Nutritional Screening/Assessment: The nutritional content of food
may no longer be of prime importance and the patient should be
encouraged to eat and drink what they enjoy. However, still aiming
to prevent unnecessary complications of malnutrition that may
cause decrease in quality of life eg pressure sores/aspiration. Aim
is no longer weight gain or reversal of malnutrition but quality of
life.
Obtain written confirmation of palliative care status from
appropriate medical professional
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Note
• 97% of patients not found being weighed upsetting
(Codling et al. 2017)
• Weighing palliative individuals even at this stage can beneficial
(Ferrell and Coyle, 2010).
• Need to document and MDT agreement for not screening
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Dementia
Advanced Dementia refers to the late stages of
Dementia/palliative care, where a person's loss of physical and
cognitive functioning is widespread.
Again the aim of nutritional intervention is not weight gain or
reversal of malnutrition but quality of life and as for late stages of
palliative care preventing unnecessary malnutrition .
Individual with Advanced Dementia will begin to refuse meals, lose
weight, and become malnourished. The following may help to
maximise oral intake: finger foods, smaller more frequent
meals/snacks, emphasis on choice, visual contrast between food
and crockery/surface, use of food aromas and specialist feeding

equipment.
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Dysphagia
Difficulty swallowing – up to 79 % at the end of the palliative
phase(Bogaardt et al. 2015)
Modified texture
Thickened fluids
Speech & Language
Therapists

‘International
Diet Descriptors
Standardisation
Initiative‘
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Risk feeding
• Risk feeding is the term used when a patient continues to eat
and drink orally despite risks

• Assessment document and care plan need to be in place and
communicated to all staff involved in the care of that individual
• MDT document produced in collaboration with SaLT
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STOP – think about the person as an individual
• What’s important to them?
• Have priorities changed?
• What do they want from us?
• What don’t they want?

• Need to communication this clearly
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Last days of a person’s life
• The body is less active and systems are shutting down

• Eventually eating and drinking will be less frequent
• The individual may no longer wish to eat or drink, effort too
much, no need desire to eat

• Important that nutritional support is not so invasive or
unacceptable to the individual that they impair quality of life
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Eating/drinking at the very end
• In the last few days of life the aim is to provide comfort,
symptom relief and enjoyment of food as/if tolerated/taken.
• Obtain written confirmation of palliative care status from
appropriate medical professional
• Inappropriate to screen and refer at to Dietitian, as this is
unlikely to provide any additional benefit to support outcomes.
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Eating/drinking at the very end
• The dying person has a right to food and drink, if they would like
this. They may decide not to have it, as they may not feel like
eating or drinking, or because they are struggling to swallow. If
the person wishes and would benefit from other ways of
receiving food and fluids, this can be discussed with the GP or
palliative care team. However, these are not usually considered
when a person is in the very final stages of life, if potential
benefits outweigh risk or distress to the individual.
• This is part of the dying process and not painful
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Eating/drinking at the very end
• Mouth may look dry but does not always mean dehydrated.
Options at this stage include – apply lip balm , moisten mouth
with damp sponge (special type available, different flavours,
and need to be used carefully by trained staff)
• If still able to swallow can use teaspoon of fresh water but may
be easier to use a syringe very slowly (2mls at a time and giving
similar amount as with teaspoon.
• Attempting to feed of give fluids to someone who is unable to
swallow may make them distressed and be unsafe
• Increased sleepiness and being more drowsy when awake is
common limiting intake
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Eating/drinking at the very end
• Individualised care plan to be written in advance and reviewed
with discussion with individual and family and address their
care needs, choices and wishes. Gentle explanation of changes
at this stage can help significantly.
Unfortunately some studies have reported that bereaved relatives
found that they had limited communication from HCPs at this
stage of their loved ones lives, causing unnecessary stress
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Carer/relative/staff
• Look after yourself

• Take a break
• Drink enough fluids
• Think fuel
Right carbohydrates
Nourishing proteins

Vitamins and minerals
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Thank you for listening.
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