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Breakthrough cancer pain
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The breakthrough cancer pain (BTcP) is defined
as a “transitory flare of moderate to severe pain,
interrupting mild background pain being controlled
by chronic opioid therapy” (1) or as a “transient
exacerbation of pain that appears in a situation of
persistent pain otherwise stable” (2).

The clinical features of BTcP vary from individual
to individual and the underlying mechanisms are not
always clear.

BTP’s clinical characteristics have been found to
be mostly paroxysmal in onset, reaching maximum se-
verity within 5 minutes (2-4), recurring in 4~7 pain
episodes per day (1, 4, 5).

The BTcP is normally a therapeutic challenge,
and when treatment is inadequate or absent, can have
a terrible impact on patients quality of life, reducing
his or her ability to work and participate in other daily
activities.

Patients suffering from BTP feel poor and de-
creased satisfaction with overall pain control (6). Be-
sides breakthrough pain may result in a number of
other physical, psychological, and social problems (7).
Really BTcP in patients further to be a significant
clinical problem produces an increase in the economic
burden for patients and the healthcare system (8). Also
very often the poor management of this type of pain
may reduce the estimate to the doctor.

Despite the clinical relevance of BTcP in the
context of cancer related pain, there is increasing evi-
dence that its assessment and diagnosis is often poor
and treatment suboptimal (9), and this type of pain
remains largely lacunous in many aspects, including
terminology, definition and epidemiology.

BTP has been a topic of considerable seman-
tic debate and subject of one of the major consensus
meeting of an expert working group of the European
Association for Palliative Care (2). In fact the term
Breakthrough pain remained confusing for many Eu-
ropean languages, because no translation existed (2).
The expert working group of the European Associa-
tion for Palliative Care suggested the use of a simpler
term such as “transient” or “episodic” pain, as the Eng-
lish term “breakthrough” has no literal translation in
many other languages. Although at present the term
“breakthrough pain” remains widely and invariably
used within the medical literature and other terms are
confounding and unused in literature.

Breakthrough pain is a spectrum of very different
entities and it is still today classified as incident pain
(IP) and spontaneous pain (SP) (10-12). Incident
pain’s episodes are related to an identifiable precipi-
tant. IP is usually sub-classified into three categories,
volitional IP is brought on by a voluntary act (e.g.,
movement, activity), non-volitional IP is brought on
by an involuntary act (e.g., bladder spasm), and proce-
dural pain is related to a therapeutic intervention (e.g.,
wound dressing) (13). In SP no identifiable precipitant
can be related to the episodes.

Based on the clinical features of BT'cP it is recom-
mended that it be managed with transmucosal rapid
onset (ROO) formulations of fentanyl (oral or nasal).
It is essential to consider that morphine sulphate im-
mediate release, frequently used, does not show an ef-
ficacy profile superior to placebo first 45 minutes after,
with pharmacokinetic characteristics inadequate to

most of the episodes of BT'cP and suitable only for the
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treatment of pain foreseeable accident procedures, and
persistent than 60 minutes (14-16).

BTCP’ diagnosis can be a real challenge, never-
theless different author have suggested diagnostic cri-
teria for breakthrough pain, and interestingly it was
been recently emended by a task group of the Science
Committee of the Association for Palliative Medicine
of Great Britain and Ireland (14). The term BTcP
point out episodes of pain that occur in a context of
managed baseline cancer pain. Obviously during the
initiation and/or titration of opioids, patients does
not have controlled background pain. The diagnosis of
BTcP usually make one’s way through patient’s self-
report about pain experience, usable when patients
have a normal mental status. To promote this process
is crucial the empowerment of patients and caregiver.
The term empowerments mean to implement the abil-
ity of the individuals to diagnose BTP in every-day life.
This process can be realized trough a deep information
about the types of pain and BTP, suggesting the cor-
rect contents and the modality of sharing information.
Often can be useful to offer a pain day-book as mul-
tidimensional instrument, during the interval between
the visits, were note all the characteristics of patients
experience. Multiple sources can provoke BTcP and
physicians need specific questions to investigate recent
episode of pain to obtain details regarding the possible
aetiology, severity, source, pattern, and subtype of the
pain episodes must be carefully documented (16).
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