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Introduction

Unfortunately cancer has become a major 
public health problem and an increasingly 
important factor in the burden of disease. 
Based on the most recent available data for 
2012, there were an estimated 3.45 million 
new cases of cancer (excluding non-mela-
noma skin cancer) and 1.75 million deaths 
from cancer in Europe (1, 2). Cancer pain is 

a multifactorial phenomenon that results in 
complex interactions between physical, psy-
chological, cognitive, social and other factors. 
The prevalence of acute and chronic pain in 
cancer patients is high: about 30% in patients 
with newly diagnosed cancer, 50-70% in pa-
tients receiving active anticancer therapy, and 
60-80 % in patients with advanced disease (3-
5). Untreated and poorly treated pain affects 
physical and mental health, functional status 
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Objective. To investigate cancer pain management and evaluate fac-
tors that could be addressed and lead to potential improvement of pain 
therapy. Materials and methods. Two hundred patients with meta-
static cancer pain at the Department of Oncology, University Hospital 
Mostar, completed questionnaires about cancer pain treatment. Thir-
ty oncologists from the Cancer Institute, University of Sarajevo and 
the Department of Oncology, Clinical Hospital, Mostar were asked 
to complete the questionnaire about cancer pain management. Re-
sults. Compliance for analgesics was statistically better (p=0.013) for 
patients who were regularly asked about pain than for those patients 
who were asked periodically. Nearly twice as many patients, whom 
the doctor always asked about pain, regularly took medication (65.5% 
versus 32.8%). There was a statistically significant, positive relation-
ship between regular use of analgesics and the interest of the doctor 
about pain reduction after initiation of analgesic therapy (p=0.008). 
Almost half of the patients, 47%, stated that their doctor did not de-
vote enough time to their pain problems during the interview. Statisti-
cally significantly more patients took analgesic medication regularly if 
they were not afraid of narcotics (p=0.006). Numerical or VAS scales 
in description of cancer pain were used by only 30% of interviewed 
oncologists. The vast majority of doctors, 86.7%, used opiates for the 
terminal phase of the illness. Conclusion. Assessment and the treat-
ment of cancer pain in Bosnia and Herzegovina remains inadequate, 
emphasizing the need for changes to cancer pain patient care.
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and quality of life, and is associated with 
an increased incidence of medical compli-
cations, increased use of medical services, 
decreased patient satisfaction, and unneces-
sary suffering (5-9). 

A decrease in the intensity of the pain 
is one of the fundamental tasks in clinical 
practice, so identification of factors that in-
fluence the outcome of pain treatment is of 
great importance for improving the quality 
of life of cancer patients. It has been shown 
that pain can be controlled in close to 90% 
of patients when proper guidelines for pain 
management are used (10). Unfortunately, 
despite universal advances in cancer-pain 
management through better anticancer 
therapy in general and better pain manage-
ment as well, there is widespread evidence 
that cancer pain remains inadequately treat-
ed (11-13).

Inadequate treatment of cancer pain is of-
ten caused, especially in countries in devel-
opment, by barriers to the use of analgesics, 
opioids in particular (14). In this respect, 
patient, health care professional-related and 
institutional barriers have been identified 
(15-22). The most significant patient-related 
barriers are the patient’s reluctance to report 
pain and adhere to treatment recommenda-
tions (15).

Effective doctor-patient communication 
is the cornerstone of successful pain treat-
ment; however, poor communication be-
tween patients and their physicians remains 
a pervasive problem (16). Several studies 
have investigated cancer patients’ commu-
nication with healthcare providers concern-
ing their pain experience (17-20). Few of 
these studies have focused on the quality of 
the communication between cancer patients 
and physicians regarding the subject of the 
patient’s pain. The quality of the patient-
physician communication was not satisfac-
tory in general (17-20). Patients want to be 
more active in the process of information 
exchange by expressing their own needs; 

they also want their providers to have better 
communication skills and to address their 
fears regarding cancer pain management as 
well.

Insufficient knowledge and education of 
physicians in cancer pain management has 
been regarded as one of the main factors 
causing inadequate pain relief in cancer pa-
tients all over the world (21). There are insti-
tutional barriers in many countries, such as 
complicated bureaucratic regulations gov-
erning the supply, regulations on prescrip-
tion and administration of opioids, as well as 
problems related to continuity of care, when 
the patient is seen by a number of differ-
ent physicians, across a number of different 
health care settings, with no one capable or 
willing to take responsibility for the overall 
pain management (22). Furthermore, it has 
been shown that changes to legal require-
ments concerning opioid prescription have 
had less influence on the outcomes of pain 
treatment, if compared with patient or phy-
sician-related barriers (23).

Although there have been numerous 
studies on the topic of quality of treatment 
of pain in various countries of the world, this 
is the first study in the area of Bosnia and 
Herzegovina, whose poor socio-economic 
situation in general contributes to poorer 
health care for patients, compared to devel-
oped countries. In most parts of Bosnia and 
Herzegovina patients must buy analgesics, 
which hinders correct medical decisions 
when prescribing analgesics for pain. Also, 
an additional problem is the lack of an ad-
equate number of clinics for pain treatment, 
which makes it difficult for oncologists in 
specific oncological treatment.

The aim of this study was to describe the 
current state of cancer pain management 
in Bosnia and Herzegovina, and to identify 
barriers that may be contributing to improp-
er pain management. Additionally, our goal 
was to compare cancer-related pain control 
between compliant and non-compliant pa-
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tients, in order to provide new guidelines for 
pain management in Bosnia and Herzegov-
ina, since this could have a significant im-
pact on the quality of life of cancer patients 
and give physicians directions in their future 
practice.

Materials and methods

Study design

This was a non-interventional study of 
200 metastatic cancer patients (88 females 
and 112 males) with cancer pain who were 
treated at the Department of Oncology, Uni-
versity Hospital, Mostar in the period from 
September 2011 to April 2012. In the same 
time interval the oncologists who treated 
these patients at the same Department (8 
oncologists) as well as oncologists from the 
largest cancer institution in Bosnia and Her-
zegovina, The Cancer Institute, University 
of Sarajevo (22 oncologists), were given 
questionnaires about pain management. The 
questionnaire used in this study was adapted 
from the questionnaire used to test the qual-
ity of pain treatment in Ankara, Turkey. The 
adapted questionnaire was validated and 
translated to Croatian and back translated to 
English. In the appendix of this study are the 
questionnaires for patients and doctors that 
were used in study.

Participants

The predefined inclusion criteria for pa-
tients were as follows: age >18 years, diag-
nosed with metastatic cancer and existence 
of cancer pain. None of the patients refused 
to participate in the research.  Patients were 
screened to determine whether they met the 
inclusion criteria. They were provided with 
study information, and after the patients 
consented, we enrolled them in the study. 
The patients’ data were marked with a code, 
and anonymous patient data were collected 
and analyzed.

Questionnaire

The patient questionnaire covered the so-
cioeconomic characteristics of the patients, 
including age, gender, marital status, num-
ber of children, education level, number of 
household members, and personal monthly 
income. The “extended family” was regarded 
as a patient living with children and parents 
/ with children and husband-wife / with 
husband-wife and parents. Also,  the ques-
tionnaire covered the  level of satisfaction 
with the information received from doctors 
about pain, its causes and treatment, the type 
of analgesic therapy they received, availabil-
ity of analgesics, satisfaction with treatment, 
physical and mental state after prescribed 
therapy, fear of morphine preparations and  
the most common reason for stopping tak-
ing analgesics.

The patient’s compliance (regularity of 
analgesic usage) was determined in rela-
tion to gender, education, family monthly 
income and the number of family members. 
Concerning questions about pain, patients 
were asked whether their doctor asked them 
about pain, if they reported pain, how much 
time the doctor spent with them talking 
about pain, if the doctor used instruments 
for pain measurement, whether the analge-
sics were free or if doctors asked them about 
pain relief after pain treatment.  Addition-
ally, patients were asked about side effects, 
fear of analgesic addiction and satisfaction 
about pain management. 

In the oncologists’ questionnaires we 
asked these questions: the usage of instru-
ments for pain measurement, preferred 
analgesics for treatment of strong, medium 
and weak pain, the influence of the poor 
economic situation on the choice of analge-
sic treatment, the availability of analgesics, 
the level of knowledge about the treatment 
of the pain, the importance of training in the 
treatment of the pain, their relationship to 
morphine preparations, and the existence of 
centers for pain treatment.



107

Ethics statement

The study was approved by the Ethics Com-
mittee of the School of Medicine in Mostar. 

Statistical analysis

For data processing we used Excel 2000 
(Microsoft, USA) and SPSS Statistics 16.0 
(IBM, USA). A Kolmogorov-Smirnov test 
confirmed the normal distribution of data. 
To compare two sets of numeric data, an 
appropriate parametric test (student t-test) 
was used. Qualitative and quantitative data 
were processed by the appropriate measure-
ment scales(nominal and ordinal) and ana-
lyzed using the chi-squared test. To view the 
results of the survey we used methods of 
relative numbers, such as percentages and 
proportions. Statistically significant values 
were defined as p<0.05.

Results

The characteristics of the 200 patients in-
cluded in the study are shown in Table 1. 

The median age of patients who regularly 
took medication was 59.5 years (min-max 
44-79 years) and this was higher than in the 
group of patients who did not regularly take 
medication, whose median age was 56 years 
(min-max 31-70 years) (p=0.032).

The results of the patients’ questionnaire 
in terms of compliance to analgesic therapy 
are shown in Table 2. 

One hundred and sixteen (58%) patients 
regularly took medication. There was statis-
tically positive correlation between patients 
who reported pain during the interview 
with doctors and regularity of taking medi-
cation (p=0.023): In the group of patients 
who regularly used medication, 96 patients 
(82.8 %) reported pain during the interview 
with a doctor, while only 20 patients (17.2%) 
did not reported pain during the same inter-
view. Twice as many patients (n=76, 65.5%), 

whose doctors always asked about pain, 
were taking analgesics regularly (p<0.001) 
in comparison to the patients whose doc-
tors never asked about pain. In terms of 
whether the doctor used a scale for pain 
measurement, only 18 patients reported that 
the doctor used this scale, while 182 did not 
(p=0.026).  Also, there is a statistically sig-
nificant relationship between analgesic com-
pliance and when oncologists asked cancer 
patients about the reduction in the intensity 
of the pain after administration of analge-
sic in further interviews (p<0.001): when 
the doctor asked patients about cancer pain 
relief after administration of analgesics 108 
patients took them regularly (93.1%). Only 
8 patients (6.9%) took analgesics regularly if 
the doctor did not ask about the cancer pain 
relief after ordination of pain therapy.

Table 1 The characteristics of patients enrolled in 
the study

Characteristics

Total (n) 200

Median age (years; min-max) 58.5 (31-79)

Gender, n (%)

Male 112 (56)

Female 88 (44)

Who do you live with, n (%)

Alone 12 (6)

With children 38 (19)

With husband/wife 60 (30)

With parents 12 (6)

With extended family 78 (39)

Education level, n (%)

Elementary school 94 (47)

High school 84 (42)

University 22 (11)

Personal monthly financial income, n (%)

No allowances 4 (2)

< 500 EUR 132 (66)

500 – 1500 EUR 54 (27)

>1500 EUR 10 (5)
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Mostly due to the shortness of the inter-
view and poor communication, 94 patients 
(47%) said that they were not able to inform 
the doctor clearly about their pain (Table 
2). Eighty-four patients (42%) were taking 
analgesics irregularly because of fear of the 
adverse effects, they did not believe in the 
effect of the drug, or they did not believe in 
it because the drug did not work effective-
ly from the start, so they did not continue 
taking the medication. Sixty-one percent 
of patients had to buy the medication, but 
this did not affect the regularity of taking 
it (p=0.162). Almost twice (1.7 times) as 

many patients who were not afraid of be-
coming addicted to analgesics were in the 
group of patients who regularly took medi-
cation, compared to those patients who did 
not regularly take them. There were twice as 
many of those who were afraid of addiction 
to drugs in the group of those who did not 
use analgesics regularly (p<0.001).

All the other data about the doctors’ ques-
tionnaires about pain can be found in Table 
3. Twenty-one doctors (70%) had more than 
five years’ work experience, and nineteen 
believed that the poor economic situation 
in the country had a great influence on pain 

Table 2 Results of the metastatic cancer patients’ questionnaire according to compliance to analgesic therapy

Question
All 
patients
n=200

Regularity of taking drug

p*Yes No

n=116 n=84

Was your doctor interested in your pain? 

Always 106 76 (65.5) 30 (35.7)

<0.001Sometimes 90 38 (32.8) 52 (61.9)

No interest 4 2 (1.7) 2 (2.4)

Have you reported pain during the interview?
Yes 154 96 (82.8) 58 (69)

0.023
No 46 20 (17.2) 26 (31)

Did your doctor have enough time during the 
conversation with you?

Yes 106 68 (58.6) 38 (45.2)
0.061

No 94 48 (41.4) 46 (54.8)

Did your doctor use 
a scale for pain measurement?

Yes 18 6 (5.2) 12 (14.3)
0.026

No 182 110 (94.8) 72 (85.7)

Did your doctor inform you about analgesic side 
effects?

Yes 86 56 (48.3) 30 (35.7)
0.077

No 114 60 (51.7) 54 (64.3)

Were analgesics free of charge?
Yes 78 50 (43.1) 28 (33.3)

0.162
No 122 66 (56.9) 56 (66.7)

How much did they cost per month  
of therapy (EUR)?

<10    52 26 (22.4) 26 (31)

0.215

10- 4 50 32 (27.6) 18 (21.4)

25-34 12 6 (5.2) 6 (7.1)

35-49 6 2 (1.7) 4 (4.8)

>50 2 0 (0) 2 (2.4)

Were you prescribed analgesic relief pain?
Yes 120 74 (63.8) 46 (54.8)

0.198
No 80 42 (36.2) 38 (45.2)

Was the doctor interested in the reduction in 
pain after treatment with analgesics?

Yes 168 108 (93.1) 60 (71.4)
<0.001

No 32 8 (6.9) 24 (28.6)

Were you afraid of addiction to prescribed pain 
medication?

Yes 80 (40.0) 32 (27.6) 48 (57.1)
<0.001

No 120 84 (72.4) 36 (42.9)

Data are absolute frequencies (%); *χ2 test. 
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treatment of cancer patients. Twenty-six 
doctors (86.7%) preferred administration of 
opioids (fentanyl, buprenorphine) only in 
the terminal phase of the disease, when oth-
er analgesics were not effective. Numerical 
or VAS scales for pain measurement were 
used by only 9 (30%) doctors. Twenty-two 
doctors (73.3%) reported that they always 
educated patients about pain and treatment, 
while 8 physicians (26.7%) educated them 
only periodically. Seventy percent of doctors 
believed that brochures were the best way to 
educate patients about pain, while 23 % pre-
ferred oral or written forms of patient edu-

cation. Nearly half of the physicians (46.7 %) 
had been trained and educated on the sub-
ject of pain management for a period of time 
which lasted over a year, while 40% had fin-
ished their most recent training within one 
year of completing the questionnaire. On 
the other hand, 13.3% of doctors had never 
had any education on the subject of cancer 
pain management. 

Discussion
Despite the fact that many types of cancer 
are now diagnosed early and treated suc-
cessfully, unfortunately there are still large 

Table 3 Results of the oncologists’ questionnaire about pain treatment

Question All doctors (n=30)

Price of analgesics Asked patients of the possibility of paying 22 (73.3)

Did not ask about payment 8 (26.7)

Most commonly used analgesics NSAR 17 (56.7)

Paracetamol 4 (13.3)

Tramadol 8 (26.7)

Fenacetin 1 (3.3)

Preferred form of administration of 
opioids

Oral 19 (63.3)

Transdermal 9 (30)

Other 2 (6.6)

Need for free analgesics Yes 27 (90)

No 3 (10)

Use of adjuvant drugs Yes 26 (86.7)

No 4 (13.3)

How often do you ask patients about 
pain?

Always 22 (73.3)

Sometimes 8 (26.7)

Methods of measuring pain Do not use instruments to measure pain 21 (70)

VAS scale 2 (6.7)

Numerical scale 7 (23.3)

Interested about pain reduction after 
ordination of analgesics

Always 27 (90)

Sometimes 3 (10)

Satisfaction with existing education about 
pain

No 26 (86.7)

Yes 4 (13.3)

How much time has passed since your last 
education about pain management?

<6 months 5 (16.7)

6 - 12 months 7 (23.3)

>12 months 14 (46.7)

I’ve never had any education about pain treatment 4 (13.3)

Data are absolute frequencies (%); NSAR=Non steroid Anti-rheumatic Drugs; VAS= Visual analogue scale.
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numbers of cancer patients, especially with 
metastatic disease, who suffer from pain 
associated with cancer (3, 4). Among Eu-
ropean countries, wide differences in the 
quality of oncology care are observed, es-
pecially when comparison is made between 
«old» and «new» EU members, or between 
developed and developing countries (24). 
The cancer problem in general, and cancer 
pain management in particular, is the worst 
and fastest growing among transitional and 
middle income countries, and consequently 
cancer survival is significantly lower in tran-
sitional European countries than in the de-
veloped ones (24). While there have been 
numerous studies in various countries of the 
world on the subject of quality of the pain 
treatment in cancer patients, the factors 
that make treatment of pain inadequate and 
studies from transitional, developing coun-
tries are still lacking. This is the first study 
on the subject of cancer pain management 
carried out in the territory of Bosnia and 
Herzegovina. Barriers that hinder adequate 
pain treatment are classified as barriers re-
lated to health care professionals, patients 
and the health care system (8, 15, 21). The 
most common barriers to adequate pain 
treatment relating to patients and doctors 
are poor communication and fear of opioids 
(15). Similarly, in our study, 47% of patients 
had the opinion that their conversation re-
garding the causes and treatment of pain 
with their doctor did not last long enough. 
Most patients attributed this problem to the 
length of time which doctors dedicate to 
patients, which leads to the fact that half of 
the patients are not familiar with the cause 
of the pain they are suffering from. Quality 
of communication did impact compliance 
with the prescribed analgesics, as we found 
that there were twice as many compliant 
patients in the group whose doctor always 
asked about pain.

It is interesting to mention that in the 
group of patients who regularly used medi-

cation, 96 patients (82.8 %) reported pain 
during the interview with a doctor, while 
only 20 patients (17.2%) did not report pain 
during the same interview. According to 
the results of the study by Anderson et al. 
concerning doctor-patient communication, 
patients testified that 93%-100% of doctors 
had asked about the presence of the pain, 
which is not the case in our study, where 
only 53% of patients stated that their doctor 
had asked them about the presence of pain 
(17). The reason why our results are worse 
probably lies in the fact that there is only a 
small number of oncologists, who care for 
a large number of patients. Moreover, the 
primary focus of most oncologists is often 
on the treatment of the cancer, which often 
results in lower commitment to supportive 
medicine in general, including pain treat-
ment. Besides this, other possible reasons are 
the lack of proper education in cancer pain 
management, the lack of cancer pain clinics 
and adequate multidisciplinary work, the 
limited availability of analgesic drugs, and 
the negative opinion of society in general 
about narcotic drugs, and social and cultural 
barriers in general. Patients are often denied 
adequate medication for pain due to fear of 
opioids among physicians, nurses, patients 
and family members (25). Coward and his 
colleagues found that most patients do not 
take regular medication because of fear of 
opioids (19), which is similar to our results, 
where we found a statistically and clinically 
significant correlation between the regular-
ity of taking analgesics and fear of opioids. 
Knowledge of the principles of medical pain 
treatment among physicians varies greatly 
in different countries of the world, from 
25%-30% to almost 100% (26, 27). 

Oncologists are generally poorly edu-
cated when it comes to the administration 
of opioid analgesics. In line with this, our 
doctors used a scale for pain measurement 
only in 18 out of 200 patients. Studies show 
that physicians in Western Europe have bet-
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ter knowledge about opioid analgesics than 
their counterparts in the southern parts of 
Asia (28). In a study by Peker at al. (29) they 
showed that education is a substantial prob-
lem in cancer pain management in Turkey, 
where only 35% of doctors had some form 
of pain management education during their 
residency training. Similarly, in our study, 
only slightly more than 10% of the oncolo-
gists interviewed considered their pain care 
education adequate.

In many countries, as is the case in Bos-
nia and Herzegovina, institutional barriers, 
such as the intricate bureaucratic regulations 
related to distribution and administration of 
opioids, create barriers to effective analgesic 
care (22, 23). Unfortunately, in most coun-
ties of Bosnia and Herzegovina, patients are 
not covered by insurance for the majority 
of analgesic drugs, particularly transdermal 
opioids (buprenorphine, fentanyl). All of 
this creates a major obstacle in the medical 
decision-making process when prescribing 
adequate analgesics, or limits the freedom of 
doctors in good clinical practice in the treat-
ment of pain. According to our research, 
60% of patients had to buy medicine them-
selves and therefore most doctors prescribe 
analgesics with the financial background of 
the patients in mind. All doctors believe that 
the unsatisfactory socio-economic situation 
of the country greatly affects the quality of 
treatment of pain, and that one of the first 
steps in the improvement of pain treatment 
should be the introduction of a free analge-
sics list. It is considered to be of great im-
portance to note the need to organize a pain 
treatment clinic, as suggested by oncolo-
gists, for these do not exist in any institution 
where the study was conducted.

Although the World Health Organiza-
tion has had a tremendous impact in chang-
ing policies relating to cancer pain manage-
ment, still in many parts of the world even 
simple analgesics, particularly morphine, 
are not available for cancer pain (17, 30, 31), 

which is also visible from the results of our 
survey. It is worth noting that Bosnia and 
Herzegovina is at the bottom of European 
opiate consumption for morphine (0.6750 
mg/per capita) compared to the neighbor-
ing country Croatia (2.6303 mg/per capita) 
or a developed country such as Denmark 
(55.9 mg /per capita) (32).

It is essential in each country to deter-
mine the severity of barriers to the effective 
treatment of cancer pain, and to set priori-
ties for their elimination, in order to im-
prove the treatment of cancer pain and to 
create the conditions for implementation of 
guidelines for the treatment of pain, which 
unfortunately we do not have in Bosnia and 
Herzegovina.

Limitation of study

A potential limitation of our study was the 
relatively small absolute number of patients 
and oncologists included in research. Nev-
ertheless, this is a relatively high number 
for a small country like Bosnia and Herze-
govina, especially when the number of on-
cologists considered, since more than 50% 
of the country’s oncologists were enrolled 
in the study. Also, in our research we used 
the questionnaire only to define the patients’ 
satisfaction with the quality of pain therapy 
and compliance to the therapy, and not other 
methods to check adherence to pain therapy. 
Many methods have been used to measure 
adherence, each of which is limited by biases 
and methodological flaws (33). The potential 
effect of the measurement itself, termed the 
“Hawthorne effect,” must be considered (34, 
35). This is the effect (often beneficial or pos-
itive) on the outcome of observation itself. 

Conclusion
Between patients who regularly take medi-
cation and those that do not, we did not 
find any statistically significant difference in 
terms of gender, education, monthly income, 
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nor in terms of the number of members in 
the household. In the group of patients that 
the doctor always asks about pain, almost 
twice as many take regular therapy for pain, 
so doctors need to focus on this important 
part of therapy. Information about the reg-
ularity of the use of analgesics in patients 
treated for malignant diseases indicates the 
need for better cooperation between doc-
tors and patients (47% of patients reported 
that their doctor did not have enough time 
for the conversation about pain therapy). 
Therefore, state policies should aim to in-
crease the number of oncologists in Bosnia 
and Herzegovina. This would give oncolo-
gists more time to spend with their patients, 
which would increase patient compliance in 
pain management. Since no uniform guide-
lines about pain management in our country 
exist, they should be drawn up in order to 
help oncologists in their everyday practice. 
In order to establish uniform guidelines, 
doctors need to have better education about 
the treatment of cancer pain. This can be 
achieved through the organization of pain 
clinics, which would be accessible and avail-
able to cancer patients. Additionally, basic 
analgesics should be freely available on the 
general hospital list to all patients suffering 
from cancer. We recommend that lectures 
related to pain management in cancer pa-
tients should be included in the curriculums 
of all Medical Schools, and be part of physi-
cians’ training in all training establishments 
in Bosnia and Hercegovina.

What is already known on this topic
The first pain clinic was established in 1961 in the USA. Pain 
clinics are an important part of health care, specialized in pain 
management. Among European countries wide differences are 
observed in the quality of oncology care, especially when a 
comparison is made between developed and developing coun-
tries. Cancer pain management is worst, but the fastest grow-
ing among transitional and middle income countries. In many 
countries, as is the case in Bosnia and Herzegovina, institu-
tional barriers, such as the intricate bureaucratic regulations 
related to distribution and administration of opioids, hinder 
effective analgesic care. This is the first study about pain man-

agement in Bosnia and Herzegovina. Pain clinics in Bosnia 
and Herzegovina mostly employ only physicians and nurses. 
Many treatments available in the pain clinics analyzed are not 
evidence-based. 

What this study adds
According to results from our study we need better pain man-
agement in our country through education of doctors, organi-
zation of pain clinics and free analgesics available on the gen-
eral hospital list. 
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Appendix

1. Questionnaire for patients
1. Age: __________________

2. Gender
    A. Female
    B. Male

3. Education:
    A. Illiterate
    B. Elementary school
    C. High school
    D. University

4. Family financial benefits
    A. No allowances
    B. < 500 EUR
    C. 500 – 1 500 EUR
    D. > 1 500 EUR

5. Number of household members
    A. Single
    B. With children
    C. With husband/wife
    D. With parents
    E. With extended family

6. Diagnosis
    A. Breast cancer 
    B. Colon cancer 
    C. Gynecological cancer
    D. Lung cancer
    E. Urogenital cancer
    F. Melanoma
    G. Head and neck cancer



115

7. Does your doctor ask you about pain?
    A. Always
    B. Sometimes
    C. Never

8. If pain is present do you report it to the doctor every time?
    A. Yes
    B. No 

9. If the answer is NO, why do you not tell the doctor about your pain?
    A. I can bear the pain
    B. Because of the fear that I will not receive oncological treatment
    C. Because of the fear that the disease has worsened
    D. I wait for the doctor to ask me about pain

10. Do you have enough time in conversations with the doctor about pain, its causes and treat-
ments?
      A. Yes
      B. No

11. If the answer is no, what you think is the most important reason for that?
      A. The doctor does not have enough time
      B. I do not insist on talking about pain
      C. I don’t know.

12. Do you know what causes your pain?
     A. Yes
     B. No

13. Does the doctor use a scale for pain measurement?
      A. Yes
      B. No

14. Does your doctor prescribe analgesics, when you mention pain?
     A. Yes
     B. No

15. Do you know the most important side effects of the analgesics?
      A. Yes
      B. No

16. Do you pay for the drugs yourself?
     A. Yes
     B. No
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17. How much do they cost per month of therapy?
     A. < 10 EUR
     B. 10 - 25 EUR
     C. 25- 35 EUR
     D. 35 - 50 EUR
     E. >50 EUR 

18. Do you take the medication regularly?
      A. Yes
      B. No

19. If the answer is no, why do you not take the medication regularly?
      A. I do not believe in medication.
      B. Because of the adverse effects of the drug
      C. Because the drug did not act immediately 
      D. Because of fear of addiction

20. Was the drug effective?
      A. Yes
      B. No

21. Was your doctor interested in pain reduction after treatment with analgesics?
      A. Yes
      B. No

22. Do you have any side effects?
      A. Yes
      B. No

23. Which side effects do you have?
________________________________________

24. Do you believe in analgesic addiction?
      A. Yes
      B. No

25. If you use other forms of treatment for pain, what are they?
      A. Acupuncture
      B. Yoga
      C. Psychological treatment
      D. Physical therapy
      E. Propolis, honey, tea…

27. How satisfied are you with the prescribed medications?
     A. Very satisfied
     B. Satisfied
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     C. Slightly satisfied
     D. Unsatisfied

28. What is your general health like when you take analgesics?
      A. Very good
      B. Good
      C. Moderate
      D. Bad
      E. Very bad

32. How satisfied are you with your doctor?
      A. Very satisfied
      B. Not very satisfied
      C. Dissatisfied

33. Are you satisfied with education about pain treatment?           
      A. Very satisfied
      B. Not very satisfied
      C. Dissatisfied

34. Does your family participate in treatment of pain?
      A. Always
      B. Sometimes
      C. Never

2. Questionnaire for doctors

1. You are a:
    A. Medical oncologist
    B. Radiation oncologist
    C. Medical and radiation oncologist

2. Where are you working?
_____________________________________________

3. How long have you been treating oncological patients?
     A. < 5 years
     B. 5 - 10 years
     C.  > 10 years

4. Do you have radiotherapy in your institution?
     A. Yes
     B. No
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5. If the answer is no, how much does this affect treatment of pain? 
     A. No influence
     B. Some
     C. A great deal

6. How often do you ask patients about pain?
    A. In 100% cases
    B. 75 - 99% cases
    C. 50 - 75% cases
    D. 25 - 49%
    E. 0 - 25%
    F. No one

7. What  is your preferred way to test intensity of pain?
    A. Through conversation
    B. VAS scale
    C. Numerical scale 
    D. Macgill  questionnaire
    E. Other……………………………………………..

8. Do you ask your patients how much their therapy costs per month?
    A. Always
    B. Never

9. Which analgesics do you prescribe for low level pain?
    A. NSAR
    B. Paracetamol
    C. Tramal
    D. Aspirin
    F. Other………………………………………………….

10. What do you do when a patient has strong pain initially?
     A. I immediately use opioids
     B. I first use weak opioids then gradually increase
     C. It depends on the patient and diagnosis

11. Which is your preferred route of drug administration?
      A. Oral
      B. Subcutaneous
      C. Intravenous
      D. Intramuscular
      E. Transdermal

12. Are transdermal analgesics free in your canton?
      A. Yes
      B. No
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14. Do you think it is necessary to improve the list of free analgesics?
      A. Yes
      B. No

15. Do you have an out-patients’ pain clinic in your hospital?
      A. Yes
      B. No 

16. If no, do you think that is necessary to have an out-patients’ pain clinic?
      A. Yes
      B. No

17. Do you use adjuvant drugs for treatment of pain?
      A. Yes
      B. No

18. Are you  interested in pain reduction after treatment with analgesics? 
      A. Always
      B. Never

19. Do you educate patients about pain and analgesics?
      B. Always
      C. Sometimes, especially when the patient insists
      D. Never

20. What you think is the best way to educate patients? 
      A. By word of mouth
      B. Brochures
      C. Cds
      D. Other

21. Do you think that patients should receive strong opioids in the terminal phase of their ill-
ness?
      A. Yes
      B. It depends  on their general condition and diagnosis
      C. No

22. Do you think that education about pain is necessary for other medical workers than doc-
tors?
      A. Yes
      B. No 

23. Do you think that the bad economic situation affects treatment of pain?
      A. Yes 
      B. No
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24. Are you satisfied with your education about pain?
      A. No
      B. Yes

25. How much time has passed since you had training about pain?
      A. <6 months
      B. 6-12 months
      C. >12 months
      D. I have never had any education about pain

26.  If you use some nonmedical forms of treatment of pain, they are:
_______________________________________________________


