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Abstract

Objective: This study aimed to evaluate the patients 
and health providers’ (doctors and nurses) knowledge 
and understanding of the disease-related pain, and the 
perception of pain drugs (opioids) in South Lebanon.

Patients and Methods: This was a pilot study conducted 
at different hospitals in South Lebanon among patients 
with confirmed cancer diagnosis and providers. Data was 
collected using patients’ and providers’ questionnaires.

Results: 43 patients and 42 providers were included. 
22 (52%) patients were male. Nine (21%) patients were 
aware of their diagnosis and only 60% talked about their 
pain to their oncologist. Pain was not optimally controlled 
with 25 (58%) patients having uncontrolled pain and 18 
(42%) patients having continuous pain. Morphine was 
negatively perceived with 55.8% of patients believing 
that morphine causes addiction and 59% taking pain 

medications only when the pain is maximal. This led to 
a 58% short duration control of intermittent pain. 60% 
of the providers were certain that cancer pain cannot 
be relieved by morphine while only 33% believed that 
morphine can cause complete relief. Addiction seemed 
to be the main obstacle for morphine use with 37 (89%) 
thinking that narcotics causes addiction and 51% 
considering morphine withdrawal if side effects appear. 
Finally, 30% suggested to discontinue morphine in the 
terminal stages of cancer.

Discussion and Conclusion: Major misconceptions in 
cancer patients are observed in the approach to antalgic 
treatment in our population. With good education, 
better knowledge and optimal palliative care units, 
misconceptions about opioids can be corrected with best 
management of cancer pain.

Keywords: Analgesics, cancer, management, health 
providers, pain, physicians.
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Introduction
Unrelieved cancer pain (CP) is one of the most feared 

symptoms for cancer patients and their caregivers. At 
diagnosis and during various phases of their disease, 30 
to 45% of patients experience moderate to severe pain; 
also, the incidence increases to 70% to 90% in those with 
advanced cancer (1).

CP can be somatic, and may arise from superficial 
structures, deep structures or visceral organs. It can 
also arise from nerves, better known as neuropathic 
pain. It is recommended to assess cancer-related pain 
at every visit with the oncologist. Evaluation of pain can 
be performed via self-reporting, detailed medical history 
and pain assessment tools. Pharmacological treatments 
such as opioid and non-opioid analgesics, tricyclic 
antidepressants and anti-convulsants, are the most 

commonly used medications for managing cancer pain (2). 
Besides that, there are other effective methods such as 
surgical treatments, psychological and social support, 
sensitive listening, relaxation therapy, hypnosis (3), 
distraction (4), physical therapies (e.g. superficial 
application of heat and cold, body massage, acupuncture, 
trans-cutaneous electrical nerve stimulation) and deep 
breathing exercises (5).
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Nevertheless, underestimation and under-treatment 
of CP remains a significant burden even at major cancer 
centers, while it can be relieved when the clinical 
recommendations for CP management are applied. Also, 
it is a common belief among patients that morphine use 
can cause addiction and should be very cautiously used, 
even contraindicated in cancer patients (6). In this context, 
the main objectives of the present study were to assess 
the relationship between the patient and the providers 
and to evaluate the patient and the medical health care’s 
perception of CP and opioid use, in order to address the 
challenges for an optimal management of CP.

Patients and Methods

Study Design
This was a pilot study using a cross-sectional survey 

that was conducted over 3 months at different hospitals 
in Lebanon. None of the participating institutions by that 
time had guidelines regarding cancer pain management.

Target Population
Patients with diagnosis of cancer were identified 

upon admission. In addition to patients with confirmed 
diagnosis of advanced cancer, the providers involved 
in cancer pain management and decision-making 
were targeted (doctors and nurses). Eligible patients 
included those complaining of severe pain and receiving 
analgesics (essentially opioids). The purpose of the study 
was established, and verbal consent was obtained, with 
assurance of autonomy and anonymity in responses. 
Particular attention was made to respect the cultural 
norm of avoiding disclosure of the cancer diagnosis to the 
patients (7). “Cancer” was replaced with “disease” during 
the interviews with the participating patients.

Study Qutestionnaires
Two study questionnaires were developed in Arabic 

and English. The first questionnaire was addressed to 
the patients during a 5-minute interview and included 
21 questions to assess their knowledge of disease-
related pain, the control of pain, and the nature of their 
relationship with the providers. The second questionnaire 
was addressed to the treating team to evaluate their 
knowledge about cancer pain, its management, and their 
relationship with patients.

Ethical Considerations
The ethics committees of the participating institutions 

approved the study. The nature and the purpose of 
the study were explained to all participants. It was 
emphasized that participation was voluntary and that 

they could stop at any time during the interview. Verbal 
consent was obtained before adult participants were 
interviewed, respecting their autonomy and anonymity. 
Verbal consent and completion of each patient interview 
were witnessed by the physicians, the nursing staff, 
and the family members. We included a mechanism 
for tracking participants who were approached about 
the study and who provided verbal consent. The study 
results are reported in aggregate. The ethics committees 
considered this observational study to be less than a 
minimal risk study given that the participants were not 
exposed to any known physical, emotional, psychological 
or economic risk, and no special populations (minors, 
prisoners, pregnant women) were involved. The survey 
required no specific consultation or invasive procedures, 
and no administration of any investigational product was 
involved. The study did not affect the clinical management 
of the patients. The ethics committees therefore approved 
the consent procedure as already outlined.

Statistical Analysis
All study participants were randomly selected and 

included based on convenience sampling. Collected 
data were summarized using frequency distributions. 
The statistical analysis was carried out using the SPSS 
software application (version 16.0 for Windows: SPSS, 
Chicago, IL, U.S.A.).

Results

Demographic and Clinical 
Characteristics of the Patients

Forty-three patients with CP were included. There 
were 22 (51%) male patients and 21 (49%) females. In 
total, 21 (48.8%) patients were aged between 30 and 59 
years old. Only 6 (14%) patients had a university degree. 
The cancer diagnosis was made within 1 year in 23 
(53.5%) patients. Only 9 (20.9%) of patients were aware 
of their cancer diagnosis (Table 1).

Patients’ Knowledge and Understanding 
of the Disease-Related Pain

Out of the 43 patients, 15 (34.9%) thought that the pain 
is an adverse effect of treatment, while 17 (39.2%) thought 
that it is related it to their primary disease. Eleven (25.5%) 
patients believed that their pain is due to an unrelated 
medical condition. The pain was described as continuous 
in 18 (41.9%), and intermittent in 25 (58.1%) of the cases. 
Also, 31 (72%) patients reported that they were able to 
talk about their pain and 28 (65.1%) patients thought that 
the increasing intensity of pain means that the disease is 
getting worse. As for the patients’ relationship with the 
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treating providers, 26 (60.5%) patients declared that they 
notify their physician about their pain and 32 (74.4%) 
considered that telling the physician about their pain is 
beneficial. The results of disclosing pain to the physician 
were considered positive by 18 (41.9%) patients. On the 
other hand, talking about pain with the physician was 
thought to be a distraction from treating the disease by 
8 (18.6%) patients. Regarding treatment, 24 (55.8%) 
patients thought that analgesics used to treat severe pain 
can cause addiction; oral analgesics were the mainstay 
of therapy in 39 (91.1%) cases. Concerning the possibility 
to control their pain, 25 (59%) patients reported that they 
take medications only when their pain is at maximum 
intensity. Twenty-five (58.1%) patients got their pain 
relieved for 1 to 4 hours only (Table 2).

Providers’ Questionnaire
Forty (59%) of 42 providers reported that cancer 

causes intolerable pain that cannot be relieved by any 
method and 33 (77.8%) believed that the increase in 
pain severity was a result of cancer progression. Only 3 
(7.4%) thought that no factors other than the disease can 
affect the pain intensity. In terms of the relationship with 
the patients, only 5 (11.1%) of the providers considered 
that pain disclosure by the patients would distract the 
physicians from working to treat the cancer.

Further, only 5 (11.1%) of the providers recognized 
that additional non-pharmacologic strategies are 
available and beneficial for cancer pain relief. When 
assessing their knowledge about morphine as a narcotic 
for the treatment of cancer pain, only 14 (33.3%) thought 

Variable n %

Gender

Male 22 51.16

Female 21 48.84

Age category

20-29 years 5 11.63

30-59 years 21 48.84

60-79 years 17 39.53

Marital status

Single 7 16.28

Married 33 76.74

Widow 2 4.65

Divorced/separated 1 2.33

Educational level

Illiterate 12 27.91

Elementary 15 34.88

Intermediate 7 16.28

Secondary 3 6.98

University 6 13.95

Date of diagnosis

Less than 1 year 23 53.49

1 to 5 years 19 44.19

5 to 6 years 1 2.33

Patients’ awareness of their diagnosis

Inflammation 22 51.16

Pain 9 20.93

Cancer 12 27.91

Table 1. Demographic and clinical characteristics of the 
patients (n=43)

Table 2. Patients’ perception about the analgesic’s effects 
in pain relief (n=43)

Variable n %

Analgesics prescribers

Physician 40 90.91

Nurse 0 0.00

Pharmacist 3 6.82

Neighbor 0 0.00

Patient him/herself 1 2.27

Treatments that relieve the patients’ pain

Analgesic 41 91.11

Relaxation 3 6.67

Massage 0 0.00

Distraction 1 2.22

Timing of analgesic use 

At the beginning of the pain 8 18.18

When pain becomes moderate 10 22.73

When pain becomes severe 26 59.09

If you take medication, how many hours 
does it take before the pain returns?

Don’t relieve pain 6 13.95

1-4 hours 25 58.14

5-12 hours 11 25.58

More than 12 hours 1 2.33

When you have side effects, what do you 
do?

Tell my doctor 35 71.43

Stop medication 10 20.41

Take adjuvants drug 4 8.16
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that morphine can produce complete pain relief while 39 
(92.6%) considered that pain can be partially responsive 
to morphine. Nineteen (44%) providers did not believe 
that psychological factors interfere with the activity of 
morphine. Additionally, 40 (96%) providers reported 
that strong pain medications such as narcotics have 
unpleasant side effects and 21 (51%) providers believed 
that morphine must be stopped when side effects 
develop. Also, 36 (85%) providers said that the early 
administration of a strong medication like morphine may 
preclude its use in later stages of severe pain. Overall, 37 
(89%) providers thought patients who use narcotics will 
become addicted. Eighteen (43%) providers reported that 
adjuvant treatments must be added if the chosen dose 
of morphine did not completely relieve the patients’ pain 
while only 17 (40%) said that the duration between doses 
must be reduced. Finally, 13 (30%) providers suggested 
discontinuing pain medications when the patient is at the 
end-of life stage.

Discussion and Conclusion
Although most cancer pain can be relieved or greatly 

reduced with proper management, many patients remain 
under-treated (2), mainly the pediatric (8) and geriatric 
population (9). Nowadays, with the advance of knowledge 
and skills to help manage pain, cancer pain should not 
be of severe concern. In this paper, we demonstrated 
that cancer-related pain remains a huge burden for both 
patient and care providers with many hurdles limiting the 
optimal management and relief of these patients, more 
particularly the misconceptions on the safety and efficacy 
of opioid use at advanced stages of cancer.

Some studies tried to assess the quality of pain 
control in a specific cohort of patients (10,11), while others 
determined whether continued access to information 
following a baseline pain education program would 
increase knowledge and beliefs about cancer pain 
management (12).

The aim of the present study was to identify the 
reasons of poor cancer pain management and to make 
relevant recommendations. The results showed that 
most patients do not know what the cause of their pain 
or even their disease itself is, as only 28% of the study 
sample were aware of the cancer diagnosis. Previous 
studies demonstrated that a large proportion of Lebanese 
cancer patients live in a “blissful ignorance” and spend 
their disease course unaware of their diagnosis nor 
the prognosis (13). The lack of knowledge increases the 
patients’ anxieties and fears, and consequently their pain 
level. Hence, educating and informing the patient about 
the causes of pain may relieve such fears.

Moreover, patients’ concerns about reporting 
pain and using analgesics have been described as 
major contributors to the problem of inadequate pain 
management (14,15). Despite the fact that the majority 
of patients (72%) reported their pain to their treating 
physicians and received analgesics according to 
physicians’ prescriptions (91%), pain was documented 
as persistent in the present study (58% intermittent pain, 
42% continuous pain). This could be attributed to the fact 
that patients are not clearly transmitting their distress 
to their physicians, or their inability to communicate as 
some patients might be suffering from cognitive disorder/
unconscious/ intubated but also to limited knowledge 
on pain management by a large sum of physicians 
and oncologists (16). Also, the World Health Organization 
reported that 80% of cancer patients do not have 
access to opiates in low socioeconomic countries (17). In 
parallel, other barriers for cancer pain relief are related 
to physicians; some physicians do not consider the pain 
as a major problem and for others, the introduction of 
opioids to the management of cancer disease is similar to 
its administration at the end-of-life stage. Other barriers 
include some physicians’ opio-phobia, their lack of 
knowledge and skills about the management of pain (16). 

Some physicians neglect their patients’ pain while 
concentrating on the treatment of the disease itself. The 
attention devoted to the palliative aspects of medicine, 
particularly those in hospital care, has declined due to 
the emphasis on medical technology (18). Seligman et al. 
measured the impact of a clinical hospice experience in 
medical school on medical practice by surveying former 
students after they graduated. He showed that although 
course work about death and dying is increasingly 
encountered in medical school curricula, an intensive 
focused clinical exposure is often lacking (19). On the 
other hand, 59% of the participants in the present study 
declared that they did not tell their physicians about their 
subjective pain and only mentioned it when it became 
unbearable. The latter issue affects the process of an 
effective pain control.

In this study, the results showed that the level of rest 
periods after taking analgesics varies between patients 
but most of them complained of short relief intervals. This 
could be attributed to the 59% of patients who take their 
analgesics only when pain becomes unbearable, to the 
19% at the beginning of pain or to the 56% of patients 
who fear taking analgesics because they believe that 
they may cause addiction. Thus, misconceptions about 
pain management and the use of analgesics, specifically 
the opioids, are common. In this context, some bedside 
perspectives on the use of opioids were described by 
Ravenscroft showing that knowledge of sources of 
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pharmacokinetic variability may lead to more effective 
use of the opioids in clinical practice (20). Additionally, 
Ersek explored the reasons why cancer patients with pain 
find adhering to analgesic therapy difficult (21). His findings 
underestimate the importance of early intervention to 
address barriers to analgesic use. Some barriers may be 
overcome through educational efforts. However, this study 
suggests that consistent, repeated patient education may 
not be sufficient to overcome patients’ negative thoughts 
about taking the medication (21). Other approaches, such 
as changing medications or assisting the patient to use 
non-pharmacological pain strategies, may prove more 
successful.

Oliver et al. evaluated the effect of an individualized 
education and coaching intervention on pain outcomes 
and pain-related knowledge among outpatients with 
cancer-related pain. The authors concluded that a brief 
individualized education and coaching intervention for 
outpatients with cancer-related pain was associated with 
improvement in average pain levels (22). 

Accordingly, general or special pain-control 
educational program can be effective to help patients 
with cancer and their family caregivers to obtain the 
knowledge and skills needed to manage the pain (23).

Finally, learning more about management of cancer 
pain by the MHT needs to be seriously developed (24). As 
such, a self-evaluation of knowledge and competence 
with regards to the treatment of pain can be organized 
similarly to what was done in a Norwegian hospital 
on 519 physicians and nurses (25). Implementation of 
supportive care teams with experienced pain specialists 
and psychologists have become a necessity in the optimal 
daily oncological practice. Dedicated educational courses 
at hospitals and national programs should be organized 
in order to increase the awareness on the safety of opioid 
in a medical setting and eliminate all the false thoughts 
and beliefs. This study has several limitations with the 
small sample size; however, we believe that this pilot 
study offers a wide perspective on the current status of 
misconceptions of pain medication in cancer patients 
that will be confirmed with a national survey with larger 
population. Another limitation is the inpatient setting of 
patients included in the study which could have affected 
the generalization of our results that should be overcome 
in the upcoming larger trial with inclusion of both 
outpatient and hospitalized individuals.

To conclude, our study highlighted the need for better 
management of pain in patients with cancer in Lebanon. 
While stoicism is common in Middle-Eastern cultures, 
patients should be more informed and educated about 
their cancer diagnosis and the management of CP. Thus, 
the patient’s personality, clinical history, and cultural and 

societal backgrounds must be taken into consideration to 
address the unmet need for better pain control as well as 
the vast misconception of opioid use. Moreover, nurses 
and physicians, the main pillars of CP management, 
should collaborate largely with implementation of 
supportive care units including pain specialists in order to 
optimally address pain issues of cancer patient throughout 
their disease course. A larger nation-wide trial on pain 
management and opioid use is currently ongoing for 
better identification of the current status of the palliative 
care in Lebanon in order to issue national guidelines for 
the management of cancer-related pain.
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