"L ATIONS ve
BALITY
Dr Andrew Davies FRCP

Consultant in Palliative Medicine
Royal Surrey County Hospital, Guildford

& ' Designated Centers

of Integrated
Oncology and
Palliative Care

Supportive & Palliative Care Team







Pain
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d with actual or potential
cribed in terms of such
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Pain

ly a sensation in a part or parts
s also always unpleasant and






Pain

“Many people report pain in the absence of tissue
damage or any likely pathophysiological cause;
usually this happens for psychological reasons.
There is usually no way to distinguish their
experience from that due to tissue damage if we
take the subjective report. If they regard their
experience as pain, and if they report it in the same
ways as pain caused by tissue damage, it should
be accepted as pain”.

[ASP, 1994
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sidemiology
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Epidemiology

PATIENT GROUP

Patients with cancer (mixed group)

Patients with advanced cancer
Patients receiving anticancer Rx

Patients following anticancer Rx
(“curative” Rx)

PREVALENCE PAIN
53% [95% CI: 43-63%]
64% [95% CI: 58-69%]
59% [95% CI: 44-73%]

33% [95% CI: 21-46%
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les graded their pain as
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Pain

Cancer
Cancer treatment

Unrelated cancer

Cause of pain

Caraceni, 1999

Frequency
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Pain

Type of pain Frequency
Nociceptive
Neuropathic
Mixed

Psychogenic

Unknown

Caraceni, 1999
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Pain

ed in the nociceptor and
s by a noxious stimulus is not
psychological state, even
reciate that pain most
a proximate physical cause”.

[ASP, 1994
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Pain

PAIN IN MEN WOUNDED IN BATTLE
Lr. CoL. HENrY K. BeEecHER, M.C., A.U.S.

CONSULTANT IN ANESTHESIA AND RESUSCITATION, MEDITERRANEAN THEATER OF OPERATIONS

- THERE IS A COMMON BELIEF that wounds are inevitably associated with
pain, and, further, that the more extensive the wound the worse the pain.
Observation of freshly wounded men in the Combat Zone showed this gen-
eralization to be misleading. If one may speak of such a subjective experience
as pain in exact terms, the generalization can be said to hold in only about
one-quarter of severely wounded men; it fails in the remaining three-
quarters. There are practical reasons for examining this problem, for a clear
appreciation of its nature will lead to improved treatment of the distress of
the wounded.

The widespread tendency to serious error in the employment of one
of the most useful drugs in medicine, morphine, also suggested that the treat-
ment of pain in wounded men needed to be reviewed. An opportunity to
do this was made possible during the prolonged action on the Venafro and
Cassino Fronts and later at the Anzio Beachhead and in France.
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Type of Wound

Number of pts.
Pt’s age (yrs.)
Time since wound-
ing (hrs.)

Avg. total dose of
morphine (mg.)

Avg. latest dose of
morphine (mg.)
(spread asabove)
Time since latest
morphine (hrs.)
Pain (degree).
(Number of pts. in
each group)

Further pain relief
therapy wanted
(pts.)

Pain

TABLE I

215 PATIENTS WITH MAJOR WOUNDS

(Standard Errors of the Mean are Shown)

Compound
Fractures of
Long Bones

50
24.84+0.9
12.5 1.3

1 pt:.:'none"I
49 pts. avgd.
27.0 £ 1.5
22.6

7.0+0.8

19 none
12 slight
7 moderate
12 bad
11 yes
39 no

Extensive
Soft-tissue
Wounds

50
24.5 1.1
11.34+1.4

11 pts.: none¥*
39 pts. avgd.
27.0 2.7
19.5

7.2 £0.6

19 none

15 slight
8 moderate
8 bad
9 yes

41 no

Penetrating
Wounds of
Thorax

S0
24.54+0.8
9.8+1.0

11 pts.: none*
39 pts. avgd.
25.0 1.8
21.2

6.5+0.6

15 none

18 slight

11 moderate
6 bad

10 yes

40 no

Penetrating
Wounds of
Abdomen

50
22.7+£0.6
7.24£0.7

5 pts.: none*
45 pts. avgd.
29.0 +2.2
25.0

4.81+0.7

7 none
S slight
14 moderate
24 bad
27 yes
23 no

Penetrating
Wounds of
Cerebrum

15
25.1+1.4
7.9x1.4

8 pts.: none*
7 pte. avgd.
19.8 +=4.2
19.8

6.2 1.5

9 none
5 slight
0 moderate
1 bad
1 yes
14 no
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Inflammatory mediators
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PGE, ATP

Signal transduction
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of nociceplor
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Pain

A= Transmission from A-8/ C nerve fibres
B = Motor neuron excitation (reflex)
C = Thalamic relay
D = Cortical pain perception
E = Reticular formation,
hypothalamic excitation
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Thalamus - “relay station”

Limbic system - involved in
regulation of pain threshold;
governs emotional response to
pain

Periaquaeductal grey - involved in
modulation of pain

Thalamus

Midbrain Cerebral cortex - involved in

perception of pain
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Pain

1 = Cortical/subcortical impulses

2 = Impulses to periaguaeductal matter

3 = Locus coeruleus (noradrenergic
inhibitory system)

4 = Raphé nucleus (serotonergic
inhibitory system)

5 = Inhibitory synapses in dorsal hormn

6 = Ascending spinothalamic tract

7 = Motor neuron reflex
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Psychological
factors

4

LN
Spiritual
factors
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Pain

inciple developed in the early work
. Joseph's was that “‘We have to consider the
e person’. This emphasis led by 1964 to the
t of “total pain’, the complex of physical,
logical, social and spiritual elements that
up the patient’s whole experience and that
has proved important in the development of this
specialty”.

Saunders, 1978
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Clinical features

t [inner peace] in that darkness of
ze that the pain blinds you to all of
's positive. [ mean the real bad
just closes you down. You just can’t get
t...it's an iron door and it's one thing you
na go through...you just wanna, wanna

Coyle, 2004
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ical features
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Clinical features

| nsiveness of nociceptive neurons to
normal mmput, and / or recruitment of a
se to normally subthreshold inputs.

zation can include a drop in threshold and an
inc in  suprathreshold response. Spontaneous

\ discharges and increases in receptive field size may also
occur. Clinically, sensitization may only be inferred
indirectly from phenomena such as hyperalgesia or
allodynia.
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Vianagement

an be controlled with simple
than 80% of cases. In the

1S 1mportant to use a
ich that includes a careful
ment of the pain syndrome and the use of
ine agents and / or nonpharmacological
tions”.

Bruera, 2003
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arriers
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arriers (patient)

Concerns about addiction
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Practical issues
arer concerns
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rriers (pain)

ication System for Cancer Pain
uropathic pain)
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arriers

sionals

opinion
e in pain intensity

ation of management

Support from pain specialists
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arriers

opinion
in adherence
In pain intensity

t from health care professionals

= Engagement of carers
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arriers

late treatment
- protocols / algorithms*
- pain-specific treatments®
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arriers
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anagement

= “By mouth”

= “By the clock”

= “By the ladder”

» “For the individual”

s “Attention to detail”
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1agement

Second Edition

With a guide
to opioid
availability

World Health
Organization

46



Vianagement

Annafs of Oncology 19: 1985-1991, 2008

reVI eW doi:10.1093/annonc/mcn419
Published online 15 July 2008

Prevalence of undertreatment in cancer pain. A review
of published literature

8. Deandrea’?*, M. Montanari®*, L. Moja® & G. Apolone®*

't aboratory of Epidemiological Methods, Department of Epidemiology, Mario Negri institute for Pharmacological Research, Milano; 2Department of Epidemiology,
Institute of Medical Statistics and Biometry, University of Milano, Mitano; Center for the Evaluation and Research on Pain, Department of Oncology, Mario Negri
Institute for Pharmacological Research, Milano; “Laboratory of Translational and Outcome Research, Department of Oncology, Mario Negri institute for
Pharmacological Research, Mifano; *Department of Oncology, ltalian Cochrane Centre, Mario Negri Institute for Pharmacological Research, Milano
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dnagement

6 relevant studies showed that
ts have a negative PMI [Pain
ore: nearly one of two
undertreat
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Lancet Neurof 2015; 162-73

Puly <ovt Online

Vianagement

Pharmacotherapy for neuropathic pain in adults:
a systematic review and meta-analysis

Nanna 8 linnerup”, Nedine Attel*, Simon Haroutounian, Dwan McNicol. Ralf Baron, Robert H Dwarkin. lan Gilron, iaija Haanpdd, Periansson,
Troels S Jensen, Peter R Kamemnan, Karen Lond, Andrew Moove, Srinivasa N Raje, Andrew S € Rice, Michael Rowbothar, Emily Sena, Philip Siddal)
Blairh Savith, MarkWallaee

Summary

Background New drug Ircaiments, clinical trials, and slandards of quality for assessment of evidence justify an updalte
of evidence-hased recommendations for the pharmacological ireatment of neuropathic pain. Using the Grading of
Recommendations Assessment, Development, and Evaluation (GRADE), we revised the Spedial Interest Group on

Neuropathic Pain (NeuPS1G) recommendations for the pharmacotherapy of neuropathic pain based on the resulis of
a systematic review and meta-analysis.
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Vianagement

DRUG / GROUP OF DRUGS

TCAs

Strong opioids
Tramadol

SNRI (duloxetine)
Gabapentin

Pregabalin
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conclusion

relieved it was the most beautiful
to be able to participate and
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