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espite important advances in its man-

agement, cancer pain remains a sig-

nificant clinical problem (Apolone

et al., 2009; McGuire, 2004; van den

Beuken-van Everdingen et al., 2007). In
a meta-analysis, cancer pain was found in 64% of pa-
tients with metastatic disease, 59% of patients receiving
antineoplastic therapy, and 33% of patients who had
received curative cancer treatment (van den Beuken-
van Everdingen et al., 2007). Cancer pain also has a
negative effect on patients’ functional status (Ferreira
et al., 2008; Holen, Lydersen, Klepstad, Loge, & Kassa,
2008; Vallerand, Templin, Sasenau, & Riley-Doucet,
2007) and is associated with psychological distress
(Cohen et al., 2003; Vallerand, Hasenau, Templin, &
Collins-Bohler, 2005). The effect of cancer pain on an
individual’s quality of life (QOL) can be significant
and extend beyond disturbances in mood and physical
function (Burckhardt & Jones, 2005; Dahl, 2004; Fortner
et al., 2003).

Although advances in pain management can re-
duce cancer pain for a significant number of patients,
numerous clinician, healthcare system, and societal
barriers (e.g., knowledge deficits, reimbursement and
regulatory constraints, religious or cultural views)
contribute to ineffective pain management (Brockopp
et al., 1998; Dahl, 2004; Hill, 1993; Sun et al., 2007). At-
titudinal barriers held by patients can be a substantive
factor in the inadequate treatment of cancer pain (An-
derson et al., 2002; Ward et al., 2008). Those attitudinal
barriers need to be addressed if cancer pain manage-
ment is to be improved (Fahey et al., 2008).

In a meta-analysis of the benefits of patient-based
psychoeducational interventions for cancer pain man-
agement, Bennett, Bagnall, and Closs (2009) concluded

Purpose/Objectives: To test the effectiveness of two
interventions compared to usual care in decreasing at-
titudinal barriers to cancer pain management, decreasing
pain intensity, and improving functional status and quality
of life (QOL).

Design: Randomized clinical trial.

Setting: Six outpatient oncology clinics (three Veterans Affairs
[VA] facilities, one county hospital, and one community-based
practice in California, and one VA clinic in New Jersey)

Sample: 318 adults with various types of cancer-related pain.

Methods: Patients were randomly assigned to one of three
groups: control, standardized education, or coaching.
Patients in the education and coaching groups viewed a
video and received a pamphlet on managing cancer pain.
In addition, patients in the coaching group participated in
four telephone sessions with an advanced practice nurse
interventionist using motivational interviewing techniques
to decrease attitudinal barriers to cancer pain management.
Questionnaires were completed at baseline and six weeks
after the final telephone calls. Analysis of covariance was
used to evaluate for differences in study outcomes among
the three groups.

Main Research Variables: Pain intensity, pain relief, pain
interference, attitudinal barriers, functional status, and QOL.

Findings: Attitudinal barrier scores did not change over time
among groups. Patients randomized to the coaching group
reported significant improvement in their ratings of pain-
related interference with function, as well as general health,
vitality, and mental health.

Conclusions: Although additional evaluation is needed,
coaching may be a useful strategy to help patients decrease
attitudinal barriers toward cancer pain management and to
better manage their cancer pain.

Implications for Nursing: By using motivational interview-
ing techniques, advanced practice oncology nurses can help
patients develop an appropriate plan of care to decrease pain
and other symptoms.

Oncology Nursing Forum ¢ Vol. 39, No. 1, January 2012

39




Downloaded on 05-08-2024. Single-user license only. Copyright 2024 by the Oncology Nursing Society. For permission to post online, reprint, adapt, or reuse, please email pubpermissions@ons.org. ONS reserves all rights.

that, compared to usual care, educational interventions
improved knowledge and attitudes and reduced aver-
age and worst pain intensity scores. However, those
interventions had no effect on medication adherence or
in reducing pain’s level of interference with daily activi-
ties. Bennett et al. (2009) suggested that additional trials
are warranted to test different approaches to cancer pain
education and to clarify the exact relationships between
education and improved patient outcomes.

Many psychoeducational intervention studies were
conducted in the hospital setting (Chang, Chang, Chiou,
Tsou, & Lin, 2002; de Wit et al., 2001; Jahn et al., 2010) or
in patients” homes (Given et al., 2002; Miaskowski et al.,
2004), which limited the generalizability of the findings
to the outpatient clinic setting. In addition, although
they achieved a positive outcome, many of the studies
were labor-intensive, which also limited their ability to
be implemented in a busy oncology clinic (Given et al.,
2002; Miaskowski et al., 2004). Unfortunately, studies
using less labor-intensive interventions were not as
successful in decreasing cancer pain (Anderson et al.,
2002; Oliver, Kravitz, Kaplan, & Meyers, 2001; Syrjala
et al., 2008).

Coaching is a useful strategy to improve cancer pain
management (Kalauokalani, Franks, Oliver, Meyers, &
Kravitz, 2007; Miaskowski et al., 2004). Incorporating
principles of motivational interviewing into a coaching
intervention affords a unique method of exploring per-
sonal attitudes, behaviors, and beliefs that can interfere
with effective cancer pain management (Fahey et al.,
2008; Prochaska & DiClemente, 1984).

Change theory, specifically the Transtheoretical Model
(Prochaska & DiClemente, 1984), is a useful concep-
tual framework for coaching. In this model, behavioral
change is a function of a person’s state of readiness or
motivation to modify a particular behavior. Motiva-
tional interviewing is a nonauthoritarian counseling
technique that can assist patients in recognizing and
resolving ambivalence about making constructive be-
havioral changes. It matches the patients’ readiness to
change and can motivate the patient to move through
the stages of the Transtheoretical Model: precontem-
plation (unaware of need for change), contemplation
(thinking about change), preparation (actively consid-
ering change), action (engaging in changing behavior),
and maintenance (maintaining a changed behavior)
(Fahey et al., 2008; Prochaska & DiClemente, 1984).

Given the limitations of previous intervention studies,
additional research is warranted using approaches that
can be implemented in the outpatient setting. Therefore,
the purposes of this randomized clinical trial were to test
the effectiveness of two interventions compared to usual
care in decreasing attitudinal barriers to cancer pain
management, decreasing pain intensity, and improv-
ing pain relief, functional status, and QOL. The authors
hypothesized that the motivational-interviewing—based

coaching group would demonstrate greater benefit (i.e.,
decreasing attitudinal barriers; decreasing pain inten-
sity; and improving pain relief, functional status, and
QOL) than either the conventional education or usual
care groups.

Methods
Sample and Settings

A convenience sample was obtained by recruiting
patients from six outpatient oncology clinics (three
Veterans Affairs [VA] facilities, one county hospital,
and one community-based practice in California, and
one VA clinic in New Jersey). Patients were eligible to
participate if they were able to read and understand the
English language, had access to a telephone, had a life
expectancy longer than six months, and had an average
pain intensity score of 2 or higher as measured on a 0-10
scale, with higher scores indicating more pain. Patients
were excluded if they had a concurrent cognitive or
psychiatric condition or substance abuse problem that
would prevent adherence to the protocol, had severe
pain unrelated to their cancer, or resided in a setting
where the patient could not self-administer pain medi-
cation (e.g., nursing home, board and care facility). The
study was approved by the institutional review board
and research committee at each of the sites. To test the
interaction of time (change in scores from pre- to post-
study) by assignment to the three treatment groups
(i.e., control, education, or coaching), a sample size of
240 was needed to detect a medium effect (f = 0.25; n*> =
6% of explained variance). As shown in Figure 1, of the
1,911 patients who were screened, 406 were eligible to
participate, 322 provided written informed consent, and
289 completed baseline assessments after being random-
ized to one of three groups.

Procedures

Prior to beginning participant recruitment, all re-
search team members were trained extensively so
that the procedures for enrollment, data collection,
and interventions were standardized across all clinic
sites. Research associates (RNs or psychology interns)
were trained in procedures for evaluating potential
participants, approaching them, obtaining consent to
participate, and administering the instruments and
videotapes. Importantly, the research associates were
trained in providing attention-control telephone calls.
The nurse interventionist was trained extensively in
motivational interviewing and change theory by a
cognitive behavioral psychologist and then in proce-
dures related to the specific coaching protocol. Details
of this training are described in Fahey et al. (2008).
Monthly team meetings were held throughout the
study to ensure procedural fidelity was maintained.
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Assessed for eligibility (N = 1,911)

Patients and clinicians at the
study sites were blinded to the

Y

patient’s group assignment.

Declined to participate (n = 84)

¢ Did not meet inclusion criteria (n = 1,505)

At the time of enrollment, pa-
tients completed a demographic
questionnaire, the Karnofsky

Y

Performance Status (KPS) scale

Stratify (N = 322)*

or none)
Pain (low, medium, or high)

Treatment (chemotherapy, radiation therapy,

(Karnofsky & Burchenal, 1949),
the Brief Pain Inventory (Daut,
Cleeland, & Flanery, 1983), the
Barriers Questionnaire (BQ)
(Ward et al., 1993), the 36-Item

Randomize into groups (N = 318)®

Y

Short Form Health Survey (SF-
36®) (Ware & Sherbourne, 1992),
and the Functional Assessment

v of Cancer Therapy—-General

Control (n = 109) Education (n = 103)

(FACT-G) (Cella et al., 1993).

Coachi =105 . .
oaching (n : The patients’ medical records

A Y

were reviewed for disease and

Y

Completed T1 (n = 104) Completed T1 (n = 94)

Completed T1 (n = 91)

treatment information.

Patients in the usual care group
i viewed a video on cancer (Amer-

ican Cancer Society, 1994). Pa-

Completed coachin
’ ; tients assigned to the education

intervention (n = 74)

Y Y

group viewed a video on manag-
( ing cancer pain that focused on

Completed T2 (n = 88) Completed T2 (n = 75)

Completed T2 (n = 64)

overcoming attitudinal barriers

2 Four patients withdrew before randomization, and one was lost to follow-up before completing T1.

Note. Reasons for lack of completion included being too ill, withdrawing, fatigue, being lost to
follow-up, death, ineligibility, prolonged hospitalization, protocol violation, or other.

(Syrjala, Abrams, Du Pen, Niles,
& Rupert, 1995) and received the
Agency for Health Care Policy

Figure 1. Trial Participation at Baseline (T1) and Six Months (T2)

Patients were identified by clinic staff and screened
for eligibility by the research associate, who then ap-
proached eligible patients, explained the study, and
obtained written informed consent. Patients were strati-
fied based on pain intensity (i.e., low, medium, or high)
and cancer treatment (i.e., chemotherapy or radiation
therapy) to control for the confounding variables of pain
intensity and the effects of cancer treatment. Stratifying
by pain intensity accounts for the curvilinear relation-
ship between pain severity and functional status (e.g.,
changes in pain intensity at the upper levels of the scale
have a different effect on functional status compared to
changes at the lower levels of the scale). Stratification
by cancer therapy was used to control for the effect of
treatment in either decreasing pain from shrinking the
tumor or increasing pain because of toxicity of treat-
ment. Patients at each clinic site then were randomized
based on the stratification criteria using permuted
blocks with variable sizes into one of three groups: usual
care (control), education, or coaching. This method of
randomization was used to ensure balance across the
treatment groups within each stratification cell.

and Research (1994) pamphlet
entitled, Managing Cancer Pain,
Consumer Version, Clinical Practice
Guideline Number 9. To simulate
the time constraints in many oncology outpatient clin-
ics, no reinforcement of the material was provided
unless the patient sought additional information or
asked questions of the clinic staff. Patients assigned
to the coaching group received the same intervention
as those assigned to the education group. In addition,
they participated in four 30-minute telephone sessions
that explored beliefs about pain, use of analgesics and
nonpharmacologic pain management strategies, and
communication about pain management. Those four
calls were conducted about every other week over a
six-week time period by the nurse interventionist, a
clinical nurse specialist trained in motivational inter-
viewing techniques. For a detailed description of the
coaching intervention, see Fahey et al. (2008). Patients
assigned to the usual care and education groups also
received four telephone calls (about every other week
over a six-week time period) from the research as-
sistance for attention-control purposes. Six weeks
after the final telephone call (i.e., 12 weeks postran-
domization), all patients completed the same ques-
tionnaires that were done at enrollment. Participants
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received a $25 gift certificate after completing each set
of questionnaires.

Instruments

Attitudinal barriers were assessed with the BQ (Ward
etal., 1993; Ward & Gatwood, 1994), a 27-item instrument
that measures eight barriers to cancer pain management
(concern about side effects, concern about tolerance, fear
of addiction, fatalism, fear of disease progression, desire
to be a good patient, fear of injections, and concern about
distracting the physician from curing disease). Each item
is rated on a scale from 0 (not at all agree) to 5 (agree very
much). Mean subscale and total scores were calculated
for the BQ, with higher scores reflecting stronger barriers.

The BQ has demonstrated adequate validity and reliabil-
ity (Ward et al., 1993; Ward & Gatwood, 1994).

Pain was assessed with the Brief Pain Inventory, a
self-report instrument designed to assess the intensity
and quality of pain, the extent to which pain relief was
obtained, and the extent to which pain interferes with
function (Daut et al., 1983). Severity and interference
are rated on a numeric score from 0 (does not interfere)
to 10 (completely interferes). A mean interference score
was calculated (Serlin, Mendoza, Nakamura, & Clee-
land, 1995), with higher scores reflecting greater pain
intensity and greater interference with function.

Functional status was measured with the SF-36
(Ware & Sherbourne, 1992). Eight health concepts

Table 1. Demographic and Clinical Characteristics by Study Group

Control Education Coaching
(N = 88)* (N = 75)° (N = 64)

Characteristic X SD X SD X SD Statistics
Age (years) 58.7 11.5 62.5 11.2 61.8 11.3 F(2,223) = 2.54, p = 0.08
Education (years) 13.8 2.7 12.8 2.6 13.1 3.2 F(2,222) =2.57,p = 0.08
Time since diagnosis (months) 31.9 52.7 37.5 45 30 42.5 F(2,222) = 0.48, p = 0.62
Karnofsky Performance Status score 76.6 12.5 72.3 12.7 77.6 13.2 F(2,222) = 3.53, p = 0.03*
Characteristic n % n % n % Statistics
Gender ' =4,p=0.13

Male 79 90 71 95 54 84

Female 9 10 4 5 10 16
Ethnicity x*=13.4,p = 0.65

African American 21 24 15 20 7 11

Caucasian 48 56 44 60 44 69

Latino 6 7 8 11 7 11

Other 11 13 7 10 6 9
Marital status x> =8.3,p=0.61

Married or partnered 40 46 37 50 33 52

Widowed, divorced, or separated 33 38 23 31 27 42

Never married 15 17 14 19 4 6
Living arrangements x*=64,p=038

Alone 23 26 12 16 15 23

With family or friends 55 63 57 76 47 73

Other 10 11 6 8 2 3
Employment x*=10.1, p = 0.61

Full- or part-time 10 12 4 5 5 8

Disability, leave of absence, or retired 54 63 57 77 48 75

Unemployed 18 21 11 15 10 16

Other 4 5 2 3 2
Cancer diagnosis x’=45.7,p=0.72

Breast 5 6 3 4 8 13

Colon 6 7 2 3 4 6

Head and neck 12 14 7 9 6 9

Lung 21 24 14 19 9 14

Myeloma 6 7 5 7 6 9

Prostate 12 14 16 21 11 17

Other (mixed types) 26 30 28 37 20 31

* Education < coaching, p < 0.05

*Because patients could refuse to complete items, N = 86 for ethnicity and employment.

bBecause patients could refuse to complete items, N = 74 for ethnicity, marital status, and employment.

< Scores indicate functional status on a 0-100 scale, with higher scores reflecting higher function.

Note. Because of rounding, not all percentages total 100.
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were assessed (physical functioning, role limitations
because of physical health problems, bodily pain, so-
cial functioning, role limitations because of emotional
health problems, general mental health, vitality, and
perception of general health). In addition, physical and
mental component summary scores are obtained by
combining scores related to physical and mental func-
tioning, respectively. For each scale, scores are reversed
(as needed so that higher scores reflect better health
states), summed, and linearly transformed on a 0-100
scale, with higher scores reflecting higher functioning.
The SF-36 has been used extensively and has well-
established validity and reliability (Given, Given, Az-
zouz, Stommel, & Kozachick, 2000; McHorney, Ware,
& Raczek, 1993; Miaskowski et al., 2007; Thong, Mols,
Coebergh, Roukema, & van de Poll-Franse, 2009).

QOL was measured with the FACT-G (Cella et al.,
1993). Four QOL domains (physical, social, emotional,
and functional well-being) are measured. Patients
were asked to rate the extent to which they agreed
with each item using a five-point Likert-type scale
that ranged from 0 (not at all) to 4 (very much). Scores
for items within each subscale are summed to obtain
a subscale score, and all of the individual items are
summed to obtain a total score, which can range from
0-112. The FACT-G has been used in numerous studies
of patients with cancer (Elting et al., 2008; Wittmann,
Vollmer, Schweiger, & Hiddemann, 2006; Zimmerman
etal., 2010) and specifically in studies of patients with
cancer-related pain (Chang, Hwang, & Kasimis, 2002;
Harris et al., 2009). The FACT-G has well-established
validity and reliability (Cella et al., 1993).

Data Analysis

Differences in demographic and clinical character-
istics among the three groups were evaluated using
analyses of variance and chi-square tests. Analyses
of covariance were performed to evaluate for differ-
ences in scores on average and worst pain intensity,
pain relief, mean pain interference, the BQ, the SF-36,
and the FACT-G among the three patient groups. That
procedure allows for the evaluation of the end-of-study
outcomes while controlling for those same outcomes at
baseline. The examination of differences among groups
in end-of-study outcomes, with baseline measurements
of those outcomes covaried out, often is a preferred
method for examining changes in outcome measures
from the beginning to the end of a study (Cohen, 1988).
All calculations used actual values. Adjustments were
not made for missing data; therefore, the cohort for
each analysis was dependent on the largest set of data
across groups. If the overall analysis of covariance for
a particular outcome indicated differences among the
three groups, pairwise contrasts were conducted to
determine the location of the difference. The Bonfer-
roni procedure was used to distribute a family alpha

of 0.05 across the three pairwise contrasts. All p values
have been adjusted so that values lower than 0.05 are
considered statistically significant.

Results

Sample

Of the 289 patients who enrolled, 227 completed the
end-of-study evaluation. The length of time from cancer
diagnosis to study enrollment averaged 30-38 months.
The most common cancer types were lung, prostate, and
head and neck. Most patients were men and middle-
aged, and about half of the sample was married or
partnered. No differences were found among the three
groups on any demographic or clinical characteristic ex-
cept KPS score. Patients in the education group reported
significantly lower KPS scores than patients in the coach-
ing group (p = 0.03) (see Table 1).

Instrument Scores

Barrier Questionnaire: Barrier subscale scores were
modest in all three groups, with concerns about addiction
and disease progression rated higher than those related
to fatalism or the need to be a “good patient” (data not
shown). However, after controlling for each of the BQ
scores at baseline, no differences were found among the
three groups in any of the subscale or total BQ scores.

Pain intensity, interference, and relief: After control-
ling for average pain at baseline, no differences were
found among the three groups in average pain intensity
scores at the end of the study (p = 0.08) (see Figure 2).
Similarly, nonsignificant scores were found among the
three groups in worst pain intensity scores (data not
shown). However, significant differences were found
among the three groups in mean pain interference scores
at the end of the study (p = 0.01) (see Figure 3). Post-hoc
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Note. F = 2.58; p = 0.08

Figure 2. Changes Over Time in Average Pain
Intensity Scores by Patient Group
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Figure 3. Changes Over Time in Mean Pain
Interference and Pain Relief Scores by Group

contrasts demonstrated that the coaching group had
lower mean pain interference scores at the end of the
study compared to the education and control groups
(p = 0.03 and 0.02, respectively). After controlling for
baseline pain relief scores, no significant differences
were found among the three groups in the percentage
of pain relief (p = 0.07) at the end of the study.

Short-Form Health Survey: Table 2 lists the pre- and
post-study SF-36 subscale and component scores for the
three groups. After controlling for each of the baseline
SF-36 subscale and component scores, no significant
differences were found among the groups in social func-
tioning, physical or emotional role functioning, bodily
pain, or physical component scores. However, after
controlling for each of the subscale scores at baseline,
significant differences were found among the groups in
general health, vitality, mental health, and the mental
component summary score. Post-hoc contrasts demon-
strated that the coaching group had higher mental health
component scores compared to the control group. All
other post-hoc comparisons were not significant.

Functional Assessment of Cancer Therapy—General:
Table 3 lists the pre- and post-study subscale and total
QOL scores for the three groups. Scores for all four
subscales remained stable over time. After controlling
for each of the FACT-G scores at baseline, no significant
differences were found among the groups on any of the
subscale or total scores.

Discussion

Educational interventions have demonstrated positive
outcomes in decreasing cancer pain (Clotfelter, 1999;
Dalton, Keefe, Carlson, & Youngblood, 2004; de Wit et
al., 2001; Syrijala et al., 2008; Ward et al., 2008; Yates et
al., 2004). Coaching has been tested less frequently as a
pain management intervention, but it resulted in posi-
tive outcomes in three studies (Kalauokalani et al., 2007;
Miaskowski et al., 2004; Oliver et al., 2001). Although suc-
cessful, the labor-intensive nature of those interventions
may limit their use in clinical practice.

The current study tested the effects of two interventions
(standardized education and coaching) that were feasible
for implementation in an outpatient oncology clinic set-
ting. The coaching intervention was designed to afford
flexibility for both the patient and the nurse interven-
tionist to enhance its utility in clinical practice. Patients
assigned to the coaching group reported a statistically sig-
nificant decrease in pain’s interference with function and
improved ratings of vitality, mental health, and general
health. Compared to standardized education, coaching
also was associated with clinical improvements in cancer
pain management (i.e., decreased cancer pain intensity
and improvement or stability in functional status and
quality of life). However, most of the improvements were
not statistically significant. Several possible explanations
exist for the lack of statistical significance for most of the
outcome measures.

The current study was unique in that the coaching in-
tervention used principles of motivational interviewing
and was based on the Transtheoretical Model of change
theory. Those basic principles involve addressing issues
of greatest importance from the patient’s perspective and
assessing the individual’s readiness to change a particular
behavior. Some patients in the coaching group exhibited
persistent reluctance to consider changing a given attitude
or behavior that might result in improving their cancer
pain management. More commonly, the issue of priori-
ties had a significant effect on the nurse interventionist’s
ability to address attitudinal barriers that might affect
cancer pain management. Cancer pain does not exist in
a vacuum. Other issues, related—or not—to cancer and
its treatment, often were more pressing from the patient’s
perspective. True to the theoretical underpinnings of the
intervention, the nurse interventionist, in turn, focused on
those more pressing issues. That adaptation posed chal-
lenges in adhering to the attitudinal content within the
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Table 2. Short-Form Health Survey Scores by Study Group

study design was modified at the

request of the peer reviewers to

Control Education Coaching delay the post-test to six weeks

N ) =) =y after the coaching intervention

Subscale X SD X SD X SD Statistics was completed. In hindsight, an-
) . other measurement should have

Physical functioning F=1179,p=0309 peen made immediately after
Prestudy 424 254 403 274 435 279 . . .
Post-study 373 237 35 253 422 292 the coaching intervention was

Body pain F=2817,p=0062 completed (six weeks after base-
Prestudy 369 19 325 162 339 206 line), with a third measurement
Post-study 374 213 384 234 432 218 at 12 weeks after baseline. The

General health F=4.249,p=0.015 .

Prestudy 417 215 414 193 478 236 additional measurement would
Post-study 40.4 229 353 182 474 243 have allowed for an assessment

Vitality F=3.963,p=002" of the immediate effects of the
Prestudy 347 189 355 208 371 21.2 intervention, particularly with
Post-study 32 19.7 30 19.5 393 22.7 .

Mental health F=3.207,p=0042c Patients who were able to com-
Prestudy 64 206 623 212 663 19.4 plete the intervention, but died
POSt-StUdy 63.6 19.3 62 22 70.8 20.4 or were too 111 to Complete the

Mental component F =3.397,p = 0.035¢ ; ;

’ uestionnaires at 12 weeks. If a
Prestudy 425 119 126 433 11.8 q . g
Post-study 41 124 125 457  12.1 more significant effect was seen

2 Coaching > education, p = 0.016

b Coaching > education, p = 0.02

¢ Coaching > control, p = 0.089; coaching > education, p = 0.07
4 Coaching > control, p = 0.043

coaching protocol, but addressed the unique needs pre-
sented by the patient. Although the variation was viewed
very positively by patients in their study exit interview,
its effect on decreasing cancer pain likely was reduced.
Similarly, the researchers had difficulty maintaining
the attention-control telephone calls for their intended
purpose (i.e., to control for the attention received by
those in the coaching group). A substantial number

immediately after completing the
intervention, but was not sus-
tained, an argument could then
be made for providing some brief
ongoing sessions to reinforce the
coaching intervention.

In isolation, a behavioral intervention to decrease

cancer pain likely will demonstrate a small effect size.
Therefore, the lack of statistical significance may simply
be a reflection of inadequate sample size. The sample size
also was affected by a high attrition rate (30% of those
who enrolled to participate), often because of death or
disease progression, which could have contributed to
the lack of statistical significance in many of the outcome

of patients (assigned to either
the education or control groups)
voiced significant problems or

Table 3. Functional Assessment of Cancer Therapy—General Scores

concerns to the research associate by Study Group
during those calls, which required - -
the research associate to notify Sonto Euestion oaing
e (N = 88) (N = 75) (N = 64)
the patients’ clinicians. Although
such notification was important ~ Subscale X SD X SD X SD Statistics
frqm a chmcal.and et}-ucal stand- Physical well-being F=1373,p=0.26
point, the patients did not seek  prestudy 155 61 152 58 169 55
intervention on their own, but Post-study 15.7 57 155 6.1 17.6 6.2
rather waited for support and as- ~ Social well-being F=0.465p =063
. . Prestudy 19 6.3 20.2 6.1 21.1 5.4
sistance from the research associ-
b d th ffered f h Post-study 19 6.4 193 6.3 205 6.1
ate e}’on thato ere. rom’F € Emotional well-being F=241,p=0.09
attention control design, which Prestudy 16.7 53 167 47 165 56
may have blunted the effects of Post-study 168 49 162 53 176 53
the coaching intervention. Functional well-being F=1.382,p=0.25
Another possible explanation Prestudy 12.4 53 129 5.7 14.1 6.1
for th t findi is that Post-study 12.8 5.7 123 58 144 6.4
or the cgrre? in lngS IS. a Total score F=2164,p=0.12
the coaching intervention yield- Prestudy 63.6 156 651 169 688 159
ed a positive benefit, but the Post-study 644 163 633 175 705 173

benefit was not sustainable. The
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measures. In addition, more patients assigned to the
coaching group were unable to complete the end-of-
study measures.

Another possible explanation for the lack of statistical
significance on many of the outcome measures is that
the instruments used were not sensitive enough to de-
tect change. As a group, the sample scored low on each
barrier subscale and total score; the scores were similar
to those reported in other studies (Ward et al., 2008).
Although participants in the coaching group achieved
an improvement in each subscale (except fear of injec-
tions) that was greater than the improvement in the
other two groups, the differences were not significant.
Given the low baseline scores and smaller number of
patients assigned to the coaching group, the ability to
improve those scores would be extremely difficult. More
importantly, during the coaching telephone calls, unique
barriers were identified by the patients and discussed
that were not always reflected in the scores on the BQ
(Fahey et al., 2008). The strength of such beliefs or bar-
riers may be so great that four coaching calls may have
been inadequate to overcome that enduring attitude. In
addition, motivational interviewing is based on change
theory, in which an individual’s readiness to change be-
havior is crucial to the success of a behavioral interven-
tion (Prochaska & DiClemente, 1984). The current study
did not assess, nor stratify for, an individual’s readiness
to change a priori, which also could be a contributing
factor to those findings.

At baseline, the FACT-G subscale and total scores
in the current study were markedly lower than in the
general population, particularly the physical and func-
tional well-being subscale scores (Holzner et al., 2004).
Similarly, functional well-being scores were lower than
those previously reported by patients with cancer
(Burckhardt & Jones, 2005; Sherman, Simonton, Latif,
Plante, & Anaissie, 2009). However, baseline scores for
all FACT-G subscales were similar to those obtained in
another study of U.S. Veterans with cancer pain (Chang
et al., 2002). QOL scores did not change substantially
over time in any group, which suggests that cancer
pain was not a significant factor in the QOL of those
patients. An alternative explanation is that the stabil-
ity of scores may reflect the inability of the FACT-G to
detect subtle changes in QOL. Niv and Kreitler (2001)
acknowledge that pain can be an important factor in
one’s QOL, but also suggested that it may not always
be the most important. Therefore, focusing solely on
managing pain may not necessarily have a significant
effect on QOL. This view was substantiated in the
coaching group, in which other issues that affected
the patient’s QOL often took precedence over cancer
pain (e.g., those related to cancer treatment, family, or
economic hardship).

The SF-36 scores reported by patients in the current
study were lower than those reported by the general

U.S. population (Miaskowski et al., 2007; Wensing, Ving-
erhoets, & Grol, 2001) and other samples of patients with
cancer (Boini, Briangon, Guillemin, Galan, & Hercberg,
2004; Miaskowski et al., 2007; Mols, Coebergh, & van de
Poll-Franse, 2007; Wensing et al., 2001). Perhaps reflec-
tive of the supportive and alliance-building nature of
the intervention, scores related to mental health, men-
tal component summary score, and even vitality and
social function improved from baseline in the coaching
group. In contrast, those scores declined in the other two
groups. As expected, physical functioning and general
health declined over time in the control and education
groups, yet surprisingly remained stable in the coach-
ing group. Although bodily pain scores improved in
the coaching group (p = 0.06), attempts to improve
cancer pain management are unlikely to fully explain
all of those differences. However, the improvement may
better reflect the nurse interventionist’s willingness to
adapt to more pressing issues facing the patient during
the coaching telephone calls. That action is consistent
with motivational interviewing, but not captured by
standardized instruments.

Finally, the current study was not designed to alter the
amount and types of analgesics prescribed. The types and
amount of opioids prescribed and taken varied widely
among referral sites (Thomas, Annis, & Hwang, 2004).
Interestingly, in this subanalysis, the amount of opioids
prescribed or taken did not appear to affect pain intensity
ratings, pain relief, or satisfaction with pain management.
Although interventions that focus on medication use
alone also have not been consistently effective in control-
ling cancer pain, integrating pharmacologic interventions
with cognitive-behavioral interventions might produce
results that are more significant.

This study highlights the challenges of testing inter-
ventions that focus on clinical processes regarding pro-
vider advice, communication, and education in a severely
ill patient population. Those clinical processes often are
complex, and several interacting components may ac-
count for the outcomes. As a result, the authors encourage
the use of design methodologies and outcome measures
that address the complexities of clinical translational
studies and use of nonpharmacologic interventions.
Future studies should compare a coaching intervention
with different types of controls to ensure that the specific
effect of the intervention can be better distinguished from
those of other controlled factors, such as time, attention,
motivation, expectations, and experience (Bennett, 2010;
Bennett et al., 2009).

Conclusions and Implications
for Nursing Practice

Findings from the current study did not support
the use of mass-produced educational materials as an
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effective means of managing cancer pain. However,
in the busy clinic setting, too often this approach is all
a patient with cancer in pain may receive. Symptoms
including cancer pain may not be carefully assessed,
nor interventions carefully selected, implemented, and
discussed. Advanced practice nurses (APNs) provide
comprehensive assessments of symptoms and prob-
lems faced by patients with cancer. Using motivational
interviewing, APNs and patients can jointly develop
an appropriate plan of care to decrease those symp-
toms. Motivational interviewing is a skill that can be
mastered by an APN with sufficient training. In work-
ing with patients over time, the use of motivational
interviewing can yield positive outcomes that extend
beyond traditional cancer pain management. Indeed,
the use of motivational interviewing is becoming more
popular as a mechanism to increase patient adherence
with medical treatment. Cancer pain management
needs to be addressed from an integrated biopsycho-
social approach (e.g., pharmacologic, cognitive, behav-
ioral, motivational, educational) for its effectiveness to
be achieved fully.
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For Further Exploration

Use This Article in Your Next Journal Club Meeting

Journal club programs can help to increase your ability to evaluate the literature and translate those
research findings to clinical practice, education, administration, and research. Use the following questions
to start the discussion at your next journal club meeting. At the end of the meeting, take time to recap

the discussion and make plans to follow through with suggested strategies.

1.
2.
3.
4. What is stratification and why was it important to stratify participants in this study based on (a) pain and (b)

What is motivational interviewing?
How does motivational interviewing differ from counseling?
What is the purpose of having a control group? What was the intervention for the control group?

cancer therapy?

In the discussion section of the article, the authors state, “Cancer pain does not exist in a vacuum.” What do
you think this means? How does this concept affect the efforts of the nurse to manage cancer pain?

In our practice, what types of nonpharmacologic resources do we provide to help patients manage cancer
pain? Do you feel these resources are effective? Why or why not?

Visit www.ons.org/Publications/V]C for details on creating and participating in a journal club. Photocopying of this
article for discussion purposes is permitted.
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