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APPENDIX 5:  Specific Clinical Practices 
 
APPENDIX 5 a: Adult Self‐Assessment Tool 

 
Adult Self‐Assessment Tool 
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Continuing Influenza‐Like Illness Assessment 
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APPENDIX 5 b: Potential Actions to Maintain Critical Primary Care Services by Pandemic 
Period 
                                                         

Strategy Actions During the Pandemic Alert 
(phases 3 to 5, before pandemic influenza is in  your community) 

Actions During the Pandemic  
(phase 6, when pandemic influenza 
is in your community) 

Deliver services 
in different 
ways 

� Identify the types of services that could be delivered by phone (e.g., 
counseling, some assessment services) 

� Identify the types of prescription medications that can be renewed without 
having the patient come into the office 

� Inventory your staff’s competencies to identify services that could be 
delegated to other providers/ staff members competent to provide them 

[SC Delegation of Controlled Acts policy for more information. 

� Provide as much care and advice as 
is safely possible by phone. 

� Consider home visits to patients 
whose health may be compromised by 
coming into the office. 

� [Work within Delegation of 
Controlled Acts policy to delegate 
tasks.] 

Defer some 
services 

� Identify primary care services that can safely be reduced or deferred during a 
pandemic [see  Ontario Table 11.3] 

� See the laboratory/diagnostic services that will be reduced or suspended 
during a pandemic [see Ontario Chapter 14, Table 14.2] 

� Learn how to access information from your public health unit during an 
emergency (i.e.,how can you get on their distribution list). 

� Take into account the services that local hospitals plan to defer (e.g., 
outpatient clinics, nonessential referrals, elective surgeries). 

� Decide which services to defer – 
and the length of the deferment – 
based on the severity of the pandemic, 
and triage patients accordingly 

� Access information in real time 
from the local medical officer of 
health about the severity of the 
pandemic in your district and how to 
handle services 

� Do not send patients to the hospital 
for non-essential services. 

Deliver new 
services 

� Take into account new services you may have to provide during a pandemic 
(e.g., services currently offered in hospital). � Implement plan. 

Develop plans 
to ensure 
continuity of 
care for all 
patients, 
including 
vulnerable 
patients 

� Maintain a list of vulnerable patients (e.g., people who live alone, people who 
are handicapped, people who require ongoing monitoring for a health condition, 
frail elderly) 

� Identify strategies to meet their needs during a pandemic (e.g., regular phone 
contact, having them move in with a family member, home blood pressure 
monitoring, referring them to a community service if available) 

� Implement plan 

 

 

Use appropriate 
occupational 
health 

Practitioner as employer 

� Be familiar with recommended occupational practices for employer 

� Reinforce training, hand hygiene health and safety/infection prevention and 
control practices [ Ontario see Chapter 7] 

� Be aware of your responsibilities under the Occupational Health and Safety 
Act (e.g., train workers, provide appropriate personal protective equipment) 

� Engineering controls: Make changes to the physical environment (if possible) 
to reduce the spread of influenza 

� Administrative/Work Practices: Recommend annual influenza immunization 
for all staff; 

Hand washing with soap & water at the point of care; ask coughing patients to 
wear a surgical mask in the waiting room; have a separate area for influenza-like 
illness (ILI) patients; schedule ILI patients at a certain time during the day (e.g., 
non-ILI patients in the morning and ILI patients in the afternoon); conduct 
telephone triage to divert patients to appropriate level of care; erect plexiglass 
barriers between receptionists and clients; cohort patients in the waiting area 

� Develop policies to encourage staff to stay home when they are sick 

� Personal Protective Equipment: Determine type of personal protective 
equipment required for all staff based on the job that they perform [see risk 
assessment in Ontario  Chapter 7] 

 � Ensure you have received your emergency infection control kit from DHEC 

� Establish fit testing program for staff who require (based on the risk 
assessment) N95 respirators (phase 5). [See list of organizations assisting with 
fit testing] 

Practitioner as employer 

� Reinforce training, hand hygiene 

� Use the screening tool provided 

by DHEC to screen patients for flu 
symptoms, and implement appropriate 
precautions (e.g., referring patients to 
a flu surge center, asking patients to 
wear a surgical mask in the waiting 
area).  

� Use DHEC screening tool to screen 
staff for flu symptoms and implement 
appropriate workplace practices (i.e., 
ask staff to go home if they are sick) 

� Clean more frequently and follow 
environmental guidelines for cleaning 
[see Ontario Chapter 7] 

� Access DHEC district equipment 
stockpiles when necessary 
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Strategy Actions During the Pandemic Alert 
(phases 3 to 5, before pandemic influenza is in  your community) 

Actions During the Pandemic  
(phase 6, when pandemic 
influenza is in your community) 

Use appropriate 
occupational 
health continued 

� Maintain a four-week stockpile of personal protective equipment  [DHEC also 
maintains a four-week stockpile. To access this stockpile, contact your District  

DHEC office] 

� Use DHEC training materials to provide general training/information for staff 

Practitioner as employee 

� Be familiar with recommended occupational health and safety/infection 
prevention and control practices  [Ontario Chapter 7.5,_p 7-8] 

� Participate in risk assessment and training policies and procedures, cough 

etiquette, and use of personal protective equipment 

� If supplies of equipment such as 
N95 or comparable respirators run 
out, provide surgical masks 

Practitioner as employee 

� Follow recommended practices, 
including appropriate use of 
personal protective equipment 

 

Establish links 
with other primary 
care providers 

� Establish links with other primary care practitioners and make arrangements to 
provide coverage for one another in the event of staff shortages during a 
pandemic 

� Identify opportunities to collaborate/ share resources (e.g., share responsibility 
for staffing patient call line, collaborate to reduce costs associated with fit testing 
of N95 masks, designate one site for influenza assessment and another for other 
patients) 

� Work collaboratively to 
maintain essential primary care 
services and provide care for 
people with influenza 

Be part of the 
community’s 
pandemic plan 

 

� Ensure local public health unit district, DHEC, and your professional college 
and association have your up-to-date contact information so you receive 
information and directives during pandemic 

� Be aware of the resources (website, tools, subcommittees) available from the 
local public health district and how to access them during pandemic 

� Identify issues to addressee in local plans to maintain primary care services  

(e.g., access to child care and elder care services) 

� Negotiate arrangements to provide services in flu surge centers (if established), 
long-term care homes or other settings, if required 

� Implement role in the plan 

 

Communicate with 
patients 

 

� Maintain an up-to-date list of patient contact information 

� Tell patients how office and care practices will change during pandemic (e.g., 
more care provided by phone, the use of flu surge centers in communities that 
establish them) 

� Give patients information about how to protect themselves from flu and how to 
care for family members who fall ill. [DHEC has fact sheets in several 
languages. During pandemic alert period (phase 5), district PH offices will 
distribute these fact sheets to all primary care practices, along with information 
on how to order more.] 

� Explore services, such as mass emails or reverse 911, which will automatically 
send a phone message to all your patients 

 

� Use messages on answering 
machines and signs on doors to 
advise patients to call the office or 
[Flu Information Hotline], rather 
than coming in. 

� Walk-in and after hours clinics 
should post signs advising people 
to phone for information whether  
to come to clinic or go elsewhere 
for assessment and care. 

� Put information about deferred 
services during the pandemic on 
answering machine, on doors and 
in offices. 

� Use information provided by 
DHEC (e.g., fact sheets) to ensure 
patients & public receive 
consistent messages. 

Communicate with 
staff 

 

� Maintain an up-to-date list of all staff contact information 

� Inform staff about the plans to maintain services during a pandemic 

� Consult with and inform public health district office 

� Use DHEC fact sheets to provide information on influenza, occupational health 
and safety/infection prevention and control 

� Update staff daily 

� Use information provided by 
DHEC (e.g., Important Health 
Notices, directives) to ensure staff 

receive consistent messages 

Maintain business 
continuity plans 

� Review and update your business continuity plan. [See Ontario tools for 
business continuity checklist] � Implement business continuity 
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APPENDIX 5 c: Primary Assessment Record – Adult 
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APPENDIX 5 d: Secondary Assessment Orders for Hospital – Adult 
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APPENDIX 5 e: SOFA Scoring Tool 
 

SOFA scoring comprises criteria for inclusion and exclusion from critical care and 
minimum qualifications for survival. Scores place patients into three categories: blue patients 
receive palliation; red patients have highest priority for ventilation, followed by yellow patients; 
green patients receive acute care outside of the critical care units. SOFA reassessments define 
movement between categories. 

SOFA identifies patients for admission to critical care, primarily due to respiratory 
failure. The ability to provide invasive ventilatory support differentiates critical care units from 
other acute care areas, such as step‐down units. However, expanded care units for surge 
capacity may offer hemodynamic support and other advanced care in areas which have 
appropriate monitoring but do not typically provide that level of care. If hemodynamic support 
is not available elsewhere, non‐ventilator patients may receive critical care. 

SOFA excludes from critical care: 

1)   People with very poor prognosis/chance of survival even when treated with    
  aggressive critical care 

    a.   severe burns or inhalation injury 

    b.   unwitnessed or recurrent cardiac arrest patients or no response to  
           prompt electrical interventions 

    c.   patients with a SOFA score > 11 whose mortality rate exceeds 90%  
          even with full critical care during normal circumstances; 

2)   People needing level of resources that cannot be met during pandemic        ‐ 
trauma or medical conditions requiring high volume blood transfusions,                    
due to high mortality and limited supply of uninfected blood products;  

3)   People with advanced medical illnesses with high short‐term mortality even  
  without concurrent critical illness: 

    a.   advanced cancer or immunosuppression 

    b.   end‐stage organ failure 

        Cardiac: NYHA stage III –IV heart failure 

        Pulmonary: FEV1 < 25% predicted 

        Hepatic: MELD score > 20 

        Renal: dialysis dependent 

           This criterion accepts that no organ transplants will occur during pandemic. 
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c.   neuro: severe, irreversible neurological event/condition with high                     
expected mortality.  

Minimum Qualifications for Survival (MQS) represents the ceiling on resources allocated to one 
individual. SOFA requires ongoing, 48 hour & 96 hours patient reassessments. Greater 
pandemic severity will require more frequent SOFA scoring. If the patient ever develops a SOFA 
score of ≥ 11 or any other exclusion criteria, she moves from critical care to palliative care. MQS 
attempts to identify early those patients not improving or likely to have poor outcome, since 
scarce resources preclude prolonged critical care during a pandemic. 

         

 

SOFA Score
JAMA. 2001;286:1754-1758

Sofa score (0-24)

tracks organ failure in six system

validated predictor of mortality in ICU 
settings

Predictive values
– Mean > highest > Δ –SOFA > initial score (less than 11)
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SOFA Score
JAMA. 2001;286:1754-1758

 

 

Critical Care Triage Tool 
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SOFA data from Brussels is validated for 48 and 96 hrs, with the statistics being stronger for the 
first 48 hrs.  The data set included incremental change in score, which showed worsening 
mortality rates with increase of scores between the 48 and 96 hr time points; mortality rate 
also increased if the score remained the same between these time points.   

  � 48hrs - (greatest predictor of mortality) 

   score >11 = >90% mortality 

   decreasing score = < 6% mortality 

                    unchanged or increasing (SOFA  2-7) = 37% 

                    unchanged or increasing (SOFA  8-11) = 60% 

    � 96 hr - regardless of the initial score 

   increased score = 50% mortality 

   unchanged = 27-35% mortality 

   decreased = <27% 

    � Evaluations:   admission, 48 hrs, Q24 hrs there after  

    � OR as indicated by patient condition & pandemic severity 

 

    

Critical Care Triage Tool
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Reevaluating patients presents a better picture of prognosis or disease trajectory for a 
particular patient. Worsening prognosis signals health care providers to counsel family 
members, preparing them for the possibility of palliation. 

     

Critical Care Triage Tool 
Critical Care Triage Tool 

(96 hour Assessment) 

Color 
Code 

Criteria Priority/Action 

Blue 

• Exclusion Criteria* 
 or 

• SOFA  > 11* 

• SOFA  <  8  no  Δ 

Palliate & d/c 
from CC 

Red • SOFA score <11 and 
decreasing progressively 

Highest 

Yellow 
• SOFA <8 minimal decrease 

(<3 point decrease in past 48 hours) 
Intermediate 

Green • No longer ventilator 
dependent 

d/c from CC 
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APPENDIX 5 f: SOFA Score by Date: Time 
 

Date:Time             
     Resp             
     Coag             
     Liver             
     CV 
Hypotension 

           

     CNS     
Glascow 

           

     Renal             
SOFA             

 

 

GLASCOW  Date:Time             
Eye Open     No –        1             
  Pain‐       2              
  Voice‐     3             
  Spont‐     4             
Verbal  No –        1             
  Sounds‐  2             
  Words‐    3             
  Confuse‐4             
  Orient –  5             
Motor  No –        1             
  Extend‐   2             
  Flex‐        3             
  Wdraw‐  4             
  Localize‐ 5             
  Obey‐      6             
SCORE  E+V+M             



71 

 

APPENDIX 5 g: Multi‐Principle Strategy for Ventilator Allocation 
 

 

White, D. B. et. al. Ann Intern Med 2009;150:132-138
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APPENDIX 5 h: Multi‐principle Patient Comparison Scoring 
    Multiple patient comparison: Lowest score = Highest priority for critical care 

  PATIENT>>             

SOFA (S)      <6   (1)             

      6‐9  (2)             

   10‐12 (3)             

     >12  (4)             

Save life years (LY)  Comorbid No (1)             

  Minor effect  
Life‐yr(2) 

           

  Major effect 
Life‐yr (3) 

           

  Major   Life exp   
<1 yr (4) 

           

Life  cycle  (LC)   12‐40 yr (1)             

  41‐60 yr  (2)             

  61‐74 yr (3)             

  >75 yr (4)             

M‐P SCORE  S+LY+LC             

 

Pediatrics < 12 years must be separately considered due to usual limited availability of pediatric 
critical care capability (LC < 12 yr = 0). 
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APPENDIX 5 i: Adult Palliative Care Orders 
 
These charts are examples of clinical orders for use in palliation.  These are not exclusive 
recommendations; any organization using these orders should verify medication, dose, route 
and rate of administration with the prescribing clinician. 
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Adult Palliative Care Orders     Patient Name 

Page 1 of 3       MRN 
        PATIENT ID LABEL 
Instructions:  
 
Check Yes (Y) block for all applicable orders and fill in any blanks and other boxes for those orders.  
Check No (N) block for all orders not applicable.  
Orders are not valid unless either Yes or No block checked. 
 
ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4. 
 
Another brand of a generically equivalent product identical in dosage form and content of active ingredient 
may be administered unless checked. 
 
Y     N    1. Medical Service: 
  Attending:   Pager ID 
  Resident:   Pager ID 
 

Y     N     2.  DIAGNOSIS: Palliative care (v66.7) 
 

Y     N     3.  TREATMENT GOALS: Comfort care until discharged with hospice 
 

Y    N     4.  CODE STATUS: Full Code      Allow Natural Death (AND Orders required) 
 

Y      N    5.  VITALS: Daily Comfort assessment and RR Q4 hours and PRN Routine 
 

Y      N    6.   PARAMETERS TO NOTIFY PHYSICIAN: 
 Patient remains uncomfortable after intervention of adult palliative care orders 
 No vital sign parameters to notify physician 
   (NOTE: If signs of fever present, take temperature and treat per orders)  Other 
 

Y     N    7. NURSING:  
Assess every for signs of inadequate control of symptoms (pain, dyspnea, agitation, fever) 

 Oral care every 4 hours. Teach family if they desire. 
 Oral suction PRN (NO DEEP SUCTION) 
 Oxygen nasal prongs at 2 liters per minute PRN dyspnea (titrate to comfort) 
 Bedside Commode PRN 
 Condom Catheter PRN urinary incontinence 
 Straight Catheter PRN bladder distension 
 Foley Catheter to drainage PRN urinary retention/urinary incontinence 
 Implement Fall Prevention Precautions 
 Skin integrity care 
 

Y     N    8. ACTIVITY:  
Out of bed ad lib  
Out of bed to chair 

 Bed rest  
Other 

 

Y     N     9. DIET: NPO Oral diet type 
 Parenteral Nutrition (must complete adult order form) 
 Enteral Nutrition (must complete adult order form) 
 

Y      N    10. IV: Saline lock 
 If IV lost, do not replace 
 

Y       N    11. CONSULTATIONS: 
 Physical Therapy for family instruction on “Activities of Daily Living” and assessment of   
 equipment needs 
 Wound Care - Reason: 
 Chaplain - Reason: 
 Pediatric Palliative Care - Reason: 
 
       

Physician Signature Pager ID Date Time AM/PM 
pallorders OTE 900134 Rev. 5/07 
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Adult Palliative Care Orders     Patient Name 
Page 2 of 3        MRN 
        PATIENT ID LABEL 
 

ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4. 
 
Y       N      12. MEDICATIONS (Review Drug Sensitivities): 
Another brand of a generically equivalent product identical in dosage form and content of active ingredient  
may be administered unless checked  <   .> 
 
Medication Dose Route Frequency Comments 
 
A. PAIN AND / OR DYSPNEA 
Acetaminophen   650 mg      PO     PR     PEG      PRN      Q4H      Mild pain or temp > 101° F 
 
Ibuprofen                              mg      PO               PEG      PRN      Q6H     Mild / moderate pain or if fever 
                                                                                                                        unresponsive to acetaminophen 
 
Morphine Sulfate CR           mg     PO      PR                                Q12H  
 Doses available: 15, 30, 60, 100, and 200 mg tablets 
 
Morphine Sulfate IR           mg      PO     SL      PEG      PRN     Q1H        Pain,  
 common doses available 10, 15 mg tablets or  
 elixir (Roxanol) 10 mg per 5 mL, 20 mg per 5 mL, or 20 mg per 1 mL 
 
Fentanyl Patch            microgramsper hour      TD (transdermal)          Q3 days Pain (opioid tolerant ONLY) 
 Doses available (microgram/hour): 25, 50, 75, 100 
 
Fentanyl lozenges micrograms TM (transmucosal)   PRN    Q1H       Pain (opioid tolerant ONLY) 
 Doses available: 200, 400, 600, 800, 
   1200, 1600 microgram lozenges. 
 Usually start with 200 or 400 microgram 
 
Morphine Sulfate            mg       SC      IV                      PRN      Q    H     Pain or dyspnea 
 
Hydromorphone           mg        SC      IV                     PRN      Q   H      Pain or dyspnea 
 
Gabapentin                                  mg        PO                                           Q   H      Neuropathic pain 
 
Oxycodone                                   mg        PO     PEG                  PRN     Q   H     Pain or dyspnea.  
 Doses available: 5 mg tablets or as elixir 1 mg/mL 
 
AND End-of-Life opiate infusion orders continuous IV / SC:  
[complete Adult Continuous Analgesia and Dyspnea Opioid Therapy Orders for End-of-Life patients] 
 
B. DELIRIUM 
Haloperidol            mg      PO    IV    PEG    SC     PRN        Q  H     Restlessness due to   
          terminal delirium 
 
Risperidone                                   mg       PO          PEG   ODT   PRN         Q H      Restlessness due to   
           terminal delirium 
 
C. NAUSEA AND VOMITING 
Metoclopramide               mg      PO     PEG     IV           PRN     AC & HS Nausea and / or vomiting 
 
Prochlorperazine               mg      PO    PEG     IV    PR   PRN      Q8H    Nausea and vomiting (first 
                                                                                                                                  line if nausea and vomiting  
                                                                                                                                  due to opioids) 
                                                       (PR dose 25 mg, other routes, 10 mg) 
Haloperidol    mg     PO    PEG     IV    SC    PRN       Q H Nausea and / or vomiting 
 
 
            
Physician Signature                                       Pager ID               Date  Time  AM/PM 
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Adult Palliative Care Orders      Patient Name 
Page 3 of 3         MRN 
         PATIENT ID LABEL 
 
ALLERGIES/DRUG SENSITIVITY: 1. 2. 3. 4. 
Another brand of a generically equivalent product identical in dosage form and content of active ingredient 
may be administered unless checked.> 
 
Y N    12. MEDICATIONS (Review Drug Sensitivities): 
Medication   Dose   Route  Frequency   Comments 
 

D. BOWEL REGIMEN 
Docusate Sodium  100 mg              PO    PEG     PRN       BID                 Constipation: First line:   
         give regularly initially.  
         Hold for excessive bowel   
         movements 
 
Senna           mg              PO     PEG      PRN     Q day             Constipation: First line:  
(Senokot ®)                           (Available in 8.6 mg tab or 8.8 mg/5 mL syrup)  give regularly initially  
         Hold for excessive bowel 
         movements. 
 
Bisacodyl       10 mg              PR                  PRN     Q12H            If no bowel movement in    
(Dulcolax ®)         past 36 hours 
Suppository  
Lactulose               mL             PO   PEG       PRN      Q H              If no bowel movement in   
         48 hours 
 
Loperamide           2 mg             PO    PEG         PRN    Q H             Diarrhea 
 
E. OTHER SYMPTOMS 
Lorazepam     mg         PO      IV      SL   PRN    Q1H         Anxiety 
 
Midazolam    mg          IV       SC            PRN     Q H        Seizure and CALL Physician 
 
Chlorpromazine                            25 mg        PO       IV             PRN     Q6H        Hiccups 
 
Scopolamine            1 patch    2 patches    TD (transdermal)                 Q 3 days  Excessive secretions 
 Dose: 1.5 mg per patch. SC, Q4H, twice, until TD mechanism effective. 
 
Atropine 1% 2 drops    SL (sublingual)    PRN      Q4H         Excessive secretions 
  ophthalmic 
  solution 
 
Glycopyrrolate                0.1 mg   0.2 mg          IV        SC           PRN      Q4H        Excessive secretions 
 
Baclofen         mg  PO                       QID          Spasms 
 
Diphenhydramine             25 mg                      PO        IV             PRN     Q6H         Itching 
 
Dexamethasone                    mg                                    IV                          Q H 
 
Prednisone                            mg                       PO                                      Q H 
 
F. OTHER MEDICATIONS 
(dose / route / frequency / indication) 
 
(dose / route / frequency / indication) 
 
(dose / route / frequency / indication) 
 
(dose / route / frequency / indication) 
 
             
Physician Signature    Pager ID  Date   Time   AM/PM 
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APPENDIX 5 j: Adult Continuous Analgesia and Dyspnea Opiod Therapy Orders – End of Life 
Patients 
 
Adult Continuous Analgesia & Dyspnea   Patient name 

 Opiod Therapy Orders      MRN 

For use in End-of-Life Patients Only     Patient ID Label 

Allergies/Drug Sensitivity: 1    2        3          4   
  For use only with Adult Palliative Care Orders 

Before starting continuous opiates at End‐Of‐Life for pain & dyspnea document the following in the medical 
record: 

[ ] goals of treatment to include continuous opiod therapy for pain and/ dyspnea for end 
     of‐life care 
 
[ ] AND order  complete & in medical record 
       1.  Opiate Delivery Route:  [ ] SC  [ ]  
  If SC: no maintenance IV 

  IV: if no maintenance fluids,  

infuse IV PCA maintenance fluids Dextrose 5% [ ]  normal saline [ ]   @              ml/h   

2.   Medication:  [ ] Morphine 1 mg/ml  [ ] Morphine 5 mg/ml  [ ]  Hydromorphone 1 mg/ml      [ ]  Other 

3.   Loading Dose:  [ ] no 

               [ ] yes         mg IV q 10 min until patient reports or exhibits relief of pain / dyspnea 

        Maximum total loading dose          mg 

4.    Pump settings:     Incremental dose     mg 

      Lock‐out interval (delay)    minutes 

      1 hour limit      mg/hr 

5.    Pump settings:     Initial basal rate          mg IV h hour 

6. If pain / dyspnea not controlled, patient may receive bolus of 
        [ ] Morphine         mg Q10 min x 3    [ ] PRN for pain/dyspnea  [ ] Q hour    [ ] Q 2 hr 

        [ ] Hydomorphone      mg Q10 min    [ ] PRN for pain/dyspnea  [ ] Q hour    [ ] Q 2 hr 

  [ ] Other 

7.    Side effects:  See palliative care order set 

8.  Monitoring:  per 24 hr pain management flowshet 

NOTE:  Expect falling respiratory rate in naturally dying process.  If respiratory rate < 12 & no signs of 
dyspnea present, patient has no need for increased opiate drip or rescue doses.  Agonal respirations are a 
normal part of dying 

Physician name 

Physician Signature    pager    date    time  am/pm  
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