
INDIAN JOURNAL OF MEDICAL & PAEDIATRIC ONCOLOGY Vol. 25 No.4, 2004 28

10. Galer BS, Coyle N, Pasternak GW et al .  Indiv idual
var iabi l i ty in response to di f ferent opioids: report  of
5 cases. Pain 1992;49(1):87-91.

11. Mercandante S, Portenoy RK: Opioid poor ly –
responsive cancer pain. Part 3. Clinical strategies to
improve opioid responsives. J.  of  Pain Symptom
Manage 2001;21(4):338-354.

12. Payne R, Coluzzi P, Hart et al: Long term safety of oral
Tran’s mucosal fentanyl citrate for breakthrough cancer
pain. J Pain symptom Manage 2001;22(1):575-583.

13. Lynn C. Hartmann, Katherine M, et al. Management of
cancer pain, safe adequate analgesia to improve quality
of life. Postgraduate Medicine 2000;107:267-276.

14. Porter J, Jick H. Addiction rare in patients treated with
narcotics (letter). N Eng J Med 1980;302(2):123.

15. Caraceni A, Zecca E, Mart ini  C et al .  Dif ferences in
gabapentine efficacy for cancer pain more apparent than
rare? J. Pain Symptom Manage 2001;21(2):93-94.

16. Small EJ, Smith MR, and Seaman JJ et al: Combined
analysis of  two mult icenter,  randomized placebo
control led studies of  palmidronate disodium for the
palliation of bone pain in men with metastatic prostate
cancer. J Clin Oncology 2003;21(23):4277-4284.

17. Neville-Webbe H, Coleman RE. Use of zoledronic acid
in the management of  metastat ic bone disease in
hypercalcemia. Palliat Med 2003;17(6):539-553.

18. Berenson JR, Rosen LS, Howell a et al. Zolendronic acid
reduces skeletal  –related events in pat ients wi th
osteolytic metastasis. Cancer 2001;91(7)1191-1200.

19. Staats PS, Yearwood T, and Charapata SG, et  a l .
Intrathecal  z iconot ide in the treatment of  refractory
pain in pat ients wi th cancer or AIDS: a randomized
controlled trial JAMA 2004;291:291:63-70.

20. Smith TJ, Staats PS, Deer T et al: Randomized clinical
trial of an implantable drug delivery system compared
with comprehensive medical management for refractory
cancer pain: impact on pain, drug related toxicity and
survival. J clinical Oncology 2002;20(19)4040-4049.

21. Lordon SP. Interventional approach to cancer pain. Curr
Pain Headache Rep. 2002;6:202-206.

22. Geurts JW et al. Efficacy of radiofrequency procedures
for t reatment of  spinal  pain:  a systemat ic review of
randomized cl inical tr ials. Regional Anaesthesia and
Pain Med 2001;26:394-400.

23. Gailbert P, Deramond H, Rosat P, LeGars D. A method
for certain spinal  hemangiomas; percutaneous
vertebroplasty wi th acryl ic cement.  Neuroichirurgie
1987;33:166-168.

24. Fourney DR, Schomer DF, Nader R et al. Percutaneous
vertebroplasty and kyphoplasty for  painful  vertebral
body fractures in cancer pat ients.  Journal  of
neurosurgery 2003;98(1):21-30.

COMMENTS

I am del ighted to be asked to comment on
“Recent Trends in Cancer Pain Management” by
Mishra, Bhatnagar and Singhal and I  must
congratulate the authors on their achievement.
Summarising the many developments in this
field is truly a challenge. They have correctly
identified pain as the symptom which is most
feared by patients with cancer. The good news
is that using the simple framework of the WHO
analgesic ladder, more than 90% of those with
advanced cancer can have their pain controlled.
The tragedy is that many doctors are either
unfamil iar with the pr inciples of the WHO
ladder or are unwilling to put those principles
into practice. Consequently many patients live
and die in pain.

As a generalist working in the f ield of
palliative care I am pleased that Mishra et al
have concentrated in the first part of their article
on the general principles of pain control. I f
pat ients with cancer are to experience the
enhanced quality of life that comes when the
misery of chronic pain is overcome, it is vital
that all health care professionals have a working
understanding of the principles of the WHO
analgesic ladder. As well as providing a simple,
easi ly remembered framework, the ladder
advocates the use of one of the cheapest
analgesics available: morphine. Consequently,
the control of cancer pain does not have to be
limited to aff luent individuals and societies.
Sadly, as Mishra et al point out, lack of palliative
care training and experience amongst doctors
can lead to under use of morphine. It needs to
be stated categorical ly that when t i t rated
appropriately, morphine is a very safe drug and,
in the context of palliative care, it does not lead
to addict ion. When regional or nat ional
legislation limits the availability of morphine,
it is part of the professional responsibility of
doctors to lobby the authorities to improve its
availabil ity.

Pain management in palliative care, with
so many new developments, is an exciting field
to be working in. Mishra et al helpfully list some
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of the interventional techniques now used in the
control of cancer pain. It is very important that
these techniques are available for our patients.
The wide range of pharmacological,
antineoplastic and anaesthetic approaches to
pain management demonstrates that palliative
care is truly a medical speciality. However, it is
vital that we remember that the bulk of pain
management in pal l iat ive care is done by
general ists who can provide excel lent pain
control for the majority of their patients if they
adhere to the simple principles of the WHO
analgesic ladder. I well remember an elderly
woman with advanced cervical cancer in Delhi
who, when I fist met her, was curled up on her
bed, rocking with pain and unable to speak,

despite the intermittent use of strong analgesics.
Three days later,  with the use of regular
paracetamol, her pain was controlled. She was
able to go to the market and to chat with me over
a cup of tea.

As clinicians, we do well to remember that
pain is what our pat ients tel l  us i t  is.  Pain
dominates their attention and can take over
their  l ives.  I t  is our responsibi l i ty to help
patients control their pain so that they can go on
living their lives. Mishra, Bhatnagar and Singhal
have helpfully outlined the important principles
and the newer developments which will allow
the medical community to manage cancer pain
more effectively.

Dr David Mazza
MBChB, MRCGP, MSc (Palliative care)

Macmillan Palliative Care Facilitator and
General Practitioner, York, UK
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