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Pathway A

Agitated Delirium Management in the Final Days of Life

Delirium present:
Acute onset of global cognitive impairment presumed related to a general medical condition, with: disturbance of
consciousness (often fluctuating); disorientation; disrupted sleep-wake cycle; reduced attention; perceptual disturbances
(hallucinations, illusions - misinterpretation of sensory stimuli); disorganized thinking; paranoid ideation

Y

If clinically appropriate and consistent with goals of care, assess and treat potentially reversible causes of delirium
(e.g. infections, adverse medication effects, metabolic abnormalities, hypoxia, pain, urinary retention, fecal impaction)

s the Resident agitated,
restless or demonstrating
esponsive behaviours?

Hypoactive delirium Consider:
¢ Sedavtion not indicated  haloperidol (HaldoI®) 0.5 - 1 mg po/
* Provide general comfort measures as sublingual/subcut q6-8h regularly plus q1h
needed prn
« Support family . Hi‘_ghe_r doses may be needed in severe
agitation
Reassess at least g24h...more often if indicated <+
\ 4 A 4
Management effective Management ineffective
Conti t t i ‘
ontinue to presen o Discontinue haloperidol
management » Change to a more sedating neuroleptic such as
methotrimeprazine (Nozinan®) 5 mg po/sublingual/subcut

g6-8h plus g1h prn.

o Higher doses of methotrimeprazine (up to 25 mg) may be
needed in severe agitation

o [f agitated delirium symptoms persist or are associated
with severe agitation, consult the WRHA Palliative Care
Program (204) 237-2400
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Dyspnea Management in the Final Days of Life

Resident unable to describe dyspnea; exhibits evidence
of respiratory distress: increased work of breathing

(increased respirations, using accgssgry muscles) and Resident describes air hunger/breathlessness
one or more of: restlessness, agitation, fearfulness

{

If clinically appropriate and consistent with goals of care, assess and treat potentially reversible causes of dyspnea
(e.g. pneumonia, CHF exacerbation)

'

Non-pharmacclogic measures: position sitting upright; cool air (fan)

|

Consider oxygen for the alert resident, particularly if hypoxic

Is the Resident
already on opioidsz

i ve

Consider one or more of:
If Resident is just on “as-needed” (prn) opioids, add
scheduled g4h short-acting opioids
If Resident is receiving long-acting oral opioids, switch to
equivalent dose of scheduled short-acting opioids
If Resident is receiving transdermal fentanyl, consider
consult to Palliative Care team

Consider:
(Start with the lower dose with frail Residents)

morphine 2.5 - 5 mg po/sublingual g4h scheduled plus q1h prn

» . L OR

* Incr§ase frequency of scheduled short-acting opioids to mor phine 1.25 - 2.5 mg subcut g4h scheduled plus g1h prn

maximum of g4h OR
* Increaselcl::m\d dose by afactor of 20-100%, depending hydroMORPHONE 0.5 - 1 mg po/sublingual g4h scheduled plus q1h prn

on the clinical context oR
s Change route to subcut if unable to swallow (consider

hydroMORPHONE 0.25 - 0.5 mg subcut g4h scheduled plus q1h prn

50% dose reduction for subcut) ¥ 8 4 plusqlhp
e Callthe Palliative Care team (204-237-2400) if dyspnea is

persistent or severe

If strong anxiety component, consider adding methotrimeprazine
(Nozinan®) 2.5 - 5 mg po/subcut q2h prn
Review dyspnea treatment q24h pri
v ¥ ¥
If dyspnea control not achieved, Dyspnea control adequate, using Resident sedated, comfortable, not
— using greater than 3 breakthrough less than 3 breakthrough doses in using breakthrough doses,
doses in past 24h 24h respiratory rate not elevated
. Consider reducing
Co ntalnu:ozr;;sent scheduled dose
PP by 20 - 50%
Notes:

e Consult the Palliative Care Program (204) 237-2400 if symptoms are complex, persistent, or if converting
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Noisy Secretions Management in the Final Days of Life

Noisy secretions present, and distressing to Resident and/or family

C )

Consider impact of positioning (Resident may have a “best side” to lie on where secretions seem less troublesome)

Oral suctioning should be used only for visible oral or posterior pharyngeal secretions; no deep suctioning

Isthe Resident
alert?

I e

Glycopyrrolate:
(non-sedating, not likely to cause delirium)
e 0.2-0.4mgsubcutg2h prn
s [f secretions persist, consider using a
scheduled dose of glycopyrrolate 0.2 - 0.4 mg
subcut g6h plus q1h prn

1

(very sedating; likely to cause delirium in the
awake Resident)
e 0.3-0.6mgsubcutqglhprn
= If secretions persist, consider using a
scheduled dose of scopolamine 0.3 - 0.6
mg subcut q4h plus q1h prn
]

Review
secretions
anagement ever'
shift

v

Management ineffective

y
Maximize doses and schedule of antisecretory
medications
If receiving glycopyrrolate, consider switching
to scopolamine, although there is limited
evidence supporting this
Reevaluate positioning of Resident
If the Residentis unresponsive, as is
commonly the casein refractory terminal
secretions, help family understand that there
is unlikely to be any distress experienced by
the noise
Consider a Palliative Care Program
consultation (204) 237-2400
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Management effective

y

» Continue present treatment

* [freceiving scheduled doses of
glycopyrrolate or scopolamine, consider
switching to prn only
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Pain Management in the Final Days of Life

Resident unable to describe pain; exhibits pain behaviour: . . .
. . L A Resident describes pain
grimacing, localizing, restless, agitated

:

Assess and treat potentially reversible causes of pain (e.g. positioning, urinary retention, fecal impaction)

Is the Resident
Iready on opioids?,

Yes No

L h 4
Consider one or more of: .
e IfResident is juston “as-needed” (prn) opioids, add (Start with the lower dose with frail Residents)
scheduled q4h short-acting opioids
* [fResident is receiving long-acting oral opioids, morphine 2.5 - 5 mg po/sublingual q4h scheduled plus q1h prn
switch to equivalent dose of scheduled short-acting OR
opioids morphine 1.25 - 2.5 mg subcut g4h scheduled plus g1h prn
e IfResident is receiving transdermal fentanyl, OR
consider consult to Palliative care team hydroMORPHONE 0.5 - 1.0 mg po/sublingual g4h scheduled plus g1h prn
* Increase frequency of scheduled short-acting OR
opioids to maximum of g4h hydroMORPHONE 0.25 - 0.5 mg subcut q4h scheduled plus q1h prn
e Increase opioid dose by a factor of 20 - 100%,
depending on the clinical context
*  Change route to subcut if unable to swallow
¢ Monitor for opioid induced neurotoxicity

Fy

- Reassess pain .
" \@mnt q24 N

h 4 4 h 4

If pain control not achieved,
using greater than 3
breakthrough doses in past 24h

Resident sedated,
comfortable, notusing
breakthrough doses

I !

Consider reducing
scheduled dose
by 20 - 50%

Pain control adequate, using less
than 3 breakthrough doses in 24h

Continue present
analgesics

Notes:
+ Consult the Palliative Care Program (204) 237-2400 if symptoms are complex, persistent, or if converting
potent or high dose opioids.
s  For further information refer to: WRHA Pain Assessment and Management Clinical Practice Guidelines;
WRHA LTC Program Pain Assessment and Monitoring Operational Directive
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Nausea or Vomiting Management in the Final Days of Life

( Nausea or Vomiting Present (see “Notes” below) )

A

If clinically appropriate and consistent with goals of care, assess and treat potentially reversible causes of nausea or vomiting
(e.g. constipation, fecal impaction, adverse medication effects, metabolic abnormalities, sepsis)

v
Is there evide nce of abowel obstruction?

o  Distended abdomen, tympanitic to percussion
*  Bowel sounds may be increased, decreased (often “tinkling”), or absent
¢ Ina partial obstruction, only liquid stools might be passed, misleading the diagnoses towards “diarrhea” rather than obstruction
e  Compatible clinical history with one or more of: ovarian cancer, colorectal cancer, history of abdominal surgery or radiation
l Yes No- l
" . Consider:
Potential medical emergenc T
Contact attendin rescgrl'be:‘ *  Methotrimeprazine (Nozinan®) 1.25 - 2.5 mg po/
gp sublingual/subcut q6-8h scheduled plus q1h prn
Reassess at
least g24h...more
often if indicated
Management ineffective Management effective
\ 4 Y
Consult the Palliative Care Program Conti t t
(204) 237-2400 for advice ontinue present management
Notes:

* Not all Residents with nausea will vomit and not all vomiting is accompanied by nausea

* Gastrointestinal obstruction may cause vomiting with minimal nausea, particularly in proximal obstruction.
Antinauseant medications may be ineffective in such circumstances.

e Central disorders (e.g. brain tumor, vestibular conditions) and systemic conditions (e.g. renal or liver failure,
metabolic disturbances, and medication adverse effects) tend to be accompanied by nausea with or without
vomiting. Antinauseant medications are most effective in such circumstances.

Pathways adapted from Alberta Health Services’ Seniors End of Life Care Pathway by Dr. M. Harlos et al. 2012
Updated by the LTC End of Life Care Working Group in consultation with Dr. M. Harlos: November 2013
Approved by the LTC Medical Director Advisory Committee: April 17, 2014
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Resource Guide A

Medications for Symptom Management at End of Life

General Principles
* Review medication allergies or intolerances prior to starting a new medication
¢ The doses below are conservative starting doses because of the uncertainty about how
the medications will be tolerated. The medications may need to be escalated, as guided
by clinical effectiveness, particularly when using opioids to relieve dyspnea or sedatives in
agitated delirium

Routes of Administration
e OQOral
o Preferred route when available
o In addition to tablets or capsules, liquid preparations may be available
e Sublingual
o Uses small volumes (< 2mL) of concentrated preparations
o These small volumes may be swallowed reflexively and their bioavailability would be
similar to the oral route
* Subcutaneous (subcut)
o Intermittent administration into the subcutaneous tissue via indwelling cannula
o More information:. WHRA LTC Program Operational Directives “Subcutaneous
Cannula (Indwelling): Insertion and Removal’ and “Subcutaneous Cannula
(Indwelling): Medication Administration”
Intravenous: not routinely used in the LTC setting
Intramuscular: not well tolerated; use subcutaneous route instead
Rectal: not well tolerated

Opioid Analgesics

* The Resident is assumed to be opioid naive in the doses suggested below. For Residents
already on opioids, their existing tolerance will need to be considered

« QOpioids given by the subcutaneous route are twice as potent as the oral route; reduce
dose by 50% when switching from oral to subcutaneous

+ Breakthrough doses should be at least 10% of the total daily opioid dose, or equal to the
regular q4h dose

e Adverse effects of opioids include: sedation, constipation, delirium, and respiratory
depression (rare when opioids are titrated in proportion to distress)

+ Opioid-induced neurotoxicity:

o Typically results from accumulation of morphine or hydroMORPHONE metabolites
in the context of renal insufficiency. Symptoms include: sedation, delirium,
myoclonus (which may progress to seizures), and generalized hyperalgesia. Rapid
escalation of morphine or hydroMORPHONE doses, out of proportion to the
previous pain history, may occur in response to the hyperalgesia. However, the
opioids themselves are causing the hyperalgesia. This is a life-threatening
emergency, and a Palliative Care Program physician should be immediately
contacted through St. Boniface Hospital paging at (204) 237-2053.
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Medication Indications Route St;x:sl:g Concentration | Frequency
+ Dyspnea - Oral or 55.5m Solution: 5 q4h + qt1h
Pathway B sublingual ) 9 mg/mL prn
MORPHINE + Pain 4h + aih
Management Subcut 1.25-25mg | 10 mg/mL; 1 mL 4 mq
— Pathway D P
hydroMORPHONE
Dilaudid® equiv Oral or Solution: 1 q4h + qt1h
0.5-1m
o 5to7.5times MORE | , Dyspnea - sublingual ) 9 mg/mL prn
potent than Pathway B
morphine .« Pain
o In renal insufficiency, Management
consider
hydroMORPHONE - Pathway D Subeut | 0.25-05mg | 2mgmL; 1 mL q4hp’;nq1h
rather than morphine
Other Medications
Medication Indications Route Starting Concentration Frequency
Dose
. Oral or : g6-8h prn + q1h
HALOPERIDOL jgl'itr?lﬁ’_ sublingual | 2-31M9 N/A pm
(Haldol™ equiv) Pathway A Subcut 0.5-1 mg 5 mg/mL; 1 mL 96-8h Elr_: +qth
GLYCOPYRROLATE
i . q2hprn
o Less likely to cause Noisy 0.2 mg/mL; 2 If secretions
sedation and confusion | secretions - Subcut 0.2-0.4 mg L it aBh +
than scopolamine Pathway C m perg;Sh!;‘rn
SCOPOLAMINE
o Transdermal
scopolamine
gTrfnsderm-'}/ o Q?HM Noisy 0.6 mg/mL; 1 If s?c?gtrigns
elivers a relatively secretions - Subcut 0.3-0.6 mg -0 mgimt, -
small dose at a slow Path c mL persist, g4h +
rate; therefore the athway qth prn
subcutaneous route is
preferable for
scopolamine
Agitated ooaor 1 5mg N/A 6-8h + q1h prn
METHOTRIMEPRAZINE | delirium — 9 55 ma/mL- 1
(Nozinan® equiv) Pathway A Subcut 5mg mg[n ’ g6-8h + g1h prn
o Agitated delirium: If m
haloperidol is not Or?' or 2.5-5mg N/A q2h prn
effective and a more Dyspnea — sublingual
sedating neuroleptic is Pathway B 25 mg/mL; 1
required Subcut 2.5-5mg mL qz2h prn
o Dyspnea: If there is a Oral or 125-25
strong anxiety Nauslsfa or sublingual mg N/A q6-8h + q1h prn
component Vomiting — 12525 25 mamL 1
Pathway E Subcut ' mg ’ r?,”_ ’ q6-8h + q1h prn

Adapted from “Medication for Symptom Management at End of Life in Long Term Care” by Dr. M. Harlos, 2012
Updated by the LTC End of Life Care Working Group in consultation with Dr. M. Harlos: November 2013
Approved by the LTC Medical Director Advisory Committee: Apnl 17, 2014
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