



Cost for 30 days treatment (Drug Tariff and NHS dm+d, February 2009)


NB Doses shown are for general comparison only and do not imply therapeutic equivalence
REGIONAL DRUG AND THERAPEUTICS CENTRE





Medicines Management - Practice Visit Detail Aid


Opioid Analgesia in Cancer








Which opioid should be used to control cancer pain?


Oral morphine is the recommended opioid in the European Association of Palliative Care guidelines and at step 3 of the WHO pain ladder when strong opioid analgesics are introduced for the relief of moderate to severe pain. 1,2


It is available in a range of presentations and formulations including modified-release capsules and tablets, liquid, and granules for suspension.


A review of oral morphine in cancer pain reported that adverse effects were common but not associated with a high discontinuation rate (4%), 3 suggesting that adverse effects can be managed in most patients.





Transdermal fentanyl


Fentanyl patches now account for a significant proportion of primary care prescriptions for strong opioids.


They are costly compared with oral morphine, with little evidence of improved tolerability other than a small reduction in the incidence of constipation seen in some studies. 3


There are numerous additional factors relating to the safe and effective use of fentanyl patches that must be considered. 4


Transdermal fentanyl is not suitable for unstable pain, and dose titration must be performed slowly and with caution. 5


Elimination of transdermal fentanyl is also slow. 5





What about breakthrough pain?


Oral morphine is a useful and cost-effective option which is available in a number of appropriate formulations such as liquid and immediate-release tablets. 5


Other options include oxycodone oral solution, immediate-release oxycodone or hydromorphone capsules, and fentanyl lozenges. 5


New products are buccal (Effentora®▼) and sublingual (Abstral®▼) fentanyl tablets. 6  They have only shown efficacy in placebo-controlled trials 7,8 and in the absence of active-comparator studies are not recommended in preference to less costly alternatives such as morphine.





Other non-morphine opioids


Evidence to support switching to an alternative opioid is generally poor 9 although this may be the only practicable option in many situations.


Non-morphine options, which will usually incur considerable additional costs, include fentanyl patches, modified-release oxycodone or hydromorphone, and buprenorphine patches.


There is no consistent robust evidence for improved efficacy or tolerability of these preparations compared with oral morphine. 3,10-12


There is insufficient evidence to recommend a specific sequencing of opioids. 9
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Guidance Summary:





Oral morphine is an effective and well-tolerated strong opioid with a good evidence base for use in cancer-associated pain.


Oral morphine represents the most cost-effective strong opioid for chronic and breakthrough cancer-associated pain and it is available in a number of use presentations.


Numerous other strong opioid drugs and presentations are available but these should be reserved for proven cases of morphine intolerance.


There is insufficient evidence on which to recommend a specific sequencing of opioid drugs.


Transdermal fentanyl patches account for a significant proportion of primary care prescriptions for strong opioids. They are costly compared with oral morphine, and evidence for improved tolerability is relatively weak.


New fentanyl preparations for the control of breakthrough pain (Effentora® and Abstral®) have not been tested against active comparators and are not recommended in preference to less costly alternatives.





For full review and additional references see Regional Drug and Therapeutics Centre


Drug Update No. 63 – Opioid Analgesia in Cancer (February 2009)


website: � HYPERLINK "http://www.nyrdtc.nhs.uk" ��www.nyrdtc.nhs.uk�








For full review and additional references see Regional Drug and Therapeutics Centre


Drug Update - Name No. 63, Opioid Analgesia in Cancer (February, 2009)


website: � HYPERLINK http://www.nyrdtc.nhs.uk ��http://www.nyrdtc.nhs.uk�
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Morphine 60 mg MR





capsules, twice daily





Morphine 60 mg MR tablets,





twice daily





Buprenorphine patch





(Transtec®) 52.5 mcg/hour,





twice weekly





Hydromorphone 4 + 8 mg





MR, twice daily





Fentanyl patch (Durogesic®)





50 mcg/hour, once every 3





days





Oxycodone 40 mg MR, twice





daily








