Yorkshire Deanery Course in Care of Acutely Ill People

Pre Course Workbook   version 3
Introduction

Welcome to the Pre-Course Workbook that accompanies the Yorkshire Deanery’s Course in Care of the Acutely Ill. The Course focuses on those Common and Serious conditions that may present as an Emergency in the Primary Care setting in the daytime or Out of Hours (OOH). It should enable a GPStR to be well prepared prior to attending OOH sessions with their Clinical Supervisor.

The Course itself has the following Aims and Objectives:

· To be able to recognise which symptoms are serious and could signify a potentially life threatening condition and to be able to manage emergency conditions presenting in daytime and OOH 

· To develop the Telephone Consultation Skills needed to Triage Calls effectively
· To develop the decision making skills needed to be able to make appropriate referral decisions
· To deal with some of the challenging patient scenarios that may present in the Out of Hours setting

This process begins with the Pre-Course Workbook. It is based on Chapter 7 of the nMRCGP curriculum, Care of Acutely Ill People and as such it is intended to be comprehensive. It may take you several hours to complete all of the material in the workbook. A number of questions have been set to test your knowledge of the areas of competency and knowledge base set out in the new Curriculum. Relevant reference material is included via the hyperlinks to assist you in this process. 
You may need to use an Athens Login or to register in order to use some of the links. Please consult your local NHS librarian if you need assistance. If any of the hyperlinks are out of date the Links section at the end will direct you to the main websites where you should be able to search for the relevant articles. Please feel free to e-mail me the details of those links you are unable to access. You can contact me at simon.hall@nhs.net. 
We would ask you to complete all of the Core Content elements ahead of the Course. The headings of these elements are highlighted in red as above. It will enable you to participate fully in the Small Group Work on the Course. 
Later sections of the Pre-Course Workbook cover the remainder of the nMRCGP curriculum on Care of the Acutely Ill.
If you do manage to complete the entire workbook you will be able to assess your current level of confidence across all of the Learning Outcomes and Knowledge Base elements of Chapter 7, Care of the Acutely Ill, of the nMRCGP Curriculum. You may find some of the material included helpful in preparing for the AKT and the CSA. We have included all of this additional material for reference purposes. You can then use it as you wish at a later date.
The Workbook is your own set of notes, your own evidence of learning and is not to be marked. You may however wish to discuss some of the issues raised during the course itself or with your own Trainer afterward.
We hope you find it useful and relevant to your learning needs.

Best Wishes

Drs Simon Hall and Rob Pearson 2012
The Course Curriculum
Are they Ill? 
It is relatively easy to know how to act with a typical history of a heart attack or, at the other end of the spectrum, if someone presents a minor problem, just seeking advice or information. It is the number of patients in between that challenge us most in our decision making, in our management of uncertainty. In order to manage risk it is useful to try and determine “Are they Ill?”  
We can use the Ill child as the basis for this but the same Airway (Noisy), Breathing (Respiratory Distress), Circulation (Shock) and Disability (Consciousness) structure applies across all age ranges. How much of this assessment can be completed by the Doctor over the phone?

Please look at the following:

1. Box 2 of Assessment and identification of paediatric primary survey positive patients at http://emj.bmj.com/cgi/content/full/21/4/511
and

2. the May 2007 NICE guidance on Feverish Illness in Children at 

CG47 Feverish illness in children: quick reference guide
The first article uses the ABCD type assessment described above. The Traffic Light system used by NICE should be used in the feverish child. It uses Appearance, Behaviour, Respiration and Dehydration, plus some other more diagnosis specific information as a structure to determine whether a child falls into the Amber or Red category and then guides subsequent action. There are some temperature values given in children under 6 months that are absolute indications for action regardless of their general condition. The page on clinical assessment is then useful as an approach to be used in a face to face consultation.

Describe which features of your assessment of a child can be completed by telephone triage.

	


Describe the full assessment you would make of a child in a face-to-face contact (to rule in or rule out acute serious illness).
	


Now read 13 Emergency problems in older people at http://emj.bmj.com/cgi/content/full/22/5/370
from the EMJ series the ABC of Community Emergency Care.

Describe the similarities and differences of your assessment of an elderly patient (to rule in or rule out acute serious illness) when compared to that of a younger patient.

	


Are they Dying? 
Read the BNF Guidance on Prescribing Sections entitled Prescribing in palliative care and Controlled Drugs and drug dependence at http://www.bnf.org/bnf/  and the Yorkshire Cancer Network downloads A Guide to Symptom Management in Palliative Care
These are useful reference resources for symptom control issues.

Other guidance may be found at http://www.yorkshire-cancer-net.org.uk/html/publications/guidelines_endoflife.php and http://www.palliativecareguidelines.scot.nhs.uk/default.asp 
Consider which symptom control problems you have encountered recently.

	


Which of the above resources could have helped you solve that particular challenge?

Read the articles on The Last 48 hours at http://www.bmj.com/content/315/7122/1600  and Emergencies at http://www.bmj.com/content/315/7121/1525  from the ABC of palliative care in the BMJ.
Describe the presentation of a patient with hypercalcaemia, superior vena caval obstruction, spinal cord compression and bone fracture.

	


The Care of the Acutely Ill Course used to run over 2 days. Please try the following exercise which used to be run as a small group exercise for yourself.

The facilitator’s sheets are included at the end of the workbook so you can check your answers using information on Anticipatory Drugs and Symptom Control provided by Drs Jason Ward and Annette Edwards, Consultants in Palliative Care at St.Gemma’s Hospice Leeds.

Palliative & Terminal Care -  Task Sheets- Fictitious Case Scenario- Mr Albert Johnson,  62 yrs old.

Originally presented 9 months ago with progressive dyspnoea and right side chest pain. CXR showed abnormalities including pleural effusion. Had aspiration and pleurodesis. Diagnosis of Mesothioloma confirmed. 

He has been getting progressively weaker over past 4 months. 2 weeks ago started to need to hold onto furniture to walk. In the past few days has not been able to walk and become bed bound. 

 Task 1: You decide to prescribe the Anticipatory Drugs
Write out a script to control the the symptoms of Death Rattle, Pain, Restlessness, Breathlessness and Nausea/Vomiting

Today he is starting to become a little drowsy, able to maintain conversation only for few sentences before tiring. Swallowing tablets is becoming difficult. His chest pain has been not been well controlled on MST 100mg bd. He has been using prn oramorph liquid 10mls doses, 3 doses per day on average over the past few days. His dyspnoea is reasonably well controlled on intermittent prn oxygen.

He is being looked after by his wife and daughter and district nursing team

Task 2: You decide to setup a syringe driver.

1. How will you achieve this?

2. Write up a prescription AND a PMR1 form for suitable items for terminal care.

Main aims
· To know that how they can get the District Nurse to set up a syringe driver

· To be aware of the range of (parenteral) medications that can be required for symptom control over the last few days of life.

· To be familiar with the dosage regime and indications for these medications, so as to be able to write-up a nursing drug administration chart.

· To be familiar with oral to parenteral dosage conversion AND adjustment of opiate dosage where pain control is poor.

You have 40 mins to complete this task

Attached sheets are  

· Syringe driver green card – Medication sheet 1

· Prn injectables green card. – Medication sheet 2

· Prescription sheet
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Medication Sheet 1
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Prescription

	
	Albert Johnson

18 Road End

Gravesville

Reapershire


	

	
	62 yrs old
	

	
	
	

	
	Dr Shipmaster                                             123 456 66

Riversticks Health Centre

Gravesville

Reapershire PCT


	


Are they Dead?
Look around the information on the following website:

http://www.direct.gov.uk/en/Governmentcitizensandrights/Death/WhatToDoAfterADeath/index.htm 
What information would you give the relatives of a patient who died peacefully at home after a terminal illness? 

	


When would you report a death to the Coroner?

	


Should we Resuscitate?

The Care of the Acutely Ill Course does not teach you Basic or Advanced Life Support. These areas are better covered by specific courses on these subjects elsewhere. Are you confident in your ability to provide basic life support to both an adult and a child? Do you know what the CCT requirements are for nMRCGP? Do you know how to access training in your area?

	


As you move away from recent involvement with resuscitation in hospital you rapidly lose the knowledge and skills you developed. You will find yourself revising these skills, perhaps just once a year, in Primary Care. 
Do you know what training is offered in your practice? Does the practice have a protocol or guidance for you to refer to? What drugs and equipment are available to you in the surgery? Where are they kept? Is everything in date? Do you know how to use the practice’s AED and nebuliser? 
	


You may find the Resuscitation Council (UK) resources of value. They can be found at http://www.resus.org.uk/SiteIndx.htm
They even have an iResus app for your iPod, Pad or Phone!
You may wish to consider how you would deal with a choking child, an unconscious adult and an anaphylactic reaction in the surgery.
	


Read the Main messages and Decision-making framework sections of the UK Resuscitation Council document Decisions relating to Cardiopulmonary resuscitation http://www.resus.org.uk/pages/dnar.pdf
How confident are you in your ability to deal with patients in such situations? What particular challenges have you encountered in this area?

	


Can you communicate?

List the main differences between a telephone consultation and a face-to-face contact.

	


What particular risk, uncertainty or challenge does consulting over the phone present you with?

	


Look at p32, part (e) of Appendix 4 in the Out of Hours Clinical Audit Toolkit developed by the RCGP:

This tool is one way by which you could assess your telephone consultation skills. You could compare it to the Performance criteria used in the nMRCGP COTs.

Print off a copy and next time you consult with someone on the phone see how you would rate yourself.

Can you Triage? 
Read the following article by Car and Sheikh on Telephone Consultations. It can be downloaded from

http://www.bmj.com/cgi/reprint/326/7396/966
It aims to summarise the evidence evaluating the role of telephones in helping to deliver clinical care by considering three of the most commonly asked questions: 

· How acceptable is care delivered by telephone to members of the public and healthcare professionals? 

· What is the scope for consultations facilitated by telephone in the management of acute and chronic disorders? 

· How can the quality and safety of telephone consultations be ensured? 

As such it provides a useful review of the role of telephone communication as a means of delivering health care.

Download and read Triage and Telephone Communication Skills from the old
course website.

This material was developed by Dr Rob Pearson as a result of his role in 

Quality Assurance for Local Care Direct: a major OOH Provider. It 

summarises some of the key lessons he has learnt over the years.

Please note that the website is no longer updated but that the material is still available for download.

How should we make best use of the phone when consulting with patients?

	


What is the Diagnosis?
Read the following articles from the ABC of Community Emergency Care.
3 Chest pain at http://emj.bmj.com/cgi/content/full/21/2/226 ,

4 Shortness of Breath at http://emj.bmj.com/cgi/content/full/21/3/341 , 

14 Assessment and management of neurological problems (1) at http://emj.bmj.com/cgi/content/full/22/6/440   and 

7 Abdominal pain, abdominal pain in women, complications of pregnancy and labour at http://emj.bmj.com/cgi/content/full/21/5/606 

Consider the following presenting complaints. Which life threatening diagnoses could they signify? Which questions will you ask to ensure you are not missing these diagnoses?

Chest Pain

	


Breathlessness

	


Abdominal Pain

	


Headache

	


What are the disposal options?

It is useful to consider the concept of “disposal”. Once information is gathered through telephone triage a decision has to be made. Disposal is the action that follows the decision. 

It would be useful to start with consideration of which cases should and which cases shouldn’t be managed via calling 999 or being directed  to go straight to A&E, What Community referral options are available as an alternative to hospital? 

How should we act on the information we have? 

Have we made our decision early on? Some cases need immediate action such as with typical history of Cardiac Chest Pain or a Stroke. Did the Call Handler’s information allow us to make this decision? Did we need one or two questions to decide that we now have a reasonable suspicion of a potentially life threatening condition and then call 999?

There some patients who should be directed direct to A&E? If so do we know, perhaps through feedback from our local A&E colleagues, who should and who shouldn’t be referred without face to face assessment? In addition there may be access to secondary care services, for example in early pregnancy and perhaps paediatrics, which are more appropriate.

Which cases need a Home Visit or a Primary Care Centre appointment? Which calls can be given advice?

Do we need additional information to help us decide? Do we need to see the patient face to face in order to make our assessment? If we do see them what specific piece of information is going to influence our decision making? Is it their temperature, pulse, respiratory rate, blood pressure or capillary refill time? Perhaps we need to see with our own eyes if the patient is ill. In determining “Are they Ill?” did we gather all possible information through Telephone Triage or was there some element of uncertainty that made us want to see them with our own eyes?  

If we decide we do need to make a face to face assessment then do they need a Home Visit or can they be offered an appointment in the Primary Care Centre?

It is useful to consider the type of case the Doctor feels need a Home Visit. Think about the patients they see on Home Visits in the day in their own practice. Are there any differences in the Out of Hours setting? Do they know how the Out of Hours provider organises the Visits? What drugs and equipment do they carry?  Do they know how to make an admission if necessary?

If faced by what appears to be an inappropriate demand for a Home Visit then how does the Dr react? It may be worthwhile exploring their thoughts and feelings here. It is never wise to start by negotiating with the patient or their relative when we do and when we don’t do Home Visits. This closes down a full assessment and may even lead to confrontation and complaint. If we side-step the demand and focus on information gathering, hopefully developing some kind of rapport and THEN make our decision on disposal we are much more likely to achieve an appropriate outcome.

If you see the patient in the Primary Care Centre Out of Hours then are there any differences in the problems they present you with? Do they want a second opinion? Are they telling you that there are access issues, that they couldn’t get an appointment with their own GP? Is there a reason why they are requesting medication normally on repeat? Has the medicine been allegedly lost or stolen? Is it a drug of abuse?

Do they need admission?

Sometimes it is difficult to know what to do for a particular patient. We may know when someone appears quite well or is obviously in extremis but it sometimes it is hard to make a decision on those patients who lie on the spectrum in between. There may be some factors which move us towards making an admission and some which move us away from it. 

It may be that the presenting symptom has a potentially life threatening diagnosis which may lie behind it. If we have a serious suspicion of such a condition then we should act accordingly. It is those in whom we have considered the condition unlikely but still have some degree of uncertainty that present us with our greatest challenge.

There may be various other factors at play. These variables may affect our decision making more than we realise. Can you list examples of factors, other than specific to a severe illness, which may affect our decision to admit?

Patient/Family/Carer/Home

	


GP/ Community/ Hospital/ Colleagues

	


Who do I refer them to?

Give examples of problems you would refer Out-of-Hours to the following 

Accident and Emergency

	


GP admissions line

	


Did you have any difficulty deciding which patients to call 999 for? How long they could wait before arrival at the hospital? What sort of Ambulance Service crew was required? Which hospital they should be sent to?  Whether they could go by their own transport?

Can you also think of patients that A&E believe could have gone direct to the wards and who the GP admissions line staff request be sent direct to A&E?

	


There are a number of community based services who may assist you in managing a patient outside of secondary care. Think of what sort of cases you would judge appropriate for the following: Have you got their phone numbers?
District Nurses

	


Intermediate Care/Rapid Response/Joint Care Management

	


Crisis Resolution (Mental Health Services)

	


Can you remember any patient who was judged inappropriate for the community service you thought should be involved with a patient? How can we gain a better understanding from the above services of which patients they want to see and which ones they don’t?

Can you safety net? 
Look at the COT: Detailed Guide to the Performance Criteria. 
Find PC13: The doctor specifies the conditions and interval for follow-up or review.
Think about a situation where you are concluding a telephone consultation. You have just been advising a mother about her pyrexial child. 

You may wish to review p15 of CG47 Feverish illness in children: quick reference guide. This is the Care at Home section.
Write out the exact safety net advice you would give in such a situation. Which words or phrases do you regularly use? 

	


Did you explain yourself well? Did you pick out the relevant symptoms or signs that would give rise to serious concern? Did you encourage them to call back if there is such a change? Remember a good safety net empowers the caller. A poor safety net, with vague instructions given and review arranged after an inappropriately short time period may well make callers feel more anxious.
Can you give other examples of how you give such advice in practice? Perhaps you are discussing some of the symptoms listed in the What is the Diagnosis? section above. What works well? What works less well?

	


Can you Manage…? 
Look at Appendix 3 of the RCGP Curriculum statement 7 on  Care of Acutely Ill People  at http://www.rcgp-curriculum.org.uk/PDF/curr_7_Acutely_ill_people.pdf 
Could you recognise and manage the “Dangerous” diagnoses listed here?

List the drugs and equipment you would need to manage the following conditions if you were the first “Primary Care” responder in a face to face setting:

Acute Coronary Syndrome

	


 Acute Severe Asthma

	


Meningitis

	


Hypoglycaemic Collapse

	


The BNF can help via the Medical emergencies in the community section (in Appendices and Indices)
Look in your own bag. Can you find all the items you would require? These situations may present unexpectedly any time of day or night. Would you be prepared?

Tools of the trade (IT, Drugs and Equipment)

List the Drugs and Equipment you carry in your doctor’s bag.

	


Look at the following article http://www.nasgp.org.uk/handbook/4.htm 

and

the DTB Drugs for the Doctors Bag articles on: 1- Adults http://dtb.bmj.com/cgi/reprint/43/9/65 and 2- Children http://dtb.bmj.com/cgi/reprint/43/11/81
NB. You will need your journal subscribers (BMJ publications) Log In. The Athens log in option is no longer funded.
Look at the drugs which are used by the paramedics in the Ambulance Service at http://www2.warwick.ac.uk/fac/med/research/hsri/emergencycare/prehospitalcare/jrcalcstakeholderwebsite/guideline_pages_specialty/
What drugs and equipment are provided OOH?

Now look in your own bag. What do you need yourself in the day? What is the OOH provider or the Ambulance Service able to provide? Do you agree or disagree with the drugs and equipment recommended in the articles we have referred you to?

Also how do we use IT to aid us? List computer based programmes or websites which you have used to help inform your clinical decision-making. Have you used any of the links below?

	


Can you use…? 
Look around your surgery, ward or department. Can you find the following:

a Glucometer, a Nebuliser and a Defibrillator?

Get them out. Read the instructions or manual if you need to. Do you know how to set them up and use them?

Are they going to harm themselves? 
Find the new NICE Pathway for Self Harm at  http://pathways.nice.org.uk/pathways/self-harm#  
This is one of the most demanding areas in terms of triage and face to face assessment. Think about how you feel when someone says they are “thinking of ending it all”?  Is it the burden of risk you are taking on yourself? Is it uncertainty about who can help and what can be done? Is there a difference in doing this in the day or out of hours? How does your past experience managing cases like this influence how you feel about this case? What are the challenges for you?
	


Describe your own Assessment of Suicidal Ideation. Which risk factors are most predictive of suicide risk?
	


What are the differences between thoughts of self harm and suicidal ideation? Are we genuinely concerned that they are going to seriously injure or kill themselves? If they have recurrent thoughts how do they respond to such thoughts? What are the barriers to action? What is stopping them now? Are any plans specific and detailed? Is there a history of drug or alcohol misuse? Do they have a psychiatric illness? How does it change things if they have a formulation of a personality disorder rather than a depressive illness?
Who should be referred on to the Mental Health Services? How does this work in your area in the day and Out of Hours? When do you involve your local sector psychiatrist or Community Mental Health Team?  Which patients should be referred to Crisis Resolution? Which patients shouldn’t be seen by them? Are there any patients who should be sent direct to A&E? Have they taken an overdose? What is the role of the Clinical Decisions Unit in hospital? Do you have everyone’s contact details?  Are you in a position to discuss a particular patient with the most relevant agency? Are you clear what different agencies’ roles and responsibilities really are?
	


How do you deal with patients who phone up thoroughly drunk and also expressing thoughts of self harm?
	


Do they need sectioning? 
Find the Royal College of Psychiatry Key Facts series and look at the Schizophrenia leaflet at  http://www.rcpsych.ac.uk/mentalhealthinfoforall/keyfacts.aspx 
Consider your assessment of severely mentally ill patients. Are they psychotic? Do they need sectioning?

	


The Mental Health Act 2007 received Royal Assent on 19 July 2007.  It amends the Mental Health Act 1983, the Mental Capacity Act 2005 and the Domestic Violence, Crime and Victims Act 2004. A useful summary of the key changes can be found at:  http://www.bjmp.org/files/dec2008/bjmp1208barcham.pdf 
Mind have produced a guide on Compulsory Admission (sectioning) at:

http://www.mind.org.uk/help/rights_and_legislation/mind_rights_guide_1_civil_admission_to_hospital 
How would you arrange for a patient to be sectioned in the day and Out of Hours?

	


Do you know how to arrange a section together with the sector psychiatrist and Approved Social Worker? Do you have their phone numbers?

How is the Emergency Duty Team organised? How does a section take place in the Out of Hours setting?

Are you Safe?

Review 16. Mental Health in the EMJ series the ABC of Community Emergency Care at http://emj.bmj.com/cgi/content/full/23/4/304  Look at the latter section on Violence and Aggression.
Think about the patient with mental health problems. You are being asked to make an assessment. What if there is a history of violence or a label of being a sociopath or psychopath? What if the patient you are about to visit has been abusive on the phone? What if they have shouted at passers by or actually hit someone? What if they are pacing up and down or holding a knife? 

What is the role of the police here? How do we deal with a violent mentally ill patient?
What steps you can take to ensure your own personal safety?
	


Be prepared to face a scenario “dealing with an angry patient” on the course.

How is it all organised?

Look at the Out of Hours section on the Department of Health website at http://www.dh.gov.uk/en/Healthcare/Urgentcare/Out-of-hours/index.htm
You could start by reading the Letter from Ben Bradshaw, Minister of State for Health Services, responding to the report of the panel overseeing the serious untoward incident investigation into the death of Penny Campbell. He was responding to the panel's recommendation 4.5 to the Department arising from the investigation: "The Department of Health should consider the implications of this report and help to clarify the national expectations of the role and performance of out of hours care." 

There is considerable concern from patients, politicians and the media about the changes that followed the implementation of the 2004 GP contract and the changes in provision of Out of Hours Services. The recent 2007/2008 decision of the Government to implement Extended Hours on GP practices follows on from such concerns.
You could look at the National quality requirements in the delivery of Out-of-Hours services: 2006 to understand the requirements of an Out of Hours Provider. It helps to understand the targets they are being set and then to consider how they impact on your clinical practice in an Out of Hours setting.
You could look again at the Out of Hours Clinical Audit Toolkit commissioned from the Royal College of General Practitioners enabling service providers to improve the quality of their out-of-hours service.
Section (e) of Appendix 4 split across pages 31 and 32 gives criterion by which telephone triage calls may be judged.  Do you think these criteria are fair or realistic? Do you feel you would have difficulty achieving some of these criteria? If so which criteria do you think you would struggle with? 
Finally you should consider the patient pathway from the initial contact with the call handler, through triage by a doctor or by a nurse using a telephone triage algorithm, to face to face contact in the Primary Care Centre or on a Home Visit. 

You should expect to be able to access an induction pack from the Out of Hours Provider and to receive training on their systems. 
Are you stressed?

Consider how you feel and think when:

You are running late. The waiting room is full.

You have several telephone triage calls and home visits to do.

You are working Out-of-Hours at the end of a busy day.

	


How does this affect your behaviour as a person and performance as a doctor?

	


There are some Resources for Doctors in Difficulty at  http://www.bma.org.uk/doctors_health/d4dresourcesfordoctorsindifficulty.jsp#Counselling_and_support 
Where would you go if you needed help?

	


Where would you go if a colleague needed help?

	


Look at the following tool Burnout Self-Test - Stress Management Techniques from Mind Tools
Are you burnt-out?!
	


Crisis, what crisis? 
Describe 3 situations where you were made to feel uncomfortable by patients’ requests. 

	


Consider why you felt that way.

	


When patients start their consultation narrative with strongly voiced expectations, especially of the sort that could clash with your values, these are referred to as “patients’ objectionable comments”  

There may be requests for visits rather than appointments, antibiotics for a viral illness or demands for sleeping tablets or opiate analgesia. How do you deal with these situations?
	


Always remember that if you get into a battle over such inappropriate demands that you run the risk of your triage assessment being incomplete and the wrong decision being made. Make sure you have all this information available before you start to negotiate over “wants” rather than “needs”. 
Be prepared to deal with an unreasonable request or two on the course!

Can you Cope?

Find a copy of Roger Neighbour’s Book THE INNER CONSULTATION
Second Edition: how to develop an effective and intuitive consulting style.

What does he mean by housekeeping?

	


What are your own strategies to make sure you are taking care of yourself?

	


Have I missed anything?

Which chronic conditions may lead to acute presentations Out-of Hours? Think of patients with those chronic conditions who regularly experience exacerbations leading to a call to the OOH provider or admission to hospital. What could you do as their GP to reduce the chances of this happening? 
How can you advise and manage such patients in the day to prevent a crisis in the night?

	


After dealing with such a crisis out of hours or in A&E how do you communicate with their GP to ensure appropriate follow up? Think about how you do this in practice. Given the natural history of the illness and the time interval in which you would expect the treatment to be effective how soon should you expect follow up? Do they need a phone call from the GP to reassess the situation or do you insist on a home visit the next morning? How do you communicate this to the GP? 

	


What instructions do you give the patient? Should they call the practice? Should they need a blood or urine test do you know how this is arranged by the particular surgery? Are you giving rise to an expectation of a scan or a referral? Is such an expectation appropriate in the circumstances? Can you think of useful handover instructions than are positive and friendly but that do not raise unrealistic expectations?
	


If you are in Primary Care are you aware of your own practice’s systems to receive and act upon such recommendations?
	


Other influences…?
Can you give any examples of when your decision-making was affected by the following factors?

How did they affect your thinking and why?

Language barriers

	


Age or Sex of the patient

	


The pregnant patient

	


PMH of Cancer, Heart Disease or Diabetes

	


And finally…
How am I doing?

Look at the triage briefing information below: 

Clinicians performing telephone triage for have three main choices on what to do with the patient they are speaking to. They can either finish the call as advice i.e. the patient does not need to be seen, they can book the patient in to an appointment in a Primary Care Centre or they can arrange a home visit. Monthly analysis is carried out to compare the relative rates of each clinician in how they are finishing the calls they take.

The table below is an example of how these figures are displayed once they have been analysed.

· This table relates to a sample of LCD clinicians who triaged at least 20 calls during August 2006.

· Each column represents one clinician.

· Columns are divided into three colour coded sections relating to the percentage of calls finished as advice or passed for home visit or PCC appointment- the key to these colours is at the top of the graph.

· Columns with a striped lower segment relate to triage nurses. Those with a solid lower segment relate to doctors.

· At the base of every column is a code eg 21=21. The first number is a unique clinician identifier. The second number is how many calls the clinician triaged in August.

· For comparison, average figures for all clinicians on the tables show: 

         46.35% of calls finished as advice

        36.15% of calls passed for PCC

        17.50% of calls passed for Home Visit

These average figures stay much the same month on month, with the expected seasonal and bank holiday weekend variations.

Clinicians who fall well outside the normal range have their workload looked at in more detail.
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What do you think is an appropriate ratio of Advice to Appointments to Visits?

Why is there so much variation between clinicians? Look at the difference between doctors and nurses. Look at the variation between nurses whose decision making is guided by a computer algorithm programme. They have to record the reason why they may override the recommendation of the software programme. Note the variation there. What is happening at the extremes? Would this be cause for concern?  Why do clinicians appear to behave so differently?

	


Appendix 1-Palliative & Terminal Care Task  - Facilitators Notes- Fictitious Case Scenario- Mr Albert Johnson,  62 yrs old.
The following Facilitator Notes provide information from Drs Jason Ward and Annette Edwards you can use to see how you fared on the Palliative Care Exercise earlier in the Workbook.
Task 1: You decide to organise the Anticipatory Drugs

Write a script for the symptoms of Death Rattle, Pain, Restlessness, Breathlessness and Nausea/Vomiting

[image: image1.jpg]Pharmacy Stamp Age Title, Forename, Surname & Address ) l

Please don’t stamp over age box
Number of days’ treatment
N.B. Ensure dose is stated

Endorseme
PN] LEVOMEPROMAZINE 25mg / ml

6.25-12.5mg sc as required

5 X 1ML amps.

INJ HYOSCINE HYDROBROMIDE
400mcg / ml 400mcg sc as required

5 x lml amps as dir

INJ MIDAZOLAM 5mg / ml
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5 x2ml
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s-gzn—o' WATER FOR INJECTION
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on form
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NOTE - this dose of diamorphine is for opioid naive patients.

Drs Jason Ward and Annette Edwards, Consultants in Palliative Medicine, Leeds
September 2011




Today he is starting to become a little drowsy, able to maintain conversation only for few sentences before tiring. Swallowing tablets is becoming difficult. His chest pain has been not been well controlled on MST 100mg bd. He has been using PRN oramorph liquid  (10mg/5ml) taking 3 x 10 ml doses per day on average over the past few days. His dyspnoea is reasonably well controlled on intermittent PRN oxygen. He is being looked after by his wife and daughter and district nursing team.
Task 2: You decide to setup a syringe driver.
1. How will you achieve this?
2. Write up a PM1 form for suitable items for terminal care.
Remember you will need items for the syringe driver  (e.g. opiate + antimetic).

Prn items : “top-up” opiate analgesia / anti-nauseant, agent for drying excess resp secretions, sedative.
Is there anything else you need to communicate to relatives or the district nurses?

Main aims

· To know that how they can get the District Nurse to set up a syringe driver

· To be aware of the range of (parenteral) medications that can be required for symptom control over the last few days of life.

· To be familiar with the dosage regime and indications for these medications, so as to be able to write-up a nursing drug administration chart.

· To be familiar with oral to parenteral dosage conversion AND adjustment of opiate dosage where pain control is poor.

The task need to be completed within 45 mins. 

Attached sheets are  
· Syringe driver PM1 sheet – Medication sheet 1

· PRN injectables PM1 sheet – Medication sheet 2

Information for the facilitators.

Task 1:

See Copy of Anticipatory Drugs Script above.

Task 2:

1. Will need to liaise with district nursing team. 
May need care level escalating to Fast Track
The district nurse will set up the syringe driver 
BUT the relatives will need to pick up the relevant pharmaceuticals 

(nurses aren’t allowed to do this especially where CD’s are involved). 

The nurse will need regular and PRN medications written up on their PM1 administration charts 


2. Treatment Options

Syringe driver 
See Copy of Anticipatory Prescribing sheet below
Dose conversion

Patient has been on total 260mg morphine daily and has not had good pain control.

260mg oral morphine = 87mg diamorphine parenterally per 24 hrs

But as pain control poor, add-on 33-50% dose,

So diamorphine dose over 24 hours = approx 120 – 130 mg /24hrs

PRN injections for break through pain will need to be approx one sixth of the 24 hr dose i.e. 20 mg 4 hourly PRN

The prescription will need to include 

· an adequate range of items, as above

· water for injections

· enough diamorphine for both the syringe driver and for prn injections

· supply will need to be for a few days only. If more is required, can be sorted out by patients own GP.

[image: image2.jpg]Anticipatory prescribing
Death rattle
Re-position
Hyoscine hydrobromide 400mcg sc stat (1.2-2.4mg/24hrs)
Hyoscine butylbromide 20mg sc stat (60-120mg/24 hrs)
Pain
Diamorphine
Divide total daily dose of oral morphine by 3 = total daily dose of sc diamorphine
PRN dose = 1/6t total daily dose
Opioid naive2.5mg diamorphine sc PRN (5-10mg/24hrs)
Morphine sulphate
Divide total daily dose of oral morphine by 2 = total daily dose of sc morphine
sulphate
PRN dose = 1/6t total daily dose
Opioid naive 2.5mg morphine sulphate sc PRN
The dying patient with a patch - continue current patch strength and replace as
usual and supplement with diamorphine prn or syringe driver if needed
Do not start a patch in the last days of life

Restlessness

Agitation/restlessness
Midazolam 2.5-5mg stat sc (10mg-60mg/24 hrs)

Confusion/delirium
Haloperidol 3-5mg stat sc repeated as necessary (5-10mg/24hrs)

Levomepromazine — useful second line, sedating anti-psychotic 25mg-50mg stat sc
(50-200mg/24 hrs)

Breathlessness/cough/tachypnoea

Opioid naive Diamorphine 2.5mg stat sc or 5-10mg/24hrs
Or increase background opioid dose by 1/3rd

Midazolam 2.5 mg stat sc (10-30mg) /24hrs if respiratory panic
‘Terminal’ nausea

Levomepromazine 6.25mg stat sc (6.25-12.5mg/24hrs)

Drs Jason Ward and Annette Edwards, Consultants in Palliative Medicine, Leeds
September 2011




