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Message from the Director General Health Services, 
Sri Lanka 

 
I am delighted to convey a message to the 2nd edition of the ‘Palliative Care 
Manual for the Healthcare Professionals’ published by the Palliative and 
End-of-Life Care Task Force of the Sri Lanka Medical Association (SLMA). 
This is an extension of the pioneer work done by the SLMA by publishing 
the first ever palliative care textbook dedicated to healthcare workers in Sri 
Lanka in 2017. 

Palliative care has become a need of the hour due to increased chronic 
disease burden related suffering. Ministry of Health has identified palliative 
care as a priority area and strived with other stakeholders to improve the 
quality of the services offered to our patients. The SLMA is one of our key 
stakeholders which has always volunteered to support the Ministry in its 
activities. 

The SLMA has made a significant contribution to the field of palliative care 
in Sri Lanka and played an advocacy role to the Ministry of Health since the 
inception of the palliative care task force. The members of the Palliative 
Care Task Force have represented the National Steering Committee for 
Palliative Care and have been instrumental in launching the National 
Palliative Care Strategic Frame Work. SLMA has taken a leading role in 
building palliative care teams in the state hospitals and training them with 
the help of the National Cancer Control Programme. This book would 
further strengthen dissemination of knowledge to the palliative care teams 
by providing updated guidance.
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I truly believe that Palliative Care Manual for the Healthcare Professionals 
would improve the knowledge of palliative care among health care 
professionals and improve the quality of palliative care services in the 
country. 

While congratulating the members of the Palliative and End-of-Life Care 
Task Force of the SLMA for this achievement, I pledge maximum support 
of the Ministry of Health in all your endevours.  

  

With best wishes, 

 

 Dr Asela Gunawardene 
 Director General of Health Services 
 Ministry of Health, Sri Lanka 
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Message from the President, Sri Lanka Medical 
Association 

The prime objective of palliative care is relieving suffering in all stages of 
diseases. Palliative care encompasses both malignant and non-malignant 
conditions and a wide spectrum of issues that require an interdisciplinary 
care delivery. The Ministry of Health has identified palliative care as a 
priority area as it ensures the best possible quality of life for the patients 
with life-limiting illnesses and their families. In line with that, Sri Lanka 
Medical Association established a task force for the palliative and End-of- 
life care, which is now functioning as an independent expert committee and 
working with Ministry of Health to uplift the palliative care in Sri Lanka. 

One of the very first achievements of the Palliative and End-of-life Care 
Task Force in year 2017 was formulating a manual for management of non-
cancer patients as a guidance to the health care professionals to control 
symptoms. Now the task force has come forward with a broad and 
improved second edition of the same, ‘Palliative Care Manual for Healthcare 
Professionals in Sri Lanka’, which includes management guidance for cancer 
patients as well. The book emphasizes not only about controlling physical 
symptoms but also on the psychological and social issues of life limiting 
illness, where patient values and preferences must be respected. It has also 
been included essential skills needed in palliative care such as 
communication and teamwork. 

On behalf of the Sri Lanka Medical Association, I congratulate our highly 
energetic Palliative and End-of-Life Care Task Force for working on the 
second edition of a complete guidebook for the easy reference of all 
practicing health professionals in Sri Lanka. This user-friendly book will also 
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help every care team in establishing individualized goals of care. A special 
thank is deserved by the Task Force for sharing their expertise and 
experience meticulously and taking their time voluntarily to develop this 
manual in this difficult and unprecedented era. 

I am more than confident that this effort would enable the best of care for 
our patients in need. 

 

 

Dr Padma S Gunaratne 

President - Sri Lanka Medical Association 

(2020-2021) 
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Message from Prof Chandrika Wijeyaratne, Founder of the 
Palliative and End-of-Life Care Task Force 

It is estimated that by 2060, half of the world's deaths will involve serious 
health related suffering, and 83% of these deaths will take place in low and 
middle income countries1. As things stand, fifty percent of the world does 
not have access to palliative care2. 
 
Given this context, Sri Lanka is blessed to have a group of passionate 
physicians who recognise the value of integrating palliative care into our 
health system. As committed groups of members of the Palliative Care Task 
Force of the Sri Lanka Medical Association, many of you have given of your 
time and expertise to make this a reality and for no personal gain.  
 
Creating a medical specialty from scratch is exciting but comes with 
challenges. The term 'palliative care' can have negative connotations to 
many people, given that it can signal a failure of treatment, and involves the 
use of medications that are considered dangerous and addictive. Introducing 
palliative care to the country involves the engagement of healthcare 
professionals as well as the public. It requires a change in mindset regarding 
failure and success, and what life and death means to our society.  
 
In the current era of medicine, there are few specialties that have the luxury 
of being allowed to treat a person rather than a set of numbers or scans. 
There are also few instances where the priority of a consultation or ward 
round is to understand the person in front of us, their family, their 
understanding, their wishes, and to relieve suffering. The burden of 
treatment is balanced against the burden of symptoms. This requires time, 
empathy and practise. It forces us to use our clinical acumen, and make 
considered decisions regarding investigations and management. It brings us 
back to the person sitting in front of us. 
Many aspects that are central to palliative care form the basis of any good 
clinical practice- however as medicine continues to subspecialise and time 
becomes an ever more scarce resource, the integration of palliative care 
medicine into our daily practice requires a sharper focus.  
 

VV



 

I am confident that this updated book provides you with some of the tools 
to assist you in integrating palliative care into your day to day care of patients 
and their families.  
 
 
 

1. Sleeman KE, de Brito M, Etkind S et al. The escalating global burden of 
serious health-related suffering: projections to 2060 by world regions, age 
groups, and health conditions. Lancet Glob Health. 2019; 
doi.org/10.1016/S2214-109X(19)30172-X 

 
2. Lynch T, Connor, S Clark D. Mapping levels of palliative care 

development: a global update. J Pain Symptom Manage. 2013; 45: 1094-
1106 

 

Prof Chandrika Wijeyaratne 
Past President - SLMA 
Vice Chancellor - University of Colombo 
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Difficult symptoms do not suddenly appear in the last days of life; 
they are often present throughout the patient’s illness. Palliative care 
services need to be introduced early in the course of an illness, and 
they will continue even after the death of the patient. Palliative care 
may be provided at any point along the disease continuum, from 
diagnosis to the end of life. It should integrate with usual care, while 
the patient is receiving disease-modifying treatment. 

Palliative care should be provided by the relevant specialist team and 
augmented as needed by collaboration with an interdisciplinary team 
of palliative care experts. The time to start palliative care is as soon 
as a diagnosis of life limiting/threatening illness is made. 

To enable the provision of palliative care: 

All health care professionals should receive education and 
training to develop palliative care knowledge, skills, and 
attitudes 
An interdisciplinary team of palliative care specialists should 
be available, to provide consultation or direct care to 
patients and/or families as requested or needed 
The quality of palliative care should be monitored by 
institutional quality improvement programs 

 

 

 

 

 

 

 

 

Difficult symptoms do not suddenly appear in the last days of life; 
they are often present throughout the patient’s illness. Palliative care 
services need to be introduced early in the course of an illness, and 
they will continue even after the death of the patient. Palliative care 
may be provided at any point along the disease continuum, from 
diagnosis to the end of life. It should integrate with usual care, while 
the patient is receiving disease-modifying treatment. 

Palliative care should be provided by the relevant specialist team and 
augmented as needed by collaboration with an interdisciplinary team 
of palliative care experts. The time to start palliative care is as soon 
as a diagnosis of life limiting/threatening illness is made. 

To enable the provision of palliative care: 

All health care professionals should receive education and 
training to develop palliative care knowledge, skills, and 
attitudes 
An interdisciplinary team of palliative care specialists should 
be available, to provide consultation or direct care to 
patients and/or families as requested or needed 
The quality of palliative care should be monitored by 
institutional quality improvement programs 

 

 

 

 

 

 

 



17
 

Appropriate care in patients with life-threatening illnesses. 

 

 Figure 1: Murry (2005)
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Physical illness trajectories of  chronic progressive diseases 

 

 

 
Figure 2: Murry (2005)  
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Understanding illness trajectories would help to optimize quality of 
life, by having a realistic dialogue about the disease outcome, 
options of supportive care, and symptom control and thereby 
planning a timely, dignified and peaceful death. 

Cancer patients are having a short illness trajectory, once 
diagnosed with metastatic cancer. 
Patients with organ failure will have exacerbations and 
remissions while baseline gradual functional decline. Each 
exacerbation carries the likelihood of death. 
Patients with dementia, old age would have prolonged 
dwindling, and they would die with problems such as sepsis, 
aspiration pneumonia or fall. 

 

Not only physical function, but even the psychological aspect, social 
aspect and spiritual aspect would change, in different ways, with the 
progression of different illnesses. (Fig 3 and 4) 

 

 

Fig 3: Wellbeing trajectories in patients with rapid functional decline (eg; 
cancer) (Murray et al, 2007) 
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Fig 4: Wellbeing trajectories in patients with intermittent decline (eg: 
organ failure) (Murray et al, 2007) 

 

 
Fig 5: Wellbeing trajectories in patients with gradual decline (eg; frailty) 
(Murray et al, 2007) 
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The following figure (Fig 6) shows family and care givers wellbeing 
in patients with lung cancer. 

 
Fig 6: Family and care givers wellbeing in patients with lung cancer 
(Murray et al, 2007) 

 

Identifying problems and setting up goals 

Goals of care in individual patients will depend on the stage of the 
disease, the natural course of the illness and the patient’s wishes. 
Goals such as prolongation of survival, optimisation of function and 
comfort and bereavement care could be amended with the 
progression of disease. There can be several goals concurrently. 
During the course of the active illness, active treatments such as 
antibiotics, dialysis, surgery or disease-modifying treatments may be 
given. With progression of the disease there may be more emphasis 
on the goals of improving symptoms and quality of life. Close to the 
terminal phase, comfort and bereavement care plays a major role. 

Identification of correct goals for the individual is an important skill 
for a healthcare professional to acquire. Healthcare professionals 
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. 

 

In order to identify the focus of intervention, comprehensive 
assessment of contributing factors, characteristics of symptoms, 
meaning of the symptoms to the patient and behavioural response 
to symptoms have to be identified. 

 

 

 

In management, pharmacological and non-pharmacological 
methods should be integrated, and it should be targeted according 
to the underlying causes and contributing factors. Defining quality 
of life for each individual is different, and the management shouldbe 
tailored according to patient’s values and preferences. 

Comprehensive 
Assessment

Contribu�ng 
Factors

Behavioral 
Response

Characteris�cs 

Meaning of 
symptom
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Predicting needs 

We need to focus on predicting needs rather than exact 
prognostication. With the progression of the illness, it is important 
to anticipate likely needs so that the right care can be provided at 
the right time.  

Three triggers that suggest that patients are nearing the end 
of life are: (based on Prognostic Indicator Guidance (PIG) 4th 
Edition Oct 2011 © The Gold Standards Framework Centre in 
End of Life Care CIC, Thomas.K et al) 

1. The Surprise Question: ‘Would you be surprised if this patient 
were to die in the next few months, weeks, days?  

2 General indicators of decline: deterioration, increasing need or 
choice for no further active care.  

3. Specific clinical indicators related to certain conditions. 

General indicators of decline and increasing needs 

Decreasing activity: functional performance status declining 
(e.g. Barthel score, limited self-care, in bed or chair 50% of 
day) and increasing dependence in most activities of daily 
living  
Co-morbidity is regarded as the biggest predictive indicator 
of mortality and morbidity  
General physical decline and increasing need for support  
Advanced disease: unstable, deteriorating, complex 
symptom burden  
Decreasing response to treatments, decreasing reversibility  
Choice of no further active treatment  
Progressive weight loss (>10%) in past six months  
Repeated unplanned/crisis admissions  
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Sentinel event: e.g. serious fall, bereavement, transfer to 
nursing home  
Serum albumin 
 
Functional Assessments 
 
Barthel Index describes basic Activities of Daily Living 
(ADL) as ‘core’ to the functional assessment: e.g., feeding, 
bathing, grooming, dressing, continence, toileting, transfers, 
mobility, coping with stairs etc. (Refer Chapter 21) 
Karnofksy Performance Status Score 0-100 ADL scale.  

Activities of Daily Living (ADLs) components in Katz Index 
of Independence in Activities of Daily Living 

Personal hygiene 
Bathing, grooming, oral, nail and hair care 
Continence management 
A person’s mental and physical ability to properly use the 
bathroom 
Dressing 
A person’s ability to select and wear proper clothes for different 
occasions, physically dress and undress oneself, ability to get on and 
off the toilet and clean oneself 
Feeding 
Whether a person can feed themselves or needs assistance (though 
not necessarily the capability to prepare food) 
Ambulating/ transfer/mobility 
The extent of a person’s ability to change from one position to 
another and to walk independently. Ability to stand from sitting 
position, get out of bed, walk independently 
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Instrumental Activities of Daily Living (IADLs) components 
in Lawton - Brody Instrumental Activities of Daily Living Scale 
(I.A.D.L.)  

Person’s ability to live independently and thrive.  

Companionship and mental support 
This is a fundamental and a much-needed IADL. It 
reflects on the help that may be needed to keep a person 
in a positive frame of mind. 
Transportation and shopping 
How much a person can go around or obtain their grocery 
and pharmacy needs without help, ability to use public 
transport, drive or cycle, ability to make appropriate food 
and clothing purchasing decisions. 
Preparing meals 
Planning and preparing various aspects of meals, including cooking, 
cleaning up, ability to use kitchen equipment and utensils safely, 
shopping and storing groceries 
Managing a person’s household/ house work 
Cleaning, tidying up, removing trash and clutter, and doing laundry 
and folding clothes, washing dishes, dusting 
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WHO/ECOG Performance Status 0-5 scale of activity. 
 
ECOG Performance status 
0 Fully active, able to carry on all pre-disease performance 

without restriction 

1 Restricted in physically strenuous activity but ambulatory 
and able to carry out work of a light or sedentary nature, 
e.g., light house work, office work 

2 Ambulatory and capable of all selfcare but unable to carry 
out any work activities; up and about more than 50% of 
waking hours 

3 Capable of only limited selfcare; confined to bed or chair 
more than 50% of waking hours 

4 Completely disabled; cannot carry on any selfcare; totally 
confined to bed or chair 

5 Dead 
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e.g., light house work, office work 

2 Ambulatory and capable of all selfcare but unable to carry 
out any work activities; up and about more than 50% of 
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Karnofsky Performance Scale 

 
Able to carry on normal 
activity and to work; no 
special care needed. 

100 Normal no complaints; no 
evidence of disease. 

Able to carry on normal 
activity and to work; no 
special care needed. 

90 Able to carry on normal activity; 
minor signs or symptoms of 
disease. 

Able to carry on normal 
activity and to work; no 
special care needed. 

80 Normal activity with effort; some 
signs or symptoms of disease. 

Unable to work; able to live at 
home and care for most 
personal needs; varying 
amount of assistance needed. 

70 Cares for self; unable to carry on 
normal activity or to do active 
work. 

Unable to work; able to live at 
home and care for most 
personal needs; varying 
amount of assistance needed. 

60 Requires occasional assistance, 
but is able to care for most of his 
personal needs. 

Unable to work; able to live at 
home and care for most 
personal needs; varying 
amount of assistance needed. 

50 Requires considerable assistance 
and frequent medical care 

Unable to care for self; 
requires equivalent of 
institutional or hospital care; 

40 Disabled; requires special care and 
assistance. 



34
 

disease may be progressing 
rapidly 

Unable to care for self; 
requires equivalent of 
institutional or hospital care; 
disease may be progressing 
rapidly 

30 Severely disabled; hospital 
admission is indicated although 
death not imminent. 

Unable to care for self; 
requires equivalent of 
institutional or hospital care; 
disease may be progressing 
rapidly 

20 Very sick; hospital admission 
necessary; active supportive 
treatment necessary. 

Unable to care for self; 
requires equivalent of 
institutional or hospital care; 
disease may be progressing 
rapidly 

10 Moribund; fatal processes 
progressing rapidly. 

Unable to care for self; 
requires equivalent of 
institutional or hospital care; 
disease may be progressing 
rapidly 

0 Dead 
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Prognostic Indicator Guidance (PIG) 4th Edition Oct 2011 © 
The Gold Standards Framework Centre in End of Life Care 
CIC, Thomas K. et al 

In erratic decline/organ failure 

Chronic Obstructive Pulmonary Disease (COPD)  

At least two of the indicators below: 

Disease assessed to be severe (e.g. FEV1 <30% predicted) 
Recurrent hospital admissions (at least 3 in last 12 months 
due to COPD) 
Fulfils long term oxygen therapy criteria 
MRC grade 4/5: shortness of breath after 100 metres on the 
level of confined to house 
Signs and symptoms of right heart failure 
Combination of other factors: i.e. anorexia, previous 
ITU/NIV resistant organisms 
More than 6 weeks of systemic steroids for COPD in 
preceding 6 months. 

 

Heart Disease  

At least two of the indicators below:  

CHF NYHA Stage 3 or 4: shortness of breath at rest on 
minimal exertion  
Patient thought to be in the last year of life by the care team: 
the ‘surprise question’  
Repeated hospital admissions with heart failure symptoms  
Difficult physical or psychological symptoms despite 
optimal tolerated therapy. 
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Renal Disease 

Stage 4 or 5 Chronic Kidney Disease (CKD) whose condition is 
deteriorating with at least 2 of the indicators below:  

Patient for whom the surprise question is applicable 
Patients choosing the ‘no dialysis’ option, discontinuing 
dialysis or not opting for dialysis if their transplant has failed  
Patients with difficult physical symptoms or psychological 
symptoms despite optimal tolerated renal replacement 
therapy  
Symptomatic Renal Failure: nausea and vomiting, anorexia, 
pruritus, reduced functional status, intractable fluid 
overload. 
 

General Neurological Diseases  

Progressive deterioration in physical and/or cognitive 
function despite optimal therapy  
Symptoms which are complex and too difficult to control  
Swallowing problems (dysphagia) leading to recurrent 
aspiration pneumonia, sepsis, breathlessness or respiratory 
failure  
Speech problems: increasing difficulty in communications 
and progressive dysphasia.  
 

Plus, the following: 
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Motor Neuron Disease  

Marked rapid decline in physical status  

First episode of aspirational pneumonia  
Increased cognitive difficulties 
Weight loss  
Significant complex symptoms and medical complications  
Low vital capacity (below 70% of predicted using standard 
spirometry) 
Dyskinesia, mobility problems and falls  
Communication difficulties. 
 

Parkinson’s Disease  

Drug treatment less effective or increasingly complex 
regime of drug treatments  
Reduced independence, needs ADL help  
The condition is less well controlled with increasing “off” 
periods  
Dyskinesias, mobility problems and falls  
Psychiatric signs (depression, anxiety, hallucinations, 
psychosis)  
Similar pattern to frailty- see below. 
 

Multiple Sclerosis  

Significant complex symptoms and medical complications  
Dysphagia + poor nutritional status  
Communication difficulties, e.g., dysarthria + fatigue  
Cognitive impairment notably the onset of dementia. 
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Frailty/dementia: gradual decline 

Frailty  

Individuals who present with multiple co morbidities with 
significant impairment in day-to-day living and:   

Deteriorating functional score, e.g., performance status – 
Barthel/ECOG/Karnofksy  
Combination of at least three of the following symptoms: 
weakness  
slow walking speed 
significant weight loss 
exhaustion 
low physical activity 
depression 
 

Dementia 

There are many underlying conditions which may lead to degrees of 
dementia and these should be taken into account. Triggers to 
consider that indicate that someone is entering a later stage are: 

Unable to walk without assistance and 
Urinary and faecal incontinence, and 
No consistently meaningful conversation and 
Unable to do Activities of Daily Living (ADL) 
Barthel score <3. 
 

Plus, any of the following: 
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Weight loss 
Urinary tract infection 
Severe pressures sores: stage 3 or 4 
Recurrent fever 
Reduced oral intake 
Aspiration pneumonia. 
 

It is vital that discussions with individuals living with dementia are 
started at an early stage, whilst they have mental capacity, to ensure 
that they can discuss how they would like the later stages managed. 

Stroke  

Persistent vegetative or minimal conscious state or dense 
paralysis  
Medical complications  
Lack of improvement within 3 months of onset  
Cognitive impairment/post-stroke dementia. 
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Spiritual interventions mean to explore and accept individual’s 
spiritual practices, religious rituals if they are accepted to the patient, 
family and the culture and attentively listening to patient’s story, 
individual suffering and the meaning of life to the individual and 
witness personally to the work of end of life.

Dignity

Preservation of dignity plays an important part in the management 
of terminal phase. Good death has been defined in various ways, 
but careful examination of what the satisfaction and psychological 
wellbeing in individual patient need to be identified.

There are 6 major components identified for a good death (See  Box 8).

Though physical symptom control is paramount in improving 
quality of life at the end, the latter components are mainly 
concentrating on completion of life and contribution to the loved 
once and to those who matter to that patient.

What we ultimately expect to achieve is a dignified death. To identify 
the exact picture of what the patient would like, there is a protocol 
questionnaire you could follow (See Box).

Box 8 
Major components of  good death

1. Pain and symptom management
2. Clear decision-making
3. Preparation for death
4. Completion
5. Contributing to others
6. Affirmation of  the whole persons 
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In providing dignity in death, it is important to see the patient as a 
whole, and the dying person would see oneself as worthy of honour 

Dignity psychotherapy question protocol 

Can you tell me a little about your life history; 
particularly those parts you either remember most or 
think are the most important?   
When did you feel the most alive?  
Are there specific things you would want your family to 
know about you, and are there particular things you 
would want them to remember? 
What are the most important roles you have played in 
life? (e.g. family, vocational, community service)   
Why are they so important to you, and what do you 
think you accomplished in those roles? 
What are your most important accomplishments; what 
do you feel most proud of?  
Are there particular things that you feel still need to be 
said to your loved ones, or things that you would want 
to say once again? 
What are your hopes and dreams for your loved ones?  
What have you learned about life that you would want 
to pass along to others?  
What advice or words of guidance would you wish to 
pass along to your ________ (son, daughter, wife, 
parents, others)? 
Are there words or perhaps even instructions you 
would like to offer your family, in order to provide 
them with comfort or solace? 
In creating this permanent record, are there other 
things that you would like to include? 
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This improves through training – doing role plays and 

providing feedback by co-workers and superiors is 

recommended to improve active listening. 

 

Barriers to active listening 
 

Noise, too much technology, mispronunciation, distrust or dislike 

of the person, pre-conceived ideas, poor choice of words, 

distractions, evaluating the sender of message rather than the 

message itself, discomfort and inconsistency between visual, verbal 

and vocal aspects are known barriers. However, metacognition (the 

Ac�ve 
listening 

Empathy

Paraphrasing

Reflec�ng 

Summarising 

Communica�ng respect 
and acceptance
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ability to think about your thinking) may reveal to you that the main 

barrier is our inherent dislike to be inconvenienced. Worse, 

sometimes it is not fashionable to be inconvenienced. The hard 

working healthcare worker is sometimes looked down upon as a 

‘hyper-keen John’. 

The on-call doctor sleeping at night would prefer to believe that the 

abdominal pain of a patient in the ward is not serious, rather than 

thinking that it might be an acute chest pain sometimes felt in 

epigastrium. The same can happen to a healthcare worker in 

palliative care, who does not want to listen to the story of the bed-

ridden patient who speaks with a lot of difficulty, which might reveal 

the abuse she is receiving from her carers. It is inconvenient, maybe 

because she takes a long time and the healthcare worker has to bend 

down and listen carefully for many minutes; or if the abuse is 

detected, some action will have to be taken, which the healthcare 

worker finds cumbersome or even troublesome! Unless we find a 

way to overcome this, we will not be able to adhere to the 

fundamental principle in active listening. 

 

The fundamental principle in active listening is that the patient or 

family member feels that we are actually listening and connecting 

with him or her. The best indicator of the fact that we have really 

understood what he/she was trying to say is our subsequent actions. 
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If we have really ‘heard’ and ‘understood’ what the person was trying 

to tell us, then we should act accordingly. 

 

For an example, if a family member told us how difficult it is to get 

support from siblings in taking care of their terminally ill father, we 

need to practically start doing something to change that situation; 

we may now ask him/her how to organise a family meeting, or if we 

need to contact one of her siblings and discuss this. Another 

example is a patient trying to tell us how scared he is to die as he 

knows that his wife would be quite helpless without him. We may 

not have a fool-proof solution for this; however, we need to start 

thinking what we can do to address that concern. 

 

If we do not follow up on the person’s concern, all the paraphrasing 

and summarising will be of no use. In short, we should be actually 

concerned about the individual in front of us, if we are going to 

actively listen to him/her. 
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Respect and acceptance 
Every human being, whether a patient or healthy person, values self-

respect. Particularly for patients in a palliative care setting, it 

provides confidence and self-esteem. 

It is essential that doctors understand that patients should be treated 

as individuals rather than a ‘bed number’ or a just a ‘case’. In fact, in 

some instances doctors refer to patients by the bed number. This 

violates the principle of respect and acceptance. 

It is important to refer to patients by their name, look at them while 

talking to them, answer all their queries, and to display a genuine 

interest in their condition and concerns. Addressing a patient by 

name is known to build good rapport. 

 

Acceptance of patient decisions, choices and preferences might be 

problematic and doctors might have ethical issues of accepting some 

patient decisions. In these situations, it is important to provide as 

much information about the illness and treatment options as 

possible, including that of side effects and prognosis. It is also 

important to talk to the caregivers or guardians about these 

decisions. 

Referring to a counsellor, psychologist, psychosocial practitioner or 

a psychiatrist to address any such issue that might prevent the 

patient getting the best care possible for themselves also needs to 

be considered. Doing all this takes a lot of time. And time is of 
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essence, particularly in busy medical settings, as well as in palliative 

care. However, this type of time commitment needs to be made by 

the doctors, if they are to uphold the principles of effective 

communication. The results are really rewarding. 

 

Empathy 
The word ‘sympathy’ derives from Greek words meaning ‘with 

feeling’. This is most commonly used to describe the way we share 

someone’s feelings such as sorrow or trouble. Knowing a person is 

sad, happy, angry, anxious or fearful and providing consoling words 

is known as sympathising. This is common in social encounters and 

medical settings. But showing empathy and displaying it through 

behaviour is one step further than providing just sympathy. 

The word ‘empathy’ means ‘passion from feelings or emotion’. 

When you provide empathy it’s about understanding the patients’ 

emotions and making them understand that as a human being. The 

listener also understands what they feel and they realise why they 

might be feeling like that. 

Unlike in sympathy, an empathic doctor does not get emotionally 

unstable in the face of the emotional states of his patients. 

Once, Walt Whitman in 1855 has described well in his poem on 

‘Song of Myself’ how we should express our empathy on a person 

with pain. It is as follows; 
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“I do not ask a wounded person how he feels. I myself 

become the wounded person. My hurt turns livid upon me as 

I lean on a cane and observe” 

(https://www.grammarly.com/blog/empathy-

sympathy/). 

The best way to learn empathy is by working with disabled 

people such as the blind. 

 

At times, when a patient is emotionally overwhelmed, we try to tell 

them how ‘we’ dealt with a similar situation or how ‘someone’ else 

we know dealt with such emotions. 

We all have our unique ways of dealing with emotions and especially 

in a setting like palliative care, sensitive issues such as a person’s 

health, illness and death cannot be equated to another although 

there could some universal similarities like crying, being angry or 

avoidance. 

Hence, it is important to avoid sharing our personal stories with 
patients. 

 

Paraphrasing 
Paraphrasing is re-telling the patient what he told you. 

This is a skill that is very important in medical settings, as it 

helps the listener/doctor to clarify what the patient has 

uttered. 
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It makes the patient feel understood and cared for. This 

avoids miscommunication in understanding which has a lot 

of impact on treatment plans or decisional choices. For 

example, if you can repeat back a certain symptom like 

diarrhoea or constipation in simple but with clear wording, 

you will have a chance to determine complications, side 

effects of drugs or any other issue that is related to their 

health status at this palliative care stage. To do this, you have 

to listen actively! 

At a more advanced stage of this practice, the doctor could 

paraphrase the patient’s fears about death and pain.  Such 

paraphrasing by the doctor helps the patient ‘hear’ his own 

worries from another person. This could help him to put 

things in perspective and soothe his mind. In order to do 

that well, you may have to deal with your own fears about 

death, dying and pain. 

 

Summarising 
This is usually done at the end of a discussion of treatment 

options/introducing new treatment/discarding/optimising existing 

medication, or at the end of a disclosure of serious news about their 

medical condition. 
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Summarising serves the purpose of avoiding 

miscommunication, misunderstanding and allows patients 

to ask for clarifications. 

It is also good practice for doctors to gather all the 

important information about the patient and the condition 

and repeating it all as a summary, so that they take away the 

most important things that need following-up or to make an 

informed decision. 

At times, doctors assume that patients would remember all 

what they say. But this is not so, particularly as human 

memory is very vulnerable. This vulnerability becomes 

further intensified when a person is seriously ill and/or 

when doctors use medical terms. 

Hence, summarising is extremely important, though it does 

take extra time to do so. 

 

Reflective practice 
Reflective practice is one of the most important parts of the 

communication process and it allows the personal development of 

the doctor. This aspect does not involve the patient. 

Instead, after summarising and the patient has left the 

discussion setting, it is the time to ‘look back’ on your 
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utterances, patients’ responses and overall communication 

process. 

These reflections should be made into brief notes which will 

help the doctor to use at their clinical meetings and to obtain 

feedback from co-workers and superiors on the practice of 

communication skills. 

In some medical settings in Sri Lanka, it is not the practice 

to have such meetings to reflect on a doctors’ practice of 

communication as yet. If so, it is important to establish such 

a practice as its benefits are significant for both patient and 

doctor. 

For, in the case of the doctor, it serves the important 

purpose of ‘unloading’ the emotional significance of 

working in a palliative care setting, as working in such 

settings could become an emotional burden on health 

practitioners. 

This kind of reflection reduces and prevents burn-out. 
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Anxiety evoking feelings: 
Patients can express feelings that doctors find hard to manage; 
for instance, a patient who is very depressed or scared to die.  
Doctors may feel threatened by feelings directed towards them, 
for instance hostility or liking.  Alternatively, helper anxiety may 
be evoked by the intensity of patients' feelings about others, for 
instance grief over bereavement. 

Anxiety-evoking patients: 
Doctors may find themselves feeling threatened by certain 
categories of patients; for example, patients of the opposite sex, 
seriously disturbed patients, highly successful patients, very 
intelligent patients, and patients who hold strong feelings with 
which the doctor disagrees. 

Being prejudiced: 
Doctors are not immune to varying degrees of prejudice.  For 
reasons connected with your upbringing, you may tune-out with 
people different to you because of their age, sexual preference, 
culture, race, social class, physical disability or level of 
intelligence. 

Being preoccupied with oneself: 
Being preoccupied with your own affairs can interfere with the 

patient’s accessibility to you.  For instance, if you have just come 

from a heated meeting, you may be less ready to listen carefully 

to your patient.  If you have just rushed through heavy traffic to 
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get to the clinic, you may not listen attentively until you have 

calmed down. 

You may think about something said in an earlier session and 

fail to attend to the present.  In addition, you may have intrusive 

personal worries that hamper your effectiveness as a good 

listener. 

Presenting a professional façade: 
Genuineness is an important characteristic for a doctor. A 

difference exists between being genuine and 'seeming-to-be-

genuine'. Some doctors are too concerned with maintaining a 

smooth professional façade.  Their concern with how patients 

perceive them may interfere with being receptive to their 

patients accurately.  Such doctors are too busy listening to their 

own needs to accommodate patients fully.  Maintaining a 

professional façade is especially difficult when patients challenge 

your professional adequacy directly. 

Emotional exhaustion and ‘burn out’: 
Doctors often face a combination of difficult environments, 

demanding patients and poor skills that set limits on their 

involvement. ‘Burn out’ is exhausting one's physical and mental 

resources.  It is to wear oneself out by excessively striving to 

reach some unrealistic expectation imposed on oneself, by the 

values of society or by oneself.  Emotionally exhausted doctors 
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Doctors often face a combination of difficult environments, 

demanding patients and poor skills that set limits on their 

involvement. ‘Burn out’ is exhausting one's physical and mental 

resources.  It is to wear oneself out by excessively striving to 

reach some unrealistic expectation imposed on oneself, by the 

values of society or by oneself.  Emotionally exhausted doctors 
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may be less accepting of patients than when they feel well.  Their 

energy level and sense of personal accomplishment is low.  

Helping relationships, instead of being positive challenges, can 

become endurance tests for the doctor. 

Insufficient administrative support: 
In this situation, doctors may spend much time securing budgets 

and dealing with other administrative matters.  Frequently, they 

lack adequate secretarial support.  Insufficient administrative 

support can undermine morale, increase caseloads and involve 

doctors in routine secretarial and administrative chores 

obviously decreasing their efficiency. 

Physical barriers: 
Physical barriers may contribute to your being less accepting of 

patients.  For example, you may be too hot, you may lack 

privacy, your room may be cheerless, your chair may be 

uncomfortable, the lighting may be poor or there may be too 

much noise.  These physical discomforts may prevent you from 

paying attention to your patients effectively. 

Lack of assertiveness: 
If the doctor/health care worker lacks the ability to be bold 

enough to do the right thin as perceived is said to have no 

backbone and lack assertiveness. Then this person does what 

the others want him/her to do, and thus may fail to 
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Disclosing serious/bad news (Using SPIKES model for 
communication), 

 

(Baile et al 2005) 

 

The above mentioned SPIKES protocol is not a script, but it is a 

good strategy to use for breaking bad news. This protocol highlights 

the most important features of a bad news interview, methods of 

assessing the situation and how to respond constructively to what 

happens. 

In the first step ‘Setting’: where to break bad news, whether 

to have relatives, physical contact of interview, introducing 

yourself and listening skills are very important. 

In the step of Perception, it is important to know what the 

patient or family already know about the patient’s medical 

S SETTING UP- Ensuring privacy, comfort, building rapport

P PERCEPTION –Assess patient’s perception (understanding)

I
INVITATION- Allowing patient to inform how much information to 
disclose

K KNOWLEDGE-Giving information and knowledge

E
EMOTIONS & EMPATHY- Addressing patient’s emotions and 
providing empathy

S
SUMMARISING- Summarizing the information/STRATEGY for 
future
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condition. It is not suitable to confront their denials at this 

stage. 

Whether the patient or the family wishes to know the details 

of the medical condition and treatment is very important in 

the step of Invitation. 

In the step of giving information and Knowledge, it is 

critical to check if the receiver of the news still wants you to 

go on and tell more. Sometimes, some people do not want 

to know everything. They might indicate you to stop. Other 

important aspects here are using a language intelligible to 

patient, considering their socio-cultural background, 

educational level and current emotional state.  In addition, 

checking whether patient or family understand what you 

said, responding to their reactions as they occur, giving any 

positive aspects first and giving accurate facts about 

treatment options, prognosis and costs etc. are also very 

significant in this step. 

In the step of expressing Emotions and empathy, 

identification of emotions and cause or source of emotion 

is very important. Also, it is not necessary for you to feel the 

same emotion or agree to patient’s or family member’ 

viewpoint. 

Closing the interview, asking whether they want to ask 

questions for further clarification and offering agenda for 
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• Assure participation of all participants and know who they 

are 

• Assure accurate notes/recording 

• End the meeting with a summary 

 
In the disclosure of serious news about a patient’s illness and 

treatment to the family, doctors can use the above-indicated 

SPIKES model too. 

 

 

Summary: 

Communication is a two-way process where both obtaining and 

providing information should equate. Speaking, listening and 

observing are important in this communication process. It is led by 

the patient and the practitioner, and involves skills such as using the 

right words, active listening, empathy, respect and acceptance, 

summarising and reflecting. Health professionals can use the 

SPIKES model to disclose serious information about a medical 

condition. This process provides health professionals a framework 

to communicate about the serious news and to ease the patient’s 

distress to cope with his life limiting/terminal illness. It is also 

important to acknowledge and address barriers to effective 

communication such as language issues, cultural practices, illness 

status of a patient, and practitioner competence. 
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Identifying the leadership of teams can be difficult. In Sri Lankan 

hospital settings in a non-cancer palliative care teams, usually a 

physician will be taking the leadership of the team.  An oncologist 

will be the leader for a patient with cancer. However, the primary 

clinician responsible for the patient will play the leadership role for 

a specific patient, depending on the clinical situation. 

The hospital palliative care team may include specialists, non-

specialist doctors, nurses, allied health practitioners 

(physiotherapists, occupational therapists and speech therapists), 

counsellors, pharmacists and social workers. There can be other 

members depending on the patient’s requirement and the human 

resources available at the hospital. 

The hospital palliative care team should always communicate and 

accommodate community partners (government or non-

governmental). General Practitioner/primary care doctor of the 

patient’s locality would play an important role, especially in 

coordinating home care and the hospital care. Community nurses 

and public health midwives working in primary healthcare could be 

guided to provide palliative care services to patients and the families 

of their area. Community partners would also include welfare 

officers, religious leaders and the volunteers. 

Teams are complex structures, in terms of membership structure, 

operations and institutional culture. According to ‘Plant’s Iceberg 
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Model’ (see Figure 1) the processes and methods by which an 

organisation operates are the ‘visible’ part of teamwork, and the 

factors which can influence change and organisational development 

are submerged. Thus issues relating to teamwork that lie in the 

submerged iceberg should be considered and assessed in optimising 

a palliative care team function. 

 

 

Figure 1: Plant’s Iceberg Model of teamwork (1987). 

 

For a team to function effectively, the members must have a 

common purpose, an understanding of each other’s role and an 
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ability to pool resources. Regular and professional communication 

among team members are the most important factors for the team 

to be successful. Therefore, regular meetings and case conferences 

are a must for the proper functioning of a palliative care team. 

There is a place for interaction of different clinical teams in patient 

care, i.e.; interdisciplinary interactions. E.g. Palliative care team with 

the oncology or neurology teams. 

Patient identification and trigger system: The palliative care team 

should have a patient identification system. It may be through an 

awareness program of healthcare workers and communication with 

treating clinicians. With time, a team can develop a checklist to 

identify the probable patients needing palliative care. Final decision-

making should be a joint decision with the treating clinicians, family 

and the patients. The patient is always the final decision-maker if 

there is capacity to participate. 

Dispute of leadership, personal disputes among members and poor 

communication leading to different opinions and conclusions are 

the most common causes for failure of a palliative care team. 

Regular meetings and case discussions are the best method to avoid 

these issues. 
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10. Social history 

Family members, who lives at home, relevant family 

dynamics, type of accommodation, home assistant services 

provided, employment issues, financial issues, alcohol and 

smoking history etc. 

11. Spirituality: religious or otherwise, values 

12. Patient’s and caregivers’ concerns, expectations and wishes 

Caregivers’ concerns 

Anticipatory care plan 

End of Life Care Plan (e.g., where and how the 

patient/family wishes the patient to be cared for as they 

deteriorate, and during their terminal phase) 

13. Current issues (consider both patient and the 

family/caregivers) 

Physical: physical symptoms, oral intake, bowel and 

bladder function, physical function including 

current equipment in home and what is still needed, 

nutritional assessment 

Psychological state 

Social issues 

Spiritual issues 

14. Examination Findings 

Observations 
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that they lose capacity to decide once their illness progresses. Such 

recorded specific medical treatment decisions are known as advance 

directive (AD). ACP may include the completion of an AD, 

although this is not the primary intent of ACP discussions. The main 

objective of ACP is to ensure that patients receive care that is 

aligned with their goals and values. 

 

An ACP will be important to document, as it could be useful in 

future management of a palliative patient. It could contain 

individual’s desire for treatments such as analgesia, hydration, 

feeding, use of ventilators and CPR. ACP could be changed or 

updated at patient’s request or if palliative care team feels that there 

are reasons to reconsider them. Patient’s GP could be a good 

resource in preparing ACP as patient and the family have a close 

relationship with their family doctor, where he also could contribute 

positively to the discussion. 

Living will is a type of advance directive. This written document 

outlines patient’s healthcare wishes for end-of-life care if the patient 

become terminally ill and cannot make decisions on his or her own. 

ACP/AD and the living will are not yet legally recognised in Sri 

Lanka. 
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Figure 1. Wong–Baker Faces Pain Scale 
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Figure 2. Abbey pain scale. 
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crampy pain 

Neuropathic: relates to 

nerve damage 

Nerve damage 

related to 

malignant or non-

malignant 

pathology or its 

treatment 

Burning, 

tingling, 

stabbing or 

electric shock-

like pain 

 

Table 2. Patterns of pain exacerbation for pain management 

Type of pain Description Clinical features 

Breakthrough pain Pain occurs due to 

natural fluctuation 

of pain or 

inadequate 

background pain 

control 

Signs suggestive of 

inadequate 

background pain 

control 

Lack of 

predictability 

Incident pain Pain exacerbated by 

predictable triggers 

Pain exacerbated by 

limb movement or 

pain related to 

wound dressing 
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proactive and ongoing clinical input. Table 3 outlines the type and 

duration of common adverse effects associated with opioid 

treatment. 

Table 3. Adverse effects and duration of opioid treatment 

Adverse effect Duration of adverse effect (when dose 

stabilised) 

Sedation 2–3 days 

Nausea/vomiting 7–10 days 

Pruritus 7–10 days 

Constipation Always a problem. Does not go away 

after few days. 

Respiratory 

depression 

Extremely rare with appropriate opioid 

use 

 

Opioid addiction is a common concern for patients, their families 

and for clinicians, reflected as a barrier to effective pain 

management. Risk of addiction is rare during pain management in a 

palliative care setting. If clinicians have high suspicion of addictive 

behaviour, they are encouraged to discuss this with the relevant 

specialists before prescription. 
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Opioid toxicity-related respiratory depression is rare when setting 

the appropriate opioid treatment. Clinical vigilance is necessary if 

rapid opioid dose escalation occurs or if multiple prescribers are 

involved. Opioid medication combinations are often discouraged in 

palliative care practice except in some highly specialised settings. 

When beginning treatment on an opioid-naïve patient, clinicians 

must prescribe 2.5–5 mg (oral) morphine 4-hourly when needed; the 

oral dosage effect will start in 20-30 minutes and lasts between 4–6 

hours. If a patient is severely distressed and needs rapid onset of 

action in an inpatient setting, use 2.5–5 mg (subcutaneous) 

morphine 4-hourly when needed. Clinicians must then calculate 

total daily (24-hour) pro re nata (PRN) requirement of opioids over 

the following days. Patients can then be started on an equivalent 

dose of slow-release opioid to match daily requirement. Further 

titration of slow-release opioid medication is done based on ongoing 

PRN requirements. Fig. 4 provides an example of a recommended 

opioid treatment plan. 

For titration of opioids on a patient with a background of opioid 

use: 

Calculate the daily oral morphine equivalent dose 

depending of existing slow-release opioid; patients should 
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Weak opioids 

Codeine 

(Oral) morphine 10 mg = (oral) codeine 80 mg 

Available preparations: 

Oral immediate release: paracetamol 500 mg + codeine 

8 mg tablets, paracetamol 500 mg + codeine 30 mg 

tablets 

Use 

Codeine is rarely initiated in specialised palliative care 

practice due to pharmacokinetic and pharmacodynamic 

limitations in palliative care practice. 

Codeine is used only if a patient’s pain is stable on current 

pain regimen containing codeine; clinicians can continue 

current dose. 

Benefits 

Codeine is readily available. 

There is less stigma among clinicians and patients 

regarding its use. 
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Concerns 

Codeine is mostly available in fixed-dose combinations 

with other medications (e.g., paracetamol + codeine). 

Side effects include higher incidence of constipation. 

Codeine needs to convert to its active metabolites to be 

effective in pain management. Genetically, some 

patients do not have the capacity to convert codeine in 

this manner. 

Tramadol 

(Oral) Tramadol 50 mg = (oral) morphine 10 mg 

Available preparations: 

Oral immediate release 

Oral slow release 

Use 

Effective at early stages of cancer diagnosis. However, 

tramadol use in palliative care is restricted due its 

adverse effect profile. 

Dose (Oral) 

Tramadol 50 mg 8-hourly up to 100 mg 8-hourly 
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Benefits 

Tramadol is widely available. 

Concerns 

Adverse effect profile includes potential serotonergic 

syndrome. 

Tramadol requires multiple drug interactions. 

 

Strong opioids 

Morphine 

(Oral) morphine 30 mg = (intravenous/subcutaneous) morphine 

10 mg 

Available preparations: 

Oral immediate release: 10 mg, 15 mg, 30 mg tablets, 

2 mg/ml syrup 

Oral slow release: 10 mg, 15 mg, 30 mg tablets 

Injectable: 15 mg/ml 
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Use 

Morphine is considered as the prototypical opioid in pain 

management in palliative care. 

Immediate release (oral) morphine has onset of action in 

20–30 minutes and duration of action up to 4–6 hours. 

Morphine has an oral bioavailability of 30–35% (hence, 

[oral] morphine 30 mg = [intravenous/subcutaneous] 

morphine 15 mg). 

Benefits 

Most clinicians are familiar with morphine use. 

Morphine is the most widely available strong opioid (in a 

wide range of preparations). 

Morphine is the only injectable strong opioid readily 

available for use in palliative care. 

There is no theoretical ceiling dose, if escalated 

appropriately. 

Concerns 

Adverse effects relate to accumulation of active 

metabolites in renal failure. 

There is noted community stigma around morphine use. 
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Fentanyl 

(Topical) Fentanyl patch 25 µg/hour = (oral) morphine 60 mg 

per day 

Available preparations: 

Transdermal patch: 50 µg/hour 

Injectable: 100 µg/2 ml injection, 500 µg/10 ml injection 

Use 

Fentanyl is commonly used in transdermal patch form for 

palliative care use. Injectable preparations are widely 

used in perioperative pain management. 

Benefits 

Transdermal patches are useful for patients who cannot 

be started on oral opioids. 

Fentanyl has no active metabolites (safe in renal failure). 

There are only minimal neurocognitive adverse effects 

reported with Fentanyl use. 

Fentanyl has less reported incidence of constipation 

compared to other opioids. 
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Concerns 

Limited number of dosages is available. (Cutting the 

transdermal patches to achieve desirable dose is 

controversial.) 

Fentanyl is not suitable when rapid escalation of pain 

management is necessary, as transdermal patches can 

take more than 12 hours to deliver a desirable dose. 

Patients need to have a substantial amount of adipose 

tissue for transdermal patch absorption. 

Absorption can vary depending on environmental 

temperature. 

Some patients can experience end-of-dose failure after 28 

hours of patch application. 

Methadone 

(Oral) morphine 10 mg = variable 

Available preparations: 

Only used in specialised palliative care practice 

Use 

Methadone is a highly specialised medication used only by 

palliative care specialists, pain medicine specialists and 
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Use with caution: 

(Oral) carbamazepine 100 mg twice daily (titrated every 

third day up to a maximum daily dose of 400 mg twice a 

day). 

 

Antidepressant medication 

Antidepressants exert pain relief properties independent of their 

antidepressant effects. They should be first-line medications if 

patients display coexisting depression; however, patients should be 

warned about the class-specific (tricyclic 

antidepressants/serotonin–norepinephrine reuptake inhibitors) 

adverse effects. Antidepressants are widely used in non-malignant 

neuropathic pain control including diabetic neuropathy, post-

herpetic neuralgia and post-stroke pain syndromes. 

Recommended doses 

(Oral) amitriptyline 10–25 mg at night (titrated weekly up 

to a maximum daily dose of 75 mg at night). 

(Oral) nortriptyline 10–25 mg at night (titrated weekly up 

to a maximum daily dose of 75 mg at night). 

(Oral) duloxetine 30 mg daily (titrated weekly up to a 

maximum daily dose of 60 mg twice a day). 
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Recommended doses 

(Oral) clonazepam 0.5 mg daily (up to a maximum daily 

dose of 2 mg twice a day). 

(Oral) baclofen 5 mg three times a day (up to a maximum 

daily dose of 25 mg three times daily). 

Local therapy with botulinum toxin is proven to be 

effective in pain related to contractures in neurological 

diseases. 

 

Smooth muscle spasm 

Visceral organ-related muscle spasms are commonly experienced by 

patients with intra-abdominal malignant or non-malignant 

pathologies. 

Recommended doses 

• (subcutaneous) hyoscine butylbromide 20 mg 4-hourly 

(up to a maximum daily dose of 120 mg per day). Oral 

route only effective in gastrointestinal pathologies due 

to limited bioavailability. 

• (subcutaneous) hyoscine hydrobromide 0.4 mg 4-hourly 
(up to a maximum daily dose of 1,600 mg per day). 

 



110



111
 

Parenteral preparations are preferred to reduce malignancy-related 

skeletal events. Osteonecrosis of the jaw is a serious complication 

experienced by a limited number of patients who receive 

bisphosphonates. 

Recommended doses (in patients with normal renal functions) 

(Intravenous) zoledronic acid 4 mg (usually monthly). 

(Intravenous) pamidronate 90 mg (usually monthly). 

 

Invasive procedures 

Application of invasive procedures for pain control in palliative care 

should be consistent with a patient’s overall care goals. Notably, 

nerve blocks carry impressive safety and effectiveness data when 

carried out by experienced proceduralists (pain specialists) for 

radiological or anatomical guidance. Generally, patients’ tendency to 

bleed is a common contraindication for most nerve block 

procedures. Table 4 presents the most common types of nerve 

blockage. 
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Table 4. Common types of nerve blocks for pain management 

Type of block Use 

Coeliac plexus Pancreatic cancer 

Stellate ganglion Upper extremity pain 

Ganglion impar Perineal pain 

Brachial plexus Upper limb pain 

Lumber sympathetic Lower limb pain 

Peroneal/popliteal Lower limb ischaemia pain 

 

Epidural and intrathecal medication delivery systems provide 

effective pain management for selected group of patients with 

intractable pain when other non-invasive means are exhausted. 

However, necessary expertise and lack of resources limit its use in 

most healthcare systems. 

Physical therapies 

Correct device and equipment selection by a qualified 

physiotherapist and/or occupational therapist is useful in 

minimising pain related to malignant and non-malignant pain. This 
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is particularly the case in non-malignant neurological pathologies, 

including progressive neurodegenerative diseases. 

Psychotherapy 

The concept of total pain describes psychological contributions 

towards physical pain. Well-guided relaxation and meditation 

training can alleviate physical pain—hence, the requirement for 

effective pain relief medication. 

Please refer the pain management guidelines for adults with cancer 

published by national cancer control programme with the ministry 

of health, nutrition and indigenous medicine in November 2017 

(ISBN978-955-0505-99-9). 
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Management 
 
The basis for managing anorexia is acceptance of the fact that, in 
advanced illness, anorexia is due to the disease. Unlike anorexia 
nervosa, anorexia in palliative care patients is not an emotional 
disorder. Advanced disease often results in a set of inter-related 
symptoms called cachexia. This includes anorexia, loss of body mass 
and general debility. These are not the results of starvation. Rather, 
inability to eat well is part of the syndrome. Cachexia is due to 
metabolic changes, which in turn is due to the advanced disease 
itself. The main principle of management is to focus on food and 
drink as ways of promoting quality of life, rather than as ways of 
curing illness. 
 
Non-pharmacological management 
 

Address patient and carer concerns about the importance of 
providing nourishment. 
Explain that a gradual reduction in oral intake is a natural part 
of the illness. 
Previous dietary advice given regarding diabetes and high 
cholesterol may be relaxed. 
Make sure mouth discomfort, nausea, constipation, difficulties 
in chewing, and swallowing are addressed and corrected. 
Continue treatment for any or all of these as long as it is needed. 
It is particularly important to have regular bowel habits. 
Encourage eating with family and friends, away from the 
bedroom. 
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Manage the environment: introduce fresh air, pleasant 
surroundings and compatible companions. Eliminate 
unpleasant food smells. Use unperfumed cleaning materials, 
disinfectants and air fresheners when possible. Avoid fragrant 
flowers with a strong smell. 
If patient takes alcohol usually, a glass of wine or alcohol before 
meals can bring enjoyment and stimulate appetite. But make 
sure alcohol does not interact with medications. 
Rinse the mouth or cleanse the teeth and dentures often with 
water. Freshen the face and hands with a washcloth before 
meals. In hot weather, keep a moistened washcloth in the fridge. 
Chewing gum or sucking sugar-free sweets may promote saliva 
flow which helps to maintain oral health. Pineapple is also 
helpful, but too much of it may cause tooth erosion. 
Eat a small meal, two to three hours apart, rather than trying to 
have three solid meals a day. It is better to eat something small 
and enjoyable than to struggle to eat something that is “good 
for the patient”. Allow for whims and fancies for favourite 
foods. 
Alterations in taste, a tendency to nausea, or mouth discomfort 
may change food preferences. If things taste too sweet, try 
adding sour (lemon or vinegar) or salt. If food tastes too strong, 
try mixing it with bland foods such as milk, rice, or potato. If 
food is too bland, try adding sugar, salt, lemon and/or herbs. 
Allow to experiment with warm, cold and frozen foods. 
Allow patient to eat what they like, when they like – “It is never 
too early in the day for pudding or too late for breakfast” 
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Medications: Pharmacological management 
 
The following drugs are of limited or temporary benefit but worth 
considering, as they may improve quality of life of a patient.  The 
potential side effects and risks of medication should be taken into 
account when prescribing. 

Corticosteroids: these have an established role in the short-
term improvement of appetite.   Effect is rapid but tends to 
decrease after 3–4 weeks. May also help to reduce nausea, 
improve energy and general feeling of wellbeing. However, 
there is often no significant effect on nutritional status. 

- Starting dose: oral dexamethasone 4 mg or 
prednisolone 30 mg (given in the morning). Consider 
need for gastric protection, such as H2-receptor 
blocker or proton pump inhibitor. Prescribe for 1 
week and if helpful, reduce gradually to lowest 
effective dose. If there is no effect, stop. Assess and 
review dose regularly. 

Progestogens: May stimulate appetite and weight gain in 
patients with cancer. May take a few weeks to take effect but 
benefit is more prolonged than steroids. More appropriate 
for patients with a longer prognosis. 

- Megestrol acetate: starting dose 160 mg/daily and 
then after 2 to 3 weeks assess and review.  For 
appetite stimulation, lower doses are as effective as 
higher doses. There is no evidence for an optimal 
dose. The maximum dose is 800 mg daily.  Reduce 
dose gradually if it has been used for more than 3 
weeks (adrenal suppression). 

Prokinetics: Used for early satiety, delayed gastric emptying, 
gastroparesis or nausea. 
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Management 
Correct the correctable (e.g., renal function, hypercalcaemia, 
constipation) 
Consider non-pharmacological measures first 
Choose an anti-emetic appropriate to a likely identified 
cause. A combination of anti-emetics may be appropriate 
Adjuvant steroid and/or benzodiazepine may be combined 
with the prescribed anti-emetic drug(s) 
Try to avoid the concurrent prescribing of prokinetics (e.g., 
metoclopramide – caution in the use of prolonged higher 
doses, monitor for extrapyramidal side effects) and 
anticholinergic medication (E.g.: Cyclizine).  Refer for 
specialist advice. 
Consider the route of administration of medication. The 
oral route may not provide adequate absorption or may be 
inappropriate as a result of nausea or vomiting. Buccal or 
sublingual medication administration may be helpful, but 
may trigger symptoms of nausea or vomiting in susceptible 
individuals. The parenteral route may reduce tablet burden, 
which may be a contributing factor to nausea. 

 
Non-pharmacological management 

Attention to detail with oral care and hygiene (commonly 
altered taste and thrush) are important. 
Regularise bowel habits. Constipation is a relatively 
common cause of nausea. 
Encourage eating regular small palatable portions rather 
than having large meals. 
Avoid strong smells while preparing food. 
Cold rather than hot meals may be helpful. 
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Provide a calm and reassuring environment. 
 

Pharmacological management 
 
Almost all causes of nausea and vomiting can be placed in the 
following categories, and each are associated with management with 
a specific drug or class of drugs. 
 

Cause 
 

Clinical picture Medication 

Clinical toxicity 
Carcinomato
sis 
Chronic 
inflammation 
Metabolic/ 
biochemical 
upsets/drugs 

persistent often 
severe vomiting, 
little relief from 
vomiting or 
retching 

1. Haloperidol: 500 micrograms to 
1.5 mg orally or 500 micrograms to 
1 mg subcutaneously daily (start 
with lower doses in renal failure 
and elderly and frail patients) 

2. Levomepromazine: 2.5-5 mg 
subcutaneous injection 12-hourly 
or 5-15 mg in 24 hours by 
continuous subcutaneous infusion. 
Change to oral route if symptoms 
resolve. 

3. Prochlorperazine: 5-10 mg orally 
3-4 times a day 

4. Ondansetron: 
(cytotoxic/chemotherapy induced) 
4 mg orally (or subcutaneously) 
twice daily 

 
Gastric 

stasis/outl
et 
obstruction 

Opioids, 
anticholinergi
cs 

- intermittent 
nausea often 
relieved by 
vomiting 

(often little 
nausea until 

1. Metoclopramide: 10-20 mg orally 
four times a day or 30-80 mg/24 
hours by subcutaneous infusion 

2. Domperidone 10 mg 3 times a day 
orally. 

3. Erythromycin 250 mg 3-4 times 
daily 
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Local tumour 
Autonomic 
failure 
Hepatomegal
y 
Peptic 
ulceration 
Hypercalcemi
a 

 
 
 
 
 
Oesophageal or 
mediastinal 
disease 

Tumour 
Toxins 
Inflammation 
Infection 
(e.g., candida, 
herpes 
simplex) 

Foreign 
body 
(e.g., 
stent) 

 
 
Bowel 
obstruction 

Abdominal 
carcinomas 

neuropathy 

immediately prior 
to vomiting) 
- early satiation 
- reflux, hiccup 
 
 
 
 

 
 

- regurgitation 
- dysphagia. 
- little nausea or 

relieved after 
food 
regurgitated 

-  
 
 
 
 
 
 
 
- may be 

partial/interm
ittent initially. 

- nausea often 
improved 
after 
vomiting. 

- increased 
nausea, +/- 
colic, +/- 
faeculent 
vomiting in  
advanced/co

4. If colic or no response: seek advice 
5. Consider dexamethasone (if liver 

metastases or extrinsic 
compression) 4-8 mg daily 
reducing after 3 days, aiming to 
stop or lowest maintenance dose 

6. Consider endoscopic stenting 
 
1. Rantidine 150 mg twice daily, 

omeprazole 20-40 mg BD/Daily 
2. Endoscopic stenting 
3. Radio/chemotherapy 
4. Consider dexamethasone 4- 8mg 

daily reducing after 3 days, aiming 
to stop or lowest maintenance 
dose. 

5. Antifungals/antivirals/antibiotics 
(Antiemetics often ineffective) 

 
 
 
 
Medical management if surgery 
inappropriate. Seek specialist advice 
early. 
2 main types:- 
a) Peristaltic failure -  metoclopramide 

10 mg TDS or domperidone 10 mg 
TDS 

 
b) Mechanical obstruction 
1. If colics: hyoscine-N-butylbromide 

10-20 mg oral or 20-40 mg inj may 
be administered by slow IV, IM or 
SC several times a day. A 
maximum daily dose of 100 mg 
should not be exceeded Or 
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Hypokalaemi
a 

 
(Exclude 
constipation) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Cranial 
disease/treatme
nt 

Intracranial 
pressure 
Radiotherapy 
Brainstem/m
eningeal 
disease 

 
 
Movement 
related 

Vestibular 
disease 

mplete 
obstruction 

 
 
 
 
 
 
 
 
 
 
 
 
 
- Headache 

+/- cranial 
nerve signs 

- Impaired 
consciousne
ss 

 
 
 
- Vertigo - 

dizziness 
with nausea 

- Movement-
related 
vomiting 

 
 
 
 
 
 
 

hyoscine butylbromide 150-300 
micrograms orally, 200-400 
micrograms subcutaneously or 1 
mg/72 hours via transdermal 
patch. 

2. Levomepromazine 
3. Cyclizine 25-50 mg orally or 

subcutaneously three times per day 
+/- haloperidol 

4. NG tube if persistent vomiting 
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Base of skull 
tumour 
Motion 
sickness 

 
 
 
 
 

 
 

   
   

 

Cause 
unclear/multipl
e 
causes 

 1. Metoclopramide: increasing to 30-
80 mg/24 hours by subcutaneous 
infusion 

2. Levomepromazine: 3-6 mg twice 
daily orally or 2.5-5 mg twice daily 
by subcutaneous injection or 
occasionally, 5-15 mg in 24 hours 
by continuous subcutaneous 
infusion but likely to cause 
sedation 

3. Trial of dexamethasone: 8 mg 
daily, reducing after 3 days aiming 
to stop or to lowest maintenance 
dose 

4. Consider higher centre origin pain, 
fear, anxiety - benzodiazepines e.g., 
lorazepam 500 micrograms to 1 
mg, diazepam 2-5mg 

 
For All persistent problems, seek specialist advice 
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Management 
Treat reversible causes. 
Hiccups often stop spontaneously. Treatment is only 
required if hiccups are persistent. 
Try simple physical manoeuvres initially and those that have 
worked previously. 
 

Non-pharmacological management 
Simple measures or ‘home remedies’ can be effective. These include: 

Sipping ice water or swallowing crushed ice 
Breathing into a paper bag, particularly if the patient is 
hyperventilating 
Interrupting normal breathing, e.g., holding breath 
Drinking from wrong/opposite side of a cup 
Rubbing the soft palate with a swab to stimulate the 
nasopharynx. 
 

Pharmacological Management 
Peppermint water 10 ml twice daily 
Antacid medication containing simeticone, 10 ml between 
meals and at bedtime when required 
Prokinetic: domperidone or metoclopramide oral 10 mg, 8-
hourly. 
Treat any gastro-oesophageal reflux with a proton pump 
inhibitor. 
Dexamethasone oral 4-8 mg in the morning may reduce 
compression/irritation if the patient has a hepatic, 
mediastinal or cerebral disease/tumour. Stop if no benefit 
after a week. 
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(Peppermint water and prokinetics, e.g. metoclopramide, should not 
be used concurrently because of their opposing actions on the 
gastro-oesophageal sphincter) 
 
Other options: 

Oral haloperidol 500 micrograms to 1 mg if required 8-
hourly, follow up with a maintenance dose of 1 to 3 mg at 
bedtime 
Oral baclofen 5-10 mg BD or TDS (avoid abrupt 
withdrawal) 
Oral levomepromazine 3-6 mg at bedtime 
Chlorpromazine 25-50 mg daily (avoid if hypotensive) 
Nifedipine 5-20 mg, if required 8-hourly (avoid if 
hypotensive). 
Anti convulsants such as gabapentin or phenytoin 
 

Patients and carers should be advised that initial treatment for 
persistent hiccups should be reviewed after 3 days and changed if 
there is little or no improvement. This may mean an increase in the 
dose or a change of medication. 
If hiccups are difficult to control, advice should be sought from 
specialist palliative care colleagues. 
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- Carrot soup helps to replace vitamins and minerals. 
Carrot soup contains pectin. It soothes the bowels and 
stimulates the appetite. 

- Foods that may help reduce diarrhoea are rice and 
potatoes. 

- Give bananas and king coconut (for their potassium) 
- Give 5-6 small meals rather than 3 large ones. 
- Add nutmeg to food 
Avoid: 
- Coffee, strong tea and alcohol 
- Raw foods, cold foods, high-fibre foods, food containing 
much fat 
- Test benefit of avoiding milk and cheese (yogurt is better 
tolerated). It may be difficult to digest lactose-rich foods 
such as milk. Avoid drinking milk in cases of infective 
diarrhoea. Even if not normally lactose intolerant, diarrhoea 
caused by a virus can cause sensitivity to milk products for 
a time after the diarrhoea has cleared. 
Gradually reintroduce proteins and then fats to the diet as 
diarrhoea resolves. 

 
Pharmacological management 
 

1. Give constipating drugs (if it is not an infective diarrhoea or 
spurious diarrhoea) 
- Loperamide 4 mg once, then 2 mg per loose stool to 
maximum 16 mg/day 
- Oral morphine 2.5–5 mg every 4 hours (if severe). 
- Codeine 10 mg 3 times daily (up to 60 mg every 4 hours) 
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(Use a combination if not responding and seek specialist 
help if still no response) 
 

2. Suggested pharmacological management for patients taking 
opioid analgesia 

Exclude opioid-induced overflow diarrhoea. 
Consider converting morphine from slow-release tablets 
to normal-release preparation to improve absorption, or 
use continuous subcutaneous infusion. 
Use medications for treatment of constipation as above 
 

 
3. Further considerations 

Persistent diarrhoea can cause depletion in vitamins, 
minerals and trace elements that are important for 
normal body functions and may require replacing, for 
example sodium, potassium, magnesium and zinc. 
Glucose is pro-absorptive in the bowel. Giving a glucose 
or electrolyte drink may help diarrhoea, as well as 
replacing important losses. 
Bacterial overgrowth or imbalance of the normal gut 
flora may cause diarrhoea despite negative stool cultures 
for pathogens, especially after ileo-colic resection or 
surgical formation of blind loops of gut. It may be worth 
considering discussing a course of metronidazole with 
GI specialists. 
Methylcellulose tablets can be tried. 
Octreotide may reduce high-output diarrhoea following 
ileostomy or colectomy, and has been used in carcinoid 
syndrome, graft versus host disease and other cancer 
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and AIDS-related diarrhoeas. It can be given by 
subcutaneous infusions, suggest seeking specialist 
advice. 
Candida infection has been described causing secretory-
type diarrhoea and can be treated with oral nystatin. 
Referral to a GI surgeon (for example for anal plugs, 
incontinence pads). 
Patients with HIV or AIDS: Patients with HIV or AIDS 
frequently have problems with diarrhoea, it is usually 
infective, but the diagnosis, isolation of pathogens, and 
treatment can be very complex. Specialist advice should 
be sought. 
 

Special considerations 
Careful explanation required on constipation with overflow 
as it may be difficult to understand why diarrhoea is being 
treated with laxatives. 
Offer skin care advice for anal area such as: 

o wipe with moist toilet paper or cotton wool 
o avoid using baby wipes because they often contain 

alcohol 
Wash area after an episode of diarrhoea, use a shower 
attachment or a soft, disposable cloth and non-scented soap 
before patting the area dry. 
Apply a thin layer of durable barrier film or cream. 
Wear cotton underwear and avoid tight-fitting clothing. 
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Current pattern of bowel motions (frequency, consistency, 
ease of passage, blood present, pain on passing stool, 
overflow diarrhoea) 
Abdominal pain: colicky, diffuse discomfort 
Clinical features of bowel obstruction: 

o absolute constipation, abdominal pain, nausea 
vomiting, abdominal bloating 

Complications: 
o urinary retention 

Secondary effects of illness (reduced consciousness, 
dehydration, immobility, poor diet, anorexia) 
Current and previous laxatives taken regularly (or as needed) 
and their effectiveness 
Causes of the constipation 
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Examination and investigations 
- Abdominal and rectal or stomal examination (unless it 

would cause undue distress for the patient): look for 
rectal loading, tumours, blood etc. 

- To exclude bowel obstruction and assess extent of fecal 
loading, an X-ray may be useful. 

 
Management 
 
The aim of management is to achieve comfortable defecation, rather 
than any particular frequency of bowel motion. 
 
General measures 

Ensuring privacy and comfort to allow a patient to defecate 
normally; a foot stool to elevate knees may help. 
Increasing fluid (2 liters per day if able) and fiber intake 
within the patient’s limits. 
Encouraging activity and increased mobility within the 
patient’s limits 
Anticipating the constipating effects of pharmacological 
agents, such as opioids, and providing laxatives 
prophylactically. 
Use oral laxatives if possible in preference to alternative 
routes of administration. 
Treatment per rectum may be necessary (alone or in 
combination with oral laxatives) in patients who cannot 
tolerate or swallow oral laxatives, when there is fecal 
impaction or in patients with spinal cord lesions and 
disrupted innervation to the lower bowel. When 
constipation is diagnosed, a spontaneous bowel action may 
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not be possible if fecal impaction is present. In these 
circumstances, an enema or suppository may be needed. 
Do not give drugs per rectum if rectum is ballooned and 
empty. 
Generally, a combination of a softener and a stimulant 
is recommended for the management of constipation 
in palliative care 
If oral laxative treatment is given alone, a bowel action 
should be expected within 3 days. If this does not occur, the 
use of a combination of softening and stimulant laxatives is 
essential. The dose should then be titrated upward on a daily 
or alternate day basis until a bowel action is achieved. 
The occurrence of colic means that the dose of softening 
laxative should be increased relative to that of the stimulant, 
whereas the development of fecal leakage suggests a need to 
reduce the softening dose and perhaps increase that of the 
stimulant. 
Bulking agents, such as isphagula, methyl cellulose and bran, 
if taken with inadequate water can precipitate intestinal 
obstruction through formation of a viscous mass in the 
bowel. Therefore, should not be routinely used in palliative 
care. 
Patient preferences should be taken into consideration. 
 

Specific treatment 
 
First line treatment (stimulant ± softener) 

Combination of a softener (e.g., polyethylene glycol and 
electrolytes or lactulose) and a stimulant (e.g., senna or 
sodium picosulphate) according to patient needs. 
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Second line treatment (rectal) 

Rectal suppository and enema (bisacodyl suppository, 
phosphate enema, sodium citrate, glycerol suppository as 
lubricant or stimulant.) 
Consider use of a peripherally-specific opioid antagonist, 
e.g., methylnaltrexone, if patient taking an opioid 
 

Third-line treatment 
Manual evacuation 

 
 
For paraplegic or bedbound patient 

Adjust laxatives or loperamide to keep stool firm, but not 
hard. 
Use rectal intervention every 1 to 3 days to avoid possible 
impaction resulting in fecal incontinence, anal fissures or 
both. 

Constipation in the dying patient 
Although constipation can still be a problem in the last days of life, 
a patient’s deteriorating functional status can mean that the 
symptoms of constipation become less apparent as they become 
comatose and, as such, the management of constipation becomes a 
lower priority in their overall care. In the last few days of life, when 
patients are no longer able to receive medication and their level of 
consciousness diminishes, oral laxatives should be discontinued. 
The need for rectal care is likely to be rare at this stage. 
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o Investigating the breathless patient 
Perform an investigation only if it provides information that 
will affect management and is consistent with in the goals 
of care of the palliative patient. 
This decision must be individualised for each patient. 

 
Management 
 

o Goals of management 
 

Breathlessness is a frightening feeling therefore it is 
important to provide a supportive environment and reassure 
the patient and the care givers that everything will be done 
to improve breathlessness. 

 
Ensure that treatment for the underlying disease is 
optimised in the context of disease trajectory, performance 
status and patients’ wishes. 

 
Treat any reversible and treatable causes, which are 
contributing to the breathlessness 

 
For many patients, a potentially reversible cause will not be 
found and there will be multiple factors contributing and 
aggravating breathlessness. Therefore, the clinical approach 
would be to focus on improving the patients’ experience of 
breathlessness and its impact on all aspects of their lives. 
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o Managing potentially reversible causes of 
breathlessness 

 

 
 
 

o Medications for treatable causes of breathlessness. 
 

Bronchodilators:  Salbutamol 2.5-5 mg or ipratropium 
bromide 250-500 mcg by inhaler or spacer: Stop if no 
symptomatic benefit. 
Sodium Chloride 0.9% 5 ml via nebulizer may help to 
make tenacious secretions less viscous 
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Steroids: trial of dexamethasone oral 4-8 mg daily or 
prednisolone 25-50 mg daily for lymphangitis or airways 
obstruction that has responded to steroids before. Benefit 
should be apparent within 4-7 days. Stop if no effect after a 
week. 
Unless starting emergency therapy, give steroids in the 
morning. 
 

Pharmacological management of breathlessness 
o Opioids: Breathlessness, irrespective of cause, activates 

areas in the limbic system of the brain. This region is rich in 
opioid receptors and generates the conscious awareness of 
breathlessness and the associated sensation of 
unpleasantness. Morphine reduces the sensation of 
breathlessness and associated anxiety. 
When used in low doses and carefully-titrated morphine, 
does not cause significant respiratory depression. 
While on treatment, need to monitor patient response and 
side effects. 
 
Give as a therapeutic trial; 

- No opioid before: Immediate release morphine oral 
2.5 mg, 4-6 hourly or as required or sustained release 
morphine oral 10-20 mg once a day for constant 
breathlessness. 
Increase slowly in steps by approxinately 30%, if 
tolerated. It is unusual to require doses more than 5-
10 mg every 4-hourly. 

- If unable to take oral medication use the SC route 
morphine 

- Elderly, frail or those at-risk patients including 
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COPD or impaired renal function: morphine oral 1-
2 mg, 6-8 hourly or as required 

- Monitor closely for side effects specially 
constipation and drowsiness. 

- If opioid is taken regularly for pain: 25%-50% 
increase in the morphine dose above its analgesic 
dose is recommended for control of dyspnoea. 
Titrate accordingly. 
 

o Anxiolytics:  Many patients with dyspnoea have related 
anxiety and a feeling of panic, particularly when 
intermittent acute attacks occur. Fear of a suffocating death 
is often present the following approaches can be usefully 
combined with morphine at the outset of treatment: 
 
Benzodiazepines: Longer-acting benzodiazepines are useful 
when there is severe anxiety or at night, when breathlessness 
and associated anxiety interrupt sleep. 
Diazepam 2-5 mg nocte or clonazepam oral or sublingually 
0.5-1 mg nocte. 
Benzodiazepines with shorter half-lives can be useful in 
crisis situations but agitation/anxiety may manifest as the 
medication wears off. 

Lorazepam 0.5-2 mg sublingually during an attack of 
dyspnoea and panic can be very effective. 
Alternatives are alprazolam oral 0.25-1 mg or 
midazolam SC 2.5-5 mg. 

 
o Furosemide: Nebulized furosemide has shown benefit in 

reducing breathlessness unrelated to its diuretic effect and 
appears to protect from bronchoconstriction. 
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Symptomatic treatment of productive cough 
 
Such options include: 
Steam inhalation or nebulized sodium chloride 0.9% 2.5 ml QDS 
Carbocysteine 500-750 mg per oral TDS 
Physiotherapy with sputum clearance techniques 
Nebulized salbutamol if there are bronchospasms 
Antibiotics can be considered as a palliative measure when given to 
control infection which may be more effective in treating cough 
than symptomatic measures, i.e., offensive sputum which is 
suggestive of anaerobic infection may respond to metronidazole. 
Purulent secretions colonised with Gram-negative organisms can be 
treated with nebulized gentamicin 80 mg TDS with significant 
reduction in volume of secretions. 
Radiotherapy has been found to be helpful in reducing 
bronchorrhoea related to lung cancer. 
Antitussives should ideally be avoided in patients with productive 
patients but may be used if sleep is disturbed by coughing. 
 
If the patient is at the terminal stages and is too weak to cough 
 
Consider the following medication 

o Antimuscaranic drugs: e.g., iptratropium (nebulised), 
amitriptyline 10–50 mg at night; gycopyrronium (SC),0.2-0.4 
mg initially, then 1.2-2 .4 mg by SC infusion per 24 hours 
(also avoids sedative effect of hyoscine hydrobromide); 
hyoscine hydrobromide (SC) 0.2-0.4 mg every 4 hours; 
hyoscine butylbromide (SC)20 mg initially, then 40 mg SC 
per 24 hours (this avoids the sedative effects of hyoscine 
hydrobromide) 
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o Corticosteroids: dexamethasone 8 mg orally daily for 5 days, 

reducing to 4 mg daily as maintenance, may be a useful 
adjunct in patients with lymphangitis carcinomatosis or 
upper airways compression 

 
o Cough suppressants (refer below) 

 
Suppressing Cough 
 

The following options are available to suppress cough: 
 
• Reduce pharyngeal stimulation using a simple linctus 10 mL every 

2-4 hours. 
 

• Central suppression of the cough reflex using narcotic 
medications such as codeine phosphate 30-60 mg every 4 hours 
P.O. (or as codeine linctus 15 mg/5ml at a dose of 5-10 ml 
QDS) 
 

• Morphine 2-20 mg every 4 hours. Initial dose should be 5 mg 
every 4 hourly P.O. If already taking morphine, try a 25 – 50% 
increase in dose and titrate against drowsiness. The same applies 
to using alternative opiates to morphine with oxycodone and 
hydromorphone being the most accessible options in 
appropriate dosage. 
 
 

• Methadone: some authorities advocate methadone as a better 
opiate for cough. Commence 2. 5-5 mg every 6 hours for 24 
hours, then reduce dose to 12-hourly (this can be added to the 
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patient’s other opiate regimen, although drowsiness and a long 
sleep has been reported with the first dose). The dose can be 
escalated according to effect but should only be changed at 
weekly intervals in 25-50% steps Excessive drowsiness on 
methadone will take 24 hours to settle and doses should be 
omitted for this time then recommenced as half the dose. 
 

• A trial of gabapentin (doses up to 1800 mg/day) may be tried in 
adults with chronic refractory cough 
Paroxetine 5-20 mg has been reported to be very effective 
though its site of action is unknown 
 

• Local anaesthetic: blockade of cough receptors may be used in 
patients whose symptoms persist despite central suppression. 
Options include: lignocaine 0.2%, 5 mL by nebulizer every 4-12 
hours or bupivacaine 0.25%, 5 mL by nebulizer every 4-12 hours. 
Only one or two doses a day may be required when effective.  
Mechanical cough receptors at the level of the carina will be 
blocked with standard nebuliser. If symptom control is not 
achieved, an ultrasonic nebuliser can produce a smaller particle 
size that will additionally block chemical cough receptors in 
bronchioles. Patients should be advised not to eat or drink for an 
hour following the treatment as they may be at risk of aspiration. 
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Mixed delirium is the commonest form where patient can fluctuate 
to and fro from hyperactive to hypoactive states. Hypoactive 
delirium is more difficult to recognise and is characterised by 
drowsiness and inactivity with confusion. 
 
Delirium could affect optimal management of other symptoms due 
to patient’s inability to report them. 
 
Terminal delirium 
 
Terminal delirium is delirium occurring within the final 24 to 48 
hours of life. Many terminally ill patients with cancer, chronic 
obstructive pulmonary disease (COPD), end-stage renal disease, 
heart failure, and other serious life-threatening diseases that lead to 
global cerebral dysfunction with no reversible underlying aetiology, 
manifest as delirium which is the final common complication that 
precedes death. Terminal delirium too can be of hypoactive, 
hyperactive and mixed forms. 
Terminal delirium is common at   the end of life. Approximately 25 
- 85% of terminally ill patients experience terminal delirium during 
the last hours to days. 
It may cause family and caregiver stress and have an impact on 
bereavement process. 
 
Assessment 
 
Comprehensive assessment is the key to effective management of 
delirium. This includes interview, physical assessment, medication 
review, medical and surgical review, psychosocial review, review of 
physical environment and focused diagnostic investigations. 

 

 
Mixed delirium is the commonest form where patient can fluctuate 
to and fro from hyperactive to hypoactive states. Hypoactive 
delirium is more difficult to recognise and is characterised by 
drowsiness and inactivity with confusion. 
 
Delirium could affect optimal management of other symptoms due 
to patient’s inability to report them. 
 
Terminal delirium 
 
Terminal delirium is delirium occurring within the final 24 to 48 
hours of life. Many terminally ill patients with cancer, chronic 
obstructive pulmonary disease (COPD), end-stage renal disease, 
heart failure, and other serious life-threatening diseases that lead to 
global cerebral dysfunction with no reversible underlying aetiology, 
manifest as delirium which is the final common complication that 
precedes death. Terminal delirium too can be of hypoactive, 
hyperactive and mixed forms. 
Terminal delirium is common at   the end of life. Approximately 25 
- 85% of terminally ill patients experience terminal delirium during 
the last hours to days. 
It may cause family and caregiver stress and have an impact on 
bereavement process. 
 
Assessment 
 
Comprehensive assessment is the key to effective management of 
delirium. This includes interview, physical assessment, medication 
review, medical and surgical review, psychosocial review, review of 
physical environment and focused diagnostic investigations. 



159
 

Management 

It is very important to recognise delirium clinically, since it is largely 
under recognized in many clinical settings. Non pharmacological 
measures must be employed in all cases of delirium. Identifying 
precipitants and managing them is the key in the management of 
delirium. 
 
Non pharmacological management 

Explain and reassure the family that symptoms of delirium are 
caused by illness, they are not within patient’s control and that 
patient is not insane. 
Instruct the family to be gentle and not to argue with the patient. 
Encourage family to be present in a calming way. 
Provide a calm and quiet environment, help the patient to 
reorient in time, place and person (visible clock, calendar, well 
known familiar objects). Presence of a well-known family 
member is preferred; provide a well-lit (even during night) 
environment 
Minimise the number of visitors, staff changes and room 
changes. 
Discontinue unnecessary drugs and consider prolonging dose 
intervals for necessary drugs. 
Provide spectacles and auditory aids if the patient needs them. 
Avoid physical restraints and other impediments to ambulation. 
Avoid catheterisation other than for urinary retention. 
Encourage activity if physically able. Misinterpreting pain as the 
cause of delirium and escalating opioids may potentially 
aggravate symptoms and cause opioid neurotoxicity. 
Correct any reversible factors. 
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If brain metastases are suspected, consider trial of 
corticosteroids (dexamethasone orally in the morning). 
 
Antipsychotics are best avoided for mild delirium. There is no 
place for prophylactic antipsychotics or continuous treatment 
with antipsychotics in delirium. 

 

Antipsychotics can be used only if non pharmacological 
measures are ineffective. Distressing hallucinations or agitated 
delirium are the other indications.  These agents have been 
associated with a higher risk of mortality and possibly stroke 
when used in patients with dementia. Hence they should be used 
with optimum dosage for minimum possible duration and 
consider withdrawal once it is no more indicated. 

 
o Haloperidol remains the drug of preferred choice. Oral 

haloperidol is started with a low dose (0.5 to1 mg) and may 
be escalated to a maximum of 5 mg per day. Route of   
administration could be oral, intramuscular (i/m) or 
intravenous (i/v). Onset of action may be as soon as 5 to 20 
minutes after intravenous administration and longer with 
the IM or oral route. An immediate response is not 
expected. Intravenous haloperidol has been associated with 
clinically significant QT prolongation requiring additional 
precautions with its use. 

o The newer atypical antipsychotic agents quetiapine, 
risperidone, and olanzapine have fewer side effects in other 
clinical settings and in small studies they appear to have  
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cerebrovascular disease, epilepsy, or biochemical abnormalities (e.g. 
low sodium, hypercalcaemia and /or uraemia). 
 
Assessment 
 

Exclude other causes of loss of consciousness or abnormal 
limb/ facial movement. (e.g. vasovagal attacks, postural 
hypotension, arrhythmia, hypoglycaemia and alcohol). 
Find out if the patient has had previous epilepsy, known cerebral 
disease. 
Is there a problem with usual antiepileptic drug therapy? – 
Unable to take oral medication, drug interactions. 

 
Management 
 

- Primary prophylaxis with anticonvulsants is not 
recommended for patients with brain tumours where patient 
has not had a seizure. 

- Patients should be given dexamethasone before, during and 
immediately after radiotherapy to prevent oedema secondary 
to acute radiation toxicity which can provoke seizures. 

 
 
 
 
Acute seizure management 

Put patient in the recovery position and administer oxygen. 
Ensure safety and protect airway. 
Do a capillary blood sugar - if hypoglycaemic give thiamine 
100 mg IV and IV 50% dextrose 50 ml 
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palliative patients. Insomnia leads to a negative impact on quality of 
life and functional status of the patient. 
In the context of palliative care, insomnia often coexists with pain, 
depression, and anxiety where, presence of one, often exacerbates 
another, contributing to a drop in quality of life. 
Approach to treatment of insomnia should be individualized 
depending on their functional status and stage in the disease 
trajectory where patient is currently in. 
Furthermore, patient’s insomnia can significantly impact on his or 
her caregiver’s sleep quality and their overall quality of life. Impaired 
sleep among caregivers increases irritability, depression, anger, and 
guilt leading to decreases in overall ability to provide care. 
 
Factors which may contribute to insomnia 
 

1. Physical symptoms – e.g.; pain, breathlessness, cough, 
hiccup. 

2. Psychiatric illness – anxiety and depression can 
contribute to insomnia. 

3. Environmental factors – sound (music, conversations), 
light (computer screen, television, bright illumination of 
room), hospital (ward activities, night round, night 
medications, waking patient for assessments). 

4. Physical condition of the patient – the more immobile 
(chair or bed bound) the patient, the more insomnia they 
will experience. 

5. Emotional distress – palliative patients may experience 
fear, anger, concerns over approaching end of life. 

6. Medication side effects – medications with stimulant 
properties e.g.  Opioids, steroids, beta agonists, many 
antidepressants and psychostimulants. 
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7. Underlying medical conditions – underlying advanced 
disease itself may cause insomnia. e.g. cancer, COPD, 
Parkinson’s disease 

 
 
Management of insomnia 

Deal with reverse contributory factors- (e.g., pain control, 
suppression of cough, treatment for depression). 

If pharmacotherapy is indicated for other clinical problems, 
consider an agent with somnolence as a side effect. (e.g. 
depression- mirtazapine). 

Assess where in the disease trajectory the patient is in. 
Patients in early phase in disease trajectory are likely to 
tolerate treatments similar to medically healthy individuals. 
However, patients towards terminal and end of life phase, 
may be more susceptible to side effects due to drugs- drug 
interactions and organ impairments. 

Management includes ‘pharmacological’ as well as ‘non-
pharmacological’ interventions. 

 

Non-pharmacological interventions 

Environment - Keep the room well ventilated. Make it a quiet place. 
Have optimum temperature (60 - 67° Fahrenheit) for sleep. Bright 
light from lamps, cell phone and TV screens can make asleep. 
Consider using blackout curtains, eye shades, ear plugs, "white 
noise" machines, humidifiers, fans and other devices that can make 
the bedroom more relaxing. 
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Lifestyle modifications – reduce or avoid day time naps (maximum 30 
min), caffeine or nicotine at bed time. Avoid large meals or excessive 
fluids (fatty, fried meals, spicy dishes, citrus fruits, and carbonated 
drinks painful heartburn or regurgitation may disrupt sleep). 

Promote physical comfort — prevent discomfort from beds; use 
comfortable mattresses e.g. foam ‘egg crate’ or ‘memory foam’ 

mattress toppers. 

Encourage healthy sleep-wake cycles — increased exercise and regular 

exposure to natural daylight for at least an hour every morning has 
been shown to restore sleep cycles among patients with Alzheimer’s 

disease. 

Keep with bedtime routines- if patient has been used to regular nightly 

warm shower or baths, reading a book, or light stretches, a snack 
prior to bed, then this routine should be maintained as much as 

possible. Try an avoid emotionally upsetting conversations before 
sleep. 

Minimize disruptions — minimize disruptions of sleep by staff. Avoid 
nursing, dosing, fluids, nutrition, hydration, and visitors at night. 

Spiritual distress – This may contribute to insomnia needing attention. 

Pharmacological management 

Pharmacotherapy for insomnia includes management of conditions 
contributing to insomnia (e.g. adequate pain relief at night), withdrawal of 
psychostimulants including steroids and medications to induce sleep. 
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Medications to induce sleep 

Palliative patients are more likely to suffer from adverse effects of 

sleep medications. Hence medications to aid sleep should be used 
only after employing non pharmacological methods. Use of 

medications should be individualized based on the patient’s current 
status, prognosis, goals, and underlying medical conditions. 

Prescription medications 

Benzodiazepines — This is the most prescribed class of 

medications for insomnia among non-palliative patients. Since 
benzodiazepines are associated with adverse effects, one should be 

careful in using them in palliative patients. 

Among adverse effects are; rapid development of tolerance leading 

to return of insomnia, withdrawal symptoms on discontinuation, 
potential for cognitive impairment and falls, concern for impaired 

respiratory function in patients with COPD and potential for 
increased central nervous system depression, when used in 

combination with opioids. 

Non-benzodiazepine hypnotics — (e.g. zolpidem, zopiclone). 

They are approved for insomnia in the general population. They 
may be safer than benzodiazepines for patients with chronic 

respiratory issues (eg, COPD). This class is associated with a risk of 
adverse effects e.g. increased risk of falls with zolpidem. 
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Atypical antidepressants — Mirtazapine usually indicated for 
major depression, generalized anxiety disorder, and tension-type 

headaches is associated with sedative side effects (at least at doses 
of 7.5 to 15 mg), hence may be useful for the treatment of the 

depressed or anxious patient also experiencing insomnia. 

Sedating antidepressants — Doxepin is approved for the 

treatment of insomnia, although it has significant side effects, 
including dizziness, dry mouth, blurred vision, constipation, and 

urinary retention which at a low doses (ie, 3 to 6 mg) is not usually 
seen. 

Selective melatonin receptor agonists — Ramelteon, a selective 
melatonin receptor agonist, is approved for the treatment of 

insomnia in the United States and Japan. It is metabolized primarily 
through the CYP450 1A2 pathway, hence should not be co-

administered with other potent inhibitors of this pathway, such as 
ciprofloxacin and fluvoxamine. 

 

Over-the-counter agents 

Diphenhydramine — Diphenhydramine is an over-the-counter 

antihistamine with sedating properties. Because of the side effects, 
primarily related to the anticholinergic action (eg, dry mouth, 

decreased cognitive function, delirium), it is not preferred for 
treatment of insomnia. 
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Melatonin — Melatonin is a neurohormone secreted by the pineal 
gland that can assist with maintaining sleep-wake cycle. It is a widely 

available over-the-counter agent for insomnia. Melatonin has been 
modestly effective in reducing initial sleep latency and frequent 

night time or early morning awakenings for patients receiving 
palliative care. 

Comorbid conditions 

Older adult patients often have multiple comorbid medical 

conditions that can contribute to sleep disturbances. Patients with 
dementia are at an increased risk for experiencing insomnia as a 

potential symptom (e.g. sun downing, agitation, or other delirium).  
Management of insomnia in patients with dementia should focus on 

prevention (multicomponent preventative strategies) and treatment 
of delirium which is common among them. 
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Diagnostic evaluation 

Urinary tract infection being the leading cause of dysuria, initial 

evaluation should be targeted at identification of the same. 

Depending on the associated symptoms and signs likely cause 

should be identified 

Initial investigations include urinalysis (UFR, Urine for culture and 

ABST), inflammatory markers (WBC, CRP), however selected 

patients may need further evaluation with USS KUB with pre and 

post-void residual volumes and urinary flow rate (uroflowmetry) 

assessment and inputs form a urologist  if dysuria persists. 

 

Treatment 

Adequate fluid intake. 

Lifestyle modifications. (regular bladder emptying, diet, etc.) 

Treatment of UTI with antibiotics (initially empirical, later guided 

by the culture ABST) for an adequate duration (5- 7 days, depending 

on the response). Preferred first line agents include nitrofurantioin, 

cotrimoazole, nalidixic acid, trimethoprim, cephalexin, cefuroxime, 

etc. Quninalones (ciprofloxacin, norfloxacin) are best avoided as 

first line antibiotics for lower urinary tract infections. 

Better glycaemic control in diabetics. 
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Urinary alkalization with potassium citrate (1080mg twice a day) 

may be helpful, if urinary acidity is high 

 

Recurrent UTIs 

When confirmed UTIs occur in a frequency of two or more 

episodes over 6 months or three or more episodes over one year. 

Further evaluation should be targeted at identification of any 

underlying cause (diabetes, urinary stones, poor bladder emptying 

associated with bladder out flow tract obstruction/ bladder 

dysfunction). 

 

Asymptomatic bacteriuria 

Positive urinary cultures without any symptoms of UTIs or without 

elevated inflammatory markers in blood (CRP/ WBC) may indicate 

asymptomatic bacteriuria (due to colonization) rather than 

infection, especially in patients on indwelling catheters, therefore 

antibiotic therapy is not recommended. Overtreatment of 

asymptomatic bateriuria could lead to adverse outcomes such as 

higher incidence of antibiotic resistance. 
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Diagnostic evaluation 

Aimed at establishing the underlying cause. USS KUB (P) with pre 

and post-void residual volume + IPP and Uroflowmetry are 

investigations of choice. Bladder diary is useful in selected patients 

especially bladder cause or polyuria is suspected. In BOO or bladder 

dysfunction, possible complications should be looked for. 

 

Treatment 

Life style modification: 

Reducing fluid intake after 6pm, reducing the intake of tea, coffee, 

fizzy drinks etc. 

 

Pharmacological therapy: 

superior to nonselctive alpha 1 blockers such as prazosin). 

5 alpha reductase inhibitors (finasteride, dutasteride) are combined 

with alpha blockers only for larger prostates more than 30-40cc, 

however commencing 5 alpha reductase inhibitors should be 

differed in patients with elevated serum PSA or awaiting PSA 
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Nocturnal polyuria is defined in an age-dependent manner as 

nocturnal output greater than 20% of the daily total in the young 

and greater than 33% of the daily total in the elderly. Here, daily 

total urine output generally remains unchanged and nocturnal urine 

volume is the total volume of urine voided during the night, 

including the first morning void. 

 

Treatment 

Behavioral modification techniques are appropriate first-line 

treatment for patients with nocturia, regardless of the aetiology. 

These include modifying global and evening fluid intake, restricting 

the consumption of foods that promote diuresis, and improving 

patient understanding of the physiology of storing and voiding urine 

Diabetic patients should maintain their glycaemic control within the 

normal range. 

In the case of nocturnal polyuria any relevant systemic disease, such 

as congestive cardiac failure and obstructive sleep apnoea should be 

identified and addressed. 

In patients taking diuretics, the administration of these medications 

6 hours prior to bedtime can reduce night-time frequency and the 

percentage of night-time voided volume 
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Keeping the external genitalia and catheter clean (washing with soap 

and water) 

Catheter bag at a dependent position 

Avoiding kinking of the catheter/ catheter tubing 

Emptying the bag when half filled 

Changing the catheter bag weekly is the best practice (extra-bags 

should be available) 

Regular changing of the catheter (latex catheter- every 4 weeks, 

silicon catheter- every 3 months) 

 

Issues encountered with indwelling catheters and practical 

approach to problem solving 

Pericatheter leak (catheter by-passing) and/ or bladder 

spasms 

Exclude catheter block 

Smaller catheter size (If a larger size is used) 

Reduce the catheter balloon to minimum (10 ml or less) 

Suppression of bladder spasms (detrusor overactivity) with 

anticholinergics (oxybutynin, tolterodine, solifenacin, etc.) 
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Pruritus (itch) is the unpleasant sensation that provokes an urge to 
scratch. The International Forum for the Study of  Itch (IFSI) 
proposes a two-tier classification system for pruritus based on 
whether the aetiology is known or not. When the aetiology is 
known, pruritus is further divided into dermatological, systemic, 
neurologic, psychogenic, and mixed categories 
The common aetiologies of  pruritus in the palliative setting are 
chronic renal failure, liver disease, hematologic (especially lymphop-
roliferative) disorders and drugs (especially opioids). 
Mainstay of  treatment is eradication of  primary cause, which is not 
an option in majority of  patients. The first line treatment consists of  
local applications.
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o Calamine oil lotion - apply 4 times daily, and as 
required (calamine creams and ointments will 
dry the skin further). 

o Topical cooling agents such as 1% methanol lotion 
and/or 0.5% camphor lotion 

o Examples of common over-the-counter 
preparations include lidocaine cream (2.5%), 
lidocaine patch (5%), lidocaine-menthol cream, 
lidocaine-menthol patch, mixture of lidocaine 2.5% 
and prilocaine 2.5% cream (EMLA), and 
pramoxine 1% lotion 

o Paraffin preparations applied 3-4 times a day and as 
required. 

o Sorboline (Sorbone cream,Hydroderm) applied 3-4 
times daily or as required 

o Use of topical corticosteroids are limited to 
localized inflammatory pathologies. 

Pharmacological (systemic) management: 
 
When the aetiology of pruritus is uncertain following systemic 
therapies can be initiated empirically. 
 

Antidepressants   
o (oral) sertraline 25 to 75 mg daily  
o (oral) paroxetine 20mg in the morning 
o (oral) mirtazapine 7.5 to 30 mg at bedtime 

(sedative, benefits in lower doses). 
 

Anticonvulsants 
o (oral) gabapentin 30-3600mg in divided doses 
o (oral) pregabalin 75 -300mg in divided doses  

Glucocorticoids may be considered if pruritus is acute, 
severe, and remains refractory. 

 

o Calamine oil lotion - apply 4 times daily, and as 
required (calamine creams and ointments will 
dry the skin further). 

o Topical cooling agents such as 1% methanol lotion 
and/or 0.5% camphor lotion 

o Examples of common over-the-counter 
preparations include lidocaine cream (2.5%), 
lidocaine patch (5%), lidocaine-menthol cream, 
lidocaine-menthol patch, mixture of lidocaine 2.5% 
and prilocaine 2.5% cream (EMLA), and 
pramoxine 1% lotion 

o Paraffin preparations applied 3-4 times a day and as 
required. 

o Sorboline (Sorbone cream,Hydroderm) applied 3-4 
times daily or as required 

o Use of topical corticosteroids are limited to 
localized inflammatory pathologies. 

Pharmacological (systemic) management: 
 
When the aetiology of pruritus is uncertain following systemic 
therapies can be initiated empirically. 
 

Antidepressants   
o (oral) sertraline 25 to 75 mg daily  
o (oral) paroxetine 20mg in the morning 
o (oral) mirtazapine 7.5 to 30 mg at bedtime 

(sedative, benefits in lower doses). 
 

Anticonvulsants 
o (oral) gabapentin 30-3600mg in divided doses 
o (oral) pregabalin 75 -300mg in divided doses  

Glucocorticoids may be considered if pruritus is acute, 
severe, and remains refractory. 



189
 

o (oral)prednisone 30 mg/day  
o (oral/ subcutaneous) dexamethasone 4 to 8 

mg/day 
Effectiveness of antihistamines in palliative settings is 
limited. Sedating antihistamines are prescribed primarily 
due to their calming effect. 

o (oral) promethazine 10mg to 25mg up to 3 times 
per day 

 
 

Common clinical syndromes associated with pruritus’ in palliative 
patients are as follows 

 

Cause Clinical 
manifestati
on 

Mechanism Management 

Uremia  Generalized, 
intermittent 
or 
continuous 

Skin atrophy 
and dryness 
Secondary 
hyperparath
yroidism 
Accumulati
on of 
pruritogenic 
metabolites 
Abnormal 
mast-cell 
proliferation 
in skin 

 

Emollient 
creams/lotions: as in 
dry skin with or 
without night 
sedation 
ondansetron: 4-8mg 
orally or s.c every 
8hours 
naltrexone : 12.5 - 
100mg once daily 
(Should not be given 
to patients taking 
opioid analgesics) 
mirtazapine: 7.5-
15mg at bed time 
sertraline 25mg to 
50mg 
paroxetine: 5-10mg 
orally daily 



190
 

gabapentin 100mg 
after each 
haemodialysis session 

Cholestatic 
pruritus 
(primary and 
secondary liver 
disease/maligna
ncy) 

Generalized 
but worse on 
palms and 
soles 

Altered 
opioidergic 
transmission 
Increased 
serotonin 
release 
No 
correlation 
between bile 
acid levels 
and degree 
of pruritus 

 

paroxetine 10-20mg 
orally 
ondansetron 4-8 mg 
orally or 
subcutaneously daily. 
rifampicin 75mg once 
daily can increase up 
to 150-300mg bd 
sertraline 25 to 50 
mg/day 
mirtazapine 15 to 30 
mg/day 
 
 

Malignancy 
related  

Hemat
ologic
al  
Solid 
tumou
r 

Aquagenic 
pruritus in 
lymphoprolif
erative 
disorders 
 

Cytokine 
imbalance in 
response to 
tumor-specific 
antigens 
 

gabapentin 30-
3600mg 
pregabalin 75 -300mg 
paroxetine (5 to 20 
mg/day),  
sertraline (25 to 50 
mg)   
fluvoxamine (25 to 
100 mg/day) 
mirtazapine (15 to 30 
mg/day)  
 
Glucocorticoids, such 
as prednisone (30 to 
40 mg) tapered off 
over three weeks has 
been reported to be 
helpful in treating 
pruritus in lymphoma 
patients not 
responsive to above 
therapies 
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o Avoid lubricating cracked lips with a water-based 
product as it would be painful. Keep mouth and 
lips clean, moist, and intact by removal of plaque 
and debris.  

Reduce intake of sugary foods and drinks between meals 

o If patient awake, salivary flow can be improved 
with pineapple pieces or crushed ice.   

Dry mouth (xerostomia) and coated mouth 

Review and withdraw medications which cause dryness of 
mucosa. 

Gently remove coatings, debris and plaque from soft 
tissues, lips and mucosa with soft toothbrush or mouth 
swab.  

o Be careful in removing plaques, otherwise it will 
cause pain, ulcerations and bleeding, which will 
ultimately predispose to infections. 

Stomatitis and Mucositis  

Oral mucositis present particularly in patients receiving 
chemotherapy or radiotherapy. It is a condition characterized by 
pain and inflammation of the mucous membrane which may 
present as painful mouth ulceration affecting any or all intra-oral 
surfaces. 

Management 

Avoiding dry, hot or acidic meals (substitute with cold, soft 
meals) 

Chlorhexidine gluconate 0.2% mouthwash can be 
considered when pain limits other mouth care 
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methods.10ml used twice daily may be useful to inhibit 
plaque formation in patients unable to tolerate other 
mouth care measures. Dilute 1:1 with water if it stings. 
Alcohol-free preparations are available. 

Local anaesthetic preparations can be used as PRN 

o Recommended doses 

Lignocaine gel/ viscous 2% 5ml-10ml 4 hourly PRN 

A short course of corticosteroids can be used for radiation 
induced mucositis.  

o Recommended doses 

(Oral/subcutaneous) Dexamethasone 4mg daily in the morning 
for 2 weeks. 

Patient may need systemic analgesia to control pain. 

o Refer to chapter on pain management  

Fungal infections 

The most common types are candidiasis, denture stomatitis and 
angular cheilitis. Systemic antifungal treatment is not desirable if 
patient approaching terminal phase. 

Management plan:  

• Topical preparations  

• miconazole 2% oral gel should be considered for 
treating angular cheilitis (soreness, redness and 
fissures at corners of mouth). Apply 2.5ml topically 
four times daily retained near lesions before 
swallowing.  
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day). Oral route only effective in gastrointestinal 
pathologies due to limited bioavailability. 

(subcutaneous) glycopyrrolate 0.2 mg four hourly 
(up to a maximum daily dose of 1.2 mg per day). 

atropine 1% eye drops 4 drops (sublingually) 4 
hourly PRN. 

Above anticholinergic medications may exacerbate dry mouth 
causing thickened secretions which may be more difficult to clear. 
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Patients with depression often complain of loss of memory 
(‘pseudodementia’ or ‘dementia of depression’).  True dementia 
patients are often recognized by their families whereas depressed 
patients often present by themselves. 

Memory loss and associated cognitive dysfunction can occur with 
certain treatable conditions like hypothyroidism, vitamin 
deficiencies, normal pressure hydrocephalus and subdural 
haemorrhage etc. These conditions have to be considered in the 
differentials at every stage of dementia. 

Senile dementia is a term that is no longer used, as most cases of 
dementia with ageing is now known to be due to AD. Senility is a 
non-modifiable risk factor for the development of AD. 25% of 
people above 85 years are estimated to have dementia. Multi-infarct 
dementia, dementia with lewy bodies and frontotemporal dementia 
are other examples of progressive degenerative dementias. The 
prognosis of degenerative dementia group may vary from 2 to >15 
years, with the end stage lasting as long as 2-3 years. 

Progressive dementia need more intense care as the disease 
advances. 

These patients are usually cared for by the spouse or children.  
Caring for a dementia patient is not easy and the latter are likely to 
develop anxiety and depression. Carer education is a very important 
aspect of managing patients with dementia. 

The disease trajectory is a gradual and a slow decline. It is important 
to recognize where in the disease trajectory the patient is in. 

Global deterioration scale is a 7-stage model particularly useful for 
AD. 

Stage 1 – no memory loss 

Stage 2 – very mild cognitive decline 
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Interventions for agitation, constipation and pain may 
improve the quality of life. Decreasing the number of 
unnecessary investigations and reducing hospital admissions 
will in turn reduce the health costs. 

 

The last phase of dementia is particularly challenging given the 
person’s inability to verbally express preferences for their care. 

It is advisable to have discussions for future care (advanced care 
planning – ACP). It is done early in the disease, before the patient 
loses capacity (see below). 

It is important to have a simple, safe environment with attentive 
staff when managing them. Dementia care includes supporting the 
family and carers too. 

 

Currently available medications  

Cholinesterase inhibitors (e.g., rivastigmine) and memantine are the 
only currently available symptomatic medications for dementia. 
Cholinesterase inhibitors are considered symptomatic therapies and 
are not believed to be neuroprotective or to alter the underlying 
disease course. 

Goals of care 

Goals of care in mild to moderate dementia is to focus on quality of 
life, maintenance of function and reduce carer stress. 

 In severe dementia it is to ensure maximum comfort, avoid 
aggressive or futile treatments, avoid enteral tube nutrition and 
allow natural death. 
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failure, unless a previous decision has been made for invasive 
ventilation, a decision needing lengthy discussion where such 
decision does not counter ethical norms of care. Those with normal 
premorbid vital capacity where respiratory involvement from ALS 
is minimal, invasive ventilation for a life-threatening ventilatory 
failure is not contra-, indicated because successful weaning off the 
ventilation is likely once the precipitant of the ventilatory failure is 
reversed. 

With advancement of the disease patients may develop progressive 
dysphagia, which leads to undernutrition and loss of weight. The 
patient’s weight need to be monitored and documented in follow up 
notes, in order to predict the timing for significant undernutrition, 
which indicates the timing for percutaneous endoscopic 
gastrostomy (PEG) insertion. PEG feeding is known to improve the 
quality of life patient. However, it should not be performed in the 
terminal stage of the illness. Since respiratory function is the 
indicator of stage of the disease, the usual rule of thumb is to look 
at the vital capacity which, if less than 1 litre, PEG is not thought to 
be advisable. 

Both NIV and PEG in those who require them will, in addition to 
improving quality of life, also proved to provide a modest survival 
benefit. 

Furthermore, support with mobility, communication, swallowing, 
secretion management are some of the other aspects of care. 

Frontotemporal dementia can coexist, predate or post-date MND 
in some individuals. 
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Breathing cycle 
Patients for whom this cycle predominates have dysfunctional 
breathing patterns, and breathing retraining and other interventions 
that target breathing control may be most useful. 
 
Thinking cycle 
People for whom this cycle predominates have unhelpful beliefs or 
previously unpleasant experiences, or sometimes even a single 
“trigger event” that has coloured their thoughts and feelings about 
breathlessness. Giving them correct information about what 
generates, or will help, shortness of breath, will help avoid 
deconditioning. 
Functioning cycle 
Breathlessness research is rich in studies that demonstrate that 
“deconditioned muscles” have a different structure to those that are 
exercised regularly, leading to the earlier onset of lactic acidosis and 

been called the “spiral of disability.” 
When patients have become very inactive, their muscles need to be 
reconditioned. Helping them to become active again, perhaps with 
the use of mobility aids, is the priority. 
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Non-pharmacological interventions 
Pulmonary Rehabilitation 
Physical inactivity is a major consequence of breathlessness. This 
can precipitate a downward spiral of disease and reduced function. 
A rehabilitation approach is recommended to counter this spiral. 
Pulmonary rehabilitation represents the gold standard and should 
be provided for patients who can tolerate the course. 
It can be challenging to encourage patients to start a programme, 
particularly in the presence of advanced disease and the practical 
issues such as attending the venue when frail, and fears about the 
ability to comply with the required level of exercise. The assurance 
that breathlessness per se is not dangerous, and will often settle with 
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Chest wall vibration- while the mechanism is not completely 
understood, it is likely to involve activation of muscle spindles in the 
intercostal muscles. 
Neuromuscular electrical stimulation of the quadriceps -
improves muscle strength and physical performance and can be 
used in conjunction with pulmonary rehabilitation or as an 
alternative for patients with severe COPD. 
Other non-pharmacological methods include acupuncture and 
acupressure, relaxation, distractive auditory stimuli and counselling; 
however, their evidence base remains inadequate 
 
 
The role of oxygen and airflow for the relief of chronic 
breathlessness 
The role of oxygen in relieving refractory breathlessness in patients 
with COPD with mild hypoxaemia and normoxaemia remains 
questionable. 
Noninvasive positive pressure ventilation (NPPV) 
The sensation of breathlessness strongly correlates with inspiratory 
load. NPPV reduces inspiratory effort, which is possibly the 
mechanism by which it relieves breathlessness. The current 
consensus of professional societies on palliative NPPV for acute 
respiratory failure recognizes its use in people for whom 
endotracheal intubation is inappropriate, provided the cause is 
reversible and NPPV improves patient comfort. 
 
Pharmacological Management 
Anxiolytics 
The close relationship between breathlessness, anxiety, panic and 
distress has led to the common use of anxiolytics, such as 
benzodiazepines, for breathlessness. There is no place for the use of 
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Nonetheless treatment modalities need to be individualized 
according to the patient and the disease requirement taking in to 
account the illness trajectory. 
The urgent need for training and setting up services such as 
pulmonary rehabilitation and breathlessness clinics should be 
repeatedly emphasized as proven and a cost effective management 
of the increasing number of breathless patients. 
This will provide collaborative services to the treating physician and 
enhance the quality of life of our patients. 
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procedure with significant risk of mortality and patients need to be 
on lifelong immunosuppression after transplant. Therefore, some 
patients with decompensated cirrhosis do not qualify for liver 
transplantation due to associated co-morbidities. Due to scarcity of 
suitable organs for transplantation some patients die while waiting 
for liver transplantation.   

In decompensated cirrhosis the main aim is symptom control and 
management of complications. It is paramount that we 
communicate this information with the patient and their carers and 
manage their expectations accordingly.  

 

However, cirrhosis due to some etiologies will regress with the 
treatment of underlying etiology and removal of the causative factor. 
Permanent abstinence from alcohol has been shown to result in 
regression of liver disease. Disease specific treatment of viral 
hepatitis, Wilsons disease and autoimmune hepatitis would also 
improve the long term outcome. New direct acting anti-virals for 
Hepatitis C virus has been shown to be associated with re-
compensation and improved survival in patients with 
decompensated cirrhosis. Therefore, detailed clinical assessment of 
the etiology and complications of cirrhosis and thorough diagnostic 
work up is essential in all patients with cirrhosis.  
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Adopted from D'Amico G et al. J Hepatol. 2006; 44:217-3 

 

Model for End-Stage Liver Disease (MELD) scores is the other 
most widely used tool for prognostication, and comprises the INR, 
bilirubin and creatinine.  

The CTP and MELD scores are reliable measures of mortality risk 
in ESLD but fails to represent the struggles of many patients.  

Those with recurrent gastrointestinal hemorrhage, encephalopathy, 
ascites, pruritus, sleep cycle disturbance and muscle cramps may 
never reach a high MELD score which is the criterion for listing for 
liver transplantation. All patients with cirrhosis should be assessed 
by a clinician experienced in managing liver diseases to decide on 
further management.  
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diagnostic paracentesis performed after 48 hours; reduction 
of WBC to <25% of the baseline value indicates adequate 
response to therapy. Preferred empiric antibiotic for SBP is 
IV third-generation cephalosporins (e.g., ceftriaxone or 
cefotaxime). Once the infection is successfully treated 
lifelong prophylactic antibiotics should be started.   

Refractory ascites: If tense painful ascites is present and does 
not respond to sodium restriction and diuretics, then 
paracentesis with albumin replacement (6-8 g per liter 
removed) for >5 L paracentesis should be initiated. 
However, when the patient is dehydrated and looks 
malnourished on clinical assessment, IV albumin infusion 
can be used even in lower volumes of paracentesis. When 
IV albumin is not available, IV fresh frozen plasma can be 
used as an alternative.  Paracentesis can be done every 10-
14 days for patient comfort.  

Hepatic hydrothorax is the accumulation of transudate 
(pleural fluid: serum albumin gradient is >1.1g/dl) in the 
pleural space in the absence of cardiac and pulmonary 
disease in a patient with decompensated cirrhosis. First-line 
treatment is diuretics and if the patient has dyspnea 
therapeutic thoracentesis is indicated. Appearance of 
hepatic hydrothorax indicates end stage cirrhosis and patient 
should be evaluated for liver transplant.  

Concurrent use of angiotensin-converting enzyme (ACE) 
inhibitors, angiotensin receptor blockers (ARB) and 
nonsteroidal anti-inflammatory drugs (NSAIDs) should be 
avoided, as they are known to precipitate renal impairment.  
Beta-blockers should be temporarily withheld, especially in 
a decompensated liver disease with low blood pressure.  
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If more frequent paracentesis is required in the setting of 
quickly re-accumulating ascites, compliance with low salt 
diet should be assessed. When acetic fluid re-accumulates 
despite low salt diet, consideration should be given to using 
portosystemic shunts. 

 

Hepatic encephalopathy 

Diagnosis of Hepatic encephalopathy  

1. Presence of features suggestive of Hepatic 
encephalopathy  

2. Presence of severe liver insufficiency 
3. No other obvious cause for brain dysfunction (E.g., 

eizures, ocal neurological signs) 
Precipitants: dehydration (overdose of diuretics and 
laxatives), gastrointestinal hemorrhage, infections, renal and 
electrolyte imbalances, constipation, and medications 
(opioids and benzodiazepines). 

 
Management of hepatic encephalopathy – Four-Pronged 
approach 

1. Care for patient with altered level of consciousness: 
airway protection, intensive monitoring.  

2. Look for alternative causes and treat accordingly.  
3. Identify precipitating cause and correct: 90% of 

patients get better.  
4. Start empiric treatment.  

 
Empiric treatment of hepatic encephalopathy 

1 Nonabsorbable disaccharides: lactulose 10-30 ml TDS 
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2. Antibiotics: metronidazole 200 mg TDS or rifaximin 
550 mg BD 

Blood ammonia levels do not need to be routinely checked, 
because they provide little diagnostic or prognostic value.  

Protein restriction can be harmful, due to increased protein 
requirements in ESLD patients, and thus is not 
recommended 

If after above treatment for 72 hours no improvement is seen, other 
causes of impaired consciousness need to investigated for. Eg. 
Intracerebral Haemarrhage, Ischemic stroke, Encephalitis  

 

Variceal bleeding 

If there is evidence of bleeding, patients need to be managed in a 
hospital setting with pharmacological therapy (blood/fluids, 
vasopressors and antibiotics) and urgent endoscopy. Prior to 
performing invasive procedures and starting aggressive medication, 
patients’ expectations and pre-morbid wishes should be taken into 
consideration. Short term prophylactic antibiotics with 3rd 
generation cephalosporins improves survival in acute variceal 
hemorrhage. If 3rd generation cephalosporins are no available 
quinolones can be used.  

 

Jaundice 

Jaundice can be a symptom of decompensation, which might be an 
acute on chronic decompensation or chronic decompensation, or 
due to biliary obstruction.  It is important to make this distinction, 
as treatment vary. Jaundice is associated with loss of appetite, fatigue 
and pruritus. It can be reversed if identified and correctly treated. 
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There may be a reversible component to the acute decompensation: 
infections, the disease per se, toxins like alcohol and hepatotoxic 
medications. These should be looked for and treated. Biliary 
obstruction could be corrected by an endoscopic intervention.  

Two simple tests: liver function test and a USS abdomen will be able 
to evaluate this at most times.  

 

Pain 

No randomized trials or large epidemiologic studies of pain 
management in ESLD have been conducted, and data is limited to 
small case series and preclinical data.  

Physicians may be reluctant to prescribe opioids in CLCD.  

Opioids may precipitate or worsen hepatic encephalopathy. 
Constipation is a common side effect of opioids and may also 
exacerbate encephalopathy. Despite these limitations, opioids may 
be required for management of moderate-to-severe pain particularly 
at the end of life. When indicated, initiation at low doses and slow 
up-titration of dosing is generally recommended. 

Morphine, oxycodone, and hydromorphone have decreased 
clearance in patients with ESLD, so should be given in reduced 
doses and at increased intervals. Both fentanyl and methadone have 
not shown altered pharmacokinetics in patients with cirrhosis, and 
could be used, although they have not directly been studied in 
patients with ESLD. Fentanyl and methadone are safe options in 
patients with cirrhosis who need pain relief due to a terminal illness. 

Pregabalin and gabapentin can also be used for pain relief when 
appropriate.  
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Short-term use (less than 13 days) of acetaminophen at a 
dose of 4 g/d has not shown to have any adverse effects. 
For longer term use, it is recommended to reduce the dose 
to less than 2g/d. 

 

Non-steroidal anti-inflammatory drugs (NSAIDs) have 
many adverse effects, including increased risk of renal 
failure and hepatorenal syndrome due to inhibition of 
prostaglandins. NSAIDs may also increase risk of mucosal 
bleeding and interfere with the effect of diuretics, and are 
therefore best avoided. 

 

Pruritus 

The pathogenesis of itching is not fully understood but is felt to be 
related to accumulation of bile salts, bile acids, and bilirubin in the 
circulation and tissues along with elevated endogenous opioids. 
Obstructive jaundice must be excluded as a cause of pruritus while 
initiating symptomatic treatment.  

Non-pharmacological management: skin moisturizers, avoid hot 
environment and skin irritants   

Medications:  

Ursodeoxycholic acid (UDCA) 15 mg/kg. 

Bile acid resins: cholestyramine up to 4 g given four times a 
day. 

Serotonin and norepinephrine inhibitors: sertraline 75-100 
mg daily, mirtazepine 7.5-15 mg at bedtime. 
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Tricyclic antidepressants: doxepin 10-25 mg at bedtime, can 
be increased to 100-150 mg daily. 

Opioid antagonists: naltrexone 25-50 mg daily. 

Sedating antihistamines: in general, antihistamines have 
shown limited relief of pruritus caused by cholestasis. 

 

Muscle Cramps 

Painful muscle cramps that result in sleep deprivation and a 
decreased quality of life.  

The underlying mechanism of muscle cramps in cirrhosis is still not 
fully elucidated, but possibilities include alterations in three 
overlapping categories: nerve function, energy metabolism, and 
electrolytes and plasma volume.  

There is no strong evidence to support the use of any one particular 
intervention over another. 

Nerve dysfunction in cirrhosis may be due to structural alterations 
and oxidative stress leading to increased excitability of motor 
neurons. 

Treatment 

Baclofen starting at a dose of 10 mg/day, with weekly 
increase up to 30mg/day has been shown to reduce muscle 
cramps in cirrhosis.  

Vitamin E (400 micrograms twice daily), quinine sulfate (200 
mg twice daily),  

Eperisone hydrochloride (a muscle relaxant; 150–300 mg 
daily) have been shown to be effective in small studies.   
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The risk-benefit ratio for using quinine/quinidine in the 
treatment of cramps in cirrhosis is unfavorable. 

Altered regulation of amino acid and protein metabolism in 
cirrhosis likely contributes to muscle cramps. 
Supplementation with taurine (3 g daily) and branched-chain 
amino acids (isoleucine, leucine, and valine) seems effective 
based on results of small, controlled studies. 

Shifts in plasma volume may also contribute to cramps. 
Serum electrolyte concentrations and use of diuretics cause 
cramps by indirectly influencing plasma volume.  

Intravenous albumin at 25% concentration and zinc (220 
mg twice daily) have been effective in small studies. 

 

 

Depression 

Psychiatric comorbidities are thought to be quite common in 
patients with ESLD. Those with depression experience more 
physical symptoms, have worse QOL, and are more likely to die 
while awaiting transplant. This discrepancy is not explained by 
illness severity alone.  

Similar to patients with cancer, diagnosing depression may be 
challenging due to the frequent overlap of somatic symptoms such 
as fatigue, lethargy, and insomnia. Liaison with a psychiatrist is 
essential before starting treatment.  
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Malnutrition 

Resting energy expenditure relative to the lean body mass is 
increased in patients with cirrhosis. Patients with cirrhosis 
frequently have either global malnutrition or alterations in specific 
aspects of nutritional status, such as micronutrient deficiencies, due 
to multiple mechanisms. Poor dietary intake, poor absorption, and 
increased losses may contribute. 

Malnutrition is implicated in worsening ascites, hepatic 
encephalopathy, functional ability, and QOL.  

Protein restriction is not recommended. It is essential to take at least 
1.2 g per kg/day of protein per day. Plant and dairy protein is better 
than animal protein. Do not restrict protein in hepatic 
encephalopathy.  

Evenly spaced out small frequent meals and a late-night snack: 
ascites prevents large meals, low glycogen stores cause muscle 
wasting and nausea. Avoid prolonged periods of fasting.  

Take a multi vitamin: need zinc supplementation especially.  

Salt restriction is the only restriction in diet that is required. Salt 
supplements in hyponatremia in cirrhotic patient can aggravate 
ascites. In ESLD this needs to be balanced against further reducing 
palatability when the appetite is already compromised.  

 

Waiting for a transplant 

Patients with increasingly high MELD scores are undergoing 
transplantation, which results in prolonged wait times for those who 
may have profound symptoms despite low or moderately high 
MELD scores. For other patients’ ineligible for transplant, the 
prospect of relief is poor. 
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Liver transplantation unfortunately is a scare resource. The patient 
often has to wait months to years before a suitable match is found. 
This is while their condition deteriorates and symptoms progress. 
This time period can be exhaustive to the patient and the family. 
Transplant listed patients face a dichotomy of parallel paths where 
they must simultaneously prepare for death and a new life. In fact, 
there are few medical conditions in which patients face certain death 
and have the possibility of being essentially cured. Given this 
paradox, active listing for liver transplant should not preclude 
palliative care referral. 

This is also a time the family would be fighting a battle between 
giving the best to the patient and managing their own limitations, 
especially financially. Patient and the family may lose trust in the 
clinician and seek complementary and alternative medicine CAM). 
Therefore, it is paramount that the clinician guides their patients 
through this period and gives realistic goals and information.  

A move towards concurrent palliative care would be a major 
paradigm shift for patients on the transplant waiting list.  

 

 

Advance care planning 

Goals of care and advance care planning seem to be discussed less 
frequently with ESLD patients compared with cancer patients.  

This can be due to cultural reasons, lack of resources and time, poor 
knowledge and lack of confidence from the clinician’s part to handle 
such situations or merely insensitivity.  There is an inherent 
difficulty in discussing advance directives with patients pursuing 
curative therapies and setting treatment ceilings or “do not 
resuscitate” (DNR) orders can be considered controversial for 
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patients awaiting transplantation. In certain patients with ESLD, 
escalating treatment, ICU care and resuscitation may be futile and 
not in the best interest of a seriously ill patient.  

It is imperative to discuss goals of care and identify health care proxy 
agents promptly, as encephalopathy can impact decision making of 
the patient.  
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For mild pain, paracetamol can be used safely but dose 
should be no more than 3g for 24 hours. Nonsteroidal anti-
inflammatory drugs (NSAIDs) should generally be avoided 
in patients with end-stage renal disease (ESRD) because 
uremia causes platelet dysfunction and increases the risk of 
gastrointestinal bleeding. NSAIDs should always be 
avoided in patients receiving peritoneal dialysis, as in this 
type of dialysis adequate solute clearance and maintenance 
of volume balance depends on small amounts of residual 
renal function, which may be adversely affected by NSAID 
use. 
For moderate to severe pain, tramadol can be used 
cautiously but requires dose adjustment and an increased 
dosing interval; the maximal dosage should not exceed 50 
to 100 mg twice daily. 

Many patients will require opioid analgesics to achieve adequate pain 
control. Fentanyl which is metabolized in the liver and is not 
removed by dialysis, and methadone which has faecal excretion and 
is not removed by dialysis, are considered the safest opioids for use 
in patients with renal failure. 

Morphine should be used with caution for chronic use in 
renal failure due to accumulation of neurotoxic metabolites.

 sdioipo derreferP
include hydromorphone, fentanyl, methadone, 
or buprenorphine. 

The metabolite of pethidine has half the analgesic activity of 
pethidine but a longer elimination half-life (8–12 hours); 
accumulating with regular administration, or in renal failure. 
It is toxic and has convulsant and hallucinogenic effects. 

Hydromorphone is mostly metabolized in liver, but one 
active metabolite accumulates in patients with renal failure. 
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Thus the dosage should be reduced and monitored closely. 
The active metabolite is removed by dialysis but may 
accumulate between sessions. 

Oxycodone is mostly metabolized in liver, but a small 
amount is excreted in urine; use reduce dosage and monitor 
closely. 

On the other hand, codeine is metabolized to morphine, its 
active metabolites accumulate in patients with renal failure 
causing respiratory depression, hypotension, and narcolepsy 
and should be avoided. 

 

Pain management in chronic kidney disease 

1). Establish aetiology where appropriate and treat accordingly 

2). Analgesics as per the WHO analgesic ladder and modified to suit 
the stage of CKD 

Dosage alteration in renal failure 

Glomerular 
filtration rate 
(mL/ min/ 
1.73 m2) 

Initial opioid dose, as percentage of usual dose 
Morphine Methadone Fentanyl 

> 50 100 100 100 
10 to 50 50-75 100 75-10 
< 10 20 50-75 50 

 

3). Addition of specific therapy to ameliorate pain 
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recommended in the general patient population. For gastroparaesis 
initial pharmacologic treatment is Metoclopramide. In patients who 
fail to respond to metoclopramide, Domperidone can be 
tried.Cisapride may be used in resistant cases. Dry mouth is helped 
with maintaining good oral hygiene, avoiding sucrose, carbonated 
beverages, juices, and water with additives; regularly sipping water 
and avoiding medications that may worsen dryness (Eg:- Tricyclic 
Antidepressants, Antihistaminesetc) Stool softeners, dietary 
measures, and laxatives should be used when needed to relieve 
constipation. Seek advice from renal dieticians. Give small, regular 
meals of whatever patients like. Explanation to family regarding 
patient’s decreased appetite will help the family members.   

Restless leg syndrome 

Characterized by unpleasant creeping sensation in the extremities 
and compulsive need to move the legs. It is more common at night 
and may be relieved by movement. Specific cause unknown. Iron 
deficiency and dopamine deficiency are implicated. 

Treat anaemia and correct iron deficiency. 

Clonazepam 500 micrograms at night or doperminergic agonist 
ropinirole 0.25 mg daily increasing to 4 mg daily, or pramipexole. 

Gabapentin has proven benefit in restless leg syndrome in patients 
without renal impairment and care should be taken because of 
toxicity with accumulation in CKD. 

Massage, warm baths, warm/cool compresses and relaxation 
techniques may help. 
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Commonly caused by uremia. Should identify the cause and treat 
accordingly. 

Usual antiemetics. Use metoclopramide, but if eGFR<20 use 50% 
of normal dose. 

If ineffective, consider haloperidol SC or i/m, 500 µg to 1 mg 8-
hourly. 

 

 

Aetiology should be identified and treated accordingly. 

Acidosis: Adequate dialysis, oral NaHCO3 600-1200 mg tds. 

Fluid overload: Adequate dialysis, careful management of fluid 
balance and dietary advice to reduce salt and water intake. High dose 
furosemide 80-500 mg per day where residual renal function is 
present. 

 Anaemia  

Identify and treat the cause. Correct anaemia with haematinics and 
erythropoiesis stimulating agents when no other cause is found. 

 

 Muscle cramps 

Poor blood circulation, electrolyte imbalances and neuropathy can 
cause cramps and should be treated accordingly. Both quinine and 
vitamin E may help in reducing cramps. 
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Hyperphosphatemia, uremia and dry skin can contribute to pruritus. 
Adequate dialysis and use of phosphate binders effectively will help. 

Calcium carbonate, lanthanum carbonate, and sevelermar 
hydrochloride can be used as phosphate binders. Dietary advice 
from renal dietician to reduce phosphate intake will also help. 

Emollients with high water content to hydrate the stratum corneum. 
If simple emollients fail, evening primrose oil which is rich in 
essential fatty acids may be used. 

Antihistmines: cetirizine, chlorpheniramine and loratadine will help 
symptomatically. 

It may represent a form of sensory neuropathy in a uremic patient, 
and gabapentin and pregabalin in renally-adjusted doses and 
carbamezapine may help. 

 

 

Haloperidol is safe and commonly used because of its rapid onset 
of action (reduce dosage by 50 percent); atypical antipsychotics 
require renal dosing; benzodiazepines are safe but may exacerbate 
delirium, and are widely used at the end of life. 

 

 

Reduced diet and fluid intake, Analgesics and other drugs are all 
potential contributors. Attention to diet and laxatives will help. 
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Other important considerations for managing later stages of HF 
include: 
 

Optimum palliation of the symptoms of HF often depends 
on close monitoring and adjustments of medication on the 
clinician’s part, and adherence, especially with diuretics, on 
the patient’s part. 
In the event of deterioration of symptoms, a treatable 
precipitant (E.g. non-compliance with medication, chest 
infection, anaemia, thyrotoxicosis, recent myocardial 
infarction, arrhythmia) should be identified and managed 
promptly. 
Application of a holistic approach: considering physical, 
psychological, spiritual, cultural and social aspects. 
It is important to elicit particular concerns worrying or 
frightening the patient and to explore the meaning of a 
symptom.  For example, when pain or breathlessness 
worsens, do they assume “I am getting worse or I am going 
to die?” 
Involve other members of the multidisciplinary team, 
including physiotherapist, occupational therapist, social 
worker, psychologist, carers, family members and spiritual 
support as appropriate. 
Try to negotiate the patient’s preferred and most appropriate 
place of care, organizing practical support as necessary 
Establish a plan: whom to contact for advice, symptom 
management, patient’s wishes concerning resuscitation, 
hospital admissions. 
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Psychological support: appreciating impact on lifestyle, anxiety 
management and education regarding management of panic attack 
 

Massage, aromatherapy and other relaxation methods 
 

Spiritual and religious support 
 

Occupational therapy – lifestyle adjustments to minimize 
unnecessary exertion and fatigue management 

Pharmacological management of breathlessness (These are not 
in order of priority) 

Humidified oxygen starting at 24%.  Do not exceed this 
concentration if there is co-existent chronic obstructive 
pulmonary disease (COPD).  Nasal specula are often more 
acceptable than facemasks. 

 
Glyceryl trinitrate (GTN) Spray 1-2 puffs prn.  

Contraindicated in severe aortic stenosis. 
 

Longer acting nitrates.  Usually, isosorbide mononitrate 
(ISMN) MR 30 -120 mg od.  GTN patches (10-20 mg) for 
patients unable to swallow tablets.  Important to provide at least 
8 hours of nitrate-free period in each 24 hours day.  IV nitrates 
allow closer titration of dose in acute cases. 

 
Nebulized 0.9% saline +/- bronchodilators, e.g. salbutamol 

2 mg or terbutaline 2.5 mg or ipratropium bromide 500 mcg prn 
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to qds. This may be worth a trial for symptomatic improvement 
even if there is no measurable change in lung function. 

If co-existing angina, ensure availability of GTN spray, as 
bronchodilators may precipitate angina. 

Bronchodilators will not be effective if the patient is also 
taking beta-blockers for heart failure. 

Oral lorazepam 0.5-1 mg prn to max. 4 mg per day – 
especially if there is an element of anxiety. Diazepam 2 mg 
orally, can be considered as second-line agents. 

Patients with significant anxiety should initially be 
considered for non-pharmacological measures with the addition 
of an anxiolytic antidepressant such as mirtazepine as second 
line. 

Low-dose oral morphine: morphine should be started at 10 
mg per day, given to provide a steady state according to 
preparation (2.5 mg immediate release regularly four times daily; 
5 mg modified release twice daily or 10 mg modified release 
once daily) 

If the response is inadequate, dose increases should not occur 
for at least one week. Doses can be titrated to a maximum of 30 
mg/24 hours of oral morphine. 

If renal impairment or failure is present, use lower starting 
dose and reduce frequency to twice or thrice daily depending on 
response. 
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Poor appetite is exacerbated by breathlessness, fatigue, oedema, 

drug reactions, renal impairment and depression.  

 

The combination of reduced nutritional intake and 
increased requirements place the patient with heart failure at 
risk of malnutrition  

An unintentional weight loss of 10% in 3-6 months may be 
due to cardiac cachexia which is not due to malnutrition

 
 

Advice may need to be revised on the basis of 
reassessment.  

Basic advice to improve nutrition 

Assess the patient initially, and check for: 
Required daily dietary intake  
 

 - Establishing the patient’s likes and dislikes  
 

 -  Environmental factors which may be contributing to   
poor nutrition  

 -  Discussion around the patient’s hopes and fears  
 

 

 



260
 

Identify and treat causative factors 

- Renal or hepatic dysfunction  
- oedema 
- constipation 
- Anxiety 
-  Dry or sore mouth, infections i.e. (oral thrush) 
-  Nausea 
-  Ill-fitting dentures and teeth 
-  Dehydration or over diuresis. 
-  Possible drug toxicity such as digoxin  
 
Avoid appetite stimulants and/or steroids for treatment of anorexia, 
as they can increase the risk of cardiac conditions/heart failure and 
there is no evidence base to support their use.  
 

In general, give permission for the patient to eat as much or as 
little of whatever they desire or want.  

Encourage small frequent meals and snacks, and good oral 
hygiene.  
 

Many patients may be following a restricted salt diet, based on 
previously given dietary advice. If they are struggling with the 
palatability of a no added salt diet, this can be relaxed to improve 
intake.  
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• A validated tool for psychological assessment may be 

helpful in reaching a decision concerning medication 

Factors contributing to psychological issues include: 

Low mood  

Depression (older individuals with chronic heart failure 
may be more at risk of developing depression) 

Insomnia 

Anxiety 

Fatigue and lethargy 

 

Depression should be actively sought. The management should be 
based on 

multi-modal interventions (including cognitive behavioral therapy) 
intervention. 

• Antidepressants 

Avoid tricyclic antidepressants in view of cardio-toxic side-effects. 

Sertraline 50 mg is a suitable first-line agent unless anxiety is also 
apparent  
 

• Citalopram 10-20 mg daily would be appropriate if anxiety 
and depression co-existed  
 

• Mirtazepine 15-30 mg nocte is another alternative if nausea 
or poor appetite are associated problems  
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Night sedation: 

Lorazepam 0.5-1 mg  
 

• First-line Lorazepam 0.5-1 mg sub-lingual especially for 

panic attacks  

 

• Diazepam 2 mg orally three times daily 

 

• Buspirone 5 mg per oral 

 

Terminal heart failure – the last few days of life 

A high proportion of patients with confirmed heart failure, up to 

40-50% in some studies, will experience sudden cardiac death, 

others will deteriorate more slowly. For those patients seen to be 

approaching the end-of-life the following points and 

communication issues should be considered 

In heart failure patients may achieve improvement with medication 

and there may have been a reversible precipitant. 
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As a patient becomes weaker and has difficulty swallowing 
there is a need to discontinue non-essential medications and 
continue those which will provide symptomatic benefit. 

Essential medications as opioid analgesics, anti-emetics and 
anxiolytics, can be converted to continuous subcutaneous 
infusions given over 24 hours via a syringe driver with “as 
required” subcutaneous doses available if needed. 

Inappropriate invasive procedures such as venepuncture 
and regular measurements of blood pressure and pulse 
should be discontinued.  
 

There is a need to consider the cardio-respiratory 
resuscitation status of the individual and when appropriate 
discuss this with the patient and the family.  
 

If the patient has an implantable cardioverter defibrillator 
(ICD), it is important to consider, and where appropriate 
discuss with the patient and family, when would be an 
appropriate time to switch this off.  
 

Psychological support of patient and family. 

Spiritual care according to patient’s cultural and religious 
beliefs is important. 
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In general, consensus is to aim blood following glucose values at a 
range in most of the patients[1] 

Higher than 110 mg/dL and 

Lower than 270 mg/dL 

 

Pharmacological treatment 

Pill burden should be minimized and a convenient regime for the 
patient and care givers should be arranged. Drugs used for long term 
cardiovascular benefit are best withdrawn. 

Table 1: Guide for the use of hypoglycemic agents[1, 3] 

Agent Recommendation 
Metformin Dose reduction or withdrawal in patients 

with gastrointestinal disturbances, loss of 
appetite and loss of weight. Also avoid in 
severe organ impairment or critical illness 
due to concern on lactic acidosis. 

Sulphonylureas Risk of hypoglycaemia especially with 
lower intake and renal dysfunction. Use 
lower doses and short acting agents with 
lower risk of hypoglycaemia (gliclazide, 
glimepiride). Reduce dose in renal failure. 

DPP-4 inhibitors 
(e.g., sitagliptin, 
linagliptin) 

Avoid in pancreatic disease. Adjust dose 
and withdraw when needed in renal 
disease for sitagliptin. Linagliptin does not 
need dose adjustment. 

Thiazolidinediones 
(e.g., pioglitazone) 

Causes fluid retention and heart failure. 
Avoid in patients with oedema or heart 
failure. 
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SGLT-2 inhibitors 
(e.g., empagliflozin, 
canagliflozin, 
dapaglifozin) 

Avoid in severe renal impairment 
(eGFR<30). Stop if concerns of 
dehydration, foot ulceration or risk of 
genital infections arise. Risk of 
ketoacidosis would be higher in 
individuals with starvation or any acute 
illness. 

GLP-1 analogues 
(e.g., liraglutide, 
exenatide) 

Dose reduction or withdrawal in patients 
with gastrointestinal disturbances, loss of 
appetite and loss of weight. Avoid in 
pancreatic disease. 

Insulin Dose adjustment with reduced oral intake 
and organ impairment to avoid 
hypoglycaemia. 
Basal only or premixed twice daily regimes 
preferred over basal-bolus regime for 
convenience. 
Even in type 1 diabetes basal only regime 
may be adequate to prevent diabetes 
ketoacidosis in terminal stages with 
reduced oral intake. 

 

If insulin is essential, stopping all oral medicines can be considered 
to make the regime less complex. Insulin administration needs to be 
revised since patient may find difficult to self-inject with clinical 
deterioration. 

In a dying patient all diabetic medications may be stopped except 
some basal insulin in type 1 diabetes to prevent distress due to 
metabolic emergencies. 

In patients receiving glucocorticoids further adjustment may be 
needed to avoid severe hyperglycaemia. In patients on daily 
glucocorticoids given in the morning additional morning 
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consider hypoglycaemia as a cause for deterioration in these patients 
which is reversible and would affect quality of life. 

Withdrawing treatment 

Complete withdrawal of diabetes medications would be considered 
in the following situations[1], 

Dying patient (Type 1 diabetes would be an exception) 

Frequent hypoglycaemia with small doses of treatment 

When patient is withdrawn from therapeutic feeding and 
hydration 

Very low-calorie intake 

Where diabetes was controlled with minimal doses of oral 
hypoglycaemic agents before 

Withdrawal of diabetic medications does not mean complete 
withdrawal of care, rather a change in treatment goals. 
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Masking and mimicking of clinical features 

Symptoms and signs of thyroid disease can be mimicked or masked 
by underlying illness. Examples include constipation and lethargy of 
hypothyroidism, loss of weight and tachycardia in thyrotoxicosis. 

Severity and aetiology of thyroid disease 

Overt hypothyroidism due to causes such as total thyroidectomy 
and Hashimoto thyroiditis warrant treatment for symptomatic 
benefit. Similarly patients with symptomatic thyrotoxicosis should 
be treated.[5] 
Patients with subclinical hypothyroidism do not usually need 
levothyroxine treatment. In subclinical thyrotoxicosis we 
recommend making an individualized decision based no degree of 
TSH suppression, life expectancy and risk and consequences of 
arrhythmias. 

Estimated life expectancy 

In a patient who is close to death, withdrawal of treatment of thyroid 
disease may be appropriate. 

Available treatment strategies for thyroid disease 

In thyrotoxicosis anti-thyroid drugs or radioactive iodine would be 
preferred over thyroidectomy. 

Monitoring 
Less frequent biochemical monitoring may be done unless clinically 
indicated. In hypothyroidism achieving a TSH of <10 mIU/L 
would be adequate most of the time to alleviate the symptoms of 
hypothyroidism[4]. 

Issues related to drug administration 

In patients who are on enteral feeding and multiple interfering 
medications administration of these drugs would be difficult. 
Bioavailability of oral tablets dissolved and administered with meals 
or other oral agents is unpredictable. Therefore possibility of under 



278



279
 

blood transfusion 

hypomagnesaemia 

medications: bisphosphonates, denosumab, chemotherapy 
(cisplatin) 

osteoblastic metastasis 

tumour lysis syndrome 

recent major surgery 

recent acute illnesses including sepsis 

 
If the aetiology is known, management can be continued to avoid 
symptoms of hypocalcaemia. Less frequent biochemical monitoring 
guided by clinical features like parasthaesia, perioral numbness, 
Chvostek sign and Trousseau sign would be helpful. 

In newly diagnosed patients, decision to further evaluate should be 
based on the overall clinical state of the patient and response of 
hypocalcaemia to initial treatment. Calcium replacement to keep the 
patient asymptomatic and avoidance of severe manifestations like 
seizures and arrhythmias would be a priority. 

Vitamin D deficiency is widely prevalent in these individuals. Some 
studies have shown association with increased pain perception, 
fatigue and poor quality of life[7, 8]. Treatment with vitamin D 
might be beneficial though this hypothesis awaits evidence from 
high quality studies. Especially in the setting of hypocalcaemia 
testing for vitamin D levels would be appropriate. 

If the patient is not responding and continues to be symptomatic 
further testing including parathyroid hormone and magnesium level 
would be useful. 
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Hypercalcaemia 

Major causes for hypercalcaemia differ depending on the underlying 
illness. 

Table 2: Common causes of hypercalcaemia in cancer and 
non-cancer settings 

Cancer Non-cancer 
Common in breast cancer, 
squamous cell lung cancer, 
renal cancer and myeloma 

 
Due to; 

Secretion of ectopic 
parathyroid hormone or 
PTH-related peptide 
(PTHrP) from tumour 
(>80% cases) 
Increased production of 
1,25-dihydroxivitamin D 
and cyotkines (e.g., IL-1, 
IL-6, TNF v, TGF) 

e.g., lymphoma 
 

Excess use of calcium and 
vitamin D supplements 
tertiary hyperparathyroidism 
in chronic kidney disease 
lithium and thiazide diuretics 
Primary 
hyperparathyroidism 

 

 

Serum corrected calcium = serum calcium + [(40 - 
serum albumin) x 0.02] 

Normal calcium = 2.1-2.6 mmol/l 

Normal albumin levels = 34-52 g/l 
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Hypervolaemic hyponatraemia: heart failure, cirrhosis, renal 
failure 

Drug induced: diuretics, chemotherapy 

Adrenal insufficiency and hypothyroidism 

Be aware about pseudo hyponatraemia (isotonic hyponatraemia) 
due to severe hyperlipidaemia, obstructive jaundice and 
paraproteinaemia. Hypertonic hyponatraemia due to 
hyperglycaemia and mannitol should not be overlooked. 

Evaluation and management depend on underlying illness, co-
morbidities, medications and volume status of the patient. Mild to 
moderate chronic hyponatraemia usually is asymptomatic and can 
be managed conservatively in a palliative care setting. 

Acute severe hyponatraemia with risk of neurological effects is 
recommended to be managed with 3% NaCl according to standard 
guidelines. 

Hypernatraemia 

Hypernatraemia could be due to following causes in a patient 
receiving palliative care, 

Dehydration 

o Excessive water loss from skin/gastrointestinal tract 

o Inadequate fluid replacement 

Diabetes insipidus (DI): cranial DI due to brain metastasis 
and infiltrative conditions, nephrogenic DI due to 
hypercalcaemia, hypokalaemia, medications 

Sodium overload: infusion of sodium containing of fluids 
and medications 
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Anaemia is common in patients with advanced malignant and non-
malignant diseases. Anaemia is present in 77% of men and 68% of 
women receiving palliative care.  Determining the cause of anaemia 
in the palliative care setting can be challenging, since the aetiology 
is often multifactorial. Disease-related causes include bone marrow 
infiltration, blood loss, dietary insufficiency due to cancer cachexia, 
haemolysis, multi-organ failure, and anaemia of chronic disease. 
Malignancy-related treatment can also result in anaemia due to 
myelosuppression such as chemotherapy and treatment-associated 
myelodysplastic syndrome. Concomitant factors such as folate 
deficiency from malnutrition, anti-metabolite therapy 
gastrointestinal resection related malabsorption, blind loop 
syndromes and frequent phlebotomy may also contribute. It is 
important to understand the cause(s) of anaemia, if possible 
although investigations to determine the cause may be inappropriate 
in palliative settings. 

Symptoms and signs of Anaemia 

Fatigue. 
Dyspnoea. 
Decreased exercise capacity. 
Diminished overall well-being and decreased appetite. 
Patients often remain symptom-free when the onset of 
anaemia is gradual. 

Causes of anaemia 

Anaemia of chronic disease (ACD). 

The diagnosis of ACD is often based on the exclusion of other 
forms of anaemia, but should always be considered in the palliative 
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care setting. It is present in almost 50% of men and over 70% of 
women. 

Acute and chronic blood loss 

In patients in palliative care, acute and chronic blood loss is a 
common phenomenon, especially gastrointestinal, head and neck, 
respiratory tract, and genito-urinary tract malignancies. Some 
malignancies can bleed into the tumour itself. This chronic blood 
loss causes an iron deficient state and leads to anaemia. In addition, 
repeated phlebotomy for diagnostics may also result in a significant 
blood loss. 

Nutritional deficiencies 

Cancer cachexia is seen in about half of all cancer patients, 
characterized by anorexia and loss of adipose tissue and skeletal 
muscle mass, leading to progressive nutritional deficiency. The 
incidence of vitamin B12 deficiency was similar to that of the 
general elderly population, at 7%.  However, a low serum folic acid 
level which was significant, and was seen in 22%. It was also noted 
that, patients with gastrointestinal malignancies and intestinal 
resections can develop nutritional deficiencies secondary to 
malabsorption. 

Bone marrow infiltration 

This is common in patients with haematological malignancies such 
as myeloma, lymphoproliferative disorders, leukaemia, and 
myelodysplastic syndrome etc. Some solid malignancies such as 
prostate, breast and lung can have marrow infiltration causing 
anaemia. 
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How to manage anaemia 

Aim is to improve quality of life and improve symptoms. 
Treatment options available are: 

i. Erythropoiesis stimulating agents (ESA). 
ii. Iron, B12, folic acid, vitamin C and other 

micronutrients. 
iii. Blood transfusion. 

Correct underlying cause: i.e. bleeding. 
 

Erythropoietin stimulating agents (ESA) 

Commonly used ESA are epoetin and darbepoietin. 
Should use the lowest possible dose to maintain minimum 
level of haemoglobin, i.e., 10 g/dl. 
There is evidence suggesting that the mean time for 
haemopoietic response to ESAs is      between 1 - 2 months. 
Therefore, ESAs should be continued for a minimum of 2 
months before diagnosing failure of response. 
Complications of ESAs include an increased risk of 
thromboembolic events. Also, there’s a controversy on 
tumour progression. 

 

Micronutrients 

150-200 mg of elemental iron is required. Oral iron is poorly 
tolerated, and prognosis should be considered before 
commencement. 
Parenteral iron is useful for patients who are intolerant of 
oral iron, have intestinal malabsorption issues, and those 
who may be losing iron more quickly than which can be 
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replaced with oral supplementation. Commonly used 
parenteral iron preparations are iron sucrose and iron 
dextran. However, the calculated total dose need to be given 
in divided doses which require prolong admission or several 
visits to a day unit. There is a potential risk of allergic 
reaction/anaphylaxis although this is hardly seen with the 
currently available preparations. 
Folic acid, B12 supplementation: folic acid deficiency is a 
common finding in many conditions, and supplements 
(Folic acid 400mcg- 1mg PO daily/ Vitamin B12 1mg IM 
monthly) should be given for 4 months. 

 

Blood transfusions 

The most common indications are symptomatic anaemia 
and continuous bleeding. 
In patients without acute coronary artery disease, red cell 
transfusion is generally unnecessary until haemoglobin 
levels approach 70–80 g/L as long as there is no evidence 
of bleeding or symptoms of hypoxia. 

Patients with acute anaemia are more likely to be 
symptomatic and this occurs when there is an abrupt drop 
in RBCs, most often by haemolysis or acute haemorrhage. 

Chronic anaemia is generally due to gradual decline in RBC 
as in nutritional deficiencies, chronic diseases and the 
patients are usually asymptomatic due to cardiovascular 
adaptation to the hypoxia. 
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Management: 
Early detection of infections/sepsis. 
Management of febrile neutropenia. 

 
The decision of management depends on the stage of disease and 
the patient’s wishes. If prolongation of life is considered 
appropriate, the extent of investigations and management should be 
discussed. 

Investigations: FBC, liver functions, serum electrolytes, serum 
creatinine, appropriate cultures, chest X-ray 
Sepsis screen: CRP, urine and blood culture, cultures from any 
other suspicious focuses. 

Empirical antimicrobial treatment using anti-pseudomonal 
broad, -spectrum antibiotics must be started immediately in 
neutropenic patients with sepsis. Eg: piperacillin/tazobactam or 
meropenem +/- aminoglycoside +/- antifungal 

 
Management should be guided by clinical microbiological test 
results whenever possible. 
Oral or IV antibiotics: high-risk patients with febrile 
neutropenia should be hospitalized for intravenous antibiotic 
therapy 
Treatment should be continued for an appropriate duration for 
the site of infection and the identified organism. 
If fever persists or new symptoms of infections develop, 
additional investigations and alterations in the antimicrobials 
may be necessary. 
G-CSF is not generally used to raise neutrophil counts as a 
prophylactic measure in a palliative care setting. 
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Patients at risk of bleeding: 
Severe thrombocytopenia (<than 20,000) 
Large head and neck carcinomas 
Large centrally located lung cancers 
Refractory acute and chronic leukaemia (M3 AML) 
Myelodysplasia 
Severe liver disease 
Myeloproliferative disorders 
Recurrent rectal carcinoma 
Hepatocellular carcinoma 
Metastatic tumours (choriocarcinoma, melanoma, renal cell 
carcinoma) 
Patients with advanced malignancy on oral anticoagulants 
Bone marrow transplant patients with graft-versus-host disease 
(GVHD) 
Treatment with high-dose radiation therapy 
Metastatic liver disease 

 
Management: 
 
1. Planning for a bleeding event 

Providing dark towels and dark basins to make blood loss less 
evident 
Instructing caregivers on how to apply pressure if there is a 
specific bleeding site 
Instructing caregivers how to position a patient with massive 
haemoptysis or hematemesis 
Providing sedatives for treatment of anxiety, e.g., midazolam 
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VTE includes deep vein thrombosis (DVT) and pulmonary 
embolism (PE). It occurs in 1 in 1,000 adults. The risk is increased 
with advanced age, reduced mobility and concurrent chronic illness 
including cancer. Approximately 15% of patients with malignancy 
develop symptomatic VTE, 15–20% of VTE have cancer, and 
about 10% with idiopathic VTE will develop cancer within a year. 

Malignancy is associated with a higher rate of anticoagulant failure 
and a two to six-fold higher rate of major bleeding. Patients 
suffering from malignancy and thrombosis have a shortened life 
expectancy. 

Pathophysiology of thrombosis in the presence of a malignancy is 
multifactorial. Presence of large lymph nodes or tumours causing 
local compression, obstruction of veins, lymphatics, arteries, and 
paralysis due to spinal cord compression, immobilisation, 
hospitalisation and complications of cancer therapy, indwelling 
catheters can contribute to venous stasis. Many chemotherapeutic 
agents: e.g., asparaginase, surgical interventions, and central venous 
access can contribute to endothelial injury. Certain malignancies 
give rise to procoagulant changes in the blood.  For example, an 
increase in circulating levels of tissue factor, and thrombogenicity 
often depends on tumour type and stage, prostatic carcinomas, 
adenocarcinomas, pancreatic carcinomas. 

Symptoms and Signs: 

Dyspnoea is the most common symptom of PE, while 
swelling of the leg occurs in DVT. 
It’s important to know in advance cancer and palliative 
setting various other causes may give rise to similar 
symptoms. 
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Diagnosis: 

D-dimer has limited value in predicting VTE in the presence 
of malignancy and palliative care.  It is because it is often 
high due to several other reasons. Although d-dimer values 
play an important role in the diagnosis of VTE with a 
negative predictive value of close to 100%, it has little or no 
role in the palliative care setting as there are many 
confounding factors that contribute to a high d-dimer such 
as inflammation. 
The definitive confirmatory investigation for DVT and PE 
is compression ultrasonography; and for PE computed 
tomography and pulmonary angiograph. Both investigations 
are relatively easy to access and well tolerated by patients. 

Management 

The aim is to relieve symptoms and improve quality of life. 
In malignancy and palliative care, choice of anticoagulant 
should be tailor-made to the patient. It is paramount to 
consider bleeding risk, presence of thrombocytopenia, renal 
impairment, life expectancy and other comorbidities, 
requirement of frequent monitoring, mode of 
administration and patient preference. 
Therapeutic options available include Low molecular weight 
heparin (LMWH), Unfractionated heparin (UFH), warfarin 
and direct oral anticoagulants (DOACS). At present, the 
mainstay of treatment consists of administering a fast-acting 
agents such as intravenous (IV) UFH or subcutaneous (SC) 
LMWH. 
LMWH -This is frequently followed by initiation of warfarin 
to obtain a target INR of 2–3 as an ongoing maintenance 
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Even though management is initiated with a curable intent, due to 
intolerability of chemotherapy, other comorbidities, serious side 
effects of treatment and treatment refractoriness, chemotherapy is 
often interrupted. As a result, a paradigm shift in management 
occurs, where treatment continues with palliative intent with or 
without chemotherapy. Therefore, combined standard care in 
haematology and palliative care should be considered early in the 
course of the disease for all patients with haematological 
malignancies. 

 

In comparison to general palliative care, cancer palliative care has its 
characteristic problems. These are, 
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1. Cancer specific symptoms & complications 

Haematological malignancies are characteristically associated with 
symptoms that occur due to cytopenias, such as bleeding due to 
thrombocytopenia, fatigue due to anaemia and recurrent bacterial 
infections due to neutropenia. In addition, bone pain, fever, poor 
appetite, lethargy and generalized ill-health are common, 
troublesome symptoms that aggravate the patient’s poor quality of 
life. 

2. Supportive care for anti-cancer treatment side effects 
alleviation or prevention 

Anti-cancer treatment is invariably associated with numerous side 
effects such as nausea, vomiting, poor appetite, mucosal ulcers, sore 
mouth, dry mouth, constipation, etc. Supportive care to alleviate or 
to prevent these side effects is an important aspect of management 
of these patients in order to maintain quality of life. These may 
further aggravate deficiency anaemias due to lack of vitamins as well 
as occult blood loss due to gastritis, and cancer cachexia. 

3. Cancer-specific communication processes 

Living with malignancy needs extra care in communication. 
Beginning from breaking bad news, up to the end-of-life care, 
careful, sensitive approach in communication is required with 
patient as well as the family with the consent of the patient. A multi-
disciplinary team is best with family members, care givers to support 
the patient as well as each other. 

4. Anti-cancer interventions to improve control of symptoms 

In haematological malignancies, anti-cancer treatment per se can 
provide symptom relief, e.g., local radiotherapy for plasmacytomas 
causing cord compression or for a single painful lytic lesion. 
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Therefore, sometimes anticancer treatment itself is useful in 
palliation. 

It is clear, that anti-cancer treatment and palliation goes hand in 
hand from the time of diagnosis of a haematological malignancy. 
Therefore, haematologists have a significant role not only in treating 
the malignancy but also in providing palliative care to their patients. 
The involvement of the palliative care team is equally important in 
fulfilling a patient’s needs at each stage of management. 

 

Following are the commonest haematological malignancies 
encountered with palliative care issues. 

I. Acute leukaemias 

In general, acute lymphoblastic leukaemias in children has an 
excellent prognosis. However, in adults, prognosis of acute 

 

Therefore, sometimes anticancer treatment itself is useful in 
palliation. 

It is clear, that anti-cancer treatment and palliation goes hand in 
hand from the time of diagnosis of a haematological malignancy. 
Therefore, haematologists have a significant role not only in treating 
the malignancy but also in providing palliative care to their patients. 
The involvement of the palliative care team is equally important in 
fulfilling a patient’s needs at each stage of management. 

 

Following are the commonest haematological malignancies 
encountered with palliative care issues. 

I. Acute leukaemias 

In general, acute lymphoblastic leukaemias in children has an 
excellent prognosis. However, in adults, prognosis of acute 



305
 

leukaemia depends on many factors. The commonest palliative care 
issues encountered in acute leukaemias are related to cytopaenias; 
e.g., bleeding, anaemia and recurrent infections, pain, side effects of 
chemotherapy such as nausea, vomiting, poor appetite etc. 
Ultimately some such leukaemias may reach a treatment-refractory 
stage in which end of life care, relief of symptoms, and pain relief 
due to infiltration of critical organs will be priority. 

II. Multiple myeloma 

Multiple myeloma is a malignant disorder of plasma cells that is 
incurable. The disease itself may cause fractures, renal impairment, 
and single painful bony lesions. Transplant-ineligible elderly patients 
need continuous chemotherapy for disease control. Even though 
these treatment options are not profoundly cytotoxic, side effects 
may lead to peripheral neuropathy, somnolence, poor appetite, 
constipation or diarrhoea, mood changes and cytopaenias. 

III. Myeloproliferative neoplasms (MPNs) 

The most common myeloproliferative neoplasms are chronic 
myeloid leukaemia (CML), polycythaemia vera (PV), essential 
thrombocytosis (ET), primary myelofibrosis (PMF) and chronic 
myelomonocytic leukaemia (CMML). These patients too can 
develop cytopenias necessitating transfusions. Further, some MPNs 
like PV, ET and MF are more prone to develop thrombosis. MPNs 
in the long term have the ability to transform in to acute myeloid 
leukaemias. When it does so, will behave as high risk acute myeloid 
leukaemia. 

IV. Myelodysplastic syndrome (MDS) 

MDS is a group of bone marrow failure disorders characterised by 
clonal cytogenetic abnormalities. These patients present with 
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cytopenias and need transfusion support. Specific treatment also 
can cause transient cytopenias and other side effects such as nausea 
and vomiting.   Like MPNs, MDS also transforms into acute 
myeloid leukaemias with necessitating palliative care as an integral 
part in its management. 

V. Lymphomas 

Lymphomas are malignancies that arise within the lymphatic system. 
It can be classified as low- or high-grade. Patients will experience 
cytopenias at presentation or during treatment and will require 
transfusion support. Some of these patients may progress to 
treatment refractory disease which will eventually require relief of 
symptoms, improve quality of life and end of life care. 
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gently irrigate the wound with warmed normal saline for 10-
15 minutes at site 
Use the dressings that support autolytic debridement 

Measures to absorb odour / Decrease odor in the environment 

Activated charcoal dressings 
Peppermint or other aromatic oils placed in the room 
Room ventilation 

Routine swabbing of malignant wounds is of little value unless 
rapidly progressive infection is suspected.  

Topical antimicrobials: Metronidazole gel, opened capsules 
(200mg) , crushed tablets (200mg) or injectables (0.5%) can 
be applied on the wound with each dressing change.  
Silver dressings: Silver dressing has antimicrobial action. 

 

 
 

Exudate / Discharge 

Increased capillary permeability of the malignant wound 
vasculature causes excessive exudates. Some patients may develop 
surrounding dermatitis due to ongoing wound exudates. 

Management:  

Dressings should be selected best to absorb and contain exudate. 

Foams 
Gauze 
Absorbent cover dressings that contain exudates 
Menstrual pads (excessive exudates): can be effective as they 
are highly absorptive and due to their availability. 
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When a patient has reduced food intake always look for reversible 
causes7. 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reduced Food intake 

Disease or 
treatment 

related
(Partially 
reversible)

Primary 
Anorexia

(Irreversible)

Secondary impairment of Oral 
intake 

1. Oral ulceration
2. Xerostomia
3. Poor dentition
4. Intestinal obstruction
5.
Constipation/Diarrhea/Vomiting 
6. Reduced intestinal motility
7. Chemosensory alteration
8. Uncontrolled Pain
9. Drug side effects

Factors related to 
availability, 
Quality and 
Presentation 

Not Palatable 
No Protected meal 
time 
No proper place to 
have food
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all other methods of nutrition and hydration is not possible 
as the last resort in terminally ill patient. 

 
1. Nutrition prescription and implementation: 
Weight stabilization as a goal: energy requirement can be calculated 
through use of equations. Energy and protein requirements for 
weight stabilization are approximately 120 kJ/kg/d and 1.4 g 
protein/kg/d. Fluid needs can usually be met by giving 30–35 ml/kg 
bodyweight although allowance must be made for excessive losses 
from drains or fistulae. 
 
Categories of nutrition support 
 

(i) Support and maintain usual nutrition intake with 
dietary counselling. 

 
Wherever possible, this is the best choice, especially when the GI 
system is not compromised significantly. The strategy should be to 
ensure correct quantity and balance of required nutrients. Provide 
guidance on small frequent meals and drinks, individual preferences, 
adapted consistency of foods, flexible timetables and family 
involvement. Oral nutritional supplements can be added if 
necessary. 
Promote good sources of energy and protein in the diet and include 
foods from all 5 main food groups; grains and cereals, starchy 
vegetables, meat, fish and poultry, fruits, oils and fats. If vegetarian 
ensure adequate alternative sources of protein such as legumes. 
However, encourage the patient to eat any foods that they desire. 

- If intake is reduced due to taste changes emphasize good 
oral hygiene and try different recipes and smaller portions. 
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- For patients with chewing and swallowing difficulties, 
ensure texture modified diets e.g. minced or pureed foods, 
mashed foods, thick soups, chilled foods, low spices. 

- Multivitamins, oral nutrition supplements: consider 
interactions with regular medication prior to prescription. 

- N 3 polyunsaturated fatty acids may stabilize weight loss and 
improve quality of life12. 

 
(ii) Artificial nutrition and hydration 

Artificial nutrition and hydration include 
Oral nutrition supplements 
Enteral nutrition 
Parenteral nutrition 
Artificial hydration 

The ethically and legally accepted view is that artificial nutrition and 
hydration, whether delivered parenterally or through the 
gastrointestinal tract via a tube (including nasogastric tubes), is a 
medical intervention13. Like other interventions, it should be 
evaluated in light of the patient's clinical circumstances and goals of 
care. Evidence from literature does not show any improvement in 
quality of end-of-life situations with artificial support of nutrient 
intake. 

Ethical principles of artificial nutrition in palliative care14 

Prerequisites for artificial nutrition and hydration 

I. An indication for medical treatment 
II. Definition of the therapeutic goal to be achieved 

III. The will of the patient and his or her informed consent 
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Ethical principles 
I. Autonomy – a competent patient has the right to refuse 

any intervention after adequate information even if this 
refusal leads to death. However, it should be 
differentiated from loss of appetite which is associated 
with severe depression in terminally ill patients. 

 
II. Beneficence and non-maleficence – All the risks and 

benefits of the intervention should be carefully assessed 
before starting therapy. Overall benefit should be 
evaluated in regard to the disease, quality of life, 
psychological and spiritual wellbeing. Prolonging the life 
should not be the focus. Any disproportionate treatment 
should be avoided. The need for continuous nutrition 
must be regularly reviewed in relation to patient’s 
condition. 

 
III. Justice - All patients have the right to receive the best 

available care without discrimination. Interventions 
which are futile and would only prolong the suffering 
should be avoided. When the resources are limited 
transparent and ethically appropriate criteria should be 
used in resource allocation among patients 

 
Enteral route: 

This is the first choice of support essentially for people without GI 
tract problems, but unable to feed or swallow adequate amounts 
orally15. 
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Methods of providing enteral nutrition 

Short term feeding 

a) Orogastric tubes 
b) Nasogastric tubes 
c) Nasojejunal tubes 

 
Long term feeding 
 

d) Percutaneous endoscopic gastrostomy tubes (PEG) or 
jejunostomy (PEG –J) tubes 

e) Radiologically placed percutaneous gastrostomy tubes 
f) Surgically placed gastrostomy or jejunostomy tubes 

 
Common problems with naso-gastric tubes 

Misplaced tubes 
Blockage 
Recurrent displacement 
Local irritation of the stomach and oesophagus which can 
result in upper gastrointestinal bleeding 

Displaced naso-gastric tubes can cause life threatening aspiration. It 
is important to make sure the tube is in the stomach after insertion. 

Methods that can be used to check the position of naso-gastric tube 

Chest X ray is the best method. NG tube should cross the 
diaphragm and the distal end should be in the stomach 
cavity. 
Auscultation is not reliable 
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Examining the gastric aspirate for pH – If the pH value of 
the aspirate is <5 it indicates the distal end is in the stomach. 
But if the patients has been on long term proton pump 
inhibitors pH can be higher even if the distal end of the tube 
is in the stomach. 

It is important to check the position of the naso-gastric tube before 
each meal by aspiration and checking for gastric contents. 
Applying a nasal bridle would prevent repeated displacement of 
naso gastric tube. 
 
Naso-Jejunal Tubes 
Naso-jejunal tubes are used to give feeds directly to the jejunum. 
Main advantages are reduced risk of aspiration, useful in the 
presence severe vomiting, gastroparesis and when by passing the 
ampulla of vater is advantageous like in acute pancreatitis. 
 
Naso-jejunal tubes can be inserted 

Endoscopically 
Radiologically 
Using an Enteral Access System (Not available in Sri Lanka) 
E.g. Cotrack system 

 
Main disadvantage of Naso-jejunal tubes is recurrent displacement 
 

Percutaneous Endoscopic Gastroscopy tubes (PEG) 16 

Placement of a PEG feeding tube is indicated for medium and long 
term feeding. Proper patient selection is the most important step in 
PEG tube placement. This should be done at a multi-disciplinary 
meeting with participation of the oncologist, palliative care 
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physician, gastroenterologist, speech and language therapist and the 
nutritionist considering not only the medical condition of the 
patient but also the wishes of the patient and the family. Patient and 
the family should be explained the procedure, the benefits, possible 
complications, after care and alternative therapies and should be 
given adequate time to make an informed decision. It is important 
to explain symptoms such as reflux and regurgitation will not 
improve with PEG tube insertion and it will not alter the course of 
the primary disease. 

For a PEG tube to be inserted the patient should 

Be able to open the mouth adequately to place the mouth 
guard 
Be able to lie flat for approximately 20minutes without a 
breathing difficulty 
Be able to maintain oxygen saturation > 93% without 
oxygen 
Have normal blood coagulation 
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Radiologically Inserted Gastrostomy Tubes 

Gastrostomy tubes can be placed with fluoroscopy guidance when 
endoscopic access is not possible or contraindicated 

1. When oesophageal access of the stomach is not possible 
Patient cannot open the mouth wide enough to hold 
the mouth guard 
Malignant or benign oesophageal strictures 

2. Head and neck cancers due to risk of seedling 
3. Failed PEG 

 
Jejunostomy tubes 

Jejunostomy feeding tubes are better when long term post pyloric 
feeding is indicated. Jejunostomy tubes can be placed 
endoscopically, under fluoroscopy guidance or surgically. 

Types of jejunostomy tubes 

PEG –Jejunostomy 
Direct Percutaneous jejunostomy need enteroscopy access 
with Laparoscopic assistance  
Transgwtric jejunostomy  
Surgical jejunostomy  
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appetite is a significant quality-of-life issue for a dying patient a trial 
of oral dexamethasone 2 – 4 mg daily is recommended. 
Progestational agents also (Megestrol) may reduce severe anorexia.  
Cannabinoids (medicinal cannabis) may increase appetite but the 
efficacy, route of administration and the doses required are still 
under investigation18. 

Refeeding syndrome can be defined as the potentially fatal shifts 
in fluids and electrolytes that may occur in malnourished patients 
receiving artificial refeeding (whether enterally or parenterally). 
These shifts result from hormonal and metabolic changes and may 
cause serious clinical complications. The hallmark biochemical 
feature of refeeding syndrome is hypophosphataemia. However, the 
syndrome is complex and may also feature abnormal sodium and 
fluid balance; changes in glucose, protein, and fat metabolism; 
thiamine deficiency; hypokalaemia; and hypomagnesaemia 
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Superior Vena Cava Obstruction (SVCO)
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Visual changes 
Dizziness 
Headache – worse on stooping 

Signs include: 

Conjunctival and peri-orbital oedema 
Papilloedema – late 
Dilated neck veins – non-pulsatile 
Dilated collateral veins – arms and anterior chest wall 
Oedema of hands and arms 
Stridor 
Cyanosis 
Increased respiratory rate. 

Management 

Treatment is dependent on the cause of the obstruction, the severity 
of the symptoms and the patient’s prognosis. While the diagnosis 
of superior vena cava obstruction (SVCO) is often made on clinical 
grounds in patients with a history of thoracic malignancy, a chest X-
ray and CT scan may confirm the diagnosis, location and extent of 
occlusion – mechanism of obstruction 

Sit up and ensure restricting clothing is loosened and upper 
arms are supported on pillows. 
Discuss with or refer urgently to oncologist, respiratory 
physician as appropriate. 
Arrange Systemic Anti-Cancer Therapy (SACT) and/or 
Radiotherapy according to the cause. E.g. For Small Cell Lung 
Cancer (SCLC), Lymphoma if patient’s condition permits. 
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Radiotherapy according to the cause. E.g. For Small Cell Lung 
Cancer (SCLC), Lymphoma if patient’s condition permits. 
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Spinal Cord Compression
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Key signs and symptoms 

New, progressively severe back pain (particularly thoracic). 
New spinal nerve root pain (burning, shooting, numbness); may 
radiate down anterior or posterior thigh (like sciatica), or like a 
band around the chest or abdomen. 
Coughing, straining or lying flat may aggravate pain. 
New difficulty walking or climbing stairs; reduced power (motor 
weakness), 
Sensory impairment or altered sensation in limbs. 
Bowel or bladder disturbance; Loss of sphincter control is a late 
sign with a poor prognosis. 

 

Cauda equina Syndrome 

Compression of lumbosacral nerve roots below the level of the cord 
itself results in a different clinical picture: 

New, severe root pain affecting low back, buttocks, perineum, 
thighs, legs 
Loss of sensation often with tingling or numbness in the saddle 
area 
Leg weakness, often asymmetrical 
Bladder, bowel and sexual dysfunction; occur earlier than in 
cord compression 
Loss of anal reflex. 

 
Management 

Steroids should be under regular review and downward titration 
after radiotherapy. 
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Varies from small bleeds which are fairly common, to very rarely 
severe life-threatening haemorrhage. 

Haemorrhage (frank or occult bleeding) occurs in 10 to 20% of 
patients with advanced cancer. Other patients who are at risk for 
bleeding include 

Disorder of clotting function E.g. in liver failure, 
Disorders of platelet function E.g. in bone marrow failure 
in leukaemia 
Medications including anticoagulants E.g. heparin, NSAIDS 
E.g. naproxen, steroids E.g. dexamethasone 
Co- morbidities E.g. peptic ulcer 

 

Assessment 

Assess whether it is severe acute bleeding, which is life 
threatening, or more controllable with specific measures. If the 
latter, discuss management with appropriate specialist. 
Also assess whether bleeding is due to local effects (such as 
blood vessel invasion) or to systemic effects of disease (such as 
disseminated intravascular coagulopathy [DIC]). 
Review the need for drugs that increase risk of bleeding, for 
example low molecular weight heparin, aspirin, warfarin, 
dexamethasone, non-steroidal anti-inflammatory drugs 
(NSAIDS). 
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Management of severe, acute bleeding 

Non-pharmacological management 

Try to remain calm. Call for help. Talk to the patient and 
comfort them. 
Put the patient in the recovery position, if appropriate. 
If able, apply direct pressure to bleeding area; dark coloured 
towels are best. 
If resuscitation is appropriate, admit to hospital and manage 
accordingly. 
If the patient has a massive haemorrhage and is clearly dying, 
support and non-pharmacological interventions are more 
important until help arrives than trying to give sedative 
medication; the patient will usually lose consciousness rapidly 
and may be frightened especially if left alone. 

 

Sedative medication for use in massive terminal haemorrhage 

If the patient is distressed, a rapidly acting benzodiazepine is 
indicated. The route of administration guides the choice of drug: 

Intravenous (IV) access available: midazolam 10mg IV or 
diazepam 10mg IV. 
Intramuscular (IM) injection: midazolam 10mg can be given 
into a large muscle such as deltoid, gluteal. 
Rectal route or via a stoma: diazepam rectal solution 10mg. 
Sublingual: midazolam 10mg can be given using a parenteral 
preparation 
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Note: if the patient is already on large background doses of 
benzodiazepines, a larger dose may be needed. If they are frail, a 
smaller dose may be sufficient. 

After the event 

Offer debriefing to team and family. 
Ongoing support as necessary for relatives and staff members. 

Management of minor bleeding 

Minor bleeding may herald a fatal bleed. Although minor, these 
bleeds may still be distressing to the patient and family. Following 
are some specific measures which can be taken to try to control 
these. 

Review the need for aspirin and any other drugs with 
antiplatelet effects such as many NSAIDs. 
Consider also if interventions, including radiotherapy, 
diathermy, laser, embolization, or surgery (including 
endoscopy, bronchoscopy, cystoscopy), are relevant. 
Assess for appropriateness and need for transfusion or 
other blood products. 

Medication 

Bleeding from skin (including fungating tumours) and 
mucous membranes 

Apply direct pressure if possible. This can be with gauze soaked 
in tranexamic acid (500mg in 5ml) or adrenaline (epinephrine) 1 
in 1000. 
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The tranexamic acid soaks can be left in situ with a dressing on 
top. Alternatively, a tranexamic acid paste (4 x 500mg tablets 
crushed in 60g base such as hydrophilic soft paraffin) can be 
applied twice daily under dressings or, in the case of oral cavity 
bleeding, 10ml four times daily of a 4 to 5% aqueous solution 
of tranexamic acid may be used as a mouth wash. 
o A 5% solution can be made by crushing and dispersing a 

500mg tablet in 10ml water or diluting the contents of one 
500mg/5ml ampoule to a final volume of 10ml. (If using 
the ampoules, the ampoule contents must be filtered before 
use to minimise risk of glass particles.) 

Silver nitrate sticks can be used to cauterise bleeding points. 
Surgical haemostatic sponges can be used at home by patients 
or families to control fast capillary bleeding. 
If bleeding not thought due to DIC, consider systemic 
antifibrinolytics such as tranexamic acid: 
o Initial dose of 1.5g orally followed thereafter by 1g three 

times daily 
o If not settling after 3 days, increase to 1.5g three times daily 
o Reduce or discontinue 1 week after bleeding stops; restart if 

recurs. 
Sucralfate suspension 2g in 10ml twice daily as mouth wash, or 
orally for oesophageal lesions or rectally for rectal lesions. A 
paste made of 2g (2x1g tablets crushed in 5ml aqueous jelly) can 
be used topically for other lesions. 

Bleeding from respiratory tract 

Mortality from haemoptysis is high. Risk of asphyxiation is 
greater than the risk of exsanguination. Rate of bleeding affects 
outcome. 
Maintain the airway. 

 

The tranexamic acid soaks can be left in situ with a dressing on 
top. Alternatively, a tranexamic acid paste (4 x 500mg tablets 
crushed in 60g base such as hydrophilic soft paraffin) can be 
applied twice daily under dressings or, in the case of oral cavity 
bleeding, 10ml four times daily of a 4 to 5% aqueous solution 
of tranexamic acid may be used as a mouth wash. 
o A 5% solution can be made by crushing and dispersing a 

500mg tablet in 10ml water or diluting the contents of one 
500mg/5ml ampoule to a final volume of 10ml. (If using 
the ampoules, the ampoule contents must be filtered before 
use to minimise risk of glass particles.) 

Silver nitrate sticks can be used to cauterise bleeding points. 
Surgical haemostatic sponges can be used at home by patients 
or families to control fast capillary bleeding. 
If bleeding not thought due to DIC, consider systemic 
antifibrinolytics such as tranexamic acid: 
o Initial dose of 1.5g orally followed thereafter by 1g three 

times daily 
o If not settling after 3 days, increase to 1.5g three times daily 
o Reduce or discontinue 1 week after bleeding stops; restart if 

recurs. 
Sucralfate suspension 2g in 10ml twice daily as mouth wash, or 
orally for oesophageal lesions or rectally for rectal lesions. A 
paste made of 2g (2x1g tablets crushed in 5ml aqueous jelly) can 
be used topically for other lesions. 

Bleeding from respiratory tract 

Mortality from haemoptysis is high. Risk of asphyxiation is 
greater than the risk of exsanguination. Rate of bleeding affects 
outcome. 
Maintain the airway. 



349
 

If the bleeding site is known, lay the patient on the bleeding side 
to reduce effect on the other lung. Alternatively use a head 
down position, if possible to aid drainage of blood. 
Use oxygen and suction as required. 
Exclude or treat infection or pulmonary thromboembolism 
(PTE) if appropriate. 
Cough suppressant may be helpful. 
Tranexamic acid (as in section on 'Bleeding from skin and 
mucous membranes'). 
Radiotherapy can give full control of bleeding in 85% of 
patients with lung bleeding. 

 

 

Bleeding from urinary tract 

Exclude or treat infection. 

Additional measures below may be recommended by specialists. 

Consider tranexamic acid (as in section on 'Bleeding from skin 
and mucous membranes') although there is a risk of clot 
retention until the complete cessation of bleeding. 
Bladder irrigation ± instillations with 0.9% Sodium Chloride or 
tranexamic acid (5g in 50ml water) can be tried once or twice 
daily if oral treatment is unsuccessful. 

Bleeding from gastrointestinal (GI) tract (for oral or rectal 
bleeding see under mucous membranes) 

H2 antagonist or proton pump inhibitor. 
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The intrinsic capacity  

The following 6 Key domains are assessed  

1. Loco motor capacity 

2. Vitality 

3. vision 

4. hearing 

5. Psychological capacity - depression 

6. Cognitive capacity- dementia 

 

The assessment of the 6 key domains of an individual with this tool 
at primary care level will lead to a more comprehensive assessment 
at tertiary care level. The management of these older persons will 
result in improvement in the intrinsic capacity resulting in a 
functional ability at community level with appropriate modifications 
of the environment they inhabit.  

 

ICOPE – 6 actions to improve intrinsic capacity 

I. Improve musculoskeletal function, mobility and vitality  

II. Maintain older adults’ capacity to see and hear 

III. Prevent cognitive impairment & promote psychological 
well-being 

IV. Manage age-related conditions such as urinary incontinence 

V. Prevent falls 

VI. Support caregivers 
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Indicators for initiation of Palliative care in elderly - 

Indicating terminal phase of chronic illness are  

physical decline,  

weight loss,  

multiple comorbidities, and a  

serum albumin of <2.5 g/dL.  

Dependence on assistance with most activities of daily living 
and a Karnofsky Performance refer the index score of less 
than 50%  

 

Non-Disease Specific Indicators 

Frailty – extreme vulnerability to morbidity and mortality 
due to progressive decline in function and physiological 
reserve. Frequent falls, disability, susceptibility to acute 
illness and reduced ability to recover are examples of frailty. 

Functional dependence – dependence on others to perform 
activities of daily life  

Cognitive impairment – changes in memory, attention, 
thinking, language, praxis, and executive function  

Family support needs – emotional support, information and 
educational support unique to each patient/family and/or 
caregivers. 
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This is done using short form, which has questions to determine 
each of the following 

1. Acute onset and fluctuating course 

2. Inattention 

3.Disorganised thinking 

4.Altered level of consciousness  

Diagnosis of delirium requires presence of criteria 1 and 2 plus 
either 3 or 4. It has 94 – 100% sensitivity and 90 – 95% specificity. 

Management 

This has both non pharmacological and pharmacological 
management (Box 4) Preventive strategies include orientating 
approaches, managing dehydration and constipation, avoiding 
unnecessary catheterization, restraints, optimizing oxygen 
saturation, encouraging mobility, and resolving reversible causes of 
sensory impairments by visual and hearing aids where needed.    
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Age related changes in pharmacokinetics and pharmacodynamics 
add to the challenge of effectively managing older people's pain. 

Assessment 

Since elderly people have multiple health problems including 
arthritis and other bone, joint and back problems they often have 
several sources of pain. Older people also could be reluctant to 
report pain as they expect the symptoms are a "natural" part of 
ageing and do not believe that they can be alleviated. The presence 
of cognitive and sensory impairment among frail older people 
makes communication and assessment difficult. A standardized tool 
for assessment of pain such as a visual analogue scale (1-10) should 
be used where possible.  

Simple nonverbal cues help in assessment of pain.  Change of 
behavior, aggression, restlessness could signal pain. Information 
may be obtained from relative/care giver whether the current 
behavior is different from their customary behavior.    

Management 

Non Pharmacological methods such as therapeutic massage, 
distraction methods, music therapy are helpful. Elderly people are 
more susceptible to adverse effects and are more prone to adverse 
effects of medications as they are on complex drug regimens 
including anticoagulants. Older people are also more likely to 
encounter gastrointestinal bleeds with non-steroidal anti-
inflammatory drugs. A time limited trial of an appropriate dose and 
type of analgesic should be administered with caution. 
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Understanding the community the family comes from, who 
the opinion leaders are and the impact of the community on 
the family, especially when deciding on a course of action. 

PC support to the family should extend from the point of detection 
of the problem to death and bereavement. Grief reaction does not 
stop at the point of loss but may extend far beyond even to the adult 
life of siblings and friends. Parents and family experience grief with 
the knowledge that they are about to lose their child. Anticipatory 
bereavement support may be required before the actual event. 

To be sensitive to all the aspects is the ultimate goal while 
giving the child the best possible quality of life. 

In Sri Lanka, we are at the initial phase of introducing PC with the 
help of the Ministry of Health. The goal in PC is to have specially 
trained palliative care teams. However, until that goal is achieved, it 
is expected that the same team which provides curative treatment 
turns itself into the palliative care team. Current practicing 
paediatricians and other staff do not have the training or experience 
in PC for optimal symptom management and to provide 
anticipatory guidance. PPC concept should be included in the 
education of the professionals. 

Professionals who care for children with life-limiting conditions are 
at risk of developing compassion fatigue and burnout and they also 
should receive support to cope with challenges encountered while 
providing end of life care. 
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Patient’s condition and willingness of the patient and family 

Home-based palliative care is recommended for clinically stable 
patients and for patients at the terminal stage. The aspects which 
need to be evaluated before sending a patient home for palliation is 
given in the chapter on discharging home. 

The appropriateness for home-based care should be communicated 
clearly to the patient and the family by the clinical team. Majority of 
people will agree to this happily, however there may be resistance 
due to various reasons such as fear of what to do in an emergency, 
non-availability of a carer, inappropriate household conditions. In 
these situations, the matter should be discussed with the patient and 
family to understand the reasons behind and appropriate guidance 
and support should be arranged whenever possible. 

 

 

BOX 1
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Household logistics 

The home should be evaluated to see whether at least the minimum 
facilities necessary are available. It will be ideal if someone from the 
healthcare team (a nurse or a social worker) could visit the home, to 
assess the available facilities and to advice on modifications 
necessary or to advice on alternative options. For example, there are 
households where people share rooms/ spaces and it is not possible 
to arrange a room for the palliating patient. From the available 
space, a place should be selected to provide best possible care to the 
patient, which will cause least interruptions to the other family 
members. If the patient is not very mobile or if the toilet is situated 
far away from patient’s room, alternative options should be sorted 
to provide bladder and bowel care. These may range from changing 
the patient’s room, arranging a mobile commode, arranging bed 
pans, pampers or arranging a person to take the patient to the toilet. 
Therefore, evaluating the home environment in arranging home-
based palliative care is very important for the patient, carer and for 
the other household members as well. 

Financial situation of the family is another important aspect to 
consider as there will be lot of unexpected expenditure due to the 
needs of the patient and if the patient had been the income 
generator of the family, the family will have to face lot of hardships. 
Sometimes, caring team have to be involved in arranging financial 
assistance from different sources a well. 
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assistance from different sources a well. 
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Carer related factors 

Compared to an inward set up where most part of caring will be 
looked after by the hospital staff, in a household setting, the entire 
burden of caring for the patient will be on carers. Therefore, having 
a designated carer with proper training is very important to provide 
satisfactory care to patients at home. Depending on the stage of the 
disease of the patient, the involvement of the carer also will vary. 
However, with time the burden of carers will be more and more in 
looking after palliating patients with advancing disease. 

Educating carers on managing medications, nutrition, cleanliness, 
and looking after catheters, NG tubes, and stomas are also very 
important. Informing the carers on the possible complications, 
identifying them, initial management and when to seek help will 
prevent emergency situations at home. Caring for carers to minimize 
the physical and psychological burden and arranging respite care to 
relieve them also become imperative in providing home care. All 
these aspects have been discussed in detail in the chapter on 
discharging home. 

 

Availability of healthcare professionals 

Ideally home care is provided by a multidisciplinary team (MDT) 
consisting of medical officers, nurses, other allied health 
professionals and volunteers with a training on palliative care. 
According to the setting, availability of above members may vary. 

In the Sri Lankan context, MDTs with members from all the 
categories are sparse. Therefore, home care for palliating patients 
should be provided through the doctors available in the community 
settings (family practitioners/ general practitioners/ doctors 
attached to divisional hospitals) and the public health nursing 
officers. Wherever possible, the support from the other necessary 
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When palliative patients are managed at home, frequent inputs from 
healthcare providers will be necessary, especially with fluctuating 
disease conditions. Home visits are time consuming and it is not 
easy for medical officers to assign time. Having trained PHNOs to 
liaise with families and medical officers, when the doctors find it 
difficult to do home visits will be somewhat helpful in overcoming 
this. However, even for the PHNOs arranging protect time for 
home visits will be a challenge, especially with their other work 
commitments and increasing number of patients needing palliative 
care. 

In home-based palliative care, patients are being looked after by 
carers, mainly family members or relatives in our context.  Lack of 
appropriate training will hinder optimal care for patients and will be 
distressing for the carers. With the numbers needing homebased 
palliative care and the diverse needs of patients, training carers is a 
challenge, however this will drastically improve the quality of life of 
patients and carers. 

Lack of necessary equipment and medications is another big 
challenge. One example is having syringe drives to provide 
continuous pain relief and facilities to give oxygen at a household 
setting can drastically reduce unnecessary admissions at the terminal 
stage. There are many more instances where providing necessary 
medications and equipment, which could be operated at household 
settings could prevent hospital admissions and suffering for 
patients. 

Family and carers will be continuously involved in care provision 
and decision making in home-based palliative care. This is very 
much helpful in most instances, however, interference with 
appropriate decision making may be a problem. Negotiating for 
withdrawing and withholding medications at the terminal stage and 
preparing the patient and family for impending death can be very 
difficult. Educating the family about the prognosis and discussing 
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the care plan in advance with the family will help in minimizing such 
problems. Communication skills training, especially on difficult 
communications will be useful for health care professions to 
manage these situations. 

 

Even though challenging, home-based palliative care is a great 
option to provide better care for patients who are spending last stage 
of their life. Collaborative effort should be taken to strengthen 
home-based palliative care in Sri Lanka in order to improve the 
quality of life of patients and their families. 
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Section 7

END-OF-LIFE CARE
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Ideally this would be a family meeting with responsible personal 
from the family point of view and hospital team. Drawing a family 
tree to identify the members, relationships, financial status and 
people who can help in looking after the patient would be an 
immense help.  This will enable us to identify the people who are 
likely to suffer loss and grief mostly and can start addressing it early. 
Getting an idea about the facilities available at home is also 
important in care planning. 

After identifying possible caregivers, the next important thing is to 
train them to provide care at home. This varies from patient to 
patient depending on the stage of the disease and complications 
present nursing team can help in training the caregivers. ( Box 4)  
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Box4

Important aspects in training of  caregivers

• Training on maintaining personal hygiene and prevention of  
bed sores. Washing, bathing, oral care and skin care ideally 
should be demonstrated before discharge. 

• If  the patient has any tubes like NG tube, PEG, catheter, 
tracheostomy, a special training should be given on managing 
these and clear instruction on when to replace.

• Education on bladder and bowel care.
• Training on facilitating mobilization even with the help of  

devices like walkers or wheel chairs. 
• Education on how to keep the patient comfortable, physically 

as well as psychologically
• Teach how to involve the patient in activities of  daily living,-

family activities and conversations to an extent he/she can cope. 
This will give them a sense of  independence. 

• Teach how to communicate even with who cannot respond 
verbally using gestures.

• Emphasize on how to identify and address emotional and   
spiritual needs.
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Discussions that may need 

Discuss prognosis 
Concerns and opinion of the family, 
Information about likely course of the patient’s illness and 
possible symptoms and emergencies. 
Individual care plan including, withdrawing and withholding 
futile interventions (including CPR), antibiotics, hydration 
and nutrition 
Degree to which the family is willing to participate in the 
care process and place of death. 
If it would be at home, education of the caregivers about 
care plan 
Preparing family for the dying process 
Assurance that the patient and family will not be abandoned. 
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Medication for Symptom control
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Nausea and vomiting 

If already controlled with anti-emetics change to s/c 
infusion 
New onset nausea and vomiting should be treated with 
suitable anti-emetic in a syringe driver 

- haloperodol s/c 1mg 12hourly or 2 mg once a day 
- levomepromazine s/c 2.5 mg 12 hourly or 5mg once a day 

Hydration and nutrition 

Patient may choose to stop eating and drinking (Voluntary 
Stopping of Eating and Drinking- VSED) where patient 
takes this decision with a competent mind and physician 
compelled to respect this decision. 
Anorexia seems to be good at end of life since it results in 
ketosis, leading to peaceful state of mind and reduced pain. 
Initiating artificial nutrition and hydration does not seem to 
be beneficial in improving symptoms or withholding or 
withdrawal of such does not seem to shorten life. 
You may consider discontinuing tube feeding and IV fluids 
Explain the relatives that withholding hydration may not 
cause thirst. Hydration may lead to breathing difficulties and 
increased secretions causing further discomfort 
When oral route and tubes (NG or PEG) are not available 
and where you do not think of initiating tube feeding, it is 
reasonable to consider subcutaneous hydration. 
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More recently, the highly context-specific nature of these 
‘principles’ has been widely appreciated (especially in different 
societies) and other principles of medical ethics have come to the 
fore (even in the USA). The latter include care ethics and case-based 
ethics, and the emergence of the value of other ethical principles 
such as compassion. In this brief review, however, only the four 
principles will be covered, since the Sri Lankan medical profession 
is still steeped in principlism. 
 
 
Autonomy 
 
The autonomy of a person is described as that person’s capacity to 
form, to pursue, and to revise his/her conception of the good life. 
The legal definition of autonomy states that “every human being of 
adult years and of sound mind has a right to determine what shall 
be done with his body”. 
 
To exercise one’s autonomy, a person must have decision-making 
capacity (i.e., “adult years” and “sound mind”) and the means to 
carry out that decision (which, in medicine, requires the healthcare 
worker’s assistance). This means that as long as the patient has 
decision-making capacity, a doctor must have the patient’s 
permission to carry out any action on the patient’s body, even if the 
doctor correctly believes that the action is beneficial to the patient. 
We ensure this by obtaining valid consent. However, this does not 
mean that the patient can demand any treatment that the doctor 
does not consider to be medically appropriate. 
 
Doctors are required to presume that adult patients (i.e., in Sri 
Lankan law, age >18 years) have decision-making capacity unless 
there is grounds to suspect this (e.g., acute or chronic organic brain 
disease; intoxication by alcohol, substance abuse or medications; an 
acutely distressed person). In such situations, capacity should be 
formally assessed (see Dastidar & Odden, 2011). In Sri Lankan law, 
minors (age <18 years) do not have decision-making capacity, and 
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their decisions must be made by their parent or adult guardian. With 
regard to adults lacking capacity, in Sri Lankan law the doctor should 
make the decision, and that decision should be made in the patient’s 
best interest. 
 
Consent may be implied or expressed. Expressed consent may be 
expressed verbally or in writing. In general, simple and non-invasive 
measures (e.g., taking a history, checking blood pressure) can be 
carried out with implied consent. More intrusive measures (e.g., 
examining genitalia, drawing blood for tests, giving injections) 
should be carried out with verbally expressed consent. More 
invasive procedures (e.g., surgeries, biopsies, endoscopies, 
chemotherapy) require written consent. Patients must give written 
consent for inclusion in medical research. 
 
In order to be valid, consent must fulfill certain requirements: 
disclosure of information that is necessary to make a decision and is 
given in a form that the patient can understand; understanding of 
information; voluntary decision-making; and expression of the 
decision made. 
 
Other important issues that arise from autonomy include the need 
to respect the patient’s privacy and to protect the confidentiality of 
information, and truth-telling. 
 
 
Beneficence 
 
Beneficence refers to the doctor’s commitment to do good at all 
times. This goes beyond the normal civil duty of helping friends or 
family members. The society expects a doctor to help patients 
whether or not they are known to him/her and even if they are 
enemies or ‘different’ to oneself. Beneficence also presumes that the 
doctor is competent to help and has taken measures to ensure 
continued competence (such as continuing medical education and 
continuing professional development). 

413



 

Non-maleficence 
 
Non-maleficence refers to the doctor’s commitment to avoid doing 
harm to the patient. This is especially important when an 
intervention is likely to have serious or significant side effects (e.g., 
surgeries, invasive procedures, chemotherapies, artificial 
ventilation). It may also occur in resource-poor settings, where 
medical care can be more likely to cause harm (e.g., nosocomial 
infection) or where harm is harder to avoid (e.g., when monitoring 
investigations are difficult to perform, patients cannot be kept in 
overcrowded wards to complete treatment courses). If a doctor feels 
that he/she is not competent enough to carry out a treatment, the 
doctor takes steps to obtain the necessary expertise to do it for the 
patient rather than potentially harm the patient by doing it 
incompetently him- or herself. 
 
 
Justice 
 
Justice refers to the commitment to treat like people alike – our 
medical decisions should be made on the basis of medical reasoning 
rather than non-medical reasons (such as the patient’s social 
standing). In resource-poor settings, justice becomes an especially 
important issue, because we are compelled to ‘ration’ the available 
resources judiciously while various persons may pressurise us to 
make exceptions. 
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According to many palliative care guidebooks (Fallon & Hanks, 
2006), grieving is a process with overlapping stages. 
 

First there is disbelief and shock about the death, timing of 
the death even if death was imminent. The period which this 
initial disbelief lasts may be shorter if death was expected 
within the time frame predicted due to terminal illness. 
Then this ‘numbness’ can be replaced with bouts of high and 
low intense distress. Cognitive, auditory and sensory 
awareness about the person who died with memories, dreams 
and thoughts are common. Physical problems related to anxiety 
and sleeplessness, loss of appetite and sometimes even showing 
symptoms of the deceased person has been identified with 
some carers. 
The questioning about events related to death, finding an 
answer to the reasons for the death or even discussing matters 
of faith, religion and how it occurred is another phase where 
‘meaning’ of the situation is constructed. 
It is common to find symptoms of depression, social 
withdrawal, sadness, poor concentration even one year after 
the death of a significant person to them. 
Rebuilding the self-identity with the loss and even move 
forward in different directions by taking new roles and 
adjusting is also part of the bereavement process. Eventually, 
most people will be able to remember the deceased with certain 
sadness but without overwhelming feelings and emotions. 
Coping methods are used to ‘getting back’ to normal routines 
as much as possible but for some people it may affect 
negatively and may use self-harming or mal-adaptive practices 
which needs attention from health practitioners or relatives. 
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Some different ways that the caregiver grief  aboutSome different ways that the caregiver grief  about
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Basic interventions (informal discussions) 
Secondary interventions (psychological 
counselling/psychotherapy) 
Tertiary level interventions (psychiatric 
assessment/treatment and assistance) 

It is important to attend to vulnerable individuals of the deceased 
such as children, elderly and disabled and those with previous and 
complicated mental and physical health problems. Minority groups 
may also need consideration in comparison to others because of the 
vulnerabilities arising from their status (i.e. gender, race, ethnicity, 
caste, religion). 
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Using your intuition and experience within the health care system 
may be valuable and can be utilized in such palliative care settings 
with further training and assistance from professionals to manage 
grief, loss and bereavement aspects of a patients’ and their carers 
grief, loss and bereavement aspects of a patients’ and their carers 
lives. 
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According to current research and reviews (Hudson, Hall, 
Boughey & Roulston, 2017) 
There are principles of bereavement support and they should 
be delivered considering the following factors: 
 

Targeted-In a targeted manner to those individuals who 

through standard screening and assessment. 
Focused- Focusing on the existing resources and 
capabilities of the bereaved person so the provided support 
will enhance coping and resilience. 
Continuously- Providing the support from pre-death to 
post-death and as necessary when required to continue 
beyond this time frame. 
To primary caregiver -Mainly to primary caregiver but to 
other caregivers/family where resources are sufficient. 
Supporting staff- Palliative care staff should receive 
professional development and professional supervision 
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Providing information on practical issues (registering a 
death, aspects of sadness and grief, contact details on 
available social or psychological services) 
Opportunity to speak or meet with support groups or 
community services/religious groups who might help 
afterwards in adjustment processes 
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so that there will be a uniform and accepted practice throughout the 
country in the future. 

The family members of the deceased or managers of care facilities 
should not be feared about participating in the inquest procedure. 
The inquest process does not include a ‘mandatory’ post-mortem 
examination. It’s only an option used at the discretion of the ISD 
unless specified in law. The patients undergoing palliative care or 
terminal care situations often have several co-morbidities and 
confirmed clinical diagnoses. Therefore, the requirement of 
subjecting such deceased to post-mortem examinations may not 
arise in most of the cases. The most important requirement is to 
provide a clear account to ISD about the circumstances that led to 
death of a particular patient and the ‘no suspicion’ declaration of 
next of kin/nearest relatives of the patient about the same 
circumstances. 

It is important to submit all documents pertaining to previous 
medical/surgical treatment related to the deceased to ISD by the 
next of kin (of the deceased)/or the closest relative during the 
‘inquest’ to ensure/facilitate the smooth flow of the process. As an 
inquest is a fact finding legal procedure, the ISD or the magistrate 
who is carrying it out has the right to request for all the medical 
records (BHTs, diagnosis cards, investigation results, clinic records, 
etc.) related to the deceased, including that are not related to the 
terminal illness (i.e. previous diagnosis cards, clinic records, BHTs, 
etc.). They also have the right to call upon any person (including 
medical, nursing, paramedical personnel or any caregiver/s) to 
provide oral evidence regarding the circumstances (including 
treatment) that had preceded death if deemed necessary for the 
inquest process. The ISD can report to Magistrate regarding a 
person who does not complying with his/her request. 
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medical/surgical treatment related to the deceased to ISD by the 
next of kin (of the deceased)/or the closest relative during the 
‘inquest’ to ensure/facilitate the smooth flow of the process. As an 
inquest is a fact finding legal procedure, the ISD or the magistrate 
who is carrying it out has the right to request for all the medical 
records (BHTs, diagnosis cards, investigation results, clinic records, 
etc.) related to the deceased, including that are not related to the 
terminal illness (i.e. previous diagnosis cards, clinic records, BHTs, 
etc.). They also have the right to call upon any person (including 
medical, nursing, paramedical personnel or any caregiver/s) to 
provide oral evidence regarding the circumstances (including 
treatment) that had preceded death if deemed necessary for the 
inquest process. The ISD can report to Magistrate regarding a 
person who does not complying with his/her request. 
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