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Abstract:

Objective: This study was designed to evaluate interns’ attitudes in terms of cancer pain and its management,
including opioid prescription.

Material and Method: Questionnaires consisting of 2 parts (attitudes toward cancer pain and its management as
well as attitudes toward opioid prescription), were completed by 125 out of 165 interns (75.8%).

Result: The majority of them thought that maximum analgesic treatment should be commenced when patients’ life
expectancy was not more than 1 year (76.0%). They rated the patients’ requirement for pain medications as average
(73.6%) and supposed that the demand for higher analgesic doses indicating increased pain level (60.8%). Almost
seventy percent would cautiously regulate the dosage and frequency of opioids to avoid tolerance and addiction. Two
thirds did not agree to provide too low dose of opioid to prevent tolerance. Over 80.0% did not agree that they should
inform patients, as well as their relatives, that opioids were bad, nor did they reassure them that trying to bear pain
may be a better alternative. Over half would discourage patients who were willing to stand the pain and refused to
receive a morphine injection. None strongly agreed not to prescribe opioids due to a fear of respiratory depression.
Conclusion: Although the minority of the participated interns had negative attitudes towards cancer pain and its
management, these negative attitudes may influence their clinical judgment and practice, which lead to inadequate pain

management being provided to cancer pain patients, who are in need for optimal pain relief.

Keywords: attitudes, cancer pain, cancer pain management, interns

Introduction

It has been well known that pain is common in
patients with cancer® and markedly affects their daily
living and quality of life.® It has also been acknowledged
that cancer pain is undertreated worldwide.*® There are
multiple barriers affecting adequate cancer pain manage-
ment including; health care providers, patients, patient care

3,7-11

givers and health care systems. Barriers from health

care providers are lack of knowledge,”® inadequate pain

assessment,®”®

non-facilitative attitudes toward pain
management,'® concerns on safety,’ side effects,” tolerance’
and addiction,” shortage of staffs’ time,” physicians’
reluctance to prescribe opioids,*® and inadequate guidance
from pain specialists.® Barriers, which occur from the

patients are their reluctance to report pain and take

AIVANUASUNS VAT

analgesics®® coupled with unrealistic expectations.’
Barriers from patient care givers include their unrealistic
expectations and inhibitions against the use of analgesics
on patients.” Tight controls of opioid usage is counted as
a barrier created by health care systems.”

Among all these barriers, the most important
obstacles come from physicians.® We did studies to assess
the attitudes and knowledge of undergraduates (externs)
and postgraduates (interns) in terms of cancer pain and
its management, and found mixed results of correct and
incorrect knowledge as well as positive and negative

attitudes."™

As a part of continual improvement in education
and health care services, we performed this study to
evaluate the interns’ attitudes in regards to cancer pain and

management, which included the prescription of opioids.
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Cancer Pain

At our medical school, we formally teach cancer
pain management by conducting a 2-hour lecture to
the fifth year medical students. For externs, we give a
1-hour lecture as well as discussing cancer cases for 3
hours with them. Apart from this, the medical students
and the externs review cancer pain patients by them-

selves and do ward rounds with their staffs in charge.

Material and Method

The questionnaire consisted of 2 parts (attitudes
toward cancer pain and its management as well as opioid
prescription) and was completed by 125 interns. These
interns had graduated from our medical school about 8
months on the date of answering the questionnaire. The
questionnaire was filled in when they came for a rehearsal
on the day prior to their commencement ceremony. (Whereas
they were to receive a degree from Her Royal Highness
princess).

The first part of the questionnaire comprised of 3
questions, regarding attitudes in terms of cancer pain and
its management; (1) At which stage would you feel it is
appropriate for cancer pain patients to receive the maximal
doses of analgesics for severe pain? (2) How would you
rate the level of patient demand for pain medications?
and (3) When a cancer patient requests higher doses of
analgesics to control pain, what does it usually indicate?.

The second part of the questionnaire comprised of
5 statements in terms of attitudes toward opioid prescription;
(1) When prescribing opioids, | would be very careful in
the control of dosage and frequency for the prevention
of drug tolerance and addiction (2) The opioid dosage
which patients receive should be much lower than the
required dosage for the prevention of drug tolerance
(3) When | prescribe opioids, | would insinuate to patients
or their relatives that opioids are not good drugs and they

should better tolerate the pain as much as possible
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(4) When | find patients who bear severe pain and refuse
to receive morphine injection, | would encourage their
behaviors and (5) | do not like to prescribe opioids because

respiratory depression is a very severe side effect.

Results

One hundred and twenty-five out of 165 interns
(75.8%) completed the questionnaire. According to the first
part of the questionnaire (interns’ attitudes toward cancer
pain and its management), the majority (76.0%) felt that
the maximum analgesic doses should be commenced
when patients’ life expectancy was less than 12 months.
Three fourths of them rated the level of patient demand
for analgesics as “about right” while 17.6% as “too much”
and 8.8% as “too little”. Three fifths thought that increased
pain was responsible for patients’ higher requirement for
analgesics, while one fifth considered tolerance as a
cause of higher analgesic consumption. The minority
supposed that the reasons for more analgesic requests
were related to increased anxiety (9.6%), increased
depression (8.0%) and addiction (1.6%). None of them
regarded patients’ seeking more attention as the source
of needing higher doses of analgesics. (Table 1)

In regards to the second part of the questionnaire
(interns’ attitudes toward opioid prescription) (Table 2), the
majority of the interns agreed (69.6%) and strongly agreed
(17.6%) that they would be very careful in controlling dosage
and frequency of opioids to prevent tolerance and addiction.
Approximately half (55.2%) disagreed that patients should
receive much lower dosage of opioids than what they
required, to prevent drug tolerance. Almost all of them
disagreed (63.2%) and strongly disagreed (21.6%) in
informing patients and their families that opioids were not
good and they were better off standing the pain as much
as they could. While 43.2% disagreed in supporting the

patients’ behaviors, if they preferred to tolerate severe
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pain, and declined to have an injection of morphine, 21.6%  them strongly agreed not to prescribe opioids because
had no idea whether or not to encourage or discourage,  of respiratory depression, while 62.6% disagreed to omit

while 20.8% agreed to encourage these actions. None of  opioid prescription due to depression of respiration.

Table 1 Interns’ attitudes toward cancer pain and its management

Questions Percent

1. At which stage would you feel it is appropriate for cancer pain patients to receive maximal doses of analgesics
for severe pain?

A. Prognosis <1 month 9.6
B. Prognosis 1-3 months 18.4
C. Prognosis 4-6 months 31.2
D. Prognosis 7-12 months 16.8
E. Prognosis 13-24 months 24.0
2. How would you rate the level of patient demand for pain medications?
A. Too much 17.6
B. About right 73.6
C. Too little 8.8
3. When a cancer patient requests higher doses of analgesics to control pain, this usually indicates
A. Patient is psychologically addicted 1.6
B. Patient has developed tolerance to drug 20.0
C. Increased pain 60.8
D. Increased anxiety 9.6
E. Increased depression 8.0
F. Patient needs more attention 0.0

Table 2 Interns’ attitudes toward opioid prescription

Strongly Disagree No Agree Strongly
disagree (%) comment (%) agree
(%) (%) (%)

1. When prescribing opioids, | would be very careful 0.8 5.6 6.4 69.6 17.6

in the control of dosage and frequency for the
prevention of drug tolerance and addiction.
2. The opioid dosage which patients receive should 12.8 55.2 12.0 18.4 1.6
be much lower than the required dosage for the
prevention of drug tolerance.
3. When | prescribe opioids, | would insinuate to 21.6 63.2 9.6 4.8 0.8
patients or their relatives that opioids are not good
drugs and they should better tolerate the pain as
much as possible.

o o
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Cancer Pain

Table 2 (Continued)
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Strongly Disagree No Agree Strongly
disagree (%) comment (%) agree
(%) (%) (%)
4. When | find patients who bear severe pain and 12.8 43.2 21.6 20.8 1.6
refuse to receive morphine injection, | would
encourage their behaviors.
5. | do not like to prescribe opioids because respiratory 9.8 62.6 154 12.2 0.0

depression is a very severe side effect.

Discussion

The majority of the participating interns showed
positive attitudes on cancer pain and its management,
except when they felt it was suitable for patients, with
severe cancer pain, to obtain maximal doses of analgesics
when their prognosis was less than that of 6 months.
Additionally, they revealed positive attitudes on ordering
opioids, with the exception of when they would be very
cautious in the control of dosage and frequency of

prescription, so as to prevent tolerance and addiction.

Attitudes toward cancer pain and its management

In regards to the appropriate timing to provide
maximal analgesia to severe cancer pain patients, over half
of the participated interns (59.2%) believed that patients
with severe cancer pain should receive maximal analgesia
when their prognosis was shorter than that of 6 months.
The previous studies of Nimmaanrat et al found similar
results that at least 50.0% of surveyed participants would
wait until the patients’ survival was less than 6 months

before starting maximal analgesia.™

This survey’s finding
is in conjunction with what was found in Korea (86.0%)
[which considerably led to their hesitancy to prescribe
opioids]® which differs from what was found in western

countries.®® Cleeland et al. revealed that 70.0% of

Songklanagarind Medical Journal

radiation therapy oncology group doctors would initiate
maximum tolerated analgesia when the prognosis was
less than that of 24 months (from less than 1 week to 24
months).® Von Roenn et al.® demonstrated that 69.0% of
oncologists would start maximal tolerated analgesia when
the prognosis was longer than 6 months. Furthermore,
they identified characteristics of those who would manage
cancer pain earlier and aggressively: A. medical onco-
logists, rather than radiotherapists or surgeons, B. who
aimed total pain control as the treatment outcome, C. who
were generous in pain therapy in compared to their
colleagues, D. who unlikely to rotate from oral to parenteral
route, E. who inclined to think that increased pain was the
main reason for patients who requested higher analgesic
doses and F. those who stated that their patients had
better pain control. Somehow, Malhotra et al.” used a
vinaigrette-based questionnaire and found that only 51.0%
of surveyed physicians thought that strong opioids were
to be given for severe pain as soon as it was identified.
Shinjo et al."® performed a survey of bereaved families of
cancer patients and revealed that 63.0% of family members
with a positive preference and 56.0% of those with a
negative preference stated that medical professionals
informed them that cancer pain should be managed earlier.

All cancer pain patients should get adequate pain relief

Vol. 35 No. 3 Jul-Sept 2017
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as soon as possible. Utilization of WHO guideline may
help to reduce the delay of cancer pain management."”

Almost all of the participated interns in this study
(73.6%) valued the level of patient requirement for anal-
gesics as “about right”. This finding demonstrated a
similar percentage of participants with a positive attitude
in comparison to previous studies of Nimmaanrat et al." "
(with a variation of 41.3-77.6%). Jeon et al.” exhibited
that 40.8% of medical physicians and 41.5% of surgeons
rated the patient demand for analgesics as ‘about right’.
Interestingly, Ger et al.® discovered that 66.0% of their
clinicians thought that most patients in pain were under-
medicated. On the other hand, if health care providers
have an attitude that cancer pain patients’ level of
analgesic requirement is too high, they are likely not to
offer higher doses and frequency of administration to the
patients, who are in need of more analgesics due to
inadequate pain control.

Even though the majority of the interns showed
a positive attitude by considering that increased pain or
the development of tolerance were the causes of higher
analgesic demand, but some of them showed a negative
attitude by regarding the causes as increased anxiety
or depression. These findings are in accordance to the
results of the other surveys by Nimmaanrat et al."™"™
Jeon et al.” reported similar results with minority thought
that increased anxiety, increased depression, and the
need for more attention or addiction were reasons for
more analgesic requirement in terminal cancer patients.
However, Ger et al.® displayed considerably higher negative
attitudes. Negative attitudes on causes of greater anal-
gesic consumption are a concern as they may prohibit
physicians from providing adequate pain relief to patients
in need. These need to be addressed and strategies
need to be developed to eliminate such negative attitudes

by taking the above into account.

AIVANUASUNS VAT
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Attitudes toward opioid prescription

The great majority of our participants would be very
cautious in regulating dosage and frequency of opioid
prescription in order to inhibit tolerance and addiction.
This findings do not differ from previous studies of

Nimmaanrat et al."™

and are considered as negative
attitudes. Opioid tolerance is a phenomenon that exposure
to opioids results in attenuation of their effects,”® or a need
for higher doses (or increased plasma concentration) to

18,19
In

accomplish the same pharmacological outcome.
medical management, analgesic tolerance is rarely a
limitation during opioid treatment, concerns regarding
tolerance should not lead to a delay in initiating opioid
therapy, nor limit dose escalation in cancer pain patients.
Patients and their care givers should be informed that
tolerance is not considered as a clinical problem, and
that morphine will continue to provide pain relief for many
months or years." Addiction is defined as behavior includ-
ing at least one of the following: impaired control over drug
use, compulsive use, continued use despite harm, and
cravings.” Its prevalence in cancer pain patients is 0-
7.7%.%" As the prevalence is low, there should therefore be
no hesitation to initiate and provide adequate maintenance
of opioid therapy to eliminate pain in cancer patients.
Although the majority showed a positive attitude
on adequate opioid prescription but a significant number
of them thought that opioid dosage which patients received
should be much lower than the required dosage to prevent
opioid tolerance. This finding is similar to the previous
findings of Nimmaanrat et al.”>™ Since sufficient opioid
dosage is essential in providing effective cancer pain
relief and as previously mentioned, the prevalence of
opioid tolerance is low in this group of patients, therefore
the opioid dosage should not be kept low to avoid the

development of opioid tolerance.

U7 35 avufl 3 n.a-n.e. 2560



Cancer Pain

The minority of the participated interns would
suggest to patients and their care givers that opioids were
not good medications, and they should better endure
pain as much as possible, which is in conjunction to the

12,13

former findings of Nimmaanrat et al. =~ and that of Ger
et al.® Even though, not many of them thought like this,
but this negative attitude is likely to lead to inadequate
supply of opioids to cancer pain patients in need.
Surprisingly, a substantial portion of the parti-
cipants showed a negative attitude in that they would
support patients who put up with severe pain and rejected
morphine injections. This result is in accordance to the

214 as well as Ger

prior outcomes of Nimmaanrat et al.
et al.® Again, this unhelpful attitude can contribute to
insufficient amount of morphine provided to patients,
who are in need of receiving it. Instead of encouraging
this kind of patient, clinicians should firmly advise them
that their pain can be treated effectively and safety with
morphine or other opioids. Patients should suffer the least
amount of pain as possible. Trying to tolerate cancer pain
without using morphine is not advisable.

Last but not least, a significant percentage of the
participating interns did not like to prescribe opioids due

2% and Ger

to respiratory depression. Nimmaanrat et al.
et al.® have found the similar results. This negative
attitude is widespread and causes reluctance of opioid
prescription among a lot of physicians. Concerning about
respiratory depression should be addressed and this
misconception should be corrected.

Ger et al.®> mentioned that insufficient knowledge
and negative attitudes regarding optimal use of analgesics
(including opioids) to relieve cancer pain were associated
with inadequate education and limited experience with
this kind of pain. Education is generally recommended to

11-13,15,22-25

improve cancer pain management. Nimmaanrat

et al." has revealed that giving a lecture on cancer pain

Songklanagarind Medical Journal
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management can improve medical students’ attitudes.
From this study, we have utilized these useful data to
improve the content that we teach to our medical students
and have put emphasize on correcting misconceptions
regarding prognosis of cancer patients when starting
optimal pain therapy.

Apart from providing education to health care
personnel, patients themselves™ as well as their families™

27,28

and policies are the other factors involved in the

adequacy of cancer pain management.

Conclusion

Although the minority of the participating interns
had negative attitudes towards cancer pain and its
management, these negative attitudes may influence
their clinical judgment and practice, which in turn lead
to inadequate pain management provided to cancer
pain patients, who are in need of optimal pain relief.
These data are very useful to improve our education

on cancer pain management.
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