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6 Guidance on Prescribing 

Emergency Supply of PoM at Patient’s Request 
The Medicines ~Preducts Other Than Veterinary 
Drugs) (Prescription Only) Order 1983, as 
amended, allows exemptions from the Prescription 
Onty requirements for emergency supply to be 
made by a person lawfully conducting a relail phar- 
macy business provided: 

(a) that the pharmacist has interviewed the person request- 

ing the pr~cnption-on[y medicine and is satisfied: 

til that there is immediate ne~ for ~he pre~fipfion-only 
medicine and ~ha~ ~ i~ impracficaNe in ~he c~cum- 

has on a previous ~cas~on ~en p~scri~d by a d~or 

for ~e ~rson r~ueslthg 

(iii) as ~ ~he do~ which i~ would be appropriate for ~e 

~) tha~ no grea~er quanthy shall ~ supplied than will p~- 

only medicine 

(i) ~ oimmem. ~eam or preparation for ~he relief of 

asthma in an aerosol d~s~nser when the smallest p~k 

can ~ supplied: 

(ii) an oral comraceptve ~hen a ~11 cycle may be sup- 
plied: 

(iii) an antibiotic ~n liquid fo~ for orM 
when ~e smalles~ quanti~ ~a* wi]! provide a full course 

of ~ea~mem can ~ suppfied: 

(c) ~at an en~ shall ~ made ta the pres~pfion b~k 

0) ~e date of sup#y; 

(iii) ~e name and address of the patiem; 

0) ~he date of supply; 

Oii) ~he name of the patient: 

(iv) t~ name and address of ~ ph~acy; 
~v~ the words ’E~rgency supply’. 

to) that the prescription-only medicine is not a substance 
specifically excluded from the emergency supply provi- 

slon, and does not ¢ontaln a Uon~olled Drug specified in 
schedules 1, 2. or 3 to the Misuse of Drugs Regulations 
1985 except for phenobarbimne or phenobarbitone sodium 
for the treatment of epilepsy: for details see Medicines, 

Ethics and Practice. No. 18, Londor,. Pharmacemlcal 
Press, 1997 land subsequent editions as available). 

ROYAL PHARMACEUTICAL SOCIETY’S GUIDELINES 

(I) The pharmacist should consider the medical 

consequences of not snpplylng. 

(2) If the patient is not known to the pharmacist, the 

patient’s identity should be established by way of 

appropriate documentation, 

(3) ]t may occasionally be desirable to contact the 

prescriber, e.g. when the medicine requested has a 

potential for misuse or the prescriber is not known 

to the pharmacist. 

(4) Care should be taken to ask whether the 

patient’s doctor has stopped the ~:reatment, or 

whether the patient is taking any other medication. 

(5) Except for conditions which occur infrequently 

(e.g. hay fever, asthma attack or migraii~le), a supply 

should not be made if the item requested was last 

prescribed more ~han 6 months ago. 

161 Consideration should be given to supplying less 

than 5 days" quantity if this is justified. 

(7) Where a prescription is to be provided later, a 

record of emergency supply as required by law 

must still be made. It is good practice to add to the 

record the date that the prescription is received on. 

Payment for the medicine supplied is not a legal 

requirement, but may help to minimise the abuse of 

the emergency supply exemption. If an NHS pre- 

scription is to be provided, a refundable charge may 

be made. 

t. For emergency supply at the mquesl of a doctor see Medicines, Ethics and Practice. No. 18, London, Pharmaceutical 
Press. t997 (and sub~quem editions as available). 

2. The doctor must be a UK-registered doctor.                              3~ 

Approximate Conversions and Uni~ 

~b ~g szo,,es kg 

I 0.45 l 6.35 

2 0.91 2 12.70 

3 ] .36 3 19.05 

4 1.81 4 25.40 

5 2.27 5 31.75 

6 2.72 6 38.10 

7 3.18 7 44.45 

8 3,63 8 50.80 

9 4.08 9 57.15 

lO 4.54 IO 63.50 

11 4.99 11 69.85 

12 5.44 12 76.20 

13 5.90 13 82.55 

14 6.35 t4 88.90 

! 5 92.95 

mt ft. oz 
Ma~ 

l kilogram (kg) = 100~ grams (g) 
50 t.8 t gram (g) = lOOO milligrams (rag) 

100 3.5 ~ milligrmn (mg) = I000 micrograms 

150 5.3 1 microgram = 10~0 nanograms 

200 7.0 I nanogram = lOOO picograms 

500 17,6 

t0~0 35.2 Volume 

1 li~re = lO0~ millilitres (mL) 

I millilitre = lO00 microlitres 

I pint ~568 mL 

Other 

t kilocalorie Ikcal) = 4186.8 joules (J) 

1000 kilocalories (kcal) = 4.1868 megajoules 

t megajoule ~MJ) = 238.8 kiloealories (kcal) 
1 millimeffe of mercury = 133.3 pasCala (Pa) 

{mmHg) 

| ldlopascal (kPa) = 7.5 mmHg (pressure) 
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Controlled Drugs and 
PRI~CRIFrlONS. Preparations which are subject Io 
the prescription requirements of the Misuse of 
Drugs Regulations 1985, i.e. preparations specified 
in sche&dcs 2 amd 3, are disonguishcd throughom 
the BNF by the symbol CD (Controlled Drugs). 

The principal legal requirements relating to medical 
prescmptions are listed below 

Prescriptions ordering Controlled Drags subject 
to prescription requirements must be signed and 
datedi by the prescriber and specify the prescriber’s 

address. The prescription must always state in the 
prescnber’s own handwritblg2 in ink or otherwise 
so as to be indelible: 

1. "[’he name and address oflhe patient; 

2. In the case of a preparation, the form3 and where 
appropriate the strength4 of the preparation; 

3. l’he total quantity of the preparanon, or the 
number of dose units, in both word$" and figures:5 

4. The dose/’ 

A prescription may order a Controlled Drug to be 
dispensed by instalments; the amount of the instal- 
ments and the intervals to be ob~,erved must be 
specifiedJ Prescriptions ordering ’repeats’ on the 
same form are not permitted. 

it is an offence for a doctor to issue an incomplete 
prescription and a pharmacist is not allowed to dis- 
pense a Controlled Drug unless all the information 
required by law is given on the prescription Fmlurc 
to comply will~ the regulations concerning the writ- 
ing of prescriptions will result in inconvenience to 
patients and delay in supplying the necessary ruedi 
clue. 

B 

Controlled Drugs and Drug Dependence 7 

Drug Dependence 
of addiction aic cir.’nine, diamorphine (hcrom), 

morphine, and tile synthetic opioids Per arrange- 
incnl~ for prc.~c~ibmg of diamorphinc, dipipauone 
or cocaine gsr addicts, see p 9 

Despite marked reductiou in the prescribing of 
amphetanlines there is concern that abuse of illicit 
amphetautine and related conlpound5 is wide 

spread 

()wing to problems of wide~,prcad abuse addi 
tional controlled drug rcqoircolent~ have been 
placed on lelllazcepalll (but it rcmaiub exempt from 
the additional pIescribiug requirenlcnlb ) 

lhe principal barbiiurates are now Controlled 
Drugs, but phenoharbthme and phcnobarbilone sod 
iufn or a prep~ation contathlug either of thebe are 
exempt from the handwriting requirement but must 

fulfil all olhcr cunlrolled drug prescription require 
me]its (important: the t)~ n hand~ritiog exemption 
does not apply to the date: a computer gcnerutcd 
date need not be deleted Nu the date nlusl also be 
added by the prcacribcr) Mo~eovcr, lot the treat 
mere of epilepsy phem~bmbmmc and phcnobarbi- 
lime bodiuu/ are available under the clnergcnc) 
supply regulations (p 6) 

Cannabis (lndi,m he]up) has no approved nicdic- 
inal use and cannot be piescribed by d{~.:t.ors Its use 
is illegal but has ~comc widespread Caniiabis is a 
mild hallucinogen seldom accorupanied by a desire 
to lncrcm~e the dose: withdlawal syinpumis ~¢ UllU- 
saul. I,ysergide !ly~crgic acid dicthylaniide, I.SD) 
iS a much more potent hallucinogen; its use can lead 
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to severe psychotic 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 because 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 ten~lency 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 sa’angers and may be able to get 
information about suspected opioid addicts (for 
details see p. 9). 

Patients under temporary care should be given 
only small mpplies of drugs unless they present an 

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 Anad’s Gate, London SWIH 9AT. 

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

the patient’s name and current address; 
the quantifies of d~gs to be carried; 
the strength and form in which the drugs will be dis- 

pensed; 
the dates of travel to and from the United Kingdom. 

Ten days should be allowed for processing the 
application. 

Individual doctors who wish to rake 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 impor’,/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 count~’s 
embassy or High Commission in the UK. 

Misuse of Drugs Act 

The Misuse of Drogs Act, 1971 prohibits certain 
activities in relation to ’Controlled Drugs’, in par- 

ficular their manufacture, supply, and possession. 

unequivocal letter from their own doctors. Doctors The penalties applicable to offences involving the 
should also remember that their own patients may ~, different drugs ate graded broadly ac¢ording to the 
be doing a collecting round with other doctors, harmfulness_attributable to a drug when it is mis- 

especially in hospitals, it is sensible to decrease used and for ibis purpose the drugs are defined in 

dosages steadily or to issue weekly or even daily 
the following thr~e classes: 

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* 

suiting room or at reception desks; do not leave in a car 
whim 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 quantity in words and figures when pxe- 
scribing drugs prone to abuse; this is obligstmy for con- 

Uolled drugs (see Prescriptions, above); 

(d) alterations are best avoided but if any are made they 
should be clear 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 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 
may require an export licence. This is dependent 

Class A includes: alfentenil, cocaine, dextrumoramide, 

diamorphine 0teroin), dipipanone, lysergide (LSD), 
methadone, morphine, opium, pethidine~ phencyclidine, 

and class B substances when prepared forinjectiou 

Class B include~: oral amphetamines, barbiturates, 
cannabis, Cannabis resin, codeine, ethylmocphine, glu- 

tethimide, pentazanine, phenmetrazine, and pholcodine 

Class C includes: certain drugs related to the amphet- 

amines such as benzphetamine and chiorphentermine, 
buprenocphine, diethylpropion, mazindol, meprobamate, 

pemoline, pipradro[, most benzodiazepines, androgenic 

and anabolic steroids, clenbuterul, chorionic gonadoUo- 
phin (HCG), non-human chmionic gonadotrophin, 
anmatotropin, anmatrem, and somatropin 

The Misuse of Drugs Regulations 1985 define the 
classes of person who are authodsed to supply and 
possess controlled drugs while acting in their pro- 
fessional capacities and lay down the conditions 
under which these activities may be carried out. In 
the regulations chugs are divided into five schedules 
each specifying the requirements governing such 
activities as import, export, production, supply, pos- 
session, prescribing, and record keeping which 
apply to them. 
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Schedule 1 includes dn~gs such as cannabis and lyscrgide 
~hich are nol used medicinally Possession and supply 
are prohibited except in accordance with }llolne Office 
authoruy 

Schedule 2 includes drugs such as diamorphine (heroin), 
morphine, pethidine, quinalba~bitonc, glutethimide 

amphct..qnine, and cocaine and are subject to the 

controllcd drug requirements lelalillg to pfe~cripllolls, 
safe cuslody (except for quinalbarbitone), the need 
keep ~egisters, etc. (unless exemplcd in schedule 5t 

Schedule 3 includes the barbiturates (except quinalbarbi- 

lone, now schedule 2), buprenorphine, diethylDopiun" 
mazu:dol, meproharaate, penlazocille, phenteru/inc, and 

lemazepanl They are subject to the special prescnpnoJ~ 

requucments {except for phenobaabttone and temaze- 

pare, see p. 7) but not to the safe cuslody requirements 
(except for buprenorphin¢, diethylpropion, and tcnlaze- 
pare) nor to the need to keep registers (altht~ugh there 
are requirements filr the retention of im.uices for 2 

years). 

Schedule 4 includes th Parl II 33 bcnzodia.,xpmcs Item- 
azcpam is now in schedule 31 and pemoline which arc 
subject to nunimal control Part [ include~ al~drogcnic 
and anabotic steroids, clcnbuterol, chononic gonadom) 

phin (HCG), non-hulnan chononic gonadotrophin, 

solllan?tropln, sornatrc[ii, and somalropin Controlled 
drug prescription requirements do not apply and Sched 

ule 4 Controlled Drugs are not sti’bject to safe custody 

Schedule 5 includes those prcpa.-afions which, because of 

Notification of Drug Misusers 

In May 1997, the Misuse of Drug~ !5upply to 

Addicts) Regulations 1997 revoked the rcquircmcut 

for doctors to send to the Home O~fice particular:, 

of drug addicts. 

The Addicts lndcx, ’,’,/Uch was held b~ t~e /lome 
Office, has now been closed l-tnwevcr, doctors 
expected to coutinue tu report treatment delllands ol 
all drug misusers by returning 0~e local drug misuse 
database reporting forms, which provide 
nym~sed data, to tile appropriate natioual or 
reg~oual Drug Misuse Database (DMDL Informa- 
tion m the database is not limited, as wa~ the 
Addicts Index, to opioid ~d c~aine misuse, but 
includes any misused drug lhat generates ~eatmenl 
demmM 

I{ is good medical practice to check all ucw cases ol 
misuse or suspected misuse with the I)MDs behlre 
prescribing or supplying Inisuscd drugs since this is 
a safcguald against drag rnisuscrs obtainiug sup 

EnquMes rcgarding regional and national l)Ml)s 
can be made to database managers at the 
cotltact telephone nuulbers, 

ENUt.\ND 

Angfia and Oajord 

lelcpthme {11865 226734; fax 01865 226~52 

0151 794 5488 

3445 

Notification of [)rug Misusers 9 

lit Northcln Ireland, the Misuse of [)iugs (Notifier- 

lion ol and Supply to Addicts) {Not{hem hela~ld) 

Rcgulalions 1973 require doclorb 1{i >cud p,uticu 

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

The Nlisu~c ol [)rags (Supply to Addict~l Rcgula- 

tious 1997 ~cqtmc thai ont~ mcdicat practitioners 

who ImM a special Iice~lcc i~ucd by the ttome Sec 

tetary may prc~cribe, administer or supply diamor- 

phine, dipipauunet (Di~)md% or cocaine m 

trcutmcnt o[ drug addiction; olhcr ptactitlonct~ 

t~calmcnt ccnlrc Whcnc~ct pt~aihtc l!*c addict ~ ill 

be iutioduccd by a member ol Md[[ holn the t~cat 

lllen[ centre to a phmlnaciat ~ho~c agrccnlCtll has 

been obtained and whose pharmacy ~s conxcntcntly 

plic~ will hc ~cut n) the pharmucy by i)o~I and ~ill 

nta5 
5till [;tz’~ttlbc di.moU;/llnc’ dii:tl;tttt~,ne’ and 
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Adverse Reactions to 
Any drag may prodnce unwanted or unexpected 
adverse reactions. Detection and recording of these is 

of vital importance. Doclurs~ are urged to help by 
reporting adverse reactions [o: 

Medicines Control Agency 

CSM Freepost 
London SW8 5BR 
~081N9 731 67891 

Prepaid Yellow Cards for reporting are available from 
the above address: forms for doctors are bound in this 

b<mk (inside back covert. 
A 24-hour Freefone service is available to all parts of the 

UK. for advice and informalion on suspected adverse drug 
reactions: contact the National Yellow Card Information 

Service m the Medicines Contrn~ Agency on 0g~ 731 

6789. Outside office hours a lelephone-answering machine 
will take messages. 

The following regional centres also collect data: 

CSM Mersey CSM Wales 

Freepost Freepos~ 

Liverpoo! L3 3A’B Cardiff CF4 lZZ 

{0!5t-794 g113"~ (01222 744181 
Direct Linel 

CSM Northern CSM West Midlands 

Freepos~ 1085 Freepost SW2991 

Newcastle upon Tyne Birmingham B Ig 7BR 

NEI IBR [No telephone number] 

(0191-232 1525 Direct Line~ 

The CSM’s Adverse Drug Reactions On-line Infor- 

mation Tracking CADROITt facilitates the monitoring 

of adverse drug reactions. 

Suspected adverse reactions to any therapeutic agent 

should be reported, including drugs ~those taken for 

self medication as well as those prescribed), blued 
products, vaccines, X-ray contrast media, dental or sur- 

gical materials, intra-uterine devices, and contact lens 
fluids. 

NLWCER ORtn3S. These are indicated by the sign T. 
Doctora~ are asked 1o 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 relationsthp, irrespective of whether the reaction 

is well recognized, and even if other drugs have been 
given concurrently. 

E~TABLISHED DRUGS, DOCIorsl are asked to report all 

serious suspected reactions, including those that are 

fatal, life-threataning, disabling, incapacitating, or 

which result in or prolong hospitalisation; they should 

be reported even if the effect is well recognised. 

Examples include anaphylaxis, blood disorders, endo- 
crine dista~ances, effects on fertility, haemo~hage from 

any site, renal impairment, jaundice, ophthalmic disorders, 
severe CNS effects, severe skin reactions, reactions m 
pregnant women, and any drug interactions. Reporta of 
serious adverse reactions are required to enable risk/bene- 
fit ratios to be compared with other drugs of a similar 
class. For established drags doctors are asked not to report 

well-known, relatively minor side-effects, such as dry 

1. Hospital pharmacists may also report suspected reac ............ 
lions; a demonstrmion scheme will also allow comnm- 
nity pharmacists within the CSM’s Monitoring Centres 
in Cardiff, Birmingham. Liverpool, and Newcastle tu 

the particular ca~e with the patient’s doctor before send- 

ing a yellow card report. Whilst it is not recommended 

doctor, the pharmacist may wish to exercise professional 
judgement in sending such a repot. 

Drugs 
mouth with tricyclic antidepressants, constipation with 
opioids, or nausea with digoxin. 

S~eclal i~roblerng 

Delayed drug effects. Some reactions (e.g. cancers, 
chlomquine retinopathy, and retroperitoneal fibrosisl 

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 s malformed 
abused fetus doctar~ are asked to consider whether this 

might be an adverse reaction to a drug and to report all 
drugs (inciuding self-medication) taken during 

pregnancy. 

Vaccines, Doctors are asked to repor~ all suspected 
reactions to both new and established vaccines. The 

balance between risks and benefits needs to be kept 

Prevention ol adverse reacfion~ 

Adverse reactions ma) be prevented as follows: 

I. Never use any drug unless there is a good indication. If 
the t~nt is pregnant do not use a drug ufileas the need 

for it is imperative. 
2. It is very important to racognise allergy and idiosyn- 
crasy as causes of adverse drug reactions. Ask if the 

patient had previous reactions. 

3. Ask if the patient is already taking other drags includ* 
ins self-medication; remember that interactions may 
occur. 

4. Age and hepatic ~r renal disease may alter the metaly- 
alism or excretion of drugs, so that much smaller dosea 
may need m be prescribed. Pharmacoganetic [’actors 
may also be responsible for variations in the rate of 
metabolism, no~ably of isoniazid and the tricyclic anti- 

depressants. 

5. Prescribe as few drags as posslbie and give very clear 
instructions to the elderly or any patient likely to misun- 
derstand complicated ins~"uctions, 

~. 6. When possible use a familiar drag. With a new drug be 
parlicularly alea for adverse reactions or unexpected 

7. if serious advers~teactions are liable tu occur warn the 
patient. 
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Prescribing in Oalliative Care 
In recent years there has been increased interest in 
providing better treatment and support for patients 
with terminal 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 emo- 

tional, financial, .~axial, or family problems. The 
patient’s minister or the hospital chaplain may give 
invaluable help. 

DOMICILIARY CARE.. If they wish, whenever possi- 
ble, patients should end their days in their own 
homes. Although families may at first be afraid of 
caring for the patient at home, they will usually do 
so if extra support from district nursing services, 
social services and voluntary agencies is provided. 
Families may be reassured if an assurance is given 
that the patient will be admitted to a hospital or hos- 
pice if they cannot cope. 

HOSPITAL OR I~OSPICE CARE. The most important 

lesson to be drawn from the experience of hospices 
is that both doctors and nurses must give time to lis- 

ten to the patient. This gives great support and com- 
fort to a patient who may otherwise suffer 
intolerable loneliness. 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 con- 

tribufing to the patient’s care; if prevented they may 
be resentful or subsequently suffer a feeling of 
guilt. 

DRUG TREATMENT. The number of drags should be 
as few as possible, for even the taking of medicine 
may be an effort. Oral medication is usually saris- 
factory unless there is severe nausea and vomiting, 
dysphagia, weakness, or coma, in which case par- 
enteral medication 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 paraceta- 
real given regularly will often make the use of opio- 
ids 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. Radiotherapy, radioactive iso- 
topes of strontium (Metastron~ available from 
Amersham) and bisphosphonates (section 6.6.2) 
may also be 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 wevious 
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 5-20mg is usually 
adequate there should be no hesitation in increasing 
it stepwise according to response to 100mg or 
occasionally up to 500 mg or higher if necessary. If 
pain occurs between doses the next dose due is 
increased; in the interim an additional dose is given. 
The dose should be adjusted with careful assess- 
ment of the pain and the use of other drugs (such as 
NSAIDs) should also be considered. 

Modified-releasepreparations of morphine are an 
alternative to the oral solution. Depending on the 
formulation of the modified-release preparation, the 
total daily morphine requirement may be given in 
two equal doses or as a single dose. 

Preparations suitable for twice daily administra- 
tion include MST Continua® tablets or suspension 
and Oramorph® SR tablets. Preparations that allow 
administration of the total daily morphine require- 
ment as a single dose include MXL® capsules. Mar- 
cap SR° capsules may be given either twice daily or 
as a single daily dose. 

"the starting dose of modified-release prepara- 
tions designed for twice daily administration is usu- 
ally lO-20mg every 12 hours if no other analgesic 
(or only paracetamol) has been taken’ previously, 
bet to replace a weaker opioid analgesic (such as 
co-proxamol) the starting dose is usually 20-30 mg 
every 12 hours. Increments should be made to the 
dose, not to the frequency of adminisU’ation, which 
should remain at every 12 hours. 

The effective dose of modified-release prepara- 
tions can alternatively be determined by giving the 

-~oral solution of morphine every 4 hours in increas- 
ing doses untiJ the pain has been controlled, and 
then transferring ~e patient to the same total 24- 
hour dose of nio~phine given as the modified- 
release preparation (divided into two portions for 
12-bourly administration). The first dose of the 
modified-release preparation is given 4 hours after 
the last dose of the oral solution.! 

Morphine, as oral solution or standard formula- 
tion tablets, should be prescribed for breakthrough 
pain. 

PAREwrERAL Rattle. If the padent 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- 
hour dose (which is then divided into 6 portions to 
be given every 4 hours). Dinmorphlne is prefereod 
for injection because being more soluble it can be 

given in a smaller volume. The equivalent intramus- 
cular (or subcutaneoos) dose of diamorphine is only 
about a quarter to a third of the oral dose of mor- 
phine; subcutaneouS infusion via syringe driver can 
be useful (for details, see p. 14). 

I. Studies have indicated that administration of the last 
dose of the oral so/uriah with the lint dose of the modi. 

.aed-release tablets is not necessa~. 
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RECTA[. ROUTE. Morphine is also available for rec- 
ta! administratzon as suppositories; alternatively 
nxycodone supposilories can be obtained on special 
order. 

TRANSDERMAL ROUTE. Transdermal preparations 
of fcntanyl are now available, sec section 4 72. 
Careful conversion from oral morphine to transder- 
mal fentanyl is necessary; a 25 microgram~Jhr patch 
is equivalent to a total dose of morphine up to 
135 rag/24 hours 

G~.SrRO-INTEST1NAL PAIN The pain of bowe! ,.’olin 
may be reduced by loperamide 2Mmg 4 times 
daily. Hyoscine hydrobromide may’ also be helpful, 
given sublthgually at a dose of 300micrograms 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 incorporat- 
ing an ~tacid with an ant[flatulent (see section 
Ill) and by domperidone 10mg 3 times daily 
before meals. 

MUSCLE SPASM. The pain of mu’scle spasm can be 
helped by a muscle relaxant such ;~s diazepam 5- 

10 mg daily or baclot)n 5-10 mg 3 times daily. 

NERM! PAIN. Pain due to nerve compression may be 
reduced by a corticosteroid such as dexamethasone 
grog daily, which reduces oedema around the 
turnout, thus reducing compression 

Dysaestbetic or stabbing pain resulting firm 
nerve irritation may be reduced by arnitriptyline 

25-75 mg at night, or by carbamazepinc 2(X} mg 3 
times daily. 

Nerve blocks may be considered when pain ~s 
Iocalised to a specific area. Transcutaneous elec. 
trical nerve stimulation (TENS) may also provide 

usetul relief of pain. 

MISCELLANEOUS CONDITIONS 

Non-licensed indications or routes 

[Several recommendations in ~his section involve 

[ non-licrnscd indications or routes. 

RAISED INTRACRANIAL PRESSURE. Headache due to 

raised intracranial pressure often responds to a high 
dose of a corticosteroid, such as dexamethasonc 

16 mg daily for 4 to 5 days, subsequently reduced to 
44) mg daily if possible. 

INfRACIABI,E ¢OUGII Intractable cough may be 

relieved by muist inhalalions or Euay require regular 
administratiun of an oral mo~hine hydr~hloride 
(or sulphate) solution in an initial dose of 5rag 
every 4 horns. Me~adonc lmctus should be awmlcd 
ms it has a hmg durathm {fraction and tends to accu- 

[)’~SPNOt!A. Dyspnoea may be relieved by regular 

oral morphine hydrochloridc (or sulphatcl solution 

m c~etully [[gated doses, st~ling at 5 lug every 4 

hirers Diazeparn 5 10mgdaily may be helpful; a 

corticosteroid, such ~ dexamethasone ~Smg 

dally, may Mso be belpful if there is bronchospaam 

or partial obs~uction 
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~rau)ry secretion (death rattle) may be reduced by 

sobcntoneous nuection of byoscthe hydrohromide 

4(~) 60~)micrograms every 4 to 8 hours; care must 

however ~ taken to avoid the disconllort of dry 

month. For Ibe do~ by subcutaneous infusion using 

a syringe driver, see ucxt page. 

REStlESSNESS AND C(/NI:USI()N Restlessncsa and 
confusion roay require treatmenl wilh haloperidol 
1-3 mg by mouth e’,ery 8 hours Chh)rpromazine 
25 -50 mg by mou~ e~cry 8 hour~ is an alternative, 

but causer more ~¢datiou. Mclhotrimcp~azine i~ 
also used ~casionally fl)r restlessness. For the dose 
by subcutaneous in[us[on using a syringe driver, see 

next page 

HIcCuP Hiccup due to gastric distension may be 

helped by a preparation incorporating an antacid 

with an antiflamlent (see section 1 I I) If this fails, 

met~x_’lopranmic 10 mg e’,cry 0 to 8 hours by mouth 

or by intramuscular injcctiou cau be added; if this 

also fails, chlorpromazine l/)-25mg every 6 to 8 

hours can be tried. 

ANOREXIA. Anorexia may be helped by predniso- 

lone 15-30rag daily or dexamethasone 2M. mg 

daily. 

cause of disncss and is ahu,,~st invariable after 

administration of an opi,)id h should be prevented 

it [x)ssible by the regular administration ot !axa- 

tives; a faecal soflcnel witi~ a pcrialaltic Minlulan[ 

leg. co-danthramer), or lactuloac v)lution with a 

senna prcparat~ou should bc used (bee scctiona 162 

m~d 1.63). 

FUNG~.IIN(.i GROWJti. Fungatmg growth may be 
treated by cleansing v, ith a lmxture of I part of 4c7~ 

D+vidone iodine skin cle~mser solution and 4 parts 
of liquid paraffin Oral admthistration of metronid+ 
azole (see ~cti,on 5 1 11 ) may eradicate the anaerc,- 
Sic bacteria responsible lot the odour of fungating 
turnouts; topical applicatiou (see section 13.10 1.2) 
is also used 

CAPIII~.Ry BLI;I!DING. Capillary bleeding may be 

reduced by applying gauze soaked m adrenaline 

solution (1 in 

DRY MOU1H DU mouth may be relieved by good 
mouth care and nlcasures such as the socking of ice 
or pineapple chunka or the use of artificial saliva 

(~cctiou 123.5); dry mouth asaocialcd with candi- 
diasis can be treated by trial ptcparalions of nystatiu 
or miconazole (section 123 2); alternatively, 

con~ole can be given by mouth (seclion 5 21 Dry 
mouth may be cauacd by cerlain medication iuclud- 
ing opioids, antimuscmmic d*ug~ (c g. hyo~cinc), 

anlidcpleaballls Rod SOIUC an[I-COIC[[CS; 
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CONVULSIONS. Patients with cerebral lumours or 

uraemia may be susceptible to convulsions. Prophy- 
lactic Ireatment with phenytoin or carbamazepine 
(see section 4.8.1) should be considered. Wben oral 
medication is no longer possible, diazepam as sup- 
positories 10-20mg every 4 In 8 hours, or pheno- 
barbitone by injection 50-200rag twice daily is 
continued as prophylaxis. For the use of midazolam 
by subcutaneous infusion using a syringe driver, see 
next page. 

DYSPHAGIA. A corticosteroid such as 
de~tamethasone 8 mg daily may help, temporarily, if 
there is an obstruction due to turnout. See also 
under Dry Mouth. 

NAUSEA AND VOMII’INO. 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. Octreolide 
(see section 8.3.4.3), which stimulates water and 
electrolyte absorption and inhibits water secretion 
in the small bowel, can be used by subcutaneous 
infusion, in a dose of 300-600micrograms/24 
hours to reduce intestinal secretions and vomiting. 

Nausea and vomiting may also occur in the initial 
stages of morphine therapy bet can be prevented by 
giving an anti-emetic such as halopeddol 1.5 mg 
dally (or twice daily if nausea continues) or pro- 
chlorperazine (see section 4.6). An anti-emetic is 
usually only necessary 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 undesirable drowsiness). For the admin- 
istration of anti-emetics by subcutaneous infusion 

using a syringe driver, see below. 
For the trealment of nausea and vomiting associ- 

ated with cancer chemotherapy, see section 8. I. 

INSOMNIA. Patients with advanced cancer ~y not 

sleep because of discomfort, cramps, night sweats, 
joint stiffness, or fear. There should be appropriate 
U’eatment of these problems before hypnotics are 
used. Bcozodiazepines, such as temazepam, may be 
useful (see section 4.1. I ). 

HYPERCALCAEMIA. See section 9.5.1.2. 

SYRINGE DRIVERS 

Although drugs can usually be administered by 

mouth to control 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 continuous subcu- 

taneous infusion, which can provide good control of 

symptoms with little discomfort or inconvenience 

to the patient. 

Indications for the parenteral route are: 

the patient is unable to take medicines by mouth owing to 
nausea and vomiting, dy.~phagia, set’ere weable.vs, or 

coma: 

there is malignant bowel obstruction in patients for 
whom further surgery is inappropriate (avoiding the 
need for an intravenous infusion or for in~rtion of a 
nasogastric tube); 

occasionally when the patient does not wish to take regu- 
lar medication by mouth. 

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

Methotrimepraziae causes sedation in about 
50% of patients; it is given in a subcutaneous infu- 

sion dose of 25-200 rag/24 hours, although lower 
doses of 5-25 mg/24 hours may be effective with 
less sedation. 

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 rag/24 hours. 

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

TIONS. Hyoscine hydrobromide effectively reduces 
respiratory secretions and is sedative (but occasion- 
ally causes paradoxical agitation); it is given in a 
subcutaneous infusion dose of 0.6-2.4 rag/24 hours. 

Hyoscine butylbromlde is effective in bowel 

colic, is less sedative than hyoscine hydrobromide, 
bet is not always adequate for the control of respir- 
atory secretions; it is given in a subcutaneous infu- 

sion dose of 20-60mg/24 hours (Important: this 
dose of hyoJcine butylbromide must not be con- 
fused witl~ the much lower dose ofhyoscine hydro- 

bromide, above).                  ~: ~: 

R~STLESSNESS IAND COIWUSION. Halop~idol has 
little sedative effect; it is given in a sulYcutaneous 
infuMon dose of 5-30 rag/24 hours.     : 

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

Midazolam is a ~dative and an antiepi]eptic, and 
is therefore suitable for a very reslless patient; it is 
given in a subcutaneous infusion dose of 20- 
100 rag/24 hours. 

’CONVULSIONS. If a patient has previously been 
receiving an antiepileptic or has a primary or sec- 

ondary cerebral turnout or is at risk of convulsion 

(e.g. owing to uraemta) antiepileptic medication 
should not be stopped. Mldazolam is the benzodi- 
azepine antiepileptic of choice for continuous sub- 
cutaneou~ infusion, and is given in a dose of 20- 
40 rag/24 hours. 

PAIN CONTROL. Diamorphlne is the preferre~l 

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 (intramuscularly or by subcutaneous 
.infusion). 

MIXING AND COMPATIBILITY. 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 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, chlorpromazine, prochlorper- 
azine and diazepara are contra-indicated as they 
cause skin reactions at the injection site; to a lesser 
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extent cyclizine and methotrtmeprazine may also 
sometimes cause local irritation 

In theory injections dissolved in water for injec- 
tions are more likely to be associated with path 
(possibly owing to their hypotonicity). The use of 
physiological saline (sodium chloride 0.9%) how 
ever increases tim likelihood of precipitation when 
more than one drug is used; moreover subcuiailcou.~ 
infusion rates are so slow (0.14L3mL/hour) that 
pain Is not usually a probleln ’,ahcn water is used as 
a diluent. 

Diamorphine can be given by subeut,meous intu 
stun in a strength of up to 250mg/m14 up to a 
strength of 40 mg/mL either ~aterfi,r injectio~at or 
physiological saline (sodium chloride 0 9%) is a 
suitable diluent--above that strength only wuterJ}~r 

injections is used tto avoid preclpitatiou). 
The following can bc mixed with diamotphit~e. 

Cycbzinet 
Dexanletbasone2 
Halopc;idoP 

Hyo~cine butylbrumide 
Hyoscine hydrobromide 
Methotrimeprazine 
Metoclopraruidea 
Midazolam 
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Subcutaneous infusion solution should be moni- 

tored regularly both to check to~ precipitation (and 

discolors(tim) and to ensure that the in fusi,.m is rnn 

ning at the correct rule. 

PROB[ EMS ENCOtiN IEREI) WIIi! S’~RINGE I)RI’vERS. 

tcrcd wilh syringe drivers and d~e action that should 

be ~akcu: 

[ drivers should be adequately trained and different 
i rate settings should be clearly Identified and d fret- I 
’ entiate*t; incorrect use of syringe drivers is a corn- / 

’1 moa cause of drag errors,                 ] 

2 mg/mL 

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

These equivalences are approximate onl5 and may need to be adjusted aeenrding tu response 

ORAL MORPHINE PARENTERAL DIAMORPHINE 

Morphine Morphine D~amotphine Diamorphine 
sulphate sulphate hydrochtoride by ~qydrochloride by 

oral solution or modified-release intramusculal subcutaneous 
standard tablets tablets rejection infusion 

e,,ery 4 hours every 12 hours every 4 hours every 24 hours 

5 mg 20 rng 2 5 tug 15 lug 

10 urg 3(I mg 5 mg 2(I mg 

15 mg 50 mg 5 mg 30 mg 

20 mg 60 mg 7 5 nlg 45 mg 

30 mg 90 mg 1(1 mg b() mg 

40 IBg 120 mg 15 mg 9n tug 

60 mg 180 mg 20 mg 120 mg 

11~ mg 3~1 tng 40 mg 240 mg 

130 ~ng 

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

diamorphine equivalent to one-sixth of the total 24-hour subcutaneous ~rffusion dose It ~s Mo, der 

to give an intermittent bolus injection subcutaneously, absorption is smoother so that the risk of 

adverse effects at peak absorption is avoided (an even better method is to use a subcutaneous 

butterfly needle), 

To minimise the risk of infection no individual subcutaneous infusion solutlon should be used for 

longer than 24 hours. 
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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 drag 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- 

penal can lead to further prescribing, especially of 
psychotropics. The use of drags 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 slde-effects such as drag-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. 

SUSCEPTIBILI’I3t’. The ageing nervous system shows 
increased susceptibility to many commonly used 
drugs, such as opioid analgesics, beozodiazepines, 
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, nephrosele- 
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 nephn, toxic drugs. Acute illness may 
lead to rapid reduction in renal clearance, especially 
if accompanied by dehydration. Hence, a patient 
stabillsed 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- 
tension 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 he 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: O’isis but every effort must be made to 

avoid dependence. 

DtURETICS. Diuretics are overpreseribed 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. 

NSAIDs. Bleeding associated with aspirin and 
~ther NSAIDs is more common in the elderly who 

are more likely’to.have a fatal or serious outcome. 
NSAIDs are also ,i.special hazard in patients with 
cardiac disease or renal impairment which may 

again place the elderly at particular risk. 

Owing to the increased susceptibilty of the eld- 

erly to the side-effects of NSAIDs the following rec- 
ommendations are made: 

for osteoarthritis, soft-tissue lesions and back pain 
first try measures such as weight reduction, 
warmth, exercise and use of a walking stick; 

for osteoarthritis, soft tissue lesions, back pain and 
rheumatoid arthritis avoid giving an NSAID 

unless paracetamoi (alone or with a low dose o~ 
an opioid analgesic as in co-codamol 81500 or co: 
dydramol 10/500) has failed to relieve the pain 
adequately; 

where a paracetamol preparation has failed to 

relieve the pain adequately add a very low dose of 
an NSAID to the paracetamol preparation (start- 
ing with ibuprofen). 

if an NSA1D is considered necessary monitor the 

patient for gastru-intestinal bleeding for 4 weeks 
(and for a similar time on switching to another 
NSAID). For the management of NSAID-associ- 

ated peptic ulcers, see section 1.3. 

do not give two NSAIDs at the same time. 
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O’rH~R DRUGS. Other drugs v, hicb colnmonly cause 

hypertensives, psychotny~ics, and digoxtn; the m, ual 

maintenance dose of digoxin m very old patients is 

125micrograms daily (62.Smicrograms is often 

inadequate, and toxicity is common tit those givcu 

250 micrograms). 

Drug-induced blood disorders are much more 

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 alternative. 

The elderly generally require a lower mainte- 

nance dose of warfarin than younger adult; once 

again, the outcome of bleeding tends to be more 

GUIDELINES 

First always question whether a drug is indicated at 
all. 

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

REDUCE DOSE. Dosage should generally be substan- 

tially lower than for younger patients and i~ is com- 

mon to start with about 50% of the adult dose. 

Some drugs (e.g. chlorproptunide) should be 

avoided altogether. 
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SIMPt II:~. Siluplily Icgilucus Elderly patients can- 

drugs and, ideally, these should nol be gi,,en more 
than twice daily. In particular, regimens which call 
fix a confusing array of dosage inter’,ah, shnuld bc 
avoided. 

EXPLAIN ULE’~RIY. Write ful! In-,!tuctioi~s 

prescription (intludlug repeat prc>crlptlons~ ~o that 

containers c~ be pruperly labelled with lull direc- 

tions. Avoid imprccisions like ’a~ directed" Child- 

fesist~lt coutaincl s may bc Uil~uilab[c 

REPEALS AND DISPOSAL. [UMFUCI patients what tO do 

when drags run out, and also how to dispose of auy 

that aue no longer necesbary Try to pre~,crihe 

matching quantities. 

If these guidelines are lollowed most cMerlv 

pie will cope adequately with their own medicines 

If not then it is essential to cnrol the help o| u third 

pally, usually a relative or a hicnd 

Cautinnary label wnrdings, see inside hack cu’,er 


