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DIFFUSION OF STANDARDS OF CARE FOR CANCER PAIN
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The authors report the resLults of a symposium on improving

the standards of care for patients with cancer pain. The sym-

posium was sponsored by the Advisory Committee on Cancer
Control of the National Cancer Institute of Canada and was

held Apr. 8 to 10, 1994, in Toronto. Participants included ex-

perts on control of cancer pain and on diffusion techniques,
patients with cancer and representatives of regulatory agen-

cies. They suggested the following strategies to improve out-

conies in patients with cancer pain. Processes for accreditation
of health care institutions should require documentation of
cancer pain, its treatment and its outcome. Tertiary care facili-
ties that provide cancer treatment should have expert, subspe-
cialty, multidisciplinary programs for pain control and should
provide adequate psychosocial support to patients suffering
cancer pain. The Canadian Cancer Society should conduct a

public-education campaign to encourage patients to report

pain to health care providers. The National Cancer Institute
of Canada should foster research on cancer pain by restructur-

ing its process for review of pain-research protocols. Examina-
tions for professionals who care for patients with cancer

should include a defined number of questions concerning pain
and symptom control. Provincial programs to monitor pre-

scribing thrLough the use of triplicate prescription pads should
have an educational as well as a regulatory purpose.

ancer pain is prevalent in Canada and elsewhere
and is frequently undertreated, despite the avail-

ability of validated pain-assessment techniques, potent
drugs and other analgesic interventions and algorithms
for applying these interventions.' The primary cause of
the current burden of cancer pain is the underuse of
techniques to manage cancer pain, not a lack of avail-
able, effective tools.2,3

In 1994 the Advisory Committee on Cancer Control
of the National Cancer Institute of Canada (NCIC) as-

Les auteurs pr6sentent les resUltats d'un symposium sur l'ame-
lioration des normes de soins pOUr les patients qui souffrent de
douleur canc6reuse. ParrainM par le Comit6 consultatif sur le
contr6le du cancer de Vlnstitut national dii cancer du Canada,
le symposium a eu lieu du 8 au 10 avr. 1994, a Toronto. 11 a

reuni notamment des experts du contr6le de la douleur can-

c6reuse et des techniques de diffusion, des patients atteints dLi
cancer et des repr6sentants d'organismes de r6glementation. Ils
ont suggere les strategies suivantes pour ameliorer les r6sultats
chez les patients souffrant de douleur canc&euse. Dans le
cadre des processus d'agrement des ttablissements d'oncologie,
il faudrait exiger des documents sur la doiileur canc&euse, son

traitement et les resultats du traitement. Les etablissements de
soins tertiaires qui traitent le cancer devraient disposer de pro-

grammes sp6cialis6s, sous-specialises et multidisciplinaircs de
contr6le de la douleur et fournir un appui psychosocial suf-
fisant aux patients qui souffrent de douleur cancereuse. La So-
ciete canadienne du cancer devrait lancer une campagne d'in-
formation du public afin d'encourager les patients a signaler
leur douleur aux fournisseurs de soins de sante. L'nstitut na-

tional du cancer du Canada devrait favoriser la recherche stir la
douleur canc6reuse en restructurant son m6canisme d'examen
des protocoles de recherche sur la douleur. Les examens im-
poses aux professionnels qui traitent des patients atteints di
cancer devraient comprendre des questions sur le contr6le de
la douleur et des sympt6mes. Les programmes provinciaux de
surveillance des ordonnances par l'utilisation de tablettes d'or-
donnances en trois exemplaires devraient viser a informer tout

autant qu"a r6glementer.

sembled a panel of experts to consider methods for dis-
semination of techniques for the assessment and man-

agement of cancer pain in clinical practice.
The symposium, held Apr. 8 to 10, 1994, in Toronto, in-

volved experts on control of cancer pain and on techniques
for the diffusion of innovations, patients with cancer and
representatives of regulatory agencies and the NCIC.

The symposium began with six sessions; five dealt
with the evaluation of particular aspects of cancer-pain
assessment or treatment in Canada and one concerned
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the principles of diffusion of medical innovations. In two
final sessions participants identified major barriers to im-
proving outcomes and developed strategies to surmount
these barriers.

Participants considered information from a wide range
of sources. The results of clinical studies were supple-
mented by unpublished Canadian data, including demo-
graphic data on patients with cancer pain and an inven-
tory of programs for the treatment of cancer pain through
the 28 tertiary care facilities that provide cancer treatment
in Canada. Published studies of diffusion techniques were
reviewed, and the views of participants were obtained.

THE PROBLEM

The introduction of simple methods for assessment
and treatment of cancer pain is the result of major ad-
vances in clinical research. Although most patients with
cancer will experience pain at some time during their ill-
ness, with effective application of these techniques up to
90% of them will have pain relief.3 A national policy for
management of cancer pain was established in Canada in
1984; similar national policies have been instituted in
many other countries.4 Simple, validated algorithms for
the management of this type of pain have been distrib-
uted around the world by the World Health Organiza-
tion and have been translated into many languages. Clin-
ical assessment of these techniques in several countries
has confirmed their efficacy in many practice settings.5-7

The availability of effective pain-management tech-
niques stands in contrast to the fact that, for many pa-
tients, cancer pain is common, severe and undertreated.
In a large survey of Canadian patients listed in a cancer
registry, 50% of randomly selected registrants had pain
at some time during the course of their illness.' In 25%
of patients who had had pain in the previous week, the
pain was characterized as "severe" or worse. The sample
included patients newly diagnosed with cancer, those
undergoing treatment, those terminally ill and long-term
survivors with no sign of disease.

In a recent survey of 1397 patients undergoing che-
motherapy in 54 treatment locations affiliated with the
Eastern Co-operative Oncology Group, two-thirds of
patients had pain or had taken medications to relieve
pain in the previous week.2 Reviews of patient charts
showed that 42% of patients with pain were given inad-
equate analgesic therapy.

The disparity between the effectiveness of pain-
management techniques and the current poor outcome
in regard to cancer pain is due to complex interactions
among the many stakeholders in the delivery of cancer
care: health care providers, patients, cancer-care facili-
ties, regulatory agencies and organizations that fund
cancer research. Knowledge and application of standard

pain-management techniques by physicians, nurses and
other health care providers is poor.2'3 Many patients be-
lieve that "good" patients do not complain about pain,
and fear of addiction to opioids is common.8 Most, but
not all, tertiary care facilities providing cancer treatment
in Canada have established a comprehensive program to
manage cancer pain or are associated with a multipur-
pose 'pain clinic." However, use of these programs has
been less than optimal. Some pain clinics function pri-
marily to administer nerve block, to assess and refer pa-
tients for palliative care services within the community
or to treat chronic pain due to causes other than cancer;
patients with cancer pain are welcome in such clinics but
are seldom referred to them.9 Assessment techniques,""'
which encourage patients to communicate pain prob-
lems to their health care providers, are not uniformly ap-
plied within tertiary care facilities for cancer treatment.
As a result, patients use their allotted time with their
physician to talk about the underlying disease and its
treatment, but not about pain.

Controlled trials have shown that routine assessment
of pain with the use of simple, validated tools results in
improved pain control.""' However, agencies that ac-
credit health care facilities do not require the use of such
nursing tools or any other routine documentation of
pain or its management.

Five provincial colleges of physicians and surgeons
have established programs involving triplicate prescrip-
tion pads to monitor the use of scheduled medications
such as opioids. In Alberta, such a program has resulted
in reduced prescribing of opioids.'2 One authority on
pain has contended that such a reduction may indicate
underprescribing for pain relief because of the perceived
risk of sanctions by licensing bodies."

Research funding in Canada and elsewhere is spent
on basic science and clinical research on disease treat-
ment, with much less emphasis on pain research; studies
of the control of pain and symptoms other than nausea
represent a tiny fraction of the major studies funded by
Canadian granting agencies during the past decade.'4
There have been several advances in clinical cancer care
in the last 10 years, and the results of research trials on
cancer pain are among the leading developments, de-
spite the fact that these trials have not received a pro-
portionate share of support." For example, studies have
defined the safe and effective use of opioids and coanal-
gesics. Oral analgesics are effective in relieving most
cancer pain. However, when oral administration fails to
relieve pain, the preferred parenteral method of deliver-
ing opioids is subcutaneous administration, direct or
through the use of portable infusion systems. Oral or
parenteral administration of analgesics has enabled hos-
pital-bound patients to return home, improving their
dignity and quality of life and reducing hospital costs.' 17
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With the strong encouragement of the NCIC, Can-
adian researchers have recently conducted trials to assess
quality-of-life issues in addition to the traditional mea-
sures of response to cancer treatment. However, the
transfer of assessments of pain and quality of life from
clinical trials to practice is constrained by several factors.
Instruments used in clinical trials may not lend them-
selves to day-to-day practice because they are time-
consuming and complex to use. Furthermore, validated
instruments that are more easily applied in clinical prac-
tice, such as the Edmonton Symptom Assessment
Scale,'8 are not widely known among oncologists. Other
practical constraints include the depth and breadth of
care needed for patients with cancer (assessment, treat-
ment, treatment of side effects and help for the patient
and family in coping with a life-threatening illness) and
the reluctance of many patients to discuss pain.

DIFFUSION TECHNIQUES: A SOLUTION

At the symposium, published knowledge about diffusion
techniques was summarized and applied to the problem of
undertreatment of cancer pain in Canada. Constraining fac-
tors that have contributed to poor pain-relief outcomes
were identified; oncologists, other health care professionals,
patients, regulatory institutions, and hospitals and other
health care delivery organizations were identified as groups
that could change these constraining factors.

Diffusion is "the process by which an innovation is
communicated through certain channels over time
among the members of a social system."'9 An innovation
is an idea, technique or technology that is new to the
potential adopters. Adoption of an innovation by a small
group can result in initial uncertainty among peers of the
group, and they will seek new information to clarify the
potential benefit of the innovation. Ultimately, peer
pressure causes others to copy the innovation.202

Diffusion research was first widely applied in the
1930s to the agricultural extension program in the
United States, and it has subsequently been applied to a
wide variety of programs and disciplines. Diffusion strate-
gies have been successful in introducing many powerful
innovations such as programs for agriculture,'" family
planning,22 seatbelt use23 and cervical cancer prevention
through periodic screening of populations at risk.24 The
application of diffusion principles to vaccination pro-
grams resulted in the worldwide eradication of smallpox.

Acceptance of an innovation is not equivalent to its
implementation. Practice guidelines for treatment of
cancer pain are of no benefit to patients unless physi-
cians, patients, facilities caring for cancer patients and
regulatory agencies concur that the guidelines are im-
portant, implement them readily and raise concern about
substandard practice if they are not followed.

Support from peer groups and regulatory bodies and
pressure from the community and patients can have a
significant effect on diffusion.

For successful diffusion, innovations must be ad-
vanced by professionals trusted by their peers.19 Physi-
cians respond positively to local "opinion leaders," who
are viewed as familiar, similar to the responding physi-
cians, trustworthy and expert.

Administrative interventions are also useful tools for dif-
fusion. The importance of an innovation may be high-
lighted by including questions about it in professional ex-
aminations and in internal and external assessments in
institutions. Such assessments may include internal audits
and, once the innovation is established as part of a national
standard, institutional accreditation. Efforts will be less ef-
fective if health care providers perceive the innovation as
simply increasing the "hassle factor" in medical practice.
Multiple channels of diffusion must be used for a lengthy
period to inform and persuade; one-shot attempts at diffu-
sion by regulatory agencies typically fail or are short-lived.
The characteristics of an innovation advocated by a regula-
tory agency may also affect its adoption. Innovations that
are simple to apply, result in substantial improvement in
care and are congruent with the perceived role of the
health care provider are more likely to be adopted.'9
New research findings do not usually change medical

practice unless the environment supports the implemen-
tation of the innovation.'9 Feedback to health care pro-
viders by regulatory agencies is helpful in showing that
the implementation of the innovation results in im-
proved patient outcome.

Similarly, patient requests can change the behaviour of
health care providers. Examples include patient requests
for regular checks of blood pressure, serum cholesterol
levels and serum prostate-specific antigen levels.2526

DIFFUSION IN ACTION

The Canadian Cancer Society has used the principles
of diffusion research for many years in its programs to
influence the behaviour of patients, health care providers
and provider organizations such as cancer-treatment fa-
cilities. One of the best known programs of this type is
the society's "Seven Steps to Health." Cancer-control
agencies have recently considered explicit use of diffu-
sion techniques to change behaviour and improve out-
come. For example, the National Cancer Institute (NCI)
in the United States has been asked to consider a policy
under which cancer centres must implement certain
pain-control techniques to be designated by the NCI.27
These techniques include documentation of the amount
of pain experienced in every patient medical record and
on-site presence of a multidisciplinary cancer-pain as-
sessment and management program.
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PLAN OF ACTION

To foster diffusion of pain-control innovations, work-
shop participants recommended the following plan of
action.
1. Tertiary care facilities and hospitals that care for pa-

tients with cancer should adopt simple techniques
that involve questionnaires to be completed by the
patient to assess pain and symptoms. These measures
should be given the same priority as the assessment
and monitoring of tumour mass and must form part
of the standard medical record for each patient. The
frequency of assessment should be guided by each
patient's circumstances. For example, the prevalence
of pain in patients receiving chemotherapy for meta-
static cancer is extremely high; the pain level in such
patients should be assessed at each visit.

2. Expert, subspecialty, multidisciplinary care should be
available for patients whose symptoms are poorly
controlled in tertiary care facilities and hospitals.
Pain-management teams should provide leadership
in pain and symptom control in the areas of patient
care, education, research and quality assurance.

3. The formal process to accredit tertiary care facilities
and hospitals should be changed to require docu-
mentation of regular assessment of pain in cancer pa-
tients, of the availability and widespread use of a
multidisciplinary, subspecialty team for pain and
symptom control and of the availability of psycho-
social resources to help patients and their families
cope with their suffering.

4. Posters and other educational devices to encourage
patients to talk to their health care professionals about
pain or other aspects of suffering should be placed in
the waiting rooms of cancer-treatment clinics.

5. The Canadian Cancer Society should conduct a pub-
lic-education campaign to alert patients and their
families to the importance of reporting pain to their
health care providers.

6. Faculties of medicine should regard expert pain and
symptom control as part of the core curriculum for
all medical practice. This tenet should be reflected in
undergraduate, residency and continuing medical ed-
ucation programs.

7. Professional examinations, including the Medical
Council of Canada's Qualifying Examination, spe-
cialty examinations of the Royal College of Physi-
cians and Surgeons of Canada and professional ex-
aminations for other providers who care for patients
with cancer, should include a defined number of
questions on pain and symptom control.

8. Triplicate prescription-pad programs established by
provincial colleges of physicians and surgeons should
be used to identify communities or physicians with in-

appropriate prescribing practices. However, the aim of
such identification should be to offer feedback to
physicians; the program should be an educational tool
rather than primarily a policing or punitive initiative.

9. NCIC review panels should expect clinical-research
protocols to include evaluation of pain and symptom
management in addition to other quality-of-life indi-
cators, so that all aspects of the outcome of new
treatments are documented.

10. The NCIC should restructure its process for review
of pain-research protocols to ensure that a panel of
experts is available to conduct these reviews.

1 1. The NCIC should sponsor a workshop in 1995 or
1996 to assess how methods for pain research can be
diffused to researchers in Canada.

12. A network of Canadian experts on pain control
should be established to encourage continual im-
provement in the quantity and quality of research on
cancer pain in Canada.

CONCLUSION

As Daniel Callahan"8 states,

No moral impulse seems more deeply embedded than the need
to relieve suffering.... It has become a foundation stone for the
practice of medicine, and it is at the core of the social and wel-
fare programs of all civilized nations.

The effective management of pain is an ethical imper-
ative for health care providers. Yet pain remains prevalent
among Canadians with cancer, despite the availability of
effective techniques for cancer-pain management. Reduc-
tion of the prevalence of cancer pain through diffusion of
pain-management techniques will require a significant
change in the behaviour of accreditation and regulatory
agencies, medical schools, health care providers, agencies
that fund cancer research, patients, their families and oth-
ers within their communities. Practising physicians must
play a pivotal role in effecting change by establishing
standards for symptom control in their practices, offering
education for health care providers and patients and,
most important, acting as patient advocates.

Workshop participants: Drs. Heather Au, internal medicine resident, Uni-
versity of Alberta, Edmonton, Alta.; )avid Beatty, executive director, Na-
tional Cancer Institute of Canada, Toronto, Ont.; Ms. Janet Beed, vice-
president of patient care, Princess Margaret Hospital, Toronto, Ont., Drs.
Marcel Boisvert, associate physician, Department of Palliative Care Medi-
cine, Royal Victoria Hospital, Montreal, Que.; George Browman, profes-
sor and chair, Department of Clinical Epidemiology, McMaster Univer-
sity, Hamilton, Ont.; Eduardo Bruera, director, Division of Palliative Care
Medicine, University of Alberta, Edmonton, Alta., Nathan Cherny, paini
fellow, Department of Neurology, Memorial Sloan-Kettering Cancer
Center, New York, NY; James Dearing, assistant professor, Department of
Communication, Michigan State University, East Lansing, Mich, Debo-
rah Dudgeon, director of palliative care, St. Boniface Hospital, Winnipeg,
Man.; Thomas E. Elliott, director of medical education and research, DtL-
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luth Clinic Ltd., Duluth, Minn.; Tony Fields, director, Cross Cancer Insti-
tute, Edmonton, Alta.; Margaret Fitch, head, Oncology Nursing Division
and oncology nurse researcher, Toronto-Sunnybrook Regional Cancer
Centre, Toronto, Ont.; Paul Flynne, assistant registrar, College of Physi-
cians and Surgeons of Alberta, Edmonton, Alta.; Neil Hagen, head, Can-
cer Pain Clinic, Tom Baker Cancer Centre, Calgary, Alta.; Donald Iver-
son, director of behavioural, research and program evaluation, National
Cancer Institute of Canada, Toronto, Ont.; Elizabeth Kaegi, director of
medical affairs and cancer control, National Cancer Institute of Canada,
Canadian Cancer Society, Toronto, Ont.; Carol Kitai, associate chief of
family medicine, Women's College Hospital, Toronto, Ont.; Alex Klein,
chair, Ontario Provincial Advisory Committee, Department of Family
Medicine, Mount Sinai Hospital, Toronto, Ont.; Linda Krisjanson, associ-
ate professor, Faculty of Nursing, University of Manitoba, Winnipeg,
Man.; Jean Latreille, director, Oncology Centre, H6tel-Dieu de Montreal,
Montreal, Que.; Neil MacDonald, director, Cancer Ethics Research Pro-
gram, Centre for Bioethics, McGill University, Montreal, Que.; Patricia
McGrath, director, Child Health Research Institute, Children's Hospital
of Western Ontario, associate professor, Department of Pediatrics, Uni-
versity of Western Ontario, London, Ont.; Ms. Mary Jane McKeen, pa-
tient representative, Toronto, Ont.; Drs. David McKnight, assistant pro-
fessor and program director of anesthesia, University of Toronto,
Toronto, Ont.; Ann Mohide, director of supportive cancer care research,
Hamilton Cancer Centre, Hamilton, Ont.; Dwight Moulin, associate pro-
fessor, Department of Clinical Neurological Sciences and Oncology, Uni-
versity of Western Ontario, London, Ont.; Greg O'Connell, head of gy-
necologic oncology, Hamilton Regional Cancer Centre, Hamilton, Ont.;
David Osoba, director, Communities Oncology Program, British Colum-
bia Cancer Agency, Vancouver, BC; John Scott, head, Regional Palliative
Care Service, Elisabeth Bruyere Health Centre, Ottawa, Ont.; Margaret
Scott, provincial palliative care consultant, Dr. H. Bliss Murphy Cancer
Centre and Newfoundland Cancer Centre, associate professor of medi-
cine, Memorial University of Newfoundland, St. John's, Nfid.; Michael
Speca, psychologist, Department of Psychosocial Resources, Tom Baker
Cancer Centre, Calgary, Alta.; Simon Sutcliffe, president and chief execu-
tive officer, Princess Margaret Hospital, Toronto, Ont.; Paul Taenzer, psy-
chologist, Department of Psychology, Foothills Hospital, Calgary, Alta.;
John R. Young, associate professor, Department of Education Foundations,
University of Alberta, Edmonton, Alta.
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