
Chronic severe pain is one of the most-feared compli-
cations of cancer. Most patients with advanced cancer
will experience some degree of pain during the course

of their illness. In most cases, pain can be well-managed or even
completely blocked by the proper use of medications and other
treatments.  Narcotic analgesics remain the backbone of cancer
pain management (except for some specific pain syndromes).

There are many guidelines for cancer pain management,
but all agree with some common principles:

❑ Almost all cancer pain can be controlled with simple
treatment approaches.

❑ Pain is subjective, so pain ratings must be made by the patient
(a family member/friend may provide surrogate ratings if the

patient cannot communicate). A simple 10 point scale may
be used to accurately measure pain. (Figure a, above)

❑ Patient ratings and descriptions must be accepted at
face-value; likewise, the acceptable level of pain control
is determined by the patient.

❑ Pain ratings must be measured routinely to identify any
changes in the pain. Increased pain usually responds to
increased analgesic dosage.

❑ Treatment with narcotic analgesics is dosed to a clinical
response of pain control — there is no single dose effec-
tive for all patients.

❑ The WHO analgesic ladder (Figure b, above) is a useful
tool to identify which group of drugs to use — as the se-
verity of the pain increases, stronger agents should be used.
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STEPWISE DOSE INCREASES

Morphine: 10–15–20–30–40–50–60–80–100–120
Hydromorphone: 2–4–6–8–10–12–16–20–24–36
•Increase by step as needed for pain control
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• As pain increases, from mild to moderate

to severe, move up the ladder steps, to more

potent medication.

• Always order enough pills.

STEP ONE
NON-OPIOID (NSAID)
Acetaminophen *325mg
1–2 tabs q 4 – 6h PRN

Ibuprofen *200mg
1–2 tabs q 4 – 6h PRN

*No prescription required

STEP THREE
STRONG OPIOID +/– NON-OPIOID

STEP TWO
WEAK OPIOID +/– NON-OPIOID
Acetaminophen 325mg
with Codeine 15–30mg
1–2 tabs q4h

Acetaminophen 325mg
with Oxycodone  5mg
1–2 tabs q4h

Morphine 10mg q4h

Hydromorphone 2mg q4h

Around
the

clock

Transdermal Fentanyl or
Sustained-Release

Morphine/Hydromorhone may be
used for patients with stable pain

Figure b

Always add a laxative to opioid treatment
eg: Docusate 100mg BID
and/or Senna 1 tab BID

Figure a
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❑ Fears about abuse and addiction should
be discounted as barriers to appropriate
analgesic therapy.

❑ There is no ceiling to the analgesic effect for
the strong narcotics.  If the pain escalates,
the dose can escalate to compensate.

❑ Pain is a strong respiratory stimulant. Nar-
cotic analgesics are almost never responsible
for respiratory depression in the presence of
severe pain, despite the dosing.

❑ All narcotic analgesics will cause constipation
(regardless how they are administered) — a
prophylactic regimen of laxatives must accom-
pany the routine use of narcotic analgesics.

❑ Other side effects, like nausea and sedation,
are usually temporary and will disappear
1–2 days after initiation of narcotic treat-
ment or any dosage change.

❑ Other treatment modalities, such as surgery,
radiotherapy, and chemotherapy can help
manage cancer pain when used appropriately.

When doses are adjusted for equianalgesia
(i.e. dosing for equivalent pain relief in most
patients), and titrated for response in indi-
vidual patients, most drugs will provide ad-
equate pain relief.  The choice of which
agent to use generally reflects physician
familiarity with specific products, and indi-
vidual patient concerns.  For instance, mor-
phine is usually the narcotic of first choice,
but hydromorphone may be preferred in eld-
erly patients with some degree of hepatic dys-
function. A more-detailed description of nar-
cotic analgesics will be presented in a future
edition of In Practice.

FOR FURTHER INFORMATION

• Call the Palliative Care Service
QEII HSC at 473-3119

• Call the PMSTP office at 473-5845
(Larry Broadfield)

• or call your local hospital or
retail pharmacist

Welcome to
“In Practice”
“In Practice” is an insert for
Cancer Care Nova Scotia’s
bi-monthly newsletter. We are
writing this publication specifi-
cally for primary care practition-
ers with information we hope
will make a difference to your
cancer practice. Each issue will
focus on a particular topic; our
first “In Practice” tackles the ba-
sics of pain management for can-
cer patients. More coverage of
symptom management will fol-
low in subsequent issues.

Please call Anne Murray, Edu-
cation Coordinator, Cancer Care
Nova Scotia at (902) 473-3781
with comments or suggestions for
future topics, or e-mail her at
ccavm@qe2-hsc.ns.ca.
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