Template Layout V1

Anticipatory Medications Template V1.3

Deployed to all GP Practices in 5 Hampshire CCGs March 2020 as part of the Palliative
Care response to COVID19

The following pages illustrate the Anticipatory Medications Dose Calculation Worksheets developed
over much of 2019 to sit alongside the Future Planning Template and SHFT/Solent Community
Syringe Driver and PRN Administration Order sheets. In response to COVID-19 this work was
completed over 2 weeks in March and all of the resources mentioned were distributed to all EMIS
practices by ArdensQ and all SystmONE practices via Southampton and Portsmouth CCG IT
departments. This work was completed by the release of clinical Palliative Medicine Consultant time
by SHFT, Solent NHS Trust and Rowans Hospice, without any additional funding.

Introductory page from the EMIS template is shown in figure 1. Generally SystmONE Template views
are used to illustrate contents. Both S1 and EMIS templates link to the same flowcharts held in the
FuturePlanning.org.uk webpages.

Figure 1.0 - Introductory Page

Template Runner

Pages « Template information
R 'Cr:’l;tempiate is produced by Ardens for EMIS Web in association with the Future Care Planning Project and Dr. Steve Plenderleith, consultant in paliative
Pain This template is intended for use by clinicians as an aid but is not intended as a replacement for clinical judgement in the care of individual patients.
Nausea and Vomiting For queries, or to report broken links, please email : ardens.emis@nhs.net
Breathlessness Original © Future Planning Project
Secretions This version © Ardens-Q Ltd.

Agitation and Delirium Information

COVID-19 This template is designed to help guide clinicians in starting safe doses of (primarily) end of lfe anticipatory medications.
It is your responsibility to check course, doses and routes of ini ion, as well as contraindicatic and allergies, before giving any
medicine.

The links provided lead to external sites - we do not endorse, or have control over the content or accuracy of these sites.

Introduction
The Future Care Planning Project is supported as part of an NHS and hospice partnership:
Click to view supporters of the furture planning template

Future Care Planning Project Information

For project information and additional resources, please visit the following link:
Future Planning Website

Template Version

Template entry lAntscupatorv prescribing (v13.5) by Ardens-Q Ltd. 29-Mar-2020 »

This is version 13.5 (Plenderleith v1.2) of the Anticipatory Prescribing template, last updated Mar 2020

Dr Steve Plenderleith 05 March 2021
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Figure 2.0 - Pain Control
¥ Anticipstory Meds Subcut Drug Dose Worksheet

1
‘emetics, anti-epileptics, anti-psychotics al

dexamethasone (for raised ICP or cerebral irritation
headaches.)

- when initiating a new CSCI* drug, doses should be
based upon the patients response to SC PRN use of that
drug.

- dose ranges can be used in the community.
Community Care Teams will start with the lowest dose
unless clearly instructed otherwise.

- dose ranges should generally allow for a single 50%
increase. Wider ranges need to be clinically justified in each
case. Remember Gosport.

Opioids (less than) < 20mg

*Continuous Subcutaneous Infusion (CSCI)
morphine equivalent

eGFR >50

or cerebral itation headaches)

eGFR 30-50 chart should only be written up for pain relief once the patient's

response to PRN SC dosing has been assessed.
- dose ranges can be used in the community. Community Care

otherwise.

- dose ranges should generally allow for a single 50% increase.
Wider ranges need to be clinically justified in each case.
Remember Gosport.

Weak Opioid

eGFR >30

Specialist Palliative Care telephone advice 24/7 may help;
particularly if sought in advance as less common SC drugs can
then be sourced prior to being required. Seeking advice does not
require 3 referral.

eGFR <30

—_—
Driven by anxiety
rather than pain

Low e 5 epiley ti-psycl d dexamet} 0
vigh enc= W (tonearest 25m) | / cerebral irritation headaches.)

- If on no regular background strong opioid a Syringe Driver
chart should only be written up for pain relief once the patient’s
response to PRN SC dnsn‘ has been nsmd

be used in care
Teams will start with the lowest dose unless dearw instructed
otherwise.

generally allow for
Wider to be clinically justified in each
Remember Gospon.
5 1w - / Speuallst Palliative Care talephnne advice 24/7 may help;
LhCTHs {tonearest 2.5mg) \ / if sought in advar SC drugs can

then be sourced prior to being. requlred Seeking advice does not
require a referral.

Dr Steve Plenderleith 05 March 2021
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Subcut. PRNs Syringe Driver Admin Chart;
hir E.g. pain relief, anti-emetics,
) RS whet, e oral rpat -
=TT matouty | | ey
z :
3 Supply 0 PAN SC dosing hasbeen asessed.
g |Write up Syringe Driver admin chart; 10/mi. il
- N greater than 3 -if driver required now 5 of Morphine or Oxycodone otherwise.
K] N = Average times PRN o 2 = use and:
= ‘opioid used/day =
3 Minimum of 10ampules. e c—
2 . y help;
Subcut. PRNs
allows for one 50% increase & a bit) 1 B 1
=%/10T="/5 T mg Hourly

Fentanyl

Multiply patch strength by 24.
Divide by 1000 to get mg per day.
— = > Multiply by 125 to convert to oral

morphine TDD :
|

Prescribe increment.

| If pain is poorly controlled
_ consider discussing with the
Multiply patch strength by 24. | | liative care team
Divides by 1000 o get mg per day. | | B2 b
Multiply by 100 to convert to oral
morphine TDD

Between

If requiring increased pain
relief; Buprenorphine
e assess response to PRNs

»  If renal failure then d/w
palliative care

consider setting up an
opioid syringe driver
alongside the patch

/13 TDD "/, TDD mg

Sldisdoa PRN 4 Hourly up to x4/da;

Prescribe

1000 to reach Fe
PRN SC start dose (in 1000 fs00 Mg
microgrammes) PRN Hourly up to x6/24hrs

Discuss with Specialist Palliative Care or
Renal team if they are not already involved

Dr Steve Plenderleith 05 March 2021
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Figure 3.0 - Anti-emetics
Y Anticipatory Meds Subcut Drug Dose Worksheet

| Introduction | PAIN| N&Y | Breathlessness | Secretions | Agitation | covip-1a]

Anticipatory Medications & Management of Nausea & Vomiting

Find the section that represents your patient's CURRENT treatment, and then click the
associated link to view the suggested treatment pathway.

EoL N&V considerations view cannot be shown when previewing #
Patient is not currently taking an oral anti-emetic?

Follow this link for guidance ... @ nNooral

Patient is currently on an effective oral anti-emetic?

Metoclopramide or Domperidone . . @ Prokinetics

Cyclizine..............ccoevunn.. @ oyelizine
Haloperidol...................... @ Haloperidol
Ondansetron................... @ ondansetron
Levomepromazine .............. @ Levomepromazine
Other. .....oovneeeieinaininnss © piffcut Drugs

Current anti-emetic is ineffective? @ Dificult Drugs

Syringe Driver Admin Chart;
- should only be written in advance for drugs
Add to Syringe that need to continue when the oral route is lost.
A E.g. pain relief, anti-emetics, anti-epileptics, anti-
Driver Chart psychotics and dexamethasone (for raised ICP or
cerebral irritation headaches.)
- when initiating a new CSCI* drug, doses
should be based upon the patients response to
5my1m| SC PRN use of that drug.
- dose ranges can be used in the community.
Ly i CCTs will startgwlth the lowest dose unless "
(4hrs, x4/24hrs)

clearly instructed otherwise.
somg/iml b --- o\ll!u!.
50mg PRN 150mg/24hrs

- dose ranges will generally allow for a single
(4hrs, x4/24hrs)

Intracranial pathology may increase
sensitivity to haloperidol or
levomepromazine Side Effects?

Prescribe FP10 &
add to PRN chart

50% increase. Wider ranges need to be clinically
justified in each case. Remember Gosport.

Specialist Palliative Care telephone advice 24/7
may help; particularly if sought in advance as less
common SC drugs can then be sourced prior to
being required. Seeking advice does not require
areferral,

*Continuous Subcutaneous Infusion (CSCI)
Cyclizine stings and can cause site irritation.

DO NOT mix with 0.9% Saline. Use water for injection in the driver.
If problematic consider a change to a less irritant anti-emetic e.g. 2™ line
levomepromazine or 3" line (with pal. care advice) ondansetron

Prescribe FP10 & add Syringe Driver Admin Chart; PRN chart
to Syringe Driver Chart - should only be written in advance for
drugs that need to continue when the oral
route is lost. E.g. pain relief, anti-emetics,
anti-epileptics, anti-psychotics and
| _ | dexamethasone (for raised ICP or cerebral | _ |
irritation headaches.)
- dose ranges can be used in the " If using in driver & PRN, the maximum
community. Community Care Teams wil effective total dose for N & V is 60mg/24hrs.
Crosses BBB, hence risk of dystonia and start with the lowest dose unless clearly 1f N&V persists consider conversion to
s o instructed otherwise. levomepromazine or if colic becomes a
longer term use. - dose ranges will generally allow for a problem then please discuss with your local
single 50% increase, Wider ranges need to Palliative Care team .
be clinically justified in each case.
Remember Gosport.

*Continuous Subcutaneous Infusion {CSCI)

Dr Steve Plenderleith 05 March 2021
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Prescribe FP10 & add
to Syringe Driver Chart

when the oral r
i

Syringe Driver Admin Chart;

PRN chart

- should only be written in advance for drugs that need il
‘oute is lost. E.g. pain relief, anti-emetics, anti-epileptics,

headaches.)

- dose ranges can be used in the community. Community Care Teams
will start with the lowest dose unless clearly instructed otherwise.

- dose ranges will generally allow for a single 50% increase. Wider
ranges need to be clinically justified in each case. Remember Gosport.

o o,

Infusion (CSCI)

and (for raised ICP or cerebral irritation

Worsening intracranial pathology may
increase sensitivity to haloperidol or
levomepromazine side effects?

Prescribe FP10 & add

Only consider
conversion to

syringe driver if
used orally as 3"
line anti-emetic
after failure of
other orals to
control
N&V.

common syringe

to Syringe Driver Chart

Prescribe FP10 &
add to Syringe
Driver Chart

As not in

driver use in

Hampshire

Community
please call your
local Specialist
Palliative Care

team for support;

if not already
involved.

Cyclizine stings and can cause site irritation.

DO NOT mix with 0.9% Saline. Use water for injection in the driver.
Consider change to a less irritant anti-emetic e.g.Haloperidol,

2" line

Syringe Driver Admin Chart;

- should only be written in advance for drugs
that need to continue when the oral route is lost.
E.g. pain relief, anti-emetics, anti-epileptics, anti-
psychotics and dexamethasone (for raised ICP or
cerebral irritation headaches.)

- dose ranges can be used in the community.
Community Care Teams will start with the lowest
dose unless clearly instructed otherwise.

- dose ranges will generally allow for a single
50% increase, Wider ranges need to be clinically
justified in each case. Remember Gosport.

*Continuous Subcutaneous Infusion (CSCI)

If using in driver & PRN then the maximum
effective dose for N & V is 150mg/24hrs. If N&V
persists please consider conversion to
levomepromazine or discuss with your local
Palliative Care team .

PRN chart

s

If using in driver & PRN then the maximum
effective dose for N & V is 5mg/24hrs. If
N&V persists please discuss with your local
Palliative Care team .

irritation headaches.)

Remember Gosport.

Syringe Driver Admin Chart;

- should only be written in advance for
drugs that need to continue when the oral
route is lost. E.g. pain relief, anti-emetics,
anti-epileptics, anti-psychotics and
dexamethasone (for raised ICP or cerebral

- dose ranges can be used in the
community. CCTs will start with the lowest
dose unless clearly instructed otherwise.

- dose ranges will generally allow for a
single 50% increase. Wider ranges need to
be clinically justified in each case.

*Continuous Subcutaneous Infusion (CSCI)

PRN chart

If already using ondansetron in
the driver then giving more PRN
is unlikely to be helpful. If N&V
persists please discuss with your
local Palliative Care team .

Prescribe FP10 & add to

Syringe Driver Admin Chart;

PRN chart

Syringe Driver Chart

- should only be written in advance for drugs

that need to continue when the oral route is lost.

E.g. pain relief, anti-emetics, anti-epileptics, anti-
psychotics and dexamethasone (for raised ICP or
cerebral irritation headaches.)

- dose ranges can be used in the community.
Community Care Teams will start with the lowest

dose unless clearly instructed otherwise.
- dose ranges will generally allow for a single

If using in driver & PRN then the

Use 0.9% Saline for diluting in the

syringe driver when possible.

Dr Steve Plenderleith

50% increase. Wider ranges need to be clinically

effective dose for N&V is 25mg/

justified in each case. Remember Gosport.

*Continuous Subcutaneous Infusion (CSCI)

24hrs. If N&V persists please discuss with
your local Palliative Care team .

05 March 2021
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Figure 4.0 - Breathlessness

| Intraduction | PAIN | Nav/| Breathlessness | gecretions | Agitation | coviD-19

V1

End of Life Mx of Breathlessness

Non Pharmacological
Optimise positioning, usually more upright rather than laying flat.
Use of fan, orincreased airflow by opening windows, can improve the sensation of breathlessness. A cooler room may help.
Iftolerated, seems to be most effective if cool air moves over the face.

Opioids
Can be helpful for breathlessness at rest or on minimal exertion. (opioids do notimprove breathlessness on exertion)
Regular delivery of opioid (via syringe driver) is thought to be superiorto prn use

Opioid Naive
Syringe Driver CSCI morphine 5-10mg over 24 hours. (Consider oxycodone if morphine sensitive or impaired renal function)

Established Opioids
If used for another reason e.g. pain; dose increase may be beneficial for breathlessness (suggest discussion with palliative care team)
If already using a fentanyl patch, continue the patch and add additional via syringe driver. Dose, as above.

Associated anxiety or panic with severe refractory breathlessness
Trial PRN midazolam 2.5 - 5mg (up to hourly)

If ineffective, discuss with specialist palliative care. Consider use of levomepromazine 6.25 - 12.5mg s/c PRN

@ Ereathlessness Resources

If effective, and needing more than 2 doses in 24 hours - Syringe Driver CSCI midazolam 5-20mg over 24hrs (depending on PRN requirements)

Stridor
Suggest discussion with specialist palliative care team
If associated anxiety or panic, treat as above
Consider use of dexamethasone sic

Cautions - oxygen

Only use for patients with hypoxaemia (sats < 92%) who show benefit.

If sats are normal then this is an expensive "open window".

In the last days and hours of life, other pharmacological approaches
with opioids or benzodiazepines may be preferable to oxygen.

- Nebulisers
Saline nebulisers are likely to aggravate cough. Patients in the last
days of their life may not have the strength to perform an effective cough.

EoLDyspnoea view cannot be shown when previewing a template —— #

Figure 5.0 - Respiratory Secretions

| introduction | PaIN | N&v | Breathlessness| Secretions | agitation | coviD-19]

End of Life Management of Respiratory Secretions

This advice relates to upper airways secretions collecting in the throat and upper airways of a semi-concious patient in the last
days/hours of life.

Research has shown that secretions & associated noises often distress clinicians more than family, & family more than the
patient.

Secretions often indicate that a patient is unconcious, unaware & hence, not swallowing or coughing to clear saliva.
Explanation often pravides mare relief than medication.

Treatment if required, where a patient is aware & coughing unsuccesfully, should start as soon as secretions develop.

Anticipatory Prescription
Prescribe - Hyoscine butylbromide [Buscopan® ] 10 Ampules 20mg / ml SC Inj.
Also supply a signed Community Palliative Care PRN Admin Order with
Hyoscine butylbromide 20mg SC PRN 4hrly.
Seek advice if requiring more than 4 doses in 24hrs. (up to x4 / 24hrs)

Syringe Driver Alternative Drugs
Starting dose should be based upon the response to initial PRN doses. For those areas
Usual ranges are pre-printed on the Community Palliative Care Syringe Driver Admin Order with using glyco 1st
Hyoscine butylbromide 60-120mg CSCIl over 24hrs. line.

@ alternatives
Consider

Reducing doses ar using PRN dasing anly if known to have an eGFR <30ml/min.

Also consider

Examination (auscultation) may be advisable for patients with a history of |eft sided heart failure or with evidence, or at high risk,
of a LRTI or aspiration. Hyoscine will do nathing for purulent chest secretions of pulmonary oedema. Ensuring carers do not give
food or fluid when this cannat be safely managed may reduce further aspiration.

In these cases careful consideration of the appropriateness of treatment with diuretics or antibiotics (potentially in hospital)
should take place. The patients previous wishes should be considered. If clearly dying and not considered a reversible
deterioration then palliative care advice may be helpful.

www.futureplanning.org.uk/EoLSecretions

Dr Steve Plenderleith

05 March 2021
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Figure 6.0 - Agitation

[ introduction | PAIN | N&v | Breathiessness | secretions| Agitation | covip-19]

End of Life Management of Agitation, Delirium & Anxiety
First - Establish patient is dying, rather than this being a reversible cause of hyperactive delirium:

Does the previous illness trajectory fit this deterioration? If not, consider;
e  Medication side effects (opioid toxicity, anticholinergics, benzodiazepines)
e Brain tumour/ metastases - missed steroids, raised ICP or subclinical constant seizures
e New Fluid and electrolyte disturbances (dehydration, hypercalcaemia, hyponatrasmia)
e Metabolic disorders (hyperthyroidism, hyperglycaemia)

S ECONC - Where possible, aim to reverse any potential causes of agitation, delirium or anxiety.

. have long term oral sedatives been replaced? - e.g. anti-psychotics, BDZs, anti-epileptics? Consider seeking advice.
If unable to communicate, consider;

. pain. Ongoing but poorly controlled due to reduced oral meds. New due to pressure areas, stiffness, etc.

. a full bladder or distress from not being able to get to the tailet - catheter or pads & re-assure.

. loaded & uncomfortable bowels - though appears unfair, an enema/suppaositaries will help.

. thirst is unusual, having a dry mouth is not. Allow sips if able, wet and clean the mouth & tongue.

. psychalogical or spiritual distress. A chaplain, imam, relative or friend may be better than a drug.

. disturbance. Sometimes families have to be guided to give the patient some space/quiettime.

Third - support & education of family members/ carers around non-pharmacological management.
Carers leaflet for printing.

Fourth - medication
. if @GFR 30 or less. Start with half PRN doses, expect prolonged duration of action & avoid syringe driver,
if possible.

Or Select link to view suggested medications. @ Agitation
Anticipatory Medications Only for Agitation, Delirium & Anxiety Also select link. l

Haloperidol 1.5-3mg SC ahrly (Max 10mg/24hrs  Midazolam 5-10mg SC PRN hourly Levomepromazine up to 200mg/24hrs

Syringe Driver Admin Chart;
MAINTENANCE - should only be written in advance for drugs
(Onset - allow >30mins JConsider SyringelDrver that need to continue when the oral route is lost.
.. pain relief, anti-emetics, anti-epileptis, anti-

[lteliily hotics and (for raised ICP o
up to x4/24hrs), 25 cscl cerebral iritation headaches.)

These doses are for hyperactive delirium Haloperidol

in a restless or distressed patientinthe | DELIRIUM | 1-2.5mgSC stat
last day o so of lfe.

Much lower doses or reducing anti-

@
2
<
=
g
8 )
E drug burden is
& for hypoactive and low level delirium. possible 12.5-25mg SC stat B - when initiating a new CSCI* drug, doses should
£ causes Onset - allow 1hr 25-50mg/24hrs CSCI b: [ i SR
1 of that drug.
H Prominent . BOTH pnder Sowels (PRN 4hourly AND/OR ~doserarges can b use i the communty
2 Feature up to x4/24hrs)| Midazolam 10-50mg/24hrs CSCI Community Care Teams will start with the lowest
dose unl i herwise.
g Midazolam | | - dose ranges should generally allow fora single |
= v 50% increase. Wider ranges need to be clinically
PSRt Justified in each case. Remember Gosport.
Onset —allow THIRD LINE
ANXIETY |(PRN Hourly Seek Palliati Specialist Palliative Care telephone advice 24/7 may
o up to x4/24hrs) f sekPalliativers) - - - - - -5 help; particularly if sought in advance as less
& each drug together Care advice H common SC drugs can then be sourced prior to
3 v being required. Secking advice does not require a
5 referral
= Prescribe - Haloperidol 10 Ampules 5Smg/1ml SC Inj. Haloperidol Phenobarbitone
[ o - Midazolam 10 Ampules 10mg/2ml SC Inj. Levomepromazine May be supplied in advance *Continuous Subeutaneous Infusion (CSCI)
ANTICIPATORY |And supply a signed Community Pal Care PRN Admin Chart with Midazolam for some patients previously
CHESERITTION Haloperidol 0.5-1.5mg SC PRN 4hrly. Seek advice if requiring more Higher doses, including the top on anti-psychotics or with SC Replacement of LONG TERM ORAL ANTI-
than 4 doses in 24hrs. (up to x4/24hrs) ends of ranges shown above, may active epilepsy. PSYCHOTICS, ANTI-DEPRESSANTS or SEDATIVES
Midazolam 2.5-5mg SC PRN Hourly. Seek advice above x4/24hrs lead to ical excitation Consider Palliative Care Advice

Dr Steve Plenderleith 05 March 2021
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Figure 7.0 — COVID-19

| Introduction | PAIN | Nav | Breathiessness | secretions | Agitation| COVID-18 |

COVID-19 Issues to consider. March 2020
We will endeavour to keep this page and mare importantly the Future Planning webpages it links to as up to date as possible.

The chartvisible and downloadable on the LINK gives ideas for drugs that may be used if syringe drivers,

staff or drugs become scarce during this crisis.

As is usual in Palliative Care all drugs are used "off licence". Most have had long established use in End

| ofLife settings across the world. A few in the red sections have some evidence but not a lot of experience.

| I'have puttogether this chart with advice from many but with the thought; 0 L2415 I i
"If I find myself looking after my (=75 year olid) parents or residents in a care home, without resources or
support, then how can | best use my knowledige to provide them with acceptable End of Life care".

| lalso think we should be using Morphine Modified Release tablets given PR, before Fentanyl Patches as
| thereis better evidence and good science to expect a faster response. COVID19 is thought to be excreted
from the rectal route, as well as oropharyngeal & respiratory, so use of gloves is encouraged when giving
medication by any route oral, buccal, SL or PR.

Dr Steve Plenderleith, Consultant in Palliative Medicine.

Palliative PRN & Syringe Driver Administration Orders

" Print Comm Palliative PRN Admin Order Sheet

‘ Hampshire Area & District Prescribing Commitee approved Admin Orders.
Identical to those used by Solent and Southern Health Community Teams.
‘ (These links can be changed if this tempiate is being used in another county using different forms,)

’- Print Comm Palliative Syringe Driver Admin Order

LINKS to other COVID resources.

These are in no way "comprehensive" but are offered as a collection 0 Selection of General Guidance
| the documents that appear to be helpful, well Iaid out and wherever

possible less than 2 sides of A4. Pictures and ease of reading also

feature.

V1.2 of the FP Anticipatory Meds Worksheet - March 2020

*CoviD-19 14 of End of Life symp —=COMMUNITY SETTINGS (This assumes a patient is unable to swallow any oral safely) 29/3/2020 Version 1.5
1% Line 2nd line replacement drugs when 17 lines are not available 3rd Line
remry , - Anxiety — — Anxiaty .
o eens \gi Y | (Breathl v | (reathl
Pain (Chest pain seen in’ o e
some prhe delirium Secretions ¥ / Pain ¥ |ifnot
Syringe | Morphine |T-hpuu.|
Driver ¢/ CSCl - (Smg/ cscl
available®* |[2:5-5mg SC PRN (0.5-1.5mg SC PRN

Hourly  x&/28hes)| ahourly xa/2ahrs)

Professional | 12-25meg/he Smg SC Once Daily
available but |Replace 48hourly (1.5mg SC PRN
no syringe |(Morphine Inj. 4hourly x4/24hrs)
drivers 2.55mg SC PRN

* all drugs in this table are used “off-label” as is accepted practice for most End of Life drug use.
**If 4 drugs are required in the syringe driver then SHFT/Solent policy does allow this in “extreme” circumstances. COVID-19 s extreme. Please D/W palliative care or your community matron If concerned. We will not be able to
afford to tie up 2 syringe drivers with one patient just because of a policy.

1in all cases consider g and other S«k physio mh if required.
# These suggestions are made nsuning all other 1 an Also, ¢ the slow onset of pain relief and titration with Opioid transdermal patches. If a patient is

breathless and/or in pain and the facility to setup a Syringe Driver or give SC PRNs ks not lvnlablo then better to use an unusual Irulmem which we are not used to, but should work, rather than nothing. Time will tedl!

Lorazepom blue tablets - Genus brand will dissolve in a moist mouth if placed alongside/under the tongue - SL

SC- Subcutaneous Loy Carer - relative/friend/care assistant Supp. - Suppository As required or PRN - only give if patient becomes symptomatic
5L - Sublingual €S - Continucus SubCutaneous Injection (syringe driver) PR - Per rectum X2, x3 or x4/24hrs - seek advice if this number of As Required or PRN doses is exceeded in a 24hr period.

Patches - patients with fever are likly to absorb the drug more rapidly, hence the suggestion to change earlier than usual practice. Also, Eol patients may be unable to report their patch becoming less effective after 2 days.
- usually only for stable pain and will take 12-24hours to reach effective blood levels. In spite of fever absorption may be poor in very cachexic patients. . o
Wessex Palliative Care Physicians March 2020

www.futureplanning.org.uk/covid19_generalguidance.html

Dr Steve Plenderleith 05 March 2021



