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Amblas-Novellas J et al. Identifying patients with advanced chronic conditions for a progressive palliative care approach: a cross-sectional
study of prognostic indicators related to end-of-life trajectories. BMJ Open. 2016 Sep 19;6(9):e012340. doi: 10.1136/bmjopen-2016-012340



¢ Cuantos de los presentes hoy aqui realizais atencidon farmacéutica
en pacientes con enfermedades crénicas avanzadas y en fase final
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1,5 % poblacién 25-40 % en Hospital 60-70 % en centros residenciales

(&

Gomez-Batiste X et al. Prevalence and characteristics of patients with advanced chronic conditions in need of palliative care in
the general population: A cross-sectional study. Pall Med 2014; 28: 302-11.
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Figure 3 Projected number and percentage of people in Scotland dying from multimorbidity associated with palliative care

need, 2017 to 2040. Note: Data for 2007 and 2017 is actual deaths; data for 2030 and 2040 is projected deaths.
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Figure 2 Projected main underlying cause of death associated with palliative care need by disease group up to 2040 using
method 2B. Note: Data for 2007 and 2017 is actual deaths; data for 2030 and 2040 is projected deaths based on method 2B.
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medical spending and care pathways
in the last 12 months of life: A
comprehensive analysis of the
national claims database in France.
Medicine. 2023 Aug
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End-of life medical spending and care pathways
in the last 12 months of life

A comprehensive analysis of the national claims database in
France

501.121 fallecidos; 59%

Atencion EOL 9 % Gasto -
Sanitario Total 44% del Gasto Ultimos 3

meses de vida

14 billones de €
Hospitalizaciones;

70% del Gasto Total
28085€/persona
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- =l | TN [\ ]9 |2 persona, los profesionales y/o los familiares piensan que
TN\ §|7/ X esta persona requiere actualmente medidas paliativas
PE'RD|DA Impresidn clinica de deterioro funcipnal sostenido, severo, progresivo
l‘ FUNCIONAL e irreversible yfo pérdida >30% en indice de Barthel en 6 meses
e

PERD")A Impresién clinica de deterioro nutricional/ponderal sostenido, severo, Si
NUTRICIONAL progresivo e irreversible y/o pérdida >10% de peso en 6 meses 4
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Estadio evolutivo: en funcion del numero de pardmetros pronésticos afectados, se pueden identificar 3 grandes

j

grupos pronosticos o estadios evolutivos:

PS Parametros afectados
Pregunta * Necesidades identificadas
sorpresa * Declive funcional

« Declive nutricional

» Multimorbilidad

» Aumento uso recursos

* Indicadores especificos
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Estadio |
-PS +
1-2 paradmetros

» Mediana:
38 meses

Estadio Il
PS4+
3-4 parametros

- Mediana:
17.2 meses

https://www.catedrapaliativos.com/NECPAL
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Estadio llI
«PS +
5-6 parametros

» Mediana:
3.6 meses
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Indice de fragilidad efecto acumulativo de los déficits individuales donde evaltan la funcionalidad,

>‘Lsefh la situacidn cognitiva, la multimorbilidad, los sindromes geriatricos, la polifarmacia y los elementos
T sociales, de tal manera que a mayor nimero de déficits se corresponde con un mayor grado de
fragilidad
Grado de fragilidad Lewve Moderada Avanzada

o1 0.2 0.3 D4 oS 0.8 o7 e s
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W exitus | (n) @) () (@ (0) (0) () @ (B B (13 (27) (34 (39) (38) @5 (32) 26) @) (1)
paliativa progresiva % 00|00 37 69 156 235 236 37.5 567 61, 884 100 100 100 100 100
0

Figura 1. Distribucion en niimero (n) y porcentaje (%) de pacientes exitus y vivos a los 12 meses por valor de indice fragil-VIG.
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evaluacién de un indice de fragilidad basado en la Valoracidn Integral Geriatrica. Rev Esp Geriatr Gerontol.
2016;52(3):119-27.
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TIME BEFORE DEATH RECEIVING PERCENTAGE OF PALLIATIVE CARE
PALLIATIVE CARE AT PRIMARY LEVEL PATIENTS IDENTIFIED AT PRIMARY LEVEL

- Mare than 1 year - Between 1weaek and 1 month ‘ 61 - 8% . 21 - 40%

- Between 6 months and 1 year - Less than 1 week

- Between 1 month and 6 months - LA , S clet i







Choosing Wisely? Measuring the Burden of
Medications in Older Adults near the End of Life:
Nationwide, Longitudinal Cohort Study

Lucas Morin, MS,? Davide L. Vetrano, MD,*" Debora Rizzuto, PhD,” Amaia Calderén-Larrafiaga, PhD,** Suecia
Johan Fastbom, MD, PhD,® Kristina Johnell, PhD?
2007-2013
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PALLIATIVE
MEDICINE
Original Article

“How many older adults receive drugs of © The Authort) 2015
questionable clinical benefit near the end

Article reuse guidelines:
of life? A cohort study DO 10 1177/0263216315854015
journals_sage pub_com/home/pmj

®SAGE

Lucas Morinl-@, Jonas W Wastesson'-2, Marie-Laure Laroche3*,
Johan Fastbom?! and Kristina Johnell?

La proporcion de pacientes con medicamentos de beneficio
clinico cuestionable fue mayor en personas mas jovenes (75-
CONGRESO 84anos, con trayectoria de insuficiencia de organo y aquellos
6 9 il ~f£on mayor numero de condiciones cronicas).

FARMACIA HOSPITALARIA ~  Morin et al. How many older adults receive drugs of questionable clinical benefit near the end of life? A cohort study. Palliat Med 2019
r? Sep;33(8):1080-1090.
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Morbilidad
Fragilidad t

Esperanza vida ‘

Complejidad prescripcion t

Riesgo de EA t

*Enalapril
*Atorvastatina

Enalapril
Bisoprolol
AAS

Lorazepam
Atorvastatina
Omeprazol

Acido Alendrénico
VitD+Ca

/

Omeprazol
Alopurinol
Acido Alendrénico

Calcio + Vitamina D
Simvastatina
Insulina Glargina
Sitagliptina
Acenocumarol
Enalapril
Bisoprolol
Tiotropio
Quetiapina
Lorazepam
Escitalopram
Pregabalina

/




Physical and cognitive

functions, frailty, sarcopenia

Adverse drug-related
events, falls, renal impairment

Drug-drug and
drug-disease interactions,
adverse drug reactions,
lack of adherence

Polypharmacy

CONGRESO [EZ
NACIONAL ! Wastesson et al. An update on the clinical consequences of polypharmacy in older adults: a narrative review,
SOCIEDAD ESPANOLA DE [ Expert Opin Drug Saf. 2018 Dec;17(12):1185-1196,
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M. Estrategias para la adecuacion (“simplificacion”)
. , . . .
farmacoterapéutica al final de la vida

Criterios Explicitos “Tala” Criterios Implicitos “Poda”
Herramientas Beers Medication Appropriateness Index (MAlI)

STOPP/START 7 steps

Less-Chron
Herramientas  STOPPFrail (Final de Vida) version 2. Prescripcion Centrado en la Persona
(especificas) e Multimorbilidad

European Expert Consensus o End of life

DE-TOPPLE

SOCIEDAD ESPANOLA DE

FARMACIA HOSPITALARIA Tasmania’ http://medstopper-com/
A CORUNA 17-19 OCT 24

6 9 A Deprescribing.org , Primary Health
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Table 2. STOPPFRAIL version 2

STOPPFrail is a list of potentially inappropriate prescribing indicators designed to assist physicians with deprescribing decisions. It is intended for older people

with limited life expectancy for whom the goal of care is to optimise quality of life and minimise the risk of drug-related morbidity. Goals of care should be clearly
defined, and, where possible, medication changes should be discussed and agreed with patient and/or family.

1. Activities of daily living dependency (i.e. assistance with dressing, washing, transferring, walking) and/or severe chronic disease and/or terminal illness.

2. Severe irreversible frailty, i.e. high risk of acute medical complications and clinical deterioration.

bvsician overseeing care of patient would not be surprised if the patient died in the next 12 months.

Section A: e Any drug that the patient persistently fails to take or tolerate despite adequate education and consideration of all appropriate formulations.
General e Any drug without a clear clinical indication.
e Any drug for symptoms which have now resolved (e.g. pain, nausea, vertigo, pruritus)

Section B:

Cardiology . Lieid-lowerinﬁ theraEies :statins, ezetimibe, bile acid sequestrants, fibrates, nicotinic acid, lomitapide and acipimox).

system e Antihypertensive therapies: Carefully reduce or discontinue these drugs in patients with systolic blood pressure (SBP) persistently
<130 mmHg. An appropriate SBP target in frail older people is 130-160 mmHg. Before stopping, consider whether the drug is treating
additional conditions (e.g. beta-blocker for rate control in atrial fibrillation, diuretics for symptomartic hearr failure).

e Anti-anginal therapy (specifically nitrates, nicorandil, ranolazine): None of these anti-anginal drugs have been proven to reduce
cardiovascular mortality or the rate of myocardial infarction. Aim to carefully reduce and discontinue these drugs in patients who have had
no reported anginal symptoms in the previous 12 months AND who have no proven or objective evidence of coronary artery disease.

Section C:
Coagulation e Anti-platelets: No evidence of benefit for primary (as distinct from secondary) cardiovascular prevention.
system e Aspirin for stroke prevention in atrial fibrillation: Aspirin has little or no role for stroke prevention in frail older people who are not

candidares for anticoagulation therapy and may significantly increase bleeding risk.

A CORUNA 17-18 OCT 24



Table 2. STOPPFRAIL version 2

Section D:

Central nervous @ Neuroleptic antipsychotics in patients with dementia: Aim to reduce dose and discontinue these drugs in patients taking them for longer
system than 12 weeks if there are no current clinical features of behavioural and psychiatric symptoms of dementia (BPSD).

e Memantine: Discontinue and monitor in patients with moderate to severe dementia, unless memantine has clearly improved BPSD.

PAUTAS PARA EL INICIO, EVALUACION Y RETIRADA DEL TRATAMIENTO PSICO-FARMACOLOGICO

CHEOTE Depresivo Ansioso Psicdtico

Alteracion

Impulsivo -
P del Sueno

Maniforme

Apatico
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Adequate, questionable, and inadequate drug prescribing for older
adults at the end of life: a European expert consensus

Lucas Morin" (3 + Marie-Laure Laroche®® « Davide L. Vetrano ' + Johan Fastbom ' + Kristina Johnell '

Received: 2 May 2018 / Accepted: 14 June 2018
© The Author(s) 2018

Abstract

Background Clinical guidance is needed to initiate, continue, and discontinue drug treatments near the end of life.

Aim To identify drugs and drug classes most often adequate, questionable, or inadequate for older people at the end of life.
Design Delphi consensus survey.

Setting/participants Forty European experts in geriatrics, clinical pharmacology, and palliative medicine from 10 different
countries. Panelists were asked to characterize drug classes as “often adequate,” “questionable,” or “often inadequate™ for use
in older adults aged 75 years or older with an estimated life expectancy of < 3 months. We distinguished the continuation ofa drug
class that was previously prescribed from the initiation of a new drug. Consensus was considered achieved for a given drug or
drug class if the level of agreement was > 75%.

Results The expert panel reached consensus on a set of 14 drug classes deemed as “often adequate,” 28 drug classes deemed
“questionable,” and 10 drug classes deemed “often inadequate™ for continuation during the last 3 months of life. Regarding the
mitiation of new drug treatments, the panel reached consensus on a set of 10 drug classes deemed “often adequate,” 23 drug
classes deemed “questionable,” and 23 drug classes deemed “often inadequate”. Consensus remained unachieved for some very
commonly prescribed drug treatments (e.g., proton-pump inhibitors, furosemide, haloperidol, olanzapine, zopiclone, and selec-
tive serotonin reuptake inhibitors).

Conclusion In the absence of high-quality evidence from randomized clinical trials, these consensus-based criteria provide
guidance to rationalize drug prescribing for older adults near the end of life.
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Table 2 Consensus criteria regarding the continuation of drug therapy
for older adults (= 75 years) with an estimated life expectancy of 3 months
or less .

Table 3 Consensus criteria regarding the initiation of drug therapy for
older adults (=75 years) with an estimated life expectancy of 3 months or
less

Often adequate
Questionable
Often inadequate
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Step 1

Identify patients with advanced
chronic condition and limited life
expectancy (G)

Early ldentification and Proactive
Palliative Care

= NECPAL-CCOMS-0OMS
Situational Diagnosis

= Frail-vI1G Index

Screening social vulnerability

= Gijon's socio-family evaluation

scale

Step 2

Interview with patient or closest
caregiver (CP)

Bl

Analysis Regular Medication

History

= ldentification Health Clinical
Conditions

« Adherence Analysis by indirect
method (community pharmacy
dispensed record).

Semi-structured interview

« Allergies and intolerances

= Ask of the Adherence of Regular
Prescription

» Ower the Counter Medication

*» Herbal medicines

= Autaonomy to take medicines

= Knowledge drug treatment

« Edmonton symptom assessment
syslem

Step 3

Medication Review (CP)

Medication Appropriateness per
drug prescription:
Indication/Effectiveness

« STOFP Frailll Beers Criteria

Dose Adjustment/Duplication/

Dwuration

= Product Infarmation

« Lexi-Comps- Genatric Dosage
Handbook

Carrect and Practical Directions
» Medication Regimen Complexity Index

Drug-Drug Interactions
* BolPlusweb/Beers Criteria
« Dug Burden Index

Drug-Disease Interactions
= Beers Critenia

Cost-Effectiveness
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Step 4

Treatment Plan (G)

~

L

Consensus with patient or closest
caregiver

Document the reasons, proccess
and results of the medication
review in the computerized
medical history:

» deprescribing or dose reductions
» deprescribing failure

* NEW prescription

Update Regular Drug Prescription



DE-TOPPLE

STEP-1: BENEFIT-HARM ANALYSIS | I STEP-2: OUTCOME OF BENEFIT-HARM ANALYSIS | STEP-3: RECOMMENDATION & DECISION MAKING

1a. Is there a presence of any one

of the fellowing?

* Contraindication

= Adverse event due to the medicine

» Drug-drug or drug-disease
interaction

Consider the
following while
making decision

+ Shared decision

making involving
the preferences,
attitudes and beliefs

1~o

1b. Is the medicine used
for disease prevention YES
only (Preventive

of patients and
caregivers.

e mmmEmE s s s s EEEE s E—E EmmmE mE e mE e ——————————————

1d. Is the medicine used | o
for symptom control only
(Symptom-control

medication)?

-
o
-
=
medication)? = )
S8 » Potential for change
NO g. o in the treatment
2 8 » goal towards the
1c. Is the medicine used | YES |5 3 [G] 1. Continue and monitor for adverse end of life frequently
for disease prevention & 78 effects. OR change medication
t trol (Dual w o = X review decisions.
symptom contro (Dual- < H. Adeguale [G] 2. Discontinue and initiate medicine for
purpose medication)? _g -] symptom rellef & symptom control and monitor for symptomn
g? inadequate time- stability and adverse effect. * While initiating new
NO E ] § Soanaft ot ] itor for ad ffoct medicine consider
3= (H] I for ks clinical indication.
58
-
2
-

Deprescribing: Deprescribing in this tool is refemred to recommendation for substitution with a safer & effective alternative medication, tapering or dose reduction or discontinuation of the medication due
1o its potential for harm outweighing its benefit.

Time-to-benefit: ‘Adequate time-to-benefit’ implies when estimated life expectancy is equal or greater than time-to-benefit else ‘inadequate time-to-benefit'.
Life expectancy: Less than a yvear.

Symptom relief: Assessment of adequacy in symptom relief can involve both implicit and explicit judgment to restore quality of life.

Medications in acute conditions: This tool does not imply to medications used for the treatment of acute conditions.




Deprescribing in Older People Approaching End of Life:
A Randomized Controlled Trial Using STOPPFrail Criteria

Denis Curtin, MB,*" © Envma Jennings, MB, *" Ruth Daunt, MB,T Sara Curtin, MSc,*
Mary Randles, MB,T Paul Gallagher, PhD,*" and Denis O’Mahony, MD *
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T'able 3. Effect of STOPPFrail-guided deprescribing on secondary outcomes

Mean number of regular prescriptions
=

Intervention (n=65)

Contral (n=65)

Outcome
ED presentation
(not admitted)

0

Number of Number of
Proportion participants Proportion paricipants Relative risk
5 (95% Cl) (number of events) (95% CI) (number of events) (95% CI) P
0.05 3(5) 0.08 5(8) 0.60 0.72
(0.01, 0.13) (0.03,0.17) (0.15, 2.41)
Unplanned hospital 0.14 9 (10) 0.08 5 (8) 1.80 0.27
Baseline 3 months admission (0.07, 0.24) (0.03,0.17) (0.64, 5.08)
W STOPPFrail = Usual care Deaths 0.18 12 0.28 18 0.67 0.22
(0.11,0.3) (0.18, 0.4) (0.5, 1.27)
Fi 2 Ch . b f I - f Unscheduled medical 0.61 31 (68) 0.57 27 (52) 1.04 0.82
gure 2. Change in number of regular prescriptions from yiouspy gp: (047, 0.73) (0.43, 0.70) (0.74, 1.45)
baseline to 3-month follow-up. Mean (standard deviation) Fals* 0.27 14 (24) 0.30 14 (32) 0.90 075
chanee in th ber of I e (for final Ivti (0.17, 0.40) (0.19, 0.44) (0.48, 1.69)
ge in the number of regular prescriptions (for final analytic . ctepral 0.02 10) 0.00 405) 023 0.18
sample, n = 99) at 3 months was —2.61 (£2.73) in the interven- fractures® (0,0.11) (0.03,0.20) (0.03, 1.95)

tion arm ﬂﬂd .36 {:‘tl.GO} n the Coﬂtrol arm {meﬂﬂ differ— CI = confidence interval; ED = emergency department; GP = general practitioner.
ence = 2 25 + 54. 95 % COﬂﬁdEﬂce interval {(-11} _ 1 -1 8—3 32. *measured in final analytical sample (intervention [n = 52|; control [n = 47]).
= L. . H ) = 1. e ¥

P < .001). Error bars are 95% Cls.
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| BM) Open Medication-related experiences of
bt patients with polypharmacy: a
systematic review of qualitative studies

* Es complicado entender el tratamiento farmacolégico
* Las rutinas son criticas, pero dificiles de mantener
* No todos los medicamentos son importantes para ellos

* Mantener la funcion fisica es el principal objetivo por
encima de otros, como aumentar la esperanza de vida

* Los pacientes quieren tomar menos medicamentos
* Se les dedica poco tiempo en las consultas

* Las RAM tienen un gran impacto en las vidas de los
pacientes y les da la impresion de que los profesionales
minimizan su importancia

CONGRESO
69 NACIONAL

A CORUNA 1719 OCT 24 I‘? BMJ Open. 2020 Sep 6;10(9):e036158. doi: 10.1136/bmjopen-2019-036158.




P NCION PALIATIVAY
3eion de farmacos por VIA SUBCUTANEA.
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ViA SUBCUTANEA: Indicaciones de uso

Alteraciones del aparato digestivo: nauseas y vomitos, diarrea, disfagia, odinofagia,

obstruccion intestinal, malabsorcidn, fistulas eséfagotraqueales o enterocutaneas.
Opiaceos: Intolerancia a opiaceos orales o necesidad de dosis mayores.
Alteraciones neurologicas: convulsiones, delirium, bajo nivel de consciencia, agitacion.

Accesos periférico endovenoso dificultoso: edemas, fragilidad venosa, traumatismos en

extremidades superiores.
Deshidratacion leve a moderada.

Control de Sintomas sin posibilidad via oral: Exceso de secreciones, disnea, dolor y otros

sintomas.

Sedacion paliativa o Situacidn de agonia.
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Sociedad Espariola
de Farmacia Hospitalaria

SUBCUTANEA: Bolus vs Perfusion Continua

Bolus ]

)

* Picos tras su administracion (> Efectos secundarios)
* Mas posibilidad de reaparicion de sintomas.

* Palomilla: max 2-3ml. Lavar con SF para asegurar que alcanza tejido
subcutaneo.

Perfusion continua

* Niveles plasmaticos constantes.

* Por gravedad (micro gotero), Bombas elastoméricas, Bombas
electrdnicas.

* Permite la administracion de mezcla de farmacos
* Sueroterapia.




1.Uso de Suero
Fisioldgico

2. Mantener el
reductor de flujo a
temperatura
ambiente

3. Proteger el
infusor de luz
directa

4. Respetar el
volumen de
llenado

5. Disponer de un
acceso adecuado

6. Mantener el
acceso y el infusor
a la misma altura

CONGRESO
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=M ViA SUBCUTANEA: Hidratacién - Hipodermoclisis

A,

L Soluciones a infundir:
B

g

* Suero Salino 0,45% vy 0,9%
* Suero Glucosado 2,5% y 5%
* Suero Glucosalino (33% SF)
* Ringer Lactato

+ 20-40 meq CIK por cada 1000ml|

Velocidad: 30-80 ml/h (1,2 litros/dia)

LCUNURLCOUV
NACIONAL
SOCIEDAD ESPANOLA DE y
FARMACIA HOSPITALARIA

A CORUNA 17-19 OCT 24 Ep Triptico de Dr. Oscar Duems Noriega. Adjunto Hospital General de Granollers



Heseth ViA SUBCUTANEA: Sedacién paliativa en la agonia

VIA SUBCUTANEA Dosis Techo:
(domicilio/hospital) bosis lecho:
Midazolam
DISNEA, PANICO, HEMORRAGIA, DELIRIUM Dosis Maxima Diaria: 160-200mg
ANSIEDAD, OTROS... :
Levomepromazina

12 OPCION 22 OPCION 12 OPCION Dosis Maxima Diaria: 300mg
e
e

Midazolam Levomepromazina Efecto paraddjico.
Agitacion
Ansiedad aumentada
------------------------------------ Confusion
VIA INTRAVENOSA Excitacidn
(uso hospitalario)
NGRE Midazolam
ﬁ?-\C(I;ON?\E Levomepromazina
SOCIEDAD ESPANOLA DE Fenobarbital
FARMACIA HOSPITALARIA
- Propofol
A CORUNA 17-19 OCT 24




Guia de Practica Clinica
sobre atencion paliativa

al adulto en situacion de
ultimos dias

Guia de Practica Clinica sobre atencion paliativa al adulto en
[® situacion de dltimos dias. GPC SNS. Ministerio de Sanidad

CONGRESO
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Farmaco

Indicaciones

Morfina

Dolaor, disnea

Butilescopolamina

Estertores premartem, sialorrea,
secreciones respiratorias,
obstruccion intestinal

Midazolam

Convulsiones, sedacién paliativa

Metoclopramida

MNauseas y vomitos

Haloperidol MNauseas y vomitos por opioides,
vomitos en la obstruccion
intestinal, delirium

Levomepromazina Delirium

Dexametasona Obstruccion intestinal,

convulsiones, hipertension
endocraneal

Diclofenaco®/ Dolor, fiebre
dexketoprofeno™
Ondansetron MNauseas y vomitos




ROTACION DE OPIOIDES

1) Falta de eficacia o control inadecuado del dolor.
2) Efectos secundarios intolerables.

3) Hiperalgesia inducida por opioides.

4) Cambio en la via de administracion (imposibilidad via oral).

~

Reduccién Dosis
Equianalgésica 25-50%

(salvo paso a Fentanilo TD*)

-

/

69

A CORUNA 17-19 OCT 24

SOCIEDAD ESPANOLA DE
FARMACIA HOSPITALARIA

~ N (
Calcular Dosis
Equianalgésica
(tablas)

\_ AN
TS “Metadona

\_

Rescates 5-15% de la
Dosis Total Diaria

(Fentanilo dosis minima*)

~N

y

Guidelines for opioid rotation. https://www.uptodate.com/



https://www.uptodate.com/

Sociedad Espariola
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Guia de Practica Clinica
[% sobre atencion paliativa al
adulto en situacion de
ultimos dias. GPC SNS.

Ministerio de Sanidad
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Tabla 9. Tabla de rotacién de opicides (ROP-ICO): equivalencias entre diferentes dosis de opioides y ratios de conversion*

Ratio de
Opioide Posologia/via Dosis conversion morfina
vo: opioide
Morfina (mg) |c/4 hvo 5 10 15 20 30 45 &0 90| 120/ 160
c/24 hvo 30 60 90| 120/ 180 270| 360 5400 7F40( 960
DE vo 5 10 15 20 30 45 &0 g0l 1201 180
c/24 h sc 15 30 45 60 90 135 180 270/ 370 480 21 (:2)
DE sc 3 5 8 10 15 23 30 45 B2 go|
c/24 hiv 10 20 30 40 60 90| 120, 180 247, 320 31 (-3
DE iv 2 3 5 il 10 15 20 a0 41 g3~ " )
Oxicodona c/24 hvo 20 40 60 80| 120 180| 240, 360, 490 640 1,61 (21,5
(mg) DEwvo| 3| e 10 13 20| =0 40 o 80| 100 T
Hidromorfona | ¢/24 h vo 6 12 18 24 36 54 72/ 108 148 192 51 (25)
" (mg) DE morfina vo s| 10 15| 20| a0 45| eo] 9o 120 1e0|T "
Tapentadol c/24 hvo 100| 200/ 300 400 600 900| 1.200| 1.800/ 2.400( 3.150
oy (mg) ; 1:33 (}(3,3}
DE morfina vo 5 10 15 20 30 45 &0 an| 1201 160
Metadona c/8 hvo 3 5 7 5 7 12 10 15 20 26( < 90 mg -4:1
(mg) 90-300 mg -8:1
DE vo 1.5 3 4 3 4 5] 5 8 10 13 >300 mg _12:1
c/24 hicivficsc 7 12 17 12 17 28 24 36 48 60| Metadona oral:
) metadona sc/iv
DE iv/sc 1 2 a 2 a 5 4 5} B 10108 . x08
Fentanilo Dosis/h c/72 h
vee 12,5 25| 375 50 75| 112,56/ 150 225 308 400
(ng/h) TS
) 1de 1 de 1 mg morfina:
DD;'ES[C‘:.‘Z' 198 Tlos 1| TRl 19400, 1| 29l 38l 398 498 10\ fentanio (x10)
de 12 de 12 {x 10/24 h si parche)
;:*gr}'f?,“"“ c/24hivosc | 300 600/ 900 1.200|1.800, 2.700| 3.600| 5.400 7.400| 9.600
Buprenorfina |c/72h TTS 17,5 35 52 70| 105 157 1 mg morfina:
(ug/h) ) 1 de No administrar dosis superio- | 14 pg buprenorfina
Dosisdel | Yede| 1del 1del Tde.. "I, . o res de buprenorfina (x14/24 h -
pEerhE 35 35| 52,5 70 de 35 Fc = 0,583)




M.<oin VIA SUBCUTANEA: Combinaciones de farmacos
p M oacomi (8

Combinaciones de farmacos

Morfina + midazolam

Morfina + levomepromazina

Morfina + metoclopramida

Morfina + haloperidol

Morfina + haloperidol + midazolam

Morfina + levomepromazina + midazolam

Morfina + haloperidol + butilescopolamina

Morfina + dexametasona + ranitidina

Oxicodona + butilescopolamina + octredtido

Oxicodona + levomepromazina+ ketamina

Fentanilo + butilescopolamina + octreétido

Morfina + haloperidol + midazolam + butilescopolamina

X

Dexametasona: cristaliza

Levomepromazina: muy irritante, palomilla
separada

Diclofenaco y dexketoprofeno: muy
irritantes

Desechar mezclas con precipitados/turbidez

Guia de Practica Clinica sobre atencion paliativa al
[ adulto en situacién de dltimos dias. GPC SNS.
Ministerio de Sanidad



Seseh  yviA SUBCUTANEA: Listado de farmacos a administrar

™ f ™ © ~
{Antibiéticos Diuréticos | Analgésicos 1BP {Antiemélicos]
5 v,
[, W ) ) - "
P —
Ceftriaxona Furosemida Morfina Omeprazol L““"’”“’“’"“ Atropina
- — b > < b . r i < ) S—
Cefepime Buprenorfina MATIE PRI Estradiol
s Antiinflamatoriod Electrolitos :
Ceftazidima Tramadol Levomepromazina Testosterona
I
— b ‘J‘ y )
e H
o Ketorolaco Metadona Potasio - Insulina
Tobramicina ) | ) [— — -
—_——— [ ) A espasmodicos P
o ; Fentanilo [ Magnesio — citonina
Ampicilina Metamizol . 2 J Butilscopolaming —
S L =
Hidromorfona ( " Octreotide
Teicoplanina _.  C— Escopolamina
Corticoides Kotaine Neurolépticos — HBPM
—
Amikacina ‘ ’ 4 e
E)emmetasona Codeina [ Haloperidol SRETIOHES cip It \
Gentamicina remm— . * . z | Sm—
: rednisolona
Ertapenem
\ : ) Clonazepam

CONGRESO
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Administracién de medicamentos por via subcutanea en cuidados paliativos [Subcutaneous drug administration in palliative
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Guia de Practica Clinica para el manejo de la via subcutanea. Servicio Aragonés de Salud (SALUD). 2020
https://portal.guiasalud.es/gpc/via-subcutanea/

Cuidados Paliativos. Guia para Atencién Primaria. Ministerio de Sanidad 2021.
Victor T Chang. Approach to symptom assessment in palliative care. www.uptodate.com. This topic last updated: Feb 28, 2022.

Herndndez-Ruiz V, Forestier E, Gavazzi G, Ferry T, Grégoire N, Breilh D, Paccalin M, Goutelle S, Roubaud-Baudron C; GInGer
(Groupe Infectio-Gériatrie). Subcutaneous Antibiotic Therapy: The Why, How, Which Drugs and When. J Am Med Dir Assoc. 2021
Jan;22(1):50-55.e6.
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https://portal.guiasalud.es/gpc/via-subcutanea/

¢ Cuantos de los presentes hoy aqui vais a realizar atencion

farmacéutica en pacientes con enfermedades crénicas avanzadas y
en fase final de vida a partir de la semana que viene?

Y
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Moitas grazas
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