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Learning Objectives
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Opioid Therapy for Cancer Pain

1. Define treatment differences between cancer
and non‐cancer pain for the 2010 decade.
2. Describe the role of opioid therapy in cancer
and non‐cancer pain management.
3. Explain strategies to screen for, and limit drug
abuse and diversion.
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Prevalence of Cancer

• At the conclusion of this session, the
participant will be able to:

• Cancer is a leading cause of death worldwide,
accounting for 7.6 million deaths (around 13%
of all deaths) in 2008
• Deaths from cancer worldwide are projected
to continue rising, with an estimated 13.1
million deaths in 2030
• Risk factors: high body mass index, low fruit
and vegetable intake, lack of physical activity,
tobacco use, alcohol use.

– Select the opioid best suited to individual cancer
patients and their pain condition on the basis of
pharmacodynamic and pharmacokinetic
considerations, receptor activity, and adjunctive
analgesics used in combination therapies.
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http://www.who.int/mediacentre/factsheets/fs297/en/
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Pain in Cancer

Management of Cancer Pain

• Cancer patients who experience pain and
require treatment with analgesic drugs:

• Pharmacologic and non‐
pharmacologic
interventions
• Patient, family,
caregiver education
• Ongoing evaluation and
modification of the
treatment plan
• WHO 3‐step ladder

– 33% of cancer patients in active therapy
– 66‐100% of advanced cancer patients
– Pain generally worsens as disease progresses

• Pain may be acute and/or chronic
• Various pathologies (disease, treatments)
– Bone metastases (breast, prostate, lung, etc.)

• Cancer pain is undertreated ‐ up to 80%
Foley KM. Palliative Medicine 2011;25(5):398‐401.
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Opioid Effectiveness in Cancer Pain

http://www.who.int/cancer/palliative/painladder/en/
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Which Opioid?
• Eenie‐Meenie Miney Mo’phine:
Why morphine isn’t ALWAYS the answer to
cancer pain.”

• Opioids are considered the gold standard for
treatment of moderate to severe cancer pain
• Literature search 1996‐2010
– Observational studies for chronic cancer pain
treated with opioids
– 18 studies reviewed; 7 met inclusion criteria

• Result was a 1C/strong recommendation with
benefits clearly outweighing risks and burdens
Colson J et al. Pain Physician 2011;14:E85‐102.
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First Line Opioids
•
•
•
•
•
•
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Considerations in Opioid Selection?
• Patient‐related variables

Morphine
Oxycodone
Hydromorphone
Methadone
Buprenorphine
Fentanyl

Pain Pract 2008;8:287‐313

http://www.greekmyths‐greekmythology.com/morpheus‐the‐god‐of‐dreams/

• Assessment information about patient’s pain complaint
• Specific information about the patient’s pre‐existing
conditions that may alter the expected dosing and effects
(both therapeutic and toxic) prior to selection of
pharmacotherapy

• Agent/Drug‐related variables
• Characteristic properties of a medication that affects it
use in a given situation, including pharmacodynamic and
pharmacokinetic parameters, dosage formulations or
routes of administration, adverse effects, and costs (cost
of medication, administration and monitoring).
11

University of Maryland School of Pharmacy
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Patient Related Variables

Chemical Classes of Opioids

• History of opioid‐use

Chemical Class
Phenanthrenes

– Opioid‐naïve or tolerant
– Opioids that gave positive response in the past

• History of opioid allergy or intolerance
– Differentiate between opioid adverse effects and
allergy
• Codeine “allergy”; opioid‐induced sedation/delirium
• Opioid‐induced pruritus vs. true allergic reaction
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Patient Related Variables

Examples
Morphine, codeine, hydromorphone,
levorphanol, oxycodone, hydrocodone,
oxymorphone, buprenorphine,
nalbuphine, butorphanol

Benzomorphans

Pentazocine

Phenylpiperidines

Fentanyl, alfentanil, sufentanil,
meperidine

Diphenyheptanes
Other

Methadone, (propoxyphene)
Tramadol, tapentadol

Laird B et al. Eur J Cancer 2008;44:1078‐82.
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Opioids in Renal Failure
Not
recommended
Morphine
Codeine
Meperidine
(Propoxyphene)

• Age, race, body habitus
• Health care beliefs
– Regarding the management of pain and addiction
– Beliefs regarding specific opioids

• Renal and hepatic function

Use with caution Safest option
Hydromorphone Fentanyl
Oxycodone
Methadone
Oxymorphone

– Morphine, hydromorphone, oxycodone – caution
with patients and chronic kidney disease
– All opioids – caution with hepatic impairment
15

Patient Related Variables

Johnson SJ. www.Pain‐Topics.org
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Agent/Drug‐Related Variables

• History of substance abuse

• Defined as those properties of any agent
which are characteristic of that agent and
effect its use in a given situation:

– Patient
– Home environment

– Mechanism of action
– Available dosage forms, bioavailability of various
formulations, distribution in the body, onset,
peak, duration of action, serum half‐life, method
of elimination from the body
– Side effects and toxicities
– Cost (drug, administration, monitoring)

• Ability to manipulate or tolerate dosage
formulations
– Transdermal, transmucosal
– Ability to swallow solid dosage formulations

• Febrile, pregnant, breast‐feeding
• Financial resources
17

University of Maryland School of Pharmacy
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First Line Opioids
•
•
•
•
•
•

Morphine
• Mu agonist; kappa agonist (negligible activity)
• Metabolized in liver to active metabolites

Morphine
Oxycodone
Hydromorphone
Methadone
Buprenorphine
Fentanyl

Pain Pract 2008;8:287‐313

–
–
–
–

Morphine‐3‐glucuronide (neurotoxicity)
Morphine‐6‐glucuronide (analgesia)
Accumulates in renal impairment
Increased BAB with hepatic impairment

• LA and SA tablets, capsules, oral
solution/intensol
• Rectal suppositories, injectable formulation
19

Hydromorphone
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Fentanyl

• Mu agonist; kappa agonist (negligible activity)
• Metabolized in the liver to active metabolites
– Hydromorphone‐3‐glucuronide
– Accumulates in renal impairment (neurotoxicity)
– Increased BAB with hepatic impairment

• Mu opioid agonist
• Metabolized by the liver to inactive metabolites
– Despite this, consider dosage adjustment in continuous
infusion or transdermal fentanyl with severe renal
impairment
– Avoid TDF in severe hepatic disease

• 100 times the potency of morphine
• Transmucosal formulations (OTFC, effervescent
tablet, sublingual tablet, sublingual spray, mucosal
film, intranasal spray)
• Transdermal, transmucosal, parenteral

• LA and SA tablets, oral solution
• Rectal suppositories, injectable formulation
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Buprenorphine
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Oycodone

• Partial agonist at the mu opioid receptor, antagonist at
the kappa receptor
• Metabolized to norbuprenorphine (weak mu agonist)
and buprenorphine‐3‐glucuronide
• No dosage adjust needed in renal impairment/failure
or mild to moderate hepatic impairment
• 75 times more potent than morphine
• Approximately equipotent with fentanyl
• SL tablets (with and without naloxone)
• Transdermal patch, parenteral
23

• Mu opioid agonist
• Metabolized in liver to noroxycodone via 3A4
– 3x affinity for mu receptor but poor CNS penetration

• Also metabolized to oxymorphone via 2D6
• Caution with renal disease and hepatic disease
• SA and LA tablets, capsules, oral
solution/intensol
• Often in combination with acetaminophen
24
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Methadone

Rational Polypharmacy Analgesia

• Mu opioid agonist, NMDA receptor antagonist
• Metabolized to inactive metabolites
– No dosage adjustment with renal impairment;
caution with ESRD
– Prolonged half life with hepatic impairment

• Tablets, oral solution/intensol, parenteral
• Caution with switching from other opioids
– Do not adjust dose before 4‐7 days

Reasons to combine analgesics
(Opioid + Nonopioid)
1.
2.
3.
4.

To prolong analgesic duration
To enhance or optimize analgesic efficacy
To diminish or minimize adverse effects
To diminish opioid effects that are not
beneficial
5. To reduce opioid tolerance/opioid‐induced
hyperalgesia
6. To combat dependency/addiction/cravings
Smith HS. Pain Physician 208;11:201‐214.
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Opioid/Nonopioid Combination Tx
• Opioids and…
–
–
–
–
–
–
–
–
–
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Conclusion
• Opioid analgesics are effective in treating
cancer pain
• Opioids should be selected for individual
patients based on patient‐ and opioid‐specific
variables
• Practitioners need to be skilled at opioid
conversion calculations
• Consider rational opioid combination
analgesic regimens

Norepinephrine transporter modulators
Anti‐inflammatory agents
Calcium channel alpha‐2‐ delta ligands
Local anesthetics
Alpha‐2 adrenergic agonists
Design‐A‐
Calcium channel blockers
Drug?
Cannabinoids
GABA B agonists
Dexa‐methadone‐S
Glial inhibitors

Smith HS. Pain Physician 208;11:201‐214.
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Beydoun A, Backonja MM. J Pain Symptom Manage 2003;25:S18‐S30.
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Chronic Pain
• Defined by the IASP as:

Non‐Cancer Pain

– “Pain that persists beyond normal tissue healing
time, which is assumed to be three months.”

• Chronic pain may occur in the context of
numerous diseases and syndromes.
– Cancer or non‐cancer related (CNCP)

• CNCP examples include back pain,
osteoarthritis, fibromyalgia, headache and
others.
31
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Non‐pharmacologic
• Cognitive behavioral
therapy
• Pacing
• Acupuncture
• Acupressure
• Aromatherapy
• Biofeedback
• Breathing
• Distraction
• Guided Imagery
• Heat or cold

•
•
•
•
•
•
•
•
•
•
•

Radiation
Self‐hypnosis
Mindfulness meditation
TENS
Spinal cord stimulator
Comfort food
Laughter
Massage
Music, pet, plant therapy
Physical therapy / OT
Stretching

Analgesics
Acetaminophen
NSAIDs
Adjuvant / Co‐analgesics
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Adjuvant / Co‐analgesics
• Anticonvulsants
– Pregabalin, gabapentin, phenytoin
carbamazepine, topiramate, lamotrigine,
tiagabine, levetiracetam

• Antidepressants
– TCA (amitriptyline, nortriptyline, desipramine)
– SNRIs (duloxetine, milnacipran, venlafaxine)

• Others
– Topicals (capsaicin, NSAIDs)
– Corticosteroids, bisphosphonates, and more!
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Where do we stand on opioid therapy
for chronic non‐cancer pain?

Where do we stand on opioid therapy
for chronic non‐cancer pain?
• “Overdose deaths from
prescription painkillers have
skyrocketed in the past
decade. Every year, nearly
15,000 people die from
overdoses involving these
drugs – more than those who
die from heroin and cocaine
combined.”

• “Among the remedies which
is has pleased Almighty God
to give to man to relieve his
sufferings, none is no
universal and so efficacious
as opium.”
– Thomas Sydenham, circa 1680

– National Center for Injury Prevention and
Control
37
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Opioid Therapy


Opioid Therapy

Acute injury or surgery



Acute injury or surgery



Palliative care of patients with
cancer or other life‐limiting illnesses
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What do we know about opioids and
chronic noncancer pain.

Opioid Therapy


Acute injury or surgery



Palliative care of patients with
cancer or other life‐limiting illnesses

×

Nonmedical use of opioids?
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• The volume of prescribed opioids has
increased 600% from 1997 to 2007.
• During roughly the same period, the number
of unintentional lethal overdoses involving
prescription opioids increased more than
350%, from approximately 4,000 in 1999 to
more than 14,000 in 2007.

41

Rosenblatt RA, Catlin M. Ann Fam Med 10(4):July 2012
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What do we know about opioids and
chronic noncancer pain.

What do we know about opioids and
chronic noncancer pain.

• Risk of overdose or death increases with higher
doses of opioids, especially in patients who
concurrently use other respiratory depressants
such as benzodiazepines.
• There are treatments for chronic pain that are
much safer than opioids, including, but not
limited to, physical therapy, cognitive behavioral
therapy, low‐dose tricyclic medications, and
treatment of co‐occurring psychiatric illnesses.

• High doses of opioids do not reliably decrease
patients’ report of the magnitude of chronic
pain, nor do they improve patients’ overall
health and function.

Rosenblatt RA, Catlin M. Ann Fam Med 10(4):July 2012
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Rosenblatt RA, Catlin M. Ann Fam Med 10(4):July 2012
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What’s a practitioner to do…

Yeah,
but…
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1. Patient Selection and Risk
Stratification

1. Patient Selection and Risk
Stratification

• Before initiating COT, clinicians should conduct
a history, physical examination and
appropriate testing, including an assessment
of risk of substance abuse, misuse, or
addiction.
– SOAPP (Screener and Opioid Assessment for
Patients with Pain)
– DIRE (Diagnosis, Intractability, Risk Efficacy)
– COMM (Current Opioid Misuse Measure)
Chou R, et al. J Pain 2009;10(2):113‐130.
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• Clinicians may consider a trial of COT as an
option if CNCP is moderate to severe, pain is
having an adverse impact on function or
quality of life, and potential therapeutic
benefits outweigh or are likely to outweigh
potential harms.

Chou R, et al. J Pain 2009;10(2):113‐130.

48
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1. Patient Selection and Risk
Stratification

2. Informed Consent and Opioid
Management Plans

• A benefit‐to‐harm evaluation including a
history, physical examination, and appropriate
diagnostic testing, should be performed and
documented before and on an ongoing basis
during COT.

• When starting COT, informed consent should
be obtained. A continuing discussion with the
patient regarding COT should include goals,
expectations, potential risks, and alternatives
to COT.
• Clinicians may consider using a written COT
management plan to document patient and
clinician responsibilities and expectations and
assist in patient education.

49

Chou R, et al. J Pain 2009;10(2):113‐130.

3. Initiation and Titration of COT

4. Methadone

• Clinicians and patients should regard initial
treatment with opioids as a therapeutic trial to
determine whether COT is appropriate.
• Opioid selection, initial dosing, and titration
should be individualized according to the
patient’s health status, previous exposure to
opioids, attainment of therapeutic goals, and
predicted or observe harms. There is insufficient
evidence to recommend short‐acting versus long‐
acting opioids, or as‐needed versus around‐the‐
clock dosing of opioids.
51

Chou R, et al. J Pain 2009;10(2):113‐130.

• Methadone is characterized by complicated
and variable pharmacokinetics and
pharmacodynamics and should be initiated
and titrated cautiously, by clinicians familiar
with its use and risks.
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Chou R, et al. J Pain 2009;10(2):113‐130.

PADT – Pain Assessment and
Documentation Tool

5. Monitoring

• ANALGESIA (0‐10)
• What was your pain level on
average during the past week?
• The worst during the past week?
• What percentage of your pain has
been relieved during the past
week (0‐100%)?
• Is the amount of pain relief you
are now obtaining from your
current pain reliever(s) enough to
make a real difference in your life
(yes, no)?
• Clinician: is the patient’s pain
relief clinically significant
(yes/no)?

• Clinicians should reassess patients on COT
periodically and as warranted by changing
circumstances. Monitoring should include
documentation of pain intensity and level of
functioning, assessments of progress toward
achieving therapeutic goals, presence of
adverse events, and adherence to prescribed
therapies.
Chou R, et al. J Pain 2009;10(2):113‐130.
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Chou R, et al. J Pain 2009;10(2):113‐130.
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Steve Passik, Janssen Pharmaceutica Products, L.P.

• ACTIVITIES OF DAILY LIVING
• Indicate patient’s functioning
with current pain reliever(s) as
better, same or worse since last
assessment:
–
–
–
–
–
–

Physical functioning
Family relationships
Social relationships
Mood
Sleep patterns
Overall functioning

54
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PADT – Pain Assessment and
Documentation Tool
•
•

•

ADVERSE EVENTS
Is patient experiencing any side
effects from current pain reliever(s)
(none/mild/mod/severe)?
– Nausea
– Vomiting
– Constipation
– Itching
– Mental cloudiness
– Sweating
– Fatigue
– Drowsiness
– Other
Overall severity of side effects?

•
•

PADT – Pain Assessment and
Documentation Tool

POTENTIAL ABERRANT DRUG‐RELATED
BEHAVIOR
Check any that are present:
–
–
–
–
–
–
–
–
–
–
–
–
–
–
–
–
–

• ASSESSMENT
• Is your overall impression
that this patient is
benefiting (e.g., benefits
such as pain relief, outweigh
side effects) from opioid
therapy?
– Yes, no, unsure
• Comments:

Purposeful over‐sedation
Negative mood change
Appears intoxicated
Increasingly unkempt or impaired
Involvement in car or other accident
Requests frequent early renewals
Increased dose without authorization
Reports lost or stolen prescriptions
Attempts to obtain Rxs from other doctors
Changes route of administration
Uses pain medication in response to
situational stressor
Insists on certain medications by name
Contact with street drug culture
Abusing alcohol or illicit drugs
Hoarding (e.g., stockpiling) medications
Arrested by police
Victim of abuse

Steve Passik, Janssen Pharmaceutica Products, L.P.
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5. Monitoring

Steve Passik, Janssen Pharmaceutica Products, L.P.
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6. High‐Risk Patients

• In patients on COT who are at high risk or who
have engaged in aberrant drug‐related behaviors,
clinicians should periodically obtain urine drug
screens or other information to confirm
adherence to the COT Plan of care.
• In patients on COT not at high risk and not known
to have engaged in aberrant drug‐related
behaviors, clinicians should consider periodically
obtaining urine drug screens or other information
to confirm adherence to the COT plan of care.
Chou R, et al. J Pain 2009;10(2):113‐130.

• SPECIFIC ANALGESIC PLANS
• Continue present regimen
• Adjust dose of present
analgesic
• Switch analgesics
• Add/adjust concomitant
therapy
• Discontinue/taper off opioid
therapy
• Comments:

57

Depression and Prescription Opioid
Misuse among COT Recipients

• Clinicians may consider COT for patients with
CNCP and history of drug abuse, psychiatric
issues, or serious aberrant drug‐related
behaviors only if they are able to implement
more frequent and stringent monitoring
parameters. In such situations, clinicians
should strongly consider consultation with a
mental health or addition specialist.
Chou R, et al. J Pain 2009;10(2):113‐130.
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Depression and Prescription Opioid
Misuse among COT Recipients

• Telephone survey
– Group Health Cooperative and Kaiser Permanente

• Interviewed 1,334 patients on COT with NO
history of substance abuse
• Asked about three forms of opioid misuse:

• Compared with patients who were not
depressed (PHQ‐8 score 0‐4):
– Patients with moderate depression (PHQ‐8 score
10‐14) 1.8 times more likely to misuse opioids for
non‐pain symptoms
– Patients with severe depression (PHQ‐8 score 15
or higher) 2.4 times more like to misuse opioids
for non‐pain symptoms

– Self‐medicating for symptoms other than pain
– Self‐increasing doses
– Giving to or getting opioids from others

• Depression evaluated with 8‐item PHQ
Grattan A, et al. Ann Fam Med 2012;10:304‐311.
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Grattan A, et al. Ann Fam Med 2012;10:304‐311.
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Depression and Prescription Opioid
Misuse among COT Recipients

6. High‐Risk Patients

• Patients with mild, moderate and severe
depression more likely to self‐increase their
opioid dose:

• Clinicians should evaluate patients engaging in
aberrant drug‐related behaviors for
appropriateness of COT or need for
restructuring of therapy, referral for assistance
in management, or discontinuation of COT.

– Mild depression: 1.9 times more likely
– Moderate depression: 2.9 times more likely
– Severe depression: 3.1 times more likely

• No statistically significant difference between
depression and giving/getting opioids from
others.
Grattan A, et al. Ann Fam Med 2012;10:304‐311.
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Chou R, et al. J Pain 2009;10(2):113‐130.
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7. Dose Escalations, High‐Dose Opioid Therapy, Opioid‐Rotation,
and Indications for Discontinuation of Therapy

7. Dose Escalations, High‐Dose Opioid Therapy, Opioid‐Rotation,
and Indications for Discontinuation of Therapy

• When repeated dose escalations occur in patients
on COT, clinicians should evaluate potential
causes and reassess benefits relative to harms.
• In patients who require relatively high doses o
COT, clinicians should evaluate for unique opioid‐
related adverse effects, changes in health status,
and adherence to the COT treatment plan on an
ongoing basis, and consider more frequent
follow‐up visits.

• Clinicians should consider opioid rotation when
patients on COT experience intolerable adverse
effects or inadequate benefit despite dose
increases.
• Clinicians should taper or wean patients off of
COT who engage in repeated aberrant drug‐
related behaviors or drug abuse/diversion,
experience no progress toward meeting
therapeutic goals, or experience intolerable
adverse effects.

Chou R, et al. J Pain 2009;10(2):113‐130.
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9. Use of psychotherapeutic
co‐interventions

8. Opioid‐Related Adverse Effects
• Clinicians should anticipate, identify, and treat
common opioid‐associated adverse effects.
– Constipation
– Nausea, vomiting
– Sedation, clouded mentation
– Hypogonadism, hormonal deficiencies
– Pruritus, myoclonus

Chou R, et al. J Pain 2009;10(2):113‐130.

Chou R, et al. J Pain 2009;10(2):113‐130.
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• As CNCP is often a complex biopsychosocial
condition, clinicians who prescribe COT should
routinely integrate psychotherapeutic
interventions, functional restoration,
interdisciplinary therapy, and other adjunctive
nonopioid therapies.

Chou R, et al. J Pain 2009;10(2):113‐130.
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Beydoun A, Backonja MM. J Pain Symptom Manage 2003;25:S18‐S30.
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Rational Polypharmacy Analgesia
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Morphine, Gabapentin or
Morphine + Gabapentin
• 41 patients with
neuropathic pain
randomized to four
groups (x 5 weeks)
– SR morphine
– Gabapentin
– SR morphine +
gabapentin
– Placebo (lorazepam)

Group
Baseline

Opioids plus Cannabis
(By all means, inhale!)
• 21 patients with chronic pain on twice daily SR
morphine or oxycodone
• Admitted, and inhaled vaporized cannabis
three times daily added to regimen

Pain Rating (0‐10)
5.72

Placebo

4.49

SR morphine

4.15

Gabapentin

4.15

MS + Gabapentin

3.06

– Day 1 in PM; Days 2‐4 TID; Day 5 in AM
– No placebo group

• Morphine + gabapentin doses
were lower than the morphine or
gabapentin arms, with better
pain relief.
• Combination treatment had more
constipation and dry mouth.

Gilron I et al. NEJM 2005;352:1324‐1334.

• No change in the AUC for either the morphine
or oxycodone arm (time to peak longer w/MS)
• Reduced pain rating by 27%
69

Abrams DI et al. Clinical Pharm Ther 2011;90:844‐851.
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11. Identifying a Medical Home and
When to Obtain a Consultation

10. Driving and Work Safety
• Clinicians should counsel patients on COT
about transient or lasting cognitive
impairment that may affect driving and work
safety. Patients should be counseled not to
drive or engage in potentially dangerous
activities when impaired or if they describe or
demonstrate signs of impairment.

Chou R, et al. J Pain 2009;10(2):113‐130.
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• Patients on COT should identify a clinician who
accepts primary responsibility for their overall
medical care. This clinician may or may not
prescribe COT, but should coordinate
consultation and communication among all
clinicians involved in the patient’s care

Chou R, et al. J Pain 2009;10(2):113‐130.
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11. Identifying a Medical Home and
When to Obtain a Consultation

12. Breakthrough Pain

• Clinicians should pursue consultation,
including interdisciplinary pain management,
when patients with CNCP may benefit form
additional skills or resources that they cannot
provide.

• In patients on around‐the‐clock COT with
breakthrough pain, clinicians may consider as‐
needed opioids based upon an initial and
ongoing analysis of therapeutic benefit versus
risk.

73

Chou R, et al. J Pain 2009;10(2):113‐130.

Chou R, et al. J Pain 2009;10(2):113‐130.
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13. Opioids in Pregnancy

14. Opioid Policies

• Clinicians should counsel women of
childbearing potential about the risks and
benefits of COT during pregnancy and after
delivery. Clinicians should encourage minimal
or no use of COT during pregnancy, unless
potential benefits outweigh risks. If COT Is
used during pregnancy, clinicians should be
prepared to anticipate and manage risk to the
patient and newborn.

• Clinicians should be aware of current federal
and state laws, regulatory guidelines, and
policy statements that govern the medical use
of COT for CNCP.
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Chou R, et al. J Pain 2009;10(2):113‐130.

Chou R, et al. J Pain 2009;10(2):113‐130.
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PROP
Physicians for Responsible Opioid Prescribing
• Submitted a petition to the FDA on behalf of
its members requesting three changes to
opioid analgesic labeling:
– Strike the term “moderate” from the indication for
noncancer pain (so that only severe pain remains
on the label)
– Add a maximum allowable daily dose, equivalent
to 100 milligrams morphine for noncancer pain
– Add a maximum duration of 90 days for
continuous (daily) use for noncancer pain
77

78

13

10/24/2012

Cancer and Non‐cancer Pain:
Opioiphile or Opioiphobe?
Eastern Medicaid Pharmacy Administrator Association (EMPPA)

Mary Lynn McPherson, Pharm.D., BCPS, CPE
Hospice and Palliative Care Consultant Pharmacist
Professor and Vice Chair
Department of Pharmacy Practice and Science
University of Maryland School of Pharmacy
79

14

