
Anticipatory prescribing guidance 

Anticipatory prescribing aims to ensure patients who are in the last 2 weeks of life OR at risk of losing oral route have  access to symptom control in their 
home. It aims to avoid distress and symptoms towards the end of life and the need for unnecessary emergency care in hospital. Anticipatory prescribing must 
always be individualised according to the patient’s current medications and clinical context – always consider renal function. The guidance below aims to 
provide clear advice to non-palliative care specialists prescribing anticipatory medications for their patients in Surrey and Sussex  

Opioids for pain/breathlessness

Is the patient currently taking 
oral modified release tablets 

or transdermal (TD) opioid 
patches  regularly?

Consider the patient’s 
renal function. 

Is the eGFR  ≥30ml/hr?

Prescribe PRN doses of 
morphine sulphate 2mg-4mg 
up to 2 hourly, max 6 
doses/24hrs. Seek specialist 
advice if ≥3 doses are 
ineffective

Prescribe PRN doses of 
oxycodone 1mg-2mg  up to 2 
hourly, max 6 doses/24hrs. 
Seek specialist advice if ≥3 
doses are ineffective

If regular PRN doses of 
morphine 
sulphate/oxycodone are 
required, a syringe pump 
may be necessary. Starting 
dose will depend on the 
average requirement of 
opioid over 24hrs. Seek 
specialist advice if 
uncertain.  

If taking oral modified 
release 
morphine/oxycodone

If has a TD Buprenorphine 
or fentanyl patch in situ

Syringe pump should be prescribed in advance. Convert total oral dose of 
morphine or oxycodone to subcutaneous (SC) route

The PRN dose will be 1/6 of the total SC dose, e.g. syringe pump with 15mg  
morphine sulphate → PRN dose 2.5mg up to 2 hourly, max 6 doses/24hrs

Does not need a syringe pump routinely prescribed and TD patch can 
remain in situ. Subcutaneous morphine or oxycodone PRNs will need to be 
prescribed. Calculate PRN dose according to conversion chart. Seek 
specialist advice if unsure

Yes

No Yes

NoOpioid Conversion Chart
refer to page 5 for further details

Oral morphine Subcutaneous morphine Divide oral total 24hr 
dose by  2

Oral oxycodone Subcutaneous oxycodone Divide oral total 24hr 
dose by 2



Nausea and Vomiting

Is the patient currently taking 
a regular anti-emetic?

Many oral anti-emetics are 
available in SC formulation → 
continue oral antiemetic in a 
syringe pump – check BNF

Consider if the patient has one 
of the following clinical 

contexts where specific anti-
emetics can be helpful

Brain metastases or raised 
intracranial pressure

PRN cyclizine* 25mg-50mg 4 
hourly, maximum dose 
150mg/24hrs

Partial bowel 
obstruction/delayed gastric 
emptying

Metoclopramide** 6 hourly, 
maximum dose 30mg/24hrs

Unknown – use broad spectrum 
anti-emetics

Haloperidol** 0.5mg-1mg 6 
hourly, maximum dose 
3mg/24hrs

OR

Levomepromazine** 2.5-5mg 
dose interval 12hrly

When an effective anti-emetic 
is identified, start a syringe 

pump

• Cyclizine* 75mg-
150mg/24hrs

• Metoclopramide** 
30mg/24hrs

• Haloperidol** 1.5-
3mg/24hrs

• Levomepromazine** 12.5-
25mg/24hrs

*Please note that cyclizine is 
incompatible with sodium 

chloride diluent and 
incompatible with drugs 

including hyoscine 

butylbromide and high dose 
oxycodone – seek advice if 

unsure
**Avoid in Parkinsons or 

Parkinsons-plus syndromes

Yes

No



Agitation
Clinical scenario Medication Suggested 

PRN dose
Suggested 
syringe pump 
dose

Usual total 
maximum 
dose/24hrs

Terminal agitation Midazolam 2.5mg-5mg up to 
2hourly

10mg-20mg 20mg – seek 
specialist advice if 
symptoms not 
controlled

If ≥3 PRN doses 
required /24hrs then 
seek specialist help

If no response to 1st 
line agitation 
medication

Levomepromazine can be used if clinician has the 
knowledge and experience to do so safely. Seek 
specialist advice if unsure

Seek specialist 
advice

Seek specialist 
advice

Other considerations
Clinical scenario Medication Suggested PRN dose Suggested dose

Seizure

Seizure

Midazolam

Buccolam 
(Buccal 
Midazolam)

5mg, repeated after 10mins if seizure ongoing

10mg /2ml pre-filled syringe. 

Oral anticonvulsants can be replaced with 
20 – 30 mg midazolam via a syringe pump when 
the patient  is unable to manage tablets
(suggest contact St Catherine’s to discuss 
individual patient circumstances)

10mg/2ml  followed by  2nd dose 10 minutes after 
the 1st if seizure continues. Administer slowly via 
oromucosal route. NOT for injection. 

Crisis events – 
bleeding/airway 
obstruction

A referral to St Catherine’s would be expected if the 
patient is at risk of a crisis event for specialist advice 
regarding management





Respiratory Secretions

Review any treatments 
that may be exacerbating 
secretions i.e. assisted 
nutrition/hydration, 
subcutaneous fluids

Prescribe:
Glycopyrronium bromide 0.2mg-0.4mg up to 6 
hourly, max dose 1.2mg/24hrs (Caution if 
eGFR<30ml/min)

OR

Hyoscine butylbromide 20mg PRN up to 2 hourly, 
max 120mg/24hrs

NB conscious patients likely to experience dry 
mouth

If PRNs are beneficial, 
then start a syringe 
pump
Glycopyrronium 
bromide  0.6mg-
1.2mg/24hrs
OR
Hyoscine Butylbromide 
60mg-120mg

Ampoule Strengths when prescribing
Opioids Antiemetics Respiratory Secretions Agitation

Morphine Sulphate 10mg/ml 
OR 30mg/ml

Cyclizine 50mg/ml Glycopyrronium bromide 
600mcg/3ml

Midazolam 10mg/2ml

Oxycodone 10mg/ml Haloperidol 5mg/ml Hyoscine Butylbromide 
20mg/ml

Haloperidol 5mg/ml

Metoclopramide 10mg/2ml Levomepromazine 25mg/ml

Levomepromazine 25mg/ml

How many ampoules to prescribe
We suggest having enough medication in the house for 3 days' supply, increased to 5 days over long bank 
holiday weekends. 

We suggest issuing water for injection ampoules when prescribing anticipatory drugs and a sharps 
bin.
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Example Chart – Sussex



Example Charts – First Connect Surrey – PRN Chart



Example Charts – First Connect Surrey – Syringe pump Chart



Example – Surrey Downs – PRN Chart



Example – Surrey Downs – Syringe pump Chart
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