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e Cancer pain can be reduced, so that you can
enjoy your normal routines and sleep better.

BenR F | E 7 nagF b i 4 o
F PEFR
* It may help to talk with a palliative care or

pain specialist. B € % % B35 § 24

Natlonal Cancer Instltute :
stitutes of He | searcw |

NCI Home Cancer Topics Clinical Trials Cancer Statistics Research & Funding
Pain Control: Support for People with Cancer “r oy
5 e @
In English | En espafio Posted: 07/16/2012

Coping with Cancer Cancer Pain Can Be Managed
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Pain is an unpleasant
sensory (B ¥ )and
emotional ({F4)
experience associated
with actual or potential
tissue damage.

Association for the Study of Pain, IASP 1! ;
Patient’s description of pain is from “hurt” to
“discomfort” (i%J§ ¥ # 4FFR).
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WHO has developed a three-step
"ladder” for cancer pain relief. <1996>
—By the ladder
RFPFE L E
—By the mouth
T PR%,;'L -
—By the clock -t
R pF L ‘\{ Pexaeinoh paacaamen

aspirin, NSAID]
+ adjuvant

CIREREY o5 U U

Opioid,
(Morphine, Fentanyl, etc.)
+ non-opioid,

+ adjuvant
Moderate to severe pain

Opioid
(Codeine, Tramadol, etc.),
* non-opioid,

fadjuvant




National
Comprehensive

NCCN | Cancer

Network®

NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines")

Adult Cancer Pain

Version 2.2014

NCCN.org

Version 2.2014, 04/11/14 @ Nafional Comprehensive Cancer Metwork, Inc. 2014, All rights reserved. The NCCN Guidslines® and this illustration may not ba reproduced in any form without the express written pemission of NCCN®.




UNIVERSAL SCREENING

If pain N

present

Anticipated
painful events

If no pain ——»

Quantify pain
| intensity and

charactenze quall

pain is a medical
emergency and

to promptly

- Severe uncontrolled

moua Be responded

Rescreen at each

ASSESSMENT

HIER R i+

Comprehensive pain

assessment (See PAIN

in order to identify

» Pain etiology

» Pain pathophysiology

» Specific cancer pain
syndrome (See PAIN-[

» Patient goals for

comfort and functig

subsequent visit

See Procedure-Related

and procedures

Pain and Anxiet

PAIN-B

CFor chronic pain in cancer survivors, see NCCN Guidelines for Survivorship.
9 0Opioid naive includes patients who are not chronically receiving opioid
analgesic on a daily basis and therefore have not developed significant

tolerance. The FDA identifies tolerance as receiving at least 60 mg of
morphine daily, at least 30 mg of oral oxycodone daily, or at least 8 mg of oral
hydromorphone daily or an equianalgesic dose of another opioid for a week

or longer.

Pain not related
to an oncologic
emergency

tolerant
patients ©

Painful

Pain related to an oncologic

emergency:

* Bone fracture or impending
fracture of weight-bearing
bone

» Neuroaxial metastases with
threatened neural injury

s Infection

* Obstructed or perforated
viscus (acute abdomen)

events and )
procedures

MANAGEMENT OF PAIN
See Management
of Pain in Opioid-
Naive Patients
(PAIN-3)

See Management
of Pain in Opioid-
Tolerant Patients

Pain Rating >4
(PAIN-5)

or

Pain Rating 0-3
(See PAIN-6

See Procedure-
Related Pain and
Anxiety (PAIN-B)

Analgesics as
specified by above
pathway in addition to
specific treatment for
oncologic emergency
(eg, surgery, steroids,
radiation therapy [RT],
antibiotics)

€Q0pioid tolerant includes patients who are chronically receiving opioid analgesic on a
daily basis. The FDA identifies tolerance as receiving at least 60 mg of morphine daily,
at least 30 mg of oral oxycodone daily, or at least 8 mg of oral hydromorphone daily or

an equianalgesic dose of another opioid for a week or longer.



PAIN INTENSITY
See Pain
Intensity Rating

(PAIN-A)

For ALL levels
. —_—
of pain

Severe
Pain 7-10

Moderate
Pain 4-6

Mild

Pain 1-3

MANAGEMENT OF PAIN IN OPIOID-NAIVE PATIENTS¢ ,"w\ ¥ ﬁjﬁapgi ‘lﬁ"—.l.ll }3" %j\ Ey"[i}?‘i A

« For opioid principles, prescribing, titration, and maintenance,
see PAIN-E

« Anticipate and treat analgesic adverse effects (See PAIN-F)

« Consider adding adjuvant analgesics (See PAIN-G) for specific
pain syndrome (See PAIN-D)

* Provide psychosocial support (See PAIN-H)

* Provide patient and family/caregiver education (See PAIN-I)
« Optimize integrative interventions (See PAIN-J)
« Consider nonsteroidal anti-inflammatory drugs (NSAIDs) or

acetaminophen (See PAIN-K)
« For acute pain crisis, consider hospital admission to achieve

patient-specific pain goals

« See management for all levels of pain above
AND
* Rapidly titrate short-acting opioid,
see PAIN-4 for initiating short-acting opioids
» Begin bowel regimen (See PAIN-F)

» See management for all levels of pain above
AND
« Titrate short-acting opioid,
see PAIN-4 for initiating short-acting opioids
» Begin bowel regimen (See PAIN-F)

« See management for all levels of pain above

AND

« Consider titrating short-acting opioid (See PAIN-E)
» Begin bowel regimen (See PAIN-F)

Reevaluate pain at each
contact and as needed to

meet patient-specific
goals :'Br com#ort,

unction, and safety

Reevaluate pain at each
contact and as needed to
meet patient-specific
goals for comfort,
function, and safety

See Ongoing
Care (PAIN-7)

See Ongoing

™ Care (PAIN-7)

d0pioid naive includes patients who are not chronically receiving opioid analgesic on a daily basis and therefore have not developed significant tolerance. The FDA
identifies tolerance as receiving at least 60 mg of morphine daily, at least 30 mg of oral oxycodone daily, or at least 8 mg of oral hydromorphone daily or an
equianalgesic dose of another opioid for a week or longer.



INITIATING SHORT-ACTING OPIOIDS IN OPIOID-NAIVE PATIENTSY
Monitor for acute and chronic adverse effects. (See Management of

Opioid-Naive
Patientsd

Pain >4
(moderate to
severe)

See Pain

Intensity Rating
(PAIN-A)
or

As indicated for
uncontrolled
pain (patient
goals not met)

Intravenous
bolus (peak
effect 15 min)
or patient-
controlled
analgesia (P

KR ® R PRIL R FL R A

Initial Dose

Dose 5-15mg oral
short-acting
morphine sulfate
or equivalent
(See PAIN-E

Dose 2-5 mg
intravenous'
morphine sulfate
or equivalent

See PAIN-E

d0pioid naive includes patients who are not chronically receiving opioid analgesic on a
daily basis and therefore have not developed significant tolerance. The FDA identifies
tolerance as receiving at least 60 mg of morphine daily, at least 30 mg of oral oxycodone
daily, or at least 8 mg of oral hydromorphone daily or an equianalgesic dose of another
opioid for a week or longer.

fSubcutaneous can be substituted for intravenous; however, peak effect subcutaneously is usually 30 min.

Paln score Increase dose After.2-3 cyc!es, .
unchanged or by 50%-100% consider IV titration
R increased and/or see PAIN-6
. ;‘::S:ciss for subsequent
-nd Pain score Repeat same management and
decreased |— treatment
adverse dose
to 4-6
effects
at 60 min .
Pain score E:rl;tel::tusf?:ctive See Subseguent Pain
decreased d ded — | Management, Mild
t0 0-3 0S€ as neede Pain 0-3 (PAIN-6
overinitial 24 h
Pain score Increase dose After 2.3 cycles,
unchanged or|— by 50%-100% see PAIN-6 for
increased y o8-l subsequent
Reassess management and
efficacy Pain score Repeat treatment
and decreased epeat same
adverse to 4-6 dose
effects
at 15 min . Conti t
Pain score cu.?r':el:l‘::f?ecﬁve See Subsequent Pain
decreased d ded — | Management, Mild
to 0-3 OS€ as neede Pain 0-3 (PAIN-6

over initial 24 h



MANAGEMENT OF PAIN IN OPIOID-TOLERANT PATIENTS®
Monitor for acute and chronic adverse effects. (See Man:

Opioid-Tolerant
Patients®®

Oral (peak
effect 60 mi

Pain >4
(moderate to
severe)

See Pain

Intensity Rating
(PAIN-A)
or

As indicated for
uncontrolled
pain (patient
goals not met)

Y| Intravenous'
bolus (peak

effect 15 min)
or PCA

©For chronic pain in cancer survivors, see NCCN Guidelines for Survivorship.

Initial Dose

Administer oral
opioid dose
equivalent to 10%-
20% of total opioid
taken in the previous
24 hf(See PAIN-E)

Administer IVfopioid
dose equivalent to
10%-20% of the total
opioid taken in the
previous 24 h9

(See PAIN-E)

7 BRI R F LB 4

over initial 24 h

Subsequent Dose
Pain score After 2-3 cycles,
unchanged |— Increanse do;.se consider [V titration
Reassess| | or increased by 50%-100% and/or see PAIN-6
) for subsequent
efficacy Pai management and
and ain score Repeat same g
decreased |— treatment
adverse to 4-6 dose
effects ) &
at 60 min
) Continue at .
Pain score current effective See Subseguent Pain
decreased |— — | Management. Mild
dose as needed |~ pjip 0.3 (PAIN.6)
to 0-3 over initial 24 h
Pain score Increase dose After 2-3 cycles,
PAIN-6 f
!.mchanged or|— by 50%-100% see FAIN-D Tor
R increased subsequent
RASse39 management and
efficacy Pain score Repeat same treatment
and decreased | —
adverse to 4-6 dose
effects
at13 min Pain score Continue at :
current effective See Subseguent Pain
decreased dose as needed —* | Management. Mild
to 0-3 Pain 0-3 (PAIN-6)

€0pioid tolerant includes patients who are chronically receiving opioid analgesic on a daily basis. The FDA identifies tolerance as receiving at least 60 mg of
morphine daily, at least 30 mg of oral oxycodone daily, or at least 8 mg of oral hydromorphone daily or an equianalgesic dose of another opioid for a week or longer.
fSubcutaneous can be substituted for intravenous; however, peak effect subcutaneously is usually 30 min.

9Not including transmucosal fentanyl dose.



COMPREHENSIVE PAIN ASSESSMENT

+ Patient’s self report of paln |s the standard of care. If the patient is unable to verbally report pain, an alternative method to obtain pain rating
A [ (] pEsnonse 10 (1 OB i =

« The goal of the comprehensive pain assessment is to find the cause of the pain and identify optimal therapies. Individualized treatment of

o PAIN-A s

the pain is based on the characteristics, cause of pain, the patient's clinical condition and patient—centered goals of care.

[] E eLIOIOUY d

exam, laboratory tests, and imaging studies.

L Dalliopn \f LDIOUY O E Ld OLITU DE VE Ll LE L]

» Etiology factors may include direct involvement of cancer itself, cancer the

coincidental or noncancer pain (eg, arthritis).

» Pathophysiology factors may include nociceptive, neuropathic, visceral, e

Paine -E-?f“]’ﬁ }?

+ Pain experience
» Location, referral pattern, radiation of pain(s)
» Intensity See Pain Intensity Rating (PAIN-A)
¢ Last 24 hours and current pain
¢ Atrest and with movement
» Interference with activities
See Impact of Pain Measurement (PAIN-C 3 of 3)
¢ General activity, mood, walking ability, work ability, relationship
with others, sleep, appetite, and enjoyment of life
» Timing: onset, duration, course, persistent, or intermittent
» Description or quality
¢ Aching, stabbing, throbbing, or pressure often associated with
somatic pain in skin, muscle, and bone
¢ Gnawing, cramping, aching, or sharp pain often associated with
visceral pain in organs or viscera
¢ Burning, tingling, shooting, or electric/shocking pain often
associated with neuropathic pain caused by nerve damage
» Aggravating and alleviating factors
» Other current symptoms; symptom clusters
» Current pain management plan, both pharmacologic and non-
pharmacologic. If medications are used, determine:
¢ What medication(s), prescription and/or over the counter?
¢ Dose, route of administration, frequency?
¢ Current prescriber?

%R R R

BB RETR A 30 n PR A

wE EHEER

» RE‘bPDIIbE‘ O curren mnerapy
¢ Pain relief
¢ Patient adherence to medication plan
¢ Medication adverse effects such as constipation, sedation,
cognitive slowing, nausea, and others
» Breakthrough pain is episodic pain not controlled with existing
pain regimen; see breakthrough pain on PAIN-E 3 of 10.
» Prior pain therapies
¢ Reason for use, length of use, response, reasons for
discontinuing, and adverse effects encountered
» Special issues relating to pain
¢ Meaning and consequences of pain for patient and
family/caregiver
¢ Patient and family/caregiver knowledge and beliefs surrounding
pain and pain medications
¢ Cultural beliefs toward pain, pain expression, and treatment
¢ Spiritual, religious considerations, and existential suffering
¢ Patient goals and expectations regarding pain management
¢ Assess for use of alternative or complementary therapies and
screen for potential adverse interactions or effects
Continued on PAIN-C 2 of 3
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NCCN ADULT CANCER PAIN GUIDELINES

Table 2 Recommended Dose Conversion from Morphine to Transdermal Fentanyl

Transdermal Morphine
Fentany| IV/SubQ* Oral

12 mcg/h 10 mg/d 30 mg/d
25 mcg/h 20 mg/d 60 mg/d
50 mcg/h 40 mg/d 120 mg/d
75 mcg/h 60 mg/d 180 mg/d
100 mcg/h 80 mg/d 240 mg/d

2P FREfERT S

Fentanyl TTS 25 ug/hr q3d

=T FJK Morphine 10mg tab q4h
=r JK Morphine 30mg tab ql12h
=4-#] Morphine 3mg sc g4h
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To Control the incidence of Breakthrough Pain
as less as possible

RREFDBDERIRRELAR

Ideal Breakthrough
Medication
L J

Ideal
Around-the-
Clock
Medicauon
e
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1/6~1/105 %% » BH & * & o

— )4 ¢ Fentanyl 25 ug/hr q3d and
Morphine 10mg tab 1# g4hprn.
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Do Strong Opioids Shorten Live?

* g Sped 7

Duration of hospitalisation on the PCU

For patients with/without opioids Days
Median 10,00
Consumption
No
Interquartile Range 15,25
of
Median 14.00
opioids
Yes

Interquartile Range

26,75
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HEMICAL
morphine
other drugs
toxins
hypercalcaemia

HIGHER CENTRES
\ anxiety, fear

Vomiting
centres
(in brainstem)

histamine (H,)

5HT,

B

/

Autonomic nerves \
muscarinic (ACh,,)

/ B

) )
oy e
‘ . '«! |. “3'..' | Y -:/ é

[ ] y
L ........ 2
lungs, meninges viscera
pleura, heart, ear, nose peritoneum
mediastinum throat
Symptoms

Non-specific pattern of nausea and vomiting

—

Nausea
and
vomiting

Stomach and
upper bowel
dopamine (D)
S5HT,

C

gastric stasis,
squashed
stomach

Symptoms

1. Vomiting
2. Little nausea
3. Hiccups
4. Fullness
5. Early satiety




Physiologic

Constipation

Gastric Stasis/Qutlet Obstruction
Brain Metasteses

Increased Intercranial Pressure Metabolic
Bowel/Instestinal Obstruction Uremia
Hepatomegaly e Endocrine Imbalance
Oral Thrush ' Electrolyte Imbalance:
Cough - Hypercalcemia

- Hyponatremia

Treatment Related
Chemotherapy
Radiation Therapy
(especially to brain or GI tract)
Medications:

Initial Opioid Therapy
Antibiotics

Aspirin/NSAIDS
Carbamazepine

.\f_ﬂmiti_l'iﬁ Center of the Brain:
‘A~ Lower Medula

Emotional fSpiritual / Psychological
Anticipatory N&V (prior to chemotherapy)
Meaning of Illness

Steroids
Loss of Personhood
Expectorants Role Change
Sufferning

Anziety/Fear
Fatigue
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¥ B i %‘%’«ﬁ' Q3N el
« 3 &wt ¥ ! Cisplatin = 50 mg/m -~
Mechlortamine -~ Streptozocin »
Carmustine > 250 mg/m -~

Cyclophosphamide > 1500 mg/m -
Dacarbazine

« ¥ B3zet it ! Cisplatin < 50 mg/m -
Cytarabine > 1000 mg/m ~ Carboplatin ~
Oxaliplatin ~ Ifosfamide ~ Carmustine
< 250 mg/m -~ Cyclophosphamide =
1500 mg/m ~ Doxorubicin = 60 mg/m -
Epirubicin = 90 mg/m



« ¥ i3kt : Topotecan ~ Irinotecan ~
Procarbazine ~ Cyclophosphamide »
Mitoxantrone ~ Gemcitabine ~ Liposomal
doxorubicin ~ Docetaxel ~ Paclitaxel »
Etoposide ~ Teniposide ~ Methotrexate
50-250 mg/m ~ Mitomycin -
Fluorouracil < 1000 mg/m

e M3 ket it ! Bleomycin ~ Busul fan(Not for
high dose therapy) - Chlorambucil -
Fludarabine ~ Hydroxyurea -
Methotrexate = 50 mg/m -~
Vincristine/Vinblastine/Vinorelbine



B BELRAL

* % — ¥¢Phenothiazine » ®1963&ER ¥ 7 %
FHETI P R R F I A2k 2 Rl
4-Chlopromazine (wintermine) » ¥ 4%+
5-Fluorouracil it @& #* > e R EH 4 % &
f7AMIPEREGHE AR RS D
BliE* » #rr2 4 1990& f8© SR #

* % = $Butyrophenones > ¢ 357 haloperidol,
droperidol ¥ i¥#* **Dopamine X ¥ e >
B 3] ¢ o Reb 1V R et ed 3 g 5 e FF)
1% X » ﬁ,‘L") -2 .
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* % 7 ¥ Substituted Benzamides > 14
Metoclopramide (Primperam) & i » # %
W R LA Rk ko HRL R
Reb#Cisplatint B 3l A2crnget 3 225 2
¢ 3 53 $idopamine £ W ehg] €% F 4 > do
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o 21990#5-HT3X R fr4| R s — ok L 2 >
3 & - MdSerotoninefwc % 5 it R 514z
Es 2 Rk 2L ¥ 5 3> ¥ i3 Dopamine®
fenfl it > 2§ % Metoclopramide
FI0R M > 3 Rek it > 18
# 4+ Ondansetron (Zofran) -~ Dolasetron

(Anzemet) -~ Tropisetron (Navoban) %
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