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BACKGROUND 

Two-thirds of patients with advanced incurable cancer suffer with significant pain near the end of their 

lives. In most cases this pain can be successfully managed with a combination of systemic analgesics 

and oncological treatments such as radiotherapy.  

Occasionally, in the last days and weeks of life, terminal sedation may be required, administered via 

continuous subcutaneous infusion in patients with severe distress secondary to pain.  

In our institution, we sometimes use intrathecal analgesia as an alternative to this, dependent on 

patient and family preferences.  

 

Aims and objectives 

We present a case study of a patient with advanced cancer who received intrathecal analgesia at our 

institution via an externalised tunnelled line to manage intractable pain during end-of-life care. The 

principles, practice, challenges and barriers of this treatment are discussed.  

 

Case study 

A 19 year old man with pain secondary to vertebral body Ewing’s Sarcoma had been managed for 4 

weeks as an inpatient with intractable worsening mobility and back and thigh pain. He had received 

single fraction palliative radiotherapy, and multimodal analgesia, including continuous subcutaneous 

opioids, ketamine and, more latterly, a methadone opioid switch. All of these had failed to significantly 

improve his symptoms. He was not deemed to be a candidate for intrathecal analgesia with an 

implanted pump as his life expectancy was less than 3 months, and he therefore did not meet referral 

criteria suggested by NHS England for this. 



As his general condition deteriorated, the patient and his family agreed to trial an externalised 

intrathecal infusion on the understanding that he would need to remain in hospital while he was 

receiving it.  

A tunnelled, externalised intrathecal line was sited in theatre under sedation, and infusion 

commenced using 0.125% marcain with fentanyl 4mcg/ml at a rate of 0-5ml/hour. Systemic opioids 

were immediately halved and further weaned subsequently. By this means, effective analgesia was 

achieved. All end-of-life spiritual and nursing care was administered in hospital, and he died peacefully 

two weeks later.  

 

Discussion 

This will cover the following points: 

• Place of intrathecal analgesia in end-of-life care at our institution 

• Pre-procedural considerations and consent 

• Siting the intrathecal line in theatre 

• Practical management of intrathecal infusions in the end-of-life context, including patient 

monitoring and the management of complications 

Conclusion 

We believe that intrathecal infusions for intractable pain are underused in end-of-life care. This may 

be because they require significant expertise and facilities to site and manage. Careful patient 

selection, communication with families, oncologists and palliative care multidisciplinary teams, and 

judicious use of the available pharmacological agents are of paramount importance in its success. For 

some patients, they represent a viable and acceptable alternative to terminal sedation for severe pain 

and distress.  

 


