WLSM documentation tool template

	DATE INITIATED
YYYY / MM / DD 
	TIME INITIATED
:
	FOLIO XX of XX
	PATIENT IDENTIFICATION



Withdrawal of life-sustaining measures symptom based critical care
Instructions for Use
1.	This is a template for a nursing documentation tool to chart events, vitals, and medication administration from the time of withdrawal of life-sustaining measures (life support) and death, transfer to a unit outside the ICU or when 12 hours has lapsed. This template may be used, or it may inform the development of a similar organizational tool for your local unit. Units may want to consider the use of additional RT and or MD documentation tools. 
2.	Once this document is invoked, a notation in the usual ICU charting document (flowsheet or electronic charting) should be made to indicate that WLSM flowsheet charting has been initiated – e.g. “See WLSM flowchart”.
3.	If a patient remains alive for an extended period of time following WLSM, usual charting is resumed and a notation should be made in both this flowchart and the usual chart to indicate the transition – e.g. “WLSM flowsheet ended”.
4.	The minimum charting requirements are as follows:
a.	vital signs are charted just prior to withdrawal and then hourly for the next 12 hours;
b.	rationale for any bolus medication or change in infusion rate is included;
c.	action plans (as detailed in the orders) should be copied on to page 2 of this document prior to withdrawal; and
d.	time of death, declaring providers, and method of declaration must be charted on page 3.
5.	If a symptom (listed A-K) is used to justify a bolus or infusion rate change, the letter corresponding to the symptom should be circled.
6.	If additional narrative charting is necessary and does not fit on the flow chart, a number can be written and circled to indicate the reader should review the continuation of the note on page 3 of this document.
7.  Symptom documentation supports ease of use and compliance. However, the use of validated scales such as BPS, CPOT and RDOS would provide additional value and more objective data.  Programs should consider the use of validated scales.  
 8.	Samples of pain, sedation and respiratory scales have been attached as an appendix on page 4.
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Pre-WLSM HuddleDate initiated
YYYY / MM / DD
Time
:
Attending
· MD	□ RN

· Spiritual care
□

RT


Item
Stopped at

Initials

Date
Time

Vasoactive agents / pressors
YYYY / MM / DD


Extubation
YYYY / MM / DD


Other
YYYY / MM / DD








WLSM Initiated



PATIENT IDENTIFICATION



	
Date
	
YYYY / MM / DD

	
Time
	
:





	







Time
	
Provider Initials
	


Vitals
	
Pain, Dyspnea and Discomfort Management Narcotic:  	       Note: The Behavioral Pain Scale (BPS) and the Critical‐Care Plan
Observation Tool (CPOT) are valid and reliable and could be substituted
	

Agitation and Anxiety Benzodiazepine / Anxiolytic
	



Response to changes in drug administration, sedation/pain meds and other comments

	
	
	



HR
	



RR
	



BP
	Respiratory Distress & Air Hunger
	Pain and Discomfort
	



Infusion Rate
	



Bolus Dose
	RASS
or  
SAS
	



Other
	



Infusion Rate
	



Bolus Dose
	

	
	
	
	
	
	
A. Fearful facial expression
B. Accessory muscle use
C. Paradoxical breathing
D. Nasal flaring
E. Family concern
	F. Diaphoresis
G. Rigidity
H. Wincing
I. Shutting of eyes
J. Clenched fists
K. Verbalizing / Moaning
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	
	
	
	
	
	A	B	C	D	E	F	G	H	I	J	K
	
	
	
	
	
	
	

	· Continued in Folio #
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DATE OF DEATH
YYYY / MM / DD 
	TIME OF DEATH
:
	
	PATIENT IDENTIFICATION


	DEATH WAS PRONOUNCED BY:
PHYSICIAN 1                                       PHYSICIAN 2
	
	

	
	
	
	

	OTHER NOTES
	
	



*** The below table refers to numbered charting notes from page 2 of this document. ***
	#
	Note
	#
	Note

	
1
	
	
 13
	

	
2
	
	
14
	

	
3
	
	
15
	

	
4
	
	
16
	

	
5
	
	
17
	

	
6
	
	
18
	

	
7
	
	
19
	

	
8
	
	
20
	

	
9
	
	
21
	

	
10
	
	
22
	

	
11
	
	
23
	

	
12
	
	
24
	


Post-WLSM huddle			      Charting healthcare practitioners
		Date initiated
	YYYY / MM / DD

	Time
	:

	Attending
	☐  MD 
☐  RN
☐  RT
☐  Social work
☐  Spiritual care
☐  Other



		Initials
	Name
	Designation
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[bookmark: Page_5][bookmark: _Hlk510698634]Examples of pain and sedation scales

	Richmond Agitation-Sedation Scale (RASS)
[image: ]
[bookmark: _GoBack]Sessler, et al. Am J Respir Crit Care Med 2002. 166: 1338-1344	Ely et al. JAMA 2003.286. 2983-2991
	

Critical-Care Pain Observational Tool (CPOT)
[image: ]
*Note: When a patient’s CPOT is >3, the team will evaluate pain sources and modify/enhance pain management. CPOT sensitivity = 86% and specificity = 78% (Gélinas C, J Pain Sympt Man 2009).
Adapted from Gélinas et al., AJCC 2006; 15(4):420-427). Reproduced with permission. For more information about the CPOT use, contact the author at celine.gelinas@mcgill.ca

	Riker Sedation-Agitation Scale (SAS)
[image: ]
	

	Behavioral Pain Scale (BPS)
[image: ]
*Note: BPS score ranges from 3 (no pain) to 12 (maximum pain).

	Respiratory Distress Observation Scale (RDOS)
[image: ]
Journal of Palliative Medicine. 2010; 13(3): 285-290
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image1.png
[scale Label Description

+4  COMBATIVE Combative, violent, immediate danger to staff
43 VERYAGITATED Pulls to remove tubes or catheters; aggressive
42 AGITATED Frequent non-purposeful movement, fights ventilator
+1 RESTLESS Anxious, apprehensive, movements not aggressive
0 ALERTE&CAM Spontaneausly pays attention to caregiver
1 DROwsY Not fully alert, but has sustained awakening to voice v
(eye opening & contact >10 sec) ?
2 LGHT SEDATION Briefly awakens to voice (eyes open & contact <10sec) [l® &
3 MODERATESEDATION Movement or eye opening to voice (no eye contact) E
Ny If RASS is 2 -3 proceed to CAM-ICU (is patient CAM-ICU positive or negative?)
T
S No response to voice, but movement or eye opening to ] o
physical stimulation u
UNAROUSABLE No response to voice or physical stimulation H

" 1fRASS i5 -4 or -5 = STOP (patient unconscious), RECHECK later




image2.png
Indicator

Score

Description

expressions

[Relaxed, neutral

[Tense

(Grimacing

[

INo muscle tension observed
[Presence of frowning, brow lowering. orbit
fightening and levator contraction or any
lother change (e.g. opening eyes or tearing
lduring nociceptive procedures)

[Ail previous facial movements pius e
ightly closed (the patient may present with
Imouth open or biting the endotracheal tube)

|Absence of movement
lor normal position

[Does not move at all (doesn't necessarily
Imean absence of pain) or normal position
(movements not aimed toward the pain site
lor not made for.the putpose. of protection)

Body Siow, cautious movements, touching or
movements  |Protection 1 |rubbing the pain site, sesking attention
ltough movements
Puiing fube. attempting o &i Up, moving
RestlessnessiAgitation 2 [imbsftrashing, not following commands,
stiking at safi, trying to cimb out of bed
el |Folerating ventlator o |ntarms not activated, easy veniation
ventilator Coughing, alarm may be actvaied but
(intubated | C0UgMing buttolerating 1 |ciopporianeously
patients) [Asynchrony: blocking ventlition. alams
- Fighing ventiator 2 fsynchtony blocke
- |ralking innormaltone | Talking in normal tone or no sound
Vocalization
ovtuitod: |Sghing, moaring Sighing, moaning
patients) _[Crying o, sobbing (Crying o, sobbing

Muscle tension|

[Evaluation by
lpassive flexion
land extension of
lupper limbs
[when patient s af
rest or evaluation|
[when patientis
lbeing tumed

[Relaxed
[Tense, rigid

ery tense or rigid

Sofm o

2

INo resistance 1o passive movements
[Resistance to passive movements

[Strong to passive movements or incapacity
lto complete them

[Total

78





image3.png
Score Term

Descriptor

7

waoo

Dangerous Agitation

Very Agitated
Agitated
Calm and Cooperative
Sedated

Very Sedated

Unarousable

Pulling at ET tube, trying to remove catheters, climbing over bedrail,
strking at staff, thrashing side-to-side

Requiring restraint and frequent verbal reminding of imbs, biting ETT
Anxious o physically agitated, calms to verbal instructions
Calm, easily arousable, follow commands.

Difficult to arouse but awakens to verbal stimuli or gentle shaking
follows simple commands but drifs off again

Avouses to physical stimuli but does not communicate or follow
‘commands, may move spontaneously

Minimal or no response to noxious stimuli, does not communicate or
follow commands.




image4.png
Item [ Description Score
Relaxed 1
Partially tightened )
Facial | (.q. brow lowering)
expression | Full tightened .
(2.9. eveld closing)
Giimacing i
No movement 1
Upper limb | Partially bent 2
movement | Fully bent wih finger fiexion 3
Bermanently retracted 4
Gompiance | T0Eralng movement 1
PLaNCe | Coughing but tolerating )
ke | i e e
ventilation |- ;0 e to control ventilation 4





image5.png
Variable opts | 1pt 2pts
Heart rate per minute <90 | 50-109 >109
Respiratory rate per minute <15 | 19-30 >30
Restlessness: Occasional,

None Frequent
non-purposeful movements slight
B le use:

ccessory muscle us None | slight Pronounced
rise in clavicle during inspiration
Paradoxical breathing None - Present
Grunting at end-expiratior None 7 present
guttural sound
Nasal flaring: None - Present
involuntary movement of nares
Eyes wide open,

Look of fear None | facial muscles tense,

brow furrowed,
mouth open





