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PREFACE

James Alexander Logan, a second-year medical student 
at the Barts and The London School of Medicine 
and Dentistry, died in February 2001 after a painful 
illness. A Trust was set up in his name in 2003 to 
promote education in the recognition and treatment of 
cancer pain and it provided funds for an annual essay 
prize, open to those undergraduate medical students 
of Queen’s University, Belfast, who had completed 
their fourth-year palliative care teaching. The first 
competition took place in 2010 and the winning entry 
appeared in the Ulster Medical Journal in 2011. The 
Trust itself was dissolved in 2014 but the essay prize 
continues and the Trust’s website can still be accessed 
at http://www.jameslogantrust.org.uk/

INTRODUCTION

Saint Augustine wrote that “the greatest evil is physical 
pain.” Pain is often one of the most feared, distressing and 
burdensome symptoms for cancer patients. Despite vast 
advances in both the diagnosis and treatment of cancer in 
recent years, alongside hugely significant pharmacological 
and technological developments, 52-77% of cancer patients 
experience pain1 and 35% of these patients report their pain 
as being moderate to severe2.

Cancer pain is hugely complex and challenging to both assess 
and manage. The experience of pain is unique to each patient 
and will vary throughout their disease process. The variance 
in pain relates to tumour growth, side effects of anti-tumour 
treatment, metastases and presence of other co-morbidities.

In the assessment and management of cancer pain it is 
important that the immense stress and anxiety that a cancer 
diagnosis brings is not underestimated. Patients can often 
have fears relating to the future, prognosis, families, finances 
and treatment. All of which can all have a significant impact 
on pain perception; thus reinforcing the importance of holistic 
patient care within the cancer setting3.

Pain can be hugely debilitating both physically and 
psychologically and can have a considerable impact on quality 
of life. Despite the aforementioned advances in medicine, 
statistics clearly show that cancer patients’ still experience 
significant levels of pain; thus management within this patient 
population is presently inadequate. Constructing an optimal 
analgesic strategy for cancer pain relies on comprehensive 

assessment through compiling and reviewing the history of 
the pain complaint and effective clinical examination4.

The dynamic and complex nature of cancer pain can lead to 
challenges when assessing these patients and often presents 
a barrier to optimal pain management. This paper aims to 
identify and discuss the major physician and patient barriers 
to adequate pain assessment and management within the 
cancer population and highlight patient groups at particular 
risk of inadequate pain control.

Barriers to effective pain management within the cancer 
population can be broadly categorised into two main groups:

I.	 Factors relating to the patient themselves; and

II.	 Factors that are extrinsic to the patient including 
physician factors, complexities relating to the cancer 
pathophysiology and pain pathways and lack of effective, 
validated assessment tools.

PATIENT FACTORS

Misconceptions relating to analgesics

Patients may unintentionally hinder effective management 
of their pain. This is attributed largely to fears relating to 
analgesics; their side effects, addiction, tolerance and a 
reluctance to report increases in pain due to fears it may 
indicate deterioration in their disease status or prognostic 
decline5.

Ward et al. constructed the “Barriers Questionnaire” to 
identify patient barriers contributing to inadequate pain 
control. In addition to the above, it also identified that patients 
refrained from reporting pain as they didn’t wish to distract 
physicians from treating the cancer or impede delivery of 
anti-tumour treatment, fear of injections, religious beliefs 
and worries surrounding being a troublesome patient were 
also significant barriers6.

Several studies have proposed the use of Pain Education 
Programmes (PEPs) to eliminate patient misconceptions 
thus enhancing patients’ ability to report pain, facilitating 
more effective physician assessment and treatment. Evidence 
relating to their effectiveness is largely inconclusive and more 
high-quality research is needed to determine their usefulness 
within the cancer patient population7,8.
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Patient Demographics

Patient age is an important factor to consider when assessing 
and managing pain in the cancer setting. Cancer incidence 
increases with age and elderly patients typically present 
with advanced pathology often complicated by multiple 
comorbidities9. Elderly cancer patients may demonstrate 
additional barriers which can impede effective assessment, 
such as cognitive impairment and they often experience 
altered, atypical pain experiences and display differing 
responses to analgesics prescribed. Similarly, they may be at 
increased risk of experiencing undesirable side effects and at 
higher risk of drug toxicity due to associated decline in renal 
function with age11.

Ethnicity is another factor which must be considered. The 
World Health Organisation formulated a structured guideline 
for the management of cancer pain, however, significant 
disparities exist in the context of providing adequate pain 
control for patients in ethnic minority groups. Cleeland et al. 
investigated this phenomenon and concluded from their study 
of 1300 patients that those in ethnic minority groups were 
two thirds less likely to have appropriate opioid analgesics 
prescribed when compared to non-Hispanic white individuals. 
Furthermore, the vast majority of high quality evidence 
relating to cancer pain assessment has been conducted in 
Caucasian individuals, thus highlighting a need for further 
research into cancer pain management in patients from 
ethnic minority backgrounds12. Suboptimal treatment has 
been attributed to communication barriers between patients 
and medical staff, differences in socioeconomic status and 
unintentional stereotypes conveyed by medical staff13. In a 
society defined by an aging population and increasing ethnic 
diversity, more research is needed to further identify barriers 
to assessment of pain and strategies to optimise pain control 
in these patient groups.

EXTRINSIC FACTORS

Physician Factors

Doctors have cited the most significant barriers to adequate 
pain control as inadequate assessment of the pain complaint 
owing largely to lack of a reliable, validated assessment tool, 
reluctance of patients to report pain and insufficient physician 
knowledge of analgesics and pain management strategies5.

Several studies identified inadequate knowledge of analgesics 
as one of the most significant barriers to effective pain 
management in up to 50% of physicians12. Regarding 
tolerance to opioids 50% of physicians demonstrated 
sparse understanding, 20% overestimated the likelihood of 
patients developing addiction and most significantly there 
was a lack of knowledge regarding the pharmacology and 
prescription of such medications relating to dosage, timing, 
administration routes and drug conversion calculations15. 
Positively, the majority of healthcare workers were aware 
of the importance of appropriate pain control in improving 
quality of life, however many felt that they had limited ability 
to manage pain amongst cancer patients12. A systematic 

review determined that medical staff who delivered optimal 
analgesic control were less concerned with side effects and 
addiction and prescribed stronger opioid medications whilst 
demonstrating knowledge on how to effectively assess 
the requirement for breakthrough pain relief and ability to 
prescribe appropriately.

Pain Assessment Tools

Lack of an effective and validated pain assessment tool 
specifically designed for use within the cancer population 
has been identified by 20-80% of Doctors as one of the 
main barriers to effective pain management. The majority 
of Doctors did not use any pain assessment tools or take 
detailed pain histories relating to the type and nature of the 
pain13. Those who did use assessment tools, in 80% of cases 
chose the numerical rating scale and visual analogue scale 
in and more detailed measures such as the “McGill Pain 
Questionnaire” were rarely used14. A concerning finding 
from the “EPIC” multicenter study determined that 27% of 
cancer patients were not asked about pain by their physicians, 
highlighting the need for enhanced knowledge regarding 
assessment and treatment in this area15.

Structuring of Healthcare Services

Perhaps one of the most significant barriers to optimal 
pain assessment and management can be attributed to the 
fragmented nature in which cancer patients are managed. 
Care of such patients takes place in multiple settings by a 
range of health care professionals depending on the cancer 
trajectory. These will typically include but not limited to 
general practitioner care in the community to hospital-based 
care delivered by oncologists, surgeons and palliative care 
specialists. Although multidisciplinary team management of 
cancer patients is the gold standard approach, this can lead 
to inconsistencies in care and thus in pain assessment and 
management also16.

Healthcare for cancer patients is increasingly being delivered 
in the primary care setting. As a result, research into 
analgesics and pain assessment tools to date has primarily 
been conducted in the hospital environment, which has led 
to an absence of high quality research relating to cancer pain 
assessment in the community 16,17.

CONCLUSION

Despite vast diagnostic and therapeutic advances in 
recent years, cancer pain remains inadequately assessed 
and managed. Suboptimal treatment of pain can have a 
devastating impact on quality of life.

Effective assessment of pain in the cancer setting involves 
holistically assessing the patient, looking beyond the 
pathology and encompassing psychological, cultural, 
social and spiritual contributors to the pain experience. 
Approximately 14 million people are newly diagnosed with 
cancer worldwide each year, enhanced pain assessment has 
the potential to benefit all cancer patients and make their 
cancer journey more manageable.
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The importance of developing an assessment strategy that will 
effectively evaluate patient pain whilst being user friendly and 
deliverable in the hospital and community care environments 
is imperative. Further high-quality research is required to 
improve the standard of care amongst the cancer patient 
population. This must be reinforced despite the extreme 
pressures faced by physicians in the clinical environment 
today.

REFERENCES
1.	 van den Beuken-van Everdingen MH, de Rijke JM, Kessels AG, Schouten 

HC, van Kleef M, Patijn J. Prevalence of pain in patients with cancer: a 
systematic review of the past 40 years. Ann Oncol. 2007;18(9):1437-49.

2.	 Enting RH, Oldenmenger WH, Van Gool AR, van der Rijt CC, Smitt 
PA. The effects of analgesic prescription and patient adherence on 
pain in a dutch outpatient cancer population. J Pain Symptom Manage. 
2007;34(5):523-31.

3.	 Pergolizzi JV, Raffa RB, Fleischer C, Hussein O, Samir M. The clinical 
chal-lenge of cancer pain management with emphasis on healthcare in 
Egypt. Gavin J Anesthesiol. 2016:8-15.

4.	 Brant JM, Eaton LH, Irwin MM. Cancer-related pain: assessment and 
management with putting evidence into practice interventions. Clin 
Oncol Nurs. 2017;21(3 Suppl):4-6

5.	 Adam R, Burton CD, Bond CM, De Bruin M, Murchie P. Can patient-
reported measurements of pain be used to improve cancer pain 
management? A systematic review and meta-analysis. BMJ Support 
Palliat Care. 2017(7);373-82

6.	 Ward SE, Goldberg N, Miller-McCauley V, Mueller C, Nolan A, Pawlik- 
Plank D, et al. Patient-related barriers to management of cancer pain. 
Pain. 1993;52(3):319–24

7.	 Yates P, Edwards H, Nash R, Aranda S, Purdie D, Najman J, et al. 
A randomized controlled trial of a nurse-administered educational 
intervention for improving cancer pain management in ambulatory 
settings. Patient Educ Couns. 2004; 53(2):227-37.

8.	 Lin CC, Chou PL, Wu SL, Wu SL, Chang YC, Lai YL, et al. Long-
term effectiveness of a patient and family pain education program 
on overcoming barriers to management of cancer pain. Pain. 2006; 
122(3):271-81.

9.	 Cheng KK, Yeung RM. Impact of mood disturbance, sleep disturbance, 
fatigue and pain among patients receiving cancer therapy. Eur J Cancer 
Care (Engl). 2013;22(1):70-8.

10.	 Oldenmenger WH, Sillevis Smitt PA, van Dooren S, Stoter G, van der 
Rijt CC. A systematic review on barriers hindering adequate cancer pain 
management and interventions to reduce them: a critical appraisal. Eur 
J Cancer. 2009;45(8):1370-80.

11.	 Dahl JL. Pain: impediments and suggestions for solutions. J Natl Cancer 
Inst Monogr. 2004;(32):124–6

12.	 Jacobsen R, Samsanaviciene J, Liubarskiene Z, Sjøgren P, Møldrup 
C, Christrup L, et al. Barriers to cancer pain management in Danish 
and Lithuanian patients treated in pain and palliative care units. Pain 
Manag Nurs. 2014;15(1):51-8.

13.	 Swarm RA, Abernethy AP, Anghelescu DL, Benedetti C, Buga S, 
Cleeland C, et al. Adult cancer pain. J Natl Compr Canc Netw. 
2013;11(8):992-1022.

14.	 Wu HB, Lee MC, Lai KH, Ho ST, Sun WZ, Wong JO, et al. Physicians’ 
knowledge about pharmacological management of cancer pain-with 
special reference on their prescribing responses to simulated patients 
with cancer pain. Acta Anaesthesiol Taiwan. 2006;44(2):61-71.

15.	 Porzio G, Valenti M, Aielli F, Verna L, Ricevuto E, Rispoli AI, et 
al. Assessment and treatment of symptoms among Italian medical 
oncologists. Support Care Cancer. 2005; 13(11): 865-9.

16.	 Ekelund U, Ward HA, Norat T, Luan JA, May AM, Weiderpass E, et 
al. Physical activity and all-cause mortality across levels of overall 
and abdominal adiposity in European men and women: the European 
Prospective Investigation into Cancer and Nutrition Study (EPIC). Am 
J Clin Nutr. 2015;101(3):613-21.

17.	 Christo PJ, Mazloomdoost D. Cancer pain and analgesia. Ann N Y Acad 
Sci. 2008;1138(1):278-98.

18.	 Fleissig A, Jenkins V, Catt S, Fallowfield L. Multidisciplinary teams in 
cancer care: are they effective in the UK? Lancet Oncol. 2006;7(11):935-
43.

19.	 Bruera E, Michaud M, Vigano A, Neumann C, Watanabe S, Hanson 
J. Multidisciplinary symptom control clinic in a cancer center: a 
retrospective study. Support Care Cancer. 2001;9(3):162-8.


