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Palliative Care Clinical Assessment Tools 

Palliative Care Phases

1 Stable 
2 Unstable 

3 Deteriorating 

4 Terminal Care 

5 Bereaved 
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Definitions of Palliative Care Phases

(1)   Stable Phase
All clients not classified as unstable, deteriorating, or   terminal.


The person’s symptoms are adequately controlled by established management. Further interventions to maintain symptom control and quality of life have been planned.


The situation of the family/carers is relatively stable and no new issues are apparent. Any needs are met by the established plan of care.

(2)    Unstable Phase

The person experiences the development of a new problem or a rapid increase in the severity of existing problems, either of which requires an urgent change in management or emergency treatment

The family/carers experience a sudden change in their situation requiring urgent intervention by members of the multi-disciplinary team.

(3)    Deteriorating Phase


The person experiences a gradual worsening of existing symptoms or the development of new but expected problems. These require the application of specific plans of care and regular review but not urgent or emergency treatment.

The family/carers experience gradually worsening distress and other difficulties, including social and practical difficulties, as a result of the illness of the person. This requires a planned support program and counselling as necessary.

(4)   Terminal Care Phase

Death is likely in a matter of days and no acute intervention is planned or required.  The typical features of a person in this phase may include the following:

· Profoundly weak

· Essentially bed bound

· Drowsy for extended periods 

· Disoriented for time and has a severely limited attention span

· Increasingly disinterested in food and drink

· Finding it difficult to swallow medication

· This requires the use of frequent, usually daily, interventions aimed at physical, emotional and spiritual issues.

· The family/carers recognise that death is imminent and care is focussed on emotional and spiritual issues as a prelude to bereavement

(5)   Bereaved Phase

Death of the patient has occurred and the carers are grieving. A planned bereavement support program is available including counselling as necessary.

Australian-modified Karnofsky Performance Scale (AKPS)

100
Normal, no complaints, no evidence of disease
90

Able to carry on normal activity, minor signs or symptoms
80

Normal activity with effort, some signs or symptoms of disease
70

Cares for self, unable to carry on normal activity or to do active work
60

Requires occasional assistance but is able to care for most of own needs
50

Requires considerable assistance and frequent medical care
40

In bed more than 50% of the time
30

Almost completely bedfast
20

Totally bedfast and requiring extensive nursing care by professionals and/or family
10

Comatose or barely arousable

 0

Dead


Symptom Assessment Scale (SAS)
Scored 0 (not at all) to 10 (worst possible)
· Difficulty sleeping 
· Appetite

· Nausea

· Bowels

· Breathing

· Fatigue

· Pain

· Other Symptoms……………….
Palliative Care  Problem Severity Score (PSS)

FOR ALL (PC) PROBLEM SEVERITY ITEMS SCORE: 

0-absent       1-mild       2-moderate       3-severe 

Score each problem group, then add for total score eg: 
Pain: 1; Other Symptoms: 2; Psychological/Spiritual: 1; Family/Carer: 3: Total= 7/12

	Pain Score
	The degree of overall pain symptoms.

	Other Symptom Score


	Record the degree of overall other symptoms. 
The following list may be used as a guide:

Nausea/vomiting, anorexia, itch/irritation, constipation/diarrhoea, wound/ulcer, dysphagia, incontinence, weakness/fatigue, oedema, dyspnoea, confusion/delirium.

	Psychological/Spiritual Score
	Record the score for overall degree of psychological/spiritual problems of the patient.  The following list may be used as a guide:  

Anxiety/fear, anger, unrealistic goals, agitation, request to die, depression/sadness, confusion.

	Family/Carer Score
	Record the score for overall degree of family/carer problems.  The following list may be used as a guide:  

Denial, care giver fatigue, unrealistic goals, anger, difficult communication - non-English speaking-sensory impairment, financial, family/carer conflict, legal, family/carer anxiety, accommodation, cultural.


Resource Utilisation Groups- Activities of Daily Living Score (RUG-ADL)
Score for each activity, then add for total score eg: 

Bed mobility: 3; Toileting: 4; Transfers: 3; Eating: 1: Total= 11/18

For bed mobility, toileting & transfers:

   1 
Independent or supervision only


   3 
Limited physical assistance

   4 
Other than 2 persons physical assist

      5       2 person physical assist
For eating:
1
Independent or supervision only

2
Limited assistance

3
Extensive assistance/total dependence/ tube fed
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