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              Chapter One: Introduction 

              Statement of the Problem 

What is the influence of pain beliefs/attitudes on the pain experience of 

advanced cancer patients in Taiwan? 

              Significance of the Study 

Prevalence of cancer in Taiwan 

Cancer has been the first leading cause of death among people in Taiwan for 

twenty-five years (Department Of Health in Taiwan, DOPT, 2007). During 2006, 

cancer-related deaths totaled 37,998. Approximately 166.5 people per hundred 

thousand die each year from cancer, which accounts for 28.1% of the deaths in 

Taiwan. Although the average age of death is almost equal in men and women (men 

66.3, women 66.4 years), the cancer death rate among men is 1.8 times higher than 

women. The top five sites of cancer that cause mortality in Taiwan are lung, liver, 

colorectal, breast, and gastric cancers (DOPT, 2007). The incidence of cancer 

increases with age. Approximately 75% of all types of cancers are diagnosed at age 

50 or older (DOPT, 2007). Because early detection programs are lacking for most of 

the elderly population, cancer in Taiwan is often diagnosed in the later stages of 

disease. About 36% of cancer patients in Taiwan are classified with advanced, or 

stage IV disease, at the time of initial diagnosis (Ger, Ho, Wang, et al., 1998).  

Prevalence of cancer pain  

Pain is the most common symptom experienced by cancer patients in Taiwan 

(Lai, 2000a), and it affects all dimensions of their quality of life (Ferrell, Grant, 

Ritchey, et al., 1991). Pain usually worsens with the disease progression, and is  

especially significant for those patients at the end of life (Yu, 1994). The prevalence 

of cancer pain in Taiwan is reported to range between 30% and 40% (Yu, 1994). The 
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percentages of patients who experienced pain at the non-metastatic stage, at the 

metastatic stage, and at the end of life were 18.1%, 39.8% and 70.5% respectively 

(Yu, 1994). The severity of cancer pain increases as disease progresses (Yu, 1994; 

Ger, Ho, Wang, et al., 1998). Therefore, as an individual nears the end of life, the 

probability of having intractable pain increases.   

In addition, inadequate pain management was noted either in Taiwanese or 

American cancer patients. One study showed that even when the WHO guideline was 

followed, about 46% (28 of 60) of Taiwanese patients who had advanced cancer 

received inadequate pain treatment (Hwang, Tsai, Chang, et al., 2002). In Western 

countries, similar studies have found that approximately 30% to 50% of cancer 

patients experience moderate to severe pain (Bonica, 1990; Cleeland, et al., 1994; 

McCaffery, & Ferrell, 1997, European Pain in Cancer Consumer Press Release, 2007). 

Consequently, unrelieved cancer pain is a critical issue.                  

Pain beliefs/attitudes studies in Taiwanese patients  

Pain beliefs/attitudes are defined as a patient’s own conceptualizations of what 

pain is and what pain means for him or her as well as a personal understanding of the 

pain experience (William & Throne, 1989). Zborowski (1969) was the first to suggest 

that beliefs/attitudes within certain cultures influence how people present their 

symptoms, and which symptoms they choose to report. Inappropriate attitudes and 

lack of cultural considerations in health care providers demonstrate that apparent 

differences exist between Taiwan and Western countries in cultural and philosophical  

understandings of pain (Chen, et al.,1998; Elliott & Elliott, 1992; Hamilton & Edgar,  

1992; Rakin & Sinder, 1984; Weissman & Dahl, 1990). Only six studies have 

evaluated the pain beliefs/attitudes of Taiwanese cancer patients (Chen, 1999; Lai, 

2000b; Lai, et al., 2002; Lin, & Ward, 1995; Lin, 1999; Tsai, et al., 1998). Although 
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four of these studies (Chen, 1999; Lai, et al., 2002; Lin & Ward, 1995; Lin, 2001) 

included over 50% of the sample with metastatic or advanced cancer (range from 

58.0% to 72.9%), no study has reported on the pain beliefs/attitudes of the sample of 

Taiwanese patients with advanced disease.  

In Western studies, the two most commonly used scales to assess patients’ pain 

beliefs/attitudes are the Pain Belief and Perception Inventory (PBPI) and the Survey 

of Pain Attitude (SOPA) (Turk & Melzack, 2001). Only one Taiwanese study has 

measured beliefs/attitudes about pain using SOPA (Lai, et al., 2002). Relatively high 

pain beliefs scores were found for the SOPA subscales of medication beliefs and 

disability beliefs (Lai, et al., 2002). To date, no study in Taiwan has used the PBPI to 

evaluate pain beliefs/attitudes in cancer patients. Therefore, additional research on 

pain beliefs/attitudes is needed in Taiwanese patients with advanced cancer. 

Cancer pain is viewed as a multidimensional concept. McGuire (1987) suggested 

that cancer pain had six dimensions:1) physiologic (organic etiology of pain, duration 

of pain); 2) sensory (intensity, location, quality); 3) affective (depression, anxiety); 4) 

cognitive (influences of pain on thought process, meaning of pain, attitude, beliefs 

and knowledge of pain); 5) behavioral (behaviors used to express and/or control pain, 

associated symptoms); and 6)sociocultural (demographic, cultural, family, income,  

and caregivers factors)(Alhes, & Martin, 1992). The majority of Taiwanese studies of  

cancer pain have evaluated only the sensory dimension through the measurement of  

pain intensity (Cherng, Ho, Ger, et al, 1991; Ding, Yin, Ger, et al, 1991; Yu, 1994). 

Only one study evaluated the quality of pain (Huang, Wilkie, Chapman, et al., 2003). 

This limitation is a major short-coming because little is known about the multiple 

dimensions of the pain experience in this patient population. A more comprehensive 

study of the pain experience of Taiwanese patients needs to include evaluation of the 
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multiple dimensions of the pain experience as well as factors (e.g., age, gender, 

ethnicity, religion, education, and clinical status) that may influence the pain 

experience. 

Research Aims and Questions    

Aim1: To determine the relationship between pain beliefs/attitudes as measured by 

Pain Belief and Perception Inventory (PBPI) and Survey of Pain Attitude (SOPA), 

and the pain experience as measured by Brief Pain Inventory (BPI), Center of 

Epidemiologic Studies Depression Scale (CES-D), Beck Anxiety Inventory (BAI), 

Quality of life – Cancer Survivors (QOL-CS), and demographic profile.  

Question1. What is the relationship between pain beliefs/attitudes (PBPI and SOPA) 

and cause of pain (BPI) among advanced cancer patients in Taiwan? 

Question 2. What is the relationship between pain beliefs/attitudes (PBPI and SOPA) 

and duration of pain (reported by patients) among advanced cancer 

patients in Taiwan? 

Question 3. What is the relationship between pain beliefs/attitudes (PBPI and SOPA) 

and pain intensity (BPI) among advanced cancer patients in Taiwan? 

Question 4. What is the relationship between pain beliefs/attitudes (PBPI and  

SOPA) and pain quality (BPI) among advanced cancer patients in 

Taiwan? 

Question 5. What is the relationship between pain beliefs/attitudes (PBPI and SOPA) 

and total number of the locations of pain (BPI) among advanced cancer 

patients in Taiwan? 

Question 6. What is the relationship between pain beliefs/attitudes (PBPI and 

SOPA) and anxiety (BAI) among advanced cancer patients in Taiwan? 
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Question 7. What is the relationship between pain beliefs/attitudes (PBPI and 

SOPA) and depression (CES-D) among advanced cancer patients in 

Taiwan? 

Question 8. What is the relationship between pain beliefs/attitudes (PBPI and 

SOPA) and quality of life (QOL-patients/cancer survivors) among 

advanced cancer patients in Taiwan? 

Question 9. What is the relationship between pain beliefs/attitudes (PBPI and 

SOPA) and potential demographic variables (Demographic profile) 

among advanced cancer patients in Taiwan? 

Aim2: To determine the relationship between pain beliefs/attitudes as measured by 

PBPI and SOPA, and the type of cancer, current treatment, and pain 

management. 

 Question 10.What is the relationship between pain beliefs/attitudes (PBPI and SOPA) 

and type of cancer, current treatment, opioid usage, analgesics 

prescription, and adequacy of pain management (medical records 

review) among advanced cancer patients in Taiwan? 

Aim3: To identify significant predictors of pain beliefs/attitudes. 

Question 11. What are the optimal predictors that best explain the pain 

beliefs/attitudes (PBPI/SOPA) among advanced cancer patients in 

Taiwan? 
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            Chapter Two: Literature Review 

                             Pain experience 

Definition of pain 

Pain is defined by the International Association fo the Study of Pain as an 

unpleasant sensory and emotional experience associated with actual or potential 

tissue damage or defined in terms of such damage (IASP, 1994). However, pain is by 

definition a subjective phenomenon.                         

Multidimensional Model of Cancer Pain 

Ahles and colleagues (1983) developed a multidimensional model of cancer pain 

that included five dimensions: 1) physiologic (organic etiology of pain); 2) sensory 

(intensity, location, quality); 3) affective (depression, anxiety); 4) cognitive 

(influences of pain on thought process, meaning of pain); and 5) behavioral 

(behaviors used to express and/or control pain). These five dimensions were 

confirmed in a study with 40 cancer patients (Alhes & Martin, 1992). In a similar 

study, McGuire (1987) confirmed these five dimensions and proposed a sixth 

dimension, namely a sociocultural dimension. Her six-dimensional model of cancer 

pain has been confirmed by many researchers (Alhes & Martin, 1992). (Table2.1). 

     The multidimensional model of cancer pain integrates the concepts of 

physiologic, sensory, affective, cognitive, behavioral, and sociocultural dimensions in 

order to better understand the experience of cancer pain. The main purpose of this 

model is to reveal more of the complete experience of cancer pain. While it was 

developed and used in Western countries, it can be applied and used in non Western 

countries (McGuire, 1987). 

      The major concepts of the multidimensional model of cancer pain are logical,  

rational, comprehensive, and grounded. The multidimensional model of cancer pain,  
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initially developed for cancer patients, has been used with other populations including 

patients with chronic non-cancer pain (McGuire, 1992). In Taiwan, several studies 

have focused on the physiologic (Ger, Ho & Wang, et al., 1998), sensory (Ger, Ho & 

Wang, et al., 1998; Chen, Chang, & Yeh, 2000), affective (Chen, Chang, & Yeh, 

2000; Lin, Lai, & Ward, 2003), cognitive (Lai, et al., 2002), behavioral (Lai, et al., 

2002; Lin & Ward, 1995), and sociocultural (Ger, Ho & Wang, et al., 1998; Lin, Lai, 

& Ward, 2003) dimensions of cancer pain. 

Concepts of Pain beliefs/attitudes 

     Patient’s pain belief/attitudes play an important part in the cognitive dimension 

of pain experience. Pain beliefs/attitudes were defined as a patient’s own 

conceptualizations of what pain is and what pain means for him or her as well as a 

personal understanding of the pain experience (William & Throne, 1989). 

Pain beliefs/attitudes play an important role in pain expression and medication 

adherence (Jensen, Turner, Romano, et al., 1994; Lai, et al., 2002). Certain 

beliefs/attitudes may lead to maladaptive coping, exacerbation of pain, hiding of pain, 

increased suffering, and greater disability (Gatchel & Turk, 1996; Chung, Wong, & 

Yang, 2000). Cancer pain patients may hold a number of beliefs regarding their 

condition, and these beliefs have long been hypothesized to impact their adjustment 

in diverse ways. Beliefs/attitudes are probably best judged not by how true or false 

they are, but by how adaptive they are in enabling the believer to function in the 

world s/he experiences. For example, a culturally shared belief may be that pain is a 

warning signal and terminates when all is well (DeGood & Shutty, 1992). 

In a study of patient-related barriers to cancer pain management (Lin and Ward, 

1995), fatalism was prevalent in Taiwanese cancer patients. With this fatalistic view, 

Taiwanese may hold the belief that pain is an expected symptom of cancer (Lin & 
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Ward, 1995). Lai and colleagues (2002), used four subscales of SOPA to evaluated 

the pain beliefs/attitudes and analgesic adherence of 194 cancer patients in Taiwan 

(Lai, et al., 2002). These Taiwanese patients had relatively higher score of beliefs 

about disability, medications, negative effects of pain, and pain endurance (Lai, et al., 

2002).  

Chinese perspectives of pain  

     The Chinese perspective on pain is one of a complex concept that can be 

explained by several philosophies and religions such as Taoism/energy theory, 

Buddhism, and Confucianism. 

Taoism divides all natural phenomena into two contrary components “Yin” and 

“Yang” (Tu, 1987). “Yin” originally meant the shady side of a slope, such as moon, 

female, cold, and rest. “Yang” meant the sunny side of a slope, such as sun, male, 

heat, stimulation, and movement (Kaptchuk, 2000). Pain is regarded as a Yin and 

Yang imbalance that is caused by stagnant Qi in limbs and meridians or blood 

congealed in organs or meridians. The principals of pain relief are not only to move 

the blockage of Qi/blood, but also to maintain harmony with the universe (Chang, 

2000; Chen, 1999).    

Buddhists regard pain as a defining characteristic of human life as well as a 

physical-emotional-mental-spiritual complex which defines the nature of human  

existence (Tu, 1987). This fits with the multidimensional model of cancer pain. 

Pain/suffering is a unwanted but existing power, which comes from the barrier of the 

last life (Inn and Ko, cause and effect), the objective world, his/her own sensation, or 

other people, animals, and materials (Hengyucius, 1995). If a person experiences pain 

calmly, without becoming emotionally distressed, s/he can attain greater states of 

being (Smith-Stoner, 2003). The only way to transcend pain/suffering and to 
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experience a lasting spiritual bliss is through eight ways (i.e., right view, right 

intention, right speech, right action, right livelihood, right effort, right mindfulness, 

and right concentration) to enlighten the art and joy of the destruction of craving 

(Davis, 1999; Hengyucius, 1995; Tu, 1987).  

A Confucian believes that pain is the essential element of life. Pain is the best  

assurance that we are not really numb and insensitive (Tu, 1971). The experience of 

pain and suffering not only heightens our sensitivity but also reminds us of our 

humanness (Tu, 1980). In the Chinese cultural text, pain as a “trial” or “sacrifice” is 

profoundly meaningful (Chen, 2001). When a person suffers with pain, s/he would 

rather endure the pain without reporting it to the health care team until the pain 

becomes unbearable. Alternatively a person only reports the pain to close family 

members and asks the family members to report the pain to the health care team 

(Creel, 2000).  

In conclusion, a Chinese perspective of pain is influenced mainly by integrating 

Taoism/energy theory, Buddhism, and Confucianism. The Chinese people view the 

body as a whole energy field and regard pain as an essential part of life. Chinese 

people try to understand pain from various religious and philosophical perspectives  

and to use these perspectives to manage their pain. 

In Taiwan, one study found that 10% of 40 Taiwanese cancer patients believed 

that cancer was a synonym for pain and suffering, and that they were expected to be 

more stoic, fatalistic, and less vocal in their expression of pain (Dodd, Chen, Lindsey, 

et al., 1985). Likewise, a study of 52 caregivers of Taiwanese cancer patients reported 

that fatalism was one of the factors that predicted patients’ pain relief (Xie, 1997). 

Only three studies have examined the relationships between pain beliefs/attitudes and 

other dimensions of the pain experience (Lai, et al., 2002; Lin, 1999; Tsai, et al., 
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1998). None of these three studies evaluated the relationship between pain 

beliefs/attitudes and the physiological dimension (e.g., the severity of disease and the 

pain duration). In one of the three studies (Tsai, et al., 1998), patients with cancer 

pain had significantly higher uncertainty scores than patients without pain, and pain 

was one of the major predictors of uncertainty (p<0.05) (Tsai, et al., 1998). In another 

study (Lai, et al., 2002), worst pain and average pain intensity scores were positively 

correlated with beliefs about medication and disability, and were negatively 

correlated with beliefs about control and endurance. Most of the three studies had 

small sample sizes limiting the generalizability of the studies’ findings. Only one 

study (Lai, et al, 2002) used a valid and reliable measure of pain beliefs/attitudes. 

Additional work needs to be done to determine which dimensions of the cancer pain 

experience are influenced by pain beliefs/attitudes to establish the whole model of 

pain experience and the relationships among various dimensions. In addition, all three 

studies recruited patients from inpatient settings. With the shift in reimbursement 

policies in Taiwan, future studies will need to focus on both the inpatients and 

outpatient.  

The extent of cancer pain in Taiwan 

This section summarizes the studies conducted in Taiwan on the prevalence of 

cancer pain, the factors that influence the prevalence of cancer pain, and the 

assessment of cancer pain. 

Prevalence of cancer pain in Taiwan  

Studies of the prevalence of cancer pain in Western countries (Goudas, Bloch, 

Gialeli-Goudas, et al., 2005; Vainio & Auvinen, 1996) suggested that moderate to 

severe pain is experienced by 14% to 62% of cancer patients at the time of diagnosis 

and that it varies according to the primary site of cancer. In addition, 75% of patients 
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with advanced cancer experience unrelieved pain (Bonica, 1990; Cleelend, 1985; 

Goudas, Bloch, Gialeli-Goudas, et al., 2005). A limited number of studies conducted 

in Taiwan suggest that approximately 16% to 94% of cancer patients experience 

moderate to severe pain.  

The prevalence and severity of pain varied with diagnosis and stage of disease, 

and whether inpatients or outpatients were evaluated (Cherng, Ho, Kao, et al, 1991; 

Chiu, Hu & Chen, 2000; Ding, Yin, Ger, et al, 1991; Ger, Ho, Wang, et al, 1998; 

Huang, Wilkie, Chapman, et al., 2003; Tsai, Lin, Lin, et al, 2000; Yu, 1994; Yu, 

Wang, Cheng et al, 2001). In those studies that included multiple diagnoses (Chiu, Hu 

& Chen, 2000; Ding, Yin, Ger, et al, 1991; Ger, Ho, Wang, et al, 1998; Tsai, Lin, Lin, 

et al, 2000; Yu, 1995; Yu, Wang, Cheng et al, 2001), the prevalence of cancer pain 

ranged from 31% to 94%. In a study that evaluated only patients with cervical cancer 

(Ding, Yin, Ger, et al, 1991), the prevalence of pain was 16%. In another study of 

patients with nasopharyngeal cancer (Huang, Wilkie, Chapman, et al., 2003), the 

prevalence of pain was 55.5%.  

Factors that influence the prevalence of cancer pain 

The prevalence of cancer pain is correlated with both the location of cancer and 

the stage of disease (Goudas, Bloch, Gialeli-Goudas, et al., 2005). Only one study 

(Cherng, Ho, Kao, et al, 1991) evaluated the prevalence of pain in Taiwanese cancer 

patients based on the location of cancer. Bone cancer had the highest incidence of 

pain (75%), followed by cancer of the tongue (66.7%), brain (65.7%), liver (62.3%), 

and pancreas (60%). In contrast, in the U.S., the highest prevalence of cancer pain is 

associated with breast and genitourinary cancers (88%), followed by the cancer of 

respiratory system (87%), gastrointestinal tract (85%), and others (84%) (Grond, 

Zech, Diefenbach, et al., 1996). 
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In both Western (Bonica, 1990, Goudas, Bloch, Gialeli-Goudas, et al., 2005) and  

Eastern (Ger, Ho, Wang, 1998; Yu, 1994) countries, patients with metastastic disease 

have higher pain prevalence rates and more severe pain. In a study of 191 Taiwanese 

cancer patients (Yu, 1994), the pain prevalence rates were 18.1%, 39.8%, and 70.5% 

in patients without metastastic, with metastastic, and with an advanced stage of their 

disease actively dying (exacerbated stage), respectively. In a prospective study of 232 

terminal cancer patients in Taiwan, the prevalence rate of cancer pain was 81% (Chiu, 

Hu, & Chen, 2000). Another study demonstrated that 82% (107 of 131) of advanced 

cancer patients in Taiwan who received hospice home care suffered from pain (Lin, 

Wu, Tsai, et al., 2004).  

Ger and colleagues (1998) found that significantly higher pain scores were 

correlated with stage of cancer and with inadequate use of pain medication (Ger, Ho, 

Wang, 1998). In addition, the stage of disease was found to affect emotional  

responses to cancer pain. Chen and colleagues (2000) reported that Taiwanese cancer 

patients with pain and metastatic disease had significantly higher levels of anxious 

and depressive symptoms than patients with pain and localized cancer. In addition, 

patients with pain who perceived that the treatment had not improved their disease 

had significantly higher anxious and depressive symptoms than those without pain 

who thought their treatment had been successful (Chen, Chang & Yeh, 2000).  

Age is another important variable that may influence the pain experience, 

especially within the elderly population in both the Western and Eastern countries. 

Elderly patients are more likely to experience pain regardless of the presence of 

cancer (Ferrell & Ferrell, 1995; Ferrell, Ferrell, Rhiner, et al., 1991). In addition, 

Yates and colleagues (1995) reported that 83% of elderly persons believed pain was a 

sign that something was wrong with the body and that it was not a normal or expected 
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part of aging. Only one Taiwanese study reported that younger cancer patients had a 

higher prevalence rate of cancer pain (34%) than elderly patients (26%) (Cherng, Ho, 

Kao, et al., 1991). Another study of 194 Taiwanese cancer patients demonstrated that 

older people had higher negative affective beliefs and pain endurance beliefs (Lai, et 

al., 2002).  

Gender is one of the major variables that influences pain expression (reporting 

pain). In one study, gender accounted for 46% of the variance in willingness to report 

pain (Robinson, Riley, Myers, et al., 2001). Findings from most studies suggest that 

women are significantly more willing to report pain than men (Logan & Rose, 2004; 

Nayak, Shiflett, Eshun, et al., 2000; Robinson, Riley, Myers, et al., 2001; Robinson & 

Wise, 2003; Wise, Price, Myers, et al., 2002). In one Taiwanese study of 1523 cancer  

patients, no differences were found in the prevalence of cancer pain between men and 

women (Cherng, Ho, Kao, et al., 1991). 

Ethnicity is used to describe groups of people with distinguishing behaviors, 

cultures, histories, experiences, ancestries, and beliefs (Edwards, Fillingim, & Keefe, 

2001). Ethnic factors may greatly influence one’s response to pain (Bates & Edwards, 

1992; Edwards, Fillingim, & Keefe, 2001). Kleinman (1988) reported that Chinese 

patients were likely to suppress expressions of pain because of cultural influences. A 

study of 126 patients with osteoarthritis of the knee or hip showed that Chinese 

patients had a higher pain tolerance and reported less pain than Malays, Indians, or 

other Asian ethnic groups (Thumboo, Chew, & Lewin-Koh, 2002).  In Taiwan, there 

are four major races, namely Fukienese, Hakka, Mainlanders, and Aborigines. Only 

one Taiwanese study mentioned that Aborigines, Hakka, and Fukienese had a 

1.8-times higher incidence of cancer pain than Mainlanders (Ger, Ho, Wang, et al., 

1998).  
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Pain experiences may have varying interactions with religious beliefs (AI-Jeilani, 

1987; Hengyucius, 1995; Levinson, 1987; O’Rourke, 1992; Rossler, 1987; Villarruel, 

1992). Some religious beliefs or rituals play a critical role in how individuals report 

pain and in how they use various coping strategies for pain management (Dunn &  

Horgas, 2004). In a study of 36 advanced cancer patients, religious patients reported 

significantly lower levels of pain, even though they were no less likely to report the 

presence of pain (Yates, Chalmer, James, et al., 1981). Buddhism and Taoism are the 

two most common religions in Taiwan and their theoretical underpinnings may 

influence the pain experience (Chen, 1999; Cherng, Ho, Kao, et al, 1991; Ding, Yin,  

Ger, et al, 1991; Ger, Ho, Wang, et al, 1998; Huang, et al., 2003; Lin & Ward, 1995; 

Tsai, Lin, Lin, et al, 2000; Yu, 1994; Yu, Wang, Cheng et al, 2001). Although 

approximately 76% to 86% of the Taiwanese population practices these religions, the 

relationships between these belief systems and pain experience have not been studied 

adequately (Chen, Chang, & Yeh, 2000; Lin, Lai, & Ward, 2003).  

Education is another factor that can affect the reporting of pain (Chen, Chang, & 

Yeh, 2000; Lin, Lai, & Ward, 2003). In a limited number of Taiwanese studies (Ger, 

Ho, Wang, et al., 1998; Lin & Ward, 1995; Lin, 1999), patients with lower levels of 

education reported higher scores for enduring pain and were more likely to hesitate to 

report pain (Ger, Ho, Wang, et al., 1998; Lin & Ward, 1995; Lin, 1999). 

Review of the Studies on the Assessment of the Cancer Pain in Taiwan 

For the assessment of pain intensity, either numeric or qualitative scales were 

used in six studies in Taiwan. Two studies of patients with a variety of cancer 

diagnoses (Ger,Ho, Wang, et al, 1998; Yu, Wang, Cheng et al, 2001) reported that 

average pain, worst pain, and least pain scores were 3.12 or 4.29, 5.72 or 6.35, and 

0.97 or 2.33, respectively. Yu (1994) mentioned that the pain severity of patients with 
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non-metastatic stage, metastastic stage, and exacerbated stage of disease were mild, 

medium, and severe, respectively. Another study of 232 terminal cancer patients 

reported that 35.4% of these patients rated their pain as moderate or severe (Chiu, Hu 

& Chen, 2000). Tsai and colleagues (2000) reported that 57.1% of cancer patients 

receiving radiation therapy had pain and that 92.5% reported mild pain, while 7.5% 

reported moderate or severe pain. Another study demonstrated that more than half of 

nasopharyngeal cancer patients experienced severe pain from week 4 to week 7 of  

radiation therapy (Huang, et al, 2003). In addition, pain intensity was influenced by 

the site of the disease. A study of 70 cancer patients with various types of cancer 

(Tsai, Lin, Lin et al., 2000) found that breast cancer and lung cancer patients reported 

higher pain scores than patients with other cancer diagnoses.  

Surprisingly, only one study focused on the assessment of the quality of pain 

among nasopharyngeal cancer patients (Huang, et al., 2003). This study revealed that 

throbbing was the most common word used to describe pain before radiation therapy 

and tight, stabbing, splitting, and hot-burning were the most common words used to 

describe pain during radiation therapy (Huang, et al., 2003). 

Only a limited number of Taiwanese studies have evaluated the causes or 

patterns of pain in patients with cancer. A study of 296 cancer patients in Taiwan 

showed that 38% of participants had pain, 92% had cancer-related pain, 5% had 

treatment-related pain, and 3% had both cancer-related and treatment-related pain 

(Ger, Ho, Wang, et al., 1998). Another study of 412 cancer patients (Yu, Wang, 

Cheng, et al., 2001) reported that 39.8% had metastastic bone pain, 26% had neural 

involvement pain, 23.7% had abdominal visceral pain, and 10.5% had pain from 

other causes. Another study of 40 nasopharyngeal cancer patients receiving radiation 

therapy (Huang, et al., 2003) demonstrated that 23% of the patients had pain 
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presumably caused by tumor, 13% had neuropathic pain before radiation, and 100% 

had pain during radiation therapy. In addition, 20% of patients reported that their pain 

was intermittent, 18% indicated that it was brief, and 15% reported continuous pain 

(Huang, et al., 2003).  

Summary and critique of the studies on the prevalence of cancer pain in Taiwan 

In order to evaluate the prevalence of a common disease or symptom, a  

cross-sectional study design is the most common (Newman, Brower, Cummings, et 

al., 2001). A cross-sectional design is usually easier to conduct and may be less 

expensive, depending on the sample size. On the other hand, it limits the amount of 

information that can be collected on natural history and progression of the disease or 

symptom (Newman, Brower, Cummings, et al., 2001). With a prospective design 

more control is exerted over the selection of participants, measurements, and bias is 

avoided in the measurement of predictors (Newman, Brower, Cummings, et al., 2001). 

Most of the studies in Taiwan on the prevalence of cancer pain used cross-sectional 

or retrospective designs (Cherng, Ho, Kao, et al, 1991; Ding, Yin, Ger, et al, 1991; 

Ger, Ho, Wang, et al, 1998; Huang, et al., 2003; Tsai, Lin, Lin, et al, 2000; Yu, 1995; 

Yu, Wang, Cheng et al, 2001). Only one study used a prospective/longitudinal design 

to evaluate the prevalence of cancer pain in Taiwan (Chiu, Hu, & Chen, 2000). 

Considering the severity of disease and high mortality rate of advanced cancer 

patients, cross-sectional design may be the alternative choice. 

Random sampling is the most recommended way to obtain a representative 

sample of the population (Nunnally, Bernstein, 1994). However, in many research 

studies, purposive (convenient) sampling is used to collect prevalence data (Nunnally, 

Bernstein, 1994). Since it is less time consuming and the high attrition rate of cancer 

patients for random sampling, most of the studies that investigated the prevalence of 
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cancer pain in Taiwan used purposive sampling (Cherng, Ho, Kao, et al, 1991; Chiu, 

Hu, & Chen, 2000; Ding, Yin, Ger, et al, 1991; Ger, Ho, Wang, et al, 1998; Huang, et  

al., 2003; Tsai, Lin, Lin, et al, 2000; Yu, 1994; Yu, Wang, Cheng et al, 2001). In 

addition, several of these studies recruited relatively small samples (i.e., 40 to 70 

participants), which may limit the generalizability of the study findings (Huang, et al., 

2003; Tsai, Lin, Lin, et al, 2000). Future studies on the cancer pain experience in 

Taiwan need to recruit a large number of patients for a prospective evaluation.  

Only seven studies have evaluated the prevalence of cancer pain in Taiwan 

(Cherng, Ho, Kao, et al, 1991; Chiu, Hu, & Chen, 2000; Ding, Yin, Ger, et al, 1991; 

Ger, Ho, Wang, et al, 1998; Lin, Wu, Tsai, et al., 2004; Tsai, Lin, Lin, et al, 2000; Yu, 

1994). Five of these studies included patients with all stages of cancer (Cherng, Ho,  

Kao, et al, 1991; Ding, Yin, Ger, et al, 1991; Ger, Ho, Wang, et al, 1998; Tsai, Lin, 

Lin, et al, 2000; Yu, 1994). Only two studies focused on patients in the terminal 

stages of the disease (Chiu, Hu, & Chen, 2000; Lin, Wu, Tsai, et al., 2004). Further 

studies on the characteristics of pain need to be done with patients in advanced stage.   

The majority of Taiwanese studies focused on the measurement of pain intensity 

(Cherng, Ho, Kao, et al, 1991; Ding, Yin, Ger, et al, 1991; Yu, 1994). Only one study 

evaluated the quality of pain (Huang, et al., 2003). This limitation is a major  

short-coming because little is known about the multiple dimensions of the pain 

experiences in this patient population. A more comprehensive study of the pain 

experience in Taiwanese patients needs to include an evaluation of the multiple 

dimensions of the pain experience as well as factors (e.g., age, gender, ethnicity, 

religion, education, and clinical status) that may influence the pain experience. 

Pain beliefs/attitudes and the multidimensional model in Taiwan   

Zborowski (1969) was the first to suggest that beliefs/attitudes within certain  
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cultural backgrounds influence how people present their symptoms, and which 

symptoms they choose to report. Subsequently, Jensen and colleagues (1987) and 

Williams and colleagues (1989) developed instruments (i.e., the Survey of Pain 

Attitude and the Pain Beliefs and Perception Inventory) to evaluate pain specific 

beliefs/attitudes in the chronic pain population. Although the research on pain 

beliefs/attitudes have focused primarily on patients with non cancer pain, two studies 

have evaluated pain beliefs/attitudes of patients with cancer pain (Lai, et al., 2002; 

Ward, Goldberg, Miller-McCauley, et al., 1993). More studies are needed to explore 

the multidimensional model of cancer pain experience and the relationship between 

pain beliefs/attitudes and various dimensions of pain experience.   

Studies of Pain beliefs/attitudes in Taiwan 

In Taiwan, six studies have evaluated the pain beliefs/attitudes of cancer patients  

(Chen, 1999; Lai, 2000b; Lai, et al., 2002; Lin, & Ward, 1995; Lin, 1999; Tsai, Lai, 

Chen, et al., 1998). Two studies explored the pain beliefs/attitudes of the family 

caregivers of cancer patients (Lin, 2001) or the congruency between patients’ and 

family members’ beliefs about cancer pain (Lin, et al., 2000). The patients in these  

studies had various types of cancer and were in various stages of the disease. The 

most common diagnoses were lung, liver, breast, colorectal, gastric, oral, prostate, 

cervical, esophageal, and pancreatic cancers which are the most common cancers in 

Taiwan (DOHT, 2007). In some of the studies (Chen, 1999; Lai, et al., 2002; Lin & 

Ward, 1995; Lin, 2001), over 50% of the patients experienced metastastic or 

advanced cancer (range from 58.0% to 72.9%). The number of male and female  

patients was equal in these studies. In terms of other demographic characteristics, 

over 75% of patients were married; over 75% practiced either Buddhism or Taoism, 
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and 60% to 70% of the patients had less than a high school education (Chen, 1999; 

Lai, et al., 2002; Lin & Ward, 1995; Lin, 1999; Tsai, Lai, Chen, et al., 1998).  

In Western studies, the two most commonly used scales to assess patients’ pain 

beliefs were the Pain Belief and Perception Inventory (PBPI) and the Survey of Pain 

Attitude (SOPA) (Turk & Melzack, 2001).  

Only one study has measured attitudes and beliefs about pain in Taiwanese 

cancer patients (Lai, et al., 2002). Lai and colleagues (2002) used the SOPA with 194 

Taiwanese cancer patients to obtain information on beliefs about medications, 

disability, control, negative effect, pain endurance, and emotions. Relatively high 

pain beliefs scores were found in medication beliefs, pain endurance beliefs, 

disability beliefs, and negative effects beliefs (Lai, et al., 2002). To date, no study in 

Taiwan has used the PBPI to evaluate pain beliefs in cancer patients. 

Relationships between pain beliefs/attitudes and the multidimensional model of pain  

The multidimensional model of cancer pain was initially developed for cancer 

patients. (McGuire, 1992). The relationships between pain beliefs/attitudes and other  

dimensions of the pain experience were first explored three decades ago (Zborowski, 

1969). Pain beliefs and attitudes are important components of the cognitive 

dimension of the pain experience (McGuire, 1992). However, only certain groups of 

researchers had studied the pain beliefs/attitudes focusing on the patients with 

non-cancer pain in Western countries (Jesen & Karoly, 1992; Williams & Keefe, 

1991; William, Robinson & Geisser, 1994). 

In Taiwan, several studies have focused on the physiologic (Chen, 1999; Ger, 

Ho & Wang, 1998; Lin, 1999), sensory (Chen, 1999; Chen, Chang, & Yeh, 2000; Ger, 

Ho & Wang, 1998; Lai, et al., 2002; Lin, 1999; Lin,& Ward, 1995; Tsai, et al., 1998), 

affective (Chen, Chang, & Yeh, 2000; Lin, Lai, & Ward, 2003), cognitive (Chen, 
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1999;  Lai, et al., 2002; Lin, & Ward, 1995; Lin, 1999; Tsai, Lai, Chen, et al., 1998), 

behavioral (Lai, et al., 2002; Lin, 2000; Lin & Ward, 1995; Tsai, Lai, Chen, et al., 

1998), and sociocultural (Chen, 1999; Ger, Ho & Wang, 1998; Lai, et al., 2002; Lin, 

Lai, & Ward, 2003; Lin, & Ward, 1995; Lin, 1999; Tsai, Lai, Chen, et al., 1998) 

dimensions of cancer pain. One study found that 10% of Taiwanese cancer patients 

believed that cancer was a synonym for pain and suffering, and that they were 

expected to be more stoic, fatalistic, and less vocal in their expression of pain (Dodd, 

Chen, Lindsey, et al., 1985). A study of 48 cancer patients in Hong Kong showed that 

79% of patients agreed that pain is unavoidable and that it is a part of every hospital 

admission. Sixty-five percent of these patients felt that analgesics could not control 

their pain (Wills & Wootton, 1999). Likewise, a study of 52 caregivers of Taiwanese 

cancer patients reported that fatalism was one of the factors that predicted patients’ 

pain relief (Xie, 1997). Only three studies have examined the relationships between 

pain beliefs and other dimensions of pain experience (Lai, et al., 2002; Lin, 1999; 

Tsai, Lai, Chen, et al., 1998). No study was found that evaluated the relationships 

between pain beliefs/attitudes and the physiological dimension (e.g., the severity of 

disease and the pain duration).  

In three studies (Lai, et al., 2002; Lin, 1999; Tsai, Lai, Chen, et al., 1998), the 

relationships between pain beliefs/attitudes and pain intensity (sensory dimension)  

were evaluated. In one study (Tsai, Lai, Chen, et al., 1998), patients with cancer pain 

had significantly higher uncertainty scores (MUIS-A) than patients without pain and 

pain was one of the major predictors of uncertainty (p<0.05) (Tsai, Lai, Chen, et al., 

1998). In a second study (Lai, et al., 2002), worst pain and average pain intensity 

scores were positively correlated with beliefs about medication and disability, and 
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were negatively correlated with beliefs about control and endurance (POABS-CA and 

SOPA).  

Two studies (Lai, et al., 2002; Lin, 1999; Tsai, et al., 1998) have examined the 

relationships between pain beliefs/attitudes and the behavioral dimension of the pain 

experience. Daily activities/performance status, reporting pain, and analgesics 

adherence were the most common aspects of the behavioral dimension that were 

investigated in Taiwanese cancer patients (Lai, et al., 2002; Lin, 1999; Tsai, Lai, 

Chen, et al., 1998). Performance status was found to be one of the major predictors of 

uncertainty of illness (Tsai, Lai, Chen, et al., 1998). In a study of 194 cancer patients 

(Lai, et al., 2002), adherence with analgesics was found to predict the beliefs of 

control, disability, and medication.  

Only two studies (Lai, et al., 2002; Tsai, Lai, Chen, et al., 1998) have examined 

the relationships between pain beliefs and the sociocultural dimension of the pain 

experience. Lai and colleagues (2002) reported that older people had higher negative 

effective beliefs, pain endurance beliefs, and medication beliefs and lower control 

beliefs than younger patients. In addition, in another study (Tsai, Lai, Chen, et al., 

1998), age was found to be a predictor of the uncertainty of illness. Another 

sociocultural dimension that has been examined is education. In one study, persons  

with more education had higher control and emotion beliefs but lower pain endurance 

beliefs than the less education persons (Lai, et al., 2002). 

Limitation in the studies of pain beliefs/attitudes  

Only three studies (Lai, et al., 2002; Lin, 1999; Tsai, Lai, Chen, et al., 1998) 

have evaluated the pain beliefs/attitudes of Taiwanese patients with cancer. These 

three studies evaluated a total of 426 cancer patients who had a variety of cancer 

diagnoses (i.e., lung, liver, breast, colorectal, oral, and nasopharyngeal cancer). While 
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the cancer diagnoses are representative of the major types of cancer in Taiwan, the 

small sample sizes limits the generalizability of the study findings. Only one study 

(Lin & Ward, 1995) used a valid and reliable measure of pain beliefs/attitudes. 

Additional work needs to be done to determine which dimensions of the cancer pain 

experience are influenced by pain beliefs/attitudes. In addition, all three studies 

recruited patients from inpatients settings.  

A Meta-Analysis of the Relationship Between Pain Beliefs/Attitudes 

 and Pain Experience 

Introduction 

Understanding the interactions between various dimensions of the cancer pain 

experience may provide new insights that will improve pain management. Pain 

beliefs/attitudes are an important element of the cognitive dimension of the pain 

experience that are known to influence the experience of pain (Jensen & Karoly, 1992; 

Williams & Keefe, 1991; William, Robinson & Geisser, 1994; Lai, et 2002). Most of  

the studies on pain beliefs/attitudes are cross-sectional studies that focused on patients  

with chronic non-cancer pain (Jensen & Karoly, 1992; William, Robinson & Geisser, 

1994). In recent years, only one study has evaluated pain beliefs/attitudes in patients 

with cancer pain in Taiwan using a valid and reliable measure of pain beliefs/attitudes 

(i.e., SOPA) (Lai, et al., 2002). Traditional literature reviews play an important role in 

summarizing and clarifying the state of a science at a given point in time. Yet 

traditional literature reviews rely largely on an investigator’s subjective judgments, 

preferences, and biases, as well as on disparate definitions, variables, procedures, and 

samples of the original investigators (Lederman, 1992). Meta-analysis provides an 

alternative approach for the synthesis of a body of literature. 
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Meta-analysis is the application of statistical procedures to collect empiric 

findings from individual studies for the purpose of integrating, synthesizing, and 

making sense of them (Wolf, 1986). Meta-analysis can involve the original analysis, 

secondary analysis, and re-analysis of data either to answer the original research 

question or to answer an entirely new one (Onyskiw, 1996). It can also decrease the 

disadvantages of traditional literature reviews, such as the bias of choosing selected 

studies by one’s favor, inconsistent weighting of studies, failure to examine 

characteristics of the studies, and failure to examine moderating variables (Lederman, 

1992).  

Until now, no meta-analysis study has been done on the relationships between 

pain beliefs and the various dimensions of the pain experience. In addition, no 

literature reviews were found that could be used to determine the effect size of pain 

beliefs on the various dimensions of the pain experience. The influence of pain  

beliefs/attitudes on pain experiences (i.e., pain intensity, pain quality, depression, 

anxiety, functional status, quality of life) needs to be investigated and can be 

described using a meta-analytic method.  

                              Methods 

The procedure for conducting a meta-analysis involves; 1) selecting a topic; 2) 

obtaining a sample (studies); 3) describing, classifying, and coding the sample 

characteristics; 4) analyzing the data; and 5) interpreting the results (Lederman, 

1992). 

Selecting the topic 

Pain beliefs is defined as a patient’s own conceptualizations of what pain is and 

what pain means to him or her (William & Throne, 1989). Pain beliefs also serve the 

function of helping human beings gain a stable understanding of the events that they 
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have or will be experiencing. Pain beliefs play an important role in the pain 

experience (Jensen, et al., 1994; Lai, et al., 2002). Pain experience consists of six 

dimensions (i.e., physiologic, sensory, affective, cognitive, behavioral, and 

sociocultural). The most commonly measured dimensions of the pain experience: 1) 

from the physiological dimension are etiology of pain, type of pain, and other  

psychophysiological factors; 2) from the sensory dimension are pain severity, pain 

quality, pain location; 3) from the affective dimension are emotional responses (i.e., 

anxiety, depression); 4) from the behavioral dimension are pain control behaviors 

(e.g., analgesics adherence), pain interference, and quality of life; and 5) from the 

sociocultural dimension are demographic variables (e.g., age, education, religion) and 

cultural background. The aims of this meta-analysis were to determine the effect sizes  

for how pain beliefs influence each of the dimensions of the pain experience. 

Obtaining the sample (studies) 

The target studies were obtained by searching and screening the primary studies 

from 1966 to 2007. Six bibliographic databases (PubMed, Eric, CINAHL, PsycINFO, 

HAPI, and Chinese Journal) were searched for original clinical reports or reviews that 

evaluated the relationships between “pain beliefs/attitudes” and “pain experience”.  

The studies were selected independently using specific inclusion and exclusion 

criteria. Both experimental and non-experimental studies were considered as 

candidates. 

However, only non-experimental studies were found after screening. The other 

inclusion criteria were: 1) original study data; 2) adult sample (over 18 years); 3) 

studies focused on the relationships between pain beliefs and pain intensity, pain 

quality, pain impact, or pain adjustment; and 4) studies that provided the data on the 

relationships between pain beliefs and the various dimensions of the pain experience. 
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Since the majority of the studies on pain beliefs were done with patients with chronic 

pain (e.g., low back pain, rheumatoid arthritis), and so few studies were done with 

cancer patients, the inclusion criteria were extended to include studies of both cancer 

and chronic non cancer pain. Studies that discussed pain beliefs among caregivers or 

among patients under 18 years of age were excluded.  

In total, 10 studies were selected from 155 related studies for meta-analysis. 

Although the search was limited by language, only studies published in English and  

Chinese were included. No unpublished studies or abstracts were included.  

Describing, classifying, and coding the sample characteristics  

The studies were rated on 10 criteria using a quality scoring system (Moja, 

Telaro, Amico, et al., 2005). These items included publication, design, sample size, 

control of validity, data collection, instrument validity, instrument reliability, author 

expertise, and appropriate statistics. Total quality scores could range from 0 to 30 and 

each item had a possible score that ranged from 0 to 3 (0=absent, 1=low, 2=medium, 

3=high). Higher total scores signify better quality. The lowest boundary for inclusion 

of a study in the meta-analysis was a score above 21 (70% of total scores). The ten  

selected studies were rated between 23 and 27 (Table 2.2). The categories of rating 

the study quality involved the author, independent variables, and dependent variables 

(Table 2.3).  

Data analysis 

Effect size (d) is a measure of the mean difference between the experimental and  

control groups, measured in standard deviation units. This statistic provides 

information about the direction and magnitude of the effect, and is used to express the 

effectiveness of experimental treatment (Cohen, 1988). Although calculation of an 

effect size allows researchers to examine the strength of the result for each study 
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without the bias of sample size or type of instrument used, the calculation of a 

weighted effect size in a study with a small sample size is strongly recommended 

(Lederman, 1992).   

Johnson’s DSTAT was the statistical software program used to determine the 

effect size and 95% confidence intervals in this meta-analysis (Johnson, 1993). For 

studies that used more than one instrument to measure the same dependent variable 

(e.g., use of Numeric Rating Scales (NRS), Visual Analogue Scales (VAS), Brief  

Pain Inventory (BPI) to measure pain intensity), an average effect size was calculated 

for that variable. Because the 10 studies were cross-sectional investigations, the effect 

size was calculated by t value (4%), F value (32%), or correlation coefficient r (64%). 

In general, a small effect size is considered to be a value equal to 0.2, a medium 

effect size has a value equal to 0.5, and a large effect size has a value equal to 0.8 

(Cohen, 1988). The critical values were set at α=0.05, power=0.80, and the effect size 

was used to determine the sample size needed for a future study. 

Interpreting the results  

Study characteristics 

Ten studies (Table 2.4) were identified that examined the relationships between 

pain beliefs and pain experience. The recent interest in this topic is evidenced by 

publication date spanning 1991 to 2002 (Table 2.4 ). All studies were published in 

journals. Two major research groups (i.e., Williams and Jensen) have done the 

majority of the studies on pain beliefs/attitudes. These studies used three instruments 

to measure pain beliefs (independent variable), mainly the Pain Beliefs and 

Perception Inventory (PBPI) (Morley & Wilkinson, 1995; Stroud, Throne, Jensen, et 

al., 2000; Williams & Keefe, 1991; William & Throne, 1994), the Survey of Pain 

Attitude (SOPA) (Jensen & Karoly, 1992; Jensen, Turner, Romano, 1994; Jensen, 
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Romano, Turner, et al., 1999; Turner, Jensen, Romano, 2000; Lai et al., 2002), and 

the Pain Self-Efficacy Questionnaire (PSEQ) (Asghri & Nicholas, 2001). 

The dimensions of the pain experience (dependent variable) that were evaluated 

included pain intensity (NRS (Asghri & Nicholas, 2001; Jensen & Karoly, 1992; 

Jensen, Turner, Romano, 1994; Jensen, Romano, Turner, et al., 1999; Stroud, Throne,  

Jensen, et al., 2000; Turner, Jensen, Romano, 2000; William & Keefe, 1991), BPI 

(Lai, et al., 2002)); pain quality (McGill Pain Questionnaire [MPQ] (Morley & 

Wilkinson, 1995; William, Robinson, & Geisser, 1994); depression (Center of 

Epidemiological Studies Depression Scale [CES-D] (Jensen, Romano, Turner, et al., 

1999), Beck Depression Inventory [BDI] (William, Robinson, & Geisser, 1994); 

anxiety (Beck Anxiety Inventory [BAI]( William, Robinson, & Geisser, 1994); 

disability (Sickness Impact Profile [SIP] (Jensen & Karoly, 1992), Minnesota 

Multidimensional Pain Inventory [MMPI] (Jensen, Turner & Romano, 1999), 

BPI-interference scale (Lai, et al., 2002)); and analgesics adherence (Analgesics 

Adherence Scale)(Lai, et al., 2002). 

Subject characteristics 

The 10 studies included data from 1,612 adults who were either chronic pain 

patients (N=1418) or cancer pain patients (N=194). The ages of the participants 

ranged from 21 to 91 years. Seventy-three percent of the studies involved more 

women than men. Only seven studies reported the race or ethnicity of participants. 

Five studies reported that the majority of the participants were Caucasian (i.e., 90% to 

98%) (Jensen, Turner, Romano, 1994; Morley & Wilkinson, 1995; Stroud, Throne, 

Jensen, et al., 2000; Turner, Jensen, Romano, 2000). All of the participants in one 

study were Taiwanese (Lai, et al., 2002). The major types of pain in the chronic pain 

studies were low back, head and neck, shoulder, and upper or lower extremity (Jensen, 
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Turner, Romano, 1994; Morley & Wilkinson, 1995; Stround, Throne, Jensen, et al., 

2000; Turner, Jensen, Romano, 2000; William & Keefe, 1991; William & Throne, 

1994).The cancer pain studies included adults with various types of cancer (e.g., lung  

cancer, breast cancer, prostate cancer, lymphoma, and colon cancer (Lai, et al., 2002). 

Eight studies were done in the United States, one in Taiwan, and one in the United 

Kingdom. 

Influence of pain beliefs on the sensory dimension of pain 

(1) Influence of pain beliefs/attitudes on pain intensity 

The correlation between pain beliefs and pain intensity was described 9 times in 

8 studies. The average effect size across all studies was medium (d=0.43, ranging 

from 0.21 to 0.65). This correlation also showed a significant effect size (p<0.05) 

(Table 2.5). The SOPA showed a medium effect size on pain intensity (d=0.53), and 

the PBPI and PSEQ demonstrated a small effect size on pain intensity (d=0.25; d= 

-0.25, respectively). These results suggested that the patients with higher pain 

intensity scores reported more negative pain belief (Jensen & Karoly, 1992; Jensen, 

Turner, Romano, 1994; Jensen, Romano, Turner, et al., 1999; Lai, et al., 2002; Stroud, 

Throne, Jensen, et al., 2000; Turner, Jensen, Romano, 2000; William & Keefe, 1991) 

and lower self-efficacy beliefs (Asghri et al., 2001). All three instruments that 

measured pain beliefs/attitudes showed significant effect sizes on pain intensity 

(p<0.05) (Table 2.5).  

Seven studies used the NRS (Asghri & Nicholas, 2001; Jensen & Karoly, 1992; 

Jensen, Turner, Romano, 1994; Jensen, Romano, Turner, et al., 1999; Stroud et al., 

2000; Turner, Jensen, Romano, 2000; William & Keefe, 1991) and one study used the 

BPI (Lai, et al., 2002) to assess pain intensity. When the PBPI, SOPA, and PSEQ 

were compared, the SOPA had the highest effect size and highest 95% confidence 
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intervals (Table 2.6). As measures of pain intensity, both the NRS and BPI are valid 

and reliable measures (Turk & Melzack, 2001).  

(2) Influence of pain beliefs/attitudes on pain quality 

Only two studies described the correlation between pain beliefs and pain quality 

(William et al., 1994; Morley & Wilkinson, 1995), and the average effect size of the 

correlation was large (0.78, ranging from 0.50 to 1.05). Patients who selected a larger 

number of quality descriptions reported more negative pain beliefs (William, 

Robinson, & Geisser, 1994; Morley & Wilkinson, 1995). Both of these studies used 

the PBPI and showed significant effect sizes for the correlation between pain beliefs 

and pain quality (p<0.05) (Table 2.6).  

Influence of pain beliefs/attitudes on the affective dimension of pain 

(1) Influence of pain beliefs/attitudes on depression 

Only two studies described the correlation between pain beliefs and depression. 

The average effect size of this correlation was moderate to large (d=0.76, ranging 

from 0.51 to 1.00). Significant effect sizes were found for the correlation between 

pain beliefs and depression (p<0.05) (Table 2.7), such that patients with higher 

depression scores reported more negative pain beliefs (Jensen, et al., 1999; William, 

Robinson, & Geisser, 1994). Both the CES-D and BDI demonstrated moderate effect 

sizes (0.66 and 0.85 respectively). However, the BDI demonstrated a larger effect 

size than the CES-D. The BDI is generally used to evaluate depression in the chronic 

pain population, but not in the cancer pain population. In contrast, the CES-D is used 

most commonly in the cancer pain population, and the alpha coefficient in patients 

with cancer ranged from 0.78 to 0.89 (Hann, Winter, & Jacobsen, 1999; Boey, 1999).  

(2) Influence of pain beliefs/attitudes on anxiety 

Only one study described the correlation between pain beliefs/attitudes and  
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anxiety (William et al., 1994). In this study, the BAI was used to evaluate anxiety. 

The effect size of the correlation between pain beliefs/attitudes and anxiety was large 

(d=0.93, ranging from 0.69 to 1.17, p<0.05) (Table 2.8), such that patients with 

higher anxiety scores reported more negative pain beliefs (William, Robinson, & 

Geisser, 1994). Because only one study was found, this results need to be interpreted 

with caution. 

Influence of pain beliefs/attitudes on the behavioral dimension of pain 

(1) Influence of pain beliefs/attitudes on pain interference or disability   

Three studies described the correlation between pain beliefs and disability. The 

average effect size of the correlation was small (d=0.27, ranging from -0.36 to 0.78) 

but significant (p<0.05) (Table 2.9). The SIP, and MMPI showed a positive effect 

size when the correlation was tested with the SOPA (ranging from 0.38 to 0.78), 

which suggests that patients with higher disability scores reported more negative pain 

beliefs (Asghri & Nicholas, 2001; Jensen & Karoly, 1992; Jensen, Romano, Turner, 

et al., 1999). The MMPI demonstrated a larger effect size than the SIP. The effect 

size of the correlation between PSEQ and SIP was negative (-0.36), and suggests that 

patients with higher levels of disability reported lower pain self-efficacy.  

 (2) Influence of pain beliefs on the analgesics adherence 

Only one study described the correlation between pain beliefs/attitudes and  

adherence with an analgesic regimen (Lai, et al., 2002). This study used the SOPA to 

assess pain beliefs/attitudes and used the analgesic adherence scale (Lai, et al., 2002) 

to evaluate adherence. The effect size of the correlation between pain beliefs/attitudes 

and analgesics was small (d=0.32, ranging from 0.02 to 0.62) but significant (p<0.05). 

This result suggests that patients with higher levels of adherence with their analgesic 
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regimen reported more negative pain beliefs (Lai, et al., 2002). Because only one 

study was found, this result should be interpreted with caution. 

Limitations of this meta-analysis  

This meta-analysis was limited to published papers. Dissertations and published 

abstracts were not included which may result in a type I error publication bias. 

Another bias is the lack of studies in different populations of pain patients. Since only 

one study used a valid and reliable measure of pain beliefs/attitudes with cancer 

patients in Taiwan (Lai, et al., 2002), findings from this meta-analysis need to be 

extrapolated with extreme caution to patients with cancer pain.   

Only the relationship between pain beliefs and one aspect of the sensory 

dimension, namely pain intensity, had a large enough number of studies and had 

sufficient number of patients to provide a reasonable estimate of an effect size. 

Therefore, the ability to infer the magnitude of the relationships between pain 

beliefs/attitudes and the various dimensions of the pain experience is extremely 

limited.   

Conclusion 

This meta-analysis is the first to evaluate the relationships between pain 

beliefs/attitudes and various dimensions of the pain experience. The total average 

weighted effect size of the correlation between pain beliefs and pain experience 

demonstrated a medium effect (d=0.51). Both the SOPA and PBPI demonstrated 

significant effects when beliefs/attitudes were correlated with various dimensions of 

the pain experience. The NRS, MPQ, BPI, CES-D, BDI, BAI, SIP, and MMPI can be  

used as outcome measures of selected aspects of the pain experience. Based on the 

dimensions studied to date, a minimum of 62 cases will be needed in the future 
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studies that evaluate the correlation between pain beliefs/attitudes and the pain 

experience (Wolf, 1986).  

The Knowledge Gap on the Influence of Beliefs on Pain Experiences 

Because pain beliefs/attitudes are an abstract and complex concept, and pain 

experience is a multidimensional concept, it is a challenge to measure these two 

concepts comprehensively. Researchers have attempted to understand the 

relationships between these two concepts since the end of the 1990s (Jensen, Karoly, 

& Huger, 1987; William & Throne, 1989). However, pain beliefs/attitudes were first 

addressed in the cancer pain population during this decade (Lai, et al., 2002).  

Several areas need to be considered for future research. First, studies of pain 

beliefs/attitudes of advanced cancer patients in Taiwan need to be done because only 

one study (Lai, et al., 2002) has attempted to examine these relationships in oncology 

patients. Therefore, definitive conclusion cannot be drawn from the published data.  

Second, it is not clear whether the PBPI or SOPA, which are reliable and valid 

instruments in patients with chronic non-cancer pain (Jensen, Romano, Turner, et al, 

1999; William & Throne, 1989) are valid and reliable instruments to measure pain  

beliefs/attitudes in patients with cancer pain (Lai, et al., 2002). In addition, since 

these two instruments were originally developed in the United States, it is reasonable 

to assume that cultural differences between Taiwanese and Western people may exist 

and need to be evaluated. It should be noted that the SOPA (Jensen & Karoly, 1987) 

is a valid and reliable instrument but it has only been used in one study of Taiwanese  

cancer patients (Lai, et al., 2002). The average effect sizes in the relationships 

between pain beliefs/attitudes (SOPA) and various dimensions of pain experience 

was medium (d=0.53). Therefore, the SOPA may be a valid tool to used in future 

studies to evaluate the pain beliefs/attitudes in cancer patients.        
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   The third consideration for future research is to develop a study to do a 

comprehensive evaluation of the pain experience. The majority of the previous 

studies evaluated the relationships between pain beliefs/attitudes and sensory 

dimension or the relationships between pain beliefs/attitudes and behavioral 

dimension. This lack of attention to the multiple dimensions of the pain experience is 

a significant limitation of the published studies on the relationships between pain 

beliefs/attitudes and pain experience. One option may be to conduct a triangulation 

study that uses both qualitative and quantitative approach to explore the relationships 

between pain beliefs/attitudes and the cancer pain experience.                     



 34                      
Pain Beliefs and Attitudes 

Chapter Three: Methodology 

Research Design  

A descriptive and cross-sectional study design was used to investigate and explore 

the influence of pain beliefs/attitudes on various dimensions of the cancer pain 

experience among Taiwanese patients with advanced cancer.  

                     Research Setting 

A convenience sample of patients was recruited from a large academic medical 

center, (i.e. Kaohsiung Medical University (KMU) Chung-Ho Memorial Hospital) in 

Taiwan. The KMU Chung-Ho Memorial Hospital was established in 1957 and 

provides care to approximately 1500 inpatients and 5000 outpatients within 70 

outpatient units in Kaohsiung, a city located in the southern part of Taiwan. Patients 

were recruited from 8 inpatient oncology units and 4 outpatient oncology clinics after 

obtaining IRB approval from this medical center. 

                        Sample 

Power Analysis 

Based on the former meta-analysis of pain beliefs/attitudes and pain experience, 

with effect sizes ranging from 0.43 to 0.93, a desired power of 0.8 and level of 

significance of 0.05, the minimum sample size for the study ranges from 20 to 85 

(Cohen, 1988).  Considering the likely attrition rate due to the patient’s vulnerability 

(advanced disease) and the maximal 12 predictive variables of pain beliefs/attitudes, a 

total 120 adult Taiwanese with advanced cancer who were experiencing pain were 

recruited. 

Inclusion Criteria: patients were recruited for this study if they were 

1. Adults over the age of 18 years who were born and live in Taiwan, 

2. Diagnosed with stage IV disease or metastatic lung, liver, colorectal, breast, and  
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stomach cancer, 

3. Experiencing pain (with a minimum score of 1 on a 0 to 10 scale Numeric rating 

scale of pain intensity), or 

4. Capable of reading Chinese, or who spoke and understood Taiwanese or Mandarin. 

Exclusion Criteria: Patients were excluded if they were 

1. Mentally confused or unable to communicate, 

2. Had problems with pain prior to being diagnosed with cancer, or 

3. Had undergone surgery within four weeks prior to potential study participation. 

Human Subjects Assurance 

This study was approved by the Kaohsiung Medical University Chung-Ho 

Memorial Hospital Institutional Review Board on May 19, 2006 

(KMUH-IRB-950080) (Appendix A) and the Committee on Human Research in the 

University of California San Francisco (H452-28487-01) (Appendix B). The 

researcher explained the study to the director/head nurse and nurse 

specialists/practitioners of the 8 oncology inpatient units and 4 outpatient clinics in 

Kaohsiung Medical University Chung-Ho Memorial Hospital. The researcher then 

obtained a list of potential participants and screened the patients based upon their 

cancer diagnosis and stage of disease. In addition, medical records were reviewed to 

determine if patients met the inclusion and exclusion criteria. Once the potential 

participants were selected, the researcher described the study to the patients and 

invited them to participate. The IRB did not require patients to sign a written  

informed consent. 

This study posed minimal risk to the patients. Some of the questions might make 

participants feel worried, uncomfortable or sad. All of the patients participated in the 

study on a voluntary basis. They were free to not answer any of the study questions 
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and to stop the interview at any time. If participants became fatigued, they could stop 

and reschedule the interview for a later time. To protect the patient’s privacy, the 

participants’ records were handled as confidentially as possible. Only the researcher 

had access to the study records. After the study was completed, the questionnaires 

were destroyed and the electronic data were retained in a safe place. Participants’ 

identifying information is not included in any reports or publications from this study. 

                  Data Collection Methods 

    Data collection was accomplished using interview, administration of instrument, 

and medical record review. Patients completed the following study questionnaires: (1) 

Demographic Profile, (2) PBPI, (3) SOPA, (4) CES-D, (5) BAI, (6) QOL for cancer 

patients or survivors, (7) BPI, and (8) open-ended question (Appendix K and K-1).  

Instrument Translation 

Permission was obtained to use the traditional Chinese language translated 

versions in traditional Chinese of the CES-D, BAI, and BPI before beginning the 

actual research. Permission was obtained to translate the following instruments for 

this study: the PBPI, SOPA and QOL-P/CS. 

The instruments were translated into traditional Chinese using the Brislin’s 

Model of Translation (Brislin, 1986). Step 1: The instruments were translated by two 

bilingual Ph.D. nursing students who attended universities in the United States. They  

translated the original English versions of the questionnaires into Chinese based on 

their understanding of the content of the instrument, their familiarity of target 

population, and the appropriateness of language usage. Step 2: The Chinese versions 

of the instrument were reviewed by a monolingual Ph.D. nursing student, who 

attended a university in Taiwan, in order to identify incomprehensible or ambiguous 

wording. Step 3: Back translation of the Chinese version of the instruments into 
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English by another bilingual nursing faculty who was not familiar with the original 

English version of the instruments. This method of blinding assures that the meaning 

of the Chinese version would be adequately reflected in the back-translated version 

(Brislin, 1970; Yu, Lee & Woo, 2004). Step 4: The researcher compared the original 

versions and the back- translated versions of the instruments and evaluated them for 

linguistic congruence and cultural relevancy. The final Chinese versions of the 

instruments were tested with five patients with advanced cancer in Taiwan before the 

study started.  

Demographic Profile (Appendix C and C-1) 

The demographic data sheet obtained information on the patient’s age, gender, 

ethnicity, level of education, marital status, religious affiliation, employment status, 

monthly income, and the primary caregivers.  

Medical Record Review (Appendix D and D-1) 

Information was obtained from the medical records on the date of diagnosis 

about the type and stage of cancer, the treatment regimen and agents, the etiology of 

pain, duration of pain and pain medications of subjects.   

Pain Belief and Perception Inventory (PBPI) (Appendix E and E-1) 

Instrument development 

The Pain Belief and Perception Inventory (PBAPI or PBPI) was developed to 

assess the pain beliefs of patients with chronic pain (William & Throne, 1989). This 

16-item instrument uses a four-point Likert scale that included the following values: 

-2 “strongly disagree”, -1 “disagree”, 1 “agree”, and 2 “strongly agree”. Total scores 

can range from -32 to 32, higher scores mean higher agreement with those beliefs. 

The beliefs measured by the scale include four factors, 1) constancy: beliefs that pain 

is a constant and enduring experience, 2) acceptance: beliefs about the chronicity of 
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pain; 3) mystery: the belief that pain is a mystery and poorly understood phenomenon 

in the patient’s life, and 4) self-blame: the belief that pain is caused or perpetuated by 

the patient (William & Throne, 1989).   

Reliability and Validity 

Internal consistency reliability has been established for the PBPI. In one study, 

the coefficient alpha of a 4-factor solution (mystery, constancy, acceptance 

/permanence, self-blame) were all equal to 0.80 or greater in the cases with chronic 

pain (N=84) (Morley & Wilkinson, 1995). A more recent study also demonstrated 

adequate coefficient alphas at 0.68, 0.72, 0.74, and 0.80 among chronic pain 

populations (N=163) (Stroud, Thron, Jensen, et al., 2000). 

The construct validity of PBPI has been verified by factor analysis (Strong, 

Ashton, & Chant, 1992; Williams, Robinson, & Geisser, 1994; Williams & Throne, 

1989). The 4-factor solution (mystery, constancy, acceptance/permanence, self-blame) 

have been corroborated by several researchers (Williams & Throne, 1989, Williams 

& Keefe, 1991, Williams, Robinson, & Geisser, 1994). Multivariate analysis showed  

significant differences between the 4 scales and the adequate discriminant 

distinctiveness for each scale (Stroud, Thron, Jensen, et al., 2000, Williams, Robinson, 

& Geisser, 1994 ).      

Empirical studies 

The PBPI has been used specifically in assessing the pain beliefs of chronic pain 

patients, especially for low back pain, head and neck pain, limb pain, abdominal pain, 

and other chronic pain (Stroud, Thron, Jensen, et al., 2000, Williams & Keefe, 1991, 

Williams, Robinson, & Geisser, 1994, Williams & Throne, 1989). Clearly this 

measure has strong psychometric characteristics with proven relevance to patient 

behavior. It has been only applied in English speaking countries (North American, 
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Australia) (Strong, Ashton, & Chant, 1992, Stroud, Thron, Jensen, et al., 2000), and 

to one non-English speaking country (Germany) (Herda, Seigeris, & Basler, 1994). 

The scale contains only 16 items and takes 5 minutes to administer which is 

appropriate for use in advanced cancer patients.  

The Chinese version was developed, through a translation and back translation 

process, for assessing the patients in Taiwan. The Cronbach’s coefficient alpha and 

the split-item reliability of Chinese version PBPI in this study were 0.82 and 0.83 

(See Table 3.1 ) . 

Survey of Pain Attitude (SOPA): (Appendix F and F-1) 

Instrument development 

The most widely used instrument to assess pain belief/attitudes is the Survey of 

Pain Attitude (SOPA). It was originally published by Jensen, Karoly, and Huger in 

1987. The initial version had 24 items rated on a 5-point scale (0-4 point), where 0  

indicated ”this is very untrue to me “ and 4 indicated “ this is very true for me”. The 

scale was increased to 57 items in a third version of SOPA. These items include 

seven dimensions related to pain beliefs: 1) control, 2) disability, 3) medical cure, 4)  

solicitude, 5) medication, 6) emotion, and 7) harm. This version showed high internal 

consistency and has been stable over time (Jensen & Karoly, 1992).  

Reliability and Validity 

The third version (57 items) of the SOPA contained seven subscales (Control, 

Disability, Medical cure, Solicitude, Medication, Emotion, Harm) and demonstrated 

acceptable reliabilities, Cronbach’s alpha coefficients were 0.71-0.78, 0.76-0.81, 

0.72-0.74, 0.74-0.79, 0.64-0.73, 0.76-0.81, and 0.67-0.74 (N=241, N=395) (Jensen, 

Turner, Romano, et al., 1994, Tait & Chibnall, 1997). For the two abbreviated 

versions, acceptable reliability (0.56-0.83 coefficients alpha for 30-item version 
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(N=194) and 0.70-0.81 for 35-item version) has also been demonstrated (Jensen, 

Turner, Romano, 2000, Tait & Chibnall, 1997).  

For the 57-item with seven subscales (Control, Disability, Medical cure, 

Solicitude, Medication, Emotion, Harm ) version, the eigen values of the seven 

subscales were greater than 1.0, with seven factors accounting for 55.9% of the total 

variance. Each factor (or subscale) accounted for 6% (control), 4.8% (disability), 8% 

(medical cure), 15.2% (solicitude), 4.2% (medication), 12.6% (emotion), and 5.2% 

(harm) of the common variance (Tait & Chibnall, 1997). Multivariate analysis 

showed significant differences between the 7 subscales and adequate discriminant 

distinctiveness for each scale (Jensen & Karoly, 1992, Strong, Ashton, & Chant, 

1992).  

Empirical studies 

The SOPA has been used in many clinical populations with chronic pain, 

including low back pain, head and neck pain, and rheumatoid arthritis, etc (Jensen, 

Romano, & Turner, et al., 1999, Jensen, Turner, & Romano, 1991, Jensen, Turner, & 

Romano, 1994, Jordan, Lumley, & Leisen, 1998). It also has been used in cancer pain 

studies (Lai, et al., 2002, Yates, et al., 2002). The SOPA has strong psychometric 

characteristics with proven relevance to patient coping/adjustment behavior (Jensen 

& Karoly, 1992, Jordan, Lumley, & Leisen, 1998, Jensen, Turner, Romano, 2000,), 

symptom severity (Jensen & Karoly, 1992), anxiety, and depression (Jensen & 

Karoly, 1992, Jensen, Romano, & Turner, et al., 1999), and adherence to analgesic 

regimens (Lai, et al., 2002). It has been used in English speaking countries (North 

American, Australia) (Strong, Ashton, & Chant, 1992, Stroud, Thron, Jensen, et al., 

2000), and one non-English speaking country (Taiwan) (Lai, et al., 2002). The parts 

of Chinese version of SOPA (i.e., control, disability, emotional, medication) also 
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have good psychometric qualities (Lai, et al., 2002). The 57-item version remains 

somewhat cumbersome to use and presently lacks the normative standards against 

which to compare individual response profiles (Turk & Melzack, 2001). Although the 

SOPA has been used in Taiwan, only parts of the scale were used (Lai, et al., 2002). 

Further testing and application with the whole scale needs to be done to enhance the 

reliability and validity of the SOPA in clinical research. It took 15 to 20 minutes for 

study participants to complete. The Cronbach’s coefficient alpha and the split-item 

reliability of the Chinese version SOPA in this study were 0.86 and 0.88 (See Table 

3.1 ) . 

Center of Epidemiological Studies Depression Scale CES-D (Appendix G and G-1) 

Instrument development 

 The Center of Epidemiological Studies Depression Scale (CES-D), a self-report 

questionnaire, was designed to measure the presence and severity of depressive  

symptomatology during the previous week in the general population. The CES-D has 

20 items that include depressed mood, feelings of guilt and worthlessness, feelings of 

helplessness and hopelessness, psychomotor retardation, loss of appetite, and sleep  

disturbance. Each item is scored from 0 to 3 on a scale of frequency of occurrence 

ranging from “rarely or none of the time (less than 1 day)” to “most or all of the time 

(5-7 days)”. The possible range of scores is 0 to 60, with higher scores indicating the 

presence of more symptomatology. A score of 16 or greater is considered to represent 

the possibility of clinically significant depression.  

Reliability and Validity 

Alpha coefficients for the CES-D ranged from 0.85 for the general population to 

0.90 for the psychiatric population. Satisfactory test–retest reliability over a 2- to 

8-week period ranged from 0.51 to 0.67 and from 0.32 to 0.54 over a 3- to 12-month 
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period. One study of 120 lung and gastrointestinal cancer outpatients demonstrated 

internal consistency of the CES-D at 0.88, supporting the measure’s reliability 

(Devins, Orme, & Costello, 1988).  

Ward and colleagues (1992) reported the internal consistency of the CES-D was 

0.89 when used with a small group (n=38) of breast cancer patients. Other studies 

showed alpha coefficients of patients with cancer ranged from 0.86 to 0.89 ( Boey, 

1999, Hann, Winter, & Jacobsen, 1999). Test-retest reliability coefficients for the  

cancer patients with active treatment compared to a healthy comparison group were 

0.57 (p＜0.001) and 0.51 (p＜0.001), respectively. These moderate and significant  

correlations supported the test–retest reliability of the CES-D over an average time of 

2.5 weeks (Hann, Winter, & Jacobsen, 1999).  

The first exploratory factor analysis for the CES-D identified four factors: 

depressed affect (blue, depressed, lonely), positive affect (good, hopeful, happy), 

somatic and retarded activity (bothered, sleep, get going), and interpersonal problems  

(unfriendly, dislike). Other construct validity was demonstrated in two ways, via 

comparisons between the groups and by comparing the CES-D with measures of 

fatigue, anxiety, and global mental health functioning. The CES-D was established as 

a valid and reliable measure of depressive symptomatology in this sample of breast 

cancer patients. Scores of these patients and of the healthy comparison counter parts 

on the CES-D presented as expected, the patients scored significantly higher, that is, 

reported more depressive symptomatology, than the healthy subjects at the first 

assessment (p＜0.05) and at the second assessment (p＜0.001) 4 weeks later. Also, 

patients reported a significant increase in depressive symptomatology from the first to 

the second assessment (p＜0.05), whereas scores for the healthy subjects did not 

significantly change from Time 1 to Time 2 (Group Time interaction: F=2.8, p＜
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0.10).The correlations between the CES-D and other functional scales, POMS-F, 

STAI-S, was considered to be satisfactory (p<0.05) (Hann, Winter, & Jacobsen, 

1999). One study also documented that scores on the CES-D scale correlated strongly 

with another instrument of depression, the Beck Depression Inventory BDI (r= 0.80) 

(Geisser, Roth,& Robinson, 1977).   

Geisser and colleagues (1977) found that the CES-D significantly discriminated 

between patients with chronic pain who did or did not have major depression. The 

CES-D has satisfactory sensitivity (81.8%) and specificity (72.7%) for detecting 

changes in depression severity in patients with chronic pain (Geisser, Roth, &  

Robinson, 1977). Another study also demonstrated that the CES-D is sensitive to the 

differences between breast cancer patients and healthy individuals (Hann, Winter, & 

Jacobsen, 1999).  

Empirical studies 

The CES-D has been widely used to assess depressive symptoms in different 

racial/ethnic groups in the community or clinical settings, including American 

(Brown, Levy, Rosberger, et al., 2003; Ciaramella & Poli, 2001; Goldenberg, Hickey, 

Cliver, et al., 1997; Oakley & Kane, 1999), European (Leonard, Steiger, & Kao, 2003; 

Miller, et al., 2002 ), African American (Ruiz, Zhu, & Crowther, 2003), Mexican 

American (Angel, Douglas, & Angel, 2003), Chinese (Yu, Kean, & Slymen, et al., 

1998), and Korean (Kim & Lee, 2003). Also, it has been used in populations of 

varying age (Wiesner, 2003) and gender (Angel, Douglas, & Angel, 2003) and 

reported mixed results as to reliability and validity of the CES-D.  

Although the CES-D was developed for measuring depression in the general 

population initially, the CES-D was found to be a valid and reliable measure of 

depressive symptomatology in various types of cancer (Brown, Levy, Rosenberger, et 
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al., 2003; Devins, Orme, & Costello, 1988; Hann, Winter, & Jacobsen, 1999; Ward, 

Viergutz, Tormey, et al., 1992).  

Factor structure of the CES-D was different in various races, genders, and  

diagnoses. It needs to undergo cross-cultural, cross-gender, and cross-cancer study. 

Since the CES-D was focused on measuring the cognitive and affective components  

of depression, lack of somatic assessment items could hinder obtaining a holistic 

understanding of depression (Turk & Melzack, 2001). The authors of the instrument 

report it takes 5 minutes to complete. 

The Cronbach’s coefficient alpha and the split-item reliability of Chinese 

version CES-D in this study were 0.83 and 0.91 (See Table 3.1) . 

Beck Anxiety Inventory (BAI) ( Beck & Steer, 1993) (Appendix H and H-1) 

Instrument development 

The Beck Anxiety Inventory (BAI) was developed as a self-report scale to 

assess the frequency of anxiety symptomatology over 1 week (Beck, Epstein, Brown, 

et al., 1988). The BAI consists of 21 items that are descriptive statements of anxiety 

symptoms. They are rated on a 4-point scale from 0 (not at all) to 3 (severely). The 

scoring range is 0–63. Scoring bands are 0–7 (minimal anxiety), 8–15 (mild anxiety), 

16–25 (moderate anxiety) and 26–63 (severe anxiety) (Beck & Steer, 1993). In 

exploratory factor analyses,  

researchers have typically found a two-factor structure comprised of cognitive and 

somatic symptoms (Beck, Epstein, & Brown, et al., 1988; Steer, Rissmiller, Ranieri, 

et al., 1993) or a four-factor structure corresponding to cognitive, autonomic, 

neuromotor, and panic symptoms (Beck & Steer, 1993).  

Reliability and Validity  
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  The BAI has good test-retest reliability (r=0.75) and excellent internal 

consistency (Cronbach’s alpha= 0.92) and a one-week test-retest reliability 

coefficient of 0.75 among psychiatric patients (Beck, Epstein, Brown, et al., 1988). 

Another study, focusing on 40 patients’ primarily diagnosed as anxiety disorder, 

indicated that the BAI was a highly internally consistent (alpha=0.94) instrument. The 

Pearson test-retest correlation for an average time lapse of 11 days was 0.67. 

Although this was somewhat lower than the reliability of 0.75, the difference 

appeared to be due to the longer test-retest interval (Beck, Epstein, Brown, et al., 

1988). The researchers also retested the BAI after seven days similar to (as the Beck, 

et al.’s study), and obtained a coefficient of 0.73 (Fydrich , Dowdall, & Chambless, 

1992).  

Factor analysis was used to verify the construct validity of BAI. The primary 

factor analysis showed a two-factor solution, cognitive and somatic symptoms (Beck, 

Epstein, & Brown, et al., 1988). Later studies corroborated the results (Beck & Steer, 

1991; Beck et al., 1988; Creamer, Fbran & Bell, 1995). A four-factor solution 

(N=197) composed of cognitive, automatic, neuromotor, and panic in a population of 

older medical patients was obtained (Wetherell, 1997).  

The BAI has adequate concurrent validity (r=0.58) with the State-Trait Anxiety 

Inventory (Spielberger, 1983) and with the Hamilton Anxiety Rating Scale-Revised  

(r=0.51). The BAI test-retest reliability coefficient of .67 and the STAI-Trait 

coefficient of .73 set the expected upper limits for correlation of these scales with 

others. Accordingly, the correlation of .54 obtained between the BAI and Diary 

Anxiety is a very robust convergent validity coefficient. This correlation is 

significantly higher (p＜0.05) than that of the BAI and Diary Depression, supporting 
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the discriminant validity of the scale. Reflecting shared method variance as well as 

the overlap of anxiety and depression, the BAI does have a substantial correlation  

with the BDI, this finding was corroborated in another study (Beck, Epstein, Brown, 

et al., 1988). However, this correlation is significantly lower than that of the BDI and  

the Trait Anxiety scale. Even used diary ratings to assess concurrent validity, whereas 

Beck and colleagues (1988) used an interview, the effect sizes for convergent validity 

in the two studies were quite similar. Such convergence across disparate assessment 

methods provided particularly encouraging support for the construct validity of the 

BAI (Spielberger, 1983). 

Empirical studies 

The BAI has been widely used in various samples with consistent reliability and  

validity. Those samples include patients who are experiencing anxiety disorders, 

depression, alcoholism, drug abuse, or other psychiatric disorders (Crits-Christoph, et 

al., 2001). The BAI has also been applied in patients with medical conditions, such as 

pain or chronic pain (Hadjistavropoulos, Hadjistavropoulos, & Quine, 2000).  

There was strong support for the prediction that anxious pain patients would be 

more likely to attend to sensations and catastrophically misinterpret these same 

sensations compared to non anxious patients. The results of a study by 

Hadjistavropoulos, Hadjistavropoulos, & Quine (2000) suggest, however, that 

individual differences among patients with anxiety may moderate the effects of 

distraction and attention. Distraction among anxious patients resulted in greater 

affective pain and worry about injury than it did for non anxious patients.  

The BAI has been translated into several languages, including Spanish (Impara 

& Plake, 1998), Swedish (Paunovic, 1999), German (Hahlweg, Fiegenbaum, & Frank, 

et al., 2001), Italian (Gerra, et al., 1998), and French (Dugas, Letarte,& Rheaume, et  
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al., 1995).The BAI would be suitable for international studies assessing anxiety 

symptomatology. The BAI-Chinese version (published by the Chinese Behavioral  

Science Company in Taiwan) is now regarded as one of the formal psychological 

screening tests of anxiety among students of high schools, colleges, and universities 

in Taiwan. Shortcoming of BAI is the lack of its use in cancer patients in Taiwan. 

Therefore, the BAI needs verification of its psychometric qualities when used with 

cancer populations in Taiwan. The authors of the instrument report it takes 5 to 10 

minutes to complete. 

The Cronbach’s coefficient alpha and the split-item reliability of Chinese 

version BAI in this study were 0.87 and 0.84 (See Table 3.1) . 

Quality of life patients/cancer survivors (QOL-CS) (Appendix I and I-1) 

Instrument Development 

The QOL instrument is based on previous versions of the QOL instrument by 

researchers at the City of Hope National Medical Center by Grant, Padilla, and Ferrell. 

This instrument was revised in cancer patients and cancer survivorship studies and 

includes 41 items representing the four domains of quality of life physical well being, 

psychological well being, social well being and spiritual well being. The scoring is 

based on a scale of 0 = worst outcome to 10 = best outcome (Ferrell, Dow, & Grant, 

1995).   

Reliability and Validity 

The overall QOL-patients/cancer survivors tool test re-test reliability within two 

weeks was .89 with good reliability and validity of the subscales of physical r=.88, 

psychological r=.88, social r=.81, spiritual r=.90. An overall r=.93. Subscale alphas  

ranged from r=.71 for spiritual well being, r=.77 for physical, r=.81 for social, and 

r=.89 for psychological well being (Ferrell, Dow, & Grant, 1995). 
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Several measures of validity were used to determine the extent to which the  

instrument measured the concept of QOL in patients/cancer survivors. Seventeen 

variables were found to be statistically significant accounting for 91% of the variance 

in overall QOL tool. Variables accounting for the greatest percentage of total variance 

in QOL were control, aches and pain, uncertainty, satisfaction, future, appearance and 

fatigue (Ferrell, Dow, & Grant, 1995; Ferrell, Dow, Leigh, et al., 1995). 

Empirical studies 

The QOL has been widely used in various samples with consistent reliability and 

validity. Those samples include patients with various cancers (Ferrell, Dow, & Grant, 

1995; Ferrell, Dow, Leigh, et al., 1995; Fujimori, et al., 2006; Zebrack, Bleyer, 

Albritton, et al., 2006). The QOL is not only administered in adult cancer patients, but 

also in the child population (Zebrack, Bleyer, Albritton, et al., 2006).  

The lack of a Chinese version and limited utilization of QOL-patients/cancer 

survivors in a Taiwanese population were two major weaknesses of this scale. The 

QOL–patients /cancer survivors has been translated and back translated and 

compared with each other. At last, after comparison and appropriate correction, the 

final Chinese version has been obtained (Flaherty, et al., 1988; Maneesriwongul & 

Dixon, 2004). The authors of the instrument report it takes 10 to 15 minutes to 

complete. 

The Cronbach’s coefficient alpha and the split-item reliability of Chinese 

version QOL in this study were 0.86 and 0.85 (See Table 3.1). 

Brief Pain Inventory (BPI) (Appendix J and J-1) 

Instrument Development 

The BPI, attributed to Daut, Cleeland, and Flanery in 1983, was developed  
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specifically for cancer patients and measures the physiologic, sensory, affective, and 

behavioral dimensions of the pain experience (Cleeland, 1985; Anderson, Syrjala, & 

Cleeland, 2001). It is a self-report instrument that assesses topics relevant to pain, 

namely history, intensity, quality, and interference with activities and causes. It was 

originally composed of 20 items for assessing the pain intensity and the impact of 

pain intensity was recorded on numerical scales ranging from 0 (no pain) to 10 (pain 

as bad as you can imagine). As pain may vary during a day, the intensity was rated at 

the time of completing the questionnaire (pain now), and also its worst, least, and 

average over the past day or week, the choice depending on the context of the study 

(Anderson, Syrjala, & Cleeland, 2001; McDowell & Newell, 1996). The BPI also 

assessed the location of the pain on a diagram of a human figure. Finally, Cleeland 

uses 15 words that are taken from the McGill Pain Questionnaire (MPQ) to assess the 

quality of pain. A short form, the BPI-SF, was developed for clinical trials where 

multiple assessments of pain were required. The BPI-SF only selects 6 items from the 

standard BPI, and most of them assess the intensity of pain (McDowell & Newell, 

1996).        

Reliability and Validity 

The BPI is regarded as a reliable measure of cancer pain intensity, inference 

with life activities and emotional functioning . It has good test-retest reliability 

(Twycross, Harcourt, & Bergl, 1996). The percentage agreement for initial pain was 

76%, for pain ever was 81%, and for pain in the past month, 67%. Many non-English 

language validation studies are available. Coefficient alpha values of pain intensity 

for four language versions were 0.87 for the English version, 0.85 for the French 

version, 0.86 for the Mandarin Chinese version, and 0.80 for the Filipino version. 



 50                      
Pain Beliefs and Attitudes 

Alpha reliabilities for the interference scale include 0.91(English), 0.90 (French), 0.91 

(Chinese), and 0.86 (Filipino) (Anderson, Syrjala, & Ceeland, 2001). 

The BPI detected expected differences in severity of pain between groups of 

patients who differed in the site of their disease, in their requirement for analgesics, 

and in the presence of metastasis (Cleeland, et al., 1994). In discriminant validity, the 

BPI items distinguished between groups of patients receiving different types of 

analgesia, with the intensity scales discriminating more than the interference items. 

The correlation among pain intensity (now, least, worst, average) ranged from 

0.57-0.80, while correlations among the interference scales ranged from 0.44-0.83. 

Correlations between the intensity and interference ratings ranged from 0.27-0.63. 

Factor analysis confirmed the separation of severity and interference factors, and this 

has been replicated in studies in Vietnam, Mexico, and the Philippines. Also, the 

internal structure of the BPI appears logically consistent in intensity and interference 

items (concurrent syndromes) (Cleeland, et al., 1994).  

Empirical studies 

The PBI have been widely used in various situations with consistent reliability 

and validity. These situations include application of different cancer diagnosis or 

nonmalignant pain (Tan, Jensen, Thornby, et al., 2004), and various causes of cancer 

pain (Caraceni,et al., 2002). Further, cross- cultural work with the BPI has lead to  

some interesting comparisons of the pain experience in different cultures and  

indicates that the scale would be suitable for international studies of analgesia and 

cancer treatment (Caraceni, et al., 2002; Chang, Chang, Chiou, et al., 2002; Ger, Ho,  

Sun, et al., 1999). Finally, the BPI has not only been used in assessing pain, but also 

to measure the outcomes of pain management (Costantini, Viterbori, & Flego, 2002). 

The authors of the instrument report it takes 10 to 15 minutes to complete. The 
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Cronbach’s coefficient alpha of Chinese version BPI in this study was 0.76 (See 

Table 3.1 ) . 

Study Procedure 

Once patients agreed to participate in the study, a Medical Record Review was 

completed by the researcher. All participants who could read and write and did not 

have severe symptoms at the time of enrollment were asked to complete the study 

questionnaires (i.e., Demographic Profile, PBPI, SOPA, BPI, QOL, CES-D, BAI, and 

an open-ended question about what they thought about their pain). If patients could 

not read, the researcher read every question to him/her. The time required to complete 

questionnaires ranged from 45 to 60 minutes. If the researcher identified clinical 

findings that warranted clinical intervention (i.e., moderate to severe pain that is 

untreated, side effects from existing pain medication regimen, signs or symptoms of 

clinical depression), the researcher notified the participants about the finding and 

reported the finding to the participant’s health care provider/team. Data collection 

was then rescheduled for a time when a patient had subsided. Each participant 

received a gift and a “how to cope with pain” booklet to thank for his/her 

participation in the study. 

Data Analysis 

Data was entered into the database soon after collection by the researcher and 

assistants. Data quality was insured by review. To ensure accuracy, double entry of  

the data was performed. Data was cleaned and edited after entry, and was checked for 

missing, outlying, illogical, and extreme values. All data was backed-up on a USB 

flash disk or CD-ROMs. The electronic data was archived and will be stored for 

several years after the end of the study.   

Data obtained in this study was analyzed using the Statistical Package for the 
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Social Sciences (SPSS )13.0 on a personal computer. Descriptive statistics including 

means, standard deviations, frequencies, and percentages of categorical variables 

were calculated for all study variables. Correlation, t-test or analysis of variances 

were applied to determine the relationship between pain beliefs/attitudes and etiology 

of pain, the duration of pain, pain intensity, pain quality, location of pain, anxiety, 

depression, quality of life, type of disease, current treatment, and pain medication 

(see detail in Table 2). Multiple regression was applied to determine the significant 

predictors of pain beliefs/attitudes (see table 3.2). Missing data was handled in SPSS 

by leaving the variable blank, and allowing the researcher options in assigning an 

appropriate value. There was no adjustment for missing data, however, the researcher 

encouraged participants to complete all segments of the questionnaire in order to 

prevent gaps in data. A p value of <.05 was selected to delineate statistical 

significance.   
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Chapter Four 

Results 

The results of this cross-sectional study of the relationship between pain 

beliefs/attitudes and the pain experience among advanced cancer patients in Taiwan 

are reported here. Findings include descriptive analysis of the patients, medical 

records, dependent and independent variables, and data addressing each of eleven 

research questions. 

                     Patient Demographics 

    The researcher collected demographic information including the patient’s age, 

gender, ethnicity, marital status, education, religion, paid work and main caregiver 

(see Table 4.1). In the total sample (N=120), patients ranged in age from 27 to 86 

with mean age 56.9±11.8. Over sixty percent of total sample were between the ages 

of 50 to 69. The total sample of 120 advanced cancer patient included slightly more 

females (55.8%) than males (44.2%). The mean age of male patients (59.1±12.8) 

was slightly older than female patients (55.2±10.7). Of the total sample, 80.8% were 

Fukienese, 67.5% were married, 50.0% were Taoist, 88.3% were unemployed, most 

patient’s highest level of education was either elementary school (35.8%) or junior 

high school (24.2%), 57.5% had a monthly income less than NT40,000 (1USD=33 

NT) and of these 28.3% had no income; 43.3% of main caregivers were a spouse or 

partner.         

Patient Medical Records 

The medical profile of the total sample is listed in Table 4.2. Of the total sample, 

81.7% were from inpatient oncology units. Cancer diagnoses, in order of prevalence  

were liver cancer (31.7%), lung cancer (25.8%), breast cancer (24.2%), colorectal  
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cancer (11.7%), and gastric cancer (6.7%). The average time since cancer diagnosis 

was 30.7±31.9 months. 36.7% of total sample were treated with chemotherapy. 

Almost half (49.2%) were not receiving any cancer treatment at the time of the 

survey. 

Descriptive analysis of pain beliefs/attitudes and pain experience 

    Frequency, mean, and standard deviation for all the pain beliefs/attitudes and 

various dimensions of pain experience were calculated. 

Pain beliefs/attitudes 

The pain beliefs/attitudes were measured by Pain Belief and Perception Inventory 

(PBPI) (William & Throne, 1989) and Survey of Pain Attitudes (SOPA) (Jensen, 

Turner, Romano, 2000).  

  The Pain Belief and Perception Inventory (PBPI) consists of 16 items 

measuring pain beliefs and perception. A 4-point scale, ranging from -2 (strong 

disagree) to 2 (strong agree), was assigned for responses to each item. Higher scores 

mean higher agreement with those beliefs. The total possible scores ranges from -32 

to 32. Of the total sample, the mean scores ranged from -25 to 18 (2.23±9.07) (Table 

4.3). The beliefs include four subconcepts; mystery, permanence, constancy, and 

self-blame. (Turk & Melzack, 2001). The mean score of mystery, permanence, 

constancy, and self-blame was .93±3.50 (possible range from-8 to 8), 1.30±3.75 

(possible range from-10 to 10), 1.89±3.69 (possible range from-8 to 8), -1.89±2.36 

(possible range from-6 to 6) respectively from this sample of 120 patients.  

The Survey of Pain Attitudes (SOPA) consists 57 items measuring pain 

attitudes. A 5-point scale, ranging from 0 (very untrue) to 4 (very true), was assigned 

for the responses to each item. Higher scores mean higher agreement with those 

attitudes. The total possible mean score ranges from 0 to 4. Of the total sample, the 
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mean scores ranged from 1.86 to 3.02 (2.53±.28) (Table 4.4). The SOPA includes 

seven subscales: control, disability, medical cure, solicitude, medication, emotion, 

and harm. The mean scores of subscales were 1.84±.51 (control), 2.74±.54 

(disability), 2.85±.54 (medical cure), 2.00±.44 (solicitude), 3.25±.67 (medication), 

2.69±.47 (emotion), and 2.63±.35 (harm) respectively. 

   The correlation coefficient between PBPI and SOPA was low with significantly 

positively (r=.295, p<.05) (Table 4.5). The PBPI and SOPA were correlated but 

independent.   

Pain experience 

    Pain experience, in this study, was measured by multiple items: the cause of pain, 

duration of pain, location of pain, pain intensity, quality of pain, anxiety, depression, 

quality of life, interference of pain, pain management and percentage of pain relief.  

Cause of pain 

The cause of pain, or the etiology of pain, was mainly defined as cancer-related 

and non cancer-related pain in this study. In the total sample, 90% of the advanced 

cancer patients reported their pain as cancer-related (Table 4.6).  

Duration of pain 

     The duration of pain represented the week(s) that patients experienced pain. 

The mean length of pain duration of the total sample, ranged from 1 week to 120  

weeks, was 13.79±15.65 weeks. Using 12 weeks and more as representing the  

chronicity of pain in this study, 32.5% of the total sample experienced pain over 12 

weeks or longer (Table 4.7). 

Location of pain 

The sites of pain reported by the patients were defined as the “location of pain” 

in this study. Patients could report more than one site of pain. Of the total  
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sample, patients reported between 1 to 9 locations of pain with an average of 2.88±

1.48. The top three locations of pain reported by patients were the upper abdomen,  

lower back, and upper back (58.3%, 57.5%, and 49.2%)respectively (Table 4.8).  

Pain intensity and pain severity 

Pain intensity was measured by the Brief Pain Inventory (BPI), including worst, 

least, average and current pain intensity. The mean score of worst, least, average and 

current pain intensity were 7.36±2.22, 1.53±1.43, 4.31±1.56, and 2.85±2.06 

respectively (Table 4.9). Based on the cutpoints of pain severity of cancer patients 

published by Paul and colleagues in 2005 (i.e. mild pain=1-4, moderate pain=>4-7, 

severe pain >7-10), the severity of worst pain intensity could be regarded as severe, 

the least pain intensity could be regarded as mild, the average pain intensity could be 

regarded as moderate, and the current pain intensity could be regarded as mild (Paul, 

Zelman, Smith, et al., 2005).                 

Quality of Pain 

    In this study, pain quality, was defined as the word(s) reported by the patients to 

describe the characteristics of pain. Fifteen words of the McGill Pain 

Questionnaire-short form (MPQ-SF) were used to evaluate the pain quality of the 120  

advanced cancer patients. Of the total sample, 2 to 14 words were used to describe  

their pain with a mean of 9.09±2.65 words. The top five words that most patients 

used to describe their pain were nagging (91.7%), tiring (90.0%), exhausting (89.2%), 

unbearable (81.7%), and aching (79.2%) (Table 4.10).    

Interference of pain (measured by the BPI-Chinese version) 

The associating factors influenced by the pain, including emotion, general 

activity, walking, and working, were measured by the BPI-SF-Chinese  
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Version (Ger, Ho, Sun, et al.,1999). The scores range from 0 (does not interfere) to 10 

(completely interferes) (Ger, Ho, Sun, et al., 1999). Higher scores indicate a higher 

level of interference by pain. Of the 120 patients in this study, the mean scores of 

emotion, general activity, walking, and working were 6.38±2.64, 6.76±2.84, 6.50±

2.92, and 7.03±3.40 respectively (Table 4.11). That meant the advanced cancer 

patients in this study had high level of pain interference.  

Anxiety 

    Anxiety, of the120 patients, was measured by the 21-item Beck Anxiety 

Inventory (BAI) with the total possible scores ranging from 0 to 63 (Beck & Steer, 

1993). Higher scores indicate higher anxiety levels. A grand sum score between 0-7 

indicates very low anxiety, 8-15 indicates mild anxiety, 16-25 indicates moderate 

anxiety, and 26-63 indicates severe anxiety. In this study, the grand sum score of BAI 

for the total sample was 12.95±7.63 (Table 4.12). It indicated the total sample had 

mild anxiety.   

Depression  

    In this study, depressive affect was measured by the 20-item Center 

Epidemiological Studies Depression Scale (CES-D) with the total score range from  

0 to 60. Higher scores indicate higher levels of depressive affect. Interpretation of 

scores: a grand sum less than 16 means no depressive mood, 16 to 24 means 

borderline elevation of depressed symptoms, 24 and above means significant 

elevation of depressed symptoms (Radloff, 1977). In this study, the grand sum score 

of CES-D for the total sample was 25.52±8.34 (Table 4.12). This indicated the total 

sample had a significant depressive affect. 

Quality of Life 
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The Quality of Life-Patients/Cancer Survivors scale (QOL) was used to examine 

the quality of life in the 120 advanced cancer patients. This 41-item scale represents 

the four domains of quality of life: physical well being, psychological well being, 

social well being and spiritual well being. The scores range from 0 (worst outcome) 

to 10 (best outcome) (Ferrell, Dow & Grant, 1995). Higher scores indicate a better 

quality of life. Of the 120 patients in this study, the total mean score of QOL was 4.43

±1.06 (Table 4.13). The mean scores of physical well being, psychological well 

being, social well being and spiritual well being were 4.70±1.35, 4.36±1.34, 4.95±

1.67, and 3.68±1.65 respectively (Table 4.13). The mean score of quality of life 

were low in the advanced cancer patients in Taiwan.  

Pain management 

   For the 120 advanced cancer patients in this study, the number for all types of 

analgesics used ranged from 0 to 6 with the mean of 1.72±.92 . The total dosage of 

daily morphine usage was between 0 to 180mg with a mean of 22.58±31.53. The 

mean percentage of pain relief after pain management was 57.33±22.89% (Table 

4.14).  

    The frequency of patients receiving analgesics prescriptions were calculated 

(Tabe 4.15). Data were collected regarding the analgesics prescription of the 120 

advanced cancer patients; analgesics prescription distributed into 8 categories: none,  

only non-opioid, only opioid, only adjuvant, non-opioid and opioid, non-opioid and 

adjuvant, opioid and adjuvant, and non-opioid, opioid and adjuvant. Of the total 

sample, most of the advanced cancer patients were taking the  

following analgesics: only opioid (37.5%), non-opioid and opioid (30.8%) and opioid 

and adjuvant (10.0%) (Table 4.15).  
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Data were collected regarding the opioid usage of the 120 advanced cancer 

patients; opioid usage distributed into 4 categories: none, only PRN opioid, only ATC 

opioid, and both ATC and PRN opioid. Most patients received ATC opioid (77.5%, 

N=93) (Table 4.16). 

   Cleeland’s Pain Management Index (Cleeland, et al., 1994) was used to assess the 

adequacy of pain management for the 120 advanced cancer patients in this study. 

Cleeland’s pain management index is based upon the patient’s reported level of worst 

pain intensity and categorized as 0 (no pain), 1 (1 to 3, mild pain), 2 (4 to 7, moderate 

pain), or 3 (8 to 10, severe pain). The pain level is subtracted from the most potent 

level of analgesic drug therapies prescribed by clinicians, scored as 0 (no analgesic 

drug), 1 (nonopioids), 2 (a weak opioid), or 3 (a strong opioid). Cleeland’s index can 

range from -3 (a patient receiving no analgesic drugs [score 0] who is in severe pain 

[score 3]) to +3 (a patient receiving strong opioids [score 3] who is pain-free [score 0]) 

(de Wit, 1999) (Table 4.17). These scores are then dichotomized: negative scores 

indicate inadequate orders for analgesic drugs, and scores of 0 or higher are  

considered to be conservative indicators of adequate treatment. Of the total sample, 

the results of Cleeland’s pain management index are listed in Table 4.18. While the 

results range from -3 to +3, 0 (52.5%) was the most common score of the 120 patients  

in this study (Table 4.18). Based on Cleeland’s pain management index, most of the 

advanced cancer patients appeared to have adequate pain management (78.3%) 

(Table 4.19)    

                   Results of Research Questions 

Aim 1 :To determine the relationship between pain beliefs/attitudes as measured by 

PBPI and SOPA, and the pain experience as measured by BPI, CES-D, BAI, QOL, 

and medical reviews. 
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Research Question 1: What is the relationship between pain beliefs/attitude (PBPI  

and SOPA) and cause of pain (BPI) among advanced cancer patients in Taiwan? 

To answer this question, an independent t-test was used to test the differences of 

mean scores on PBPI/SOPA between cancer-related and non cancer-related pain.  

    The total mean score of PBPI for cancer related pain (n=108, M=2.81±8.31)  

was higher than non-cancer related pain(n=12, M=-2.98±13.65). Patients with 

cancer related pain had more negative pain beliefs than the patients with non-cancer 

related pain. Although the total mean score for PBPI between cancer-related pain and 

non-cancer related pain was different, independent t-tests indicated no significant 

differences between the two groups (t=1.44 p=.176) (Table 4.20).   

The mean scores for the four subscales (i.e. mystery, permanence, constancy, 

and self-blame) of the PBPI of patients with cancer related pain and patients with  

non-cancer related pain were calculated with independent t-tests. The results 

indicated that 108 advanced cancer patients with cancer related pain had more 

negative pain beliefs on the subscales, such as constancy (t= 2.480, P=.015) and 

self-blame (t=3.469, P=.002), than the 12 patients with non-cancer related pain (Table 

4.21). 

The total mean score of SOPA in patients with cancer related pain (n=108, 

M=2.55±.27) was higher than non-cancer related pain(n=12, M=-2.29±.20). 

Patients with cancer related pain had more negative pain attitudes than the patients 

with non-cancer related pain. An independent t-test determined significant differences 

that existed between total mean score for SOPA between cancer related pain and 

non-cancer related pain (t=3.169 p=.002) (Table 4.20). The 108 patients with cancer 



 61                      
Pain Beliefs and Attitudes 

related pain had significantly more negative pain attitudes than the 12 patients with 

non-cancer related pain.  

Independent t-tests of mean scores for the seven subcales (i.e. control, disability, 

medical cure, solicitude, medication, emotion, and harm) of SOPA between patients 

with cancer related pain and non-cancer related pain were also calculated. The results 

indicated that the 108 advanced cancer patients with cancer related pain had 

significantly more negative pain attitudes about various subscales including disability 

(t=2.66 P=.009), emotion (t=2.179, P=.031), medication (t=3.232, P=.002), medical 

cure (t=2.169, P=.032), than the 12 with non-cancer related pain (Table 4.22). 

Research Question 2. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and the duration of pain reported by patients among advanced cancer 

patients in Taiwan? 

To answer this question, Pearson’s correlation analysis was used to test the 

relationships between the mean scores of PBPI/SOPA and the duration of pain. 

Additionally, an independent t-test was used to test, the cutpoint of pain duration  

set over 12 weeks indicating the chronicity of pain, the difference on the means 

score of PBPI/SOPA under acute (0-12 weeks) or chronic (>12 weeks) pain.       

Duration of pain 

Of the 120 advanced cancer patients, the Pearson correlation coefficient across 

PBPI and duration of pain was low (r= .089, P>.05). Duration of pain did not have a 

significant relationship with the pain beliefs of advanced cancer patients in Taiwan 

(Table 4.23). Of the 120 advanced cancer patients, the Pearson correlation coefficient 

across SOPA and duration of pain was low (r= .123, P>.05). Duration of pain did not 
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have a significant relationship with the pain attitudes of advanced cancer patients in 

Taiwan (Table 4.24) 

Chronicity of pain   

For the 120 advanced cancer patients, the total mean score of the PBPI under 

the chronic group (greater than 12 weeks) (n=39, M=3.41±9.03) was higher than the 

acute group (0-12 weeks) (n=81, M=1.66±9.09). Although the total mean score for 

the PBPI between these two groups were different, the independent t-test between 

two groups did not show a significant difference (t=-.992, P=.323) (Table 4.25).  

Of the sample of 120 advanced cancer patients, the total mean score of the 

SOPA under the chronic group (greater than 12 weeks) (n=39, M=2.58±.24) was 

slightly higher in the chronic group than the acute group (0-12 weeks) (n=81, M=2.50

±.29). Although the total mean score for the SOPA between these two groups were 

different, the independent t-test between two groups did not show a significant 

difference (t=-.992, P=.323) (Table 4.25).  

Research Question 3. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and pain intensity (BPI) among advanced cancer patients in Taiwan? 

The question was analyzed by using Pearson’s correlation coefficient o explore 

the relationship between pain beliefs/attitudes and the four types of pain intensity (i.e. 

worst, least, average and current). Further, using the cutpoints of pain severity (i.e. 

mild pain=1-4, moderate pain=＞4-7, severe pain=＞7-10) developed by Paul and 

colleagues in 2005, one way analysis of variances was used to test the differences in 

mean scores of the PBPI/SOPA under different levels of pain severity while patients 

reported their worst.    
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Four types of pain intensity and the PBPI/SOPA 

Of the 120 advanced cancer patients, the Pearson correlation coefficient between 

the PBPI and worst (r=.272, P<.01), least (r=.372, P<.01), average (r=.419, P<.01) 

and current (r=.398, P<.01) pain intensity were low to moderate with positive values 

(Table 4.26). The four types of pain intensity all had significant relationships with 

pain beliefs. Higher pain intensity scores were correlated with more negative pain 

beliefs of the advanced cancer patients in Taiwan. 

Of the 120 advanced cancer patients, the Pearson correlation coefficient between 

the SOPA and worst (r=.253, P<.01), least (r=-.184, P<.05), average (r=.048, P>.05)  

and current (r=-.074, P>.05) pain intensity correlations were low (Table 4.27). Only 

two kinds of pain intensity (i.e. worst pain intensity and least pain intensity) had 

significant relationships with the pain attitudes. The higher the worst pain intensity  

score, the more the advanced cancer patients reported negative pain beliefs. 

Advanced cancer patients with higher least pain intensity score reported less negative 

pain attitudes.  

Different levels of pain severity in worst pain and average pain 

Worst pain intensity 

When the 120 advanced cancer patients were asked about the worst pain 

intensity, 12 patients reported their pain as mild (pain score=1-4), 44 patients reported 

as moderate (pain score>4-7), 64 patients reported as severe (pain score>7-10), and 

no patient reported not having any pain (pain score =0). The mean scores of the PBPI 

under mild, moderate, and severe were -4.57±13.87, .43±8.16, and 4.73±7.69 
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respectively. The higher the level of pain severity patients reported, the more negative 

pain beliefs they had. 

Since the cutpoints of pain severity is suggested for use only in worst pain and 

average pain, the ANOVA was used to analyze these two types of pain intensity. The 

ANOVA for the mean scores of the PBPI with patients who had worst pain intensity 

reflected significant differences between different levels of severity (F=7.385, P=.001) 

(Table 4.28). The Scheffe’s test showed the means scores of the PBPI differed 

significantly between severe pain and moderate pain (P=.042), and severe pain and 

mild pain (P=.004) (Table 4.29). Of the total sample, patients with severe pain (pain 

score=7-10) had more negative pain beliefs than those with mild (pain score 1-4) or  

moderate pain (pain score 4-7). 

In reporting worst pain, the mean scores of the SOPA for mild, moderate, and 

severe pain severity were 2.35±.32, 2.48±.28, and 2.58±.25 respectively. ANOVA  

of the mean scores of SOPA under worst pain intensity revealed the significant 

differences among different levels of pain severity (F=4.377, P=.015) (Table 4.28). 

The Scheffe’s test showed the mean scores of the SOPA did have significant 

differences between severe pain and mild pain (P=.026) (Table 4.29). Of the total 

sample, patients with severe pain (pain score=7-10) had more negative pain attitudes 

than those with mild pain. 

Research Question 4. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and pain quality (BPI) among advanced cancer patients in Taiwan? 

To answer this question, the Pearson’s correlation analysis was used to test the 

relationships between the mean scores of the PBPI/SOPA and the total number of 

words the 120 advanced cancer patients used to describe their pain quality. Further, in 
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order to understand the relationships between PBPI/SOPA and using specific words 

to describe pain quality, an independent t-test was used to test the mean scores of the 

PBPI/SOPA for each word reported. 

Total number of words describing pain quality reported by patients 

Of the 120 advanced cancer patients, the Pearson correlation coefficient 

between the PBPI and the total number words used to describe the pain quality was 

moderate (r= .442, P<.01). Total number of words used to describe the pain quality 

had shown significant relationship with the pain beliefs of advanced cancer patients 

(Table 4.30). Of the total sample, the more the total number of words used to describe 

the pain quality reported, the more negative pain beliefs patients had. 

Of the 120 advanced cancer patients, the Pearson correlation coefficient 

between the SOPA and the total number words used to describe the pain quality was  

moderate (r= .395, P<.01). Total number of words used to describe pain quality had a 

significant relationship with the pain attitudes of advanced cancer patients (Table 

4.31). Of the total sample, the more total number of words used to describe of pain 

quality reported, the more negative pain attitudes patients had. 

Using Specific words to describe pain quality 

Independent t-tests were calculated for the 120 advanced cancer patients, for the 

mean scores of the PBPI comparing patients who used a pain quality word to describe 

the pain quality significantly correlated with the PBPI. Significant differences of the 

mean scores of the PBPI were found in patients who used the following six words 

compared with those who did not: nagging (t=-2.93, P=.015), exhausting (t=-2.236, 

P=.027), unbearable (t=--3.439, P=.002), gnawing (t=-4.408, P=.000), tender 

(t=-2.139, P=.034), and stabbing (t=-2.648, P=.009) (Table 4.32). Patients with 
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advanced cancer that reported nagging, exhausting, unbearable, gnawing, tender, and 

stabbing as the words describing pain quality had more negative pain beliefs than 

those who did not reported these pain quality words.     

Of 120 advanced cancer patients, independent t-tests were calculated for the 

mean scores of the SOPA comparing patients who used a pain quality word or not.  

Significant differences were found in the mean scores of SOPA in patients who used  

the following seven words compared to those who did not: nagging (t=-2.357, 

P=.020), exhausting (t=-2.583, P=.012), unbearable (t=--3.434, P=.001), aching 

(t=-2.045, P=.043) gnawing (t=-5.713, P=.000), tender (t=-4.450, P=.000), and  

stabbing (t=-2.506, P=.014) (Table 4.32). Patients with advanced cancer that reported 

nagging, exhausting, unbearable, aching, gnawing, tender, and stabbing as pain 

qualities statistically significant to have more negative pain beliefs than those who 

did not used these words.    

Research Question 5. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and the total number of pain locations (BPI) among advanced cancer 

patients in Taiwan? 

To answer this question, the Pearson’s correlation analysis was used to test the 

relationship between the mean scores of the PBPI/SOPA and the total number of pain 

locations reported by patients. 

The Pearson correlation coefficient between the PBPI and total number of pain 

locations was low for these 120 advanced cancer patients (r= .248, P<.05). The total 

number of pain locations had a significant relationship with the pain beliefs of 

advanced cancer patients (Table 4.33). The more sites the patients reported pain, the 

more negative pain beliefs they had.       
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The Pearson correlation coefficient between the SOPA and total number of pain 

locations was moderate in this sample (r= .353, P<.05). The total number of pain 

locations had a significant relationship with the pain attitudes of advanced cancer 

patients in Taiwan (Table 4.34). The more sites the patients reported pain, the more 

negative pain attitudes they had.       

Research Question 6. What is the relationship between pain beliefs/attitudes (PBPI  

and SOPA) and anxiety (BAI) among advanced cancer patients in Taiwan? 

To answer this question, the Pearson’s correlation analysis was used to test the 

relationships between the mean scores of the PBPI/SOPA and the mean scores of 

BAI. 

Of the 120 advanced cancer patients, the Pearson correlation coefficient 

between the PBPI and BAI was moderate (r= .336, P<.05). The mean score of anxiety 

had a significant relationship with the pain beliefs of advanced cancer patients (Table 

4.35). The more anxiety patients experienced, the more negative pain beliefs they 

had.       

The Pearson correlation coefficient across the SOPA and BAI was moderate in 

the sample of 120 advanced cancer patients (r= .339, P<.05). The mean scores of 

anxiety did have significant relationships with the pain attitudes of advanced cancer 

patients in Taiwan (Table 4.36); the more anxiety patients experienced, the more 

negative attitudes they had.     

Research Question 7. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and depressive mood (CES-D) among advanced cancer patients in 

Taiwan? 
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To answer this question, the Pearson’s correlation analysis was used to test the 

relationships between the means scores of PBPI/SOPA and the mean scores of 

CES-D. 

The Pearson correlation coefficient across the PBPI and CES-D was moderate 

for the sample of 120 advanced cancer patients (r= .416, P<.05). The mean scores of 

depression did have significant relationships with the pain beliefs of advanced cancer 

patients (Table 4.37); the more depressive mood patients experienced, the more 

negative pain beliefs they had.       

In the sample of 120 advanced cancer patients, the Pearson correlation 

coefficient across the SOPA and CES-D was moderate (r= .361, P<.05). The mean 

scores of depressive mood did have significant relationships with the pain attitudes of 

advanced cancer patients (Table 4.38); the more depression patients experienced, the  

more negative attitudes they had.   

Research Question 8. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and quality of life (QOL-patients/cancer survivors) among advanced 

cancer patients in Taiwan? 

To answer this question, the Pearson’s correlation analysis was used to test the 

relationship between the mean scores of PBPI/SOPA and the mean scores of quality 

of life. 

In the sample of 120 advanced cancer patients, the Pearson correlation 

coefficient between the PBPI and quality of life was moderate (r= -.369, P<.05). The 

mean scores of quality of life had significantly negatively correlated with the pain 

beliefs of advanced cancer patients (Table 4.39); the lower level of quality of life 

patients experienced, the more negative pain beliefs they had.       
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In the sample of 120 advanced cancer patients, the Pearson correlation  

coefficient across the SOPA and quality of life was moderate (r=- .280, P<.05). The 

mean scores of quality of life did have significant relationships with the pain attitudes 

of advanced cancer patients (Table 4.40); the less quality of life patients experienced, 

the more negative attitudes they had.   

Research Question 9. What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and potential demographic variables (Demographic profile) among  

advanced cancer patients in Taiwan?To answer this question, the Pearson correlation  

analysis was used to test the relationships between the means scores of the 

PBPI/SOPA and patients’ age and the family monthly income. An independent t-test 

was used to compare the mean scores  

of the PBPI/SOPA with different genders and whether the patient had paid work or 

not. Analysis of variance was calculated to compare the mean scores of the 

PBPI/SOPA for different ethnicities, patient’s marital status, religious affiliation, 

major caregiver, and educational level.  

Age and family monthly income 

In the sample of 120 advanced cancer patients, the Pearson correlation 

coefficient across PBPI and age was very low (r=- .051, P>.05); age did not have a 

significant relationship with the pain beliefs of advanced cancer patients (Table 4.41). 

The Pearson correlation coefficient for the PBPI and family monthly income was 

very low (r= .089, P>.05); family monthly income did not have a significant 

relationship with the pain beliefs of advanced cancer patients (Table 4.41).        

The Pearson correlation coefficient across SOPA and age was very low (r= .072, 

P>.05) in this sample of 120 advanced cancer patients. Age did not have a significant 
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relationship with the pain attitudes of advanced cancer patients in Taiwan (Table 

4.42).  

The Pearson correlation coefficient for the SOPA and family monthly income  

was moderate (r= .346, P<.01). Family monthly income did have a significant 

relationship with the pain attitudes of advanced cancer patients (Table 4.42); the 

greater the family income of patients, the more negative attitudes they had. 

Gender and paid work 

Although the total mean score of the PBPI was slightly higher for males (n=53, 

M=2.456±9.03) than females (n=67, M=2.045±9.17), independent t-tests found no 

significant differences in the mean scores between two groups (t=.246 p=.806) (Table 

4.43). Gender did not correlate with the pain beliefs of advanced cancer patients. 

Although the total mean score of the SOPA was slightly higher for males (n=53, 

M=2.456±9.03) than female (n=67, M=2.045±9.17), independent t-tests found no 

significant differences in the mean scores between the two groups (t=.246 p=.806) 

(Table 4.43). Therefore, gender did not correlate with the pain attitudes of advanced 

cancer patients. 

Although the total mean score of the PBPI for patients who had no paid work 

(n=106, M=2.587±8.95) was higher than those who had paid work (n=14, M=-.500

±9.91), an independent t-test determined the means scores between the two groups 

were not significantly different (t=-1.199 p=.233) (Table 4.44); thus, work was not 

related to the pain beliefs (PBPI) of advanced cancer patients. The total mean  

scores of SOPA for patients who had no paid work (n=106, M=2.525±.300) was 

slightly lower than those who had a paid work (n=14, M=2.529±.275). An 
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independent t-test showed no significant differences in the mean scores of the SOPA 

between the two groups (t=.246 p=.806) (Table 4.44); work was not related to the 

pain attitudes among advanced cancer patients. 

Ethnicity, marital status, religious affiliation, major caregiver, and educational level. 

In the sample of 120 advanced cancer patients, the ANOVA for the means 

scores of PBPI under different ethnicity (F=2.288, P=.051), marital status (F=1.983, 

P=.102), religion affiliation (F=1.782, P=.109), major caregiver (F=.659, P=.723), 

and educational level (F=1.105, P=.364) (Table 4.45) showed no significant 

differences. Pain beliefs were not correlated with ethnicity, marital status, religious 

affiliation, major caregiver, and educational level in the sample of 120 advanced 

cancer patients.     

An ANOVA comparing the mean scores of the SOPA revealed no significant 

differences with ethnicity (F=1.295, P=.271), marital status (F=.809, P=.522), 

religion affiliation (F=1.280, P=.272), and major caregiver (F=.901, P=.483) in the 

sample of 120 advanced cancer patients. A significant difference was found in the 

ANOVA for the mean score of the SOPA and the patient’s educational level 

(F=1.105, P=.016) (Table 4.46). Pain attitudes would were not related to ethnicity, 

marital status, religion affiliation, major caregiver in this sample. The educational 

level was the only factor that had a significant relationship to the pain attitudes of the 

advanced cancer patients. The lower educational level patients had, the more negative 

pain attitudes they had.   

Aim2: To determine the relationship between pain beliefs/attitudes as measured by 

PBPI and SOPA, and the types of cancer, current treatment, and pain management. 
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Research Question 10.What is the relationship between pain beliefs/attitudes (PBPI 

and SOPA) and 1) type of cancer, 2) current treatment, 3) opioid usage, 4) analgesics 

prescription, 5) adequacy of pain management (medical records review) and  

6) percentage of pain relief among advanced cancer patients in Taiwan? 

   To answer this question, an analysis of variance was calculated to compare the 

mean scores of the PBPI/SOPA with different types of cancer, the current treatment, 

opioid usage, and analgesics prescription. Independent t-tests were used to compare 

the mean scores of the PBPI and SOPA with the adequacy of pain management.  

Pearson’s correlation analysis was used to assess the relationships between the mean  

scores of PBPI/SOPA and percentage of pain relief.  

Type of cancer, current treatment                                           

In the sample of 120 advanced cancer patients in Taiwan, analysis of variance 

for the means scores of PBPI under different types of cancer (F=1.744, P=.145) and  

current treatments (F= 2.235, P=.069) showed no significant differences (Table4.47).  

Pain beliefs were not correlated with either type of cancer or the current treatment.    

In the sample of 120 advanced cancer patients in Taiwan, no significant 

differences were found when using analysis of variance for the mean scores of  

the SOPA with different types of cancer (F=.696, P=.597) and current treatments (F=  

2.024, P=.096) (Table 4.48). Pain attitudes were not related to the type of disease  

and the current treatment. 

Opioid usage, analgesics prescription 

The ANOVA for the mean scores of PBPI based on four kinds of opioid usage 

(i.e. none, only PRN opioids, only ATC opioids, and both PRN and ATC opioids) 

indicated that significant differences existed between the four groups (F=3.888, 

P=.011) (Table 4.49). Pain beliefs were affected by differences in opioid usage 
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among advanced cancer patients in Taiwan. The Scheffe’s test showed that 

significant differences in the mean scores of the PBPI existed between patients who 

did not receive any opioid and those receiving only ATC opioids (P=.016) (Table 

4.50). In the total sample, patients receiving only ATC opioids had more negative 

pain beliefs than those who did not receive any opioid. 

Use of the ANOVA to compare the means scores of SOPA for patients within  

four different kinds of opioid usage (i.e. none, only PRN opioids, only ATC opioids, 

and both PRN and ATC opioids) indicated significant differences between these four  

groups (F=7.219, P=.000) (Table 4.49). Pain attitudes differed based on the different 

types of opioid usage among advanced cancer patients. The Scheffe’s test indicated 

that significant differences in the means scores of SOPA existed between only ATC 

opioids groups and patients who did not take any opioids (P=.000) (Table 4.50). 

Patients taking only ATC opioids had more negative pain attitudes than those did not 

take any opioid. 

Using the ANOVA to compare the mean scores of the PBPI with eight kinds of 

analgesics prescriptions (i.e. none, only non-opioid, only opioid, only adjuvant, 

non-opioid and opioid, non-opioid and adjuvant, opioid and adjuvant, non-opioid, 

opioid, and adjuvant) showed significant differences between the eight groups 

(F=4.487, P=.000)(Table 4.51).The results from this study indicated that different 

kinds of analgesics prescription correlated with the pain beliefs of advanced cancer 

patients. The Scheffe’s test showed that significant differences existed in the means 

scores of PBPI  between the only opioids and only non-opioids groups (P=.030). In 

the total sample, patients who took opioids only had more negative pain beliefs than 

those who only used non-opioids. 
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The ANOVA comparing the mean scores of the SOPA for eight kinds of  

analgesics prescriptions (i.e. none, only non-opioid, only opioid, only adjuvant,  

non-opioid and opioid, non-opioid and adjuvant, opioid and adjuvant, non-opioid, 

opioid, and adjuvant) found significant differences among the eight groups (F=5.508, 

P=.000) (Table 4.51). Pain attitudes were associated with the different analgesics 

prescriptions among advanced cancer patients. The Scheffe’s test showed the mean 

scores of SOPA had a significant differences between patient who did not take any  

analgesics (i.e. none) and those who took only opioids (P=.002), and between patients 

who did not take analgesics (i.e. none) and those who took opioids and adjuvant 

(P=.011). In the total sample, patients taking opioids only and those taking opioid and 

adjuvant had more negative pain attitudes than those without any analgesics 

prescription. 

Adequacy of pain management 

An independent t-test was calculated to look at the mean scores of the PBPI 

based on the adequacy of pain management. The mean score of PBPI for patients 

receiving adequate pain management (n=94, M=3.385±8.529) was higher than those 

receiving inadequate pain management (n=26, M=-1.962±9.893). Significant 

differences in the means scores of PBPI were found between these two groups 

(t=-2.731, P=.007) (Table 4.52). Patients with advanced cancer that received adequate 

pain management had more negative pain beliefs than those that received inadequate 

pain management.     

An independent t-test was calculated to evaluate whether differences existed in 

the mean scores of SOPA based on the adequacy of pain management. The mean 

score of the SOPA for patients receiving adequate pain management (n=94, M=2.573
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±.261) was higher than those receiving inadequate pain management (n=26, 

M=2.353±.267). Significant differences in the means scores of SOPA were found 

between these two groups (t=-3.787, P=.000) (Table 4.52); patients with advanced 

cancer that received adequate pain management had more negative pain attitudes than  

those that received inadequate pain management.  

Percentage of pain relief 

The Pearson correlation coefficient between the PBPI and the percentage of pain 

relief was low (r= -.266, P<.01) in the sample of 120 advanced cancer patients. The 

percentage of pain relief reported by patients had a significant relationship with the 

pain beliefs of advanced cancer patients (Table 4.53); the smaller the percentage of 

pain relief patients reported, the more negative pain beliefs they had.      

The Pearson correlation coefficient between the SOPA and the percentage of 

pain relief was low (r= .208, P<.05) in the sample of 120 advanced cancer patients. 

The percentage of pain relief reported by patients had a significant relationship with 

the pain attitudes of advanced cancer patients (Table 4.53); the smaller the percentage 

of pain relief patients reported, the more negative pain attitudes they had. 

Aim3: To identify optimal predictors of pain beliefs/attitudes. 

Question 11. What are the significant predictors that best explain the pain 

beliefs/attitudes among advanced cancer patients in Taiwan?  

    To answer this question, first, stepwise multiple regression was used to 

determine the primary significant predictors of pain beliefs/attitudes (PBPI/SOPA)  

from various variables in the previous 10 research questions. Next, linear multiple 

regressions were used to determine the final significant predictors for the PBPI/SOPA, 
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including adding two dummy coded (i.e. opioid usage and analgesics prescription) 

variables in the process. 

Significant predictors of pain beliefs (PBPI) 

    The following significantly correlated variables: four types of pain intensity, the  

total number of words describing the pain quality, six words describing the pain 

quality (i.e. nagging, exhaustion, unbearable, gnawing, tender and stabbing), the total 

number of pain locations, the percentage of pain relief, anxiety (BAI), depression 

(CES-D), quality of life (QOL), and the adequacy of pain management, were put into 

the stepwise multiple regression as potential predictors. Stepwise multiple regression 

results revealed that there were six primary significant predictors of pain beliefs 

(PBPI): total number of words describing the pain quality, least pain intensity, 

percentage of pain relief, adequacy of pain management, depression (CES-D), and the 

pain quality word of gnawing. These six primary significant predictors explained 

54.6% of total variance for pain beliefs (PBPI).  

     These six significant predictors: total number of words describing of pain quality, 

least pain intensity, percentage of pain relief, adequacy of pain management,  

depression (CES-D), and gnawing, were then entered into the simultaneous multiple 

regression analysis as the first step. Two dummy coded variables, opioid usage and 

analgesics prescription, were entered into the simultaneous multiple regression 

analysis; however, the two dummy coded variables did not explain significant amount 

of variance (5.7%) of the total variance of pain beliefs/attitudes (P>.05), and were 

excluded from the final model. The final model of simultaneous multiple regression 

analysis explained 54.6% of total variance for pain beliefs (PBPI) (Table 4.54). The 

final significant predictors for pain beliefs (PBPI) were the more words that patients 

used to describe of pain quality (β=.326, P=.000), higher least pain intensity (β
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=.315, P=.000), lower percentage of pain relief (β=-.286, P=.000), higher adequacy 

of pain management (β=.241, P=.000), higher depression level (CES-D) (β=.235,  

 

P=.001), and using gnawing to describe the patients’ pain quality (β=.147, P=.040).  

(Table 4.54).  

Significant predictors of pain attitudes (SOPA) 

    The process of stepwise multiple regression was used to determine if significant 

correlative variables: two kinds of pain intensity (worst and least), the total number of 

words describing pain quality, seven items of pain quality (i.e. nagging, exhaustion, 

unbearable, gnawing, tender, aching and stabbing), the total number of pain locations, 

the percentage of pain relief, anxiety (BAI), depression (CES-D), quality of life 

(QOL), cause of pain, family monthly income, educational level, and adequacy of 

pain management were potential predictors. The primary significant predictors of 

pain attitudes (SOPA) were the descriptive word of gnawing (β=.244, P=.001), 

family monthly income(β=.273, P=.000), educational level (β=-.250, P=.000), 

adequacy of pain management (β=.201, P=.004), severe pain intensity (β=.244, 

P=.000), the descriptive word of tender (β=.149, P=.031), anxiety (BAI) (β=.162, 

P=.019), and least pain intensity (β=.156, P=.021). These eight primary significant 

predictors explained 55.3% of total variance for pain attitudes (SOPA). 

     Eight primary significant predictors- gnawing, family monthly income, 

educational level, adequacy of pain management, worst pain intensity, tender, 

anxiety(BAI), and least pain intensity, were entered to the simultaneous multiple 

regression analysis. Two dummy coded variables, opioid usage and analgesics 

prescription, were entered into simultaneous multiple regression analysis; however, 
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the two dummy coded variables, did not explain a significant amount variance of total 

variance (4%) of pain attitudes (P>.05), and were excluded from the final model. The  

final model of simultaneous multiple regression explained 55.3% of the total variance 

of pain attitudes (SOPA) (Table 4.55). The final significant predictors were using 

gnawing to describe the patients’ pain quality (β=.244, P=.001), higher family 

monthly income(β=.273, P=.000), lower educational level (β=-.250, P=.000), 

higher adequacy of pain management (β=.201, P=.004), higher worst pain intensity 

(β=.244, P=.000), using tender to describe their pain quality (β=.149, P=.031), 

higher anxiety level (BAI) (β=.162, P=.019), and higher least pain intensity (β

=.156, P=.021) (Table 4.55). 
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Chapter Five                                

Discussion 

    Suffering from pain is a unique experience for advanced cancer patients. 

Understanding the associations between the various dimensions of the pain 

experience is a critical issue because the experience of cancer pain is a 

multidimensional concept (Alhes, & Martin, 1992). Pain beliefs/attitudes have been 

recognized as an important factor that may influence cancer pain management (Lai, 

et al., 2002; Lin & Ward, 1995; Ward, Goldberg, Miller-McCauley, et al., 1993). A 

deeper understanding of the relationships and influence of pain beliefs/attitudes and 

various dimensions of the pain experience can enhance health care providers’ 

clinical practice.  

    In this chapter, selected findings from the present study are discussed and 

interpreted. This discussion also includes additional findings, implications for 

nursing practices, limitations of the study, suggestions for future study, and the 

conclusion.                                     

Selected Findings and Discussions 

It is notable that over 54-55% of the variance in pain beliefs/attitudes could be 

explained by the selected study variables in this sample. These findings are 

especially impressive in that several of the relationships had not been tested in 

Taiwan, or anywhere else before, and several of the instruments had not been 

administered in Taiwan previously. 

The Relationship between pain beliefs/attitudes and the pain experience  

Pain beliefs/attitudes and pain intensity/severity 
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    Pain intensity, one of the sensory dimensions of the pain experience, is the 

most common concept that has been studied by researchers. The results of the 

present study found significantly positive correlations between pain intensity and 

negative pain beliefs/attitudes as had also been identified in previous studies (Jensen 

& Karoly, 1992; Jensen, Turner, Romano, 1994; Jensen, Romano, Turner, et al., 

1999; Lai, et al., 2002; Stroud, Throne, Jensen, et al., 2000; Turner, Jensen, Romano, 

2000), and in contrast to two other studies (Morley & Wilkinson, 1995; William & 

Keefe, 1991). Worst pain intensity and least pain intensity were both significantly 

correlated to the mean scores of the pain beliefs/attitudes (PBPI/SOPA). The results 

from the present study that worst pain intensity had a significant difference in the 

pain beliefs/attitudes supported the results of previous studies (Jensen, Turner, 

Romano, 1994; Lai, et al., 2002; Stroud, Throne, Jensen, et al., 2000).        

    Surprisingly, the higher least pain intensity also had a significant positive 

correlation with more negative pain beliefs/attitudes. The possible reason that the 

least pain intensity may be regarded as the pain scores after pain management. Thus, 

higher least pain intensity may be regarded as poor control of pain and may be 

associated with negative pain beliefs/attitudes.  

    To measure the pain severity of advanced cancer patients, a higher cutpoints 

was more appropriate and more specific. Instead of the cutpoints of pain severity 

that established by Cleelands in 1986, a higher cutpoints of pain severity that 

established by Paul and colleagues in 2005 was used to explore the differences in 

the mean scores of pain beliefs/attitudes under different level of pain severity. In 

reporting worst pain intensity, the results from the present study indicated that  

patients with higher pain severity had significantly higher negative pain 

beliefs/attitudes.  
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Pain beliefs/attitudes and pain quality 

    The present study found a significantly positive correlation between the total 

scores of pain beliefs/attitudes (PBPI/SOPA) and the total number of words the 

patients used in describing their pain quality (P<.05). Few studies had evaluated this 

relationship and their results are discrepant (Morley & Wilkinson, 1995; William, 

Robison & Geisser, 1994). Morley and Wilkinson (1995) reported that the pain 

quality (measured by MPQ sensory and affective groups) did not have a significant 

correlation (P>.05) with pain beliefs (PBPI) among 84 patients with chronic pain. 

On the contrary, a study of 148 patients with chronic pain reported that pain quality 

(measured by MPQ sensory group) had a significantly positive correlation with pain 

beliefs (PBPI) (William, Robison & Geisser, 1994).  

    Using specific words to describe pain quality may be represented the different 

characteristic of various populations or ethnicity. The results of the present study 

indicated that there were significant differences in the mean scores of pain beliefs 

(PBPI) and selected words (descriptors) describing pain intensity (i.e., gnawing, 

stabbing, tender, exhausting, unbearable, and nagging). The same words (except for 

one) were significant for the mean scores of pain attitudes (SOPA).The most 

common words (descriptors) of pain quality were those in the sensory words 

(descriptors) of pain quality (e.g. stabbing, gnawing, aching, and tender).  

Pain beliefs/attitudes and pain management 

    This study found that opioid usage, analgesics prescription, adequacy of pain  

management and percentage of pain relief were significantly correlated with pain 

beliefs/attitudes (P<.05). Previous studies conducted among cancer patients in 

Taiwan evaluated only the relationship between pain beliefs/attitudes and analgesics 

adherence (Lai, et al., 2002), or the barriers to pain management (Lin & Ward, 
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1995). Based on the standard of the Cleeland’s Pain Management Index, the pain 

management of this study was regarded as adequate and appropriate prescribed in 

the sample.                  

    The most interesting finding in the analysis of pain management variables were: 

1) patients who received adequate pain management had significantly more negative 

pain beliefs/attitudes; 2) patients received ATC opioids and those who took opioids 

only had significantly more negative pain beliefs/attitudes. The possible reasons for 

above findings could be: 1) without considering the patients’ pain relief, the 

adequacy of pain management was only defined depending on the pain severity and 

analgesics prescription; 2) patients who received the opioid prescriptions tended to 

have more severe pain and clinical conditions.    

Pain beliefs/attitudes and depression 

   Patients experiencing cancer pain had high depression (CES-D) scores. In this 

study, the mean score of depressive affect (CES-D) was 25.52±8.34, which is 

regarded as significant elevation of depressive mood. For the 20-item CES-D, the 

thresholds of 16 generated sensitivity to the occurrence of depression. One previous 

study revealed that the optimal threshold of the 20-item CES-D was 22 for 398 

Chinese people in Hong Kong (Cheng & Chan, 2005). It seems that older Chinese 

individuals tend to have higher CES-D score (Cheng & Chan, 2005). In this study,  

the mean score of depression was significantly elevated whether using the 16 or 22 

as the determining criteria. On the contrary, Yen and colleagues (2000) compared 

the CES-D scores among 99 Caucasian American, 99 Chinese American, and 98 

Chinese students (young) and found that Chinese students tended to not expressing 

their mood and had lower CES-D scores than the other two groups.              
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    The present study found that the total score of pain beliefs/attitudes 

(PBPI/SOPA) had a significantly positive correlation with depressive affect (P<.05) 

that were similar to the findings in two previous studies (Turner, Jensen & Romano, 

2000; William, Robison & Geisser, 1994). One study reported the depression 

(measured by BDI) among 37 patients with chronic pain had a significantly positive 

correlation (P<.05) with pain beliefs (William, Robison & Geisser, 1994). Another 

study reported a significanty positive correlation between depression (measured by 

CES-D) and pain beliefs and attitudes in 194 patients with chronic pain (Turner, 

Jensen & Romano, 2000). In addition, Lackner and colleagues (2004) reported that 

depression (measured by BDI) had a significantly positive correlation with 

dysfunctional attitudes (measured by Dysfunctional Attitudes Scale) and 

catastrophizing thoughts (measured by the catastrophizing subscale of the Coping 

Strategies Questionnaire) in 244 patients with irritable bowel syndrome.  

Pain beliefs/attitudes and anxiety 

    People in this sample reported very modest levels of anxiety. The total score of 

pain beliefs/attitudes (PBPI/SOPA) had a significantly positive correlation with 

anxiety (P<.05) and this finding corroborates earlier studies in non-cancer samples 

(Lackner, Quigley & Blanchard, 2004; William, Robison & Geisser, 1994). The 

anxiety (measured by BAI), among 37 patients with chronic pain had a significantly 

positive correlation (P<.05) with pain beliefs (William, Robison & Geisser, 1994). 

In addition, Lackner and colleagues (2004) reported that anxiety (measured by Trait 

Anxiety) had a significantly positive correlation with dysfunctional attitudes 

(measured by Dysfunctional Attitudes Scale) and catastrophizing thoughts 

(measured by the catastrophizing subscale of the Coping Strategies Questionnairre) 

in 244 patients with irritable bowel syndrome.        
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Pain beliefs/attitudes and quality of life 

    Patients experiencing cancer pain may have low level of quality of life (QOL) 

scores. In the present study, the mean score of QOL was 4.43±1.06 which reflects a 

somewhat low score. In a previous study in which Dow and colleagues (1996) using 

the same instrument to explore the quality of life for 294 long-term survivors of 

breast cancer, the mean scores of QOL (M=6.51±1.35) were higher than the present 

study. Patients with advanced cancer tended to have lower level of quality of life 

than the long-term survivors. 

    The present study is the first study to examine the relationships between pain 

beliefs/attitudes (PBPI/SOPA) and quality of life in advanced cancer patients in 

Taiwan. Patients experiencing pain would affect patients’ well-being. Not 

surprisingly, patients with lower quality of life had more negative pain 

beliefs/attitudes. Only one previous study that measured an aspect of quality of life 

was found in the literature: it reported that the constancy belief (measured by PBPI) 

had a significantly negative correlation with physical function (measured by 

Activity Discomfort Scale, ADS) (P<.05) among 37 patients with chronic pain  

(William, Robison & Geisser, 1994).  

Pain beliefs/attitudes and demographic data 

    There was a surprising finding when analyzing the relationships between the 

means scores of pain beliefs/attitudes (PBPI/SOPA) and all the demographic data in 

this study. None of the nine variables were significantly correlated to pain beliefs. 

Only two of the nine variables (lower educational level and higher family income) 

were significantly negatively correlated with pain attitudes (SOPA). Why so few 

significant correlations occurred cannot be answered in this data set, but it is of 

interest and will be included in subsequent studies.                                      
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    Only a few previous studies have explored the relationships between 

demographic data and pain beliefs/attitudes. Those researchers also found no 

significant relationships between this category of variables and pain beliefs/attitudes 

(measured by PBPI/SOPA) among patients with chronic pain (Jensen, Karoly & 

Huger; 1987; Strong, Ashton & Chant, 1992). Only Lai and colleagues (2002) found 

that subscales of pain attitudes (measured by SOPA) had a significant positive 

correlation with older age and a negative correlation with lower educational levels 

among 194 cancer patients.  

    In the sample of 120 advanced cancer patients, over 80% were from the 

southern part of Taiwan and were Fukienese. Because of the preponderance of the 

Fukienese in this sample, and the remaining 20% constituted five different ethnic 

groups, it is not surprising that ethnicity in this sample did not have a significant 

difference in the mean scores of pain beliefs/attitudes. Additionally, in Taiwanese  

religious affiliation, Taoism, Buddhism, and Buddhism mixed with Taoism were  

sometime regarded as the similar religions. This may be the reason that religious 

affiliation did not show significant differences in the mean scores of pain 

beliefs/attitudes in the present study. 

Pain beliefs/attitudes and cause of pain 

    This is the first study in Taiwan to report on the relationships between pain 

beliefs/attitudes and the cause of pain among advanced cancer patients. Only the 

mean scores of pain attitudes (SOPA) showed significant differences between 

cancer-related pain and non cancer-related pain (t=3.169, P=.002). The discrepancy 

in the sample size between patients with cancer-related pain (n=108) and the 

patients with non cancer-related pain (n=12) could be the reason of non-significant 

difference in mean scores of PBPI.  
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Pain beliefs/attitudes and total number of pain locations 

In a study by Davis & Walsh (2004), pain was found in 76% of hospice patients and 

80% of patients reported more than one anatomical site of pain. To date, no 

previous study has explored the relationship between pain beliefs/attitudes and the 

total number of pain locations. The patients in sample in the present study had 

advanced disease and would be expected to report more locations of pain and it 

appears to have no significant bearing on their pain beliefs/attitudes. 

Pain beliefs/attitudes and duration of pain  

    The results from this study indicated that pain beliefs/attitudes did not have a 

significant correlation with pain duration as had been identified by previous studies 

(Jensen, Romano, Turner, et al., 1999; Morley & Wilkinson, 1995; Lai, et al., 2002).  

Moreover when using 12 weeks and over to define chronicity of pain, no significant  

differences were found between the mean scores of pain beliefs/attitudes for acute 

pain and chronic pain. This is surprising in that pain experienced over time could be 

expected to produce more negative beliefs/attitudes.     

Pain beliefs/attitudes and type of cancer and current treatments 

    The differences in pain beliefs/attitudes for specific types of cancer or current 

cancer treatment had never been explored in a Taiwanese sample. No significant 

differences in pain beliefs/attitudes were found among various cancers or treatments 

in the present study. Patients who were selected were diagnosed as stage IV or 

metastatic cancers. Similar extent of cancer may be one of the reasons for this 

finding, i.e. data were not dispersed to permit significant correlations to occur. 

Significant predictors of pain beliefs/attitudes 

    Although the PBPI and SOPA are significantly correlated, the correlational 

coefficient is low (r=.295). Clearly, the PBPI and SOPA are distinct concepts. This 
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is evident in their significant predictors with only three shared predictors 

(“gnawing,” higher least pain, higher adequate pain management) out of six and 

eight respectively.   

Significant Predictors of Pain Beliefs (PBPI) 

In this study, the model of multiple regression found that 54.6% of total variance of 

pain beliefs (PBPI) can be explained by six significant predictors. Except for the 

percentage of pain relief, all the predictors had a significant positive correlation with 

the pain belief scores. Two of the six significant predictors (total number of words, 

and least pain) were larger than the remaining. Patients who used more words to 

describe pain quality had higher scores of least pain intensity, experienced less  

percentage of pain relief, received higher adequacy of pain management, had higher 

depression level, and reported “gnawing” to describe pain quality tended to have 

higher negative pain beliefs (PBPI). There is no previous study that extracted the 

significant predictors for pain beliefs in advanced cancer patients. Only one related 

study looked at the correlation between the subscales of pain beliefs (PBPI) and 

various dimensions (William, Robison & Geisser, 1994).      

Significant correlations were found on some subscales of pain beliefs (PBPI) with 

sensory pain quality, personal traits, depression, anxiety, and physical function 

among 37 patients with chronic pain. The results from this study indicated that 

reporting gnawing (a type of the sensory pain quality) and depression predicted 

patients’ pain beliefs supported by the previous study ((William, Robison & Geisser, 

1994).  

Significant Predictors of Pain attitudes (SOPA) 

    In this study, the model of multiple regression indicated that 55.3% of the total 

variance in pain attitudes (SOPA) can be explained by eight significant predictors.   
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Except the educational level, all the predictors had a significant positive correlation 

with the pain attitudes scores. All of the eight significant predictors were small in 

size. Patients who reported “gnawing” or “tender” to describe pain quality, had 

higher family income, had lower educational level, received higher adequacy of 

pain management, had higher score of worst or least pain intensity, had higher 

anxiety level tended to have higher negative pain attitudes (SOPA). There is no 

previous study that identified significant predictors for pain attitudes in advanced 

cancer patients. One related study focused on the correlation for some subscales of  

pain attitudes (SOPA) with pain sensory and demographic data among 194 cancer 

patients in Taiwan (Lai, et al., 2002).       

Additional Findings 

Administrating of the PBPI and SOPA in Taiwanese Cancer Patients 

    The PBPI and SOPA, which have most frequently been used in patients with 

chronic non cancer-related pain, were first used in the present study with 

cancer-related pain patients in Taiwan. The Chinese versions of the PBPI and SOPA 

are reliable instruments to use in this clinical population (Table 3.1). In the present 

study, the mean scores of the subscales of PBPI (ranged from -1.89 to 1.89) and 

SOPA (ranged from 1.84 to 2.74) were higher than in other studies (PBPI: -3.90 

to .94; SOPA: 1.22 to 2.84 ). However, a prior study found that the four subscale 

scores of the PBPI in advanced cancer patients were higher than in those with 

chronic non cancer-related pain (Dysivk et al., 2004; Morley & Wilkinson, 1995; 

Robinson, et al., 1997; William, Robison & Geisser, 1994) (Table 5.1) (Table 5.1).     

In addition, the means scores of seven subscales in SOPA among advanced cancer 

patients in this study were higher than those in studies of patients with chronic non 

cancer-related pain (Jensen, et al., 1987; Jensen, et al., 1999; Strong, Ashton, Chant, 
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1992; Osborne, et al., 2007) (Table5.2). The means scores for four subscales 

(control, disability, medication and emotion) of SOPA among cancer patients in Lai 

and colleagues’ Taiwanese study reported similar results to this study (Table 5.2). 

Thus, the mean scores of PBPI and SOPA may be similar under a specific cultural 

background and clinical diagnosis.                

                    Implications for Nursing 

    This study identifies relationships between pain beliefs/attitudes and the pain 

experience among advanced cancer patients in Taiwan. Understanding these 

relationships can assist researchers and clinicians in the development of knowledge 

about the multidimensional concept of pain, and in the establishment of a 

comprehensive model of care for advanced cancer patients who suffered from pain. 

 The Chinese versions of PBPI and SOPA have been identified as reliable and 

valid instruments to evaluate the pain beliefs/attitudes of Chinese/Taiwanese 

patients. It can be used to assess cancer patients or can extend to non cancer pain 

patients in clinical practice. In addition, pain beliefs/attitudes were correlated with 

almost all of the dimensions of the pain experience. This information could be used 

to develop a comprehensive pain assessment tool to assess patients with advanced 

cancer suffering from pain. The six predictors of PBPI and eight predictors of 

SOPA can provide the direction for assessing advanced cancer patients at high risk 

for having negative pain beliefs/attitudes.   

 Higher PBPI, SOPA, and depression scores were found in the advanced cancer 

patients in this study. Striving to understand the meaning of pain for patients, 

supporting the patients’ emotional needs, and preventing the misunderstanding of 

the patients’ pain experience would be invaluable for clinical practice. In addition, 

the percentage of pain relief can predict a patient’s pain beliefs (PBPI).  
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The average percentage of pain relief for advanced cancer patients in Taiwan was 

57.3% which meant that the advanced cancer patients still endured more than 40% 

of their pain. In order to reduce the negative pain beliefs, health care providers  

need to make additional effort to achieve better pain management.  

Limitations of the Study and Suggestions for Future Study 

    This study utilized a cross-sectional design to test the relationships between 

pain beliefs/attitudes and the pain experience among advanced cancer patients in 

Taiwan. Several limitations in this study exist. First, a cross-sectional design with a 

single period of data collection only provides a view of participants’ responses at 

that time. A longitudinal study would explore the influence of the cancer trajectory 

and the change of pain beliefs/attitudes over time. 

    Second, the study only evaluated the behavioral dimension of quality of life, 

the other variables (i.e. pain control behavior, indicators of pain, and 

communication of pain) were not evaluated. However, future study should include 

investigation of more variables of behavioral dimension. 

    Third, although the 57-item instrument of pain attitudes (SOPA) has satisfied 

reliability and highest validity within all versions of SOPA, it contains too many 

items to be answered by the patients with advanced cancer in Taiwan. A 35-item 

version of the instrument of SOPA would provide an alternative measurement of 

pain attitudes (Jensen & Karoly, 1992).  

    Fourth, pain beliefs/attitudes can be defined as a patient’s own 

conceptualization of what pain is and what pain means for him or her (William & 

Throne, 1989). Pain beliefs/attitudes develop from the pain that one has experienced 

since childhood and are affected by the specific cultural environment. Further study 
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is needed to clarify the domains of development of pain beliefs/attitudes, stability of 

pain beliefs/attitudes, and the influence of pain beliefs/attitudes and particular pain  

episodes during the life span.    

    Finally, the study recruited patients in a large medical center in the southern 

part of Taiwan. Because the distribution of various races in Taiwan may be different 

among northern, middle, southern, and eastern parts in Taiwan; it is difficult to 

generalize the results from this study to all Taiwanese persons with advanced cancer. 

Thus, it is suggested that a larger sample from northern, middle, and eastern parts of 

Taiwan or other countries can be recruited to increase generalizability of the study 

results and to establish a more comprehensive model for predicting pain 

beliefs/attitudes.                             

Conclusions 

    Several conclusions can be made from this study. First, the cancer pain 

experience is a multidimensional concept and correlations exist within various 

dimensions (Fig 5.1).  

    Second, pain beliefs measured by the PBPI were significantly correlated with 

various kinds of the pain intensity, total number of words describing pain quality, 

various descriptive words of pain quality, anxiety, depression, quality of life, total 

number of pain locations, percentage of pain relief, adequacy of pain management, 

opioid usage, and analgesics prescription.  

    Third, 54.6% of total variance of pain beliefs (measured by PBPI) can be 

explained by the six significant predictors (i.e., total number of pain quality, least 

pain intensity, percentage of pain relief, adequacy of pain management, depression, 

and using gnawing to describe pain quality).  

    Fourth, pain attitudes measured by SOPA were significantly correlated with  
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various kinds of pain intensity, pain quality, various words of pain quality, anxiety, 

depression, quality of life, total number of pain locations, family monthly income, 

educational level, percentage of pain relief, adequacy of pain management, opioid 

usage, and analgesics prescription.  

    Fifth, since only 3 of the significant predictors were shared in common, it 

therefore can be concluded that the concepts of beliefs and attitudes are correlated 

but independent.   

    Unanticipated findings include: significantly negatively correlated between 

adequacy of pain management and pain beliefs/attitudes; and positively correlated 

between pain attitudes and percentage of pain relief 

    Finally, 55.3% of total variance of pain attitudes (measured by SOPA) can be 

explained by eight significant predictors (i.e., family monthly income, educational 

level, adequacy of pain management, worst pain intensity, least pain intensity, using 

gnawing and tender to describe pain quality, and anxiety).  

 

 

 

 

 

 



 93                      
Pain Beliefs and Attitudes 

References 

AI-Jeilani, M. (1987). Pain: point of view of Islamic theology. Acta 

Neurochirurgica, suppl. 38, 132-135. 

Alhes, T. A., & Martin, J. B. (1992). Cancer-related pain: a multidimensional approach. 

In D. C. Turk, C. S. Feldmen, (Eds): Non-invasive approach to pain 

management in the terminal illness (pp: 25-48). New York: Haworth. 

American Pain Society. (1999). Principals of analgesic use in the treatment of acute 

pain and cancer pain., IL: Glenview. 

Anderson, K. O., Syrjala, K. L. & Cleeland, C. S. (2001). How to assess cancer pain, in 

D.C. Turk, & R. Melzack (Eds), Handbook of Pain Assessment (pp579-598), 

New York: N.Y. Guilford.    

Andresen, E. M., Malmgren, J. A., Carter, W. B. and Patrick, D. L. (1994) Screening or 

depression in well older adults: Evaluation of a short form of the CES-D. 

American. Journal of Preventive Medicine. 10, 77-84. 

Angel, J. L., Douglas, N., & Angel, R. J. (2003). Gender, widowhood, and 

long-term care in the older Mexican American population. Journal of 

Women and Aging, 15, 89-105. 

Asghari, A., & Nicholas, M. K. (2001). Pain self-efficacy beliefs and pain behavior: 

A prospective study. Pain, 94, 85-100. 

Bates, M. S., & Edwards, W. T. (1992). Ethnic variations in the chronic pain 

experience. Ethnicity and Disease, 2(1), 63-68. 

Beck, A. T., Epstein, N., Brown, G., & Steer, R. A. (1988). An inventory for measuring 

clinical anxiety: Psychometric properties. Journal of Consulting and Clinical 

Psychology, 56, 893–897. 



 94                      
Pain Beliefs and Attitudes 

Beck, A. T., & Steer, R. A. (1993). Manual of the Beck Anxiety Inventory. USA: The 

Psychological Corporation. 

Boey, K.W. (1999). Cross-validation of a short form of the CES-D in Chinese 

elderly. International Journal of geriatric psychiatry, 14, 608-617. 

Bonica J. J. (1990). The management of pain. Lea & Febiger: Philadelphia. 

Bonica, J. J. (1991). History of pain concepts and pain therapy. The Mount Sinai 

Journal of Medicine, 58(3), 191-202. 

Brislin R.W. (1970). Back-translation for cross-cultural research. Journal of 

Cross-cultural Psychology 1, 185–216. 

Brislin, R. W. (1986). The wording and translation of research instrument. In W. J. 

Lonner & J. W. Berry (Eds.), Field methods in cross-cultural research (pp. 

137-164). Beverly Hills, CA: Sage. 

Brown, K. W., Levy, A. R., Rosberger, Z., & Edgar, L. (2003). Psychological 

distress and cancer survival: A follow-up 10 years after diagnosis. 

Psychosomatic Medicine, 65, 636-643. 

Caraceni, A. (2001). Evaluation and assessment of cancer pain and cancer pain 

management. Acta Anesthesiologica Scandinavica, 45, 1067-1075. 

Caraceni, A., Cherny, N., Fainsinger, R., Kaasa, S., Poulain, P., Radbruch, L., De Cono, 

F., & the Steering Committee of the EAPC Research Network. (2002). Pain 

measurement tools and methods in clinical research in palliative care: 

Recommendations of an expert working group of the European Association of 

Palliative Care. Journal of Pain and Symptom Management, 23, 239-255. 

Chang, C. C. (2000). The Philosophy of Lao-Tzu. Taipei: Cheng-Chune Book. 



 95                      
Pain Beliefs and Attitudes 

Chang, M. C., Chang, Y. C., Chiou, J. F., Tsou, T. S., & Lin, C. C. (2002). 

Overcoming patient-related barriers to cancer pain management for 

home care patients: A pilot study. Cancer Nursing, 25, 470-476. 

Chen, L., Tang, J., White, P. F., Sloninsky, A., Wender, R. H., Naruse, R. & Kariger, R. 

(1998). The effect of location of transcutaneous electrical nerve stimulation on 

postoperative opioid analgesic requirement: acupoint versus nonacupoint. 

Anesthesia & Analgesia, 87 (5), 1129-1134. 

Chen, M. L., Chang, H. K., & Yeh, C. H. (2000). Anxiety and depression in Taiwanese 

cancer patients with and without pain. Journal of Advanced Nursing, 32(4), 

944-951. 

Chen, M. L. (1999). Validation of the structure of the perceived meanings of cancer 

pain inventory. Journal of Advanced Nursing, 30(2), 344-351. 

Chen, T. S. (1999). Fundamental Chinese Medicine. Taipei: Wen-Kuan Books.  

Chen, Y. C. (2001). Chinese value, health and nursing. Journal of Advanced Nursing, 

36(2), 270-273. 

Cheng, S. T., & Chan, A. C. (2005). The Center for Epidemiologic Studies 

Depression Scale in older Chinese: thresholds for long and short forms. 

International Journal of Geriatric Psychiatry, 20(5), 465-470. 

Cherng, C. H., Ho, S. T., Kao, S. J., & Ger, L. P. (1991). The study of cancer pain 

and its correlates. (Chinese) Ma Zui Xue Za Zhi, 29(3), 653-657. 

Chiu, T. Y., Hu, W. Y., & Chen, C.Y. (2000). Prevalence and severity of symptoms 

in terminal cancer patients: a study in Taiwan. Support Care Cancer, 8, 

311-313. 

Chung, J.W., Wong, K.S. & Yang, C. S. (2000). The lens model-assessment of cancer 

pain in a Chinese context. Cancer Nursing, 23(6), 454-461. 



 96                      
Pain Beliefs and Attitudes 

Ciaramella, A., & Poli, P. (2001). Assessment of depression among cancer patients: the 

role of pain, cancer type and treatment. Psycho-Oncology, 10, 156-165. 

Cleeland, C. S. (1985). Measurement and prevalence of pain in cancer. Seminar in 

Oncology Nursing, 1, 87-92.   

Cleeland, C. S., Ladinsky, J. L., Serlin, R. C. et al. (1988). Multidimensional 

measurement of cancer pain. Journal of Pain and Symptom Management, 3, 

23-27. 

Cleeland, C.S., Gonin, R., Hatfield, A. K., Edmonson, J. H., Blum, R.H., Stewart, J. A. 

& Pandya, K.J. (1994). Pain and its treatment in outpatients with metastatic 

cancer. New England Journal of Medicine, 330(9), 592-596. 

Cohen, J. (1988) Statistical power analysis for the behavioral sciences. Hillsdale: L. 

Erlbaum Associates. 

Costantini, M., Viterbori, P., & Flego, G. (2002). Prevalence of pain in Italian hospitals: 

Results of a regional cross-sectional survey. Journal of Pain and Symptom 

Management, 23, 221-230. 

Creamer, M., Fbran, J., & Bell, R. (1995). The Beck Anxiety Inventory in a on- clinical 

sample. Behaviour Research and Therapy, 33, 477-485. 

Creel, H. G. (2000). Confucius and the Chinese Way. New York: Peter Smith Publisher. 

Crits-Christoph, P., Siqueland, L., Weiss, R. D., Gastfriend, D. R., McCalmont, E., 

Frank, A., Moras, K., Barber, J. P., Blaine, J., & Thase, M. E. (2001). Impact of 

psychosocial treatments on associated problems of cocaine-dependent patients. 

Journal of Consulting and Clinical Psychology, 69, 825-830. 

Daut, R. L., & Cleeland, C. S. (1982). The prevalence and severity of pain in cancer. 

Cancer, 50, 1913-1918. 

Davis, J. R. (1999). Path to enlightenment/Buddhism. London: Hodder & Stoughton. 



 97                      
Pain Beliefs and Attitudes 

DeGood, D. E., & Shutty, M. S. (1992). Assessment of pain beliefs, coping and 

self-efficacy. In D.C. Turk, & R.Melzack (Eds.), Handbook of pain assessment, 

New York: Guilford. 

Department Of Health in Taiwan. (2007, June). Ten head leading causes of death in 

2004.Retrieved June 3rd, 2007, from http://www.doh.gov.tw/statistic/data/ 

Devins, G..M., Orme, C..M., Costello, C.G. (1988). Measuring depressive symptoms in 

illness populations: psychometric properties of the center for epidemiologic 

studies depression (CES-D) scale. Psychol Health;2:139–156. 

de Wit, R., van Dam, F., Abu-Saad, H. H., Loonstra, S., Zandbelt, L., van Buuren, A., 

et al. (1999). Empirical comparison of commonly used measures to evaluate 

pain treatment in cancer patients with chronic pain. Journal of Clinical 

Oncology, 17(4), 1280. 

Ding, S. L., Yin, C. S., Ger, L. P., Chen, A., & Kao, S. J. (1991). A clinical study on 

268 patients with cervical carcinoma. (Chinese) Zhonghua Yi Xue Za Zhi, 

48(6), 439-444. 

Dodd, M. J., Chen, S. G., Lindsey, A. M., Piper, B. F. (1985). Attitudes of patients 

living in China about cancer about cancer and its treatment. Cancer Nursing, 

8, 214-220. 

Dow, K. H., Ferrell, B. R., Leigh, S., Ly, J., & Gulasekaram, P. (1996). An 

evaluation of the quality of life among long-term survivors of breast cancer. 

Breast Cancer Research and Treatment, 39(3), 261-273. 

Dugas, M. J., Letarte, H., Rheaume, J., Freeston, M. H., & Ladouceur, R. (1995). 

Worry and problem solving: Evidence of a specific relationship. Cognitive 

Therapy and Research, 19, 109-120.  

Dunn, K. S., & Horgas, D. KS. (2004). Religious and nonreligious coping in older 



 98                      
Pain Beliefs and Attitudes 

adults experiencing chronic pain. Pain management Nursing, 5(1), 19-28. 

Dysvik, E., Lindstrom, T. C., Eikeland, O. J., & Natvig, G. K. (2004). 

Health-related quality of life and pain beliefs among people suffering from 

chronic pain. Pain Manag Nurs, 5(2), 66-74. 

Edwards, C. L., Fillingim, R. B., & Keefe, F. (2001). Race, ethnicity and pain. Pain, 

94, 133-137. 

Elliott, T.E., & Elliott, B.A. (1992). Physician’s attitudes and beliefs about use of 

morphine in cancer pain. Journal of Pain and Symptom Management, 7(3), 

141-146. 

European Pain in Cancer Consumer Press Release (2007, June). One in three cancer 

patients with pain feel their pain is sometimes so bad they want to die – yet 

medicines which could give relief are underused.Largest ever study of its 

kind highlights need for improved management of cancer pain. Retrieved 7th 

June, 2007. from 

http://www.paineurope.com/files/EPIC%20press%20release.doc 

Ferrell, B. R., Dow, K. H., & Grant, M. (1995). Measurement of the quality of life 

in cancer survivors. Quality of Life Research, 4(6), 523-531. 

Ferrell BR, Dow K. H., Leigh S, Ly J., Gulasekaram P. (1995). Quality of Life in 

Long-Term Cancer Survivors. Oncology Nursing Forum, 22(6), 915-922. 

Ferrell, B. R., & Ferrell, B. (1995). Pain in elderly persons. In D. B.McGuire, C. H. 

Yarbro, B. R. Ferrell. Cancer Pain Management (2nd Ed., pp.273-287), 

Boston: Jones and Bartlett Publishers. 

Ferrell, B. R., Ferrell, B. A., Rhiner, M., & Grant, M. (1991). Family factors 

influencing cancer pain management. Postgraduate Medical Journal, 67 

Suppl 2, S64-69. 



 99                      
Pain Beliefs and Attitudes 

Ferrell, B.R., Grant, M., Ritchey, K.J., Ropchan, R., & Rivera, L.M. (1991). The pain 

resource nurse training program: a unique approach to pain management. 

Journal of Pain and Symptom Management, 8 (8), 549-556.   

Flaherty, J. A., et al. (1988). Developing instruments for cross-cultural psychiatric 

research. The Journal of Nervous and Mental Disease, 176, 257-263. 

Fujimori, M., Kobayakawa, M., Nakaya, N., Nagai, K., Nishiwaki, Y., Inagaki, M., 

et al. (2006). Psychometric properties of the Japanese version of the Quality 

Of Life-Cancer Survivors Instrument. Qual Life Res, 15(10), 1633-1638. 

Fydrich, T., Dowdall, D., & Chambless, D. 1992). Reliability and validity of the 

Beck Anxiety Inventory. Journal of Anxiety Disorders, 6, 55-61. 

Gatchel, R. J., & Turk, D.C. (1996). Psychosocial approaches to pain management. 

New York:  

The Guilford Press.  

Geisser, M.E., Roth, R. S., Robinson, M.E. (1977). Assessing depression among 

persons with chronic pain using Center of Epidemiological Studies- 

Depression scale and Beck Depression Inventory: A comparison analysis. 

Clinical Journal of Pain, 13, 163-170. 

Ger, L. P., Ho, S. T., & Wang, J. J. (2000). Physicians’ knowledge and attitudes 

toward the use of analgesics for cancer pain management: a survey of two 

medical centers in Taiwan. Journal of Pain and Symptom Management, 

20(5), 335-344. 

Ger, L. P., Ho, S. T., Sun, W. Z., Wang, M. S., & Cleeland, C. S. (1999). Validation of 

the Brief Pain Inventory in a Taiwanese population. Journal of Pain and 

Symptom Management,18, 316-322. 



 100                      
Pain Beliefs and Attitudes 

Ger, L.P., Ho, S. T., & Wang, J. J., & Cherng, C. H. (1998). The prevalence and 

severity of  

cancer pain: a study o of newly-diagnosed cancer patients in Taiwan. 

Journal of Pain  

      and Symptom Management, 15(5), 285-293. 

Gerra, G., Ferri, M., Zaimovic, A., Giucastro, G., Palladino, M., Sartori, R., Delsignore, 

R., Maestri, D., Marzocchi, G., & Brambilla, F. (1998). GABAergic function in 

detoxified heroin addicts: Relationship to anxiety disorders. Psychiatry 

Research, 77, 89-96. 

Goldenberg, R. L., Hickey, C. A., Cliver, S. P., Gotlieb, S., Woolley, T. W., & Hoffman, 

H. J. (1997). Abbreviated scale for the assessment of psychosocial status in 

pregnancy development and evaluation. Acta Obstetricia et Gynecologica 

Scandinavica, 165, 19-29. 

Goudas, L. C., Bloch, R., Gialeli-Goudas, Lau, L. M., & Carr, D. B. (2005). The 

epidemiology of cancer pain. Cancer Investigation, 23, 182-190. 

Grond, S., Zech, D., Diefenbach, C., Bischoff, A. (1994). Prevalence and pattern of 

symptoms in patients with cancer pain: a prospective evaluation of 1635 

cancer patients referred to a pain clinic. Journal of Pain and Symptom 

Management, 9, 372-382. 

Hadjistavropoulos, H. D., Hadjistavropoulos, T., & Quine, A. (2000). Health 

anxiety moderates the effects of distraction versus attention to pain. 

Behaviour Research and Therapy, 38, 425-538. 

Hahlweg, K., Fiegenbaum, W., Frank, M., Schroeder, B., von Witzleben, I. (2001). 

Short- and long-term effectiveness of an empirically supported treatment for 

agoraphobia. Journal of Consulting and Clinical Psychology, 69, 375-382. 



 101                      
Pain Beliefs and Attitudes 

Hamilton, J., & Edgar, J. (1992). A survey examining nurses’ knowledge of pain 

control. Journal of Pain and Symptom Management, 7(1), 18-26. 

Hann, D., Winter, K. & Jacobsen, P. (1999). Measurement of depressive symptoms 

in cancer patients: evaluation of the center for epidemiological studies 

depression scale (CES-D). Journal of Psychosomatic Research, 46(5), 

437-443. 

Hengyucius. (1995). A Buddhist’s perspective of pain/suffering. from 

http://www.arts.cuhk. edu.hk/~hkshp/humanities/ph95-03.htm. 

Herda, C. A., Seigeris, K., & Basler, H. D., (1994). The Pain Belief and Perception 

Inventory: Further evidence for a four-factor structure. Pain, 55, 347-353. 

Huang, H. Y., Wilkie, D. J., Chapman, C. R., & Ting, L. L. (2003). Pain trajectory of 

Taiwanese with nasopharyngeal carcinoma over the course of radiation 

therapy. Journal of Pain and Symptom Management, 25(3), 247-255. 

Hwang, W.S., Tsai, Y. F., Chang, H. C., Liu, I. P., & Huang, C.T. (2002). A prospective 

study of pain treatment for patients with advanced cancer who received hospice 

home care. Chinese Medical Journal (Taipei), 65, 331-335. 

Impara, J. C., & Plake, B. S. (Eds.). (1998). The thirteenth mental measurements 

yearbook. Lincoln: University of Nebraska Press. 

International Association for the Study of Pain (1994). Terminology: pain.Retrieved 

from http://www.iasp-pain.org/AM/Template.cfm?Section=General 

Resource_Links&Template=/CM/HTMLDisplay.cfm&ContentID= 

3058#Pain 

Jensen, M. P. & Karoly, P. (1992). Pain-specific beliefs, perceived symptom severity, 

and adjustment to chronic pain. The Clinical Journal of Pain, 8, 123-130.             



 102                      
Pain Beliefs and Attitudes 

Jensen, M.P., Karoly, P., & Huger, R. (1987). The development and preliminary 

validation of an instrument to assess patient’s attitude toward pain. Journal 

of Psychosomatic Research, 31, 393-400 

Jensen, M. P., Romano, J. M., Turner, J. A., Good, A. B., & Wald, L. H. (1999). 

Patients pain beliefs predict functioning: further support for a cognitive- 

behavioral model of chronic pain. Pain, 81, 95-104. 

Jensen, M. P., Turner, J. A., & Romano, J. M. (1991). Self-efficacy and outcome 

expectancies: Relationship to chronic pain coping strategies and adjustment. 

Pain, 44, 263-269.  

Jensen, M. P., Turner, J. A., Romano, J. M. (2000). Pain belief assessment: A 

comparison of short and long version of the Survey of Pain Attitude. Journal 

of Pain, 1, 138-150. 

Jensen, M. P., Turner, J. A., Romano, J. M., & Lawler, B. K. (1994). Relationship 

of pain-specific beliefs to chronic pain adjustment. Pain,57, 301-309.  

Johnson, B.T. (1993). DATAT 1.10: software for the meta-analytic review of 

research literature.               Ｈillsdale, New Jersey: Lawrence 

Erlbacum. 

Jordan, M. S., Lumley, M. A., & Leisen, J. C. C. (1998). The relationships of cognitive 

coping and pain control beliefs to pain and adjustment among 

African-American and Caucasian women with rheumatoid arthritis. Arthritis 

Care and Research, 11, 80-88. 

Kaptchuk, T. J. (2000). The web that has no waver: understanding Chinese medicine. 

New York: Contemporary Books.  



 103                      
Pain Beliefs and Attitudes 

Kim, J. S., & Lee, E. H. (2003). Cultural and noncultural predictors of health 

outcomes in Korean daughter and daughter-in-law caregivers. Public Health 

Nursing, 20, 111-119. 

Kleinman, A. (1982). Neurasthenia and depression a study somatization and culture in 

China. Culture, Medicine and Psychiatry, 6(2), 117-189.  

Kleinman, A. (1988). The illness narratives. New York: Basic Book.Kerlinger, . N. 

(1967). Social attitudes and their criterial referents: a structure theory.  

      Psychological Review, 74, 110-122. 

Lackner, J. M., Quigley, B. M., & Blanchard, E. B. (2004). Depression and 

abdominal pain in IBS patients: the mediating role of catastrophizing. 

Psychosomatic Medicine, 66(3), 435-441. 

Lai, M. L. (2000a). Survey of pain management in hospice unit. The Journal of 

Hospice Foundation in Taiwan, 35, 56-61. 

Lai, Y. H. (2000b). Beliefs about cancer pain and opioid analgesics: scale 

development and current status. (Chinese) Formosa Nursing Research, 8 (5), 

557-567. 

Lai, Y. H., Dalton, J.A., Belyea, M., Chen, M.L., Tsai, L.Y., Chen, S.C. (2003). 

Development and testing of the pain opioid analgesics beliefs scale in 

Taiwanese cancer patients. Journal of Pain & Symptom Management. 

25(4):376-85. 

Lai, Y. H., Keefe, F. J., Sun, W. Z., Tsai, L. Y., Cheng, P. L., Chiou, J. F., et al. 

(2002). Relationship between pain-specific beliefs and adherence to 

analgesic regimens in Taiwanese cancer patients: a preliminary study. 

Journal of Pain and Symptom Management, 24(4), 415-423. 



 104                      
Pain Beliefs and Attitudes 

Lederman, R. P. (1992). Reviews of research literature: meta-analysis for 

synthesizing. Maternal Child Nursing, 17, 157. 

Leonard, S., Steiger, H., & Kao, A. (2003). Childhood and adulthood abuse in 

bulimic and nonbulimic women: Prevalences and psychological correlates. 

International Journal of Eating Disorders, 33, 397-405. 

Levinson, N. P. (1987). Pain and suffering: view of Jewish theology. Acta 

Neurochirurgica, suppl. 38, 129-131.  

Lin, C. C (1999). Disclosure of the cancer diagnosis as it relates to the quality of 

pain management among patients with cancer pain in Taiwan. Journal of 

Pain and symptom management, 18(5), 331-337.  

Lin, C. C. (2001). Congruity of cancer pain perceptions between Taiwanese patients 

and family caregivers: relationships to patients’ concerns about reporting 

pain and using analgesics. Journal of Pain and symptom management, 21(1), 

18-26.  

Lin, C. C., Lai, Y. L., & Ward, S. E. (2003). Effect of cancer pain on performance 

status, mood  states, and level of hope among Taiwanese cancer patients. 

Journal of Pain and Symptom Management, 25(1), 29-37.  

Lin, C. C., Wang, P., Lai, Y. L., Lin, C. L., Tsai, S. L., & Chen, T. T. (2000). 

Identifying attitudinal barriers to family management of cancer pain in 

Taiwan. Palliative Medicine, 14, 463-470. 

Lin, C. C. & Ward, S. E. (1995). Patient-related barriers to cancer pain management 

in Taiwan. Cancer Nursing, 18(1), 16-22.  

Lin, M. H., Wu, P. Y., Tsai, S. T., Lin, C. L., & Chen, T. W. (2004). Hospice 

palliative care for patients with hepatocellular carcinoma. Palliative 

Medicine, 18:93-99. 



 105                      
Pain Beliefs and Attitudes 

Logan, D. E. & Rose, J. B. (2004). Gender differences in post-operative pain and 

patient controlled analgesia use among adolescent surgical patients. Pain, 

109, 481-487.  

Maneesriwongul, W. & Dixon, J. K. (2004). Instrument translation process: a 

methods review. Journal of Advanced Nursing, 48, 175-186.  

McCaffery, M., & Ferrell, B. (1997). Nurses’ knowledge of pain assessment and 

management: how much progress we made? Journal of Pain and Symptom 

Management,14(3), 175-188. 

McDowell, I., & Newell, C. (1996). Measuring health: a guide to rating scales and 

questionnaires. New York: Oxford University Press. 

McGrath, A., Dudgeon, D., Raubertas, R. F., Rosenthal, S. N. (1993) The Short-Form 

McGill Pain Questionnaire in chronic cancer pain. Journal of Pain & Symptom 

Management. 8(4), 191-195. 

McGuire, D. B. (1987). Coping strategies used by cancer patients with pain. Oncology 

Nursing Forum, 14, 123. 

McGuire, D. B.(1992). Comprehensive and multidimensional assessment and 

measurement of pain. Journal of Pain and Symptoms Management, 7(5), 

312-319. 

Melzack, R. (1983). The McGill Pain Questionnaire. In R. Melzack (Eds), Pain 

Measurement and assessment (pp41-47). New York: Raven Press.   

Melzack, R. (1987). The short-form McGill Pain Questionnaire. Pain, 30, 191-197. 

Miller, K. E., Weine, S. M., Ramic, A., Brkic, N., Bjedic, Z. D., Smajkic, A., 

Boskailo, E., & Worthington, G. (2002). The relative contribution of war 

experiences and exile-related stressors to levels of psychological distress 

among Bosnian refugees. Journal of Traumatic Stress, 15, 377-387. 



 106                      
Pain Beliefs and Attitudes 

Moja, L. P., Telaro, E., D'Amico, R., Moschetti, I., Coe, L., and Liberati, A. (2005). 

Assessment of methodological quality of primary studies by systematic 

reviews: results of the meta quality cross sectional study. British Medical 

Journal, 330:1053-1059. 

Morley, S., & Wilkinson, L. (1995). The beliefs and perceptions inventory: a British 

replication. Pain, 61, 427-433. 

Mystakidou, K., Tsilika, E., Parpa, E., Pathiaki, M., Patiraki, E., Galanos, A., et al. 

(2007). Exploring the relationships between depression, hopelessness, 

cognitive status, pain, and spirituality in patients with advanced cancer. 

Archives of Psychiatric Nursing, 21(3), 150-161. 

Nayak, S., Shiflett, S. C., Eshun, S., and Levine, F. M. (2000). Culture and gender 

effects in pain beliefs and the prediction of pain tolerance. Cross-cultural 

Research, 34 (2), 135-151. 

Newman, T. B., Brower, W. S., Cummings, S. R., & .S. B. Hulley (2001). 

Designing an observational study cross-section studies, in S. B. Hulley, S. R. 

Cummings, W. S. Browner, D.Grady, H. Newman, & T. B. Newman. 

Designing Clinical Research (2nd Ed., pp.107-123), Philadelphia: Lippincott 

Williams & Wilkins. 

Nunnally, J. M., & Bernstein, I. H. (1994). Psychometric Theory. (3th ed), New 

York: McGRAW-HILL. 

Oakley, L. D., & Kane, J. (1999). Personal and social illness demands related to 

depression. Archives of Psychiatric Nursing, 13, 294-302. 

Onyskiw, J. E. (1996). The meta-analysis approach to research integration. 

Canadian Journal of Nursing, 28(3), 69-85. 



 107                      
Pain Beliefs and Attitudes 

O’Rourke, K. (1992). Pain relief: the perspective of Catholic tradition. Journal of 

Pain and Symptom Management, 7, 485-491.  

Osborne, T. L., Jensen, M. P., Ehde, D. M., Hanley, M. A., & Kraft, G. (2007). 

Psychosocial factors associated with pain intensity, pain-related interference, 

and psychological functioning in persons with multiple sclerosis and pain. 

Pain, 127(1-2), 52-62. 

Paunovic, N. (1999). Exposure counterconditioning (EC) as a treatment for severe 

PTSD  

and depression with an illustrative case. Journal of Behavior Therapy and 

Experimental Psychiatry, 30, 105-117. 

Radloff, L.S. (1977). The CES-D Scale: A self-report depression scale for research 

in the general population. Applied Psychological Measurement, 1, 385-401.  

Rakin, M.A., & Sinder, B. (1984). Nurses’ perceptions of patients’ pain. Cancer Nursing, 

April, 149-155. 

Paul, S. M., Zelman, D. C., Smith, M., & Miaskowski, C. (2005). Categorizing the 

severity of cancer pain: further exploration of the establishment of cutpoints. 

Pain, 113(1-2), 37-44. 

Reading, A. E. (1983). The McGill Pain Questionnaire: an appraisal. In R. Melzack 

(Eds), Pain Measurement and assessment (pp57-61). New York: Raven Press.   

Robinson, M. E., Riley, J.L., Myers, C. D., Papas, R. K., Wise, E.A., Waxenberg, L. 

B., and Fillingim, R. B. (2001). Gender role expectations of pain: 

relationship to sex differences in pain. The Journal of Pain, 2 (5), 251-257. 

Robinson, M. E., & Wise, E. A. (2003). Gender bias in the observation of 

experimental pain. Pain, 104, 259-264.  

Rossler, D. (1987). About anthropology of pain: view of Protestant theology. Acta  



 108                      
Pain Beliefs and Attitudes 

Neurochirurgica, suppl. 38, 127-128. 

Ruiz, D. S., Zhu, C. W., & Crowther, M. R. (2003). Not on their own again: 

Psychological, social, and health characteristics of custodial African 

American grandmothers. Journal of Women and Aging, 15, 167-184. 

Smith-Stoner, M. (2003). How Buddhism influences pain control choices. Nursing, 

33(4), 17. 

Spielberger, C. D. (1983). Manual for the State-Trait Inventory. Palo Alto, CA: 

Consulting Psychologists Press. 

Steer, R. A., Rissmiller, D. J., Ranieri, W. E, & Beck, A. T. (1993). Structure of the 

computer-assisted Beck Anxiety Inventory with psychiatric inpatients. Journal 

of Personality Assessment, 60, 532-542. 

Strong, J., Ashton, R. & Chant, D. (1992). The measurement of attitude towards and 

beliefs about pain. Pain, 48, 227-236. 

Stroud, M. W., Thron, B.E., Jensen, & Boothby, J. L. (2000). The relation between 

pain beliefs, negative thoughts, and psychosocial functioning in chronic pain 

patients. Pain, 84, 347-352.  

Tait, R.C., & Chibnall, J. T. (1997). Development of brief version of the Survey of 

Pain Attitude. Pain, 70, 229-235.  

Tan G, Jensen, M. P, Thornby, J. I, Shanti, B. F. (2004). Validation of the Brief Pain 

Inventory for chronic nonmalignant pain. Journal of Pain, Mar; 5(2),133-7 

Thumboo, J., Chew, L-H, & Lewin-Koh, S-C (2002). Socioeconomic and 

psychosocial factors influence pain or physical function in Asian patients 

with knee or hip osteoarthritis. Annals of the Rheumatic Disease, 61(11), 

1017-1020. 



 109                      
Pain Beliefs and Attitudes 

Tsai, S. L., Lin, S., Lin, H. L., & Lang, L. L. (2000). A study of cancer patients’ 

pain, emotional and sleep disturbance. (Chinese) VGH Nursing, 17(1), 1-13. 

Tsai, S. W., Lai, Y. H., Chen, M. L., & Chen, C. C. (1998). The relationship 

between physio-sensory characteristics of cancer pain and uncertainty in 

illness. Formosa Nursing Research, 8(1), 59-70.  

Tu, W. M. (1971). The neo-Confucian concept of man. Philosophy East and West, 

21(1), 72-81. 

Tu,W. M. (1980). A religiophilosophical perspective on pain. In: H. W. Kosterlitz, & 

H.W. Terenius (eds), Pain and Society.(pp63-78) Berlin: Dahlem Konferenzen.  

Tu,W. M. (1987). A Chinese perspective of pain. Acta Neurochirurgica, suppl, 38, 

147-151. 

Turk, D. C., & Melzack, R. (2001). Handbook of Pain Assessment. (2nd ed) New 

York: The Guilford Press.  

Turner, J. A., Jensen, M. P., & Romano, J. M. (2000). Do beliefs, coping, and 

catastrophizing independently predict functioning in patients with chronic 

pain. Pain, 85, 115-125.    

Vallerand, A. H. (1997). Measurement issues in the comprehensive assessment of 

cancer pain. Seminars in Oncology Nursing, 13(1), 16-24. 

Vallerand, A. H., Hasenau, S., Templin, T., & Collins-Bohler, D. (2005). Disparities 

between black and white patients with cancer pain: the effect of perception 

of control over pain. Pain Med, 6(3), 242-250. 

Vainio, A. & Auvinen, A. (1996). A prevalence of symptoms among patients with 

advance cancer: an international collaborative study. Journal of Pain and 

Symptom Management, 12(1), 3-10. 



 110                      
Pain Beliefs and Attitudes 

Villarruel, A. M. (1992). Culture and pain: a Mesoamerican perspective. Advance 

Nursing Science, 15(1), 21-32. 

Ward, S., Goldberg, N., Miller-McCauley, V. et al. (1993). Patient-related barriers 

to management of cancer pain. Pain,53, 319-324. 

Ward, S.E., Viergutz, G., Tormey, D., DeMuth, D., Paulen, A. (1992). Patients’ 

reactions to completion of adjuvant breast cancer therapy. Nursing Research, 

41, 362–366. 

Weissman, D.E., & Dahl, J.L. (1990). Attitudes about cancer pain: a survey of 

Wisconsin’s first –year medical students. Journal of Pain and Symptom 

Management, 5(6), 345-349. 

Wetherell, A. (1997). Cognitive and psychomotor performance tests and experiment 

design in multiple chemical sensitivity. Environmental Health Perspectives, 

105 Suppl 2, 495-503. 

Wiesner, M. (2003). A longitudinal latent variable analysis of reciprocal relations 

between depressive symptoms and delinquency during adolescence. Journal 

of Abnormal Psychology, 112, 633-645. 

 Press. 

Williams, D. A., & Keefe, F. (1991). Pain beliefs and the use of cognitive- 

behavioral coping strategies. Pain, 46, 185-190. 

Williams, D. A., & Throne, B. E. (1989). An empirical assessment of pain belief. 

Pain, 36, 351-358. 

Williams, D. A., Robinson, M. E., & Geisser, M. E. (1994). Pain beliefs: assessment 

and utility. Pain, 59, 71-78.  



 111                      
Pain Beliefs and Attitudes 

Wills, B.S.H., & Wootton, Y. S. Y. (1999). Concerns and misconceptions about 

pain among Hong Kong Chinese patients with cancer. Cancer Nursing, 

22(2), 408-413. 

Wise, E. A., Price, D. D., Myers, C. D., Heft, M. W., and Robison, M. E. (2002). 

Gender role expectation of pain: relationship to experimental pain perception. 

Pain, 96, 335-342. 

Wolf, F. M. (1986). Meta-analysis: quantitative methods for research synthesis. 

London: Sage Publications. 

World Health Organization, WHO. (1996). Cancer pain relief and palliative care. 

Geneva: Author. 

Xie, L. F. (1997). The relationship of the caregivers’ concerns about using 

analgesics to the patient’s cancer pain management. Master Thesis, Taipei: 

Taipei Medical University Press. 

Yates, J. W., Chalmer, B. J., James, P., Follansbee, M., McKegney, P. (1981). 

Religion in patients with advanced cancer. Medical and Pediatric Oncology, 

9, 121-128.    

Yates, P., Dewar, A., & Fentiman, B. (1995). Pain: the views of elderly people 

living in long-term residential care settings. Journal of Advance Nursing, 21, 

667-674. 

Yen, S., Robins, C. J., & Lin, N. (2000). A cross-cultural comparison of depressive 

symptom manifestation: China and the United States. Journal of Consulting 

and Clinical Psychology, 68(6), 993-999. 

Yu, K. L. (1994). Study in cancer treatment behavior in cancer patients. Journal of 

Pain Management in Taiwan, 3, 20-28. 



 112                      
Pain Beliefs and Attitudes 

Yu, E. S., Kean, Y. M., Slymen, D. J., Liu, W. T., Zhang, M., & Katzman, R. 

(1998). Self-perceived health and 5-year mortality risks among the elderly in 

Shanghai, China. American Journal of Epidemiology, 147, 880-890. 

Yu, D. S., Lee, D. T., & Woo, J. (2004). Issues and challenges of instrument 

translation. Western Journal of Nursing Research, 26(3), 307-320. 

Yu, S., Wang, X. S., Cheng, Y., Yang, J., & Cleeland, C. S. (2001). Special 

aspectsof cancer pain management in a Chinese general hospital. European 

Journal of Pain, 5 (suppl. A), 15-20. 

Zborowski, M. (1969). Cultural components in response to pain, Journal of Social 

Issues, 8, 16-30.  

Zebrack, B., Bleyer, A., Albritton, K., Medearis, S., & Tang, J. (2006). Assessing 

the health care needs of adolescent and young adult cancer patients and 

survivors. Cancer, 107(12), 2915-2923. 

 

 

 

 

 

 



 113                      
Pain Beliefs and Attitudes 

Table 2.1 Multidimensional Model of Cancer Pain 
1. Physiologic dimension 
  A. Etiology/ Organic origin of pain 
  B. Type of pain (duration) 
  C. Endogenous opioids 
  D. Psychophysiological factors 
2. Sensory dimension 
  A. Location 
  B. Intensity (Severity) 
  C. Quality 
3. Affective dimension 
  A. Emotional responses (depression, mood, anxiety, worry, helplessness, fear) 
  B. Suffering 
  C. Psychiatric Disorder 
4. Cognitive dimension 
  A. Thought process/ views of self 
  B. Meaning of pain 
  C. Coping strategies 
  D. Attitudes, beliefs, knowledge 
  E. Influencing factors 
  F. Level of cognition 
5. Behavioral dimension 
  A. Indicators of pain    
  B. Pain control behavior 
  C. Communication of pain 
  D. Associate symptoms (fatigue, sleep) 
6. Sociocultural dimension 
  A. Demographic variables 
  B. Cultural background 
  C. Personal, family, and work roles 
  D. Family factors 
  E. Caregiver perspectives 
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Table 2.2. Quality ratings for the ten studies 
 # Author 

 
Pub 
(0-3) 

Design 
(0-3) 

N 
(0-3) 

Control of 
validity 
(0-3) 

Data collection 
 (0-3) 

Instrument 
Validity 
(0-3)  

Instrument 
reliability  
(0-3) 

Author 
expertise 
(0-3) 

Appropriate 
Statistics 
(0-3) 

Presentation 
of data 
(0-3) 

Total 
score 

1 William 
et al.  

1991 
J (2) 

Cross- 
sectional (2) 

120 
 (3) 

(2) (2) (2) (3) (3) (2) (2) 23 

2 Jensen 
et al. 

1992 
J (3) 

Cross- 
sectional (2) 

227 
(3) 

(2) (3) (3) (3) (3) (2) (2) 26 

3 William et 
 al. 

1994 
J (3) 

Cross- 
sectional (2) 

148 
 (3) 

(2) (2) (3) (3) (3) (3) (2) 26 

4 Jensen et al. 1994 
J (3) 

Cross- 
sectional (2) 

241 
 (3) 

(2) (2) (3) (3) (3) (3) (3) 27 

5 Morley 
et al. 

1995 
J (3) 

Cross- 
sectional (2) 

84 
 (2) 

(2) (2) (3) (3) (3) (2) (2) 24 

6 Jensen 
et al. 

1999 
J (3) 

Cross- 
sectional (2) 

121 
 (3) 

(2) (3) (3) (3) (3) (3) (2) 27 

7 Stroud et al. 2000 
J (3) 

Cross- 
sectional (2) 

163 
 (3) 

(2) (2) (3)  (3) (2) (3) (2) 25 

8 Turner et al. 2000 
J (3) 

Cross- 
sectional (2) 

169 
 (3) 

(2) (2) (3) (3) (3) (3) (2) 26 

9 Asghri &  
Nicholas 

2001 
J (3) 

Cross- 
sectional (2) 

145 
 (3) 

(2) (3) (3) (3) (3) (3) (2) 27 

10 
 

Lai et al. 2002 
J (3) 

Cross- 
sectional (2) 

194 
 (3) 

(2) (2) (3) (3) (2) (2) (2) 24 

Pain B
eliefs and A

ttitudes         114 



 115                      
Pain Beliefs and Attitudes 

  Table 2.3 Independent and dependent variables used in the quality ratings 
 # Author Publication 

year/form 
Design N Independent 

variables 
Dependent 
 variables  

1 William et al. 1991 
Journal 

Cross- 
Sectional 

120 Pain beliefs 
PBPI 

Pain intensity

2 Jensen et al. 1992 
Journal 

Cross- 
Sectional 

227 Pain beliefs 
SOPA 

Pain intensity
Disability 

3 William &  
Throne 

1994 
Journal 

Cross- 
Sectional 

148 Pain beliefs 
PBPI 
 

Pain quality  
Depression 
Anxiety 

4 Jensen et al. 1994 
Journal 

Cross- 
Sectional 

241 Pain beliefs 
SOPA  

Pain intensity
 

5 Morley et al. 1995 
Journal 

Cross-sectio
nal 

84 Pain beliefs 
PBPI  

Pain quality 
 

6 Jensen et al. 1999 
Journal 

Cross- 
Sectional 

121 Pain beliefs 
SOPA 

Pain severity 
Disability 
Depression 

7 Stroud et al. 2000 
Journal 

Cross- 
Sectional 

163 Pain beliefs 
PBPI  

Pain severity 
 

8 Turner et al. 2000 
Journal 

Cross- 
Sectional 

169 Pain beliefs 
SOPA  

Pain intensity

9 Asghri &  
Nicholas 

2001 
Journal 

Cross- 
Sectional 

145 Pain 
self-efficacy 
beliefs 
PSEQ 

Pain intensity
Disability 
 

10 
 

Lai et al.  2002 
Journal 

Cross- 
Sectional 

194 Pain beliefs 
SOPA 

Pain intensity 
(average) 
Pain intensity 
(worst) 
Analgesics 
adherence  
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Table 2.4. The effect sizes for the studies of the relationships between pain 

beliefs/attitudes and pain experience    

* p<0.05 

 

 

# Author Publicat
ion year 
/ form 

N Independent 
variable 

Dependent 
 Variables  

t: t-test 
r:Correlation 
F: F test 

Effect size 
(d) 

1 
 
 

William, 
et al 

1991 
Journal 

120 Pain belief 
PBPI 

Pain Intensity (NRS) F=4.10 .261407* 
 

2 
 
 

Jensen, 
et al 

1992 
Journal 

227 Pain belief 
SOPA 

Pain Intensity (NRS) 
Disability (SIP) 

F=7.07 
F=16.21 

.249581* 

.377914* 

3 
 
 

William, 
Robinson, 
& Geisser 

1994 
Journal 

148 Pain belief 
PBPI 
 

Pain quality (MPQ)  
 
Depression (BDI) 
 
Anxiety (BAI) 

r=.48 
r=.39 
r=.42 

1.09431* 
.847075* 
.925595* 

4 
 
 

Jensen, 
et al. 

1994 
Journal 

241 Pain belief 
SOPA  

Pain intensity (NRS) 
 

F=7.49 .249314* 

5 
 
 

Morley, 
et al 

1995 
Journal 

84 Pain belief 
PBPI  

Pain quality(MPQ) 
 

r=.2256 .463139* 

6 
 
 
 

Jensen, 
et al. 

1999 
Journal 

121 Pain belief 
SOPA 

Pain severity (NRS) 
 
Disability (MMPI) 
 
Depression (CES-D) 

r=.343 
r=.363 
r=.317 

.730306* 

.779146* 

.664218* 

7 
 
 

Stroud, 
et al. 

2000 
Journal 

163 Pain belief 
PBPI  

Pain severity (NRS) 
 

F=4.72 
 

.240653* 

8 
 

Turner,  
et al. 

2000 
Journal 

169 Pain belief 
SOPA  

Pain intensity (NRS) F=13.85 .404852* 

9 
 

Asghri,  
Nicholas 

2001, 
Journal 

145 Pain 
self-efficacy 
beliefs 
PSEQ 

Pain intensity (NRS) 
 
Disability (SIP) 
 

F=4.38 
F=9.59 

-.245792*
-.363697*
 

10 
 

Lai, et 
al.  

2002 
Journal 

194 Pain belief 
SOPA 

Pain intensity 
(average) (BPI) 
Pain intensity 
(worst) (BPI) 
Analgesics 
adherence  

r=.33 
 
r=.38 
 
t=2.122 

.699167* 

.821633* 
 
 
.321496* 
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Table 2.5.Influence of pain beliefs/attitudes on pain intensity  

Study Pain 

beliefs/ 

attitudes 

Pain  

intensity

Effect 

size 

Lower bound  

 of 95% CI 

Upper bond of 

 95% CI 

P value 

William et al., 1991 PBPI NRS 0.26 0.01 0.52 0.045* 

Jensen et al., 1992 SOPA NRS 0.25 0.06 0.43 0.008* 

Jensen et al., 1994 

 

SOPA NRS 0.25 0.07 0.43 0.007* 

Jensen et al., 1999 

 

SOPA NRS 0.73 0.47 0.99 < 0.0001*

Stround et al., 2000 PBPI NRS 0.24 0.02 0.46 0.032* 

Turner et al., 2000 SOPA NRS 0.40 0.19 0.62 0.0002* 

Asghri et al., 2001 PSEQ NRS -0.25 -0.01 -0.48 0.004* 

Lai et al. , 2002 SOPA BPI 

(average

) 

0.70 0.49 0.90 < 0.0001*

Lai et al., 2002 SOPA BPI 

(worst)

0.82 0.61 1.03 < 0.0001*

Total    .         0.43 0.21 0.65  

*p<.05 
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Table 2.6. Influence of pain beliefs/attitudes on pain quality 

Study Publication 

type 

Pain 

beliefs/attitudes 

Pain 

quality 

Effect

size 

Lower bound 

of 95% CI 

Upper bound 

of 95% CI 

P value 

William, 

Robinson, & 

Geisser, 1994 

Cross-sectional  PBPI MPQ 1.09 0.85 1.33 < 0.0001*

Morley et al., 

1995 

Cross-sectional PBPI MPQ 0.46 0.16 0.77 0.003* 

Total . . . 0.78 0.50 1.05  

*p<.05 
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Table 2.7. Influence of pain beliefs/attitudes on depression 

Study Pain beliefs/ 

Attitudes 

Depression Effect size Lower bound of

95% CI 

Upper bound of 

95% CI 

P value 

Jensen et al., 

1999 

 

SOPA CES-D 0.66 0.41 0.92 < 0.0001* 

William 

Robinson & 

Geisser, 1994 

 

PBPI BDI 0.85 0.61 1.08 < 0.0001* 

Total . . 0.76 0.51 1.00  

* p<.05 
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Table2.8. Influence of pain beliefs/attitudes on anxiety 

Study Pain beliefs/attitudes Anxiety Effect size Lower bound of 

95% CI 

Upper bound 

of 95% CI 

P value 

William 

Robinson & 

Geisser, 1994 

PBPI BAI 0.93 0.69 1.17 < 0.0001*

*p<.05 
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Table 2.9. Influence of pain beliefs/attitudes on pain interference or disability 

Study Pain 

beliefs/attitudes 

Pain interference or 

disability 

Effect 

size 

Lower bound

of 95% CI  

Lower bound 

of 95% CI 

P value 

Jensen et al., 

1992 

SOPA SIP 0.38 0.20 0.56 < 0.0001*

Asghri et al., 

2001 

PSEQ SIP -0.36 -0.13 -0.60 0.0022* 

Jensen et al., 

1999 

SOPA MMPI 0.78 0.52 1.04 < 0.000*1

Total . . 0.27 0.20 0.33  

*p<.05
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Table 3.1  Reliability of Instruments                 
Instrument Previous 

studies  
α 

This study 
 

α        Split-item  

PBPI  
              

.68-.80 
 

.82           .83 
 

SOPA .64-.81 .86           .88 

CES-D .86-.89 .83           .91 

BAI .92 .87           .84 

QOL .89 .86           .85 

BPI .91 .76 (pain intensity) 
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Table 3.2 Data analysis for the research questions 

Research question Dependent 
variable 

Independent 
variable 

Data analysis

1. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and cause of pain (medical 
record review) among advanced 
cancer patients in Taiwan? 

PBPI/SOPA Cause of pain ANOVA 

2. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and duration of pain (medical 
review) among advanced cancer 
patients in Taiwan? 

PBPI/SOPA

 

PBPI/SOPA

1.Duration of 
pain 

2.chronicity of 
pain 

1.correlation

 

2. t-test 

3. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and pain intensity (BPI) 
among advanced cancer patients in 
Taiwan? 

PBPI/SOPA

 

1.Pain intensity 

(worst, least, 

average, and 
current) 

2.pain severity 
of pain intensity

1.correlation

 

 

 

 

2.ANOVA 

4. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and pain quality (BPI) among 
advanced cancer patients in Taiwan?

PBPI/SOPA

 

1.Each item of 
pain quality 

2.total number 
of words 
describing pain 
quality 

1.t-test 

 

2.correlation.

 

5. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and location of pain (BPI) 
among advanced cancer patients in 
Taiwan? 

PBPI/SOPA

 

Total number of
pain location 

correlation 

6. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and anxiety (BAI) among 
advanced cancer patients in Taiwan?

PBPI/SOPA

 

BAI correlation 
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Table3.2  Data analysis for the research questions (continue) 

Research question Dependent 
variable 

Independent 
variable 

Data analysis 

7. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and depression (CES-D) 
among advanced cancer patients in 
Taiwan? 

PBPI/SOPA 

 

CES-D Correlation 

8. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and quality of life 
(QOL-patients/cancer survivors) 
among advanced cancer patients in 
Taiwan? 

PBPI/SOPA 

 

QOL Correlation 

 

9. What is the relationship between 
pain beliefs/attitudes (PBPI and 
SOPA) and potential demographic 
variables (Demographic profile) 
among advanced cancer patients in 
Taiwan? 

PBPI/SOPA 

 

1.Age, family 
income 

2.gender, paid 
work 

3.ethnicity, 
marital status, 
religion, major 
caregiver, 
educational 
level 

1.Correlation 

2.t-test 

3.ANOVA 

10.What is the relationship between
pain beliefs/attitudes (PBPI and 
SOPA)and type of disease, current 
treatment, opioid usage, analgesics 
prescription, and adequacy of pain 
management (medical records 
review) among advanced cancer 
patients in Taiwan? 

PBPI/SOPA 

 

1.type of 
disease, current 
treatment, 
opioid usage, 
analgesics 
prescription, 2. 
adequacy of 
pain 
management 

1.ANOVA 

 

2.t-test 

11. What are the optimal 
predictors that best explain the 
pain beliefs/attitudes among 
advanced cancer patients in 
Taiwan?  

 

PBPI/SOPA 

 

All potential 
predictors of 
PBPI/SOPA 

Multiple 
regression 
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Table 4.1  Patient Demographics                          N=120 
Characteristics        N          % 
Age (years) 
Mean=56.9  SD=11.8 
<40 
40-49 
50-59 
60-69 
>70 

 
 

8 
23 
35 
38 
16 

 
 

6.7 
19.2 
29.2 
31.7 
13.3 

Gender 
Male 
Female 

 
53 
67 

 
44.2 
55.8 

Ethnicity 
Fukienese 
Hakka 
Mixed 
Mainlander 
Aborgines 
Other 

 
97 
9 
7 
4 
2 
1 

 
80.8 
7.5 
5.8 
3.3 
1.7 
.8 

Marital status 
Married/partnership 
Widow 
Divorce 
Single  
Separated 

    
81 
21 
11 

6 
1 

 
67.5 
17.5 
9.2 
5.0 

   .8 
Education 
Illiterate 
Elementary school 
Junior high school 
Senior high school 
Some college 
Bachelor degree 
Graduate degree 

 
14 
43 
29 
17 
8 
8 
1 

 
11.7 
35.8 
24.2 
14.2 
6.7 
6.7 
 .8 

Religion 
Taoism 
Buddhism 
Mixed Buddhism & Taoism 
Christian 
Catholic 
other  
None 

 
60 
30 

7 
11 

8 
  2 

2 

  
50.0 
25.0 
5.8 
9.2 
6.7 
1.7 
1.7 

Family Monthly Income (NTD) 
None 
<20,000 
20,000-39,999 
40,000-59,999 
60,000-79,999 
80,000-99,999 
100,000-149,999 
150,000-199,999 
>200,000 

 
34 
14 
21 
23 
17 
4 
3 
3 
1 

 
28.3 
11.7 
17.5 
19.2 
14.2 
3.3 
2.5 
2.5 
 .8 

Paid work 
Yes  
No 

 
14 

106 

   
11.7 
88.3 

Main caregiver 
Spouse/partner 
Children 
Nursing aids  
Parent(s) 
Sibling 

 
52 
41 
15 
10 
 2 

    
43.3 
34.2 
12.5 

8.3 
  1.7 
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Table 4.2 Patient Medical Records                              N=120 
Characteristics     N     % 
Setting 
Outpatient clinic 
Inpatient 

 
    22 

98 

 
    18.3    

81.7 
Cancer diagnosis 
Liver cancer 
Lung cancer 
Breast cancer 
Colorectal cancer 
Gastric Cancer 

 
38 

    31 
    29 
    14 

8 

 
31.7 

    25.8 
    24.2 
    11.7 
     6.7 

Time since first cancer diagnosis (Months 1-186) 
Mean=30.7, SD=31.9 
< 6 
6-12 
13-24 
25-36 
37-48 
49-60 
>60 

 
 
21 
14 
34 
17 
12 

8 
14 

 
 
17.5 
11.7 
28.3 
14.2 
10.0 

6.7 
11.7 

Current cancer treatment 
None 
Chemotherapy 
Radiation therapy 
Combination chemotherapy and radiation   
Other 

 
59 

    44 
    10 
     5 
     2 

 
   49.2 
   36.7 
    8.3 
    4.2 
    1.7 
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Table 4.3 Descriptive analysis of Pain Belief and Perception Inventory (PBPI)  

N=120 

Pain 
beliefs/ 
Attitude 

                        PBPI 

Subscales  total score 
(Possible 
total score 
range: -32 
to 32) 

Mystery 
(Possible 
score 
range: -8 
to 8) 

Permanence 
(Possible 
score range: 
-10 to 10) 

Constancy 
(Possible 
score range: 
-8 to 8) 

Self-blame 
(Possible 
score range: 
-6 to 6) 

Mean 2.23 .925 1.30 1.89 -1.89 

SD 9.07 3.50 3.75 3.69 2.36 

Minimum -25.00 -7.00 -9.00 -8.00 -6.00 

Maximu
m 

18.00 8.00 8.00 8.00 4.00 
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Table 4.4 Descriptive analysis of Survey of Pain Attitudes (SOPA)          N=120 
Pain beliefs/ 
Attitude 

               SOPA 

                        Subscales  Total mean 
score 
(Possible total 
score range:  
0 to 4) 

Control 
(Possible 
mean score 
range:  
0 to 4) 

Disability 
(Possible mean 
score range:  
0 to 4) 

Harm 
(Possible 
mean 
score range:  
0 to 4) 

Emotion 
(Possible 
mean 
score range:  
0 to 4) 

Medication 
(Possible mean 
score range:  
0 to 4) 

Solicitude 
(Possible mean 
score range:  
0 to4) 

medical cure 
(Possible 
mean 
score range:  
0 to4) 

Mean  
 

2.53 

 
 

1.84 

 
 

2.74 

 
 

2.85 

 
 
2.00 

 
3.25 

 
2.69 

 
2.63 

SD  
 

.28 

 
 

.51 

 
 

.54 

 
 

.54 

 
 

.44 
 

.67 
 

.47 
 

.35 

Minimum  
1.86 

 
.50 

 
.90 

 
1.38 

  .75  1.33 1.00 1.56 

Maximum  
3.02 

 
3.20 

 
3.60 

 
4.00 3.00 4.00 4.00 3.56 
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Table 4.5 Correlation between Pain Belief and Perception Inventory 

  And Survey Of Pain Attitudes              N=120 
 PBPI SOPA 
PBPI Pearson Correlation 1 .295** 
SOPA Pearson Correlation .295** 1 

 
** Correlation is significant at the 0.01 level (2-tailed). 
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Table 4.6 “Cause of pain” as reported by patients from BPI item        N=120 

Cause of pain         N        % 
Cancer-related         108         90.00 
Non cancer-related         12         10.00 
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Table 4.7 “Duration of Pain” as reported by patients                 N=120 
Duration of Pain (weeks):  
Mean:13.79,  SD=15.65 
(range:1-120) 

        N              % 

1~12        81       67.50 
>12       39       32.50 
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   Table 4.8. “Location of pain” as reported by patients from BPI item   N=120 
 

Location of pain* : (1 
to 9)    Mean=2.88  
SD=1.48      

        n                      % 

Upper Abdomen          70            58.3 
Lower back         69            57.5 
Upper back         59            49.2 
Chest         45            37.5 
Lower abdomen         37            30.8 
Head and Neck         31            25.8   
Thigh         15            12.5 
Hand         10             8.3 
Lower leg         10             8.3  

 

   *Patients could report more than one body location of their pain 
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Table 4.9 “Pain intensity” as reported by patients from BPI item       N=120 
Pain Intensity 
(range: 1 to 10) 

Worst pain 
intensity 

Least pain 
intensity 

Average pain 
intensity  

Current pain 
intensity 

Mean 7.36 1.53 4.31 2.85 
SD        2.22 1.43 1.56 2.06 
Minimum 1 0 0 0 
Maximum 10 7 8 9 
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Table 4.10 “Pain quality” as reported by patients from BPI item  N=120 
Pain Quality* (2 to 14) 
Mean= 9.09, SD=2.65  

   N    % 

Nagging     110    91.7 
Tiring     108    90.0  
Exhausting     107    89.2 
Unbearable    98    81.7 
Aching 95 79.2 
Miserable     86    71.7 
Gnawing     77    64.2 
Tender     69    57.5 
Sharp     61    50.8 
Numb     57    47.5 
Throbbing     50    41.7 
Penetrating     50    41.7 
Stabbing     47    39.2 
Shooting     39    32.5 
Burning     37    30.8 
*Patients could report more than one word to describe their pain 
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Table 4.11. Interference of pain reported by patients from BPI items  N=120 
Factors 
 

Emotion General 
activity 

Walking Working 

Mean 6.38 6.76 6.50 7.03 
SD 2.64 2.84 2.92 3.40 

Minimum 0 0 0 0 
Maximu

m 
10 10 10 10 
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Table 4.12  Descriptive analysis of Anxiety and Depression   N=120 
 
 Beck Anxiety  

Inventory, BAI 
(Possible range:0 to 63) 

Center Epidemiological Studies 
Depression Scale, CES-D  
(Possible range:0 to 60) 

Mean 12.95 25.52 

SD        7.63 8.34 

Minimum 1 8 

Maximum 39 45 
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Table 4.13. Descriptive analysis of Quality of Life              N=120  
   

subscales    
Quality of 
Life for 
cancer 
patients/ 
survivors, 
QOL 

Total 
Score 
(Possible 
range: 
0 to 10) 

Physical 
Well 
being 
(range:  
0 to 10) 

Psychological 
Well being 
(range:  
0 to 10) 

Social 
concern 
(range:  
0 to 10) 

Spiritual 
well 
being 
(range:  
0 to 10) 

Mean 4.43 4.70 4.36 4.95 3.68 

SD       1.06 1.35 1.34 1.67 1.65 

Minimum 2.27 1.88 1.94 1.25 .43 

Maximum 8.32 9.38 8.28 9.50 10.00 
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Table 4.14. Number of analgesics usage, daily amount of morphine usage 
 and pain relief                                          N=120 
Pain 
management & 
relief 

Number of 
analgesics used

Amount of 
morphine 

dosage 
(mg/per day) 

Percentage of pain relief 

Mean 1.72 22.58 57.33 

SD .92 31.53 22.89 

Minimum 0 0 0 

Maximum 6 180 100 
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Table 4.15 Frequency of analgesics prescription                 N=120 
    
Analgesics prescription n % 

none 7 5.8 

only non-opioid 5 4.2 
only opioid 45 37.5 

only adjuvant 2 1.7 

non-opioid & opioid 37 30.8 
non-opioid & adjuvant 3 2.5 

opioid & adjuvant 12 10.0 

nonopioid,opioid & 
adjuvant 

9 7.5 
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   Table 4.16 Frequency of Opioid usage                     N=120 
 

Opioid usage n % 

None (not taking opioid) 17 14.2 
only PRN opioid 3 2.5 
only ATC opioid 93 77.5 
both ATC & PRN opioid 7 5.8 
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Table 4.17 Pain Management Indexes according to Cleeland Pain Management Index 

                                                                  

                        0          1          2          3 

                       No        Mild      Moderate     Severe 

                      Pain        Pain        Pain         Pain  

                        0         1-3        4-7          8-10      

No analgesics(0)          0          -1         -2          -3 

Non-opioid  (1)          1          0          -1          -2    

Weak opioid (2)           2          1          0          -1 

Strong opioid (3)          3          2           1          0       
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Table 4.18 Frequency of Cleeland’s Pain Management Index  N=120 

    score N % 

-3 4 3.3 

-2 8 6.7 

-1 14 11.7 

0 63 52.5 

1 25 20.8 

2 6 5.0 

Cleeland’s 

Pain  

Management 

Index 

(range from  

-3 to 3) 

Total 120 100.0 
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    Table 4.19 Frequency of Adequacy for Pain Management  N=120 

Adequacy for pain 

management 

n % 

inadequate 26 21.7 

adequate 94 78.3 
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Table 4.20 Independent t-test on the mean scores of PBPI/SOPA between  

cancer-related and non cancer-related pain         N=120 
    t  df   Sig  Mean 

difference 
Standard 
error 
difference 

Total mean 
scores of 
PBPI 

  
 1.44 

 
  1,118 

 
 .176 

 
5.789 

 
4.020 

Total mean 
scores of 
SOPA 

 
 3.169 

 
  1,118 

 
 .002** 

 
.257 

 
 .081 

** Correlation is significant at the 0.01 level (2-tailed). 
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Table 4.21 Independent t-test on the mean scores for four subscales of PBPI 

 between cancer-related and non cancer-related pain         N=120 
    t  df   Sig  Mean 

difference 
Standard 
error 
difference 

Total scores of 
PBPI-mystery 

 
-.948 

 
1,118 

 
.345 

 
-1.01 

 
1.065 

Total scores of 
PBPI-permanence 

 
1.624 

 
1,118 

 
.130 

 
2.566 

 
1.573 

Total scores of 
PBPI-constancy 

 
2.480 

 
1,118 

 
.015* 

 
2.724 

 
1.099 

Total scores of 
PBPI-self-blame 

 
3.469 

 
1,118 

 
.002** 

 
1.519 

 
.438 
 

** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.22 Independent t-test on the mean scores for seven subscales of SOPA 
 between cancer-related and non cancer-related pain         N=120 

    t  df   Sig  Mean 
difference 

Standard 
error 
difference 

Total scores of 
SOPA-control 

 
-.606 

 
1,118 

 
.546 

 
-.094 

 
.154 

Total scores of 
SOPA-disability 

 
2.663 

 
1,118 

 
.009** 

 
.426 

 
.160 

Total scores of 
SOPA-harm 

 
1.700 

 
1,118 

 
.092 

 
.277 

 
.163 

Total scores of 
SOPA-emotion 

 
2.179 

 
1,118 

 
.031* 

 
.289 

 
.133 

Total scores of 
SOPA-medication 

 
3.232 

 
1,118 

 
.002** 

 
.633 

 
.196 

Total scores of 
SOPA-solicitude 

 
1.139 

 
1,118 

 
.257 

 
.162 

 
.142 

Total scores of 
SOPA-medical 
cure 

 
2.169 

 
1,118 

 
.032* 

 
.226 

 
.104 

** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 147                      
Pain Beliefs and Attitudes 

Table 4.23 Correlation between PBPI and duration of pain     N=120 
Pearson Correlation PBPI Duration of pain 

PBPI 1.000

 Duration of pain .089 1.000
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Table 4.24 Correlation between SOPA and duration of pain     N=120 

Pearson Correlation SOPA duration of pain 

SOPA 1.000

 duration of pain .123 1.000
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Table 4.25 Independent t-test on the mean scores of PBPI/SOPA between  
Acute and Chronic pain                           N=120 

    t  df   Sig  Mean 
difference 

Standard 
error 
difference 

Total mean 
scores of 
PBPI (Acute 
vs Chronic) 

  
 -.992 

 
  1,118 

 
 .323 

 
-1.753 

 
1.768 

Total mean 
scores of 
SOPA(Acute 
vs Chronic) 

 
 -1.495 

 
  1,118 

 
 .138 

 
-4.569 

 
 3.057 
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Table 4.26 Correlation Matrix between PBPI and four kinds of pain intensity                  
                                                           N=120 
Pearson Correlation PBPI Worst pain 

intensity 

Least pain 

intensity  

Average 

pain 

intensity 

Current 

pain 

intensity 

PBPI 1.000     

 Worst pain intensity  .272** 1.000    

 Least pain intensity .372** .167** 1.000   

 Average pain intensity .419** .523** .439** 1.000  

 Current pain intensity .398** .361* .514** .652** 1.000 

 
** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.27. Correlation Matrix between SOPA and four kinds of pain intensity  

N=120 
 Pearson Correlation SOPA Worst pain 

intensity 

least pain 

intensity  

average pain 

intensity 

Current 

pain 

intensity 

SOPA 1.000     

 Worst pain intensity .253** 1.000    

 Least pain intensity  .184* .167* 1.000 .  

 Average pain intensity .048 .523** .439** 1.000  

 Current pain intensity -.074. .361** .514** .652** 1.000 

** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.28 ANOVA of the mean scores of PBPI/SOPA (in reporting worst pain) among
different levels of pain severity                                                                            N=120

1098.008 2 549.004 7.385 .001
8697.666 117 74.339
9795.675 119

.634 2 .317 4.377 .015
8.470 117 .072
9.104 119

Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

total score of PBPI

total mean scor of SOP

Sum of Squares df Mean Square F Sig.

 
** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.29 Scheffe's test the means scores of PBPI/SOPA (in reporting worst pain 
           ) among different levels of pain severity          N=120 
 

Dependent 
variable 

Worst 
pain 
intensity 
in 3 
groups  

Worst 
pain 
intensity 
in 3 
groups 

Mean 
difference 

Standard 
error 

Sig 

Moderate -4.998 2.808 .209 Mild 
 Severe -9.301 2.712 .004** 

Mild 4.998 2.808 .209 Moderate 
 Severe -4.303 1.689 .042* 

Mild 9.301 2.712 .004** 

Total 
mean 
score of 
PBPI  

Severe  
 Moderate 4.303 1.689 .042* 

Moderate -.138 .088 .291 Mild 
 Severe -.232 .085 .026* 

Mild .138 .088 .291 Moderate 
 Severe .094 .053 .211 

Mild .232 .085 .026* 

Total 
mean 
score of 
SOPA 

Severe  
 Moderate .094 .053 .211 

 
   ** Correlation is significant < 0.01 level (2-tailed). 
   * Correlation is significant < 0.05 level (2-tailed). 
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Table 4.30 Correlation Across PBPI and total number of words describing  

pain quality                                      N=120 
Pearson Correlation PBPI Total number of pain quality 

PBPI 1.000

 Total number of pain quality .442** 1.000

**. Correlation is significant at the 0.01 level   
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Table 4.31 Correlation Across SOPA and total number of words describing  
                                                      N=120 
Pearson Correlation SOPA Total number of pain quality 

SOPA 1.000

 Total number of pain quality .395** 1.000

 

**. Correlation is significant at the 0.01 level   
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Table 4.32 Independent t-test of PBPI/SOPA and pain quality words patients 
 selected                                                 N=120 

          PBPI 
  

      SOPA Pain 
Quality  

   
n 

Mean SD t value p value Mean SD t value p 
value 

Nagging  
None 

110 
10 

3.138 
-7.800 

8.297 
11.526 

-2.933 .015* 2.543 
2.332 

.268 

.314 
-2.357 .020* 

Tiring  
None 

108 
12 

2.280 
1.750 

9.061 
9.574 

-.191 .849 2.542 
2.379 

.267 

.326 
-1.959 .052 

Exhausting  
None 

107 
13 

2.862 
-3.000 

8.725 
10.520 

-2.236 .027* 2.547 
2.346 

.263 

.333 
-2.583 .012* 

Unbearable 
None 

98 
22 

3.859 
-5.046 

7.599 
11.607 

-3.439 .002** 2.565 
2.350 

.267 

.257 
-3.434 .001*

* 
Aching 
None 

95 
25 

3.128 
-1.200 

8.331 
10.992 

-1.835 .076 2.514 
2.426 

.277 

.259 
-2.045 .043* 

Miserable  
None 

86 
34 

3.188 
-.206 

8.589 
9.914 

-1.866 .065 2.524 
2.528 

.273 

.290 
.064 .949 

Gnawing  
None 

77 
43 

4.584 
-1.995 

8.128 
9.233 

-4.408 .000** 2.621 
2.353 

.239 

.258 
-5.713 .000*

* 
Tender  
None 

69 
51 

3.728 
.196 

8.396 
9.629 

-2.139 .034* 2.615 
2.404 

.231 

.289 
-4.450 .000*

* 
Sharp  
None 

61 
59 

2.951 
1.478 

8.267 
9.852 

-.888 .376 2.550 
2.500 

.269 

.284 
-1.003 .318 

Numb  
None 

57 
63 

2.947 
1.575 

8.823 
9.316 

-.827 .410 2.508 
2.514 

.272 

.282 
.656 .513 

Throbbing  
None 

50 
70 

3.924 
1.014 

8.949 
9.029 

-1.747 .083 2.543 
2.513 

.260 

.289 
-.573 .568 

Penetrating  
None 

50 
70 

2.320 
2.160 

7.752 
9.964 

-.095 .925 2.531 
2.522 

.281 

.279 
-.174 .862 

Stabbing  
None 

47 
73 

4.894 
.510 

7.805 
9.460 

-2.648 .009** 2.603 
2.437 

.251 

.282 
-2.506 .014* 

Shooting  
None 

39 
81 

4.462 
1.151 

7.742 
9.506 

-1.893 .061 2.583 
2.498 

.236 

.291 
-1.596 .113 

Burning  
None 

37 
83 

4.595 
1.171 

7.395 
9.580 

-1.931 .056 2.552 
2.513 

.277 

.277 
-.715 .476 

** Correlation is significant at the 0.01 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.33. Correlation between PBPI and total number of locations of pain  N=120 
Pearson Correlation PBPI Total number of the 

location of pain  

PBPI 1.000

Total number of the location of pain .248** 1.000

** Correlation is significant at the 0.01 level   
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Table 4.34. Correlation between SOPA and total number of locations of pain N=120 

Pearson Correlation SOPA Total number of 

locations of pain 

SOPA 1.000

Total number of the locations of 

pain 

.353** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.35. Correlation between PBPI and anxiety (BAI)             N=120 

Pearson Correlation PBPI BAI 

PBPI 1.000

 BAI .336** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.36Correlation between SOPA and anxiety BAI               N=120 

Pearson Correlation SOPA BAI 

SOPA 1.000

 BAI .339** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.37 Correlation between PBPI and depression (CES-D)         N=120 

Pearson Correlation PBPI CES-D 

PBPI 1.000

CES-D .416** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.38 Correlation between SOPA and depression (CES-D)         N=120 

Pearson Correlation SOPA CES-D 

SOPA 1.000

 CES-D .361** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.39. Correlation between PBPI and QOL                        N=120 

Pearson Correlation PBPI QOL 

PBPI 1.000

QOL -.369** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.40. Correlation between SOPA and QOL                      N=120 

Pearson Correlation SOPA QOL 

SOPA 1.000

 QOL -.280** 1.000

 

** Correlation is significant at the 0.01 level   
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Table 4.41. Correlation between PBPI and age, family monthly income    N=120 

Pearson Correlation PBPI Age Family monthly 

income 

PBPI 1.000   

Age -.051 1.000  

Family Monthly 

Income 

.089 .026 1.000 
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Table 4.42 Correlation Across SOPA and age, family monthly income    N=120 

Pearson Correlation SOPA age Family monthly 

income 

SOPA 1.000   

Age .072 1.000  

Family Monthly 

Income 

.346** .026 1.000 

 
**. Correlation is significant at the 0.01 level   
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Table 4.43 Independent t-test the mean scores of PBPI/SOPA with different genders 
N=120 

    t  df   Sig  Mean 
difference 

Standard error 
difference 

Total mean 
scores of 
PBPI 

  
 .246 

 
  1,118 

 
 .806 

 
.412 

 
1.674 

Total mean 
scores of 
SOPA 

 
 .245 

 
  1,118 

 
 .807 

 
.013 

 
 .051 
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Table 4.44 Independent t-test the mean scores of PBPI/SOPA with  
having paid work or not                              N=120 

    t  df   Sig  Mean 
difference 

Standard 
error 
difference 

Total mean 
scores of 
PBPI 

  
 -1.199 

 
  1,118 

 
 .233 

 
-3.087 

 
2.575 

Total mean 
scores of 
SOPA 

 
  .051 

 
  1,118 

 
 .960 

 
.004 

 
 .079 
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Table 4.45 ANOVA for the influence between Pain beliefs (PBPI) and ethnicity,  

marital status, religious affiliation, major caregiver and educational level 
     N=120 

ANOVA for  
PBPI 

F Sig. 

ethnicity 2.288 .051
marital status 1.983 .102
religious affiliation 1.782 .109
major caregiver .659 .723
educational level 1.105 .364 
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Table 4.46 ANOVA for the influence between Pain Attitudes (SOPA) and ethnicity,  
marital status, religious affiliation, major caregiver and educational level        

N=120 
ANOVA for  
SOPA 

F Sig. 

Ethnicity 1.295 .271 

marital status .809 .522 

Religious affiliation 1.280 .272 

major caregiver .901 .483 

Educational level 2.736 .016*

* Correlation is significant at the 0.05 level (2-tailed). 
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Table 4.47 ANOVA for the associations between Pain beliefs (PBPI) and cancer  

         diagnosis and current treatment                   N=120 

ANOVA for  

PBPI 

Intercept df Mean 

Square 

F Sig. 

Cancer Diagnosis 433.680 4 140.037 1.744 .145

Current Treatment 27.121 4 176.667 2.235 .069
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Table4.48. ANOVA for the associations between Pain Attitude (SOPA) and cancer  

         diagnosis and current treatment                      N=120 

ANOVA for  

SOPA 

Intercept df Mean 

Square 

F Sig. 

Cancer Diagnosis 1797711.193 4 174.664 .696 .597

Current Treatment 616776.102 4 486.385 2.024 .096
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 Table 4.49 ANOVA of mean scores of PBPI/SOPA with different opioid 
usage 

894.951 3 298.317 3.888 .011
8900.724 116 76.730 
9795.675 119

1.432 3 .477 7.219 .000
7.672 116 .066
9.104 119

Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

total score of PBPI

total mean scor of SOPA

Sum of Squares df Mean Square F Sig.
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Table 4.50 Scheffe's test of mean scores of PBPI/SOPA under different opioid usage 
N=120

Scheffe

-5.27451 5.48547 .819
-7.55623 * 2.31054 .016
-3.08403 3.93383 .893
5.27451 5.48547 .819

-2.28172 5.13827 .978
2.19048 6.04469 .988
7.55623 * 2.31054 .016
2.28172 5.13827 .978

4.47220 3.43315 .639

3.08403 3.93383 .893
-2.19048 6.04469 .988
-4.47220 3.43315 .639

-.01651 .16104 1.000
-.29702 * .06783 .000
-.22203 .11549 .301
.01651 .16104 1.000

-.28051 .15085 .331
-.20551 .17746 .720
.29702 * .06783 .000
.28051 .15085 .331

.07500 .10079 .907

.22203 .11549 .301

.20551 .17746 .720
-.07500 .10079 .907

(J) opioid usage
only PRN opioid
only ATC opioid
both ATC & PRN opioid
none
only ATC opioid
both ATC & PRN opioid
none
only PRN opioid
both ATC & PRN opioid

none
only PRN opioid
only ATC opioid
only PRN opioid
only ATC opioid
both ATC & PRN opioid
none
only ATC opioid
both ATC & PRN opioid
none
only PRN opioid
both ATC & PRN opioid

none 
only PRN opioid
only ATC opioid

(I) opioid usage
none

only PRN opioid

only ATC opioid

both ATC &
PRN opioid 

none

only PRN opioid

only ATC opioid

both ATC &
PRN opioid 

Dependent
Variable
total score of
PBPI 

total mean scor
of SOPA 

Mean 
Difference 

(I-J)

Std. Error Sig.

The mean difference is significant at the .05 level.*. 



 175                      
Pain Beliefs and Attitudes 

 
  ** Correlation is significant at the 0.01 level (2-tailed). 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 4.51 ANOVA of the mean scores of PBPI/SOPA with different analgesics prescriptions 

2145.246 7 306.464 4.487 .000**
7650.428 112 68.307 
9795.675 119

2.187 7 .312 5.058 .000**
6.917 112 .062
9.104 119

Between Groups
Within Groups
Total
Between Groups
Within Groups
Total

total score of PBPI 

total mean score of 
SOPA 

Sum of Squares df Mean Square F Sig.
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Table 4.52 Independent t-test for the mean scores of PBPI/SOPA uner adequacy of pain
managemenet                                                                                         N=120

1.058 .306 -2.731 118 .007 -5.347 1.95799

-2.510 35.929 .017 -5.347 2.13039

.455 .501 -3.787 118 .000 -.22007 .05812

-3.738 39.224 .001 -.22007 .05888

Equal variances
assumed
Equal variances not
assumed
Equal variances
assumed
Equal variances not
assumed

total mean
score of
PBPI

total mean
scor of
SOPA

F Sig.

Levene's Test
for Equality of

Variances

t df
Sig.

(2-tailed)

Mean
Differe

nce

Std.
Error

Differe
nce

t-test for Equality of Means

 

Pain B
eliefs and A

ttitudes         176  
 



 177                      
Pain Beliefs and Attitudes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 4.53 Correlation between mean score of PBPI/SOPA and percentage of pain 
relief                                       N=120 
 

1 .295 ** -.266 ** 
.001 .003 

.295 ** 1 .208 * 

.001 .022 

-.266 ** .208 * 1 

.003 .022 

Pearson
Correlation
Sig. (2-tailed)
Pearson
Correlation
Sig. (2-tailed)
Pearson
Correlation
Sig. (2-tailed)

total score of PBPI

total mean scor of SOPA

percentage of pain relief

total score of
PBPI

total mean scor
of SOPA

percentage of
pain relief

Correlation is significant < 0.01 level (2-tailed).**. 
Correlation is significant < 0.05 level (2-tailed).*. 
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Table 4.54 Model Summary of stepwise multiple regression for significant predictors 

of pain beliefs (PBPI)                                 N=120 

Source R2 beta Sr2 df F P 
Overall  .546   6, 113 22.604 .000 

Total number of 
words describing 
pain quality 

 .326 .076 1, 113 18.818 .000 

Least pain 
intensity 

 .315 .091 1, 113 22.468 .000 

Percentage of 
pain relief 

  -.286   .071  1, 113 17.749 .000 

Adequacy of 
pain 
management 

   .241   .056  1, 113 13.809 .000 

Depression 
(CES-D) 

  .235   .043  1, 113 10.772 .001 

Descriptive word 
of gnawing. 

  .147   .017 1, 113 4.326 .040 
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Table 4.55 Model Summary of stepwise multiple regression for significant predictors 

of pain attitudes (SOPA)                                 N=120 

Source R2 beta Sr2 df F P 
Overall  .553   8, 111 17.191 .000 

Descriptive word 
of gnawing. 

 .244 .052 1, 111 12.845 .001 

Family monthly 
income 

 .273 .064 1, 111 13.690 .000 

Educational level   -.250   .057  1, 111 14.048 .000 
Adequacy of pain 
management 

   .201   .034  1, 111 8.863 .004 

Worst pain 
intensity 

  .244   .053  1, 111 13.201 .000 

Tender  .149   .019 1, 111 4.765 .031 
Anxiety (BAI)   .162   .023 1, 111 5.641 .019 
least pain intensity   .156   .022 1, 111 5.494 .021 
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Table 5.1 Comparison for the mean scores of PBPI among various studies  

                       PBPI Study Total 

sample 

Cancer 

pain  

Non 

cancer 

pain 
total score 

(Possible total 

score range: -32 

to 32) 

Mystery 

(Possible score 

range: -8 to 8) 

Permanence 

(Possible score 

range: -10 to 10) 

Constancy 

(Possible score 

range: -8 to 8) 

Self-blame 

(Possible score 

range: -6 to 6) 

William, Robinson & 

Geisser,.(1994) 

79  79  .29±1.15 .45±.89 .82±1.01 -1.36±.75 

Morley&  Wilkinson 

(1995) 

84  84  .89±1.03 .56±.96 .77±.93 -1.48±.73 

Robinson, et al. (1997) 40  40  -.26±4.15 

(cope well) 

4.64±2.61 

(cope poorly) 

-3.90±5.00 

(cope well) 

5.10±4.00 

(cope poorly) 

-2.20±3.90 

(cope well) 

5.15±2.90 

(cope poorly) 

-2.18±3.20 

(cope well) 

-1.95±3.80 

(cope poorly) 

Dysvik. et al. (2004) 81  81  .54±.74 .61±.86 .94±.95 -1.03±.77 

This study(2007) 120 108 12 2.23±9.07 .93±3.50 1.30±3.75 1.89±3.69 -1.89±2.36 
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Table 5.2 Comparison for the mean scores of SOPA among various studies 

                   SOPA  Total 

sample 

Cancer 

pain  

Non 

cancer 

pain 
total mean 

score 

(Possible 

total score 

range:  

0 to4) 

Control 

(Possible 

mean score 

range:  

0 to 4) 

Disability 

(Possible 

mean 

score range:  

0 to 4) 

Harm 

(Possible 

mean 

score range:  

0 to 4) 

Emotion 

(Possible 

mean 

score range:  

0 to 4) 

Medication 

(Possible 

mean 

score range:  

0 to 4) 

Solicitude 

(Possible 

mean 

score range:  

0 to4) 

medical cure 

(Possible 

mean 

score range:  

0 to4) 

Jensen, M.P. et al (1987) 55  55  .84±2.27 

(male) 

1.00±1.98 

(female) 

.86±1.53 

(male) 

.72±1.30 

(female) 

  1.50±1.21 

(male) 

1.21±121 

(female) 

1.27±1.61 

(male) 

1.79±1.45 

(female) 

2.08±1.28 

(male) 

2.17±1.74 

(female) 

Strong, Ashton & 

Chant(1992) 

100  100  1.64±.77 

(male) 

1.80±.85 

(female) 

2.79±1.00 

(male) 

2.39±.99 

(female) 

 1.34±.85 

(male) 

1.64±.84 

(female) 

2.07±.85 

(male) 

2.33±.97 

(female) 

1.35±1.07 

(male) 

1.55±1.14 

(female) 

2.40±.82 

(male) 

2.29±.92 

(female) 

Jensen, M.P et al (1999)  121  121   2.63±.71 1.81±.70   1.22±.87  

Lai, et al (2002) 194 194   1.43±.44 2.66±.48  1.84±.56 2.84±.49   

Osborne, et al. (2007)  125  125  2.09±.73 2.08±.81 1.72±.66 1.83±.75 1.66±.82 1.62±.86 1.60±.64 

This study(2007) 120 108 12 2.53±.28 1.84±.51 2.74±.54 2.85±.54 2.00±.44 3.25±.67 2.69±.47 2.63±.35 
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Fig 5.1 Associations between pain beliefs/attitudes and various dimensions of pain 
 

 
     * P<.05 

 

Physiological Dimension 
Cause of pain  
Duration of pain 
 

Sensory Dimension 
Total number of pain location * 
Total number of words describing* 
pain quality* 

Selected words to describe pain 
quality* 

Pain intensity and severity* 

Affective Dimension 
Anxiety* 
Depression* 

Behavioral Dimension 
Percentage of pain relief* 
Current treatment  
Opioid usage* 
Analgesics prescription* 

Cognitive Dimension 
Pain beliefs and attitudes 

Scociocultural Dimension 
Selected demographic data  
(educational level*) 

Work 
Family monthly income* 
Major caregiver 
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Appendix A  IRB approval of Kaohsiung Medical University Chung-Ho Memorial 

Hospital  
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Appendix B CHR approval of University of California San Francisco 
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Appendix C  Demographic data 

 

             Demographic Profile 

                                          Participant Number:       

Date:                 

1. Gender:  □Male (1)    □Female (2) 

2. Your date of birth:      /     /            

                 Month/  day /  year 

3. Check the box of the highest educational level you completed: 

  □not able to read (1)  □elementary school (2)  □junior high school (3)   

□senior high school or vocational school (4)  

□college (5)  □university (6)  □graduate school (7) 

4. What is your current marital status? 

  □Married/partnered (1)   □Widowed (2)  □Divorced (3)   □Separate (4) 

□Never married (5)   □Not married but living together (6) 

5. Check the box that best describes your ethnic group: 

  □Mainlander (1)     □Fukienese (2)               □Hakka (3)   

□Aborigine (4)   □mixed ethnic background (5) □Other(specify):       (6) 

6. What is your current religious affiliation: 

  □None (1)       □Christianity (2)   □Catholicism (3) 

□Buddhism (4)   □Taoism (5)       □Mixed (6) 

□Other(Specify):           (7) 

7. Currently are you doing any work for pay? 

  □Yes (1)        □No (2) 

8. Approximately what is your monthly household income (New Taiwanese Dollars)? 

  □No income (1)         □less than $20,000 (2)    □$20,000~$39,999 (3) 

□$40,000~$59,999 (4)    □$60,000~$79,999 (5)    □$80,000~$99,999 (6) 

□$100,000~$149,999 (7)  □$150,000~$199,999 (8)  □$more than 200,000 (9) 

9. Who is/are your major caregiver/s? 

  □None (1)      □parent (2)      □child/children (3)   □spouse/partner (4) 

  □friend (5)      □sibling (6)     □Nursing Aid (7)    □other (specify):   (7) 
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Appendix C-1  Demographic data – Chinese version 
                           基本資料 

                             参與研究者編號:       日期:                 
1. 性別:  □男 (1)    □女 (2) 
2. 出生日期 :      /     /                    年  / 月  /  日 
 
3. 請勾選您的教育程度: 
  □不識字 (1)  □小學 (2)  □初中或國中 (3)   

□高中或高職 (4)  □大專 (5)  □大學 (6)  □研究所以上 (7) 
4. 目前的婚姻狀況? 
  □已婚/有伴侶 (1)   □鰥寡 (2)  □離婚 (3)   □分居 (4) 

□單身 (5)   □未婚但與人同居 (6) 
5. 您是哪裡人: 
  □外省人 (1)         □閩南人 (2)                 □客家人 (3)   

□原住民 (4)         □混合 (5)                   □其他(說明): (6) 
6. 您的宗教信仰是: 
  □無 (1)         □基督教 (2)      □天主教 (3) 

□佛教 (4)       □道教(5)         □混合 (6) 
□其他(說明):           (7) 

7. 您目前有無支薪的工作? 
  □是 (1)        □否 (2) 
8. 您家庭的月收入大約是多少? 
  □無收入 (1)           □少於 20,000 元 (2)    □20,000~39,999 元 (3) 

□40,000~59,999 元 (4)   □60,000~79,999 元 (5)   □80,000~99,999 元 (6) 
□100,000~149,999 元 (7) □150,000~199,999 元 (8) □200,000 元以上 (9) 

9. 您的主要照顧者是? 
  □無 (1)        □父母 (2)      □子女 (3)    □配偶/伴侶 (4) 
  □朋友 (5)      □兄弟姐妹 (6)  □看護 (7)    □其他(說明):  (7) 
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Appendix D  Medical Review Records 
                Medical Record Review   (Researcher) 

                                       Participant Number:       Date:          

1. Name:                 

2. Medical record number:                 

3. Primary medical diagnosis: 

   □ Liver cancer:                                 (1) 

   □ Lung cancer:                                 (2) 

   □ Colorectal cancer:                             (3) 

   □ Breast cancer:                                (4) 

   □ Stomach cancer:                              (5) 

4. First Diagnosed Date:       /      /               

                     Month/  day /    year 

5. Current treatment/s: 

  □None (1)      

□Chemotherapy(specify):                                                 

                                                              (2)      

□Radiation(specify):                                                     

                                                            (3)    

□Surgery (specify):                                                      

                                                             (4)  

□other (specify):                                                         

                                                             (5) 

6. Etiology of pain: 

  □Cancer related (specify):                            (1) 

  □Treatment related (specify):                          (2)     

□Other (specify):                                   (3) 

□Unknown 

7. How long has the participant experienced pain:                     Week(s) 
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8. Current pain medication/s: 

Date of regimen 

use  

Regimen    /Route  Dose  Frequency 
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Appendix D-1  Medical Review Records- Chinese version 
                            醫療紀錄   (研究者收集)                               
                                    参與者編號:       日期:          
1. 姓名:                 
2. 病歷號碼:                 
3. 醫學診斷: □肝癌:                            (1) 
            □肺癌:                            (2)   
            □直結腸癌:                        (3) 
            □乳癌:                            (4) 
            □胃癌:                            (5) 
4. 最初診斷日期:       /      /               
                  年  /  月  /   日 
5. 目前治療: 
  □無 (1)      

□化學治療(說明):                                              (2)      
□放射線治療(說明):                                            (3)    
□手術治療(說明):                                              (4)  
□其他治療(說明):                                              (5) 

6. 疼痛的原因: 
  □與癌症疾病相關(說明):                            (1) 
  □與癌症治療相關(說明):                          (2)     

□與癌症無關的疼痛(說明):                                   (3) 
□原因不明  (4)                                         

7. 参與研究者經歷了多久的疼痛:                         週    
8. 目前的疼痛處置藥劑: 

處方時間  藥物名稱/途徑 劑量  頻率 
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Appendix E  Pain Belief and Perception Inventory PBPI  

Pain Belief and Perception Inventory (PBPI) 

Please indicate the degree to which you agree or disagree with each of the 

following statements. simply circle the number that corresponds with your  

level of agreement. 
                                                     Strongly                     Strongly 

                                                     Disagree  Disagree   Agree  Agree 

1. No one’s been able to tell me exactly why I’m in pain.          -2       -1        1      2 

2. I used to think my pain was curable but now I’m not so sure     -2       -1       1      2 

3. There are times when I am pain-free.                       -2       -1        1      2 

4. My pain is confusing to me.                                     -2       -1        1      2 

5. My pain is here to stay.                                     -2       -1        1      2 

6. I am continuously in pain.                                     -2       -1        1      2 

7. If I am in pain, it is my own fault.                              -2        -1       1        2 

8. I don’t know enough about my pain.                        -2       -1        1      2 

9. My pain is a temporary problem in my life.                 -2       -1        1      2 

10. It seems like I wake up with pain and I go to sleep with pain    -2       -1        1      2 

11. I am the cause of my pain.                                     -2       -1        1      2 

12. There is a cure for my pain.                                     -2       -1        1      2 

13. I blame myself if I am in pain.                                 -2        -1       1      2 

14. I can’t figure out why I’m in pain.                             -2        -1        1      2 

15. Someday I’ll be 100% pain-free again.                         -2       -1        1      2 

16. My pain varies in intensity but is always with me.              -2        -1       1      2 
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Appendix E-1 Pain Belief and Perception Inventory PBPI- Chinese version  

有關疼痛的看法，請您依照您對下列問題的贊同程度,圈選ㄧ個合適的數字. 

 非常不贊同 不贊同   贊同   非常贊同 

1. 沒有人能確切的告訴我為何會有疼痛             -2       -1      1       2 

2. 我以前認為我的疼痛是可以治癒的,但是 

   現在我不太確定了   

     -2       -1      1       2 

3. 有時我完全沒有疼痛                       -2       -1      1       2 

4. 我的疼痛讓我困惑                            -2       -1      1       2 

5. 我的疼痛將從此跟者我                        -2       -1      1       2 

6. 我目前一直處在疼痛中                        -2       -1      1       2 

7. 如果我現在有疼痛,是我自己的過錯所致          -2       -1      1       2 

8. 我對我的疼痛所知不足                     -2       -1      1       2 

9. 在我的生命中疼痛是個短暫的問題           -2       -1      1       2 

10. 我好像是清醒及入睡時都在疼痛               -2       -1      1       2 

11. 我的疼痛是我自己造成的                     -2       -1      1       2 

12. 我的疼痛會痊癒的                        -2       -1      1       2 

13. 當我在疼痛時我會怪罪我自己                  -2       -1      1       2 

14. 我想不出來為何我會痛                        -2       -1      1       2 

15. 有一天我會再次百分之百的沒有疼痛            -2       -1      1       2 

16. 雖然我的疼痛程度不一, 但是疼痛卻始 

    終跟者我 

     -2       -1      1       2 
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Appendix F Survey of Pain Attitudes SOPA 

              Survey of Pain Attitude (SOPA)             

Instructions: Please indicate how much you agree with each of the following  

statements about your pain problem by using the following scale: 

0 = This is very untrue for me. 

1 = This is somewhat untrue for me.                    

2 = This is neither true nor untrue for me (or it does not apply to me). 

3 = This is somewhat true for me. 

4 = This is very true for me. 

 
1. There are times when I can influence the amount of pain I fee 0 1 2 3 4 

2. The pan I feel is a sign that damage is being done       0 1 2 3 4 

3. 1 do not consider my pain to be a disability 0 1 2 3 4 

4. Nothing but my pain really bothers me 0 1 2 3 4 

5. Pain is a sign that I have not been exercising enough     0 1 2 3 4 

6. My family does not understand how much pain I am in 0 1 2 3 4 

7. I count more on my doctors to decrease my pain than 1 do on 0 1 2 3 4 

8. I will probably always have to take pain medication      0 1 2 3 4 

9. When I hurt, I want my family to treat me better      0 1 2 3 4 

10. If my pain continues at its present level, I will be unable to w0 1 2 3 4 

11. The amount of pain I feel is out of my control      0 1 2 3 4 

12. I do not expect a medical cure for my pain       0 1 2 3 4 

13. Pain does not have to mean that my body is being harmed  0 1 2 3 4 

14. I have had the most relief from pain with the use of  
medications 

0 1 2 3 4 

15. Anxiety increases the pain I feel 0 1 2 3 4 

16. There is little that I can do to ease my pain 0 1 2 3 4 

17. When I am hurting, I deserve to be treated with care and 
concern 

0 1 2 3 4 

18. I pay doctors so they will cure me of my pain 0 1 2 3 4 

19. My pain problem does not need to interfere with my 
activity level   

0 1 2 3 4 

20. My pain is physical, not emotional 0 1 2 3 4 

21. I have given up my search for the complete elimination of 

   my pain through doctors 

0 1 2 3 4 

22. It is the responsibility of my family to help me when 

   I feel pain 

0 1 2 3 4 

23. Stress in my life increases the pain I feel 0 1 2 3 4 
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24. Exercise and movement are good for my pain problem 0 1 2 3 4 

25. Just by concentrating or relaxing. I can ‘take the edge” off 

   of my pain 

0 1 2 3 4 

26. I will get a job to earn money regardless of how much  

   pain I feel 

0 1 2 3 4 

27. Medicine is one of the best treatments for chronic pain 0 1 2 3 4 

28. I am unable to control most of my pain                0 1 2 3 4 

29. A doctor’s job is to find pain treatments that work 0 1 2 3 4 

30. My family needs to learn how to take better care of me  

   when I am in pain 

0 1 2 3 4 

31. Depression increases the pain I feel 0 1 2 3 4 

32. If I exercise, I could make my pain problem much worse 0 1 2 3 4 

33. I can control my pain by changing my thoughts 0 1 2 3 4 

34. I need more tender loving care than I am now getting  

   when I am in pain 

0 1 2 3 4 

35. I consider myself disabled 0 1 2 3 4 

36. I wish my doctor would stop giving me pain medications 0 1 2 3 4 

37. My pain is mostly emotional, and not so much a physical 

   problem 

0 1 2 3 4 

38. My pain gets in the way of movement and exercise 0 1 2 3 4 

39. I have learned to control my pain 0 1 2 3 4 

40. I trust that doctors can cure my pain 0 1 2 3 4 

41. 1 know for sure I can learn to manage my pain 0 1 2 3 4 

42. My pain does not stop me from leading a physically active 

   life 

0 1 2 3 4 

43. My physical pain will never be cured 0 1 2 3 4 

44. There is a connection between my emotions and my pain  

   level 

0 1 2 3 4 

45. I can do everything as well as I could before I had a pain 

   problem 

0 1 2 3 4 

46. If I do not exercise regularly, my pain problem will get  

   worse 

0 1 2 3 4 

47. I am not in control of my pain 0 1 2 3 4 

48. No matter how I feel emotionally, my pain stays the same 0 1 2 3 4 

49. Pain will never stop me from doing what I really want to  

   Do 

0 1 2 3 4 

50. ‘When I find the right doctor, he or she will know how to  

   reduce my pain 

0 1 2 3 4 

51. If my doctor prescribed pain medications for me, I would  0 1 2 3 4 
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   throw them away 

52. Whether or not a person is disabled by pain depends more on

   the pain itself 

0 1 2 3 4 

53. If I can change my emotions, I can influence my pain 0 1 2 3 4 

54. I will never take pain medications again     0 1 2 3 4 

55. Exercise can decrease the amount of pain I experience   0 1 2 3 4 

56. No medical procedure can help my pain        0 1 2 3 4 

57. My pain would stop anyone from leading an active life    0 1 2 3 4 

 

 

   SOPA Scoring Key 

   Control: 1, 11*, 16*, 25, 28*, 33, 39, 41, 47’ 53 

   Disability: 3* 10, 19*, 26*, 35, 42’, 45*, 49* 52’, 57 

   Harm: 2, 5*, 13*, 24*, 32, 38, 46*, 55* 

   Emotion: 4’ 15, 20*, 23, 31, 37, 44, 48* 

   Medication: 8, 14, 27, 36*, 51*, 54* 

   Solicitude: 6, 9, 17, 22, 30, 34 

   Medical Cure: 7. 12*, 18, 21*, 29, 40, 43* 50, 56* 

   *R items: Transform these items (i.e., 4 minus rating given) before summing with other items. 
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Appendix F-1 Survey of Pain Attitudes SOPA- Chinese version 
疼痛態度測量表                                                                 

                                                    非 有      
                                                    常 點 無  有 非 
                                                    不 不 法  點 常 
                                                    真 真 判  真 真 
                                                    實 實 定  實 實 

1. 有些時候我可以影響我自己對疼痛的感覺            0  1  2  3  4  

2. 我感覺到的疼痛是身體已經有所損壞的徵兆             0  1  2  3  4  

3. 我不認為我的疼痛是一種殘障       0  1  2  3  4  

4. 除了疼痛沒有什麼是可以困擾我的              0  1  2  3  4  

5. 疼痛是我沒有足夠運動的一種徵兆      0  1  2  3  4  

6. 我的家人不瞭解我承受了多少的疼痛   0  1  2  3  4  

7. 在減輕疼痛方面，我比較依賴醫師勝過我自己    0  1  2  3  4  

8. 我可能以後都要服用止痛藥                0  1  2  3  4  

9. 在我承受疼痛的時候，我希望家人能待我好些    0  1  2  3  4  

10.若是我的疼痛持續現在這個程度，我將無法去工作   0  1  2  3  4  

11.我疼痛的程度是我無法控制的       0  1  2  3  4  

12.我不期待有醫療方法來治癒我的疼痛      0  1  2  3  4  

13.疼痛並非表示我的身體已經有所損壞      0  1  2  3  4  

14.服用止痛藥物給我最佳的止痛作用      0  1  2  3  4  

15.焦慮(緊張)會增加我對疼痛的感覺      0  1  2  3  4  

16.幾乎沒有任何方法可以減輕我的疼痛      0  1  2  3  4  

17.當我在承受疼痛的時候我理當受到關心與照顧    0  1  2  3  4  

18.我付錢給醫師，所以他們會來治癒我的疼痛    0  1  2  3  4  

19.我的疼痛不會干擾我的活動程度       0  1  2  3  4  

20.我的疼痛是生理的而不是情緒的       0  1  2  3  4  

21.我已經放棄了去尋求能完全去除疼痛的想法    0  1  2  3  4  

22.我的家人有責任在我承受疼痛的時候來照顧我    0  1  2  3  4  

23.生活上的壓力會增加我對疼痛的感覺      0  1  2  3  4  

24.運動與肢體活動對我疼痛的問題有幫助              0  1  2  3  4  

25.只要專心和放輕鬆我可以減輕我的劇痛               0  1  2  3  4  

26.不論承受多少疼痛我都會去找工作賺錢            0  1  2  3  4  

27.藥物是最好減輕我慢性疼痛的方法之一  0  1  2  3  4  

28.我沒辦法控制我大部分的疼痛  0  1  2  3  4  

29.醫生的工作是去找到有效的止痛方法  0  1  2  3  4  

30.我的家人需要去學習如何在我疼痛時提供更好照顧  0  1  2  3  4  
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                                                非 有      
                                                   常 點 無 有 非 
                                                   不 不 法 點 常 
                                                   真 真 判 真 真 
                                                   實 實 定 實 實 

31.憂鬱(鬱悶)會增加我對痛的感覺  0  1  2  3  4  

32.如果我運動，會使我疼痛的問題變得更糟  0  1  2  3  4  

33.我可以用改變我的想法來控制我的疼痛  0  1  2  3  4  

34.當我有疼痛的時候我需要比現在更多的關懷  0  1  2  3  4  

35.我認為我是殘障  0  1  2  3  4  

36.我希望我的醫生停止給我止痛藥  0  1  2  3  4  

37.我的疼痛多數是情緒上的而不是生理上的  0  1  2  3  4  

38.我的痛會干擾我的肢體行動與運動  0  1  2  3  4  

39.我學會了如何控制我的疼痛  0  1  2  3  4  

40.我相信醫生可以治癒我的疼痛  0  1  2  3  4  

41.我確信我可以學習去控制我的疼痛  0  1  2  3  4  

42.我的疼痛不會阻止我生活中需要花體力的活動  0  1  2  3  4  

43.我身體上的疼痛永遠不會被治癒的  0  1  2  3  4  

44.我疼痛的程度與我的情緒是相關的  0  1  2  3  4  

45.我現在仍然可以做我在疼痛之前可以做的事情  0  1  2  3  4  

46.如果我不做規則的運動我的疼痛會更糟  0  1  2  3  4  

47.我無法控制我的疼痛  0  1  2  3  4  

48.不論我的情緒如何，我的疼痛依然是一樣的  0  1  2  3  4  

49.疼痛永遠不會阻止我去做我想要做的事情  0  1  2  3  4  

50.當我找到好的醫生,他(她)會知道如何減輕我的疼痛  0  1  2  3  4  

51.如果我的醫生給我止痛藥,我會丟掉它  0  1  2  3  4  

52.一個人是否被疼痛所擊敗，取決於對痛的態度，而不是痛的本身  0  1  2  3  4  

53.如果我能改變我的情緒，我就可以影響我的疼痛  0  1  2  3  4  

54.我將永遠不再服用止痛藥  0  1  2  3  4  

55.運動可以減輕我感覺疼痛的程度  0  1  2  3  4  

56.沒有任何的治療程序可以幫助減輕我的疼痛  0  1  2  3  4  

57.我的疼痛會阻止任何人去過一個活躍的生活  0  1  2  3  4  
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Appendix G Center of Epidemiologic Studies-Depression Scale CES-D 
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Appendix G-1 Center of Epidemiologic Studies-Depression Scale CES-D- Chinese version 

憂鬱症病源研究中心量表(CES-D) 

請逐一圈選您在上週內(含今天)對以下所列的感覺的同意度 

 很少或沒有  有時候   偶而   大部分時間 

1.一些通常不困擾我的事情困擾者我        0        1        2         3 

2.我不想吃東西；我的胃口不好        0        1        2         3 

3.雖然有親戚朋友幫助，我覺得也無法

  消除憂鬱 

       0        1        2         3 

4.我覺得我像其他人一樣好        0        1        2         3 

5.我無法集中精神做事        0        1        2         3 

6.我覺得憂鬱        0        1        2         3 

7.我覺得做每件事都很費力        0        1        2         3 

8.我對未來感到有希望        0        1        2         3 

9.我覺得我的人生是失敗的        0        1        2         3 

10.我覺得恐懼        0        1        2         3 

11.我睡得不安穩        0        1        2         3 

12.我是快樂的        0        1        2         3 

13.我比往常少講話        0        1        2         3 

14.我覺得孤單        0        1        2         3 

15.人們是不友善的        0        1        2         3 

16.我享受人生樂趣        0        1        2         3 

17.我會大哭一陣        0        1        2         3 

18.我覺得沮喪        0        1        2         3 

19.我覺得人們不喜歡我        0        1        2         3 

20.我無法做什麼事        0        1        2         3 
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Appendix H Beck’s Anxiety Inventory BAI 
Beck Anxiety Inventory 

Below is a list of common symptoms of anxiety.   Please carefully read each item in 
the list.  Indicate how much you have been bothered by that symptom during the past 
month, including today, by circling the number in the corresponding space in the 
column next to each symptom. 
 
 Not At All Mildly but it 

didn’t bother 
me much.  

Moderately - it 
wasn’t pleasant 
at times 

Severely – it 
bothered me a 
lot 

Numbness or tingling 0 1 2 3 
Feeling hot 0 1 2 3 
Wobbliness in legs 0 1 2 3 
Unable to relax 0 1 2 3 
Fear of worst 
happening 

0 1 2 3 

Dizzy or lightheaded 0 1 2 3 
Heart 
pounding/racing 

0 1 2 3 

Unsteady 0 1 2 3 
Terrified or afraid 0 1 2 3 
Nervous 0 1 2 3 
Feeling of choking 0 1 2 3 
Hands trembling 0 1 2 3 
Shaky / unsteady 0 1 2 3 
Fear of losing control 0 1 2 3 
Difficulty in 
breathing 

0 1 2 3 

Fear of dying 0 1 2 3 
Scared 0 1 2 3 
Indigestion 0 1 2 3 
Faint / lightheaded 0 1 2 3 
Face flushed 0 1 2 3 
Hot/cold sweats 0 1 2 3 
Column Sum     
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Scoring - Sum each column.   Then sum the column totals to achieve a grand score.  

Write that score here ____________ . 

Interpretation 

A grand sum between 0 – 21 indicates very low anxiety.  That is usually a good thing.  
However, it is possible that you might be unrealistic in either your assessment which 
would be denial or that you have learned to “mask” the symptoms commonly 
associated with anxiety.   Too little “anxiety” could indicate that you are detached 
from yourself, others, or your environment.   

 

A grand sum between 22 – 35 indicates moderate anxiety.  Your body is trying to tell 
you something.  Look for patterns as to when and why you experience the symptoms 
described above.  For example, if it occurs prior to public speaking and your job 
requires a lot of presentations you may want to find ways to calm yourself before 
speaking or let others do some of the presentations.  You may have some conflict 
issues that need to be resolved.  Clearly, it is not “panic” time but you want to find 
ways to manage the stress you feel. 

 

A grand sum that exceeds 36 is a potential cause for concern.  Again, look for 
patterns or times when you tend to feel the symptoms you have circled.  Persistent 
and high anxiety is not a sign of personal weakness or failure.  It is, however, 
something that needs to be proactively treated or there could be significant impacts to 
you mentally and physically.  You may want to consult a physician or counselor if 
the feelings persist. 
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Appendix H-1 Beck’s Anxiety Inventory BAI- Chinese version 
                           貝氏焦慮量表 
下面有一些焦慮的一般症狀,  請您小心讀取每一個項目, 勾選出您覺得在過去一個星期(包 
括今天), 您受這些症狀困擾程度 (請再症狀又測試當空格中打一個小ˇ).  

 完全沒有困擾     輕度困擾 
對我沒多大困擾 

   中度困擾 
 令我很不舒服  
 但還可以忍受 

  重度困擾 
幾乎不能忍受 

身體麻木或刺痛感 0 1 2 3 

身體發熱 0 1 2 3 

雙腳站不穩 0 1 2 3 

不能放鬆 0 1 2 3 

害怕最壞的事會發生 0 1 2 3 

頭昏眼花/昏眩 0 1 2 3 

心跳很大聲或太快 0 1 2 3 

不安穩 0 1 2 3 

受驚嚇/驚駭 0 1 2 3 

神經質 0 1 2 3 

窒息的感覺 0 1 2 3 

手抖 0 1 2 3 

身體搖晃顫抖 0 1 2 3 

害怕失去控制 0 1 2 3 

呼吸困難 0 1 2 3 

害怕即將死亡 0 1 2 3 

驚慌 0 1 2 3 

消化不良或肚子不舒
服 

0 1 2 3 

昏倒/昏厥 0 1 2 3 

臉紅/面紅 0 1 2 3 

流汗(不是因為天熱) 0 1 2 3 
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Appendix I Quality of Life- Cancer Survivor QOL-CS  

Quality of Life Scale/CANCER PATIENT/CANCER SURVIVOR  

Directions: We are interested in knowing how your experience of having cancer affects your 

Quality of Life. Please answer all of the following questions based on your life at this time.  

Please circle the number from 0 - 10 that best describes your experiences:  

 

Physical Well Being  

To what extent are the following a problem for you:  

1. Fatigue  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

2. Appetite changes  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

3. Aches or pain  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

4. Sleep changes  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

5. Constipation  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

6. Nausea  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

7. Menstrual changes or fertility  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 

8. Rate your overall physical health  

extremely poor 0 1 2 3 4 5 6 7 8 9 10 excellen

t  

Psychological Well Being Items  
 
9. How difficult is it for you to cope today as a result of your disease and 
treatment?  

not at all 
difficult  

0 1 2 3 4 5 6 7 8 9 10 very difficult 

10. How good is your quality of life?  
extremely poor 0 1 2 3 4 5 6 7 8 9 10 excellen

t  
11. How much happiness do you feel?  

none at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 
12. Do you feel like you are in control of things in your life?  

not at all 0 1 2 3 4 5 6 7 8 9 10 completely 
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13. How satisfying is your life?  

not at all 0 1 2 3 4 5 6 7 8 9 10 completely 
14. How is your present ability to concentrate or to remember things?  

extremely poor 0 1 2 3 4 5 6 7 8 9 10 excellen
t  

15. How useful do you feel?  
not at all 0 1 2 3 4 5 6 7 8 9 10 extremely 

16. Has your illness or treatment caused changes in your appearance?  
not at all 0 1 2 3 4 5 6 7 8 9 10 extremely 

17. Has your illness or treatment caused changes in your self concept (the way 
you see yourself)?  
not at all 0 1 2 3 4 5 6 7 8 9 10 extremely 

How distressing were the following aspects of your illness and treatment?  
 
18. Initial diagnosis  

not at all distressing 0 1 2 3 4 5 6 7 8 9 10 very distressing 

19. Cancer treatments (i.e. chemotherapy, radiation, or surgery)  
not at all distressing 0 1 2 3 4 5 6 7 8 9 10 very distressing 

20. Time since my treatment was completed  
not at all distressing 0 1 2 3 4 5 6 7 8 9 10 very distressing 

21. How much anxiety do you have?  
none at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 

22. How much depression do you have?  
none at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 

To what extent are you fearful of:  
 
23. Future diagnostic tests  

no fear 0 1 2 3 4 5 6 7 8 9 10 extreme 
fear  

24. A second cancer  
no fear 0 1 2 3 4 5 6 7 8 9 10 extreme 

fear  
25. Recurrence of your cancer  

no fear 0 1 2 3 4 5 6 7 8 9 10 extreme 
fear  

26. Spreading (metastasis) of your cancer  
no fear 0 1 2 3 4 5 6 7 8 9 10 extreme 

fear  
Social Concerns  
 
27. How distressing has illness been for your family?  

not at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 
28. Is the amount of support you receive from others sufficient to meet your 

needs?  
not at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 
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29. Is your continuing health care interfering with your personal relationships?  
not at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 

30. Is your sexuality impacted by your illness?  
not at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 

31. To what degree has your illness and treatment interfered with your 
employment?  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 
32. To what degree has your illness and treatment interfered with your activities 
at home?  

no problem 0 1 2 3 4 5 6 7 8 9 10 severe problem 
33. How much isolation do you feel is caused by your illness or treatment?  

none 0 1 2 3 4 5 6 7 8 9 10 a great deal 
34. How much financial burden have you incurred as a result of your illness and 
treatment?  

none 0 1 2 3 4 5 6 7 8 9 10 a great deal 
 
Spiritual Well Being  
 
35. How important to you is your participation in religious activities such as 

praying, going to church?  
not at all important 0 1 2 3 4 5 6 7 8 9 10 very 

important  
36. How important to you are other spiritual activities such as meditation?  

not at all important 0 1 2 3 4 5 6 7 8 9 10 very 
important  

37. How much has your spiritual life changed as a result of cancer diagnosis?  
No change 0 1 2 3 4 5 6 7 8 9 10 Extreme change 

38. How much uncertainty do you feel about your future?  
not at all uncertain 0 1 2 3 4 5 6 7 8 9 10 very uncertain 

39. To what extent has your illness made positive changes in your life? 
none at all 
 

0 1 2 3 4 5 6 7 8 9 10 a great deal 

40. Do you sense a purpose/mission for your life or a reason for being alive?  
none at all 0 1 2 3 4 5 6 7 8 9 10 a great deal 

 
41. How hopeful do you feel?  

not at all hopeful 0 1 2 3 4 5 6 7 8 9 10 very hopeful 
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Appendix I-1 Quality of Life- Cancer Survivor QOL-CS – Chinese version 
癌症病友生活品質量表  

 
問卷指引: 我們很希望能了解您的患病經驗對您的生活品質之影響,請依您目前
的生活狀況,回答下列所有問題. 謝謝您的合作. 
請您從0(沒有問題)到10(嚴重問題)間圈選一個最能描述您目前經驗的答案.  
 
身體健康狀況 
 
下列每個問題的嚴重度為何  
 
1. 疲倦  

沒有問題  0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
2. 胃口改變  

沒有問題  0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
3. 疼痛  

沒有問題 0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
4. 睡眠改變  

沒有問題 0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
5. 便秘  

沒有問題 0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
6. 噁心  

沒有問題 0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
7. 月經改變或生育能力改變  

沒有問題 0 1 2 3 4 5 6 7 8 9 10 非常嚴重 
 
8. 您整體的身體健康狀況是  
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非常差   0 1 2 3 4 5 6 7 8 9 10 非常好 

心理健康狀況 
9. 您在調適您的疾病與治療的困難程度為何  

一點也不困難 0 1 2 3 4 5 6 7 8 9 10 非常困難 

10. 您的生活品質如何  
      非常差 0 1 2 3 4 5 6 7 8 9 10 非常好 

11. 您覺得快樂嗎 
ㄧ點也不快樂 0 1 2 3 4 5 6 7 8 9 10 非常快樂 

 
12. 您覺得您能控制您生活中的事物嗎?  

ㄧ點也無法控制 0 1 2 3 4 5 6 7 8 9 10 完全可以控制
 
13. 您對自己的生活滿意嗎?  

 ㄧ點也不滿意 0 1 2 3 4 5 6 7 8 9 10 完全滿意 
 
14. 您目前的注意力或記憶力如何?  

       非常差 0 1 2 3 4 5 6 7 8 9 10 非常好 

15. 您覺得自己有用嗎(對他人有所幫助)?  
    ㄧ點也不 0 1 2 3 4 5 6 7 8 9 10 非常有用 

 
16. 您的疾病或治療造成您外觀改變嗎?  

ㄧㄧ點也沒有改變 0 1 2 3 4 5 6 7 8 9 10 非常大的改變 
 
17. 您的疾病或治療是否造成您對自我概念(您對自己的看法)的改變?  

ㄧ點也沒有改變 0 1 2 3 4 5 6 7 8 9 10 非常大的改變  
 
請圈選出您的疾病與治療造成您的苦惱程度  
 
18. 最初診斷  

  ㄧ點也不苦惱 0 1 2 3 4 5 6 7 8 9 10 非常苦惱 

19. 癌症治療 (例如化學治療, 放射線治療, 或手術治療)  
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  ㄧ點也不苦惱 0 1 2 3 4 5 6 7 8 9 10 非常苦惱 

20. 從治療完成後到現在          □不適用 (尚未完成治療) 
  ㄧ點也不苦惱 0 1 2 3 4 5 6 7 8 9 10 非常苦惱 

21. 您覺得焦慮嗎?  
  ㄧ點也不焦慮 0 1 2 3 4 5 6 7 8 9 10 非常焦慮 

 
22. 您覺得憂鬱嗎?  

  ㄧ點也不憂鬱 0 1 2 3 4 5 6 7 8 9 10 非常憂鬱 
 
請圈選您對下列四個問題的害怕程度:  
 
23. 未來診斷性的檢查  

ㄧ點也不害怕 0 1 2 3 4 5 6 7 8 9 10 非常害怕 
 
24. 另一個癌症產生  

ㄧ點也不害怕 0 1 2 3 4 5 6 7 8 9 10 非常害怕 
 
25. 疾病(癌症)復發  

ㄧ點也不害怕 0 1 2 3 4 5 6 7 8 9 10 非常害怕 
26. 疾病(癌症)的擴散或轉移 

ㄧ點也不害怕 0 1 2 3 4 5 6 7 8 9 10 非常害怕 
 
社會關注 
 
27. 您患病對您家人造成的苦惱程度?  

ㄧ點也不苦惱 0 1 2 3 4 5 6 7 8 9 10 非常苦惱 
 
28. 您覺得您的親友們所提供的支持是否足夠滿足您的需求?  

ㄧ點也不足夠 0 1 2 3 4 5 6 7 8 9 10 非常足夠 
 
29. 您持續性的治療是否影響您的人際關係?  

ㄧ點也沒影響 0 1 2 3 4 5 6 7 8 9 10 非常大的影響 
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30. 您的疾病或治療是否影響您的性事?  

ㄧ點也沒影響 0 1 2 3 4 5 6 7 8 9 10 非常大的影響 
 
31.您的疾病或治療對您的工作是否造成問題? 

ㄧ點也沒問題 0 1 2 3 4 5 6 7 8 9 10 非常大的問題 
 
32. 您的疾病或治療對您居家活動是否造成問題?  

ㄧ點也沒問題 0 1 2 3 4 5 6 7 8 9 10 非常大的問題 
 
33. 您疾病或治療造成您覺得孤獨或被孤立的感覺的程度?  

ㄧ點也不 0 1 2 3 4 5 6 7 8 9 10 非常大 
 
34. 疾病或治療造成您多少的經濟負擔?  

ㄧ點也沒有 0 1 2 3 4 5 6 7 8 9 10 非常大的負擔 
 
心靈健康狀態 
 
35. 参與宗教活動(例如燒香 拜佛 祈禱 上教堂 望彌撒)對您有多重要?  

ㄧ點也不重要 0 1 2 3 4 5 6 7 8 9 10 非常重要 

36. 其他的心靈活動(例如冥想)對您有多重要?  
ㄧ點也不重要 0 1 2 3 4 5 6 7 8 9 10 非常重要 

 
37. 您診斷為癌症對您的精神生活(或是宗教生活)有多少改變?  

ㄧ點也沒改變 0 1 2 3 4 5 6 7 8 9 10 非常大的改變 

 
38. 您對自己的未來有多少不確定感?  

    ㄧ點也不 0 1 2 3 4 5 6 7 8 9 10 非常不確定 

39. 您的疾病造成您生活有多少正向的改變?  
    ㄧ點也不 0 1 2 3 4 5 6 7 8 9 10 非常大的改變 
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40. 您覺得人生有目標(或是有個活下去的理由)嗎?  
ㄧ點也沒有目標 0 1 2 3 4 5 6 7 8 9 10 非常有目標 

 
41. 您覺得自己有多少希望?  

ㄧ點也沒希望 0 1 2 3 4 5 6 7 8 9 10 非常有希望 
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Appendix J  Brief Pain Inventory BPI 
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Appendix J-1  Brief Pain Inventory BPI- Chinese version 
                              簡易疼痛量表 
1.在我們一生當中，大多數人都曾經體驗過輕微的頭痛、扭傷和牙痛，最近一週內您是否有   
   其他不常見的疼痛？ 
   (1) □有(2) □沒有 
2.請您在下圖中用筆圈出您感到疼痛的部位，並在最痛的部位打" X "。 
 

 
3.請圈出一個數字以表示您在最近一週內疼痛最厲害的程度。 
               0 1 2 3 4 5 6 7 8 9 10 
            不痛                   痛極了 
4.請圈出一個數字以表示您在最近一週內疼痛最輕微的程度。 
               0 1 2 3 4 5 6 7 8 9 10 
            不痛                   痛極了 
5.請圈出一個數字以表示您在最近一週內平均疼痛(大部份時間)的程度。 
               0 1 2 3 4 5 6 7 8 9 10 
            不痛                   痛極了 
6.請圈出一個數字以表示您現在疼痛的程度。 
               0 1 2 3 4 5 6 7 8 9 10 
            不痛                   痛極了 
7.您覺得哪些情況可以減輕您的疼痛？（如熱敷、服藥、休息） 
                                                                  
8.您覺得哪些情況會加重您疼痛的程度？（如走路、站立、抬東西） 
                                                                  
9.目前您正接受〝什麼藥物〞和〝什麼治療法〞來治療您的疼痛？ 
藥物方面:                                                         
 
治療方面:                                                         
10.若有接受止痛藥物或治療，請圈出一個百分數，以表示您在最近一週內經治療或用藥後，   
    疼痛減輕了多少？ 
               0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 
          沒減輕                                       完全減除 
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11.如果您吃了止痛藥後，經幾個小時疼痛會再出現？ 
     □ 止痛藥完全無效             □ 4 小時   
     □ 1 小時                     □ 5-12 小時 
     □ 2 小時                     □ 12 小時以上 
     □ 3 小時                     □ 未曾吃過止痛藥 
 
12.我覺得我的疼痛原因是：（複選） 
   (1) □ 治療引起的（如□ 化學藥物□ 手術□ 放射治療□ 裝義肢□ 其他） 
   (2) □ 我原來的疾病（即現在正接受診療的疾病） 
   (3) □ 與原來疾病無關的病（如關節炎） 
 
13.下列各個描述疼痛的詞，請您圈選出最恰當描述您疼痛的程度 
                               合適    不合適 
   (1) 持續而固定位置的         □       □ 
   (2) 律動的                   □       □ 
   (3) 快速穿過的（觸電的）     □       □ 
   (4) 刀割的                   □       □ 
   (5) 咬噬的                   □       □ 
   (6) 尖銳的                   □       □ 
   (7) 觸痛的（一觸即痛的）     □       □ 
   (8) 燒灼的                   □       □ 
   (9) 精疲力竭的               □       □ 
   (10) 累人的                  □       □ 
   (11) 貫穿的                  □       □ 
   (12) 煩人的（纏人的）        □       □ 
   (13) 麻麻的                  □       □  
   (14) 可憐的                  □       □ 
   (15) 無法忍受的              □       □ 
 
14.請圈出一個數字以表示您在最近一週內受疼痛影響的程度： 
  1) 一般活動(吃、上廁所、洗澡) 
           0 1 2 3 4 5 6 7 8 9 10 
    不受影響                   完全受影響 
 
  2) 情緒 
           0 1 2 3 4 5 6 7 8 9 10 
    不受影響                   完全受影響 
 
  3) 行走能力 
           0 1 2 3 4 5 6 7 8 9 10 
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    不受影響                   完全受影響 
 
  4) 正常工作(包括外出工作和做家事) 
           0 1 2 3 4 5 6 7 8 9 10 
    不受影響                   完全受影響 
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Appendix K  Open-Ended Question 

                    OPEN-Ended Question 

What were your thoughts or feelings about the pain? 
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Appendix K-1  Open-Ended Question-Chinese version 

 
能否請您談談您對疼痛的看法或感覺: 
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