
Government of West Bengal 
Directorate of Health Services (N .C.D. Section) 

Swasthya Saathi, Ground Floor, Swasthya Bhawan Campus 
GN 29, Sec-V, Salt Lake, Kol-91.Ph:-033-23330212. Email:-nppcwb@gmail.com 

Memo No: HFW- HFW /2704/2/2020-NCD / /2,J}/J,OJ._O Dated. H.11.2020 

Palliative Care services under the 'National Programme for Palliative Care', NPPC in the state of West 
Bengal under the umbrella of 'National Health Mission', 2018-2019. This programme is actively running 

at the secondary tier hospitals in phases as 'District Palliative Care Clinic'. 

Each year an estimated 40 million people are in need of palliative care and 78% of the people live in low 

and middle income countries. Worldwide only about 14% of the people who need the care are currently 

receiving it. Majority of cases who need the care have chronic diseases such as cardiovascular diseases 
(38.5%), cancer (34%), chronic respiratory diseases (10.31%), AIDS (5.7%) and diabetes (4.6%) amongst 

the range of illness which includes kidney failure, chronic liver diseases, multiple sclerosis, Parkinson's 
disease, rheumatoid arthritis, neurological diseases, dementia, congenital anomalies an drug-resistant 
tuberculosis. 

Palliative care improves the quality of life of patients and that of their families who are facing challenges 
associated with life-threatening illness, whether physical, psychological, social and spiritual. Thus, for 
effective guidance and comprehensive management of such patients we have prepared the Standard 
Operating Procedures (SOP) for NPPC programme which needs immediate and wide dissemination from 
the districts end till the HWC/SC level. This SOP is in a detailed structured booklet the annexures consists 
of Palliative care services provision at various health system, list of tagged MCH's, list of essential drug 
and consumables, patient identification format for ASHA, palliative care detailed OPD record 
information (P2) and monthly performance report form for NPPC (Pl). Annexed this letter is the copy 
of the SOP. 

This has the approval of the higher authority. 
All concerned are hereby informed. \ 1/11/ M .. 

Jt. Director of Health Services (NCO) 
Govt. of West Bengal 

Memo No. HFW /2704/2/2020-NCo/J,,iJ/[02-rJ/ J ( C,f) Dated:- 1 £. i{. 2,0~t) 
Copy forwarded for information & necessary action please:- 

l . The Mission Director (NHM), Dept. of Health & FW, Govt. of West Bengal 
2. The Addi. Mission Director, (NHM), Dept. of Health & FW, Govt. of West Bengal 
3. The PO-I (NHM), Dept. of Health & FW, Govt. of West Bengal 
4. The SPO (NCO-II), Dept. of Health & FW, Govt. of West Bengal 
5. - 33. The Chief Medical Officers of Health, All districts 
34.-61. The Dy. Chief Medical Officers of Health-II, all districts (for dissemination till the HWC/SC 
level). 
62. Superintendent of the concerned hospitals. 
63. MO/Specialist in charge of the district Palliative Care Center/ Day Care Center 
64. State Programme Coordinator (NPPC) 
65. Office copy. 

Govt. of West Bengal 
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Standard operating procedure for implementation of National 
programme for Palliative care in the State of West Bengal 

Background: 

Life threatening illnesses often portends a debilitating quality oflife due to high burden 
of physical, psychosocial, spiritual and financial crisis. Not only patients but also family 
caring for the patient experience poor quality of life often complicated by fear of death 
of their loved one, hopelessness, helplessness and anxiety about the course of the 
disease. An article published in British Medical Journal in 2013 demonstrated that 
contrary to the belief, patients with chronic neurological conditions such as dementia, 
stroke have the highest symptom burden and cancer ranking third after COPD. (Table 
1) 

COPD 81% 52% 

Cancer 78% 39% 

Renal disease 73% 26% 

Heart Disease 60% 39% 

Table 1 depicts the frequency of physical and psychological symptoms among disease 
groups; study published in BMC palliative care journal 2013 

Other disciplines where patients suffer from high symptom burden include HIV/AIDS, 
MDR/XDR/TDR TB, Children with tbalassemia, cerebral palsy and sickle cell anemia. 

Palliative care is a holistic approach that improves the quality of life of patients and 
their families, facing the problem associated with life-threatening illness, through the 
prevention and relief of suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems, physical, psychosocial, and 
spiritual. 

Principles of palliative care: 
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1. Provides relief from pain and other distressing symptoms; 
2. Affirms life and regards dying as a normal process; 
3. Palliative treatment is intended to continue simultaneously with definitive treatment, not after 

completion of definitive treatment as believed. 
4. Intends neither to hasten or postpone death; 
5. Integrates the psychological and spiritual aspects of patient care; 
6. Offers a support system to help patients live as actively as possible until death; 
7. Offers a support system to help the family cope during the patients illness and in their own 

bereavement; 
8. Uses a team approach to address the needs of patients and their families, including 

bereavement counselling, if indicated; 
9. Enhances quality of life, and may also positively influence the course of illness; is applicable 

early in the course of illness, in conjunction with other therapies that are intended to prolong 
life, such as chemotherapy or radiation therapy, and includes those investigations needed to 
better understand and manage distressing clinical complications 

' 

Who would need Palliative care? 

Palliative care is provided to people of all ages who are suffering with life limiting/life 
threatening conditions. The need for palliative care does not depend on any specific medical 
diagnosis, but on the person's needs. Some of the common medical conditions of people 
requiring palliative care include: 

A. Malignancies: Cancer 

B. Non - Malignant conditions: 

1. Chronic Cardiac diseases; 

11. Chronic Neurological diseases(MND, Multiple Sclerosis, Parkinson's and 
Hemiplegia) 

iii. Chromosomal disorders 

iv. Chronic Respiratory diseases 

v. Genetic blood diseases 

vi. Chronic Nephrological Disease 

v. Infectious disease like HIV, MDR/XDR TB 

C. Geriatric Care: Dementia, Parkinsonism, Diabetes Mellitus, Complicated Hypertension 

D. PediatricPalliative Care: Cerebral palsy, Sickle Cell Anaemia, Thalassemia major, 
epilepsy, mental retardation, metabolic syndromes like diabetes, tay sachs disease etc. 

Families and caregivers also receive support from palliative care services. Families provide 
much of the care for people who are dying, and practical and emotional support for them in 
this role is critical. 

: 
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How does palliative care help? 

Integrated palliative care model(Figure 1) is proven to benefit patients with chronic life 
threatening illness by mitigating the burden of symptoms, alleviating depression and 
anxiety and improving quality of life and respecting the patient's wish to spend their 
terminal part of life with their near ones die at home. 

Integrated Palliative 
care model Symptom control 

·-··-·······---···------··--·---···--··----··-·····----·--··------·-----·----! 

1 ······································1 Team approach 
~ymptoma~o!ogy / 
Shared decision / 
making 
Education and 
support 
Composite of 
Physical/psycho 
social/spiritual 
support '·, . ...._ ·------.. Caregiver support 

Mood 

QOL 

t 

t 

Health behavior 

Anti cancer 
therapy 

r 

Survival 

-------• Knowledge and 
understanding _ __.. 

Facilitates coping ____, 
I 
'! 
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How can palliative care be provided? 

-Orient1d; 

Disease- Focused 

Disease-Focused 

Cure-Orienfed; Disease-Focused Bereave 

The picture above clearly demonstrates the stages at which palliative care can be initiated. 
Thus, palliative care can be initiated at an early stage of the disease if patient presents with 
symptoms while disease directed treatment is being contemplated. Palliative care can also be 
initiated in ripples when patients develop intercurrent symptoms while on disease directed 
treatment and this can help patient transition to disease directed treatment or can be given 
concomitantly with disease directed therapy or in end of life and in bereavement phase to 
support family and carers who have aggrieved by the loss. 

Who and where will palliative care be provided? 

Palliative care is a multidisciplinary approach with integration of various specialists such as 
palliative care trained physicians, palliative care trained nurses, social workers, spiritual 
healers, physiotherapists, psychologists/psychiatrists and on occasion treating physician such 
as oncologists, surgeons, neurologists, hepatologists, paediatricians etc. Palliative care can be 
provided from the community in the form of home care or hospitals such as medical colleges, 
district hospitals and primary health centre. 

Palliative care service provision at various level of the health system 
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Institution Nodal Department Nodal officer Responsibility 
Presently started functioning in state in phase wise manner 

• Training and skill 
building 

• Monitoring and 
Evaluation Conducting 

Tertiary Palliative Medicine 
CMEs level(Medical Department of • Initiation of protocol colleges) - . · Radiotherapy/Community for cancer patients and .. Not directly . Medicine * a tagging list Professor and Palliative care strategy underthe . ofMCHs is enclosed with Head of Dept. • Procurement, storage, . preview of· concerned districts and disbursement of NPPC morphine programme • Research ( clinical, 
epidemiological and 
applied research) 

• Support tagged districts 
forNPPC 

• Palliative care OPD 
twice a week 

Secondary (Wednesday & Friday) 
Level MO in charge • Training of the staff 
(preferably of Oncology • Referral centre for 
to beplaced unit/ Day care patients from 
or tagged center/ PHC/CHC 
with DH, SDH, SSH Specialists • Integration with 
Oncology trained in NPCDCS & NPHCE 
unit/ Palliative care • Storage, and 
Specialist (under control disbursement of 
OPD/Day of Concerned morphine 

. care center/ • . 
Superintendent) • Monitoring 

NCD clinics) . . . . • Timely Reporting to 
State N CD cell 

• IEC of the programme 
To be started in the state in phased manner in future 

• Palliative care OPD 
twice a week 

·• 
(Wednesday & Friday) 

• Overall supervision of 
Palliative care activities .. .. 
in the community Primary. CHC, (BPHC, RH) and Trained MO • · Providing Training, Level· .. PHC logistic support to 
Frontline workers 
(CHO, ANM, ASHA), 
Constitute team for .. .. ; Home based palliative 

' care in Collaborate 
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with the local NGOs 
and CBOs 

• Supervision and 
Monitoring of the 
community palliative 
care program 

• IEC of the programme 

Provide Home Based • 
Palliative Care as a 
team 

•• Follow-up care at 
HWC/SC 

• Capacity building of Health & Wellness Centre CHOI ANM the patients and 
I Sub-centre caregivers 

• Networking with the 
local representatives to· 
form a community 
support group. 

• IEC of the programme ! 

Identify potential • 
patients needing 
palliative care 

• Registering and 
notifying the patients to 
MO,PHC 

• Assessing the patients 
and provide appropriate 
support 

• Empowering patients 
and caregivers towards 
sharing the 

.. responsibility of care 
ASHA/Health • Provide psycho-social · 

Community Village level (VHSNC) Volunteers/PR! support with the help of 
theANM/MO - 

• Provide bereavement 
support Collecting and 
distribution of logistics 

• Advocate for palliative 
care in the community 
by networking with the 
local representatives to 
form a community 
support group. 

• Psychological support 
and counselling by 
psychiatrist/clinical 
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,-;;_·:.;~i,.":'~:~1 .'.~-~ .. i'..::;:j"'.t~::,::, 
t, 

r~--------T---~;yc~o-l-.~-g1-.s-tsp~sted at I 
____ ~--- -------· :____ tJ1e d1slnct level.____ . _ i _ _ 

Capacity building of the personnel involved in p.iHiativc care provision: 1, 

~ 
1. Training of the Master Trainers: ~ 

Venue: The training will be conducted in the ckr;ign.iL·d Centres of excellence sucbas rned,;_cai~ ·- ,,:"t;•'-'-'.. • '. ;·., · ' -.~ 

college hospitals. The trainees will be the Specialist/ medical officers and nurses .from th;-·, 
DH/SDH who will disseminate the training to the ether t•,fOs/;1.urse1,, in DH/SDI-Land. MO,f IE"'.:" 
Duration: The training will comprise of Zdays lectures ir. palliative care 
Training curriculum will cover the following: 
• Symptom Assessment and Management principles ;:-i Paliiauve Care 
• Psychological and Social Assessment and Counselling 
• Nursing care and other Paramedical care of the patients 

,-...:: •, ·. • ~.' I . ' •. ~1; ; ~ ' 

: •. \. 

. ·, 
! ·, ' ., ~ I • . ~-f ; _i .'-1 I , ... . , :- I 

• How to assess bum out among the employees by, conducting review meeting and managing' 
staff distress. 

Teaching Methods: Didactic Lectures, Presentation, Case discussion and role plays, 

2. Training of the Medical Officers and NursesiCHO (CHC! PHC): · · ·; ! : • q 
Venue: The training will be conducted in DH/SDH. 
Duration: The training will comprise of 2day lectures in palliative care followed by 4 day; or'. · .. ,. · · 
hands on practicum training in the designated specialist palliative care centres. , . . _ 
Training Module will cover the following: , ,_. 
• Symptom assessment and management principles and emergencies in palliative care ,, , · · ; ·.:,: . ·, _., -J, .- 

• Psychological and social assessment and counselling ·, •.:::,: :,-. :• -:- . 
• Domiciliary care of patients Nursing care and ether peramedicai ·~or~ o ::· th patients 
• Self Care and debriefing session with colleagues · · '· .- °' '. 
Teaching Methods: Didactic Lectures, Presentation, c.1.s .. discussion aud role plays. . . , ... 

~ . ' . 

' . ' . 
';,,I•'·,:,: 

3. Training of the ANM &ASHA workers: 
Venue: The training will be conducted in the Prirnarj Hr~alth Centre. . . ,.; .: ., · '':' 
Duration: The training will be for duration cf I day lectures in palliative care follu,·e,-\ck:_1(2.; :'·:. :.:_:.,:·., . .- ·, 
days of hands on practicum training at designated specialist palliative care centres .. · · -, . ·, .. . ,··, ',/·,· \~:·_,,_. 
Training Module will comprise of the following: :·:'f ·I : • . {i 
• Identification of potential patients who will benefit from palliative 1.~,.trt:. through ~' proforma ._:: ,; :·11 ·, , . ',;,,,, · 
(checklist of symptoms that will define a particular disease) ' ·,,'.,. - · · ·· ,! ·· :, ,·· 
• Domi·ciliary care which will include: L Managem nt of wound and rube care ,and drugs: 
compliance 2. Psychosocial and spiritual support though counselling ~- Social support hy.~ .·. 
liaising with local NGOs, CBOs in coordination with MO I'HC. 4. Sdf- are and debridin.>:s-·· .. ,.,, .-1: .. 1''-;:_: 
with the ANM and MO PHC. 

_ ~~ ' • ." ' ) 11 I 

. . ! ~-' -. ; 

Training Method: Lectures, presentations, demon:ctrations and roie plays. 
'1 

',··::·;:..i,s;•·:,_:t-: .~,.,-: ,· .. ! 

{ 

'"=================~·--- ,-···-~--,--,,,·-----·~ T ------·- -.--,.- ·•·-~•••,-• r.1, ,.,.,,_.,_. S••e• • --·---,-·- - -~· .,."'==- , -·-·- ·-·~-,.JL _, 
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Morphine procurement, storage and disbursement: 

By virtue of being a government institution, the institution becomes a recognised medical 
in titution having the rights to procure, store and dispense opioids. But ta havea regulated flow 

· · of opioids across the health system, it will be best stored 'ind disbursed from Medical college 
hospitals and DH downwards to SDH/PHC There will one medical officer and a pharmacist 
who will be designated, by the In-charge 'of the institution, who will maintain a log of the 
opioids procured and disbursed including details of the patients to whom the medications have 
been dispensed. A regular report will need to be.prepated in order to submit to the state drug· 
controlled. The report thus submittedwill help determinethe amountof opioids a particular 
centre will be entitled for the subsequent year. 

Integration of service at all Levels: 

1. The palliative care programme should be integrated with the other National Programmes like 
the NPCDCS and NPHCE, National Mental Health programme. 

2. If required in case of expansion of service with a dedicated stand-alone palliative care 
service, physician and nurse trained in Palliative care for 6v1eek in an institution may he 
appointed on fulltime basis at speciality hospitals (PJ!/SDH/DH) 

J. Activate public-private partnerships to upscale access to palliative Gare across the health 
system 

4. Private practitioners after adequate training can be encouraged to provide home based 
palliative care services. This can be achieved· by collaborating with the IMA bodies and · 
emphasizing the need for the general practitioners ro get trained in palliative care .. 

5. Involvement of the NGOs and CBOs to design and implement community based palliative . 
care programs with emphasis on home based and comprehensive care. 

6. Collaboration with the other departments like department of women and child. welfare, 
department of finance, department of media and broadcasting etc. 

7. Medicines and consumable The Medicine should be made available at Medical college 
hospital, District hospital, SDH/ Rl-I and PHC. The drugs required for Palliative Care at various 
facilities is shown in Annexure No. ASHA will be provided AHSA Kit containing common 
Medicine and dressing material. 

Information, Education and Communication (JEC):. 
State in collaboration with the tertiary care can prepare prototype IEC material on Palliative · 
care to sensitize community about holistic care and inform about services available through 



--~- -::: ·. '· 

various electronic, print media, and other channels. These will be disseminated to the.Districts 
for adoption and dissemination. Messages through mass media will also be organized through 
the state through Radio, Television, Internet and Print media. 

Monitoring; Evaluation and Research: 
., 

1. Standard formats for recording and reporting will be prescribed by the State NCD cell. A 
Management Information System will also be developed to computerize the,inf9~~tiq?. /·~~ . 

2. Review meetings of District Programme Officers (NCD) will be organJe(6'~-~ q;~~~rfi . 
progress to assess physical and financial progress and discuss constraints inimplementatiojt 'ot · 
the programme. · 

.. ~· 

.: < 

3. Evaluation of the programme will also be planned and organized by the State NCD cell. 

4. Key gaps identified during implementation of the programme and innovative interventions 
will be addressed through planned operational research. ' 

Reporting system within the health system 

ii' IV xw·· / 

"'' 
Level Person in charge ; R,f porting authority Fi:equenc,y 

.. ..... 
SC ANM/CHW MO-PHC l)!ortthly 

' ,. )i . r.. 
" 

PCH MOPHC District N CD cell Monthly 
~ .. '·, .:1•. 

MO in-charge of 
,, 

DH/SDH palliative care unit State NCO cell . Month1y1annus11y 
viaMS/CMOH 

.; 

. .. 
,...,, l ~ .r ;_ ... ' ;/ 

\··= 

,,_ ..! .'··•,•. 

~~,.,-- ...... ·· .' k;.-, .· 
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Annexures 
LIST OF PALLIATIVE CARE UNIT~ AT SECONDARY TIER HOSPITALS & TAGGED MEDICAL COLLEGES 

3 

aiganj MCH 

urshidabad MCH 

M & JNM Hospital 

Bardhaman MCH 

Rampurhat MCH 

, --~ ~~o-cM-~ WO> -=N 

jBankura Borjora SSH 
I · f:···- Bankura Sammilini MCH 

6 jBishnupur HD Bishnupur DH ! 
-~---- L _ 

17 !Purulia . · 1Ragliimathpur SSH 1Purulia MCH 
I i 

18 iP~s-~~i:n Me-~i~~~~1~-a~g~~ ~~- iM~~j:~~-~r M~-~- - -=-~==----=--····-~ 
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Nandigram SSH 

(DH) 

a Medinipur amluk DH 

G Kar, MCH 

alcutta National MCH 

M & Sagar Dutta MCH 
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List of Essential Drug & Consumable 

' 

SI. No. 
I Drugs under rule 52N (NDPS) 

Name 

Morphine sulpahate - Inj. l 0/15 mg/cc, Oral (l 0), Suspension, 

2 Fentanyl citrate - Injection (50 rnic/cc), transdennal, oral, trans-mucosal 
preparation 

3 Methadone - Injection (1 Omg/ml), oral (5 mg), susp. (1 mg/ml) 

4 Ketamine - 50 mg/50 ml vial 

II Other misc druzs 
1 Gabapentine 
2 Paracetamol 
3 Ibuprofen 
4 Tramadol 
5 Metaclopramide 
6 Domperidone 
7 Dexamethasone 
8 Bisacodyl 
9 Loperamide 
10 Oral Rehydration Salts 
11 Metrozvl Jelly 
12 Hydrogen Peroxide 
13 Haloperidol 
14 Amitriptyline 
15 Ciprofloxacin 
16 Metronidazole 
17 Amoxycillin 
18 Fluconazole 
19 Iron, Vitamin and Mineral 
20 Lignocaine Jelly 
21 Ethamsylate 
22 Deriphylline 
23 Cough Preparations 
III Indicative list of drug at PHC/CHC/DH 
1 Anti-inflammatory & Analgesics 
a T. Paracetamol 
2 Antispasmodics 
a T. Dicyclomine or T. Protoverine HCL (10/20 mg) 
3 Narcotic Analgesics 

Weak Opioids 
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a T. Tramadol or T. Tapentadol 
Strong Opioids 

a T. Morphine Sulphate 

b Buprenorphine (10 mg/20mg) and Fentanly Transdermal Patches 
(12.5mg/25 mg/50mg) 

4 Anti Allergic and Drugs used in Anaphylaxis/Anti-inflammatory 
a T. Dexamethasone 
b T. Prednisolone 
C Inj, Dexamethasone 
d T. Cetrizine/chlorpheniramine (VV) 
5 Anti Epileptic Drugs 
a T. Levetiracetam 500 mg (TV+oral) T. Phenytoin Na 
b T. Sodium Valproate (IV+oral) 
C T. Pregabalin 
d T. Gabapentin, Flupirtine (snepdol/ketadol) 
6 Anti depressent and Anxiolytic Drugs 
a T. Clonazepam 
b T. Alprazolam 
C T. Duloxetine 
d T. Sertraline 
e Secretion drying agent 
f Glycopyrrolate (Ini) IV/SC 
g octreotide IV /SC 
7 Anti Fungal Drugs 
a T. Fluconazole 
8 GIT Drugs 
a Liq. Paraffin+ Milk of Magnesia 
b T. Metoclopramide 
C T. Ondonsetron 
d T. Haloperidol 
e T. Bisacodyl 
f T. Sodium Picosulphate 
g Sodium Phosphate Enema 
h Glycerine Suppository 
I T. Pantaprozole 
i T. Domperidone 
k Liq. Mucaine Gel 
I Sucralfate Suspension 
8 Others 

a Inj. Nalaxone (Morphine/Opioids induce respiratory depression or neuro 
psychosis complications 

b Lignocane Gel and Viscous 
C Ketamine 
d Hyoscine Butyl Bromide 
e Baclofen 
f Tizandine 

TV Commonly used Consumables: 
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1 Infusion Pumps or Syringe driver for continuous infusions 
2 Dressing Supplies 
3 Cotton 
4 Gauze Pieces 
5 Gauze bandages 
6 Gloves 
7 Micropore Tapes 
8 Transfusion Supplies 
9 TV Sets 
10 Intracath and Butterfly Needles 
11 Syringes and Needles 
12 Tubes and Bag 
13 Suction Catheters 
14 Urinary Catheters 
15 Condom Catheters 
16 Urine Bags 
17 Feeding Tubes 
18 Air Mattress 
19 HOIST (Very Expensive - may not be feasible) 
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Register &Reporting format 

Palliative care OPD Register (P2) 

Palliative Care OPD Detailed Patient Information 

I 

Underlyi 
ng 

diseases 
(Cancer 

From Oral, 
where Breast, 
referre Cervical 
3/lf and Remarks/Cute 

Next ome 
Follo (Continue 
w domiciliary 
Up treatment, 
Date admitted, 

expired) 

Year Palliati Full ii\ Ag Gend Contact 
lySI. ve <'N 

Name e er No: No. care ID 

referre Other 

Present residential d, cancer 

address 
Reaso /Other 
n for NCO 

lnte!)o'ention/~~ug 
provided" 

referra etc.- 
I to (Etiologi 

palliati cal 
ve diagnosi 

1 ,.,.care s with 
i[Y d~'f:;t"~f 

first 
diagnosi 

s) 

I I 
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Form P-1 

Monthly performance report of National Programme for PALLIATIVE CARE Services 
available in the District 

Name of the District : 

Name of the 
Palliative Centre : 

For the month of: 

Date: 

A* Palliative Care. Services - Out Patient Department For This Cumulative From 
(OPD) and referral service Month May 2020 

1 
Total no. of new patients seen in the OPD in the 
reporting month 

la Cancer 

Oral 

Breast 

Cervical 

Other cancer 

lb CVD & IHD including Stroke 

le Metabolic and Endocrine Disorders 

ld Childhood Disorders 

le Others 

2 
Total no. of follow - up cases in the OPD in the 
reported month 

2a Cancer 

Oral 

Breast 

Cervical 
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Other cancer 

2b CVD & IHD including Stroke 

2c Metabolic and Endocrine Disorders 

2d Childhood Disorders 

2e Others 

3 
Total no. of cases reffered to tertiary care hospital 
in the reported month 

4 
No. of consultations for palliative care provided in 
the inpatient unit 

B 

Drugs Hint to fill the responses: (A= regularly available, B = 
irregularly available and NA= not available 

1 Morphine 

2 Codeine 

3 Methadone 

4 Fentanly 

5 Others 

* Data will be filled up based on the Palliative Care register 

Signature of District Nodal 
Officer/ Dy CMOH-11 

Date: 

Signature of MOIC of Palliative Care Cell 
of MCH/DH/SDH 

Date: 
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Patient identification format for ASHA 

Nervous System Cardio Respiratory System Renal System 

l. Drowsy/unresponsive 1. Breathlessness on exertion 1. Repeated Urinary 
2. Irrelevant talks/incoherent or at rest System/ Decreased 

speech of sudden onset 2. Cough not controlled with Urine Output 
3. Agitation/violent medications 2. Pedal Oedema 
4. Difficulty in moving the limbs 3. Coughs out Blood 3. Facial Puffiness 
5. Convulsions 4. Repeated admission for 
6. Uncontrolled pain Breathlessness 
7. Bowel/bladder 5. Weight Loss 

problem( retention/incontinence) 6. Pedal Oedema 

Hepato Billiary System Cancer T.B with poor general 
Despite treatment; condition 

1. Repeated/ intractable Jaundice; a. Non - Healing Ulcer Mental Retardation 
2. Weight Loss b. Change in size/ number of Epilepsy 
3. Fatigue lump Sickle Cell Anaemia 
4. lower limb edema c. Change in colour and Thalassemia 
5. recurring abdominal bloating number in the mole Malnourishment 
requiring recurrent fluid aspiration d. Weight Loss in the last 
6. intractable itching 6months HIV/AIDS 
7. tremors e. Unexplained Fever 1. Unexplained Fever 
8. Drowsy/unresponsive f. Bleeding from any Orifice 2. Unexplained Weight 
Irrelevant talks/incoherent speech of Loss 
sudden onset 3. Chronic Diarrhoea 
Agitation/violent 

Poor oral hygiene SOCIAL ISSUES 
Personal Hygiene 1. Social problems such as 
Foul smelling pus/bleed discharging isolation/stigma/neglect 
chronic wound(cancer, DM etc) 2. Family Issues such as 
Tracheostomy Care conflict, financial strain 
Ryles Tube Care 3. Grief 
Catheter Care 4. Disease affecting activities 
Bedridden Patient of Daily Living 
1. Bedsores 
2. Feeding Difficulties 
3. Nutrition 
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