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Goals of systematic cancer pain 
assessment and classification

• Clinical care
– Screening

– Pain Rx /  Patient Triage / Provision of Holistic Care

– Communication with patient / family

– Interdisciplinary communication / common language

• Audit, Quality Assurance, Service development

• Educational

• Research
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Objectives

1. To appreciate the rationale for use of cancer 
pain assessment and classification tools

2. Be aware of the deficits and challenges in 
pain assessment and classification

a) in clinical practice and
b) in cancer pain audit and research studies
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Physician attitudes and practice in cancer pain 
management. A survey from the Eastern Cooperative 
Oncology Group. 
Von Roenn et al  Annals of Int Med 1993

• Physician cancer pain questionnaire

• 897/1800 analyzed 

Poor assessment was rated by 76% as the 
single most important barrier to adequate pain 
management

• Other barriers (62%)
– Under reporting by patients

– Reluctance to take analgesia
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Pain as 5th Vital Sign in hospitalized pts

• Does the incorporation of pain as the 5th vital sign 
lead to improved cancer pain control?
– Yes: Fallon et al using the EPAT CP in Acute Care
– No: Morrison & Goldberg in Syst Review JCO 2007

• Controversy surrounds this issue especially in USA
– Misinterpretation: see Arch Surg 2007 and 2008
– Litigation for under-treatment
– Litigation for over-treatment
– Debate has been mainly on postoperative pain control

“To a man with a hammer, everything looks like a 
nail” Mark Twain 1835-1910

6th April 2011 OLH Moving Points 8
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CP Assessment in Controlled Clinical 
Trials in Oncology Caraceni et al JPSM 2005

• Articles selected for evaluation N=68

• Unidimensional scales used in 69%

• Time reference interval - a problem in 70%

• Lack of clarity in design and data analysis re
– Pain outcome measure in 40%

– Patient compliance with assessment in 98%

– Impact of missing data in 56%

Pain Assessment Tools: Is the Content 
Appropriate for Use in Pall Care? 
Holen et al JPSM 2006;32:567-580

• Problems with content validity

• Problems with burden / non completion
– <58% of Ca pts could fully complete the full BPI

– 2 other studies: 35-40% unable to fully complete BPI-sf

• Identified 80 different assessment tools up to 
2003
– 10 dimensions identified



11.06.2012

6

Pain assessment tools in PC: an urgent 
need for consensus
Hjermstad et al (EPCRC) Pall Med 2008;22:895-903

• Challenges in clinical practice:
– Pain not routinely measured 
– Content validity concerns / Tool Format issues
– Too much choice!  Many ad hoc tools
– Burden issues / Clinical practice integration

• Review of 2003-2008 identified 11 tools
• Survey of 32/45 (71%) international experts

– NRS preferred for pain intensity assessment
– Time reference interval ideally 24 hours
– Pain worst and pain average
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Dimensions of the Pain Construct
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                     
                                     Modulation due to descending 
                                    Inhibitory /  Facilitatory systems 

 
                                               
             
 

Expression of the Pain Experience 
 

Pain behaviors +  Pain intensity score + Pain related distress 

Brain level  
 

Cognitive 
appraisal 

Psychosocial 
milieu  

 
Emotional distress

Spinal cord level 
 

 Nociceptive input 
 

Tissue injury 
+ 

Nociceptor 
activation 

Adapted from

O’Leary N, Stone C, Lawlor P G, 
Multidimensional Assessment, 
in Cancer Pain,                                   
eds Portenoy & Bruera.                   
CUP, NY 2009
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“Describing 
pain only in 
terms of 
intensity is like 
describing 
music only in 
terms of its 
loudness”

Carl L Von 
Baeyer

May 29th 2012 J Club EB 16

To identify and describe cancer pain classification systems

development and validation

Domains, items therein, and their methods of assessment

Impact on clinical studies

Prediction of pain response



11.06.2012

9

Knudsen AK et al Pall Med 2009;23:295-308

May 29th 2012 J Club EB 17

Knudsen AK et al Pall Med 2009;23:295-308

May 29th 2012 J Club EB 18
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Stable Pain Control

For 3 Consecutive 
Days:

Cognitively

Intact

Cognitively

Impaired

< 3 PRN doses per 
day

√ √

Pain-NRS < 3/10 √

May 22nd 2012 Acad Half Day 20
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Copyright © American Society of Clinical Oncology

Fainsinger, R. L. et al. J Clin Oncol; 27:585-590 2009

Fig 1. Kaplan-Meier curves for pain intensity (n = 591)

Median time to Stable 
Pain Control

Mild:          4 (3-4)

Moderate: 8 (6-11)

Severe:   22 (15-27))

May 22nd 2012 Acad Half Day 22
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Fig 1. Frequency Distribution (%) of ECS-CP (n=944)
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Multivariate Cox Regression (n=860)

Age < 60
p =.049

Incident 
Pain (Ii)
p = .001

Neuropathic 
Pain (Ne)
p < .0001 

Pain 
Intensity ≥ 4

p ≤ .005

Psychological 
Distress (Pp/Px)

p ≤ .018

Stable Pain
Control
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Figure 7. Stable Pain Control by # of Positive Factors
p < 0.001
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May 29th 2012 J Club EB 27

Knudsen AK et al E J Pain 2011;15:320-327
May 29th 2012 J Club EB 28
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Knudsen AK et al Pain 2012;153:696-703

May 29th 2012 J Club EB 29

Knudsen AK et al Pain 2012;153:696-703

May 29th 2012 J Club EB 30
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Knudsen AK et al Pain 2012;153:696-703

May 29th 2012 J Club EB 31

• International 
consensus 
needed to classify 
and assess cancer 
pain

• Use of similar 
appropriate  
assessments in 
both clinical 
practice and 
research

• Domains ECS‐CP + location, sleep, 
depression, anxiety, genetic 
variations

• ECS‐CP template

• PI, PR, Temporal

• NRS, 0‐10

• Avg PI; 24hrs, last week

• Avg PI 24hrs to classify

• Patient‐rated

• PI in longitudinal monitoring

• Formats
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Milan 2009: Basic and Specific Working 
Proposals [BWPs and SWPs] for CPACS
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FD1: Future CP Studies to report SWPs

FD2: Std international consensus‐based methods for BTP,

Incident pain, Psych Distress and pain mechanism

FD3: Graded decreases[≥50%, substantial], [≥30%,

meaningful], [15‐30%, minor] 

FD4: Avg PI ≤3 = controlled, ≥4 and ≤7??

FD5: Std pencil/paper cross cultural, computer based 0‐10

FD6: Updates and revisions to SWPs to be published 

FD7: International panel, representative of major bodies, 

EAPC, IASP etc.
4/06/2012 EAPC Preconf Plenary 33

Milan Conference 2009: Further 
Development and Follow‐Up [FD]


