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Pain 

Pain  
persists 

or 
increases 

Pain  
persists 

or 
increases 

Freedom 
from pain 

Non-opioids for  
mild - mod pain 
± Adjuvant 

Weak opioids for  
mild - mod pain 
± Non-opioid       
± Adjuvant 

Strong opioids for 
mod–severe pain   
± Non-opioid       
± Adjuvant 

Weak opioids for 

± Adjuvant 

Non-opioids for 

± Adjuvant 

opioid

mod pain 
opioid       

± Adjuvant ± Adjuvant 

Strong opioids for 
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Approximate dose conversion ratio; PO to PO 
 

Conversion Ratio Calculation Example 

Codeine to MO 10:1 Divide 24h codeine dose by 10 Codeine 240mg/24h PO 
! morphine 24mg/24h PO 

Tramadol to MO 5:1 Divide 24h tramadol dose by 5 Tramadol 400mg/24h PO 
!Morphine 80 mg/24h PO 

MO to methadone Discuss with palliative medicine consultant 
 

Approximate dose conversion ratio; PO to SC/IV 
MO to MO 3:1 Divide 24h morphine dose by 3 Morphine 30mg/24h PO 

!morphine 10 mg/24h SC/IV 
! morphine 0.4mg/h SC/IV 

Methadone to 
methadone 

2:1 Divide 24h methadone dose by 2 Methadone 30mg/24h PO 
!methadone 15 mg/24h SC/IV 

MO to fentanyl Use same calculation as for transdermal patch 

 
Approximate dose conversion ratio; PO to TD 

MO to fentanyl 100:1 Multiply 24h morphine PO dose in 
mg by 10 to obtain 24h fentanyl 
dose; divide answer by 24 to 
obtain mcg/hr patch strength   

Morphine 120 mg/24h PO 
!Fentanyl 1,200 mcg/24h;  
!1,200/24= 50 mcg patch q 
72h. 
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Neuropathic pain in cancer
M. T. Fallon*

Edinburgh Cancer Research Centre, University of Edinburgh, Western General Hospital, Edinburgh EH4 2XR, UK

* Corresponding author. E-mail: marie.fallon@ed.ac.uk

Editor’s key points

† There is an increasing
need for good cancer pain
management as survival
improves.

† Factors specific to the
cancer itself will alter the
neurobiological pain
response.

† Most studies are of
non-malignant pain and
extrapolation to the
cancer setting may be
misleading.

† Further research is
urgently needed for
complex cancer pain
syndromes such as
neuropathy.

Summary. Cancer-related neuropathic pain is common; it can be disease related or related to
the acute or chronic effects of cancer treatment. For example, chemotherapy-induced
peripheral neuropathy occurs in 90% of patients receiving neurotoxic chemotherapy. Cancer
treatments have become more effective; patients are living longer with cancer and there
are more cancer survivors. However, side-effects (particularly neuropathy) have become
more problematic. The key to management of cancer-related neuropathy is a considered
assessment, remembering not to miss the opportunity of reversing the cause of the pain
with appropriate oncological management. An increasing range of oncological therapies
are available, including radiotherapy, chemotherapy, hormonal therapy, or one of the
evolving approaches (e.g. immune therapies).

Patients are often elderly and with comorbidities; therefore, all treatment decisions have
to be made carefully and reviewed appropriately. Cancer pain is often of mixed aetiology or,
if purely neuropathic, may be one of several pains experienced by a patient. For these
reasons, opioids are used more frequently in patients with cancer-related neuropathic pain.
Standard guidelines for the use of anticonvulsants (e.g. pregabalin and gabapentin),
antidepressants (e.g. duloxetine and tricyclics), and topical treatments (e.g. capsaicin and
lidocaine) may be applicable, but there is a lack of good-quality clinical trials in cancer-
related neuropathic pain. Choice is dictated not just by age, drug interactions, and
comorbidities, but also by the coexistence of many symptoms in patients with cancer.
Treating more than one symptom with a particular neuropathic pain agent can avoid
polypharmacy.

Keywords: cancer; neuropathic; pain

The challenge of managing cancer-relatedpain has broadened
over the last decades. Cancer-related pain can be sub-divided
into pain related to: advanced cancer; active cancer; and
cancer treatments. There has been a significant evolution in
the types of tumoricidal treatments available, resulting in
more cures and longer prognoses for those not amenable to
cure. However, treatment-related problems have become
more common, especially peripheral neuropathies (http://
www.mysanantonio.com/sponsoredarticles/lifestyle/health-
wellness/article/Advances-in-Cancer-Treatment-4097631.php).

Fundamentals of cancer-related pain
management
Pain assessment in patients with cancer should characterize
the pain complaint, taking into account the status of the
underlying disease, clarifying the pain in terms of its cause,
syndrome, and pathophysiology and obtaining details about
other factors that may contribute to the illness burden.1 Pain
can be addressed with primary disease-modifying treatment
(most often radiotherapy) if available, feasible, and consistent
with the goals of care. The symptomatic treatment of choice for

cancer pain is opioid-based pharmacotherapy and the aim is to
optimize the positive outcomes from these drugs and minimize
the side-effects. Effective opioid treatment depends on the ap-
propriate selection of a drug and route, individualization of the
dose, consideration of ‘rescue’ dosing for breakthrough pain,
and treatment of common opioid side-effects. The addition
of a non-steroidal anti-inflammatory drug to opioid treatment
can be helpful, but the gastrointestinal, cardiovascular, and
renal risks of these drugs should be weighed against their ben-
efits on an individual basis.

Adjuvant analgesic drugs (e.g. glucocorticoids, antidepres-
sants, and anticonvulsants) have manyuses when opioid treat-
ment alone is not sufficient. Specific use of adjuvant analgesics
as neuropathic agents will be discussed in detail later. Many
non-pharmacological treatments can be used to improve
pain control, coping adaptation, and self-efficacy; mind-body
strategies have established benefit and can be used in a
restricted but potentially useful manner by non-specialists.
Interventions, including nerve blocks, external, and implanted
spinal lines, play a small but important part in the manage-
ment of refractory pain. Success usually depends on appropri-
ate patient selection.

British Journal of Anaesthesia 111 (1): 105–11 (2013)
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Medication 
Class 

Drugs 

Dopamine  
Antagonists 

"!metoclopramide 10-20mg po/iv/sc/pr q4-8h 
"!haloperidol 0.5-1 mg po/sc/iv q6-12h 
"!domperidone 10 mg po q4-8h 

Prokinetic "!metoclopramide 10-20 mg po/sc/pr q4-8h 
"!domperidone 10 mg po q4-8h 

Serotonin 
Antagonists 

"!ondansetron 4-8 mg bid-tid po/sc/iv  
"!granisetron 0.5–1 mg po/sc/iv OD - bid 

H1 
Antagonists 

"!dimenhydrinate 25-100 mg po/iv/pr q4-8h  
"!promethazine 25 mg po/iv q4-6h  

Miscellaneous  "!dexamethasone 2-4 mg po/sc/iv OD-qid 
"! lorazepam 0.5 - 1 mg po/sl/iv q4-12h  
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EPEC module – Bowel obstruction 
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