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Abstract

The purposes of this study were to determine a clinically significant cutpoint for worst pain
and to evaluate for differences in the use of pain coping strategies between oncology inpatients
with mild (i.e., worst pain intensity scores of =4) compared with moderate to severe (i.e.,
worst pain intensity scores of >4) pain based on results of the cutpoint analysis. Oncology
inpatients in pain (n = 224) completed the Coping Strategies Questionnaire (CSQ), the Brief
Pain Inventory, and the European Organization for Research and Treatment of Cancer
Quality of Life Questionnaire (EORTC QLQ-C30). Fifty-six percent had moderate to severe
pain. Patients in the moderate to severe pain group had significantly poorer Karnofsky
Performance Status scores (P = 0.04) and significantly lower ratings of overall health

(P < 0.0001). No differences were found between the two pain groups on any of the subscales
of the CSQ, except catastrophizing (P < 0.0001). Compared with the mild pain group,
patients in the moderate to severe group scored significantly higher on this subscale. In
addition, patients in the moderate to severe group used more passive coping strategies

(P = 0.02). Except for catastrophizing, the number and types of pain coping strategies used by
this sample of hospitalized patients do not appear to be influenced by their pain intensity
scores. Finally, when the CSQ scores of these hospitalized oncology patients were compared
with those found in previous studies of oncology outpatients and patients with chronic
noncancer pain, the scores were similar. ] Pain Symptom Manage 2009;38:717—726.
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Introduction

Both Ahles et al.' and McGuire® described
cancer pain as a multidimensional experience
that includes physiologic, sensory, affective,
cognitive, behavioral, and sociocultural dimen-
sions. However, much of the research in cancer
pain has focused on an evaluation of the sen-
sory and affective dimensions of the experi-
ence.>* In terms of the sensory dimension,
worst pain intensity scores of >4 on an 11-
point numeric rating scale (NRS) are consis-
tently associated with clinically meaningful
decreases in oncology patients’ ability to en-
gage in routine activities and have a negative
impact on patients’ mood and interpersonal
relationships.”® Both Paul et al.” and Serlin
et al.’ found the same cutpoint between mild
and moderate to severe pain in cancer patients
using the same statistical approach. However,
this type of cutpoint analysis has not been
done in hospitalized patients in the palliative
phase of their illness.

Although cancer pain is acknowledged to af-
fect the whole person, little is known about the
specific coping strategies that oncology
patients use to manage their pain. In contrast,
a number of studies have evaluated the use of
coping strategies in patients with chronic non-
cancer pain,7‘8 arthritis pain,g_11 low back and
neck pain,'* '* and whiplash.'>'® The Coping
Strategies Questionnaire (CSQ)'? was used in
most of these studies.

In an extensive review of studies that exam-
ined the relationships between pain intensity
and the use of pain coping strategies, Jensen
et al.” noted that 10 of 12 studies failed to
find significant correlations between pain se-
verity and the CSQ subscales of “ignoring
pain” and “coping self-statements.” However,
significant inverse relationships were found
between pain severity and “ability to control
and decrease pain” in six of nine studies.”

Only six studies were identified that evalu-
ated the use of pain coping strategies in oncol-
ogy patients, using the CSQ. Three of these
studies'”'? had patients complete the entire
CSQ, although three studies®* ** used only
parts of the CSQ. In the three studies that eval-
uated the relationships between cancer pain
and the use of all the pain coping strategies
in the CSQ',”’“”21 higher CSQ scores were
associated with lower pain intensity scores.

Two additional studies with oncology
patients™?* used the Pain Catastrophizing
Scale® to evaluate the relationships between
catastrophizing and various characteristics of
cancer pain. Catastrophizing refers to an indi-
vidual’s tendency to focus on and exaggerate
the threat value of painful stimuli and to neg-
atively evaluate one’s own ability to deal with
pain.”'##%2% Catastrophizing was found to be
one of the most important factors that
influence chronic noncancer pain patients’
adjustment to pzjlin9’27’28 and is consistently
associated with higher pain intensity scores.?’
In patients with cancer pain, higher levels of
catastrophizing were associated with greater
emotional distress®* and overprediction of
pain.? In addition, two studies that used the
CSQ'#' found significant relationships be-
tween a variety of pain characteristics and cata-
strophizing. However, one study18 failed to
confirm these findings.

These studies provide preliminary evidence
that oncology patients’ use of pain coping
strategies needs to be considered as part of
the multidimensional experience of cancer
pain. However, the sample sizes in these stud-
ies were relativelg small and focused primarily
on outpatients."”'*! In addition, none of
the studies done to date have compared the
use of pain coping strategies in cancer patients
who report mild vs. moderate to severe pain.
Finally, several authors have concluded that
more studies are needed that examine the
relationships between various dimensions of
the cancer pain experience and pain coping
stlrategies.g’4 Therefore, the purposes of this
study were to determine a clinically significant
cutpoint and to evaluate for differences in the
use of pain coping strategies between oncology
inpatients with mild (i.e., worst pain intensity
scores of =4) compared with moderate to
severe (i.e., worst pain intensity scores of >4)
pain based on the results of the cutpoint
analysis.

Methods

Sample and Methods of Data Collection

This study is part of a larger multicenter
study, the European Pharmacogenetic Opioid
Study (EPOS). From a convenience sample
of 1571 cancer patients hospitalized at the
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Norwegian Radium Hospital, 342 met the ini-
tial screening criterion for the EPOS, namely,
that they would be on a regularly scheduled
opioid treatment for their cancer pain for at
least three days. In addition, patients were
included if they were adults >18 years of age,
had a verified cancer diagnosis, were able to
provide a blood sample, and were able to
sign the informed consent. A total of 225
patients were enrolled in this study. The
remaining 117 did not meet the inclusion cri-
teria (n=34), were too ill (n=33), refused
to participate (n=48), or withdrew participa-
tion after enrollment (n=2). This study was
approved by the Regional Committee for Med-
ical Research Ethics, Central Norway, and the
Norwegian Radium Hospital.

After enrollment, patients were asked to
complete the study questionnaires. If the
patient was not able to complete the question-
naires independently, a research nurse read
the items to these patients (n=173) and
recorded their answers.

Instruments

Patients completed several self-report ques-
tionnaires, and their medical records were re-
viewed for disease and treatment information
(i.e., cancer diagnosis, presence of metastasis,
length of time since cancer diagnosis, and
number of comorbidities).

Demographic  Characteristics. This  question-
naire obtained information on age, gender,
educational level, marital status, and employ-
ment status.

Clinical Characteristics. The patients’ perfor-
mance status was assessed using the Karnofsky
Performance Status (KPS) scale,? which was
rated by the research nurse using a 0 (i.e.,
dead) to 100 (i.e., normal activity) scale. The
KPS has satisfactory predictive and construct
validity’” and interrater reliability.'**

Self-assessed health was measured using one
item from the 30-item European Organization
for Research and Treatment of Cancer Quality
of Life Questionnaire (EORTC QLQ-C30).
This single item asked the patient to respond
to the following question: “How would you
rate your overall health during the past
week?”, using a 1 (very poor) to 7 (excellent)
scale.”

Pain Characteristics. Pain was assessed using
the Norwegian version of the Brief Pain Inven-
tory (BPI-N) 3% The first part of the BPI-N con-
sists of four single-item measures of pain
severity (i.e., pain now, as well as least, average,
and worst pain). Each item is rated on a 0 (no
pain) to 10 (pain as bad as you can imagine)
NRS. The second part of the BPI-N assesses
the extent to which pain interferes with seven
aspects of function using a 0 to 10 NRS. The
Brief Pain Inventory (BPI) has been validated
across cultures and languages,”” is sensitive
to changes in pain intensity,”® and is simple
to use. Patients were asked to rate all the
pain intensity and pain interference items
using the time frame of the past 24 hours.
Information on breakthrough pain (BTP)
was obtained by asking patients to indicate
whether they had BTP elicited by movement,
swallowing, defecation, or urination.

Coping Strategies Questionnaire. The CSQ con-
sists of 50 questions that evaluate six cognitive
strategies (i.e., diverting attention, reinterpret-
ing pain sensations, ignoring pain sensations,
coping self-statements, catastrophizing, and
praying/hoping) and one behavioral strategy
(increasing behavioral activities) for coping
with pain. In addition, two items are used to
rate the overall effectiveness of the coping
strategies.'> Each subscale has six items, and
each item is rated on a 0 (never do that) to 6
(always do that) NRS that indicates how fre-
quently the strategy is used to cope with
pain. Each subscale score can range from
0 to 36. The internal consistency coefficients
in a sample of patients with noncancer pain
ranged from 0.71 to 0.85.'% The reliabilities
of the subscales in lung cancer patients ranged
from 0.60 to 0.90."” The CSQ was translated
from English to Norwegian following a recom-
mended back-forward procedure.”’ In this
study, the Cronbach’s alphas for the CSQ sub-
scales ranged from 0.67 to 0.80.

The two effectiveness items on the CSQ are
ability to control pain and ability to decrease
pain. These items are rated on seven-point
scales that range from 0 (no control/not able
to decrease pain at all) to 6 (complete con-
trol/able to decrease pain completely).

In addition, in this study, CSQ active and
passive coping scores were calculated using
the system developed by Nicholas et al.*®
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Five of the subscales (i.e., diverting attention,
reinterpreting pain sensations, coping self-
statements, ignoring sensations, and increas-
ing behavioral activities) met Brown and
Nicassio’s” definition of active coping, whereas
two subscales (i.e., catastrophizing and pray-
ing/hoping) met their definition of passive
coping.

Statistical Analysis

Data were analyzed using SPSS Version 15.0
for Windows software (SPSS, Inc., Chicago, IL).
Descriptive statistics were used to summarize
the demographic and clinical characteristics of
the patients. A cutpoint that divided the sample
of patients into mild vs. moderate to severe pain
was created from the worst pain intensity scores
using the analytic strategy described by Serlin
etal.® and Paul et al.” Four different categorical
variables, which represented the four possible
combinations for the cutpoints, between ratings
3 and 7, were created and related to the set of
seven interference items from the BPI using
multivariate analysis of variance (MANOVA).
For example, cutpoint (CP) 3 was coded so
that a pain severity rating of 1—3 would corre-
spond to “mild” and >3—10 to “moderate to se-
vere” pain. The criterion used to determine the
optimal cutpoint for mild vs. moderate to severe
pain was that a MANOVA among pain severity
categories yielded the largest Fratio for the be-
tween-category effect on the seven interference
items as indicated by Pillai’s trace, Wilk’s
lambda, and Hotelling’s trace F'statistics.

To make comparisons about the use of vari-
ous pain coping strategies, the sample was di-
chotomized into those who reported mild
pain (i.e., worst pain score =4) compared
with those who reported moderate to severe
pain (i.e., worst pain scores>4) based on
the results of the cutpoint analysis. Chi-
squared analyses and independent sample
tests, as well as Mann-Whitney tests, were
used to evaluate for differences in demo-
graphic, clinical, and pain characteristics as
well as pain coping strategies between the
two pain groups. All calculations used actual
values. Adjustments were not used for missing
data. Therefore, the cohort for each analysis
was dependent on the largest set of data avail-
able. A Pvalue of <0.05 was considered statis-
tically significant.

Results

Cutpoint Calculations

As shown in Table 1, for worst pain, CP 4
(i.e., 1—4 is mild pain, >4—10 is moderate to
severe pain) were the optimal cutpoints, in
that they had the largest between-category
Fratios, using Pillai’s trace, Wilk’s lambda,
and Hotelling’s trace. When there are only
two groups to distinguish between, Pillai’s
trace, Wilk’s lambda, and Hotelling’s statistics
are all the same number. Using worst pain in-
tensity scores, 56% of the sample was classified
as having moderate to severe pain.

Differences in Demographic and Clinical
Characteristics Between the Pain Groups

Demographic and clinical characteristics
of the total sample and the two pain control
groups are summarized in Table 2. Of the 224
patients, 52.2% were women, with a mean age
of 60.7 years (standard deviation [SD] =12.3
years). Almost two-thirds of the sample
(65.0%) were married and 96.8% were not
working. Only 22.8% had a college or university
education. The mean length of time since the
cancer diagnosis was 2.1 years (SD = 3.5 years),
and the mean number of comorbidities was 1.1
(SD =1.1). The most prevalent cancer diagno-
ses were gastrointestinal (14.7%), gynecologic
(13.8%), and lung (12.1%). Two-thirds of the
patients had metastatic disease. The patients
reported their own mean health status as 38.3
(SD =25.3), and their mean KPS score was
64.9 (SD =15.6).

No differences were found between the two
pain groups in any demographic or clinical
characteristics except KPS scores and global
health status. Patients in the moderate to se-
vere pain group had a significantly lower KPS

Table 1
Results of the MANOVA to Determine the
Optimal Single Cutpoint Using Worst Pain
Intensity Scores and the Interference Items
From the BPI

Pillai’s trace Wilk’s lambda Hotelling’s trace

Cutpoint Rank ' Rank F Rank r
Worst pain
CP3 3 5748 3 5.748 3 5.748
CP 4 1 7191 1 7.191 1 7.191
CP 5 4 5552 4 5.552 4 5.552
CP 6 2 6.101 2 6.101 2 6.101
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Table 2

Differences in Demographic and Clinical Characteristics Between the Two Pain Groups

Total Sample (n=224) Mild (r=99)“ Moderate to Severe (n= 125)°
Characteristics Mean (SD) Mean (SD) Mean (SD) Statistics *
Age (years) 60.7 (12.3) 62.4 (11.1) 59.3 (13.0) t=1.86, P=0.06
Number of comorbidities 1.1 (1.1) 0.9 (1.0) 1.2 (1.1) t=-2.01, P=0.05
KPS 64.9 (15.6) 67.2 (14.7) 63.0 (16.1) t=2.05, P=0.04
Length of time since 2.1 (3.5) 2.6 (4.3) 1.7 (2.8) t=1.81, P=0.07
diagnosis (years)
Global health status 38.3 (25.3) 46.6 (23.6) 31.7 (24.7) t=4.59, P<0.0001
Gender (%)
Male 47.8 53.5 43.2 x2=2.37, P=0.14
Female 52.2 46.5 56.8
Marital status (%)
Married 65.0 66.7 63.6 +x2=0.35, P=0.84
Not married 22.6 22.2 22.9
Widow,/widower 12.4 11.1 13.6
Education (%)
Primary school 62.3 65.7 59.5 x*>=0.93, P=0.63
Secondary school 14.9 14.1 15.5
College/university 22.8 20.2 25.0
Employment status (%)
Not working 96.8 96.0 97.4 'X.2 =0.37, P=0.71
Work full/part-time 3.2 4.0 2.6
Cancer diagnosis (%)
Other 23.7 19.2 27.2 +%2=9.63, P=0.38
Gastrointestinal 14.7 19.2 11.2
Gynecologic 13.8 12.1 15.2
Lung 12.1 12.1 12.0
Prostate 9.4 13.1 6.4
Breast 9.4 9.1 9.6
Urological 4.9 5.1 4.8
Hematological 4.0 3.0 4.8
Multiple causes 4.0 5.1 3.2
Unknown origin 4.0 2.0 5.6
Presence of metastatic
disease (%)
Yes 69.6 70.7 68.8 x*=0.10, P=0.77
No 30.4 29.3 31.2

KPS = Karnofsky Performance Status.
“Mild pain = worst pain intensity < 4.
Moderate to severe pain = worst pain intensity > 4.

“Numbers in boldface are statistically significant (P < 0.05).

score (P=0.04) and rated their global health
status significantly lower (P < 0.0001).

Differences in Pain Characteristics Between
the Pain Groups

As expected, significant differences were
found between the two pain groups on all
the pain intensity scores and pain interference
items (Table 3). In addition, patients with
moderate to severe pain were more likely to
report BTP (P=0.003).

Differences in Coping Strategies, Individual
Items on the Catastrophizing Subscale,
and Active/Passive Coping Between
the Pain Groups

As shown in Table 4, no differences were
found among the two pain groups on any of

the subscales of the CSQ), except catastrophiz-
ing (P<0.001). The moderate to severe pain
group scored significantly higher on the cata-
strophizing subscale as well as on five of the
six individual items from this subscale
(all Ps<0.05). In addition, the moderate to
severe pain group scored significantly higher
on the passive coping sum score (P=10.02).

Discussion

To our knowledge, this study is the first to
compare the use of pain coping strategies
between oncology inpatients with mild vs.
moderate to severe pain. It is interesting to
note that the only difference in the use of var-
ious pain coping strategies between the two
pain groups was on the catastrophizing
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Table 3
Differences in Pain Characteristics Between the Two Pain Groups
Total Sample Mild Moderate to Severe
Characteristics (n=224) (n=99)“ (n=125)" Statistics *
Patients with BTP n (%) n (%) n (%)
Yes 180 (80.7) 71 (71.7) 109 (87.9) %x%2=19.27, P=10.003
No 43 (19.3) 98 (28.3) 15 (12.1)
Pain intensity Mean (SD) Mean (SD) Mean (SD)
Pain now 2.7 (2.2) 1.4 (1.2) 3.7 (2.4) t=—9.37, P<0.0001
Least pain 1.9 (1.7) 1.1 (1.1) 2.5 (1.8) t=—"7.38, P<0.0001
Average pain 4.3 (2.4) 3.2 (2.4) 5.1 (2.0) t=—6.49, P<0.0001
Worst pain 5.1 (2.6) 2.6 (1.4) 7.0 (1.5) t=—23.20, P< 0.0001
Percentage of pain relief 68.7 (24.2) 76.7 (25.0) 62.2 (21.5) t=4.56, P<0.0001
Total pain interference score 4.4 (24) 3.2 (2.3) 5.2 (2.1) t=—6.82, P<0.0001
Pain interference daily activity 5.7 (3.3) 4.1 (3.1) 6.9 (2.9) = —17.21 P<0.0001
Pain interference mood 3.8 (3.1) 2.7 (2.9) 4.6 (3.1) t=—4.69, P<0.0001
Pain interference ability walk 4.3 (3.7) 3.1 (3.4) 5.2 (8.7) t=—4.33, P<0.0001
Pain interference work 6.5 (3.7) 5.2 (8.7) 7.6 (3.4) t=—4.89, P<0.0001
Pain interference relations to other 3.0 (3.1) 2.2 (3.0) 3.6 (3.0) t=—3.56, P<0.0001
Pain interference sleep 3.5 (3.3) 2.4 (2.9) 4.4 (3.4) t=—4.80, P<0.0001
Pain interference enjoyment of life 3.8 (3.3) 3.0 (3.2) 4.4 (3.3) t=—3.10, P=0.002

“Mild pain = worst pain intensity = 4.
"Moderate to severe pain = worst pain intensity > 4.
"Numbers in boldface are statistically significant (P < 0.05).

subscale of the CSQ. The difference in cata-
strophizing scores between the patients with
mild and moderate to severe pain equates
with a moderate effect size (i.e., d=0.49,
where d is the difference between the two
means in standard deviation units),*® which
suggests that this difference is clinically mean-
ingful.*! This finding is consistent with
previous reports in patients with chronic non-
cancer pain.9’27’28

In this sample of hospitalized patients in the
palliative phase of their illness, the cutpoint of
4 between mild and moderate to severe pain is
consistent with previous reports in oncology
patients.”® The creation of these cutpoints is
based on significant changes in interference
with routine activities caused by cancer pain.
In fact, an examination of differences in the
various interference items between the moder-
ate to severe vs. mild pain groups showed
medium to large effect size that ranged from
d=0.42 to d=0.85, which suggests clinically
meaningful differences in function. In addi-
tion, the global health status between the
mild and moderate pain group vs. severe
pain group showed medium effect size
(i.e., d=0.59).

An evaluation of between-group differences
on the individual items of the catastrophizing
subscale found that patients with moderate to
severe pain scored higher on all but one
item. The largest between-group differences

were on the items “I feel life isn’t worth living,”
“It is awful and I feel that it overwhelms me,”
and “I feel I can’t stand it anymore” (i.e., all
d’s > 0.30). These statements may reflect the
emotional distress that these patients are expe-
riencing and may be partially explained by the
mean worst pain intensity score of 7.0 reported
by patients in the moderate to severe pain
group compared with only 2.6 reported by
patients in the mild pain group.

It is interesting to note that no between-
group differences were found with the CSQ
item “I worry all the time about whether it
will end.” Why no differences were found on
this item are not readily apparent but may re-
flect the anxiety that both groups of patients
are feeling related to the hospitalization or to
the stage of their disease. This idea is consis-
tent with the work by Turk et al.,42 who found
that cancer patients with or without metastases
appeared to think and worry more about pain,
avoid activities to prevent the initiation of
pain, and generally feel more hopeless than
patients with noncancer-related pain.

The oncology patients with moderate to
severe pain use more passive coping strategies
(i.e., catastrophizing and praying/hoping)
than the patients with mild pain. This finding
is consistent with previous reports of patients
with noncancer pain.”” In addition, Watkins
et al.'' found, in a sample of patients with
rheumatoid arthritis (RA), that pain severity
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Table 4

Differences in Pain Coping Strategies and Catastrophizing Between the Two Pain Groups

Total Sample

Moderate to

(n=206) Mild (n=95)" Severe (n=111)"
Mean (SD) Mean (SD) Mean (SD) Statistics *
Coping strategies
Diverting attention (0—36) 14.3 (8.5) 13.7 (8.4) 14.8 (8.5) t=—0.85, P=0.40
Reinterpreting pain sensation (0—36) 6.9 (7.2) 6.6 (7.4) 7.1 (7.03) t=-0.49, P=0.62
Coping self-statements (0—36) 18.9 (7.9) 17.7 (8.3) 19.9 (7.5) t=-1.96, P=0.05
Ignoring sensations (0—36) 11.8 (7.3) 11.4 (6.8) 12.2 (7.8) t=-0.87, P=0.38
Praying/hoping (0—36) 19.1 (8.4) 18.8 (8.6) 19.2 (8.4) t=-0.34, P=0.73
Catastrophizing (0—36) 11.4 (7.3) 9.5 (6.4) 13.1 (7.7) t=—3.54, P<0.001
Increase behavioral activities (0—36) 13.7 (7.5) 13.7 (7.7) 18.7 (7.3) t=-0.01, P=0.99
Control over pain (0—6) 4.5 (1.4) 4.6 (1.3) 4.4 (1.5) t=-0.92, P=0.36
Able to decrease pain (0—6) 4.2 (1.4) 4.4 (1.2) 4.1 (1.5) t=-0.63, P=0.10
Catastrophizing items
CSQ 5: It is terrible and I feel it’s never 1.6 (1.9) 1.3 (1.8) 1.8 (2.0) MW= —2.02, P=0.04
going to get any better (0—6)
CSQ 12: It is awful and I feel that it 2.5 (1.9) 2.1 (1.8) 2.8 (1.9) MW= —2.45, P=0.01
overwhelms me (0—6)
CSQ 14: 1 feel my life isn’t worth living (0—6) 1.1 (1.7) 0.72 (1.4) 1.4 (1.9) MW = —3.04, P=0.002
CSQ 28: I worry all the time about 2.1 (2.0) 1.9 (1.9) 2.3 (2.1) MW = —-1.51, P=0.13
whether it will end (0—6)
CSQ 38: I feel I can’t stand it anymore (0—6) 2.2 (1.9) 1.8 (1.9) 2.5 (2.0) MW = —2.37, P=10.02
CSQ 42: 1 feel like I can’t go on (0—6) 2.0 (1.8) 1.7 (1.8) 2.2 (1.7) MW = —2.14, P=10.03
Active coping sum score (0—180) 65.8 (29.8) 63.2 (30.4) 68.0 (29.2) t=-1.14, P=0.26
Passive coping sum score (0—72) 30.4 (12.4) 28.3 (11.5) 34.9 (30.3) t=—2.30, P=0.02

t= ttest; MW = Mann-Whitney test.

“Mild pain = worst pain intensity < 4.

"Moderate to severe pain = worst pain intensity > 4.
“Numbers in boldface are statistically significant (P < 0.05).

was a significant predictor of the use of differ-
ent types of pain coping strategies. These pa-
tients reported that when their RA pain was
mild, they used more active coping strategies.
When their RA pain was severe, they used the
more passive or internal types of coping
strategies.

In this sample of oncology inpatients, both
pain groups had high and similar scores on
the hoping/praying subscale. Therefore, the
catastrophizing subscale responses explained
most of the difference in the passive coping
score. As noted by Snow-Turek et al.,*’ although
praying/hoping is considered a passive coping
strategy, praying/hoping for pain relief may
be an active coping strategy for some patients.
Because the praying/hoping score is so high
in both pain groups in the present study, this
finding warrants additional investigation.

As shown in Table 5, the CSQ scores in this
sample of oncology patients are similar to
those reported by patients with noncancer
pain for six of the seven subscales (i.e.,
d<0.30). The only relatively large difference
was found in the CSQ subscale of “increase be-
havioral activities” that equated with

a moderate effect size (i.e., d=0.37). It is pos-
sible that the decreased use of behavioral activ-
ities in the oncology patients in this sample was
due to the severity of their pain or the limita-
tions in function associated with their cancer.
In contrast, these oncology inpatients reported
higher scores on the two effectiveness items
(effect size = 1), which may reflect that these
patients were using opioid analgesics and
were hospitalized.

When this sample of oncology inpatients’
CSQ scores was compared with those of oncol-
ogy outpatients,”'7** the Catastrophizing
subscale score was higher in inpatients (i.e.,
d=0.30) (Table 5). This difference may be
related to the clinical setting and not to differ-
ences in demographic, clinical, or pain charac-
teristics because the studies of oncology
outpatients recruited heterogeneous samples
at various stages of their disease and with
variable pain intensity scores. Because of this
heterogeneity, definitive conclusions cannot
be drawn about differences in CSQ scores be-
tween inpatients and outpatients. The inpa-
tients also reported higher scores on the
items “control over pain” (i.e., d=0.71) and
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Table 5
Comparison of Coping Strategies Questionnaire Subscale Scores Between Oncology Inpatients with Cancer
Pain and Other Published Studies

Total Sample of
Oncology Inpatients

Lai et al.®®
Weighted Means of

Weighted Mean Score
Across Oncology

Weighted Mean Score
Across Noncancer

(n=206) Inpatients (n=30)*  Outpatient Studies’ Outpatient Studies”
Coping Strategies Mean (SD) Mean Mean Mean
Diverting attention 14.3 (8.5) 15.5¢ 15.5
Reinterpreting pain sensation 9 (7.2) 6.7 6.5
Coping self-statements 18.9 (7.9) 18.4¢ 20.6
Ignoring sensations 11.8 (7.3) 12.8¢ 134
Praying/hoping 19.1 (8.4) 17.9¢ 17.1
Catastrophizing 11.4 (7.3) 18.1 9.2 12.7
Increase behavioral activities 13.7 (7.5) 15.8¢ 16.5
Control over pain 4.5 (1.4) 2.3 3.5/ 2.4
Able to decrease pain 4.2 (1.4) 2.2 3.4/ 2.8

"Welghted means from experimental group (n=15) and control group (n=15).
'Welghted means are weighted by the sample size of each of the studies cited.
n = 620; weighted means are welghted from ﬁve samples of chromc pain patients (Lawson et al., 1990) used in the scoring manual for CSQ.

Ip =298 (Barkwell Gaston_]ohansson et al;'® Wilkie and Keefe!?).

n =328 (Barkwell;'” Gaslon]ohamson et al;!

n =228 (Gaston-Johansson et al;! NOVy et al;** Wilkie and Keefe'?).

“able to decrease pain” (i.e., d=0.57) com-
pared with the outpatients, which may reflect
that they may feel greater control over pain
when they are in a hospital setting surrounded
by qualified professionals.

The two most frequently used pain coping
strategies in this sample of inpatients were
“praying/hoping” and “coping self-state-
ments,” whereas “reinterpreting pain sensa-
tions” was the least used strategy. These
findings are similar both to studies of oncology
outpatients and patients with noncancer pain
(Table 5). In addition, the use of prayer is con-
sistent with the work by Zaza et al.,** who
found that praying was the strategy most used
by oncology outpatients to cope with their
cancer.

This sample of oncology inpatients from
Norway with pain reported lower scores on
the catastrophizing subscale of the CSQ (i.e.,
d=0.91), as well as higher scores on both of
the effectiveness items (i.e., “control over
pain” [d=1.57] and “able to decrease pain”
[d=1.43]), compared with a sample of
inpatients in Taiwan.?” These differences may
be explained by the fact that compared with
Norwegian patients, the Taiwanese patients
were younger, had metastatic disease, and had
more severe pain. However, the differences be-
tween the two samples may reflect cultural dif-
ferences in pain beliefs and in the use of pain
coping strategies. In addition, studies have
shown that hospitalized patients in Taiwan

Novy et al;?? Wllkle and Keefe'?).

with pain have very low levels of perceived
control over their pain® and have moderate
to high levels of pain catastrophizing
thoughts.*”

In summary, the one subscale that seems
most related to pain severity in Norwegian in-
patients is catastrophizing. Several studies
have suggested that cancer and noncancer
pain may be more similar in terms of the psy-
chosocial dimensions of the pain than previ-
ously thought.?"**** However, other authors
have suggested that patients with cancer and
noncancer pain may differ on their use of cat-
astrophizing.”® In two studies that compared
levels of catastrophizing in patients with can-
cer and noncancer pain, one* found no dif-
ferences in levels of catastrophizing, whereas
the other®® found that patients with cancer
pain reported lower levels of catastrophizing
than those with noncancer pain.

Several limitations of this study must be
noted. First, the entire sample was inpatients,
and all were taking opioid analgesics for their
pain. Therefore, the findings may not be
generalizable to all oncology patients with
pain. Second, because the patients in this
study were fairly ill, only a limited number of
pain characteristics were evaluated. Future
studies need to include additional pain charac-
teristics (e.g., distress associated with pain,
self-efficacy) and other psychosocial variables
that may mediate or moderate the relation-
ships between coping and pain.
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