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Palliative care iIs defined as:

“an approach that improves the quality of life of
patients and their families facing the problem
associated with life-threatening iliness, through
the prevention and relief of suffering by means
of early identification and impeccable
assessment and treatment of pain and other
problems, physical, psychosocial and spiritual.”
(WHO 2002)
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3 triggers to help IDENTIFY, ASSESS, AND PLAN

« The surprise question: “ Would you be surprised if this
patient were to die in the next 6-12 months?” — an
Intuitive question integrating many factors

« Choice/need: They make a choice for comfort care or is
In need of PC

e Clinical iIndicators:

— General indicators: wt loss; co-morbidities; general
decline; decreased albumin; increasing dependence.
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Indicators of rapid deterioration:

Evidence of disturbed sleep related to respiratory muscle
weakness in addition to signs of dyspnoea at rest

Barely intelligible speech

Difficulty swallowing

Poor nutritional status

Needing assistance with ADLs

Medical complications (eg pneumonia/ sepsis)
A short interval between onset of symptoms and
diagnosis

A low vital capacity (eg below 70% of predicted)
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The presence of 2 or more of the criteria
should trigger inclusion on the PC register

Drug treatment is no longer effective/ an increasingly
complex range of drug treatments

Reduced independence, need for help with daily living

Recognition that the disease has become less controlled
with less predictable “off” periods
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Swallowing problems

Psychiatric signs (depression, anxiety, hallucinations,
psychosis)
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Indications of deterioration and inclusion on

the register are:

 Significant complex symptoms (eg pain)

« Communication difficulties (eg dysarthria +/-
fatigue)

« Cognitive difficulties

« Swallowing difficulties/ poor nutritional status

 Breathlessness +/- aspiration

« Medical complications (recurrent infections)












NCPC neurology working group
guidance

Consider Specialist Palliative Care Referral
(after MDT discussion) and when:

e There are intractable symptoms causing suffering,
especially pain but also nausea or breathlessness.

 Difficulties with care coordination / management of
complex needs.

o Lifespan is likely to be limited.
e Issues of communication and competence.
 There Is a need for care planning, advanced decisions.
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« Referral: distraction therapy for pain; get out of
nouse; respite; ACP

e Distress Tool (4/10)

— Depression/ fears/ nervous/ future issues
— Loss of faith/ relating to God/ lack of purpose

 PPC (faxed to primary care team + NH)
— “the illness is slowing me down”
— “l think I'll get worse”
— “l would like to be cared for in SBH at the end of my
life”
— Would like to talk about funeral arrangements













