
 

 

 

 

 

 

 

 

 

 

 

 

 

 

  General Pain Management Principles: 
• Treat persistent pain with ATC medica�ons e.g., short-ac�ng ATC or long-ac�ng 
• Never IM route! SQ if no IV access 
• PRN dose: 10-15% of TDD, re-calculate and adjust when long-ac�ng changed. 
• Uncontrolled pain 
o 25-50% increase for moderate pain 
o 50-100% increase for severe pain 

METHADONE: consider palliative pharmacist consultation before initiating 
• Methadone 2mg PO = Methadone 1mg IV 
Methadone PO to Morphine PO 
• 1 mg PO methadone           3mg PO morphine  
• Note: conversion is UNI-direc�onal, only one way, DO NOT use this conversion 

to convert from morphine to methadone! 

Methadone Tips: 
• If new start or conver�ng from other opioid for pain, under 

pallia�ve guidance, MAX star�ng dose is methadone 10mg 
PO TID (30mg/day) 
 

KETAMINE: consider palliative pharmacist consultation before initiating 
• When given with opioids, ketamine generally reduces opioid use by 30-50%, 

therefore, prudent to pre-emp�vely reduce scheduled and/or PRN opioids by 30-50% 
depending on severity of pain, seda�on risk and side effects an�cipated. 
o Weight-based dosing (CSMC): MAX dose for gt at CSMC 0.06mg/kg/hr 

 Ini�al dosing: 0.01-0.02mg/kg/hr 
o Conven�onal dosing: 

 Ini�al dosing: 1-2mg/hr 
o Titra�on: 50-100% for severe uncontrolled pain every 24hrs 

• Conversion: ketamine IV 1mg = ketamine PO 1mg; no limits to PO dose at CSMC, 
needs to be ordered at compounding pharmacy and brought in by pa�ent/family 

• Note: morphine:ketamine and hydromorphone:ketamine PCAs are 1:1, cau�on 
star�ng ketamine in opioid:ketamine combina�on PCA 


