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BACKGROUND/AIMS
This descriptive study aims to determine the relationships between the pain beliefs and coping strategies of palliative care patients.

MATERIAL and METHODS
This study was conducted in the Malatya Training and Research Hospital Palliative Care Clinic from March 10, 2019 to June 10, 2019. The
sample consisted of 138 inpatients. The data were collected using a personal information form, the Pain Beliefs Questionnaire, the Pain
Coping Questionnaire, and the Palliative Performance Scale. Statistical Package for the Social Sciences (SPSS) version 18.0 (IBM SPSS
Corp.; Armonk, NY, USA) software was used to analyze the data. The required ethical approvals were obtained.

RESULTS
The patients’ mean age was 59.01 6 9.38. Of them, 65.1% were female, and 89.7% were married. Of the patients, 56.3% had completed
primary school, and 75.3% were unemployed. Of the patients, 70.5% believed that pain is controlled by God. Their mean organic beliefs
score was 3.04 6 0.38, and their mean psychological beliefs score was 4.83 6 1.00. Their mean scores for self-management, helpless-
ness, conscious cognitive attempts, and medical remedies were 19.07 6 5.18, 10.72 6 3.00, 13.85 6 4.05, and 11.54 6 3.08, respectively. Their
organic beliefs scores had a negative relationship with self-management scores (P < .001, r ¼ –392) and conscious cognitive attempts
scores (P < .001, r ¼ –.350), and they had a positive weak relationship with helplessness scores (P < .001, r ¼ .380).

CONCLUSION
The pain beliefs of patients in palliative care affect their ability to cope with pain. The planning and implementation of nursing pain
management interventions should consider the relationships between the pain beliefs and pain coping strategies of patients.
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INTRODUCTION
Palliative care is a multidisciplinary approach that starts with diagnosis and continues during and after treatment. Pallia-
tive care helps patients to cope with a variety of disease-related symptoms.1 When the symptoms are brought under
control, patients’ adaptation to their community increases, their recovery period begins, and they become able to toler-
ate their treatments’ side effects like vomiting and dizziness, etc.2,3 Palliative care aims to provide patients with an active
and quality life until their death.2,3 Pain is a critical symptom that affects the course of diseases, and treating it is a prior-
ity issue.2,4

Inadequate pain management leads to serious complications and increases morbidity and mortality and the length of
hospital stays.5 It reduces patients’ quality of life by affecting their conduct of daily activities.4 Pain and its effects are
significant causes of stress. Cognitive and behavioral responses to stress that are considered “coping with pain” affect
the severity of pain, pain-related disabilities, and patient psychology.6,7 Coping is defined as people’s resistance to
events or factors that cause stress and their cognitive, emotional, and behavioral responses to endure them. Coping
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strategies vary with a variety of factors such as age, gender,
culture, and disease. They are unique to each individual.6,8,9

Pain includes sensory, emotional, and behavioral factors. It is a
multidimensional experience that has been explained using a
variety of models, including the pathogenic and biopsychoso-
cial models. The pathogenic model of pain focuses on whether
pain is the result of a direct tissue trauma or a physiological
destruction. The biopsychosocial model involves cognitive,
emotional, and behavioral factors. These factors are reported
to affect pain response indirectly by affecting patients’
neurochemistry.10,11

Belief is a cognitive factor that is based on social psychology. It
is seen as one of the main constituents of people’s thought sys-
tems in the cognitive perspective. Pain beliefs involve organic
and psychological beliefs. Organic beliefs are based on the per-
ception that pain is caused by bodily injury or harm. People
believe that an increase in the level of injury increases pain. This
makes activity/exercise and a biomedical approach important
for eliminating the problem causing the pain. Psychological
beliefs are based on the perception that pain is affected by psy-
chological factors (anxiety, depression, etc.). A variety of tech-
niques such as relaxation and distraction can be used for pain
management.8,10,12 Studies of pain beliefs show that patients’
treatments and coping strategies vary by their beliefs.8,11

It is important for nurses as members of multidisciplinary teams
to detect the pain management problems of patients that
related to their pain beliefs and to plan nursing pain manage-
ment interventions that consider them.8,9 No studies of the rela-
tionships between the pain beliefs and pain coping strategies
of patients in palliative care were found in the literature. Deter-
mining the pain beliefs of patients may help in the selection of
the best coping method, and thus an effective pain manage-
ment method.8–11 Therefore, our study aimed to evaluate the
correlation between pain beliefs and coping strategies in palli-
ative care patients. Other purposes of the research are to
examine whether sociodemographic variables affect pain
belief and coping with pain.

MATERIALS and METHODS
The Study’s Population and Sample
This descriptive study was conducted in the Malatya Training
and Research Hospital Palliative Care Clinic from March 10,

2019 to June 10, 2019, the only hospital in the city of Malatya
that admits patients to palliative care. A necessary sample size
of 140 people was determined using G*Power software and an
effect size of 2.25, a significance level (a) of 0.05, and 80%
power. The sample consisted of 138 patients.

Inclusion Criteria
Patients who were 18 years old and above, conscious, had no
communication difficulties or mental disorders, scored 40% or
higher on the Palliative Performance Scale (PPS), and agreed
to participate were included in the study. The minimum pallia-
tive performance score for patients was 40%. The criteria also
included being conscious and having a normal or less than
normal food intake, requiring major assistance for self-care,
being unable to do most activities, having extensive disease,
and being mainly in bed. Patients who scored below 40% on
the PPS were excluded from the study because they would be
tired due to their lack of functional capacity, and reliable data
would not be obtained from them due to their unsteady levels
of consciousness.13

Data Collection
The patients were informed about the study and told that its
data would not be shared with third parties. The researchers
collected the data in face-to-face interviews. The questionnaire
and scale items were read, and the patients’ responses were
recorded by the researchers. Filling out the forms took roughly
30 minutes for each patient. The data were collected using a
personal information form, the Pain Beliefs Questionnaire
(PBQ), the Pain Coping Questionnaire (PCQ), and the PPS.

The personal information form. It was created by research-
ers after a review of the literature. It consists of 13 questions
about the patients’ sociodemographic characteristics (age,
gender, marital status, educational level, working status, care-
giver, and diagnosis) and pain-related information (site of pain,
severity of pain, pain history, type of analgesic, and the
patient’s beliefs about who controls their pain).

The Pain Beliefs Questionnaire. The PBQ was developed by
Edward et al.14 to evaluate beliefs about the causes and treat-
ment of pain. Berk15 did the validity and reliability study of the
questionnaire’s Turkish version. The PBQ has 12 items that con-
cern organic and psychological pain beliefs. The organic beliefs
subtest concerns the organic causes of pain. The psychological
beliefs subtest is about psychological factors that affect the
experience of pain. There is no cutoff point for the scores.
Higher subscale scores indicate more pain beliefs, and lower
subscale scores indicate less pain beliefs. The highest possible
scores on the organic and psychological beliefs subscales are
6, and the lowest possible scores are 1. Cronbach’s a of the
Turkish versions internal consistency coefficients was 0.71 for
the organic beliefs subtest and 0.73 for the psychological
beliefs subtest in its reliability study.15

The Pain Coping Questionnaire. The PCQ was developed
by Kleinke16 to determine pain-related patterns of affection
and behavior. Hocaoğlu et al.6 did the validity and reliability
study of its Turkish version. The PCQ has these subscales: self-
management, helplessness and conscious cognitive attempts,
and medical remedies. It is a 4-point Likert-type scale (0 ¼
never to 3 ¼ often) with 29 items. There is no cutoff point for
the scores. The highest possible scores on the subscales of self-

Main Points

• Studies of pain beliefs show that patients’ treatments and
coping strategies vary by their beliefs.

• The patients’ self-management scores had a positive
strong relationship with conscious cognitive attempts
scores and a negative weak significant relationship with
helplessness scores.

• The female patients had higher self-management, con-
scious cognitive attempts, helplessness, and medical rem-
edies scores. The female patients had higher
psychological beliefs scores, and the male patients had
higher mean organic beliefs scores.

• The cancer patients had lower self-management scores
than the cardiovascular disease patients.
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management, helplessness and conscious cognitive attempts,
and medical remedies are 36, 24, and 27, respectively. The
lowest possible score on all the subscales is 0. The Cronbach’s
a of the Turkish versions internal consistency coefficient was
0.75 in the questionnaire’s reliability study.6

The Palliative Performance Scale
The PPS was developed by Anderson et al.13 to evaluate
patients’ ambulation, activity and evidence of disease, self-
care, food intake, and consciousness levels. PPS levels range
from 0 to 100% in 10% increments. They are determined by
starting with ambulation in the leftmost column. After the most
appropriate ambulation level is determined, other four columns
are evaluated. Then, the overall best fit for patients is assigned
as their PPS score. It should be noted that the left-hand col-
umns are more determinant than the right-hand columns.

Ethical Considerations
Prior to the study, ethics committee approval and written permis-
sion were obtained from the _Inönü University Noninvasive Clini-
cal Research Ethics Committee (approval number: 2019/36-04)
and the Malatya Training and Research Hospital. Written and
verbal consent were obtained from the participants.

Data Analysis
The data were analyzed using Statistical Package for the
Social Sciences (SPSS) version 18.0 (IBM SPSS Corp.; Armonk,
NY, USA) software and descriptive statistics (numbers, percen-
tages, means, and standard deviations). The data were com-
pared using the Mann–Whitney U test and the Kruskal–Wallis
test. Spearman’s correlation was used to determine the rela-
tionships between variables. The confidence interval was 95%,
and the threshold for significance was <5%.

RESULTS
The patients’ mean age was 59.01 6 9.38. Of the patients, 65.1%
were female, and 89.7% were married. Of them, 56.3% had
completed primary school, and 75.3% were unemployed. Of the
patients, 82.1% said that their caregivers were their family mem-
bers. Of the patients, 63.5% were diagnosed with cancer, 24.5%
were diagnosed with cardiovascular diseases, and 12.0% were
diagnosed with neurological diseases. For the treatment of
pain, 52.6% of patients used nonsteroidal anti-inflammatory
drugs (NSAIDs), 20.3% used weak or strong opioids, and 27%
used adjuvant drugs. Of the patients, 75.2% said that they had
previously had pain complaints for other reasons. Of the
patients, 57.3% had back-lower back pain, 26.9% had head-
neck pain, and 15.8% had arm-shoulder pain. Of the patients,
40.4% had severe levels of pain, 30.2% had very severe levels
of pain, and 29.4% had moderate levels of pain. Of the patients,
70.5% believed that pain is controlled by God and 14.6%

believed that pain is controlled by doctors. Another 10.3%
believed that they controlled their own pain, and only 4.6%
believed that pain is controlled by nurses.

Table 1 shows the patients’ mean total and subscale PBQ and
PCQ scores.

The patients’ self-management scores had a positive strong
relationship with conscious cognitive attempts scores (P < .001,
r ¼ .675) and a negative relationship with helplessness scores
(P < .001, r ¼ –.553). The patients’ helplessness scores had a
negative relationship with their conscious cognitive attempts
scores (P < .001, r ¼ –.199) and a positive relationship with their
medical remedies scores (P < .001, r ¼ .572). A positive relation-
ship was found between their conscious cognitive attempts
scores and medical remedies scores (P < .001, r ¼ .302). The
patients’ organic beliefs scores had a negative relationship
with their self-management scores (P < .001, r ¼ –.392) and con-
scious cognitive attempts scores (P < .001, r ¼ –.350) and had a
positive weak relationship with their helplessness scores (P <
.001, r ¼ .380). A positive weak relationship was found between
the patients’ psychological beliefs scores and self-
management scores (P < .05, r ¼ .197). No significant relation-
ship was found between the patients’ organic beliefs and psy-
chological beliefs (P > .05, r ¼ .062) (Table 2).

The female patients had higher self-management, conscious
cognitive attempts, helplessness, and medical remedies scores
(P < .01). The female patients had higher psychological beliefs
scores, and the male patients had higher mean organic beliefs
scores (P < .05). The patients’ age, marital status, education
levels, and income levels had no significant relationship with
their organic and psychological pain beliefs scores and PCQ
scores (P > .05). The patients whose pain management was
supported by people they lived with had higher scores for psy-
chological pain beliefs, self-management, conscious cognitive
attempts, helplessness, and medical remedies (P < .05).

The cancer patients (P < .01) had lower self-management
scores than the cardiovascular disease patients. The cancer
patients (P < .001) had lower conscious cognitive attempts
scores than the patients diagnosed with neurological diseases
and higher medical remedies scores than the other groups (P <
.05). No significant difference was found between patients’
diagnoses and their organic and psychological beliefs (P > .05).

A significant difference was found between self-management
(P < .01), helplessness (P < .01), and organic beliefs (P < .05)
scores of the patients who used opioids to treat pain. A signifi-
cant difference was found between the patients’ helplessness
(P < .001) and medical remedies (P < .01) scores and their pain
history. No significant difference was found between patients’

Table 1. The Patients’ Mean PBQ and PCQ Scores

Scales Minimum Maximum Mean 6 SD

Pain Coping Questionnaire Self-management 1.00 34.00 19.07 6 5.18
Helplessness 2.00 22.00 10.72 6 3.00

Conscious Cognitive Attempts 3.00 20.00 13.85 6 4.05
Medical Remedies 3.00 26.00 11.54 6 3.08

Pain Beliefs Questionnaire Organic Beliefs 1.96 5.59 3.04 6 0.38
Psychological Beliefs 1.00 5.70 4.83 6 1.00
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organic and psychological beliefs scores and their pain history
(P > .05) (Table 3).

There was a significant difference between the pain location
and the scores of for self-management and conscious cognitive
attempts (P < .001). The patients who had head-neck pain had
lower mean scores for self-management and conscious cogni-
tive attempts. A significant difference was found between the
severity of pain and the subscales of self-management (P <
.001), helplessness (P < .01), and medical remedies (P < .01). The
patients who had moderate levels of pain had higher mean
scores for self-management. The patients who had very severe
levels of pain had higher mean scores for medical remedies,
and the patients who had intolerable levels of pain had higher
mean scores for helplessness. A difference was found between
the belief that patients control their own pain and organic
beliefs scores (P < .05). A significant difference was only found
in the medical remedies scores of patients who believed that
pain is controlled by nurses (P < .05). There is a significant dif-
ference only in the helplessness scores of the patients who
believe that pain control is in God (P < .05) (Table 3).

DISCUSSION
Only one study that examines pain belief and coping with pain
together was found in the literature. For this reason, a limited
number of resources are used in this discussion of the results.

The patients’ organic beliefs mean score was 3.04 6 0.38, and
their mean psychological beliefs score was 4.83 6 1.00. Studies
of pain beliefs have reported that organic and psychological
beliefs scores vary with different samples (old people, patients
in algology clinics, students, etc.).8,10,17,18

In our study, scores for self-management, helplessness, con-
scious cognitive attempts, and medical remedies were 19.07 6

5.18, 10.72 6 3.00, 13.85 6 4.05, and 11.54 6 3.08, respectively. Few
studies of coping with pain were found in the literature. These
studies report different levels of mean subscale scores.8,18

When the relationship of the PCQ subscales with each other is
examined, the similarity in the results is quite remarkable.8,18

The differences in the results were caused by the effect of vari-
ables such as age, gender, diagnosis, education level, site of

pain, and severity of pain-on-pain beliefs and coping with
pain.

A negative weak significant relationship was found between
self-management scores and helplessness scores. Two studies
conducted with different sample groups have similar results.8,18

A negative relationship was found between helplessness
scores and conscious cognitive attempts scores. Another study
has similar results.8 A positive strong relationship was found
between self-management scores and conscious cognitive
attempts scores. Madenci et al.19 also found a significant rela-
tionship between self-management scores and conscious cog-
nitive attempts scores. A positive weak significant relationship
was found between the patients’ helplessness scores and
medical remedies scores. A positive weak significant relation-
ship was found between the patients’ conscious cognitive
attempts scores and medical remedies scores. There are similar
results in the literature.8,18 Patients who feel helplessness in
pain management may have difficulty in coping with pain by
themselves and may fail in pain management, particularly in
cognitive and behavioral strategies.8,18 The results of the study
are similar to those in the literature.

The patients’ organic beliefs scores had a negative relationship
with their self-management scores and conscious cognitive
attempts scores and a positive weak relationship with their
helplessness scores. Similarly, Babadağ et al.8 found that
higher organic beliefs scores lead to lower self-management
and conscious cognitive attempts scores and higher helpless-
ness scores. A positive weak relationship was also found
between the patients’ psychological beliefs scores and self-
management scores.8 A study conducted with students found
that students who used the distraction method for pain man-
agement had significantly higher psychological beliefs scores.10

Similarly, this study found a positive weak relationship
between the patients’ psychological beliefs scores and self-
management scores. The correlation between psychological
beliefs scores and self-management scores may be due to the
fact that individuals who believe the origin of pain is related to
psychological factors have stronger personal management.
Higher organic beliefs scores cause difficulty in coping with
pain and feelings of helplessness.8,10

Table 2. Correlations Between the Patients’ PBQ and PCQ Scores

Scales Subscales

1 2 3 4 5 6
r r r r r r
P P P P P P

Pain Coping Questionnaire 1. Self-management –
2. Helplessness –.553*** –
3. Conscious Cognitive Attempts .675*** –.199*** –

.000 .000
4. Medical Remedies .041 .572*** .302** –

.705 .000 .004
Pain Beliefs Questionnaire 5. Organic Beliefs –.392*** .380*** –.350*** .093 –

.000 .000 .000 .362
6. Psychological Beliefs .197* –.049 .241 .099 .062 –

.033 .651 .084 .743 .481

n ¼ 138.
*P < .05.
**P < .01.
***P < .001.
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The management of pain symptoms, which are common in pal-
liative care patients, significantly affects the quality of care.20

Knowing the relationship between pain beliefs and coping
with pain may provide substantial benefits in the treatment of

pain. Nurses should be aware of individual differences con-
cerning pain and should not consider every patient to be the
same. Nurses have critical roles in determining a specific
method for each patient in pain management.8,21

Table 3. Comparison of the Patients’ Pain-Related Features and PBQ and PCQ Scores

Pain Coping Questionnaire Pain Beliefs Questionnaire

Scales Self-management Helplessness
Conscious

Cognitive Attempts
Medical

Remedies
Organic
Beliefs

Psychological
Beliefs

Subscales Median (25-75)
Percentile

Mean 6 SD

Median (25-75)
Percentile

Mean 6 SD

Median (25-75)
Percentile

Mean 6 SD

Median (25-75)
Percentile

Mean 6 SD

Median (25-75)
Percentile

Mean 6 SD

Median (25-75)
Percentile

Mean 6 SD
Pain history
Yes
No
P/Z

13.00 (12.00-18.00)
14.00 6 2.50

14.0 (10.00-16.00)
13.77 6 3.05

P ¼ .705/Z ¼ 1.06

18.00 (12.00-21.00)
16.00 6 2.50

13.00 (10.00-16.00)
12.00 6 3.00

P < .001/Z ¼ 2.03

15.00 (12.00-17.00)
14.00 6 2.65

14.00 (10.00-15.75)
12.00 6 2.30

P ¼ .633/Z ¼ 1.06

15.00 (10.00-20.00)
11.00 6 3.00

12.00 (7.00-14.00)
10.00 6 4.55

P < .01/Z ¼ 1.03

2.00 (1.00-4.00)
3.00 6 1.00

3.00 (2.00-3.50)
4.00 6 0.90

P ¼ .806/Z ¼ 1.69

5.00 (9.00-16.00)
4.00 6 1.00

4.50 (2.00-4.50)
3.00 6 0.80

P ¼ .302/Z ¼ 1.06
Type of analgesic
Opioid
NSAID
Adjuvant
P/KW

23.00 (12.00-25.00)
22.01 6 5.90

19.00 (15.00-25.00)
18.99 6 4.55

18.00 (15.00-20.00)
17.00 6 6.06

P < .001/
KW ¼ 20.603

10.00 (8.00-17.00)
11.99 6 4.20

11.00 (8.00-18.00)
12.10 6 5.00

12.00 (10.00-19.00)
13.00 6 5.88

P < .001/
KW ¼ 19.102

10.00 (8.00-17.00)
12.60 6 4.55

11.00 (15.00-20.00)
12.00 6 3.80

11.00 (15.00-22.00)
10.30 6 5.09

P ¼ .210/
KW ¼ 59.500

13.00 (8.00-19.00)
12.00 6 4.08

12.00 (6.00-21.00)
11.10 6 5.70

23.00 (15.25-25.75)
10.34 6 6.80

P ¼ .314/
KW ¼ 5.700

5.00 (2.09- 5.07)
4.90 6 0.43

2.00 (1.20-3.30)
2.96 6 0.19

2.70 (3.00-3.50)
2.60 6 0.25
P < .001/

KW ¼ 3.034

4.50 (3.00-5.00)
3.70 6 0.40

5.20 (4.10-5.90)
2.44 6 0.87

4.00 (3.20-4.30)
3.96 6 0.19
P ¼ .510/
Z ¼ 1.106

Site of pain†
Back-lower back
Head-neck
Arm-shoulder
Leg-knee
Other
P/KW

19.00 (14.00-25.00)
17.05 6 5.73

11.00 (8.00-18.00)
12.67 6 6.08

18.00 (15.00-23.75)
16.05 6 6.01

23.00 (15.25-25.75)
21.33 6 6.74

17.00 (11.50-21.00)
15.36 6 6.09

P < .001/
KW ¼ 22.034

13.00 (10.00-17.00)
12.76 6 4.11

15.00 (12.00-18.00)
13.98 6 3.85

13.00 (10.00-16.00)
11.95 6 3.94

11.00 (9.25-16.00)
13.00 6 5.18

17.00 (14.00-17.00)
15.90 6 4.03
P ¼ .420/

KW ¼ 4.085

13.50 (10.00-16.00)
11.09 6 3.55

9.00 (5.00-11.00)
8.11 6 4.00

12.00 (10.00-14.00)
11.07 6 2.57

15.00 (10.25-16.00)
13.92 6 2.76

13.00 (9.00-14.00)
11.88 6 2.90
P < .001/

KW ¼ 28.501

14.00 (10.00-16.00)
12.89 6 4.18

12.00 (7.00-15.00)
10.20 6 4.05

15.50 (12.00-16.75)
15.77 6 4.05

12.00 (10.00-15.75)
11.99 6 3.10

10.00 (10.50-16.00)
10.05 6 3.07
P ¼ .062/

KW ¼ 8.075

3.00 (2.09- 3.07)
3.19 6 0.43

4.00 (3.20-4.30)
3.96 6 0.19

2.50 (5.97-4.00)
2.85 6 0.70

3.93 (3.01-4.10)
3.05 6 0.18

2.69 (3.01-4.00)
2.97 6 0.65
P ¼ .077/

KW ¼ 9.015

5.00 (4.23-5.75)
4.90 6 0.90

5.60 (4.50-5.95)
5.52 6 1.09

5.25 (4.40-5.60)
4.05 6 1.09

4.90 (4.06-6.00)
5.17 6 0.77

5.00 (3.77-5.00)
4.00 6 0.99

P ¼ .791/
KW ¼ 2.052

Severity of pain
Moderate
Severe
Very severe
Intolerable
P/KW

21.00 (15.00-25.00)
19.03 6 5.21

18.00 (12.00-25.00)
16.05 6 6.08

16.00 (11.00-22.00)
15.57 6 5.71

13.50 (5.00-18.00)
12.01 6 9.04
P ¼ .001/

KW ¼ 14.020

10.00 (7.50-15.50)
11.70 6 4.80

15.00 (12.00-16.00)
13.05 6 3.00

13.00 (11.00-18.00)
12.92 6 3.80

16.00 (13.00-18.00)
14.00 6 2.30

P ¼ .001/
KW ¼ 14.360

12.00 (10.50-16.00)
11.02 6 2.86

10.02 (8.00-14.00)
12.03 6 3.58

12.00 (9.00-16.00)
10.05 6 3.27

11.00 (7.00-15.00)
10.88 6 5.02
P ¼ .458/
KW ¼ 2.97

10.06 (6.00-15.00)
9.00 6 3.87

13.00 (9.00-17.00)
12.02 6 3.53

16.00 (11.00-19.00)
15.77 6 4.60

12.00 (8.00-15.00)
10.08 6 3.71
P ¼ .006/

KW ¼ 14.135

3.01 (3.70-4.50)
3.85 6 0.59

3.99 (3.00-4.25)
2.95 6 0.77

3.04 (3.00-4.75)
3.74 6 0.61

3.85 (3.07-3.94)
3.37 6 0.90
P ¼ .314/

KW ¼ 5.020

4.50 (4.50-5.50)
4.86 6 0.90

4.75 (4.50-6.00)
5.00 6 1.28

5.00 (4.50-6.00)
5.00 6 1.04

4.75 (4.25-5.50)
4.00 6 0.80
P ¼ .298/

KW ¼ 4.992
Patients control
their own pain*
Yes
No
P/KW

19.00 (12.00-24.00)
17.00 6 5.50

16.00 (13.00-25.00)
15.00 6 5.05

P ¼ .681/Z ¼ –1.012

14.00 (10.00-17.00)
12.90 6 2.08

13.00 (11.00-16.00)
11.45 6 3.07

P ¼ .630/Z ¼ 1.214

14.00 (8.00-16.00)
13.75 6 4.62

13.00 (8.00-14.00)
12.04 6 3.99

P ¼ .370/Z ¼ –0.984

12.00 (9.00-15.00)
11.00 6 3.20

13.00 (11.00-16.00)
12.90 6 3.21

P ¼ .537/Z ¼ 0.980

3.10 (3.00-4.60)
3.26 6 0.71

3.90 (3.10-4.70)
4.00 6 0.95

P ¼ .031/Z ¼ 2.714

4.25 (4.00-5.95)
5.12 6 0.91

5.10 (4.50-5.70)
5.01 6 1.44

P ¼ .888/Z ¼ 0.570
Pain is controlled
by nurses*
Yes
No
P/Z

10.00 (4.00-25.00)
14.00 6 9.60

19.00 (13.00-24.00)
17.05 6 5.62

P ¼ .520/Z ¼ 1.128

13.00 (12.00-18.00)
14.00 6 3.00

13.20 (10.00-16.00)
12.11 6 3.70

P ¼ .440/Z ¼ –0.921

9.00 (4.25-16.00)
10.40 6 5.17

10.00 (9.00-15.)
9.84 6 3.40

P ¼ .750/Z ¼ 0.772

15.0 (10.00-19.00)
14.93 6 3.70

13.50 (10.00-16.00)
11.26 6 3.00

P ¼ .045/Z¼–1.870

3.00 (2.80-4.90)
3.06 6 0.18

2.02 (3.00-4.61)
2.07 6 0.62

P ¼ .197/Z ¼ 1.880

3.60 (3.50-5.00)
3.95 6 1.01

4.30 (4.00-5.25)
4.70 6 0.68

P ¼ .461/Z ¼ 1.008
Pain is controlled
by doctors*
Yes
No
P/Z

16.00 (10.00-24.00)
16.03 6 7.50

17.00 (13.00-24.00)
16.99 6 5.50

P ¼ .783/
Z ¼ 0.976

13.00 (10.00-17.00)
12.05 6 3.20

12.90 (9.00-16.00)
12.57 6 2.30
P ¼ .700/
Z ¼ –0.871

12.00 (7.00-15.00)
10.21 6 3.26

11.00 (8.00-14.00)
10.30 6 2.74
P ¼ .674/
Z ¼ 0.903

12.00 (9.00-17.00)
12.62 6 3.10

13.00 (10.00-15.00)
12.00 6 3.90
P ¼ .260/
Z ¼ –2.180

3.75 (3.50-4.65)
3.73 6 1.05

3.02 (3.50-4.50)
3.22 6 0.87
P ¼ .143/
Z ¼ –1.983

4.50 (4.00-5.00)
4.01 6 0.95

4.75 (4.50-5.75)
4.23 6 0.76
P ¼ .601/
Z ¼ 1.255

Pain is controlled
by God*
Yes
No
P/Z

17.00 (13.00-23.00)
17.25 6 5.92

17.25 (10.00-24.00)
17.00 6 6.15
P ¼ .480/
Z ¼ –0.530

13.00 (11.00-17.00)
13.80 6 4.60

12.90 (7.00-15.50)
11.59 6 3.83
P ¼ .027/
Z ¼ –1.024

11.00 (9.00-14.00)
11.20 6 4.00

10.50 (7.50-13.50)
11.50 6 3.60
P ¼ .301/

Z ¼ –0.995

12.50 (10.00-15.00)
11.50 6 3.68

12.00 (9.50-15.50)
10.90 6 4.03

P ¼ .923/
Z ¼ –0.325

2.70 (2.00-4.90)
2.00 6 0.13

3.00 (2.50-4.50)
3.05 6 0.90
P ¼ .480/
Z ¼ –1.273

4.75 (4.00-5.50)
4.60 6 0.71

4.25 (4.00-5.50)
3.75 6 1.89
P ¼ .702/
Z ¼ –1.906

*Mann–Whitney U test.
†Kruskal–Wallis test.
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Beliefs about the nature and treatment of pain may change
with multidisciplinary pain management programs based on
cognitive-behavioral interventions, and health professionals do
not generally take the psychological and cultural components
of pain into consideration, but tend to focus on its physiological
causes.21,22 It is important for nurses as members of healthcare
teams to detect the problems of patients related to their pain
beliefs in pain management early and to plan nursing interven-
tions that consider patients’ pain beliefs. For instance, patients
who have low psychological beliefs scores may not benefit
from nonpharmacological cognitive-behavioral methods of
pain control.8,21

The patients’ age, marital status, education levels, and income
levels had no significant relationships with their organic and
psychological pain beliefs scores. The female patients and
patients who defined their family members as their caregivers
had higher mean psychological pain beliefs scores, but this dif-
ference was not statistically significant. Koçoğlu and O€zdemir23

found that age, education level, and marital status had no rela-
tionship with organic beliefs scores. Babadağ et al.18 found that
females had higher psychological beliefs scores. Higher psy-
chological beliefs scores suggest that female patients use
cognitive-behavioral methods more. The female patients had
higher self-management, conscious cognitive attempts, help-
lessness, and medical remedies scores, and this difference was
statistically significant. Another study found that female
patients had higher helplessness and medical remedies scores
than male patients.8 The literature emphasizes that cultural
expectations, social responsibilities, and social roles affect
female patients’ coping with pain.24 Care support by family
members has a positive effect on patients’ psychology and
eases coping with pain.25 This is thought to be the cause of the
higher psychological beliefs scores of the patients who defined
their family members as their caregivers.

In our study, a significant difference was found between
patients’ pain history and their scores for helplessness and
medical remedies. There are similar results in the literature.8

Nurses who have a significant role in pain management can
have a positive effect on coping with pain when they consider
patients’ pain histories while planning nursing interventions.

The patients who used opioids had higher organic beliefs
scores than those who did not. A study conducted with
patients in algology clinics reported similar results.8 The
patients who used opioids had higher self-management scores
and lower helplessness scores. This is thought to be related to
negative and inaccurate beliefs about opioids (fears of their
side effects and drug addiction). By giving information about
opioids, nurses can have a positive effect on patients’ pain
beliefs.

The cancer patients had lower self-management scores than
the cardiovascular disease patients. This may be due to the
fact that cancer causes emotional distress and negative
thoughts. The cancer patients had lower conscious cognitive
attempts scores than those diagnosed with neurological dis-
eases and had higher medical remedies scores than all the
other groups. These results may be due to the fact that patients
with cancer consider nonpharmacological methods ineffective
for pain management. Healthcare teams should determine the
factors that reduce pain tolerance, increase suffering, worsen

cancer pain, cause opioid addiction, and negatively affect the
pain treatment of cancer patients.25

The patients who believed that they control their own pain had
lower organic beliefs scores. A significant difference was only
found in the helplessness scores of patients who believed that
pain is controlled by God. Helmes and Goburdhun26 studied
patients’ beliefs about the control of pain (internal factors,
external factors, and luck). They found that more belief in inter-
nal factors reduces helplessness, and more belief in external
factors and luck increases helplessness. A significant difference
was found in the medical remedies scores of the patients who
believed that pain is controlled by nurses.26 This may be due to
the fact that the patients considered nurses to be effective in
pain treatment. No significant difference was found in the scale
scores of patients who believed that pain is controlled by doc-
tors. Several studies have found that patients who believe that
pain is controlled by God feel more helplessness in coping with
pain.8,18 This study’s results support the claim that individuals
feel helpless against pain when they believe that pain is con-
trolled by external factors.18

The cancer patients had lower self-management scores than
the cardiovascular disease patients. The cancer patients had
lower conscious cognitive attempts scores than those diag-
nosed with neurological diseases and higher medical remedies
scores than all the other groups. This may be due to the fact
that the cancer patients had very severe levels of pain, are at
risk of depression, and thus have difficulty coping with pain. A
significant difference was found between the patients’ severity
of pain and the subscales of self-management, helplessness,
and medical remedies. It is emphasized in the literature that
changes in the severity of pain affect coping with pain.27 This
indicates that diagnosis and severity of pain should be consid-
ered in the extensive evaluation of pain.

A significant difference was found between self-management
and conscious cognitive attempts scores of the patients with
head-neck pain, back-lower back pain, arm-shoulder pain, and
leg-knee pain. The results of this study are similar to those in
the literature.8,18 This may be related to the fact that most of the
patients in palliative care were cancer patients. Of patients,
50%–80% have been reported to have frequent head-neck
pain in their final years and to be unable to cope with this pain
by themselves.28 The differences between these study results
may be due to a variety of sociodemographic and cultural fac-
tors. The results of this study are important because they are
based on considering sociodemographic and pain-related vari-
ables, particularly diagnosis and gender, in the selection of
methods of pain management.

In conclusion, higher organic beliefs scores have a positive
effect on self-management and conscious cognitive attempts
and a negative effect on helplessness. Higher psychological
beliefs scores positively affect self-management. The evalua-
tion of the pain, which is one of the main symptoms in palliative
care, is the cornerstone of pain management. Pain manage-
ment involves a variety of difficulties, including lack of effective
communication between patients and nurse; psychological, cul-
tural, and social barriers to the diagnosis of pain; and the fact
that pain is a multidirectional and subjective concept. Nurses
should determine the effects of patients’ thoughts, beliefs, and
sociodemographic differences on their pain and train patients

Menekli et al. Pain Beliefs and Coping Strategies of Palliative Care Patients Cyprus J Med Sci 2021; 6(3): 201-207

206



to cope with their pain by establishing effective communication
with them. The planning and implementation of nursing pain
management interventions should consider the relationships
between the pain beliefs and pain coping strategies of
patients.

Limitations of the Research
Since there is only one palliative care clinic in Malatya prov-
ince, the fact that the study was conducted with 140 patients
was considered as a limitation for this study.
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19. Madenci E, Herken H, Yağız E, et al. Depression levels and the

ways of coping with pain in patients with chronic pain and fibro-

myalgia syndromes. Türk Fiz Tıp Rehab Derg. 2006;52(1):19-21.

20. Chang VT, Sorger B, Rosenfeld KE, et al. Pain and palliative medi-

cine. J Rehabil Res Dev. 2007;44(2):279.

21. WalshDA RJ. Pain beliefs and perceived physical disability of

patients with chronic low back pain. Pain. 2002;97(1):2331.
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