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In this issue of Supportive Care in Cancer, new data
regarding the epidemiology of cancer pain and break-
through pain (BTP) in an oncologic population are
reported [1]. The editorial process was complex due to
contrasting opinions among reviewers. The main prob-
lem was related to the unselected cohort of cancer
population, independently from the stage of disease,
admitted to an outpatient oncology clinic; cross-
sectional design; reporting of old data; no distinction
between new patients and follow-up visits; or lack of
definition for palliative care patients and patients visited
for oncologic treatments. Moreover, some issues, like
the pain interferences with sleep, cannot be appropriate-
ly assessed, unless in longitudinal studies, providing
only a mere association rather than a clear relationship.
Finally, it is unclear which one of the pains, background
pain or breakthrough pain, is interfering with sleep.
While this kind of study offers a photograph of an
institutional population referred to an outpatient onco-
logic clinic, data cannot be extended to other settings or
other population. Perhaps, a comparison with a similar
oncological population reported in large sample of pa-
tients existing in literature would have been of benefit
[2].

Nevertheless, these data regarding this unselected
population attending an oncologic outpatient clinic re-
flect what may happen in this context and provide
useful information. Oncologists should routinely screen

patients with pain, and focus on its characteristics to
plan an adequate treatment. An early identification of
patients to be referred to a palliative care consultation is
of paramount importance [3]. On the other hand, a
positive cultural pressure of palliative care teams may
positively influence the attitudes of oncologists in can-
cer pain management [4]. Authors report that 22 % of
patients have a significant pain, that I assume to be >4,
but overall, the mean intensity was quite low. Unfortu-
nately, we do not know if it is the outcome of an
analgesic treatment or a spontaneous finding. Data re-
garding the appropriateness of the use of analgesics
would have been of benefit. From these data, it seems
that patients are in a very early phase of disease, met-
astatic or not, as only a minority potentially would
require some therapeutic intervention at those levels of
pain intensity. Alternatively, one could argue that oncol-
ogists are treating relatively well their patients.

Breakthrough pain has been the subject of several
controversies, either from the epidemiological or
therapeutical point of view. It is unclear if the denom-
inator of 21 % found in this study regards the entire
population examined or the number of patients with
chronic pain. Given the lack of a clear definition “a
priori”, we are unable to interpret this information. The
prevalence of breakthrough pain has been recently
assessed in a pooled analysis of literature [5]. The
lowest prevalence rates were detected in studies con-
ducted in outpatient clinics (39.9 %), and the highest
prevalence was reported in studies conducted in hospice
(80.5 %). It has been established that the large variabil-
ity depends on the setting, as well as the clinical and
organizational issues. For instance, clear differences
have been found between very advanced cancer patients
followed at home and unselected patients recruited in an
oncologic setting, like those observed in this study [6,
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7]. Thus, breakthrough pain should be considered as a
dynamic entity dependent on several factors, including
analgesic treatment, level of physical activity, and the
course of disease [8].
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