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Executive summary  
 
This study of Palliative Care in Primary Care investigated the views of General Practitioners 
and Community Nurses concerning: 

• Their management of symptoms in End of Life Care 
• Their views of local out of hours care provision 
• Their preferences for further education in EOLC.  
 

This study will be of interest to all those concerned with the education of the Primary Care 
workforce in End of Life Care provision, both locally and nationally: Primary Care Trusts, GP 
Commissioning Clusters, Palliative Care Specialists, hospice education teams, Multi-
Professional Deaneries, the Department of Health End of Life Care Programme and other 
regional and national educational initiatives in End of Life Care. 
 
The key findings from the survey were: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1) Educational needs identified : 
• Conversion of oral opioids to subcutaneous opioid doses 
• Co-prescribing of laxatives and antiemetics for patients on strong opioids 
• Use of quick-acting opioids in the management of breakthrough pain 
• Use of radiotherapy and bisphosphonates in the management of bone pain 
• Broad range of indications for syringe driver use 

 
2) Need to increase awareness of night and evening services for End of Life patients 
 
3) Dissatisfaction with out of hours medical servic e provision in Peterborough 
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Introduction  
 
Primary Care is central to the provision of End of Life Care (EOLC). Most of the last year of 
life is spent at home under the care of General Practitioners (GPs) and Community Nurses 
(CNs). Nationally, 19% of deaths occur at home and 18% in care homes, under the care of 
GPs and CNs. Local and national strategies emphasise the importance of increasing EOLC 
provision at home: the involvement of GPs and CNs in the care of patients approaching the 
EOL is set to increase over the coming years. 
 
Medical and nursing student training in EOLC is limited. This leaves many clinicians feeling 
unprepared when providing care for people near the end of their lives and that they lack the 
training and knowledge required to deliver high quality EOLC. Previous studies have 
investigated the education and knowledge of GPs, while CNs have been little studied in this 
regard.  
 
This study investigated the knowledge and prescribing habits of Peterborough and 
Cambridgeshire GPs and CNs to identify training and educational needs. It also gathered 
information on their views on the out of hours services in their area and their preferences for 
further EOLC education. 
 
 
Methods  
 
Lists of GPs were obtained from the two PCTs and checked through practice websites and 
phone calls to practice receptionists. All GP Principals, salaried and long-term locum GPs 
were included: GP Trainees and short term locums were excluded. Lists of CNs are not in the 
public domain, but were obtained from the PCTs.  
 
A questionnaire based on that used in previous studies of GPs (published by S Barclay and 
colleagues) was updated and adapted to be suitable for CNs, with the help of the clinical and 
commissioning colleagues in the study team. The CN questionnaire is shown in Appendix 1 ; 
the GP questionnaire had minor differences. Printed on four sides of A4 paper, this was 
mailed to all the health professionals in the study database, with up to two reminders to non-
responders. An expert panel of specialist palliative care doctors and nurses advised on the 
responses received: further data on the expert panel views are available from the authors, and 
will be published in journal articles in due course. 
 
 
Results  
 
Replies were obtained from 54% of GPs (278/515) (Cambridgeshire 56% (233/418), 
Peterborough 46% (45/97)) and from 35% of CNs (90/255) (Cambridgeshire 31% (61/195) 
and Peterborough 48% (29/60)).   
 
Appendix 2  summarises respondent demographic characteristics. When compared with 
information publicly available about those who did not respond, no significant differences were 
found between responders and non responders for either profession. This analysis is available 
from the authors on request. This suggests that study responders were representative of all 
GPs and CNs in the two PCT areas. 
 
Managing mild, moderate and severe pain  
The majority of both GPs and CNs have a good understanding of the World Health 
Organisation’s Analgesic Ladder, treating greater pain severity with a stepwise increase from 
non-opioid, to mild opioid, to strong opioid (see Appendix 3 ). Further education at this basic 
level is not needed locally. 
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Managing side-effects of strong opioids 
Strong opioids almost invariably cause constipation and commonly cause nausea or vomiting, 
so it is recommended that a laxative is always prescribed with an antiemetic available if 
needed. Responses were as follows:  

• 73% of GPs and 84% of CNs indicated they would start an antiemetic when commencing a 
strong opioid 

• 65% of both groups would start a laxative.  
• 55% of GPs would prescribe both (Cambridgeshire 54%, Peterborough 57%) 
• 52% of CNs would start both (Cambridgeshire 56%, Peterborough 44%).  

That almost half of clinicians did not recognise the need for both antiemetic and laxative 
highlights an important educational need for both groups. 
 
 
Managing breakthrough pain on slow-release morphine  
A brief vignette was given of a patient with previously good pain relief from M.S.T. 60mg b.d. 
who starts to experience pain four hours before the next dose is due: the expert panel advised 
that the correct response would be to prescribe a quick-acting opioid (such as Oramorph) and 
consider an increase in MST dose of up to 50%. This response was given by 47% of CNs and 
59% of GPs. One fifth of both groups did not suggest prescribing a quick acting opioid: 21% of 
GPs (47/223) (Cambridgeshire GPs 20%, Peterborough GPs 27%) and 22% of CNs (14/64) 
(Cambridgeshire CNs 25%, Peterborough CNs 15%). This reveals a further educational need.  
 
 
Managing bone pain  
There was a high level of awareness of the central role of non-steroidal anti-inflammatory 
drugs (NSAIDs) in the management of bone pain: 85% of GPs (Cambridgeshire 84%, 
Peterborough 88%) and 75% of CNs (Cambridgeshire 75%, Peterborough 76%) suggested 
this approach. Radiotherapy was suggested by only 50% of GPs (Cambridgeshire 50%, 
Peterborough 49%) and 32% of CNs (Cambridgeshire 36%, Peterborough 24%), perhaps 
reflecting this treatment only being available in hospital. Steroids, bisphosphonates and non-
drug measures were rarely suggested. The value of approaches other than NSAIDs could be 
usefully addressed in educational sessions. 
 
 
Proportion of cancer patients needing strong opioid s for pain control (Figure 1) 
There was a high level of awareness among both GPs and CNs that while most cancer 
patients will require a strong opioid at some time for pain control, pain and cancer are not 
synonymous (expert opinion is that around 80% of cancer patients will require an opioid). 

Figure 1. % patients with advanced cancer thought t o need 
a strong opioid 
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Availability and frequency of use of a syringe driv er 
All Peterborough CNs stated that their team had a syringe driver; 12% of Cambridgeshire CNs 
did not. Among GPs, 55% in Cambridgeshire and 41% in Peterborough had a syringe driver in 
their practice.  Of those who were without a team/practice syringe driver, all of these CNs and 
nearly all of these GPs reported that they could access one at short notice.  
 
Figure 2 shows CNs to have greater experience of managing patients with syringe drivers 
than GPs: this is expected given that one CN works with several GPs.   
 

Figure 2. Number of patients managed with a SD in t he last year
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Education on using syringe drivers is needed for both groups: CNs because they use drivers 
frequently, GPs because they use them infrequently, yet are responsible for prescribing the 
drugs given. In addition, the current mechanical syringe drivers will be replaced over the next 
few years by electronic devices with new dose calculation methods that will need updating of 
all staff. 
 
 
Indications for use of a syringe driver 
 

Table 1 GPs (%) C GPs (%) P GPs (%) CNs (%) C CNs (%) P CNs (%) 

Treatment n = 271 n = 229 n = 42 n = 88 n = 59 n = 29 
Swallowing/unconscious/EOL 218 (80.4%) 186 (81.2%) 32 (76.2%) 67 (76.1%) 47 (80.0%) 20 (69.0%) 
Pain 129 (47.6%) 106 (46.3%) 23 (54.8%) 44 (50.0%) 25 (42.4%) 19 (65.5%) 
Nausea and vomiting 83 (30.6%) 65 (28.4%) 18 (42.9%) 40 (45.5%) 29 (49.2%) 11 (37.9%) 
Convenience/compliance 68 (25.1%) 56 (24.5%) 12 (28.6%) 15 (17.0%) 12 (20.3%) 3 (10.3%) 
Agitation/restlessness 66 (24.4%) 55 (24.0%) 11 (26.2%) 18 (20.5%) 11 (18.6%) 7 (24.1%) 
Poor absorption 23 (8.5%) 18 (7.9%) 5 (11.9%) 15 (17.0%) 12 (20.3%) 3 (10.3%) 
Bowel obstruction 18 (6.6%) 10 (4.4%) 8 (19.0%) 9 (10.2%) 7 (11.9%) 2 (6.9%) 
Secretions 13 (4.8%) 9 (3.9%) 4 (9.5%) 2 (2.3%) 2 (3.4%) 0 (0.0%) 
Other indications 53 (19.6%) 47 (20.5%) 6 (14.3%) 20 (22.7%) 14 (23.7%) 6 (20.7%) 
Total  671 552 119 230 159 71 
Missing 7 4 3 2 2 0 

 
The most common indication given was for a patient with difficulty swallowing / unconscious / 
in the terminal phase. The broader range of indications might have been assumed within this 
indication, but the infrequent suggestion of agitation, bowel obstruction, or respiratory 
secretions reveals a further educational need.  
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Conversion of oral to subcutaneous opioids 
When converting 60mg b.d. slow release oral morphine to subcutaneous opioid, most 
clinicians chose diamorphine; 57% of GPs and 73% of CNs in both areas gave the correct 
dose conversion (diamorphine 40mg/24 hours), while 16% of GPs and 8% of CNs indicated 
they did not know and / or would ask advice (responses deemed “correct” by the expert 
panel). An under-dosage of less than 40mg diamorphine/24 hours was suggested by 14% of 
GPs (Cambridgeshire 12%, Peterborough 23%) and by 10% of CNs in both areas. An over-
dosage of more than 60mg was suggested by 6% of GPs and by 3% of CNs in both areas.  
 
This is an important issue on which clear guidance is available both in the British National 
Formulary and local sources. This highlights an educational need for both professions: GPs as 
the prescribers and CNs as those administering the drugs. 
 
 
 
Drugs used in syringe drivers 
Respondents’ views of the suitability of a list of drugs for subcutaneous infusion via a syringe 
driver were compared with the expert panel view of the correctness of responses (see 
Appendix 4 ).  At least 75% of both groups correctly indicated that the drugs commonly used 
in a syringe driver (cyclizine, haloperidol, hyoscine, midazolam, diamorphine and 
levomepromazine) can be given by this route. For the three drugs listed that cannot be given 
subcutaneously due to local tissue reactions (prochlorperazine, chlorpromazine and 
diazepam), respondents were frequently unsure or gave incorrect answers.  
 
It would appear that education is not needed for most concerning what drugs may be given, 
although advice on doses of these drugs might still be appropriate. 
 
 
 
Access to out of hours services (Table 2)  
The majority of clinicians were aware they had access to out of hours services in their area: 
 

Table 2 Cambridgeshire 
clinicians 

Peterborough 
clinicians 

Yes 266 (93.0%) 68 (94.4%) 
No/Don’t know 20 (7.0%) 4 (5.6%) 

Trained 
twilight/evening 
nursing service Missing 8 2 

Yes 256 (90.8%) 64 (88.9%) 
No/Don’t know 26 (9.2%) 8 (11.1%) 

Trained night nursing 
service 

Missing 12 2 
Yes 233 (82.6%) 64 (91.4%) 
No/Don’t know 49 (17.3%) 6 (8.6%) 

Palliative care drugs 
out of hours 

Missing 12 4 
 
 
Some stated that they did not have access or did not know whether they had access to these 
services, indicating a need to increase service awareness for all clinicians.  
 
 
 
Satisfaction with out of hours services (Figure 3)  
Peterborough clinicians expressed particular dissatisfaction with medical services available for 
their patients out of hours: 
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Figure 3. % satisfied with out of hours services
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Palliative care education preferences  
In Peterborough, 93% of GPs and 97% of CNs stated they would like further education in 
Palliative Care; in Cambridgeshire the figure was 87% of GPs and again 97% of CNs. In 
Peterborough preferences were for education sessions in the hospice (62% GPs; 57% CNs) 
or in their practice (64% GPs; 68% CNs); the majority preferred lunchtimes (62% GPs; 82% 
CNs). Most Cambridgeshire GPs (74%) preferred education sessions in their practice, with 
59% preferring lunchtime; Cambridgeshire CNs had equal preferences for sessions in the 
hospice or their practices, with most preferring lunchtimes (76%). 
 
 
Free text comments 
Respondents were invited to add comments related to their roles in EOLC provision.  
 
Some felt that the small numbers of patients they care for at the EOL limited their experience 
and confidence: 
 

“I am not confident in palliative care. As part time I do not find I acquire palliative care 
‘list’, therefore limits experience” 

GP - Cambridgeshire 
 

“[This questionnaire] has highlighted that I feel I need more training / knowledge, 
especially on pain relief (I obviously rely on the GPs a lot) 

CN - Peterborough 
 
The lower response rate from CNs may reflect the comments received from some CNs that 
the questions were not relevant to their role:  
 

“I would normally rely on GPs knowing which drugs can be mixed for syringe driver” 
 CN – Cambridgeshire  

 
This contrasts with the view of the specialist nurses on the expert panel that the questions 
asked were important ones for CNs. As the number of patients receiving EOLC in the 
community increases over coming years, it will be increasingly important that CNs are familiar 
with these common issues in symptom management, which they will be encountering more 
frequently than their GP colleagues. 
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Conclusion  
 
While the knowledge of most GPs and CNs is sound in some key areas of EOLC, there 
remain significant educational needs for both professional groups. Almost all respondents 
indicated that they would like to attend such sessions.  
 
The following educational needs were identified: 
 

• Dose conversion of oral to subcutaneous opioids. 
Many respondents did not answer correctly, despite national and local guidance being 
readily available.  

 
• Co-prescribing of laxatives and antiemetics when co mmencing strong opioids. 

The almost universal opioid side-effect of constipation and the frequent side-effect of 
nausea/vomiting appear not to have been recognised by almost half of respondents. 
Laxatives are required for all patients, while antiemetics should be available in case 
needed. 
 

• The use of a quick-acting opioid for the management  of breakthrough pain.  
This rapid and effective approach to manage pain is widely advocated by experts, and 
needs to be highlighted in educational events. 
 

• The use of radiotherapy and bisphosphonates in mana ging bone pain. 
These highly effective treatments are not available at home: both are hospital 
outpatient treatments. The recent availability of radiotherapy in Peterborough may 
encourage more Primary Care practitioners to consider this treatment option. 
Education could usefully raise awareness of these and other non-drug options for bone 
pain management. 
 

• The broad range of indications for use of a syringe  driver. 
Education could usefully address the usefulness of the subcutaneous route of drug 
administration for the management of symptoms other than pain, dysphagia and the 
terminal phase. 
 

• The availability of services out of hours. 
Educational events could usefully inform practitioners of the wide range of services 
available round the clock to support their EOL patients at home. 

 
At the time of writing (February 2011) there are several EOLC educational initiatives underway 
in the East of England Strategic Health Authority area, which it is hoped will be informed by 
this project. The Principal Investigator of this questionnaire study, Dr Stephen Barclay, is 
leading the community EOL education initiative of the Cambridge HIEC (Health Innovation 
Education Cluster): an educational initiative for GPs and CNs throughout the Cambridgeshire 
and Peterborough areas, which will be informed by this study, thereby ensuring that this 
research will rapidly be implemented in practice.  
 
 
If you wish to get in touch with the research team,  please contact: 
Natalie Momen, 
CLAHRC End of Life Care Research Assistant, 
Institute of Public Health, 
University Forvie Site 
Robinson Way, 
Cambridge CB2 0SR 
 
01223 330300 
nm463@medschl.cam.ac.uk 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
Appendix 2. Demographic characteristics of responde rs. 
 

GP demographics  Cambridgeshire Peterborough 
Male 117 (50.2%) 27 (60.0%) Gender 
Female 116 (49.8%) 18 (40.0%) 
6-10 years 23 (9.9%) 4 (9.1%) 
11-15 years 43 (18.5%) 8 (18.2%) 
16-20 years 44 (19.0%) 1 (2.3%) 
21-25 years 40 (17.2%) 10 (22.7%) 
26-30 years 49 (21.1%) 9 (20.5%) 

Number of years 
qualified as a doctor 

>30 years 33 (14.2%) 12 (27.3%) 
Yes 230 (98.7%) 41 (95.3%) Year as GP 

registrar? No 3 (1.3%) 2 (4.7%) 
0-5 years 36 (15.7%) 11 (25.6%) 
6-10 years 48 (20.9%) 6 (14.0%) 
11-15 years 42 (18.3%) 1 (2.3%) 
16-20 years 43 (18.7%) 8 (18.6%) 
21-25 years 36 (15.7%) 8 (18.6%) 

Number of years as 
a GP 

>25 years 25 (10.9%) 9 (20.9%) 
GP partner 170 (73.3%) 30 (68.2%) Position 
Salaried GP 62 (26.7%) 14 (31.8%) 
Yes 189 (81.1%) 23 (51.1%) MRCGP/ FRCPG? 
No 44 (18.9%) 22 (48.9%) 
Yes 144 (61.8%) 16 (35.6%) Training practice? 
No 89 (38.2%) 29 (64.4%) 
Yes 52 (22.3%) 3 (6.7%) GP trainer? 
No 181 (77.7%) 42 (93.3%) 
1-4 41 (17.8%) 13 (28.9%) 
5-7 102 (44.3%) 25 (55.6%) 

Number of doctors in 
the practice 

8-12 87 (37.8%) 7 (15.6%) 
0-4999 20 (8.9%) 6 (13.6%) 
5000-9999 102 (45.3%) 15 (34.1%) 
10000-14999 85 (37.8%) 16 (36.4%) 

Number of patients 
registered with your 
practice 

15000+ 18 (8.0%) 7 (15.9%) 
Yes 225 (97.4%) 43 (100.0%) Palliative care 

register No 6 (2.6%) 0 (0.0%) 
Yes – all 113 (48.5%) 12 (26.7%) 
Yes – some 22 (9.4%) 8 (17.8%) 

Same building as 
CN colleagues 

No 98 (42.1%) 25 (55.6%) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

CN demographics  Cambridgeshire Peterborough 
Male 5 (8.2%) 2 (6.9%) Gender 
Female 56 (91.8%) 27 (93.1%) 
5 32 (52.2%) 19 (65.5%) 
6 20 (32.8%) 8 (27.6%) 

Nursing grade 

7 9 (14.8%) 2 (6.9%) 
0-5 years 9 (15.0%) 4 (13.8%) 
6-10 years 11 (18.3%) 3 (10.3%) 
11-15 years 8 (13.3%) 2 (6.9%) 
16-20 years 5 (8.3%) 6 (20.7%) 
21-25 years 8 (13.3%) 5 (17.2%) 
26-30 years 10 (16.7%) 5 (17.2%) 

Number of years 
qualified as a nurse 

>30 years 9 (15.0%) 4 (13.8%) 
CSN 34 (55.7%) 19 (65.5%) 
DN 21 (34.4%) 9 (31.0%) 

Current role 

Community Matron 6 (9.8%) 1 (3.4%) 
Daytime 57 (95.0%) 28 (96.6%) 
Evening/twilight 0 (0.0%) 0 (0.0%) 

Normal working 
hours 

Overnight 3 (1.0%) 1 (3.4%) 
Yes 13 (21.3%) 3 (10.3%) Ever worked in a 

specialist PC 
setting? 

No 48 (78.7%) 26 (89.7%) 

0-5 years 20 (32.8%) 11 (37.9%) 
6-10 years 18 (29.5%) 6 (20.7%) 
11-15 years 11 (18.0%) 6 (20.7%) 
16-20 years 6 (9.8%) 4 (13.8%) 
21-25 years 4 (6.6%) 0 (0.0%) 

Number of years as 
a C/DN 

>25 years 2 (3.3%) 2 (6.9%) 
0 (or N/A) 3 (5.0%) 1 (3.4%) 
1-5 20 (33.3%) 14 (48.3%) 
6-10 33 (55.0%) 14 (48.3%) 
11-15 1 (1.7%) 0 (0.0%) 

Total number of 
D/CNs in your team 

>15 3 (5.0%) 0 (0.0%) 
Yes – all 17 (27.9%) 12 (41.4%) 
Yes – some 22 (36.1%) 8 (27.6%) 

Based in same 
building as GP 
colleagues No 22 (36.1%) 9 (31.0%) 

Yes – all 39 (66.1%) 20 (71.4%) 
Yes – some 18 (30.5%) 7 (25.0%) 

Practices have a 
palliative care 
register No 2 (3.4%) 1 (3.6%) 

 



 

 

Appendix 3. Analgesia chosen to manage mild, modera te and severe pain 
 

 GPs (%) C GPs (%) P GPs (%) CNs (%) C CNs (%) P CNs (%) 
Drugs for mild pain n = 256 n = 219 n = 37 n = 77 n  = 53 n =24 
Paracetamol 216 (84.4%) 186 (84.9%) 30 (81.1%) 76 (98.7%) 52 (98.1%) 24 (100%) 
NSAID 104 (40.6%) 87 (39.7%) 17 (45.9%) 22 (28.6%) 14 (26.4%) 8 (33.3%) 
Mild/strong opioid 36 (14.1%) 32 (14.6%) 4 (10.8%) 5 (6.5%) 1 (1.9%) 4 (16.7%) 
Paracetamol & mild opiate 33 (12.9%) 25 (11.4%) 8 (21.6%) 5 (6.5%) 2 (3.8%) 3 (12.5%) 
Total 389 330 59 108 69 39  

Missing 22 14 8 13 8 5 
Drugs for moderate pain n = 256 n = 218 n =38 n = 7 6 n = 53  n = 23  
Mild opioid 193 (75.4%) 160 (73.4%) 33 (86.8%) 56 (73.7%) 40 (75.5%) 16 (69.6%) 
NSAID 79 (30.9%) 71 (32.6%) 8 (21.1%) 15 (19.7%) 9 (17.0%) 6 (26.1%) 
Strong opioid 55 (21.5%) 45 (20.6%) 5 (13.2%) 21 (27.6%) 11 (20.8%) 7 (30.4%) 
Paracetamol & mild opiate 50 (19.5%) 43 (19.7%) 12 (31.6%) 18 (23.7%) 15 (28.3%) 6 (26.1%) 
Paracetamol 37 (14.5%) 33 (15.1%) 4 (10.5%) 8 (10.5%) 7 (13.2%) 1 (4.3%) 
Partial agonist 8 (3.1%) 8 (3.7%) 0 (0.0%) 1 (1.3%) 0 (0.0%) 1 (4.3%) 
Total 422 360 62 119 82 37 

Missing 22 15 7 14 8 6 
Drugs for severe pain n = 255 n = 218 n = 37 n = 76  n = 53 n = 23  
Morphine unspecified 113 (44.3%) 99 (45.4%) 14 (37.8%) 33 (43.4%) 22 (41.5%)  11 (47.8%) 
MST/MXL 75 (29.4%) 61 (28.0%) 14 (37.8%) 19 (25.0%) 12 (22.6%) 7 (30.4%) 
Unspecified/other strong 
opioid 

66 (25.9%) 51 (23.4%) 15 (40.5%) 26 (34.2%) 22 (41.5%) 4 (17.4%) 

Fentanyl 46 (18.0%) 37 (17.0%) 9 (24.3%) 9 (11.8%) 4 (7.5%) 5 (21.7%) 
Oral morphine liquid/tabs 42 (16.5%) 31 (14.2%) 11 (29.7%) 16 (21.1%) 14 (26.4%) 2 (8.7%) 
NSAID 24 (9.4%) 22 (10.1%) 2 (5.4%) 5 (6.6%) 3 (5.7%) 2 (8.7%) 
Oral diamorphine  20 (7.8%) 19 (8.7%) 1 (2.7%) 20 (26.3%) 15 (28.3%) 5 (21.7%) 
Diamorphine/morphine 
injection 

19 (7.5%) 18 (8.3%) 1 (2.7%) 4 (5.3%) 3 (5.7%) 1 (4.3%) 

Other 27 (10.6%) 26 (11.9%) 1 (2.7%) 6 (7.9%) 3 (5.7%) 3 (13.0%) 
Total 432 364 68 138 98 40 

Missing 23 15 8 14 8 6 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Appendix 4. Suitability of drugs for subcutaneous d elivery via a syringe driver. 
 

  Correct Incorrect Unsure Missing 
 
Drugs which can be given via a syringe driver 
Metoclopramide GP 167 (62.8%) 33 (12.4%) 66 (24.8%) 12 
 CN 64 (79.0%) 6 (7.4%) 11 (13.6%) 9 
Cyclizine GP 205 (77.4%) 21 (7.9%) 39 (14.7%) 13 
 CN 64 (75.3%) 13 (15.3%) 8 (9.4%) 5 
Haloperidol GP 237 (88.8%) 6 (2.3%) 24 (9.0%) 11 
 CN 80 (94.1%) 2 (2.4%) 3 (3.5%) 5 
Hyoscine GP 216 (80.6%) 12 (4.5%) 40 (14.9%) 10 
 CN 75 (89.3%) 3 (3.6%) 6 (7.1%) 6 
Dexamethasone GP 112 (43.2%) 43 (16.6%) 104 (40.2%) 19 
 CN 54 (64.3%) 14 (16.7%) 16 (19.0%) 6 
Midazolam GP 245 (90.7%) 6 (2.2%) 19 (7.0%) 8 
 CN 82 (94.3%) 2 (2.3%) 3 (3.5%) 3 
Morphine GP 154 (60.4%) 30 (11.8%) 71 (27.8%) 23 
 CN 59 (73.8%) 9 (11.2%) 12 (15.0%) 10 
Diamorphine GP 253 (94.1%) 3 (1.2%) 13 (4.8%) 9 
 CN 87 (97.8%) 1 (1.1%) 1 (1.1%) 1 
Levomepromazine GP 213 (80.1%) 11 (4.1%) 42 (15.8%) 12 
 CN 75 (88.2%) 7 (8.2%) 3 (3.5%) 5 
Glycopyrronium GP 176 (66.9%) 7 (2.7%) 80 (30.4%) 15 
 CN 72 (85.7%) 2 (2.4%) 10 (11.9%) 6 
 
Drugs which cannot be given via a syringe driver 
Prochlorperazine GP 115 (44.4%) 40 (15.4%) 104 (40.2%) 19 
 CN 37 (45.1%) 12 (14.6%) 33 (40.2%) 8 
Chlorpromazine GP 77 (29.8%) 54 (20.9%) 127 (49.2%) 20 
 CN 31 (39.2%) 3 (3.8%) 45 (57.0%) 11 
Diazepam GP 129 (50.4%) 40 (15.6%) 87 (34.0%) 22 
 CN 37 (46.8%) 7 (8.9%) 35 (44.3%) 11 

 


