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Prescribing Algorithm for Pain for patients with renal impairment 
using FENTANYL injection subcutaneously  

 
Please note there is also an ALFENTANIL version of this algorithm 
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Adapted from the Sandwell and West Birmingham NHS Trust 
“Guideline for managing pain in the last days of life for patients 
with chronic renal impairment”  

 
 
Scope 
 
This is for use by professionals in all healthcare settings caring for patients with renal 
impairment in pain during the dying phase using fentanyl by SC injection or 
infusion.   
For the purposes of this document renal impairment may be chronic or acute, and is 
defined as eGFR <30 mls/min. 
For the purposes of this document the dying phase is considered to be a prognosis 
of less than six weeks, or if ‘phase of illness’ ranking is used then when patient is 
ranked as ‘deteriorating’ or ‘dying’. 
 
 
 
Key points for consideration 
 

 Please seek local Specialist Palliative Care advice for complex pain or if 
patient is already on background analgesia with another opioid (e.g. a 
transdermal patch) 

 
 

 This algorithm should be considered in conjunction with other SPAGG 
guidance relating to the care of patients in the dying phase.   

 If the patient is not in the dying phase then please consult the West Midlands 
Guidelines for symptom control in palliative care and follow the WHO 
analgesic ladder.   

 Fentanyl and alfentanil are opioids of choice in patients with renal impairment. 

 Patients should be assessed for reversible causes of pain and discomfort, for 
example full bladder / constipation.  

 If patients are not settling / comfortable after the given time period then further 
help should be sought from Specialist Palliative Care  
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Supportive Information 
 

 Use of fentanyl for ‘as required’ doses is limited by the volume of solution 

required at higher doses – do not give more than 100 micrograms at once. An 

alternative is to use low dose subcutaneous morphine. 

 

 If it is temporarily unavailable give morphine 1.25–2.5 mg S/C prn 

 

 Many of the opioid analgesics and their metabolites may accumulate in renal 

failure causing toxicity with myoclonic jerks, profound drowsiness/confusion, and 

respiratory depression.  Morphine and its metabolites are more likely to cause 

toxicity than fentanyl and alfentanil whose metabolites are not active.  The 

duration of effect from morphine may last longer than in a patient with normal 

renal function (see Opioid Conversion table). 

 

 In a dying patient who is comfortable on their regular opioid, even if they develop 

renal impairment it may not be necessary to convert them to fentanyl or alfentanil 

if they do not develop side effects. 

 

 

 Alfentanil is an alternative to fentanyl (see Prescribing Algorithm for pain in 

patients with renal impairment in the dying phase using alfentanil 

subcutaneously). They are different drugs, with no direct safe conversion 

between them and specialist palliative care advice should be sought if only one is 

available. 

 

 Anticipatory prescribing in this manner will ensure that in the last hours/days of 

life there is no delay responding to a symptom if it occurs 

  

 

 

 

Local Specialist Palliative Care advice should be sought: 

 

 To convert from other strong opioids  

 If symptoms are uncontrolled despite following algorithm  
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OPIOID CONVERSION TABLE 
For use in patient with Renal impairment (eGFR<30ml/min)in the dying phase 

There is no exact equivalence between opioids therefore starting low and titrating upwards is 
recommended safe practice. 

 
Approximately equivalent opioid doses for PRN use: 
 

Oral morphine Morphine injection Fentanyl injection 

5 mg 2.5 mg 25 micrograms 

10 mg 5 mg 50 micrograms 

 

 
DO NOT use these equivalent does for larger doses without specialist palliative advice, as the small 

numbers entailed have been rounded up. 

 

Approximately equivalent opioid doses for starting doses in subcutaneous infusions: 

Oral morphine in 24 hours Morphine injection via CSCI Fentanyl injection via CSCI 

30 mg 15 mg 150 micrograms 

60 mg 30 mg 300 micrograms 

 

DO NOT use morphine in continuous infusion for patients in renal impairment because of the high risk 

of accumulation and adverse effects. 

Starting dose should be based on prior opioid requirements and titrated upwards according to the 

amount of subsequent PRN doses required in addition to the continuous infusion – there is no upper 

limit provided the pain is responding well to the opioid and there are no symptoms or signs of adverse 

effects or toxicity. 

Most patients with renal failure require only low doses – if the dose is escalating, advice should be 

sought from the local Specialist Palliative Care Team. 

WMPCP Guidelines for opioid conversion are available at: 

http://www.wmcares.org.uk/wmpcp/guide/pain/relative-doses-of-opioids/  
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Prescribing Algorithm for Pain in patients with renal impairment (eGFR <30mls/min) in 
the DYING PHASE using FENTANYL SUBCUTANEOUSLY 

 

Explanation  & 
psychological  support 
for patient/ carers / family  

Exclude treatable causes for pain 
e.g. constipation  

Consider 
positioning for 
comfort 
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Is patient already taking 

opioids? 

Yes No 

If patient is already 
taking strong opioids, 

contact the Specialist 
Palliative Care Team 

for advice. 

If they are not 
available, consider 

continuing the regular 
opioid and managing 
with PRN doses, or 

use the Opioid 
Conversion Table. 

 

Fentanyl 25micrograms 
S/C 1 hourly prn1,2 

Or 
Morphine 2.5 mg S/C 1 

hourly prn 
 

If two or more doses are required over 24 hours consider 
starting a CSCI of fentanyl 100-250micrograms via syringe 
driver over 24 hours. PRN dose should be approx. 1/6th of 

the 24 hour dose. 
Example: 

150microgram/24 hours give 25 microgram prn or 
300microgram/24 hours give 50microgram prn 

 

 

Patient needs or may need parenteral analgesia 


