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Abstract
Background: Cancer pain is a prevalent and debilitating symptom that impacts 
quality of life. Pain management remains challenging; however, due to various 
barriers, including stigma associated with opioid use, ambiguous roles of clinicians, 
and diverse attitudes toward pain management among healthcare professionals, 
patients, and carers.
Objective: To explore the attitudes surrounding cancer pain among patients, carers, 
and health professionals at a tertiary cancer hospital.
Methods: A cross-sectional online survey was conducted at the Peter MacCallum 
Cancer Centre. The survey included demographic measures and statements 
assessing attitudes toward cancer pain management. Data was analyzed using 
descriptive statistics in IBM SPSS 29. Ethics approval was granted by the Peter 
MacCallum HREC.
Results: 308 participants (153 patients and carers, 155 health professionals) 
completed the survey. The results revealed significant variability in attitudes 
surrounding cancer pain and its management. Discrepancies in understanding 
between health professionals and patients/carers were observed. Differing views 
on the goals of pain management were revealed, with 51.6% of patients/carers 
expecting pain elimination compared to 20.6% of health professionals. The roles 
of clinicians in pain management were also perceived differently, highlighting a 
lack of clarity in responsibilities. Both groups emphasized the need for increased 
education on cancer pain and its management.
Conclusions: The study revealed substantial variability in attitudes toward cancer 
pain management among patients, carers, and health professionals. Discrepancies 
emerged in understanding, with many patients and carers uncertain about 
the nature of cancer pain, contrasting with health professionals' recognition 
of its complexity. The terminology distinguishing “cancer pain” from “non-
cancer pain” may contribute to this confusion, suggesting a need to reconsider 
these semantics. Divergent views on clinician roles and opioid use underscored 
uncertainties, especially regarding specialist access and prescribing practices. 
Both groups emphasized the need for education to bridge these gaps, with clearer 
communication and revised guidelines potentially improving patient outcomes.
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INTRODUCTION

Cancer pain is defined by the International Association 
for the Study of Pain (IASP) as any pain arising from 
the primary tumor, its metastases, or associated treat-
ments and is a prevalent, debilitating symptom. This 
phenomenon affects over 50% of all cancer patients1 and 
significantly impacts patients' quality of life.2–4 Despite 
its prevalence and impact, the distinction between can-
cer pain and non-cancer pain is obscure.5 Historically, 
this distinction arose as a byproduct of the World Health 
Organization (WHO)'s analgesic step ladder, which 
aims to provide adequate pain relief to cancer patients 
through opioid provision.6 However, more recently the 
field of pain medicine has shifted toward managing can-
cer pain by addressing all biopsychosocial factors that 
contribute to a patient's pain experience.7,8 These diverse 
and often conflicting factors contribute to the complex-
ity surrounding cancer pain management.

Despite various existing approaches, effective pain man-
agement remains challenging in cancer care due to several 
barriers. These include the stigma associated with opioid 
use, a key component of pharmacological management for 
moderate-to-severe cancer pain.9,10 This stigma is further 
amplified by findings in primary care, where clinicians are 
reluctant to prescribe opioids due to discomfort and fear 
of difficult conversations surrounding problematic opioid 
use disorder.11 Additionally, the ambiguous roles of differ-
ent clinicians in managing cancer pain pose further obsta-
cles.12–17 This lack of clarity around specialist roles blurs 
the lines of responsibility in terms of opioid stewardship.

Another barrier to cancer pain management is the di-
verse attitudes toward pain management among health-
care professionals, patients, and carers.18–27 Existing 
research has often focused on surrogate measurement 
of attitudes by knowledge of cancer pain and its man-
agement.18–21,26,27 A limitation of these studies is that 
they lack the nuance required to explore such a complex 
experience, encompassing not only knowledge but also 
perceptions, biases, and past experiences. This angle was 
explored in a recent qualitative study,28 which analyzed 
the experience of patients with cancer pain. Challenges 
emerged surrounding explaining cancer pain, and strat-
egies and barriers to management, as well as responsi-
bilities of clinicians in cancer pain management were 
uncovered. It is hypothesized that there will be signifi-
cant variability in attitudes surrounding cancer pain and 
its management, and this study has the potential to ad-
vance our understanding of the complex dynamics sur-
rounding cancer pain management.

This study aimed to address this gap in the litera-
ture by exploring the attitudes of patients, carers, and 
healthcare professionals toward pain and its manage-
ment at a tertiary cancer hospital, which has not been 
commonly explored in the literature. By conducting a 
cross-sectional survey, data were gathered on these atti-
tudes, including perceptions of pain, beliefs about pain 

management options, and attitudes toward healthcare 
professionals involved in pain care. A more detailed un-
derstanding of attitudes will inform areas for further ex-
ploration, help clinicians' understanding of cancer pain 
semantics, and contribute to improved cancer pain man-
agement outcomes.

M ETHODS

Study Design & Setting

A cross-sectional exploratory survey design was adopted 
to allow for analysis of the frequency of responses. This 
was a single-site study and recruited health profession-
als, patients, and carers at Peter MacCallum's Parkville 
campus. The Peter MacCallum Cancer Centre is a ter-
tiary comprehensive cancer specialist hospital, located 
in Melbourne, Victoria, Australia. Data were collected 
from 22 March 2024 to 27 June 2024. This study was 
granted ethical approval by Peter MacCallum's HREC 
Committee (HREC/103563/PMCC).

The online survey was designed drawing from clin-
ically derived questions in the pain service at Peter 
MacCallum Cancer Centre, as well as an extensive review 
of the literature concerning attitudes toward cancer pain 
management. The original survey format was inspired 
by an Australian survey of palliative care clinicians that 
looked at specialist pain service involvement in cancer 
pain management.23 Initial items were categorized into 2 
surveys: one for health professionals and one for patients 
and carers. Language was altered for appropriateness, 
and the surveys were piloted among 10 individuals rep-
resentative of the target population. Adaptations were 
made according to feedback.

The survey was hosted on Peter MacCallum Cancer 
Centre's RedCap database and consisted of two parts. The 
first section included demographic measures including 
age, gender, indigenous status, and area of profession (in 
health professionals only, see Appendix S2). The second 
section included measures regarding specific attitudes 
toward cancer pain management (see Appendices S3 and 
S4). The survey was completed on participants' personal 
devices, such as phones or computers or, in the case of 
Peter Mac staff, hospital computers. The survey took ap-
proximately 5 minutes to complete.

Participants

The survey was open to health professionals, patients, 
and carers at Peter MacCallum Cancer Centre's Parkville 
Campus. Participants were taken to tailored surveys de-
pending on whether they were health professionals or 
patients/carers.

Potential participants were excluded if they were aged 
under 18, were non-English speaking, and/or did not 
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have access to a personal device capable of scanning a 
QR code, due to the self-directed online nature of ac-
cessing the survey.

Measures

Initial demographic questions were followed by Likert 
scale questions. Respondents were asked to select a 
measure of agreement along a three-point scale of agree, 
unsure, and disagree. Specifically, statements explored 
areas such as understanding of cancer pain, perceived 
role of clinicians, opinions regarding the use of opioid 
medications, and need for education.

In total, there were four demographic questions for 
health professionals and three in the visitor survey. There 
were 20 questions measuring attitudes in the visitor sur-
vey and 22 questions in the health professional survey 
(see Appendices S3 and S4, respectively).

Procedure

A voluntary sampling approach was employed. Health 
professionals were recruited by invitation in person and 
via email. Visitors to Peter MacCallum Cancer Centre 
were recruited via posters placed in waiting areas around 
Specialist Clinics and Outpatient Pathology.

A preamble contained an introduction to the study's 
aim and significance, as well as instructions for complet-
ing the following section (see Appendix S1). Implied con-
sent was obtained by progressing through the survey. No 
identifiable data was collected, and confidentiality and 
anonymity were maintained throughout. Participants 
were asked to respond with their perspective (agree, un-
sure, disagree) on provided statements. Responses to 
statements were recorded and saved in real time to the 
database. The RedCap database used for data collection 
and subsequent analysis featured safeguarding mea-
sures built in, and access was limited to the investigators 
through a secure password.

Sample size

Sample size was based on feasibility. Due to limitations 
in time as well as adoption of a voluntary sampling ap-
proach, it was deemed that a sample size of 150 health 
professionals and 150 visitors (for a total sample size of 
300) was feasible.

Statistical analysis

Data were extracted from Peter Mac's RedCAP database 
into SPSS 29 (IBM) for analysis. Descriptive statistical 
analysis of categorical data was undertaken, including 

the number of responses and percentages of frequency 
to generate insight into attitudes toward cancer pain 
management.

Cohort characteristics were gathered by items relating 
to factors such as age, gender, indigenous status, and area 
of profession (for health professionals only). The surveys 
used in the study do not produce a total score; therefore, 
analysis focused on the frequencies of individual ques-
tions. The number of respondents that commenced the 
survey but did not complete it was reported. Incomplete 
survey responses were excluded from statistical analysis.

RESU LTS

From 398 participants who accessed the survey, a total 
of 308 participants completed the survey, including 153 
patients and carers and 155 health professionals (see 
Figure 1). Data from incomplete surveys was excluded 
from analysis. Participants' ages ranged from 18 to 
over 70, with the largest proportion falling between 50 
and 70 in the patient and carer group, compared with 
a majority in the health professional group falling be-
tween 30 and 50. Sample characteristics are presented 
in Tables 1 and 2.

A majority of participants were female in both groups 
(64.5% of health professionals and 53.6% of patients and 
carers). In both samples, there was a proportion of First 
Nations persons (1.9% and 2.6% in the health profes-
sional and patient and carer groups, respectively); 1.3% 
of participants elected not to disclose their First Nations 
status. The largest group of health professionals that re-
sponded to the survey was nurses (31.0%), followed by 
administration (17.4%).

Responses from patients and Carers

Responses to the survey among the sample of patients 
and carers are summarized in Table 3.

For patients and carers, there was notable variation 
in understanding cancer pain. While 71.2% agreed that 
managing cancer pain is complex, nearly half (49%) were 
unsure whether cancer pain feels different from other 
types of pain, indicating a lack of clarity in their under-
standing. Furthermore, 66% agreed that explaining their 
pain was challenging, underscoring the communication 
difficulties in conveying their experience. Regarding 
the role of clinicians, 61.4% agreed that oncology teams 
were effective in managing pain, though a substantial 
portion (34.6%) was unsure about how to access appro-
priate pain management tools. When it came to the in-
volvement of palliative care teams, 60.1% disagreed with 
the idea that pain management should be solely under 
their purview, yet 37.9% remained unsure about the ex-
tent of palliative care's involvement. On the topic of opi-
oid use, 56.9% agreed that any doctor should be able to 
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prescribe strong opioids for cancer pain, but 58.2% per-
ceived general practitioners (GPs) as hesitant to do so. 
Additionally, opinions were divided on the goal of pain 
management, with 51.6% of patients and carers agree-
ing that pain elimination should be the objective, while 
31.4% disagreed. Finally, there was near-unanimous sup-
port for the need for education, with 90.8% agreeing that 
patients and carers require more education about cancer 

pain management, and 79.7% also agreeing that the com-
munity at large needs further education on this issue.

Responses from health professionals

Responses to the survey among the sample of patients 
and carers are summarized in Table 4.

Among health professionals, in terms of understand-
ing of cancer pain, a large majority (96.8%) agreed that 
managing cancer pain is complex, and 80% agreed that 
cancer pain differs from other types of pain. However, 
there was some divergence in views on the nature of 
pain, with only 4.5% agreeing that the sole source of 
cancer pain is the tumor itself, and the rest either dis-
agreeing (88.4%) or being unsure (7.1%). Regarding the 
roles of clinicians, 89.7% of health professionals agreed 
that pain specialists should manage cancer pain, and 
87.1% acknowledged that palliative care teams play a 
central role. However, opinions were split on whether 
palliative care should exclusively manage cancer pain, 
with 42.6% disagreeing and 31.6% agreeing. Access to 
pain specialists was viewed as a potential barrier, with 
43.2% agreeing that it is difficult to refer patients to 
these specialists. When it came to opioid use, 64.5% 
of health professionals agreed that GPs are hesitant to 
prescribe opioids, reflecting concerns about the com-
plexities of opioid prescription. There was also uncer-
tainty about whether current opioid regulations are 
fair for cancer patients, with 54.2% being unsure and 

F I G U R E  1   Participant flow diagram illustrating recruitment and exclusions from the analysis.

TA B L E  1   Sample characteristics for Patients and Carers 
(N = 153).

N (%)

Sex

Male 71 (46.4)

Female 82 (53.6)

Non-binary 1 (0.6)

Prefer not to say 1 (0.6)

Age

18–30 12 (7.8)

31–50 44 (28.8)

51–70 62 (40.5)

>70 35 (22.9)

Identifies as first nations person

Yes 4 (2.6)

No 146 (95.4)

Prefer not to say 3 (2.0)
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29% agreeing that access is fair. Notably, only 20.6% of 
health professionals agreed with the goal of complete 
pain elimination, with the majority (74.2%) disagree-
ing, indicating a divergence from patient expectations. 
Lastly, there was strong consensus on the need for ed-
ucation, with 92.3% agreeing that patients and carers 
require more education about cancer pain manage-
ment, and 90.3% advocating for increased community 
education on opioid use to better inform the public and 
reduce stigma.

DISCUSSION

This study investigated the attitudes toward pain man-
agement among patients and carers, as well as health 
professionals, at a cancer hospital. The survey of 308 

patients, carers, and health professionals at Peter 
MacCallum exemplified that there exists substantial 
variation in views and attitudes toward pain manage-
ment in cancer care and is potentially reflective of over-
arching societal views. This study contributes valuable 
insights into the attitudes and beliefs surrounding 
pain management in cancer care at Peter MacCallum 
Cancer Centre. The demographic distribution of par-
ticipants generally reflected that of the Australian 
population in terms of age,29 gender30 and indigenous 
status31 and these findings can hence be extrapolated 
to the broader community.

Ambiguity in attitudes toward cancer pain 
management

Overall, significant ambiguity surrounding attitudes 
toward cancer pain management was observed. There 
was a considerable discrepancy in the understanding of 
cancer pain between the two groups surveyed. Health 
professionals generally recognized cancer pain as a 
distinct subset of pain (80.0% agreed) and considered 
treatment-associated pain as part of this subset (72.9% 
agreed). Interestingly, however, a substantial proportion 
(49.0% and 33.0%, respectively) of patients and carers 
remain unsure about these aspects. It is worth consid-
ering whether this distinction of terms is beneficial for 
patient outcomes. This ambiguity among the patient and 
carer group may stem from the semantic division of pain 
into ‘cancer pain’ and ‘non-cancer pain’. The results of 
this study seem to lend support to the argument posited 
by Peppin and Schatman that this distinction of terms 
fosters challenges in pain management, due to its philo-
sophical, rather than biomedical basis.5 They posit that 
language possesses the ability to stigmatize and margin-
alize patients.

Interestingly, there was incongruity in beliefs sur-
rounding the goals of pain management between health 
professionals and patients and carers. The difference in 
opinion was notable, with 51.6% of patients of the be-
lief  that pain management should aim to eliminate pain 
completely, contrasting with the 20.6% of health profes-
sionals who agreed with the same statement. This divide 
in understanding may lead to, or stem from, mismatched 
expectations between clinicians and patients.32 Previous 
research has identified mismatches in expectation between 
patients and clinicians33–36 which may arise from a clash 
of patients' desire for a more personal healthcare journey 
with the healthcare system-oriented goals of clinicians.37 
Further complexity may be attributed to emphasis on 
pain as the “5th vital sign,” an initiative that gained mo-
mentum in the early 2000s. While it promoted routine 
pain assessment to improve patient outcomes, it may have 
unintentionally reinforced the belief  that complete pain 
relief  is always achievable.38,39 Studies have shown that 
this focus on pain as a vital sign has created a challenge 

TA B L E  2   Sample characteristics for Health Professionals 
(N = 155).

N (%)

Sex

Male 53 (34.2)

Female 100 (64.5)

Non-binary 1 (0.6)

Prefer not to say 1 (0.6)

Age

18–30 37 (23.9)

31–50 82 (52.9)

51–70 32 (20.6)

>70 4 (2.6)

Identifies as first nations person

Yes 3 (1.9)

No 151 (97.4)

Prefer not to say 1 (0.6)

Area of Profession

Nurse 48 (31.0)

Administration 27 (17.4)

Anesthetist 15 (9.7)

Radiation Oncologist 15 (9.7)

Medical Oncologist 14 (9.0)

Allied Health Clinician 8 (5.2)

Surgical Oncologist 7 (4.5)

Pharmacist 5 (3.2)

Palliative Care Clinician 3 (1.9)

Internal Medicine Clinician 2 (1.3)

Medical Student 2 (1.3)

HMO 2 (1.3)

Doctor 2 (1.3)

Dentist 2 (1.3)

Pain Specialist 2 (1.3)

GP 1 (0.6)
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for clinicians, who are more likely to prioritize realistic, 
individualized pain control over total elimination.40 As 
a result, patients often enter clinical encounters with ex-
pectations shaped by these initiatives, leading to potential 
dissatisfaction when their pain is not fully relieved.

Health professionals were notably divided regarding 
the use of formulae for pain assessment, without consid-
eration of the multitude of biopsychosocial factors that 
make up patients' pain experiences. 41.3% of respondents 
were unsure regarding their opinion on this statement, 
and 43.9% disagreed. This may reflect different prefer-
ences in pain management strategies, which are a prod-
uct of the plethora of approaches available41 or also a 
biomedical-only approach to pain rather than a com-
plex formula-based approach. The variability among 
responses between and within groups highlights the 
discordance in attitudes surrounding cancer pain and is 
reflective of the heterogeneous and multifaceted nature 
of cancer pain.

Roles and responsibilities of clinicians

The contrasting perceptions of clinician roles in cancer 
pain management emphasize a lack of clarity surround-
ing responsibilities in this area. Significant discordance 
in the perception of roles and responsibilities of clini-
cians was revealed. While a proportion of patients and 
carers (42.5%) reported ease in accessing pain manage-
ment tools and clinicians, a notable percentage (34.6%) 
remained uncertain, indicating a potential gap in un-
derstanding. Notably, a majority (47.7%) of health pro-
fessionals disagreed that referring patients to a pain 
specialist is difficult, yet a significant proportion (43.2%) 
acknowledged limited access to pain specialists as a bar-
rier to effective pain management. This suggests a poten-
tial underestimation of the challenges faced in navigating 
pain management in cancer care or may also reflect in-
stitutional factors and past experiences when referring 
someone with pain.

TA B L E  3   Response numbers and frequencies of items in the survey for patients and carers.

Item

Agree Unsure Disagree

N (%) N (%) N (%)

1 Cancer pain feels different from other types of pain. 56 (36.6) 75 (49.0) 22 (14.4)

2 Pain that arises from cancer treatment is considered cancer pain. 80 (52.3) 51 (33.3) 22 (14.4)

3 Pain only manifests from the tumor itself. 20 (13.1) 60 (39.2) 73 (47.7)

4 Pain specialists only manage non-cancer pain. 13 (8.5) 63 (41.2) 77 (50.3)

5 Managing cancer pain is complex. 109 (71.2) 38 (24.8) 6 (3.9)

6 Oncology teams are effective at managing cancer pain. 94 (61.4) 45 (29.4) 14 (9.2)

7 Exercise, counseling and other non-medication-based methods can 
be used to manage cancer pain.

109 (71.2) 33 (21.6) 11 (7.2)

8 Accessing tools to manage cancer pain (like medicine, counseling, 
and exercise) is an easy process for patients.

65 (42.5) 53 (34.6) 35 (22.9)

9 Cancer pain can be treated with various approaches. 131 (85.6) 21 (13.7) 1 (0.7)

10 Allied health should be included in the management of cancer pain 
(i.e., physio, psych support, occupational therapy, etc).

130 (85.0) 21 (13.7) 2 (1.3)

11 Cancer is always associated with pain. 28 (18.3) 45 (29.4) 80 (52.3)

12 The goal of pain management is to eliminate pain. 79 (51.6) 26 (17.0) 48 (31.4)

13 Explaining cancer pain is challenging. 101 (66.0) 40 (26.1) 12 (7.8)

14 Patients and carers need education around cancer pain 
management.

139 (90.8) 13 (8.5) 1 (0.7)

15 Medications used to manage cancer pain are regulated. Regulations 
for pain relief (like opioids) should be less strict for cancer patients 
compared to others.

86 (56.2) 42 (27.5) 25 (16.3)

16 Any doctor should be able to prescribe strong opioid medications 
for cancer pain, when necessary.

87 (56.9) 38 (24.8) 28 (18.3)

17 All cancer patients experiencing pain should be engaged with a 
Palliative Care service for pain management.

54 (35.3) 58 (37.9) 41 (26.8)

18 Cancer pain management should be managed by the Palliative Care 
department, only.

7 (4.6) 54 (35.3) 92 (60.1)

19 There is a need for education about cancer pain within the 
community.

122 (79.7) 23 (15.0) 8 (5.2)

20 GPs are hesitant in prescribing opioid pain relief. 89 (58.2) 62 (40.5) 2 (1.3)
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Moreover, health professionals overwhelmingly rec-
ognized that pain specialists are involved in managing 
cancer pain (89.7% agreed), juxtaposing the uncertainty 
observed among the sample of patients and carers, with 
only 60% of patients and carers agreeing with the state-
ment “oncology teams are effective at managing cancer 
pain.” This is consistent with the findings of previous 
research,42 and may suggest that further teaching of 
pain medicine is needed in Australian medical schools, 
a notion supported in the literature.43 Further contrib-
uting complexity to this issue is the increasing numbers 
of cancer survivors,44 which results in patients entering a 
position of ambiguity in their cancer journey and further 
blurring the lines of responsibility among healthcare 
providers.

Additionally, the observed uncertainty regarding the 
role of specialists in cancer pain management highlights 
the need for clearer roles and responsibilities of pain spe-
cialists and other clinicians involved in cancer care. In re-
sponses from both groups, no clear stance was observed 
as to whether all cancer patients should be engaged with 
a palliative care service. This echoes previous research 
that has explored the uncertainty surrounding clinician 
responsibilities regarding pain management.28,35 Overall, 
these findings highlight the lack of defined roles and 
responsibilities in pain management, which is a prod-
uct of the complexity associated with managing cancer 
pain. Further nuanced exploration is required to identify 
and improve the distinction of these roles to improve the 
management of patients' cancer pain.

TA B L E  4   Response numbers and frequency percentages to items in the survey for health professionals.

Item

Agree Unsure Disagree

N (%) N (%) N (%)

1 Cancer pain is unique and different from other forms of non-cancer 
pain.

124 (80.0) 21 (13.5) 10 (6.5)

2 Pain resulting from cancer treatment is also considered cancer pain. 113 (72.9) 23 (14.8) 19 (12.3)

3 The only source of cancer pain is from the tumor itself. 7 (4.5) 11 (7.1) 137 (88.4)

4 Managing cancer pain is complex. 150 (96.8) 3 (1.9) 2 (1.3)

5 Non-pharmacological (physio, OT, mindfulness, etc.) pain 
management modalities can also alleviate cancer pain.

140 (90.3) 13 (8.4) 2 (1.3)

6 A step ladder approach should be the basis of opioid analgesic 
escalation in management of cancer pain.

111 (71.6) 32 (20.6) 12 (7.7)

7 The use of solely pharmacological analgesia is enough to achieve 
managed cancer pain.

8 (5.2) 22 (14.2) 125 (80.6)

8 A multidisciplinary (medical and allied health) approach to cancer 
pain management is gold standard care.

145 (93.5) 8 (5.2) 2 (1.3)

9 Pain specialists only manage non-cancer pain. 3 (1.9) 13 (8.4) 139 (89.7)

10 It is difficult to refer to a pain specialist. 31 (20.0) 50 (32.3) 74 (47.7)

11 Cancer is always associated with pain. 21 (13.5) 14 (9.0) 120 (77.4)

12 The goal of pain management is to eliminate pain. 32 (20.6) 8 (5.2) 115 (74.2)

13 Cancer pain can be properly assessed formulaically. 23 (14.8) 64 (41.3) 68 (43.9)

14 Patients and carers need pain education to understand and manage 
cancer pain effectively.

143 (92.3) 9 (5.8) 3 (1.9)

15 Cancer pain patients should have to abide by the same regulations in 
regards to accessing opioids as non-cancer pain patients.

40 (25.8) 48 (31.0) 67 (43.2)

16 Under the current regulatory systems (safe script, limited supplies, 
etc.), accessing pain relief is fair for non-palliative cancer patients.

45 (29.0) 84 (54.2) 26 (16.8)

17 Strong opioid medications should be easily accessible for people 
experiencing cancer pain.

102 (65.8) 31 (20.0) 22 (14.2)

18 Access to a pain specialist is a barrier to cancer pain management. 67 (43.2) 53 (34.2) 35 (22.6)

19 Palliative Care teams play a central role in the comprehensive 
management of cancer pain.

135 (87.1) 15 (9.7) 6 (3.2)

20 All cancer patients experiencing pain should be engaged with a 
Palliative Care service for pain management.

49 (31.6) 40 (25.8) 66 (42.6)

21 There is a need for general education surrounding opioid medication 
in the community.

140 (90.3) 13 (8.4) 2 (1.3)

22 Primary health professionals are hesitant in prescribing opioid 
analgesia.

100 (64.5) 44 (28.4) 11 (7.1)



8 of 11  |      ATTITUDES TOWARD CANCER PAIN MANAGEMENT: A CROSS-SECTIONAL SURVEY

Attitudes toward opioids in cancer pain 
management

The past decade has seen great increases in media atten-
tion surrounding opioid use, and regulations surround-
ing opioid prescription for pain management have seen 
changes in legislation, especially in Australia.45 Over 
time, opioid prescription has been reliant on broad reg-
ulations which have swung from overly liberal to more 
restricted; however, nuance and a balanced approach are 
necessary, a notion that is supported in the literature.46,47

This study explored the topic of opioid use and pre-
scription attitudes in the context of cancer pain man-
agement. The reluctance of General Practitioners to 
prescribe opioid medication, as perceived by 64.5% of 
health professionals and 58.2% of patients/carers, pres-
ents a barrier to effectively managed pain and is reflec-
tive of previous research findings.48 Other studies have 
revealed that hesitation may stem from concerns about 
addiction or a greater need for expertise regarding pain 
management guidelines.11 It is worth noting, however, 
that there exists variation in prescribing behaviors among 
clinicians. Previous research has indicated that clini-
cians cite factors such as “overthinking” perception by 
their peers as influencing their opioid prescribing behav-
iors in cancer pain, as well as fearing the consequences 
of their prescribing decisions.35 It is this complexity that 
must be considered in the practical implementation of 
prescribing guidelines.

Interestingly, there was a mixed sentiment regarding 
the regulation of opioid medication for cancer patients. 
56.2% of health professionals were unsure with the fair-
ness of current regulations, comparable with 54.2% of 
patients and carers who were unsure. This may be re-
flective of the polarization in pain management, both in 
the field of pain medicine as well as in the public eye.49,50 
Responses to the item, “Any doctor should be able to 
prescribe opioids,” reflect a sentiment toward increased 
ease of access to these medications in the context of can-
cer pain. This sentiment may stem from concerns about 
potential barriers to adequate pain relief,51 however, it 
is crucial to balance these competing needs for access 
with the needs for responsible opioid stewardship prac-
tices to prevent misuse, addiction, and other adverse 
outcomes,52,53 while simultaneously improving pain 
outcomes.

Need for education surrounding cancer pain

Moreover, a strong consensus emerged among both sam-
ples regarding the need for education on pain manage-
ment; 90% of both groups emphasized the importance of 
educational initiatives for patients and carers as well as 
primary care clinicians. This overwhelming agreement 
supports previous findings that identified links in pain 
education with decreased post-operative acute pain.54 

Further exploration is, however, required to identify if 
this is also the case in cancer pain. By educating patients 
and carers around the multifaceted nature of cancer pain 
management, clinicians can help bridge this gap in un-
derstanding and foster more realistic expectations for 
pain control,55 as well as decrease fear, which has been 
associated with improved outcomes.56 This, in conjunc-
tion with improved communication, may lead to in-
creased patient satisfaction and better pain management 
outcomes, as highlighted in previous research.57,58

Limitations

Several limitations warrant consideration. Analysis 
of the “Unsure” responses, as a proportion of total re-
sponses, could have revealed whether the questions 
were unclear or if there is a greater need for education 
on these topics. Additionally, translating the survey 
into other languages may have increased inclusivity 
and revealed cultural nuances in pain management per-
ceptions. Offering a paper-based survey may have also 
ensured inclusivity for participants without access to 
QR-capable devices. Collection of demographic data 
that distinguished between patients and carers may have 
provided further insights into their unique perspectives 
and experiences with cancer pain and its management. 
An additional limitation of this study is that the survey 
items are not identical for the patient/carer and health 
professional surveys, limiting the extent to which com-
parisons can be made in terms of response frequencies.

Future directions

These findings highlight areas for more in-depth analy-
sis, such as expectations in pain management of patients 
and caregivers compared with clinicians. Additionally, 
mixed sentiments regarding opioid regulation warrant 
further exploration to understand the underlying con-
cerns and beliefs that shape these attitudes. There was a 
shared recognition of the complexity of managing cancer 
pain, which may be a valuable commonality for adapt-
ing and matching expectations between patients/carers 
and clinicians. By gaining a deeper understanding of 
these factors, researchers and policymakers can develop 
evidence-based guidelines and educational resources 
that address concerns, reduce stigma, and promote safe 
and effective opioid use for cancer pain management.

Moreover, the study's findings regarding barriers to 
accessing pain specialists and the perceived reluctance of 
primary care clinicians to prescribe opioids underscore 
the need for targeted interventions to improve access and 
address gaps in knowledge. Additionally, these findings 
bring to light discussions surrounding a paradigm shift 
in pain medicine. For pain management outcomes, it may 
be more favorable to move from semantic distinctions 
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between “cancer pain” and “non-cancer pain” toward 
distinguishing pain in terms of whether it is acute, 
chronic, or end-of-life. Future research could focus on 
developing educational programs for clinicians on pain 
management guidelines and appropriate opioid prescrip-
tion. Additionally, investigating differences in the atti-
tudes of patients and carers may uncover further areas 
for exploration. By addressing these specific key findings 
and exploring potential solutions, future research can 
contribute to the improvement of pain management ap-
proaches and, ultimately, better patient outcomes.

Conclusion

This study identified significant variability in attitudes 
toward cancer pain management among patients, car-
ers, and health professionals. Key findings revealed 
discrepancies in the understanding of cancer pain, with 
health professionals generally recognizing it as a distinct 
and complex experience, while a significant portion 
of patients and carers were uncertain about its nature. 
The semantics of pain, specifically the distinction be-
tween “cancer pain” and “non-cancer pain,” may have 
contributed to this confusion. Such terminology, while 
intended to categorize pain types, can obscure patient 
understanding and lead to challenges in management, 
potentially fostering unrealistic expectations regarding 
pain outcomes.

In terms of the perceived role of clinicians, health pro-
fessionals favored a multidisciplinary approach, though 
patients and carers showed uncertainty about accessing 
the necessary tools for pain management and the roles of 
various specialists. Opinions regarding the use of opioid 
medications highlighted a shared concern about GP re-
luctance to prescribe opioids, with both groups acknowl-
edging the complexities of opioid use and regulation in 
cancer care. Finally, there was a unanimous recognition 
of the need for education to bridge gaps in understanding 
and to align the expectations of both patients and clini-
cians. This, coupled with clearer communication about 
the nature of cancer pain, could help reduce stigma and 
improve pain management strategies, ultimately leading 
to better patient outcomes.
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