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S t r a t e g i e s  f o r  t h e  T r e a tmen t  o f
C a n c e r  P a i n

C a u s a l  P a i n  M a n a g e m e n t

If the patient’s pain is the result of progression of
the cancer disease, then surgical interventions,
chemotherapy, hormone therapy, radioisotope 
or radiotherapy may be considered, provided 
they seem to be adequate causal or palliative
therapeutic options. Minimising or even removing
a tumour will normally lead to a decrease in the
pain intensity. In the advanced stages of 
cancer, the benefit of such measures must be
carefully weighed against possible complications
and burdens on the patient. Palliative care does 
not necessarily preclude such therapeutic
approaches. The expected benefits of such
measures, however, must be greater than the
potential disadvantages. Of these therapies,
radiotherapy is considered a rather important
aspect of palliative medicine. Whenever cancer
patients are suffering from pain, an adequate
analgesic therapy is required, irrespective of the
progressive stage of the disease.

P a i n  M an a g emen t  S t r a t e g i e s

Common non-invasive strategies include oral,
rectal and transdermal administration of analgesics,
whereas intranasal and nebulised applications are
not customary in Germany. Invasive and
destructive measures such as chordotomy and
neurolysis are now very rare in cancer pain
therapy, and the indication and execution of these
measures should therefore be limited to specialists.
The most common invasive but non-destructive
measures are intravenous and subcutaneous
administration of drugs, while intramuscular
application is rarely considered in cancer pain
therapy. Spinal applications (epidural or
intraspinal) are well established routes of
administration but – compared with administration
by mouth – rarely chosen strategies. In exceptional
cases, intraventricular application of opioids may
be indicated.

O r a l  A dm i n i s t r a t i o n

In short, the above-mentioned factors indicate that
physicians in the out-patient sector should 
make use of orally administered pain therapy
whenever possible and should evaluate its advantages
and disadvantages in relation to other methods, such
as transdermal, rectal, intravenous, subcutaneous,
epidural or intraspinal application of drugs.
Furthermore, it is advisable that physicians select a
few substances from the large portfolio of each
substance group for use in pain control, to be able to
gather extensive experience in their use.

Op i o i d s  f o r  t h e  T r e a tmen t  o f
Mod e r a t e  P a i n

For the treatment of moderate pain, dihydrocodeine
has been well established for several years, bearing in
mind that it causes severe constipation and,
frequently, nausea and vomiting. These side effects
can be prevented by prophylactic treatment with
laxatives and anti-emetics. As short-acting analgesics,
immediate-release tramadol and tilidine are of no
significant use for cancer pain control but, since slow-
release formulations of tramadol and tilidine were
launched onto the market, tramadol has become the
opioid of choice for the treatment of moderate pain.
This is due to its analgesic effectiveness of eight to 12
hours and the low occurrence of side effects.

Op i o i d s  f o r  t h e  T r e a tmen t  o f  
S e v e r e  P a i n

M o r p h i n e

To this day, morphine is considered the reference
opioid for the treatment of severe cancer pain with
opioids. By international consensus, oral morphine is
the standard by which all other opioid treatments for
cancer are measured. It is well established worldwide,
it has a predictable efficacy and its well known side
effects can be targeted by prophylactic measures or are
easily treated. Furthermore, morphine is produced in
various immediate and slow-release formulations and
has various routes of administration.
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f e n t a m y l

Treatment with transdermal fentanyl is particularly
indicated when the administration by mouth is not or
is no longer possible, for example, in patients with
tumours in the head and neck area, or if persistent
nausea and vomiting are undermining the effectiveness
of orally administered drugs. A fast-acting oral
transmucosal delivery system for fentanyl for the
management of breakthrough pain has recently come
onto the market. Oral transmucosal fentanyl citrate
(OTFC) consists of a sweetened matrix containing
fentanyl that is attached to an applicator. When
OTFC is placed in the mouth and sucked by the
patient, the matrix dissolves and fentanyl is absorbed
through the oral mucosa to provide fast-acting
analgesia within no more than five minutes. OTFC is
provided in six release rates: 200µg, 400µg, 600µg,
800µg, 1,200µg and 1,600µg fentanyl.

Do s a g e  T i t r a t i o n

For the physician in the out-patient sector, the
following refers to recommended procedure for the
treatment of moderate to severe pain.

Mode r a t e  P a i n

Treatment of moderate pain should start with 2 x
100mg controlled-release tramadol. If no sufficient
pain relief can be achieved, titration should be
carried out as follows:

3 x 100mg; 2 x 200mg; 3 x 200mg; and 2 x 400mg.

The ceiling effect of controlled-release tramadol is
expected to occur at a dosage of approximately 800
mg to 1,000mg per day. Alternatively, morphine may
be chosen for the initial treatment of moderate pain. If
the patient is in good general health, the initial dose
should be 2 x 30 mg controlled-release morphine
tablets. Patients in poor general health should initially
be given not more than 2 x 10 mg controlled-release
morphine tablets per day. If pain relief continues to be
insufficient after one day of such treatment, titration of
the dosage is required. This should be performed in
intervals of one or two days according to the following
progression, until a satisfactory result is achieved and
there are no side effects preventing titration:

10 – 20 – 30 – 40 – 50 – 60 – 70 – 80 – 100 – 120
– 140 – 160 – 180 – 200 – 220 – 250 - 280 – 300 –
330 – 360 – 400 – 430 – 460 – 500mg per day.

S e v e r e  P a i n

For the management of severe pain, a short-acting
morphine preparation should be used initially. The

recommended initial dose is 10mg. The efficacy of
this dosage should be checked every two hours, thus
allowing a titration after four hours, if required. If
there is sufficient pain relief after administration of 10
mg, this dosage of short-acting morphine tablets or
morphine drops should be given every four hours. If
no sufficient pain relief is achieved, the morphine
dosage should be increased as follows:

15 – 20 – 25 – 30 – 40 – 50 – 60 – 75 – 90 – 100 –
120 – 150 – 180 – 200mg.

Doses of 200mg every four hours amount to
1,200mg of morphine per day. In exceptional cases
this requires further increments in the daily dosage,
but it is recommended to discuss this with a
colleague experienced in cancer pain control with
morphine. If pain relief proves sufficient, the daily
dosage of morphine is converted to controlled release
tablets by the conversion factor 1:1. Hydromorphone
is increasingly popular as an alternative to morphine.
The initial dose should be 2 x 4mg per day, titration
should be graded as follows:

3 x 4mg/day; 2 x 8mg/day; 2 x 12mg/day; 3 x
12mg/day; 2 x 24mg/day, etc.

S i d e  E f f e c t s

The most common side effects of strong opioids are
initial nausea and vomiting, as well as persistent
constipation. Tiredness – another initial side effect –
usually disappears after about five to seven days. As a
prophylactic measure against nausea and vomiting, a
course of haloperidol 3 x 0.5mg by mouth is offered.
It is administered for the duration of seven days,
because a tolerance against the emetic effects of
morphine will normally develop.

Due to the constipation caused by opioids, patients
receiving strong opioids will also be given laxatives
from the beginning of their therapy. In patients who
are still able to take sufficient liquids, macrogol is the
drug of choice. Patients who are no longer able to do
so, either due to the progression of their cancer
disease or as a result of increasing weakness, are given
natrium-picosulphate, often in combination with
lubricant laxatives, such as liquid paraffin.

Along with non-opioids and opioids for cancer pain
control, adjuvant substances such as glucocorticoids,
anticonvulsants and antidepressants are good
complementary therapeutic options, above all for the
treatment of neuropathic pain. ■

A version of this article containing references can be found
in the Reference Section on the website supporting this
briefing (www.touchoncologicaldisease.com).
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