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Appendix 1: Summary of progression of the criteria through the Delphi exercise 

Section* Statement and rationale Round 1 
ratings 
(median, IQR) 

Outcome Revised statement and rationale Round 2 
ratings 
(median, IQR) 

Outcome 

1.1 Corticosteroids should be 
limited to short-term use (≤4 
weeks) for the treatment of 
anorexia-cachexia. 
 
Rationale: The appetite 
stimulating effects of 
corticosteroids tend to decrease 
after four weeks.  

4 (3.25-4) Revise Corticosteroids should be limited to 
short-term use (≤4 weeks total 
treatment including weaning period; 
with administration of a maintenance 
dose as low as possible if the patients’ 
symptoms deteriorate during weaning) 
for the treatment of for the treatment of 
anorexia-cachexia, unless there is a 
marked decrease in appetite following 
discontinuation. 
 
Rationale: The appetite stimulating 
effects of corticosteroids tend to 
decrease after four weeks of treatment. 

4 (4-4) Accept 

1.2 Megestrol acetate should be 
used if longer term treatment 
(>4 weeks) is required for 
anorexia-cachexia. 
 
Rationale: Megestrol acetate 
may be preferable to 
corticosteroids over longer 
treatment periods in terms of 
clinical benefits and tolerability. 

2 (2-3) Reject 
after 
review by 
Steering 
Committee 

N/A N/A N/A 

2.1 Benzodiazepines should be 
limited to short-term use (≤4 

4 (3.25-4.75) Revise Benzodiazepines should be limited to 
short-term use (≤4 weeks) where 

5 (4-5) Accept 
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weeks) for the treatment of 
anxiety. 
 
Rationale: There is a lack of 
evidence to support long-term 
use of benzodiazepines as 
anxiolytics and they are 
associated with numerous 
adverse events (e.g. falls, 
cognitive impairments), 
particularly if used for extended 
periods. 

possible for the treatment of anxiety, 
and the benefits associated with the 
ongoing prescription of benzodiazepines 
should be regularly balanced against 
potential risks (e.g. falls, delirium). 
 
Rationale: There is a lack of evidence to 
support long-term use of 
benzodiazepines as anxiolytics and they 
are associated with numerous adverse 
events (e.g. falls, cognitive impairments), 
particularly if used for extended periods. 

2.2 Selective serotonin reuptake 
inhibitors (SSRIs) should be used 
as first-line treatment for 
anxiety if longer term treatment 
(>4 weeks) is required. 
 
Rationale: Despite a lack of high 
quality evidence to support the 
use of any specific drug for the 
treatment of anxiety in patients 
with cancer receiving palliative 
care, SSRIs are commonly 
recommended as first-line 
pharmacological treatment for 
anxiety in patients with cancer. 

4 (3.25-4) Revise Selective serotonin reuptake inhibitors 
(SSRIs) should be considered as first-line 
treatment for anxiety if longer term 
treatment (>4 weeks) is required. 
 
Rationale: Despite a lack of high quality 
evidence to support the use of any 
specific drug for the treatment of anxiety 
in patients with cancer receiving 
palliative care, SSRIs are commonly 
recommended as first-line 
pharmacological treatment for anxiety in 
patients with cancer. 
 

4 (4-4) Accept 

3.1 Ensure that patients 
experiencing constipation are 
prescribed laxative treatment in 

4 (4-5) Accept 
with minor 
revision** 

Ensure that patients requiring 
pharmacological treatment for 
constipation are prescribed laxative 

N/A N/A 
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accordance with current clinical 
guidelines and/or treatment 
protocols. 
 
Rationale: There is a lack of 
available evidence to inform 
optimal laxative management 
for constipation in patients 
receiving palliative care and, 
therefore, relevant clinical 
guidelines or treatment 
protocols should be followed. 

treatment in accordance with current 
clinical guidelines and/or treatment 
protocols 
 
Rationale: There is a lack of available 
evidence to inform optimal laxative 
management for constipation in patients 
receiving palliative care and, therefore, 
relevant clinical guidelines or treatment 
protocols should be followed. 

3.2 Avoid combinations of laxatives 
as first-line treatment for 
constipation. 
 
Rationale: There is a lack of 
evidence to support routine use 
of combinations of laxatives in 
patients receiving palliative care. 

4 (2-4) Revise Avoid combinations of different classes 
of laxatives as routine first-line 
treatment for constipation. 
 
Rationale: There is a lack of evidence to 
support routine use of combinations of 
different classes of laxatives in patients 
receiving palliative care. 
 

4 (4-4) Accept 

3.3 Avoid the use of oral liquid 
paraffin as a laxative. 
 
Rationale: There is potential for 
aspiration and other adverse 
effects (e.g. anal discharge and 
irritation, granulomatous 
reaction). Safer alternatives are 
available. 

5 (5-5) Accept N/A N/A N/A 
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3.4 Patients who are prescribed 
opioid analgesics should also be 
prescribed laxative treatment in 
accordance with current clinical 
guidelines and/or treatment 
protocols. 
 
Rationale: Most patients with 
palliative care needs who are 
receiving treatment with opioids 
require a regular laxative. 

5 (5-5) Accept N/A N/A N/A 

3.5 Reserve the use of μ-opioid 
receptor antagonists (e.g. 
methylnaltrexone, naloxegol) for 
patients experiencing opioid-
induced constipation who fail to 
respond to laxative therapy. 
 
Rationale: It is recommended 
that μ-opioid receptor 
antagonists should only be 
considered in patients 
experiencing opioid-induced 
constipation who fail to respond 
to laxative therapy. 

5 (4-5) Accept N/A N/A N/A 

4.1 Antipsychotics should be used as 
first-line pharmacological 
treatment for delirium. 
 

4 (3.25-4) Revise Antipsychotics should be considered as 
first-line pharmacological treatment for 
the management of delirium involving 
distressing symptoms, and following a 
comprehensive review of reversible 

4 (4-5) Accept 
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Rationale: Despite a lack of high 
quality evidence to support the 
use of any specific drug for the 
treatment of delirium in patients 
with cancer receiving palliative 
care, antipsychotics are 
commonly recommended as 
first-line pharmacological 
treatment. 

causes and use of non-pharmacological 
approaches. 
 
Rationale: Despite a lack of high quality 
evidence to support the use of any 
specific drug for the treatment of 
delirium in patients with cancer 
receiving palliative care, antipsychotics 
are commonly recommended as first-line 
pharmacological treatment. 

5.1 Ensure that patients requiring 
pharmacological treatment for 
depression are prescribed 
antidepressant treatment in 
accordance with current clinical 
guidelines and/or treatment 
protocols. 
 
Rationale: There is a lack of 
available evidence to inform 
optimal pharmacological 
management of depression in 
palliative care and, therefore, 
relevant clinical guidelines or 
treatment protocols should be 
followed. 

4 (4-5) Accept N/A N/A N/A 

5.2 Avoid the use of tricyclic 
antidepressants (e.g. 
amitriptyline, nortriptyline) as 

5 (4-5) Accept N/A N/A N/A 
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first-line treatment for 
depression. 
 
Rationale: Safer alternatives are 
available. 

5.3 Avoid the use of monoamine 
oxidase inhibitors (e.g. 
moclobemide, tranylcypromine). 
 
Rationale: These drugs can 
interact with drugs and dietary 
substances causing serious, and 
potentially fatal, adverse events 
(e.g. hypertensive crises). Safer 
alternatives are available. 

5 (5-5) Accept N/A N/A N/A 

6.1 Loperamide should be used as 
first-line treatment for mild to 
moderate diarrhoea. 
 
Rationale: Despite a limited 
number of robust and large-
scale evaluations of loperamide 
for the treatment of diarrhoea in 
patients receiving palliative care, 
it is commonly recommended as 
first-line treatment. Loperamide 
lacks CNS effects at therapeutic 
doses and also has more potent 
anti-diarrhoeal effects and a 
longer duration of action than 

4 (4-4.75) Accept 
with minor 
revision** 

Loperamide should be considered as 
first-line treatment for mild (≤4 loose 
motions per day) to moderate 
uncomplicated diarrhoea (4-6 loose 
motions per day) except in cases where 
there is a clearly identifiable cause that 
requires an alternative treatment 
approach (e.g. infectious diarrhoea, 
overflow, drug-induced diarrhoea). 
 
Rationale: Despite a limited number of 
robust and large-scale evaluations of 
loperamide for the treatment of 
diarrhoea in patients receiving palliative 
care, it is commonly recommended as 

N/A N/A 
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other drugs, such as 
diphenoxylate and codeine. 

first-line treatment. Loperamide lacks 
CNS effects at therapeutic doses and 
also has more potent anti-diarrhoeal 
effects and a longer duration of action 
than other drugs, such as diphenoxylate 
and codeine. 
 

7.1 Low dose opioids (≤30 mg oral 
morphine equivalent/day) 
should be used as first-line 
pharmacological treatment for 
dyspnoea/breathlessness. 
 
Rationale: Low dose opioids may 
help to relieve breathlessness in 
adults with advanced disease 
and terminal illness. 

4 (4-5) Accept 
with minor 
revision** 

Low dose opioids (up to a maximum of 
30 mg oral morphine equivalent/day) 
should be considered as first-line 
pharmacological treatment for 
dyspnoea/breathlessness where the 
management of the underlying cause(s) 
of dyspnoea has been optimised.  
 
Rationale: Low dose opioids may help to 
relieve breathlessness in adults with 
advanced disease and terminal illness. 
 

N/A N/A 

8.1 Avoid the use of corticosteroids 
for the treatment of fatigue. 
 
Rationale: There is a lack of 
available evidence to support 
the use of any specific drug for 
the treatment of fatigue in 
patients with cancer receiving 
palliative care. 

2 (2-4) Revise The use of corticosteroids for the 
treatment of fatigue should only be 
considered on a short-term trial basis 
and should be discontinued if no 
evidence of treatment benefit within 3-5 
days. 
 
Rationale: There is a lack of available 
evidence to support the use of any 
specific drug for the treatment of fatigue 
in patients with cancer receiving 

4 (4-5) Accept 
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palliative care. However, based on 
clinical experience, a short trial of 
corticosteroids may be beneficial. 

8.2 Avoid the use of 
psychostimulants (e.g. 
methylphenidate) for the 
treatment of fatigue. 
 
Rationale: There is a lack of 
available evidence to support 
the use of any specific drug for 
the treatment of fatigue in 
patients with cancer receiving 
palliative care. 

4 (2.25-4.75) Revise The use of psychostimulants (e.g. 
methylphenidate) for the treatment of 
fatigue should only be considered on a 
short-term trial basis initially (≤3 days 
treatment after titration to the 
appropriate dose) and discontinued if no 
evidence of treatment benefit. 
 
Rationale: There is a lack of available 
evidence to support the use of any 
specific drug for the treatment of fatigue 
in patients with cancer receiving 
palliative care. However, based on 
clinical experience a short trial of 
psychostimulants may be beneficial if 
contraindications do not exist. 
 
 

4 (4-5) Accept 

9.1 Benzodiazepines should be 
limited to short-term use (≤4 
weeks) for the treatment of 
insomnia. 
 
Rationale: There is a lack of 
evidence to support long-term 
use of benzodiazepines for 
insomnia and they are 

4 (3-4) Revise Benzodiazepines should be limited to 
short-term use (≤4 weeks) for the 
treatment of insomnia, unless there is a 
marked increase in symptoms following 
discontinuation, and where the 
underlying cause of insomnia e.g. pain, 
depression, has been addressed.  
 

4 (4-4) Accept 
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associated with numerous 
adverse events (e.g. falls, 
cognitive impairments), 
particularly if used for extended 
periods. 

Rationale: There is a lack of evidence to 
support long-term use of 
benzodiazepines for insomnia and they 
are associated with numerous adverse 
events (e.g. falls, cognitive impairments), 
particularly if used for extended periods. 

9.2 Z-drugs (e.g. zopiclone, 
zolpidem) should be limited to 
short-term use (≤4 weeks) for 
the treatment of insomnia. 
 
Rationale: There is a lack of 
evidence to support long-term 
use of Z-drugs for insomnia and 
they are associated with 
numerous adverse events (e.g. 
falls, cognitive impairments), 
particularly if used for extended 
periods. 

3.5 (2-4) Revise Z-drugs (e.g. zopiclone, zolpidem) should 
be limited to short-term use (≤4 weeks) 
for the treatment of insomnia, unless 
there is a marked increase in symptoms 
following discontinuation and where the 
underlying cause of insomnia e.g. pain, 
depression, has been addressed.  
 
Rationale: There is a lack of evidence to 
support long-term use of Z-drugs for 
insomnia and they are associated with 
numerous adverse events (e.g. falls, 
cognitive impairments), particularly if 
used for extended periods. 
 

4 (4-4) Accept 

10.1 Ensure that patients requiring 
pharmacological treatment for 
nausea and vomiting are 
prescribed anti-emetic 
treatment in accordance with 
current clinical guidelines and/or 
treatment protocols. 
 

5 (4-5) Accept 
with minor 
revision** 

Ensure that patients requiring 
pharmacological treatment for nausea 
and vomiting are prescribed anti-emetic 
treatment in accordance with current 
clinical guidelines and/or treatment 
protocols, taking into account the 
underlying cause of the nausea and 
vomiting and tailoring the treatment 
appropriately. 

N/A N/A 
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Rationale: There are multiple 
different underlying causes of 
nausea and vomiting in older 
patients with cancer with 
palliative care needs which has 
implications in terms of 
treatment strategies and, 
therefore, relevant clinical 
guidelines or treatment 
protocols should be followed. 

 
Rationale: There are multiple different 
underlying causes of nausea and 
vomiting in older patients with cancer 
with palliative care needs which has 
implications in terms of treatment 
strategies and, therefore, relevant 
clinical guidelines or treatment protocols 
should be followed. 
 

10.2 Avoid the use of hyoscine as 
first-line treatment for nausea 
and vomiting. 
 
Rationale: Hyoscine is highly 
anticholinergic and can cause a 
range of side-effects such as dry 
mouth and constipation. 

5 (4-5) Accept 
with minor 
revision** 

Avoid the use of hyoscine hydrobromide 
as first-line treatment for nausea and 
vomiting. 
 
Rationale: Hyoscine is highly 
anticholinergic and can cause a range of 
side-effects such as dry mouth and 
constipation. 

N/A N/A 

10.3 The use of metoclopramide for 
the treatment of nausea and 
vomiting should be limited to 
short periods (≤5 days). 
 
Rationale: The risks of 
neurological effects associated 
with metoclopramide use (e.g. 
extrapyramidal disorders, 
tardive dyskinesia) may 
outweigh the benefits with 
longer term treatment. 

2 (1-2.75) Reject 
after 
review by 
Steering 
Committee 

N/A N/A N/A 
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10.4 The use of domperidone for the 
treatment of nausea and 
vomiting should be limited to 
short-periods (≤7 days). 
 
Rationale: Domperidone should 
be used for the shortest possible 
duration (maximum treatment 
duration should not normally 
exceed one week) due to the 
potential risk of cardiac side-
effects. 

2 (1.25-4) Reject 
after 
review by 
Steering 
Committee 

N/A N/A N/A 

11.1 Ensure that patients requiring 
pharmacological treatment for 
pain are prescribed analgesic 
treatment in accordance with 
current clinical guidelines and/or 
treatment protocols. 
 
Rationale: There are multiple 
different underlying causes of 
pain in older patients with 
cancer with palliative care needs 
which has implications in terms 
of treatment strategies and, 
therefore, relevant clinical 
guidelines or treatment 
protocols should be followed. 

5 (5-5) Accept N/A N/A N/A 



 

 Page 12 of 13 

11.2 Patients who are prescribed a 
long-acting opioid preparation 
(e.g. modified or sustained 
release formulation) should also 
be prescribed a short-acting 
opioid for break-through pain. 
 
Rationale: Breakthrough pain is 
common in patients with cancer 
and can negative impact on their 
quality of life. Therefore, 
patients should be prescribed a 
short-acting opioid for break-
through pain to be taken if 
required. 

5 (5-5) Accept N/A N/A N/A 

11.3 Celecoxib (selective COX-2 
inhibitor) should be used as first-
line treatment for patients 
requiring non-steroidal anti-
inflammatory drugs (NSAIDs). 
 
Rationale: Compared to non-
selective NSAIDs (e.g. aspirin, 
ibuprofen, diclofenac), celecoxib 
has a lower risk of 
gastrointestinal complications, 
and a similar risk profile in terms 
of cardiotoxicity and 
nephrotoxicity. 

3 (2-4) Reject 
after 
review by 
Steering 
Committee 

N/A N/A N/A 
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11.4 Avoid the concurrent use of 
NSAIDs and corticosteroids 
without prophylactic treatment 
with a gastroprotective drug 
(e.g. proton pump inhibitor). 
 
Rationale: Concurrent use of 
NSAIDs and corticosteroids 
increases the risk of gastric 
bleeding and, therefore, it 
should be avoided or else a 
gastroprotective drugs should 
also be administered. 

5 (4-5) Accept N/A N/A N/A 

12.1 Avoid using two or more drugs 
from the same pharmacological 
class, except if prescribing is in 
line with current clinical 
guidelines (e.g. short-acting and 
long-acting opioids). 
 
Rationale: Unnecessary 
therapeutic duplication and 
potential to increase risk of 
adverse events. 

5 (4-5) Accept 
with minor 
revision** 

Avoid using two or more drugs from the 
same pharmacological class where 
possible, except if prescribing is in line 
with current clinical guidelines (e.g. 
short-acting and long-acting opioids) 
 
Rationale: Unnecessary therapeutic 
duplication and potential to increase risk 
of adverse events. 
 

N/A N/A 

* Section codes; 1=Anorexia-cachexia; 2=Anxiety; 3=Constipation; 4=Delirium; 5=Depression; 6=Diarrhoea; 7=Dyspnoea/Breathlessness; 8=Fatigue; 

9=Insomnia; 10=Nausea and vomiting; 11=Pain; 12=Duplicate drug classes 

** The Steering Committee made minor revisions to statements that clearly met acceptance criteria following a review of additional comments 

provided  

 


