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Guidelines for use

1) The ICP is for use in the last 48-72 hours of life. This is a guideline only and patients may be on the ICP for longer or shorter periods of time

2) The decision to start the ICP is made by both the medical and nursing team when the patient meets two of the four criteria outlined on page 3 AND when the medical and nursing team agree that the patient is dying
3) Once the ICP is initiated this document becomes a legal record which reflects both the nursing and medical care that the patient receives in their last few days of life. The ICP remains in the patient notes after death and should therefore replace all other documentation i.e. medical notes and nursing care plans. Alert stickers are available from your facilitator (contact details on page 3) to place inside medical notes to inform all clinicians that the patient is on the ICP and documentation should therefore now be entered into the multidisciplinary notes within the ICP on pages 11-12; additional copies of these are available on each unit for insertion if required.

4) All goals are in heavy typeface.  Interventions, which act as prompts to support the goals, are in normal type. 

5) The Palliative Care Prescribing Guides are pages 16-21, for reference as necessary. 

6) Initial Assessment should be completed as the patient is entered onto the pathway.  The nurse & doctor complete and sign pages 3 & 5. Either health professional to complete & sign page 6. The bold sections on pages 3 & 5 clearly identify where the doctor must sign.

7) Ongoing Assessments, pages 7& 8 (repeated on pages 9&10) should be completed at 4 hourly intervals; additional sheets are available on each unit and can be inserted as required. 

8) When completing ongoing assessments only an “A” for achieved of a “V” for variance should be entered into the box. Example below;
	SECTION 2
	Patient Problem/Focus


	Date

08:00
	Date

12:00
	Date

16:00
	Date

20.00
	Date

24:00
	Date

04:00

	Ongoing Assessment at each visit

	Pain

  Goal:  Patient is pain free

· Verbalised by patient if conscious.

· Appears peaceful/Pain free on movement.

· Reposition only for comfort
	A
	A
	V
	
	
	


9) A variance does not represent failure but occurs if the pathway is not followed as expected. For any goal where the answer is placed in the ‘NO’ box, this is classed as a variance. The reason for any variance should be recorded on the variance sheets on pages 13 & 14. For example if it is considered more appropriate to continue oral medication and the ‘NO’ box is ticked, then this action should be explained as a variance.  Additional sheets can be added, if required.

10) Where a “V” for variance has been charted within the ongoing assessments, further explanation of the variance should be given on the variance pages (pages13 & 14). Example below;

	What Variance occurred & why?
	Action Taken
	Outcome

	
Signature ………B Smith………………………

Date/Time ……10/3/09     16.05pm………………
	
Signature ………B Smith………………………

Date/Time      10/3/09     16.10pm
	
Signature ………B Smith………………………

Date/Time     10/3/09     16.30pm


11) The verification of death section on page 15 should be completed after death and before the medical/ nursing notes leave the unit.

	Please ensure that the patients name, date of birth, and their hospital number are inserted at the top of each page




12) For patients who die within East Cheshire NHS Trust a photocopy of the pathway should be made and this should be sent to the Macmillan secretary on the 2nd Floor, Henbury House, Macclesfield District General Hospital.  Photocopies will be used to inform the national audit.  The original ICP should remain in the patients medical notes.

References: 1. Working Party on Clinical Guidelines in Palliative Care (1997) Changing Gear – Guidelines for Managing the Last Days of Life in Adults. National Council for Hospice & Specialist Palliative Care Services, London (revised 1995). 2. Ellershaw JE, Wilkinson S (2003) Care of the Dying: A pathway to excellence. Oxford: Oxford University Press.

Contributors: 

· Dr Trevor Rimmer, Macmillan Consultant in Palliative Medicine, Macclesfield DGH
· Dr C G Smith, Medical Director, St Lukes (Cheshire) Hospice, Winsford,

· ECNHST End of Life Steering Group- ICP work stream 

Adapted from: Merseyside & Cheshire Palliative Care Network Audit Groups ‘Standards & Guidelines’, 3rd edition 2006
                             Local contact numbers below for further support/information:



	Initiators of ICP
	Name/s………………………………

            ………………………………
	Role/s ……………………….

          ………………………..

	· Decision to Allow Natural Death / Do Not Attempt Resuscitation (DNAR) order made. Please record below to support communication (NB: for ECNHST the DNAR order (Red Form) must still be completed):

…….………………………………………………………………………………………………………………………….

…….………………………………………………………………………………………………………………………….

Dr’s Name (PRINT) 

……………………………………Signature….……………………Position………………………Date…………………




ALL PERSONNEL COMPLETING THE ICP PLEASE SIGN BELOW

	Name (Print)
	Full Signature
	Initials
	Professional Title
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	SECTION 1           
	Initial Patient Assessment

	Diagnosis & Demographics


	Diagnosis: ………………………………………………Date of admission……………………………

Ethnicity/Cultural Background (as stated by patient/family)   …………………………………….……

Female (        Male (                

                          

	Physical 

condition
	Unable to swallow    

Yes ( No (               
Aware                                            
Yes ( No (     

Nausea                       

Yes ( No (               
Conscious                                        
Yes ( No (     

Vomiting                  

Yes ( No (                
UTI Problems                                  
Yes ( No (     

Constipated                  
Yes ( No (              
Catheterised                                      
Yes ( No (     

Confused                     
Yes ( No (               
Respiratory Tract Secretions            
Yes ( No (     

Agitation                       
Yes ( No (               
Dyspnoea                                         
Yes ( No (     

Restless                        
Yes ( No (               
Pain                                                 
Yes ( No (     

Distressed                    
Yes ( No (              
Other (e.g. oedema, itch)                  
Yes ( No ( 

                                                                                                Please State…………………………………………………….

	Comfort 

measures

	Goal 1:  Current medication assessed & non essentials discontinued           
Yes ( No (     

· Appropriate oral drugs converted to subcutaneous route 

· Syringe driver commenced (if appropriate).

· Inappropriate medication discontinued.

	
	Goal 2:   PRN subcutaneous medication written up for symptoms below as per protocol     

                (see pages 16-21 for guidance)

 Pain                                                   
Analgesia                                         
Yes ( No ( 

Agitation                                                         
Sedative                                            
Yes ( No (
Respiratory Tract Secretions                          
Anticholinergic                                 
Yes ( No ( 

Nausea & Vomiting                                     
Anti – emetic                                    
Yes ( No (
Dyspnoea                                                      
Opioid, Anxiolytic, Muscle relaxant 
Yes ( No ( 

	
	  Goal 3:  Discontinue inappropriate interventions

·      Blood Tests                                                                                              
Yes ( No (  N/A (
·      Antibiotics                                                                                                
Yes ( No (  N/A (
·      Other (e.g. intravenous or Sub-cutaneous Fluids)                        
Yes ( No (  N/A (
Decision to Allow Natural Death or Do Not Attempt Resuscitation documented (in accordance with unit policy. NB: for ECNHST the red DNAR proforma must still be completed)      Yes ( No (                                                 

       Or state here: ……………………………………………………………………

Cardiac defibrillators (ICD’s) deactivated                                                         Yes ( No ( N/A(
· Contact the patient’s cardiologist 

· Out of Hours contact: Wythenshawe and ask for the on-call technician for ICD’s

         

	
	If ‘NO’ charted against any goal so far, please complete variance sheet before signing below

	
	
Dr’s Name: (print)………………………………………………………………………

Signature: …………………..…………………………..…..             Date: ………………………

	
	Goal 3a: Decisions to discontinue inappropriate nursing interventions taken    Yes ( No (  N/A (
·   E.g Routine turning - reposition for comfort only                                             
·   E.g. Taking vital signs, rectal exam (unless pt distressed by constipation).

	
	Goal 3b:  Syringe driver set up within 4 hours of identified need, if required           Yes ( No (  N/A (

	
	If ‘NO’ charted against any goal so far, please complete variance sheet before signing below

	
	Nurses Name: (print) …………………………………………………      
Signature: …………………..…………………………..…..             Date: ………………………


	SECTION 1           
	Initial Assessment Continued

	Psychological/  

Insight
	Goal 4:   Ability to communicate in English assessed as adequate


           a)   Patient                                                                                        
Yes ( No ( Comatose (
           b)   Family / other                                                                               
Yes ( No (  

	
	Goal 5:     Insight into condition assessed

                 Recognition of dying, and process discussed with :    

            a)   Patient                                                                                       
Yes ( No ( Comatose (
            b)  Family/Other                                                                                        Yes ( No (  

	Religious/Spiritual  Support
	Goal 6:    Religious / spiritual needs assessed

       a)      with  Patient                                                                             
 Yes ( No (  Comatose (
b)      with Family / other                                                                  
 Yes ( No ( 

Patient/other may be anxious for self/ others

Consider specific cultural needs

Consider support of chaplaincy team

Religious tradition identified, if yes specify:………………………………. Yes ( No (  N/A (
        Support of Chaplain / Religious adviser offered.                          
                 Yes ( No (   

        In-house support Tel/bleep no:…………………. Name:…………………….. Date/time:……………..

        External support Tel bleep no:…………………. Name:…………………….. Date/time:……………

        c) Has the patient or family indicated organ donation                                     Yes ( No ( 

· Refer to local practice/guidance re organ donation where indicated

Comments (special requirements now, at time of death, & after death identified)

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	Communication With Family/Other
	Goal 7: Identify how family/others are to be informed of patient’s impending/actual death 

                                                                                                                      
 Yes ( No (  

               At any time   (   Not at night-time  (  N/A (
                 Primary contact name ………………………………………… Tel no: …………………………

                 Relationship to patient…………………………….…………….…………….….………………...

                 Secondary contact ………………………………..…………… Tel no:……………………..……

                 Relationship to patient ……………………………………………………………………………..

	
	Goal 8:   Family/other given hospital information on:                                     Yes ( No (      

Car Parking, accommodation, dining facilities, telephones, washroom/toilet facilities: other relevant information  

                 

	Communication With Primary Health Care Team
	Goal 9:     Relevant community teams informed/updated

· G.P. Practice is aware of patient’s condition                         Yes ( No (                          

	Summary
	Goal 10:   Plan of care discussed & agreed with: 

 
a) Patient                                                                        
Yes ( No (  Comatose (


  b) Family/other                                                       
Yes ( No (        

	
	Goal 11: Family / relevant other express understanding of planned care     Yes ( No (                
· Plans/involvement in physical care.

· Their concerns are identified & documented.

· Allowing Natural Death/Do Not Attempt Resuscitation issues discussed. 

	If ‘NO’ charted against any goal so far, please complete variance sheet before signing below

	Professional signature: …………………………………….. Role: ……………………………..  Date: ………………




	Codes (please enter in columns)         A= Achieved     V= Variance

	SECTION 2
	Patient Problem/Focus


	Date

08:00


	Date

12:00
	Date

16:00
	Date

20.00
	Date

24:00
	Date

04:00

	Ongoing Assessment 4hrly 

	Pain

  Goal:  Patient is pain free

· Verbalised by patient if conscious.

· Appears peaceful/Pain free on movement.

· Reposition only for comfort
	
	
	
	
	
	

	Agitation

  Goal:  Patient is not agitated

· Patient does not display signs of delirium, terminal anguish, restlessness (thrashing, plucking, twitching).

· Exclude retention of urine or uncontrolled pain as cause.

· Consider need for positional change

· If smoker, consider need for nicotine replacement patch 
	
	
	
	
	
	

	Respiratory tract secretions (moist noisy breathing)

Goal:  Excessive secretions are not a problem for patient

· Consider need for positional change.

· Symptoms & process communicated with family/other.

· If appropriate, medication to be given for comfort 

       (NB will not alleviate existing secretions).
	
	
	
	
	
	

	Nausea &/or Vomiting

Goal:  Patient is not nauseous or vomiting

· Patient indicates distress of nausea &/or vomiting 
	
	
	
	
	
	

	Dyspnoea

Goal: Breathlessness is not disturbing the patient

· Patient indicates distress of breathlessness 
· Consider need for positional change.
	
	
	
	
	
	

	Other symptoms (e.g. oedema, itch)

……..………………………………………………………..

Goal: .............................................................................
	
	
	
	
	
	

	Treatment/Procedures

	Mouth Care

Goal:  Mouth is moist & clean.

· Mouth care assessment performed

· Frequency of mouth care depends on individual need.

· Family/other involved in mouth care where appropriate.
	
	
	
	
	
	

	Micturition Difficulties

Goal:  Patient is comfortable

· Consider urinary catheter if in retention.

· Consider pads or urinary catheter if general weakness 
creates incontinence.
	
	
	
	
	
	

	Medication (If not required please record as N/A)

	Goal:  All medication is given safely & accurately. 

· If syringe driver in progress check 4 hrly.

· Administer medication in accordance with prescription & local syringe driver policy. 

· If medication is not required please record as N/A
	
	
	
	
	
	

	If ‘V’ charted against any goal so far, please complete variance sheet before signing below

	Health Professional signature 4hrly

Repeat every 24 hours. Spare copies on each unit.
	
	
	
	
	
	

	Codes (please enter in columns)         A= Achieved     V= Variance

	SECTION 2
	Patient Problem/Focus


	Date

08:00


	Date

12:00
	Date

16:00
	Date

20.00
	Date

24:00
	Date

04:00

	Ongoing Assessment 4hrly

	Mobility & Pressure Area Care

Goal:  Patient is  comfortable & in a safe environment

· Patient repositioned for comfort only.

· Pressure relieving aid for comfort.

· Appropriate clinical assessment for skin integrity. 

· Personal hygiene standards met as appropriate.


	
	
	
	
	
	

	Bowel Care

Goal:  Patient is not agitated or distressed due to constipation or diarrhoea.


	
	
	
	
	
	

	Psychological / Insight Support 

Goal:  Patient aware of the situation as appropriate

· Patient is informed of procedures.

· Touch, verbal communication is continued.
· If able, patient is given opportunity to express concerns.

	
	
	
	
	
	

	Psychological / Insight Support 

Goal:  Family/Relevant Others are prepared for the patient’s imminent death.

· They recognise the patient is dying & understand measures taken to maintain comfort. 

· Support opportunity to express spiritual, social, financial concerns/needs.

· They have opportunity to express their own fears & concerns. 
· Discuss/provide supportive written literature (i.e. ICP leaflet for carers, Macmillan leaflets etc.). 

	
	
	
	
	
	

	Religious/Spiritual Support 

Goal:  Appropriate religious/spiritual support given

· Patient/other may be anxious for self/others.

· Support of Chaplain / Religious adviser may be helpful.

· Consider cultural needs.


	
	
	
	
	
	

	Care of the Family/Others 

Goal:  Needs of those attending patient accommodated

· Consider health & social support needs – consider appropriate referrals & carer, bereavement & social support mechanisms where appropriate.

Additional Care Plans eg Wound Care, PEG, 

Goal:

· 
	
	
	
	
	
[image: image2]
	

	If ‘V’ charted against any goal so far, please complete variance sheet before signing below



	Health Professional signature 4 hrly

Repeat every 24 hours. Spare copies on each unit.
	
	
	
	
	
	


	Codes (please enter in columns)         A= Achieved     V= Variance

	SECTION 2
	Patient Problem/Focus


	Date

08:00


	Date

12:00
	Date

16:00
	Date

20.00
	Date

24:00
	Date

04:00

	Ongoing Assessment 4hrly

	Pain

  Goal:  Patient is pain free

· Verbalised by patient if conscious.

· Appears peaceful/Pain free on movement.

· Reposition only for comfort
	
	
	
	
	
	

	Agitation

  Goal:  Patient is not agitated

· Patient does not display signs of delirium, terminal anguish, restlessness (thrashing, plucking, twitching).

· Exclude retention of urine or uncontrolled pain as cause.

· Consider need for positional change
	
	
	
	
	
	

	Respiratory tract secretions (moist noisy breathing)

Goal:  Excessive secretions are not a problem for patient

· Consider need for positional change.

· Symptoms & process communicated with family/other.

· If appropriate, medication to be given for comfort 

       (NB will not alleviate existing secretions).
	
	
	
	
	
	

	Nausea &/or Vomiting

Goal:  Patient is not nauseous or vomiting

· Patient indicates distress of nausea &/or vomiting 
	
	
	
	
	
	

	Dyspnoea

Goal: Breathlessness is not disturbing the patient

· Patient indicates distress of breathlessness 
· Consider need for positional change.
	
	
	
	
	
	

	Other symptoms (e.g. oedema, itch)

……..………………………………………………………..

Goal: .............................................................................
	
	
	
	
	
	

	Treatment/Procedures

	Mouth Care

Goal:  Mouth is moist & clean.

· Mouth care assessment each visit.

· Frequency of mouth care depends on individual need.

· Family/other involved in mouth care where appropriate.
	
	
	
	
	
	

	Micturition Difficulties

Goal:  Patient is comfortable

· Consider urinary catheter if in retention.

· Consider pads or urinary catheter if general weakness 
creates incontinence.
	
	
	
	
	
	

	Medication (If not required please record as N/A)

	Goal:  All medication is given safely & accurately. 

· If syringe driver in progress check 4 hrly.

· Administer medication in accordance with prescription & local syringe driver policy. 

· If medication is not required record as N/A
	
	
	
	
	
	

	If ‘V’ charted against any goal so far, please complete variance sheet before signing below

	Health Professional signature 4 hrly

Repeat every 24hrs .Spare copies on each unit.
	
	
	
	
	
	

	Codes (please enter in columns)         A= Achieved     V= Variance

	SECTION 2
	Patient Problem/Focus


	Date

08:00


	Date

12:00
	Date

16:00
	Date

20.00
	Date

24:00
	Date

04:00

	Ongoing Assessment 4hrly

	Mobility & Pressure Area Care

Goal:  Patient is  comfortable & in a safe environment

· Patient repositioned for comfort only.

· Pressure relieving aid for comfort.

· Appropriate clinical assessment for skin integrity. 

· Personal hygiene standards met as appropriate.


	
	
	
	
	
	

	Bowel Care

Goal:  Patient is not agitated or distressed due to constipation or diarrhoea.


	
	
	
	
	
	

	Psychological / Insight Support 

Goal:  Patient aware of the situation as appropriate

· Patient is informed of procedures.

· Touch, verbal communication is continued.
· If able, patient is given opportunity to express concerns.

	
	
	
	
	
	

	Psychological / Insight Support 

Goal:  Family/Relevant Others are prepared for the patient’s imminent death.

· They recognise the patient is dying & understand measures taken to maintain comfort. 

· Support opportunity to express spiritual, social, financial concerns/needs.

· They have opportunity to express their own fears & concerns. 
· Discuss/provide supportive written literature (i.e. ICP leaflet for carers, Macmillan leaflets etc.). 

	
	
	
	
	
	

	Religious/Spiritual Support 

Goal:  Appropriate religious/spiritual support given

· Patient/other may be anxious for self/others.

· Support of Chaplain / Religious adviser may be helpful.

· Consider cultural needs.


	
	
	
	
	
	

	Care of the Family/Others 

Goal:  Needs of those attending patient accommodated

· Consider health &social support needs – consider appropriate referrals & carer, bereavement & social support mechanisms where appropriate.
	
	
	
	
	
	

	Additional Care Plans e.g. Wound Care, PEG.

Goal:

· 
	
	
	
	
	
	

	If ‘V’ charted against any goal so far, please complete variance sheet before signing below



	Health Professional signature 4 hrly

Repeat every 24hrs .Spare copies on each unit
	
	
	
	
	
	


	                                              MULTIDISCIPLINARY PROGRESS NOTES

	Date/Time
	                                              Notes                                                                                
	         Initials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	                                                     MULTIDISCIPLINARY PROGRESS NOTES

	Date/Time
	                                                 Notes
	      Initials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


 VARIANCE ANALYSIS

	What Variance occurred & why?
	Action Taken
	Outcome

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..


VARIANCE ANALYSIS

	What Variance occurred & why?
	Action Taken
	Outcome

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..

	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..
	Signature ………………………………

Date/Time ……………………………..


Verification of Death

Patient Name………………………  Date of Birth …………………. Unit no………………

                   Established diagnosis;     □ Heart Failure          □ COPD           □ Dementia         □ Cancer

□ Other (please state)………………………………………………………………………………………………………..

Time of death………………………………..………Date of Death ………............................
Printed name of verifier………………………………………… Signature …………………

Time of verification………………….. Role of verifier………………….. Bleep……………

Persons present at the time of death…………………………………………………………...

Family/ significant others;   □ Present      □ Contacted       □Unable to contact      □ No family

[image: image3.wmf]
 OPIOID DOSE CONVERSION CHART – for End of Life use

Dose conversions are approximate only and given as examples. 

NB – morphine and diamorphine accumulate in renal failure, which affects conversions. Seek advice if this is likely to be a clinical problem.

When changing from one opioid to another because of suspected tolerance (rapidly increasing dose requirements to achieve pain relief) be aware that the patient may be sensitive to the new opioid  - start at half the equivalent dose; advise on the use of  breakthrough medication and review within 12 hours.

	
	Morphine
	Oxycodone
	Diamorphine(
	
	Morphine 
	Fentanyl (Durogesic) †

	Route
	Oral
	Subcutaneous
	Oral
	Subcutaneous
	Subcutaneous
	
	(oral)
	Skin patch

	Frequency
	24h total
	over 24h
	24h total
	over 24h
	over 24h
	
	24h total
	3 days

	Dose
	30mg
	15
	15mg
	10mg
	10mg
	
	30-60mg
	12 microgm/h

	
	60mg
	30
	30mg
	20mg
	20mg
	
	60-90mg
	25 microgm/h

	
	90mg
	45
	45mg
	30mg
	30mg
	
	90-135mg
	37 microgm/h

	
	120mg
	60
	60mg
	40mg
	40mg
	
	135-190mg
	50 microgm/h

	
	150mg
	75
	75mg
	50mg
	50mg
	
	190-225mg
	62 microgm/h

	
	180mg
	90
	90mg
	60mg
	60mg
	
	225-315mg
	75 microgm/h

	
	240mg
	120
	120mg
	80mg
	80mg
	
	315-405mg
	100 microgm/h

	
	360mg
	180
	180mg
	120mg
	120mg
	
	405-495mg
	125 microgm/h

	
	480mg
	240
	240mg
	160mg
	160mg
	
	495-585mg
	150microgm/h

	
	600mg
	300
	300mg
	200mg
	200mg
	
	585-675mg
	175 microgm/h

	
	780mg
	400
	390mg
	260mg
	260mg
	
	675-765mg
	200microgm/h

	
	960mg
	500
	480mg
	330mg
	330mg
	
	765-855mg
	225 microgm/h

	
	1200mg
	600
	600mg 
	400mg
	400mg
	
	855-945mg
	250microgm/h

	( Breakthrough (prn) dose is c1/6 x 24h dose

If still in pain – increase 24h & prn dose by c50% (more if indicated by prn requirements)

Some conversion factors:
Oral morphine to SC morphine – divide by 2

Oral morphine to SC diamorphine or SC oxycodone  – divide by 3

Oral oxycodone to SC oxycodone – divide by 1.5 (or multiply by 2/3)


	
	945-1035mg
	275 microgm/h

	
	
	1035-1125mg
	300 microgm/h

	
	
	† Breakthrough (prn) dose is c1/6 x equivalent 24h dose of SC opioid 


Oral oxycodone to SC morphine – same dose per 24h

Oral oxycodone (total per 24h) to SC diamorphine (total per 24h) – divide by 1.5 (or multiply by 2/3)

Other opioids not on chart:
From oral codeine or dihydrocodeine (total per 24h) to oral morphine (total per 24h) divide by 10

From oral tramadol to oral morphine (total per 24h) – divide by 5
Alfentanil: (used under guidance of palliative care or pain team, if diamorphine has or is likely to cause delirium, excessive sedation et al)

From SC diamorphine (total per 24h) to SC alfentanil (total per 24h) – divide by 10 
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ref  SHAPE  \* MERGEFORMAT 





Consultant……………………………………… Named Nurse………………………………………





Patient Unit (Delete as appropriate)





Macclesfield DGH Ward…………. / Congleton War Memorial/ East Cheshire Hospice





Knutsford Community Hospital/ Nursing Home (State which)………………………….. 





                                     Date of commencement…………………….            








Integrated Care Pathway (ICP)


for the dying 


(Adult) 








Inpatient Version 7 


East Cheshire NHS Trust


Nursing Homes


East Cheshire Hospice





























Out of Hours Assistance:





East Cheshire Hospice 


Tel: 01625 666999





Evening and Night District Nursing Service


Tel: 01625 430906





Out of Hours GP’s


Tel: 01625 502999











In Hours Assistance:





Specialist Palliative Care Team (Mon-Fri, 9-5) 


Tel: 01625 663177 





East Cheshire Hospice       (24hr advice available)


Tel: 01625 666999 





End of Life Programme Facilitator (For advice on using the ICP) Annamarie Challinor 


Tel: 07920 765269 or 01625 663147 (office hours)








				








Criteria for use of the ICP: 





All possible reversible causes for current condition have been considered.





The medical and nursing team who are caring for the patient have agreed that the patient is dying, and 2 or more of the following may apply:-





                    The patient is bed bound		(	      Semi-Comatose	                        (





                    Only able to take sips of fluids           (	      No longer able to take tablets   (














PAIN





IS PAIN CONTROLLED?





NO – PATIENT IS IN PAIN





YES – MEDICATION IS CONTROLLING PAIN





Is patient already on  medium/strong opioid ?





Is patient already on medium/strong opioid ?





NO.


i) Prescribe  SC diamorphine† 2.5-5mg prn 2hourly and give first dose stat





ii) Start CSCI* with diamorphine† 10mg/24h.





iii) Review next day –  if needed, increase 24h dosage and prn dosage by 50% (more if prn doses indicate)





NO.


i) Prescribe  SC diamorphine †2.5-5mg prn 2hourly 





ii) Review next day – if two or more prn doses needed, consider syringe driver with diamorphine† 10mg/24h (more if total prn doses higher)





Yes


A) If on oral opioid:


i) Calculate equivalent dose of diamorphine† from table (next page) then increase by 50%; prescribe this dose by CSCI*


ii) Prescribe prn dose of diamorphine† – 1/6 of 24h dose, 2 hourly SC





B) If on fentanyl or buprenorphine skin  patch:


i)  Calculate diamorphine equivalent from table on page 48 of the GMCCN guidelines (available on the intranet), and give 50% of this by CSCI*, whilst continuing to use patch


ii) Prescribe prn dose of diamorphine† – 1/6 of total equivalent 24h dose of diamorphine, 2 hourly SC














YES


A) If on oral opioid


i) Divide total daily dose by 3 (morphine) or 1.5 (oxycodone) and give as diamorphine by CSCI*


ii) Prescribe prn dose of SC diamorphine (1/6 x 24h dose of diamorphine)





B) If on diamorphine via syringe driver:


i) Continue


ii) Prescribe prn dose of SC diamorphine





C) If on fentanyl or buprenorphine skin patch:


i) Continue this


ii) Prescribe prn dose of diamorphine – 1/6 of total equivalent 24h dose of diamorphine, 2 hourly (see table on next page)





REVIEW AT LEAST ONCE A DAY


If still in pain, increase diamorphine by 50% (allow for fentanyl if also on this) by CSCI* and prn dose 


Syringe driver dose may be increased twice a day





*Note: CSCI =Continuous SubCutaneous Infusion via syringe driver





†- if Diamorphine is not available, use equivalent dose of morphine – see chart on next page. SC Morphine dose is 1.5 x equivalent SC Diamorphine dose





NAUSEA AND VOMITING





NOT PRESENT


Prescribe Haloperidol 1.5 to 5mg SC, prn 3hourly





PRESENT


Determine most likely cause








Unknown.


Is sedation acceptable?





Medication


Renal failure


Liver failure





Intra-abdominal disease


Cough


Brain tumour





Bowel obstruction





i) Haloperidol 1.5mg SC stat


ii) Start haloperidol 5mg/24h by CSCI*


iii) Prescribe haloperidol 1.5-2.5mg SC prn 3hourly


If not effective, add cyclizine, or as below








i) Cyclizine 50mg SC stat


ii) Start cyclizine 150mg/24h   by CSCI †


iii) Prescribe haloperidol 1.5-2.5mg SC prn 3hourly


If not effective, as below





Seek advice


i) For nausea – cyclizine ( haloperidol as in box left


ii) For colic/vomiting, prescribe hyoscine butylbromide 20mg prn 3 hourly, and 60-160mg/24h by CSCI*


iii) If vomiting persists, add octreotide 300-600 microgm/24h by CSCI*





If above not effective, cause unknown or if terminal restlessness present (see guideline):


i) Give levomepromazine 6.25-12.5mg SC stat


ii) Change syringe driver antiemetic to levomepromazine 6.25-25mg/24h for nausea (if also delirious use 25-150mg/24h)


iii)  Prescribe levomepromazine 6.25-12.5mg SC prn





Review daily – preferably twice daily if symptoms not controlled. Seek advice if symptoms not easing.





For advice please contact:


Palliative Care team on 01625-663177 (ext 3177 if in hospital) during working hours (page via Hospital switchboard if urgent)


Out of hours, East Cheshire Hospice may be able to offer advice on 01625-610364 (short code 4349 from Macclesfield DGH)








No





Yes





MOIST RATTLY BREATHING WHEN UNCONSCIOUS





Present


i) Explain that this is because patient is too weak to spit out or swallow saliva or chest secretions


ii) It is unlikely to cause patient distress, but recognize that it may distress carers


iv) Changing position may be enough to reduce noise


v) If noise distresses carers, then consider treatment as below 





Absent:


Prescribe Glycopyrronium Bromide SC 200-400 microgm prn


 3 hourly for distressing noisy breathing





i) Stat dose of Glycopyrronium Bromide SC 200 microgm, repeated after 30min if necessary


ii) Further doses of 200-400 microgm prn 3 hourly








If two or more doses of prn Glycopyrronium bromide are needed:


Consider Glycopyrronium Bromide 1200 microgm/24h SC by CSCI





NOTES:


Many carers are satisfied by explanation alone.





Medical treatment is effective in 50-60% - more likely if rattle is due to unswallowed saliva, less likely if due to respiratory tract secretions 





If Glycopyrronium Bromide is unavailable, use Hyoscine Butylbromide (“Buscopan”) 10-20mg SC stat and prn, and 60-120mg/24h by CSCI





A conscious patient treated with Glycopyrronium Bromide or Hyoscine Butylbromide will be aware of an uncomfortably dry mouth





TERMINAL RESTLESSNESS AND AGITATION





Restlessness not present:


Prescribe midazolam 5-10mg SC 3 hourly prn in case symptom occurs








Present


Exclude reversible causes, such as:


Pain


Urinary retention


Incontinence


Uncomfortable bedding





No nausea/vomiting


i) Give midazolam 5mg SC stat, repeating after 30 minutes if necessary


ii) Start midazolam 10-20mg/24h SC by CSCI 


iii) Prescribe midazolam 5-10mg SC prn 3 hourly


iv) Increase CSCI dose,  if necessary up to twice a day, according to needs up to 60mg/24h 








Cause reversed, restlessness settles





Restlessness/agitation still present





Nausea/vomiting also present


i) Give levomepromazine 12.5mg SC stat, repeating after 1 hour if needed 


ii) Prescribe levomepromazine via CSCI 25-50mg/24h


iii) Increase syringe driver dose daily if necessary, according to needs, up to 150mg/24h


iv) Adjust prn dose of levomepromazine to c1/4 of 24h CSCI dose if this would be >12.5mg





Develops restlessness/agitation











No restlessness





If still restless/agitated


i) Give midazolam 5-10mg SC stat and prn 3 hourly


ii) Consider adding midazolam to levomepromazine by CSCI 


iii) Seek advice





If still restless/agitated


i) Give SC levomepromazine 12.5-50mg stat and prn 3 hourly


ii) Consider adding levomepromazine to midazolam by CSCI 


iii) Seek advice








Section 3:


Care After Death


�



Goal 12: GP Practice contacted re patient’s death             Yes ( No ( N/A ( Date…………………..   


                Hospital Consultant Informed                              Yes ( No ( N/A ( Date………………………….


                Specialist Palliative Care Service informed         Yes ( No ( N/A ( Date…………………………


                Other please state………………………………………………………………………………………………………�
�
�
Goal 13:  Procedure for dealing with the deceased body followed                                                      


                according to local unit policy. 


Carry out specific religious/ spiritual/ cultural needs or requests


If the patient had an infectious disease follow unit policy


�



            Yes (  No (  ���
�
�



Goal 14:  Procedure following death discussed or carried out                                     Yes ( No (  


                 Check for the following:


Post mortem discussed (if appropriate)


Following verification of death, syringe driver removed & drug contents dealt with in accordance with local policy


Record the patient’s death as per unit policy�
�
�






Goal 15:  Family/other given information/ booklets on unit procedures                    Yes ( No (  


Family/other informed of how and where to collect Medical Certificate of cause of


                    death (according to unit policy)


Family/Other advised to contact Registrar to make an appointment


Family advised to contact their preferred funeral director


                          �
�
�



Goal 16:  Unit policy followed for patient valuables and belongings                          Yes ( No (  


                        OUT OF OFFICE HOURS:


                        Belongings listed, signed for and stored according to unit policy


                        Valuables listed and placed in designated place


                        IN OFFICE HOURS


                        Belongings and valuables listed and stored according to unit policy


                        Property packed up for collection�
�
�



Goal 17: Necessary documentation & advice is given to the appropriate person      Yes ( No (  


‘What to do after death’ booklet provided (DWP) or


Locally supported/ unit specific documentation and information





For all patients within East Cheshire NHS Trust:


Carbon copy of this page sent to the Macmillan Secretary, 2nd Floor Henbury House, Macclesfield District General Hospital.                                                                                                             Yes (  No(  N/A ( 


Original copy to be filed in patient notes.�
�
If ‘NO’ charted against any goal so far, please complete variance sheet before signing below. �
�
Health Professional signature: ………………………………………………………………..    Date: ………………………..�
�












 Complained of abdominal pain





If symptoms persist or further advice required contact the Specialist Palliative care team or local Hospice – see front of ICP for contact details





PRESENT





†- if Diamorphine not available, use equivalent dose of Morphine Sulphate for injection  


*CSCI – continuous subcutaneous infusion via syringe driver





























NO


Prescribe ‘as required’ Diamorphine† 2.5-5mg SC 


2 hrly.


And/Or ‘as required’ Midazolam 2.5-5mg SC or buccal, 3 hrly.





Review daily. If 2 or more ‘as


required’ doses given, consider CSCI* starting with either


  Diamorphine† 10mg/24h


  Midazolam10mg’24h





 





NO


Prescribe ‘as required’ Diamorphine† 2.5-5mg SC ,2 hrly.


And/Or ‘as required’ Midazolam 


2.5-5mg SC or buccal, 3 hrly.





Review daily. If 2 or more ‘as


required’ doses given, consider CSCI* starting with either


  Diamorphine† 10mg/24h


  Midazolam10mg’24h





DYSPNOEA





Is patient already on medium/


strong oral opioid?





ABSENT





Is patient already on medium/strong


oral opioid?





YES


Convert to CSCI*.


Calculate equivalent dose of Diamorphine† (see conversion chart on page 17) and increase by 30-50%.


Also prescribe ‘as required’ doses of Diamorphine† (1/6th of total 24h dose), SC, 2 hrly.





If distress of symptom persists, consider adding Midazolam by CSCI* 10-20mg/24h.


Also prescribe ‘as required’ doses of Midazolam 


2.5-5mg SC or buccal, 3 hrly.





 5mgs Diamorphine given sub/cut





 Settled and pain free








ECNHST Inpatient ICP for the dying (Adult) (adapted from Liverpool Care Pathway Version 11) 
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