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Topics specific to practicing in the personal care
home (PHC) setting during the COVID-19 pandemic
By the end of these sessions, the learner will be able to:
• Apply the use of the Clinical Frailty Scale© to describe the vulnerability of older adults to adverse
outcomes (Medical Expert, Communicator, Health Advocate)
• Discuss a methodology in approaching difficult conversations with patients, family and staff
specifically on COVID related outcomes and goals of care (Medical Expert, Communicator,
Collaborator)
• Explain the treatments for symptomatic COVID/palliative care in a PCH setting. (Medical Expert)
• Apply a protocol for usual/ chronic care during Covid-19 pandemic in a PCH setting. (Medical
Expert, Collaborator)
• Utilize an Ethical Framework for wandering patients during the Covid outbreak (Medical Expert,
Health Advocate)

• Discuss how to address management of delirium and malnutrition under isolation precautions.
(Medical Expert)

Symptom management and
palliative care:
for symptomatic residents testing positive for
COVID-19 in the personal care home setting
Elizabeth Rhynold MD FRCPC

Learner Objectives
• Describe two reported presentations of residents with an increased risk of
dying after testing positive for COVID-19
• Match the indication to specific classes of medications appearing on
COVID-19 symptom management summaries across Canada
• Name a starting dose of hydromorphone for symptom management of
respiratory distress due to COVID-19 in a resident naïve to opioids
• Adjust a stable dose of hydromorphone at the onset of respiratory distress
in a resident with COVID-19
• Describe usual palliative dose escalation of opioids and anticipate how
current evidence suggests this is different in some people with high acuity
COVID-19
• In the setting of a drug shortage access pharmacy support to switch
between opioids

Case 1 Mr. G is becoming short of breath
• Mr. G was tested as a contact when his roommate tested positive for
COVID-19. Mr. G’s test result returned 4 days ago as positive.
• Earlier today Mr. G was alert, ate a good breakfast, did some stretches
and balance exercises in his room. He has been watch tv.
• It is now mid-afternoon and he is coughing and dyspneic. He has a
slight look of panic.
• He and his family have indicated he wants to be as comfortable as
possible should he become symptomatic

Case 2 Mr. M is fading with COVID-19
• Mr. M is Mr. G’s recent roommate. He has now been COVID-19
positive for 6 days.
• Two weeks prior to testing positive for COVID he would putter around
the personal care home but was required hands on assistance to eat
or ate with his fingers, was fully dependent for toileting and received
hands on assistance for all bathing, dressing and toileting.
• He has had a diagnosis of Alzheimer’s disease for 9 years and is in the
severe stage with non-word verbal utterances.

Case 2 More about Mr. M
• In the first couple days after testing positive for COVID it was difficult
to keep Mr. M in his room. He was diagnosed early in the outbreak
and was quickly cohorted away from residents who had not tested
positive because he likes to wander around and experience his world
by touching things.
• Three days after testing positive he was not coming out of his room.
He was assisted to a recliner chair.
• He was brought beverages and encouraged to drink every time
anyone went into the room because he wouldn’t initiate drinking.
• By day 5 he was just sipping supplements or water and was dozing in
his chair.

Two potential presentations of COVID in LTC
• Dr. Benoit Robert, an attending and Medical Director at a large PCH in
Ontario, has recently worked with his site through a significant outbreak
(21 cases, 11 deaths 37 days into their outbreak)
• Mr. G and Mr. M are not real patients but based on Dr. Robert’s description
of the two palliative presentations of COVID-19 in his residents who died.
• Most of the deaths occurred on their specialized dementia care unit.
• 2/3 of the deaths were more typical quiet deaths of the very frail and endstage dementia (Mr. M)
• 1/3 developed rapid respiratory distress with dramatic “air hunger” (Mr.G)

Two potential presentations of COVID in LTC
• 2/3 of the deaths were more typical quiet deaths of the very frail and end-stage
dementia (Mr. M) – low acuity presentation
• 1/3 developed rapid respiratory distress with dramatic “air hunger” (Mr.G) – high
acuity presentation
• Frailty Pearl: I didn’t provide the information about Mr. G’s frailty because, with
the high acuity presentation the frailty will not be as significant a predictor of
death as the low acuity in which the frail will have the higher mortality rate
• Pulok et al. Age and Ageing 2020 discussed last week frailty not good predictor in ED for high
acuity presentations
• https://academic.oup.com/ageing/advance-article/doi/10.1093/ageing/afaa089/5829711

• Miles et al. 2020 Frailty is not a good discriminator of prognosis in COVID-19 for people > 70
admitted to hospital
• https://www.medrxiv.org/content/10.1101/2020.05.22.20110486v1.full.pdf

Clinical management of COVID-19 in the PCH
Immediate considerations after test comes back positive for COVID-19:
• Update goals of care discussion with resident and/or substitute decision maker at
the time of disclosure of COVID-19 positive status as part of a serious Illness
discussion (https://www.youtube.com/watch?v=-3LfeaJWS8A&t=922s)
• Initial orders for asymptomatic residents:
• Encourage oral hydration and caloric intake (refer to future Nutrition and Hydration in PCH
policy under development)
• Acetaminophen 500 – 1000 mg PO or 650 PR q4h prn for pain or temp > 38 (max 4 g/24
hours)
• Titrate O2 to keep SpO2 greater than 92% and les than 96% (max 5L per NP)

• If you are going to write standing orders at the time a resident’s test for COVID-19
comes back positive consider ordering the triggers to contact you as the
resident’s status changes

What would acute care do?
• COVID-19 Suspect/confirmed emergency
department holding/medical admission
medication standing order
•

http://intranet.pmh-mb.ca/Document_Search/Shared%20Documents/PMHMSO.189.pdf

• Mr. M and G are known to be COVID+ but for
new pneumonia presentation other etiologies
need to be considered
• Especially as we come into influenza season!

• Goals of Care (Page 2)
1.
2.
3.
4.
5.
6.

Maintain oxygen saturation greater than 90%
Ensure metabolic derangement is corrected
Assess for organ failure
Administer appropriate antibiotic where relevant
Ensure appropriate microbial and viral test
samples are collected
Ensure Infection Control is consulted

Clinical management of COVID-19 in the PCH
• If goals of care are compatible
with active medical
management at the PCH
consider:
• Will further investigations change
your medical management?

Clinical management of COVID-19 in the PCH
• If goals of care are compatible with active medical management at
the PCH consider*:
• Vitals including T, HR, RR, BP, SpO2 qshift and prn qmeals
• Blood glucose daily and prn for those on oral hypoglycemic agents because
COVID increases the risk of hyperglycemia. If glucose greater than 15
consider low dose basal insulin (i.e. glargine 5 – 10 units subcut daily)
• Assess the need for empiric antibiotics on a case by case basis
• In general a restrictive fluid management strategy is recommended. If signs
of dehydration consider hypodermoclysis normal saline 1 – 2 L over 24 hours
• Hold sulfonylureas, ACE inhibitors, diuretics, metformin, ARBs, NSAIDS, SGLT2
inhibitors as part of a sick day protocol due to risk of hypoglycemia and
dehydration
• Review other medications with goal of decreasing pass frequency
• Will further investigations change your medical management?
*Selected from 4 order sets shared during the May 23, 2020 CGS COVID-19 working group meeting

Back to our cases
 Both Mr. G and Mr. M are both at extremely high risk of dying regardless of active or
intensive medical management
 Review of goals of care during a serious illness conversation confirms the wishes for
a supportive care focus on comfort
• Mr. M is quietly in his bed
• His oxygen saturation is very low but he is
not in any obvious respiratory distress
• He is not eating or drinking
Treatment strategy:
• Continue to monitor for distress and
prepare to shift to dyspnea comfort care
in necessary
• Continue more typical PCH palliative care

• Mr. G is dyspneic with a panicked look in his
eyes
• Prepare for immediate dyspnea comfort care
Treatment strategy:
• Managing dyspnea in progressive COVID-19
respiratory failure receiving end-of-life
supportive care outside the intensive care
unit https://sharedhealthmb.ca/files/covid-19-palliative-care-guidelines.pdf

Recommendations consistent with: DNR, no
ICU transfer, comfort-focused supportive care
• Let’s not reinvent the wheel – Fraser Health has already invented it
• Shared Health summary – added May 14, 2020
• https://sharedhealthmb.ca/files/covid-19-palliative-care-guidelines.pdf
• Shared on Virtual Hospice https://www.virtualhospice.ca/COVID19/
• Adaptation of Fraser Health

• Fraser Health – updated several times since COVID-19 Pandemic
• Symptom management for adult patients with COVID-19 receiving end0of0life
supportive care outside of the ICU
https://palliativecare.med.ubc.ca/coronavirus/
• Ontario Palliative Care Network also adapted:
https://www.ontariopalliativecarenetwork.ca/en/node/32416

Key highlights:
• MB included the fundamental
concepts
• Document dyspnea assessment
• MB suggests starting opioid
scheduled and prn. BC warns against
“PRN = patient receives nothing”
• It the resident is on a scheduled
opioid increase dose by 25% and
adjust the prn to 10% of the daily
dose
• When titrating up increase scheduled
and prn by 50%
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Key highlights:
• MB included the fundamental concepts
• Document dyspnea assessment
• MB suggests starting opioid scheduled
and prn.
• BC warns against “PRN = patient receives
nothing”

• MB and BC give PO and subcut options
• ON only subcut option

• It the resident is on a scheduled opioid
increase dose by 25% and adjust the prn
to 10% of the daily dose
• When titrating up increase scheduled
and prn by 50%

This summary through a
geriatrician’s eyes
• All our residents are frail
• Renal dysfunction is common and underestimated https://www.rxfiles.ca/RxFiles/uploads/documents/GeriRxFiles-Pain.pdf

• Hydromorphone has fewer active metabolites and is
more predictably cleared
• Start at half the dose: Hydromorphone 0.25 – 0.5
mg PO or 0.125 – 0.25 mg subcut q6 hr and q1 hr
prn.

• The Manitoba version does not quote an
anticholinergic medication for secretions

• Instead reinforces that end-stage secretions are
mostly asymptomatic for the dying person (BC says
“just noisy”)
• The geriatrician worries about adding distress from
delirium, urinary retention and constipation
• BC states consider fluid overload and furosemide 20
mg subcut q 2hr prn and monitor response

Other classes of drugs:
• Lorazepam is indicated for anxiety
• Midazolam is included in the summaries for
all 3 provinces but the summaries are not
specific to LTC
• Midazolam wears off very quickly (q 30 min.
PRN)
• Early in the outbreaks clinicians quoted intense
bedside nursing, Dr. Robert did not notice this
and speculates it could be due to midazolam
wearing off

• For delirium (agitation/restlessness)
haloperidol and methotrimeprazine are
options
• Methotrimeparzine is also suggested as an
option for “severe and persistent dyspnea”

End-of-life orders in
Prairie Mountain Health PCHs
• Be aware catheterization can increase
agitation and delirium
• Metoclopramide can be associated
with extrapyramidal side effects
• Scopolamine is in very limited supply
but glycopyrrolate and atropine drops
are alternatives*

* Thank you Allison Bell Provincial PCH Pharmacy Manager

End-of-life orders in
Prairie Mountain Health PCHs
• An individualized order for lorazepam 0.5 mg
q4hr prn may be appropriate for severe anxiety
• Residents taking combination acetaminophen
with codeine or tramadol are not opioid naïve.
• Codeine and tramadol will not be appropriate
for titration for symptomatic COVID-19
• No non-oral option
• Call the consultant pharmacist to help with cautious
switches between classes

• Hydromorphone IR initial order needs to be
customized for the resident:
• Hydromorphone 0.5 mg PO q4 hr and q1 hr prn
• To give 2 routes a separate order will be required

End-of-life orders in
Prairie Mountain Health PCHs
• For titrating up the COVID summary
states:
• Increase regularly scheduled and prn
doses by 50%
• Rate of titration depends on patient
tolerance and severity of symptoms
• Consult the pharmacist and/or the
Palliative Care team

• Page 4 of the Palliative care standing
orders PCH/TC lists titration steps
• The order set has an order selected to
increase to the next step if 3 or more prns
used within 24 hours

Additional information
• PMH PPG-00210 Pain Management in Palliative Care
• http://intranet.pmh-mb.ca/Document_Search/PPG%20Catalogue/PPG00210.pdf#search=palliative%20care

• PMH PPG-00209 Symptom Management in Palliative Care
• http://intranet.pmh-mb.ca/Document_Search/PPG%20Catalogue/PPG00209.pdf#search=palliative%20care%20symptom

• Palliative care – Management of common concerns and symptoms
• http://intranet.pmhmb.ca/Document_Search/Shared%20Documents/PMH329.pdf

Additional information
• Shared Health COVID-19 Provincial Guidance for Palliative Care
•
•
•
•

https://sharedhealthmb.ca/files/covid-19-palliative-care-guidelines.pdf
IV and continuous infusion medications listed will not be available
Our PCHs will not have midazolam available as ward stock
(Some early symptom management documents described using phenobarbital and
this is also not ward stock)
• Ketamine will not be available in the PCH
• Ondansetron injection is not covered and is very expensive compared to the acute
care contract

• Pallium Canada’s COVID-19 Response Resources
• https://www.pallium.ca/pallium-canadas-covid-19-response-resources/
• Free online modules including: Dyspnea, Delirium, Pain
• Webinars including: Dyspnea, Drug shortage options, Approach to Long Term Care

Local preparations – Are we ready?
• Expanded list of medications PCH’s should have on hand
• LTC+ Recommended Medications for LTC Homes
https://drive.google.com/file/d/1hIoOlz8PIMDWv03zQlaHZ4V-eNendRzM/view
• Allison Bell Provincial PCH Pharmacy Manager compared this list with our
ward stock and emergency/STAT box:
•
•
•
•

We do not have midazolam on site
We have Humalog instead of Novorapid (sorry for the trade names!!) as an “auto sub”
We do not use glucagon kits but instead call EMS
We do not use IV antibiotics or IV fluids

• CMAJ Management of dyspnea at the end of life
• https://www.cmaj.ca/content/192/20/E550?rss=1

Local preparations – Are we ready?
• Each PCH has a supply of:
• Wardstock
• Emergency/STAT box
• includes the medications in the PMH Palliative Care Standing Orders
• MediSystem is managing drug supply nationally and the country does not have
sufficient supply to increase the supply at each PCH
• PMH and the province are reviewing drug supply for acute and long term care
and making backup plans
• PMH Initial Outbreak Response includes a discussion with pharmacy to determine
any additional medication needs
• http://intranet.pmh-mb.ca/Document_Search/Shared%20Documents/PMH3151.pdf

Local preparations – Are we ready?
• Palliative care support
• Summarized on the Palliative Care
intranet page
• http://intranet.pmhmb.ca/PalliativeCare/_layouts/15/start.as
px#/

• 24 hour physician to physician
consultation is available by paging
through St. Boniface Hospital
• (204)237-2053
• Ask to page the Palliative Care Physician
on Call

Back to our cases
• Mr. M dies 7 days after his COVID test is
positive
• For the last 2 days he is non-responsive
and in no obvious distress
• He receives attentive care

• Excellent mouth care
• Frequent repositioning to relieve pressure
• After a few days without a bowel
movement his abdomen appears slightly
distended and he receives a prn enema
• Vigilant attention to peri-care
• Frequent updates to family

• He does not require, and therefore does
not receive a lot comfort care
medications

• Mr. G became symptomatic 4 days after his
COVID test came back positive
• Through the next 24 hours he required
frequent escalation on of his opioid doses
• He wore oxygen at some times
• He received some lorazepam prn when he
appeared anxious
• He briefly developed agitation and was
distressed and received some
methotrimeprazine with the opioids and
settled well
• He dies after less than 2 days of symptoms

Conclusions
• Plans are underway to provide for the comfort of PCH residents
symptomatic from COVID-19
• If residents develop the high acuity presentation of COVID-19 or are
severely frail and COVID positive and are quietly becoming frailer they
are at high risk of dying
• The medications listed in the PMH Palliative Care Standing Orders
LTC/TC contain the medications being quoted across the country
• Opioids are the mainstay of dyspnea management
• Practitioners having experience using these medications for COVID-19
emphasize the need to titrate the opioid rapidly if symptoms demand
• The region and province are making plans to ensure residents have access to
the medications they may need if there is an outbreak

Time for questions
• Upcoming topics:
•
•
•
•

June 3 – Chronic care in PCH during COVID
June 10 – Delirium in the PCH during COVID
June 17 – Behavioral support including ethical considerations during COVID
June 24 - ???? What else do we need to talk about

• I have a question for you!
• What other topics would interest you for June 24th?
• If questions or topics come to you email Nancy Stinton

