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6 Guidance on Prescribing

Emergency Supply of PoM at Patient’s Request'

The Medicines (Products Other Than Veterinary
Drugs) (Prescription  Only) Order 1983, as
amended. allows exemptions from the Preseription
Only requitements for emergency supply to he
made by a person lawfully conducting a retail phar-
macy business provided:

() that the pharmacist has interviewed the person request-
ing the prescription-onfy medicine and is satistiod:
(i) that there is immediate need for the prescription-only
medicine and that it is impracticable in the circom-
stances to obtain a preseription withow undue delay:
(i) that treatment with the preseription-only medicine
has on a previous occasion been preseribed by a doctor’
for the person requesting it:
tiii) as to the dose which it would he appropriate for the
person to take:
(h) that no greater quantity shall be supplied than will pro-
vide five days’ tremtment  except  when  the
prescription-only medicine is: .
(i) an cintment. cream. or preparation for the reficf of
asthma in an acrosol dispenser when the smallest pack can
be supplied:
(ii) an oral contraceptive when a full cycle may he supplied:
(i) an antibiotic in liquid form for oral administration
when the smallest quantity that will provide a full course of
treatment can be supplicd:
(c) that an entry shall be made in the prescription book
stating:
(i) the date of supply:
Gi) the name, quantity and, where appropriate,  the
pharmaceuticnl form and strenpth;
(i) the name and address of the patient;
(iv) the natre of the emergency:

For emergency supply at the request of a doctor see
Medicines, Ethies and Practice, No. 12, London, Phar-
maceutical Press, 1994 (and subscquent editions as
available).

2. The doctor must be a UK-registered doctor.

{ly that the container or package must be labelled to show:

(i} the date of <upply: .

¢y the pame, quantity  and,  where  appropriate,  the

pharmacewical form and <tirength:

{iii) the name of the patient;

{iv) the name and address of the pharmacy;

(v) the words “Emergency supply”.
{c) that the prescription-only medicine is not a substance
specifically excluded from the emerpency supply provi-
sion, and does aot contain a Controlled Drug specified in
schedules 1, 2, or 3 to the Misuse of Drugs Regulations
1985 except for phenobarbitone or phenobarbitone sod-
ium for the wreatment of epilepsy: for details sec Medi-
cines,  Ethies  and  Practice,  No. 12, London,
Pharmiaceutical Press. 1994 (and subsequent editions as
available).

ROYAL PHARMACEUTICAL SOCIETY'S GUIDELINES
(1) The' pharmacist should consider the medical
consequences, if any. of not supplying.

(2) The pharmacist should identify the patient by
means of documentary evidence and/or personal
knowledge.

(3) The doctor who prescribed on a previous occa-
sion should be identified and contacted, if possible.
(4) The patient should be asked whether the doctor
has stopped the treatment.

(5) The patient should be asked whether any other
medicine is heing taken at the same time to check
drug interactions.

(6) An cmergency supply should not be made if the
item requested was prescribed previously more
than six moaths prior to the request. Variations may
be made in the case of illnesses which occur infre-
quently. e.g. hay fever, asthima attack. or migraine.
(7) Consideration should be given to providing less
than five days™ supply if this is justified.

(8) Labelling should be clear and legible and there
should be some suitable identification of emer-
gency supply entries in the prescription book.";%

N

is given in brackets.

Plasma concentrations in the BNF are expressed in mass units per litre (e.g. mg/litre).
The approximate equivalent in terms of amount of substance units (e.g. micromol/litre)

Approximate Conversions and Units

h kg stones kg ml Moz
1 045 1 6.35 50 1.8
2. 091 2 1270 100 35
3136 3 1905 150 53
4 181 4 2540 200 7.0
5 227 5 375 500 176
6 272 6 3810 1000 352
7 318 7 445
8 363 8 50.80
9 408 9 57.15
10 4.54 10 63.50
1 499 " 09.85
12 544 12 76.20
13 590 13 82.55
14 635 14 88.90

: 15 92.95

Mass

I kitogram (kg)

| gram (g)

1 milligram (mg)
1 microgram

= 1000 grams (g)

= 1000 miftigrams (mg)
= 1000 micrograms

= 1)) nanograms

| nanogram = 1000 picograms
Volume
I litre = 1000 millilitres (ml.)

1 millifitre = {000 microlitres
I pint ~ 568 mf.

Other units

1 kilocatorie tkeal) =4186.8 joules ()}

{000 Kitocalories (keal) = 4.IR68 megajoules (M))
| megajoule (MJ) = 238.8 kilocalories (kcal)
I millimetre of mercury (mmHg)= 133.3 pascals (Pa)

| kilopascal (kPa) = 7.5 mmHg (pressure)
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Controlled Drugs and Drug Depender

Controlled Drugs and Drug

Dependence

PRESCRIPTIONS. Preparations which are subject o
the prescription requirements of the Misuse of
gs Regulations 1985, i.e. preparations specitied
in schedules 2 and 3, are distinguished throughout
the BNF by the symbol CD (Controlled Drugs).
The principal legal requirements relating (o
dical prescriptions are listed below.
Prescriptions ordering Controlled Drugs subject
o prescription requirements must be signed and
dated" by the prescriber and  specify the
prescriber’s address. The prescription must always
state in the prescriber’s own handsvriting® in ink o1
otherwise so 4s to be indelible:
1. The name and address of the patient;
2. In the case of a preparation, the form® and where
appropriate the strength” of the preparation:
3. The total quantity of the preparation. or the
number of dose units, in both words and figures:
4. The dose”
A prescription may order a (onlrullui Drug to be

dispensed by instalments; the amount of the,

instalments and the intervals to be observed must
be specified.® Prescriptions ordering ‘repeats’ on
the sume form are not permitted.

It is an offence for a doctor to issue an
incomplete prescription and a pharmacist 1s not
allowed to dispense a Controlled Drug unless ail
the information required by law is given on the
preseription. Failure to comply with the regulations
concerning the writing of prescriptions will result
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HUconvenience to paticnts and delay supplytong
the necessary medicine

DEPENDENCE AND Mistst The presalence of drug
dependence and  snisuse dn Great Britam,
partcularly amoungst youi

give va for concern o teachers, socal workets.
and the police, as> well as doctors

The most serious drugs of addiction are diamor-
phine (heroin), morphine, and the synthetic opio-
ids; iilicit cocaine is now abo a problem.

Despite marked reduction in the presenibing of
amphetamines there iy concern that abuse of
iliculy  produced  amphetamine  and - related
compounds is widespread

The principal barbiturates are now Controlled
Drugs. but phenobarbitone and  pheiobarbitone
sodium or a preparation containing either of these
are exempt from the handwriting requirement but
must fultil all other controlled drug prescription
requireinents (important: the own handwnng
caemption  does not apply  to the  daler a
computer-generated date need not be deleted but
the date must also be added by the prescribery.
Morcover.  for  the  dreaiinent  of  eptepsy
pheaobarbitone and  phencharbitone sedium are
available under the emergency supply icgulaiions
(p. o)

Cannabis (indian  hempy has no approved
medicinal use and cannot be prescribed by doctors
texcept under licence from the Home Secretary)
Its use is illegal but has become widespread n
certain sections ot society. Canuabis is a mild
hallucinogen seldom accompanied by 4 desire 0
merease  the dose:r withdrawal - symptoms - are
unusual. Lysergide (lyserpie acid diethylaimide,

A prescription 1s valid tor 13 weeks tomy the date
stuted thereon
Uinfess the preseriber has been specitically oxempted
from  this requirement o unfess the prescription
cuntatits no controlled diug other than phenoburbitone
ot phenobarbitone sadium or a preparation contanuy
cither of these. The exemption does not upply 1o the
dates w computer generated daie need not be deleted
but the dute must also be added by the prescriber.
The dosage fornn (e g tabletsy must be included ona
Controiled Diugs prescipion inespective of whether
s dmphicit e the propictary naine oy Fentiate
Dospan ™y or of whicther only ohe toim s avatlable
When mere than one stiength ol a picpatation exisis
e stength requiied st be speaihied
Fhe instiuction “one ds diiccted” comiitites o dose but
“us dinected” does aot
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8 Guidance on Prescribing

LSD) is a much more potent hallucinogen: its use
can lead to severe psychotic states in which life
may be at risk.

PRESCRIBING DRUGS LIKELY TO CAUSE DEPENDENCE
stist. The prescriber has three main respons

I. To avoid creating depend by introducing
drugs to patients without sufficient reason. In this
context, the proper use of the morphine-like drugs
is well understood. The dangers of other controlled
drugs are less clear hecause recognition of depend-
ence is not easy and its effects, and those of with-
drawal. are less obvious. Perhaps the most notable
result of uninhibited prescribing is that a very large
number of patients in the country take tablets
which do them neither much good nor much harm,
but are committed to them indelinitety because
they cannot readily be stopped.

2. To sec that the patient does not gradually
increase the dose of a drug. given for good medical
reasons, to the point where dependence becomes
more likely. This tendency is seen especially with
hypnotics and anxiolytics (for CSM advice see sec-
tion 4.1). The prescriber should keep a close eye on
the amount prescribed to prevent patients from
accumulating stocks that would enable them to
arrange their own dosage or even that of their fami-
lies and friends. A minimal amount should be pre-
scribed in the first instance, or when seeing a new
patient for the first time.

3. To avoid being used as an unwitting source of
supply for addicts. Methods include visiting more
than one doctor, fabricating stories. and forging
prescriptions. A doctor should therefore be wary of
prescribing for strangers and may be able to get
information about suspected opioid addicts from
the Home Office (for details see p. 9).

Patients under temporary care should be given
only small supplics of drugs unless they present an
uncquivacal Ietter from their own doctorss. Doctors
should also remember that their own patients may
be doing a collecting round with other doctors,
especially in hospitals. It is sensible to decrease
dosages steadily or to issue weekly or even daily
prescriptions for small amounts if it is apparent that
dependence is occurring.

The stealing and misuse of prescription forms
could be minimised by the following precautions:

(a) do not leave unattended if called away from the con-
sulting room or at reception des o not leave in a
car where they may be visibie: when not in use, keep
in a locked drawer within the surgery and at home:

(b) draw a diagonal line across the blank part of the form
under the prescription;

(c) write the quantity in words and figures when pre-
scribing drugs prone to abuse; this is obligatory for
controlled drugs (see Prescriptions. above):

(d) alterations are best avoided but if any are made they
should be clear and unambiguous: add s against
altered items:

tions are left for collection they should be
safe place in a scaled envelope.

TRAVELLING ABROAD. Prescribed drugs listed in
schedules 4 and 5 to the Misuse of Drugs Regula-
tions 1985 are not subject to import or export
licensing but doctors are advised that patients
intending to carry Schedule 2 and 3 drugs abroad
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may require an export licence. This is dependent
upon the amount of drug to be exported and further
details may be obtained from the Home Office by
telephoning 071-273  3806. Applications for
licences should be sent to the Home Office, Drugs
Branch, Qucen Anne's Gate, London SW1H 9AT.

There is no standard application form but
applications must be supported by a letter from a
doctor giving details of:

the patient’s name and current address:
the qua s of drugs to be carried;
the strength and torm in which the drugs will be
dispen
the dates of travel to and from the United Kingdom.
Ten days should be aflowed for processing the
application.

Individual doctors who wish to take Controlled
Drugs abroad while accompanying patients, may
similarly be issued with licences. Licences are not
normally issued to doctors who wish to take
Controlled Drugs abroad solely in case a family
emergency should arise.

These import/export licences for named
individuals do not have any legal status outside the
UK and are only issued to comply with the Misuse
of Drugs Act and facilitate passage through UK
Customs control. For clearance in the country to be
visited it would be necessary to approach that
country's embassy or High Commission in the UK.

The Misuse of Drugs Act, 1971

This Act was passed in 1971 to provide more flexi-
ble and more comprehensive control over the mis-
use of drugs of all kinds than was possible under
the carlier Dangerous Drugs Act. The Act as
amended prohibits certain activities in relation to
‘Contr®lled Drugs’, in patticular their manufacture,
supply. and possession. The penalties applicable to
offences involving the “different drugs are graded

O A RN 1

broadly according to the harmfulness attributable - ;

to a drug when it is misused and for this purpose
the drugs are defined in the following three classes:

Class A includes: alfentanil, cocnine'ldcxlromommide,
diamorphine (heroinf, dipipanong lysergide (LSD),
mcthadone, morphine, opium, pethidine. phencyclidine,
and class B suhstances when prepared for injection

Class B includes: oral amphetamines. barbilurates,
cannabis. cannabis resin, codeine, ethylmorphine, glu-
tethimide, pentazocine, phenmetrazine, and pholcodine
Class C includes: certain drugs related to the amphet-
amines such as benzphetamine and chlorphentermine,
buprenorphine,  diethylpropion. mazindol, mepro-
bamate, pemoline, pipradrol, and most benzodiazepines

The Misuse of Drugs Regulations 1985 define
the classes of person who are authorised to supply
and possess controlled drugs while acting in their
professional capacities and lay down the conditions
under which these activities may be carried out. In
the regulations drugs are divided into five
schedules each specifying the requirements
governing such activities as import, expor,
production, supply. possession, prescribing, and
record keeping which apply to them.




Controlled Drugs Y

—_—

- Sehedule 1 includes drugs such as cannabiy and lysergide
which are ot used medicinally. Possession and supply
are prohibited except in accordance with Home Gfiive

~guthority

Schedule 2 includes drugs such as digmorphine theroimn.

- morphine. pethidine,  quinaibarbuone, glutethinide.

= amphetamine, and cocaine and are subject o the Tull

L eontrolled drug requireiients relating (o presciiptions
safe custody, the need to Keep registers, e (unless

5 exempted in schedule 55

-Schedule 3 includes the barbiturates fexcept guinalbarbi-
lone, now schedule 2), buprenurphine, dicthylpropion.
mazindo!, meprobamate, pentazocine, und phentermine
They are subject to the spe iul prescriplion reguire-
ments (except for phenobarbitone. see p. 74 but not w
the safe custody requirements (except tor bupren
orphine and dicthylpropion) nur to the need o keep reg
isters (although there are requirements for the retention
of invoices for 2 years).

Schedule 3 includes 34 bensodiazepines and penobine
which are subject Lo mintmal control. 1n particulur, con-
trolled drug prescription requireneitts do not wpply and
they are not subject (o safe custody.

Schedule 5 includes those prepasations which. because
their strength, are exempt trom virtwally all Controlled
Drug requirements other than retention of invoiees tor
WO yeurs.

Notification of Addicts

The Misuse of Drugs (Nutification of and Supply
to Addicts) Regulations 1973 require that any doc
tor who atiends a person who the doctor considers
or has reasunable grounds o suspect. s addicted 1©
any of the 14 notifiabic drugs (see below shall
within seven days of the atiendance. tuimish in
writing particulars of that person e

Chief Medical Officer.

Home Otfice, Drugs Branch,
Queen Anne’s Gate,

London SW TH YAT.

The drugs to which the Regulations apply arc:

ocaine Methadone
Dentromoramide Morphine
Diamarphme Opiuin
Dipipanone Oxnyeodone
Hydrocodone Pethidine
Hydromorphone Phenazocine
Levorphanol Pirrannde

Note. Dipipanone i only le ally available s breonal
Tublets. These have been much misused by opiond addicts
in recent years: only medical practioners with a ~pecial
licence may now prescribe them foi addicts 1o teat addn
tion. Doctors and others should be suspicious o young
people who ask for them, espedially as nperacy 1ot
dents.

Particulars' o be notified w e Chiet Medieal
Officer are:

Name and address

Sex

Date of birth

National Health Service aumber tn Kitowiry

Date of attendance

Nume of drugs ot addiction

Whether paticnt injects any drug owhethier or pot
nutifiable)

Notification must be  contimmed aunually in
writing it the patient 1 Still being tivuted by the

practitioner. Notitied mtoriation s incorporated m
an Index o1 Addicts wineh s maintaed in the
Honie Oftice and infornation fong s s available
on a contidental hasis 1o doctors; i Jact. 1y pood
medical practive o checkallnew - vases ot
sddiction or suspectad addiction with the ndey
betoie prosaribing o supplying conuolbled diugs
sinee this s o safeguand against addict obtaming
supplics sitnultaiceusty Trom two or iioie doctors
Enquirics can be made ither in writing o the Chiet
Medical Officer or, preferably. by telephoning
273 2213 To keep notitied infornation
conlidential, such enguiries are sormadly answaied
by 1icans of a retuim telephone call. The reply iff
comme trom Ly stadl who are not Yualilicd o give
vuidunce on - ibe chimical handiimg oi visess
recorded  tefephone service i@ atbabie foi
aut-ofoftice hours,
The preceding paragraph applics only o medical
practitioners m Eagland. Scotand, aned Wales o
Nuorthern Ireland notiticaiion should beseat o

Chiet Madical Otticer

Department of Health and Secidd Seiviees

Dundonald House

Bollast B4 A5

Eaquirics stould idso He ditede o Uil Dopatbicin

phione D232 6301 exvinien 20

irescribing of diamorphine theroind,
dipipanone, and cocaine for addicts
Ihe Mhsitse of Brugs (Noitivation of did Supply
(0 Adkdicts) Regubations 1973 alwo provede tind vinly
maedicdl pracitioners who hold a special heenee
issued by the Home Sevietary iy prescribe
dinmorphine, dipipanone Oiconal 7. or cocane
for addicts; other practiiioners  must refer uny
addict who reguires these diugs to treatinent ven
e, Whenever possible the addict will be o
dueed by o member of Salt Trom she tieatient
contie o a4 pharmacist swhose agrecinent hay been
obtuined and whese pharinacy s comvenicitly stied
for ihe paticat. Prescriptivins for weckly supplies
Wil be sent 1o the phariacy by post and will be
dispensed ona dutly sy s indicated by the doe
Wi I any alierations of - the artangeinents e

Juested by e addict the portion of the presenp
Lo alfecied must be represeribed and not mereh
altered. General practigioness anid other doctors
iy sidll proscrihe didmen phoses dgpapannic cridd
GO e for patficndy 11K Iedine addedicisg forrcdie]
pdiin die 1o orguani ivedse ar pnptin s it a s
cral Hoei

Fol prescriptions witling
Ouly the panticubas b whinh e de e e hnowd
alpe mead beacahed Homedieichs L the ronatadee
iy be pouhiad ala lates date Privae fon o, poites
saigeans and prson el ol - iy conliie e
gonty the Home Onhiee s Totis iS22 A LiRevs
watlable fronn ther ey Frealth Serviees b
i CEES A o e Hoali Beand i Sentiatod

AL other doctons, mcindiing gunenal g ool

gl doctons ad Hiese practisieg il troatient i
es, shondd e nolilicadeie ot Juch can b
obtatned from thar Rep ol ekl Authaonity [RIRVEAN

Aisuse Databese adininsiaton
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Adverse Reactions to Drugs

Any drug may produce unwanted or unexpected
adverse reactions. Detection and recording of these
is of vital importance. Doctors are urged to help by
reporting adverse reactions to:

CSM

Freepost

London SW8 5BR

(071-627 3291)

Yellow prepaid lettercards for reporting are availa-
ble from the above address or by dialling 100 and
asking for “CSM Freefone; also, forms are bound in
this book (inside back cover).

A 24-hour Freefone service is now available to all parts
of the United Kingdom, for doctors secking advice and
information on adverse reactions; it may bhe obtained by
dialling 100 and asking for *CSM Frecfone’. Outside office
hours a telephone-answering machine will take messages.

The following regional centres also collect data:

CSM Mersey €SM Wales

Freepost Freepost

Liverpool L3 3AB Cardiff CF4 122

(051-236 4620 Extn 2126) (33 744181 Direct Line)

CSM Northern
Freepost 1085
Newcastle upon Tyne Freepost
NE! I1BR Birmingham B15 I1BR
(091-232 1525 Direct Line) [No telephone number]
Suspected adverse reactions to any therapeutic
agent should be reported, including drugs (those
taken for self medication as well as those pre-
scribed), blood products, vaccines, X-ray contrast
media. dental or surgical materials, intra-uterine
devices, and contact lens fluids.

ADROIT

CSM West Midlands

Adverse Drug Reactions On-line Information Track-
ing (ADROIT) has now been introduced to facilitate
the monitoring of adverse drug reactions.

NEWER DRUGS. These are indicated by the sign V.
Doctors are asked to report all suspected reactions
(i.e. any adverse or any unexpected event, however
minor, which could conceivably be attributed to the
drug). Reports should be made despite uncertainty
about a causal relationship, irrespective of whether
the reaction is well recognized, and even if other
drugs have been given concurrently.

ESTABLISHED DRUGS. Doctors are asked to report all
serious suspected reactions, including those that are
fatal, life-threatening, disabling, incapacitating, or
which result in or prolong hospitalisation; they
should be reported even if the effect is well recog-
nised.

Examples include anaphylaxis, blood disorders, endo-
crine disturbances, effects on fertility, haecmorrhage from
any site. renal impairment, jaundice, ophthalmic disorders,
severe CNS effects, severe skin reactions, reactions in
pregnant women, and any drug interactions. Reports of
serious adverse reactions are required to enable risk/benefit
fatios to be compared with other drugs of a similar class.
For established drugs doctors are asked not to report
well-known, relatively minor side-effects, such as dry
mouth with tricyclic antidepressants, constipation with opi-
oids, or nausea with digoxin.

Special problems

Delayed drug effects. Some reactions (e.g. cancers,
chloroquine retinopathy, and retroperitoneal fibro-
sis) may become manifest months or years after
exposure. Any suspicion of such an association
should be reported.

The elderly. Doctors are asked to be particularly
alert to adverse reactions in the elderly.

Congenital abnormalities. When an infant is born
with a congenital abnormality or there is a mal-
formed aborted fetus doctors are asked to consider
whether this might be an adverse reaction to a drug
and to report all drugs (including self-medication)
taken during pregnancy.

Vaccines. Doctors are asked to report all suspected
reactions to both new and established vaccines.
The balance between risks and benefits nceds to be
kept under continuous review.

Prevention of adverse reactions

Adverse reactions may be prevented as follows:

1. Never use any drug unless there is a good indication. 1f
the patient is pregnant do not use a drug unless the
need for imperative.

2. Itis very important to recognise allergy and idiosyn-
crasy as causes of adverse drug reactions. Ask if the
patient had previous reactions.

. Ask if the patient is already taking other drugs includ-
ing self-medication; remember that interactions may
oceur.

. Age and hepatic or renal disease may alter the metab-
olism or excretion of drugs, so that much smaller doses
may need to be prescribed. Pharmacogenetic factors
may also be responsible for variations in the rate of
metabolism, notably of isoniazid and the tricyclic anti-
depressants.

. Prescribe as few drugs as possible and give very clear
instructions to the elderly or any patient likely .to
misunderstand complicated instructions.

. When possible use a familiar drug. With a new drug be
particularly alert for adverse reactions or unexpected
events. N

. If serious adverse reactions aré liable to occur wam the
patient.

Defective Medicines

During the manufacture or distribution of a medicine
an error or accident may occur whereby the finished
product does not conform to its specification. While
such a defect may impair the therapeutic effect of
the product and could adversely affect the health of a
patient, it should not be confused with an Adverse
Drug Reaction where the product conforms to its
specification.

The Defect Medicines Report Centre operates a
24-hour service to assist with the investigation of
problems arising from licensed medicinal products
thought to be defective, and to co-ordinate any nec-
essary protective action. Reports on suspect defec-
tive médicinal products should inctude the brand or
the non-proprietary name, the name of the manufac-
turer or supplier, the strength and dosage form of the
product, the product licence number, the batch
number or numbers of the product, the nature of the
defect, and an account of any action already taken in
consequence. The Centre can be contacted at:

The Defect Medicines Report Centre
Mecdicines Control Agency

Room 1801, Market Towers

1 Nine Elms Lane

London SW8 5NQ

071-273 0574 (weckdays 8.30 am-5.30 pm)
or 071-210 5368 or 5371 (any other time)
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Prescribing in Terminal Care

In recent years there has been increased interest in pro-
viding better treatment and support for patients with
tcrminal illness. The aim is to keep them as comforta-
ble, alert, and free of pain as possible. If patients are to
end their days in serenity it may also be necessary to
direct attention to emotional, financial, social, or fam-
ily problems. The patient's minister or the hospital
chaplain may give invaluable help.

DOMICILIARY CARE, If they wish, whenever possible,
patients should end their days in their own homes.
Although familics may at first be atraid of caring for
the paticnt at home, they will usually do so if extra
support from district nursing services and social serv-
ices is provided. Families may be reassured if an assur-
ance is given that the patient will he admitted to a
hospital or hospice if they cannot cope.

HOSPITAL OR HOSPICE CARE. The most important les-
son to be drawn from the experience of hospices is that
both doctors and nurses must give time to fisten to the
patient. This gives great support and comfort to a
patient who may otherwise suffer intolerable loneli-
ness. Often problems come to light that can easily be
dealt with—adjusting a blind in the late afternoon, an
irritating noise to be avoided. drinks to be placed in
easier reach, someone to read the newspaper. or the
TV to be replaced by radio. The staff should not
exclude the family from contributing to the patient’s
care; if prevented they may be resentful or subse-
quently suffer a feeling of guilt.

DRUG TREATMENT. The number of drugs should be as
few as possible. for cven the taking of medicine may
be an effort. Oral medication is nsvally satisfactory
unless there is severe nausea and vomiting, dysphag
weakness, or coma, in which case parenteral medic
tion may be necessary.

PAIN

Analgesics are always more effective in preventing
the development of pain than in the relief of estab-
lished pain.

The. non-opioid analgesics  aspirin  or
paracetamol given regularly will often make the
use of opioids unnecessary. Aspirin (or other
NSAIDs if preferred) may also control the pain of
bone secondaries: naproxen, flurbiprofen, and
indomethacin (see section 10.1.1) are valuable and
if necessary can be given rectally. Corticosteroids
or radiotherapy are also often useful for pain due
to bone metastases.

Morphine is the most useful of the opioid
analgesics. In addition to relicf of pain, it confers a
state of euphoria and mental detachment.

ORAL ROUTE. Morphine is given by mouth as an
oral solution regularly every 4 hours, the initial
dose depending largely on the patient’s previous
treatment. A dose of 5-10 mg is enough to replace
a weaker analgesic (such as paracetamol or
co-proxamol), but 10-20 mg or more is required to
replace a strong one (comparable to morphine
itself). If the first dose of morphine is no more
effective than the previous analgesic it should be
increased by 50%, the aim being to choose the low-
est dose which prevents pain. Although a dose of
5-20 mg is usually adequate there should be no

hesitation in increasing it to 30-60mg or occasion-
ally to 90-150mg or higher if necessary. If pain
occurs between doses the next dose due is
increased; in the interim an additional dose is
given.

Modified-release tablets of morphine (MST
Continus® tablets or Oramorph® SR tablets) are an
alternative to the oral solution: they have the
advantage that they need only be taken every 12
hours. The starting dose of MST Continus® tablets
or Oramorph® SR tablets is usuaily 10-20mg every
12 hours if no other analgesic (or only
paracetamol) has previously been taken, but to
replace a weaker opioid analgesic (such as
co-proxamol) the starting dose is usually 20-30mg
every 12 hours. Increments should be made to the
dose, not to the frequency of administration, which
should remain at every 12 hours.

The effective dose of MST Continus® tablets or
Oramorph® SR tablets can alternatively be found
by giving the oral solution of morphine every 4
hours in increasing doses until the pain has been
controlled. and then transferring the patient to the
same total 24-hour dose of morphine given as the
modified-release tablet (divided into two portions
for 12-hourly administration). The first dose of the
modified-release tablet is given 4 hours after the
last dose of the oral solution”.

PARENTERAL ROUTE. If the patient becomes unable
to swallow, the equivalent intramuscular dose of
morphine is half the oral solution dose; in the case
of the modificd-release tablets it is half the total
24-hour dose (which is then divided into 6 portions
to be given every 4 hours). Diamorphine is
preferred for injection because being more soluble
it can be given in a smaller volume. The equivalent
intramuscular  (or 3subcutaneous) dose of
diamorphine is only aboiit a quarter to a third of the
oral dose of morphine; subcutaneous infusion via
syringe driver can be useful (for details, see p.14).

RECTAL ROUTE. Morphine is also available for rec-
tal administration as suppositories; altematively
oxycodone suppositories can be obtained on spe-
cial order.

GASTRO-INTESTINAL PAIN. The pain of bowel colic
may be reduced by loperamide 2-4 mg 4 times
daily. Hyoscine hydrobromide may also be helpful,
given sublingually at a dose of 300 micrograms 3
times daily as Kwells® (Roche Consumer Health)
tablets. For the dose by subcutaneous infusion using
a syringe driver, see p.14.

Gastric distension pain due to pressure on the
stomach may be helped by a preparation
incorporating an antacid with an antiflatulent (see
section 1.1.1) and by domperidone 10 mg 3 times
daily before meals.
S —
1. Studies have indicated that administration of the last dose
of the oral solution with the first dose of the modified-
release tablets is not necessary.
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MusCLE spasM The pain of muscle spasm can be
helped by a muscle relaxant such as diazepaim
5-10 mg daily or baclofen 5-10 myg 3 times daily.

NERVE PAIN. Pain due to nerve compression may be
reduced by a corticosteroid such as dexamethasone
8my daily, which reduces ocdema around the
tmour, thus reducing compression.

Dysaesthetic or stabbing pain resulting from
nerve irritation may be reduced by amitiipiyline
25-75imy al night, or by carbumazepine 200mg 3
times daily.

Nerve blocks may be considered when pai s
localised to a specific areu.

MISCELLANEOUS CONDITIONS

RAISED INTRACRANIAL PRESSURE. Headache due o
raised intracranial pressure often responds 0 @
high dose of a  conicosteroid,  such  u»
dexamethasone 16 mg daily for4 10 5 days. subse-
quently reduced to 4-6 myg daily if possible
INTRACTABLE COUGH. Intraciable cough may be
relicved by moist inhalations or may requiie fegu
lar administration of an oral morphine hydro
chloride (or sulphate) solution in an indal dose ot
Smy every 4+ hours. Methadone linctus should be
avoided as it has a long duration of action and tends
to accumulate

DyspNnoEA. Dysproea may be relieved by regulai
oral morphine hydrochloride (o1 sulphate) solution
in carefully titrated doses, starting at 5 mg every 4
hours. Diazepam 5-10 my daily may be helptul: a
corticosteroid, such as dexamcthasone 4-8 myg
daily, may also be helpful if there is bronchospasin
or partial obstruction.

EXCESSIVE RESPIRATORY SECREHON  Excessive revp-
iratory secretion (death rattley may be reduced by
subcutaneous injection of hyoscine hydrobromide
400-600 micrograms every 4 10 8 hours. For the
dose by subcutuneous infusion using u syringe
driver, see next page.

RESTLESSNESS AND CONFUSION. Restlessness and
confusion may require treatment with haloperidol
1-3 mg by mouth every 8 hours. Chlorpromazine
25-50 mg by mouth every 8 hours is an alernative.
but causes more sedation. Methotrimeprazine is
also used occasionally for restlessness. For the
dose by subcutaneous infusion using a syringe
driver, see next page.

Hiceup, Hiceup due to gastric distension may be
helped by a preparation incorporating an antacid
with an antitlatalent (see section 11 1) B this fatls
metoclopraniide 10 ing every 6 to 8 hours by
mouth or by intramuscular injection can be added,
if this also fails, chlorpromazine 1023 mp cvery 6
to 8 hours can be tricd.

ANOREMA  Anorexia may be helpad by predineo
Jone 15-30 wg daily or dexaimethaone 2 4
duily

Non-licensed indications or routes
Several  recommendations i this section
involve non-licensed ndications or routes

CONSHPALON - Contipaiion 1> a very common
cause of distress and iy abmost fvariable attes
adininistration of an opioid. 1t should be prevented
it possible by the regular admistration of taxa-
tives: a faccul softener with a peristalue stimulant
(o, co-danthramen). or lactafose solition with a
seiia prepaiation shoutd be ised e sections
1.6.2and 1o.3)

FENGALNG GROWTHL Funganirg growih may be
treated by cleansing with ainivtuie of 1 pait of 44
povidoneodine skhin cleaiser solution and 4 putis
ol liquid  parafting Oal - adnunistration ol
nietronidazole (see section ST T may eradicate
the anacrobic bacteria responsible tor the odour ot
fungating winours: pical application tsee sectton
F310.0.2) 15 also used

CApilfARY Bi LpiNG Capillary bleeding nay be
reduced by applymyg gauze soaked adienaiine
solution ¢ m 100t

Dy Motiiit i oy be associated with

7
candidiasis which can be tieated by nystatin oral
stspension or pastilles, amphotericin lozenges, o
miconazole oral geb atter food: aliernatively, {iu-
conazole can be given by mouth (see section 3.2
Dry mouth can also be a side-eltect ot morphine.

PRURVIUS. Pracinn, even when associated with
obstructive janndice, ofien respoids o stmple
measures such as eimollients. In the case of obstruc-
e Jaundice. Turthier icastres ticlude adnunisira
tion of cholesty ramine o an aiabolic steruid, such
as stanozolol 310 my daily - antihistamines can be
helptul (see section 340,

COMVULSIONS Paticits with cerehral dimonrs ot
waemiv way b susceptible 1o convabions Pio
phylactic treatment with phenytom or carbaimase-
pine (see section 8.1 should be considered.
When oral medication is no Tonger pussible, diaze
P s suppositorios 1 20mg evay 410 8 hours
or phenobarbitone by njecion 50 200myg twice
daily bs continued as prophyfasis. For the use ol
midazolam by subcutancons infiston ustigd

sy inge Jdinver see nest puge

(DA UTRYIAN A\ cotbivvsterond such s
desamethasone 8 g daily ey help, tenipoiads,
i here is st obstiuciion duc to famote. Secabo
undei Dy Mouth

NAUSEY ARND SORMisG Naine dnd veniling aie
Lo comni N patents with advaneed canees
Tl cause should be diagnosed betoie teativend
Wt it Ciictios e section 4 07 s statled
Neittve d ciited venintitarg iy b oV tis the naiat

stages wb morphine theiapy but v be pies ciiad by
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givi an anti-emetic such as haloperidol or
prochlorperazine. An anti-emetic is usually only
necessary for the first 4 or 5 days therefore fixed-
combination opioid preparations containing an
anti-cmelic are not recommended since they fead to
unnccessary  anti-emetic  therapy  (often  with

undesirable drowsiness). For the administration of
anti-emetics by swbcutaneous infusion using a
syringe driver, see below.

INsOMNIA. Patients with advanced cancer may not
sleep because of discomfort, cramps, night sweats,
joint stiffness, or fear. There should be appropriate
treatment of these problems before hypnotics are
used. Benzodiazepines, such as temazepam, may
be useful (see section 4.1.1).

HYPERCALCAEMIA. See section 9.5.1.2.

-

SYRINGE DRIVERS
U
Although drugs can usually be administered hy
mouth 1o control the symptoms of advanced cancer,
the parenteral route may sometiines be necessary. If
the parenteral route is necessary, repeated adminis-
tration of intramuscular injections can be difficult
in a cachectic patient. This has led to the use of a
portable syringe driver to give a comtinuous subcu-
taneous infusion, which can provide good control
of symptoms with little discomfort or inconven-
ience to the patient.
Indications for the parenteral route arc:

the patient is unable o take medicines by mouth owing
1o nawsea and vomiting. dvsphagia. severe weakness,
or com,

there is malignant bowel obstruction in patients for
whom further surgery is inappropriate (avoiding the
need for ntravenous infusion or for insertion of a
nasogastric lube):

occasionally when the paticnt does not wish to take reg-
ular medication by mouth.

NAUSEA AND vOMITING. Haloperidol is given in a
subcutaneous infusion dose of 2.5-10mg/24
hours.

Methotrimeprazine causes sedation in about
50% of patients; it is given in a subcutaneous
infusion dose of 25-200mg/24 hours.

Cyclizine is particularly liable to precipitate if
mixed with diamorphine or other drugs (see under
Mixing and Compatibility. below); it is given in a
subcutaneous infusion dose of 150mg/24 hours.

Metoclopramide may cause skin reactions; it is
given in a subcutaneous infusion dose of
30-60 mg /24 hours.

BOWEL COLIC OR EXCESSIVE  RESPIRATORY
SECRETIONS. Hyoscine hydrobromide effectively
reduces respiratory secretions and is sedative (but
occasionally causes paradoxical agitation): it is
given in a subcutaneons infusion dose  of
0.6-2.4 mg/24 hours.

Hyoscine butylbromide is effective in bhowel
colic, is less sedative than hyoscine hydrobromide,
but is not always adequate for the control of
respiratory secretions; it is given in a subcutaneous
infusion dose of 20-60 mg /24 hours (important:
this dose of hyoscine butylbromide must not be

confused with the much lower dose of hyoscine
hydrobromide, above).

RESTLESSNESS AND CONFUSION. Haloperidol has
litile sedative effect; it is given in a subcutaneous
infusion dose of 5-30 mg/24 hours.

Methotrimeprazine has a sedative effect; it is
given in a subcutaneous infusion dose of
50-200mg/24 hours.

Midazolam is a sedative and an antiepileptic,
and is therefore suitable for a very restless patient;
it is given in a subcutaneous infusion dose of
20-40mg/24 hours.

ConvuLsions, If a patient has previously been
receiving an antiepileptic or has a primary or sec-
ondary cerebral tumour or is at risk of convulsion
(e.g. owing to uraemia) antiepileptic medication
should not be stopped. Midazolam is the benzodi-
azepine antiepileptic of choice for continuous sub-
cutaneous infusion, and is given in a dose of
20-40mg /24 hours.

IN CONTROL. Diamorphine is the preferred
opioid since its high solubility permits a large dose
to be given in a small volume (see under Mixing
and Compatibility. below). The table on the next
page gives the approximate doses of morphine by
mouth (as oral solution or standard tablets or as
modified-release tablets) equivalent to diamor-
phine by injection (intramuscularly or by subcuta-
neous infusion).

MIXING AND compATBILITY. The general principle
that injections should be given into separate sites
(and should not be mixed) does not apply to the use
of syringe drivers in terminal care. Provided that
there is evidence of compatibility, selected injec-
tions can be mixed in syringe drivers. Not all types
of medication can be used in a subcutaneous infu- {
sion. In particular, chlorpromazine, prochlorper-
azine and diazepam are contra-indicated as they j
cause skin reactions at the injection site; to a lesser §
extent cyclizine and methotrimeprazine may also
sometimes cause local irritation.

In theory injections dissolved in water for
injections are more likely to be ass i
pain (possibly owing to their hypotonicity). The
use of physiological saline (sodium chloride 0.9%)
however increases the likelihood of precipitation
when more than one drug is used; moreover
subcutaneous  infusion rates are so slow
(0.1-0.3 mL/our) that pain is not usually a ¥
problem when water is used as a diluent. ]

Diamorphine can be given by subcutaneous
infusion in a strength of up to 250mg/mL; up to a
strength of 40mg/mL either water for injections or 3
physiological saline (sodium chloride 0.9%) is a
suitable diluent—above that strength only water
for injections is used (o avoid precipitation).

ted with §'
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Preseribing in Terminul Care

The following can be mixed with diamorphine

Cyclizine!
Dexamethasone’
Haloperido!®

Hyoscine butylbromide
Hyoscine hydrobromide
Methotrimeprazine
Metoclopramide®
Midazolam

. Cyclizine may precipitale at concentrutions above
20mg/ml. or in the presence of physiological sabine or
as the concentration of diamorphine relative b
cyclizine increases; mixwires of diamorphme  und
cyclizine are also Jiable (o precipitate after 24 hours

. Special care is needed o avoid precipitation vl
dexamethasose when prepaning.

_ Mixtures of haloperidol and diamorphine are liable 10
precipitate after 24 hours if haloperidol concentration
is above 2 mg/mL.

_Under some conditions metoclopramide may beconte
discoloured: such sotutions should be discarded

~

-

-~

Subcutaneous  infusion  solution  should  be
momtored regatarly botiv o check Tor previpitation
Gand discoloration) and 1o ensuic that the inluston
is running at the correct raie.

PROBELAS ENCOUNTERED WIHH SYRINGE DRIVERS
The following are problems that may be cricoun
tered with syringe drivers and the action that
should be taka

i tte suboutancous HsIoI Py f0 gt Ay cheek the
rate setiing and the caiculativi

1 the subcutaneous mfusion ruis oo slosedy check the
start button. the pattery. the s driser, the vun
nuli. and make sure that the fjection siic s net

nflaned:

here 1y an mjection sie reaction Make sure that ihe

Site does o necd W be changed Tirmiess of swell
g al the sile ot mjectivi iy notin et i ki
Hon Tor change. but pain ar obviois tnlainniation o

Equivalent doses of morphine sulphate by mouth {as orai solution or standard tavblets or as

modified-release tablets) or of diamorphine h
subcutaneous infusion

These equivaleaces are approximate only and may

ORAL MORPHINE o
" “Morphine "7 Morphine
sulphate sulphate

oral solution or modified-release
standard tablets tablets

ydrochlonde by intramuscular injection or by

weed to be adjusted according o fesponst

“TPAHENTERAL DIAMORPHINE

every 4 hours every 12 hours

S5mg 20 ing
10 mg 30mg
{5 mg S50 mg
20mg 60 mg
30mg 90 mg
40 mg 120 mg
60 mg 180 mg
80 mg 240 mg

100 mg 300 mg
130 mg 400 mg
160 mg SO0 mg
200 mg 600 my

Diamorphine Diamorphine
hydrochleride by hydrochloride by
intramuscular subcutaneous
injection infusion
every 4 hours - s 2 hours
A me - Sme
S my 20y
5mg 30 my
7.5 my 45 g
10 mg ' 6l my
15 mg 90 g
20 myg 120 mg
30wy 130 mg
40 mg 240 e
Mg 300 my
60 Jol mg
70 mg S0 my

If breakthrough pain occurs give a subcutaneous (preferable) or tramuscular injection of

diamorphine equivalent to one-sixth of the total 2

4-hour subcutanecus infusion dose. itis kinder to

give an intermittent bolus injection subcutaneously—-absorption 15 smoother $o that the risk of
adverse effects at peak absorption is avoided (an even better method is to use a subcutangous

butterfly needie).

To minimise the risk of infection no indwidual s
longer than 24 hours.

ubcutaneous INfUSicH $olUlIoN should be used tor

HCO002172-0010
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Prescribing for the Elderly

OMd people. especially the very old. require special
care and consideration from prescribers.

PoLypiarMACY. Elderly patients are apt fo receive
multiple drugs for their multiple discases. This
greatly increases the risk of drug interactions as
well as other adverse reactions. Moreover,
symptoms such as headache, sleeplessness, and
lightheadedness which may be associated with
social stress, as in widowhood, loncliness, and
family dispersal can lead to further prescribing,
especially of psychotropics. The use of drugs in
such cases can at best be a poor substitute for
effective social measures and at worst pose a
serious threat from adverse reactions.

FORM OF MEDICINE. Elderly patients may have diffi-
culty swallowing tablets; if left in the mouth, ulcer-
ation may develop. They should always be
encouraged to take their tablets or capsules with
enough fluid, and in some cases it may be advisable
to prescribe liquid if available.

MANIFESTATIONS OF AGEING. In very old subjects,
manifestations of normal ageing may be mistaken
for disease and lead 10 inappropriate prescribing.
For example, drugs such as prochlorperazine are
commonly misprescribed for giddiness due to
age-related loss of postural stability. Not only is
such treatment incffective but the patient may
experience  serious  side-effects  such  as
drug-induced parkinsonism, postural hypotension,
and mental confusion.

SELF-MEDICATION. Sclf-medication with over-the-
counter products or with drugs prescribed for a pre-
vious illness (or even for another person) may be an
added complication. Discussion with relatives and a
home visit may be needed to establish exactly what
is being taken.

SuscepTiBILITY. The ageing nervous system shows
increased suscepribility to many commonly used
drugs, such as opioid analgesics, benzodiazepines,
and antiparkinsonian drugs. all of which must be
used with caution.

PHARMACOKINETICS

While drug distribution and metabolism may be
significantly altered, the most important effect of
age is reduction in renal clearance, frequently
aggravated by the effects of prostatism, nephroscle-
rosis, or chronic urinary tract infection. Many aged
patients thus passess only limited reserves of renal

Junction, excrete drugs stowly, and are highly sus-

ceptible to nephrotoxic drugs. Acute illness may
lead 1o rapid reduction in renal clearance. especially
il accompanied by dehydration. Hence, a patient
stabilised on a drug with a narrow margin between
the therapeutic and the toxic dose (e.g. digoxin)
may rapidly develop adverse effects in the after-

math of a myocardial infarction or a respiratory
tract infection.

The net result of pharmacokinetic changes is that
tissue_concentrations are commonly increased by
over 50%, and aged and debilitated patients may
show even larger changes.

ADVERSE REACTIONS

Adverse reactions often present in the elderly in a
vague and non-specific fashion. Mental confusion
is often the presenting symptom (caused by almost
any of the commonly used drugs). Other common
manifestations are constipation (with antimusca-
rinics and many tranquillisers) and postural hypo-
fension and falls (with diuretics and many
psychotropics).

HypNoTics. Many hypnotics with long half-lives
have serious hangover effects of drowsiness,
unsteady gait, and even slurred speech and confu-
sion. Those with short half-lives should be used but
they too can present problems (see section 4.1.1).
Short courses of hypnotics are occasionally useful
for helping a patient through an acute illness or
some other crisis but every effort must be. made to
avoid dependence.

DIURETICS. Diuretics are overprescribed in old age
and should not be used on a long-term basis o treat
simple gravitational oedema which will usually
respond to increased movement, raising the legs,
and support stockings. A few days of diuretic treat-
ment nfay speed the clearing of the oedema but it

should rarely need continued drug therapy.
AL

NSAIDs. Bleeding associated with aspirin and
other NSAIDs is more common in the elderly, and
the outcome tends to be more serious. NSAIDs are
also a special hazard in patients with cardiac dis-
ease or renal impairment which may again place
the elderly at particular risk.

OTHER DRUGS. Other drugs which commonly cause
adverse reactions are antiparkinsonian drugs,
antihxpertensives, psychotropics, and digoxin; the
usual maintenance dose of digoxin in very old
patients is 125 micrograms daily (62.5 micrograms
is often inadequate. and toxicity is common in
those given 250 micrograms).

Drug-induced blood disorders are much more
common in the elderly. Therefore drugs with a
tendency to cause bone marrow depression (e.g.
co-trimoxazole. mianserin) should be avoided
unless there is no acceptable alternative.

The elderly generally require a lower
maintenance dose of warfarin than younger adults;
once again, the outcome of bleeding tends to be
more serious.
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Prescribing for the Elderly 17

© LIMIT RANGE. Tt is a sensible policy to prescribe

GUIDELINES

First one must always pose the question of whether
adrug is indicated atall.

from a limited range of drugs and to be thoroughly
familiar with their effects in the elderly.

RepucE DoSE. Dosage  should  generaily  be

- substantially lower than for younger patients and it

is common to start with about 50% of the adult
dose. Some drugs (e.g. chlorpropamide) should be
avoided altogether.

REVIEW REGULARLY Review repeal prescriptions
regularly. It may be possible to stop the drug (e.g.
digoxin can often be withdrawn) or it may be nec-

“essary to reduce the dose to maich diminishing

renal function. .

Siaiprity, Simphify regimens. Hlderly patients can
not normally cope with more tan three different
drugs and. ideally. these should not be given more
than twice daily. In paracular, repiimens which call
for a confusing array of dosage dntervals should be
avolded.

EXPLAIN CLEARLY. Write [ull mstructions on every
prescription {including epeat prescriptions) so that
containers can be properly labelied with tull direc-
tions.  Avoid imprecisions  like s directed”
Child-reststunt containers may be distitabic

REPEATS AND DISPOSAL Instruct paticnts what o do
when drugs run out, and also how 10 dispose of any
that are no longer necessary.

It these guidelines are followed most clderly
people will cope adequatcly with their own
medicines. It not then it is essential 10 enrol the
help of a third party. usually a relative but
sometimes a hone help. neighbour, or a sheftered-
housing warden.
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