Pharmacology Trends in

Hospice & Palliative Care

Presented by; Dr. Rachel Sherman, DNP, CRNP, FNP-BC, ACHPN
Director of Nursing and Clinical Advocacy
Hospice of the Chesapeake

3/30/24

Objectives

Identify the difference between hospice and palliative
care

Identify the most common symptoms associated with
serious or terminal illness

« Discuss pharmacological and non-pharmacological
il ions for the of common
associated with serious or terminal illness

* Discuss for
Hospice setting

in the

Palliative Care vs Hospice

Palliative care
S
Hospice

In Common

Comfort care

Palliative Care Hospice

of .
quality of life

Helps patients and
loved ones cope.

Anystage of disease

Transition between
late life and end of ife

Expected not
recover from disease

Non-curative c:

Paid by Medicare,

Paid for by insurance Medicaid, insurance

Common symptoms associated

with serious

A\

NAUSEA/VOMITING

DYSPNEA
ANXIETY

or terminal illness

Nociceptive Pain (Mild-Moderate)

‘ Patient describes pain as aching, throbbing, or stabbing. ‘

naproxen 220mg BID. May give with food f causes Gl upset. Use

START: meloxicam 15mg qDAY (max 15mg/day in elderly) OR
with cautionin patients with cardiovascular disease.

Hepatic START: i 1000mg TID OR i
Impairment? PRN (max 3000mg/dayin elderly).

[ Contact Palliative Car ]

) Inaddition to what is used in “MILDPAIN” above.

Moderate Pain? START: hydrocodone/acetaminophen 5/325mg qahr PRN (max
Patient rates pain in elderly) OR tramadol 50mg q4hr PRN
47 outof 10. (max 300mg/day in elderly).

Nociceptive Pain (Severe)

) in addition towhat is used in “MILD & MODERATE PAIN” above.

Patient rates pain
8-10out of 10.

Renal START: morphine IR 5-10 mg TID and g4hr PRN +/- acetaminophen
Impairment? 1000mg ID OR naproxen 220mg BID OR meloxicam 15mg GDAY.

Ineffective?

Determine daily requirements and consider converting to morphine
SR + morphine IR PRN + laxative/stool softener +/- acetaminophen
1000mg TID OR naproxen 220mg BID OR meloxicam 15mg qDAY.

) In addition towhat is used in “MILD & MODERATE PAIN" above.

START: methadone 2.5-5mg qDAY OR oxycodone IR 5-10 mg TID and
qdhr PRN +/- acetaminophen 1000mgTID.

Ineffective?

Determine daily requi consider converting

daily doses of methadone OR if methadone intolerant, oxycodone.
fentanyl done IR PRN +

laxative/stool softener.
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Neuropathic Pain

Patient describes pain as radiating, burning, or electrocuting.

BEGIN
A 4

titrate per th

Isthe patient a methadone -
candidate? ES) » START:

Ineffective?

Renal impairment?

v
START: gabapentin 100mgTID
(max3, in adult

START: desiprimine 10mg oHS

(max in adults) OR

Ineffective?

Neuropathic Pain (cont’d)

Isthe patient a methadone.
candidate?

Is the patient able to swallow?

Renal impairment?

v
START: capsaicin cream 0.075% START: gabapentin 100mgTID
[

STAR

tesiprimine 10mg gHS

150mg/day in adults) apply dx/day P (ma =
: 3 apply 13 patches for 1201, nortiptyline

ADD: divalproex sodium 500mg Ineffective? Ineffective? 150mg/dayin adults)

gHS (max 1, - -

adults) ADD: divalproex sodium 500mg ::S"’-:""BLF";‘G"" 5“"':"'" oo Ineffective?
Xt o) Rob-ahrocrodumS00rs
adults) QHS (max 1,200mg/dayin

adults)
Bone Pain Nausea/Vomiting

metastatic to the bon

Patient describes pain with movement, or has known cancer in the bone. The following cancers are most ikely to be
: breast, renal, prostate, lung & thyroid cancers.

BEGIN
-

et | @ @

PATIENT/FAMILY EDUCATION
modificati

drinks, visualization, di d relaxation.

n (consider smells, noise, etc), good oral hygiene, fizzy.

cooland bland

food, avoiding lying flat after eating.

RULE OUT UNDERLYING CAUSES
Examples includ urosepsis, constipat

!
o LA or aspirin 325mg TID (max
iy ek 4000mg/day for analgesia) + BEGIN GASTRICSTASIS? (e |
e ‘medication from the. START: metoclopramide Smg QID
Rociceptive painalgorthm. v e e il dexamethasone 4mg BID +
dinsase. geuiiiho Gastrointestinal (ma)f mg/day). n pat ‘?" o i (AR hyoscyamine 0.125mg qdhr PRN.
Parkinson's disease or will not ———OR ——»|
neffective? neffective? neffective? Induced? e & OR promethazine 12.5-25mg
I ) " aBhr PRN. Consider octreotide.
200 onds (Lpestl 200 (] START: rythromyein 250.500mg SQfor refractory vomiting.
200 units (1 spray) in one. units (1 spray) in one units (1 spray) in one TID OR azithromycin 500mg qDAY.
oS aDAY. sl aoAY. ol gDAY. e
Ineffective? | neffective? Ineffective?
— INCREASED ICP?
— -
GMONTH. Only give If GMONTH. Only give if GMONTH. Only give If @B @ Imw A"X'o A —— (orR ) »| dexamethasone 4mg BID with
prognosis >1 month and prognosis >1 month and prognosis >1 month and Induced? BT R A N~ last dose by 2pm.
ey el !
ot = i
<
. , N
Nausea/Vomiting (Cont’d) Constipation ® 1C)
® |
e T v TS

oPIOIDS?
olanzapine 2.5mg GDAY and q12hr
PRN OR haloperidol 1mg q3hr PRN P
OR promethazine 12.5-25mg a6hr <
PRN for patients with Parkinson's
ast

meclizine 12.5mg g6hr PRN.

CHEMOTHERAPY?
ondansetron 4-8mg BID-TID

REFRACTORY: SECOND LINE

promethazine 12.5-25mg ashr
PRN OR prochlorperazine 10mg
(YES} > q6hr PRN OR olanzapine 2.5mg
QDAY and q12hr PRN OR

Cause
Unknown?

olanzapine 2.5mg DAY and
q12hr PRN OR haloperidol 1mg
TID and g3hr PRN OR
prochlorperazine 10mg TID and
8hr PRN +/- promethatine
12.5-25mga6hr PRN +/-
ondansetron 4-8mg BID-TID +/-
dexamethasone 4mg BID with

TOENTIFY MEDICATIONS TAAT CAN CAUSE OF
WoRsen consTPATION
SHT3 Antagonists (ondansetron), ]
s gl e )
anddepresants, anthistamines,
ol ehannelblocers, ®
Conjdne drsic on,

evodopa, opioids, NSAIDS. %

befor startinga bowel reginen.

H I the rectum full?

fiber itake & bowelecucation.

(max 103bs/doy i didec
doss) R Mik of Magnesia
400mg/smigie 30ml aDAY

opiodrataton.

—®

doses)

. Inefctie?

haloperidol 1mg q3hr PRN. Cramayn neiectve?
78maDAY n ot of i in 8oz of i

11
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Dyspnea

"NONPHARMACOLOGICAL MEASURES
Oxygen therapy, relaxation techniques,
modification in activity level, use of fan with
ool air blowing on the face, and chest
wall/intrapulmanary percussive vibration and
mechanical insufflation devices (for secretions).

Continue/maximize nebulizer and steroid
therapy for management of dyspnea. NOTE:
Most patients do not have the dexterity to
properly manipulate an inhaler. Consider

conversion of inhalers to the nebulizer
dosage form as the patient declines.

START: morphine 20mg/m!

Tiquid Smg q1hr PRN (preferred)

Ineffective?

'ADD:morphine ER 15mg tablet

BID (preferred) OR fentanyl
25meg/hrtransdermal patch
a72hrs. May titrate.

Ineffective?

'ADD: morphine injectable
1V/50/Nebuiizer g3hr PRN. Note
that IV/sQrouters as effective

adminitration.

‘SECRETIONS with dyspnea?

ADD: saline nebulizer q2hrs PRN

ORan anticholinergle
(hyoscyamine or glycopyrrolate)

Renalimpairment?

o

xycodone IR Smg tablet
ihr PRN (preferred) OR
hydromorphone 1mg/miliquid
mg qihr PAN (preferred).

Ineffective?

ADD:fentany transdermal
12meg/hrq72hr. May titrate.

Ineffective?

injectable V/SQ/Nebulizer G3hr.
ORfentanyl inectable
1V/50/Nebulizer q3hr PRN. Nete.
that V/sQroute s as effective
a5 the oralroute to manage

administration.

ANXIETY with dyspnea?

ADD: lorazepam 0.5m qdhr
PRN. May ttrate.

Anxiety

RULE OUT UNDERLYING CAUSES
Medication examples include beta 2

stimulants, levothyroxine and
paradoxical reaction to benzodiazepines.
Nonpharmacological Measures include
soclal workers, chaplains and
psychologist in the patient’s plan of
care. Incorporate cognitive and
behavioral therapies as appropriate.

agonists, corticosteroids, decongestants,

BEGIN

‘Anicty secondary fo.
depression?

depression

Anxiety secondary to. ea
dyspnea?

ofol

START:
2 benzodiazepine
such as lorazepam
0.5-1mgTID (max

10mg/day) OR
alprazolam 0.125-
0.5mgTID (max
10me/day).
TITRATE up to maximum dose per day if tolerated starting dose.
Incfective? ‘ Notethat
p s
Ineffective?

ADD: an antipsychotic such a5 haloperidol 0.5-1mg BID and g3hr
PRN (max 100mg/day) OR olanzapine 2.5mg qday-8ID and 12h
PRN (max 30mg/day).

13

Common routes for
medication administration
in hospice

(o] 11\
Subcutaneously

Intravenously

Rectally

15

Subcutaneously

Minimal discomfort on initiation
Can be used in the home setting
More sites for placement

Can be used with PCAs

Limited infusion rate (1-2 ml/min
or 1.5-3 L/day)

Challenging for patients with

significant peripheral edema

17

14

Orally

* Most common
* Convenient
* No restrictions

Intravenously

Discomfort on initiation

* Restrictive

May not be ideal for patients with
agitation/delirium or pediatric

patients

Ideal for PCAs

Allows for rapid symptom control
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[
FLUID ABSORPTION OCCURS
IN DESCENDING COLON

Rectally

Minimal discomfort

Retention of large volumes

Increased absorption

Ideal in the setting of nausea and
vomiting

Hydration can be administered
rectally

* Easy to manage at home

Think Beyond the Needle.

The Macy Catheter is faster, safer

and more cost effective.

S T ot |

scboies

R N N

<=z

CARL LRRR

Ve | e

19

20

Questions
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