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Abstract

Purpose Numerous studies on cancer patients have shown that cancer pain still remains underestimated, poorly assessed, and
under-treated. Pain relief should be considered as early as possible within personalized care and as an integral part of quality
healthcare in many countries. Nevertheless, personalized care is still insufficiently taken into consideration, partly due to
improper or incomplete assessment of cancer pain. The objective of this article is to propose a practical approach to this complex
assessment, as the first step to improving patients’ quality of life.

Methods Critical reflection based on literature analysis and clinical practice.

Results Assessment of cancer pain means evaluating the pain intensity over time, the dimensions of pain (sensory-discriminative,
cognitive, emotional, and behavioral), the pathophysiological nature of pain (neuropathic, nociceptive, and nociplastic), the
etiology, and the patient’s perception (diffuse, localized, global). Cancer patients may have simple or multiple forms of pain
(mixed, overlapped, combined, and associated). Furthermore, with the use of new specific therapies, the symptomatology of pain
is also changing, and certain cancers are becoming chronic. Thus, cancer pain is an archetype of multimorphic pain, and its
dynamic assessments (regular and repeated) require a multimodal and targeted approach in order to offer personalized pain
management. Multimodal pain treatment must be adapted to the elements that disrupt cancer pain, to the patient’s cancer and to
the specific treatments.

Conclusions The dynamic assessments of pain demand the simplest, and the most complete possible procedure, to avoid
feasibility problems or self-/hetero-assessment excesses that might lead to less precise and less reliable results. Multimodal
and interdisciplinary approaches are being developed, making it possible to optimize cancer pain management.

Keywords Painmeasurement - Painmanagement - Personalized management - Multimorphic pain - Cancerpain - Patient-reported
outcome measures

Introduction

In 1986, the IASP (International Association for the Study of
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Pain) defined pain as “an unpleasant sensory and emotional
experience associated with actual or potential tissue damage,
or described in terms of such damage” [1]. This definition
reminds us that pain is a subjective symptom, and that “only
those that suffer understand.” The rules of good practices were
established in 1987 by Ventafridda et al. [2] and are based on
pain assessment, with a focus on the patient’s past history and
questionnaires. Nowadays, only about 50% of cancer patients
worldwide receive pain relief, while 38% still experience mod-
erate to severe pain [3], same results as a previous 40-year
review of the literature [4]. The various studies carried out in
cancer patients highlight that pain remains underestimated,
poorly assessed and under-treated [5—12], while the negative
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influence of pain on the overall survival has nevertheless been
observed in prostate cancer and possibly in several other types
of cancer [13—16]. Hopefully, there are signs of awareness, such
as WHO’s planned recognition of chronic cancer pain in its
ICD-11 classification, as a diagnostic entity of chronic primary
pain caused by cancer itself and cancer treatments [17, 18].

In this context, this article in a series proposing a practical
approach to personalized management of patients with cancer-
related pain will present the primum movens in pain manage-
ment: assessing the situation so as to offer patients the best-
suited solutions. Pain assessment is a complex process, al-
though its quality is a therapeutic prognosis factor [8].

Facing cancer patients with refractory cancer pain at their
consultations, the authors have carried out a critical reflection
based on literature analysis and their clinical practice. For each
domain, the literature search was set up on recent reviews and
on the latest publications on Medline.

Pain has many dimensions and often
concerns several locations

Framework for pain assessment

Pain is not just about intensity; it has many dimensions and
often concerns several locations. Pain leads to physical and
psychological complications; it also decreases the patients’ vi-
tality and quality of life. It increases the suffering of families,
friends, and caregivers, and also encourages certain relational
traps [19, 20]. The people behavior during pain is not transcul-
tural; the patient’s beliefs and culture determine both the signif-
icance of the pain, and patient expectations or behavior.

Acute and chronic non-cancer pains have different charac-
teristics [21-23]. There is a continuum between acute and
chronic non-cancer pain, with brain reorganization in relation
to various affective, psychological, and cognitive experiences
(neuroplasticity) [24]. Assessing chronic pain must also be
part of a more complex approach, addressing its four dimen-
sions (Fig. 1): sensory-discriminative, cognitive, emotional,
and behavioral. These dimensions must be considered at each
assessment [25]. In addition, different types of chronic pain
require specific management.

From the early stages, the cancer pain is characterized by a
multimorphism, which can include the four dimensions de-
scribed in chronic non-cancer pain [24], and specificities such
as its multiple simultaneous forms in most patients [26, 27]. This
multimorphism gives cancer pain its chronic nature, meaning that
it can be classified according to its etiology, pathophysiology
(neuropathic, nociceptive, and nociplastic), and temporality (con-
tinuous, intermittent, transient), as well as its multiple forms in
location (diffuse, localized, overall) and in time.

Assessing cancer pain also means covering pain intensity
over time, dimensions impacted by pain, pathophysiological
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nature of pain, etiology, and patient’s location and temporal
perception. This is not commonly performed, and too often
patients in physical distress are not properly assessed because
nowadays the main priority is the rapidity in pain relief.
Consequently, this leads to a vicious circle (Fig. 2), as psycho-
logical distress may increase the perception of the burden of
pain, while improper pain control may trigger psychological
distress [19, 28].

Pain management starting from the cancer diagnosis

Pain must be managed as soon as the diagnosis of cancer is
made [29], with a nociceptive pain relief strategy in confor-
mity with the WHO scale or new alternative strategies [30].
Cancer pain is multimorphic and subject to different disrup-
tive elements, which impact pain control (Fig. 3). The initial
assessment must thus cover each aspect of pain’s
multimorphism to establish a treatment strategy, and regular
re-assessments are required to address its evolving nature
[30-33]. As mentioned above, communicating with cancer
patients and their families must be the main focus [30], and
this from the very first consultations [34]. Patients’ very active
role in the management of their pain provides healthcare per-
sonnel with all the needed information about their pain and its
treatment [29, 30, 32, 35, 36]. Pain may be an indicator of
cancer prognosis [16] and may precede the clinical and radio-
logical signs in cases of cancer recurrence. Regular assess-
ments can thus also serve as warnings.

The recent guidelines recommend a treatment strategy that
depends on initial and regular assessments of pain, its treatments,
and their side effects [29, 30, 32, 35, 36]. During the course of the
disease, this dynamic evaluation is carried out using the same
tools during follow-up of patients to assess their response to
treatment, and to adapt it if necessary. Systematic screenings
and assessments make it possible to prevent under-assessment
of pain [36], which could lead to a loss of efficacy of the anti-
cancer treatments, as has been shown in prostate cancer [37]. In
particular, pain control was associated with increased survival in
prostate cancer, which was not the case for quality of life. Finally,
multidimensional and interdisciplinary management improves
many patients’ functional prognosis by more often making it
possible to spare opioids [38].

Assessment of cancer pain in a few simple
questions

Where does it hurt?

More than three-quarters of patients with persistent pain after
breast cancer surgery experience pain in several areas [39].
Similarly, lung cancer patients with pain reported a mean of four
pain sites per patient [40]. Fifty percent of these patients had at



Support Care Cancer (2019) 27:3095-3104

3097

Fig. 1 Multidimensional model
of chronic pain
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least one neuropathic pain site, and 25% of the overall pain sites
were neuropathic. Patients with neuropathic and nociceptive pain
(40% of the patients) experienced more intense pain than patients
with only nociceptive pain or neuropathic pain [40]. Cancer pa-
tients can thus be confronted with multiple simultaneous types of
pain, which are mixed, overlapped, combined, or associated de-
pending on their etiology, location, and type (Table 1). The suf-
fering can evolve in various ways in relation to these significantly
different characteristics.

When questioning the patient, it is necessary to identify the
different types of pain and their irradiation in order to orient
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the etiological diagnosis and ultimately decrease the risk of
treatment failure.

What is the temporality of the pain?

Patients with cancer pain describe various temporal pain patterns,
and those with continuous patterns have been shown to report
more frequently two or more pain locations, higher pain intensity,
and worse pain quality according to verbal descriptions than
patients without a continuous component [41]. Transient and
intermittent pains must thus be treated rapidly so as not to
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Fig.2 The vicious circle of chronic cancer pain related to repeated inadequate management in patients with underestimated cancer pain or in the presence

of disruptive key element(s)
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Fig. 3 Disruption key elements in the dynamic, multimodal, targeted,
personalized management of the multimorphic cancer pain

complexify cancer pain with new impairments (such as activity
avoidance) (Fig. 2). This stage is a risk factor that triggers re-
assessment after 72 h.

The more the cancer pain remains uncontrolled, the
more it becomes difficult to manage. Furthermore, changes
in any dimension of cancer pain impact on quality of life
(Fig. 1). For this reason, for patients with vertebral metas-
tases, the cognitive and behavioral repercussions are not
the same as if they had acute lower back pain for instance,
even if the intensity of the pain is the same. Chronic pain
that exists prior to cancer is a risk factor for intense pain, as

pain fear avoidance behaviors may produce lower pain
tolerance and promote pain disability [41]. In addition,
Valeberge et al. suggest that outpatients with a combination
of cancer and non-cancer pain may be at greater risk for
under-treatment of pain [7].

The evolution of chronic cancer pain, during the remis-
sion phase of this potentially fatal illness, may compromise
both physical and psychosocial rehabilitation. Preventing
the acute and persistent pain associated with cancer and/or
its treatments (20% to 45% of pain is associated with can-
cer treatments [6, 42]) is a key issue in dynamic multimod-
al pain management. The multimorphism of cancer pain
thus justifies interdisciplinary management, which in-
cludes repeated pain consultations. What is the pathophys-
iological nature of the pain?

The pathophysiological nature has an influence on how
unique pain is managed, as well as the multiple forms of pain
presented by cancer patients, by participating in differentiating
these pains of different etiologies (Table 1).

Nociceptive pain is secondary to tissue lesions, other than
the nervous system, with mechanical, inflammatory, and vis-
ceral consequences. Neuropathic pain is caused by a lesion or
disease of the somatosensory nervous system [43]. Other type
of pain that can occur in parallel to the cancer and its treat-
ments can belong to the third mechanistic descriptor called
nociplastic pain [17].

Nociceptive pain sites are the most frequent (75%), but
all pain sites are classified as nociceptive for half of the
patients and for 10% of patients all pain sites as neuropath-
ic [40]. Neuropathic pain has been characterized in about
50% of cancer patients with single or multiple forms of
pain [6, 40].

In the last decade, the characteristics of cancer pain have
evolved: the symptomatology can be complex, as cancer
can become chronic with the availability of new targeted
cancer therapies. However, the percentage of cancer pa-
tients with pain has remained stable even though pain treat-
ments have evolved too, with varied success rates in neu-
ropathic pain [3, 44].

Table 1 The characteristics of the

multiple forms of complex pain Etiology Location Pathophysiology
presented by cancer patients
Identical Different Identical Different Neuropathology Nociceptive
Mixed* Yes No Yes No Yes Yes
Overlapped® No Yes Yes No Yes Yes/no
Combined® Yes No No Yes Yes No
Associated” No Yes No Yes Yes Yes/no

* Example of mixed pain: bone metastases and Pancoast syndrome pain

® Example of overlapped pain: bone metastases and lumbago

¢ Example of combined pain: cancer and taxanes

¢ Example of associated pain: cancer and rheumatoid arthritis
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What is the intensity of the pain?

Measuring pain intensity is crucial and must be carried out
using self-assessment tools [45], mostly with numeric rating
scales (NRS). However, this simple method takes a particular
importance during the patients’ follow-up when assessing the
progression of their condition. This practical approach re-
vealed that most of the patients are undertreated [8—10].

The definition of the controlled background pain has been
evolving and differs between recommendations. The French
consensus considers cancer pain to be controlled by means of
a strong opioid-based treatment if it satisfies the following five
criteria [31]: little or no pain intensity, non-insomnia-inducing,
with less than four exacerbations of pain per day and treatment
efficacy of more than 50%, minor or no treatment side effects,
and daily activities still possible or limited little by the pain,
even if they are limited by the cancer’s progression. The defi-
nitions are less restrictive in some other countries’ recommen-
dations, e.g., in Great Britain and Ireland where controlled
background pain is defined as pain rated “none” or “mild” with
a duration of more than 12 h per day during the last week [46].

Patients can experience transitory, spontancous exacerba-
tions of cancer pain, also called breakthrough cancer pain
(BTcP), but the definition is not consistent within the literature
and guidelines, as no single definition has been widely accept-
ed. The French consensus definition is a sudden transitory
pain exacerbation of short duration, with moderate to severe
intensity, occurring in a context of background pain controlled
by means of a strong opioid therapy [31, 47]. This definition
of BTcP, which is in harmony with other European definitions
[46, 48], distinguishes BTcP from insufficient background
pain relief (e.g., end of dose exacerbations of pain). As some
definitions do not refer to the presence of controlled back-
ground pain [49], patients with pain relief dosage adjustment
(exacerbations of pain during initiation/titration of opioid an-
algesics) may also be included in some BTcP studies. BTcP
may be predictable in half of the cases (provoked by a volun-
tary act, e.g., bowel movements), spontaneous in others [50].
However, predictable BTcP must not be confused with exac-
erbation of pain related to the setting of care [32]. Finally,
definitions are still debated [51, 52].

Estimates of the prevalence of BTcP thus vary consider-
ably, between 35 and 95% depending on the studies, and this
is mainly because of the definition retained for BTcP and the
phase of the patient’s illness [53, 54]. Nevertheless, the results
of a French study and an European study (12 countries) indi-
cate a frequency of more than 80% with a restrictive definition
of BTcP [5, 50].

The climax of the BTcP is reached in less than 3 min and
90% of BTcP lasts less than 1 h (and 50% less than 30 min),
with moderate to severe intensity [50, 53, 55, 56]. It has con-
sequences that are physical (immobilization, insomnia), psy-
chological (anxiety, depression), and social (inability to work

and perform daily activities, social isolation, increased con-
sumption of healthcare). As a result, BTcP alters patients’
quality of life [S7]. In particular, eight out of 10 patients cease
their usual activities because of BTcP [58], and their hospital-
ization rates are higher than those of patients without BTcP
(37% versus 23%) [57]. Sudden, unpredictable episodes of
BTcP are a burden for these patients and their families; there-
fore, they can and must be better considered [49].

What are the consequences of pain?

Assessing each aspect of the multidimensional nature of pain
is essential for establishing a treatment strategy. The conse-
quences of pain on the anxious/depressive aspect (mood, tak-
ing into account, for example, the impact of remnant pain or
new morbidities associated with targeted therapies), on behav-
ior, daily activity, autonomy, sleep, and relationships with
others must be assessed [26, 27, 32]. By modifying the emo-
tional component, drug treatments, accompaniment, therapeu-
tic relationships, or psychotherapy can impact how the pain is
experienced [28, 59]. Similarly, it is essential to understand
the cause of pain in the vision of the patients [34, 60]. For
example, in a metastatic context, the pain associated with
treatments or other non-neoplastic causes may be interpreted
by patients as a sign of the unavoidable aggravation of the
illness. Intense pain may also be perceived as having serious
causes, even if it is for example harmless muscular pain.
Identifying these cognitive distortions is a means of proposing
adapted explanations to change the patient’s behavior and en-
courage the success of the different therapeutic approaches.

Thus, pain is multimorphic, and its dynamic evaluation
must cover all its dimensions and characteristics. A multimod-
al, targeted therapeutic approach is therefore required to offer
personalized pain management to all patients, as presented in
Fig. 4. Establishing the most relevant healthcare strategy sup-
poses comprising pain management to overall health manage-
ment, and ascertaining interdisciplinary approach with the in-
volvement of the healthcare staff representatives from the ap-
propriate domains for each cancer patient.

What tools can be used to assess pain?

Patients’ experience of their disease must be noted, as well as
the meaning that they attribute to their pain, the means of
announcing the diagnosis and/or prognosis, and identifying
any possible relational traps. Past history will also make it
possible to assess the patients’ somatic or psychiatric past, as
well as that of their families, the support provided by family
and friends, the presence of kinesiophobia (i.e., inappropriate
behavior for avoiding activities considered as capable of pro-
voking or exacerbating the pain), and living conditions.

As recommended in the guidelines [30-32, 35, 36, 61],
using patient self-assessment tools is also mandatory. These

@ Springer



3100

Support Care Cancer (2019) 27:3095-3104

Fig. 4 Model of the multimodal,
targeted, personalized
management of the multimorphic
cancer-related pain
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assessments must be included in a genuine therapeutic rela-
tionship, and the assessor (registered nurse, doctor, caregivers)
must be the same throughout the patient’s follow-up, unless
patient conditions justify a change. The same is true for ques-
tionnaires and scales. Patient self-assessments are thus based
on questions and global self-rating scales [NRS (0 to 100%,
the preferred test in routine practice), visual analogue scale
(VAS), or word-graphic rating scale (WRS)] or descriptive
scales within specific questionnaires if needed [61]. As previ-
ously mentioned, covering the multimorphism of pain, the
patient-reported outcome (PRO) measurements focus on the
pain itself [25, 36, 62, 63], but also on mood [64], and quality
of'life [65, 66]. If self-rating does not seem reliable, or in cases
of patients incapable of understanding simple instructions or
with psychomotor atonia, adapted hetero-assessment scales
for acute pain [67], chronic pain [68], and pain associated with
treatments [69] can be used.

Neuropathic pain assessment requires specific tools, and
systematic screening must also be carried out by trained
healthcare professionals [30, 70-72].

However, as the assessments must be repeated, the simplest
possible procedure must be used to avoid feasibility problems
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Institutionalised
patients

or self-/hetero-assessment excesses that can lead to less pre-
cise and less reliable results.

Is the pain relieved?

Following the implementation of the personalized treatment,
the obtained level of relief must be assessed using a NRS
specific to pain relief or the seven-point patient global impres-
sion of change (PGIC [73]).

During each of these interviews with patients and their
relatives, it is necessary to ensure that all the information has
been exchanged and understood by the different parties [32].
Family, friends, and caregivers must be asked to identify any
changes in the patients’ behavior [74]. For instance, received
information may make it possible to orient toward certain
therapeutic measures (e.g., adapting showers, chairs,
bedding).

As far as possible, what is the diagnosis of the pain?

Pain management must start as soon as the diagnosis is
established [29, 32, 35]. According to the guidelines, a
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wide range of possible treatments can associate the pain-
killers taken systemically (enteral, parenteral, and/or local)
with non-invasive approaches (psychological interventions
and rehabilitation) allowing to reach a satisfactory level of
pain control in most patients [30, 32, 36].

Thus, obtaining a reliable diagnosis from the initial evalu-
ations must provide patients with optimal comfort through a
treatment strategy that takes into account the multimorphic
nature of pain. These evaluations must be complete in order
to avoid all the traps associated with pain, such as referred
pain or differential diagnosis.

Similarly, regular monitoring and repeated evaluations of
the patient will detect pain progression according to WHO
scale [75, 76]. This early diagnosis of worsening may allow
the use of the invasive therapies (nerve blocks, stimulation of
the spinal column, interventional radiology, and surgery) as
soon as necessary.

Conclusions and perspectives

Pain relief should be considered as early as possible in the
management of cancer, and since the 1990s, pain has be-
come a key issue in the global management of chronic
pathologies such as cancer. This realization has had an
influence right up to the very highest levels of health or-
ganizations and has made it possible to introduce pain into
the quality processes of the management of patients in
health establishments in many countries [77—-80].
Personalized care has become an integral part of healthcare
quality in many countries [77, 78, 80]; nevertheless, per-
sonalized medicine has not yet been sufficiently taken into
consideration in Europe [81].

Pain in oncology is a factor for increased morbidity and
suffering for patients, for their family and friends. In such
difficult situations, the quality of the human relationship,
overall appreciation of the individual’s suffering and that
of his or her entourage are a priority. Concepts and treat-
ments evolve, and using them today requires all doctors to
be familiar with cancer pain and its complex management,
and consequently for them to attend the appropriate train-
ing courses. PRO measurements have demonstrated their
benefit in patient satisfaction with care and in their com-
munication with caregivers in oncology; use of PROs and
feedback on cancer pain result in promising, modest, but
significant, reductions in cancer pain intensity [36, 60].

Managing pain starts with its assessment, and this cannot
be restricted solely to questions of severity. Understanding
of the different aspects of a patient’s pain must lead to a
personalized treatment adapted to the pain’s evolution over
time, the patient’s cancer, and its treatments. The patient’s
overall health status (e.g., cachexia, cognitive disorders,
comorbidities, type of cancer...) is essential too, both in

terms of assessment of the pain and choice of pain relief
strategy. These criteria must thus be systematically ad-
dressed in studies on pain relief treatments to ultimately
find adapted therapeutic responses for each patient. As a
result, the evaluation of pain is dynamic and multidisciplin-
ary. Furthermore, pain control has been shown to be asso-
ciated with increased survival in prostate cancer and a po-
tential independent positive prognosis factor in patients
with certain solid tumors [16, 37]. The use of new cancer
therapies is gradually modifying the characteristics of can-
cer pain, and thus the therapeutic approach for a growing
number of patients. In such a context, multimorphic cancer
pain evaluation must be part of personalized overall man-
agement of cancer patients subject to several potentially
disruptive elements (Fig. 3), whatever the organization of
cancer pain management is [82—-84].

The development of this multimodal personalized man-
agement with targeted pharmacologic strategies with or
without interventions, and complementary therapies, sup-
ported by dynamic interdisciplinary evaluations covering
the various domains of multimorphic cancer pain, is one
future avenue for research on cancer patient management.
Furthermore, these multimodal and interdisciplinary ap-
proaches make it possible to spare opioids, and to provide
the best care, for the right patient, at the right time.

Acknowledgments This article was funded by Kyowa Kirin. Support
was provided by Xavier Amores, M.D. and Viorica Braniste, M.D. &
Ph.D. (Kyowa Kirin), and Robert Campos Oriola, Ph.D, and Marie-
Odile Barbaza, MD, (Auxesia) for manuscript preparation.

Compliance with ethical standards

Conflict of interest Christian Minello reports non-financial support
from Kyowa Kirin, during the conduct of the submitted work; personal
fees and non-financial support from Takeda; and non-financial support
from Kyowa Kirin, Mundi Pharma, Mylan Pharma and Grunenthal, out-
side the submitted work. Brigitte George reports non-financial support
from Kyowa Kirin, during the conduct of the submitted work; personal
fees and non-financial support from Mundipharma; non-financial support
from Grunenthal and Kyowa Kirin, outside the submitted work; and
participation to a clinical study without honoraria from Bouchara. Gilles
Allano reports non-financial support from Kyowa Kirin, during the con-
duct of the submitted work; personal fees and non-financial support from
Grunenthal, Mundipharma and Medtronic; and non-financial support
from Kyowa Kirin, outside the submitted work. Caroline Maindet reports
non-financial support from Kyowa Kirin, during the conduct of the sub-
mitted work; personal fees and non-financial support from Mundipharma;
and non-financial support from Kyowa Kirin, Grunenthal, Hospira,
Takeda, and Janssen Cilag, outside the submitted work. Alexis Burnod
reports non-financial support from Kyowa Kirin, during the conduct of
the submitted work; non-financial support from Kyowa Kirin, outside the
submitted work. Antoine Lemaire reports non-financial support from
Kyowa Kirin France, during the conduct of the submitted work; personal
fees and non-financial support from Kyowa Kirin International, Mundi
Pharma, Grunenthal and Takeda; personal fees from Mylan; and non-
financial support from Kyowa Kirin France, Archimédes Pharma, Teva,
Prostrakan, outside the submitted work.

@ Springer



3102

Support Care Cancer (2019) 27:3095-3104

References

10.

12.

13.

14.

15.

Merskey H, Bogduk N (1994) Classification of chronic pain.
Descriptions of chronic pain syndromes and definitions of pain
terms. Prepared by the task force on taxonomy of the
International Association for the Study of Pain, 2nd ed. IASP
Press, Seattle

Ventafridda V, Tamburini M, Caraceni A, de Conno F, Naldi F
(1987) A validation study of the WHO method for cancer pain
relief. Cancer 59:850-856

Van Den Beuken-Van Everdingen MHJ, Hochstenbach LMJ,
Joosten EAJ et al (2016) Update on prevalence of pain in patients
with Cancer: systematic review and meta-analysis. J Pain Symptom
Manag 51:1070-1090.€9. https://doi.org/10.1016/j.jpainsymman.
2015.12.340

Van Den Beuken-Van Everdingen MHJ, De Rijke JM, Kessels AG
et al (2007) Prevalence of pain in patients with cancer: a systematic
review of the past 40 years. Ann Oncol 18:1437-1449. https://doi.
org/10.1093/annonc/mdm056

Breivik H, Cherny N, Collett B, de Conno F, Filbet M, Foubert AJ,
Cohen R, Dow L (2009) Cancer-related pain: a pan-European sur-
vey of prevalence, treatment, and patient attitudes. Ann Oncol 20:
1420-1433. https://doi.org/10.1093/annonc/mdp001

Institut national du Cancer (INCA) (2012) Synthése de ’enquéte
nationale 2010 sur la prise en charge de la douleur chez des patients
adultes atteints de cancer. www.e-cancer.fr/content/download/
63502/571325/file/ENQDOUL12.pdf. Accessed 17 July 2018
Valeberg BT, Rusteen T, Bjordal K, Hanestad BR, Paul S,
Miaskowski C (2008) Self-reported prevalence, etiology, and char-
acteristics of pain in oncology outpatients. Eur J Pain 12:582-590.
https://doi.org/10.1016/j.ejpain.2007.09.004

Greco MT, Roberto A, Corli O, Deandrea S, Bandieri E, Cavuto S,
Apolone G (2014) Quality of cancer pain management: an update
of a systematic review of undertreatment of patients with cancer. J
Clin Oncol 32:4149-4154. https://doi.org/10.1200/JC0O.2014.56.
0383

Breuer B, Chang VT, Von Roenn JH et al (2015) How well do
medical oncologists manage chronic cancer pain? A national sur-
vey. Oncologist 20:202-209. https://doi.org/10.1634/theoncologist.
2014-0276

Mayor S (2000) Survey of patients shows that cancer pain still
undertreated. BMJ 321:1309-1309. https://doi.org/10.1136/bm;.
321.7272.1309/b

MacDonald N, Ayoub J, Farley J, Foucault C, Lesage P, Mayo N
(2002) A Quebec survey of issues in cancer pain management. J
Pain Symptom Manag 23:39—47. https://doi.org/10.1016/S0885-
3924(01)00374-8

Hsieh RK (2005) Pain control in Taiwanese patients with cancer: a
multicenter, patient-oriented survey. J] Formos Med Assoc 104:
913-919

Efficace F, Bottomley A, Smit EF, Lianes P, Legrand C, Debruyne
C, Schramel F, Smit H, Gaafar R, Biesma B, Manegold C, Coens C,
Giaccone G, van Meerbeeck J, On behalf of the EORTC Lung
Cancer Group and Quality of Life Unit (2006) Is a patient’s self-
reported health-related quality of life a prognostic factor for survival
in non-small-cell lung cancer patients? A multivariate analysis of
prognostic factors of EORTC study 08975. Ann Oncol 17:1698—
1704. https://doi.org/10.1093/annonc/md1183

Armstrong AJ, Garrett-Mayer E, Ou Yang Y-C, Carducci MA,
Tannock I, de Wit R, Eisenberger M (2007) Prostate-specific anti-
gen and pain surrogacy analysis in metastatic hormone-refractory
prostate cancer. J Clin Oncol 25:3965-3970. https://doi.org/10.
1200/3C0.2007.11.4769

Halabi S, Vogelzang NJ, Kornblith AB, Ou SS, Kantoff PW,
Dawson NA, Small EJ (2008) Pain predicts overall survival in

@ Springer

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

men with metastatic castration-refractory prostate cancer. J Clin
Oncol 26:2544-2549. https://doi.org/10.1200/JC0O.2007.15.0367
Zylla D, Steele G, Gupta P (2017) A systematic review of the
impact of pain on overall survival in patients with cancer. Support
Care Cancer 25:1687—1698. https://doi.org/10.1007/s00520-017-
3614-y

Treede R-D, Rief W, Barke A, et al (2015) A classification of
chronic pain for ICD-11. https://doi.org/10.1097/j.pain.
0000000000000160

WHO Official Website. Available at: http://www.who.int/
classifications/icd/revision/en/. Accessed 08 April 2019

Syrjala KL, Jensen MP, Mendoza ME, Yi JC, Fisher HM, Keefe FJ
(2014) Psychological and behavioral approaches to Cancer pain
management. J Clin Oncol 32:1703—-1711. https://doi.org/10.
1200/JC0O.2013.54.4825

Cassell E (2004) The nature of suffering and the goals of medicine,
2nd edn. Oxford University Press

Lavand’homme P (2011) The progression from acute to chronic
pain. Curr Opin Anaesthesiol 24:545-550. https://doi.org/10.
1097/ACO.0b013e32834a4{74

Fornasari D (2012) Pain mechanisms in patients with chronic pain.
Clin Drug Investig 32:45-52. https://doi.org/10.2165/11630070-
000000000-00000

Latremoliere A, Woolf CJ (2009) Central sensitization: a generator
of pain hypersensitivity by central neural plasticity. J Pain 10:895—
926. https://doi.org/10.1016/J.JPAIN.2009.06.012

Coderre TJ, Katz J, Vaccarino AL, Melzack R (1993) Contribution
of central neuroplasticity to pathological pain: review of clinical and
experimental evidence. Pain 52:259-285

Boureau F, Doubrere JF, Luu M (1990) Study of verbal description
in neuropathic pain. Pain 42:145-152. https://doi.org/10.1016/
0304-3959(90)91158-f

Portenoy R, Koh M (2010) Cancer pain syndromes. In: Bruera E,
Portenoy RK (eds) Cancer pain. Assessment and management, vol
4. Cambridge University Press, Cambridge, pp 53-88

Higginson 1J, Murtagh FEM (2010) Cancer pain epidemiology. In:
Bruera E, Portenoy RK (eds) Cancer pain. Assessment and man-
agement, vol 3. Cambridge University Press, Cambridge, pp 37-52
Zaza C, Baine N (2002) Cancer pain and psychosocial factors: a
critical review of the literature. J Pain Symptom Manag 24:526—
542. https://doi.org/10.1016/S0885-3924(02)00497-9

National Institute for Health and Care Excellence (NICE) (2004)
Guidance on cancer services improving supportive and palliative
care for adults with cancer. The manual. ttps://www.nice.org.uk/
guidance/csg4. Accessed 09 April 2019

Fallon M, Giusti R, Aielli F, Hoskin P, Rolke R, Sharma M,
Ripamonti CI, ESMO Guidelines Committee (2018) Management
of cancer pain in adult patients: ESMO clinical practice guide-
linest. Ann Oncol 29:iv166—iv191. https://doi.org/10.1093/
annonc/mdy152

Krakowski I, Theobald S, Balp L, Groupe de Travail SOR et al
(2002) Standards, options and recommendations for the use of med-
ical analgesics for the treatment of pain arising from excess
nociception in adults with cancer (update 2002). Bull Cancer 89:
1067-1074

Ripamonti CI, Santini D, Maranzano E, Berti M, Roila F, on behalf
of the ESMO Guidelines Working Group (2012) Management of
cancer pain: ESMO clinical practice guidelines. Ann Oncol 23:
vii139-viil54. https://doi.org/10.1093/annonc/mds233

Hui D, Bruera E (2014) A personalized approach to assessing and
managing pain in patients with Cancer. J Clin Oncol 32:1640—-1646.
https://doi.org/10.1200/JC0O.2013.52.2508

Street RL, Tancredi DJ, Slee C et al (2014) A pathway linking
patient participation in cancer consultations to pain control.
Psychooncology 23:1111-1117. https://doi.org/10.1002/pon.3518


https://doi.org/10.1016/j.jpainsymman.2015.12.340
https://doi.org/10.1016/j.jpainsymman.2015.12.340
https://doi.org/10.1093/annonc/mdm056
https://doi.org/10.1093/annonc/mdm056
https://doi.org/10.1093/annonc/mdp001
http://www.e-cancer.fr/content/download/63502/571325/file/ENQDOUL12.pdf
http://www.e-cancer.fr/content/download/63502/571325/file/ENQDOUL12.pdf
https://doi.org/10.1016/j.ejpain.2007.09.004
https://doi.org/10.1200/JCO.2014.56.0383
https://doi.org/10.1200/JCO.2014.56.0383
https://doi.org/10.1634/theoncologist.2014-0276
https://doi.org/10.1634/theoncologist.2014-0276
https://doi.org/10.1136/bmj.321.7272.1309/b
https://doi.org/10.1136/bmj.321.7272.1309/b
https://doi.org/10.1016/S0885-3924(01)00374-8
https://doi.org/10.1016/S0885-3924(01)00374-8
https://doi.org/10.1093/annonc/mdl183
https://doi.org/10.1200/JCO.2007.11.4769
https://doi.org/10.1200/JCO.2007.11.4769
https://doi.org/10.1200/JCO.2007.15.0367
https://doi.org/10.1007/s00520-017-3614-y
https://doi.org/10.1007/s00520-017-3614-y
https://doi.org/10.1097/j.pain.0000000000000160
https://doi.org/10.1097/j.pain.0000000000000160
http://www.who.int/classifications/icd/revision/en/
http://www.who.int/classifications/icd/revision/en/
https://doi.org/10.1200/JCO.2013.54.4825
https://doi.org/10.1200/JCO.2013.54.4825
https://doi.org/10.1097/ACO.0b013e32834a4f74
https://doi.org/10.1097/ACO.0b013e32834a4f74
https://doi.org/10.2165/11630070-000000000-00000
https://doi.org/10.2165/11630070-000000000-00000
https://doi.org/10.1016/J.JPAIN.2009.06.012
https://doi.org/10.1016/0304-3959(90)91158-f
https://doi.org/10.1016/0304-3959(90)91158-f
https://doi.org/10.1016/S0885-3924(02)00497-9
http://www.nice.org.uk/guidance/csg4
http://www.nice.org.uk/guidance/csg4
https://doi.org/10.1093/annonc/mdy152
https://doi.org/10.1093/annonc/mdy152
https://doi.org/10.1093/annonc/mds233
https://doi.org/10.1200/JCO.2013.52.2508
https://doi.org/10.1002/pon.3518

Support Care Cancer (2019) 27:3095-3104

3103

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

National Cancer Institute (2017) Cancer pain (PDQ®)-health pro-
fessional version. https://www.cancer.gov/about-cancer/treatment/
side-effects/pain/pain-hp-pdq. Accessed 09 April 2019

Bennett MI, Eisenberg E, Ahmedzai SH, Bhaskar A, O’Brien T,
Mercadante S, Kréevski Skvarg N, Vissers K, Wirz S, Wells C,
Morlion B (2018) Standards for the management of cancer-related
pain across Europe. A position paper from the EFIC task force on
Cancer pain. Eur J Pain 23:660-668. https://doi.org/10.1002/ejp.
1346

Berthold DR, Pond GR, Roessner M, de Wit R, Eisenberger M,
Tannock IF, on behalf of the TAX-327 investigators (2008)
Treatment of hormone-refractory prostate Cancer with docetaxel
or Mitoxantrone: relationships between prostate-specific antigen,
pain, and quality of life response and survival in the TAX-327
study. Clin Cancer Res 14:2763-2767. https://doi.org/10.1158/
1078-0432.CCR-07-0944

Reddy A, Hui D, Bruera E (2012) A Successful Palliative Care
Intervention for Cancer Pain Refractory to Intrathecal Analgesia.
https://doi.org/10.1016/j.jpainsymman.2011.07.010

Mejdahl MK, Andersen KG, Girtner R et al (2013) Persistent pain
and sensory disturbances after treatment for breast cancer: six year
nationwide follow-up study. BMJ 346:f1865. https://doi.org/10.
1136/bmj.f1865

Wilkie DJ, Huang HY, Reilly N, Cain KC (2001) Nociceptive and
neuropathic pain in patients with lung cancer: a comparison of pain
quality descriptors. J Pain Symptom Manag 22:899-910
Ngamkham S, Holden JE, Wilkie DJ Differences in pain location,
intensity and quality by pain pattern in outpatients with cancer.
https://doi.org/10.1097/NCC.0b013e3181faab63

Caraceni A, Portenoy RK (1999) An international survey of cancer
pain characteristics and syndromes. Pain. 82:263-274. https://doi.
org/10.1016/S0304-3959(99)00073-1

Finnerup NB, Haroutounian S, Kamerman P, et al (2016)
Neuropathic pain: an updated grading system for research and clin-
ical practice. https://doi.org/10.1097/j.pain.0000000000000492
Finnerup NB, Attal N, Haroutounian S, McNicol E, Baron R,
Dworkin RH, Gilron I, Haanpidd M, Hansson P, Jensen TS,
Kamerman PR, Lund K, Moore A, Raja SN, Rice ASC,
Rowbotham M, Sena E, Siddall P, Smith BH, Wallace M (2015)
Pharmacotherapy for neuropathic pain in adults: a systematic re-
view and meta-analysis. Lancet Neurol 14:162—173. https://doi.org/
10.1016/S1474-4422(14)70251-0

Swarm RA, Abernethy AP, Anghelescu DL, Benedetti C, Buga S,
Cleeland C, Deleon-Casasola OA, Eilers JG, Ferrell B, Green M,
Janjan NA, Kamdar MM, Levy MH, Lynch M, McDowell R,
Moryl N, Nesbit SA, Paice JA, Rabow MW, Syrjala KL, Urba
SG, Weinstein SM, Dwyer M, Kumar R, National
Comprehensive Cancer Network (2013) Adult cancer pain. J Natl
Compr Cancer Netw 11:992-1022

Davies AN, Dickman A, Reid C, Stevens AM, Zeppetella G,
Science Committee of the Association for Palliative Medicine of
Great Britain and Ireland (2009) The management of cancer-related
breakthrough pain: recommendations of a task group of the science
Committee of the Association for palliative medicine of Great
Britain and Ireland. Eur J Pain 13:331-338. https://doi.org/10.
1016/j.ejpain.2008.06.014

Haute Autorité de Santé (HAS) (2014) Les médicaments des acces
douloureux paroxystiques du cancer. https://www.has-sante.fr/
portail/upload/docs/application/pdf/2014-07/fbum_adp_maj_
juillet2014.pdf. HAS (2014) Les médicaments des acceés
douloureux paroxystiques du cancer. Accessed 09 April 2019
Mercadante S, Radbruch L, Caraceni A, Cherny N, Kaasa S, Nauck
F, Ripamonti C, de Conno F, Steering Committee of the European
Association for Palliative Care (EAPC) Research Network (2002)
Episodic (breakthrough) pain: consensus conference of an expert

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

working group of the European Association for Palliative Care.
Cancer 94:832-839

American Pain Foundation AP (2011) Breakthrough Cancer pain:
mending the break in the continuum of care. J Pain Palliat Care
Pharmacother 25:252-264. https://doi.org/10.3109/15360288.
2011.599920

Poulain P, Filbet M, Ammar D, Morere JF, Krakowski I, Delorme
C, Serrie A (2012) Caractéristiques et traitements des acces
douloureux paroxystiques (ADPc) chez les patients cancéreux :
résultats de I’enquéte ADEPI. Douleurs Eval Diagnostic Trait 13:
163-168. https://doi.org/10.1016/j.douler.2012.07.002

Lohre ET, Klepstad P, Bennett MI, Brunelli C, Caraceni A,
Fainsinger RL, Knudsen AK, Mercadante S, Sjogren P, Kaasa S
(2016) Authors’ reply to Davies et al. J Pain Symptom Manag 52:
el—e2. https://doi.org/10.1016/j.jpainsymman.2016.06.003

Lohre ET, Klepstad P, Bennett MI, Brunelli C, Caraceni A,
Fainsinger RL, Knudsen AK, Mercadante S, Sjogren P, Kaasa S,
European Association for Palliative Care Research Network (2016)
From “breakthrough” to “episodic” Cancer pain? A European
Association for Palliative Care Research Network Expert Delphi
Survey toward a common terminology and classification of tran-
sient Cancer pain exacerbations. J Pain Symptom Manag 51:1013—
1019. https://doi.org/10.1016/j.jpainsymman.2015.12.329
Portenoy RK, Bruns D, Shoemaker B, Shoemaker SA (2010)
Breakthrough pain in community-dwelling patients with cancer
pain and noncancer pain, part 1: prevalence and characteristics. J
Opioid Manag 6:97-108

Svendsen KB, Andersen S, Arnason S, Arnér S, Breivik H,
Heiskanen T, Kalso E, Kongsgaard UE, Sjogren P, Strang P, Bach
FW, Jensen TS (2005) Breakthrough pain in malignant and non-
malignant diseases: a review of prevalence, characteristics and
mechanisms. Eur J Pain 9:195-206. https://doi.org/10.1016/j.
ejpain.2004.06.001

Zeppetella G, O’Doherty CA, Collins S (2000) Prevalence and
characteristics of breakthrough pain in cancer patients admitted to
a hospice. J Pain Symptom Manag 20:87-92

Portenoy RK, Payne D, Jacobsen P (1999) Breakthrough pain:
characteristics and impact in patients with cancer pain. Pain 81:
129-134

Fortner BV, Okon TA, Portenoy RK (2002) A survey of pain-
related hospitalizations, emergency department visits, and physi-
cian office visits reported by cancer patients with and without his-
tory of breakthrough pain. J Pain 3:38-44

Davies A, Buchanan A, Zeppetella G, Porta-Sales J, Likar R,
Weismayr W, Slama O, Korhonen T, Filbet M, Poulain P,
Mystakidou K, Ardavanis A, O’Brien T, Wilkinson P, Caraceni
A, Zucco F, Zuurmond W, Andersen S, Damkier A, Vejlgaard T,
Nauck F, Radbruch L, Sjolund KF, Stenberg M (2013)
Breakthrough Cancer pain: an observational study of 1000
European oncology patients. J Pain Symptom Manag 46:619—
628. https://doi.org/10.1016/j.jpainsymman.2012.12.009

Strada E, Portenoy R (2017) Psychological, rehabilitative, and in-
tegrative therapies for cancer pain. Uptodate. https:/www.uptodate.
com/contents/psychological-rehabilitative-and-integrative-
therapies-for-cancer-pain#H44713544. Accessed 17 July 2018
Adam R, Burton CD, Bond CM, de Bruin M, Murchie P (2017)
Can patient-reported measurements of pain be used to improve
cancer pain management? A systematic review and meta-analysis.
BMJ Support Palliat Care 7:00.1-00. https://doi.org/10.1136/
bmjspcare-2016-001137

Caraceni A, Cherny N, Fainsinger R et al (2002) Pain measurement
tools and methods in clinical research in palliative care: recommen-
dations of an Expert Working Group of the European Association of
Palliative Care. J Pain Symptom Manage 23:239-255

Melzack R (1975) The McGill pain questionnaire: major properties
and scoring methods. Pain 1:277-299

@ Springer


https://www.cancer.gov/about-cancer/treatment/side-effects/pain/pain-hp-pdq
https://www.cancer.gov/about-cancer/treatment/side-effects/pain/pain-hp-pdq
https://doi.org/10.1002/ejp.1346
https://doi.org/10.1002/ejp.1346
https://doi.org/10.1158/1078-0432.CCR-07-0944
https://doi.org/10.1158/1078-0432.CCR-07-0944
https://doi.org/10.1016/j.jpainsymman.2011.07.010
https://doi.org/10.1136/bmj.f1865
https://doi.org/10.1136/bmj.f1865
https://doi.org/10.1097/NCC.0b013e3181faab63
https://doi.org/10.1016/S0304-3959(99)00073-1
https://doi.org/10.1016/S0304-3959(99)00073-1
https://doi.org/10.1097/j.pain.0000000000000492
https://doi.org/10.1016/S1474-4422(14)70251-0
https://doi.org/10.1016/S1474-4422(14)70251-0
https://doi.org/10.1016/j.ejpain.2008.06.014
https://doi.org/10.1016/j.ejpain.2008.06.014
https://www.has-sante.fr/portail/upload/docs/application/pdf/2014-07/fbum_adp_maj_juillet2014.pdf
https://www.has-sante.fr/portail/upload/docs/application/pdf/2014-07/fbum_adp_maj_juillet2014.pdf
https://www.has-sante.fr/portail/upload/docs/application/pdf/2014-07/fbum_adp_maj_juillet2014.pdf
https://doi.org/10.3109/15360288.2011.599920
https://doi.org/10.3109/15360288.2011.599920
https://doi.org/10.1016/j.douler.2012.07.002
https://doi.org/10.1016/j.jpainsymman.2016.06.003
https://doi.org/10.1016/j.jpainsymman.2015.12.329
https://doi.org/10.1016/j.ejpain.2004.06.001
https://doi.org/10.1016/j.ejpain.2004.06.001
https://doi.org/10.1016/j.jpainsymman.2012.12.009
https://www.uptodate.com/contents/psychological-rehabilitative-and-integrative-therapies-for-cancer-pain#H44713544
https://www.uptodate.com/contents/psychological-rehabilitative-and-integrative-therapies-for-cancer-pain#H44713544
https://www.uptodate.com/contents/psychological-rehabilitative-and-integrative-therapies-for-cancer-pain#H44713544
https://doi.org/10.1136/bmjspcare-2016-001137
https://doi.org/10.1136/bmjspcare-2016-001137

3104

Support Care Cancer (2019) 27:3095-3104

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

Cleeland CS, Ryan KM (1994) Pain assessment: global use of the
brief pain inventory. Ann Acad Med Singap 23:129-138
Zigmond AS, Snaith RP (1983) The hospital anxiety and depres-
sion scale. Acta Psychiatr Scand 67:361-370

Brooks R (1996) EuroQol: the current state of play. Health Policy
37:53-72

Ware JE, Sherbourne CD (1992) The MOS 36-item short-form
health survey (SF-36). 1. Conceptual framework and item selection.
Med Care 30:473-483

Ratl P, Jouvel E, Pickeringl G, Donnarell L, Nguyenl L, Michell M,
Capriz-Ribierel F, Lefebvre-Chapirol S, Gauquelinl F, Bonin-
Guillaumel S (2011) Validation of an acute pain-behavior scale
for older persons with inability to communicate verbally:
Algoplus®. Eur J Pain 15:198.e1-198.¢10. https://doi.org/10.
1016/j.ejpain.2010.06.012

Lefebvre-Chapiro S (2001) The Doloplus 2 scale — evaluating pain
in the elderly. Eur J Palliat Care 8:191-194

Morello R, Jean A, Alix M, Sellin-Peres D, Fermanian J (2007) A
scale to measure pain in non-verbally communicating older pa-
tients: the EPCA-2. Pain 133:87-98. https://doi.org/10.1016/j.
pain.2007.03.007

Bouhassira D, Attal N, Alchaar H, Boureau F, Brochet B, Bruxelle
J, Cunin G, Fermanian J, Ginies P, Grun-Overdyking A, Jafari-
Schluep H, Lantéri-Minet M, Laurent B, Mick G, Serrie A,
Valade D, Vicaut E (2005) Comparison of pain syndromes associ-
ated with nervous or somatic lesions and development of a new
neuropathic pain diagnostic questionnaire (DN4). Pain 114:29-36.
https://doi.org/10.1016/j.pain.2004.12.010

Bouhassira D, Attal N, Fermanian J, Alchaar H, Gautron M,
Masquelier E, Rostaing S, Lanteri-Minet M, Collin E, Grisart J,
Boureau F (2004) Development and validation of the neuropathic
pain symptom inventory. Pain 108:248-257. https://doi.org/10.
1016/j.pain.2003.12.024

Attal N, Bouhassira D, Baron R (2018) Diagnosis and assessment
of neuropathic pain through questionnaires. Lancet Neurol 17:456—
466. https://doi.org/10.1016/S1474-4422(18)30071-1

Farrar JT, Young JP, LaMoreaux L et al (2001) Clinical importance
of changes in chronic pain intensity measured on an 11-point nu-
merical pain rating scale. Pain 94:149—158

Herr K, Coyne PJ, McCaffery M, Manworren R, Merkel S (2011)
Pain assessment in the patient unable to self-report: position state-
ment with clinical practice recommendations. Pain Manag Nurs 12:
230-250. https://doi.org/10.1016/j.pmn.2011.10.002

@ Springer

75.

76.

71.

78.

79.

80.

81.

82.

83.

84.

Miguel R (2000) Interventional treatment of Cancer pain: the fourth
step in the World Health Organization analgesic ladder? Cancer
Control 7:149-156. https://doi.org/10.1177/107327480000700205
Buga S, Sarria JE (2012) The management of pain in metastatic
bone disease. Cancer Control 19:154-166. https://doi.org/10.1177/
107327481201900210

Institute of Medicine (2001) Crossing the quality chasm: a new
health system for the 21st century. IOM Washington, DC. http:/
www.nationalacademies.org/hmd/~/media/Files/Report%20Files/
2001/Crossing-the-Quality-Chasm/Quality %20Chasm%202001 %
20%20report%20b

Department of Health (2008) High quality care for all: NHS next
stage review final report. DH, London. https://www.gov.uk/
government/uploads/system/uploads/attachment data/file/228836/
7432.pdf. Accessed 8 Apr 2019

Haute Autorité de Santé (HAS) (2015) Healthcare organisations
accreditation programme in France. http://www.has-sante.fr/
portail/jcms/c_2044304/en/healthcare-organisations-accreditation-
programme-in-france. Accessed 9 Apr 2019

Ministére de la santé et des Affaires Sociales (2006) Plan
d’amélioration de la prise en charge de la douleur - 2006-2010.
http://solidarites-sante.gouv.fr/IMG/pdf/Plan_d_amelioration_de
la_prise_en_charge de la douleur 2006-2010 .pdf. Accessed 9
Apr

Groene O, Arah OA, Klazinga NS, et al (2015) Patient Experience
Shows Little Relationship with Hospital Quality Management
Strategies. https://doi.org/10.1371/journal.pone.0131805

Cherny NI, Catane R, Kosmidis P (2003) ESMO takes a stand on
supportive and palliative care. Ann Oncol 14:1335-1337. https://
doi.org/10.1093/annonc/mdg379

Hui D, Bruera E (2015) Models of integration of oncology and
palliative care. Ann Palliat Med 4:89-98. https://doi.org/10.3978/
j-issn.2224-5820.2015.04.01

Witt CM, Balneaves LG, Cardoso MJ, Cohen L, Greenlee H,
Johnstone P, Kiiciik O, Mailman J, Mao JJ (2017) A comprehensive
definition for integrative oncology. JNCI Monogr 2017. https://doi.
org/10.1093/jncimonographs/lgx012

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.


https://doi.org/10.1016/j.ejpain.2010.06.012
https://doi.org/10.1016/j.ejpain.2010.06.012
https://doi.org/10.1016/j.pain.2007.03.007
https://doi.org/10.1016/j.pain.2007.03.007
https://doi.org/10.1016/j.pain.2004.12.010
https://doi.org/10.1016/j.pain.2003.12.024
https://doi.org/10.1016/j.pain.2003.12.024
https://doi.org/10.1016/S1474-4422(18)30071-1
https://doi.org/10.1016/j.pmn.2011.10.002
https://doi.org/10.1177/107327480000700205
https://doi.org/10.1177/107327481201900210
https://doi.org/10.1177/107327481201900210
http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20b
http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20b
http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20b
http://www.nationalacademies.org/hmd/~/media/Files/Report%20Files/2001/Crossing-the-Quality-Chasm/Quality%20Chasm%202001%20%20report%20b
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/228836/7432.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/228836/7432.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/228836/7432.pdf
http://www.has-sante.fr/portail/jcms/c_2044304/en/healthcare-organisations-accreditation-programme-in-france
http://www.has-sante.fr/portail/jcms/c_2044304/en/healthcare-organisations-accreditation-programme-in-france
http://www.has-sante.fr/portail/jcms/c_2044304/en/healthcare-organisations-accreditation-programme-in-france
http://solidarites-sante.gouv.fr/IMG/pdf/Plan_d_amelioration_de_la_prise_en_charge_de_la_douleur_2006-2010_.pdf
http://solidarites-sante.gouv.fr/IMG/pdf/Plan_d_amelioration_de_la_prise_en_charge_de_la_douleur_2006-2010_.pdf
https://doi.org/10.1371/journal.pone.0131805
https://doi.org/10.1093/annonc/mdg379
https://doi.org/10.1093/annonc/mdg379
https://doi.org/10.3978/j.issn.2224-5820.2015.04.01
https://doi.org/10.3978/j.issn.2224-5820.2015.04.01
https://doi.org/10.1093/jncimonographs/lgx012
https://doi.org/10.1093/jncimonographs/lgx012

	Assessing cancer pain—the first step toward improving patients’ quality of life
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Pain has many dimensions and often concerns several locations
	Framework for pain assessment
	Pain management starting from the cancer diagnosis

	Assessment of cancer pain in a few simple questions
	Where does it hurt?
	What is the temporality of the pain?
	What is the intensity of the pain?
	What are the consequences of pain?
	What tools can be used to assess pain?
	Is the pain relieved?
	As far as possible, what is the diagnosis of the pain?

	Conclusions and perspectives
	References


