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Management of Cancer Pain 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

THOROUGH ASSESSMENT AND  

RE-ASSESSMENT OF PAIN IS ESSENTIAL 

STEP 2: MODERATE PAIN 
(persisting or increasing) 
 
Opioid for mild to moderate pain + 
non-opioid ± adjuvant 
•Consider combination preparations 
e.g. co-codamol 30/500 (maximum 8 
tablets in 24h) 
•Tramadol - up to 400mg/24h    
± Non-opioid 
± Adjuvant (see box) 
± Laxative 

STEP 1: MILD PAIN 
Non-opioid ± adjuvant 
 
Drug options: 
•Paracetamol 1g q.d.s. 
•Non-steroidal anti-
inflammatory drugs (NSAIDs) 

STEP 3: SEVERE PAIN 
 
Opioid for moderate to severe pain + non-
opioid ± adjuvant 
 
Opioid options: 
•oral 1st line: morphine 
•oral 2nd line: oxycodone 
 
Subcutaneous opioids 
•1st line: morphine 
•2nd line: oxycodone 
 
± Non-opioid 
± Adjuvant (see box) 

Increase morphine dose by 30-50% 
(or according to the number of 
supplemental doses required) each 
day until pain is controlled or 
adverse effects become 
unmanageable. 

Constipation: Prescribe appropriate 
laxatives, usually softener and stimulant (e.g. 
Docusate and senna) and titrate to effect 

Convert to modified release opioid (e.g. is 
converting to a 12 hourly preparation divide 
the daily morphine dose by 2) 

Explanation for patient and carer 

Breakthrough pain can occur despite 
adequately controlled back ground pain. 
This needs specific assessment and may need 
a buccal transmucosal opioid 

• Review diagnosis 
• Consider adjuvant therapy 
• Consider opioid switch 
• Seek advice 

Pain 
controlled 

Pain not 
controlled 

REMEMBER 
Adjuvant therapy 

• Bone, liver, soft tissue infiltration -NSAID (e.g. diclofenac 
50mg TID) 

• Raised intracranial pressure, nerve compression, liver pain -
Corticosteroids (e.g. dexamethasone 8-16 mg/day). 

• Nerve Pain –Anticonvulsant (e.g. pregabalin 75mg bd) 
• Nerve pain –tricyclic antidepressant (e.g. amitriptyline 10-

25mg at night) 
• TENS  

 
Parenteral Analgesia 

• If unable to swallow and / or persistent nausea and vomiting 
Parenteral morphine dose  

• Remember rescue medication 1/6th of daily morphine dose 
for breakthrough pain 
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Nausea and Vomiting 

Background information: 

“Nausea is an unpleasant feeling of the need to vomit often accompanied by autonomic symptoms.” 

“Vomiting is the forceful expulsion of gastric contents through the mouth.” 

Nausea and vomiting are common symptoms in advanced disease, affecting 40% of chemotherapy / 
radiotherapy patients despite prophylactic regimens, 30-60% of cancer patients no longer receiving cancer 
treatment, up to 43% of patients with chronic kidney disease and 48% of patients with end stage heart 
failure. 

The misery of prolonged nausea, often magnified by profound autonomic symptoms such as cold sweats, 
tachycardia, and diarrhoea, can be extremely debilitating. Vomiting even daily without nausea can be 
better tolerated. In palliative care causes of nausea and vomiting are frequently multifactorial, so that 
thorough assessment and effective management requires a consistent systematic approach. Conventional 
management guidance is based upon knowledge of pathophysiology of likely cause(s) and pharmacology 
of antiemetics (see table). Knowledge of neurotransmitters involved can guide choice of antiemetic and 
predict drug side effects, contraindications and interactions. The evidence base for the use of antiemetics in 
palliative care is limited. 

General Principles 

•Comprehensive, regular reassessment is crucial 

•Firstly clarify that it is nausea and vomiting not regurgitation or expectoration 

•In palliative care patients, especially those with advanced cancer, nausea and vomiting is often 
multifactorial – search for all causes. 

•Identify and treat reversible causes, (eg. rehydration and bisphosphonate for hypercalcaemia, antibiotics 
for a UTI 

•Give drugs stat then regularly, not PRN, and by appropriate route. If absorption may be compromised 
given by CSCI in a syringe driver 

•If underlying cause has resolved and symptoms are controlled review the need for regular antiemetic. 

•Consider non-drug measures eg. Psychological measures for anxiety, and dietary advice 

•Evidence for alternative therapies such as acupuncture, acupressure, and ginger is limited. 

• Explore circumstances prior vomiting - does the person feel nauseous pre-vomit is there immediate relief 
following, consider the appearance and volume of vomit. 

• Consider contribution of regular medications - opioid naïve, antibotics 

• Awareness of contributory factors - strong smells, overheated environment. 
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Pathophysiology 

There are multiple neurotransmitters involved in the neuroconduction pathways associated with nausea and 
vomiting both in the gut and in the brain. Put simply, the Vomiting Centre (VC) in the brain stem triggers the 
vomiting reflex. 

The vomiting centre receives input from thoracoabdominal organs (via the vagal and splanchnic afferents), 
the chemoreceptor trigger zone (CTZ), the vestibular system and higher cerebral cortex. The CTZ lies in the 
brainstem, partly outside the blood brain barrier and receives input both from the circulation (drugs, toxins) 
and from multiple neuroendocrine pathways. 

Receptor site actions of common antiemetics 
 
(serotonin = 5-hydroxytryptamine = 5HT. 5HT1 etc: receptor subtypes) 
Antiemetic 
 

Receptor Site Affinity Main sites of action 

Domperidone Dopamine antagonism Gut only. Prokinetic. 
Poor prenetration blood brain 
barrier 

Metoclopramide Dopamine antagonism (gut and 
CTZ) 
 5HT4 agonism (upper gut) 

Central and gut. Prokinetic 

Haloperidol Potent D2 dopamine antagonism 
(CTZ) 

Central antagonism (Not 
prokinetic) 

Cyclizine Histamine and acetylcholine 
antagonism 

Vestibular system and VC 

Granisetron, ondansetron 5HT3 antagonism Central and gut 
Levomepromazine 5HT2, dopamine, acetylcholine 

and histamine antagonism 
Central 
‘Broad spectrum’ 

Hyoscine hydrobromide and 
glycopyrronium 

Acetylcholine antagonism Vestibular system and VC 

Aprepitant Neurokinin-1 NK-1 receptor Central 
Not recommended inless specific 
highly-emetogenic 
chemotherapy related nausea 
and vomiting 
(cancer centre protocol) 

Atypical antipsychotics 
Olanzapine D2, 5HT2, Acetylcholine Central - broad spectrum 

antiemetic 
 Currently not recommended without specialist direction. Risk of stroke 

or sudden death in elderly, especially dementia 
Cannabinoids Mechanism of action unclear Limited to management of 

breakthrough chemotherapy 
related nausea and vomiting 
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CNS side effects particularly in 
elderly 

 

Side effects and Interactions 

Extra-pyramidal effects, such as involuntary movements, restlessness, akathisia are centrally 
dopaminergically mediated. Mild forms may be easily overlooked unless watched for and may be 
distressing.  Haloperidol, metoclopramide, levomepromazine and olanzapine all have central 
antidopaminergic activity. They: 

• Should not be combined routinely 
• May enhance the extrapyramidal effects of other drugs such as SSRIs and tricyclic antidepressants 
• Should not be used in Parkinson’s disease, where domperidone is a safer alternative. 

 

Anticholinergic side effects, both peripheral (such as dry mouth, constipation or urinary retention) and 
central (such as agitation or restlessness), may occur with cyclizine or levomepromazine. They: 

• May enhance the anticholinergic side effects of drugs such as hyoscine and amitriptyline 
• Should not be prescribed in patients with known heart disease or rhythm disturbance due to risk of 

hypotension and tachyarrythmias 
• The prokinetic action of domperidone and metoclopramide is partly cholinergic. Do not combine 

cyclizine with metoclopramide 
• Haloperidol should not be routinely prescribed to people diagnosed with Parkinsons Disease due 

to its effect of blocking the Dopamine receptors.   Domperidone is 1st line anti-emetic for Parkinson's. 
Also: 

• Beware worsening colic (or vomiting) with prokinetics, particularly if bowel obstruction is suspected 
• Levomepromazine has a broad spectrum of action but is also sedating at doses of 12.5mg/24h 

and above 
• 5HT3 antagonists cause constipation 
• Metoclopramide should not be used with i/v ondansetron because of reported cardiac effects in a 

small number of patients 
• Be aware QT prolongation (dose related) in antipsychotics, domperidone or ondansetron 
• Gabapentin may be an effective antiemetic in delayed chemotherapy-induced nausea and 

vomiting and other clinical settings 
• Olanzapine is an alternative broad-spectrum antiemetic if unable to tolerate levomepromazine 
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Alternative therapies 

There is currently insufficient evidence to support the use of acupuncture or acupressure in palliative care 
patients although a small uncontrolled study showed some benefit. 

 

Causes and Drug Management of Nausea and Vomiting 
 
(most antiemetics except domperidone can be given PO or via CSCI in equivalent 
dose/24h. Levomepromazine has 20-40% PO bioavailability so some may 50% dose 
reduce converting PO to SC) 
 
CAUSE OF NAUSEA / 
VOMITING 

ASSESSMENT POINTS TO 
NOTE 

MAIN RECEPTORS INVOLVED 
AND DRUG MANAGEMENT 

GASTROINTESTINAL Exclude constipation with 
abdominal and rectal 
examination  ± X-ray 

Histamine / acetylcholine 

IMPAIRED GASTRIC EMPTYING History: e.g. early satiety, 
undigested food in vomit + drugs 
(e.g. opioids, anticholinergics) 
 
Hepatomegaly, ascites  
 
Symptoms / signs of autonomic 
dysfunction 

Prokinetic: D2  
 
Metoclopramide 10-20mg t.d.s. 
(Max. 90mg/24h) OR 
Domperidone 10-20mg t.d.s. 
PO/60mg b.d. PR 
 
Reduce gastric secretions: PPI / 
H2 blocker 
 
Hepatomegaly: Dexamethasone 
4-8 mg mane. (Some use half PO 
dose SC) 

RADIOTHERAPY To abdomen  
Granisetron 1mg stat. then 1mg 
b.d. or 
 
Ondansetron 4-8mg stat. then 
8mg b.d. 
  
Haloperidol 1.5mg nocte / b.d. 

INTESTINAL OBSTRUCTION Seek specialist advice 

CHEMICAL / 
METABOLIC 

 Dopamine (CTZ and gut) 
 
5HT3 (CTZ) 
 
5HT2 

DRUGS 
 

Drug history (past and present 
over the counter medicines) 

Haloperidol 1.5mg nocte/ b.d. 
(Max.5-10mg/ 24 h) 
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e.g. opioids, antibiotics, 
antifungals, digoxin, 
anticonvulsants 

 
Consider drug withdrawal 
(opioids, steroids) 
 
Drug levels e.g. digoxin 

 
  
 
OR 
 
  
 
Levomepromazine 6mg-6.25mg 
nocte 
 
6.25-12.5mg/24h  (max 
25mg/24h) 
 
Drowsiness over 12.5mg/24h 
may limit titration 

METABOLIC 
 
e.g. renal failure, 
hypercalcaemia, adrenal 
insufficiency 

Hydration status 
 
Blood tests: U&E, creatinine, GFR 
(correct for weight if cachexic), 
calcium 

ANTICANCER THERAPIES 
 
CHEMOTHERAPY Follow cancer centre guidelines. 

Depends on emetogenicity of 
agents 

Granisetron 1mg stat then 1mg 
b.d. OR 
 
Metoclopramide 20mg q.d.s. 
 
± Dexamethasone 4-8mg o.d. 
 
± Aprepitant 

RADIOTHERAPY To abdomen, whole body 
 
Nodal or CNS 

5HT receptors 
 Granisetron 1mg stat then bd or 
 
Ondasetron 4-8mg stat then 8mg 
bd 
 Haloperidol 1.5mg nocte / bd 

INTRACRANIAL 
DISEASE / 
TREATMENT 

 Histamine / GABA 
 
Acetylcholine 

 Headache  
 
Neurological symptoms or signs 

Cyclizine 50mg t.d.s 
 
ADD Dexamethasone 4-16mg 
mane if raised intracranial 
pressure. 
 
Anticonvulsants eg. 
carbamazepine may reduce 
nausea in leptomeningeal 
disease 
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VESTIBULAR  Vestibular Histamine / 
acetylcholine 

 Movement related 
 
May be associated with 
nystagmus or vertigo 

Cyclizine 50mg t.d.s. 
 
OR 
 
Levomepromazine 
6mg/6.25mg nocte (Max. 
25mg/24h) 
 
Sedation may limit titration 

CORTICAL Always consider psychological 
e.g.anxiety 
 
Pain 
 
 

Non pharmacological measures  
CBT  
 
Anxiolytics 

CAUSE UNCLEAR  Metoclopramide 10mg q.d.s.[8] 
or 
 
Haloperidol 1.5mg nocte/ b.d. 
(max. 5-10mg/ 24h) and / or 
cyclizine 50mg t.d.s. 
 
If ineffective, substitute 
levomepromazine 6.25mg nocte 
(Max. 25mg/24 h  sedation 
may limit titration) 

END STAGE LIVER 
DISEASE 

Nausea often multifactorial eg. 
gastroparesis, ascites, 
biochemical, toxins 
 
 Increased risk adverse effects 
medication impaired liver 
metabolism and encephalopathy 

Adjust doses and avoid 
hepatotoxic drugs 
 
 Metoclopramide 10mg -20mg 
tds (max 60mg/24hrs) effective 
and safe in placebo controlled 
study of 8 cirrhotic patients with 
mild encephalopathy[9] (3) 
 Ondansetron max 8mg/24h 

 

Opioids can cause nausea and vomiting through many mechanisms: chemoreceptor trigger zone 
stimulation, vestibular sensitivity or reduced gut mobility. Haloperidol is usually the recommended first line 
treatment, but metoclopramide (for gastric stasis), cyclizine or 5HT3 antagonists are also effective in certain 
patients. 
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Constipation 

Constipation is characterised by infrequent bowel evacuations, hard, small faeces or difficult or painful 
defaecation. Stool frequency varies considerably in the normal population; 45% of hospice patients are 
constipated on admission. Complications of constipation include pain, bowel obstruction, overflow 
diarrhoea and urinary retention which cause great distress and every effort must therefore be made to avoid 
them. 

Causes 

• Disease related  

◦ Immobility 

◦ Poor nutrition 

◦ Decreased food intake 

◦ Low residue diet 

•Fluid depletion  

◦Poor fluid intake 

◦Increased fluid loss i.e. vomiting, polyuria, fever 

•Weakness  

◦Inability to raise intra-abdominal pressure e.g. general debility 

◦ Paraplegia 

◦ Inability to reach toilet when urge to defecate occurs 

◦ Immobility reduces peristalsis 

•Intestinal obstruction 

•Medication  

◦ Opioids (90% need laxatives) 

◦ Diuretics 

◦ Antimuscarinics e.g. phenothiazines, tricyclic antidepressants, hyoscine derivatives,  

◦ Ondansetron/granisetron/tropisetron 
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◦ Octreotide 

◦ Ferrous sulphate 

•Biochemical  

◦ Hypercalcaemia 

◦ Hypokalaemia 

•Other  

◦ Embarrassment in public setting 

◦ Pain on defaecation e.g. fissure in ano 

Assessment 

An understanding of the patient’s normal and acceptable bowel habit and an accurate history are essential 
for effective management of constipation. Obtaining a thorough history of the patient’s bowel pattern, diet 
changes and medications, along with a physical examination can identify possible causes of constipation. 
This evaluation should also include assessment of associated symptoms. 

The following questions may provide a useful constipation assessment guide. 

•What is normal for the patient? e.g. frequency, amount, and timing 

•When was the last bowel movement? 

•What was the amount, consistency and colour of the last bowel movement and was blood passed with it? 

•Has the patient been experiencing any abdominal discomfort, cramping, nausea or vomiting, excessive 
gas or rectal fullness? 

•Does the patient regularly use laxatives - if so which one? 

•What does the patient normally do to relieve constipation? 

•What medication is the patient taking? 

•Is this symptom a recent change? 

•What type of diet does the patient take? 

Physical examination should include general observation, abdominal palpation and rectal examination. 
Routine bloods would also be useful e.g. U&E, calcium, thyroid function tests. 

 



  

St Clare Hospice    |   stclarehospice.org.uk   |   Registered charity no. 1063631 
11 

Management 

Whilst these guidelines are predominantly focused on the use of laxative therapy, it must be remembered 
that the management of constipation extends beyond the use of laxatives. Attention must be paid to other 
problems such as pain, diet, fluid intake, immobility and toileting. 

•The aim of laxative therapy is to promote comfortable defaecation not any particular frequency of bowel 
action. 

•The dose should be titrated against the response. 

•In opioid induced constipation, laxative therapy should be regular not intermittent. 

•A combination of stimulant and softener is usually required.  

Classification of Commonly Used Laxatives 
Category Examples Description Comments 
Osmotic Laxatives Lactulose 

 
Magnesium sulphate 

Osmotic laxatives are 
not absorbed from the 
gut and so retain water 
in the lumen by osmotic 
action (this action may 
be partial). This 
increase in volume will 
encourage peristalsis 
and consequent 
expulsion of faeces. 

Can cause abdominal 
distension and 
abdominal cramps. 
 
Patients need to drink 
over a litre a day which 
may not be practical. 

Macrogols Polyethlene glycol Provide a source of non-
absorbable water. 
 
Usually formulated to 
be iso-osmotic. 

Can be effective even 
for faecal impaction, 
but the volume needing 
to be swallowed (up to 
1.5L a day) may not be 
tolerated. 

Surfactant Laxatives Docusate 
 
Poloxamer 

Act to reduce surface 
tension and improve 
water penetration of the 
stools. 

 

Stimulant Laxatives Senna 
 
Bisacodyl 
 
 
 
 
 
Dantron 

Senna and bisacodyl 
both rely on bacterial 
transformation in the 
large bowel to produce 
active derivatives and 
so have little small 
intestinal effect. 
 

Can cause abdominal 
cramps. Should be 
avoided in patients with 
intestinal obstruction 
 
 
 
Dantron is available 
only combined with a 
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Absorbed from the small 
bowel and undergoes 
first pass hepatic 
metabolism to 
glucuronide forms. 
These may be secreted 
in the bile and 
converted to the active 
drug prolonging its 
action 

surfactant  softener e.g. 
Co-danthramer (with 
poloxamer), or Co-
danthrusate (with 
docusate). 
 
Dantron-containing 
preps are subject to 
licence limitations 
following evidence from 
animal   studies that in 
high doses it can cause 
tumours. 
 
It is licensed for use in 
analgesic induced 
constipation in 
terminally ill patients. 
Dantron may colour 
urine red. It should be 
avoided in patients who 
may be incontinent of 
urine or faeces, as it can 
cause severe rashes if it 
comes in contact with 
the skin. 

Peripheral Opioid 
Antagonists 

Methylnaltrexone 
 
 
 
 
 
 
 
 
 
Naloxegol 

Displaces opioid from 
the GI tract. Does not 
cross blood-brain 
barrier. Indicated for 
refractory opioid 
induced constipation 
 
 
 
 
Same action 

Given by SC injection 8-
12mg depending on 
weight. Average time to 
response 30-60 
minutes. Avoid in 
mechanical obstruction 
 
 
 
12.5 – 25 mg OD 
Tablets 

 

Rectal measures 

Rectal laxatives are sometimes necessary but should never take the place of an appropriate prescription of 
an oral laxative. If the constipation is thought to be due to opioids, an alternative to rectal laxative is 
methylnaltrexone. This is a peripherally-acting opioid antagonist and has to be administered as a SC 
injection (Evidence level I)[2] . Although relatively expensive it is rapidly effective in about 50% of cases 
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and may be more acceptable to the patient than undignified rectal interventions. The use of 
methylnaltrexone or rectal laxatives should trigger reassessment of the patient’s oral laxative regime. 

 

Questions to guide the choice of rectal laxative include the following: 

1. Is the rectum full? 

2. Is the stool soft or hard? 

3. Does the patient have normal anal tone? 

Management 

•Soft stools in a lax rectum can be evacuated by a stimulant such as bisacodyl suppositories, which must 
come into direct contact with the mucous membrane of the rectum if they are to be effective. 

•Hard stools can be softened with glycerin suppositories, which must be inserted directly into the faeces 
and allowed to dissolve, thereby softening the faecal mass. 

•Lubricant enemas such as arachis oil can be given overnight as retention enemas to soften very hard stools 
high in the rectum or higher up, before administration of a stimulant phosphate enema the next morning. 

Onset of action 

• Bisacodyl tab - 10-12 hours 

• Bisacodyl supps - 20-60 minutes 

• Dantron - 6-12 hours 

• Docusate - 12-72 hours 

• Glycerin supps - 1-6 hours 

• Lactulose - 48 hours 

• Macrogols - 24-72 hours 

• Microlax enema - 20 minutes 

• Methylnaltrexone - 30-60 min 

• Phosphate enema - 20 minutes 

• Senna - 8-12 hours 

• Sodium picosulphate - 6-24 hours 

 

Do NOT attempt MANUAL EVACUATION of impacted stool without some form of sedation or analgesia. 
 
In circumstances of intractable constipation, close consultation with nursing colleagues is vital if a clear 
strategy for managing the problem is to be achieved. 
 
Consent is an important and necessary part of this procedure. 
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Breathlessness 

Breathlessness varies in intensity; its severity can only be judged by the patient. Breathlessness should not 
be confused with tachypnoea (rapid breathing). Breathlessness can be frightening for both patients and 
their carers, as well as staff. 

The neurophysiology of breathlessness is complex and not well understood. Normal breathing is maintained 
by regular rhythmical activity in the respiratory centre in the brain stem. This is stimulated by mechanical 
receptors (stretch receptors in the airways, intercostal muscles and diaphragm) and by hypoxia and 
hypercapnia (detected by chemoreceptors in the aortic and carotid bodies and in the medulla). In malignant 
lung disease, breathlessness is usually due to distortion and stimulation of the mechanical receptors, and 
blood gases may be normal. 

Breathlessness occurs in >50% of hospice patients, increasing into end-stage disease and is most common 
in cancers of the lung, breast, prostate, colon and rectum; in 25% of patients there will be no evidence of 
lung or pleural involvement. 

Causes of breathlessness: 

1) Cancer-related causes: 
•Primary or secondary tumour causing airway obstruction (look for stridor), lung infiltration/lymphangitis 
carcinomatosis 

•Pleural/pericardial effusion 

•SVC obstruction 

•Phrenic nerve palsy 

•Chest wall pain 

•Ascites 

•Fatigue/weakness 

2) Treatment-related causes: 
 

•Surgery - lobectomy, pneumonectomy 

•Radiotherapy/chemotherapy - pneumonitis, fibrosis 

•Medications precipitating fluid retention or bronchospasm 

•Tracheostomy complications, if the tube is blocked by secretions 
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3) Other conditions: 
•Infection 

•Heart failure 

•Pneumothorax 

•Pulmonary embolus 

•COPD 

4) Existing debilitating factors: 
•Infection 

•Anaemia 

•Fatigue / Muscle weakness 

5) Co-existing psychological factors: 
•Fear 

•Anxiety / Distress 

•Claustrophobia 

Management: 

The palliation of breathlessness depends on the cause and the patient’s suitability for the available 
treatments. A comprehensive, holistic assessment is essential. Individual causes may prompt specific active 
and symptomatic treatments. General measures may be non-pharmacological or pharmacological. 

1) Specific treatments: 
•Pleural effusion - pleural aspiration ± pleurodesis 

•Pulmonary embolus - anticoagulation 

•Pericardial effusion - consider aspiration 

•Pain - analgesia 

•Symptomatic anaemia - blood transfusion 

•Heart failure - diuretics etc. 

•Infection - antibiotics ± physiotherapy 
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•Large airway obstruction - stenting, radiotherapy, laser, brachytherapy, corticosteroids 

•Small airways obstruction - inhaled or nebulised bronchodilators and corticosteroids 

•Superior vena cava obstruction - corticosteroids, stenting, anti-cancer treatment 

•Lymphangitis carcinomatosis - steroids / anti-cancer treatment 

•Deconditioning - rehabilitation 

•Depression - antidepressants 

•Panic attacks - non-pharmacological approaches and benzodiazepines, SSRI antidepressants 

2) General measures:  
 
Non-pharmacological approaches: 

•A fan 

•Positioning   

•Breathing techniques 

•Energy conservation 

•Physiotherapy 

•Distraction 

•Anxiety reduction 

•Visualisation 

•Pulmonary rehabilitation 

•Non-invasive ventilation 

•Cognitive Behaviour therapy 

•Goal setting 

Physiotherapists can teach patients and carers techniques to reduce the work of breathing, to encourage 
relaxation, to aid expectoration of secretions, and coping strategies to improve breathing control.  
Occupational Therapists can provide advice on pacing activities, relaxation and the provision of aids to 
help functional activities which have been limited due to breathlessness. Explanation to carers is also vital 
and carers can be involved in ensuring that patients use the “tripod” sitting position, using a stream of air 
from a fan or window across the face, in reassurance and in reminding the patient of breathing techniques. 
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Breathlessness management clinics, where a multi-professional team approach is used to assess and teach 
patients and carers to cope with breathlessness, can be of value. 

 

Pharmacological approaches: 

- Bronchodilators 
Even in the absence of obvious wheeze, there may be an element of reversible bronchoconstriction which 
will benefit from a trial of salbutamol. Nebulized salbutamol, however, can cause tachycardia, tremor and 
anxiety. 

•Salbutamol 2.5-5mg q.d.s. via nebuliser, or 2 puffs q.d.s. via spacer 

•Ipratropium 250-500µg up to q.d.s. via nebuliser, or 2 puffs t.d.s.-q.d.s. via spacer device 

- Opioids 
There is good evidence that opioids reduce breathlessness in cancer and non-cancer patients.  Opioids do 
not cause CO2 retention, if used appropriately, they have also been shown to improve sleep in the 
breathless patient. 

•Morphine 2.5mg 4 hourly initially, immediate release; modified release and continuous infusion are also 
beneficial. Titrate to effect as with treating pain. Caution should be used in the elderly or in the presence of 
renal impairment. 

- Corticosteroids 
Reduction of peri-tumour oedema may improve breathlessness due to multiple lung metastases and in 
lymphangitis carcinomatosis. Benefit should be apparent within 3-5 days. 

•Dexamethasone 4-8mg o.m. daily, for a one week trial and if there is no improvement, stop. 

- Benzodiazepines 
There is no evidence that benzodiazepines directly relieve breathlessness but they are commonly used for 
anxiety that can accompany dyspnoea. Patients experiencing panic attacks may also benefit from 
explanation, including reassurance about suffocation, and a management strategy including breathing 
technique, and cognitive behavioural therapy as well as benzodiazepines (caution in the elderly). 

•Lorazepam 0.5-1mg SL PRN 6-8h 

•Diazepam 2-5mg b.d. 

•Midazolam 5-15mg CSCI/24h in terminal phase 

- Oxygen 
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Oxygen is often given in the hope of relieving breathlessness, but there is no consistent evidence for specific 
efficacy. A double-blind randomized trial in 239 patients with mild or no hypoxemia reported the same 
improvement in breathlessness with oxygen and with air. 

The costs of using oxygen therapy are high, financially and in terms of patient and family inconvenience 
and anxiety, and there are significant logistical disadvantages and safety risks. Thus a trial with a fan is 
advisable, before starting oxygen, even in patients with hypoxia and when oxygen is tried it must be 
regularly assessed and stopped if there is no reduction in breathlessness.  Patients may prefer to use oxygen 
in short bursts around exercise. Local supplementary oxygen guidelines should be consulted particularly for 
COPD patients: target saturations must be safe, for most patients this is SpO2 of 94-98%, but lower if unsure 
or where there’s a known risk of hypercapnic respiratory failure, SpO2 of 88-92%. Start low i.e. 1-2L/min 
via nasal specs and titrate. 

Terminal Breathlessness 

Breathlessness in imminently dying patients appears problematic for both patients and healthcare 
professionals. Indeed, breathlessness is more common and more difficult to relieve than pain. A calm, 
positive, logical approach can do much to alleviate the distress of the patient. Occasionally terminal 
breathlessness can appear resistant to specific treatments and anxiolytics may then be necessary to alleviate 
the associated distress. 

•Morphine/diamorphine via continuous subcutaneous infusion (CSCI). 

•The dose of opioid will depend on whether the patient is already receiving an oral opioid. If taking oral 
morphine, divide the total 24-hour dose by two for the appropriate 24-hour dose of SC morphine or by 
three to convert to 24-hour SC diamorphine. 

•If the patient is opioid naive, start morphine or diamorphine 5-10mg/24hours CSCI with 2.5mg SC PRN 
and titrate as required. Alternatively, alfentanil 0.5-1mg/24 hours CSCI could be used, particularly in view 
of predictable renal dysfunction. 

To relieve the distress of terminal breathlessness, consider adding: 

•Midazolam 10mg/24hours CSCI with 2.5-5mg SC stat and titrate as required 

And /Or 

•Levomepromazine 25mg/24 hours CSCI with 6.25mg SC stat and titrate as required. 

It is very important to discuss the rationale for anxiolytic medication with the patient and their family. 
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Insomnia 

Causes of Insomnia to consider 
 
• Uncontrolled pain  
• Steroids, especially if taken late in the day  
• Depression - with anxiety symptoms stopping patients getting sleep, or early morning waking  
• Bladder or bowel discomfort  
• Hunger  
• Anxiety and fears 
 
Consider: 
 

• An assessment of the person's normal sleeping pattern, exploring if this symptom is a new 
development - are they daytime napping. 

• Consider environmental influences ie dim lights, reduce noise and external stimulus (coffee, 
television, etc.) 

Management 
 

1. Regular or PRN night sedation should not be prescribed routinely.  
 

2. If a patient is taking a regular benzodiazepine hypnotic e.g. temazepam, consider whether they 
need continue with night sedation:  

 
o Tolerance to benzodiazepines usually develops within a few weeks  
o Withdrawal nightmares and insomnia can occur 

 
3. Insomnia due to depression should be treated with a sedative antidepressant e.g. Mirtazepine 15 

– 30 mg nocte or dosulepin (dothiepin) starting at 50-75mg nocte (25mg if elderly and frail). 
Sleep improvement may occur within a few days, although the dose may have to be titrated up to 
150mg/day for 2/52 for the antidepressant effect (cf. antidepressants)  
 

4. Anxiety and fear may be most appropriately treated by sitting and talking to the patient, a hot 
drink etc. rather than medication.  

 
5. If a night sedative is appropriate, temazepam 10mg nocte should be prescribed, increased to 

20mg if needed.  
 

6. If temazepam is effective but causes unacceptable 'hangover' effects, shorter acting zopiclone 
7.5mg may be tried.  

 
7. If temazepam is ineffective, or becomes tolerated, consider: ◦dosulepin 50-75mg nocte as a 2nd 

line night sedative - even in the absence of depression; may cause daytime drowsiness. 
 

o Clomethiazole may be effective in the elderly, especially if agitated or confused at night. 
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Delirium 

Background information: 

Delirium (also known as acute confusional state) is a clinical syndrome characterised by disturbed 
consciousness, cognitive function or perception, which has an acute onset and fluctuating course. 

DSM IV classification of delirium 

A. Disturbance of consciousness (i.e., reduced clarity of awareness of the environment) with a reduced 
ability to focus, sustain or shift attention. 

B. A change in cognition or the development of a perceptual disturbance that is not better accounted for by 
a pre-existing, established or evolving dementia. 

C. The disturbance develops over a short period of time (usually hours to days) and tends to fluctuate during 
the course of the day. 

D. There is evidence from the history, physical examination or laboratory findings that the disturbance is 
caused by the direct physiological consequences of a general medical condition linked to substance 
intoxication / withdrawal or has multiple aetiologies 

Delirium can be hyperactive with heightened arousal manifesting as restlessness, agitation or aggressive 
behaviour or hypoactive where patients become withdrawn, quiet and drowsy, or mixed. Hypoactive 
delirium can be more challenging to diagnose and can be associated with persistent delirium.[2] Delirium 
impacts on a patient’s ability to communicate, make decisions and function and is associated with poor 
quality of life and increased mortality. It is distressing to families of those affected, especially if patients 
become agitated or aggressive. 

Patients are likely to display disorientation in time, place or person and have an increased reaction time 
with either increased or decreased flow of speech and altered social behaviour. They may also have a 
disturbance of their sleep-wake cycle with nocturnal worsening of symptoms and disturbed dreams and 
nightmares which may continue as hallucinations or illusions after awakening.[3] 

Risk factors for delirium include age over 65 years, cognitive impairment, hip fracture or severe illness such 
as infections. Approximately half of all delirium episodes are potentially reversible. Drugs associated with 
delirium include opioids, benzodiazepines, steroids and anticholinergics.[5] The prevalence may be as high 
as 88% for hospitalized terminally ill patients and is particularly common in elderly patients moved from a 
familiar environment. It may be exacerbated by deafness and poor vision. For patients at risk of developing 
delirium, measures should be taken to prevent this by; identifying and managing the causes of delirium 
early; reviewing and discontinuing unnecessary medication; avoiding moving the patient between wards or 
rooms where possible; and using methods to maintain orientation in time, place and person. 
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Causes: 

Common causes of Delirium (think DELIRIUM) 

• Drugs (toxicity, interactions, withdrawal) /Dehydration 

• Electrolyte imbalance (Hypercalcaemia, Hypo/hypernatraemia) 

• Level of pain 

• Infection/Inflammation 

• Respiratory failure (hypoxia, hypercapnia) 

• Impaction of faeces 

• Urinary retention 

• Metabolic disorder (liver/renal failure, hypo/hyperglycaemia)/MI 

Diagnosis: 

The Mini-Mental State Examination (MMSE) is a tool used for cognitive impairment but it should not be used 
in isolation as it is not discriminatory for delirium and licensing agreements with the authors have been an 
issue. 
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Delirium can be assessed using the Confusion Assessment Method (CAM) which takes approximately 5 
minutes to complete and is validated in palliative care. A patient is CAM positive if their confusion has an: 

1. Acute onset or fluctuating course and, 

2. The patient has inattention 

 and either: 

3. Disorganised thinking 

 or 

4. They have an altered level of consciousness which can be hypo- or hyper-alert 

Management of delirium: 

It is essential to give explanations and reassurance in as calming an environment as is possible. Any 
reversible causes should be identified and treated appropriately; a review of all medication is essential 
especially if there is any deterioration in renal or liver function. Management should take into account each 
patient’s individual needs and preferences and therefore investigations should be tailored to individual 
goals of care. While delirium is normally understood as a reversible process, there may not be time for it to 
improve in terminally ill patients. 

Explanation to the family is also essential as they are likely to be very distressed and anxious about the 
potentially alarming changes that they have witnessed. Consider involving family and carers to support 
reorientation of the patient who may respond well to familiar faces. Other methods to maintain orientation 
in time and place, ensuring hearing and visual aids are available and are being used are essential for 
reducing the occurrence of delirium and managing symptoms. 

Pharmacological management of delirium: 

There is limited evidence of efficacy to support the use of medication in the treatment of delirium. 
Antipsychotics are used commonly to manage symptoms of delirium when patients are restless and agitated 
especially if reversing the causes of delirium is not successful. There are drug approaches that can be used 
in all types of delirium. It should however be noted that these drugs are off-label in delirium, as they do not 
have a UK marketing licence for this indication. The most commonly used medications are haloperidol and 
olanzapine; these should be started at the lowest, clinically- appropriate dose and titrated cautiously 
according to symptoms. Low- dose Haloperidol is tolerated by most patients where indicated. However, 
antipsychotic medication is best avoided in patients with Parkinson’s disease and dementia with Lewy 
bodies. Haloperidol also prolongs the QT interval with the potential to precipitate a serious, possibly fatal 
arrhythmia in at risk patientsand can also lower the seizure threshold. Atypical antipsychotics such as 
olanzapine and risperidone should be used with caution in patients at risk of cerebrovascular accident. 
When antipsychotic medication is used, close monitoring is essential especially for extrapyramidal side 
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effects. Patients who develop acute dystonic reactions should be treated with procyclidine 5-10mg IM/IV 
or if oral route still possible, 2.5- 5mg PO t.d.s. 

The National Institute for Health and Care Excellence (NICE) guidelines do not support the use of 
benzodiazepines in the treatment of delirium (excepting the specific use of benzodiazepines in alcohol 
withdrawal related delirium). However, in the event of irreversible or terminal delirium benzodiazepines, 
typically in combination with antipsychotics, may be used to help relieve distress. Lorazepam or midazolam 
are commonly used first-line in palliative care. 

There is no evidence of benefit with the cholinesterase inhibitors, rivastigmine or donepezil in the 
management of acute delirium. Similarly, there is a paucity of evidence of benefit from clinically-assisted 
hydration in patients with terminal delirium. 

Medication may be required if verbal and non-verbal de-escalation techniques are not 
appropriate, or have not resolved symptoms: 

Mild – moderate patient distress consider short-term use (up to 1 week) starting at the lowest clinically 
appropriate dose and titrating cautiously; 

•Haloperidol 500µgs PO 1-2 hourly prn, daily maximum 5mg especially in the elderly. For patients unable 
to take oral medication similar doses can be given subcutaneously 2 hourly 

•Olanzapine may be better tolerated if needed to be used for longer time periods. 2.5-5mg PO 2 hourly, 
daily maximum 20mg (10mg in elderly). Dispersible formulations are available. 

•For patients with Parkinson’s disease, prolonged QT interval, alcohol withdrawal or pre-existing seizures, 
benzodiazepines may be used first line – lorazepam 0.5-1mg PO 1-2 hourly, daily maximum 4mg and 
atypical antipsychotics may also be considered, although the evidence base is limited. 

•For patients with dementia, antipsychotic drugs are not usually recommended. In Dementia with Lewy 
Bodies they are linked to worsening of extrapyramidal features or acute, severe physical deterioration. In 
Alzheimer’s disease, vascular dementia or mixed dementias, antipsychotic drugs are linked to 
cerebrovascular adverse events and death. However, following a robust risk-benefit analysis, cautious use 
of antipsychotics can be considered for severe psychosis and/or agitated behavior. 

Severe distress or danger to self or others 

Haloperidol 1.5-3mg stat PO/SC up to 10mg maximum, if needed, combined with a benzodiazepine, 
lorazepam 1-2mg PO PRN 

Pharmacological management of ‘terminal restlessness’ – progressive, irreversible, hyperactive delirium at 
the end of life: 

•Haloperidol 0.5-2.5mg SC PRN can be used first line and switch to 2.5-10mg CSCI /24 hours if ≥2 PRN 
doses required within 24 hours 
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•Second-line, in addition use midazolam 2.5-5mg SC PRN and then if ≥2 PRN doses required within 24 
hours commence 5-15 mg CSCI / 24 hours 

•If the patient continues to be agitated, increase the midazolam to 20-60mg CSCI /24 hours 

•If agitation continues despite adequate, round-the-clock infusions of both haloperidol and midazolam, 
consider switching the haloperidol to levomepromazine 25-50mg CSCI /24 hours, with 25mg SC PRN 
and titrating from 50-75mg CSCI /24hrs for severe symptoms up to maximum 200mg daily 

•If agitation appears refractory consider using phenobarbital with specialist advice. 

Equivalent benzodiazepine and antipsychotic doses 

Occasionally, patients may be on antipsychotic drugs or benzodiazepines on a long term basis. The 
approximate equivalent doses are outlined below although, as ever, doses should be based on an overall 
assessment of the patient’s individual needs. Switching antipsychotics or benzodiazepines, while not 
recommended, is sometimes required in the palliative care setting especially if the previous oral route is no 
longer available. 

 

Approximate equivalent anxiolytic-sedative doses 
 Equivalent Dose Approximate duration of action 
Diazepam 5mg 3-30 hours 
Clonazepam 250µg 12 hours 
Midazolam 2.5-5mg < 4 hours 
Lorazepam 500µg 6-72 hours 
Temazepam 10mg 6-8 hours 

   

Approximate Antipsychotic drug equivalent doses 
 Drug Dose 
Chlorpromazine 100mg 
Haloperidol 2-3mg 
Levomepromazine 25 – 50 mg 
Olanzapine 2.5-5mg 
Risperidone  0.5-1mg 
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Syringe Drivers 

Syringe pumps are portable, battery-operated devices for delivering medications by continuous 
subcutaneous infusion (CSCI). They are used to allow continued drug delivery when the oral route is no 
longer feasible. Switching from oral medication to a syringe pump only represents a change in route, and 
should not be expected to deliver an improvement in analgesia or additional relief of any other symptom, 
unless there has been a preceding problem with gastrointestinal tract absorption or unreliable oral 
administration. 

Indications for use 

Syringe pumps are needed when patients are unable to take medications orally as a result of: 

• Persistent vomiting 
• Dysphagia 
• Severe weakness, so unable to swallow oral drugs 
• Decreased conscious level / unconsciousness 
• Poor intestinal absorption- malignant bowel obstruction / profuse diarrhoea 
• Unwillingness or inability to take medicines by mouth because of; pain, nausea or because of 

malignant lesions or post-operative complications in head and neck cancers 
• In refractory symptoms, where a trial switch from the oral to subcutaneous route is considered, as 

a last resort in case a different response could be achieved 

Compatibility of drugs mixed in a syringe pump 

Drugs used together in a syringe pump should be checked for compatibility. The following commonly used 
drugs are compatible when mixed with Morphine or Diamorphine in the same syringe: 

• Cyclizine 
• Clonazepam 
• Glycopyrronium 
• Haloperidol 
• Hyoscine butylbromide 
• Hyoscine hydrobromide 
• Levomepromazine 
• Metoclopramide 
• Midazolam 
• Octreotide 
• Ondansetron   

Drug combinations may be compatible only at certain concentrations, therefore the concentration of each 
drug in the syringe should be compared with compatibility data, not the dose. Check drug compatibility 
using reference books e.g. The Syringe Driver and Palliative Care Formulary. The British National Formulary 
carries some information about compatibilities in the section ‘Prescribing in palliative care’. 



 

St Clare Hospice    |   stclarehospice.org.uk   |   Registered charity no. 1063631 
27 

Search www.palliativedrugs.com for compatibility.   

Compatibility will however always be an empirical judgment. Check the solution in the syringe regularly for 
precipitation and/ or discoloration and discard the contents if this happens. 

Some drugs that are so irritant if administered by the SC route, that they must not be used in a syringe pump, 
including: 

• Diazepam 
• Chlorpromazine 
• Prochlorperazine 

Care should be taken when mixing more than two drugs in a syringe and ensuring that the diluent is 
compatible with each of the drugs. 

The following points are useful to consider when mixing drugs in a syringe pump, especially if compatibility 
data is lacking: 

• Drugs with a similar pH are more likely to be compatible 
• Most of the drugs commonly used in syringe pumps are acidic in solution, therefore more alkaline 

medications e.g. dexamethasone, diclofenac, furosemide, ketamine, ketorolac and phenobarbital 
could cause compatibility problems if added. A second syringe pump should be considered to 
administer these drugs 

• Exposure of the syringe mixture to extremes of temperature and light can affect stability and should 
be avoided where possible 

• In general, drugs tend to be more stable in lower concentrations in solution. Therefore, choose a 
larger syringe with more diluent where possible. If this is not possible the drugs may need to be 
separated and administered using more than one syringe 

• Drugs with long durations of action can alternatively be given equally well as a bolus SC or 
intravenous injection once or twice daily, for example dexamethasone and levomepromazine. This 
avoids the need to add to a syringe mixture that may affect stability 

• Skin irritation around the needle site, poor symptom control or an unexpected loss of symptom 
control may be the result of drugs becoming unstable when mixed together. Frequent checks of the 
syringe pump contents for precipitation or discoloration as well as the patient’s condition is 
essential. 

Diluent 

Cyclizine is not compatible with 0.9% sodium chloride, thus water for injection should be used as the diluent. 
However, Cyclizine may precipitate at high doses, particularly in combination with high doses of 
diamorphine. 

Certain drugs are not as compatible with water for injection or appear better suited to 0.9% sodium chloride 
as the diluent, these include: ketamine, ketorolac, octreotide and ondansetron. 

http://www.palliativedrugs.com/
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Levomepromazine is suitable to use by the subcutaneous route (SC), but it can cause irritation. This can be 
minimized by using 0.9% sodium chloride as the diluent, however this should be switched to water for 
injection if diamorphine at a concentration greater than 40 mg/ mL is mixed in the same syringe. If irritation 
remains a problem consider diluting the drugs further by using a larger volume syringe. Remember to check 
if the other drugs mixed in the syringe are also compatible with 0.9% sodium chloride. 

Site reaction    

Cyclizine and levomepromazine often cause needle site reactions; where possible dilute the drugs in larger 
volumes of diluent. Firmness or swelling is not necessarily a problem but the needle site should be changed 
if there is pain or inflammation. If there is no alternative to SC administration of these drugs and providing 
infection is ruled out as the cause of inflammation it may be helpful to add dexamethasone to the syringe 
mixture; consider adding 0.5 – 1.0mg. Switching to a plastic / Teflon needle may reduce local inflammation 
if there is an allergy to the nickel contained in many standard needle sets. 

Medicines reconciliation of syringe pumps 

When patients move between care providers, the risk of miscommunication and unintended changes to 
medications remain a significant problem. This is particularly challenging for patients receiving medications 
via a syringe pump.  

Care is needed, as the usual sources of information used to reconcile medications, e.g. discharge letters 
and medication labels may not be helpful as they will often state doses as a range, they may also not 
distinguish medications currently being administered from those prescribed in case of a future need.  

This can lead to medication errors, a failure in symptom control and the potentially avoidable readmissions. 
Suitable arrangements to facilitate medicines reconciliation are needed e.g. ensuring documentation 
detailing the medications currently being administered in the syringe pump follow the patient when they are 
transferred between care settings. 
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Identifying Dying Algorithm 
 

Patient has deteriorated 
Are we dealing with last few days? 

Check diagnosis and stage 
▼ 

ASSESSMENT: Ask questions:  
1) Is the deterioration new? 
2) Any reversible cause? (Have there been recent blood tests done / what drugs patient is on / are there any signs of infection e.g. urine smell, fever, 

sputum colour change etc.) 
3) Current symptoms? 
4) What is the family and carer perception? 
5) Has the performance status changed over the last few days? 
6) Clinical team looking after patient believes that patient may die within next few days 
7) Supportive evidence (bed-bound patient with minimal oral intake and altered consciousness) 

▼ 
Seek Discussion with Multi-Disciplinary Team 

Consider Individualised Care Plan for the care of dying patient (ICP) 
▼ 

ADVICE: 
1) Provide leaflet for care of dying patient to family 
2) Make sure that PPC has been discussed and a DNACPR form is completed 
3) Manage symptoms 
4) Anticipatory prescribing: refer to algorithm 
5) Support family 
6) Take into account cultural and spiritual beliefs 
7) Honest discussions 
8) Consider explanations about hydration and deterioration 
9) Good communication within team 
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Prescribing medication guidelines for anticipatory last days 
of life 

Pain 
 

Is the patient taking oral morphine or other opioid? 
 

Yes No 
 

  
Morphine 

 
Morphine (SC) Diamorphine(SC) Oxycodone (SC) Alfentanil 

 5mg 2.5mg 1.5mg 2.5mg 0.05mg 
10mg 5mg 3mg 5mg 0.10mg 
15mg 7.5mg 5mg 7.5mg 0.25mg 
20mg 10mg 7.5mg 10mg 0.25mg 
30mg 15mg 10mg 15mg 0.5mg 

 

Prescribe PRN dose of morphine as a sixth of 
24 hour dose. E.g. morphine 30mg in 24 
hour requires 5mg morphine SC PRN 

Supportive Information 

To switch between opioids refer to the conversion table or contact the pharmacist or specialist palliative 
care team for advice.  If patient is on a transdermal fentanyl patch leave the patch on and add 
additional analgesia (if required in syringe driver.  If patient is on buprenorphine patch, seek advice. 

Anticipatory prescribing in this manner will ensure that in the last hours or days of 
life, there is no delay responding to a symptom if it occurs. 

If symptoms persist contact the specialist palliative care team for advice.  

St Clare Hospice 24/7 Advice Line: 01279 773773 

Review every 24 hours. If 2 or more PRN doses required, consider increasing the dose of the infusion.  
Remember to increase the PRN dose if the dose of the infusion is increased. That PRN dose should be a 
sixth of the dose in 24 hours. 

Prescribe SC morphine 2.5mg to 5mg up to 

every TWO to FOUR hours PRN. Maximum 6 
doses in 24 hours 

 

Convert dose of current opioid to 24 hour SC 
infusion of morphine. If pain not controlled 
increase dose by a third. 

Review at least every 24 hours. If 2 or 
more PRN doses have been required 
consider starting a syringe driver. 
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Nausea and Vomiting 

 

Bowel obstruction, raised
intracranial pressure, cause
unknown, chemotherapy induced. 

Partial bowel obstruction, gut 
related vomiting. 

Chemically induced e.g. drugs, 
renal / hepatic failure. 

Review after 24 hours; consider syringe driver if 
2 or more stat doses used, 100mg to 150mg
cyclizine over 24 hours. Haloperidol 1.5mg SC stat and PRN up to

THREE times a day plus haloperidol 3mg
to 5mg via syringe driver or cyclizine
50mg SC stat dose plus 100mg to 150mg
cyclizine via syringe driver over 24 hours 

Metoclopramide 10mg stat
plus 30mg via syringe driver
over 24 hours 

Seek advice from specialist
palliative care team 

Levomepromazine 6.25mg stat and PRN up to

THREE times a day, plus 25mg to 50mg via syringe
driver over 24 hours Review after 24 hours 

Nauseated 

What might the cause be? 

Patient already taking anti-emetic Patient not taking anti-emetic 

Metoclopramide 
Nausea controlled Nausea not controlled 

No nausea 

Use same anti-emetic via syringe driver if possible 
e.g. haloperidol, cyclizine, metoclopramide,
levomepromazine. Plus PRN medication 

Prescribe PRN medication e.g. cyclizine 50mg 
SC up to THREE times a day 

Supportive Information 

To switch between opioids refer to the conversion table or contact the pharmacist or specialist palliative care team for advice. If patient is on a transdermal fentanyl patch 
leave the patch on and add additional analgesia (if required in syringe driver.  If patient is on buprenorphine patch, seek advice. 

Anticipatory prescribing in this manner will ensure that in the last hours or days of life, there is no delay responding to a symptom if it occurs. 

If symptoms persist contact the specialist palliative care team for advice. St Clare Hospice 24/7 Advice Line: 01279 773773 
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Dyspnoea (difficulty in breathing) 
 

Breathlessness 
 

Present Absent 
 
 

 
 
 

 
 

 
 

 

 
   
   

 
  

 
 
 

 

Is the patient already taking oral 
morphine for breathlessness? 

Morphine 2.5mg to 5mg SC 

PRN up to every TWO to FOUR 
hours. Maximum 6 doses in 24 
hours 

Yes No 

Morphine 2.5mg to 
5mg SC PRN up to 
every TWO to FOUR 
hours. Maximum 6 
doses in 24 hours. 

Convert to 
morphine and 
give via syringe 
driver 

 

After 24 hours review medication, if 3 or 
more doses required PRN then consider a 
syringe driver. 

Supportive Information 

Consider non-pharmacological measures (e.g. fan, open window). Oxygen can be trialled for a 
fixed period as often it is not helpful. 

If a patient is breathless and anxious, consider midazolam stat 2.5mg SC PRN up to every 

TWO hours. Maximum 6 doses in 24 hours. 

Anticipatory prescribing in this manner will ensure that in the last hours or days 
of life, there is no delay responding to a symptom if it occurs. 

If symptoms persist contact the specialist palliative care team for advice.  

St Clare Hospice 24/7 Advice Line: 01279 773773 
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Respiratory tract secretions 
 

Absent Present 
 

 
 
 

 

Review every 24 hours. Consider 
syringe driver if 2 or more doses 
needed. Hyoscine butylbromide 
60mg over 24 hours. 

General measures. Reposition 
on the right side, consider 
stopping artificial hydration. 

Hyoscine butylbromide 20mg SC PRN 
up to every FOUR hours. Consider 
syringe driver hyoscine butylbromide 
60mg over 24 hours. 

Hyoscine butylbromide 20mg SC PRN up 
to every FOUR hours 

Review after 24 hours. 

If 2 or more PRN doses needed consider 
increasing syringe driver up to  120mg 
Hyoscine butylbromide SC over 24 hours. 

Supportive Information 

Anticholinergics reduce the production of secretions and do not remove those already present. 

Glycopyrronium 200mcg SC PRN up to every SIX hours with 600mcg glycopyrronium SC via 
syringe driver over 24 hours may be used as an alternative if patient has partial bowel 
obstruction 

Anticipatory prescribing in this manner will ensure that in the last hours or days 
of life, there is no delay responding to a symptom if it occurs. 

If symptoms persist contact the specialist palliative care team for advice.  

St Clare Hospice 24/7 Advice Line: 01279 773773 
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Terminal Restlessness and Agitation 
 

Absent      Present 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Supportive Information 

Anticipatory prescribing in this manner will ensure that in the last hours or days 
of life, there is no delay responding to a symptom if it occurs. 

If symptoms persist contact the specialist palliative care team for advice.  

St Clare Hospice 24/7 Advice Line: 01279 773773 

If not settled, seek help from 
specialist palliative care team. 

If patient not settled on midazolam 
10mg via syringe driver, add 
levomepromazine 12.5mg to 25mg 
or haloperidol 2.5mg to 5mg and 
consider increasing midazolam up to 
30mg with gradual increase.  

Continue to give PRN doses as 
needed and review daily. 

If 2 or more doses required in 24 
hours start SC syringe driver with 
10mg to 20mg midazolam over 24 
hours.  

Midazolam 2.5mg to 5mg SC PRN 
up to every TWO hours. Maximum 6 
doses in 24 hours. 

Patient is on regular 
benzodiazepine, seek 
advice. 

Patient is not on regular 
benzodiazepine.  

Review regularly, at least 24 hourly. 

Midazolam 2.5mg to 5mg SC PRN 
up to every TWO hours. Maximum 6 
doses in 24 hours. 
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Supportive Discussions with Patients 
Step 1: S – SETTING UP: 

• Prepare in your own mind what words and tone you are going to use. 
• Collect right information about patient. 
• Arrange for some privacy. Have tissues ready in case the patient becomes upset.  
• Involve significant others. Ask the patient to choose one or two family representatives.  
• Sit down. Sitting down relaxes the patient and is also a sign that you will not rush. When you 

sit, try not to have barriers between you and the patient.  
• Make connection with the patient. Maintaining eye contact may be uncomfortable but it is an 

important way of establishing rapport. Touching the patient on the arm or holding a hand (if 
the patient is comfortable with this) is another way to accomplish this.  

• Manage time constraints and interruptions. Inform the patient of any time constraints you may 
have or interruptions you expect.  

STEP 2: P - Patient/Carer’s PERCEPTION  

• Ask: ‘What do you think is going on?’ 
• ‘Do you feel things are getting worse or better?’ 
• ‘How does that make you feel?’ 
• ‘What is your biggest fear/concern?’   

STEP 3: I - Obtaining patient’s INVITATION  

• ‘How can I/we help you?’ 
• ‘Do you want me to get someone else here to be with you?’ 
• ‘Do you think you are depressed or anxious?’ 

STEP 4: K - Giving KNOWLEDGE and information to patient 

• Respond to any questions 
• State how the patient’s condition is 
• Be honest about poor prognosis 
• Repeat patient/carer’s own vocabulary 
• Use non-jargon language (e.g., use ‘spread’ rather than ‘metastasis’) 
• Avoid excessive bluntness but be honest 
• Small sentences/chunks 
• Stress on positives. Explain what you can do (e.g., we can be here to make patient 

comfortable, we can support family, allow visiting/staying at night etc.) 
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STEP 5: E - Addressing the Patient's EMOTIONS with Empathic Responses 

• Observe for any emotion on the part of the patient. This may be tearfulness, a look of sadness, 
silence, or shock. 

• Identify the emotion experienced by the patient by naming it to oneself. If a patient appears 
sad but is silent, use open questions to query the patient as to what they are thinking or feeling. 
(“Are you feeling sad/angry?”) 

• Identify the reason for the emotion. (Is it because…?) 
• After you have given the patient a brief period of time to express his or her feelings, 

acknowledge the feelings. (Usually not straight away)  

STEP 6: S - STRATEGY and SUMMARY  

• Discuss future/management plan 
• Share responsibility for decision-making with the patient 
• Check the patient's understanding of the discussion (any misunderstanding can prevent 

desirable response) 
• Acknowledge uncertainty for patients but also for professionals 
• Accept that it is hard for professionals to make a definite prognosis but always help with 

future/advance care planning 
• Close the discussion with a plan and offer to talk again. 
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