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PALLIATIVE C ARE PAIN MANAGEMENT

Managing pain in the last days of life
Pain is often feared by people in the last days of life and if not adequately controlled, it can negatively impact 
their remaining quality of life. Anticipatory prescribing of analgesics enables rapid intervention if pain arises. 
Morphine is the first-line pharmacological treatment for most patients, supported as much as possible by 
non-pharmacological pain management strategies. 

 Pain is a common symptom experienced by people in the 
last days of life. The potential for pain should be anticipated 
and analgesics prescribed so that symptoms may be 
controlled promptly when the need arises. 

 All patients in the last days of life should be regularly assessed 
for pain. If present, determine the severity, type(s) of pain and 
whether there is any cause that can be treated, e.g. urinary 
retention.
– Pain assessment can be challenging in the last days of 

life as the patient’s level of consciousness fluctuates and 
communication becomes limited. Consider other ways 
to identify pain, e.g. by recognising facial expressions 
or non-specific distress behaviours (e.g. restlessness). 
Validated scales are also available to assess pain in 
patients with cognitive impairment.

 Non-pharmacological pain management strategies are 
recommended (as appropriate) alongside pharmacological 
treatments. These may include regular repositioning, 
distraction techniques, e.g. listening to music or reminiscing, 
use of a hot/cold compress, mindfulness techniques or 
gentle massage.

 Morphine is the first-line pharmacological treatment for most 
patients in their last days of life. Fentanyl can be used instead 
of morphine for those with contraindications or significant 
renal impairment; however, the dosing regimen can be more 

complicated and the adverse effects from morphine may 
become relative, not absolute, in this setting.
– Where possible, analgesics should be prescribed via the 

subcutaneous route (convert any oral doses the patient is 
currently taking)

– Opioids should also be prescribed and administered on 
an “as needed” basis for breakthrough pain 

 Adjuvant or co-analgesics should be continued for 
specific indications until swallowing is no longer possible 
as withdrawal may worsen symptoms, e.g. tricyclic 
antidepressants or anti-epileptics for neuropathic pain, 
systemic corticosteroids for pain related to raised intracranial 
pressure, bisphosphonates or NSAIDs for bone pain; some 
medicines may be able to be converted to a subcutaneous 
route, e.g. dexamethasone

 If the patient’s symptoms do not respond to appropriate 
treatment, contact the local hospice or palliative care team 
for advice

KEY PR AC TICE POINTS:

This article is part of a series on managing symptoms 
in the last days of life. It is recommended to read this 
article in conjunction with the other articles in the 
series, particularly: “Navigating the last days of life: a 
general practice perspective”. 

https://bpac.org.nz/2023/last-days-of-life/perspective.aspx
https://bpac.org.nz/2023/last-days-of-life/perspective.aspx
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Pain in the last days of life
Pain is reported to occur in up to three-quarters of people in 
their last days of life.1, 2 Managing pain is important during the 
last days of life as for many people it is their greatest fear, and 
family/whānau do not want to see their loved one in distress. 
If pain is able to be successfully managed, a person’s overall 
experience in their last days of life can be improved.3 Pain 
should be anticipated and analgesics prescribed accordingly 
so that if it arises, prompt control is possible.4

People may experience pain related to:5

 Their terminal illness, e.g. bone pain from cancer 
metastases, pressure on organs or bones from 
tumours or metastases, headache due to raised 
intracranial pressure from a brain tumour or metastases, 
musculoskeletal pain associated with progressive 
neurological diseases such as motor neurone disease

 Chronic conditions, e.g. heart failure, multiple sclerosis, 
chronic obstructive pulmonary disease, arthritis

 Treatment-related adverse effects, e.g. mucositis, 
neuropathy, infection, lymphoedema, constipation/
bowel obstruction

 Other conditions that sometimes occur at the end of life 
such as pressure ulcers or oral candidiasis

In addition to physical causes, pain can be exacerbated by 
psychosocial factors, including fear/anxiety and spiritual 
distress.3, 6

Pain assessment

All patients in the last days of life should have regular pain 
evaluations.7, 8 However, the assessment of pain in this setting 
can be challenging as patients become less responsive or 
begin to experience delirium.* 1, 3 It can also be difficult to 
assess pain in patients with limited communication due to 
cognitive impairment.1, 3

Pain evaluation usually involves determining:4, 9

 The severity of the pain. A tool to measure pain 
intensity is recommended, e.g. verbal descriptor, 
numerical scale, Faces Pain Scale. The Abbey Pain Scale 
can be used to assess pain in patients with limited or no 
communication. 

 The type(s) of pain present (see box about adjuvant or 
co-analgesics):

– Somatic, e.g. aching, throbbing, gnawing, localised

– Visceral, e.g. deep, dull, aching, cramping

– Neuropathic, e.g. burning, shooting, tingling

– Bone, e.g. constant, deep

 Whether there is a specific cause that can be treated, 
e.g. urinary retention, constipation

 Any factors that relieve and exacerbate pain, e.g. body 
position, movement, temperature, psychological factors, 
spiritual concerns about the dying process

 The impact of pain on all aspects of the patient’s 
wellbeing and functioning 

 Practice Point: Consider other practical ways to identify 
that patients with limited communication may be experiencing 
pain, e.g. by recognising facial expressions or non-specific 
distress behaviours such as restlessness, moaning, muscle 
tension.1, 3, 8 If it is still uncertain whether a patient with limited 
communication is in pain after an initial assessment, an empiric 
trial of analgesics may be appropriate.

* For further information, see: “Managing delirium and psychological 
symptoms in the last days of life” 

Consider both non-pharmacological and 
pharmacological pain management options 
Making the patient comfortable and pain free is the primary 
goal in the last days of life. Most commonly this is achieved 
with the use of analgesic medicines (see: “Morphine is 
usually the first-line pharmacological treatment”), but non-
pharmacological strategies (see below) should be used as well 
if appropriate.4, 6, 9

Ideally, pain management will have been discussed with 
the patient and their family/whānau prior to the last days of 
life so that a plan is already in place, i.e. advance care planning, 
see: www.hqsc.govt.nz/our-work/advance-care-planning/. 

Non-pharmacological pain management strategies:3, 4, 6, 9

 Acknowledge and validate the patient’s pain experience, 
reassure them that every effort will be made to manage 
their pain 

 Minimise exposure to triggers that exacerbate pain, e.g. 
particular movements or body positions, psychological 
distress

 Encourage the family/whānau to spend time with the 
patient which may help to ease their pain

 Regularly reposition the patient (if possible and 
appropriate). This can be comforting, pressure relieving, 
and help to reduce stiffness and muscle aches. Provide 
pressure relieving aids as required. 

 Suggest relaxation or distraction techniques depending 
on the patient’s level of functioning, e.g. listening to 
music or a podcast, watching television, guided imagery 
(a technique where the person imagines positive 
images or scenarios, e.g. favourite holiday destination), 
reminiscing, mindfulness, meditation or prayer 
(depending on the patient’s spiritual or cultural beliefs)

 Use a hot or cold pack

 Gentle massage or touch (i.e. by family/whānau)

https://www.iasp-pain.org/resources/faces-pain-scale-revised/?ItemNumber=1519
https://www.apsoc.org.au/PDF/Publications/APS_Pain-in-RACF-2_Abbey_Pain_Scale.pdf
https://bpac.org.nz/2023/last-days-of-life/delirium.aspx
https://bpac.org.nz/2023/last-days-of-life/delirium.aspx
http://www.hqsc.govt.nz/our-work/advance-care-planning/
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 Create an ambient environment, e.g. by lowering lights, 
setting an appropriate room temperature, aromatherapy 

Support the use of other techniques and methods for pain 
relief that the patient or their family/whānau want to try if they 
are unlikely to cause harm, e.g. traditional techniques (such 
as Rongoā Māori, Ayurvedic or Chinese herbal medicines), 
homeopathy, acupressure/acupuncture.

Morphine is usually the first-line pharmacological 
treatment 

Opioids administered subcutaneously are recommended 
for patients with pain in the last days of life.4, 6 Patients 
already taking opioids orally usually require conversion to 
a subcutaneous form, i.e. convert oral doses of morphine to 
subcutaneous doses of morphine (see: “Oral doses should be 
converted to subcutaneous”). 

Morphine is the first-line pharmacological treatment for 
most patients in the last days of life (Figure 1).4, 6 Oxycodone 
may be considered for patients who are unable to tolerate 
morphine.4 If a patient has significant renal impairment 
(i.e. eGFR < 30 mL/min/1.73 m2), the active metabolites of 
morphine or oxycodone can accumulate resulting in opioid 
toxicity.4 Symptoms and signs of opioid toxicity include 
myoclonic jerks, excessive sedation or confusion, restlessness 
and hallucinations.1, 4 

Fentanyl (subcutaneous) may be appropriate in patients 
with significant renal impairment (Figure 2);4 however, dosing 
and administration is more complicated than morphine. 
Therefore, in practice, morphine may still be used in some 
patients with renal impairment in the last days of life, 
particularly if doses are not too high. In the last days of life, 
contraindications for treatment also become less absolute.

 Practice Point: Anticipatory prescribing of “as needed” 
doses of analgesia is also recommended in patients without 
current pain (Figure 1); if pain arises the “as needed” dose can 
be administered and then regular dosing initiated.6

Oral doses should be converted to subcutaneous 
Many patients entering into their last days of life will already 
be established on an analgesic treatment regimen, usually 
with a long-acting opioid (either oral or transdermal). For 
patients currently taking an opioid orally, conversion to a 
subcutaneous dose for 24-hour continuous subcutaneous 
infusion is recommended in the last days of life (Table 1).4, 6 
This is often required as the patient’s level of consciousness 
and alertness is expected to reduce during this period, which 
makes swallowing no longer possible.6, 8 If a patient is currently 
using transdermal fentanyl, patches can remain in situ and 
subcutaneous fentanyl (unapproved route) can be prescribed 
and administered on an “as needed” basis for breakthrough 
pain (Table 1).4, 6 

Table 1. Dose conversion and “breakthrough” dose calculations for subcutaneous morphine, oxycodone and fentanyl.6

Dose conversion calculations

Conversion from Conversion to Calculation

Oral morphine Subcutaneous morphine Divide oral dose by 2

Oral oxycodone Subcutaneous oxycodone Divide oral dose by 1.5 or multiply by 
0.667 (to get two-thirds of oral dose)

Subcutaneous dose 24-hour dose for continuous 
subcutaneous infusion

Total number of doses (regular + 
“breakthrough”) required in previous 
24 hours (excluding doses needed for 
incident pain)

  Opioid conversion guides are available from the New Zealand Formulary: nzf.org.nz/nzf_70672#nzf_70708

  An online Australian-based opioid conversion calculator is available from: www.eviq.org.au/clinical-resources/
eviq-calculators/3201-opioid-conversion-calculator

Subcutaneous “breakthrough” dose calculations

Subcutaneous “breakthrough” dose of morphine/oxycodone is equivalent to one sixth of the total 24-hour dose, to be prescribed 
every hour (occasionally every thirty minutes), as needed

Subcutaneous “breakthrough” dose of fentanyl is equivalent to the hourly dose of transdermal fentanyl to a maximum dose of 
100 micrograms in 2 mL

https://nzf.org.nz/nzf_70672#nzf_70708
https://www.eviq.org.au/clinical-resources/eviq-calculators/3201-opioid-conversion-calculator
https://www.eviq.org.au/clinical-resources/eviq-calculators/3201-opioid-conversion-calculator
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Figure 1. Anticipatory prescribing for pain algorithm for patients with normal renal function in the last days of life. Adapted from 
South Island Palliative Care Workstream, 2020.6

CSCI = continuous subcutaneous infusion

Does the patient have sufficient renal function? 
i.e. eGFR > 30 mL/min/1.73 m2, or significant renal impairment is unlikely if eGFR is not 
known

Is the patient already taking morphine, oxycodone or transdermal fentanyl?
 N.B. If methadone is being taken, contact the local hospice or palliative care team for advice.

Morphine/oxycodone
 Convert dose to a 24-hour CSCI – see Table 1
 Prescribe “breakthrough” doses of subcutaneous 

morphine/oxycodone, every hour, to a maximum 
of eight “breakthrough” doses within 24 hours (see 
Table 1). The “breakthrough” dose may at times be 
prescribed every 30 minutes, as needed.

Fentanyl 
 Continue with fentanyl patches if being used
 Prescribe “breakthrough” doses of subcutaneous 

fentanyl, every hour to a maximum of eight 
“breakthrough doses” within 24 hours (see Table 1). 
The “breakthrough” dose may at times be prescribed 
every 30 minutes, as needed. 

Prescribe “as needed” doses of subcutaneous 
morphine/oxycodone, e.g. 1 – 5 mg, every one 
to two hours, depending on individual clinical 
condition

Review patient within 12 hours
If pain occurs/persists, convert to a 24-hour CSCI (see 
Table 1)

Review patient within 24 hours
 If pain persists and/or at least three “breakthrough” doses have been required (other than doses needed for 

incident pain), increase morphine/oxycodone in CSCI by the total additional dose required in the previous 24 hours 
(excluding doses needed for incident pain)

 Calculate the new “breakthrough” dose of morphine/oxycodone accordingly
 Review the patient within a further 24 hours
 For patients taking fentanyl, contact the local hospice or palliative care team for advice on dose titrations and 

conversions

If pain remains or is increasing, or if additional support is required, contact the local 
hospice or palliative care team for advice

See Figure 2

Yes

Yes No

No
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Figure 2. Anticipatory prescribing for pain algorithm for patients with impaired renal function in the last 
days of life. Adapted from South Island Palliative Care Workstream, 2020.6

CSCI = continuous subcutaneous infusion

Is the patient likely to have significant renal 
impairment? i.e. eGFR < 30 mL/min/1.73 m2 

Discussion with the local hospice or palliative 
care team may be required before initiating 
subcutaneous fentanyl in the community; 
morphine may still be able to be used

Is the patient already taking morphine, oxycodone, transdermal fentanyl or oral methadone?

 Morphine/oxycodone: it may be 
appropriate to convert to subcutaneous 
fentanyl 

 Fentanyl patch: leave in situ and prescribe 
“breakthrough” doses of subcutaneous 
fentanyl (see Table 1)

 Oral methadone: continue oral dosing 
for as long as possible. Contact the local 
hospice or palliative care team for advice 
on subcutaneous dosing when oral dosing 
is no longer possible.

Contact the local hospice or palliative 
care team for advice on converting to/
initiating subcutaneous fentanyl

Is pain present?

 Prescribe and 
administer fentanyl 
10 – 20 micrograms 
subcutaneously 
(stat) and then every 
hour, as needed for 
breakthrough pain

 Consider prescribing 
and initiating fentanyl 
100 – 300 micrograms 
via 24-hour CSCI

Prescribe “as needed” doses 
of subcutaneous fentanyl, 
e.g. 10 – 20 micrograms, 
every hour, if there are no 
contraindications

Review patient within 12 
hours
If pain occurs/persists 
consider prescribing 
and initiating fentanyl 
100 – 300 micrograms via 
24-hour CSCI

Review patient within 24 hours
 If pain persists and/or at least three “breakthrough” doses have been required (other than doses needed for incident pain), 

increase fentanyl in the CSCI by the total additional dose required in the previous 24 hours (excluding doses needed for 
incident pain)

 Calculate the new subcutaneous “breakthrough” dose of fentanyl accordingly (to a maximum dose of 100 micrograms in 2 
mL) - see Table 1

If pain remains or is increasing, or if additional support is required, contact the local 
hospice or palliative care team for advice

See Figure 1
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No

No

No
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 Practice Point: Fentanyl patches take 72 hours to reach 
steady state and should not be initiated in patients who are 
opioid naïve.10 The lowest dose fentanyl patch (12.5 micrograms 
per hour) is equivalent to up to 60 mg of oral morphine.10

Prescribe “as needed” doses for breakthrough pain
Subcutaneous morphine/oxycodone doses should also 
be prescribed and administered on an “as needed” basis 
for breakthrough pain (Table 1).6 “Breakthrough” doses are 
generally one-sixth of the total 24-hour dose and should be 
prescribed every hour (occasionally every thirty minutes) 
as needed. A maximum of eight “breakthrough” doses 
administered within 24 hours are recommended.6 If the patient 
has incident pain, e.g. pain associated with movement such 
as changing position, dressing changes, administer the “as 
needed” dose prior to the activity.6

If pain persists and/or at least three “breakthrough” doses 
have been required (other than those needed for incident 
pain) within 24 hours, increase the dose of the opioid in the 
continuous subcutaneous infusion by the total additional dose 
required in the previous 24 hours (excluding doses needed for 
incident pain).6 A new “breakthrough” dose will now need to be 
calculated.6 If pain still persists after a further 24 hours, contact 
the local hospice or palliative care team.6

 Adjuvant or co-analgesics should be continued 
for specific indications until swallowing is no longer 
possible as withdrawal may worsen symptoms, 
e.g. tricyclic antidepressants or anti-epileptics 
for neuropathic pain, systemic corticosteroids 
for pain related to raised intracranial pressure, 
bisphosphonates or NSAIDs for bone pain.3, 8 If the 
medicine is not being used for analgesia alone it may 
be able to be converted to a subcutaneous route if it 
is still required, e.g. dexamethasone. Contact the local 
hospice or palliative care team for advice if required. 

Laxatives are usually only required if constipation is 
causing discomfort in the last days of life 
Almost all patients taking strong opioids experience persistent 
constipation and are routinely co-prescribed an oral laxative 
regimen. In the last days of life, however, constipation may 
not cause symptoms and the benefit from laxatives during 
this time may be limited.1, 8 Oral laxatives are ceased once 
swallowing is no longer possible. Suppositories or enemas are 
rarely required in the last days of life and they should only be 
considered if constipation is causing significant discomfort to 
the patient.8
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