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ObjectivesObjectives

•• General principles of pain and symptom General principles of pain and symptom 
managementmanagement

•• Model of integrated palliative careModel of integrated palliative care

•• Identify patients in need of specialty pain Identify patients in need of specialty pain 
medicine and palliative care servicesmedicine and palliative care services



“My last operation was, according to expert 
opinion, a complete success; consequently in 

two months I have not had one good hour, 
cannot speak, eat and smoke properly yet, and 

the incessant pain makes one
tired, stupid and malicious.”

Sigmund Freud



Cancer Pain is UndertreatedCancer Pain is Undertreated

•• Oncologists agree that cancer pain is Oncologists agree that cancer pain is 
undertreatedundertreated

•• Barriers to adequate pain control include Barriers to adequate pain control include 
poor cancer pain assessment and physician poor cancer pain assessment and physician 
reluctance to prescribereluctance to prescribe



Survey of 1,800 ECOG PhysiciansSurvey of 1,800 ECOG Physicians

My practice: pain control good /very good

Undertreatment of pain

Barriers to pain management

86%

76%

62%

51%

62%

61%

Majority of patients undertreated for pain

Poor pain assessment

Patient reluctance to report pain

Patient reluctance to take analgesics

Physician reluctance to prescribe opioids

Von Roenn JH, et al. Ann Intern Med. 1993;119:121-126.



Undertreatment of Cancer Pain: ECFsUndertreatment of Cancer Pain: ECFsECFs

•• Over 11,000 cancer patients age 65+ in ECFsOver 11,000 cancer patients age 65+ in ECFs

•• Over 4,000 cancer patients with recorded daily Over 4,000 cancer patients with recorded daily 
painpain

Bernabei et al JAMA 1998Bernabei et al JAMA 1998



Undertreatment of Cancer Pain: ECFsUndertreatment of Cancer Pain: ECFs

•• 26% No analgesic ordered26% No analgesic ordered

•• 16% Nonopioid analgesic ordered16% Nonopioid analgesic ordered

•• 32% Short acting opioid ordered (WHO step 2)32% Short acting opioid ordered (WHO step 2)

•• 26% Strong opioid ordered (WHO step 3)26% Strong opioid ordered (WHO step 3)

Bernabei et al JAMA 1998Bernabei et al JAMA 1998



Impact of Unrelieved PainImpact of Unrelieved Pain

•• Unrelieved pain reduces motivation to undergo Unrelieved pain reduces motivation to undergo 
cancer treatmentcancer treatment

•• Quality of life and death are negatively affected Quality of life and death are negatively affected 
by unrelieved painby unrelieved pain

•• Pain kills:  Poor pain relief associated with Pain kills:  Poor pain relief associated with 
diminished survival time, impaired killerdiminished survival time, impaired killer--T cell T cell 
functionfunction



PAINPAIN

•• A dynamic psychophysiologic processA dynamic psychophysiologic process

•• The complex perceptual product of   The complex perceptual product of   
multiple brain circuitsmultiple brain circuits



Classification of Pain StatesClassification of Pain States

•• Temporal Temporal –– acute, chronicacute, chronic

•• Regional Regional –– local, referred (radicular orlocal, referred (radicular or
nonnon--radicular)radicular)

•• Syndromic Syndromic –– cancer related, noncancer related, non--cancer cancer 
relatedrelated

•• PathophysiologicPathophysiologic



Classification - PathophysiologicClassification - Pathophysiologic

•• NociceptiveNociceptive
SomaticSomatic
VisceralVisceral

•• NonNon--nociceptivenociceptive
NeuropathicNeuropathic
““PsychogenicPsychogenic””



PAIN MANAGEMENTPAIN MANAGEMENT



General ConsiderationsGeneral Considerations

•• Reassessment of disease progression, Reassessment of disease progression, 
concurrent medical & neurological status, life concurrent medical & neurological status, life 
expectancy, and psychosocial issues is expectancy, and psychosocial issues is 
essential at each stage of symptom essential at each stage of symptom 
managementmanagement

•• The pain management plan must be integrated The pain management plan must be integrated 
into the overall disease management planinto the overall disease management plan



Evaluation and Pain “Diagnosis”Evaluation and Pain “Diagnosis”

•• History and physical examinationHistory and physical examination

•• Diagnostic testing Diagnostic testing 

•• Clinical correlationClinical correlation

•• Classify pain state by pathophysiologic Classify pain state by pathophysiologic 
mechanism(s)mechanism(s)



Analgesic InterventionsAnalgesic Interventions

•• PharmacologicPharmacologic
NSAIDs and acetaminophenNSAIDs and acetaminophen
opioidsopioids
nonnon--opioid analgesicsopioid analgesics

•• NonNon--pharmacologicpharmacologic
neurostimulatoryneurostimulatory
neuroablativeneuroablative
physicalphysical
psychologicalpsychological



WHO LadderWHO Ladder

•• Step 1Step 1 Nonopioid + adjuvantNonopioid + adjuvant

•• Step 2Step 2 Weak or low dose opioid, Weak or low dose opioid, 
+ nonopioid + adjuvant+ nonopioid + adjuvant

•• Step 3Step 3 Strong opioid, + nonopioidStrong opioid, + nonopioid
+ adjuvant+ adjuvant



Complex PharmacotherapyComplex Pharmacotherapy

•• Combining pharmacotherapeutic agents to target     Combining pharmacotherapeutic agents to target     
multiple sites in nociceptive processing systemsmultiple sites in nociceptive processing systems

•• Includes opioids and other psychoactive drugsIncludes opioids and other psychoactive drugs



OPIOIDSOPIOIDS



Opioid ReceptorsOpioid Receptors

•• Opioids and their receptors are widely distributed Opioids and their receptors are widely distributed 

in the human bodyin the human body

•• Various types and subtypes of opioid receptors Various types and subtypes of opioid receptors 

have been identifiedhave been identified



Opioid ReceptorsOpioid Receptors

•• We know something about the distribution of opioid We know something about the distribution of opioid 

receptor subtypes in the human nervous systemreceptor subtypes in the human nervous system

•• Opioid receptor interactions with second Opioid receptor interactions with second 

messenger systems and other types of receptors messenger systems and other types of receptors 

are presumed to underlie analgesia and toleranceare presumed to underlie analgesia and tolerance



Opioid AnalgesicsOpioid Analgesics

•• Equianalgesic doses establishedEquianalgesic doses established

•• CrossCross--tolerance between the opioid tolerance between the opioid 
analgesics is incompleteanalgesics is incomplete

•• Various preparations availableVarious preparations available

•• Wide interindividual differences in analgesic Wide interindividual differences in analgesic 
efficacy and side effectsefficacy and side effects



Opioid AnalgesicsOpioid Analgesics

•• In cancer pain, ease of administration is In cancer pain, ease of administration is 
importantimportant

•• Patients generally prefer long acting Patients generally prefer long acting 
preparations for constant pain and quick preparations for constant pain and quick 
onset preparations for breakthrough painonset preparations for breakthrough pain



Opioid PrescribingOpioid Prescribing

•• Select the analgesic drugSelect the analgesic drug

•• Calculate the correct doseCalculate the correct dose

•• Administer the drug by the appropriate routeAdminister the drug by the appropriate route

•• Schedule the dosing interval according to duration of Schedule the dosing interval according to duration of 

analgesic actionanalgesic action



Opioid PrescribingOpioid Prescribing

•• Titrate the dose of the analgesic aggressivelyTitrate the dose of the analgesic aggressively

•• Relieve breakthrough painRelieve breakthrough pain

•• Anticipate, prevent and manage side effectsAnticipate, prevent and manage side effects

•• Consider sequential trials of opioid analgesicsConsider sequential trials of opioid analgesics



Opioid Dose TitrationOpioid Dose Titration

•• There is no maximum dose of opioid for any There is no maximum dose of opioid for any 
individual patientindividual patient

•• The correct dose is the dose that controls pain The correct dose is the dose that controls pain 
with tolerable side effectswith tolerable side effects



Opioid Analgesics: Indications for ConversionOpioid Analgesics: Indications for Conversion

•• Improve analgesiaImprove analgesia

•• Reduce side effectsReduce side effects

•• Accommodate a different route of administrationAccommodate a different route of administration

•• Enhance complianceEnhance compliance



Opioid Analgesics: ConversionOpioid Analgesics: Conversion

•• Establish 24 hour dose requirement of current drugEstablish 24 hour dose requirement of current drug

•• Use conversion ratio to determine dose equivalent of Use conversion ratio to determine dose equivalent of 
new agentnew agent

•• Reduce dose equivalent by 25Reduce dose equivalent by 25--50% to allow for 50% to allow for 
incomplete crossincomplete cross--tolerancetolerance

•• Expect dose increase; titrate as neededExpect dose increase; titrate as needed



Opioid Analgesics: ConversionOpioid Analgesics: Conversion

•• To use a new preparation of an old agent, follow established To use a new preparation of an old agent, follow established 
conversion rulesconversion rules

•• Generally start with short acting preparation to observe for Generally start with short acting preparation to observe for 
adverse effectadverse effect

•• Begin long acting preparation promptlyBegin long acting preparation promptly

•• Provide for breakthrough painProvide for breakthrough pain



Side EffectsSide EffectsSide Effects

•• Constipation most common Constipation most common –– manage manage 
aggressivelyaggressively

•• Nausea, drowsiness Nausea, drowsiness –– usually resolveusually resolve



Respiratory DepressionRespiratory Depression

•• Pain antagonizes the respiratory depressant effect of Pain antagonizes the respiratory depressant effect of 
opioidsopioids

•• Opioid tolerant patients do not develop respiratory Opioid tolerant patients do not develop respiratory 
depression with dose adjustmentsdepression with dose adjustments

•• Unrelieved pain may accelerate deathUnrelieved pain may accelerate death

•• Pain control may prolong lifePain control may prolong life
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