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Patient-centred care 

 This guideline offers best practice advice on the care of 
people with advanced and progressive disease, who 
require strong opioids for pain control.  

 

 Patients are in severe pain who may be opioid-naive, or 
those whose pain has been inadequately controlled on 
step two of the WHO pain ladder. 

 

 Treatment and care should take into account patients 
needs and preferences.  

 

 



 

• Patients who require strong opioids for pain control, 
should have the opportunity to make informed 
decisions about their care and treatment, with their 
healthcare professionals 

 

• Good communication is essential. It should be 
supported by evidence-based written information.  

Patient-centred care 



Patient-centred care 

 

• Treatment and care, and the information patients are 

given about it, should be culturally appropriate, 

accessible to people with additional needs such as 

physical, sensory or learning disabilities, and to people 

who do not speak or read English. 

 

 



Guess……How she 
feels 
 
 ? Angry 
 ? Depressed 
 ? Hopeless 
 ? Suicidal idea 
         or 
 ? Accept 



Pain  Assesment 

• Self - reported pain measurement  
 

   1. Visual analog scale (VAS) 

 0 ------------------------------------------------------ 10 cm. 

        No pain                   Worst pain imaginable 

 

   2. Verbal numerical rating scale (VNRS)  

 0 ----------2---------4---------6---------8--------10 cm. 

       No pain     Worst pain imaginable 



BI Pain Assessment Form 



Types of Pain in Cancer   

  Nociceptive pain  

  Neuropathic pain   

  



Pain Symptoms 

1.  Background pain  

2.  Breakthrough pain  

3.  Incident pain 

  



       

        

  

Non - opioid 
± Adjuvant 

Weak opioid  
± Non - opioid 
± Adjuvant 

Strong opioid 
± Non - opioid 
± Adjuvant 

Regional 
Anesthesia 

Acute Pain 

Cancer Pain 

Individualized dosage  

and the “analgesic ladder” 



Two principles for analgesic ladder 

 Inadequate pain control at one level requires  

 a move to the next level, rather than to an 

alternative drug of similar efficacy  

 Continuous pain requires continuous      

administration of analgesia     



Principle of opioid use 

1. Use oral or other non-invasive routes whenever possible 
 

2. Individualize dosage by titrating to response 
 

3.   Select analgesics according to severity and type 

      of pain (as in analgesic ladders) 
 

4.   Maintain effective anlgesic levels in the body 

      as long as there is noxius stimuli 
 

5.   Use indicated adjuvants 

     



Unconsciousness 

Apnea 

Respiratory  depression 

Increased sedation 

Increased nausea, vomiting 

 
 

Base - line analgesia 

Increasing opioid dose 

Increasing analgesic response 

Principles of   

Pharmacologic Management 



 Pain antagonizes respiratory depression 
 

 All opioids in equianalgesic doses cause  

   the same degree of respiratory depression 
 

 The best clinical indicator of early  

   respiratory depression is sedation. 

The Fact of                               
Respiratory Depression 



Clinical indicators of  

respiratory depression 

Sedation score  

 0 - none 

 1 - awake, occasionally sleepy  

 2 - sleepy, arousable by verbal stimuli   

 3 - sleepy, arousable by physical stimuli 

 4 - unconscious 

Respiratory rate Less than 8/minute  



Titration of Opioid Dose 

 Regular monitoring of endpoints 

 How much is enough?  

 How much is too much? 

 



Aim of Pain Treatment  

To make the patient comfortable while 

     keeping the sedation score  <  2 



Pain  

  
   Do not reduce dose of opioid solely for decreased blood  

       pressure, respiration rate, or level of consciousness 

   Maintain analgesic therapy; titrate to optimal comfort  

   Recognize and treat opioid-induced neurotoxicity including hyperalgesia 

   If opioid reduction is indicated, reduced by ≤ 50% per 24 h to  

       avoid acute opioid withdrawal or pain crisis. Do not  

       administer opioid antagonist 

   Balance analgesia against reduced level of consciousness  

       based on patient preference 

   Modify routes of administrations as needed (PO, IV, PR, subcutaneous,     

       sublingual, trasmucosal transdermal) applying equianalgessic dose  

      conversions Consider sedation for refractory pain  



1. When offering pain treatment with strong opioids to 
a patient with advanced and progressive disease, ask 
them about concerns such as: 

 

 addiction 

 tolerance 

 side effects 

 fears that treatment implies the final stages of life.   

Recommendations 
Communication 



2. Provide verbal and written information on strong 
opioid treatment to patients and careers, including the 
following: 
 

 when and why strong opioids are used to treat pain 

 how effective they are likely to be 

 taking strong opioids for background and breakthrough pain, addressing: 

 how, when and how often to take strong opioids 

 how long pain relief should last 
 

 side effects and signs of toxicity 

 safe storage 

 follow-up and further prescribing 

 information on who to contact out of hours, particularly during initiation 
of treatment. 

Communication 

Recommendations 



 
 
1.  When starting treatment with strong opioids, regular  
 

• oral sustained-release or oral immediate-release 
morphine (depending on patient preference)  

 

• with rescue doses of oral immediate-release morphine 
for breakthrough pain. 

 

2. For patients with no renal or hepatic comorbidities, offer 
 

• a typical total daily starting dose schedule of 20–30 mg 
of oral morphine (for example, 10–15 mg oral 
sustained-release morphine twice daily) 

 

• plus 5 mg oral immediate-release morphine for rescue 
doses during the titration phase. 

 

First-line maintenance treatment 



3.  Adjust the dose until a good balance exists between  

     acceptable pain control and side effects. If this 

     balance is not reached after a few dose adjustments,  

     seek specialist advice. Offer patients frequent review,  

     particularly in the titration phase. 

      

4.  Seek specialist advice before prescribing strong  

     opioids for patients with moderate to severe renal or  

     hepatic impairment. 

First-line maintenance treatment 



1.   Offer oral sustained-release morphine as first-line  

       maintenance treatment to patients with advanced  

       and progressive disease who require strong opioids. 
 

2.   Do not routinely offer transdermal patch formulations  

      as first-line maintenance treatment to patients in  

       whom oral opioids are suitable.  
 

3.   If pain remains inadequately controlled despite  

      optimising first-line maintenance treatment, review  

      analgesic strategy and consider seeking specialist advice. 

       

First-line maintenance treatment 



 

Use caution when calculating opioid equivalence for  

       transdermal patches: 

 A transdermal fentanyl 12 microgram patch equates to 
approximately 45 mg oral morphine daily. 

 A transdermal buprenorphine 20 microgram patch equates 
to approximately 30 mg oral morphine daily. 

First-line treatment if oral opioids are not suitable –  
transdermal patches 



1.    Consider initiating subcutaneous opioids for patients    

        in whom oral opioids are not suitable and  

        analgesic requirements are unstable.  

 

First-line treatment if oral opioids are not suitable –  
subcutaneous delivery 



 

1.   Offer oral immediate-release morphine for the first-line  

      rescue medication of breakthrough pain in patients on    

      maintenance oral morphine treatment. 
 

2.  Do not offer fast-acting fentanyl as first-line rescue   

     medication. 
 

3.  If pain remains inadequately controlled despite  

     optimising treatment, consider seeking specialist advice. 

First-line treatment for breakthrough pain in patients  
who can take oral opioids 



1.    Inform patients that constipation affects nearly all  

       patients  receiving strong opioid treatment. 
 

2.    Prescribe laxative treatment (to be taken regularly at  

       an effective dose) for all patients initiating strong  

       opioids. 
 

3.   Inform patients that treatment for constipation takes  

       time to work and adherence is important. 
 

4.   Optimise laxative treatment for managing constipation  

       before considering switching strong opioids. 

 

Management of constipation 



1.    Advise patients that nausea may occur when starting  

       strong opioid treatment or at dose increase, but that it  

       is likely to be transient. 
 

2.    If nausea persists, prescribe and optimise anti-emetic  

       treatment before considering switching strong opioids. 

Management of nausea 



 

1.    Advise patients that mild drowsiness or impaired  

       concentration may occur when starting strong opioid  

       treatment or at dose increase, but that it is often transient.  

       Warn patients that impaired concentration may affect their  

       ability to drive and undertake other manual tasks. 
 

2.   In patients with either persistent or moderate-to-severe  

      central nervous system side effects: 
 

 consider dose reduction if pain is controlled or 

 consider switching opioids if pain is not controlled. 

Management of drowsiness 



* Opioid analgesics are widely accepted for the 
treatment of severe acute pain and chronic pain 
related to active cancer or at the end of life.  
 
* In contrast, the use of chronic opioid therapy (COT) 
to treat other types of chronic pain remains 
controversial. 
 
* Chronic pain is defined by the International 
Association for the Study of Pain as “pain that persists 
beyond normal tissue healing time”. 



1.1 Before initiating COT, clinicians should conduct a history,  

       physical examination and appropriate testing, including an  

       assessment of risk of substance abuse, misuse, or  

       addiction (strong recommendation, low-quality evidence). 
 

1.2 Clinicians may consider a trial of COT as an option if CNCP      

       is moderate or severe, pain is having an adverse impact 

       on function or quality of life, and potential therapeutic  

       benefits outweigh or are likely to outweigh potential  

       harms (strong recommendation, low-quality evidence). 

1. Patient Selection and Risk Stratification 



1.3  A benefit-to-harm evaluation including a history,  
       physical examination, and appropriate diagnostic  
       testing, should be performed and documented  
       before and on an ongoing basis during COT. 

 
 

 

1. Patient Selection and Risk Stratification 



 

2.1  When starting COT, informed consent should be  

        obtained. A continuing discussion with the patient  

        regarding COT should include goals, expectations,  

        potential risks, and alternatives to COT. 
 

2.2  Clinicians may consider using a written COT  

        management plan to document patient and clinician 

        responsibilities and expectations and assist in patient      

        education (weak recommendation, low-quality     

         evidence). 

 

 

2. Informed Consent and Opioid Management Plans 



 

3.1  Clinicians and patients should regard initial treatment  

        with opioids as a therapeutic trial to determine  

        whether COT is appropriate (strong recommendation,  

        low-quality evidence). 

 

3.2  Opioid selection, initial dosing, and titration should be  

        individualized according to the patient's health status,  

        previous exposure to opioids, attainment of  

        therapeutic goals, and predicted or observed harms  

        (strong recommendation, low-quality evidence).  
 

3. Initiation and titration of COT 



        Methadone is characterized by complicated and  

        variable pharmacokinetics and pharmacodynamics and  

        should be initiated and titrated cautiously, by clinicians  

        familiar with its use and risks (strong recommendation,  

        moderate-quality evidence). 

 

 

4. Methadone 



5.1  Clinicians should reassess patients on COT periodically  

        and as warranted by changing circumstances.  

        Monitoring should include documentation of pain  

        intensity and level of functioning, assessments of  

        progress toward achieving therapeutic goals, presence  

        of adverse events, and adherence to prescribed  

        therapies (strong recommendation, low-quality  

        evidence). 

 

 

  

 

 

5. Monitoring 



5.2   In patients on COT who are at high risk or who       
        have engaged in aberrant drug-related behaviors,  
        clinicians should periodically obtain urine drug  
        screens or other information to confirm adherence 
        to the COT plan of care (strong recommendation, 
        low-quality evidence). 
 
  

5. Monitoring 



 

        Clinicians may consider COT for patients with CNCP and history   

        of drug abuse, psychiatric issues, or serious aberrant drug- 

        related behaviors only if they are able to implement more   

        frequent and stringent monitoring parameters. In such 

        situations, clinicians should strongly consider consultation 

        with a mental health or addiction specialist (strong  

        recommendation, low-quality evidence). 
 

        

 

6. High-Risk Patients 



          In patients on around-the-clock COT with breakthrough pain,  

          clinicians may consider as-needed opioids based upon an  

          initial and ongoing analysis of therapeutic benefit versus  

          risk (weak recommendation, low-quality evidence). 

 

 

         Clinicians should counsel women of childbearing potential 
         about the risks and benefits of COT during pregnancy and  
         after delivery.  

7. Breakthrough Pain 

8. Opioids in Pregnancy 



APPENDIX 1.  
RISK ASSESSMENT TOOL OPIOID RISK TOOL 

(ORT) 
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APPENDIX 2.  
RISK ASSESSMENT TOOL - SCORE DIAGNOSIS, 

INTRACTABILITY, RISK EFFICACY (D.I.R.E.) 
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APPENDIX 3.  
SAMPLE INFORMED CONSENT FORM 
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APPENDIX 4.  
SAMPLE MEDICAL AGREEMENT 
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APPENDIX 5.  
MONITORING TOOL CURRENT OPIOID 

MISUSE MEASURE(COMM) 
 
 



J Pain. Author manuscript; available in PMC 2014 June 03. 



J Pain. Author manuscript; available in PMC 2014 June 03. 



OPIOID CONSENT 













Thank You 


