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Controlling Breakthrough Pain
in Chronic Pain States

ln chronic pain states, breakthrough pain is inevitable; therefore,
any pain management plan must aeknowledge and prepare for it.

\

I

rlrh" mtrtual goal ol physician and

I patient in managrng chronic pain

should be to gctin control oyer the

pain. Becatse there is no cnre for
chronic pain, it is not realistic to

expect a pain-free state. Setting
unrealistic goals creates disappoint-
ment and a sense of failure for pa-

tients, their loved ones. and their
physicians. Even with the best pain
control plan, "breakthrough" pain is

inevitable. The pain patient should be

made to understand that ( 1) break-
through pain is normal, and (2)

breakthrough pain should not be

considered a sign of failure. The goal
of pain management should be to
restore the patient's function and

enhance quality of life to a mutually
acceptable point.

The key to controlling break-
through pain is to minimize the

frequency, severity, and duration of
each breakthrough episode with the

intention of lowering the pain level
to baseline as quickly as possible.L

It is important to control break-
through pain and return to the base-

line to allow around-the-clock (AIC)
opioids to continue working. If it is
not controlled or the treatment is not
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allowed, the patient may live in f'ear

of an exacerbation of pain and limit
activity.r Patients must have some

control over pain in their lives; pain

should not be allowed to take control.

BASETINE PAIN

An AIC opioid otfers the best control
over chronic pain; nonetheless, it is
not possible to relieve all of the pain

all of the time. Medications pre-

scribed as needed cause peaks and

valleys of overmedication followed
by inadeqr-rate analgesia.s Nonsteroid-
al anti-inflammatory drugs (NSAIDs)

and short-acting opioids are not safe

for chronic daily use.r The goal of
an AIC is to maintain steady pain

control without peaks and troughs in
the blood levels and to srmplify the

regimen to ensLlle compliance.

Breakthrough episodes are not

an indication of poorly controlled or

tunconlrolled pain: however. ir is

important to distinguish between

breakthrough pain and uncontrolied
pain.l The purpose of the ATC is

voided il a daily rescue medication is
required. First, pain control must be

reached with an AIC or nonopioid,
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such as an antiepileptic drug (AED).
Rescue medication may then be used

when pain increases beyond the

baseline.a The baseiine is estabiished

by titratin-q the AIC medication until
an acceptable pain level is reached or
no further improvement occurs with
escalating doses. The baseline will
difler for every patienl. since pain

tolerance varies between patients and

by unique factors associated with
chronic pain. As depression. anxiety.

sexual dysfunction, insomnia, and

fatigue are treated and improve, many
patients can tolerate higher levels of
pain. Therefore, the baseline level
should be periodically reassessed.

PSYCHOLOGICAL

CONSIDERATIONS

To decrease patients' anxiety and

lear of recurring pain. sholt-acting
opioids should be provided for break-

through episodes; however, worry over
the ellectir eness of a short-acting

medication or fear of not having
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enough medication can increase a

patient's anxiety. Fear of pain has a

greater negative impact on quality of

life than the severity of pain or the

patient's functional status. The fear

ofpain actually increases attention to

pain and can decrease tolerance of it's

Providing an AIC, along with short-

acting opioids for breakthrough pain,

can help reduce a Patient's fear of

recurring pain.6

TYPES OF

BREAKTHROUGH PAIN

There are several tYPes of break-

through pain: incident, idiopathic, and

end-of-dose. Incident breakthrough

pain occurs when an activitY or

circumstance causes Pain to rise

above the baseline.2 If patients are

aware of the triggers, they should be

instructed to take the breakthrough

medication in anticipation of pain,

allowing the medication to reach

serum levels before an activitY or

circumstance actually results in pain.

Short-acting medications should be

taken 30 minutes before a potentially

pain-causing activitY.

Idiopathic breakthrough Pain

cannot be predicted.2 In this situation,

a rapid-acting pain medication such

as the Actiq fentanyl lollipop, provid-

ed on an outpatient basis, can be

helpful.
End-of-dose failure occurs when

the AIC does not last until the next

dosing time.

TREATMENTS FOR

BREAKTHROUGH PAIN

With all three types of brealcthrough

pain, frequency should be taken into

A rapid-actiltg Pain
nredicatiom, such as the Actiq

fentanyl lollipoP, Provided.on
an sutpatient basis, can be

helplul for idioPathic
breakthrough Pain.

consideration. If the patient experi-

ences breakthrough Pain more than

three times a week, the ATC medica-

tion should be increased, taking into

consideration the adverse effects of
the AIC. As the dose is increased,

sedation, constipation, and dizziness

will also increase.2 The goal is im-

proved quality of life and control over

pain. If an increase in the AIC causes

sedation such that activities are

limited, other factors of the chronic

pain syndrome will worsen and the

patient's function will continue to

decrease. ConverselY, if the ATC is

increased and the adverse effects are

minimal, the patient's level of activity

and quality of life will imProve.

For end-of-dose failures, the

options in order of imPortance in-

clude: (1) increasing theAIC dose;

(2) switching to a different AIC,
preferably one with a longer action

(eg, switch from OxYContin to the

fentanyl patch); (3) decreasing the

dosing interval (eg, increase from

bid to tid); and (a) providing a rescue

dose at the point of failure.a The last

option is the least desirable.

PRESGRIBING OPIOIDS

Long-acting opioids are not appropn-

ate for use as rescue medication;

Short-acting opioids are not appro-

priate for extended periods of time.

When it has been determined that a

pain management plan should incor-

porate opioids, control over chronic

pain is best accomplished by combin-

ing an AIC opioid with a shoft-acting

opioid for rescue. Avoid pain rescue

using two long-acting oPioids or

using a short-acting opioid in place

of an AIC and rescuing with another

short-acting opioid. Doing so would

increase the risk of overdose and

provide ineffective Pain relief.

The patient should be given a

scheduled long-acting pain medica-

tion to control the baseline pain and

then provided an appropriate break-

through treatment. In addition, the

patient and familY should receive

education on the appropriate use of

all medications as well as when to

seek professiona.l care for inappropri-

ate levels of pain.

Patients should be instructed

on the appropriate dosing ofbreak-

through pain medication. Patients are

often placed on a long-acting medica-

tion and instructed to take very low

doses of a short-acting opioid. This

causes fear and frustration since the

pain is not adequatelY dosed. This

practice actually increases the risk of

overdose and addiction. The patient is

likely to increase medication without

knowing dosing schedules or the

dangers of overdosing or drug inter-

actions. The dose of the breakthrough

opioid should be207o of the long-

acting dose. For example, if OxyContin

80 mg bid was Prescribed, Providing
two 10-mg tablets of Vicodin would

be aa appropriate breakthrough dose'

Combining different oPioids is

inappropriate. Although there are

subtle differences between o(-receptor

opioids, it is unrealistic to expect that

someone taking hYdrocodone will

benefit more by adding codeine than

by doubling the dose. AICs are

equivalent. If pain is incompletely

controlled on one dose of an ATC,
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increase the dose. Adding a second

AIC will only increase the side

effects and drug-drug interactions.

For example, Duragesic 50 prg plus
OxyContin 40 mg bid is not more

effective than Duragesic 100 pg

alone or OxyContin 80 mg bid alone.
It is not true that that two opioids are

better than one or that a lower dose

of each is safer than a higher dose

of one.

A patient with chronic pain can

be prescribed an AIC in three di_ffer-

ent scenarios: (1) Overmedicating
with the goal of having no pain, eg,

a patient who experiences break-
through pain on OxyContin 40 mg
bid increases medication to 80 mg
bid. Breakthrough is minimal, but
more medication is prescribed than
is needed for baseline control and

the risk of side effects increases.
(2) Providing a low-dose AIC for
multiple breakthrough treatments.
This patient would be prescribed

OxyContin 20 mg bid and Lortab
qid. The patient receives the same

medication as if prescribed Oxy-
Contin 40 mg, but must treat break-
throughs throughout the day. This
can lead to addiction while the pain
remains uncontrolled. (3) Prescribe
enough AIC to give control 90Vo of
the time and then a medication for the
inevitable breakthrough pain. In this
case, the patient is neither overmed-
icated nor undertreated. If the ATC
does not control the pain sufficiently
to limit breallhrough pain to no more
than one or two episodes per day,

increase the baseline medication.
The other consideration is the pattern
of the breakthLrough. If the patient
experiences pain at a specific time
every day, consider prescribing a

short-acting opioid routinely before
the breakthrough pain is likely to

occur. Then examine the AIC med-
ication coverage required to alter the

amount or frequency of the dose.

The short-acting opioid should be

limited to the lowest possible dosage.

Opioids can cause depression, hyper-

analgesia, decreased delta-wave

sleep, and constipation. In one study,

an increase in unemployment rates

was noted among chronic opioid
users compared with chronic pain
patients who did not use opioids.T

Cognitive changes can occur with
increased doses of rescue medication;

however, tolerance of cognitive
changes occurs with chronic stable

doses of long-acting opioids.s

Prescribing for
Breakthrough Pain

How much breakthrough medication
will a patient use in 1 month? The
answer is ALL THAT IS PRESCRIB-
ED. Most patients will either have
used all of the medication or will not
admit to having any extra at the end of
the month. Since there is no certainty
as to how many episodes of break-
through pain will occw in a given
month, it is difficult to know how
many tablets to prescribe. The patient

will want to treat every episode;

however, a patient cannot be given an

unlimited amount of opioids. There
are several problems associated with
providing large amounts of break-

through medication: (1) It requires the
guidance of a physician. (2) Patients

will use the breakthrough medication
attemptiag unsuccessfully to lower
the baseline. (3) Patients will hoard

medication for fear of not being able

to obtain the drug in the future.e (4)

Having more medication than needed

will increase the risk of drug diver-
sion, overdosing, and adverse events.

Having more medication
than needed will

increase the risk oI
drug diversion, overdosing,

and adverse events.

Patients are not usually given
total control over how much medica-
tion they take. A diabetic may be

allowed to treat elevations of blood
sugar with increased amounts of
insulin, but this is accompanied by
strict guidelines and a limited supply
of insulin. The same is true with the
treatment of asthma, epilepsy, or any
other disease entailing intermittent
episodes or exacerbations. It would
be inappropriate for an asthmatic to
be given instruction to use albuterol
every time shortness breath occurs
without being given treatment guide-

lines or considering therapeutic
alternatives. It is important to treat
pain with the same standards used for
other diseases.

Initially provide a maximum of
three treatments for breakthrough
pain per week. This amount should
be adjusted the following month as

required. The idea is to limit the total
number of breakthroughs. If more

breakthrough medication is required,
slightly increase the breakthrough

treatrnent. The increase can be made
by a single dose to enhance control of
individual episodes of breakthrough
pain. If the number of breakthrough

episodes increases daily, add the dose

to the AIC. Keep in mind that the
overall goal is three or fewer episodes

per week. Continue treating break-

throughs until they stabilize in num-
ber and then add those increased

number of doses to the overall regi-
men. Treat each breakthrough episode
as it occurs, and monitor continually
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to determine if medications should be

increased or decreased.

Establishing an acceptable

number of breakthrough medications
goes back to the same principle used

to initiate an AIC.e In the opioid-
narve patient, start with a short-acting
opioid. When pain is controlled, total
the dosage of short-acting opioids
required and convert to an AIC. For
example, hydrocodone 10 mg every
4 hours is equal to OxyContin 10 mg
twice daily. If the patient is taking
OxyContin 10 mg bid and treating
breakthrough with OxyIR 10 mg bid,
the best treatment would be to con-
vert to OxyContin 20 mg bid. The
mistake is using an AIC and adding
breakthrough pain medication in an

unlimited fashion and failing to adiust
the AIC.

PATIENT EDUCATION

Patients should understand and
participate fully in the pain control
plaa. The goal should be clear that
pain will not be eliminated, bur
controlled. Patients should understand
that pain should not be feared since
they will be given appropriare tools
for controlling it. The AIC should be

explained as a routine, scheduled
medication that is taken at nearly the
same time each day. It should be

emphasized that it is not an as-needed

medication. The short-acting opioids
provided for breakthrough pain
should be taken in anticipation of a
usually painful activity or when pain
begins to permit quick control over
the pain. The patient should be
insffucted to take the rescue medica-
tion whenever pain occurs, even if it
means simultaneous dosing with the
AIC medication.a

PAIN TOLERANCE

When establishing a baseline for
acceptable pain, patients should be

involved in setting goals. It is impor-
tant for patients to understand that
when all curative procedures and

treafinents have been exhausted and

the pain remains, a pain-free state

will not be possible. A common
response will be, "You mean, I have

to live with pain?" The appropriate
answer is "Yes, to some extent. I
would like to work with you to find
the amount ofpain you can accept

and still be a productive, fully func-
tional member of society. Together
we will find a treatment to meet this
goal." This realistic approach teaches

acceptance and usually has favorable
outcomes.

Avoiding all pain and all pain-
related behaviors can lead to depres-

sion and disability. Accepting chronic
pain can lessen pain intensity, pain-

related anxiefy and avoidance, depres-

sion, and disabilify, and will increase
daily uptime and the patient's abilify
to work.r0 Attempting to eliminate
pain entirely will only lead to failure
aad disappointment. Some patients

may find it difficult to accept that
they will never be pain-free and that
a cure is unlikely.lr Ensure patients
understand that finding the right
medication and the right dose takes

time. Mufual agreement toward this
goal is important.

Many physicians feel they have

failed if their patients still experience
pain; however, patients must decide
what level of pain they can tolerate.
If a patient can accept a level ofpain
described as 5 oul of 10, pursuing

fuither decreases in pain will need-

lessly increase both the expense and

the risk of side effects.

SUMMARY

Breakthrough pain is inevitable
in clronic pain management.

Consequently, it is essential to estab-

lish an acceptable level baseline of
pain that restores the patient's ability
to function and enhances their quality
of life. It is also imponant to explain
that it is usually not possible to
relieve chronic pain totally. Give
patients AIC opioids with short-
acting rescue opioids as needed and

set a mutually agreed upon goal of
the number of breakthrough episodes

per week.
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