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Policy for Anticipatory Prescribing and Supply of Palliative Care Mediations for Adults
Policy Statement

Background

There are a number of end of life tools in use in practice
within Lincolnshire to support the improvement of, and best
practice in, end of life care. These include the Gold
Standards Framework (GSF), Advance Care Planning (ACP)
and the Five priorities for care of the dying person. These
frameworks help to develop and implement a standard of
quality care, including anticipatory prescribing for distressing
symptoms.

Statement

The Trust supports anticipatory prescribing and rapid access
to medicines commonly prescribed in palliative care by
ensuring a small stock of palliative care medications has
been prescribed, dispensed and placed in the patient’s home
/ home environment. It also supports effective team working
between doctors, nurses and pharmacists, both in and out of
normal working hours.
This policy defines the process for accessing palliative care
medication and aims to improve prompt access to symptom
control for patients receiving palliative care.

Responsibilities

Compliance with this policy will be the responsibility of all
registered practitioners caring for adults aged 18 and above.

Training

Training will be provided by individual organisational
specialist palliative care teams/providers to support
implementation.

Dissemination

Via the individual organisational structures for example
intranet, staff briefings and through clinical team leads.

Resource implication

Prompt access to anticipatory medicines and symptom
control for patients who may have potentially unstable
palliative symptoms. Will contribute to the reduction of
emergency admissions for those patients who chosen
preference is to be cared for in their home environment.

Consultation

LCHS Services, Urgent Care Services, Macmillan Nurse
Specialists, General Practitioners, Marie Curie, St Barnabas
Hospice, ULHT services, Lincolnshire Medical Council and
Lincolnshire Pharmaceutical Council.
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Policy for Anticipatory Prescribing and Supply of Palliative Care Mediations for Adults
1

Introduction

1.1

There are a number of end of life tools in use in practice within Lincolnshire to support the improvement
of, and best practice in, end of life care. These include the Gold Standards Framework (GSF), Advance
Care Planning (ACP) and the Five priorities for the care of the dying person. These frameworks help to
develop and implement a standard of quality care, including anticipatory prescribing for distressing
symptoms.

1.2

Involving patients and their carers in decisions about their palliative and end of life care and improving
access to high quality personalised care closer to home at end of life is a key focus within Lincolnshire.
Uncontrolled symptoms and the absence of anticipatory prescribing are contributory factors which
influence whether a patient is able to die in their place of choice and may result in hospital admission.
Anticipatory prescribing will contribute to the reduction of emergency admissions for those patients whose
chosen preference is to be cared for in their home environment.

1.3

The Department of Health document published in December 2004 ‘Delivering the Out-of-Hours Review:
Securing proper access to medicines in the out-of-hours period’ recommends prompt and easy access to
palliative
care
medicines
in
the
out-of-hours
period
(action
points
8
and
9).
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Publications/Pub
licationsPolicyAndGuidance/DH_4134236. This is supported by NICE (NG31 and QS144 for adults in the
last days of life).

1.4

As part of an individuals palliative care needs patients consideration should be given to the fact that an
individual may become unable to take oral medication. When this happens parenteral administration is
required via PRN injection or a syringe driver to control symptoms. This medication needs to be available
immediately to the health professional making the assessment of a patient’s condition and subsequent
deterioration. Therefore it is recommended that the patient’s GP or a non-medical prescriber (NMP)
prescribes medication in advance of deterioration and that these drugs are available in the patient’s
home environment. Many clinical scenarios in palliative care can be anticipated for example a patient
being unable to take oral medication. Where appropriate, medicines should be prescribed in advance and
stock arranged so that the drugs are available should they be required; for example subcutaneous
breakthrough doses for pain management.

2

Policy Statement

2.1

Lincolnshire Community Health Services NHS Trust, United Lincolnshire Hospitals NHS Trust, Marie
Curie, St Barnabas Hospice Trust, Lincolnshire Medical Council (LMC), Community Pharmacy
Lincolnshire and the Clinical Commissioning Groups support anticipatory prescribing and rapid access to
medicines commonly prescribed in palliative care by ensuring a small stock of palliative care medications
has been prescribed, dispensed and is available in the patient’s home. They also support effective team
working between all health professionals, both in and out of normal working hours. The aims are to
provide prompt access to symptom control for patients receiving palliative care, contribute to the
reduction of emergency admissions for these patients and support patients whose chosen preference is
for care within the home environment.

3

Equality Impact Assessment

3.1

The organisations aim to design and implement services, policies and measures that meet the diverse
needs of their services, population and workforce, ensuring that none are placed at a disadvantage over
others. This policy will not adversely affect any group on the basis of race, ethnic origins, nationality,
gender, culture, religion, belief, sexual orientation, age or disability.
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4
4.1

The Scheme
The adult requiring palliative care support in their home environment will be supported by their health
care providers. If it is anticipated that the patient’s medical condition or symptom management may
deteriorate, the prescriber can prescribe a stock of anticipatory palliative care medicines as suggested on
the CD1 form or as appropriate to the individual patient which will be available in the home for immediate
symptom management.

4.2

The patient/carer may be asked to take the prescription to the nearest pharmacy, or an electronic
transfer of the prescription will be sent to an appropriate pharmacy, to receive the dispensed
medications.

4.3 The prescriber and the pharmacy supplier should advise the patient and carers of their responsibilities for
safe and secure management of injectable medicines including controlled drugs. Patients and carers
should be advised to store the medication in a safe but accessible place out of the sight and reach of
children. Equipment to administer the medication (e.g. needles and syringes) and for the safe disposal of
sharps should be stored with the medication. Reference should be made to individual organisational
Controlled Drug Policies.
4.4

All medicines will need to be authorised (doses, indication, directions, signed and dated) by the
prescriber on a CD1 form (the direction to administer treatment for symptom management and controlled
drugs form currently used – see Appendix 4 for completed example) in order to enable administration of
the prescribed medication.

5

Known Risks
There are few known risks:

5.1

As with all drugs, medicines supplies in patients’ houses may be open to abuse. As part of the decision
making process the prescriber should consider the risks and benefits of anticipatory prescribing for the
individual.

5.2

Patients and/or carers may misinterpret anticipatory prescribing as provision for euthanasia. Good
comprehensive communication is required to explain the benefits of symptom management and
anticipatory prescribing to reduce the risk of increased anxiety regarding end of life care.

6

Anticipatory medications

6.1

The aim or anticipatory prescribing is to provide enough medication to potentially last for a 24-48 hour
period (for example if an out of hours prescriber initiates subcutaneous medication on a Saturday night
there is enough to last until Monday morning when most GP surgeries and local pharmacies are open
again).

6.2

Doses must be individualised. The CD1 form includes guidance / suggestions for appropriate dose
prescribing.

6.3

The CD1 outlines the requirement to supply 10 ampoules for injection of the appropriate medication.
Reference should be made to the CD1 (Appendix 2).

7

The Process

7.1

Suitable patients
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7.1.1

A health professional can identify a patient as appropriate for anticipatory medication. This medication
is introduced if there is potential for unstable symptom management and always at the phase when the
patient is equating to the yellow status within the GSF (equating to ‘yellow’ status on the GSF traffic
light system: see Prognostic Indicators Guidance:
http://www.goldstandardsframework.org.uk/cdcontent/uploads/files/General%20Files/Prognostic%20Indicator%20Guidance%20October%202011.pdf

7.1.2

Some patients may be unwell but others may be relatively well at the time of initiation of the anticipatory
medication. This situation should be reviewed by the appropriate health professional as symptoms or
location of the patient alter.

7.1.3

A health care professional must have completed a risk assessment including assessing whether there
are drug misusers who have access to the house. Consideration of which palliative care anticipatory
medications it is appropriate to prescribe to patients whose homes are known to be accessed by drug
misusers will need discussion within the General Practice multi-disciplinary team. If a risk is identified
then a discussion should take place with the wider multi-disciplinary team including the GP.

7.2

Patient consent

7.2.1 The provision of anticipatory medication must be discussed with the patient and where appropriate the
family and carers, in order to explain its function and acceptability; consideration must be given to
whether communication needs to be aided by the use of other support resources e.g. interpretation
services.
7.2.2 In cases where an adult does not have the capacity to consent then consideration needs to be given as
to whether this is in the individual’s best interests. This would include discussion with relatives, carers or
friends. For further information, see Mental Capacity Act (2005). Please refer to the Lincolnshire
Community Health Services Policy for Consent to Examination or Treatment (P-CIG-05) and NHS
Lincolnshire Mental Capacity Act & Deprivation of Liberty Safeguarding Policy & Procedure for LCSH (PCS-42) all of which are available at http://www.lincolnshirecommunityhealthservices.nhs.uk/Policies-andGuidelines or your local trust policy.
7.3

Communication with other teams

7.3.1

The patient must have been referred to the community nursing team for nursing assessment and the
introduction of nursing notes into the home. Telephone referral to the Palliative Care Co-ordination
Centre on 03000200694 should be made as appropriate.

7.3.2

Communication with the urgent care services and Marie Curie Rapid Response must occur using the
handover form (appendix 6 – check new form) stating that anticipatory medications are in the patient’s
house. This must also be documented in the EPACCS template on SystmOne. The handover form
can also be used to communicate patient preferences for place of care and any Advanced Decisions to
Refuse Treatment or resuscitation decisions (see SOP for Access To Out of Hours Care For Adults
With Palliative and End of Life Care Needs (G-CS-3) available at:
http://www.lincolnshirecommunityhealthservices.nhs.uk/Policies-and-Guidelines

7.4

Prescription requirements

7.4.1 There are principal legal requirements relating to the prescribing of controlled drugs. All prescriptions for
controlled drugs (that are subject to prescription requirements) must always state:
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The name and address of the patient, the form, the dose, the strength of the preparation, the total to be
supplied in both words and figures.
Reference should be made to Trust and local Controlled Drug policies.
7.4.2 A valid prescription must be generated to provide anticipatory medicines and should read as
demonstrated in Appendix 7 (an example of a completed FP10). If the prescription dose does not meet the
legal requirements then this cannot be dispensed by a community pharmacy and may be returned.
7.4.3 The prescription must clearly state “In anticipation” for all medications (Appendix 4).
7.4.4 This is an example of how a dose range should be written and can be changed as appropriate.
Diamorphine 10mg ampoules: Supply 10 (ten) ampoules; 5 – 10mgs to be given as directed in
association with a prescribed dose range written on the Gold Form (CD1).
If prescribing a dose range ensure that the direction on the prescription and the Gold CD1 Form always
reflect the instructions on the medicines box.
Reference should be made to the Standard Operating Procedure for handling Controlled Drugs within
LCHS Community Nursing Services and other local CD policies as appropriate.
7.4.5 The name of the controlled drug, strength and dose need to be individualised. The number of ampoules
should be clearly documented on the prescription. Reference should be made to appendix four.
7.4.6

8

Reference should be made to the CD1 form and the countywide symptom management guidelines.

Collection & Delivery Arrangements

8.1

When anticipatory medicines are prescribed within the community, if not a dispensing GP Practice, the
patient/carer is responsible for taking the prescription to a community pharmacy.

8.2

The medications should either be collected by the patient or their nominated carer, or they could be
delivered to the patient’s home using the pharmacy’s delivery service where the pharmacy is able to offer
this service.

8.3 Any patient, or person collecting medicines on their behalf, who is collecting CDs against a Schedule 2 or
Schedule 3 CD prescription (whether NHS or private) should be asked to sign for them. The FP10 forms
contain a box on the reverse where a signature for a Schedule 2 or 3 CD can be inscribed.
8.4. Where the patient, or person collecting medicines on their behalf, is collecting Schedule 2 CDs, it is a legal
requirement for the pharmacist to determine whether the individual is a patient, their representative or a
healthcare representative collecting on the patients behalf. Pharmacy teams may therefore ask for
evidence of identity if this person is not known to the pharmacist. If no evidence of identity is available,
the pharmacist is able to use discretion to decide whether to supply the CD or not based on their
professional judgement. The pharmacist also has the discretion to not ask for evidence of identity if
he/she feels that to do so might compromise patient confidentiality. Requests for evidence of identity and
whether identity is confirmed must be recorded. In the event that identify cannot be confirmed, supply
may be refused until adequate evidence of identity can be provided. Proof of identity is not a requirement
for the collection of Schedule 3 CDs.
8.5. Where the person collecting the prescription is a healthcare professional acting in his/her professional
capacity on behalf of the patient that is not already known to the pharmacist, the pharmacy team must
obtain the person’s name and address (may use professional or work address) and must request
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evidence of that person’s identity in the form of their professional registration number (unless already
known). A supply of the drug may be made even if the pharmacist is not satisfied as to the identity of that
person. This enables the pharmacist to use discretion in situations where the withholding of a CD from a
patient could prevent the patient from having access to medicines that are needed and have been
prescribed for them. Even where the healthcare professional is known to the pharmacist it is good
practice to request and record this information. It is not recommended that health professionals should
make routine practice of collecting patients anticipatory medicines except when the patient is at risk due
to delay in obtaining palliative medicines for symptom management.
8.6

Where applicable, proof of exemption should be provided by the patient / carer.

8.7

A prescription for controlled drugs is valid for 28 days from the appropriate date (either the date of signing
or a date before the prescribed medication should not be dispensed indicated on the prescription. The
patient/carer should be advised to arrange for the medications to be dispensed without delay.

9

Storage of the Medications

9.1

The patient or carer is responsible for storing the medications in the house. N.B. medications need to be
stored at the correct temperature, usually room temperature (15 - 25ͦC (59 - 77ͦF) as defined by WHO)
(reference should be made to the patient information leaflet) and any medications requiring refrigeration
should be stored accordingly.

9.2

Controlled drugs for all patients cared for within their own homes should ideally be stored in an easily
identifiable clear plastic container for safe storage and ease of location within the patient’s own home.

9.3

The nurse should advise the patient/carer that the medication should be stored out of reach and sight of
children if there are children present in the house, and should be accessible to the healthcare
professionals caring for the patient.

9.4

The nurse should ensure that the CD1, CD2 and CD3 forms (appendix 2) are in the nursing notes in the
home for easy access.

9.5

The nurse should indicate within the community nursing notes where the medication is located. This will
aid access to medicines by a variety of stakeholders.

10

Authorisation & Administration of Medication

10.1 Drugs cannot be administered by the community teams unless the medicines are authorised (prescribed
doses, indication, directions, signed and dated) by a prescriber on a CD1 form – this provides the
authority to administer. It should be noted that the CD1 form is not a prescription. Out of area providers
may use different forms. Providing these terms of reference are in date, relevant, signed by a prescriber
and relate to the correct patient then these can be used until a CD1 form can be completed.
10.2 Best practice is for the CD1 form to be printed on gold paper for ease of identification. However this
should not become a barrier to the availability of the form. In those circumstances where no gold paper is
available then the CD1 form should be printed on white paper but the document should ideally be
highlighted in yellow or display a yellow sticker to promote ease of identification.
10.3 Whilst the CD1 is available on SystmOne electronically, to avoid any confusion, the most up to date
version will always be the paper copy in the patient’s home.
10.4 Many clinical scenarios in palliative care can be anticipated – for example a patient being unable to take
oral medication. Where appropriate, medicines should be prescribed in advance and stock arranged so
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that the drugs are available should they be required; for example subcutaneous breakthrough doses for
pain management.
10.5 The name of the medicine, strength, dose, route of administration, batch number and expiry date should
be checked prior to administration in the usual manner. – reference should be made to the Organisations
SOP for management of controlled drugs and the aide memoire of 8 rights – Right patient, Right
medication, Right dose, Right route, Right time, Right documentation, Right reason, right response.
11 Using the Anticipatory Medication
11.1 Only a healthcare professional qualified to administer medication and accountable to the employing
organisation and NHS Trust for care of the patient may administer a medicine from the anticipatory
supply.
11.2 In certain circumstance, using a strict multidisciplinary protocol, The Lincolnshire Policy for Informal
Carer’s Administration of As Required Subcutaneous Injections in Community Palliative Care (P-CS020)
supports informal carers to administer as required medications subcutaneously. This policy can be found
http://www.lincolnshirecommunityhealthservices.nhs.uk/Policies-and-Guidelines
11.3 When medication is administered details should be recorded in the patient’s community nursing notes
whilst in the patient’s home. The stock balance should be updated on the CD2 and the record of
administration should be made on the CD3. Recording in organisational electronic records should be
done as soon as possible, and within 24 hours.
11.4 When drugs are administered Out of hours (for example by Urgent Care / out-of-hours teams, St
Barnabas, Hospice at home team or Marie Curie Rapid Response nurse), the doctor or nurse is
responsible for informing the GP practice and community nursing team, the next working day that the
medication has been administered and the rationale for use.
12

Checking drug stocks

12.1 When in use it is the responsibility of the attending practitioner to check the drugs and record stock on
the CD2 form. It should be noted that the stock belongs to the patient. The patient should receive a
holistic assessment for suitability / safety of supply prior to prescribing. As a result of change in clinical
need medicines no longer suitable should be returned to the community pharmacy for safe and
appropriate disposal. When dispensing, the patient or carers should be informed of how these drugs will
be used and how to store them correctly and securely. Should circumstances change then a further risk
assessment should be undertaken to determine the suitability / security of anticipatory medicines within
the patient’s home and additional safeguards put into place at this time. Change in circumstances or
concerns should be reported by any healthcare professional involved in the patient’s care. The patient
should also be encouraged to report any discrepancies or concerns.
12.2 Once use has been commenced stock should be checked at each administration. The patient should be
encouraged to report any discrepancies or safe storage concerns - for example this includes expiry date
approaching or if circumstances change. This should be reported to the community nursing team who will
review the risk assessment and appropriateness of supply. Reference should be made to the SOP for
Handling Controlled Drugs (P-CIG-18) within LCHS Community Nursing Services for further information
http://www.lincolnshirecommunityhealthservices.nhs.uk/Policies-and-Guidelines See management of
discrepancies in section 13, or other associated Organisational policies.
12.3 A need for new stock / repeat prescription should be monitored by all healthcare professionals involved in
the care of the individual patient. Specifically consideration should be given to adequate stock levels
being available through holiday periods and over bank holiday weekends. Any request for new stock
should be recorded within the patients’ health record to prevent duplication or over ordering.
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13

Discrepancies

13.1 If any healthcare professional finds that the stock of medications do not match the details on the CD1
form / CD2 (stock management sheet) or CD3 record of administration and/or if the form has not been
completed, the practitioner should identify who has accessed the medication by checking the nursing
notes or clinician contacts with the patient.
13.2 If the healthcare professional finds any discrepancies not resolved by the above measures then
Organisational guidance for reporting must be followed immediately upon discovery. For LCHS staff
reference should be made to the section relating to management of discrepancies within the SOP for
Handling Controlled Drugs within LCHS Community Nursing Services. A Datix should be completed, the
incident should be reported to their line manager and the Organisations CDAO should be notified.
14

Patient information

14.1 Anticipatory medicines are provided with the agreement of the patient / carer. Medications are provided
with a patient information leaflet (PIL) as a point of reference.
15

Medication No Longer Required

15.1 When anticipatory medicines are no longer required then the community nurse should direct the patient /
carers to return the anticipatory medicines to the community pharmacy or dispensing Practice.
15.2 Patients / carers should be advised that all CDs no longer required should be returned to a pharmacy or
a GP practice (if dispensed from there) for safe destruction. In exceptional circumstances there may be
occasions when it is assessed as appropriate for nursing staff to become involved in the disposal of CDs.
Reference should be made to section on destruction within LCHS Community nursing SOP for the
management of Controlled Drugs.

16

Process for accessing palliative care medication out of hours

16.1 The process for accessing palliative care medication out of hours can be found in Appendix 1.
16.2 The aspiration is that the anticipatory medicines should be available at the earliest opportunity - at the
earliest point of identification of condition change.
16.3 In exceptional circumstance anticipatory medicines can be accessed out of hours via a referral through to
the Clinical Assessment Service (CAS) for review by a prescriber and issue of an FP10 which can be
supplied via an identified out of hours pharmacy. Reference should be made to OOHs CD SOP.
16.4 Consideration should be given to extended hours pharmacies before accessing out of hours supply via a
process thorough the Clinical Assessment Service (CAS). The list of extended hours pharmacies are
attached at Appendix One.
17

Audit and monitoring arrangements

17.1

Compliance with this policy will be subject to audit.

18

Responsibility

18.1

This policy is applicable to all health care professionals involved in palliative care provision to support
provision of anticipatory prescribing.
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18.2

Each individual organisation is responsible for ensuring compliance with this policy and should report
any failure to comply with this policy to their service manager.

18.3

The ultimate responsibility for the management of CDs lies with the relevant organisation’s Accountable
Officer.

19

Review

19.1

Following implementation, this policy shall be subject to review, in accordance with any change in the
law or in working practices. It may also be reviewed following audit or error reporting which has
identified any risk with the existing procedure. Staff operating under this policy are encouraged to
consider and comment on content if potential improvements are identified.

19

Evidence Base



















CQC (2017) End of life Care sustainability and Transformation Partnership support too.
Department of Health (2008) End of Life Care Strategy: Promoting High Quality Care for All Adults at
the
End
of
Life.
Available
at:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136431/End_of_life_strat
egy.pdf Accessed 15.02.18
Department of Health (2004) Delivering the Out-of-Hours Review: Securing proper access to medicines
in the out-of-hours period – a practical guide for PCTs and organised providers. Available at:
http://webarchive.nationalarchives.gov.uk/20050314193847/http://www.out-ofhours.info/downloads/medicines_supply_guidance__a_practical_guide.pdf Accessed 15.02.18
Gold Standards Framework (2006) Examples of Good Practice Resource Guide “Just in Case Boxes”.
Available
at:
http://www.goldstandardsframework.org.uk/cdcontent/uploads/files/Library%2C%20Tools%20%26%20resources/ExamplesOfGoodPracticeResource
GuideJustInCaseBoxes.pdf Accessed 15.02.18
Mental
Capacity
Act
(2005)
HMSO:
London.
Available
at
https://www.legislation.gov.uk/ukpga/2005/9/contents Accessed 15.02.18
Gold
Standard
Framework
Prognostic
Indicator
Guidance
(2011).
Available
at:
http://www.goldstandardsframework.org.uk/Resources/Gold%20Standards%20Framework/General/Pro
gnostic%20Indicator%20Guidance%20October%202011.pdf Accessed 15.02.18
LCHS (2017) Non- Medical Prescribing Policy ( P-CS-25)
LCHS (2017) Standard Operating Procedure for Handling Controlled Drugs within Lincolnshire
Community Health Services (P-CIG-18).
LCHS (2017) Policy for Informal Carer’s Administration of As Required Subcutaneous Injections in
Community Palliative Care ( P-CS-20)
LCHS (2017) Mental Capacity Act & Deprivation of Liberty Safeguarding Policy & Procedure for LCHS (
P-CS-42)
LCHS (2017) – Management of Controlled Drugs Compendium (policy and standard operating
procedures)
LCHS (2017) Standard Operating Procedure For Access To Out Of Hours Care For Adults With
Palliative And End Of Life Care Needs
LCHS (2017) Safe and Secure Handling of medicines policy.
LCHS (2017) The Five Priorities for Care of the Dying Person (Adult) Lincolnshire Guidelines
Palliative and End of life strategic delivery plan for Lincolnshire 2017 – 2022.

Page 14 of 25

APPENDIX ONE – EXTENDED HOURS PHARMACY

Out of Hours supply of Controlled Drugs for Palliative patients
Extended Hours Pharmacies
Lincoln
Lloyds, Brayford Quays, 01522 532676
Tesco, Wragby Road, 0345 6102918
Boots, The Carlton Ctr,
Lloyds (Sainsbury), Tritton Rd, 01522 684269
Asda, Newark Rd, 01522 507810
Gainsborough
Morrisons, Heapham Road South, 01427 616797
Newark
Boots, Northgate Retail Pk, 01636605405
Asda, Lombard Street, 01636 662410
Sleaford
Tesco, 65 Northgate, 0345 6779613
Riverside, 47 Boston Road, 01529 301830
Boston
Asda, Sleaford Road, 01205 316050
Skegness
Morrisons, Wainfleet Road,
Beacon, Skegness Road, 01754768583
Grantham
Asda, Union Street, 01476 581510
Peterborough
Asda, West Rivergate Shop Ctre, 01733 556310
Pharmacy First, 51 Lincoln Road, 01733 551441

Mon- Fri 07:30 - 23:00

Sat 08:30 - 23:00

Sun 10:00 - 18:00

Mon- Fri 08:00 - 20:00

Sat 08:00 - 20:00

Sun 10:00 - 16:00

Mon- Fri 08:30 - 23:59

Sat 08:30 – 23:59

Sun 10:30 - 16:30

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 09:00 - 19:00

Sat 09:00 - 18:00

Sun 10:00 - 16:00

Mon- Fri 08:30 - 23:59

Sat 08:30 – 23:59

Sun 10:00 - 17:00

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 06:30 - 22:30

Sat 06:30 - 22:00

Sun 10:00 - 16:00

Mon- Fri 07:00 - 22:00

Sat 07:00 - 22:00

Sun 08:00 - 18:00

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 08:30 - 20:00

Sat 08:30 – 20:00

Sun 10:00 - 16:00

Mon- Fri 08:00 - 22:00

Sat 08:00 - 23:00

Sun 08:00 - 23:00

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 07:00 - 23:00

Sat 07:00 - 22:00

Sun 10:00 - 16:00

Mon- Fri 08:00 - 20:00

Sat 08:00 - 23:59

Sun 00:00 – 23:59

Out of these hours, please, call 01522 313678 for the pharmacist on-call. The pharmacist will meet you at the
designated pharmacy within one hour of your call.
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Stock list
The designated pharmacy will keep in stock the following CDs.


Diamorphine 5mg Ampoules

4 Packs of 5 Amps



Diamorphine 10mg Ampoules

4 Packs of 5 Amps



Diamorphine 30mg Ampoules

2 Packs of 5 Amps



Hyosine 20mg / 1ml Ampoules

1 Pack of 10 Amps



Levomepromazine 25mg / Iml Ampoules

1 pack of 10 Amps



Oxycodone 10mg/1ml Ampoules

1 Pack of 5 Amps



Oxycodone 20mg/2ml Ampoules

1 Pack of 5 Amps



Oxycodone 5mg/5ml Solution

1 Pack of 250ml



Morphine sulphate 10mg/1ml Ampoules

2 Packs of 10 Amps



Morphine sulphate 10mg/5ml oral sol (Oramorph) 4 Packs of 100ml



Alfentanil 1mg/2ml Ampoules

2 Packs of 10 Amps



Midazolam 10mg/2ml Ampoules

2 Packs of 10 Amps



Water for injection 10ml Ampoules

2 Packs of 10 Amps

Legal requirements for prescriptions for Controlled Drugs
1.
2.
3.
4.
5.
6.
7.
8.
9.

Signature of prescriber
Date
Address of prescriber (in the UK)
Dose
Formulation
Strength
Total quantity (WORDS and FIGURES)
Patient name
Patient address
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Appendix Two
In collaboration: Lincolnshire Community Health Services NHS Trust United Lincolnshire Hospitals NHS Trust
Lincolnshire Partnership Foundation NHS Trust Marie Curie LMC

St Barnabas Lincolnshire Hospice

CD1 DIRECTION TO ADMINISTER DRUGS FOR SYMPTOM MANAGEMENT
Supply 10 ampoules for injection of:
Morphine Sulphate
Levomepromazine
Midazolam
Hyoscine Butylbromide
Water for injection

10mg/ml
25mg/ml
10mg/2ml
20mg/ml
10ml

Patient’s Name: ……………………………………………………………
NHS No: ………………………............ DOB: ….………………………..

Drug sensitivities: ………………………………………………………..
Drug allergies: …………………………………………………………….

ANTICIPATORY DRUGS AS REQUIRED FOR SYMPTOM MANAGEMENT (PRN)
Seek advice if 2 or more doses have been ineffective or if benefit lasts less than 1 hour – the dose or drug may need changing.
Date

For the relief of:

Drug

Dose range

Pain, cough or
Breathlessness

OPIOID

Nausea/Vomiting
Agitated Delirium

Levomepromazine

Anxiety
Breathlessness
nd
(2 line)
Respiratory
secretions /
Abdominal colic

Route

Do not
exceed
max in
range more
than:

Seek specialist
prescribing advice
before exceeding:

SC

2 hourly

6 doses in 24 hours

3.125mg 12.5mg

SC

2 hourly

25mg total prn in 24
hours

Midazolam

2.5mg - 5mg

SC

2 hourly

4 doses in 24 hours

Hyoscine
Butylbromide

10mg - 20mg

SC

2 hourly

If effective for
secretions consider
starting syringe driver

Signature in full
Print name below

DRUGS TO BE GIVEN SUBCUTANEOUSLY VIA A SYRINGE DRIVER OVER 24 HOURS
Please see guidance on reverse of form for administration within a dose range
Date

For the relief of:

Drug

Dose Range to be
given over 24 hours

Route : Sub
Cutaneous

Pain, cough or
Breathlessness

SC

Nausea/Vomiting
Agitated Delirium

SC

Anxiety
Breathlessness
(2nd line)
Respiratory
secretions /
Abdominal colic

Signature in full
Print name below

SC

SC

SC

Date

TRANSDERMAL OPIOIDS (do not commence for unstable pain)
At end of life continue if already effective and ADD sub cut medications to manage symptoms
Signature in full
Drug Name
Dose
Renewal
Print name below
frequency

REVIEW BY APPROPRIATE CLINICIAN AS SYMPTOMS OR LOCATION OF PATIENT ALTER

PRESCRIBING GUIDELINES
The information within these guidelines is referenced to and should be used in conjunction with Palliative Care Formulary 5, Palliative
Adult Network Guidelines 2016, Scottish Palliative Care Guidelines 2016 and the current British National Formulary.
Prescribing responsibility remains with the prescriber.
Maximum doses may be extended and some maximum doses only to be used following discussion with a Specialist Palliative Care Clinician.
Be aware of drug accumulation in renal failure and seek guidance below for alternative analgesia.
Please note that only Morphine, Diamorphine, Oxycodone and Levomepromazine are licensed for subcutaneous use. It is accepted practice in
palliative care to administer other appropriate drugs via the subcutaneous route.
It is recommended that no more than 3 drugs are combined in one syringe unless advised by Specialist Palliative Care Team. Drug compatibility
information can be found in the PCF5 and book.pallcare.info and www.palliativedrugs.com
Match oral / SC / Syringe driver medication i.e. oxycodone prn - oxycodone in syringe driver.
PRN doses may vary according to the need of the individual patient. PRN doses will need titration in line with regular
analgesia dose adjustments
SYMPTOM / MEDICATION

PRN

SYRINGE DRIVER

MAX DOSES

PAIN / BREATHLESSNES
Morphine
Diamorphine
Useful if large doses of morphine
required (p.r.n. or syringe driver)

Oxycodone

Alfentanil (If EGFR <30, if available,
otherwise use oxycodone with caution reduce dose and frequency)

2.5mg - 5 mg 2 hourly
OR 1/6th of daily syringe
driver dose, 2 hourly

If opioid naïve usual starting dose 5mg.
Calculate previous 24 hours total oral
morphine dose and divide by 2.

2.5mg - 5mg 2 hourly
OR 1/6th of daily syringe
driver dose, 2 hourly

Calculate previous 24 hours total oral
morphine dose and divide by 3.
(More potent than morphine)

2.5mg - 5 mg 2 hourly OR
1/6th of daily syringe driver
dose, 2 hourly

Calculate previous 24 hours oral oxycodone
and divide by 2.

125micrograms hourly OR
1/6th of daily syringe driver
dose, hourly

Increase should not be more
than by a maximum of 50%

NB not compatible with Cyclizine.

If opioid naïve usual starting dose
500micrograms.
Calculate equivalent SC dose of Diamorphine
and divide by 10.

ANTI-SPASMODIC / OBSTRUCTION (IF OBSTRUCTION PLEASE SEEK SPECIALIST ADVICE)
Hyoscine Butylbromide

20mg 2 hourly prn

60mg

120mg

6.25mg - 25mg

50mg

NAUSEA & VOMITING
Levomepromazine Dilute with water
for injection. However if the site reacts,
try 0.9% sodium chloride.

Haloperidol
Metoclopramide
Cyclizine
Needs to be well diluted to prevent
crystallisation and/or skin irritation.
Should never be diluted in 0.9% sodium
chloride

3.125mg - 12.5mg 2 hourly
prn
500 micrograms - 3 mg
2 hourly prn
10mg 2 hourly prn

1.5mg

10mg

30mg - 60mg

100 mg

50mg 8 hourly prn

100 - 150mg

150mg

CONFUSION / AGITATION / DELIRIUM
Midazolam
Can also be used 2nd line for
breathlessness

Levomepromazine
Use first for delirium.

2.5mg - 5mg 2 hourly prn

5mg - 30mg

6.25mg - 50mg
Consider sedating effect if used in higher
doses
RESPIRATORY SECRETIONS

3.125mg - 12.5mg 2 hourly
prn

60mg (100mg*)
* Under specialist advice only
150mg (250mg*)
* Under specialist advice only

Hyoscine Butylbromide
If prn effective consider commencing
syringe driver

10mg - 20mg 2 hourly prn

40mg -100mg

120mg

EPILEPSY / SEIZURES
Midazolam

TERMINAL CRISIS EVENT
Eg significant distressing bleed

5 - 10mg 2 hourly prn

20 mg when unable to swallow anti-epileptic
medication or no IV access (seek specialist
advice)

If any potential for terminal crisis event seek specialist advice

If symptoms do not respond please seek early advice. Contact a Macmillan Specialist Palliative Care Nurse OR St Barnabas Hospice 01522
511566 OR Thorpe Hall Hospice on: 01733 225900

CD2 DRUG STOCK RECORD
Patients Name………………………….. …

DOB…………………… NHS Number……….........

Drug Name

Strength ……………… Page number ……….......

………………………………
Date

Time

Dose
Given

Dose
Wasted

Stock
Balance

Signature

CD3

RECORD OF DRUG ADMINISTRATION BY HEALTH PROFESSIONAL

Patient’s Name ……………………………………

NHS Number …………………………………

Page number ………

Date of Birth .……………………………………..
Syringe driver 1
Asset number …………....

Syringe driver 2
Model…………………………

Asset number ………….

Model…………………………

Date last serviced …………………………………………….

Date last serviced …………………………………………..

Date Set up……………….

Date Set up……………… Date Discontinued………….

Date

Time

Syringe
driver
number
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Date Discontinued…………

MEDICATION

Dose
given

Route

Rate
setting

Duration

Time
started

Time discontinued

Please record all medication administered by
any route.
Include all regular and PRN doses in sequential
order.

Expiry
date

Batch
number

GIVEN BY:
(Signature in full)
Battery
life %

PRINT NAME BELOW

Appendix 3

Out-of-Hours Handover Form – Marie Cure Rapid response handover form

NAME
D.O.B

DIAGNOSIS

N.H.S.NO.

OTHER CONDITIONS

ADDRESS

FAMILY/CARER CONTACT DETAILS –

POSTCODE

WHO IS AWARE OF

TEL NO.

DIAGNOSIS –

PERSONNEL INVOLVED

PROGNOSIS CARE PLAN DETAILS

D.N./C.M. –
G.P/Surgery –

A.C.P – Y/N
A.D.R.T – Y/N Details -

Tel no. MACMILLAN NURSE –
ST BARNABAS H@H TEAM – Y/N
MARIECURIE NIGHT CARE – Y/N
P.C.C.C – Y/N

D.N.A.C.P.R. – Y/N
R.N.T LEVEL -

TREATMENT
CURRENT MEDICATIONALLERGIES –
PRE EMPTIVE MEDICATION AVAILABLE, WITH APPROPRIATE GOLD SHEETS –
Please list Meds -

CURRENT PROBLEMS AND ISSUES-

PREFERRED PLACE OF CARE (dated)

Completed by -

PREFERRED PLACE OF DEATH (dated)

Tel no -

Service -

Date –
Please send to both MCRRS and LCHS OOH.
MC FAX NUMBER 01205 446017 or mariecurie.rrslincs@nhs.net
PLEASE BE AWARE WE DO NOT HAVE ACCESS TO S1 AT ALL BASES AND FOR BENEFIT OF PT CARE WE REQUIRE FULL
DETAILS of ABOVE INFORMATION RATHER THAN ‘SEE S1’. Thank you.
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Appendix 4 FP10 prescription completed EXAMPLE
Age

Name (including forename) and address

D.O.B.

DOB

A. Patient
Address

Dispenser’s Stamp Number of days’ treatment
Pharmacy
endorsement
N.B. Ensure dose is
Pack & quantity

Pricing
Office

NP

stated

Levomepromazine 25mg/ml. 10 x 1ml ampoules. DOSE mg to be
given as directed in anticipation of nausea / agitation in association

with a prescribed dose range written on the Gold (CD1) form.

Midazolam 5mg/ml. 10 (ten) x 2ml ampoules. DOSE mg to
be given as directed in anticipation of agitation in association
with the prescribed dose range on the Gold (CD1) form.
Hyoscine butylbromide 20mg/ml.
10 x 1ml ampoule. DOSE mg to be given as directed
in anticipation of bronchial secretions in association with the
prescribed dose range written on the Gold (CD1) form.
Morphine hydrochloride 10mg ampoule,
10 (ten) x 10mg ampoules. DOSE mg to be given as directed
in anticipation of pain in association with the prescribed dose
range written on the Gold (CD1) form.
Signature of Doctor

The Prescriber
For
dispenser
No. of
Prescns.
on form

NH
S

QCP

Date

Date
LINCOLN
830

The Practice
Lincoln

NG
PATIENTS
– please read the notes overleaf

FP10NC
0899

This is a guide for dispensing quantities only, not dosages; please refer to the guidance on the CD1 form
and the Symptom Control Guidance. Additional information is available from the latest edition of the
Palliative Care Formulary, Palliative Adult Network Guidelines (PANG) (available at
http://book.palliative.info/).
If patient is already taking this medication orally then the quantity and strength of medication left in
the home needs to be individualised and reviewed regularly to ensure correct dose available for
parenteral administration.
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Appendix 5

Equality Analysis
Title: Policy for Anticipatory Prescribing and Supply of Palliative Care Medications for Adults
Relevant line in: Palliative and end of life care
What are the intended outcomes of this work? Include outline of objectives and function aims
The purpose of this Policy is to:
 Implement a standard of quality care across Lincolnshire which includes anticipatory prescribing
for distressing symptoms
 Provide anticipatory prescribing and rapid access to medicines commonly prescribed in
palliative care by ensuring a small stock of palliative care medications has been prescribed,
dispensed and placed in the patient’s home.
 Support effective team working between health care professionals and across health care
teams, both in and out of normal working hours
 Define the process for accessing palliative care medication
 Improve prompt access to symptom control for patients who may have potentially unstable
palliative symptoms.
 Contribute to the reduction in emergency admissions for these patients and support patients
whose chosen preference is to be cared for in their home environment.

Who will be affected? e.g. staff, patients, service users etc
Staff, patients and carers.

Evidence The Government’s commitment to transparency requires public bodies to be open about the information on which they
base their decisions and the results. You must understand your responsibilities under the transparency agenda before completing this
section of the assessment.

What evidence have you considered? List the main sources of data, research and other sources of

evidence (including full
references) reviewed to determine impact on each equality group (protected characteristic). This can include national research, surveys,
reports, research interviews, focus groups, pilot activity evaluations etc. If there are gaps in evidence, state what you will do to close them
in the Action Plan on the last page of this template.

This SOP supports staff, patients and carers to prepare for the terminal phase of illness and supports
patients whose chosed preference is to be cared for in their own home. Within Lincolnshire, the health
care community is committed to the delivery of palliative and end of life care in a non-discriminatory
way to ensure equity of access to high quality services.

Disability Consider and detail (including the source of any evidence) on attitudinal, physical and social barriers.
N/A
Sex Consider and detail (including the source of any evidence) on men and women (potential to link to carers below).
N/A
Race Consider and detail (including the source of any evidence) on difference ethnic groups, nationalities, Roma gypsies, Irish
travellers, language barriers.

N/A
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Age Consider and detail (including the source of any evidence) across age ranges on old and younger people. This can include
safeguarding, consent and child welfare.

N/A
Gender reassignment (including transgender) Consider and detail (including the source of any evidence) on
transgender and transsexual people. This can include issues such as privacy of data and harassment.

N/A
Sexual orientation Consider and detail (including the source of any evidence) on heterosexual people as well as lesbian, gay and
bi-sexual people.

N/A
Religion or belief Consider and detail (including the source of any evidence) on people with different religions, beliefs or no belief.
N/A
Pregnancy and maternity Consider and detail (including the source of any evidence) on working arrangements, part-time
working, infant caring responsibilities.

N/A
Carers Consider and detail (including the source of any evidence) on part-time working, shift-patterns, general caring responsibilities.
N/A
Other identified groups Consider and detail and include the source of any evidence on different socio-economic groups, area
inequality, income, resident status (migrants) and other groups experiencing disadvantage and barriers to access.

N/A

Engagement and involvement
Was this work subject to the requirements of the Equality Act and the NHS Act 2006 (Duty to involve)?
No
How have you engaged stakeholders in gathering evidence or testing the evidence available?
This work was led by a multi-professional group with representation from St Barnabas, LCHS, ULHT,
Lincolnshire pharmaceutical committee (LPC), Lincolnshire medical committee (LMC), community
pharmacy and Marie Curie Cancer Care.

How have you engaged stakeholders in testing the policy or programme proposals?
Consultation with all stakeholders in Lincolnshire.

For each engagement activity, please state who was involved, how and when they were engaged, and the
key outputs:
Circulation to key organisations/stakeholders via email for comments on the draft policy. User
engagement through the Lincolnshire Palliative and End of Life Care Collaborative Forum.

Summary of Analysis Considering the evidence and engagement activity you listed above, please summarise the
impact of your work. Consider whether the evidence shows potential for differential impact, if so state whether adverse or positive and for
which groups. How you will mitigate any negative impacts. How you will include certain protected groups in services or expand their
participation in public life.

The work undertaken will ensure consistency across the county and equity of access to anticipatory
medicines commonly used in palliative care.
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Now consider and detail below how the proposals impact on elimination of discrimination, harassment and victimisation, advance the
equality of opportunity and promote good relations between groups.

Eliminate discrimination, harassment and victimisation Where there is evidence, address
each protected characteristic (age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief, sexual
orientation).

N/A

Advance equality of opportunity Where there is evidence, address each protected characteristic (age, disability,
gender, gender reassignment, pregnancy and maternity, race, religion or belief, sexual orientation).

N/A

Promote good relations between groups Where there is evidence, address each protected characteristic
(age, disability, gender, gender reassignment, pregnancy and maternity, race, religion or belief, sexual orientation).

N/A

What is the overall impact? Consider whether there are different levels of access experienced, needs or experiences,
whether there are barriers to engagement, are there regional variations and what is the combined impact?

N/A

Addressing the impact on equalities Please give an outline of what broad action you or any other bodies are
taking to address any inequalities identified through the evidence.

N/A
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