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* The aim of this session to explore the evidence base to support
best practice and introduce symptom management in the
delivery of end of life care for registered health and social care
practitioners, in any environment.
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Objectives

 Recognise common symptoms toward end of life.
» Utilise an evidence based approach.

* Explain the importance of regular review and ongoing
evaluation to meet changing needs, wishes and priorities of the
patient.
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Presenter
Presentation Notes
Exercise- ask the group to express what symptoms a patient they have cared for experienced, write a list, then for each symptom ask the group to vote if their patient experienced these symptoms, then look at what symptom had caused the most concern,
 i.e. if fatigue did this surprise the group?, 
were their expectations a different symptom would be more of a problem?

This is an exercise that can demonstrate your expertise in assessing the symptoms, the patients experience of the symptoms, and because we have looked at a group of patients this can lead to some conclusions/assumptions that the most frequent symptom patients experience in palliative care is ….., which is evidence based.



Do no harwm

* [n the 1950’s Thalidomide was used for nausea in pregnant
women

* Why was it's use stopped?
* What is it used for now? Y
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Presenter
Presentation Notes
Stopped due to Deformities in babies- highlights the difficulties with research, is it ethical to try new drugs on pregnant women? Medical Officer Frances Oldham
Now used in some instances for Multiple myeloma, graft vs host disease

Whatever intervention we provide for patients and their families, we should adopt the least harmful route, that provides the most benefit, but how do we know this?



Qualitative research
Quantitative research
Mixed methods
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Presenter
Presentation Notes
Qualitative research- examines what the patient experience is, mainly using interview techniques, usually smaller numbers of patients than quantitative research, looking at themes of concerns to approach a conclusion to provide change to practice, e.g. use of oxygen therapy for breathlessness, when asked patients say they experience benefit from use of oxygen therapy, although there is no scientific evidence that this is the case.

Quantitative research- examines a question in a scientific way, looking at data for large numbers of patients:  using the oxygen example, a question may be ‘does oxygen therapy help with the sensation of breathlessness or not? So should come to a yes or no answer in a scientific way. The answer is generally no, as the research demonstrates when oxygen therapy is compared to air, there is no difference.

Mixed methods- research using both qualitative and quantitative research to answer a question, i.e. ‘does hospice at home prevent hospital or hospice admissions? Allowing a patient to die in their preferred place at home’ when this study was performed a few years ago the quantitative research could not give a yes or no answer, but this did not mean that Hospice at home did stop hospital or hospice admissions, it was the method used for the research could not answer the question. The qualitative element outcome suggested Hospice at Home was beneficial, but one of the main themes demonstrated the carers questioned were unsure what professionals were visiting the home whether H@H, community nurses or hospice specialist nurses.



Best available evidence, yes or no answer in
guantitative research;
Randomised control trials
Systematic reviews  Ssematcreviens
Meta analysis

Strength of
evidence
pyramid

Case controls

/ Surveys \

/ Animal research \

1 1 Expert opinion
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Presentation Notes
Randomised control trial- using a control group compared to an intervention group of patients, for example: in drug trials one group of patients will receive the active drug where the other group will receive an alternative drug or placebo. We are currently involved in a randomised control trial with the use of methylphenidate, where some of our patients may be having the drug and some may be having a placebo
Please don’t worry about these terms, only to say if a randomised control trial demonstrates an outcome that suggests a change in practice this is strong evidence that there should be a change, so if methylphenidate proves to be beneficial for fatigue we may be using it in more patients, dependant on the lack of side effects and pre existing conditions, such as heart failure.

Systematic Reviews- this examines a question looking at a number of randomised control trials to find an answer or theme, for example there is a recent SR that demonstrates Oxazepam is not beneficial in the management of breathlessness, and the side effects out way the benefits, but currently they are still being prescribed for breathlessness.

Meta analysis- is the combining of systematic reviews and other study methods to answer a question, so gathering all the relevant evidence from the research outcomes to provide the best suggestion outcome for change in practice.






Palliative care research

* Challenges;
* Ethics
* Population
* Intervention
e Control
* Qutcome
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Presenter
Presentation Notes
Palliative care research is a challenge, 
a large proportion of our evidence based practice is gained from research performed in other patient groups that can be adopted,
for example: use of Oramorph for pain, was found to have benefits for use with breathlessness, therefore we use the drug in an unlicensed/off label way, and as the drug is used in this way we need to be more rigorous in our assessment, documentation and monitoring for adverse effects, thus ensuring benefit to the patient.

Would we apply research methods to dying patients and their families? 
Is it ethical?,
we are planning a session on ethics in the near future, 
fortunately there is a rigorous system in place through National Institute of Health Research to protect patients from harmful procedures/drugs, who explore-  does the question we want to ask apply to the population of palliative care patients, is the intervention relevant, is the control group comparative, and will the outcome provide a benefit to the wider population, when the research is complete. 



OACC data

* IPOS
* Peace
» Karnofsky

* Phase
» Carers question

ﬂ Pilgrims

HOSplceS P“QrimShOSPiCGS-OI‘g f @pilgrimshospices W@PilgrimsHospice @ @PilgrimsHospices


Presenter
Presentation Notes
The POS measures are a family of tools to measure patients' physical symptoms, psychological, emotional and spiritual, and information and support needs. They are validated instrument that can be used in clinical care, audit, research and training.
 
The POS measures are specifically developed for use among people severely affected by diseases such as cancer, respiratory, heart, renal or liver failure, and neurological diseases.

Use IPOS sheets for before and after discussion.
 
The PEACE score was introduced as an assessment measure providing guidance for advance care planning decisions, alongside the patients’ performance status measured by the Karnofsky Performance Score and Phase of Illness. 

Karnofsky- performance status, form Australia

Phase- stage of illness

Can oscillate between scores


Physical symptoms

* How many can you name?
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Presenter
Presentation Notes
Physical
Psychological
Social
Spiritual

Vote on severity for a patient you have cared for


Pain- what is it?

e Pain is a sensory and emotional experience associated with
actual or potential tissue damage or expressed in terms of such
damage

* Thus needs a holistic approach
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Prevalence of pain in cancer

* 65-85% in advanced cancer

* 45-85% responds to the WHO analgesic ladder

* 5-10% is very severe and persistent

* Associated symptoms

* Fatigue, nausea, dyspnoea, weakness, constipation.

* Total pain (Cicely Saunders)
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Patterns of pain

* Background pain
* Incident pain

e Total pain

* End dose failure
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Presentation Notes
Background pain refers to persistent baseline pain which is managed with regular analgesia, often in a slow release format. Breakthrough pain is defined as, “a transient exacerbation of pain that occurs either spontaneously, or in relation to a specific predictable or unpredictable trigger, despite relatively stable and adequately controlled background pain”.

Incident pain is either voluntary or involuntary, and has an identifiable precipitant e.g. dressing changes or movement. Idiopathic/ spontaneous pain may have no identifiable cause.

Total pain includes those aspects of suffering with pain which are not always responsive to pharmacological intervention.  Such pain requires intensive multi-professional input and support to address psychological, spiritual and social concerns. Attention to these areas may enhance the management of physical pain.

Pain occurring towards the end of the expected duration of action of an opioid (i.e. 8-10h after giving a 12h preparation) is known as “end of dose failure.” It is NOT considered as breakthrough pain; the background opioid dose may need adjusting.





Principles of pain management

« Comprehensive, individualised and holistic assessment and
treatment planning, including regular review and reassessment
with involvement of the wider multi-professional team as
appropriate.
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Presenter
Presentation Notes
pain is a subjective experience, with physical, social, psychological and spiritual dimensions. Pain may have multiple causes, some longstanding. But we may be able to assess pain in an objective way;

Exercise-
In groups of 3-4, using the case studies, and the assessment tools, take 15 mins to discuss assessment of the patients pain, pre and post, before feeding back to the group
Socrates, IPOS. 
Do the tools help to provide and objective assessment of a patients subjective experience of pain?

Mention of DSNAT for learning disabilities and Abbey pain scale for cognitive deficit such as dementia.

Show pain assessment guidance


Methods of pain management

* Analgesics

 Adjuvant drugs

* Hormones

* Radiotherapy

e Steroids

* Interventional techniques
* Physical methods

« Complementary therapies
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Presenter
Presentation Notes
Opioids, paracetamol, NSAIDs
Neuroleptics, anti depressants
Prostate cancer, breast cancer


positioning


Pain treatwment

WHO Analgesic Ladder
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Presenter
Presentation Notes
Treatment should start at the level of the World Health Organisation (WHO) analgesic ladder appropriate for the severity of the pain. 
Increase in analgesia should be in accordance with the principles of the ladder.  
If pain severity increases and is not controlled on a given step, medication from the next step of the analgesic ladder should be prescribed, rather than another analgesic from the same step, dependant on the assessment of pain, tolerence to analgesia and concordance of the patient to administer, keep it simple!

Flip chart- pain treatments; pharmacological (types of drugs) and non pharmacological

Oral analgesia should be the preferred form of delivery where possible, titrated until pain is relieved and given regularly if pain is persistent.
Morphine is currently considered to be the strong opioid of choice.
Analgesia for continuous pain should be prescribed on a regular basis, and also prescribed as needed for “breakthrough pain” in appropriate dosages, i.e 1/6th of total 24 hour dose.


Demonstrate Palcalc


Side effects of analgesics

* Constipation
 Somnolence

* Nausea

* Dry mouth

e Concerns about addiction
* Opioid toxicity

ﬂ Pilgrims

HOSplceS PilgrimShOSPiceS-OI‘g f @pilgrimshospices W@PilgrimsHospice @ @PilgrimsHospices


Presenter
Presentation Notes
Constipation- please consider laxatives and warn the patient
Somnolence- excessive tiredness, please warn the patient may experience this for at least first 3 doses until a stable state is achieved, many patients describe this symptom after the first dose and therefore will not take again. Also need to counsel regarding driving.
Nausea patients should have access to anti-emetics for the first 5-7 days  
Addiction Potential patient, prescriber and carer anxieties concerning addiction, tolerance and respiratory depression should be allayed.
Opioid toxicity Common scenarios leading to toxicity include conversions from other opioids, rapid upward titration of opioids and developing renal failure leading to accumulation of active metabolites. Symptoms include drowsiness, myoclonic jerks, pinpoint pupils (poor discriminating sign), confusion/agitation, hallucinations, vivid dreams, cognitive impairment and respiratory depression. Management - Renal and hepatic function should be checked and other causes of systemic deterioration excluded e.g. infection, hypercalcaemia. Any reversible precipitating cause should be treated. reduce the dose of opioid; ensure adequate hydration and treat any underlying cause. If agitation/confusion problematic haloperidol 1.5-3mg orally or subcutaneously can be given. If respiratory rate ≥ 8/min, oxygen saturations are normal and patient not cyanosed and easily rousable, omit the next dose (or stop infusion/remove patch) of regular opioid immediately and adopt a 'wait and see' approach. When the situation is more stable either omit or reduce further doses and re-assess pain before re-introducing regularly. If respiratory rate is 8/min or less, oxygen saturations are abnormal or the patient is cyanosed urgent hospital admission is indicated. Consider reversal of respiratory depression using naloxone. The aim is to reverse respiratory depression without compromising pain control or precipitating generalized opioid withdrawal. Sedation may not be fully reversed. The patient’s background analgesia will subsequently need to be reviewed.

Specialist palliative medical advice is recommended when initiating analgesic therapy in patients who have significant hepatic or renal impairment. Morphine can be used in hepatic or renal impairment dependant on the severity of the impairment, there is no benefit in the use of Oxycodone compared to Morphine in renal impairment as has the same metabolites, and should be avoided in hepatic failure.





Thank you

* How will you change your practice?

* Questions?
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