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Abstract

The purpose of the study was to develop and preliminarily test the feasibility, validity,
reliability, and factor structures of the Pain Opioid Analgesics Beliefs Scale—Cancer
(POABS-CA) in hospitalized adults diagnosed with cancer in Taiwan. This scale was
developed in three phases. In Phase 1, item development was based on qualitative analysis as
well as a review of the literature. Face validity, content validity, and feasibility were also
evaluated. In Phase I, internal consistency reliability was further tested in 42 subjects with
pain. In Phase 111, test-retest veliability, internal consistency, and essential construct validity
were further assessed in a sample of 361 hospitalized cancer patients with pain. The POABS-
CA evolved from testing as a 10-item 5-point Likert-type instrument. Higher scores indicated
more negative beliefs regarding opioids and their use in managing pain. Satisfactory face
validity and content validity were found. The POABS-CA was also shown to be a reliable and
stable pain belief scale, with Cronbach’s alpha and test-retest reliability of 0.70 and 0.94,
respectively. Two factors, namely pain endurance beliefs and negative effect beliefs, were
extracted from the principal component factor analysis to support the construct validity. In
conclusion, preliminary evidence indicates the POABS-CA is a reliable, stable, valid and
easily applied scale for assessing beliefs regarding opioid use for cancer pain. Further studies
should test this scale in different populations to increase its applications in cancer pain
management. ] Pain Symptom Manage 2003;25:376-385. © 2003 U.S. Cancer Pain
Relief Committee. Published by Elsevier. All rights reserved.
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Cancer has been the leading cause of death
in Taiwan since 1982. Pain is one of the major
problems faced by these cancer patients. More
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than 36% of newly diagnosed Taiwanese can-
cer patients' and 85% of hospice patients? have
reported pain problems. The high incidence
of cancer pain in Taiwan suggests that it is not
well controlled. Among the factors influencing
effective cancer pain control, misconceptions
or negative pain beliefs regarding analgesics,
especially opioids, and their use have been
identified as the major barriers across various
populations, including patients, family caregiv-
ers, and health care professionals.?

According to cognitive-behavioral pain the-
ory,*® pain beliefs represent a patient’s thoughts
(cognition) about and appraisal of a pain ex-
perience. Empirical studies suggest that selec-
tive pain beliefs influence a person’s reaction
to, coping with, or adjustment to pain.®!° Neg-
ative beliefs (misconceptions) regarding opi-
oids, the most important analgesics for treating
moderate to severe cancer pain, may therefore
influence patients’ use of, and health care pro-
viders’ prescription of or administration of these
types of medication.

Negative beliefs about opioids and their use,
which have commonly been described by the
general public, cancer patients, and their fam-
ily caregivers, include concerns about side ef-
fects, addiction, and drug tolerance.'-2° These
beliefs also include the negative implications
ascribed to using opioids, such as the connec-
tion between their use and end of life.!% 16,18, 21

Despite the availability of professional pain
management guidelines,® ?2 negative beliefs (mis-
conceptions) about opioids are still a major con-
cern of health care providers when dealing with
cancer pain.?® For example, misunderstandings
about morphine tolerance?! and concerns about
the side effects of opioids have been found in a
study of physicians’ attitudes and beliefs about
the use of morphine.?® Similar results have also
been found in nurses’ attitudes and knowledge
regarding cancer pain management®?7 and in
Taiwan among physicians,® student nurses® and
nurses.?’ Misconceptions among health care
professionals have led to inappropriate deci-
sions in prescribing or administering opioids.
For example, Weiss et al.®! found that physi-
cians and nurses tended to overestimate the
probability of addiction and therefore to delay
using opioid analgesics. Dalton? found that
nurses’ pain knowledge and pain beliefs influ-
enced their use of interventions to manage
pain in cancer patients.

Social and cultural values or beliefs can also
influence a patient’s or a care provider’s reac-
tions to pain and affect their use of opioids.
Pain is more likely to be endured in cultures
where stoicism is valued? or expression of feel-
ings is not encouraged, such as in Chinese cul-
tures influenced by Confucian thought.?
Because of these beliefs, Chinese patients avoid
taking or lower their dose of pain medication.?33
Studies in Hong Kong?®-37 and Taiwan!® have
shown that Chinese cancer patients believe
that enduring pain is necessary. Chinese health
care providers might also expect patients to en-
dure pain.

Because a team approach, including patients,
family caregivers, physicians, nurses, etc., is rec-
ognized as the key to successful management
of pain, beliefs of all team members regarding
opioids can influence pain control outcomes,
and should be assessed. Several instruments have
been developed to test beliefs, concerns or atti-
tudes about pain, each with its unique strength
for various populations. For example, instru-
ments are available to assess patient and family
caregiver concerns (barriers) about cancer pain
and using analgesics,'* family caregivers’ pain
experiences,®® nurses’ knowledge or attitudes
related to pain,® and physicians’ attitudes to-
wards pain.?* However, the above mentioned
instruments have only targeted particular pop-
ulations. A pain belief scale that can assess
negative beliefs about opioids in various popu-
lations can be further used to compare differ-
ences in beliefs and to identify possible gaps in
beliefs about the use of opioids, and therefore
to increase the consistency of using opioids.
These factors point to the need for an instru-
ment that can be used across different popula-
tions.

In addition, most existing pain belief instru-
ments assess misconceptions about analgesics,
but do not specifically measure beliefs regard-
ing opioids, which we believe are the major
concern of many people in cancer pain man-
agement. For example, in Taiwan, the Barrier
Questionnaire-Taiwanese version (BQT)! has
been used to assess patients’ and families’ con-
cerns about using analgesics. However, this in-
strument does not specify pain medicines as
“opioids,” which are a major concern for many
patients and family caregivers. Clinical observa-
tion indicates that many patients may not ob-
ject to using nonopioid analgesics, but are re-
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luctant to accept opioid treatment for their
pain because of misconceptions about opi-
oids. Therefore, a specific assessment of such
misconceptions can provide more precise data
and lead to more specific and effective pain
management interventions. Furthermore, some
items on scales developed for assessing patients’
or family caregivers’ pain beliefs target specific
side effects or complications related to analge-
sics, such as confusion, drowsiness, respiratory
suppression, urinary difficulty, and constipa-
tion.?’ Inexperienced patients or family care-
givers may not know the specific side effects of
opioids or analgesics and may have difficulty
responding. Also, questions about specific side
effects would not be appropriate for pretreat-
ment pain assessment.

Before Phase III of the present study, the first
author examined some psychometric characteris-
tics of a brief pain beliefs scale, Pain Opioid Anal-
gesics Beliefs Scale-Cancer (POABS-CA).*® That
study, however, had major limitations; it lacked
determinations of testretest reliability and con-
struct validity, had relatively few subjects, and
the POABS-CA subscales*’ had relatively low in-
ternal consistency reliability. We therefore de-
signed the present study to provide more com-
prehensive and precise information about the
psychometrics of the POABS-CA.

Our study aims were to (1) develop a brief
pain beliefs scale, Pain Opioid Analgesics Beliefs
Scale-Cancer (POABS-CA), (2) explore the feasi-
bility, face validity, and content validity of the
POABS-CA, and (3) begin to examine the in-
ternal consistency reliability, testretest reliability,
and construct validity of the POABS-CA for pa-
tients.

Methods and Results

A three-phase psychometric analysis was done
to develop and test the reliability and validity of
the POABS-CA using convenience sampling. Eli-
gible subjects were hospitalized adult cancer pa-
tients recruited from four medical centers in
Taipei who (1) knew their diagnoses, (2) had
cancerrelated pain during the week of the study
interview, (3) could verbally express them-
selves, and (4) agreed to participate in the
study. Institutional Review Board approval was
obtained for the three phases.

Phase I: Item Generation, Content Validity and
Face Validity

The specific aims in Phase I were to develop
the POABS-CA items, to examine the face va-
lidity of the initial version of the POABS-CA, and
to evaluate it by Content Validity Index (CVI).#!
Although existing research has pointed out some
concerns (beliefs) about using analgesics, we
do not know if culture can influence beliefs
about using opioids. Therefore, in addition to
reviewing the literature on barriers to pain
management, we interviewed Taiwanese patients
about opioid use and analyzed their narratives
for item development. The qualitative data pro-
vided a better understanding of these patients’
beliefs about opioids. These data were also used
to validate the appropriateness of using the ex-
isting literature to formulate the POABS-CA
items.

One open-ended question, preceded by an
explanation of terms, was asked of 10 eligible
patients: “Opioid analgesics are one of the
commonly used pain medicines in cancer pa-
tients. Opioid analgesics are also called nar-
cotic analgesics; an example is morphine-like
pain medicine. What are your thoughts or be-
liefs about opioid analgesics used in cancer
pain?” Because most patients were reluctant to
have their interviews tape-recorded, two oncol-
ogy nurses interviewed subjects together so that
one could write down responses as the patient
spoke. The data were then independently ana-
lyzed by two master’s-prepared nurses trained
in content analysis. The average congruency rate
was 88%. Two themes were found in the data:
beliefs about “negative effects of opioids” and
“enduring pain.” We defined the negative ef-
fects of opioids as negative thoughts regarding
opioids and connecting opioids to a negative
disease outcome.

The qualitative content found in the pa-
tients’ comments on “negative effect of opi-
oids” was basically similar to the existing litera-
ture on barriers to pain management;? the use
of opioids was believed to have negative effects
on the body or opioid use was linked to nega-
tive disease outcome. The second theme, “pain
endurance” was particularly evident as an im-
portant pain belief for nine of the ten patients.
Some patients even mentioned that their nurses
or physicians had suggested that they endure
pain for various reasons. Although the current
study did not directly examine this issue among
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health care providers, the patients’ narrative data
imply that some health care professionals may
have pain endurance beliefs and expect patients
to endure pain. Pain endurance beliefs in both
Chinese health care professionals and patients
might reflect a cultural belief influenced by Con-
fucian thought, which does not value express-
ing physical or emotional distress to other.?* Ex-
isting instruments, however, put relatively little
emphasis on directly measuring belief about pain
endurance.

Based on the qualitative findings and the ex-
isting literature, we used these two themes to
frame the POABS-CA with two major belief sub-
scales: (1) negative effect beliefs and (2) pain
endurance beliefs. Negative effect beliefs are
beliefs that using opioids for cancer pain can
impair one’s health and/or implies a negative
health outcome. Pain endurance beliefs are be-
liefs that one should tolerate as much pain as
possible. Based on these two themes, 14 items
were developed by three clinically experienced
master’s-prepared oncology nurses. All items
in the POABS-CA were developed using nega-
tive phraseology because this phrasing resem-
bled how people usually described their beliefs
about opioids.

The original POABS-CA was a 14-item, 5-point
Likert-type scale ranging from 0 (“strongly dis-
agree”) to 4 (“strongly agree”). The higher the
score, the more negative the belief about using
opioid analgesics for cancer pain, and the stron-
ger the belief that pain should be endured.
Content Validity Index (CVI)* was used by
seven pain management experts (two oncolo-
gists, two anesthesiologists, and three master’s-
prepared oncology nurses) to examine content
relevance and clarity of wording. The CVI
ranged from 86% to 100%.

Face validity of the POABS-CA was examined
by another ten eligible subjects. To increase
the readability of the scale and make it appro-
priate for a variety of populations including pa-
tients, family members, and health care provid-
ers, the term “opioid” was defined in the tool
instructions as “opioids (or opioid medicines)
are also called narcotics by some people.” Face
validity was supported by the subjects’ confir-
mation that the POABS-CA reflected their be-
liefs about opioid analgesics for cancer pain.
Based on the suggestions of five of the ten pa-
tients, two redundant items were deleted. Twelve
items were kept at the end of Phase I.

Phase II: Pilot Test of the Feasibility and
Reliability of the POABS-CA

Pilot data were collected using a conve-
nience sample of 42 cancer patients recruited
from one oncology inpatient ward of a large
medical center in Taipei. Pain beliefs were
measured by the POABS-CA and a demo-
graphic data form. Pain intensity was assessed
using a 0 (“no pain”) to 10 (“pain as bad as it
could possibly be”) numerical rating scale. Fea-
sibility of the POABS-CA was assessed by calcu-
lating the time subjects took to complete the
scale.

The patients took only 3 to 8 minutes to
complete the scale, and mentioned that they
found the POABS-CA to be easily understood,
with clear wording and easy to answer ques-
tions. Cronbach’s alpha for the POABS-CA was
0.85, which meets the suggested criterion (al-
pha > 0.70) for adequate internal consistency
reliability.*! The results of “item to total corre-
lation” met the 0.30 criterion,* except for one
item (“Pain is an inevitable symptom of can-
cer”), which was dropped. Eleven items were
kept at the end of Phase II.

Phase I1I: Reliability and Construct Validity

The specific aims in Phase III were to (1) test
the internal consistency reliability and test-
retest reliability, (2) preliminarily examine the
construct validity by using factor analysis, Pear-
son’s correlation and t-test.

Factor analysis was used to examine the con-
sistency of the proposed beliefs subscales and
factors extracted from the current study. Pear-
son’s r was calculated to analyze the relation-
ship among these two beliefs, and criterion-
related variables, including age, years of formal
education, gender, and pain intensity. These
criterion variables were selected because they
showed relatively consistent empirical findings
supporting their relationship to pain beliefs.

Previous research suggested that older and
less educated patients!'**3 or family caregivers!¥2
tended to have more concerns (misconcep-
tions) about pain medicine. These people are
also likely to endure pain.** Research also sug-
gests that gender might influence patients’ be-
liefs about analgesics. For example, Ward et al.#®
found that female patients were more con-
cerned about side effects of analgesics than
male patients. From our clinical observations
in Taiwan, male patients tend to endure or not
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Table 1
Demographic and Disease Characteristics of
Patients (n = 361)

Mean (SD) n  Percent

Characteristics

Age (years) 52.6 (14.4)

Education
Iliterate 28 3
Elementary school 98 27
High school 132 37
College or graduate school 103 28

Gender
Male 201 56
Female 160 44

Diagnosis
Lung cancer 85 24
Primary liver cancer 49 14
Breast cancer 44 12
Gastric cancer 25 7
Colorectal cancer 22
Nasopharyngeal cancer 21 6
Esophageal cancer 18 5
Head and neck cancer 17 5
Cervical cancer 16 4
Lymphoma 15 4
Sarcoma 11 3
Others 38 10

to express pain more than female patients.
Studies have also suggested that patients with
more concerns (misconceptions) about anal-
gesics have higher pain intensity than those
who do not.!"*19% Persons with more pain en-
durance beliefs are assumed to have higher
pain intensity because they have more pain.

A total of 361 patients were recruited by
purposive sampling from the cancer inpatient

wards at five medical centers in Taiwan. The
subjects’ age, education level, and cancer diag-
noses (Table 1) generally reflected the na-
tional picture of the Taiwanese cancer popula-
tion, except for gender. A slightly higher percent
of males was involved because one data collec-
tion site was a veterans’ hospital. The average
pain intensity was 3.92 (SD = 2.07) and the
worst pain intensity was 7.07 (SD = 2.40).

Reliability of the POABS-CA Total Scale

All item to total correlations of the 11-item
POABS-CA were above 0.30, except for “Can-
cer pain can not be completely relieved” (r =
0.18) and “An adult should endure as much
pain as possible” (r = 0.23). The former was
deleted but the latter was kept because of its
clinical usefulness, and the POABS-CA became
a 10-item instrument.

The POABS-CA is shown in Table 2. Cron-
bach’s alpha for the 10-item POABS-CA was re-
calculated as 0.70 (Table 3). Although two
items still had item to total correlations of only
0.20 to 30, all 10 items were retained because
of their clinical usefulness in assessing pain be-
liefs about opioid and endurance.

Preliminary Construct Validity and
Subscale Reliability

Principal component analysis with oblique ro-
tation was performed to examine the factor
structures of the POABS-CA. Criteria used to
select factors included (1) eigenvalue of one

Pain Opioid Analgesics Belief Scale—Cancer (POABS-CA)

In the following 10 statements, we ask for your beliefs about the use of opioids in cancer pain. Opioids or opioid medicines are
also called narcotics by some people. Please circle the number that best shows your belief about opioid medicine and its use.

0 = I strongly disagree.

1 = I disagree.

2 = I neither agree nor disagree.
3 = I agree.

4 = I strongly agree.

. Opioid medicine is not good for a person’s body.

Opioid medicines cause many side effects.

. Adults should not ask frequently for pain medicine.

00 N O UL Lo RO —

on the medicine forever.

9. If a person starts to use opioid medicine at too early a stage, the medicine will have less of an

effect later.
10. An adult should endure as much pain as possible.

. Opioid medicine should only be used at the last stage of an illness.
. If a person starts to use opioid medicine, it means health is already in serious condition.

Side effects caused by opioid medicine are not easy to handle.

. Adult patients should not use opioid medicine frequently.
. The more opioid medicine a person uses, the greater the possibility that he or she might rely

0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
0 1 2 3 4
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Mean Item Scores and Item to Total Correlations for the POABS-CA (n = 361)

Item to total

Items Mean  SD Correlation
1. Opioid medicine is not good for a person’s body. 2.86  0.63 0.28
2. Opioid medicine should only be used at the last stage of an illness. 2.21 0.90 0.39
3. If a person starts to use opioid medicine, it means health is already in serious condition. 240  0.83 0.37
4. Opioid medicines cause many side effects. 2.66  0.65 0.37
5. Side effects caused by opioid medicine are not easy to handle. 2.32 0.67 0.41
6. Adults should not ask frequently for pain medicine. 244 094 0.35
7. Adult patients should not use opioid medicine frequently. 2.60 0.86 0.44
8. The more opioid medicine a person uses, the greater the possibility that he or she might 2.68  0.73 0.41
rely on the medicine forever.
9. If a person starts to use opioid medicine at too early a stage, the medicine will have less of an 2.68  0.62 0.35
effect later.
10. An adult should endure as much pain as possible. 2.33 1.03 0.23

Note. Theoretical Scoring Range: 0—4, the higher the score, the more negative the belief.

or above and (2) factor loading greater than
0.30.% The POABS-CA indicated a two-factor
structure, which supported the original two-
subscale design (Table 4). These two factors
could be differentiated by their loading of each
item, but with a moderate level of correlation
(r = 0.23). Factor 1 represented negative effect
beliefs and included seven items that reflect
and fit the original item arrangement. Factor 2
included three items and also supported the
original arrangement of these items under the
“pain endurance belief” factor. Factor 1 ex-
plained 18.7% of the variance, and factor 2 ex-
plained 16.4%, accounting for 35.1% of the to-
tal variance.

Pearson’s product moment correlation was
calculated among the POABS-CA subscales and
criterion variables of age, years of education,

and pain intensity (Table 5). Gender differ-
ences in these beliefs were analyzed by #test.
Age and education were not significantly corre-
lated to negative effect beliefs. No gender dif-
ference was found in negative effect beliefs. Pa-
tients with higher negative effect beliefs had
higher pain intensity on average (r = 0.14, P <
0.01). As expected, older and less educated per-
sons had higher pain endurance beliefs, with
r = 0.26 (P<0.0001) and —0.23 (P < 0.0001),
respectively. Male patients believed more in the
value of enduring pain (Mean = 2.57, SD = 0.77)
than females (Mean = 2.32, SD = 0.57)(t =
—3.08, df = 359, P < 0.005). Least pain inten-
sity was correlated to patients’ pain endurance
beliefs (r = 0.10, P < 0.05).

The internal consistency reliabilities for the
POABS-CA overall, its negative effect beliefs

Two-Factor Solution with Oblique Rotation of the POABS-CA (n = 361)

Factor Loading

Subscale Item Factor 1 Factor 2
Negative® 5. Side effects caused by opioid medicine are not easy to handle 0.61 —0.01
Negative 4. Opioid medicines cause many side effects. 0.58 —0.09
Negative 2. Opioid medicine should only be used at last stage of an illness. 0.53 0.02
Negative 8. The more opioid medicine a person uses, the greater the possibility

that he or she might rely on the medicine forever. 0.52 0.10
Negative 3. If a person starts to use opioid medicine, it means health is already in

serious condition. 0.52 —0.02
Negative 9. If a person starts to use opioid medicine at too early a stage, the medicine will

have less of an effect later. 0.52 0.04
Negative 1. Opioid medicine is not good for a person’s body. 0.50 0.03
Endure® 6. Adults should not ask frequently for pain medicine. —0.05 0.81
Endure 7. Adult patients should not use opioid medicine frequently. 0.05 0.80
Endure 10. An adult should endure as much pain as possible. —0.03 0.48

“Negative effect belief.
*Pain endurance belief.
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Table 5
Bivariate Correlations Among POABS-CA Subscales, Age, Education and Pain Intensity (n = 361)

Pain Intensity Worst Pain Least Pain
Variables Age Education on Average Intensity Intensity
Negative Effect Belief —0.08 0.01 0.14¢ —0.02 0.07
Pain Endurance Belief 0.26° —0.23¢ —0.01 —0.09 0.10¢
“P<0.001.
*P<0.0001.
‘P <0.005.

subscale, and pain endurance beliefs subscale
were 0.70, 0.70, and 0.75, respectively. A test-
retest reliability over a 3-day interval was mea-
sured, but only 101 of the 361 subjects (30%)
completed the retest. Some subjects had been
discharged from the hospital before the retest
(41%); some did not participate in the retest
because they were too ill or had lost conscious-
ness (17%); some family members insisted that
patients needed more rest rather than another
test (7%), and 18 patients died (5%). Test-
retest reliability was 0.94.

To better understand patients’ beliefs about
the negative effects of opioids and pain endur-
ance, the mean score of each belief item and
its percentage distribution for the level of agree-
ment (0 = “I strongly disagree” to 4 = “I
strongly agree”; higher agreement indicates
more misconceptions) were analyzed and listed
in Tables 3 and 6, respectively. We used the
mean, instead of a summated score, to indicate
a person’s pain belief because each POABS-CA
item represents an important pain belief re-
garding opioids and pain endurance, and can
indicate a person’s particular misconceptions
about opioids. The range of means was from

Table 6

2.21 (SD = 0.96) to 2.86 (SD = 0.63). The dis-
tribution of levels of agreement (and disagree-
ment) for each belief item revealed that 8 out
of the 10 items were rated 3 (“I agree”) or 4 (“I
strongly agree”) by more than 50% of patients.
This finding suggests that a majority of patients
had negative beliefs about opioids and their re-
lated effects, and also tended to endure pain.

Discussion

In our preliminary psychometric analysis, the
POABS-CA was found to be a clinically useful
assessment scale with scientific merit. Cronbach’s
alphas for the POABS-CA and its two subscales
support its overall satisfactory internal consis-
tency reliability, especially since it only contains
10 items.*%47 The satisfactory testretest reliabil-
ity (r = 0.94) in Phase III further supports the
POABS-CA as stable.

Regarding the negatively worded items of
the POABS-CA, we recognize that this type of
item could bias responses.®®* However, the
wording of items in the POABS-CA is based on
how patients usually described their use of opi-
oids. The closer the wording to a person’s com-

Frequency Distribution for Level of Agreement with Each Pain Belief

Level of Agreement (%)

Belief Items 0 1 2 3 4
1. Opioid medicine is not good for a person’s body. 0.3 30 169 69.8 10.0
2. Opioid medicine should only be used at the last stage of an illness. 1.4 224 352 355 5.5
3. If a person starts to use opioid medicine, it means health is already in serious condition. 0.6 155 324 46,5 5.0
4. Opioid medicines cause many side effects. 0.3 47 283 623 4.4
5. Side effects caused by opioid medicine are not easy to handle. — 9.2 526 357 2.5
6. Adults should not ask frequently for pain medicine. 08 238 10.6 59.8 5.0
7. Adult patients should not use opioid medicine frequently. 0.3 166 130 626 7.5
8. The more opioid medicine a person uses, the greater the possibility that he or she

might rely on the medicine forever.

0.6 6.9 235 615 7.5

9. If a person starts to use opioid medicine at too early a stage, the medicine will have

less of an effect later.
10. An adult should endure as much pain as possible.

0.3 22 319 60.1 5.5
28 263 139 49.0 8.0

Note. 0 = I strongly disagree, 1 = I disagree, 2 = I neither agree nor disagree, 3 = I agree, 4 = I strongly agree.
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mon usage, the easier for him or her to answer.
A tool with both positive and negative wording
could be confusing®® and difficult to answer for
some cancer patients, particularly those who
are very ill. To balance problems of acquies-
cence and confusion,®® negatively worded items
were kept in the POABS-CA, and patients found
the POABS-CA to be an easily understood and
answered pain measure.

This instrument’s 10 items focus on beliefs
about opioid analgesics and their use in the
treatment of cancer pain. The two dropped
items in Phases II and III, “Pain is an inevitable
symptom of cancer” (dropped in Phase II) and
“Cancer pain can’t be completely relieved”
(dropped in Phase III), might measure differ-
ent constructs of cancer pain. In the first au-
thor’s previous study,*” these two items formu-
lated a third subscale, namely “nature of cancer
pain.” Since these two items did not have suffi-
cient factor loading and also did not fit the cur-
rent study’s construct of measuring beliefs
about opioids, we did not include them in the
final version of the POABS-CA. Although the
two items were dropped, they have clinical im-
portance in reflecting patients’ misperceptions
that cancer pain is inevitable. Because these
items (beliefs) could potentially influence pa-
tients’ expectations about cancer pain control,
they might be recorded as two separate items
to assess patients’ beliefs directly related to the
nature of cancer pain.

The results of principal component analysis
with promax oblique rotation supported the two-
factor structure, which met our original formu-
lation of this scale. Items from the two subscales
(negative effective beliefs and pain endurance
beliefs) all loaded on their original arranged
subscales. Regarding the preliminary construc-
tive validity for pain endurance beliefs, most of
the assumed relationships among pain endur-
ance beliefs and age, education, gender, and
pain intensity were supported. However, there
was no significant correlation between negative
effect beliefs and age, education, and gender,
except pain intensity on average. These findings
suggest that beliefs about the negative effects
of opioids might be a universal phenomenon
across patients with different demographic
characteristics. Indeed, the relationships among
negative effect beliefs and demographic charac-
teristics are still under investigation, since rela-
tively few published studies have examined

them. The reported relationships among these
variables have been inconsistent. For example,
Hsieh et al.’s study®® of Taiwanese cancer pa-
tients found that younger patients tend to have
more misconceptions (concerns) about anal-
gesics, which is contrary to the findings of
Ward!** and Lin.!"” Future research is needed
to verify these relationships.

The mean scores of each item on the two
subscales, and the distribution of level of agree-
ment with each belief suggest that the majority
of cancer patients with pain still have miscon-
ceptions about opioids and their effects on dis-
ease outcome, and also believe that enduring
pain is necessary. These observations may par-
tially explain why patients in this study had
high worst pain intensity.

Despite the satisfying results of this prelimi-
nary examination of the reliability and validity
of POABS-CA, the study has several limitations.
Though the testretest coefficient was .94, only
30% of our subjects completed the retest. Given
the short hospital stays because of insurance
limitations, future studies should apply the PO-
ABS-CA soon after patient admission to in-
crease accessibility to patients for retest. Exam-
ination of concurrent validity in the present
study was limited. Further testing of the con-
current validity of POABS-CA is needed to ana-
lyze its relationship to other pain beliefs or pain
experience scales, for example, the Barrier
Questionnaire!* or Family Pain Questionnaire?
for patients or family members, and the nurses’
pain attitudes scale® for nurse populations. Fi-
nally, we tested the POABS-CA only in a pa-
tient population. Given our overall goal of de-
veloping and using the POABS-CA for patients,
family members, health care professionals, and
the general public, further validation of this
scale in these populations is urgently needed.

A beginning effort was made to validate the
POABS-CA as a reliable pain belief scale in a
Taiwanese cancer patient population. This clini-
cally useful tool only takes a few minutes to com-
plete and is easily understood, making it ideal
for clinical pain assessment or evaluation of
changes commonly found in the two pain be-
liefs before and after pain education. Scores on
the separated subscales can be further used to
identify different types of patients’ misconcep-
tions, which will facilitate more individualized
pain management and counseling. Although
we tested the POABS-CA in only a patient pop-



384

Vol. 25 No. 4 April 2003

ulation, further testing across various popula-
tions (family, nurses, physicians) would vali-
date and enhance its psychometric properties,
thus increasing its usefulness for future clinical
assessment and research purposes.
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