
PAEDIATRIC PALLIATIVE CARE GUIDELINES:    
CONSTIPATION MANAGEMENT 

Principles: 
 Constipation refers to the infrequent and difficult passage of small, hard feaces. 
 Constipation is an often-overlooked symptom that can cause distress and complications.  
 Anticipate and prevent constipation, especially when prescribing regular opioids. 

Assessment: 
 Take a clinical history of the constipation, including the child’s current bowel pattern compared to their 

normal, the associated symptoms of constipation (e.g. loss of bowel control, abdominal pain, nausea, PR 
bleeding), and contributory factors (e.g. dietary changes, dehydration, immobility, current medications, and 
neurological conditions). 

 Perform an abdominal examination. Sigmoid loading can usually be detected on abdominal examination 
alone. Rectal examination is rarely necessary, can be traumatic, and is contraindicated in patients undergoing 
chemotherapy. 

 Request any appropriate investigations. 

Management: 
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of symptoms and any underlying causes. These aspects of care are important and should occur 
concurrently, however for some children the underlying cause may be unclear. Management should then 
focus on improving symptoms and quality of life with regular reassessment. 
 

 

Treat Underlying 
Causes 

 History, examination and investigations should look for underlying causes for 
constipation. Common causes include: 

 Medications (e.g. opioids, anticholinergics, chemotherapy, antidepressants) 
 Reduced food intake and/or dehydration, immobility, low fiber diet 
 Hypothyroidism 

General Measures  Encourage fluid intake. 
 Increase fibre in diet. Consider vegetable oil or margarine (1 tablespoon at breakfast) 
and/or crushed dried papaya seeds (1-5 teaspoons daily). 

 Encourage exercise and ambulation where possible. 
 Assess and manage pain with non-opioid medication. 

Pharmacologic 
Treatment 

 Start with one oral 
medication and 
titrate dose before 
adding a second 
oral medication of 
the opposite class 
(e.g. softening + 
stimulant).  
 
 

 Rectal medications, 
if used, should 
always be given in 
conjunction with 
oral laxatives. 

Oral medication: 
 Lactulose (softening): 1-2 g/kg/day OD or BD 
 Liquid Paraffin (softening) 

3 – 12 years:          5  – 20 mL OD (max dose: 20 mL/day) 
> 12 years:            10 – 30 mL OD (max dose: 45 mL/day) 

 Bisacodyl (stimulant) 
4 – 10 years:          5mg nocte 
>10 years:              5 – 10 mg nocte (max dose: 20 mg/day) 

Rectal medication: 
 Glycerine suppositories for hard stool 

1 month – 1 year:  1 g suppository 
1 – 12 years:          2 g suppository 
> 12 years:            4 g suppository  

 Bisacodyl suppositories for soft stool  
>2 years:               5 – 10 mg OD 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES: 
DELIRIUM MANAGEMENT 

Principles: 
 Delirium is an acute confusional state that typically involves a disturbance of consciousness, attention and 

cognition. The symptoms often fluctuate.  
 Children commonly present with general listlessness and paucity of speech, however hyperactive delirium 

may be present.  
 Delirium is extremely common in children approaching the end of life. 

Assessment: 
 Take a full history from child and all caretakers. 
 Use the free online tool Cornell Assessment of Paediatric Delirium (CAPD) for delirium screening. The 

scoring system will indicate “Delirium Present” or “Delirium Not Present” to aid with further management. 
 Examine the child thoroughly for underlying causes and request any appropriate investigations. 

Management: 
 Management of delirium in children should primarily be behavioural.  
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of any symptoms and underlying causes. These aspects of care are important and should occur 
concurrently, however for some children the underlying cause may be unclear. Management should then 
focus on improving symptoms and quality of life with regular reassessment. 
 

  

Treat Underlying 
Causes 

 History, examination and investigations should focus on finding or excluding 
underlying causes for delirium. 

 Medication side effect (e.g. opiate toxicity, anticholinergics, sedatives) 
 Withdrawal 
 Infections, metabolic abnormalities (e.g. renal impairment, hypercalcaemia) 
 Other: Urinary retention, constipation, intracranial event 

Behavioural 
Management 

 Caregiver orientation 
 Comfort the child and educate the family regarding delirium in order to provide 
the child emotional and psychological support. 

 Caregivers should remain with the child as much as possible during this time. 
 Environmental factors 

 Orient the child by reminding and asking them of the time, place, persons. 
 Ensure regular sleep cycles as age appropriate. 
 Move child to a quieter part of the ward to decrease stimulation. 
 Ensure continuity of staff to assist with child’s orientation. 

Pharmacologic 
Treatment 

 Only to be used if 
patient refractory 
to behavioural 
interventions 

Haloperidol PO:          0.01-0.02 mg/kg every 8 -12 hours (max dose: 10 mg/day) 
 

Diazepam PO: May cause paradoxical agitation in children. 
 2 – 12 years:     0.5-2 mg every 8 hours 
 >12 years:        2 mg every 8 hours, can increase dose as necessary  

(max dose: 30 mg/day) 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES: 
BREATHLESSNESS MANAGEMENT 

Principles: 
 Breathlessness (dyspnoea) is a very distressing symptom experienced by many children with advanced 

disease or terminal illness. 
 Breathlessness has various organic causes that requires investigation, appropriate investigation and 

management. However, its sudden onset in a child with terminal illness may indicate a terminal event.  

Assessment: 
 Take a full, holistic history from the child and caregivers and complete a clinical examination. 
 Order any appropriate investigations (e.g. pulse oximetry, CXR, CBC). 

Management: 
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of any symptoms and underlying causes. These aspects of care are important and should occur 
concurrently. 

 Among patients with advanced terminal illness, treatment of underlying causes may not be possible.  
Management should then focus on improving symptoms and quality of life with regular reassessment. 
 
 

 

 

General Measures  Treat underlying causes appropriately (e.g. pneumonia, tumor, effusion, 
pneumothorax, musculoskeletal weakness). 

 Reassure child; breathlessness can be frightening and is exacerbated by anxiety. 
 Sit the child upright or allow patient to lean forward on forearms in the “tripod position.” 
 Ensure air flow across their face (e.g. place next to an open window or fan).  

Behavioural 
Management 

 Breathing and relaxation exercises are beneficial and should be taught to the child and 
caregivers: 

 Slow breathing: Purse lips during exhalation, as if whistling. 
 Diaphragmatic breathing: Place one hand on chest and one hand on abdomen, with 
goal of moving the abdomen to breathe. 

 Progressive muscle relaxation: Tense arms for 5 seconds, then relax. Repeat with 
shoulders, legs, etc.  

 Guided imagery: Encourage child to imagine a pleasant place and ask them detailed 
questions (e.g. Who or what is there with you?).  

Pharmacologic 
Treatment 

 Morphine PO:          0.1 mg/kg every 4 hours (max dose: 0.4 mg/kg/dose) 
 

If on morphine for pain control, give as needed doses of 10-15% of the total 24- 
hour dose (e.g. if receiving 10mg/day, give 1-1.5mg PRN). 

 
 Diazepam PO: Can be helpful if symptoms are associated with anxiety or panic attacks. 

 2 – 12 years:    0.5-2 mg every 8 hours 
 >12 years:       2 mg every 8 hours, can increase dose as necessary  

(max dose: 30 mg/day) 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES: 
END OF LIFE CARE 

Principles: 
 At the end of life, goals of care change to prioritize comfort and quality of life. 
 Listening to the child and their family is paramount. Empowering families with basic nursing skills and 

knowledge to care for their loved one can bring union, peace and comfort at an otherwise difficult time. 

Assessment: 
 Clinical signs found towards the end of life: 

 Loss of interest in their surroundings and decreased interaction with others 
 Increasing periods of sleep; irregular or noisy breathing 
 Minimal oral intake, decreased urine and stool output, changes in skin colour and/or temperature 
 Rapid deterioration 

 Common symptoms found towards the end of life: pain, agitation, nausea and excessive respiratory 
secretions.  

Management: 
 Treat any reversible causes of the child’s deterioration (e.g. dehydration, infections, drug toxicity, electrolyte 

abnormalities). 
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of any symptoms or underlying causes.  
 Consider anticipatory prescribing prior to the presentation of symptoms. This may avoid delays in treatment 

but must be determined on a case-by-case basis. 

 

General measures 

Psychological, 
Social and 
Spiritual 
Needs 

 The end of life is an emotional time and requires health care professionals’ compassion and 
consideration. Take time to listen to the concerns of the child and their family. Break bad 
news sensitively. Encourage the family to be present during these difficult conversations. 
Hold the child’s hand or talk directly to the child even if there is no visible response - the 
child may be able to hear even if they cannot respond. 

 Consider spiritual support. Consider the best place of death for the child and their family. 
Would discharge home be best? 

Streamline 
Interventions 

 Discontinue interventions that do not directly change management or quality of life (e.g. 
vital signs, blood draws). 

 Discontinue any medications given for long-term risk reduction (e.g. anti-hypertensives). 
 If the child is unable to swallow choose an appropriate route to give necessary medications 
(e.g. via NG tube, subcutaneous, parenteral or per rectum). 

 Subcutaneous route (SC) is preferred over IV or IM routes due to pharmacokinetics 
and reduced trauma. A butterfly needle may be inserted for regular SC injections. 

Comfort 
Nursing Care 

 Manage pain and infection. Keep the child clean and dry. 
 Regularly clean the mouth with a moist cloth wrapped around a spoon. 
 Pressure sore prevention: Examine for early signs of sores (e.g. skin discoloration).  
Turn child every 2 hours. Place soft cushioning beneath common pressure areas to avoid 
pressure on bony prominences (e.g. heels, wrists). 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES:  
FUNGATING WOUNDS MANAGEMENT 

Principles: 
 Wounds can cause social isolation and low self-esteem. However, with the appropriate support even the 

most difficult wounds can be managed.  
 Good treatment manages all aspects of wound care as well as promoting the emotional well-being of the 

child and family. 
 In children, fungating wounds are most commonly due to Kaposi’s sarcoma and lymphoma. 

Assessment: 
 Take a history from the child and caregivers.  
 Examine the wound, looking for complications such as secondary infection or significant haemorrhage. 
 Explore the psychological, social and spiritual effects the wound has on the child and their family. 

Management: 
 Good holistic care requires a combination of general advice, wound treatment and appropriate 

symptomatic treatments. All three aspects of care should occur concurrently, however for certain children 
the treatment of the wound itself may be limited due to advanced disease status. Management for these 
children should focus on improving symptoms and quality of life with regular reassessment. 

 

Treat Underlying 
Causes 

 Local or systemic treatment may be beneficial including systemic or topical antibiotics, 
surgery, radiotherapy, or chemotherapy. 

General Measures  Clean the wound at least daily using a normal saline. 
 Can use 1 teaspoon of salt dissolved in 1 pint of cooled boiled water. 

 Apply clean dressings daily. These can be made from local materials. 
 Protect the normal skin around the wound with barrier creams (e.g. Vaseline). 

Pain  Prescribe appropriate analgesia (see Pain Management guideline). 
 Pain with dressing changes: 

 Soak dressings off with normal saline or simple salt solution. 
 Give an extra dose of analgesia 30 minutes before dressing change. 

Malodour/Exudate  Non-enteric coated Metronidazole tablets: 1 tablet, crushed and applied directly 
to wound 1-2 times daily. 

 Metronidazole pessary: use for malodourous vaginal discharge, inserted vaginally. 

Continuous 
Bleeding 

 Topical adrenaline for small external bleeds  
 Apply gauze soaked in 1:1000 adrenaline injection solution to affected area 

 Topical tranexamic acid: 
 Apply gauze soaked in 100 mg/mL tranexamic acid injection solution to affected 
area 

 Tranexamic acid PO: if refractory to topical application 
 15 – 25 mg/kg twice per day (max dose: 1.5 g/day) 

 Consider palliative radiotherapy, surgery or chemotherapy 

Necrosis  Consider referral for surgical debridement. 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES:  
MOUTH CARE MANAGEMENT 

Principles: 
 Good mouth care is a vital part of palliative care; it improves comfort and maintains one’s ability to eat, 

drink and communicate effectively. 
 Most oral problems arise from a reduction in saliva or poor oral hygiene.  
 High risk children should be given pre-emptive counselling about oral care (e.g. oropharyngeal disease, head 

and neck radiotherapy, immunocompromised children).  

Assessment: 
 Take a full history from the child and caregivers. Examine the mouth looking for signs of dryness, coating, 

ulceration, infection or tumour. 
 Order any appropriate investigations, particularly for persistent symptoms (e.g. mouth swab, biopsy). 

Management: 
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of any symptoms or underlying causes. These aspects of care are important and should occur 
concurrently, however for some children the underlying cause may be unclear. Management should then 
focus on improving symptoms and quality of life with regular reassessment. 

 
 

General 
Measures 

 Infection prevention: 
 Brush the teeth and tongue twice daily with a toothbrush/towel and toothpaste. 
 Gargle and rinse mouth twice daily with salt or bicarbonate solution. Dissolve 1 teaspoon of salt 
or sodium bicarbonate in a warm glass of water. 

 Suck on pineapple cubes once or twice daily to help lift debris from the tongue. 
 Avoid sugary foods and drinks to prevent bacterial accumulation. 

 Comfort measures: 
 Maintain a moist mouth by sipping fluids regularly throughout the day.  
 Soften or mash foods to facilitate eating. Apply Vaseline to dry, cracked lips. 
 Review the child’s medications for oral side effects (e.g. anticholinergics cause dry mouth). 

Infection  Assess carefully for common infections such as oral candidiasis, herpes simplex, and dental caries. 
 Treat accordingly and monitor frequently for improvement.  
 Consider systemic intervention if patient becomes febrile or wounds become necrotic (e.g. blood 
culture, antibiotic therapy, surgical/dental intervention, echocardiogram).  

Oral Pain  Oral morphine: Swish morphine in mouth for 30 seconds before swallowing. For dosing, refer to 
Pain Management Guideline. 

Mucositis, 
Ulceration 

 Assess carefully for infection and treat appropriately. 
 Increase the frequency of mouth cleaning, up to hourly if severe.  
 1% Povidone-Iodine (if > 6 years), 0.2% Chlorhexidine or saline solution for mouthwash. 

Ulceration 
 Crush prednisolone tablets and apply 
topically if severe. 

 Bonjela oral gel every 4 hours 

Mucositis 
For severe cases, consult with oncology team regarding: 

 5-day course of PO steroids 
 Chemotherapy dose reduction or breaks 
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PAEDIATRIC PALLIATIVE CARE GUIDELINES:  
MALIGNANT SPINAL CORD COMPRESSION 

Principles: 
 Malignant spinal cord compression (MSCC) is defined as compression of part of the spinal cord through a 

malignant process such as direct tumour pressure, oedema, vascular disturbance or vertebral instability. 
 Sarcomas and neuroblastoma account for more than 80% of cases of MSCC in children. 
 MSCC is a palliative care emergency requiring urgent assessment and management. Late diagnosis and/or 

delays in treatment can result in paraplegia, loss of bowel/bladder control, impaired quality of life and 
reduced survival. 

Assessment: 
 Take a full, holistic history from the child and caregivers and complete a clinical examination including a 

genitourinary exam. Key signs and symptoms of MSCC include: 
 Pain: Severe progressive back pain (particularly thoracic) ± neuropathic or radicular pain. Pain is 

typically exacerbated by coughing, straining or lying flat. Pain may precede sensory or motor deficits. 
 Motor or Sensory Deficits: Reduced power and sensation primarily of the lower limbs. Depending on 

level of spinal compression, upper limbs may be affected. 
 Autonomic Dysfunction: Bladder or bowel disturbance. Loss of sphincter control is a late sign with a 

poor prognosis. 
 Order imaging investigations urgently. Ideally imaging should be done within 24 hours for patients with 

neurologic symptoms. 
 MRI spine is the gold standard. Order CT spine (include all cervical, thoracic, lumbar) if MRI unavailable. 

X-ray spine can be considered, however may not demonstrate the compression.  

Management: 
 Good holistic care requires a combination of general non-clinical measures and advice, investigation and 

treatment of MSCC and appropriate symptomatic treatments. All three aspects of care are important and 
should occur concurrently. 

 

General 
Measures 

 Maintain patient in supine position until spinal stability is confirmed via imaging. 
 Manage pain appropriately (see Pain Management guidelines). 
 Ensure bladder and bowel management with intermittent catheterization and stool softeners 
as needed, pressure sore prevention, thromboprophylaxis and psychosocial support.  

 Involve physiotherapy and occupational therapy early in the disease course. 

Corticosteroids 
Should be given 
immediately with 
clinical suspicion 
of MSCC 

Dexamethasone IV 
< 35kg: 6- 8mg STAT 
> 35kg: 12 – 16mg STAT  

 Continue same dose PO qAM with food to reduce insomnia and gastritis. 
 Consider PPI for gastric protection and glucose monitoring for diabetic patients.  
 Taper dose by 50% every 72 hours after radiotherapy is initiated.  

Radiotherapy  Urgently discuss case with radio-oncologist for consideration of treatment or if transfer to 
radiotherapy centre would be indicated for the child. 

 If there is complete paraplegia and loss of sphincter control, radiotherapy may improve pain 
control but restores function in only 5% of these cases. 

These guidelines are developed by Palliative Care Education and Research Consortium (PcERC) in conjunction with other stakeholders


