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Abstract

Objective: To investigate the prevalence of pain in cancer patients at different disease statuses, the

impact of pain on physical and psychiatric functions of patients and the satisfaction of pain control of

patients at outpatient clinic department in Taiwan.

Methods: Short form of the Brief Pain Inventory was used as the outcome questionnaire. Unselected

patients of different cancers and different disease statuses at outpatient clinic department were in-

cluded. The impacts of their current pain control on physical function, psychiatric function and the

satisfaction of doctors were evaluated. Logistic regression analyses were performed to evaluate

whether the interference scale performed identically in the different analgesic ladders. The depend-

ent variables were satisfaction toward physician and treatment.

Results: A total of 14 sites enrolled 2075 patients in the study. One thousand and fifty-one patients

reported pain within the last 1 week. In patients whose diseases deteriorated, >60% of them need
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analgesics for pain control. Pain influenced physical and psychiatric functions of patients, especially

in the deteriorated status. More than 80% of patients were satisfied about current pain control, sat-

isfaction rate related to disease status, pain intensities and treatments for pain.

Conclusion: Our study found that different cancers at different statuses had pain at variable severity.

Pain can influence physical and psychological functions significantly. More than 75% of subjects

reported satisfaction over physician and pain management in outpatient clinic department patients

with cancer pain in Taiwan.

Key words: palliative care, cancer pain, satisfaction, physical and psychiatric function

Introduction

Pain is one of the most feared symptoms of cancer and the most com-
mon reason cancer patients seek help. A recent meta-analysis reports
that 64% of patients with advanced stage or metastatic cancer experi-
enced pain. Even after curative treatment, 33% of patients still com-
plained of pain (1). More than one-third of patients graded their
pain as moderate or severe, and this was especially true for head
and neck cancer (HN) patients (2).

According to the World Health Organization (WHO) analgesic
ladder, pain management passes through various steps until pain relief
is achieved. Clearly, the principle goal of cancer treatment is the alle-
viation of symptoms, such as pain, and the maintenance or improve-
ment of quality of life (QoL). Comprehensive pain control comprises
issues such as screening, assessment, general treatment, management
of associated symptoms and issues, addressing specific pain syn-
dromes and follow-up. Despite the dissemination of several different
sets of guidelines for cancer pain management and the fact that effect-
ive treatments are available for 70–90% of cases, undertreatment is
still well documented (3). This phenomenon was demonstrated in a
meta-analysis by Deandrea et al. that showed that cancer pain was
not satisfactorily controlled in 43% of patients (4).

In addition to analgesics, effective management of cancer pain also
depends on clinicians having a flexible approach and detailed knowl-
edge regarding the range of available analgesic options and prepara-
tions. Undertreatment is usually attributed to inappropriate opioid
use, which results from factors that can pertain to patients, family, in-
stitutions, society and even healthcare providers (5). Since unresolved
pain detrimentally affects physical functioning, psychological well-
being and social interaction (6); education and occupational guide-
lines are integral to the achievement of better pain control. Through
prudent management, QoL can likely be improved in patients with
chronic pain from cancer. A systematic review found that routine or
increased assessment is instrumental to the success of pain manage-
ment interventions (7). Pain assessments and dosage adjustments are
much easier to conduct in ward patients than in patients who visit an
outpatient clinic department (OPD), because there is usually insuffi-
cient time for such practices during OPD appointments.

In recent years, the Taiwan National Department of Health devel-
oped guidelines for cancer pain management as a step toward improv-
ing pain management. Since 2001, several studies have examined the
prevalence, etiology, severity and management of cancer pain in out-
patients in Taiwan (8,9). Thus, the purpose of the present study was to
further investigate pain occurrence at different disease stages, the im-
pact of pain on physical and psychiatric functions, and pain manage-
ment satisfaction in OPD patients with cancer pain in Taiwan after the
publication of guidelines. All the information collected from the hos-
pitals was used to evaluate pain management satisfaction and improve
QoL in cancer patients.

Patients and methods

Materials

This survey was non-interventional and did not aim to evaluate a pre-
defined therapy or procedure. Cancer patients from 14 hospitals
around Taiwan who fulfilled all of the following eligibility criteria
were recruited: 18 years of age or above; visited the OPD; diagnosed
with cancer; provided written informed consent. Any of the following
criteria disqualified the patient from participation: known or sus-
pected psychotic disease or mental retardation; unconscious subjects.
After the subjects signed the informed consent form, they completed
the questionnaire in another room. This questionnaire assessed pain
intensity, QoL and satisfaction. The investigators also filled out a
questionnaire regarding the patient’s diagnosis, disease status,
etiology of pain and treatment medication. The categories of disease
status were as follows: ‘disease free’ (DF), which meant that there
was no evidence of disease recurrence after curative treatment; ‘relief’
indicated that the disease was stable and that the patient was partially
or completely responsive to palliative treatment; ‘deterioration’
indicated that the disease was progressing. Patients were only assessed
during one OPD visit.

Measures

The questionnaire was based on the Brief Pain Inventory (BPI) (10).
The BPI short form is one of the most widely used tools for multidi-
mensional cancer pain assessment. It has been validated as a measure
of cancer pain across many cultures and languages, and was recom-
mended as a cancer pain assessment tool for palliative care patients
by the Expert Working Group of the European Association of Pallia-
tive Care. The BPI was developed to provide a quick and easy means of
measuring pain intensity and the extent to which pain interferes with
the lives of pain sufferers. On the BPI, patients rate on a scale from
0 (‘no pain’) to 10 (‘pain as bad as you can imagine’) the intensity of
their current pain as well as that of the previous 24 h at its worst, least
and average. Patients were also asked to rate the extent to which their
pain interfered with seven QoL domains (general activity, walking,
mood, sleep, work, relations with other persons and enjoyment of
life) on a scale of 0 (‘does not interfere’) to 10 (‘interferes completely’).
Scores of all four pain intensity items and seven interference itemswere
summed. In addition to the more widely used total interference index,
the seven interference itemswere also grouped into two subscales: pain
interference with physical functions (general activity, walking ability
and normal work) and psychological functions (mood, relations
with other, enjoyment of life and sleep). Participants also answered
the following two questions: (i) how satisfied are you with the way
your doctor treated your pain? and (ii) are you satisfied with the
pain control? The response options for these questions were as fol-
lows: very unsatisfied, not satisfied, fair, satisfied and very satisfied.
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Since this was a clinical Phase IV study and only descriptive data
were obtained, no formal statistical considerations were employed in
determining the sample size.

Statistical analysis

All eligible data were used for data analysis. The results were summar-
ized using descriptive statistics. For continuous variables, the number,
mean, standard deviation, minimum, median andmaximumwere pre-
sented. For categorical variables, the number and percentages of sub-
jects in each class were presented. Logistic regression analyses were
performed to evaluate whether the interference scale performed iden-
tically in the different analgesic ladders. The dependent variables were
satisfaction toward physician and satisfaction with treatment in two
separate analyses. Independent variables were background character-
istics such as sex, age, primary cancer, use of analgesics, pain intensity
and pain interference.

Ethics approval

The local Institutional Review Board committee at each hospital gave
approval for the aggregated anonymous data to be analyzed and pub-
lished and the ethics committee specifically approved this entire study.
These hospitals are (i) E-DaHospital, Kaohsiung, Taiwan; (ii)Mackay
Memorial Hospital, Taipei, Taiwan; (iii) Kaohsiung Medical Univer-
sity Chung-Ho Memorial Hospital, Kaohsiung, Taiwan; (iv) Kaoh-
siung Chang Gung Memorial Hospital, Kaohsiung, Taiwan; (v)
National Taiwan University Hospital, Taipei, Taiwan; (vi) Linko
Chang Gung Memorial Hospital, Taoyuan, Taiwan; (vii) Wan Fang
Hospital, Taipei, Taiwan; (viii) Changhua Show-Chwan Memorial
Hospital, Changhua, Taiwan; (ix) Changhua Christian Hospital,
Changhua, Taiwan; (x) Taipei Medical University Hospital, Taipei,
Taiwan; (xi) Taichung Veterans General Hospital, Taipei, Taiwan;
(xii) Chia-Yi Christian Hospital, Chiayi, Taiwan; (xiii) Chiayi
Chang GungMemorial Hospital, Chiayi, Taiwan; (xiv) ChinaMedic-
al University Hospital, Taichung, Taiwan.

Results

Samples

A total of 14 sites enrolled 2075 patients in the study. One thousand
and fifty-one patients reported pain within the previous week and
were eligible for functional assessment. The derivation of the sample
is shown in Fig. 1. Summary statistics of demographic characteristics
for all subjects are listed in Table 1. The mean age was 57.47 ± 13.20
years. There were more female (52.19%) than male patients

(47.81%). Breast cancer (BC) and gastrointestinal (GI) cancer (includ-
ing colorectal) were the most common cancers, followed by HN can-
cer, which has a high incidence in Taiwan. More than 50% of subjects
had relief from the disease at the time of evaluation.

Measures

Most patients who experienced pain required treatments throughout
the entire course of their illness, as shown in Table 2. This percentage
increased as current disease status worsened. Indeed, 81.90% of pa-
tients with a deterioration status experienced pain, compared with
54.05% of patients with a DF status. The same trends were also evi-
dent in subjects’ responses to the questions, ‘Have you had pain in the
past week?’ and ‘Did you take any analgesics within the last week?’
While an improving disease status was associated with fewer episodes
of pain and less demand for analgesics, the need for analgesics never
reached zero; thus, patients showing improvement should nonetheless
continue to undergo regular pain evaluations.

Demand for analgesics also increased when disease status
worsened. There were 20% of patients who were DF but still needed
analgesics; this was especially true for HN cancer patients. In some
cases, residual pain is due to consequences of previous anticancer

Figure 1. Flow diagram of patients included in this study.

Table 1. Characteristics of eligible patients

Mean ± SD or n (%)

Age (years) 57.47 ± 13.20
Gender
Male 992 (47.81)
Female 1083 (52.19)

Primary cancer
Head and neck 309 (14.89)
Gastrointestinal and colon/rectum 394 (18.99)
Hepatobiliary and pancreas 120 (5.78)
Breast 527 (25.40)
Lung and mediastinum 184 (8.87)
Blood/lymphoma 314 (15.18)
GYN and GU 133 (6.41)
Other 93 (4.48)

Disease status
Disease free 407 (19.61)
Relief 1226 (59.08)
Deterioration 442 (21.30)

SD, standard deviation; GYN, gynecological; GU, genitourinary.

Table 2. Disease status and analgesic drug history

Yes, n (%) No, n (%) P value

Have you had pain that has required treatment throughout the entire
course of your cancer?
Disease free 220 (54.05) 187 (45.95) <0.001
Relief 858 (69.98) 368 (30.02) <0.001
Deterioration 362 (81.90) 80 (18.10) <0.001

Have you experienced pain in the past week?
Disease free 131 (32.19) 276 (67.91) <0.001
Relief 596 (48.61) 630 (51.39) <0.001
Deterioration 324 (73.30) 118 (26.70) <0.001

Did you take any analgesics within the past week?
Disease free 68 (16.71) 339 (83.29) <0.001
Relief 426 (34.75) 800 (65.25) <0.001
Deterioration 274 (61.99) 168 (38.01) <0.001
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treatments, such as scarring after an operation, radiation fibrosis, ad-
hesion bands or neuropathy; however, in other instances, it derives
from non-cancer causes. More than 60% of patients with a deterio-
rated disease status required analgesics for pain control (Table 3).

Different cancers have different treatment courses and metastatic
sites, so the prevalence of pain varies. For instance, concurrent che-
moradiotherapy, either neoadjuvant or adjuvant, is one of the major
treatments for HN cancer, but the acute and chronic side effects from
treatments, such as mucositis, subcutaneous fibrosis and neuropathy
occur during or after treatment, even if the patient is in a DF status.
In recurrent cancer, there are variations in pain severity across differ-
ent metastatic sites. We analyzed the data from the 1051 patients who
experienced pain within the previous week, to determine the severity
of different cancers at different disease statuses (Table 4). There were
few differences in HN patients of different disease statuses. However,

in BC and lung cancer (LC) patients, deteriorated patients reported
greater pain than did DF patients, possibly because these two diseases
are commonly associated with more extensive metastasis, particularly
bone metastasis. Although patients of hepatobillary cancer (HB), pan-
creatic cancer (PC), gynecologic cancer and genitourinary cancers
who were DF also reported more pain than did patients at a deterio-
rated status, the case number was too small to reach significance.

We further analyzed the impact of pain control on the physical
function of cancer patients. Results indicated that pain could influence
the functional status of patients, and disease-deteriorated patients typ-
ically exhibited worse physical function than did patients with a relief
status. Such trends weremore common inHN,HB and PC, BC and LC
patients (Table 5).

However, in addition to pain, patients with these cancers might
have experienced a number of other symptoms at deteriorated status.
For example, patients with advanced or recurrent HNmight have had
cosmetic and feeding problems; HB and PC patients might have had
decompensated liver function and peritoneal seeding with intestinal
obstruction; progressed BC and LC patients had a higher incidence
of bone metastasis, plural effusion and brain metastases. All of these
symptoms could result in more severe pain and a greater decline in
physical function. We also determined the influence of disease status
and pain intensity on the psychological functioning of patients with
different cancer types. Through examination of the descriptive data
and univariate analysis, we found that psychological function was
more negatively impacted by pain in patients with GI cancer, BC
and LC, differences between cancers decreased as disease was progres-
sing (Table 6). The effects of pain on physical and psychological func-
tions are shown in Fig. 2.

Finally, we asked a total of 2075 patients to rate their satisfaction
with their current level of pain control. More than 80% of patients

Table 3. Disease status and the distribution of painkiller usage

Primary cancer Disease
free (%)

Relief
(%)

Deterioration
(%)

P value

Head and neck 25.0 46.3 71.2 <0.001
GI and colon 16.1 26.6 57.9 <0.001
Hepatobiliary and pancreas 41.7 40.4 62.8 0.056
Breast 11.5 31.0 64.2 <0.001
Lung and mediastinum 20.0 49.2 64.6 0.023
Blood/lymphoma 25.0 26.7 45.7 0.057
GYN and GU 16.7 33.7 59.4 0.010
Other 11.1 42.1 63.0 0.019
Average 20.9 37.0 61.1 <0.001

GI, gastrointestinal.

Table 4. Average pain scores over the past week

Primary site Disease free
Mean ± SD (n), N = 131

Relief
Mean ± SD (n), N = 596

Deterioration
Mean ± SD (n), N = 324

P value

Head and neck 3.95 ± 2.22 (19) 3.73 ± 2.00 (104) 3.98 ± 2.10 (61) 0.7254
GI and colon 4.43 ± 2.36 (21) 3.43 ± 1.74 (90) 3.62 ± 1.89 (61) 0.0937
Hepatobiliary and pancreas 5.00 ± 4.24 (4) 2.45 ± 1.34 (31) 4.03 ± 1.85 (40) 0.0007
Breast 2.75 ± 1.53 (59) 3.43 ± 1.79 (127) 4.15 ± 1.84 (59) <0.0001
Lung and mediastinum 3.33 ± 1.53 (3) 3.52 ± 2.08 (67) 4.47 ± 2.02 (34) 0.0867
Blood/lymphoma 2.47 ± 1.61 (19) 3.33 ± 1.87 (105) 3.31 ± 1.57 (26) 0.1558
GYN and GU 5.50 ± 6.36 (2) 3.17 ± 1.92 (46) 4.20 ± 1.64 (24) 0.0499
Others 2.25 ± 0.50 (4) 3.77 ± 1.90 (26) 3.89 ± 1.91 (19) 0.2682

Table 5. Physical function affected by pain across different types of cancer

Primary site Disease free
Mean ± SD (n), N = 131

Relief
Mean ± SD (n), N = 596

Deterioration
Mean ± SD (n), N = 324

P value

Head and neck 2.25 ± 2.31 (19) 2.83 ± 2.55 (104) 3.97 ± 3.05 (61) 0.0111
GI and colon 2.41 ± 2.44 (21) 2.90 ± 2.63 (90) 3.46 ± 2.81 (61) 0.2376
Hepatobiliary and pancreas 5.17 ± 5.59 (4) 2.44 ± 2.46 (31) 4.56 ± 3.18 (40) 0.0121
Breast 1.71 ± 1.96 (59) 3.44 ± 2.97 (127) 4.42 ± 2.97 (59) <0.0001
Lung and mediastinum 4.33 ± 3.51 (3) 2.84 ± 2.64 (67) 4.83 ± 3.36 (34) 0.0057
Blood/lymphoma 2.07 ± 2.09 (19) 2.58 ± 2.84 (105) 3.10 ± 2.78 (26) 0.4565
GYN and GU 4.00 ± 5.66 (2) 3.97 ± 3.02 (46) 4.46 ± 2.56 (24) 0.8026
Others 3.41 ± 4.57 (4) 3.63 ± 3.20 (26) 4.68 ± 3.55 (19) 0.5620
P value 0.0831 0.0454 0.1768
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were satisfied with their current pain control, whereas only 0.48%
of patients were dissatisfied (Fig. 3). Although HN, BC and LC pa-
tients experienced more pain at all status, >80% of these patients
were nevertheless satisfied with their doctors, compared with
72.4% of hematologic malignancy and lymphoma patients
(Fig. 4). Satisfaction rate related to disease status, pain intensity
and pain treatment (data not shown). Advanced disease status,

more severe pain and less aggressive treatment with analgesics all re-
lated to lower satisfaction.

Discussion

Themanagement of cancer-related pain is a primary challenge for can-
cer care doctors. Cancer-related pain may result from the cancer itself

Table 6. Psychological function influenced by pain on different types of cancer

Primary site Disease free
Mean ± SD (n), N = 131

Relief
Mean ± SD (n), N = 596

Deterioration
Mean ± SD (n), N = 324

HN 3.38 ± 2.68 (19) 3.75 ± 2.63 (104) 4.01 ± 2.75 (61)
GI and colon 2.48 ± 2.34 (21) 3.02 ± 2.69 (90) 3.88 ± 2.66 (61)
Hepatobiliary and pancreas 5.00 ± 5.49 (4) 2.70 ± 2.56 (31) 4.43 ± 2.34 (40)
Breast 1.70 ± 1.85 (59) 3.07 ± 2.51 (127) 4.15 ± 2.64 (59)
Lung and mediastinum 3.17 ± 1.88 (3) 2.89 ± 2.37 (67) 3.89 ± 2.74 (34)
Blood and lymphoma 1.54 ± 1.93 (19) 2.51 ± 2.45 (105) 2.61 ± 2.21 (26)
GYN and GU 2.63 ± 3.71 (2) 3.16 ± 2.61 (46) 3.94 ± 2.56 (24)
Others 1.93 ± 2.29 (4) 3.13 ± 2.76 (26) 4.89 ± 3.25 (19)
P 0.0253 0.0649 0.1501

HN, head and neck.

Figure 2. Correlation of pain intensity with physical (a) and psychological (b) functions.

Figure 3. Patients’ satisfaction about pain control.

1046 Control of cancer pain needs to be improved



or from associated treatments (11). Effective evaluation and correct
differential diagnosis of pain depend on the doctor’s experience and
good communication. When assessing pain in cancer patients, practi-
tioners should characterize the pain complaint; consider the disease
status; clarify the pain in terms of cause, syndrome and pathophysi-
ology; and identify other factors that may be contributing to the illness
burden (12). Barriers to effective pain management include lack of
awareness of patients’ symptoms, inadequate training of clinicians
concerning opioid abuse and poor patient–doctor communication
(13,14). In a systemic review, Deandrea et al. (15) reported that nearly
one in two patients with cancer pain is undertreated. Because of a sig-
nificant evolution in the types of available anticancer treatments, more
patients are being cured or at least living longer; however, up to 40%
of 5-year cancer survivors report pain (16). Persistent pain will lead to
poorer general health, physical, role and social functioning in cancer
survivors (17).

Recently, a pan-European survey of prevalence, treatment and pa-
tient attitudes about cancer-related pain found that pain severity was
quite variablewithin different kinds of cancers and different countries.
Of 5084 patients, 56% suffered moderate-to-severe pain at least
monthly, and 50% believed that their QoL was not considered a pri-
ority by their healthcare professional. Despite more than two decades
of education in Europe, greater insight into the pathophysiological me-
chanisms of pain, and the wider availability of antinociceptive therap-
ies, treatment of cancer pain is still suboptimal (1). In 2001, we
conducted the first prospective, patient-focused survey that assessed
the prevalence, severity and management of cancer-related pain in on-
cology OPDs in Taiwan; of 480 cancer patients from 15 hospitals,
pain was reported by 257 patients (54%), and severe pain was re-
ported by 35% of patients. Only 149 of the patients who reported
pain were receiving analgesia, and 64% of them (95 of 149) were sat-
isfied or very satisfied with the pain control (8), which was lower than
observed in our current study. After many years of education, opioid
consumption in Taiwan increased by 55% from 362 to 560 defined
daily dose per million inhabitants per day from 2002 to 2007 (18).

Increased morphine consumption might be an important indicator
of our progress in cancer pain relief.

Patients at different disease statuses also experience different grades
of pain. Ameta-analysis found that patients who received curative treat-
ment had less severe pain than did patients who were still receiving an-
ticancer treatments or who were at the advanced/terminal stage. In all
cancer types, pain prevalence was >50%; the highest prevalence was
found in HN patients (70%). Pain prevalence in patients during antic-
ancer treatment (59%) was not significantly different from that of pa-
tients with advanced/metastatic disease (64%) (2). In our study, the
prevalence of pain and the need for analgesics were lower in patients
who were DF than patients with a relief or deterioration status. More
than 50% of patients with a DF status had never experienced pain se-
vere enough to require treatment throughout the entire course of the dis-
ease. However, this finding might be inaccurate, as surgery is the most
important curative treatment for solid tumors, and analgesics would
likely be necessary at least after surgery. Accompanying the progression
of disease, patients reported more incidences of pain and a greater need
for analgesics within the previous week (Table 2).

In our study, greater pain with disease deterioration was most pro-
nounced in LC, gynecological cancer and BC. These three cancers have
a higher incidence of bone metastasis and complications from bone
metastasis. In HN, in contrast, pain was the greatest in the DF
group. This may have been because the major treatments for HN
were neoadjuvant/adjuvant concurrent chemoradiotherapy and/or
surgery, which usually lead to severe mucositis, skin or muscle con-
tracture and limitation of mobility. In patients with hematologic ma-
lignancy or lymphoma, which was classified as ‘low risk of pain,’ pain
severity at different statuses was similar to that of other cancers. In
addition, satisfaction with pain management in blood cancer/lymph-
oma patients was lower than that of patients with other definite can-
cers. Such a result reinforces the importance of pain assessment, even
in the so-called ‘low risk of pain’ groups.

One substantial stressor for cancer patients is the fear of losing
independence and the ability to engage in physical activity. A clinical

Figure 4. Satisfied with doctors in different cancers. H&N, head and neck; GI, gastrointestinal; GYN, gynecological; GU, genitourinary.
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research study found a strong interaction among fatigue, pain, sleep
disturbances and distress (19). In contrast, physical activity, especially
exercise, improves depressive symptoms and pain (20,21). The rela-
tionship between pain and physical activity in cancer patients varies
with disease status. Patients with advanced disease usually experience
limitations in physical activity. But even when patients are DF, pain
may still arise from complications of adjuvant treatments, worsening
the QoL (22). In the current study, we found that pain differentially
impacts physical function across disease status and cancer type. At
DF status, BC patients reported the greatest preservation of physical
function; however, pain greatly influenced the daily activities of GI
and colon cancer patients, who typically had residual complications
from previous surgery, such as adhesion, partial obstruction or colos-
tomy. We also found that the effect of pain on physical function dif-
fered significantly as a function of disease status. Specifically, as the
disease progressed, pain impaired physical function to a greater extent.
There were several reasons for this finding: more extensive metastatic
sites, more treatments including chemotherapy or radiotherapy, more
analgesics, more severe depressive mood and possibly more severe
malnutrition and cachexia. BCwas a typical example: once the disease
worsened, physical function also deteriorated quickly. Thus, the type
of primary cancer, disease status, severity of dysfunction, family sup-
port and estimated residual life should all be considered when arran-
ging therapeutic programs, daily activities and facilities for patients.

Pain is also a negative and stressful experience for cancer patients,
just like depression, anxiety, stress, fatigue and psychosocial factors
all affect cancer patients (23). Since more severe pain usually accompan-
ies disease progression, patients with pain are at higher risk for depres-
sion and anxiety (24). Depression is also associated with a number of
other risk factors such as reduced QoL, poor adherence to treatments,
suicidal ideation and the drug–drug interaction between antidepression
and antineoplastic agents (25,26). In our study, when cancer pro-
gressed, pain would aggravate the loss of psychological function in
most patients, especially in BC patients. However, regardless of which
cancer type is associated with the greatest pain-related risk to psychi-
atric function, all care-givers should be vigilant of changes in mood,
sleep, interpersonal relations and enjoyment of life in patients, especial-
ly, when the disease progresses. Oncologists should receive extensive
training in communication skills so that they can more effectively dis-
cuss psychological problems with their patients. However, somatic pro-
blems, such as hypothyroidism, adrenal insufficiency and drug effects
should be ruled out before diagnosing a patient with a psychiatric prob-
lem. Oncologists, psychiatrists, nurses and even social workers should
all work together to address the psychiatric problems of cancer patients.
As reported in a systematic review, exercise training, cognitive behavior
therapy and complementary therapy, followed bymeeting with a psych-
ologist, are the most frequently employed interventions for cancer
patients with cancer-related psychological distress (27).

Patient compliance is also important in effective painmanagement.
Interference with physical function remains a major problem in cancer
pain patients and can affect psychiatric conditions and compliance. In
our study, 79.7% of patients were in a disease-free or relief status and,
among them, 47.95% were satisfied and 32.82% were very satisfied.
In summary, >75% of subjects were satisfied with their physician and
cancer pain treatment.

Disease deterioration occurs even in cancers that were initially under
control. Thus, for patients with pain, persistent evaluation and ad-
equate treatment may be key to improving patient satisfaction, which
may translate to better compliance. One review reported that institu-
tional models, clinical pathways and consultation services represent
three alternative models for the integration of care processes in cancer

pain management (28). In order to realize these models, a multidiscip-
linary team is necessary. Such a team is particularly important for the
treatment of patients who receive their analgesics and follow-up care at
OPDs where time is often insufficient for doctors to devise a pain man-
agement plan. Another issue is patient compliance; one study reported
that even among patients who suffered from pain, the majority still be-
lieved that opioids were dangerous and should not be used frequently
(29). Indeed, the adherence rate for around-the-clock opioid analgesics
is only 63.6% (30). Thus, to maximize pain control, adherence to the
prescribed opioid regimen should be given high priority.

There are some limitations to our study. The first is that our ques-
tionnaire did not assess dosage and the route of administration infor-
mation for the most potent analgesic prescribed, or associations with
analgesic adjuvant drugs (i.e. antidepressants, anticonvulsants) or
other non-pharmacological therapies. Another limitation is that the
study design was cross-sectional. To further explore the causal links
between pain and other physical or psychospiritual factors, a longitu-
dinal study would be ideal.

In conclusion, our study collected data on the current pain control
status of patients of outpatient clinics in several hospitals at Taiwan.
Pain can significantly influence physical and psychological functions.
Compared with our previous survey, although >75% of the surveyed
OPD patients with cancer pain reported satisfaction with their phys-
ician and pain management, there were still quite a few patients suf-
fered from pain. More education and trainings for guidelines of pain
control are urgently needed. No matter patients who are DF, relief
from disease or disease deterioration, continuous evaluation and ef-
fective treatment of patients at every status of cancer survival are the
cornerstones of satisfied control of pain.
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