


























Fentanyl/ patch (Durogesic)

Reminder: Mersey Palliative Care Audit group has recommended oral

morphine as the first line strong opioid in all cases.
The fentanyl patch provides a transdermal strong opioid.

Fentanyl patches will not help if oral morphine has failed, unless there is an
absorption problem, or adverse effects prevented adequate doses from being
given. Absorption of oral morphine is not usually a problem with the rapid

onset presentations.

Patients using these patches require a rapid onset oral morphine

preparation for breakthrough pain.

The patches are suitable only when pain is stable, not if rapidly

changing.

Fentanyl patch presentations: Durogesic 25 (releasing approx. 25

micrograms/hour for 72 hours), and Durogesic 50, 75 & 100.

See Table 5 for dose conversion scheme.

Table 5: Dose Conversion: "Durogesic” patches

Note: these are only approximate. Patients must be titrated and monitored.
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In strong-opioid naive patients, start with the lowest strength patch if unable to

titrate to analgesia with an alternative opioid.

Onset is gradual, so evaluate the initial effect only after the first 24 hours.
Phase out previous analgesic therapy gradually during this time e.g. continue
4hrly oral morphine for about 6-12 hours, or apply patch at same time as the
last 12 hourly MR morphine dose, or 12- 18 hours after the last once daily MR

morphine.

Carry out dose adjustments in 72-hour steps of "25 micrograms/hour”. Many
patients need a higher strength patch after the first three days. Remember to
adjust the individual rescue dose if this occurs. More than one patch may be
used at a time for doses greater than 100 micrograms/hour (apply at the same

time to avoid confusion). Vary the site to rest the skin.

If pain relief does not last three days, some local practitioners have found that
occasionally, patients do better changing the patch every two days. However,
others prefer to increase to the next patch strength and assess response, and
only try changing every two days if pain is still poorly controlled. There has
also been local experience in two patients who were admitted on 48hrly
changes but were still not pain controlied; measurement of fentanyl levels on
day 3 showed that levels had not dropped, and the patients responded to a
change in opioid. In view of these different experiences and practices, if pain
relief does not last for the full three days seek specialist palliative care advice.
Sudden escalation of pain always warrants reassessment of the pain

syndrome.

Opioid withdrawal symptoms (such as colic, diarrhoea, nausea, sweating and
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restlessness) may occur for a few days on switching to the fentanyl patch,
even though pain is relieved. Treat with rescue doses of oral morphine (see

previous advice on Rescue Doses under MR morphine section).

At doses above 300 micrograms/hour, consider additional or alternative

analgesia.

Fentany! is an option in renal impairment because there are no active
metabolites. Dose reduction depends on renal function. Seek specialist

advice.

Changing from fentanyl patches to MR oral morphine

Remove the patch about 12 hours before the first dose of MR oral morphine,
to give time for residual levels in the skin to drop. Make sure rapid-onset oral
morphine in a sufficient rescue dose is prescribed and available to be given

during this time, if required.

Fentanyl patches and subcutaneous diamorphine infusion

1. If the patient is dying, continue using fentanyl patches as before. Use
subcutaneous diamorphine when required as rescue medication. If this is
needed regularly over 24 hours, give it by subcutaneous infusion using a

syringe driver, in addition to the patch.

2. If the patient is not dying and there is some reason to remove the patch

and convert to a syringe driver:

The conversion from the patch, to diamorphine by subcutaneous infusion

over 24hours, requires an intermediate step of calculating the patch
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equivalent in terms of oral morphine/24hours. However, if the
publicised dose conversion scheme is applied when switching in the
direction from the patch to oral morphine, this may result in a larger
dose than is actually required, even if the lower end of the morphine
range is selected. Individual titration is essential. Seek specialist
palliative care advice. The following points are only intended to
indicate the general approach.

Using the conversion scheme, convert the fentanyl patch dose to the
equivalent 24 hour oral morphine dose. Use the lower end (or less) of
the suggested equivalent range, as advised by the palliative care
specialist.

Divide this oral morphine dose by three to give the equivalent diamorphine
dose for subcutaneous infusion over 24 hours.

Start the syringe driver 12-18 hours after removing the patch.

Make sure appropriate breakthrough analgesia is prescribed and available
for the period of patch removal and after the syringe driver is set up.

Prescribing fentanyl patches

In addition to the usual Controlled Drug prescribing requirements, this is an

example of the specific fentanyl details required for the prescription;
Fentanyl patch 25 microgram per hour

Supply 10 (ten) patches
One patch to be applied every 72 hours





































