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FO
R

EW
O

R
D

 

This handbook w
as created at the request of oncologists, cancer 

nurses, social w
orkers and others w

ho collaborate w
ith the 

International N
etw

ork for C
ancer Treatm

ent and Research (IN
C

TR).  
O

ur hope is that this user-friendly guide w
ill help in the m

anagem
ent 

of com
m

on palliative care problem
s encountered in their daily w

ork.  
It is, therefore, prim

arily aim
ed at those w

ho have com
pleted som

e 
basic training in palliative care but are not specialists in the field.  
W

e also hope that the handbook w
ill be of benefit to people living 

w
ith life lim

iting illnesses, other than cancer, such as H
IV/A

ID
S. 

A
lthough w

e have aim
ed at brevity there are four topics that w

e 
thought deserved special m

ention in this forew
ord.  These are the 

philosophy of palliative care, the need for good assessm
ent, 

the im
portance of pediatric palliative care and ‘balanced care’.  

Th
e Ph

ilosop
hy of Palliative C

are
    has been defined by the 

W
orld H

ealth O
rganization and other health care organizations in 

a variety of w
ays.  In essence, it should be view

ed as a holistic and 
interdisciplinary approach that aim

s to im
prove the quality of life of 

people of all ages - and their care givers - w
ho live w

ith life-lim
iting 

health conditions. 

In
 g

en
eral term

s, p
alliative care: 

s�IS�BOTH�A�PHILOSOPHY�AND�A�CLINICAL�APPROACH�TO�CARE�
s�RESPONDS�TO�PHYSICAL��PSYCHOSOCIAL��AND�SPIRITUAL�DIM

ENSIONS�
 of suffering - both of the patients and of their caregivers
s�RESPONDS�TO�PEOPLE�S�BELIEFS�AND�PRACTICES�AS�W

ELL�AS�THEIR�SOCIAL�
 and cultural values
s�IS�APPLICABLE�THROUGHOUT�THE�ILLNESS�CONTINUUM

��INCLUDING�BEREAVEM
ENT�

s�CAN�BE�APPLIED�IN�COM
BINATION�W

ITH�OTHER�THERAPIES��OR�M
AY�BE�THE��

 sole focus of care

References Forew
ord: 

D
efinition adapted from

 W
orld H

ealth O
rganization (W

H
O

): 
http://w

w
w

.w
ho.int/cancer/palliative/definition/en/

H
ain R, G

oldm
an A

, Liben S.  
O

xford Textbook of Palliative Care for Children.  
eds. O

xford U
niversity Press, O

xford

H
im

elstein BP, H
ilden JM

, Boldt A
M

, W
eissm

an D
.  

Pediatric palliative care.  
N

 Engl J M
ed. 2004; 350:1752 –1762

Ferris FD
, G

om
ez-Batiste X, Furst C

J and Connor S.  
Im

plem
enting quality palliative care.  

Journal of Pain and Sym
ptom

 M
anagem

ent 2007; 33(5): 533-541
 H

earn J and H
igginson IJ.  O

utcom
e m

easures in palliative care for 
advanced cancer patients: a review

.  
Journal of Public H

ealth M
edicine 1997; 19(2): 193-199
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s�RESPONDS�TO�THE�UNIQUE�NEEDS�OF�CHILDREN�AND�THEIR�FAM
ILIES�

A
ssessm

en
t    is th

e p
rocess of g

ath
erin

g
 in

form
ation

 to h
elp 

g
uid

e p
atient care.  Th

oug
htful an

d
 th

oroug
h

 assessm
ents are 

th
e foun

d
ation

 of g
ood

 p
alliative care, req

uirin
g

 th
e p

ractition
er 

to listen
 w

ell, ask relevant q
uestion

s an
d

 un
d

erstan
d

 p
hysical 

evaluation
.  H

ow
ever, th

e p
hysical, em

otion
al an

d
 sp

iritual 
d

im
ensions of an illness that affect q

uality of life can also b
e further 

evaluated
 using ap

p
rop

riate tools. The p
atient is at the centre of this 

p
rocess, b

ut it should
 also includ

e the fam
ily and

 other caregivers.  
A

n on-going cycle of assessm
ent and

 reassessm
ent is vital in the 

m
anagem

ent of p
alliative care p

atients w
ho often have rap

id
ly 

changing sym
p

tom
s from

 m
ultip

le causes. Investigations, p
articularly 

those w
hich carry a p

hysical or p
sychological b

urd
en, req

uire a 
b

alanced
 consid

eration of the p
atient’s p

rognosis, his or her w
ishes, 

and
 any likely b

enefit.

Palliative C
are for C

h
ild

ren
    C

aring for seriously ill 
ch

ild
ren

 req
u

ires p
articu

lar atten
tio

n
, an

d
 sen

sitivity 
to

 th
e d

evelo
p

m
en

tal stag
e an

d
 co

g
n

itive ab
ilities 

o
f th

e ch
ild

.  It is extrem
ely im

p
o

rtan
t to

 reco
g

n
ize th

e d
istress 

p
aren

ts an
d

 sib
lin

g
s m

ay exp
erien

ce w
h

en
 a yo

u
n

g
 ch

ild
 is ill, an

d 
to

 p
rovid

e ad
d

itio
n

al fam
ily su

p
p

o
rt.  C

h
ild

ren
 o

ften
 u

n
d

erstan
d 

m
o

re ab
o

u
t th

eir illn
ess th

an
 w

e realize o
r ackn

o
w

led
g

e, an
d

 it is 
b

est to
 an

sw
er th

eir q
u

estio
n

s as h
o

n
estly as p

o
ssib

le.  C
h

ild
ren 

m
ay also

 u
se art, d

raw
in

g
s, o

r p
lay as a w

ay to
 exp

ress w
h

at th
ey 

are feelin
g

 in
sid

e, an
d

 th
is can

 b
e a h

elp
fu

l w
ay to

 exp
lo

re a 
ch

ild
’s fears, sad

n
ess, an

d
 h

o
p

es.  Th
e m

an
ag

em
en

t o
f p

h
ysical 

sym
p

to
m

s in
 p

ed
iatric p

alliative care h
as m

u
ch

 in
 co

m
m

o
n 

w
ith

 th
at o

f ad
u

lts.  H
o

w
ever, th

ere are so
m

e d
ifferen

ces b
o

th
 in 

m
ed

icatio
n

 ch
o

ice an
d

 d
o

sag
e.  W

e sh
o

u
ld

 en
su

re th
at ch

ild
ren 

w
ith life threatening and

 serious illness rem
ain forem

ost in our 
m

ind
s and

 are not ab
and

oned
 w

hen cure is no longer p
ossib

le.  
They and

 their p
arents need

 to b
e sup

p
orted

 w
ith com

p
assion and 

und
erstand

ing com
b

ined
 w

ith exp
ert sym

p
tom

 assessm
ent and 

m
anagem

ent.

B
alan

ced
 C

are    W
ithin the context of patient’s w

ishes 
and prognosis it is im

portant to balance the benefits 
of investigation and treatm

ent against the burdens 
and possible harm

. Perhaps m
ore than any other area of m

edicine a 
balanced approach is needed in palliative care to achieve the best 
quality of life for our patients. Trying to decide w

hether or not to 
carry out any particular intervention (such as an investigation or a 
treatm

ent) often creates a com
plex clinical dilem

m
a - and som

etim
es 

an ethical one.  It m
ay be helpful to reflect on the follow

ing questions: 

Is there a reasonable chance of benefit to the patient?
Is the intervention likely to im

prove sym
ptom

s for the patient and 
enhance quality of life?  Is the im

provem
ent likely to be m

aintained? 
For instance a transfusion of blood m

ay help a feeling of fatigue or 
breathlessness in a patient w

ith anem
ia w

ho has m
onths of life ahead 

but for a patient close to death it is m
uch less likely to m

ake a positive 
contribution.

W
ill the intervention likely cause  harm

 to the patient?
M

ost interventions w
ill have draw

backs either in term
s of physical 

suffering, w
asting of valuable tim

e or som
etim

es in raising “false 
hope” w

ith either the patient or the fam
ily. 

For instance, carrying out a C
T scan w

hen the result w
ill not change 

the treatm
ent but m

ay exacerbate pain as w
ell as create a possible 

expectation for disease m
odifying treatm

ent (w
hen none is planned) 

should be avoided. 



15
14

A
norexia and Cachexia

A
norexia and C

achexia

K
EYPO

IN
TS 

m
 

C
ancer and other diseases, such as H

IV/A
ID

S, can often  
 

cause a lack of appetite (anorexia) and w
eight loss w

ith  
 

m
uscle w

asting (cachexia)
m

 
These are often accom

panied by fatigue 
m

 
The process of anorexia/cachexia is com

plex and 
 

involves num
erous m

etabolic changes
m

 
A

norexia/cachexia is present in up to 80%
 of patients 

 
w

ith cancer
m

 
C

hildren w
ith solid tum

ours are m
ore likely to develop  

 
cachexia than w

ith haem
atological m

alignancies
m

 
Seeing a child not eating m

ay be very distressing 
 

for fam
ily

A
SSESSM

EN
T                                  see com

m
ent on page 13

m
 

A
 good history and clinical assessm

ent is im
portant 

 
to try and identify any reversible cause of the anorexia/ 

 
cachexia

�
s�

!
SSESS�APPETITE

�
s�

!
SSESS�ABILITY�DIFlCULTY�IN�SW

ALLOW
ING�AND�CHEW

ING�
�

s�
)DENTIFY�ANY�OTHER�SYM

PTOM
S�SUCH�AS�PAIN���

�
 

 
constipation, depression, or nausea and vom

iting 
 

 
that m

ay be causing decreased appetite
�

s�
%XAM

INE�THE�M
OUTH�FOR�ANY�SORES��LESIONS�OR�INFECTION�

m
 

Treatable causes of anorexia/cachexia include:
�

s�
/

NGOING�PAIN
�

s�
.

AUSEA�AND�VOM
ITING

�
s�

$
EPRESSION

�
s�

/
RAL�PROBLEM

S
 

 
- 

D
ry m

outh

Is the intervention a proper use of available resources (justice)?
In m

ost situations m
ed

ical resources are lim
ited

 and
 have to b

e 
used

 in a fair m
anner.  For instance, in a situation w

here there is a 
shortage of p

latelets for transfusion these m
ay to have b

e reserved 
for p

atients w
ho are having curative treatm

ent rather than those 
w

ith term
inal illness.

H
avin

g
 tried

 to fi
n

d
 a b

alan
ce b

etw
een

 th
ese elem

ents 
on

e sh
ou

ld
 ask: W

hat are the patient‘s w
ishes? 

W
hen appropriate, the patient should be inform

ed of the possible 
benefits and draw

backs of the intervention and his or her w
ishes 

identified.  Their beliefs, developm
ental stage, cognitive abilities and 

life experiences (especially that of their illness) w
ill influence their 

decision m
aking and should be taken into consideration.  The fam

ily 
or other caregivers are often a part of this process.  

C
aring for children creates an added com

plexity.  Som
etim

es 
children’s w

ishes m
ay differ from

 their adult caregivers.  Special effort 
should be m

ade to try and understand the needs and w
ishes of all 

concerned.

Sin
ce th

e m
aterial in

 th
is h

an
d

b
ook is su

m
m

arized
 

it sh
ou

ld
 b

e interp
reted

 in
 th

e context of oth
er m

aterials 
an

d
 textb

ooks.
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PITFA
LLS/C

O
N

C
ERN

S 

m
 

Increasing calorie intake is unlikely to increase body  
 

w
eight and quality of life in advanced cancer cachexia 

PA
LLIATIV

E TIPS 
m

 
D

espite the appearance of m
alnutrition, anorexia/cachexia  

 
is usually N

O
T sim

ply reversed w
ith im

proved nutrition
m

 
A

ggressive feeding can often m
ake sym

ptom
s such as  

 
nausea, vom

iting and pain w
orse

m
 

Educating the fam
ily that w

asting is a part of the disease  
 

process and not the result of the fam
ily not providing  

 
enough nutrition for the patient is im

portant
m

 
A

norexia can cause significant anxiety and distress for  
 

fam
ily m

em
bers and caregivers w

ho m
ay not understand  

 
that loss of appetite is a com

m
on sym

ptom
 of dying

m
 

There is no evidence that providing nutritional support  
 

either enterally or parenterally im
proves m

orbidity or  
 

m
ortality in term

inally ill patients
m

 
Sm

aller, m
ore frequent m

eals of the child’s favourite 
 

foods m
ay help

m
 

Sm
all plates and using straw

s m
ay also m

ay help

REFEREN
C

ES
�s�

&ABBRO��%���$
ALAL��3���

�"RUERA��%�������	���Sym
ptom

 control in palliative care - part II:   

 
cachexia/anorexia and fatigue.  Journal of Palliative M

edicine, 9(2), 409-421.

�s�
(

ARDY�*���2EES�%���,ING�*��ET�AL�������	���A prospective survey of the use of  

 
dexam

ethasone on a palliative care unit.  Palliative M
edicine, 15, 3-8.

�s�
,OPEZ�!

���&IGULS�-
���#UCHI�'

���ET�AL��������	���System
atic review

 of m
egestrol  

 
acetate in the treatm

ent of anorexia-cachexia syndrom
e.  Journal of Pain and  

 
Sym

ptom
 M

anagem
ent, 27(4), 360-369.

�s�
.

ELSON�+!
��7

ALSH�$
���The cancer anorexia-cachexia syndrom

e: a survey of the  

 
prognostic inflam

m
atory and nutritional index (PIN

I) in advanced disease.  

�
*OURNAL�OF�0AIN��

�3YM
PTOM

�-
ANAGEM

ENT����������	������

A
norexia and C

achexia

 
 

- 
M

ucositis secondary to chem
otherapy

 
 

- 
Thrush/candidiasis 

 
 

- 
O

ral herpes
�

s�
'

ASTROINTESTINAL�M
OTILITY�PROBLEM

S
 

 
- 

Reflux oesophagitis
 

 
- 

G
astric stasis

 
 

- 
Constipation

m
 

A
s in adults: evaluate possible correctable conditions  

 
that affect appetite and feeding such as nausea, pain, 

 
oral conditions, constipation and depression

 M
A

N
A

G
EM

EN
T 

Consider treatm
ent of the underlying cause if one is 

identifiable             Consider if patient is w
ell enough to benefit

N
O

N
PH

A
R

M
A

CO
LO

G
IC

 A
PPR

O
A

C
H

ES
�

s�
0ATIENT�AND�FAM

ILY�EDUCATION
�

s�
%LIM

INATE�DIETARY�RESTRICTIONS
�

s�
%NCOURAGE�PATIENT�TO�EAT�THEIR�FAVOURITE�FOODS

PH
A

R
M

A
CO

LO
G

IC
 A

PPR
O

A
C

H
ES

�
s�

%NSURE�GOOD�PAIN�AND�NAUSEA�VOM
ITING�CONTROL��

 
 

treat constipation
�

s�
3TIM

ULATE�APPETITE
 

 
- 

M
eg

estrol acetate 40-240 m
g

 u
p

 to fou
r 

 
 

 
tim

es a d
ay PO

 or 800 m
g

 on
ce d

aily PO
 

 
- 

D
exam

eth
ason

e 4-8 m
g

 q
A

M
 PO

m
 

A
s in adults: Corticosteroids m

ay help appetite. 
 

H
ow

ever, because of potential significant adverse 
 

side effects they should probably not be used if 
 

anorexia/cachexia is the only sym
ptom

 they m
ight 

 
benefit

A
norexia and C

achexia
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K
EYPO

IN
TS 

m
 

A
scites is reported in 15-50%

 of patients w
ith m

alignancy
m

 
10%

 of all cases of ascites are from
 m

alignancy.
 

N
on-m

alignant ascites m
ay also be seen in cancer patients  

 
(from

 other causes), and non-cancer palliative patients  
 

m
ay have ascites (cirrhosis, C

H
F, tuberculosis etc)  

m
 

A
scites is com

m
on in ovarian, breast and G

I m
alignancies  

 
(30%

 of ovarian cancer patients develop ascites)
m

 
The prognosis is poor so the goal is usually com

fort w
ith  

 
m

inim
al disturbance (exception is ovarian cancer w

hich  
 

m
ay still have a m

oderate prognosis)
m

 
Paracentesis is safe in children  

m
 

C
hildren m

ay fear invasive procedures such as  
 

 
paracentesis. It is im

portant to explain w
hat w

ill 
 

happen and gain the child’s consent, depending 
 

on his or her  ability to understand
                    Consider if patient is w

ell enough to benefit

A
SSESSM

EN
T                                 see com

m
ent on page 13

m
 

C
linical features include abdom

inal sw
elling, 

 
bloating, w

eight gain, reflux, and dyspnea
m

 
Exam

 m
ay reveal increased abdom

inal girth, bulging  
 

flanks, shifting dullness
m

 
Investigations to consider are ultrasound, diagnostic  

 
paracentesis (cytology, album

in, bacterial culture), 
 

serum
 electrolytes and album

in
m

 
M

alignant ascites m
ay be caused by liver disease/

 
m

etastases leading to portal hypertension, intra-abdom
inal  

 
m

etastases/peritoneal seeding, lym
phatic obstruction 

 
and leakage (chylous ascites), or a com

bination of these

A
scites

A
scites

�s�
0OOLE�+��!

ND�&ROGGATT�+�������	���Loss of w
eight and loss of appetite in  

 
advanced cancer:  a problem

 for the patient, the carer, or the health  
 

 
professional ?  Palliative M

edicine, 16, 499-506.

�s�
0LONK�7

��!
ND�!

RNOLD�2�������	���Term
inal care:  the last w

eeks of life. Journal  

 
of Palliative M

edicine, 8(5), 1042-1050.

�s�
3HRAGGE�*���7

ISM
ER�7

���/
LSON�+��AND�"ARACOS�6�������	���The m

anagem
ent of  

 
anorexia by patients w

ith advanced cancer:  a critical review
 of the literature.  

 
Palliative M

edicine, 20, 623-629.

�s�
3TRASSER�&���Eating-related disorders in patients w

ith advanced cancer. 

 
Supportive C

are in C
ancer 2003; 11(1):11-20.

�s�
3TRASSER�&���"RUERA�%$

���U
pdate on anorexia and cachexia.  H

em
atology- 

 
O

ncology C
linics of N

orth A
m

erica 2002; 16(3):589-617.

�s�
3UTTON�,-

���$
EM

ARK7
AHNEFRIED�7

���#
LIPP�%#

���M
anagem

ent of term
inal  

 
cancer in elderly patients.  Lancet O

ncology 2003;4(3):149-57.

�s�
4OM

ISKA�-
��ET�AL���Palliative treatm

ent of cancer anorexia w
ith oral suspension  

 
of m

egestrol acetate. N
eoplasm

a 2003;50(3):227-33.

A
norexia and C

achexia
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m
 

D
uring paracentesis; check vital signs

m
 

Rem
ove the quantity of fluid that gives optim

um
  

 
 

sym
ptom

atic relief
m

 
N

ot m
ore than 10%

 of body fluid by volum
e/24hrs 

 PITFA
LLS/C

O
N

C
ERN

S

 
 

In patients in the final term
inal phase – ie. hours to 

 
days, it w

ould be norm
ally inappropriate to drain the   

 
ascites (treatm

ent should be as least invasive as possible)

 
  In patients in the final term

inal phase – ie. hours to  
 

days sym
ptom

atic relief through pharm
acologic and other

 
m

eans w
ould be preferred

 PA
LLIATIV

E TIPS 
m

 
D

rain for sym
ptom

atic relief, not just because the fluid is there
m

 
If the drain site keeps leaking afterw

ards, an ostom
y bag  

 
over the site is helpful in containing the fluid

m
 

Som
e patients w

ho rapidly re-accum
ulate fluid despite  

 
high dose diuretics m

ay benefit from
 an indw

elling
 

catheter.  If the prognosis is m
any w

eeks, consider a   
 

tunneled catheter to reduce infection risk
m

 
Patients w

ith ascites from
 cirrhosis m

ay benefit from
  

 
sodium

 restriction. The benefit of this m
ust be w

eighed  
 

against unnecessary discom
fort from

 dietary restriction
m

 
O

ctreotid
e m

ay be useful in controlling ascites 

M
ETH

O
D

 O
F PA

RA
C

EN
TESIS

m
 

If there is substantial ascites (tense abdom
en), it is  

 
 

probably safe to proceed w
ithout ultrasound

m
 

W
ith patient sem

i-recum
bent and w

ith an em
pty bladder,  

 
choose a puncture site below

 the um
bilicus in the m

idline  

A
scites

M
A

N
A

G
EM

EN
T 

m
 

Consider treatm
ent of the prim

ary tum
our (particularly  

 
w

ith ovarian cancer), but usually the cancer is advanced  
 

and the prognosis is poor
m

 
D

iuretics can be helpful in som
e patients w

ith ascites.  
�

3ERUM
�ELECTROLYTES��.

A��+	�M
AY�NEED�TO�BE�FOLLOW

ED����
 

D
iuretics are unlikely to be helpful in chylous ascites 

 
(accum

ulation of lym
ph in the peritoneal cavity  

 
 

characterized by increased triglyceride concentrations)
m

 
Paracentesis is best for im

m
ediate sym

ptom
 relief, 

 
if the ascites does not respond to diuretics and for 

 
chylous ascites

m
 

Pharm
acologic M

anagem
ent

�
s�

Sp
iron

olacton
e starting w

ith 50 m
g/day and  

 
 

 
increasing up to 400 m

g/day if required
�

s�
Fu

rosem
id

e starting at 40 m
g/day and increasing 

 
 

up to 160 m
g/day if required

m
 

Paracentesis
�

s�
4HIS�IS�A�SIM

PLE�PROCEDURE�THAT�CAN�BE�DONE�AT�THE��
 

 
bedside or w

ith ultrasound guidance (recom
m

ended  
 

 
if there is diagnostic uncertainty, possible loculations  

 
 

or uncertainty about catheter placem
ent due to 

 
 

tum
or m

asses)
�

s�
2EM

OVE�THE�DRAIN�AFTER���HOURS��AFTER���LITERS�HAVE��
 

 
drained or w

hen the drainage has stopped
�

s�
!

�SM
ALL�NUM

BER�OF�PATIENTS���
��

	�M
AY�DETERIORATE��

 
 

rapidly after paracentesis.  Sepsis and catheter  
 

 
 

blockage are other com
plications

m
 

Intravenous fluids and album
in infusions are not 

 
routinely required (unless hypotensive, dehydrated, 

 
or severe renal im

pairm
ent)

A
scites
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or the LLQ

 at the anterior axillary line below
 the level of  

 
percussible dullness

m
 

U
sing sterile technique, prep the skin w

ith antiseptic and  
 

infiltrate local anaesthetic
m

 
Retract the skin inferiorly; insert a 14-16 g needle or   

 
catheter that is attached to a drainage tube (IV extension  

 
tube)

m
 

G
ravity drain to dryness or a total of 5-6 liters into 

 
a container 

m
 

W
ithdraw

 the needle allow
ing the skin to return to   

 
the original position (creates a Z-track and low

ers the post  
 

procedure leakage)

REFEREN
C

ES 
�s�

!
SLAM

�.
��AND�#

�2��-
ARINO�� M

alignant Ascites.  A
rch Int M

ed 2001;161: 

 
2733-2737

�s�
+RAM

ER�2%��3OKOL�2*���9ERUSHALM
I�"���ET�AL�� Large-volum

e paracentesis   

 
in the m

anagem
ent of ascites in children. J Pediatr G

astroenterol N
utr  

 
2001;33(30:245-9)

�s�
,EE�!

���4�.
��,AU��+�9��,EONG���Indw

elling catheters for the m
anagem

ent of  

 
m

alignant ascites. Support C
are C

ancer 2000; 8: 493-499

�s�
3TEPHENSON��*���The developm

ent of clinical guidelines on paracentesis for  

 
ascites related to m

alignancy.  Palliative M
edicine 2002; 16: 213-218

�s�
7

ALLER��!
�AND�.

�,���Caroline H
andbook of Palliative Care in Cancer.  2

nd Ed.  

 
Butterw

orth-H
einem

ann, 2000.

A
scites

K
EYPO

IN
TS 

m
 

Bleeding can som
etim

es occur in cancer especially as the  
 

disease progresses
m

 
Patients and fam

ilies can be very distressed by even sm
all  

 
am

ounts of visible bleeding

A
SSESSM

EN
T                                 see com

m
ent on page 13

m
 

It is im
portant to m

ake an assessm
ent of the cause, 

 
the severity, and the prognosis of the patient w

hen   
 

assessing bleeding 
m

 
W

hen appropriate carry out relevant tests including a  
 

coagulation screen

M
A

N
A

G
EM

EN
T 

m
 

Treatm
ent of bleeding in palliative patients depends on the  

 
patient’s prognosis and w

hether the treatm
ent is likely to  

 
be effective             Consider if patient is w

ell enough to benefit

G
en

eral M
easu

res 
m

 
Reassure and explain the situation to patient and fam

ily 
m

 
G

eneral supportive m
easures including fluid replacem

ent  
 

if the bleeding is severe 
m

 
Stop m

edications such as N
SA

ID
s or anticoagulants that  

 
m

ay be causing or exacerbating the bleeding 
m

�
#ONSIDER�CORRECTING�ANY�ABNORM

AL�CLOTTING�IE��W
ITH�6IT�+�

 
or fresh frozen plasm

a if available

Tran
sfu

sion
 w

h
en

 ap
p

rop
riate (see ap

p
en

d
ix 6)

m
 

Packed red cells
m

 
Platelets 

B
leeding

Bleeding
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O
th

er
m

 
Tran

exam
ic acid

, adult: 1G
 tid PO

 or IV, 
 

10-20 m
g/kg/dose bid to tid IV;  

 
25 m

g/kg/dose tid to qid PO
 

m
 

Consider haem
ostatic radiation or em

bolisation

B
leed

in
g

 from
 a  w

ou
n

d
/u

lcer
m

 
A

pply steady pressure
m

 
A

d
ren

alin
e/ep

in
ep

h
rin

e (1;1000) im
pregnated dressings

B
leed

in
g

 from
 G

I Tract
m

 
Stop N

SA
ID

S and reduce and discontinue steroids if   
 

possible
m

 
Start om

ep
razole, ran

itid
in

e or sim
ilar m

edication
m

 
Endoscopy if possible and if w

arranted

B
leed

in
g

 from
 B

lad
d

er
m

 
M

ay benefit from
 continuous bladder irrigation and   

 
instillation of haem

ostatic agents
m

 
If w

ell enough consider cystoscopy/diatherm
y

m
 

Tran
exam

ic acid
 should be used w

ith caution in geni- 
 

tourinary bleeding as clot form
ation m

ay be problem
atic 

B
leed

in
g

 from
 m

ou
th

/g
u

m
s

m
 

C
autious cleaning of the m

outh 
m

 
Tran

exam
ic acid

 IV liquid (50%
 diluted w

ith w
ater) as  

 
m

outhw
ash m

ay be useful

B
leed

in
g

 from
 n

ose
m

 
C

an be stopped by continuous pressure
m

 
U

se  silver n
itrate sticks

m
 

Packing for 15 m
inutes w

ith gauze soaked in 1;1000  
 

ad
ren

alin
e/ep

in
ep

h
rin

e 

M
assive H

aem
orrh

ag
e in

 Term
in

al Ph
ase

m
 

Stay w
ith patient 

m
 

Reassure fam
ily

m
 

If appropriate sedate patient w
ith m

id
azolam

 
5 m

g-10 m
g SC

/IV stat
m

 
U

se red, green or blue tow
els to disguise blood

PITFA
LLS/C

O
N

C
ERN

S 
m

 
If a m

assive haem
orrhage is likely at som

e stage the  
 

fam
ily and patient should be prepared for this as far as is  

 
possible 

m
 

D
o not use tran

exam
ic acid

 w
hen dissem

inated
 

intravascular coagulation (D
IC

) is suspected

PA
LLIATIV

E TIPS
m

 
Patients w

ith advanced liver disease or renal failure m
ay  

 
develop abnorm

al clotting com
plicating this problem

. 
 

(In addition, they m
ay have been started previously on  

 
anti-coagulants for another problem

)

Bleeding
Bleeding
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K
EYPO

IN
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m
 

Prevention is the m
ost im

portant part of treatm
ent

m
 

Constipation is defined as the infrequent and difficult  
 

passage of hard stools
m

 
Constipation m

ay be related to the disease, the treatm
ent  

 
or m

ay be unrelated
m

 
The prevalence of constipation in palliative care patients 

 
is 29-86%

m
 

Constipation can be a distressing sym
ptom

 for patients  
 

and cause other problem
s such as nausea and vom

iting,  
 

abdom
inal pain, or if left untreated, bow

el obstruction
m

 
Preventing and relieving constipation can im

prove 
 

quality of life
m

 
N

orm
al frequency of bow

el m
ovem

ents varies 
 

betw
een individual children

m
 

Painful dry stools should be taken to indicate 
 

constipation
 A

SSESSM
EN

T                                 see com
m

ent on page 13

m
 

Taking a thorough history and perform
ing a good 

 
clinical assessm

ent  (including rectal exam
 to assess   

 
for the presence of hard stool in the vault and rule out  

 
im

paction) is im
portant to try and identify the underlying  

 
cause(s) of the constipation 

m
 

C
auses of constipation can include:  opioids or other  

 
m

edications, dehydration, m
echanical obstruction,   

 
im

m
obility, em

otional stress, decreased oral intake, 
 

and electrolyte im
balances

m
 

Investigations to consider m
ay include: abdom

inal x-ray to  
 

assess bow
el gas pattern and rule out ileus or bow

el obstruction

Constip
ation

C
onstipation

m
 

M
ass in (L) low

er quadrant m
ay be present

m
 

Rectal exam
 m

ay show
 im

pacted faeces, fissure 
 

or tum
our

 M
A

N
A

G
EM

EN
T 

m
 

M
ild constipation

�
s�

)F�POSSIBLE
 

 
- 

Increase fluids
 

 
- 

Increase fibre (if not accom
panied by increase in  

 
 

 
fluids m

ay m
ake constipation w

orse)
 

 
- 

Increase activity 
m

 
M

ild or m
oderate or w

hen initiating opioids
�

s�
!

S�ABOVE��
�STOOL�SOFTENER��I�E�

 
 

- 
D

ocu
sate 100-200 m

g
 b

id
 PO

 as w
ell as a  

 
 

 
 

peristaltic agent:
 

 
- 

B
isacod

yl 5-15 m
g

 b
id

 PO
 or                        

 
 

- 
Sen

n
a tw

o tab
s PO

 at H
S, in

crease to b
id

 
 

 
 

if n
ecessary PO

m
 

N
o stool for 3 days and stool in rectum

�
s�

!
S�ABOVE��

 
s 

Lactu
lose or sorb

itol 70%
 15-30-cc PO

/B
ID

, 
�

s�
G

lycerin
e and d

u
lcolax suppositories

�
s�

Fleet or salin
e en

em
a if suppositories not effective

m
 

Constipated stool in rectum
�

s�
$

ISIM
PACTION�IF�INDICATED

m
 

A
s w

ith adults, try to prevent constipation by adding  
 

laxatives w
hen starting opioids:

 
D

ocu
sate

�
s���

��YEARS��������M
G���HRS�BID�0/

�
s�����YEARS��������M

G���HRS�BID�0/
�

s������YEARS���������M
G���HRS�BID�0/

 
B

isacod
yl 

�
s��6-12 years:  5-10 m

g once daily PO

C
onstipation
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O

ncology as a paradigm
atic exam

ple. Journal of Palliative M
edicine, 9(2), 391- 408.

�s�
$

OW
NING�-

���M
edical Care of the D

ying, 4
th edition. Victoria H

ospice Society.  

 
2006, pp 341- 352.

�s�
&ALLON�-

4�AND�(
ANKS�'

7
�������	���M

orphine, constipation and perform
ance  

 
status in advanced cancer patients.  Palliative M

edicine 13:159 -160.

�s�
'

OODM
AN��-

��AND�7
ILKINSON��3�������	���Constipation m

anagem
ent in  

 
palliative care: a survey of practices in the U

nited Kingdom
. Journal of Pain and  

 
Sym

ptom
 M

anagem
ent, 29(3), 238 - 244.

 
Sen

n
a 

�
s��2-6 years:  one half daily to one tab bid PO

�
s������YEARS���ONE�TAB�DAILY�TO�TW

O�TABS�BID�0/
 

Lactu
lose 

�
s���M

ONTH��YEAR�������M
LS�")$

�0/
�

s����YEAR��YEARS�����M
LS�")$

�0/
�

s������YEARS������M
LS�")$

�0/
�

s�������YEARS������M
LS�")$

�0/
 

…
 and adjust according to response

PITFA
LLS/C

O
N

C
ERN

S
 

            In patients in the final term
inal phase, ie. hours   

 
to days, it m

ay be inappropriate to treat obstruction or  
 

constipation
m

 
D

o not use enem
as or suppositories in children 

 
w

ith neutropenia and throm
bocytopenia

m
 

C
hildren w

ith constipation m
ay have developed 

 
rectal tears com

plicating the problem

PA
LLIATIV

E TIPS 
m

 
Bow

el regim
ens should be individualized and titrated  

 
to patient response

m
 

A
 bow

el regim
en should be initiated at the tim

e opioids  
 

are started and should be continued for as long as the  
 

patient takes opioids
m

 
U

rinary retention, nausea and vom
iting, term

inal  
 

 
restlessness, and other sym

ptom
s can som

etim
es be  

 
relieved by treating constipation

m
 

A
s w

ith adults, encourage increased fluid intake 
 

and exercise w
hen appropriate 

 REFEREN
C

ES 
�s�

$
ALAL��3���&ABBRO��%���

�"RUERA��%�������	���Sym
ptom

 control in palliative care - part I:  

C
onstipation

C
onstipation
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The initial starting dose w

ill depend on the patient’s  
 

previous exposure to opioids 
�

s�
!

�DOSE�OF�m
orp

h
in

e 2.5 m
g

 reg
u

larly q
4h

 PO
 

 
 

(or 1 to 2 m
g

 SC
/IV

) and a breakthrough or rescue  
 

 
dose every hour, as required (see A

ppendix 1) is   
 

 
suitable for an opioid-naive patient 

�
s�

!
�DOSE�OF�m

orp
h

in
e 5-10 m

g
 reg

u
larly q

4h
 PO

 
 

 
(or 2.5 - 5 m

g
 q

4h
 SC

/IV
) and a breakthrough or  

 
 

rescue dose every hour, as required (see A
ppendix 1)  

 
 

should be used for patients w
ho have already been 

 
 

on cod
ein

e  
�

s�
&OR�A�PATIENT�ALREADY�ON�m

orp
h

in
e an increase  

 
 

in the dose by 20%
 m

ay im
prove the cough

m
 

A
lso consider a trial of d

exam
eth

ason
e 8 m

g
 q

A
M

 PO
m

 
Inhaled corticosteroids  or sod

iu
m

 crom
og

lycate 
 

m
ay be helpful

m
 

For refractory sym
ptom

s consider nebulized local  
 

 
anaesthetics such as lig

n
ocain

e/lid
ocain

e 5 m
l of 2%

  
 

solu
tion

 (w
ith

ou
t ad

ren
alin

e) p
rn

m
 

If tenacious secretions are difficult to clear w
ith 

 
coughing:

�
s�

#ONSIDER�USING�m
oist in

h
alation

s 
�

s�
N

eb
u

lized
 hyp

erton
ic salin

e can be effective 
�

s�
4RY�n

orm
al salin

e if this is not available
m

 
C

hildren w
ith persistent non productive cough 

 
(like adults) w

ill benefit from
 opioids

 
Cod

ein
e 

�
s��C

hildren m
ore than 6 m

onths: 
 

   0.5-1.0 m
g/kg q4h PO

 (m
ax 60 m

g/dose)
 

M
orp

h
in

e 
�

s��Starting doses for opioid naïve infants less than
  

   6 m
onths:  

 
   0.01 m

g/kg q4h SC
/IV, or 0.02 m

g/kg q4h PO

C
ough

K
EYPO

IN
TS

m
 

Cough m
ay be related to the disease, the treatm

ent or  
 

m
ay be unrelated

m
 

Cough can be a distressing sym
ptom

 for the patient and  
 

interfere w
ith sleep

m
 

U
sing cough suppressants (e.g. cod

ein
e, m

orp
h

in
e) can  

 
bring sym

ptom
atic relief and im

prove quality of life
m

 
Coughing can be very exhausting for both the child 

 
and the fam

ily

A
SSESSM

EN
T                                 see com

m
ent on page 13

m
 

A
 good clinical assessm

ent is im
portant to try 

 
and identify the underlying cause of the cough 

 
(e.g. pneum

onia, C
H

F, pleural effusion, asthm
a, etc)

m
 

Investigations to consider m
ay include:

�
s�

#
HEST�XRAY�TO�ASSESS�POSSIBLE�CAUSE

 M
A

N
A

G
EM

EN
T

m
 

Consider treatm
ent of the underlying cause 

 
(e.g. oncological treatm

ent of tum
our, draining of pleural  

 
effusion, treatm

ent of infection, gastroreflux disease) 
 

           Consider if patient is w
ell enough to benefit

m
 

Sim
ple m

easures such as m
oist inhalations or 

 
n

eb
u

lized
 0.9%

 salin
e can be helpful

m
 

Sim
ple cough suppressant m

ay be tried
m

 
A

 w
eak opioid such as cod

ein
e 15-30 m

g
 q

4h
 PO

 or   
 

d
extrom

eth
orp

h
an

 30 m
g

 (or h
ig

h
er d

oses) q
4h

 PO
  

 
can be used to suppress cough

m
 

M
orp

h
in

e should be used if the cough is not 
 

suppressed by cod
ein

e or other m
eans 

Cough

C
ough



32
33

 K
EYPO

IN
TS 

m
 

D
elirium

 (w
ith or w

ithout hallucinations) is com
m

only  
 

experienced by patients w
ith advanced illnesses

m
 

Possible causes are m
any, m

ay be m
ultifactorial and   

 
difficult to determ

ine in about 50%
 of cases

m
 

D
elirium

 or confusion can be caused by the opioids   
 

them
selves, and/or the accum

ulation of opioid 
 

neurotoxic m
etabolites

m
 

There are m
any causes of delirium

 and hallucinations 
 

in children
m

 
M

ay be due to fatigue only

A
SSESSM

EN
T                                 see com

m
ent on page 13

N
on opioid causes include:   

m
 

D
ehydration* 

m
 

H
epatic and renal failure* 

m
 

U
rinary retention                  

m
 

Infection e.g. urine infection
m

 
Constipation

m
 

Brain m
etastasis

m
 

Biochem
ical im

balances, i.e. hypercalcem
ia, hyponatrem

ia
m

 
M

edications, i.e. tricyclics, corticosteroids, benzodiazepines 
m

 
H

ypoxia

 
* delirium

 possibly caused by accum
ulation of opioids and their m

etabolites

M
A

N
A

G
EM

EN
T 

 
  Consider if cause of delirium

 identifiable and if 
 

patient w
ell enough for intervention

m
 

D
iscontinue drugs that m

ay be causing the delirium
 

 
(such as anticholinergics, etc)

D
elirium

D
elirium

�
s��Starting dose for opioid naïve infants/children 

 
   m

ore than 6 m
onths: 

 
   0.02 m

g/kg q4h SC
/IV, or 0.04 m

g/kg q4h PO

PITFA
LLS/C

O
N

C
ERN

S 

 
  In patients in the final term

inal phase – ie. hours to days,  
 

antibiotics w
ill m

ake little difference to the course of events
 PA

LLIATIV
E TIPS

m
 

A
 bedtim

e dose of cod
ein

e or m
orp

h
in

e  can help   
 

suppress the cough and allow
 for an undisturbed sleep

 REFEREN
C

ES 
�s�

$
ONALDSON�3(

��"ENNETT�7
$

��ET�AL��M
ucus Clearance and Lung Function in  

 
Cystic Fibrosis w

ith H
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. Engl. J. M
ed., January 19, 2006;  

 
354(3): 241 - 250

�s�
$

UDGEON�$
*��M

anaging dyspnea and cough. H
em

atology-O
ncology C

linics  

 
of N

orth A
m

erica 2002;16(3):557-77

�s�
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UERS�-
&��2OUND�#
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ptom
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all cell lung cancer: 

 
a study by the Yorkshire Regional Cancer O

rganisation Thoracic G
roup. 

 
Thorax 1993; 48(4):339-43
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H

ealth Inform
atics at N

ew
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H
IN
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w

w
w

.prodigy.nhs.uk/palliative_care_coug [A
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3) 

O
pioid rotation (if alternative opioids available)

 
 

- 
O

pioid rotation (sw
itching from

 one opioid to another)  
 

 
 

can be helpful for som
e patients w

ho do not respond to  
 

 
 

the addition of neuroleptics or benzodiazepines. 
 

 
 

This is especially so in patients w
ho m

ay have renal  
 

 
 

failure in w
hom

 m
etabolites from

 m
orphine can   

 
 

 
accum

ulate.  If an opioid rotation is done, establish the  
 

 
 

equianalgesic dose from
 an equianalgesic table, and  

 
 

 
start the new

 opioid at 25-50%
 of the equianalgesic  

 
 

 
dose. (See A

ppendix 3). This is to take into account that  
 

 
 

there is a large variability betw
een individuals in  

 
 

 
response to various opioids

 
 

m
 

Try to prevent delirium
 by ensuring regular sleep

m
 

U
se fam

iliar stories and m
usic etc.

 
H

alop
erid

ol 
�

s�����������M
G�KG���HRS�AS�CONTINUOS�INFUSION�OR�

 
   in divided doses bid or tid PO

/SC
/IV

 
If agitated delirium

 consider addition of:              
 

Lorazep
am

 
�

s�������M
CG�KG��M

AX���M
G	�AS�SINGLE�DOSE�or q4-8h PO

/SL 
 

M
id

azolam
 

�
s������M

CG�KG��M
AX����M

G	�3,�AS�SINGLE�DOSE
�

s������M
CG�KG�3#

�AS�A�SINGLE�DOSE
�

s���������M
CG�KG�OVER����HOURS�AS�CONTINUOUS�INFUSION�

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

ntihistam
ines m

ay cause paradoxical agitation 
 

and confusion
m

 
Benzodiazepines can be useful in children in 

 
controlling agitation but at higher doses m

ay 
 

w
orsen delirium

 in som
e children 

D
elirium

m
 

A
 trial of hydration if the patient’s condition w

ould   
 

tolerate this. (M
ay help correct electrolyte disturbances  

 
and m

ay dim
inish opioid toxic m

etabolite accum
ulation) 

m
 

Correct electrolyte im
balance; hypercalcem

ia m
ay  

 
 

respond to hydration and/or to biphosphonates such 
 

as p
am

id
ron

ate 60-90 m
g

 (sin
g

le d
ose) IV

 

PH
A

R
M

A
CO

LO
G

IC
 M

A
N

A
G

EM
EN

T
 

If sym
ptom

s persist, pharm
acological m

anagem
ent includes:

 
1) 

N
euroleptics

 
 

- 
H

alop
erid

ol is com
m

only used.
 

 
- 

C
h

lorp
rom

azin
e m

ay be m
ore effective in cases 

 
 

 
of severe agitation

 
 

 
N

EU
RO

LEPTICS 
 

via

 
 

 
H

alop
erid

ol 
0.5-5 m

g bid +
 q4h 

PO
/SC/IV

 
 

 
C

hlorp
rom

azine 
15-50 m

g bid 
PO

/IV

 
 

 
R

isp
erid

one 
0.5-4 m

g bid 
PO

 
 

 
O

lanzep
ine 

2.5 m
g qhs-10 m

g od to bid 
PO

 
2) 

Benzodiazepines
 

 
- 

Lorazep
am

 or m
id

azolam
 can also be used in  

 
 

 
situations w

here there is considerable agitation. 
 

 
 

It should be noted how
ever that benzodiazepines  

 
 

 
can som

etim
es m

ake confusion w
orse and should  

 
 

 
not be used alone for the treatm

ent of delirium

 
 

 
BEN

ZO
D

IA
ZEPIN

ES 
via

 
 

 
Lorazep

am
 

0.5-2 m
g bid to qid +

 q1h prn 
PO

/SC/IV/PR

 
 

 
M

id
azolam

 
5-60 m

g/24h via infusion 
SC/IV

D
elirium
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K
EYPO

IN
TS

m
 

D
yspnea has a prevalence of 50%

 in people w
ith any type  

 
of cancer (not just lung cancer)

m
 

D
yspnea is m

oderate to severe in m
ore than 28%

 of   
 

term
inally ill cancer patients

m
 

O
pioids (e.g. m

orp
h

in
e) play an im

portant and effective  
 

part in the m
anagem

ent of dyspnea
m

 
D

yspnea (like pain) is a subjective sym
ptom

 and therefore  
 

it is im
portant to ask the patient about their feelings of  

 
dyspnea rather than rely on clinical exam

 findings
m

 
Breathlessness is com

m
on in children in the 

 
term

inal stages of life 
 A

SSESSM
EN

T                                 see com
m

ent on page 13

m
 

A
 good clinical assessm

ent is im
portant to try 

 
and identify the underlying cause of the dyspnea 

 
(e.g. pneum

onia, C
H

F,  pleural effusion, etc)
m

 
Investigations to consider m

ay include:
�

s�
#

HEST�XRAY�TO�ASSESS�POSSIBLE�CHEST�DISEASE
�

s�
#

"#
�TO�RULE�OUT�ANAEM

IA�OR�INFECTION
�

s�
/

XYGEN�SATURATION��NOT�NECESSARILY�ARTERIAL�BLOOD��
 

 
gases) can som

etim
es be helpful

m
 

D
yspnea (like pain) is a subjective experience, 

 
so sim

ply asking a child ‘is your breathing troubling you?’  
 

can be very helpful in assessm
ent. H

ow
ever, tests such 

 
as carbon dioxide/oxygen saturation or spirom

etry   
 

have not been show
n to relate closely to the actual   

 
experience of dyspnea.

m
 

Validated assessm
ent tools for children suffering from

   
 

dyspnea are available e.g. the D
alhousie D

yspnea Scale

D
ysp

nea

D
yspnea

PA
LLIATIV

E TIPS

m
 

If opioids are suspected as the cause of delirium
, 

 
it is im

portant to realize the sym
ptom

s m
ay disappear  

 
after a few

 days of stable dosing of the opioid.
 

Th
us, un

less th
e sym

p
tom

s are severe, it is 
 

recom
m

ended to treat them
 pharm

acologically 
 

(e.g. as w
ith a neuroleptic) initially, prior to 

 
deciding on changing the opioid

m
 

The new
er atypical antipsychotics such as 

 
risp

erid
on

e and olan
zap

in
e can also be used 

 
effectively and offer the advantage of less   

 
 

antiparkinsonian/anticholinergic side effects
m

 
A

dequate lighting, keep noise to low
 level and 

 
keep fam

ily present 
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ethadone in the m

anagem
ent of pain 
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#

HERNY�.
��ET�AL��Strategies to m

anage the adverse effects of oral m
orphine: 

 
an evidence-based report. Journal of C

linical O
ncology 2001; 19(9): 2542- 
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�s�
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pioid poorly-responsive cancer pain, part 3.  

 
Clinical strategies to im

prove opioid responsiveness. Journal of Pain and  

 
Sym

ptom
 M

anagem
ent 2001; 21(4): 338-354

�s�
3M

ITH�-
4��N

euroexcitatory effects of m
orphine and hydrom

orphone: 

 
evidence im

plicating the 3-glucuronide m
etabolites. C

linical and  
 

 
Experim

ental Pharm
acology and Physiology 2000; 27: 524-528

D
elirium
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Benzodiazepines, corticosteroids and bronchodilators  

 
m

ay also be helpful
m

 
Correctable causes of dyspnea in children such as 

 
anem

ia, infection and effusion can be treated 
                     Consider if patient is w

ell enough to benefit
m

 
A

s w
ith adults, opioids such as m

orp
h

in
e are accepted  

 
as an im

portant and effective treatm
ent for dyspnea 

 
in advanced cancer and other diseases; 

 
M

orp
h

in
e

�
s��Starting doses for opioid naïve infants 

 
   less than 6 m

onths: 
 

   0.01 m
g/kg q4h SC

/IV, or 0.02 m
g/kg q4h PO

�
s��Starting dose for opioid naïve infants/children 

 
   m

ore than 6 m
onths: 

 
   0.02 m

g/kg q4h SC
/IV, or 0.04 m

g/kg q4h PO
m

 
Benzodiazepines, corticosteroids and bronchodilators 

 
are also useful. 

 
Lorazep

am
 

�
s�������M

CG�KG��M
AX���M

G	�AS�SINGLE�DOSE�OR�Q��H�0/
�3,

 
M

id
azolam

 
�

s������M
CG�KG��M

AX����M
G	�3,�AS�SINGLE�DOSE

�
s������M

CG�KG�3#
�AS�A�SINGLE�DOSE

�
s���������M

CG�KG�OVER����HOURS�AS�CONTINUOUS�
 

   SC
 infusion 

 
D

exam
eth

ason
e

�
s�����YEARS�������M

G�BID�0/
�)6��IF�)6�GIVE�OVER����M

INUTES	���
�

s������YEARS�����M
G�BID�0/

�)6��IF�)6�GIVE�OVER����M
INUTES	

 
Salb

u
tam

ol (V
entolin

) nebulizer solution
�

s����M
ONTHS����YEARS������M

G�PRN�Q�H��
�

s������YEARS����M
G�PRN�Q�H�VIA�NEBULIZER

 
Ip

ratrop
iu

m
 (A

trovent) nebulizer solution
�

s�����YEARS������M
CG�PRN�Q�H��

�
s������YEARS������M

CG�PRN�Q�H�VIA�NEBULIZER

D
yspnea

M
A

N
A

G
EM

EN
T 

m
 

Consider treatm
ent of the underlying cause 

 
(e.g. oncological treatm

ent of tum
our, draining of pleural  

 
effusion, treatm

ent of infection, CO
PD

, C
H

F, etc.) 
 

            Consider if patient is w
ell enough to benefit

m
 

Sim
ple m

easures such as repositioning, opening a  
 

 
w

indow
 or providing a fan and relaxation techniques 

 
can be very helpful

m
 

Ensure patients do “not feel trapped” by being crow
ded 

 
by people and equipm

ent
m

 
O

xygen m
ay or m

ay not be helpful for dyspnea and is 
 

not necessary for all patients.  For som
e patients it m

ay  
 

m
ake their feeling of dyspnea w

orse to have their face  
 

covered by an oxygen m
ask or nasal prongs. 

 
Treat the patient’s sym

ptom
s, not the lab test 

 
(i.e. the oxygen saturation)

m
 

Fresh air m
ay be as helpful as oxygen for m

any patients
m

 
M

orp
h

in
e an

d
 oth

er op
ioid

s are an effective treatm
ent  

 
for dyspnea.  The initial starting dose w

ill depend on 
 

the patient’s previous exposure to opioids
�

s�
!

�DOSE�OF�m
orp

h
in

e 2.5 m
g

 reg
u

larly q
4h

 PO
 

 
 

(or 1 to 2 m
g

 SC
/IV

) and a breakthrough or rescue 
 

 
dose as required (see A

ppendix 1) is suitable for an  
 

 
opioid-naive patient 

�
s�

!
�DOSE�OF�m

orp
h

in
e 5-10 m

g
 reg

u
larly q

4h
 PO

 
 

 
(or 2.5–5 m

g
 q

4h
 SC

/IV
) and a breakthrough or

  
 

rescue dose as required (see A
ppendix 1) should be  

 
 

used for patients w
ho have already been on cod

ein
e

�
s�

0ATIENTS�W
HO�ARE�ALREADY�ON�STRONG�OPIOIDS�FOR�PAIN�W

ILL
 

  
usually benefit from

 an increase in their regular dose
�

s�
4ITRATE�m

orp
h

in
e in the sam

e w
ay as for pain 

 
 

m
anagem

ent - see guideline on pain (som
e patients

  
 

m
ay require high doses for dyspnea)

D
yspnea
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incidence, causes and treatm

ents. C
ancer Treat Rev 1998; 24(1): 69-80

�s�
2IPAM

ONTI�#
���M

anagem
ent of dyspnea in advanced cancer patients. Support  

 
C

are C
ancer 1999; 7:233-243  

�s�
4W

YCROSS�2��Palliative Care Form
ulary, 2

nd edition. Radcliffe. M
edical Press  

 
Lim

ited, 2002

�s�
7

OLFE�*���'
RIER�(

���+LAR�.
���ET�AL�����	�Sym

ptom
s and signs at the end of life 

 
in children w

ith  cancer.  N
 England J M

ed 342:326-33

 

D
yspnea

PITFA
LLS/C

O
N

C
ERN

S

 
  In patients in the final term

inal phase – ie. hours to  
 

days, antibiotics w
ill m

ake little difference to the course of  
 

events even if infection is suspected

 
Intubation is not appropriate for palliative care patients

m
 

Fear of using opioids in children can result in 
 

unnecessary suffering at the end of life
 PA

LLIATIV
E TIPS

m
 

Rem
em

ber to ask the patient about their feelings of  
 

dyspnea – physical exam
ination findings and m

edical  
 

staff’s observations of tachypnea or perceived difficulty 
 

in breathing do not alw
ays correlate w

ith the level of  
 

distress
m

 
Educating the patient about dyspnea can reduce the  

 
anxiety that patients feel w

hen short of breath
m

 
Sedation m

ay be needed in severe cases
m

 
Psychological treatm

ent such as reassurance 
 

by adults and calm
 surroundings are helpful

m
 

A
s w

ith adults supplem
ental oxygen titrated 

 
to com

fort can be helpful
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m
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rit C
are M
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H
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4. 
Pancreatitis

5. 
M

edications
�

s�
E�G��CORTICOSTEROIDS

6. 
M

etabolic problem
s

�
s�

2ENAL�FAILURE�URAEM
IA

�
s�

(
YPONATREM

IA
7. 

Intracranial disease
�

s�
4UM

OURS��ESPECIALLY�BRAIN�STEM
�LESIONS

8. 
Infection

9. 
Idiopathic (unknow

n cause)
 M

A
N

A
G

EM
EN

T 
m

 
Consider treatm

ent of the underlying cause if one is  
 

identifiable           
 

 
  Consider if patient is w

ell enough to benefit
�

s�
2EM

OVE�OFFENDING�PHARM
ACOLOGIC�AGENTS

�
s�

#ORRECT�IM
BALANCES�INFECTIONS�IF�POSSIBLE

m
 

If due to gastric distension
�

s�
$

ECREASE�GASTRIC�DISTENSION�BY�ENCOURAGING�SM
ALLER��

 
 

m
ore frequent m

eals
�

s�
5

SE�A�PROKINETIC�DRUG�SUCH�AS�m
etoclop

ram
id

e 
 

 
10 m

g
 q

id
 PO

 or d
om

p
erid

on
e 10 m

g
 q

id
 PO

�
s�

Sim
eth

icon
e/d

im
eth

icon
e contain

in
g

 ag
ents 

 
 

5 m
ls q

id
 PO

 an
d

 p
rn

 m
ay help to decrease gas 

 
 

and distension 
m

 
If due to gastro-oesophageal reflux provide treatm

ent  
 

such as om
ep

razole 20 m
g

 on
ce a d

ay PO
 

m
 

If a cause can not be identified or corrected then 
 

general m
easures should be used

m
 

G
eneral non-pharm

acologic m
easures 

 
(m

any different m
easures have been suggested):

�
s�

0HARYNGEAL�STIM
ULATION�

 
 

- 
Eating 1-2 teaspoons of sugar or crushed ice

H
iccups

K
EYPO

IN
TS

m
 

H
iccups (singultus) are repeated involuntary contractions  

 
of the diaphragm

 and respiratory m
uscles

m
 

There are close to 100 different causes of hiccups - 
 

causes m
ay be natural or drug-induced

m
 

G
astrointestinal causes are the m

ost com
m

on cause 
 

of hiccups
m

 
H

iccups can be extrem
ely distressing and can lead 

 
 

to fatigue and sleep disturbance
m

 
Treatm

ent options include both pharm
acologic and 

 
non-pharm

acologic approaches
 A

SSESSM
EN

T                                 see com
m

ent on page 13

m
 

A
 good clinical assessm

ent is im
portant to try and 

 
identify the underlying cause of the hiccups.  Finding 

 
the cause (if possible) can often help direct treatm

ent

C
auses of hiccups include:

1. 
(M

ost com
m

on) gastric distension or gastro-oesophageal  
 

reflux disease
�

s�
/

VERLOAD
�

s�
/

BSTRUCTION
�

s�
'

ASTRITIS�OR�OESOPHAGITIS
2. 

Irritation of the diaphragm
�

s�
(

EPATIC�AND�OTHER�TUM
OURS

�
s�

)NFECTION�OR�INmAM
M

ATION
�

s�
!

SCITES
3. 

O
ther problem

s involving the thorax or abdom
en

�
s�

0NEUM
ONIA

�
s�

0ERICARDITIS

H
iccups

H
iccups
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PITFA
LLS/C

O
N

C
ERN

S

m
 

The sam
e agents that are used to treat hiccups m

ay also  
 

cause them
 !

m
 

A
lthough som

etim
es used to treat hiccups som

e 
 

reports suggest that benzodiazepines m
ay cause or   

 
exacerbate hiccups

m
 

M
etoclop

ram
id

e and h
alop

erid
ol (and other

 
neuroleptics) can cause extra pyram

idal reactions 
 

in children and can be used in com
bination w

ith 
 

d
ip

h
en

hyd
ram

in
e to reduce likelihood of this

 PA
LLIATIV

E TIPS
m

 
G

astric distension and gastro-oesophageal reflux disease  
 

are the m
ost com

m
on cause of hiccups and a trial of  

 
treatm

ents as outlined above should be considered
m

 
Com

binations of agents is som
etim

es required for  
 

 
intractable hiccups

REFEREN
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H
iccups

 
 

- 
Lightly rubbing the m

idline of the soft palate for 1 m
inute

 
 

- 
Long slow

 slips of w
ater

�
s�

"REATH�HOLDING�OR�REBREATHING�INTO�A�BAG
�

s�
0ASSAGE�OF�A�NASOGASTRIC�TUBE

�
s�

-
ASSAGE�OF�EXTERNAL�AUDITORY�CANAL

m
 

G
eneral pharm

acologic m
easures 

 
(m

any have been tried – little evidence of efficacy exists):
�

s�
B

aclofen
 5-10 m

g
 tid

 PO
 has been show

n 
 

 
to be effective in intractable hiccups

�
s�

C
h

lorp
rom

azin
e 10-25-50 m

g
 q

id
  PO

�
s�

N
ifed

ip
in

e 10-20 m
g

 b
id

 to tid
 PO

�
s�

H
alop

erid
ol 1-5 m

g
 every 4-12 h

ou
rs PO

/SC
/IV

�
s�

A
nticonvulsants (starting doses)

 
 

- 
Ph

enytoin
 200-300 m

g
 H

S PO
 

 
- 

G
ab

ap
entin

 300 m
g

 H
S PO

 
 

- 
C

arb
am

azep
in

e 100-200 m
g

 b
id

 PO
 

 
- 

C
lon

azep
am

 0.5-1 m
g

 b
id

 PO
�

s�
Consider SSRI’s

	
M

etoclop
ram

id
e 

�
s������TO�����M

G�KG�DOSE�Q�H�0/
�3#

�)6
 

C
h

lorp
rom

azin
e 

�
s�������M

G�KG�DOSE�EVERY����HRS�0/
�OR�EVERY����HRS�)6�

 
H

alop
erid

ol 
�

s�����������M
G�KG���HRS�in divided doses BID

 or TID
 PO

/ 
 

   SC
/IV 

 
Ph

enytoin
 

�
s�����M

G�KG���HRS�in divided doses bid or tid PO
 

G
ab

ap
entin

 
�

s�������M
G�KG���HRS�in divided doses tid PO

 
C

arb
am

azep
in

e
�

s��Less than 6 years:  10-20 m
g/kg/24hrs in divided 

 
   doses bid or tid PO

�
s��O

ver 6 years:  100 m
g bid PO

H
iccups
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antiem
etic and antisecretory drugs.  

 
 

A
 trial of d

exam
eth

ason
e 16 m

g
/d

ay SC
/IV,

 
 

m
etoclop

ram
id

e 10-30 m
g

 q
id

 SC
/IV

 an
d

  
 

 
 

h
alop

erid
ol 1-2 m

g
/24 SC

/IV
 is used for 3 to 5 days. 

 
 

O
ctreotid

e m
ay be added or substituted for the   

 
 

m
etoclop

ram
id

e
�

s�
H

yoscin
e b

u
tylb

rom
id

e can also reduce colic and  
 

 
secretions but is less effective

m
 

P
A

IN CO
N

TR
O

L

�
s�

5
SE�OF�APPROPRIATE�OPIOID�ANALGESICS�SUCH�AS��

�
 

 
m

orp
h

in
e SC

/IV
 as outlined in the section on pain 

 
 

is the m
ainstay of treatm

ent
�

s�
&OR�COLIC�ADD���hyoscine b

utylb
rom

id
e 20 m

g q
6h/p

rn  
 

 
SC

 or hyoscin
e hyd

rob
rom

id
e 0.4 m

g
 sc q

4h
 p

rn
 

m
 

N
A

U
SEA A

N
D V

O
M

ITIN
G

�
s�

H
alop

erid
ol 2-4 m

g/24hrs PO
/SC

/IV
 in d

ivid
ed

 d
oses

�
s�

M
etoclop

ram
id

e 10-30 m
g q

id
 SC

/IV
 or as infusion

 
 

(            M
etoclopram

ide m
ay increase colic as it is a   

 
 

prokinetic agent and therefore should be m
onitored 

 
 

closely and discontinued if the patient experiences 
 

 
m

ore pain)
�

s�
D

exam
eth

ason
e 16 m

g
/d

ay SC
/IV

: 
 

 
can be helpful to reduce nausea and vom

iting, 
 

 
increase w

ater and salt absorption form
 G

.I. tract,  
 

 
reduce peritum

oral oedem
a and alleviate obstruction.  

 
 

G
ive for a 5-day trial, reduce dose as tolerated 

 
 

or discontinue if not helpful
�

s�
O

ctreotid
e 200 m

cg
-500 m

cg
 in

 d
ivid

ed
 d

oses 
 

 
(b

id
 or tid

) SC
 or 300-1200 m

cg
/24h

rs b
y SC

  
 

 
 

in
fu

sion
:  can be useful especially in cases w

here 
 

 
there is high volum

e em
esis

M
alignant Bow

el O
bstruction

K
EYPO

IN
TS

m
 

H
as been reported in 5-15%

 of cases of advanced cancer
m

 
5-40%

 of ovarian cancer and 5-24%
 of bow

el cancer
m

 
Signs and sym

ptom
s of bow

el obstruction m
ay not be   

 
‘classic’ in advanced m

alignant disease
m

 
M

ay resolve spontaneously especially in early stages
m

 
O

ral adm
inistration of m

edications is unreliable
m

 
The “goals of care” m

ust be clear: “is this a patient that 
 

w
e w

ould consider for surgery, oncological tream
ents or  

 
com

fort only?”
m

 
In children non m

alignant causes such as volvulus 
 

or intususception should be kept in m
ind

 A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

C
linical features m

ay include pain, nausea, vom
iting,  

 
abdom

inal distension and reduced or absent passing  
 

of faeces or flatus
m

 
Investigations to consider for diagnosis m

ay include:
�

s�
!

BDOM
INAL�XRAYS�TO�DEM

ONSTRATE�mUID�LEVELS�
m

 
If surgical intervention is a possibility,  consider im

aging
 

(C
T or contrast plain film

s) to help define level of  
 

 
obstruction (gastrograffin is preferable as m

ay be useful  
 

in restoring bow
el function in som

e cases)

M
A

N
A

G
EM

EN
T 

PH
A

R
M

A
CO

LO
G

IC
A

L TR
EATM

EN
T

m
 

S
Y

M
PTO

M
 M

A
N

A
G

EM
EN

T O
R PO

SSIB
LE REV

ERSA
L O

F B
O

W
EL O

B
STRU

CTIO
N

 
s�

)N�M
ANY�CASES, reversal of the bow

el obstruction  
 

 
or m

arked reduction in sym
ptom

s m
ay be possible 

 
 

by using a com
bination of  corticosteroids, prokinetic,  

M
alignant Bow

el O
bstruction

M
alignant B

ow
el O

b
struction
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PITFA
LLS/C

O
N

C
ERN

S

m
 

In patients in the final term
inal phase – ie. hours to days,  

 
invasive treatm

ents should be m
inim

ized
�

s�
0ROLONGED�USE�OF�NASOGASTRIC�TUBES�CAN�CAUSE��

�
 

 
considerable distress as w

ell as m
edical com

plications
�

s�
(

YDRATION�SHOULD�BE�TAILORED�TO�INDIVIDUAL�NEEDS��
 

 
bew

are of over-hydration
�

s�
)F�THE�BOW

EL�OBSTRUCTION�DOES�REVERSE�IT�M
AY�RECURR�

 
 

at som
e point in the future

m
 

M
etoclop

ram
id

e and h
alop

erid
ol (and other

 
neuroleptics) can cause extra pyram

idal reactions 
 

in children and can be used in com
bination w

ith  
 

 
d

ip
h

en
hyd

ram
in

e to reduce likelihood of this

PA
LLIATIV

E TIPS
m

 
A

ggressive pharm
acological m

anagem
ent can be

 
very effective in reversing obstruction and reducing

 
gastrointestinal sym

ptom
s in inoperable bow

el  
 

 
obstruction.  A

 com
bination of drugs is usually necessary

m
 

Treatm
ent should be initiated early

m
 

H
ydration m

ay be given by SC
 infusion (hypoderm

olysis)  
 

up to 80 cc/h 
m

 
In cases of partial obstruction w

ith constipation; 
 

continue stool softeners (d
ocu

sate) but stop stim
ulants  

 
(sen

n
a an

d
 b

isacod
yl) if colic is a problem

.  
 

Try rectal m
easures such as suppositories

REFEREN
C

ES 
�s�

&AINSINGER�2,�ET�AL���The use of hypoderm
oclysis for rehydration in term

inally  

 
ill cancer patients. Journal of Pain and Sym

ptom
 M

anagem
ent 1994;

 
9:298-302

�s�
,AVAL�'

�ET�AL��Protocol for the Treatm
ent of M

alignant Inoperable Bow
el  

 
O

bstruction.  Journal of Pain and Sym
ptom

 M
anagem

ent 2006; 31: 502-512

M
alignant Bow

el O
bstruction

N
O

N
-PH

A
R

M
A

CO
LO

G
IC

A
L TR

EATM
EN

T
m

 
N

A
SO

G
A

STR
IC TU

B
E w

ill relieve som
e patients especially 

 
w

ith high level obstruction 

 
            This is usually reserved for patients w

ith frequent 
 

or severe sym
ptom

s.  U
sually short term

 use only w
hile  

 
w

aiting to see if pharm
acological m

anagem
ent is effective. 

 
If necessary for control of sym

ptom
s, conversion to 

 
a venting gastrostom

y tube is beneficial

m
 

B
Y-PA

SS SU
RG

ERIES A
N

D STEN
TIN

G m
ay be considered in selected  

 
patients depending on the nature of the obstruction,  

 
condition of the patient, prognosis and likely benefit

H
Y

D
R

ATIO
N

m
 

A
dm

inistration daily of 1-1.5 L solution containing
 

electrolytes (+
/- glucose) IV or SC

 m
ay be useful in  

 
 

m
aintaining electrolyte balance and preventing adverse  

 
effects such as opioid toxicity and delirium

.  
m

 
H

ydration m
ay also cause som

e sym
ptom

s to w
orsen 

 
due to increased third spacing and oedem

a
		

M
etoclop

ram
id

e 
�

s������TO�����M
G�KG�DOSE�Q�H�0/

�3#
�)6

 
H

alop
erid

ol 
�

s�����������M
G�KG�DAY�BID�TID�0/

�3#
�)6

 
D

exam
eth

ason
e 

�
s�����YEARS�������M

G�BID�0/
�)6�

 
   (if IV give over 3-5 m

inutes); 
�

s������YEARS�����M
G�BID�0/

�)6�
 

   (if IV give over 3-5 m
inutes)

 
O

ctreotid
e 

�
s������M

CG�KG���H�3#
�)6

M
alignant Bow

el O
bstruction
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K
EYPO

IN
TS 

m
 

A
 palliative care em

ergency
m

 
Com

m
on in m

ultiple m
yelom

a, prostatic, renal and breast cancer
m

 
C

an occur w
ith sarcom

a (Ew
ings especially), but also  

 
neuroblastom

as, germ
 call tum

ours, lym
phom

as 
 

and prim
ary C

N
S tum

ours
m

 
M

any patients can live a relatively long tim
e w

ith added  
 

burden of paralysis

A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

A
 high level of suspicion is required.  Increasing back 

 
pain is often the earliest sign, w

ith sensory, m
otor and  

 
neurological sym

ptom
s occurring later on

M
A

N
A

G
EM

EN
T 

m
 

W
hile aw

aiting confirm
ation by im

aging; initiation of high 
 

doses of steroids (dexam
ethasone 20 m

g od or m
ore in adults) 

 
D

exam
eth

ason
e 

�
s�����M

G��KG�0/
�)6

m
 

O
nce confirm

ed; em
ergency referral for radiation therapy  

 
or som

etim
es for surgical decom

pression           Consider if  
 

patient is w
ell enough to benefit from

 investigation or treatm
ent

PITFA
LLS/C

O
N

C
ERN

S 
m

 
D

elay in diagnosis or treatm
ent m

ay result in preventable  
 

paralysis

PA
LLIATIV

E TIPS 
m

 
Back pain exacerbated by the Valsalva m

anoeuvre should  
 

increase suspicion for developing cord com
pression

M
alignant Spinal C

ord C
om

pression

M
alignant Sp

inal Cord Com
p

ression
�s�

-
ERCADANTE��3�ET�AL��Aggressive Pharm

acologic Treatm
ent for Reversing  

 
M

alignant Bow
el O

bstruction. Journal of Pain and Sym
ptom

 M
anagem

ent  

 
2004; 28: 412-416

�s�
2IPAM

ONTI�#
��-

ERCADENTE�3��Pathophysiology and m
anagem

ent of  
 

 
m

alignant bow
el obstruction. In O

xford Textbook of Palliative M
edicine, 

 
3

rd edition. O
xford U

niversity Press 2004, pp 496-507 

�s�
4W

YCROSS�2��The use of prokinetic drugs in palliative care. Eur J Palliat C
are  

 
1996; 2:143-145

 

M
alignant Bow

el O
bstruction
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m
 

W
ound location, size, appearance, exudate, odour, condition  

 
of surrounding skin, and pain should all be assessed

m
 

The potential for serious com
plications, such as  

 
 

hem
orrhage, vessel com

pression, or airw
ay obstruction 

 
should be evaluated and a plan developed for m

anagem
ent

M
A

N
A

G
EM

EN
T 

m
 

C
LEA

N
IN

G TH
E W

O
U

N
D 

�
s�

7
OUND�CLEANSING�REDUCES�ODOUR�BY�REM

OVING�NECROTIC��
 

 
tissue and decreasing bacterial counts

�
s�

'
ENTLE�IRRIGATION�OF�THE�W

OUND�W
ITH�NORM

AL�SALINE�IS��
 

 
helpful and can be done as often as needed

�
s�

'
OOD�HANDW

ASHING�IS�VERY�IM
PORTANT�IN�CARING�FOR��

 
 

m
alignant w

ounds
�

s�
,OCAL�DEBRIDEM

ENT�CAN�BE�PERFORM
ED�BY�very gently  

 
 

scrubbing the necrotic areas w
ith gauze saturated  

 
 

w
ith saline or w

ound cleanser.  This m
ust be done  

 
 

carefully and gently to avoid bleeding or pain
�

s�
4OPICAL�ANTIM

ICROBIAL�OINTM
ENTS�OR�CREAM

S�CAN�BE�HELPFUL

m
 

E
X

U
D

ATE/D
ISC

H
A

R
G

E  
�

s�
4HE�INmAM

M
ATION�AND�OEDEM

A�OF�M
ALIGNANT�W

OUNDS��
 

 
can cause significant exudate (drainage)

�
s�

$
RESSINGS�SHOULD�BE�SELECTED�THAT�CAN�BEST�CONCEAL�

 
 

the w
ound, absorb exudate and reduce odour

�
s�

$
RESSINGS�ARE�GENERALLY�CHANGED����TIM

ES�PER�DAY��
 

 
based on the am

ount of exudates and odour
�

s�
-

ENSTRUAL�PADS�CAN�BE�ESPECIALLY�EFFECTIVE�BECAUSE�
 

 
of their good absorption and availability

m
 

O
D

O
R CO

N
TR

O
L

�
s�

7
OUND�ODOUR�IS�CAUSED�FROM

�BACTERIAL�OVERGROW
TH�

 
 

and necrotic tissue

M
alignant U

lcers or W
ounds

K
EYPO

IN
TS 

m
 

M
alignant ulcers or w

ounds can be caused by direct  
 

invasion of the skin by a prim
ary tum

our or by m
etastasis  

 
to the skin

m
 

These w
ounds can have both ulcerative and fungating features

m
 

O
dour and discharge are com

m
on problem

s w
ith  

 
 

m
alignant w

ounds 
m

 
Pain, infection and bleeding can also occur 

m
 

The psychological distress to the patient or caregivers  
 

caused by these w
ounds should also be addressed

m
 

These w
ounds rarely heal but the sym

ptom
s can usually  

 
be controlled w

ith good assessm
ent and m

anagem
ent  

m
 

M
alignant w

ounds occur in 5-10%
 of patient w

ith  
 

 
m

etastatic disease, m
ost com

m
only in breast cancer 

 
and m

elanom
a

m
 

Rare in children; can occur w
ith 

 
rhabdom

yosarcom
as

 A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

A
 clinical assessm

ent is usually all that is required
m

 
It is im

portant to review
 the sym

ptom
s of odour,  

 
 

discharge, pain, bleeding and psychological im
pact 

 
w

hen assessing the w
ound

m
 

Sw
ab cultures can som

etim
es be helpful to determ

ine 
 

the need for antim
icrobial treatm

ent.  
 

Local bacterial colonization of the w
ound  is expected

 
and should be treated w

ith topical cleansing,  
 

 
debridem

ent as appropriate, and antim
icrobial cream

s.   
 

If there are signs of system
ic infection, the use of oral 

 
or intravenous antibiotics m

ay be considered 

M
alignant U

lcers or W
ounds

M
alignant U

lcers or W
ounds
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m
 

C
O

N
TR

O
L O

F B
LEED

IN
G

�
s�

4HE�VIABLE�TISSUE�IN�A�M
ALIGNANT�W

OUND�M
AY�BE�VERY��

 
 

friable and bleed w
ith m

inim
al m

anipulation
�

s�
0REVENTION�IS�THE�BEST�M

ETHOD�TO�AVOID�BLEEDING��
 

 
C

are m
ust be taken w

hen rem
oving dressings to avoid  

 
 

bleeding.  U
se w

arm
ed norm

al saline irrigation to  
 

 
m

oisten the dressing and prevent traum
a during  

 
 

dressing changes.  U
se non-adherent dressings and  

 
 

m
oist w

ound products w
hen possible

�
s�

)F�BLEEDING�DOES�OCCUR��APPLY�DIRECT�PRESSURE�FOR
 

 
10-15 m

inutes.  Local ice packs can also assist in   
 

 
controlling bleeding

�
s�

2ADIOTHERAPY�CAN�BE�CONSIDERED�IF�APPROPRIATE�FOR�THE��
 

 
patient and the tum

our is thought to be radiosensitive
�

s�
(

AEM
OSTATIC�DRESSINGS�OR�PRESSURE�DRESSINGS�ARE���

 
 

som
etim

es required if the bleeding is severe
�

s�
)F�A�PATIENT�IS�AT�THE�END�OF�LIFE�AND�HAVING�UNCONTROLLED 

 
 

bleeding from
 a large w

ound, using dark tow
els/  

 
 

blankets to m
ask the blood can decrease anxiety  

 
 

for the patient and fam
ily.  Pain control and sedation

 
 

w
ith a benzodiazepine w

ould be im
portant  

 
 

 
considerations in this situation

	
M

etron
id

azole 
�

s�������M
G�KG���H�IN�DIVIDED�DOSES�Q�H�0/

�OR�
 

   30 m
g/kg/24h in divided doses q8h IV

PITFA
LLS/C

O
N

C
ERN

S 
m

 
Ensure that the dressing used is not “too dry” and 

 
therefore causes m

ore pain and bleeding at the tim
e of  

 
dressing changes

m
 

Perfu
m

es u
sed

 som
etim

es b
ecom

e associated
 w

ith
 

 
th

e u
n

p
leasant od

ou
r rath

er th
an

 “h
id

e” th
e sm

ell an
d

  
 

d
o n

ot n
ecessarily h

elp

�
s�

-
ANAGING�ODOUR�IS�EXTREM

ELY�IM
PORTANT�FOR�THE�

 
 

w
ell-being of the patient and fam

ily
�

s�
7

OUND�CLEANING�AND�DRESSINGS�FOR�EXUDATES�
 

 
discharge (as m

entioned above) is im
portant to 

 
 

reduce odour
�

s�
M

etron
id

azole (orally or topically) can be very helpful
 

 
- 

M
etron

id
azole 500 m

g
 b

id
 or tid

 PO
/IV

 
 

- 
M

etron
id

azole g
el or in

jectab
le m

etron
id

azole 
 

 
 

can be apllied (not injected
!) on the w

ound 
 

 
 

w
ith each dressing change

 
 

- 
M

etron
id

azole cap
su

les/tab
lets can also be   

 
 

 
broken and the pow

der contents sprinkled onto 
 

 
 

the w
ound w

ith each dressing change
�

s�
!

CTIVATEDCHARCOAL�DRESSINGS�OR�A�BASKET�OF�CHARCOAL��
 

 
placed under the bed or table can help absorb 

 
 

and reduce odour
�

s�
0EPPERM

INT�OR�OTHER�OILS�PLACED�IN�THE�ROOM
�CAN�BE��

 
 

helpful.  Incense m
ay be helpful but strong scents  

 
 

can som
etim

es cause difficulties in breathing for  
 

 
patients or m

ay induce nausea

m
 

P
A

IN

�
s�

)T�IS�IM
PORTANT�TO�HELP�CONTROL�PAIN�BY�USING�

 
 

m
orp

h
in

e and other m
edications as m

entioned 
 

 
in the section on pain (som

e m
alignant w

ounds 
 

 
can cause neuropathic pain)

�
s�

4OPICAL�m
orp

h
in

e can be helpful for the w
ound for  

 
 

som
e patients.  Injectable m

orp
h

in
e (e.g. 1 am

poule 
 

 
of 10 m

g/m
l can be m

ixed in m
ost gels that m

ay be  
 

 
applied over the w

ound)
�

s�
$

RESSING�CHANGES�CAN�BE�PARTICULARLY�PAINFUL
 

 
G

iving a breakthrough or rescue dose of m
orp

h
in

e  
 

 
prior to the dressing change can often be helpful

M
alignant U

lcers or W
ounds

M
alignant U

lcers or W
ounds
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N
ausea and Vom

iting

K
EYPO

IN
TS 

m
 

A
 distressing sym

ptom
 present in over 50%

 of patients  
 

w
ith advanced cancer

m
 

There are m
ultiple receptors in the central nervous system

,  
 

w
hich are involved in the developm

ent of nausea.  
 

 
Blocking of these receptors form

s the basis of 
 

antiem
etic m

edications. 
 

These receptors are: dopam
inergic, m

uscarinic,  
 

 
cholinergic, histam

inic, and serotonergic
m

 
The choice of antiem

etic therapy should be based on  
 

w
hat is the presum

ed underlying cause of the nausea
m

 
O

ften m
ultiple, concurrent m

edications from
 different

 
classes m

ay be required for effective control (e.g.  
 

 
m

etoclop
ram

id
e and halop

erid
ol, or p

rochlorp
erazine

 
and d

exam
eth

ason
e, etc) 

m
 

In children w
ith life lim

iting diseases benign causes such  
 

as gastroenteritis, reflux and  infections such as otitis  
 

m
edia should still be ruled out

m
 

N
ausea and vom

iting m
ay also occur in children 

 
due to em

otional distress

A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

Exam
ination and investigation can be helpful in  

 
 

determ
ining the underlying cause of the nausea/vom

iting
m

 
In addition to a (norm

ally transient) side effect of  
 

initiating opioids, other causes of nausea/vom
iting 

 
include severe constipation and im

paction, 
 

bow
el obstruction (m

alignant and non-m
alignant),   

 
chem

otherapy, radiotherapy, m
etabolic abnorm

alities 
 

(e.g. hypercalcaem
ia), infection and other m

edications 

N
ausea and Vom

iting

m
 

H
ealth

care p
rovid

ers can
 b

ecom
e “d

esen
sitized

” 
 

to th
e sm

ell an
d

 so m
u

st listen
 to th

e p
atient or fam

ily  
 

if th
ey com

p
lain

 ab
ou

t th
e sm

ell from
 th

e w
ou

n
d

  
 

rath
er th

an
 rely on

 th
eir ow

n
 ob

servation
s

 PA
LLIATIV

E TIPS 
m

 
It is very im

portant to pay particular attention to the  
 

em
otional im

pact of these w
ounds on the patient and  

 
fam

ily.  M
edical staff can help reduce social isolation 

 
that can often occur

REFEREN
C

ES 
�s�

#OLLIER�-
��M

anagem
ent of patients w

ith fungating w
ounds. N

ursing   

 
Standard 2000;15(11):46-52

�s�
-

C$
ONALD��!

��AND�,ESAGE��0�������	���Palliative m
anagem

ent of pressure 

 
ulcers and m

alignant w
ounds in patients w

ith advanced illness. Journal of  

 
Palliative M

edicine, 9(2), 285-293

�s�
02/

$
)'

9�+NOW
LEDGE������	�Palliative Care –  M

alignant ulcers of the skin.  

 
Sow

erby Centre for H
ealth Inform

atics at N
ew

castle Ltd. (SC
H

IN
). 

 
w

w
w

.prodigy.nhs.uk/palliative_care_m
alignant_ulcer_of_the_skin   

 
[A

ccessed: O
ctober 2006]

�s�
2EGNARD��#

��!
LLPORT�3��3TEPHENSON�,���ABC of palliative care: m

outh care, skin  

 
care, and lym

phoedem
a. British M

edical Journal 1997;315(7114):1002-1005

�s�
3EAM

AN��3�������	��M
anagem

ent of m
alignant fungating w

ounds in 

 
advanced cancer.  Sem

inars in O
ncology N

ursing, 22(3), 185-193

�s�
4RENT��*��AND�+IRSNER��2�������	���W

ounds and m
alignancy.  A

dvances in Skin  

 
and W

ound C
are, 16(1), 31-4
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�
s�

&OR�CONSTIPATION�SEE�SECTION�ON�CONSTIPATION
�

s�
&OR�BOW

EL�OBSTRUCTION�SEE�SECTION�ON�BOW
EL�OBSTRUCTION

�
s�

&OR�OVER�EATING�REEDUCATE�PATIENT�AND�FAM
ILY�

 
 

to reduce intake 
m

 
If no resolution then consider an additional antiem

etic  
 

agent that targets different receptors (prokinetic,  
 

 
neuroleptic, anti-histam

ine, 5H
T3 receptor antagonist)

m
 

If anxiety is thought to be a contributing factor to the nausea 
 

or vom
iting then lorazep

am
 0.5-2 m

g q4-6h PO
/SC/PR

 
 

can be effective in control of nausea and vom
iting in addition  

 
to other m

edications such as those m
entioned above

m
 

If no resolution then consider corticosteroids i.e.  
 

 
d

exam
eth

ason
e 4-20 m

g
 q

A
M

 PO
/IV

/SC
m

 
M

edications should be dosed reg
u

larly if nausea and  
 

vom
iting are ongoing sym

ptom
s

	
M

etoclop
ram

id
e  0.1 to 0.2 m

g/kg/dose q6h PO
/SC

/IV
	

H
alop

erid
ol  0.05-0.15 m

g/kg/day bid/tid PO
/SC

/IV
	

R
an

itid
in

e  (if gastritis) dose 2-4 m
g/kg BID

 PO
	

O
ndansetron  0.15 m

g/kg/dose q8h IV (m
ax 8m

g/dose)
	

D
exam

eth
ason

e 
�

s�����YEARS�������M
G�BID�0/

�3#
�)6�

�
s������YEARS�����M

G�BID�0/
�3#

�)6�
�

s������PLUS	�����M
G�BID�0/

�3#
�)6�

PITFA
LLS/C

O
N

C
ERN

S
m

 
In the setting of com

plete bow
el obstruction the use 

 
of prokinetic agents such as m

etoclop
ram

id
e m

ay   
 

result in increased pain and cram
ping and should be   

 
discontinued 

m
 

M
etoclopram

ide and haloperidol (and other neuroleptics)  
 

can cause extra pyram
idal reactions in children (as w

ell 
 

as adults) and can be used in com
bination w

ith 
 

diphenhydram
ine w

hich w
ill reduce likelihood of this 

N
ausea and Vom

iting

M
A

N
A

G
EM

EN
T 

m
 

M
anagem

ent should be “m
echanism

 based” and reflect the  
 

m
ost likely underlying cause of the nausea and vom

iting
�

s�
&OR�GASTRIC�STASIS�CONSIDER�A�PROKINETIC�SUCH�AS��

�
 

 
m

etoclop
ram

id
e 10-20 m

g
 q

4-6h
 PO

/SC
/IV

�
s�

&OR�OPIOIDINDUCED�NAUSEA�CONSIDER�A�PROKINETIC�
 

 
(see above) or a neuroleptic (see below

)
�

s�
&OR�M

ETABOLIC�ABNORM
ALITIES�OR�UREM

IA�CONSIDER���
 

 
a neuroleptic such as h

alop
erid

ol 0.5-2 m
g

 q
6-12h

  
 

 
PO

/SC
/IV,  m

etoclop
ram

id
e 10-20 m

g
 q

4-6h
 

 
 

PO
/SC

/IV
 or p

roch
lorp

erazin
e 10-20 m

g
 q

6h
  

 
 

 
PO

/IV
 or 25 m

g
 q

6h
 PR

.  
 

 
These act as dopam

ine receptor antagonists at 
 

 
the chem

oreceptor trigger zone (C
TZ). 

 
 

O
lan

zap
in

e 1.25-2.5 m
g

 O
D

 PO
 is a atypical  

 
 

 
neuroleptic w

hich is both a dopam
ine and 5H

T   
 

 
receptor antagonist

�
s�

&OR�GASTRIC�IRRIATION�CONSIDER�STOPPING�OFFENDING�
 

 
agent and adding an H

2 blocker such as 
 

 
ran

itid
in

e 150 m
g

 b
id

 PO
 or a proton pum

p 
 

 
inhibitor such as om

ep
razole 20 m

g
 on

ce a d
ay PO

 
�

s�
&OR�CHEM

OTHERAPY�OR�RADIATIONINDUCED�NAUSEA���
 

 
consider 5H

T3 receptor antagonists such as
 

 
on

d
an

setron
 4-8 m

g
 q

8-12h
 PO

/IV
 and/or  

 
 

 
d

exam
eth

ason
e 4-20 m

g
 q

A
M

 PO
/IV

/SC
�

s�
&OR�M

OTIONINDUCED�NAUSEA�CONSIDER�AN�ANTIHISTAM
INE��

 
 

such as d
im

en
hyd

rin
ate 50-100 m

g
 q

4-6h
 PO

/IV
�

s�
&OR�INFECTION�CONSIDER�TREATM

ENT�W
ITH�ANTIBIOTICS�

�
s�

&OR�RAISED�)#
0��INTRACRANIAL�PRESSURE	�CONSIDER��

�
 

 
d

exam
eth

ason
e 4-20 m

g
 q

A
M

 PO
/IV

/SC
�

s�
&OR�HYPERCALCEM

IA�CONSIDER�TREATM
ENT�W

ITH�HYDRATION��
 

 
and bisphosphonates such as p

am
id

ron
ate 60-90 m

g  
 

 
(sin

g
le d

ose) IV

N
ausea and Vom

iting
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N
ausea and Vom

iting

PA
LLIATIV

E TIPS

m
 

For intractable nausea and vom
iting, a m

ultim
odal   

 
approach com

bining antiem
etics targeting different

 
receptors is recom

m
ended (eg. h

alop
erid

ol +
  

 
 

d
im

en
hyd

rin
ate +

 d
exam

eth
ason

e)
m

 
Sim

ilar to the setting of ongoing pain, ongoing nausea  
 

requires regular dosing of antiem
etics rather than just prn

!
m

 
D

istraction, and the avoidance of the sm
ell of food 

 
and unpleasant odours m

ay be helpful w
ith children
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N
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N
au

sea an
d

 Vom
itin

g

V
estib

u
lar

O
pioids

Cerebellar Tum
or

Treatm
ent:

Benzodiazepines
C

annabinoids
Relaxation therapies

Treatm
ent:

H
1 A

ntag
on

ist
 

D
im

enhydrinate
 

M
ethotrim

eprazine
A

ntich
olin

erg
ic

 
Scopolam

ine
 

A
tropine

Treatm
ent:

D
exam

ethasone

In
creased

 Intracran
ial 

Pressu
re

Brain Tum
or - prim

ary or 
m

etastatic

Cereb
ral H

ig
h

 C
N

S

Sensory
 

- Sights, sm
ells, pain

Cerebral
 

- A
nticipatory N

/V,
 

 
m

em
ories, fear

Integ
rative

Vom
itin

g
Center (IV

C
)

or
Em

esis Center

C
h

em
orecp

tor Trig
g

er 
Zon

e (C
TZ)

D
rugs

 
- O

pioids, chem
otherapy

Biochem
ical

 
- U

rem
ia, hypercalcem

ia
Toxic
 

- Septic, em
etogenic  

 
 

peptides

Treatm
ent:

D
2 A

ntag
on

ist
 

G
astrokinetic

 
 

M
etoclopram

ide
 

 
D

om
peridone 

Phenothiazine
M

ethotrim
eprazine

5H
T4 A

ntag
on

ist
 

M
etoclopram

ide
5H

T3 A
ntag

on
ist

 
O

ndansetron
 

M
etoclopram

ide
O

ctreotide
D

exam
ethasone

Treatm
ent:

D
2 A

ntag
on

ist
Phenothiazine
 

H
aloperidol

 
Prochlorperazine

 
M

ethotrim
eprazine

 
C

hlorperazine
G

astrokinetic
 

M
etoclopram

ide
 

D
om

peridone
5H

T3 A
ntag

on
ist

 
O

ndansetron, -trons
 

M
etoclopram

ide
N

K
1 A

ntag
on

ist
 

A
prepitant

G
I Tract - V

ag
al

D
istension

 
- O

ver-eating, stasis, 
 

 
extrinsic pressure

O
bstruction

 
- H

igh, m
id, low

C
hem

ical irritants
 

- D
rugs, blood, etc.

Treatm
ent:

A
ntich

olin
erg

ic
 

Scopolam
ine

 
A

tropine
H

1 A
ntag

on
ist

 
D

im
enhydrinate

 
Cyclizine

 
M

ethotrim
eprazine

5H
T2 A

ntag
on

ist
 

M
ethotrim

eprazine
 

O
lanzapine

5H
T3 A

ntag
on

ist
 

O
ndansetron

C
B

1 A
ntag

on
ist

 
TH

C
N

K
1 A

ntag
on

ist
 

A
prepitant

      NAUSEA &

                  VOMITING
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A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

A
 good clinical assessm

ent is im
portant to try and 

 
identify the underlying cause of the pain (e.g. tum

our  
 

involvem
ent, bone m

etastases, liver enlargem
ent, etc)

m
 

Listening to the patient describe their pain location,  
 

intensity, quality, “w
hat m

akes it w
orse”,  “w

hat m
akes it 

 
better”,  etc can tell a lot about w

hat m
ight be causing 

 
the pain and how

 best it m
ight be treated

m
 

The use of pain m
easurem

ent scales such as the 
 

Visual A
nalogue Scale (VA

S) or a “0-10” scale are im
portant  

 
tools to use in assessing a patient’s pain and the response  

 
to treatm

ent
m

 
The im

pact of pain on things such as function and sleep 
 

is im
portant to ask about

m
 

Investigations to consider m
ay include

�
s�

2ADIOLOGIC�INVESTIGATIONS��E�G��XRAY	�TO�DETERM
INE�IF��

 
 

there is bony m
etastasis or tum

our involvem
ent

m
 

A
ssess for the presence of neuropathic pain (A

ppendix 5)
�

s�
0AIN�OR�DISCOM

FORT�RESULTING�FROM
�INJURY�TO�THE��

�
 

 
peripheral or central nervous system

�
s�

0AIN�IS�OFTEN�DESCRIBED�AS�hBURNING��STABBING�OR�SHOOTINGv
�

s�
!

LLODYNIA�OR�HYPERALGESIA�M
AY�BE�FOUND�ON�EXAM

�
 

 
and suggests the presence of neuropathic pain

 
 

- 
A

llodynia – som
ething that is usually not painful 

 
 

 
is now

 experienced as painful
 

 
- 

H
yperalgesia – som

ething that is a usually a little  
 

 
 

painful is now
 experienced as m

ore painful
m

 
A

 quiet sleeping child m
ay be exhausted and 

 
w

ithdraw
n but m

ay still be in pain 
m

 
C

hildren m
ay fail to report pain because they do not 

 
w

ant to be thought of as ‘bad’ or because they fear 
 

w
hat m

ight happen next (eg. they w
ill receive a 

 
painful injection)

Pain

Pain

K
EYPO

IN
TS

m
 

Pain in advanced cancer occurs about 70-90%
 of the tim

e
m

 
A

lm
ost all pain can be satisfactorily controlled using  

 
sim

ple m
edication com

binations
m

 
The use of the W

orld H
ealth O

rganization (W
H

O
) analgesic

 
ladder (A

ppendix 2) is a helpful tool in treating pain
m

 
The W

H
O

 m
ethod can be sum

m
arized in five phrases: 

 
“by m

outh”,   “by the clock”,   “by the ladder”,  
 

 “for the individual” and  “attention to detail” 
m

 
Acetam

inophen/paracetam
ol and N

SAID
s can be used for m

ild pain 
m

 
O

pioids such as m
orp

h
in

e should be used in m
oderate 

 
to severe pain

m
 

Rem
em

ber to prevent or treat the side effects of  
 

 
m

orp
h

in
e such as constipation and nausea/vom

iting
m

 
There is no “upper ceiling” dose to the am

ount of m
orphine  

 
that can be used.  The right dose is the dose that w

orks
m

 
N

europathic pain is com
m

on and is pain w
hich is  

 
 

transm
itted by a dam

aged nervous system
 (A

ppendix 5)
m

 
Consider the use of adjuvant m

edications at all levels of  
 

the analgesic ladder (especially w
ith neuropathic pain)

m
 

Infants and children experience pain as m
uch as adults  

 
and it is com

m
on in advanced cancer and in other 

 
severe life threatening diseases

m
 

Pain receptors are m
ature (and inhibitory system

s are  
 

im
m

ature) at birth therefore infants and new
 borns 

 
d

o
 feel pain (perhaps even m

ore so than adults) 
m

 
Pain that is poorly m

anaged initially can lead to difficult- 
 

to-treat neuropathic pain syndrom
es and other sym

ptom
s 

m
 

Pain suffered by children w
ith life lim

iting disease m
ay   

 
have considerable effects on both the child and others

Pain
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antagonist (eg. ranitidine), m
isop

rostol or om
ep

razole 
�

s�
%VIDENCE�TO�SUPPORT�EFlCACY�OR�SAFETY�OF�ONE�.

3!
)$

��
 

 
over another is currently lacking

�
s�

%XAM
PLES�OF�.

3!
)$

S�INCLUDE�
 

 
- 

Ib
u

p
rofen

 200-400 m
g

 PO
 tid

 
 

- 
D

iclofen
ac 50 m

g
 PO

/SC
 tid

 
 

- 
N

ap
roxen

 250-500 m
g

 PO
/PR

 b
id

 
 

- 
K

etorolac 10 m
g

 PO
 q

id
 or 10-30 m

g
 SC

 tid
 

 
- 

M
ultiple other N

SA
ID

s exist

F
O

R M
O

D
ER

ATE PA
IN

m
 

A
 “w

eak” opioid such as cod
ein

e 30-60 m
g

 q
4h

 PO
 or 

 
tram

ad
ol 50 m

g
 PO

 q
id

 can be tried. Cod
ein

e is often  
 

com
bined w

ith other agents such as acetam
in

op
h

en
/ 

 
p

aracetam
ol and thus m

axim
um

 doses m
ay be lim

ited  
 

by the am
ount of acetam

in
op

h
en

/p
aracetam

ol 
m

 
M

orp
h

in
e can also be used at this point and should  

 
definitely be used if the pain is not controlled by cod

ein
e  

 
or other m

eans
m

 
Rem

em
ber to consider the use of adjuvants along w

ith 
 

the opioid 

F
O

R SEV
ER

E PA
IN

m
 

M
orp

h
in

e or another opioid should be started
m

 
The initial starting dose w

ill depend on the patient’s  
 

previous exposure to opioids:
�

s�
!

�DOSE�OF�m
orp

h
in

e 2.5 m
g

 reg
u

larly q
4h

 PO
 

 
(or 1 to 2 m

g
 SC

/IV
) and a breakthrough or rescue  

 
 

dose every hour, as required (see A
ppendix 1) 

 
 

is suitable for an opioid-naive patient 
�

s�
!

�DOSE�OF�m
orp

h
in

e 5-10 m
g

 reg
u

larly q
4h

 PO
 

 
 

(or 2.5-5 m
g q

4h SC
/IV

) and a breakthrough or rescue  
 

 
dose every hour, as required (see A

ppendix 1) should  

Pain

m
 

C
hildren are good at self distraction and m

ay still be 
 

in pain at play or w
atching TV etc.

m
 

Even sm
all children can “self report” pain

m
 

A
 num

ber of tools based on age, developm
ent and 

 
ability to com

m
unicate have been developed

M
A

N
A

G
EM

EN
T 

m
 

Consider treatm
ent of the underlying cause (e.g.  

 
 

oncological treatm
ent of tum

our, radiation for bone  
 

m
etastasis etc.)  

 
            Consider if patient is w

ell enough to benefit
m

 
See A

p
p

end
ix 2 for the use of the W

H
O

 analgesic lad
d

er
m

 
The W

H
O

 m
ethod can be sum

m
arized in five phrases: 

 
“by m

outh”,  “by the clock”,  “by the ladder”,  
 

“for the individual” and  “attention to detail” 

F
O

R M
ILD PA

IN

m
 

A
cetam

in
op

h
en

/p
aracetam

ol 650 m
g

-1 g
m

 every 4h
  

 
or 1 g

m
 every 6h

 (daily m
axim

um
 4 g/d) 

�
s�

(
EPATOTOXICITY�CAN�OCCUR�AT�DOSES�HIGHER�THAN�THIS

�
s�

A
cetam

in
op

h
en

/p
aracetam

ol can also be com
bined  

 
 

w
ith N

SA
ID

s
m

 
N

onSteroidal A
nti-inflam

m
atory D

rugs (N
SA

ID
s) 

�
s�

0RODUCE�AN�ANALGESIC�EFFECT�W
ITHIN���TO���HOURS

�
s�

3ERIOUS�SIDEEFFECTS�CAN�OCCUR�W
ITH�.

3!
)$

3�INCLUDING�
 

 
- 

G
astrointestinal (G

I bleed)
 

 
- 

Renal toxicity
 

 
- 

Congestive heart failure
�

s�
4HEY�SHOULD�THEREFORE�BE�USED�W

ITH�CAUTION�ESPECIALLY��
 

 
in patients at risk for G

I or renal toxicities
�

s�
)F�'

)�SYM
PTOM

S�OCCUR��THE�.
3!

)$
�CAN�BE�DISCONTINUED��

 
 

or the risk of  G
I toxicity can be reduced by the  

 
 

 
addition of a protective agent such as an H

2 receptor

Pain
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m
 

They are often used in pain due to bone m
etastases PO

 
and in neuropathic pain 

m
 

For bone pain consider:
�

s�
.

3!
)$

S��CORTICOSTEROIDS��RADIOTHERAPY
m

 
For neuropathic pain consider (A

ppendix 5):
�

s�
4RIAL�OF�ANTIDEPRESSANT��START�W

ITH�LOW
�DOSE�AND��

�
 

 
increase every 3-5 days if tolerated (eg, n

ortrip
tylin

e,  
 

 
am

itrip
tylin

e or d
esip

ram
in

e 10-150 m
g

 PO
 od

)  
 

 
and/or

�
s�

4RIAL�OF�ANTICONVULSANT��START�W
ITH�LOW

�DOSE�AND��
�

 
 

increase every 3-5 days if (eg, gap
ab

entin 100-200 m
g  

 
 

tid
 PO

; carb
am

azep
in

e100-400 m
g

 b
id

 PO
)

 
 

over 6 years:  100 m
g bid PO

m
 

O
pioids are the m

ain analgesics for children w
ith 

 
severe life threatening disease

m
 

U
se W

H
O

 ladder (including the use of adjuvants) 
 

as in adults (A
ppendix 2)

 
A

cetam
in

op
h

en
/p

aracetam
ol

�
s��U

nder 1 year: 10-15 m
g/kg q4h/prn PO

; 
�

s�����YEARS���������M
G�Q�H�0/

��
�

s������YEARS���������M
G�Q�H�0/

��M
AXIM

UM
�OF����M

G�KG�DAY	
 

D
iclofen

ac 
�

s����M
ONTHS�TO����YEARS��

�
s�����M

G�KG���H�in divided doses bid or tid PO
 

N
ap

roxen
 

�
s�����M

G�KG�Q���H�0/
�

 
Ib

u
p

rofen
 

�
s������M

G�KG�Q����H�0/
 

K
etorolac 

�
s������M

G�KG�Q��H�0/
���������M

G�KG�Q��H�)6�PRN
 

A
m

itrip
tylin

e
�

s������M
CG�KG�(

3

Pain

 
 

be used for patients w
ho have already been on cod

eine
�

s�
)T�IS�NECESSARY�OVER�THE�NEXT�DAYS�TO�titrate the regular  

 
 

dose to achieve good control (m
ore than 3 BTD

s/day 
 

 
often m

eans that the baseline m
orphine is not enough)

�
s�

4O�DETERM
INE�THE�NEW

�DOSE��ADD�THE�NUM
BER�OF���

 
 

breakthroughs being used in a 24h period to the  
 

 
regular total daily dose.  Then divide by 6 to determ

ine  
 

 
the new

 q4h dose.  A
lternatively, you can also increase  

 
 

the total daily opioid dose by 25%
 to 50%

 depending  
 

 
on the severity of the patient’s pain

�
s�

2EM
EM

BER�THAT�THERE�IS�NO�hUPPER�CEILINGv�DOSE�TO�THE��
 

 
am

ount of m
orp

h
in

e that can be used.  The right dose  
 

 
is the dose that w

orks
m

 
A

lternative routes for m
orp

h
in

e include: 
 

rectal, subcutaneous, buccal, intravenous and via a  
 

 
gastrostom

y tube – th
e oral rou

te for m
orp

h
in

e should
 

be th
e rou

te of ch
oice in m

ost cases.  
 

The PO
: SC

 m
orp

h
in

e ratio is 2:1
 

The PO
: IV

 m
orp

h
in

e ratio is 2-3:1 
 

e.g. 10 m
g oral m

orp
h

in
e =

 5 m
g SC

 m
orp

h
in

e
m

 
Be aw

are, educate patients/fam
ilies about, prevent and  

 
treat the com

m
on side effects of m

orp
h

in
e:

�
s�

#ONSTIPATION��PRESCRIBE�laxatives/stool softeners w
hen  

 
 

starting som
eone on m

orphine, see section on constipation)
�

s�
.

AUSEA��USUALLY�ONLY�TEM
PORARY��ENSURE�AN�ANTIEM

ETIC��
 

 
is available especially if just starting som

eone on  
 

 
m

orp
h

in
e)

�
s�

%XCESSIVE�SEDATION�OR�DROW
SINESS��USUALLY�ONLY�TEM

PORARY	

A
D

JU
VA

N
TS

m
 

A
djuvants are m

edications or m
easures that provide

 
relief to the patient in addition to the analgesic  

 
 

m
edications them

selves

Pain
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m
 

U
rinary retention and pruritus (as a side effect of 

 
opioids) are m

ore com
m

only seen in children 
 

com
pared to adults

PA
LLIATIV

E TIPS
m

 
Treat pain prom

ptly and aggressively!!!
m

 
The W

H
O

 guidelines rem
ind us that the “relief of  

 
 

psychological, social and spiritual problem
s is param

ount.  
 

A
ttem

pting to relieve pain w
ithout addressing the 

 
patient’s non-physical concerns is likely to lead to  

 
 

frustration and failure
m

 
Constant pain requires regular analgesia. 

 
U

se “around-the-clock” dosing to treat and prevent pain
m

 
M

ake sure to provide a breakthrough or rescue dose (BTD
)  

 
in addition to the regular dose of m

orp
h

in
e

m
 

O
ptim

ize the opioid by titrating up until pain im
proved

m
 

The PO
 m

orp
h

in
e to SC

/IV m
orp

h
in

e ratio is 2:1 e.g. 
 

10 m
g oral =

 5 m
g SC

 
m

 
M

orp
h

in
e 10 m

g PO
 =

 cod
ein

e 100 m
g PO

m
 

Rem
em

ber the use of adjuvants in the tream
ent of pain  

 
(eg. neuropathic pain - A

ppendix 5)
m

 
C

hildren have less distress w
hen they can understand  

 
w

hat is happening and are involved in their sym
ptom

  
 

m
anagem

ent
m

 
Play, m

usic and gam
es can be very helpful in 

 
association w

ith the pharm
acological m

ethods as  
 

 
described above

REFEREN
C
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ospice Society; 2006

�s�
-

ARINANGELI�&��#
ICCOZZI�!

��,EONARDIS�-
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 M
anagem
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Pain

 
G

ab
ap

entin
 

�
s��3TARTING�AT������M

G�KG����HRS�in divided doses 
 

   bid or tid (m
ax of 60 m

g/kg/24hrs)
 

Cod
ein

e
�

s��#
HILDREN�M

ORE�THAN���M
ONTHS��

 
   0.5-1.0 m

g/kg q4h PO
 (m

ax 60 m
g/dose)

 
M

orp
h

in
e

�
s��3TARTING�DOSES�FOR�OPIOID�NAÕVE�INFANTS�LESS�

 
   than 6 m

onths: 
 

   0.01 m
g/kg q4h SC

/IV, or 0.02 m
g/kg q4h PO

�
s��3TARTING�DOSE�FOR�OPIOID�NAÕVE�INFANTS�CHILDREN�

 
   m

ore than 6 m
onths: 

 
   0.02 m

g/kg q4h SC
/IV, or 0.04 m

g/kg q4h PO

PITFA
LLS/C

O
N

C
ERN

S
m

�
0ETHIDINE�M

EPERIDINE�IF�USED�ON�AN�ONGOING�BASIS�W
ILL�CAUSE�

 
a build up of the m

etabolite (norm
eperidine) and m

ay  
 

cause delirium
 and seizures – it should be avoided in the  

 
treatm

ent of cancer pain
m

 
N

ever ever use a slow
-release opioid as the breakthrough 

 
or rescue m

edication (use regular short-acting instead)
m

 
Serious side-effects can occur w

ith N
SA

ID
s – they should 

 
be used cautiously.  A

n opioid such as m
orphine m

ay be
 

a m
ore effective and safer option

m
 

C
hildren less than 6  m

onths are m
ore sensitive to  

 
 

possible opioid induced respiratory depression and   
 

therefore need low
er in

itial doses w
ith subsequent 

 
norm

al titration
m

 
Because of som

e im
m

ature m
etabolic processes codeine  

 
m

ay not be appropriate in younger children and infants
m

 
A

bout 10-15%
 of adults and up to 35%

 of children m
ay  

 
not be able to m

etabolize codeine and therefore 
 

it m
ay not be an effective analgesic 

Pain
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Pleural Effusion

K
EYPO

IN
TS 

m
 

A
pproxim

ately half of all patients w
ith m

etastatic cancer  
 

w
ill develop a pleural effusion 

m
 

Lung and breast cancer are the m
ost com

m
on causes of a  

 
m

alignant pleural effusion although it can occur in alm
ost  

 
any type of cancer

m
 

Patients m
ay experience dyspnea, dull aching chest pain,  

 
or dry cough due to this fluid accum

ulation
m

 
Thoracentesis (rem

oval of the fluid) can be helpful in  
 

relieving dyspnea in som
e patients

m
 

Pleurodesis (after thoracentesis and drainage) is som
etim

es  
 

used to try and prevent re-accum
ulation of the fluid

m
 

Pleural effusion m
ay be the first presenting sign of cancer,  

 
or suggestive of recurrent or advanced disease

m
 

C
hildren m

ay fear invasive procedures such as
 

thoracocentesis. It is im
portant to explain w

hat w
ill   

 
happen and gain the child’s consent depending on 

 
his or her  ability to understand

 A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

A
 m

oderate to large pleural effusion can m
ost often 

 
be diagnosed by clinical exam

 alone (decreased breath  
 

sounds and dullness to percussion)
m

 
A

 good clinical assessm
ent can also help to identify the  

 
underlying cause of the pleural effusion 

m
 

Pleural effusions can be caused by m
alignant or 

 
non-m

alignant processes
m

 
N

on-m
alignant processes include:

�
s�

#ONGESTIVE�HEART�FAILURE
�

s�
0NEUM

ONIA

Pleural Effusion

�s�
-

C.
ICOL�%��3TRASSELS�3!

��'
OUDAS�,��,AU�*��#

ARR�$
"���N

SAID
S or paracetam

ol,  

 
alone or com

bined w
ith opioids, for cancer pain. Cochrane D

atabase of  

 
System

atic Review
s. (1): C

D
005180, 2005.

�s�
.
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.

�Clinical Practice G
uidelines in O

ncology – v.1. 2006

�s�
7

IFFEN�0*��%DW
ARDS�*%��"ARDEN�*��-

C1
UAY�(

*��O
ral m

orphine for cancer pain. 

 
Cochrane D

atabase of System
atic Review

s. (4): C
D

003868, 2003.

�s�
7

ILLIAM
�$

�'
���(

ATCH�$
�*���(

OW
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m
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N

 C
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w
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m
 

Th
oracocentesis procedure (adapted from

 O
xford  

 
 

H
andbook of Palliative Care): 

�
s�

4HE�PATIENT�SHOULD�BE�SITTING��LEANING�FORW
ARD�ON�A��

 
 

bedside table
�

s�
#

HOOSE�A�POINT�IN�THE�POSTERIOR�CHEST�W
ALL��M

EDIAL�TO��
 

 
the angle of the scapula, one intercostal space below

  
 

 
the upper lim

it of dullness to percussion
�

s�
/

N�INSERTION��BE�CAREFUL�TO�AVOID�THE�INFERIOR�BORDER�
 

 
of the rib

�
s�

)NJECT�LOCAL�ANAESTHETIC��7
AIT�FOR�THE�AREA�TO�BE��

�
 

 
anaesthetized then advance the needle until pleural  

 
 

fluid is obtained
�

s�
)NTRODUCE�A�LARGE�BORE�)6�CANNULA�W

ITH�A�SYRINGE���
 

 
attached until fluid is just obtained, then advance a  

 
 

further 0.5-1 cm
 to ensure that the cannula is in the  

 
 

pleural space
�

s�
!

SK�THE�PATIENT�TO�EXHALE�AGAINST�PURSED�LIPS�
 

 
(this w

ill increase the intrathoracic pressure) and  
 

 
rem

ove the m
etal trochar or needle and then attach 

 
 

a large syringe w
ith a three-w

ay tap
�

s�
!

SPIRATE����M
L�AT�A�TIM

E�UNTIL�
 

 
- 

D
rainage com

plete or 
 

 
- 

Patient starts to cough or
 

 
- 

Light-headedness or chest discom
fort occurs

�
s�

2EM
OVE�THE�CANNULA��HAVING�ASKED�THE�PATIENT�TO�TAKE 

 
 

a breath, and im
m

ediately seal w
ith an appropriate  

 
 

dressing
m

 
Som

etim
es a chest tube is left in place w

hile the fluid  
 

continues to drain
m

 
Pleurodesis is som

etim
es carried out follow

ing  
 

 
thoracentesis and drainage.   

�
s�

)T�OCCURS�BY�INDUCING�INmAM
M

ATION�OF�THE�PLEURA�BY��
 

 
the introduction of a sclerosing agent adm

inistered 

Pleural Effusion

�
s�

,OW
�ALBUM

IN��HYPOALBUM
INEM

IA	
�

s�
0ULM

ONARY�EM
BOLUS

�
s�

0ANCREATIC�DISEASE
�

s�
)NTERSTITIAL�LUNG�DISEASE

�
s�

!
SCITES

m
 

Investigations to consider m
ay include:

�
s�

#
HEST�8RAY�TO�ASSESS�EXTENT�OF�EFFUSION�AND�EVIDENCE��

 
 

of other diagnoses (eg. pneum
onia)

 
 

- 
If the fluid am

ount is >
 200 to 300 m

l it can usually  
 

 
 

be detected by chest X-ray  
 

 
- 

Sm
aller am

ounts of fluid can som
etim

es be detected
 

 
 

using ultrasound or a C
T scan

m
 

A
nalysis of the pleural fluid (if rem

oved) m
ay help in

 
diagnosing the underlying cause of the effusion.  

 
 

M
alignant pleural effusions are typically exudative but 

 
on rare occasion can be transudative

 M
A

N
A

G
EM

EN
T 

m
 

The m
anagem

ent of dyspnea and cough are covered in
 

other areas of this handbook and should be follow
ed if  

 
these sym

ptom
s are present

m
 

A
 sm

all effusion that is not causing the patient any   
 

distress does not norm
ally need to be drained 

m
 

Pleural effusions can som
etim

es resolve on their ow
n  

 
w

ith effective treatm
ent of the underlying disease, 

 
such as congestive heart failure

m
 

Consider drainage of the pleural fluid (thoracentesis) 
 

if the patient is highly sym
ptom

atic  
 

            Consider only if patient is w
ell enough to benefit

�
�

s�
2ISKS�AND�BENElTS�OF�A�THORACENTESIS�SHOULD�BE��

 
 

 
explained to the patient before proceeding.  

 
 

 
These w

ould include hem
othorax, pneum

othorax  
 

 
 

and infection  

Pleural Effusion
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dyspnea by other non-invasive m

eans 
m

 
It is im

portant to rem
em

ber that m
alignant effusions  

 
usually recur and  the fluid can re-accum

ulate in as little  
 

as a few
 days.  Serial thoracentesis m

ay result in loculated  
 

fluid and w
orsening of sym

ptom
s

m
 

Repeated thoracentesis, especially if the fluid rapidly  
 

reaccum
ulates, is usually not indicated

 REFEREN
C
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�s�
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 m
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alignant pleural effusion, current and evolving  

 
approaches for its diagnosis and m

anagem
ent. Lung C
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D
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alignant pleural effusion. C
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O

ncology N
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m

anagem
ent of m

alignant pleural effusion. A
nnals of O

ncology, 12  
 

 
(Supplem

ent 2): ii11-ii12

�s�
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Pleural Effusion

 
 

by a chest tube or indw
elling catheter into the chest  

 
 

cavity
�

s�
4ALC�IS�THE�M

OST�EFFECTIVE�SCLEROSING�AGENT�USED�FOR��
 

 
pleurodesis

�
s�

0LEURODESIS�IS�NOT�ALW
AYS�EFFECTIVE�AND�DOES�HAVE��

 
 

procedure-related side-effects including increased  
 

 
pain

�
s�

0ATIENTS�SHOULD�BE�EVALUATED�ON�AN�INDIVIDUAL�BASIS 
 

 
w

hen deciding w
hether or not to undergo pleurodesis. 

 
 

It should only be done if the patient has an expected  
 

 
survival of at least several m

onths and is not debilitated
m

 
D

uring thoracocentesis; check vital signs. 
 

Rem
ove the quantity of fluid that gives optim

um
  

 
 

sym
ptom

atic relief.  N
ot m

ore than 10%
 of body 

 
fluid by volum

e/24hrs
 PITFA

LLS/C
O

N
C

ERN
S

m
 

  In patients in the final term
inal phase – ie. hours to  

 
days, it w

ould be norm
ally inappropriate to drain a pleural  

 
effusion (treatm

ent should be as least invasive as possible)

m
 

  In patients in the final term
inal phase – ie. hours to 

 
days, sym

ptom
atic relief through pharm

acologic and other
 

m
eans w

ould be preferred

PA
LLIATIV

E TIPS
m

 
The decision w

hether to repeatedly perform
  

 
 

thoracentesis m
ust be carefully w

eighed against the  
 

patient’s w
ishes, available resources, the patient’s ability  

 
to tolerate the procedure, the risks involved w

ith repeated  
 

thoracentesis, the know
ledge that the fluid w

ill likely  
 

reaccum
ulate and the ability to sym

ptom
atically control  

Pleural Effusion



76
77

T
O

PIC
A

L A
G

EN
TS

�
s�

M
enth

ol 1%
 and cam

p
h

or 1%
 com

pounded in   
 

 
aqueous cream

 can be used several tim
es a day as  

 
 

needed

C
A

U
SE S

PEC
IFIC T

H
ER

A
PY

m
 

C
holestasis

�
s�

5
SE�GENERAL�M

EASURES��SEE�ABOVE	
�

s�
(

)�AND�(
��RECEPTOR�BLOCKERS�LIKELY�TO�BE�INEFFECTIVE

�
s�

0LACE�BILIARY�STENT��IF�POSSIBLE�AND�IF�PATIENT�S�GENERAL��
 

 
condition w

arrants this)
 

 
         The burden of investigation and treatm

ent should  
 

 
alw

ays be w
eighed against the prognosis, the likely  

 
 

benefit of treatm
ent and the patient’s w

ishes.
�

s�
C

h
olestyram

in
e 4 g 1-6 tim

es/day PO
 

 
 

to a m
axim

um
 of 36 g/day

m
 

U
raem

ia
�

s�
5

SE�GENERAL�M
EASURES��SEE�ABOVE	

�
s�

(
)�AND�(

��RECEPTOR�BLOCKERS�LIKELY�TO�BE�INEFFECTIVE
�

s�
C

ap
caisin

 0.025%
 or 0.075%

 cream
 applied 3-5 tim

es  
 

 
daily is useful w

here there is localised pruritus. 
 

 
D

o not apply to large body areas 
m

 
H

odgkins Lym
phom

a
�

s�
5

SE�GENERAL�M
EASURES��SEE�ABOVE	

�
s�

(
)�AND�(

��RECEPTOR�BLOCKERS�LIKELY�TO�BE�INEFFECTIVE
�

s�
2ADIATION�OR�CHEM

OTHERAPY�W
HERE�APPROPRIATE

�
s�

#ORTICOSTEROIDS�E�G�d
exam

eth
ason

e 4-8 m
g daily

               If ineffective, substitute:
�

s�
Cim

etidine 400 m
g bid PO

 or ranitidine 150 m
g bid PO

m
 

Itch due to an opioid
�

s�
5

SE�GENERAL�M
EASURES��SEE�ABOVE	

�
s�

(
)�AND�(

��RECEPTORBLOCKERS�LIKELY�TO�BE�INEFFECTIVE
�

s�
-

AY�BE�TRANSITORY�LASTING�A�FEW
�DAYS

Pruritus

Pruritus

K
EYPO

IN
TS 

m
 

Pruritus can be described as an unpleasant cutaneous  
 

sensation w
hich produces the desire to scratch

m
 

Pruritus is relatively uncom
m

on in advanced disease but  
 

can be very unpleasant and difficult to treat
m

 
G

eneral non-pharm
acologic treatm

ent can be very   
 

helpful
m

 
G

eneralised itching (often the child repeatedly 
 

rubbing the nose-tip) due to opioids is m
ore 

 
com

m
on in children than adults. 

 A
SSESSM

EN
T                                 see com

m
ent on page 13

m
 

H
istory should include the tim

es at w
hich the 

 
itching occurs (w

hether continuous and w
hether 

 
at night or day) its nature (burning, itching, etc), 

 
location and relevant m

edication history
m

 
Exam

ination should include review
 of dryness of skin,  

 
possible presence of scabies, possible presence of  

 
 

jaundice
 M

A
N

A
G

EM
EN

T
G

EN
ER

A
L M

EA
SU

R
ES

�
s�

0RURITUS�IS�OFTEN�CAUSED�BY�DRY�SKIN��SO�A�GOOD�lRST��
 

 
m

easure is a sim
ple m

oisturiser cream
�

s�
+EEP�PATIENT�COOL�AND�USE��COOL�CLOTHING

�
s�

4EPID��AROUND����#
	�BATHS�AND�SHOW

ERS�
 

 
(avoiding detergents), follow

ed by gentle drying 
 

 
and application of m

oisturiser cream
�

s�
+EEP�NAILS�SHORT��lLED�NOT�CUT	

�
s�

!
VOIDANCE�OF�ALCOHOL�AND�SPICY�FOODS

Pruritus
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Resp
iratory Secretions at the End of Life

K
EYPO

IN
TS 

m
 

N
oises caused by upper airw

ays secretions are heard in  
 

approxim
ately 50%

 of dying patients
m

 
C

aused by air passing through airw
ays w

ith secretions  
 

present (as the patient is unable to sw
allow

 or clear them
)

m
 

The presence of respiratory secretions is a strong  
 

 
predictor of death (76%

 die w
ithin 48 hours from

 onset  
 

of this sym
ptom

)
m

 
Repositioning the patient is often helpful and all that is  

 
necessary

m
 

A
nticholinergic m

edications (e.g. atrop
in

e) can be helpful  
 

in m
any cases to reduce the secretions and noise

m
 

C
hildren like adults, m

ay be unaw
are of this sym

ptom
 

 
but it can be very distressing for fam

ily m
em

bers 
m

 
O

ngoing support and education of fam
ily around this  

 
sym

ptom
 is very im

portant to m
inim

ize the distress 
 

of the fam
ily w

itnessing this in their dying child 

A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

A
 clinical assessm

ent is all that is required
m

 
O

ther investigations w
ould not be appropriate at this  

 
stage as the patient’s condition is very poor and death 

 
can be expected in the near future

M
A

N
A

G
EM

EN
T 

m
 

M
uch of the m

anagem
ent focuses on teaching and   

 
support of the fam

ily w
ho m

ay find this sym
ptom

 difficult  
 

to w
atch or hear

m
 

Repositioning the patient is often helpful in decreasing  
 

the noise

Respiratory Secretions at the End of Life

�
s�

-
AY�BE�RELIEVED�BY��@SW

ITCHING�OPIOIDS�
�

s�
Paroxetin

e 5 m
g/day PO

 to 20 m
g/day can be helpful 

 PITFA
LLS/C

O
N

C
ERN

S 
m

 
Potential side effects of antihistam

ines m
ay be 

 
agitation or confusion 

 PA
LLIATIV

E TIPS 
m

 
Itching of the skin is present w

ithout obvious cause 
 

in over 50%
 of patients over 70 years

m
 

Itching associated w
ith cholestasis often starts on 

 
palm

s and soles and the severity is unrelated to the   
 

level of bile acids in skin
m

 
H

1 recepeptor blockers are useful in histam
ine based 

 
itch such as a drug reaction or urticaria

m
 

O
n

d
an

setron
 is helpful w

hen spinal opioids cause   
 

itching
m

 
A

ntih
istam

in
e cream

s m
ay cause a contact derm

atitis
m

 
Lid

ocain
e cream

 m
ay cause a contact derm

atitis 
 

 
and w

orsening of itching
m

 
C

alam
in

e cream
 m

ay cause drying of the skin and  
 

 
w

orsening of the itching
 REFEREN
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m
�

'
LYCOPYRRONIUM

�GLYCOPYRROLATE�BROM
IDE�AND�HYOSCINE�

 
butyl brom

ide (as com
pared to atropine and hyoscine  

 
hydrobrom

ide) do not cross the blood brain barrier and  
 

m
ay therefore cause less C

N
S effects

m
 

Treatm
ent w

ith these agents is not alw
ays successful in  

 
reducing the secretions so it is im

portant to support fam
ily

m
 

Parenteral g
lycop

yrron
iu

m
/g

lycop
yrrolate can be 

 
given PO

 (at sam
e dose) and is usually w

ell 
 

tolerated by children
 PA

LLIATIV
E TIPS

m
 

Explaining to the fam
ily that the noisy respiratory  

 
 

secretions are unlikely to be distressing for the patient  
 

w
ho is unconscious is an im

portant part of helping to  
 

support the fam
ily 

m
 

The drug treatm
ents are quite effective for upper airw

ay  
 

secretions, but w
ill not w

ork for secretions deep in the  
 

lungs, pulm
onary oedem

a, pneum
onia etc.

m
 

H
ydration w

ith IV fluids m
ay increase the severity of this  

 
sym

ptom
 – use fluids cautiously in the dying 
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IN
).  

 
w

w
w

.prodigy.nhs.uk/palliative_care_respiratory_secretions_at_the_end_ 

 
of_life  [A

ccessed: O
ctober 2006]

Respiratory Secretions at the End of Life

�
s�

0LACE�THE�PATIENT�ON�THEIR�SIDE�W
ITH�UPPER�BODY�ELEVATED��

m
 

G
ood m

outh-care can also be helpful
m

 
A

dm
inistering anticholinergic m

edications can  
 

 
som

etim
es be helpful for upper airw

ay secretions:
�

s�
H

yoscin
e hyd

rob
rom

id
e 0.4 m

g
 as a sin

g
le d

ose SC
.

 
 

Several doses q 30 m
inutes m

ay be required
 

 
If effective, continue using 0.3-0.6 m

g q4h SC
.

�
s�

A
trop

in
e 0.6-0.8 m

g
 SC

. 
 

 
If effective, continue, using q4h and prn.

�
s�

G
lycopyrronium

/glycopyrrolate b
rom

id
e 0.2 m

g  
 

 
as a single d

ose SC
. 

 
 

If effective, continue using 0.2 m
g q4h and prn SC

. 
�

s�
H

yoscin
e b

u
tyl b

rom
id

e 20 m
g

 as a sin
g

le d
ose SC

.
 

 
If effective, continue, using 20 m

g
 q

4h
 SC

.
m

 
Suctioning is usually not necessary (or helpful) and 

 
m

ay be distressing to the patient
�

s�
#ONSIDER�SUCTIONING�IF�THICK�M

UCOUS��BLOOD�OR�OTHER
 

 
fluid is in the m

outh/throat and can be easily  
 

 
 

rem
oved w

ith a soft catheter (i.e. no deep suctioning  
 

 
or rigid suctioning)

 
G

lycopyrronium
/g

lycop
yrrolate 

�
s������M

CG�KG�Q�H�)6�3#
��M

AX�OF�����M
CG�DOSE	

 
H

yoscin
e hyd

rob
rom

id
e 

�
s����YEAR���YEARS������M

CG�KG�3#
�)6�AS�SINGLE�DOSE��

�
s�������M

CG�KG�OVER���HOURS�IN�3#
�OR�)6�INFUSION

 
H

yoscin
e b

u
tylb

rom
id

e
�

s��,ESS�THAN���YEARS�������M
G�KG�DOSE�TID�0/

�3#
�)6�

�
s������YEARS�������M

G�UP�TO�TID�0/
�3#

�)6
 PITFA

LLS/C
O

N
C

ERN
S

m
 

A
nticholinergic drugs as m

entioned above should be used  
 

cautiously in patients w
ho are still responsive as they can cause  

 
agitation. They generally are used in patients close to death.  

Respiratory Secretions at the End of Life
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m
 

W
here appropriate treat correctable causes of 

 
seizures

m
 

In children w
ith a longer prognosis a review

 by a  
 

 
neurologist to optim

ise prophylactic treatm
ent 

 
m

ight be appropriate

M
A

N
A

G
EM

EN
T 

m
 

M
ost seizures are brief, self-lim

ited and rarely harm
ful 

 
in them

selves

A
C

U
TE TR

EATM
EN

T O
F SEIZU

R
ES (STATU

S EPILEPTIC
U

S)
m

 
C

lear airw
ay

m
 

D
iazep

am
 10 m

g
 PR

.
 

Repeat after 15 and 30 m
inutes if needed

 
or

m
 

Lorazep
am

 2-4 m
g

 SL, SC
 or IV. 

 
Repeat after 15 and 30 m

inutes if needed
 

or
m

 
M

id
azolam

 5-10 m
g

 SC
 or IV. 

 
Repeat after 15 m

inutes if needed
 

If no response:
m

 
Consider doubling the dose of d

iazep
am

 or m
id

azolam
  

 
or

m
 

Ph
en

ob
arb

ital 100-200 m
g

 SC
 or IV

 (slow
ly b

y IV
 over  

 
30 m

in
u

tes w
ith

 100 cc of salin
e). 

 
M

ay rep
eat if n

ecessary. 
 

Follow
 th

is w
ith

 100 m
g

 tid
 SC

PR
O

PH
Y

LA
C

TIC
 M

A
N

A
G

EM
EN

T O
F SEIZU

R
ES 

 
Seizure prophylaxis w

ith anticonvulsants has only been  
 

proven useful in patients w
ith brain m

etastasis due to  
 

m
alignant m

elanom
a and patients w

ith brain m
etastasis 

 
from

 other cancers w
ho have already had a seizureSeizures

Seizures

K
EYPO

IN
TS 

m
 

Seizures are relatively com
m

on in the palliative care  
 

population, occurring in up to 10%
 of patients

m
 

M
ost seizures are brief, self-lim

ited and rarely harm
ful  

 
them

selves
m

 
Peth

id
in

e/m
ep

erid
in

e, if used on an ongoing basis, can  
 

cause seizures due to an accum
ulation of n

orm
ep

erid
in

e, 
 

a neurotoxic m
etabolite.  Peth

id
in

e/m
ep

erid
in

e should  
 

therefore be avoided in palliative care patients
m

 
C

an be extrem
ely frightening to fam

ily
m

 
Q

uite com
m

on at the end of life in children 

A
SSESSM

EN
T                                 see com

m
ent on page 13

 Treatm
ent is usually sym

ptom
atic and a full seizure 

w
orkup is, in m

ost cases, not necessary

m
 

C
auses of seizures include:

�
s�

"RAIN�TUM
OURS�

�
s�

$
RUG�TOXICITY��EG��p

eth
id

in
e/m

ep
erid

in
e) 

�
s�

-
ETABOLIC�OR�ELECTROLYTE�ABNORM

ALITY
 

 
- 

H
ypoglycem

ia
 

 
- 

H
yponatrem

ia
 

 
- 

H
ypercalcem

ia
�

s�
(

YPOXIA
�

s�
3EVERE�HEPATIC�FAILURE

�
s�

)NFECTIONS�OF�THE�CENTRAL�NERVOUS�SYSTEM
�

s�
%PILEPSY

m
 

C
ancers m

ost likely to m
etastasize to the brain are: 

 
lung, breast and m

alignant m
elanom

a

Seizures
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C

arb
am

azep
in

e
�

s��Less than 6 years:  10-20 m
g/kg/24hrs PO

 in divided 
 

   doses bid or tid 
�

s��O
ver 6 years:  100 m

g bid PO
 

V
alp

roate
�

s��)NITIAL������M
G�KG���HRS�0/

�IN�DIVIDED�DOSES�TID
�

s��)NCREM
ENT�������M

G�KG���HRS�AT�W
EEKLY�INTERVALS

�
s��-

AINTENANCE������M
G�KG���HRS�IN�DIVIDED�DOSES�TID��

 
   (m

onotherapy).  H
igher doses (30-60 m

g/kg/24hr) 
 

   are often required in patients on polytherapy.

PITFA
LLS/C

O
N

C
ERN

S
m

 
There are m

any drug-drug interactions that occur w
ith  

 
anticonvulsant m

edications
m

 
It is im

portant to m
onitor the dose and duration of  

 
 

treatm
ent w

ith corticosteroids frequently especially w
hen

 
used for m

ore than 4 w
eeks, to prevent long-term

  
 

 
side effects such as steroid m

yopathy, hyperglycem
ia and  

 
gastrointestinal bleeding am

ong others
m

 
0ETHIDINE�M

EPERIDINE�CAN�CAUSE�CEREBRAL�EXCITATION�AND  
 

seizures 
m

 
Parents should be trained in use of SL and PR if there is

 
a likelihood of child having prolonged seizures at hom

e

PA
LLIATIV

E TIPS
m

 
Prophylactic anticonvulsant therapy for all patients w

ith  
 

cerebral m
etastases is unnecessary as m

ost patients are  
 

unlikely to seize due to their m
etastases.  If they do indeed  

 
seize, anticonvulsant therapy should then be started

m
 

If seizures last longer than 5 m
inutes, or if they occur  

 
at frequent intervals and the patient does not recover 

 
fully betw

een intervals, the patient is considered to be in  
 

status epilepticus (see acute m
anagem

ent of seizures)

Seizures

m
 

A
N

TICO
N

V
U

LSA
N

T M
ED

IC
ATIO

N  
�

s�
Ph

enytoin
 300 m

g PO
 follow

ed by 100-200 m
g PO

 tid
�

s�
C

arb
am

azep
in

e 100 m
g PO

 bid
�

s�
V

alp
roate 200 m

g PO
 tid

�
s�

/
THERS�OPTIONS�EXIST��lam

otrig
in

e, g
ab

ap
entin

,   
 

 
top

rim
ate)

m
 

C
O

R
TICO

STER
O

ID
S

 
A

re helpful in the prevention and m
anagem

ent of seizures
 

w
hich are secondary to brain m

etastasis, by decreasing
 

the oedem
a surrounding a tum

our m
ass

m
 

R
A

D
IATIO

N 
 

C
an be helpful in preventing seizures in patients w

ith  
 

m
etastatic brain disease 

m
 

O
PIO

ID R
O

TATIO
N

 
O

pioids very rarely cause seizures. (Except p
eth

id
in

e/  
 

m
eperidine w

hich can cause cerebral excitation and seizures).   
 

Sw
itching to another opioid can be helpful in this situation

m
 

A
cu

te Treatm
ent

 
D

iazep
am

  
�

s���������M
G�KG�DOSE�02�3#

�)6�OR
 

Lorazep
am

  
�

s����������M
G�KG�DOSE��02�3#

�3,�)6�OR
 

M
id

azolam
  

�
s������M

CG�KG�3#
�OVER�ONE�M

INUTE��THEN�IF�NECESSARY�
 

   300-700 m
cg/kg over 24hours by continuous SC

  
 

 
   infusion or

 
Ph

en
ob

arb
ital  

�
s��10-20 m

g/kg IV or PO
; 

 
   follow

ed by 3-5 m
g/kg/day IV SC

 or PO

m
 

Prop
hylactic Treatm

ent
 

Ph
enytoin

 
�

s�����M
G�KG���HRS�0/

�IN�DIVIDED�DOSES�BID�OR�TID

Seizures
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Superior Vena C
ave Syndrom

e

m
 

Rectal adm
inistration can be given by syringe w

ith 
 

a sm
all feeding tube cut at 5 cm

 to deliver m
edication 

 
up to 4 to 5 cm

s beyond the anal m
argin for an 

 
older child and less for an infant

REFEREN
C

ES 

�s�
(

EAlELD�-
��M

anaging status epileptics. BM
J, 2002; 320:953-4

�s�
7

ATSON�-
��,UCAS�#

��(
OY�!

��"ACK�)��O
xford H

andbook of Palliative Care. 

 
O

xford: O
xford U

niversity Press; 2005 

�s�
7

EIL�3��.
OACHTAR�3���Epileptic seizures and m

yoclonus. In: Voltz R, Bernat JL,  

 
Borasio G

D
, M

addocks I, O
liver D

, Portenoy R, editors. Palliative Care in  

 
N

eurology. �.
EW

�9ORK��/
XFORD�5

NIVERSITY�0RESS��������P�������

�s�
:IAI�7

#��(
AGEN�.

���H
eadache and other neurolgic com

lications. In: Berger A
M

,  

�
0ORTENOY�2+��7

EISSM
AN�$

%��EDITORS��Principles and Practice of Palliative Care  

 
and Supportive O

ncology.�0HILADELPHIA��,IPPINCOTT�7
ILLIAM

S��
�7

ILKINS���������

 
p. 515-531

Seizures

K
EYPO

IN
TS 

m
 

A
 syndrom

e of dyspnea, headache, sw
elling of the face,  

 
neck and upper lim

bs should alert to this possible
 

diagnosis. O
ccurs as a result of com

pression or  
 

 
obstruction of the superior vena cave

m
 

C
an som

etim
es be life threatening but usually occurs 

 
w

ith a gradual increase in signs and sym
ptom

s

A
SSESSM

EN
T                                 see com

m
ent on page 13 

m
 

C
hest X Ray or C

T Scan w
ill aid diagnosis

M
A

N
A

G
EM

EN
T 

m
 

D
exam

eth
ason

e should be used in the short term
m

 
Radiotherapy m

ay help w
ith tum

our causing external  
 

com
pression

 
           Consider if patient is w

ell enough to benefit

PITFA
LLS/C

O
N

C
ERN

S 
m

 
Tends to occur late in the disease trajectory 

 
of children

PA
LLIATIV

E TIPS 
m

 
M

ay also be caused by throm
bus around a subclavian  

 
arterial catheter

Sup
erior Vena Cave Syndrom

e  A
dults and Children
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PSYCH
O

SO
CIA

L C
A

RE
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Com
m

unication

K
EYPO

IN
TS

m
 

Com
m

unication is a cornerstone of palliative care,  
 

 
affecting both quality of care and quality of life

m
 

Com
m

unication affects the interpersonal relationships  
 

w
ithin and betw

een health care team
s, patients, and  

 
fam

ily/caregivers
m

 
Com

m
unication can influence: sym

ptom
 control,  

 
 

understanding of inform
ation, decision-m

aking, abilities  
 

to cope
m

 
Effective com

m
unication reduces uncertainty, helps  

 
people feel understood, helps people m

aintain a sense  
 

of control, gives people a direction in w
hich to m

ove,  
 

gives people sense of hope
m

 
Specific com

m
unication skills can facilitate supportive  

 
conversations and help people get their needs m

et
m

 
Com

m
unication of inform

ation, difficult or otherw
ise, 

 
is an ongoing process

m
 

Personal beliefs, values and assum
ptions im

pact the w
ay  

 
w

e relate to and understand the experiences and needs  
 

of patients and fam
ily/caregivers

C
O

N
SID

ERATIO
N

S
CO

M
M

U
N

IC
ATIO

N
:  PATIEN

TS A
N

D
 FA

M
ILY

/C
A

R
EG

IV
ER

S
m

 
W

hat inform
ation about the patient and their fam

ily/ 
 

caregivers w
ould be helpful?

m
 

H
ow

 do patients and fam
ily/caregivers w

ant to be  
 

 
involved in inform

ation sharing and decision-m
aking? 

m
 

H
ow

 does the patient understand their situation?   
 

 
W

hat inform
ation is know

n and w
hat do they w

ant to  
 

know
 or not know

?

Psychosocial care is an essential com
ponent of palliative 

care.  There are a com
plex range of experiences and issues 

(psychological, spiritual, cultural, em
otional, physical, 

socio-econom
ic and practical) that m

ay im
pact patients 

and fam
ily/caregivers**, and health care team

s.   

This section provides inform
ation and tools to assist health 

care professionals in providing psychosocial support to 
patients and fam

ily/caregivers from
 point of contact and 

throughout the care continuum
, including bereavem

ent.   

Psychosocial care is an expanding field w
ithin palliative care, 

and literature supports a range of theories, m
odels, and 

practice approaches.  Cultural and social diversity rem
inds us 

there are no universal m
ethods for providing psychosocial 

care.  Therefore, it is im
portant that inform

ation provided 
in this section is utilized and adapted to suit the individual 
and collective needs of people w

ithin each com
m

unity and 
health care setting.

** The concept of fam
ily can have m

any m
eanings.  The term

 ‘fam
ily/caregivers’ 

are the people that the patient identifies as their source of support.  

R
eferen

ces  * C
airns M

., Thom
pson M

., W
ainw

right W
.  Transitions in D

ying 

and  Bereavem
ent:  A Psychosocial G

uide for H
ospice and Palliative Care. 

Victoria H
ospice Society 2003.

“People com
e to palliative care not as a disease…

 but as 
com

plex hum
an beings, w

ith hopes and fears, needs, history and 
expectations based on the context and experiences of their lives, 
their fam

ilies, and their culture”  *
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Facilitatin
g

 Conversation
s�

O
pen-ended Q

uestions
 

O
pen-ended questions allow

 people the opportunity 
 

to describe and express their feelings, thoughts, and  
 

concerns m
ore fully.  

 
Exam

ples:   “H
ow

 are you feeling today?”
 

“W
hat has been w

orrying you m
ost?”

 
“H

ow
 have you been coping w

ith these experiences?”
 

“I understand that you have som
e questions and concerns  

 
 about your care.  Can you tell m

e m
ore about that?”

 
“H

ow
 do you see things going from

 here?”

s�
C

larifying Responses 
 

C
larifying responses help to understand the facts and  

 
people’s feelings, attitudes, beliefs and values.

  
Exam

ples:  
 

“Can you give m
e an exam

ple of w
hat you are talking about?”

 
“Tell m

e m
ore about_____”

 
“As you w

ere talking I noticed _____ in your body language.  
 

I am
 w

ondering if you are feeling / experiencing _____?” 

s�
Paraphrasing and Sum

m
arizing

 
Paraphrasing and sum

m
arizing let’s people know

 that they 
 

are being listened to and their experiences are understood.   
 

It also provides an opportunity to get further clarification.
  

Exam
ples:  

 
“W

hat I hear you saying is that you have been experiencing  
 

_____ w
hich has been m

aking you feel _____.  
 

H
ave I understood that correctly?”

 
“W

hat w
ould be m

ost helpful? Is there anything else you need?”

m
 

H
ow

 does the fam
ily/caregiver understand the situation?  

 
W

hat inform
ation is know

n and w
hat is being shared or  

 
not shared betw

een patient and  fam
ily/caregivers?

m
 

W
hat opportunities and challenges exist w

ithin the   
 

patient and fam
ily relationship?

m
 

W
hat tools or resources m

ay be helpful w
hen sharing 

 
inform

ation?  eg.: visual aids, w
ritten inform

ation,  
 

 
interpreters, presence of a loved one

CO
M

M
U

N
IC

ATIO
N

:  H
EA

LTH
 C

A
R

E TEA
M

 
m

 
W

hat inform
ation gets shared betw

een the team
 and  

 
how

 is this com
m

unicated and/or docum
ented?

m
 

W
hat inform

ation do patients and fam
ily/caregivers  

 
w

ant people to know
 or not know

?
m

 
G

ood com
m

unication w
ithin a team

 can im
prove  

 
 

patient care and satisfaction
m

 
D

ealing w
ith conflict and differences in a team

 can  
 

often be challenging and requires tim
e and  

 
 

com
m

itm
ent to developing a process 

m
 

H
ow

 do team
s approach conflict or differences w

ith  
 

patients and fam
ily/caregivers? 

STRATEG
IES

EFFEC
TIV

E CO
M

M
U

N
IC

ATIO
N

m
 

A
C

TIV
E LISTEN

IN
G

 
A

ctive listening is a pow
erful therapeutic intervention.  

 
It involves w

ays of listening, giving full attention,  
 

 
expressing em

pathy, and responding to another  
 

 
person that im

proves m
utual understanding.  People’s  

 
w

ays of thinking, seeing, hearing, and interpreting the  
 

w
orld is influenced by their beliefs, values, fears, and  

 
social and cultural backgrounds.  A

ctive listening is best  
 

done w
ithout interpretation or evaluation.
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K
EY PO

IN
TS

m
 

Entering difficult conversations can be challenging and  
 

stressful for all involved
m

 
Bad new

s can include any inform
ation that m

ay seriously  
 

affect a person’s perception and experience of their future
m

 
H

ow
 inform

ation is delivered has trem
endous im

pact on  
 

how
 patients and fam

ily/caregivers hear the new
s, how

  
 

they cope, and how
 they m

ake decisions
m

 
Everyone is unique in how

 they w
ould like to be given  

 
inform

ation, w
hat inform

ation they w
ant to know

, and  
 

w
hom

 they w
ant to know

m
 

Bad new
s is alw

ays “in the eye of the beholder”
m

 
It is difficult to estim

ate the im
pact of the bad new

s   
 

until one has learned the recipient’s expectations and  
 

understanding of the situation
m

 
Speaking openly and w

ith com
passion and em

pathy  
 

show
s patients and fam

ily/caregivers you care

C
O

N
SID

ERATIO
N

S
B

A
R

R
IER

S TO
 B

R
EA

K
IN

G
 B

A
D

 N
EW

S
Inform

ation sharing can be a com
plex com

m
unication skill.  

The follow
ing are exam

ples of experiences that m
ay occur in 

the process of breaking bad new
s:

H
EA

LTH C
A

R
E PR

O
FESSIO

N
A

LS G
IV

IN
G B

A
D N

EW
S

m
 

Fear of their ow
n em

otions
m

 
Fear of patient and fam

ily/caregiver em
otions and reactions

m
 

U
ncertainty in how

 to support these responses
m

 
Com

m
unicating inform

ation in technical language that is  
 

not easily understood

B
reaking B

ad N
ew

s
m

 
N

O
N V

ER
B

A
L CO

M
M

U
N

IC
ATIO

N

 
H

ow
 people com

m
unicate is rooted in cultural and   

 
social traditions, values and beliefs.  O

bserving people’s  
 

body language, posture, gestures, and facial expressions  
 

can provide clues to people’s feelings, em
otions, and  

 
capacities for coping.  It is im

portant to attend to the  
 

com
plex w

ays people com
m

unicate non-verbally and  
 

carefully and respectfully explore w
ith the individual w

hat  
 

inform
ation they m

ay be com
m

unicating and are unable  
 

to verbalize.  It is equally im
portant to attend to our ow

n  
 

non-verbal com
m

unication and how
 this m

ay im
pact our 

 
attem

pts to convey respect, com
passion, and understanding.  
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m
 

C
hoose a space that is private, com

fortable, and lim
its  

 
opportunities for distractions and interruptions

EN
G

A
G

IN
G

 IN
 CO

N
V

ER
SATIO

N
m

 
Sit in a place that is m

ost com
fortable and supportive to  

 
the patient

m
 

A
sk open-ended questions about: w

hat is currently 
 

know
n and understood about the situation 

 
(see Com

m
unication Strategies)

m
 

Provide honest and direct inform
ation in w

ords that are  
 

easily understood
m

 
Pace the inform

ation and give tim
e for silence – everyone  

 
processes inform

ation at different rates
m

 
A

nticipate a range of feelings and em
otions – patients  

 
and fam

ily/caregivers m
ay have very different w

ays of  
 

responding to the new
s

m
 

A
sk open-ended questions about how

 this new
  

 
 

inform
ation has been understood

m
 

D
iscuss and address the im

m
ediate physical and/or   

 
psychosocial/spiritual needs

m
 

D
iscuss strategies and next steps - explore the hopes  

 
patients and fam

ily/caregivers m
ay have at this tim

e and  
 

for the future 
m

 
O

ffer an opportunity for a follow
-up m

eeting to address  
 

and clarify any concerns or new
 questions

D
EB

R
IEFIN

G
 (R

efl
ectin

g
 after th

e m
eetin

g
)

m
 

It is im
portant that health care professionals pay attention  

 
to the range of feelings, responses, and concerns they 

 
m

ay experience after m
eeting w

ith patients and fam
ily/ 

 
caregivers  

 
(eg.: sadness, frustration, anger, guilt, relief, uncertainty,  

 
helplessness, disagreem

ent)

m
 

A
voiding discussion of distressing inform

ation
m

 
G

iving false hope – telling patients and fam
ily/caregivers  

 
w

hat they think they w
ant to hear

P
ATIEN

TS A
N

D FA
M

ILY C
A

R
EG

IV
ER

S R
EC

EIV
IN

G B
A

D N
EW

S

m
 

Fear of w
hat m

ight be said
m

 
N

ot feeling prepared
m

 
Feeling that people are not being truthful or honest

m
 

Feeling that their decisions and hopes are not being  
 

respected
m

 
M

ay only be able to take in inform
ation a little bit at a tim

e
m

 
M

ay have differences in w
hat inform

ation they w
ant each  

 
other to know

m
 

M
ay have a need to seek a second opinion

m
 

M
ay have lim

ited understanding of m
edical/physical  

 
processes

m
 

M
ay be em

barrassed by ow
n lack of know

ledge

STRATEG
IES

There are no universal approaches that w
ill w

ork in all 
situations w

hen com
m

unicating bad new
s.  W

hen faced w
ith 

the task, the follow
ing considerations m

ay be helpful:

PR
EPA

R
ATIO

N
m

 
Take tim

e to reflect on your ow
n feelings, em

otions, and  
 

concerns of the situation
m

 
Be fam

iliar w
ith background and details of participants  

 
(see A

ssessm
ent)

m
 

W
rite dow

n im
portant points to be discussed and bring  

 
relevant health records

m
 

Com
e prepared to talk about possible next steps

m
 

D
eterm

ine w
ith the patient and fam

ily/caregivers w
ho  

 
w

ill be present
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m
 

Illness affects and im
pacts people differently and there is  

 
no set “form

ula” for assessm
ent

m
 

A
 holistic approach to assessm

ent includes attending  
 

to the range of biological, psychological, social, cultural,  
 

and spiritual aspects of a person 
m

 
A

ssessm
ent begins w

ith know
ledge of the issues that 

 
m

ay influence the w
ell-being of the patient and fam

ily/ 
 

caregivers
m

 
A

ssessm
ent involves collecting inform

ation and  
 

 
identifying strengths, resources and needs

m
 

A
ssessm

ent and the gathering of inform
ation is an   

 
ongoing process - The psychosocial needs of patients and  

 
fam

ily/caregivers often change over the course of illness 

C
O

N
SID

ERATIO
N

S
IN

ITIA
L A

SSESSM
EN

T
The Initial A

ssessm
ent provides an opportunity to gather 

as m
uch inform

ation as possible about the context of the 
patient and the fam

ily/caregivers and the im
pacts illness is 

having in various areas of their lives. 
A

ll relevant assessm
ent inform

ation m
ay not be gathered 

in the first m
eeting.  The follow

ing are exam
ples of areas of 

assessm
ent that m

ay be helpful:

A
reas of A

ssessm
ent 

Bio-M
edical Considerations 

s�
$

IAGNOSIS
s�

0REVIOUS���CONCURRENT�HEALTH�ISSUES�n�M
EDICATIONS

s�
4RADITIONAL�AND�NONTRADITIONAL�HEALTH�PRACTICES

Psychosocial A
ssessm

ent 
m

 
D

iscussing the m
eeting w

ith team
 m

em
bers is helpful  

 
because:

�
s�

0ERCEPTIONS�AND�CONCERNS�OF�THE�EVENT�CAN�BE��
�

 
 

discussed
�

s�
3UPPORT�AND�SUGGESTIONS�FROM

�THE�TEAM
�CAN�BE���

 
 

provided
�

s�
.

EW
�SKILLS�AND�AW

ARENESS�CAN�BE�GAINED�FOR�FUTURE��
 

 
patient interactions

�
s�

$
EBRIElNG�HELPS�BUILD�GOOD�TEAM

�COM
M

UNICATION

REFEREN
C

ES
�s�

"AILE�7
���"UCKM

AN�2���ET�AL���SPIKES-A six-step protocol for delivering bad new
s:  

 
application to the patient w

ith cancer.  O
ncologist 2000; 5(4): 302-311

�s�
$

OW
NING�-

���7
AINW

RIGHT�7
��������	���M

edical Care of the D
ying. 4th Edition.

 
Victoria H

ospice Society: Victoria, C
anada.

�s�
$

OYLE�$
���(

ANKS�'
���#

HERNY�.
���#

ALM
AN�+���O

xford Textbook of Palliative  

 
M

edicine.�.
EW

�9ORK�����

�s�
'

ONGAL�2���6AIDYA�0���(
AYES�"���"UTTERW

ORTH�+���The H
andbook of Palliative  

 
Care.�(

OSPICE�.
EPAL��+ATHM

ANDU��.
EPAL

�s�
+IRK�0���+IRK�)���+RISTJANSON�,��������	���W

hat do patients receiving palliative care  

 
for cancer and their fam

ilies w
ant to be told:  A Canadian and Australian  

 
qualitative study.  British M

edical Journal; 328(7452): 1343.

�s�
7

ATSON�-
���,UCAS�#

���(
OY�!

���"ACK�)���O
xford H

andbook of Palliative Care. 

 
.

EW
�9ORK�����
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G
en

eral Q
u

estion
s 

s�
7

HAT�ARE�PEOPLE�S�FAM
ILY�AND�COM

M
UNITY�OF�ORIGIN�

s�
7

HAT�ROLE�RESPONSIBILITIES�DOES�THIS�PERSON�HAVE�IN�THE��
 

fam
ily and com

m
unity?

s�
(

OW
�IS�THIS�ILLNESS�IM

PACTING�DAILY�LIVING��2ELATIONSHIPS�
s�

7
HAT�ARE�PEOPLE�S�BELIEFS�AND�FEARS�ABOUT�ILLNESS��DEATH���

 
dying, and bereavem

ent
s�

7
HAT�DO�PEOPLE�KNOW

��W
ANT�TO�KNOW

��AND�W
ANT�OTHERS�TO��

 
know

 about their current health status? 

Stren
g

th
s-Focu

sed
 Q

u
estion

s 
s�

7
HAT�DO�PATIENTS�AND�FAM

ILY�CAREGIVER�IDENTIFY�AS�THEIR��
 

internal and external strengths and abilities? 
s�

)N�THE�PAST��W
HAT�HAS�GIVEN�PEOPLE�STRENGTH�TO�COPE�W

ITH��
 

difficult situations?  
s�

7
HAT�M

AKES�PEOPLE�FEEL�CONNECTED�TO�THEIR�SPIRITUALITY����
 

W
hat spiritual beliefs m

ay influence decision-m
aking?

s�
7

HAT�ARE�PEOPLE�S�ILLNESS�BELIEFS�
s�

&AM
ILY�DYNAM

ICS�n�7
HAT�IS�W

ORKING��7
HAT�IS�CHALLENGING�

s�
7

HAT�IS�M
OST�HELPFUL�AND�SUPPORTIVE�AT�THIS�TIM

E�
s�

7
HAT�M

EANINGS�AND�HOPES�DO�PEOPLE�ATTACH�TO�THEIR�LIVES�
       (eg.: Spiritual, social, em

otional connection to self 
 

and others) 
 R

isk-Focu
sed

 Q
u

estion
s 

s�
7

HAT�IS�CURRENTLY�W
ORRYING�OR�DISTRESSING�

s�
7

HAT�PRIOR�LOSS�EXPERIENCES�AND�CONCURRENT�LIFE�ISSUES�EXIST�
s�

7
HAT�SOCIAL�AND�CULTURAL�FACTORS�M

AY�IM
PACT�PEOPLE�S��

 
experiences? (eg.: gender/fam

ily/social roles, issues,   
 

pressures, expectations)
s�

)S�THERE�HISTORY�OF�FAM
ILY�CONmICT��COM

PLEX�RELATIONSHIPS���
 

recent losses?
s�

)S�THERE�HISTORY�OF�ADDICTION��ABUSE�OR�M
ENTAL�HEALTH�ISSUES��

Psychosocial Considerations 
s�

$
EM

OGRAPHIC�INFORM
ATION�

s�
3OCIAL�SUPPORT�SYSTEM

s�
)M

PACTS�OF�ILLNESS�ON�DAILY�LIVING�AND�RELATIONSHIPS
s�

7
ORK�EDUCATION�HISTORY��SKILLS�AND�INTERESTS

s�
3TRENGTHS�AND�COPING�STRATEGIES

s�
3ELFCARE�ACTIVITIES��EG���M

EDITATION��EXERCISE��PRAYER��ETC��
s�

5
NDERSTANDING�OF�DIAGNOSIS�AND�PROGNOSIS

s�
%XPERIENCE�AND�COM

FORT�LEVEL�W
ITH�HEALTH�CARE�SYSTEM

�
s�

'
OALS�HOPES�EXPECTATIONS

s�
&EARS�CONCERNS

s�
0REVIOUS�AND�OR�ANTICIPATED�LOSSES

s�
#OM

M
UNICATION�AND�)NFORM

ATION�NEEDS
s�

0SYCHOLOGICAL�ISSUES�AND�SUPPORT�NEEDS

Spiritual / Cultural Considerations 
s�

3PIRITUAL�BELIEFS�AND�CONNECTIONS
s�

0ATIENT�S�DESCRIPTION�OF�THEIR�SPIRITUALITY
s�

3PIRITUAL�NEEDS�REQUESTS�RITUALS
s�

"ELIEFS�AND�VALUES�AROUND�HEALTH�ILLNESS�DEATH�
s�

"ELIEFS�AND�VALUES�AROUND�PAIN�AND�PAIN�M
ANAGEM

ENT

Practical Considerations 
s�

&INANCIAL�NEEDS
s�

4RANSPORTATION
s�

(
OUSING�LIVING�ARRANGEM

ENTS�CHILD�CARE�NEEDS
s�

"URIAL�FUNERAL�PLANNING

STRATEG
IES

The follow
ing are exam

ples of questions that m
ay help 

facilitate discussion during the initial assessm
ent process and 

on-going assessm
ent:
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�
s�

.
ORM

ALIZING�DIFFERENCES�IN�COPING�AND�COM
M

UNICATION�STYLES
�

s�
3UGGEST�W

AYS�TO�BROACH�DIFlCULT�TOPICS
�

s�
$

ISCUSS�PEOPLE�S�NEEDS�AND�FEELINGS
�

s�
-

ODEL�W
ORDS�LANGUAGE�THAT�FACILITATE�W

AYS�TO�APPROACH��
 

 
delicate conversations (see Com

m
unication)

Fam
ily Issues

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

3TRATEGIES�FOR�COPING��ADJUSTING��AND�RELATING�W
ILL�BE�TESTED

�
s�

0REEXISTING�CONmICTS�AND�TENSIONS�M
AY�RESURFACE

�
s�

0EOPLE�S�CAPABILITIES�AND�DECISIONS�M
AY�BE�DOUBTED��

 
 

and questioned
�

(
ELPFUL�3TRATEGIES

�
s�

!
CKNOW

LEDGE�CONmICT��OPPORTUNITY�FOR�DIALOGUE
�

s�
&ACILITATE�DISCUSSION��OFFER�OPPORTUNITIES�FOR�PEOPLE�TO��

 
 

com
e together to discuss and explore concerns and  

 
 

strategies

PPS 40-30%
D

ependence and W
ithdraw

al
 

0SYCHOSOCIAL�#ONSIDERATIONS
 

s�
)NCREASED�RELIANCE�AND�DEPENDENCE�ON�FAM

ILY�CAREGIVERS
�

s�
3TRUGGLES�IN�ADJUSTING�W

ITH�THE�PRACTICAL��SOCIAL��AND��
 

 
em

otional im
plications

�
s�

#
HANGES�IN�ROLES�AND�RELATIONSHIPS�BETW

EEN�PATIENTS��
 

 
and fam

ilies 
�

(
ELPFUL�3TRATEGIES 

�
s�

3UPPORT�INDEPENDENCE�AND�HELP�PEOPLE�RECOGNIZE�THEIR��
 

 
choices and aspects of situation that they can control

�
s�

)DENTIFY�ALTERNATIVE�SOURCES�OF�SUPPORT��EXPLORING��
 

 
w

ays to preserve fam
iliar roles and w

ays of relating 
 

 
to each other

�
s�

(
ELP�PEOPLE�lND�M

EANING

Practical N
eed

s Q
u

estion
s 

s�
7

HAT�PRACTICAL�ASSISTANCE�IS�NEEDED�NOW
�AND�IN�THE�FUTURE�

 
(eg.: around finances, housing, transportation, food, 

 
child care, advocacy, decision-m

aking, care planning,  
 

burials and funerals, etc.) 
s�

7
HAT�CONNECTIONS�EXIST�W

ITH�OTHER�HELPING�PROFESSIONALS�
s�

7
HAT�OTHER�COM

M
UNITY�RESOURCES�M

AY�BE�HELPFUL��
s�

7
HAT�ASSISTANCE�IS�NECESSARY�TO�ACCESS�OTHER�SUPPORTS�

R
eferences Psychosocial A

ssessm
ent: Cairns M

., Thom
pson M

., W
ainw

right W
., 

editors. Transitions in D
ying &

 Bereavem
ent: A Psychosocial G

uide to H
ospice and 

Palliative Care. Victoria H
ospice Society. Baltim

ore: H
ealth Professions Press, Inc.; 2003

O
N

-G
O

IN
G

 A
SSESSM

EN
T

The psychosocial/spiritual needs and experiences of patients 
and fam

ily/caregivers often change over the course of illness.  
The follow

ing psychosocial/spiritual considerations for the 
Palliative Perform

ance Scale (see A
ppendix 7) are m

eant to 
serve as a general guide, to be individually adapted and 
adjusted to suit the uniqueness of each person’s experiences 
and transitions.  

PPS 60-50%
Com

m
unication Issues

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

&EELINGS�OF�SHOCK��UNCERTAINTY��HOPE��DESPAIR
�

s�
0ATIENTS�AND�FAM

ILIES�M
AY�M

AKE�DIFFERENT�CHOICES��
 

 
about w

hat and w
ith w

hom
 to com

m
unicate

�
s�

0ATIENTS��FAM
ILIES��AND�TEAM

�M
AY�BE�IN�DIFFERENT�PLACES��

 
 

regarding prognosis and expectations 
�

(
ELPFUL�3TRATEGIES

�
s�

$
AILY�LIFE�ROUTINES�INCREASINGLY�IM

PACTED��SUPPORT��
 

 
adjustm

ents from
 fam

iliar to new
 routines 
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dying w
ill influence how

 people cope during this tim
e

�
(

ELPFUL�3TRATEGIES
�

s�
%XPLORE�PEOPLE�S�EXPECTATIONS�OR�HOPES

�
s�

!
SK�ABOUT�PRIOR�EXPERIENCES�W

ITH�DYING�AND�DEATH
�

s�
!

SK�ABOUT�PEOPLE�S�HOPES�AND�FEARS�ABOUT�THE�TIM
E�OF��

 
 

death – e.g.: do they hope to be present or do they  
 

 
anticipate any fears?

PPS 0%
N

ature of D
eath

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

-
OM

ENT�OF�DEATH�IS�UNIQUE�FOR�EVERY�DYING�PERSON���
 

 
contextual

�
s�

4HOUGH�DEATH�IS�EXPECTED��FAM
ILIES�M

AY�HAVE��
�

 
 

questions about causation or things that m
ay have  

 
 

been observed / experienced during dying process
�

(
ELPFUL�3TRATEGIES

�
s�

7
HEN�POSSIBLE��REVIEW

�EVENTS�PRIOR�TO�DEATH
�

s�
'

IVE�FAM
ILIES�CHANCE�TO�DESCRIBE�W

HAT�HAPPENED�AND��
 

 
how

 they responded
�

s�
0EOPLE�M

AY�NEED�REASSURANCE�FOR�THE�CARE�THEY��
�

 
 

provided
�

s�
%XPLAIN�AND�EXPLORE�PERSPECTIVES�ON�ANY�UNSETTLING�OR��

 
 

frightening events or experiences
�

s�
%NCOURAGE�PEOPLE�TO�ARTICULATE�THEIR�OW

N�PERSPECTIVES��
 

 
of experience

Fam
ily Reactions

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

7
IDE�RANGE�OF�HUM

AN�RESPONSES��EM
OTIONS��NEEDS��

 
 

and rituals at tim
e of death and afterw

ards
�

(
ELPFUL�3TRATEGIES 

�
s�

.
ORM

ALIZE�DIFFERENT�RESPONSES�W
ITHIN�THE�FAM

ILY

Fam
ily Stress

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

!
S�CARE�NEEDS�INCREASE�FAM

ILIES�M
AY�FEEL�OVERW

HELM
ED��

 
 

and inexperienced in m
eeting these new

 dem
ands

�
s�

'
ROW

ING�REALITY�OF�DEATH�
�

(
ELPFUL�3TRATEGIES

�
s�

!
SSESS�COPING

�
s�

%XPLORE�PEOPLE�S�FEELINGS��ABILITIES�TO�M
ANAGE��AND��

 
 

available or needed resources
�

s�
%XPLORE�AND�ENCOURAGE�STRATEGIES�FOR�SELFCARE�

PPS 20-10%
Com

m
unication

 
0SYCHOSOCIAL�#ONSIDERATIONS

�
s�

$
IALOGUE�BETW

EEN�PATIENTS�AND�FAM
ILIES�M

AY�CHANGE��
 

 
dram

atically
�

s�
$

YING�PEOPLE�M
AY�ONLY�SPEAK�A�FEW

�W
ORDS��USE��

�
 

 
m

etaphorical language, or not have the capacity to  
 

 
speak

�
s�

&AM
ILIES�M

AY�STRUGGLE�TO�COM
PREHEND�W

HAT�IS�SAID���
 

 
know

 how
 to com

m
unicate, or conclude the person is  

 
 

‘already gone’
�

(
ELPFUL�3TRATEGIES 

�
s�

.
ORM

ALIZE�CHANGES�IN�COM
M

UNICATION
�

s�
3UPPORT�CONTINUED�COM

M
UNICATION�n�GIVE�PEOPLE��

 
 

ideas about how
 to elicit a response from

 and how
 to  

 
 

respond to the dying person
�

s�
%NCOURAGE�GENTLE�TOUCH���USE�OF�W

ORDS
�

s�
%NCOURAGE�SELF�CARE�FOR�CAREGIVERS

Expectations about dying
 

0SYCHOSOCIAL�#ONSIDERATIONS
�

s�
0RIOR�EXPERIENCES�AND�OR�PERCEPTIONS�ABOUT�DEATH�AND��
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m
 

D
istress is a com

m
on occurrence throughout the 

 
illness continuum

 from
 diagnosis, treatm

ent, 
 

to palliative care
m

 
Experiences of distress are related to the physical,  

 
 

psychosocial, cultural and spiritual contexts that im
pact 

 
a person’s ability to cope

m
 

D
istress is also influenced by type, stage and site of disease 

m
 

D
istress can occur along a continuum

 of severity and  
 

range from
 com

m
on, norm

al feelings to problem
s that  

 
becom

e disabling
m

 
A

nxiety and depression are com
m

on form
s of distress and  

 
m

ay benefit from
 pharm

acological and non- 
 

 
pharm

acological approaches (see below
)

m
 

H
ope is a pow

erful coping m
echanism

 and tool of  
 

 
support for som

e people
m

 
D

istress rating scales (verbal, num
erical, and visual) are  

 
sim

ple and efficient
m

 
The use of relaxation, breathing exercises and other   

 
therapeutic techniques are helpful interventions that  

 
can be easily taught to patients and fam

ily/caregivers 
 

(see Therapeutic Interventions)
m

 
Effective com

m
unication and on-going assessm

ent are  
 

key to know
ing how

 to support people in their  
 

 
experiences of distress

C
O

N
SID

ERATIO
N

S
D

ISTR
ESS: CO

N
TR

IB
U

TIN
G

 FA
C

TO
R

S
P

H
YSIC

A
L 

m
 

Loss/change of bodily functions and body im
age

D
istress

�
s�

"E�AW
ARE�OF�SIGNS�OF�SHOCK�AND�OR�TRAUM

A�AFTER�THE��
 

 
death

�
s�

)DENTIFY�SUPPORT�SYSTEM
S�AND�PLAN�OF�SUPPORT�AND��

 
 

follow
-up

REFEREN
C

ES
s�

0SYCHOSOCIAL�#
ARE�AND�THE�0ALLIATIVE�0ERFORM

ANCE�3CALE���!
DAPTED�W

ITH��

 
perm

ission from
: D

ow
ning M

., W
ainw

right W
., (2006).  M

edical Care of the  

 
D

ying. 4th Edition. Victoria H
ospice Society: Victoria, C

anada. 

s�
"RUERA�%���$

E,IM
A�,���ET�AL���Palliative Care in  the D

eveloping W
orld: Principles  

 
and Practice. International A

ssociation for H
ospice and Palliative C

are 2004

�s�
#

AIRNS�-
���4HOM

PSON�-
���7

AINW
RIGHT�7

���EDITORS��Transitions in D
ying &

  

 
Bereavem

ent: A Psychosocial G
uide to H

ospice and Palliative Care. Victoria  

 
H

ospice Society. Baltim
ore: H

ealth Professions Press, Inc.; 2003

�s�
$

AVIES�"���2EIM
ER�*��#

����
�-

ARTENS�.
���Fam

ily functioning and its im
plications  

 
for palliative care. Journal of palliative care, 10(1), 29-36: 1994

�s�
$

OW
NING�-

���7
AINW

RIGHT�7
��������	���M

edical Care of the D
ying. 4th Edition.

 
Victoria H

ospice Society: Victoria, C
anada.

�s�
,IBRACH�,���'

IFFORD*ONES�7
���M

odule 6: Psychological Sym
ptom

s. Ian   

 
A

nderson Continuing Education Program
 in End-of-Life C

are. Toronto 2005

�s�
3TOREY�0���+NIGHT�#

���Pocket G
uide to H

ospice/Palliative M
edicine. A

m
erican  

 
A

cadem
y of H

ospice and Palliative M
edicine 2003

�s�
3TOREY�0���+NIGHT�#���U

N
IPAC Tw

o: Alleviating Psychological and Spiritual Pain in  

 
the Term

inally Ill. A
m

erican A
cadem

y of H
ospice and Palliative M

edicine 2003

�s�
7

ERTH�*���"LEVINS�$
���Psychosocial Issues N

ear the End of Life: A Resource for  

 
Professional Care Providers. A

m
erican Psychological A

ssociation 2006
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Feelings and
 em

otions that m
ay b

e associated
 w

ith D
istress

A
nxiety 

D
epression 

Sadness 
H

opelessness

G
uilt 

W
ithdraw

al 
A

nger 
Frustration

Fear 
G

rief 
Pain 

H
elplessness

Pow
erlessness 

Panic 
A

bandonm
ent 

Isolation

N
ervousness 

W
orry 

Loss of interest 
W

orthlessness

Physiolog
ical factors th

at m
ay b

e associated
 w

ith
 D

istress

Pain 
N

ausea 
Fatigue 

Insom
nia

↓
M

obility                        ↓
Ability for self care 

D
yspnea 

M
outh sores

A
ppetite 

Indigestion 
Constipation 

D
iarrhoea

Fevers 
Skin irritation 

Congestion 
Sw

elling

↓
Sexual D

esire 
A

ppearance 
M

em
ory loss                ↓

Concentration

STRATEG
IES

A
ssessing the severity of distress and the range of 

biopsychosocial/spiritual issues that m
ay be contributing 

factors can be challenging.  A
ssessm

ent of distress is an 
on-going process throughout the care continuum

.  
Everything that is expressed and experienced is im

portant 
to listen to, support, and help alleviate if desired.  

D
ISTR

ESS TO
O

L
A

 helpful tool for assessing a person’s experiences of distress 
is the use of a num

erical scale (0-10 w
ith 10 being the highest 

and 0 being the low
est) or som

e other scale that m
akes sense 

to the person, such as colors, sym
bols etc.  Invite the patient 

to indicate on the scale the level of distress they have been 
experiencing that day and over the past w

eek w
ithin the various 

m
 

U
nrelieved pain or fear of pain 

m
 

U
nrelieved/persistent/re-occurring sym

ptom
s 

P
SYC

H
O

SO
C

IA
L

m
 

U
nderstanding of disease, treatm

ent and sym
ptom

   
 

m
anagem

ent options
m

 
Loss/change in control, independence, dignity, 

 
sense of belonging, hope, em

pow
erm

ent, future
m

 
Loss/change in relationships and social connections

m
 

Isolation, stigm
atization, abandonm

ent from
 

 
loved ones and com

m
unity

m
 

Poverty and financial hardship
m

 
Loss/change of job, social position, fam

ily role
m

 
Feelings of being a burden on 

 
fam

ily/caregivers
m

 
Fears and concerns for surviving 

 
fam

ily/caregivers
m

 
Pre-existing m

ental health issues

C
U

LTU
R

A
L

m
 

D
ifferences in beliefs/attitudes around illness, 

 
suffering, loss, death

m
 

Language barriers 
 

(eg.: inform
ation is not understood) 

 
(See Com

m
unication)

m
 

Influence of gender and social roles/expectations

S
PIR

ITU
A

L

m
 

Loss of participation in spiritual practices and rituals
m

 
C

hanges in relationship to higher pow
er

m
 

A
bsence of spiritual m

entor or com
m

unity
m

 
Self-blam

e - suffering as punishm
ent 

m
 

Existential questioning - m
eaning of life and death 
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s�
h7

HAT�ARE�THE�M
OST�IM

PORTANT�THINGS��PEOPLE��CONDITIONS��ETC�	��
 

that are currently helping your quality of life?”

s�
h7

HAT�ARE�THE�M
OST�IM

PORTANT�THINGS��PEOPLE��CONDITIONS��ETC�	��
 

that are currently im
pacting on your quality of life?”
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areas of their life (eg.: physical, psychological, spiritual, etc).  
A

 response of 5 or m
ore is an indication to the health care 

team
 that further investigation and support m

ay be needed.  
It is also beneficial to reassess levels of distress after m

eeting 
w

ith the patient, as the patient m
ay feel better just for talking 

w
ith you.  This m

ight help them
 identify their ow

n strengths 
and coping m

echanism
s.  This w

ill also help identify w
hat 

further support m
ay be helpful. (see Therapeutic Interventions) 

Q
u

estion
s to facilitate investig

ation
 of D

istress 

s�
h/

N�A�SCALE�OF������W
ITH����BEING�THE�HIGHEST��HOW

�W
OULD��

 
you rate your level of distress at this m

om
ent?  

 
O

ver the past w
eek?”

s�
h7

HAT�AREAS�OF�YOUR�LIFE�ARE�YOU�lNDING�M
OST�DISTRESSING�v

       (eg.: personal, physiological, psychological, social,  
 

 
spiritual dom

ains)

s�
h4ELL�M

E�ABOUT�HOW
�YOU�HAVE�BEEN�EXPERIENCING�DISTRESS�v�

 
(eg.: physical sensations, em

otions, changes in sleep)

s�
h(

OW
�DO�YOU�COPE�W

ITH�THIS�DISTRESS����
�

�
7

HAT�ARE�YOUR�STRENGTHS�lND�HELPFUL��
�

7
HAT�DO�YOU�lND�CHALLENGING�v

s�
h!T�THE�BEGINNING�OF�OUR�CONVERSATION�YOU�HAD�SAID�THAT��

 
your level of distress in this area w

as rated at _____.  
 

H
ow

 has that changed for you during this conversation?  

s�
h7

HAT�W
OULD�BE�HELPFUL�IN�SUPPORTING�YOU�W

ITH�YOUR��
�

 
distress now

? In the future?”
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STRATEG
IES

A
nxiety can occur along a continuum

 of duration and 
intensity.  Both pharm

acological and non-pharm
acological 

interventions m
ay be of help:

N
O

N
-PH

A
R

M
A

CO
LO

G
IC

A
L

m
 

Interdisciplinary assessm
ent (identifying and attending to  

 
range of physical/psychological/social/spiritual factors)

m
 

Counselling support
m

 
Therapeutic interventions:

�
s�

2ELAXATION�TECHNIQUES
�

s�
'

UIDED�IM
AGERY

�
s�

"REATHING�EXERCISES
�

s�
-

EDITATION
�

s�
#OPING�SKILLS��STRENGTHSFOCUSED	

�
s�

#OGNITIVE�BEHAVIORAL�APPROACHES
�

s�
-

USIC�RITUALS
(See Therapeutic Interventions)

PH
A

R
M

A
CO

LO
G

IC
A

L 
m

 
Low

 dose benzodiazepines (eg. lorazep
am

, clon
azep

am
,  

 
d

iazep
am

) m
ay be helpful

m
 

See section on agitation in delirium
 for dosing and   

 
treatm

ent options 
�

s�
4REATM

ENT�W
ITH�ANTIDEPRESSANTS��EG��332)S	�M

AY�ALSO�BE��
 

 
of benefit to som

e individuals
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M
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+ABAT:INN�*���Full Catastrophe Living: U

sing the W
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 of Your Body and  

A
nxiety

K
EY PO

IN
TS

m
 

A
nxiety is fear that doesn’t have a recognizable source

m
 

A
nxiety is a com

m
on experience for both patients and  

 
fam

ily/caregivers
m

 
Prevalence of anxiety is influenced by type, stage and  

 
site of disease, coping m

echanism
s, and access to social  

 
and em

otional support
m

 
U

nrelieved sym
ptom

s such as pain or dyspnea m
ay create  

 
or w

orsen anxiety. G
ood sym

ptom
 m

anagem
ent of these  

 
and other sym

ptom
s is im

portant
m

 
Psychological, social, and spiritual distress are equally  

 
im

portant contributing factors
m

 
A

nxiety can be reduced using both pharm
acological and  

 
non-pharm

acological interventions

C
O

N
SID

ERATIO
N

S
The follow

ing are som
e im

portant factors to consider w
hen 

assessing and m
anaging anxiety:

A
N

X
IETY

 
m

 
The person’s expressed experiences of their distress,          

 
including characteristics, severity and duration

m
 

A
ssessm

ent of the sources and causes for anxiety
m

 
Previous experiences w

ith anxiety
m

 
Fam

ily/caregiver reactions and concerns to the patient’s  
 

distress
m

 
Resources available to the patient, fam

ily/caregivers and team
m

 
W

eighing the benefits and pitfalls of treatm
ent options

m
 

O
n-going assessm

ent and evaluation of patient’s  
 

 
responses to interventions
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D
ep

ression

K
EY PO

IN
TS

m
 

Every individual’s experiences w
ith depression are  

 
 

different
m

 
D

epression can occur in both patients and caregivers
m

 
D

epression often goes under-recognized
m

 
D

epression is som
etim

es difficult to diagnose given the  
 

changes of the disease process w
hich m

ay m
im

ic signs  
 

and sym
ptom

s of depression (loss of appetite, energy, etc)
m

 
Im

portant to ask about history and current experiences of  
 

depression for patients and fam
ily/caregivers 

m
 

D
epression screening and assessm

ent tools exist but  
 

often are not specific to a palliative care population
m

 
N

on-pharm
acological and pharm

acological approaches  
 

exist – every individual is different 
m

 
C

hoosing an approach m
ay vary depending on the tim

e  
 

and resources available, the patient’s prognosis, and the  
 

patient’s desire for support
m

 
Side effects of m

edication m
ay lim

it treatm
ent options

 C
O

N
SID

ERATIO
N

S
Signs and sym

ptom
s of depression can be difficult to diagnose.  

The follow
ing provides exam

ples of psychological, social, 
and spiritual factors that m

ay be indicators of depression.  
A

 thorough assessm
ent of all factors is im

portant w
hen 

evaluating for depression.

PO
SSIB

LE R
ISK

 FA
C

TO
R

S 
m

 
Prolonged grief

m
 

U
n-controlled pain 

m
 

U
nrelieved em

otional and spiritual distress
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�
s�

-
AY�ALSO�HELP�W

ITH�NEUROPATHIC�PAIN�
�

s�
/

FTEN�LESS�EXPENSIVE
m

 
SSRIs

�
s�

,ESS�SIDE�EFFECTS
�

s�
4EM

PORARY�NAUSEA�AND�ANXIETY�COM
M

ON�AS�SIDE�EFFECTS
�

s�
-

AY�BE�M
ORE�EXPENSIVE

m
 

Psychostim
ulants (eg. m

ethylp
h

en
id

ate)
�

s�
/

FTEN�A�RAPID�ONSET�OF�ACTION
�

s�
0OTENTIAL�SIDE�EFFECTS�INCLUDE�AGITATION��ANXIETY�AND��

 
 

insom
nia

Q
u

estion
s to facilitate investig

ation
 of D

ep
ression

 

s�
h4ELL�M

E�ABOUT�HOW
�YOUR�M

OOD�HAS�BEEN�RECENTLY�v

s�
h(

OW
�OFTEN�HAVE�YOU�BEEN�EXPERIENCING�THESE�FEELINGS�

 
and em

otions?”
 

(eg.: how
 m

any tim
es per w

eek, at w
hat tim

es of the day,  
 

under w
hat circum

stances etc.)

s�
h$

O�YOU�THINK�YOU�ARE�DEPRESSED��(
OW

�DO�YOU�KNOW
�W

HEN��
 

you are depressed?”
 

(eg.: physiological and em
otional sym

ptom
s)

s�
h(

AVE�YOU�EVER�BEEN�DEPRESSED��7
HAT�DID�YOU�DO�IN�THOSE��

 
situations? W

as it helpful?”

s�
h7

HAT�DO�YOU�NOTICE�ABOUT�THE�SITUATIONS�AND�M
OM

ENTS�THAT��
 

you are not depressed? ”W
hat is helping in these tim

es?”

s�
h7

HAT�W
OULD�BE�HELPFUL�NOW

�IN�SUPPORTING�YOU�W
ITH�HOW

�
 

you are feeling?”

m
 

O
verw

helm
ing financial distress

m
 

O
verw

helm
ing fam

ily distress
m

 
Isolation and abandonm

ent from
 fam

ily, com
m

unity, 
 

and spiritual connections
m

 
Pre-existing m

ental health issues in patient and/or 
 

fam
ily/caregivers 

PO
SSIB

LE IN
D

IC
ATO

R
S

m
 

Excessive feelings of w
orthlessness, guilt, sham

e,  
 

 
hopelessness, helplessness

m
 

Recurrent thoughts of death and suicide
m

 
Loss of interest/pleasure in alm

ost all activities 

m
 

N
O

TE: Physiological sym
ptom

s such as fatigue, 
 

loss of energy, anorexia, or insom
nia are not as reliable  

 
since the illness itself can produce these 

STRATEG
IES

N
O

N
-PH

A
R

M
A

CO
LO

G
IC

A
L

m
 

Interdisciplinary assessm
ent

 
(identifying and attending to range of physical/ 

 
 

psychological/social/spiritual factors)
m

 
Counselling support 

 
(social w

orker, psychologist, psychiatrist, spiritual 
 

advisor etc.)
�

s�
#OGNITIVE�"EHAVIOURAL�4HERAPY��#

"4	
 PH

A
R

M
A

CO
LO

G
IC

A
L

m
 

Tricyclic antidepressants
�

s�
-

ORE�SIDE�EFFECTS��ESPECIALLY�IN�HIGHER�DOSES
�

s�
3TARTING�DOSE�SHOULD�BE�LOW

�AND�INCREASE�SLOW
LY

�
s�

)F�ANXIETY�OR�INSOM
NIA�PRESENT�M

AY�CHOOSE�A�
 

 
sedating TC

A
 at bedtim

e
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H
op

e

K
EY PO

IN
TS

m
 

It is im
portant to identify and understand the hopes 

 
of patients and fam

ily/caregivers
m

 
H

ope is about possibility and is a com
m

on coping  
 

 
m

echanism
m

 
H

ope builds strength, and is critical to the psychosocial  
 

w
ell-being of patients and fam

ily/caregivers
m

 
Feelings of hope and hopelessness m

ay occur at 
 

the sam
e tim

e
m

 
People’s hopes m

ay change throughout the course of  
 

their illness
m

 
Patients and fam

ily/caregivers m
ay be hoping for  

 
 

different things and at different points throughout the  
 

illness continuum
m

 
H

ealth care professionals have influence on the hopes 
 

of patients and fam
ily/caregivers

m
 

To foster hope, it is im
portant to set goals and encourage  

 
patients and fam

ily/caregivers to participate in decision  
 

m
aking

C
O

N
SID

ERATIO
N

S
This table illustrates exam

ples of som
e of the hopes patients 

and fam
ily/caregivers m

ay experience. 

W
H

AT M
IG

H
T PATIEN

TS A
N

D
 FA

M
ILY

/
C

A
R

EG
IV

ER
S H

O
PE FO

R
?

H
op

e:
m

 
for a cure

m
 

for control and m
anagem

ent of pain and sym
ptom

s  
 

associated w
ith the disease
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m
 

for continued quality of life as defined by the individual
m

 
for continued connections to im

portant social relationships
m

 
for resolving interpersonal conflicts or issues

m
 

that they are not a burden on fam
ily/caregivers

m
 

that the experience of dying w
ill not be painful

m
 

that fam
ily/caregivers w

ill be okay after they die
m

 
for spiritual connection

STRATEG
IES

People’s hopes m
ay change over tim

e and circum
stance.  

H
opes expressed by patients and fam

ily/caregivers m
ay 

be very different than that of the health care team
.  

It is im
portant to find balance betw

een being honest and 
providing hope.  

Com
m

unication and on-going assessm
ent throughout 

the care continuum
 is im

portant for understanding and 
supporting people’s hopes.

Q
u

estion
s to facilitate investig

ation
 of H

op
e 

s�
h)S�HOPE�IM

PORTANT�TO�YOU��
 

W
hat do you hope for at this tim

e? In the future?”

s�
h(

OW
�HAVE�THESE�HOPES�CHANGED�FOR�YOU�OVER�THE�COURSE�

 
of your illness?”

s�
h4ELL�M

E�ABOUT�W
HAT�GIVES�YOU�HOPE�DURING�THIS�TIM

E��
 

H
ow

 do you m
aintain hope?” 

s�
h(

OW
�CAN�)�SUPPORT�YOU�IN�YOUR�HOPES�AT�THIS�TIM

E�v
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LA
N

G
U

A
G

E O
F LO

SS
G

R
IEF

m
 

Personal feelings, em
otions and reactions to loss  

B
ER

EAV
EM

EN
T

m
 

The state of having experienced a death and the process  
 

of integrating the death into one’s life

M
O

U
R

N
IN

G

m
 

The private and public rituals, custom
s, practices and  

 
processes to loss

A
N

TIC
IPATED G

R
IEF

m
 

G
rief or distressing experiences that m

ay occur w
hen a  

 
patient or fam

ily/caregiver is expecting a future change,  
 

loss, or death

D
IFFIC

U
LT G

R
IEF

m
 

M
ay be influenced w

hen there are m
ultiple and/or   

 
concurrent losses and deaths – survival issues take priority

m
 

M
ay occur w

hen the loss or death is not recognized,  
 

valued or accepted in the fam
ily and/or com

m
unity 

 
of the bereaved

m
 

M
ay occur w

hen specific social and cultural responses 
 

to grief are either intensified or suppressed
m

 
Sudden or unexpected death of patient or other person

S
ECO

N
D

A
RY L

O
SSES

m
 

O
ther past, present, or future losses and experiences that  

 
have happened or m

ay happen as a result of illness and  
 

death (eg.: loss of incom
e, faith, support, identity and  

 
roles, social connections, personal relationships intim

acy,  
 

hom
e and other m

aterial resources)

Loss, grief and b
ereavem

ent

K
EY PO

IN
TS

m
 

Loss is a com
m

on hum
an experience.  H

ow
 people   

 
experience loss varies trem

endously.  
m

 
G

rief is a natural response to loss and there are no right 
 

or w
rong w

ays for expressing grief 
m

 
G

rief can be experienced psychologically, behaviorally,  
 

socially, and/or physically
m

 
G

rief can be experienced in losses that are not alw
ays  

 
associated w

ith death
m

 
G

rief involves people finding w
ays to adapt and cope w

ith  
 

change, explore m
eaning in their loss, and find w

ays to  
 

have a continued bond w
ith the deceased

m
 

Em
otions, expressions, and understandings of grief are  

 
specific to the person and their relationship to their social,  

 
cultural, and spiritual w

orld
m

 
Rituals, custom

s and m
ourning practices have enorm

ous  
 

spiritual, social, and personal significance for the dying  
 

and the survivors
m

 
Secondary stressors and life circum

stances are risk factors  
 

that im
pact processing and adjustm

ent to loss and death
m

 
D

istress and positive em
otions are possible at the sam

e tim
e

m
 

Stressful and difficult caregiving situations can im
pact  

 
grief and bereavem

ent

C
O

N
SID

ERATIO
N

S 
Supporting people through their losses, grief, and 
bereavem

ent involves attending to a w
ide range of possible 

experiences and contributing factors.  

hx
RESTORING�THE�lT�BETW

EEN�THE�W
ORLD�THAT�IS�AND�THE�W

ORLD�THAT�SHOULD�BEx
v 

from
 Parkes, Colin M

.  Bereavem
ent.  M

ortality: Virtual Them
ed Issue 2003.
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FA
C

TO
R

S IM
PA

C
TIN

G
 G

R
IEF A

N
D

 B
ER

EAV
EM

EN
T

P
ER

SO
N

A
L

m
 

Coping skills
m

 
C

ircum
stances of the illness and death

m
 

Involvem
ent in the care of the deceased

m
 

Illness beliefs
m

 
U

nresolved/concurrent losses
m

 
A

ddiction or m
ental health issues

I N
TER

PER
SO

N
A

L

m
 

Relationship w
ith person w

ho died
m

 
Fam

ily dynam
ics

m
 

G
ender, social, and cultural expectations

m
 

Roles and responsibilities w
ithin fam

ily and 
 

com
m

unity system
s

m
 

A
vailability of cultural and/or language 

 
support

m
 

Com
peting and/or current stressors

 
(Eg.: other caregiving responsibilities, ow

n illness, etc.)

S
O

C
IO-ECO

N
O

M
IC

m
 

A
ccess to im

m
ediate and on-going social 

 
support

m
 

A
ccess to financial resources, stable living 

 
arrangem

ents, em
ploym

ent

C
U

LTU
R

A
L A

N
D S

PIR
ITU

A
L

m
 

A
ccess and availability of spiritual and cultural 

 
support system

s
m

 
A

ccess to traditional healing practices
m

 
A

bility to conduct/participate in rituals, 
 

custom
s and m

ourning practices
m

 
Loss of m

eaning or faith

LA
N

G
U

A
G

E O
F G

R
IEF

G
rief can involve a com

bination of feelings, em
otions, 

reactions and behaviours.  Som
etim

es, these m
ay seem

 to 
conflict w

ith one another.  
This is a natural and norm

al part of processing, adjusting, 
and m

aking m
eaning to the loss or anticipated losses.  

They are culturally and socially influenced.  

Som
e exam

ples include: 

Com
m

on
 G

rief R
esp

on
ses 

P
H

YSIC
A

L   Sym
ptom

s of shock, tightness in chest, shortness 
of breath, w

eakness, restlessness, lack of energy, disruption 
to sleeping and eating patterns, em

ptiness

E
M

O
TIO

N
A

L   N
um

b, em
pty, anger, sadness, crying or w

ailing, 
helplessness, hopelessness, fear, guilt, relief, despair, feeling 
lost, calm

, overw
helm

ed, abandoned, freedom
, anxious, 

frustration, pow
erlessness, conflicting em

otions

C
O

G
N

ITIV
E   Confusion, poor concentration, self-blam

e, 
disbelief, forgetfulness, problem

s w
ith short term

 m
em

ory, 
pre-occupation w

ith thoughts of the deceased, acceptance, 
lost sense of purpose, shift in perspectives
 B

EH
AV

IO
U

R
A

L   Isolation, em
barrassm

ent, social w
ithdraw

al, 
need for inform

ation or understanding from
 different sources,  

pre-occupation w
ith other tasks and responsibilities, 

verbal expression of anger, silence, dissociation

S
PIR

ITU
A

L   Blam
e, exploring hope and purpose, w

anting to 
die or join the deceased, loss or strengthening of beliefs, 
explore continuing relationship w

ith the deceased
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STRATEG
IES

G
rief and loss is experienced not only after the death of a loved 

one (bereavem
ent) but can occur throughout the illness con-

tinuum
.  The follow

ing questions m
ay be helpful during conver-

sations w
ith patients and fam

ily/caregivers to better understand 
and support their grief, loss, and bereavem

ent experiences:

s�
h7

HAT�STRESSES�OR�CHANGES�ARE�YOU�EXPERIENCING�AT�THIS�TIM
E�v

�
�EG���ILLNESS�CHANGES��DIFlCULTIES�COPING��OTHER�LIFE�STRESSES	

s�
h(

OW
�ARE�YOU�FEELING�PHYSICALLY���7

HAT�ARE�YOU�NOTICING�v
s�

h7
HAT�KINDS�OF�THOUGHTS�AND�FEELINGS�HAVE�YOU�BEEN��

�
 

experiencing recently?”
s�

h(
OW

�ARE�YOU�COPING�W
ITH�YOUR�THOUGHTS�AND�FEELINGS��

 
Is there anything about your thoughts and feelings that you  

�
ARE�CONCERNED�OR�W

ORRIED�ABOUT��7
HAT�DO�YOU�lND�HELPFUL�v

s�
h7

HO�DO�YOU�SHARE�YOUR�THOUGHTS�AND�FEELINGS�W
ITH��

 
H

ow
 do you share your thoughts and feelings w

ith _____?   
 

H
ow

 do you support each other? 
s�

h4ELL�M
E�ABOUT�HOW

�YOU�ARE�M
ANAGING�W

ITH�ALL�OF�YOUR�OTHER��
 

responsibilities, aside from
 caregiving for your loved one?  

 
(eg.: fam

ily, em
ploym

ent, com
m

unity responsibilities)
s�

h4ELL�M
E�ABOUT�ANY�IM

PORTANT�DECISIONS�THAT�YOU�ARE�M
AKING���

�
OR�ARE�lNDING�CHALLENGING�TO�M

AKE�v
s�

h7
HAT�ARE�YOUR�FAM

ILY��SPIRITUAL��AND�OR�CULTURAL�TRADITIONS��
 

that are im
portant for the health care team

 to know
?”

s�
h(

OW
�ARE�YOU�lNDING�W

AYS�TO�TAKE�CARE�OF�YOUR�SELF��
�

 
(physically, em

otionally, spiritually) during this tim
e?”

s�
h(

OW
�CAN�W

E�SUPPORT�YOU��7
HAT�W

OULD�BE�M
OST�HELPFUL��

 
during this tim

e” 
s�

�7
HAT�OTHER�TYPES�OF�SUPPORT�M

IGHT�YOU�lND�HELPFUL�v
 

(eg.: spiritual support, com
m

unity organizations, m
ental  

 
health professional, volunteer etc.)
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�
s�

4YPE�AND�STAGE�OF�ILLNESS�DISEASE
�

s�
&AM

ILY�CONmICT
�

s�
#OM

FORT�SKILLS�KNOW
LEDGE�IN�PROVIDING�DIFFERENT�

 
 

levels of care
�

s�
0REVIOUS�CAREGIVING�EXPERIENCES

�
s�

!
GE�AND�PHYSICAL�ABILITY

�
s�

0REEXISTING�M
ENTAL�HEALTH�CONDITIONS

Socio-econom
ic D

om
ain

 
Factors that Im

pact Caregiving 
�

s�
3OCIAL�CULTURAL�PRACTICES�AND�EXPECTATIONS�OF�CAREGIVING

�
s�

)SOLATION�FROM
�SOCIAL�SUPPORT�SYSTEM

�
s�

$
ISLOCATION�FROM

�HOM
E�AND�COM

M
UNITY

�
s�

0OVERTY�AND�lNANCIAL�STRAIN
�

s�
!

CCESS�AND�AFFORDABILITY�OF�M
EDICATIONS�AND�

 
 

m
edical supplies

Spiritual D
om

ain
 

Factors that Im
pact Caregiving

�
s�

!
BILITY�TO�M

AINTAIN�AND�PARTICIPATE�IN�SPIRITUAL�PRACTICES
�

s�
!

CCESS�TO�SPIRITUAL�SUPPORTS

Practical D
om

ain
 

Factors that Im
pact Caregiving

�
s�

!
CCESS�TO�HEALTH�CARE�PROFESSIONALS�FOR�SUPPORT

�
s�

!
VAILABILITY�OF�M

EDICATIONS�AND�M
EDICAL�SUPPLIES

Fam
ily/caregivers and health care professionals are 

vulnerable to stress and burnout.  The follow
ing are exam

ples 
of physiological and psychosocial/spiritual experiences 
that people m

ay encounter.  It is im
portant to m

onitor the 
frequency, intensity, and duration and their im

pacts in order 
to im

plem
ent helpful strategies. 

Self Care

K
EY PO

IN
TS

m
 

C
aring for som

eone at the end of life can be a trem
endous  

 
challenge and w

ill have different im
pacts on people

m
 

Fam
ily/caregivers and health care professionals caring 

 
for those w

ith cancer, A
ID

S, and other illnesses m
ay   

 
experience burnout, com

passion fatigue, and vicarious  
 

traum
a

m
 

People m
ay encounter a range of physiological and   

 
psycho-spiritual experiences associated w

ith stress and  
 

burnout
m

 
Personal strategies and w

ork environm
ents im

pact the  
 

stress experiences of health care professionals and team
s 

m
 

W
hile caring for others, taking tim

e for self-care is vital 
 

for our ow
n w

ell-being
m

 
Self-care involves paying attention to how

 w
e are  

 
 

im
pacted by the w

ork and responsibilities, and accessing  
 

the resources that are helpful 
m

 
Everyone has different em

otional, physical, social and  
 

spiritual w
ays for caring for them

selves

C
O

N
SID

ERATIO
N

S
FA

M
ILY

/C
A

R
EG

IV
ER

S
Fam

ily/caregivers often play a prim
ary and critical caregiving 

role.  A
 variety of factors m

ay im
pact people’s capacities and 

experiences in providing care.  Som
e exam

ples include:

Personal and Psychological D
om

ain
 

Factors that Im
pact Caregiving

�
s�

#OPING�M
ECHANISM

S
�

s�
2ELATIONSHIP�TO�PATIENT
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s�
h)N�CARING�FOR�?????��W

HAT�DO�YOU�FEEL�YOU�ARE�DOING�W
ELL����

�
7

HAT�ARE�YOU�lNDING�CHALLENGING�v

s�
h(

OW
�ARE�YOU�FEELING�PHYSICALLY����(

AVE�YOU�BEEN��
�

 
experiencing any problem

s such as _____? 
 

H
ow

 often and for how
 long”?

s�
h(

OW
�HAVE�YOU�BEEN�FEELING�EM

OTIONALLY��(
OW

�HAVE�YOU��
 

been coping w
ith the range of feelings and em

otions? 

s�
h(

OW
�ARE�YOU�CARING�FOR�YOUR�SELF�v��7

HAT�DO�YOU�lND�HELPFUL��
 

in giving you the strength to do w
hat you do?”

s�
h7

HAT�DOES�YOUR�PERSONAL�SUPPORT�SYSTEM
�LOOK�LIKE���

�
7

HAT�SUPPORT�DO�YOU�lND�M
OST�HELPFUL�v�

Everyone is different in how
 they experience and cope w

ith 
stress, burnout, and com

passion fatigue.  It is im
portant that 

people access the resources and tools that are m
ost beneficial 

to their ow
n w

ell-being.  C
aring for ourselves gives us the 

strength to care for others.

REFEREN
C

ES
�s�

#
AIRNS�-

���4HOM
PSON�-

���7
AINW

RIGHT�7
���Transitions in D

ying and Bereave- 

 
m

ent: A Psychosocial G
uide for H

ospice and Palliative Care. Victoria H
ospice  

 
Society 2003

�s�
#

ANE�0���Traum
a, H

ealing and Transform
ation: Aw

akening a N
ew

 H
eart.  

 
C

apacitar 2005

�s�
$

OW
NING�-

���7
AINW

RIGHT�7
��������	���M

edical Care of the D
ying. 4th Edition.

 
Victoria H

ospice Society: Victoria, C
anada.

 

P
H

YSIO
LO

G
IC

A
L E

X
PER

IEN
C

ES

m
 

Stress and chronic fatigue
m

 
H

eadaches
m

 
Body pain

m
 

C
hanges in sleep

m
 

Stom
ach disorders

m
 

N
um

bness
m

 
Poor concentration

m
 

C
hanges in appetite

m
 

M
uscle aches

m
 

D
ifficulty breathing

 P
SYC

H
O

SO
C

IA
L/SPIR

ITU
A

L E
X

PER
IEN

C
ES

m
 

Feelings of pow
erlessness

m
 

H
elplessness

m
 

Loss of hope
m

 
W

ithdraw
al from

 fam
ily and social system

m
 

Survivor guilt
m

 
Fears about the future

m
 

Resentm
ent for the dem

ands and responsibilities 
 

of caregiving
m

 
G

uilt around care provided
m

 
U

nresolved and/or difficult grief
m

 
Spiritual/religious concerns

m
 

D
istress, depression and anxiety

m
 

D
rug and alcohol use

STRATEG
IES

The follow
ing questions m

ay be helpful in assessing the 
experiences of fam

ily/caregivers and our ow
n experiences:

s�
h(

OW
�ARE�YOU�DOING�W

ITH�CAREGIVING�FOR�?????�v�
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adjustm

ents you need to in order to m
ake yourself   

 
com

fortable as you ground yourself in the present m
om

ent.   

B
REATH

IN
G

Exam
p

le 1
m

 
Place one hand on abdom

en and one hand on chest
m

 
Inhale slow

ly and deeply through nose, breathing all 
 

the w
ay dow

n to your belly, (this allow
s m

ore airflow
 

 
into the lungs)

m
 

N
otice how

 your abdom
en rises and the chest follow

s
m

 
Exhale slow

ly out your nose or m
outh, w

hichever is   
 

m
ost com

fortable
m

 
Take a m

om
ent to pause betw

een each inhalation 
 

and exhalation 
m

 
Count to 3 as you breath in, pause, and count to 3 as 

 
you breath out

m
 

N
otice the nice, slow

 rhythm
 of your breath

m
 

N
otice any changes that m

ay be happening in your body
m

 
This exercise m

ay last for a only a few
 m

inutes or longer.   
 

Each person w
ill be different

 
Q

uick Tools:
 

* These exercises m
ay be helpful in distressing situations  

 
w

here there is little tim
e to prepare

 
1) s�

"REATH�IN�DEEPLY�AND�CLENCH�YOUR�lSTS
�

�
s�

"REATH�OUT�SLOW
LY�AND�LET�YOURSELF�GO�AS�LIM

P�
 

 
 

and loose as possible
�

�
s�

3TART�YAW
NING

�
�

s�
2EPEAT�THESE���STEPS�AS�OFTEN�AS�NECESSARY

 
2)  s�

"REATHE�SLOW
LY�THROUGH�YOUR�NOSE�TO�THE�COUNT�OF��

�
�

s�
"REATHE�SLOW

LY�OUT�OF�YOUR�M
OUTH�FOR�A�COUNT�OF��

Therap
eutic Interventions

W
hen w

e are anxious, in distress, in pain, w
orried, or feeling 

burned out, w
e often don’t realize the changes and im

pact it 
is having on our m

ind and body.  

The follow
ing m

ethods and approaches m
ay be helpful in 

reducing distressing experiences and bringing about the 
relaxation response, aw

areness, and self-regulation in stressful 
situations.  They can be easily taught to patients, and fam

ily/
caregivers.  For som

e, bringing aw
areness and connection to 

the body m
ay not be/feel safe or com

fortable.  It is im
portant 

to ask perm
ission of the person prior to engaging w

ith any of 
these approaches.

People m
ay already have techniques that are part of their 

spiritual or cultural practice and it is im
portant to identify 

and encourage these as early as possible.  

G
RO

U
N

D
IN

G
m

 
Take a m

om
ent to bring aw

areness of how
 your body  

 
is m

aking connection to the ground/chair/bed etc.  
 

N
otice your feet and how

 they feel as they connect w
ith  

 
the ground.  N

otice your sitting bones and how
 they feel  

 
as they m

ake connection w
ith the chair/bed/floor.  

 
If you are standing, notice other parts of your body -  

 
legs, arm

s, head etc. - and how
 in this m

om
ent they   

 
are all interconnected and m

aking connection w
ith the  

 
ground/earth/chair/bed etc.  

	
A

s you bring aw
areness to these connections notice the  

 
sensations that m

ay be present for you - heat, coolness,  
 

tingling, tightness, num
bness etc. - and m

ake any  
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your breath, the tem
perature of your hands and feet.  

Im
agine any tension or discom

fort gently flow
ing dow

nw
ard 

through your body, through the legs, and out through the 
soles of the feet into the ground.

 
Q

uick Tools:
 

* These exercises m
ay be helpful in distressing situations  

 
w

here there is little tim
e to prepare

 
1) Sitting dow

n, gently place one hand on the forehead  
 

 
and the other hand on the back of the neck.  

 
 

This quick, yet effective tool naturally calm
s the m

ind  
 

 
and helps induce the relaxation response.

 
2) W

hile you are (sitting, lying dow
n, standing etc.) take  

 
 

a m
om

ent to notice your breathing and w
here you  

 
 

feel the breath going in your body.  
 

 
A

s you breathe in, im
agine that your breath is filling  

 
 

you w
herever your attention to your body goes.  

 
 

A
s you breath out, notice any changes that m

ay be  
 

 
happening in your body

IM
A

G
ERY A

N
D

 V
ISU

A
LIZ

ATIO
N

Im
agery and visualization are w

ays of daydream
ing or 

creating an inner picture that you find peaceful at that 
m

om
ent.  It often uses all your senses.  These approaches for 

reducing stress com
bine deep breathing and m

editation. 
9OUR�M

IND�IM
AGINES�A�PEACEFUL�SCENE��SETTING��OR�EXPERIENCE�

often from
 a m

em
ory, as you practice deep breathing.  

In this place of calm
 relaxation, you m

ay im
agine pain, tension, 

or discom
fort w

ashing aw
ay, your body becom

ing relaxed, 
or m

aking spiritual connections.  Som
e m

ay find the use of 
soft gentle m

usic helpful during this process.

�
�

s�
!

S�YOU�ARE�EXHALING��IM
AGINE�THAT�YOU�ARE�BLOW

ING��
 

 
 

bubbles and your m
outh is in a circular shape

RELA
X

ATIO
N

Focu
s W

ord
m

 
Pick a focus w

ord, short phrase, or prayer that is firm
ly  

 
rooted in your belief system

m
 

Sit or lie quietly in a com
fortable position and close 

 
your eyes

m
 

Relax your m
uscles, starting at your head and neck, 

 
your shoulders, m

oving to your chest, abdom
en, 

 
and dow

n your legs to your thighs, dow
n to your calves, 

 
to your feet and all the w

ay through to your toes 
 

(If this feels uncom
fortable, start from

 your feet and   
 

w
ork up to the head).  This m

ay take several m
inutes, 

 
or as long as the individual needs

m
 

Breath slow
ly and naturally, and as you do, say your 

 
focus w

ord, sound, phrase, or prayer silently to yourself 
 

as you exhale
m

 
If other thoughts com

e to your m
ind, don’t w

orry.   
 

 
G

ently return to your focus w
ord

m
 

Slow
ly open your eyes.  Continue w

here you are for a  
 

m
inute or tw

o before m
oving around.

 
Exam

ple: 
 

Breathing in – “I breath in calm
ness and peacefulness”

 
Breathing out – “I breathe out distress and w

orry”

B
O

D
Y SC

A
N

Take a m
om

ent to sit or lie dow
n.  Scan through your body 

from
 the top of your head to the tips of your toes.  

N
otice any areas of tension or relaxation, your heartbeat, 
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A
p

p
endix 2

This diagram
 show

s the step-w
ise approach to cancer pain m

anagem
ent 

recom
m

ended by the W
orld H

ealth O
rganization (W

H
O

). 

N
ote: pain control should be based on the level indicated by the patient.  

For exam
ple, it m

ay be clinically indicated to start at  “Level 3”  on the analgesic 

ladder for patients w
ho present w

ith severe, difficult pain.

W
orld H

ealth O
rganization. Cancer Pain Relief. 2

nd Edition. G
eneva: W

H
O

; 1996

A
ppendix 2

A
ppendix 1

A
p

p
endix 1

m
 

A
 breakthrough or rescue dose (used interchangeably  

 
in the literature) of m

orp
h

in
e is one that is given 

 
w

hen the patient requires m
orp

h
in

e for sym
ptom

s   
 

in addition to the regularly prescribed dose 
m

 
It is used to treat episodic or breakthrough pain  

 
w

hich has several types:
�

�
s�

3PONTANEOUS�PAIN��UNRELATED�TO�M
OVEM

ENT�
 

 
 

or other incident)
�

�
s�

)NCIDENT�PAIN��RELATED�TO�AN�ACTIVITY��
 

 
 

action or event)
�

�
s�

%NDOFDOSE�PAIN��OCCURRING�JUST�PRIOR�TO�
 

 
 

the next scheduled dose)
m

 
It is m

ade available on a prn basis in
 ad

d
ition

  
 

to their regular dose 
m

 
Providing a breakthrough or rescue dose of m

orp
h

in
e is 

 
an im

portant part of m
anaging pain, dyspnea and cough  

m
 

B
reakthrough or rescuedoses are generally approxim

ately 
 

10%
 of the total 24 hour dose and should be ordered 

 
q1h prn (on an as needed basis)

 
Exam

ple 1:  A patient receives 10 m
g q4h SC of m

orphine 
 

=
 60 m

g in 24h SC.  Therefore, appropriate breakthrough or  
 

rescue dose is 5 m
g q1h prn SC

 
Exam

ple 2:  A patient receives 5 m
g q4h PO

 of m
orphine  

 
=

 30 m
g in 24h PO

.  Therefore, appropriate breakthrough or  
 

rescue dose is 2.5 m
g q1h prn PO

B
REA

K
TH

RO
U

G
H

 O
R RESC

U
E D

O
SES O

F M
O

RPH
IN

E
W

O
RLD

 H
EA

LTH
 O

RG
A

N
IZ

ATIO
N

 PA
IN

 LA
D

D
ER
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D
RU

G
 

O
RA

L 
PA

REN
TERA

L
 

(PO
) 

(SC
, IV

)

M
orp

h
in

e 
10 m

g 
5 m

g*

Cod
ein

e 
100 m

g 
65 m

g

H
yd

rom
orp

h
on

e 
2 m

g 
1 m

g*

O
xycod

on
e 

5.0-7.5 m
g 

-

M
eth

ad
on

e 
1 m

g  
N

ot readily

 
but highly variable  

available

�
RATIO��

�COM
PLEX



Fentanyl p
atch

 
25 ug patch  ≅  60-134 m

g oral 

 
m

orphine daily dose M
ED

D
***

*** Com
m

on ratio PO
:SC

 is 2:1, but m
ay be 3:1

*** Rotation is com
plex, w

ith delayed accum
ulation.  

 
Ratio varies from

 M
O

R:M
ETH

 5:1 at low
 doses to 10:1 or up to 20:1. 

 
M

ust be individualized

*** A
 range of fentanyl doses - see Table

N
O

TE:  D
ue to incom

plete cross-tolerance, m
ay reduce 

EQUIVALENT�DOSE�OF�NEW
�DRUG�BY����

�TO����
��

�TITRATE�

EQ
U

IA
N

A
LG

ESIC
 TA

B
LE FO

R C
H

RO
N

IC
 O

PIO
ID

 D
O

SIN
G

A
ppendix 3

*** REC
O

M
M

EN
D

ED
 IN

ITIA
L D

O
SE FO

R O
PIO

ID
 C

O
N

VERSIO
N

 
TO

 D
U

RA
G

ESIC
® (FEN

TA
N

YL) PATC
H

©
 M

edical Care O
f The D

ying. 4
th ed. (2006) p. 195 and 201, Victoria BC w

ith perm
ission, Victoria       

H
ospice Society

©
 M

edical Care O
f The D

ying. 4
th ed. (2006) p. 195 and 201, Victoria BC w

ith perm
ission, Victoria       

H
ospice Society

*** JA
N

SSEN
-O

RTH
O

 2006

 
O

ral 24-hour m
orphine 

D
uragesic®

 
equivalent daily dose 

dose equivalent
 

(M
ED

D
 m

g/day)  
(ug/hour)

 
60-134 

25

 
135-224 

50

 
225-314 

75

 
315-404 

100

 
405-494 

125

 
495-584 

150

 
585-674 

175

 
675-764 

200

 
785-854 

225

 
855-944 

250

 
945-1034 

275

A
p

p
endix 3

A
ppendix 3
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 �
s�

$
ILUTE���M

L�AM
PULE�OF�n

aloxon
e (eg. 0.4 m

g/m
l) 

 
 

w
ith 9 m

l of saline
�

s�
'

IVE�SM
ALL�AM

OUNTS�OF�THE�DILUTED�M
IXTURE��EG����M

L	��
 

 
either IV or SC

 every m
inute until the respiratory 

 
 

rate increases 
�

s�
4HE�AIM

�IS�FOR�PARTIAL�OPIOID�REVERSAL�BUT�NOT�A��
�

 
 

com
plete reversal

�
s�

!
DDITIONAL�SM

ALL�AM
OUNTS�CAN�BE�GIVEN�AT�

 
 

appropriate intervals to m
aintain an adequate  

 
 

 
respiratory rate

  
N

O
TE: G

iving the com
plete am

pule instead w
ill result in  

 
an acute w

ithdraw
al from

 the opioid and cause im
m

ediate
 

extrem
e pain or dyspnea

A
ppendix 4

A
p

p
endix 4

m
 

The fear of respiratory depression is som
etim

es a reason  
 

w
hy physicians are reluctant to use opioids

m
 

The risk of respiratory depression in a patient w
ho has  

 
already been on a regular opioid dose (for even a few

  
 

days) is very sm
all 

m
 

Even if there is a slow
ing in the respiratory rate 

 
(eg. 6-8/m

in) this is usually not a cause for alarm
 as   

 
the patient can often sim

ply be m
onitored. 

 
Som

etim
es it is appropriate for the next dose of opioid 

 
to be om

itted or reduced.

m
 

Take care to distinguish this from
 respiratory changes 

 
at the very end of life w

hich are to be expected and 
 

need no intervention

m
 

It is very rare therefore that an opioid antagonist such 
 

as n
aloxon

e needs to be used 

m
 

H
ow

ever, if a significant respiratory depression does  
 

occur (perhaps if the patient m
istakenly receives an   

 
overdose) and if it is deem

ed absolutely necessary to 
 

give an opioid antagonist, the follow
ing approach 

 
should be used:

A
ppendix 4

TH
E U

SE O
F N

A
LO

X
O

N
E IN

 RESPIRATO
RY D

EPRESSIO
N

 
D

U
E TO

 O
PIO

ID
 O

V
ERD

O
SE
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A
n

alg
esic Lad

d
er for N

eu
rop

ath
ic Pain

A
ppendix 5

A
p

p
endix 5

m
 

Patients w
ith neuropathic pain should have a trial of a  

 
tricyclic antidepressant and/or an anticonvulsant

 
(Evidence G

rade A
, Level 1a and 1b)

m
 

The effectiveness of opioids (especially m
eth

ad
on

e) m
ust

 
not be forgotten w

hen treating neuropathic pain
m

 
Com

bination therapy w
ith tw

o or m
ore drugs should  

 
be considered in the event of partial response to a single  

 
m

edication
m

 
O

ther options such as N
M

D
A

 receptor antagonists 
 

(e.g. ketam
in

e) and antiarrhythm
ic agents (e.g. lid

ocain
e)

 
are not routinely used as first-line but are som

etim
es tried  

 
by clinicians w

ith experience/skill in the use of these agents
m

 
A

n analgesic ladder for neuropathic pain such as that  
 

show
n on the follow

ing page has been suggested as an  
 

approach to neuropathic pain 

Adapted from
 M

edical Care of the D
ying, 4

th ed. (2006) p. 264, Victoria BC w
ith 

perm
ission, Victoria H

ospice Society
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M
D

A
 ant

Lidocaine
A

naesthetic
approach

Step 1 +
O

pioids
A

nticonvulsants
A

ntidepressants

Topical treatm
ents

A
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R
ed

 B
lood

 Cells  
m

 
If the patient is found to be anem

ic transfusion m
ay 

 
help sym

ptom
s of w

eakness, fatigue, breathlessness and  
 

headache.  If the life expectancy of the patient allow
s,  

 
a trial of transfusion of red cells m

ay be w
arranted.  If the  

 
patient continues to be anem

ic further transfusions m
ay  

 
be w

arranted
m

 
If the patient deteriorates then continued transfusion m

ay  
 

becom
e futile or increasingly burdensom

e
m

 
A

dverse effects such as fluid overload and transfusion  
 

reactions should be m
onitored in the usual m

anner

Platelet tran
sfu

sion
  

It should be rem
em

bered that transfused platelets rem
ain 

viable for around 2 days
M

ay be considered if spontaneous bleeding is occurring 
m

 
and is distressing

m
 

and if patient’s prognosis m
akes the transfusion  

 
 

w
orthw

hile 
O

r m
ay be considered to prevent possible bleeding

m
 

if there is a specific reason to prevent spontaneous   
 

bleeding (i.e. during travel)

Fresh
 Frozen

 Plasm
a 

M
ay be considered in special circum

stances in palliative care 
w

hen coagulation affected by:
m

 
w

arfarin overdose
m

 
liver disease

m
 

D
IC

A
ppendix 6

A
p

p
endix 6

Transfusion of blood products in patients w
ith advanced and 

life threatening disease can be a lead to difficult ethical and 
clinical situations. 

There are perhaps tw
o basic scenarios encountered:

1. 
A

 new
 situation that has arisen w

hich giving a transfusion  
 

m
ay alleviate to som

e extent (for instance, a bleeding  
 

from
 a tum

or w
hich has caused the patient to becom

e  
 

anem
ic and have sym

ptom
s of fatigue and 

 
breathlessness)

2. 
A

n ongoing disease process in w
hich transfusion of   

 
blood products has been part of norm

al supportive care.  
 

A
s the disease progresses the question arises w

hether  
 

these should be continued (for instance, w
ith a child  

 
w

ith relapsed leukem
ia for w

hom
 there is no further  

 
curative therapy)

In both situations w
ithin the context of patient’s w

ishes 
and prognosis there should be balance betw

een the benefits 
of transfusion and the burdens and possible harm

 
(see com

m
ents regarding ‘Balanced C

are’ on page 13).

A
t all tim

es the patient and fam
ily/caregivers should be part 

of the process of deciding w
hether a transfusion should take 

place or regular transfusions should be ceased

A
ppendix 6
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PA
LLIATIV

E PERFO
RM

A
N

C
E SC

A
LE (PPSV

2
)

A
ppendix 7

IN
STR

U
C

TIO
N

S FO
R

 U
SE O

F PPS
���SEE�ALSO�DElNITION�OF�TERM

S	

1. 
PPS scores are determ

ined by reading horizontally at 
 

each level to find a ‘best fit’ for the patient w
hich is then  

 
assigned as the PPS%

 score.

2. 
Begin at the left colum

n and read dow
nw

ards until the  
 

appropriate am
bulation level is reached, then read across  

 
to the next colum

n and dow
nw

ards again until the   
 

activity/evidence of disease is located.  
 

These steps are repeated until all five colum
ns are  

 
 

covered before assigning the actual PPS for that patient.   
 

In this w
ay, ‘leftw

ard’ colum
ns (colum

ns to the left of any  
 

specific colum
n) are ‘stronger’ determ

inants and generally  
 

take precedence over others. 

 
Exam

p
le 1:  A

 patient w
ho spends the m

ajority of the 
 

day sitting or lying dow
n due to fatigue from

 advanced  
 

disease and requires considerable assistance to w
alk even  

 
for short distances but w

ho is otherw
ise at a fully conscious  

 
level w

ith good intake w
ould be scored at PPS 50%

.

 
Exam

p
le 2:  A

 patient w
ho has becom

e paralyzed and  
 

quadriplegic requiring total care w
ould be PPS 30%

.  
 

A
lthough this patient m

ay be placed in a w
heelchair

 
(and perhaps seem

 initially to be at 50%
), the score is  

 
30%

 because he or she w
ould be otherw

ise totally bed  
 

bound due to the disease or com
plication if it w

ere not  
 

for caregivers providing total care including lift/transfer.  
 

The patient m
ay have norm

al intake and full conscious level.

A
p

p
endix 7

A
ppendix 7

PPS 
LEVEL AMBULATION ACTIVITY & 

EVIDENCE OF DISEASE SELF-CARE INTAKE CONSCIOUS LEVEL

100% full
.ORMAL�ACTIVITY���WORK

full normal full
No evidence of disease

90% full
.ORMAL�ACTIVITY���WORK

full normal full
Some evidence of disease

80% full
Normal activity with Effort

full normal or reduced full
Some evidence of disease

70% Reduced
Unable Normal Job/Work

full normal or reduced full
Significant disease

60% Reduced
Unable hobby/house work Occasional assis-

tance necessary normal or reduced Full or 
ConfusionSignificant disease

50% Mainly Sit/Lie
Unable to do any work Considerable 

assistance required normal or reduced Full or 
ConfusionExtensive disease

40% Mainly in Bed
Unable to do most activity

Mainly assistance normal or reduced Full or Drowsy 
+/- ConfusionExtensive disease

30% Totally Bed
Bound

Unable to do any activity
Total Care normal or reduced Full or Drowsy 

+/- ConfusionExtensive disease

20% Totally Bed
Bound

Unable to do any activity
Total Care Minimal to sips Full or Drowsy 

+/- ConfusionExtensive disease

10% Totally Bed
Bound

Unable to do any activity
Total Care Mouth care only Drowsy or Coma 

+/- ConfusionExtensive disease

0% Death Bound - - - -

©
 Victoria H

ospice Society, BC, Canada (2001), w
w

w
.victoriahospice.org
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related to item

s in the self-care colum
n.  For exam

ple,  
 

‘totally bed bound’ at PPS 30%
 is due to either profound  

 
w

eakness or paralysis such that the patient not only  
 

can’t get out of bed but is also unable to do any self-care.  
 

The difference betw
een ‘sit/lie’ and ‘bed’ is proportionate  

 
to the am

ount of tim
e the patient is able to sit up vs. need  

 
to lie dow

n.

 
‘R

ed
u

ced
 am

b
u

lation
’ is located at the PPS 70%

 and PPS  
 

60%
 level.  By using the adjacent colum

n, the reduction  
 

of am
bulation is tied to inability to carry out their norm

al  
 

job, w
ork occupation or som

e hobbies or housew
ork  

 
activities.  The person is still able to w

alk and transfer on  
 

their ow
n but at PPS 60%

 needs  occasional assistance.

2.  
A

ctivity an
d

 Extent of d
isease

 
‘Som

e’, ‘sig
n

ifi
cant’, and ‘exten

sive’ disease refer to
 

physical and investigative evidence w
hich show

s  
 

 
degrees of progression.  For exam

ple in breast cancer,  
 

a local recurrence w
ould im

ply ‘som
e’ disease, one or  

 
tw

o m
etastases in the lung or bone w

ould im
ply  

 
 

‘significant’ disease, w
hereas m

ultiple m
etastases in lung,  

 
bone, liver, brain, hypercalcem

ia or other m
ajor  

 
 

com
plications w

ould be ‘extensive’ disease.  
 

 
The extent m

ay also refer to progression of disease   
 

despite active treatm
ents.  U

sing PPS in A
ID

S, ‘som
e’   

 
m

ay m
ean the shift from

 H
IV to A

ID
S, ‘significant’ im

plies  
 

progression in physical decline, new
 or difficult sym

ptom
s  

 
and laboratory findings w

ith low
 counts.  ‘Extensive’ refers  

 
to one or m

ore serious com
plications w

ith or w
ithout  

 
continuation of active antiretrovirals, antibiotics, etc. 

 
The above extent of disease is also judged in context 

 
w

ith the ability to m
aintain one’s w

ork and hobbies or  

A
ppendix 7

 
Exam

p
le 3:  H

ow
ever, if the patient in exam

ple 2 w
as  

 
paraplegic and bed bound but still able to do som

e self- 
 

care such as feed them
selves, then the PPS w

ould be  
 

higher at 40 or 50%
 since he or she is not ‘total care.’

3. 
PPS scores are in 10%

 increm
ents only.  Som

etim
es, 

 
there are several colum

ns easily placed at one level but  
 

one or tw
o w

hich seem
 better at a higher or low

er level. 
 

O
ne then needs to m

ake a ‘best fit’ decision. 
 

C
hoosing a ‘half-fit’ value of PPS 45%

, for exam
ple, 

 
is not correct.  The com

bination of clinical judgm
ent 

 
and ‘leftw

ard precedence’ is used to determ
ine w

hether  
 

40%
 or 50%

 is the m
ore accurate score for that patient. 

4. 
PPS m

ay be used for several purposes.  First, it is an   
 

excellent com
m

unication tool for quickly describing a 
 

patient’s current functional level.  Second, it m
ay  

 
 

have value in criteria for w
orkload assessm

ent or other  
 

m
easurem

ents and com
parisons.  Finally, it appears to  

 
have prognostic value.

Copyright ©
 2001  Victoria H

ospice Society

D
EFIN

ITIO
N

 O
F TER

M
S FO

R
 PPS

A
s noted below

, som
e of the term

s have sim
ilar m

eanings 
w

ith the differences being m
ore readily apparent as one reads 

horizontally across each row
 to find an overall ‘best fit’ using 

all five colum
ns.

1.  
A

m
b

u
lation

 
The item

s ‘m
ain

ly sit/lie,’ ‘m
ain

ly in
 b

ed
,’ and ‘totally  

 
b

ed
 b

ou
n

d
’ are clearly sim

ilar.  The subtle differences are  

A
ppendix 7
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4.  
Intake

 
C

hanges in intake are quite obvious w
ith ‘n

orm
al intake’  

 
referring to the person’s usual eating habits w

hile healthy.  
  

‘R
ed

u
ced

’ m
eans any reduction from

 that and is highly  
 

variable according to the unique individual circum
stances. 

  
‘M

in
im

al’ refers to very sm
all am

ounts, usually pureed or  
 

liquid, w
hich are w

ell below
 nutritional sustenance.

5.  
Con

sciou
s Level

 
‘Full consciousness’ im

plies full alertness and orientation  
 

w
ith good cognitive abilities in various dom

ains of   
 

thinking, m
em

ory, etc. 

 
 ‘Con

fu
sion

’ is used to denote presence of either delirium
  

 
or dem

entia and is a reduced level of consciousness.  
 

It m
ay be m

ild, m
oderate or severe w

ith m
ultiple possible  

 
etiologies.  

 
‘D

row
sin

ess’ im
plies either fatigue, drug side effects,  

 
delirium

 or closeness to death and is som
etim

es included  
 

in the term
 stupor.  

 
‘Com

a’ in this context is the absence of response to verbal  
 

or physical stim
uli; som

e reflexes m
ay or m

ay not rem
ain.   

 
The depth of com

a m
ay fluctuate throughout a 24 hour  

 
period.

A
ppendix 7

 
activities.  D

ecline in activity m
ay m

ean the person still  
 

plays golf but reduces from
 playing 18 holes to 9 holes,  

 
or just a par 3, or to backyard putting.  People w

ho enjoy  
 

w
alking w

ill gradually reduce the distance covered,   
 

although they m
ay continue trying, som

etim
es even 

 
close to death (eg. trying to w

alk the halls).

3.  
Self-C

are
 

‘O
ccasion

al assistan
ce’ m

eans that m
ost of the tim

e  
 

patients are able to transfer out of bed, w
alk, w

ash,  
 

 
toilet and eat by their ow

n m
eans, but that on occasion  

 
(perhaps once daily or a few

 tim
es w

eekly) they require  
 

m
inor assistance.

 
‘Con

sid
erab

le assistan
ce’ m

eans that regularly every  
 

day the patient needs help, usually by one person, to do  
 

som
e of the activities noted above.  For exam

ple, the  
 

person needs help to get to the bathroom
 but is then 

 
able to brush his or her teeth or w

ash at least hands and  
 

face.  Food w
ill often need to be cut into edible sizes but  

 
the patient is then able to eat of his or her ow

n accord.

 
‘M

ain
ly assistan

ce’ is a further extension of ‘considerable.’  
 

U
sing the above exam

ple, the patient now
 needs help  

 
getting up but also needs assistance w

ashing his face 
 

and shaving, but can usually eat w
ith m

inim
al or no help.  

 
This m

ay fluctuate according to fatigue during the day.

 
‘Total care’ m

eans that the patient is com
pletely unable  

 
to eat w

ithout help, toilet or do any self-care.   
 

D
epending on the clinical situation, the patient m

ay or  
 

m
ay not be able to chew

 and sw
allow

 food once prepared  
 

and fed to him
 or her.

A
ppendix 7
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im
ply ‘significant’ disease, w

hereas m
ultiple m

etastases 
  

 
in lung, bone, liver, brain, hypercalcem

ia or other m
ajor  

 
 

com
plications w

ould be ‘extensive’ disease.
�

s�
!

S�THIS�IS�A�PHYSICAL�FUNCTIONAL�SCALE��PSYCHOLOGICAL��
 

 
im

pact is not considered in the determ
ination.   

 
 

It is w
hat a person is capable of doing, not w

hat they  
 

 
choose to do.  For exam

ple, anxiety, sadness or dem
or- 

 
 

alization m
ay result in the patient sitting at hom

e a  
 

 
lot, but unless they actually require som

e assistance to  
 

 
get up (PPS 50%

 or 60%
), the PPS w

ould be higher.

5. 
O

ften w
e see people at diagnosis w

ho are fully am
bulatory,  

 
norm

al activity and w
ork but have extensive disease w

here  
�

DO�THEY�lT�IN�
�

s�
003�IS�DETERM

INED�BY�A�hBEST�lTv�RECOGNIZING��AS��
�

 
 

noted here, that som
e categories do not line up w

ell.  
 

 
This necessitates a clinical judgm

ent decision.  
 

 
In this case, the aspect of full am

bulatory and norm
al  

 
 

activity indicates quite a high PPS and the ‘extensive  
 

 
disease’ is clinically less relevant, at least for the 

 
 

m
om

ent.  A
 PPS 80%

 w
ould be appropriate designation.

6. 
People w

ho are unable to w
ork because chem

otherapy is  
 

dem
anding, but only have som

e evidence of disease, 
 

how
 do I score them

?
�

s�
003�SHOULD�BE�DETERM

INED�BY�THE�ACTUAL�ABILITY�TO��
 

 
do som

ething, not by desire, or lack of.  In this case,  
 

 
it is not clear w

hat ‘dem
anding’ m

eans.  If the patient  
 

 
is so physically sick or fatigued that they cannot w

ork, 
 

 
then the PPS is rated accordingly - PPS 70%

 w
ould  

 
 

be appropriate if can do som
e w

ork at hom
e, but  

 
 

could be reduced to PPS 50%
 if they w

ere so sick that  
 

 
they required actual assistance at hom

e.

A
ppendix 7

Q
&

A
 R

EG
A

R
D

IN
G

 PPSV
2

Exam
p

les on
 th

e PPSv2 In
stru

ction
 Sh

eet
1. 

Exam
ple 1:  A

 patient w
ho spends the m

ajority of the day  
 

sitting or lying dow
n due to fatigue from

 advanced   
 

disease and requires considerable assistance to w
alk even  

 
for short distances but w

ho is otherw
ise fully conscious  

 
level w

ith good intake w
ould be scored at PPS 50%

.

2. 
Exam

ple 2:  A
 patient w

ho has becom
e paralyzed and  

 
quadriplegic requiring total care w

ould be PPS 30%
.  

 
A

lthough this patient m
ay be placed in a w

heelchair (and  
 

perhaps seem
 initially to be at 50%

), the score is 30%
  

 
because he or she w

ould be otherw
ise totally bed bound  

 
due to the disease or com

plication if it w
ere not for   

 
caregivers providing total care including lift/transfer. 

 
The patient m

ay have norm
al intake and full conscious level.

3. 
Exam

ple 3:  H
ow

ever, if the patient in exam
ple 2 w

as 
 

paraplegic and bed bound but still able to do som
e 

 
self-care such as feed them

selves, then the PPS w
ould be  

 
higher at 40 or 50%

 since he or she is not ‘total care.’

A
d

d
ition

al Exam
p

les
4.�

7
HAT�ARE�THE�DElNITIONS�OF�@SOM

E�EVIDENCE��OF�DISEASE����
�

@SIGNIlCANT��AND�@EXTENSIVE��DISEASE��)S�THIS�M
EASURED�PURELY�

 
in term

s of pathology or are psychological im
pact etc.   

 
considered?

�
s�

@3OM
E���@SIGNIlCANT���AND�@EXTENSIVE��DISEASE�REFER��

�
 

 
to both physical and investigative evidence w

hich  
 

 
show

s degrees of progression.  For exam
ple in breast  

 
 

cancer, a local recurrence w
ould im

ply ‘som
e’ disease,  

 
 

one or tw
o m

etastases in the lung or bone w
ould 

A
ppendix 7
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It does recognize confusion but prim
arily as it relates  

 
 

to these factors and possible delirium
 rather than  

 
 

dem
entia w

here full consciousness is present, at least  
 

 
at higher PPS levels.

�
s�

!
S�W

ITH�ALL�DISEASES��003�IS�A�HORIZONTAL�@BEST�lT��AND��
 

 
judgm

ent is alw
ays required.

�
s�

#
ASE�EXAM

PLE��
 

 
a) M

s. Jones is a 75 year old w
om

an w
ho has had  

 
 

increasing forgetfulness over the last 3 years.   
 

 
She does self-care w

ith her husband observing her.  
 

 
Som

etim
es he has to help her.  She no longer drives 

 
 

but can w
alk to the grocery store 3 blocks aw

ay in a  
 

 
straight line by herself.  She requires a list, how

ever, 
 

 
of w

hat she is to purchase and carries a label w
ith her  

 
 

nam
e, address and her husband’s nam

e to give to  
 

 
som

eone if she gets lost w
hich has not happened so far. 

 
 

She generally is up during the day and sleeps m
ost  

 
 

of the night.  She used to read and knit at night but no  
 

 
longer does so, and w

ill w
atch television, although  

 
 

she does not alw
ays rem

em
ber w

hat the content is.  
 

 
M

eal preparation is done by her husband preparing  
 

 
the ingredients and her cooking the m

eal.  She gener- 
 

 
ally w

ill eat a full m
eal but recently requires coaxing  

 
 

on occasion. [PPS is 60%
 in each of the five categories]

9. 
W

hat level of staff are using this tool - nurses,  
 

 
occupational therapists, pastoral w

orkers?
�

s�
003V��CAN�BE�USED�BY�M

ANY�PALLIATIVE�W
ORKERS��NURSES���

 
 

physicians, RT, PT, O
T, dieticians, pastoral, volunteers, etc.

10. H
ave fam

ily m
em

bers w
ho are caring for their loved ones  

 
at hom

e ever been educated on the use of the PPS or in your  
 

opinion w
ould it even be useful?

A
ppendix 7

7. 
People w

ho are unable to do m
ost activities due to poor  

 
fam

ily support or depression but have only som
e evidence of  

�
DISEASE��W

HERE�DO�THEY�lT�IN�
�

s�
003�SHOULD�BE�DETERM

INED�BY�THE�ACTUAL�ABILITY�TO�DO��
 

 
som

ething, not by desire, or lack of.  If the patient is  
 

 
clinically depressed and thus not getting up m

uch,  
 

 
but is in fact able to do so, then the PPS level w

ould  
 

 
be higher at 70%

 or 80%
 since in this case there is little  

 
 

evident prim
ary disease im

pact. 
�

s�
4HE�SAM

E�W
OULD�APPLY�TO�FAM

ILY�SUPPORT���,ITTLE�OR�NO��
 

 
assistance by fam

ily or friends to get dressed or out  
 

 
of bed w

ill clearly im
pact quality of care, and m

ay  
 

 
eventually add to physical decline, but if the patient  

 
 

could be up w
ith adequate assistance, then PPS w

ould  
 

 
be accordingly higher.

8. 
Can PPSv2 be used w

ith dem
entia patients?

�
s�

)N�GENERAL��THE�ANSW
ER�IS�YES���003V��IS�A�FUNCTIONAL� 

 
 

perform
ance scale w

hich prim
arily focuses on  

 
 

 
am

bulation, activity and self-care.  Particularly in 
 

 
advanced stages of A

lzheim
er’s disease, the patient fits  

 
 

quite w
ell into such levels as PPS 50%

 through PPS 10%
.

�
s�

4HE�COGNITIVE�ASPECTS�OF�@DEM
ENTIA��ARE�NOT�W

ELL���
 

 
differentiated w

ith PPSv2 in that cognitive decline  
 

 
m

ay occur w
hile ‘am

bulation’ is still quite good.  
 

 
 

H
ow

ever, in term
s of activity and evidence of disease  

 
 

in the second colum
n, PPS 70%

 and PPS 80%
 indicate 

 
 

difficulty w
ith norm

al w
ork or job function w

hich in the 
 

 
case of A

lzheim
er’s is attributed to m

ental status challenges 
 

 
from

 the disease rather than actual physical capacity.
�

s�
4HE�lFTH�COLUM

N�@#ONSCIOUS�,EVEL��W
AS�M

AINLY��
�

 
 

intended to separate full ‘alertness’ from
 reduced  

 
 

levels such as drow
siness, obtundation and com

a.  

A
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�
s�

4HE�PRIM
ARY�PROCESS�IS�THAT�IF�THE�OTHER���DOM

AINS��
 

 
seem

 clear at one PPS level, then that is likely the  
 

 
best-fit irregardless of intake.  This is logical since the  

 
 

provision of som
e nutrition at any level becom

es a  
 

 
non-distinguishing factor.

�
s�

4HE�SECOND�CONSIDERATION�IS�THE�SOM
EW

HAT�COM
M

ON��
 

 
observation that the tolerability and the volum

e of  
 

 
fluid given via parenteral tubes usually decreases w

ith  
 

 
overall decline and closeness to death.  For exam

ple,  
 

 
an A

LS patient earlier in disease m
ay tolerate 500-1,000 m

l  
 

 
at one tim

e but later in the course can only tolerate 300 m
l  

 
 

or 100 m
l.  This is also seen in advanced cancer patients.

14. Can PPS be used in the pediatric population?
�

s�
4HERE�IS�NO�SOLID�DATA�REGARDING�003�AND�CHILDREN���

 
 

C
linically, w

e have used this in som
e children w

ho are  
 

 
a little older and previously am

bulatory, but it is not  
 

 
likely of value for infants.

�
s�

/
NE�W

OULD�NEED�TO�SUBSTITUTE�hJOB�W
ORKv�FOR�SCHOOL��

 
 

or usual activities, but otherw
ise m

ost other factors  
 

 
are anecdotally reasonable.

A
ppendix 7

�
s�

003�IS�USED�M
AINLY�BY�PROFESSIONAL�STAFF���(

OW
EVER���

 
 

there are som
e patients or fam

ily m
em

bers w
ho are  

 
 

very involved and m
eticulous in their care and w

hat  
 

 
is being assessed and planned.  For these occasional  

 
 

tim
es, sharing PPS has been helpful and appreciated. 

11. H
ow

 often do you recom
m

end the use of this tool in a hom
e  

 
care palliative care setting w

here there is possibly various  
 

levels of caregivers in the hom
e? D

aily visits? 
�

s�
)N�GENERAL��003�SHOULD�BE�RATED�ON�EACH�HOM

E�NURSING��
 

 
visit w

hich of course m
ay vary from

 daily to w
eekly  

 
 

or less.  In our Palliative C
are U

nit, it is done each day  
 

 
or at anytim

e the patients’ condition changes.

12. 7
HEN�A�PATIENT�S�M

OBILITY�IS�LIM
ITED�BECAUSE�SHE�HE�HAS�A��

 
fracture in a w

eight bearing bone, w
ill it translate into the  

 
sam

e score as if the inactivity w
as due to extrem

e w
eakness  

 
and fatigue?

�
s�

9ES��THE�003�W
ILL�BE�LOW

ER�AS�THE�PATIENT�FUNCTIONALLY�IS��
 

 
less able to activate.  If in full traction, PPS w

ould likely  
 

 
be PPS 40%

 since he or she is bed-bound but can  
 

 
do som

e self-care.  If in a cast and using a w
alker or  

 
 

crutches, PPS m
ight be 50%

.  It w
ould also be expected  

 
 

that, all things being the sam
e, the PPS w

ill increase  
 

 
shortly as m

obilization im
proves.

13. H
ow

 is the “Intake” dom
ain scored for patients w

hose   
 

prim
ary or total intake is via feeding tube?

�
s�

003V��IS�USED�BY�A�@BEST�HORIZONTAL�lT��OF�THE���DOM
AINS���

 
 

A
s such, there are tim

es w
here one dom

ain such as  
 

 
intake is difficult to interpret and a G

-tube or JPEG
  

 
 

m
akes this challenging.  Tw

o suggestions m
ay assist  

 
 

in decision m
aking. 

A
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be encouraged to speak to their loved one as though 

 
they w

ere conscious  

W
EA

K
N

ESS/FATIG
U

E 

m
 

W
eakness and fatigue increase as the patient gets 

 
closer to death  

m
 

It is N
O

T appropriate to give stim
ulants (m

ethylp
henid

ate,  
 

steroids) to try to “w
ake the patient up” at this stage of 

 
the illness

m
 

Patients m
ay need gentle passive m

ovem
ent to m

inim
ize  

 
risk of pressure ulcer form

ation if they are too w
eak to 

 
turn in bed. (H

ow
ever, this m

ust be done cautiously 
 

since turning and repositioning m
ay cause pain.  

 
If death is im

m
inent, the risk of pressure ulcer form

ation 
 

is not relevant)   
m

 
It is im

portant to allow
 the patient to rest and to help  

 
fam

ily m
em

bers understand that this w
eakness and  

 
fatigue is a norm

al part of the dying process  
m

 
Patients w

ill have a lim
ited am

ount of energy, 
 

and w
e can help the patient prioritize how

 they 
 

w
ant  to use this energy.  

 
For exam

ple, inserting a foley catheter m
ay allow

  
 

 
the patient to use energy talking and visiting w

ith 
 

fam
ily that he w

ould otherw
ise use m

oving to the toilet   
 D

EC
REA

SED
 O

RA
L IN

TA
K

E 
m

 
Loss of oral intake (both food and fluids) is a norm

al 
 

part of the dying process.  
 

Refer to the Anorexia/Cachexia G
uideline

m
 

A
ctively dying patients are not hungry or thirsty, 

 
and oral intake m

ay actually be dangerous as the risk 
 

of aspiration increases as the patient becom
es w

eaker  
m

 
Parenteral or enteral feeding at the end-of-life has not  

SIG
N

S A
N

D
 SYM

PTO
M

S AT TH
E EN

D
 O

F LIFE

A
p

p
endix 8

K
EYPO

IN
TS 

m
 

U
nless properly treated  severe sym

ptom
s at the end 

 
of life are com

m
on for m

any children (1)

m
 

Even quite young children can have an under- 
 

 
standing of death

C
O

N
FU

SIO
N

 / D
ISO

RIEN
TATIO

N
 / D

ELIRIU
M

 
m

 
Confusion/delirium

 is very com
m

on at the end of life
m

 
It is the result of m

ultiple, nonreversible factors, such as: 
 

hypoxem
ia, m

etabolic and electrolyte im
balances,  

 
 

toxin accum
ulation due to liver and renal failure, 

 
adverse effects of m

edications, infection, 
 

and the underlying disease process    
m

 
Patients w

ill dem
onstrate increased drow

siness, 
 

a need for m
ore sleep, and decreased responsiveness 

m
 

Som
e patients m

ay experience an “agitated” delirium
  

 
due to central nervous system

 excitation.  
 

The risk of agitated delirium
 is increased if the patient 

 
has cerebral m

etastases.  
 

Refer to the D
elirium

 G
uidelines

m
 

Since reversing the cause of the delirium
 is often not  

 
possible at the end of life, the focus should be on  

 
 

m
anaging the sym

ptom
s associated w

ith the delirium
,  

 
keeping the patient safe, and reassuring the patient 

 
and fam

ily.  
 

Refer to the D
elirium

 G
uidelines 

m
 

Evidence suggests that unconscious patients m
ay still  

 
be able to hear conversations, and fam

ily m
em

bers can 

A
ppendix 8
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been show

n to im
prove sym

ptom
 control or lengthen life 

m
 

Excessive parenteral fluids, especially in the setting of  
 

hypoalbum
inem

ia, can cause fluid overload and
 

significantly increase patient’s distress by exacerbating  
 

peripheral oedem
a, ascites, pulm

onary oedem
a and dyspnea  

m
 

Frequent oral care (sw
abbing the m

outh w
ith w

ater,  
 

keeping lips m
oist w

ith vasoline/balm
) is generally m

ore  
 

im
portant for patient com

fort than giving fluids
 D

EC
REA

SED
 B

LO
O

D
 PERFU

SIO
N

/REN
A

L FA
ILU

RE
m

 
A

s cardiac output and intravascular volum
e decrease  

 
there w

ill be evidence of dim
inished blood perfusion 

m
 

Tachycardia, hypotension, cool extrem
ities, cyanosis and  

 
m

ottling of skin are com
m

on at the end of life    
m

 
U

rine output is reduced as perfusion of the kidneys fails.  
 

O
liguria/anuria are expected signs    

m
 

Parenteral fluids w
ill not reverse this circulatory failure

  V
ITA

L SIG
N

 C
H

A
N

G
ES

R
ESPIR

ATIO
N

m
 

C
hanges in the dying patient’s breathing pattern typically  

 
indicate significant neurological com

prom
ise  

m
 

Breaths m
ay becom

e shallow
 and frequent, or shallow

 
 

and slow
 

m
 

Periods of apnea and increased use of accessory  
 

 
respiratory m

uscles is com
m

on    
m

 
It is im

portant to control the sym
ptom

 of dyspnea,   
 

not only for the patient’s com
fort, but also because fam

ily
 

m
em

bers often view
 this as the m

ost distressing sign at  
 

the end of life.  Refer to D
yspnea G

uideline

TEM
PER

ATU
R

E
m

 
Elevated tem

perature is com
m

on at the end-of-life.  

 
It can be due to infection, dehydration and/or the  

 
 

underlying disease (i.e. “tum
or fevers”)

m
 

Reversing the fever at the end of life is generally not  
 

possible  
m

 
The m

ost effective treatm
ent is acetam

in
op

h
en

/ 
 

 
p

aracetam
ol rectal suppositories, 650 m

g given q4-6 hours  
 

either around the clock or prn     
m

 
D

iaphoresis can be m
anaged w

ith frequent linen 
 

changes and cool sponge baths/soaks

H
EA

R
T R

ATE/PU
LSE

m
 

H
eart rate m

ay increase w
ith an irregular rhythm

m
 

Cyanosis can be seen as cardiac output falls, and is often  
 

first noted in the tip of the nose, nail beds and knees
m

 
Extrem

ities w
ill becom

e m
ottled and cooler.  

 
Progressive m

ottling indicates death w
ithin a few

 days;  
 

absence of a radial pulse m
ay indicate death in a few

 hours
 D

EC
REA

SED
 O

R D
IM

IN
ISH

ED
 SW

A
LLO

W
 REFLEX

 
m

 
W

eakness and decreased neurologic function im
pair the  

 
patient’s ability to sw

allow
 at the end of life

m
 

The patient loses the ability to clear secretions from
 

 
their oropharynx    

m
 

This accum
ulation of saliva and oropharyngeal secretions  

 
m

ay lead to gurgling or rattling sounds w
ith each breath,  

 
som

etim
es called “death rattle”  

m
 

This sound can be very distressing to fam
ily m

em
bers,  

 
as it m

ay sound as though the patient is choking.  
 

Fam
ily education is critical 

m
 

M
edications such as atropine or g

lycop
yrron

iu
m

/ 
 

 
g

lycop
yrrolate can help reduce this sym

ptom
. 

 
Repositioning the patient in a lateral recum

bent position  
 

can facilitate the clearing of secretions. G
entle  

 

A
ppendix 8
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oropharyngeal suction can som

etim
es be helpful.  

 
Refer to the Respiratory Secretions at End of Life G

uideline

SU
RG

ES O
F EN

ERG
Y 

m
 

Patients m
ay experience a period of increased energy 

 
and m

ental alertness prior to their death  
m

 
This can be a tim

e for quality interaction betw
een

 
fam

ily m
em

bers and the patient 
 IN

C
O

N
TIN

EN
C

E/U
RIN

A
RY RETEN

TIO
N

m
 

Fatigue and loss of sphincter control can lead to  
 

 
incontinence of urine and/or stool at the end of life   

m
 

Fam
ily m

em
bers should be educated that this is a  

 
 

com
m

on occurrence  
m

 
Special attention should be paid to keeping the patient  

 
clean and dry.  A

 foley catheter m
ay be helpful, 

 
but m

ay not be necessary if urine output is m
inim

al 
 

and can be controlled w
ith absorbent pads 

m
 

U
rinary retention can occur.  If a patient is restless and has  

 
a distended bladder it m

ay indicate the bladder needs to be  
 

em
ptied and insertion of a foley catheter m

ay bring relief
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A
B

B
REV

IATIO
N

S

 
A

b
b

reviation
 

M
ean

in
g

 
bid 

tw
ice daily

 
BTD

 
breakthrough dose

 
g 

gram

 
h 

hour

 
H

S 
bedtim

e

 
IV 

intravenous

 
kg 

kilogram

 
L 

litre

 
m

cg 
m

icrogram

 
m

g 
m

illigram

 
m

in 
m

inute

 
m

L 
m

illilitre

 
PO

 
by m

outh

 
PR 

rectally

 
prn 

as needed

 
qA

M
 

every m
orning

 
q1h 

every hour

 
q4h 

every 4 hours

 
q6h 

every 6 hours

 
qid 

4 tim
es a day

 
SC

 
subcutaneous

 
SL 

sublingual

 
tab 

tablet

 
tid 

3 tim
es a day

A
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IA
H

PC
* List of Essential D

rugs for Palliative Care

A
cetam

inophen/paracetam
ol 

100 - 500 m
g tablets

 
500 m

g rectal suppositories 

A
m

itriptyline** 
50 - 150 m

g tablets

Bisacodyl 
10 m

g tablets
 

10 m
g rectal suppositories 

C
arbam

azepine*** 
100 - 200 m

g tablet

C
italopram

 (or any other 
20 m

g tablets 
equivalent generic SSRI except 

10 m
g/5 m

l oral solution 
paroxetine and fluvoxam

ine) 
20 - 40 m

g injectable

Codeine 
30 m

g tablets

D
exam

ethasone 
0.5 - 4 m

g tablets 
 

4 m
g/m

l injectable 

D
iazepam

 
2.5 - 10 m

g tablets
 

5 m
g/m

l injectable 
 

10 m
g rectal suppository

D
iclofenac 

25 - 50 m
g tablets 

 
50 and 75 m

g/3 m
l injectable

D
iphenhydram

ine 
25 m

g tablets 
 

50 m
g/m

l injectable 

Fentanyl 
25 m

icrogram
s/hr 

(transderm
al patch) 

50 m
icrogram

s/hr 

G
abapentin 

tablets 300 m
g or 400 m

g 

H
aloperidol 

0.5 - 5 m
g tablets

 
0.5 - 5 m

g drops 
 

0.5 - 5 m
g/m

l injectable 

H
yoscine butylbrom

ide 
20 m

g/1m
l oral solution

 
10 m

g tablets
 

10 m
g/m

l injectable 

Ibuprofen 
200 m

g tablets
 

400 m
g tablets 

IA
H

PC
* List of Essential D

rugs for Palliative C
are

M
ED

IC
ATIO

N
FO

RM
U

LATIO
N

Levom
eprom

azine 
5 - 50 m

g tablets
 

25 m
g/m

l injectable

Loperam
ide 

2 m
g tablets 

Lorazepam
**** 

0.5 - 1 - 2 m
g tablets

 
2 m

g/m
l liquid/drops

 
2 - 4 m

l injectable

M
egestrol A

cetate 
160 m

g tablets
 

40 m
g/m

l solution 

M
ethadone 

5 m
g tablets 

(im
m

ediate release) 
1 m

g/m
l oral solution

M
etoclopram

ide 
10 m

g tablets
 

5 m
g/m

l injectable 

M
idazolam

 
1 - 5 m

g/m
l injectable

M
ineral oil enem

a

M
irtazapine (or any other  

15 - 30 m
g tablets

dual action N
assA

 or SN
RI) 

7.5 - 15 m
g injectable

M
orphine 

Im
m

ediate release: 10 - 60 m
g tablets

 
Im

m
ediate release: 10 m

g/5 m
l oral solution

 
Im

m
ediate release: 10 m

g/m
l injectable

 
Sustained release: 10 m

g tablets 
 

Sustained release: 30 m
g tablets

O
ctreotide 

100 m
cg/m

l injectable 

O
ral rehydration salts

O
xycodone 

5 m
g tablet 

Prednisolone 
5 m

g tablet 
(as an alt to D

exam
ethasone)  

Senna  
8.6 m

g tablets 

Tram
adol 

50 m
g im

m
ediate release tablets/capsules

 
100 m

g/1 m
l oral solution 

 
50 m

g/m
l injectable 

Trazodone 
25 - 75 m

g tablets
 

50 m
g injectable 

Zolpidem
 (still patented)  

5 - 10 m
g tablets 

M
ED

IC
ATIO

N
FO

RM
U

LATIO
N

IA
H

PC
* List of Essential D

rugs for Palliative C
are
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 * IA
H

PC
 =

 International A
ssociation for H

ospice and Palliative C
are

** 
Side-effects lim

it dose

*** 
A

lternatives to am
itriptyline and tricyclic antidepressants 

 (should have at least one drug other than dexam
ethasone) 

 **** 
For short term

 use in insom
nia 

This list is copyrighted by IA
H

PC.  

The IA
H

PC provides perm
ission for free reproduction, printing and publication 

of this list w
ith appropriate citation.

N
O

TE: In the section Prescribed D
rugs / M

edications, som
e basic inform

ation on num
ber 

of the m
edications m

entioned in the guidelines is given.  This inform
ation is draw

n from
 

a num
ber of sources listed on page 225 and the reader is encouraged to access these and 

other relevant literature for m
ore detail.  A

s alw
ays, sound clinical judgm

ent should used in 
individual clinical cases.  In particular, it should be rem

em
bered that there can be significant 

variation in the pharm
okinetics of a drug based on a num

ber of factors (including the indi-
vidual patient’s m

etabolism
/disease status and how

 the m
edication has been form

ulated).

A
cetam

inop
hen/p

aracetam
ol 

PH
A

RM
A

C
O

LO
G

Y
It m

ost probably acts by inhibiting prostaglandin synthesis 
in the C

N
S and perhaps also by blocking pain-im

pulse 
generation peripherally. In addition, it acts centrally on the 
hypothalam

us to produce peripheral vasodilatation resulting 
in an anti-pyretic effect.  

O
nset of action: 15-30 m

inutes
Tim

e to peak: 40-60 m
inutes

D
uration of action: 4-6 hrs

Plasm
a ½

 life: 2-4 hrs

D
O

SIN
G

650-1000 m
g q4-6h to a m

axim
um

 of 4 g per day PO
 

A
cetam

in
op

h
en

/p
aracetam

ol 
s��UNDER���YEAR��������M

G�KG�Q�H�PRN�0/
�

s�����YEARS����������M
G�Q�H�0/

�
s������YEARS����������M

G�Q�H�0/
�

   (m
axim

um
 of 75 m

g/kg/day)

U
N

W
A

N
TED

 EFFEC
TS

Rash, G
I upset, rarely hepatotoxicity and nephrotoxicity

A
m

itrip
tyline 

PH
A

RM
A

C
O

LO
G

Y
Tricyclic antidepressant that blocks the pre-synaptic uptake 
of serotonin and norepinephrine
m

 
O

nset of action: analgesic effect after 3-7 days; 
 

up to 30 days for depression
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m
 

Tim
e to peak plasm

a concentration: 4 h PO
 

m
 

Plasm
a 1⁄2 life: 9-25 h PO

; 

D
O

SIN
G

Starting dose 10-25 m
g PO

 hs titrating upw
ard as required to 

150 m
g (higher doses rarely required in palliative care)

500 m
cg/kg at night PO

U
N

W
A

N
TED

 EFFEC
TS

Sedation, dry m
outh, delirium

, postural hypotension,  fatigue, 
hyponatrem

ia, headache, urinary retention 

PITFA
LLS/C

O
N

C
ERN

S
m

 
Low

 doses should be used initially in the elderly
m

 
Sedation m

ay affect perform
ance of som

e tasks
m

 
A

void abrupt w
ithdraw

al after discontinuation
m

 
Should not be used w

ith an M
A

O
I, recent m

yocardial
 

infarction, arrythm
ias, m

ania or severe hepatic im
pairm

ent

A
trop

ine 

PH
A

RM
A

C
O

LO
G

Y
A

ntim
uscarinics/anticholinergics such as hyoscin

e 
hyd

rob
rom

id
e, atrop

in
e, g

lycop
yrron

iu
m

/g
lycop

yrrolate, 
hyoscin

e b
u

tyl b
rom

id
e are used prim

arily as sm
ooth 

m
uscle antispasm

odics and antisecretory agents. They are 
used in palliative care for intestinal colic, genitor-urinary 
colic, inoperable bow

el obstruction w
ith colic and respiratory 

secretions at end of life.

H
yoscine hydrobrom

ide and glycopyrronium
/glycopyrrolate 

are less likely to cross the blood-brain barrier as they are less 
lipid-soluble thereby causing less central side-effects (eg. 
delirium

). O
verall efficacy in reducing respiratory secretions at 

end of life is seen in about 1/2  to 1/3 of patients

/
NSET�OF�ACTION����

����M
INUTES�3#

�)-
�)6�

Plasm
a 1⁄2 life:  5-6 hrs 

D
O

SIN
G

0.6-0.8 m
g SC

.  If effective, continue, using q4h and prn. 

U
N

W
A

N
TED

 EFFEC
TS

Blurred vision, cardiovascular effects, dry m
outh, constipation, 

heartburn, urinary retention, delirium
 

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

void concurrent use w
ith prokinetics as atrop

in
e m

ay   
 

block the action of agents such as m
etoclop

ram
id

e
m

 
G

laucom
a m

ay be precipitated in patients at risk 

B
isacodyl 

PH
A

RM
A

C
O

LO
G

Y
Increases bow

el m
otor activity 

O
nset of action: tablets 10-12 hours; 

suppositories 20-60 m
inutes

D
O

SIN
G

5-15 m
g od to bid

6-12 years:  5-10 m
g once daily PO
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U
N

W
A

N
TED

 EFFEC
TS

Intestinal colic (cram
ping), diarrhoea

Carb
am

azep
ine 

PH
A

RM
A

C
O

LO
G

Y
Tim

e to peak: 4-8 hours
Plasm

a 1⁄2 life: 8-24 hours

D
O

SIN
G

100-200 m
g od-bid, increase by 100-200 every 2 w

eeks, 
(usual m

axim
um

 dose 800-1200 m
g in divided doses)

s��,ESS�THAN���YEARS��������M
G�KG���HRS�IN�DIVIDED�DOSES�

   bid or tid PO
s��/

VER���YEARS�������M
G�OD�0/

U
N

W
A

N
TED

 EFFEC
TS

D
row

siness, headache, unsteadiness on feet, dizziness, 
headache, nausea and vom

iting 
m

 
There are m

any drug-drug interactions w
ith anti-epileptics

Carb
ocisteine 

PH
A

RM
A

C
O

LO
G

Y
C

arb
ocistein

e decreases the viscosity of sputum
 secretions

D
O

SIN
G

750 m
g tid

U
N

W
A

N
TED

 EFFEC
TS

O
ccasional gastro-intestinal irritation

PITFA
LLS/C

O
N

C
ERN

S
C

an rarely cause gastro-intestinal bleeding

Chlorp
rom

azine 

PH
A

RM
A

C
O

LO
G

Y
C

h
lorp

rom
azin

e is a phenothiazine antipsychotic w
hich  

selectively antagonizes dopam
ine D

2 receptors in the brain

O
nset of action:  I.M

.:  15 m
inutes;  O

ral:  30-60 m
inutes

Plasm
a 1⁄2 life:  23-37 hours

D
O

SIN
G

O
ral, I.M

:  15-50 m
g 2-4 tim

es/day
C

hildren m
ore than 6 m

onths:  0.5-1 m
g kg/dose 

every 4 to 6 hours PO
 or every 6 to 8 hours IV

or in divided doses q6-q8h IV

U
N

W
A

N
TED

 EFFEC
TS

A
nticholinergic effects:  (constipation, dry m

outh, blurred 
vision, urinary retention).  
Extrapyram

idal sym
ptom

s:  (pseudoparkinsonism
, akathisia, 

dystonias, tardive dyskinesia)
Sedation, orthostatic hypotension, paradoxical agitation/
excitem

ent, restlessness, rash, photosensitivity

Citalop
ram

PH
A

RM
A

C
O

LO
G

Y
It is a highly selective serotonin reuptake inhibitor (SSRI) w

ith 
m

inim
al effects on neuronal reuptake of n

orep
in

ep
h

rin
e 
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(N
E) and dopam

ine (D
A

). It acts as an antidepressant by 
potentiating the serotonergic activity in the C

N
S

D
O

SIN
G

Initial 20 m
g/day PO

 as a single dose in the m
orning or 

evening; 
dose increases should usually occur in increm

ents of 20 m
g 

at intervals of no less than one w
eek; 

m
aintenance, 40 m

g/day PO
;  M

A
X dose 60 m

g/day

U
N

W
A

N
TED

 EFFEC
TS

lightheadedness, syncope, nausea, xerostom
ia, confusion, 

dizziness, som
nolence

Clonazep
am

 

PH
A

RM
A

C
O

LO
G

Y
Benzodiazepines have G

A
BA

-potentiating actions in the C
N

S 
(spinal cord, hippocam

pus, cerebellum
, cerebrum

) thereby 
reducing neuronal activity

O
nset of action:  20-60 m

in PO
Tim

e to peak:  1-3 hours
D

uration of action:  Children 6-8 hours, adults less than 12 hours
Plasm

a 1⁄2 life:  20-60 hours

D
O

SIN
G

A
nxiety and neuropathic pain:  0.25-2 m

g O
D

 or BID
s��,ESS�THAN����KG�OR�LESS�THAN����YEARS�OLD���
   0.01-0.05 m

g/kg/24 hr in divided doses tid PO
; 

s��-
ORE�THAN����KG��

   0.5 m
g/24 hr in divided doses tid  PO

U
N

W
A

N
TED

 EFFEC
TS

Sedation, fatigue, decreased co-ordination, blurred vision, 
m

em
ory im

pairm
ent, hypotension, anxiety, decreased libido, 

depression, headaches, insom
nia, oedem

a

PITFA
LLS/C

O
N

C
ERN

S
m

 
Benzodiazepines used alone in delirium

 w
ill likely  

 
 

exacerbate the condition
m

 
There are som

e drug-drug interactions w
ith benzodiazepines

m
 

A
brupt cessation of long-term

 benzodiazepine therapy  
 

can cause w
ithdraw

al sym
ptom

s
m

 
M

ay cause hypotension
m

 
U

se w
ith caution in severe hepatic disease

Codeine 

PH
A

RM
A

C
O

LO
G

Y
Cod

ein
e is a pro-drug of m

orp
h

in
e.  Its m

etabolites bind to 
the u-opioid receptor providing analgesia.  It is about 1/10 as 
potent as m

orp
h

in
e.  

Cod
ein

e m
ay not provide analgesia if the patient is a poor 

#
90�$

��M
ETABOLISER�OR�IF�ANOTHER�DRUG�SUCH�AS�PAROXETINE�IS�

ACTING�AS�A�#
90�$

��INHIBITOR���
Cod

ein
e also has antitussive properties and w

ill slow
 

gastro-intestinal m
otility and is som

etim
es used in diarrohea

O
nset of action:  

s������TO���HOUR�FOR�ANALGESIA��
s�����HOURS�FOR�ANTITUSSIVE�EFFECT
Tim

e to peak effect:  1-2 hours
D

uration of action:  4-6 hours
Plasm

a 1⁄2 life:  2.5-3.5 hours 
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D
O

SIN
G

Com
m

only it is given in a com
pounded preparation w

ith 
acetam

in
op

h
en

/p
aracetam

ol or another agent w
hich m

ay 
lim

it its use based on “ceiling dose”

A
nalgesia:  30-60 m

g PO
 q 4h

A
ntitussive:  15-30 m

g PO
 q 4h prn

D
iarrhoea:  30-60 m

g PO
 q 4h prn

s��#
HILDREN�M

ORE�THAN���M
ONTHS��

   0.5-1.0 m
g/kg q4h PO

 (m
ax 60 m

g/dose)

U
N

W
A

N
TED

 EFFEC
TS

m
 

Com
m

on initial:  nausea and vom
iting, drow

siness,  
 

 
unsteadiness, delirium

 (transient)
m

 
Com

m
on ongoing:  constipation, nausea and vom

iting
m

 
O

ccasional:  dry m
outh, sw

eating, pruritis, hallucinations,  
 

m
yoclonus

m
 

Rare:  respiratory depression, dependence

PITFA
LLS/C

O
N

C
ERN

S
m

 
C

auses constipation
m

 
Som

e individuals (about 7%
 of C

aucasians) are poor  
 

m
etabolisers of codeine and therefore are unable to  

 
achieve a significant analgesic benefit from

 cod
ein

e
m

 
Because of som

e im
m

ature m
etabolic processes cod

ein
e  

 
m

ay not be appropriate in younger children and infants

D
esip

ram
ine 

PH
A

RM
A

C
O

LO
G

Y
Tricyclic antidepressant that blocks the pre-synaptic uptake 
of serotonin and norepinephrine

O
nset of action:  analgesic effect after 3-7 days; 

up to 30 days for depression
Tim

e to peak plasm
a concentration:  4 h PO

Plasm
a 1⁄2 life:  9-25 h PO

D
O

SIN
G

Starting dose 10-25 m
g PO

 hs titrating upw
ard as required 

to 150 m
g (higher doses rarely required in palliative care)

U
N

W
A

N
TED

 EFFEC
TS

D
ry m

outh, sedation, delirium
, postural hypotension, 

hyponatrem
ia, headache, urinary retention 

PITFA
LLS/C

O
N

C
ERN

S
m

 
Low

 doses should be used initially in the elderly
m

 
Sedation m

ay affect perform
ance of som

e tasks
m

 
A

void abrupt w
ithdraw

al after discontinuation
m

 
Should not be used w

ith an M
A

O
I, recent m

yocardial  
 

infarction, arrythm
ias, m

ania or severe hepatic im
pairm

ent 

D
exam

ethasone 

PH
A

RM
A

C
O

LO
G

Y
D

exam
eth

ason
e decreases inflam

m
ation by changing 

the perm
eability of capillaries and by decreasing neutrophil 

m
igration 

In com
parison to m

any other corticosteroids, d
exam

ethasone 
has high glucorticoid activity but insignificant m

ineralocorticoid 
effect

D
uration of action:  36-54 hours

Tim
e to peak plasm

a:  1-2 hours PO
,  8 hours SC
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D
O

SIN
G

A
norexia:  2-4 m

g PO
 O

D
A

nti-em
etic:  2-4-8 m

g PO
 O

D
 to BID

Raised intracranial pressure:  8-20 m
g PO

 O
D

Spinal cord com
pression:  16 m

g PO
 daily

s�����YEARS��������M
G�BID�0/

�3#
�)6

s������YEARS������M
G�BID�0/

�3#
�)6

s������PLUS	������M
G�BID�0/

�3#
�)6

U
N

W
A

N
TED

 EFFEC
TS

Short term
:  hyperglycem

ia and diabetes m
ellitus, increased 

susceptibility to infection (eg. thrush), m
ental disturbances 

(insom
nia, depression, euphoria, paranoid psychosis), 

peptic ulceration (especially if given w
ith an N

SA
ID

)
Longer term

:  m
uscles w

asting and w
eakness, osteoporosis, 

cushing’s syndrom
e (m

oonface, striae, acne), avascular bone 
necrosis 

PITFA
LLS/C

O
N

C
ERN

S
m

 
M

ay exacerbate or precipitate diabetes m
ellitus

m
 

A
brupt cessation of corticosteroids can precipitate 

 
an adrenal crisis

m
 

If used w
ith N

SA
ID

s there is a high risk of peptic ulceration

D
extrom

ethorp
an 

PH
A

RM
A

C
O

LO
G

Y
Controls cough by depressing the m

edullary cough center

O
nset of action:  15-30 m

inutes
D

uration of action:  A
pproxim

ately 6 hours
Plasm

a 1⁄2 life:  11 hours

D
O

SIN
G

O
ral:  10-20 m

g every 4 hours or 30 m
g every 6-8 hours

1-2 m
g/kg/24 hr in divided doses tid or bid PO

U
N

W
A

N
TED

 EFFEC
TS

Constipation, sedation, nausea, dizziness, respiratory 
depression

D
iazep

am
 

PH
A

RM
A

C
O

LO
G

Y
Benzodiazepines have G

A
BA

-potentiating actions in the C
N

S 
(spinal cord, hippocam

pus, cerebellum
, cerebrum

) thereby 
reducing neuronal activity

O
nset of action:  15 m

in PO
;  im

m
ediate IV

Tim
e to peak:  30-90 m

in PO
D

uration of action:  3-30 hours
Plasm

a 1⁄2 life:  parent drug 20-50 hours; active m
etabolite  

50-100 hours

D
O

SIN
G

A
nxiety:  2-10 m

g PO
 O

D
 to Q

ID
M

uscle spasm
/m

yoclonus:  5-10 m
g  PO

 O
D

A
nti-epileptic:  10 m

g PR/IV
0.3-0.5 m

g/kg/dose PR SC
 IV

U
N

W
A

N
TED

 EFFEC
TS

Sedation, fatigue, decreased co-ordination, blurred vision,  
dizziness, hypotension, anxiety, decreased libido, depression, 
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headaches, insom
nia

PITFA
LLS/C

O
N

C
ERN

S
m

 
Benzodiazepines used alone in delirium

 w
ill likely  

 
 

exacerbate the condition
m

 
There are som

e drug-drug interactions w
ith  

 
 

benzodiazepines
m

 
A

brupt cessation of long-term
 benzodiazepine therapy  

 
can cause w

ithdraw
al sym

ptom
s

m
 

M
ay cause hypotension

m
 

U
se w

ith caution in severe hepatic disease 

D
iclofenac 

PH
A

RM
A

C
O

LO
G

Y
N

SA
ID

s block the synthesis of prostaglandins by inhibiting 
the enzym

e cyclooxgenase.  Through this m
echanism

, N
SA

ID
s 

decrease inflam
m

ation and pain

O
nset of action:  30-60 m

inutes
Tim

e to peak:  1-2 hours
Plasm

a 1⁄2 life:  2 hours

D
O

SIN
G

A
nalgesia:  

50 m
g 3 tim

es/day, m
axim

um
 dose: 150 m

g/day
Rheum

atoid/osteoarthritis:  
150-200 m

g/day in 2-4 divided doses
2-3 m

g/kg/24 hr in divided doses bid or tid PO

N
O

TE: H
ave patient take w

ith food if possible to decrease G
I upset

U
N

W
A

N
TED

 EFFEC
TS

H
eadache, dizziness, itching/rash, fluid retention, abdom

inal 
cram

ps/pain, constipation or diarrhoea, flatulence, indigestion, 
nausea, peptic ulcer/G

I bleed, tinnitus, acute renal failure

PITFA
LLS/C

O
N

C
ERN

S
m

 
M

any of the toxic effects of N
SA

ID
s are related to their  

 
prim

ary m
echanism

 of action (the inhibition of  
 

 
prostaglandin synthesis)

m
 

Com
m

on adverse effects:
�

s�
'

ASTROINTESTINAL�COM
PLICATIONS��

 
 

- 
D

yspepsia
 

 
- 

Peptic ulcer disease
 

 
- 

G
astrointestinal bleeding

�
s�

2ENAL�TOXICITIES�
 

 
- 

A
cute renal failure due to renal vasoconstriction

�
s�

#
ARDIOVASCULAR�

 
 

- 
Possible increased risk of m

yocardial infarction,  
 

 
 

stroke, and new
 onset or w

orsening of hypertension
�

s�
4INNITUS�

 
 

- 
Typically reversible after stopping N

SA
ID

s
�

s�
!

NTIPLATELET�EFFECTS�
 

 
- 

Inhibit platelet aggregation 
 

 
- 

C
an increase risk of significant bleeding for patients  

 
 

 
undergoing surgery, throm

bocytopenic patients
�

�
�

�PLATELET�COUNT��
�������	���OR�PATIENTS�ON��

�
 

 
 

anticoagulant therapy such as w
arfarin

�
s�

2ESPIRATORY�
 

 
- 

C
an precipitate bronchospasm

 or w
orsen asthm

a 
 

 
 

in sm
all percentage of individuals

m
 

N
SA

ID
s should generally be avoided in pediatric patients  

 
w

ith fever due to risk of Reye Syndrom
e.  A

cetam
inop

hen
/  

 
p

aracetam
ol should be used instead
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B
ottom

 Lin
e:  N

SA
ID

s are effective, inexpensive, anti-
inflam

m
atory drugs that are w

ell tolerated in m
ost people 

and can provide significant pain relief.  H
ow

ever, patients w
ith 

significant gastrointestinal problem
s, bleeding risks, or renal 

or cardiac com
prom

ise should be carefully evaluated before 
beginning therapy w

ith N
SA

ID
s.  M

ay need to adjust dose and 
m

onitor renal function for patients w
ith renal com

prom
ise

D
im

enhydrinate 

PH
A

RM
A

C
O

LO
G

Y
Com

petes w
ith histam

ine for H
1-receptor sites on 

effector cells in the gastrointestinal tract, blood vessels,   
and respiratory tract; blocks chem

oreceptor trigger zone,  
dim

inishes vestibular stim
ulation, and depresses  

 
labyrinthine function through its central anticholinergic  
activity
 O

nset of action:  15-30 m
inutes

Plasm
a 1⁄2 life:  3.5 hours

D
O

SIN
G

50-100 m
g every 4-6 hours PO

/IV, m
axim

um
 400 m

g/day
5 m

g/kg/24 hr divided into q4h or q6h PO
/IV

U
N

W
A

N
TED

 EFFEC
TS

m
 

Slight to m
oderate drow

siness/sedation, headache,   
 

dizziness.
m

 
A

nticholinergic effects:  (constipation, dry m
outh, 

 
blurred vision, urinary retention)

m
 

Paradoxical C
N

S stim
ulation 

D
ip

henhydram
ine

PH
A

RM
A

C
O

LO
G

Y
A

cts as an antihistam
ine by com

peting w
ith histam

ine for 
receptor sites (also has antiem

etic and antispasm
otic properties)

Tim
e to peak: 1-3 hours

D
uration of action: 4-7 hours

Plasm
a ½

 life: 5 hours

D
O

SIN
G

25-50 m
g bid to qid PO

1 m
g/kg/dose Q

6H
 PO

/IV (m
ax 300 m

g/day)

U
N

W
A

N
TED

 EFFEC
TS

D
row

siness, dizziness, dryness of the m
outh, nausea, 

nervousness. Rare: blurred vision, vertigo, palpitations, 
thickening of bronchial secretions

D
ocusate 

PH
A

RM
A

C
O

LO
G

Y
A

n em
ulsifying and w

etting laxative w
ith relatively w

eak 
effect on bow

el transit
O

nset of action: 12-72 hours

D
O

SIN
G

Starting dose 100 m
g bid, increasing to 200 m

g bid-tid
s��,ESS�THAN���YEARS��������M

G���HRS�BID�0/
s�����YEARS��������M

G���HRS�in divided doses bid PO
s������YEARS���������M

G���HRS�in divided doses bid PO
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U
N

W
A

N
TED

 EFFEC
TS

D
iarrhoea, unpleasant aftertaste

Fentanyl transderm
al p

atch 

PH
A

RM
A

C
O

LO
G

Y
Fentanyl is a strong opioid analgesic w

hich produces its 
effects predom

inantly via agonist actions at the m
u opioid 

receptor.  The transderm
al patches deliver a steady hourly 

dose of fentanyl by utilizing a rate-lim
iting m

em
brane and 

the ‘tim
e to peak plasm

a concentration’ can be up to 48hrs 
w

hen first applied.  Therefore they should only be used in the 
m

anagem
ent of chronic, m

oderate to severe pain requiring 
around-the-clock opioid therapy after the patient’s opioid 
requirem

ents have been ascertained.  They can be particularly 
useful in situations w

here the patient cannot sw
allow

.  
They are thought to be less constipating than m

orp
h

in
e. 

Fentanyl is less likely than m
orphine to cause adverse effects 

in renal im
pairm

ent.

D
O

SIN
G

The patient’s opioid requirem
ents should have been 

previously stabilized by titrating a shorter acting opioid 
form

ulation.  The strength of the patch to be used should be 
then be determ

ined on this basis of an equianalgesic chart 
specifically for fentanyl tran

sd
erm

al p
atch

 (see exam
ple 

of one in A
ppendix 3).  A

 m
inority of patients m

ay need to 
change the patch every 48hrs.

PITFA
LLS/C

O
N

C
ERN

S
It is not recom

m
ended to attem

pt treat uncontrolled or acute 
pain w

ith fentanyl tran
sd

erm
al p

atch
es.

The patches, w
hen rem

oved, still contain active m
edication 

and should be disposed of as per m
anufacturers instruction. 

If left lying around they m
ay be a danger to children

3EE�M
ANUFACTURER�S�RECOM

M
ENDATION�OR�APPENDIX���FOR�CONVER-

sion to and from
 m

orphine 

U
N

W
A

N
TED

 EFFEC
TS

Pruritus, sw
eating sym

ptom
, nausea, vom

iting, xerostom
ia, 

confusion, dizziness, sedated, urinary retention, constipation

G
ab

ap
entin 

PH
A

RM
A

C
O

LO
G

Y 
Increases G

A
BA

 synthesis but exact m
echanism

 of action 
not fully understood

O
nset of action:  1-3 hours

Tim
e to peak:  2-3 hours PO

Plasm
a 1/2 life:  5-7 hours, (increases w

ith renal failure)
D

uration of action: 8-12 hours

D
O

SIN
G

300 m
g od PO

 increasing to 600-1200 m
g tid 

10-30 m
g/kg/24hrs in divided doses tid PO

U
N

W
A

N
TED

 EFFEC
TS

m
 

Com
m

on: D
row

siness, dizziness, fatigue, ataxia, trem
or,  

 
nystagm

us 
m

 
O

ther: H
eadache, w

eight gain, nervousness, dysarthria, 
 

rhinitis, diplopia, peripheral oedem
a, constipation
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G
lycopyrronium

/glycopyrrolate 

PH
A

RM
A

C
O

LO
G

Y
A

ntim
uscarinics/anticholinergics such as hyoscin

e 
hyd

rob
rom

id
e, atrop

in
e, g

lycop
yrron

iu
m

/g
lycop

yrrolate, 
hyoscin

e b
u

tyl b
rom

id
e are used prim

arily as sm
ooth 

m
uscle antispasm

odics and antisecretory agents.  
They are used in palliative care for intestinal colic, genitor-
urinary colic, inoperable bow

el obstruction w
ith colic and 

respiratory secretions at end of life.

H
yoscine hydrobrom

ide and glycopyrronium
/glycopyrrolate 

are less likely to cross the blood-brain barrier as they are less 
lipid-soluble thereby causing less central side-effects (eg. 
delirium

). O
verall efficacy in reducing respiratory secretions at 

end of life is seen in about 1/2 to 1/3 of patients

/
NSET�OF�ACTION����

����M
INUTES�3#

�)-
�)6������M

IN�0/
D

uration of inhibition of salivation:  7 hours

D
O

SIN
G

0.4 m
g as a single dose SC

. 
Then effective, continue using 0.2 m

g q4h and prn SC
 

4-10 m
cg/kg q6h (m

ax of 200 m
cg/dose) IV/SC

U
N

W
A

N
TED

 EFFEC
TS

Blurred vision, cardiovascular effects, dry m
outh, constipation, 

heartburn, urinary retention, delirium
 

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

void concurrent use w
ith prokinetics as antim

uscarinics  
 

w
ill block the action of agents such as m

etoclop
ram

id
e

m
 

G
laucom

a m
ay be precipitated in patients at risk

H
alop

eridol 

PH
A

RM
A

C
O

LO
G

Y
D

opam
ine-receptor antagonist.  Inhibitory effect on 

the area postrem
a (chem

oreceptor trigger zone).  

In palliative care h
alop

erid
ol has been used for nausea, 

vom
iting, delirium

 and intractable hiccup. 

C
an be given PO

, SC
, IV

O
nset of action:  10-15 m

in SC
; >

1h PO
D

uration of action:  U
sually 24 hours

Plasm
a 1⁄2 life:  13-35 hours 

D
O

SIN
G

A
ntiem

etic:  0.5-2 m
g od at H

S (usual dose 3-5 m
g; 

m
axim

um
 10-20 m

g od H
S or in divided doses/day

A
ntipsychotic/anxiolytic:  0.5-5 m

g bid PO
 or SC

 
0.05-0.15 m

g/kg/24hrs in divided doses bid or tid 
PO

/SC
/IV

U
N

W
A

N
TED

 EFFEC
TS

Extrapyram
idal effects (acute dystonias, pseudoparkinsonism

, 
and akathisia), hypotension, sedation

PITFA
LLS/C

O
N

C
ERN

S
m

 
Should not be used in Parkinson’s disease

m
 

W
atch for extrapyram

idal effects – if present decrease or  
 

discontinue h
alop

erid
ol and treat sym

ptom
s using 
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anticholinergics (benztropine), beta-blockers or  

 
 

benzodiazepines if necessary 

H
yoscine b

utyl b
rom

ide 

PH
A

RM
A

C
O

LO
G

Y
A

ntim
uscarinics/anticholinergics such as hyoscin

e 
hyd

rob
rom

id
e, atrop

in
e, g

lycop
yrron

iu
m

/g
lycop

yrrolate, 
hyoscin

e b
u

tyl b
rom

id
e are used prim

arily as sm
ooth 

m
uscle antispasm

odics and antisecretory agents. They are 
used in palliative care for intestinal colic, genitor-urinary 
colic, inoperable bow

el obstruction w
ith colic and respiratory 

secretions at end of life. H
yoscin

e hyd
rob

rom
id

e and 
g

lycop
yrron

iu
m

/g
lycop

yrrolate are less likely to cross the 
blood-brain barrier as they are less lipid-soluble thereby 
causing less central side-effects (eg. delirium

) 

O
verall efficacy in reducing respiratory secretions at end of 

life is seen in about 1/2 to 1/3 of patients

O
nset of action:  10 m

inutes SC
/IM

/IV
Tim

e to peak plasm
a concentration:  1-2 h PO

 
Plasm

a 1⁄2 life:  5-6 h 

D
O

SIN
G

20 m
g as a single dose SC

If effective, continue, using 20 m
g q4h SC

s��,ESS�THAN���YEARS�������M
G�KG�DOSE�TID�0/

�3#
�)6��

s������YEARS�������M
G�UP�TO�TID�0/

�3#
�)6

U
N

W
A

N
TED

 EFFEC
TS

Blurred vision, cardiovascular effects, dry m
outh, constipation, 

heartburn, urinary retention, delirium
 

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

void concurrent use w
ith prokinetics as antim

uscarinics  
 

w
ill block the action of agents such as m

etoclop
ram

id
e

m
 

G
laucom

a m
ay be precipitated in patients at risk

H
yoscine hydrob

rom
ide 

PH
A

RM
A

C
O

LO
G

Y
A

ntim
uscarinics/anticholinergics such as hyoscin

e 
hyd

rob
rom

id
e, atrop

in
e, g

lycop
yrron

iu
m

/g
lycop

yrrolate, 
hyoscin

e b
u

tyl b
rom

id
e are used prim

arily as sm
ooth 

m
uscle antispasm

odics and antisecretory agents.  
They are used in palliative care for intestinal colic, genitor-
urinary colic, inoperable bow

el obstruction w
ith colic and 

respiratory secretions at end of life. H
yoscin

e hyd
rob

rom
id

e 
and g

lycop
yrron

iu
m

/g
lycop

yrrolate are less likely to cross 
the blood-brain barrier as they are less lipid-soluble thereby 
causing less central side-effects (eg. delirium

). 

O
verall efficacy in reducing respiratory secretions at end 

of life is seen in about 1/2 to 1/3 of patients.

/
NSET�OF�ACTION����

����M
INUTES�3#

�)-
�)6

Plasm
a 1⁄2 life:  5-6 h 

D
O

SIN
G

0.4 m
g as a single dose SC

If effective, continue using 0.3-0.6 m
g q4h SC

s����YEAR���YEARS������M
CG�KG�3#

�)6�AS�SINGLE�DOSE��
s�������M

CG�KG�OVER����HOURS�IN�3#
�OR�)6�INFUSION
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U
N

W
A

N
TED

 EFFEC
TS

Blurred vision, cardiovascular effects, dry m
outh, constipation, 

heartburn, urinary retention, delirium
 

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

void concurrent use w
ith prokinetics as antim

uscarinics  
 

w
ill block the action of agents such as m

etoclop
ram

id
e

m
 

G
laucom

a m
ay be precipitated in patients at risk 

Ib
up

rofen 

PH
A

RM
A

C
O

LO
G

Y
N

SA
ID

s block the synthesis of prostaglandins by inhibiting 
the enzym

e cyclooxgenase.  Through this m
echanism

, N
SA

ID
s 

decrease inflam
m

ation and pain

O
nset of action:  A

nalgesic:  30-60 m
inutes

!
NTIINmAM

M
ATORY��

���DAYS
Tim

e to peak:  1-2 hours
Plasm

a 1⁄2 life:  2-4 hours
A

bsorption:  O
ral:  rapid (85%

)

D
O

SIN
G

Inflam
m

atory disease:  O
ral:  400-800 m

g/dose 3-4 tim
es/day 

(m
axim

um
: 3.2 g/day)

A
nalgesia/pain:  O

ral:  200-400 m
g/dose every 4-6 hours 

(m
axim

um
 2.4 g/day)

5-10 m
g/kg q 8-q12h PO

**H
ave patient take w

ith food if possible to decrease G
I upset

U
N

W
A

N
TED

 EFFEC
TS

D
izziness, headache, fluid retention, nervousness, itching/rash, 

dyspepsia, nausea, vom
iting, heartburn, tinnitus, abdom

inal pain

PITFA
LLS/C

O
N

C
ERN

S
m

 
M

any of the toxic effects of N
SA

ID
s are related to their

 
prim

ary m
echanism

 of action (the inhibition of  
 

 
prostaglandin synthesis)

m
 

Com
m

on adverse effects:
�

s�
'

ASTROINTESTINAL�COM
PLICATIONS��

 
 

- 
D

yspepsia
 

 
- 

Peptic ulcer disease
 

 
- 

G
astrointestinal bleeding

�
s�

2ENAL�TOXICITIES�
 

 
- 

A
cute renal failure due to renal vasoconstriction

�
s�

#
ARDIOVASCULAR�

 
 

- 
Possible increased risk of m

yocardial infarction,  
 

 
 

stroke, and new
 onset or w

orsening of hypertension
�

s�
4INNITUS�

 
 

- 
Typically reversible after stopping N

SA
ID

s
�

s�
!

NTIPLATELET�EFFECTS�
 

 
- 

Inhibit platelet aggregation 
 

 
- 

C
an increase risk of significant bleeding for patients  

 
 

 
undergoing surgery, throm

bocytopenic patients  
�

�
�

�PLATELET�COUNT��
�������	��OR�PATIENTS�ON�ANTICOAGULANT� 

 
 

 
therapy such as w

arfarin
�

s�
2ESPIRATORY�

 
 

- 
C

an precipitate bronchospasm
 or w

orsen asthm
a  

 
 

 
in sm

all percentage of individuals

m
 

N
SA

ID
s should generally be avoided in pediatric patients  

 
w

ith fever due to risk of Reye Syndrom
e.  

 
A

cetam
in

op
h

en
/p

aracetam
ol should be used instead
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B
o

tto
m

 Lin
e:  N

SA
ID

s are effective, inexp
ensive, anti-

inflam
m

atory d
rugs that are w

ell tolerated
 in m

ost p
eop

le 
and

 can p
rovid

e significant p
ain relief.  H

ow
ever, p

atients 
w

ith significant gastrointestinal p
rob

lem
s, b

leed
ing risks, 

or renal or card
iac com

p
rom

ise should
 b

e carefully 
evaluated

 b
efore b

eginning therap
y w

ith N
SA

ID
s.  

M
ay need

 to ad
just d

ose and
 m

onitor renal function for 
p

atients w
ith renal com

p
rom

ise.

Im
ip

ram
ine 

PH
A

RM
A

C
O

LO
G

Y
Blocks the pre-synaptic uptake of serotonin

 and 
norep

inep
hrine

O
nset of action:  analgesic effect after 3-7 days; 

up to 30 days for depression
Tim

e to peak plasm
a concentration:  4 h PO

 
Plasm

a 1⁄2 life:  9-25 h PO
; 

active m
etab

olite n
ortrip

ylin
e 13-93 hours

D
uration of action:  24 h

D
O

SIN
G

Starting dose 10-25 m
g PO

 hs titrating upw
ard as required to 

150 m
g (higher doses rarely required in palliative care)

0.2-0.4 m
g/kg/dose H

S PO

U
N

W
A

N
TED

 EFFEC
TS

A
ntim

uscarinic effects, sedation, delirium
, postural hypoten-

sion, hyponatrem
ia

PITFA
LLS/C

O
N

C
ERN

S
m

 
Low

 doses should be used initially in the elderly
m

 
Sedation m

ay affect perform
ance of som

e tasks
m

 
A

void abrupt w
ithdraw

al after discontinuation
m

 
Should not be used w

ith an M
A

O
I, recent m

yocardial  
 

infarction, arrythm
ias, m

ania or severe hepatic im
pairm

ent 

Levom
ep

rom
azine (M

ethotrim
ep

razine)

PH
A

RM
A

C
O

LO
G

Y
A

 neuroleptic phenothiazine w
hich possesses a broad anti-

em
etic effect as w

ell as antipsychotic, anxiolytic, sedative and 
analgesic properties

O
nset of action: 30 m

inutes
Tim

e to peak: 1-3 hrs PO
, 30-90 m

inutes SC
D

uration of action: 12-24 hours
Plasm

a ½
 life: 15-30 hours

D
O

SIN
G

2.5-10 m
g tid (m

axim
um

 200 m
g/24 hours)

0.1-04 m
g/kg over 24hrs by SC

 infusion

U
N

W
A

N
TED

 EFFEC
TS

D
row

siness, orthostatic hypotension, extrapyram
idal effects, 

dryness of the m
outh, urinary retention in elderly
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Lop
eram

ide

PH
A

RM
A

C
O

LO
G

Y
This is prim

arily a m
u opioid receptor agonist w

hich acts 
locally to reduce intestinal m

otility but does not cross blood/
brain barrier. U

sed to treat diarrhoea, to reduce fecal output 
and to relieve sym

ptom
s of abdom

inal cram
ping

Tim
e to peak: up to 24 hrs

Plasm
a ½

 life: 11 hrs

D
O

SIN
G

4 m
g initially follow

ed by 2 m
g after each loose stool PO

 
(m

ax 16 m
g/day); in cases of ongoing diarrhoea (and w

here 
overflow

 diarrhoea and other treatable conditions have been 
ruled out) a regular dose m

ay be needed bid 
s�������KG�����M

G�TID��
s�������KG�����M

G�BID��
s��-

ORE�THAN����KG�����M
G�TID

U
N

W
A

N
TED

 EFFEC
TS

m
ay cause constipation and overflow

 diarrhoea, drow
siness, 

dry m
outh, nausea and vom

iting, and rarely hyperglycem
ia

Lorazep
am

 

PH
A

RM
A

C
O

LO
G

Y
Benzodiazepines have G

A
BA

-potentiating actions in the C
N

S 
(spinal cord, hippocam

pus, cerebellum
, cerebrum

) thereby 
reducing neuronal activity

O
nset of action:  5 m

in SL; 10-15 m
in PO

Tim
e to peak:  1-1.5 h SL/SC

, 1-6 h PO
D

uration of action:  6-72 h
Plasm

a 1⁄2 life:  12-15 h

D
O

SIN
G

Insom
nia:  0.5 to 2 m

g H
S

A
nxiety:  1 m

g SL/PO
 bid - increase to 6 m

g/24hrs in divided doses
A

gitation:  0.5-2 m
g bid +

 q1h prn PO
/SC

/IV/PR
Status epilepticus:  2-4 m

g SL, SC
 or IV.  Repeat after 15 and 

30 m
inutes if needed

25-50 m
cg/kg (m

ax 1 m
g) as single dose PO

/SL

U
N

W
A

N
TED

 EFFEC
TS

Sedation, fatigue, decreased co-ordination, blurred vision,   
m

em
ory im

pairm
ent, hypotension, anxiety, decreased libido, 

depression, headaches, insom
nia

PITFA
LLS/C

O
N

C
ERN

S
m

 
Benzodiazepines used alone in delirium

 w
ill likely  

 
 

exacerbate the condition
m

 
There are som

e drug-drug interactions w
ith benzodiazepines

m
 

A
brupt cessation of long-term

 benzodiazepine 
 

therapy can cause w
ithdraw

al sym
ptom

s
m

 
M

ay cause hypotension
m

 
U

se w
ith caution in severe hepatic disease

M
egestrol A

cetate 

PH
A

RM
A

C
O

LO
G

Y
It is a synthetic derivative of progesterone, is used to increase 
appetite in selected patients.  The exact m

echanism
 of action 
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in cachexia rem
ains unknow

n

D
O

SIN
G

40-240 m
g up to four tim

es a day PO
 or 800 m

g once daily PO

U
N

W
A

N
TED

 EFFEC
TS

hypertension , rash, sw
eating sym

ptom
, hot sw

eats, 
w

eight gain, diarrhoea, flatulence, indigestion, nausea, 
vom

iting, insom
nia, m

ood sw
ings

Rarely:  D
VT, pulm

onary em
bolism

, adrenal insufficiency

M
ethadone 

PH
A

RM
A

C
O

LO
G

Y
It is a synthetic opioid and is an agonist at the m

u and delta 
receptors.  It is also an N

M
D

A
 antagonist and therefore can be 

a useful opioid to rotate to in cases of neuropathic pain.
O

nset of action: 30 m
inutes

Tim
e to peak: 90 m

inutes
Plasm

a ½
 life: 15 -75 hrs

D
O

SIN
G

(see below
)

U
N

W
A

N
TED

 EFFEC
TS

C
ardiac dysrhythm

ia, hypotension, sw
eating, constipation, 

nausea, vom
iting, (rarely: prolonged Q

T interval, torsades de 
pointes) 

PITFA
LLS/C

O
N

C
ERN

S
The use of m

eth
ad

on
e in the palliative care setting can be 

challenging because of its long half life and subsequent 

accum
ulation.  The appropriate determ

ination of the correct 
conversion ratios from

 other opioids can also be problem
atic. 

W
e w

ould advise that its use should only be undertaken w
ith 

advice from
 a practitioner w

ith experience in its use.  There 
are also m

any m
ore drug-drug interactions w

ith m
eth

ad
on

e 
com

pared to other opioids.  C
aution m

ust be used w
hen 

adding or stopping other m
edications. 

M
etoclop

ram
ide 

PH
A

RM
A

C
O

LO
G

Y
M

etoclop
ram

id
e acts as a com

bined dopam
ine-receptor 

antagonist and 5H
T4-receptor agonist. 

It has prokinetic properties. 
It is used for nausea and vom

iting. 
It can be given PO

, SC
 or IV

O
nset of action:  10-15 m

in SC
; 15-60 m

in PO
D

uration of action: 1 to 2 hours (som
etim

es longer)
Plasm

a 1⁄2 life:  2.5-5 hours 

D
O

SIN
G

5-10-20 m
g PO

/SC
 tid-qid ac m

eals 
0.1 to 0.2 m

g/kg/dose q6h PO
/SC

/IV 

U
N

W
A

N
TED

 EFFEC
TS

Extrapyram
idal side effects (acute dystonias, pseudoparkin-

sonism
, and akathisia), drow

siness, akesthesia (restlessness), 
depression and diarrhoea.
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PITFA
LLS/C

O
N

C
ERN

S
m

 
Serious drug interactions exist

m
 

A
void concurrent use w

ith antim
uscarinics w

hich block  
 

the action of prokinetics such as m
etoclop

ram
id

e 
m

 
U

sed m
ost com

m
only for nausea and vom

iting  
 

 
due to gastric stasis due to its prokinetic properties.

M
idazolam

 

PH
A

RM
A

C
O

LO
G

Y
Benzodiazepines have G

A
BA

-potentiating actions in the 
C

N
S (spinal cord, hippocam

pus, cerebellum
, cerebrum

) 
thereby reducing neuronal activity

O
nset of action:  5-10 m

in SC
; 2-3 m

in IV; 15 m
in sublingual

Tim
e to peak:  30 m

in SC
; 60 m

in PO
D

uration of action:  4 hours
Plasm

a 1⁄2 life:  2-5 hours

D
O

SIN
G

2.5-5 m
g PO

/SC
 STAT and prn

Infusional rate: 10-60 m
g/24 hrs

A
nti-epileptic: 10 m

g SC
100 m

cg/kg SC
 over one m

inute, then if necessary 
300-700 m

cg/kg over 24 hours by continuous 
SC

 infusion

U
N

W
A

N
TED

 EFFEC
TS

Sedation, fatigue, decreased co-ordination, blurred vision,  
m

em
ory im

pairm
ent, hypotension, anxiety, decreased libido, 

depression, headaches, insom
nia

PITFA
LLS/C

O
N

C
ERN

S
m

 
Benzodiazepines used alone in delirium

 w
ill likely  

 
 

exacerbate the condition
m

 
There are som

e drug-drug interactions w
ith benzodiazepines

m
 

A
brupt cessation of long-term

 benzodiazepine 
 

therapy can cause w
ithdraw

al sym
ptom

s
m

 
M

ay cause hypotension
m

 
U

se w
ith caution in severe hepatic disease

M
orp

hine 

PH
A

RM
A

C
O

LO
G

Y
O

pioids such as m
orp

h
in

e act at opioid receptors w
hich 

are found both w
ithin the C

N
S and peripherally. 

M
etabolism

 occurs m
ainly in the liver but can occur in 

other organs including the C
N

S. The m
ajor m

etabolites of 
m

orp
h

in
e are M

3G
 and M

6G
. In the setting of renal failure 

m
orp

h
in

e m
etabolites can accum

ulate and lead to toxicity

M
orp

h
in

e m
ay be given orally, rectally, buccally, SC

, IM
 

and intraspinally. The PO
: SC

/IV m
orp

h
in

e ratio is 2:1.  
M

orp
h

in
e oral preparations com

e in short-acting as w
ell as 

sustained release preparations

Tim
e to peak plasm

a concentration: 15-60 m
in PO

 
(short acting preparations); 10-20 m

in IM
/SC

 
D

uration of action: 3-6 h (short acting preparations); 
8-12-24 h (sustained release preparations)  
Plasm

a 1⁄2 life: 1.5-4.5 h PO
 (short acting preparations)

D
O

SIN
G

A
 dose of m

orphine 2.5 m
g regularly q4h PO

 (or 1 to 2 m
g SC/IV

) 
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and a breakthrough dose every hour, as required (see A
ppendix 1) 

is suitable for an opioid-naive patient.  Further titration w
ill be 

required and the effective dose w
ill vary

s��3TARTING�DOSES�FOR�OPIOID�NAÕVE�INFANTS�LESS�THAN���M
ONTHS�� 

   0.01 m
g/kg q4h SC

/IV, or 0.02 m
g/kg q4h PO

s��3TARTING�DOSE�FOR�OPIOID�NAÕVE�INFANTS�CHILDREN�M
ORE�

   than 6 m
onths: 

   0.02 m
g/kg q4h SC

/IV, or 0.04 m
g/kg q4h PO

U
N

W
A

N
TED

 EFFEC
TS

m
 

Com
m

on: Constipation, dry m
outh, sw

eating 
m

 
Com

m
on (usually tem

porary): Sedation, nausea/vom
iting

m
 

Rare: Pruritis/urticaria, urinary retention, hallucinations/ 
 

delirium
, respiratory depression

PITFA
LLS/C

O
N

C
ERN

S
m

 
A

 laxative should be prescribed routinely w
hen a patient  

 
is on an opioid

m
 

A
n anti-em

etic should be ordered at least prn for use  
 

during the first w
eek w

hen starting opioid therapy 
 

(this side-effect usually resolves how
ever over tim

e)
m

 
H

epatic failure severe enough to increase the pro- 
 

 
throm

bin tim
e m

ay result in an increased plasm
a halflife  

 
of m

orp
h

in
e

m
 

W
arn patients about the possibility of initial drow

siness 
m

 
In the setting of renal failure accum

ulation of m
orphine  

 
m

etabolites can som
etim

es occur causing opioid neuro 
 

toxicity

N
ap

roxen 

PH
A

RM
A

C
O

LO
G

Y
N

SA
ID

s block the synthesis of prostaglandins by inhibiting 

the enzym
e cyclooxgenase.  Through this m

echanism
, N

SA
ID

s 
decrease inflam

m
ation and pain

O
nset of action:  A

nalgesic: 1 hour;  
A

nti-inflam
m

atory: 2 w
eeks

Tim
e to peak: 1-4 hours

Plasm
a 1⁄2 life: 12-17 hours

D
O

SIN
G

250-500 m
g PO

/PR bid
5-7 m

g/kg q 12h PO

N
O

TE: H
ave patient take w

ith food if possible to decrease G
I upset

U
N

W
A

N
TED

 EFFEC
TS

D
izziness, drow

siness, headache, itching/rash, fluid retention, 
diarrhoea, dyspepsia, heartburn, tinnitus

PITFA
LLS/C

O
N

C
ERN

S
m

 
M

any of the toxic effects of N
SA

ID
s are related to their

 
prim

ary m
echanism

 of action (the inhibition of  
 

 
prostaglandin synthesis)

m
 

Com
m

on adverse effects:
�

s�
'

ASTROINTESTINAL�COM
PLICATIONS��

 
 

- 
D

yspepsia
 

 
- 

Peptic ulcer disease
 

 
- 

G
astrointestinal bleeding

�
s�

2ENAL�TOXICITIES�
 

 
- 

A
cute renal failure due to renal vasoconstriction

�
s�

#
ARDIOVASCULAR�

 
 

- 
Possible increased risk of m

yocardial infarction,  
 

 
 

stroke, and new
 onset or w

orsening of hypertension
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�
s�

4INNITUS�
 

 
- 

Typically reversible after stopping N
SA

ID
s

�
s�

!
NTIPLATELET�EFFECTS�

 
 

- 
Inhibit platelet aggregation 

 
 

- 
C

an increase risk of significant bleeding for patients  
 

 
 

undergoing surgery, throm
bocytopenic patients

�
�

�
�PLATELET�COUNT��

�������	��OR�PATIENTS�ON�ANTICOAGULANT�
 

 
 

therapy such as w
arfarin

�
s�

2ESPIRATORY�
 

 
- 

C
an precipitate bronchospasm

 or w
orsen asthm

a 
 

 
 

in sm
all percentage of individuals

m
 

N
SA

ID
s should generally be avoided in pediatric patients  

 
w

ith fever due to risk of Reye Syndrom
e.  

 
A

cetam
in

op
h

en
/p

aracetam
ol should be used instead

B
o

tto
m

 Lin
e: N

SA
ID

s are effective, in
exp

en
sive, anti-

inflam
m

atory drugs that are w
ell tolerated in m

ost people 
and can provide significant pain relief.  H

ow
ever, patients w

ith 
significant gastrointestinal problem

s, bleeding risks, or renal 
or cardiac com

prom
ise should be carefully evaluated before 

beginning therapy w
ith N

SA
ID

s.  M
ay need to adjust dose and 

m
onitor renal function for patients w

ith renal com
prom

ise.

O
ctreotide 

PH
A

RM
A

C
O

LO
G

Y
Synthetic analogue of som

atostatin

Inhibits secretions in the gastro-enteropancreatic system
. 

Reduces splanchnic blood flow
, G

I m
otility, gastric/pancreatic/

sm
all bow

el secretions

O
nset of action:  30 m

inutes
Tim

e to peak:  30 m
inutes SC

D
uration of action:  8 hours

Plasm
a 1⁄2 life:  1.5 hours SC

D
O

SIN
G

200 m
cg-500 m

cg in divided doses (bid or tid) SC
 

or 300-1200 m
cg/24hrs by SC

 infusion
1-10 m

cg/kg/24h or in divided doses q12-q24h SC

U
N

W
A

N
TED

 EFFEC
TS

Sinus bradycardia, hyperglycem
ia, abdom

inal pain, constipa-
tion, nausea, flatulence, dry m

outh, flushing 

O
lanzap

ine 

PH
A

RM
A

C
O

LO
G

Y
A

typical antipsychotic.  D
opam

ine-receptor and 5H
T2A

-
receptor antagonist.  Com

pared w
ith typical antipsychotics 

(eg. h
alop

erid
ol) the incidence of drug-induced m

ovem
ent 

disorders is less.  It is used in palliative care for delirium
 and nausea. 

Tablets and dispersible tablets exist

O
nset of action:  hours to days

D
uration of action:  12 to 48 hours (som

etim
es longer)

Plasm
a 1⁄2 life:  34 hours 

D
O

SIN
G

m
 

A
gitation:  2.5 m

g PO
 H

S and prn 
 

(increase if necessary to 5-10 m
g)
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m
 

A
nti-em

etic: 1.25-2.5 m
g PO

 H
S and q2h prn 

 
(increase to 5 m

g PO
 H

S if necessary)

U
N

W
A

N
TED

 EFFEC
TS

Sedation, w
eight gain, hypotension, dry m

outh, constipation, 
agitation, peripheral oedem

a, lightheadedness 

PITFA
LLS/C

O
N

C
ERN

S
m

 
M

ay cause orthostatic hypotension
m

 
Should not be used in Parkinson’s disease

m
 

W
atch for extrapyram

idal effects (EPS) – if present
 

decrease or discontinue and treat EPS sym
ptom

s
 

using anticholinergics (benztropine), beta-blockers 
 

or benzodiazepines if necessary
m

 
D

rug interactions exist 
m

 
Increased of risk cerebrovascular adverse events and  

 
death in elderly patients w

ith dem
entia

O
ndansetron 

PH
A

RM
A

C
O

LO
G

Y
5H

T
3 -receptor antagonist

O
nset of action:  30 m

in PO
,  5 m

in IV
Tim

e to peak:  1-2 hours PO
D

uration of action:  12 hours
Plasm

a 1⁄2 life:  3-5 hours

D
O

SIN
G

4-8 m
g every 8-12 hours

0.15 m
g/kg/dose q8h IV/PO

 (m
ax 8 m

g/dose)

U
N

W
A

N
TED

 EFFEC
TS

Com
m

on: Constipation, headache
Rare: D

ystonic reaction, sensation of w
arm

th or flushing, hiccup 

O
xycodone 

PH
A

RM
A

C
O

LO
G

Y
O

xycod
on

e hyd
roch

lorid
e is an opioid analgesic w

ith 
several actions qualitatively sim

ilar to those of m
orp

h
in

e 
although the tw

o drugs m
ay act on different opioid receptors

O
nset of action:  20-30 m

inutes
Tim

e to peak:  1-1.5 hrs
D

uration of action:  3.5 hrs
Plasm

a ½
 life:  4-6 hrs 

D
O

SIN
G

starting dose in opioid naïve adult: 
2.5 to 5 m

g every 6 hrs as needed and then titrate 
(see m

orp
h

in
e titration in ‘Pain’ section)

Starting dose in opioid naïve children: 
0.2 m

g/kg every 6 hrs and then titrate
(see m

orp
h

in
e titration in ‘Pain’ section)

For conversion to m
orphine and other opioids see Appendix 3

U
N

W
A

N
TED

 EFFEC
TS

Lightheadedness, pruritus, constipation, nausea, vom
iting, 

dry m
outh, drow

siness, rarely hypotension, and in overdose, 
respiratory depression.
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Phenytoin 

PH
A

RM
A

C
O

LO
G

Y
O

nset of action:  IV 0.5-1 h
Tim

e to peak:  4-8 hours
Plasm

a 1⁄2 life:  9-40 hours

D
O

SIN
G

Loading dose 15-20 m
g/kg oral in 3 divided doses every 

2-4 hours; m
aintenance dose 300 m

g/day 
(range 200-1200 m

g/day)
4-8 m

g/kg/24hrs PO
 in divided doses bid or tid

U
N

W
A

N
TED

 EFFEC
TS

N
ausea, vom

iting, nystagm
us, delirium

, dizziness, ataxia
altered speech, gingival hypertrophy and acne 
m

 
There are m

any drug interactions w
ith anti-epileptics 

Phenob
arb

ital 

PH
A

RM
A

C
O

LO
G

Y
O

nset of action:  60 m
in

Tim
e to peak:  4-12 hours

D
uration of action:  10-12 hours

Plasm
a 1⁄2 life:  72-144 hours

D
O

SIN
G

0HENOBARBITAL�������3#
�)6�Q�H��

�PRN�
s�������M

G�KG�)6�OR�0/
��

s��&OLLOW
ED�BY����M

G�KG�DAY�)6�3#
�OR�0/

Prochlorp
erazine

PH
A

RM
A

C
O

LO
G

Y
A

cts as a dopam
ine antagonist and blocks dopam

ine 
(D

1 and D
2) receptors in the brain  

O
nset of action: 

 
O

ral:  30-40 m
inutes

 
Parenteral:  10-20 m

inutes
 

Rectal:  60 m
inutes

D
uration of action:  

 
Parenteral and oral-extended release:  12 hours

 
Rectal and oral im

m
ediate release:  3-4 hours

Tim
e to peak:

 
Plasm

a 1⁄2 half:  O
ral: 3-5 hours,  parenteral: 7 hours

D
O

SIN
G

5-20 m
g q6h PO

/IV or 25 m
g q6h PR

C
hildren m

ore than 10 kg or m
ore than 2 years: 

0.4 m
g/kg/24 hr in divided doses tid or qid PO

/PR

U
N

W
A

N
TED

 EFFEC
TS

m
 

A
nticholinergic effects: (constipation, dry m

outh, 
 

blurred vision, urinary retention) 
m

 
Extrapyram

idal sym
ptom

s: (pseudoparkinsonism
,  

 
 

akathisia, dystonias, tardive dyskinesia)
m

 
Sedation, orthostatic hypotension, paradoxical agitation/ 

 
excitem

ent, restlessness, rash, photosensitivity
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R
isp

eridone

PH
A

RM
A

C
O

LO
G

Y
A

typical antipsychotic.  
D

opam
ine-receptor and 5H

T
2A - receptor antagonist

Com
pared w

ith typical antipsychotics (eg. h
alop

erid
ol) the 

incidence of drug-induced m
ovem

ent disorders is less  

O
nset of action:  hours to days

D
uration of action:  12 to 48 hours (som

etim
es longer)

Plasm
a 1⁄2 life:  24 hours 

D
O

SIN
G

Starting:  0.5 m
g PO

 BID
 and prn

Increase by 0.5 m
g PO

 BID
 every other day

U
N

W
A

N
TED

 EFFEC
TS

H
eadache, agitation, anxiety, insom

nia, m
ovem

ent disorders, 
sedation, fatigue, dizziness, im

paired concentration, 
blurred vision, dyspepsia, nausea and vom

iting, constipation, 
urinary incontinence, rhinitis

PITFA
LLS/C

O
N

C
ERN

S
m

 
Increased of risk cerebrovascular adverse events and  

 
death in elderly patients w

ith dem
entia

m
 

M
ay cause orthostatic hypotension

m
 

Should not be used in Parkinson’s disease
m

 
W

atch for extrapyram
idal effects (EPS) - if present  

 
 

decrease or discontinue and treat EPS sym
ptom

s  
 

 
using anticholinergics (benztropine), beta-blockers or  

 
benzodiazepines if necessary

m
 

D
rug interactions exist 

Senokot

PH
A

RM
A

C
O

LO
G

Y
Stim

ulant laxative
O

nset of action:  8-12 hrs

D
O

SIN
G

15 m
g hs increasing up to 15 m

g bid
s�����YEARS�ONE�HALF�DAILY�TO�ONE�TAB�BID�0/
s������YEARS�ONE�TAB�DAILY�TO�TW

O�TABS�BID�0/

U
N

W
A

N
TED

 EFFEC
TS

M
ay discolour urine or feces, diarrhoea, intestinal colic

Tram
adol

PH
A

RM
A

C
O

LO
G

Y
It is a centrally-acting synthetic opioid analgesic.  It inhibits 
reuptake of norepinephrine and serotonin.

O
nset of action:  30 m

inutes
Tim

e to peak:  2 hrs
D

uration of action:  4-6 hrs
Plasm

a ½
 life:  6 hrs

D
O

SIN
G

50-100 m
g po every 4-6 hours (m

ax 400 m
g/day) 

U
nw

anted Effects: Pruritus, constipation, nausea, vom
iting, 

dizziness, headache, som
nolence

s��.
OT�RECOM

M
ENDED�IN�CHILDREN�UNDER����YEARS�

s��/
VER����YEARS�������M

G�BID�0/
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Tranexam
ic A

cid

PH
A

RM
A

C
O

LO
G

Y
Inhibits the breakdow

n of fibrin clots

Tran
exam

ic acid
 has been used PO

, topically and IV 

It accum
ulates in renal failure

D
uration of action:  24 h

Plasm
a 1⁄2 life:  2 h 

D
O

SIN
G

500-1000 m
g tid PO

/IV
Topical solution 500 m

g in 5 m
ls soaked in gauze – 

apply for 10 m
inutes

s�������M
G�KG�DOSE�BID�TO�TID�)6��

s�����M
G�KG�DOSE�TID�TO�QID�0/

U
N

W
A

N
TED

 EFFEC
TS

N
ausea, vom

iting, diarrhoea, disturbance in colour vision, 
hypotension (IV

), throm
bo-em

bolism

PITFA
LLS/C

O
N

C
ERN

S
m

 
In patients w

ith hem
aturia there is a risk of ureteric   

 
obstruction and retention

m
 

There exist serious drug interactions w
hich can increase  

 
the risk of throm

bosis

Trazodone

PH
A

RM
A

C
O

LO
G

Y
Trazod

on
e hyd

roch
lorid

e is an antidepressant w
ith 

unknow
n m

echanism
 of action, how

ever it show
s selective 

inhibition of serotonin uptake by brain synaptosom
es 

D
O

SIN
G

150 m
g/day PO

 in divided doses; m
ay increase dosage by 

50 m
g/day every 3-4 days;  m

ax dosage 400 m
g/day

U
N

W
A

N
TED

 EFFEC
TS

sw
eating, constipation, diarrhoea, nausea, vom

iting, 
xerostom

ia, dizziness, headache, insom
nia, lethargy, m

em
ory 

im
pairm

ent, som
nolence, blurred vision



214 Self care checklist

The follow
ing list is intended to rem

ind and encourage 
professional caregivers to pay attention to the physical, 
em

otional, social, and spiritual w
ays they are caring for 

them
selves w

hile they are caring for others:

m
 

M
aintain a w

ell-balanced diet
m

 
G

et adequate sleep (ideally 6-8 hrs/day)
m

 
Participate in regular exercise 

 
(at least 15-20 m

inutes/day – 3 days/w
k)

m
 

Find balance betw
een w

ork and personal life
m

 
Set aside regular tim

es to do things you enjoy
m

 
A

ccess m
em

bers of health care team
 for support

m
 

A
ccess social support netw

orks
m

 
Take tim

e for rest and relaxation
m

 
A

ttend to your ow
n health needs

m
 

Explore healthy strategies to cope w
ith stress

m
 

A
ccess positive outlets to process em

otions 
 

and experiences
m

 
A

ccess resources to support spiritual needs
m

 
A

cknow
ledge w

hat you are doing w
ell in your 

 
caregiving

m
 

Set m
anageable short term

 and long term
 

 
self-care goals

 

Personal N
otes
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