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Anticipatory prescribing of ‘Just in Case’ medication for symptom control in
the last days of life in adult community palliative care patients
1. Background
Patients with a terminal illness, who are deteriorating often experience new or worsening symptoms as they
approach the last days of life and may be unable to swallow oral medication. This guideline seeks to avoid
distress caused by delayed access to medicines by anticipating need, and providing appropriate medication
in the home. For palliative care patients who are actively deteriorating and are in the last weeks or days of
life it is good practice to provide anticipatory or ‘Just in Case’ (JiC) medication in the home1,2, for the
management of symptoms which commonly occur in the last days of life. A range of subcutaneous (SC)
medication should be prescribed and authorised on the Community Palliative Care Drug Chart to allow
administration by a Registered Nurse working in the community, e.g. District Nurse (DN), if the patient is
unable to take oral medication. Patients who deteriorate or develop uncontrolled symptoms will always
require full clinical assessment to ensure there is appropriate treatment of any reversible factors and a clear
management plan. Anticipatory prescribing should be tailored to the individual patient and circumstances,
taking into account risks and benefits of prescribing in advance. Patients and carers must consent to JiC
medication in the home.
2. Terminology
Provision of medication in advance in anticipation of symptoms occurring at the end of life has been termed
anticipatory prescribing or pre-emptive prescribing. The terms ‘Just in Case’ (JiC) medication, anticipatory
medication and ‘Just in Case’ box are also used. For the purpose of this guideline the terms ‘Just in Case’
(JiC) medication and anticipatory prescribing will be used.
3. Purpose of guideline and standard operating procedure (SOP)
3.1 To ensure that:
• Common symptoms in the last days of life (e.g. pain, secretions, nausea and vomiting, agitation and
shortness of breath) are anticipated and treated promptly.
• Appropriate ‘Just in Case’ medicines are prescribed in advance for the patient and stored in the
patient’s home.
• The JiC medicines can be easily identified in the home by healthcare professionals by ensuring they
are appropriately labelled (Bristol and South Gloucestershire) or stored in a ‘Just in Case’ box
(North Somerset).
• Carers and patients understand the purpose of the JiC medication.
3.2 To provide uniform clinical guidance and a consistent safe framework for the use of JiC medication for
patients in the community at the end of life, across the Bristol, North Somerset and South
Gloucestershire area.
3.3 To ensure that there are adequate local governance structures and excellent recording to facilitate
evaluation and audit of the policy of anticipatory prescribing.
4. Scope
This guideline covers anticipatory prescribing for symptoms in the last days of life and does not include
guidance on the diagnosis of dying or guidance on other aspects of care at the end of life.
It is relevant to:
• Patients in the community with a terminal illness who have been assessed by a qualified healthcare
professional as actively deteriorating and are in the last few weeks or days of life.
• Healthcare professionals in the community and in inpatient settings caring for these patients e.g:
o General Practitioners
o Specialist Palliative Care Professionals
o District Nurses (DN)
o Other Registered Nurses working in the community e.g. Community Matrons

•

•

•

o Community pharmacists and dispensing staff
o Out of hours services including GPs and Rapid Response.
o Hospital and Hospice doctors discharging patients home for end of life care.
o Ambulance staff
This guideline will refer to the District Nurse as the community nurse involved in ‘Just in Case’
medication. However it is accepted that other registered nurses working in the community (with
appropriate competencies) may take the lead, or be involved in provision, or administration of JiC
medication (e.g. Hospice at Home Nurses).
Ambulance clinicians with the necessary competencies (defined by their own policy) may
administer PRN medication recorded on an authorisation chart but are not trained in the use of
syringe pumps.
The principles of anticipatory prescribing apply to patients in Care Homes. Individual Nursing
Homes may choose to use their own paperwork for prescribing. See cautions below with regard to
authorising syringe pumps in advance or with dose ranges in a Nursing Home setting.

5. Patient Suitability for provision of ‘Just in Case’ medication in the home
•

•

•
•

The patient will have been assessed by a qualified healthcare professional as actively deteriorating
and in the last few weeks or days of life and this will have been communicated to the patient and,
wherever possible, to their relative/carers.
The patient and, wherever possible, the relative/carer must understand the purpose of the JiC
medication and agree to the principle of anticipatory prescribing for end of life symptoms. For
patients who lack capacity the principles of the Mental Capacity Act regarding treatment decisions
must be followed.
The patient may be dying of malignant or non-malignant disease.
If there is uncertainty as to whether the patient is in the last few weeks or days of life, anticipatory
prescribing should be considered only for those who have actively engaged in advance care
planning discussions, favour a palliative approach to the management of their illness and have
expressed the wish to avoid hospital admissions and remain at home.

Exclusions/Cautions:
• Patients where there is a history or suspicion of drug misuse among carers or visitors to the house
(individual risk assessment will be needed).
• Patients who are themselves unwilling to participate, or with carers who are unwilling to participate.
• Patients who are receiving active treatment, such as chemotherapy, who may require urgent
medical assessment and hospital admission for treatment of complications.
6. Procedure for the provision of ‘Just in Case’ medication in the community
(See Process Flow Chart, Appendix 1)
•

•

•

•

Registered community nurse (e.g. District Nurse), Specialist Palliative Care Nurse, GP or other
relevant health care professional should identify appropriate patients ahead of need. The need for
JiC medication should be part of the regular review of patients on the palliative/supportive care
register during the practice palliative care (or Gold Standards Framework) meeting.
Discussions by involved healthcare professionals with the patient and wherever possible the
relatives/carers should include:
o current medical situation and the plan of care.
o the concept of JiC medication.
o consent for medications to be left in the home.
A GP or non-medical prescriber with appropriate training, who is actively involved with the patient
should provide an individualised prescription (FP10) for JiC medications, taking into account the
patient’s current medication, current and past medical history and known intolerance or allergies to
medication. The prescriber should refer to relevant guidelines (See section 8).
The GP or non-medical prescriber should authorise the same drugs on the Community Palliative
Care Drug Chart to allow Registered Community Nurses (usually the District Nurse) to administer
medications if needed for symptom control in the future.

•
•

•
•

•

The prescriber or DN (or other Registered Nurse working in the community) will ensure the
patient/carer is able to get the medicines dispensed from the pharmacy.
If the medications are needed urgently the GP/DN should ensure the local pharmacy has enough
stock to dispense the prescription or refer the carer to the list of pharmacies which stock Palliative
Care Medication under the NHS Specialist Medicine Service. Many of these pharmacies have
extended opening hours.
The GP or DN should check the understanding of the patient and carers about the plan of care and
the JiC medication and give them a leaflet on ‘Just in Case’ medication.
Depending on the current clinical situation and setting (see below) it may be appropriate to
prescribe and authorise only as required (PRN) subcutaneous medication or both syringe pump
medication plus PRN medication.
The prescriber must consider the risks and benefits of prescribing in advance, particularly in a
rapidly changing patient. The drugs and doses prescribed will need regular review. In particular, it
will not always be appropriate to prescribe syringe pump medication in advance due to the difficulty
of predicting what drugs and doses a patient may need (see cautions below).

7. Community Palliative Care Drug Chart
•
•

•

•

All ‘Just in Case’ medication will need to be prescribed on an FP10 form in the community and
written (authorised) on the Community Palliative Care Drug Chart.
This chart has been approved across Bristol, North Somerset and South Gloucestershire to
authorise District Nurses or Registered Nurses working in the community to administer
subcutaneous/injectable PRN or syringe pump medication for symptom control in palliative care
patients who are in one of the following groups:
o Those who cannot take oral medication, because they are in the last few days of life.
o Those who cannot take oral medication for another reason e.g. nausea and vomiting or
bowel obstruction.
In the community the chart can be completed by a GP or non-medical prescriber (with the
necessary competencies in palliative care). Patients may also be discharged from a hospital or a
hospice with the necessary JiC medications and the chart already completed (see 8).
The chart includes the ‘Community Palliative Care Prescribing Table: Injectable & Syringe Pump
Medication for Symptom Control’. The prescribing advice within the chart is general guidance only
and as such a health care professional is at liberty to use their clinical judgement and take an
individualised approach to prescribing. More detailed guidance is available within this SOP and on
the St Peters Hospice web-site. http://www.stpetershospice.org.uk/Clinical-Guidelines.

8. ‘Just in Case’ medication for inpatients being discharged into the community
•

•

•

•

•

The principles of anticipatory prescribing for end of life symptoms apply to patients being discharged
from a hospital/hospice who meet the criteria set out in section 5 and discussion with patient and
carers should take place (see section 6).
Individual hospital trusts will produce their own policy/guidance regarding the procedure and
governance for providing JiC medication and completing Community Palliative Care Drug charts for
appropriate patients on discharge. However the principles here will be followed by all inpatient
organisations.
For inpatients being discharged into the community from hospital or hospice who meet the criteria
for anticipatory prescribing, particularly those who approaching the terminal phase or are currently
on a syringe pump, the appropriate injectable/JiC medication should be supplied on discharge.
The Community Palliative Care Drug Chart can be completed by doctors or non-medical prescribers
based in the Hospital Palliative Care Team (HPCT) or based at the local hospice. In addition some
acute trusts may allow hospital ward doctors to complete the chart provided they have appropriate
supervision and guidance from a health care professional with expertise in Palliative Care
prescribing.
It is accepted that it may not be possible for all patients who meet the criteria to be discharged from
hospital with a completed chart as the HPCT may not have the capacity to provide the necessary

•

•
•

•

supervision. Those who are approaching the terminal phase or are currently on a syringe pump, will
be prioritised.
As hospital teams do not have a direct relationship with community nursing staff the HPCT will
consider carefully whether to authorise syringe pump drugs in advance on the Community Palliative
Care Drug Chart or liaise with the GP to do this. It will be most relevant for those being discharged
from hospital with a life expectancy of a few days, particularly those who already have 1 or 2 drugs
in a syringe pump.
If completed the Community Palliative Care Drug Chart should accompany the patient home with
the prescribed medication on discharge and staff must inform the GP and DN.
If a patient is being sent home with JiC medications but without a completed drug chart the ward
staff must contact the GP and Community/District Nurse (DN) prior to discharge to ensure the chart
can be completed in the community on or prior to the day of discharge.
Once the patient is in the community it is the responsibility of primary care prescribers to
complete/update the chart.

9.

Prescribing guidance for Just in Case Medication
(See also Appendix 4: Injectable medication and anticipatory prescribing for community palliative care
patients. Guidance notes for healthcare professionals in Bristol, South Gloucestershire and North
Somerset
Appendix 5: Community palliative care prescribing table: injectable and syringe pump medication for
symptom control)
Please note: The prescribing advice here and within the Community Palliative Care Prescribing Table is
general guidance only and as such a health care professional is at liberty to use their professional
judgement (following recognised formularies/guidance) to take an individualised approach to choice of
drug, dose range, frequency and number of vials provided.
9.1 Provision of as required (PRN) subcutaneous medications only
• For patients who have been assessed by an experienced clinician(s) as deteriorating and thought to
be in the last few weeks of life (i.e. those who are likely to have difficulty with oral medication in the
next few weeks) the prescriber should consider providing PRN JiC medication. PRN subcutaneous
medications should be provided for each of the 5 symptoms commonly experienced at the end of
life: i.e.: pain (opioid), dyspnoea (also use opioid), nausea/vomiting, agitation and respiratory tract
secretions.
• The following medications are usually provided (refer to the table in Appendix 5 for more detail)
o Opioid: The appropriate drug and dose should be chosen for the individual. If the patient is
on oral morphine; SC Morphine is first choice due to cost. NB the highest concentration of
injectable morphine is 30mg/ml therefore the maximum PRN injection dose is 60mg (2mls).
Diamorphine should be used for higher doses.
o Anti-emetic: The appropriate drug should be chosen for the individual. NB cyclizine is not the
first choice as it is a painful injection and is incompatible in a syringe pump with hyoscine
butylbromide and with higher doses of oxycodone.
o Sedative. Midazolam is the usual first line drug for agitation at the end of life. Haloperidol
(less sedating) or levomepromazine may be used for hallucinations/delirium.
o Anticholinergic for secretions. Hyoscine butylbromide or hyoscine hydrobromide.
• For patients with Parkinson’s Disease avoid use of anti-emetics such as haloperidol and
metoclopramide. Subcutaneous cyclizine and low dose levomepromazine may be used with
caution. Ondansetron is the subcutaneous anti-emetic that is least likely to worsen Parkinson’s
symptoms.
• For all patients the amount prescribed should be tailored to the individual patient. For most patients
at least 10 doses of each medication are recommended. For less complex patients 5 vials may
sometimes be sufficient. For more complex patients e.g. those requiring frequent PRN medications
it is important to consider their 24 hour requirements and estimated PRN use.
• Standard example if prescribing PRN drugs only:
o Midazolam 10mg/2ml (10 vials)
o Hyoscine butylbromide 20mg/ml (10 vials)
o Opioid (10 PRN doses)
o Antiemetic (10 doses)
• PRN lorazepam tablets may be prescribed sublingually for anxiety (0.5-1mg 8 hourly).

•

The need for other oral PRN medication should also be considered.

9.2 Provision of syringe pump medication for subcutaneous administration over 24 hours4
• For patients who have been assessed by an experienced clinician as approaching the last days of
life, with no reversible factors consider prescribing and authorising syringe pump drugs in the
circumstances described in this section.
• For patients who are unable to swallow, the prescriber will usually provide an FP10 and authorise
on the Community Palliative Care Drug Chart the following:
o Current regular medication for symptom control, such as analgesics and anti-emetics,
converted to equivalent doses for subcutaneous use in a syringe pump.
o Any other medications that are now required for symptom control in the syringe pump.
o PRN subcutaneous medication for the 5 common symptoms.
o If appropriate syringe pump medication may be authorised in advance for all the 5 common
symptoms ‘Just in Case’ they are needed in the in the future (see cautions below).
• For patients who can still swallow but are likely to have difficulty with oral medication in the near
future, as they approach the last days of life, the prescriber should complete an FP10 and authorise
the following:
o PRN subcutaneous medication for each of the 5 common symptoms.
o If appropriate consider authorising syringe pump drugs in advance for these symptoms (see
cautions below).
o If authorising syringe pump drugs in advance this should include appropriate conversion of
current regular oral drugs for symptom control.
• If appropriate the prescriber may authorise a modest dose range for the syringe pump medications
to allow for 1 or 2 dose increases by District Nurses/ or other Registered Nurse working in the
community (see cautions below).
• If authorising a dose range for syringe pump drugs the prescriber should tailor this to the individual
patient and circumstances. A conservative range would allow for incorporation of 2 PRN doses of
opioid or midazolam. The usual maximum range would allow for incorporation of up to 4 PRN
doses.
o E.g. Morphine 30mg SC over 24 hours via syringe pump (PRN dose is 5mg) Conservative
range: 30-40mg. Usual maximum range: 30-50mg.
• Seek specialist advice e.g. from a hospice healthcare professional if considering authorisation of a
wider range for syringe pump drugs.
• A diluent should be prescribed for the syringe pump (usually water for injection).
• For those requiring a syringe pump the prescriber should ensure there is enough medication for
several days including PRN medication.
• For those where JiC syringe pump medication is being provided in advance, the prescriber should
ensure there is at least enough medication for 3 days (e.g. to cover a long weekend).
9.3 Cautions when authorising ‘Just in Case’ syringe pump drugs with ranges
• Syringe pump drugs should usually only be authorised in advance for patients who are thought to
be approaching the last days of life, with no reversible factors or occasionally for symptom control in
a palliative care patient who is at high risk of a specific symptom e.g. vomiting.
• In some settings (e.g. some nursing homes) the nurses may not have received adequate training to
administer syringe pump drugs based on a prescription written in advance with a range of drug
doses. In these situations it is most appropriate to prescribe PRN drugs only. Syringe pump drugs
would then be prescribed with a specified dose at the time they are required.
• For patients who have not previously had opioid or midazolam consider authorisation of these drugs
as PRN only or as a low starting dose in the syringe pump (JiC) with no range.
10. Communication and documentation
•

Good communication with patients, their relatives and carers is an essential aspect of end of life
care. The recent review of the Liverpool Care Pathway5 recommends an individualised care plan for
the dying patient. Provision of ‘Just in Case’ medication will usually take place as part of this care
plan after a discussion with the patient (and relatives/carers if possible/relevant) about their current

•
•
•

situation and what to expect in the future. Detailed guidance on care and communication in the
dying patient is beyond the scope of this guidance.
The detail of communication and prescriptions should be documented in the GP notes and the
community nursing record in the home.
If the patient consents, all relevant information should be entered on to the Electronic Palliative Care
Co-ordination System (EPaCCS) or equivalent if available.
Out of hours teams and all relevant professionals e.g. Hospice Teams/ambulance should be
informed of the present clinical situation, plan of care and medications prescribed.

11. Managing ‘Just in Case’ medication in the home
•
•

•

•
•

•
•
•

•

•

The patient/carer will obtain the dispensed medicines from the pharmacy.
If only PRN drugs have been prescribed, to aid with the easy identification of the JiC medication the
District Nurse or other Registered Nurse working in the community will do one of the following:
o In North Somerset where ‘Just in Case’ boxes are in use the nurse will bring the box to the
patient’s home and ensure medications are placed inside with syringes, needles and diluent.
o In other areas (Bristol/South Gloucestershire) the nurse should offer a ‘Just in Case’
medication label to the patient/carer which can be applied to pharmacy bag/container storing
the drugs
If syringe pump drugs are prescribed the DN will bring the syringe pump box to the house and
ensure medications are placed in the box with syringes, needles, giving sets and diluent. If JiC
medication is already authorised and in the home these drugs can be added to the syringe pump
box and the JiC box should then be removed by the DN.
The DN should complete the Stock Card for any subcutaneous controlled medication in the home.
(e.g. opioid or midazolam).
The DN will offer the patient the leaflet “Guide to your ‘Just in Case’ Medication” (see Appendix 2)
and leave the Community Palliative Care Drug Chart (completed by prescriber) in the home (see
Appendix 3).
The DN should ensure the patient’s carer is aware of the safe storage requirements for the JiC
medication.
The JiC medicines are prescribed for the named patient only and should never be used for any
other patient.
Patient’s anticipatory needs may change during the course of the illness. The DN should check JiC
medications regularly and liaise with the GP to ensure they are appropriate in terms of quantity,
dose and type. Every time any palliative care injectable drug is administered, all injectable JiC
medication should be checked. In patients who are not requiring frequent visits a check at least
every 2 weeks or after any change in clinical condition or medication is recommended. It is
important to ensure medicines do not go out of date, although this is unlikely as they will usually
only be in the home for a number of weeks. All checks should be documented in the patient’s
community nursing record and on the stock card if appropriate.
If the DN discovers during these checks that controlled drugs have gone missing and can not be
accounted for they should report this to their line manager who will need to inform the Accountable
Officer for the NHS England Local Area Team.
If the patient’s condition unexpectedly improves it may no longer be appropriate to have JiC
medication in the house. The DN or other Registered Nurse working in the community should ask
the GP to review the situation and follow guidance in section 14 if JiC medication is no longer
required.

12. Administration of ‘Just in Case’ medication
•
•

Any patient who develops uncontrolled symptoms will require a clinical assessment by a competent
healthcare professional.
Administration of prescribed medication should only take place following full clinical assessment.
Assessment should include the cause of the symptom, whether there are any reversible or treatable
factors and whether further investigation or assessment by a medical practitioner is required. The
patient must consent to treatment (or for those who lack capacity the principles set out in the Mental
Capacity Act must be followed) and wherever possible the carer/relative should be informed.

•
•

•
•

•

•

•
•

•

If the healthcare professional assessing the patient is unsure about the appropriate management
they should seek further advice from a GP or a palliative care/hospice healthcare professional.
A medical review by GP may be required:
o If there are unexplained symptoms or an unexpected sudden change in the patient’s
condition.
o If there is a potentially reversible condition which requires further assessment.
o If symptoms are not controlled with prescribed JiC medication.
o If the patient or carer requests medical assessment.
The District Nurse or Registered Nurse working in the community will document the rationale for the
administration of the medication within the patient’s clinical records.
If the DN initiates or increases syringe pump medication in line with an authorised range they must
take into account the patients symptoms and their requirements over the previous 24 hours,
including PRN and regular doses. When initiating or increasing opioid in the syringe pump any
regular or PRN oral opioid doses must be converted to subcutaneous equivalent. The nurse must
document rationale to explain the choice of dose and it is good practice to record relevant
calculations.
If the DN starts a syringe pump based on an authorisation written in advance they should usually
start on the lowest dose in range but if assessment of PRN requirements indicates the need for a
higher dose (within the range) the nurse must document rationale to explain the choice of dose and
it is good practice to record relevant calculations.
DNs will record the dose and sign for the medication administered on the Community Palliative Care
Drug Chart. There is no need to record the batch numbers of the medicines used. They will also
clearly record their assessment, reason for administering the medication and clinical response in the
Patient Record.
If controlled drugs (e.g. opioid or midazolam) are administered the Stock Card must be completed.
Any discrepancies should be reported via the local incident reporting system and if controlled drugs
have gone missing and can not be accounted for DNs should report this to their line manager who
will need to inform the Accountable Officer for the NHS England Local Area Team.
Individual care homes may choose to use their own drug chart or the Community Palliative Care
Chart, therefore, the record of administration must be written on the appropriate chart in addition to
the organisation’s nursing care plan/record.

13. Following administration of ‘Just in Case’ medication
•

•

•

•

The patient must be reviewed by a suitably qualified healthcare professional to assess symptom
control, with evidence documented in the records. How quickly this review is required should be
defined by the clinician administering the medication.
If a District Nurse/Registered Nurse working in the community has made 2 or 3 changes to a syringe
pump, based on an authorised range, and feels further changes may be needed, a review by a GP
is recommended and advice from a hospice/palliative care healthcare professional may be
considered.
If the patient has on-going symptoms a review by a GP is recommended and advice from a
hospice/palliative care healthcare professional should be considered (e.g. Hospice Community
Nurse Specialist or Hospice Advice Line)
Following GP assessment any new SC medications required should be prescribed, signed and
recorded on an FP10 and the Community Palliative Care Drug Chart as before.

14. Process for disposal of ‘Just in Case’ medication if no longer required
•

•

JiC medication should be removed from the home in the following circumstances:
o The patient dies.
o The patient is admitted to a hospice, nursing home, or hospital and does not return home
before their death.
o The patient’s condition improves and they are no longer actively deteriorating.
A healthcare professional should tell the patient’s relative/carer to return the unused drugs to a
community pharmacy for destruction.6This should be documented in the patient’s community
nursing record.

•

If a JiC box was in use it should be returned to the District Nurse, cleaned in line with the Infection
Control Policy, re-labelled and kept ready for re-use.

15. Risk Management/Liability
•

•

•

•

•

•

•

As with all drugs open to abuse, medicine supplies in patients’ homes may be subject to misuse. If
factors related to the patient, carer or environment suggest an increased risk then healthcare
professionals should carry out individual risk assessment relating to the provision of ‘Just in Case’
medication.
Patients and/or carers may misinterpret anticipatory prescribing as a way of hastening death. Good
communication and the provision of the explanatory leaflet should improve understanding.
Professionals will need to explore fears and provide appropriate support.
Anticipatory prescribing should be tailored to the individual patient and circumstances, taking into
account risks and benefits of prescribing in advance. Prescribing medication in advance is only safe
if those prescribing and administering the medication have the appropriate skills, knowledge and
competencies (see section 16).
The NPSA Rapid Response Report (July 2008)7 aimed to reduce dosing errors with opioid
medicines which may be caused by a lack of understanding of opioid doses or inadequate checks
on previous doses resulting in mismatching the needs of the patient with the dose prescribed. Every
healthcare practitioner involved in prescribing, dispensing and administering opioid medicines has a
responsibility to check that the intended dose is safe for the individual patient.
Prescribers should note that prescribing injectable medicines for subcutaneous injection is an
unlicensed route, but is supported by established clinical practice. Further information is available
from the Medicines Healthcare Regulatory Agency (MHRA) and in PCF42.
Any incidents or near misses concerning anticipatory prescribing, and remedial action taken must
be reported through the local incident reporting systems and any areas of concern will be
incorporated into the annual audit programme. Any learning from such incidents should be shared
with relevant colleagues to reduce the likelihood of the incident re-occurring.
In the event of a medication incident or an adverse drug reaction, immediate care will need to be
undertaken to minimise harm to the patient.

16. Training and competence
•
•
•
•

•

•
•
•

•

This standard operating procedure (SOP)/guideline will be made available to all relevant healthcare
staff.
All healthcare staff to whom it applies are required to read the SOP including new staff on induction.
Staff should seek further advice from their clinical manager or medicines management team if there
are any aspects of the SOP that they do not fully understand.
All District Nurses and other Registered Nurses who may be involved in administering
subcutaneous medication for palliative care patients in the community must attend syringe pump
training and have adequate knowledge of the administration and titration of medication at the end of
life.
Every member of the healthcare team has a responsibility to check that the intended dose of an
opioid medicine is safe for the individual patient. When opioid medicines are prescribed, dispensed
or administered, the healthcare practitioner concerned should be familiar with the usual starting
dose, frequency of administration, standard dosing increments, symptoms of overdose and common
side effects.
Medicines should only be prescribed, dispensed and administered by staff that have the necessary
knowledge and skills and are confident and competent to carry out this practice.
Healthcare staff must identify their own training needs and inform their manager if training needs
are identified.
The requirements for safe management of medicines may change due to changes in legislation or
best practice guidance. It is therefore essential that all healthcare staff keep up to date with current
practice.
Staff should reflect on their medicines-related learning needs when discussing their Personal
Development Plans with their manager.

17. Monitoring effectiveness of the standard operating procedure (SOP) and Guidance
A Bristol, North Somerset and South Gloucestershire working party will undertake a review at 1 year of the
effectiveness and safety of this SOP and guidance. Ongoing evaluation will include:
• Audit of Community Palliative Care Drug Charts and patient’s community notes.
• Evaluation of number of complaints relating to symptom control or provision of medication for
symptoms at the end of life.
• Evaluation/audit of medication errors/clinical incidents.
Acknowledgement
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Appendix 1:

Process flow chart: Provision of ‘Just in Case’ medication to palliative care
patients in the community
For palliative care patients who are actively deteriorating and are in the last weeks or days of life it is good
practice to provide anticipatory or ‘Just in Case’ (JiC) medication in the home1,2, for the management of
symptoms which may occur at the end of life.
Health Care Professional e.g. Community Registered Nurse (RN*)/GP/Specialist Palliative
Care Nurse identifies patient, and discusses JiC medication with patient and carer/family.
If all parties agree GP assesses patient. GP or non-medical prescriber with appropriate
competencies, completes Community Palliative Care Drug Chart and FP10. RN records
issue of JiC medication in Patient Record
Drugs dispensed and delivered/collected by patient/carer or patient discharged from
hospital/hospice with JiC medication +/- Community Palliative Care Drug Chart
RN ensures Just in Case box (North Somerset)/syringe pump box (if appropriate), and
completed Community Palliative Care Drug Chart are in the home
RN offers JiC leaflet, fills the JiC box (North Somerset) with medication or offers sticky
labels (from leaflet) and completes Stock Card for controlled drugs
RN informs others that JiC medication is in the home e.g. out of hours services and (with
consent) complete EPaCCS**/equivalent if available
RN checks box/JiC medication at least every 2 weeks and every time medication is used or
situation changes.
Administration of medication is recorded on the Community Palliative Care Drug Chart & for
controlled drugs on Stock Card. New stock balance is calculated. Rationale for choice of
drug, calculations and effect of medication recorded in Patient Record.
In symptomatic phase requiring administration of JiC medication: GP and RN assess the
patient and provide and authorise any additional medications required
When a syringe pump is commenced PRN JiC medication will be transferred to the syringe
pump box and the stock cards updated accordingly by RN.

When JiC medication no longer required (e.g. patient improves) or patient dies. RN informs
patient’s relative to return unused JiC medication to pharmacy for destruction, and JiC box
(if in use) to RN. Box cleaned with alcohol wipes, and re-used.
Pharmacist destroys all medications as appropriate.
*In most areas the community Registered Nurse (RN) or District Nurse will take the lead in
overseeing whole process.
**Electronic Palliative Care Co-ordination System.
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