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Abstract

The purpose of this study was to evaluate the validity and reliability of the Barriers
Questionnaire I (BQ-II) for Turkish patients and to define the patient-related barriers to
cancer pain management in Turkey. For this, 170 patients with cancer who used or were still
using analgesic medication for pain related to cancer participated in the study. It was found
that patients have beliefs that may be barriers to optimal pain management, mostly in
relation to addiction, and to a small extent, physical side effects. It was ascertained that
male, unmarried patients, patients with cancer who also have another chronic disease,
patients whose “average pain’ intensity is more than 5 for the past 24 hours, and patients
who use an inadequale analgesic have more beliefs that may be barriers to optimal pain
management. It was concluded that the BQ-II is a valid and reliable scale in Turkey for
defining patient-related barriers to cancer pain management. ] Pain Symptom Manage
2009;38:727—737. © 2009 U.S. Cancer Pain Relief Committee. Published by Elsevier Inc.

All rights reserved.
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Introduction

Pain, which is the most prevalent and severe
symptom of cancer, is noted in 20%—50% of
patients during the early stages of disease,
30%—40% during treatment, and in 75%—90%
of patients in advanced stages.'” Pain unfavor-
ably affects the quality of a cancer patient’s life
and also causes physical, psychological, and
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social secondary problems. These problems
affect not only the patient, but also their circle
of close friends, family, and acquaintances. Pain
can create more fear in the patient and their fam-
ily than even death itself.*”®

Cancer-related pain, which manifests in med-
ical and sociological problems, is 90%—95%
controllable. However, although there has
been significant progress in pain management,
it has been determined that more than 50% of
cancer patients do not receive adequate pain
treatment.”'’ Despite the numerous educa-
tional programs, published pain management
guidebooks, pharmacological and nonpharma-
cological strategies, and the establishment of
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multidisciplinary pain groups, many barriers to
adequate pain management have still not been
defined. These barriers may be related to the
caregivers, health system, and/or patients.l’g’
715 The mostimportantissues that may be pre-
venting effective pain management generally
have been the barriers originating from inaccu-
rate beliefs or misunderstandings, which lead
patients to be reluctant to report pain and/or
receive the appropriate analgesic. 1214 studies
to determine patient-related barriers in cancer
pain management, the following notable facts
stand out: fear of addiction, fatalism about an
uncontrollable pain experience, anxiety about
tolerance to the medication, the incorrect no-
tion that “a good patient does not complain
about pain,” the worry about interfering with
a doctor during treatment, fear of the side ef-
fects of medication, the belief that pain medica-
tion may suppress the immune system, and that
analgesics may hinder the awareness of the
symptoms of the illness.'*™!”

The Barriers Questionnaire (BQ) was devel-
oped in 1993 by Ward et al.'® to determine the
facts that may impede or unfavorably affect
pain management in cancer patients. Gunnars-
dottir et al.'"* developed an updated version of
the scale (BQ-II) by evaluating the progress
and present studies on pain management. This
questionnaire has been used in many countries
and has proven to be valid and reliable,'%1417:18

In Turkey, the World Health Organization
(WHO) analgesic ladder method is mostly
used for controlling cancer pain. Paracetamol
(acetaminophen), nonsteroidal anti-inflamma-
tory drugs, adjuvant analgesics, codeine, tra-
madol, morphine, and/or fentanyl are the
drugs currently available for this in the Turkish
market. The only so-called “strong” opioids
available are slow-release morphine and fen-
tanyl. The amount of opioids used for cancer
pain has increased in the past 10 years. Improv-
ing “opiophobia” in patients and health care
personnel, solving the difficulty in the require-
ment for special prescriptions for opioids, and
improving regulations for monitoring opioid
prescriptions are prerequisites for better pain
control in Turkey.19

The number of studies identifying barriers
to cancer pain management is limited in Tur-
key. Moreover, studies usually focus on health
care professionals’ knowledge, attitudes, and
opinions toward cancer pain management.

One study reported that most physicians think
that problems arising from health personnel
and the medical system were more serious
than problems resulting from patients them-
selves; it observed that physicians have more
concerns about pain management than cancer
treatment, such that half had a feeling of being
suppressed because of legal restrictions while
prescribing opioids, and 75% of them believed
that prescribing an opioid would relate to
a higher level of addiction and prescription
abuse.?” The knowledge background of nurses
has been found to be inadequate in a study of
knowledge and attitudes of oncology nurses on
cancer pain management in Turkf:y.21 It was
determined that nurses did not believe in the
possibility of opioid addiction and were inef-
fective in their identification of pain and their
analytical approaches toward pain manage-
ment. Only one study in Turkey attempted to
identify with cancer patients on the issues sur-
rounding pain management.”* According to
this study, in which a questionnaire con-
structed by researchers was used, only 45% of
patients believed that pain could be controlled
with proper analgesic use, and 36% believed
frequent use would lead to addiction. In addi-
tion, a significant positive correlation was
observed between the regular use of opioids
and the patient’s belief in their own improve-
ment, as well as in good communication with
their physician.22

Data related to barriers perceived by patients
to cancer pain management are scarce in Tur-
key. Moreover, there does not seem to be any
study employing the BQ-II scale, which could
evaluate these barriers systematically and in an
objective manner. We think that such data are
necessary for Turkey, and will contribute to the
related literature and enable the comparison
of the results with similar studies of patients
from different countries.

The objectives of this study were to: 1) deter-
mine barriers to the pain management of cancer
patients in Turkey by using BQ-II; 2) perform
a validity and reliability study of the BQ-II for
Turkish patients; 3) examine the relationship be-
tween the BQ-II and keyvariables, including pain
and demographic characteristics of patients; and
4) interview patients about their suggestions on
additional factors to include in the BQ-II, to de-
termine unique barriers specific to the Turkish
population.
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Methods
Design and Sample

This study was planned as a descriptive and
cross-sectional study of 170 patients. It was con-
ducted at the Gulhane Military Medical Academy
(GMMA) Training and Research Hospital,
Department of Medical Oncology outpatient
clinic. The GMMA is located in Ankara, the
capital of Turkey.

The BQ:II, which was to be tested for validity
and reliability, contains 27 items, each of
which is answered on a six-step Likert scale.
The required sample size was calculated as at
least 170 patients (27 items x 6 Likert lev-
els = 162) so as to ensure that there was at least
one subject for each option possible.

The inclusion criteria were: 1) diagnosis of
cancer; 2) age 18 years or older; 3) ability to
read and write Turkish; 4) willingness to partic-
ipate; 5) mentally able to communicate; and 6)
having been, or still using an analgesic for
cancer-related pain.

Instruments

Demographic  and Medical Characteristics. A
short questionnaire included items about
demography and health conditions.

Barriers Questionnaire. The BQ-II is a 27-item
selfreport instrument designed to measure
the extent to which a patient holds eight beliefs
about reporting cancer pain and using analge-
sics, which can act as barriers to pain manage-
ment. These beliefs are: 1) fear of addiction;
2) fatalism about an uncontrollable pain experi-
ence; 3) anxiety about tolerance for analgesic
medication; 4) the inaccurate belief that “a
good patient does not complain about pain;”
5) worry about interfering in a doctor’s imple-
mentation of treatment; 6) fear from the side
effects of analgesic medication; 7) concern
that pain medication may suppress the immune
system; and 8) fear that analgesics may mask the
awareness of the symptoms of the illness.

The questionnaire consists of four cate-
gories: 1) physiologic effects (12 items); 2)
fatalism (three items); 3) communication (six
items); and 4) side effects (six items). Partici-
pants provided their answers by scoring
between 0 and 5 (0 =do not agree at all and
5 = agree very much) on a 6-point Likert scale.

Many of the scores have shown a high level of
inaccurate beliefs about items in the scale. The
total score is between 0 and 135. For this study,
an open-ended question to collect patients’
suggestions for additional items was added to
the scale.

Brief Pain Inventory. The Brief Pain Inventory
(BPI)-short form also was used in the study.
The BPI is a multidimensional pain evaluation
tool, which is used to question the presence of
pain, its intensity, and its effect in hindering
general activities. Participants reported their
feeling of “least pain,” “worst pain,” “average
pain,” and “pain now” during the last 24 hours,
and scored each item on four separate 10 cm
visual analogue scales (VAS) (0=no pain
and 10 = pain as bad as you can imagine). It
was previously concluded that the BPI is valid
and reliable for Turkish subjects.*

Pain Management Index. The Pain Manage-
ment Index (PMI) is used to evaluate the ade-
quacy of analgesic use. The PMI is based on
the WHO analgesic ladder for treating cancer
pain and compares the most potent analgesic
used by a patient with the patient’s level of
reported pain.'? Patients’ analgesic usage and
pain level are evaluated to calculate PMI.
Four levels are used to evaluate analgesic usage
(0 =no analgesic; 1 =nonopioid; 2 = “weak”
opioid; and 3 = “strong” opioid). The level of
patients’ pain in the last 24 hours is deter-
mined by using the “worst pain” item from
the BPI (0 =worst pain rating of 0; 1 =worst
pain rating of 1—3; 2=worst pain rating of
4—7; and 3 =worst pain rating of 8—10). In
PMI calculations, analgesic usage level was sub-
tracted from pain level. If the PMI was equal to
or greater than 0, the condition was consid-
ered as “adequate analgesic use.” If the PMI
was smaller than 0, the condition was consid-
ered as “inadequate analgesic use.”

Procedures

The creator of the BQ (S. Ward) gave per-
mission and approval for the use of the scale
in this study. Before initiating the research,
we received approval for this study from the
GMMA Local Ethics Committee.

Two experts first translated the original scale
into Turkish, and these translations were
retranslated into English by two other experts
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in the English language to identify the compat-
ibility of BQ-II for our country. The resulting
English version of the scale and the original
English version were compared by an English
language expert, one specialist nurse, and
the authors herein. There were no meaningful
differences between the original English ver-
sion and the resulting translation. To vali-
date the content of the Turkish translation
of the scale and to determine the cultural
appropriateness of the tool, two oncology spe-
cialists and two oncology nurses were involved
in the evaluation process and endorsed it
accordingly.

The pilot study of the scale was imple-
mented on five patients and two oncology
nurses to obtain feedback about the compre-
hensibility of questions/items found on data
collection forms and on the scale.

Researchers were in the medical oncology
outpatient clinic during implementation. After
choosing the patients that met the research cri-
teria, the aim and procedures were explained
and they were asked if they would volunteer.
After receiving written consent from volunteer-
ing patients, data were collected during face-to-
face interviews, which lasted between 20 and 40
minutes.

The scale was retested on 68 patients chosen
randomly from the 170 patients to determine
validity and reliability of the BQ-II for Turkish
subjects. Patients who were readmitted at least
three weeks later to the outpatient clinics were
considered eligible for the retest. These pa-
tients were informed during the first interview
that the test would be implemented again, and
their approvals were taken. As such, these pa-
tients only completed the BQ-II during their
second interview.

Statistical Analysis

All statistical analyses were performed with
the SPSS for Windows Version 15.0 (SPSS
Inc., Chicago, IL) statistical software package.
Descriptive statistics for numbers and percent-
ages were displayed for variables identified by
counting, whereas variables identified by mea-
surement were presented by mean = standard
deviation (SD). Because it was the first usage
of the scale in Turkey, basic components and
factor analysis were performed to determine
subscales. For this, the first, eighth, and 24th
items of the scale were reversely rated before

analysis. The reliability coefficient for the total
scale and subscales (Cronbach’s a) was calcu-
lated. Test and retest results were compared
to determine the scales reliability for Turkish
patients. Fitting to normal distribution was
inspected for graphical data for calculated or
measured variables and with the Shapiro-Wilk
test for numerical data. Because no data
derived from scores and calculations fitted
normal distribution, nonparametric tests were
used for all comparisons. Two group compari-
sons (i.e., gender groups) were performed by
the Mann-Whitney U test. For groups of more
than two (i.e., age groups), the Kruskal-Wallis
variance was performed. If a difference was
found between groups, the source of the dif-
ference was investigated by using a Bonferro-
ni-corrected Mann-Whitney U test. A value
was considered statistically significant when
P=0.05.

Results

Characteristics

The average participant age was 52.87 £ 15.03
(minimum = 18, maximum = 77). Half of the
patients were 56 years or older (50.6%), most
were female (62.9%), 80.6% were married,
53.5% had a pre-high school education, and
23.0% had a full-time profession. Most of the par-
ticipants (83.5%) lived in urban areas, and all
participants had health insurance.

The diagnosis distribution of patients was as
follows: 31.2% breast cancer, 21.7% gastroin-
testinal system-related cancer types, and
12.9% lung cancer. The duration of disease
was between zero and six months in 47.0% of
the patients and between seven and 24 months
in 26.5%. For 54.7% of patients, no metastasis
had been observed. However, 65 patients
among the 170 patients involved in the re-
search (38.2%) were found to have several
chronic diseases other than cancer. Half of
these subjects (52.4%) did not take any medi-
cation other than those for cancer treatment.

Pain Experience

When asked, 32.4% of the patients ex-
pressed that they felt pain during the previous
24 hours. The participants’ “least pain” in the
past 24 hours had a mean (SD) of 0.80 (1.41),
“worst pain” had a mean (SD) of 2.49 (3.29),
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and their “average pain” had a mean (SD) of
2.82 (2.81). Participants’ mean value (SD) for
“pain now” was 0.92 (1.94). Most of the partic-
ipants (87.6%) indicated that the pain they felt
had not interfered with their daily life activities
in general during the past 24 hours. Most of
the patients (75.5%) identified that they had
used adequate analgesics (PMI score = 0).

The Barriers Questionnaire 11

Based on the identification of the construct
validity of the 27 items of BQ-II, according to
the varimax rotation method, resultant basic
components and factor analysis displayed
seven factors, which explain 64.01% of the to-
tal variance (Tables 1 and 2). A scree plot sug-
gested a seven-factor solution as well (Fig. 1).

The Cronbach a value for the BQ-II was 0.872
for the total scale. The Cronbach o values for
the subscales varied from 0.58 to 0.82 (Table
3). The Cronbach o value was calculated as
0.82 for retesting. When total BQ-II scale points
and retest total scale points were compared,
there was no statistically significant difference
between groups (Z=0.351; P=0.725).

The total BQ-II scale mean (SD) score was 1.94
(0.86). The “addiction” subscale mean (SD)
score was 3.59 (1.39), “immune system” subscale
mean (SD) score was 2.98 (1.16), “monitor and
tolerance” subscale mean (SD) score was 2.51
(1.54), “communication” subscale mean (SD)
scorewas 1.52 (1.17), “psychological side effects”
subscale mean (SD) score was 1.44 (3.31), “fatal-
ism” subscale mean (SD) score was 0.83(1.13),
and “physical side effects” subscale mean (SD)
score was 0.61 (1.09) (Table 3).

Comparison of Total Barriers Questionnaire 11
Scale and Subscale Means for Patients’
Characteristics, Pain Intensity, and Use
of Adequate Analgesics

Further analyses were conducted to deter-
mine if the BQ-II score was related to patients’
demographics and pain-related variables.
According to patients’ characteristics, male
patients (Z=2.320; P=0.020), single patients
(Z=2.427, P=0.015), and patients with can-
cer who also had another chronic disease
(Z=2.035; P=0.042) had statistically higher
total BQ-II scale mean scores (Table 4).

The male patients’ “communication” sub-
scale mean scores were relatively high, and
the sex difference for this subscale was found

Table 1
Factor Analysis of the BQ-II Variance Explained
by Seven Factors With Eigenvalues Above 1

Explained Cumulative
Factor Eigenvalue Variance (%) Variance (%)
1 6.79 25.15 25.15
2 3.24 12.01 37.16
3 2.04 7.56 44.72
4 1.62 5.99 50.72
5 1.35 5.00 55.71
6 1.16 4.31 60.02
7 1.08 3.99 64.01

to be statistically significant (Z=2.197;
P=0.028). The single patients’ “psychological
side effects” (Z=3.127; P=0.002), “physical
side effects” (Z=4.347; P<0.001) and “fatal-
ism” (Z=2.734; P=0.006) subscale mean
scores were higher than those of married
patients, and differences between groups
were found to be statistically significant.

According to the BPI, the pain intensity
levels of patients during the last 24 hours
were classified as less than or equal to 5 and
more than 5. This cutpoint is recognized as
clinically meaningful.'® The group with “aver-
age” pain intensity within the last 24 hours of
more than 5 compared with the group with
avalue of less than or equal to 5 had a relatively
higher total BQ-II mean score, and the differ-
ence between the groups was found to be sta-
tistically = significant (Z=2.255; P=0.024)
(Table 5). Compared with the group with
lower pain intensity, the group having “aver-
age” pain intensity of more than 5 had signifi-
cantly higher “psychological side effects”
(Z=3.116; P=0.002), “fatalism” (Z=1.146;
P=0.002), and “physical side effects”
(Z=3.714; P<0.001) subscale mean scores.

The comparison of the total BQ-II scale
means for patients’ using adequate analgesics
according to the PMI are depicted in Table 6. In-
adequate analgesic-consuming patients’ (PMI
score < 0) total scale points were higher com-
pared with those with adequate analgesic con-
sumption (PMI score = 0), and the difference
between groups was found to be statistically sig-
nificant (Z=2.057; P=0.040). Patients using
inadequate analgesics had higher “psychologi-
cal side effects” (Z=3.135; P=0.002), “fatal-
ism” (Z=5.463; P<0.001), and “physical side
effects” (Z=2.341; P=0.019) subscale scores,
and the difference between groups was deter-
mined to be statistically significant.
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Table 2
Factor Analysis of the BQ-II
Factors

Items 1 2 3 4 5 6 7

Monitor 1 0.706 0.041 0.154 0.164 0.196 0.146 0.172
Monitor 2 0.598 —0.033 0.164 0.160 0.348 —0.013 0.301
Monitor 3 0.668 0.293 0.039 0.212 0.245 0.099 0.173
Tolerance 1 0.485 0.362 0.361 0.071 —-0.013 0.164 —0.081
Tolerance 2 0.675 0.245 0.186 —0.155 —0.177 0.163 0.023
Tolerance 3 0.519 0.506 0.134 —0.023 0.014 0.225 —0.102
Immune system 1 0.096 0.746 0.255 0.034 0.037 0.096 0.022
Immune system 2 0.179 0.716 —0.064 0.127 0.299 0.188 0.053
Immune system 3 0.302 0.692 —0.082 0.159 0.068 0.258 0.222
Psychological side effect 1 0.330 0.031 0.626 0.224 0.088 -0.071 0.199
Psychological side effect 2 0.119 0.046 0.732 0.155 0.226 0.164 0.200
Psychological side effect 3 0.234 0.038 0.692 0.040 0.158 —0.039 0.187
Fatalism 1 —0.032 0.119 0.167 0.781 0.012 0.158 0.087
Fatalism 2 0.185 —0.020 0.003 0.851 0.033 —0.092 0.144
Fatalism 3 0.069 0.116 0.192 0.852 0.028 —0.152 —0.084
Communication 1 0.298 0.328 0.087 —0.178 0.249 —0.371 —0.370
Communication 2 0.287 -0.179 0.154 —0.075 0.670 0.008 —0.024
Communication 3 0.136 0.231 0.016 0.107 0.689 —0.028 0.241
Communication 4 —0.011 0.210 0.440 0.125 0.643 0.045 0.080
Communication 5 —0.062 0.309 0.212 —0.048 0.586 —0.128 0.142
Communication 6 —0.044 0.462 0.499 0.111 0.298 —0.107 0.157
Addiction 1 0.146 0.011 0.249 —0.103 —0.168 0.717 —-0.374
Addiction 2 0.128 0.200 —0.081 —0.020 0.021 0.841 —0.072
Addiction 3 0.264 0.390 —0.035 —0.032 0.036 0.698 0.005
Physical side effects 1 0.133 —0.005 0.146 0.027 0.245 —0.112 0.670
Physical side effects 2 0.198 0.070 0.200 —0.035 0.028 —0.087 0.669
Physical side effects 3 0.005 0.183 0.265 0.185 0.109 —0.059 0.483

Boldfaced values refer to r > 0.400.

Additional Barriers

At the end of the scale, patients were sur-
veyed with an open-ended question on their
way of expressing the pain they experienced
or any thoughts regarding an urge toward
not using analgesics, as it was not included
in the scale accordingly. Few of the partici-
pants (16 patients, 9.41%) replied with

Eigenvalue
N

9 11 13 15 17 19 21 23 25 27

Factor Number

Fig. 1. Scree plot from factor analysis of the BQ-II.

answers, and similar views were grouped. Eight
of the patients said “When I talk about my
pain, I think I make my loved ones or family
members sad, and make them unnecessarily
worry;” five of the patients said “I feel sad-
dened when I feel more pain as my illness
seems to be getting worse;” and three of the
patients said “In the situation of pain, I feel
desperate and keep silent as I do not know
how to deal with this.”

Discussion

The Barriers Questionnaire 11

The results obtained have proven that the
BQ-II, which was first developed to identify
barriers with regard to pain management for
cancer patients by Ward et al.,'® and updated
by Gunnarsdottir et al.,14 as translated into
Turkish, could be used in our country for can-
cer patients as a valid and reliable instrument.
The Cronbach o value for the BQ-II general
internal consistency was calculated to be
0.872 for the total scale, which is relatively
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Table 3
Internal Consistency and Mean Scores
for the BQ-II Total Scale and Subscales

Number
Subscales of Items Mean (SD) Alpha
Addiction 3 3.59 (1.39) 0.80
Immune system 3 2.98 (1.16) 0.81
Monitor and tolerance 6 2.51 (1.54) 0.82
Communication 6 1.52 (1.17)  0.68
Psychological side effects 3 1.44 (3.31) 0.77
Fatalism 3 0.83 (1.13) 0.82
Physical side effects 3 0.61 (1.09) 0.58
Total scale 27 1.94 (0.86) 0.87

high. For the subscales, Cronbach o values var-
ied from 0.57 to 0.82. In other studies, Cron-
bach a values varied from 0.78 to 0.90 for the
total scale, and were between 0.50 and 0.90
for the subscales.'®'*!%17 In comparing partic-
ipants’ total scale points and retest scale
points, no statistically significant difference
was found. Most of the participants answered
similarly in both the first test and the retest,
ensuring the reliability of our research in accu-
rately reflecting the patients’ feelings and
beliefs regarding pain management.

In addition, support for the validity of the
BQ-II was provided both by the findings from
the factor analysis and by the relationship
among barriers’ scores and pain and patients’
characteristics. Based on the identification of
the factor structure of BQ-II, resultant basic

components and factor analysis displayed
seven factors that accounted for 64.01% of
the total variance in our study. Ward et al.'®
identified eight factors in their study. Gunnars-
dottir et al.'* also identified eight factors in
their modified scale. The modification in-
volved the removal of the items related to
“fear of injection,” which were originally con-
tained in the first scale, because improvements
in pain treatment suggested that this item was
obsolete. Instead, Gunnarsdottir et al.' added
items based on the patients’ introspective self-
awareness and collected them under the
“monitor” subfactor. In the same research,
eight factors were found that did not seem
compatible with the concept structure. A sec-
ond analysis has since been conducted, and
four factors proper with regard to the concept
structure were identified: addiction, communi-
cation, fatalism, and side effects, respectively.
In another study conducted by Gunnarsdottir
et al.'”? in Iceland, eight factors were found
for the BQ-II factor analysis. However, as
a result of the scree plot analysis, only three
factors have been noted and used (fatalism,
communication, and fear of side effects result-
ing from analgesic usage). In another study
conducted by Lin'” in Taiwan using the BQ-
II, researchers added three additional items
based on their cultural specifics, and found
nine factors (fatalism, communication, being

Comparison of Total BQ-II Scale Means for Patients’ Characteristics (n=170)

Total Scale Means

Characteristics (n, %)

Mean (SD) Test P

Age (years) (minimum = 18, maximum =77, mean [SD] =52.87 [15.03])

18—40 (36, 21.2) 1.60 (0.56) %% =5.728" 0.057
4155 (48, 28.2) 0.96 (0.49)
56 and above (86, 50.6) 0.62 (0.27)

Gender
Female (107, 62.9) 0.46 (0.22) 7Z=2.320° 0.020
Male (63, 37.1) 0.90 (0.33)

Marital status
Married (187, 80.6) 0.36 (0.16) 7=2427°¢ 0.015
Unmarried (33, 19.4) 1.83 (0.68

Level of education
Below high school (91, 53.5) 0.56 (0.26) 7Z=0.681° 0.496
High school and above (79, 46.5) 0.67 (0.27)

Other chronic diseases®
Yes (65, 38.2) 0.88 (0.37) 7Z=2.035° 0.042
No (105, 61.8) 0.47 (0.21)

“Diabetes mellitus, hypertension, coronary heart disease, rheumatoid arthritis, hypothyroidism.

’Kruskal-Wallis test.
‘Mann-Whitney U test.
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Table 5
Comparison of Total BQ-II Scale Means
for Patients’ Pain Intensity According to BPI
(n=159%)

Total Scale Means

Pain Intensity (n, %) Mean (SD) Test P

Worst pain (mean [SD] =2.49 [3.29])
=5 (127, 79.8) 0.41 (0.18) 1.106° 0.269
>b (32, 20.2) 1.80 (0.75)

Least pain (mean [SD] =0.80 [1.41])
=5 (159, 100) 0.33 (0.14) ‘
>5 —

Average pain (mean [SD] =2.82 [2.81])
=5 (132, 83.0) 0.39 (0.17) 2.255° 0.024
>5 (27, 17.0) 2.28 (0.78)

Pain now (mean [SD] =0.92 [1.94])
=5 (152, 95.6) 0.35 (0.15) 0.239" 0.811
>5 (7, 4.4) 8.00 (3.41)

“One hundred and fifty-nine of the 170 participants completed the
BPI.

’Mann-Whitney U test.

“Test not performed.

a good patient, annoying the physician, disease
progression, tolerance, side effects, religious
fatalism, using medicine only in excessive
pain). According to our study and analysis
results, seven factors were identified for the
BQ-IL

Our results indicate that the “side effects”
factor has been divided into two separate fac-
tors: “psychological side effects” and “physical
side effects.” The reason for the low value of
Cronbach’s o obtained pertaining to the fac-
tor “physical side effects” could be considered
as the division of the “side effect” factor into
two separate factors. The division of the factor
“side effects” into “psychological” and “phys-
ical” allowed the participants to understand
the scale in a more clear and accurate man-
ner, and thus answers were likely more
accurate.

Table 6
Comparison of Total BQ-II Scale Means
for Patients Using Adequate Analgesics
According to the PMI (n=159)

Total Scale Means

Analgesic Use (n, %) Mean (SD)  Test P

Adequate analgesic use (120, 0.42 (0.18) 2.088" 0.037
75.5) (PMI score = 0)

Inadequate analgesic use
(39, 24.5) (PMI score < 0)

1.57 (0.66)

“Statistical analysis was carried out according to 159 patients who
completed the BPI.
"Mann—VVhitney U test.

The “communication” factor’s Cronbach’s
o value was also low. As depicted in Table 2,
two items out of six belonging to the “communi-
cation” factor received higher values in other
factors. However, all items were regarded within
the “communication” factor, even though they
had a low value possession, because they were
considered conceptually and meaningfully
suited to this. Furthermore, when items pertain-
ing to the “communication” factor were corre-
lated with each other, the correlation value of
the item “Itis important to be strong by not talk-
ing about pain” was found to be relatively low
with regard to the other items (r=0.24). This
situation lowers the a value of the “communica-
tion” factor. Nevertheless, because we think that
the inclusion of this item in the “communica-
tion” factor was necessary, we did not exclude
it from the scale.

On the other hand, the items “monitor” and
“tolerance” in the original scale have been an-
alyzed together (Table 2), and hence were re-
named as “monitor and tolerance.” In our
opinion, when these two factors were evaluated
to be merged, they seemed to have similar
meanings, and patients had a tendency to re-
ply to those two factors alike. This was the un-
derlying idea in creating one single factor
from the two.

As observed in both our study and other
scale-based studies, different results could be
obtained depending on the cultural diversities
and variable patient groups. Thus, the scale in
general has been confirmed, as it includes all
basic titles to identify patientrelated barriers
to pain management in cancer patients. How-
ever, because of technological and sociological
developments in society, the basic validity and
reliability efforts should be made accordingly
in every use of the scale, such that the col-
lected data integrity and validity are ensured.
Because all patients who constituted our sam-
ple were socially stable, future studies could
be conducted in different hospitals (e.g., mul-
ticenter studies) and with samples including
patients from diverse socioeconomic levels.
In our opinion, this sampling may contribute
to the validity and reliability of the scale
applied.

Patient-Related Barriers
The total BQ-II scale mean score was deter-
mined to be 1.94 (0.86), according to the
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responses given by the participants to the items
in the scale. Higher scores suggested that
patients had general misconceptions regarding
pain and pain management, and avoided
expressing the pain they felt or their concerns
about using medicine. According to the results,
these beliefs could relate to barriers to optimal
pain management and result in low usage of
analgesics in general. In the initial study in
which the scale was used, the total scale mean
score was found to be lower than our score of
1.94."° In other similar studies, total BQ-IT scale
scores have been found to be higher than our
results, 121417.24

It was apparent that patients held beliefs that
may be barriers to optimal pain management,
mostly in the “addiction” subscale. This indi-
cates that the fear of being dependent on anal-
gesics was the most important patientrelated
barrier. Ward et al.'® and Chang et al.** also
found that the “fear of addiction” was the
most important barrier to pain management
mentioned by the patients.

Patients had the fewest misperceptions on
the subscale “physical side effects.” This may
indicate that a patient’s concerns about anal-
gesicrelated physical side effects could be de-
feated, and the patient’s belief in pain relief
had more priority. In contrast, a patient’s mis-
perception of “fatalism” was relatively low,
indicating that patients think that cancerre-
lated pain was relievable, and living with the
pain was not an ordinary outcome of the
disease. Therefore, a belief as hard to change
as “fatalism” would not be considered as
a severe barrier for our patients. Lin et al.'”
had foreseen religious fatalism as an important
barrier in their study’s culture, and added the
religious fatalism subscale to the scale and
the “fatalism” subscale. Nevertheless, these au-
thors reached the conclusion that fatalism
would not constitute an important barrier,
such as the results attained in our study.

Many studies in which the BQ-II was used to
identify patientrelated barriers to pain man-
agement have indicated that a patient’s disbe-
lief of pain management can be ranked in
various ways. Gunnarsdottir et al.'"* indicated
the greatest misperception regarded “side
effects” and the least regarded “communica-
tion.” Lin et al.'” indicated that the greatest
misperception was “preventing the physician
from the treatment and annoying them,”

whereas the least was “fatalism.” Ward et al.'®
indicated that the greatest misperception was
“addiction” and the least was “fear of injec-
tion.” Chang et al.,24 in their study on cancer
patients who received home care, indicated
that patients had inaccurate beliefs on the sub-
scales of “addiction,” “disease progression,”
“tolerance,” and “using medicine only in
excessive pain.” In conclusion, research results
may display differences and similarities de-
pending on the various societies studied.

Breitbart et al.*” indicated that the greatest
misconception was with regard to subscale “ad-
diction,” and the least was with regard to “side
effects” in their study by using BQ-II on ac-
quired immunodeficiency syndrome patients.
Vallerand et al.* indicated that the greatest
misconception was on the subscales “side ef-
fects” and “pain as an indicator for disease
progression,” and the least misconception
was on “tolerance” in the study they per-
formed using BQ-II on family members of pa-
tients receiving treatment at home.

Patient Characteristics

Male patients had a greater tendency to
express barriers about optimal pain manage-
ment than females in our study. Ward et al.'®
reported the opposite, with female patients’
total scores higher than those of male patients.
In other studies in which the BQ-II was used,
patient gender did not constitute a decisive
factor for barriers to optimal pain manage-
ment.'*'*!” We think that the variance in
our results may suggest that male patients
could feel that they were incompetent because
of responsibilities, classically defined roles in
society, and illness progression, and this could
affect them negatively.

Unmarried patients had the tendency to
report barriers to optimal pain management
more than married patients in our research.
In other studies using BQ-II, a patient’s marital
status did not constitute a meaningful relation-
ship with the total scale points.'*'*1%!7 Can-
cer, as a chronic disease, affects family
members and the patients themselves, and
requires all involved to take responsibility in
the process. Furthermore, patients need the
power and responsibility to apply self-care,
have to be ready for and conscious of possible
complications, and require family support for
the changes in their lifestyles.”” From the
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meaningful relationship found between mari-
tal status and patientrelated barriers in our
research, as opposed to other studies, it could
be interpreted that family and family support
are very important in our culture and society.

We also concluded that patients with cancer
who also have another chronic disease have
a strong belief that may result in barriers to
optimal pain management. Living with
a chronic disease causes the patients to endure
more medical difficulties and to experience
uncertainty in their health status and unprece-
dented changes in their lives. Moreover, these
patients would have to use more medicine and
survive additional pain experiences caused by
other diseases.”® Therefore, these patients
may negatively perceive the cancer process
and analgesic usage.

In our research, patients could mark each
option, such as “worst pain,” “least pain,”
“average pain,” and “pain now,” indepen-
dently on the VAS while filling out the BPIL
According to these results, a patient’s expres-
sion of pain intensities was generally low. It
could be suggested that the fact that most of
the patients had short disease durations, that
is, half of the patients had no metastasis and
75.5% of the patients were using adequate an-
algesics according to the PMI, could have af-
fected these results. According to the BPI,
the patients with “average” pain intensity of
more than 5 for the past 24 hours had higher
total BQ-II mean scores, indicating that, as the
pain intensity increases, patient-related bar-
riers to optimal pain management also in-
crease accordingly. Other studies have also
specified a positive relationship between “aver-
age” pain intensity of more than 5 for the past
24 hours and total BQ-II mean score.'*'® It has
been emphasized that in reducing patientre-
lated barriers, it was important to lessen or
eliminate the pain experienced by these
patients.

In our research, patients who used adequate
analgesics for their pain (PMI score = 0) and
whose pain level was effectively controlled,
had fewer false beliefs regarding barriers to
optimal pain management. Similar results
have also been obtained previously.'*'*'® Our
assessment was that the administration of ade-
quate analgesics for pain and effectively control-
ling the pain level could reduce patient-related
barriers to optimal pain management.

Conclusions

Evaluating the data obtained from the study,
it is highly recommended that pain and pain
management training programs be planned
and applied for cancer patients. As such,
nurses who accompany patients throughout
diagnosis, treatment, and care, should identify
patientrelated barriers with standard scales
like the BQ-II, and incorporate them into the
standard care plan and application procedures
to eliminate these barriers.
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