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A Guide to Symptom Control at  
End of Life in Advanced Dementia

PAIN

The information outlined in this document is intended as a guide only. All medication doses derived using the information 
below should be checked and prescribed by an experienced practitioner. The dosage of medication is based on several factors 
primarily the clinical condition of the patient and including concurrent medications, patient safety and optimising symptom 
control.
Consider reversible causes of pain.  Consider the use of a pain assessment scale (eg Abbey Pain Scale), to identify pain 
and monitor response to analgesia in patients with advance dementia.

For patients with impaired or compromised swallow who are already taking oral opioids, dependent on the clinical condition of 
the patient consider switching the route of opioid administration. Follow standard dosing advice for conversion of regular oral 
analgesia to transdermal (TD) patch if prognosis is weeks – months or a subcutaneous (SC) infusion if prognosis is days – short 
weeks. Use current Opioid Conversion Chart (see BNF: Prescribing in palliative care and/or contact the Palliative Care Team). 
PRN break through dose of opioid analgesia should be one sixth of the daily dose (oral or subcutaneous) if already established 
on opioids.   
For end-of-life care, if 3 or more doses of SC injections are required in 24 hours or if the patient is unable to take oral 
meds consider using a syringe driver.  If two or more breakthrough doses needed in 24 hours, please consult the Medical 
Officer or Palliative Care Team for advice. Breakthrough medication dose is dependent on base line medication dose in 24 
hours.   
Always consider whether the pain is opioid responsive or not.  On-going review of the patient by multidisciplinary 
team as indicated.  Observe for signs of opioid toxicity e.g. nightmares, visual hallucinations, anxiety, agitation, 
euphoria, dysphoria, depression, paranoia, and hallucinations. Pin-point pupils or myoclonic jerking, mild peripheral 
vasodilation may occur and result in orthostatic hypotension, respiratory depression. However reliance on pupillary 
miosis to diagnose opioid intoxication can be misleading. If sufficiently severe, hypertension and pupillary dilation 
may present because of CNS hypoxia. Seek medical opinion as needed.
 
In end of life situations where the prognosis is short (eg days), for patients already on a transdermal opioid patch and requiring 
regular further analgesia, consider commencement of analgesia via SC infusion in addition to the patch.  Usually start at the 
lowest dose of medication for symptom control and titrate according to need and side effects. Seek palliative care team 
advice as appropriate.

DEFINITIONS: 

Opioid Naïve Patient 
A patient who has never previously taken an opioid

End of Life Care
End of life care is a continuum of palliative care and is usually used to describe the care that is offered during the period when death is 
imminent, and life expectancy is limited to a short number of days, hours or less.  
(Glossary of Terms, HSE Palliative Care Programme, May 2012)• 
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MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Paracetamol Suppositories / PO 
Tablets / Dispersible 
500mg (max 1g per 
dose)

1g QID PO
Max 4g per 24 hours
Dose may need 
adjustment dependent 
on weight
500mgs QID 
If weight less than 50kgs
max 3g 24hrs

1st line PO, PR administration in patients with 
dementia may be misinterpreted as assault 
causing distress and/or resistance.

Diclofenac / 
NSAID

PO 25, 50, 75mgs/
Suppositories 100mg

Max 150mg per 24 hour 
in divided doses

1st line PO, PR administration in patient with 
dementia may be misinterpreted as assault 
causing distress and/or resistance. Caution 
if renal impairment or peptic ulcer disease. 
However, if the patient is imminently dying, has 
renal impairment and has pain that is not opioid 
responsive, a NSAID may be required for quality 
of life. Consider a PPI

Oramorph PO Solution 
(10mg/5mls)

1.25 – 2.5mg starting 
dose 4hr PRN

Side effects – nausea, vomiting, constipation, 
opioid toxicity. May need to start regular 
anti-emetic. Suggest PRN antiemetic. Consider 
laxatives.  Contraindicated in congestive heart 
failure, IHD, peripheral arterial disease. Cautious 
with risk factors for cerebrovascular disease.

Morphine Bolus SC injection 1.25mg – 2.5mg
starting dose in opioid 
naïve

Vomiting, constipation, opioid toxicity.
Need to titrate dose based on response and side 
effects

Morphine SC infusion 5mg – 10mg over 24hrs 
starting dose in opioid 
naïve.
If renal failure consider 
alternative opioid.

Possible delay of  a few hours before therapeutic 
onset of analgesia using SC infusion. If currently 
in pain give bolus injections at onset to cover 
delay. May need to add anti-emetic to syringe 
driver. Requires nursing staff trained in use of 
syringe drivers.
1.5 - 2 times as strong as morphine sulphate. 
Side effects similar including: opioid toxicity, 
constipation, nausea, vomiting.

Oxycodone 
Oxynorm fast 
acting oral

PO Solution / tablets Starting dose 1-2mgs 
4hrly PRN

Consider if development of opioid toxicity with 
morphine or Hydromorphone.

Oxycodone 
(Oxynorm)
Fast acting SC

Bolus SC injection 1-2mg starting dose in 
opioid naïve.
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MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Oxycodone SC 
infusion

Consider 2.5 – 5mg 
over 24hrs as a starting 
dose in an opioid 
naïve patient. However 
the dose required is 
dependent on the 
clinical needs of the 
patient and the efficacy 
and side effects of the 
breakthrough opioids 
received.

Side effects similar to morphine.

Buprenorphine TD patch BuTrans: 7 day patches 
delivering 5, 10, 20mcg 
/ hour

TD route is contraindicated for the management 
of acute pain or severely uncontrolled pain which 
required rapid titration.
There is a minimum of a 12 hour delay before 
onset of analgesia when the first patch is 
applied.
For opioid naïve patients the lowest strength 
patch should be prescribed. Buprenorphine 
patch is 12mg/ hrs is equivalent to 10mgs of oral 
morphine in 24 hours.
Side effects as above for morphine.
Rate of absorption may be increased and 
may cause toxicity if underlying skin becomes 
vasodilated (e.g a. febrile patient, external heat 
source such as heat pad). 

Fentanyl TD patch 72 hour patches 
delivering 12, 25, 50, 
100mcg / hour

The 12mcg Fentanyl patch is equivalent to 30mg 
oral morphine over 24 hours.
The 25mcg Fentanyl patch is equivalent to at 
least 60mg oral morphine over 24hours.
Caution as may need a lower starting dose in 
the opioid naïve patient. Side effects of opioid 
toxicity (confusion, agitation or sedation 
depression) There is a minimum of a 12 hour 
delay before onset of analgesia when the first 
patch is applied.
Less constipating than morphine.
Absorption problems as for Buprenorphine. Risk 
of Serotonin syndrome when core administered 
SSRI’s
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VOMITING

• Consider reversible causes of nausea & vomiting including infection, constipation, gastritis and/or reflux, electrolyte 

imbalance, drugs, pain and/or anxiety.

• Antipsychotic medication: 30% overall increase in mortality with use in patients with dementia.  Greater sensitivity in 

dementia to extra pyramidal side effects and QT prolongation.  Use may be appropriate in end of life care to optimise 

quality of life.

MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Metoclopramide
(Maxolon)

Injection 5mg/ml

2ml ampoule

Dose 10mg TID SC max 
30mg in 24hrs or
30mg over 24hrs SC 
infusion

For gastric stasis as cause of nausea/vomiting.
Problems with large volume in SC infusion at 
higher doses.
Contraindicated if patient has colic/organic 
bowel obstruction/parkinsonism.
Can cause acute dystonic reactions including 
oculogyric crisis.

Cyclizine lactate
(Valoid)

Bolus injection. SC 
route is preferable as 
it is less painful than 
IM
50mg/ml ampoule

Dose 50mg SC max tds. In syringe driver, Cyclizine is incompatible with 
sodium chloride. Use water for injection as 
diluent.

SC infusion 
100-150mgs over 
24hrs via syringe 
driver

100-150mgs  over 24hrs 
via syringe driver

Can cause injection site reactions. If site reactions 
occur, consider the following: dose reduction, 
increase volume of dilutent or change anti-
emetic.
Can be constipating.
Should not be used in combination with 
Metoclopramide.

Haloperidol
(Serenace)

Bolus injection,
SC infusion
5mg/ml ampoule

Doses 1-1.5mg 
SC bolus dose.
2.5- 5 mg dose via 
syringe driver over 24hrs

Caution: antipsychotic (see above) Risk of 
extrapyramidalism

Levomepromazine
(Nozinan)

Bolus injection,
SC infusion
25mg/ml ampoule

6.25mg SC stat
Starting dose 

6.25-12.5mg via syringe 
driver over 24hrs.

Caution: antipsychotic (see above)
Long half life so can be given as once daily 
injection or add to CSCI. 
Broad spectrum anti-emetic.

Can cause drowsiness. Not for use if hx of seizures, 
lowers seizure threshold.
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FEVER

• Consider appropriateness of investigating and treating the cause of fever.

MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Paracetamol PO/ suppositories 
500mg/1g
(max 1g per dose)

1g QID PO
Max 4g per 24 hours
Dose may need 
adjustment dependent 
on weight
500mgs QID 

PR administration in patients with dementia 
may be misinterpreted as assault causing 
distress and/or resistance.

Diclofenac PO 25, 50, 75mgs 
Suppositories 100mgs

Max 150 mgs per 24 hour 
in divided doses.

Oral route preferable as PR administration in 
patients with dementia may be interpreted 
as assault causing distress and/or resistance 
consider adding proton pump inhibitor. 
Contraindicated in congestive heart failure, IHD, 
peripheral arterial disease. Cautious with risk 
factors for cerebrovascular disease.

EXCESS SECRETIONS

• The following anti-cholinergic drugs will also ease abdominal colic and bladder spasms.

• All carry a risk of precipitating narrow angle glaucoma in older people.

MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Hyoscine 
butylbromide
(Buscopan)

Bolus injection

SC infusion
20mg/ml ampoule

20mg SC

Starting dose 40-60 mgs 
over 24hours via syringe 
driver

Does not cross blood brain barrier and therefore 
has no central depressant/stimulant activity. 
Avoid in combination with Metoclopramide 
(metoclopramie is prokinetic, hyoscine 
hydrobromide is antispasmodic)

Glycopyrronium
(Robinul)

Bolus injection
SC infusion
200mcg/ml (1 & 3ml 
ampoules)

400mcg SC every 4- 6 
hrs if required
600-1200 mcg over 
24hrs via syringe driver
Max dose
2400mcg in 24 hours

Longer onset of action and longer duration of 
action than Hyoscine hydrobromide.
Not sedative or anti-emetic

Hyoscine 
hydrobromide
(Hyoscine)

Bolus injection

SC infusion
400mcg/ml ampoule

400 mcgs SC every 4-8 
hrs

1200mcg starting dose 
over 24 hrs via syringe 
driver
Max dose
2400mcg in 24 hours

Crosses the blood brain barrier. Sedative but 
occasionally causes paradoxical agitation.

Scopoderm TTS TD patches Hyoscine hydrobromide 
1mg over 72hrs

Not to be used if on SC hyoscine hydrobromide 
already. Central action so can cause drowsiness 
or agitation.
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CONVULSIONS

• Position patient to avoid injury and maximise blood pressure in the recovery position.

• Ensure airway is clear.

• Check for hypoglycaemia if diabetic.

Avoid Levomepromazine as it lowers the seizure threshold. 
If convulsion does not resolve spontaneously after 5 minutes, consider:

MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Midazolam Buccal liquid 10mg/ml 
Injection 1mg/ml (2 
& 5ml ampoules), 
2mg/ml (2 & 10ml 
ampoules)

Dose 2.5- 5 mg buccally 
or
5-10mg SC

For emergency treatment of convulsions.
Risk of respiratory depression (reversible with 
flumazenil)
Caution re dose calculation if higher strength 
ampoules used.

Diazepam Rectal liquid 2.5mg, 
5mg and 10mg dose 
tubes

250mcg per kg.
Max dose 12.5mg for 
50kg pt (start with 5mg 
dose)
Max dose 15mg for 
60+kg pt.
Repeated after 15 
minutes if still fitting.

Risk of respiratory depression

If seizure persists, seek medical advice.
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RESTLESSNESS and AGITATION

• Consider potentially reversible causes of restlessness and acute agitation including infections, urinary retention, 

constipation, pain, electrolyte imbalance, hypoglycaemia, hypoxia, drugs (anticholinergics, opioids, benzodiazepines, 

antipsychotics), and drug withdrawal (including alcohol & nicotine). Investigate and treat if the benefits of those actions 

outweigh the burdens for the patient.

• Assess for anxiety, fear, emotional and spiritual distress and for behavioural and psychological symptoms of dementia.

• If the patient is nearing the end of life, consider the possibility of terminal agitation and restlessness.

• Identify appropriate therapeutic goals and necessary symptom relief. Initial non-pharmacological approaches may be 

successful.

• If medication is necessary, use the lowest dose to ease symptoms and review after 24hours or sooner.

MEDICATION FORM DOSE INDICATIONS / DISADVANTAGES

Alprazolam
(Xanax)

PO (0.25-0.5mg) 0.25-0.5mg

TID/PRN

For use in management of anxiety.
Relatively short duration of action.

May cause paradoxical agitation.

Haloperidol
(Serenace)

0.5mgs PO
Bolus injection 
5mg/ml ampoule

Dose 0.5mgs PO TID/ 
PRN

Caution: antipsychotic (see top page 3)
Use may be appropriate in end of life care to 
optimise quality of life.

2.5mg starting dose
SC infusion via 
syringe driver over 
24hrs.

Dose 1-2mg SC or IM 
(SC route preferable as 
it is less painful than IM 
route)

High risk of side effects: extrapyramidal and QT 
prolongation.

Levomepromazine
(Nozinan)

Bolus injection 
25mg/ml

Dose 6.25-12.5mg SC 
stat

Caution: antipsychotic (see top page 3)
May be useful if agitation & paranoia are 
predominant symptoms. May cause sedation.

6.25-25mg over 24hrs 
SC infusion in syringe 
driver

More sedating than haloperidol.
(lowers seizure threshold, avoid if history of 
seizure)

Midazolam Bolus injection 
1mg/ml (2 & 5ml 
ampoules)
SC infusion
2mg/ml (5ml amp)
5mg/ml (2 & 10ml 
amp)

2.5mg SC stat as starting 
dose. Repeated 2-4 
hourly prn.
5-10mg SC infusion 
over 24hrs via syringe 
driver as starting dose 
dependent on need.

Shorter duration of action than diazepam.
For use in management of anxiety, agitation.
Caution re dose calculation if higher strength 
ampoules used.
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MEDICATION MANAGEMENT AUDIT

QUESTION NO YES PARTIAL N/A COMMENT

Publications available on Ward
• The Code of Professional Conduct for each Nurse 

& Midwife (An Bord Altranais, 2000)
• Guidance to Nurses & Midwives on Medication 

Management (An Bord Altranais, 2007)
• Updated BNF/MIMS

Medication Management Policy

1. Is there a Medication Management Policy and 
Procedures available?

2. Scheduled Controlled Drugs (MDA’S). Do two 
members of staff check in and sign out the drug 
before administration?

3. Are the MDA keys kept by an RGN at all times?

4. Is there evidence that a count of the controlled 
drugs takes place at changeover of shifts?

5. Is the administration of each controlled drug 
documented appropriately?

6. Is there a procedure in place for the requisition of 
controlled drugs?

7. Are controlled medications locked in Separate 
cupboard, as per policy?

8. Does the stock of controlled medication in the 
cupboard correspond with the balance in the 
MDA book?

Prescription

9. Is the resident’s/patient’s name recorded on every 
page of the Drug Administration Record?

10. Is each medication signed by the prescriber?

11. Are all entries in black ink?

12. Is the Drug Prescription Record legible?

13. Do all (PRN) medications state the maximum dose 
in 24 hours?

14. Does the Drug Prescription Record document the
     a) Frequency of drug administered?
     b) Dose of the drug administered?

15. Does the Drug Prescription Record document 
the route administration? (e.g. oral drops, 
intramuscular, inhalation, subcutaneous, rectal, 
topical etc.)

A Guide to Symptom Control at End of Life in Advanced Dementia
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MEDICATION MANAGEMENT AUDIT

QUESTION NO YES PARTIAL N/A COMMENT

16. Is the crushing of each medication prescribed?

17. Is the discontinuation date recorded and 
documented by prescriber on Drug Prescription 
Record?

18. Is all oxygen in use prescribed?

19. Is the Drug Sensitivity/Allergy section 
completed?

Drug Administration Record

20. Is the Drug Administration Record legible?

21. Are the reasons for omission of medication 
always documented?

22. Are all prescribed medications administered?   
(1 week period)

23. Is the resident’s/patient’s photograph on each 
Drug Prescription & Administration Record?

24. Is there an up to date list of all nursing      
signatures and initials?

25. Is the signature of the nurse who gave the 
medication the same as the signature held on 
record by the unit, as stated in local policy An 
Bord Altranais?

Storage

26. Is the drug trolley secure when not in use?

27. Is there a designated refrigerator used to store 
products that require refrigeration?

28. Is the fridge temperature recorded daily?

29. Is there anything else stored in the designated 
fridge which may contaminate contents e.g. 
food/drink?

30. Are liquid preparations stored appropriately?

31. Are all discontinued/expired/
unwantedmedicines returned to pharmacy?

32. Are all medications with a short expiry date 
dated on opening and discarded within the 
stated time e.g. GTN, eye drops, antibiotic liquid?

A Guide to Symptom Control at End of Life in Advanced Dementia

September 2013     IHF/SVH/SBH 9



 

Prepared by: Palliative M
eds Info. (See w

w
w

.olh.ie for Term
s and Conditions.)                                                                                                                        Prepared: August 2012                                                                                                                                                                                                          Review

: August 2013 

O
PIO

ID CO
N

VERSIO
N

 CHART 
There are differences in the literature regarding opioid conversion ratios. The conversion ratios listed below

 are the conversion ratios com
m

only used in practice at O
ur Lady’s H

ospice and  
C

are Services (O
LH

&
C

S). The inform
ation outlined below

 is intended as a guide only. All m
edication doses derived using the inform

ation below
 should be checked and prescribed by an          

experienced practitioner. The dosage of a new
 opioid is based on several factors including the available equi-analgesic dose data, the clinical condition of the patient, concurrent             

m
edications and patient safety. It is recom

m
ended that the new

 dose should be reduced by 30-50%
 to allow

 for incom
plete cross-tolerance. The patient should be m

onitored closely until 
stable w

hen sw
itching opioid m

edications. 

G
O

LDEN
 RU

LE: W
HEN

 CHAN
G

IN
G FRO

M
 O

N
E O

PIO
ID TO

 AN
O

THER ALW
AYS CO

N
VERT TO

 M
O

RPHIN
E FIRST. 

O
RAL M

O
RPHIN

E TO
 O

RAL O
PIO

IDS 
O

RAL O
PIO

IDS TO
 PARENTERAL O

PIO
IDS 

PARENTERAL M
O

RPHINE TO
 O

THER O
PIO

IDS 
TRAN

SDERM
AL O

PIO
ID TO

 O
RAL M

O
RPHIN

E 

PO
 →

 PO 
RATIO 

PO
 →

 IV/SC 
RATIO 

IV/SC →
 IV/SC 

RATIO 
TD →

 PO 
RATIO 

M
orphine →

 O
xycodone 

1.5:1 
M

orphine →
 M

orphine 
  

2:1 
M

orphine →
 O

xycodone 
1.5:1 

Buprenorphine →
 M

orphine 
1:75 

M
orphine →

 Hydrom
orphone 

5:1 
O

xycodone →
 O

xycodone 
2:1 

M
orphine →

 Hydrom
orphone 

5:1 
Fentanyl →

  M
orphine 

1:100 

  
Hydrom

orphone →
 Hydrom

orphone 
2:1 

M
orphine →

  Alfentanil 
15:1 

  

M
O

RPHIN
E 

24 hour dose 

O
XYCO

DO
N

E 

24 hour dose 

HYDRO
M

O
RPHO

N
E 

24 hour dose 

FEN
TAN

YL 

 

ALFEN
TAN

IL 

24 hour dose 

BU
PREN

O
RPHIN

E 

O
RAL 

IV/SC 
O

RAL 
IV/SC 

O
RAL 

IV/SC 
TRAN

SDERM
AL

# 
IV/SC 

TRAN
SDERM

AL
# 

5m
g 

2.5m
g 

3.33m
g 

1.66m
g 

1m
g 

0.5m
g 

- 
0.16m

g 
- 

10m
g 

5m
g 

6.66m
g 

3.33m
g 

2m
g 

1m
g 

- 
0.33m

g 
5 m

icrogram
s/hour * 

14.4m
g 

7.2m
g 

9.6m
g 

4.8m
g 

2.88m
g 

1.44m
g 

6 m
icrogram

s/hour 
0.48m

g 
- 

20m
g 

10m
g 

13.33m
g 

6.66m
g 

4m
g 

2m
g 

- 
0.66m

g 
10 m

icrogram
s/hour * 

28.8m
g 

14.4m
g 

19.2m
g 

9.6m
g 

5.76m
g 

2.88m
g 

12 m
icrogram

s/hour 
0.96m

g 
- 

30m
g 

15m
g 

20m
g 

10m
g 

6m
g 

3m
g 

- 
1m

g 
15 m

icrogram
s/hour * 

50m
g 

25m
g 

33.33m
g 

16.66m
g 

10m
g 

5m
g 

- 
1.6m

g 
25 m

icrogram
s/hour * 

60m
g 

30m
g 

40m
g 

20m
g 

12m
g 

6m
g 

25 m
icrogram

s/hour 
2m

g 
35 m

icrogram
s/hour * 

100m
g 

50m
g 

66.66m
g 

33.33m
g 

20m
g 

10m
g 

- 
3.3m

g 
52.5m

icrogram
s/hour * 

120m
g 

60m
g 

80m
g 

40m
g 

24m
g 

12m
g 

50 m
icrogram

s/hour 
4m

g 
70 m

icrogram
s/hour * 

150m
g 

75m
g 

100m
g 

50m
g 

30m
g 

15m
g 

- 
5m

g 
  

180m
g 

90m
g 

120m
g 

60m
g 

36m
g 

18m
g 

75 m
icrogram

s/hour 
6m

g 
  

200m
g 

100m
g 

133.33m
g 

66.66m
g 

40m
g 

20m
g 

- 
6.66m

g 
  

240m
g 

120m
g 

160m
g 

80m
g 

48m
g 

24m
g 

100 m
icrogram

s/hour 
8m

g 
  

 # Transderm
al fentanyl and buprenorphine patches are prescribed in m

icrogram
s (m

cg)/hour. Equivalent doses are based on the 24 hour dose of fentanyl or buprenorphine received from
 a patch. 

* Based on buprenorphine to m
orphine ratio of 1:70-83. 

(N
ote: This table does not incorporate recom

m
ended dose reductions of 30-50%

.) 

WARD CONVERSION CHART

A Guide to Symptom Control at End of Life in Advanced Dementia

September 2013     IHF/SVH/SBH 10

References
Please see Palliative Medicines Information Services webpage on Our Lady’s Hospice and Care Services, Harold’s Cross website 

for current opioid conversion chart. www.olh.ie



REFERENCES

HSE Abbreviations, June 2010.
Non-benefit of active nutritional support in advanced 
dementia
IMAJ 2006 Vol. 8 pp 505-506

Dennehy
Analysis of patient’s rights: dementia and PEG insertion
British Journal of Nursing 2006 Vol. 15 No. 1 pp 18-20

Finucane, Christmas & Travis
Tube feeding in patients with advanced dementia: A review 
of the evidence
JAMA 1999 Vol. 282 No. 14 pp1365-1370

Gillick
Rethinking the role of tube feeding in patients with 
advanced dementia
New England Journal of Medicine 2000 Vol 342 No 3

Partridge & Campbell
Artifical Nutrition and Hydration – Guidance in End of Life 
Care for Adults
National Council for Palliative Care May 2007

Sampson, Candy & Jones
Enteral tube feeding for older people with advanced 
dementia
The Cochrane Library 2009 Issue 4

White
Nutrition in advanced Alzheimer’s disease
NC Med J 2005 Vol. 66 No. 4 pp 307-312

Hickson. M., and Frost G.
An investigation into the relationship between quality of 
life, nutritional status and physical function.
Clinical nutrition 2003 23 p 213-221

Langmore. S., Terpenning. M., Schork. A., Chen. Y., Murray. J., 
Lopatin. D., Loeshce. W. Predictors of aspiration pneumonia: 
how important is dysphagia?
Dysphagia 1998 Vol. 13 p 69-81 

Logemann
Evaluation and treatment of swallowing disorders.
1998 Second edition. Austin Texas PRO-ED Inc. p 236-245

HA Smith, J Kindell, RC Baldwin, D Waterman and AJ Makin
Swallowing problems and dementia in acute hospital 
settings: practical guidance for the management of 
dysphagia
Clinical Medicine 2009, Vol. 9, No. 6 544-8

Royal College of Physicians and British Society of 
Gastroenterologists
Oral feeding difficulties and dilemmas: A guide to practical 
care, particularly towards the end of life.
London: Royal College of Physicians, 2010

British National Formulary Sept 2009
www.bnf.org

Twycross R. and Wilcock A.
Palliative Care Formulary Third Edition 2007

Holen JC, Saltvedt I, Fayers PM, et al.
The Norwegian Doloplus-2, a tool for behavioural pain 
assessment: translation and pilot-validation in nursing 
home patients with cognitive impairment.
Palliative Medicine 2005, 19, 411-7.

Professor Sube Bannerjee
The use of antipsychotic medication for people with 
dementia: Time for action.
Department of Health, November 2009

Glossary of Terms  Palliative Care Programme, Clinical 
Strategy and Programmes Directorate, May 2012, p3.

Adapted from
Peterborough Palliative Care in Dementia Group; Compromised Swallowing

as part of Planning for the Future Project, St. Vincent’s Hospital, Athy, Co. Kildare  
and St. Brigid’s Hospice, The Curragh, Co. Kildare.

A Guide to Symptom Control at End of Life in Advanced Dementia

September 2013     IHF/SVH/SBH 11


