Notes of Palliative Care Acute Group Meeting
held on Wednesday 20th December 2017
WS401, Beatson WOS


Present:	Jane Edgecombe (JE) (co-chair) 		Consultant in Palliative Medicine
Claire O’Neill (CO’N) (co-chair)		Lead Nurse, Palliative Care
Alistair McKeown (AM)			Consultant in Palliative Medicine QEUH
Caroline Porter (CP)				Diana Children’s Nurse – WOS – CHAS
Carolyn Mackay (CM) 			Palliative Care Pharmacist
David Gray (DG) 				Consultant in Palliative Medicine RAH
Elaine O’Donnell (EOD) 			Palliative Care Practice Development Facilitator
Fiona Kerr (FK)				Palliative Care CNS, QEUH 
Jackie Britton (JB) 				Planning Manager
Karen MacKay (KM)				Palliative Care CNS, BOC/GGH
Mark Wotherspoon (MW)			Palliative Care CNS, RAH
Paul Corrigan (PC)				Information Officer
Paul Keeley (PK)				Consultant in Palliative Medicine, GRI

Apologies:
Ali Brown (AB)					Palliative Care CNS, QEUH
Ann Frances Fisher (AFF)	Acting Chief Nurse, North Sector 
Beatrix Wissmann (BW)			ST3 Public Health – Gartnavel Hospital
Catriona Glenn (CG)	Clinical Service Manager, Clyde 
Diane McIntosh (DM)				Consultant PAED Oncology/ Palliative Care
Elizabeth Anderson (EA) 			Palliative Care CNS, IRH
Jackie Wright (JW)				Palliative Care Practice Development Facilitator
Jennifer Crumley (JC) 			Palliative Care CNS, GRI
John Kennedy (JK)				General Manager, Clyde 
Lisa Williams (LW)				Clinical Director – East Dun HSCP
M MCColgan (MMcC)				General Manager – BWOSCC
Margaret Gray (MG)				CSM Specialist Oncology
Richard Kitchen (RK)				Consultant in Palliative Medicine IRH
Sharon Lambie (SL) 				Palliative Care CNS, GRI
Sheila Cartwell (SC)				Assoc, Chief Nurse North
	
	
	

	Workplan Topic Area
	Action
	Responsibility
	Deadline Date

	

	1(a)
	T34 to be added to Agenda on 20th March 18

	JM
	Next meeting

	1(c) & 6(a/b)
	Medical Representation required for PC Resource Folder Editorial Group
	JE
	ASAP

	1 (e)
	Establishment paper – medical sessions to be updated and sent to the group
	JE
	ASAP

	
	Palliative Care representation on Health Board and Speciality Group Meetings.  JB to send on David Stewarts email to JE.  JE to contact David Stewart and pass on groups concerns.
	JB/JE
	ASAP

	5(a)
	GAEL link to pall care trakcare referral still not established JB to contact Joanne Friel. JB also via H I and T group  explore options for pall care tab for letters on portal and possibility of trakcare access for hospices.  
	JB/DG/AM
	ASAP

	AOCB
	
JE highlighted new guideline - Palliative Management of Terminal Haemorrhage in a Patient with Advanced Head and Neck Cancer,  Fiona Finlay is looking into the potential for extending to all cancer subgroups if appropriate.  Comments to Fiona Finlay by end of January 2018
	ALL
	End of Jan18

	
	National shortage of phenobarbitone Medication – levels and where to get it to be sent to group by CMCK


	CMCK
	ASAP

	
	CP highlighted that D McIntosh feels that a statement with regards to Cannabis needs to be put out.  This is to be discuss further with Kate McCusker and CMCK
	CMCK
	ASAP

	
	New dates for 2018 required JM
	JM
	ASAP

	DATES FOR DIARY

	20th March 2018 – 2pm - Level 9 - WS9 - 033 @ QEUH

	19th June 2018 – 2pm – WS301 @ BOC

	18th September 2018 – 2pm - Level 9 - WS9 - 033 @ QEUH

	18th December 2018 – 2pm – WS301 @ BOC
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West of Scotland Cancer Network


Head and Neck Cancer


Managed Clinical Network


Title:
Algorithm for Palliative Management of Terminal Haemorrhage in a Patient with Advanced Head and Neck Cancer


Purpose of paper:
To provide the RCCLG with a new regional guideline for the management of terminal haemorrhage in a patient with advanced head and neck cancer and recommend implementation of this pathway across the West of Scotland.  


Key issues: 

· Terminal haemorrhage is a rare and distressing emergency in advanced head and neck cancer.

· Though there is a robust protocol for the management of major haemorrhage where there is expectation of full recovery, there is currently a lack of clarity regarding the management of haemorrhage in the palliative care setting, where bleeding is due to an irreversible underlying cause.

· It is imperative that there is a clear guideline for healthcare staff to be able to manage this distressing terminal event with composure, compassion and confidence, so that they are able to ensure that a patient’s final hours and days are peaceful and dignified.

· A regional guideline has been developed to ensure that all health care professionals involved in the patient’s care follow a defined algorithm to optimise quality of care.

· The algorithm is based on a review of current literature and is in alignment with other published guidelines for the management of terminal haemorrhage in patients with advanced cancer.

Actions required:
RCCLG members are asked to:


· Recognise the importance of this guideline to ensure the optimal management of this clinical emergency.

· Ratify the guideline for formal issue to West of Scotland NHS Boards and support local implementation.

Paper prepared by:
Dr Fiona Finlay 

Consultant in Palliative Medicine (NHSGGC)


Heather Wotherspoon


MCN Manager, WoSCAN


 Date:
13 November 2017
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Clinical Management Guideline     

Algorithm for Palliative Management of Terminal Haemorrhage in a Patient with Advanced Head and Neck Cancer


A guideline is intended to assist healthcare professionals in the choice of disease-specific treatments. 


Clinical judgement should be exercised on the applicability of any guideline, influenced by individual patient characteristics. Clinicians should be mindful of the potential for harmful polypharmacy and increased susceptibility to adverse drug reactions in patients with multiple morbidities or frailty.


If, after discussion with the patient or carer, there are good reasons for not following a guideline, it is good practice to record these and communicate them to others involved in the care of the patient.

		Prepared by:

		Dr Fiona Finlay, Dr Maire O’Riordan



		Approved by:

		Head and Neck Cancer MCN Advisory Board



		Issue date:

		December 2017



		Review date:

		December 2020



		Version:

		1.0 (DRAFT)





Algorithm for Palliative Management of Terminal Haemorrhage in a Patient 

with Advanced Head and Neck Cancer


















INTRODUCTION

Terminal haemorrhage is a rare and distressing emergency in advanced head and neck cancer. The above algorithm outlines the emergency management of a catastrophic haemorrhage in a patient with advanced head and neck cancer, based on a review of the current literature in this area1. It is in alignment with other published guidelines for the management of terminal haemorrhage in patients with advanced cancer2,3,4. This framework is relevant for catastrophic bleeding without reversible cause, where the MDT has come to a consensus that the ceiling of a patient’s treatment is ward-based care, and a DNACPR form has been signed after discussion with the patient and their carer(s). Patients who are felt to have a reversible cause of bleeding, and/or who are undergoing radical treatment of their cancer, should be managed as per local Board major haemorrhage policy. 

DEFINITIONS

Terminal Haemorrhage


Terminal haemorrhage in this context may be defined as a major haemorrhage, from a vessel (arterial or venous) within the head and neck region, which rapidly results in death due to profound internal or external loss of circulating blood volume1. This has been arbitrarily defined as “loss of more than 1.5l in 30 seconds”5, though it has previously been acknowledged that the main objective of managing this clinical situation is by treating the distress of the patient and caring for the family, rather than focussing on a certain volume of blood loss6.  It is noted that the diagnosis of terminal haemorrhage can only be accurately made in retrospect. 

Crisis Medication


This is the term used to describe the medication given to a patient experiencing a terminal haemorrhage, to alleviate the distress of the situation. This is usually the benzodiazepine midazolam, via intravenous or intramuscular injection. 


INCIDENCE OF TERMINAL HAEMORRHAGE

There is no consensus figure for the incidence of terminal haemorrhage in patients with advanced cancer, and the current literature in this area is descriptive, and based on low level evidence. Reported incidence of major haemorrhage in all patients with advanced cancer is 6-14%1,6-10 though this evidence is largely historic, and hospital based.

IDENTIFYING PATIENTS AT RISK

Facilitating Discussions in Advance

Most guidelines advocate the importance of identifying patients at risk of terminal haemorrhage, so that anticipatory discussions may take place with a patient and their family2,3,4. Open discussions about a patient’s priorities, including their preferred place of care and death, should take place and be communicated to all health care professionals involved in the patient’s care, to optimise continuity and quality of care. This is especially important if a patient wishes to spend their last days in the community, rather than an acute hospital setting. A treatment escalation plan should be completed for all patients at risk of terminal haemorrhage who are in an inpatient setting. 

RISK FACTORS2

Tumour related


· Tumour size


· Tumour site (close to major vessels – review most recent imaging to confirm this)


· Metastases (e.g. liver metastases)

Treatment related


· Surgical


· radical neck dissection


· Oncological 


· radiotherapy


· Wound healing complications


· Fistulae (e.g. pharyngocutaneous)


· Fungating tumour with artery invasion

Systemic/other factors


· Haematological


· Thrombocytopaenia


· Disseminated intravascular coagulation (DIC)

· Coagulopathy


· Pharmacological


· Anti-coagulants


· Anti-platelets


· SSRIs (inhibit platelet function)


RISK REDUCTION


Rationalise drugs that may potentiate bleeding, or interfere with coagulation pathway, weighing risk of bleeding against risk of thrombotic complications.


EQUIPMENT REQUIRED


This should be located on a trolley within close proximity to the room of a patient at risk of terminal haemorrhage:


· Large dark towels


· Suction equipment


· IV cannulation equipment (may not be sufficient time to use, in which case IM or SC route should be used)

· Gloves


· Aprons


· Face shields


· Goggles


· Incontinence/wound pads


· Sick bowls


· Pillow without plastic covering to absorb blood


· Prescribed MIDAZOLAM 10mg pre-filled syringes x 2 for iv/im use


· needles


· Cuffed trache tube

MANAGING THE EVENT


The most important aspect of managing terminal haemorrhage is staying with the patient


· Be calm: provide psychological support to the patient and their family 


· Apply pressure to the wound/use suction if needed


· Use of dark towels camouflages blood loss

Use of Sedative Medication


Midazolam is frequently mentioned in local and national guidelines1,2,3 and is uniformly cited as alleviating distress and providing comfort to the patient1,3,5,8,9, though there is no specific evidence base guiding the dose and route of administration. A qualitative study of nursing staff experience of the use of crisis medication in terminal haemorrhage, identified the potentially detrimental focus on the use of drugs over staying with a patient in a distressing situation. Concerns about the clinical responsibility for the nurse making the decision to give the crisis medication have been described. The rapidity of death following catastrophic haemorrhage may negate any potential therapeutic benefit. Concerns were raised about the prescribing of large doses of opioids in this setting. Strong opioids are therefore only indicated if the patient has terminal dyspnoea, or pain.

AFTER THE EVENT


Supportive Measures


All those involved in the incident (relatives and staff) should be offered support to facilitate post-event adjustment2. Families are more at risk of complex bereavement response following a traumatic death, and may require extended bereavement support and/or counselling11.
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ANTICIPATE: are there risk factors? Modify these if possible, and consider sensitive discussion and forward planning with the patient and their family about likelihood of bleeding, and their wishes re: preferred place of care and death



Tumour invading/in close proximity to major vessels 



Fungating tumour with artery invasion



Haematological complications: thrombocytopaenia, coagulopathy



Co-morbidities: age >50, 10-50% loss in body weight



Drugs: anti-platelets, anti-coagulants







BEFORE







BE THERE: STAY WITH THE PATIENT DURING THE EVENT, RATHER THAN LEAVING THE BEDSIDE TO GO FOR MEDICATIONS (these may not have a chance to work)







DURING







COMFORT AND CALM:



Use dark towels to disguise blood and apply pressure to wound/use suction if required



Have pre-filled syringes of crisis medication: MIDAZOLAM 10mg STAT for iv/im/buccal use in the patient’s POD locker and prescribed on the kardex in the prn section – this may be given by a nurse or doctor and repeated after 10 minutes if needed



Consider giving opioid (MORPHINE 5-10mg iv/sc STAT) in the event of terminal dyspnoea and/or pain























AFTER







DEBRIEF:



Provide immediate support to family, care-givers and staff after the event



Dispose of clinical waste appropriately



Offer debrief session for all staff members involved, and spiritual support/ bereavement counselling to family, care-givers and staff as appropriate to each individual
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