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PALLIATIVE SEDATION THERAPY MONITORING RECORD

Main diagnosis

Other relevant conditions
Indication to administer palliative sedation

Date sedation initiated  Year

Month

Day Time

Palliative Sedation Assessment and Monitoring Tools should include:

Patient Name (last)
(first)
DOB (dd/mm/yyyy)
PHN MRC
Account/ Visit #

RASS-Pal Scale

(Form #826852)

v ) Interior Health

Richmond Agitation Sedation Scale - Palliative Version (RASS-PAL)

Score Term ipti
. o , violent, tostaf,(e.g J-att
¢ Combalive | getoutof b or chair
Puls or Tubing]or catneter - atemp
® VeryAgteted | getoutof bed or char
2 Agiated | Frequent +/-attempting o get out of bed or chair
1 Reslless | Occasional non-purposefl movement, but movements are nol aggressive o vigorous
0 Aertand Caim
B Orowsy | Nty dlrt uthas sustaine awakeing (eye-2pening|eyecorac) 0 voic o 10 seconds
or
2 Light Sedation | Biefy awakens with eye contact 0 voice for less than 10 seconds
Woderate Sedaton
3 oo o) | A movement eye o body) o eye opening o voic, bt o eye contact
D y body)or by
4 Deep Secaton |1 (00
5 Not rousable | No response to voice o stmulation by light touch
Tool Notes
+ The Richmond dation Scale — Palialive RASS-PAL is a valid 1o assess the
person's level f sedation during Paliative Sedation Therapy (PST).
. RASS, e RASS-PAL does not response using painfl
« Theaim ofp o withthe lightest necessary and/or s per the
identifed goals

« Use of a standardized
procedure on reverse.

see

Score

Procedure for RASS-PAL

1. Observe patient for 20 seconds

o+t . Paients aler restess or agated for more than 10 seconds. Note f the patint i aler, festiess o agiated
for less than 10 seconds and )

majority of the observation period.

2. Ifnotalet, greet patient, call by name and say ‘open your eyes and look at me".
a.  Patient awakens with sustained eye opering and eye contact 10 seconds or longer).

2 5. Patient awakens wilheye opeing and eye cotac, but notsustined (less than 10 seconds),
._Patenthas any eye or body movemen n response o voiosbut noeye conact
3 When o espor . physial by lght ouch, e9.,
3 a. Patient has any eye or body movement to gentle physical stmulaion

b.__Patient has no response to any stimulation

Bush SH, Grassau, PA, Yarmo W, Znang T, Xike S, Pesta JL (2014

137 186014728
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PAINAD (Form #810310)

. .
Y ) Interior Health Pain Assessment in Advanced Dementia (PAINAD) Scale
o 1 2 Score
Breathing Noisy labored breathing.

Occasional abored breathing

I Normal rventifation.
independent of lormal Shore period of Pyperventiatin Long pericd of hyperventiatio
vocalization Cheyne-Stokes respirations.
Occasional moan or groan. Repeated troubled caling out.
egative
A None Low level speech with a Loud moaning or groaning.
Vocalization
negative or disapproving quality. rying.
Facial Expression Smiling or Sad. Frightened. Frown. Facial grimacing.
inexpressive
Tense Rigid.Fists clenched, knees pulled up.
Body Language Relaxed Distressed pacing. Pulling or pushing away.
Fidgeting. Striking out
Consolabllity No need to console | Distracted or reassured by voice or Unable to console,
distract or reassure.
TOTAL
Scoring: 13 Mild pain Provide comfort measures (i, non-pharmacologic approaches such as repositoning or distraction or a
mild analgesic such as acetaminophen)
4-6  Moderate pain
7-10 Moderate to Severe pain Pain that warrants stronger analgesia,such as an opioid,as well os comfort measures

L MDA, 4(1).9 15

Horgas & Miler L (2008) Puin ssessment npecse wih demenca.American ournal of Norsing, 10876270
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Respiratory Distress Observation Scale (Form #826853)
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Respiratory Distress Observation Scale (RDOS)

Purpose
Thistoo st be used for assessing of patents unable mritoring for Paliatve
‘Sedation Therapy'23,

Variable 0 Points 1 Point 2Points | Sub-Total
Heartrate per min (beats min = bpm) <90bpm | 90-109bpm | 210bpm
Respiatory rate per minute (auscultated) (beaths min) <19breaths | 9-30breaths | >30 breaths

Yes - Occasional, | Yes - Frequent
nts

Restlessness: non-purposeful movements No
sight movements | _movemer

Paradoxical breathing pater: abdomen moves in on

No Yes
inspiration
Yes -
A muscle use: ise n clavile during inspiration N Yes - Sight
\ccessory muscle use: ise in clavile during inspiraio o es-Sightrise | o0 2 se
Grunting at end-expiraton: guttural sounds No Yes
Nasal flaring: involuntary movement of nares No Yes

Look offear: ] Eyes wide open
[ Facial musdles tense

) Teeth together

Total

Instructions for Use

« Count espiratory an heart ates for one fullminute;

« Grunting may be audible with o without ausculation;

« AnRDOS score of < 3 ndicates respiraory cofort

ATRDOS 2 3 sigaifies respiatory distress and need fo palation?;
« Higher RDOS scores signfy a worsening condion?”.

Reforences: 1. Canptel, L. (20080 ()48
2. Canpbell, ML and Tempin TN (201 Patiat Med. 295):436-42

3. Znangetal (2019 Valty, Reabity
Adl Palitie Care atiess. ) Pan Symplom Manage:S7(21304-310.
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Provincial Palliative Care Consultation Line (physicians and NPs only):  1-877-711-5757

Nurses, please contact the Regional Clinical Nurse Specialists for PEOLC for Palliative Sedation consults:

1-250-354-2883 or 1-250-212-7807
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http://insidenet.interiorhealth.ca/infoResources/forms/Documents/826852.pdf
http://insidenet.interiorhealth.ca/infoResources/forms/Documents/810310.pdf
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