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The Palliative Care and Pain Management Service was called to see a 64 year old man hospitalized for evaluation and treatment of a right lower lobe malignancy with several hepatic metastases. He complained of dull, constant, non-radiating right sided pain in his lower chest and upper abdomen which increased on deep breathing and interfered with sleep. He weighed 175 lbs, had normal liver and renal function. He was being treated with hydromorphone (Dilaudid) 2 mg. PO q 4-6 hours prn for severe pain, and acetaminophen /codeine 300/30 mg (Tylenol #3) q 4-6h for mild pain. He rated the pain 7/10 at worst, 4/10 at best, with modest relief lasting only 2-3 hours after medication. 

Discussion:

The use of qualitative descriptors such as "severe" or "mild" encourages subjective interpretation of pain severity by clinicians, rather than relying on direct quantified (0-10/10) patient report, and should be avoided as unreliable. 

Orally administered short-acting ("immediate release") opioids typically have peak effect at 90-120 minutes, with little or no analgesic effect after 3-4 hours; they should not be prescribed at a duration longer than 4 hours for that reason. Studies show patients are most likely to receive lowest doses of opioid at the longer interval, with resultant poor pain control. 

Only one opioid or opioid/non-opioid combination should be prescribed at one time. Orders with multiple "choices" can be confusing, and there is increased risk of drug interactions, side effects, or toxicity. 

Opioid/non-opioid combinations with acetaminophen carry the risk of hepatotoxicity at doses above 4 gm. per day, often at lower doses in the elderly or compromised patient. Combinations with aspirin or ibuprofen carry the potential of side effects from type 1 NSAIDs. 

Single agent short-acting opioids (morphine, hydromorphone, oxycodone) have the advantage of simpler side effect profiles, and can be safely dose-escalated or titrated at 2-3 hour intervals (assuming adequate renal function) as efficacy is assessed. Once the effective total daily dose is established, more convenient sustained release or long-acting preparations can be chosen. 

Outcomes:

Tylenol/codeine #3 was discontinued. It was elected to rotate the patient to morphine concentrate (Roxanol) 20 mg/ml for ease of titration. Using equianalgesic dosing (7.5 mg. hydromorphone"=" 30 mg morphine), he was begun on morphine concentrate 15 mg every 2-4 hours, reaching a comfort goal (1-2/10) at a dose of 20 mg. every 4 hours. This was converted to 120 mg/day of sustained release morphine (20 mg. x 6 doses ), with 20 mg. morphine concentrate q 2 hours prn "breakthrough" pain. 
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For comments or question regarding the "Case of the Month", contact Dr. Robert Milch at rmilch@palliativecare.org 
