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Abstract

Background: The management of Breakthrough cancer Pain (BTcP) remains unsatisfactory. Although many barriers to BTcP management have been identifi ed, 
oncologists have not been able to overcome them. The aim of this study is to identify the barriers preventing proper BTcP management that Spanish medical oncologists 
have found, and to reach a consensus in order to draft the appropriate recommendations to overcome them.

Methods: This study is based on two surveys conducted by oncologists. The fi rst survey was designed to reach a consensus on the main barriers (related to patients, 
physicians and healthcare organizations) that stand in the way of BTcP control. The second survey (a Delphi questionnaire) was based on the barriers evaluated in the fi rst 
survey, including recommendations assessed using the two-round Delphi methodology. 

Results: The identifi cation of the main barriers to BTcP management to be assessed showed a high consensus regarding the need for greater involvement from health 
organizations. Eighty-eight experienced oncologists evaluated the proposed recommendations. A consensus was reached on 93% of these recommendations, always in 
terms of agreement. Only three recommendations did not reach a consensus, one in each block of barriers (patients, physicians and healthcare organizations). 

Conclusion: Showing a high degree of consensus, the results of this study refl ect that there are over-worked medical oncologists, which results in more time and 
training being taken away from proper BTcP management. Although oncologists considered cancer pain management to be suitable in oncologist consultations, they also 
revealed that more support and resources are necessary in order to improve BTcP control.
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Abbreviations 

BTcP: Breakthrough cancer Pain; CI: Confi dence Interval; 
CPG: Clinical Practice Guidelines; MO: Medical Oncology; 
NC: No Consensus; PA: Primary Attention; PCP: Primary 
Care Physician; QoL: Quality of Life; RECs: Research Ethics 
Committees; SEOM: Spanish Society of Medical Oncology 

Introduction

Breakthrough cancer Pain (BTcP) is commonly defi ned 
as the transient exacerbation of pain that occurs either 
spontaneously or in relation to a predictable or unpredictable 
trigger (an incident), despite stable, controlled background 
pain [1,2]. Currently, there is no universally accepted defi nition 
of BTcP [1,3]. This lack of worldwide agreement may make it 
diffi cult to adequately discriminate BTcP from uncontrolled 
background pain and lead to under diagnosis, despite the 
existence of diagnostic algorithms [1-4]. 

BTcP is a heterogeneous pain [5], that can be related to 
multiple causes. It can be a consequence of neoplasm (70%-
80%) or a result of anticancer treatment (10%-20%) [1,6]. 
In less than 10% of all cases, the pain is not related to either 
the malignant disease or its treatment [6]. This variability 
complicates its diagnosis and treatment [4,5,7].

The prevalence of BTcP is high [8,9]. Recently, its prevalence 
has been reported at 59.2% [9], although previous prevalence 
rates ranged from 35% to 95% [1]. In Spain, BTcP is present in 
48% of the patients with cancer-related pain [10].

BTcP is a major indicator of poor clinical outcome and 
lower effi cacy of opioid treatment [4]. Moreover, it promotes 
functional deterioration and has a negative impact on Quality 
of Life (QoL) [5] and bears a signifi cant physical, psychological 
and economic burden [9]. Therefore, BTcP should be adequately 
identifi ed and treated (along with anti neoplastic treatment) 
to minimize the intensity and severity of the episodes and to 
lessen the impact on patients’ QoL [1].

BTcP is still a little-known problem with serious 
consequences on patients’ health; it is not well researched and 
may be incorrectly treated [8,11]. Various evidence suggests 
that it is often managed suboptimally [4]. Several barriers that 
prevent proper BTcP management have been identifi ed [1], 
which arise from healthcare professionals, patients themselves 
and healthcare settings [5]. Even so, diagnostic and therapeutic 
inertia makes it necessary to identify more barriers and fi nd 
solutions to eliminate the defi ciencies or problems detected in 
BTcP management.

The objectives of the BARDIO consensus were to explore and 
identify the main barriers preventing the correct management 
of BTcP in standard Spanish clinical practice, and to provide 
solutions to the highest-priority problems by developing 
recommendations. 

For this purpose we used the Delphi method, an accepted 
methods available for attaining expert consensus [12]. It 
is a structured process that starts defi ning a problem, and 

then involve: developing questions for experts to resolve, 
selecting a panel of experts, using open-ended questionnaires, 
performing controlled assessment and feedback (qualitative 
and quantitative analysis), and follow-up (reassessment) using 
multiple rounds of surveys until a consensus is reached [12].

Materials and methods

This study was carried out through a survey of doctors’ 
opinions (the Delphi method). The validity of the Delphi 
method is supported by the participation of a large number of 
experts who have knowledge and an interest in the topic and 
the use of successive rounds of the questionnaire [13,14]. This 
justify that it is one of the reasonably well accepted methods 
available for attaining expert consensus [12].

In Spain, this type of study is not among those that require 
the approval or written consent of Research Ethics Committees 
(RECs).

A scientifi c committee comprised of fi ve leading oncologists 
in this fi eld reviewed the objective of the study and developed 
an initial questionnaire concerning the main barriers of BTcP 
management (which were dependent on patients, physicians 
or healthcare professionals and health organizations).

Subsequently, a coordinating panel (made up of 23 oncology 
specialists selected by the scientifi c committee) reviewed and 
validated the questionnaire and proposed solutions to the 
barriers. The scientifi c committee then reviewed the results and 
comments and used them to develop a Delphi questionnaire, 
which would later be answered by an expert panel to reach a 
consensus on the proposed solutions. The scientifi c committee 
also selected the members of the expert panel (n=88 
oncologists) using the snowball sample technique. This panel, 
stratifi ed among autonomous communities based on the group 
size in each territory, participated without remuneration.

A technical team was responsible for the method 
implementation (editing and dissemination of the 
questionnaires, analysis of responses and statistical 
interpretation of the consensus reached). The study design and 
all participants are shown in Figure 1.

Each questionnaire item was formulated as an assertion 
and assessed on a 9-point, single, ordinal, Likert-type scale: 
1-3= disagree; 4-6= neither agree nor disagree; 7-9= agree. 
Individual observations and new proposals for consideration 
could be added.

We used the modifi ed Delphi method (a technique of 
professional consensus performed through written surveys) in 
two rounds [15]. The Delphi questionnaire (an online survey) 
had 41 items distributed in proposals for improvement on 1) 
patient-dependent barriers (9 items); 2) barriers dependent on 
the physician/healthcare personnel (22 items); and 3) barriers 
dependent on the health organization (10 items). The survey 
rounds were performed between May and June 2017. 

The median score of each item was evaluated. Consensus 
was considered to be reached when at least two-thirds of the 
panel ranked the item within three points of the median: 1-3 
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points in the case of “disagreement” and 7-9 in the case of 

“agreement.” Items with a median score located in the region 

of 4-6 were considered “indeterminate.” When the scores of a 

third or more of the panelists were within the region of 1-3 and 

the scores of another third or more were within the region of 

7-9, the item was considered “without consensus.”

After the fi rst Delphi round, panelists were informed of 

aggregate-level summary statistics of the individual responses 

(mean, median, percentage of distribution of the respondents 

situated outside the region of median) and the type of consensus 

reached. This summary also included any written comments 

made by panelists. The items without consensus, those with a 

high dispersion of opinions and those marked “indeterminate” 

were considered for reassessment in the second Delphi round. 

The panelists then submitted a new individual assessment on 

these items.

After the second round, the results were analyzed according 

to the same criteria of the fi rst round. Items without consensus 

were analyzed descriptively in order to distinguish those that 

refl ected opinions that were markedly different between the 

panelists from those that fell within the “indeterminate” 

region.

The mean score of each item was also calculated, with a 

95% Confi dence Interval (CI). The lower amplitude of CI is 

explained by greater unanimity of opinions in the group. A 

more extreme mean score indicated a more evident consensus 

in terms of agreement or disagreement.

Results

Of the 27 items included in the fi rst proposal of the 
questionnaire about the barriers preventing BTcP management, 
the coordinating panel reached consensus in six items (Table 
1); none of them in the block of patient-dependent barriers. 
The consensus was in terms of “disagreement” in one item 
(11, regarding the specialist’s lack of interest in controlling 
the patient’s symptoms), and in terms of agreement in the 
remaining items (14, 17, 23, 25 and 26). The highest degree of 
agreement was reached in the items on the health organization 
barriers.

Taking into account the results and the comments obtained 
about the proposed barriers, the number of recommendations 
was adjusted and included in the Delphi questionnaire that was 
sent to the expert panel. Eighty-eight experienced oncologists 
were surveyed. Response rates were high: 97.8% (n=88/90) in 
the fi rst round of the Delphi questionnaire and 100% (n=88) in 
the second round. 

In the fi rst round, panelists reached consensus in 35 out 
of 41 items/barriers, in terms of agreement. The six items 
without consensus were: Block 1) item 9, regarding educational 
campaigns about pain control for the general population; 
Block 2) item 25, about the availability of multidisciplinary 
consultations for supportive treatment in oncology, and items 
29 and 30, regarding the lack of appropriate drugs for BTcP 
treatment in the hospitals’ pharmacy services; Block 3) item 34, 
about distance medication adjustments (for example, remote 
titration by telephone), and item 39, regarding the existence 

Figure 1: BARDIO consensus: design and participants.
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of a healthcare professional who acts as a bridge between the 
primary attention (PA) physician and the oncologist. These 
items were proposed for reconsideration in the second Delphi 
round, and consensus was reached on 3 items (25, 30 and 39). 
In the remaining items (n=3 [6, 29 and 34], each in a different 
block; 7% of the total) there was no consensus due to disparity 
of professional opinion or lack of criteria (Table 2). 

Eventually the expert panel reached consensus on 38 of 
41 items (93%), all of them in terms of agreement with the 
assertion of the barrier (Figure 2) (Table 2).

The proposed items in the block of the patient-dependent 
barriers were those with the highest degree of consensus: 4 
of 9 items (3, 4, 6 and 7) with less than 10% of the panelists’ 
scores outside the median region. 

With regard to the results, the scientifi c committee 
gathered in a face-to-face work session during the meeting 
of the Spanish Society of Medical Oncology (SEOM; Oct 25-27, 
2017) to establish some recommendations (Table 3).

Discussion

Although BTcP and its proper management have been 
widely researched, evidence shows that it is still managed 
suboptimally [4-6,16-18]. The aim of this study was to establish 
consensus on the barriers present in Spanish clinical practice 
for BTcP management, and to suggest recommendations to 
address them. The use of the Delphi technique allowed for 
the anonymous participation of a large number of experts 
distributed throughout Spain, thus avoiding the risk of 
some experts dominating responses, and without the time/
geographical restraints of other methods [19].

Table 1: Initial survey about barriers answered by the coordinating panel: items and results.

Items Mean Median % into the median region Result

Patient-dependent barriers

1 Patient’s lack of understanding of the concept “Breakthrough Cancer Pain” (BTcP). 5.96 7 52.17 NC

2 Patient’s lack of information concerning BTcP treatment. 5.43 6 34.78 NC

3 Patient’s symptom minimization due to the short duration of the pain. 4 3 65.22 NC

4
Symptom omission due to the complex context of the oncology consultation (predominance of data 

which permit or do not permit the specifi c oncological treatment -a new cycle of treatment.
5.87 7 56.52 NC

5 Patient’s resistance to the use of other opioids besides those prescribed for baseline pain. 3.91 4 39.13 NC

6
Patient’s diffi  culty assuming the time period from the BTcP drug’s prescription and its optimal 

titration. 
5.52 6 39.13 NC

7
Patient’s diffi  culty in accessing the oncology consultation to adjust the treatment prescribed during 

the titration phase.
5.96 7 60.87 NC

8
Patient’s lack of self-evaluation in order to adequately explain symptoms in the medical consultation 

(triggers, etc.).
5.74 6 47.83 NC

9 Cognitive or expressive diffi  culties (dementia, senility, language barriers). 4.91 4 21.74 NC

10 Patient’s lack of information regarding the use of transmucosal analgesic formulations. 4.22 4 26.09 NC

Physician/healthcare personnel barriers

11 Medical specialist’s lack of interest in controlling the oncological patient’s symptoms. 3.17 2 78.26 Disagreement

12 Involved health staff’s lack of specifi c BTcP training. 4.96 6 26.09 NC

13 Conceptual confusion between poorly controlled basal pain and BTcP by the doctor/health staff. 5.48 6 30.43 NC

14 No systemic anamnesis of BTcP in patients with baseline cancer pain. 6.22 7 65.22 Agreement

15 Specialist doctor’s insecurity regarding opioid management. 3.83 3 65.22 NC

16 Fear of abusive behaviors when prescribing transmucosal fentanyl. 3.65 3 60.87 NC

17 Lack of time in medical consultation for treating BTcP. 6.65 8 73.91 Agreement

18 Complexity of the transmucosal fentanyl titration. 3.22 3 73.91 NC

19 Absence of knowledge of Clinical Practice Guidelines. 5.43 5 34.78 NC

20 Lack of follow-up on Clinical Practice Guidelines. 5.35 6 30.43 NC

21 Impossibility of doing an effi  cacy/toxicity follow-up on the drugs used to control BTcP. 5.04 5 30.43 NC

22
Non-availability of all effective drugs for BTcP through hospital prescription, making the initial learning 

of the junior residents who work in the oncology department diffi  cult.
4.7 5 21.74 NC

Health organization barriers

23
Lack of resources to control symptoms between regular oncologist visits (telephone service, nursing 

consultation, day hospital, etc.).
7.04 7 78.26 Agreement

24 Dissuasive effect of the necessary visit to the hospital emergency room in case of BTcP. 3.74 3 52.17 NC

25
Lack of contact and coordination between care levels (for example, between the primary care 

physician and the oncologist).
7.48 7 91.3 Agreement

26 Lack of specifi c training on BTcP for primary care and outpatient specialists. 6.96 7 82.61 Agreement

27
Absence of control of prescribed treatments, correct indications, precise guidelines and null 

development of the information available in the electronic prescription.
4.91 5 43.48 NC
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Table 2: Delphi questionnaire answered by the expert panel regarding proposals for overcoming barriers: items and results after two rounds.

Items Mean Median % out of median Interquartile range Result

Proposals for overcoming patient-dependent barriers

1
Elaboration of informative material in clear language aimed at the patient, Including the 

defi nition, characteristics and treatment of BTcP.
7.63 8.0 10.23 2.0 Agreement

2
Development of educational/informational programs aimed at the patient and their 

caregivers.
7.14 7.0 28.41 2.0 Agreement

3
A structured and complete clinical interview to improve the patient’s understanding of the 

BTcP concept.
7.94 8.0 6.82 2.0 Agreement

4
The interview must include a pain-specifi c anamnesis, identifying situations that trigger 

BTcP in order to help prevent it and/or treat it at an early stage.
8.47 9.0 1.14 1.0 Agreement

5
Support for specifi c medical consultations (on-site or remote) that cover the patient's 

needs and facilitate the understanding of BTcP and the follow-up.
7.67 8.0 15.91 2.0 Agreement

6
Implementation of oncological nursing consultations to improve the knowledge, control 

and follow-up of cancer patients’ symptoms.
8.10 8.5 9.09 1.0 Agreement

7
Time extension of medical oncology consultation to improve the medical staff’s 

explanation to the patient and the patient’s understanding of BTcP.
8.02 8.0 7.95 1.0 Agreement

8
Provision of accurate written instructions to prescribe analgesics, and continuous follow-

up of the patient by the specialized nurse in order to improve the time for the optimal 
titration of the patient with BTcP.

7.89 8.0 11.36 2.0 Agreement

9
Educational campaigns for the general population that transmit the concept that any pain 

is controllable (campaign type: "Zero symptoms=Quality of life").
6.49 7.0 38.64 2.0 NC

Proposals for overcoming barriers dependent on the physician/healthcare personnel

10 Introduction of the concept of pain as a main symptom of cancer. 7.45 8.0 19.32 2.0 Agreement

11
Creation of specifi c consultations for symptom control or support in order to improve the 

BTcP approach.
7.34 8.0 22.73 2.0 Agreement

12
A quick outpatient consultation for patients with BTcP in order to improve the titration of 

drugs.
6.81 7.0 29.55 2.0 Agreement

13
Creation of a patient diary in which the patient indicates rescue doses and the accurate 

time to reduce the intensity of pain (according to the VAS scale) in order to help adjust the 
patient's titration.

7.65 8.0 13.64 2.0 Agreement

14
Incorporation of specifi c questionnaires, visual scales or easy applications that allow the 

medical site staff to understand the information transmitted or described by the patient, in 
order to improve the self-assessment of pain and its subsequent management.

7.49 8.0 14.77 1.0 Agreement

15
The presence of caregivers during the consultation, which is of primary importance for 

BTcP control in the case of patients with cognitive deterioration.
8.42 9.0 3.41 1.0 Agreement

16
The vital role of the specialized oncology nurse in explaining the use of transmucosal 

analgesic formulations to the patient.
7.93 8.0 10.23 2.0 Agreement

17
Insistence on physicians’ control of symptoms from the beginning of the formative medical 

oncology specialty.
8.51 9.0 2.27 1.0 Agreement

18
Development of clear and practical information, which is the most appropriate method for 

medical professionals’ updates and training.
7.81 8.0 10.23 2.0 Agreement

19
Execution of hospital clinical sessions focused on BTcP by the Oncology Service, including 

the assistance of other specialists, which is an adequate measure for the control of 
symptoms.

7.42 8.0 19.32 2.0 Agreement

20
Promotion of the development of an accurate anamnesis by the professional, in order to 

avoid confusion between poorly controlled basal pain and BTcP.
8.00 8.0 7.95 1.0 Agreement

21
Provision of a short informational brochure along with a questionnaire prior to the medical 
visit (to be fi lled out in the waiting room) in order to improve the systematic anamnesis of 

BTcP in patients with baseline cancer pain.
6.81 7.0 32.95 2.0 Agreement

22
Review of medication during each visit to improve the systematic anamnesis of BTcP in 

patients with baseline cancer pain.
7.99 8.0 9.09 2.0 Agreement

23
Development of resources that facilitate consultation management (material, code system, 
specialized nursing, etc.) in order to increase the amount of time for in-depth treatment of 

BTcP and other symptoms related to cancer.
7.59 8.0 19.32 2.0 Agreement

24
Proper management of revisions during medical oncology treatment, which is fundamental 
in order to facilitate the care of patients with poorly controlled symptoms who require more 

attention.
7.38 8.0 17.05 1.0 Agreement

25
Development of specifi c multidisciplinary consultations for oncological and support 

treatment, to compensate for the lack of time for in-depth treatment of BTcP and other 
cancer-related symptoms in the oncology consultation.

6.62 8.0 31.03 2.0 Agreement

26
Early referral of patients from the Palliative Care Units, to compensate for the lack of time 

for in-depth treatment of BTcP in patients with advanced cancer (lung).
7.03 8.0 31.82 3.0 Agreement

27
Early detection of poorly controlled patients by the specialized nursing staff, so that the 
information provided to the physician and the corresponding time for each consultation 

allow for effective management of these patients’ treatment and follow-up.
7.72 8.0 11.36 2.0 Agreement
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Among the barriers preventing BTcP control that were 
initially proposed by the scientifi c committee, those related to 
patients were met with the most doubt. It is known that patient 
assessment is poor in oncologist consultations [20]. Effective 
physician-patient communication and the promotion of patient 
participation in consultations are very important [7] in order 
to better understand patient-dependent barriers. However, the 
estimated reduced consultation time available in Spain (fi rst 
and second visit: 60-90 minutes; successive visits: 15 minutes; 
follow-up/check-up visits: 20 minutes; hospitalization: 20 
minutes; interconsultation: 30-60 minutes) [21] and the large 
amount of information that physicians must provide to patients 
(about the disease, treatment, side effects, etc.) [22], justify this 
situation. The lack of time available during the consultation 
was one of the two proposed physician-related barriers that 
demonstrated agreement in the coordinating panel refl ection. 
It has been previously reported [23] and identifi ed as one of 
the reasons for the non-implementation of recommendations 
from clinical practice guidelines in Spain [24].

The other physician-related barrier that demonstrated 
agreement was the lack of adequate BTcP anamnesis, which 
is essential for BTcP diagnosis [7] and has been highlighted in 
previous Spanish consensus recommendations [25]. The only 
proposed barrier with consensus in terms of disagreement 

was the lack of the specialist’s interest in the control of 
BTcP symptoms. Supporting this consensus, a recent study 
refl ects how Spanish oncologists are increasingly guided by 
evidence-based Clinical Practice Guidelines (CPG) for BTcP 
management [24]. With reference to health organization 
barriers, the coordinating panel stated its agreement with the 
lack of support outside of scheduled oncology consultations, 
the absence of contact and coordination between levels of care, 
and the training defi ciencies in PA and ambulatory settings. 

Cancer pain management required a multidisciplinary 

28
Increased dissemination of schematic guidelines with clinical recommendations for 

the management of BTcP or algorithms to facilitate the optimal use and application of 
treatments.

7.30 8.0 22.73 1.0 Agreement

29
The non-availability of all effective drugs for BTcP for hospital prescription: this is a 

problem for both the residents’ learning and the patients’ self-confi dence.
6.61 7.0 34.48 3.0 NC

30
The non-availability of all effective drugs for BTcP for hospital prescription: it complicates 

the patient’s compliance with the administration of a new treatment that was not taken 
during their admission.

7.00 7.0 21.84 1.0 Agreement

31
The non-availability of all effective drugs for BTcP for hospital prescription: it makes it 

diffi  cult to assess the drugs’ toxicity, titration and effectiveness, as a hospital is the best 
place to do this.

6.84 7.0 30.68 3.0 Agreement

Proposals for overcoming barriers dependent on the health organization

32
Sensitization of the health administration regarding the consequences of the poor 

management of cancer symptoms (cost, patients’ quality of life, etc.), in order to increase 
the resources allocated to their control during regular visits to the oncologist.

7.93 8.0 5.68 2.0 Agreement

33
Access to the outpatient hospital during the morning and afternoon, to facilitate symptom 

management between regular visits to the oncologist.
7.45 8.0 19.32 2.0 Agreement

34
Remote titration of medications for BTcP control (for example, by telephone) is not suitable 

for the safety of the oncological patient.
4.68 3.0 45.45 4.0 NC

35
Participation of an area health center with adequate and trained personnel for the correct 
management of opioids, in order to evaluate their toxicity and effectiveness, would be an 

adequate measure for BTcP management.
7.42 8.0 15.91 2.0 Agreement

36
A hospital support team and perfect coordination with primary care would improve the 

monitoring of the effi  cacy and toxicity of BTcP treatments.
8.05 8.0 5.68 1.0 Agreement

37
Multidisciplinary meetings and more effective coordination mechanisms between PCP and 

MO should be encouraged by the respective management, in order to allow for common 
planning regarding the therapeutic control of pain.

7.42 8.0 19.32 2.0 Agreement

38
The fi gure of the PCP must be established as a nearby reference to which the patient can 

go in order to control oncological BTcP.
6.89 8.0 30.68 2.0 Agreement

39
A clinician with a link between the PCP and MO and specifi c training in this context 

improves access and the control of cancer pain.
7.01 8.0 21.59 1.0 Agreement

40
Specifi c training for PCPs in basic oncology, oncological pain treatment and opioids 

management helps to control BTcP in cancer patients.
7.80 8.0 11.36 2.0 Agreement

41
The integration of informatics should be promoted between primary and hospital care, 

as electronic prescription is an adequate tool for treatment control, drug interactions and 
patient comorbidities.

7.98 8.0 6.82 1.5 Agreement

Abbreviations: NC: No Consensus; PCP: Primary Care Physician; MO: Medical Oncology

Figure 2: Results of the Delphi questionnaire.
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Table 3: Final recommendations created by the scientifi c committee to properly manage BTcP: BARDIO consensus.

BARDIO Consensus.
BTcP MANAGEMENT – Recommendations.

1 The effective inclusion of pain, both chronic and irruptive, as the fi fth vital sign in the assessment of oncological patients. 

2
The development of training/informative programs for patients and their caregivers. Informational material in simple language including the defi nition, characteristics 

and treatment of BTcP may be part of these programs.

3

The creation of specifi c palliative medical consultations (either face-to-face or via phone) and quick outpatient consultations, in order to meet patients’ needs and 
facilitate the understanding and management of BTcP.

The extension of oncological consultation time could improve physicians’ explanations and patients’ understanding.
Access to day hospital (both mornings and afternoons) to help control symptoms between scheduled visits to the oncologist. 

4
The creation of specifi c oncology nursing consultations would improve the understanding, management and monitoring of cancer pain symptoms. Accurate written 

instructions could be used for pain management. In order to optimize the time for BTcP patient titration, continuous monitoring by a specialist nurse is recommended.

5

For symptom control, it must be emphasized that it is essential to train the physicians from the beginning of the oncologists’ Internal Medical Residency Program.
In order to achieve pain control, accurate and practical training/information sessions, together with hospital clinical sessions based on BTcP and promoted by the 

Medical Oncology service with the assistance of other specialized doctors, is recommended.
It is essential to introduce the concept of pain as a critical cancer symptom

6 Provision of specifi c training on BTcP for nurses with expertise in oncology services. 

7
To improve the training of healthcare professionals, it is necessary to increase the availability of guidelines with clinical recommendations for BTcP management (with 

schemes or algorithms facilitating the use of the treatments).

8

Recommended solutions for optimizing BTcP management:
- A complete and organized interview in each visit, with specifi c and accrual pain anamnesis to avoid any confusion between poorly managed baseline pain 

and BTcP. A review of the medication should also be recorded. 
- BTcP targeted anamnesis, using fast and simple tools (such as the Davies algorithm) to rule out its presence. 
- The use of informational leafl ets and questionnaires prior to the consultation to facilitate systematic BTcP anamnesis. 
- The use of patient diaries to adjust patients’ titration (including rescue medication at times to reduce pain intensity).
- Specifi c questionnaires, visual scales and simple applications to allow healthcare professionals to interpret patient-reported information.
- The presence of caregivers during consultations in the case of cognitive impairment.

9 Frequent re-evaluation of the analgesic effect and drug toxicity of the medications received

10

In order to make up for time in the oncology consultations:
- Development of specifi c transversal and multidisciplinary consultations.
- Facilitation of the referral to supportive care.
- Nurses with expertise in patient care.
- Resources to facilitate consultation management.

11 Availability of all effective drugs for BTcP treatment through hospital pharmacy services

12

Optimization of primary care participation:
- Encourage multidisciplinary meetings and coordinating mechanisms between PAP and MO.
- Specifi c PAP training (oncology, cancer pain management and opioid use).
- Establish the PAP as a fi gure close to BTcP patients.
- Establish a trained clinician who links PAP and MO.
- Encourage computing integration between primary attention and hospitals (e-prescription).

13
Sensitization of the health administration to the consequences of the poor management of cancer symptoms, in order to increase the resources available between 

scheduled oncology consultations.

team involving many healthcare professionals (oncologists, 
pharmacists, nurses, etc.) in different clinical settings 
(inpatient-outpatient [ambulatory and primary care]). 
However, in this study the role of pharmacists was not 
mentioned, despite the fact that they can provide a broad scope 
of services that may be very useful for cancer pain management 
[26]. As stated by the panel, effective interactions between 
specialists are crucial for adequate pain management [26].

When the expert panel assessed the recommendations 
suggested by the scientifi c committee (using the Delphi 
questionnaire), a high degree of consensus was observed, 
always in terms of agreement. Only three recommendations 
did not reach consensus: one in the block of patient-dependent 
barriers (about the execution of educational campaigns for 
the general population), another in the block of physician/
healthcare personnel barriers (about problems related to the 
non-availability of all effective BTcP drugs in hospitals) and 
the last one in the block of health organization barriers (about 
the inappropriateness of remote titration of drugs for BTcP 
control).

The lack of consensus on the execution of educational 
campaigns for the general population may refl ect the 
questionable utility of these campaigns for cancer patients 
without pain or with multifactorial pain, despite the fact 
that pain management education has been shown to rectify 
patients’ misconceptions of pain, reduce pain and improve 
QoL [5]. When the recommended educational/informative 
programs were meant for patients and caregivers, the degree 
of consensus was very low (with dispersed opinions). The 
diffi culty in carrying out this program, due to time and space 
constraints and a shortage of professionals available for 
sessions, could justify this result [5]. On the other hand, the 
recommended patient-dependent barriers with the highest 
degree of consensus were those on the need for structured 
interviews including pain-specifi c anamnesis. Considering 
the importance of this, the latest Spanish Society of Medical 
Oncology (SEOM) guideline for the treatment of cancer pain 
listed the minimum information to be included in each medical 
history for the evaluation and management of BTcP [1]. The 
need for more time in consultations and the importance of 
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the oncological nurse also showed a high degree of consensus. 
However, nurses’ understanding of BTcP is currently 
considered insuffi cient and, despite the existence of specifi c 
guidelines [27], more training is needed [28]. 

With respect to the second recommendation without 
consensus—the impact of the non-availability of all effective 
BTcP drugs in hospitals on residents’ learning and patients’ 
self-confi dence—it must be taken into account that there are 
different options and a wide variety of formulations [16,29], 
and that the new galenic preparations are considerably more 
expensive than existing alternatives [30]. Each delivery system 
required the patients to be trained by the physicians, and 
the experts did not reach consensus on whether the resident 
physicians would fi nd it diffi cult to learn about the systems not 
available in hospitals, nor whether it might affect the patients’ 
trust in their treatment. However, there was agreement, 
albeit with dispersed opinions, on the diffi culty entailed 
by this unavailability for treatment titration and toxicity 
evaluation. A program for healthcare professionals (other than 
the oncologists) to support patients outside of the hospital 
could solve these problems, although the recommendation 
of drug titration in a quick outpatient consultation also had 
high dispersion. There was controversy about the personnel 
involved (nurses, primary care, etc.) and the duration, perhaps 
because some forms of titration demand high levels of 
expertise and knowledge of the drugs involved, making them 
very diffi cult for non-pain-specialists to manage [7,30]. Other 
recommendations with a low degree of consensus in the block 
of physician/healthcare personnel barriers included several 
that dealt with addressing the lack of time in consultations. 
Panelists agreed that it is recommended the early referral 
of patients from the palliative care units and the creation of 
specifi c palliative medical consultations (either face-to-face 
or via phone). These recommendations indicate the relevance 
of palliative care for oncologist in these setting but the 
dispersion of opinions refl ects the doubts of the panelists on 
the possibility of improperly overburdening the palliative care 
service with patients that should still be subject to follow-
ups by oncologists. Furthermore some doubts on the term 
“multidisciplinary” consultation was also observed.

The recommendations with the highest degree of consensus 
in the physician/healthcare personnel block regarded the 
need for specifi c BTcP education right from the beginning of 
specialty oncology training, and the presence of caregivers 
during consultations for patients with cognitive deterioration. 
The need for education on cancer pain management has been 
extensively reported in the past [31] and this need still persists 
[1]. Therefore, an early and specifi c BTcP education program 
could improve the situation. On the other hand, the fact that 
the patient was the main source of information for the BTcP 
assessment, coupled with the need to educate patients and 
relatives in order to maximize its control [4,5,29], refl ect the 
requirement of the patient’s adequate cognitive functioning 
and the presence of a caregiver (when necessary). The high 
degree of consensus that was also reached on the need for 
accurate anamnesis and medication reassessment clearly 

demonstrates the panelists’ knowledge of the relevance of 

information collection during consultations, and also the need 

to improve it. Better physician-patient communication and 

greater implementation of BTcP guidelines could address these 

needs, requiring more time and physician education [24].

The last recommendation without consensus was the 

inappropriateness of remote titration of drugs for BTcP control. 

The suitability of telephone assessments for the titration of 

drugs for BTcP control (such as fentanyl) has already been 

described in the literature [32,33]. However, various aspects 

led to non-consensus, such as the availability of personnel to 

perform this task, the need to carefully select the appropriate 

patients and the possibility of bias in the interpretation of 

information. Of the recommendations with consensus in the 

block of health organization barriers, the one with the lowest 

degree of consensus was that which regarded the fi gure of 

the primary care physician as a reference for the patient with 

BTcP. The dispersion of opinions once again refl ected the lack 

of time and insuffi cient BTcP-specifi c training, this time in the 

primary care setting. On the other hand, the recommendations 

with the highest degree of consensus included the need for the 

health administration to facilitate more resources between the 

scheduled oncology consultations. The results of this study 

refl ect the needs of the oncologists (time and training) and 

the usefulness of support outside of consultations to improve 

BTcP control. In concordance with this, panelists reached 

a high degree of consensus on the need for hospital support 

and coordination with primary care, including through digital 

technologies that cancer patients are already using to support 

personalized symptom monitoring and communication 

between patients and healthcare professionals [34].

The main strength of this study is the fact that it is based 

on responses (response rate: fi rst round 97.8%, second 

round 100%) from a national panel of experts. However, 

limitations must be recognized; there could be a disparity 

between the responses of the oncologists from the different 

Spanish autonomous communities, yet our fi ndings aim to be 

representative of the overall population. Additionally, it should 

be noted that the study has been addressed to oncologists; 

it could be appropriate to discuss this subject with other 

healthcare professionals (primary care services, palliative care 

units and other hospital teams).

Conclusions

Our results demonstrate that Spanish oncologists are aware 

of the main barriers for BTcP management. A strong consensus 

was reached on most of the proposed recommendations that 

were evaluated, refl ecting the oncologists’ opinions of the 

convenience of BTcP management that is centralized in 

oncologist consultations. However, due to lack of time and 

training, oncologists consider more support (including trained 

personnel outside of the oncologist consultations, such as 

nurses, primary care physicians, etc.) and more resources to be 

necessary in order to improve BTcP control.
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