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A review of the prescribing of anticipatory subcutaneous medications 

within Primary care. 

 

Despite the fact that up to 90% of all palliative care occurs in a patient’s home 

environment and the majority of patients and their carers wish for a home 

death, most people die in an institution. Uncontrolled symptoms and lack of 

anticipatory palliative care are a contributory factor to high hospital death 

rates and patients being unable to die in their place of choice.  

 

Often towards the end of life patients cannot swallow oral medication 

therefore parenteral administration is required via a syringe driver to control 

symptoms.  This medication needs to be available immediately to the doctor 

and district nurse making the assessment on a patient’s deterioration.  

Therefore it is recommended that the regular GP prescribes medication in 

advance of deterioration and that these drugs are left in the patient’s home.   

 

In order to meet these requirements, prescribers (usually GP) must complete 

an FP10 with appropriate medications.  In addition to this the prescriber is 

also required to complete a drug administration chart.  Without this chart 

community staff are unable to administer the prescribed medications – 

negating the benefit of providing the medication in the first instance.  There is 

a growing concern of the time required to complete these repetitive charts.  In 

order to address this, the notion of pre-printed administration charts has been 

suggested.  However before considering this option further it is necessary to 

review the risks of this. 

 

The following is a survey of deceased patients under the care of a local 

specialist palliative care service to facilitate home death during the period 4th 

April to 30th October 2009.  It aims to review prescribing habits in accordance 

to the prescribing of anticipatory subcutaneous medications in order to 

discuss the appropriateness of pre-printed administration charts for 

community patients.  The potential sample consisted of 96 patients, 

predominantly cancer diagnosis.   Patients were residents in the northern 

localities of Nottinghamshire County PCT, these being Ashfield and Mansfield 
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and Newark and Sherwood.  The general findings of this survey are likely to 

be transferable to other areas.   Patients that were discharged from the 

service were not included within the sample.   

 

Patients were under the care of their own GP and supported by the District 

nursing team in addition to the specialist palliative care service.  Service held 

patient records were analysed for this survey following kind permission from 

the service manager.  No patient identifiable information is used.  No 

community nursing notes or practice held records were accessed or used 

within this data.  In the majority of cases, prescriptions for anticipatory 

medications would have been issued by the GP practice.  The exception to 

this being hospital or other inpatient unit discharge. 

 

Of the 96 patients within the original sample, 13 did not have any record of 

prescribed anticipatory subcutaneous medication within the service records.  

This may be due to missing data in the record or to a lack of prescription but 

cannot be further explored without accessing wider multidisciplinary team 

records, which is not within the capacity of this review.  Therefore these 13 

records were excluded, giving a sample of 83 patients for analysis. 

 

Medications prescribed 

 

Patients within the sample were typically prescribed medication as suggested 

by the local trust anticipatory prescribing policy, these medications being a 

suitable analgesic, an anti-emetic, an anxiolytic and an anti-cholinergic drug.  

The drugs prescribed are detailed in the chart below.  Some patients were 

prescribed more than one drug for a particular symptom such as nausea and 

some were prescribed a particular drug to control more than one symptom i.e. 

Levomepromazine for nausea and/or restlessness or agitation.  All patients 

within the sample were prescribed an analgesic, however not all patients were 

prescribed a medication in anticipation of all potential symptom problems at 

the end of life. 
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Chart 1 – Medications prescribed in anticipation of potential symptoms.  

Medication Times prescribed 

Morphine Sulphate 57 

Oxycodone 16 

Diamorphine 10 

Levomepromazine 69 

Midazolam 74 

Hyoscine Butylbromide 78 

Haloperidol 4 

Metoclopramide 4 

Cyclizine 9 

 

It is noted from chart 1 that the most commonly prescribed analgesic was 

morphine, with 69% of patients being prescribed this.  Oxycodone appears to 

have been prescribed where a patient had possible morphine sensitivity, or 

where oral oxycodone had been the prescribed analgesic prior to admission 

to the service.  Speculatively, Diamorphine was likely to be prescribed either 

due to prescriber preference, or where the dose was high and a more soluble 

drug was desired to allow a smaller volume to be administered.  This cannot 

be further explored without accessing community nurse or prescriber notes.   

 

Of the 83 patients prescribed anticipatory medications, 63 of these received 

prescriptions following request from the specialist palliative care service.  

Twenty patients had anticipatory medications prescribed prior to the 

assessment and involvement of the service.  It is not possible within this 

survey to identify the timing of these 20 prescriptions not the reasons for 

particular choices of drug. 

 

Chart 1 suggests that the most commonly prescribed anticipatory medications 

are as follows –  

• Morphine as an analgesic 

• Levomepromazine as an anti-emetic and/or anxiolytic 

• Midazolam as an anxiolytic 
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• Hyoscine Butylbromide as an anti-cholinergic. 

 

This would therefore support the notion of a pre-printed administration chart to 

include these specific drugs for a patient naïve to these medications. 

 

Dosages for the non-analgesic medications were the same as those 

recommended within the local trust palliative care pocketbook, the Liverpool 

Care Pathway symptom control guidelines and the trust anticipatory 

prescribing policy – the only exception being Midazolam where occasionally 

the prescribed dose was 5mg as opposed to 2.5mg and in instances where 

the dose prescribed was in anticipation of a catastrophic haemorrhage or 

prolonged seizure.  In these instances 10mg was prescribed.   

 

Chart 2 on the following page shows the dosage prescribed for the two most 

common analgesics identified within the sample.  Diamorphine is not included 

within this chart as this was usually prescribed either because of prescriber 

preference, or due to existing large opioid needs where an alternative 

analgesic would not have been suitable as a subcutaneous anticipatory 

medication due to volume of injection.  Due to this the dose ranges were 

particularly varied and individualised.  Therefore the diamorphine doses offer 

little support to an argument for or against pre-printed administration charts. 

 

 

 

 

 

 

 

 

 

 

 

 

 



RS. 5.10 

 

5 

 

Chart 2 - Doses of Morphine and Oxycodone prescribed 

Dose 

prescribed 

Morphine Oxycodone 

2.5mg 30 8 

5mg 12 1 

10mg 5 4 

15mg - 1 

20mg 1 1 

30mg 1 - 

40mg 2 - 

50mg - 1 

Range 

prescribed 

6 - 

Totals 57 16 

 

Analysing chart 2 it can be seen that a low or opioid naïve dose of 2.5mg is 

the most commonly prescribed dose, prescribed in approximately 50% of all 

cases.  However doses range from 2.5mg to 50mg and in some cases a dose 

range (usually 2.5mg to 5mg, or 5mg to 10mg) was prescribed.  The 

differences in dose are likely to relate in most cases to the existing opioid 

needs of the patient via oral route or syringe driver infusion.   

 

Chart 2 would therefore only support the notion of a pre-printed administration 

chart for opioid naïve patients.  However within this survey only 53% of 

patients would be suitable for this initial dose.  All other patients would need 

individualised opioid prescriptions. 

 

Prescribing in relation to patient death  

 

In order for medications to be readily available when needed, local policy 

suggests that subcutaneous medications in anticipation of symptom problems 

should be prescribed in the last few weeks of the patients life.  The local trust 

anticipatory prescribing policy gives greater detail suggesting these 
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medications should be supplied when a patient reaches fast track continuing 

care funding eligibility (rapidly deteriorating illness or small number of weeks 

to live). This ensures that these medications are available within the patient’s 

home either before symptoms arise, or before symptoms cannot be controlled 

by oral medications.  Twenty of the patients within this survey had anticipatory 

subcutaneous medication prescribed prior to referral to the specialist palliative 

care service, it is not therefore possible to comment on the timing or indication 

of these prescriptions as this information is not available for this survey.   

 

Of the 63 patients where medications were prescribed during the period of 

care under the service and the timing was therefore recorded, 80% (50 

patients) had these prescribed within the last days of life, on occasion within 

the last 24 hours.  Of the remaining patient prescriptions, 8% (5 patients) were 

prescribed between seven and fourteen days prior to death, 4% (3 patients) 

were prescribed in the last three weeks of life and 8% were prescribed over 

four weeks prior to death. 

 

These findings therefore suggest that only 12% of prescriptions for 

anticipatory subcutaneous medications are made within the period suggested 

by supporting guidance.  This would suggest that the majority of anticipatory 

prescriptions are made in urgent or crisis circumstances, or when it is clear 

that a patient is dying.  This is in direct conflict with the intention of 

anticipatory prescribing and may contribute to the pressure upon prescribers 

that this review aims to resolve.   

 

Summary    

 

This review consisted of a sample of 83 community patients who died at home 

within a six month period under the shared care of community nurses, GPs 

and a specialist palliative care service in the north of Nottinghamshire.  What 

this survey aimed to discover was whether pre-printed administration charts 

would be appropriate for use with this patient group and reduce the additional 

pressure on the prescriber caused by repetitive completion of these 

administration charts. 
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The findings would suggest that administration charts where the medication is 

pre-printed may be appropriate in most cases for patients symptom free or 

naïve to the medications used.  Appropriate medications may be –  

• Morphine as an analgesic 

• Levomepromazine as an anti-emetic and/or anxiolytic 

• Midazolam as an anxiolytic 

• Hyoscine Butylbromide as an anti-cholinergic. 

 

Dosages for non analgesic medication were in line with the current supportive 

symptom control guidelines used across the trust.  It may therefore be 

appropriate to have these pre-printed in most cases for naïve patients.  

Appropriate doses may be –  

 

• Levomepromazine 6.25mg 

• Hyoscine Butylbromide – 20mg 

• Midazolam – 2.5mg 

 

Caution should be taken when prescribing Midazolam for other symptoms 

such as seizures, or the risk of catastrophic haemorrhage, in which cases it is 

vital the dose is individualised and further guidance sought as needed. 

 

The range in dose of analgesia required by this sample would suggest that it 

is not appropriate to have charts pre-printed with dosing for analgesia.  Only 

50% of patients would be appropriate for an initial Morphine dose of 2.5mg, 

with the remaining dose range within this sample being between 5 and 40mg.  

Analgesic dose should therefore be individually tailored according to patient 

need. 

 

A key finding of this review is the timing of prescribing, with only 12% of 

anticipatory subcutaneous medication being prescribed earlier during the 

period suggested by supportive guidance (final weeks of life).  The majority of 

patients (80%) do not have this medication prescribed until the final days of 

life, sometimes within the final 24 hours, suggesting that often these 
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prescriptions are made urgently or in crisis, conflicting with the intention of 

anticipatory medications.  Prescribing at this stage is likely to be more time 

consuming, with further pressure added by emergency visit requests and 

other factors such as updating out of hours services, planning rapid discharge 

or completing Liverpool Care Pathway documents. 

 

For this reason, if after further review pre-printed administration charts are not 

deemed appropriate, time may be saved if prescriptions and administration 

charts are considered and completed earlier, giving the prescriber, community 

nurse and family the time to ensure this important measure is in place. 

 

Survey weaknesses 

 

The sample of this review is small (83 patients).  Although it gives a good 

indication of overall prescribing practices, three quarters (76%) of 

prescriptions were requested by the specialist palliative care team involved.  

The presence of which may have influenced the drugs prescribed.  Caution 

should therefore be used when considering wider interpretation of the 

findings.  The sample also accounts for a small amount of overall community 

deaths within this time period.   

 

The review is retrospective and was restricted to office held patient notes.  It 

does not therefore give any indication of the effectiveness of having 

anticipatory medications, such as the occasions when they are used or 

whether having these medications reduces the risk of hospital admission or 

uncontrolled symptoms.  Patients within this sample, by the nature of the 

service involved, had invested in remaining at home for end of life and may 

therefore have been easier to identify as patients requiring anticipatory 

medications. 

 

The survey does contribute useful evidence to the argument for pre-printed 

administration charts and does highlight the need for further study.  Future 

study should examine the effectiveness of these medications in reducing the 

complications as above.  In order to do this it would be beneficial to examine 
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community nursing notes as well as these are likely to reveal the reasons for 

each intervention as well as the benefits, or negative effects of such 

intervention.  It should also explore in greater detail the timing of prescribing 

as well as other interventions such as OOH referral and how these influence 

preferences for end of life of care.   


