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Palliative
Care Center
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What is the best next step for
iImproving this patient’s pain
control?

Palliative Case Conference

A 17-year-old male was diagnosed with advanced
esophagogastric junction (EGJ) cancer with liver and
bone metastasis for 3 weeks.

He complaints of a severe dull aching pain at RUQ
and left thigh. He is currently receiving Fentanyl :
patch(50 mcg/hr) 1 patch every 72 hours and
Morphine 5 mg IV prn every 2 hours for severe pain.

He says that his pain is 8-9 out of 10 on a numeric
pain scale.
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Present illness
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Cancers within these
areas were classified as

Present illness

- Present with progressive dysphagia with weight loss
- EGD at S99, WU Mass at eastric cardia, Patho: Adenocarcinoma, moderately differentiated
- CT whole abdomen(5/8/65)

L obulated heterogeneously enhancing mass at EGJ 3.9%3.6%6.6 cm with total obliterated
splenic/left gastric arteries and suspected involvement/encasement of body pancreas, lesser
curve of stomach and celiac trunk

Pathologic LN at Lt gastric, Rt gastric celiac, para-aortic at Lt renal vessel level down to L3

level with invasion to Lt psoas muscle at L2 level and severe stenosis of Lt renal vein
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Present illness

- CT whole abdomen(5/8/65)
Multiple liver metastasis, fatty liver
Suspected 1.6 cm osteoblastic metastasis at Lt sided T12 vertebral body
- CT neck
Lymphadenopathy at Rt upper paratracheal region, likely nodal metastasis
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Past history Family history

- No underlying disease - ‘LJ;LfJuﬂJzL%QﬁU, lunsruwiie

- No food/drug allergy

Social history

- Denied smoking

- Denied alcohol drinking

- eglgununysn 1A59



Physical examinations

- GA: a young Thai man, good consciousness, Well co-operative

- HEENT: Not pale conjunctiva, anicteric sclera, palpable Rt posterior CLN
- Heart: Normal S152, No murmur
- Lungs: Normal BS, Clear

- Abdomen: Scaphoid abdomen, seen jejunostomy tube, impalpable liver and spleen

- Ext: No edema, good cap refill

- Neuro: EAV5M6, Alert, Grossly intact






CBC and Coag
22/8/65

Test Name/Specimen Type Result Unit Reference Value

PTANR [/ 3.2% Sodium citrae blood
PT 143 sec 9.7-121
INR 1.30

aPTT [3.2% Sodum citrate blood
aPTT 33.7 sec 26.6- 35.8
APTT Ratio 1.08

Complete blood count / EDTA blood
RBC 555 1076/l 3.80-6.10
HGB 133 g/d_ 11.5-16.0
HCT 422 % 34.0-50.0
MCV 76.0 fL 80.0-978
MCH 24 0 Pg 25.2-320
MCHC 315 g/d_ 299-343
RDW 13.2 % 11.9-148
WBC 6.78 1073l 6.00 - 13.50
PLT 292 1073/l 150- 350
MPV 124 fL 8.7-125
NE% 69.9 % 437-709
LY% 183 % 20.1-445
MO% 8.6 % 34-98
EO% -8 - % 0.7-9.2
BA% 0.7 % 0.0-26
NRBC 11 0.0 /100 WBC



Test Name/Specimen Type Result Unit Reference Value

BUN / Clot blood 5.6 mo/dL - 518
B U N / C r- CREATININE / Clotted Blood
eGFR(Schawart) age <18 No Cal mifmin/1.73m2 -
SODIUM / Clot blood 135 mEgL L 136U5
E le CtrO lyte POTASSIUM / Clot blood 41 mEglL T 1
BICARBONATE / Clot blood 26.2 mEgh. - 2330
CHLORIDE / Clot blood 97 mEgL L 98106
a n d L FT CALCIUM / Clat blood 9.2 mo/dL - 84102
PHOSPHORUS / Clot blood 3.9 mofdL - 2745
MAGNESIUM / Clot blood 19 mofdL s VEEDG
2 2 / 8 / 6 5 TOTAL PROTEIN / Clot blood 7.6 gd . GERZ
Globulin / Clot blood 3.7 gd. H 2634
TOTAL BILIRUBIN / Clot blood 0.7 moldL = T
DIRECT BILIRUBIN / Clot blood 04 mo/dL ~ 005
ALT /Clat blood 77 wiL H 033
Game GT 728 U/L (8-61) e ” " "
W/L H 55149

Alkaline Phos [/ Clot blood 19 214



Viral hepatitis profiles 22/8/65

Y HosUGUANISANENAKUAZANAARA
¥ HBSAG BY MEIA

HBSAG BY MEIA, 36319 Negative -

¥ ANTI-HBS BY ELISA

ANTI-HBS BY ELISA, 36317 Negative IU/L 0-9.99 -
¥ ANTI-HCV
ANTI-HCV, 36331 Negative -
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UA
22/8/65
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Test Name/Specimen Type Result Unit Reference Value
Unnalysis /Unne

Color Yellow -

Turbidity Clear -

Sp.Gr. 1.006 - 1.003-1.030

pH 6.5 - 50-80

LEU Negative -

NIT Negative -

PRO Negative -

GLU Negative -

KET Negative -

UBG Normd -

BIL Negative -

Blood Negative -

RBC 0-1 /HP - D2

WBC 0-1 /HP - D6

SQ-Epi 0-1 /HP -

Bacteria Negative -
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-----------------------------------------------------------------------------------------------------------

Loei Hospital
CT Whole abd.(Adult)
Plain 5.00 Br40 S3 ax

5/8/2565 18:41:18

LOC: -1296.96
THK: 5
FFS

Arterial Phase 5.00 Br40 S3 ax .,

RD: 361.17

Tilt: 0 Z: 0,74
ma: 113 C: 40
K\VWp: 120 W 400

Acq no: 200 DFOV:49.4x23.9cm

Page: 16 of 93 IM: 16 SE: 2

Loei Hospital ‘

CT whole abd.{Aadult) |
Yenous Phase 3.00 Br40 S3 ax

5/68/2565 18:43:07 16

UNDEFINED

LOC: -1297.96

THK: 3

FFS

R . . A ¥ /] e Ble---imEE. L DR SRR R -
RD: 361.17 RD: 361.17

Tilt: 0 Z:0.74 | Tilt: 0

ma: 113 C: 40 ma: 113

K\VWp: 120 Wi 400 § KWp: 120

Acqg no: 400 DFOV:49.4x23.9cm § Acqg no: 400

IM: 26 SE: &
=

Page: 35 of 79

Page: 26 of 155
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Venous Phase 3.00 Brd40 S3 cor

Loei Hospital
CT Whole abd.(aAdult) |

5/8/2565 18:42:31 .

UNDEFINED
LOC: -1296.96
THK: 5

FFS

DFOWV:49.4x23.9cm

.

IM: 16 SE: 4!

Loei Hospital
CT Whole abd.(Adult)

5/8/2565 18:43:05
UNDEFINED

LOC: -1374.39
THK: 3

FFS

Z: 0,58

C: 40

W 400
DFOV:96 . 4x46.6cm

IM: 35 SE: 10
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Hospital course
(N@w Consult PC) ¢ "



o
e,

] I

Advance Adenocarcinoma of EGJ with liver, lymph node, bone metastasis,

with carconimatosis peritoneii

24/8/65 S/P EL c feeding jejunostomy ¢ peritoneal nodule biosy

Onco #NDY disease 910 somatic mutation Liasanludauluassuasduluy

LAeINU > Hereditary diffuse gastric cancer, Lynch syndrome Il --> Sawa Patho

+ nadoulliiy IHC (MSI, HER-2, PDL-1 CPS)

30/8/65 Onco review tissue 13l targeted treatment --> plan Palliative CMT
FOLFOX6

Approximate life expectancy less than 1 year maybe few months
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Malnutrition with High risk refeeding syndrome, SPENT score 2

Aouun s, uladesann auudld 1-2 naed, 917 5-10 A1

319 admit Avas nudsutuls 30% wndmdes 1naes/u

Goal calories: 30-35 kcal/ke/day, 2250-2625 kcal/day, protein 1.2-1.5 em/day
Post op Sx plan NPO 3days --> B fluid supplement

g3l bowel ileus agjﬁaqmﬂ higch dose opioid --> Plasil IV

a'%jﬂ Feed BD (1:1) 120ml drip via jej 20mU/hr * 4 feed + B fluid (1000ml/420kcal)

c soluvit c addamel rate 40

2/9/65 Lab refeeding --> HypoK 3.3, Other Electrolyte normal

19



UGIB Ddx bleeding tumor
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e 31/8/65 NG content @un9anfnae iUy lualy, Het 35.7

e Suspected UGIB from tumor bleeding --> Plan set EGD under GA 2/9/65
e Sx plan supportive treatment, feeding via jejunostomy o
e @787 on NG --> Content clear 81015 stable, CBC 2/9/65: Hb 11.3, Hct 35.7

e Plan off NG if no active bleeding

20



Right true vocal cord paralysis

o
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|| ¢

Post-op feeding jejunostomy ﬁﬂfpjml,?iml,mu mglalugenin

PE: hoarseness, no stridor, decreased BS BL Rt > Lt looked dyspnea --> ABG: no

hypoxemia, no hypercarbia

Consult ENT --> FOL: Not seen mass at nasopharynx, oropharynx, hypopharynx

RT TVC paralysis RIMA 4 mm, GAP 1 mm

LT TVC normal movement, no pooling saliva, not seen aspiration

ENT Review CT WU Right mediastinal LN AR uIeEes TVC paralysis, Veuzil no

evidence complication a1n TVC paralysis

ENT suggest conservative, plan F/U as OPD case it DC

21
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Pain at lower back

o {UIBTUINUINUVAINIUAN kazdlATIU19Y21 Pain score 8-9/10 Liflgauuse taifisnaly

Nl anwaeiae Yinunnavdu naulaaniz/gansslaunig

e P

-: Neuro-

C4\V5M6, motor grade V all, sensory intact

e (Consult Pain units-> Fentanyl patch 50 mcg/hr 1 patch g 72 hr with Morphine 5 mg

vV prn g 2 hr

o HU8d5v0 Morphine for BTP Juag 5-6 A59/3U #3931U0un PS 8-9/10 raen

Morphine Uananastnas 2/10

e Anes plan Ketamine infusion, suggest consult palliative

22



1 NUYI8U 2565

Consult palliative for ACP , further evaluation and management
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Current medication

- Ciprofloxacin (400) 1 tab g 12 hr

- Thiamine 100 meg IV g 8 hr

- Gabapentin (100) 1*3 po pc

- Paracetamol (500) 1 tab prn g 4-6hr
- Lorazepam (1) 1 tab po hs

- Fentanyl patch (50mcg/hr) 1 patch at chest wall g 72 hr
- Pantoprazole 80 mg IV rate 10 mU/hr
- Morphine 5 mg IV prn g 2 hr

24
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2/9/65 Pre-op

Covid-19 infection

-GD Covid swab PCR --> Detected, CT ratio 15.9, No clinical URI

2/9/65 Transfer to AE4 --> Start Remdesivir 2/9/65, Plan Redesivir 5 days

25
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Psychosocial assessment: Family assessment (' .
\:*;
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AU EU DAY, A 3.6, WaN301g 24 U 158U 2.8

T 918 43 U 1 Uugadonsasus

11501 918 42 U Wuimtaugamsiesy vinaui 2.9aY3 (Breadwinner)

TAU15A LN NAUAARIUIEDTY 2 U0 Unwazansankentuuwasanulu vdakennianu

NUEDFAERENUATLATENEAILARIE 2 93U UITANILNAUUIUNLEYUNUIIAUNFANIS

JagtugUlwegunumuned nedunumensguwasineglngg a1e1g 61 U U/D DM, 818 81e

q
60 U U/D Alzheimer ganawiaasitaala
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Family Genogram

M1 818 61 U 18 918 60 U
U/D DM U/D Alzheimer

A89a0RL09LAUNE

Jm1 018 43 U ¥IN91U7) 41301 97g 42 U 11 01 39 U 91nvils
91YNY 9D 983 U 2.AY3 Main caregiver

Breadwinner

‘ aniigntes NRUeYoULEUAIe
AUAY e . ¢ - 91 24 U [S8UNMINGY

/ a A
X018 17 U [ou nAy. 1.6

Advanced CA EGJ with lung,

| |

&1 818 20 U

SYULINYEY 2.188
bone metastasis

No U/D NALAY WEY.I3ATT 139917 N 10 AAIAU 2565
23



Family meeting NUASaUA33 (11501, Ua1, 11, gnu)

Assessment
Q/ 1 Y o & | o | Q/
- Idea: Sunsuntielungise linsusser S9lUns1ukuIn1anIsIng
- Feeling: wdela AndnpUredsonytesagiinludaduusisele
- Function: mauilinsnatnuiiesnguatisflsaneiuia tAgaueannaItineuag

Juiouguhenlsaneuia

- Expectation: ag1ninwlvivig Andnptheagdssuiazileniasnwmele giiepguen

11981018 WIANNUBNIWIUNALUUTY S3lalsadaameun
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Family meeting NUASaUA3I (11501, UA1, 11, gnu)

Shared illness

- Warning shot: &ase1avintiaseuasiluauigla (Asauasinsausun)

- ftheduusSessesi 4 Aesvezaning mssnwilimevieluldlaild neudiisiuugiSs i
Frwedld wavfiuuseAulszaes uesitnnsauanuulssduUsyreadumadoniinfian uad
aslitenaiivhaiovyasslsn llddunssnuilimenin [nsmuaztihfedli]

- Silence technique

- Prognosis(N3nuaztingeenisnsiv): uniutesiteglaline 1 U wazenasinintu

Hesanuzisanszaeliinn wasgihediaussous iAo

30



Family meeting NUASaUA3I (11501, UA1, 11, gnu)

Goal of care
- Goal: AsauATIARIIIIMSSnwle1a ARsnsauwalirUlsguauie lusenlides

AUUIN NIVIRNITNINIIU weliSasmegalsiusUae

- Decision maker: +#l99nHU7889a111505U5 b0 N15MRURTEIUTINIUNITINMNY LaY

I
o

indulanisfnuludandify aseunsuiiumewnkindamaneies sanlkiauislanaone

Yo linuwnneJuau e
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Telemedicine

LUz119Y Palliative care
Y Y | [~ & | [~ | v
- Idea: {UhgsunsuIRTunzsansEigeIms nsuilsatlunaudng
DY WA INITIUTEYS

- Feeling: $annnainlsmazlimey NsuIuaIneInIsiiuasIngny Anin

| v ] A W 0 YV !
Liflaswnlaanuuinidmieanaslueg
- Function: aguuAsadundn anuuesls wuseilu nue1mis lauiisde
VULALIL

VAN N

- Expectation: ag1nmigannsiduuzids egnneenlilgdinimilounusu
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Telemedicine

U Y

Shared illness (RUIENIBUNAAY WALDYINTUIAILIA)

- guheluniSessesi 4 Aassezanying n1ssnwbievimdululile seulinsnuuese Ny
93l hasiuUseAuUTEAae 1099 N13gRakUUUTEAUUTE AR TUNLAINNIRTIER LA
adlignaivndaievzasdilsn lilaidunisinwlvmeun

- Feeling: qUhsvaninUseuantaanies wildlannlauin Anglidiwaritenaduees

- Decision: @uaufUIesaIn15anduls @dewuIn1en1sawa guiewulliugen Comfort
care L#U950LONUIATBUATINDU MaULIBNAULUARNUNIU

*11AITIVRIUINIIUAIIUITY ANIAANAY
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PC symptoms

1. Pain at surgical wound and lower back PS 8-9/10

- Pain % Fentanyl patch 50 mcg/hr 1 patch at chest wall g 72 hr
- U9 Morphine 5 mg iv prn 4 ﬂ%ﬂ@i@iju

2. Thirsty

- UINWAY @EJ’]ﬂVl’]U@’]%’]ﬁLLﬁ%ﬂj”WINU’]ﬂ DYINTUTAVIRDINNS

- Advice %Uﬂjﬂ, R Tarat- YT eRy

3. Faticue 6/10

4. Insomnia due to pain

34
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How would you plan to
care in this patient?
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FOR ADENOCARCINOMAS PERFORMANCE STATUS PALLIATIVE
MANAGEMENT

Perform microsatellite,

PD-L1, and HER2 testing

Karnofsky performance score 260% (if not done previously)

or — | if metastatic cancer is

ECOG performance score <2 suspected®

* NGS may be considered
via validated assay®

Systemic therapy*-KK

and/or

Palliative/
Best supportive care99

Unresectable locally advanced,
Locally recurrent or
Metastatic disease

Karnofsky performance score <60%
or
ECOG performance score 23

Palliative/
Best supportive care99

C See Principles of Pathologic Review and Biomarker Testing (ESOPH-B). Back to Foll
X See Principles of Systemic Therapy (ESOPH-F). acK 1o roliow-up
99 See Principles of Palliative/Best Supportive Care (ESOPH-H). and Recurrence

kk Further treatment after two sequential regimens should be dependent upon performance status and availability of clinical trials. (ESOPH-18)

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

ESOPH-19

Version 4.2022, 09/07/22 © 2022 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines® and this illuﬁa@n may not be reproduced in any form without the express written permission of NCCN.
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MO Cancer Adolescent and Young Adult (AYA) Oncology Discussion

Network®

PALLIATIVE CARE ACROSS THE DISEASE CONTINUUM

Palliative care focuses on symptom control, reduction of physical suffering or discomfort, and optimizing quality of life at any stage of a
life-threatening disease (NCCN Guidelines for Palliative Care). Referral to palliative care is appropriate when patients are being treated with
curative intent and can be initiated at the time of initial diagnosis.! A palllatlve care team is one with resources and expertlse to address the
psychosocial, emotional, and physical challenges relevant to the patient.2 Strategies to support a patient, particularly in the AYA population,
must be individualized in the context of the family dynamic, including maturity of the patient and level of independence (both desired and
actual).

END-OF-LIFE CONSIDERATIONS

 Palliation of symptoms is an important aspect of care.

eltis im|32erative for health care professionals not to assume that AYA patients may be less inclined to discuss death and other end-of-life
issues.

* Consideration to include palliative care team or hospice services should be discussed early in treatment if prognosis is poor in order to
provide the continuity of care and support for both patient and family throughout their cancer experience.

* Discussion about end-of-life preferences and the formulation of an advance care planning document should begin early in treatment, but
details should be individualized according to the preferences of the AYA patient and family.3:4:5:6

* Involve child life specialists and/or psychosocial team member to discuss legacy projects and memory work with patient and family.

* Individual, family, and cultural differences influence the preferred location of death. While many adolescents indicate a preference for dying
at home, 80% die in hospitals.>:® Other AYAs and families choose to die in the hospital due to regional scarcities of home hospice, caregiver
demand at the end of life, or personal preference. Every effort should be made to query and support AYA's preferred location of death.
Clinicians with experience in end-of-life care should facilitate discussion about medical interventions such as nutrition/hydration, sedation,

treatment cessation, and place of death.?

* Ongoing psychosocial support is extremely important during the transition to end-of-life care. For family and friends, grief from loss may
begin before death.

e Clinical teams should be aware of and work with their palliative care teams regarding local guidelines for concurrent palliative and cancer-
directed care.

1 Pritchard S, Cuvelier G, Harlos M, Barr R. Palliative care in adolescents and young adults with cancer. Cancer 2011;117:2323-2328.

2\Wein S, Pery S, Zer A. Role of palliative care in adolescent and young adult oncology. J Clin Oncol 2010;28:4819-4824.

3 Wiener L, Zadeh S, Wexler LH, Pao M. When silence is not golden: Engaging adolescents and young adults in discussions around end-of-life care choices.
Pediatr Blood Cancer 2013;60:715-718.

4 Wiener L, Ballard E, Brennan T, et al. How | wish to be remembered: the use of an advance care planning document in adolescent and young adult populations.
J Palliat Med 2008;11:1309-1313.

5 Bell CJ, Skiles J, Pradhan K, Champion VL. End-of-life experiences in adolescents dying with cancer. Support Care Cancer 2010;18:827-835.

6 Webb NM, Tucker D. Young adults' opinions about hospice and home death. J Palliat Med 2009;12:337-342.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.

AYAO-C

Version 1.2023, 06/29/2022 © 2022 National Comprehensive Cancer Network® (NCCN®), All rights reserved. NCCN Guidelines‘”a% this illustration may not be reproduced in any form without the express written permission of NCCN.



PC management

- Off Fentanyl patch 50 mcg/hr (= Morphine iv 40 mg/day)

- Morphine (1:1) iv/sc drip rate 3 mUl/hr (Morphine iv 72 mg/d)

* Pain control as Pain units order (Palliative L%Wiﬁ@t,l,a@i@}a’uﬁ 5n.8. 65)

- Advice amqﬂamﬁa%’mamﬁ

- Plan warwiFes ACP niounsauaia Bnasmdadthesenainverihelais

- Usziliu Clinical pain Wussesy
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Time line

switch Fentanyl patch 50 mceg/hr to
Pain at Back 8-9/10, Faticue 6/10, Anxiety 2/10 Mo(1:1) iv rate 3 ml/hr

With Mo 10 mg iv prn g 2 hr

DO: Fentanyl patch(50 mce/hr) 1 patch (Morphine IV 40 mg/d) + Morphine IV prn 30 mg (TMDD = 70 mg)
D1: Off fentanyl patch, start Morphine(1:1) iv rate 1.5 mU/hr

D2: Morphine(1:1) iv rate 3 ml/hr (TMDD = 72 mg)

WYLl Pain anad 8-9 -> 5/10, Lulawe orn Lﬁm, waumauls, Sedation score 0 Pain unit off service

- Morphine(1:1) iv rate 3 mU/hr (TMDD = 72 mg) Palliative @JLLaL%ﬂ Pain 719

- Mo 10 mg iv prn g 2 hr

VG Pain 3/10, U8 prn 1 A5 PS 9 %8920 Mo prn PS 0-1, usunaula, Sedation score 0
39
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Time line

7/9/65 Pain 3/10, 99 prn 1 A39 PS 9 “ia@a Mo prn PS 0-1, uaunaula, Sedation score 0

Rermdesivir AsU, g18aan Ward COVID, Pain control as same

12/9/65 Pain 3/10, U8 prn 3 P33 PS 8-9, Family meeting today

- Switch Morphine(1:1) IV rate 3 ml/hr to Fentanyl patch

- Fentanyl patch (50 mceg/hr) 1 patch + Fentanyl patch (25 mcg/hr), Morphine 10 meg IV/SC prn g 2 hr

Morphine IV 72 mg/d = Fentanyl patch 90 mceg/hr
af dose a3 25% = Fentanyl patch 67.5 mcg/hr

19 Fent patch 50 mcg/hr 1 patch + Fent 25 mcg/hr 1 patch

40



Family meeting

e Family meeting NU HU81aE 11507
. . V| [~ [~ - | [~ ~ I =

e Patient Perception: 33 JUugL59N580W1201M5/18901115 ke ladnduseesi 2 (813
Ma3LUR) lunsuneinsallsaunnou wilandaunsasnslvmele Weasuaiudedinashiionaun
sry JUreudsnibumsela (Denial)

e Family's Perception: 11350 auag3uIAiLsANInaen Sunsiuinnisty CMT Lilagglvmevie tites
LATZAD UNALINAT19LAEILANDEN IRLASUN TSN BIM U NTILN NS AUENAITAUALTIOUS

e Patient's Hope: §31%3aNaNILNILIINLIA

e Patient's fear: nallunnganlsa

41



Family meeting

+  Patient's Value: #sfivhlfianuauAenslanduthu tenduluiuveseses@eurinemns) sensulaildtresly
anzinaulals

e Source of strength: n13aTdslAnauLTsINeIUIA gﬂ%@lﬁlﬁigﬂlﬂﬂﬁlﬂﬂ@

e Shared illness: wisIndunzideszesdl 4, 19 CMT Wievzasnisiinvedlsa, prognosis < 1 year

+  Petient's feeling 184 shared illness: wdsiddnanla nér fna Sdlnnudunlafidosseusu vaysudled
5949l LAnIoUNAAY

+  Goal of care: auaBEEVAUY SnwmuaLsTaUilvesitBLaunLaATUNNS

o ACP Lﬁ@LﬁfT’}éj’ﬂﬁ%ﬁ%’J: comfort care, no ETT, no CPR

e POD: Home
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HEADSSS assessment

+ Home: ondeagluniuilndifssiumens usiftheenduagaufen g smerswzanidendundngm
Nanfinsmadeufieguenauaztiu mswiUigesnegauLAen

+  Education: handupuliiveuSsuntiide trsszauivsiviiiien TanSeu ldveundutiu augne
Fosmu usdsnsaudsilinedamesueninddymiulsaSeu dusaulszanfiFouse nau. 11
naen LildGounniu avSouilonmuasidn 99 3 U Tniefinuanlireslfiiou neauaslivn

e Activity: 4nY11919NIAULBY YDUNUNUNTENEG YOUAUVDINU vostlaEne vouiusna uv1eiueeniu

I
/ U/ U/ =

YIYANLUFNLN VOULAULDDND Launu an1sausgaune) LaAseiliiay dnagsaniuauilauinlenu

l @
LALEANS
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HEADSSS assessment

=

e Drugs: UfLasliansianin UﬁLaﬁﬁmqmﬁaguw

e Sexuality: lupeiiausn

e Suicidality: lutaeiianudagidmevsewrsn wiiduauiionsuallnssie seulmde 11saudsingnag
Londsfinanaeutumaeilild nameadnRewdntiosayidndeslauaziionsuallngs

o Safety: TUTUBMDTIUA welaABUsTAURURWY
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Time line

13/9/65 Pain 0/10

- Fent patch 75 mcg/hr, Mo 10 me iv pr g 2 hr
- Start mFOLFOX6

WYYTYH Pain at lower back 7/10 Urnwuuied 1fi Ul ve Mo prn 10 dose/day, w&slé Mo prm PS 2/10
Anxiety 3-9

D1: Off fent patch, start Mo(1:1) IV 1.5 mU/hr

- Film LS spine -> no Fx

D2: Mo(1:1) IV 3.
_ Off Fentanyl patch o(1:1) IV 3.3 ml/hr (TMDD 80 mg)

- Start Mo(1:1) iv 3.3 mU/hr (Fent 75 mcg/hr + Mo prn 20 mg)

EYCYGEM  Pain 3/10, 948 Mo prn 6 AS9, WASINU8 Mo 1121998 Lagag1nuaunay

ntheinaesruluthelineg, Anaiifiessia Morphine w3alk
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PC symtoms

1. Pain at lower back and right chest

- Somatic pain (anwMelINGe)

Pl STHSL TR EY

Uaausau budEuzn), NPS o
rest 3/10

- ‘lof Morphine 10 mg iv/sc prn lunn 2-4 hr

- Total morphine daily dose 140 mg (Basal + prn

dose)

v

- fefiThe 14 Pain faufAanauiiuinins luvisesis

2. Fatigue score 6/10

- saniipean laduse aenn TALNpE A8

3. Nausea and vomiting score 0/10

N activity 7/10, at

4. Anxiety 8-9/10
5 - $Anfnansagamuiien ndvzgafia Lnauaw
RENNNAYN LHIUN DA
- SENANANUED 15A B8N TRSNENYNE AN
Snen bving ba lewas (Bargain and
Depression)

5. Depression 8/10
- SANLASNT) LAZNNIA
- JeNuAAIaeNe LUlasaeash LNABInsNIU
- 6 bR ANNARBENNYINS18RILEY USRI

6. Insomnia
- iasanndvatdunng wazsanna A lUAaNN
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Consult Psychiatrist

1dgymn Severe pain breakthrough opioid naan warildeyyn Separation anxiety YaEaNIIABENE Pain

SCore JuafaN

Psychi explore: fheiitlgyniZesersusiad Inauden wisausiony 13 U iursisidudestheunegau
Fe7 esneneiinnuinaunvelinedienasanan lviheliaunsaluGeunisdels doseonun
Sou Ay, wssntuas Ity ludausiila ﬁﬂﬂé’afjﬂ&fuawﬂmﬁq yosduedlididny IUamSes
NNSUBUNAY ﬁﬁﬂdmawé’dé’mﬂgﬁu JuanFen (??mm'mq 13 U auislagiu fnnudnesingidiniendu

¥

B39 WA LULALAYHBYIN LUAEYINS16ILeINnneY LHNeUN LHBIAINADIANBNAINLIITIU AUNLAUAILFAILA

@ = | A o v/ = 9/
LANATULANEYS 18181190 U 7 U (@NUeun)
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Consult Psychiatrist

Psychi explore: fausthesn SAnndinisegauienanniu Aadnddesiie/futunaufie) naneaina
fesaglauia fAnndreglalliviludsiishiesesnnh Aensiduniiafui Mlvinasuueulivdy uidhd
Auagde Wuithduile avanunsoueunduls drausndesdinueglndy luegreiuasiaaun
Perceptions: W1latAeulunziseszezganie sentilsnsnenlnme Wiladnlsasnenline Uagiu
“Fnwilosd Masseenliuderfe uiiuiliing vlildasometield senluifeatuu wineud
SAninfausinnluidienfividosiuniiasiienliud,

nsomnia: meufiueulivdvariianuinaey AnferfuSedsa aufuilonsdudugig vilvasds

= [~ LY,
HULUUNNE
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Consult Psychiatrist

Family: udwennisfusesausidiisens 6 U ndmnduuddesluvinussdmiadurae lihede
aeifuene eneinvausnden viliindnaduithemnn seunnerlsgrqilidtieiandnsn widiaefls
LABUBN

2 Y enedhelusgthua uritheufashilusme ilidesedthuaudeinnasn 2 U theethu
nde Wugauandn aosliiturvuadfisduaneeludgwidelineld uagvhemsliienudhs i
JueuiresauadUielnddefiunniian drunivhauiveys llresiinaliiie Wuauaieds lireslald

A3 bARUIBANDITINULBIABINTHULINTIZA
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Consult Psychiatrist

Psychiatric disorder in family: ddulsadad enodulsaauedontasdules,
Psychomotor: normal

Speech: spontaneous, relevant, coherent

Affect: appropriate

Mood: mild depressed and anxious

Though: deny paranoid delusion

Perception: deny VH/AH/T

Attention: cood Memory: intact  Insight: L‘fJumL%ﬁzEqueﬂﬁw
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Consult Psychiatrist

e Diagnosis: Dysthymia R/O Separation anxiety disorder
e Management: Sertaline(50) 1 tab po hs

Psychiatrist UsgLiiuisae Opioid dependent LUasanetiedl Life expectancy #u 391193815949 Drug

addiction
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Problem

Biological problem

Advance Adenocarcinoma of EGJ with liver, lymph

node, bone metastasis, with carconimatosis peritoneii
Malnutrition with High risk refeeding syndrome - resolve
UGIB Ddx bleeding tumor - resolve

Right true vocal cord paralysis

Social problem

Parental disengagement
Social separation

Low self esteem
53

listing

Dysthymia r/o separation anxiety disorder

Insomnia

Neclect child

Spiritual problem

Anticipatory bereavement

Spiritual pain - improve



Time line

19/9/65 Pain 6/10 98 Mo prn 6 ﬂ%ﬂ, 18927 Mo PS 0 iﬁﬂaUWS%uLaa’fLéj Mo, Ddx Opioid tolerance, physical dependence

- Switch Morphine to Methadone

~ Advice Bo3n15M81 Mo prn
- Psychi add Sertaline(50) 1x1 po hs

22/9/65 Pain 2/10, ¥8 Mo prn 2 A4
- Psychi Usziiin ANUAMIaanas UaunraulauIny
BENCRR Opioid dependent 3978 93370 Life expectancy iaauay

- HU8LaTATAUATINBINISNAUUY

23/9/65 Pain 2-3/10 w8 Mo prn 2 ﬂ%ﬁ, Discharge today

ONnco UANSU MFOLFOX6 C2 an 2 wk
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Methadone

Pharmacology

Indication and contraindication

How to switch

- Morphine to Methadone
- Methadone to Moephine

Methadone

|
3,

Monitoring

4
E 00«




Table 3 Characreristics of commonly used opioids

Routes of Metabolic Ceiling dose Onset of effect Duration
administration pathway of effect
Oral tablee, oral Glucuronidation MNone MNA ER or IR

Bquid, intramuscular
or subcutaneous,

epidural or intrathecal,
ntravenous, rectal
Oral CYP2Dé Yes for combination Rapid ER or IR
products, no for
pure hydrocodone
Oral, rectal CYPIA4 Yes for combination Rapid ER or IR
CYP2Dé product, no for
pure axycodone
Buprenorphine U (antagonist), Transdermal, CYP3IA4, Yes Show Long
X (agonist, transmucosal glucuronidation
weak partial)
Hydromorphone ., X (weak), Oral, intramuscular Glucuronidation MNone MN/A ER or IR
& (weak) or subcutaneous,
ntravenous, rectal
Oxymorphone m Oral, intravenous, rectal Glucuronidatios
Levorphanol W, % 8 Oral Glucuronidatios
Tapentadol u. 5-HT, NE Oral Glucuronidatios
CYP2C9 (mino
CYP2CI9 (mim
Transdermal, CYPIA4
transmucosal,
ntranasal, ntravenous
Oral CYPIA4
CYP2Bé&
CYP2C8
CYP2CI9
CYPIDE R-Methadone S-Methadone
CYP2C9

Abbreviations: 5-MT, serotonin; CYP, cyrochrome P450; d. day; ER, exxended releSg IR, immediace release; NIA, not applcable; NE, norepinephirine; NMDA, N-methyl-
Dwazparmarce.



TABLE 3. Pharmacology of Opiate Analgesics (1, 128, 440, 472)

Equi-Analgesic
Dose (mg)
Elimination Context-Sensitive
' PO Half-Life Half-Life Metabolic Pathway
Fentanyl 0.1 N/A 1-2 min 2—4 hr 200 min (6 hr infusion); 300  N-dealkylation
min (12 hr infusion)? CYP3A4/5 substrate
Hydromorphone 1.5 7.5 5—15 min 2-3 hr N/A Glucuronidation
Morphine 10 30 5—10 min 3—4 hr N/A Glucuronidation
Methadone N/A° N/A° 1-3 d 15—60 hr N/A N-demethylation
CYP3A4/5, 2D6, 2B6,
1A2 substrate
Remifentanil N/A N/A 1-3 min 3—10 min 3—4 min Hydrolysis by plasma
esterases

PO = oral; N/A = not applicable; IBW = ideal body weight.
*After 12 hrs, and in cases of end-organ dysfunction, the context-sensitive half-life increases unpredictably.
°May increase dose to extend dosing interval; hydromorphone 0.5mg IV every 3 hrs, or morphine 4-8 mg IV every 3—4 hrs.

°Equianalgesic dosing tables may underestimate the potency of methadone. The morphine- or hydromorphone-to-methadone conversion ratio increases (i.e., the
potency of methadone increases) as the dose of morphine or hydromorphone increases. The relative analgesic potency ratio of oral to parenteral methadone is
2:1, but the confidence intervals are wide.

‘QTc is the Q-T interval (corrected) of the electrocardiographic tracing.

Barr J, Fraser GL, Puntillo K, et al. Clinical practice guidelines for the management of pain, agitation, and delirium in adult patien5';n the intensive care unit. Crit Care Med. 2013;41(1):263-306. doi:10.1097/CCM.0b013e3182783b72



TABLE 3 (Continued).

Active Intermittent IV Infusion
Opiates Metabolites Dosing Rates Side Effects and Other Information
Fentanyl None 0.35-0.5 pg/kg IV 0.7-10 pg/kg/hr Less hypotension than with morphine. Accumulation with
q0.5—1 hr hepatic impairment.
Hydromorphone  None 0.2-0.6mg IV 0.5—-3mg/hr Therapeutic option in patients tolerant to morphine/fentanyl.
ql—=2 hr? Accumulation with hepatic/renal impairment.
Morphine 6- and 3-glucuronide 2—-4mg IV 2-30mg/hr Accumulation with hepatic/renal impairment. Histamine
metabolite ql—2 hr® release.
Methadone N-demethylated IV/PO: 10-40mg Not recommended May be used to slow the development of tolerance where
derivative q6—12 hr there is an escalation of opioid dosing requirements.
IV: 2.5—-10mg Unpredictable pharmacokinetics; unpredictable
q8—12 hr pharmacodynamics in opiate naive patients. Monitor QTc.”
Remifentanil None N/A Loading dose: No accumulation in hepatic/renal failure. Use IBW if body
1.5 ng/kg IV weight >130% IBW.

Maintenance dose:
0.5-15 pg/kg/hr IV

Barr J, Fraser GL, Puntillo K, et al. Clinical practice guidelines for the management of pain, agitation, and delirium in adult patiegtgin the intensive care unit. Crit Care Med. 2013;41(1):263-306. doi:10.1097/CCM.0b013e3182783b72



Indication of methadone

S5S< ~ t
4 Opioid tolerance and/or opioid §  Uncontrolled neuropathic pain

Opioid neurotoxicity nduced hyperalgesia

, S
True morphine allergy Treatment of cancer pain in patients on Patients with renal failure
chronic methadone maintenance therapy and/or on dialysis

Palat G, Chary S. Practical Guide for Using Methadone in Pain and Palliative Care Practice. Indian J Palliat Care. 2018;24(&@pl 1):521-S29. doi:10.4103/IJPC.IJPC_186_17



 Methadone allergy
COntraindications  Concurrent monoamine oxidase inhibitor

h
of methadone tnerapy

e Concurrent pentazocine, nalbuphine,
butorphanol administration (May precipitate
withdrawal symptoms)

e Severe respiratory depression

e Sever liver disease

e Patient with mild, intermittent, or short duration

X I pain that can be managed with other pain
medications acute stable pain

* Relative contraindications: Prolong QTc defined
as > 500 ms for males and > 470 ms for females

Palat G, Chary S. Practical Guide for Using Methadone in Pain and Palliative Care Practice. Indian J Palliat Care. 2018;24(Suppl 1):S21-S29.
doi:10.4103/IJPCRIPC_186_17



Morphine to methadone conversion

Current daily Conversion ra

oral morphine (morphine to
equivalent dose methadone)

Morphine(1:1) IV 4.2 mg/hr
Morphine IV use 100 mg = Morphine po 300 mg

< 100 ma 3 to 1
101 to 300 mg +)10e) 1
301 to 600 mg to 1

601 to 800 mg 12 t
201 to 1,000 mg 15 to

= 1,001 mg

Morphine po 300 mg = Methadone 60 mg

am Dose 50% (Incomplete cross tolerance) = Methadone 30 mg/day

o1



Initiation of Methadone

Initiate at low doses individualized based on the indication for treatment and prior opioid

exposure status, titrate slowly, and monitor patients foe sedation (strong recommendation,

moderate-quality evidence)

doses of opioid

(< 40-60 mg of Morphine)




8
J
=
O
=
@
10
D,
>
Q)
.
O
g
2.
‘—ln
N
J
2
VO
f-l-
O
<
(D
‘—I-
J
Q)
Q.
O
.
(D
—h
=
O
3
2.
QO
J
(D
-
Q.
O
n
(D
n
O
-
O
jo4
O,
O

Start methadone therapy at 75-90% calculated equinalgesic dose and no higher than 30-40

me/d, with initial dose increases of no more than 10 mg/d every 5-7 days

Methadone should be withheld if there is evidence of sedation

Chou, Roger, et al. “Methadone Safety: A Clinical Practice Guideline from the American Pain Society and College on Problems of Drug Dependence, in Collaboration with the Heart Rhythm Society.” The Journal of Pain, vol. 15, no.
4,2014, pp. 321-337. 63



Morphine to Methadone

Conversion Methods Pt on MST(30) 3 tab po q 8 hr (MEDD

270 mg)
- Use ration 5:1 = Methadone 54

» ‘Stop And Go’ (SAG): Morphine is immediately mg/d

- an dose 50% = Methadone 27

mg/d
replaced by Methadone Methadone(5) 2 tab po g 8 hr

3 Days SW|tch (3DS) Dose of Morphme '
reduced stepwise by 1/3 every day and
substituted with 1/3 of the equianalgesic dose of ,

- methadone over three days.

AUINISIUSNY
Karunruk
4 /0 Palligtive

o4
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SHORT PROGRESS NOTE ORDER FOR ONE DAY ORDER FOR CONTINUATION OATE
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- risk factors for QTc interval prolongation, or

- prior EKG demonstrating a QTc > 450 ms, or

History of syncope

Follow up EKG 2-4 weeks after initiation

methadone and following significant dose

Monitoring

increases

EKG

F/U EKG when Methadone dose reaches 30-40

e F/U based on EKG findings, methadone ,
meg/d, and again at 100 me/d
dose changes, and risks factor for QTc

interval prolongation

Practice Advice: Based on limited research Perform EKG for all patients with new risk

evidence and based upon clinical experience, factors for QTc prolongation or sign/symptoms

the panel suggests the following parameters suggesting arrhythmia

006



Monitoring

Opioid effect When to monitor

Recommended face-to-face or phone assessment

Constinat . : s
on>tipation with patients to assess for adverse events within

Nausea 3-5 days after initiating methadone, and after

Sedation :
each dose increase

Respiratory depression (Strong recommendation, low-quality evidence)

Endocrinologic effects

The risk of methadone associated

PSyChOloglcal mortality is higher shortly after initiating

methadone

Substance use disorder

Mental health disorder




DDDDD

O InsAaMINNISNYT 8 Discharge

TTTT

Day 1-5 %84 Discharge

GIHUINUTINET 513LUMaY Pain score 6/10 #5uUsen1uen Morphine syrup
orn 1 ﬂ%ﬂ/ﬁju (Ueiunlalaniu Morphine prn)

11181 Methadone(5) 2 tab po g 8 hr (Unduauin feed gl
1189399138 AN NI

HRUNANAUUBUNAULA BauNaIIuyINAaNssulauns
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2 ¥ 5
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¥ 7

LINHDIUNITYNNNADILNAY
IFHULNFDTUNTA BNANAAAI
NHUN |
Morphine 2174 1-2 L@ NNIRUN
i mst 10 mg AU

MO 10mg/ml injection 21aAE
wA1l991uil morphine NAUF
anuzUne
drugngaidanigna1nann as.
7h

Methadone tablet

2AUAUNINA

——r L o ——
— 1 v 2 -

Methadone ¥1anUseine
151983AN1591N15UARUAE5E

Uae19ls?

How to convert Methadone to Morphine

e Ratio 1:2-4

le  Reverse the previous ratio
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Switching from Methadone to a Different Opioid:
What Is the Equianalgesic Dose Ratio?

Paul W. Walker, M.D., C.C.F.P., Shana Palla, M.S., Be-Lian Pei, R.N., B.S.N., C.R.R.N.,
Guddi Kaur, M.S., ANN.P., O.C.N., R.N., Karen Zhang, M.S., Jeanine Hanohano, B.S., R.N.,
Mark Munsell, M.S., and Eduardo Bruera, M.D.

Abstract

Introduction: Methadone (ME) is a highly effective opioid agonist used for difficult pain syndromes. However,
in the management of cancer pain with strong opioids, rotation to a different opioid (opioid rotation) may be
required because of side effects or poor pain control. Rotation from methadone to another opioid has received
limited study and therefore may be difficult because of the absence of a uniformly accepted dose conversion
ratio.

Methods: Retrospectively reviewed consecutive medical records of patients undergoing an opioid rotation from
methadone to an alternative opioid were evaluated. For inclusion, patients were required to have received
methadone for at least 3 days and have reached stable dose of the alternative opioid(s) during the 7 days fol-
lowing. Stable dose was defined as a 30% or less change in opioid dose from one day to the next.

Results: Records of 39 patients met inclusion criteria. Excluded from analysis were 5 patients who were restarted
on methadone within 7 days, 2 with irregular opioid use resulting in negligible regular opioid doses post-
switch, and 3 due to concerns about reliability of multiple routes used for fentanyl. Data from 29 patients, 10
female, mean age 48 + 14.4 years, were evaluable. The mean dose ratio for oral methadone to oral morphine
equivalent daily dose (MEDD) was 1:4.7 (95% confidence interval [CI], 3.0-6.5; n = 16), and for intravenous (IV)
methadone to MEDD was 1:13.5 (95% CI, 6.6-20.5; n = 13), p = 0.06. Methadone dose was significantly corre-
lated to stable MEDD after switching opioids for both methadone IV and oral (Spearman = 0.86, p = 0.0001
and Spearman = 0.72, p = 0.0024), respectively. Mean day of achieving stable dose was day 2.5 = 0.2 for IV
methadone and day 2.6 = 0.3 for oral methadone.

Conclusion: These dose ratios are new findings that may assist in switching patients more safely to alternative
opioids when side effects or pain problems occur when patients are receiving methadone. An important dif-
ference in analgesic potency appears to exist between IV and oral ME. Future research with prospective stud-
ies is required.

The mean dose ratio methadone to oral morphine equivalent
daily dose (MEDD) was 1: 4.7 (95% Cl, 3.0-6.5, n = 16)

University of Texas M.D. Anderson Cancer Center, Houston, Texas.

1103

new_opioid_MEDD dose

r«—=0.86, p=0.0001

3000 T

2000 |

1000 .

Methadone mg
Linear Regression - IV Methadone to oral MEDD

FIG. 3. Linear regression: intravenous methadone to oral
morphine equivalent daily dose (MEDD).

new_opioid_MEDD dose
700 r=0.72, p=0.0024
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Methadone

Linear Regression — Oral Methadone to oral MEDD

FIG.4. Linear regression: oral methadone to oral morphine
equivalent daily dose (MEDD).



Switch Methadone oral to Morphine

729 Admit 1 CMT gihsiiannsianinau Onco 15y

Methadone 2#91n 30 mg -> 45 mg/d

The mean dose ratio methadone to oral morphine
equivalent daily dose (MEDD) was 1: 4.7 (95% CI,
3.0-6.5, n = 16)

Methadone oral 45 mg = Morphine oral 45%4.7 mg

= Morphine oral 211.5 mg
Morphine IV = 3 x Morphine oral

Morphine oral 211.5 mg = Morphine IV 211.5/3 mg Incomplete tolerance uugi1an 25-50%

= Morphine IV 70.5 mg
e e e e o e (3

® Morphine(1:1) IV drip rate 2 ml/hr (TMDD 48 mg)

Incomplete tolerance WugU1an 25-50%

= Morphine IV 30.25-52.87 mg
® Morphine 5 mg IV prn g 2 hour for BTP

Morphine(1:1) IV rate 1.3 - 2.2 ml/hr ® Observe RR keep >/= 10, RAS >/= -2

— — - - —_— - — —— — e - _—
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Progress note

D1 (a3 switch Methadone to Morphine)

- anstnaewn NPS 3/10, Rua BTP 4-5/10 116
U310 RUQ, ansauzihasiad, S1hausinaiduangns
ANBEUSFH)LIATUDUUIU) ADUNDNAUUBUNN LA B

na193u rest Le
28 Morphine prn 1 A3

- Switch Morphine IV to Morphine oral

Kapanol(50) 1 cap po g 12 hr
Kapanol(20) 1 cap po g 12 hr

Mo syrup(2 mg/ml) 10 ml po prn g 2 hr for pain

D2 (a3 switch Methadone to Morphine)

- 11eanag PS 2-3/10, can sleep and on activity
- ‘l%f Morphine prn 1 @54

DCp

WK
(2

an SINUSLLRUDNASINAINT Admit 19§ CMT 8n 2



a Avl Y Yy a a
89N lALTEUIINNLAN
- AsguakarUseiliunUigdugussysyng
- N5UUE Pain control

- 019 switch 81

e Fentanyl patch to Morphine
e Morphine to Methadone

e Methadone to Morphine
- Safety use of Methadone

) - Psychological problem in palliative care
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