HCO002175-0001




HCO002175-0002

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 Prescription
Only requirements for emergency supply to be
made by a person lawfully conducting a retail phar-
macy business provided:

(a) that the pharmacist has intervicwed the person request-
ing the prescription-only medicine and is satisfied:
() that there is immediate need for the prescription-only
medicine and that it is impracticable in the circum-
stances to obtain a prescription without undue delay:
(ii) that treatment with the prescription-only medicine
has on a previous occasion been prescribed by a doctor?
for the person requesting it;
(iii) as to the dose which it would be appropriate for the
person to take;
(b) that no greater quantity shall be supplied than wiil pro-
vide five days' treatment except when the prescription-
only medicine is:
(i) an ointment, cream, or preparation for the relief of
asthma in an aerosol dispenser when the smallest pack
can be supplicd;
{ii) an oral contrace
plied;
(iii) an antibiotic in liquid form for oral administration
when the smallest quantity that will provide a full course
of treatment can be supplied;
(c) that an entry shall be made in the
stating:
(i) the date of supply;
(ii) the name. quantity and, where appropriate, the phar-
maceutical form and strength;
(iii) the name and address of the patient;
(iv) the nature of the emergency;

ptive when a full cycle may be sup-

prescription book

1. For emergency supply at the request of a doctor see
Medicines, Ethics and Practice, No. 15, London, Phar-
maceutical Press, 1995 (and subsegquent editions as
available).

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

A

{(d) that the container or package must be labelled to
show:

(i) the date of supply;

(ii) the name, quantity and; where appropriate, the phar-
maceutical form and strength; :

(iii) the name of the patient;
(iv) the name and address of ihe pharmacy;
(v) the words ‘Emergency supply’.

(e) that the prescription-only medicine is not a substance:

specifically excluded from the emergency supply  provi
sion, and does not contain a Controlled Drug specified in
schedules 1, 2, or 3 to the Misus
1985 except for phenobarbitone or
for the treatment of epilepsy: for details see Medicines,
Ethics and Practice, No. 15, London, Pharmaceutical
Press, 1995 (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 - evidénce and/or personal
knowledge. .
(3) The doctor who prescribed on a previous' occa-
sion should be identified and contacted, if possible.

€ of Drugs Regulations:
phenobarbitone sodium:

(4) The patient should be asked whether the doctor
has stopped the treatment: )
(5) The patient should be asked whether any othcr%
medicine is being taken at the same time to checkl
drug interactions.

(6) An emergency supply should not be made if the:
item requested was prescribed previously more Lharé
six months prior t¢ the request. Variations may be.
made in the case of illnesses’ which occur infre£
quently, e.g. hay fever, asthma 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 thers
should be some suitable identification of emer-
gency supply entries in the prescription book:

R

it

[ Plasma concentrations in the BNE are expressed in mass it
amount |

The approximate equivalent in teoms of

is given in brackets.

iR

Approximate Conversions and Units

Mass =

b kg stones kg mi oz 1 kilogram (kg) = 1000 grams (g) §
1 0.45 i 6.35 50 18 1 gram (g) =:1000 milligrams (mg) %
2 0.91 2 12.70 100 35 I milligram (mg) = 1000 micrograms §
3 1.36 3 19.05 150 5.3 | microgram = 1000 nanograms e
4 1.81 4 25.40 200 7.0 1 nanogram = 1000 picograms . g
5 227 s s 3% 3*;’2 Vobima T
g 5—;; s iﬁ;g 1 litre " =1000 millilitres (mL)
8 3'63 8 50V80 1 millilitre = 1000 microlitres
9 408 o 57.15 ! pint =568 mL

10 454 10 63.50 Other units

It 499 1 69.85 ! kilocalorie (kcal) = 4186.8 joules (1)

12544 12 76.20 1000 kilocalories (kcal) =

13 5.90 i3 82.55 I megajoule (M) =

i4 6.35 14 88.90 I millimetre of mercury = 133.3 pascals (Pa)

i5 92.95

1 kilopascal (kPa)

{mmHg)
= 7.5 mmHg (pressure}
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Controlled Drugs and Drug Dependence 7

Controlled Drugs and Drug Dependence

PRESCRIPTIONS. Preparations which are subject 1o
the prescription requirements of the Misuse of

rugs Regulations 1985, i.e. preparations specified
in schedules 2 and 3, are distinguished throughout
the BNF by the symbol CD (Controlled Drugs).
The principal legal requirements relating to medical
prescriptions are listed below.

0 Controlled Drugs subject
10 prescription requirements must be sigred and
duted" by the prescriber and specify the prescriber’s
address. The prescription must always state in the
prescriber’s own handwrining® in ink or otherwise
50 as to be indelible:

|. The name and address of the patient;

2.Tn 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 swords and figures

4. The dose.® .

A prescription may order a Controtled Drug 1o be
dispensed by instalments; the amount of the instul-
ments and the intervals to be observed must be
specified.” Prescriptions ordering “repeats’ on the
same form are not permitted.

Itis an offence for a doctor to issue an incomplete
prescription and a pharmacist is not allowed (o dis-
pense a Controlled Drug unless all the intormation
required by law is piven on the prescription. Failure
to comply with the regulations concerning the writ-
ing of prescriptions will result in inconvenience to
patients and delay in supplying the necessary medi-
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DEPENDENCE AND MisUSE. The most serious drugs
of addiction are diamorphine theroin), morphine,
and the synthetie opivid it cocaine 1y now
also a problem. For arrg :
diamorphine, dipipanone or cocaine for addicts, see
p.Y

Despiie marked reduction in the prescribing ot
amphetamines there is concern that abuse of itlic-
itly produced amphetamine aad related compounds
is widespread.

Owing 1o problems of widespread abuse addi-
tional controlled druy requirements have been
placed on temazepam (but it remains exempt o
the additional prescribing requirciments)

The principal barbiturates are now Controlied
Drugs. but phenobarbitone and phenoharbitone
sodium or a preparation containing either of these
are exempt from the handwriting reguirement but
must fulfil atl other controlled drug prescription
requirements (important: the own  handwriting
exempton does not apply 1o the date: u computer-
generated date need not be deleted bul the date must
also be added by the preseribery. Moreover, tor the
treatiient of epatepsy phenobarbitone and pheno-
barbitone sodium are available under the emer-
gency supply regalations (p. 6)

Cannabis tndian hempy s no approsed medie-
inal use and cannot be prescribed by doctors
(exeept under licence 1rom the Home Secretary). Its
use iy iegal but hay become widespread i certain
sections of society. Cannabis iy o mild hallucinogen
seldom accompanted by a desite 10 merease the
doser withdrawat symptoms are unusual. Lysergide

1oA preseription is vadid for 13 weeks from the ¢

staded thereon

2. Does not apply o prescipiions tor wmazepam. Other

wine applies unless the prescitber has been specitiva
excinpted from this requitcment or unless the preserip
tron conlaiiy o controlicd drug other than phenobachs
tone or - phenobarbitone sodiuin or a0 preparation
contwing vither of these: the exemption does not apply
to the date w coputer generated date need aot be
duleted but the date mast also be wdded by the pie
sariber.

3 The dos form te g, tabicts) must be included ona

Controlled Drugs prescripnon nespective ot whether w0

is dmplicit m o the propictary nane e g Tenuate

Dospan™) or of whether only one form v available

40 When more than one stiength of 4 prepuration exists

the strength sequined nist be speaitied
3. Does notapply o prosciptions for wetazepan
. The instruction "oue as ditected” constituies idose bug

“as ditected” Joes not

Aspeviat form, FRTOCHPtad m Scotland HBPGAY 15

avalable to doctons 1 NHS diug teatinent ceaties lot

prescribing - covinne, dextiomonanide, draperphine
dipipanone. methadone, morphime, o pethidine by
mstabments for addicts e adso Teins of Seivice, paii
giaph 430 1o Scotland zencrad practiiioners can pie
~onthe by anstalients on tonm GPHY o b and and

Wales forms FPIO i FPHOCHP) are nut suitabic tor

this purpose but tonn FPHGMDA s avalable, Tipor-

tants o adl cuses aospearal Ducioe s nocessaty o piv
sertbe covamce. dramacphine, o dipipaneng Tor awddicis
except b tcatinent ol o e adisease ob e, bog
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8 Guidance on Prescribing

(lysergic acid diethylamide, LSD} is a much more
potent hallucinogen: its use can lead to severe psy-
chotic states in which life may be at risk.

PRESCRIBING DRUGS LIKELY TO CAUSE DEPENDENCE
OR MISUSE. The prescriber has three main responsi-
bilities:

I. To avoid creating dependence 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 because 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 indefinitely hecause they cannot
readily be stopped.

2. To see 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 hypno-
tics and anxiolytics (for CSM advice see section
4.1). The prescriber should keep a close eye on the
amount prescribed to prevent patients from accu-
mulating stocks that would enable them to arrange
their own dosage or even that of their families and
friends. A minimal amount should be prescribed 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 pre-
scriptions. 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 supplies of drugs unless they present an ,
unequivocal letter from their own doctors. 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 desks: do not leave in a car
where they may be visible; 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 quaniity in words and figures when pre-
scribing drugs prone to abuse; this is obligatory for con-
trolled drugs (see Prescriptions, above);

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

{e) if prescriptions are left for collection they should be
left in a safe place in a sealed envelope.

TRAVELLING ABROAD. Prescribed drugs listed in
schedules 4 and § to the Misuse of Drugs Regula-
tions 1985 are not subject to import or export
licensing but doctors are advised that patients
intending to camry Schedule 2 and 3 drugs abroad

HCO002175-0004
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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 0171-273 3806. Applications for
licences should be sent to the Home Office, Drugs
Branch, Queen Anne's Gate, London SW1H 9AT.

There is no standard application form but applica-
tions must be supported by a letter from a doctor
giving details of"

o el

the patient’s name and current address:

the quantities of drugs to be carried;

the strength and form in which the drugs will be dis-
pensed:

the dates of travel o and from the United Kingdom.

Ten days should be allowed 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 Con-
trolled Drugs abroad solely in case a family emer-
gency should arise.

These import/export licences for named individu-
als 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 ngh Commission in the UK

AR A o

The Misuse of Drugs Act, 1971 §

This Act was passed in 1971 to provide more flexi-E
ble and more comprehensive control over the mis-
use of drugs of all kinds than was possible under the
earlier Dangerous Drugs Act. The Act:as amended
™. prohibits certain activities in relation to *‘Controlled
Drugs’, in particular their manufacture, supply, and $
possession. The;penalties applicable to offences
involving the different drugs are graded .broadiy
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: 4

Class A includes: alfentanil, cocaine, dextromoramide,}
diamorphine (heroin), dipipanone, lysergide (LSD)3
methadone. morphine, opium, pethidine, phencyclidine;
and class B substances when prepared for injection

Class B includes: oral amphetamines, barbiturates,
cannabis, cannabis resin, codeine, ethylmorphine, glu-
tethimide, pentazocine, phenmetrazine, and pholcodine 4

Class C includes: certain drugs related 1o the amphét]
amines such as benzphetamine and chlorphentermine 3
buprenorphine. diethylpropion, mazindol, meprobamau
pemoline, pipradrol, and most benzodiazepines H

The Misuse of Drugs Regulations 1985 define the§
classes of person who are authorised to supply andg
possess controlled drugs while acting in their prof
fessional capacities and lay down the conditions}
under which these activities may be carried out. In}
the regulations drugs are divided into five schedulesj
each specifying the requirements governing suchj
activities as impon, export, production, supply, pos-§
session, prescribing, and record keeping whicl
apply to them.




Schedule 1 includes drugs such as cannabis and byserpde
which are not used medicinally. Possession and supply
are prohibited except i accordance with Home Oftice
authority
Schedule 2 includes drugs such as diwmorphine theraing.
mophine, pethidine, quinalbarbitone.  glutethimide,
amphetamine, and cocaine and are subject o the tull
controlled drug requirements reluling o prescripnons.
qafe custady (except fur guinalburbitoney, the need 1
keep registers. ete. (unless exempted inschedule 5).
Schedule 3 includes the barbiturates (except quinalburbi
tone, now schedule 2), buprenorphine, dicthy ipropion.
mazindol, meprohamate, pentazocine, phenterine, wid
temazepam. They are subject o the speiad prescnplicn
requirements (except for pheavbarbiione und iettaze
pam, see p. 7) but not to the sufe custody requirements
(except Tor buprenorphine. dicthylpropron. and tenvize
pam) nor 1o the need o keep registers (although there
are requirements Tor the retention of invoives for 2
years)
Schedule 4 includes 33 benzodiszepines (entasepatn 1y
now in schedule 3) and pemoline which are subject 1o
minimal control. In particutur, contiotled drug prescnip-
lion requirements do nol apply and they are not subject
10 safe custudy
Schedule 3 includes those preparatians which, because of
their strength, are exempl from virtually alt Controlled
Drug requirements other thun retenion ol tvolces Lor
w0 yeurs

tification of Addicts

e Misuse of Drugs (Nuotitication of and Sup
Addicts) Regulations 1973 require that any docior
who attends a person who the doctor considers or
has reasonabie grounds to suspect, s addicted o
any of the 14 notifiable drugs (see below) shall,
within n days of the attendunce. turnish 1y wnit-
ing particulars of that person ¢

Chief Medical Otticer.

Home Oifice. Drugs Branch.
Queen Anne’s Gate

London SW 11 9AT

The drugs to which the Regulations apply are:

Covaine Methudorie
Dextromorarmide Morphine
Dramorphine Opain
Dipipanon Oxzyeodone
Hydrocodone Pethidine
Hydramarphone Phenazodine
Levorphanol Piirannde

Note. Dipipanone is only legally available as Diconal™®
Tublets. These have been much misused by oprond addicts
I recent years; only medical practitionets with s speend
Beence may now prosaribe thiem tor addicis to eat addie
son. Doctors and uthers should be suspicicus of young
people who ash for them, espectally as tanporary es)
dents

Paiticulars! 0 be notitied to the Chict Medical

Ofticer are:

Name and uddress
Sex
Duate of buth
Nuttonal Health Service number (it hnowiy
Date ot stiendanee
Nutne of drugs of addiction
ther patient Injects any draog twhether v not aotitia

Notification ot Addicts 9
Notitication must be confinmed annaaily i wiit
ing 1 the patient iy sl being neated by the practi-
tioner. Notified fufonmation i incorporated nnoan
fdex of Addicts which s maintained n the Honwe
Office and intornation trom this s avatlable on
confidential basis 1o doctors: i tact s good ed-
fcal practice o cheek all pow cases o addction o
suspected addiction with the T bietore pre-
ing cuntrolled drugs stove this 1 a
sgainst addicts oblsining supplies simul
tancoisly from two or more doctors. Enguinies can
be made either mowritng W the Chet i
Officer oo preferably. elephoning 01
2213 To keep noilfied intormation vontidential
such eiquiries ate normidlly answered meaiy of
a return telephone calll The reply will come o
luy start who are not gualified to give guidanee on
the clinical handling of cases: a recorded telephone
seivive iy avanlable for outot office hours
The preceding patagraph appiics only o nicdical
practidoners i Enghand, Scotland. and Wales. o
Northern reland notification should be sent 1o

Chiet Medieal Othee

Diepartment of Health and Soctad Seivices,

Drundonald House

Beltaa 14 3518

Enquites shouhd also be nade to it Depaniment. ek

phone (012323 320000 extcnsion 24323

Prescribing of diamorphine (heroin),
dipipanone, and cocaine for addicts

The Misuse of Drugs (Nuotilication of and Supply o
Addicts) Regulutions 1973 also provide that only
medical practitioners who hold @ speciat heence
issucd by the Home Scorctary may proseribe
diamorphine. dipipanone (Diconal ™1, or cocatie tor
addicts; othier practitioners must reler any addict
who requires these drugs o u tcatpent centic
Whenever pussible the addict witl be introduced b

a menber of statf from the treatment centre to o
pharniacist whose agreement has been oblained and
whose phatacy is convemently  sied tor the
patient. Prescriptions fur weekly supplics will be
sent o the pharmacy by post and will be dispensed
an g daily basis as fndicated by thie docton 1 any
alterations of the airangements are requested by the
addict, the portion of the prosception attecied st
be represcihed wnd noi micrely alcieds G seral
pro titioners and oticr dociors may sl prescrnb
drincrphoie dipipasione, witd Cocdine Jor paiionts
Cine ldone addicing o scliop of pain die io o
divcase aringaes sy ithon aosjecial fiecic

For prascrplion srun ndeiines.

FoOnly thic particubas ol s e the docion Tas ko ded e
e e potiised nnncdianc by e sonsande iy b
nolted at a later date Prvaie docivass pelice stinga it
and prison medicad othcens niy Gonline o ety thic
Home Utflee using Toim HY2ZAN R available o
their Fanudy Health Services Audionty (EHS Ao thei
Hoalin Boand ai Scotiand

Alluthicr doctnsnclading genee whitioncrs hivs
prial doctois wind those practaig 1 Bealibent contie
shiosid ase pobiicatic s which can be obtarnad
T il cnal Heal suiliontty  Diugs Mistise

Liatabase adisi
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10 Guidance on Prescribing

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

(0171-627 32913

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 seeking advice and
information on adverse reactions; it may be obtained by
dialling 100 and asking for ‘CSM Freefone’. Outside
office hours a telephone-answering machine will take mes-
sages.

The following regional centres also collect data:

CSM Mersey CSM Wales
Freepost Freepost
Liverpool L3 3AB Cardiff CF4 1ZZ
(0151-236 4620 Extn 2126) (01222 744181

Direct Line)

CSM Northern

Freepost 1085

Newcastle upon Tyne

NE! iBR

(0191-232 1525 Direct Line)

CSM West Midlands
Freepost SW2991
Birmingham B18 7BR
[No telephone number}

Suspected adverse reactions to any therapeutic
agent should be reported, inciuding 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

Adverse Drug Reactions On-line Information
Tracking {(ADROIT) has now been introduced o
facilitate the monitoring of adverse drug reactions.

NEWER DRUGS. These are indicated by the sign 7.
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 reporied even if the effect is well recog-
nised.

Examples include anaphylaxis, blood disorders, endo-
crine disturbances, effects on fertility, hacmorrhage from
any site, renal impairment, jaundice, ophthaimic 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/bene-
fit ratios 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
opioids, 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-2
formed aborted fetus doctors are asked to consides
whether this might be an adverse reaction to a drug 2
and to report all drugs (including self«medxcauon
taken during pregnancy.

Vaccines. Doctors are asked to report ail suspcczed
reactions to both new and established vaccines. The
balance between risks and benefits needs t6 be kcp!
under continuous review.

Prevention of adverse reactions
Adverse reactions may be prevented as follows

6. When possible use a familiar drug. With a new drug be

i
i

‘

W“M%WWWW

1. Never use any drug unless there is a good indication: If ]
the patient is pregnant do not use-2 drug unless the need &
for it is imperative.

2. Tt is very important to recognise allergy and idiosyn:
crasy as causes of adverse drug reactions. Ask:if th
patient had previous reactions.

3. Ask if the patient is already taking other drugs includ- 2
ing self-medication; remember that interactions may
occur.

4. Age and hepatic or renal disease may alter the: meta
olism or excretion of drugs, so that much smaller dos:
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,

5. Prescribe as few drugs as possible and give very cle;
instructions to the elderly or any patient likely to misun-2
derstand complicated instructions:

:

pamcul:\rly alen for adverse reactions or unexpected
events.
7. If serious adverse ﬁamons are liable to occur warn the
patient.

- Defective Medicines
During. (bc manut'&ctme or dzsm’bxmnn
ident

aumber, the batch number or numbers of ihi
u»cmmmoithedzfect,andmscaount
1 hken in ’l‘he Cen

The Defective Medxcincs Report Centre

Medicines Control Agency
Room 1801, Market Tower

0171-273 0574 (mmm
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§2  Guidance on Prescribing

Prescribing in Palliative Care

In recent years there has heen increased interest in provid-
ing better treatment and support for patients with terminat
illness. The aim is to keep them as comfortable, alert, and
free of pain as possible. It may also be necessary to direct
attention to emotional, financial, social, or family prob-
lems, The patient’s minister or the hospital chaplain may
give invaluable help.

DoMicTiaRy CARF. If they wish, whenever possible,
patients should end their days in their own homes.
Although families may at first be afraid of caring for the
paticnt at home. they will usually do so if extra support
from district nursing services. social services and volun-
tary agencies is provided. Families may be reassured if an
assurance is given that the patient will he admitted to a
hospital or hospice if they cannot cope.

HOSPITAL OR HOSPICE CARE. The most important lesson to
be drawn from the experience of hospices is that both doc-
tors and nurses must give time to listen to the patient. This
gives great support and comfort to a patient who may oth-
erwise suffer intolcrabie lonefiness. 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 1o read the newspa-
per. or the TV to be replaced by radio. The staff should not
exclude the family from contributing 1o the patient’s care;
if prevented they may be resentful or subsequently suffer a
feeling of guilt.

DRUG TREATMENT, The number of drugs should be as few
as possible, for even the taking of medicine may be an
effort. Oral medication is usually satisfactory unless there
is severe nausca and vomiting. dysphagia. weakness, or
coma, in which case parenteral medication may be neces-
sary.

PAIN

Analgesics arc always more cffective in preventing
the development of pain than in the relief of estab-
lished pain.

The non-opioid analgesics aspirin or paraceta-
mol given regularly will often make the use of opi-
oids unnecessary. Aspirin (or other NSAIDs if
preferred) may also control the pain of bone sec-
ondaries: naproxen, flurbiprofen, and indomethacin
(see section 10.1.1) are valuable and if necessary
can be given rectally. Corticosteroids, radiother-
apy or radioactive isotopes of strontium (Metas-
tron® available from Amersham) are also often
useful for pain due to bone metastases.

Morphine is the most useful of the opioid anal-
gesics. In addition to relief 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-prox-
amol), 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 lowest dose which pre-
vents pain. Although a dose of 5-20 mg is usually

adequate there should be no hesitation in increasing
it to 30-60 mg or occasionally to 90~150mg or
higher if necessary. If pain occurs between doses §
the next dose due is increased; in the interim an 3
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 advan-
tage that they need only be taken every 12 hours. ]
The starting dose of MST Continus® tablets or
Oramorph® SR tablets is usually 10-20mg every 3
12 hours if no other analgesic (or only paracetamol) }
has previously been taken, but to replace a weaker 4
opioid analgesic (such as co-proxamol) the starting
dose is usually 20-30 mg every 12 hours. Incre-
ments should be made to the dose, not to the fre-
quency 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 3
giving the oral solution of morphine every 4 hours ;
in increasing doses until the pain has been control- §
led, and then transferring the patient to the same
total 24-hour dose of morphine given as the modi- §
fied-release tablet (divided into two portions for 12-
hourly administration). The first dose of the modi-
fied-release tablet is given 4 hours after the last 3
dose of the oral solution’. 1

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 modified-release tablets it is half the total 24- 3
hour dose (which is then divided into 6 portions to 3
be given every 4 hours). Diamorphine is preferred
for injection because being more soluble it can be j
given in a smaller volume. The equivalent intra-"
muscular (or subcutaneous) dose of diamorphine is
only about a quarter to a third of the oral dose of. 3
morphine; subcutandous infusion via syringe driver %
can be useful (for details, see p. 14). ’

RECTAL ROUTE. Morphine is also available for rec-
tal administration as suppositories; alternatively 3
oxycodone suppositories can be obtained on special
order. ;

TRANSDERMAL ROUTE. Transdermal preparations
of fentanyl are now available, see section 4.7.2.

GASTRO-INTESTINAL PAIN. The pain of bowel calic

may be reduced by loperamide 2-4mg 4 times §
daily. Hyoscine hydrobromide may also be helpful, -
given sublingually at a dose of 300 micrograms 3 3
times daily as Kwells® (Roche Consumer Health)

tablets. For the dose by subcutaneous infusion ;
using a syringe driver, see p. 14. :

1. Studies have indicated that administration of the last
dose of the oral solution with the first dose of the modi-
fied-release tablets is not necessary. E
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Gastric distension pain due to pressure on the
gomach may be helped by 4 preparation incorporat-
ing an antacid with an antiflatulent (see scction
LL1} and by domperidone 10mg 3 tmes daily
before meals

MUsCLE spasm. The pain of inuscle spasm can be
helped by a muscle relaxant such as diazepum 35—
10mg duily or buclofen 3-10mg 3 times daily

NERVE PAIN. Pain due to nerve compresyion may be
reduced by a corticostervid such as dexamethasone
§mg daily, which reduces ocdemu around the
tumour, thus reducing compression.

Dysaesthetic or stabbing pain resulting  from
perve irritation may be reduced by amitriptyline
25-75mg at night. or by carbamazepine 200 mg 3
limes daily

Nerve blocks muay be considered when pain s
localised to a specific area. Transcutaneous elec-
trical nerve stimulation (TENS) may also provide
useful reliet of pain

MISCELILANEQUS CONDITIONS

Noo-licensed indications or routes

Several recommendations in this section involve j
pon-licensed indication: J

RAISED INTRACRANIAL PRESSURE. Headuche due 1o
raised intracranial pressere olen responds o a
high  dose  of  a corticosteroid, such as
dexamethusone 16 my daily for 4 to 3 days. subse-
quently reduced to 4-6 mg daily it possible.

INTRACTABLE COUGH. Inrractable cough inay be
relieved by moist inhalations or may require regular
administration of an oral morphine hydrochloride
(or sulphare) solution in an waital dose ot S g
every 4 hours. Methadone iimctus should  be
avoided as 1t has a long duration of uction and ends
to accumulate

DyspNoka. Dysproea may be pelicved by regula
oral morphine hydrochloride tor sulphate) solution
in caretully titrated doses. starting at 3mg cvery 4
hours, Drazepam 5-T0me daily may be helplul: o
comicosterord,  such as dexamethasone 4 Snig
daily. inay also be helprub it there is bronchospasm
or partial obstruction

EXCESSIVE RESPIRATORY STCREVION. Facossive reap-
ratory secretion (death ratde) may be reduced by
subcutuncous injection of hyoscine hydrobromide
K600 microgrums every 4w 8 howrs. For the
dose by subcutaneows infusion using a syiinge
driver, see next page

RESTE ESSNESS  AND CONEFUSION. Restlossness and
confusion nuty require treatiment waith halopernidol
1-3mg by mouth every 3 houis. Chilorpiomaczine
25-50myg by mouth every 8 hours is air alternative,
but causes niore sedation. Methotrimeprazine s

0 tised occasionally Tor restlessness. For the dose
by subcutaneows infusion using a syreinge driver, see
next page.
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Prescribing in Palliative Care

Hicour, Hiceup due 1o gustric distension may be
helped by a preparation incorporating an antacid
with an antiffatulent (see section 1100 1 this Tails,
metoclopramide 10 mg every 6 1o 8 hours by mouth
or by intramuscular injection can be addedf ths
also tails, chlorpromazine 10-23 myg cvery 6 0 8
hours can be wied

ANGREXTA. Anoreua may be helped by prednmso-
lone 13 30myg daily or dexamcibus
daihy

CONSTIPATION, Conviipation Is Q@ Cry Colboi
cause of distress and s alimost invariable after
administration of an opioid. It should be prevented
it possibie by the regular adninistration of Tuxa-
tives: a faecal softener with o peristabtic stimulant
(e co-danthramery, or lactuiose solution with
sennd preparation should be used Gee sections 6.2
and 1.6.3)

FUNGALING GROW L Froigating grow e may be
treated by cleansing with a minture of | part of 47
povidone aodine skin cleanser soluton and - paits
of liquid parattin, Ol adniinstration of mctronid
azole tsee section S TH may eradicate the anacro
bre bacteria responsible tor (he odour of tungating
tmoues: topical apphication tsee section 131001

s also used

CAPHLARY BILEDING. Capredlary Bloeding may be
reduced by applying gauze soaked i wdrenahne
sotution 4 1 i 10U

DRrY MOUTH. Drvomoud may be associated with
candidisis which can be wreated by nystatin oral
suspenston or pastilles. wiiphoteriom forsen
micondsole oral gel alter toad (e section
alternatively, tluconazole can be given by mouath
(see section 3210 Dy mouth can also beaside-
cifect of morphine

PRURILUS, Proazius, even when -associated with
alisgciv e Jaundice. often responds o sinple
nicasures such as ciollicnis. T the case o) obstrue
tse jaundice, Jurther maeasures nclude adiamistia
ton of cholestyramine or an anabobe stetoid, such
as stanosotol 310 my dals - anuhistamines cun be
helplul tsee section Y413

Convirsions Patients st corelial tnmonrs o
wiacmia iy b siseeptible o convulsions, Pio
phylacte weatment with pheny o or carbamuze
pine (see seetion 48 1y should be constdered. When
oral medication 1y no longer possibles diazepant us
suppositoiies H0 200me everny o 8 Bouss ot

phcnobaibitone by mjection >0 2

0y twice daily
s continucd as prophy laves, T the use ol il
arokany by subcutaneons injindon using o sy

driver see neat page
DIy sitiGia \ cotlicusterond such EN
devanictiasone 3 g datly may helpseniporaridy. il
theie s an obsituction due W donean See also

uinder Dry Mouih




NAUSEA AND VOMITING. Nausea and vomiting are
very common in patients with advanced cancer. The
cause should be diagnosed before treatment with
anti-emetics (see section 4.6) is started. Octreotide
(see section 8.3.4.3), which stimulates water and
electrolyte absorption and inhibits water secretion
in the small bowel. can be used by subcutancous
infusion, in a dose of 300-600 micrograms/24
hours to reduce intestinal secretions and vomiting.

Nausea and vomiting may also occur in the initial
stages of morphine therapy but can be prevented by
giving an anti-emetic such as haloperidol or pro-
chlorperazine. An anti-emetic is usually only neces-
sary for the first 4 or 5 days therefore fixed-
combination opioid preparations containing an anti-
emetic are not recommended since they lead to
unnecessary anti-emetic therapy (often with unde-
sirable drowsiness). For the administration of anti-
emetics by subcutaneous infusion using a syringe
driver, sec 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

Although drugs can usually be administered by
mouth to contro! the symptoms of advanced cancer,
the parenteral route may sometimes 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 continuons subcu-
taneous infusion. which can provide good control
of symptoms with little discomfort or inconven-
ience to the patient.
Indications for the parenteral route are:

the patient is unable to take medicines by mouth owing to
nausea and vomiting, dvsphagia. severe weakness, or
coma;

there is malignant bowel ovbstruction in patients for
whom further surgery is inappropriate (avoiding the
need for an intravenous infusion or for insertion of a
nasogastric tuhe);

occasionally when the patient does nof wish to take regu-
lar medication by mouth.

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

Methotrimeprazine causes sedation in about
50% of patients: it is given in a subcutaneous infu-
sion dose of 25-200 mg/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 150 mg/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 SECRE
Tions. Hyoscine hydrobromide

effectively
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reduces respiratory secretions and is sedative (but
occasionally causes paradoxical agitation); it is
given in a subcwtaneous infusion dose 0.6-
2.4 mg/24 hours.

Hyoscine butylbromide is effective in bowel
colic, is less sedalive than hyoscine hydrobromide,
but is not always adequate for the control of respir-
atory secretions; it is given in a subcutaneous infu-
sion dose of 20-60 mg/24 hours (important: this
dose of hyoscine butylbromide must not be con-
fused with the much lower dose of hyoscine hydro-
bromide, above).

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

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

Midazolam is a sedative and an antiepileptic, and
is therefore suitable for a very restless patient; it is §
given-.in a subcwtaneous infusion dose of 20- 3
100 mg/24 hours.

50000 ol A e

Convutsions. 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~
40 mg/24 hours.

PAIN 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 diamorphine

by injection .
infusion).

ntramuscularly or by subcutaneous ¥

MIXING AND COMPATIBILITY. The general principle 3
that injections should be given into separate sites
(and should not be mixed) does not apply to the use 1
of syringe drivers in palliative 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, chiorpromazine, prochlorper-§
azine and diazepam are contra-indicated as they
cause skin reactions at the injection site; to a lesser,
extent cyclizine and methotrimeprazine may alsp}
sometimes cause local irritation.

In theory injections dissolved in water for injec-3¥
tions are more likely to be associated with pain;
(possibly owing to their hypotonicity). The use of
physiological saline (sodium chloride 0.9%) how-;
ever increases the likelihood of precipitation wheng .
more than one drug is used; moreover subcutaneous
infusion rates are so slow (0.1-0.3 mL/hour) that
pain is not usually a problem when water is used
a dituent.

Diamorphine can be given by subcutaneous infi
sion in_a strength of up to 250mg/mL; up to
strength of 40 mg/mL either water for injections
physiological saline (sodium chioride 0.9%) is




" mitable diluent—above that strength only water for
“Injections is used {to avoid precipitation).
The following can be mixed with diwmnorphine:

Cyclizine!

- Dexamethasone?
Haloperido!®
Hyoscine butylbromide
Hyoscine hydrobromide
Methotrimeprazine
Metociopramide®

ine may precipitale at concentrations
or in the presence of physiological suline or
as the concentration of diamorphine relative to cyclizine
S mixtures of diamorphine and cyclizine are
also liable to precipitate after 24 hours.
2, Special care is needed to avoid precipitation of

Subcutaneous tfusion solution should be mons
tored regularly both to check for precipitation (and
discoloration} and to ensure that the infusion is run-
ning at the correct rate,

PROBIEMS ENCOUNTERED WITH SYRINGE DRIVERS.
The following are neoln-
tered with syringe drivers and the action that should
be taken:

{f the subcutancous infusion runs foo quickly checek the
rate setting and the calculation:

if the subcutancous infusion runs foo stowdy check the
start button, the battery, the syrin river. the cannula.
and make sure that the injection site is not inflamed:

if there 15 an injection stie reaction make sure that the site
does not need to be changed sss or swelling at
the site of injection is nut in itself an indication tor
change, but pain or obvious inflamnianion is

HCO002175-0010

dexamethasone when prepanng
3 Mistures of haloperidol aud Slamorphine are hable 10 Gyringe driver rate seitings. Staff using syringe
. 24 hours if baloperidol concentration is | yrivers should be adequately trained and different

P!
‘e ) me.
apove 2mg/ml. ) rale settings should be clearly identified and differ-
4. Under some conditions metochqpramide may become entiated
discoloured; such solutions should be discurded. | R . —

Equivalent doses of morphine sulphate by mouth (as oral solution or standard tablets or as
modified-release tablets) or of diamorphine hydrochioride by intramuscular injection or by
subcutaneous infusion

These equivalences are approximate only and may need to be adjusted according to response

ORAL MORPHINE PARENTERAL DIAMORPHINE
Mormphine 7777 Mophine mphine _Diamorphine
sulphate sulphate hydrochloride by hydrochloride by

oral solution or modified-release intramuscular subcutaneous
standard tablets tablets injection infusion

every 12 hours every 4 hours every 24 hours
20 mg .S 15mg
30 mg g 20 mg
50 mg . 30 mg
60 g 7.5mg 45 mg
90 mg 10 mg 60 mg
120 mg 1S mg 9 mg
180 mg 20 my 120 mg
80 mg 240 mp 30 mg 180 mg
100 mg 300 mg 40 my 240 mg
130 mg 400 mg S0 myg
160 mg 500 mg o) g
200 mg 600 mg 70w

if breakthrough pain occurs give a subcutaneous (preferable) or inframuscular injection of
diamorphine equivalent to one-sixth of the total 24-hour subcutaneous infusion dose. 1t is kinder
to give an intermittent bolus injection subcutaneously—absorption 1s smoother so that the risk of
adverse effects at peak absorption is avoided (an even better method s to use a subcutaneous
butterfly needle).

To minimise the risk of infection no individual subcutaneous infusion solution should be used for
longer than 24 hours.
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16 Guidance on Prescribing
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Prescribing for the Elderly

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

PoLyPHARMACY. Elderly patients are apt to receive
multiple drugs for their multiple diseases. This
greatly increases the risk of drug interactions as
well as other adverse reactions. Moreover, symp-
toms such as headache, sleeplessness, and light-
headedness which may be associated with social
stress, as in widowhood, loneliness, and family dis-
persal 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 meas-
ures 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 to 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 ineffective but the patient may experience
serious  side-effects such as  drug-induced
parkinsonism, postural hypotension, and mental
confusion.

SELF-MEDICATION. Self-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 susceptibility 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 possess only limited reserves of renal

function, excrete drugs slowly, and are highly sus-

ceptible to nephntovic drugs. Acute illness may
lead to rapid reduction in renal clearance. especially
if 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 consripation (with antimusca-
rinics and many tranquillisers) and postural hypo-
tension and falls (with diuretics. and many
psychotropics). 5

HypnoTICs. Many hypnotics with ldng 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.

D1URETICS. Diuretics are overprescribed in old age
and should not be used on a long-term basis to treat
simple gravitational oedema which will usually
respond to increased movement, raising the legs,
and support stockings. A few days of diuretic treat-
ment may speed the clearing of the oedema but it
should rarely need continued drug therapy.

1
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NSAIDs. Bleefi?ng associated with aspirin and 1

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, anti-

hypertensives, psychotropics, and digoxin; the usual } 1

maintenance dose of digoxin in very old patienlﬁ 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 moré ;

common in the elderly. Therefore drugs with a ten-
dency to cause bone marrow depression (e.g. co-tri-

moxazole. mianserin) should be avoided unless

there is no acceptable altemnative.

The elderly generally require a lower mainte-
nance dose of warfarin than younger: adults; once

again, the outcome of bleeding tends to be more §

serious.
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GUIDELINES

S
First always question whether a drug is indicated at
all.

LIMIT RANGE. It is a sensible policy 1w prescribe
from a limited range of drugs and to be thoroughly
familiar with their effects in the elderly.

Repuck DOSE. Dusage should generally be substan-
tially fower than for younger patients and it is com-
mon to start ‘with about 50% of the adult dose.
Some drugs (e.g. chlorpropamide) should  be
avoided altogether.

REVIEW REGULARLY. Review repeat prescriptions
regularly. It may be possible to stop the drug (e.g.
digoxin can often be withdrawn) or it may be neces-
“sary to reduce the dose 1o match diminishing renal
function.

Simp . Siiny

not normally cog

drugs and, ideally, these should nat be given mose
than twice daily. In particular, regimens which call
for a confusing array of dusage intery als should be
avoided.

EXPIAIN CLEARLY. Write tull instructions on every
preseription tincluding repeat prescriptions) so il
containers can be properly labelied with tull direc-
tions. Avoid imprecisions like “us directed”. Child-
resistant containers ay be uis :

REPLATS AND DISPOSAL. INstiuct paticiils W hat i
when drugs run out, and also how 1o dispose ot any
that are no Jonger neeessary Try to prescribe
matching quantities.

If these guidelines are lTollow ed most elderly pe
ple will cope adequately with thewr own medicines
I not then it is essential w enrol the help of a third
party, usually a relative
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