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ABSTRACT

The aim of this study was to conduct a long-term follow-up evaluation of patients
treated more than 2 years previously (mean 43 months, median 44 ), during a two

year period in the ADAPT Pain Management Programme.

Of the 205 possible former patients 141 (70.7%) were contacted, leaving 29.3%
uncontactable. Only 22 (10.7% of 205) were unwilling to participate, and 123 (59%
of 205) participated in the telephone interview with 98 (47.8%) returning written
questionnaires. Of this 98, 91(46.7% of 205) actually completed the programme
originally (the remaining 7 withdrew during the programme). To check if there were
any obvious differences between the responders and the non-responders, differences
in outcomes at the end of treatment were checked but none were significant. There

were also no obvious demographic differences between the two groups.

The data used covered the dimensions of pain severity, disability, interference by
pain in activities and mood. The same measures were used at pretreatment,
posttreatment and at follow-up. All outcome measures used had well-documented

strong psychometric properties of reliability and validity.

The main questions addressed in the study were:
(1) Do patients with chronic noncancer pain improve on measures of pain,
disability, interference and mood after attending a cognitive-behavioural pain

management program?



From pre-treatment to posttreatment, group measures showed significant reductions
for pain severity, pain-related disability and interference, and a significant

improvement in mood.

(2) Were these changes achieved in the programme maintained at long-term

follow-up (more than 30-months later)?

For the total sample of ADAPT completers (n = 91) significant improvements were
achieved on measures of pain severity, disability, pain interference and depression
severity during the treatment period and at follow-up these had been maintained.
There were no significant changes on these outcome measures from posttreatment to

follow-up.

(3) Did those who maintained their gains following treatment differ in their use

of pain management strategies from those who did not maintain their gains.

To assess whether those who improved at follow-up relative to baseline were using
the pain self-management strategies more than those who had relapsed, the sample
was divided by comparing their RMDQ scores at follow-up with those at
pretreatment. Those whose follow-up scores were the same or worse (higher) than at
pretreatment were identified as ‘relapsers’ and those whose follow-up scores were

better (lower) than at pretreatment were identified as ‘maintainers’.

There were no signifiance differences between the two groups at posttreatment on

any of the outcome measures. The maintainers group were continuing to practice



regularly most of the recommended strategies from the programme, and most were
not using regularly the strategies that were not recommended. Maintainers used each
of eight specific strategies more frequently than the relapser group, especially the use
of stretches, working on goals, (both statistically significant), the use of relaxation

and exercising.

On items of the Pain Self-Management Checklist, a more general measure of
common self-management sirategies, significant differences were identified between
the two groups. There was a clear trend towards higher use of reccommended
strategies and less of the ‘not recommended’ strategies, for the maintainer gfoup in

comparison to the relapser group.

In addition, data on medication use at pretreatment showed more than 83% of all
subjects used medication, with polypharmacy a feature ( >63% used more than 2
types of medication). At posttreatment, the use of two or more types of medication
was reduced substantially from an overall 67.9% to 8.8% and opioid use was
reduced from 68.5% (of respondents) at pretreatment to 7.3% at posttreatment. This
reduction in overall use of medication was associated with a statistically significant
reduction in pain severity and a statistically significant increase in activity level
(reduced disability and interference scores). Overall, there was some increase in use
of medication in the follow-up period, but at follow-up there were still 33.3% not
using any medication for pain compared to 11.6% in this category before ADAPT.
Of those using two or more different types of medication the proportions at follow-

up were greater than at posttreatment but still well below the pretreatment levels



(42% versus 67%). A similar picture was found with opioid use, with an overall

decrease from pretreatment to follow-up (from 68.5% to 41.6%).

Overall work status also improved with full-time work, part-time work, voluntary
work, and those in training increasing from 26.8% to 51.2% (of the total sample,
including those who are retired or in home duties), with full-time work increasing
from 6.2% to 19.5%. Those unemployed due to pain decreased by just over 50%
(from 60.2% to 27.4%). There was an increase also in those retired or occupied with
home duties. Those who maintained their treatment gains actually reported a
doubling in paid employment (from 18% to 37%), while the relapsers reported a

reduction (from 27% to 16%).

This evaluation of outcomes at long-term follow-up shows that significant changes

made during the treatment programme were maintained at long-term follow-up. The
best outcomes were achieved by the majority who had continued to use the pain self-
management strategies taught on the programme. The implications of these findings

for further research and clinical practice are discussed.



CHAPTER 1. THE NATURE OF THE PROBLEM

OF CHRONIC PAIN

1.1 Definition of pain

The International Associatiqn for the Study of Pain defines pain as, “An unpleasant
sensory and emotional experience associated with actual or potential tissue damage,
or described in terms of such damage” (Merskey and Bogduk, 1994,p.210). This
definition indicates that pain is always a subjective experience and that there are at
least two broad factors reflected in pain experience. One is sensory and reflected in
descriptors like burning, tingling, cold, etc. The second refers to the emotional
elements. Thus, pain is defined not simply as a sensation but one with unpleasant
and strong affective aspects. Furthermore, the IASP definition recognises that the

relationship between tissue damage and pain is variable.

As early as 1953, chronic pain was recognized as that which persists past normal
healing time (Bonica, 1953). Bonica also pointed to distinctions between acute and
chronic pain. This distinction has since become generally accepted (Loeser and

Cousins, 1990).

1.2 Acute Pain
Acute pain occurs on noxious stimulation produced by injury or disease of skin, deep
somatic structures or viscera or abnormal function of muscle or viscera. Its diagnosis

is usually not difficult and therapy is usually effective. With normal healing



processes, acute pain may resolve by itself. Associated responses to acute pain
involve unpleasant sensory, perceptual and emotional experiences and associated
autonomic, cognitive, emotional and behavioural responses. With effective
treatment the pain and responses usually disappear within days or weeks. If
ineffective therapy is given, acute pain may persist to progress to a chronic

condition. (Coda and Bonica, 2001).

1.3 Chronic pain

In chronic pain, pain may be maintained long after normal healing time (Wall,
1989). The mechanisms of chronic pain are less well understood than for acute pain
and there is considerable dispute over its relationship to acute pain (Chaplan and
Sorking, 1997).

The actual definition of chronic pain also varies from study to study. Some
researchers classify chronic pain at 1 month (Magni et al., 1990 ), others at 3 months

{Andersson et al., 1993) and others at 6 months (Brattberg et al., 1989) after onset.

The IASP Subcommittee on Taxonomy identifies three time periods of pain
occurrence: less than one month, one to six months and greater than six months. The
IASP Classification of Chronic Pain, Second Edition (1994), states that non-
malignant chronic pain is commonly recognised as pain persisting beyond three
months, but for research purposes six months is often seen as an appropriate cut off.
However, it should be noted that these cut-off times are essentially arbitrary and not
based on any clear markers. Indeed, it is often debatable as to when such pain first

developed.



Chronic pain is usually elicited by an injury but may be perpetuated by factors that
are remote from the originating cause. The person who develops chronic pain may
continue to seek health care despite the intractable nature of their pain. Over time,
many have argued that environmental and affective factors are likely to interact with
the somatic factors that may have been associated with the original onset of pain, and
eventually this interaction may contribute to the perpetuation of what have been

termed pain and illness behaviours (Turk and Okifuji, 2001).

1.3.1 Common features of chronic pain

Common features of chronic pain, despite the site of injury, are evident in patients
presenting at pain clinics for assessment. Those presenting at pain clinics with
complaints of pain often report suffering not only due to pain alone, but also as a
result of altered lifestyle due to the impact of their persisting pain. The patient often
presents with a history of continued treatment seeking, failed treatments, reliance on
or excessive use of medications which have proved ineffective, reduced activity
levels including reduced or ceased employment and family interaction, loss of
confidence to do things despite pain, a view of themselves as disabled, with
depressed mood. The development of suffering and the psychosocial effects of
chronic pain are well documented by Fordyce (1967), Sternbach (1976) and Bonica

(1977).



These common features of chronic pain are well demonstrated in the diagram below

(Nicholas, 1996).

Figure 1: Common Problems of Chronic Pain
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These include reduced activity, which leads to physical deterioration and further reduced

activity. Unhelpful beliefs and thoughts may develop which lead to feelings of

depression, helplessness and irritability, leading to further reductions in normal activities

as well as treatment seeking. However, as there are no real cures for chronic pain, most

treatments do not live up to the patient’s expectations. As a result of repeated treatment

failures dashing hopes, feelings of depression, helplessness, irritability, unhelpful beliefs

and thoughts may be perpetuated. Long-term use of analgesics and sedatives often lead

to unwanted side-effects, secondary medications, reduced activity, feelings of

helplessness, irritability, physical deterioration, unhelpful beliefs and thoughts.




Commonly, people in persisting pain lose their jobs, leading to financial difficulties,
family stress, and these in turn may reinforce feelings of depression, helplessness
and irritability. The cumulative effect of all these interacting factors can be

excessive suffering that goes well beyond the original cause of the person’s pain.

While many patients presenting at pain clinics share these features, there is good
evidence that chronic pain is not a uniform experience and there is little
homogeneity amongst people with chronic pain. In a study by Crook et al. (1984),
for example, of 500 Canadian families who attended a family general practice, the
prevalence rate of those with persistent pain was approximately twice of those with
temporary pain. Those with persistent pain used health services, both community
physicians and hospital care, more frequently than did those with temporary pain.
But amongst those with persisting pain in this study, 66% of subjects had not sought
medical assistance in the past 2 weeks. The authors noted that many of these subjects
demonstrated a combination of self-care and professional care in their management

during the past 12 months.



CHAPTER 2. THE PROBLEM OF CHRONIC PAIN

2.1 Prevalence

According to Back Pain in the Workplace (1995), chronic pain is a widespread
community problem in economically developed countries. Bonica (1987), estimated
approximately 30% of the population in such countries are affected by chronic pain.
A review of the frequency of chronic pain by Crombie et al. (1994), showed a wide
variation in the prevalence of chronic pain. Reports of prevalence of chronic pain
vary from 7% ( Bowsher et al., 1991) to 40% ( Brattberg et al., 1989 ), in large part

due to variable definitions of chronic pain.

Nachemson’s review (1992), of low back pain showed disability as a significant
problem in Canada, Great Britain, the Netherlands and Sweden, as well as the United
States and Germany. In the United States, medical consultations for back pain rate
second highest in symptomatic presentations (Lemrow et al., 1990), and low back
pain affects 5% of the adult population ( Frymoyer and Cats-Baril (1991). There is a
lifetime incidence or risk of back pain of 60% -85% (Spengler et al.,1986; von

Korff and Dworkin, 1989).

In Great Britain, a number of studies have reported on costs in sickness absence, lost
output, medical treatment costs and severe disability rates of progression. Frank
(1993), found sickness absence in 1988-89 of 52.6 billion certified working days, the
largest single cause and 12.5% of total sick days; lost output of 2 billion pounds

(1987-88); 2 million general practitioner consults per year; 300,000 outpatient



consults per year; 100,00 hospital inpatient episodes per year (1989-90); 50-1000

people were severely affected in an average health district of 250,000 population.

Raspe (1993), on reviewing current pain epidemiology literature, found back pain is
one of the most prevalent persisting pain complaints; sufferers experience many
episodes over a long period of time; women are more often affected than men; there

is no unequivocal influence of age.

There have been few studies on chronic pain prevalence in Australia. The most
recent (and largest) study was reported by Blyth et al. ( 2001). This was a state-wide
(NSW) survey which found that approximately 20% of the population experience
chronic pain. That is, pain experienced every day for three months in the six months
prior to the study interview. In this study of 17,543 adults, 17.1% of males and 20%
of females reported experiencing chronic pain. The study looked at the impact on
daily activities, employment, socio-economic status and levels of psychological
distress.

Overall, 11% of males and 13.5% of females reported interference with daily
activities due to chronic pain. In the 55-59 years age group, 17.2% of males and
19.7% of females were affected. In the 20-24 years age group, 84.3% of females and
75.9% of males with chronic pain reported interference due to pain. Within the
group experiencing interfering chronic pain, psychological distress occurred in both
males and females. After adjustment for age, sex and co-morbidity differences, Blyth
et al. also found unemployment for health reasons was strongly associated with

having chronic pain (7.6%).



In a recent survey of patients presenting to health centers in Finland (Mantyselka et
al., 2001), 40% of cases presented with pain as either the primary or secondary
reason for presentation. One fifth had experienced continuous pain for over six
months or experienced it several times per day and 20% had pain at least daily,
which had continued for at least 3 months. Musculoskeletal pain was reported by
41% of the sample studied. Four out of five patients reported some activity
limitations, 25% reported pain hindered work, and 10% reported pain limitations in

all areas of life.

The impact of chronic pain on lifestyle, as described above highlights interference in

daily activities, psychological distress and interference in relation to employment.

2.2 Impairment, Permanent Impairment, Disability and Handicap

As these epidemiological studies have shown, chronic pain is often associated with
disability. Before examining this issue any further it might be useful to briefly
clarify the distinctions between some related terms that are often used in this area.

These include impairment, permanent impairment, disability and handicap.

2.2.1 Impairment

The World Health Organization (WHO, 1980) defined impairment as “any loss or
abnormality of psychological, physiological or anatomical structure or
function”(page.)

The American Medical Association, Guides to the Evaluation of Permanent
Impairment, Fourth Edition, 1993 defines impairment as “...an alteration of an

individual’s health status, it is assessed by medical means and is a medical issue — it



is a deviation from normal in a body part or organ system and its functioning”
(p1/1).

According to the American Medical Association, Guides to the Evaluation of
Permanent Impairment, Fourth Edition, determination of impairment is based on
examination of previous medical information since onset of the condition,
examining the history and course of the condition and establishment that the
condition has been present for a period of time, that it is stable and is unlikely to
change despite treatment. The information gathered needs to be characterized
according to the Guides’ requirements and compared with current clinical
information about the person. If consistent, the findings can be compared with the

Guides’ criteria to estimate impairment.

2.2.2 Permanent impairment
“Permanent impairment”, in the Guides is defined as “one that has become static or
stabilized during a period of time to allow optimal tissue repair, and one that is

unlikely to change in spite of further medical or surgical therapy” (p. 1/1).

2.2.3 Disability

Disability is defined by the Guides as an alteration of an individual’s capacity to
meet personal, social or occupational demands, or statutory or regulatory
requirements, because of an impairment. The WHO (1980) define disability as “any
restriction or lack ( resulting from an impairment ) of ability to perform an activity in
the manner or within the range considered normal for a human being”

An impairment does not necessarily mean that a person is disabled, as the person

may continue to meet life’s demands, despite the impairment. Thus, a singer with an



injured hand would have an impairment but it would not necessarily disable him/her
in relation to his/her occupation. Whereas, a violinist with the same injured hand

would be disabled in relation to his/her occupation.

2.2.4 Handicap

The Guides define handicap as an impaired individual being unable to achieve life’s
basic activities without compensation for the impairment in the form of aids, and
perhaps modification of the environment. (p. 1/2). Thus, handicap occurs when an
impaired individual requires various forms of assistance, like a ramp or hand-rails, in

order to perform activities of daily living. *

In most countries, the responsibility for determining which status (and the degree of

each status) normally lies with a physician, but is also guided by local statutes.

2.3 Disability Management

The concept of disability and the conditions for which it applies have become
broader and more difficult to assess in many countries. The understanding and
interpretation of pain and associated complaints and the subsequent management and
treatment is often the subject of dispute. Concerns about disability management of
non-specific low back pain led to the IASP initiating a study and report through the
Task Force on Back Pain in the Workplace, (1995). This was in response to the rapid
increase in economically developed countries of rates of disability assignment to

injured workers.

10



In most industrialised countries, disability benefits (payments) provide economic
support for injured workers and their families until the worker can return to function
in the workplace. There have been alarming increases in the number of claims,
duration of disability and cost. Disability assignment has often been made in the
absence of evidence of specific back injury. The IASP Taskforce noted there was no
medical distinction between those working or not working with a diagnosis of non
specific back pain. The differences were attributed to psychosocial, fear-avoidance

and work-related factors.

Reports in the USA (Lemrow et al., 1990; Volinn 1991) and the Grellman Report
(1997) in New South Wales, showed an increasing number of investigations and
treatments resulting in increased distress and disability corresponding to the

increasing amount of time off work.

2.4 Costs of Chronic Pain

Chronic pain has become a significant economic problem. Costs are incurred with
health care utilization, insurance claims, work absenteeism, loss of productivity, loss
of tax revenue, social welfare, and loss of income for the family. Maniadakis (2000),
reported in a “cost-of-illness” study the socio-economic costs of back pain in the
United Kingdom. The costs for 1998 were £1632 million for direct care. The greater
cost by far is in informal care and related production losses — a total of £10668
million. Disability and work loss due to back pain increased more rapidly in Britain
than from any other form of incapacity, with a 104% increase in disability between

1986 and 1992. Other disability rises amounted to 60% for the same period.

11



Nt 1 LS AP S et irer =L Lo

Evidence of the financial impact of disability was highlighted in the New South
Wales’ inquiry into Workers’ Compensation System (Grellman Report, 1997). The
Workcover New South Wales Workers” Compensation Scheme moved from a
surplus in 1994 to a deficit by June, 1996 without evidence of optimal health
outcomes having been achieved (Molloy, Blyth, Nicholas, 1999). Blyth et al.
(2000), found those with chronic pain were more likely to be receiving a government

pension or benefit.

2.5 Diagnosis

Diagnosis should give direction to treatment. In turn, there should not be an award of
impairment or permanent disability without specific diagnosis or cause (Hadler

1992, 1993, 1994). However, the pattent’s presentation of pain to a physician may
be similar to those who do not seek care. The difficulty for the physician is to define
a diagnosis which is derived from reports of pain influenced by factors other than
nociception. There is often no direct link between cause and diagnosis, and a
diagnostic label, if it can be given, often does not lead to symptom reduction or

elimination (Back Pain in the Workplace, 1995).

Back Pain in the Workplace (1995) cautions that diagnosis can be manipulated to
sustain professional effort rather than to be useful in determining treatment and

therefore becomes a legal or social situation, removed from medical science.

Bogduk (2000), discussed the need for a term or diagnosis which reassures the
patient there is nothing seriously wrong, that it is possible to resume normal

activities with appropriate and minimal management and that it is a useful tool for

12



the practitioner. However, there is currently no general agreement on this issue in the

medical literature.

Labelling of pain impacts on the patient in regard to the treating doctor’s completion
of workers’ compensation certificates. These issues were identified by Schonstein
and Kenny ( 2000 ), who found that general practitioners use a variety of terms to
complete workers’ compensation certificates in the absence of defined terms.
Similarly, Cohen,et al. (2000)-, examining workers’ compensation cases, found
medical assessments were primarily somatic in focus, but the diagnoses made by the
injured workers’ doctors were quite variable, with some using ‘pain’ as a diagnosis,
and many cases had several different diagnoses by different doctors for the same
symptoms. Cohen et al. (2000) and Schonstein and Kenny (2000) argued that as
diagnosis impacts on the award of disability as well as driving treatment decisions, it

is an area that merits more concerted efforts, especially in medical education.

13



CHAPTER 3. TREATMENTS FOR CHRONIC PAIN

Where there is a pathoanatomical explanation of pain, there usually is an expectation
of resolution of the problem as it is treated as nociceptive pain (Loeser and Cousins,
1990). Degenerative back conditions may contribute to the development of chronic
pain but it is not necessarily associated with pain or with complaints of pain (von
Korff, 1994). Therefore, there is not always a causal relationship between physical
findings on scans and the report of pain. It appears that those with pain who are
working are often no different medically from those who are not working ( Back
Pain in the Workplace, 1995; Cohen et al., 2000). Thus, pain relief is not always
necessary in order for people with chronic pain to resume work and other normal

activities.

The traditional way of managing chronic pain has been to treat it as if nociception
was the main problem, as in acute pain. Thus, pain relief through the use of direct
physical interventions or analgesic agents has characterised the bulk of medical
efforts to treat chronic pain. However, as shown above with the rise in injury-related
disability in industrialised countries, these methods have been of limited or of no

lasting benefit for many patients.

3.1 Review of treatments

Several authors have reviewed treatments offered for chronic pain.

1.Nachemson (1992), reviewed current literature and found bed rest up to 2 days and
some medications up to six weeks post injury may be helpful. Manipulation and

back school may help up to six weeks, and supervised back exercises may be helpful
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from six to twelve weeks. He concluded facet joint injections, stretching, traction
and surgery are unsubstantiated treatments.

2.McQuay, Moore, Eccleston, Morley and Williams (1997), in their systematic
review of outpatient services for chronic pain treatment, assessed treatments
primarily on the basis of the numbers needed to treat ( NNT ) having the most
clinical relevance. This refers to the numbers of patients with the specific condition
that are needed to be treated in order for one to improve (according to some
criterion) that would not otherwise have improved. NNT’s of 2-4 (ie. between 2 and
4 patients need to be treated in order for one to improve) are thought to indicate
effective treatments. They found the following to be effective based on NNT
analyses (using the criterion of 50% reduction in pain severity) although they pointed
out that NNTs could not be calculated for all published treatments due to lack of

sufficient detail in the papers:

Table 3.1 Treatments for chronic pain

TREATMENT NNT
Minor analgesics —iboprofen 2.5
Anticonvulsants 2.5
Antidepressants 2.5
Non-steroidal anti-inflammatorie 3.0
Tropical capsaicin 4.0
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Table 3.2 Effectiveness ratings for treatment of chronic pain

TREATMENT EFFECTIVENESS FOR CHRONIC PAIN

Systemic local Effective

anaesthetic-type drug

TENS Lack of evidence
Spinal cord Lack of evidence
stimulators

Relaxation Lack of evidence

Regional sympatheti{ ~ No effect
blockade

Corticosteroid No effect

injections for shoulds

joints

Physiotherapy Scant evidence (Aker et al. 1996)

Physiotherapy as Effective

exercise (Koes et al. 1996, Feine & Lund, 1997)
Cognitive-behaviour Large & sustainable improvements in a range of mental
therapy health problems in a review of 35 RCT’S
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CHAPTER 4. DEVELOPMENT OF COGNITIVE-

BEHAVIOURAL PROGRAMMES

Partly as a response to the poor outcomes of traditional medical and surgical
treatments for chronic pain, Fordyce et al. (1968a,b) introduced an approach to
treating chronic pain which involved an understanding of the interaction between the
patient and his/her environment. This led to the emergence of behaviourally-based
treatment programmes which have now been applied in many countries for many

different chronic pain conditions (Flor et al., 1992; Morley et al., 1996).

Unlike most traditional medical or surgical interventions, behaviourally based
treatment programmes for chronic pain are not intended to deal with the possible
underlying cause of the pain, but rather they aim to address the excessive suffering
commonly associated with chronic pain and to reduce the overall level of disability,

distress and impact of persisting pain on peoples’ lives.

The biopsychosocial model (Turk, 1996) has provided a broader framework or
model for our understanding of pain than the original behavioural model described
by Fordyce (1976), - see below, although it incorporates the same behavioural
principles. This model describes illness in terms of complex interaction of
biological, psychological and social variables. It also provides an alternative to the
traditional biomedical model (which largely excludes psychological and

environmental facets) and provides a model to manage the complexities of chronic
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pain by identifying issues at many different levels in the same person, from the
somatic to the environmental. Fordyce’s original diagram of the model provides a

simple illustration.

Figure 4.1 Fordyce’s (1976) original model of pain.

Pain Behaviours

Nocicept
-ion

One of the main implications of this model is that interventions often require more than
medical or somatic treatments. Accordingly, multidisciplinary teams have been
developed where all members of different disciplines (eg. medical, psychology, nursing,
physiotherapy, occupational therapy) are working towards shared goals in an integrated

and co-ordinated approach. ( Jacobson and Mariano, 2001 )

Typically, according to the biopsychosocial model interventions attempt to address the

following presentations by the patient in chronic pain:
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Pain behaviours, which thought of as responses to (acute) pain which have become
learnt (ie. withdrawing, avoiding activity, treatment seeking etc), and these may be
reinforced by attention from a spouse, employer etc. Pain behaviours may continue
long after healing has taken place. The original operant (behavioural) model of
chronic pain described by Fordyce (1976) focused on extinction of these behaviours
and posttive reinforcement of well behaviours (desirable activities of daily living,

like self-care, exercising).

Respondent leaming mechanisms may also occur, where the patient has developed
anxiety about pain occurring and therefore becomes avoidant, and over-predicts pain

as a result of activity. This is known as fear-avoidance. When this is addressed by

patient participation in activity which does not increase pain, confidence and activity

can increase (Vlaeyen, 1995).

Originally, these methods were implemented in inpatient settings, with
multidisciplinary staff reinforcing goal setting, reduction of unhelpful behaviours
and reinforcing well behaviours (Fordyce, 1973). However, over time, most of these

programmes have been changed to outpatient settings.

A variant of behavioural programmes is known as cognitive-behavioural pain
management programmes (Philips, 1988). While employing the same operant
principles described by Fordyce (1976), these programmes also emphasize the
patient’s cognitive processes as part of the treatment programme. Thus, challenging
and changing of unhelpful beliefs and reactions to pain (cognitive challenging) is a

key feature of these interventions. This involves the patient in learning to identify
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thoughts and feelings associated with troubling pain, developing the ability to
challenge any unhelpful thoughts and changing them to more helpful thoughts and
reactions. All members of the multidisciplinary team on one of these programmes
reinforce the patient in all efforts made along these lines. Gradually this support is
withdrawn and patients are encouraged to reinforce themselves in an attempt to

promote self-reliance and independence from the health care professionals.

Relaxation training is also a component of these programmes as a skill to enable the
patient to cope more effectively with reducing anxiety and enhancing self-control.
Relaxation can also be used to reduce muscle tension (which can increase pain), and

to reduce sleep disturbance.

Also addressed in these programmes are medication reduction, ceasing reliance on
aids, as well as muscle strengthening and stretching exercises.

Exercises also provide an opportunity, under controlled conditions, for the patient to
learn they can gradually increase their level of activity despite pain. Some
involvement in the programme by the patient’s family is often encouraged to assist

them in reinforcing well behaviours and appropriately communicating about pain.

Learning to pace activities is also a central feature of these programmes and this
involves helping the patient to not only try to work within their activity tolerances
(eg, sitting or walking for specific amounts of time) but also to take regular breaks
(to avoid overdoing and thus aggravating pain) and to seek to gradually increase

their activity limits in a planned way. This method of managing pain by the patient
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often takes a great deal of persistence and requires a lot of consistent reinforcement

by the treating staff (Nicholas, 1996).

4.1 Behavioural and Cognitive-Behavioural Treatments for Chronic Pain
The following meta-analysis and systematic reviews of the effectiveness of these

treatments have been reported.

Flor, Fydrich and Turk (1992‘) reviewed the efficacy of multidisciplinary treatments
for chronic back pain in 65 studies published between 1960 and 1990.This showed
that multidisciplinary treatments for chronic pain are superior to no treatment,
waiting list, single-discipline treatments such as medical or physical therapy
treatments. The effect of the treatment was stable over time. Effects were reflected in
improvements in pain, mood, interference in daily activities, return to work and
reduced use of the health care system. Some caution is required in interpreting these
results, however, due to the inclusion of uncontrolled or poorly controlled study
designs and study descriptions. Overall, this review showed multidisciplinary

treatments to be efficacious relative to the alternative.

McQuay et al. (1997) reviewed 35 Randomised Controlled Trials of cognitive-
behavioural therapies for the treatment of chronic pain. They noted strong evidence
of CBT efficacy across a range of mental health problems. For pain, this review
found that large and sustainable improvements in targeted outcomes were achieved,

especially in the better quality studies.
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[0 Morley et al. (1999), of the above 35 studies reviewed 25 studies considered suitable
for meta-analysis, comparing the effectiveness of cognitive-behavioural treatments
with waiting list contro] and alternative freatment conditions. Cognitive-behavioural
treatments demonstrated significantly greater changes in pain experience, cognitive
coping, and appraisal (positive coping measures) and reduced behavioural
expression of pain. This analysis demonstrated that active psychological treatments

based on the principles of cognitive-behavioural therapy are effective.

In summary, these reviews showed that cognitive-behavioural treatments are
effective in achieving targeted outcomes, such as increased function (activity),
reducing unhelpful, catastrophic cognitions, reducing the use of medication, and
reducing health care use. Interestingly, these reviews also found that reductions in

pain severity were often achieved (even though this is often not a specific goal).

4.2 Some problems encountered in follow-up of CBT programmes

Long- term follow up of patients treated in these programmes is often difficult due to
attrition in numbers which have often been small in the first place, as shown in Table
4.1. The reasons for this could be: time itself, where patients post-programme have
moved and are no longer contactable through the last known address and phone
number; they may not want to participate because they have not done well; or they
are getting on with their lives despite pain and are too busy; or are simply not

interested.

4.2.1 Reliance on self-report. Positive results at follow-up, especially when

relying on self-report, have been questioned. There has been caution expressed in the
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literature reviews because most of the results are often based on self-report of mailed
or telephone contact, not direct clinic follow-up (Turk and Rudy, 1990). It is often
argued that (i) those who respond are a biased subset of only those compliant with
follow-up (which is hard to avoid);

(ii) that those who respond are more likely to be doing better; and

(iii) that responders are more likely to comply with other therapeutic
recommendations which may contribute to maintenance of benefits (Turk & Rudy,
1990).

Some have expressed the opinion that in follow-up within six to twelve months post
treatment, the influence of the intensive treatment period, (often 3-8 weeks) with
supportive, encouraging staff directly or indirectly puts pressure on patients to report
positive outcomes. This was refuted by Williams et al. (1993), who cited failed
previous treatments with no lasting benefits, but following an intensive CBT
programme patients at 6-month follow-up reported no significant change in pain

intensity, yet marked improvements in physical performance were observed.

Peters and Large (1990), found in their RCT programmes an absence of valid and
reliable physiological and behavioural measures left no choice but to use self-report
measures. It should also be noted that McQuay et al. (1997) systematic review of
outpatient treatments for chronic pain reported that self-report (of pain and, in some
cases, mood) by the treated patients was the only outcome measure. Clearly, pain

and mood outcome measures can only be obtained by self-report.

Of 25 programmes reviewed by Morley et al. (1999), 77.4% of outcome measures

were provided by patient self-report. Ideally, more objective measures, such as
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observed performance of activities, return to work or observations by others in the
patient’s environment would be desirable to establish the validity of self-reported
outcomes. In a number of studies of CBT programmes these types of measures have
been reported (eg. Nicholas et al., 1991, 1992; Linton and Meyson, 2001; Sharp et
al., 2001; Williams et al., 1996). However, it should also be mentioned that some
outcome measures commonly sought by third party payers, especially return to work,
are complicated by the involvement of issues well beyond the influence of any
treatment (eg. availability of suitable work, employer flexibility) (Hadler). Thus,

their relevance for assessing treatment outcomes can be doubtful.

4.2.2 Randomised controlled trials. Recent systematic reviews and meta-analyses
of pain management programmes have shown that while there is now a reasonable
number of randomized controlled trials, their comparability is not always
straightforward. McQuay et al. (1997), found thirty five cognitive- behavioural
treatments for chronic pain patients, excluding headache patients. Of this group of
thirty five, Morley et al. (1999), identified 25 which met their more stringent criteria.
The authors of these reviews noted considerable variation in outcome measures used.
Control group patients’ conditions also varied widely, from some receiving ongoing
treatments such as medication and physiotherapy, where others may have received
education, which is a treatment with some demonstrated benefit. Content between
active treatment and control condition is also difficult to distinguish in some cases
(eg. Altmaeir et al.1992). For long-term follow-up, Morley et al. concluded that
waiting list control groups were difficult because these patients would normally
progress to active treatment within a short period (mainly on ethical grounds) or drop

out of the trial. Even when so-called ‘no treatment controls’ are examined it is
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usually evident that most are in fact receiving some treatment (eg. Williams et al.

1996, 1999).

The obvious difficulty for non-randomised controlled studies is that the possible
effects of the natural history of the condition being treated (or just the passage of
time) cannot be excluded as possible explanations of the results obtained. Thus,
many of the studies examined in the early meta-analysis by Flor et al. (1992), which
were not randomised controlled trials are subject to this criticism. However,
Fordyce (1976) has argued that in the case of chronic pain, when so many patients
are seen years after the onset of their pain and after years of other treatments,
remission or spontaneous improvement through the passage of time alone is
unlikely. This could be contrasted with the rapid improvement, in terms of retumn to
work at least, seen in the majority of people with acute back pain (eg. Turk and
Waddell 1992). Even so, many of these do continue to experience persisting pain

(Von Korff 1994).

4.3 Maintenance of gains in the long-term

As important as achieving improvements in functioning, mood and pain have been
for pain management programmes, it is clearly important that these gains be
maintained in the long-term. Table 1.1 presents a summary of long-term outcome
studies from the chronic pain literature. From this table it can be seen that to date,
there have been few long-term follow-up studies (longer than 18 months) to evaluate
the long-term effectiveness of CBT programmes. Of the available studies, a number
of features stand out. Consistent with Flor et al. (1992) and Morley et al. (1999), the

reduction in pain severity ratings, when achieved, is usually maintained, and
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improved function (or reduced disability) is also maintained in most studies.
However, these data are usually presented as mean figures and thus the proportion of
patients who relapse could be effectively masked or understated. Where numbers of
cases who met specific criteria are mentioned thf;re is evidence of some relapse in a
proportion of patients treated (eg. Cinciripini and Floreen, 1982). 1t is also evident
that few studies actually assessed whether or not the patients followed-up were
continuing to use the pain management strategies they had been taught. Where this
was done, it appeared while many did report continuing to practice these strategies, a
substantial proportion were not (eg. Williams et al.1996). As few studies checked if
the patients followed-up were practising their pain self-management strategies, it is
possible that at least some of the gains reported at follow-up in these studies could

be due to other treatments received in the posttreatment period.
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STUDY

Fordyce et al.
(1973)

a.

Swanson et al.

(1979)
a.

Gottlieb et al.
(1977
a.

Roberts &
Reinhardt
{1980)

a.

Malec et al.
(1981)

a.

Khatami &
Rush (1982)
a.

Cinciripini &
Floreen
1982

Table 4.1 Summary of Long Term Outcome Studies

RETURN OUTCOME

31/36(86%) Disability: Reduced interference by pain in activities
maintained from posttest gains; uptime greater at f/u than at
pretest uptime greater at f/u than at pretest
Pain: estimates based on recall, but reduced pain levels at
discharge (mean 6/10) maintained at f/u (mean 6.2/10)

notstated  Disability: 53% improved at posttest, improved work status at
flu
Medication:29% maintained posttest levels
Pain: No change

23/72 (32%) Disability: 82% employed or in vocational training

26/34 (76%) Disability & medication:77% met all criteria for improvement

32/40 (80%) Disability:28/40 (70%) at admission, 86% (of 28) unemployed
cf.25% at f/u; at f/u 14% had stopped all exercise,46% kept up
50-100% of exercise set
Medication: (% at discharge vs. fu):
Narcotics (0 vs. 23%; other analgesics (0 vs. 50%); relaxants
(0 vs. 30%);

Antidepressants (3 vs. 3%)
Mood: 705 rated better

12/14 Mood; mean BDI scores, 12.7 at admission; 3.6 at ffu
completers
Medication: (pills/day), at admission, mean 15.1; at fu 7.2
Pain: mean ratings, at admission 53.9%, at f/u 19.8%

70% Disability: disability payments reduced from 41% of total at
admission to 16% at 6 mos. ffu & 20% at 1 yr fu. 53%
working at 6 mos., 50% at 1 yr

F/U F/U
PERIOD METHOD RATE
22 mail
mos.mean

lyr mail

6 mos mail
1-8yrs mail,ph.
6 mos.-  mail,ph.
2yr.

lyr mail

6 mos.  mail

lyr mail

60% Medication: none: 2.4% at admission,
92.2% at discharge, 64.7% at 6 mos.f/u, 55% at 12 mos f/u
Pain: 4.6/10 at admission,2.2 at discharge, 2.3 at 6 mos., 1.2 at
Lyr
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STUDY

Turner
(1982)
be.

Lutz et al.
(1983)

a.

Guck et al.
(1985}

a.

Kerns et al.

bc.

Corey et al.

(1987)
b.

Phillips
(1987)

be.

F/uU
PERIOD

1 mo.

18 mos-
2yrs

23 mos.
mean

1-5 yr.

3 mos.

6 mos.

18.6 mos
mean

2 mos.

1 yr.

Table 4.1 (Cont.)

F/u RETURN RATE

METHOD

mail 32/34 (94.1%)
24/34 {71%)

mail 57 (74%)

mail random sample of 20
selected out of 77 (85%
of total)

clinic 15/20 (75%)

attendance

Mail, phone 57/72 (79%)

clinic 22/25 (88%)

attendance

OUTCOME

Disability: mean SIP scores, for RT group at pretest
(14.8), postttest (8.9), 1m ffu 7.4).

For CBT group (19.8), (10.4),(7.4); mean hours
worked per week,for RT group pretest (23.8),
posttest (23.8), 1m. (25.3), 1.5 yr (22.8), for CBT
group pretest (18.4), posttest (18.9), 1 mo. (21.9),
18 mos (38)

Mood: BDI mean scores, for RT pre (12.4), 1 mo.
(7.4); for CBT group at pretest (15.7), posttest
(8.7),1 mo. (5.6)

Pain: visual analogue scale) weekly pain for RT
group at pretest (64.4), posttest (42.1) 1 mo.
(55.6);18mos. (25.8);for CBT group at pretest
(55.9), post (37.4), 1 mo.(33.8), 18mos. (20.6)

Disability, medication, pain: 37%-59% improved
from pretest to f/u on effects on life-style,
medication use, and pain levels

Disability, medication: 60% met all criteria vs 0/20
untreated comparison group

Pain, mood: (BDI) treated group significantly better
than untreated group

Disability: 65% relative to pretreatment, 16.3% for
CBT group; change at 3 mos. ffu 1.2% for BT group

Mood: (BDI) change at 3 mos. fu, 13.5% improve
for CBT, -6.7% for BT group; at 6 mos., 7.6% for
CBT, 13.8% for BT group

Pain: change at 3 mos. flu 16.6% for CBT 0.8% for
BT; at 6 mos., 14.7% for CBT, 9.9% for BT group

Disability: all patients vocationally disabled at
pretest; 71% working or equivalent at posttest, 69%
at fu

Pain: of those working or equivalent at f/u, mean
posttest reductions in pain levels maintained

Mood: (coping ability); of those working or
equivalent at f/u, mean gains at posttest maintained
Disability: improvement on pretest mean score
(44.9) to (40.2) posttest, (30.3) 2 mos f/u, (27.6) at 1
yr fu

Mood: (BDI) improvement across 4 occasions, from
mean 159t0 11410 12t0 9.4 at 1 yr.

Pain: mean intensity (0.5), improvement across 4
occasions, frommean 2.4 to 1.7to 1.7 to 1& at 1
yr.1/2
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STUDY
Melin &
Linton
(1988)

ac.

Tumer &
Clancy
(1988)
bc.

Maruta et
al. (1989)

a.

Hazard et
al. (1989)

a.

Turner et al. 6 mos.

(1990)

be.

Skinner et

al. (1990)
b.

Cott et al.
(1990)
b.

Table 4.1 (Cont.)

F/J F/U METHOD RETURN RATE
PERIOD
20 mos. mail 26/28 (93%)
mean
6 mos. clinic 43/53 (81%)
1yr attendance
11 mos phone 100/100
mean
12 weeks mail, phone,  40/59 (68%)
clinic
attendance
1yr.
mail 45/57 (79%)
1yr mail 45/57 (82%)
1 mo. Clinic 34/34 (100%)
attendance
2 mos Contact with 176 (100%)

OUTCOME

Disability: RT/BT; 19% mean improvement in
activities of daily living pretreatment to ffu ( 3%
improvement posttreatment to f/u ), no improvement
relative to wait-list % RT groups

Pain: RT/BT group significant reduction relative to
WL & RT groups

Mood: (BDI) 48% improvement over pretest in
RT/BT but no significant difference cf. WL and RT
groups

Disability: mean SIP scores, 92% held post test
gains; no difference between cognitive & operant
groups at 1 yr.

Pain: ( McGill Pain Questionnaire) both groups
continued to improve in f/u period Pain Behaviours
(observer-rated) pretest to posttest improvements in
operant group maintained at f/u; cognitive group
little change

Mood: (research diagnostic criteria) 54% identified
as depressed at admission; at discharge only 2/100
were depressed; at f/u, 8/100 were depressed

Disability: return-to-work rate: 81% at 1 yr fu;
mean Oswestry (disability) scores for those working
at 1 yr f/u; pretest (98),posttest (68), 12 wk f/u (66),

1 yr (64)

Disability: compared to pretest, the 3 treatment
groups maintained posttreatment improvements on
SIP

Mood: (CES-D Scale) the 3 groups generally
maintained posttest gains,none returned to baseline
levels

Pain: (McGill Pain questionnaire) all 3 groups
improved over pretest levels at both f/us

Disability: mean Oswestry scores improved from 39
at 1 mo.baseline, to 37.6 at pretest 32.2 at posttest,
& 30.8 at flu

Mood: (Zung SDS) mean pre-post score improved
from 28 to 23.6 & at 1 mo. f/u was 21(VAS) mean
pre-post scores improved from 61.2 to 51.3 & at 1
mo. F/u was 51.2

Medication: (mean number analgesics per week)
22.0 at pre, 10.4 at post, 6.3 at 1 mo. fu

Disability: of field-managed employer pain group,
82% and patients successful (resumed work,
improved performance, job change, retraining, less-
disabled - if retired) vs 6/17 (35%) office-treated

pain group.
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Table 4.1 (Cont.)
STUDY F/U F/U RETURNOUTCOME
PERIOD METHOD RATE
Nicholas et al. (1991} 6 mos. mostby 45/58  Disability: compared to pretreatment, post-
clinic (83%)

be. 12 mos.  attendance,39/58  test gains on mean SIP scores generally
(67%)
some by maintained in treatment groups
mail

Mood: (BDI) pre-post gains in mean scores
generally maintained in treatment groups
Pain:mean weekly prepost gains in mean
scores generally maintained at f/u

Note. BDI-Beck Depression Inventory; CES-D =Centre forEpidemiological Studies Depression Scale; SIP
=Sickness

Impact Profile; VAS= Visual Analogue Scale; Zung SDS = Zung Self-rating Depression Scale; CBT = Cognitive
- Behavioural Therapy; RT = Relaxation Training; BT = Behavioural Therapy;

a. Inpatient treatment (in some cases some cases (( e.g. Hazard et al.)) patients stay in nearby hotel and attend
clinic most of each day for 3-4 weeks, which is essentially equivalent to inpatient treatment)

b. Outpatient treatment (usually, patients attend clinic3-4 hours on 1-2 days a week)

¢. Controlled trial (patients randomly assigned to treatment, alternative treatment, or wait-list conditions)

Table 4.2 Summary of Long-Term Outcome Studies
STUDY F/U F/U RETURN OUTCOME
PERIOD METHOD RATE

Chapman et 21 mos. phone 88/100 Pain: (VAS) mean 72.5 pretest; improved to 52.5 at

al. (1981) mean (88%) posttest; 54.8 at f/u in all patients pending disability group;
73.1 at pretest, improved to 54.5 posttest, maintained and
improved at f/u, 53.47 Current disability group; 73.1
pretest, 54.5 posttest improved to 53.5

b. mail No Disability group; 70.5 pretest, reduced well at posttest to
46.6,increased to posttest 50.5 ADL's (No. minutes per day,
mean): pretest 224.6, posttest 368.4, f'u 390.2 PD group;
221.7 pretest, increased to 350.4 posttest, gained again at
f/u 358.8 CD group; 232.6 pretest, 386.6 posttest, improved
again to 439.1 at fiu
Nd group; pretest 223, posttest 391.5, 396.4 at f/u
Medications: (% using opiates, opioids, sedatives, anti-
anxiety agents, phenothiazines and pentoacozine daily);
Pretreatment, 14.6 using none, 32.9 using one, 52.4 using 2
or more; At f/u gains shown with 46.9 using none, 28.1
using 1, 25.1 using 2 or more

Williams et 1 mo. clinic 182/212 Pain: no change shown at 1 or 6 mos fu.

al. (1993) (85.8%)

a. 6 mos. clinic 118/166 Distress (0-100): reduced from pretset to posttest by 10
(71.1%) points and at f/u was maintained.

Physical measures, dysfunction, depression and self-
efficacy: improvements in mean scores maintained at 1mo.
& 6mos. ffu

Medication: pre-test 81.6% were taking at least 1 class of
drug, 24.2% were taking 3 or more; posttest 68.8% used no
medication and this was maintained at f/u, with 5.4% taking
3 or more classes of drugs at 6 mos.
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STUDY F/U
PERIOD

Williams et 1mo.
al. (1996)

ab. Lyr.

Maruta et al 13 yr.
(1998)

F/U
METHOD

chinic

Table 4.2 (Cont.)

RETURN
RATE

96/108

questionnaires 78%

phone

mail

phone

201/249
(84.3%)?
176/201
(87.6%)

OUTCOME

Satisfaction rating: 1mo. F/u 93.6% rated satisfied with
treatment

Adherence to treatment: at 1 mo.f/u of 189 subjects, 8.9%
had stopped or were performing prescribed 66.9% did
exercises 5 times per week or more; 75.6% did stretches;
66.5% did relaxation; 79.5% used coping strategies.

At 6 mos. F/u of 118 subjects: 12-20% did exercises,
stretches and relaxation less than once per week; 56.6% did
exercises 5 or more times per week;54.3% did stretches;
36.1% used relaxation; 74.8% used coping strategies 1 mos.
fra

Pretest to 1 mo. f/u, IPs & OPs made greater gains than
WLCs in most measures ie pain impact depression,pain
self-efficacy, catastrophising hopelessness, 3 measures of
physical performance, walk distance, anxiety & distress.
IPs made greater gains than OPs on all physical measures,
depression, pain sef-efficacy, catastrophising, hoplessness,
anxiety and medication use.

lyr F/U

IPs and OPs improved greatly from pretsest to 1 Yr. fu
except pain intensity, pain distress & arm endurance IPs
improved more than OPs on catastrophising, pain distress,
depression, distance walked in 10 min; & stairs climbed in
2min

Medication: IPs at 1 mo. f/u improved statistically from
pretest to 1 yr f/u, in all categories,greater than OPs; at 1yr
the IPs had remained the same, whereas OPS had improved
in morphine use.

Quality of life (health-related) HSQ scores — poorer
emotional/mental health - better than the norm

Bodily pain: 28% reported worse-than-average, 40%
reported abnormal levels These 68% reported difficulties
with Role Limitation-Physical Health, Social Functioning
and

Physical Functioning

Work: pretest median 24.5 unemployed, at f/u under 65yrs.
age, almost 1/3 employed ft; 11% homemaker without
restrictions, but 1/4 retired early due to pain, 1/3 received
disability. Aim of f/u was not to evaluate outcome of
treatment but to describe long-term outcome
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STUDY F/U
PERIOD
Kendall & 3 mos.
Thompson -
1998
15 mos.

b.

6 mos.

Flavellet 3 mos.
¢l.{1996)
b.

4.4 Relapse

F/U RETURN

METHOD RATE

clinic (TGs) TG 81
(100%)

mail TG

mail (WLCs)
105/139
(76.6%)

clinic 55/125
(44%)

Table 4.2 (Cont.)

OUTCOME

Pain & disability: improved on all measures at post and
generally maintained at flu

Pain intensity:no significant difference

Work:Pretest to 3 mos f/u, increased from 1.2% to 9.9% to
11.1% at ffu (fulltime)

Part-time remained basically the same

Voluntary: increased from 0% pretest to 11.1% 3 mos.f/u, to
9.9% 15 mos fu

Compensation: 12.3% pretest, 44.4% 3 mos. fu to 38.2%
15 mos. flu

Welfare benefitthomemaker: remained basically unchanged

No change in occupational status except 1 subject who
moved from welfare benefit to support from spouse's
income

Pain & disability measures: no change

Those working - less depressed, less disabled, more in
control of lives

Pain interference & pain severity (MPI): remained
improved from post treatment results.

Sense of control (MPI): Reduced from post test to F/U,but
not to pre-treatment levels.

Negative mood (MPI): Decreased postreatment, increased at
F/U but not to pre-treatment levels

Activity levels (MPI): improved post treatment, unchanged
at F/U

4 Minute walk: improved at post treatment and again at F/U.

Turk and Rudy (1991) pointed out that despite impressive evidence of treatment

gains following behavioural programmes, there was also evidence of varying degrees

of relapse in the following months or years (from 30% to 70%). Furthermore, not all

patients treated respond in the first place. There has been some debate about the

actual definition of relapse in a chronic pain population, especially when the pain

does not abate or is not expected to abate when they enter a cognitive-behavioural

programme. Some have argued that relapse should refer to regression to levels of

depression or disability baseline or pre-treatment (Turk and Rudy, 1991).
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Alternatively, relapse might be seen as regression from changes made at the end of

treatment even if they don’t return to baseline levels.

Nicholas (1992) pointed out that the assumption that baselines were stable at pre-
treatment may fail to take into account the fluctuations in the chronic pain condition,
with many patients reporting relatively stable periods interrupted by periods in which
their pain has flared up. Thus, the performance of a given task on any one day may
not be an accurate assessment of how well they are functioning generally. Thus,
performance on certain exercises in an assessment may be seen as ‘objective’ but it
may have little relation to how the patient is able to function normally. In this
regard, self-reports of general daily functioning (relating to periods of a week or
more) may be seen as offering a more accurate representation of current levels of

disability than performance of a task on one occasion.

However, relapse is defined it is clearly critical that it be clearly described as the

term may have many possible interpretations.

As a result of relapse being identified as an important issue for pain management
programmes, relapse prevention has become a focus of much investigation and many

recommendations have been made on ways of promoting it.

Compliance or adherence to the strategies taught in these programmes has therefore
has been identified as a crucial component of treatment effectiveness, requiring
patients’ willingness to participate actively in performing specified behaviours.

(Nicholas 1995; Turk and Rudy,1992). However, as noted above, few studies
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actually mention the degree to which patients assessed at follow-up are continuing to
practice the pain management strategies taught on these programmes. Thus, the
degree to which continued practice of these strategies is necessary is not clear, nor if

some strategies are more useful than others.

It 1s also not clear why some patients appear to relapse but not others. It may be
those who relapse are those who stop using the pain management strategies they
have been taught, but as mentioned above, there is little published evidence
concerning this. However, in one of the strongest (methodologically) studies
reported to date (Williams et al., 1996) where maintenance of treatment gains was
high, it was also evident that a high proportion of those followed

up were continuing to use the pain management strategies they had been taught.

It is also possible that relapse itself is not steady state, but something that fluctuates,
with the patients having ‘good’ periods when they manage quite well and would not
be considered to have relapsed. At other times, however, the same people could
have ‘bad’ patches when they could be considered ‘relapsed’, at least for a period.

To date, there is little evidence on this aspect of relapse.

4.5 Summary

In an attempt to investigate some of these issues, this study is intended to address the
following questions:

. Do patients with chronic non-cancer pain attending a CBT pain management
programme improve on measures of pain, disability, and mood from pre- to post-

treatment?
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2. Do patients attending a CBT programme improve relative to pre-treatment
levels on measures of pain, disability, and mood at 30-months or longer
posttreatment?

3. Do those patients who maintain improvement at long-term follow-up (as
compared to pre-treatment levels of disability) differ from those who do not in
terms of :- use of pain management strategies taught on the programme (eg.
pacing, challenging unhelpful cognitions, use of relaxation, use of medication,

exercises, reduced use of health-care services)?
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CHAPTER 5. METHODOLOGY

Before describing the methodology employed in this study, the programme on which

it is based will be described.

5.1 The ADAPT Pain Management Programme

The ADAPT Pain Management Programme, which commenced in late 1994 at the
Royal North Shore Hospital, was based directly on The INPUT programme at St
Thomas’ Hospital in London (see Williams et al., 1993, 1996, 1999). The ADAPT
programme uses the same manual as that developed for the INPUT programme (with
some modifications for Australia, like different drug names) and both programmes
were established by the same director (Dr M.K. Nicholas). However, there are some
important differences between the programmes. The ADAPT programme is
conducted on a day-stay basis and patients do not stay at the hospital (as in the
INPUT programme) and ADAPT is 3-weeks in duration, compared to INPUT’s 4-
weeks. In most other respects, especially in terms of content and methods, the

programmes are very similar.

The ADAPT Pain Management Programme is an intensive cognitive-behavioural
treatment which involves three weeks’ attendance, Monday to Friday, from 9am to

5pm. Particularly, it is for patients who have met the criteria set out in Table 5.1

Who:
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have not responded to evidence -based medical or surgical treatments
have not progressed in rehabilitation due to pain,

have become disabled in terms of normal daily activities due to their pain,
have become reliant on medication to cope with their pain,

and have become distressed secondary to their pain.

The aims of ADAPT include:

acceptance by the patient that s/he must play an active role in the management of
their pain

acquisition by the patient of effective self-management skills (for pain and distress)
increased function in daily activities (especially those relevant to the patient)
reduced reliance on medication (especially stronger analgesics, sedatives/hypnotics,
antidepressants and alcohol)

reduced reliance on aids (sticks, braces etc.)

improved mood and adjustment

ability to resume/commence an active rehabilitation plan

return to work (where relevant and within a realistic period)

cease ongoing medical treatment or physiotherapy for pain.

During the three weeks’ attendance patients stay at home overnight or in
accommodation nearby. They attend in groups of eight to ten patients at a time.
After the three week attendance phase, patients are required to implement a four
week home programme where they put the skills learnt at ADAPT into practice at

home and at work, (if employed).
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5.1.1 Staff

The ADAPT multidisciplinary team consist of a clinical psychologist, a
physiotherapist, a specialist nurse, a pain medicine specialist, a rehabilitation adviser
and a recreational therapist. A clinical psychologist directs the overall running of the
programrﬁe. All staff involved during the study period had extensive experience in
the field of pain management, with the minimum being 4-years and the maximum
being 14 years at the time the programme started. All staff reinforce the principles of

the programme and are equally conversant with every area of the programme.

5.1.2 The programme components
The main components of the programme, using cognitive behavioural principals and

methods throughout, were as follows:

5.1.2.1 Exercise and stretch

These were aimed to improve fitness and flexibility, to build muscle strength, and to
remedy specific postural problems. Exercises began at a baseline around 80% of
patients’ current performance, and increased gradually on a quota system; patients
recorded and were reinforced with contingent praise (or reinforced themselves) for

achievement of quotas.
5.1.2.2 Goal setting

Long and short-term goals were identified by patients and covered work, leisure and

social pursuits, and domestic duties. Short-term goals usually included increasing
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sitting, standing and walking tolerances. Baselines and a rate of increase were set as

for exercises.

5.1.2.3 Pacing of activities

A regular schedule of activities and breaks, with activities increasing on the quota
system described above was taught, to counteract patients’ tendencies to exceed their
current physical capacity , and/or to take prolonged rest. A timer with an alarm was

carried by patients to remind them to change position or activity (Gil et al. 1998).

5.1.2.4 Education sessions

Education sessions conducted by all team members covered concepts of chronic and
acute pain, medical/surgical treatments, disuse, healthy function, medication, and
sleep and sleep problems. All teaching was interactive, using patients’ own

experiences.

5.1.2.5 Cognitive and behavioural training

Sessions were held with the clinical psychologist with a particular focus on
developing helpful problem solving strategies as well as identifying unhelpful
thoughts and beliefs in relation to pain and mood disturbance, and changing them to
more helpful responses. The use of cues (or reminders) and self-reinforcement was
encouraged, as was self-monitoring and thought recording. All staff systematically
reinforced patients’ achievements with praise (fading this towards the end of the

patient’s stay), and avoided reinforcing pain behaviours.
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5.1.2.6 Medication reduction

Reduction applied to all pain-related drugs, including analgesics, opioids,
tranquillisers, sedatives, hypnotics, anti-inflammatories, anticonvulsants and
antidepressants, which had not proved helpful in improving patients’ pain or
function. Current drug intake was medically reviewed with the patient, and the rate
of reduction of each substance jointly agreed; the aim was usually nil by the
beginning of the third week . The patient achieved this by self-controlled reduction
using the patient’s own supply of tablets. Patients were encouraged to substitute

alternative coping strategies for their usual recourse to medication.

Also addressed in this context were secondary medications required to counteract
side-effects of initial medications, herbal preparations, alcohol, recreational drugs
and the use of aids such as braces, crutches, sticks, TENS, hot packs and support

cushions.

5.1.2.7 Relaxation

Relaxation consisted of a simple breathing technique (Benson, ) to be used in
different settings and whenever the patient recognised s/he was starting to feel
stressed. Patients were encouraged to practice during the day and evening, and to
monitor their performance. In conjunction, use of distraction and imagery were
taught, and by contrast, dispassionate focus on pain was also taught as a means of

helping patients to distance themselves from their pain.
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5.1.2.8 Sleep management
Management of sleep consisted of sleep hygiene techniques, relaxation and cognitive

methods (Lacks 1987; Morin et al. 1989).

5.1.2.9 Communication issues
Issues addressed included relationship changes, daily communication about pain

using assertiveness skills, the spouse/partner relationship and sexual relationships.

5.1.2.10 Relapse prevention

Relapse prevention and maintenance of new behaviours and skills were promoted
throughout. Patients made “setback plans” for dealing with crises, including revision
of techniques using the patient manual and contact with staff and with fellow
patients. The discharge letter to referrer and GP included recommendations for
further management and help in crises. All patients kept their programme manual
following the programme to act as a reminder and resource (for themselves and

significant others) for ongoing maintenance of the programme strategies.

5.1.2.11 Family involvement
Spouses and ‘significant others’ were encouraged to attend ‘family day’ in the
second week of the programme, or at another time if this was not suitable; staff were

available for discussion.

Detailed description of programme components can be found in Pither and Nicholas
(1991), Williams (1993), and Nicholas (1996). All these programmes were based on

the work of Fordyce (1976), Phillips (1988), and Turk et al. (1983), and incorporated
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operant and cognitive behavioural principals in all aspects of the programmes. No
other active treatments (such as nerve blocks or acupuncture) were used. It was
expected that other treatments would cease prior to ADAPT and that passive

treatments would no longer be required. -

All teaching was supported by written handouts and recording forms, which

constituted a manual taken away by the patient at the end of the course.

5.1.2.12 Rehabilitation

Rehabilitation to return to work or retraining should be possible after completion of
the three week component of ADAPT. Liaison was made by the rehabilitation
adviser with the rehabilitation coordinator or occupational health or insurance case
manager and the patient to co-ordinate the next step in their return to work plans.
Rehabilitation providers/coordinators were encouraged to meet with staff during the

patient’s attendance of the programme.

5.1.2.13 Out of hours
Patients were encouraged to continue their activities applying ADAPT strategies
without direct staff supervision when not in attendance at the programme (ie.

evenings and weekends, and then at home following the programmé).

5.1.2.14 Follow up
Follow up at the seven week period involved patients returning to the Centre for
reviewing the use and integration of the strategies into normal life, to check progress

on physical measures and medication use. The psychologist, physiotherapist and
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nurse attend this review. Follow up at six and twelve months is attended by the

clinical psychologist and nurse.

5.2 Recruitment for the programme

5.2.1 Assessment

Patients were referred by their treating doctor (GP’s and Specialists). All were
assessed by a multidisciplinary team. This involved a medical examination by a
medical pain management specialist, an interview with a clinical psychologist or
psychiatrist and physical examination by a physical therapist. The case was then
presented for discussion at a team meeting of all involved in the assessment, and a
treatment plan was determined. In general, any further medical or surgical treatments
or investigations thought appropriate were undertaken initially. To be eligible to
attend ADAPT, patients needed to have completed the multidisciplinary assessment
and met none of the exclusion criteria (Table 5.1) and at least two of the inclusion

criteria (Table 5.2).
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Table 5.1 Exclusion Criteria

Not motivated or unwilling to participate in the programme

Unable to speak adequate English

Presence of active, major mental disorder (eg. Psychotic disorder, clear suicide
risk)

Suitable for further medical/surgical treatment or investigations

Pain less than three months

Primary addiction problem

Table 5.2 Inclusion criteria

Widespread reduction in normal activities due to pain

Habitual overactivity leading to increased pain

Excessive or inappropriate medication intake

Use of unnecessary aids (eg. Crutches, braces etc)

High levels of pain behaviour (eg. Excessive focusing on pain)

Work reduced or ceased due to pain

Distressed mood secondary to pain-related problems (eg. anxiety, depression)
And, in the assessment of the Centre’s staff, the patient is highly likely to benefit

from the programme.
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5.2.2 Prior to admission.

All patients were required to attend a pre-admission interview with ADAPT staff to
ensure they understood the nature of the programme, had appropriate goals and
expectations, and were willing to actively participate. If insurance funding was

required, this was negotiated with the insurer prior to entry to the programme.

5.2.3 Follow up.
Patients were requested to attend the clinic for follow-up visits one month, six
months and twelve months after the three week attendance. Assessment was made of

progress since discharge and recommendations made for the next step.
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CHAPTER 6. STUDY METHODS

Patients from thirteen consecutive groups were studied. In total, this comprised 205
patients, 97 ( 47% ) females, 108 ( 52.5% ) males (see Table7.1) for a description of
demographic variables). The subjects included in this study were contacted between
33 and 55 months (mean 43, median 44 ) after they attended the ADAPT
programme. These subjects were not specifically selected but rather, represented a

consecutive series of attendees over an 18-month period.

6.1 Non completers of ADAPT

A proportion of patients admitted to ADAPT withdrew at some stage during the
programme. These subjects were included in the study as part of intention to treat
analysis and to allow comparison with those who completed the programme.
Although they did not complete the programme, they did have an understanding of
the programme through preparation appointments, initial attendance at ADAPT and

they retained a copy of the manual.

6.2 Procedure

6.2.1 Telephone Questionnaire

The author, who had been a nurse on the programme at the time the patients attended
the programme, made telephone contact. She was known to the subjects but there
had been no contact between the subjects and the author for more than two years,
since their last (12-month) follow-up, which few attended. It was decided to use
someone the subjects knew rather than a blinded research assistant (who would have

been unknown to the subjects). This was done in the expectation that it would
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encourage a higher number of subjects to participate (compared to using someone
the subjects did not know). Cohen et al (2000) for example, had found great
problems in achieving a high response rate with workers’ compensation claimants in
NSW when contacted by an unknown research assistant. In many cases subjects in
that study appeared suspicious over the medico-legal aspects of their case. Given that
70% of the subjects in the present study had workers’ compensation claims, it was
felt that a better return rate would be achieved if they were able to talk with someone

they knew and generally were able to relate to.

6.2.2 Telephone interview

The telephone interview was conducted using a prepared questionnaire.

(see APPENDIX). Opportunity was also given for general feedback by the former
patients about their ADAPT attendance experience. On contact with the former
patient, the interviewer explained the purpose of the call and checked that it was a
convenient time to call. If not, a more suitable time was arranged and the
interviewer called back then. The telephone questionnaire sought information on
current pain ratings; development of new pain conditions; the use of strategies to
cope with pain; mood; sleep satisfaction; interference; distress; the need for
assistance in activities of daily living; employment, return to work or retraining
status; leisure activities participated in the last month; use of medical and treatment
services in the last six months; use of medications, aids, alcohol and recreational

drugs in the past six months.
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In addition, the Self-Management Checklist - Self Rated ( PSMC-SR1), was used to
assess the patients’ use of a range of pain management strategies in the past month

(Nicholas, 1999).

Eliciting the information by telephone required a minimum of twenty-five minutes to

ninety-five minutes, with an average of forty-five minutes.

For the purposes of this study, only selected data was analyzed to answer the
questions on page 1. The remaining data will be analyzed in separate studies at a

later date.

6.2.3 Written Questionnaires

Written questionnaires used at the beginning and end of the programme
(APPENDIX) were posted to all who participated in the telephone questionnaire. To
encourage returns, a stamped, addressed envelope was included. Follow up phone
calls were made to ensure questionnaires were received by the patient, and calls were

repeated up to four times to encourage returns.

The questionnaires were the Roland Morris Disability Questionnaire, the MPL, Beck

Depression Inventory, PRSS, Self- Efficacy Questionnaire and the Self-Management

Check List (see Appendix }
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6.2.3.1 The Beck Depression Inventory (BDI)

The BDI (Beck, Rush, Shaw and Emery, 1979) is a widely used measure of
depression with strong psychometric properties which have been confirmed in
numerous studies using various clinical populations (see Rehm, 1988, for a review).
It is generally agreed to be an easily administered self-report instrument, which
correlates well with other depression measures, has good discriminant validity and is

sensitive to change.

The BDI consists of 21 items. Each item includes 4 response options ranging from
absence of, to maximal depression severity. Patients are asked to choose the
response that best fits him/her ‘over the past week, including today’. Scores on each
item range from 0 (e.g., “I do not feel sad”) to 3 (e.g., “I am so sad or unhappy I can
not stand it™). A total score is obtained by simply adding the 21 items and can vary,

therefore, from O to 63. Higher scores reflect more severe depression.

6.2.3.2 The Roland and Morris Disability Questionnaire (RMDQ)

The RMDQ was originally developed and validated as a self-report instrument to
measure physical disability in patients with low back pain (Roland and Morris,
1983). Twenty-five items were initially selected from the Sickness Impact Profile
(Bergner, Bobbitt, Carter and Gilson, 1981) covering a range of normal daily tasks.
Following modifications made to differentiate disability due to pain, from disability

due to other causes, the final version of the RMDQ included 24 items.
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Because this study used a heterogeneous sample of chronic pain patients, a
modification was made to the wording of all but one statement (item 13). In each
statement, the phrase “because of my back™ was replaced by the phrase “because of
my pain”. For item 13, “I am in pain almost all the time” replaced the statement “my
back is painful almost all the time”. This modification of the RMDQ has been
previously reported and found valid (Jensen, Storm, Turmer and Romano, 1992).

The psychometric properties of the RMDQ have been well established. It has been
found to be reliable, valid and sensitive to change among patiénts with chronic low
back pain (Beurskens, de Vet and Koke, 1996), and among various other chronic
pain conditions (Jensen, Storm, Turmer and Romano, 1992). When compared to other
measures of function or disability, it has been judged favourably and is generally
considered a useful and valid tool (Beurskens, de Vet, Koke, van der Heijden and

Knipschild, 1995).

The self-report questionnaire requires patients to tick a statement if they think it
applies to them ‘today’. It is easy to complete and takes a minute to score. Scoring is
quite simple and involves counting up the responses to the 24 items. Total scores

range from 0 (no pain related disability) to 24 (extreme pain related disability).

6.2.3.3 The West Haven-Yale Multidimensional Pain Inventory (MPI)

The MPI was developed as a self-report questionnaire to assess the range of
psychosocial variables relevant to the chronic pain experience (Kerns, Turk and
Rudy, 1985). It was directly derived from the cognitive-behavioural model of

chronic pain (Turk, Meichenbaum and Genest, 1983). Its emphasis, therefore, is on
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patients’ reactions to their pain, their cognitive appraisals of the pain experience, the
degree to which pain impacts upon their lives, as well as their perceptions of the
responses of significant others. It is designed to provide a brief and comprehensive
assessment of relevant cognitive, behavioural and environmental factors. It has been
fully described and discussed in numerous publications (see Kerns and Jacob, 1992).
Initial claims for the good psychometric properties of the MPI have subsequently
been confirmed as the questionnaire has been widely used in a number of studies. It
has good reliability and validity (Kerns et al, 1985), is sensitive to change (Kerns and
Haythornthwaite, 1986) and can be used to assess the role of psychosocial factors in
a range of pain conditions (e.g., Turk, Rudy, Kubinski, Zaki and Greco, 1996). It is
quick for patients to complete, and can be easily scored by hand or by computer

(Rudy, 1989).

6.2.3.4 Medication Intake Chart

In order to measure pain-related medication consumption, it was decided to employ a
categorical approach for the use or non-use of drugs, rather than attempt to assess
reports of drug dosage which are thought to be less reliable (e.g. Turner et al., 1982;
Karoly and Jensen, 1987; Nicholas et al., 1992). This method provides information
about the pattern of drug use (Karoly and Jensen, 1987). In this study, pain-related
medications were divided into 8 different classes of drugs: (i) muscle relaxants (e.g.
baclofen, diazepam); (ii) simple analgesics (e.g. Paracetamol); (iii) compound
analgesics (e.g. antihistamine or paracetamol and codeine < 30 mg); (iv) strong
opioids (e.g. morphine, oxycoden); (v) antidepressants (e.g. amitriptyline,

imipramine); (vi) sedative-hypnotics (e.g. flurazepam, temazepam); (vii) anti-
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convulsants (e.g. mexiletine, phenobarbital); and (viii) non-steroidal anti-
inflammatories (e.g. ibuprofen, naprosyn). For scoring, each category received one

point. Therefore, the total possible score in this system can range from 0 to 8.

6.3 Contacting Subjects

Telephone contact was attempted up to 8 times. Contacting subjects involved repeat
calls due to disconnected numbers, unanswered calls, engaged numbers, answer
machine messages and messages left with a household member, all requiring follow

up until direct contact was made and an interview was conducted.

It was difficult in a lot of cases to find a current phone number, due to the length of
time since subjects had had contact with the clinic. One of the expected outcomes of
ADAPT was that patients would be able to manage pain themselves and therefore no
longer require contact with the clinic. Many had moved or changed telephone
numbers. Tracing them involved contacting their general practitioners to cross-check
numbers, contacting next of kin where that information was available on file,
contacting other patients from the same ADAPT group or consulting the telephone

directory.
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CHAPTER 7. RESULTS

7.1 Subjects

A total of 205 patients entered the program during the study period of 22 months
(see Table 3.1 for details of demographic characteristics). Of these, telephone
contact at 33-55 months (mean 43.2 months) since the end of treatment at ADAPT
was made with 145 (70.7% of 205). Sixty patients (29.3% of the original 205) were
not able to be contacted despite repeated efforts, including contact with their
treating doctors (at the time of attendance at the program). Twenty-two (10.7% of
205) of those who were contacted refused to participate in the survey (see section
below). Typical reasons given were that they were too busy (three were working
full-time) or were not interested. Telephone interviews were conducted with 123
(60% of 205) and of these two were not fully completed. Of this 123, 10 were
people who had dropped out of the program prematurely (and thus, did not
complete the full 3-weeks). Thus, telephone interview data were available for 113

(55% of 205 or 57.8% of program completers).

The‘ written questionnaires were posted to 121 of this group who had agreed during
the telephone interview to complete them. Of these questionnaires, 98 (47.8% of
205) were returned. Of this 98, 7 were completed by patients who had dropped out
of the program prematurely (and thus, did not complete the full 3-weeks), leaving a
total of 91 (44.4% of 205 or 46.7% of the 195 who completed the program). Data
for this sample of 91 were available for each of the measurement occasions

(pretreatment, posttreatment and long-term follow-up).
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7.1.1 Non-responders

Of the 145 contacted, 22 ( 10.7% ) were unable to participate in the interview. This
was indicated directly or by not returning the call or by not being available to be
interviewed at a time arranged. Of the 22 who did not return calls or who were
unavailable, the following is known:

(a) Those who completed ADAPT.

Five claimed to have been unhappy with treatment in ADAPT. One of these would
have participated in this study if it would benefit the author, but not if senior staff
would benefit.

One claimed the treatment had made her worse.

One said he was ‘bedridden’ from another illness and unable to speak on the phone.
He was sent both the phone questionnaire and the written questionnaire to complete
if possible - neither were returned.

One arranged appointments 3 times but was unavailable each time. This involved a
minimum of 6 phone calls. He was working and functioning to a high level.

One was not available at the appointment time and failed to return a call to arrange
another appointment.

Two were working and presumed to be too busy to respond.

One patient’s husband advised after 2 phone calls that the patient was too emotional
to participate.

One was too busy on first contact, but agreed to be contacted in one month. At the
next contact, she was grieving (over a recent loss) and unwilling to participate at

that time.
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One responded that he was unsure of participating and would have to think about it.
No further contact was made with this patient.
Eight did not respond to messages left with household members or left on the

answer machine (1 of these involved § calls).

(b) Those who did not complete ADAPT .

One who had not completed ADAPT had settled her claim, was working and
preferred not to participate, as she said she had put it all behind her.

One, whose husband advised the patient was unable to speak on the phone, was
waiting for community support for funding an intrathecal pump. Both sets of
questionnaires were sent to the patient but the patient’s husband had indicated she
would probably not be able to do them because of pain and illiteracy. None were
returned.

One patient agreed to an interview but was unavailable at the appointed time, and

subsequently did not return calls to arrange another appointment.

7.1.2 Analysis of differences between responders versus non-responders

In order to check for systematic differences between those patients who responded
(ie. agreed to participate) to the follow-up study and those who did not (ie, refused
or could not be found), one-way analyses of variance (ANOV As) (using SPSS
version 6.0 for Windows) between the responders (n = 113), leaving out the 10
program ‘drop-outs’ who did respond to the survey, and non-responders (n = 82)
were conducted on scores on the main outcome measures at posttreatment (Pain
severity (MPI), depression (BDI), disability (RMDQ) and interference in activities

due to pain (MPI)). No significant differences were found on any variable between
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the two groups. As a further check, a discriminant function analysis (using SPSS
version 6.0 for Windows) was conducted to determine if some combination of the
outcome measures (at posttreatment) could have accurately predicted actual
response rates at follow-up (ie. responders versus non-responders). In this analysis,
the variables entered were BDI, RMDQ, Pain severity (MPI) and Pain interference
(MPI). The predictions were correct for only 57.95% of subjects. It was therefore
concluded that the responders (those available for follow-up) and the non-
responders were not different on any of these domains of interest (or on any
combination of these variables) at the end of the program. In other words, the
outcomes at the end of treatment did not differentiate between the responders and

non-responders at follow-up.
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Table 7.1. Demographic characteristics of sample at admission to ADAPT.

Demographic Total Sample | Responders at | Lost to F/U Full data at

data (n=205) F/UJ (n=182) F/U (Q+Ph)
(n=123) ADAPT (n=91)
Includes 10 completers ADAPT
ADAPT non- completers
completers

Propottion of 123 (60%) 82 (40%) 91 (44%)

Original

sample of 205

Proportion of 113 (58%) 82 (42%) 91 (47%)

ADAPT

completers

(n=195)

Mean Age (yr) | 40.5 (15-66) 42.2 (20-66) 38.0 (19-65) 42.4 (20-66)

Sex: Male 108 (52.7%) 64 (52%) 44 (53.7%) 44 (48.44%)

Female | 97 (47.3%) 59 (48%) 38 (46.3%) 47 (51.6%)

Pain Duration | 61.7 (5-490) 59.1 (6-320) 65.6 (5-490) 62.7 (6-320)

{Mean Mnths)

Education:

Tertiary 38.8% 38.7% 39% 37.8%

HSc 14.4% 12.6% 16.9% 11.0%

Yr 9 or less 24.5% 27.0% 20.8% 31.7%

Australian 75% 75.6% 74.1% 84.6%

Born

Marital Stat::

Married/live

with partner 71.1% 75.6% 64.2% 74.7%

Single 19.6% 18.7% 21% 18.7%

Medication

None 13.5% 11.7% 16.3% 13.3%

1 class or type | 23.0% 21.7% 25% 23.3%

2 28.5% 27.5% 30% 26.7%

3 20.0% 20.8% 18.8% 22.2%

4 11.5% 13.3% 8.8% 12.2%

5. 3% 5.0% 0 2.2%

Work status:

F/T 6.4% 6.5% 15.9% 33%

P/T 13.6% 13.8% 7.3% 16.5%

Voluntary 0.8% 0.8% 0% 1.1%

Training 5.6% 5.7% 12% 6.6%

Unemployed

due to pain 62.4% 61.8% 69.5% 59.3%

Retired/home 7.2% 7.3% 4.8% 8.8%

duties

Compensation

or litigation 70.2% 67.5% 72% 66.3%

Pain site

Head 7.3% 6.5 8.5% 5.5%

Cervical 12.2% 13.8% 9.8% 15.4%

Shoulder/arm 14.1% 16.3% 11.0% 13.2%

Thoracic 2.0% 3.3% 0% 2.2%

Abdo/Pelvic 1.5% 1.6% 1.2%% 2.2%

Low back 28.8% 24.4% 35.4% 28.6%

Low back + 12.2% 10.6% 14.6% 9.9%

Legs

Legs 3.4% 4.9% 1.2% 3.3%

>3 main sites 16.6% 17.9% 14.6% 19.8%
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The demographic characteristics of the total sample (n = 205), responders at follow-
up (n = 123), non-responders (n = 82), and responders who completed the program
(n=91) are presented in Table 7.1. From this table it can be seen that the groups
were similar in terms of mean age (range: 38.0 — 42.4 years) and sex (ratios slightly
favouring males on all groups except the final one, but little real difference). Mean
pain duration for the whole sample (at the time of admission to the program) was
quite lengthy (all around 5-years), but ranging from 6-months to over 40 years, and
there were no major differences between the groups. Educational levels between
the groups were also very similar, although there were slightly more with 9-years or
less formal education in the final follow-up group (31.7% versus 20.8% to 27.0% in

the comparison groups).

The majority (over 74%) in all groups was born in Australia, but the final follow-up
group also had a slightly higher proportion of these (84.6% versus 75% in the total
sample of 205). Most patients (71.1% in the total sample of 205) indicated they

were married or lived with a de facto spouse.

Medication was used by more than 83% of all subjects in each group (range 83.7%
to 87.3%). Polypharmacy was a major feature of all groups, with more than 63% of
the total sample (n = 205) taking two or more types of medication for their pain and
related problems. There were no major differences between groups on this

measure.

Work status overall was quite low, as might be expected, with only 20% of the total

sample reporting being in either full- or part-time employment before the program
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(the majority of those with jobs said they were part-time, except for the non-
responder group). Overall, 62.4% of the total sample indicated they were
unemployed due to pain. Only 7.2 % of the total sample indicated they were retired
or saw home duties as their main occupation. This pattern was similar in each of
the groups except for the non-responders who indicated that more of them were in
full-time employment than those in the other groups (15.9% versus 3.3% to 6.5% in

the other groups).

The majority (over 66%) in all groups indicated they were involved in some form of
compensation or litigation in relation to their pain before they entered the program.
There was little difference between the groups in this regard (range: 66.3% to 72%).
This finding is probably due to a selection bias as the program was dependent on
insurance company funding which meant that those patients whose treatment was
approved by their insurance company were given priority for admission (unfunded
patients were also admitted, but the ratio was 6/10 or 7/10 of funded to unfunded

per group).

Main pain sites reported by the patients indicated that by far the most common site
was the back (including back plus legs) with 41% of the total sample. This figure
was almost three times more than those who reported their main pain site as
shoulders/arms which was the next most common (14.1%) and cervical the next
(12.2%). However, 16.6% indicated they had three or more main pain sites. A
similar pattern was reflected in each of the other groups of patients, although the

actual proportions varied a little.
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Table 7.2. Median Scores (25" and 75™ percentiles) on main outcome variables at admission to
ADAPT

VARIABLE Total Sample Responders at F/U Lost to F/U Full data at F/U
(n=205) (n=123) (n=82) (Q+Ph)(n=91)

Includes 10 ADAPT ADAPT
non-completers completers

Pain Severity | 4.33 (4.00-5.00) | 4.33 (4.00-5.00) 4.67 (3.67-5.00) 4.33 (4.00-5.00)

(0-6)

(MPI)

Depressed 20.0 (14.0-26.0) | 20.0(14.5-26.0) 20.0 (14.0-26.0) 21.0 (15.0-27.0)

mood (0-63)

(BDI)

Disability (0- 15.0 (10.0-18.0) | 15.0 (11.0-18.0) 14.0 (10.0-17.3) 15.0 (11.0-18.0)

24)

(RMDQ)

Pain 4.82 (4.20-5.40) | 5.00 (4.29-5.43) 4.70 (4.08-5.40) 4.90 (4.27-5.45)

Interference

(0-6) (MP)

MPI: Multidimensional Pain Inventory (Rudy, Tuzk, Kerns, 1985)
BDI Beck Depression Inventory (Beck et al., 1963)

RMDQ: Roland & Morris Disability Questionnaire (Modified to refer to pain rather than backs)
(Roland & Morris, 1991)

Q+Ph: Questionnaire plus telephone interview completed

The scores (at admission) on the psychometric measures employed to assess
outcomes are reported in Table 3.2. From these data it can be seen that most
patients reported experiencing moderately high levels of pain severity (median 4.33
on a 0-6 scale, with a 25™ to 75™ percentile range of 4.0 to 5.0 for the full sample).
Severity of depressive symptoms, as measured by the BDI, was also quite high
(with a median of 20 on a 0-63 scale). Scores of 13 or more in chronic pain
populations (taking account the somatic items in the questionnaire) are thought to
be in the depressed range (Jensen and Karoly, 1992), while scores of 21 or more are
thought to be indicative of clinically significant levels of depression (Beck and
Beamesderfer, 1974). Disability, as measured by the Roland and Morris scale, was
also quite high (median 15 on a 0-24 scale). By way of comparison, the mean score
on this measure for a consecutive series of chronic pain patients attending this

tertiary referral pain centre for initial assessment is 12.8 (SD, 5.78) (Sharp and
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Nicholas, 2000). This would suggest that, as might be expected, those referred to
the ADAPT program were at the more disabled end of the spectrum of patients
attending the centre. There were no major differences between the different follow-

up groups at the pretreatment stage.

In summary, the patients attending the program were generally experiencing chronic
pain (mean length of around 5-years, but ranging from 6-months to over 40-years),
with the lower back or lower back and legs as the most commonly indicated main
pain sites. The sex ratio of the sample was quite even and the majority lived with a
spouse or de facto spouse. The majority was born in Australia and, due to the entry
criteria, all were able to at least understand English. Most patients reported using
two or more different types of medication for their pain (eg. compound analgesics
and anti-depressants). Most (around 80%) were not working at the time of
admission to the program and 62% said they were unemployed due to pain.
Seventy-percent indicated they were involved in some for of compensation or
litigation in relation to their pain at the time of admission to the program. The
psychometric measures used indicated that the sample was generally experiencing
moderately high levels of pain and disability and about half were reporting
clinically significant levels of depressive symptoms. Overall, the sample of
patients attending the program could be said to be quite typical of patients attending

tertiary referral pain centres.
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7.2 Change during treatment

The first aim of this study was to establish whether or not there were significant

changes in the patients treated from pre- to posttreatment.

Changes between pre- and posttreatment on the main outcome measures of pain
severity (as measured by the MPI), pain-related disability (as measured by the
RMDQ and MPI Interference sub-scale), and depression severity (as measured by
fhe BDI) are presented in Table 3.3. The data were analysed by the Wilcoxon
matched-pairs signed-rank tests, rather than paired t-tests, due to the skewed
distribution of the scores (Altman, 1996). This was also the same method
employed by Flavell et al. (1997) in their similar and uncontrolled study of a pain
management program. In an attempt to reduce the chances of Type I errors
(claiming a finding as significant when it isn’t due to the large number of analyses
increasing the likelihood of getting a significant finding by chance), the significance
levels were set according to the Bonferroni adjustment in which P<0.05 was
divided by the number of separate analyses (4 x 3, or 4 comparisons repeated 3
times — pre- to posttreatment, pre- to follow-up and posttreatment to follow-up)
(Tabachnick and Fidell, 1996). This yielded a family-wise significance level of
P<0.004. In other words, to be considered a significant difference, a p value of

<0.004 or better was required for each analysis.
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Table 7.3. .Comparison of Subjects (n=91) Pre-program, Post-program and at long-term

Follow-Up on Main Outcome Measures

Median (25® — 75" percentile) z-value for
Comparison
Variable Pre- Post- F/U Pre-v. Pre-v. Post-v.
(n=91) (n=91) (n=91) Post FU  F/U
Pain Severity (MPI) 4.33 (4.00-5.00) 4.0 (3.33-4.67) 3.67 (2.67-4.67) 3.72° 453% 199
Disability (RMDQ) 15.0 (11.0-18.0) 8.0 (4.0-11.0) 7.5(2.0-14.0) 701  635% 033
Pain interference  4.90 (4.27-5.45) 4.10 (3.27-4.64) 3.48 (2.45-4.60) 682%  721% 205
(MPD)
7.43% 6.13% 1.91

Depression (BDI) 21.0(15.0-27.0) 10.0(5.0-17.0) 12.0(6.0-19.0)

* P <0.0002 % p < 0. 0000

MPI: Multidimensional Pain Inventory (Rudy, Turk, Kerns, 1985)

BDI Beck Depression Inventory (Beck et al., 1963)

RMDQ: Roland & Morris Disability Questionnaire (Modified to refer to pain rather than backs)

(Roland & Morris, 1991)

As can be seen in Table 7.3, Wilcoxon tests showed there were significant changes

(all well beyond p<0.004) between pre- and posttreatment on all 4 measures. In

other words, significant reductions in pain severity, disability and interference, as

well as significant improvements in mood were obtained.

Examination of the use of medication (see Table 3.4) also shows a substantial

reduction in the use of different types of medication from pre- to posttreatment by

both the sample 91 patients and the fuller sample of 113 patients, with the number

not using any medication increasing from 13.3% and 11.6% to 82.2% and 81.3%

respectively. At the same time, the proportion of patients using two or more types

of medication was reduced from 63.3% and 62.6% to 4.4% and 9.0%, respectively.
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In terms of specific types of medication, the main one examined was use of opioids
(including compound analgesics, like Panadeine Forte, and strong opioids, like
Endone) which are particularly targeted for reduction during the programme. These
data are presented in Table7.5. As can be seen in this table, 76 (68.5% of 113) of
patients reported taking these drugs at admission to ADAPT, with 32 (28.8%)

taking none. By discharge, this number had reduced to 8 (7.1%).

Table 7.4. Medication use (by number of classes of drugs) by all ADAPT
completers (n=113) and ADAPT completers who returned questionnaires at
follow-up (n =91)

Medication Total sample Follow-up sample (with
(By class/type) | of ADAPT completers | all data)

n=113) % n=91) %

Pre Post F/U | Pre Post F/U
None 11.6 81.1 333 13.3 82.2 34.8
1 20.5 9.9 26.1 |[233 8.9 24.7
2 28.6 45 18.9 | 26.7 4.4 19.1
3 19.6 3.6 126 |22.2 44 13.5
4 14.3 0.9 6.3 | 122 4.5
5 54 1.8 |22 2.2
6 0.9 1.1
Missing cases | 1 1 2 1 1 2




Table 7.5. Use of Opioids at pretreatment, Posttreatment and Follow-up

OPIOIDS TOTAL SAMPLE FOLLOW UP
of ADAPT SAMPLE (with all
completers data)
(n=113) (%) m=91) %

Pre Post F/U | Pre Post F/U
Yes (> 6 time since last | 68.5 7.1 41.6 66.7 6.6 389

month)
No 28.8 885 54.9 311 912 57.8
Missing cases 1 1 1 1 1 1

7.3 Maintenance of treatment gains.

The second aim of this study was to determine if the changes made during treatment
were maintained at long-term follow-up. This was addressed by firstly assessing
whether there were significant differences on the main outcome measures between
pretreatment and follow-up. Then changes from posttreatment to follow-up were

assessed. These results are summarised in Table 7.3.

As for the data on pre- and posttreatment occasions, the data for pretreatment and
follow-up were analysed by the Wilcoxon matched-pairs signed-rank tests, rather
than paired t-tests, due to the skewed distribution of the scores. As with the initial

analysis as well, the same family-wise significance level of P<0.004 was employed.

Wilcoxon tests showed there were significant changes between pretreatment and
follow-up on all 4 measures. In other words, significant reductions in pain

severity, disability and interference, as well as significant improvements in mood
were obtained. Inspection of the median values, as well as 25" to 75™ percentile
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range, presented in Table 7.3 indicates that the median values for pain severity,
disability and interference due to pain were slightly better at follow-up compared to
posttreatment. However, there was a slight elevation in depression severity (as
measured by the BDI), although the median score at follow-up was still below the
depression cut-off score for chronic pain patients recommended by Jensen and
Karoly (1994). When the data from postreatment and follow-up were analysed by
the Wilcoxon tests, no significant changes were found. Overall, this indicates that

the changes on these measures made during the program were maintained at follow-

up.

Examination of the use of medication (see Table 7.4) also shows a substantial
reduction in the use of different types of medication from pretreatment to follow-up
by both the sample of 91 patients and the fuller sample of 113 patients, with the
number not using any medication increasing from 13.3% and 11.6% to 34.8% and
33.3% respectively. Thus, compared to pretreatment, there was a reduction in
polypharmacy use at follow-up. At the same time, the proportion of patients using
two or more types of medication was reduced from 63.3% and 62.6% to 40.4% and
40.5%, respectively. However, inspection of Table 3.4 also shows that there was
increased use of medication from posttreatment to follow-up, even though it did not
return to pretreatment levels. At follow-up, 47 (42%) reported taking opioids at
least 6 times per month, with 62 (55.4%) taking none at all. Thus, a substantial
proportion of patients remained off these drugs at long-term follow-up, although
just over 50% of those who stopped using them during the program clearly resumed

using them.
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Thus, the substantial reductions in medication use (at least in terms of
polypharmacy and use of opioids) obtained during the program were not maintained
as well as the changes in measures of pain, disability, interference and mood.
However, it should also be noted that at follow-up three times as many patients
were taking no medication compared to pretreatment levels and twice as many were
not taking opioids at follow-up compared to pretreatment, indicating that the gains

made during the program in this regard were not fully lost.

Work status could be seen as another indicator of maintenance effects. Table 7.6
presents the work status data from the full follow-up sample (n = 123) and the full
ADAPT Completers sample (n = 113) at pre-admission and long-term follow-up.

Table 7.6. Work status at pre-admission and long-term follow-up for total sample

and ADAPT completers.
Group

Fuli F/U sample ADAPT completers

(N=123) (N=113)
Work Status PRE F/U PRE F/U
F/T 8 (6.5%) 25 (20.3%) 7 (6.2%) 22 (19.5%)
P/T 17 (13.8%) 21 (17.1%) 17 (15.0%) 20 (17.7%)
Vol. Wk 1 (0.8%) 6 (4.9%) 1 (0.9%) 5 (4.4%)
Training 7 (5.7%) 11 (8.9%) 7 (6.2%) 11 (9.8%)
UDP 76 (61.8%) 36 (29.3%) 68 (60.2%) 31(27.4%)
Home Duties 3 (2.4%) 9 (7.3%) 3(2.7%) 9 (8.0%)
Retired 6 (4.9%) 13 (10.6%) 6 (5.3%) 13 (11.5%)
Missing 5 2 4 2

F/T (full-time); P/T (part-time); Vol. Wk. (voluntary work); Training (re-training /student);
UDP (unemployed due to pain); Home/Rtd (home duties or retired)
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As can be seen in Table 7.6, the data for the total sample indicate that 33/123
(26.8%) were in some form of work (F/T, P/T, voluntary, or training) at the time of
admission to ADAPT. At long-term follow-up, this proportion had risen to 63/123
(51.2%). Interestingly, those who designated themselves as either in home duties or
retired also increased, from just over 7% to just on 18% in total. The pattern was
similar for the ADAPT completers, with 32/113 (28.3%) being in some form of
work prior to ADAPT versus 60/113 (53.1%) at long-term follow-up. If the home
duties/retired patients are taken out of the sample (as they would not be seen as
being part of the potential workforce), then at follow-up 60/91 (65.9%) of ADAPT
completers reported they were in some form of work. This could be contrasted with
32/104 (30.8%) at admission to ADAPT. The denominators differ for the two
occasions as the numbers designating themselves as retired or in home duties
changed. This outcome is consistent with the numbers who described themselves
as unemployed due to pain decreased from 61.8% to 29.3% in the full sample and

from 60.2% to 27.4% in the ADAPT completers sample.

In sum, although still based on self-report, at long-term follow-up the majority of
patients who attended ADAPT reported they were in some form of purposeful work
(paid or unpaid). By follow-up as well, most patients (around 70%) also reported
that pain was not precluding their ability to work (versus around only 40% in this

category at admission).
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7.4 Maintenance of treatment gains and the use of pain self-management
strategies

The third aim of this study was to examine the possible relationship between
maintenance of treatment gains and the use of the pain self-management strategies

taught during the ADAPT programme.

This issue was addressed in two ways. Firstly, the data for the total follow-up
sample (n = 123) was examined and secondly, the data for those identified as
having maintained their progress (relative to baseline disability levels), called here
‘maintainers’, were compared with those identified as having relapsed (to baseline

levels of disability, or worse, at follow-up) and called here ‘relapsers’.
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Table 7.7 Use of pain self-management strategies/exercises taught in ADAPT

STRATEGY TOTAL F/U MAINTAINERS | RELAPSERS
SAMPLE (N=73) (N=18)
N =123)
(%) (%) (%)
PACING
Hardly ever 9.8 9.6 5.6
Once/day 18.9 15.1 222
> once/day 70.5 753 72.2
RELAX
Hardly ever 23.8 19.2 333
Once/day 352 34.2 444
> once/day 40.2 46.6 22.2
CHALLENGE
THOUGHTS
Hardly ever 38.5 35.6 444
Once/day 16.4 15.1 222
> once/day 45.1 493 333
STRETCHES
Hardly ever 23.8 16.4 50.0
Once/day 28.7 28.8 222
> once/day 459 534 27.8
EXERCISES
Hardly ever 377 30.1 50.0
Once/day 352 35.6 333
3x/week 12.3 16 4 5.6
>once/day 14.8 17.8 11.1
INCORP.
EXERCISES
No 18.0 16.4 16.7
Yes 23.0 26.0 27.8
WALK/
EXERCISE
Hardly ever 30.3 247 38.9
Once/day 45.9 49.3 444
> once/day 230 24.7 16.7
WORK ON
GOALS
Hardly ever 21.3 15.1 333
Once/day 26.2 21.9 55.6
> once/day 52.5 63.0 11.1
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7.4.1 Use of strategies. Total sample (n = 123) at follow-up

Data for the total sample at follow-up, based on telephone interviews, are presented
in Table 7.7. Inspection of the data on the use of specific strategies and exercises
taught during the program indicates that most (70.5%) reported continuing to pace
their activities more than once a day. Relaxation was also still being done
frequently, with 75.2% reporting doing this at least once a day. Challenging
unhelpful thoughts, a key feature of cognitive management strategies was reportedly
being used by most responders (61.5%) at least once a day. Interestingly, while
quite a substantial group (38.5%) reported they were ‘hardly ever’ doing this,
comments made by a number of patients during their interview suggested that for at
least some of this group, the reason they were seldom challenging unhelpful

thoughts was largely because they seldom had these thoughts any more.

A large majority reported continued practice of the physical exercises taught on the
program, with 74.6% reporting continued use of stretch exercises, 50% doing other
exercises at least once a day (and another 12.3% doing them 3 times a week), and
68.9% reporting they were walking for exercise at least once a day. However,
specifically incorporating exercises into other activities was reported by only 23%.
That 18% said they did not do this (while 68% were walking at least daily for
exercise) suggests that they may not have understood this question very well. It has
consistently been reported by many patients post-programme that stretches ‘are
invaluable’, that they ‘have to do them’, and that they ‘can’t live without them’.
These comments were reiterated by a large number of study subjects. Exercising

does not receive the same emphasis and perhaps this is because patients are doing
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more as a result of having reached a level of fitness and flexibility to enable

resumption of normal activity.

Finally, a large majority reported they were continuing to work on achieving their
goals (short- and long-term) which was another key element of the ADAPT
program, with 78.7% saying they were doing this at least once a day. However, it is
interesting to note that this question was not well understood by some patients, who

appeared not to realize that planning the day’s activities was a form of goal-setting.

In sum, these data indicate that most responders (60% of the original sample of
205) reported that they were continuing to implement most of the pain self-
management strategies taught during their attendance at the ADAPT program 3 to 4

years previously.
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TABLE 7.8 Items from Pain Self-Management Checklist (0 = Never; 2 = sometimes; 4=v.often)

STRATEGY TOTAL F/U MAINTAINERS | RELAPSERS
(N=123) (%) (N=73) (%) (N =18) (%)
PROBLEM SOLVING 0 |92 11.1 11.1
1 |58 5.5 5.6
2 | 250 20.5 333
3 | 308 30.1 333
4 | 283 32.9 16.7
TAKING REGULAR BREAKS 0 | 5.0 55 0.0
1| 42 2.7 5.6
2 | 142 13.7 222
3 | 417 41.1 38.9
4 | 350 37.0 33.3
EXPECTING CURE 0 | 734 80.8 722
1 |58 2.7 5.6
2 |75 4.1 16.7
3 |42 4.1 0.0
4 |92 8.2 5.6
USING DRUGS TO OVER-DO 0 | 633 72.6 38.9
ACTIVITIES 1 | 67 4.1 222
2 | 125 8.2 22.2
3 10.8 11.0 5.6
4 |67 4.1 11.1
TAKING XS DRUG 0 | 76.7 79.5 83.3
1|42 2.7 0.0
2 | 125 13.7 5.6
3 |50 4.1 5.6
4 |17 0.0 5.6
TAKING UNHELPFUL DRUGS 0 | 383 41.1 16.7
1 10.8 11.0 16.7
2 | 233 23.3 27.8
3 14.2 16.4 5.6
4 | 133 8.2 33.3
ONE OR MORE LONG RESTS 0 | 36.7 425 222
DURING DAY 1 | 117 13.7 5.6
2 | 192 17.8 16.7
3 | 225 20.5 22.2
4 | 100 5.5 33.3
LYING IN BED AT NIGHT
WORRYING (+ getting stressed) 0 | 40.0 41.1 222
1 8.3 6.8 16.7
2 | 192 19.2 222
3 15.8 16.4 5.6
4 | 167 16.4 333
HAVING OTHERS DO ONE’S
NORMAL CHORES o [ 283 31.5 11.1
1 | 83 8.2 11.1
2 | 267 21.9 44.4
3 | 233 21.9 22.2
4 | 133 16.4 11.1
DOING AN ACTIVITY UNTIL
COMPLETED, REGARDLESS OF
PAIN, THEN RESTING 0o | 317 31.5 27.8
1 |58 1.4 16.7
2 | 325 37.0 27.8
3 | 217 19.2 22.2
4 |83 11.0 5.6

TABLE 7.8 (continued)
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STRATEGY TOTAL F/U MAINTAINERS | RELAPSERS
SAMPLE (N =73) (N=18)
(IN=123) (%) (%) (%)

USING AIDS (STICKS,

BRACES, ETC.) 0o | 467 53.4 27.8
1 |75 6.8 5.6
2 | 125 15.1 5.6
3 | 175 16.4 16.7
4 | 158 8.2 44.4

SEEING PT. DOCTOR, OTHER

‘THERAPIST

IN LAST MONTH 0 | 462 52.1 17.6
1 143 13.7 23.5
2 | 227 24.7 11.0
3 | 143 9.6 41.2
4 |25 0.0 5.9

THINKING INCREASED

PAIN=-MORE DAMAGE 0 | 700 74.0 61.1
1 10.0 11.0 5.6
2 | 142 15.1 22.2
3 |50 0.0 11.1
4 |os 0.0 0.0

THINKING DR’S HAVE

MISSED SOMETHING 0 | 672 72.6 61.1
1 | so0 5.5 5.6
2 | 151 13.7 11.1
3 |92 6.8 11.1
4 |34 1.4 11.1

THINKING PAIN RELIEF

NECESSARY BEFORE

ACTIVITIES CAN INCREASE 0 | 59.2 69.9 38.9
1 |75 4.1 16.7
2 | 150 6.8 22.2
3 | 117 15.1 5.6
4 |67 4.1 16.7

HAVING UPSETTING THOUGHTS

WHEN PAIN INCREASES 0 | 479 46.6 333
1 |92 9.6 5.6
2 | 210 24.7 222
3 | 185 16.4 33.3
4 |34 2.7 5.6

TAKING A TABLET/INJECTION

WHEN PAIN WORSE 0 | 303 34.2 11.1
1 | 202 20.5 16.7
2 | 227 26.0 38.9
3 | 210 16.4 16.7
4 |59 2.7 16.7

MAKING COMPARISONS

WITH PRE-PAIN SELF 0 | 303 32.9 33.3
1 15.1 13.7 22.2
2 | 244 21.9 222
3 1193 23.3 5.6
4 | 109 8.2 16.7
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Examination of the data on the Pain Self-Management Checklist items (see
Appendix 3), which address a broader range of activities and cognitions thought to
be relevant to pain self-management reveals a similar pattern. Overall, there is a
strong tendency in all items for the responses to be in the expected direction,
although, inevitably, not for all patients. In particular, 59.1% reported using
problem solving strategies more often than ‘sometimes’ to deal with their pain and
76.7% reported taking regular breaks in activities (pacing) more often than
‘sometimes’. Both of these are key strategies promoted during the program. A
number of subjects reported being able to do more and for longer by pacing their

activities appropriately.

The remaining items (3-18) on this checklist are activities or responses that are
specifically discouraged during the program and it would be expected that patients
would engage in these as little as possible following the program. To a substantial
degree this expectation is confirmed by the reports obtained from the responders.

In particular, 79.2% reported expecting a cure for their pain less than ‘sometimes’,
(which many said they learnt in the programme), 70% reported using drugs to
enable them to overdo activities they knew would aggravate their pain less than
‘sometimes’, and 80.9% reported taking more than the recommended dose of any
drug or using alcohol to cope with their pain less than ‘sometimes’. A large number
reported this as something they learnt in the programme. Interestingly, a smaller
proportion reported taking minimally effective drugs (which only ‘take the edge off
the pain’) less than ‘sometimes’, with 49.1% in this category, but 50.8% reported
taking them more often. This would be consistent with frequent observations that

continued use of minimally effective drugs is a common feature of chronic pain
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patients attending pain centres. There was a trend for these subjects to also use aids
which, with minimally effective medication they believed were helping them to
avoid the use of stronger medication Similarly, 48.4% reported taking one or more
long rests (more than 45 minutes) during the day less than ‘sometimes’, with the
remainder saying they did this more often and 48.3% reported lying in bed at night
worrying or getting stressed less than ‘sometimes’. Almost 17% said they did this
‘very often’, suggesting that sleep continues to be a problem for many of these
patients. Of this group, there were some who were worrying or getting stressed for
other reasons than pain — relationship issues, financial concerns and the future were

mentioned.

The use of others to perform their normal household chores was also quite
common, with only 36.6% saying they did this less than ‘sometimes’. While this
could suggest a higher degree of dependence on others than desirable, it could also
be interpreted to mean that most patients had reached accommodation with their
significant others on a new division of labour in the home which might be seen as
adaptive. Some reported having put limits on how much and to what degree they
would attempt physical tasks — this was wofked out over time and involved others
in a paid or unpaid capacity. The use of activity pacing was partly addressed in item
one, but item 10 (doing an activity until it is completed regardless of pain and then
resting) also touches on this issue. The respondents indicated that 30% were doing
this more than ’sometimes’ and only 37.5% were doing it less than ‘sometimes’.
While this pattern might appear to contradict pacing, it could also be interpreted to
indicate that the responders saw this question as referring to their doing things

despite pain, which to varying degrees they clearly have to do, given the
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unremitting nature of their pain, if they are to have any sort of life at all. Some
indicated that it was now possible to do this because they knew how to pace
activities without causing too much difficulty later, or if they were to overdo, they

knew how to cope with the consequences.

Most patients reported using aids like sticks or braces quite rarely (54.8% less than
‘sometimes’), but about a third (33.3%) reported using them more than
‘sometimes’. As mentioned above, some who use aids, do so to avoid or to avoid
escalating use of medication. Reliance on healthcare providers also seemed quite
low, with 60.5% saying they had seen a provider (of any sort) less than ‘sometimes’
in the last month. A number reported that their doctor couldn’t do anything,
anyway, and the subjects no longer saw it as necessary. Encouragingly, given the
aims of the program and the recommendations of current guidelines on managing
persisting non-specific pain problems, most patients rarely thought that increased
pain meant more damage (80% thought this less than ‘sometimes’) and most also
did not think their doctors had ‘missed something’ in their examinations of them
(72.2% thought this less than ‘sometimes’). The majority reported this as a very

clear message they learnt in the programme.

From a pain management perspective, it is interesting to see that few respondents
thought that pain relief was necessary before they could increase their general
activity level (66.7% saying they thought this less than ‘sometimes’). This would
seem to accord with the approach promoted during the program that people can

learn to do more despite pain rather than waiting for pain relief first. Nevertheless,
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6.7% of this sample did report holding the view that pain relief was necessary

before they could become more active.

Catastrophising thoughts, or thinking the worst when one’s pain is aggravated has
often been shown to be a poor pain management strategy and is linked with greater
distress in chronic pain patients. The responders indicated that most (57.1%) had
such responses only rarely (less than ‘sometimes’), although 21.9% reported they
had these responses more than ‘sometimes’. Similar figures were reported for the
use of medication (or an injection) when pain was aggravated, with 50.5% saying
they did this rarely (less than ‘sometimes’), but 26.9% saying they did this more
than ‘sometimes’ (5.9% doing it ‘very often’). Making comparisons between their
current state and their remembered selves before the onset of their pain was more
common than not, with only 45.4% doing it rarely (less than ‘sometimes’) and
30.2% doing it more than ‘sometimes’. Some subjects reported that they now think
about how they were before learning to manage their pain, and how they are much

better now, in response to this question.

Overall, the responses reported by the responders at follow-up, who included 10
who had dropped-out during the program, provided clear evidence that in most
instances, patients who had attended the ADAPT program 3 to 4 years previously
were continuing to practice most of the recommended pain self-management
strategies taught or promoted during the program and conversely, most were not
practising those strategies or holding those beliefs not recommended or encouraged
during the program. These findings would seem to be consistent with the results of

the outcome measures which indicated that, as a group, the patients who had
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attended the program were generally doing better 3- to 4-years later than was the
case prior to the program. However, not all patients who attended the program
were doing well and many were continuing to use strategies thought to be unhelpful
in the management of pain. In order to determine if there was a link between the
use of particular coping strategies or responses and poor maintenance of program
gains a second analysis was conducted to compare those who had maintained their

gains following the program and those who had not.

7.4.2 Use of Strategies. Maintainers versus Relapsers

The second phase of this analysis involved using the sample of 91 patients for
whom full data at pretreatment, posttreatment and follow-up occasions were
available, the patients were divided into maintainers and relapsers on the basis of
whether or not their follow-up disability score on the RMDQ was the same or worse
than their score on this measure at pretreatment. In other words, if their disability
score returned to baseline (or worse) by follow-up they were regarded as having
relapsed. Those patients whose scores on this measure were better (ie. less) than
their baseline scores were regarded as maintainers. The disability score was chosen
for this role given that the key aim of a cognitive-behavioural program like ADAPT

is to reduce disability despite persisting pain.

Using this method of classifying the patients at follow-up, 73 (80.2% of 91) patients
were identified as maintainers and 18 (19.8% of 91) as relapsers. To some extent
this statistical definition of maintainers and relapsers is overly harsh as at least two

of the 18 relapsers had quite low RMDQ scores even at follow-up (3 and 6, out of
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24). However, they still met the relapse criterion as their pretreatment scores were
3 and 1, respectively. It might be wondered why they were in the program at all if
their disability was so low to start with. However, it should be remembered that
distressed mood and high use of unhelpful medication are also criteria for
admission and it is possible for a person in chronic pain to be managing to perform
most normal daily activities but only at the cost of great distress and high use of
medication (which they may not want to take). These could be the patients who are
identified as ‘overdoers’ who need to learn to pace their activities better in order to
have a more comfortable and sustainable lifestyle despite their ongoing pain.
However, as they technically met the criteria for relapse they were kept in this
group because to start removing cases could raise concerns about bias or

interference by the investigator.

One-way Analyses of Variance (ANOV As) comparing mean scores on the main
outcome measures (Pain Severity, RMDQ, MPI-Interference and BDI) at
posttreatment revealed no significant differences between these two groups (which
were only identified on the basis of their follow-up PDQ score returning to baseline
levels) on any measure at posttreatment (ie. the end of the ADAPT program).
However, the same analyses conducted on the same measures at long-term follow-
up revealed significant differences on all measures (see Table 7.8). In each case,
the maintainers were doing better than the relapsers. This finding would seem to

add weight to the classification of the two groups as maintainers or relapsers.
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TABLE 7.9. Comparison of Relapsers versus Maintainers on Main OQutcome
Measures (Medians and 25™ to 75" percentiles) at Posstreatment and Long-
term Follow-up.

Measure Posttreatment Follow-up
Maintainers Relapsers Maintainers Relapsers
(n="73) (n=18) (n=173) (n=18)

Pain severity 4.0 (3.33-4.67) 4.5(3.59-4.75) 3.67 (2.17-4.33)4.67 (3.84-

5.00%

(0-6)

Disability (RMDQ) 7.0 (4.0-11.0) 9.5 (6.0-13.0) 7.0 (2.0-12.0) 13.5(10.0-18.5) P
(0-24)
Pain-interference (MPI) 4.0 (3.20-4.62) 4.36(3.7p-4.7)  3.3(2.36-4.5) 4.4(3.58-5.15)
8

(0-6)
Depression (BDI) 10.0(5.0-17.0) 950 (5.25-15.8)  10.0(5.0-18.0) 16,5 (11.5-
23.5)>
(0-63)

Key for 1-way ANOVAs for Follow-up comparisons only (Posttreatment comparisons were not
significant): % P< 0.0018; ¢ P<0.0000; § P<0.016; & P<0.0025

Table 7.10 . Opioid use by ADAPT completers who maintained their gains and by
those who relapsed by follow-up (in terms of disability).

OPIOIDS TOTAL SAMPLE MAINTAINERS RELAPSERS
of ADAPT conypleters
(n=113) (%) (n=73) (%) n=18) (%)

Pre Post F/U | Pre Post F/U | Pre Post EF/J

Yes (> 6timesinlast | 68.5 7.1 41.6 65.8 5.5 329 | 70.6 11.1 64.7
month)

No 28.8 885 54.9 31.5 932 63.0 294 833 353

Differences in use of opioids were also evident at follow-up (see Table 7.10). At
posttreatment, 5.5% of maintainers were taking opioids, versus 11.1% of relapsers.
But at follow-up, only 32.9% of maintainers reported using opioids, versus 64.7%
of relapsers. Thus, when the two groups were reporting similar pain levels opioid
use was at its lowest for both groups and they were quite similar (5.5% versus

11.1%), but at follow-up when the relapse group reported higher pain levels,
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proportionately twice as many of this group were taking opioids again compared to
the maintainers group. This would suggest that the use of opioids by these relapse

patients did not provide any real assistance in terms of pain, function or mood.

Work status differences between the two groups were also compared and a

summary is presented in Table 7.11.

Table 7.11. Work status at pre-admission and long-term follow-up for the
Maintainers and Relapser groups.

Group

Maintainers Relapsers

(N=73) (N=18)
Work Status PRE F/U PRE F/U
F/T 3(4.1%) 14 (19.2%) - 1(5.6%)
P/T 10 (13.7%) 14 (19.2%) 5(27.8%) 2(11.1%)
Vol. Wk 1(1.4%) 4 (5.5%) --- 1 (5.6%)
Training 5(6.9%) 6 (8.2%) 1 (5.6%) 2(11.1%)
UDP 42 (59.3%) 16 (21.9%) 12 (66.7%) 8 (44.4%)
Home Duties 2(2.7%) 7 (9.6%) - 1 (5.6%)
Retired 6 (8.2%) 10 (13.7%) - 3(16.7%)

F/T (full-time); P/T (part-time); Vol. Wk. (voluntary work); Training (re-training /student);

UDP (unemployed due to pain); Home/Rtd (home duties or retired)

Although the small size of the Relapse group makes comparisons difficult, it is
notable that while overall employment (F/T, P/T, voluntary, training) increases in
the Maintainers group (from 26% to 52%) there is no change in the Relapse group

(remaining at 33.3%). In fact, paid work (F/T, P/T) in the Maintainers group
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doubles (from 18% to 38%), while in the Relapse group there is a decline in the

proportion in paid employment (from 27% to 16%).

The use of specific strategies and exercises taught during the program were
compared for the two groups and are presented in Table 7.7 . Table 7.8 includes
the patients’ responses to the Pain Self-Management Checklist items, which address
a broader range of activities and cognitions thought to be relevant to pain self-

management,

Mann-Whitney U tests were employed to determine whether there were any
significant differences between the groups on each item (Altman, 1996). As this
amounts to a large number of univariate tests (26), there is a high risk that the Type
I error rate will be elevated, making it possible that some of the findings could be
due to chance. However, if a Bonferroni adjustment was applied, the level of
significance would be so restrictive (P<0.05/26 = 0.0019) that the risk of Type II
errors would be raised, making it possible that some positive findings could be
overlooked. As this study was primarily exploratory, although based on testing a
hypothesis, it was decided that more would be learned about the question being
addressed by setting the significance level at a compromise level of P<0.01,

consistent with recommendations by Jensen et al. (1994).

As can be seen from Table 7.7, there was a trend for each of the 8 program
strategies to be used more frequently by the maintainers group relative to the
relapsers group. This difference reached statistical significance only for the use of

stretches (P<0.0069) and especially continued working on goals (P<0.0002). The
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use of relaxation and exercises approached significance but were well short of the

levels achieved by stretches and working on goals.

In relation to the items of the Pain Self-Management Checklist, the Mann-Whitney
U tests indicated there were significant differences between the groups on item 7
(having one or more long rests during the day, P<0.008); item 11 (using aids, like
sticks, braces, P< 0.0035); item 12 (seeing a healthcare provider about pain in the
last month, P< 0.002); item 15 (thinking pain relief is necessary before you can
become more active, P< (0.001); and item 16 (having upsetting thoughts when your

pain gets worse, P< 0.0009).

Differences between the groups approached significance on item 4 (using pain
killers to do things you know will aggravate your pain, P< 0.023) and item 18
(making comparisons between how you are now and what you were like before the

onset of pain, P< 0.012).

Overall, on the items of this checklist, apart from two exceptions, there was a clear
trend towards higher use of the two ‘recommended’ strategies (Items 1 and 2,
referring to the use of problem solving and pacing, respectively), and lesser use of
the ‘not recommended’ strategies (all other items). The two exceptions were item 9
(having others do one’s normal chores) and item 10 (doing an activity until it is
completed regardless of pain). In these two instances, however, the differences

were not statistically significant.
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7.5 Use of health services

TABLE 7.12: Use of health care services in previous 6-months before interview at follow-up

STRATEGY TOTAL F/U MAINTAINERS RELAPSERS
SAMPLE (N=73) (N =18)
(N =123)
(%) (%) (%)
TESTS IN LAST 6/12 NIL 82.8 86.3 77.8
X-RAY 2.5 2.7 5.6

MRI/CT scan 5.8 4.1 11.2
GP visits for pain in last 6/12
Nil 355 425 11.1
1-3 27.2 28.7 38.9
4-6 11.6 9.1 11.2
More than 6 25.6 19.2 38.9
SPECIALISTS SEEN
IN LAST 6/12 Nil 69.7 74.0 50.0
Pain 33 2.7 5.6
Orthopaedic 4.1 4.1 5.6
Rheumatologist 4.9 4.1 16.7
Psychiatrist 33 2.7 5.6
> one type 8.8 6.9 16.7
HIGHEST No. VISITS TO ONE
OF THESE SPECIALISTS
1-2 16.4 15.0 27.8
3-4 33 5.4 56
5-6 50 4.1 11.1
More than 6 times 5.7 4.1 5.6
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TABLE 7.12 (continued)

TOTAL F/U MAINTAINERS RELAPSERS
SAMPLE
(N=123) (N=73) {(N=18)
(%) (%) (%)
NON-MEDICAL HCP’S
SEEN IN
LAST 6/12 NIL 529 60.3 41.2
Physiotherapist 9.1 8.2 5.9
Psychologist 4.1 14 17.6
Chiropractor 5.0 5.5 0
Acupuncturist 4.1 2.7 0
Masseur 5.8 55 0
Naturopath/Osteopath 34 4.1 59
More than one type 14.0 11.0 23.5
HIGHEST No. NON-MED.
TREATMENTS RECEIVED
IN LAST 6/12
1-2 9.1 8.2 11.8
3-4 7.4 5.4 0
5-6 5.8 8.2 59
More than 6 times 26.4 20.5 419
MEDICATION (by class)
Nil 333 72.3 40.0
1 25.8 16.9 40.0
2 18.3 1.7 13.0
3 14.2 3.1 6.7
4 5.8
5 1.7
6 0.8

Although, not one of the main aims of this study, it was interesting to compare the
relapsers and maintainers on the use of health services in the 6-months before the
follow-up assessment. Given that the ADAPT program is intended to help patients
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increase their self-reliance (reflected in their higher use of self-management
strategies) and, correspondingly, their reduced reliance on others, especially health

care providers.

These data are presented in Table 7.12 and indicate that, encouragingly (given the
amount of assessment and treatment most patients had received for their pain prior
to ADAPT) the vast majority had had no further radiography (X-rays or CT/MRI
scans) in the previous six-months (86.3% and 77.8% for the maintainers and
relapsers respectively). Of those who had had further tests, more of the relapsers
had taken this course (16.8% versus 6.8%. respectively). The maintainers had seen
general practitioners a lot less than the relapsers (42.5% versus 11.1%, respectively,
had not seen one at all). Overall, the numbers seeing GPs more than 6 times in the
last 6-months strongly favoured the relapsers (38.9%) over the maintainers (19.8%).
A similar pattern emerged for visits to specialists, with 74% of the maintainers not
seeing one at all, versus 50% for the relapsers. Of the specialists seen by the
relapsers the main finding was that Rheumatologists were the most frequently seen.
Overall, 16.7% of the relapsers saw more than one type of specialist versus only
6.9% of the maintainers. Of those who did see a specialist in the preceding 6-
months, the majority saw them only one or two times, although 11.1% of the

relapsers saw one five or six times, or almost monthly.

Of the other health care providers seen, 60.3% of the maintainers saw none (versus
41.2% of the relapsers), but physiotherapists were seen by more of the maintainers
than the relapsers (8.2% versus 5.9%) but the numbers were small. Interestingly,

the relapsers saw psychologists far more than any other provider (17.6% saw
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psychologists in this group versus 5.9% for both physiotherapists and the combined
figures for naturopaths/osteopaths). In comparison, only 1.7% of maintainers
reported seeing a psychologist in this period. Of those patients who were seeing
these practitioners, the relapsers saw one more often than the maintainers (with the
ratio of more than 6 visits being 41.9% to 20.5%, respectively). It is recommended
at the end of treatment for some patients to attend a psychologist for reinforcement
of programme strategies. Perhaps the use of psychologists is as high because
treatment has not been limited, or because there are other issues to be explored. It is
known that some of these subjects only began seeing a psychologist recently, and so

this may be as a result of still not managing pain independently.

In terms of medication used, proportionately more of the maintainers were not
taking any medication compared to the relapsers (72% versus 40%), but more of the
relapsers were taking two or more classes of drugs (10.8% for the maintainers

versus 19.7% for the relapsers).

In summary, as might have been expected, the group identified as relapsers reported
a heavier use of health services generally than the maintainers, with some specific
services standing out, particularly the higher use of rheumatologists and
psychologists by the relapsers. Interestingly, very few reported continued use of
pain specialists (2.6% of maintainers and 5.6% of relapsers). Encouragingly,
however, there was a relatively low use of further radiography and the majority had
not seen a specialist at all in the last six-months, perhaps suggesting that they were
not actively seeking more interventions. The use of GPs was higher than that for

specialists, with a significant minority (just under 40%) of relapsers attending their
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GPs at least monthly. In contrast, the maintainers reported using their GPs much
less often. Reasons given for seeing GPs included needing help with a flare up,
getting medication, seeking more investigations or treatments, searching for a cause
of pain, and a number required Workcover certificates to be issued on an ongoing

basis.
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CHAPTER 8. DISCUSSION

This study examined three main questions: (1) whether patients with chronic
noncancer pain improved on measures of pain, disability, and mood after attending a
cognitive-behavioural pain management program; (2) whether these changes were
maintained at long-term follow-up (more than 30-months later); and (3) whether
those who did maintain their gains following treatment differed in their use of pain
management strategies from those who did not maintain their gains. Before
examining the results some mention should be made of methodological issues

concerning the study.

8.1 Response Rate

As previously noted, long-term follow-up of former patients is difficult because of
the response rate being lessened over time. Final subject numbers are often small and
may not be representative of the total sample as a result of some unknown ‘response
bias’ on the part of former patients. In this study, 141 (70.7% of the original 205
patients treated) were contacted, leaving 29.3% uncontactable. Only 22 (10.7%)
were unwilling to participate, and 123 (59%) participated in the telephone interview
with 98 (47.8%) returning written questionnaires (91(46.7% of the original 205)
being programme completers). The question of how representative the responders
were was addressed in two main ways. Firstly, it might be thought that the non-
responders (those who could not be contacted and those who declined to participate)
were those who did less well in the programme, compared to the responders.

However, when each of the main outcome variables Was examined (pain severity,
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were found at posttreatment. Secondly, to further test whether the initial outcoines
of those who responded were different from those of the non-responders a
discriminant function analysis was conducted to see if some combination of the main
outcome measures could allow us to predict whether or not the patients would fall
into one or other category (responder versus non-responder). This analysis resulted
in a very low correct prediction rate (57%). This is very similar to the 53% reported
by Flavell et al. (1996). Thus, there is no evidence that the two groups differed in
their outcomes by the end of treatment. Whether they differed subsequently is, of
course, unknown. However, from the analysis of maintainers versus relapsers 1t 1S
clear that at least around 20% of those who agreed to participate in the study (the
responders) did not maintain their posttreatment gains. Thus, the responder group
were not solely the ‘successful’ patients as some have indicated could be the case in
follow-up studies (Turk and Rudy, 1992). This point is given further emphasis when
it is noted that at least 3 of those who were contacted but declined to participate in
the study were working. Furthermore, inspection of demographic characteristics did
not reveal any major differences in that area between those who participated in the
study and those who did not. Overall, there are no obvious sources of bias in the

selection of responders versus non-responders, but that does not rule out some

unknown bias.

It has been suggested that a follow-up rate of over 80% is ideal (Evans,1991;Turk
and Rudy, 1991). In this respect the current study is well short, although about 70%
of the total sample were actually contacted (but not all wished to participate and
some had not completed the programme anyway). Attrition (loss of subjects at

follow-up) is a well recognized problem (Peters and Large, 1990; Williams et
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al.,1996), and not easy to overcome. It is interesting to note that the follow-up rate
from the present study is still well above that reported by Flavell et al. (1997), but
less than those reported by Nicholas et al. (1991, 1992), all of which were conducted
in Australia. Equally, the length of follow-up may have contributed to the present
findings as this study had a much longer follow-up than any of these previous

Australian studies.

8.2 Reliance on self-report

Phone or mail contact is presumed to be not as reliable a means of follow-up as
clinic attendance (Turk and Rudy, 1992). However, it should be noted that the
majority of follow-ups reported in the literature are some combination of telephone
and mailed questionnaires (see TABLE 4.1), like the present study. It would seem
unrealistic to expect patients to attend in person to the clinic when at least 50% live
outside the metropolitan area. This expectation would incur considerable cost for
travel and in some cases, accommodation. Those who participated in this study had
little to gain from their participation and so incentive to have attended the clinic

would be small.

The self-report outcome measures used in the study did have sound psychometric
properties of reliability and validity and it should be noted that there is doubt about
these properties in relation to more ‘objective’ measures like clinic observations,
observed performance of tasks and clinical impression (Rudy et al., 1992). It would
have been desirable for the outcome measures to be validated against external
sources, such as the patients’ general practitioner’s files or insurance company

records, but in Australia patients are able to attend several different general
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practitioners and the different doctors a patient is seeing may not know about the
others involved. Insurance company records would show data on fees charged for
treatments and frequency of treatments, but not all the patients in this study were
claiming compensation insurance and access to these files is restricted. Return to
work is another outcome that might be thought of as ‘objective’, but many of the
patients in this study did not have this as their goal (eg. they were retired or in home
duties) and for others, there may be no suitable work available for them locally, so
for them work status could not reflect an outcomeeof the programme. Thus, as
desirable as they might be, useful and relevant objective outcomes that suit a

heterogeneous sample of patients like those attending ADAPT are difficult to obtain.

8.3 Follow-up Interviewer

Another concern about the methodology is the use of a member of the treating staff
as the follow-up assessor. It has been argued that this could influence former
patients to report more favorably on the outcome of the programme than might have
been the case with a more obviously neutral or impartial interviewer (Turk and
Rudy, 1992). However, as noted in Chapter 6, this concern needs to be balanced
against the response rate issue. If an unknown research assistant had tried to contact
these former patients the concern was that they might have been less willing to
participate in the study and a lower responsé rate would have caused further
difficulties in interpreting the results. This concern about the possible impact of an
unknown research assistant was based on previous experience with workers
compensation claimants in New South Wales (Cohen et al., 2000) who experienced
a response rate of 31% following telephone and mail contact when the research

assistant was unknown to the subjects. In comparison, the overall response rate in
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the present study (60%) would seem to justify this concern. It should also be noted
that despite being contacted by a member of the treating staff just over 15% (of those
contacted) still declined to participate at all and 20% of those who did participate
fully felt able to report they had relapsed since attending the programme. Thus, the
use of a person known to the subjects for follow-up data collection did not seem to

preclude non-compliance.

8.4 Randomisation

This was not a randomized controlled trial so it cannot be claimed that the

results reflect the effect of the treatment relative to some other intervention.
However, the results were consistent with those reported by previous randomised
controlled trials of programmes like ADAPT (eg. Morley et al., 1999; Williams,
1996). It should also be noted that the subjects were from the more distressed and
disabled spectrum of patients attending the Pain Management and Research Centre
despite numerous previous treatments which had generally failed to achieve the
types of results achieved after ADAPT and the subjects were certainly chronic, with
a mean duration of pain just over 5-years - by which time spontaneous remission of
symptoms and return to work is usually thought to be very unlikely (Von Korff,

1994).

In summary, these methodological issues do provide a cause for caution when
interpreting the results of the study, but considered in the context of other published
studies in this area, the flaws are not exceptional. As with most results from studies
of this type, replication by future studies will be needed for confirmation of the

present findings.
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8.5 Strengths of the study
In addition to the flaws mentioned above, the study also has a number of strengths

which deserve mention.

8.5.1 Length of Follow-up

Unlike many previous studies in this area, this study has investigated the outcomes
of patients treated more than 2 years previously (mean 43 months, median 44 ).

As shown in Table 1.1, most follow-up studies have been undertaken up to 18-24

months post-treatment.

8.5.2 Comprehensive Data

The data is comprehensive, in that the measures used covered the important domains
of pain severity, disability and mood. The same measures were used at pretreatment,
posttreatment and at follow-up. The measures used were widely used in the pain
management literature and had well-documented strong psychometric properties of

reliability and validity.

8.5.3 Use of a Prospective Design

The data on outcomes were obtained at the relevant times in the study. Thus, the
pretreatment data on the outcome measures were gathered at pretreatment, the
posttreatment data on the same measures at posttreatment and the follow-up data on
these measures similarly. This means that the data collected at each occasion were

not dependent on hindsight or interpretation in the light of how things turned out in
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the end. The only retrospective data obtained related to the patients recall of their use

of health services in the 6-months prior to the follow-up assessment.

8.5.4 Statistical analyses controlled for increased risk of Type I errors
Due to repeated analyses there is an increased risk of finding significant results by
chance. This was controlled for in the analyses of outcome measures. As a result,

the significant findings could be accepted with a degree of confidence.

8.5.5 Use of a Standard Pain Clinic Population

As all those treated were referred to the pain centre by their treating doctors and they
were people seeking help for their pain the results obtained may be more
generalisable to other pain clinic populations than would be the case if they were
selected, say, from people responding to media advertisements. The demographic
details and the scores on the different outcome measures at pretreatment also add
weight to the sample’s similarity to other pain clinic populations. Overall, then, the
sample of patients attending the programme could be said to be quite typical of

patients attending tertiary referral pain centres.

In summary, while the study has a number of methodological short-comings, it also
has many methodological strengths which mean that the results may be interpreted

with a degree of confidence.

8.6 Main Findings
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The main findings are discussed in terms of the questions addressed.

8.6.1 Do patients with chronic noncancer pain improve on measures of pain,
disability, and mood after attending a cognitive-behavioural pain management

program?

From pre-treatment to posttreatment, group measures showed significant reductions
for pain severity, pain-related disability and interference, and a significant

improvement in mood.

In addition, data on medication use showed more than 83% of all subjects used
medication, with polypharmacy a feature ( >63% used more than 2 types of
medication) at pre-treatment. At posttreatment, the use of two or more types of

medication was reduced substantially from an overall 67.9% to 8.8%.

In particular, opioid use was reduced from 68.5% (of respondents) at pretreatment to
7.3% at posttreatment. This reduction in overall use of medication was associated
with a statistically significant reduction in pain severity and a statistically significant
increase in activity level (reduced disability and interference scores). The change in
disability could also be considered clinically significant as the median reduction in
RMDQ items was 7 items. Deyo et al. (1998) have indicated that a change of 5 or
more on this scale is clinically significant. The change in pain severity (median 4.33
to 4.0) is well below the amount of pain reduction (50%) considered to be clinically

significant by most reviews (eg. McQuay et al. 1997). Even so, the finding that it
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does not increase when analgesics are withdrawn and activity levels increase is

suggestive of a clinically important outcome.

8.6.2 Were these changes achieved in the programme maintained at long-term

follow-up (more than 30-months later)?

For the total sample of ADAPT completers (n = 91) with pre-, post- and follow-up
data, significant improvements were achieved on measures of pain severity,
disability, pain interference and depression severity during the treatment period and
at foliow-up these had been maintained. There were no significant changes on these

outcome measures from posttreatment to follow-up.

In terms of medication use for the total sample of ADAPT completers followed-up
(n=113), there was some increase in the follow-up period, but at follow-up there
were still 33.3% not using any medication for pain compared to 11.6% in this
category before ADAPT. Sinﬁilarly, for those using two or more different types of
medication the proportions at follow-up were greater than at posttreatment but still
well below the pretreatment levels (42% versus 67%). A similar picture was found
with opioid use, with an overall decrease from pretreatment to follow-up (from
68.5% to 41.6%). In sum, while there was an increased use of medication from
postreatment to follow-up there was no return to baseline levels and the proportions
taking different types of medication were lower at follow-up compared to
pretreatment in every class except the one person who reported using 6 types of

medication at follow-up.
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The ongoing use of pain self-management strategies was an important part of the
ADAPT programme. When asked specifically about the use of these strategies
taught on the programme, patients reported continued practice of stretch exercises
(74% at least daily), other exercises (62% at least 3 times per week), walking for
exercise (69% at least daily), working on goals (79% at least daily). In addition, 89%
reported pacing activities at least daily, 75% used relaxation at least daily and 62%
used thought challenging (when unhelpful thoughts occurred) at least daily. A
number also said that they no longer did this as they hardly ever had negative or

unhelpful thoughts any more.

8.6.3 Did those who maintained their gains following treatment differ in their

use of pain management strategies from those who did not maintain their gains.

To assess whether those who improved at follow-up relative to baseline were using
the pain self-management strategies more than those who had relapsed, the sample
was divided by comparing their RMDQ scores at follow-up with those at
pretreatment. Those whose follow-up scores were the same or worse (higher) than at
pretreatment were identified as ‘relapsers’ and those whose follow-up scores were

better (lower) than at pretreatment were identified as ‘maintainers’.

There were no signifiance differences between the two groups at posttreatment on
any of the outcome measures. But at follow-up, the maintainers were significantly

improved on all measures compared to the relapsers.
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At follow-up, far fewer maintainers than relapsers were using medication (72.3%
versus 40% using nil, respectively). In relation to use of opioids, 63% of maintainers
were not using these agents at follow-up versus only 35% of the relapsers.

Compared to pretreatment use of opioids, the relapsers had basically returned to
close to their pretreatment levels, but the maintainers were more than twice as likely

not to be taking these agents at follow-up compared to pretreatment.

In sum, although initially selected on the basis of their return to baseline on the
disability measure (RMDQ), the relapsers seem to have relapsed on a number of
measures by follow-up. The next question was to compare their use of

recommended pain self-management strategies at follow-up.

The results indicated that the subjects in the maintainers group were continuing to
practice regularly most of the recommended strategies from the programme, and

most were not using regularly the strategies that were not recommended.

The comparison between the maintainers and relapsers showed the maintainers used
each of the 8 specific strategies more frequently than the relapser group, especially
the use of stretches, working on goals, (both statistically significant), the use of

relaxation and exercising.

Significant differences between the groups were also found on items of the Pain
Self-Management Checklist. In particular, taking rests, use of aids, seeing health

care providers in the past month, thinking pain relief is necessary before you can
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become more active and having upsetting thoughts when your pain gets worse were
all more commonly reported by the relapser group. Approaching a significant
difference were the items referring to ‘using pain killers to do things you know will
aggravate the pain’, and ‘making comparisons between how you are now and what

you were like before the onset of your pain’.

There was a clear trend towards higher use of recommended strategies and less of
the ‘not recommended’ strategies, except for ‘having others do one’s normal chores’

and ‘doing an activity until it is completed regardless of pain’.

Data on the use of health care services showed the majority had no further
radiography, with more relapsers seeking tests more than maintainers (16.8% and
6.8% respectively). Health care services in the 6 months prior to follow-up were
used more by the relapser group than maintainers, with higher use of rheumatologists
and psychologists by the relapsers most notable. Very few reported using medical
pain management specialists. The majority had not seen a specialist in the past 6
months but the use of GPs was higher, with 40% of relapsers (versus 20% of
maintainers) seeing the GP monthly. This may have been related to medication
prescription as more of the relapsers were taking medication, especially opioids. Of
other health care providers, almost two thirds of maintainers saw none, but
physiotherapists were the main type seen (with more maintainers seeing
physiotherapists than relapsers, although the proportions were very small, 8% versus

6%, respectively).
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The differences between the maintainers and relapsers is best reflected in
maintainers using strategies more consistently and often. This may be reflected in
their reduced use of health care services, medication, and higher return to work rates

compared with relapsers.
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8.7 GENERAL DISCUSSION

The results of this cognitive -behavioural programme long-term follow-up of 205
subjects having attended 33 to 55 months previously are important for a number of
reasons. A study of this size and length of time posttreatment is rare and the data is
comprehensive, with pre-treatment, posttreatment and follow-up data available for
91 (44% of 205, or 47% of 195 programme completers). Data from telephone

questionnaires was available for 123 (60% of 205).

During treatment, significant reductions were made in pain severity, disability and
interference, with significant improvements in mood (depression). Substantial
reductions were made in medication use posttreatment. Follow-up has shown
improvements made at posttreatment have been maintained for pain severity,
disability, interference, and depression. Medication intake increased from
posttreatment to follow-up but did not return to pretreatment levels and, in fact, three

times as many patients as at pre-treatment were using no medication at follow-up.

Division of programme completers into maintainers and relapsers, based on the
disability measure (RMDQ), showed the maintainers were continuing to use the pain
self-management strategies taught on the programme much more often than the
relapsers. The maintainers were also reporting much less frequent use of healthcare
services in the 6-months before the follow-up assessment and this was reflected in
their reduced use of medication compared to the relapsers, especially with regard to
polypharmacy and opioids. Return to work rates were also much higher in the

maintainers compared to the relapsers. Despite these long-term outcome differences
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between these two groups, there were no major differences between them at
posttreatment on the measures of pain, disability, interference in activities due to
pain, mood, and use of medication. This suggests that they were not different groups
to start with. In particular, the relapsers were not those in more pain or more
depressed at the end of treatment. Their relatively poorer outcome at long-term
(compared to the maintainers) is associated with less use of the pain self-
management strategies and this is consistent with the hypothesis that continued

application of these strategies is an important factor in maintaining treatment gains.

The outcomes achieved in this study are comparable with those reported by a
number of other outcome studies, especially those reporting long-term follow-ups
(eg. Flavell et al. 1996; Williams et al. 1993, 1996). It should be noted that, to the
best of the author’s knowledge, this is the first study of this size specifically to
investigate the role of pain self-management strategies in the maintenance of
treatment gains following a cognitive-behavioural programme. As such, the results

could be seen to make an important contribution to the literature on this topic.

The reduction in pain severity was statistically significant at posttreatment and again
at follow-up. It is not an expectation of CBT programmes that pain levels will be
reduced but other outcomes reveal this, as in Fordyce (1973); Khatami and Rush
(1982); Phillips (1987); Kendall and Thompson (1998). The recent meta-analysis by
Morley et al. (1999) confirms this as a more common finding than might be realised.
This may be seen as consistent with a biopsychosocial model of pain which holds
that pain report can be influenced by organic and psychological and environmental

factors. Even so, the consistency of this finding means that it is possible to tell
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patients considering a CBT programme that it can help them to reduce the severity of
their pain, even though their analgesics will be withdrawn and their activity level

increased.

Disability scores (RMDQ) showed significant reduction from pre- to posttreatment
and further significant improvement at follow-up. This is consistent with outcomes
of other programmes where improvements made in the programmes were generally
maintained at follow-up (Cinciripini and Floreen, 1982; Corey et al., 1987; Nicholas
et al., 1991;). Similarly, Pain Interference (or interference by pain in a range of
normal daily activities) improved significantly from pre-to posttreatment and was
maintained at follow-up. This was the general outcome from other studies where

measured. (Fordyce, 1973; Lutz, 1983; Flavell et al.1996).

Depression (BDI) scores at pretreatment (median: 21/ 63) were higher than those
reported by many other programmes at pretreatment ( Khatami and Rush,1982;
Turner, 1982; Kerns et al., 1992; Flavell et al., 1996). Subjects in the other studies
were less depressed at the beginning of treatment and so cannot be equated with the
current study subjects. The outcome from the current study (12/63) is impressive as
it is below the cut-off for depression in chronic pain patients recommended by
Jensen et al. (1994). That it was maintained at follow-up, especially by the

maintainers, is also important to note.

Medication intake at follow-up was still considerably less than at pretreatment, but
like the use of opioids, there had been an increased use compared to posttreatment.

This would appear consistent with outcomes from Cinciripini and Floreen, (1982), at
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twelve months follow-up, and with Chapman et al. (1981) at 21 months mean
follow-up. However, this was unlike the achievements of Williams et al.(1996) at
twelve months follow-up, where posttreatment achievements were maintained.
Given the similarity of the ADAPT and INPUT (ie. Williams et al., 1996)
programmes the reason for this difference is unclear. It may be related to the fact
that a higher proportion of the present study’s sample was taking medication in the
first place (88% in ADAPT versus 71% in the INPUT inpatient sample). Thus, more
of the patients attending ADAPT were more used to taking medication for their pain
and so may have more readily resumed it. The difference may also relate to
differences in the health systems in the two countries and the relative proportions of
insurance compensation cases in the two programmes. Anecdotally, a number of
former ADAPT patients have reported that their lawyers, some medical examiners
and even some judges have commented to them (after ADAPT) that they couldn’t be
in that much pain as they weren’t taking any medication. Thus, there may be greater

social pressure to take medication for pain in this country compared to the UK.

Implementation of pain management strategies for the 123 (60% of 205) telephone
responders, including non-programme completers, was continued at a more than
sometimes level by 60%. Key strategies of the programme, problem solving and
pacing activities, were used more often than sometimes by 59.1% and 76.7% (of 123
of 205), respectively. Other strategies thought not to be helpful were being used
much less. Those strategies that are thought to be helpful Were reported by the
subjects as being used in most instances. However, there were many who continued

to use unhelpful strategies for pain management.
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As noted earlier, few previous studies have reported continued use of self-
management strategies. Williams et al.(1993) reported at six months use of
relaxation (36.1%), (general) coping strategies (74.8%), and exercises and stretches
(56.6%). Williams et al. (1996), reported at one year follow-up use of pacing
strategies (62% inpatients and 43% outpatients), stretches daily (55% and 41%),
exercising a minimum of five times per week (43% and 32%). The results for the
current study, coming from a similar programme, especially for inpatients, to the one
described by Williams et al. (1993, 1996), are clearly consistent with those reported
in those studies, but they are also more comprehensive and cover a much longer time
span than those reported by the London group. Interestingly, the greater practice of
strategies by the inpatient group in the Williams et al. (1996) study, who also had
better overall outcomes than the outpatient group in that study, are more consistent
with the practice reports by the patients in the present study. This suggests that the
intensity and amount of time on the programme may have an important influence on
the continued practice of these strategies. The Williams et al. inpatient group
received daily treatment (4.5 days) for 4-weeks (a little under 144 hours), while the
outpatient group in that study received 3.5 hours on one day for 8 weeks (28 hours).
In contrast, the ADAPT group received daily treatment for 3 weeks (about 116
hours). All three groups received basically the same approach with the same

manual.

Attempts have been made in some studies to screen entry to treatment according to
predictions of success (Lanes et al., Roberts and Reinhardt, 1980); whereas Maruta
(1996) rated subjects at the end of treatment as ‘successes’, ‘partial successes’ or

‘failures’. From the current study, one message is clear, that long-term outcome of
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treatment is not immediately predictable as the maintainers and relapsers were no
different on their outcome measures at the end of treatment. It is possible that some
other factors, such as cognitive factors (self-efficacy beliefs and catastrophising)
could provide pointers (Coughlan et al., 1995), but these were not examined in the

present study.

Outcome comparisons with other programmes are difficult to make because there are
many differences in length of treatment; programme goals; content of programmes;
contact hours per component; staffing; expectations of daily practice of components;
setting (ie. inpatient or outpatient); expectations of staff and patients; family
involvement; follow-up; measures used. Peters and Large (1990), noted treatment
components changed in response to staffing levels and availability of resources.
They encouraged more consistency with treatment content. The range of outcomes
of other programmes can be seen in Table... and include disability, mood, pain
rating, medication use, distress, adherence to treatment, self-efficacy, catastophizing,
return to work or meaningful activity and compensation status. Some studies have as
few as two outcomes. There is also wide variation in measures used between
studies. Measures used in this study were consistent with some earlier studies (eg.
Flavell et al., 1996; Nicholas et al., 1991, 1992; Williams et al., 1993, 1996, 1999)

but not in all cases.

Adherence to treatment is difficult to assess but the results of this study show that
overall, subjects who have continued to use pain self-management have largely
maintained post treatment results. Interestingly, the high rates of continued practice

of self-management strategies are considerably higher than found in many previous
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studies with non-pain samples (eg. Meichenbaum and Turk, 1987; Nicholas, 1995).
This may reflect the focus on relapse prevention and the importance of maintaining
these strategies taken during the programme — all of which have been recommended
in thé relapse prevention literature (Meichenbaum and Turk, 1987; Turk and Rudy,
1991). No doubt the regularity of use of strategies has varied at times, as is normal
for anyone with a regimen to follow, but overall, maintenance has been achieved
with strategies having become integrated into the subjects’ lifestyles. Subjects
reported times when they stopped using the strategies but resumed them when they
started to get into difficulties, realising they couldn’t do as well without using them.
They also reported use of strategies having become ‘second nature’ and that they
were no longer needing to think about them. Some stated it had taken up to two
years to accept they needed to keep up using strategies; some only accepted this
when they had a goal to achieve, such as return to work — because there was no other
choice. Clearly in regard to the ‘relapser’ group, there is further work to be done in
fully implementing the strategies. Other factors which may have an unhelpful
influence in the use of strategies are environmental factors of reinforcement in the
home from spouse and/or family, the role and advice of the treating doctor who may
reinforce unhelpful strategies, work environment, social support environment and
the goals of the patient himself. Areas not explored in this study are the influence of
the patient’ beliefs about pain and its meaning; the role of litigation and ‘guidance °

from solicitors in mitigating the patients’ circumstances for best outcome of the case.

Lanes et al.(1995), rated programme effectiveness by return to work, with
expectations of longer time to follow-up being equated with expected poorer

employment outcomes. Return to work results in the present study show, of the
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maintainers 26.1% working, retraining or doing voluntary work at pre-treatment,
with 59.3% unemployed due to pain. In the relapser group (at pretreatment), 33.4%
were working or retraining, and 66.7% were unemployed due to pain. At follow-up
62.1% of maintainers were working, retraining or doing voluntary work, with 21.9%
unemployed due to pain. Of the relapsers at follow-up 33.4% were working,
retraining or doing voluntary work, with 44.4% unemployed due to pain. Of note is
the difference between maintainers and relapsers, where maintainers had increased
by three times the number working full time, whereas the relapsers had increased
from none to only one working full time.

Advocating refresher courses post treatment, as Lanes suggests, may be helpful but
as only one third of patients return for the ADAPT programme six months and
twelve months follow-ups, it may not be supported by patients or third party payers.
It may also be unnecessary based on this study’s results where time is a factor in
integrating the strategies which enable return to work to be achieved. Linton et al.
(1997) also found that follow-up support groups did not enhance long term outcomes

in patients with chronic back pain.

Use of medical services was not a major focus of this study but results show they
were greatly reduced, with relapsers using more services, especially rheumatologists
and psychologists. There was reduced use of specialists, notably few pain
management specialists, and low use of radiography. This would indicate that the
majority was not seeking further investigations. Reports from responders indicated
that they had learnt through the programme pain does not equal damage, that
medications are not helpful for chronic pain and that doctors are unable to offer

anything to help. These results indicate the majority had confidence in managing
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pain themselves. Some reported occasionally going along to their GP to talk things
over about the pain, but not expecting any treatment; others reported a need to keep
the doctor up to date, while not expecting treatment. Overall, it seemed that the
higher users of further medical and other health services in the period after ADAPT
were a small group who went quite often. This group would seem to warrant further
investigation and assistance. The result of this study would seem to suggest that this
group especially need help in maintaining their self-management strategies as the
data show that when they were doing them consistently in the programme they were
functioning as well as those who became the maintainers. This may point to a need
for further education of healthcare providers generally on the management of

ongoing pain (eg Cohen et al., 2000).

8.7.1 Issues for the Future

Medication use had increased at follow up but not to pre-treatment Ievels. Roughly
50% of those who had ceased at posttreatment had recommenced use, and
approximately 40% were using two or more types of medication at follow-up (versus
9% at posttreatment). Opioids were still being used by 42% at follow-up, although
the actual doses were not recorded. While this is a reflection of further improvemeni
required by the patients in the use of strategies for managing pain, it may also be part
of the process of generalizing strategies. At posttreatment, patients’ reduction of
medication had only just been achieved, and as this had previously been their main
method of coping, it may take longer to consolidate confidence in using the
strategies instead. The question of self-report must be raised in post treatment
results, but as patients remain autonomous during the programme, there is no other

way to ascertain accuracy. These results may reflect the immediate influence of
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programme staff ‘s encouragement to cease medication, and the longer-term reality
of managing in normal life. Further study of this topic would be valuable for future
outcomes. The development of a standard measure of medication use would also be

welcome.

In the future, further study of the use of aids and medication would be of interest.
There were a number of reports from subjects who were using less medication with
use of aids as a substitute. However, it remains clear that these patients were not

using strategies sufficiently for independent management.

It is of note that the use of stretches was statistically significant. Patients reported, as
they have at earlier programme follow-ups, that stretching is invaluable, and if they
cease stretching, pain increases. This may be a subject for further study in the

physiotherapists’ domain.

Working on goals reached the highest statistical significance in differentiating the
maintainers from the relapsers. Future programmes may develop a more intense
focus on this as it may be a crucial factor for implementing pain management
strategies. Perhaps some patients require more focus on goal setting post programme

to encourage further integration of the strategies.

Further attention may be given to the two items on the Pain Self-Management
Checklist of the ‘not recommended’ strategies - ie. item 9 (having others do one’s
normal chores) and item 10 (doing an activity until it is completed regardless of

pain). Reinforcement of unhelpful strategies in the home/work environment may
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explain others’ doing ones’ chores, or it may be a compromise which allows the

patient to function as normally as possible.

Other factors, not addressed in this study, such as litigation, may be an unhelpful
influence to implementation of strategies. However, with the legal system as it is,
there is little that can be done to change this. Despite this, some patients report
deciding for themselves that they want to get on with life, and negotiate to have their
claim settled as soon as possible. Information on those with a current claim and
those who have settled post treatment has been gathered, and this would be another

area to explore in the future.

Return to work and the role of the rehabilitation provider in encouraging use of

strategies to return to retraining/work is another area for study at a later stage.

Overall, the results of this long-term follow-up of a CBT pain management

programme should provide encouragement for the continued provision of this

treatment in its current form and intensity.
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LETTER TO ACCOMPANY QUESTIONNAIRE

Dear
Thank you for agreeing to participate in our survey of former ADAPT patients. We are
very interested in your progress since you attended the ADAPT programme,

As mentioned on the telephone we would like you to complete the enclosed
questionnaires and post them back as soon as possible. A stamped, addressed envelope is
included.

These are the same questionnaires you have done previously at the clinic. Your co-
operation in completing these questionnaires will allow us to look at how you are
managing life with pain compared with a couple of years ago

Along with the responses from the other patients, your feedback will help us to improve
our understanding of the ways in which people with chronic pain manage their pain over
the long-term. This information will be helpful in improving our ability to help people
with chronic pain.

It also allows us to compare your progress with others who have done ADAPT more than
two years ago.

Results of this survey will be posted to you in early 2001.

Would you please complete all questions in the questionnaire? I suggest you do them
today if possible. May I also suggest you answer each question quickly without, dwelling
on which is the best answer. Remember, there are no right or wrong answers. We simply
want your views.

Please check carefully that you have answered all questions on both sides of the

page.

Place the questionnaire in the stamped addressed envelope provided and post
immediately.
Your early response is greatly appreciated.

Thank you very much for your co-operation in being involved in this important survey.
Please feel free to call us if you have any further questions.

Yours sincerely,

Lee Beeston

Dr Michael Nicholas Dr Allan Molloy
PhD Mpsychol MSc(Hons) Bsc FFARCS
Director of ADAPT Programme Director of Chronic and Cancer Pain Program

Pain Management and Research Centre



Patient Telephone Questionnaire

Method
Contact by telephone with all patients in the selection will be attempted in the first
instance by the author.

Hours of telephoning.  5.30pm — 8.00pm Monday to Friday
9.00am -~ 6.00pm Saturday and Sunday

Call attempts. Maximum of 5

Phone number clarification.
If the phone appears to have been disconnected, check with
Telecom Directory Assistance and general practitioner.

Encouraging high response rate.
When contact is made with the patient, if at all possible the

interview will be conducted at the time.
If this is inconvenient, an appointment will be arranged for as soon as possible afterwards.

If an answer machine responds, a message will be left on the answer machine with the
approximate titne of the author repeating the call or giving the patient the option of
returning the call within given times.

If the patient returns the call, the author will immediately use her telephone to ring the
patient so that the patient will not incur cost of calling from an STD area.

Recording contact with patients.( see Spreadsheet)



QUESTIONNAIRE NAME
INTRODUCTION ID NO.

Record results of phone calls on contact sheet

Hullo... ... This is Lee Beeston from the ADAPT Pain Management Programme,at the Royal
North Shore Hospital. I am undertaking a follow up of people who have completed the
ADAPT programme more than two years ago. We are very interested to know how people
are managing life with pain following attendance of ADAPT. Would you be willing to
answer some questions for me, please? This should take approximately 20 minutes of your
time. If now is not a convenient time to talk, I could call again at a time that would be more
suitable.

First I’d like to ask you about your pain and I’'m talking about the chronic pain you had at
the time of attending ADAPT.

PAIN

Question 1:Have you developed any other painful conditions since attending ADAPT?
Yes

No

Are you still experiencing those pains?

Yes

No

Question 2: Do you still have the same chronic pain condition you had when you came to
the programme over 2 years ago?
Yes.
No.
Ifyes... Isit present  all the time
comes and goes

Question 3: Could you rate how severe your pain has been on average over the last week
on a scate of 0 to 10, where

0 = no pain

10 = worst pain imaginable

Score =

Question 4: In general has your pain changed at all since you attended ADAPT?

For example,

Has it stayed much the same as before ADAPT?
Has it got any worse?

Has it got any better?



Question 5: In general, over the last 6 months, how much has your pain interfered with
your day-to-day activities?
On a 0 to 6 scale, where 0 = no interference
and 6 = extreme interference
Score =

Question 6: In general, over the last six months, how distressing has your pain been?
On a 0 —10 scale, where 0 = not at all distressing

and 10 = extremely distressing
Score =

FUNCTION

Now I’d like to ask you about your daily activities.

Question 7: In the past 6 months because of your pain, have you needed help from
family/friends or paid help around the home or with personal tasks?

Yes

No

If no, go to question 10.

Question 8: What sort of help did you need? Answer yes or no to these as I read each one
out to you. Was it (tick if applicable)

Help with housekeeping

Help with shopping

Help with transport

Help with caring for children

Help with gardening

Help with heavy outdoor tasks

Question 9: How often did you need help? Say yes or no to these as I read each one out to
you.

Help with housekeeping

Every day

On 2-3 days in a week

1-4 days in a month

Hardly ever

Help with shopping
Every day .
On 2-3 days in a week
1-4 days in a month
Hardly ever

Help with transport
Every day

On 2-3 days in a week
1-4 days in a month
Hardly ever



Help with caring for children
Every day

On 2-3 days in a week

1-4 days in a month

Hardly ever

Help with gardening
Every day

On 2-3 days in a week
1-4 days in a month
Hardly ever

Help with heavy outdoor tasks
Every day

On 2-3 days in a week

1-4 days in a month

Hardly ever/never

Now I would like to ask you about work

Question 10: How would you describe your current employment status? Are you
Employed full-time(include self-employed)

Employed part-time(include self-employed)

Casual employment

Unemployed

If working, go to question 12.

Question 11: Say yes or no to each of these as I read them out to you. If not working, are
you

Retraming

Involved in rehabilitation (activities with rehab provider)
Job-seeking

Certified unfit for work

Occupied with home duties

Student

Retired

Voluntary worker

If one of these answers is ticked, go to question 17.

Question 12: Do you have the same employer as before attending ADAPT?
Yes
No

Question 13: Is it the same type of work you did before the onset of your chronic pain
condition?

Same

Different

‘What type of work is it?

If different, go to question 15,



Question 14: Have the duties been modified since the onset of your chronic pain condition?
Yes
No

Question 15: How long have you been employed in this position?
Years

Months

Weeks

Question 16: How many hours per day and days per week do you work?
Hours per day
Days per week

Question 17:If you had a workers’compensation claim in relation to your pain, has that been
settled?

Yes

No

Was the settlement satisfactory?

Yes

No

Question 18: In the past month, have you participated in any of the following leisure
pursuits? Say yes or no to each of these as I read them out to you.Tick if applicable.
Walking

Running or jogging

Swimming

Golf

Tennis/squash

Dancing

Bowls

Camping

Fishing

Movies

Dinner with family, friends

Picnics,

Barbecues

Holidays

Participating in an interest group

Doing a course

Doing a hobby

Other

MOOD

Now, I would like to ask you how you’ve been feeling lately.

Question 19: How would you rate your overall mood during the past month
On a scale of 0 -6,

where 0 = extremely low mood (very depressed)

and 6 = extremely high mood  (very happy)




Score =

SLEEP

Now, I'd like to ask you about your sleep.

Question 20: How satisfied have you been with your sleep in the past month?
On a scale of 0 to 6 where

O=not at all satisfied

6=completely satisfied

Score =

STRATEGIES

Now, I'd like to ask you about your use of the pain management strategies you learnt in
ADAPT.

Question 21: In the past month, how often have you used these strategies?

Pacing activities

Hardly ever

Once per day

More than once per day

Relaxation

Hardly ever

Once per day

More than once per day

Challenging unhelpful thoughts
Hardly ever

Once per day

More than once per day

Stretches

Hardly ever

Once per day

More than once per day

Exercises

Hardly ever ( Have you incorporated exercise into your daily activities?
Once per day (

More than once perday  (Yes No

Walking for exercise
Hardly ever

Once per day

More than once per day

Working on achieving goals you have set
Hardly ever

Once per day

More than once per day



TREATMENT

Now, I’d like to ask you about any treatment you might have had for your chronic pain
condition since ADAPT.

Question 22: In the past six months, about how many times have you seen your general
practitioner?

0 -5 times

S ~ 10 times

More than 10 times

Question 23: Were any of these visits related to your chronic pain condition?
Yes How many?
No If no, go to question 25,

Question 24: What was the reason for the consultation? (Tick applicable)
To get a prescription for medication for your chronic pain condition

To get help for a flare up of your chronic pain condition

To find out the cause of the chronic pain condition

To get an injection for the chronic pain condition

To get a referral for more investigations

To get a referral for more treatment

Other reason

Question 25: In the past six months, have you had any of the following tests or treatments
for your chronic pain? (Tick applicable)
X-ray
Cat scan
MRI scan
Hospital admission
Surgery
Other
Question 26: In the past six months, have you seen any of the following doctors about
chronic pain?
Pain management specialist Rehabilitation Physician
Anaesthetist
Orthopaedic surgeon
Neurologist
Neurosurgeon
Rheumatologist
Psychiatrist
Question 27: How many times have you seen this doctor in the past six months about your
chronic pain condition?
Number of times:
Pain management specialist
Anaesthetist
Orthopaedic surgeon
Neurologist




Neurosurgeon
Rheumatologist
Psychiatrist
Rehabilitation Physician
Question 28: Which one of these health professionals have you seen in the past six months
about pain? (Tick applicable)

Physiotherapist

Psychologist

Hydrotherapist

Chiropractor

Hypnotherapist

Occupational therapist

Acupuncturist

Pharmacist

Question 29: About how many times have you seen this practitioner in the last six months
about your chronic pain condition?
Number of times:

Physiotherapist
Psychologist
Hydro therapist
Chiropractor
Hypnotherapies
Occupational therapist
Acupuncturnist
Pharmacist

Question 30: In the last six months, have you sought help from any of the following
practitioners to do with your chronic pain condition ? (Tick applicable)

Herbalist

Naturopath

Homeopath

Osteopath

Masseur

Other

If none, go to question 32.

Question 31: How many times have you seen this practitioner in the past six months?
Number of times:
Herbalist
Naturopath
Homeopath
Osteopath
Masseur
Other

Question 32: In the past six months, have you used any prescription, over the counter
medication or herbal preparation for your chronic pain condition ?
Yes
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No
Refused
If no, go to question 36.

Question 33: What medications have you used for your chronic pain condition in the past
six months?

(Read from list to prompt if the patient is unable to recall the name of the drug. Also prompt
with naming categories of drugs.) Over page.

Question 34: How do you take this medication?(Note quantity, number of tablets or
injection and times per day/days per week) Use record sheet over.

Question 35: How long have you been using this?
Number of days

weeks

months
Record on record sheet.

Question 36: In the past six months, have you been using any of the following for pain?
Hot packs '
Cold packs

TENS

Brace (type)

Hot bath

Hot shower

Cushion/pillow

Walking stick

Crutches

Other aid Use record sheet next page.

Question 37: For how long at a time and times per day have you been using this?
Hot packs

Cold packs

TENS

Brace (type)

Hot bath

Hot shower

Cushion/pillow

Walking stick

Crutch

Other aid Use record sheet.

Question 38: In the past month have you been using any of the following to cope with pain
and associated problems like tension, and sleep problems?

Alcohol

Yes No

If yes, go to question 39.

Recreational drugs
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Yes

No

If yes, go to question 40, If no to both, go to Self-management Questionnaire.
Question 39: Could I ask about which type of alcohol and how you’ve been using it?
Beer

Wine

Spirits

Other

List beside substance on Alcohol and Recreational Drug Record

Question 40: If you have been using recreational drugs, could I ask which substance/s you
use and how you have been using it. Use record sheet.

Marijuana

Ecstacy

Heroin

Cocaine

Other

Now, I'd like to read out some questions. .. (self-management checklist)
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ALCOHOL TYPE NO. DRINKS|TIMES/DAY DAYS/WEEK
Beer
Wine
Scotch
RECREATIONAL DRUG FORM NO. TIMES/DAY DAYS/WEEK
Marijuana Bong
Joint
Cone
Ecstacy
Heroin
Cocaine
Other
No. drinks = number of drinks/ drugs

Times/day = how many times in a day do you ¢ drink/use drug

Days/week = how many days in a week do you ou drink/ use drug

Time use = how long have you been using alcohot for your chronic pain condition




Pain Self-Management Checklist - Self Rated (PSMC-SR1)

M.K. Nicholas; University of Sydney Pain Management & Research Centre
Royal North Shore Hospital, 1999 ©

NAME: DATE:

How often have you used these pain self~management strategies (over the last month).
Indicate your answer by circling one of the numbers (0-4) beside each item.

Thinking back over the last month,
how often have you done these?

Never sometimes very often
1. If pain stops you doing something, do you ever work out 0 1 2 3 4
other ways to do it. (Like, if you normally sit to do a '
task, but find sitting is difficult due to pain, have you
worked out other ways to do it? Think of an example).
2. Taking regular short breaks when engaging in activities, 0 1 2 3 4
inchuding sitting or standing, which stir-up your pain
(such as, stand up for 5 minutes every 20 minutes) .
3. Thinking that your doctors will find a cure for your pain? 0 1 2 3 4
4. Using pain killers to allow you to do something you know (0 1 2 3
will stir up your pain (like driving or standing too long,
or carrying too much),
5. Taking more than the recommended dose of any drug 0 1 2 3 4
related to your pain; or using alcohol for pain relief.
6. Taking a drug which only “takes the edge off” your pain. 0 1 2 3 4
77. Having one or more long rest periods (more than 0 1 2 3 4
45 minutes) (lying or sitting) through the day Never sometimes very often
(8.00 am to 8.00 pm).
8. Lying in bed at night worrying or getting stressed. 0 1 2 3
9. Due to pain, having others perform your normal 0 1 2 3 4
household duties (like washing-up, cooking, vacuuming).
10. Doing an activity or task until it is completed regardless 0 1 2 3 4
of pain and then resting.
11. Due to pain, using aids (like sticks, braces, or collars). 0 1 2 3 4
12. Seeing a physiotherapist or doctor or chiropractor or other 0 1 2 3 4
health care provider about your pain (in the last month).
Never sometimes very often
13. Thinking that increased pain means you might have 0 1 2 3 4
injured yourself (or made your injury worse).
14. Thinking that doctors have missed something, or 0 1 2 3 4
that you need more investigations to explain your pain.
15. Thinking that pain relief is necessary before you can 0 1 2 3 4
become more active generally.
16. When your pain gets worse, do you ever have upsetting 0 1 2 3 4
thoughts (like, “I can’t go on; not again; why me?”)
17 When your pain gets worse, do you ever take a tablet 0 1 2 3 4
or have an injection?
18 Do you ever make comparisons between what you are 0 1 2 3 4

like now and how you were before the onset of pain?

Self Management Checklist



Finally,
POST OUT QUESTIONNAIRE

Would you be prepared to complete a set of questionnaires which you have done
previously? This would allow us to compare your progress in managing life with pain
compared with a couple of years ago.

Results of this survey will be posted to you in early 2001.

If you agree to complete the questionnaire, it would be important to fill them out quickly
and post back immediately in the stamped, addressed envelope provided.

May I send you the questionnaires?
Yes Check correct address
No

Do you have any feedback for us?

Would you be interested in receiving occasional news letters from the ADAPT team about
the programme and patients, events such as television programmes covering ADAPT?
Yes '

No

Thank you for all your time today in answering these questions. The information you have
provided is invaluable to the staff at the Pain Management and Research Centre.
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PATIENT QUESTIONNAIRE

We would like to know how you are managing with your pain now. Please answer the following
questions and the attached questionnaire.

Date: Name:

1. Please rate the intensity of your pain by circling a number on the following scales.
For every question 0 = “no pain at all” and 1 0 = “worst pain imaginable"

(a) How intense is your Pain at this moment?

0 1 2 3 4 5 6 7 8 9 10
no pain worst pain
imaginable

(b) What were the highest and lowest levels of your pain in the last week?
(make 2 circles)

0 1 2 3 4 5 6 7 8 9 10
no pain worst pain
imaginable

(c) What was the usual level of your pain in the last week?
0 1 2 3 4 5 6 7 8 9 10
no pain ' worst pain
imaginable
2. Please list all the medications you are taking as present:

Medication Dose How Often? Any side effects? Date started

................................................................................................................................................................
................................................................................................................................................................
................................................................................................................................................................
................................................................................................................................................................
................................................................................................................................................................

................................................................................................................................................................

3. What is your current work status? (Please tick ONE)

1 [ ] Full-time work 2 [ ] Part-time work
3 [ ] Voluntary work 4 [ ] Home duties
5[ ] Retired 6 [ ] Student

7 [ ] Unemployed due to pain 8 [ ] Retraining

9 [ 1 Unemployed due to other reasons

Page 1 Questionnaire continued over page



Disability Questionnaire

When your pain hurts, you may find it difficult to do some of the things you normally do. This list
contains some sentences that people have used to describe themselves when they have pain. When
you read them, you may find that some stand out because they describe you today. As you read the
list, think of yourself foday. When you read a sentence that describes you today, put a (v ) against
it. If the sentence does not describe you, then leave the box blank and go on to the next one.
Remember, only tick the sentence if you are sure that it describes YOU today.

1. Istay at home most of the time because of my pain. *

2.  Ichange position frequently to try and get my pain comfortable.

3.  1walk more slowly than usual because of my pain. *

4.  Because of my pain I am not doing any of the jobs that I usually do around the house. ”
5.  Because of my pain, I use a handrail to get up stairs. ”

6.  Because of my pain, I lie down to rest more often.

7.  Because of my pain, I have to hold on to something to get out of an easy chair.
8.  Because of my pain, I try to get other people to do things for me.

9. I get dressed more slowly than usual because of my pain. *

10. Tonly stand up for short periods of time because of my pain.

11. Because of my pain, I try not to bend or kneel down. *

12. I find it difficult to get out of a chair because of my pain.

13. Iam in pain almost all the time.

14. Ifind it difficult to turn over in bed because of my pain. ”

15. My appetite is not very good because of my pain.

16. Ihave trouble putting on my socks (or stockings) because of my pain. *

17. 1only walk short distances because of my pain. »

18. Isleep less well because of my pain. ”

19. Because of my pain, I get dressed with help from someone else.

20. Isit down for most of the day because of my pain. ”

21. 1avoid heavy jobs around the house because of my pain. ”

22. Because of my pain, I am more irritable and bad tempered with people than usual. ”
23. Because of my pain, I go up stairs more slowly than usual. *

24. I stay in bed most of the time because of my pain. »

Page 2 Questionnaire continued over page



Center for Pain Evaluation and Treatment
University of Pittsburgh School of Medicine

MULTIDIMENSIONAL
PAIN INVENTORY

Today’ Date:
Name:

Last First (initial)
Address:

No. Street

City State Postcode
Work phone: ( ) Home phone: { )

area code number area code number
Age: (in years):
Date of Birth: Month: Day: Year:
When did your pain first start? Month: Year:

Instruction An important part of our evaluation includes examination of pain from your perspective
because you know your pain better than anyone else. The following questions are designed to help
us learn more about your pain and how it affects your life. Under each question is a scale to mark
your answer. Read each question carefully and then circle a number on the scale under that
question to indicate how that specific question applies to you. An example may help you to better
understand how you should answer these questions.

Example

How nervous are you when you ride in a car when the traffic is heavy?

0 1 2 3 4 5 6
Not at all Extremely
Nervous Nervous

If you are not at all nervous when riding in a car in heavy traffic, you would want. to circle the
number 0. If you are very nervous when riding in a car in heavy traffic, you would then circle the
number 6. Lower numbers would be used for less nervousness, and higher numbers for more
nervousness.

Page 3 Questionnaire continued over page



Section I
1. Rate the level of your pain at the present moment.

0 1 2 3 4 5 6
No pain Very intense pain

2. In general, how much does your pain interfere with your day-to-day activities?

0 1 2 3 4 5 6
No interference Extreme interference

3. Since the time your pain began, how much has your pain changed your
ability to work? v
( Check here. if you have retired tor reasons other than your pain).

0 1 2 3 4 5 6
No change Extreme change

4. How much has your pain changed the amount of satisfaction or enjoyment you get
from taking part in social and recreational activities?

0 1 2 3 4 5 6
No change Extreme change

5. How supportive or helpful is your spouse (significant other) to you in relation to your pain?

0 1 2 3 4 5 6
Not at all Extremely supportive
supportive

6. Rate your overall mood during the past week.

0 1 2 3 4 5 6
Extremely Extremely high
low

7. How much has your pain interfered with your ability to get enough sleep?

0 1 2 3 4 5 6
No interference Extreme interference

8. On the average, how severe has your pain been during the last week?

0 1 2 3 4 5 6
Not at all Extremely severe
severe
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9. How able are you to predict when your pain will start, get better, or get worse?

0 1 2 3 4 5 6
Not at all Very able to
able to predict predict
10. How much has your pain changed your ability to take part in recreational and other social
activities?
0 1 2 3 4 5 6
No change Extreme change

11. How much do you limit your activities in order to keep your pain from getting worse?

0 1 2 3 4 5 6
Not at all Very much
12. How much has your pain changed the amount of satisfaction or enjoyment you get from
family-related
activities?
0 1 2 3 4 5 6
No change Extreme change

13. How worried is your spouse (significant other) about you because of your pain?

0 1 2 3 4 5 6
Not at all Extremely worried
worried

14. During the past week how much control do you feel that you have had over your life?

0 1 2 3 4 5 6
No control Extreme control

15. On an average day, how much does your pain vary (increase or decrease)?

0 1 2 3 4 5 6
Remains Changes a lot
the same

16. How much suffering do you experience because of your pain?

0 1 2 3 4 5 6
No suffering Extreme suffering
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17. How often are you able to do something that helps to reduce your pain?

0 1 2 3 4 5 6
Never Very often
18. How much has your pain changed your relationship with your spouse, family, or significant
other?
0 1 2 3 4 5 6
No change Extreme change

19. How much has your pain changed the amount of satisfaction or enjoyment you get from work?
( ___ Check here, if you are not presently working).

0 1 2 3 4 5 6
No change Extreme change

20. How attentive is your spouse (significant other) to you because of your pain?

0 1 2 3 4 5 6
Not at all Extremely attentive
attentive

21. During the past week how much do you feel that you've been able to deal with your problems?

0 1 2 3 4 5 6
Not at all Extremely well

22. How much control do you feel that you have over your pain?

0 1 2 3 4 5 6
No control A great deal of control
at all

23. How much has your pain changed your ability to do household chores?

0 1 2 3 4 5 6
No change Extreme change

24. During the past week, how successful were you in coping with stressful situations in your life?

0 1 2 3 4 5 6
Not at all Extremely successful
successful
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25. How much has your pain interfered with your ability to plan activities?

0 1 2 3 4 5 6
No change Extreme change

26. During the past week how irritable have you been?

0 1 2 3 4 5 6
No at all Extremely irritable
irritable

27. How much has your pain changed or interfered with your friendships with people other than

your family?
0 1 2 3 4 5 6
No change Extreme change

28. During the past week how tense or anxious have you been?

0 1 2 3 4 5 6
Not at all Extremely
tense or anxious tense and anxious
Section II

In this section , we are interested in knowing how your spouse {or significant other) responds to you
when he or she knows that your are in pain. On the scale listed below each question, circle a
number to indicate how often your spouse (or significant other) responds to you in that particular
way when you are in pain. Please answer all of the 14 questions.

1. Ignores me.

0 1 2 3 4 5 6
Never Very often

2. Asks me what he/she can do to help.

0 1 2 3 4 5 6
Never Very often

3. Reads to me

0 1 2 3 4 5 6
Never Very often

4. Gets irritated with me.

0 1 2 3 4 5 6
Never Very often
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5. Takes over my jobs or duties.

0 1 2 3 4 5 6
Never Very often

6. Talks to me about something else to take my mind off the pain.

0 1 2 3 4 5 6
Never Very often

7. Gets frustrated with me.

0 1 2 3 4 5 6
Never Very often

8. Tries to get me to rest.

0 1 2 3 4 5 6
Never Very often

9. Tries to involve me in some activity.

0 1 2 3 4 5 6
Never Very often

10. Gets angry with me.

0 1 2 3 4 5 6
Never Very often

11. Gets me pain medication.

0 1 2 3 4 5 6
Never Very often

12. Encourages me to work on a hobby.

0 1 2 3 4 5 6
Never Very often

13. Gets me something to eat or drink.

0 1 2 3 4 5 6
Never Very often

14. Turns on the T.V. to take my mind off my pain.

0 1 2 3 4 5 6
Never Very often
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PAIN S-E QUESTIONNAIRE (PSEQ)

M.K.Nicholas, 1988
Pain Management Centre
St. Thomas Hospital, London

NAME: DATE:

Please rate how confident you are that you can do the following things at present, despite the pain. To
indicate your answer circle one of the numbers on the scale under each item, where 0 = not at all
confident and 6 = completely confident.

For example:

0 1 2 3 4 5 6
Not at all : Completely
confident confident

Remember, this questionnaire is not asking whether or not your have been doing these things, but rather
how confident you are that you can do them at present, despite the pain.

1. I can enjoy things, despite the pain
0 1 2 3 4 5 6
Not at all Completely
confident confident

2. I can do most of the household chores (e.g. tidying -up, washing dishes, etc.), despite the pain
0 1 2 3 4 5 6
Not at all Completely
confident confident

3. I can socialise with my friends or family members as often as I used to do, despite the pain.
0 1 2 3 4 S 6
Not at all Completely
confident confident

4. I can cope with my pain in most situations
0 1 2 3 4 5 6
Not at all Completely
confident confident

5. I can do some form of work, despite the pain. ("work" includes housework, pain and unpaid
work)
0 1 2 3 4 5 6
Not at all Completely
confident confident
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10.

I can still do many of the things I enjoy doing, such as hobbies or leisure activities, despite the

pain.

0 1 2 3 6

Not at all Completely

confident confident

I can cope with my pain without medication.

0 1 2 3 6

Not at all Completely

confident confident

I can still accomplish most of my goals in life, despite the pain

0 1 2 3 6

Not at all Completely

confident confident

I can live a normal lifestyle, despite the pain

0 1 2 3 6

Not at all Completely

confident confident

I can gradually become more active, despite the pain

0 1 2 3 6

Not at all Completely

confident confident
Page 10 Questionnaire continued over page



NAME:

DATE:

BECK INVENTORY

On this questionnaire are groups of statements. Please read each group of statements carefully, then pick out the one
statement in each group with best describe the way you have been feeling in the PAST WEEK, INCLUDING TODAY.
Circle the number beside the statement you picked. If several statements in the group seem to apply equally well, circle
each one.

Be sure to read all the statements in each group before making your choice.

1.

8'

90

10.
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I do not feel sad.

I feel sad.

I am sad all the time and I can’t snap our of it.
I am so sad or unhappy that I can’t stand it.

I am not particularly discouraged about the future.

I feel discouraged about the future.

I feel I have nothing to look forward to.

I feel that the future is hopeless and that things cannot improve.

I do not feel like a failure.

I feel I have failed more than the average person.

As I look back on my life, all I can see is a lot of failure.
I feel 1 am a complete failure as a person.

I get as much satisfaction out of things as I used to.
I don’t enjoy things the way I used to.

I don’t get real satisfaction out of anything anymore.
I am dissatisfied or bored with everything.

I don’t feel particularly guilty

I feel guilty a good part of the time.
1 feel quite guilty most of the time.
I feel guilty all the time.

I don’t feel I am being punished.
I feel I may be punished.

I expect to be punished.

I feel I am being punished.

I don’t feel disappointed in myself.
I am disappointed in myself

I am disgusted with myself

1 hate myself.

I don’t feel I am any worse than anybody else.

I am critical of myself for my weaknesses or mistakes.
I blame myself all the time for my faults.

I blame myself for everything bad that happens.

I don’t have any thoughts of killing myself.

I have thoughts of killing myself, but I would not carry them out.
I would like to kill myself.

I would kill myself if T had the chance,

I don’t cry anymore than usual
I cry more now than I used to.
I cry all the time now.

I used to be able to cry, but now I can’t cry even though I want to.

Questionnaire continued over page
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I am no more irritated than I ever am.

I get annoyed or irritated more easily than I used to.

I feel irritated all the time now.

I don’t get irritated at all by the things that used to irritate me.

I have not lost interest in other people.

I am less interested in other people than I used to be.
I have lost most of my interest in other people.

1 have lost all of my interest in other people.

I make decisions about as well as I ever could.

I put off making decisions more than I used to.

1 have greater difficultly in making decisions than before.
I can’t make decisions at afl anymore.

I don’t feel I look any worse than I used to.

I am worried that I am looking old or unattractive.

I feel that there are permanent changes in my appearance that make me look unattractive.
I believe that I look ugly.

I can work about as well as before.

It takes an extra effort to get started at doing something.
I have to push myself very hard to do anything.

I can’t do any work at all.

I can sleep as well as usual.

I don’t sleep as well as I used to.

I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
I wake up several hours earlier than I used to and cannot get back to sleep.

I don’t get more tired than usual.

I get tired more easily than I used to.

I get tired from doing almost anything.
I am too tired to do anything.

My appetite is no worse than usual.

My appetite is not as good as it used to be.
My appetite is much worse now.

I have no appetite at all anymore.

I haven’t lost much weight, if any lately.

I have lost more than 5 pounds. I am purposely trying to lose
1 have lost more than 10 pounds. weight by eating less.

1 have lost more then 15 pounds. Yes No

1 am no more worried about my health than usual.

I am worried about physical problems such as aches and pains; or upset stomach,;

or constipation.

I am very worried about physical problems and it’s hard to think of much else.

I am so worried about my physical problems that I cannot think about anything else.

I have not noticed any recent change in my interest in sex.
I am less interested in sex than I used to be.

I am much less interested in sex now.

I have lost interest in sex completely.

Questionnaire continued over page



PRSS

Name: Date:

Most of the time, we have an internal conversation with ourselves. We encourage ourselves, for
example, to do certain things, we blame ourselves if we have made a mistake, and we reward
ourselves for our accomplishments. When we are in pain, we also say certain things to ourselves that
are different from what we say when we are feeling good. Below, are listed typical thoughts of people
in pain. Please read each of the statements and then mark how often you have this thought when your
pain is severe. Please circle the appropriate number on the scale ranging from:

0 = almost never to 5 =almost always.

Almost Almost
Never Always

1. IfIstay calm and relaxed things will be better............. 0 1 2 3 4 5

2. Icannot stand this pain any longer........................... 0 1 2 3 4 5

3. Ican do something about my pain........................... 0 1 2 3 4 5

4. No matter what I do my pain doesn’t change............... 0 1 2 3 4 5

5. ImeedtorelaX.....oooiiivriiieineiiiiiiiiieiiiaiaaaaans 0 1 2 3 4 5

6. Pllmanage.........ccovvirviriiriiniiiiiieanieiianieaeeanns 0 1 2 3 4 5

7. Ineed to take some pain medication......................... 0 1 2 3 4 5

8. Iwillsoonbebetteragain..............ccocevvinnvivnnnnn... 0 1 2 3 4 5

9. Thiswillneverend...........c.oooiiiiiiiiiiiiiiiiiiinnne, 0 1 2 3 4 5

10. Iam a hopeless Case.......vvviviiiiiiiee i, 0 1 2 3 4 5

11. There are worse things than my pain........................ 0 1 2 3 4 5

12. Pl cope Withit.....coieiiiiiii e 0 1 2 3 4 5

13. When will it get worse again?..............ccvviveaeenn.. 0 1 2 3 4 5

14. This painiskillingme..........c.ocoviiiiiiiiiiiii i 0 1 2 3 4 5

15. Tcan’t 2O ON any MOTe.....c.cvviiiiiiiiriininieaeneiareannn 0 1 2 3 4 5

16. This pain is driving Mme Crazy...........cccoveievennvinninnnns 0 1 2 3 4 5

17. Distraction helps best.........cccvviiiiiiiiiiiiiie i, 0 | 2 3 4 5

18. Icanhelpmyself.........oooiiiiiiiiiiiii e, 0 1 2 3 4 5
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