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Abstract

Objective: Around 40% of oncology patients receive inadequate pain treatment. A

previous study reported pain interventions for only 70% of patients who reported

unacceptable pain at the self-service registration desk. The aim of this study is to gain

insight in reasons for the absence of pain intervention among oncology patients who

reported unacceptable pain.

Methods: In this mixed methods study, 20 patients visiting the oncology outpatient

clinic were selected via patient record assessment and interviewed about their per-

ceived reasons for absence of pain intervention.

Results: The reasons mentioned by the patients for absence of pain intervention

included reluctance of the patient to discuss pain, no treatment preferred by the

patient, focus of the physician on treatment of the disease, pain treatment difficult or

impossible, and the perception that pain is an inevitable consequence of the cancer

treatment. Almost 50% of the patients considered the physician responsible for the

absence of pain intervention.

Conclusion: In conclusion, a variety of reasons for absence of pain intervention are

reported by patients, including patient-related and health professional-related rea-

sons. Improvements can be made by promoting regular discussion of pain during hos-

pital visits and empowerment of patients.
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1 | INTRODUCTION

Pain is one of the most frequently experienced symptoms in oncology

patients, with moderate to severe pain being reported by over 50% of

patients (Bennett et al., 2017). Among other consequences, untreated

cancer-related pain can lead to decreased mobility, social isolation and

diminished quality of life for the patient and emotional distress for the

patient, family and caregivers (Neufeld et al., 2017; Rodriguez
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et al., 2019; van den Beuken-van Everdingen et al., 2016). Pain experi-

enced by oncology patients can be caused by the cancer or treatment

or be unrelated to the disease (Fink & Gallagher, 2019).

Previous research concluded that around 40% of all cancer

patients receive inadequate treatment for their pain, such as a dose

that is too low or the treatment that is initiated too late (Candido

et al., 2017; Deandrea et al., 2008; Kasasbeh et al., 2016). Factors that

lead to inadequate management of cancer-related pain can be related

to healthcare professionals, the healthcare system, and patients

(Kwon, 2014).

A previous study reported that approximately 10% of all cancer

patients visiting an outpatient oncology clinic reported unacceptable

pain at a self-service registration desk (Willems et al., 2021). For only

70% of these patients, an intervention for this unacceptable pain, such

as pain treatment, further diagnostics, or referral to another (pain)

specialism, was reported in the patient record. It remained unclear

why no pain interventions were reported in the patient record for the

other 30% of patients who reported unacceptable pain (Willems

et al., 2021).

Increased insight in the reasons for absence of pain interventions

might provide means to improve the pain treatment for oncology

patients, which could result in increased well-being of these patients

(Ho et al., 2018). The main aim of this study is to gain insight in the

reasons for the absence of pain intervention among oncology patients

who report unacceptable pain at the self-service registration desk.

The secondary aim of the study is to assess the characteristics of

patients who report unacceptable pain and received no pain interven-

tion. Furthermore, we inquired who patients held responsible for the

absence of pain intervention and what changes regarding their pain

treatment they would prefer.

2 | MATERIALS AND METHODS

2.1 | Study design

A prospective, observational and explorative mixed methods study

was performed based on a patient record assessment combined with

telephone interviews.

2.2 | Setting and subjects

The study was performed between April and July 2021 at the oncol-

ogy centre of a university hospital in the Netherlands. The oncology

centre receives almost 40,000 outpatients per year, and every type

of cancer is treated. The selection of the participants was done in

three steps. Firstly, the information technology department of the

oncology centre, selected patients who (a) visited the oncology cen-

tre between 6 April and 4 June 2021 for an outpatient consultation

with a physician or nurse and/or outpatient treatment at the day care

centre and (b) reported their pain as unacceptable at the self-service

registration desk at the entrance of the oncology centre. Secondly,

the researcher (HS) made a further selection based on patient record

assessment, selecting patients who (c) were 18 years or older at the

time of visit, (d) had no intervention for the pain reported in the

patient record after the visit to the oncology centre, (e) were diag-

nosed with an oncological or haematological disease and (f) were

Dutch or English speaking. Thirdly, the selected patients received

information on the study by telephone, and an information letter and

informed consent form were sent either by email or post. Subse-

quently, based on a short telephone interview, the final selection was

performed, selecting patients who (g) perceived themselves as cogni-

tively, emotionally and physically able to answer questions on the

phone, (h) agreed to participate in the study via an informed consent

form, (i) confirmed that their pain was unacceptable at the time of

visit and (j) confirmed that no pain intervention was initiated during

their visit. Patients who met all inclusion criteria participated in the

present study.

2.3 | Data collection and outcome

Data were gathered by means of patient record assessment and a

telephone interview. The patient record assessment was performed

using a data extraction form (see Appendix A). This data extraction

form includes patient demographics (age and sex), disease characteris-

tics (type of tumour, presence of metastases and the type of tumour

treatment), pain severity (numeric rating scale [NRS] ranging from 0 to

10) and information indicating a pain intervention. To assess whether

a pain intervention was discussed during the visit, the patient record

was checked for further diagnostics related to pain, a referral to

another specialist and the discussion or prescription of additional pain

treatment. The interviews were performed using a standardised ques-

tionnaire developed for this study (see Appendix B). The questionnaire

focused on gaining insight in the patient's perspective on why they

received no pain intervention for their unacceptable pain. Further-

more, the researcher inquired whether the pain was discussed at all,

and if so, who initiated that discussion. Additionally, the question was

asked who the patient held responsible for the pain discussion and

treatment. Finally, the questionnaire included questions regarding

potential improvements in the treatment of their pain, as proposed by

the patient.

This study was exempted from the Human Subjects Act by the

medical-ethical evaluation board of the academic hospital. Further-

more, approval for this study was provided by the Review Ethics

Committee of the affiliated university.

2.4 | Data analysis

Descriptive statistics were used to analyse the quantitative data from

the patient record assessments and the interviews, including mean

(standard deviation SD) and range, median (interquartile range IQR,

25th–75th percentile) and number (%). During the analysis, issues

with collected data leaving room for multiple interpretations were
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discussed with an internist specialised in pain and an epidemiologist.

Qualitative data were analysed by an inductive content analysis. This

content analysis consisted of the description and quantification of the

answers of the patients, after which the most frequently indicated

answers could be provided when checking for patterns in the com-

ments (Elo & Kyng�as, 2008). The content analysis was discussed with

a senior researcher and an epidemiologist and was adapted after a

consensus meeting in case of a disagreement.

3 | RESULTS

3.1 | Response and characteristics of the
participants

Between the 6th of April and the 4th of June 2021, a total of

220 patients visiting the oncology outpatient clinic reported their pain

as unacceptable at the self-service registration desk. During the

patient record assessment, 69 patients met the inclusion criteria from

the first two selection steps (criteria a–f). Approximately one-third of

these 69 patients indicated that their pain was acceptable at the time

of the visit, although they reported to have unacceptable pain at the

registration desk during their visit to the hospital. These patients indi-

cated they had misread the question, could not understand the ques-

tion because of an inability to read Dutch, had the registration done

by an informal caregiver or wanted to skip the question quickly.

Twenty (9%) of the approached patients indicated they did experience

unacceptable pain at the time of visit, met all inclusion criteria and

were interviewed. The flow of the participants and reasons for exclu-

sion are presented in Figure 1.

The baseline characteristics of the included 20 patients are pres-

ented in Table 1. The mean age was 62.0 years, ranging from 30 to

85, and 12 (60%) were female. The median pain intensity at registra-

tion was NRS 7.0. The included patients had various types of

tumours, and the majority had no metastasis. Approximately one-

third of the patients did not receive any anticancer treatment at the

time of visit. The majority had a consultation with a physician or

nurse, which for some patients was combined with a treatment at

the day care centre. The interviews were performed 15.5 days

after the visit to the outpatient clinic on average, ranging from 2 to

34 days.

F IGURE 1 Flow chart of the participants

TABLE 1 Baseline characteristics of patients

Baseline characteristics
Patients included for
interview (n= 20)

Age 62.0 (13.7)

Sex

Female 12 (60%)

Male 8 (40%)

Tumour type

Breast 4 (20%)

Multiple myeloma 4 (20%)

Leukaemia 2 (10%)

Lung 2 (10%)

Other 8 (40%)

Metastasis

No 14 (70%)

Yes 6 (30%)

Current treatmenta

Chemotherapy 4 (20%)

Immunotherapy 6 (30%)

Hormonal therapy 2 (10%)

Surgery in past 6 weeks 1 (5%)

Radiotherapy in past 6 weeks 0 (0%)

None 7 (35%)

NRS at registration 7.0 (5.0–8.0)

Type of visit

Consultation with physician/nurse 8 (40%)

Treatment at day care centre 6 (30%)

Both 4 (20%)

Unknown 2 (10%)

Note: Numbers represent mean (SD), median (IQR) or number (%).
aPatients could receive more than one treatment.
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3.2 | Discussion of pain during hospital visit

Fourteen of the 20 patients indicated that their pain was discussed

during the visit to the hospital to the oncology centre; however, no

pain treatment was initiated. Figure 2 shows whether the pain was

discussed during the visit and who initiated the discussion. Four

patients indicated that their pain was not discussed. Of the 14 patients

who discussed their pain during the visit, 11 took the initiative them-

selves to discuss pain. In two cases, the physician took the initiative,

and one patient indicated the discussion of pain was a shared

initiative.

3.3 | Reasons for absence of pain intervention

There was a variety of reasons for absence of pain intervention men-

tioned by the participants. In Table 2, the reasons mentioned are pres-

ented per patient. The reasons that were most often indicated by the

F IGURE 2 Pain discussed during visit

TABLE 2 Reasons for absence of pain intervention

Reasons mentioneda

Person considered by the patient as responsible for the absence of pain interventionb

Physician Patient
Both physician and
patient No one

Patients 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Physician only focused on

treatment of disease

X X X X X X

Reluctance for intervention by

patient

X X X X X X X

Reluctance to mention pain by

patient

X X X X

Pain intervention complicated or

impossible

X X X X

Unknown cause of pain X X X X

Pain inevitable part of treatment X X X X

No attention for person behind

the disease

X X

Pain with different cause,

treatment elsewhere

X X

Regulation of pain in own hands X

aPatients could indicate more than one reason.
b40% of the patients (n = 8) held only the physician responsible for the absence of pain intervention in their treatment, 15% (n = 3) held themselves

responsible, and 20% (n = 4) reported a shared responsibility. The remaining 25% (n = 5) stated that no one was responsible.
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patients were that their physicians primarily focused on treating the

disease, and thus paid less attention to potential symptoms such as

pain (n= 6), and that they themselves preferred no pain treatment at

that moment (n= 6). Of the six patients that did not prefer any pain

treatment, four patients indicated they were reluctant to take pain

medication, and the two other patients thought pain treatment unnec-

essary due to the short duration of pain and rejected a referral to

another specialist. Underlying feelings for the reluctance for pain

medication were concerns about the side effects of medication, fear

of dependency on medication, fear of damaging one's body if no pain

is felt and the perception that the pain is not caused by cancer.

Two other reasons that were mentioned by several patients were

reluctance to mention pain to the physician (n= 4), and the physician

indicating that further pain intervention was difficult or impossible

(n= 4). Patients experienced reluctance to start the discussion of pain,

because of fear that the cancer treatment might be delayed or termi-

nated (n= 2), an expectation that the health professional would

regard them as complaining (n= 1) or a feeling of uselessness because

no offer of pain intervention is expected (n= 1). The four patients that

indicated that pain treatment was complicated provided the following

explanations: extensive comorbidity (n= 1), no availability of alterna-

tive pain interventions without feared side effects (n= 1) and an

unknown cause of pain (n= 2).

3.4 | Perceived responsibility for absence of pain
intervention

During the interviews, the patients reflected on the perceived respon-

sibility for the absence of pain intervention as perceived by the

patients, which is displayed alongside the reasons for absence of pain

intervention in Table 2. The largest group of eight patients held the

physician responsible for the absence of pain intervention. An argu-

ment for the physician's responsibility provided by two patients was

that the physician is the expert and should thus know when to inquire

about or initiate treatment for a patient's pain. Other arguments men-

tioned were that the physician could not discover the cause of pain

and that the physician should be more considerate of the severe side

effects of pain medication. Three patients indicated they consider the

initiative to start a discussion about a pain intervention their own

responsibility. Four patients indicated it was a shared responsibility of

patient and physician. There were also five patients who indicated

that in their opinion, no one was responsible for not receiving an

intervention.

3.5 | Changes in pain treatment preferred by the
patients

All patients were asked whether they would prefer changes in the

way their pain is treated. Of the 19 patients who answered this ques-

tion, five patients indicated that they would prefer their pain to be

discussed every consultation or visit. One patient specifically

indicated that she did often not mention her pain during online con-

sultations in the current COVID-19 crisis and thus would prefer the

physician to initiate the discussion during the online consultations.

Four patients would like to discuss additional pain medication during

their consultation, one patient wanted the pain to be further diag-

nosed, and one patient preferred both. Seven patients were satisfied

with their current pain treatment and would not prefer any change.

4 | DISCUSSION

4.1 | Main results and reflection

The majority of interviewed patients indicated that their pain was dis-

cussed during the hospital visit, mostly from the patients' initiative.

The reasons for absence of pain intervention as perceived by the

patient included, among other, reluctance of the patient to discuss

pain during the hospital visit, reluctance of the patient to receive

treatment, lack of attention of the physician for the pain or other

symptoms, lack of treatment possibilities and the perception of pain

as an inevitable part of the treatment.

Only 20% (n= 4) of the patients did not discuss their as

inacceptable perceived pain during the visit to the outpatient clinic.

This is a relatively low percentage compared to what is shown in pre-

vious research, where a percentage of almost 50% of patients did not

discuss pain symptoms (Penalba et al., 2019).

In past studies, barriers for adequate cancer-related pain manage-

ment have been identified (Kwon, 2014; Timmerman et al., 2019; van

den Beuken-van Everdingen et al., 2016; van den Beuken-van

Everdingen et al., 2018; Wright et al., 2019). The current study recog-

nises that a wide variety of these barriers are still applicable in 2021.

Kwon (2014) distinguished healthcare professional-related, healthcare

system-related and patient-related factors that might lead to inade-

quate pain management, which can be recognised in our collected

data. The difficulty to discuss their pain and reluctance to take medi-

cation indicated by the patients are among patient-related factors

potentially leading to lacking pain management (Kwon, 2014; van den

Beuken-van Everdingen et al., 2018). Covid-19 and the resulting

online consultations could be a complicating factor for easy discussion

of pain. This is recognised by multiple studies and was also mentioned

by one of the patients in this study (Chen et al., 2020; Donaghy

et al., 2019). Therefore, an online consultation might not always be an

adequate replacement for a real-life consultation. Causes for the

reluctance to use medication mentioned in previous studies such as

side effects of pain medication and fear of dependency have not yet

been solved, since the same reasons are still provided by the included

patients in this study (Bruera & Paice, 2015; Kwekkeboom

et al., 2021; van den Beuken-van Everdingen et al., 2016). A recent

study on patient-related barriers to adequate cancer-related pain

management, such as fears of addiction, even showed that these bar-

riers were increasingly reported between 2002 and 2020

(Kwekkeboom et al., 2021). Although knowledge of patient-related

barriers can be helpful for tackling some uncertainty or fear in the

STOORVOGEL ET AL. 5 of 11



patients, complete removal of these barriers might be very difficult

(Kwekkeboom et al., 2021). For these patients, the harms and benefits

of their options should be considered, and a shared decision between

patient and healthcare professional should be made to initiate or

reject a pain intervention. Healthcare professional-related factors pre-

viously recognised in literature but still mentioned in this study

encompass the lack of attention for pain during clinical encounters,

such as no routine discussion and measurement of pain by physicians

or nurses (Kwon, 2014; van den Beuken-van Everdingen et al., 2018).

Finally, identified healthcare system-related factors are the lack of

appropriate treatment (e.g. without severe side effects), possibly cau-

sed by the lack of innovation in the pharmacological and non-

pharmacological treatment of pain recognised in previous literature,

and insufficient time and resources to enable healthcare professionals

to pay attention to pain management (Kwon, 2014; van den Beuken-

van Everdingen et al., 2018).

There are also barriers to adequate pain management identified in

previous studies that were not mentioned by the patients in the cur-

rent study. Barriers such as lack of knowledge among health profes-

sionals, financial restrictions, availability of medicines, and reluctance

of health professionals to prescribe pain medication are frequently

mentioned in literature, but were not observed in the current study.

These barriers might be harder to identify for the patient group, and

would be revealed more often when inquiring for potential reasons

for absence of pain interventions among health professionals

(Al-Ghabeesh et al., 2020; Bruera & Paice, 2015; Kwon, 2014;

Scarborough & Smith, 2018, pp. 20–22; van den Beuken-van

Everdingen et al., 2018).

Sixty percent of the patients (n= 12) reported the responsibility

of the absence of pain intervention as no one's, their own or a combi-

nation between themselves and their physician. The resulting 40% (n

= 8) held only the physician responsible for the absence of pain inter-

vention in their treatment. Several arguments provided for the

responsibility could be recognised in the reasons for absence of pain

intervention mentioned. Patients who held the physician responsible

often indicated that the physicians only focus on treatment of the dis-

ease, whereas patients who considered the pain discussion their own

responsibility often reported personal reluctance for pain medication.

Additionally, the majority of the patients would like to see some

changes in their pain treatment, such as regular discussion of their

pain, additional medication or diagnostics. These changes in pain man-

agement as suggested by the patients might contribute to a reduction

in both healthcare professional-related and healthcare system-related

inadequate pain management (Fairchild, 2010; Kwon, 2014). How-

ever, 35% of the patients (n= 7) were satisfied with their

current care.

Finally, approximately one-third of the patients who did not

receive a pain intervention despite reporting unacceptable pain at the

self-service registration desk indicated during the second check

(before the interview) that their pain was not unacceptable at the time

of the visit. The relatively high number of mistakes in this patient

group was caused by reasons such as the misunderstanding of the

question for both Dutch and non-Dutch patients, the registration

done by an informal caregiver or a lack of attention given to the ques-

tions when registering. Additionally, if these mistakes occur consis-

tently, this could lead to misleading results in studies among the

patients reporting their pain. However, a previous study has shown

that the NRS and the (non-)acceptable pain question are well compati-

ble (Willems et al., 2021). Therefore, most likely both measurement

methods are useful, since multiple pain assessment methods are

essential for adequate pain management (van Boekel et al., 2017).

Proper measurement and reporting of pain can even have a positive

impact on the pain of oncology patients and will support the quick

identification of issues with pain management (Haumann et al., 2017;

Magee et al., 2019). However, the results of the current study have

shown that additional attention for and explanation of the questions

at the registration desks is necessary.

4.2 | Limitations and strengths

A limitation of the study is the relatively small number of participants.

This seems partly caused by the COVID-19 crisis, which led to an

increase in online consultations instead of face-to-face consultations

(Boehm et al., 2020; Onesti et al., 2020). Patients with an online con-

sultation did not visit the oncology centre and as a result did not regis-

ter at the self-service registration desk, which automatically led to

exclusion of these patients. This might have resulted in selection bias.

A second limitation is the period between visit to the hospital and

selection for this study that could have led to recall bias. However, to

call patients, for example, the day after their visit was infeasible for

the IT department and the researchers.

The strength of this study is the mixed methods nature of the

study. Mixed methods approaches usually yield a comprehensive pic-

ture of the real-life situation. Due to the qualitative interviews, in-

depth data could be acquired from the participants. Because the ques-

tionnaires were asked via telephone, an explanation could be asked

for certain answers, which led to a high level of detail in the answers.

The explorative data from the patients' perspectives can be used for

hypotheses about the potential reasons for absence of pain

intervention.

4.3 | Recommendations

Several recommendations can be made based on the present study.

First, we recommend to improve the communication between physi-

cian and patient about pain by stimulating the physicians to proac-

tively discuss the pain, to confirm whether the patient is content with

the proposed pain treatment and to measure cancer-related or cancer

treatment-related pain during consultations (van Boekel et al., 2017;

van den Beuken-van Everdingen et al., 2018).

Second, the empowerment of patients should be supported in

order to stimulate them to discuss pain and pain interventions during

the visits to the outpatient clinic. Creating awareness among patients

of the importance of reporting the severity of their pain during

hospital visits, either at a self-service registration desk or in person,

can contribute to this empowerment. A suggested intervention that
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supports the development of patient empowerment in pain manage-

ment is the improvement of shared decision making by letting the

patient inquire about possible options for pain interventions, the

related potential harms and benefits and the chances of those harms

and benefits (Shepherd et al., 2016).

5 | CONCLUSION

In conclusion, there is a variety of reasons for absence of pain inter-

vention among patients with unacceptable pain. Important patient-

related reasons were reluctance of the patient to discuss pain and

receive further treatment. A wide variety of factors indicated by the

patients show up in previous studies, which emphasises the

undiminished need to tackle these issues. Therefore, we recommend

to improve communication regarding pain management between

patient and physician, and the empowerment of patients.
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APPENDIX A: DATA EXTRACTION FORM

Unacceptable pain in oncology: The patients' perspective on reasons for absence of pain interventions

Data extraction form for patient record assessment after registration at self-service desk including:

• Patient characteristics

• Diagnosis

• Treatment oncological disease

• Intervention for pain as mentioned in patient record

Participant number:

Date of visit: __ - __ - 2021

Date of entering data in database: __ - __ - 2021

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

Name of patient: … … …………………………………………………………… ….

Date of birth: __ __-__ __ - __ __ __ __

Patient number (SAP): … … …………………………………………… … …

Patient characteristics:

Gender: M/F

Age: __ years

Diagnosis and cancer treatment

Type of tumour: … ……………………………………………………… ….

Metastases: yes/no

Currently receiving disease-focused treatment: yes/no

If yes:

� chemotherapy

� immune therapy

� hormone therapy

� surgery in the past six weeks

� radiation therapy in the past six weeksPain-specific characteristics

Numeric Rating Scale (NRS) at self-service registration desk: __ __

Pain reported in patient record during consult/treatment: yes/no

Pain intervention in patient record

Further diagnostics during consult: yes/no

Referral to other specialist during consult: yes/no

If yes, referral to … … …………………………………………………………………… …..

Pain medication altered /added/discussed during following consult:

� none

� paracetamol

� NSAID (nonsteroidal anti-inflammatory drug)

� weak opioid

� strong opioid

� (tricyclic) antidepressant

� gabapentinoid (anti-epileptics)
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Other interventions: yes/no

If yes:

� TENS (transcutaneous electrical nerve stimulation)

� capsaicin (plaster/cream)

� splanchnic nerves block in the past six months

� chordotomy in the past six months

APPENDIX B: QUESTIONNAIRE

Unacceptable pain in oncology: The patients' perspective on reasons for absence of pain interventions

Questionnaire for interview with patient by phone

Participant number: ___

Date of call: __ - __ - 2021

xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx

Name: … … …………………………………………………………… ….

Date of birth: __ - __ - ____

Patient number (SAP): … … ………………………………………… … …

Phone number: ____ - ______________.

Report for interview with patients with unacceptable pain during last visit Oncology Center:

Good morning/afternoon Mr. /Mrs. … …,

You're speaking with Hester Stoorvogel from the Oncology Center in Maastricht.

I called you … … … (when) to inform you about this study and I received the informed consent form from you. As you have read, we are evalu-

ating the care for unacceptable pain of our patients. I would like to ask you the questions now. Is this a convenient time for you and are you feel-

ing good enough to answer the questions? (If not, can I call you back at another time? … … …………… …)

Absence of pain intervention

I would like to ask some questions about your previous visit to the Oncology Center.

1. Did you discuss your pain during that visit (with your physician/a nurse/etc.)

a. Yes/no

2. Has there been (a discussion of) an intervention for your pain? Such as a referral, additional pain medication, further diagnostics, etc.

a. If yes, which? à continue with Question 5.

… … ……………………………………………………… … …

b. If no: à continue with question 3.

3.

a. Can you indicate why you think that no pain intervention was discussed or offered for your unacceptable pain?

i. Yes/no

ii. Explanation: …

…………………………………………………………………………………………………………………………………………………………………………………………………………-

……………………… … …

b. Would you prefer that your physician/nurse always discusses your pain during a consultation or visit?

i. Yes/no

ii. Explanation: …

…………………………………………………………………………………………………………………………………………………………………………………………………………-

……………………… … …

c. Did you feel free to mention your pain yourself?

i. Yes/no

ii. Explanation: …

…………………………………………………………………………………………………………………………………………………………………………………………………………-

……………………… … …
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4. With whom do you think the reason for the absence of pain intervention lies?

a. Neither/ patient /physician or nurse/both patient and physician/attendant of patient/other … … …………… … …

b. Explanation … … ………………………………………………………… …..

5. Would you like to see changes in the treatment of your pain?

a. Yes/no

b. If yes, what would you like to change?

c. … … ………………………………………………………………………………… ….

6. Do you give permission to pass on what we just discussed to my supervisor and your treating physician?

a. Yes/partly/no

b. Explanation … … …………………………………………………………………… ….
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