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Background: Clinics that primarily see members of ethnic
minority groups have been found to provide inadequate
treatment of cancer-related pain. The extent of under-
treatment of pain in these patients and the factors that
contribute to undertreatment are not known.

Objectives: To evaluate the severity of cancer-related
pain and the adequacy of prescribed analgesics in minority
outpatients with cancer.

Design: Prospective clinical study.
Setting: Eastern Cooperative Oncology Group.

Patients: 281 minority outpatients with recurrent or met-
astatic cancer.

Measurements: Patients and physicians independently
rated severity of pain, pain-related functional impairment,
and pain relief obtained by taking analgesic drugs. Anal-
gesic adequacy was determined on the basis of accepted
guidelines.

Results: 77% of patients reported disease-related pain or
took analgesics; 41% of patients reporting pain had severe
pain. Sixty-five percent of minority patients did not receive
guideline-recommended analgesic prescriptions com-
pared with 50% of nonminority patients (P </ 0.001). His-
panic patients in particular reported less pain relief and
had less adequate analgesia.

Conclusions: The awareness that minority patients do
not receive adequate pain control and that better assess-
ment of pain is needed may improve control of cancer-
related pain in this patient population.

This puper is also available at htip:ywww.acponline.arg,
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Members of ethnic minority groups are likely to
receive inadequate treatment of pain. In a
multicenter study (1), we found that outpatients
with cancer who went to clinics that served minority
patients were three Limes more likely to be under-
medicated with analgesics than were patients in
other settings. Other studies (2, 3} tound that His-
panic patients were halt as likcly as white non-
Hispanic patients to receive analgesic drugs for frac-
tures, and black patients were less likely to receive
adequate opioids after surgery.

In the first study that we did for the Eastern
Cooperative Oncology Group, we did not determine
whether pain treatmenl in minority persons varied
by treatment site. which factors might predict inad-
equdte pain manageraent in minority persons. or
whether pain treatment differed among ethnic mi-
nority groups. We conducted the present study to
answer these questions.

Methods

We limited eligibility to patients of Hispanic and
nonwhite backgrounds and approached 325 outpa-
tients with recurrent or metastatic cancer. Forty-
four patients did not have time or refused (o par-
ticipate. were too il or were unable to complete
the forms. leaving an effective sample size of 231
patients. Patients were drawn from Y university can-
cer centers (26%:). 17 community hospitals and
practices {419¢), and 4 centers that primarily treat
minority patients {33%¢). Ethnicity was reported by
the institution giving treatment and was detcrmined
on the basis of the nine-category U.S. Census Fed-
eral Government Classification of Minorities. Par-
ticipants gave informed written consent, and the
study was approved by the institutional review board
of cach participating nstitution.

Consecutive paticn:s were enrolled at cach site
(maximum quota for each site, 30 patients). Pain
severity was measured by using the Brief Pain In-
ventory (4) during a clinic appointment. On a scale
of 0 to 10, patients rated their worst, average, and
leas{ severe pain during the previous week and at
the time of the study. Patients also used a scale of
U to 10 to report how their pain interfered with
function, estimate the relief they received rom pain
trecatment, and report concerns about taking anal-
gesics. The Brief Pain Inventory has been shown to
be relatively free of cultural and linguistic influences
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on severity ratings and response patterns (5. 6). On
the basiz of results from a previous study (5). we
categorized a patient’s reported worst pain as mild,
moderate. or severe. Physicians described their pa-
tients” pain treatment and rated the severity of pain
and interference with activity.

We estimated the adequacy of analgesic prescrip-
tion by using the Pain Management Index {1, 4), a
measure for prescribing analgesics and an approxi-
mate measure of good treatment ol pain. This index
is based on guidelines from the World Health Or-
ganization (7) and the Agency for Health Care Pol-
icy and Rescarch (8). It compares the type ot anal-
gcsic prescribed with the severity of o patient’s
reported worst pain by subtracting the rating of the
most potent analgesic agent (none. nonsteroidal,
codeine-type, or morphine-type) preseribed for cither
chronic or breakthrough pain from the patient’s rating
of worst pain (mild. moderate. or scvere). Because
poor pain assessment can lead o poor pain man-
agement (9). we computed the concordance be-
tween physician and paticnt regarding the extent Lo
which pain interfered with the patient’s activity. We
compared treatment of pain in patients in this study
with that in a subgroup of paticnts (7 = 027) from
a previous study (1) who received care in treatment
settings in which less than 10% ol paticnds were
members of minerity ethnic groups.

Patients were included in the analyses if they and
their physicians responded to items for caleulating
the Pain Management Index and its predictors. De-
tails about the methods used for model selection
have been published elsewhere (1), In the current
study, 14 candidate predictors of analgesic under
prescription were identified, and we considered in-
teraction terms between all predictor variables.

Table 1. Demographic and Pain-Related Variables among
197 Minority Patients with Recurrent or

Metastatic Cancer and Cancer-Related Pain*
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Backward selection and best subsct sclection yielded
the same results. The Fisher exact test was used
to compare proportions, and the exact Cochran—
Armitage test (10, 1) was used to test trends in the
proportions of pain relief between Hispanic persons
and black persons. Al tests were two sided.

Results

Of the 281 patients in the study. 216 (77%:) re-
ported that in the 7 duys before the study. they had
had pain that diffcred [rom routine pain (such as
headaches or sprains) or had taken analgesics on a
daily basis. The 216 study patients comprised 106
bluck persons. 94 Hispanic persons. wiwd 16 persons
of other minority cthnicity. The 197 patients who
reported having pain during the previous week con-
stituted the sample for subsequent analyses. Ninety
percent of these [97 patients had puin attributed by
their physician o the disease provess ol cancer
rather than to cancer treatment or causes not re-
lated 1o cancer. OF the 175 patients who reported
having had pcu’n in the preceding week and selected
the “worst pain”™ 1lem. 58 (33%) were categorized as
having had mild pain, 46 (26%%) as having Imd mad-
erate pam, and 71 (41%) as having had severe pain
{Table I). These proportions did not ditfer acwtd-
ing to the primary site of discase,

The Pain Management Index was computed for
puticnts who reported pain. Sixty-five pereent (110
of 168} of these patients had negative Pain Man-
agement Index values, which indicated inadequate
analgesic orders. The proportion ol patients who
had pain and negative Pain Management  Index
scores differed significantly among the types of in-
stitutions. Patients who were treated at centers that
primarily saw black persons, Hispunic persons. or
both and patients who were treated at university
centers were more likely o receive inadequate an-
algesia than were those who received treatment in
nonminorily  community  treatment  settings (779
compared with 32%: P = 0.003). The proportion of
men and women whose pain was underestimated
didd not differ (66% and 729, although a trend for
more women o be undermedicated was detected
(57% und T1%: F = Q.068).

Patients with better performance status (that s,
those who were rated as less il were twice as likely
to receive madequate pain management (689 com-
parcd with 504 P < 0.03). Further analysis showed
a significant sex—hv—paim rating discrepancy interac-
tion: Whereas most women were undermedicated
regardless of the accuracy of physician assessment
of pain (657% compared with 66%; not significant),
men whose pain was underestimated by their phy-
sicians were six {imes more likely o be undermedi-
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cated than men whose pain had bheen accurately
assessctl (66% compared with 295, P < 0.002).

Using data from our previous study (1), we com-
pared patients from nonminority settings and the
patienls in the current sample for Pain Management
[ndex. assessment discrepancy rating, and a prion
selected variables related to pain treatment. Maay
more runorily patients than nonminority patients
were undermedicated (65% and 50%; P < 0.0010),
More minority patients had the severity ot their
pain underestimated by their physicians (P < (.04},
reported that they needed stronger pain medication
(7 =2 0.001). and felt that they needed to take more
analgesics than their physicians had prescribed (P <
00010, Compared with black patients, more His-
panic patients reported lower levels of pain relief
(P = 0.001), and a trend for more Hispanic paticnts
to be inadequately medicated was detected (549
and 69770 P 0.04). More Hispasic persons re-
portcd concern that they were taking too much
medicarton and needed more information ubout
pain management (P == 0.000). A trend for Hispanic
persons to be more worried about side effects was
also scen (Table 2) (£ <2 0.045).

Discussion

In this study, 65% of minority patients who had
pain  reccived  inadequate  analgesic  prescription
compared with 50% of patients from nonminority
seftings. Minority patients received better pain man-
agement  in community-based  treatment  settings
than in scrtings designated predominantly for pa-
tients of minority ethnicity or in university settings.

A limitation of our study s that the data were
collected immediately atter data on a nonminority
comparison group had been coliceted (1) A prelim-
inary report of the carlier study had been made to
the Castern Cooperative Oncology Group: this may
have sensitized members of the group to pain man-
agemenit. In addition. our study did not consider
reluctance on the part of the patient or family to
report pain or tuke analgesics or the patient’s ability
tr pay for treatment, factors that may influcnce
physician preseribing (9, 12). Finally, individual pa-
tient-level data on ethnicity were not available for
the comparisan group,

Inadequate prescribing of analgesics for minority
paticnts may result from many factors. including
concern aboul potental drug abuse In ninority pa-
tients. fewer resources with which o pay for anal-
gesics. grealer dilliculty in aceessing care and in
filling analgesic prescriptions, and greater difficulty
[or the physician in assessing pain in minority pa-
tients becuuse of differences in language and cul-
tural background (13). Inadequate treatment may

Table 2. Comparison of Hispanic Persons and Black
Persons on Variables Related to

Pain Management*
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also tesult from the patient’s fear of aggressive
treatment. the patient’s lack of asscertiveness in
sceking care. or a lack of cxpertise at the sites that
treat patients belonging ro ethnic minority groups
{14171 Our hndings suggest that differences in sex,
language, and culture may have made assessment of
paln and menioring of treatment ¢ffectiveness more
difficult for the physicians who saw these patients.
An awareness of the increased nisk for poor pain
management in minority patients may, tn itselt, lead
to improved pain assessment and care for these
Zroups.

Differences in pain management were also asso-
clated with specilic minority heritage. Hispanic pet-
sons reported less adequate puain relief than did
black persons: this was consislent with the trend for
Hispanic persons to receive less adequate analgesic
treatment. Although ditfferences in English fluency
may contribute to greater difficulty i assessment
(8), Hispanic persons also reported more concern
about taking too many analgesics and were more
concerned than black persons aboul analgesic side
effects. These concerns may make Hispanic persons
maore reluctant to report pain and 1o accepl strong
analgesics, such as rmorphine. Differences in the
concerns of Hispanic and black patients suggest the
need tor patient edication programs targeted to
persons of specific ethnic minorily groups.

Appendix

The fellowing institutions and Community Clinical On-
cology Programs are members of the Eastern Cooperative
Oncology Group (Robert 1. Comis, MD. Chair), Albany
Medical College. Albany. New York: Johns Hopkins Uni-
versity. Baltimore, Muryland: Mayo Clinic. Rochester.
Minnesota;  University of  Rochester. Rochester,  New
York; Rush-Presbyterian-St. Luke’s Medical Center, Chi-
cago. Hlinois: University of Pretoria, Pretoria, South At-
rica; Tufts University-New England Medical Center, Bos-
ton. Massachusetts: Albert Einstein Cellege. Bronx, Neow
York: Case Western-MelroHealth Medical Center, Cleve-
land, Ohio: Fox Chas: Cancer Center. Philadelphia.
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Pennsylvania;,  Untversity of  Pennsylvania, Philadelphia,
Pennsylvania; New York University Medical Center, New
York. New York; Northwestern University, Chicago. [li-

nois; St. Francis Hospital, Tulsa, Oklahoma: Universily of

Wisconsin, Madison, Wisconsing Medical Colicge of Ohio.
Toledo, Ohie; Vermont Regional Cancer Center. Burling-
ton, Vermont: Medical College of Wiscansin, Milwaukee.
Wisconsing North New Jersey Community Clinical Oncol-
ogy Programs, Hackensack, New Jersey; T'win Tiers Com-
munity Clinical Oncology Programs-Our Lady of Lourdes
Hospital, Binghamton, New York: Indiana  Universitly
Medical Center, Indignapolis, lndiana; University of Flor-
ida, Gainesville. Florida: Vanderbilt University, Nashville,
Tennessee;, Merey Hospital Community Clinical Oncelowy
Programs, Seranton, Pennsylvania: Bay Arca Tumor Insti-
tute Community Clinical Oncology Programs, Oakland,
Culifornia;  Marshfield  Clinic,  Marshiield.  Wisconsin;
Stanlord University, Stanford. California; Methaodist Thns-
pital Community Clinical Oncology Programs, Indianapo-
lis, Indiana; Grady Memorial Hospital Community Clini-
cul Oncology Programs. Atlanta. Georgia; Newark 1CMB
Community Clinical Oncology Programs-University Hos-
pital. Newark, New Jersey: Abbot-Northwestern Hospital,
Minneapolis, MN; Brooklyn Community Clinical Oncol-
ogy Programs: Methodist Hospital, Brooklyn. New York:
and University of Miami. Miami, Florida.

Acknowledgmends: The authors thank Dort Kalish-Black, MS, for
leading e coordination of this study, Wendy Wanson ot di-
recting data management; Tito Mendoza, MS, for statistica) sup-
port, and Vickic Williams, BS, for editorial suggestions.

Grani Support: In part by Public Tlealth Service grants trom the
National Cancer Institute 1o the Eastern Cooperative Oncology
Group (CA 21076, CA 23318 CA JUSK3, CA 37403) and 1o the
Pain Rescarch Group (CA 20382): National Institutes of Tealtl.
and the Department of Health and Human Scrvices.

Reguesis for Reprings: Churles S0 Clecland, PhD, Pain Rescarch
Group, 1100 Holeombe Boulevard. Box 221, Honston, TX 770310,

Crrrent Author . so Br. Clecland: Pain Rescarch Group,
L1 Holecombe Boulevard, Box 221, Houston, TX 77030

[r. Gonin: Westat, 1650 Research  Building, Rockville, MD
20850

[, Bacz: San Juan Community Clinical Oncology  Programs.
Centro Medico Mail Station 54, GPO Box 70344, San Juan, PR
0Nu3a,

Dr. Lochrer: Department of Medicine, Hematology/Oncology
Division, dianag University Medical Center, Indiany Cancer Pa-
vilion, 335 Barnhill Drive, Indinnapolis, TN 46202-5289,

Dr. Pandya: Oncology/Hematology Unit, Depariment of Medi-
cine, St Mary's Tospital, 89 Genesee Strect, Rochester. NY
14611,

References

1. Cleeland CS, Gonin R, Hatfield AK, Edmonson JH, Blum RH, Stewart
JA, et al. Pain and its freatment in puypatients with metastatic cancer. N Engl
I Mod. 1994:330:592-6

2. Todd KH, Lee T, Hoffman IR. The effect of ethnicily on physician estimates
ol pain severity in patients with isolated axtremity trauma, JAMA. 1994271
b25-4

3. McDanald BD. Gender and athnic sterectyping and aarcotic aralgesic ad-
rirstraton Res Nurs Heallh 1994 17459

4. Cleeland C5, Pain assessment in cancer. In: Osaba b, ed. Effers of Cancer on
Qualty of Lifs Boca Ratos, FLCRC Pro 1991:293.305

5. Serlin RC, Mendoza TR, Nakamura Y, Edwards KR, Cleeland €5. When
wovancer paws midd oderate, on severe? Grading pam severity by its mvter-
ference with function. Pain, 199561 277-84.

6. Cleeland CS, Nakamura Y, Mendoza TR, Edwards KR, Dauglas }, Serlin
RC. Dimenisions of the impace of cancer pain i g four country sample: new
informatien from athdimensional waling Pain 1996,67 267 73

7. World Health Organization, Cancer Fain Relief. Geneva: World Health
Organizaticn, 1986

8. Management of Cancer Pain. Clinical Practice Guideling No 9 Rackwille, MD
Agancy for Health Cars Polioy and Research, US Department of Health and
Human Services, Publlic Healil Sereice, 1998 AHCPR Publication ®o  94-
U592,

9. VanRoenn JH, Cleeland €S, Gonin R, Hatfield AK, Pandya KJ. Physician

attildes and practice se cancer paim manageinent A survey from the Fastern

Cnoperatve Dncotogy Group. ann Intern ted. 1993 119-121-6

1. Cochran WG, Sonw conunon methods far strengthening the common chit

sty Biometncs. 1954;10°417-54
Tt. Armitage P. Test fos Incar trend e proportions and trequencies, Riormetrics.
14355, 11:375-80

2. Ward 5E, Goldberg N, Miller-McCauley V, Mueller C, Nolan A, Pawfik-
Plank D, et al. Patient-related barriers 1o management of cancer pam. Pain.
1949352 31%9-24.

13. Cleefand C. Research in cancer pan. What we know and whal we need to

ko Cancer. 1991673 Supphr823-7
14. Raczynski JM, Taylor H, Cutter G, Hardin M, Rappaport N, Oberman
AL Rose Questionnara responses amona black and white mpatients admitled
tor Loronary heart disease: findings from the Beermngham-BHS Progect. Ethn
Dis. 19493:3.290-307

15. Satariano ER, Swanson GM, Moll PP, Monclinical factars associaied with
surgery recewved for treatment of early-stage breast cancer Am ] Public
Health 1992,82:195-8

16. Ford ES, Cooper RS. Racwlelhmc differences 1 health care utilization of
cardiovascular procedures: a review ot the evidence. Health Serv Hes. 19495:
3G P 2):237-57.

17. Peterson ED, Wright 5M, Daley 1, Thibault GE, Racial vanation in carchac
pracedure use and survival Tollowng acule myocardial infarction in the De-
partmient of veterans Affans, Jaba, 1394,271:1175-80.

&0 19T Amerienn Colicge of Physicians

816 1 November 1997 - Annals of Iiternal Medicine » Volume 127+ Number 9



Copyright of Annals of Internal Medicine is the property of American College of Physicians and
its content may not be copied or emailed to multiple sites or posted to a listserv without the
copyright holder's express written permission. However, users may print, download, or email
articles for individual use.





