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nausea and vomiting
anxiety, restlessness, delirium, palliative sedation & dyspnea
cough, excess oropharyngeal secretions, constipation
malignant bowel obstruction

Issues related to communication at the end of life
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Learning Objectives
After completing this education module, you should be able to:
• Define palliative care and its role in the care of patients at the
end-of-life
• Identify common symptoms at end of life and recommend
medications to alleviate them
• Communicate with patients to clarify goals of care
Part 1
• Recommend medications to treat:
– Pain
– Manage opioid side effects
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Definition of Palliative Care
• Palliative care can be described as a way of caring for people with
life-threatening illnesses which focuses on quality of life.
• It is care that addresses patient needs in the physical, social,
psychological, and spiritual domains via 3 main components:
– Communication around goals of care
– Symptom management
– Practical support for patient/family needs

Psychosocial & Spiritual Support

Comfort Measures

A palliative care approach can be appropriate at any stage of lifethreatening illness, including survivorship
Focus of this presentation is < 3 months and the last days of life

Palliative Care: Research and Treatment 2017;10: March
http://www.who.int/cancer/palliative/definition/en/
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Palliative Conditions
Where prognosis is limited by:
• Cancer
• Progressive and advanced organ failure
– Age
– Disease (heart, lung, kidney, liver)

• Advanced neurodegenerative illnesses
(ALS, dementia, end stage Parkinson Disease)

• Sudden onset of a medical condition
(pneumonia, ARDS, hemorrhage, stroke, MI, ischemic limb or bowel,
bowel obstruction)
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Palliative Interventions
Types of interventions are based on “Goals of Care”
Non Palliative

Variable

Transfusions
Ventilation
CPR

Tube feeding
Dialysis
Heroic interventions

Tx of Infections

Hypercalcemia
Radiation Tx

May be appropriate if
symptoms are improved
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Palliative
Understanding
• Wishes, values,
expectations
• Goals of care
Sx Management
• Fever, pain,
dyspnea, nausea,
Support
respiratory
• Communication
congestion,
• Emotional,
delirium
spiritual &
psychological
support

Pharmacotherapy in the Elderly
• Changes in Pk and Pd due to age or frailty or disease, impact
drug and dose
• Altered pharmacokinetics:
– Renal and liver impairment can impair drug handling (metabolism and
elimination)

– Low serum albumin may increase the unbound fraction of drug

• Altered pharmacodynamics
– Drugs may have greater physiologic impact due to:
•
•
•
•
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Changes in Pk
Reduced physiologic reserve or impaired homeostatic mechanisms
Drug interactions can lead to synergistic or antagonistic effects
Multiple medications and/or altered physiology can increase the risk of
adverse effects

Sudden Change

Steady decline

Accelerated deterioration begins,
medications changed

Rapid decline due to illness
progression, with
diminished reserves
Medications questioned
or blamed
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Perception of the “Sudden Change”
When physiologic reserves are depleted, the change
seems sudden and unforeseen.
However, the changes had been happening.
That
was fast!
Melting ice = diminishing reserves

Day 1
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Day 2

Day 3

Final

Common Symptoms Requiring Management
•
•
•
•
•

10

Fever
Pain
Nausea, vomiting
Anxiety and Restlessness
Psychoseshallucinations, delusions,
delirium, and use of
palliative sedation
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• Dyspnea
• Excess oropharyngeal
secretions
• Constipation
• Malignant bowel
obstruction

Pain Assessment
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Pain Components
Mind
Body
Spirit

Cognitive- evaluative, memory
Sensory- discriminatory
Affective- emotional

Pain is complex and difficult to measure
No objective markers
Non-linear relationship between parameters

Pain
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Function

Quality of Life

Pain Assessment
Inquiry involves questions about:

• Description of pain: onset, location, duration, quality and
any aggravating and alleviating factors (eg., OPQRSTUV)
• The tolerability level of pain (level of distress, impact on f’n)
• Previous experiences with pain medication, side effects and
barriers to use
• Response to current analgesia (degree of satisfaction)
– Onset, effectiveness & for how much of the dosing interval

• Medical comorbidities that may affect the perception and
experience of pain
• Cognitive status and functional ability
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Assessment Instruments
• Unidimensional pain assessment tools
– Visual analog scale (VAS)
– Numeric rating scale (NRS, ie, 0-10)
• Component of the “Edmonton Symptom Assessment Scale”

– Verbal Response Scale (VRS) none, mild, moderate, severe
• Corroborate with subjective description of distress

or
– Nonverbal scale- Observations or Abbey Pain Scale or PAINAD

• Assess pre and post treatment
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Pain Assessment
Abbey Pain Scale
1.Vocalizations- groaning, crying
2.Facial expressions- frowning, grimacing
3.Change in body language- rocking, guarding, withdrawal from touch
4.Behavioural change- confusion, refusing to eat
5.Physiological change- ∆ vitals, flushing, pallor
6.Physical changes- skin tears, pressure ulcers, contractures, injuries

Abbey https://www.apsoc.org.au/PDF/Publications/APS_Pain-in-RACF-2_Abbey_Pain_Scale.pdf
PAINAD http://dementiapathways.ie/_filecache/04a/ddd/98-painad.pdf
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Pain Assessment Framework
OPQRSTUV
•
•
•
•
•
•
•
•

O (onset / timing)
P (provoking or relieving factors)
Q (quality description)
R (region or location)
S (severity)
T (treatment effectiveness)
U (understanding the personal impact)
V (values/level of distress, e.g.,
desire for more or less analgesia)

•

Other pain assessment mnemonics:
SCHOLAR, SOCRATES, LOCQSMAT

16
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Pain Note Format (OPQRST)

Pain
Adaptive

Acute
Nociception
Inflammatory pain

17

Maladaptive

Chronic
Nociception
Neuropathic pain
Inflammatory pain
Functional pain

Pain
Nociceptive
Peripheral nociceptor
Causes
Somatic

Tissue injury
Lacerations
Burns
Fractures

Visceral
Sensors in visceral
organs stimulated
by pressure
or ischemia
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Description
Localized
Aching
Stabbing
Throbbing
Pressure
Diffuse
Aching
Stabbing
Gnawing
Cramping
Radiates

Neuropathic
Central or
peripheral nerve injury
Causes
Spinal stenosis
Diabetic, post herpetic, peripheral
neuropathy
Chronic pain syndromes

Description
Classic signs
of nerve pain

Numbness, Tingling &
Light touch pain
Burning, aching, squeezing
Steady, dysesthetic or
Sharp, shooting sensations
“Lancinating or Electric shocks”
or “Pins & Needles”
Moves around

Pain Types- Response
• Nociceptive
– Generally responds well to analgesics and antiinflammatory medications

• Neuropathic
– Adversely affects neurotransmission
– Associated with distinctive characteristics/ qualities
• Hyperalgesia, allodynia, dysesthesia
• Rewiring of the spinal cord- nerve injury or chronic pain

– May not be as responsive to opioid analgesics
• Often requires higher doses of opioids or use of
anticonvulsants, antidepressants, systemic steroid,
topical anesthetics, counterirritants
Mayo Clin Proc. 2004;79(12):1533-1545
19

Treatment of Pain
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Multifaceted approach to chronic pain
• Consider co-morbid conditions and treat
– Pressure ulcers, bladder distention, constipation, infections
(eg., candida, UTI)

• Consider age-associated decline in organ function and
↓ homeostatic mechanisms when selecting medications
• Goal setting
– What level of relief is achievable?
– Pharmacologic and non-pharmacologic treatment

• Non-pharmacological treatments (depending on pain severity,
functional ability, prognosis), example:

– Surgery, nerve blocks
– Activity (physical, occupational), Distraction (social, hobbies)
– Physiotherapy, CBT, acupuncture, Tai Chi, yoga, massage,
aquatherapy, stress reduction
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WHO Pain Ladder
Step

Recommendations

Suggested Medications

Step 1: mild pain

Non-opioid
± Adjuvant

NSAID, acetaminophen
gabapentinoid, antidepressant

Step 2: moderate pain

Weak opioid
± Non-opioid
± Adjuvant

Codeine, buprenorphine, tramadol
as above
as above

Step 3: severe pain

Strong opioid

Morphine, oxycodone, fentanyl
hydromorphone, methadone
as above
as above

± Non-opioid
± Adjuvant
Step 4:

Nerve blocks, radiation, tx for bone pain eg, bisphosphonate

https://www.who.int/ncds/management/palliative-care/cancer-pain-guidelines/en/
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Pain Pharmacotherapy
• Non opioids
– acetaminophen and NSAIDs (eg, ibuprofen, naproxen, ketoprofen)

• Opioids- Weak: codeine, tramadol, tapentadol, buprenorphine
– Strong: morphine, oxycodone, hydromorphone,
fentanyl, sufentanil, methadone Small doses of strong
opioids are preferred
over the weak opioids

• Co-analgesics (Adjuvant)
– Corticosteroids, anticonvulsants, bisphosphonates
antidepressants, antipsychotics, cannabinoids
baclofen, clonidine, ketamine
Topical: lidocaine, capsaicin, diclofenac, A535, compounds
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Acetaminophen
• NSAID-like activity with analgesic and antipyretic
effects but no anti-inflammatory action (COX-3 inhibitor)
• 1st line for fever, various dosage forms
• 1st line analgesic in mild pain and useful as a coanalgesic
• Metabolized in liver and renally cleared
• 4 g/day ceiling
– but 3 g/day ceiling if elderly, chronic therapy or
renal impairment
Clin Pharmacol Ther 2006;79:9-19.
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Acetaminophen
• Precautions
– Combination with NSAIDs can increase risk of GI
bleeding
– Combination with alcohol can damage the liver
– Enhances action of warfarin at doses > 1.5 g/d
– Liquid formulation contains sorbitol- diarrhea*

*JPEN 2013;37(5):689-694
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NSAIDs
• Effective for inflammatory and other types of pain
– Inhibit COX-1 and/or COX-2 enzyme

• Impair function of GI mucosa, kidney & platelets
• GI dysfunction impact: COX 1 > COX 2
– ibuprofen, naproxen, ketoprofen, ketorolac > Celecoxib

• CV Event risk: COX 2 > COX 1
– Celecoxib > ibuprofen, naproxen

• Limited usefulness in the elderly due to toxicity or dysphagia
– Contraindicated in: chronic kidney disease, peptic ulcer, CHF
– Consider GI protection with COX-1 predominant agents
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Opioids
• Bind to mu opioid receptors:
– CNS- stimulate descending pathways that modulate pain
– PNS- act on immune and inflammatory cells

• Positive Effects Good
– Analgesia, ↑mood, euphoria, ↓dyspnea
• Negative Effects Bad
– Respiratory depression, CNS- sedation, confusion, hallucinations,
dysphoria; cardiovascular- ↓BP; GI- constipation; endocrine;
histamine release- itching; sweating; reduced sleep quality, dry
mouth; urinary retention; nausea, myoclonus, muscle rigidity; miosis
– Hyperalgesia- delirium, anxiety, allodynia, clonus, seizures
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Opioid Pharmacokinetic Comparison
Drug

T½
(h)

Active
metab
-olite

Onset

Duration

(minutes)

IR products

(h)

Starting dose in
elderly
OrOral

sc

1.5-3

M6G*
M3G**

po 30
sc 15

4-5

2.5 - 7.5
mg

1 - 2.5 mg

Oxycodone po

2-4

Oxymor
-phone

15

3-6

2.5 - 5 mg

-

HYDROmorphone
po/sc/ IV/ IM

2-3

No H6G

4-6

0.5 – 1
mg

0.2 mg

H3G**

po 10-20
sc 15

Methadone po

60¥

-

30-60

4-12#

1 - 2.5 mg

-

FentaNYL sc, SL

3-4

-

15

1-2***

-

12.5 - 25 mcg

Morphine
po/sc/ IV/ IM

•
•
•
•
•
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All act as an agonist at the mu opioid receptor
*M6G has longer T ½ and is a more potent analgesic than morphine
**M3G and H3G have no analgesic activity, but are neurotoxic
***Fentanyl T ½ lengthens with chronic dosing due to storage in fat, its rapid onset is due to high
lipophilicity
Methadone ¥ (T ½ with chronic dosing 25h) # (Duration for pain)
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Br J Pain 2012;6(1):11-16
Support Care Cancer 2001; 9:73–83
RxTx Opioid monograph

Opioid Analgesic Comparative Potencies
Route

Codeine

Morphine

po

100 mg

10 mg

-

5 mg

sc/IV

oxyCODONE

HYDROmorphone

fentaNYL

5 mg

2 mg

-

-

1 mg

50 mcg

po:sc ratio 2:1
If opioid naïve
po:sc ratio 3:1

RxTx Opioid monograph

M:HM ratio 5:1

Pain Res Treat 2011:504034. doi: 10.1155/2011/504034
29

May 19, 2020

Hydromorphone
• Preferred opioid analgesic
• Higher potency vs morphine (5:1)
– lower sc injection volume

• No active metabolite,
– possibly safer in renal impairment

• Low inducer of histamine release
– less itching

• Some stinging at the injection site
– worse with higher concentrations

• Aim to keep dose low by optimizing use of co-analgesics

30
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Fentanyl
• High potency opioid inj, patch, film
– Injection: sc or buccal (can be squirted into the buccal space)
• 25-50 mcg bucally for incident pain
• Onset in 10 min, relief lasts about 1 hour

– Patch is useful only for stable chronic pain, change q72h
• Not suitable for acute pain or uncontrolled pain or opioid titration

• Absorption is unpredictable (old age, cachexia)

– Conversion from an existing opioid to the patch
• Use manufacturer’s dosing table MEDD mg: TDF mcg/h
• Continue existing IR opioid dosing for 12 hours after
applying the patch, then use IR opioid PRN only
• May titrate dose of patch every 6 to 9 days

https://www.sandoz.ca/sites/www.sandoz.ca/files/Sandoz%20Fentanyl%20Patch%20Product%20Monograph.pdf.
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Conversion from TDF to another opioid
• Opioid Rotation Ratio TDF:MEDD mcg/hr:mg per day
– 1:2 (consensus)
– 1:2.4 (small retrospective study) (range 0.3-5.2) [100 mcg/h TDF = 30 - 520 mg MEDD]
– Unpredictable absorption and patient factors (cachexia)
• Therefore, reduce calculated dose by at least 50%

Step 1 1 mcg TDF = 2.4 mg MEDD (100 mcg TDF= 240mg oral morphine)
Step 2 240mg X 50%= MEDD (120 mg oral morphine, or 100 mg)
Step 3 Convert calculated MEDD to desired opioid
– 20 hrs for fentanyl serum level to fall by 50% after TDF removal
• Use PRN dosing for 8 -12 hours before starting the new
maintenance opioid
– Monitor closely for signs of under or over dosing of the new opioid
MEDD= morphine equivalent daily dose
32

J Pain Symptom Manage 2016;51(6):1040-1045.

Methadone
• Multiple modes of action
– mu and delta opioid agonist
– NMDA-blocking and possible sodium channel-blocking
properties, making it useful for neuropathic pain
– Inhibits reuptake of serotonin and norepinephrine
– Metabolized by 3A4 and 2D6 (drug interactions),
inactive metabolites are excreted in urine
– Can be used in hepatic or renal insufficiency
– Long T1/2 (30hrs), slow dose titration needed due to
risk of accumulation
– Analgesic effect lasts 6-8 hours (dose tid or qid for pain)
• Or small dose once daily as background tx of neuropathic pain
33

Support Care Cancer 2001; 9:73–83
Journal of Pain, 2014;15(4):321-337

Methadone
• Consider use in:
– Opioid allergy or intractable itching
– Neuropathic pain (NMDA blocker)
– Very high dose opioid therapy
• As an opioid sparing strategy

–
–
–
–
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Persistent end of opioid dose withdrawal symptoms
Opioid analgesic tolerance
Opioid-induced hyperalgesia
Renal impairment

Methadone
Availability
Tablets
1, 5 ,10, 25 mg
Liquid
1 mg/mL,10 mg/mL

Oral morphine dose
MEDD

Ratio of oral
morphine:methadone

0 - 100 mg

5:1

100 - 300 mg

10:1

300 - 1000 mg

20:1

• Regardless of MEED, never start methadone dose > 30 mg/day
• Often used as an adjunct, added to an existing opioid
Stopping methadone
• Long half-life permits auto-tapering
• Supplement with PRN doses of IR opioid to determine new MD
• No established equivalency for converting in reverse direction
JPPCP 2019;33(1-2):42-48.
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Opioid Dosing Considerations
• Strong opioids are the mainstay in moderate-severe cancer pain
• Multiple dosage forms / routes of administration
– Oral: Immediate release (IR), Controlled release (CR), SL, buccal,
and solid/liquid forms
– Parenteral: sc/IV intermittent inj or continuous, IM, or by SL or
buccal
– Topical: transdermal fentanyl

• Elderly require 30% to 50% lower dose than younger patients
• Use a lower the dose in renal or hepatic impairment

Pain Res Treat 2011:504034. doi: 10.1155/2011/504034
36
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Opioid Dosing Considerations
• Most patients require a q4h maintenance dose (MD) with IR
+ q1h PRN for breakthrough (BT) pain
• BT if: MD too low or duration too short, or spontaneous pain
• Incident pain= provoked by episodic movement or treatment
• Adjustment of the maintenance dose:
– IR/ parenteral: Adjust maintenance dose q24h if insufficient
– CR oral: adjust q48-72h
– BT PRN doses + standing doses/d = new maintenance dose/d

• Do not add “incident pain” PRN doses to the new
maintenance dose (treat pain-provoking incidents separately)
• Anticipate constipation, initiate a prophylactic bowel regimen,
including a stimulant, coincident with the opioid order
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Opioid Dosing
Selecting the PRN dose
• IR oral/parenteral therapy
– Equal to the q4h dose (15% of q24h dose) given q1h PRN, or
– ½ of q4h dose (10% of q24h dose) given q1h PRN
• SR oral therapy
– 1/3rd to 1/6th of q12h dose given q1h PRN
• Responding to PRN requirements:
– > 3 PRN doses per day, consider adjusting the maintenance dose (MD)
– If multiple PRN doses needed, could mean:
• MD is too low
• MD is too high, resulting in hyperalgesia
• Opioid effect is maximal-- ∆ opioid or add non-opioid strategies
– If no PRN doses needed, reduce the maintenance dose
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Opioid Titration
Adjusting the maintenance dose
•
•
•
•

If in moderate pain, increase by 25%
If in severe pain increase by 50 to 100%
Assess for an improvement in pain (ideally ≥ 30% )
If no response to a dose increase, try alternative analgesics
– Different opioid, non-opioid co-analgesics

• If side effects occur, consider lowering the dose, switching to
another opioid or adding adjuvant therapy for an opioid-sparing
effect.
• Respiratory depression occurs after sedation, typically
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Opioid Switching
• Changing drug: Consult conversion tables, slide 29
• If pain is controlled (ie., switching for other reasons)
– reduce estimated dose of new drug by at least 25% to allow for
incomplete cross tolerance, ensure PRN doses are available

• If pain is not controlled
– consider not reducing the estimated dose of the new drug,
but monitor closely, or
– reduce the estimated dose as above for safety reasons,
and ensure PRN doses are available
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Balancing Therapeutic Efficacy and Toxicity

1
2
3

4

Example: finding the right q4h dose
Dose too low and duration too short
Dose sufficient for only part of interval
Dose is ideal
Dose is too high
Dose too high,
4

toxicity, accumulation

Toxicity Level

Serum
[Drug]

3

Ideal dose

2
Pain is controlled
for only part of
interval &
duration is too
short
Time
41

Efficacy Threshold

1

Dose too low
0hr

3hr
1st dose Duration too short

4hr

2nddose

8hrr

3nddose

PRN doses required early in the day to achieve
therapeutic level
Example: 1st maintenance dose provides some relief but duration is too short.
One PRN dose given at 2.5h point in the q4h schedule is sufficient to achieve pain relief.
No change in the maintenance is needed. ≤ 3 PRN doses needed per day.
1 maintenance dose

2 PRN dose

Therapeutic
level achieved
with PRN dose

Therapeutic level achieved and maintained
with existing q4h dose + ≤ 3 PRNs/day

Toxicity Level

PRN dose
given @ 2.5h

Serum
[Drug]

3
2

Efficacy Threshold

1
MD not adequate,
duration too short

Time

0hr

1hr

2hr

3hr

4hr

1st dose
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2nddose

8hr
3nddose

Maintenance dose adjusted to reduce PRN requirements
Example: maintenance dose is insufficient; 4 PRN doses are needed during the first q4h
interval of the day to achieve a therapeutic level. A doubling of the maintenance dose is
required to achieve and sustain a therapeutic level. ≤ 3 PRN BT doses needed per day
1 initial maintenance dose
2 PRN BT dose
3 new maintenance dose

Therapeutic
level achieved

1st doubled
maintenance dose
sustained a Tx
level for only 3h

New maintenance dose
eventually sufficient
for 4 h; <3 PRN doses
needed per day
Toxicity Level

1 PRN dose
given @ 7hr

4 PRN BT doses
given q30-40 min

Serum
[Drug]

3

2
3
Efficacy Threshold

2

1
Time

0hr

1hr

2hr

3hr

2nddose

1st dose
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7hr

4hr

Maintenance dose too low,
duration too short

8hr
3nddose

Hyperalgesia secondary to an increase in the
maintenance dose and frequent requests for PRN doses
Example: maintenance dose is increased in response to escalating pain and need for frequent PRNs.
Pain is not improved, patient requests more PRN doses. Requests for frequent PRN doses persists without
relief. Coincidentally, patient eats/drinks less, is confused, sleeps during the day and is awake at night, and
expresses pain on light touch or when moved.
4

1 maintenance dose (MD)
2 PRN dose
3 increased maintenance dose
5 reduced maintenance dose
Frequent PRN
doses requested
Toxicity Level

Serum
[Drug]

2

New [SS] achieved
in about 3 days.

5
1

4hr

0hr
1st dose

2

Hydration?
Opioid rotation?
Benzodiazepine for
myoclonus

MD
increased

Initial MD
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Strategy:
Cut the MD in half,
Give PRN doses
3

Efficacy Threshold

Time

Opioid-induced hyperalgesia with,
delirium, agitation, myoclonus,
seizures, excessive sleepiness

4hr

4h

4hr

Agitation, delirium or frequent requests for
analgesia are misinterpreted as disease-related pain

4hr

Management of Opioid Side Effects
Side Effect

Management

Constipation • Dietary measures if possible (fluids, prunes)
Laxative options
• Sennosides 2 tabs bid
• Polyethylene glycol 17 g daily
• Lactulose 30 mL daily to bid
• Glycerin or Bisacodyl suppository
• Fleet Enema
• Naloxygol 25 to 50 mg daily
Nausea
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•
•
•
•

Tolerance develops if the dose is not excessive
Reduce the opioid dose if possible, titrate up slowly
Co-analgesics may help lower opioid dose
Add anti-nauseant (eg., haloperidol, metoclopramide)

Opioid Side Effects, continued
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Side Effect

Management

Anorexia

• Reduce the opioid dose- may need co-analgesics
• Treat nausea, pain, anxiety and constipation

Confusion

•
•
•
•

Dizziness/
Falls

• Reduce the opioid dose
• Reduce or stop antihypertensives

Dry mouth

• Fluids, ice chips, sugarless candy
• Stop anticholinergic drugs
• Saliva substitutes (Moi-Stir®, Oral Balance gel®)

Reduce the opioid dose
Rotate to a different opioid (hydromorphone, fentanyl)
Add an antipsychotic
Avoid use of benzodiazepines

Opioid Side Effects, continued
Side Effect

Management

Sleep
disturbance

•
•
•
•

Rotate to a different opioid
Add zopiclone or lorazepam
Add sedative antidepressant qhs (nortriptyline, mirtazapine)
Add trazodone 25-50 mg qhs (may ↓BP)

Somnolence • Reduce the opioid dose
• (unless catching up on sleep)
Itchiness
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•
•
•
•
•

Reduce the dose
Apply skin moisturizer creams/lotions
Non-sedating antihistamine, (cetirizine, bilastine)
Sedating antihistamine (hydroxyzine)
Switch to fentanyl

Co-analgesics
Corticosteroid

Dose
Equivalent

Routes

Common dose

Prednisone

5 mg

po

5 – 40 mg daily

Dexamethasone

0.75 mg

po/sc/IV

2 – 8 mg daily (or 8H & 17H)

• General purpose agent (pain, nausea, appetite, SOB, fatigue, ICP, MBO)
Analgesic effects:
• Anti-inflammatory, ↓ vascular permeability and edema,
• ↓ spontaneous discharge in injured nerves- ↓ neuropathic pain
• Use for brief periods or continuously
• Secondary benefits: ↑ appetite, wt gain, elevation of mood
• Side effects: insomnia, proximal muscle weakness, ↑ glucose
CFP 2010;56:1295-7
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Co-analgesics, continued

•

•
•
•
•
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Gabapentinoid

Dose range

Frequency

Comments

Gabapentin

100-300 mg

tid

Pregabalin

25-75 mg

bid

Sedation, renal dosing,
titrate slowly to limit S/E

A gabapentinoid is a common first choice adjuvant, opioid-sparing effect

Bisphosphonate

Dose range

Frequency

Comments

Zoledronic

4 mg

q4 weeks

Pamidronate

90 mg

q4weeks

Flu-like symptoms, ↓ Ca++,
zoledronic infusion time is
shorter

A bisphosphonate can be highly effective for bone pain, spontaneous pains
Reduce the dose in renal impairment (30-60 mL/min)
Monitor serum calcium pre and post infusion
Efficacy: Opioid-sparing or improvement in function
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Co-analgesics, continued
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Category

Drug

Dose range

Frequency

Comments

Antidepressants

Venlafaxine

37.5-75 mg

daily

Norepinephrine, 5HT

Duloxetine

30-60 mg

daily

Neuropathic pain

TCA
(amitriptyline,
nortriptyline)

25-50mg

qhs

Sedation & anticholinergic
side effects
Consider if depression is
present or neuropathic pain

Antispasmodic

Baclofen

10 mg, 20 mg
tablet

5-10 mg
bid-qid

Sedation

NMDA blocker

Ketamine

po:10-30 mg
sc infusion

tid
5-20 mg/h

Sedation
Methadone is a preferred
NMDA blocker

Cannabinoid

Nabilone

0.25, 0.5, 1 mg
capsule

tid

Side effects limit
usefulness:
sedation, dysphoria

Alpha-2 agonist

Clonidine

0.1 mg, 0.2 mg
tablet

up to tid

Side effects limit
usefulness: hypotension
and sedation
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Co-analgesics, continued
Topical analgesics

Trade name

Frequency

Diclofenac gel
Diclofenac solution

Voltaren 1.16%, 2.32%
Pennsaid 1.5%

bid and PRN

Lidocaine

Xylocaine 2% jelly,
5% ointment

PRN

Methyl Salicylate

A535

PRN

GAK in PLO gel apply to a 4-10 cm2 patch of skin up to qid
(Gabapentin 5%, amitriptyline 2%, ketoprofen 5%)

• Low risk analgesic options, appreciated by patients, provides a
degree of self-control over their pain management
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Summary
• A palliative care approach is applicable to a wide spectrum of
patients with a limited prognosis or at EOL
• Multiple symptoms may be encountered and may require treatment,
appropriate to the patient’s goals of care
• Factor ∆’s in Pk and Pd with age into dosing decisions
• Pain is a common but complex symptom, requiring careful dosing
and monitoring of analgesic meds
– Hydromorphone is the mainstay opioid
• CR formulation for outpatients, IR or sc for EOL patients
• SC infusion via CADD is favoured by patients at EOL

– Co-analgesics should be optimized to keep the opioid dose low

• Monitoring is required to limit medication side effects
– Especially opioid-related hyperalgesia
52
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