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Objective. To evaluate the health-related quality of life in Hong Kong
Chinese patients with chronic non-cancer pain.
Design. Prospective cross-sectional survey.
Setting. Regional public hospitals, Hong Kong.
Patients. Patients attending out-patient pain management clinics
between 1 July 2002 and 28 February 2003 were approached to complete
a set of standardised questionnaires.
Main outcome measures. Demographic profiles, treatment modality,
litigation, compensation, social welfare status, Hospital Anxiety Depression Scale, and Medical Outcomes Survey short-form health survey (SF36).
Results. Data from 166 patients were analysed. The median numeric pain
rating score was 6 (interquartile range, 2-10). Work-related injury occurred in
34.3% of patients, while another 34% were involved in pain-related litigation
and 32% were receiving disability or unemployment benefit. Sixty-four
percent of patients were managed by three or more disciplines, while
54.8% were also receiving complimentary alternative medical treatment,
mainly traditional Chinese medicine (49.7%). The Hospital Anxiety
Depression Score indicated clinical anxiety or depression in 71.1% of
patients. All SF36 subscale scores were lower than the local population
norm. Unemployed patients had higher depression scores (P=0.005), while
students or retirees had lower physical functioning scores (P=0.004).
Patients who were single had higher role emotion scores than those who
were married or separated/widowed (P=0.011). Logistic regression
analysis showed that younger age (odds ratio=0.95), being married
(6.62), work-related injury (15.63) or higher general health scores (1.03)
were more likely to be associated with litigation. Social welfare benefit was
associated with unemployment (3.39) and a lower level of physical
functioning (0.98).
Conclusion. There was a high prevalence of clinical anxiety, depression,
and severe impairment in the health-related quality of life in Hong Kong
Chinese patients with chronic non-cancer pain. Specific factors affected
the health-related quality of life, likelihood of litigation, and social benefit.
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Introduction
Chronic pain is a common condition in adults with a
median prevalence of 15% (range, 2%-40%)
worldwide.1 A recent survey reported a similar chronic
pain prevalence of 10.8% in Hong Kong.2 Of those
respondents who were working, 38% complained that
their work was affected and 70% stated that the pain
had interfered with their daily life.2 Chronic pain is
increasingly recognised as a global major health
problem, at both an individual and a societal level.
Health care utilisation, decreased productivity, and
compensation claims resulting from chronic pain
represent a significant economic burden to many
governments.3,4
Physical function, psychological and social wellbeing are often defined as a patient’s health-related
quality of life (HRQOL).5 Previous studies established
that anxiety, depression, physical disability, and social
dysfunction commonly co-exist with chronic pain and
affect quality of life.6-9 Becker et al9 reported that 58%
of patients with chronic non-malignant pain suffered
depression or anxiety, and sleep and quality of life were
significantly impaired compared with the general
population. Another study revealed that patients with
chronic neuropathic pain also had impaired quality of
life: physical function and emotion were particularly
affected.10 Depression is likely to be a consequence of
chronic pain rather than antecedent to the chronic pain
condition.11 The development of depression in chronic
pain patients occurs when there is a perceived impact
of pain, and a decline in self-control of life.8,12
A previous study in Hong Kong Chinese patients
with advanced cancer and pain reported a 29%

prevalence of depression.13 Such patients often have
significant physical, psychosocial, and spiritual issues
that affect quality of life. There is little information on
the HRQOL in Chinese patients with chronic noncancer pain. A Taiwanese study reported that Chinese
elderly patients with chronic headaches were more
depressed than those without.14
A recent survey of the general Chinese population
of Hong Kong found a linear relationship between
HRQOL and health care service utilisation.15 The
relationship between chronic pain and HRQOL
may have a significant impact on planning and prioritisation of health care services. This pilot study aimed
to evaluate the HRQOL scores in a group of Hong Kong
Chinese patients with chronic non-cancer pain.

Patients and methods
Our chronic pain management service provides pain
management on an out-patient basis to the 1.2 million
population of the New Territories East region of Hong
Kong. The multidisciplinary pain management centre
is located at the Alice Ho Miu Ling Nethersole Hospital
but satellite out-patient clinics are also located at two
other acute hospitals in the region, the Prince of Wales
Hospital and the North District Hospital. Pain
management clinics are primarily staffed by the same
team of anaesthesiology-based pain physicians with
input from clinical psychologists, pain nurses, a
neurosurgeon, orthopaedic surgeon, neurologist,
oncologist, and palliative care physician.
Following ethical approval from the local Research
Ethics Committee, all new patients attending the New
Territories East region’s anaesthesiology-based outHong Kong Med J Vol 11 No 3 June 2005
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patient pain management clinics for the first time over
an 8-month period were invited to participate in the
study. After informed consent was obtained, patients
were taught by a pain nurse how to complete the study
questionnaires. Those unable to comprehend or answer
the questions properly were excluded from the study.
Chronic pain was defined as pain lasting longer than 3
months.
Survey questionnaire and quality-of-life
instruments
All patients completed three questionnaires. The first
evaluated the patient’s demographic information: age,
sex, level of education, marital status, current employment, pain history including a 10-point rating
average current pain score, cause of pain, past
treatment, number of current analgesic medications,
whether they were receiving social welfare, and
whether they were involved in any compensation
claim or associated litigation. This questionnaire
was adapted from a patient evaluation questionnaire
used by the Hong Kong Hospital Authority and
at pain management clinics in public hospitals.
At the same visit, patients also completed two
HRQOL assessments: the Hospital Anxiety Depression
Scale (HADS),16 and the Medical Outcomes Survey
short-form health survey (SF36).17 Both questionnaires
have been previously used in patients suffering chronic
pain9,18,19 and in both instances, a Chinese version,
validated in Hong Kong, was used.20,21 The HADS
questionnaire is a 14-question assessment tool
that evaluates anxiety (HADS [A]) and depression
(HADS [D]) that are each rated from 0 to 21. A score
of 8-10 and 11-14 indicates mild and moderate
anxiety or depression, respectively. A score of 15 or
higher represents a severe disorder. The SF36 is a 36item general health questionnaire that yields scores on
eight health subscales relating to physical function, and
social and mental well-being. One item measures
health transition while the remaining 35 items are
grouped under eight subscales: physical functioning,
role functioning (physical), bodily pain, general
health perception, vitality, social functioning, role
functioning (emotional), and mental health.
Statistics
Frequencies were calculated for descriptive data.
Correlation, Mann-Whitney U test, and Kruskal-Wallis
test were performed to determine any factor that
affected the HADS and SF36 subscale scores. Logistic
regression analyses were used to determine the factors
associated with litigation and receipt of social welfare
after adjusting for depression, anxiety, and HRQOL
176
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Table 1. Patient demographic profile (n=166)
Demographic profile
Mean age (SD) [years]
Sex (male/female)
Education level
None
Primary
Secondary
Tertiary
Postgraduate
Marital status
Single
Married
Separated/widowed
Current work status
Full-time paid work
Other paid work
Unemployed
Household
Student/retired
Others
Median numeric pain rating score
(interquartile range)

No.
45.2 (13.5)
79 (47.6%)/87 (52.4%)
11
43
93
10
29

(6.6%)2
(25.9%)
(56.0%)
(6.0%)2
(5.4%)2

239 (23.5%)
104 (62.7%)
223 (13.9%)
40 (24.1%)
10 (6.0%)2
40 (24.1%)
30 (18.1%)
24 (14.5%)
22 (13.3%)
26 (2-10)

Table 2. Causes attributed to pain condition
Cause
Work-related injury
Accident (domestic/traffic)
Illness/surgery
Unknown
Others

No.
57
23
33
42
11

(34.3%)
(13.9%)
(19.9%)
(25.3%)
(6.6%)2

measures. The model’s calibration was assessed by the
2
Hosmer-Lemeshow goodness-of-fit χ test and its predictive accuracy was assessed by the area under the
receiver operating characteristics curve. An area of
0.5 indicated no predictive discrimination and an
area of 1.0 indicated perfect separation of patients
with different outcomes. All data analysis was
performed using STATA Statistical software
version 8.2 (StataCorp, College Station, Texas, United
States). The level of significance was set at a P value
of less than 0.05.

Results
Between 1 July 2002 and 28 February 2003, 180 new
patients attended the pain management clinics. Data
from 166 patients were analysed. Fourteen patients’
data were incomplete and excluded from analysis. The
mean age of patients was 45.2 years (standard deviation
[SD], 13.5) [Table 1]. Most patients were in the
working age-group with 85% between the age of 18
and 60 years. There was a similar proportion of each
sex (79 males and 87 females). The median numeric
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Table 3. Medical Outcomes Survey short-form health survey (SF36) scores compared with local population and a
Danish chronic pain population

Age (years)
Sex (M/F)
SF36 scores
Physical functioning
Role, physical
Bodily pain
General health
Vitality
Social functioning
Role, emotional
Mental health
* SD
NA

†

Study population
Mean (SD*)

HK population norm22
Mean (SD)

45.2 (13.5)
47.6%/52.4%

42.9 (NA )
47.8%/52.2%

46.5
10.4
23.4
30.5
32.8
44.5
24.1
45.9

(23.6)
(23.7)
(15.0)
(17.2)
(20.3)
(27.8)
(37.6)
(23.9)

†

91.8
82.4
83.9
55.8
60.2
91.2
71.7
72.8

(12.9)
(31.0)
(21.9)
(20.2)
(18.7)
(16.6)
(38.4)
(16.6)

Danish chronic pain patients9
Mean (SD)
58 (NA)
35%/65%
44
15
22
35
32
48
27
53

(28)
(26)
(26)
(18)
(23)
(32)
(18)
(21)

standard deviation
not available

pain rating score was 6 (interquartile range [IQR],
2-10). Work-related injury was the cause of chronic
pain in 34.3% of patients (Table 2). While 24.1% of
all patients were unemployed, 34% were involved in
ongoing litigation related to the pain condition. Social
welfare benefit was received by 32% for disability or
under the comprehensive social security assistance
scheme. Some patients received help from other
specialists for pain management: 63.5% were under
the care of three or more medical specialties or nonmedical disciplines. Orthopaedics (41.6% of those who
consulted other specialties) was the most commonly
consulted specialty. One or more analgesic medications
were taken by 71%, and 54.8% were also receiving
complimentary alternative medical treatment
(traditional Chinese medicine [TCM] in 49.7%).
The HADS score was greater than 7 in 118
(71.1%) patients. This indicated the presence of
anxiety or depression. The overall mean (SD) of HADS
(A) and HADS (D) was 9.7 (4.9) and 9.7 (4.6),
respectively. Clinical anxiety and depressive disorders,
as indicated by the HADS anxiety and depression
subscales, were present in 66% and 64%, respectively.
The HADS anxiety and depression scores were 11 or
higher in 47.3% and 43.6% patients, respectively,
indicating moderate to severe anxiety and depression.
The presence of anxiety and depression were strongly
correlated (Pearson correlation coefficient 0.70,
P<0.0001).
All SF36 subscale scores were lower than the local
population norm for individuals of similar age and sex
distribution (Table 3).22 The score for SF36 mental
health subscale showed a strong correlation with that
of the HADS subscales (Pearson correlation
coefficients = –0.71, P<0.0001 for anxiety subscale

and = –0.60, P<0.0001 for depression subscale). The
vitality subscale showed only moderate correlation
with HADS subscales (Pearson correlation coefficients
ranging from -0.50 to -0.58, P<0.001). The SF36 scores
were comparable with those of a similar Danish
population.9
Patients who were unemployed had higher depression scores (median, 11.0; IQR, 7-14) [P=0.005]
than those in paid employment (median, 8.0; IQR,
5-12) or with home duties (median, 8.5; IQR, 6-11).
Students or retired individuals had lower physical
functioning scores (median, 23; IQR, 15-54) [P=0.004]
than those in paid employment (median, 50; IQR,
40-75) or with home duties (median, 45; IQR, 35-61).
Marital status was associated with role emotion
(P=0.011). Patients who were single had higher role
emotion scores (median, 33; IQR, 0-100) than those
who were married (median, 0; IQR, 0-33) or separated/
widowed (median, 0; IQR, 0-0). Those who received
social welfare had a lower physical functioning
score (median, 38; IQR, 25-55) than those who did
not (median, 50; IQR, 35-65) [z= –2.44, P=0.015].
Logistic regression analysis showed that litigation
was more often associated with age, being married,
having a work-related injury, and good general health
(Table 4). The fit of the model was adequate (HosmerLemeshow goodness-of-fit test, χ 2 =4.85, df=8,
P=0.77) and highly discriminative (0.89). Social
welfare was associated with unemployment and
physical functioning (Table 5). Patients who were
unemployed or those who had lower physical functioning scores were more likely to receive social welfare.
The fit of the model was adequate (HosmerLemeshow goodness-of-fit test, χ 2 =9.66, df=8,
P=0.29) and moderately discriminative (0.71).
Hong Kong Med J Vol 11 No 3 June 2005
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Table 4. Factors associated with litigation *

Factor
Marital status
Single
Married
Separated/widowed
Age (years)
Work-related injury
No
Yes
General health subscale

Odds ratio (95%
confidence interval)

P value

1.00
6.62 (1.64-26.65)
4.13 (0.67-25.36)
0.95 (0.90-0.99)

0.008
0.126
0.02

1.00
15.63 (5.97-40.92)
1.03 (1.00-1.07)

<0.001
0.04

* Adjusted for anxiety, depression, and other health-related qualityof-life subscales

Table 5. Factors associated with social welfare *
Factor
Unemployment
No
Yes
Physical functioning
subscale

Odds ratio (95%
confidence interval)

P value

1.00
3.39 (1.49-7.69)
0.98 (0.96-1.00)

0.004
0.02

* Adjusted for anxiety, depression, and other health-related qualityof-life subscales

Discussion
In the Hong Kong public health care system, only a
few dedicated chronic pain management services serve
a population of 6.8 million, and most operate on a
similar referral basis to those in this study. The pain
management service of the New Territories East region
serves one sixth of the total Hong Kong population
and may thus be considered representative of the total
chronic pain population in Hong Kong.
The mean (SD) age of our patients was 45.2 (13.5)
years, evenly split between male and female. Over 62%
of the patients had received secondary or tertiary
education, and 6.6% had received no schooling. Full
demographic data were not collected, but the available
data suggested that this patient population had
similar characteristics to the general population of
Hong Kong.23 The median (IQR) numeric pain rating
score was 6 (2-10), indicating that patients had
significant pain when first assessed at a clinic. In a
previous study conducted by the same regional health
care service, the median (range) duration of pain was
2.3 (0.08-26.7) years. The most common pain
diagnoses were musculoskeletal back pain (46.4%) and
neuropathic pain (27.8%).24
Different instruments have been used to measure
HRQOL: they should assess physical function,
psychological and social well-being.25 The HADS has
178
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been used as a psychometric screening tool for
anxiety and depression in chronic pain patients.9 In
this study, HADS was selected because of the
availability of a Chinese version that has previously
been found to be reliable, sensitive, and valid in
screening for psychiatric morbidity.20 The ease and
speed of application also ensured patients’ acceptance
of the assessment tool and cooperation in the
survey. The SF36 is a widely used measure of HRQOL
in chronic morbidity. The Chinese (HK) version of
SF36 was chosen for this study because it has been
previously validated21 and local Chinese population
norms were available for comparison22 with a chronic
pain population. Several studies have found that
HRQOL is related to medical expenses in working
adults and their dependents,26 hospital and out-patient
services utilisation in patients with chronic disease,27
and health service utilisation.15
The HADS data revealed that clinical anxiety or
depressive disorders were present in 71% of patients
with chronic pain. The presence of anxiety and
depression were strongly correlated, and scores were
consistent with the corresponding mental subscales of
SF36: this suggested that these psychological measures
were reliable. The prevalence of clinical anxiety and
depression was higher than that in western populations.
Anxiety or depression was reported in 58% of a Danish
chronic non-malignant pain population,9 and a similar
prevalence of depression was reported in chronic pain
patients in United States.6 In a local HRQOL survey,
the authors found that the Hong Kong Chinese
population were psychologically more stressed than
their western counterparts.22 They attributed this to
intense competition, long working hours, over-crowded
living conditions, and unemployment. The greater
prevalence of anxiety and depression likely reflects
the excessive psychological stress in our patients, especially when the duration of pain was prolonged.
All SF36 subscales scores were lower than the norm
of the local Chinese population with similar age and
sex distribution22 indicating serious impairment of
HRQOL. The difference in scores ranged from 25.3%
to 26.9% for general health and mental health subscales
respectively, to 72% for role physical subscale. The
large differences in physical functioning and role
physical subscales between study patients and the
general population indicate significant disability in the
study patients. Their SF36 scores were similar to those
of a Danish population of chronic pain patients.9 In
another study, Meyer-Rosberg et al10 reported that
chronic neuropathic pain had a significant impact on
HRQOL SF36 scores, with physical functioning,
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physical role , bodily pain, and emotional role subscales
being most affected. In all but one mental dimension,
scores were as low as in patients with serious
psychological depression. In this study, psychological
well-being and quality of life were significantly
affected and similar to western patients. This is not
surprising because the Hong Kong Chinese population
are generally well educated, fairly westernised, and
enjoy a high standard of living.
There was also a high rate of unemployment, workrelated injury, and social welfare benefit or litigation
among our patients. The economic implications of
decreased productivity, compensation claims, and need
for social welfare are enormous: a recent local report
estimated that at least 360 000 sick-days were taken
by the working population of Hong Kong for chronic
pain during a 1-year period.2 Considering a median
monthly income of HKD10 000 for the working
population in Hong Kong,28 this will cost taxpayers
HKD120 million annually in lost productivity. This
excludes the costs of health care utilisation, social
welfare, and compensation.
The cost of health care utilisation in this study
was high: 63% of patients attended three or more
medical specialties or allied-health disciplines (such
as physiotherapy, occupational therapy, clinical
psychology, and medical social work) separately for
their pain condition. A more coordinated or integrated
management by the different specialties and disciplines
may be beneficial to the patient and reduce duplication
in health care services. Many patients were taking
multiple analgesic preparations, and over half were also
receiving complimentary alternative medical treatment,
mainly TCM. The popularity of TCM may reflect the
unsatisfactory results of conventional western
medicine, and the recognised appeal of the holistic
nature of TCM treatment. An earlier survey of
patients with chronic pain also reported that 19.5%
of respondents had sought treatment from a TCM
practitioner for pain relief.2
Work status was associated with depression and
physical functioning scores. Unemployed patients were
more likely to have clinical depression, while those
who were students or had retired had lower physical
functioning. Depression has been shown to predict
return-to-work status in chronic pain patients29 and
worsen the effect of pain on social and recreational
activities.30 Chronic pain patients who are depressed
are more likely to be unemployed and vice versa. An
employed individual may have greater self-control of
life and be less likely to suffer depression. During this

study the local general unemployment rate was 7%:
this may have affected the results. Students and retired
patients had lower physical functioning scores
compared with those who had paid work or home
duties. Of the 14.5% of patients who were studying or
retired, most were retired elderly patients who were
more likely to have associated physical disability.
Patients who were single were more likely to have
higher role emotion than those who were married or
separated, while those who received social welfare
benefit were more likely to have lower physical
functioning than those who did not. The possible lack
of social support in single patients may explain the
greater role emotion score: they were younger (mean
age, 34.5 years) than the married (49.4 years) or
separated (44.5 years) patients. Separated or divorced
patients may receive social support from their children,
although having young children may also exacerbate
psychological stresses. This observation could not be
confirmed due to a lack of relevant data. Patients who
received social welfare were unemployed or had
physical disability. These patients were likely to experience greater psychosocial stresses that may contribute to a perceived decreased physical functioning.
In a recent report, litigation in chronic pain was
strongly associated with higher levels of pain-related
disability, even after taking into account other factors
associated with poor functional outcome.31 An earlier
study also found that litigation increased functional
disability and caused greater psychological distress in
patients who were working.32 In this study, patients
who were married and those who had pain as a result
of a work-related injury were 6.62 (95% confidence
interval [CI], 1.64-26.65) and 15.63 (95% CI, 5.9740.92) times more likely to be involved in litigation.
Married patients, especially those with children, would
have a greater financial burden and may be more likely
affected by litigation. In addition, 37.5% of married
patients in this study had a work-related injury: this
may explain the high litigation rate. In work-related
injury, litigation was commonly related to claims for
compensation. Nonetheless, these results may not be
precise as indicated by the wide CIs related to a
relatively small sample size. Younger patients and those
with higher SF36 general health subscale scores were
also statistically more likely to be involved in litigation,
but the odds ratios suggested that this may not be of
clinical importance.
Those who were unemployed were 3.4 (95% CI,
1.49-7.69) times more likely to receive social welfare
benefit. Although the SF36 physical functioning
Hong Kong Med J Vol 11 No 3 June 2005
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subscale score affected the likelihood of social welfare
statistically, it may not be of clinical importance. Chronic
pain conditions are like other chronic medical conditions,
for example, asthma. They may be invisible to the onlooker,
but exacerbations will significantly affect the individual’s
function and mood and consequently quality of life. Complicated cases of chronic pain may benefit from a multidisciplinary and multimodal treatment approach.33

Conclusion
There is a high prevalence of anxiety, depression, and
severe impairment in the HRQOL of Hong Kong
Chinese patients with chronic non-cancer pain. The
impact of chronic pain on quality of life appears to be
a cross-cultural phenomenon, because our results were
consistent with the findings in a western population.
Specific factors affected the HRQOL scores, likelihood
of litigation, and social benefit. This knowledge may
help optimise treatment outcome in local Chinese
chronic pain patients.
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