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Cancer pain

One of the most 
common and feared 
cancer symptoms1

Important diagnostic 
indicator
- Most common symptom 

at cancer diagnosis2

- Change in pain may 
indicate progression or 
oncological emergency1,3

Inadequately controlled 
pain has significant 
implications on:1,4

- QOL
- Ability to cope with cancer 

and its treatment
- Potentially on survival

Ongoing clinical need to improve the management of cancer pain5

QOL = Quality of life. 1. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020. 2. Bennett MI, et al. Eur J Pain. 2019;23(4):660-668.
3. Lovell MR, Boyle FM. Medicine Today 2010;11:33-38. 4. Yoong J, Poon P. Aust J Gen Pract. 2018;47:758-762. 5. Lovell M, et al. J Palliat Med. 2013;16:1403-1409.
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Pain is common at all stages of cancer1

55%
undergoing 
treatment

66%
advanced or 
metastatic

39%
cancer survivors

66%
end of life

• Generally acute, but can result in chronic pain 
or late onset pain (e.g. following RT)2

• Often neuropathic2

• As survivorship has improved, the prevalence 
of chronic cancer pain has increased3

• 25-60% amongst breast cancer survivors4

• Bone metastases is the most common source 
of chronic cancer pain2 

• Pain is frequently part of the total experience of 
suffering and grief in palliative care5 

RT = Radiation therapy. 1. van den Beuken-van Everdingen MH, et al. J Pain Symptom Manage. 2016;51(6):1070-90 e9. 2. Portenoy RK, Dhingra LK. UpToDate. 2019. 
3. Falk S, Dickenson AH. J Clin Oncol. 2014;32:1647-1654. 4. Runowicz CD, et al. CA Cancer J Clin. 2016;66:43-73. 5. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.

©: 2021

Cancer-induced bone pain1

• Complex:

• Mixed: 

• Multimodal management: Opioids - most effective analgesic 

Background Spontaneous Incident

• Dull continuous 
pain

•  severity with 
progression

• Rapid onset, 
short duration

• Severe 
• Difficult to 

manage

• Activity related
• Pre-emptive 

analgesia2

Inflammatory Neuropathic Cancer specific

1. Falk S, Dickenson AH. J Clin Oncol. 2014;32:1647-1654. 2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.
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Abdominal visceral pain1

Radiation therapy 
(abdomen, lumbar spine, 

pelvis)

Late toxicity

Chronic visceral pain 
(10-15%)

• Difficult to manage 
• Complicated by: 

– GI dysfunction
– Analgesic side effects on 

GI function (e.g. opioids)

1. Brown MR, et al. Pain in cancer survivors. Br J Pain. 2014;8:139-153.
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GP’s central role in coordinating care1,2

• Screening for pain
• Assessing pain
• Initiating and adjusting pain therapies 
• Coordinating care:

• Oncology
• Palliative care, pain specialists
• Psychology
• Physiotherapy, OT
• Pastoral carer, social workers
• Pharmacists
• Home nursing 
• Support groups 

1. Lovell MR, Boyle FM. Medicine Today 2010;11:33-38. 2. Bennett MI, et al. Eur J Pain. 2019;23(4):660-8. 3. Lovell MR, et al. J Clin Oncol. 2014;32:1712-1720

Fragmented care is a barrier to effective cancer pain management3

©: 2021

Complexity of cancer pain1,2

Total
PAIN

• Acute + Chronic
• Comorbidities
• Medications
• Sleep, nutrition, 

fatigue

• Relationships, intimacy
• Loneliness of cancer
• Work, finances
• Meaningful activities
• Cultural factors

• Spiritual beliefs
• Spiritual distress
• Search for meaning
• Hopelessness

• Mood, affect
• Psychiatric disorders

• Anxiety, depression, 
substance-use disorders

• Emotional responses
• Beliefs about pain
• Resilience, coping strategy

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.  2. Mehta A, Chan LS.. J Hospic Palliat Nurs. 2008;10(1):26-32. 
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Cancer pain often changes over time1

Cancer 
Pain

Multimodal
pain 

management

Cancer
treatment

Cancer 
clinical
course

(progression)

Other 
disruptive

events• Changes in:
• Comorbidities 
• Associated disease pain
• Concomitant treatments
• Psychosocial factors
• Spiritual distress

•Ask about pain at 
every consultation2

•Regularly conduct 
multidimensional 
pain assessment, 
especially if there 
is a change in the 
patient’s pain1

1. George B, et al. Support Care Cancer. 2019;27:3105-3118. 2. Bennett MI, et al. Eur J Pain. 2019;23(4):660-8.
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Be mindful of patient’s interpretation of the 
meaning of cancer pain1-3

Cancer 
pain

• Under reporting of pain
• Resistance to opioid use
• Inadequately controlled 

pain:
–  distress
–  function
–  ability to cope with 

cancer 
– Requests for euthanasia

Treatment failure,
Disease progression

Mortality

Need for opioids

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.
2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016. 3. Yoong J, Poon P. Aust J Gen Pract. 2018;47:758-762.
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Extra focus on psychosocial & spiritual factors1

• Mortality
– Regrets about life
– Fear of death
– Fear of a painful death
– Loneliness, isolation
– Burden on others
– Concerns about others 

after death

• Family dynamics and 
treatment decisions:
– Privacy vs extended 

support
• Assessing distress2

– NCCN distress 
thermometer

– Single question 
+ problem list

– ≥  4  problems

10 Extreme
-
4
-
0 No distress

DEATH

1. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016. 2. Riba MB, et al. J Natl Compr Canc Netw. 2019;17:1229-1249.
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Multimodal pain management1-4

Medications

Non-
pharmacotherapies

Education

Interventions

1. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020. 2. Lovell MR, Boyle FM. Medicine Today 2010;11:33-38. 3. Palliative Care Expert 
Group. Therapeutic Guidelines Palliative Care, 2016. 4. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 5. Lovell MR, et al. J Clin Oncol. 2014;32:1712-1720.

• Patient and carer
• Addressing potential barriers
• Ongoing need (whole journey)5

• Physical
• Psychological 

• Social connection
• Spiritual

• Paracetamol, NSAIDs
• Opioids (severe cancer pain)
• Adjuvants

• Refractory cancer pain
• E.g. nerve blocks
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Non-pharmacotherapies
Physical

Psychological

Social

Spiritual

• Exercise, physiotherapy, etc.1
• Activity scheduling and pacing2

• Active listening
• Targeted reassurance
• Relaxation techniques

• Referral if there is complex 
psychological or social 
factors2

• Social connection2

• Social workers, support groups3

• Ask patients about their thoughts about spiritual beliefs 
as a way to help them cope with cancer or if they have 
spiritual concerns (irrespective of prognosis)4

1. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020. 2. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, 
Version 7, 2020.  3. Riba MB, et al. J Natl Compr Canc Netw. 2019;17:1229-1249. 4. PDQ® Supportive and Palliative Care Editorial Board. PDQ Spirituality in Cancer Care, 2017. 
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WHO analgesic ladder1-4

Non-opioids 
(paracetamol, 
NSAIDs)
± adjuvants

Weak opioids
(codeine, 
tramadol)
± non-opioids
± adjuvants

Strong 
opioids
(e.g. morphine, 
oxycodone) 
± non-opioids
± adjuvants

Step 1 
(Mild pain)

Step 2
(Moderate pain*)

Step 3
(Severe pain)

Issues Modification
Unidirectional 
(Step up)

Bidirectional 
(Treatment based on 
pain severity, stepping 
down where possible)

Step 2 analgesics have 
limited efficacy

Skip step 2, start with 
low dose Step 3 opioids

Interventions not 
incorporated

Step 4, if pain is 
inadequately controlled 
consider interventions

1. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020. 2. Prommer EE. Cancer Control. 2015;22:412-425. 
3. Anekar A, Cascella M. WHO analgesic ladder. StatPearls, 2020. 4. Fallon M, et al. Ann Oncol. 2018;29 Suppl 4:iv166-iv191NPS MedicineWise. Opioids: New and amended PBS listings. NPS Radar, 2020.

* In Australia, all opioid analgesics, including codeine (≥ 30 mg per tablet) and tramadol are indicated   
only for severe pain5

©: 2021
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Opioids an integral component for managing 
severe cancer pain1

Key role2

Any stage 
severe pain1,3

Oral opioids

Patches, 
parenteral 

• Rapid effectiveness
• Lack of ceiling effect
• No direct adverse effects on organs

• Most effective analgesic for pain due to bone cancer4

• Useful for neuropathic cancer pain3

• First-line1,5

• IR for initiation, breakthrough and incident pain1,3

• MR for constant/background pain1,3

• When oral dosing is not suitable3,5

• Deteriorating health, swallowing difficulties, 
decreased consciousness

1. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 2. Dalal S, Bruera E. Am Soc Clin Oncol Educ Book. 2019;39:24-35.
3. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 4. Falk S, Dickenson AH. J Clin Oncol. 2014;32:1647-1654. 5. White A. Pain Management Today 2016;3:24-28.
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Cancer pain may require regular and PRN 
analgesia1,2

Constant background 
cancer pain Around-the-clock 

MR opioid analgesics
for severe cancer pain 

Around-the-clock 
non-opioid analgesics
(mild-moderate pain)

+

Breakthrough pain
(spontaneous, no trigger)

IR opioids PRN

Predictable
(pre-emptive) Unpredictable

Incident pain
(trigger is known)
IR opioids PRN

Breakthrough pain
(end of dose failure)
IR opioids PRN &
titrate MR opioids

IR = Immediate release, MR = Modified release
1. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.

_
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Breakthrough and incident pain1

Breakthrough 
• IR opioid PRN dose = 

1/12th to 1/6th total opioid 
dose/day

• > 1 hour intervals between PRN 
doses

• Consider titrating the MR opioid 
dose if:

– ≥ 3 breakthrough doses in 24 hours
– 3 consecutive PRN doses provides in 

adequate pain relief

Incident pain
• IR opioid PRN dose = 

1/12th to 1/6th total opioid 
dose/day

• Opioid doses used to manage 
incident pain are not included 
when calculating the total opioid 
dose for titration purposes 

IR = Immediate release, MR = Modified release
1. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.
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Speaker:
Affiliation: 

Jacob 72-year-old retired mechanic
Lives alone (widower, adult children interstate) 
Presenting today with 6-week history of thoracic  
back pain

©: 2021

Medical history
 Depression
 Diabetes mellitus 
 Osteoarthritis 
 Chronic lumbar spondylosis – with right lower limb radiculopathy (sciatica)
 Chronic kidney disease – Stage 3 GFR 59 mL/min/1.73 m2

 Congestive cardiac failure – ejection fraction ≈ 55%
 Reduced exercise tolerance

 Mobilises with walking stick
 Non‐smoker
 No allergies
 Prostate cancer 

©: 2021

14-year history of prostate cancer
• High-grade tumour1

– Gleason score = 7 (3 + 4)
– Staging:

• T2 – tumour confined to the 
prostate

• N0 – no nodal involvement
• M0 – no evidence of 

metastatic disease

• PSA = 35 μg/L

• Management
– Radical prostatectomy

• Postoperative PSA = 2 
μg/L

– No urology review since 
age 64 (8 years ago)

• Last PSA = 0.02 μg/L 
– 15 months ago  

PSA = Prostate specific antigen.
1. Ward JF, et al. Initial management of regionally localized intermediate-, high-, and very high-risk prostate cancer. UpToDate, 2020.
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Current medications
• Depression

– Sertraline 50 mg once daily
• Diabetes

– MR metformin 1000mg BD
– Linagliptin 5 mg once daily

• Pain
– MR paracetamol 665mg – 2 tabs TDS
– Pregabalin 150mg BD

• CVD
– Perindopril 5 mg once daily
– Furosemide 40 mg once daily
– Bisoprolol 10mg once daily

Mr Jacob

Dosage administration aid

MR = Modified release.

©: 2021

Assessment of back pain

Pa
in

 h
is

to
ry • P: Pain is worse with 

movement, little relief 
from current pain 
medications

• Q: Throbbing, aching, 
different to pre-
existing chronic pain

• R: Mid-thoracic spine
• S: Average pain 7/10
• T: Constant pain
• No trigger event

Ex
am

in
at

io
n • Tenderness across 

mid-thoracic spine
•  axial rotation
• No neurological 

deficits, motor 
weakness

• No fever, infection, 
abrasions, trauma, 
bowel or bladder 
dysfunction

• 3 kg weight loss Ps
yc

ho
so

ci
al • Sleep disturbed by 

thoracic back pain
•  activity, staying at 

home, resting 
• Pain interfering with 

activities of daily living 
6/10

• Pain interfering with 
enjoyment of life 8/10

• ORT = 1 
(depression)1

ORT = Opioid Risk Tool
1. Webster LR, Webster RM.  Pain Med 2005;6(6):432-442.

©: 2021
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Metastatic cancer?
• Blood tests:

– FBC
– EUC
– CMP
– PSA
– CRP
– LFT
– HbA1c

• Bone scans

FBC = Full blood count,  EUC = Electrolytes, urea, creatinine, CMP = comprehensive metabolic panel, 
PSA = Prostate specific antigen,  CRP = C-reactive protein, LFT = Liver function test, HbA1c = Haemoglobin A1c.

©: 2021

©: 2021

Pain management considerations1-3

Pain type

Renal and CVD 
≠ NSAIDs

Depression

Opioids & home 
support, falls risk

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 
2. Loboz K, Shenfield J. Br J Clin Pharmacol. 2004;59:239–243. 3. Kroenke K, et al. JAMA. 2009;301:2099-2110.
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Pain management
• Continue paracetamol and pregabalin 
• Commence IR oxycodone 5 mg q4-6h PRN

– Record daily dose
– Side effect counselling 

• Drowsiness, driving, falls risk
– Jacob has a medic alert system

• Docusate 50 mg – constipation
• Metoclopramide 10 mg – nausea 

IR = Immediate release

©: 2021

Follow up
• Bone scans – abnormal foci of increased radiotracer 

uptake in mid-thoracic spine
• PSA = 25 μg/L
• CRP = 35 mg/L 
• LFT normal
• Hb normal 
• GFR = 59 mL/min/1.73 m2

• HbA1c = 6.8%

©: 2021
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Communicating bad news1

Determine the 
patient’s 

knowledge and 
expectations 

and readiness to 
hear the bad 

news

Provide 
information in 

accordance with 
the patient’s 
needs and 

desires

Support the 
patient by 

employing skills 
to reduce the 

emotional 
impact and 

isolation

Develop a 
strategy in the 

form of a 
treatment plan 
with the input 

and cooperation 
of the patient

1. Baile WF, et al. Oncologist. 2000;5:302-311

If the prognosis is poor avoid phrases such as “There is nothing more we can do for you.” 
Patients have other therapeutic goals such as good pain control and symptom relief

©: 2021

Pain assessment
Analgesia Average pain reduced: 7/10  4/10

IR oxycodone 20 mg/day

Activity Interference of pain on activity reduced: 6/10  4/10

Can do more with less discomfort, but is relatively inactive “keeping to himself” 

Adverse effects Constipated despite laxative use (2 tablets/day)
Experienced transient drowsiness, now resolved – no falls or unsteadiness

Aberrant 
behaviours

None observed

Affect Interference of pain on enjoyment of life decreased: 8/10  6/10

Feeling better as pain is reduced

Accurate records Updated
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Updated management
Pain management

• Paracetamol and pregabalin 
unchanged

• Convert IR oxycodone  MR 
oxycodone/naloxone 10/5 mg BD
– Helps address opioid-induced 

constipation1

• IR oxycodone 5 mg PRN 
breakthrough pain
– Record daily use

• Continue laxative use

Mood

• Clearly shaken by cancer 
progression

• Monitor 

IR = Immediate release, MR = Modified release, EUC = Electrolytes, urea, creatinine
1. Targin modified release tablets product information, July 2020. 

©: 2021

Follow up 12 weeks later
• Fractionated radiation therapy

– Equivocal response
– Transient improvement in pain

• Anti-androgen therapy commenced
– Leuprorelin injections

• PSA monitoring (oncologist)
• Good 5-year prognosis
• Renal function stable

– GFR 59 mL/min/1.73 m2
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Pain assessment
Analgesia Pain severity has increased, but has responded to opioid titration, Average pain reduced: 3/10

MR oxycodone/naloxone 20/10 mg BD, IR oxycodone 10 mg/day (breakthrough pain)

Activity Interference of pain on activity unchanged: 4/10

Reduced level of activity “not feeling up to it”  

Adverse effects Bowel function improved
Continues to take daily laxatives

Aberrant 
behaviours

None observed

Affect Increased depressive symptoms

Increased alcohol usage: 2-3 whiskies per night

Accurate records Updated

©: 2021

©: 2021

Next steps

Depression

Multimodal pain 
management

Occupational 
therapist

Sertraline dose  100 mg daily
Psychologist referral
Counselling on alcohol consumption

Encourage increased social engagement
Prostate cancer support groups
Enjoyable physical activity

OT functional assessment (home safety
and activities of daily living)
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Follow up 6 months later
Cancer

Renal function 
stable

Pain well 
controlled

Depression

PSA PSA remains elevated, although reduced
Surveillance bloods remain unremarkable 

Average pain 2/10, opioid dose remain stable
MR oxycodone/naloxone 20/10 mg BD
IR oxycodone 5-10 mg/day
Activity increased, independent in ADL
Joined men’s shed
Depression responded to sertraline and psychologist
(all subsidised sessions have been used)
Alcohol: 1-2 whiskies/night

ADL = Activities of daily living.

©: 2021

©: 2021
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Opioid taper
• Trial – to determine if opioids are still needed
• Longer the use of opioids – slower taper1

– Commenced by avoiding use of IR oxycodone
– 10% (≈ 5 mg oxycodone) reduction fortnightly

• 3 months later: reduced opioid dose is still needed to 
relieve pain and maintain function
– MR oxycodone/naloxone 10/5 mg BD
– IR oxycodone not being used

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.

©: 2021

3 years later: metastatic liver disease
• Initial presentation:

– Fatigue,  appetite
• Bloods

– Elevated PSA, deranged LFT
• MRI:

– Metastatic liver cancer
• Referrals: 

– Medical and radiation oncology, surgery 

©: 2021

Shift to palliative care
• Family meeting to 

discuss directions of 
care

• Jacob’s wishes
– Symptomatic 

management only
– Remain living at home 

and to die at home

• Advance care directive
• Referrals

– Palliative care nurse 
home visits

– Home support services
– Psychologist
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Child-Pugh Score1,2

• Categorise hepatic function
• Assess 2 clinical features 

and 3 laboratory parameters 
• Hepatic impairment is classified 

as “mild”, “moderate” or “severe” 
based on the total score

1 point 2 points 3 points

Ascites Absent Slight Moderate

Encephalopathy None Grade 1–2 Grade 3–4

INR < 1.7 1.7–2.3 > 2.3

Bilirubin 
(micromol/L) 

< 11 11-45 > 45

Albumin (g/L) > 35 28-35 < 28

Total score:
• 5-6 = mild impairment (well compensated 

disease)
• 7–9 = moderate impairment (disease with 

significant functional compromise)
• 10–15 = severe impairment (decompensated 

liver disease)
1. European Medicines Agency. Committee for Medicinal Products for Human Use. Guideline on the evaluation of the pharmacokinetics of medicinal products in patients with impaired hepatic function, 2005.

2. National Prescribing Service. Child–Pugh classification of liver disease NPS Radar, 2009.

©: 2021

Jacob’s Child-Pugh Score = 6 
(mild impairment)1

• Paracetamol and MR oxycodone/naloxone both 
remain appropriate based on liver function2,3

– Paracetamol stopped to reduce pill burden2

– MR oxycodone/naloxone 10/5 mg BD
– IR oxycodone PRN breakthrough pain
– Pregabalin 150 mg BD
– Monitor liver function

1. European Medicines Agency. Committee for Medicinal Products for Human Use. Guideline on the evaluation of the pharmacokinetics of medicinal products in patients with impaired hepatic function, 2005.
2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.  3. Targin® modified release tablets product information, July 2020.
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8 months later Jacob’s condition has deteriorated

 pain

 activity


spirituality

Dysphagia

 liver 
function

 kidney 
function

Average pain increased to 6/10, analgesic doses gradually increased
MR oxycodone/naloxone 30/15 mg BD, IR oxycodone PRN = 15 mg/d

Decreased activity, increased bed rest
Daughter has moved in to help with care, home palliative care nursing

Accepting of his situation, increased spirituality, depression controlled
Daughter’s presence source of great comfort

Difficulty swallowing medications
Decreased appetite, diet shifted to thickened soups, yogurts 

Child-Pugh score = 8 moderate hepatic impairment1

GFR decreased from 59 to 52 mL/min/1.73 m2

©: 2021

©: 2021

Opioid rotation SC morphine
• SC preferred to transdermal – increased flexibility 

titration
• Opioid conversion

– Oxycodone 75 mg/day ≡ SC morphine 37.5 mg/day1

– ~ 50% dose reduction = SC morphine 20 mg/24 hours
• Incomplete cross tolerance2,3

• Potential for impaired first pass metabolism of naloxone4

– 1.6 mg SC injection PRN for breakthrough pain 
1. Faculty of Pain Medicine, ANZCA. Opioid dose equivalence, 2019. 2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.  

3. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.4. Ward A, et al. Aust Prescr. 2017;40:156-157. 
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Successful palliation
• Jacob’s level of comfort improves

– Morphine (pain)
– Metoclopramide (nausea)
– Midazolam (anxiety)
– Methylnaltrexone (opioid-induced constipation)

• Passes away at home 2 weeks later
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Case study: Veronica, 
managing cancer pain in 
a breast cancer survivor3
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Speaker:
Affiliation: 

Veronica 55-year-old accountant
Presents post-mastectomy for 
additional pain relief

©: 2021

Background
• Married 30 years
• Son 20 years old, living 

at home
• Post-menopausal

• Breast cancer
– Lump in her right breast
– Diagnosed with invasive 

lobular carcinoma 50 mm 
(Grade 2) with 6/15 lymph 
nodes positive plus extra 
capsular extension, no 
metastases

– ER + (85%) PR – (0%) 
HER2 Negative

©: 2021

Cancer treatment plan 

Surgery
Chemotherapy

Adjuvant AC 4 cycles 
+ paclitaxel (12 w)    

Radiation
55 Gy 25#

Breast 
reconstructive 

surgery

Adjuvant endocrine
therapy (7 years)

Modified radical mastectomy
axillary lymph node clearance

Adjuvant bisphosphonate (zoledronic acid 4 mg 6-monthly, 6 doses)

Letrozole 2.5 mg once daily 

Prognosis: 70% 10 year survival
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2-weeks post-mastectomy 
• Successful surgery – uncomplicated recovery
• Requesting new prescription for opioid analgesics 

for ongoing post-operative pain
– IR oxycodone 5 mg q4h PRN, taking 4-6 tablets/day
– Paracetamol 1000 mg QID
– Docusate 50 mg, senna 8 mg, 1 tablet at night

• Appears anxious

©: 2021

Anxiety in cancer patients1

• Difficult to judge if anxiety is 
disproportionate to cancer threat
– Assess vs. the proximity of threat
– Will vary over the course cancer:

• High onset of symptoms, diagnosis 
• Increases with disease progression
• High during treatment

– Higher in patients not receiving 
treatment e.g. inoperable cancer  

• Often co-exists with depression
• Anxious patients may report  

more symptoms, side effects

• When to address:
– Disproportionate to the level of 

threat
– Persisting or deteriorating
– Severe symptoms irrespective of 

threat level
• Panic attacks, severe physical 

symptoms, abnormal beliefs
– Disrupting function

1. Stark DP, House A. Br J Cancer. 2000;83:1261-1267

©: 2021

Health-related anxiety1

Characteristics
Beliefs
• Tendency to interpret everyday bodily 

symptoms as related to serious disease 

Concerns
• Pre-occupied with fears of serious illness, 

cancer progression, or death 

Behaviours
• Reassurance-seeking behaviour if it is 

disproportionate or overly used can
perpetuate anxiety

Addressing anxiety
Well-meaning simple 

reassurance may 
inadvertently worsen 

anxiety

Explore the meaning 
patients attach to 
events/symptoms

Education: often fears 
are based on incorrect 

information

1. Stark DP, House A. Br J Cancer. 2000;83:1261-1267
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2-weeks post-mastectomy 
• Successful surgery – uncomplicated recovery• Requesting new prescription for opioid analgesics for ongoing post-operative pain– IR oxycodone 5 mg q4h PRN, taking 4-6 tablets/day– Paracetamol 1000 mg QID– Docusate 50 mg, senna 8 mg, 1 tablet at night• Appears anxious
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Anxiety in cancer patients1

• Difficult to judge if anxiety is disproportionate to cancer threat– Assess vs. the proximity of threat– Will vary over the course cancer:• High onset of symptoms, diagnosis • Increases with disease progression• High during treatment– Higher in patients not receiving treatment e.g. inoperable cancer  • Often co-exists with depression• Anxious patients may report  more symptoms, side effects

• When to address:– Disproportionate to the level of threat– Persisting or deteriorating– Severe symptoms irrespective of threat level• Panic attacks, severe physical symptoms, abnormal beliefs– Disrupting function

1. Stark DP, House A. Br J Cancer. 2000;83:1261-1267
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Health-related anxiety1

CharacteristicsBeliefs• Tendency to interpret everyday bodily symptoms as related to serious disease 

Concerns• Pre-occupied with fears of serious illness, cancer progression, or death 

Behaviours• Reassurance-seeking behaviour if it is disproportionate or overly used canperpetuate anxiety

Addressing anxietyWell-meaning simple reassurance may inadvertently worsen anxietyExplore the meaning patients attach to events/symptoms

Education: often fears are based on incorrect information1. Stark DP, House A. Br J Cancer. 2000;83:1261-1267
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Assessment
• Pain:

– Dull aching pain in the axilla, upper 
arm and chest wall

– Sensitivity over the healing wound 
– Average pain: 3/10

• Wound:
– Healing well, no signs of infection

• NCCN Distress Thermometer 
and problem list1
– Distress 5/10

• Scores ≥ 4 investigate problem list
– Emotional problems

• Fears 
• Worries
• Sadness
• Loss of interest in usual activities

– Physical problems
• Appearance

1. Riba MB, et al. J Natl Compr Canc Netw. 2019;17:1229-1249.

©: 2021

©: 2021

Exploring Veronica’s problems
• Sadness/loss of interest

– Assess for depression
• Fears/worries

– Chemotherapy 
– Survival

• Appearance
– Body image
– Impact on relationship with 

husband 

• Acknowledge concerns
– Justified and normal

• Explore her 
understanding
– Prognosis and upcoming 

treatment
• Focus on the present

– Body image will be 
addressed in due course
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Diagnosis of depression
Implications
• Cancer:

–  treatment participation and 
compliance1,2

–  survival1,2 

–  QOL due to  physical 
symptoms2

•  risk of developing chronic 
postoperative pain3

•  risk of suicide2

Management
• Counselling
• Referral to psychologist

– CBT
• Sertraline 50 mg
• Monitoring

CBT = Cognitive behavioural therapy.
1. Raison CL, Miller AH. Biol Psychiatry. 2003;54:283-294. 2. Smith HR. Oncol Lett. 2015;9:1509-1514. 3. Hinrichs-Rocker A, et al. Eur J Pain. 2009;13:719-730.
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Review 2 weeks later 
• Surgical wound has healed
• Depression is responding to therapy

– Ongoing counselling and monitoring
•  distress, rated 3/10  
• Pain well controlled 1/10

– Taper and cease opioids
– Short term use  shorter taper1

• Commenced chemotherapy

©: 2021

Breast cancer follow-up1

Goals:
1. Prevention of recurrent and 

new cancers, and of other 
late treatment-related 
effects

2. Cancer surveillance and 
assessment of medical and 
psychosocial late effects

3. Management of the 
consequences of cancer 
and its treatment

4. Coordination of care to 
ensure all health needs are 
met

Considerations:
• History 

– New breast symptoms
– Hormonal status
– Change in medications (adherence)

• Clinical examination
– Breast, chest, abdomen, lymph nodes, arm o

• Imaging 
– Arrange mammogram 

• Psychosocial care
– Assess levels of distress and impact of cancer and its treatment 
– Provide support and referrals

• Monitor treatment related side effects
– Lymphoedema 
– Hormonal treatment (menopausal, bone health)

• Secondary prevention (healthy lifestyle) 

1. Emery J. Aust Fam Physician. 2014;43:521-525. 
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12 months later, numbness and pain right 
shoulder & armpit
• Numbness across her right shoulder and down her arm
• Pain present for 6 weeks, becoming more severe

– Severe, dull, constant pain – 8/10
– Little relief from OTC paracetamol or ibuprofen

• Difficulty using her right arm, feels weak
– Last Sunday she dropped the roast chicken when taking it out 

of the oven
• Increased distress – fears cancer progression

©: 2021

©: 2021
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Management
• Pain has neuropathic components

– Pregabalin 75 mg at night
• Before prescribing assess history of substance use disorder, signs of abuse or dependence1

• Ongoing monitoring1

• Counselling 
– Distress and fears of recurrence

• Oncology review 
• GP follow up

1. Lyrica product information, November 2020.

©: 2021

Follow up
• Radiation-induced brachial 

plexopathy 
– Routine oncology review
– Symptomatic treatment
– Lymphoedema 

• Distal swelling in right arm
• Stopped wearing rings due to 

swollen fingers
• Small response to pregabalin

– Pain reduced 8/10 to 7/10

• Management
– Explanation of diagnosis

• Secondary to radiation therapy
• Not cancer progression

– Pregabalin titration 75 mg BD
– Physiotherapy referral 

• Pain and lymphoedema
– Lymphoedema1

• Exercise, elevation, 
compression bandages

• Skin care to maintain barrier 
function and prevent infections  

1. Cancer Australia. Lymphoedema — what you need to know, 2012.
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Partial response to pregabalin
• Maximum tolerated dose 150 mg BD

– Pain reduced 8/10  6/10
– Pain and weakness is impacting activities of daily living
– Higher doses caused confusion

©: 2021

©: 2021

Management
• Continue pregabalin 150 mg BD
• Switch sertraline to duloxetine 

– SNRI modest treatment effect NNT = 6.41

• Continue exercise and physiotherapy
• Return to psychologist

– Relaxation techniques
– CBT

CBT = Cognitive behavioural therapy. NNT = Number needed to treat. 
1. Finnerup NB, et al. Lancet Neurol. 2015;14:162-173 

Veronica has a 
modest response.
• Pain: 6/10 to 5/10 
• Pain & weakness 

impacting function

Consideration of 
an opioid trial
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Considerations
Historical belief/data that the 

incidence of addiction in 
patients with cancer is rare1

Prevalence of non-medical 
opioid use may be higher than 

previously thought2

Clear clinical need to 
adequately control cancer pain 

Patients with cancer often have 
high levels of distress, anxiety, 

depression =  risk2

Increased survival
cancer  chronic disease1

Opioids are effective in 
severe cancer pain2

1. George B, et al. Support Care Cancer. 2019;27:3105-3118. 2. Dalal S, Bruera E. Am Soc Clin Oncol Educ Book. 2019;39:24-35

©: 2021

Applying universal precautions in cancer pain1

Core components
1. Screening for risk of 

non-medical opioid use
2. Opioid prescribing and 

monitoring is stratified by 
risk

3. When to refer to pain or 
palliative care specialists

Screening
• Ask about personal and 

family history for alcohol 
and drug abuse and mental 
health disorders

• Use screening tools 
– General substance abuse
– Psychological distress
– Specific opioid risk tools

1. Dalal S, Bruera E. Am Soc Clin Oncol Educ Book. 2019;39:24-35
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Evidence: neuropathic pain1

Neuropathic pain NNT NNH
Oxycodone & morphine 
(7 clinical studies)

4.3 11.7

Tramadol (6 clinical studies) 4.7 12.6
Tapentadol (only 2 clinical 
studies met the inclusion criteria)

Inconclusive evidence 

NNT = Number needed to treat. NNH = Number needed to harm 
1. Finnerup NB, et al. Lancet Neurol. 2015;14:162-173  2, Freo U, et al. J Pain Res. 2019;12:1537-1551 3. De Santis S, et al. Onco Targets Ther. 2016;9:4043-4052 4. Bennett MI. Palliat Med. 2011;25:553-559.

There is additional evidence from small observational studies for opioid 
effectiveness in neuropathic cancer pain (e.g. tapentadol2 and oxycodone/naloxone3)

Combination of opioid and adjuvant may provide a modest improvement in 
neuropathic cancer pain, but also increase the risk of additional side effects4

©: 2021

Opioid trial
• IR oxycodone 5 mg q6h

– Laxatives co-prescribed
– Anti-emetics (if required)
– Avoid driving, especially if drowsy1

• Precaution regarding concomitant use with pregabalin,  
respiratory depression and sedation1  

• Weekly/fortnightly review 

IR = Immediate release.
1. OxyNorm Product Information, December 2020.



Cancer Pain Management Master Class
Case study: Veronica, managing cancer pain 
in a breast cancer survivor  

32

Case study: Veronica, managing cancer pain in a 
breast cancer survivor

10

©: 2021

Response to opioid trial – 4 weeks later
Analgesia Average pain reduced from 5/10 to 3/10

IR oxycodone dose titrated to 30 mg/day

Activity Improved, but has ongoing weakness in right arm

Ongoing physiotherapy and lymphoedema management

Adverse effects Transient sedation (resolved)

Bowel frequency unchanged, but is straining and has feelings of incomplete bowel motions with laxative use 

Aberrant 
behaviours

None observed, using opioids as prescribed

Affect Modestly improved, is still concerned about weakness

Ongoing fears of cancer recurrence

Accurate records Updated

©: 2021

Next steps
Switch to MR 

oxycodone/naloxone

Exploring fears and 
problems

Ongoing monitoring

• Constant pain, more convenient dosing
• Helps address opioid-induced constipation1

• GP, psychologist and oncology team

• Pain, including when to consider opioid taper
• Distress and depression
• Lymphoedema
• Cancer surveillance 
• Adherence & tolerability of hormone therapy 

MR = Modified release, 
1. Targin modified release tablets product information, July 2020. 

©: 2021

Summary – Cancer survivorship
• Chronic disease approach1

• Goals:1
1. Prevention of recurrent and new cancers, and of other late 

treatment-related effects
2. Cancer surveillance and assessment of medical and 

psychosocial late effects
3. Management of the consequences of cancer and its 

treatment
4. Coordination between GPs, specialists and allied health to 

ensure all the survivor’s health needs are met

1. Emery J. Aust Fam Physician. 2014;43:521-525. 
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Summary – Cancer pain
• Important diagnostic indicator 1,2

– Initial diagnosis to progression/recurrence 
• Chronic cancer pain is common3

– 25-60% of breast cancer survivors
• Pain should be regularly assessed3

– Ideally at every consultation

1. Bennett MI, et al. Eur J Pain. 2019;23(4):660-8. 2. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain, Version 1, 2020.
3. Runowicz CD, et al. CA Cancer J Clin. 2016;66:43-73.
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Cancer pain management
Analgesia 

Activity

Adverse 
events

Aberrant 
behaviours

Affect

PatientPainO
ve

ra
ll 

go
al

s1

Optimise pain relief 

Optimise ADL 
(psychosocial function) 

Minimise adverse 
events

Avoid aberrant drug 
taking (NMOU)  

Optimise psychological
care (pain & mood)

Patient
communication,
understanding

Assess and re-assess2

ADL = Activities of daily living. NMOU = Non-medical opioid use. 
1. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020. 2. Fallon M, et al. Ann Oncol. 2018;29 Suppl 4:iv166-iv191.
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Role of opioids in cancer pain
• Opioids are an integral component of the multimodal 

management of severe cancer pain1,2

• May be needed at any stage of cancer1,3

• Often requires MR and IR opioids1-3

– Around-the-clock MR for daily constant pain (prevent the onset of pain)
– As required IR for breakthrough and incident pain

• Effective pain relief requires titration to effect4
• Long-term use needs to balance benefits (pain & function) 

vs. harms (side effects, addiction)5

1. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 2. Fallon M, et al. Ann Oncol. 2018;29 Suppl 4:iv166-iv191. 3. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
4. Wiffen PJ, et al. Cochrane Database Syst Rev. 2017;7:CD012592. 5. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.

©: 2021
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Opioid receptors1,2

Mu (μ)
• Brainstem, medial 

thalamus
• Analgesia 
• Euphoria
• Sedation
• Constipation
• Respiratory depression 
• Physical dependence

Kappa (κ)
• Limbic system, brain 

stem, spinal cord
• Analgesia
• Sedation
• Dyspnoea
• Dysphoria
• Respiratory depression 
• Physical dependence

Delta (δ)
• Brain
• Actions not well 

studied
• Psychometric 

(antidepressant) 
effects

• Dysphoria
• Hyperalgesia3

1. Trescot AM, et al. Pain Physician. 2008;11:S133-153. 2. Wiffen PJ, et al. Cochrane Database Syst Rev. 2017;7:CD012592. 
3. Drewes AM, et al. Br J Clin Pharmacol. 2013;75:60-78. 4. Brock C et al. Drugs 2012;72:1847-1865. 4. Kurz A, Sessler DI. Drugs 2003;63:649-671

GI tract mu-receptors are primarily in myenteric and submucosal neurons4

Constipation appears to be predominantly due to peripheral actions of opiods5

©: 2021

Opioid classes1,2

Phenanthrenes
Prototypical opioids

• Morphine
• Buprenorphine
• Codeine
• Hydromorphone
• Oxycodone

• 6-hydroxyl group 
(morphine, codeine) may 
 nausea, hallucinations

Phenylpiperidines
• Fentanyl 
• Pethidine

Diphenylheptanes
• Methadone

Dual action opioids
• Tramadol
• Tapentadol

1. Trescot AM, et al. Pain Physician. 2008;11:S133-153. 2. Drewes AM, et al. Br J Clin Pharmacol. 2013;75:60-78. 

Morphine

Fentanyl

Tapentadol

Methadone

©: 2021

Opioids and receptor differences1-3
Opioid mu kappa delta Other receptors Other comments
Buprenorphine ±±± - - Anti-hyperalgesic activity1,3

Respiratory depression less common4*

Codeine + Prodrug1

Fentanyl +++ High potency5

Hydromorphone +++ High potency5

Methadone +++ NMDA antagonist Option for refractory cancer pain5

Morphine +++ +
Oxycodone ++ ++ Analgesic activity at mu- & kappa-receptors

Tramadol + Serotonin and 
noradrenaline 
reuptake inhibition

Prodrug1

Tapentadol + Noradrenaline 
reuptake inhibition

Weak opioid receptor agonist (lower binding 
affinity)6

+ = Agonist, ± = Partial agonist, - = Antagonist. NMDA = N methyl-D-aspartate. * Less common than full mu-opioid agonists. 
1. Drewes AM, et al. Br J Clin Pharmacol. 2013;75:60-78. 2. Chahl L. Aust Prescr. 1996;19:63-65. 3. Likar R. Ther Clin Risk Manag. 2006;2:115-125.

4. NORSPAN® Product Information, January 2021. 5. Trescot AM, et al. Pain Physician. 2008;11:S133-153. 6. Wood H, et al. Clin Med (Lond). 2018;18:17-22.
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Additional considerations1
Opioid Additional considerations
Buprenorphine Does not block the effects of other opioids if administered concomitantly1

Renal impairment - no dosage adjustments. Maximum dose ≡ 80 mg OMEDD2,3

Codeine Therapeutic Guidelines: No role in pain management, less favourable risk/benefit ratio1

Fentanyl Patches not for use in opioid-naïve patients4 Transmucosal for the acute incident pain5

Hydromorphone Use is limited to experienced prescribers due to high potency1

Parenteral use - due to lower injection volumes compared to morphine5

Methadone Difficult to use due to complex pharmacokinetics, variable half-life and potency5

Morphine A first line opioid for severe cancer pain5

Active metabolites,  side effects amongst older, frail patients & moderate-severe renal impairment5

Oxycodone A first line opioid for severe cancer pain6 In combination with naloxone is less constipating, 
Maximum dose oxycodone/naloxone ≡ 240 mg OMEDD3,5 if higher doses are need add MR oxycodone5

Tramadol Limited use in palliative care, relatively low maximum dose and risk of interactions5

Tapentadol Maximum dose ≡ 150 mg OMEDD2,3 No PBS listed IR formulation2

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 2. Australian Medicines Handbook online, 2021  3. Faculty of Pain Medicine, ANZCA. Opioid dose equivalence, 2019.
4. Durogesic® Product Information, July 2020. 5. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 6. Schmidt-Hansen M, et al. Cochrane Database Syst Rev. 2017;8:CD003870.
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Opioid-related side effects
• Most patients will experience at least 1 side effect1
• Side effects are the most common reason for discontinuing 

or limiting opioid doses2

– 10-20% of patients with cancer pain will discontinue opioids due to 
side effects1

– Careful assessment required, multifactorial causes of common 
opioid-related side effects e.g. constipation, sedation, nausea3

– 50% of patients can achieve better pain relief or improved tolerability 
following opioid rotation4

1. Wiffen PJ, et al. Cochrane Database Syst Rev. 2017;7:CD012592. 2. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 
3. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 4. Chapman EJ, et al. Palliat Med. 2020;34:444-453.

Screening Prevention Assessment Management

17
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Constipation – a multifactorial issue1,2

Cancer

Other medications (e.g. 
TCA, chemotherapy)

 mobility, appetite

Pain

Opioids

Sedation

Eating less

Nausea
Adapted from 1. Brock C et al. Drugs 2012;72:1847-1865. 2. Friedrichsen M, Erichsen E. Int J Palliat Nurs 2004;10:321-325.

Pathological changes

Constipation

Unmanaged 
constipation:3
• Abdominal pain
• Bloating
• Nausea
• Vomiting
• Overflow 

incontinence
• Faecal impaction
• Urinary retention
• Delirium
• Agitated 

behaviours

©: 2021

Opioid-induced constipation
• Most common opioid-related side effect1

– Not dose dependent2
– Tolerance rarely develops3

• Management3
– Prophylaxis is essential

• Stool softener + stimulant laxative 
–  fibre can worsen constipation in palliative care 

• Adequate hydration and mobility (if possible)
– Opioid antagonists 

• MR oxycodone/naloxone
• SC methylnaltrexone (palliative care) 

1.. Katelaris P, Krassas G. J Gen Prac. 2016;4:1-5. 2. George B, et al. Support Care Cancer. 2019;27(8):3105-18.  3. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 

©: 2021

Nausea, vomiting
• Common when first starting opioids1

• Management1,2

– Consider anti-emetic prophylaxis 
• First few days to avoid early opioid discontinuation
• Reassure the patient that tolerance generally develops 

– Persistent nausea despite anti-emetic use:
• Opioid rotation 
• Different route of opioid administration 

1. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 2. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
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Sedation and cognitive impairment
• Sedation is common, but tolerance develops quickly1

• Cognitive impairment, more common at initiation and 
with opioid dose increases of > 20%1

• Other considerations:
– Differentiate from drowsiness due to recuperation from 

sleep debt2
– Additive effects of other CNS depressants 

(benzodiazepines, gabapentanoids, TCAs)1,3

• Management1
– Self-monitoring, take extra precautions if impaired
– Excessive sedation: 25-50% dose reduction 
– Persistent sedation: opioid rotation

1. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 2. George B, et al. Support Care Cancer. 2019;27(8):3105-18. 
3. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 
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Respiratory depression
• All opioids can cause respiratory depression1

• Increased risk:1
– Full μ-opioid receptor agonists
– Co-administration with other CNS depressants
– Comorbidities, e.g., obesity, COPD, sleep disorder breathing
– Patients aged > 65 years

• Does not occur without accompanying sedation1

• Uncommon with slow titration that is proportional to pain2

– Pain acts as a physiological antagonist1

• Management is dependent on severity1

– Withholding, stopping or reducing subsequent opioid use 
• After recovery, consider 50% opioid dose reduction

– Naloxone (reverse) 

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 2. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 

©: 2021

Other side effects1

Hallucinations 
delirium

Rigidity, 
myoclonus, 

seizures

• Exclude other causes of delirium
• Can be caused by an accumulation of opioid metabolites 

especially in patient with renal impairment
• Management: opioid rotation

• More common with higher opioid doses or due to 
accumulation of opioid metabolites (especially with renal 
impairment)

• Can be idiosyncratic
• Patients with pre-existing epilepsy or taking other seizure 

threshold-lowering medications maybe at increased risk
• Management: reduce opioid dose, if it recurs opioid rotation

1. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
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Opioid rotation
• Aim is to improve outcomes (pain relief, tolerability, function, 

quality of life)1

• Calculating equianalgesic doses is an inexact science and 
requires a margin of safety2

• Additional caution:2
– Older, frail patients
– Very high opioid doses (≥ 1000 mg OMEDD)
– Renal impairment
– Switching to methadone or fentanyl patches (specialist advice)
– Switching between oral doses and patches

OMEDD = Oral morphine equivalent daily dose.
\1. Fine PG, et al. J Pain Symptom Manage. 2009;38:418-425. 2. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
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Opioid rotation1

Calculate the 
total opioid 
dose in 
previous 24 
hours
• Exclude doses 

used for incident 
pain

Convert to the 
oral morphine 
equivalent 
daily dose

Convert to the 
equianalgesic 
dose of the 
new opioid

Reduce the 
daily dose by 
25% to 50%
• Initiate new 

regimen (timing)
• Manage any short 

fall in pain relief 
with breakthrough 
opioid doses 

1. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
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Timing of the opioid rotation1

Changing to  Buprenorphine 
patch

Fentanyl patch Twice-daily MR 
opioid

Once-daily MR 
opioid

CSCI

Buprenorphine 
patch

NA Apply fentanyl patch 24 
hours after removing 
buprenorphine patch.

Give first dose 24 
hours after removing 
patch.

Give first dose 24 
hours after removing 
patch.

Start CSCI 12 to 18 
hours after removing 
patch.

Fentanyl patch - NA Give first dose 8 to 12 
hours after removing 
patch.

Give first dose 4 to 8 
hours after removing 
patch.

Start CSCI 6 to 8 hours 
after removing patch

Twice-daily 
MR opioid

- Apply patch at the same 
time as last dose.

Give first dose 12 
hours after last dose

Give first dose 12 
hours after last dose.

If pain is well controlled, 
start CSCI 2 to 4 hours 
before next opioid dose 
would have been given.
If pain is uncontrolled, 
CSCI may need to be 
started earlier, seek 
specialist advice.

Once-daily 
MR opioid

- Apply patch 18 hours 
after last dose.

Give first dose 24 
hours after last dose.

Give first dose 24 
hours after last dose

CSCI Stop infusion 12 to 18 
hours after applying 
patch [NB5].

Stop infusion 6 to 8 
hours after applying 
patch.

Stop infusion 2 to 4 
hours after first oral 
dose.

Stop infusion 4 to 6 
hours after first oral 
dose.

NA

Changing from 

CSCI =Continuous subcutaneous opioid infusion 1. Palliative Care Expert Group, Therapeutic Guidelines Palliative Care, July 2016. 
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Case study: Nick, lung cancer presenting with 
increasing back pain

1

©: 2021©: 2021

Speaker
Affiliation

Nick 78-year-old with metastatic 
non-small cell lung cancer
No significant comorbidities 
Presentation - increasing back pain

©: 2021

Cancer history
• Diagnosed 6 months ago

– Right upper lobe tumour with hilar and 
mediastinal lymphadenopathy, a small 
lesion in T7 as well as an enlarged right 
adrenal gland

– Moderate severity thoracic spine pain 
(7/10) consistent with T7 lesion

• Radiotherapy improved pain
• MR oxycodone 20 mg BD 
• IR oxycodone 5 mg q4h PRN for 

breakthrough pain
• Docusate/senna 50/8 mg, 2 tablets BD

• Chemotherapy commenced 
4 months ago

• Oncology review 2 weeks ago, 
reports worsening back pain

– Enlargement of the T7 metastasis and 
new metastasis at T9 and right 6th rib

• Management:
– Chemotherapy changed
– Referred to radiation oncologist
– Analgesics titrated

• MR oxycodone 40 mg BD
• IR oxycodone 5 mg q4h PRN 

(breakthrough pain)

IR = Immediate release, MR = Modified release.

©: 2021

GP presentation – increasing pain

Severity

Location

Quality

Activity

?

• Average pain: 3/10 to 6/10
• IR oxycodone 5 mg PRN, only small additional pain relief

• Most commonly used before lying down to rest

• Pain back and right chest
• Abdominal pain and cramping (first report)

• Quality of back pain unchanged
• Constant aching, aggravated by activity & lying on right side

• Pain interfering with activities of daily living
• Disturbing his sleep 

• Wakes due to pain when he turns in his sleep
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©: 2021

©: 2021

©: 2021

Nick’s abdominal symptoms
• Cramping in lower abdomen
• Pain and discomfort with bowel motions
• Feels bloated
• Occasional heartburn 
•  appetite, eating less

– Normal diet is low in fibre
– Drinking 4-5 glasses of fluids per day (water, tea, coffee)

•  stool frequency: from 1/day to 3/week
• Small hard stools, straining to pass bowel motions

– Defecation > 5 minutes and aggravates his back pain
• Daily laxative use as directed

33

34

35



Cancer Pain Management Master Class
Case study: Nick, lung cancer presenting 
with increasing back pain

44

Case study: Nick, lung cancer presenting with 
increasing back pain

3

©: 2021

Examination1,2

Physical 
examination of 

abdomen

Digital rectal 
examination

Neurological 
assessment

• Identify masses, distention, tenderness, and high-pitched or 
absent bowel sounds

• Palpable faeces especially in left quadrant

• Physical signs of faecal soiling
• Test anal tone and sensation
• Anal and perianal fissures
• Presence or absence of stool (patient awareness of stool) 
• Focal deficits and delayed relaxation phase of the deep 

tendon reflex (hypothyroidism)
• Numbness, paresthesia, weakness suggestive of spinal cord 

compression3

1. Arce DA, et al. Am Fam Physician 2002;65:2283-90,2293,2295-6.  2. Rao SS, Meduri K. Best Pract Res Clin Gastroenterol. 2011;25:127-140. 
3. Laufer I, et al. Clinical features and diagnosis of neoplastic epidural spinal cord compression, UpToDate, 2021.

©: 2021

Findings

• Palpable faeces lower left quadrant

• Good internal sphincter control
• Stool found on examination, separate hard lumps (dark 

brown, no signs of blood)
• Nick was aware that the stool was present, but was unable

to completely empty his bowels this morning 

• Normal

Physical 
examination of 

abdomen

Digital rectal 
examination

Neurological 
assessment

©: 2021
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©: 2021

©: 2021

©: 2021

Opioid considerations and OIC
• Simple opioid dose reduction ineffective1

– Constipating dose is about 25% of the analgesic dose
• All opioids cause GI dysfunction2,3

• Opioids with potentially a lower propensity for OIC:
– Opioids that are more lipophilic (e.g. fentanyl, buprenorphine)2

– Transdermal opioids (lower incidence than MR morphine)2,4

– Tapentadol (lower incidence than oxycodone)2

– Combination MR oxycodone/naloxone (lower incidence than 
oxycodone alone)2,5,6 and use for OIC is an approved indication7

OIC = opioid-induced constipation. MR = Modified release.
1. Ketwaroo GA et al. Curr Gastroenterol Rep 2013;15:344. 2. Lang-Illievich K, Bornemann-Cimenti H. Korean J Pain. 2019;32:69-78. 3. Australian Medicines Handbook online, 2021. 4. Tassinari D et al.

J Palliat Med 2008;11:492-501.5. Ford AC et al. Am J Gastroenterol 2013;108:1566-1574. 6. Brock C et al. Drugs 2012;72:1847-1865. 7. Targin modified release tablets product information, July 2020.
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Opioid considerations for Nick
Opioid Lower OIC than 

oxycodone1
Oxycodone 80 mg  
= OMEDD 120 mg3

Ongoing 
titration4

Simplicity of 
rotation5,6

Buprenorphine 
patch

Potential (no RCT 
evidence)

Above maximum 
dose4

- -

Fentanyl patch Potential (no RCT 
evidence)

~ 12.5 + 25 μg Less flexibility in 
titration

Dose reduction
cross-tolerance

MR tapentadol RCT evidence 400 mg Maximum dose 
500 mg/day

Dose reduction
cross-tolerance

MR oxycodone/
naloxone

RCT evidence
Approved indication2

80/40 mg Maximum dose 
160/80 mg

Same opioid 
agonist

OIC = opioid-induced constipation. MR = Modified release. OMEDD = Oral morphine equivalent daily dose.
1. Lang-Illievich K, Bornemann-Cimenti H. Korean J Pain. 2019;32:69-78. 2. TARGIN® tablets Product Information, July 2020 3. Faculty of Pain Medicine, ANZCA. 

Opioid dose equivalence, 2019. 4. Australian Medicines Handbook online, 2021. 5. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.

©: 2021

©: 2021

Additional IR oxycodone is expected to reduce 
but not eliminate the benefit on OIC1
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Oxycodone/naloxone ratio

Nick is likely to experience meaningful improvement in OIC even if he 
takes 40 mg/day IR oxycodone for breakthrough pain 

OIC = Opioid-induced constipation, BFI = Bowel Function Index.  IR = Immediate release.  
1. Meissner W, et al. Eur J Pain. 2009;13(1):56-64. 2. Rentz AM, et al. J Med Econ. 2009;12(4):371-83.

Clinically meaningful improvement2

+ 0 mg 
IR oxycodone 

+ 40 mg 
IR oxycodone + 80 mg 

IR oxycodone

(N=32) (N=17) (N=32) (N=11)
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Updated management plan

Constant pain

Breakthrough 
pain

OIC

OIC = Opioid-induced constipation, IR = Immediate release. MR = Modified release  

• MR oxycodone 40 mg BD replaced by 
MR oxycodone/naloxone 40 mg BD

• Encourage use of heat packs to assist 

• Increase the dose IR oxycodone for breakthrough pain to 
10 mg q4h PRN

• Continue use of laxatives docusate/senna 
• Single use of saline enema for acute relief
• MR oxycodone/naloxone (as above)
• Lifestyle advice

©: 2021

©: 2021

Future considerations
Pain

• Delay further adjustments until 
Nick is reviewed by the radiation 
oncologist

• Palliative care referral1

• Continue opioid titration
• Dexamethasone to help relieve 

bone pain2

Constipation
• Add a macrogol laxative3

• Palliative care referral1

1. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016. 
2. Leppert W, Buss T. Curr Pain Headache Rep. 2012;16:307-313. 3. Lang-Illievich K, Bornemann-Cimenti H. Korean J Pain. 2019;32:69-78. 
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1

©: 2021©: 2021

Speaker
Affiliation

Trish 50-year-old
7-year history of breast cancer
Commenced treatment for metastasis
Presentation – Trouble sleeping  

©: 2021

Background

Social

Breast cancer

General medical 
history

• Married, 4 children, husband’s work involves a high level of 
travel

• Occupational therapist
• Stopped OT work, following the birth of her second child

• Mastectomy plus axillary clearance
• No breast reconstructive surgery
• Adjuvant chemotherapy

• Caesarean section x 2
• Good recovery from previous operations
• Mild generalized anxiety disorder – yoga and meditation
• Hypertension – perindopril 5 mg once daily

©: 2021

Metastatic cancer diagnosed 2 months ago
• Initial presentation

– Severe deep aching chest pain
– Worse on inspiration
– Worse in the mornings
– Impacting activity

• Bone scans: metastases
– 2  x rib
– Left chest wall
– Single L1 vertebral body 

(asymptomatic)

• Current treatment:
– Radiotherapy
– Modified hormonal therapy

• Pain management:
– MR morphine 30 mg BD

• Average pain: 7/10 to 3/10
– Docusate, senna 50/8 mg, 3 

tablets daily
• Bowel function normal 

MR = Modified release
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Presentation: Trouble sleeping

Concerned about 
prognosis

Constantly feeling
agitated

Difficulty 
concentrating

Difficulty caring for 
children (guilt)

Limited spousal 
support (away 6 

out next 8 weeks)

Seeing 
psychologist, 
limited benefit

Higher levels of 
anxiety

 distress 
 pain flares

©: 2021

©: 2021

Focus on anxiety and psychosocial issues
• Some patients express distress, anxiety as unrelieved pain and 

often this experience of pain will not respond to analgesics1

• Supportive counselling and reassurance about continuity of care1

– Continue to explore Trish’s feelings and understanding of her situation, 
including concerns around loneliness and support  

– Review psychologist management plan
• Meditation is helpful, but is lacking time and energy for yoga
• Cognitive behavioural therapy, is having difficulties applying this  
• Struggling to connect with her therapist 

– Ask about husband coming to a future appointment
– Sleep hygiene
– Cancer support groups

Reassurance: 
CBT is effective, 
need to persist2

1. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.  2. Psychotropic Expert Group. Therapeutic Guidelines Psychotropic, 2013. 
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©: 2021

Management options1

Adjustment disorder with anxious 
mood

• Expectation time-limited 
(< 6 months)

• Benzodiazepines < 2 weeks
• If symptoms are severe and not 

responding to psychotherapies
• Risk associated with 

concomitant opioid analgesics2

Generalised anxiety disorder

• SSRI first line
• SNRI (duloxetine, venlafaxine) 

second line
• Adjuvants for neuropathic pain2

SSRI = Selective serotonin reuptake inhibitors. SNRI = Serotonin and noradrenaline reuptake inhibitors.
1. Psychotropic Expert Group. Therapeutic Guidelines Psychotropic, 2013. 2. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.

©: 2021
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Potential issues

Breakthrough 
pain?

Multimodal? 
non-pharmacotherapies

• No opioid for breakthrough pain
• Self-managing with ibuprofen 400 mg PRN

• Meditation, yoga, CBT
• Physical therapies?
• Exercise?
• Social engagement, enjoyable activities?

©: 2021

6 months later, routine appointment for opioid 
analgesic prescription 
Analgesia Increase in thoraco-lumbar and chest wall pain with activity

Average pain: 2/10  5/10; MR morphine 30 mg BD, daily use of ibuprofen 2400 mg/day 

Activity Remaining physically busy, children’s schooling and activities 

Struggles to find time for herself

Adverse effects Increasing levels of fatigue

Mild weight loss (not on a diet)

Aberrant 
behaviours

Taking opioids as directed

Affect Feelings of distress and anxiety increasing

Duloxetine 60 mg/day, meditating but does not the energy to do yoga

Accurate records Updated

MR = Modified release

©: 2021

58

59

60



Cancer Pain Management Master Class
Case study: Trish, metastatic breast cancer, 
presenting with trouble sleeping

53

Case study: Trish, metastatic breast cancer, 
presenting with trouble sleeping

5

©: 2021

Next steps
Anxiety  

Pain

Oncology 
review

Blood 
tests

• Explore issues and provide counselling
• Fears increasing pain = cancer progression  

• MR morphine dose increased to 35 mg BD
• IR morphine 10 mg q4h for breakthrough pain

• Referral to investigate worsening pain and unexplained
weight loss

• FBC, EUC, LFT, comprehensive metabolic panel

MR = Modified release. IR = Immediate release. FBC = Full blood count\. EUC = electrolytes, urea, creatinine. LFT = liver function tests.

©: 2021

Follow up 1 week later
Analgesia Average pain 5/10  4/10, taking ibuprofen in preference to IR morphine for breakthrough pain 

Concerned about the need for higher opioid doses and its impact on future pain management

Activity Decreased activity, not feeling well

Adverse effects Nausea, confusion, myoclonic jerks (hyperreflexic) at rest

Straining when passing stools despite laxative use, ongoing fatigue

Aberrant 
behaviours

Taking opioids as directed

Affect Higher levels of anxiety and distress

Seeing her oncologist in three days

Accurate records Updated

MR = Modified release

Investigations: 
eGFR: 51 mL/min/1.73 m2

©: 2021
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Considerations
• Renal impairment

– Extended NSAID use1

– NSAID and ACE inhibitor interaction2

• Dehydration (?)
• Morphine-related side effects

– Potential accumulation of active metabolites with renal 
impairment1

1. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020.  2. Loboz K, Shenfield J. Br J Clin Pharmacol. 2004;59:239–243. 

©: 2021

Next steps
• NSAID use discussed

– Trish confirms chronic daily use of high doses

• ACE inhibitor replaced with calcium channel blocker

• Adequate hydration

• Opioid rotation

NSAID 
ceased

©: 2021
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Opioid considerations with renal impairment 
Opioid Renal impairment
Buprenorphine patches Suitable for use, no dosage adjustments required1

Fentanyl patches2 < 10% excreted by the kidneys, no active metabolites excreted by the kidneys
Suitable for use, but monitor for signs of fentanyl toxicity

MR hydromorphone3,4 Potential for accumulation of active metabolites, may cause psychotic symptoms
Moderate impairment 2-fold increase in bioavailability, reduce the dose
Severe impairment 4-fold increase in bioavailability, increase the dosing interval

MR oxycodone5 May increase oxycodone concentration
Initiate with lower dose (1/3 to 1/2 standard dose) if CrCl < 60 mL/min

MR oxycodone/
naloxone6

Use with caution and reduced dose in patients with CKD stage 2-5
Severe impairment (CKD stages 4-5) consider alternative without naloxone due to risk of 
opioid-withdrawal related side effects  

MR tapentadol7 No dosage adjustment with mild or moderate renal impairment
Avoid in severe renal impairment

MR = Modified release. CrCl = creatinine clearance. CKD =  Chronic kidney disease.
1. NORSPAN® Product Information, January 2021. 2. Durogesic® Product Information, July 2020. 3. Australian Medicines Handbook online, 2021. 4. Jurnista® Product Information, October 2020.

5. OxyContin® tablets Product Information, December 2020. 6. TARGIN tablets Product Information, July 2020. 7. Palexia® SR Tablets Product Information, September 2020.

©: 2021

Opioid considerations for Trish

OIC = opioid-induced constipation. MR = Modified release. OMEDD = Oral morphine equivalent daily dose. 1. Australian Medicines Handbook online, 2021. 
2. Faculty of Pain Medicine, ANZCA. Opioid dose equivalence, 2019. 3. Lang-Illievich K, Bornemann-Cimenti H. Korean J Pain. 2019;32:69-78. 4. TARGIN tablets Product Information, July 2020. 

Opioid Renal 
impairment1

OMEDD 70 
mg/day1,2

Ongoing titration1 IR opioid 
(PBS)1

OIC3

Buprenorphine patch Suitable ~ 30 μg/hour Maximum dose 
40 μg/hour

Yes
(Not PBS)

Potentially 
lower risk

Fentanyl patch Suitable ~ 25 μg Less flexibility Yes Potentially 
lower risk

MR hydromorphone Dose adjustment
Active metabolites

~ 4 + 8 mg  Yes Standard
risk

MR oxycodone Dose adjustment ~ 40 mg  Yes Standard
risk

MR oxycodone/
naloxone

Dose adjustment ~ 40/20 mg Maximum dose 160/80 
mg/day

Oxycodone
alone

Lower risk
Approved 
indication4

MR tapentadol Suitable ~ 200 mg Maximum dose 500 
mg/day

Yes
(Not PBS)

Lower risk

©: 2021

Opioid rotation
• MR oxycodone/naloxone 15/7.5 mg BD

– Dose reduction 35% vs OMEDD1

(incomplete cross tolerance and renal impairment)2,3

• IR oxycodone 5 mg q6h PRN for breakthrough pain
– Reminded not to use ibuprofen or other NSAIDs
– Address her concerns regarding opioid dosing and its perceived 

impact on future pain management options
• Clinical focus is on her current clinical needs
• Reassurance: current opioid use will not compromise future needs for pain 

relief, multiple options available if needed4

• Review laxative use
IR = Immediate release. MR = Modified release. OMEDD = Oral morphine equivalent daily dose.

1. TARGIN® tablets Product Information, July 2020. 2. Pain and Analgesia Expert Group. Therapeutic Guidelines Pain and Analgesia, Version 7, 2020. 3. Lovell M, Boyle F. Medicine Today 2010;11:33-38.
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Follow up
Analgesia Average pain 3/10, MR oxycodone/naloxone 1/7.5 mg BD

5-10 mg/day IR oxycodone for breakthrough pain

Activity Modest increase in activity (family focused)

Doing yoga 3-4 times per week  

Adverse 
effects

Nausea, confusion and myoclonic jerks resolved

Bowel function improved, ongoing fatigue

Aberrant 
behaviours

None observed

Affect Ongoing anxiety due to cancer progression

Accurate 
records

Updated

• Oncology review
– Additional thoracic vertebral 

body metastases
– No brain metastases
– No nerve compression 
– Chemotherapy/immunotherapy 

clinical trial
• Clinical focus 

– Anxiety management 
– Social support

©: 2021

©: 2021

Raising and discussing dying1

1. What is your understanding of where you are and of your illness?
2. What are your fears or worries for the future?
3. What are your goals and priorities for the remainder of your life?
4. What outcomes are unacceptable to you? What things are you willing to 

sacrifice and what will you never compromise?
5. What would a good day look like?

IR = Immediate release. MR = Modified release. OMEDD = Oral morphine equivalent daily dose.
1. Agedcare 101, Dying to talk? It won’t kill you, 2017. 
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Progressive disease
• Metastatic cancer did not respond the treatment

– Chest pain worsened 
– Breathlessness
– Anxiety

• Terminal care
– Oxycodone & midazolam (syringe driver)
– Cannabis (anxiety, dyspnoea) 

©: 2021

©: 2021
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Medicinal cannabis in palliative care
• most common SAS use: cancer-related symptoms (pain, nausea, 

anorexia)1

• Limited and inconclusive evidence2,3

– Some evidence to suggest effectiveness in chronic neuropathic pain
– Insufficient evidence in advanced cancer patients with refractory chronic pain

3rd

Cannabinoid2 Outcomes

Dronabinol, THC:CBD, 
THC

Non-significant reduction in cancer pain
No difference in relief of refractory cancer pain vs. placebo for THC:CBD 
oromucosal spray

Nabilone Uncontrolled trials: decrease in pain scores, morphine use, overall distress, 
and anxiety 

SAS = Special Access Scheme, THC = delta-9-tetrahydrocannabinol. CBD = cannabidiol. 1. Arnold JC, et al. Aust Prescr. 2020;43:152-159.
2. TGA. Guidance for the use of medicinal cannabis in the treatment of palliative care patients in Australia. Version 1, 2017. 3. RACGP. Use of medicinal cannabis products Position statement – 2019 update.

©: 2021

Medicinal cannabis in palliative care1

• Reserved: when optimised standard 
therapies have failed

• Issues:
– Patient request vs risk of using an 

unproven therapy
– Data gaps: dose-response (starting 

doses, tolerability), equivalence data 
between different products

• Avoid THC in patients with history of 
psychosis, or concurrent active mood 
or anxiety disorder, or unstable CVD2

• Side effects (palliative care patients)
– Nausea 21%
– Somnolence 20%
– Dizziness 16%
– Tiredness/fatigue 12% 
– Vomiting 11%
– Confusion 10%
– Diarrhoea 8%
– Dyspnoea 8%
– Hallucinations 5%

THC = delta-9-tetrahydrocannabinol. CVD = Cardiovascular disease.
1. TGA. Guidance for the use of medicinal cannabis in the treatment of palliative care patients in Australia. Version 1, 2017. 2.  RACGP. Use of medicinal cannabis products Position statement – 2019 update.
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Speaker
Affiliation

Mark, 57-year-old truck driver
Presentation: abdominal pain 
and cramping, constipated

©: 2021

Background
Social
• Truck driver 
• Divorced, 2 adult daughters (20s)
• Lives with a female companion 

– 14 months
• Smoker: 15 cigarettes/day
• Alcohol: 4 drinks/day

Medical history
• Cholecystectomy and 

appendicectomy
• Recurrent non-specific low back 

pain: 
– Codeine use (prescription and OTC) 

over many years
– Physiotherapy

• Previous amphetamine use:
– Abstinent > 10 years

• inpatient detox plus group support
• No history of other psychiatric 

conditions

©: 2021

Presentation
• Persistent abdominal pain

– Dull aching, cramping pain
– Current severity: 6/10

• Changed bowel habit
– Feeling constipated
– Not responded to increased fibre or 

bisacodyl
• GI symptoms commenced about 7 

weeks ago

• Initial assessment:
– Has not noticed any blood in his stools
– No previous faecal occult blood tests or 

colonoscopies
– Recent weight loss (~ 5 kgs)

• No change in diet or activity
– Feeling “off”, lacking energy
– Night sweats 
– Abdominal examination

• Tenderness mid-abdomen  
– Digital rectal examination

• Rectum empty, no stools or palpable 
mass 
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Colon cancer

Colonoscopy 

Surgery

Oncology

• Stenosing mid-colon (transverse) tumour
• Surgical referral to relieve impending obstruction

• Resection of cancer  
• Single liver metastasis identified during surgery

• Liver function tests normal 
• Analgesics at discharge:

• Paracetamol 1000 mg QID
• MR oxycodone/naloxone 10/5 mg BD

• Treatment: capecitabine, oxaliplatin and bevacizumab 
(continuous until disease progression or unacceptable 
toxicity)

©: 2021

6 months later, requesting prescription for opioids, 
reports worsening pain (on chemotherapy)
Analgesia Average pain 2/10  5/10, diffuse mid-abdominal pain, no evidence of obstruction on exam 

Paracetamol 1000 mg QID, MR oxycodone/naloxone 10/5 mg BD, IR oxycodone for breakthrough pain

Activity Reduced due to fatigue and pain

Sick leave during chemotherapy   

Adverse effects Feeling constipated, stool frequency decreased from 7 to 3 stools/week  

Increased straining when passing stools this week with increased use of IR oxycodone (15 mg/day)

Aberrant 
behaviours

None, observed taking opioids as directed

Affect Troubled by his predicament, sense of loss and regret   

Alcohol consumption: 4-5 drinks per day, no other substance use

Accurate records Updated

MR = Modified release. IR = Immediate release.
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Considerations
Disease progression is a 

possible reason for  opioid use
Early recognition of ineffective 

analgesia is important in 
patients with a history SUD2

Using medications as directed 
No signs of non-medical use Non-medical opioid use can 

occur in patients with cancer 3
First time sustained increase in 

use of IR opioids 

1. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016.  2. National Comprehensive Cancer Network. NCCN Clinical Practice Guidelines in Oncology. Adult cancer pain. Version 1, 2020.
3. Dalal S, Bruera E. Am Soc Clin Oncol Educ Book. 2019;39:24-35.  4. Targin modified release tablets product information, July 2020.

Guidelines: opioids should not 
be withheld when needed to  
manage  severe cancer pain1

Need to re-assess anxiety, 
distress, depression3

Alcohol use:  risk sedation and 
respiratory depression4

©: 2021

Next steps
Distress

Social 
support

Activity

Alcohol, 
NMOU

Analgesic

• Re-assess distress/mood
• Moderate level of distress (financial issue, fears of future)
•  interest in usual activities, not depressed

• Re-assess social factors
• Partner is very supportive
• Discuss joining a support group

• Titrate MR oxycodone/naloxone 20/10 mg BD
• IR oxycodone PRN and paracetamol unchanged
• Laxative to help manage constipation

• Encourage increased activity (exercise, enjoyable activities)
• Pacing, goal setting to keep his focus on the future 

• Counselling on alcohol use
• Increase frequency of review

MR = Modified release. IR = Immediate release. NMOU = Non-medical opioid use. 
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Follow up
• Chemotherapy effective

– Liver metastases reduced in size
– Scheduled for partial hepatectomy

• Continues to experience persistent cancer pain (abdomen)
– MR oxycodone/naloxone 30/15 mg BD
– IR oxycodone 10 mg q6h PRN 

• Typically takes none or 1 dose per day
– No signs of aberrant behaviours  

MR = Modified release. IR = Immediate release.

©: 2021

Partial hepatectomy (different hospital)
• Difficulty controlling postoperative pain

– Opioid rotation to IV hydromorphone
• Discharge analgesics

– MR hydromorphone 16 mg once daily
– IR hydromorphone 4 mg PRN for breakthrough pain
– Laxatives 

• Uncomplicated recovery and cancer pain is well controlled

MR = Modified release. IR = Immediate release.

©: 2021

6 months later – shoulder pain
• Diffuse pain present for 3 weeks
• Sudden onset, no trauma or trigger event
• Dull, aching pain in his right shoulder

– Current severity 8/10
– 8 mg/day IR + 16 mg/day MR hydromorphone 

• Reduced range of movement
• Avoiding activity due to pain 

MR = Modified release. IR = Immediate release.
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New metastatic cancer
• Ultrasound – clear
• CT scan – vertebral body metastases
• PET scan – metastatic cancers 

– Right rib (T5) and scapula 
• Referral radiation oncologist

– Severe pain, high level of distress
– Inpatient radiotherapy
– MR hydromorphone titrated to 32 mg/day   

Average pain 
3/10

MR = Modified release.

©: 2021

3 months later – return of severe pain
• Experiencing severe shoulder and chest pain
• Current pain 9/10
• Appears distressed 

• He wants further radiation therapy to regain control 
of his pain 
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Pain assessment

Total
PAIN

• Quality of chest pain has 
changed:

• Sharp, stabbing and 
grabbing pain 

• Feels unsteady
• No signs of NMOU or 

SUD

• Reduced activity:
• Pain and fatigue
• Needs assistance with 

ADL and personal care
• Partner is

struggling to cope
• Family unrest

• Daughters and partner

• Not religious • Increase level of distress
and anxiety

• Nervous about future
• Does not want to be a burden

on his partner and family

NMOU = Non-medical opioid use, SUD = Substance use disorder.  ADL = Activities of daily living. 

©: 2021
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Next steps

Oncology 
review 

Analgesics

Psychosocial
issues

• Present to A&E if symptoms worsen or he can’t see 
oncologist within a week

• MR hydromorphone dose increased to 40 mg (32 + 8 mg)
• IR hydromorphone 4 mg PRN for breakthrough pain 

• Organise an appointment with his partner present
• Home support
• Distress
• Partner’s issues/coping

©: 2021

Hospitalisation

Sy
m

pt
om

s • Severe pain 
with movement 
(upper thoracic, 
right shoulder)

• Evolving lower 
limb weakness

• Allodynia –
lower limbs

• High levels of 
anxiety, distress

Pa
in

 m
an

ag
em

en
t

• Pregabalin 
commenced

• Oral 
hydromorphone 
replaced with 
SC  
hydromorphone

• Dose titrated to 
124 mg/day

Mark’s pain 
remains difficult 

to control
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Differential diagnosis1,2

Condition Clinical features Onset Response to opioid 

Disease 
progression

Pain gradually worsening. Pain may be present in other 
than original site

Gradual Pain improves

Opioid 
tolerance

Persistent pain, pain is localised to existing site.
May have evidence of end of dose failure
Pain  responds to rescue opioid analgesics

Gradual Pain improves

Opioid-
induced 
hyperalgesia

Paradoxical condition, intensity of pain increases with 
increasing opioid doses. May present as exacerbation 
of existing pain and/or new widespread diffuse pain.
No or reduced response to opioid rescue analgesics. 

Abrupt 
or 
gradual

Pain worsens

Decrease in pain with 
reduced opioid dose.

Opioid 
addiction

Behaviour that includes impaired control and 
compulsive use of the drug, continued use despite 
harm, and craving

Gradual Pain improves

1. Eisenberg E, et al. J Pain Symptom Manage. 2015;49:632-636. 2. Velayudhan A, et al. Critical Care & Pain. 2014;14:125-129.
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Mark’s poor response to hydromorphone
• Disease progression
• Neuropathic pain that may not be responsive to 

hydromorphone
• Untested – response to reduced opioid doses

– Cannot exclude opioid-induced hyperalgesia
• Management considerations:

– Ongoing investigations to define cause of pain
– Multimodal management to relieve pain 
– Opioid rotation 
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Ongoing investigations and management

Epidural infiltration or abscess 
(unclear): T4-6 with cord signal 
changes

Multi-level thoraco-cervical laminectomy/ 
decompression 
• Provided some relief of neuropathic pain

CT scan: Pathological fracture 
with instability of T5

T2-8 posterior fusion 
• Stabilised incident pain

• Inpatient rehabilitation
• Palliative care specialist engaged

• Assessed suitability for home care and support services
• Advanced care planning 

Multimodal analgesia: Hydromorphone dose reduction in combination with (methadone, 
pregabalin, amitriptyline, clonidine, dexamethasone) to manage pain 

Home 
palliative 

care

©: 2021

Refractory cancer pain
• 10% of cancer patients1

• Specialist referral2
• Management strategies include:1-3

– Opioid rotation
– Change in route of opioid administration
– Multimodal analgesia, e.g. methadone, buprenorphine, 

adjuvants
– Interventions

1. Fallon M, et al. Ann Oncol. 2018;29 Suppl 4:iv166-iv191. 2. Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 2016. 3. Afsharimani B, et al. Support Care Cancer. 2015;23:1473-1481.

©: 2021

Summary: Cancer pain can change, is an important diagnostic 
indicator, that requires comprehensive assessment1,2

Cancer 
Pain

Multimodal
pain 

management

Cancer
treatment

Cancer 
clinical
course

(progression)

Other 
disruptive

events• Changes in:
• Comorbidities 
• Associated disease pain
• Concomitant treatments
• Psychosocial factors
• Spiritual distress

•Ask about pain at 
every consultation2

•Regularly conduct 
multidimensional 
pain assessment, 
especially if there 
is a change in the 
patient’s pain1

1. George B, et al. Support Care Cancer. 2019;27:3105-3118. 2. Bennett MI, et al. Eur J Pain. 2019;23(4):660-8.
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Take home messages1,2

Assess & re-assess 
the pain

Pain history

Pain quality 

Multimodal 
management (response) 

Assess & re-assess 
the patient

Psychosocial and 
spiritual factors

Comorbidities

Barriers to treatment

Alcohol, substance use 

Assess & re-assess 
communication

Invest time to explore 
patient/carer understanding 

of their situation, their 
issues and needs

Patient/carer education

1. Fallon M, et al. Ann Oncol. 2018;29 Suppl 4:iv166-iv191. 2. Lovell MR, et al. J Clin Oncol. 2014;32:1712-1720.

106

Review Product Information before prescribing. 
Product Information for all products is available from https://www.ebs.tga.gov.au/

Refer to www.pbs.gov.au for PBS information



70

References8
Afsharimani B, et al. Pharmacological options for the management of 
refractory cancer pain-what is the evidence? Support Care Cancer. 
2015;23:1473-1481.

Agedcare 101, Dying to talk? It won’t kill you. 2017. 
[Accessed 19 February 2021]. Available from 
https://www.agedcare101.com.au/articles/dying-talk-it-wont-kill-you

Anekar A, Cascella M. WHO analgesic ladder. StatPearls, 2020. 
[Accessed 10 December 2020]. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK554435/

Arce DA, et al. Evaluation of constipation. Am Fam Physician 
2002;65:2283-90,2293,2295-6. 

Arnold JC, et al. Prescribing medicinal cannabis. Aust Prescr. 
2020;43:152-159.

Australian Government Therapeutic Goods Administration. 
Guidance for the use of medicinal cannabis in the treatment of palliative 
care patients in Australia. Version 1, 2017.

Australian Medicines Handbook online, 2021 [Accessed 30 January 
2021]. Available from: https://amhonline.amh.net.au

Baile WF, et al. Spikes-a six-step protocol for delivering bad news: 
Application to the patient with cancer. Oncologist. 2000;5:302-311.

Bennett MI, et al. Standards for the management of cancer-related 
pain across Europe-A position paper from the EFIC Task Force on 
Cancer Pain. Eur J Pain. 2019;23(4):660-8. 

Brock C, et al. Opioid-induced bowel dysfunction: pathophysiology 
and management. Drugs 2012;72:1847-1865.

Bromberg MB, Brachial plexus syndromes, UpToDate 2019. 

Brown MR, et al. Pain in cancer survivors. Br J Pain. 2014;8:139-153.

Cancer Australia. Lymphoedema — what you need to know. 
Cancer Australia, Surry Hills, NSW, 2012.

Chahl L. Opioids – mechanisms of action. Aust Prescr. 1996;19:63-65.

Chapman EJ, et al. Practice review: Evidence-based and effective 
management of pain in patients with advanced cancer. Palliat Med. 
2020;34:444-453.

Dalal S, Bruera E. Pain management for patients with advanced 
cancer in the opioid epidemic era. Am Soc Clin Oncol Educ Book. 
2019;39:24-35.

De Santis S, et al. Analgesic effectiveness and tolerability of oral 
oxycodone/naloxone and pregabalin in patients with lung cancer 
and neuropathic pain: An observational analysis. Onco Targets 
Ther. 2016;9:4043-4052.

Drewes AM, et al. Differences between opioids: Pharmacological, 
experimental, clinical and economical perspectives. Br J Clin 
Pharmacol. 2013;75:60-78.

Durogesic® Product Information, July 2020. 

Eisenberg E, et al. Opioid-induced hyperalgesia (OIH): A real 
clinical problem or just an experimental phenomenon? J Pain 
Symptom Manage. 2015;49:632-636.

Emery J. Cancer survivorship – the role of the GP. Aust Fam Physician. 
2014;43:521-525.

European Medicines Agency. Committee for Medicinal Products 
for Human Use. Guideline on the evaluation of the pharmacokinetics 
of medicinal products in patients with impaired hepatic function, 
European Medicines Agency, 2005.

Faculty of Pain Medicine, Australian and New Zealand College of 
Anaesthetists. Opioid dose equivalence, 2019.

Faculty of Pain Medicine, Australian and New Zealand College of 
Anaesthetists. Statement regarding the use of opioid analgesics in 
patients with chronic non-cancer pain, 2020.

Falk S, Dickenson AH. Pain and nociception: Mechanisms of cancer-
induced bone pain. J Clin Oncol. 2014;32:1647-1654.

Fallon M, et al. Management of cancer pain in adult patients: ESMO 
clinical practice guidelines. Ann Oncol. 2018;29 Suppl 4:iv166-iv191.

Fine PG, et al. Establishing “best practices” for opioid rotation: 
Conclusions of an expert panel. J Pain Symptom Manage. 
2009;38:418-425.

Finnerup NB, et al. Pharmacotherapy for neuropathic pain in adults: a 
systematic review and meta-analysis. Lancet Neurol. 2015;14:162-173.

Ford AC et al. Effi cacy of pharmacological therapies for the treatment 
of opioid-induced constipation: systematic review and meta-analysis. 
Am J Gastroenterol 2013;108:1566-1574.

Friedrichsen M, Erichsen E. The lived experience of constipation in 
cancer patients in palliative hospital-based home care. Int J Palliat 
Nurs 2004;10:321-325.

Freo U, et al. Tapentadol for neuropathic pain: A review of clinical 
studies. J Pain Res. 2019;12:1537-1551.

George B, et al. Opioids in cancer-related pain: current situation and 
outlook. Support Care Cancer. 2019;27(8):3105-18.

Hinrichs-Rocker A, et al. Psychosocial predictors and correlates for 
chronic post-surgical pain (CPSP) - a systematic review. Eur J Pain. 
2009;13:719-730.

Jurnista® Product Information, October 2020.

Katelaris P, Krassas G. The clinical challenge of opioid-induced 
constipation: Insights from the opioid-induced constipation clinical 
audit. J Gen Prac. 2016;4:1-5

Ketwaroo GA et al. Opioid-induced bowel dysfunction. Curr 
Gastroenterol Rep 2013;15:344.

Kroenke K, et al. Optimized antidepressant therapy and pain 
self-management in primary care patients with depression and 
musculoskeletal pain: A randomized controlled trial. JAMA. 
2009;301:2099-2110.

Kurz A, Sessler DI. Opioid-induced bowel dysfunction: pathophysiology 
and potential new therapies. Drugs 2003;63:649-671.

Lab Tests online AU, CA-15.3, 2020 
[Accessed 6 February 2021]. Available from: 
https://www.labtestsonline.org.au/learning/test-index/ca15-3

Lang-Illievich K, Bornemann-Cimenti H. Opioid-induced constipation: 
A narrative review of therapeutic options in clinical management. 
Korean J Pain. 2019;32:69-78.

Laufer I, et al. Clinical features and diagnosis of neoplastic epidural 
spinal cord compression, UpToDate, 2021.

Leppert W, Buss T. The role of corticosteroids in the treatment of pain 
in cancer patients. Curr Pain Headache Rep. 2012;16:307-313.

Likar R. Transdermal buprenorphine in the management of persistent 
pain - safety aspects. Ther Clin Risk Manag. 2006;2:115-125.

Loboz K, Shenfi eld J. Drug combinations and impaired renal function – 
the  ‘triple whammy’. Br J Clin Pharmacol. 2004;59:239–243.



Cancer Pain Management Master Class
References (continued)

Lovell MR, Boyle FM. Cancer pain management. Medicine Today 
2010;11:33-38.

Lovell M, et al. Australian survey of current practice and guideline use 
in adult cancer pain assessment and management: Perspectives of 
palliative care physicians. J Palliat Med. 2013;16:1403-1409.

Lovell MR, et al. Patient education, coaching, and self-management  
for cancer pain. J Clin Oncol. 2014;32:1712-1720.

Lyrica® product information, November 2020.

Mehrara B. Clinical features and diagnosis of peripheral lymphedema. 
UpToDate 2019.

Mehta A, Chan LS. Understanding of the concept of ‘‘Total Pain’’. 
J Hospic Palliat Nurs. 2008;10(1):26-32.

Meissner W, et al. A randomised controlled trial with prolonged-release 
oral oxycodone and naloxone to prevent and reverse opioid-induced 
constipation. Eur J Pain. 2009;13(1):56-64.

National Comprehensive Cancer Network. NCCN Clinical Practice 
Guidelines in Oncology. Adult cancer pain, Version 1, 2020. 

National Prescribing Service. Child–Pugh classification of liver disease 
(Additional content – Prasugrel (Effient) for acute coronary syndrome in 
people undergoing percutaneous coronary intervention.) NPS Radar, 
2009.

NORSPAN® Product Information, January 2021. 

NPS MedicineWise. Opioids: New and amended PBS listings. NPS 
Radar, 2020.

OxyContin® tablets Product Information, December 2020. 

OxyNorm® Product Information, December 2020.

Pain and Analgesia Expert Group. Therapeutic Guidelines Pain 
and Analgesia Version 7, 2020. Therapeutic Guidelines Complete, 
December 2020 edition. Therapeutic Guidelines Limited.

Palexia® SR Tablets Product Information, September 2020.

Palliative Care Expert Group. Therapeutic Guidelines Palliative Care, 
2016. Therapeutic Guidelines Complete, December 2020 online 
edition.: Therapeutic Guidelines Limited.

PDQ® Supportive and Palliative Care Editorial Board. PDQ Spirituality in 
Cancer Care, 2017. National Cancer Institute. [Accessed 13 February 
2021]. Available from: https://www.cancer.gov/about-cancer/coping/
day-to-day/faith-and-spirituality/spirituality-hp-pdq

Portenoy RK, Dhingra LK. Overview of cancer pain syndromes. 
UpToDate. 2019, [accessed 1 July 2020]. Available from:  
www.uptodate.com

Prommer EE. Pharmacological management of cancer-related pain. 
Cancer Control. 2015;22:412-425.

Psychotropic Expert Group. Therapeutic Guidelines Psychotropic, 
2013. Therapeutic Guidelines Complete, December 2020 online 
edition.: Therapeutic Guidelines Limited.

Raison CL, Miller AH. Depression in cancer: New developments 
regarding diagnosis and treatment. Biol Psychiatry. 2003;54:283-294.

Rao SS, Meduri K. What is necessary to diagnose constipation? Best 
Pract Res Clin Gastroenterol. 2011;25:127-140.

Rentz AM, et al. Validation of the Bowel Function Index to detect 
clinically meaningful changes in opioid-induced constipation. J Med 
Econ. 2009;12(4):371-83.

Riba MB, et al. Distress management, version 3. 2019, NCCN 
clinical practice guidelines in oncology. J Natl Compr Canc Netw. 
2019;17:1229-1249.

Royal Australian College of General Practitioners. Use of medicinal 
cannabis products Position statement – 2019 update. 

Runowicz CD, et al. American Cancer Society/American Society  
of Clinical Oncology breast cancer survivorship care guideline.  
CA Cancer J Clin. 2016;66:43-73.

Schmidt-Hansen M, et al. Oxycodone for cancer-related pain. 
Cochrane Database Syst Rev. 2017;8:CD003870.

Smith HR. Depression in cancer patients: Pathogenesis, implications 
and treatment (review). Oncol Lett. 2015;9:1509-1514.

Stannard C, et al. Hydromorphone for neuropathic pain in adults. 
Cochrane Database of Systematic Reviews 2016, Issue 5. Art.  
No.: CD011604.

Stark DP, House A. Anxiety in cancer patients. Br J Cancer. 
2000;83:1261-1267.

Targin® modified release tablets product information, July 2020.

Tassinari D et al. Adverse effects of transdermal opiates treating 
moderate-severe cancer pain in comparison to long-acting morphine: 
a meta-analysis and systematic review of the literature. J Palliat Med 
2008;11:492-501.

Trescot AM, et al. Opioid pharmacology. Pain Physician. 2008; 
11:S133-153.

van den Beuken-van Everdingen MH, et al. Update on Prevalence of 
Pain in Patients With Cancer: Systematic Review and Meta-Analysis.  
J Pain Symptom Manage. 2016;51(6):1070-90 e9.

Velayudhan A, et al. Opioid-induced hyperalgesia. Critical Care & Pain. 
2014;14:125-129.

Ward A, et al. Complications with oxycodone and naloxone. Aust 
Prescr. 2017;40:156-157. 

Ward JF, et al. Initial management of regionally localized intermediate-, 
high-, and very high-risk prostate cancer. UpToDate, 2020, [accessed 
7 July 2020]. Available from: www.uptodate.com

Webster LR, Webster RM. Predicting aberrant behaviors in opioid-
treated patients: preliminary validation of the Opioid Risk Tool. Pain  
Med 2005;6(6):432-442.

White A. Safe and effective use of opioids in patients with advanced 
cancer. Pain Management Today 2016;3:24-28.

Wood H, et al. Updates in palliative care - overview and recent 
advancements in the pharmacological management of cancer pain. 
Clin Med (Lond). 2018;18:17-22.

Yoong J, Poon P. Principles of cancer pain management: An overview 
and focus on pharmacological and interventional strategies. Aust J Gen 
Pract. 2018;47:758-762.

© Copyright 2021 Scius Healthcare Solutions Pty Ltd. Written and produced by the education provider,  
Scius Healthcare Solutions Pty Ltd | P: 02 9958 1481 |  E: info@scius.com.au

Sponsored by Mundipharma Pty Limited ABN 87 081 322 509. 88 Phillip Street, Sydney NSW 2000. 
® OXYCONTIN, NORSPAN, TARGIN and CARE by mundipharma® are registered trade marks.

SCIUS1859 | FD21660 | AU-PAIN-2100037 Apr 21


	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 
	20: 
	21: 
	22: 
	23: 
	24: 
	25: 
	26: 
	27: 
	28: 
	29: 
	30: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 
	38: 
	39: 
	40: 
	41: 
	42: 
	43: 
	44: 
	45: 
	46: 
	47: 
	48: 
	49: 
	50: 
	51: 
	52: 
	53: 
	54: 
	55: 
	56: 
	57: 
	58: 
	59: 
	60: 
	61: 
	62: 
	63: 
	64: 
	65: 
	66: 
	67: 
	68: 
	69: 
	70: 
	71: 
	72: 
	73: 
	74: 
	75: 
	76: 
	77: 
	78: 
	79: 
	80: 
	81: 
	82: 
	83: 
	84: 
	85: 
	86: 
	87: 
	88: 
	89: 
	90: 
	91: 
	92: 
	93: 
	94: 
	95: 
	96: 
	97: 
	98: 
	99: 
	100: 
	101: 
	102: 
	103: 
	104: 
	105: 
	106: 
	107: 
	108: 
	109: 
	110: 
	111: 
	112: 
	113: 
	114: 
	115: 
	116: 
	117: 
	118: 
	119: 
	120: 
	121: 
	122: 
	123: 
	124: 
	125: 
	126: 
	127: 
	128: 
	129: 
	130: 
	131: 
	132: 
	133: 
	134: 
	135: 
	136: 
	137: 
	138: 
	139: 
	140: 
	141: 
	142: 
	143: 
	144: 
	145: 
	146: 
	147: 
	148: 
	149: 
	150: 
	151: 
	152: 
	153: 
	154: 
	155: 
	156: 
	157: 
	158: 
	159: 
	160: 
	161: 
	162: 
	163: 
	164: 
	165: 
	166: 
	167: 
	168: 
	169: 
	170: 
	171: 
	172: 
	173: 
	174: 
	175: 
	176: 


