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The relationship between pain
management and psychospiritual distress
in patients with advanced cancer following
admission to a palliative care unit
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Abstract

Background: Although many cross-sectional studies have demonstrated the association between cancer pain and
psychospiritual distress, the time-dependent relationship has not been fully explored. For that reason, this study
aims to investigate the time-dependent relationship between psychospiritual distress and cancer pain management in
advanced cancer patients.

Methods: This is a prospective observational study. Two hundred thirty-seven advanced cancer patients were recruited
from a palliative care unit in Taiwan. Demographic and clinical data were retrieved at admission. Pain and
psychospiritual distress (i.e.. anxiety, depression, anger, level of family and social support, fear of death) were
assessed upon admission and one week later, by using a “Symptom Reporting Form”. Patients were divided
into two groups according to the pain status one week post-admission (improved versus not improved groups).

Results: One hundred sixty-three (68.8 %) patients were assigned to the improved group, and 74 (31.2 %) patients were
assigned to the not improved group. There were no differences in the psychospiritual variables between groups upon
admission. In overall patients, all psychospiritual variables improved one week post-admission, but the improvement of
depression and family/social support in the not improved group was not significant. Consistent with this, for depression
scores, there was a statistically significant pain group x time interaction effect detected, meaning that the pain group
effect on depression scores was dependent on time.

Conclusions: We demonstrated a time-dependent relationship between depression and pain management in
advanced cancer patients. Our results suggest that poor pain management may be associated with intractable
depression. The inclusion of interventions that effectively improve psychospiritual distress may contribute to
pain management strategies for advanced cancer patients.

Keywords: Cancer pain, Psychospiritual distress, Advanced cancer, Hospice palliative care
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Background

Moderate to severe pain affects 70-80 % of advanced
cancer patients [1]. Although the World Health Organi-
zation’s (WHO's) analgesic ladder has been reported to
provide adequate pain relief in 80-90 % of cancer pa-
tients [2, 3], more recent reports have brought this per-
centage into question. In fact, pain may be undertreated
in as many as 43 % of cancer patients [4]. Regardless of
pharmacological treatment, most advanced cancer pa-
tients still experience pain and report that their quality
of life is significantly compromised [5, 6]. Thus, pain
management is still unsatisfactory in this patient popula-
tion, and remains a core issue in cancer patient care.

Advanced cancer patients often exhibit symptoms of
weakness, pain, anorexia, and cachexia [7]. There is a
high prevalence of these symptoms in advanced cancer
patients regardless of the primary cancer site [7]. We
have reported that 81 % of patients with advanced can-
cer admitted to a palliative care unit in Taiwan reported
having pain [7]. Furthermore, we have reported that the
constellation of symptoms associated with advanced can-
cer can be grouped according their pattern of expression
(i.e.: symptom patterns) at the end stage of life [8]. Pain
and depression severity followed the same “decrease-
static” symptom pattern, which is characterized by only
an initial improvement in symptoms after admittance
into palliative care, followed by a maintenance of that
level until death [8]. Therefore, it is crucial to make
great progress in pain management in these patients.

Although advanced cancer patients experience both
psychological and physical pain, treatment is mostly tar-
geted at alleviating the physical symptoms [9]. However,
cultural and psychosocial factors can hinder pain man-
agement [10]. Psychological factors such as depression,
anxiety and a fear of catastrophes are associated with
more severe pain [11]. Indeed, cancer pain can be-
come intractable, particularly in the presence of psy-
chological distress [12]. Unrecognized psychosocial
variables that cause distress can worsen pain severity
and increase the use of medications [12]. Besides,
spiritual distress can also aggravate the physical/psy-
chological symptoms of cancer patients [13]. Thus,
cancer pain is a multidimensional phenomenon and a
complex subjective experience.

Advanced cancer patients often experience suffering of
the whole person. Thus, in order to better manage can-
cer pain, it is important to consider not only biomedical
factors but also the level of psychosocial and spiritual
distress of the patient [14]. There have several cross-
sectional studies reporting that pain is associated with
psychosocial distress [15-17]. Despite literatures re-
ported that psychological distress complicates cancer
pain considerably [12], there is lack of quantitative evi-
dence showing the time-dependent relationship between
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pain and psychospiritual distress in advanced cancer pa-
tients. The aim of this study was to examine the time-
dependent relationship between pain management and
psychospiritual distress in advanced cancer patients ad-
mitted to a palliative care unit.

Methods

Study design, patients and palliative care setting

This is a prospective observational study. Participants
were selected from patients with advanced cancer, not
responsive to any caner therapy administrated by on-
cologists and consecutively admitted to the Palliative
Care Unit of the National Taiwan University Hospital
between October 2006 and December 2007. All patients
provided informed consent. The conscious levels of pa-
tients were divided into six categories by primary care
physicians: alertness (normal response to orders), lethargy
(sleepy but normal response to orders), obtundation (slow
response to orders), delirium (confusion), stupor (near-un-
consciousness) and coma (unconsciousness). The inclu-
sion criteria is that the individual’s level of consciousness
had to be clear enough (alert or lethargic consciousness)
to report symptoms both on admission and one week after
admission. The participants were under active, total care,
provided by a multidisciplinary team of physicians, nurses,
psychologists, social workers, clinical Buddhist chaplains,
and volunteers. The physicians managed the patients’
symptoms by pharmacologic and non-pharmacologic
strategies and coordinated the care team. The nurses
provided routine nursing care. The psychologists pro-
vided psychotherapy, such as cognitive behavioral ther-
apy, positive thinking, problem solving, relaxation
strategies and so on. The social workers provided psy-
chosocial and financial support. The clinical Buddhist
chaplains provided spiritual support including life re-
view, fulfillment of spiritual needs, and prayer for the
patients and their family. Team meetings were held on
a weekly basis. This study was approved by the ethical
committee at the National Taiwan University Hospital.

Symptom assessment and data collection

Patient demographics (age, gender, primary site of
cancer, and survival days) were obtained from routine
records. The symptom assessment tool was a “Symp-
tom Reporting Form” which was used to assess phys-
ical, psychosocial and spiritual distress using different
scale systems [7, 8]. Information was gathered from
the “Symptom Reporting Forms” at the time of admission
and one week after admission. Pain scores were rated on a
10 point likert scale of 0-10 (0 = none, and 10 = extreme).
A psychosocial evaluation was conducted by the psycholo-
gists to assess the severity of depression, anxiety, and
anger on a scale of 1-5 (1, almost none; 2, mild; 3, moder-
ate; 4, severe; 5, extreme); the degrees of family and social
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