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Objectives: 
 
1. Be aware of the causes and degree of suffering experienced by children dying of 

cancer. 

2. Describe treatment for cancer pain, including dealing with common side effects. 

3. Understand and discuss options for severe, rapidly escalating pain from tumor 
metastases that compress or infiltrate nervous structures in the terminally ill child. 

4. Understand and role-play a discussion of end of life care with the parents of a child 
who is dying with painful metastases, dyspnea, fatigue, nausea and anorexia or other 
symptoms.   

5. Understand the ethical principle of double effect and how it might apply in a dying 
patient. 

 
John is a fourteen year-old boy who has been treated at to your hospital for osteosarcoma in 
the right distal femur.  After his initial chemotherapy, John had a limb sparring procedure 
and has also had two thoracotomies to resect pulmonary nodules.  He had seemed to be 
doing well, but after eighteen months John has returned complaining of fatigue and low back 
pain radiating down his left leg.  He is found to have widespread metastases.  He again has 
nodules in his lungs, but also has extrapulmonary metastases.  One of the metastases is 
compressing the lumbar spinal cord causing severe pain.  Initially he remains ambulatory 
and retains control of bowel and bladder function.  Opioids, in doses limited by sedation are 
only partially effective in treating his pain.  John later develops constipation and urinary 
retention.  He has a low grade fever and is also developing increasing dyspnea from 
recurrent pulmonary metastases.   
His parents are insisting that “everything be done” to cure John of his tumor and are 
considering transferring him to another hospital to enroll in a new experimental protocol.  
You meet with them to set treatment goals.  As days go by, John is developing severe 
dyspnea and also pain not controlled by your previous measures.  Rapid excalation of 
opioids does not provide adequate pain relief, but does help with the dyspnea.  After 
consultation with the family and care team, you add additional sedation.  A float nurse files 
an incident report that “you are killing John by depressing his respiratory drive with high 
doses of opioids.” 



Pediatric Anesthesiology 2006  PBL 
 

Questions: 
 
1. What are the most troublesome symptoms facing children with cancer at the end of 

life? 
 
2. What are common concerns and side effects with opioids used for treating cancer 

pain? 
 
3 What role does regional or neuraxial analgesia have in pediatric cancer patients? 
 
4. What are appropriate goals for the treatment of a child with metastatic osteosarcoma 

not responding to chemotherapy. 
 
5. Is it appropriate to use treatments that may shorten a patient’s life if they enhance the 

quality of that life? 
 
Model discussion: 
 
John is suffering from many of the symptoms common to children with cancer near the end 
of life.  Fatigue, pain and dyspnea are the most severe complaints noted in the study by 
Wolfe.  Others include anorexia, constipation, diarrhea, nausea or vomiting which tended to 
be under-reported or overlooked by health care providers.  Hongo reported similar findings.   
 
Opioids are the mainstay of treatment for cancer pain, and are also useful for dyspnea, but 
may exacerbate many of the other common complaints.  When prescribing opioids, it is 
important to aggressively seek out side effects and treat them.  A classic example is 
constipation.  The hand that prescribes the opioid should then immediately prescribe the 
bowel regimen.  However, sedation can be treated with methylphenidate or 
dextroamphetamine with improvement in pain control.  Nausea and vomiting can be 
controlled with ondansetron or other antiemetics.  Some patients and parents will be 
concerned about addiction.  They need to be reassured that this is rarely if ever a problem 
when opioids are used for cancer pain.   
 
Opioids tend to be of limited benefit when tumor is infiltrating or compressing neural 
structures such as spinal cord or plexus.  This tends to lead to severe, often rapidly 
escalating pain.  Adjuvants such as tricyclic antidepressants or anticonvulsants can be tried, 
but these drugs may be of limited usefulness in this situation.  They are generally relatively 
slow to provide a therapeutic effect and many are only available orally.  Collins and others 
found that some of these lesions respond well to regional analgesia.  Generally it was 
necessary to use local anesthetics to adequately control the pain.  For those patients who 
refused or were not suitable candidates for regional analgesia, generally massive doses of 
opioids (up to 518 mg/kg/hr for one patient) were required when there was neural 
compromise by tumor.  Some of these patients also required deep sedation to help control 
the pain.   
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Losing a child is perhaps the hardest thing any parent can ever do.  When facing this 
situation, parents may act out their grief, anger and frustration.  The physicians caring for 
the child, potentially with the help of a palliative care team, need to help the parents and 
child find realistic useful goals for therapy.  If the tumor is not responsive to chemotherapy 
or irradiation, dragging john across the country to enroll in a new highly experimental 
protocol is likely to only add to his suffering.  Goals need to be set and clearly defined for 
how to handle his pain, what to do in the case of a respiratory or cardiac arrest, what to do 
about feeding and nutrition, particularly in the face of increasing anorexia and nausea as the 
disease progresses.   
 
Many of the therapies used in the treatment of symptoms of pediatric cancer patients at the 
end of life will have the potential to shorten the patient’s life.  High dose opioids, useful for 
treating both pain and dyspnea, may lead to hypopnea or even respiratory arrest.  Sedation 
used in conjunction with opioids for refractory pain, will decrease the child’s ability to 
maintain appropriate respiratory toilet.  Sedatives may also lower blood pressure.  These 
side effects are not the reason that the drugs are given.  They may be a necessary evil to 
obtain the humane therapeutic effect of adequate pain control.  The principle of double 
effect states that when a drug is given for appropriate symptom management in the 
terminally ill patient, if an unintended side effect does hasten the patient’s death, this is not 
cause to withdraw the drug.  Thus the concerns of the float nurse should be dealt with 
through staff education, rather than by changing the care of the patient.   
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