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PURPOSE                                                                                          

To provide guidance, informed by evidence and endorsed by expert practice, on safe and 
effective pain management practices for healthcare providers who are caring for adults 
with pain related to advanced, life-limiting illness. 

SCOPE                                                                                                                  

The focus of this guideline is managing pain in adults related to advanced, life-limiting 
illness. This guideline does not address managing pain unrelated to a life-limiting 
diagnosis.  

Opioid Prescribing and Management in Palliative Care provides thorough practice 
guidance and should be used as a companion document for effective pain management. 

 

DEFINITIONS                                                                                                    

Pain is an unpleasant sensory and emotional experience associated with, or resembling 
that associated with, actual or potential tissue damage or described in terms of such 
damage.1 

Neuropathic pain is caused by a lesion or disease of the somatosensory nervous system.2 
It may be associated with abnormal sensations. All three of the following are indicative of 
neuropathic pain mechanisms.  

Hyperalgesia is an increased perception or experience of painful stimuli. 3  

Allodynia is the experience of pain induced by non-painful stimuli. 3  
Dysesthesias are uncomfortable sensations that are perceived as abnormal and 
described using terms such as “burning”, “shock-like” or “electrical”. 3  

Nociceptive pain arises from actual or threatened damage to non-neural tissue and is due 

to the activation of nociceptors.2  

Nociplastic pain arises from altered nociception with no clear evidence of actual or 

threatened tissue damage causing the activation of peripheral nociceptors or evidence for 

disease or lesion of the somatosensory system causing the pain.1 A key feature is ‘central 

sensitization’, amplified processing and/or decreased inhibition of pain stimuli in the 

central nervous system that increases pain sensitivity.4   

Mixed pain has both nociceptive and neuropathic components.5 

Total pain, a term used often in palliative care, describes the multidimensional factors 
that contribute to the person’s experience of pain and suffering.6,7 Background pain is 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
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pain present for twelve or more hours per day during the previous week or pain that 
would be present if not taking analgesia.8 

Breakthrough pain (BT) is a transient exacerbation of pain that occurs either 
spontaneously, or in relation to a specific predictable or unpredictable trigger, despite 
relatively stable and adequately controlled background pain.8 Different subtypes of 
breakthrough pain: 

 
Incident pain is precipitated by a stimulus which can be a voluntary action (e.g., 
weightbearing or wound care) or an involuntary action (e.g., cough) and is 
predictable or expected.9 

Spontaneous/paroxysmal pain is not related to an identifiable precipitant and so is 
unpredictable in nature.8 
End-of-dose failure describes an exacerbation of pain that occurs prior to the next 
dose of the background analgesic and reflects declining levels of the background 
analgesic.10 

Opioids are naturally occurring, semi- synthetic, or synthetic drugs that produce their 
effects by combining with opioid receptors and are used to treat pain and/or dyspnea.11  

Strong opioids include opioids without a ceiling effect. Examples of these include 
morphine, hydromorphone, oxycodone, fentanyl, sufentanil, and methadone.12  
 
Weak opioids include those with a ceiling effect (e.g., codeine, tramadol).12 
 
Adjuvant analgesics are medications that have a primary indication other than pain but 
have analgesic effects in some types of painful conditions.13  

 
Non-opioid analgesics are medications with analgesic properties to help manage mild 
pain. They include non-steroidal anti-inflammatory drugs (NSAIDs) and acetaminophen.14  
 
Breakthrough Dose (BTD) is an as-needed (PRN) medication dose used to manage a 
breakthrough symptom. It does not replace or delay the next routine dose if one has been 
ordered. BTD is also known as a rescue dose.15,16  
 
Titration is the adjustment (up or down) of a medication dose to improve symptom 
control and/or minimize adverse effects.11,15,17 
 

Total Daily Dose (TDD) is the total amount of a drug (scheduled and breakthrough doses 
combined) taken in a 24-hour period.11,15,18 Breakthrough doses for incident pain are not 
counted in the Total Daily Dose calculation. 19 
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PREVALENCE                                                                                                    

Pain in people with advanced life-limiting illness is highly prevalent, regardless of primary 
diagnosis.20–25 For the majority of this population, pain relief can be achieved using 
standard therapies in accordance with well-publicized guidelines. 21,22 

IMPACT                                                                                                               

Unrelieved pain has a significant impact on the physical, emotional, spiritual and 
functional well-being of people and their family*.26–29 Access to appropriate assessment 
and treatment of pain should be considered an ethical imperative and human right.30,31 
People need timely access to pain management, including opioids.32  

CONSULTATION                                                                                             

• Consultation is available with experienced palliative care physicians/specialists and 
inter-professional palliative care teams. If there are no local or regional palliative care 
physicians available, one can be reached via the BC Provincial Palliative Care 
Consultation Line (toll-free, 24/7) at 1-877-711-5757 (accessible only for physicians 
and nurse practitioners).  

• Consultation with an experienced palliative care physician/specialist is recommended 
when pain is not managed after applying standard pain guidelines and interventions.  

• Consultation is strongly recommended for: 
o Rapidly escalating pain that is not responding to opioid titration, to the point 

of concern or suffering. 
o Unmanageable adverse effects or toxicity. 
o Consideration of ketamine, lidocaine or interventional treatment strategies. 

• Consult as appropriate with other specialists such as radiologist, oncologist, or 
orthopedic surgeon. 

• Consult a pharmacy for medication-related questions, including but not limited to 
concerns regarding costs, formulations available, and interactions. Refer to 
drugsearch.ca  for information about medication cost and coverage.  

• Consultation with an addiction medicine specialist is recommended if the person has a 
substance use disorder or a history of opioid-related overdose.33 

• This guideline does not include pediatrics, though the content may have application 
for children. Seek consultation from Canuck Place Children's Hospice regarding the 
care of a specific child, given the infrequency and specialty practice of pediatric 

 
* Throughout this document, “people”, “person”, and “individual” refer to the recipient of care, the one who has a 
life-limiting condition.  This includes terms such as “patient” or “client”. 
 
** “Family” is defined by the person and includes all who are identified by them as significant and involved. 
 

https://drugsearch.ca/
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palliative care.  
o Canuck Place Children’s Hospice 24-hour line: 1-877-882-2288  
o On-call Pediatric Palliative Care physician: 1-604-875-2161  

KEY RECOMMENDATIONS                                                                       

Refer to the Key Recommendations of pain management for a summary of the 
guidelines, and the associated IDSA-ESMO Levels of Evidence and Strength of 
Recommendations. 

STEP 1 | GOALS OF CARE DISCUSSIONS                                          

Determine goals of care in conversation with the person, family and inter-disciplinary 
team. Goals of care may change over time and need to be reconsidered at times, such as 
a transition between locations of care, disease progression, or at a person’s request. See 
Appendix C: Extra Pain Resources for tools to guide conversations and required 
documentation. 

Educate the person/family about their pain and involve them in decision-making about 
their pain management plan respecting the person’s pain management choices. 

34,35 

STEP 2 | ASSESSMENT                                                                               

Screen for symptom distress and presence of pain on an ongoing basis, using screening 
tools and broad terms such as pressure, ache, a sense of unease.36  
 
For those unable to communicate verbally, assess behavioural indicators for pain using an 
observational rating scale such as the Pain Assessment in Advanced Dementia Scale 
(PAINAD) Scale. 37 (see Appendix C: Extra Pain Resources)  
 
Perform a comprehensive pain assessment for each pain reported.2 

 

  

https://www.canuckplace.org/
https://www.bc-cpc.ca/wp-content/uploads/2025/09/Pain-Guideline-Key-Recommendations-1.pdf
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Pain History: Using Mnemonic O, P, Q, R, S, T, U and V38 

Mnemonic Letter Assessment Questions Whenever possible, ask the person 
directly. Involve family as desired by the individual. 

Onset When did it begin? How long does it last? How often does it 
occur? 

Provoking /Palliating What brings it on? What makes it better? What makes it 
worse? 

Quality What does it feel like? Can you describe it? (If unable to 
describe, ask if the pain is sharp, dull, aching, burning, or if 
they experience pins and needles.) 

Region/Radiation Where is it? Does it spread anywhere? Use a body map to 
illustrate location and number of pain areas (see Appendix C: Extra 
Pain Resources for Edmonton Symptom Assessment Scale (ESASr) 
and body map link). 

 
 

Severity 

How severe is this pain? What would you rate it on a scale of 0-
10 (0 being none and 10 being the worst possible)? 
Right now? When at the least? At worst? On average over 
past week or 24 hours if pain is new? How bothered are you 
by the pain? Are there any other symptom(s) that accompany 
the pain? 

Use a rating scale that works for the individual. If the person 
has difficulty using a numerical rating scale (e.g.: 0-10) use an 
alternative such as the visual analogue scale (VAS), verbal 
rating scale (VRS) or behavioural scale.2,6,38,39 

 
 

Treatment 

What medications and treatments are you currently using? 
What medications and treatments have you used in the past? 
Why were they stopped? Are you using any non-prescription 
treatments, herbal remedies, or traditional healing practices? How 
effective are these? Do you have any side effects from the 
medications and treatments?  Do you have concerns about side 
effects or cost of treatments? 

 
Understanding 

What do you believe is causing this symptom? How is it affecting 
you and/or your family? What is most concerning to you? What 
are your beliefs about opioid medications? (Use Opioid Guideline 
Table 5: Addressing Fears & Misconceptions around Opioids) 

 
 

Values 

Are you having to make compromises, such as decreasing 
activities or enduring side effects, to deal with your pain? What 
would you like to be able to do if your pain were better 
controlled? What overall goals do we need to keep in mind as we 
manage this symptom? What is your acceptable level for this 
symptom 
(0-10)? Are there any beliefs, views or feelings about this 
symptom that are important to you and your family? 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
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Physical exam: 
• Perform a targeted physical exam to complement the OPQRSTUV symptom history, 

ensuring all potential sources of pain are considered.  
o If an initial assessment is conducted virtually, determine if a physical 

assessment is needed and arrange, when appropriate.  

Diagnostics: Consider goals of care before ordering diagnostic testing. 

• Use pain etiologies, types and sites to determine investigation and imaging.  
 

Pain emergencies: 
• Determine if a pain emergency exists. If so, refer the person immediately to the acute 

hospital setting for further investigations and treatment of the underlying cause while 
proceeding to treat the pain. Review the person’s condition and goals of care to 
determine if transfer to an acute hospital is appropriate.  

• Potential pain emergency includes: Spinal cord compression, bone fracture or 
impending fracture of weight-bearing bone, infection/abscess, obstructed or 
perforated viscus, and/or an ischemic process.40 

 

STEP 3 | DETERMINE POSSIBLE CAUSES                                          

• Use the comprehensive pain assessment to determine the etiology and type of pain to 
guide appropriate treatment for each type or location of pain reported.41 For further 
direction, see Appendix A: Underlying Causes and Possible Medications. 

• Reverse causes as possible, if in keeping with goals of care.41 

• Pain rarely occurs in isolation in people with advanced diseases. 7,42 Assess and treat 
other symptoms that can potentially worsen or alter pain perception, such as nausea, 
constipation, dyspnea, delirium, anxiety, depression, hypercalcemia, and sleep 
disturbances. Refer to the BCCPC Symptom Management Guidelines for the relevant 
symptom-specific guideline. 

STEP 4 | INTERVENTIONS  

                                        

PRINCIPLES OF MANAGEMENT    

When considering a management approach, always balance the burden of a possible 
intervention against the likely benefit (e.g., does the intervention require transfer to 
another care setting, does an involved caregiver have the capacity to support the 
intervention). 

https://www.bc-cpc.ca/publications/symptom-management-guidelines/symptom-management-guidelines-printable/
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• Use a person-centered and trauma-informed approach, considering the bio-
psychosocial, spiritual, and cultural factors affecting the person and those who 
support them.43 Refer to the Nurturing Psychosocial and Spiritual Well-being 
Guideline. 

• Address the multidimensional factors contributing to total pain and suffering, using an 
inter-professional approach.19  

• Ensure ongoing documentation of assessment findings, treatment plan and the 
person’s response, which is essential for effective team communication and a 
consistent approach to pain management.49 

• Optimize both pharmacological and non-pharmacological pain management 
strategies.43  

 

NON-PHARMACOLOGICAL INTERVENTIONS 

• Tailor non-pharmacological pain strategies to the individual.  
o Support inclusion of spiritual, cultural and complementary practices that are 

important to the individual for their pain management. (See National Centre 
for Complementary and Integrative Health in Appendix C: Extra Pain 
Resources for additional information on non-pharmacological complementary 
interventions.) 

o Although some strategies lack robust evidence, where appropriate, support a 
person’s choice to try strategies with the aim of relieving suffering and pain, 
being mindful of potential risks and benefits (including cost).  

• Interventions include but are not limited to: 
o Physical: such as physiotherapy, exercise, massage, positioning, application 

heat/cold, physical rehabilitation, deep breathing techniques, transcutaneous 
electrical nerve stimulation (TENS), acupuncture, acupressure.43–48 

o Psychosocial: such as guided relaxation, supportive individual and/or group 
therapy, music therapy, virtual reality, or cognitive behavioural 
therapy.43,46,47,49–51 

 

PHARMACOLOGICAL INTERVENTIONS                                 

Considerations when selecting analgesic(s):  
• Select opioid and adjuvant analgesics medication(s) using the following 

considerations:   
o Cause and type of pain. Match cause of pain to drug treatment choice. Opioids 

are effective across most pain types.  See Appendix A: Underlying Causes and 

Possible Medications and refer to the Opioid Prescribing and Management in 

Palliative Care Guideline. 

https://bc-cpc.ca/wp-content/uploads/2019/11/ColorPsychosocialGuideNov2019a.pdf
https://bc-cpc.ca/wp-content/uploads/2019/11/ColorPsychosocialGuideNov2019a.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
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o Illness features, including expected illness trajectory, health performance status, 

medical conditions, organ impairments, and the other relevant symptoms in 

determining medication options.  

o Clinical assessment features including pain severity. Treatment choices are 

informed by pain severity on a scale with 0-10, with 0 being none and 10 being 

the worst possible. As the experience and rating of pain is subjective, use clinical 

judgement to determine the best pharmacological choices.  

o Individual’s preferences, including specific goals, cultural practices, concurrent 

use of traditional and alternative medicines and other preferences to aid drug 

selection. 

o Drug limiting factors, including adherence, allergies and drug interactions 

o Risks for substance misuse, including substance use disorder, risk of use other 

than prescribed and potential harms. For screening and monitoring strategies, 

use Opioid Prescribing and Management in Palliative Care Guideline.  

o Access to medications, including drug dosage forms, costs and availability in 

their care setting.  

▪ Submit  BC Palliative Care Benefits program registration when 

appropriate. Complete Special Authority request for medications not 

covered by BC Palliative Care Benefits. 

 

Initiation of analgesics 
For specific medication guidance, see Appendix B: Medications Based on Type of Pain 
(excluding systemic opioids) and for systemic opioid use refer to the Opioid Prescribing 
and Management in Palliative Care Guideline. 

• Use an analgesic administration approach when prescribing 52 
o By mouth - While the oral route is most common as the safest and least invasive 

administration method, other routes can be used as indicated to maximize 

comfort.11,52,53 

o By the clock - Regular/fixed administration schedule, rather than only “on 

demand”.11,52,53 

o For the individual – Use the dose of medication that relieves pain to an 

acceptable level as determined by the person. 52 

o Plan for adverse effects – Anticipate, monitor and manage adverse effects, 

including starting laxatives proactively with opioids. Refer to Constipation 

Guideline. 

o With attention to detail – provide sufficient education and support for the 

person and family to manage pain safely and effectively. See Educating the 

Individual and Family. 

 
Mild pain  

• Initiate acetaminophen and non-steroidal anti-inflammatories (NSAIDs) alone or 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://ihsts.sharepoint.com/sites/bc-cpc/Shared%20Documents/Pall%20Ed/SMG%20Oct%202024%202025/Pain%20SMG/Expert%20Review/Survey%202/practitioner-professional-resources/pharmacare/plans/plan-p-bc-palliative-care-benefits-program
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://bc-cpc.ca/wp-content/uploads/2025/01/BCCPC-Constipation-Guideline.pdf
https://bc-cpc.ca/wp-content/uploads/2025/01/BCCPC-Constipation-Guideline.pdf
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together.54  

• If acetaminophen and NSAIDs are not effective or contraindicated, consider using 
adjuvant analgesics or initiating short-acting strong opioids at a low dose.12 

 
Moderate pain   

• Initiate a low dose of a strong opioid (with or without adjuvant medications12) even 
for people who are opioid naïve, rather than a weak opioid in the context of advanced 
life-limiting illness. 

• Always use an individualized assessment and therapeutic plan.55  
o Strong opioids can achieve quicker and more effective relief for pain, prevent a 

future opioid rotation, and avoid the ceiling effect and other limitations of 

codeine and tramadol.55  

• There are numerous considerations when initiating opioids for safety, efficacy and 
prevention of adverse effects. Use the Opioid Prescribing and Management in 
Palliative Care Guideline for prescribing and monitoring guidance.  

 
Severe pain 

• Initiate a strong opioid as first-line option in treating severe pain, if not already being 
used.56 

• Be prepared to rapidly titrate opioids if necessary and with appropriate monitoring. 

• Strong opioids available in injectable forms may be necessary for parenteral 
administration to rapidly respond to pain. Refer to the Opioid Prescribing and 
Management in Palliative Care Guideline for changing routes and conversion 
guidance. 

• In the case of severe incident pain, consult a palliative care physician/specialist. 
Injectable fentanyl or sufentanil administered by sublingual or intranasal route may be 
appropriate.  They have a rapid onset but short duration of opioid action and thus can 
be used as a pretreatment to manage pain without lingering effects of longer-acting 
opioids. 10,15  
 An evidence-based protocol or guideline should be used when prescribing these 

medications and in monitoring for effectiveness, sedation, and opioid excess. 
Consult with an experienced palliative care physician/specialist. 

• If the pain is severe and the person is not tolerating community-based treatment, then 
consider hospital or inpatient hospice admission for acute, severe pain or pain crisis.  

• If escalating opioid doses are not managing pain, reassessment is required and 
consultation recommended to determine underlying causes such as nociplastic pain, 
neurotoxicity (hyperalgesia), and pain that is poorly responsive to opioids. 

 

Adjuvant Analgesics  
• For all levels of pain, use adjuvant analgesics as appropriate.  

• Select adjuvant medication based on predominant pain type, symptoms, 
comorbidities, supporting clinical evidence, potential adverse effects, drug 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
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interactions, ease of administration and cost. (See Appendix B: Medications Based on 
Type of Pain (excluding systemic opioids) for specific recommendations.)   

• Select the adjuvant analgesic with the greatest benefit and least risk as first-line 
treatment.57  

Monitoring and Titration:   
• Following initiation of pain medications, adjustment is frequently required. 58 

• For opioid monitoring and titration, use Opioid Prescribing and Management in 
Palliative Care Guideline, as opioid monitoring and titration have numerous 
considerations for safety, efficacy and managing adverse effects. 

• Use practice tools to monitor pain rating and adverse effects, and to track the 
person’s goal attainment. Consistently use the same numerical or descriptive pain 
rating scale for comparison. 59 

• Reassess pain at regular and frequent intervals: at expected peak action time of 
analgesic, following the start of new treatment, with each new report of pain, with 
any change in the presentation of pain, and when pain is not relieved by previously 
effective strategies.60,61  

• Individualize dosing readjustments, balancing effectiveness and tolerability. 
o Consider specific presentations such as: 

▪ End-of-dose failure (consider increasing baseline dose)10  
▪ incident pain (premedicate with a breakthrough dose prior to painful 

activity).10 If insufficient, consult with palliative care specialist for 
alternate approaches. 

• Limit maximum total daily doses of non-opioid analgesics and adjuvants with ceiling 
effect due to risk of serious adverse effects. 57 

• Adjust dose upward to optimize pain control or downward to prevent adverse effects. 
Increase doses until the analgesic effect is achieved, adverse effects become 
unmanageable, or the conventional maximum dose is reached.60 

• Manage adverse effects by dose reduction, changing to a different medication or 
symptomatic management, e.g., anti-emetic, laxative use.58 

• Consider combination therapy with two or more adjuvant medications in the event of 
partial response to single drug therapy and potential for synergistic effects.62 
However, avoid initiating and titrating several adjuvants concurrently.57 

• Taper or discontinue ineffective medications.58,60 When the person is achieving 
appropriate pain control by another method such as radiation, nerve block or epidural 
analgesia, taper or discontinue therapy that is no longer required.  

 

SPECIALIZED MEDICAL INTERVENTIONS 

In addition to pharmacological and non-pharmacological interventions, some individuals 
may benefit from specialized medical interventions for pain management, such as: 

• Palliative radiation 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf


PAIN MANAGEMENT 

   11    September 2025                                                                    PAIN | Back to Table of Contents      

 
  

 

• Palliative surgery 

• Anesthesiology (neuraxial analgesia, nerve blocks) 

• Interventional radiology (embolization, nerve blocks, or cementoplasty) 

• Interarticular steroid injections 
 

This may require consultation with a palliative care physician/specialist for appropriate 
referrals. 

 

EDUCATING THE PERSON & FAMILY                                               

During every step of pain management, provide education to the individual and/or family 
to ensure effective, appropriate, and safe medication use. This education promotes 
understanding of pain management and supports adequate symptom control. 

• Use a person-centered approach incorporating harm reduction and 
trauma-informed principles, considering the individual’s history and 
experience.   

• Provide verbal and written information in a language they are fluent in, 
and in a way that is accessible to the individual and/or caregivers.  

• Use a teach-back method after education to ensure the person/family 
understand the instructions. Refer to Teach-Back resource. 

• Provide information on who to contact if they have questions or require 
support, including after-hours. 

• Advise people/families to contact a clinician if pain or side effects worsen. 

• Explore with family caregivers the person’s non-verbal expressions of pain and explain 
how to monitor pain. 

• Encourage people to report their pain.6 Inform people that they have the right to 
receive adequate pain management. Reassure them that their report of pain will be 
believed and acted upon. 63  

• Explain the cause of each pain, when possible, and reassure that pain can usually be 
very well controlled.40 Emphasize the benefits of treating pain early and regularly to 
improve pain management over time.  

• Identify the three simple stepwise goals for pain management:19  
o A good night’s sleep. 
o Pain control during the day while at rest. 
o Pain control when active and ambulatory. 

• Explain how to use pain medications effectively.64  

o Provide a complete list of the analgesic medicine regimen including the names of 
the medicines, reasons for use, dosage and dosing intervals.52 

o Explain each medication and why they have been prescribed. 

o Explain how and when each medication should be taken.  

https://centrecmi.ca/wp-content/uploads/2020/02/8-Teach-Back_2020-02-07.pdf
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o Discuss approaches to a safe and easy medication management system (e.g. 
blister packs, weekly pill dispenser) 

o Advise following the prescribed medication regimen (e.g. not stopping or starting 
medications without first speaking with the prescriber or pharmacist).  

• If a person and their family disagree about the use of pain medication, explore their 
understanding and come to agreement, especially if family members are 
administering analgesics. 

• Provide education specific to opioids to ensure effective, appropriate and safe use by 
the person and their family. Use the Opioid Prescribing and Management in Palliative 
Care Guideline. 
o Discuss and resolve concerns about tolerance, fears, addiction and adverse 

effects.65 Use Table 5 Response to Common Misconceptions About Opioid 
Analgesics in Opioid Prescribing and Management in Palliative Care Guideline. 

• Educate about potential adverse effects of medications, what to monitor for, and how 
the adverse effects can be managed if they occur.52 

• Teach people how to keep a pain diary and to record scheduled and breakthrough 
analgesia usage (see Table 1: Resources for individuals and/or families). 

• Advise about safe handling, storage, and pharmacy take-back disposal of analgesics, 
particularly opioids.60  

 

 

Table 1: Resources for the person and/or family 

Resource Title & Link Source 

    Frequently asked questions & key considerations 

 Pain from Cancer  BC Cancer 

 Pain  Canadian Virtual Hospice 

 Pain Relief: A guide for people with cancer  Canadian Cancer Society 

 Pain and Ways to Manage It Fraser Health 
 

 Diary & Tracking Resources 

 Pain Diary  Canadian Cancer Society 

 Symptom Diary  Canadian Virtual Hospice 

 Daily Pain Diary & Tracking record  American Cancer Society 

In Home Medication Sheet  Interior Health 
 

 Relaxation Resources 
 

 Relaxation Techniques   Victoria Hospice 

 How to do progressive muscle relaxation  Anxiety Canada 
 

 Cannabis Resource 
 

 Medical Cannabis: What patients with cancer need to know   BC Cancer 

 

 

  

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
http://www.bccancer.bc.ca/managing-symptoms-site/Documents/Pain-from-Cancer.pdf
https://www.virtualhospice.ca/en_US/Main+Site+Navigation/Home/Topics/Topics/Symptoms+_+Health+Concerns/Pain.aspx
https://cancer.ca/en/cancer-information/resources/publications/pain-relief
https://fraserhealth.patienteduc.ca/permalink/311081
https://cancer.ca/en/cancer-information/resources/publications/pain-relief
https://www.virtualhospice.ca/Assets/cvh%20symptom%20diary_20090429144800.pdf
https://www.cancer.org/content/dam/cancer-org/cancer-control/en/worksheets/pain-diary.pdf
https://www.interiorhealth.ca/sites/default/files/PDFS/client-family-in-home-medication-record.pdf
https://victoriahospice.org/wp-content/uploads/2019/07/26188-vichospice_relax_bro_sept14_proof.pdf
https://www.anxietycanada.com/sites/default/files/MuscleRelaxation.pdf
http://www.bccancer.bc.ca/coping-and-support-site/Documents/MedicalCannabis/BCCancerMedicalCannabisFactSheet.pdf
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ADDITIONAL RESOURCES                                                                         

Appendix A: Underlying Causes and Possible Medications for Pain in Palliative 
Care1,4,66–70 For further medication guidance, see Appendix B: Medications based on type of pain (excluding 

systemic opioids). 

  

 

 

 

 

  
NOCICEPTIVE PAIN 

Pain quality examples: Sore, 
throbbing, dull, tender, aching, 

cramping. 

NEUROPATHIC PAIN 
Pain quality examples: Hot, 

burning, electric shocks, 
stabbing, painful cold, tingling, 
prickling, numbness, pins and 

needles.  Hypersensitivity 
(hyperalgesia and allodynia) 

frequently present. Often 
“indescribable”. 

NOCIPLASTIC PAIN  
Pain quality examples: Non-

specific. Widespread pain with 
neuropathic pain qualities 

including allodynia and 
hyperalgesia, fatigue, non-
restorative sleep, cognitive 

dysfunction, mood disturbance, 
hypersensitivity to sensory input 

such as bright lights, loud 
noises, and smells. 

ALTERED NOCICEPTION 
Peripheral sensitization; Central sensitization; 

Diminished descending inhibition; Immune system 
activation 

OTHER CAUSES: 
Diffuse sensitization (fibromyalgia) 

Functional visceral pain (e.g., irritable bowel syndrome) 
Regional somatic sensitization (e.g., chronic headaches) 

 

 

CONSIDER 
Nociplastic pain: Refer to experienced 
palliative care physicians/specialists in 

the context of life-limiting illness. 
 

Nociplastic pain is a newly defined 
pain category, and its intersection and 

management for people with life-
limiting illness is largely unexplored. 

PERIPHERAL 
Infections (e.g., HIV, postherpetic neuralgia)  

Nerve compression (e.g., tumour-related compression)  
Traumatic (Complex Regional Pain syndrome Type 2) 

Metabolic (e.g., Amyloidosis) 
Ischemic (PVD, DM) 

Toxic (Chemotherapy-induced peripheral neuropathy) 
Autoimmune (Guillain-Barré syndrome) 

Genetic (Inherited neuropathy) 

 

CENTRAL 
(BRAIN AND SPINAL CORD) 

Traumatic (Spinal cord injury) 
Vascular (Stroke) 

Neurodegenerative (Parkinson’s disease)  
Autoimmune (Multiple sclerosis)  

Inflammatory (Transverse myelitis) 

 

CONSIDER: 
Neuropathic pain: Analgesic 

antidepressants (TCAs & SNRIs), 
anticonvulsants, opioids 

With consultation: 
NMDA Antagonists (Methadone, 
ketamine), antiarrhythmics (e.g., 
Lidocaine infusion), image-guided 

nerve blocks 

VISCERAL 
Mucosal injury (Peptic ulcer) 

Obstruction or capsular distension (e.g., Malignant 
bowel obstruction, liver capsule stretch) 

Ischemia (e.g., Angina, mesenteric ischemia, PTE) 
Tissue injury (e.g., Tumour-related pain, cirrhosis) 

CONSIDER: 
Wound pain: Topical and systemic opioids,  

topical lidocaine. 

 
CONSIDER: 

Bone/joint pain:  Acetaminophen, NSAIDs, 
opioids, corticosteroids, bisphosphonates, 

monoclonal antibody – bone modifying agent, 
gabapentinoids for metastatic bone pain. 

 

SOMATIC- SUPERFICIAL 
(Postoperative pain, burns, decubitus 

ulcers, fungating wounds) 

SOMATIC- DEEP 
Bone, muscle and joint pain (Bone 

fracture, tumour-related pain, 
dystonia, spasms, arthritis 

CONSIDER: 

Soft tissue pain: Acetaminophen, NSAIDs 

(topical or systemic), opioids, 

corticosteroids, anti-spasticity medications 

  

CONSIDER: 
Visceral pain: Antispasmodics, 

dexamethasone, opioids  

Flowchart developed by Dr Nicola Macpherson, MD FRCPC (Anesthesiology, Palliative Medicine), by amalgamating tables and flowcharts from 
multiple sources (see references above). British Columbia, Canada. Adapted with permission. 
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Appendix B: Medications Based on Type of Pain (excluding systemic opioids) 
Available evidence has been reviewed, and medications commonly used in palliative practice in 
BC have been included. The table is not an exhaustive list.  For systemic opioid use, refer to 
Opioid Prescribing and Management in Palliative Care Guideline. Dosing in a palliative context 
has been peer-reviewed for inclusion in this guideline.  
 

 
Medication 

Dose - Therapeutic 
Range & Maximum 

 Indications, Adverse Effects, Precautions & Dosing 
Concerns 

General Pain – multiple pain types  

 
 
Acetaminophen 

325 to 650 mg PO or 
PR q4-6h72 

 
Maximum daily dose is 
3-4 gm/d. Lower doses 
are required in adults 
weighing less than 50 
kgs or other frail 
adults10,73,74 

No high-quality evidence of significant pain relief 
over placebo when used in conjunction with a strong 
opioid. 75–79 

 
Caution in renal impairment and avoid in people 
with severe hepatic impairment, particularly when 
associated with alcohol dependence and 
malnutrition. 73 

Non-Steroidal Anti-Inflammatory 
Drugs (NSAIDS)   

Not used continually unless the person has a short 
prognosis. If pain is ongoing or increasing, consider 
using opioids and adjuvants for underlying pain. 

  Avoid in people >65, medically frail, cardiac, renal 
and hepatic dysfunction, or recent history of peptic 
ulcers.14  
 
Avoid concurrent use with corticosteroids.14 
 
Relative contraindication with pre-existing 
cardiovascular disease due to increased prothrombotic 
cardiovascular risk,14,80 and with concurrent 
chemotherapy due to greater risk of 
thrombocytopenia.81,82 

 
Adverse effects, including risk of thrombosis and GI 
bleeds, are generally dose dependent and rise 
significantly after 7-10 days of multiple dosing.10,14 
Naproxen appears to be associated with lower 
cardiovascular risk than that seen with use of other 
NSAIDs but must be weighed against GI adverse 
effects. 14,80 

   
Gastrointestinal adverse effects:  
Selective Cox-2 inhibitors appear to be associated 

 Diclofenac  50-75 mg PO or PR 
q12h 10 

 
Max dose: 100mg per   
day73  

Ibuprofen 400 to 800 mg PO q6-
8h14,73 

Max dose (acute): 
3200mg per day73 

Max dose (chronic): 
2400mg per day73 

Naproxen 
 

250-500 mg PO 
q68h10,73 

Max dose: 1500mg PO 
per day10 

Ketorolac* 
 

10-20mg PO q6-8h10 

Max dose: 40mg PO per 
day10   
30 mg IV/IM q6h 
Max dose:  120 mg 
IV/IM per day85 

The duration of 

https://www.bc-cpc.ca/wp-content/uploads/2024/12/BCCPC-Opioid-Guideline.pdf
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treatment should not 
exceed 5 days10 

with a lower risk of significant GI adverse effects 
versus non-selective Cox inhibitors.83,84 

Long-term users of NSAIDs have a higher risk of 
developing peptic ulcers and upper GI bleeding.14  
Consider treating with gastroprotective agents such as 
Proton Pump Inhibiter (PPI) for people at high risk of 
developing GI complications14,83 

 
Celecoxib 

100-200 mg PO daily or 
q12h  
Max dose: 400mg per 
day 10 

Meloxicam 7.5 to 15 mg PO daily 
Max dose: 15mg per 
day71 

Corticosteroid Consider for cancer pain, such as bone, soft tissue, 
neuropathic and visceral pain,10  due to its anti-
inflammatory effects.86 

Consult primary oncologist before starting 
corticosteroids with people who may start or who are 
receiving immunotherapy, as they may impact the 
effectiveness of immune-based systemic cancer 
treatments. 87,88 

Avoid concomitant use with NSAIDs 

Dexamethasone 2-8 mg PO or 
subcutaneous once 
daily or twice daily19,89  

 
Consultation 
recommended for dose 
greater than 16 mg 
total daily dose.  
 
Dose once a day in the 
morning or twice daily 
in the morning and at 
noon to reduce effects 
of insomnia.90 

 
 
 

 

Considering individual factors, start at a high dose, 
then reduce to a maintenance level at the lowest 
effective dose to minimize adverse effects. Stop if no 
response within 5-7 days.91  
 
Risks of adverse effects increase with dose and 
duration of treatment; therefore, avoid prolonged 
use. If the benefits outweigh the risks, use can 
continue indefinitely, in these cases find the lowest 
effective dose.10,92 

 

Adverse effects include gastric irritation/ dyspepsia†, 
insomnia, hyperglycemia††, water retention, delayed 
wound healing, purpura, visual blurring, immune 
suppression, proximal myopathy, osteopenia, 
increased appetite, hiccoughs, increased risk of VTE, 
mood lability and steroid psychosis†††, Cushingoid 
features.86,93,94 

 
†PPIs are often considered to be used concurrently for 
gastric protection. Consider treating with concurrent 
PPI if the benefits of their use outweigh the risk 
associated with PPIs.95,96 
††Use caution with people with diabetes, monitor 
blood sugar. 
†††Use caution for people with psychiatric disorders 
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(i.e., bipolar, schizophrenia). 
 

Taper steroid dose gradually if treatment duration is 
more than 3 weeks, irrespective of dose. 86,97   
For clinical practice in palliative care, don’t stop 
steroids abruptly for people taking greater than 
Dexamethasone 4mg/day for more than 5 days.98  
 
Taper down to avoid abrupt withdrawal, reduce the 
risk of symptom recurrence, and give time for intrinsic 
production of steroids to recommence. 86,97  
If problems occur during dose reduction, consider 
increasing dexamethasone back to the dose where 
symptoms were controlled, considering each case 
individually. 
 
Initially rapid taper (halving the daily dose), but as it 
approaches the physiologic dose (1-2mg/daily) taper 
much more slowly to allow the adrenals to 
recover.19,99 Refer to Corticosteroid Reduction Regime 
(p. 6) 

Superficial Somatic Pain (cutaneous ulcers, tumours and wounds) 

Topical NSAIDs 

Ibuprofen foam 
dressing (Biatin 
IbuR)* 

Polyurethane foam 
dressing containing 
ibuprofen (0.5 mg/cm2) 
dispersed throughout 
dressing q2-3d100 

Does not require a provider’s order. 
 
For use on painful wounds. Avoid use on infected 
wounds. 
 
Requires exudate to allow Ibuprofen to be released, if 
wound is minimally exudative, moisten dressing with 
sterile saline before applying. 

 
The usual wear time is 2-3 days. Can be left on for up 
to 7 days, but pain relief is 2-3 days.100 

 

 
 Topical Opioids 
 

Consider completing the BC Compounding Coverage 
Request Form to ease burden of compounding fee.  

Topical 
Morphine* 

 

10 mg of Morphine 
Sulfate injection (10 
mg/ml) in 8 gm of 
Intrasite gel (0.125%) 
topically  
one to three times 

The amount of gel applied varies according to the size 
and the site of the inflammation or ulcer (enough to 
cover the wound).102,104 The topical morphine is kept 
in place with gauze or a non-absorbable dressing.  
 
Duration of pain relief is variable, individualized 

https://www.palliativedrugs.org/download/161206_No_6_CORTICOSTEROIDS%20_GUIDELINE_FOR_SYMPTOM_MANAGEMENT_IN_ADVANCED_CANCER_(Version%202)_Final.pdf
https://www2.gov.bc.ca/assets/gov/health/forms/5479fil.pdf
https://www2.gov.bc.ca/assets/gov/health/forms/5479fil.pdf


PAIN MANAGEMENT 

   17    September 2025                                                                    PAIN | Back to Table of Contents      

 
  

 

daily101–104 

 
 
 

dosing frequency required108,109  

 
Can be made up by nursing but must be used 
immediately. When compounded by a pharmacy, it is 
stable for 28 days once mixed.102,103 

Topical      
Methadone 

100mg Methadone 
powder in 100g of 
Intrasite gel (0.1%) 
 
Consult with palliative 
care 
physician/specialist for 
dosing direction. 

Consider opioid tolerance and wound size when 
selecting quantity to apply or concentration to use.  
 
Evidence is limited,110 the approach is based on the 
use of topical morphine.  

Topical Anesthetics 

 Topical   
 Lidocaine* 
 

Apply 2-5% topical 
viscous Lidocaine or 
ointment after 
removing old dressing 
and 3-10 min prior to 
wound care.106,111   

Systemic absorption is minimal, but caution should be 
used in people with cardiac dysrhythmias.10 

 

 Deep Somatic Bone Pain 

 Bisphosphonates – bone modifying agent 

 Clodronate 1600 mg (range 800-
3200 mg) PO in single 
or two divided doses 
daily. Maximal 
recommended daily 
dose is 3200 mg115  

Because there is weak evidence for pain relief and a 
potential for adverse effects, consider for people with 
longer life expectancies (months to years) to prevent 
the emergence of bone pain and to prevent skeletal 
related events.18,52,112–114 

 
Consult with a palliative care physician or medical 
oncologist for the consideration of 
bisphosphonates. 
 
Use with extreme caution in renal impairment, 
dose adjustment required. 
 
Adverse effects include osteonecrosis of the jaw, 
renal impairment, or hypocalcemia.  
Transient mild flu-like symptoms for 1 to 2 days 
may occur after administration. Monitor renal 
function and calcium with each treatment.  
Dental review is necessary before initiation. 

 Pamidronate 60 to 90 mg 
IV every 3 to 4 
Weeks71 

 Zoledronic Acid 4mg IV every 4 weeks71 

 Monoclonal Antibody – bone modifying agent 

 Denosumab 120 mg subcutaneous Monitor calcium levels prior to administration. 
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every 4 weeks71 Consider dental review before initiation. No dose 
adjustment required for renal impairment. 

 Deep Somatic Soft Tissue Pain (Muscle Spasms) 

 Anti-spasticity Medications 

 Baclofen 
 
 

5 mg PO q12h or q8h 
 
Start at 5 mg PO daily 
and increase to 15 mg 
daily in divided doses 
 
Maximum 
recommended dose 
100 mg daily.71 

Monitor liver function tests periodically. Abrupt 
cessation associated with seizures. Adverse effects 
include drowsiness. 
 
Avoid in people whose eGFR<60 due to risk of 
encephalopathy.116  

 Tizanidine* 
 
 

 

2 to 8 mg PO q8h or q6h 
 
Start at 2 mg PO daily 
and increase by 2 mg 
every 3 to 4 days 
according to response.  
 
Maximum 
recommended total 
daily dose 24 mg.10 

Common adverse effects are dry mouth, somnolence, 
dizziness.13 

 
 
 
 

Deep Somatic Muscle and Joint Pain 

  Topical NSAIDs 

 Diclofenac     
 Emugel 1.16%* 

Apply 2- 4 g topically TID 
to QID PRN to affected 
area 

Do not apply on an open wound, or on areas of 
infection or rash. 
 
Avoid concomitant oral and topical NSAIDS. 
 
Diclofenac can be compounded up to 10%, but it is 
more costly, and evidence suggests it is not superior 
to commercially available products.117 

 Diclofenac  
 Emugel 2.32%* 
 

Apply 2g topically BID 
PRN to affected area  
 

Visceral Pain (Colic) 

Antispasmodics 

 Hyoscine  
 Butylbromide 
(Buscopan®)* 

 

10-20mg 
subcutaneous/PO q4-
8h PRN118 

 
 Maximum daily PO 
dose:  60mg/day118 
 
 Maximum daily   

Use with caution in people with cardiac conditions, 
BPH with urinary retention and untreated narrow 
angle glaucoma. 63,118  
 
Monitor for peripheral antimuscarinic effects which 
may include blurred vision, dry mouth, constipation, 
urinary retention, tachycardia and hypotension 
(which may increase risk of falls). Does not cross the 
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 subcutaneous dose:  

 100mg/d118 

blood brain barrier; therefore, does not cause 
sedation. 

Neuropathic Pain 

Anticonvulsants First line for neuropathic pain. 120,121 

 Gabapentin 
 

300 to 800 mg PO every 
q8h to q6h 
 
Starting dose 100 to 
300 mg PO at 
bedtime.10  
 
Titrate slowly every 2 
to 3 days by 100 to 
300 mg as tolerated. 10 

Risk of adverse effects typically exceed the pain 
relief benefits at doses beyond 1800 mg/day for 
Gabapentin and 300 mg/day for Pregabalin. 120,121  
 
Dose adjustment required for those with renal 
insufficiency.  
 
An adequate trial should include 1 to 2 weeks at the 
maximum-tolerated dose. Monitor for somnolence, 
dizziness, and ataxia. Slower titration for the elderly 
or medically frail. 
 
Over half of those treated with Gabapentin will not 
have worthwhile pain relief.120 
 
 

 Pregabalin 150 to 300 mg PO q12h 
 
Starting dose 25-75 mg 
PO daily to twice daily.13 
 
Titrate slowly every 5 to 
7 days.10 

Antidepressants                       First line for neuropathic pain. 
SSRIs not recommended as less efficacy for 
neuropathic pain.119 

 Tricyclic Antidepressants (TCAs) 

Amitriptyline  
and  
Nortriptyline 

75 to 150 mg PO at 
bedtime 
 
Starting dose 10 to 25 
mg PO at bedtime.  
 
Titrate slowly every 3 to 
7 days by 10 to 25 mg as 
tolerated.71 

 

Avoid if poor cardiac function, severe prostatic 
hypertrophy, or glaucoma.  
 
Monitor for anticholinergic effects: drowsiness, 
constipation, dry mouth, urinary retention, QT 
prolongation, delirium. 
 
Amitriptyline is not recommended in doses 
>75mg/day in people >65 due to their sedative and 
anticholinergic effect and risks of falls.122 

 
Amitriptyline has more anticholinergic adverse effects 
but is more efficacious than nortriptyline. 123 

Positive effects on mood and sleep may be desirable. 

 Serotonin Norepinephrine Reuptake Inhibitors (SNIRs) 

 Duloxetine 30-60mg PO daily (can 
go up to 120mg/day 
but not shown to have 

Safer and better tolerated than TCAs.  
 
Duloxetine should not be used in people with hepatic 
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benefit and not well 
tolerated)57,124 

impairment. 13,124 
 
Venlafaxine should be decreased for those with renal 
or hepatic dysfunction.13 

 Venlafaxine                       75 to 225 mg PO daily 
 
Initiate at 37.5 mg daily 
for one week.71 

 Cannabinoids 

 Nabiximol *  
 
 

100 ÂµL or microlitre 
delivers 2.7mg of THC 
and 2.5mg of CBD  
 
1-10 sprays/day 
buccally or 
sublingually125,126 

 
Start at 1 spray at HS, 
increase by 1-2 sprays q 
1-2 weeks. Typical dose 
1 spray q4h 126 

1-4 sprays a day improved pain and sleep in    
patients with cancer already taking opioids. 125  
 
Adverse effects include: nausea/vomiting, dizziness, 
dry mouth and somnolence.125 

 
There is low‐certainty evidence that a single dose of 
synthetic THC analogue is not superior to a single 
low‐dose morphine equivalent in reducing 
moderate‐to‐severe cancer pain. 127  

 Medical   
 Cannabis 

 See: http://www.bccancer.bc.ca/health-
professionals/clinical-resources/medical-cannabis  

 Second line Analgesic Adjuvants  
 Consult with palliative care physicians/specialists 

Ketamine NMDA receptor antagonist 

Lidocaine parenteral infusion/off label use 
*Not covered by Palliative Care Benefits Plan. 
PO = by mouth IV = Intravenous, SC = Subcutaneous, TID = three times daily, QID = four times daily ODT = oral dissolving tablet  

 

Prices for prescription drugs may be obtained from BC PharmaCare. The British Columbia Palliative Care Benefits Plan 
https://www2.gov.bc.ca/assets/gov/health/health-drug- coverage/pharmacare/palliative-formulary.pdf provides province-wide 
drug coverage for many of the recommended medications – check website to confirm coverage. Consider price when choosing 
similarly beneficial medications, especially when the person/family is covering the cost. Many of these agents are not covered by 
palliative benefits or might require special authority approval for coverage. Consult with pharmacy for those considerations. 

 

  

http://www.bccancer.bc.ca/health-professionals/clinical-resources/medical-cannabis
http://www.bccancer.bc.ca/health-professionals/clinical-resources/medical-cannabis
https://www2.gov.bc.ca/assets/gov/health/health-drug-%20coverage/pharmacare/palliative-formulary.pdf
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Appendix C: Extra Pain Resources   
 

Assessment Tools 
• Adult Non-Verbal Pain Scale (NVPS) in Critically Ill 

https://pami.emergency.med.jax.ufl.edu/wordpress/files/2022/11/Adult-
NonVerbal-Pain-Scale-w-citation.pdf 

• Behavioural Pain Scale (BPS) 
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Behavorial-Pain-
Scale.pdf 

• Critical Care Observation Tool (CPOT) 
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Critical-Care-
Observation-Tool.pdf 

 
• Distress and discomfort assessment tool (DisDAT) 

https://www.esht.nhs.uk/wp-content/uploads/2021/11/Dis-Dat-Distress-and-
Discomfort-Assessment-Tool.pdf 

 
• Edmonton Symptom Assessment Scale and Body Map 

 https://www.albertahealthservices.ca/frm-07903.pdf 

• Faces Pain Scale Revised 
https://www.iasp-pain.org/resources/faces-pain-scale-revised/ 

• Numerical Rating Scale (NRS) 
https://pami.emergency.med.jax.ufl.edu/files/2015/02/Numeric-Pain-Rating-Scale-
Instructions.pdf 

 
• Pain Assessment in Advanced Dementia (PAINAD) 

https://bcbpsd.ca/docs/part-1/Final%20Provincial%20PAINAD%20Scale.pdf 
 
• Visual analogue scale (VAS) 

http://img.medscape.com/article/742/580/VAS.pdf  

• Verbal Descriptor Scale- Iowa Pain Thermometer 
https://geriatricpain.org/sites/geriatricpain.org/files/2023-12/VDS-IPT-
R%20Combined%20Instructions%20and%20Tool%20%282023%29.pdf 

    

Medication Related Resources 

• BC Compounding Coverage Request Form  
https://www2.gov.bc.ca/assets/gov/health/forms/5479fil.pdf 

 

• BC Cancer Agency Clinical Resources on Medical Cannabis 
http://www.bccancer.bc.ca/health-professionals/clinical-resources/medical-

https://pami.emergency.med.jax.ufl.edu/wordpress/files/2022/11/Adult-NonVerbal-Pain-Scale-w-citation.pdf
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2022/11/Adult-NonVerbal-Pain-Scale-w-citation.pdf
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Behavorial-Pain-Scale.pdf
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Behavorial-Pain-Scale.pdf
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Critical-Care-Observation-Tool.pdf
https://pami.emergency.med.jax.ufl.edu/wordpress/files/2019/10/Critical-Care-Observation-Tool.pdf
https://www.esht.nhs.uk/wp-content/uploads/2021/11/Dis-Dat-Distress-and-Discomfort-Assessment-Tool.pdf
https://www.esht.nhs.uk/wp-content/uploads/2021/11/Dis-Dat-Distress-and-Discomfort-Assessment-Tool.pdf
https://www.albertahealthservices.ca/frm-07903.pdf
https://www.iasp-pain.org/resources/faces-pain-scale-revised/
https://pami.emergency.med.jax.ufl.edu/files/2015/02/Numeric-Pain-Rating-Scale-Instructions.pdf
https://pami.emergency.med.jax.ufl.edu/files/2015/02/Numeric-Pain-Rating-Scale-Instructions.pdf
https://bcbpsd.ca/docs/part-1/Final%20Provincial%20PAINAD%20Scale.pdf
http://img.medscape.com/article/742/580/VAS.pdf
https://geriatricpain.org/sites/geriatricpain.org/files/2023-12/VDS-IPT-R%20Combined%20Instructions%20and%20Tool%20%282023%29.pdf
https://geriatricpain.org/sites/geriatricpain.org/files/2023-12/VDS-IPT-R%20Combined%20Instructions%20and%20Tool%20%282023%29.pdf
https://www2.gov.bc.ca/assets/gov/health/forms/5479fil.pdf
http://www.bccancer.bc.ca/health-professionals/clinical-resources/medical-cannabis
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cannabis  
 

• Corticosteroid Reduction Regime (p. 7)  
https://www.palliativedrugs.org/download/161206_No_6_CORTICOSTEROIDS%20_
GUIDELINE_FOR_SYMPTOM_MANAGEMENT_IN_ADVANCED_CANCER_(Version%20
2)_Final.pdf 

 

• Information about Medication cost and coverage 
Drugsearch.ca 

 

General Resources 
• BC Centre for Palliative Care: Serious Illness Conversation Guide 

https://www.bc-cpc.ca/cpc/serious-illness-conversations/  
 
• BC Guidelines: Palliative Care for the Patient with Incurable Cancer or Advanced 

Disease 
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-
resources/bc-guidelines/palliative-pain-management   

 
• BC Palliative Care Benefits: Information for prescribers 

https://www2.gov.bc.ca/assets/gov/health/health-drug-
coverage/pharmacare/palliative-physguide.pdf   

 
• Centre for Collaboration, Motivation & Innovation Teach Back handout 

https://centrecmi.ca/wp-content/uploads/2020/02/8-Teach-Back_2020-02-07.pdf 
 

• National Centre for Complementary and Integrative Health for additional 
information on the use of non-pharmacological interventions 
https://nccih.nih.gov/   

 

• Palliative Fast Facts 
https://www.mypcnow.org/fast-facts/ 

 

Resources specific to population 
• ALS Society of Canada: A Guide to ALS patient care for primary care physicians 

https://als.ca/wp-content/uploads/2021/05/A-Guide-to-ALS-Patient-Care-For-
Primary-Care-Physicians-English.pdf 

 
• ALS Society of British Columbia 1-800-708-3228 

https://www.alsbc.ca 
 

http://www.bccancer.bc.ca/health-professionals/clinical-resources/medical-cannabis
https://www.palliativedrugs.org/download/161206_No_6_CORTICOSTEROIDS%20_GUIDELINE_FOR_SYMPTOM_MANAGEMENT_IN_ADVANCED_CANCER_(Version%202)_Final.pdf
https://www.palliativedrugs.org/download/161206_No_6_CORTICOSTEROIDS%20_GUIDELINE_FOR_SYMPTOM_MANAGEMENT_IN_ADVANCED_CANCER_(Version%202)_Final.pdf
https://www.palliativedrugs.org/download/161206_No_6_CORTICOSTEROIDS%20_GUIDELINE_FOR_SYMPTOM_MANAGEMENT_IN_ADVANCED_CANCER_(Version%202)_Final.pdf
http://www.drugsearch.ca/
https://www.bc-cpc.ca/cpc/serious-illness-conversations/
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/palliative-pain-management
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/palliative-pain-management
https://www2.gov.bc.ca/assets/gov/health/health-drug-coverage/pharmacare/palliative-physguide.pdf
https://www2.gov.bc.ca/assets/gov/health/health-drug-coverage/pharmacare/palliative-physguide.pdf
https://centrecmi.ca/wp-content/uploads/2020/02/8-Teach-Back_2020-02-07.pdf
https://nccih.nih.gov/
https://www.mypcnow.org/fast-facts/
https://als.ca/wp-content/uploads/2021/05/A-Guide-to-ALS-Patient-Care-For-Primary-Care-Physicians-English.pdf
https://als.ca/wp-content/uploads/2021/05/A-Guide-to-ALS-Patient-Care-For-Primary-Care-Physicians-English.pdf
https://www.alsbc.ca/


PAIN MANAGEMENT 

   23    September 2025                                                                    PAIN | Back to Table of Contents      

 
  

 

• BC Cancer Agency: Symptom management guidelines 
http://www.bccancer.bc.ca/health-professionals/clinical-
resources/nursing/symptom-management 

 
• BC Renal Agency: Conservative care pathway and symptom management 

http://www.bcrenalagency.ca/health-professionals/clinical-resources/palliative-care 
 
• BC’s Heart Failure Network: Clinical practice guidelines for heart failure symptom 

management  
http://www.bcheartfailure.ca/for-bc-healthcare-providers/end-of-life- tools/ 
 

• Canuck Place 
www.canuckplace.org 

 

 
 

  

http://www.bccancer.bc.ca/health-professionals/clinical-resources/nursing/symptom-management
http://www.bccancer.bc.ca/health-professionals/clinical-resources/nursing/symptom-management
http://www.bcrenalagency.ca/health-professionals/clinical-resources/palliative-care
http://www.bcheartfailure.ca/for-bc-healthcare-providers/end-of-life-%20tools/
http://www.canuckplace.org/
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