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Guidance for completion of updated
Palliative Care Subcutaneous Infusion 
Prescription and Monitoring Chart for Syringe Pumps
Note : use one chart per pump

[for all inpatients, all drugs must also be prescribed on a drug kardex]

Prescribing a Subcutaneous Infusion (page 1)

1. Enter the patient’s details (a patient label can be used) and any known allergies / sensitivities.
2. Enter the infusion number. For example, if the patient is using 2 pumps, then the infusion numbers will be 1 of 2 and 2 of 2.

3. In first column enter the date and time of prescribing. 

4. In next section enter the name of the drug(s).  Number the drugs as shown below. Maximum of 3 drugs /pump in Primary Care and in exceptional cases within Inpatient units up to 4 drugs / pump.
5. In the next column enter the dose per 24 hours for each drug.

6. The prescriber MUST provide a full signature in next section.
7. The next column is included to ensure that the diluent (water or sodium chloride) has been authorised by a prescriber.
8. The source of compatibility information should be documented or if no information confirming stability locally the source of the recommended combination should be documented e.g. contacted hospice.
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9. To discontinue an infusion the whole prescription box is scored through.
[note: for inpatients all discontinued infusions must also be discontinued on the patients kardex] 
10. Enter the date of discontinuation.
11. The doctor discontinuing the infusion must sign the ‘stopped by’ section.
12. To prescribe a new infusion for the patient follow steps 3 to 8 in the subsequent prescription box.

Record of Administration (pages 2 – 8)  
A new section should be started each time a new syringe is prepared.

There are 14 sections for preparation and administration.
Daily Set up
13. Document patient name and CHI number at top of each page.
14. Enter the make and model of infusion device being used.

15. Enter date and time of preparation.

16. Enter the asset/serial number of the device.
17. Enter the details of the diluent used i.e. name and batch number.

18. Enter the drug name with the batch number used against the corresponding numbers.
19. Enter the site used and comment on the appearance of site and syringe e.g. OK.
20. Record if site or line required changing.
21. The staff involved with the set up of the infusion and pump must sign the record of administration.  There may
      be one or two signatures depending on local policy.

22. Record the battery life status. 

23. Once syringe has been loaded onto pump document the flow rate of the infusion and the total volume – this should  also be visually checked.
24. Document if the keypad has been locked at initiation of infusion.
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Monitoring 

25. Inpatient pumps require a check every 4 hours. The first check should be completed within 1 hour of set-up 
      therefore there are another 6 boxes for 4,8,12,16,20 and 24hrs. Enter the time of the check.

26. Patients in the community should have their infusion checked and documented on each visit. First check should be
      within 1 hour of set-up or before leaving the house.
At each check

27. Check the appearance of the syringe and document in appropriate box.
28. Confirm the flow rate setting :

      N.B. This should not be altered – if patient needs breakthrough give bolus injection.

29. Without removing the syringe, check and document the volume to be infused and the volume already infused. 
      This should also be confirmed by visual inspection of the syringe.
30. Tick the column if the battery light is flashing intermittently.

31. Document if the infusion is running to time, state Yes(Y) or No(N). 

If No – document actions in appropriate section of troubleshooting.
32. Check the site appearance  If the infusion needs to be re-sited, mark “resited” and state new site in the
      troubleshooting ‘Time and actions taken’ section.

33. Initial the bottom of the column when all the checks are completed.


Troubleshooting

If you are unhappy with the functioning of the pump, it is important to monitor closely as per T34 McKinley guideline. 

34. If the pump alarms specify time, problem encountered and any actions taken to resolve problem.
35. If infusion not running (or running slowly), identify reason and document action(s) in appropriate box.
36. If infusion runs too quickly check flow rate. Inform medical staff immediately if patient showing any
      indication of over-infusion. There is always the possibility of tampering – use of tamper-proof box may
      be helpful.Document action(s) in appropriate box.
37. If pump is temporarily discontinued, e.g. while in bath /shower, document in troubleshooting section.

Infusion discontinuation

38. If the infusion is discontinued before the syringe is empty for whatever reason document volume  disposed of, 
      date / time and sign. A witness, if required according to local policy, should also sign.
39. Only if the syringe pump is no longer to be used e.g. switching back to oral therapy, death of patient then tick
     and sign at the syringe pump discontinued box.












