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Abstract 

Background The ongoing COVID‑19 pandemic has impacted health systems globally and affected managing many 
chronic conditions, including cancer. This study aimed to explore the perceptions of multi‑disciplinary cancer care 
providers on how cancer pain management was affected by the COVID‑19 pandemic.

Methods Participants were eligible if they were cancer care providers of any specialty and discipline from two 
tertiary hospitals in Australia. Data were collected using semi‑structured interviews to explore cancer care providers’ 
perspectives on cancer pain management within COVID‑19. Thematic analysis of interview transcripts used an inte‑
grated approach that started with inductive coding before coding deductively against a behaviour framework called 
the COM‑B Model, which proposes that ‘capability’, ‘motivation’ and ‘opportunity’ are requisites for any behaviour.

Results Twenty‑three providers participated. Five themes were developed and interpreted from the analysis of data, 
namely: “Telehealth enables remote access to cancer pain management but also created a digital divide”, “Access 
to cancer pain management in the community is compromised due to the pandemic”, “COVID‑19 negatively impacts 
hospital resource allocation”, “Patients were required to trade off cancer pain management against other health priori‑
ties” and “Hospital restrictions result in decreased social and psychological support for patients with cancer pain”.

Conclusions The landscape of cancer pain management in the Australian health system underwent substantial 
shifts during the COVID‑19 pandemic, with lasting impacts. Cancer care providers perceived the pandemic to have 
significant adverse effects on pain management across multiple levels, with repercussions for patients experiencing 
cancer‑related pain. A more adaptive health system model needs to be established in the future to accommodate 
vulnerable cancer patients.
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Background
Pain is one of the most common symptoms present at 
cancer diagnosis, and its prevalence increases over the 
course of treatment and as the disease progresses [1]. Of 
patients with cancer, over half will suffer pain and one-
third with moderate to severe intensity [2]. Pain in people 
with cancer is deleterious to quality of life due to impacts 
on physical, psychological, and social functioning [1, 2]. 
Effectively managing cancer pain requires comprehensive 
assessment and a multi-disciplinary approach to care [1].

In December 2019, the first case of SARS-CoV2 
(COVID-19) was reported in Wuhan, China. Since 
then, COVID-19 has impacted health systems globally, 
including in Australia [3]. Whilst deaths from COVID-
19 in Australia have been relatively low compared to 
many other countries, the health system was substan-
tially impacted by public health measures introduced to 
slow down the spread of the disease [3]. These included 
a wide-scale extension of reimbursement for telehealth 
to replace face-to-face consultations with primary and 
secondary care providers, [4] redeployment of staff, 
reductions in screening programs, restrictions on elec-
tive surgeries and suspension of some treatments [3] 
and visitor restrictions for hospital inpatients [5]. Cancer 
patients have an elevated risk of mortality or develop-
ing severe symptoms from COVID-19 [5]. Public policy 
and patients’ fear of COVID-19 have combined to reduce 
face-to-face presentations to cancer services, hospitals [6, 
7] and general practice, [8] with a rise in demand for tel-
ehealth consultations and community care [7, 8]. Physical 
distancing orders have increased patients’ social discon-
nectedness, increasing anxiety for cancer patients, carers, 
and families [5].

Whilst the above summary outlines the impacts of 
the COVID-19 pandemic on cancer care in general, its 
impacts on cancer pain management, more specifically, 
have not been investigated [8]. The current study aimed 
to explore the perceptions of multi-disciplinary cancer 
care providers on how cancer pain management was 
affected by the COVID-19 pandemic. By exploring the 
effects of the pandemic on cancer pain management, 
this study aimed to determine potential avenues of sup-
port for patients with cancer with a view to examine the 
impact on their pain management and enhance continu-
ity of care.

Methods
Aim & Design
The study took a qualitative approach to allow an in-
depth exploration of the experiences and attitudes of 
providers regarding the influence of COVID-19 on can-
cer pain management. We used an integrated approach 
that combined inductive with deductive components to 

ensure that results built on previous understanding whilst 
remaining open to unexpected insights [9]. Reporting of 
the study adheres to the consolidated criteria for report-
ing qualitative research (COREQ) [10].

Ethics approval was obtained from the Sydney Local 
Health District Human Research Ethics Committee, 
approval number: X21–0312 & 2021/ETH11313. All par-
ticipants gave written informed consent before partici-
pating. All research procedures were in accordance with 
the Declaration of Helsinki.

Setting and participants
Eligible participants were cancer care providers at two 
tertiary teaching hospitals directly providing in-patient 
and/or outpatient care for patients with cancer-related 
pain. Participants were recruited using email invitations 
through clinical departments. Permission was sought 
from clinical departments involved in cancer pain man-
agement to send out invitations regarding the study on 
behalf of the research team. Those interested in partici-
pating were further contacted by research staff individu-
ally to explain the study further. We included participants 
from any specialty and discipline to explore a fuller range 
of perspectives. Snowball sampling was implemented by 
encouraging participants to invite colleagues to partici-
pate [11].

Data collection
Data were collected via semi-structured interviews con-
ducted face-to-face and over Zoom video-conferencing. 
Interviews were conducted by two medical students, one 
female (GC) and one male (EE), between February and 
March 2022. Neither interviewer had prior experience in 
qualitative research but received guidance from an aca-
demic social scientist with substantial experience (TL). 
No prior relationships existed between participants and 
interviewers. An interview guide was developed by the 
research staff and aimed to allow the elicitation of per-
spectives and experiences of participants (Supplementary 
Table 1). The guide was constructed around open-ended 
questions with probes to explore further questions. Each 
interview was audiotaped and lasted between 7 and 
45 minutes. No interviews were repeated. Handwritten 
field notes were taken during interviews to supplement 
transcripts and summarise key discussion points.

Data analysis
Transcriptions were managed in the program ‘NVIVO’ 
(Release 1.6.1). Analysis used an integrated approach 
specifically designed to explore how cancer pain man-
agement was affected by the COVID-19 pandemic. 
Each transcription was read carefully and compared 
with audio recordings to ensure accuracy, then coded 
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inductively and descriptively. Two researchers (EE and 
GC) completed the coding of all transcripts to develop an 
initial codebook. Following this, GC performed deduc-
tive coding to code against categories according to an 
established framework for understanding behaviour 
called the COM-B Model, which proposes that ‘capabil-
ity’, ‘motivation’ and ‘opportunity’ are pre-requisites for 
any behaviour [12, 13]. The COM-B model is the most 
widely used theoretical framework for analysing behav-
iour in health, both for patients and health care profes-
sionals, including cancer pain. It is based on a systematic 
review and synthesis of 19 behaviour change frameworks 
and has the potential to identify system- and service- as 
well as clinician- and patient-level interventions that will 
be useful for improving outcomes [12]. Themes were 
derived from data analysis and discussed and agreed on 
by two researchers (GC and EE) to enrich interpretation 
and guard against bias from one person’s perspective. 
Subthemes within the core themes were summarised 
alongside illustrative quotations from participants identi-
fied with a participant number (Supplementary Table 2) 
in Table 2.

Results
Twenty-three participants were interviewed. They were 
predominantly medical officers (n = 12) and female 
(n = 14) and had a median of 15 years of clinical experi-
ence (inter-quartile range = 14, Table 1).

Five themes were developed and interpreted from the 
analysis of data collected: “Telehealth enables remote 
access to cancer pain management but also created a 
digital divide”, “Access to cancer pain management in 
the community is compromised due to the pandemic”, 
“COVID-19 negatively impacts hospital resource allo-
cation”, “Patients were required to trade off cancer pain 
management against other health priorities” and “Hos-
pital restrictions result in decreased social support for 
patients with cancer pain”. Subthemes within each theme 
and illustrative quotations are categorised according to 
the COM-B model (Table 2) [12].

Telehealth enables remote access to cancer pain 
management but also creates a digital divide
Physical opportunity
Some participants perceived telehealth helped patients 
avoid travelling to access care for cancer-related pain. 
This was perceived to be particularly beneficial for 
patients from rural communities. Furthermore, one par-
ticipant noted that “it [telehealth] means that the patients 
are in the comfort of their own home” (C06, Clinical Nurse 
Specialist).

On the other hand, telehealth was perceived to be 
suboptimal in ways that negatively impacted pain 

management, including a reduced ability to assess and 
examine patients, including the capacity to read patient 
expressions. One participant found that “the GPs [Gen-
eral Practitioners] are reluctant, as they are ‘telehealth-
ing’ to chart any kind of opioids [for cancer pain] because 
they’re not seeing them in person.” (C12, Clinical Nurse 
Consultant).

Psychological capability
Some participants identified that the use of telehealth 
reduced their ability to build rapport with patients, espe-
cially when conducted by telephone rather than video-
conference. In addition, most participants reported being 
less able to recognize patient cues and expressions con-
tributing to their assessment of cancer pain and general 
health. One participant mentioned that “…the fact that 
they’ve seen no one face to face and no one actually identi-
fies how much pain [cancer patients] are in, unless they 
ask the question.” (C01, anaesthetic specialist) Some par-
ticipants highlighted that, unless directly questioned, 
some patients might not report being in pain or may 
under-report their cancer pain, leading to it going uni-
dentified. One of the oncology specialists stated, “I truly 
think that when it comes to managing patients’ symptoms, 
and I think pain, it should be done by video call because 
you need to see the patient’s expression. They might be 
downplaying a lot of things when they’re in pain.” (C22).

Table 1 Characteristics of interviewed participants (n = 23)

Characteristics N (%)

Female 14 (61)

Clinical role

 Medical 12 (52)

 Nursing 9 (39)

 Allied health 2 (9)

 Pharmacist 1 (4)

 Music therapist 1 (4)

Medical specialty

 Anaesthetist 4 (17)

 Oncologist (medical and radiology) 2 (9)

 Palliative care physician 2 (9)

 Intensivist 1 (4)

 Pain management physician 1 (4)

 I preferred not to say 1 (4)

Cancer patients seen per week

  > 40 6 (26)

 31–40 2 (9)

 21–30 3 (13)

 10–20 8 (35)

  < 10 2 (9)

 Not recorded 2 (9)
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Some participants also perceived the clinician-
patient communication and therapeutic relationship 
as negatively impacted by telehealth, both in terms of 
engaging with patients empathetically and enabling 
patients to communicate their experience fully. Par-
ticipants observed that the psychosocial implications 
of pain required a level of human interaction only pos-
sible through face-to-face consultations. One participant 
explained that “because cancer pain is not only biological 
and diagnostic pain, it also has other implications, psy-
chosocial implications. So those people you need to have 
an interaction like human to human, face to face inter-
action for giving good quality comfort care, which I don’t 
think telehealth can completely replace.” (C10, Junior 
Medical Officer).

Furthermore, some participants observed that tele-
health was impeded by a lack of skills both on their part 
and that of patients. They perceived it difficult to transfer 
clinical skills to the telehealth medium and found older 
patients struggled with technology, especially videocon-
ferencing. For instance, “…patients have difficulty getting 
on to the video telehealth consult. The other thing is that 
elderly patients are not particularly IT savvy, so they can 
have difficulty as well.” (C22, oncology specialist).

Changes in accessing cancer pain management 
at a community level
Physical opportunity
A small proportion of participants noted that COVID-
19 had seen a reduction in face-to-face appointments 
offered by general practitioners and a reduction in com-
munity healthcare services thereby negatively impacting 
the care of patients with cancer pain. One participant 
also suggested that “…there definitely needs to be more 
resources in the community. I think the focus really should 
be allowing access to pain management strategies, spe-
cialists, palliative care, pain management at home.” (C15, 
palliative care registrar).

Impacts of COVID-19 on hospital resource allocation
Physical opportunity
Several participants noted government COVID-19 
restrictions on elective surgeries in hospitals significantly 
impact the management of cancer pain because these 
included interventional procedures, despite these being 
viewed as a priority. One pain management specialist 
said, “…so, they [hospital] stopped elective surgery…. We 
have managed to do some cancer pain interventions on 
the emergency list…So it’s still feasible to do, but it’s just 
not very efficient.” (C17).

Additionally, most participants identified reallocating 
hospital beds for COVID-19 patients and staff short-
ages as key issues, with hospital staff being redeployed to 

vaccination clinics, health hotels, other departments, and 
wards. “A lot of cancer nurses would have been redeployed 
to RPA virtual, contact tracing, vaccination clinics, and 
intensive care and special health accommodation.” (C20, 
Clinical Nurse Consultant).

Perceptions of COVID-19 and balancing health priorities
Reflective motivation
Most participants observed that many patients with can-
cer pain were apprehensive about presenting to the hos-
pital due to fear of exposure to COVID-19 from staff or 
other patients. In the context of a cancer pain exacerba-
tion, this was described by one participant as contrib-
uting to prolonged suffering from pain. “People having 
pain crises or exacerbations of their pain couldn’t come in 
as readily…. Patients are often reluctant to present even 
when they were in pain, so you’d find they were suffering 
for many days or weeks because of the fear.” (C15, pallia-
tive care registrar).

Hospital restrictions and implications for social support 
for patients with cancer pain
Social opportunity
Several participants described the important role that 
visits from family and friends played in providing social 
support to cancer inpatients. Participants noted that 
restrictions on hospital visitors implemented during 
COVID-19 had psychological implications for cancer 
patients with pain. One palliative care registrar men-
tioned that “there’s a lot of psychological factors in pain 
management…not being allowed to have family mem-
bers present during the pandemic has really impacted 
the experience of pain. I think people have suffered more.” 
(C15).

Discussion
This study explores cancer care providers’ perspec-
tives on the impact of COVID-19 on managing pain in 
patients with cancer in Australian hospitals. Partici-
pants perceived the pandemic to have significant adverse 
effects on pain management across multiple levels, with 
repercussions for patients experiencing cancer-related 
pain. The findings in our study are consistent with cur-
rent literature regarding the impact of the pandemic on 
pain management. In addition to these findings, we iden-
tified unique challenges faced by patients with cancer, 
especially those in the active treatment phase and those 
with a terminal diagnosis.

The widespread uptake of telehealth was perceived to 
improve access to cancer pain management and allow 
access to healthcare from a comfortable environment. 
In the past, tele-supervision, tele-trial and tele-chemo-
therapy have shown promising results in delivering care 
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in regional and low-resource health settings [14, 15]. In 
other research, telehealth has been found to reduce the 
necessity of patients to travel to appointments, thereby 
minimising transmission of COVID-19 during the pan-
demic [4, 6]. Additionally, providing care in a familiar 
environment using telehealth creates an avenue for tai-
lored and patient-orientated care [16].

Telehealth has improved access and shown evidence of 
discrepancies between patients and healthcare provid-
ers in acceptance of explaining physical examinations by 
this method in different healthcare settings even before 
the COVID-19 pandemic [14, 15, 17]. Telehealth is par-
ticularly useful for patients who are known to the pain 
management team and require none or minimal physi-
cal examinations. It is more beneficial and convenient for 
both patients and healthcare providers to discuss chronic 
pain conditions and make treatment plans through tel-
ehealth [18, 19]. Moreover, it has reported no differ-
ences in service delivery and standard of care whether 
patients had telehealth or in-person physical examina-
tions [18, 20]. However, certain aspects of face-to-face 
consultations were perceived to be inaccessible through 
telehealth, especially for those patients who require pain 
procedures or some specific examination [19]. Identifying 
clinical problems may be limited by the inability to physi-
cally examine patients when utilising telehealth, particu-
larly telephone-based telehealth [21]. Furthermore, a lack 
of physical examination of oncology patients may result 
in patient perceptions of reduced quality of care and fears 
of inaccurate assessment of wellbeing [22]. Whereas, pre-
vious studies have proposed that videoconferencing be 
used in conjunction with consultations conducted via 
telephone to allow clinicians to recognise patient expres-
sions and cues [23]. Clinical guidelines in using a mixed 
model of videoconferencing, telephone and in-person 
care should be considered in future practice to improve 
cancer pain management even beyond the context of the 
pandemic.

The future role of telehealth in pain management as 
the world enters a new phase of the pandemic requires 
careful consideration. As the government in Australia 
moves towards reducing the utilization of telehealth 
in pain management (with the removal of Medicare 
Benefits Schedule item numbers for telephone consul-
tations for pain management), no exemption or adapta-
tion was made to accommodate the vulnerable cancer 
patient population. While it is reasonable to encour-
age improvements in functional levels and in-person 
attendance to consultations for patients with chronic 
pain, [24] the needs of patients with cancer are differ-
ent. Time toxicity [25]-spending unnecessary time in 
the waiting room, travelling to attend consultations, 
dealing with limited life expectancy, and potentially 

risky exposure to infectious elements in the community 
while immunosuppressed, are visible examples of nega-
tive impacts. Additionally, cancer patients’ culturally 
and linguistically diverse (CALD) backgrounds need a 
collaborative approach, such as virtual translators, to 
maximise the support and health benefits [26].

Participants in the current study also perceived 
technological literacy contributed to the digital divide 
that emerged in cancer pain management during the 
pandemic. Widespread use of telehealth may lead to 
reduced outcomes for certain groups, such as patients 
from culturally and linguistically diverse backgrounds 
and those with lower health and technological literacy 
[4]. These issues are especially important to consider in 
the context of opioid prescribing for cancer pain. Racial 
disparities in opioid prescribing for chronic pain have 
been well-researched, and clinicians’ patterns of pre-
scribing may be influenced by their own biases towards 
minority patients [27]. In this study, it was perceived 
that general practitioners were hesitant to prescribe 
opioids for cancer pain over telehealth. It is therefore 
important to consider if hesitancy by clinicians to pre-
scribe opioids during telehealth consultations and 
existing racial disparities in opioid prescribing could 
result in a double disadvantage for specific patient 
groups. Further research into the interplay of such dis-
parities and the widespread use of telehealth in cancer 
pain management and indeed, more widely chronic 
pain, requires further research as telehealth continues 
to be widely utilised beyond the pandemic era.

It is well established that cancer pain does not exist 
in isolation but rather is influenced by psychological, 
social, and physical factors that contribute to a patient’s 
experience of pain [28]. Participants in this study pro-
vide new insights into the impact of the COVID-19 
pandemic on cancer patients’ experience of cancer pain. 
Hospital visitor restrictions were perceived to result in 
a loss of social support for patients with cancer, con-
tributing negatively to pain experienced, especially in 
the context of patients with advanced disease. Restric-
tions, while beneficial for reducing the transmission of 
COVID-19, were perceived to heighten patient distress 
and limit the psychological benefits normally avail-
able through social support [23]. Similarly, healthcare 
measures introduced during the pandemic have been 
recognised to have significant ramifications on chronic 
pain management, with patients unable to access cer-
tain treatments that may have been considered ‘non-
essential’ [29]. Social isolation, increased anxiety, and 
COVID-19 restrictions have been found to influence 
chronic pain experienced by patients negatively, further 
highlighting the link between pain and biopsychosocial 
factors [29].
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The removal of a patient’s support system and the 
added disadvantages of telehealth limiting physicians’ 
ability to physically provide support in the form of touch 
and non-verbal communication of empathy, negatively 
impact the psychosocial well-being of cancer patients [4, 
23]. Providers in this study perceived that in considera-
tion of the psychosocial factors that both influence and 
arise from cancer pain, telehealth cannot fully replicate 
the human interaction that is required to provide “good 
quality comfort care” (C10) to patients with cancer pain. 
Given these findings, there may be a benefit in providing 
cancer pain management through a hybrid of both vir-
tual and in-person care. For example, Royal Prince Alfred 
(RPA) Virtual Hospital was developed to provide remote 
healthcare and observation of patients with COVID-19 
who were stable [30]. This system allowed monitoring of 
vital signs, video-based consults with nursing staff and 
access to 24/7 virtual care [30]. A similar system devel-
oped by the Mayo Clinic in the USA, Advanced Care at 
Home, utilised virtual hospital care but also in-person 
home visits to allow delivery of medication, collection of 
laboratory samples and physical assessments [31]. Imple-
menting a similar model of care for cancer pain manage-
ment that combines virtual and in-person management 
during the pandemic may provide a novel solution for 
increasing social support and improved access through 
providing home-based cancer pain management while 
allowing physicians to support and assess patients ade-
quately physically.

Patients’ fear of COVID-19 was an added complexity 
in providing care for patients with cancer pain due to the 
psychological and social pressures that arose during the 
pandemic. The pandemic placed pressure upon cancer 
patients to balance different health priorities, manage-
ment of their cancer and minimising the risk of COVID-
19 exposure [32]. Cancer patients delayed or cancelled 
consultations and had an increased threshold for attend-
ing hospital and delayed treatment in response to the 
risk of contracting COVID-19 [3, 6]. Importantly, in this 
study, providers reported that patients were apprehensive 
about seeking medical care for cancer pain exacerbations 
due to anxiety about being exposed to COVID-19, result-
ing in delays in treatment. The development of a model 
of care that allows access to improved virtual care and in-
person cancer pain treatment at home could reduce the 
need for patients to attend healthcare settings where risks 
of exposure to transmissible diseases are heightened.

Within the community, it was identified by provid-
ers that there were reduced face-to-face consultations 
for patients with cancer pain across community health 
services and general practice clinics. There is limited lit-
erature to support this, however, the full impacts of the 
shift to telehealth and reduced face-to-face consultations 

on patient access to care provided by general practition-
ers during the pandemic are still emerging [8]. Providers 
in this study expressed a need for more resources in the 
community for cancer pain management and improved 
access to cancer pain services for patients from home.

At a hospital level, government COVID-19 restric-
tions on elective procedures forced some cancer pain 
procedures, including interventional procedures, to be 
performed on an emergency list. However, as noted by 
participants, those pain intervention procedures were 
completed by delaying other emergencies. Resources 
required for surgery, such as beds and staff, were pri-
marily directed towards the management of COVID-19 
patients [33]. Acute care became a focus during the pan-
demic, as reflected by these changes, and interventional 
procedures usually offered for chronic pain became 
increasingly difficult to perform, given restrictions on 
elective procedures and redistribution of resources dur-
ing the pandemic [29, 34]. COVID-19 also impacted 
resources more generally across hospital settings, with 
participants in this study describing how resources such 
as beds were prioritised to manage COVID-19 patients, 
further impacting the management of cancer pain. Treat-
ments for chronic pain, such as multidisciplinary man-
agement strategies and physical therapy, were identified 
in previous studies to become increasingly difficult to 
access, resulting in treatment delays for chronic pain 
patients [29]. Additionally, aligning with previous lit-
erature, [35] hospital staff were redeployed to assist in 
COVID-19 healthcare services. Providers noted that this 
reduced staff available to manage cancer-related pain.

Conclusion
In conclusion, the COVID-19 pandemic has significant 
adverse effects on cancer pain management across mul-
tiple levels. Telehealth can allow cancer pain patients 
to access pain management services and health care 
resources remotely, even though social and psychological 
support may be issued due to hospital restrictions. Clini-
cal guidelines and a more adaptive health system model 
need to be established in the future to accommodate the 
different needs of patients with cancer-related pain.

Strengths and limitations
This study highlights the importance of considering the 
psychosocial aspects of cancer pain when providing 
treatment. Implementing a novel model of care that com-
bines video-based virtual and in-person management 
of cancer pain could enable remote treatment in a com-
fortable, supportive environment. This can also ensure 
the ability of physicians to physically assess patients’ 
cancer pain and deliver medication and treatment. This 
model could also have the advantage of minimising 
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patient exposure to COVID-19 and other ongoing infec-
tious disease threats, such as influenza, in healthcare 
settings. In turn, it may potentially minimise delays in 
treatment for cancer pain caused by fear of infection, 
which remain prominent for many people at heightened 
risk of poor outcomes. Increasing access to cancer pain 
management in the community could also reduce the 
impact of COVID-19 and any future pandemics on hos-
pital resources and ensure emergent treatment and pro-
cedures remain readily available to patients with cancer 
pain.

This study has several limitations. Firstly, this study did 
not include patient perspectives. Secondly, considering 
the limited sample size of participants recruited from two 
quaternary hospitals in NSW, Australia, the perspectives 
reported may not be fully generalisable to larger popula-
tions. Thirdly, clinical disciplines were overrepresented 
in the study, including medical and nursing disciplines, 
compared with allied health professionals. Lastly, due to 
the staff availability and invitation responses, only two 
oncologists were recruited in this study.

Despite the limitations, there are several strengths 
to this study. The recruitment and sampling methods 
yielded a wide range of perspectives presented in the 
study with a balance of different healthcare professions, 
years of clinical experience and medical specialties.
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