Psychometric Properties of Beliefs about Pain Control Questionnaire
in People with Cancer - Thai Version
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Abstract: Peoples’ belief about pain control is the key factor of effective pain management.
Understanding such beliefs about pain control will help healthcare providers deliver
appropriate pain management. The Beliefs about Pain Control Questionnaire, developed
by Suzanne Skevington, is a popular tool for assessing pain belief. This questionnaire comprises
three subscales of an individual’s belief in pain control: internal factors, power of doctors,
and by chance events. The purpose of this study was to translate and examine the psychometric
properties of this questionnaire. Convenience sampling was used to recruit 155 Thais
with cancer to test the questionnaire. The Cronbach’s alpha was computed for reliability.
The confirmatory factor analysis was examined for the factor structure of the questionnaire.

The construct validity of the Thai Beliefs about Pain Control Questionnaire was
confirmed with remaining the original 13 items with the three-subscale model of internal
factors, power of doctors, and pain controlled by chance events. The overall internal
consistency reliability (OL = 0.74) and each domain had a reliability coefficient of internal
factors (L = 0.58), power of doctors (X = 0.75), and by chance events (Ol = 0.32).
In conclusion, the Thai questionnaire version is short and convenient for a self-report
questionnaire. Nurses could use the questionnaire to assess people with cancer in clinical
settings and design interventions to improve self-efficacy and pain management
empowerment. However, further refinements, especially in internal and chance events,
are still needed to confirm whether the questionnaire equates with Thai beliefs.
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psychological suffering that significantly affects their
quality of life.*”® Pain is one of the most common
symptoms in people with cancer. Severe and chronic
pain increases the risk of anxiety and depression,
worsening cancer pain and making it harder to control.
In addition, people with cancer pain living with depression
tend to have a low sense of control appraisal of cancer
and negative personal coping skills.®

People with cancer pain from different cultures
often have different beliefs about cancer pain. Many
Thai Buddhists believe that cancer results from their
having committed sins in this or past lives;’ thus,
some do not commonly engage in pain management
practices because they believe that individuals can do
very little to control their pain.” Chinese with cancer
may have negative beliefs about cancer and low pain
control.® Polish people also believed that managing
pain is in the power of physicians.” Therefore, it is
important to assess the individual’s belief about pain
control to know how powerfully the patients work to
control their pain. Beliefs about pain control influence
an individual’s pain perception and may be a valuable
way to improve their self-efficacy on pain management.

People’s belief about pain plays a vital role in
treatment. Pain perception is associated with physiological
and psychological factors involved in people’s reaction
to pain depending upon the intensity of their suffering.
In particular, beliefs as psychological factors play a
significant role in pain control in people with cancer. '
Understanding their beliefs about pain control will
help the healthcare providers deliver the appropriate
treatment program for pain management. Skevington'"
utilized the health concept of locus of control (HLC),
which distinguished people’s beliefs and examined
pain control beliefs. Three concepts of beliefs are
identified and assessed, including the belief in internal
or personal control of pain, the belief in doctors’ power,
and the beliefs in chance happenings. In addition,
Skevington’s revised version, the Beliefs about Pain
Control Questionnaire (BPCQ), has been designed
to examine beliefs about controlling pain.
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The BPCQ s the self-administered multidimensional
construct questionnaire that evaluates the HLC in pain.
HLC is defined as the person’s effectiveness when
applying coping strategies while facing chronic illness."?
HLC consists of two types: internal and external. Internal
HLC is the belief in the responsibility of one’s health
to oneself while external HLC is belief in the responsibility
of one’s health to the others such as physicians, nurses,
and other healthcare providers or the belief about the
effect of chance on one’s health.'”

People’s perception of cancer pain is related to
their belief of pain control. Evidence suggests that
self-rated health has a positive association with an
internal locus of control and a negative association
with the locus of control by powerful others (physicians )
and chance."® Before this study, there was no instrument
to assess the patients’ beliefs about pain control in
Thailand. Thus, we explored whether the translated
Thai BPCQ has acceptable validity and reliability when
used with Thai people with cancer experiencing pain.
Regarding pain management in people with cancer,
it is essential to assess this aspect to improve the quality

of pain control.

Review of Literature

Pain perception depends on the perception of
individual experiences of pain. One of the factors
influencing pain perceptions is the locus of control
related to the general beliefs about pain and the ability
of the individual actions.'® Therefore, the locus of
control is a crucial determinant of individual pain
management. In recent years, many different instruments
to assess pain belief were developed, but the BPCQ was
the only scale measuring beliefs about controlling pain.

The development of the BPCQ

People’s belief about pain is the key factor of
an individual’s healthcare behaviors and treatment
outcomes.'* Several tools were developed for assessing
the people’s beliefs such as the Survey of Pain Attitude
(SOPA)," the Pain Belief Questionnaire (PBQ),"°
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and the Beliefs about Pain Control Questionnaire
(BPCQ)."" SOPA and PBQhave some disadvantages."®
Both SOPA and PBQ have some limitations in that
SOPA comprises many items (57 items) while the
PBQ is not focused on patients’ pain control. The
BPCQ is one of the popular tools developed by Suzanne
Skevington, Professor of Health Psychology,'” for
assessing people’s hurt. This questionnaire consists
of three types of people’s beliefs, including 1) beliefs
in the internal or personal control of pain (IS, five
items), which ask about beliefs like: ‘If I take good
care of myself I can usually avoid pain,” 2) beliefs in
the power of doctors to control pain (PD, four items ),
such as “Whether or not I am in pain depends on what
the doctor does for me,” and 3) beliefs that pain is
controlled by chance events (CH, four items) like:
‘Being pain-free is largely a matter of luck.” Each item
is assessed by six rating scales (Completely disagree
to Completely agree).”"”

Construct validity of original BPCQ

Skevington'” in the UK found an adequate validity
and reliability of the BPCQ for assessing people’s
beliefs about pain control. The Pearson Product Moment
correlations between the BPCQ and other scales (i.e.,
Health Locus of Control scales and McGill Pain
Questionnaire) were significant. The Cronbach’s alpha
showed the proper internal consistency for overall
(0.68) and also revealed an adequate value for each
subscale (IS = 0.73, PD = 0.82, and CH = 0.56). In
summary, the BPCQ appears to have several advantages.
A study in Poland® revealed that the three subscales
could measure people’s pain control and beliefs about
pain control in those who do not currently have pain
or are outpatients.'®

The BPCQ utility is suited for assessing beliefs
about pain in people with cancer. For example, the
evidence shows that the people with breast cancer and
prostate cancer” in Poland believed that doctors control
pain but not those with colorectal cancer who believed
in internal factors.”" In addition, other factors, including
education and professional status, were associated
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with doctors’ power to control pain. People with breast
cancer who were highly educated and had a high
professional status had lower beliefs in the power of
doctors.”

Study Aim

This study aimed to translate and examine the
psychometric properties of the Thai version of the Belief
of Pain Control Questionnaire (BPCQ) among people
with cancer attending an outpatient clinic in Thailand.

Methods

Study Design: This study used a cross-sectional
descriptive design to collect data in a cancer hospital
in Eastern Thailand from January 4 to March 31,
2018. This study followed the STROBE Statement—
Checklist of items to report this cross-sectional study
with two phases:

Phase 1, Translation: The translation process
of the English BPCQ followed guidelines for translation
and cross-cultural adaptation of the instrument.”>**
The researchers obtained permission from the authors
of the English BPCQ before translating. The translation
process consisted of two steps:

Step 1 Forward translation and reconciliation.
The English BPCQ was translated into the Thai
language by the two researchers who were bilingual
native Thai speakers. The translations were compared
and reconciled through discussion. The researchers
found errors or divergent interpretations of ambiguous
items Nos. 4, 5, 7, 8, and 9. The researchers discussed
each item to seek agreement that the translated items
had the same meaning as the original English language
of the BPCQ. After discussion, all item discrepancies
were reconciled to select the most appropriate phrasing
equivalency and cross—cultural adaptation. The translated
items did not disagree with the translations.

Step 2 Back-translation with monolingual test
and harmonization. The Thai BPCQ was blindly
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back-translated by a linguistic specialist from the
language institute of a university. The back-translation
of Thai BPCQ was compared against the original English
BPCQ for semantic and conceptual equivalence. Each
item of the original BPCQ with all the translations and
shared translation solutions was shared with an expert
panel. Five Thai native speakers were asked to assess
the level of comprehensibility and cognitive equivalence.
Then, outcomes of cognitive interviews were reviewed
and modified to ensure cultural equivalence of the
translated instrument. Proofreading the translated
instrument was done to detect potential errors, including
misspelling or grammatical mistakes.

Only one item (Item 5) was found to have
a potentially different meaning, “No matter what I do,
if it causes pain, I will have pain.” The back-translation
by the linguistic specialist was “I must accept any pain
resulting from anything that I have done even though
I know the consequence.” The linguistic specialist
refined the item to “I accept any pain as a result of my
action even if I prior know the consequence.” Lastly,
two native English speakers reviewed the back-
translated BPCQ scale for comprehensibility and
compared it to the original English version, and there
was no recommendation for change.

Phase 2: Validation of the Thai BPCQ. Content
validity was assessed by five experts on pain management
who were fluent in English-Thai languages (one anesthesia
physician, one surgical nurse, and three nurse educators).
They were requested to consider the Thai BPCQ based
on Lynn’s methods of judgment and quantification
processes.”” The content validity index for the scale and
the content validity for items were examined. The Thai
BPCQ was blindly back-translated by linguistics.
The item-level content validity index (I-CVI) range
was 0.67 to 1.00, and the average scale-level CVI
(S-CVI) was 0.83. Construct validity was examined
using the CFA. In addition, internal consistency
reliability was assessed for the total scale and items
by computing Cronbach’s alpha coefficients.

Vol. 26 No. 3

Sample and Setting: A convenience sample of
155 people with cancer pain was purposively recruited
from the one cancer hospital in the east of Thailand.
For sample size, we used Nunnally and Bernstein’s
recommendation of the ratio of the number of people
(N) to the number of three measured domains (p) to be
at least 10.”>*" Thus, the number of participants should
be at least 130, but we recruited 150 participants. The
inclusion criteria were: diagnosed with any cancer
types or stages, aged 18-60 years, having the worst
pain score as equal and more than 4, and able to read
and write the Thai language. People with cancer who
had cognitive impairment or psychiatric illness were
excluded.

Measures: There were two measures: General
information questions and the Beliefs about Pain
Control Questionnaire (BPCQ).

General information questions included age,
gender, education, religion, occupation, history of
cancer in the family, and meditation experience.

The Beliefs about Pain Control Questionnaire
(BPCQ)"" Thai version is a self-administered questionnaire,
comprised of 13 items with three subscales assessing
the strength of an individual’s locus of pain control:
internal factors (IS), power of doctor (PD), and by-
chance events (CH). There are five IS items, four PD
items, and four CH items. Item responses range from 1
(strongly disagree) to 6 (strongly agree). The sum score
is calculated for each subscale of pain control. The
measure had acceptable internal consistency reliability
based on Cronbach’s alpha coefficients in the original

. . 17,28,29
English version.

In another study, the Cronbach’s
alpha of the overall scale was 0.81 ,% and for subscales,
the influence of doctors is 0.86, the internal localization
of pain control is 0.82, and the influence of by-chance
events is 0.58.°

Ethical Considerations: This study was approved
by the Institutional Review Board of Chonburi Cancer
Hospital (No. 26/2017) in Thailand. All participants

understood the study protocol and signed the informed
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consent before recruitment. Participants had a right to
refuse or withdraw from participation in this study at
any time, and deciding not to participate would not
affect their healthcare services from the hospital.
We kept confidentiality and anonymity secure by assigning
identification numbers for all documentation and
participants and keeping data safe.

Procedures: After IRB approval, a research
assistant (RA) informed the study’s objective and
protocol to the participants who met the criteria. When
the participants understood, the RA gave the participants
a questionnaire to complete, which took around 15
minutes. The participants returned the questionnaires
to the RA, who checked their completeness.

Data Analysis: All data were analyzed using
the SPSS software (version 24.0; SPSS Inc., Chicago,
11, USA). We excluded from analysis three questionnaires
thathad missing data. The demographic characteristics
and the total and subscale scores of the Thai BPCQ
were described using descriptive statistics, including
mean, standard deviation, and frequency distribution.
The Kaiser-Meyer—Olkin (KMO) test was used for
sampling adequacy. The Cronbach’s alpha was used to
test the internal consistency reliability. Construct validity
requires good internal reliability with a Cronbach’s
alpha coefficient > 0.70.%° Confirmatory factor analysis
(CFA) was employed to test the construct validity of
the Thai BPCQ using the STATA software version
12.0. The CFA is a method to validate the translated
measure in different cultures.® It was used to verify the
three—factor structure of the data set and the development
of this scale generally. Several fit indices were selected
to examine which CFA model best represented the data:
the root mean square error of approximation (RMSEA),
comparative fit index (CFI), chi-square, and change in
chi-square between the models.” RMSEA is a measure
of the average residual variance and covariance; RMSEA
values of 0.08 or less reflect good models. The CFI values
>0.90 are considered good fitting models. Comparing
models, a better fitting model has a lower chi-square
value with equal degrees of freedom (df). Underlying
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constructs of the BPCQ, CFA was performed to assess if
the model fitted the data.

Results

Participants’ Characteristics

A total of 155 participants with cancer were
recruited for the study. Participants had an average
age of 47 years (range 21-60). The majority were male
(51.9%), Buddhists (99.7%), unemployed (15.2%),
farmers (12.0%), low income (69.5%) and had <14
years in school (90.4% ). Some participants (35.4%)
had cancer diagnosed in their families. Overall,
55.8% of participants had used meditation, and all
were receiving treatment for their cancer.

Reliability of Thai BPCQ

The mean score of 13 items of the Thai BPCQ
was 4.47 +0.37, while the mean sum score of all items
of Thai BPCQ was 58.07, with a standard deviation of
8.53 (Table 1), and a range of possible sum scores of
13-78. Our analysis indicated a mean inter-item
correlation of 0.37 = 0.07 and a mean item-total
correlation of 0.17 + 0.02 (Table 2). With 13 items
of Thai BPCQ, the overall scale’s alpha coefficient
had acceptable internal consistency reliability of 0.74
(Table 1). However, the reliability of internal factors
(OL = 0.581) and by chance events (Ol = 0.318)
were lower than the reliability of power of a doctor
(O =0.751). The inter-item correlations were all positive,
ranging from 0.173 to 0.481, indicating that all items
conceptually fit together. The item-total correlations
ranged from 0.304-0.546 except for Items 1, 11, and 13,
which had low correlation to total scores of 0.168,
0.204, and 0.181, respectively (Table 2). The item-total
correlations were acceptable as they had good correlations
with other items except for a few items having either high
or low correlation values suggesting they were not redundant
or had high correlation. Overall, 50% of all items had
valuesof 0.30-0.70, whichis considered acceptable.*”**
Table 2 reveals that Item 12 was essential as the reliability
coefficient could fall to 0.69 if it were deleted.
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Table 1. Cronbach’s alpha coefficients of the Thai BPCQ (N = 155)

Subscales Number of Items Mean + SD AverggsaI:;;(:'c;Item Alpgzogggfcfli]c;isen ts
BPCQ 13 0.74

1S 5 21.73 £ 4.07 0.382 0.581

PD 4 17.16 +4.42 0.917 0.751

CH 4 19.03 +2.84 0.157 0.318

Abbreviations: IS = internal factors, PD = power of doctor, and CH = by-chance events.

Table 2. Mean, standard deviation, item-subscale and item-total correlation, and internal consistency in case of
deletion (N =155)

Corrected Cronbach’s

Items of BPCQ Mean + Sp Inter-ltem o Total Alpha if Ttem
Correlation .
Correlation Deleted
If I take good care of myself, I can usually avoid pain. ~ 4.44+1.17 222 .181 .738
Huguanuaniuaged Sumnsondnidaeenuthe
Whether or not I am in pain in the future depends 4.37+1.37 .362 .506 .702

on the skill of the doctors.
luemaeduiianuthanislizuagiunnes veaunng
Whenever [ am in pain, it is usually because of 4.11+1.28 .203 .345 122
something I have done or not done.

49 do o o o dode o a wnmoe,
Walsiaulienuthadnaznenndnaurwiadalilam

Being pain-free is largely a matter of luck. 5.61+0.89 .323 .304 127
mslathaduanulaadunn
No matter what I do, if [ am going to be in pain 4.48+1.39 .218 .346 7122

I will be in pain.

Tahauazihesls Svhua audianuthe suiesdsste

Whether or not I am in pain depends on what the 3.79+1.61 416 .451 .708
doctors do for me.

Suaziienuhavdelituagfuunmdufiiciiesu

I cannot get any help for my pain unless I go to 4.62+1.35 .327 .466 707
seek medical help.

aulisunsalasumstewaele 9 dnsuanute

wanNNFUUIEMUEN

When I am in pain, I know that it is because 4.21+1.43 214 .304 127
I have not been taking proper exercise or eating

the right food.

dladuiiaranhae dughausanmaamelimanzau

wiasudssmuamnslignades
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Table 2. Mean, standard deviation, item-subscale and item~total correlation, and internal consistency in case of

deletion (N = 155) (Cont.)

Inter—Item Corrected Cronl{ach’s

Items of BPCQ Mean £ SD Correlation Item—To_tal Alpha if Item
Correlation Deleted

Whether or not people are in pain is governed by 3.43+1.52 .207 .323 725
accidental happenings.
aunnauiianuthalagiaudey
People’s pain results from their own carelessness. 4.26+1.57 .331 .443 .709
mmﬂ’mﬁamﬂﬂulﬂuNammﬂmi‘nmmi@LLa(ﬂuLEN
I am directly responsible for my pain. 4.75+1.14 173 .208 .735
Ausuiiagauleanssnannuiie
Relief from pain is chiefly controlled by the doctors.  4.40+1.49 .381 .546 .695
msussimanuthadumhiindnvaswnnd
People who are never in pain are just plain lucky. 5.56+0.99  .275 .168 .738

aunlitesiirnuthows Wueulyad

These results showed that the discrimination
of the items is acceptable, with the 13-item Thai BPCQ
version having a relatively adequate inter-item and
item-total correlation. A rather large standard deviation
of the items was associated with Item 6.

Construct Validity

The CFA of 155 participants followed a three-
factor model consistent with its original English BPCQ.
The Kaiser-Meyer-Olkin (KMO) Test for sampling
adequacy for each variable in the model was 0.72.
The sample size for factor analysis was met. The CFA
was performed to discover the Thai BPCQ items using
correlations between variables based on a predetermined
structure. The goodness of fit indices evaluated the
suitability of data. The X’ of the initial model was 118.8 0,
degrees of freedom were 62, and p values < 0.05 based
on the sample size of 155. The CFI of the model was
0.821, while the TLI was 0.774. The RMSEA was
0.0717, a standardized root mean square residual (SRMR)
of 0.090 was observed, and all fit indices of the initial
model showed that the model did not fit well.”> We
noted that some items had a low factor loading.

By the low factor loading in the initial model,
items and covariances might make their contribution
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to the model fit somewhat questionable. Then, we
conducted a further CFA where covariances were
linked if modification indices were >4.0,%>% for the
same analysis of the population of 155. We improved
the model by freeing covariances among b1l and b4,
b5; b3 and b10, b9; b2 and b9; b12 and b9; b4 and
b13; b5 and b13; and b9 and b13. The X’ of the
different models was 52.815, the degrees of freedom
were 53, and p-values of 0.481, CFl of 1.000, TLI
of 1.001, RMSEA of 0.000, and SRMR of 0.050.
Thus, the model was improved in terms of the model
%" and the model fit indices, and showed a good fit
model based on the cut-off values for CFI/TLI,
RMSEA, and SRMR as recommended by Hu et al.*®
The modified model was displayed, along with latent
variable correlations, standardized parameter estimates
and squared multiple correlations.

After fitting the alternative model, we noted
that modification indices were greater in magnitude
than 4.0 in some covariances. We improved the fitting
by freeing parameters in the model by freeing covariances
among b3 and b10; and b2 and b7 (Figure 1). The
%’ of the competing model was 41.81, degrees of freedom
were 51, and p-values of 0.82, CFI of 1.044, TLI
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of 1.000, RMSEA of 0.000, and SRMR of 0.047. The modified model as displayed along with latent
Thus, the competing model was improved in terms of variable correlations, standardized parameter estimates
the model % and the model fit indices showed a good and squared multiple correlations. In the best fit
fit model based on the cut-off values for CFI/TLI, model, standardized factor loading was > 0.3 for all

RMSEA and SRMR as recommended by Hu et al.* of the three-factor model (Figure 1).

bl

3.8

b3

3.2

b8

3

.47

Chi-square = 41.81
df =51

p =0.82
TLI =1.044
CFI =1.000

RMSEA = 0.000

Figure 1: CFA competing model of the BPCQ with modification latent variable correlations,
standardized parameter estimates and squared multiple correlations.
Abbreviation: IS = internal factors, PD = power of doctor, and CH = by chance events, b1-13 = item number of
the BPCQ. df = degree of freedom, p = p-value, CFI = Comparative Fit Index, TLI = Tucker Lewis Index,

RMSEA=Root Mean Square Error of Approximation
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In model comparisons (Table 3), Akaike
Information Criterion (AIC) values were focused on
comparing models. Table 3 shows other fit indexes
for the three models, with the competing model with

a smaller value of AIC providing a better explanation
of the Thai BPCQ. This suggests that the Thai BPCQ
remaining three constructs are similar to the original
English BPCQ.

Table 3 Comparison of fit indexes for alternative models of the structure of BPCQ Thai version

2

Model X df p AIC BIC CFI TLI RMSEA SRMR
Initial model 118.68 62 <0.05 6584.46 6712.29 0.821 0.774 0.077 0.090
Alternative model 52.82 53 0.48 6536.60 6691.81 1.000 1.001 0.050 0.935
Competing model 41.81 51 0.82 6529.59 6690.89 1.000 1.044 0.000 0.047

Abbreviation: Xz =chi-square, df = degree of freedom, p = p-value, AIC = Akaike Information Criterion, BIC = Bayes

Information Criterion, CFI = Comparative Fit Index, TLI =

Tucker Lewis Index, RMSEA = Root Mean Square Error

of Approximation, SRMR = Standardized Root Mean Square Residual

Discussion

Our study tested the psychometric properties
of the Thai version of the Belief of Pain Control
Questionnaire (BPCQ) among people with cancer in
Thailand. The translation and cultural adaptation of
the BPCQ instrument was performed by comparing
with other translation processes. The Thai BPCQ
instrument is easy to understand based on the present
study. However, only one item (Item No. 5 — “No matter
what I do, if I am going to be in pain, I will be in pain”)
might have a problem with various meanings of the
sentence. We asked the same linguist to recheck the
back-translation on this item, and he revised it to the
final version.

The English BPCQ was translated into Thai
followed Sperber’s method, which is suitable for the
cross—culturally validated research and could assist
in maintaining the semantic equivalence between the
original BPCQ and the Thai BPCQ. Previous studies
have revealed the same report using this technique.’”®
Using the same process, we found that the Thai BPCQ
is a valid tool. Its 13 items could reliably represent
the subscales of belief about pain control in Thai
people with cancer. The Thai BPCQ had an acceptable
standard internal homogeneity among items as the
Cronbach’s alpha coefficients were >0.70.% For each
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subscale, only the PD had acceptable standard internal
homogeneity among items in the subscales. The CH
and IS subscales’ internal reliability presented low
internal consistency, resulting from several items.
The low alpha coefficients suggest a low degree of
inter-correlation among four or five measured items
in a subscale. Our possible explanation is to focus on
interaction; each item may independently interact with
items on different subscales rather than be measured
into a single feature. Consequently, all items influenced
internal consistency for the total BPCQ scale and
increased the total Cronbach’s alpha coefficient.

Our result had slightly lower reliability than
the original version and other previous studies where
the Cronbach’s alpha coefficients of the total scale
ranged from 0.68 to 0.81. For each subscale, the
results of our study was also a little bit lower than
other studies with the Cronbach’s alpha coefficients
ranging 0.73-0.82, 0.82-0.86, and 0.565-0.66 for
internal factors, power of doctors, and by-chance
events respectively™' "% (See Table 2). The PD has
higher reliability, reflecting the belief in the power of
doctors in pain control, which is true in people with
cancer. Since they need medications and other treatments
to control the spread of cancer, the cause of pain,
Thai people are strong believers in the influence of

physicians for pain control. It was noted that the
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reliability of the by-chance events subscale was
lower than other subscales. Participants’ religion or
spiritual beliefs might affect their beliefs about pain
control by internal factors and by-chance events. Most
of our participants were Buddhists who strongly believed
their cancer and pain resulted from sins in this or past
lives,” (as noted in Table 2, Item 9 had a low mean score).
In many western religions (i.e., Catholic), there is the
belief that whether people are admitted into heaven or
not is based solely upon the full acceptance of their
beliefs set forth by God and their religion.*® If Catholics
are given a diagnosis of terminal cancer, they can begin
end-of-life preparations. This suggests that people with
cancer may not relieve their pain due to by—chance
events.

When considering each item, the 12th item,
“Relief from pain is chiefly controlled by the doctors,”
showed a Cronbach’s alpha coefficient if the item
was deleted a little bit lower than 0.70. This may arise
from Thai culture’s belief in powerful of doctors in
controlling pain. The relatively large standard deviation
of the items associated with Item 6 was supposed
from the fact that those enrolled in the study had pain
scores >4. If they believed that physicians controlled
their pain, the result might vary. All participants
believed that the physician is the crucial person who
controls pain. From another point of view, we noted
that the mean score on IS subscale (5 items) was greater
than the score of the PD subscale (four items) and the
score of IS on the original BPCQ. This indicates that
participants believed they were directly responsible for
controlling their pain and managing self-care to avoid
pain. Thais with cancer believed in their self-control
ability for pain, and healthcare providers can support
such patients to perform effective pain control.

The CFA illustrated acceptable goodness of fit
indices, suggesting that the model represented the current
data. The model supported the three domains of the
Thai BPCQ based on the original version of BPCQ,
internal factors, power of doctor, and by-chance events.'”
All items showed significantly moderate to high factor
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loadings, indicating the moderate or strong correlation
between the item (statement) and the factor in the
Thai BPCQ. The result suggests that the Thai BPCQ
reveals a valid construct for assessing Thai people with
cancer’s beliefs about pain control. However, this result
could not compare with other contexts because there
is a lack of previous studies exploring the correlation
between the statement and the domain of the BPCQ.
Thus, even though the CFA illustrated the model fit
was acceptable, the BPCQ tool was used to measure
the belief of pain that may be affected by the culture
and other factors, and all three models fitted. Therefore,
all items in Thai BPCQ can measure participants’ beliefs
about pain control.

The mean scores of the three subscales in Thai
BPCQ were consistent with the original English
BPCQ. The highest mean score was the “by-chance
event” subscale, while the lowest mean score was the
“internal factors” subscale.'” The result did not provide
evidence of a similar belief about pain control among
people with cancer who are from different cultures.

Furthermore, the mean score of Thai people
with cancer was higher than Skevington’s study.'” It
may be because most of the participants in this study
had a low level of education. Czerw and colleagues’
study” suggested that people with cancer who had a
lower educational level were more likely to rate high
scores in all three domains of BPCQ than those with
a higher education level. Thus, the educational level
should be investigated for comparing across cultures.

Limitations

This study used convenience sampling from
only one province in Thailand. Thus generalization of
the result may be limited. Also, only CFA was used to
examine the construct validity. The convergent and
discriminant validity should be investigated in the
future study of the Thai BPCQ. The total BPCQ items of
the Thai version indicated adequate internal consistency

reliability.

441



Psychometric Properties of Beliefs about Pain Control Questionnaire

Conclusions and Implications for
Nursing Practice

The present study confirms the construct validity
and reliability of the Thai BPCQ. It demonstrates
acceptable psychometric properties regarding its adequate
construct validity and reliability of the total scale.
Despite the low reliability of the two subscales (IS and
CH), the reliability of the total scale was acceptable,
thus it has the potential for further refinement and testing
to improve the two dimensions before it can be used in
future research and clinical practice by increasing
the number of items of the two subscales. The CFA
indicates that the translated Thai BPCQ remains to
measure the three—factor constructs (IS, PD, CH) as the
English BPCQ. Therefore, the Thai BPCQ is suitable
for assessing belief about pain control in Thai people
with cancer. In conclusion, the Thai BPCQ is short
and convenient as a self-report instrument. Nurses
could use this to assess beliefs about pain control in
people with cancer in clinical settings and design the
intervention for improving self-efficacy and empowerment
in pain management.
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