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Cancer Pain: A GROUP of Pain Syndromes
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Prevalence: 
20-50 % with cancer, 80% with advanced cancer, unknown in long term survivors

Cancer Pain (PDQ®) – Health Professional Version. www.cancer.gov/about-cancer/treatment/side-effects/pain/pain-hp-pdq 
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NCCN Clinical Practice Guideline:
Adult Cancer Pain. V.2.2019© Carol P. Curtiss, MSN, RN-BC



Continuum of Cancer Pain Incidence
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Adapted from: Levit LA, Balogh EP, eds. Institute of Medicine. Washington, DC: National Academies Press; 2013.

Pain at the End-of-Life Persistent PainAcute PainAcute Pain
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What we know about pain…
• Unrelieved pain reshapes the CNS 
• Unrelieved acute pain hes the risk for developing persistent 

(chronic) pain 
• Pain ruins lives
• Persistent pain effects ALL aspects of a person’s life
• Access to competent care for persistent pain is challenging 
• Many people take opioids responsibly and do not show signs of 

addiction or misuse1

• Addiction occurs in only a small percentage of persons who are 
exposed to opioids – even among those with pre-existing 
vulnerabilities1 1. Volkow, ND & McLelan AT. (2016). NEJM 374(13): 1253-1263

(Dr. Volkow is the director of the U.S. National Institute on Drug Abuse [NIDA])© Carol P. Curtiss, MSN, RN-BC



Current Issues
• Unrelieved pain is a public health crisis1

• Opioid misuse, abuse and overdose is a public health 
crisis2

• Sometimes the two are addressed as if they are the 
same problem – they are NOT!

• Well intended efforts to address prescription drug abuse 
place a heavy burden on people who benefit from 
opioids and use them responsibly as part of a 
comprehensive treatment plan3

• Unintended consequences of efforts to curb abuse and 
misuse of opioids are significant for people with pain3

1. National Pain Strategy, 2016. https://iprcc.nih.gov/National_Pain_Strategy/NPS_Main.htm ; 
2. Centers for Disease Control and Prevention (CDC),  2016; 3. Curtiss, CP. (2016). AJN 116(1):11© Carol P. Curtiss, MSN, RN-BC
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U.S. Guidelines for Cancer Pain
• National Comprehensive Cancer Network (NCCN) Clinical 

Practice Guidelines in Oncology
– Adult Cancer Pain, v.2.20191

– Cancer Survivorship, v.1.20191

• American Society of Clinical Oncology (ASCO)
– Management of Chronic Pain in Survivors of Adult Cancers, 20162

• Centers for Disease Control & Prevention
– Guideline for Prescribing Opioids for Chronic Pain3

Includes some cancer survivors, exemption for people in active cancer 
treatment, palliative care and end of life

1. www.nccn.org. 2. Paice et al., DOI: 10.1200/JCO.2016.68.5206: 
3. www.cdc.gov/drugoverdose/prescribing/guideline.html© Carol P. Curtiss, MSN, RN-BC

http://www.nccn.org/


Published Guidelines for Persistent Pain: 
Dose Limit Recommendations1

APS/AAPM CDC VA/DoD WA State Canadian NYC ASIPP

> 200 MME/day.
↑ monitoring

Caution at any 
dose. Increase 
monitoring at 
> 50 MME/day. 
Avoid 
increasing  
> 90 MME/day

Refer or 
consult 
> 200 
MME/day

Consult for
> 120
MME/day

Reassess for
>200
MME/day

Reassess 
> 100
MME/day

Consider 
consult 
> 91 
MME/day 

1. Centers for Disease Prevention and Control. Accessed 5-31-16 at: 
http://www.cdc.gov/drugoverdose/pdf/common_elements_in_guidelines_for_prescribing_opioids-a.pdf

CDC Guidelines (2016): “The evidence is not as robust as we’d like” 
Thomas Friedman, Director, CDC 3/16/2106
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CDC Clarification Letter to NCCN & ASCO, 4/2019
• “…Clinical practice guidelines specific for cancer 

treatment, palliative care and end of life care should be 
used to guide treatment and reimbursement decisions 
regarding the use of opioids…”

• The CDC “Guideline may apply to cancer survivors 
when these patients experience chronic pain after 
completion of cancer treatment, are in clinical 
remission, and are under cancer surveillance only.”  

https://www.asco.org/sites/new-www.asco.org/files/content-files/advocacy-and-
policy/documents/2019-CDC-Opioid-Guideline-Clarification-Letter-to-ASCO-ASH-NCCN.pdf© Carol P. Curtiss, MSN, RN-BC



Summary Recommendations (NCCN, ASCO, CDC)
• Screen all patient for pain
• Complete comprehensive assessment – reassess often
• Develop written treatment goals
• Complete opioid risk assessment & monitor through treatment
• Use multi-modal approaches
• Use non-pharmacologic and non-opioids first
• Consider opioids when other therapies fail
• Inconsistencies

– For persistent pain, - regularly scheduled analgesics or long acting 
with short acting for breakthrough (Cancer Pain Guidelines)

– For persistent pain – short acting opioids –caution at any dose & 
lowest effective dose (CDC Guideline)

© Carol P. Curtiss, MSN, RN-BC



Barriers to Optimum Cancer Pain Management

Multiple States 

pass legislation 

restricting opioid 

dose and duration

First time opioid 

prescriptions 

limited to 7 day 

supply
Massachusetts law 

May 2016

Cigna plans to cut opioid use among U.S. customers by 25%Reuters Health info.5/19/16

Providers are reluctant to 
prescribe opioids 
for ANY reason

FDA Identifies harm from 
sudden discontinuation 
of opioid pain meds and 
requires label changes to 

guide gradual taper
April, 2019
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are 
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Prescriber’s Guide to New Medicare Part D Opioid 
Overutilization Policies for 2019

• 7 day supply limit for opioid naïve 
– Hard safety edit – stops pharmacy from filling until an override 

entered or authorized by the plan
– Prescriber can proactively request coverage determination attesting to 

need for > 7 days
• Opioid care coordination alert

– Cued when cumulative morphine mg. equivalent > 90 MME
– Pharmacist consults with provider to confirm need

• Drug management program
– Plan decides if patient is high risk and will contact the provider when 

provider prescribes an opioid or benzo
– Plan may implement restrictions

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/Downloads/se18016.pdf© Carol P. Curtiss, MSN, RN-BC



Unintended Consequences for People with Cancer1 

• Cancer patient and cancer survivors have difficulty 
accessing pain medications
– 48% told by their doctor treatment options were limited by laws, 

guidelines or insurance coverage
– 27% refused a prescription by a pharmacist even though the 

medication was in stock
– 35% questioned by pharmacists about why they needed pain 

med
– 30% unable to get prescribed medication because insurance 

plan would not cover it
– 36% reported insurer reduced the number of times the Rx 

could be filled
https://www.fightcancer.org/releases/new-data-some-measures-meant-address-

opioid-abuse-are-having-adverse-impact-access, June, 2018© Carol P. Curtiss, MSN, RN-BC

https://www.fightcancer.org/releases/new-data-some-measures-meant-address-opioid-abuse-are-having-adverse-impact-access


A primary MD’s Referral Note to Pain Specialist…

– “D.R. has been under my care for many years and has been 
on many regimens for the management of her chronic pain. 
These have included opioids as well as adjuncts. Currently, 
my colleagues and I are in the process of discontinuing 
prescribing opioids to patients under 65 years of age. The 
lack of consensus in the profession about the efficacy of 
opioids in chronic non-cancer pain makes it difficult to justify 
the use of opioids in primary care practice. Having said that, I 
think DR has done better on opioids than without them.”1

1. Argoff CE (2015). PWJ Q4. p34-39; 2. Argoff, CE. (2015). A need for personalized chronic opioid therapy. 
Medscape Commentary. www.Medscape.com/viewarticle/855277_print; © Carol P. Curtiss, MSN, RN-BC



Legislative, Regulatory & Insurance Restrictions

• Limit on dose and number of refills
• Formulary restrictions 
• Prior authorizations
• Poor or no coverage for nonpharmacologic 

interventions
• Step management
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Lack of Knowledge: Providers
• Don’t know about/don’t use evidence-based guidelines
• Unaware of opioid screening tools
• Incorrectly interpret urine drug testing results
• Uncomfortable treating persistent pain
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Every Navigator is a Pain Management Navigator
• Advocate for a balance 

– Prevent misuse and abuse of opioids AND
– Provide comprehensive pain management

• Use basic pain assessment skills
• Advocate for multi-modal plans and identify resources
• Understand multi-modal analgesia

© Carol P. Curtiss, MSN, RN-BC
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Ongoing Assessment: The Critical Component
• Assessment is more than a number on a rating scale
• IT’S ABOUT AN ONGOING CONVERSATION!
• IT’S ABOUT THE WHOLE PERSON

– H & P, Comprehensive biopsychosocial assessment
• Ask questions about

– Pain
– Pain relief
– Effects of pain on the person 
– The person

• Listen to the narrative 
© Carol P. Curtiss, MSN, RN-BC



Multi-modal strategies: 
A part of EVERY pain management plan 
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Treatment – Look at the Cause

Non-pharmacologic therapies, counseling & support for all

• Bone metastases
– NSAIDs, Corticosteroids, 

Opioids, Radiation therapy, 
Bone modifying agents

• Pancreatic cancer
– Opioids +/- non-opioids
– Interventional (celiac plexus 

block)
• Procedural

– Analgesics, sedatives
– Virtual reality, relaxation, 

imagery

• Nociceptive pain unresponsive 
to non-opioids
– Opioids, dosed to individual 

response 
– Interventional 

• Post mastectomy/thoracotomy 
syndromes, neuropathies 
– Anticonvulsants, Antidepressants, 

Local anesthetics 
• Support for psychosocial, spiritual 

and financial sudistresss
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Opioid Therapy Risk Management Tools

PMP*

Risk 
Screening 

ToolsConversation  
Ongoing Assessment

Documentation

Written 
Agreements

Urine Drug 
Testing

Positive  Patient/Provider Relationship

*PMP: Prescription Drug Monitoring
Programs: also known as PDMP

Universal precautions

Multi-modal
Plans 
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Interpreting UDTs: Common Opioid Metabolites
Heroin

6- acetylmorphine

Morphine 
containing 
drugs & 
poppy seeds

Morphine

Hydromorphone

Codeine

Hydrocodone Oxycodone

Oxymorphone

Fentanyl Methadone

Kale, N. (2019). Urine Drug Tests: Ordering & 
Interpretation. American Family Physician, 99(1):33-39
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Initiate/Reinforce Patient, Family & Community Education
• Risks of unrelieved pain, what to report and to whom
• Risks of non-medical use of opioids
• Risks and benefits of opioid therapy to self and others
• Monitor: 

– Importance of taking medications as instructed/ Do not share
• Transition to non-opioids as healing takes place (acute pain)
• Secure: Safe storage and disposal

– Total possession of medication at all times (locked boxes/safes)
– At home, work, during recreational activities and when traveling 
– 4 in 10 stored pills for later use. Only 23% returned or disposed of 

left over meds1

– Household strategies, take-back programs

1. WebMD Survey, 2016; Manworren R & Gilson A. (2015) AJN. 115(8):34-40
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Clinical Pearls 
• Identify, recommend & select cancer-pain-knowledgeable pain 

specialists for referral
• Proactively refer high risk pain patients to prehab/rehab services 

to prevent severe unrelieved pain
• Collaborate with addiction specialists for patients with cancer 

AND addiction disorders
• Survivor care planning

– Identify a specific clinician who is accountable for pain 
management…who to call and when

– Include past pain problems, current pain goals and plan, and 
anticipated issues with pain in treatment summary

– Include nonpharmacologic interventions in wellness plan
• Persist, persist, persist!!!!
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Challenges During Challenging Times

• “Every health care provider has an ethical 
responsibility to do all that is possible to insure that all 
people with pain have access to comprehensive 
assessment and an individualized plan for care

• No one should be consumed with despair because of 
our failure to consider every resource available to us

• Be a voice of reason!”

Curtiss, C.P. (2016) Jean Guveyan Lecture ASPMN Annual Meeting.
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