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A Quality Improvement initiative to reduce
hospitalisation for residential care patients in Kerry

UNIVERSITY
HOSPITAL

KERRY

Dr Elai unningham, Joanne Crowley, Tina Bolger, Brid O’Connor, Dr Patricia Sheahan

Kerry Specialist Palliative Care

Background & Rationale [ Methods |

QThe Palliative Care and Geriatric Frailty
multidisciplinary meeting in University Hospital Kerry
recognised frequent Emergency Department
attendances and hospitalisations for elderly frail
patients from residential facilities.

O1Some of these patients had previously elicited their
wishes not for transfer to hospital again, with
documentation supporting this.

QEarlier advanced care planning may have prevented
futile admissions to hospital and allowed patients to
die with dignity where they were being cared for and
lived.

QWe recognise that it is often out of hours doctors
who are consulted regarding deteriorating patients in
the community, and this can be challenging when
they are not the usual attending doctor of the
patient.

O To reduce Emergency department attendances of
frail elderly patients whose treatment escalation
plans (TEP) is not for return to hospital.

O prompt discussion of advance care planning in
patients in whom it may be appropriate

= |dentification *Subgroup

development

 Pilot study * Feedback

Contact

[Dr Elaine Cunningham]
[Specialist Falliative Care, University Hospital Kerry]
(elainecunningham180@gmail.com|

PLAN:
[m]

ion of high of ission to
hospital despite TEP in place and no documentation
of change to TEP.

0 Aim to reduce frequent/ inappropriate
rehospitalisation.

0 Key stakeholders were identified as hospital teams,
general practitioners, southdoc services, nursing
home staff, community palliative care teams.

Do:

0 Subgroup developed to draft resuscitation/
treatment escalation form.

0 Form to be completed by hospital-based teams for
hospitalised patients returning to nursing homes,
community hospitals and residential care facilities if
appropriate.

[ Cover letter drafted for community-based teams
outlining purpose of form.

STUDY:

0 Returned form to wider group for revisions.
Approved by medical and nursing hospital clinical
governance committees.

0 Funding for costs sought and approved.

ACT:

[ Database of patients in whom forms completed will
be stored on HSE password protected computer in
line with GDPR hospital policy.

0 Informal education to nursing home staff from
Advanced Nurse Practitioners, including consistent
terminology throughout facilities and hospital for
treatment escalation plan.

O pilot study is ongoing.

Conclusions

O we hope this will ensure clear communication of
advance care planning discussions conducted in
hospital and reduce inappropriate hospitalisation for
these patients.

Title: A Quality Improvement initiative to reduce hospitalisation

for residential care patients in Kerry

Authors: Cunningham, Crowley, Bolger, O’Connor, Sheahan



QI Projects

Benzodiazepine and Z-drug Use in ".":
Community Palliative Care North West

Dr Frances

O’'Mahony, Dr Deirdre Finnerty HOSpiCE
Introduction

Benzodiazepines (BZDs) and Z-drugs are frequently used in palliative care for managing symptoms, such
as panic, anxiety and insomnia.

They have multiple undesired effects, including fatigue, sedation, delirium, psychomotor delay, falls
Tolerance to the hypnotic effect develops rapidly, (days to shert weeks) while tolerance to the anxiolytic
effect develops more slowly (months).

As palliative car

& evolves, patients are referred at an earlier stage in their disease trajectory.

It isimperative to ensure prudent prescribing of B20s and 2-drugs in line with national guidance.

use in Commu
Care (CPC) with Irish Zoceg
2 y L]
Guidelines

May 2024

Indication and date of initiation documented (Sleep)

Dependency risk screening prar to commencing BZD or
Z-drug

Every 5% chart selected Altemative medicines (SSRIFSNRI) considered for

from active patients

anxiety
Non-pharmacalogical options for andety and slecp

Anonymous data P!

collection

Delirium exduded for sleep disturbance

PR ococsines

_ 75 Effectiveness and side effects reviewed within one

M alignant

Commenced
prios to CPC

7
| Adverse effects [

10 ek
2 . Duration of BID for ansdety 2-4 wecks

Duration of BID/ 2-drugs for insomnia 1-2 weeks  100%

Results and discussion

28 Charts were reviewed with 16 patients prescribed either a BZD or Z-drug, including 4 prescribed both.
The majority were commenced prior to referral to CPC. It was challenging to capture the original
indication, start date, risk screening and consideration of alternatives.

All patients continued on the drug to the time of auwdit (weeks to months).

There was poor documentation of the nature of sleep disturbance but good evidence of interventions
being reviewed in a timely manner.

BID Chokce | Frequency | indication | Recommendations

[

Authors:

m“;ﬂ"“:".l::"’ . This study highlights the prevalence of BZD and Z-

- - B .nﬂs.. Y drug use among community palative care patients.

S e Education will focus on

intracranial disease b pis ‘r" R losical and

Anticipatory EOLC 1. exploration of al -QI'J'IEUUE Pharmacoiogical an
non-pharmacological measures

Skeep 2. thorough assessment of sleep disturbance

Unknown 3. benefit vs burden of these medicines,

Aniety Reaudit will be carried out in 6 months to 1 year,

P this EresILTENt of STy and | nsseminia.

Review of Benzodiazepine and Z-Drug Use in Community
Palliative Care

O’Mahony, Finnerty
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_ Seeing specialist palliative care
’f: through the lens of general medicine [ NG

Dr. Miriam Colleran  and Dr. Anne O Driscaoll
St. Brigid’ s Hospice, and Naas General Hospital, Co. Kildare,

Background & rationale:

The point of access to specialist palliative (SPC) care is by referral from other
doctors. This emphasizes the importance of the views of other clinicians on SPC so
as to optimize patient referrals to palliative care.

Aims ¢ Objectives:

To assess the opinions on palliative careof medical dactors in an level 3 hospital with
level Y complexity of medical patients.

Methodology:
An anonymized survey was carried out live at a medical grand rounds. M
l and calculated bers of participants, replies and auto-generated

qualitative word clouds.

Results:

Conclusion:

Palliative care was most closely associated with comfort,
Symptom control, end of life and end of life care by
doctors in other medical specialities.

Further research is needed to determine the indications
and possible barriers to referral to SPC.

e by sasia o el
Title: Seeing specialist palliative care through the lens of general
medicine

Authors: Colleran, O’Driscoll
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ST JAMES'S
HOSPITAL

Department of Palliative Medicine,
Department of Anaesthesiology & Pain
medicine

The Development of an Integrated Palliative Medicine and Pain
Team Pathway for Cancer Pain in a level 4 Cancer Centre

Dr Gavin Keogh(1), Dr Anna Hayes(2), Carmel Daly(3), Dr Aine O'Gara(4), Dr Bernadette Brady(5), Dr Joseph Fitzgerald(6), Dr Norma

O'Leary(7), Dr Mujeeb Shaikh(8), Dr Aoibheann Conneely(9).

Background Methods
Due to an aging and i in cancer we an joint ir pain team and palliative care team
patients are living longer with cancer. The national cancer registry of ~ monthly meeting to create individualised management plans for patients

Ireland’s statistical report 2023 demonstrated a 5 year net survival average
of 65% from 2014-2018, up from 44% in 1994-1998. This report also
showed major improvements in survival rates has been seen for most
forms of cancer. (Prostate cancer survival improved by 28% , Colorectal
cancer by 17%, Breast cancer by 16%, Lung cancer by 15%). A pan-
European survey of cancer related pain concluded :

* 56% suffered moderate-to-severe pain at least monthly

77% were receiving prescription-only analgesics

41% taking strong opioids either alone or with other drugs for cancer-
related pain

509% believed that their quality of life was not considered a priority in
their overall care by their health care professional

Cancer pain
Cancer ptient
with pain
During anticancer QB After curstive “Advarced”
s anticancer Rx disease.
£l 55.0% 39.3% 66.4%
Moderate to Moderate to Maderate to Moderate to
severe pain ‘severe pain severe pain severe pain
33.1% 27.6%

van den Beuken.van Everdingen et al, 2016

Need for an integrated Pathway

These statistics are reflected in the progressive increase in incidence in
both the complexity and chronicity of cancer related pain. This is
demonstrated in an increase in referral rates to both palliative medicine
services and interventional pain services. As cancer prognosis increases,
this has increased the burden of patient care in both specialities.
Consequently, we are seeing a growing tolerance to opioids, an increasing
need for polypharmacy and an increasing incidence of adverse side effects
of systemic opioids. Interventions such as nerve blocks and intramuscular
injections are being used to limit the use of systemic opioids, and to
improve patient’s quality of life

Aims

To improve pain management for cancer patients in a tertiary centre
Improve access to interventional pain for patients with advanced
cancer or chronic cancer-related pain

Create an opportunity for multidisciplinary education en the role of
each service and the interventions available to manage cancer related
pain

To reduce the need for systemic opioid use and polypharmacy in the
management of cancer pain

Improve and maintain patient’s functional status and quality of life.

Authors: (1) Reg

Pain Team Pathway

Shaikh, Conneely

‘with complex cancer pain. We applied an action research methodology of
quality improvement. Approval was obtained from St James Hospital
Research & Innovation office.

Results

First monthly meeting occurred in May 2024. To date, 41 patients have
been discussed at these meetings. Of these patients 12 have had
interventional procedures performed. These patients were referred from
the inpatient palliative care service, outpatient department and the
hospice setting. The format of the meeting is being continuously refined
and revised to improved knowledge sharing. A steady increase in the
number of patients being presented monthly is observed. A formal
teaching session has been added to the meeting to maintain current best
practice. The reaccreditation OECI audit of St James Hospital 2024
highlighted cancer pain management as a strength of cancer care
provided by the hospital.

Types of Cancers meeting the Criteria for MOT Discussion to date

Future of integrated care pathway

The Trinity St James Cancer Institute supports further integration of
services

Currently an OPD slot in pain clinic open for short term review of
palliative care patients.

ANP Pain clinic set up to support capsaicin therapy for peripheral
neuropathy.

Working towards the establishment of a specific cancer pain OPD clinic
Data collection is ongoing to monitor impact on systemic opioid use,
functional status and quality of life.

Conclusion

Multidisciplinary approach to complex cancer pain management improves
access to interventions and outcomes for patients, increases quality of life,
reduces the need for polypharmacy and reduces the incidence of hospital
‘admission in pain crisis.

References

181994202

van den Beuken-van
Upda
Symptom

The Development of an Integrated Palliative Medicine and

Authors: Keogh, Hayes, Daly, Brady, O’Leary, O’Gara, Fitzgerald,
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Specialist palliative care and persons with intellectual
disabilities - a practice review

If Dr. Miriam Colleran,and Dr. Barbara Sheehy-Skeffington \ * - '

St. Brigid' s Hospice and Naas General Hospital, Co. Kildare ,

Background & rationale:
To explore the use of a specialist palliative care (SPC) service by patients with intell | disabiliti (1Ds).

Aims § Objectives:
he purpose of this practice review is to assess the indications for, patient numbers, use and outcomes of
care for adults with IDs referred to a SPC service aver a 5- year period from November 2018 to 2023
inclusive.

Methodology:

A retrospective review of the manual register of persons referred to a SPC service was ied
out by recorded diagnoses, address of local ID services and clinican recall of past patients was alse
used as a prompt to add identification of patients to assess eligibility for inclusion. This may have

under-identified patients. Service utilisation aspects considered included the frequency of home

visits by SPC clinicians and the frequency of hospice admission.

Results:

patients referred: 20 10 women age range:

2 were discharged and e-referred B8 men 19- 86 years
patients’ diagnoses included: phenecalls per home visits per
cancer/ likely malignancy (4) patient range: patient range:

cognitive decline / dementia (5) 02-48 0-55
place of dying: community includes ingtitution

community (I'I) of intellectual disabilities tervice
different hospice (1) st ppartad dcconmcsation

Conclusion:
The predominance of the community as the place of death for these
patients is noteworthy. Further research is necessary to optimise
evidence-informed SPC for persons with intellectual disabilities.

2 baky.sacinl or email

Title: Specialist palliative care and persons with intellectual
disabilities — a practice review

Authors: Colleran, Sheehy-Skeffington
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g ~wareness of the rapid discharge pathway
Rt  among NCHDs at University Hospital Kerry
KERRY

The HSE Rapid Discharge Pathwary for patients whao wish to die at horme allows for a smooth transtion of care
from hospital o community and requires collaborative effon between hospital doclors and NURSES, CoMaMLELy
pharmacy, GP, public health nurse, multidiscplnany team and communiy palkative care, Awaneness of this
pathway and knowing where 1o locate more infomnation is imperative in faciating a sale and speedy discharge
for end of Me

JECTIVES

To ascenan f NCHDs al Uniersity Hospital Kemry (UHK) are aware of the rapd discharge pathway for
patients who wish to e at hame and know where to locate more infarmation on the subject

METHODOLOGY

Cuantiative data was collected using an anonymised online swrvey via SureeyMonkey, comtaining ten
questions, distiibuted by Medical Manpower via email, to all NCHDs at UHK, during August-Septermber 2024,
After thinty days, 16 out of 171 NCHDs responded (9.4%)

RESULTS

The results from this small sample =ze represent @ microcosm, illusirating a clear knowledge gap on this
subjpect, but a willingness o leam, as evidenced by Figure 2. Interventions done incleded

« Making the HSE guideline and checkist for the rapid discharge pathway available on Hospital Buddy, a
common mobilé dpplcation and ushd resource utlised in UHK

« Educabon inderventon - explaining the purpose of the pathway. members invalved and when it is
apgropnabe 1o use.

Survey reponses

Role distribution y
g Woukd like ta knaw mare 100 ]
H Intem B Prior paliative/end of e expenence [IRBLINI @]
u SHO 5 Prior pathway use 100 |
Registrar iz Know where to access information [T |
uSpR % Hnow what pathway entails LT |
w
L} 50 100
myes mno PERCENTAGE OF PARTICIPANTS
Figure 1 (above): P chart
depicting the vanous roles of
the inchuded pamicpants Figure 2 {above] ‘Bar graph illustrating the responses from the onling survey quastions.

Grven this is the first quality imgrovement progect of €5 kind in UHK, we aim to re-survey in three months’ tme:
to evaluate the change and hope for a larger sample size. The results indicate there is =till room for
IMprvernent reganding Hwarencss and a0cess [0 feSoues on the 1opic. A successiul rapid discharge home
requires a ot of orgamsation, coordination and can be time-consuming, which is why understanding the
process is pivotal for general medical and surgical teams to help fulfil a patient’s last wish

Title: Awareness of the Rapid Discharge Pathway among NCHDs
at University Hospital Kerry

Authors: Ankatiah, O’Brien, Sheahan
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Dr Sinéad Leonard!; Dr Hannah O'Brien,* Dr Orfhlaith McCarthy,! Ger O’Farrell,! Abina Moynihan,* Jill

CUH \Q’ 1. Marymount University Hospital and Hospice, 2. Cork University Hospital, 3. Mercy University Hospital

* The Cork Specialist Palliative Care
(SPC) service serves 5 public
hospitals, a 44- bed hospice
Inpatient Unit (IPU) and a
community catchment area of
2500 km squared.

= A significant barrier to streamlining
patient care is service provision in
silos across different healthcare
settings.

* The goal of the Transitions of Care
QIP is to streamline and improve
coordination of palliative care in
the county by aveiding duplication
of work and improving
communication between providers.

* To collaborate with service
providers across settings in the
Cork region.

» To gather baseline data on
timelines for first assessments.

* To develop a Single First
Asgessment (SFA) document to be
used at all points of entry to the
Cork SPC service.

Mec Carthy, ! Alice Fitzgerald,? Susan Hilliard,? Sheila Kelly, 3 Dr Aoife Lowney!?

Contact: sineadleonard.sl@gmail.com

* A Plan, Do, Study and Act (PDSA)
model was adopted.

« A multidisciplinary cross-site
working group included acute
hospitals, SPCIPU and CPCT
colleagues.

* Site-specific process maps
summarised current practice.

+ A ‘Time-and-Motion” study
captured patient first assessment
administrative, nursing and
medical input.

* Stakeholders contributed to
development of an SFA document.

* Forty-twao first assessments across
four sites were included.

Awersge Time Taken
First Assessment:

BOUH sMUH WCPC  mIFU

cealributed 1o the OIF

* The SFA has been developed &
rolled out across all sites and
revision based on stakeholder
feedback is ongoing.

SFAPagal.

* A shared vision, knowledge of
current local practice and creative
problem solving promoted positive
staff engagement and stakeholder
buy-in.

* A'Single First Assessment’
document may enhance person-
centered care, reduce duplication,
facilitate patient care transition
and improve patient, family and
healtheare provider experiences.

* A comparative Time and Motion
study will assess efficiency of the
SFA through a further PDSA model
eycle.

* Exploring patient, family and
healthcare provider experiences
will allow a 360 view of this
intervention.

Transitions of Care QIF, and our many pursing. administrative and IT colleagues, across al sites, who

Title: Transitions of Care — Working towards a regional Single

First Assessment

Authors: Leonard, O’Brien, McCarthy, Lowney
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between Community Palliative Care and GPs

Background Question

* Community palliative cane involves GPs
working ¢losely with specialist 1eamsto
provide hollstic care for patients.

+ Effective communication encourages

teamwork, prévents errors and enhances

patient safety

communication
practices?
= Can they bé improved?
+ 2 zureeys, 1to GPs and

T
CPCT

Can commusicationbe b5 B commURCRTion
ipreved]

0 2z 4

“Pusass wia hawithiing™
“Dapands on wgenay for
ason”

Enhancing our understanding of communication

= How etfective are current

to the Community Team.

1

Can comm unicationbe 5 b coenmsREatsn
i ¥ template 8 good idea

6 B 10

m Often @ Sometimes = Rarely ® Never

+  The majority believe
commLUNEation can be
improved.

*  Dalays in proscribing ar
common, but medication
arors mae infraquent

*  Urgencymust be

considernd whon

choesing the
communication option.

+  Template mayimprove

communication

Yours Sinceraly

Contact No
Emal Adsress

Please acknowled gi receipl of this email.

Title: Improving communication between GPs and the

Community palliative care team

Authors: Skehan, McMahon
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A collaborative hospital and community-based

approach to advanced heart failure management

CLAIRE KELLY , JULIEN O'RIORDAN
UNIVERSITY HOSPITAL GALWAY

BACKGROUND

Patients with advanced heart failure
experience significant symptom burden
and progressive illness towards end of
life care. The benefit of a palliative care
approach in this setting is well
documented. We describe an integrated
community based approach to advanced
heart failure in a regional hospital setting

AIMS & OBJECTIVES

1) Establish a collaborative approach to
complex symptom management
between hospital and community
based heart failure nurse specialists
and palliative care

2) Educate and promote palliative care
in the advanced heart failure setting

Expert working group formed

cardiologist, pharmacist)

¥

Literature review undertaken

\ 4

Referral trigger tool
designed

RESULTS

1) Bi-monthly MDT

2) Trigger tool proforma for referral

3) Symptom management guidelines
(published on ‘Hospital Buddy App”)

4) Multisite retrospective review of all heart
failure deaths in the hospital group (PAIR
HF study)

A 4

Symptom management
guidelines created

CONTRIBUTION TO PALLIATIVE CARE

Integrated care is one of the eight
foundations of the Model of Care and this
initiative aligns with and directly responds to
the needs of this patient group

CONCLUSION

This demonstrates a novel and
collaborative approach to addressing
complex symptom management in the
community

A collaborative hospital and community based approach
to advanced heart failure management

Authors: Kelly, O’Riordan
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NGH

Naas General
Hospitel

Palliative care is an approach to care focused on
reducing and relieving symptoms of advanced
progressive illnesses. Palliative care provision is the
responsibility of the whole healthcare team and uses
a team approach in planning and providing care
tailored to meet the individual needs of the person
and their family or loved ones. Palliative care
incorporates physical, symptom control,
psychalogical or social distress, end-of-life care and
future or advanced rars nlanning ac natientc

T (=02

Table 1: Palliative Care Structures

The Quality Standards for End of Life Care in acute
hospitals endorse the importance of hospitals
providing education and training to Hospital staff to
enhance EQL care. The Survey of Bereaved relatives
VOICES MaJam Report (2017) and a National Clinical
Programme for Palliative Care review (2019)
identified the lack of knowledge & skills in palliative
care pravision as a gaps in the provision of palliative

Carm i bian

The aim of this Quality Improvement (Ql) project is
to standardise and guide the palliative care practices
of staff in an acute hospital setting, which in turn
would enhance evidence-based person-centred care
for patients with palliative care needs during their
illness trajectory in an acute hospital setting.

This QI project was aligned with the ‘Framework for
Improving Quality in our Health Service" (HSE 2016)
and the HSE Adult Palliative Care Services, Model of
Care for Ireland. The Model for Improvement was
used. A stakeholder analysis was conducted to
establish a working committee, when established
met bi-monthly. A root cause analysis was performed
using a fishbone diagram identified a lack of
standardised evidence based palliative care
information for acute hospital staff. The Irish Hospice
Foundation and the Friends of Naas General Hospital
financially supported this project.

Reforences:
Hational
O'Colenin et al

Ish

Hospice
\v Foundation

A series of evidence based Palliative Care Factsheets were
developed to improve the delivery of palliative care
intervention in an acute hospital setting. These factsheets
were collated into a 'Palliative Care Resource Folder' and
launched locally in March 2023 using:

+ Informal Ward-based education over a 6-week period
« Information Stands (Hespital Staff and the public)

+ Social Media (Twitte, )

The sustainability of the QI was enhanced by:

+ Incorporating of the folder in all Palliative Education (for
orientation programmes, in-service days, refresher days)

* Using it as a Point of Care Palliative-based educational
resourse

Multiple mediums were used to access palliative folders:
© Hard copy in all clinical areas

o Soft copy via Qpulse

o QR Codes on each factsheet

+0Ongoing Ward-based Education

sIncorporated the Resource folders into Palliative Care
Study Days

«Audit compliance with Palliative Care practices
following the launch of the QI Project

«Development & implementation of additional
factsheets

«Service user feedback

Title:

Authors:

The Development and Implementation of a Palliative Care
Resource Folder in Naas General Hospital: A Quality
Improvement Project

Rogers
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Level 1 palliative care across the
continuum: Enabling conversations
and supporting quality care

Firstand Co-Authors: Siobhan Murphy, Orla Keegan, Ann Marie Murphy, Valerie Smith

Organisation: Irish Hospice Foundation

Contact: Siobhén Murphy | 087 093 8222 | siobhan.murphy@hospicefoundation.ie

Introduction/background

In the final six months of life, people frequently have to
navigate multiple care settings. This is a critical time to.
identify and discuss end-of-life wishes and co-ordinate
care to achieve them. The National End of Life Survey
2024 (NELS)' highlighted challenges faced, such as poor

co-ordination of care, lack of discussion on end-of-life
needs and wishes, and limited bereavement support.

Irish Hospice Foundation (IHF) aims to support people to die and grieve
well through a number of aligned national initiatives. We work within a wider healthcare system,
and support generalist (palliative) care, working alongside patients, specialist care providers and

others in a complementary and supportive way.

Aims and objectives
IHF values of integrity, courage, compassion, respect and
dignity are fundamental to our programmes which aim to
support integration of quality palliative care by:
+ Empowering staff to deliver person-centred level 1 palliative
care.

Enabling conversations about dying, death and
bereavement, and supporting advance care planning.

Supporting people through bereavement and grief.

Approach

IHF programmes are aligned with the Palliative Care
Competency Framework at level I and recognise and support
o] d il

’ between specialist and non-sf

services. These programmes include:

@ Think Ahead, an advance care planning tool

(2]

(3]
(]

(5]

@ Arts and Cultural Engagement, exploring death and
grief through collaborations with artists and cultural
organisations in various settings

Caru, a quality improvement continuous learning
programme in nursing homes

Dying Well at Home, supporting people dying at home
Bereavement support, through our Bereavement Support
Line and bereavement networks

Hospice Friendly Hospitals, improving end-of-life care in
acute hospitals

s Roforances:
risi  itpsi/yoursxprionce.olwp-content/
o Uploads/2024/04/NELS NotionakReport-2023.pf
HOSpICe » hitpac/forv s bofang/oboutlwholaspdlcrel
o pollatve-cara/mocncprpalictive-coremodebof-
Foundation Core 24040219153t
* hitgs/ e goviefenpubleation/8tiad-
To die and gri place ?

Title:

wishes

Authors:

Informed by internal and external research, IHF has identified
areas of need in end-of-life and bereavement support

and devised and funded innovations, established proof of
concept, and identified opportunities for mainstreaming
programmes across health and social care settings. We will
continue to support and adapt this approach in line with
recommendations in the National Palliative Care Policy®.

Conclusion/recommendations

The integrated approach taken by IHF is beneficial in
responding to the needs of individuals receiving care in
multiple settings in the final stage of their life because it:
* Supports culture change by encouraging
conversations around dying, death and bereavement
in settings where people are regularly faced with
these experiences.
Increases understanding and appropriate responses
to the expressed desire of people to have these
conversations.
Ensures staff across these settings receive high
quality training (at level 1) to support them.

Generates supportive, practical and accessible
resources.

Integrating level 1 palliative care wherever the place:
Enabling conversations and supporting personalised care

Murphy, Keegan, Murphy, Smith, Fullerton
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A Cross-Sectional Examination of Extrapyramidal Side-Effects
(EPSE) in a Specialist Palliative Medicine Inpatient Unit

\ O’Brien H, Kiely F, Barry A M a ry m,q,u,!.], J

»EPSE are serious side effects caused by
anti-psychotics and other medications.

approval was obtained.
"M 4 (r) 08/11/16)
>Acore principle of palliative care involves
optimising quality of ife

FIf side-effects of medications are

burdensome it is imperative that we >The Modified Simpson-Angus Scale

address this issue (MSAS) is used inrating pseudo- o ———
parkinsonism and allows for a “not rateable h tw ted screening

»There are a number of ways in which scale” if one is unable to assess an element 1SAS and BARS

EPSE present or manifest, namely, of the scale?

dystonia, pseudo-parkinsonism, akathesia

e g R

>EPSE are not routinely screened for in
hospice settings >The aim of the study was to determine and
describe the burden of extrapyramidal side-

>Bames Akathesia Rating Scale (BARS) is effects (EPSE) in a specialist inpatient unit
a rating scale for drug-induced akathesia®

Additional demographic data was
collected by means of a seif-
developed data collection tool.

prem— Number of EPSE causing  Normal (<3) Minimal degree of ~ Clinically significant Total (n)
$7ingaterss ey mecatonyn] movement degree of
disorder (3-5) movement
disorder (6-11)
0 n=2 (40%) n=3 (60%) O n=5
1 n=s. (71%) n=2 (29%) © n=7
2 0 n=2 (100%) O n=2
>There were 8 male (50%) and 8 female 3 =1 (s0%) 0 =1 (50%) n=2
(50%) participants with a mean age of 72 Total (n) n=g (50%) n=7 (44%) n=1 (6%) n=16  (100%)
ears
y Table 1. MSAS scores and number of medications
>Median length of admission was 32 days
= Score O >To our knowledge this is the first study to
—— mscore 1 examine EPSE in a palliative medicine
SRS — inpatient population
o i mScore 3 >The data was examined using bivariate
L= mScorald and multivariate analysis; however, due to
small numbers it was not possible to run
X i i ial statistics
T a3 g regalen e o na o Figure 3. Bames Akathesia Rating Scale Scares
Wi reforonce to arindale's Complts >0 patient sored 15 1 BARS | Conclusim
Drug Reference? there were 9 regular "
medications associated with EPSE - >Itwas appropriate to examine 2 (12.5%) 50 seTEened postive oHERSE
amitriptyline, haloperidol, olanzapine, patients both seated and standing
Jevomepromezine, meioclonanide »The complete BARS was unsuitable for
fluoxetine, escitalopram, diazepam and >Risk factors - 6 patients had one, three had ~ most participants (87.5%)
bromazepam 2 and one patient had 3 risk factors ; R
P »The MSAS while allowing a not-rateable
" >3 patients with 1 risk factor and 2 patients score may underestimate EPSE
s with 2 risk factors scored 3-5 with MSAS ; B N
. ¥ The frailty of an inpatient unit population
o »The remaining 4 patients scored <3 impacts on applicability of screening tools
8 and may therefore underestimate the
? »The patient with 3 risk factors scored 6-11 burden of the problem in this population
o | on the MSAS X .
o »Development of a population-specific
<lweek 23 >3weeks OEPSE unknown Roforancus screening tool warrants further
weeks meds 1B TR, ARt Sl Dt ot A, B JoenofPoychay e
Figure 2. Duration of treatment S 1541672.676, 1969, investigation

Scandans.
3, Maricio T Complete g Reloronc. Eded by Asson Beayfed, Pubishod by
‘Phamacauneal ross

Title: Multidisciplinary quality improvement (Ql) project:
Avoidance of extrapyramidal side effects of anti-emetrics
by studying hospital discharge drugs with advice given on
best practice

Authors: Reilly, Keane, Gaffney, Cronin, Mannion, Waldron
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Children's Health Ireland

Safe Discharge of Children /
Young Persons at End-of —
Life Care

Hurley I, Jennings V¥, Laffan A%, Moore K Wade €5
1 Department of Palliative Care, CHi at Crumlin

2 Department of Palliative Care, CHI at Crumlin

& Department of Palliative Car Temple street
4 Department of Pallative Car Crumiin

5 Department of Pallative Car crumiin

Key Point:
A national integrated discharge guidance document has

been successfully created with impending national role
out.

This will assist to improve safe, co-ordinated discharge
and transition to a community setting at end-of-life.

BACKGROUN RESULTS

The *Clinical governance and
operational arrangements for
supporting a model of care for children
with life limiting conditions towards end
of life in the community in Ireland’
(HSE 2020) outlined 14 key
recommendations.

Subsequently, the Governance and
Professional Practice workgroup; a
national cross section of healthcare
professionals from both hospital and
ity settings was established in

2022,

One of the main objectives was to
develop ‘Integrated discharge guidance
for children and young people who wish
to transition to an alternative setting for
end-of-life care.”

To facilitate a safe, smooth and
seamless transition of care from
hospital to community for children /
young persons who are approaching
end of life and who wishes to di¢ ina
chosen community setting (e.g.
home).

METHO

= Meetings were held to develop
this discharge document, with a
specific  checklist included to
support healthcare professionals.

Education and awareness sessions

were held in hospital and
community settings with
participation from several health
care professional backgrounds,
including; » Medical

> Nursing

» Pharmacy

» Chaplaincy
> Medical Social Work

Title:
Life-Care

Authors: Hurley

= The National Integrated discharge

RAPID DISCHARGES FROM CHI@CRUMLIN 2023:
* These rapid discharges came from
cardiology & haematology/oncology services
CHI@Crumlin:

guidance decument was

developed. At its core is the
effective multi-agency and
multidiseiplinary collaboration to
safely manage the child / young
persons discharge from hospital for
end-of-life care to the community.
A discharge checklist was created
‘which was targeted to each specific
healthcare domain and to be
completed by that designated
member.

In a 12 month period CHI@Crumlin
facilitated 14 rapid discharges for end-of-
life care (EOLC). We classify rapid
discharges as a discharge from hospital
within 24-72 hours from point of decision
to transition to a community setting for
EOLC.

Cardiology

Discharge Flowchart:

Multidisciplinary

[r—

FUTURE DIRECTION ACKNOWLEDGEMENTS

Thanks to the Governance and
Py 1 Workgroup and those who

took time to provide valuable feedback.

The document has been piloted
nationally and is at ion stage.
There is ongoing feedback from the
multidisciplinary teams involved in
each discharge.

Our vision for the future will be to
ensure standardisation of safe
discharge planning with the national
use of this document.

Safe Discharge of Children / Young Persons for End-of
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Management of diabetes mellitus at end of life

Background Results

Th&_alm of lh_ve management of diabete s mellitus at theendof 4 ooc o poor compliance:
life is to provide an appropriate level of intervention for a
patient’s stage of illness whilst avoiding diabetic emergencies Standard: Insulin prescribing scale prescribed
ond sympromatic iypoghycaemia or hypergiycaemia. 42% (8/19] with a blood glucose monitoring ferm had an
. . . i o insulin sliding scale preseribed,
This necessitates involvernent of patients and their families in
setting goals for diabetes management with the objective 1o gianga g 1n the event of a patient deterioration and shift
maximise quality of life with appropriate levels of treatment o0 final days of life, medications were appropriately

sndintervention. discontinued 100% {1/1) and blood glucose monitoring was
reduced 100% (4/4). Documentation of the changes however
Aim was only done in 25% (1/4),

The aim of this audit was to assess adherence to the 5t Francis
Hospice (SFH) di abetes management guidance policy.

Nine standards were derived from this policy.
Conclusion
Methodalogy
The audit results were disseminated to medical staff at a
weebdy joumal club. Clear documentation of changes at an

Al in-patient $in SEH wene intuded on the date of the d

colléction (n=38), indiwidual level was encouraged.

An audit tool was developed to examine aspects of medication A laminated SFH diabetes gudance document was placed in
prescibing, blood sugar menitoring and documentation each medication folder for ease of reference for all cinical staff.
Data weas collected from patients’ healthcane record and The audit tool was incorporated into the Electronic Compliance
medication folders. Auditing Tool. Re-audit was conducted using this new

electronic tool.

Reults
s Results and re-audit of implemented recommendations

Re-audit was conducted (n=19).

Despite the actions designed to improve compliance, only 55.5%
15/9) with a blood glucose monitoring form had an insulin diding
scale prescribed.

Next steps

Add prompts/freminders for admitting doctors in the patient

miedical record

*  Prompt on the ‘Glucose Monitoring Form” for doctors to:
+  Presoribe a sliding scale on the reverse side

+  Presoribe raphd-acting insulin “as re quired’ in the
patient’s drug Kardex

Title: Management of diabetes mellitus at end of life

Authors: Cleary, Cranfield, Coffey
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Audit of Prescribed Oxygen Use in a Specialist
Palliative Care Inpatient Unit

Fiona Cahill Beth Carr, Lisa McGirr, Louise Pollard St. Francis Hos

Background

Oxygen is commonly used but lacks clear guidelines for use and prescription in
specialist palliative care. In @ hospice inpatient unit (IPU), there was an awareness
that oxygen was rarely prescribed,

Standards
The audit used the Irish Thoracic Society guidelines for oxygen therapy in ocute
clinical settings as the benchmark.

Methodology

=Datainput into online audit tast
=All patients Who used cxyEen iniPU for 1

Fraspecre G

audit

=Dinily chacks to measure compliance with Oy
prescription

=Included information on flow rate, target
saturations, arygen escalation plan

*Devaloped an axygen prescription formio
improve cladty of oxygen prescription
*Complgted 3 monshs ofter iImplamanting the
Initial pudit's ecommendations

Results & Re-Audit of Implemented Recommendations

Wariables recorded on admission or day of
commencing O

100% BE%
B0% ik 7%
o 53
40% an
20% I n %
% - || o
Fiow rate Target Sp02  Delivery device 02 escalation
docurmentid docurnented docunmented plan
miun-3t WFeb-24 docurmantad

Conclusions, Recommendations and Action Plan

The initial audit revealed poor documnentation of oxygen prescription, including
flow rate, target SpO2 and dalivery device.

After 3 months:

+  Improved complionce with decumentation and prescription standards

+  Documentation of target SpO; increased from 11% to 71%

+  The oxygen prescription form received positive feedback from staff

Recommendations and Action Flan:

Redesign the O,
prescription form

Re-audit in 3 months

Title: Audit of Prescribed Oxygen Use in a Specialist Palliative
Care Inpatient Unit

Authors: Carr, McGirr, Cabhill, Pollard
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Audit of Antibiotic Use in an y\’

Irish Hospice North West

Dr Frances O'Mahony, Ms Niamh Kavanagh, Dr Deirdre Finnerty Hospice
Introduction
“Antimicrobial resistance (AMR) has been recognised as one of the greatest potential threats to human
and animal health over the last decade.” = H5E Antimicrobial Stewardship”
Antimicrobial prescribing is key to improving symptoms and outcomes in palliative care for
complications related to infection. However, using antimicrobials is not without harm.
Inappropriate and high levels of antimicrobial use causes increasing AMR and other harms 2 3
Therefore, antimicrobial stewardship is vital in applying this resource effectively and sustainably®
Aim
To compare

antibiotic prescribing practice

in the hospk

Results
2024
(n=9)
78% (7)
100% (9)
80%  78%(7)

1. Data collection June 2024

2. Inclusion:
1. Allinpatients from
March to May 2024 |1/ N/A 44% (4)

inclusive
Antibiotics Results and discussion
commenced in 9 patients were commenced on an antibiotic while in the hospice.
hospice 6 had advanced malignancies and 3 had non-malignant conditions,
3. Exclusion: Both patients with raised inflammatory markers without a defined
1. Admissions in source had a malignant diagnosis.
Terminal Fhase (17)  The indication was documented in all but 2 cases (1 community
2. Prophylactic acquired pneumonia, 1 unknown source):
antibiotics Both in the medical notes and drug kardex in 4 cases
3. Antibiotics Medical notes onlyin 2 cases
commenced in Drug kardex onlyin 1 case
anather setting ‘Where the antibiotic prescribed was not in line with guidance (2 cases:
Second and cellulitis, unknown source] and there was clear evidence of
subsequent consideration of the choice in the individual clinical context.
antibiotic courses Patients were appropriately switched from an IV antibiotic to the oral
Infection Source /LWl route in 2 cases, in accordance with guidelines
All patients had stable or improved Problem Severity Scores on
completing antibiotics.
| All patients had stable or improved Symptom Assessment Scores, apart
Cellulitis from one, where the rating for fatigue increased from 2 to 3.
Unknown 2

Urinary
Resp

Recommendations

This cycle demanstrates stable results overall, with improvement in the antibiotic cholce.

Audit results and associated education were presented at journal club to highlight strengths and areas
for improvement and to promote awareness of antimicrobial stewardship among the MDT.

This audit cycle will continue on a 6 monthly to 1 year basis to ensure the standard is maintained.

Title: Audit of Antibiotics in a Hospice

Authors: 0O’Mahony, Kavanagh, McCarthy, Finnerty
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Title: Audit of Completion of Out-of-Hours Email Prescriptions

Authors: Azhar, Kavanagh, Leyden, Josina, Finnerty, Cleminson,
Bogan
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ST JAMES'S
HOSPITAL

Department of Palliative Medicine,
Department of Anaesthesiology & Pain
medicine

The Development of an Integrated Palliative Medicine and Pain
Team Pathway for Cancer Pain in a level 4 Cancer Centre

Dr Gavin Keogh(1), Dr Anna Hayes(2), Carmel Daly(3), Dr Aine O'Gara(4), Dr Bernadette Brady(5), Dr Joseph Fitzgerald(6), Dr Norma

O'Leary(7), Dr Mujeeb Shaikh(8), Dr Aoibheann Conneely(9).

Background Methods
Due to an aging and i in cancer we an joint ir pain team and palliative care team
patients are living longer with cancer. The national cancer registry of ~ monthly meeting to create individualised management plans for patients

Ireland’s statistical report 2023 demonstrated a 5 year net survival average
of 65% from 2014-2018, up from 44% in 1994-1998. This report also
showed major improvements in survival rates has been seen for most
forms of cancer. (Prostate cancer survival improved by 28% , Colorectal
cancer by 17%, Breast cancer by 16%, Lung cancer by 15%). A pan-
European survey of cancer related pain concluded :

* 56% suffered moderate-to-severe pain at least monthly

77% were receiving prescription-only analgesics

41% taking strong opioids either alone or with other drugs for cancer-
related pain

509% believed that their quality of life was not considered a priority in
their overall care by their health care professional

Cancer pain
Cancer ptient
with pain
During anticancer QB After curstive “Advarced”
s anticancer Rx disease.
£l 55.0% 39.3% 66.4%
Moderate to Moderate to Maderate to Moderate to
severe pain ‘severe pain severe pain severe pain
33.1% 27.6%

van den Beuken.van Everdingen et al, 2016

Need for an integrated Pathway

These statistics are reflected in the progressive increase in incidence in
both the complexity and chronicity of cancer related pain. This is
demonstrated in an increase in referral rates to both palliative medicine
services and interventional pain services. As cancer prognosis increases,
this has increased the burden of patient care in both specialities.
Consequently, we are seeing a growing tolerance to opioids, an increasing
need for polypharmacy and an increasing incidence of adverse side effects
of systemic opioids. Interventions such as nerve blocks and intramuscular
injections are being used to limit the use of systemic opioids, and to
improve patient’s quality of life

Aims

To improve pain management for cancer patients in a tertiary centre
Improve access to interventional pain for patients with advanced
cancer or chronic cancer-related pain

Create an opportunity for multidisciplinary education en the role of
each service and the interventions available to manage cancer related
pain

To reduce the need for systemic opioid use and polypharmacy in the
management of cancer pain

Improve and maintain patient’s functional status and quality of life.

Authors: (1) Reg

Pain Team Pathway

Shaikh, Conneely

‘with complex cancer pain. We applied an action research methodology of
quality improvement. Approval was obtained from St James Hospital
Research & Innovation office.

Results

First monthly meeting occurred in May 2024. To date, 41 patients have
been discussed at these meetings. Of these patients 12 have had
interventional procedures performed. These patients were referred from
the inpatient palliative care service, outpatient department and the
hospice setting. The format of the meeting is being continuously refined
and revised to improved knowledge sharing. A steady increase in the
number of patients being presented monthly is observed. A formal
teaching session has been added to the meeting to maintain current best
practice. The reaccreditation OECI audit of St James Hospital 2024
highlighted cancer pain management as a strength of cancer care
provided by the hospital.

Types of Cancers meeting the Criteria for MOT Discussion to date

Future of integrated care pathway

The Trinity St James Cancer Institute supports further integration of
services

Currently an OPD slot in pain clinic open for short term review of
palliative care patients.

ANP Pain clinic set up to support capsaicin therapy for peripheral
neuropathy.

Working towards the establishment of a specific cancer pain OPD clinic
Data collection is ongoing to monitor impact on systemic opioid use,
functional status and quality of life.

Conclusion

Multidisciplinary approach to complex cancer pain management improves
access to interventions and outcomes for patients, increases quality of life,
reduces the need for polypharmacy and reduces the incidence of hospital
‘admission in pain crisis.

References

181994202

van den Beuken-van
Upda
Symptom

The Development of an Integrated Palliative Medicine and

Authors: Keogh, Hayes, Daly, Brady, O’Leary, O’Gara, Fitzgerald,
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Title: Mindful Prescribing: An audit of de-prescribing practice in
the in-patient Hospice setting

Authors: Brassil, McQuillan, Webb
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Unit — A Multidisciplinary Team Audit
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semmm Audit of medication reconciliations for patients
HOSPITAL admitted to the inpatient palliative unit

KERRY Sarita Ankatiah, Hannah O'Brien, Patricia Sheahan
e — Palliative Unit, University Hospital Kerry
KGROUND

Medication reconciliation (MR) involves creating and maintaining a patient's medication list prior to hospital
admission, and includes each medication’s name, dose and frequency. It is done on admission to rectify
discrepancies between medication taken at home versus as an inpatient to avoid medication errors. Given the
frequent use of controlled medications in palliative care, it is imperative to have an up-o-date MR

To determine if medication reconciliations done on admission to the palliative unit are in accordance with
national HIGA (Health Information and Quality Authority ) guidelines and compare results to prior audit in 2022

STANDARD

According to HIQA document, Principles of good practice in medication reconciliation”, best practice includes
documentation of who completes the MR, the two sources used and if done within 24 hours of admission,

METHODOLOGY

The IPU (inpatient palliative unit) admission booklet's MR page and the first drug char for all inpatients on 1%
October 2024 were reviewed, identifying fourteen patients. Data collected included

+ Date and time of admission (out of hours: after Spm on weekdays and during weekends)

» Admission MR in IPU bocklet, documentation of two sources, with date and signature

« MR by pharmaast, with two cted sources, ieally within 24 hours of admission

CONCLUSION, RECOMMENDATIONS

Previous audit in October 2022 revealed substandard practice in MR completion. Medication list was written for
8/14 patients (57_1%) by admitting doctor within 24 hours of admission, but only one had two cited sources,
and only one was signed and dated. After increasing awareness of best practice and having a full fime
pharmacist to conduct MR within 24 hours of admission in the IPU, re-assessment was done.

SULTS AND RE-AUDIT

Data collected Number of patients (%)
Admission medication list 8/14 (57.1%)
2 sources documented 0/14 (0%)
signed and dated MR 0/14 (0%) |
MR done by pharmacist 14/14 [100%)
2 sources documented by pharmacist 13/14 (92.9%) |
MR by pharmacist within 24 hours 7114 |50%)
Out of hours admission £/14 (57.1%) |

Re-audit illustrated there is room for improvement to be closer to the national standard Re-audit will be

conducted in 2026, after the following interventions have been implemented.

+ Rewvision of the MR page in the IPU admission bocklet, to include clearer section for admitting doctor's
signature, date and tme completed

+ Education intervention - stressing the importance of completing the MR and documenting sources 1o avoid
medication errors and adverse effects

+ For weekend admissions, routinely contact community pharmacy, as IPU pharmacist not available

Title: Audit of medication reconciliations for patients admitted
to the inpatient palliative unit (IPU)

Authors: Ankatiah, Drury, O’Brien, Sheahan
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Management of Diabetes Mellitus at the End-of-Life
— A reaudit of adherence to local hospital guidelines

Dr Kyle Taheny?, Dr Roisin Harrington, Dr Brenda O’Connor’-23, Professor Karen Ryan'23

Dubl

8 Clinical Audit & Effectiveness

2.5t Francis Hospice, Blanchardstown, Dublin 15

Belfield, Dublind

Background and Rationale for Audit

At the end of life, the goals of diabetes management should change ensuring a patient-centered, comfort-focused approach with clear communication.
To improve local management of diabetes mellitus at end of life in Mater Misericordiae University Hospital (MMUH), a policy was developed considering
local practices, staff concerns, local experts and international evidence. This policy was published in 2022 once approved by the local Drugs and
Therapeutics Committee. A Plan-Do-Study-Act (PDSA) method was implemented. Adherence to the policy was audited in 2023. It demonstrated room for
improvement in diabetes management at end of life. An education campaign was completed, including presentation at MMUH Clinical Audit Week and
targeted education to clinical nurse specialists, clinical nurse managers and endocrinology NCHDs. The local specialist palliative care team also promoted

the policy where appropriate to patient’s care.

Aim
Reaudit to evaluate the success of education programmes on local
rmanagement of diabetes mellitus at the end of life.

Methodology

+ Apseud i chart review was undertaken.

Patients who died under the palliative care team with a diagnosis of
diabetes were identified using electrenic medical records.

162 patients were screened.

+ Data was collected using Microsoft Excel.
Descriptive statistics were generated.

Results of the Re-Audit

24 patients; Type 2 Diabetes Mellitus in 23 and Type 1in one patient.

Figure 1 provides comparison to the original audit.

Standard 1: Clearly diabetes

management at the end of life. This was met in 7/24 (29%).

Standard 2: Evidence of appropriate communication with patient/
family regarding diabetes management at the end of life. This was met
in 4/24 (17%).

Standard 3: Blood glucose level testing appropriately reduced/
stopped as a person approaches the end of life. This was met in 17/23
(74%). 1 chart was excluded due to incomplete data.

Standard 4: Oral agents as
person approaches end of life. This was met in 18/20 (90%). Four charls
were excluded as these patients were not on oral hypoglycaemic agents.

Standard 5: Insulin is reduced when oral intake diminishes: This was
met in 4/6 (67%) of patients who were on insulin. 18/24 (75%) of
patients were not on insulin.

Conclusions

Standards:
Published policy “Management of Diabetes Mellitus at End-of-Life
Palliation (Comfort Care)".” The original standards were re-audited:

1. Clearly deci king diabetes
management at the end of life.
2. Evidence of i with p;

regarding diabetes management at the end of life.
3. Blood glucose level testing appropriately reduced/stopped as a
person approaches the end of life.

4. Oral ic agents appropriately di as a person
approaches end of life.
5. Insulin is reduced when oral intake diminishes.
Figure 1; Reaudit Results
£
i
& sundurd 3 o
m2023
-m
Standard &
7
o =

10% 0% 0% 40K SOK 60X 0% BOK O
Percentage of charts meeting each standard

While continued room for improvement exists, this reaudit suggests that efforts aimed at implementation of the policy and sustaining the change are
improving adherence to local standards on the management of diabetes at the end of life, and in turn patient care. All audited standards showed
improvement. Stakeholder buy-in is crucial for successful change management, and targeted education sessions and policy awareness efforts have
proven beneficial during this PDSA cycle. However, communication and documentation around diabetes management at the end of life remain poor,
reflecting themes in the available literature. This will be a key focus for the next PDSA cycle.

Action Plan

1. Continued promotion of the policy at ward level via the palliative care team for relevant patients to improve adherence.
2. Ongoing stakeholder engagement to determine effective strategies to promote policy use and sustainability.
3. Further education on the management of diabetes at the end of life and use of the guideline will be provided for both medical and nursing staff.
4. Reaudit to be completed after the next PDSA cycle.

References Correspondence to

S G ktaheny@olh.ie

e

Title:

Management of Diabetes Mellitus at the End-of-Life — A

reaudit of adherence to local hospital guidelines

Authors: Taheny, Harrington, O’Connor, Ryan
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GpaenoL  Care of the Dying Patient in St. John’s Hospital
Mis., Laura Meanay, Dr. Sarita Ankatiah, Dr. Helena Myles

Background Resul

Standard 1: Dying Patignts is St Joka's Hosoral deally should hase &

v This aeadit of the Care of the Dying Patient i 5t. Jokn's Hospital
weas prompted bytbe resuks of the National Erd of Lfe Survey s +  1%/22 [65%) patients died i a single rocen

w3
* WELTN pathents died kv 2 multiple orcupancy room
+  Following stake®o kder engagement, speciic aress wene dentified
for artestion with con seasus that & TS Spactha Fiview would
yleld nsights and identify o pportun kles for targeted Intervention Stamdard 22 A ‘Diageests’ of Dyieg should bo made
* 1272} {55%] pathents = ‘dlagnosh’ recorded

J 10422 (45%) patissts - no ‘disgnssis’ recorded

" To rview the Services peovided to i minestly dying patients and Shand ek % et s ko bl ot e el Ly £ acdalich
thelr Gamilies in St Johe's Hospital Falligive Carp Seevice

= To sudn multidiscplnany practe against five lncal agresd mandards
*  Releral sont: 12422 (55%) patients

*  Haotreferred: 1022 [45%) patients

¢ PRetrospecthe review of besk heare records of all deceased Stacwd i 42 Their Dbt W0t ificatioe Fosm ghould b oo phited within 3
patheas within S0 Joka's HotaRal batasen May and Newbm bes orking days
03

+ Comgleted: 6/22 {27%] » Mot completed: 16/22 {73%]

*  Aaditregitered prior to commencement

Staedard 52 4 lgtter should be sent informing the GP of the death
" Data weerw extrected i pro-defined data templates asd amalysed it hin one working da

uthhg Mkroso# Excel

* Leted sont: 97232 [41%]  * Mot s = 13722 [59%]

onclusion
*  ¥rdesths ccourred I 51, bolin's Ho spital betwesen May 2023 and *  Deaths oocumed predsminantly in older patients with nee-
Mavember 3023 malgnant Baes
Demograghics: We22 *  Results supgest than the terminal phase of advanced finess was
mat abwas proact beely recognied
Make 13 Limitations;
Female a * A proportion of the Incladed deatho may have been sadden rather
— than antieipabed
ey 2 + Mot ol sugpest ioms kdent fied bn the National End of Life Sarvey were
] 1 Heaible 10 meanare rerospcively
L] i}
" A i nting C :
Blagraiiy: *+ Education Sessiors undertaken in Speing 2024
Maligraat 4 * Caro of the Dying pathent
Lo | _ * Audi resahs dissem inated
+ Stendard Operating Frocedure (50F] deweloped - Care of the Dying
Patient

+ Designated Pallative Care Hub — Firss Floor
* Paliatbe Ciew Nurse Champion s painted i shch departsant

Re-Audit sgminit sgreed Parsmeten:

* Autumas 2024

Title: Care of the Dying Patient in St. John's Hospital, Limerick:
An Audit

Authors: Meaney, Myles
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* 16% of all cancer patients
have metastases to bone.

* 5-10% of patients with bony
metastases will develop
malignant spinal cord
compression (MSCC).

¢ Adverse outcomes include
paralysis, incontinence and
shortened prognosis.

o
To identify if patients with
suspected MSCC were being
investigated as per NICE
guidelines in a large level 3
model hospital providing
oncological care.

Fig. 1. MSCCSymptoms

Metastatic spinal cord compression:
initial assessment and management

 Retrospective study

« Inclusion: Advanced cancer
patients referred to the inpatient
palliative care service, with
suspected or confirmed MSCC
from March 2023-March 2024.

 Data collected included MRI

order requests, timeline from

request to imaging and use of
steroids

Fig. 2. Animation of MSCC

SPINAL CORD
COMPRESSION

Mean Age 73.2 years

Known bony
metastases on
admission

80%

Known to CPCT
(community
palliative care
team)

53%

Fig. & Audit Data

Diagnosis by percentage

e

+ In 80%, symptoms concerning
for MSCC were specified in the
MRI order request.
« Of those, 40% of patients had a
confirmed MSCC.
= Only 20% of patients received
dexamethasone before MRI.
« Mean time from MRI request to
scan was 2,94 days.

* Adelay was identified between
MRI request to scan completion
in suspected MSCC.
« Delays in diagnosis can impact
treatment and result in adverse
patient outcomes.
« Further study is required to
investigate the cause for delays
in imaging to improve patient
care.

Title: Investigating timelines of imaging for suspected malignant

spinal cord compression in patients with advanced cancer.

Authors: Geoghegan, Staunton, Wallace, O’ Brannagain
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rounds, and at jus
de-prescribing %mmlw«mmummu
that are 0o longer required or

Fad not ooourmed in G0% of cabes, with staties

m|wamhwm;mimwnam
Sa-praveribed,

WHII Wit will i Bk b PE-duSL.
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Deprescribing at End-of-Life:

an audit of potentially

Inappropriate medications in the palliative population

Authors:
Waldron

McDonnell, Keaneg, Kelly, Murphy, Reilly, Gaffney, Cronin,



Case Reports

Addressing Peripheral Neuropathy to Support LY

Occupational Engagement

Julie Donohoe , & Sarah Delaney » St. Francis Hospice

Background ' Case Presentation
zz:’?::}r:l ;g:m;’;e'm; 'Sof’:'":h;’;::‘aEOSt Alady in her 70s attended occupational therapy on
PY: an out-patient basis in her local hospice.

effecting up to B80% of patients (Klein & . N
Lehmann, 2021). However, it can often be an Diagnosis of stage 4 non-small cell lung cancer.

under-addressed symptom in oncology Symptoms of treatment related peripheral
care (Tofthagen et al, 2012). Peripheral neuropathy were present, following various lines of
neuropathy can impact patients’ quality of chemotherapy.

life, affecting occupational per‘ff)r.mance Patient’s goal: To be able to make dinner for her
areas such as self-care, productivity and R s t t th tabl
leisure as well as having psychological CITilY- DU O prasarn -canno D hoMoaalaes
consequences (Alkandari & Hollywood, due to peripheral neuropathy.

2023).

Management and Outcomes

Tactile stimulation interventions (Quintal et al, 2021) were carried out with patient consent This
involved the patient immersing each hand in a basin of uncocked rice and searching for items within.
Pain and numbness in each hand were scored, pre and post intervention on a visual analogue scale
(Figure 1). The effect usually lasted approximately 60 minutes for the patient. This approach was carried
out alongside pharmacological management of peripheral neuropathy.

Discussion and Learning Points
Despite low level evidence for these approaches to
treatment, improvements on patient rated scales
were achieved. The patient also reported that her
Pain 510 110 hands “feel part of my body again®, By adopting this
palliative rehabilitation approach (Mentagnini et al,
[T 3/10 05/10  [6/10 2fio 2020) , and applying it to meaningful goals the patient
was able to surprise her family by returning to making
dinner for them.

@ P &

Post Pre

7010

ness
Figure 1: Example of outcomes scores

ASSESSMENT GOALSETTING  INTERVENTION OUTCOME
TACTILE
IMPACT ON MEAL COOKING
FUNCTION PREPARATION ~ STIMULATION DINNER

Conclusion Contribution of Practice and Originality

This intervention was low cost, time efficient and This case study outlines an example of
easy for the patient to replicate at home, thus palliative  rehabilitation  resulting  in
reinforcing idea of self-management strategies. enhanced occupational engagement and
However the biggest benefit of this intervention restoration of occupational identity, fulfilling

was moere holistic - it allowed the patient to fulfil meaningful occupational roles within own
their meaningful goal and productive role. family.
[ —
Alkandor, M. & Holywood, A (2023). g aquat . Frontitrs in Pin Resoanch, 4, 162605, + Decupational Thenpy Dept.
Kiein, L. & Lehvmonn, H.C. (2021). pocitoe: Tc #{w). 220 5 Francis Hospeos Dubln
Mantagning M. Javier, M. M, & Mitchingan, A, (2430). The roke of 20(1), 9-21
ninial, I, Corrier, &, hact Beurbonnois, O. & Gyse, J. 0, (3071). ety i ‘o perihorl

‘systomatia review. Jounal of Hand Theopy: 34(1). 3-17
Tofinagen, ¢, visausky, C. & Borry, 0.1 (2042) Stangtn tor oauns wn o
o futus resocrct. Gncology rursing forum 39 (5), 416

Title: Addressing Peripheral Neuropathy to support
Occupational Engagement

Authors: Donohue, Delaney



Case Reports

meeee | NE USE Of pregabalin for intractable nausea
HOSPITAL in Palliative Care
KERRY

Sarita Ank

Hausea and vomiing aré common Symploms encountered in palkative care, with treadment based on
understanding the emetogenic palhways and neurolransmitters mvolved, along with the presumed aetiology
Sormelimes the cause may be unknown of rmultfactonl leading o more comphx ireament regmes

60-year-old female daagnosed with stage 2B gastic adenocarcinoma, ireated with ihe follewing

= Four cycles neo-adjuvant FLOT chemotherapy (fluorouracil, leucovonn, cxaliplatin, docetaxed)

=« Taotal gastrectonny, lyrphadenecionmy, omentectonmy, with oesophagojejunal and jejund-jeunal anastomasis
= Eight cycles adjuvant FLOT chematherapy

Post prandial nausea began during the first cycle of necaduvant chemotherapy, worsensed post gastrectomy
and with further chematherapy, persisting for approximately two years Initially associated with reduced
appetite, fatigue, vomiting with no rebel, poor sleep and weight loss, then later included epigagtnc discomion
dysphagia and fteatorhea

Differential diagnoses: chemotherapy induced nausea; recurrence of malignancy; bile reflux or dumping
syndrome post gastrectormy, pancreatic exocrine insufficeency, central cause of nausea

Investipations: CTTAP (computed topography of thorax, abdomen, pelvis), OesophagoDuodenoGastrascopy,
Colonoscopy, Bamum swallow, MRI Brain (magnebic resonance imaging) found no ientfiable cause of nawsea

MENT/ ANTIEMETIC

Aprepitant, Levomepromazine, Granisetron Stopped secondary to increased drowsiness

Metoclopramide Stopped due o Worsenng nausea

Cytlimne, Lorazépam, Haloperidol Stopped a5 ineffedtive

Ondansetron Changed to as needed due 1o conglipation; mild refief
Olanzapine Mild improvement, non-sustained relief

GCreon with meals, Zinc supplements Improved steatorthea, no effect on nausea
Pregabalin Significant improvement, brain fog at high doses

SSION AND LEARNING POINTS

« After exhausting the kst of commonly used antiemetics with mmnimal symglom contrel, pregabaln was tnalled
for possible neurclogical impact of gastic malignancy and gastrectomy. Tiration up to 200mg twice daily
}Mas effectise for four months, until another flare occumed. Dose increase 1o 250mg nocte resulled n bran
g

« Currently, there is no data studying the efficacy of pregabalin for intractable nausea in palliative care,
however, @ mela-analysis conducted to assess the effect of preoperatve pregabalin on post operative
nausea, found a significant reduction in the oocurrence of nausea (9.91%) and vomiting (8_83%) post-op

Despite being wlicensed as an antiemetic, pregabalin in this case, resulted mn sgnificant relief of mtractable
nausea moa patent with 3 complex background, This illustrates d polental Tor fulure use m, refraclory Nausea in
ihe palliative papulation, however more clinical research s requaned

Title: The use of pregabalin for intractable nausea in palliative
care

Authors: Ankatiah, O’Brien, Sheahan



Case Reports

Physical rather than Cognitive and Functional Decline
a Slippery Slope

Dr Wen Yan Low?, Dr Ciara Gibbon:
35t Vincent's University Hospital, Dublin, Ireland.

Frances O'Mahony', Dr Diarmuid O'Shea*

Background

Physical function is the muscle strength and mobility
required in order to perform functional abilities. Terminal
decline in cognition and functional abilities are well
described in the literature, but not physical function.
Description of physical function decline is usually implied
and extrapolated from functional decline. We present
the case of a man with physical decline as his primary
poor prognostic indicator for his presentation.

Case Presentation

We describe a case of a 92-year-old gentleman who
presented with severe pressure ulcers. He was previously
fully independent one month prior. This gentleman
walked two miles daily and fixed his roof one month
before his rapid decline. Over a period of days, without
any interceding illness or trauma, he was no longer
physically able to get out of bed. This led to the
development of a large Grade 4 pressure ulcer. This was
managed by a community nurse but it was not noted to
be abnormal until it was discovered by his daughter. This
triggered his hospital admission.

oicer

He was admitted for management of his ulcers, including
tissue viability and reh i
including blood tests, blood cultures, and chest x-ray
showed no abnormalities. During his stay, he failed to
rehabilitate and demonstrated functional and cognitive
decline. We treated him empirically for probable infected
pressure ulcer with good biochemical improvement but
no clinical response.

Initial i { 15

He deteriorated suddenly following a large-velume rectal
bleed on day 21. Urgent CT scan demonstrated
significant prostatomegaly, mucosal thickening and
diverticulosis of the of the rectosigmoid colon and
multiple hypodense lesions in his liver and spleen.

University College Dublin

Title:
Slippery Slope

Authors:

Multiple inguinal, pelvic and aortocaval nodes suspicious
for metastasis. We recognised this as an irreversible
illness. Further investigations were deemed burdensome.
He died peacefully on day 39 of his admission.

Discussion

There is a lack of literature on terminal decline (TD) in
physical function in isolation, such as what we see in this
case. This gentleman had preserved cognitive and
functional abilities relative to his significant physical
decline. Accelerating rate of decline is widely recognized
as a poor prognostic indicator but some patients, like this
gentleman, only present with impairment in one area.

—— Physical - - - Social -~ Psychological —-—Spiitual
Wellbeing dimensions in people with rapid decline
(ypically progressive cancer)

€

Wiellbeing

t i i
Oughess Dinwptltoung  Facamnce
L Weeks. months, or years Death

Physical - Social -~ Cogrition -~ Function
Trajectory of our patient’s decline
Wellbeing

»
ol

Distress

January

Learning Points

Stolz et al. (2024) had shown physical function can have
similar terminal declines to other aspects of a person.
They measured this simply with gait speed and the time
needed for 3 chair stands, which is modified from the
short physical performance battery, This decline can start
2.5 years prior to death. In our older patient cohort,
simple physical function tests could be another useful
tool for prognostication and inform decision making.

Conclusion

Further research is needed to assess the validity, utility,
and acceptability of incorporating physical measures
within our palliative care needs assessment.

ST.VINCENT'S
UNIVERSITY HOSPITAL

Physical rather than Cognitive and Functional D

Low, Gibbons, O’Mahony, O’Shea

ecline- A



Case Reports

) Miford Care Centre

Sy

BACKGROUND
« There is limited evidence guiding the conversion of alfentanil to
other opioids
« Despite limited evidence, a conversion ratio of 10:1
diamorphine to alfentanil was historically suggested which has

since been widely incorporated into prescribing guidance.

« This case report aims to contribute to this evidence base

CASE ONE

+ 50 year old lady with metastatic uterine leiomyosarcoma.

« Alfentanil commenced when she developed marphine sulphate
induced neurotoxicity associated with sepsis and AKI.

» Alfentanil continUed following resolution of infection and AKI.

* Escalating abdominal pain over the succeeding weeks necessitated
titration of alfentanil to 28mg via CSCI/24h,

* SAS scores >/=6 despite titration.

(1)

CASE 2

+ 53 year old lady with metastatic high grade serous ovarian ca and
malignant bowel obstruction.

+ Alfentanil was similarly commenced when she developed symptoms of

MANAGEMENT AND OUTCOMES

* In both cases, to manage uncontrolled pain, alfentanil was
rotated to Oxycodone via CSCI.
. dose was by 50% in
both cases for safety in view of limited evidence and incomplete
cross tolerance.

« In both cases, despite 50% equivalent dose redur:l\cn as per
equianalgesic tables, no increase in pain was seen.

= SAS score for pain in both cases was 0 in the succeeding 2 days.

« Fewer PRN analg{ssmswera needed, (7 vs 1 for case 2), no
features of neurcloxicity were cbserved and no increases were
made to adjunct analgesia.

DISCUSSIONS AND LEARNING POINTS

* Rotation to oxycodone, even with 50% dose reduction based on
estimated equivalents, resulted in significant analgesic benefit in
two patients with uncontrolled pain on increasingly high doses of
alfentanil.

« These two cases support anecdotal evidence that the analgesic
efficacy of alfentanil may lessen at doses >20mg/day, possibly
indicating tolerance.

CONCLUSIONS

« These cases both demonstrates safe and effective analgesic efficacy
despite 50% equivalent dose reduction when converting high dose
alfentanil to oxycodone via CSC

« The reason for this based on current available evidence remains unciear

igher doses

- Suggests possible development of tolerance to alfentanil at

- Potentially related to varying phamacokinetics e 9. hydrophilic nature of
both marphine sulphate and oxycodone in conirast to lipophilic nature of
alfentanil

- Further study and research is needed in this area before drawing definitive
conclusions.

ADDITIONAL
- Funding: no funding sought

- Ethical approval: Ethical approval not required. Both patients provided consent
for case studies to be written up with anonymity preserved.

. McPherson ML. Why tables are only part of the

background opiate (oxycodone int his case) induced
Normal renal function at the time of switch.

- Symptoms of neurotoxicity resolved following rotation and Affentanil
was continued via CS!

- Escalating lower abdominal and lower limb pain necessitated titration
of alfentanil to 22mg via CSCI/24h. Despite this, high pain SAS scores
and breakthrough doses of Oxycodone in excess of 6 times per day.

answer to equianalgesia. Ann Palliat Med 2020; 9(2):537-541,
Taylor A, Stane CAlfentanil canversion ratios and successful analgesiaBMJ
Supportive & Palliative Care 202%;13:6784-6785

CONTACT DETAILS

‘Sarah Fitzpatrick
Emal: 3izpairick@miffordcarscentre fo

Tol. +353 (0)61485800

~Address: Miford Care Gentre, Gastetroy, Limerick, Ireland
Website: hifps /milfordcarecanire e/

Rotation from high dose alfentanil to oxycodone via
continuous subcutaneous infusion: Two case reports

Title:

Authors: Fitzpatrick, Myles



Case Reports

MANAGING LITHIUM TOXICITY IN AN :
INPATIENT HOSPICE SETTING @

HILL', DR F. TWOMEY!

Lithium. eommanly preseribed for treatment of bipobr affective disorder (BPAD) has a marrow terapeutic index. Lithium tesicity
an be acute, aute-on-chronic or most commaonty. chronic, Cheonss tesicity & generaly a consequence of decreased ¢lmination
through volume depietion which may be 2 result of physical disabdity, concurrent iBness or the nephrotoxic effects of lithem itself,
A presemation €an vary, heonit bty typieally manifets 15 nEmolagical SEns 4l Sy mpoms whersas gastrantetinal efets
predominate with acute toxicity. The management of maoderate to severe toxicity may require haemod lysis in a entscal care setting
This may be inappropriate for patients with paiiative care needs. We present a case of chmonic lithium toxic ity managed in an
inpatient hidpice etting.

Case Presen@tion

This case centres on an adult female with metastatic colarecal Lithium toxicity presentation
carcinoma and a longtand ing dixgnosis of BPAD, well
controled on lthium for over thirty years, Over 4 Dwdwssk Acute Chranle

period. she developed progressive dysarthra. impaired
coordmation and aitered mental status. Initel assemment

PEVEED 3 COUFEE RETOr, Mgy, hypermefioo and delirium,

Elood tests indicated a naremal sodium, 2 lihium level of b

1. &mmall and raised inflammatory markers. $he wis treated )

wilh NEriEnous INTbHE For & aripected Irwer repiralony il sl sl i et
TrRCT mfection. Fhee diys Wner. repeat bloods swed a0 atute- —
on-chronic kidney injury and severe hypernatrema of -

ITTmmeliL A dagrosis nephrogenie diabetes insipidus was
emablished, decompensated in the settng of acute ilness and a Latar - mrrslngicst chasges
rebtree fluid intake cefcik

Dy | Dy 5 Dy 15
S gl m m iy
Chlorade 1mmadtLi L] -l m "
] 2y L 2 A Other side-effects of lithium therapy
Crasems (wm L) 1. u i+

-

Liakon psychiatry and nephrolegy were cansulted. The lithium

L] Lot Chrpnig b dnaase Thyvaid
VB3 STOPPED. INFAVENGUS s wene 10nanktered 10 replice ey . . — . et
the free water deficit and ongaing losses, up to 4 bres daily e laphrogenbe Suiones Incpidnh

initally. This continued until she was able to compensate with
oral intake. The symptonts of taxicity ressived but she required yripaa—

an ongoing high level of care due to progressive global
deteriaoration caused by her undértying malgnancy.

Eamal fuleetar pienn
M

Drespite the patential side-effects, lithum remains a fird-line treatment option for BPAD. Patients receiving pallative care may be at
inereased risk for deveoping toxicity due to redeced intake increasing fraily or ntercurrent ilnes. Recognising toxicity is esental
o allow for prompt management where appropriate. Differential diagnoses include seratonin symdrome 1nd meuroleptic malignant
Fndrome.

LIRNAIT EGKEY CAN pREsent wilth unplasint. dEbTating and potentially [Fe-threateming nantetations. ANNOUEN there are
lenEations, & can be managed effectively inan npatient hosplce setting

Title: Managing Lithium Toxicity in an Inpatient Hospice Setting

Authors: Ruttledge, Cahill, Twomey
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Title: Project on how Out of Hours Communication affects
Emergency Department Admissions

Authors: Ong
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Tranexamic Acid - Exploration of its uses subcutaneously,
a case series

T. CAHILL, L.KELLY, M.LARKIN.
Milford Care Centre, Limerick, Ireland

Bleeding is a symptom that can cause significant distress in the Palliative care population (PCP). Causes can be multifactorial
and treating the primary cause is often not possible. Conservative management with tranexamic acid (TXA) either orally (PO)

or intravenously (IV) can be used to help manage symptoms.

If neither route is available or appropriate we can consider the subcutaneous (SC) route as an alternative option. Literature is
limited to date with most data on safety coming from single case reports.

. To investigate the use of subcutaneous tranexamic acid
in an inpatient hospice.

26 patients received parenteral tranexamic acid - 3 of
these had tranexamic acid via a continuous subcutaneous

infusion (CSCI).

. Toinvestigate the efficacy and safety of subcutaneous

tranexamic acid in palliative care patients. All 3 cases had an underlying cancer diagnosis.

Mean age 83 (range 80 -85 years old)

Mean Length of time an CSCI - 96 hours (range 26 hours -
216 hours).

2 cases had bleeding from tumour sites and 1 case was an

+ Retrospective chart review of all parenteral tranexamic upper gastrointestinal bleed (UGIB).

used in a single Irish inpatient palliative care unit (IPU)

over 24 months (2022 - 2024). 2 patients received TXA orally initially before commencing

CS5Cl as they were approaching end of life (EOL) with active

« Appropriate patients were selected and electronic records bleeding.

were examined along with clinical notes and medication
administration records to ascertain efficacy and

tolerability. 1 patient had been maintained on IV TXA initially then

rotated to CSCl at EOL.

TXA was administered independently in water for injection
diluent. CSCl dose range of 1.5 - 2g over a 24 hour period.

Hasmoptysis primary

All patients tolerated TXA via CSCI with no site reactions
Tung SCC tumour)

noted,
2 patients bleeding was controlled on CSCI.

Coffee ground No further
vomits, bleeding, No
dysphagia and site lssues,

1 patient deteriorated rapidly from terminal bleeding.

Tranexamic Acid
Bleeding from primary  TXAmoutiwash  Dysphagla.and
tonsillar SCC. ‘ongoing
bleeding

Conclusion

- Experience of using tranexamic acid via the subcutaneous route appears limited in Ireland according to current literature.

« This case series highlights that administration of tranexamic acid via a subcutaneous route appears to be well tolerated and could be
considered as an alternative route for palliative management of bleeding when oral and intravenous routes not available.

Email: t.cahill@milfordcarecentre.ie for a full list of references

Title: Tranexamic Acid - exploration of its use subcutaneously

Authors: Cahill, Kelly, Larkin
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Interdisciplinary perceptions of palliative

non-malignant patient symptoms

St. Francis Hospice

Background
Patients with nen-malignant end-stage lung disease
have similar symptoms to those with cancer [1].
Palliative Care should be available for all those with
life limiting ess [1,4,5]. However, National and
International evidence suggests that this group of
patients may not be receiving optimal Palliative Care,
causing them to experience many complex unmet
needs which require an interdisciplinary approach (1].

Aims
This study explored the experiences and
perceptions of an interdisciplinary team who
provided specialist Palliative Care to these
patients and caregivers in a specialist outpatient
service in Dublin.

and caregiver distress in an outpatient service.

Methodology
This was a qualitative descriptive study.
Purposeful sampling of the interdisciplinary team
(n=10) included six disciplines. Participants
included Chaplains, Complimentary Therapists,
Consultants, Nurses, Physiotherapists ~and
Occupational Therapists. Data was collected
using semi-structured interviews and analysed
using thematic analysis [2]. Three themes were

Findings identified which suggested commonalities across
disciplines.
Sub theme a)
Patient symptoms
Ansiety (n=9), ) Fatigue (n=7), n=4),
THEME 1 ty igue (n=7), ),
Identifying & Assessing Symptoms 1"1L ‘Spiritual distress. (n=2), Insomnia (n=1), Wypoxia (n=1).
uncleae trsjcrory Sudden deteior Sub theme b) N
Four domains of Paliaive Care were Caregiver distresses
\responses.
(ne3), n
ot
(ne2 Panic (n=2),
(31, soation (n-2) ;
Sub theme a)
Engaging and empowering patients
Helped themto manage theiromn symptons.
M“f“" 2 Sub theme b}
g & Empowering. mpowering
n ,,zmu,,ms;,m of the banefis o education: WL ..o il GEzE
i ;.. group andindividual support
Sub theme c)
) ngaging g health
[ Sub theme a)
T N Fostering integration & collaboration
THEME 3 Discipkines valued each other differently
Enhancing & Processin Improved intcgraton with Bespirtory teams. D)
Al particpants sotiof the benefitsof th ftercisciplinar =
s o thee potents Y Sub theme b)
o merdspinry s monsgoment s pesie. ) ras. Hosplat Atendance. Dfsengagement
_ o e e U
Implications for practice and research i .

* Interdisciplinary model of outpatient care has scope to be Summary

replicated in other areas.
* Interdisciplinary professionals have an important role in
education for non specialist services.

Globally, all patients with life-limiting illness should receive adequate Palliative Care [1,4,5].
Palliative Care education is continuously evolving to ensure these patients receives quality care
[3]. However, evidence suggests that there are significant improvements to be made to enhance

« There Is an ongoing need to resolve Palliative Care
misunderstandings. This is reiterated by the National Palliative the service for this group [1]. o )
Care Policy (2028), This research provided evidence of existing interdiseiplinary speciast Palliative Care practices for

these patients and caregivers in a Dublin outpatient setting. It identified that they require
linary specialist Palliative Care to manage their symptoms at various times across their

Further research is needed to investigate the impact of the
integrated outpatient service and respiratory teams on
unscheduled hospital attendances.

There is a need for psychology and dietetics to be included in
the interdisciplinary outpatient services.

span.
Improving Palliative Care education for patients, caregivers and healthcare professionals was
identified as important to improve the service nationally. A novel innovative interdisciplinary
model in outpatients was seen as a positive provision of care for this group of patients, and it was
considered that it may influence unscheduled hospital attendance.

References
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A Clinical Audit of Physiotherapy Documentation

within St. Francis Hospice Dublin

L

St.Francis Hospice

Background

nMarch 2020, oulpotient clinics were suspended in St Francis
Hospice Dubiin {S7HD) due to the COVID- 19 pandemic.
Physiotherapy delivery transitioned 1o home visits 1o lociitote
nents for SPHD Community Paliathe Care (GPC)

patients.

Tha Patient Administration System (PAS) was rolled out across ol
disciplines within SFHD to encure up-to-date record-keeping. PAS

5 patient

allowed professionals 1o document and o

nformation electronicality when healthcara records were

u kb, An [: rermplate

March 2020 - OPD cli suspended due to the Covid-19

pandamic

2

May 2020 - PAS systern rolled out across all disciplinges to facilitate

wos developed within PAS to streamiine
Aim

A documentation oudit was

enciucted over o 12-month per

¥ To maximise patient safety

# To impreve qualty of cor

¥ To ensure that standards of documentation within the SFHD
physiotherapy team are in Ene with guidelines from the

redevant professional bodies

Standards
Guidelings and codes of professianal conduct

protessional bodies:

Methodology

mantation

Standards Results & Re-Audit of Implemented
Recommendations
* There were || standards in totol with some sub sections

- Each poir g ol
Total = 23 points per patient record
Audit

- B3
Actions taken in preparation for re-audit:
Actions of Investigator S

Re-Audit

-

* LettertoAuditCommittes [, oo oo
with recommaendation that abbroviations
SFHD abbreviations be b

*  Usetime in 24 hour
updated formnat

+  Feedbock to Physiotherapy

* Useol ital signature
toom with 0cton POINtste. |+ oo

|2ﬂnsﬂmm records = 10 from each site |

Meatheore recond from 4 physictherapists audited
2-6 charts hom each physiotherapist

B |

Records evauated accordng to chosen standards

| Results colloted and presented I

Title:

Authors: Coyle, McGirr

compliance

Conclusion & Future Implications

* Decumentation hag impreved dua to
To sirive for further improvernant a re-audit wil take place in
February 2025

= [ if wil work wi
approved abbr iong will
ochisving better succoss rates.

the actions taken to dote.

toupdate
SFHD 08 this Femains @ barier in

Physiotherapy Department Documentation Audit
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isciplinary Collaborative Quality
Improvement Initiative to reduce Falls and minimise
associated harm in a Hospice Inpatient Setting

Authors: J. Boult', J. Brennock?, V. Butler’, M. Carr, D. Lynnott®, N. McKeon®, M. Murrihy’, M. Scarry®

Falls are a commonly reported safety incident in Specialist Palliative Care Inpatient settings in Ireland. The risk factors are
multifaceted and frequently interlinked with underpinning complex mechanisms including history of falls, age of the person, impact
of complex medications, functional status and presence of delirium. The national benchmark in Specialist Palliative Care in Ireland
is less than 12 falls per 1000 eccupied bed days, While Galway and Mayo Hospice have routinely met this target, a multidisciplinary

and multi-faceted approach has been taken since 2021 to reduce the risk further and to minimise the potential for injury.

MULTIFACETED APPROAC]

All patients screened for falls A Footwear First campaign and easy-read falls prevention leaflet for
| patients and their families.

dardised the multi-factorial falls tool Regular falls tracer audits including staff and patient interviews.

Review of the individual falls care plan Al slips/ trips/ falls incidents and near-miss incidents are reported and
investigated using a corrective action, route cause and preventative
action approach.

Optimising of management tools: supervision, equipment, alarms, A Consultant led Multidisciplinary Falls Working Group developed

mobility aids and environment.

Daily safety pause as a communication channel for raising awareness of = Contributed towards the devels of a perf indicator for

a patient’s falls risk.  falls that can be benchmarked across the sector.

Falls risk identifier on the electronic healthcare record and displayed Falls data:

on the electronic dashboard o Discussed quarterly at the Quality and Patient Safety Committee of

MDT education and initiatives to raise awareness including falls the Hospice Board

awareness wesh. o Circulated to staff

o Published an the Hospice website annually.

MULTIDISCIPLINARY AND COLLABORATIVE APPROACI

SUPPORT

ecutive Team

— O:;Il:pﬂ onal

IMPLEMENT

ALL STAFF Patient
Family
Communities

i Nursing Practice
Director Education
of Quality

Physiotherapy

RESULTS:

addition to the reduction in falls, | have observed a noticeable
increase in awareness of falls prevention and management, and in

Number of patient falls

2023 2024 & Q2

proactive engagement by all members of the team in implementing

GALWAY 70 54 5.4 o "
measures to support patient safety around falls”
MAYO 65 ab 32 VPR fety f
Clinical Nurse Manager, Inpatient Unit
DISCUSSION:

Multidisciplinary quality initiatives and interventions in recent years have resulted in a sustained decrease in the number of falls per 1000

occupied bed days, and in ensuring that no falls resulting in injury have occurred in 2023 or to date in 2024.

While acknowledging the resources required to plan, drive and implement these quality improvements operationally, positive feedback has been

received consistently from staff, management and the Quality and Patient Safety Committee as to the impact on patient safety.

FUTURE DISCUSSION:

« Patient Engagement: + Collaborate and Share:
Increase the eppertunity for the patient voice in Falls prevention and The i ions in this initiative are ialist palliative
through ongoing involverent of the Hospice Patient Engagement Committee. care Inpatient settings nationally and could support the reduction of falls and the

« Sustain and Build: resulting harm to patients.

ltidisciplinary Falls Working Group aims to sustain and build on the
improvements in the prevention and management of falls that have taken place
across the organisation. 1ihane . p—

Title: A multidisciplinary collaborative quality improvement
initiative to reduce falls and minimise associated harmin a
Hospice inpatient setting

Authors: Brennock, Boult, Butler, Carr, Lynott, McKeon, Murrihy,
Scarry, Healy
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End-of-Ii -making: Barriers and facilitators

forhe 5 alist palliative care
5t. Francis Hogplee

Background Methods

* Healthcare professionals in specialist palliative Qualitative study Q
care assume responsibility to advise patients and
their family caregivers about what treatments and 22 healthcare professionals: (n=4
supportive care are available to and suitable for physicians, n=4 allied health
the patient during end-of-life care . professionals, and n=14 nurses)

+ What enables and/or restricts healtheare oy
professionals in specialist palliative care to be Recruited from a large regional specialist

palliative care service in Ireland 0

effective in this role and support the patient and i .
(catchment of 15% of national population).

family caregiver in decision-making is not fully

understood.

Al d Oblacti Data collection in five focus groups.

ims an jectives

= Toidentify barriers and facilitators for healthcare
professionals in tals e care with Al focus groups member checked and
respect to supporting patients and family transcribed.
citrv.e:'l‘:eersn;nolfhI.Er:i:rs:m-mahng process for Data analysed using reflexive thematic
P ! ! analysis .

Findings

Facilitators to supporting end-of-life decision Barriers to supporting end-of-life decision
making in specialist palliative care making in specialist palliative care

" Open and trusted ~" Early but phased " - X Family caregivers
communication with discussions about the i R desire to conceal
healthcare nt's preferences A information from the
profess| & = patient

isation of end- - - ¥ Prognostic
USSIONS Over xnt&}?;;:i:llltti:ti‘zl uncertainty on behalf
RS SR of patient and
when needed Eroc R kil b healthcare professional

Ceonclusion
End-of-life care decision-making with patients and family caregivers was a key feature of work for specialist
palliative care healtheare professionals and participants felt they had an optimal approach to providing support.

‘Open communication helps specialist palliative care healthcare professionals ensure that patient autonomy
remains central in the decision-making process for end-of-life care.

Early invalvement of specialist palliative care for timely exploration of preferences for end-of-life care and
«continuity of care aids with establishing a trusting relationship with patients and family caregivers.

Title: End-of-life care decision-making: Barriers and facilitators
for healthcare professionals in specialist palliative care

Authors: Featherstone, McQuillan, Foley
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Introduction
: Quality of Life outcomes in patients with chronic heart
* Chronic heart failure (CHF) 15 a commen chronic disease. . . .
o Accounts or up to4%of desths failure using sacu /valsartan: results from a systema
Sl Lt LA b S SR BT review using unpublished clinical study reports

o Canhavea markedly impaired QoL

o High paliaive care needs,similar o people with cancer’ SCIENCES
« Keymanagement goslsinclude: Dr. David Byrne", Prof Tom Fahey, Dr. Fiona Boland?, Dr. Frank Moriarty®
1. Departmentof GeneralPractic, Roys Callege of Surgons i rcland (RCS)
om ymptoms 8 i and protonging suival
prmre 2/ 9 2. Data science centre, ol of Population Health, Royal College of Surgeons in ireland (RCS)
+ Sacubitriljvalsartan (Entresto®) 3. School ofPharmacy and Biomlecular ciences,Reyal Colle of Surpeons n eland (RCS1)

o Fistin s mdiationicenced o et HEwith rduced
jection fraction (HF Results
slecleniiaciza (HAEH). Summary of Findings
Systematic Literature review rvdence
+ Clinical Study Reports (CSRs) are documents available i vidence for
483 unie records B e o
= 203 full text reviews lit RR ] 0.94) _0.001

from drug regulators (e.g. European Medicines Agency)

47 15 trials iy ot it

clinical trials, can be useul in evidence synthesis

[ ——— Improvement inNYMA class B8 1.12(95% CI101-1.24) p=0.032

>5-poln mprovement InKCCQ A% 1.13 (95% C10.80-1.60) [pe0.487
s on P R YT T
1. Evidence in CHF: To identify and synthesise all available: - 3 Clineal Study Regerts o | - ‘I" |
randomised contr

trial (RCT) evidence, including QoL

AR 1.59(95% €1123:2.07) | <0.001
outcomes, for sacubitril/valsartan in patients with HF

2 from
meta-analyses using outcome data from usual published

Sensitivity Analysis - additional benefit of CSR data
sources, to those including unpublished sources (€SRs)

+ For 1ol score, using CSR data did provide additional data

Methods

from 1 trial which was not published/publically available.

- cq

Registration & Protocol
+ Systematic review registered on
Estimate using published sources only
PROSPERO (reference CRD42020162031) s
o)

+ Protocol was published and peer-

RRL5L(95% C10.89-2.59)
reviewed

+ Followed the Cachrane Handbook for

Estimate using additional trial data from CSRs
system:

eviews
Figure 1: PRISMA flow diagram (sensitivity analysis)
+ Reported as per the PRISMA guidelines

RA1L13(95% C10:80-1.60)

o Risk of Bas Assessment .
i
sies. (o0 + Most tials were low risk of bias il « Reduction in magnitude using all sourees of evidence - using
Fopulation  Adulswithchronic heart filre i
Itervention  Sacusierilfvalartan (Enresto®) L
Comparion  Any scte comparatar ACE, ARB) effect
Outcames - New York Heart Assoiation (NYHA) Cass
(ael) Kangas Gty Cartomyopathy Questonnaie (<G

EuroGol 5D (£Q-5D) score Condlusions

Evidence for heart failure

Literature Searches (Inception to June 2023

Overall sacubitrilfvalsartan is an effective drug = reducing

1. PubMed/Embase Figurs 2: Cochrane Risko! Bins Asssimert
mortality, reducing hospitalisations, and improving QoL
2. Grey lerature
Results: Meta-analyses scores, however it confers a greater rsk of symptomatic
3. Clinical Trial registries
hypotension
Data sources = = = - ’
- - Aduan failun
1. Journal publications - " Advanced haart fshure
2. Clinical sl registies. === o Umited eviderca aalsbia
3. Additional CSRs from European Medicines Agency (EMA) =" = 3 o Suggeston ofmiced benefic nthis cobort
e = = Research methodology
+ Random effects meta-analysis using GIV (Generic x T + CSRs are useful sources of additional information for
] y . researchers who may perform evidence synthesis for
Figure 3: Foret o of allcause mrtaltyin HECEF e v
medications, providin
« Analysis 1: Meta-analysis P e
Lning trial cutcome data > Addtonalinformation nat avalable n publcations
from conventional publicly = == I o Additonat ot outcome cata
available sources ol .
(Publications & trial s -
reglsries] . 3 subgroups with advanced disease
+ Analysis 2: Sensitivity - - * Including information from CSRs changed the effect estimate
Snalyals = mcta smalyals 2 for one QoL score — suggesting the benefits of using these
using outcome data from all Frrems o o ex o= U
3 sources (to assess the : i of information to obtain more accurate.
impact of using additional e -
C5R estimates) LEEs e
Figur 8 Forest plot ofsymptomatc Mypotersion
o e P - s
ot [

v - ot 14 4
I e, oo W i . 3ptcer U, Gk g Ch. e o e oot sty e sy of e

Title: Quiality of Life outcomes in patients with chronic heart
failure using sacubitril/valsartan: results from a systematic
review

Authors: Byrne, Fahey, Moriarty
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Exploring associations between transfusion of red cell concentrate and
changes in the symptoms of fatigue and breathlessness in the palliative
care setting
Dr Geena Kelly MB BCh BAO MRCPI
Galway Hospice Foundation

Background
Fatigue and are two of the most
i palliati patients, signif npacting quality of life (1,2).
Anaemia is a common cause of these symptoms in patients with advanced
malignancy, with studies estimating its incidence to be anywhere between 40% and
80% (3,4).
of red cell (RCO)iis often used ia and alleviate
symptoms such as fatigue and dyspnoea, althaugh its efficacy in this specific =
‘population of patients remains unclear (5). =

5 scoring Tool (6)

Aims and Dh]ecr.ives Methods
“This stud luato the effects of fatigu A for ablood
and d to determine fal effect 30-month period in a hospice inpatient unit.
of transfusion s sustained over time. Pati ther level
fatigue and well
broken down i as functi ing AKPS,
1 scores for fat pre-and post- Data day 14 p ion,
REC transfusion transfusion
2.To compare pati po: Data analysis involved simple statistics using Excel. Paired ttests were
3.To assess whether any symptomatic or functional difference is sustained for 30 days. performed via XLSTAT.
Table 1.
Results
Diagnosis n %) Atotal pe
s LSl i Aoy
of 1105,
Lowar Gf cancar @nzw) e
haemoglobin being 9.95g/dL (8.2-11.8g/dL).
Upper Gl cancer @iz
Ghart 1. and Ghart 2. outline the breakdown of results below.
Prostata cancer 6081 y
50%of ied withi ion in fatigu prior ta their death,
Brosst cancar 3 e
y study pe
Ouarion cancer 26618
Hoad andineckcancor 2 (6% Chart 1. e v mprovment050)
patant ded vy 030 o
Lungeancer 20640 e F——————
i
Ronalcoll cancor 160
Gorvical cancer 160 BREATHING
anstusion
Bladder cancer 1680
Malgnancy of unkewn
primary ) Gisimproved
o
olmproved
unchanged 2t Unchanged
Total count 33 100%) i Transient improvemon (@14) b
new

Title:

Conclusion
This study offers valuable insights into the impact af blood uansfuswn on fatigue. an u breathlessness
in palliative care patients, fatigue levels at
14 days post-transfusion, which supports the use of blood transfusion for fatigue management

However, the study did not find significantimprovements in other domains, such as breathlessness

or functional status, following RCC transfusion.

While RCC ions may not provide , they can offer comfort to patients in
the final stages of lfe, contributing to an improved qualiy of life during this meaningful period!
The findings of this study highlight a petential role for RCC transfusions in managing fatigue in

palliative care patients, even in advanced stages of illness, and we are currently conducting a
prospective, adequately powered study to address this benefit.

REFERENCES
s ans g, 1 2on com, 10.0.15 Asabioat
v

ot skutoncae S8 o, 51 57 vt w W ar VO PP B8 10
3 Deion £ ecal 023 70,0, 372383 Avesa

oy ez

20005

ST To LB aderon D i i o 39000, L10-3113. Aralable ot htpe/ el rg 101080 o 2016 0073,

The impact of blood transfusion on fatigue and
breathlessness in the palliative care setting

Authors: Kelly, Kruger
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Ssinite Losesl Kireann

A training curriculum to enable governance and ROYAL %

COLLEGE OF

operational arrangements: Education nurtures service. PHYSICIANS

*  Clinical governance and
operational arrangements
supporting a model of care for
children with life limiting
conditions towards the end of
life in the community in Ireland

were published in 2020.

s gach child with end-of-lfe
meeds has an identified core
team of healthcare providers.
The team is comprised of a
marmed paediatrician in  the
hospital closest to their home,
the local specialist palliative
care  (SPC) team  (services
developed originally for adults),
GP and aligned Clinical Nurse
Coordinator, The core team is
supported by  children's
palliative  care specialists
matianalhy,

* In 2023 a new (adult) palliative
medicine  higher  specialist
training [H5T) programeme
curriculum was launched. During
its  development,  particular
consideration was given to the
above defined arrangements.

Aims and Objectives
To review how the new curriculum supports the
development of specialist palliative medicine
physicians to care for children with SPC needs.

Methods

The curriculum is outcomes based. Training goaks
reference how the outcomes might be applied in
the paediatric setting Comparison was made
between the governance and operational
arrangements and the new curriculum,

OF IRELAND

+ Paediatric palliative care is woven throughout
the goals, particularly goak 1 (Principles of
Palliative Medicing) 2 [Communication) and 3
{Optimising Comfort and Quality of Life).

+ Specific outcomes include demonstrating trainee
collaboration as part of the core team of paediatric
palliative care providers, communicating within
the gowermance arrangements, and optimising
comfort and quality of life of children with life-
limating illness.

Thu Goin et o S Y Y P —

oo

3. Optimising
‘Comfort and

. Bereaverment

sional and
Ethical Fractice

*Paediatric palliative care i integrated throughout
the goals. Outcomes specifically related to
paediatric palliative care must be completed by all
Trainees and are identified appropriately in the
curriculum

Conchusion

A key recommendation of the 2020 publication
was to incorporate curricular content and training
in paediatrics within the palliative medicing HST
programme. The new 2023 curriculum has
achieved this, giving outcome focused goals of
training through which the graduates of the
programme can enhance the palliative care for
children in Ireland through excellence in care
delivery.

Title: A training curriculum to enable governance and
operational arrangements: Education nurtures service.

Authors: Ni Nuallain, McAleer, Ryan, McElligot
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Nurse's experiences in the use of subcutaneous fluids in the
final days of life in palliative care settings: a systematic

Dr Mary Mooney*

St. Francis Hospice

Title:

Authors:

Background

. fluigs of palliative
care bocause thay alleviate the symptams and improve
the genaral health of terminally ill potients, thereby
enhancing their quality of lite,

FPalllative core assists terminally Il patients and thelr
families in laading mora fulf.lllng lvas ovarail!

* In order b 1 pall

promptly,
and anr issues peraining to physical, mental, social, or
spiritual well-being must be identified and rectified
without delay.?

Fluid administration via the epidermis and monitoring of
vital signs are both essentiol companents of pallictive
care, particularty for terminally ill patients?

Aim

Iﬂmr\leﬂlloﬂ thul Ii \Msll tolerated and medical
to their

patients. It is found to be safe, cost-efficient and relicble.

* However, the experience of nurses odminisirating
Fluicts pi
* Subcutaneaus fluids con comprise the stability and
mortality of the patient, and this can couse
barriers for d

the process.
Method
* The review questions were developed using the

PICO paradigm (figure 1)
= Asensitive search strategy was developed ond o

wa
conducted in Embase, MEDUNE, CINAHL, and
Pubhtod,

Figure I: PICO Diagram

P (Population) -

1 {intervention) — Acmi
in tha final

Nurse's experiences in the use of subcutaneous fluids in
the final days of life in palliative care settings: a systematic

review
Burke

Results

* The systematic review identified studios (n=495)

» Duplicates were removed (n=185)

+ Studios wove scroened (n=310)

» First (n=288 d

= assossod for oliglbllity (n=23)

* Excluded bozed on wrong sotting, outcomaes, pepulatien

‘and study design (n=18)
= Studies Incheded in the review (n=3) (figure 2)

Figure X Characteristics of included

i
rcnpanmmsy  amen  uckaon s o b the croee ethe
POt i e basen. The Rmeirntion o
s s e, st eSS el
[
srercnt
e 20y ORI el e cheves e Syt NN E bl
S
Sy s kg 7 PO
Coarcemie ey Arfcsl  Tre e soend B vt of demness ameng e
R sy mhen g e st
e i e
henthprcnm s may be g
Themes
Thomos identified;
- tuch ds artificial hydrati
Discussion

= Tne pwpose of

= These hod a maojor impoct on n
bediats regarding the administiation
rRecommendations for Practice

awarenass and
icicl hydeation

YeuTube video

oo patie
e i e
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PARENTAL PERSPECTIVES OF CHILDREN WITH

LIFE-LIMITING CONDITIONS, AVAILING OF A RESPITE STAY

Jiya Joy, Staff Nurse, Lauralynn Children's Hospice, Dublin, Ireland
Mis.Claire Quinn, RGN, MSe, BNS ( hons), ONC. PGDip Palliative Care, University of Galway, Ireland

Background Methodology

« Paediatric Palliative Care involves active care for the physical, mental, and (SPIDER)
emotional well-being of children with life-limiting conditions, while
supporting families throughout the iliness from diagnosis.

« Respite care is crucial in the complex faced by
parents in paediatric palliative care.

« While it's evident that parents’ respite experiences are complex and
influenced by specific circumstances and varying locations, it remains
unclear whether current out-of-home respite services fully meet parental

needs or if there are unmet support requirements. =,
Aim
» To identify and synthesise the available qualitative literature on the
experiences of parents of children with life-limiting conditions, with
palliative care needs, availing of respite services, internationally.

1 Development of Research Question|

2. Scoping Searches)

3. Literature Searches.
(6 databases: CINAHL, PsycINFO, Embase, MEDLINE, Scopus, Web of Sciencel|

5. Sereening Process
{Rayyan)

6. Quallty Assessment
(CASP tool)

7. Data Extraction
(Houghtan et al., 2016)

& Data Synthesis ]
(Thematic Synthesis: 3 major themes, 6 subthemes)

Improving Respite: Parental Suggestions.

3.A. Enhancing Referral and Access of Respite
services.

+ Geographical proximity of respite centres.
+ Transportation challenges.

« Referral criteria.

+ Professional awareness and education.

« The fear of the unknown.

. physical, emotional
and social well-being.

+ Support for siblings.

+ Future preparation for parents.

1.8 Parental decisions regarding utilisation of
respite.

+ Parental reluctance for breaks.

+ Previous in-patient experiences.

+ Professional competence concerns.

+ Access issues.

3.8. Enhancing Operational Efficiency and User
Experience of Respite services.

« Emergency and extended respite.

« Improved communication.

2.8. Navigating Worries: Unveiling Parental
Concerns in Respite Journeys.
« Potential declines in child's

independence. + Regular reassessment.
- Hospice suitability. - Transportation services.
+ Staff competence and consistency. « E-health facility.
+ Respect for parental expertise. + More male staff.

+ Feelings of powerlessness.
+ Routine deviations.

+ Better Funding.

Conclusion
- The key themes highlights the experiences of parents of children with life-limiting conditions, with palliative care needs ,availing of respite stays.
= Parents grapple with stigmas associated with hospices, making decisions on utilisation, while respite positively affects family dynamics. Concerns

include safety, consistency, and caregiver competence.
. respite involves refining efficiency, and fostering open communication.

Acknowledgement
I would like to thank Queen’s Institute of District
Nursing, Ireland (QIDN ), for funding this study.

OLLSCOILNAGAILLIMHE
UNIVERSITY oF GALWAY

Title: Parental perspective of children with life-limiting
conditions availing of a Respite Stay

Authors: Joy, Quinn
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Service Evaluation of a C

Community-Based Palliative Care Patients

mplementary Therapy Serv

Background: Complementary Therapies are designed to work alongside conventional medicine, aiming to
enhance the physical and psychological wellbeing of patients in a safe and supportive environment. Therapies
can include massage, reflexclogy and aromatherapy. As part of a quality improvement [ Q) initiative, a service
evaluation was conducted to evaluate the complementary therapy (CT) service provided to community-based
palliative care patients across two specialist palliative care (SPC) sites.

Aim: The study aimed to evaluate the patient
experience and assess the impact of these
therapeutic interventions on symptoms such as pain,
fatigue and anxiety for the individuals receiving
community-based palliative care.

Results: 24 patients attended the CT service and
completed pre & post questionnaires and feedback
forms. Overall, patients reported improvements in
various symptoms including, sleep, stress, fatigue and

Methods: Data was collected from new patients who
received CT in the Outpatient and Day Service (OPDS)
across two specialist palliative care sites, over a 3
month period. Participants were offered four
appointments scheduled over several weeks.
Quantitative data was collected through pre- and post-
questionnaires administered at the initial and final
appointments . Qualitative data was gathered using an
anonymous feedback form, Qualitative data was
analysed through content analysis.

04 HOW WOULD YOU RATE YOUR MOOD AT PRESENT

mood. L.
Quantitative Results
Q1 HOW WOULD YOU RATE YOUR CURRENT SLEEP
QUALITY?
e [——

Theme 1: Symptom
Control

“Can't praise it enough, Look
forward to it amongst a sea of
medical appointments”

“Better sleep, eased my
restless legs”

Theme 2: Environment

Theme 3:
Recommendations

“Benefit from longer
treatments”

Conclusion: Community-based palliative care patients appear to benefit from attending a complementary
therapy service. Patients identified the heolistic approach of the service as contributing to their symptom
control and overall wellbeing. Future research is required to further explore the impact of the complementary

therapy with a large number of patients.

Email ct@sfh.ie

ment, 52 Fioncis Hospon Dublin

+ Eucation Deportment, 52 Froncis Hospsos Dubiin

Title: Service Evaluation of a Complementary Therapy Service

for Community-Based Palliative Care Patients

Authors: Banks, Reid, Boland, Winters
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I m Northern Health
4 and Social Care Trust

L Ia

A Qualitative exploration of Motor Neurone
Disease family caregivers’ experiences of

thepalliative care keyworker

BACKGROUND

In palliative care the district nurse is the keyworker who
is responsible for navigating patients and their families
to receive support, information, and continuity of care
throughout their journey. A review of the evidence
uncovered a dearth of research exploring family
caregivers' views of this role across diseases pathways,
including Motor Neurone Disease.

AIMS AND OBJECTIVES

To explore the experience of family caregivers (active
and bereaved) of patients with MND of the paliiative
care key worker.

METHODS

An exploratory qualitative research design, comprising
of one-to-one in-depth interviews with o purposive
sample of six family caregivers was undertaken
recruited via Motor Neurone Disease UK.
Interviewswererecordedandsubjectthematicanalysis.

FINDINGS/RESULTS

Carers recognised the value of the role, providing
personalised care management and coordination,
which aided in the seamless delivery of care at the
end of life to the MND patient and wider family.

It was identified they not only helped to navigate
complex health care systems but tailored education
on MND, and support across financial, legal and
social issues.

However, it was recognised that the implemenitation
and access to the role was unstandardized. Carers
were aware that district nurses assumed this role
while balancing heavy caseloads and had limited
time to deliver care.

aslalele

motor neurone disease

CONCLUSION(S)

Findings suggest thatcaregivers caring for someone
with Motor MNeurone Disease patient often feel
overwhelmed, yet the key worker role was seenas a
source of constant support.

However, its implementation is heterogeneous.
Further research is warranted into how to the
keyworker can be supported to facilitate more
convenient and integrated care and improving
access support for caregivers.

Title: To explore the experience of family caregivers of people
with Motor neurone Disease of the palliative care

keyworker

Authors: Betts, Hasson
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saluation on the Lymphoedema Service in a Specialist Palliative LN
Care Setting

5t.Francis Hospice

Background
Lymphoedema isa common issue and can have a significant impact on an individual’s quality of ife including their body image and activities of
daily living.

The Lymphoedema Clinical Nurse Specialist [CNSh Team in a spedalised palliative care [SPC) setting conducted a service evaluation via a
Minimum Data Set (MDS) from April -June in the years 2022, 2003 and 2024. Patients were refemed via an internal refemal system. Each
patient und aminitial ymphoadema by the CNS on thair first wisit,

Alms and Objec tives: Methodology: )
The service evaluation was conducted to gather data about the MDS evaluation forms were completed by the CNS following an in-
patients assessing the lymphoedema serdice in the Outpatient Day depth medical history and physical assessment of the patient. Data

Senece (OPDS) and the Inpatient LInit (IPU) across two SPC sites. collected included; number of patients avalling of the service,
causes, type and sewerity of oedema and previous history of

Results: cellulitis. Data was inputted into an excel spreadsheet and analysed
for trends.

= Eighty-Mine patient s attended the lymphoedema service from April-

June over .'I'Ihl'l‘i"-\ll'.\l |3-(‘ri(¥l|. Five of the Fiwl!\c'- Nine p.’lli!‘lll( had Classification of most likely cancer related cause
nin cancer related oede ma,

I l Ll

= Ages ranged from 17 years to 95 years.

# Breast, lung and liver cancers wene the most commen causes of H M “ | [
ymphoedema, | ol oll 1 W

L
L «

b /’.{j,/’;}"ﬁ"

&

= Eilateral lower limb cedema was the most commaon site of
lymphoedema.

# Eighty-six percent of patients were categorised with Stage Lor 1l

severity of swelling based on The Iternational Saciety of
Lymphology Severity Staging.

Site of Oedema

» Fifty-bour pareont of patients complited their initial lymphoedoma
assessment within six months of their cedemna occurring,

= Ten percent of patients had experienced an episode of cellulitis due

]
1o their oedema prior to their assessment. >
&
Length of time with symptoms prior to presenting for Siti e =
Assessment
i' Conclusion:
| The lymphoedema service in a SPC setting provides valuable input to
& I Iﬂ I |'| patients who develop cedema as a result of their condition. The
| | uil. Hl= - majority of patiemts were seen within six months of deweloping
Lossthan 6 & Monthi= 1=2Y¥ears 2-Sysan S-i0yean Groater oedema,
manths 1 yuar than 10
s Further research is required to evaluate the service over a longer
period of time and explore the types of interventions provided to this
-

Relerences:

Title: A service evaluation on the Lymphoedema Service in a
Specialist Palliative Care Setting

Authors: Garty
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A Multidisciplinary Approach:
Development of Guidelines for Treatment

of Emergency Situations in Palliative Care
Authors: N.Manktelow', J.Brennock?, D.Lynott?
BACKGROUND
Therapeutic management of clinical scenarios in palliative care can sometimes be distinct to that which may occur in acute

settings, however; most specialist palliative care providers do not have specific treatment guidelines for many of the emergencies
that may oceur in palliative patients and normal practice is often to refer to the guidelines produced by local acute hospitals.

Galway Hospice Governed Services consists of two inpatient sites located in lwu cu\mlles and differences in treatment protocols
were noted between the hospitals near each site. This identified the need for d, palliative pecific guidance
for emergency situations to allow for uniformity of practice.

AIMS

To review national/interational
evidence befors colatng information
and discussing palli
care/organisational consi deralmns.

To identify which emergency situations

To confirm medication treatments and
would be suitable for a palliative
specific guideline.

produce a guideline for each
emergency situation.

CONSIDERATIONS

> Physical - trolley pli > and ion — ensure staff awareness
workflow in emergency SHuation by having required and familiarity.
medications and equipment in one location

» Training needs — e.g. nurse administration of adrenaline in
» Accessibility — online but also abridged physical guideline anaphylaxis.

Wi Mo eney icleY: METHODS AND RESULTS

Step 1: Identif 2: Understand
Problem Issu

Issue identified
through near miss

Step
plementation

Scoping stage Planning stage Transiation phase’

+ 1 Phase

* Subgroup formed « Initial discussions * Situations
around whic divided into three g:‘.“""’ Three
Vidication situations should phases for
Safaty be included davelopment. Compleiad -
Commitiee « Contact made + Shared workload Hvpod!
+ Members: Chief with other — one member to I Hypopl e,
Pharmaoist, Specialist examine each ii.Hyperkalaemia
Pallative Palliative (lterature review) iii Hypercalcaemia
Gonsultant, Services to gain then bring to - 2% Phase
Assistant national group for guidelines now at
Director of perspective commentreview. wider commitiee
Nursing « 10 scenarios + Draft guidelines review phase
proposed for to be submitied + 3 phase.-
group to to Medication include wider
examine. Safety specialist
Committee for consultant input
wider review. from beginning.
Reflect and Learn
GUIDELINES e —— FUTURE STEPS
ASSESS IMPLEMENTATION
2 - Ghallenge recognised ensuring clinical guidance are based
OUTCOMES on most current evidence once n place — dynamic review
Oplold reversal « Important to consistently and continually assess important and one guideline already modified to reflect
Benzociazspin reversal success of implementation. updated evidence
T + Consider barriers and enabiers.

+ Embed education on guidelines into induction process and
tion

yearly regular educati
- ©opton REFERENCES
1. De Leo, A, Bloxsome, D. & Bayes, S. Approaches to
Anaphylaxis clinical guideline development in healthcare: a scoping
review and document analysis. BMC Health Serv Res 23
- = - 37 (2023). hiips:/idoi ory10.1186/512913-022-08975-3
2. Department of Health (2018). NCEC Implementation

Guide and Toolkit. Ava\lable at:
‘Sustainability l-patient-safety
E—— dutrors

Consuitant Illynnmp\cn ' Assistant Director of Nursing,
Gy espie Govened Sarvcs

Exira-pyramidal Sice-Effects

Soizures.

‘Acute Goronary Syndrome

Title: A Multidisciplinary Approach: Development of Guidelines
for Treatment of Emergency Situations in Palliative Care

Authors: Manktelow, Brennock, Lynott
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Antibiotic Decisions at the End-of-Life:
A Cross-Specialty Approach

Authors: Dr Adrian Chapman Yan', Dr Karen Fitzmaurice? 3, Dr Karie Dennehy’,
Dr Mary Jane O’Leary’, Prof Corinna Sadlier?, Dr Kieran O’Connor?, Dr Richard Bambury?

1. Marymount University Hospital and Hospice, Cork
2. Cork University Hospital, Cork
3. Mercy University Hospital, Cork

Backg
In the Irish context, we have not identified any reports on antimicrobial prescril
are unique considerations in the end-of-life; during this time, the primary goals

d Im-e‘llcn&nemﬂhllhr In the end-of-life, patients are often more sus
disease processes which may compromise host mlmm
ind Signs:

Findings and Results: Clinicians tend to place more
importance on aspects of care
136 related to their spacialty
Responses. “Wnon deciding about the use of antbiotics
(600 invitations sent) n the end-otifo phasa, how important are
Methods: o i e vty Tportant
We devised a survey with a combination of 5-point Likert scale 68% piictinporantiilio SHirsnely ORI D)
questions and open text boxes to enable participants to express further Medical Speciailies (o Pt D
opinions. Average overst: 288
Pationt's primary diagnosia ks cancer

[ wccaman 1 W oumionotmosierowanans 0

TR specialties across Cork University Hospital (Model

LS| [ e L T
1

L I reinioions 1

L Data analysis:

n mneaul\mmﬂanmmmvgdmznalwa g roslae

I Dumwedmmnsoflhe I e 1 l 1
answers, Spit tho ass0d for Ficings and

by usmogmpmumﬂnmw i
I diflerences/patiams. I I l 1

Common themes and study Conclusion and Future Directions:
highlights: Need for multidisciplinary approach
01. Diagnosis of dying can be chalienging + We observed that specialties in our study ranked questions relevant to their discipline as more
important factors compared to the average. This may be intuitive, given we are more likely to pay
e e S more attention to things we understand better
‘enough'" However, it demonstrates the benefit of a collaborative approach — as patients often present with

Itimorbidity, particularly at the End-of-Life. A collaborati -special h all [
07, The goats and [iatte o1 sntaee] . multimorbidity, particularly at the End-of-Life. A collaborative cross-specialty approach allows us to
defined and agread

make considerations beyond the scope of our usual practice, ultimately benefitting the patient as.
decisions become better informed
04, Doctors froun ol orades dnill MetesechiKies| Further Education and training

bi

mantioned the need for education and teaching.

05. Many responses mentioned
guideline

66. Harms associated with antimici
considered than the potantial b

7. Foar of ltigation or of “not doing|
significant concem

The open text and survey responses demonstrated that antibiotic use in end-of-life care goals
discussions is not done enough

There was a desire for training in this area and we hope to achieve this through simulation sessions
and education modules

Collaboration
We are in the early stages of collaborating with organisations such as AMRIC to further develop and
disseminate the lessons from our findings

+t
Marymuunt Mmercy Sund | guce

Title: Antibiotic Decisions at the End-of-Life: A Cross-Specialty
Approach

Authors: Yan, Dennehy, O’Leary, Fitzmaurice, Sadlier, O’Connor,
Bambury, Dahly
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Géflj Advance Care Planning in a Nursing Home " IA PC
Univetsty Population Referred for Inpatient Specialist g

Hospitals

= Palliative Care

= Dr. Nessa Keane', Dr. Sarah Ruttledge’, Dr. Leona Reilly, Dr. n Mannion’,
b= R e ¥ Prof. ympna Waldron’,Dr. Sharon Soaty', r. Julan O'Rlordant

1. Department of Palliative Medicine, Galway University Hospital

Background

+ Propottion of people reaching older age in Ireland is increasing.* Advance Care Planning P Componas stach

Ageing s associated with multimorbidity and decline in physical function - 54(68%) patients had an
o Notall maintain their functional independence Seond SarmFian atakiths
o Increasing numbers of people >65 years requiring Nursing Home Care A

Advance Care Planning (ACP) has positive effects on patients and families
o Reduction in decision conflict and psychological distress
o Reduction in use of life sustaining treatments

o Reduction in length and number of hospitalisations

© Increase in number of nursing home residents dying in their nursing home? ‘
Aims

+ To Establish the Extent of ACP amongst Nursing Home (NH) Residents
Referred for Inpatient Specialist Palliative Care (SPC) ata Tertiary Hospital. g Protrnce o Rassmanon

| i R i
Methods s

RIPinbospual 1), Dicharged o NN 14)

+ Ethical approval granted by Galway University Hospital Clinical Research Ethics e

committee.

+ Prospeciive Analysis of medical records, radiological data, laboratory results, clinical Investigations Pr—
assessment of frailty and Advance Care Planning

* Inclusion Criteria Figure & Outceme.

o Nursing Home Resident

o Admited to Gaiway University Hospital

o Referred for Inpatient Specialist Pallative Care
Nov + Modian numbor of raciological

o INovemper 2023-November 204 investigations performed par patient : 2

« Median number of routine blood tests : 18
(4-67)

- 79 Nursing Home Residents Referred for Inpatient Specialist Palliative Care AGP Discussions in Hospital Pre-Discharge
from November 2024-November 2025.

P 7 pamipans i AP Dassn
17 patiants had ACP sirsady in place
vpdsted

Demographics Referral Population . Swithout an ACP had ane implemented —
Tabl f:Demographica Communication of ACP in Discharge
Loter ———
Aga asan) 83 yeans (358) * Mean Clinical Frailty Score: 7 ket N
Goncer Farsio 40%)
s (40%)

Madin Disposos por paers

Proakece of Cognhes. $1% a-48)

Conclusion/Recommendations

. - Most patients referred for SPC died in hospital, deteriorating over a reasonably
Referral to Hospital short hospital stay, involving several investigations.

Completeness of ACP was variable.

Bicindsbssbosilision el Ransenfor Rl Documentation of preferred place for End-of-Life care particularly low.

19 pationts na tho wihes o no e asmite o hosiloverumed, argely
e

by a doctor unfamiliar to them
- oasogtar 1T N S T Tgmwes's + ACP prioritises patient's wishes and can reduce potentially distressing
. Pychiatic. Raduced GCS § ‘admissions and invasive investigations for patients who are uniikely to benefit.

Carfiovaseiir 5 Cheonic Heart Fakie §

ACP discussions should be updated regularly, available o all staff including on

(i (O i call GPs and routinely considered in decisions to refer to hospital.
S 3 sitdeiicic  Biocked PEG 1,580 1
= Respiatry 4 COPD4
. . i e & ALt ras References

Title: Advance Care Planning in a Nursing Home Population
referred for Inpatient Specialist Palliative Care

Authors: Keane, Ruttledge, Mannion, Reilly, Waldron, Beatty,
O’Riordan
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Retrospective review to determine the characteristics of community
palliative care patients on active systemic treatment

Dr Julie Donnellan’, are = Brenda O'Connor 24

Palliative Care Department, \ o ordiae Univarsity Hospital, Dublin 7,
Paliative Care Dapartm 9.4 u College Dublin, Gaifield, DUbIIn 4

Background

Earlier integration of palliative care in the cancer trajectory as well as in non-malignant illness has become standard care.
Patients frequently avail of palliative care while undergoing disease modifying treatments.

Palliative care may be provided in either the outpatient or community setting (CPC). Those with higher care needs are
managed by CPC. More ambulatory patients primarily attend our Outpatient and Day Service (OPDS).

A greater understanding of this population will support future service development.

Aims Methods
«  To describe the patient population on o = ;f:ﬁ;:';’;‘ﬁ o - Retrospective review of patients on
disease modifying therapy accessing review - ma‘mm) o disease modifying treatments who
CPC. underwent an initial assessment by
) - CPC from 01/07/23 to 31/12/23.
«  To determine service utilisation and
outcomes. + Data included patient demographics,

referral source, service use and

Electronic health outcomes.
records

Malignant Diagnosis

Excel statistics

Research ethics approval was

granted
Results Demographics
‘ - 73 papem recorc_ls were reviewevd‘ Total patients 73
+ Majority had estimated prognosis A 5
of months at referral. SEEERE years
Genitourinary, 10% - 84% referred by hospital, 13% by Male 57%
3 GP.
+ 45% also accessed at least one (B EEE 2
" allied health pr ional (AHP) in| Mali 95% (69/73)

Respiratory, 32% OPDS. Diagnosis

13% participated in formal OPDS

AHP rehabilitation programme. Non-Malignant 5% (4/73)

wGastointe s Genitou Diagnosis
» Gymae Breast wotne
Average 8
Service Use*  *Attime of data Charleston Co
collection Place of Death Morbidity Index

Medical Review 74%

Average Nursing 20 (in-person or Conclusions
Contacts phone) 1. CPC patients on disease modifying treatments
Hospital/ED 68% = one visit s e are more medically complex with frequent CPC
Admission input, high proportion of hospital admissions
and a short prognosis.

IPU admission  39% = one 2. Patients are at high risk of rapid deterioration.
admission 3. High proportion also attending outpatient

palliative care services indicating flexibility of
Death<1year 80% care location may be desirable in this patient
under service population.

4. Comparison to those managed primarily in the

Death <3 52% uHome = [PU = Hospital = Other outpatient setting is required.
months under
service

LN
St. Francis Hospice

Title: Retrospective review to determine the characteristics of
community palliative care patients on active systemic
treatment

Authors: Donnellan, McAleer, Ryan, O’Connor
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Cicely Saunders
International

Background

Management teams in healthcare settings shoulder the responsibility of running
services carefully and effectively. This responsibility has increased since the start of the

COVID-19 pandemic. Speclalist Palliative Care (SPC) services in Ireland work across a

number of healtheare settings with differing gevernanes structures and protocels. The

future of palliative care services depends on having functioning management teams.

1. “What impact did COVID-18 have on managers within specialist

palliative care services in Ireland?’

2. "What supports, structures or training may be needed 1o ‘future

prool” managers in specialist palliative care in Ireland ¥,

Qualitative study design with semi-structured interviews

Ethical approval -Cork Hespitals Research Ethics Committee [REC),
University Hospital Limerick REC and KCL REC.

Interviews were conducted by LK using Microsoft Teams.

Recruitment was carried out at two Irish SPC sites differing in terms of

location, structure and governance -Participants - staff in

management bevel positions within SPC services, working in their role

priar ta the pandernic and for at least 3 manths after it began (Fig 1.)

Framewark Analysis - all steps ineluding coding were perfarmed by LK

Raie Taterviewed | Meersited | Petvmtia
(n=13) (=19} recruitsent
peat
| to=smy ]
G = i
0 ° 2
3 B H
3 3 )
z z s
B " s
. ocsuputionsl
e socia werk
Seppert | 1 7 7
{sdministration,  cheaning,
Other [ F ]
Gender |
Viate B
Femile [
sie |
Riachod s bl I
Greealicd Bospioe [

Figrora 1 Bartsipard Charactaristics
[N S —

imterview, | parsicipant in “AHPY

category was ineligibie and | participant in "other” category was inlighle

The impact of COVID-19 on the
management teams of Irish Specialist
Palliative Care Services

e Baistenr
 Kerry, Trabee, Co. Koy, Ircaasd

ECCTVE O R —
seice e e e e

L s T——

LONDON

&) Milford Care Centre

3. Chesty Ramasirs Inetints, King's Cologs Loaden, Lsaden, UK

Figure 2. Themes and Subthames.

Themes grouped according ta impact an participants professionally
“as managers” and personally “as humans® and “future proofing®
palliative care services (Fig 2).

Changes to service provision required to keep SPC services running
added significantly to workload & dealing with increased absence
management.

Diminishing staff morale over time.

Visiting restrictions were a cause of conflict and moral distress,
Despite reporting symptoms consistent with stress and burnaut, no
SPC services managers sought formal support.

Telehealth services started and some new services off the ground.
Improved pathways of mentorship and training for new managers

and improved staffing levels were seen as impartant for future

=1 don't think that we

ple were
g above and

.!'i'ﬂﬂ.g(?ﬂf rule.
struggle
that.

This study provides impartant insight into how managers in SPC services
experienced and responded to the panderic on a professional and personal
level. Organisational and policy level changes are needed to better support

managers in SPC services in terms of pathways, training and adegquate staffing.

Title:

The impact of COVID-19 on the management teams of Irish
Specialist Palliative Care Services

Authors: Kelly, Clifford, O’Reilly, Bristowe
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BACKGROUND

+ Palliative care patients will frequently experience mild symptoms which can be
relieved in many cases by the use of over the counter (OTC) medications.

+ During annual audit of our ‘Out of Hours Prescribing’ practices. it was found that
a number of out of hours prescriptions were for items that are available GTC,
which can, in some healthcare settings, be administered without a prescription.

+ Across the UK and reland, the adoption of Symptorn Relief Medication (SRM)
Guidelines has become increasingly common practice.

AIMS AND OBJECTIVES

* To devise and implement a lecal SRM Guideling to facilitale the

RESULTS
« Each medication is identified by its own capital letter

* The medical doctor prescribes the medicalion covered by the SRM guideline in
the PRN section of the drug kardex by writing the words ‘symptom relief
medication’. The prescription is then signed and dated.

+ The medical doctor may decide to exciude certain medicines or routes of
administration covered by the SRM guideline. These exclusions must be
documented in the SRM prescription at the time of prescribing in the ‘additional
information’ section

* On administration of a SRM the registered nurse records the medicine
administered in the PRN section of the drug kardex. The individual capital letter
cormesponding to the medication is recorded in the ‘dose’ box. Dose, route, time
and date of administration are recorded in their respective sections.

of
a restricted range of medicines to patients, by Registered Nursing staff, from an

agreed list of OTC products in order to relieve specified symptoms.

+ A secandary aim is to reduce the number of out of hours calls to a docter to
prescribe PRN medications.

e N
f= N

METHODOLOGY

+ Aworking group of stakeholders including consultant, NCHD, pharmacist, clinical
nurse managers was formed

+ Policy drafted and medications to be included have been selected.

+ This selection was informed both by data collected form ‘Out of Hours.
Prescribing” audit and from reviewing similar policies in place across Ireland and
the UK

RESULTS
* Listof restricted range of medications developed

+ 21in total, including items such as paracetamol, sodium chioride nebules,
(Difflam), BioXtra Gel,

Acyclovir 5% Cream, Anusol

+ The guideline stipulates the maximum number of doses of each medicine that
can be administered within a defined time pericd before review by medical staff.

* The guideline applies to patients who are eighteen years old or aver and who
have no contraindications or known sensitiviies to any of the medicines covered
by the SRM Guideline.

CONCLUSIONS

+ Palliative care patients will frequently experience mild symptoms which can
be relieved in many cases by the use of OTC medicatio

* Implementation of the SRM palicy streamlines this process.

+ Having an SRM policy in place allows for less calls to the doctor to
prescribe PRN medication, both during normal working hours and on-call

+ An SRM policy also allows nursing staff to exercise the clinical judgement
‘within a defined scope of practice.

* Across the UK and Ireland, the adoption of Symptom Relief Medication
(SRM) Guidelines has become increasingly common practice.

RECOMMENDATIONS

= We aim for this guideline to be reviewed yearly.

*+ The quidalina wil e @ssossad by poar review wilhin he Miford are Contre
Specilist Palliaiive Care services.

« Effectiveness will be assessed by ongoing audit

Each new medical and nursing staff will be informed and educated on this
" guidelme during et mducion

CONTACT DETAILS

ol 4353 (06148
~Address: Miford Care Gentre, Gastetroy, Limerick, Ireland
Website: hifps/milfordcarecanie e

Implementation of ‘Symptom Relief Medication Guideline’

to reduce out of hours prescribing

Fitzpatrick, Grant, Conroy




Research

Can PCOC predict CPC discharge?

Case-mix Analysis of Patients Discharged from
Community Specialist Palliative Care
Dr Frances O’'Mahony, Dr Val O'Reilly, Mr Matthew Skerrit,

Ms Richéal Burns, Dr Micheal Lucey
Introduction

Palliative Care Outcomes Collaborative (PCOC) assessments are e fdent}fgjr;mall F
recorded at every patient encounter within the community .
from a CPC service:

specialist palliative care service (CPC),

PCOC scores are reviewed at multidisciplinary team meetings to
plan future care.

In practice, this includes ident i‘fl,-'rns when a person’s palliative care
needs have been met and whether they are suitable for discharge.
There isno published evidence on using PCOC in this way.

1. Audit with Eligibility Criteria
for Access to & Discharge
from Specialist  Palliative
Care Services'

2. Explore whather PCOC data
in the & visits prior to

Methodalogy discharge correlate with re-
Retrospective chart review of all patients discharged from a referral to CPC within &
commun ity specialist palliative care service within 1 calendar year months.

Analysis of the relationship between PCOC assessments prior to

discharge and the rate of failed discharges, assessed as those re-

referred to CPC within 6 months of discharge. Audit Results

Of 102 patients included, all those discharged met

L ot least one of the eligibilty critaria,

Most were discharged when they no longer had
Change in disease status: 88 (ae%) L vere CRenRed W i g

spacialist palliative care needs, in combination
* Treatmentresponse 5 (5%) with other criteria.

*  Diseaseslowly progressive 53 (52%) The one person whe did not meet this eriterion
*  Less advanced disease than thought 30 (29%) declined angoing CPC input.

87 (85%)
Analysis

) Results demonstrate a potential relationship

Mo SPC nocds 101 [55%) between RUG-ADL and AKPS scoresand re-referral
rates, however, this was limited by sample size.

Patient request 3 (3%)

| peeoteequest | SRR AL e S e PG 50§ L5k
Patient/ family preventinput 3(3%) re-referral rate,

Last POOC Assessment | Difference

Ddds Ratio pevalue Odds Ratio prvaloe Odds Ratio pevaloe
0837 0.017°* 0320 0185 D.844 0115
0573 0463 0989 0.850 0.se0 0518

0.954 0778 0.78% 0,205 1.202 0150

Conclusion
This study is the first to explore the predictive relationship between PCOC scores and discharge from
CPC services. We identified a relationship between AKPS and RUG-ADL and re-referral rates within 6
maonths after discharge. This subject requires further prospective studies with a larger sample size to
define the relationship and develop predictive tools for use in clinical practice.

Title: Can PCOC Predict Re-Referral? Case-mix Analysis of
Patients Discharged from Community Specialist Palliative
Care

Authors: O’Mahony, O’Reilly, Skerrit, Burns, Lucey
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Falls in a single-centre specialist inpatient palliative care
unit: a retrospective study

Authors: David Byrne', lide Afolabi®

1. Pallistive Madicine, Qur Lady's Hospicon, Harold's Cress
. Departmens of Physiotherapy, Our Lady's Hosplce, Harold's Cross

Background

+ Falls pose a major cancern in healthcare environments - Analysis of the number of falls reported in a specialist 33-bed

- Despite falls strategies, there is limited information available about falls academic IPU over a 12 month pesiod.

eccurring in inpatient palliative care units (IPUs), Falls data are collected, routinely collated and recorded on a falls

-+ Falls process in OLH: database. For each fall, and a narrative description of the fall were
a Falls incident report
& Reported to Falls Officer
@ Falls Data & Trends reviewed annually

recorded by the reporting healthcare worker.

EREECT ey | |+ outcomes:
. o Patient eharacteristics
|
o Age, male/female, malignancy/non-malignancy
+ To report the number and incidence of falls in the IPU in OLH © Fall characteristics
|+ To describe characteristics of the falls, the patients & the injuries sustained o Dateand time, lacation, fall eategery, injury.
-+ To highlight potential risk factors for falls in the IPU, to inform prevention o Taileting (Mobilising to bathroom, using commede.
strategies in bathraom)
Results
« There were 45 falls involving 34 patients aver 12 manth period | * Median of 1 fall [range 1-3) per patient
= Incidence of 3.7 falls per 1,000 bed-days + 31(91.2%) had a cancer diagnasis, 3 (8.8%) had a non-cancer diagnasis

Fin
4
M [n=26]
58%

#Flne13) = M (n=26) = Todeting (n=17)  ® Hon-toeting (n=28)

Time of Day.

Key Messages / Conclusions Contribution

+  Falls risk factor 12 >1/3 falls related to teileting First retrospective study of falls in an IPU in Ireland describing both patient
and fall characteristics
+  Falls risk factor 2: Night / early marning Results disseminated at OLH Falls week = feedback to ward staff
P Falls palicy

Title: Falls in a single-centre specialist inpatient palliative care
unit: a retrospective review

Authors: Byrne, Afolabi
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Dr Orfhlaith Mec Carthy,

University Hespital Keery
¢ entact-Orfhlaith mecarthy @hie.e

BACKGROUN

Patients, carers and madical professionals often
depend on out-of-hours advice {OOH) services o
manage patients with specialist palliathe care
neads.

The Kerry Specialist Palliative Care Service [KSPCS)
provides a 24/7 on-call service with GOH
telephone advice provided through the inpatient
unit.

There 15 a paucity of evidence on the clinical and
cost effectiveness of telephone advice lines.

AIMS

To review the evidence for the dinical and cost
effectiveness of O0H palliative care telephone
advice,

Analyse OOH telephone advice over a 3 month
period categorising calls and callers

Evaluate the cost-effectiveness of providing sut-of-
hours telephone advice fines.

METHODS

Retrospective guantitative study which examined
all paper telephone call record s to the OOH call
service from 1% June to 315 August 2024,

Data recarded included caller details, call details
and outcome,

The data was analysed to characterize the calls and
evalsate the OOH advice service,

RESULTS

127 calls recorded in the 3 month period.

4.4 % related to patients known to the service.
Mout calls were on weekdays (595%).

41% of calls related 1o patients whe died within
10 days of the call.

Title:

A review of the effectiveness of
out-of-hours specialist palliative

care tele&hone advice e
Patricia Sheahan

UNIVERSITY
HOSPITAL

KERR

RESULTS

The majrity of calls related to symptom
management at home and were managed with
phone advice. 6 people were advisad to attand
hospital of which 5 are still alive indicating the
adviee was appropriste as there was reversibility.

Caller

ﬁ'l

w Carer w Patient

W JC5 Nurse ® ED

® Nurting Home ® UHK Nurse
[ Jatom - UME Dr
WGP

Outcome

9

u Fhone Advice = South Doc
u C5SRC = ED
u Medical Review = PHN

CONCLUSION

The O0H service enabled patients to be cared
for and adequately symptom managed at home
by carers in particular inthe last 10 days of life.

It reduced home visits by O0H Doctors and
admissions to emergency departments for these
patients significantly reducing healthcare costs.

Authors:

A review of the effectiveness of out-of-hours specialist
palliative care telephone advice

McCarthy
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Nurse's experiences in the use of subcutcneous flul s inthe
e in palliative care settings:

final
reviev

] ar-,anrm Murphy*, Dr Mary Mooney*
blin

Background

* Subcutonecus flulds ore critical compoenents of palliative
care because they alleviate the sympltoms and improve
the genaral health of terminally il patients, thareby
enhancing their quality of life.

« Palligtive care assists tarminally Il patients and their
families in leading maore fulfilling lives ovarall.!

= in order to achieve the objective of paliiative care,

comprehansive svoluotons must commancea promptly,

and any istues pertaining to physical, mental, social, or
spiritual well-baing must be identified and rectified
witheut delay.”

Fluid administration via the epidermis and monitoring of

wvitald sigrs are both essentiol components of pallictive

care, particularty for terminally ill patients?

Aim
. fluids is an alternative
intervention that is well-tolerated and megical
can to their

patients. It is found to be sofe, cost-afficient and relioble.

* However, the of nurses ating
subcutaneous fuids present different challenges.
Subcutaneous fluids con comprise the stability and
martality of the patient, and this can couse
psychological and emational barriers for nurses during
the process.

Method

* The review questions were developed wsing the
PICO paradigm (figure 1)

= A sensitive search strategy was developed ond a
comprehensive structured literature search was
conducted in Embase, MEDLUNE, CINAHL, and
PubMad,

Figure & PICO Diagram

© (Outcome) - impao
axparient

Title:

St. Francis Hospice

Results

The systematlc roviow ldentifled studies (n=498)
Duplicates were remioved (n=185)

Studies wers screened (n=310)

First screening (n=288 ) studies were removed
Assessed for eligibility (n=22)

Exghudaod bosod on wrong satting, outcomes, population
‘and study design (n=19)

Studies Inchuded in the review (n=3) (figure 2}

Figure 2 Characteristics of included

Faydation, ane ILagrond by tha coroe, sther
P e e based The mimevn Bt of
P s St P, b L 3
Giical g e sasl AEemb ancl s e

Arcn
(R WG R P e b e Syt T e
Pt of TN Cano paSIencE B Empaned 13
i o s st werking i the POLL
Arcn tre
PySmion  rursesesoeisny when eating the iy srehusa of

‘st e aion nc o any GaficT of Opnion the
Fean T crae B g

Themes

Thems identified;

- d attitud ds artificial hydrati
» Decision-making processes and communication
- leal implermor gl
Discussion

'|\050 hod o "":Jp- Mpoct On nuses’ awareness ond
beliafs -unﬁ;:l a thi administration of artificial ydration
Recommendations for Practice

The nurses experience of delivering end of life care in an

acute setting in the west of Ireland.

Authors: Kelly
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Factors Influencing the Implementation of Advance
Care Planning Among Overseas Chinese Ethnic
Communities: A Systematic Review

Lijun Xue', Peter O'Halioran’, Roisin O'Neill', Julie Doherty", Kevin Brazil!

1. School of Nursing and Midwifery, Queen’s University Belfast, Northern Ireland

METHODS

This systematic review was guided by Preferred Reporting Items for Systematic Reviews and Meta-
analysis (PRISMA) guidelines (Page et al., 2021).

INTRODUCTION

Over 40 million Chinese live
overseasl', yet healthcare

inequalities, especially in end-of-life Searching ~ Screening ~ Analysis
carel?, persistamong these £5 . ) & % p

i 2 > ported to
communities. The growing elderly community outside Mainland ‘screened on Covidence for Excel spreadsheet for data

China, Hongkong, Macau and removing duplicates.
Taiwan > Titles and abstracts were
» Database: MEDLINE, GINAHL, i o > Iswasused

population in these Chinese ethnic extraction.

minorities highlights the need for

culturally sensitive and inclusive . Embase ﬁrfinvc\NFO . reviewers. to identify themes related to
healthcare approaches®. > i > scroaned, the facilitators and barriars of
by the implementation of ACP.
planning two reviewers.

¥ Year: Inception-2024 \

Advance care planning (ACP) has
been shown to improve end-of-life
care quality, but ACP completion
rates remain low among overseas
Chinese. This may be due to
language barriers, poor service
access, and cultural

RESULTS

PRISMA Flow Chart Population Involved Gountries livotved:

misunderstandings[4].

focusing on the barriers and
facilitators on the ACP
implementation among Chinese

However, there were few reviews

Rocsrss srsend (228

The United states (n=16)
Australia (n=d)
Canada (n=1)

Recruitment sites:
lacal Chinese community-based

) .
ethnic who live oversea and ) sattings (n=15)
E . = Patients n=31777 Clinical settings (n=5)
them oy Online Advertisingn=1)

This review identifies facilitators and
barriers influencing the
implementation of ACP among
overseas Chinese communities, in
particular English-speaking
countries.

Barriers and facilitators ranked by frequency based
on thematic analysis

Themes for Facilitators Themes for Barriers

The role of family in decisi i The inACP
ACP communication Discussion
Educational and community support for ACP The level of language proficiency and other
sociocultural factors
The lack of ACP knowledge, awareness and
culturally tailored resource
The role of healthcare providers and community in
ACP promotion
ACPisseenasa

OBJECTIVES

Positive attitudes and awareness towards ACP
To identify barriers and Higher level of acculturation
facilitators impacting the Personal and
implementation of ACP among ACP
overseas Chinese ethnic
communities.

uiggersfor  Th

The role of healthcare providers in AP
communication

CONCLUSION AND IMPLICATION

% This review highlights the complex interplay of cultural, social, and ACP among oversea
Chinese ethnic communities.

% Toimprove ACP participation in this community, culturally sensitive strategies,

&+ This systematic review can inspire future research on how to develop effective ACP interventions toward Chinese ethnic community.

] QUEEN'S
] UNIVERSITY
BELFAST

The lack of perceived needs

and tailored are essential.

HURSING ANo|
WIDHIFERY

iuration i the pracess of sdvance cars planning omong

R p—

Title: Factors Influencing Advance Care Planning
Implementation Among Overseas Chinese Ethnic

Communities: A Systematic Review

Authors: Xue, O’Halloran, O’Neill, Doherty, Brazil
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KEY POIN
m B The specialist palliative care team, g with the pharmacy

Children's Health Ireland department, embarked on a quality improvement initiative to
CONFRONTING CLONIDINE explore how to best aid staff in prescribing, applying and
CONFUSION: A Quality monitoring Clonidine Patches for patients acr: “HI.

Improvement Initiative to aid

Prescribing, Applying and Standard Operating Procedure (SOP) for the Prescribing and
Monitoring of Clonidine Administration of Clonidine Patches was devised by both the
Transdermal Patches Palliative Care and Pharmacy Departments, along with a Clonidine

Hurley I, Jennings V2, Laffan A%, Moore K* Lavelle K5
Wade CS.
1 Department of Pallative Care, CHI at Crurmiin

Transdermal Patch Application Record for staff to urately
record and monitor patch application.

S Pharmacy Department, CHl at Crumi
6 Department of Palliative Care, CHI at Crumiin
BACKGR RESULTS

The use of transdermal clonidine for  Following the review of errors and

the management of dystonia in the feedback obtained from staff,
children with severe neurological multiple quality improvement
impairment, has increased in initiatives were developed and
paediatric practice since early 2021. implemented by the

A number of reoccurring prescribing  multidisciplinary projeet team:

and administration errors started to

emerge. * An alternative product with
English language packaging was

“ sourCCd

The tertiary hospital formulary
The specialist palliative care team, was updated

il ith the ph:
o/0ng Wi ¢ prarmacy The development of Standard EICREICIRECTIGN

department embarked on a

collaborative quality improvement Oper aling‘Procedure (SOP) for The use of Clonidine Transdermal
initiative to reduce the risk of errors the Pre-scnblvng and o patches is a relatively new and
and support both staff and families Administration of Clonidine emerging practice across CHI, with
in prescribing, applying and Patches very little international evidence
monitoring Clonidine Patches for « The addition of a ‘Clonidine avaikl;le to aid in safe preseribing and
paediatric patients. Transdermal Patch Application administration.

Record’ * The need for a SOP came from

feedback from staff and from errors
METHODS A new Patient Information noted.

I . Leaflet was designed
A multidisciplinary project team

P + An audit on prescribing and
was formed consisting of:

monitoring of transdermal clonidine

Education provided to staff

+ the medication safety officer * Liaising with the Primary Care patches in now underway, to assess
+ pharmacists Reimbursemer_ll Servi(_:e (PCRS) if there has been a reduction in
+ members of the specialist t‘? censure consistency in prescribing  and  administration

dispensing of patches errors since the introduction of the

palliative care team.
SOpP

ACKNOWLEDGEMENTS

Thanks to colleagues who
participated in the development of
Clonidine Transdermal Patch
Application Record.

The multidisciplinary project team
identified the factors contributing to
the errors including; the use of
unlicensed medication, packaging
information not in the English
language, similarity between
adhesive covers and patches and In particular, our colleagues in the

lack of guidance in hospital Clonidine patch (left) and adhesive cover pharmacy department.
formulary. (right)

Title: Confronting Clonidine Confusion; An MDT Quality
Improvement Initiative to aid prescribing, application and
monitoring of Clonidine Transdermal Patches

Authors: Wade, Hurley, Jennings, Moore, Lavelle, Laffan



Research

Patients Transferred From a Specialist Palliative Care
Inpatient Unit to Hospital: A Retrospective Review

[ o |
t?"z‘:_,'z Dr Sarah Fitzpatrick, Dr Helena Myles, Milford Care Centre, Castletroy, Limerick.

IR T

+ Patients with incurable ilinesses are engaging with specialist « 14/16 (5%} patients had » do ot stempt cardiopuimonary
palliative care services earlier in the disease trajectory resuscitation order at the time of hospital transfer

+  Asmall proportion of hospice inpatients may benefit from acute T St e

hospital transfer for inpatient admission

+  There ks minimal literature exploring this i e i < 0 S T &
Wotimsd Seriscance post bop coloatormy formaton 7
*  Milford Hospice has a 30-bed specialist palliative care inpatient Fiospital management for end-ol-lifa cars as per
unitona standalone site in Limerick, Ireland. Parenteral ffamity wishas
interventions are readily available with daily senior medical Uit o mpatermic ant-cancar trommert E;
presence at this hospice, H
Conaideration of furlher sysemic anti-cancer 7
eatemant
Suprapei cathat 7
Portutarear drairage o colleton of (L o T
Conaiternson oA drainis of phearal stPusion 7
*  Toidentify reasons for transfes from the 30-bed hospice inpatient restigation ol colom . 0

wnit to the acute hospital *  11/16 [69%) hospital transfers resulted in transfer back to the

hospice, 2 patients [13%) died in hospital, and 3/16 [18%) were
home from hospital

= Reasons for hespital transfer were diverse and varied

«  Toidentify subsequent patient outcomes

Ethical approval was obtained prior to study commencement

Retrospective review of healthcare records of all patients

transferred from hespice to hospital for at least one night between | . Collaboration and discussion led by senior decision makers resulted

01/07/2019- 30/06/2023 in most patients transitioning directly to an inpatient hospital ward
rather than to the Emergency Department (ED)

Relevant anonymised data were extracted and analysed

+  Hospice inpatients who went to hospital for day case procedures
are not included in this project

+  Some of the reasons for hospital transfer have prompted discussion
16 hospital transfers (involving 14 whether hosplee admission was appropriate in the first instance
patients) between
01/07/2019 - 30/06/2023

*  Changing demographics of hospice inpatients may necessitate re-
exploration of need for acute hospital transfer

+  There were 2,101 admissions 1o the hospice inpatient during this
time, therefore only 0.76% of admissions resulted in hospital

transfer
*  Mean age of patients transferred to hospital was 60.7 years (range T—
28 - §1 years) = Anextremely small proportion (<1%) of hospice inpatients were
wransferred to the acute hospital over four years for a myriad of
+ 7 male patients, 7 female patients indications
*+  13/13(93%) patients transferred had a diagnosis of cancer - whilsta rare event, decisions were individualised and patient
«  Mean length of hospital stay was 10.8 days {range 2-28 days) centred
= Aconsultant in Palliative Medicine was Invalved In the decision 1o | |+ Onbalance, transfers were felt to be apprapriate

transfer to hospital in all 16 {100%) transfers

Conflicts of Interest

-+ 14/16 (88%) transfers occurred during normal working hours
+ In relation to this poster, | declare that there are no canflicts of

*  14/16 [BE) transfers were 1o an inpatient hospital ward, with ettt

1/16 (6%} te ED and 1/16 (6%) to the Surgical Unit

Title: Patients Transferred from a Specialist Palliative Care
Inpatient Unit to Hospital: A Retrospective Review

Authors: Fitzpatrick, Myles
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NG The Introduction of an End of Life Prescription Sheet
And Medication Protocol in Naas General Hospital
Hospia A Quallty Improvement Project

aine Harris, Karen O'Maliey, Lisa White

Naas General

RESULTS —

BACKGROUND 3 fes veamars harhar 4. oo e st osoc?

@ Cate Resourca Folder?

Are youor Factanent 5

The provision of symplom management al End of Life is essentil in supporling B e Pat
patients and their families. Families can face many challenges associated with their
Toved one facing death we as healthcare professionals have a responsibilty to ensure
Seamless and effective care provisian. 43% of deaths occur within acute hospitals
(McKeown K 2012). This is supported by the PELCI Report (2021) whereby stalistics
from 20132018 demonsiraled a 44% of deaths in acute hospilals. Naas General
Hospital (NGH) developed a Palliative Care Resourca folder in 2023. Which consists
of several factshests. Factsheet 8: Basic Symplom Management at end of ife care;
guides physicians in assessing patiens who are approaching end of ife ca
pharmacological management of symptoms. Leading on from this projsct; through
clinical insight and feedback from physicians we developed an End Lif
Preseription Sheel and Medicalion Protocol which was launched in March 2024.

Endof Life Medication Protocol
Prescriber Questionnaire

f”ﬂ

An adit was asked i the pi change about the End
of Life Medication Protocol. Three participants responded to this question. All respondents asked
for earier education/lraining about the prolocol which has now been added to NCHD's induction

fokder
AlM Audi Tool Criteria
L. Was the End o Uife Mecicaton Potocol utised?
2. Wasthe Endor
+ To develop an End of Life Medication Protocol to ensure that the appropriate
medications were correctly prescribed for patients at end of life which is Secuitsof At
supported by evidence based practice .
+ To streamline medication use at end of life negating the need for multiple
prescription booklets .
+ To reduce the risk of medication errors H
+ Prompts appropriate use of medications and reduces likelihood of H I I I
polypharmacy . = e —
+ To access if the medication protocol is prescriber friendly
+ To gather prescriber feedback about the medication protocol
+ To access if the medication protocol is being used appropriately under the DISCUSSION
(guidance of the Palliative Care Team or Factsheet 8 from the Palliative Care
IR + Feedback from the End of Life Medication Protocol prescriber questionnaire highiighted
that there Is good awareness of the medication protocol and that NCHD's find it prescriber
METHODOLOGY + There was moderate clinical insight relating to when it is appropriate to commence the

End of Life Medicalion proiocol
A muliidiscipiinary team approach, combining professional knowledge and
clinical insight was uiiised to develop the me; n protocol supported by = There was good awareness of the Palliaiive Care Resource folder, however participants

evidence based practice and National Clinical Guidelines were less familiar with faclshest 8 which provides information about basic symptom
A mixed approach was adapled and a questionniaire was developed to gather cuntrolmensgsment at sred of e

e K
piSeciberfuedback sbontiemedication protcco + Feedback from the questionnaire highlighted the need for increased education about the
Achart review to determine if the medication protocol was used and if so used End of Life Medication Protocol at induction

appropriately and under which guidance was carried out. Ten medical records
of patients whom had died in the four months following the launch of the .

The audit of patient charts demonstrated positive results that the End of Life Medication
medication protocol were randomly selected for audit L PE

protocol was being utilised in practice and under the correct guidance of palliative care
‘advice. However, some medications were incorrectly signed or dated demonstrating that
this is an area which needs future focus

CONCLUSION

+ The development of the End of Life Medication Protocol has improved symptom control
atend of ife by providing evidence based guidance on medication use at end of ife

Prescriber knowledge has increased and fewer medication errors were reported

+ The need for increased trai
addressed

g for NCHDs at induction has been acknowledged and

 Co-ordinator (ADON), Karen O'Maley — Chief Pharmacist, Lisa White-End
- etz Speciaists n Pallatve Care

Title:

Authors:

The Development and Implementation of an End of Life
Prescription Sheet and Medication Protocol in Naas
General Hospital: A Quality Improvement Project

Gleeson
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Chronic disease management in patients at the end of life '

Author: Dr. David Byrne® *

1. Our Lady’s Hospice, Harold's Cross, Dublin 6
2. Inchicore Medical, Inchicare, Dublin 8

introduction

* In 2020, the Health Service Executive [HSE)

introduced a Chronic Disease Management

+ To explare the role of the COM programme in patients attending
primary care who are entering their ast year of lfe.

{COM) programme in Primary Care, which

defivers 6-monthly structured consultatians to Methodology

patients with specific chronic illnesses:

L.o0FR 2.Typa 2 Diabetos * Aretrespective chart review of all deaths in a urban General Practice

Rt o snis fos, in an 18-month period fram January 2022 o June 2023,
5. lichasmic Heart Disease 6. Asthma

- Data collocted: COM regi . specialist palliati put,
- T may be an to chronic disease diagnoses, number of medications per patient, interval
identify patients entering their final year of life, from last COM review to death.

Age: Median 74 years (range 33-87)
Sex: Male 60% (9/15), Female 40% (6/15)

(22 chronic 53.3% (8/15)
F (25 Median 13 medications (range 3-22)
CDM Registration status 73% (11/15) registered for the COM programme

Figuu 1: COM & Palliative input in all deaths (n=15]

ure 2: €BM Chranic Disease Disgnoses (n=11)

s

I |
| || Nl |I

e gy
COMDnly  Specialint Hether [
Fulbative s

\.um‘«,...»....‘

e

Figure 3: Interval from COM Review To Death (ns11)

r—

Almast three quarters (73%) of patients had been registered for the COM programme within 18 months of death
Almaost half (46%) of registered patients had a COM consultation in the & months before death, nene of whom were linked to palliative care
COM visits are a potentially useful and timely opportunity to assess end of life care needs
Further research is required to assess the feasibility

2. Tandan M, Twamey B Tuomey L Eian M, Bury.
3. 0'Shea B, Durker C, 0%elly F. Chroni: dissass management in patients atsending rsh Ganeral Practice raining practices. Irish madical furnal. 2013,106(7)-207:5.

Title: Chronic Disease Management (CDM) Programme at the
end of life

Authors: Byrne
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Guideline for Anticipatory Prescribing for Terminal Haemorrhage in
Cancer Patients Based on Current Practice in Ireland
Dr G Kennedy, Mr N Manktelow , Dr | Harnett, Dr C Murtagh
Galway Hospice Foundation

Background

+ Amost2/3 i policy )
Adrisis pack, of ane or more

with the go3l of alleviating patient distress'.
Policy or Guideline Followed Numbor of participants N ~ 4 (%)
ripti s the fack of llow for L 30 (€5.2%)
s e — o
: An ublication 6 (i3.0%)
Did not answar 1 (22%)

Table 2. Prescribing Palicy or Guideline Used

Objectives

o, + The guideline generated from the data is shown in Figure 3.

Generate a guideline informed by data collected. pati healtheare

Methods

setting or at home.

Figure 3. Crisis Pack Prescribing Guideline

the ROL

Results

*100% of participants prescribed crisis packs.

, . / \

CAp—— Zz I

+ Over 95% prescribed medication via the subcutaneous route.

patient is on

- Most partic v
a baseline anxiolytic andfor opioid.

1

= Almost onethird prescribed 1/6 of the total 24-hour dose.

Number of participants n= o ated
e inaisctrconpatn,Iar e
Discussion
The resuls of thereis i route
25 prescribed. From i
[No definitive calculation provided o using h
breakthrough dose.
Table 1. Calculations used for prescribing epioid in crisis pack.. m ’ ) .
eresults
inwhich 10mg of IM midazolam is recommended.
. prescribing by malignancy
cancer (Figure 2). ]
on the expert opinion of the survey participants.
« Ofthest g theexra
bleedrisk. timitations:
* The lack of any validated questionnaire available for crisis pack prescribing.
Figure 2 Inclusion Criteria & possibility of responder bi
strengths:
H %0
. To ir ic  packs.
References
1. Marris 0G, Noble iR
doF10.1036/) Jpainsymman 2009.04.027
2. 40ed. i o of
i 20,
tpsmmenwesimidspallare.co.uk/spage/
3. Wl Zhao K Fis-AimeF.

Title: Crisis Pack Prescribing in Terminal Haemorrhage: A
National Survey of Specialist Palliative Medicine
Physicians

Authors: Kennedy, Manktelow, Harnett, Murtagh
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The Intersection of Geriatric Oncology and Palliative
Care- Analysis of Local Referral Pathways

Dr Jane McSweeney, Dr Denise Hayes, Dr Anne Horgan

University Hospital Waterford

Background

Cancer is a significant health concern for
older people, and decisions in relation to
systemic anti-cancer treatment (SACT) in
those over 65years become more complex
as the number of co-morbidites and
incidence of frailty rise. The local Geriatric
Oncology Assessment and Liaison Clinic
(GOAL) is the first of its kind in Ireland. The
GOAL  database  contains clinical,
demographic, and age-specific information
which are indicators of frailty. This
information is used to determine suitability
for SACT.
Early integration of Palliative Care is known
to improve quality of life for patients with
cancer. At present there is no formal link
between the Specialist Palliative Care (SPC)
Service and the GOAL clinic. We wished to
examine the extent to which our services
share this patient cohort, and to determine
the characteristics of those patients known
to both. This forms the first step in a
towards a i link
between GOAL Service and Specialist
Palliative Care in University Hospital
Waterford.

. To identify patients common to GOAL
clinic and Specialist Palliative Care
(SPC) services in an Irish county.

N

Describe the characteristics of this
patient cohort.

w

Examine referral pathways, timing of
referrals to SPC, and place of death for
patients in this group.

This is a descriptive retrospective cross-
sectional review.

Ethical approval was granted by Regional
Ethics Committee.

Patients referred to both GOAL and SPC
services in Waterford city and county from
01/01/2020 to 31/12/2023 were identified by
manual search of both databases.

Excel software used to collect and analyse
pseudo-anonymized demographic, clinica,
and age-specific data.

Source of Palliative Care Referral

cP
Surgeon

Acute Medicine
Medical Oncology
GOAL Clinic

The chief limitation of this review is the small
sample size. This initial phase was limited to
a relatively small geographical area due to
practical and logistical issues in accessing
Community Palliative Care data from outside
the county.

Place of Death: SACT Group
(n=24)

Given the significant proportion of patients
known to both services, and the general risk
profile of this group of patients, there is
certainly scope to achieve a greater degree
of early Palliative Care involvement for
patients referred to GOAL service.

GOAL patients offered chemotherapy may
be more likely to require end of life care in
the hospice or acute hospital setting than
those who are not treated. This may be a
reflection of higher symptom complexity, or
on a greater emphasis on pursuing
reversibility.

A larger sample size will be required to
determine statistical significance, and to
identify potential triggers for SPC referral in
the future. Ethical approval has been
granted, and data collection is underway.

Place of Death: No SACT
=17)

References

Oullaw D, Abdallah M, Gil-Jr LA, Gir S, Hsu T, Krok-Schoen JL, Liposits G, Madureira T, Marinho J, Subbiah IM, Tuch G, Willams GR. The Evolution of Geriatric Oncology and

Geriatric Assessment over the Past Decade. Semin Radiat Oncol. 2022 Apr;32(2):98-108.
Gaartner, J., Sismans, W., Meerpohl, J.J., Antes, G., Meffert, C., Xander, C. etal. (2017) Effect of specialist palliative care on quality of life in adults with advanced incurable illness in
hospilal. hospice, or community settings: Systematic review and meta-analysis. BM.J, 358, J2925.

Title: The intersection of Geriatric Oncology and Palliative Care-

Analysis of Local Referrals
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Antidepressant Prescribing towards end of life in a Specialist Palliative Care
Inpatient Unit: A Retrospective Study

H‘w o Ryan M, Walsh D, N Laoire A, Mulqueen L

. nsesiy gt Woteord

o ot Senth k. palliative
\ e Care -
AN University Hospital Waterford, Dunmore Road, Co. Waterford, Ireland s
Background
* Approximately one in four patients who require specialist palliati i i pression (1), itating the use of anti (AD).

Patients requiring specialist palliative care are also commonly prescribed antidepressants for multiple other indications (e.g. depression, anxiety, pain, insemnia) (2).

These medications are often abruptly discontinued when the oral route becomes unavailable, potentially leading to antidepressant discontinuation syndrome (ADDS) (3).
Gradual tapering is recommended to mitigate this risk, yet the current practices in specialist palliative care remain underexplored.

Aim and Objectives
+ Examine the incidence of antidepressant use in patients admitted to a Specialist Palliative Care Inpatient Unit {SPCU).
+ Analyse tapering and discontinuation practices for ADs

* Toidentify potential features indicative of, explore assessment for, and documentation of ADDS.

+ Review prescribing patters of anxiolytics and following

A retrospective analysis was conducted on healthcare records of patients who died in the SPCU over a four month period.

Data were collccted from medication prescription and administration records to determinc if a patient was prescribed an AD on admission, if this AD was tapered of abruptly
discontinued, usage of anxiolytics and antipsychotics at end-of-life, and clinical notes were reviewed to screen for potential features of ADDS (delirium, agitation, distress).
Descriptive statistical analysis was performed to summarize these trends.

Figwel  Antidepressant drug classes and frequencies
* 80 charts were reviewed. 57.5% were male, 42,5% female. 71.3% had a malignant SRy, 2, 6% SMS: 1. 3% .

diagnosis. Serotonin reuptake inhibitor
* Of the 80 charts reviewed, 35% of patients were established on an AD at the time of =SAl

Sarotonin antagonst and reuptake nhbitors
admission.
TCA, 8, 26% wTeCA

« Figure 1 demonstrates the AD drug classes and frequency of prescription. v Tetracyclic antidepressant

TCA
Treyclcantidesressant

100% of these ADs were abruptly discontinued.
= SNRI

There was no to taper the and no
documented assessment for ADDS following discontinuation.

Figure 2 sms
 Overall 57.5% of patients were documented to have experienced terminal agitation, i P derth me) btk Y
3 rCSCI Levomepromazine dose at death (m

delirium or distress. P ®) 2%
* 64% of the group who had been on an AD experienced terminal agitation, delifium or  m 24hrCSCI Midazolam dose at death (mg)

distress.

176
+ The mean time from admission to death was 8.8 days,
135

+ The mean time from AD stopping to death was 5.2 days.

The mean 24 hour Continuous subcutaneous infusion (24hrCSCl) doses of midazolam
and levomepromazine at time of death for the AD and No AD group is shown in Figure. 5
2. values of 0.3401 and 0.1628 respectively.

No AD Group AD Group

This research aims to inform clinical practice regarding antidepressant management in a pal
In this study, deprescribing of antidepressants towards end of
personalized tapering s not practical.

Assessment for ADDS is not performed routinely in SPCU.

In our small sample size, higher doses of medications to manage terminal distressed states such as delirium or agitation were required post abrupt discontinuation
of antidepressants, though this difference was not statistically significant. Prescription of other psychotropic medications also impacted 24hrCSCl dosages.

* Larger studies with robust statistical analysis for confounding factors are required to investigate further.

References
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care population with the goal of improving patient care,
ife does not follow recommended tapering guidelines. This approach remains justifiable in cases where
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Exploring the potential value of weight-based opioid prescribing- a

systematic review of the literature

o Iprity D Claire Kelty

v iy e Wose Gty Laca hlly s s ol b L

], e Mesta Keane [Undveruty Mot Gabwin, Dr
{urbvenity . b

Iurbraty &

Background: The potential role for weight based opioid
peascribing in pallivthen care | presently uncleat, hance the
potersial benefr of carrying out hurther neseacch into thia
Eapke. W caithd Sut B ftefalie finview of the prkent
Meerature,

Al There ks 3 deasth of research on weight-baied opicld
prescribing in the palliative care setting. and parsicalarky in
the cases of extremes of body weght. it is of integral
importance that each patient recsives the appropriate
epicid doe te cptimally manige their pain, sod ghee that
beth wnderdsiing and ewrdaung hav cegate
repercuiiian far Lh pathenl Hende this iystbetie seview
will hetlp Examineg the cument gap in the Fterature on this

Wit In Gxtober 2024, the Pubbed database was
wsed o perform a search, in ceder to compde artices for
s systematic review.

Findings) Result=, Sakar M #1al published an aricle
enticled “Weight- Verrsa Non-Weight-Baned
Continucus-nfution Fentamd Doting Regimen in Critically
W Aduits” b Critios! Care Mediche (2028} They found that
study of 60 patients in intensive care on mechasical
wesnilation, receing femtamd via contisuous suboutanecus
infuion [CSCI), those whide spioad Soaage wid

Reforersie

L U, akart: T, it R Ve Ohenn, 0. 806 g e s o Comiape s o Ooming g
5, L § D08 0109722 com 000OTZAEN. 11085 18
mnm-.-mawnmu—rmwmmuwn b 6. June 1004

i Criicalby i b, Cric Carm Macicins 401
2 Eaiesd P Bren
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iefharraie ol Wil
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Exploring potential value of weight-based opioid

men-weight based neceived significantly less opisid than
Iherke mhidd dide wik caliulated Biried o wiaght.
Patients 2n the non-wesght Baied Fentae (501 ragime
teepained increated amounts of afjuvaet daly epioid.

Aty by a5, of 81 [20048) thamed 2t analgesic
revponee b one millgram of iydmmorphone
intravencuily did rat vary by totsl body weight, thareby
sugpesting no chear benefit of weight aved doses over
foned cphoid doses

osgd et al (2007) prine
s Ot 3 RETed i Patierts who were movbidly otsese and
1hat marphing comcantration were unchanged between
merbitty cberie patients and thase with & rormal bady
miss inden, indicating o neceity hor weight-bated dote
sedpatmenty of cpckds

The majonty of articles on this Eogec st there & o
for weigh

Comelution: mhist the Ineratere svalsbie would suggest
1here is 1o Foie fes Wt baied apisid dssing, the
nevestch b very liited, aupecially within the paliisthe
care vatting. Mence the poasitln valos in furtsar rsloring
thit aeea

Pt o Wi, M. | it einate. el

prescribing — a systematic review

McDonnell, Waldron, Keane, Kelly, Reilly, Gaffney, Cronin
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Background:

+ Healthcare professionals face increasing demands to
deliver specialised care for people living and dying
with dementia.

* Unmanaged pain causes significant physical and
emational distress for individuals with dementia and
their families/caregivers.

+ Addressing pain is a vital part of compassionate
care,

Aim: To improve pain management for people with
dementia in acute care settings.

Objective: Develop and impl it aprog
collaboration with clinical colleagues to enable
healthcare teams to adopt a consistent approach to
pain management from admission to discharge.

e, in

in the research process.

Methods: Participatory Action Research methodology actively engaged healthcare staff

your patient? Observe your patien
Treat your patient? So how is your
patient mow?)

with dementia,

# Encourage collaboration among
healthcare staff to improve pain
management outcomes,

Results: DOTS Model (Do you know
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Conclusion: Within the harried
environment of acute care there is
the need to improve pain
management for people living and
dying with dementia. This study

staff can have on the person with
dementia through collaborative
research work. Thus, creating an
evidenced based approach to
managing pain and in turn prowidin
better patient experience.
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AIRVO™ in Specialist Palliative Care: A panacea for dyspnoea?

Background and Rationale

Chronic respiratory illnesses resultin a
severe burden of symptams for patients
with a significant effect on their support
network and are associated with high
health costs.!
AIRVO™, otherwise known as High Flow
Masal Oxygen (HFNO), has emerged as
a significant nen-invasive support and
has transformed care of patients with
advanced respiratory iliness.

HFNO delivers canditioned, humidified air
at high concentrations of oxygen via a
soft, flexible apparatus (see Fig.1 and 4).
Its application results in several
physiological benefits and its use has
escalaled since the onset of the COVID-
19 pandemic. Increasingly, it is being
ulilised in community settings for patients
with Palliative Care needs.”

Mechanisms of action of AIRVO™ include
increased oxygen pharyngeal
concentration, improved pulmanary

Y and h i
pharyngeal deadspace washout, positive
expiratory p effect and i

‘Sarah Nestor, Marks Alvarer, Camsila Mureagh
Gaway Hospice Foundation

-

100% (n=15) of pafients were hypoxic at
the time of AIRVO™ commencement.

For patients who were at risk of C02
retention, the parameter utilised was less
than 88%. For all other patients, a cut-off
of Sp02 <95% was applied.

Primary indications for commencement of
AIRVO™ are demonstrated in the table
below (Fig. 2)

Primary reason for AIRVO “

Secretion Clearance 4

Sensation of Breathlessness 2

Respiratory Distress (High Resp. Rate) 2z

Desaturation and Dyspnoea 7
ez ]

93% of palients reviewed were
commencad on AIRVO™ as an inpatient in
hospice. One patient was discharged from
the acute haspital on AIRVO™ and

carbon dioxide removal as well as
splinting of the nasepharyngeal
boundaries.*

To report data an the use of AIRVO™
for relief of symptoms in a Specialist
Palliative Care service.
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| Methodology
A retrospective chart review was carried

out and datasets from fifteen patients
were collected over twelve months.

Of the 15 patients in total, n=5 (33%) had
a primary diagnosis of malignancy. These
included breast cancer (n=2), lung cancer
(n=1). cholangiocarcinoma (n=1) and
metastatic renal cell carcinoma (n=1).
Eight patients had a primary diagnosis of
chronic non-malignant lung disease
including Idiopathic Pulmonary Fibrosis
(n=3), Chronic Obstructive Lung Disease
(n=1), Asbestosis (n=1), Inclusion Body
Myosilis-related Interstitial Lung Disease
{n=1). Pulmonary Hypertension (n=1) and
Emphysema {n=1). Two patients had a
combination of malignancy and chronic
lung disease. Three patients were female
and twelve were male. The average age
was 70.6 years.

to the inpatient unit
for symptom control.

Overall, AIRVO™ was well tolerated with
only 20% (n=3) reported as being unable
to tolerate this intervention. Of these three
palients, two reported to be heat-intolerant
and the third developed a pre-terminal
delirium shortly after commencement.

In the 80% (n=12) of patients who
improved with AIRVO™, PCOC data

reveals a significant reduction on intensity |

of distress related to breathlessness.
Symptom Assessment Scale (SAS) scores
were used to capture response for the
purposes of this study. 33% (n=5) reported
at least a reduction of 3 peints of distress
related lo dyspnoea on the Symptom
Assessment Scale with 20% (n=3)
reporting a drop of twe points (see Fig. 3
below).
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Discussion

The average length of time spent on
AIRVO™ was 17.5 hours with a range
from two hours to over three months.

Fallowing sucoessful commencement and
tolerance of high flow nasal oxygen, two
patients were discharged from the
Specialist Palliative Care Inpatient Unit on
AIRVO™, Far both patients (one with
Inclusion Body Myositis-related Interstitial
Lung Disease and one with idiopathic
Pulmonary Fibrosis), there has been a
stagnation in up-titration of opioid therapy
for the management of dyspnoea due to
improvement in symptom burden.
Additionally, both patients have aveided
acute hospital admissions, resulting in a
reduction of cost at a health systems level

v =
Finally, one patient required a reduction in
opioid therapy with commencement of
AIRVO™,

Conclu:

AIRVO™ is a generally well-tolerated
intervention in Palliative Care.

Indications for its initiation are varied and
its ability to be provided in the community
has a direct impact on patient’s place of
care as well as frequency of acute
hospitalisation.
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IAPC Irish Association For Palliative Care
(’ A Collective Voice for Palliative Care in Ireland since 1993

Established in 1993 as an all-island body with the purpose of promoting palliative care nationally and internationally,
the Irish Association for Palliative Care (IAPC) is a multidisciplinary membership non-government organisation. The
ntention of the founders was that IAPC would be identified by its inclusiveness and would encompass the whole
sland of Ireland.

The IAPC membership reflects the entire spectrum of all those who work in or have a professional interest in the
provision of palliative care. This includes doctors, nurses, social workers, chaplains and pastoral carers, pharmacists,
psychologists, physiotherapists, occupational therapists, dietitians, as well as executive staff, academics and educators.
Membership also includes clinicians and allied health professionals working in related are as such as geriatrics,
oncology, psycho-oncolody, paediatrics, and pain management.

The IAPC is organised around a number of working groups designed to create forums aimed at promaoting best practice,
professional development, research and learning in palliative care.education and research.

rish Association for Palliative Care

Carmichael House, 4 Brunswick Street North, Dublin 7 DOTRHAS

e 01 8734735

we: 0 873 5737

s info@iapc.ie

rmivier: #palcaresema2 www.iapc.ie for more information and on-line membership application



