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Albert Schweitzer

“We must all die. But that I can save a 
person from days of torture, that is 

what I feel as my great and even new 
privilege. Pain is a more terrible lord of 

mankind than even death itself.”
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Epidemiology of Cancer Pain

• At diagnosis, 25-50% incidence, in advanced cases, 75% incidence
• Moderate to severe in 50%, very severe in 25%
• One third each with one, two, three or more sites of pain
• 85% due to cancer, 15% related to cancer treatment or a concurrent 

disorder



Prevalence

• Approximately 6.7 million cancer patients are affected by pain across 
the 7 major markets. US, Japan, France, Germany, Italy, Spain & UK

• Incidence of CA pain is set to increase in the future. Physicians estimate 
65% of all cancer patients experience cancer pain. 

• The incidence of cancer is expected to rise in the future, driven by the 
elderly and minority populations



Assessment of Pain

• Location
• Onset
• Pattern
• Progression
• Description
• Severity

• Alleviating factors
• Aggravating factors
• Associated 

symptoms
• Prior work up
• Previous treatment
• Effect



Types of Pain

• Nociceptive/neuropathic 
• Central/peripheral
• Somatic/visceral 
• Sympathetically mediated/independent
• Cancer related
• Cancer treatment related
– Surgical
–Chemotherapy
–Radiotherapy



Noninvasive Pain Treatments

• Exercise
• Massage
• Chiropractic
• Physical therapy
• Acupuncture
• Transcutaneous  

electrical nerve 
stimulation

• Biofeedback
• Meditation and 

relaxation
• Cognitive and 

behavioral
• Psychotherapy
• Spiritual
• Complimentary



Invasive Pain Treatments
• Pharmacologic
• Nerve blocks

– Diagnostic
– Prognostic
– Therapeutic
– Preemptive

• Electrical neuromodulation
• Neuraxial drug administration
• Neuroablation



Advanced Strategies for 
Cancer Pain Management

Jacox A, et al. AHCPR, 1994.
Portenoy R. Oncology 1999;S2:7.

80-90% Adequate Pain Control

10-20% Invasive 
Therapy Needed



Guidelines



Perceived Barriers 

• Lack of clinical evidence
• Cost effectiveness (compared to CMM)
• Lack of collaboration between oncology team & pain team
• Patient awareness & acceptance
• Awareness of therapy by oncology team



Case Study 

• 62 year old man with metastatic thyroid cancer to sacrum. Pain 
in sacral, gluteal, perineal area. Thyroidectomy 5 years prior. 
On no meds. 



Questions

• What type of pain is this?
• What may be associated symptoms?
• What is preferred treatment of disease?
• What are options for pain control?
• What medication or medications?
– Adjuvants
– Opioids

• What nerve blocks?
• Is he a candidate for neurolysis?
• What would be expected side effects of treatment?



Questions

• What if medications and nerve blocks gave insufficient relief?
• Is he a neuromodulation candidate?
• Is he an intrathecal drug delivery candidate?
• Would you perform trial?
• What medication?
• What location for catheter tip?
• What kinetic form of drug delivery?
• How would you manage tolerance?



Case study

• 52 yo Hispanic male with pancreatic cancer, non 
resectable.

• Failed multiple lines of chemotherapy.
• Upper abdominal, back pain.
• Cachectic, anorexic, depressed, constipated.
• Transdermal fentanyl 100 mcg/hr, 

oxycodone/acetaminophen 10/325 mg q 4 hrs.
• Referred to integrative medicine, psychosocial 

oncology.



Case study

• Started on bowel management protocol, duloxetine 30 mg/day, 
gabapentin 300 mg TID, dronabinol 5 mg TID, lidocaine patches.

• Given choice of transmucosal immediate relief fentanyl for 
breakthrough pain.

• Performed CT guided trans-aortic neurolytic celiac plexus block 30 ml 
dehydrated alcohol.

• Decided on intrathecal drug delivery implant.



Case study

• Pump left abdomen and catheter tip T4, posterior.
• Simple continuous rate and patient activated feature (PTM). 
• Drug mixture fentanyl 200 mcg/ml, bupivicaine 20 mg/ml.
• Simple continuous rate 50 mcg/5 mg per day.
• PTM 10 mcg/1 mg per press q 2 hr.



Case study

• Complete pain relief each pt activation.
• Declining benefit from bolus, tachyphlayxis.
• Hydromorphone added to mixture 0.5 mg/ml, then clonidine 100 

mcg/ml.
• Good pain relief until further disease progression and hospice 

enrollment.



Challenges

• Awareness
• Assessment
• Referral
• Training
• Experience
• Opioids
• Survivorship


