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About me …..

• GP for 5 years
• Locum shifts in NI Hospice
• 3 years SAS Macmillan Unit, AAH
• Retrained in 2014
• Consultant in 2020
• Worked in NIH and Mater 5 years
• 2025 Belfast Community Palliative Care Hub with one day MND



Firstly………

• Fully aware majority of palliative care is done by primary care 
teams

• Not here teach my granny to suck eggs

• Very happy to discuss symptom management but I’ll be led by 
you.



Thoughts…

• More useful to discuss our ‘less used medications’

• Give example of  a case

• Bleeding

• Discussion, Q&A

• Also interested in your experience of SPC 



Medications

• Opioids
• CSCI meds that we are now using in community
• Ketamine
• Methadone
• Fentanyl CSCI
• Clonazepam
• Levetiracetam CSCI
• Phenobarbitone
• Clonidine



Opioids

• Codeine
• Tramadol
• Tapentadol

• Morphine
• Oxycodone

• (Diamorphine)
• Alfentanil
• Fentanyl**
• Buprenorphine
• Hydromorphone
• Methadone**



CSCI meds

• Parecoxib 

• Esomeprazole

• Tranexamic acid

• Octreotide



Ketamine 
• Oral or CSCI
• Works best for neuropathic pain
• 2022 systematic review showed statistically significant reduction 

in neuropathic pain. Low level evidence.
• Mixed opinions
• Works short term
• Side effects – psychoactive, cardiac, bladder
• Contra-indications – ICP, BP, seizures/ CVA



Ketamine
• Useful for neuropathic pain that is 

not responding to other analgesics
• Ischaemic pain
• Fungating wounds
• Ideally last 6 months of life as 

monitoring is not required
• Usual stating dose 10mg PO QID 

or 50mg in CSCI



Case

• Patient with oesophageal ca
• Stented
• Rapid progression of disease
• Very severe epigastric and chest pain
• Doubled over
• Minimal benefit from opioids
• Rapidly deteriorating, likely days of prognosis
• Ketamine 50mg in CSCI with good effect. Uptitrated and pain now 

controlled. 



Methadone
• Oral or CSCI
• “Atypical opioid with special 

pharmacology”
• Long half life
• Takes time to fill stores due to 

high protein binding, volume of 
distribution and lipophilia



Methadone Pharmacology
At Steady State (3 – 5 days +)

Gannon C. Eur J Palliative Care 1997; 4:152-8.

Analgesia
D

C

C Once the reservoir is full, subsequent doses

 available to plasma (leading to reduced 
requirement)

D Increased dose fraction for analgesia

E In steady state equilibrium is maintained
 – in effect a slow-release reservoir

E



Methadone

• Start and titrate slowly

• Beware of delayed side effects

• Only initiated as an inpatient 
(mostly in hospices)
• Doses should only be changed 

under SPC guidance



Fentanyl

• Hepato-renal syndrome

• Administered via CSCI

• Not used for PRN dosing

• Do not confuse with alfentanil

• Very potent

• Volume issues at moderate dosing



Fentanyl conversion

• Oral morphine 150mg : Fentanyl 1mg if going TO fentanyl

• Fentanyl 1mg : oral morphine 100mg if coming FROM fentanyl



Case

• 34-year-old, metastatic colorectal ca with liver mets
• Rapidly progressive disease
• AKI eGFR 30
• Significant liver impairment
• Switched from morphine to fentanyl and discharged home for 

EOLC
• Stressful!!!!



Clonazepam

• Benzodiazepine
• PO or CSCI
• 1:1 conversion
• Long-acting
• Neuropathic pain



Levetiracetam (Keppra)

• Anti-seizure medication
• Able to put in a CSCI
• 1:1 conversion from oral dose
• But what if they are not on levetiracetam???

• Starting dose 500mg-1g over 24 hours



Levetiracetam

• Compatible with morphine sulfate and midazolam
• However, high doses of levetiracetam will require a 

significant volume in a syringe pump (vials are 
500mg/5mL). 
• For example, a 2.5g dose of levetiracetam will 

require 25mLs in a syringe pump. Consider whether 
additional medication will fit in the syringe. 
• Max dose is usually 4g with advice from neurology (2 

x CSCIs)



Phenobarbitone

• Long-acting barbiturate with anti-
convulsant properties
• Terminal agitation
• If patient is already on CSCI with 

midazolam 120mg and 
levomepromazine 200mg
• Usually load with 200mg IM and then 

start a CSCI with 600-800mg 



A Case study:



A Case study:



Clonidine

• Alpha2 adrenergic agonist
• Sedation, anxiolysis, reduced 

autonomic arousal and reduced 
sympathetic activity
• Main issue is hypotension
• 75mcg sc stat
• 150mcg in CSCI
• Usually don’t go higher than 600mcg



Bleeding

• Antiplatelets and anticoagulants

• NSAIDs, SSRI, Steroids

• Crisis dose
• Midazolam 10mg IM
• Buccolam 10mg/2ml oromucosal solution



Discussion


