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Executive summary  

Ashford and St Peters NHS Foundation Trust are committed to providing excellent care for patients at the 
end of life. The Hospitals participate in national and local audits to evaluate and therefore improve care 
provision.  Improving patient care in the last hours to days of life is central to hospital strategy and policy. 
Recent inspections and national audits demonstrate that care at the end of patient’s life has improved. The 
Hospital works in collaboration and promotes an integrated model with community partners surrounding end 
of life care provision and developments in care. 

End of life care has become increasing significant, particularly following the publication of the End of Life 
Care Strategy in 2008, One Chance to Get it Right 2014 and NICE guidelines (2015). However, nationally it 
is apparent that dying patients still do not receive good quality care which meets their individual needs and 
wishes (VOICES).  NICE guidance published in December 2015 highlights the importance of considering 
and prescribing for common anticipated symptoms in the dying adult, with the NICE quality statement QS144 
published in 2017 emphasising appropriate safe prescribing.  

The Priorities of Care (2014) provides an individualised focus to the care of patient’s recognised as dying in 
hours and days. The priorities approach has been implemented at ASPH. Health care professionals use 
these priorities to ensure individualised care to dying patients. The fifth priority of care is ‘Plan and Do’. ‘Plan 
and Do’ requires staff to proactively develop a care plan individualised for each dying person. One section in 
‘Plan and Do’ is the attention to detail of current symptoms and anticipated symptoms. As part of this 
approach, it is essential to ensure safe and effective management of symptoms in the last hours or days of 
life. Non-pharmacological methods of symptom management are an important part of high-quality care at the 
end of life, for example, re-positioning to manage pain1. However, this is not addressed in this guideline. This 
guideline focuses on the pharmacological management of common symptoms in the last hours/days of life 
and includes general recommendations for non-specialists prescribing medicines to manage these 
symptoms. 

A recognised approach to ensure this for all dying adult patients is the practice of anticipatory prescribing. 
Anticipatory prescribing is designed to enable prompt symptom relief at whatever time the patient develops 
distressing symptoms, and is based on the premise that, although each patient is an individual with individual 
needs, many acute events during the palliative period can be predicted and management measures put in 
place in advance2. 
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These guidelines are aimed to support staff in delivering the fifth priority of care (Plan and Do) and the NICE 
Quality Standard QS144 statement 4, through the safe prescribing and administration of anticipatory 
medication for the common symptoms experienced by adult patients in the last hours to days of life. The 
symptoms addressed in this guidance are pain, nausea and vomiting, restlessness and agitation, and 
respiratory secretions.  
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1. Introduction 
 
1.1 The Priorities of Care (2014) provides an individualised focus to the care of 

patient’s recognised as dying in hours and days. The priorities approach has 
been implemented at ASPH. Health care professionals use these priorities to 
ensure individualised care to dying patients. The fifth priority of care is ‘Plan and 
Do’. ‘Plan and Do’ requires staff to proactively develop a care plan individualised 
for each dying person. One section in ‘Plan and Do’ is the attention to detail of 
current symptoms and anticipated symptoms. As part of this approach, it is 
essential to ensure safe and effective management of symptoms in the last 
hours or days of life. Non-pharmacological methods of symptom management 
are an important part of high-quality care at the end of life, for example, re-
positioning to manage pain. However, this is not addressed in this guideline. 

1.2 This guideline focuses on the pharmacological management of common 
symptoms in the last hours/days of life and includes general recommendations 
for non-specialists prescribing medicines to manage these symptoms. 

1.3 This guidance supports ASPH to deliver Quality statement 4 of the NICE QS 
144 published in March 2017: ‘Adults in the last days of life who are likely to 
need symptom control are prescribed anticipatory medicines with individualised 
indications for use, dosage and route of administration.’ 

1.4 A recognised approach to ensure this for all dying adult patients is the practice 
of anticipatory prescribing. Anticipatory prescribing is designed to enable prompt 
symptom relief at whatever time the patient develops distressing symptoms, and 
is based on the premise that, although each patient is an individual with 
individual needs, many acute events during the palliative period can be 
predicted and management measures put in place in advance2. 

1.5 Anticipatory medicines are medications prescribed in anticipation of symptoms, 
designed to enable rapid relief at whatever time the patient develops distressing 
symptoms. Drugs prescribed in anticipation may include previous or current 
prescriptions, sometimes with a change in the route of administration, and newly 
prescribed drugs for anticipated new symptoms5 

 
 
2. Scope 
 

2.1 These guidelines are relevant to all staff involved in caring for the dying patient, 
in particular those involved in the prescribing and administration of medication. 

2.2 The guidelines are relevant to: All Doctors, Registered Nurses, Non-Medical 
Prescribers, Supportive and Palliative Care Team and Pharmacy (not an 
exhaustive list). 

2.3 These guidelines must be used in conjunction with the individualised care 
planning of adult patient in the last hours and days of life (Priorities of Care) 
policy and documentation. 
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3. Purpose 
 
3.1 The purpose of this guideline is to outline how to safely prescribe medication for 

the common anticipated symptoms that an adult patient may experience in the 
last hours /days of life.  

3.2 This guidance supports ASPH to deliver Quality statement 4 of the NICE QS 
144 published in March 2017: ‘Adults in the last days of life who are likely to 
need symptom control are prescribed anticipatory medicines with individualised 
indications for use, dosage and route of administration.’ 

3.3 These guidelines support the ‘Plan and Do’ section of the guideline for the 
individualised care planning of adult patient in the last hours and days of life 
(Priorities of Care). The two guidelines should be used together to deliver 
excellent individualised care for all adult patients dying in hours or days across 
Ashford and St Peter’s NHS Trust. 

 
 
4. Explanation of Terms Used 

 
4.1 End of Life Care: End of Life Care is the total care of a patient with an advanced 

incurable disease enabling people to live well until they die3. (End of Life care 
Strategy DOH 2008) 

4.2 Individualised Care Planning: This is the approach adopted by ASPH, supported 
by the priorities of care outlined by the Leadership Alliance in One Chance to get 
it Right4 (2012) and NICE Guidance (2015)5 to care for dying adults. 

4.3 Supportive and Palliative Care Team is an inpatient specialist Palliative care 
team that provides symptom control advice to support the care and 
management of patients on the wards with progressive conditions.   

4.4 Anticipatory prescribing: Anticipatory prescribing is designed to enable prompt 
symptom relief at whatever time the patient develops distressing symptoms, and 
is based on the premise that although each patient is an individual with 
individual needs many acute events during the palliative period can be predicted 
and management measures put in place in advance1. 

4.5 Anticipatory medicines: Medication prescribed in anticipation of symptoms, 
designed to enable rapid relief at whatever time the patient develops distressing 
symptoms. Drugs prescribed in anticipation may include previous or current 
prescriptions, sometimes with a change in the route of administration, and newly 
prescribed drugs for anticipated new symptoms5. 

 
 
5. Duties and responsibilities 

In order to implement this policy, specific groups of staff have certain duties and 
responsibilities as outlined below: 
 
5.1 Supportive and Palliative Care Team (SPCT): 
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1. Will advise on symptom control tailored to the individual patient’s needs 

2. Will advise on anticipatory medications  

3. Will support ward teams by providing appropriate training to doctors and 
registered nurses on the 5 priorities of care of the dying adult, including best 
practice anticipatory prescribing, administration and monitoring of symptoms for 
adult patients recognised to be in the last hours to days of life. 

4. Will review and update this guideline in a timely manner on a regular basis or 
when new national guidance is published. 

5. Will review and update the supporting information sheet ‘Information for Family 
and Friends staying with patients who are in the last days of life’ on a regular 
basis and ensure this information sheet is available to all wards via trustnet. 

5.2 Prescribers: 
1. Recognition of the patient dying in hours and days has been documented.  
2. Individualised care planning for the last hours and days of life and the Priorities 

Document has been completed 
3. Understand the principles of anticipatory prescribing for the dying person 
4. Will ensure they are familiar with the common symptoms that may occur in the 

dying adult and require anticipatory prescribing. 
5. Must ensure that anticipatory medicines with an appropriate route are prescribed 

as early as possible. 
6. Will ensure they are familiar with this guidance and prescribe in accordance with 

it. 
7. Will ensure they are familiar with the common adverse effects associated with 

the drugs recommended in this guidance.  
8. Seek specialist advice at an early stage when the dying person is experiencing 

significant symptoms or the symptoms are not responding to the 
recommendations in this guidance. 

9. The prescriber must ensure they are familiar with other policies and procedures 
pertaining to medicines management within the trust 

10. If prescribing anticipatory medication for discharge as a TTO 
 The patient MUST be recognised as dying or rapidly deteriorating with 

clear advance care planning. Anticipatory medication is not 
recommended in any other circumstance. 

 The prescription should follow the guidance in the ‘How to prescribe End 
of life medication on a TTO’ poster unless otherwise advised by the 
Specialist Palliative Care Team. This is included in this guidance under 
section 6.2.2.3 and on the End of Life page of trustnet 

  
5.3 Ward / Departmental Managers: 

1. Ward / Department managers to ensure that all qualified nurses demonstrate 
competencies in caring for the dying person 
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2. Ensure that all staff have up to date knowledge of the guidelines on 
individualised care planning for adult patients in the last hours and days of life 
(Priorities of Care) 

3. Ensure that all registered nurses have read and understood this guideline in 
order to support anticipatory prescribing of medication for common symptoms in 
adult patients dying in hours or days 

4. Ensure that all nurses have attended relevant training in individualised care 
planning for the dying patient 

5. Ensure that all adverse events involving prescribing, preparation, administration 
and monitoring of medications to adult patients in the last hours or days of life 
are appropriately escalated and reported 

6. Effective MDT communication and hand over is in place on the ward to ensure 
good symptom control management of patients recognised as dying. 

 
5.4 Ward Nurse / Registered Nurse 

1. Competencies must have been achieved in Care of the Dying person  
2. Understand the principles of anticipatory prescribing for the dying person 
3. Ensure they maintain their competencies in administrating injectable medicines. 
4. Ensure there is evidence of communication and involvement of patient / family 

and significant others and that this is documented. 
5. Ensure that suitable anticipatory medicines are prescribed as early as possible. 
6. The registered nurse must ensure that they are familiar with other policies and 

procedures pertaining to medicines management within the trust.  
7. Ensure that symptoms and response to medication given are assessed in line 

with the nursing priorities guidance and documented on the ASPH Symptom 
Observation Chart that accompanies individualised care planning. 

 
 

6. Guidance 
 
6.1 The standard to be achieved is that all adult patients recognised as dying in 

hours or days should have appropriate anticipatory medication for pain, nausea 
and vomiting, anxiety, breathlessness, terminal restlessness and agitation, and 
respiratory secretions available as required by subcutaneous injection on the 
prescription/drug chart. 

 
6.2 The SPCT will audit the prescribing of anticipatory medication against the 

standards in this guidance. The initial audit will be conducted 6 months after the 
implementation of this guidance, and a minimum of two yearly thereafter. This 
will be reported to the End of Life Care Quality and Performance Group with 
recommendations for teaching and training. 

 
6.3 The Guidance 
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6.3.1 The 5 Priorities of Care for the adult patient dying in hours or days. 
After the withdrawal of the Liverpool Care Pathway (LCP) a national 
coalition of organisations called the Leadership Alliance for the Care of 
Dying People (LACDP) published national guidance in the ‘One Chance 
to get it Right’ document. This document set out the approach that all 
organisations caring for dying patients should follow and recommended 
the implementation of five priorities for care of the dying person. 
The 5 Priorities are: 

 Recognise - The possibility that a person may die within the next 
few days or hours is recognised and communicated clearly, 
decisions made and actions taken in accordance with the 
person’s needs and wishes, these are reviewed regularly and 
decisions revised accordingly. 

 Communicate - Clear and sensitive communication needs to 
take place between staff and the person who is dying and those 
identified as important to them. This includes identifying the 
extent of the person’s need for information and allowing them to 
decline discussions regarding the possibility that they may be 
dying. 

 Involve - The dying person and those identified as important to 
them are involved in decisions about treatment and care to the 
extent that the dying person wishes. 

 Support - The needs of families and others identified as 
important to the dying person are actively explored, respected 
and met as far as possible. 

 Plan and Do - An individual plan of care is agreed, coordinated 
and delivered with compassion (Including: food and drink, 
symptom control, psychological, social and spiritual support). 

 
6.3.2 Priority 5 : Plan and Do 

Common symptoms in the last hours and days of life.  
There are some common symptoms that occur at the end of life that 
may require subcutaneous medication to be administered. An approach 
to managing each of these symptoms is outlined below. For further 
information or guidance see the Palliative Care Adult Network 
Guidelines (PANG) 2016 available on all wards and through trustnet, 
and discuss/refer the patient to the specialist palliative care team. 
Anticipatory medications require a dose reduction and increased dose 
interval in patients with poor renal function or the elderly. For those with 
poor renal function Creatinine Clearance (CrCl) should be used as the 
most accurate measure of renal function. When CrCl is not available 
eGFR can be used. For patients in liver failure or hepatorenal failure 
please seek advice from the specialist palliative care team 
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6.3.3 Pain: 
 Be aware that not all people in the last days of life experience 

pain.  
 Assess the dying person’s level of pain and assess for all 

possible causes when making prescribing decisions for managing 
pain. 

 If pain is identified it is essential to assess and manage it 
promptly including reassessment. This should include assessing 
and treating reversible causes of pain, such as urinary retention.  

 Where possible consider the dying person's preferences 
regarding the treatment of pain, remembering that in the last 
hours to days of life the subcutaneous administration route is the 
most consistent, reliable and appropriate route of analgesia (see 
Algorithms). 

 Reassess regularly for effectiveness of analgesia prescribed and 
any side effects.  

 
6.3.4 Nausea and Vomiting:  

 Be aware that not all people in the last days of life experience 
nausea and vomiting.  

 If nausea or vomiting is identified it is essential to assess and 
manage it promptly including identifying the cause. Possible 
causes may include: certain medicines that can cause or 
contribute to nausea and vomiting, recent chemotherapy or 
radiotherapy, biochemical causes, for example hypercalcaemia, 
raised intracranial pressure, gastrointestinal motility disorder ileus 
or bowel obstruction and psychological distress.  

 If possible, discuss the options for treating nausea and vomiting 
with the dying person and those important to them remembering 
that in the last hours to days of life the subcutaneous 
administration route is the most consistent, reliable and 
appropriate route of administration (see Algorithms). 

 Consider non-pharmacological methods alongside 
pharmacological methods for treating nausea and vomiting in a 
person in the last days of life. 

 Reassess regularly for effectiveness of the antiemetic prescribed 
and any side effects.  

 
6.3.5 Terminal restlessness and agitation (including anxiety and 

delirium):  
 Be aware that not all people in the last days of life experience 

restlessness and agitation.  
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 If restlessness and agitation is identified it is essential to assess 
and manage it promptly including identifying the cause. 

 Be aware that agitation in isolation can be associated with other 
unrelieved symptoms or bodily needs for example, unrelieved 
pain or a full bladder or rectum. If appropriate, treat any reversible 
causes of restlessness and agitation identified. 

 If possible, discuss the options for treating restlessness and 
agitation with the dying person and those important to them 
remembering that in the last hours to days of life the 
subcutaneous administration route will is the most consistent, 
reliable and appropriate route of administration. 

 Consider a trial of a benzodiazepine to manage anxiety or 
agitation (see Algorithms Section 6.2.2.3).  

 Consider a trial of an antipsychotic medicine to manage delirium 
or agitation (see Algorithms Section 6.2.2.3). 

 Consider non-pharmacological management of agitation, anxiety 
and delirium in a person in the last days of life.  

 Seek specialist advice from the specialist palliative care team 
 

6.3.6 Respiratory Secretions:  
 Be aware that not all people in the last days of life experience 

respiratory secretions. 
 If respiratory secretions are identified it is essential to assess and 

manage this promptly including identifying the cause. 
 Assess for the likely causes of noisy respiratory secretions in 

people in the last days of life, including reviewing hydration and if 
present the appropriateness of ongoing artificial hydration/ 
nutrition as this may exacerbate respiratory secretions 

 Establish whether the noise has an impact on the dying person or 
those important to them.  

 Reassure those important to the dying person that, although the 
noise can be distressing, it is unlikely to cause discomfort.  

 Be prepared to talk about any fears or concerns they may have.  
 Consider a trial of medicine to treat noisy respiratory secretions 

remembering that in the last hours to days of life the 
subcutaneous administration route will is the most consistent, 
reliable and appropriate route of administration (See Algorithms 
Section 6.2.2.3) 

 Consider non-pharmacological measures to manage noisy 
respiratory or pharyngeal secretions, to reduce any distress in 
people at the end of life. 
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 Although there are rare incidences when it may be needed, deep 
oral suctioning is not recommended in the management of 
respiratory secretions in the last days of life 

 
6.3.7 Anticipatory prescribing  

Anticipatory prescribing is the practice of prescribing medication for a 
symptom that the patient has yet to experience but may occur in the last 
hours to days of life. These symptoms require prompt drug 
administration to ensure good symptom control and minimise distress at 
the end of life. Anticipatory prescribing is designed to enable prompt 
symptom relief at whatever time the patient develops distressing 
symptoms, and is based on the premise that although each patient is an 
individual with individual needs many acute events during the palliative 
period can be predicted and management measures put in place in 
advance1. 

 
When considering medicines for symptom control, take into 
account: 

 The likely cause of the symptom in the individual patient 
 The person's preferences alongside the benefits and harms of 

prescribing or administering medicines or not prescribing or 
administering medicines, and any individual or cultural views that 
might affect their choice,  

 Any other medicines being taken to manage symptoms,  
 Any risks of the medicine that could affect prescribing decisions  
 The place of care and the time it would take to obtain medicines. 

 
Good practice when prescribing anticipatory medication is to: 

 Prescribe medicine that does not require the dying person to 
swallow oral medicines. The preferred route of administration in 
this setting is subcutaneous injection.  

 Use an individualised approach to prescribing anticipatory 
medicines for peoplewho are likely to need symptom control in 
the last days of life. Specify the indications for use and the 
dosage of any medicines prescribed 

 Start with the lowest effective dose and titrate as clinically 
indicated. 

 Regularly reassess and document the dying person's 
symptoms and response to medication given to inform 
appropriate titration of medicine. 

 Document all assessments in the medical and nursing notes 
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 Seek specialist palliative care advice if the dying person's 
symptoms do not improve promptly with treatment or if there 
are undesirable side effects. 

 
This guideline gives advice on the appropriate starting doses for as 
required medication by subcutaneous injection for the 4 common 
symptoms in the last hours/days of life. 

 
6.3.7.1 Priorities Poster and Algorithms for symptom management 
in the last days of life  
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1 

 

2 

 

3 

 

4 

 

5 

 

6 

MULTIDISCIPLINARY TEAM AGREEMENT AND ASSESSMENT 

REVIEW BY SENIOR RESPONSIBLE CLINICIAN 

COMMUNICATE 

INVOLVE 

PLAN AND DO 
 

DAILY REVIEW 
RE-EVALUATE 

 
AND REPEAT 

STEPS 2-6 

Recognise the possibility that a person is dying and escalate to a senior 
member of the medical team responsible for the persons care.  
 
Consider potential reversible causes particularly if a person unexpectedly 
deteriorates. Assess and take prompt action to treat these if appropriate 

 

SUPPORT 

Sensitively communicate the situation with the dying person and those 
identified as important to them at a pace led by them. Update all staff caring 
for the patient on these discussions. 
 
Determine individual communication needs. Ensure correct day and night contact 
details are documented and up to date. 

Explore the needs of families and others identified as important to the 
dying person. Respect these needs and aim to meet them as far as 
possible. 
 
Explore faith, spirituality, beliefs and values. Remember there is an on call 
chaplaincy service – contact via switchboard. 

Involve the dying person and those identified as important to them in 
decisions about treatment and care. Share treatment and care decisions 
with the patient and those important to them. 
 
Determine if the dying person has an Advance Care Plan or Lasting Power of 
Attorney. Consider and discuss the need for ongoing observations, interventions 
and medication. Ensure resuscitation status is addressed. Discuss Preferred 
Place of Care and Death. 

Agree an individualised care plan and deliver this with compassion 
Review and document a plan for: hydration and nutrition, current medication, 
current symptoms and prescribe anticipatory medication for common end of life 
symptoms 
 
See symptom control algorithms  

Review the dying person’s care plan at least once a day, and ensure 
nursing staff assess comfort and symptom control every 2 hours 
Review clinical condition- deterioration and improvement, hydration and 
nutrition, symptom control and psychological distress. Document on the 
symptom observation chart 
 
Ensure daily that the patient and those identified as important to them feel well 
communicated with, involved and supported.  
If there is clinical improvement and the patient is no longer in the last days of life – STOP 
using the 5 Priorities of care, document the reasons for this alongside new goals of care 
and a current management plan 

RECOGNISE 

The 5 Priorities for Care of the Dying Adult 
(Individualised Care Planning for the Last Days of Life) 
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General Principles of Anticipatory Prescribing for Symptom Control in the Last Days of Life 
(Adult) 

When considering medicines for symptom control, take into account: 

 the likely cause of the symptom in the individual patient, and reverse if appropriate  

E.g. urinary retention 
 the person's preferences alongside the benefits and harms of the medicine and any 

individual or cultural views that might affect their choice,  

 any other medicines being taken to manage symptoms,  

 any risks of the medicine that could affect prescribing decisions  

Good practice when prescribing anticipatory medication is to: 

 Prescribe medicine that does not require the dying person to swallow oral medicines. The 
preferred route of administration in this setting is subcutaneous injection.  

 Always check the person’s allergies or sensitivities before prescribing medication 

 Use an individualised approach to prescribing anticipatory medicines for people who are 
likely to need symptom control in the last days of life. Specify the indications for use and 
the dosage of any medicines prescribed 

 Start with the lowest effective dose and titrate as clinically indicated. 

 Always consider lower starting doses in the elderly, underweight or those with renal/liver 
impairment 

 Regularly reassess and document the dying person's symptoms and response to 
medication using the Symptom Observations Chart that accompanies the ASPH Priorities 
guidance to inform appropriate titration of doses. 

 Document all assessments in the medical and nursing notes 

 Seek specialist palliative care advice if the dying person's symptoms do not improve 
promptly with treatment or if there are undesirable side effects. 

This guidance gives advice on the appropriate starting doses for anticipatory as required 
medication administered by subcutaneous injection for the 5 common symptoms in the last 
hours/days of life. 

IF THE PATIENT HAS RENAL OR LIVER IMPAIRMENT PLEASE CALL THE PALLIATIVE CARE TEAM 
FOR ADVICE. THE PALLIATIVE CARE TEAM CAN BE BLEEPED ON 5605 (or via switchboard out of 
hours) 
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Pain/Breathlessness 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* IF THE PATIENT HAS RENAL OR LIVER IMPAIRMENT PLEASE CALL THE PALLIATIVE CARE TEAM FOR 
ADVICE – BLEEP 5605 (or via switchboard out of hours)

PRN analgesia should be prescribed whether 
symptoms are present or absent 

Is the patient already taking a regular oral opioid? 

NO YES 

What is the most recent 
CrCl/eGFR? 

 
Only use eGFR if CrCl not available  

CrCl/eGFR < 30mls/ min CrCl/eGFR > 30mls /min 

Prescribe: 
Morphine 2.5mg 1 hourly SC 
PRN 

Prescribe: 
Oxycodone 1mg 2 hourly SC 
PRN 

 If 2 or more doses are required in a 24 hours period a 
subcutaneous syringe driver may be required – Please contact 
the palliative care team for advice 

Contact the palliative care 
team for advice 

Please have most recent 
blood results available 
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Nausea and Vomiting 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*AVOID LEVOMEPROMAZINE AND HALOPERIDOL IF THE PATIENT IS AT RISK OF SEIZURES. CALL 
PALLIATIVE CARE FOR ADVICE- BLEEP 5605 (or via switchboard out of hours)

PRN medication should be prescribed whether 
symptoms are present or absent 

Is the patient already taking a regular antiemetic? Or do they have 
a history of brain metastasis, seizures or Parkinson’s disease  

NO YES 

Prescribe: 
Levomepromazine 6.25mg QDS SC 

PRN (MAX 25 mg in 24 hours) 

If 2 or more doses are required in 
a 24 hours period a subcutaneous 
syringe driver may be required – 
Please contact the palliative care 
team for advice 

Contact the palliative care 
team for advice 

Please have most recent 
blood results available 



 

 

Volume 8 
Patient Care 

Current version 
is held on the 

Intranet 

First Ratified 
March 2017 

Next Review 
March 2023 

Issue 2 Page 18 of 28 

 

Terminal Restlessness/ Agitation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IF THE PATIENT HAS RENAL OR LIVER IMPAIRMENT PLEASE CALL THE PALLIATIVE CARE TEAM FOR ADVICE 
– BLEEP 5605 

*AVOID HALOPERIDOL IN PARKINSONS DISEASE OR PARKINSON PLUS.  

*USE A LOWER STARTING DOSE OF HALOPERIDOL IN THE ELDERLY (e.g. 0.5-1mg s/c PRN 1 hourly) 

PRN medication should be prescribed whether 
symptoms are present or absent 

Consider treating underlying causes and exclude the following causes 
constipation, urinary retention and pain 

CrCl/eGFR > 30mls/min 
 

Only use eGFR if CrCl not available  

 

CrCl/eGFR < 30mls/min 
 

Only use eGFR if CrCl not available  

 

 If symptoms persist and/or 2 or more doses are required in a 24 hours 
period a subcutaneous syringe driver may be required – Please contact the 
palliative care team for advice 

Anxiety predominant 
Prescribe: 
Midazolam 1.25mg 2 hourly SC 
PRN (maximum 10mg in 24 hours) 
 
Delirium predominant 
Prescribe: 
Haloperidol 0.5-1mg 2 hourly SC 
PRN* (maximum 5mg in 24 hours) 
After 1 hour: Review response and 
repeat the dose if needed 

Anxiety predominant 
Prescribe: 
Midazolam 2.5mg 1 hourly SC PRN 
(maximum 15mg in 24 hours) 
 
Delirium predominant 
Prescribe: 
Haloperidol 1.5-2.5mg 1 hourly SC 
PRN* (maximum 10mg in 24 hours) 
After 1 hour: Review response and 
repeat the dose if needed 
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Respiratory Tract Secretions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

IF SYMPTOMS PERSIST CONTACT THE PALLIATIVE CARE TEAM FOR ADVICE – BLEEP 5605 (OR VIA 
SWITCHBOARD OUT OF HOURS) AND  

CONSIDER PRESCRIBING HYOSCINE BUTYLBROMIDE 20MG S/C PRN. 

PRN medication should be prescribed whether 
symptoms are present or absent 

Treat the first sign of respiratory secretions 
Re-position the patient 

It is essential to explain the symptom to the family/visitors, offer support 

IF ABSENT IF PRESENT 

If 2 or more doses are required in a 24 hour period: 
Prescribe: 
A subcutaneous syringe driver of 600micrograms – 1.2mg Glycopyrronium over 24 
hours 

Prescribe:  
Glycopyrronium 200 micrograms SC 
PRN 
(MAX DOSE 1.2mg in 24 hours) 

Prescribe and Administer: 
Glycopyrronium 200 micrograms SC 
PRN 
(MAX DOSE 1.2mg in 24 hours) 
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SUMMARY POSTER FOR WARD DISPLAY 

Anticipatory Prescribing for the last days of life 

To be used in conjunction with Individualised Priorities of Care booklet 

*if CrCl is available please use this for a more accurate renal function and safe prescribing 
**Contact Palliative Care team if any exceptions or if patient is requiring >2 administrations of 
any PRN for one symptom in 24 ° #5605 ext: 2312 or if after 17:00 contact consultant via 
switchboard 24/7 
Link to full guidelines on intranet: http://trustnet/docsdata/palliative/guidelines.html 

PAIN & Breathlessness 
**Exception: Are they already 

on regular opioids or in 
hepatorenal failure? 

NAUSEA & VOMITING 
**Exceptions: Are they on regular 

antiemetics? Do they have seizures, 
Parkinson’s Disease or brain 

metastases? 

AGITATION 
**Check first: have you 
managed pain, urinary 

retention or constipation? 

RESPIRATORY SECRETIONS 
Always prescribe even if not evident 

Oxycodone 1 mg 2° SC 
PRN 

Morphine 2.5mg 1° SC 
PRN 

Levomepromazine 6.25mg 
QDS SC PRN (max 25mg in 

24°) 

Anxiety: Midazolam 
1.25mg 2° SC PRN 

 
Delirium: Haloperidol 

1mg 2° SC PRN 

Anxiety: Midazolam 
2.5mg 1° SC PRN 

 
Delirium: Haloperidol 

1-2.5mg 1° SC PRN 

Glycopyrronium 200mcg SC 
PRN (max 1.2mg in 24°) 

*CrCL/eGFR >30  *CrCl/eGFR <30  
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How to prescribe S/C End of Life Medications on a TTO 
 
The table below identifies information that must be included for each S/C anticipatory 
medication.  

For individual doses, please refer to the ‘Guidelines to Support the Prescription of 
Anticipatory Medicines for Common Symptoms in Adult Patients Dying in Hours or 
Days which can be found on Trustnet. 
For further assistance, or if a syringe driver is required, please contact the palliative care 
team on Bleep 5605 
 

Drug Strength Form 
(solution 

for 
injection) 

Dose Route PRN 
timing 

Number of 
vials to 
supply 

Glycopyrronium       10 

Levomepromazine      10 

Haloperidol      10 

Midazolam 

10mg/2ml 
     Ten (10) 

Morphine Sulphate 

10mg/1ml 
     Ten (10) 

Oxycodone 
hydrochloride 

10mg/ml 

     Ten (10) 

 
Example for non-controlled medication: 

 Glycopyrronium solution for injection – 200 micrograms via s/c injection every 4 
hours as required. Please supply 10 vials 

Example for controlled medication: 

 Midazolam 10mg/2ml solution for injection – 2.5mg via s/c injection every 2-4 hours 
as required. Please supply ten (10) vials 

Community prescription chart: 
S/C End of Life medication cannot be administered in the community by the district 
nurse without a community prescription chart. This needs to be completed before 

discharge. Please contact the Palliative Care team for assistance with this. 
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7. Communication with patient and families  
 

In collaboration with the dying person, those important to them and the 
multiprofessional team, create an individualised care plan. The plan should include the 
dying person's: personal goals and wishes, preferred care setting, current and 
anticipated care needs including: preferences for symptom management. 

 
It is important to explain, if appropriate to do so, to the patient and families the common 
anticipated symptoms at the end of life, and the rationale for prescribing medication as 
required for each of these symptoms. 

 
Offer the family the information sheet ‘Information for Family and Friends staying with 
patients who are in the last days of life’ available under End of Life Care on trustnet. 

 
For further guidance on individualised care plans for adults in the last hours/days of life 
refer to the Priorities guidance available under End of Life on trustnet.  
 
 

8. Specialist palliative care advice and support 
 

The specialist palliative care team can be contacted for advice 7 days a week 8am-
6pm via switchboard on Bleep 5605. Outside of these hours the night practitioner or 
doctors grade registrar and above can contact the Specialist Palliative Medicine 
Consultant on call via switchboard. 

 
 
9. Training 
 

9.1 All Registered Nurses will attend End of Life Care Training (Professional 
Development day 3 – End of Life Care- booking for places through Learning and 
Development)  

 
9.2 All staff will have training in individualised care planning for the last days of life 

(Priorities of Care-ward based training / intranet / PD3 Day/ FY1/2 teaching) 
which will include the principles of anticipatory prescribing and this guidance. 

 
9.3 All current Registered Nurses will complete competencies for EoLC to ensure 

they are competent with current practice.   
 
9.4 The SPCT will ensure the Ward Managers or Link Nurses have completed 

training and the Care of the Dying Patient competencies.   
 
9.5 Ward Managers / Link Nurses will then support and disseminate training and 

ensure the competency is completed by the Registered Nurses 
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10.  Stakeholder Engagement and Communication 
 

This guideline has been consulted on and reviewed by a variety of staff including: 
Supportive and Palliative Care Service and MDT, Pharmacy, ASPH End of Life Care 
Governance and Performance committee, Drugs and Therapeutics Committee and 
Medicines Governance Group. 

 
 
11.  Approval and Ratification 
 

Ratification will be sought from the Drugs and Therapeutics Committee and the ASPH 
End of Life Care Governance and Performance committee.  

 
 
12.  Dissemination and Implementation 
 

This guideline will be available to view on the Trust intranet under End of Life care and 
Guidelines.   
A global email will be sent to Associate Director of Nursing and Operations, Matrons, 
Ward Managers and Clinical Practice Educators informing them of the guideline. 
The guideline will be disseminated through the Aspire global email 
Any changes to practice arising from this guideline will be disseminated to appropriate 
staff through formal training days, outlined above in section 7 and ward based teaching 
by the Supportive and Palliative Care Team 

 
 
13.  Review and Revision Arrangements 
 

This guideline will be formally reviewed every two years by the author or a nominated 
member of the specialist palliative care team. The next review date will by December 
2022. 
The review will be sooner if there is any new information available through published 
national guidance or in response to an alert from the MHRA or NHS England 

 
 
14.   Document Control and Archiving 
 

This is a Trust-wide document and archiving arrangements are managed by the Quality 
Department who can be contacted for master/archived copies. 
On the intranet site, the document will be highlighted as green, when in date, amber 3 
months prior to review date, and red if expired. 
Responsibility for archiving trust-wide policies lies with the Head of Regulation and 
Accreditation 
Electronic folders are set up to hold master copies. 
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Requests for retrieval of documents can be made to the Head of Regulation & 
Accreditation. 
 
 

15.  Monitoring compliance with this Policy 
 
Measurable 
Policy 
Objective  
 
 

Monitoring/ 
Audit 
method 

Frequency of 
monitoring 

Responsibility 
for performing 
the monitoring 

Monitoring 
reported to 
which groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 

e.g. All policies 
will be 
reviewed by 
their authors at 
least annually 
to ensure that 
they remain 
valid and in 
date 

Compliance 
audit of 
sample of 
policies 
(including 
Review 
History) 

Annual Associate 
Director of 
Quality 

Management 
Executive 

 
 
16.  Supporting References / Evidence Base 

 
(1) https://www.bma.org.uk/advice/employment/gp-practices/service-
provision/prescribing/focus-on-anticipatory-prescribing-for-end-of-life-care 

(2) PCF6 

(3) NICE NG31 December 2015 Care of the dying adult in the last days of life. 
https://www.nice.org.uk/guidance/ng31?unlid=9771748720161027121942 

(4) Leadership Alliance Once chance to get it right 2014 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/3231
88/One_chance_to_get_it_right.pdf 

(5) NICE QS 144 https://www.nice.org.uk/guidance/qs144 

(6) PANG guidelines 2016 - Palliative Care Adult Network Guidelines 
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APPENDIX 1: EQUALITY IMPACT ASSESSMENT 

 
Equality Impact Assessment Summary 
 
Name and title:   
Policy:  
 
Background 

 Who was involved in the Equality Impact Assessment 
 
The guideline has been developed in response to NICE guidance NG31 Care of the dying 
adult in the last days of life to support individualised symptom management of the common 
symptoms experienced at the end of life. 
The aim of this guideline is to provide a framework for Ashford and St. Peters Hospitals 
NHS Trust to safely manage symptoms of the dying adult in the last days of life. 
The guideline will ensure that there is a consistent approach whereby all clinical staff who 
are involved with the assessment of symptoms and prescribing of anticipatory medication 
for these common symptoms experienced in the last days of life are competent to do so 
and therefore will be able to deliver safe and effective care. 
The Equality Impact Assessment was carried out by Dr Clare Smith, Palliative Medicine 
Consultant 
 
Methodology 

 A brief account of how the likely effects of the policy was assessed (to include race 
and ethnic origin, disability, gender, culture, religion or belief, sexual orientation, 
age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

  
This is a new guideline based on the NICE guidance NG31Care of the dying adult, 
alongside prescribing guidance from the specialist palliative care formulary (PCF5), and 
the local PANG guidelines 2016. 
Anticipatory medication for pain, restlessness and agitation, nausea and vomiting and 
respiratory secretions are prescribed and offered to any patient displaying these symptoms 
regardless of age, race, disability, gender, culture, religion or belief, sexual orientation. 
 
The following groups have been consulted/involved in the development of this guideline 
Supportive and Palliative Care Service, Pharmacy, End of Life Steering group, Drugs and 
Therapeutics Committee, Medicines Governance Group. 
 
Key Findings 

 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities groups 

 
The guideline does not involve any adverse or potentially adverse impacts for any group of 
patients 
 
Conclusion 

 Provide a summary of the overall conclusions 
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There are no identified adverse or potentially adverse impacts for any group of patients 
 
Recommendations 

 State recommended changes to the proposed policy as a result of the impact 
assessment 

 Where it has not been possible to amend the policy, provide the detail of any 
actions that have been identified 

 Describe the plans for reviewing the assessment 
 
None 
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APPENDIX 2: CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 
 
To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 
Title of the document:  
Policy (document) Author:    
Executive Director:   
 

  
Yes/No/ 
Unsure/
NA 

Comments 

1. Title   
 Is the title clear and unambiguous? yes  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

yes  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

yes  

 Is the purpose of the document clear? yes  
 Are the intended outcomes described? yes  

 
Are the statements clear and 
unambiguous? 

yes  

3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

yes  

 
Who was engaged in a review of the 
document (list committees/ 
individuals)? 

 

Supportive and Palliative Care 
Team ASPH, Pharmacy, End of 
life steering group, Drugs and 
Therapeutics committee and 
medicines governance group 

 
Has the policy template been followed 
(i.e. is the format correct)? 

yes  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

yes  

 
Are local/organisational supporting 
documents referenced? 

yes  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

yes  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how 
this will be done? 

yes  

 
Does the plan include the necessary 
training/support to ensure compliance? 

yes  
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Yes/No/ 
Unsure/
NA 

Comments 

7. Process for Monitoring Compliance    

 
Are there measurable standards or 
KPIs to support monitoring compliance 
of the document? 

yes 
2 yearly care of the dying adult 
audit includes anticipatory 
prescribing 

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

yes  

9. 
Overall Responsibility for the 
Document 

  

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

yes  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? yes  

 
Committee Approval (insert name of Committee) 
If the committee is happy to approve this document, please complete the section below, date it 
and return it to the Policy (document) Owner 
Name of 
Chair 

 Date  

 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of 
ratification below and advise the Policy (document) Owner 
Date: n/a 
 

 
 


