
Clinical Cancer Investigation Journal | March-April-2015 | Vol 4 | Issue 2 111

INTRODUCTION

Pain is defined by the International Association for the 
Study of Pain as “an unpleasant sensation and emotional 
experience which is associated with actual or potential tissue 
damage or is described in terms of such damage.”[1] This 
definition recognizes that the pain is a perception and not a 
sensation. There is an important implication of the concept 
of pain as perception: It is almost always best to believe 
that the patient is experiencing what is being reported.[2] 
Since there is no objective indicator for pain, experts agree 
that the best clinical approach in most circumstances is to 
assume that the patient is reporting a true experience, even 
in the absence of a clear explanation.

Acute pain is a temporary sensory experience which can be 
of benefit, warning the individual of possible tissue damage 
or injury. Persistent pain persists for many weeks, months, 
and years. It is defined by the International Association 
for the Study of Pain as “continuous or recurrent pain that 
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persists past the normal time of healing, most commonly 
about 3 months’ duration.” It has no beneficial properties, 
and it is difficult to treat effectively.[3]

Current evidence implies that older people are more 
susceptible to the experience of pain than any other 
sector of the population.[4] For instance, the prevalence of 
persistent pain in older persons living in a care home setting 
is estimated at 45-80%,[5] thus highlighting that persistent 
pain in older people is widespread and problematic in 
these settings. This article reviews the difficulties in the 
management of pain in the elderly population and the 
important differences from other population.

PATHOPHYSIOLOGY OF PAIN IN 
ELDERLY

Tissue injury activates primary afferent neurons called 
nociceptors, which are small diameter afferent neurons 
(with A-delta and C-fibers) that respond to noxious stimuli 
and are found in skin, muscle, joints, and some visceral 
tissues.[6] Depolarization of the primary afferent involves 
a complex neurochemistry, and the role of prostaglandins, 
bradykinin, protons, nerve growth factor, and other 
compounds provide opportunities for the development 
of new analgesic drugs.[7] Once depolarization occurs, 
transmission of information proceeds proximally along 
the axon to the spinal cord and then on to higher centers.
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The endorphinergic pain modulatory pathways are 
characterized by multiple endogenous ligands and 
different types of opioid receptors: Mu, delta, and kappa.[8] 
Endorphins are present in the periphery, on nerve endings, 
immune-related cells, and other tissues, and are widely 
distributed in the central nervous system. They are involved 
in many neuro-regulatory processes apart from pain 
control, including the stress response and motor control 
systems. Opioid drugs mimic the action of endogenous 
opioid ligands.[9] Most of the drugs used for pain are full 
mu receptor agonists.

Neuropathic pain has a different pathophysiology. 
Injury to a peripheral nerve axon can result in abnormal 
nerve morphology. The damaged axon may grow 
multiple nerve sprouts, some of which form neuromas.[6] 
These nerve sprouts, including those forming neuromas, 
can generate spontaneous activity, which peaks in intensity 
several weeks after injury. These areas of increased 
sensitivity are associated with a change in sodium receptor 
concentration, and other molecular processes, and also can 
occur at sites of demyelination or nerve fiber injury not 
associated with the severing of axons.[10] Unlike normal 
nerve, these injured regions are more sensitive to physical 
stimuli, which is clinically associated with tenderness and 
the appearance of Tinel’s sign (i.e. pain or tingling when 
the area over a nerve is tapped).[11]

Gibson reported that over 50 studies have examined 
age differences in sensitivity to experimentally induced 
pain and that the majority of these studies have 
focused on pain threshold.[12] When all results were examined 
meta-analytically, the effect size is 0.74 (P = 0.0005), 
indicating that there is definite evidence of an increase in 
pain threshold with advancing age.[12] Lasch et al. examined 
the effect of intraesophageal balloon dilatation in healthy 
young and older adults.[13] The volume of air inflated 
into the balloon before report of pain was measured. The 
volume was significantly higher in the older subjects with 
many of the elderly subjects failing to report pain even 
after maximal balloon inflation, in marked contrast to the 
younger patients.[13] This unique experimental technique 
certainly proves that pain threshold increases with age. 
This may point toward the possibility that a larger volume 
within a hollow viscus is required an elderly patient before 
pain is experienced as compared to younger subjects, thus, 
the discomfort caused by an obstructive lesion in the bowel, 
for example, may take longer to become symptomatic in 
elderly leading to poor prognosis of the disease.

One factor that is of practical concern is that of analgesic 
tolerance when opioid drugs are being used. Buntin-Mushock 
et al. performed a retrospective chart review of 206 patients 
who had been prescribed strong opioids.[14] They found 

that younger patients reached a maximum dose of around 
450 mg of oral morphine over a 15-month period while 
the older patients achieved a maximum dose of around 
210 mg over 14 months. Homeostatic changes increase the 
risk of gastric irritation and bleeding following exposure to 
nonsteroidal antiinflammatory drugs (NSAIDs) and figures 
would suggest that the risk of gastric bleeding is 4 times 
higher in older individuals when compared to younger 
adults.[15]

Differences in the neuroanatomy, physiology and 
biochemistry of the nociceptive pathways may cause 
alterations in pain perception while differences in the 
pharmacology of drugs in the elderly may alter expected 
responses to these drugs.[16] There have been four studies on 
age-related changes in endogenous pain inhibition tested 
in a conditioned pain modulation paradigm, all of which 
came to similar conclusions.[17-20] Their findings showed 
that this kind of pain inhibition is not only functioning 
poorly in the elderly but sometimes is even reversed into a 
facilitatory function.[20] In other words, the first pain does 
not reduce the sensitivity for a second pain in elderly as 
it does in young individuals, but instead it may enhance 
it. These data suggest an increase in pain threshold and a 
decrease in tolerance threshold, which both are dependent 
on the physical nature of the stressor, as well as a developing 
deficiency in endogenous pain inhibition, which might 
be paralleled by an enhanced disposition to central 
sensitization (stronger temporal summation).[21]

CAUSES OF PAIN IN ELDERLY

Elderly people have a multitude of painful diseases such 
as arthritis, joint pain, heart diseases, bowel disorders, 
and cancer. Arthritis is the most common cause of pain in 
elderly.[22] It is estimated that >50% 65 + aged person having 
pain is suffering from arthritis.[23,24] Pain is often a constant 
and may be localized to the joint affected. The pain from 
arthritis is due to inflammation that occurs around the joint, 
damage to the joint from disease, daily wear and tear of 
joint, muscle strains caused by forceful movements against 
stiff painful joints and fatigue.

Research suggests that 70-90% of people with advanced 
cancer experience persistent pain.[25] It is estimated that at any 
1 time the over-65s will occupy about two-third of hospital 
beds.[26] Further statistics indicate that the over-60s are likely 
to stay more than twice as long in hospital for conditions 
associated with persistent pain than those aged 59 and 
under. While pain management has advanced significantly 
in recent decades, older people remain less likely than 
younger people to receive good pain management, with 
older women and being more at risk of under-treatment 
than older men.[27] In addition, the proportion of the aged 
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population is increasing slowly. These statistics highlight 
pain in older people is an increasingly important health 
issue needing greater recognition and attention.

CANCER PAIN

Individuals with cancer experience both acute and 
persistent pain syndromes. Most acute pain problems 
that these patients encounter are caused by diagnostic or 
therapeutic interventions. Moreover, many cancer patients 
with well-controlled persistent pain have transitory 
“breakthrough” pain.[28] Persistent pain experienced by 
cancer patients may be the direct result of the type of cancer 
that they have, or it may be related to therapies administered 
to manage the disease or to disorders unrelated to the 
disease or its treatment. The incidence of cancer rises with 
age, with one estimate indicating that individuals over 65 
are 11 times more likely to develop cancer than younger 
people.[29] Pain is, therefore, a priority in the care of older 
people with cancer. The extent to which cancer pain is 
relieved during this stage of life has long been understood 
to have a profound impact on quality-of-life.[30]

Bone metastasis which is common in advanced cases of 
prostate, lung, and breast cancer is an important etiology 
of pain in elderly cancer patients. At autopsy, 84% of those 
with prostatic adenocarcinoma have skeletal metastases.[31] 
Prostate specific antigen is currently the most useful marker 
for assessing the level of bone involvement in prostate cancer. 
Treatment with bisphosphonates or denosumab helps to 
prevent complications related to bone metastases. Painful 
bone metastases can commonly be treated successfully with 
external beam radiation therapy. 41% of patients achieve a 
50% pain relief within 4 weeks of treatment.[32]

EFFECTS OF PAIN ON THE LIFE OF 
AN ELDERLY

Research has shown to increase pain thresholds with older 
age.[33] Hence, while the management of pain in older people 
is a major concern, attention must also be paid to the absence 
of pain in older persons where under normal circumstances 

pain would be present, because neglecting any warning 
of impending problems in older people could result in 
greater long-term persistent pain. Further consequences 
of persistent pain in older people include limited mobility, 
breathlessness, depressive symptoms, emotional distress, 
disturbed sleep, social isolation, and suicidal tendencies.[33] 
This results in greater responsibility, cost and resource for 
the caregiver, care-provider, and healthcare system.

Assessment of pain in elderly people
If pain is not recognized, it cannot be treated. Assessment 
of pain is a prerequisite for successful pain management. 
Difficulties arise when assessment is inadequate, and also 
because of the highly subjective nature of pain and the 
difficulty in defining atypical manifestations of pain. Table 1 
highlights the differences between acute and persistent pain. 
American medical association has issued the following 
“Initial Pain Assessment Guidelines.”[34]

Obtain a detailed history, including an assessment of the 
pain characteristics, impact of the pain on multiple domains 
(physical, psychosocial, role functioning, work, etc.,) related 
concerns and co-morbidities (other symptoms, psychiatric 
disorders including substance use disorder, etc.,) prior 
work-up and working diagnosis, and prior therapies.

SOCRATES PAIN ASSESSMENT 
FRAMEWORK

S – severity: None, mild, moderate, severe
O – onset: When and how did it start?
C – characteristic: Is it shooting, burning, aching – ask the 

patient to describe it
R – radiation: Does it radiate anywhere else?
A – additional factors: What makes it better?
T – time: Is it there all the time, is there a time of day when 

it is worse?
E – exacerbating factors: What makes it worse?
S – site: Where is the pain?

Conduct a physical examination, emphasizing the 
neurological and musculoskeletal examination. Obtain 

Table 1: Differentiating acute pain from persistent pain

Characteristics Acute pain Persistent pain

Temporal 
features

Recent onset and expected to last no longer 
than days or weeks

Remote, often ill‑defined onset; duration unknown

Intensity Variable Variable
Associated affect Anxiety may be prominent when pain is severe 

or cause is unknown; sometimes irritability
Irritability or depression

Associated pain ‑ 
related behaviors

Pain behaviors (e.g., moaning, rubbing, splinting) 
may be prominent when pain is severe

May or may not give any indication of pain; specific 
behaviors (e.g., assuming a comfortable position) may occur

Associated 
features

May have signs of sympathetic hyperactivity when 
pain is severe (e.g., tachycardia, hypertension, 
sweating, mydriasis)

May or may not have vegetative signs
Such as: lassitude, anorexia, weight loss, insomnia, loss of 
libido; these signs may be difficult to distinguish from other 
disease‑related effects
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and review past medical records and diagnostic studies. 
Develop a formulation including: (1) Working diagnoses 
for the pain etiology, pain syndrome and inferred 
pathophysiology, and (2) plan of care including need for 
additional diagnostic studies and initial treatments for the 
pain and related concerns.[34]

Self-reporting is the standard method for identifying pain. 
Simply worded questions and easy-to-understand tools are 
designed to assess the sensory and emotional experience 
of pain and the impact it has on the physical, functional, 
and psychosocial aspects of the individual’s life. However, 
concerns persist regarding the effectiveness of using any one 
multi-dimensional tool to assess pain in older people, with 
a recent systematic review of the literature on the assessment 
and management of pain in older people by Schofield 
emphasizing the need for further work to investigate pain 
and behavioral pain assessment scales.[35]

NUMERIC RATING SCALE

In the clinical setting, the numeric rating scale (NRS) is 
simple to use and is one of the most common approaches 
for quantifying pain.[36] Patients indicate their pain intensity 
on a scale of 0-10, with 0 indicating no pain and 10 the worst 
pain imaginable. The NRS can be used at the bedside by 
the clinician or at home by the patient as part of a pain 
diary that serves as a record of pain intensity at fixed times 
throughout the day.

VISUAL ANALOG SCALE

The visual analog scale (VAS) is another validated approach 
to pain measurement and is conceptually similar to an 
NRS.[37] The most common VAS consists of a 10-cm line 
with one end labeled “no pain” and the other end labeled 
“worst pain imaginable.” The patient marks the line at the 
point that best describes the pain intensity. The length of 
the line to the patient’s mark is measured and recorded in 
millimeters. The main theoretical advantage of the VAS is 
that it does not limit pain to 10 discrete levels of intensity, 
permitting a more detailed rating of pain.

FACES PAIN SCALE

This scale presents pictures of 6-8 different facial expressions 
depicting a range of emotions [Figure 1]. This scale may 
be useful in patients who have mild to moderate cognitive 
impairment, or patients with other language barriers.[38]

In addition, an older person’s ability to self-report may 
become increasingly compromised as a result of impaired 
cognition and communication. Factors including dementia, 
some forms of stroke, Parkinson’s disease and/or language 

and cultural barriers may cause such difficulties.[35] Greater 
education and training on this subject are vital to enable 
healthcare staff to effectively understand and treat the 
complex sensory and emotional experience an older person 
in pain suffers.

MANAGEMENT OF PAIN IN 
ELDERLY

Most of the times, pain can be controlled effectively through 
a combination of drug and nondrug strategies. Two basic 
principles should be kept in mind:
• Believe the person you are caring for,
• Every person has the right to good pain control.

Older people are more likely to experience a variety of 
medical conditions requiring polypharmacy, making them 
more susceptible to adverse drug reactions. Reduced renal 
function, altered volume of distribution, and a range of other 
factors can result in elevated levels of free drugs for older 
persons and an increased potential for toxicity. Therefore, it 
is important that the analgesic treatment is tailored for older 
people, with an eye on co-morbidities. Besides, physiological 
changes in elderly include increased fat mass, reduced 
muscle mass and reduced body water which have important 
implications on drug distribution.[39] With the reduction in 
relative fat mass, highly lipophilic drugs, such as fentanyl 
and lidocaine, can have an increased duration of effect due 
to lower uptake in fat. At the same time, water soluble drugs, 
like morphine are less proficiently distributed leading to 
higher plasma concentrations with equivalent doses causing 

Figure 1: Faces pain scale
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increased frequency of side effects. Furthermore, free drug 
availability is significantly amplified by reduction in serum 
albumin which is common in cancer patients leading to 
increased propensity for adverse effects associated with 
highly protein bound analgesics such as NSAIDs and 
antiepileptic agents such as valproate, phenytoin, and 
carbamazepine.[39] Lipid-soluble drugs such as lidocaine 
and narcotic analgesics undergo considerable first-pass 
metabolism while passing from the gastrointestinal tract to 
the liver. Due to altered pharmacokinetics in elderly, peak 
plasma concentrations may rise along with the potential side 
effects. This situation is may be further worsened due to 
associated reduced cardiac output.[40] Furthermore, it seems 
that hepatic phase I reactions involving oxidation, hydrolysis 
and reduction appear more strongly altered by age than 
phase II conjugation processes (acetylation, glucuronidation, 
sulfation, and glycine conjugation).[41] Carbamazepine, 
lidocaine and fentanyl are subject to reduced metabolism 
by the same enzyme systems in elderly. Glucuronidation 
of morphine and glutathione conjugation of acetaminophen 
are examples of reduced and unaltered phase II reactions 
respectively. The most important pharmacokinetic effect 
of age is the reduction in renal clearance.[42] This can be 
compounded by illnesses which further reduce renal 
function. This can lead to drug toxicity at dosing levels 
appropriate for a younger patient with normal renal 
function. Drugs with a predominant renal mode of excretion, 
like gabapentin, can cumulate when kidney function fails.

Inadequate management of pain is the result of various 
factors, such as deficiencies in the education of physicians 
and other health professionals in pain control and palliative 
care; fear among health professionals of drug dependence 
and addiction that results in underprescription and limited 
availability of suitable drugs.[43]

The reluctance to prescribe and administer strong 
analgesics to alleviate pain at the end of life following the 
Shipman case is known as the “Shipman effect”.[44] While 
the exact effect of the Shipman case is debated, the fact 
remains that if older people do not receive appropriate pain 
relief at the end of life, they risk dying in pain – which is 
extremely distressing, not only for the patient but also for 
any family members who witness the death. Therefore, the 
educational and emotional needs of the older person, as 
well as any informal carers, friends, and family need to be 
taken into consideration in order to maximize the effect of 
pain management strategies.

The World Health Organization (WHO) analgesic ladder 
[Figure 2] has been the gold standard in management 
of pain and has been shown to eliminate pain in 80% 
of patients.[45] Additional drugs “adjuvants” are used 
depending on the nature of the pain experience. Analgesic 
ladder for neuropathic pain is depicted in Figure 3.

The principles governing analgesic use have been 
encapsulated in a series of slogans by the WHO:
• By the mouth: The oral route is the preferred one and 

should always be considered in the first instance
• By the clock: One should not wait for the pain to return 

to take the next dose of pain killer; instead they should 
be taken at regular interval to maintain blood level all 
the time

• By the ladder: If after optimizing the dose a drug fails to 
give adequate relief, move up the ladder; do not move 
sideways in the same efficacy group. The goal is to keep 
the patient pain-free at all times

• Individualized treatment: The right dose is the one 
which relieves the pain. The dose can be titrated 
upwards till adverse effects prevent further escalation.

It is important to use an NSAID and an opioid in 
combination for most cancer pains. Nerve inflammation 
results in peripheral hyperexcitability which further causes 
central sensitization. Relief from opioids is limited by this 
central sensitization. Hence, NSAID can be used to control 
nerve inflammation which is the root cause of failure of 
pain to respond to morphine. Other interventions, including 
spinal analgesics, epidural steroids, spinal cord stimulation, 
and nerve blocks, may provide further pain relief if drugs 
are not wholly effective.[46]

MORPHINE: THE GOLD STANDARD 
OF PAIN RELIEF

Morphine can be taken by multiple routes including oral, 
intravenous, sublingual, buccal, rectal, subcutaneous, 
intrathecal or epidural. Its duration of analgesia is about 
3-4 h when administered via the intravenous, subcutaneous, 
or intramuscular route and 3-6 h when given by mouth.[47,48] 
It interacts predominantly with the μ-opioid receptor. 
Morphine is metabolized primarily in the liver, and 
approximately 87% of a dose of morphine is excreted in the 
urine within 72 h of administration.[47] Table 2 lists the step 
wise use of commonly prescribed analgesics for somatic 
pain management. Table 3 lists the adjuvant analgesics 
required in the routine clinical practice.

TITRATION OF OPIOID DOSE

The titration of opioid dose is an orderly procedure,[49] 
requiring following steps:

Step 1
• Start with immediate release opioid (e.g. oral morphine 

2.5-10 mg depending on age and intensity of pain) 
4 hourly

• Breakthrough analgesia (immediate release) is given at 
the same dose as a regular dose.
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Step 2
• Calculate total analgesic requirement (after 48-72 h).

Step 3
• Start controlled release preparation at the equivalent 

daily dose of immediate release (e.g. if oral morphine 
requirement is 120 mg/day, morphine sulfate tablet 
started as 60 mg 12 hourly

• Breakthrough analgesia is the same analgesia at one-sixth 

of the regular total daily dose (e.g. oral morphine 20 mg 
from the previous example).

Step 4
• If patient needs >4 breakthrough doses per day, the 

baseline controlled release dose needs to be increased 
by following steps 2 and 3.

There are some important adverse effects of morphine. All 
patients experience some degree of drowsiness on starting 
opioids. This, usually, wears off 3-5 days after being on a stable 
dose. Constipation is inevitable, and 30-50% patients develop 
nausea and vomiting.[50] It acts on the myenteric plexus in the 
intestinal tract, reducing gut motility, causing constipation. 
Intolerable side effects necessitate switching to an alternative 
opioid. Morphine is a potentially highly addictive substance. It 
can cause psychological dependence and physical dependence 
as well as tolerance.[48] In the presence of pain and the other 
disorders for which morphine is indicated, a combination of 
psychological and physiological factors tend to prevent true 
addiction from developing, although physical dependence 
and tolerance will develop with protracted opioid therapy.

Figure 3: Analgesic ladder for neuropathic pain. aA trial of corticosteroid is 
important when neuropathic pain is associated with limb weakness. bSome 
centers use mexiletene as an alternative to an antiepileptic

Figure 2: World Health Organization pain ladder for somatic pain
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Opioid toxicity, usually, manifests as hallucinations 
(visual and auditory), pseudohallucinations (shadows 
at the peripheries of the field of vision), myoclonic 
jerks, and cognitive impairment.[50] Dehydration is often 
a precipitant of the toxicity and thus initial management 
includes adequate hydration, reduction of opioid and 
haloperidol (1.5-3 mg oral) for cognitive impairment. 
In cases of persistent toxicity, switching to oxycodone or 
hydromorphone is required. Naloxone is used intravenously 
to reverse accidental severe opioid overdose.[47,50]

There are few relative contraindications for morphine which 
should be kept in mind. They include acute respiratory 

depression, renal failure (due to the accumulation of the 
metabolites morphine-3-glucuronide and morphine-
6-glucuronide), raised intracranial pressure, including head 
injury (risk of worsening respiratory depression).[49]

Other nonmorphine opioids commonly used include 
codeine, tramadol, and pentazocine. Nonopioid pain killers 
include paracetamol, diclofenac, ibuprofen, nimesulide, 
and cyclooxygenase-2 inhibitors such as celecoxib and 
valdecoxib.

MANAGEMENT OF BREAKTHROUGH 
PAIN

Because of its sudden onset, severity, and brief duration, 
an analgesic ideal for breakthrough pain should have very 
rapid onset and brief duration of analgesic effect.[28] A widely 
cited approach to manage cancer-related breakthrough pain 
is the use of oral immediate-release opioids. However, oral 
immediate-release morphine first appears in the blood close 
to half an hour after it is ingested.[50] In fact, in a recent 
study evaluating the analgesic effectiveness of several 
breakthrough pain rescue medications among hospice 
patients taking oral preparations (including morphine, 
oxycodone, or hydromorphone), the average time to 
meaningful pain relief was >30 min, whereas the average 
duration of breakthrough pain in these patients was only 
35 min.[51] Thus, alternative methods of managements have 

Table 2: Analgesics for somatic pain management

Drug Dose Remarks

Step 1
Paracetamol 650 mg 4 hourly Hepatotoxicity
Diclofenac 50 mg 4‑6 hourly GI and renal toxicity
Ibuprofen 200 mg 4 hourly GI and renal toxicity

Step 2
Codeine 60 mg 4 hourly Maximum 240 mg daily
Dihydrocodeine 60 mg 4 hourly Maximum 360 mg daily
Tramadol 50‑100 mg 4 hourly Maximum 400mmg daily
Tapentadol 50‑100 mg 4 hourly Confusion in elderly

Step 3
Oral morphine

Immediate release 2.5‑10 mg 6 hourly Hallucination, drowsiness
Parenteral morphine

12‑h sustained release (MST) Starting dose 5‑10 mg Accumulates in renal insufficiency
24‑h release (MXT)

Diamorphine Subcutaneous at 1/3rd dose of oral morphine Less hallucination and confusion compared 
to morphineOxycodone Starting dose 20 mg oral

Hydromorphone
Fentanyl

Transdermal Starting dose 8 mg oral
12‑100 mcg/h over 3 days (12 mcg/h equals 
to morphine 40 mg/day)

Takes 48‑h to reach steady state. Used only 
for stable pain and relatively safe in renal 
failure

Transmucosal
Buccal

Nasal
Buprenorphine

Oral 0.4 mg
IV 0.3–0.6 mg
Transdermal 17.5–35 mcg/h

Methadone 10 mg Useful in neuropathic pain. Safe in renal failure
MST: Morphine sulfate tablet, MXT: Methotrexate, IV: Intravenous, GI: Gastrointestinal

Table 3: Adjuvant analgesics

Indication Drug Dose

Neuropathic 
pain

Dexamethasone 8‑16 mg daily
Gabapentin 100‑300 mg TDS
Amitryptyline Starting dose 25 mg at HS

In elderly 10 mg
Pregabaline 150‑600 mg
Carbamazepine 100 mg BD up to 1200 mg 

daily in three divided doses
Sodium valproate 200‑500 mg at HS

Muscle spasm Diazepam 2‑10 mg daily
Baclofen 5 mg TDS titrated to 

100 mg max daily
Smooth 
muscle spasm

Hyoscine butyl 
bromide

20 mg SC stat. Upto 
120 mg in 24 h

Tenesmus Nifedipine 5/20 mg BD oral
TDS: Ter Die Sumendum (latin), three times a day, HS: Hora Somni (latin), before 
sleep, at bedtime, BD: Bis in Die (latin), twice a day, SC: Subcutaneous
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been studied and offered to the patients. Some agents can 
be predicted to have more rapid onset of analgesic effect 
than traditional opioids. For example, an intravenous bolus 
morphine has an onset of analgesic effect of about 5 min 
after administration, with a lag of the peak effect beyond 
20 min.[52] The most extensively studied novel route for 
breakthrough medication is transbuccal, using the oral 
transmucosal fentanyl citrate lozenge.[53,54]

USE OF NERVE BLOCKS

Nerve blocks may be used to relieve chronic, recalcitrant 
pain not responding to other treatments.

Injection of local anesthetics near the stellate ganglion 
can mitigate the symptoms of sympathetically mediated 
pain such as complex regional pain syndrome type I 
(reflex sympathetic dystrophy).[55] A celiac plexus block by 
means of fluoroscopically guided injection is indicated to 
control pain of the epigastric viscera, especially due to primary 
or metastatic upper abdominal cancers.[56] The most frequent 
pathology associated with the use of this block is pancreatic 
cancer and associated the metastasis. Trigeminal nerve block is 
indicated for the treatment of trigeminal neuralgia, recalcitrant 
herpes zoster ophthalmicus and postherpetic neuralgia.[57]

NONDRUG TREATMENT IN THE 
MANAGEMENT OF PAIN

The importance of nondrug treatments to alleviate pain in 
older people must not be underestimated. Although various 
nondrug treatments still require empirical evidence to support 
their use, many have been found to help relieve and reduce pain 
in older people; including moderate exercise, transcutaneous 
electrical nerve stimulation,[58,59] acupuncture,[60] massage 
therapy,[61] reflexology,[62,63] music therapy,[64] relaxation and 
holistic techniques. Yet there is limited access to information 
on complementary and alternative pain management solutions 
for older people, or their carers, and, as a result, they are not 
widely used in the community. [35]

CONCLUSIONS

The management of cancer pain is a complex issue especially 
in the elderly population with various co-morbidities. 
Sufficient expertise and knowledge must be obtained prior 
to prescription of analgesics in this special group of the 
population.
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