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Oral Morphine

Other names:	 Oramorph® liquid (immediate release or quick acting morphine)
			   Sevredol® tablets (immediate release or quick acting morphine)

Modified release morphine:
			   MST Continus® tablets or granules (12 hourly, long acting morphine)
			   Zomorph® capsules (12 hourly, long acting morphine)
			   Morphgesic® SR tablets (12 hourly, long acting morphine)
			   MXL® capsules (24 hourly, long acting morphine)

There are different forms of morphine and different brands – check the name of the 
medicine on the box.

Q.	What is morphine used for?

A.	Morphine is used for moderate to severe pain, and to help breathlessness.  Quick 
acting morphine starts to work after about 30 minutes and usually lasts for about 4 
hours.  It is used to control breakthrough pain as it works quickly.  It may be given 
in regular doses when your doctor is working out how much morphine is needed to 
control your pain.

Long acting morphine is used to control on-going pain and is taken regularly.

Q.	Isn’t morphine only used for patients who are at the end of life?

A.	NO.  Morphine is given for different sorts of severe pain.  This may be as a result of 
cancer, heart disease or other illnesses.  Treatment with morphine may be needed to 
allow you to continue having as comfortable a life as possible.  You will be able to go 
on taking morphine for as long as you need to.  The effects do not wear off with time 
and the dose can be increased if needed.

Q.	When do I take it?

a.	Quick acting morphine is sometimes taken regularly every 4 hours.  An extra dose can 
be taken if the pain comes back between the regular doses or if you are taking long 
acting morphine to control your pain.  Wait about 30-60 minutes after taking the extra 
dose of quick acting morphine.  If you still have pain take a second dose.  If you need 
more than 2-3 extra doses of quick acting morphine in a day, tell your doctor or nurse.  

	 Long acting morphine is taken every 12 hours to control pain.  When you are at home, 
take your morning dose when you wake up and then the evening dose about 12 hours 
later.  There is one type of long acting morphine (MXL®) that is taken once every 24 hours.

	 Do not stop taking morphine suddenly.

Q.	What do I do if I forget to take a dose?

A.	Take a dose as soon as you remember.  Do not take a double dose to make up for the 
missed one.  If you are sick and bring up the medicine, repeat the dose as soon as 
you feel better.
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Q.	Are there any side effects from taking morphine?

A.	Sleepiness
	 This is most common when you first take morphine or when the dose is increased.  It 

should improve after a few days.

	 Constipation
	 This is a very common side effect.  It is important to drink plenty of fluids and always 

take a laxative regularly as prescribed by your doctor.  The dose of laxative can be 
increased or reduced to make sure you pass a soft motion regularly.

	 Sickness
	 If you feel sick when you first start to take morphine, try taking it with food.  Your 

doctor may need to give you some anti-sickness medicine for a few days until the 
sickness goes away.

Q.	Will I become addicted to morphine and unable to stop taking it?

A.	No. If you no longer need to take morphine, your doctor will reduce the dose gradually.

Q.	Will morphine always relieve my pain completely?

A.	Although morphine is a very good pain killer, it is not helpful for all types of pain.  
Other treatments may be needed and suggested by your doctor or nurse.

Q.	What do I do if I get pain between the regular doses of morphine?

A.	 If the pain is mild, paracetamol may help.  (Do not take more than 8 paracetamol tablets 
in 24 hours).  If it is more severe you should take a dose of quick acting morphine (see 
above).  If you need more than 2-3 extra doses in a day, tell your doctor or nurse.

	 Some people find that doing certain things like having a bath or going for a walk 
brings on the pain.  Your doctor or nurse may suggest you try taking a dose of quick 
acting morphine before your start doing something that brings on the pain.

Q.	How will I know if the morphine is not going to work for some of my pain?

A.	You may still have pain despite taking bigger doses of morphine and may feel unwell 
in one or more of these ways:
•	 more sleepy than usual
•	 feeling sick more of the time
•	 restlessness or jumpiness
•	 bad dreams

	 Do not worry if this happens.  Tell your doctor or nurse.  Your doctor may reduce your 
dose of morphine and suggest other treatments to help the pain.

Q.	Can I drive?

A.	You may be able to drive but you must discuss this with your doctor.  
	 (Patient information leaflet: Strong pain killers and Driving).
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Q.	Can I drink alcohol?

A.	A small glass of wine, beer, sherry or whisky may help you feel better and improve 
your appetite.  It is best to avoid taking more than this as you may become too 
drowsy.

(Discuss this leaflet with your doctor or nurse who will answer any questions you may have)
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Oral Oxycodone

Other names:	 Oxynorm® capsules (immediate release or quick acting oxycodone)
			   Oxynorm® liquid (immediate release or quick acting oxycodone)

Oxycontin® tablets 
(modified release or 12 hourly, long acting oxycodone)

There are different forms of oxycodone  – check the name of the medicine on the box.

Q.	What is oxycodone used for?

A.	Oxycodone is used for moderate to severe pain.  Quick acting oxycodone starts to 
work after about 30 minutes and usually lasts for about 4 hours.  It is used to control 
breakthrough pain as it works quickly.  It may be given in regular doses when your 
doctor is working out how much oxycodone is needed to control your pain.

	 Long acting oxycodone is used to control on-going pain and is taken regularly.

Q.	Isn’t a pain killer like oxycodone only used for patients who are at the end of life?

A.	NO.  Oxycodone is given for different sorts of severe pain.  This may be as a result of 
cancer, heart disease or other illnesses. Treatment with oxycodone may be needed to 
allow you to continue having as comfortable a life as possible.  You will be able to go 
on taking oxycodone for as long as you need to.  The effects do not wear off with time 
and the dose can be increased if needed.

Q.	When do I take it?

A.	Quick acting oxycodone is sometimes taken regularly every 4-6 hours.  An extra dose 
can be taken if the pain comes back between the regular doses or if you are taking 
long acting oxycodone to control your pain.  Wait about 30-60 minutes after taking 
the extra dose of quick acting oxycodone.  If you still have pain take a second dose.  
If you need more than 2-3 extra doses of quick acting oxycodone in a day, tell your 
doctor or nurse.

	 Long acting oxycodone is taken every 12 hours to control pain.  When you are at 
home, take your morning dose when you wake up and then the evening dose about 
12 hours later.

	 Do not stop taking oxycodone suddenly.

Q.	What do I do if I forget to take a dose?

A.	Take a dose as soon as you remember.  Do not take a double dose to make up for the 
missed one.  If you are sick and bring up the medicine, repeat the dose as soon as 
you feel better.
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Q.	Are there any side effects from using oxycodone?

A.	Sleepiness
	 This is most common when you first take oxycodone or when the dose is increased.  It 

should improve after a few days.

	 Constipation
	 This is a very common side effect.  It is important to drink plenty of fluids and always 

take a laxative regularly as prescribed by your doctor.  The dose of laxative can be 
increased or reduced to make sure you pass a soft motion regularly.

	 Sickness
	 If you feel sick when you first start to take oxycodone, try taking it with food.  Your 

doctor may need to give you some anti-sickness medicine for a few days until the 
sickness goes away.

Q.	Will I become addicted to oxycodone and unable to stop taking it?

A.	No. If you no longer need to take oxycodone, your doctor will reduce the dose 
gradually so that you stop taking it without problems.

Q.	Will oxycodone always relieve my pain completely?

A.	Although oxycodone is a very good pain killer it is not helpful for all types of pain.  
Other treatments may be needed and suggested by your doctor or nurse.

Q.	What do I do if I get pain between the regular doses of oxycodone?

A.	If the pain is mild, paracetamol may help.  (Do not take more than 8 paracetamol 
tablets in 24 hours).  If it is more severe you should take a dose of quick acting 
oxycodone (see above).  If you need more than 2-3 extra doses in a day, tell your 
doctor or nurse.

	 Some people find that doing certain things like having a bath or going for a walk 
brings on the pain.  Your doctor or nurse may suggest you try taking a dose of quick 
acting oxycodone before your start doing something that brings on the pain.

Q.	How will I know if the oxycodone is not going to work for some of my pain?

A.	You may still have pain despite taking bigger doses of oxycodone and may feel unwell 
in one or more of these ways:

•	 more sleepy than usual
•	 feeling sick more of the time
•	 restlessness or jumpiness
•	 bad dreams

	 Do not worry if this happens.  Tell your doctor or nurse.  Your doctor may reduce your 
dose of oxycodone and suggest other treatments to help the pain.
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Q.	Can I drive?

A.	You may be able to drive but you must discuss this with your doctor.  
	 (Patient information leaflet: Strong Pain Killers and Driving).

Q.	Can I drink alcohol?

A.	A small glass of wine, beer, sherry or whisky may help you feel better and improve 
your appetite.  It is best to avoid taking more than this as you may become too 
drowsy.

(Discuss this leaflet with your doctor or nurse who will answer any questions you may have)
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Oxycodone in Palliative Care
Description	 Potent, synthetic opioid analgesic; used second line.

Preparations

Oral Immediate release oxycodone
OxyNorm ® capsules
OxyNorm ® liquid

5mg, 10mg, 20mg
1mg/ml, 10mg/ml

Modified release (long acting) oxycodone
OxyContin® tablets

5mg, 10mg, 20mg, 
40mg, 80mg

Injection Oxycodone injection
OxyNorm® injection

10mg/ml, 20mg/2ml

Indications
•	 Second line oral and injectable analgesic for moderate to severe opioid responsive pain in 

patients unable to tolerate oral morphine, subcutaneous morphine or diamorphine due to 
persistent side effects (eg sedation, confusion, hallucinations, itch).

	 (See: Pain management, Choosing & Changing opioids)

Cautions
•	 Immediate release, modified release and injection preparations have similar names. Take care 

when prescribing, dispensing or administering oxycodone.
•	 Frail or elderly patients need smaller doses less frequently and slower titration.

•	 Liver impairment: reduced clearance. 
	 Avoid in patients with moderate to severe liver impairment.

•	 Renal impairment: reduced excretion. 
	 Titrate slowly and monitor carefully in mild to moderate renal impairment.
	 Avoid in chronic kidney disease stages 4-5 (eGFR <30ml/min).

Drug interactions
No clinically significant interactions.

Side effects
•	 Opioid side effects similar to morphine - monitor for opioid toxicity. 
•	 Prescribe a laxative and an antiemetic as needed (eg metoclopramide).

Dose & Administration
•	 Immediate release oral oxycodone: 
	 Prescribe 4-6 hourly regularly and use the same dose as required for breakthrough pain. 
•	 Modified release (long acting) oral oxycodone:

o	 Prescribe 12 hourly, with 1/6th of the 24 hour dose as immediate release oral oxycodone for 
breakthrough pain.

o	 Biphasic action; a rapid release is followed by a controlled release phase. If the patient 
has pain when the dose of modified release (long acting) oxycodone is given, wait an hour 
before giving a breakthrough dose of immediate release oxycodone. 
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Dose & Administration 
•	 Oxycodone injection: 

o	 Continuous subcutaneous infusion in a syringe driver or pump over 24 hours.
o	 In addition, prescribe 1/6th of the 24hour infusion dose subcutaneously, 1-2 hourly as 

required for breakthrough pain. 
o	 If the infusion dose is greater than 60mg / 24 hours, use another opioid for breakthrough 

injections (low concentration of oxycodone preparation limits dose for SC injection to 
	 10mg in 1ml).
o	 Diluent: water for injection.
o	 Dose conversions are given below.

•	 Stability and compatibility – see: Subcutaneous medication chart. 

Dose Conversions
•	 Oxycodone is approximately twice as potent as morphine.

Oral morphine 60mg ≈ oral oxycodone 30mg ≈ subcutaneous oxycodone 15mg

Subcutaneous morphine 30mg ≈ subcutaneous oxycodone 15mg

Subcutaneous diamorphine 20mg ≈ subcutaneous oxycodone 15mg

•	 As with all opioid conversions, these are approximate doses.
•	 Dose conversions should be conservative and doses rounded down.
•	 Monitor the patient carefully so that the dose can be adjusted if necessary. 
•	 If the patient has opioid toxicity, reduce the dose by 1/3rd when changing opioid.
	 (See: Choosing & Changing opioids)

Resources
Professional:
Palliative Care Drug Information online: http://www.palliativedrugs.com/

Patient:
Patient leaflet on website:  Oxycodone

Discharge planning / Community use
•	 The unscheduled care service should be informed that the patient is receiving this second line 

opioid in a syringe driver or pump. 
•	 The Community Pharmacy Palliative Care Network stocks a limited supply of oral and injection 

preparations of oxycodone for emergency use.

Key references
1.	 Shah S, Hardy J. Oxycodone: a review of the literature. European J Palliative Care 2001; 8: 93-96
2.	 Smith M et al. Oxycodone has a distinctly different pharmacology from morphine. European J Pain 2001; 15 

(Suppl A): 135–136. 
3.	 Mucci-LoRusso P et al.  Controlled release oxycodone compared with controlled release morphine in the 

treatment of cancer pain: a randomised, double blind parallel group study. European J Pain 1998; 2: 239-249

Further reading: http://www.palliativecareguidelines.scot.nhs.uk
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Pain Assessment for People with Cognitive 
Impairment / Communication Difficulties
Aims
•	 Involve the patient as much 

as possible in the assessment 
and management of their 
pain.

•	 Use a team approach; involve 
the family, staff and carers 
who know the patient well.

•	 Assess each pain separately 
and identify the likely 
cause(s). 

•	 Assess the impact of the pain 
on the patient and family.

•	 Make a diagnosis and explain 
this to the patient and family.

•	 Agree a pain management 
plan.

1.	Is pain the main 
cause of the patient’s 
distress?

2.	Is the pain severe and 
overwhelming?

3.	Can the patient 
participate in the 
assessment?

4.	Is there a carer, friend 
or staff member who 
knows the patient 
and can help with 
assessment?

Pain is often poorly assessed 
and inadequately managed in 
people with dementia, learning 
disabilities or a stroke.
Seek advice

Exclude other problems
•	 fear, anxiety or disorientation/ isolation
•	 other physical symptoms – eg constipation
•	 delirium or chronic confusion
•	 stress related behaviours 

Immediate treatment may be required before 
further assessment 
Adjust the dose of analgesia to take account of recent 
analgesic use.		  Seek advice

Enhance verbal and non-verbal communication
•	 Allow plenty of time.
•	 Use sensory aids where needed- hearing aid, glasses, 

signing, visual tools.
•	 Minimise distractions – noise, bright lights, activity.
•	 Use the person’s preferred name at the start of each 

question to hold their attention and focus. 
•	 Use simple language; short sentences.
•	 Repeat questions; check understanding.
•	 Consider using pictures – body maps, photographs, 

illustrated booklets.

Find out
•	 How the patient usually behaves when comfortable.
•	 How the patient usually expresses themselves when 

in pain.
•	 If the patient has had previous pain problems due to a 

long term condition (e.g. arthritis).
•	 About any non-drug treatments used for pain relief 

and medications currently or previously used, 
including their effectiveness and any side effects.

Actions
•	 Record your assessment; consider using a behavioural tool 

(eg. Abbey, Doloplus 2, DisDAT)
•	 Different pains may require different interventions. The 

management of distress related behaviour is important.	
(See: Pain management)

•	 Decide if the Adults with Incapacity Act is needed to cover 
treatment. (See guideline on website)

•	 Discuss management with patient / carers. A trial 
of analgesics and / or non-drug treatments may be 
appropriate. If opioids are required, discuss any concerns 
regarding their use.

•	 Agree goals for pain relief and a monitoring plan.
Reassess regularly

See website for references and online resources including behavioural pain assessment tools.
http://www.palliativeguidelines.scot.nhs.uk
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Pain Assessment – Five Key Questions 
Immediate treatment may be required 
before further assessment. 
Adjust the dose according to current analgesic use.

Seek advice

Ask about
•	 Site / radiation - body diagrams can help
•	 Character - a list of descriptive words may help
•	 Intensity / severity - a rating scale can help
•	 Timing			 
•	 Exacerbating factors		
•	 Relieving factors (including medication)
•	 Effect on function / sleep
Use a structured pain assessment tool to make a full 
assessment and record of the patient’s pain.

Disease?
e.g. direct invasion by cancer; distension of an organ; 
pressure on surrounding structures.

Treatment?
e.g. constipation with opioids; chemotherapy neuropathy; 
mucositis; late onset pain following radiotherapy.

Debility?
e.g. pressure sores.

Other unrelated pathology?
e.g. arthritis; cervical spondylitis, osteoporosis, 
vascular disease, neuropathy.

Bone Pain
Worse on pressure or stressing bone, or weight bearing.

Nerve Pain
Burning / shooting / tingling / jagging, altered 
sensation / dermatomal distribution. 

Liver Pain	
Hepatomegaly, right upper quadrant tenderness.

Episodic/ incident pain
Sudden onset pain occurring spontaneously or with 
movement; can be severe but may be very short lived.

Raised intracranial pressure	
Headache (and/or nausea) worse with lying down, 
more often present in the morning.

Colic
Intermittent, cramping pain

Consider adjuvant therapies 
(see: Pain management)

•	 Anxiety / depression.
•	 Other psychological factors e.g. fear, ‘unfinished 

business’.
•	 Other physical symptoms e.g. nausea, breathlessness.
•	 Family / carer distress.

Aims
•	 Obtain the patient’s own 

description and assessment 
of their pain. Most patients 
have more than one pain.

•	 Assess each pain separately 
and identify the likely 
cause(s). 

•	 Assess the impact of the pain 
on the patient and family.

•	 Make a diagnosis and explain 
this to the patient and family.

•	 Agree a pain management 
plan.

1.	Is the pain severe and 
overwhelming

2.	What is the pain like?

3.	What is causing the 
pain?

4.	Is it a specific type of 
pain?

5.	Are other factors 
adding to the 
distress?

Actions
•	 Record your pain score and 

assessment. Use a pain 
assessment tool.

•	 Different pains may require 
different interventions to 
control them. 

	 (see: Pain management)
•	 Discuss management with 

patient / carers. If opioids 
are prescribed, discuss any 
concerns about their use 
(e.g. addiction, side effects, 
tolerance, hastening death)

•	 Agree goals for pain relief; 
and a monitoring plan.

Reassess regularly
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STEP 3:  Moderate to Severe Pain
	 OPIOID	 + PARACETAMOL	 or	 NSAID	 +/- OTHER
				    (if not 	 ADJUVANT
				    contraindicated)	

Stop any step 2 opioid
Codeine or dihydrocodeine 60mg qds ≈ 30mg oral morphine / 24hours

Seek advice:

♦	Severe pain.
♦ Pain not 

responding to 
treatment.

♦ Dose of opioid has 
increased rapidly 
but patient is still 
in pain.

♦ Episodes of acute 
severe pain.

♦ Pain worse on 
movement.

If titrating with immediate release 
oral morphine prescribe
5mg, 4 hourly and as required for 
breakthrough pain. 

If starting with modified release 
oral morphine prescribe
10-15mg, 12 hourly and 
immediate release morphine 5mg 
as required for breakthrough pain.

Use lower doses and increase dose more slowly if patient is frail, 
elderly or has renal impairment. 

See: Choosing & Changing Opioids for second/ third line opioids.
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Renal Palliative Care – Last Days of Life
Introduction
•	 Guideline for patients with stage 4-5 chronic kidney disease (eGFR <30ml/min).
•	 Other relevant guidelines: Last days of life, Subcutaneous medication, Alfentanil, Fentanyl. 
•	 Survival after renal dialysis withdrawal is usually about 7-10 days, but some patients with 

residual renal function may live much longer and need continuing care.
•	 If a patient is likely to stop dialysis soon, plan end-of-life care in advance.

Assessment
Diagnosis of the terminal phase can be difficult. Reversible causes of deterioration include 
hypercalcaemia, infection, and opioid toxicity. Clinical signs include:	
•	 bed-bound and drowsy or semicomatose.
•	 only able to take sips of fluid/ difficulty swallowing tablets.
•	 poor tolerance of renal replacement therapy.

Management 
Plan and document care of the patient and family; consider using a care pathway or checklist.
•	 Discuss prognosis (patient is dying), goals of care (maintaining comfort), and preferred place of 

death with patient and/or family.
•	 Clarify resuscitation status; check DNAR form has been completed. (See: local policy)
•	 Reassure the patient and family that full supportive care will continue.

•	 Stop unnecessary investigations and monitoring (BP, pulse, temperature).
•	 Discontinue medication not needed for symptom control, and review daily.
	 Some patients may still benefit from oral diuretics, adjuvant analgesics, bicarbonate.
•	 If able to swallow, consider liquid formulations. Otherwise use the SC or rectal route.
•	 Offer oral fluids, maintaining any fluid restriction; stop IV/IM/SC fluids. 
•	 Comfort nursing care (pressure relieving mattress, reposition for comfort only), eye care, 
	 mouth care (sips of fluid, oral gel), bladder and bowel care. 

Anticipatory prescribing
All patients should have as required medication for symptom control available:
•	 Opioid analgesic: alfentanil SC hourly (100-250micrograms, if not on a regular opioid).
•	 Anxiolytic sedative: midazolam SC 2.5-5mg, hourly.
•	 Anti-secretory medication: hyoscine butylbromide (Buscopan) SC 20mg, hourly.  
•	 Anti-emetic: haloperidol SC 0.5-1mg, 12 hourly or levomepromazine SC 2.5-5mg, 8-12 hourly.

Pain (see dose conversion chart below)
•	 Paracetamol or an NSAID (benefits may outweigh risks in a dying patient) can help bone, joint, 

pressure sore, inflammatory pain.
•	 Alfentanil and fentanyl are the opioids of choice – no renal excretion of parent drug or 

metabolites. 
o	 Morphine / diamorphine are renally excreted as is oxycodone to a lesser extent; these 

opioids accumulate and can cause significant toxicity with repeated doses. 
o	 A single dose can be given if the patient is not opioid toxic while a supply of alfentanil or 

fentanyl is obtained. 
•	 No regular opioid: alfentanil SC 100-250micrograms hourly, as required.
•	 Fentanyl patch: continue patch, use correct SC alfentanil dose for breakthrough pain. 
•	 Other opioids should be converted to a subcutaneous infusion of alfentanil in a syringe driver/

pump with the correct SC alfentanil dose, hourly as required (see chart).

Myoclonus or muscle stiffness/ spasm: midazolam SC infusion, 5-20mg over 24 hours.

Anxiety/distress: midazolam SC 2.5-5mg, hourly, as required.
•	 Try to address psychological and family concerns causing patient anxiety.
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Breathlessness
•	 May be due to pulmonary oedema, acidosis, anxiety or lung disease.
•	 Oral diuretic if able to swallow. Avoid fluid overload; consider ultrafiltration.

Intermittent 
breathlessness/ distress

midazolam SC 2.5mg hourly, as required &/ or lorazepam 
                   sublingual 0.5mg 8 hourly, as required.
alfentanil SC hourly, as required.
  - fentanyl patch or alfentanil infusion: see chart for dose.
  - no regular opioid: alfentanil SC 100-250micrograms. 

Persistent 
breathlessness/ distress

midazolam SC 5-20mg + alfentanil SC 500 micrograms (if no 
opioid for pain) via a syringe driver or pump.

Respiratory tract secretions
1st line: hyoscine butylbromide SC 20mg, hourly as required (up to 120mg/ 24hours).
2nd line: glycopyrronium bromide SC 100micrograms, 6-8 hourly as required.

Nausea / vomiting (see: Nausea / Vomiting, Subcutaneous medication)
•	 Nausea is common due to uraemia and co-morbidity.
•	 If already controlled with an oral anti-emetic, continue it as a subcutaneous infusion or use a 

long acting anti-emetic: 	 haloperidol SC 0.5-1mg twice daily or 1-2.5mg once daily. 
					     levomepromazine SC 2.5mg twice daily or 5mg once daily.
•	 Treat persistent nausea with levomepromazine SC 5-12.5mg once or twice daily or use 5-25mg 

over 24 hours in a syringe driver/ pump.

Delirium
•	 Common and may worsen as uraemia increases; needs active management

Mild delirium/ hallucinations Haloperidol SC 2.5mg, once daily
Established terminal 
delirium/ distress

1st line
midazolam SC 20-30mg over 
24 hours in a driver/pump 
+ midazolam SC 5mg hourly, 
as required OR regular rectal 
diazepam 5-10mg, 6-8 hourly.

2nd line
midazolam SC 40-80mg over 
24 hours in a syringe driver/ pump
+ levomepromazine SC 
12.5-25mg, 6-12 hourly, as 
required, stop any haloperidol.

Practice points
•	 Opioid analgesics should not be used to sedate dying patients.
•	 Avoid renally excreted opioids (codeine, dihydrocodeine, morphine, diamorphine, oxycodone).
•	 Subcutaneous infusions provide maintenance treatment only; additional SC doses of medication 

will be needed if the patient’s symptoms are not controlled.
•	 Midazolam is titrated in 5-10 mg steps. Up to 5mg can be given in a single SC injection (1ml). 

Single SC doses can last 2-4 hours. Useful as an anticonvulsant.
•	 A marked increase in pain in the dying patient is unusual; reassess and seek advice.
•	 As uraemia worsens, the patient may become more agitated and need an increased dose of 

midazolam, and in some cases additional levomepromazine.

Resources

Professional 
NHS End of life care Programme http://www.endoflifecare.nhs.uk/eolc
Liverpool Integrated Care Pathway http://www.mcpcil.org.uk/liverpool_care_pathway

Patient
Patient leaflet on website: What happens when someone is dying.

Key references
1.	 Bunn R, Ashley C. The renal drug handbook Oxford, Radcliffe Medical Press 2004
2.	 Chambers J. Supportive care for the renal patient Oxford, OUP 2004
3.	 Dean M. Opioids in renal failure and dialysis patients. J Pain Symptom Management 2004; 28(5): 497-504

Further reading: http://www.palliativecareguidelines.scot.nhs.uk
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A guide to opioid doses for dying patients with acute renal impairment or stage 4-5 chronic kidney disease (GFR < 30ml/min)
•	 Use this chart as a guide. The doses are approximate and not exact equivalent doses. 
•	 Always prescribe an appropriate opioid drug and dose for breakthrough pain. 
•	 Avoid renally excreted opioids (codeine, dihydrocodeine, morphine, diamorphine, oxycodone) 
•	 Check the information about individual drugs: see Fentanyl patch, Alfentanil. 
•	 Reduce the dose by up to 30% when changing opioid if the patient is opioid toxic, frail or elderly and re-titrate.
•	 Particular care is needed when changing between opioids at higher doses or when the dose of the first opioid has been rapidly increased as 

these patients are at greater risk of adverse effects. 
Monitor the patient carefully; if in doubt – seek advice

Change to alfentanil or fentanyl Opioids of choice in moderate to severe renal impairment

Morphine 1 Diamorphine 1 Oxycodone 1 Alfentanil 2, 3

injection 
Fentanyl
 patch 4

4 hourly
oral
dose

24 hour 
total oral 

dose

24 hour 
total SC 

dose 

4 hourly 
SC 

dose

24 hour 
total SC 

dose

4 hourly 
oral 
dose

24 hour 
total oral 

dose

24 hour 
total SC 
dose 1

SC as required 
dose, hourly, 

in micrograms

24 hour SC
 driver/ pump dose

Patch 
strength

micrograms/ hour

2 - 3mg 15mg 7 - 8mg 1mg 5mg 1 - 2mg 7 - 8mg 5mg 100-200 500 micrograms Do not use

5mg 30mg 15mg 2mg 10mg 2 - 3mg 15mg 7 - 8mg 200-250 1mg (1000 micrograms) 12

10mg 60mg 30mg 2.5mg 20mg 5mg 30mg 15mg 300-500 2 mg 25

15mg 90mg 45mg 5mg 30mg 7 - 8mg 45mg 20mg 500 3 mg 37

20mg 120mg 60mg 7.5mg 40mg 10mg 60mg 30mg Seek advice 4mg 50

30mg 180mg 90mg 10mg 60mg 15mg 90mg 45mg Seek advice 6mg 62

40mg 240mg 120mg 10mg 80mg 20mg 120mg 60mg Seek advice Seek advice 75

1 	 If it is not possible to obtain alfentanil, a single 4 hourly dose of morphine SC, diamorphine SC or oxycodone SC may be given as an interim 	
measure but should not be repeated. A continuous subcutaneous infusion should not be used.

2 	 Alfentanil clearance is reduced in liver impairment; reduce dose and titrate.

3 	 Alfentanil is supplied as 500micrograms/ ml. If higher SC breakthrough doses or a SC infusion dose over 6mg are needed – seek advice.

4 	 Fentanyl is approximately four times more potent than alfentanil and longer acting. Fentanyl clearance may be reduced in severe liver 
impairment, and it can accumulate in chronic kidney disease. 

	 Fentanyl SC injections can be used for breakthrough symptom control if alfentanil is ineffective due to its short duration of action. 
	 The low concentration of the fentanyl preparation limits the SC injection dose to a maximum of 50 micrograms (1ml). 
	 Fentanyl SC 50 micrograms is approximately equivalent to alfentanil SC 200-250 micrograms. 	 Seek advice.
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Compatibility Table: Subcutaneous Alfentanil Infusion in a Syringe Driver

Diluent: Water for injections

•	 These are not clinical doses to prescribe. Most patients do not need high such doses. 
Refer to the prescribing guide above.

•	 Use this table to check for concentrations that are stable.
•	 Read the guideline: Subcutaneous infusion of medication in Palliative Care. 
•	 Use the minimum effective dose and titrate according to response.

Drug Combination Maximum concentrations of two drug combinations that 
are physically stable

14ml in 20ml syringe 17ml in 30ml syringe

Alfentanil
Cyclizine

3mg
100mg

4mg
150mg

Alfentanil
Glycopyrronium bromide

4mg
1100 micrograms

5.5mg
1200 micrograms

Alfentanil
Haloperidol

6mg
10mg

7.5mg
10mg

Alfentanil
Hyoscine butylbromide

4.5mg
90mg

5.5mg
120mg

Alfentanil
Hyoscine hydrobromide

6mg
1200 micrograms

7.5mg
1200 micrograms

Alfentanil
Levomepromazine

6mg
35mg

7.5mg
40mg

Alfentanil
Metoclopramide

2.5mg
45mg

2.5mg
60mg

Alfentanil
Midazolam

3mg
40mg

3.5mg
50mg

Alfentanil
Octreotide

5mg
700 micrograms

6mg
800 micrograms

Drug Combination Maximum concentrations of three drug combinations 
that are physically stable

14ml in 20ml syringe 17ml in 30ml syringe

Alfentanil
Haloperidol
Midazolam

3.5mg
5mg
30mg

4.5mg
5mg
35mg

Alfentanil
Hyoscine butylbromide
Levomepromazine

4mg
90mg
20mg

5mg
120mg
25mg

Alfentanil
Metoclopramide
Midazolam

2mg
30mg
20mg

3mg
35mg
20mg

Alfentanil
Levomepromazine 
Midazolam

3mg
65mg
25mg

3.5mg
80mg
30mg
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Symptom control in patients with chronic kidney 
disease/ renal impairment

Introduction 
•	 This guideline covers modifications to standard symptom control that are recommended in 

patients with chronic kidney disease or acute renal impairment.
•	 Renal impairment is common in patients with diabetes, cardiovascular disease or cancer (from 

disease or treatment eg. chemotherapy, obstructive uropathy, myeloma).
•	 Symptom control is complicated by delayed drug clearance, dialysis effects and renal toxicity 

associated with commonly used medication (eg. NSAIDs).
•	 50% of dialysis patients have pain. Depression and other symptoms are common.

Assessment
Chronic kidney disease (CKD)

CKD stage 1 Normal renal function
CKD stage 2 Mild impairment (eGFR 60-89 ml/min) Asymptomatic 
CKD stage 3a
CKD stage 3b

Moderate impairment (eGFR 45-59 ml/min)
Moderate impairment (eGFR 30-44 ml/min)

Asymptomatic
Anaemia, fatigue, muscle cramps

CKD stage 4 Severe impairment (eGFR 15-29 ml/min) In addition: anorexia, nausea, 
insomnia, neuropathy, gout

CKD stage 5 End stage renal disease 
(eGFR < 15 ml/min)

In addition: itch, headache, 
cognitive impairment; death 

•	 Pain is common and associated with many of the complications of advanced CKD.
•	 Look for multiple types of pain and/or other symptoms due to:

o	 renal disease (polycystic kidneys, liver cysts, amyloid).
o	 co-morbidity (diabetes, vascular disease, angina).
o	 dialysis (abdominal pain in peritoneal dialysis, headache, fistula problems).
o	 other pathology (cancer, osteoarthritis).

•	 Pain in patients with chronic kidney disease:
o	 Musculoskeletal pain.

•	 Muscle spasm, cramps, restless leg syndrome.
•	 Osteoporosis.
•	 Renal osteodystrophy.
•	 Osteomyelitis, disc infection.
•	 Carpal tunnel syndrome.

o	 Neuropathic pain – renal or diabetic peripheral neuropathy.
o	 Ischaemic pain – peripheral vascular disease, vasculitis.
o	 Calciphylaxis – complex pain caused by tissue ischaemia due to calcification of small 

vessels/ subcutaneous tissue.
•	 Identify chronic pain (needs regular analgesia) and any intermittent/ episodic pain as this often 

needs managed separately with short acting analgesics/ non-drug measures.
	 (see: Pain management, Pain assessment)
•	 Some drugs will be cleared by dialysis; an extra dose during or after dialysis may be needed.
•	 Patients are often on multiple drugs with a high risk of interactions/side effects.

Management 
•	 Much of the advice in the palliative care guidelines is applicable to patients with renal disease. 

See table for renal prescribing advice.
•	 There is another renal palliative care guideline: Last days of life (renal).
•	 Choice and dose of opioids depends on the degree of renal impairment. 
•	 Mild renal impairment; use lower starting doses of renally excreted opioids (codeine, 

dihydrocodeine, morphine, diamorphine, oxycodone) and slower titration.
•	 Stages 3-5 chronic kidney disease; use a modified WHO analgesic ladder (see page 2).
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Pain management in renal disease

STEP 1:  Mild Pain			 

Paracetamol  +/-  adjuvant analgesic
   1g, qds	           	

STEP 2:  Mild to moderate pain

Paracetamol  +  low dose opioid or nefopam   +/- adjuvant analgesic
•	 Nefopam is a moderately potent, non-opioid – reduce dose if GFR < 60ml/min.
•	 Low dose oxycodone or tramadol can be used if GFR > 30ml/min – reduce dose and 

frequency, monitor closely for side effects (drowsiness, hallucinations, confusion).

STEP 3:  Moderate to severe pain

Paracetamol  +  selected opioid  +/- adjuvant analgesic
•	 Fentanyl patch – opioid of choice for stable pain; well tolerated, not renally excreted or 

removed by dialysis. Can accumulate with longer term use; monitor and adjust dose.
	 Nefopam is used for breakthrough pain or an oral opioid as in step 2. 
•	 Alfentanil injection– used as a SC injection, sublingually, or as a subcutaneous infusion.
	 (see: Fentanyl patches, Alfentanil)
•	 Methadone – titration complex so only use on specialist advice.

Adjuvant analgesics (for prescribing advice see table below) 

Antidepressant or anticonvulsant: for nerve pain
Start at a low dose; titrate slowly. No clear difference in efficacy.
• 	 amitriptyline (side effects: confusion, hypotension, dry mouth)
• 	 gabapentin (side effects: sedation, tremor); adjust dose for renal function   
• 	 sodium valproate	 •	 carbamazepine	 •	 clonazepam

Ketamine: complex neuropathic pain including calciphylaxis
(see: Ketamine on website)

Symptom control in renal disease (see prescribing advice tables)
•	 Depression – common and underdiagnosed. (see: Depression)

•	 SSRI antidepressant (eg sertraline) is often used.
•	 Dialysis associated symptoms (hypotension, nausea, cramps, fatigue) – review dialysis prescription.
•	 Hiccups –  (see: Hiccup)

•	 Treat any other underlying cause eg gastro-oesophageal reflux.
•	 Prokinetic antiemetic (metoclopramide or domperidone).
•	 Baclofen – adjust dose for renal function.

•	 Itch – common and distressing. (see: Itch)
•	 Good skin care with regular use of emollients +/- antihistamine.
•	 Ondansetron has been used for intractable uraemic itch; 4-8mg twice daily.

•	 Nausea/ vomiting – assess likely cause (see: Nausea/ vomiting).
•	 Gastric stasis is common – treat with metoclopramide (short term) or domperidone
•	 Levomepromazine is a useful broad spectrum antiemetic; use low doses and monitor for hypotension.
•	 Cyclizine worsens dry mouth in patients on fluid restriction.

•	 Restless leg syndrome – affects 20-40% of uraemic patients.
•	 Clonazepam orally starting at 0.5mg nocte.
•	 Gabapentin 100-300mg nocte (adjust dose for renal function).

•	 Other common symptoms include anorexia, constipation and fatigue – see relevant palliative care 
guidelines. 

Assess pain fully before treatment.  
Ask the patient regularly about their pain.
Record a pain score. 
(See: Pain management, Pain assessment)

Seek advice:
♦	Severe pain.
♦	Pain not responding to 

treatment.
♦	Dose of opioid has 

increased rapidly but 
patient is still in pain.

♦	Episodes of acute 
severe pain.

♦	Pain worse on 
movement.
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Prescribing advice for palliative care patients with chronic kidney disease/renal impairment – Part 1  
For further information see: other Palliative Care Guidelines & Last days of life (renal) guideline

Drug
Renal Impairment Dialysis Clearance Comments

Mild: 
GFR 60-89 ml/min

Moderate: 
GFR 30-59 ml/min

Severe: 
GFR 15-29ml/min

HD PD

Paracetamol Normal starting dose 6 hourly dosing 6-8 hourly dosing Cleared No Safe non-opioid

NSAIDs 50-75% normal dose
CAUTION

AVOID AVOID No No Nephrotoxic, ↑ risk of GI bleed (platelet 
dysfunction).  Only used when patient is 
dying.

Codeine/ 
dihydrocodeine

Normal starting dose 
(monitor closely)

AVOID or use small 
dose and titrate slowly

AVOID codeine
Dihydrocodeine: v 
small dose, slowly 
titrated 

Unknown Unknown Metabolites accumulate.  Reports of severe 
toxicity in CKD stage 4/5.

Tramadol Normal starting dose 50 -100mg, 12 hourly
(Max 200 mg / 24 hrs)

CAUTION Yes Unknown Use 50mg, 12 hourly for dialysis patients. 
Risk of confusion/ delirium.

Nefopam 30-60mg, 8 hourly 30mg, 6-8 hourly 30mg, 8 hourly Unlikely Unknown Can accumulate if on dialysis.  
Full dose ≈ fentanyl 12 microgram patch.

Morphine/ diamorphine 75% normal dose 50% normal dose,
6 hourly

AVOID or use very 
small doses and 
monitor closely 
– seek advice

Yes
Occasionally 
used as post 
dialysis dosing.

No CNS depot clears slowly in HD. Metabolites 
accumulate in PD.  Single dose post HD 
can be used. Monitor closely.

Oxycodone
(see: guideline)

Normal starting dose 50-75% normal 
dose, reduce dose 
frequency to 8 hourly

AVOID or use very 
low dose & monitor

Unknown Unknown ↑ half life, and ↓ excretion  of metabolites. 
Avoid modified release preparation. 

Fentanyl
(see: guideline)

Normal starting dose 75% normal dose 50% normal dose No No Can accumulate after longer term use; 
monitor and adjust dose.

Alfentanil
(see: guideline)

Normal starting dose Normal starting dose Normal or reduced 
starting dose

No No Short acting. 

Methadone Normal starting dose Normal starting dose 50% normal dose No No Seek specialist advice re dose and titration. 

Metoclopramide

Domperidone

Cyclizine

Haloperidol

Levomepromazine

Ondansetron/ 
Granisetron

Starting dose
    (10mg, 8 hourly)
Starting dose
    (10mg, 6-8 hourly)
Starting dose
    (25mg, 8 hourly)
Starting dose
    (1mg, nocte)

Starting dose
    (3mg, nocte)

Normal starting dose

75% dose, 8 hourly

Normal starting dose

Normal starting dose

Normal starting dose

Start low & titrate

Normal starting dose

50% dose, 8 hourly

Normal starting dose

Normal starting dose

50% normal dose

Start low & titrate

Normal starting dose

Yes

Unknown

Unknown

No

Unknown

No

No

Unknown

Unknown

No

Unknown

Unknown

Reduced clearance; more risk of 
extrapyramidal side effects.

Dry mouth. More CNS side effects. 
Hypotension, tachyarrhythmias reported.
Lowers seizure threshold, ↑risk cardiac 
arrhythmias, may accumulate.

Sedation at higher doses. Causes 
hypotension. Lowers seizure threshold.

May help itch, constipating.

A
nalgesics

A
ntiem

etics
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Prescribing advice for palliative care patients with chronic kidney disease/ renal impairment – Part 2 
For further information see: other Palliative Care Guidelines & Last days of life (renal) guideline

Drug

Renal Impairment Dialysis Clearance Comments

Mild: 
GFR 60-89ml/min

Moderate: 
GFR 30-59 ml/min

Severe: 
GFR 15-29 ml/min

HD PD

Diazepam

Lorazepam

Midazolam SC

Temazepam

Clonazepam

Normal starting dose

0.5mg, 6 hourly or nocte

2.5mg, 1-2 hourly

Normal starting dose

0.5mg, nocte

Start lower 

Start lower

Start lower

Max dose 20mg

Start low dose & titrate

Start lower & titrate

Start lower & titrate

Start lower & titrate

Max dose 10mg

Lower dose & titrate

No

No

No

No

No 

No

Unlikely

Unlikely

Unknown

Unknown

Used for insomnia, anxiety and 
muscle spasm/ myoclonus.

Start lower and titrate dose for 
all benzodiazepines. Metabolites 
excreted renally and protein 
binding is reduced.

Gabapentin
  

300mg, 12 hourly 300mg nocte 300mg alternate days.
If on dialysis, only after it.

Yes; 300mg 
post HD

Probable Parent drug accumulates.  
Withdraw gradually, over a week.

Sodium valproate
  

Starting dose
100-200mg, 12 hourly

Normal starting dose Normal starting dose No Unknown Well tolerated, avoid if liver 
disease. Titrate slowly .

Carbamazepine
  

Starting dose
100-200mg, 12 hourly

Normal starting dose Normal starting dose No No Drug interactions.

Amitriptyline
  

Starting dose
10mg, nocte

Normal starting dose Normal starting dose No No Drug interactions, side effects, and 
contraindications can limit use.
Titrate slowly.

Citalopram

Sertraline

Mirtazapine

Normal starting dose

Normal starting dose

Normal starting dose

Normal starting dose

Normal starting dose

Normal starting dose

Use with caution

Normal starting dose

Start at low dose and 
monitor closely.

No No
Check BNF for drug interactions 
(eg. with tramadol). Start at lowest 
dose and titrate carefully in CKD 
stages 4/5.

Baclofen 5mg, 8 hourly 5mg, 12 hourly 5mg, daily Unknown Withdraw gradually.

Ketamine oral or SC 
(see guideline on 
website)

Starting dose orally
5-10mg, 6 hourly

Normal starting dose May be tolerated in 
standard doses but start 
at low dose and monitor 
closely.

No Unknown Little information available. Less 
than 2-3% of ketamine is excreted 
unchanged. Can accumulate.
Seek specialist advice.

Ranitidine Normal starting dose Normal starting dose 50-100% dose Yes Unknown Accumulates. 

Fluconazole Normal starting dose Normal starting dose 50% dose Yes Yes

Hyoscine 
butylbromide
(Buscopan) SC

20mg SC, 1-2 hourly Normal starting dose Normal starting dose Unknown Unknown Use for respiratory secretions, 
bowel colic, bladder spasms.

SIGN 103 recommends that creatinine clearance estimated by the Cockcroft-Gault formula be used for drug dosing as published recommendations are 
based on this prediction equation for GFR. The tables are a guide to dose adjustments. Each patient should be assessed and monitored individually. 
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Measuring renal function
•	 Prediction equations are more accurate than serum creatinine or 24-hour urine creatinine 

clearance.
•	 The equations are affected by age, sex and weight so are less reliable in older people and 

those with cachexia, obesity or oedema.
•	 eGFR is reported in routine laboratory results but is less accurate at values of > 60ml/ min.
•	 Cockcroft-Gault formula is recommended in drug manufacturer’s information. 
	 GFR (ml/min) = 	(140- Age) X IBW (kg) X 1.23 if male (1.04 if female)
		  serum creatinine (micromoles/l) 

	 Ideal Body Weight (IBW) is recommended for the calculation particularly if the patient is 
oedematous or obese.

	 = male 50 + 2.3kg per inch over 5 feet
	 = female 45.5 + 2.3kg per inch over 5 feet

Key references
1.	 Scottish Intercollegiate Guidelines Network. Diagnosis and management of chronic kidney disease. SIGN 103, 

Edinburgh 2008.
2.	 Douglas C. Symptom management for the adult patient dying with advanced chronic kidney disease: a review 

of the literature and development of evidence based guidelines by a United Kingdom Expert Consensus Group. 
Palliative Medicine 2009; 23:103-110.

3.	 Murtagh FE. Symptoms in advanced renal disease: a cross-sectional survey of symptom prevalence in stage 5 
chronic kidney disease managed without dialysis. J Palliative Medicine 2007;10:1266-1276.

4.	 Ashley C. The Renal Drug Handbook 2004: Radcliffe Medical Press, Oxford
5.	 Chambers J. Supportive Care for the renal patient. 2004: Oxford University Press.
6.	 Broadbent A. Palliation and Chronic Renal Failure:  Opioid and other palliative medications – dosage guidelines.  

Progress in Palliative Care: 2003; 11(4): 183-190.
7.	 Broadbent A. Palliation and Renal Failure: Common non-opioid medication dosage guidelines.  Progress in 

Palliative Care: 2003; 11(2): 59-65.
8.	 Dean M. Opioids in renal failure and dialysis patients.  Journal Pain & Symptom Management: 2004; 28(5):497-

504.
9.	 Aronoff G. The Renal Drug Book 2002 
10.	Cohen C M. Renal Palliative Care in Non-malignant disease. 2001 Oxford University Press.
11.	Farrell A. Analgesic use in patients with renal failure.  European Journal Palliative Care, 2000: 7(6), 201-205.
12.	Polizzotto M N.  Symptomatic Management of Calciphylaxis:  A Case Series and Review of the Literature.  

Journal Pain & Symptom Management 2006; 32(2): 186-190.
13.	Cohen M. Renal Palliative Care.  Journal of Palliative Medicine 2006; 9(4):977-991.
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Subcutaneous infusion of medication in Palliative Care
Introduction
•	 Portable devices are frequently used in palliative care to deliver a continuous subcutaneous 

infusion of medication over 24 hours. Check which device is used in your area.

Indications
Patient is unable to take medication orally due to:
•	 Persistent nausea and/ or vomiting.
•	 Dysphagia.
•	 Bowel obstruction or malabsorption.
•	 Reduced level of consciousness, such as in the last days of life.

General information
•	 Use your local protocol for setting up a syringe driver or syringe pump. 
•	 The table below contains information about preparations, dose ranges and indications for 

single drugs that can be given by subcutaneous infusion for symptom control in palliative care. 

Compatibility tables
•	 The tables contain information about the stability and compatibilities of drug combinations that 

are given in a subcutaneous infusion in palliative care. 
•	 The compatibility charts should not be used to guide prescribing. They do not contain 

clinical dose information. Read the relevant sections of the palliative care guidelines for the 
symptom(s) being treated when choosing the correct dose to prescribe.

•	 Use the correct compatibility tables for the infusion device in use in your area. Compatibility 
tables are available for a syringe driver and for the McKinley T34 syringe pump for:
•	 Morphine and one or two other drugs
•	 Diamorphine and one or two other drugs
•	 Oxycodone and one or two other drugs
•	 Alfentanil and one or two other drugs 

•	 Drugs, doses or combinations other than those listed in the compatibility charts are used 
occasionally on the recommendation of a palliative care specialist. Any recommendation given 
by the palliative care specialist should be documented clearly in the patient’s notes.

Practice Points
•	 A continuous subcutaneous infusion of medication aims to maintain symptom control. If the 

patient has uncontrolled symptoms before the infusion is started or during the infusion period, 
give breakthrough doses of medication as required.

•	 Prescribe the medication for subcutaneous infusion and the diluent (usually water for injection). 
The infusion is usually given over 24 hours.

•	 Prescribe the correct breakthrough dose, as required, for each medication in the infusion but 
avoid a volume over 1ml for subcutaneous bolus injection.

•	 Prepare a new syringe every 24 hours.
•	 Protect the syringe from direct light.
•	 Check the syringe regularly as per local protocol for precipitation, cloudiness, particles, colour 

change; make sure it is running to time. Check the line, connection and cannula regularly.
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Single drugs used in a subcutaneous infusion in Palliative Care
Diluent: water for injections

Single agent Indications and dose range Comments

MORPHINE
10mg, 30mg in 1ml
60mg in 2ml

Indications: opioid responsive pain, 
breathlessness.
Dose: See Choosing & Changing opioids

•	 1st line opioid analgesic. 

DIAMORPHINE 
10mg, 30mg, 100mg, 
500mg powder 
ampoules

Indications: opioid responsive pain, 
breathlessness.
Dose: See Choosing & Changing opioids

•	 Can be diluted in a small volume. 
•	 Preferred for high opioid doses.

OXYCODONE
10mg in 1ml 
20mg in 2ml

Indications: opioid responsive pain, 
breathlessness.
Dose: See Choosing & Changing opioids

•	 2nd line opioid analgesic if morphine/ 
diamorphine not tolerated.

ALFENTANIL 
1mg (1000micrograms) 
in 2ml, 5mg in 10ml

Indications: opioid responsive pain, 
breathlessness.
Dose: See Choosing & Changing opioids

•	 3rd line opioid; seek specialist advice.
•	 1st line in stages 4 /5 chronic kidney 

disease.

Antiemetics

CYCLIZINE
50mg in 1ml

Indications: nausea and vomiting (bowel 
obstruction or intracranial disease). 
Dose: 50-150mg / 24 hours

•	 Anticholinergic; reduces peristalsis.
•	 Can cause redness, irritation at site.
•	 Do not mix with oxycodone or hyoscine.

METOCLOPRAMIDE
10mg in 2ml

Indications: nausea and vomiting (gastric 
stasis/outlet obstruction, opioid) 
Dose: 20-120mg / 24 hours

•	 Prokinetic. 
•	 Avoid if complete bowel obstruction or 

colic.

HALOPERIDOL
5mg in 1ml
10mg in 2ml

Indications:  opioid or metabolic induced 
nausea, delirium.
Dose:  2.5-5mg / 24 hours

•	 Long half life: can also be given as a 
once daily SC injection.

LEVOMEPROMAZINE
25mg in 1ml

Indications: complex nausea, terminal 
delirium/ agitation. 
Dose: 5-25mg / 24 hours - antiemetic.
Dose: 25-100mg / 24 hours - terminal 
sedation. 

•	 Lowers blood pressure.
•	 Long half life: can be given as a once or 

twice daily SC injection.
•	 See: Levomepromazine.

Anticholinergics for chest secretions or bowel colic

HYOSCINE 
BUTYLBROMIDE
(Buscopan)
20mg in 1ml

Indications: chest secretions, bowel 
obstruction  (colic, vomiting). 
Dose:  40-120mg / 24 hours

•	 1st line; non-sedative.

GLYCOPYRRONIUM 
200 micrograms in 1ml
600 micrograms in 3ml

Indications: chest secretions or colic. 
Dose: 600-1200 micrograms /24 hours

•	 2nd line; non-sedative. 
•	 Longer duration of action than hyoscine.

HYOSCINE 
HYDROBROMIDE
400 micrograms in 1ml
600 micrograms in 1ml

Indications: chest secretions. 
Dose:  400-1200 micrograms / 24 hours

•	 2nd line; sedative. 
•	 Can precipitate delirium.

Sedative

MIDAZOLAM
10mg in 2ml (preferred)
10mg in 5ml

Indications: anxiety, muscle spasm/ 
myoclonus, seizures, terminal delirium/ 
agitation. 
Dose:  titrate according to symptoms and 
response.

•	 Anxiolytic (5-10mg/ 24 hours).
•	 Muscle relaxant (5-20mg/ 24 hours).
•	 Anticonvulsant (20-30mg/ 24 hours).
•	 1st line sedative (20-80mg / 24 hours).

Other medication occasionally given by SC route in palliative care

DEXAMETHASONE 
4mg in 1ml

Indications: bowel obstruction, raised 
intracranial pressure or intractable nausea 
and vomiting.
Dose:  2-16mg / 24 hours 

•	 Subcutaneous dose is the same as oral.
•	 Available as different dose formulations 

so check preparation.  
•	 Can be given as a daily SC injection (in 

the morning).
•	 Given as a single drug infusion, mixes poorly.

KETOROLAC 
10mg in 1ml
30mg in 1ml

Indication: bone/ inflammatory pain if patient 
in last days of life.
Dose: 10- 30mg / 24 hours

•	 Specialist supervision only.
•	 Give an oral PPI if still able to swallow.
•	 Long half life particularly in frail patients; 

can be given as a twice daily SC 
injection.

OCTREOTIDE
200micrograms/ml
(5ml multi-dose vial)

Indications:  intractable vomiting due to 
bowel obstruction, fistula discharge.
Dose: 300–900 micrograms / 24 hours

•	 Some formulations very expensive.  
•	 Potent antisecretory agent.
•	 Does not treat nausea.
•	 Limit fluid intake to 1-1.5 litre/ 24 hours.
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Subcutaneous Fluids in Palliative Care
Introduction
Artificial hydration is occasionally indicated in palliative care. Before fluids are started, the goals of 
this treatment must be clarified by the healthcare team, discussed with the patient and family, and 
then reviewed regularly. 

Preparations

Sodium chloride 0.9% 500ml or
1 litre

500-1500ml can be given subcutaneously over 
24hours.

Indications for artificial hydration
•	 Patient has persistent symptoms due to dehydration that are not responding to other 

management options (eg. intractable nausea, marked postural hypotension).
•	 Dehydration is contributing to poor renal clearance of opioids (eg. morphine, diamorphine) 

that are causing symptoms of toxicity such as delirium. The opioid dose and general pain 
management should also be reviewed.

•	 The subcutaneous route (SC) can be used if it can meet the patient’s fluid requirements in the 
short term when oral intake is inadequate and maintaining an intravenous line is difficult or 
inappropriate. 

Cautions / contraindications
•	 If a patient is imminently dying, hydration will not improve survival or symptom control and 

increases the risk of distressing respiratory secretions. 
•	 Fluid overload, ascites, peripheral oedema due to hypoalbuminaemia.
•	 Patients on fluid restriction or at risk of fluid overload (heart failure, haemodialysis).
•	 Site problems due to tissue or skin disorders, thrombocytopenia or coagulopathy.
•	 Intravenous hydration is more effective in some situations (eg hypercalcaemia, hypovolaemia, 

acute renal failure).

Dose and administration: See local protocol.
•	 An overnight SC infusion of 500ml will often meet baseline fluid requirements.
•	 Choose a suitable site: abdominal wall, thigh or chest wall.
•	 Avoid areas with skin damage/ disease, oedema or lymphoedema, scarring or previous 

radiotherapy, near a stoma or a mastectomy scar.
•	 Fluids are infused by gravity feed; 500ml can be given over 8-12 hours.
•	 Check site daily and rotate at least every 48 hours to minimise tissue damage. 
•	 Re-site the infusion if there is fluid leakage from the site or significant local pooling of fluid 

consistent with poor absorption.

Practice points
•	 Artificial hydration will not improve a dry mouth or associated thirst and is never a substitute for 

good mouth care. (see: Mouth Care)
•	 In the last days of life, artificial fluids and feeding that have been started previously should be 

reviewed and usually discontinued. (see: Last days of life)
•	 Maintaining hydration can be an emotive issue for families and their concerns need to be 

addressed sensitively when decisions are being made about artificial hydration and nutrition. 
(See patient leaflet on website: What happens when someone is dying)

Key reference
Campbell C. Artificial nutrition and hydration. National Council for Palliative Care /Association for Palliative 
Medicine. 2007 London. National Council for Hospice & Palliative Care Services.

Further reading: http://www.palliativecareguidelines.scot.nhs.uk
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Seizures in Palliative Care
Introduction
•	 Seizures (generalised or partial) occur in 10-15% of palliative care patients most often due 

to primary or secondary brain tumours, cerebrovascular disease, epilepsy, or biochemical 
abnormalities (eg. low sodium, hypercalcaemia, uraemia).

•	 An advance care plan is needed if the patient wishes to avoid hospital admission.

Assessment
•	 Exclude other causes of loss of consciousness or abnormal limb/ facial movement. (eg 

vasovagal episode (faint), postural hypotension, arrhythmia, hypoglycaemia, extrapyramidal 
side effects from dopamine antagonists, alcohol).

•	 Find out if the patient has had previous seizures or is at risk - history of epilepsy, previous 
secondary seizure, known cerebral disease.

•	 Is there a problem with usual antiepileptic drug therapy – unable to take oral medication, drug 
interactions – check BNF (eg.corticosteroids reduce the effect of carbamazepine, phenytoin).

Management

Acute seizure management
•	 Put the patient in the recovery position; move any objects that might cause injury.
•	 If seizure does not resolve quickly, anticonvulsant medication is needed.

Treatment options
•	 In hospital, diazepam (emulsion) IV in 2mg bolus doses up to 10mg or lorazepam 4mg by slow 

IV injection are used. 
•	 Diazepam rectal solution 10-30mg given PR or via a stoma.
•	 Midazolam SC 5mg, repeated after 5 minutes.
•	 Buccal midazolam 10mg can be given using the parenteral preparation or the buccal liquid 

(special order product).

Persistent seizures
•	 IV phenytoin is used in hospital settings.
•	 Phenobarbital can be given as 100mg IM bolus dose followed, if needed, by a subcutaneous 

infusion of phenobarbital 200-400mg diluted in water for injection over 24 hrs. Seek advice 
from a palliative care specialist.

Chronic seizure control
•	 Most patients with a structural cause for seizures benefit from treatment.
•	 Follow SIGN guideline recommendations. Check BNF for drug interactions.

o	 Partial or secondary generalised seizures 
	 - sodium valproate, carbamazepine or lamotrigine.
o	 Primary generalised seizures – sodium valproate or lamotrigine. 

•	 Dying patient unable to take oral medication - antiepileptics have a long half life so additional 
anticonvulsant treatment may not be needed. 
o	 Midazolam SC 5mg or diazepam rectal solution PR 10mg, if required.
o	 Midazolam SC 20-30mg infusion over 24 hrs can be used as maintenance therapy.

Practice points
•	 Phenytoin is no longer a first line drug for chronic seizure control. It interacts with many drugs, 

and is prone to cause side effects including sedation in palliative care patients.

Professional resource
SIGN Guideline 70 (Epilepsy in Adults): http://www.sign.ac.uk/
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Spinal Cord Compression
Definition
Malignant spinal cord compression occurs when the dural sac and its contents are compressed at 
the level of the cord or cauda equina. 
•	 It affects about 5% of patients with cancer. Lung, breast, and prostate cancer are the 

commonest causes but it occurs in other cancers.
•	 Cord compression can be the initial presentation of cancer.
•	 Late diagnosis is common causing permanent loss of function and significant morbidity. 

Assessment
•	 Consider cord compression in any patient with cancer.
•	 Thoracic cord compression is commonest but any part of the spine and multiple sites can be 

affected.  
•	 Sites of pain and level of compression do not always correlate; X-rays and bone scans can be 

misleading.
•	 Key signs and symptoms 
•	 New, progressively severe back pain (particularly thoracic). 
•	 New spinal nerve root pain (burning, shooting, numbness) – may radiate down anterior or 

posterior thigh (like sciatica), or like a band around the chest or abdomen.
•	 Coughing, straining or lying flat may aggravate pain.
•	 New difficulty walking or climbing stairs; reduced power (motor weakness), sensory 

impairment or altered sensation in limbs. 
•	 Bowel or bladder disturbance - loss of sphincter control is a late sign with a poor prognosis.

•	 A full neurological examination should be done but may be normal initially.
•	 MRI is the correct investigation - images the whole spine.

Cauda equina syndrome
Compression of lumbosacral nerve roots below the level of the cord itself results in a different 
clinical picture.
•	 New, severe root pain affecting low back, buttocks, perineum, thighs, legs.
•	 Loss of sensation often with tingling or numbness in the saddle area.
•	 Leg weakness, often asymmetrical.
•	 Bladder, bowel and sexual dysfunction – occur earlier than in cord compression. Loss of anal 

reflex.

Management
•	 Emergency referral is essential – see local protocol for your NHS Board.
•	 High dose dexamethasone, unless contraindicated, should be started as soon as a diagnosis 

of cord compression is suspected: 16mg orally and then daily in the morning. Withdraw 
gradually after radiotherapy treatment.

•	 If clinical suspicion of spinal instability, transport as a spinal injury.
•	 Pain control – see Pain Management.
•	 If there is complete paraplegia and loss of sphincter control, radiotherapy may improve pain 

control but is unlikely to restore function. 
•	 Patients with residual disability need a full multidisciplinary assessment and continuing 

supportive care including physiotherapy, occupational therapy, pressure area care, bladder 
and bowel care; social care, psychological and family support.

Further reading: http://www.palliativecareguidelines.scot.nhs.uk
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Sweating in Palliative Care
Introduction
Excessive sweating occurs in about 16% of patients with advanced cancer, occurs more at night 
and may need a change of clothes and/ or bedding.

Assessment
There are multiple causes including:
•	 Infection (check patient is not at risk of neutropenic sepsis)

•	 Lymphoma

•	 Disseminated cancer (particularly with liver metastases)

•	 Medication
•	 SSRI (selective serotonin reuptake inhibitor) antidepressants
•	 hormone therapies (tamoxifen, aromatase inhibitors, gonadorelin analogues)

•	 Endocrine
•	 oestrogen deficiency (natural or treatment related menopause)
•	 androgen deficiency (surgical or hormone treatment)
•	 hypoglycaemia
•	 hyperthyroidism

•	 Alcohol withdrawal

•	 Autonomic neuropathy

Management 
•	 Treat any underlying cause, including infection (if appropriate).
•	 Reduce room temperature, remove excess bedding, increase ventilation, use a fan.
•	 Wear loose cotton clothing, cool with tepid sponging.
•	 Maintain fluid intake to avoid dehydration.
•	 Review medication and prescribe an alternative if possible. 

Medication
Sweating with pyrexia:
•	 Paracetamol 1g, 6 hourly.
•	 Non-steroidal anti-inflammatory drug.

Sweating without pyrexia (associated with tumour):
•	 Non-steroidal anti-inflammatory drug or dexamethasone 1-2mg daily.
•	 Antimuscarinic (amitriptyline 10-50mg nocte, levomepromazine 3-6mg nocte) 
	 (see: Levomepromazine).
•	 Cimetidine 400-800mg once daily. (Check BNF for drug interactions).

Sweating with hormone insufficiency:
•	 Seek advice from an oncologist about hormone replacement therapy. 

Resources
Cancerbacup leaflet: http://www.macmillan.org.uk

Key references
1.	 Watson M et al. Oxford Handbook of Palliative Care Oxford University Press. 2005; 291-293.
2.	 Pittelkow M. Sweating. In Oxford Textbook of Palliative Medicine. 3rd Edition 2004, p581-585.
3.	 Twycross R, Wilcock A. Symptom Management in Advanced Cancer. Third Edition. Radcliffe Medical Press. 

2001; 312-315.




