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JREVIEW | SSUES regardmg pain
J’J’JrJJ’JrJF ment I renal patients

PReviey w. analgesics available

— -I—I—-' -

-'_r;;'“ﬁ’* iew strategies for assessment and
management

—Basic Approaches
—Neuropathic Pain
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SEEIyAPaIRrtan the general US population
rJrilu' ier age and Ssex.

SO0 reported pain, yet
= :)H ‘received no analgesics and
= ' 5% reported inadequate pain relief

-": . Then even when they did get a opioid,
- 16% of them were still suffering with
moderate to extreme pain

Kidney Int 2004 205 Hemodialysis Patients!
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= *"'Jether common symptoms
- - Decreased activity in 63.4%

- Pruritis 41.1%
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Palliative Medicine 2003 Fainsinger et al?



QJFr‘OQOFfr“ (resultmg in spinal fractures)
_Jriﬁl"ifﬁm T"ry Arthritis 6.8
: %@"‘al*@s*teodystrophy 4.9

;DJSCltls/Osteomyelltls 1.9
___-":-: | Related to Dialysis Procedure 13.6
- : Peripheral Polyneuropathy 12.6

Peripheral \Vascular Disease 0.7

Other (including trauma, PCKD, malignancy, 20.3
calciphylaxis)
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® [Depression

=108 ® Decreased
== alred socialization
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e

= ;_=eggn|t|ve ® [ncreased health
function care utilization

e Quality of life ® [ncreased costs
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o Lz)gi or_t OWIECQGE aboUL pPain management

——

J reluctance to prescribe. Concerns
Ilssues

o PriyEl

C c
e ._l”'?"

.; ?;E = ae that patients exaggerate pain
*‘ﬂaten5|ty

.

% Fear of latrogenic addiction
» Inadeguate pain assessment



Barriers rEffectlve Paln.MQ@ﬁ@m@itf

SN e tment elgerith -,J:g tenSW|t Cancer

frlely/ nlee 2| 0)0) )\ tOrmemodiaivsis pat
> Oy JdCEl\/“ datallacking for the appropriate
WENEEEMENE of pain in' long-term hemodialysis
EIEN chronlc Kidney disease

=) U_E,;E ic symptoms may mimic adverse effects of
&= = Opioids, resulting in inappropriate withdrawal of
%’ halgesms

® Patients reluctance to report pain

' Lack of staff time and training in the basic principles
of pain assessment and management

4
mn

American Journal of Kidney Diseases 2003 Davison SN?



“If we know that
pain and suffering
can be alleviated and
we do nothing about
It, we, ourselves, are |

tormentors” "

Primo Leve
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_ +Substance P
> ;ra Prostanoids N

e Serotonin ~‘§:§"

) 3_: ~+Cytokines e
s Dynorphin A I * Prostanoids

~ +Bradykinin
> - )) \

e = T 8 * EAA — NMDA

-~ Nocicept = e Substance P

=" > +NO / CCK

== (\ «NGF / CGRP
+ Silent - skin - *SHT / NK

- —viscera * GABA / CGRP

— Joints Dorsal horn of the
—muscle Spinal Cord : “Gate”
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SysuEIR tiireugh therspinal cord Isisubject: to
BEWIELen By both Intrinsic neurons and controls
eliiena tjgle \from the brain”

J r nrw ptlons for an incoming pain signal:

= fsuppress the pain signal (stress-induced
= analge5|a)
e T0 allow the pain signal to pass through to the
brain unchanged

o To augment the intensity of the pain signal sent
to the brain (central sensitization)

*"



of pain roughly proportional to the

of nociception

.___-_ g —— _

_‘-’-’j"then inflammatory process

® Two types: Visceral and Somatic
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o i?h:a't arises from injury,

= ""ﬁ isease or dysfunction
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= in the peripheral or

central nervous system.
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Neuropathic

plast|C|ty/senS|t|zat|on)
>3 months Days to weeks

' ;;; Expected to persist Expected to resolve

e
B
_:r

' = _
= Emr.monal Quiet, depressed Anxiety Restlessness
e Response

Biological No Yes

Function
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74 year-old female with a 7 day history of a painful
unilateral rash on the left chest



Dalir) Ml ment"l'-“reat Pain@ﬂﬁ; :
Tresti; E cétl’sm, -

J Umrrechsc,er IESRSHTIGHENDE " Sisianalse

STIES: r; splnal cord

J More pa n signals mean more pain
r Iutlon?

= 6ck ds many pain signals as possible

__Treat pain as early and as aggressively as
- possible

® Results: Less pain, Less analgesics over
time
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— acute vs graduall
on) (4+ radiation)
n (recent/chronic)

(—1
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- Aggravatmg factors

= 5- == Rellevmg factors
- = Treatments — previously tried — response;

dose/duration; Why discontinued?
Severity: Pain Scales: 0 - 10



Peln AS sSﬂJ@,“ J“"

o Wrizlt 5 et Latits
3@\ / Worst/ Present/ Average
Briel Pain Inventory: Cleeland®)

oPai *ahd activity diaries

: *"‘-; Map: Many patients have more
- than one location of pain

® “Red Flags”: History of substance abuse,
addiction.

— “Chemical coping” .

b
—
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Or)Jojr‘- Jict vs. Pain| Patien
Dzitzl St gesml!afaddlc 6%

D)~ DAt
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OJJOJrl f\elelig
o Cepff sr@]“meds ®' Controls meds
o MYads rpc'n QoL ® Meds improve QoL
o Wl rJ, eds despite S/E =~ ® Complains of side effects
=9 ;z;g -poss|b|||ty of e Concerned re: medical
= avingla problem problems

_--""'

~ & Doesn't follow treatment  ® Follows agreed upon
';" plan treatment plan
o Seldom has meds left * Left over meds
OVEr ® Does not run out of or

o Excuses for lost meds lose meds
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3l rfmucur ﬂeous electricall nerve stlmulatlon
(FENS)S

0 /i J‘: _

J (“or_sr ive behavioural pain management

= —ice shinigues such as relaxation and biofeedback;

:tfléhysmal and occupational therapy

® Meditation; guided imagery

° Acupuncture

American Journal of Kidney Diseases 2003 Davison SN3
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ays and ChemCalieas

IJocluilzlgleiglis

~ «NSAIDs . géizg;_

*Opioids 3
*a,-agonists ‘g ¢
e Anti-convulsants LT —=

eAnti-depressants«—— _~

~ Peripheral
- *NSAIDs eOpioids
oCapsalcm *NSAIDs
Opioids _ *a,-agonists
eLocal Anesthetics eBlockers:

— NMDA
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o) ltor and evaluate response
: '-ﬁnd adjust until pain control with
‘minimal side effects
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WO Gijjele mes
ANALG SI_C -RAP

+ Glve rJgg; nedication
» GIVe | 1cat|on orally.
PR GIVe me dlcatlon regularly.

T-__-(*e -- ant pain = Regular medication

-l-l-_._—

,, reakthrough/Perlodlc pain = PRN medication

___#_-

.

: 'r—as needed

—

85 % of cancer pain easily treated.
Stats for other diseases ?7?
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J OT)JOJrJJ er)chJcec inNmeduletionefirenalwatershandling.
Oligjugle] ,ra'~~e Urred fom morphine and congeners
~ OLJE chr:Je Simaly. differ from drug to drug

0 JMEC Jr\J\ 1V|

Mgﬁs me produces peripheral indirect blockade of
— Dladder fnction and central inhibition of micturition

-r""

""‘"‘ ()
— '.D'ther mechanisms involved including effect on atrial
"~ natriuretic peptide

- can reduce the volume of urine voided

The Journal of Pain 2004 Mercandante S, Arcuri E’



OI)JOJF Sic El-E@J-Fu-n

> Loy dos’?’- - transient increase in Urine
- output & GFR

- —
LT -

I i

Ses marked but transient
reduction in urinary

== = flow rate and GFR during first
— = hour, followed by a delayed

= dluretlc effect.

The Journal of Pain 2004 Mercandante S, Arcuri E’



gjeIus and RERE EURCH
Are Side Effects Worse with these Di

—-—
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) Um}’nowr} et SViererabgreate;
5 fo)lele JF‘ ter than patients with normal RF8

\rlverﬁ_ fifect risk increases ini these patients with?®

)l LAE umber of medications used — dialysis
= pd tients average / to 8

.u-_., S

= b) the number of comorbid conditions

—-_,_—
—

= "ffﬁ the age of the patient
- d) the degree of renal impairment

Principles & Practice of Dialysis 2nd Edition 1999 Henrich WL Editor Lippincott, Williams and Wilkins®
2 Canadian Medical Association Journal 2002 Kappel, ] Calissi, P’
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REVY qurF S with Iong term use of opioids in
SELIEIILSH 4th rienal impairment.

'--_

rm] Jm ce off physicians to prescribe

;‘JJ ‘and symptoms of opioid overdose in CRF
— N ot co mpared with normal RE in the literature

=== ‘Many side effects of opioids are frequently
- observed symptoms of ESRD or dialysis
treatment

OVICHNC @S Fag—

wl-;

American Journal of Kidney Diseases 2003 Kurella M!°



ormr IUE Effects J-‘"

Respiratory

SRGE|Om occurs:
o fre ref'fb ratory’ centre becomes relatively resistant
Lo the ¢ depressant effects of the opiates over time.

,)( ____otsee unexpected deaths in palliative care

e ——

: atientsion large doses of morphine and is why

—m

:--*ﬂ-ue,uthanasm IS not performed using opioids... these
~ drugs simply do not work for this purpose when
patients have been on them for some time

Clinical and Experimental Pharmacology and Physiology 2000 Ravenscroft P, Schnider J!!
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You get 55 % of And 37% of the
the M3G H3G metabolite

metabolite from from

morphine hydromorphone



*of Cr-Cl.on metabehtes -

20 weeks

-‘l_ studied over 4

he creatinine clearance decreases, then
9s of the metabolites rise exponentially

Estimated creatinine clearance (mL/min per kg)

Clinical and Experimental Pharmacology and Physiology 2000 Ravenscroft P, Schnider J!!



Morr)mr ANC Hy ro'ﬁorho
netz0e

A 10 to 50 fold |

JJ'J(T:‘CJS':‘ Ak 1fm|nat|0n
gelifivesiol: < and

M6G roga orphme

== .‘_ A Increase In Palliative Medicine 2001 Lee, Leng,
the in chronic MEF, Tiernan, Ejj 22
renal failure. Journal of Pain and Symptom

Management 1995 Babul , Darke,
Hagen13



and Fyelfelofonioss
ANENCErebrospinelMiuidiconcentiationsiofiMBGE
SREEEd these off merphineg and M6G by
GIPIOXIMaLEly 2" and 5 fold respectively
SNIMESENiNdings suggest that when the M3G
soncentration ( or H3G by analogy) exceeds the
= neuroexcitatory threshold, excitatory behaviors
—  will'be evoked in patients

- 8 M3G and H3G have no pain relieving effects, but
aré potent neuroexcitants and are at least TEN
FOLD more potent neuroexcitants than the

respective parent opioids

Clinical and Experimental Pharmacology and Physiology 2000 Smith, MT*

NEIOEXCILALONY Eff’_écts_ciﬂgﬁhjﬁé_



OpiojdNeuiggresd]cy

PNOEELTS more commonly in renal failurets

> J\/J\/OFJOF 7 Jerks are usually generalized when
e ?drugs or toxins® ; May be provoked by
~L:* mulus or voluntary movement16

—
S _._,.

-'.I-

= yperalgesm
-~ & Delirium; with hallucinations and eventually

‘» Grand mal seizures may develop

www.palliative.org Palliative Care Tips March 2004 #18 Myoclonus-Seizures-Hyperalgesia
Dr. Robin Fainsinger Royal Alexandra Hospital!®

www.eperec.mcw.edu Fast Fact # 114 Myoclonus DeMonaco N, Arnold R 1



http://www.palliative.org/
http://www.eperec.mcw.edu/

Or r)JoJrJ.. Earwicyaﬁ'
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SVENEINS r rr*'*c
J _educc on |n opioid dose by 25 to 50%
2 J\/mr) ite atlc treatment:

."' .‘__ e

—= = yratlon correct renal failure

e .

s —

-
._'-F_

= _-,_. /- haloperidol, methotrimeprazine,

——
—

. lerazepam, clonazepam, midazolam, phenobarb

e Opioid rotation
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QpJO drotation - - "
jtcr) (= fot differentopioidto,.

(= roteg)iie
c
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1@ SIAETE S

SRGIEIENCEIO al specific opioid

SRV Eliebility in analgesia due to incomplete
& COs5-tolerance

= 8" Prospective studies:
~ Delifum relieved ! 61% Maddocks
e /2% Ashby
c | 34% Gagnon
\When opioid rotated from morphine to oxycodone: or
other agents



Appears Safe

Use Carefully

Hydromorphone

Oxycodone

Fentanyl

Methadone

Avoid Multiple Dosing

Codeine
Morphine
Meperidine
Propoxyphene

Journal of Pain and Symptom management 2004 Dean, M 17




Appears Safe

Fentanyl

Methadone

Use Carefully Best Avoided

= = Hydromorphone Morphine
Codeine
Oxycodone

Meperidine

Journal of Pain and Symptom management 2004 Dean, M 17
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A IERGHERPEULC OPLIONS INFSPECITIC
FonrJJrJon
. bay a ntlon to titrating doses

- Cijg Je) e op|0|ds with a more favorable
%ﬁal profile, like methadone and fentanyl

| 1—Pro1onged use of opioids in older,
dehydrated patients m/ght enhance the
risk of compromising renal function

The Journal of Pain 2004 Mercandante S, Arcuri E’
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55 \/‘CJF]j’_‘w_ﬁ aw [dOWEN" LIVES dlone
2 rJer;E' with Bony metastases: R
it me us/ Compression #'s thoracic spine

_. __;fE_SRD/ISHD/ Depression
i) Brought In by daughter: Pain ++ .

® Creatinine 250
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“The pain isn’t foo bad, but I can’t
take my hat off!”



SBNLictory ;. GEorge _—

> O(risgg— Seve%r 'months 1~ 2weeks

—

JL(OC:JFJOFJ — ”'cL e RICHEStWE
> D ( lJrrll‘lﬁ Constant. Ax with movement.

> C(; mrfws‘ Steady aching pain

o A(rr vatlng) Any movement; breathing; coughing
:_ﬁlevmg) Sitting still;

—5 :(_reatments) T#3 helps for about 2 to 3 hours
Takes about 10 T#3 a day

—  "Not going on any morphine;
I'm not dead yet.” No recent RXT

e (everity): 6/10. 10/10 with movement

'i"
c |



)z IOH%

o No eerIenm of a,,, IESLILGIED

-d - A S

trie SJ’JO| er due to pain;’ R chest wall tenderness
YWIER) S ~numbness

> No veafﬁ raI tenderness and no neurological signs
uf e ent with Spinal Cord Compression (SCC)

“ 1:_aVs show bony metastasis in shoulder and
| -'tho_rauc spine

o What /s your assessment of George's pain?
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JTJI)OFI“‘J‘F- St StEPr T
aneco dlete: |
J *paln

VL“ Malignant Bone pain; Neuropathic
am Incident Pain

— = =
::-""'-'z

= : Functlonal Impairment
® Probable cause of pain
¢ Patient Goals and level of understanding



2 e er
(__ C _fntly 10 T#3 per day)

--‘;:_? _ hat are our options?

.——"




a10)re)nlinle
> Soig g:_||V|duaIs metabolize codeine
r)oorl\ driig may not be effective

b QPE" 1 used in combination with ASA or
=—T¢ tamlnophen

3 -ut\nalgesm ceiling with doses > 600 mg/day
“e Constipation is a major complaint
¢ 1:10 (morphine:codeine)
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J\/JOr]JJ: ‘_-5._ J"

o Sitelr JrJrJrrJ o compar

i@ld Standard’

> \/ér\/n'f ; Variety of dosing forms and
ieutes of admlnlstratlon

- — .._'—--'
_'q-ll—"'

.ﬂ'

= ‘enc':ern re: accumulation of active

-n:h
e
S e

-_—‘
A" OPIOIGES

= m‘etabolltes in N/ renal function
“e Caution in the elderly
e 2:1 (oral:parenteral)
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F\I)r)ro,q tely 5% more potent than

morr)rnr 2
J\/Jore IubIe than morphine
= S Few metabolltes

_ 1:@ften preferred for use in \ renal function
- and the elderly

‘T (a)



S

SYYLOLONE ) __‘j—_a_

Mergrc Py | %’but metabollte IS Not a

JJIJ(“IJr( e thus sarer Jrenal @@

'rlm(“rm
o Legg e nstlpatlng than codeine

2 Us d in combination with acetaminophen or

_’“ A, Or as single agent IR and SR

> * No ceiling effect BUT no parenteral form
available

e 1:1 (morphine:oxycodone) single dose studies
e 1.5:1 (morphine:oxycodone) chronic dosing
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o

2 Aggiodyle uely’ ll ‘more potent than
morr)mr g

r\r)r)er 'S to cause less constipation, nausea
b ]ess | Jistamine release

Ei. :ﬂ:jdseful in  opioid allergy

=
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Feritan) ETTﬁﬁﬂg:[maJﬂpﬁlﬁ

o S —a _— =

—

AUSErl for ;' stable pain

. compliance issues
~difficulty with PO route

e R
S
- i

== _;-f Intractable side effects
ff » 0 =0rms depot under skin
® Jiakes 12 to 48 hours to reach steady state

® Patch lasts 72 hours in most patients
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SRV JJFJr)JrL? idies showing good [ESPONSe

o Nelvzlr) Eclﬁ
rJf"‘@ heuroactive metabolites
C“_ S rance Independent of renal function

= **'? Racemic mixture with activity at both opioid
._-_ ~ OP3 (my) and OP1 (delta) receptors and
- NMDA receptors

A

S— e I— -—-




HEHIEOONE ™, =

o Dis JFJ\/r} L age:
- Loy J, predlctable half-life

J tentlal for serious, even life
= ’chreatenmg toxicity

- ~Caﬁ ‘be difficult drug to titrate

__.""1"_

—— m—— _..-.-—

— r*‘CurrentIy no parenteral form readily available
- . Requires special license



Recoﬁ"imend
| am

Oololc/siNe
Use Ir Cnro

AVIEPErding
shiort half=life requiring g2h to g3h dosing

' 'ro,qr“ rr atabolites may accumulate with chronic dosing
’S eXC|tat|on/se|zures at analgesic doses

—— *__ azocine
=== ﬂ,~"m|xed agonist/antagonist

___._:#_-

s "‘*'-adverse effects: hallucinations

i

—— s — .

=

== == vivid dreams
psychomimetic effects

=

- dose celling effect
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AppradnEiisiogjofe s
=euivalencies~

—
P
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"

- Oral Parenteral

) (mg)
vorpni 20 10
= Codeine 200 120

e

= = :F.-Iydr'omorphone 4 &
| Oxycodone 13.3 -



Pain Mzl *gem@i— -ﬁ'

—— — —

0 FQyJJJr]er sclulzrg Stion for
conrmf pain

PRI m d|cat|on for breakthrough

R —

r- C. I, e —:_
— ey

R — = i
pa—— -
=

~ e itrate to effect: calculate using Total
- Daily Dose ( TDD) to adjust



Géorc

o P Unr JrlU

2 ple)plE b ‘ise P

SRUSEN] JF ( Total Daily: Dose) of current medication
e (“QFI:‘* Tt to more appropriate opioid

.-_.___u—

e —I-

__'_—-l- _._'-i—-'_

-'__.—_, J S rt W|th and Titrate with short acting:

'l:'_"-'
-
'-ni-_'-':"_'-'

-~ ® Give dose regularly at half life ( 3 to 4 hours)
- ® Gjve breakthrough as needed
e Ask patient to DOCUMENT and adjust as needed



() Org__JAE =)

e

SXYEOEONE S Mg Q4H =30 mg
PIUJgrre 25mg = 15 mg
™D:

i e —
- - e
- - o
-5 s - _'__-__-_T-'_
— S
i =
— . —p—
— -
e E
——-
- "
— =

IBF = 4 to 5 mg Oxycodone



] er fLle):
J O,o/vorfe 1e not available parenterally
U e | @ D ( Total Daily Dose):

g Oxycodone ~ 68 mg PO Morphine
== - f4 mg PO Hydromorphone

'-Wlay consider Fentanyl Patch ( 25 mcg) or
Subcutaneous route



HrJrenrerr Ts usually HALF the oral dese (TDD/2)

or switchi to Hydromorphone PO= 12 mg =
@arenteral dose ( Subcutaneous or IV)

— .--_._—

=S rwde by 6 for Q4H dose (6/6)

.—-_....—-—

— J'New order
> = 1mg SC Q4H and 0.5 mg Q1H prn



St PathE Jt—

- —— p— —

o Wouylel rJrr\ hatch z AUE Drevious
GIEIGESIC o anether 12 hours or give with
S rloc* then discontinue

J \/\/11 |II need breakthrough dose of short
actingl medication

——
--_

~0 TITRATE to effect: If BT > 10 mg of
~ hydromorphone per day ( ~ 100 mg PO
morphine) consider increasing the patch



- T
VI Patchl Conversibi e
_‘____!:- — 3 - -

L}
» ey
1
7 gl m |-|_
~ - — M3 ’ ._:l_—-': - . = -

" Fentanyl Patch

-..

(mcg/hr)
25
=" 13 50
=== 225-314 75
— 315-404 100

Each further 100 + 25



NEET JrOa athi

igibiated or

ar Y lesion
=or dysfunctlon in

-

_-'___.l'-—-

’the peripheral or
_ CERtral NEVous
system

i S
7



Dathwavs

Reorganization of cortex.
ChaneesyRNnRIbIteRA

-_" ;._ ; N
- Inflammatory Reaction
~~ Neuron Damage

Ion Channel changes
Ectopic discharges Dorsal Horn

NMDA

Pathways
/

— -\
Descending TCentral
Inhibitory Cortex

Afferent barrage provides
constant input leading to
dorsal horn and central
reorganization




Shift to
left with
tissue
Injury

Normal
Pain
Curve

Stimulus Iintensity

INRecUOUS !

Noxious

M. Downing



Oploldsle Neuropat%
Defirlite Rom

J||
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Z

0 Felel Nelrr 0J6)V/ CGJ 055 0Ver 0! 5 W

PRI 'hNeen op|0|ds TCA and placebo

Qr)JOlF and TICA reduced pain more than
r)J cebo (p<0.001)

& Pc tients completing all three treatments

&=

g.;f preferred opioids (54%) over TCA (30%)

S—— - —
== =

— e

— Higher doses needed for effect
~ (NEIM 2003 Rowbotham et al?)

¢ Methadone good results
® Emerging data re Tramadol



PR

Tricyclie ntldeprésw:‘:—

Nelrge athlc

o Goaocl e\/}c" 0/2) "0'

IFDERETt 1R ""- B
— ESp ¢ strlptylme nortriptyline, desipramine

mI)rQ\ ___ents in pain, insomnia, anxiety, and
rleg' Jle)g

—
__.""'_'..... :l\_..-—

_;_____ O :r1ptyI|ne better tolerated than amitriptyline
EE:%=:< 5% incidence of anticholinergic side effects

® Start at 10 to 25 mg at bedtime

— Increase as tolerated to target dose of 25 — 150 mg

¢ Antidepressant effect independent of analgesic
effect



Jorl- KQ‘ antldep‘&w

reLrone HIC Pelis

- = ——— o ————

SRR lJlrs IthISSRI’S discouraging

= '._‘ -

BB ErOxetine is only: SSRI to be superior to placebo in
oM rre ’ed trials

u"ai |n Most cases to imipramine

'I venlafaxme has shown some promise

“» Newer data supporting use of Bupropion:

Start at 100 mg daily increase weekly to 150 mg
b.i.d. (Neurology 2001 Semenchuk et al®



Arities) IsaﬂELGa bapﬂiﬁ:."

0 FJmeJJ ev re (“‘—* r BEaEYAl mq;w—-.

) rfjry 5 the Na and Ca channels
= .ucmg central excitation

J |(e 6000 mg/day (1200 to 3600 mg/day)
e ?: If eIderIy, start at 100 mg per day at bedtime
_‘,_ — If younger, 100 mg t.i.d
— — Titrate weekly

® Reduced dose in renal failure

® Other options: Good initial results: Pregabalin
and Oxcarbazepine. Lamotrigine for central pain




Trasitrram "“e Neurepathic Paipe ™
Use of cldfuyerts™ s 4 =

:)e [ mmmaiﬁﬂ

2T rJ(“\/(“JJf rmrJr_er)re ch_
SYIICIOMES,

r\J’JrJ(”OJ’]\ﬁ sants Gabapentin; Pregabalin;
ngm( @lne

s Or: 1ds Including Oxycodone; Methadone;
— Tamadol
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| *-H_‘ocal anesthetics: Lidocaine (5% patch); systemic
~® Corticosteroids if inflammatory component
e Capsacin



CEorge *W%ter

/] IOIERCON forizlo)ls clig

_.l'"" a

it sl p m ++ with morning bath
N ::-'g'_ PATN

e i
3 "n-

(S QF“ n* short lived

e -l-l-_._—

A

— == ovement of the patient, either active or passive

— (Slttlng up in bed; Transfer to commode or stretcher;
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® Procedures
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-0'mg morphine
~ 100 mecg fentanyl (100X)

~ 10 mcg sufentanil (1000X)
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J':F‘J'J'i:cJJ'J\7 . LOL L. ONMILE O paEnteral drud:
@SNmeg/ml) given Under the tongue or
If] rrfmm (( spray. bottle: Stable ~ 2 weeks).

) ] JJ\/r:'“ it to approx 2.5 to 5 mg of Morphine
SL | mI IF TDD >100 mg Morphine

= *remental titration: Begin at 0.2 mL (~ 10 mg
== =-;;f Morphine). Usual dose 0.4 mL or 0.5 mL
~ — Can repeat g5min until relief. Use effective dose

e L.ast ~45 to 60 minutes
¢ [nstruct patient NOT to swallow for 2 minutes.
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SRPAINS ar ore terriple lord off mankind
trleln) eve death itself”™ Abert Schweitzer

r\rJrer’ mg pain and suffering at the heart
=0 "V" “other approach and treatment
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— eQuality of life

—
=

eQuality of care



{ Thank you

www.promotingexcellence.org/esrd/

bruce.kennedy@fraserhealth.ca



http://www.palliativedrugs.com/
http://www.palliative.info/
mailto:doris.barwich@fraserhealth.ca
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