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ABSTRACT

Introduction: Cancer is one of the leading causes of death worldwide and is rapidly becoming a global pandemic. Cancer
pain significantly affects the diagnosis, quality of life and survival of patients with cancer. The aim of this study is to analyse
the effect of a Pain Management Program (PMP) on pain and quality of life in a patient with cancer. Methods: This study
used a quasi-experimental design with a randomised pre-post test design approach. The data was collected from cancer
patients in No 2 Military Hospital (500-Bedded), Yangon, Myanmar. The patients were recruited using a random allocation
sampling technique and consisted of 30 respondents (experimental group) and 30 respondents (control group) taken
according to the inclusion criteria. The Short Form-McGill Pain Questionnaire 2 (SF-MPQ 2) was used to assess pain, and
The European Organization for Research and Treatment of Cancer Quality of Life Questionnaire-Core 30 (EORTC QLQ-
C30) was used to assess the quality of life. Results: A MANOVA test was used to analyse the effect of PMP. It showed that
1) PMP decreased the pain and 2) PMP increased the quality of life in patients with cancer. Conclusions: Improvements in
the quality of life and to do with pain-related cancer suggests that the vicious cycle of chronic pain may be alleviated by
PMP. As we look at the results, PMP can be an effective treatment to be used by nurses for decreasing pain and increasing
the quality of life in patients with cancer.
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INTRODUCTION pharmacological and non-pharmacological
methods (Breivik et al., 2009), yet it is
regrettable that up to 40% of cancer goes
untreated (Deandrea et al., 2008).

Quality of Life (QOL) can be
described as the condition of well-being that
consists of physical, psychological, social and
spiritual aspects (Kyranou et al., 2013).
Cancer patients not only experience physical
problems, but also psychosocial and spiritual
disorders that affect their quality of life
(Manuaba, 2008). Higher pain intensity in
cancer patients generally can cause symptoms
of depression, anxiety, fatigue and stress. It
can also contribute to the psychological factors
that can affect the patient's pain experience
and the quality of life of the patients
(Vallerand et al., 2007). Therefore, care needs
to be tailored to meet the needs of the cancer
patients psychosocially that we can make pain
management better and more functional.

Nowadays, pain management for
cancer patients includes pharmacological and
non-pharmacological methods. The World
Health Organisation suggested a pain ladder
for the treatment of cancer pain (WHO, 2014).
Given the existence of all of these methods of
cancer pain management, it is unfortunate
when cancer pain goes untreated or
undertreated (Deandrea et al., 2008). The Pain
Management Program (PMP) is a treatment of

Cancer is a leading cause of death
worldwide, having killed an estimated 8.2
million people in 2013 (World Health
Organisation, 2014). World cancer reports
estimate that the incidences of cancer will
increase to 15 million new cases in 2020
(Ashton-Prolla et al., 2009). It was estimated
that there were over 700,000 new cases of
cancer and 500,000 cancer deaths in ASEAN
member countries each year and that this
number is expected to increase (Jan et al.,
2012). In  Myanmar, non-communicable
diseases are estimated to account for 59% of
the total deaths (441,000) while the cancer
mortality rate accounts for 11% (WHO, 2014).

Pain is one of the most common
symptoms experienced by cancer patients;
either because of the disease itself or the
treatments that the cancer patients are
receiving. Research has revealed that
approximately 43% to 63% of cancer patients
and 58% to 73% of those experiencing an
advanced stage suffer from chronic pain
during active cancer therapy (van den Beuken-
van Everdingen et al., 2007). Unrelieved pain
may prompt suicidal ideation among cancer
patients. Therefore, pain is the most feared
consequence for many cancer patients (Holtan
et al., 2007). As much as 80% to 90% of
cancer pain can be managed by various
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choice which is based on the principles of
cognitive behaviour for people with persistent
pain that could make their quality of life
worse. PMP aims to help clients manage pain
better in the long term. PMP wuses a
combination of psychological, physical and
practical methods to relieve the pain, physical
disability and poor quality of life (The British
Pain Society, 2013).

In a military setting, No 2 Military
Hospital (500-Bedded) is responsible for the
treatment of cancer patients and is one of the
hospitals that can provide comprehensive
treatment and healthcare facilities for the
patients with cancer. As for the disease
burden, according to the available data from
the Medical Records Department of No 2
Military Hospital, 1,914 patients were
admitted to the oncology ward in 2015. In
general, thirty patients a day were treated with
chemotherapy, and forty-seven patients were
treated with radiation therapy daily.

According to Thiha (2014), among the
cancer patients with pain, the most common
cancers with pain are breast cancer (27.4%)
and lung cancer (23.29%). According to the
description of the pain, the most obvious type
of pain is somatic in origin (49.32%) and
neuropathic pain at 13.7%. The usual
complaints of symptoms are lower back pain
and chest pain. According to the duration of
pain, chronic pain (73%) is more common.
Cancer ultimately affects 72.60% of all cancer
patients among other causes of cancer pain,
treatment, debility, concurrent disorder.
According to pain scores, the respondents
showed moderate pain as much as 58.9% and
severe pain as much as 30.14%. The results of
the interviews with ten patients who were
admitted to No 2 MH, Yangon, approved the
statements made by officers of the department
that patients often suffer from pain, especially
after  undergoing chemotherapy  and
radiotherapy. At the time of the interview,
there were three nasopharyngeal cancer
patients with severe pain. The patients seemed
to cry and moan in pain, holding the hands of
their relatives to face their dying days. Patients
conveyed that the pain was felt at every
moment, and it was so intense that they could
not sleep or eat.

Regarding the hospital workload,
about a hundred patients were admitted to the
oncology ward and nine nursing personnel
were assigned to this ward. The functions of
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the nurses in the oncology ward were mainly
in a caregiver role focusing on direct health
care services to the patients, health education
to the patients and their families and
supportive health care such as psychosocial
support,  spiritual care and symptom
management (Medical Record Department,
2015).

Pain management is crucial in caring
for cancer patients, and it involves medication
as well as non-pharmacological therapies to
promote comfort. Pain is the most common
problem in patients with cancer, therefore
giving effective and supportive treatment to
those who suffer from pain is of critical
importance. PMP has been developed by a
team of health workers in the UK but is still
not covering others. In addition, there has been
no previous study applying PMP among
cancer patients in Myanmar. The findings of
this study can be applicable to the
development of PMP to reduce the intensity of
pain and to improve the quality of life among
cancer patients in Myanmar, especially in the
military setting. With regards to these results,
the researchers recommend PMP as a form of
alternative non-pharmacological therapy to
reduce pain and to improve the quality of life
of cancer patients in the No (2) Military
Hospital (500-Bedded) Yangon, Myanmar.

MATERIALS AND METHODS

This study used a quasi-experimental
design with a randomised pre-post test design
approach. The data was collected from cancer
patient in the No (2) Military Hospital (500-
Bedded), Yangon, Myanmar. The patients
were recruited by using a random allocation
sampling technique and consisted of 30
respondents (in the experimental group with
PMP and routine care) and 30 respondents (in
the control group with routine care) taken
according to the criteria. The samples were
taken using the consecutive sampling method
with inclusion and exclusion criteria. The
inclusion criteria were cancer patients with
mild to moderate pain, cancer patients who
were undergoing  treatment, such as
chemotherapy, radiotherapy, surgical and a
combination of the above.

The independent variable was PMP.
The dependent variables were pain and quality
of life. Confounding variables were age, sex,
job, income and education level. The Short
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Form-McGill Pain Questionnaire 2 (SF-MPQ
2) was used to assess the pain. This
guestionnaire consisted of a pain intensity
scale ranging from 0 (none) to 10 (worst)
(Dworkin et al., 2009). This instrument has
been tested regarding its validity and reliability
by Dworkin et al. (2009) and is widely used in
many countries. The European Organisation
for Research and Treatment of Cancer Quality
of Life Questionnaire-Core 30 (EORTC QLQ-
C30) that was used for assessing the quality of
life had several components. Functional scales
and symptoms were included in items number
1-28 with a score of 1 (never) to 4 (very
often). Meanwhile, items number 29-30 were
about their general health status with a score of
1 as very poor to 7 as very good. The
Myanmar version of EORTC QLQ-C30 had
been drawn up by EORTC itself.

The PMP survey was held for two
weeks and was divided into four sections
encompassing sections (1) education; section
(2) guided practices, the implementation of
progressive relaxation techniques; section (3)
guided practices, the implementation of
progressive visual distraction; section (4)
evaluation. Each meeting took about 60
minutes. After all of the data was collected, the
researchers conducted data analysis. The
socio-demographic  characteristics of the
respondents were analysed using descriptive
statistics. In addition, the MANOVA test was
used to determine the effects of PMP and the
confounding variables on pain and quality of
life among respondents.

Approval and permission to conduct
the study was obtained from the Research
Ethics Committee of the Military Institute of
Nursing and Paramedical Sciences, Myanmar,
as well as a recommendation for the protection
of human rights and welfare in medical
research from the Ethical Committee of the
Faculty of Nursing, Universitas Airlangga,
Surabaya, Indonesia and also from the
Commanding Officer of the Head of the
Oncology Department and Nursing
Superintendent of the No. (2) Military
Hospital (500-Bedded), Yangon, Myanmar.

RESULTS

As shown in Table 1, there were a
total of 60 respondents. 30 were in the control
group, and 30 respondents were from the
intervention group. The majority of the
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respondents from the intervention group
11(36.7%) were in the 46-55 age group. In
relation to the gender grouping, 17 (56.7%)
respondents were male. With regards to
occupation, the highest proportion of
respondents (43.3%) were soldiers. All of the
respondents were not only military soldiers’

Table 1: Distribution of demographic characteristics
of respondents (n= 60) in Oncology Unit,
No (2) Military Hospital (500- Bedded),
Yangon, Myanmar

Character- Intervention Control
istics Group (n=30) Group (n=30)
n % n %
Age
26 - 35 years 4 13.3 3 10.0
36 - 45 years 8 26.7 5 16.7
46 - 55 years 11 36.7 14 46.7
> 55 years 7 23.3 8 26.7
Sex
Male 17 56.7 17 56.7
Female 13 43.3 13 43.3
Job
Soldier 13 43.3 13 43.3
Does not work 12 40.0 14 46.7
Private 4 13.3 3 10.0
Civil servant 1 3.3 0 0
Rank
Family 17 56.7 17 56.7
Other rank 11 36.7 12 40.0
Officer 2 6.7 1 3.3
Income*
<200 8 26.7 3 10.0
200-400 18 60.0 23 76.7
> 400 4 13.3 4 13.3
Education
Primary
Middle 10 33.3 6 20.0
High 12 40.0 19 63.3
Graduate 2 6.7 4 13.3
Can read or 4 13.3 1 3.3
write 2 6.7 0 0
Intervention
Chemotherapy
Combination 21 70.0 21 70.0
therapy 9 30.0 9 30.0
Diagnosis
Lung cancer 10 33.3 11 36.7
CA breast 4 13.3 4 13.3
CA cervix 5 16.7 5 16.7
CA rectum 1 3.3 1 3.3
Melanoma 2 6.7 2 6.7
Sarcoma 2 6.7 2 6.7
Sarcoma 4 13.3 3 10.0
CA tongue 2 6.7 2 6.7

* in thousand kyats
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Table 2: Differences in pain of cancer patients in intervention group and control (n: 60)

Variable N Intervention Group Control Group
Mean SD Min-Max N Mean SD Min-Max
Pain Pre test 30 4.07 1.14 2-6 30 4.37 0.72 2-6
Posttest 30 3.53 0.97 1-5 30 4.7 0.92 3-6

Table 3: Differences in quality of life of cancer patients in intervention group and control (n=60)

Variable Intervention Group Control group

N Mean SD Min-Max N Mean SD Min-Max

Quality Pretest 30 64.63  35.35 10-121 30 70.83 30.86 11-118

of life Posttest 30 90.07  32.55 19-145 30 71.27 23.16 29-115

and their wives but their parents and children. results showed that the intervention group had
Regarding the source of information from the a higher mean score of quality of life than the
respondents, 56.7% were family members of control group.
military soldiers. Almost two thirds, 18 (60%) Based on Table 4, it can be seen that,
of the respondents, earned 200,000-400,000 in general, there are differences in mean pain
kyats as their family income per month. The and the quality of life between the treatment
highest group of respondents in the and control groups. The results show that the
intervention group (40%) had a middle school value of Hotteling's trace sig.0.000 was
education level. More than two thirds, smaller than a 0.05, so it is stated that there
21(70%), were undergoing chemotherapy. In was a difference in pain and quality of life
addition, most of the respondents from the between the treatment group and the control
intervention group (10) (33.3%) were lung group.
cancer patients. Table 5 shows that there was a
According to Table 1, the data in the difference in pain with p = 0.000 and quality
control group showed that most of the of life with p = 0.013 between the treatment
respondents (n=14, 46.7%) were in the 46-55 group and the control group. However, there
years age group, and most of them (56.7%) was no significant difference between the
were male respondents. 14 out of 30 of the functional scales (p= 0.186) and the
respondents (46.7), and 17 out of 30 (56.7%) symptomatic scales of quality of life (p=
were family members of military personnel. 0.051). There was only a significant difference
With regards to family income, more than two- in the general health scales (p=0.000). It can
thirds of the respondents (76.7%) earned be seen that PMP reduces pain and improves
200,000-400,000 kyats per month. 63.3% of QOL only in relation to the general health
respondents had a middle school education scales.
level. Likewise in the intervention group, 70%
of the total respondents were undergoing DISCUSSIONS
chemotherapy, and 11(36.7%) respondents The findings of this study confirmed
were diagnosed with lung cancer. _ that PMP reduced the intensity of pain in
As shown in Table 2, the mean pain cancer patients. Compared with the patients
score of the cancer patients in the intervention from the control group, the pain scores were
group was 4.37, and it decreased to 4.07. The significantly reduced. We found that the worst
control group gained a mean pain score in the pain intensity in the intervention group was
pre-test of 4.07, and post-test this score was lower than in the control group and this
4.37. 1t can be seen that the control group had showed a significant difference. These
a higher mean score of a pain than the findings are in accordance with earlier studies
Intervention group. that found that PMP decreased patients’ pain.
Based on Table 3, the mean score of Based on the research conducted by
the quality of life of cancer patients in the Tse et al. (2012) on patients in palliative care
intervention  group was  64.63, and this and cancer patients hospitalised in Hong
increased to 90.07, while the control group Kong, it was found that after the
mean score of the quality of life in the pre- implementation of a PMP (using PRN drugs
test was 70.83 and post-test were 71.27. The and non-pharmaco|ogica| methods), the pain
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Table 4: Differences test between intervention and control group (n=60)

Effect Value F Hypothesis df Sig
PMP Pillai’s trace 0.284 11.293° 2.000 0.000
Wilk’s lambda 0.716 11.293° 2.000 0.000
Hotteling’s trace 0.396 11.293° 2.000 0.000
Roy’s largest root 0.396 11.293° 2.000 0.000

Table 5: Results of analysis between intervention and control group (n=60)

Variable Mean Square Df F P value

Pain 20.417 1 20.417 0.000

QOL 5301.600 1 5301.600 0.013

QOL-FS 299.267 1 1.789 0.186

QOL- SS 303.750 1 3.979 0.051

QOL- GH 1440.600 1 14.041 0.000

scale decreased significantly in the two groups
(intervention and control), as well as
significantly so in decreasing the barrier to
pain management. Pain is influenced by
several factors. Some of the factors that affect
pain include physiological factors (age,
gender, weakness or fatigue, genes,
neurological ~ function),  social  factors
(attention, previous experience), spiritual
factors, psychological factors (anxiety, coping
technigue), and cultural factors (meaning of
pain, ethnicity). In the present study, the
decrease in pain intensity after the PMP could
be interpreted as a positive for patients with
cancer. Because the treatment of chronic pain
in many cancer patients is difficult, this
positive effect of PMP on pain intensity can be
considered to be clinically important (EORTC,
2003). According to the findings of this study,
as well as in previous studies, we can conclude
that performing PMP for patients with cancer
can indirectly lead to the acceptance of pain
for the patients as they mentioned in the
sessions, or indirectly assist the healthcare
providers in reducing the patient's pain. It is
better to use non-pharmaceutical treatment
alongside  medication for the  better
management of pain (Aubin et al., 2006; Lai et
al., 2004).

Based on the findings of this study, a
majority of the respondents from the
intervention group had quality of life in the
poor category before being given the PMP, as
found through The European Organisation for
Research and Treatment of Cancer Quality of
Life Questionnaire-Core 30 (EORTC QLOQ-
C30) (Scott et al., 2008). Cancer is a life-
changing thing. For some people, cancer
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provides opportunities to self-introspect and
enhance the meaning of life. But overall,
cancer will affect the physical, social,
psychological, and spiritual well-being of
individuals (Potter & Perry, 2010). According
to Fitriana and Ambarini (2012), most cancer
patients feel that they are in a period of crisis
that requires adjustment, and each patient will
require different adjustments depending on
their perceptions, attitudes and personal
experiences related to self-acceptance to
change. According to the researcher, the
changes associated with the disease condition
experienced were received differently in each
patient, so this condition will affect the quality
of life of cancer patients.

In relation to the principle scoring of
EORTC QLQ-C30, high scores showed that
the higher the level of quality of life means a
high score on a functional scale which showed
that the higher the level of function of health,
means that a high score in the health status and
a generally high quality of life. A high score
on the symptom scales showed a higher the
level of problems or existing symptoms
(Aaronson et al., 1993). In addition, there is
also the research and arguments indicating the
influence of cultural factors on quality of life.
In this study, by comparing the mean quality
of life scores between both groups before and
after the intervention, the patients’ quality of
life improved in the intervention group and
decreased in the control group. Based on our
results after the intervention, the scores related
to the quality of life and general health scale
increased significantly in the intervention
group, while the functional scale and
symptoms scale did not differ significantly
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compared with the control group. Liang et al.
(2015) revealed that the patients’ reports of
pain intensity and pain interference were
significantly correlated with quality of life.
Participants who experienced higher levels of
pain and interference reported lower levels in
the functional and global domain of quality of
life and a higher level in the symptom domain
of quality of life. The findings of this study
showed that PMP reduced the intensity of pain
in cancer patients. Compared with patients
from the control group, the pain scores were
significantly reduced. It can be concluded that
reducing pain intensity reflects an improving
quality of life in cancer patients with pain.

Indeed, in patients who received PMP,
the pain scores were significantly reduced, and
there were improved QOL scores after 2
weeks compared with those who received
standard care in this study.

CONCLUSIONS

To the best of our knowledge, this is
the first study evaluating the effects of PMP in
cancer patients experiencing pain in Myanmar.
The results of the present study showed that
PMP decreased pain intensity and improved
the quality of life of cancer patients. It is
suggested that if it is introduced into clinical
practices of standard care, this type of PMP
could have the potential to improve the quality
of pain management for the great majority of
cancer patients. However, this study had some
limitations. Findings from this study may not
be generalised to cancer patients in other
settings or other countries. Furthermore, the
present study population was drawn from
cancer patients from a military setting.
Therefore, the generalisation of these findings
to individuals living in other geographic
regions is limited. Also, we studied a relatively
small number of patients with cancer who had
pain at a single institution. Future studies may
follow on from this study with a larger sample
size from multiple institutions. In addition, we
suggest a further comparison of the
effectiveness of PMP with other types of non-
pharmacological pain interventions among
cancer patients.
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