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PRIMARY CARE PALLIATIVE CARE FORMULARY 
 

National Institute for Health and Care Excellence (NICE) guidance NG31 (Care of dying adults in the last days of life) supports the need to prescribe 
anticipatory medications “early” and also to take into account the time it may take to practically access these medications. The NICE guidance encourages 
healthcare professionals to ensure an individualised approach is taken and that if medications are administered, the response to these is reviewed daily and 
the individual care plan adjusted accordingly. This formulary and the symptom management pathways reflect the templates on Ardens to aid individualised 
prescribing 
This formulary has been developed between West Essex CCG and the palliative care team at St Clare Hospice as a resource for Primary Care. The aim of 
the formulary is to ensure that medicines use is both clinically appropriate and cost-effective. 
 

GP advice line: 01279 773773 available 24/7 at St Clare Hospice providing advice on symptom management. 
The drugs are classified as follows: 

GREEN Appropriate for prescribing by General Practice. 

AMBER Prescribing should only be undertaken in General Practice under the advice of the local hospice or specialist palliative care team. 

RED  Prescribing and monitoring by hospice doctors only. 
 

Use of medicines outside the terms of the license (i.e. ‘off-label’) may be judged by the prescriber to be in the best interest of the patient. Patient and or carer 
must be counselled and documented in patient notes. 
                 

                  Prescriptions for controlled medicines in Schedules 2 and 3 are only valid for 28 days must include specific details about the medicine, 
such as: 

 its name and what form it's in 

 strength and dose 

 total quantity or number of doses, shown in both words and figures 
 
 
Community Pharmacies have been commissioned to stock palliative care medications in West Essex. The range and quantity of drugs has been agreed 
between West Essex CCG and St Clare Hospice Palliative Care Team. Other Pharmacies will also carry some of these drugs but not necessarily the full 
selection. An up to date list of Community Pharmacies commissioned to stock palliative care medications in West Essex will be on the West Essex CCG 
website https://westessexccg.nhs.uk/your-health/medicines-optimisation-and-pharmacy  
 
 

https://westessexccg.nhs.uk/your-health/medicines-optimisation-and-pharmacy
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Renal impairment 
 

 Many medications accumulate in renal impairment leading to an increased risk of toxicity. 

 In end of life care it is important to be aware of the potential for renal failure without subjecting the patient to unnecessary invasive investigations. 

 If renal function is not known when prescribing anticipatory medications do not check renal function. Follow the advice included in this guidance and the SPC and 
reduce doses as necessary depending on the patient’s response to treatment. 

 If the patient has known renal impairment, it is recommended prescribers and nurses liaise with specialist palliative care services before prescribing any anticipatory 
medications. In some instances doses will be reduced or the dose interval increased but in other cases different medication to that included in this guidance may be 
used. 

 If renal function is impaired or unknown, nursing staff should start medication using the lowest dose and monitor patients closely for excessive side effects. 

 Although many medications only require dose alterations at an estimated glomerular filtration rate (eGFR) ≤ 30ml/min, when considering the use of strong opioids in 
opioid naïve patients or patients currently taking weak opioids seek specialist advice if the patient has an eGFR ≤50ml/min. 

 For advice on managing patients with renal impairment, community prescribers and nurses can contact St Clare Hospice. 

 
Elderly 

 Caution is required when prescribing for elderly patients as they can be more sensitive to the effects and reduced clearance of drugs, especially opioids, 
benzodiazepines, antipsychotics and NSAIDs. Consult BNF or the SPC for further details on each drug. 

 

 
 



 

3 
 

 
 

DRUG INDICATION DOSE COMMENT 

Analgesics 

Buprenorphine 
patches 
 
Prescribe by brand 

 

  Moderate to Severe 
Pain 

Titrate through dose range, see 
SPC 

Butec® (7day release patch) for moderate, non-malignant pain unresponsive to non-opioid 
analgesics.  
Transtec® (96 hour release patch) or Hapoctasin® (72 hour release patch) for moderate to 
severe chronic cancer pain and severe pain unresponsive to non-opioid analgesics.  
Maximum of 2 patches can be used at any one time.                                                                                            
Buprenorphine at low dose is step 2 of WHO’s cancer pain ladder for adults

1,2,3
 and at higher 

dose it would be step 3 of WHO ladder. Appears to act as full agonist in therapeutic range, 
therefore other opioids can be used for breakthrough pain 

1,2
. 

Co-codamol 30/500 
 
Contains codeine and  
paracetamol 

  Mild to Moderate pain 1 to 2 tablets every 4 hours  
Maximum: 8 tablets in 24 hours 
 

Use effervescent formulation only when patient has dysphagia.                                                                                            
Codeine has approximately one tenth potency of morphine

4
. 

Some Caucasians are poor metabolisers of codeine, other ethnic groups may be extensive or 
ultra-metabolisers

5 
Use with caution in elderly

4 

Codeine phosphate 
 
 

  Mild to Moderate pain Oral: 30mg to 60mg every 4 
hours  
Maximum daily dose: 240mg 
 

Codeine has approximately one tenth potency of morphine
4
. 

Some Caucasians are poor metabolisers of codeine, other ethnic groups may be extensive or 
ultra-metabolisers

5
  

Restricted use in children see MHRA Alert July 2013
5 

Diamorphine  Moderate to Severe 
Pain 

For subcutaneous dose see 
appendix 1 

 

Diazepam   Muscle spasm Initial dose 2mg and titrate 
depending on effect 

Usual dose 2mg to 5mg, range 2mg to 20mg orally. 

Fentanyl patches 
Prescribe 
by brand 

  Severe pain Titrate through dose range, see 
SPC 

Durogesic®, Matrifen®, Mezolar®, Osmanil® and Vitanyl® are interchangeable and the product 
with the lowest acquisition cost should be used. Change patch every 72 hours.  
Local recommendation: prescribe Matrifen®. 

Morphine 
sulphate 
 
Prescribe by brand 

  Moderate to Severe 
Pain  

Oral: 5mg to 10mg every 4 hours 
For subcutaneous dose see 
appendix 1 

Immediate release preparations Oramorph® solution or Sevredol® tablets and for modified 
release preparations Zomorph® capsules (except 5mg which is only available as MST® tablets).                                                             

Oxycodone 
 
Prescribe 
by brand 

  Moderate to Severe 
Pain 

Oral: 2.5mg to 5mg every 4 hours 

For subcutaneous dose see 
appendix 1 

Use only when patient intolerant to morphine sulphate. 
Prescribe Longtec® for the modified release form and Shortec® capsules or Shortec® liquid for 
immediate release.                                                              
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Paracetamol   Mild to Moderate pain Oral or rectal: 500mg to 1g every 
4 to 6 hours 
Maximum dose 4g in 24 hours 

Soluble formulation only for patients with dysphagia. Consider reducing the dose in the frail 
elderly 

Tramadol   Moderate to Severe 
Pain 

50mg to 100mg every 4 hours 
Maximum dose 400mg in 24 
hours 

Prescribe Marol® for the modified release form. 
Tramadol at low dose is step 2 of WHO’s cancer pain ladder for adults

3
 and at higher dose it 

would be step 3 of WHO ladder 

Fentanyl sublingual 
tablet 

  Breakthrough cancer 
pain 

Trans-mucosal systems 
Requires titration see SPC for 
details 

Hospice initiation only. Abstral® recommended only when oral morphine sulphate is not 
suitable for patients with rapid-onset breakthrough pain/incident pain. Patients should already 
be on background opioids equivalent of 60mg of morphine sulphate in 24 hours. If more than 
4 episodes of breakthrough pain each day, background pain control should be adjusted. 
It is not possible to ensure interchangeability of the different formulations hence if switching 
re-titration is recommended.  
Please note that doses of rapid-onset fentanyl preparation Abstral® tablets are independent of 
dose of background analgesia. 

Alfentanil  Severe pain Restricted use Specialist prescribing only for patients with stage 4 and 5 chronic kidney disease  

Methadone   Severe pain Restricted use Prescribed by specialists for exceptional complex patients unresponsive to other opioids, as its 
dose can be independent of previous opioids

4
. 

Ketamine  Severe pain Restricted use 
CSCI in doses of 50mg to 360mg 
in 24 hours ± a loading dose of 
10mg subcutaneously. 
Oral starting doses between 2mg 
and 25mg three times daily have 
been used, and up to 50mg four 
times daily or 240mg in 24 hours

6 

Prescribed by specialists for treating neuropathic, inflammatory or ischaemic pain, it may be 
useful for treating terminal uncontrolled overwhelming pain. 
MHRA December 2013: New evidence of harm caused by ketamine misuse  
CSCI Continuous subcutaneous infusion 

Analgesics - neuropathic pain 

Amitriptyline   Neuropathic pain Initially 10mg to 25mg at night 
titrate to 75mg at night as 
needed 

1
st

 line for neuropathic pain, unlicensed indication but recommended within NICE CG 173 
7 

Adjuvant analgesic for neuropathic pain.  
Analgesic effect usually seen at lower doses and more quickly than antidepressant effect; 
anticholinergic adverse effects may be troublesome. 
Caution if cardiac disease or history of urinary retention 

Gabapentin 
 
Gabapentin will be 
reclassified as Class C 
controlled substances 
from April 2019 

 Neuropathic pain 
 
 

Initially 300mg once daily on day 
1, then 300mg twice daily on day 
2, then 300mg three times a day 
on day 3. Adjust in 300mg steps 
according to response; maximum 

1
st

 line for neuropathic pain 
Patients who require concomitant treatment with opioids should be carefully observed for 
signs of central nervous system (CNS) depression, such as somnolence, sedation and 
respiratory depression 

8 

Caution in diabetes mellitus; elderly and adults with low body-weight. 
Monitor for side-effects including somnolence, amnesia, movement difficulties. 

https://www.gov.uk/government/news/new-evidence-of-harm-caused-by-ketamine-misuse
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3.6g in 24 hours 

Capsaicin cream 
 
 

  Neuropathic pain 0.025% (Zacin®) or 0.075% 

(Axsain®) cream: Apply sparingly 
up to three or four times daily, 
not more often than 4 hourly. 

Start with lowest strength and wear gloves to administer. 

 

 

Dexamethasone    Nerve compression 
pain 

Daily dose 4mg to 8mg Doses best given in the morning. Consider PPI if risk of peptic ulceration. Remember to give 
patient a steroid card. 

Pregabalin  
 
Pregabalin will be 
reclassified as Class C 
controlled substances 
from April 2019 

  Neuropathic pain Initial dose range 25mg daily to 
75mg twice daily 

2
nd

 line for neuropathic pain 
Dose optimisation using the most appropriate strength capsules. 
75mg twice daily on day one, 150mg twice daily on days 3 to 7, then 300mg twice daily days 10 
to 14, then increased according to response. Maximum dose 600mg in 24 hours  
OR slower titration: 25mg daily day one, 25mg twice daily on day two, 75mg twice daily on 
days 6 to 7, then increase by 25mg twice daily every two days as needed to a maximum of 
600mg in 24 hours 

Duloxetine  Neuropathic pain Initial dose 30mg to 60mg daily. 
Maximum 120mg in 24 hours 

3
rd

  line for neuropathic pain 

Analgesics - NSAIDs 

Ibuprofen   Mild to Moderate pain Initial dose 300mg to 400mg 
three to four times daily 
 
 

Has the lowest risk of serious gastrointestinal (GI) side effects. 

Can be increased if necessary to maximum 2.4g daily; maintenance dose of 600mg to 1.2g 

daily may be adequate.  
Use immediate release unless clinical rationale for modified release formulation. 
Modified release preparation available (Brufen Retard® 800mg).  

Naproxen   Mild to Moderate pain 500mg to 1g daily in 1 or 2 
divided doses 

Intermediate risk of serious GI side effects – prescribe with proton pump inhibitor (PPI) 

Diclofenac   Mild to Moderate pain Oral: 75mg to 150mg daily in 
divided doses 
Rectal: 100mg at night 

Cardiovascular risk associated with diclofenac 
9
                                                                                                        

Consider PPI if risk of peptic ulceration. 
Use immediate release unless clinical rationale for modified release formulation. 

Celecoxib   Mild to Moderate pain Initial dose 100mg twice daily and 
increase to 200mg twice daily if 
required 

Associated with increased risk of thrombotic events thus not common practice to be initiated 
in the community. Discontinue after two weeks if no response. 

Anti-emetics 

Cyclizine    Nausea & vomiting Oral: 50mg three times daily  Useful for vomiting due to GI causes, or raised intracranial pressure 
4
 

Caution possible misuse. Cyclizine should be used with caution in patients with severe heart 
failure or acute myocardial infarction – see SPC for further details 

Dexamethasone oral   Nausea & vomiting Oral or subcutaneous: 8mg to  Doses best given in the morning. Can be delivered by CSCI. Consider PPI if risk of peptic 
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and injection 16mg daily ulceration. Remember to give patient a steroid card. 

Domperidone    Nausea & vomiting 
 

Oral: 10mg three times daily Prokinetic  
Not recommended for patients with underlying cardiac disease, risk of prolonged cardiac 
conduction intervals, congestive heart failure or already taking medications known to cause 
prolonged QT intervals. Also avoid in bowel obstruction. See SPC and MHRA Alert 

10 
for more 

details. 

Haloperidol    Nausea and vomiting Oral: initial dose 1.5 mg daily 

For subcutaneous dose see 
appendix 1 

Initial dose 1.5mg stat and typical maintenance dose 1.5mg to 3mg daily; if necessary, 

increase dose progressively to 5mg to 10mg daily  
 

Levomepromazine    Nausea, vomiting and 
sedative effect 

Oral: 3mg once or twice daily 
 
For subcutaneous dose see 
appendix 1 

Levinan® 6mg tablet (scored) an unlicensed product and expensive; order on named patient 
basis.  
Nozinan®  25mg tablet (scored)         
Levomepromazine use as a first-line anti-emetic, start with 3mg once or twice daily and if 
necessary, increase to 6mg daily to twice daily. 

Use as a second line anti-emetic starting with 6mg to 12.5mg stat, and if necessary, increasing 

to 25mg to 50mg in 24 hours  
Metoclopramide    Nausea and vomiting Oral: for adults, the maximum 

dose in 24 hours is 30 mg (or 0.5 

mg per kg bodyweight)
11 

 
For subcutaneous dose see 
appendix 1 

Prokinetic 
Gastric irritation: 10mg three times daily; prescribe appropriate gastro-protective drug. 
Delayed gastric emptying: 10mg three times daily 
Nausea and vomiting: 10mg three times daily 
Increases gastric motility and gastric emptying. 
Use cautiously in GI obstruction. 

Ondansetron    Chemotherapy-
induced nausea and 
vomiting 

Oral: 8mg twice or three times 
daily 
Rectal: 16mg daily 

If a 5-HT3-receptor antagonist is not clearly effective within 3 days, it should be discontinued.  
If clearly of benefit, continue indefinitely unless the cause is self-limiting. 

Olanzapine  Nausea and vomiting Initial dose 2.5mg to 5mg at night 

Maximum 10mg in 24 hours 

Profile similar to Levomepromazine 

Anxiety         

Diazepam   Anxiety Oral: Initial dose 2mg and titrate 
depending on effect  

Long plasma half-life and several active metabolites. Short-term use only. 
Usual dose 2mg to 10mg, range 2mg to 20mg orally. 

Lorazepam  Anxiety 500micrograms to 1mg 
sublingually when required up to 
4 times a day.   

Useful sublingually  
Prescribe GENUS Brand  

Constipation        

Bisacodyl    Stimulant laxative Oral: 5mg to 20mg daily 
Rectal: 10mg when required 

Oral formulation works within 12 hours, rectal formulation within 1 hour.  
Avoid in bowel obstruction. 
Should be given in combination with glycerol suppositories. 

Docusate sodium   Stimulant laxative Oral: 100mg twice daily and Soften stools and is weak stimulant. 
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titrated to maximum dose 500mg 
daily in divided doses 

Acts in 1 to 2 days. 
Do not give with liquid paraffin. 
Rectal preparations not indicated if haemorrhoids or anal fissure. 

Senna liquid 

7.5mg/5ml 

  Stimulant laxative Oral: 15mg to 30mg at night 2
nd

 line - only if bisacodyl is unsuitable.                                               
Higher doses frequently used by patients on opioids. Maximum dose 30mg at night but up to 
60mg daily reported. 
Often used on combination with a stool softener. 
Stimulant laxatives increase intestinal motility and often cause abdominal cramp; they should 
be avoided in intestinal obstruction. 

Glycerol 
suppositories 

  Lubricant laxative, also 
Stimulant laxative 

 4g when required Should be given in combination with bisacodyl suppositories. 

Macrogol 3350   Osmotic laxative Chronic constipation:  
1 to 3 sachets daily 
Faecal impaction:  
8 sachets daily 

Chronic constipation, 1 to 3 sachets daily in divided doses usually for up to 2 weeks; contents 
of each sachet dissolved in half a glass (approx. 125ml) of water; maintenance, 1 to 2 sachets 
daily 
Faecal impaction: 8 sachets daily dissolved in 1 litre of water and drunk within 6 hours, usually 
for maximum of 3 days 

Phosphate enema   Osmotic laxative  1 daily Draws additional water from the bloodstream into the colon to increase the effectiveness of 
the enema, but can be rather irritating to the colon, causing intense cramping or “griping.” 
2

nd
 line. 

Sodium citrate   Osmotic laxative  1 daily Micralax micro-enema® - 2
nd

 line. 

Naloxegol  Opioid-induced 
constipation 

25mg daily Recommended by NICE for Opioid induced constipation following inadequate response to 

conventional laxatives. NICE defines inadequate response as: ‘opioid‑induced constipation 
symptoms of at least moderate severity in at least 1 of the 4 stool symptom domains (that is, 
incomplete bowel movement, hard stools, straining or false alarms) while taking at least 1 
laxative class for at least 4 days during the prior 2 weeks’ 

Arachis oil enema   
 

Faecal softener  1 enema when required, 
maximum 1 enema daily 

For faecal impaction. Acts by lubricating and softening the faeces, and promoting bowel 
movement. 
Avoid in peanut allergy or Inflammatory bowel disease.  

Depression  

Sertraline  Depression Initially 50mg daily First line 

Citalopram  Depression Initially 20mg daily Second line 

Diarrhoea       

Codeine phosphate 
 
 

  Diarrhoea Diarrhoea: 30mg four times daily 
 

Codeine has approximately one tenth potency of morphine sulphate
4
. 

Some Caucasians are poor metabolisers of codeine, other ethnic groups may be extensive or 
ultra-metabolisers

5
  

Restricted use in children see MHRA Alert July 2013
5 

Loperamide    Acute diarrhoea 
Chronic diarrhoea 
Faecal incontinence 

2mg to 4mg stat Acute diarrhoea, 4mg initially followed by 2mg after each loose stool for up to 5 days; usual 
dose 6mg to 8mg daily; maximum. 16mg daily. 
Chronic diarrhoea: initially, 4mg to 8mg daily in divided doses, subsequently adjusted 
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according to response and given in 2 divided doses for maintenance; maximum. 16mg daily 
Faecal incontinence [unlicensed indication], initially 500microgram daily, adjusted according to 
response; maximum. 16mg daily in divided doses. 
Adverse effects include abdominal cramps, dizziness, drowsiness, and skin reactions. 

Dry mouth         

Biotène® oral balance   Relief of dry mouth Apply up to 6 times a day  Triple enzyme product 
Used for dry mouth caused by medications, diabetes, drug or radiation therapies, stress and 
depression. 

Saliveze® oral spray   Relief of dry mouth Apply up to 6 times a day Aqueous solution of electrolytes present in concentrations similar to those found in human 
saliva. Used for dry mouth including dry mouth secondary to radiotherapy. 

Saliva Orthana® oral 
spray 

 Relief of dry mouth Apply up to 6 times a day Saliva Orthana is natural mucin-based saliva substitute. Formulated from naturally 
occurring mucin.  pH neutral. Lasts for longer period than water based substitutes.  

Gastro-intestinal symptoms       

Lansoprazole  Proton pump inhitor 15mg to 30mg daily Orodispersible tablets should only be used when the patient has 
swallowing difficulties 

Mebeverine   Antispasmodic 
 

 135mg three times daily Musculotropic antispasmodic drug without anticholinergic side-effects. Should be taken 20 
minutes before meals. 

Metoclopramide    Dyspepsia 
Reflux 
Hiccups 

Oral: or adults, the maximum 

dose in 24 hours is 30mg (or 0.5 

mg per kg bodyweight)
11

 
 
For subcutaneous dose see 
appendix 1 

Prokinetic 
Gastric irritation: 10mg three times daily; prescribe appropriate gastro-protective drug. 
Delayed gastric emptying: 10mg three times daily 
Nausea and vomiting: 10mg three times daily 
Increases gastric motility and gastric emptying. 
Use cautiously in GI obstruction. 

Pancreatin   Steatorrhoea  
Treatment of exocrine 
pancreatic insufficiency 
 

1 to 2 capsules with meals  
 

Creon 10,000 Creon 25,000 Creon 40,000 
Initiated at the lowest recommended dose and gradually increased. The dosage of Creon 
should be individualized based on clinical symptoms, the degree of steatorrhoea present, and 
the fat content of the diet. 

Octreotide injection  Gastric secretions and 
bowel obstruction 

see appendix 1  

Ranitidine injection  Dyspepsia see appendix 1  

Psychosis, Restlessness, Agitation and Delirium 

Haloperidol    Psychosis 
Restlessness 
Agitation 
Delirium 

Oral: initial dose 1.5 mg daily 

For subcutaneous dose see 
appendix 1 

Initial dose 1.5mg stat and typical maintenance dose 1.5mg to 3mg daily; if necessary, 

increase dose progressively to 5mg to 10mg daily  

Lorazepam    Acute psychotic 
agitation 

Oral: 2mg every 30 minutes until 
the patient is settled 

Often used with haloperidol or risperidone to control psychotic agitation. 
Prescribe GENUS brand 
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Levomepromazine    Psychosis 
Terminal agitation 

Oral: 3mg once or twice daily 
 
For subcutaneous dose see 
appendix 1 

Levinan® 6mg tablet (scored) an unlicensed product and expensive; order on named patient 
basis.  
Nozinan®  25mg tablet (scored)         
Use as a first-line anti-emetic, start with 3mg once or twice daily and if necessary, increase to 
6mg daily to twice daily. 

Use as a second line anti-emetic starting with 6.25mg to 12.5mg stat, and if necessary, 

increasing to 25mg to 50mg in 24 hours 

Olanzapine  Mania 
Bipolar disorders 

Initial dose 15mg daily as 
monotherapy for manic episode  

 

Respiratory 

Codeine Phosphate 
 
 

  Cough Cough: 5ml to 10ml of codeine 
linctus four times daily 

Codeine has approximately one tenth potency of morphine sulphate
4
. 

Some Caucasians are poor metabolisers of codeine, other ethnic groups may be extensive or 
ultra-metabolisers

5
       Restricted use in children see MHRA Alert July 2013

5
 

Hyoscine 
butylbromide 
injection 

 Respiratory secretions see appendix 1  

Glycopyrronium 
bromide injection 

 Respiratory secretions see appendix 1 Second line following failure or contra-indication to hyoscine butylbromide 

Morphine 
sulphate 
 
Prescribe by brand 

  Cough 
Breathlessness 

Usual oral starting dose:  
5mg to 10mg every 4 hours 
For subcutaneous dose see 
appendix 1 

Immediate release preparations Oramorph® solution or Sevredol® and for modified release 
preparations Zomorph® capsules (except 5mg which is only available as MST® tablets).                                                             
Use with caution and reduce dose in the elderly and patients with renal impairment. See SPC 
for details 

Oxycodone 
 
Prescribe by 
brand 

  Breathlessness Usual oral starting dose: 

2.5mg to 5mg every 4 hours 

For subcutaneous dose see 
appendix 1 

Use only when patient intolerant to morphine sulphate. 
Prescribe Longtec® for the modified release form and Shortec® capsules or Shortec® liquid for 
immediate release.                                                              
 

Furosemide injection  Pulmonary oedema see appendix 1  

Seizures 

Diazepam  Myoclonus  
Seizures 

Rectal tubes: 10 to 30 mg. 
IV injection: hospice only 

 

Gabapentin 
 
NB changing to 
controlled drug status 
in April 2019 

 Focal seizures with or 
without secondary 
generalisation 
 
 

Initially 300mg once daily on day 
1, then 300mg twice daily on day 
2, then 300mg three times a day 
on day 3. Usual dose 900mg to 

3.6g daily in 3 divided doses  

Patients who require concomitant treatment with opioids should be carefully observed for 
signs of central nervous system (CNS) depression, such as somnolence, sedation and 
respiratory depression 

8 

Caution in Diabetes mellitus; elderly and adults with low body-weight. 
Monitor for side-effects including somnolence, amnesia, movement difficulties. 

Dosages up to 4.8g in 24 hours have been well tolerated in long-term open-label clinical 

studies in 3 divided doses
8
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Pregabalin 
NB changing to 
controlled drug status 
in April 2019 

 Partial seizures Initially 150 mg per day given as 
two or three divided doses.  

Based on individual patient response and tolerability, the dose may be increased to 300 mg 
per day after 1 week. The maximum dose of 600 mg per day may be achieved after an 
additional week. 

Lorazepam  Seizures IV Injection: hospice only  
 

Sedatives          

Diazepam  Insomnia Initial dose 2mg and titrate 
depending on effect 

 

Lorazepam    Insomnia Oral: 2mg to 4mg Prescribe GENUS brand 

Zopiclone   Insomnia 
3.75mg to 7.5mg at night 

Non-benzodiazepine hypnotic agent used in the treatment of insomnia. 
Side effects of taste disturbances including bitter metallic taste not uncommon. 

Miscellaneous 

Dexamethasone oral 
and injection 

  Raised intracranial 
pressure due to 
cerebral oedema, SCC, 
SVCO, appetite and 
fatigue 

Daily dose ranges from 2mg to 
16mg depending on indication 

Appetite and fatigue: 2mg to 4mg daily 
SCC, SCVO, raised intracranial pressure: 12mg to 16mg daily. 
Doses best given in the morning. Can be delivered by CSCI. Consider PPI if risk of peptic 
ulceration. Remember to give patient a steroid card. 
SVCO – Superior vena cava obstruction 
SCC - Spinal cord compression 

Ibandronic acid oral  Bone pain & 
hypercalcaemia 

50mg daily Use when zoledronic acid is contra-indicated due to renal failure only. Prescribe generically. 
Tablets should be swallowed whole with plenty of water while standing or sitting. To be taken 
on an empty stomach 30 minutes before breakfast or other oral medications. Continue to sit 
up for 30 minutes after oral intake (breakfast or oral medication) as well. 
Osteonecrosis of the jaw a potential complication. 

Zoledronic acid 
injection 

  Bone pain & 
hypercalcaemia 

4mg every 3 to 4 weeks Inhibitor of osteoclastic bone resorption. 
Maximum response for hypercalcaemia seen after 4 days. 
Relief for bone pain can take up to 14 days. 
Osteonecrosis of the jaw a potential complication. 

Aspirin   Antiplatelet 75mg to 150mg daily   

Enoxaparin   Anticoagulation 
DVT: 1.5mg/kg/24 hours 

Increased risk of bleeding in renal impairment and those who are underweight or overweight. 
Dose and duration in Palliative care to be carefully monitored and reviewed at least weekly. 
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Appendix 1 
Recommended starting doses of medication by subcutaneous injection and continuous subcutaneous infusion for 

use in General Practice  
 

Always check medicine compatibilities if prescribing more than one medicine to be mixed in a syringe driver: http://www.palliativedrugs.com/index.html  OR 
http://book.pallcare.info/index.php 

The following drugs should NOT be given by the subcutaneous route: antibiotics, NSAIDS (except ketorolac/diclofenac), diazepam, chlorpromazine 
Seek advice from your local hospice or specialist palliative care team:  St Clare Hospice Tel: 01279 773773 

 

 

INDICATION 
 

MEDICINE 
 

Initial dose / 
range for Bolus 
PRN injection 

Frequency 
Initial dose and range  
for continuous  SC 
infusion over 24 hours 

Maximum total dose 
in 24 hours 

COMMENTS 
STRENGT

H  

Pain 

1
st
 Line Morphine sulphate 

If opioid naïve, start with 

2.5mg to 5mg 

Every 2 to 4 hours 
 

(Maximum 6 doses in 24 
hours. However seek 
specialist advice after 3 
doses in 24 hours) 

 

   
  If opioid naïve, start with 5mg to 
10mg. 

 
If on oral morphine - calculate total  

morphine dose in last 24 hours 
including breakthrough doses and 

divided by 2 

 
Dose increases are not usually 
more than by 30 to 50% of 
previous dose 

 
No maximum but unusual to 
need more than 200mg 

 
If on regular opioids, prescribe 
one sixth of 24 hour dose for 
rescue analgesia 

Prescribe diluent (Water for 
Injections) to reconstitute  

 
If on opioid patch leave in place 
and continue to change as normal 

 
Poorer solubility of    morphine 
may necessitate that when higher 
doses are reached (>180mg), 
switch to Diamorphine to reduce 
syringe volume 

  
 
10mg/ml 
30mg/ml 
 
 

1
st
 Line 

Alfentanil 
For patients with  

stage 4 or 5 CKD only 

Specialist prescribing 
only 

    

 

2
nd

 Line Oxycodone 
If opioid naïve, start with 

1.25mg to 2.5mg 

Every 2 to 4 hours 
(Maximum 6 doses in 24 

hours. However seek 
specialist advice after 3 

doses in 24 hours) 

If opioid naïve, start with  

7.5mg 

No maximum but unusual to 
need more than 100mg 

 
If on regular opioids, prescribe 
one sixth of 24 hour dose for 
rescue analgesia 

Contra-indicated in renal failure 
(creatinine clearance <10mL/min). 

 
If on opioid patch leave in place 
and continue to change as normal 

10mg in 1ml 
 

3
rd

 Line 
 

Diamorphine 

If opioid naïve, start with 

2.5mg 

Every 2 to 4 hours 
 

(Maximum 6 doses in 24 
hours. However seek 

specialist advice after 3 
doses in 24 hours) 

If opioid naïve, start with  2.5mg to 

5mg 
 

If on oral morphine, calculate total    
morphine-equivalent dose (including 
breakthrough doses)  and divide by 
3 (Round down to whole number not 

up) 

Dose increases are not usually 
more than by 30 to 50%  of 
previous dose 

 
No maximum but unusual to 
need more than 100mg 

 
If on regular opioids, prescribe 
one sixth of 24 hour dose for 
rescue analgesia 

Prescribe diluent (water for 
injection) to reconstitute 
 
If on opioid patch leave in place 
and continue to change as normal 

 
 
 
Powder amps 
requiring 
reconstitution 
 
10mg  
30mg 
 
 
 

 
 
 
 

http://www.palliativedrugs.com/index.html
http://book.pallcare.info/index.php
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INDICATION 
 

MEDICINE 
 

Initial dose / range 
for Bolus PRN 
injection 

Frequency 
Initial dose and range  
for continuous  SC 
infusion over 24 hours 

Maximum total 
dose in 24 hours 

COMMENTS STRENGTH  

 

1
st
 Line Midazolam 2.5mg to 5mg Every 2 hours  2.5mg to 10mg 30mg 

For doses higher than 30mg, 
seek specialist advice 

10mg in 2ml 

2
nd

 Line 

Levomepromazine 25mg (12.5mg in elderly) Every 4 hours 25mg to 50mg 150mg 

Avoid antipsychotics in dementia 
where possible. If unavoidable 
use lowest effective dose 

 
Use with caution in Parkinson’s 
Disease 

25mg in 1ml 

Haloperidol   

Patient distress mild–
moderate and not an 
immediate danger to self or 
others: start with 500 
microgram. If necessary, 
increase the dose 
progressively in 
500microram increments 
(e.g. to 1mg and then to 

1.5mg) 

Patient distress severe 
and/or an immediate 
danger to self or others: 

start with 1.5mg to 3mg 

stat, possibly combined with 
a benzodiazepine (e.g. 
midazolam), 
If necessary, increase the 
dose further, e.g. 5mg. 

 
4 hourly 

 
 
 
 
 
 
 
 

4 hourly 2.5mg to 5mg  10mg 

AVOID IN PARKINSON’S 
DISEASE 
Avoid antipsychotics in dementia 
where possible. If unavoidable 
use lowest effective dose 
 
Can cause potentially fatal 
prolongation of the QT interval 
and torsade de pointes. Avoid in 
patients with predisposing 
conditions (see BNF) 
 
The maintenance dose is based 
on the initial cumulative dose 
needed to settle the patient; usual 
maximum ≤5mg in 24 hours 
(terminal agitation maintenance 
dose CSCI 10mg to 15mg in 24 
hours) 

5mg in 1ml 

R
e
s

p
ir

a
to

ry
 

S
e

c
re

ti
o

n
s
 

1
st
 Line 

Hyoscine 
butylbromide 

20mg Every 4 hours 
 

60mg 
 

 
120mg 

 

Blocks prokinetic effect of 
metoclopramide 

20mg in 1 ml 

2
nd

 Line Glycopyrronium   
200micrograms to 

400micrograms Every 6 hours 600micrograms to 800micrograms  1200micrograms 

Use if no response to hyoscine 
butyl bromide 
Use with caution in conditions 
predisposing to tachycardia (e.g. 
thyrotoxicosis, heart failure, 
concurrent β2 agonists), and 
prostatism 
For doses > 1200 micrograms 
seek specialist advice 
Inflammation at site of injection is 
common (>10%) 

200micrograms in 
1ml 

 

 
 
 
 
 
 

A
n

x
ie

ty
 /

 A
g

it
a

ti
o

n
 /

 D
e

li
ri

u
m
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INDICATION 
 

MEDICINE 
 

Initial dose / range 
for Bolus PRN 
injection 

Frequency 
Initial dose and range  
for continuous  SC 
infusion over 24 hours 

Maximum total 
dose in 24 hours 

COMMENTS STRENGTH  
N

a
u

s
e

a
 /
 v

o
m

it
in

g
 

 

Haloperidol   1.5mg  Every 8 hours 3mg to 5mg 5mg 

AVOID IN PARKINSON’S 
DISEASE 

See also under 
agitation/anxiety/delirium 

5mg in 1ml 

Metoclopramide 10mg Every 8 hours 30mg to 40mg 100mg 

Do not use in intestinal 
obstruction 

prokinetic effect of 
metoclopramide blocked by 
antimuscarinics 

10mg in 2ml 

 

Cyclizine 50mg Every 8 hours 100mg to 150mg 150mg 

Dilute in water for injection for 
CSCI. Incompatible with 0.9% 
saline. 
Avoid in heart failure 
Reserved for CNS induced 
vomiting 
Caution of misuse 

50mg in 1ml 

Levomepromazine 6.25mg Every 8 hours  6.25mg to 12.5mg 150mg 
Long half-life, can be given as a 
single dose at night if sedation a 
problem 

25mg in 1ml 

Anti-spasmodic 
Intestinal colic 

Hyoscine butyl 
bromide 

 

20mg Every 4 hours 60mg to 80mg 120mg 

Blocks prokinetic effect of 
metoclopramide 
Can be used in malignant 
inoperable bowel obstruction for 
colic and to decrease volume of 
vomitus 

20mg in 1ml 

Breathlessness 
 

 
Morphine sulphate 

 
 

If opioid naïve, start with 

2.5mg to 5mg 

Every 2 to 4 hours 
(Maximum 6 doses in 

24 hours. However 
seek specialist 

advice after 3 doses 
in 24 hours) 

If opioid naïve, start with  
5mg 

20mg As for pain 
10mg/ml 
30mg/ml 

Midazolam 2.5mg to 5mg Every 2 hours 5mg to 10mg 30mg 
For doses higher than 30mg, 
seek specialist advice 

10mg in 2ml 

Dyspepsia Ranitidine  Every 24 hours 150mg to 300mg 300mg Specialist prescribing only. 25mg in 1ml 

Gastric secretions 
/ Bowel obstruction Octreotide  Every 24 hours 300mcg to 900mcg 1200mcg Specialist prescribing only 50mcg in 1ml 

Pulmonary 
oedema 

Furosemide 40mg to 80mg Once a day  80mg Specialist prescribing only 10mg in 1ml 

Recommended starting doses of medication by subcutaneous route; L Crowley; Dr. J Zeppetella March 2015 Version 1.  
Updated by L Wright; Dr. Q Abbas  September 2016 Version 2. 
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   Appendix 2 
Opioid equivalence chart from ardens – https://www.medicinescomplete.com/#/content/bnf/PHP107735  
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