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Today's Treatment

Diseases of the central nervous system

Relief of terminal pain

R G TWYCROSS
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To most people pain and incurable cancer are inextricably
intertwined. In fact, as many as half of all patients with terminal
cancer have no pain or negligible discomfort at most. Forty
per cent experience severe pain and the remaining 10% suffer
less intense pain. Furthermore, it is theoretically possible to
relieve the pain in every case. Success depends on the doctor
having an adequate concept of the nature of pain, an understand-
ing of the correct use of analgesics, and links with specialist
colleagues so that help can be obtained in problem cases. In
addition, the patient needs support and companionship if he is
to overcome the anxieties engendered by his progressive
deterioration and master the fears produced by the intuitive
realisation that he will die unless something dramatic happens.

The nature of pain

Pain associated with advanced cancer is usually chronic and
constant, even if variable in intensity. It is important to realise
that acute and chronic pain are as different from one another as

acute and chronic renal failure. It is all too easy for a doctor
to forget this when, in all probability, he has no personal
experience of chronic pain. His understanding of pain is usually
taken from his own experience of acute pain-toothache,
headache, bruise, or sprain-all of which pass relatively quickly.
On the other hand, chronic pain is a situation rather than an

event and it: (a) is impossible to predict when it will end;
(b) usually gets worse rather than better; (c) is meaningless;
(d) frequently expands to occupy the patient's whole attention
and isolates him from the world around. When that happens,
life is no longer worth living. LeShan illustrates the point well:
"As the Nazis well understood and demonstrated, meaningless
and purposeless torture is much harder for the person to
accept and resist than is torture which the subject can place in a

coherent frame of reference. A perceived senselessness in the
universe weakens our belief that our efforts have validity and
point. They appear to be essentially futile. This makes it much
harder to continue these efforts, including those of coping with
pain and stress."'

Pain is, in fact, a dual phenomenon, one part being the per-

ception of the sensation and the other the patient's emotional

reaction to it. Depression, anxiety, fear, and other unrelieved
symptoms all tend to exacerbate pain. Thus, when assessing
pain, mental and social factors must be considered in addition to
the physical.
At a weekly seminar for trainee general practitioners patients

encountered in routine work were discussed in order to show that
psychological factors can exist even in an apparently straight-
forward physical illness.2 On one occasion discussion centred
on the problem of a patient with metastases in bone from
disseminated breast cancer whose pain remained unrelieved by
narcotic analgesics. During the seminar it was suggested that
the pain was intractable as the woman was angry because her
doctors and relatives would neither admit that she was dying
nor discuss the problems this created. This proved to be the right
explanation; a full and frank discussion resulted in a dramatic
improvement in her mental state and she no longer complained
of pain.
A diagnosis of cancer does not necessarily mean that the

malignant process is responsible for the patient's pain. As
always, diagnosis must precede treatment. Constipation, peptic
ulcer, bedsores, cystitis, or musculoskeletal pains may prove

to be the cause of pain and demand specific treatment.

General principles

The right dose of any analgesic is that which gives adequate
relief for a reasonable period. Patients do not want to be con-

stantly taking tablets or receiving injections. A four-hour interval
between doses should be regarded as the norm, though occa-

sionally a shorter period may be necessary. Pain is a potent
"antanalgesic" and to allow the pain to re-emerge before
administering the next dose not only causes unnecessary suffer-
ing but encourages tolerance. Accordingly, "four-hourly as

required" has no place in the treatment of persistent pain.
Whatever its aetiology, chronic pain requires regular preventive
therapy. The aim is to titrate the level of analgesia against the
patient's pain, gradually increasing the dose until the patient is
pain free. The next dose is given before the effect of the previous
one has worn off and, therefore, before the patient may think it
necessary. It is thus possible to erase the memory and fear of
pain. At St. Christopher's Hospice we find that most patients
do not require a dose at 2 am though, if it is found to be neces-

sary, the patient is wakened to take it rather than have him
wake later complaining of a recurrence of the pain.

If a drug ceases to be effective the patient should be trans-
ferred to a stronger alternative. In many cases this will be a

narcotic analgesic. "Maximum" or "recommended" doses,
derived mainly from postoperative parenteral single-dose
studies, are not generally applicable to the treatment of chronic
pain.
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Choice of analgesic

Unless the pain is severe, non-narcotic analgesics should be
tried initially. Many patients can tolerate up to 1200mg of aspirin
four-hourly, obtaining relief denied to them at the more
conventional 600-mg dose. For those unable to tolerate aspirin
paracetamol may be used. If these are not effective the weak
narcotic analgesics, codeine and propoxyphene, with aspirin or
paracetamol should be prescribed (Codis, Panadeine Co, Napsal-
gesic, Distalgesic).

Pentazocine (Fortral) and pethidine have little or no place
in the treatment of chronic pain. By mouth, 50 mg of pentazocine
is less potent than two tablets of Codis or of Distalgesic.3
Furthermore, the proportion of patients experiencing psycho-
tomimetic side effects is unacceptably high when there are
safer alternatives.4 Although such side effects tend to be dose-
related, they have been observed after even small doses by
mouth. In the same way orally administered pethidine is not a
potent analgesic and, by injection, acts only for some 2 to 3
hours.5 The place of dextromoramide (Palfium) is uncertain;
unlike other narcotic analgesics, tolerance to its analgesic action
appears to develop rapidly.
Most doctors prefer a patient not to progress directly from

codeine or propoxyphene-containing compounds to morphine
(table I). Dipipanone is then a useful intermediate; and, al-
though it is available only with cyclizine as Diconal, there is no
evidence that it causes more nausea than other narcotics. Levor-
phanol, phenazocine, and methadone should be regarded as
alternatives to morphine and diamorphine.

TABLE i-Analgesic ladder. Drugs increase in potency as pain becomes more severe

Pain

Mild
Moderate
Severe

Analgesics

Aspirin, paracetamol
{ Codeine, propoxyphene
\ Dipipanone, hydromorphone

Diamorphine, morphine, levorphanol, methadone, phenazocine
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Adjuvant medication

Most patients with terminal cancer have more than one symp-
tom. Nausea and vomiting are both common and the use of a
narcotic analgesic tends to precipitate or exacerbate these
symptoms, particularly if the patient is ambulant. Patients
prescribed a narcotic analgesic should be questioned about
nausea and vomiting and either have an antiemetic prescribed
simultaneously or the need for such reviewed two or three days
later. A patient will not continue to take an analgesic if it results
in nausea or vomiting. At St Christopher's Hospice a pheno-
thiazine (generally prochlorperazine) is prescribed routinely.
It acts not only as an antiemetic but also supplements the seda-
tive effect of the narcotic analgesic. This is often replaced by
chlorpromazine or, occasionally, methotrimeprazine in patients
with an appreciable psychological component to their pain-
for example, the patient with lung cancer experiencing both
pain and dyspnoea and who fears death by suffocation or the
woman who feels that her fungating breast cancer is jeopardising
her relationship with her husband. Chlorpromazine or promazine
are also used to control confusion, delirium, or psychotic
manifestations. Because many patients are both elderly and
debilitated it is wise to prescribe not more than 12-5 mg of
chlorpromazine initially, to be administered every four hours
with the narcotic analgesic.
Some patients require an additional antiemetic such as cycli-

zine or metoclopramide. Constipation often occurs and requires
an appropriate regimen of diet, laxatives, suppositories, and/or
enemas.
A quarter of the patients at St Christopher's Hospice are also

prescribed either a tricyclic antidepressant or a benzodiazepine
tranquilliser. Generally speaking, the latter are used for short
periods to help patients at times of severe anxiety, while the
former are used for longer periods if the patient becomes
depressed. This occurs more frequently in patients who have a
prolonged terminal phase.

The top of the analgesic ladder has not been reached simply
by prescribing diamorphine or morphine. Both may be given in
a wide range of oral doses, from 5 to 100 mg every four hours,
after which injections can be used. In Britain diamorphine and
morphine are usually administered in an elixir with cocaine.
A convenient formulation is now included in the British National
Formulary; because of their limited shelf life, unused solutions
of diamorphine should be discarded after four weeks. Alterna-
tively, aspirin and powdered opium (Nepenthe) may be used;
each 1 ml of undiluted Nepenthe contains about 10 mg of
morphine hydrochloride.
By mouth, diamorphine is about one and a half times more

potent than morphine; it is rapidly metabolised in vivo, firstly
to monoacetylmorphine and then to morphine. Thus diamor-
phine and morphine have similar actions and unwanted effects.
Nevertheless, as diamorphine is considerably more soluble than
morphine-100 mg will dissolve in 0-2 ml-freeze-dried am-
poules of diamorphine hydrochloride are recommended when
regular injections are required. It should be emphasised that
most patients can be maintained on oral medication. The main
indication for parenteral administration, apart from the last
few hours of life, is intractable nausea and vomiting despite the
prescription of an antiemetic. The need for injections may
occasionally be circumvented by using analgesic suppositories,
such as oxycodone pectinate 30 mg (Proladone), one or two
every six to eight hours. This is clearly an advantage in home-
based terminal care. Alternatively, round-the-clock relief may be
maintained by using Duromorph, a microcrystalline suspension
of morphine, twice daily.
At St Christopher's about 90% of the patients prescribed

diamorphine never require over 30 mg every four hours. If a
higher dose becomes necessary alternative or additional measures
should be considered or a second opinion sought.

Additional measures

There is, of course, more to analgesia than analgesics, and
additional or alternative measures should always be considered
-for example, an anti-inflammatory agent (phenylbutazone or
prednisolone) or radiotherapy may be needed if the pain is due
to skeletal metastases (see table II). An intrathecal phenol
nerve block or a cordotomy may be necessary when pain is
caused by invasion of the brachial plexus or sciatic nerve. In
cancer of the head or neck, the pain may be related to secondary
infection and swelling; in such cases an antibiotic should be
prescribed. Headache due to raised intracranial pressure is best
treated with a glucocorticosteroid as well as an analgesic.

Moreover, the value of diversional activity should be remem-
bered. It ranges from backrubs to occupational therapy, talking
books, access to radio and television, someone to talk to, and
dayroom activities. Pain feels worse when it occupies the patient's
whole attention. Diversional activity does much more than just
"pass the time": it also diminishes the pain. Both attention and
consciousness are essential to the perception of pain. We can
reduce one or other, but reduction of attention is often surpris-
ingly effective.

TABLE iI-Additional analgesic measures

Pharmacological:
Antibiotics
Anti-inflammatory drugs
Glucocorticosteroids
Cytotoxic drugs

Physical:
Chemical sprays
Local heat
Immobilisation
Jobst compression
Electrical stimulation

Irradiation

Injections:
Local anaesthetic
Peripheral nerve block
Autonomic nerve block
Intrathecal block

Neurosurgery:
Peripheral nerve section
Cordotomy
Hypophysectomy

Palliative surgery
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Unwanted effects

Nausea, vomiting, and constipation have already been dis-
cussed. When a narcotic-phenothiazine combination is prescribed
the patient may feel sleepy initially but this diminishes after a
day or two. Persistent definite drowsiness is unusual and appears
to be related more to a state of advanced debility than to the
use of narcotic analgesics. There is no significant correlation
between the dose administered and mobility.6 Respiratory
depression is rarely seen in association with oral medication,
especially when the dose is made optimal for the individual over
several days. Even so, many doctors are reluctant to use narcotic
analgesics, particularly diamorphine or morphine, because they
fear that the patient will become addicted. But, psychological
addiction-a compulsion or overpowering drive to take a drug
to experience its psychological effects-does not occur when
pain control is part of a pattern of total care.7 8

Occasionally a patient has been admitted to St Christopher's
Hospice who appears to be addicted, demanding "an injection"
every two or three hours. Typically such a patient has a long
history of poor pain control and will for several weeks have been
receiving fairly regular (four-hourly as required) but inadequate
injections of one or more narcotic analgesics. Given time, it is
usually possible to control the pain adequately, prevent clock-
watching and the demanding behaviour, and, sometimes, transfer
the patient on to an oral preparation. But even here, can it be
said that the patient is really addicted ? Is he craving the narcotic
to experience its psychological effects ? Or is he craving relief
from pain, in part if not in full, for at least an hour or two ?

Physical dependence probably develops in some, if not most,
of the patients treated for more than two or three weeks with a
narcotic analgesic but it does not prevent the gradual downward
adjustment of dose nor the complete curtailment of treatment
should this become clinically feasible. Tolerance is not a
practical problem when narcotics are used in theway described.7 8

Communication

Death is probably the loneliest experience any of us will ever
have to face. Those who are dying reach out for support and
companionship to trusted advisers and those they love most.
If the doctor "fobs" off his patient's questions with glib and

Is there a tranquilliser with no hypnotic effect ?

Drugs of the phenothiazine group (such as chlorpromazine), the
benzodiazepine group (such as diazepam and chlordiazepoxide), and
all other tranquillisers (such as haloperidol and meprobamate) have
some sedative properties. At low doses the sedative effect may be
minimal but with increasing dosage the sedative-hypnotic effect
increases.

What medical preparations are advisable for a doctor who is to
accompany a large group of young people on a camping expedition
to the Pyrenees?

The medical preparations recommended for this expedition are those
for first aid only, as good hospital facilities are available for serious
conditions. In summer and autumn the weather is usually warm and
sunny and exposure is not, therefore, a problem. From my own
experience, I find that if the party knows there is a doctor accom-
panying them they tend to consult him freely over minor ailments
and enormous amounts of paracetamol and Elastoplast dressing
will be needed. This is not altogether a bad thing as it promotes
good relations, and improves morale.

I would suggest the following medicines and dressings:
Diarrhoea prevention-diphenozylate hydrochloride/Streptotriad.
Sedative-diazepam/nitrazepam.
Aperient-senna fruit/danthion.

false answers the patient will soon realise that the doctor
does not consider him capable of being told the truth. He then
turns to his wife, whose anxiety is obvious, only to be told that
"everything is coming along nicely. The doctor said you will
be up in no time." The patient knows this is untrue and, after
a few such experiences, feels totally alone, retreats more and
more into himself, and becomes increasingly dejected and lonely.
Resentment at everything and with everybody builds up and
symptoms tend to multiply and worsen. On the other hand, the
emotional isolation of the dying may be diminished if all who
care for him are aware of the problem and treat the patient with
kindness, understanding, and as an intelligent adult capable of
adjusting to the truth.9
One group of general practitioners discovered that, "As the

doctor-patient relationship improved, many doctors found they
could reduce the drugs. As the true diagnosis of the patient's
pain became clear and the patient was helped to deal with the
pain of dying, there was less need for sedatives, tranquillizers,
and analgesics. This almost certainly reflected the doctor's own
feelings. Once he was able to deal with his own pain of the
patient dying . . . the need for drugs became less."

The monthly MIMS index of proprietary preparations available in
Britain includes the following trade names for the main drugs
mentioned in this article (other than broad groups such as corti-
costeroids): chlorpromazine: Amargyl, Chloractil, Largactil;
cylizine: Valoid; methotrimeprazine: Veractil; metoclopramide:
Maxolon, Primperan; prochlorperazine: Stemetil; promazine:
Sparine.
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Analgesic-paracetamol/soluble asprin/pentazocine injection.
Indigestion tablet-aluminium hydroxide gel/dimethicone.
Antibiotic-penicillin VK/oxytetracycline.
Sunburn lotion/ointment-mexenone.
Sting ointment-diphenhydramine hydrochloride cream/insect

repellant spray.
Antiseptic cream-cetrimide cream/chlorhexidine gluconate

solution.
Dressings etc-Several assorted boxes of Elastoplast dressings,

crepe bandages 7-5 cm, neomycin sulphate, blow-up splint set,
slings, open wove cotton bandages, gauze dressings.
Water is drinkable and water sterilisation is not necessary at the

commercial camp sites.

Is there any alternative treatment to surgery for a patient with numerous
calculi in both parotid glands ?

The patient is likely to be suffering troublesome symptoms owing to
recurrent obstructive parotitis and there will be a vicious circle of
obstruction-infection-more calculi. Parotidectomy in experienced
hands is the best form of treatment. No conservative treatment can
remove the calculi or the already damaged glands. Radiotherapy is
usually contraindicated, as the dose needed to render the gland non-
secretory would also endanger the overlying skin and other nearby
structures, and the risks of the late effects of the radiation would
hardly be warranted for a non-malignant condition in what is often a
relatively young patient.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5990.212 on 25 O
ctober 1975. D

ow
nloaded from

 

http://www.bmj.com/

