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QUESTION ASKED: How has the opioid epidemic
influenced treatment of cancer-related pain from the
perspective of oncologists?

SUMMARY ANSWER: Oncologists describe challenges
to safe and effective opioid prescribing related to
opioid stigma and access barriers.

WHAT WE DID: We conducted a multisite qualitative
interview study with 26 medical oncologists from a mix
of urban and rural practices in Western Pennsylvania.
Content and qualitative methodology experts drafted
an interview guide with questions related to oncolo-
gists’ views of and experiences in treating cancer-
related pain in the context of the opioid epidemic.
Interviews continued until thematic saturation was
achieved. A multidisciplinary team used a qualitative
description approach and thematic analysis to identify
and refine themes related to challenges to safe and
effective opioid prescribing for cancer-related pain and
recommendations for improvement.

WHAT WE FOUND: Oncologists described three major
challenges to safe and effective opioid prescribing: (1)
patients who receive opioids for cancer feel stigma-
tized by clinicians, pharmacists, and society; (2) pa-
tients with cancer-related pain fear becoming
addicted, which affects their willingness to accept
prescription opioids; and (3) guidelines for safe and
effective opioid prescribing are often misinterpreted,

leading to access issues. Suggested improvements
included educational materials for patients and fam-
ilies, efforts to better inform prescribers and the public
about safe and appropriate uses of opioids for cancer-
related pain, and additional support from pain and/or
palliative care specialists. These themes were com-
mon across rural and urban providers.

BIAS, CONFOUNDING FACTORS, DRAWBACKS: We
interviewed oncologists from 18 different oncology
practices chosen to represent a range of rural and
urban practices within a region of the country with high
rates of opioid misuse. Findings may not generalize to
clinicians in other health systems or other parts of the
country with lower rates of opioid misuse. We did not
include advance practice providers who also prescribe
opioids. Data represent oncologist views and may not
reflect actual prescribing practices. Data also do not
include the views of patients with cancer or their family
members.

REAL-LIFE IMPLICATIONS: Oncologists describe shared
challenges to safe and effective opioid prescribing
related to opioid stigma and structural barriers. Edu-
cational materials, public health campaigns, and ad-
ditional support from pain and/or palliative care
specialists may provide additional resources for on-
cologists navigating complex opioid prescribing
guidelines and help to optimize cancer pain treatment.
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abstract

PURPOSE Responses to the opioid epidemic in the United States, including efforts to monitor and limit pre-
scriptions for noncancer pain, may be affecting patients with cancer. Oncologists’ views on how the opioid
epidemic may be influencing treatment of cancer-related pain are not well understood.

METHODSWe conducted a multisite qualitative interview study with 26 oncologists from a mix of urban and rural
practices in Western Pennsylvania. The interview guide asked about oncologists’ views of and experiences in
treating cancer-related pain in the context of the opioid epidemic. A multidisciplinary team conducted thematic
analysis of interview transcripts to identify and refine themes related to challenges to safe and effective opioid
prescribing for cancer-related pain and recommendations for improvement.

RESULTS Oncologists described three main challenges: (1) patients who receive opioids for cancer-related pain
feel stigmatized by clinicians, pharmacists, and society; (2) patients with cancer-related pain fear becoming
addicted, which affects their willingness to accept prescription opioids; and (3) guidelines for safe and effective
opioid prescribing are often misinterpreted, leading to access issues. Suggested improvements included
educational materials for patients and families, efforts to better inform prescribers and the public about safe and
appropriate uses of opioids for cancer-related pain, and additional support from pain and/or palliative care
specialists.

CONCLUSION Challenges to safe and effective opioid prescribing for cancer-related pain include opioid stigma
and access barriers. Interventions that address opioid stigma and provide additional resources for clinicians
navigating complex opioid prescribing guidelines may help to optimize cancer pain treatment.

JCO Oncol Pract 17:e1030-e1037. © 2021 by American Society of Clinical Oncology

INTRODUCTION

Cancer-related pain is a significant public health issue1

for which opioids remain a mainstay of treatment.2 The
current epidemic of opioid misuse and addiction has
led to changing attitudes regarding opioid treatment
and new guidelines and state laws designed to limit
unnecessary opioid prescriptions. Although these
initiatives typically exclude patients with cancer-
related pain, multiple recent analyses find declines
in opioid prescribing among oncologists,3-5 raising
concerns that initiatives intended to exclude patients
with cancer-related pain may be inadvertently affect-
ing them.

To date, there has been little exploration of oncologists’
views on how the opioid epidemic may be influencing
management of cancer-related pain. The perspectives

of oncologists, who are at the forefront of treating
patients with cancer-related pain, can help to con-
textualize recent trends, highlight barriers to safe and
effective opioid prescribing, and identify opportunities
to improve patient experiences and outcomes.
Therefore, we designed an in-depth interview study
with oncologists from Western Pennsylvania, an epi-
center of the opioid epidemic, to understand how this
crisis has affected treatment of cancer-related pain.

METHODS

Setting and Participants

We includedmedical oncologists with active outpatient
practices at one of. 45 UPMCHillman Cancer Center
medical oncology clinics in Western Pennsylvania.
Oncologists were classified as rural or urban based on

Author affiliations
and support
information (if
applicable) appear
at the end of this
article.

Accepted on March 5,
2021 and published at
ascopubs.org/journal/
op on April 13, 2021:
DOI https://doi.org/10.
1200/OP.20.01041

e1030 Volume 17, Issue 7

http://ascopubs.org/journal/op
http://ascopubs.org/journal/op
http://ascopubs.org/doi/full/10.1200/OP.20.01041
http://ascopubs.org/doi/full/10.1200/OP.20.01041


the location of their clinical practice, using the Center for
Rural Pennsylvania definition of rural.6 Within these strata,
we selected oncologists to approach using a random
number generator. The study was approved by the Uni-
versity of Pittsburgh Institutional Review Board.

Oncologists were approached for interviews via e-mail and
provided verbal consent before participation. Participating
oncologists (N 5 26) worked at 18 different medical on-
cology practices, with a roughly equal distribution between
rural and urban locations. Nine additional oncologists were
approached but declined participation. Participants were
experienced physicians (median, 18; range, 3-45 years
practicing oncology); none had completed additional fel-
lowship training in palliative care, addiction, or pain
medicine. Additional demographics are shown in Table 1.

Data Collection

Content and qualitative methodology experts on the study
team drafted an interview guide with questions related to
oncologists’ views of and experiences in treating cancer-
related pain in the context of the opioid epidemic. Non-
leading questions asked participants to reflect on their own
patients and discuss a hypothetical patient presented in a
brief vignette. The team made minor modifications to the
interview script after piloting with two oncologists (see the
Data Supplement [online only] for the full interview guide).

A trained interviewer with 2 years of previous interviewing
experience (A.D.) conducted all interviews by telephone
from a private office between August 2019 and July 2020.
Interviews averaged 36 6 8 minutes (range, 25-55 min-
utes). Interviews continued until the interviewer deter-
mined, through review of her interview notes, that thematic
saturation had been achieved (ie, the point at which no new
themes or information were arising in additional interviews).
The study team (S.B. and assistant) transcribed the audio
files verbatim, with identifying details redacted.

Qualitative Analysis

We used a qualitative description approach, seeking to
describe oncologists’ views of and experiences in treating
cancer-related pain in the context of the opioid epidemic.7

We conducted a thematic analysis to do so.8-10 Although
our study goals were broader, the analysis presented here
focused on challenges to safe and effective opioid pre-
scribing. A member of the study team (R.W.) reviewed all
transcripts to inductively create a draft codebook reflecting
the contents of the qualitative data. The multidisciplinary
study team reviewed the draft codebook to ensure that
constructs of interest were included. We completed coding
with the assistance of Atlas.ti. Two trained, experienced
qualitative coders with backgrounds in Psychology and
Sociology (A.D.) and Anthropology (R.W.) independently
applied the codebook to five of the transcripts and met to
discuss coding discrepancies, modifying code definitions
as necessary to clarify when codes should be applied. The

two coders then independently applied the codebook to 10
transcripts, and the primary coder (R.W.) calculated kappa
scores to measure intercoder reliability. The average kappa
score was 0.64, interpreted as moderate agreement.11

Coders fully resolved all coding discrepancies through
discussion. No discrepancies required the intervention of a
third party to resolve. The primary coder then coded the
remaining transcripts and produced a thematic analysis of
the interviews using the finalized codebook. Themes were
confirmed by the secondary coder and discussed with the
larger study team to determine how themes found in the
present study might confirm, refute, or further contribute to
existing knowledge in this area, as a form of investigator
triangulation. We conducted member checking to enhance
the validity of our findings.

TABLE 1. Demographic Characteristics of Participating Oncologists
(N 5 26)
Characteristic n (%)a

Age, years, median (range) 49 (34-73)

Sex

Male 18 (69)

Female 8 (31)

Ethnicity

Non-Hispanic 26 (100)

Race

White 18 (69)

Asian 8 (31)

Years practicing oncology, median (range) 18 (3-45)

Practice locationb

Urban 15 (58)

Rural 11 (42)

Areas of expertisec

Breast cancer 4 (15)

Colon and GI cancer 2 (8)

Leukemia and lymphoma 1 (4)

Lung and esophageal cancer 2 (8)

Melanoma 1 (4)

Ovarian and gynecologic cancer 1 (4)

All types of cancer 18 (69)

Others 2 (8)

Half days per week in clinic, median (range) 8.5 (2-10)

Fellowship training

Palliative medicine 0 (0)

Addiction medicine 0 (0)

Pain medicine 0 (0)

aAll numbers listed as n (%) except where indicated otherwise.
bCategorized using The Center for Rural Pennsylvania definition.6
cNumbers total to. 100% because some participants selected. 1

answer choice.
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RESULTS

Oncologists described three major challenges to safe and
effective opioid prescribing and offered several suggestions
for improvement. The following themes were common
across rural and urban providers.

Patients Who Receive Opioids for Cancer-Related Pain

Feel Stigmatized by Clinicians, Pharmacists, and Society

Oncologists observed that patients taking opioids for
cancer-related pain sometimes felt treated like drug addicts
or junkies in encounters with other clinicians, pharmacists,

or the health system (Table 2). One participant described a
situation when she was out of town and her partners were
asked to sign an opioid prescription:

there’s just this hesitation that prescribing the
medication when ya know they obviously, there’s a
legitimate reason for them to have the, ya know the
pain. And sometimes … they [patients] feel that
they’re being perceived as ya know “a junkie.” Ya
know which is really unfortunate. (participant #12,
urban, 11 years in practice)

TABLE 2. Representative Quotations From Oncologists

Patients who receive opioids for cancer-related pain feel stigmatized by clinicians, pharmacists, and society

I do believe that if my patient goes in [to the emergency room]with increased pain, say on the weekend, and you know they can’t come in to the office to see
me… it does seem like some of the physician colleagues and nursing staff in the emergency rooms have become very jaded. And you know a patient
who goes in with advanced malignancy and pain somehow gets treated the same way as truly, someone who has become an opioid addict, after you
know receiving medication after you know with some teeth surgery or something. And patients come back frustrated. (participant #15, rural, 11 years
in practice)

It’s a lot of times what I get is patients coming from other offices where they tell me they felt like they were being treated like an addict, sometimes
appropriately, to be honest with you, sometimes not appropriately, but it’s a bad feeling. Patients don’t like to feel like… the default is you’re suspicious
of them, and you’re treating them like someone on parole, having to pee in a cup every time they come in. It’s just not a good feeling, especially for
somebody with metastatic cancer. (participant #20, urban, 9 years in practice)

I think that message that’s starting to get out there, like I said, is opioids, you’re an addict. You know, for my patients, most of the time it’s no, you’re a, a
cancer patient that’s dying, the vast majority of time, or sometimes somebody’s locally advanced and we get them off of them within a short period of
time. (participant #7, rural, 17 years in practice)

Patients with cancer-related pain fear becoming addicted, which affects their willingness to accept prescription opioids

I’ve also had patients who are in a lot of pain who nowwill refuse narcotics because of ya know, fear. Ya know, “I’mgonna become an addict.” I’ve noticed
that has been the biggest change or challenge for me in the last year or two. (participant #7, rural, 17 years in practice)

I would say that many patients with advanced cancer historically were open to utilizing narcotics early on, but many people now express significant
hesitancy to utilizing it. And sometimesminimize their pain or sometimes are hesitant to optimize their pain. Alright so someone says my pain is ten out
of ten, I will prescribe something. Their pain comes down to five out of ten, and still that’s fairly lifestyle limiting. But they don’t want to optimize further in
terms of dose increasing, because of fears of what they’ve seen on TV so then they’ll live with lifestyle limiting pain when we could simply increase it
slightly, to maybe bring that pain down to a two out of ten, so to speak. So it puts a lot of fear in their minds, and I try to reassure them that you know, they
do have legitimate pain, and legitimate indication to utilize this as opposed to transient use for many other people. (participant #8, urban, 5 years in
practice)

I think cancer-related pain is pain. And what I have is I have women in my practice who come to me with metastatic breast cancer who have fairly severe
pain, and refuse to take opioids. Because they’re afraid of getting addicted, because they hear all the stuff on the news. And, and I keep telling them.
Look, you have cancer-related pain, once that pain goes away, we should be able to get you off your opioid medication. So that’s how it’s affected my
practice. (participant #22, urban, 25 years in practice)

Guidelines for safe and effective opioid prescribing are often misinterpreted, leading to access issues

I think a lot of lawmakers have put in a lot of different regulations regarding the opioid epidemic. Which I do think is important, but it has resulted in
limitations in terms of our ability to prescribe medications, and insurance companies covering some of the medications, and I think for the cancer
patient population it’s been more challenging. (participant #13, urban, 6 years in practice)

I think that we [doctors] are hesitant, more hesitant to prescribe opioids for a few reasons. Like one, we certainly don’t want to contribute to… addiction,
in cancer patients somewhat, but also just like if family members use, or just the ready availability of opioids. And then you know the increased work
load of following patients because of prescribing opioids does contribute a little bit. It gives me pause if when I prescribe it I have to check every month
for because some concern about legal implications if I fail to check, and then something happens. If I fail to check on one of the renews, then I can get
in trouble for that. It just takes a lot of work, and it takes a lot my mental energy to do that, instead of focusing on treatment of their cancer. So that has
changed me, and I would think others, how we, our level of comfort prescribing chronic opioids, to patients with advanced cancer. (participant #25,
rural, 7 years in practice)

I think and I hear this all the time unfortunately that a lot of times patients’ other providers ya know specifically primary care physicians may not want to
prescribe the opioid, they are not comfortable with that, ya know if they go into the emergency department, ya know they may be given opioids, to ya
know to control the pain, but not discharged with it. No one, it seems a lot of times other providers don’t want the liability of prescribing that to ya know
our cancer patients. (participant #12, urban, 11 years in practice)

Overall it’s [opioid crisis] led to limitations on their [opioids] availability, it’s led to them being questioned by pharmacists, by insurance companies, I mean
we get notifications from the state or insurance companies that somebody is exceeding you know morphine equivalent dose.… So some of that stuff
really I think starts to get in the way of us treating our patients in the best way. (participant #15, rural, 9 years in practice)
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Oncologists described these encounters as demoralizing to
patients, leading to additional challenges in treating
cancer-related pain. One participant described a stigma-
tizing encounter that a patient experienced when picking
up her opioid prescription:

And, I think there’s been, which is very unfortunate, a
change in the attitude of the pharmacists. I actually
had one patient one day who said that I refuse to take
… to pick up my prescription because the way the
pharmacist looks at me, he talks to me, and makes
me think like I’m a drug addict. And I actually had to
convince that person to take the pain medication for
her, and explained that unfortunately the population
that pharmacist sees might be a different population
and they might just be generalizing. And I think it’s a
little bit unfair to cancer patients, getting impacted by
this in a negative way. (participant #19, urban, 20
years in practice)

Participants described public health campaigns related to
the opioid epidemic leaving the public uncertain about
when opioids are appropriately prescribed and for whom
they may be appropriate. As one oncologist noted, “it’s
permeating on TV. I mean there’s commercials all the time
that are bringing it [opioid addiction] up again and again.
That there’s been kind of re-looking at how our narcotics
are given in general.” (participant #24, rural, 28 years in
practice) Oncologists recognized that this confusion may
lead to stigmatizing beliefs about patients who receive
prescription opioids for cancer-related pain. Another par-
ticipant noted, “you know that person who has long term
pain medication use after a knee surgery is not the same as
somebody who is dying from pancreas cancer. And … we
shouldn’t treat them the same way.” (participant #15, rural,
9 years in practice)

Patients With Cancer-Related Pain Fear Becoming

Addicted, Which Affects Their Willingness to Accept

Prescription Opioids

Oncologists described recent challenges with patients who
were afraid to take opioids because of fears of becoming
addicted (Table 2). As one oncologist said, “I’ve had pa-
tients that clearly have cancer related pain, advanced
cancers, who won’t treat their pain because of fear of
addiction because they’re told opioids equal addiction. Ya
know, that’s really the public perception now.” (participant
#7, rural, 17 years in practice)

Participants noted that even when family members were
supportive, patients may be reluctant to take opioids. As
one oncologist described:

I have people who come in who have heard about
this, and say listen, I just don’t want to get addicted to
the pain medicine. So they refuse to take [opioids],
and you’ve got the family members there, saying
please take it, you need it. You know, it’s just I don’t

want to get addicted. I mean I’ve had that happen a
number of times. And these [are] people who are
suffering. (participant #22, urban, 25 years in
practice)

Oncologists often did not share patients’ concerns about
addiction and reported that they did not often see addiction
in their patients. However, they described difficulty in ef-
fectively treating cancer-related pain given these fears. As
another oncologist noted:

I haven’t really had too many experiences with pa-
tients actually becoming addicted. In fact, I’ve ac-
tually had the opposite, where it’s very difficult
sometimes to get patients to even go on pain med-
icines when they clearly need them. Even when they
[are] … riddled with bone lesions and clearly are in
pain, there is a fear among most cancer patients that
they’re going to become addicted to this. (participant
#3, urban, 11 years in practice)

Guidelines for Safe and Effective Opioid Prescribing Are

Often Misinterpreted, Leading to Access Issues

Oncologists gave multiple examples of prescribing regu-
lations and restrictions that were not designed for cancer-
related pain “bleeding over into the oncology world”
(participant #7, rural, 17 years in practice) (Table 2). Ex-
amples included insurance regulations that were limiting
patients to shorter courses of opioids, limited insurance
coverage for certain opioid medications, and preauthori-
zation requirements for certain opioid medications. One
oncologist described these burdens for a patient as follows:

He had terminal stage four renal cell and brain mets.
And for some reason, the insurance that he had, and
his pharmacy would only let him have seven days.
Well he also didn’t have any transportation. So he had
to rely on people for transportation. And no matter
what we did, we could never get the pharmacy to
understand through its head that he was dying from
cancer, and that he didn’t have transportation and
that he really just needed to have his thirty-day
prescription of narcotics filled. (participant #7, ru-
ral, 17 years in practice)

Oncologists not only recognized some of these regulations
as necessary to decrease the overall supply of opioids and
minimize opioid misuse risks but also described worries
that their patients were suffering as a result.

I think that unfortunately because of the opioid ep-
idemic all patients on opioids are put in one category
as an opioid user, regardless of whether or not they
have advanced pancreatic cancer versus having a
recent bunionectomy that might require five pills of a
low dose narcotic. I think that it has become pro-
foundly cumbersome for our cancer patients for the
different hoops for them to … jump through in order
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to procure their narcotics. That being said, I think it’s
a necessary evil in order to decrease the overall
supply of available medication in the general pop-
ulation. (participant #8, urban, 5 years in practice)

Oncologists described a variety of issues with prescribing
opioids, including increased oversight and workload. As
this participant said,

the opioid rules or prescribing rules are supposed to
be for non-cancer related pain. And somehow,
medical oncologists and their patients are getting
lumped into that. And, I’ve seen where it impacts
sometimes my comfort level with prescribing be-
cause it’s like you know somebody’s monitoring
something they really shouldn’t be because I’m
writing [opioids] for cancer-related pain. (participant
#7, rural, 17 years in practice)

Several participants noted that other physicians (especially
primary care doctors and emergency room physicians)
were no longer willing to prescribe opioids for their patients,
further contributing to oncologists’ workload and creating
access barriers for their patients. As this oncologist said, “It
[the opioid epidemic] hasmade family doctors very hesitant
to you know start or manage any pain medication for pa-
tients with advanced cancer.… So a lot more of it falls to
us.” (participant #15, rural, 9 years in practice)

Oncologists practicing with collocated specialty palliative
care services appreciated having the opportunity to refer
their patients for pain management. However, oncologists
practicing in settings without access to specialty palliative
care noted that the absence of these services created
additional burdens for oncologists and may lead to some
patients not getting their pain managed at all:

I know there’s a fair number of primary care doctors
that just won’t prescribe controlled substances pe-
riod anymore. … it wouldn’t shock me that … at
academic centers, where these type of palliative care
or pain management resources are more readily
accessible, that they’re just referring people to pal-
liative care for pain management.… I don’t really
have the option of doing that here. I don’t have
someone locally that I can refer to who’s going to
prescribe narcotics. It’s they get it from me or they
don’t get it, essentially. (participant #20, urban, 12
years in practice)

Recommendations to Improve Safe and Effective Opioid

Prescribing for Patients With Cancer-Related Pain

Oncologist recommendations for improving safe and ef-
fective opioid prescribing in cancer are summarized in
Table 3. Participants recommended educational materials
for patients and families about the appropriate role for
opioids in cancer-related pain, suggesting that this edu-
cation occur both within oncology practices and through

public health campaigns. Additional recommendations
included more education and guidelines for oncologists
about the risks and benefits of opioid use, fewer insurance
restrictions on prescribing opioids for cancer-related pain,
and additional clinical supports.

DISCUSSION

In this in-depth interview study with oncologists from a mix
of rural and urban practices in Western Pennsylvania, we
found multiple ways in which the opioid epidemic may be
affecting treatment of cancer-related pain. Oncologists
expressed concerns that their patients experience opioid-
related stigma, with the potential to undermine safe and
effective pain management. In addition, structural issues
(eg, misapplied insurance regulations) create barriers for
patients who are willing to accept opioid medications.
Suggestions to improve safe and effective opioid pre-
scribing for cancer-related pain centered on educational
needs, regulatory issues, and additional resources needed
to support the challenges of treating cancer-related pain
amid an opioid epidemic.

Our findings build on previous qualitative and quantitative
work characterizing opioid stigma among patients with
cancer.12,13 Cancer pain is broadly recognized as a com-
plex, dynamic challenge throughout treatment, and opioids
are recommended for the management of moderate-to-
severe cancer pain.14 However, as the opioid epidemic
grows, prescription opioid use is viewed with increasing fear
and suspicion, resulting in negative stereotypes, judgment,
and discrimination. Oncologists described patients with
advanced cancer experiencing fear of addiction, labeling
drug addicts, and negative interactions with clinicians and
pharmacists that could lead them to limit or withdraw
entirely from opioid painmanagement (eg, refuse to pick up
their prescription after a stigmatizing encounter).

Opioid prescribing for patients with cancer is made more
complex by the reality that some patients are at risk for
opioid misuse.15,16 Oncologists in our study emphasized
that patients with cancer are a different population from
patients receiving opioids for noncancer pain and, despite
being located in an opioid crisis epicenter, described few
personal patient experiences with addiction. However, safe
and effective pain management for patients with cancer
requires recognizing patient fears of addiction and carefully
assessing risk for opioid misuse, to ensure a successful
balance between opioid efficacy and safety.17

Our findings also illustrate that structural barriers designed
to decrease inappropriate opioid use may have unintended
consequences on oncologists’ ability to prescribe opioids
for cancer-related pain. A recent consensus panel high-
lighted the potential for inflexible and inappropriate ap-
plication of opioid prescribing recommendations to harm
patients with cancer.18,19 A 2019 report issued by the US
Department of Health and Human Services also discussed
the risks of misapplying the 2016 CDC Guideline for
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Prescribing Opioids for Chronic Pain to patients who are in
active cancer treatment.20 Our data suggest that restrictions
on opioid prescribing, coupled with the reluctance of many
physicians to prescribe opioids at all, have added to on-
cologists’ workloads. Safe and effective opioid prescribing
for cancer requires continually re-evaluating opioid risks
and benefits, addressing opioid stigma, navigating insur-
ance regulations, and assuming responsibility for pre-
scriptions that might previously have been handled by other
clinicians (eg, emergency room or primary care physi-
cians). Particularly in rural communities, participants noted
that they did not have access to pain and palliative care
specialists,21 who are helpful to their colleagues in more
urban and academic settings. The critical importance of
adequately treating cancer-related pain as a component of
high-quality cancer care may require additional resources
for community oncology practices.

Our study has limitations. We interviewed oncologists from
18 different oncology practices within a single cancer

center network in Western Pennsylvania. We chose these
settings to represent a range of rural and urban practices
within a region of the country with high rates of opioid
misuse. Findings may not generalize to clinicians in other
health systems or other parts of the country with lower rates
of opioid misuse. We did not include advance practice
providers who also prescribe opioids. Data represent on-
cologist views and may not reflect actual prescribing
practices. Data also do not include the views of patients
with cancer or their family members. We plan to include
these important perspectives in future work.

In conclusion, oncologists describe challenges to safe
and effective opioid prescribing related to opioid stigma
and structural barriers. Educational materials, public
health campaigns, and additional support from pain
and/or palliative care specialists may provide additional
resources for oncologists navigating complex opioid
prescribing guidelines and help to optimize cancer pain
treatment.

TABLE 3. Oncologist Suggestions for Improving Safe and Effective Opioid Prescribing for Cancer-Related Pain
Category Summary of Specific Suggestions

Education for patients and families Patient education regarding pain management and expectations of pain treatment
Brochures, flyers, or booklets about opioid treatments and pain management
Public health campaigns and commercials that clarify safe and appropriate uses of prescription opioid risks for

cancer-related pain
Just like we do have handouts for many things. I don’t know if there’s one actually for pain management that I’m

aware of. That would be helpful, to start, and maybe like passing some brochures about like taking, OxyContin,
understanding I think terrifies a lot of people. So, kind of clearing up some misconceptions and explaining the
gradual increase in pain management, and what is being monitored and things like that. (participant #19, urban,
20 years in practice)

Education and treatment resources
for oncologists

Mandatory training for all opioid prescribers
Conferences about palliative conference and pain control
Evidence-based guidelines about pain management in advanced cancer
Easy-to-follow protocols and treatment pathways for pain management and supportive care
Tools to measure risk for opioid misuse and diversion
I think that all providers who should undergo mandatory training, which at least the state of Pennsylvania does

require. I think that those mandatory trainings are, can be perceived as a nuisance, but I think that if it, it counsels
providers who are the main prescribers, who you know ultimately are the, the key people to leading to the supply
that’s on the streets, and in the market. (participant #8, urban, 5 years in practice)

Insurance regulations Fewer restrictions from insurance companies regarding which opioids are covered, allowable opioid doses, and
frequency of refills

Information on insurance plan policies and coverage
I think [it] would also help my patients not [to] have the hassles of insurance encumbrances on opioids because you

know… let’s just say they get a thirty day supply, and their pain’s getting worse, and they’re now running out of
medications and so not having to fight with insurance companies to say, “well they’re going through them too
quickly”. I understand that that’s part of the problem with the opioid epidemic. Then somebody will say “well if
you give them out too much maybe they’re abusing them”, but again cancer patients are a different sort.
(participant #2, urban, 25 years in practice)

Additional supports Social worker to help address social issues
Support to deal with reporting requirements and prescription drug monitoring program checks

and documentation
Local, easily accessed pain management and/or palliative care
Leveraging telemedicine for easier access to pain and palliative care experts
On-site psychologists or therapists
I think we want to make sure that we don’t inappropriately prescribe pain medications, but we also want to make

sure that we don’t inappropriately deny people who need pain medicine. Especially if we don’t feel comfortable
prescribing it, because in the context of a clinic session we often times don’t have enough time to go over all
these other issues, and so I think it would be helpful that patients could see other physicians like a palliative care
practice. (participant #16, urban, 6 years in practice)
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