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World Health Organization. (2002). National cancer control programmes: Policies and
managerial guidelines. (2nd ed.). Geneva: World Health Organization.
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- End of Life care F&3HR:E
« Pts living with the condition they may die from- weeks/months/ years
« pts with advanced disease
« 3 types of pt (cancer, organ failure ,frail elderly /dementia pts )
o ‘Ante-mortal’ care like ante-natal or early life care
« Supportive Care SZHl4IRE
» Helping the patient and family cope better with their illness
» not disease or time specific, ‘less end stage’
* Preferred by some specialists- ‘everyone needs supportive care’
« Palliative care 21 ZEEE
 holistic care (physical psychological, social, spiritual )
« specialist and generalist palliative care
« Some regard as overlapping or following curative treatment
« Terminal care BR4%8R:€
« Diagnosing dying-care in last hours and days of life

— e e——

End of Life Supportive Palliative Terminal Death
Care Care Care Care




The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE I

Early Palliative Care for Patients with
Metastatic Non—Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,
Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D.

N ENGL ) MED 363;8 NEJM.ORG AUGUST 19, 2010

end—of—lifr_mﬂi%m&,]P=U.DS), median survival was longer among patients

receiving|early palliative care [11.6 months vs. 8.9 months, P=0.02).
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PALLIATIVE CARE FOR ALL:

BY THE PEOPLE, THROUGH THE PEOPLE AND
FOR THE PEOPLE



The quality of death
Ranking end-of-life care
across the world

A reporttram the Econemist Intelligance Unit

Commizsicned by
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Economist Intelligence Unit m
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“Quality of death” rankings

Index on end-of-life care strategies, with 10 as the best

possible score, compiled by the Economist Intelligence Unit
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“ SN IS DISEASE e DISEASE

Pain 35-96
Depression 3-77
Anxiety 13-79
Confusion 6-93
Fatigue 32-90
Breathlessness 10-70
Insomnia 9-69
Nausea 6-68
Constipation 23-65
Diarrhea 3-29
Anorexia 30-92

63-80
10-82
8-34
30-65
54-85
11-62
74
43-49
34-35
30-90
51

41-77
9-36
49
18-32
69-82
60-88
36-48
17-48
38-42
12
21-41

34-77
37-71
91-75
18-33
68-80
90-95
55-65
?
217-44
?

35-67

47-50
5-60
39-70
?
73-87
11-62
31-71
30-43
29-70
21
25-64

Solano JP, Gomes B, Higginson lJ . A comparison of symptom prevalence in far-advanced

cancer, AIDS, heart disease, chronic obstructive pulmonary disease (COPD) and renal disease,

Journal of Pain and Symptom Management. 2005.



)
WM d_ i
R R R
Incidence of pain by primary site of cancer
% with pain Site
>80 bone, pancreas, esophagus
/1-80 Lung, stomach, hepatobiliary,
prostate, breast, cervix, ovary
61-70 Oropharynx, colon, brain,
kidney/bladder
51-60 Lymphoma, leukemia, soft tissue
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 This change in thinking emerged from a new
understanding that problems at the end of life have
their origins at an earlier time in the trajectory of
disease. Symptoms not treated at onset become
very difficult to manage in the last days of life.

* People do not “get used to” pain; rather, chronic
unrelieved pain changes the status of the neural
transmission of the pain message within the
nervous system, with reinforcement of pain
transmission, and activation of previously silent
pathways.
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Patient opiophobia
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TOTAL PAIN a1+ 5
* Cicely Saunders, 1976
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Nociception Other physical symptoms
Neuropathic Physical impairments
mechanisms Psychological <& Social isolation

processes =i Family distress
Sense of spiritual loss
or inadequacy
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P Physical problems

A Anxiety, anger, depression

I Inter personal problems

N Non-acceptance or spiritual
distress
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Neuropathic pain Pain due to damage or dysfunction of a nerve
A M T R

Nociceptive pain Pain resulting from chemical or physical

Beh = MR R stimulation of peripheral nerve ending
Breakthrough pain Pain occurring during the time of action of an
72 B MR TS administered analgesic

Incident pain Pain occurring only in certain circumstances
YEEA MR (e.g. movement, standing)
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Reduced sensation J&@ & &
Anaesthesia Absence of sensation
Analgesia Absence of pain in response to
stimulus that is normally painful
Hypoaesthesia |Diminished sensitivity to
stimulation
Hypoalgesia Diminished sensitivity to a
stimulus that is normally painful
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Increased sensation J& & 1E

Allodynia Pain due to a stimulus that does
not normally cause pain

Hyperaesthesia |Increased sensitivity to
stimulation

Hyperalgesia Increased sensitivity to a
stimulus that is normally painful

Hyperpathia Increase reaction to a stimulus,
particularly a repetitive one
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score — the fifth
vital sign

Pain Assessment Scale

Hurts Worst g
"f@ﬁk

- 8
Y

Hurts Whale Lot 7

6

Hurfs Even Mare 5

)
)

4

|8

Hurts Little More 3

i
)

(8

Hurts Little Bit

(8

Mo Hurt

WORST PAIN POSSIBLE
UNBEARABLE

Unable to do any activities
because of pain,

INTENSE, DREADFUL
HORRIBLE

Unahlz to do mast activities
because of pain,

MISERABLE
DISTRESSING

Unable to do some activities
because of pain.

HAGGING PAIN
UNCOMFORTAELE
TROUBLESOME

Can do most activities
with rest periods.
MILD FAIN
ANNOYING

Fain is present but does
nal himit activity.

KO PAIN




~~~~~
..

3B 4
0-1-2-3-4-5-6-7T-8-9-10
-;i}? ;i/i-,l%\m}?

AF L EE & Visual analogue scale (VAS)

oo = =
TN J




0 2 4 6 8 10




e A=

/




6 FEAS I R E g S H 2
FrEs i ok B2 § 2 E S

A

SRS R B S H 8 2t
BRI R F 2 e L E

A

AR AL A A

CER 32

%,»
I
F




R By > e
“::::i : :-:?:j::‘ ¢ ﬂ?;hf&’f
: . _--~.. ;%?gﬁ
v | —
PEks RAE I RS A RO
Norciceptive pain Neuropathic pain
| |
Y v v v
;J’?E‘Al\i{:@\ }L Yl N [\i:@yﬁj ﬁﬂc\—@;{lﬂ TSR 5 5
S INIE Viceral pain e T
l WHO = [
RIS [BESE
R LR (il
_ ¢ Acetaminop_hen( Panadol) ¢
Q%ﬁﬁﬁu _|_ Z I AL % 88 NSAID _|_ = BRI TCA: Amiptyline
HE S Y[t Aspirin Brufen, naposin, Anticonvulsants: tegretal
AR voltaren....) %ﬁﬂﬁﬁﬁiﬁﬂ (Local anaesthetics:
N i
;%; f Lla % xylocaine)
AT PR — il Dexamethasone
f{ %%3%@3 AR+ NSAID Z];Facloz;l
Y[t Codeine, tramadol, Depain Clonidine
X Dextromethorphan (medicon)
Ketamine
§§Fr,%kﬁ JI+NSAID
Y1 Morphine, Fentanyl,
Methadone...




e BBt Treatment Modalities

- f21# 74 e/ ] Explanation
- xR A2 Modification of the process
- Hi4cf 8 Elevation of the pain threshold

- JE %74 @ HE Interruption of pain
pathways

» s 4 EA R Modification of lifestyle

« B ¥R 1% Z_ Immobilization
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The principle of use of analgesics
g DR A A R B

- By the clock = _pF¥ =
— use regularly

- use the next dose about one hour before the analgesic
effect of the previous dose disappears

- By the ladder r¢fEis2

- The three-step analgesic ladder
- By the mouth v PR & 3
- For the individual 4%t %33 &
+ Attention to detail /L& =&
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TES WHO step Il opioids

Characteristics and comments

Codeine
Tramadol
Hydrocodone
Oxycodone
Morphine

Hydromorphone

Step Il drug only: use alone or in combination with
paracetamol; daily doses =360 mg not recommended

Step Il drug only: use alone or in combination with
paracetamol; daily doses =400 mg not recommended

Step Il drug only: used as a substitute
for codeine in some countries

Step Il opioid when used at low doses (eg, =20 mg
per day) alone or in combination with paracetamol

Step Il opioid when used at low doses
(eg, =30 mg per day)

Step Il opioid when used at low doses
(eg, =4 mg per day)

*Originally classified as weak opioids.

patients

Table 1: WHO step |l opioids™ for moderate cancer pain in opioid-naive

Use of opioid analgesics in the treatment of cancer pain: evidence-based
recommendations from the EAPC  Lancet Oncol2012; 13: e58-68
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Oral immediate release morphine
Initial dose BHEATE £
— Total IV/SC morphine x 3, divide by 6 for oral g4h dose
— Convert other opioids to oral morphine, divide by 6 for oral g4h dose
— Patient not previously receiving opioids
— Start with 10mg PO g4h
— If frail, elderly or with renal impairment, start with 5 mg PO g4-6h
« Frequency $E
— Q4h PO, 2am dose should be given
« Breakthrough pain 2<% &
— As often as required of 50-100% of the 4 hourly dose
e Incident pain TEERR &
— Treated as breakthrough pain, 30-60 min prior if predictable
« Dose adjustment 7| = %2
— First dose -> over-sedation, |50%
— First dose -> pain , 150%
— Breakthrough (mg/d) + scheduled (mg/d), divided by 6 for new g4h dose




Opioid Dose Escalation

Always increase by a percentage of the present dose based
upon patient’s pain rating and current assessment

25-50%0 Increase

50-100%b Increase

Moderate pain
25% Increase 4-6/10

Mild pain
1-3/10

Severe pain
7-10/10



PRINCIPLES OF MAINTENANCE OPIOID
THERAPY

® [or continuous pain: give pain medication on a regular schedule
with supplemental doses for breakthrough pain.

® Add extended-release or long-acting formulation to provide
background analgesia (AR EIEBHEA R R NKEAE)
for control of chronic persistent pain controlled on stable doses
of short-acting opioids

® Initial range for converting to long-acting opioid would be 50%
of the daily requirement

® \When possible, use the same opioid for short-acting and
extended-releases forms (& o &g A [B] $8 BV = XL e 58 RS HF)

NCCN Guidelines Version 2.2013



eg ek B Response to Morphine

« Morphine responsive ¥t:§ =3 * &

« Morphine semi-responsive #frf e384 &
— bone and soft tissue metastasis
— nerve compression
— |ICP

« Morphine resistant #f=5 2
— headache- tension, migraine
— Cramp (muscle spasm)
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- ¥ ¥% % % % i 2 Opiate receptor( mu,
delta, kappa)
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JEEFR I g % 4 R TE

E 5 Initial: vomiting, drowsiness, confusion (delirum)

#F#& Continuing: constipation

&1 Occasional: dry mouth, sweating, myoclonus

IRERVES EE I 02 JER A1) HH AT
Morphine ++ ++ + s
Codeine + o+ N N

Fentanyl + + + + --
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Methylphenidate for opioid-induced sedation: RCTs

Author N Intervention Outcome
Bruera 28 | Methylphenidate 10 mg am + | Methylphenidate: | pain score,
5 mg noon vs placebo | extra dose, | drowsiness
Bruea 20 | Methylphenidate 10 mg am Methylphenidate: improve
+5mg noon vs placebo cognitive function
Wilwerding 43 | Methylphenidate 10mg am Methylphenidate : | drowsiness
+ 5mg noon vs placebo




Naloxone: treatment of narcosis and respiratory depression
Initial therapy
 latrogenic respiratory depression

— RR<5/min : naloxone 0.4mg IV or SC stat

— RR<8/min (or not rousable , or cyanosed Sa02<90%) : naloxone 0.4mg in 10ml,
1-2ml 1V or SC gq3min

— RR >8/min, rousable, not cyanosed (Sa02>90%) : careful observation
« Known or suspected overdose

— Naloxone 0.4-2.0 mg 1V or SC g3min, up to 5 dose
* Note

— The minimum effective dose of naloxone should be used

— If total dose 10mg ineffective, opioid effect is unlikely
Continued therapy

— Repeat the same effective dose to maintain adequate respiration

— Continuous infusion 2/3 initial successful dose per hour
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Oral (PO) | My

 Requires functioning Gl tract

« Convenient, noninvasive, flexible, less discomfort
« Slow onset of action, requires patient compliance

Rectal (PR) 47 [ 7%

* Insertion of suppository or solution

 Useful for patients who cannot take medications by mouth
« Absorption may be unpredictable

Berry PH, Chapman CR, Covington EC, et al. Pain: Current Understanding of Assessment, Management, and
Treatments.Reston, VA: National Pharmaceutical Council and the Joint Commission for Accreditation of
Healthcare Organizations; December, 2001.35



Intramuscular (IM) 5 A= 5

« Injection into large muscle

« Not recommended due to painful injections, wide fluctuations in drug levels, rapid
decline in effect compared with oral administration

Intravenous (V) ﬁ?%@j_éﬁ
« Single, repetitive bolus or patient-controlled analgesia
« Most effective for immediate analgesia, permits rapid titration

« Continuous IV infusion provides steadier drug blood levels, maximizing pain relief
and minimizing side effects

Subcutaneous (SC) R y= 5}

« Infusion via butterfly needle

* Produces steady blood levels, obviates need for Gl function

» Costs less than IV administration

« Slower onset and offset, lower peak effects than IV administration
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Y= F TS [YEParenteral Opioids

[V s the route of choice if access Is available.

— There is NO indication for IM opioids (painful, no benefit over
SQ route)

— All standard opioids can be given SQ, by either bolus dose or
by continuous infusion.

 PCA (basal rate plus a patient initiated dose) Is an
effective and well accepted modality; either 1V or SQ.
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I SIS YEParenteral Opioids (cont.)

* |V or SQ bolus doses have a shorter duration
of action than oral doses; typically 1-3 hours.

« The peak effect from an IV bolus dose 1s 5-15
minutes.

» Dose escalation of parenteral opioids Is the
same as with oral—always by a percentage of
the starting dose.

1l ‘-
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Syringe Drivers

Persistent vomiting

Reduced level
consciousness

Weak

Dysphagia
Forgets to take PO
medication

Last days of life
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Alternatlve systemic routes of opioid

administration

Recommendation for alternative systemic routes of opioid
administration : three strong recommendations:

1.

the subcutaneous route is simple and effective for the
administration of morphine, diamorphine, and
hydromorphone, and it should be the first choice alternative
route for patients unable to receive opioids by oral or
transdermal routes

Intravenous infusion should be considered when subcutaneous
administration Is contraindicated (eg, because of peripheral
oedema, coagulation disorders, poor peripheral circulation, and
need for high volumes and doses

intravenous administration should be used for opioid titration
when rapid pain control Is needed.

Use of opioid analgesics in the treatment of cancer pain: evidence-based
recommendations from the EAPC  Lancet Oncol 2012; 13: e58-68



Four weak recommendations:

1. Intravenous and subcutaneous infusions can be used to achieve
optimum pain control In patients unable to achieve adequate
analgesia with oral and transdermal administration

2. techniques for patient-controlled analgesia can be adopted for
subcutaneous and intravenous oploid infusions in patients who
are able and willing to be in control of rescue doses

3. when switching from oral to subcutaneous and intravenous
morphine administration, the relative analgesic potency Is the
same for both routes and is between 3:1 and 2:1

4. although rectal opioids are effective, and this route of
administration should be used only as a second choice

Use of opioid analgesics in the treatment of cancer pain: evidence-based
recommendations from the EAPC  Lancet Oncol2012; 13: e58-68
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Fentanyl TTIS BE% 2. @& * 7 i * *¢

SRR o R R A b AR R R
- rH AT R E 7 AL 30 mg/24h2 o 4
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Fentanyl TTS BB 5 z i¢ * 3 3\

i@ % fmraees 4 0 RE L Fentanyl RER SR Y ¢ JRE
1 12-24 ) p*

% E sxege f}}’a‘a PR B fo A E PF e pERL

® e et 5 28 4 ( Breakthrough pain) » - =%
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Breakthrough pain

« “transitory exacerbations of pain that
occur on a back ground of stable pain
otherwise adequately controlled by
around-the-clock opioid therap.”

Use of opioid analgesics in the treatment of cancer pain: evidence-based
recommendations from the EAPC  Lancet Oncol2012; 13: e58-68



Breakthrough Pain (BTP)

BT SR/ BB RUAERE
(Idiopathic/Spontaneous) (Precipitated/Incident) (End-of-Dose Failure)
FERBUR ENE RIAREE IR E BARRAME
(Stimulus-independent) (Stimulus-dependent) (Analgesic regimen-related)
TR RaEs
(Predictable) (UnPredictable)
|| FEERSHE - OITT | | BEHMT %2 RE - B | | AR - BYE - | BEREIERNAEE
EEERRR ERERERRSRAERA (B2 : | | MEESRASEENE | [ORAIENRE
(Not precipitated by Ba) L (Presents
readily identifiable (Shows consistent, (Shows Inconsistent, before scheduled
cause) strong, temporal, relationship temporal, relationship dose of around-
' with precipitating factor with motor activity) the-clock analgesic)
(eg.movement) )
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Incident Pain
B3 /FTE A R TE

Pain occurring as a direct and immediate

consequence of a movement or activity
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ok SR
breakthrough cancer pain (BTCP)

|t is effective (a strong opioid)

* It has pharmacokinetic properties that closely match the
temporal characteristics of a BTCP episode, 1.e. has a
rapid onset and relatively short duration YEF1R{EfE 3L
of action

» Itis patient-friendly, i.e. non-invasive and simple gH1ZE
(5} * 1% to administer

e |t has minimal adverse effects &l />
e |tis cost-effective

*European Oncology Nursing Society (2013a)
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Breakthrough pain management

® Increase dose of extended-release opioid if patient
persistently needs doses of as-needed opioids or when dose

of around-the-clock opioid fails to relieve pain at peak
effect or at end of dose.

® Allow rescue doses of short-acting opioids of 10% to 20%
of 24-h oral dose (mg) everylh as needed.

® Consider rapidly acting transmucosal fentanyl (various
formulations and delivery systems are available) in opioid-
tolerant patients for brief episodes of incident pain
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Ideal Breakthrough
Medication
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Around-the-
Clock
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o A BTcP Therapies: Delivery Systems
1998 2006/2008 2009 2008 2009 2009
l | | | | |
| | | | | |
Oral trans FENTORA® (US)/ ONSOL |STM Rapinyl™Y Instany|T™ Nasalfent ®
-mucosal EFFENTORA™(EU) (US) FBSF Abstral (EU) INFS (EU) FPNS
fentanyl (EU) SLF
citrate
OTFC
V& e O
N A\
ﬁ!ﬁ;l' 200 mg Q20 ey
/N
S e
Oral Effervescent Buccal Fentanyl Buccal ~ Sublingual Intranasal entayl Pectin
Transmucosal Tablet Soluble Film Fentanyl Fentanyl Spra  Nasal Spray
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Table |. Characteristics of opioids used for breakthrough pain
Opioid Analgesic onset Availability Dwell time

(min) (%) (min)

Oral morphine 30-45 30 MNA
Oral oxycodone  30-45 40-50 MNA
OTFC 15 50 15
FBT 15 65 15
SLF 15 70 2
INFS 5-10 70-90 MNA
FPNS 5-10 70-90 MNA

FBT =fentanyl buccal tablet; FPNS =fentanyl pectin nasal spray;

INFS =intranasal fentanyl spray; NA=not applicable; OTFC =oral
transmucosal fentanyl citrate; SLF =sublingual fentanyl.
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Opioid Switching

 Opioid switching is done more often when pain is not well
controlled and side-effects limit dose escalation than when
pain is not controlled but the side-effects are tolerable.

 Success rates of switching ranges from 40% to 80%

* Most frequent switch is from morphine, hydromorphone,
or fentanyl to methadone

Use of opioid analgesics in the treatment of cancer pain: evidence-based
recommendations from the EAPC  Lancet Oncol2012; 13: e58-68
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"Guidelines for opioid substitution

Calculate the equianalgesic dose of the new drug

— Decrease the dose by 25-50% to accommodate cross-tolerance

Adjust according to prior pain control

— Reduce less if patient in sever pain

Adjust according to the patient’s general condition

— Reduce more if elderly, frail, or significant organ dysfunction

Give 50-100% of the 4 hourly dose for breakthrough pain

— Reassess and titrate new opioid against pain and side effects
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Incomplete cross-tolerance

If a switch is being made from one opioid to another it is
recommended to start the new opioid at ~50% of the

equianalgesic dose.

This Is because the tolerance a patient has towards one
opioid, may not completely transfer (“incomplete cross-
tolerance”) to the new opioid.
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(mg) (mg) (ng/h)
5—20 30-130 25
2b—35 140-220 50
40-50 230-310 145}
Hbb—-6b 320-400 100
# 4 %]+ : Conversion factor : 3.6

24/ pF v pReE e F (mg) / 3.6 = Fentanyl BE % &

(ng/h)




=2 Relative opioid analgesic potencies
« clinical experience suggests that the second opioid should be
started at a dose lower than that calculated from published
equipotency ratios.

Relative  Strength of the
analgesic recommendation

ratio foruse
Oral morphine to oral oxycodone 1:1.5  Strong
Oral oxycodone to oral hydromorphone 1:4 Strong
Oral morphine to oral hydromorphone 15 Weak
Oral morphine to TD buprenorphine* 75:1 Weak
Oral morphine to TD fentanylt 100:1 Strong

TD=transdermal. *Example: 60 mg oral morphine to 35 pg/h TD buprenorphine
(equivalent to 0-8 mg per 24 h). tExample: 60 mg oral morphine to 25 pg/h TD
fentanyl (equivalent to 0-6 mg per 24 h).

Table 2: Relative analgesic ratios for opioid switching
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Three Complications of Chronic
High Dose Opioid Therapy

* Neurotoxicity
 Tolerance
 Opioid Induced Hyperalgesia
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Spectrum of Opioid-Induced Neurotoxicity
Opioid Mild myoclonus Severe myoclonus Seizures,
tolerance (eg. with sleeping) Death

Delirium Hyperalgesia

Opioids .. I
Increased Agitation Opioids
Increased

\ J Misinterpreted
Misinterpreted @eﬂelated Pain
as Pain



Opioid-induced Neurotoxicity

» Dehydration, infection, or adding drugs that
depress the central nervous system can tip a frail
older adult into opioid toxicity.

* A patient who has been receiving a stable dose of
an opioid for more than 2 weeks is unlikely to
develop OIN unless precipitated by dehydration,
Infection, or a drug interaction.

« OIN Is managed by opiod rotation, dose or
frequency reduction and rehydration.

 Opioids should not be discontinued if they are
needed for pain or dyspnea.



OIN: Treatment

 Switch opioid (rotation) or reduce opioid dose;
usually much lower than expected doses of
alternate opioid required... often use prn initially

« Hydration

» Benzodiazepines for neuromuscular excitation
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Opioid induced hyperalgesia
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* Meperidine (demeral)
- Short (2-3 hour) duration of analgesia

- Repeated administration may lead to CNS toxicity (tremor,
confusion, or seizures)

» Agonist-antagonists: pentazocine, nalbuphine
- Risk of precipitating withdrawal in opioid-dependent patients
- Analgesic celling
- Possible production of unpleasant psychotomimetic effects
(e.g., dysphoria, delusions, hallucinations)
« Partial agonist: buprenorphine
- Analgesic celling
- Precipitate withdrawal

(O]

http://www.cancer.gov/cancertopics/pdg/supportivecare/pain/HealthProfessional



Pain Relief

NSAIDs (1st ladder)

— Aspirin(300) 1#g.1.d (bone pain)
Codeine(30) (2nd ladder)

— 1#--3# g4h , (+50%)qhs,skip sleeping hrs
Morphine(10) (3rd ladder)

— 1#-- #qgdh

— (25-50%)g1h p.r.n for breakthrough pain

— (50-100%)qghs,skip sleeping hrs

MST Continuous(30mg),(60mg) _ #-- #q8-12h




Neuropathic Pain

Damage
or
Nerve Tissue Alteration
Nerve Root / A
Spinal Cord *
Brain

ic

* Unrelieved, persistent noxious stimuli'

=



gjﬁ-pé ,L}jﬁxﬂ 17 % bﬁﬁ

el
local anacsthetics

anticonvulsants
{EGABA
AT

Enht‘:mﬂwmanh

TR EArER B SRS S
corticosteronds (S5 )

FELBTNMD AR IR
ketamine

Enti-arthythmics — mEnikes |- |

ISR PRSI B TE
{noradrencreic, serotonergic)
anbidepresants, clomdine

w%ﬁ%MW$ﬁ

clomdine




Tricyclic
antidepressants(TCA)
Non-tricyclic
antidepressents

Oral local anaesthetics

N2z IEES
a 2 adrenergic agonists
Anticonvulsants

Topical agents

Neuroleptics
NMDA receptor
antagonists
Calcitonin
Baclofen

SRR RS EA
\

BT
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Anticonvulsants

Baclofen

N2z EES
Local aneaesthestics
Tricyclic
Antidepressants(TCA)
Non-tricyclic
Antidepressents
Neuroleptics
a 2 adrenergic agonists

Topical agents

NMDA receptor
antagonists

Calcitonin

Corticosteroids
Calcitonin

Bisphosphonated
Clodronate
Pamidronate

Radionuclides
Strontium-89

Gallium nitrate
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*%  Guidelines on Pharmacological Treatment of
Neuropathic Pain

First Line for various conditions First Line for neuropathic cancer pain
«  TCAs (25 to 150 mg/day) »  Gabapentin
«  Gabapentin (1200 to 3600 mg/day) * Tramadol, TCAs level B of

evidence
Combination therapy
« Gabapentin & TCAs

» Pregabalin (150 to 600 mg/day)
First Line for restricted conditions
« Lidocaine plaster (up to three

plasters/day): PHN »  Gabapentin & opioids

* Duloxetine (60 to 120 mg/day): PDN

«  Venlafaxine (150 to 225 mg/day): PD Second Line

. Capsaicin 8% patch: PHN, HIV »  Tramadol (200 to 400 mg/day)
neuropathies Second or Third Line

« Cannabinoids: MS « Opioids

* Pregabalin SCI

Pain Practice, Volume 12, Issue 3, 2012 219-251
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~ pain does not respond to the combined use of a NSAID and a strong opioid

Spinal analgesia

Step 5
MMDA-receptor-
channel blocker
Tricyclic
antidepressant and Step 4
anti-epileptict
Tricvelic
antideprassant or Step 3

anti-epileptict

Step 2

Corticosteroid®

Step 1

a, important when neoropathic pain s associated with limb weakness

b. some centres use mexiletineg, & local anacsthetic congener and cardiac anti-arrhythrmie drug which blocks
sadium channels, as an alternative to an anti-epileptic, 2317



Ketamine

EFH:
o Ex58NMDA —receptor-channel blocker

« ERIMERR calcium / sodium channels,
cholinergic transmission, noradrenergic

/serotoninergic reuptake inhibition, mu,delta and
kappa FEIEHF R

« REEWMABNMEBERIR



Ketamine @ EARS
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XylocaineZ MalEEKEST - (Mexiletine (AR ?)
E?Wﬁﬁf?ﬁ%?%@ﬁZ%ﬁﬁ?ﬁ ORERASE M MR B EE
Bl Hﬂ%ﬁﬁ% IHEEBE S - HHE) S ER

SHERE SRS - OREEEROELD - ORRIE
Mexiletine 8 AIR/OMENL ~ BE) ~ BBE KM - Y o[BI
EARA - PURES RO BN EIEA - OB E7% 150 mg gd-tid
L RmmIEHERZEYEMES - 2% Xylocaine 200mg IV
infusion >60 min (2-5 mg/kg) - HYR LA H Z 28
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The Marie Curie
Palliative Care Institute

LIVERPOOL

Liverpool Care Pathway for the
Dying Patient (LCP)

National LCP Renal Steering
Group

Guidelines for LCP Drug
Prescribing in Advanced Chronic
Kidney Disease
(estimated glomerular filtration
rate < 30 ml/min)

June 2008

ENDORSED BY:

QH Department

of Health

The Renal Association
founded 1930
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Fentanyl 25
R S AL ug s/c prn

Fentanyl s/c

iﬁﬁ?@ 3R prn /24 hr

Fentanyl 100-250 ug/24hr
syringe driver
Prn dose: 1/8 24hr #2=
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God grant me the serenity

To accept the things | cannot change,
The courage to change the things I can,
And the wisdom to know the difference.

Reinhold Niebuhr



