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Guidance for primary care teams on use of alfentanil in syringe drivers

Morphine and diamorphine metabolites accumulate in renal impairment.  In mild renal impairment, dose reduction can be sufficient to manage the symptoms.  In the case of severe renal impairment or renal failure, transdermal fentanyl is usually substituted for morphine.  

In some instances, including the terminal phase of a patient’s illness, conversion to a continuous subcutaneous infusion (CSCI) via syringe driver is needed.  In mild renal impairment, the combination of diamorphine with midazolam is appropriate.  However, a small minority of patients may warrant the use of alfentanil via syringe driver.  

Alfentanil is a parenteral opioid analgesic commonly used as an intraoperative anaesthetic agent, but which is of value in the management of pain in patients with renal failure.  It is metabolised in the liver to inactive compounds and has a short half-life and short duration of action.  

Alfentanil is compatible with most other palliative care drugs when used at usual concentrations.  In the management of the terminal phase, there should be no problems combining alfentanil with hyoscine butylbromide or with midazolam.  However, combination with cyclizine is likely to be incompatible.  

Potency

Alfentanil is approximately ¼ the potency of fentanyl, but is 10 times more potent than diamorphine.

Dosage

Approximate conversion ratios:

Oral morphine sulphate to subcutaneous alfentanil, give 1/30th of the total daily dose via syringe driver.

eg
Zomorph 60mg bd = 120mg daily = 4 mg alfentanil/24 hrs 

Subcutaneous diamorphine to subcutaneous alfentanil, give 1/10th of the daily dose via syringe driver.


eg
diamorphine 30 mg/24 hrs = 3mg alfentanil/24 hrs

Breakthrough analgesia

Alfentanil has a duration of action of only 10-15 minutes and therefore longer-acting subcutaneous diamorphine should be used at the dose indicated.  Contact the Palliative Care Team or your local hospice for advice on the dosage if the symptoms remain uncontrolled.

Dose escalation

Close contact will be maintained between the Palliative Care Team and primary care team following the patient’s discharge.  The normal procedure for dose adjustment will be dependent upon prn requirements, but it is advised that adjustments are made upwards in 

0.5mg increments.  
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