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OBJECTIVE 

To evaluate the use, and associations with lack of use, of 
opioids for older cancer out-patients reporting pain.  
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Background: 
Ontario Cancer Symptom Management Collaborative  

• Since 2007 cancer centres in Ontario 
have been systematically collecting: 
• Edmonton Symptom Assessment System (ESAS) scores 

• Palliative Performance Scale (PPS) scores 

 

• Goal is to improve symptom screening 
and assessment, symptom control and 
coordinated palliative support 
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Edmonton Symptom Assessment Scale 
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Symptom screening kiosks 
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Approach 

Cohort:  

1. All cancer patients in Ontario who 
completed an ESAS pain assessment 
between January 2007 and March 2009 

2. Age >65 

3. Pain scores >4/10 
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Data linkages 

DATA SOURCES 
ESAS/PPS 

link to 
OCR 

CIHI-DAD 
NACRS 
RPDB 
ODB 
OHIP 
HCDB 
CCRS 

VARIABLES 

Age 

Sex 

Cancer type 

Comorbidity 

Income quintile 

Vital status 

OUTCOMES 

Symptom burden 

Performance status 

Health service use (inpatient, 

outpatient, CCAC, drugs) 

Survival 
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Looked for an opioid prescription or 
change in opioid prescription 
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Approach (continued) 

 

• To explore associations with lack of opioid 
use, charts of patients reporting pain scores 
> 4  in 2011 at 11 cancer centres were 
audited 
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RESULTS 



45% of the 9826 patients with pain severity scores > 4 did not receive opioid analgesics 
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Multivariable model for odds of receiving 
opioids 

younger age 

male sex 

comorbid illness 

cancer type (lung, GI, skin) 

pain assessment at home 
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Chart audit 

299 cases: 

• 8% clearly documented that the pain was 
non-cancer related 

• 5% chronic pain 

• 2% pain being managed in the community 

 

estimate 8-15% of the audited cohort with 
pain scores 4-10 had non-cancer related 
pain 

 

• Only 2 patients had documentation that they 
declined opioids 

} ?cancer vs. non-cancer pain 
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Extrapolation 

9826 patients with pain scores > 4 

x 8% = 786 

x 15% = 1474  

had pain unrelated to cancer 

 

If removed from the denominator, then the 
proportion of untreated cancer related pain 
improves to 35-40% 
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Limitations 
 
• Data is not truly population based 

– Not every cancer patient is included 

– Enriched for lung cancer and palliative patients 

• Assessments happen on an opportunistic 
basis, not regular intervals 

• Suggestion that chart audit protocol was 
implemented differently in different cancer 
centres 
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Conclusions 

• Untreated cancer pain is a significant 
problem: 
– Even after excluding non-cancer pain over 1/3 of 

patients with significant pain scores do not 
receive an opioid prescription around the time of 
their assessment 

• Rates are similar to other reports of under-
management of pain in cancer patients 
– Cleeland 1994 NEJM, 330:592-596 

– Fisch 2012 JCO, 30: 1980-1988    

• Very few documented occurrences of 
patients declining opioids 
– Chart audit is a poor tool for explaining these 

findings 
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Next steps 

Admin data approach 

• Trends over time of opioid 
use 

• Compare cancer and non-
cancer patient trends 

• Look for changes among 
cancer patients after ESAS 
screening started 

Primary data approach 

• Prospectively identify 
patients with pain≥4 
 survey them and their 

providers to identify barriers 
to addressing pain 

 relating the level of barrier 
to the adequacy of pain 
management 

• Key informant interviews at 
regional cancer centers: 
– structures and processes to 

screen for & manage 
symptoms 

– explore feasibility of 
potential interventions (E.g., 
audit and feedback) 

Develop and test an intervention based on the findings 
 


