EDITORIAL

Nursing home patients

This month’s theme is particularly relevant to general practitioners (GPs) who visit residential aged care facilities, but many of the
principles are applicable to aged patients who continue to reside in their own homes with various levels of support. How to best care
for the elderly in a modern society is a question that resonates not only with Australian GPs in varied spheres of practice, but also

with our overseas colleagues. This month we invited Margaret McCartney, a practising Scottish GP and published author, to share her
perspectives on end-of-life care. Here she argues for a central role for general practice in improving the process of dying for our patients.

Margaret McCartney

How to define the work of general practice?
Here in the UK we are paid in fits and starts
for piecemeal work (flu vaccination, cervical
smear and blood pressure targets, smoking
advice). | hate ticking boxes when | should
be doing our core work of listening and
conversing, reaching understandings, and
trying to balance between benefit and harm.
This is general practice: the person
who asks for a new inhaler but is really
concerned about how their chronic disease
is affecting their quality of life; the daughter
whose father not only has a cough but
an erratic memory and he is, she fears,
increasingly unsafe at home; the woman
with terminal cancer who has not yet been
given the space to articulate how distressed
she is at her multiple recent hospital
admissions and wants to know, ‘please,
can't | just stay at home from now on?’
However obvious it is that death is
inevitable, we frequently sacrifice quality for
quantity of life on the altar of medicalisation.
Most patients receiving palliative
chemotherapy do not know it will not cure
them.” Most of the general population
rate cardiopulmonary resuscitation (CPR)
as likely to be successful against the far
starker odds of reality.? \We know that
CPR in people who are expected to die
from metastatic cancer is overwhelmingly
unlikely to be successful.* And 87% of
the time, doctors recognise when people
are in the last hours of life in hospital but
there is a documented discussion about

it less than half of the time.* This matters
because most people want to die at home
or in a hospice.® We cannot fulfill wishes if
we do not acknowledge the possibility that
death is near. We GPs are quite good at
predicting who will die but not very accurate
at predicting when death will occur.®

This uncertainty means we will
sometimes get it wrong. More certain,
though, is the facility for medicine to do
harm at the end of life. Palliative care, as
opposed to typical oncological care for
metastatic non-small-cell lung cancer,
prolongs quality and quantity of life.”
Patients with cancer who had discussions
with their doctor about their future care
had less chemotherapy, less ventilation,
less resuscitation and a higher quality of
life in their last days. Additionally, after the
patients' deaths, families felt more prepared
and had less regret, compared with those
who did not have such conversations with
their doctor.®

How to manage uncertainty when we
work in an environment often intolerant
of it? It will only be possible to better plan
for death by accepting that the diagnosis
of dying might be wrong sometimes. We
need to make room to talk about death —in
the consulting room and out of it. Families,
communities and care homes should be able
to make plans and practical steps such as
appointing legal proxies. For GPs, listening
for the time to raise conversations about the
future is hard, emotional work, especially
when time-pressed and overwhelmed with
other demands. Care of people in the last
days and weeks of their lives is the fulfilling,
vocational stuff that makes the heartland of

our work sing. Only when the highly skilled,
professional relationships inherent to general
practice are allowed to take centre stage
and be cherished for their proper value will
we be able to make the process of dying
better. Talking about death is not about the
application of protocols. It is about taking the
time to listen and hear.
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