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ABSTRACT

The major purpose ofthis randomized controlled trial was to examine the effect of

a low-cost, eommunity-based, nurse.c:lelivered, group psyehoeducation program entided

the Chronie Pain Self-Management Program (CPSMP) on a number ofpain-related and

other quality of life outeomes in those experieneing an idiopathie chronie non-malignant

pain problem. One hundred and ten individuals referred by community-based health care

professionals, a pain elinie service, or self-referral were randomly assigned to one of two

conditions: the 12-bour CPSMP intervention group or the 3-month wait-list control

group. One hundred and two individuals completed the study. Results of intention-to-treat

statistical analyses indicated that the treatment group had significant improvement or

strong positive trends ta improvement in~ dependeney, mental heal~ disability,

vitality, self-help mie behaviours and other role funetioning indicators, life satisfaction,

and in self-efficacy and resourcefulness compared to the wait-list control group.

An additional purpose of this study was to test the hypothesized relationships in

the Self-Help Model: Leamed Response to Chronie Illness Experience. Causal modeling

using path analyses tested the Model at two points in time: pretest and posttest. Overall,

the hypothesized pattern ofrelationships in the Self..Help Model were supported by the

data.
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ABSTRACT

Le but principal de cette étude aléatoire fut d'examiner l'impact d'un programme de

psycho-éducation de groupe, soit le Programme d'Auto-Gérance de la Douleur Chronique

cPAGDe), sur un nombre de facteurs reliés à la douleur et à la qualité de vie d'un groupe de

patients souffrant de douleur chronique idiopathique. Ce programme de psycho-éducation à coûts

minimes fut administré par l'infirmière dans un milieu communautaire. Cent dix patients référés

par des professionnels de la santé communautaire, une cliDique pour la douleur, ou par

eux-mêmes furent randomisés à un de deux groupes, soit: le grouPe d'intervention

PAGDC de douze heures et le groUPe contrôle en attente pour 3 mois. Cent deux individus

complétèrent l'étude. Les statistiques démontrent une amélioration significative ou une tendance

positive vers une amélioration de la douleur, de la dépendance, de la santé mentale, de

l'incapacité, de la vitalité, des comportements d'efforts personnels et de fonction de rôles, de

satisfaction de vie, d'efficacité personnelle et de comPétence à se procurer des ressources chez le

groupe expérimental comparé au groupe contrôle.

Un but secondaire de cette étude fut de tester les hypothèses de relation dans le modèle

"self-help": apprentissage de réponses à l'expérience de la maladie chronique. Le modèle fut testé

à deux périodes séparées: avant et après le programme. En général, les données soutiennent le

thème des relations hypothétiques du modèle.
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CHAPTER 1

Introduction and Statement of the Problem

Chronie illnesses DOW constitute the majority of health problems in North America

and in MOst ofthe world's industria1ized nations (Badura, 1991; Naegele.. 1992).

Although chronie illness is an umbrella term that encompasses a wide variety of long

lasting conditions, the consequences ofchronic illness with respect to functional status

and well being and the self-management skills necessary for suecessful adaptation appear

to he strikingly similar across diagnoses (Arp~ Fitch, Browne, & Corey, 1990; Cassileth

et al., 1984; Felton, Revenson, &. HiDrichsen, 1984; Pollack, Cbristi~& Sands, 1990).

Consequences ofchronic illness can range from those requiring relatively small

adjustments in lifestyle to what bave been described as catastrophic disabling

consequences, those that radically alter people's existence and accustomed way of life

including major disruption in vocational, family, and social roles and activities (Aiken &

Mechanic, 1986; Dimond, 1983; Mecbanic, 1977). The extent to whieh individuaJs are

able to manage and successfully cope with these consequences depends upon multiple

factors ranging aeross the biological, psychological, interpersonal, spiritual,

sociocultural, and economie spheres of life.

Chronie non-malignant pain (i.e., long lasting pain that is unrelated ta malignant

disease such as cancer or AlOS) is a disabling health problem that is receiving increased

attention from clinicians, researchers, and health care policy makers alike (lnstitute of

Medicine Committee on Pain (lOM), 1987; Turczyn & Drury, 1992). The reason for this

attention stems from the high prevalence ofchronic pain in the general population, its'

deleterious impact on quality of life, and the direct and indirect economic and social casts

that cao accompany this condition.

Background: Sçgpe and Impact o'Chronie Pain

Chronie pain is defined by Bonica (1990) as pain that '~istsa month beyond the

usual course ofan acute disease or reasonable time for an injury to heal, or pain that



•

•

2

recurs at intervals for months or years" (p. 180). The Subcommittee on Taxonomy of the

International Association for the Study ofPain (IASP) further simplified this definition

by stating that chronie pain is pain whicb persists past the normal rime ofbealing.

Although the lime frame that distinguishes acute from chronic pain is variable depending

on the nature ofthe original problem, chronic pain is defined MOst commonly as pain that

persists for 3 to 6 months (Mersky &, Bogduk, 1994).

Persistent pain may bave serious physical, behavioural, psychosocial, and economic

consequences for the aftlieted individual and his/her family as weil as baving an

enonnous impact on the health care system and on industry. Until relatively recently,

there were little epidemiological data that documented the size and sc0Pe of the chronic

pain problem in the community. However, several recent population-based surveys have

reported that from II% to 33% ofthe general population suffers from ehronie pain MOst

often loeated in the back, head, and joints (Crook, Rideout, &, Browne, 1984; Magni,

Caldieron, Rigatti-Luehini, &, Mersky, 1990; Magni, Marchetti, Moreschi, Merskey, &,

Luehini, 1993; Magni, Moreschi, Rigatti-Luchini, &, Mersky, 1994; Stembach, 1986).

While some will have pain as a result ofa reeognized disease process sueh as arthritis, an

estimated 64% will have pain of undefined or poorly understood pathology that is

frequently classified as idiopathie (Bonica, (990). Many museuloskeletal pains that

initially involved soft tissue and/or ligamental damage such as low back~ neck pain

or whiplash, etc. fall within this classification.

Regardless ofthe etiology of the pain, many pain sufferers are either partially or

totally disabled for Periods ofdays, weeks, or months and some PeI'Dlanently (Bonica,

1990). In the Nuprin Pain Report, the tirst American community-based national survey

on pain, all persans with pain rePOrted that at the veryl~ pain rnjnjrnized their quality

of life by interfering with their daily routines and by decreasing their ability to

coneentrate on their work and 10 enjoy leisure and family activities (Sternbach, 1986).

Recent Canadian data from the 1994-95 National Population Health Survey (NPHS)

indicated that 3.9 million Canadïans (17%) over the age of IS have ehronie pain and that

70% ofthem rated their usual pain intensity as moderate to severe (Millar, 1996). Sixty

eight percent of those with chronie pain reported pain-related limitation in their daily
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activities with the majority reporting ongoing sleep difficulties and mental distress

(Millar, 1996). For the most severely atTected, chronic pain caR lead to complete work

disability, can generate feelings ofdeep distress, hopelessness and despair, and can result

in tremendous disruption to individual and family functioning (Rowat, 1992; Stembach,

1989). As BoniC8 (1990) points out, it is seldom the underlying pathology that results in

disability but the consequences of living with pain on an on-going basis that prevents

people from carrying on with their lives.

The economic impact ofchronic pain to society as a whole is considerable and

continues to rise (lOM, 1987). Health services research indicates that chronie pain

complaints, particularly ofmusculoskeletal origin, are among the most frequent rcasons

for visits to doctors offices (Koc~ 1986; Schappert, 1994). For example, over 72 million

visits for chronic pain were made to office-based physicians practising in the United

States during the 2-year Period 1980-1981 (Koc~ 1986). Two-thirds of these visits were

to Medical specialists such as internists, general and orthopaedic surgeons, and

neurologists (Koch, 1986; Nelson, 1994; Woodwell, 1993). Looking at the MOst recent

American data on back symptoms alone, there is no evidence to suggest that the number

of visits for chronie pain are decreasing in that country (Schappert, 1994). In Canada, the

1994-95 NPHS found tbat those with moderate to severe chronic pain averaged between

10.1 to 12.9 doctor visits in the past year compared to 3.8 visits for those with no chronic

pain (MilIar, 1996).

In addition to frequeney ofcontact, chronic pain visits require more physician rime

per visit than any other type ofhealth problem. Koch (1986) reported that chronic pain

visils averaged 17 minutes which exceeded the Mean contact time found for office visits

for all other conditions. The increased need for counselling to educate Patients about

treatment and to help them cope with pain-related psychosocial, work and family

problems was cited as the primary reason for this extra contact time (Koch, 1986). In

addition to physician services, persans with chronic pain use a broad range ofother

community-based treatment services (Crook, Tunks, Rideou!, &, Browne, 1986) as weU

as costly hospital-based investigative and treatment services more frequently than do

those individuals experiencing acute or temporary pain (Aronoft: MeAlary, Witkower, &
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Berdell, 1988; Crook et al., 1984). Recently, Millar (1996) reported that Canadians with

moderate to severe chronic pain averaged 2.2 to 4 days in hospital in the previous year

compared to less than one day for those who experienced no chronic pain. Overall, this

high rate of health care utilization points to a group ofpatients who continue to seek help

for this very difficult problem in their lives.

Recent research reports have presented compelling evidence that psychosocial

variables rather than illness variables explain health service utilization and cost with

various chronic illness groups including chronie pain (Browne et al., 1993; Weir,

Browne, Tunks, Gafni, &. Roberts, 1992). In a Canadïan study of571 patients referred to

an outpatient chronie pain clinic, Weir and colleagues (1992) found that psychosocial

adjustment to chronie~ attitudes about one's health, and social support variables were

more important in detennining health cale utilization and cast than the nature or severity

ofthe chronie pain problem or level ofassociated disability. Total annual expenditure (in

Canadian dollars) on care and support for individuals who had POOr ta fair psychosocial

adjustment to their ehronie pain ranged from an average ofS9723 to S14744 per person

annually compared to 54212 for those who displayed good psychosocial adjustment

(Browne et al., (993). Ofadditional significance was that the prevalence ofpoor

adjustment in this chronie pain group was 55.7% which was high in comparison with

those attending other chrome illness clinics in the same hospital.

In the United States, the direct health care costs in 1986 attributed to chronie pain

were an estimated S40 billion, an expenditure just over 50% ofthe total cost ofchronie

pain to society (Bonies, 1990). The indirect cost ofchronic pain, most often measured as

potential productivity lost, was a1so substantial (Turczyn &; Drury, 1992). In the United

States, chronie pain is estimated to result in over 400 million days ofwork lost, a

tremendous cost to industry in terms ofwork productivity alone (Bonica, 1990). In

addition, WorJcer's Compensation payments for chronie pain disability resulting from job­

related injuries continue ta rise fur1her adding to the burden on industry (Andersson,

Pope, Frymoyer," Snook, 1991; Bombardier, Baldwin," Cool, 1985; Rossignol,

Suïssa, "Abenha;m, 1988; Wilkenson &'Carmen, 1995).

In Canada, the total economie burden of illness in 1993 was estimated at $157 billion
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(Moore, Mao, Zhang, & Clarke, 1997). Although chromc pain was not specifically

categorized, musculoskeletal diseases (which include arthritis and disorders of the back

and spine) and injuries, both ofwhich have pain as a major symptom, ranked second and

third overall with total costs ofS17.8 billion and $14.3 billion, respectively. Dnly

cardiovascular diseases cast more. Direct health cale costs incurred were small as

compared to the enormous indirect costs of these two disorders (musculoskeletal

disorders - $15.3 billion; injuries ... S11.2 billion). Musculoskeletal conditions had the

highest indirect costs ofall conditions and this category was the leading cause of long­

term disability in Canada,. accounting for over one third ofalliong-tenn disability costs

($13.5 billion). These figures are a significant change from the previous 1986 data where

musculoskeletal disorders had the third highest indirect cost after cardiovascular disease

and cancer (Health and Welfare Canada (HWC], (991). Whether this change is due to

improved clinical treatment for cardiovascular disease and cancer, to a significant

increase in the numbers ofpeople with musculoskeletal conditions, or to the new

statistical approaches used to measure lost Iifetime productivity is Dot clear. However,

what is clear is that pain-related conditions are costly to society as a whole and these

costs appear to he rising.

Although the modelling approach used to estimate lost lifetime productivity DOW

includes an estimate ofnon-labour force participation (Le., puts a monetary value on

activities such as housework and childcare) (Moore et al., 1997), these reeent Canadian

estimates of indirect costs of illness may still he conservative since they do not account

for the psychosocial costs to individuals and familles such as economic dependence,

social isolation, lost opportunities for promotion and education, and other unwanted

changes in life plans (Riec, Hodgson, & Kopstein, 1985). Considering the evidence that a

significant group ofchronie pain patients have a high rate ofpsychosocial dysfunction

compared to those with other kinds ofchronic illness (Biowne et al., 1993), these

unestimated costs May he high. In summary, examining the data that document

prevalence, disabling consequences and oost, it is not surprising that chronie pain is now

considered ta he a major public health problem (Bonica, 1990; rOM, 1987; James, Large,

Bushnell, & Wells, 1991; Nationallnstitute ofHealth. Consensus Development
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Conference [NIH], 1987; Turczyn & Drury, 1992).

Remonse to the Chronie Pain Problem

The response to the problem ofchronic pain bas been a marked increase in the

number of specialty clinies and programs for this population ofpatients (Bonic~ 1990;

HWC, 1990). This is particularly evident in the United States where there are an

estimated 1200 such programs (Bonica, 1990). In 1987, there were an estimated 40

chronic pain clinics in Canada, up from 6 in 1972 (Catchlove & Hoirch~ 1989).

Chronie pain clinics exist in many forms and range from those that are oriented

towards a single treatment modality such as nerve black clinies to those that provide a

comprehensive, multi-disciplinary, multi-modal approach to assessment and treatment for

a wide range ofchronic pain problems. The former approach is based on the medical

model ofcure while the latter is based on a rehabilitation/adaptation model ofcare, the

goal ofwhich is to optimize physical, psychological and social functioning despite pain

(Crook, Weir, & Tunks, 1989). Although bath the research and clinicalliteratures

strongly support a rehabilitation/adaptation model, there is evidence to suggest that

relatively few clinics have the resources necessary to deliver the full range of

comprehensive services to deal with the complex problem ofchronic pain.

A growing body ofevidence suggests that short-teon, educational programs (often

termed psychoeducation) that foster a sense ofh0Pe and resourcefulness by emphasizing

cognitive-behavioural coping strategies, problem solving, and skills training can he

beneficial in improving the day-to-day functioning and the quality of life ofthose living

with chronie pain (Basler, 1993; FIor, Fydrich, & Turk, 1992; Malone, Strube, & Seo~

1988; Philips, 1987; SPence, 1989; Thom, Williams, & Johnson, 1986; Turner &

Chapman, 1982; Turner &, Clancy, 1988; Williams et al., 1993). Such programs,

however, are usually available only through costly hospital-based, multi-disciplinary pain

clinics and are delivered by SPeCialist health Cafe professionals who have postgraduate

training in pain. Pain clinics ofthis kind are located in large metropolitan areas thus

making access difficult for those who live in smaller cities or rural areas ofthe country

(Weir et al., 1992). In addition, due to the nature ofthe referral process, specialized
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programs are often restricted to the most severely disabled group of chronic pain patients

who typically have suffered ftom chronic pain for at least three years and sometimes

decades (Crook et al., 1986; HWC, 1990; Weir et al., 1992). As weU, other fiscal factors

may further decrease the availability ofpain management programs to the broad range of

individuals with chronic pain since the health care system is onder tremendous pressure

to contain costs (Deber, Hastings, & Thompson, 1991; Vance, 1991). Thus, accessibility

and cost are issues ofconcem to chronic pain patients and to those who cale for them

(Weir et al., 1992).

Statement ofthe Problem

Given the prevalence ofchronic pain in the community, the cost to society, the

persona! suffering involved, and the limited availability of resources, there is a need to

test the efficacy ofa community-based intervention that bas the potential to he widely

disseminated, that can he accessed in the early phase ofchronic pain, and that can he

delivered reliably by generalist health care providers such as nurses and perhaps by lay

leaders who have chronic pain themselves (lOM, 1987). As Turfe, Rudy and Sorkin

(1993) have noted in referring to chronic pain interventions:

An intervention that can he widely disseminated even if it is only moderately
effective, may have greater impact on patient care than. a more effective treatment
approach that is more restrieted in terms ofnumber of patients that can he treated
(p. 13).

As an adjunct to biomedical or physical therapy, an affordable and accessible

community-based educational program based on a self-help philosophy (i.e., that

individuals are willing to leam more about and take responsibility for the daily

management of their chronic pain) may serve to enhance daily functioning and sense of

weIl being in individuals with varying levels ofchronic pain disability.

Purmses of the StucSy

Therefore, the main purpose ofthis study was to adapt an effective, standardized,

community-based education intervention initially developed for those with arthritis (i.e.,
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Arthritis Self-Management Program) (Lorig, 1986; Lorig & Gonzale~ 1992), and to test

the efficacy of this adapted program in thase suffering from various types of idiopathie

chronic pain conditions. This intervention, titled the Chronic Pain Self-Management

Program (CPSMP), is psychoeducational in nature, utilizes cognitive-behavioural

approaches frequently employed in the treatment ofchronie pain, and is based on the

belief that people are capable and willing to help themselves in the daily management of

their pain problem (Turk & Meichenbaum, 1994). In addition, the intervention includes

heaith promotion components addressing such üfestyle issues as nutrition, aerobie

exercise, and general stress management. The question this study sought to address was

whether an intervention with proven efficacy for those with arthritis would aIso he

effective for those with other types ofehronie pain. To evaluate the full impact ofthe

program, theory-guided measures ofprocess and outcome as weIl as a standardized,

norm-referenced, psychometrically strong instrument ofhealth-related quality of üfe were

utilized in this study.

In addition to evaluating the overall efficacy ofthe CPSMP, the study also examined

one theoretical explanation ofhow individuals respond to the experienee of living with

chronic pain and how participation in interventions that enhanee leaming such as the

CPSMP might alter that response. A middle-range nursing theory entitled The Self-Help

Model: Leamed Response to Chronie Illness Experience describes the dynamics ofa

leamed self-help response as opposed to a leamed helplessness or passive response to the

experience ofchronie illness (Braden, 1990b). Propositions derived from the theory have

been tested with American patient populations who have arthritis, systemic lupus

erythematosus, breast cancer, and HIV disease (Braden, 1990a, 1991b; Braden, Mishel, &

Longman, 1998; Braden, Mishel, Longman, &. Burns, 1990; Grimes &, Cole, 1996;

Longman, Braden, & Mishel, 1996). Scholars in the field ofnursing have identified the

importance ofrepeated testing and refinement ofnursing theories with different patient

populations under different conditions (Acton, Irvin, &, Hopkins, 1991).

Therefore, the second purpose ofthis study was to explore the explanations and

predictions tbat evolve from Braden's Self-Help Model in a sample of individuals with

chromc pain who reside in Newfoundland, Canada. The cultural, economie, and climatic
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differences ofNewfoundiand provided adynamie contrast to the previously studied

ehronie illness populations who have resided in the southem United States.

Summary

Chronie pain is now considered to he a major public health problem because of its

prevalence, its economic oost, and its negative impact on quality oflife for both the

individual and family. Despite a growing body ofevidence supporting the benefits of

psychoeducation programs for those with chronie pain, access to such programs remains

limited for the majority ofchronie pain sufferers due to the nature ofthe referral process,

geographic location, and cost and resource issues. The purpose ofthis study was to

evaluate the efficacy ofa community-based, low-cost, psychoeducation program for the

self-management ofchronie pain and to explore one theoretical explanation ofhow

individuals respond ta the chronie pain experience.

9
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CHAPTER2

Literature Review

This Iiterature review is divided into four sections. The first examines the theories

that have served as the underpinnings ofeducational approaches to the self-management

ofchronic conditions including chronie pain. These inelude bath behavioural and

cognitive theories ofleaming and behaviour change as wen as broad coneeptual

frameworks, specifically the Health BeliefModel and the PRECEDE Madel, that have

been frequently used in the design ofeducational interventioDS. The second section

examines the state ofknowledge regarding the effectiveness of educational interventions

for chromc illness in general and chronie pain in particular. This discussion is limited ta

compreheDSive meta-analytic reviews ofbroadly-based education interventions. The third

section reviews the recent clinical outeome studies that have tested the efficacy of the

Arthritis Self-Management Program (ASMP). The ASMP served as the prototype for the

Chronic Pain Self-Management Program (CPSMP) which was developed and tested in

this study. The final section ofthis chapter describes the Self-Help Model (8rade~

1990b, 1993b), the theoretical model that both guided this study and was explored in

terms of its' applicability to the broader chronic pain experience. The chapter concludes

with the research questions and hypotheses that were tested in this investigation.

Part 1: Theoretical Undeminninas ofEdvcational Intervention Strategies

for Chrome Illness includina Chronie Pain

The theoretical underpinnings ofhealth and patient education programs that aim to

enhance self-management include specifie theories as weU as broad frameworks from a

number ofdisciplines. Forpurposes ofthis review, two bodies ofliterature were

examined: (1) the experimental and cognitive psychology Iiterature pertaining to theories

of leaming and behaviour change; an~ (2) the health education and health promotion

literature that describes the use ofbroad frameworks to guide overall approaches to
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educational interventions. The intervention strategies that accompany each theory are aIso

brietly described particularly as they apply to chronic pain.

Throughout the history ofthe psychology of leaming, debate has been heated

regarding what is leamed, how leaming takes place, and the role ofmediating variables in

leaming and behaviour change. The major views in the psychologÎcalliterature May he

reduced to three broad conceptual positions: stimulus-response theories, cognitive

theories, and most recendy a reconciling and extension of these two positions to produce

a cognitive-behavioural theoretical perspective (Hollon &. Beek, 1994; Kazdin, 1978;

Krasner,199O).

Behavioural Theories and Interventions

Stimulus-response (S-R) theories are derived trom the behaviourism movement in

experimental psychology that began with John B. Watson (1879 - 1958) and was

extended by B.F. Skinner (Mahoney, 1974). The basic tenets ofbehaviourism include:

the primacy ofenvironmental influence on behaviour, the empirical study ofobservable

behaviour as the ooly method ofpsychological investigation, the rejection ofprivate

mental events as appropriate subjeet matter ofpsychology, and the avoidance of

cognitive-symbolic concepts as mediational or intervening variables between a stimulus

(8) and a response (R) (Hayes &, Hayes, 1992; KaMin, 1978; Wilson, 1995). Two

behaviouralleaming theories, classical or respondent conditioning theory and operant

conclitioning theory, are ofparticular importance bath historically and in their influence

on current educational and therapeutic programs for those with a variety ofclinical

problems. Both are examples ofstimulus-response leaming.

Classical conditionina. Classical conditioning was first reported by Ivan Pavlov

(1849 - 1936) who proposed that an organism bas a repertoire ofsimple reflexive

behaviours, often autonomically mediated, which Pavlov termed unconditioned

responses. CorreSPOndingly certain environmental stimuli, such as nociceptive stimuli or

very loud noises, which produee reflexive responses were termed unconditioned stimuli.

In laboratory experiments with dogs, Pavlov paired a neutral stimulus (a tone) with an

unconditioned stimulus (food) that produced an unconditioned response (salivation).

After repeated pairings ofthe neutral stimulus with the unconditioned stimulus, the
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neutral stimulus alone elicited the response. Thus, the previously neutral stimulus (the

tone) had become a conditioned stimulus through learning and was able to elicit the

conditioned salivation response in the dogs (Keefe & Lefebvre, 1994). For individuals

with pain-related movement for example, a neutral stimulus such as seeing a staircase

may acquire the ability to elicit anticipatory pain behaviours such as tensed body posture~

and facial and verbal expressions ofpain. Behaviourally-based techniques such as graded

exposure or systematic desensitization to the stimuli can weaken the connection between

the conditioned stimulus and the response (Scott, 1989).

Operant conditioninB. While classical conditioning refers to behaviours that occur in

response to an anlecedent stimulus, operant conditioning refers to behaviours that are

shaped by their envïronmenla/ consequences. Thus, a consequence tbat is favourable to

the individual (i.e., a positive reinforcer) is likely to increase the probability ofthe

behaviour being repeated. Similarly, a consequence that results in the removal or

withdrawal ofan aversive stimulus (i.e., negative reinforcer) atso increases the Iikelihood

ofthe behaviour being repeated. For example, a person with constant pain who finds

sitting or walking uncomfortahle is likely 10 find lying in bed very reinforcing ifpain is

significantly relieved by this action. Hence, reclining in bed is negatively reinforced. In

contrast, when behaviour leads to an aversive outcome or when behaviour leads ta

withdrawal ofa positive stimulus, the behaviour is less likely to he repeated. Once

established, however, operant responses become leamed patterns ofbehaviour and are

extremely persistent. Tbese patterns cao continue virtually indefinitelyas long as

reinforcing consequences occasionally accur (Fordyce, 1989).

Behayioura1 interventions. When applied to pain and other health-related conditions,

many educationally-based treatments that use operant behavioural conditioning

techniques have two goals: to decrease ''unhealthy'' or sick-role behaviours, and to

increase ''weIl'' bebaviours by modifying associated social and environmental reinforcers

(Fordyce, 1986; Turk & Rudy, 1990; Turner" Clancy, t988). ParticuIar strategies used

include:

• positive social reinforcement ofweil behaviours and ignoring illness-related or

negative bebaviours;
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• teaching family members appropriate reinforcement patterns;

• graded activity and exercise;

• relaxation training and biofeedback;

• self-monitoring oftarget well behaviours and establishing quota systems

• time-contingent behaviour (eg., MedicatiOn, smoking etc.).

Many health education programs that aim ta modify behaviour ta produce life-style

change use operant conditioning principles (Blanchard, 1994). Fordyce and colleagues

(1973, 1976) were the first to apply operant principles to the treatment ofchronie pain

and a growing body of literature bas documented significant improvement in measures of

subjective health status, psychosocial adjustment, and behavioural variables such as

physical activity, exercise tolerance, and retum to work for chronic pain patients

participating in behaviourally-oriented treatment programs (Beekman & Axtell, 1985;

Cassisi, Sypert, Salamon, & !Capel, 1989; Cinciripini & Floreen, 1982; Fordyce, Roberts,

& Stembach, 1985; Hazard et al. 1989; Keefe &, Gil, 1986; Linton, 1982; Malec, Cayner,

Harvey, &, Timming, 1981; Mayer et al., 1987; Nicholas, Wilson, & Goyen, 1991;

Roberts & Reinhardt, 1980; Roberts, Stembach, &, Polich, 1993; Turner &, Cbapman,

1982; Turner &, Clancy, 1988; Turner, Clancy, McQuade, &. Cardensas, 1990).

Cognitive Theories and Interventions

Mentalist tradition. At the same time that Watson, Skinner and others were guiding

psychology towards behaviourism and S-R leaming, theorists in the "mentalist" tradition

continued in their study ofthe psychology of inner experience. William James, who

esPOused the interdependence ofmind and body, and Freud and bis followers generated

many phenomenological and cognitive theories ofpersonality and psychotherapy, among

them neo-Freudian, Gestalt, humanist, Rogerian, and existential that addressed the

conscious and unconscious mental processes that influence human leaming and behaviour

(Mahoney &, Lyddon, 1988).

Cowition as me4iator. Many behaviourists began to be dissatisfied with the black

box psychology ofS-R leaming. Non-mediational accounts ofleaming could not

adequately explain the complexity encountered in experiments and therapeutic

interventions with bumans (Bandura, 1977b, 1996; Mahoney & Lyddon, 1988).
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Consequently, Many behaviourists began examining the utility ofcognitive processes

such as thinking, memory, perception, attention, complex motivational processes~ and

feeling states as Mediators of leaming and behaviour change (Bandura, 1995; Hollon &

Beek, 1994; Kazdin, 1978).

With increased theoretical interest in and scientific study of the role ofperceptual

processing variables, it became apparent that "naive realism" was functionally untenable

in human behaviour (Bandura, 1969; Mahoney, 1974). Humans do not passively observe

and respond to some "true reality out there" but respond instead to a mediated rendition

ofil, a perceived reality(Mahoney, 1974; Mahoney &, Lyddon, 1988). Cognitive theorists

hoId that individuals actively construct their own private reality by attending to selected

stimuli, and then process and transfonn those that are significant to them. Thus,

individuals have the ability to cognitively traDsform the meaning and impact ofstimuli in

any given situation which in tom affects emotional and behavioural reSPOnse to the

stimuli (Mahoney, 1993; Mishel, 1973). In contrast to traditional behaviourist

formulations ofhumans as essentially passive creatures whose behaviours cao he altered

by modifications to their extemal environment, cognitive theorists stressed that leaming

and behaviour are contingent on active process variables that Mediate an individual's

perception and interpretation ofthe environment (Hayes & Hayes, 1992; Kazdin, 1978;

Neimeyer, 1993; Scott, 1989).

Cognitive interventions. Over the past thirty years, there bas been a virtual explosion

of interest in cognitively...focussed interventions for a variety ofchronie disorders

including chronic pain (Hallon & Beek, 1994; Turner & Jensen, 1993). Cognitive

processes sueh as attention, attributions, appraisals, meaning, beliefs and values,

expectancies, and self-statements or self-talk are thought to have a major impact on

health· and illness...related behaviour and on health outcomes (Beek, 1993; Kendall, 1992;

Mahoney, 1993; Robins &, Hayes, 1993). In the area ofchronic pain, a growing body of

research bas demonstrated the important role that cognitive factors play in exacerbating

pain and suffering, in contributing ta disability, and in influencing psychosocial

adjustment (Brovvne et al., 1993; Craig, 1994; Dwyer, 1997; Jensen & Karoly, 1991,

1992; Jensen, Turner, & Romano, 1991, 1994; Jensen, Turner, Romano, &. Lawler, 1994;
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Tude, Meichenbaum, & Genest, 1983; Turner & Jensen, 1993; Weir, Browne, Tunks..

Gafni, & Roberts, 1996). The goal ofcognitive interventions is to change or modify

negative thoughts or dysfunctional attitudes both indirectly as a result of education

(Mahoney, 1978; Scandrett-Hibdon, 1992) and directIy through techniques such as

cognitive reframing (i.e., recognjzjng negative thoughts and generating more positive

cognitions), coping self-statements training and problem-solving techniques

(Meichenbaum, 1993).

Intemtion ofBehavioural and Cognitive Theories

Social Learn.ina l'beory. According to a number ofobservers (Blackburn, 1986;

Mahoney & Lyddon, 1988; Sco~ 1989; Tobin, ReYnolds, Holroyd, & Creer, 1986), it

was Albert Bandura's (1969, 1977b) discourse on socialleaming theory (SLT) that was

instrumental in first bridging the gap between the diametrically opposite poles of

traditional behaviourism and psychodynamic (cognitive) theories within a leaming and

behaviour change ftamework. By integratïng classical conditioning, operant conditioning,

and cognitive-symbolic variables into a single conceptual framewor~Bandura's SLT

offered a revolutionary conceptualization ofhuman change processes (Mahoney &

Lyddon, 1988). For example, Bandura's (1977b, 1978) concept of"reciprocal

determinism" was a pivotai departure from exclusive environmental determinism. In the

socialleaming view, people are neither driven by inner forces nor buffeted by

environmental stimuli. Rather, functioning is explained in terms ofa continuous

reciprocaI interaction among intra-persan factors, social and environmental determinants,

and behaviour which is itselfan interacting detenninant. Reinforcement is considered a

facilitative factor that influences motivation rather than a necessary condition for leaming

because factors other tban response consequences influence wbat people attend to,

appraise, and subsequendy respond to (Bandura, 1977a, 1996).

A1though Bandura underscored the role ofbehavioural techniques in effecting

behaviour change, he argued that a central process ofall such change occurs through a

common cognitive mechanism, peteeived self-efficacy (Bandura, 1977~ 1982; Bandura,

Adams, & Bcyer, 1977). Perceived self-efficacy refers to beliefs in one's capacities to

mobilize the motivation, cognitive resources, and courses ofaction needed to meet a
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particular situational demand (Band~ 1991). It acts as the fulcrum ofone's sense of

personal agency~ the ability to regulate the self~ and the ability to produce and regulate

specific events in one's life (Bandura, 1982). In socialleaming analysis~expectations of

personal efficacy stem from four sources of infonnation: mastery eXPeriences~exposure

to modelling influences (vicarious leaming), leaming to reinterpret physiological signs

and symptoms, and social persuasion (Bandura, 19778, 1996). In terms ofimpac~ self­

efficacy expectations will atTect wbat people choose to do, how much etTort they will

mobilize in a given endeavour~ how long they will persist in the face ofdifficulties and

setbacks, whether their thougbt patterns will hinder oraid the aetivity, and the amount of

stress and despondency they will experience in coping with environmental demands

(Bandura, 1991, 1996).

In summary, socialleaming theory is embedded in a theory ofhuman agency that

emphasizes the human capacity for self-directed behaviour change. Bandura bas proposed

that the self-efficacy mechanism is an impottant cognitive Mediator underlying

psychological and behaviour change. Integrative reviews ofthe research literature have

supported the significant influence ofperceived self-efficacy in health-promoting action

(Bandura, 1991; O'Leary, 1985; Schwarzer &. Fuchs~ 1995; Strecher, DeVellis~Becker, &

Rosenstocle, 1986) and additional research bas supported the mediating etTects of self­

efficacy beliefs in those with various chronic pain conditions (Benjamin, 1989;

Blanchard, 1987; Buckelewet al., 1996; Council, Ahem~ Follick, & Kline~ 1988; Dwyer,

1997; Jensen et al.~ 1991).

Cognjtive-Behayjoural Permective The latest addition to the theoretical perspectives

on human functioning is the cognitive-behavioural perspective. It is a blending of

behavioural conditioning theory~ psychodynamic and cognitive processing models, and

sociallearning theory (Novy, Nelson, Francis, " Turle, 1995). As described by Twk and

Meichenbaum (1994, p. 1338), this perspective is based on five central assumptions

arising from its parent theories and recent research:

1. Individuals are active processors of information and not passive reactors.
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2. Thoughts and other cognitive processes can elicit and influence moad, affect
physiological processes, have social consequences, and can a1so serve as an impetus
for behaviour. Conversely,m~ physiology, environmental factors and behaviour
can influence the nature and content ofthought processes.

3. Behaviour is reciprocally determined by bath the individual and socio--environmental
factors.

4. Individuals cao lcarn more adaptive ways ofthinking, feeling, and behaving.

5. Individuals need to be active collaborative agents in the process ofchange.

AIthough the cognitive-behavioural perspective was initially appüed to the treabDent of

psychologically-based disorders, it bas been utilized with a variety ofclinical health

problems that require self-management including chronic non-malignant pain (Holroyd &

Creer, 1986; Meichenbaum & Turk, 1987; Turk & Meichenba~ 1994). The cognitive­

behavioural perspective is entirely consistent both with Melzack and Wall's (1965) multi­

dimensional gate control theory ofpain that integrates the affective, behavioural,

cognitive, as weil as sensory mechanisms in pain perception and modulation and with

Melzack's (1993) more recent discussion oftheory related to an overarching integrated

chronic pain system (Novy et al., 1995). The rationale for applying cognitive-behavioural

treatment strategies to chronic pain problems is that learning new cognitive and

behavioural coping strategies in reSPODse to pain and stress cao enhance an individual's

sense ofcontrol or self-efficacy over pain and decrease negative emotions, thoughts, and

judgments related to pain and associated symptoms (Turner & Romano, 1990). This in

tum MaY reduce pain and distress and influence physical and psychosocial adjustment.

Cognitive-behavioural programs (frequently termed "pycboeducation" in the broader

health cafe literature) are characterized as being: interactive, collaborative, structured and

time limited, providing information and support, focussed on skills development, and

fostering a sense ofhope and resourcefulness (Bernier, 1992; Turk &, Meicbenbaum,

1994; Wals~ 1992). The specific "technology" or techniques used are varied and MaY

consist ofa combination ofstandard behavioural and cognitive techniques previously

described (e.g., cognitive reframing, coping skills training, relaxation, imagery, self talk,

goal setting, etc.) as weil as education about the pain cycle (inter..relationships among
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psychological stress, muscle tensioD, depression, fatigue and pain)., and strategies 10

improve communication (Keefe, Dunsmore, &. Bumett, 1992; National Institutes of

Health Technology Assessment Panel [NIH], 1995; Turner&. Romano, 1990).

Broad Frameworks for Health Education

In contrast to the theories outlined above that have guided treatment approaches to

specific clinical problems, the fields ofhealth and patient education have tended to use

broader conceptualizations 10 guide educational program development. No single theory

or conceptual framework dominates research or practice in health education today (Glanz,

Lewis, &. Rimer, 1997). However, two ofthe MOst frequently cited models, the Health

BeliefModel and the PRECEDE Model, will he brietly reviewed and critiqued (Glanz.,

Lewis, &. Rimer, 1990; Green &. Kreuter, 1991; Lorig, 1996; Streeher &. Rosenstock,

1997). These models are important to understand because they have guided the choice of

outcome variables that health education programs have traditionally measured.

Health BelierModel. Over the past four decades, one of the most influential and

widely used conceptual models applied to health and patient education programs bas been

the Health BeliefModel (HBM) (Janz &. Becker, 1984; Harrison, MuUen, &. Green,

1992). Developed and tested by a group ofsocial psychologists at the U.S. Public Health

Service, it was developed 10 understand and explain: (a) the widespread fallure of the

public to participate in low-eost screening programs for asymptomatic disease

(Rosenstock, 1974); (b) the poor rates ofpatient compliance with prescribed Medical

therapies (Becker et al., 1977); and (c) the range of individual patient responses to

symptoms (Kirscht, 1974). In sho~ the HBM was an attempt to better understand the

determinants ofvoluntary health-related action in bath disease prevention and illness and

symptom management (Becker et al.,1977; Strecher &. Rosenstock, 1997).

The HBM is based on a well-established body ofpsychological and behavioural

theory, most notably the work ofKurt Lewin, whose various conceptualizations

hypothesized that behaviour depends on: (a) The value placed by an individual on a

particular goal (e.g., avoidance ofillness), and (h) the individual's estimate ofthe

likelihood that a given behaviour (e.g., health-related action) will achieve that goal (e.g.,

avoid ilIness and its consequences) (Maiman &. Becker, 1974; Strecher &. Rosenstock,
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1997).

As originally conceive~ the Health BeliefModel proposed that generally individuals

will perform voluntary health...related activities ooly if they possess sufficient levels of

health motivation and knowledge, view themselves as potentially vulnerable ta the illness

conditio~ view the condition as having serious consequences and thus Perceive it as a

threat, are convinced that the intervention or the action will he effective, and see few

difficulties in undertaking the particular health-promoting actions (Becker et al., 1971).

In additio~ a eue to actio~ either internaI (e.g., symptoms) or extemal (e.g., advice, mass

media) must occur to trigger the appropriate health behaviour. It is further assumed that

diverse demographic, sociopsyehologjcal and structural variables affect an individual's

health motivation and PerCeptions but are not direct causes ofhealth-related action.

More than four decades ofresearch have provided substantial empirical support for

the dimensions in the HBM as important eontributors to the explanation of individual

health-related behaviours (Janz & Becker, 1984; Streeher & Rosenstoc~ 1997). Despite

this body ofevidence, a number ofcriticisms have been made against the validity or

predictive utility ofthe model (Gillespie, 1997; Harrison, Mullen, &, Green, 1992; Parcel,

Bartlett, &. Bruhn, 1986; Rosenstock, 1990). Pender (1982), Rosenstock (1974) and

others have pointed out that the HBM and its modified versions are based on the notion

ofvalue expectaney (i.e., health-related decisions are made in order to avoid negative

outcomes or personal threats such as illness or disability). However, it has been argued

that a threat-avoidance model cannot adequately explain health behaviours that are

directed towards more positive outcomes such as enhanced health and self actualization.

This bas led to the development ofmore health-oriented models such as the Health

Promotion Model (Pender, 1982) which empbasizes health promotion versus disease

avoidance motivational processes.

The inadequate application ofthe Health BeliefModel in health education programs

is another problematic issue (Hanison et al., 1992; Parcel et al., 1986). A1though there are

a number ofimportant construets in the HBM in addition to knowledge and attitudes,

most educational programs based on this model have emphasized knowledge acquisition,

attitude change and compliance 10 therapeutic regimes. There has been Iittle or no
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attention directed to what specific interventions caused changes in these variables or to

whether change in these variables had any significant impact on physical or psychosocial

health status (Parcel et al., 1986). In response ta this practice limitation ofthe HBM~

more robust behaviour change theories that include specific interventions that mediate

change (e.g., Bandurars Social Leaming Theory and Self-Efficacy Theory) have been

incorporated into the model (Rosenstoek, 1990; Rosenstock, Strecher, & Becker, 1988).

PRECEDE Model. In the past two decades, the PRECEDE Model bas become a

frequently used conceptual framework for health and patient education interventions

(Green & Kreuter, 1991; Lorig, 1992, 1996; Parcel et al., 1986). PRECEDE is an

acronym for predisposing, reinforcing, and enabling constructs in educational diagnosis

and evaluation and is characterized as an overarching diagnostic framework using theory

and techniques from four disciplines: epidemiology, social and behavioural sciences,

administratio~and education (Green, Kreuter, Deeds, & Partridge, 1980; Green &

Kreuter, 1991). The uniqueness ofthis framework is that it initially directs attention ta

broad quality of life outcomes rather tban to inputs. As Green and Kreuter (1991)

described il, the planning ofan education program correctIy begins at the outcome end.

Thus, the first step is identifying the desired outcomes one wishes the educational

program to achieve followed by consideration ofthe factors that are likely ta lead to the

desired outcome - that is, what must precede the outcome?

The PRECEDE framework bas been applied to numerous health education programs

with a focus on self-management ofchronic illness (Fisher et al., 1996;F~ Gerber,

Smith, Fisher, & Shu1man, 1987; Mann, 1989; Opdycke, Ascione, Shimp, &. Rosen,

1992; Parcel et al., 1986; van Veenendaa1, Grinspun, & Adriaanse, 1996). The strength of

the modellies in its direction regarding planning and evaluation ofhealth education

programs and its emphasis on outcomes. Renee, outcomes ofeducational interventions

have shifted from measuring not ooly knowledge, attitudes and compliance but also to

evaluating intended health status outcomes.

The PRECEDE model does not specify the particular strategies to guide

interventions. Rather, designers ofeducational interventions using the PRECEDE model

decide which health-related theories and concepts are best suited ta meet the health
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outcomes specific to the target population (Green & Kreuter, 1991; Parcel et al... 1986).

Authors have suggested that the HBM would he most useful within a planning model like

PRECEDE with the addition of robust behaviour change theories that guide the choice of

specific interventions to facilitate change (e.g., Bandura's Theory ofSelf-Efficacy, and

other cognitive-bebavioural approacbes) (Mullen, Hersey, & Iverson, 1987; Gillespie,

1997). This integration ofmodels is being applied with more eonsistency in health

education programs (Lorig, 1996).

Part JI: EfIectivçpess ofEducational Interventions

for Chrome Illness and Chronie Pain - Meta-Analytic Reviews

The important role that self-care and self-management approaehes play in maintaining

and improving the hea1th and weIl being ofthose with chronie illness bas spurred the

development and investigation ofeducationally-based interventions. Research evaluating

the full impact ofeducational approaches for those with chronic illness bas moved

beyond the assessment of knowledge, beliefs and attitudes alone, to include important

health-related outcomes such as psychosocial adjustment, health status and quality of life

as well as the variables that May Mediate positive change in these outeomes. Researchers

have aIso been interested in discovering answers to such questions as: what combination

of techniques and strategies, for whom, at what point in time, in what settings, and for

how long?

The number of studies evaluating the impaet ofpatient education for those with

chronie illness bas grown rapidly and the publication rate bas increased geometrically

since the 1970's (Mullen &, Green, 1990). These research studies, published in a wide

collection of behavioural and health sciences joumals, have varied in educational and

other intervention methods, patient populations, practitioners, settings, research methods,

and criteria for success. As a result, analyses and comparisons ofstudy results have

proven to he a challenge to schalars in the field (Mullen &, Green, 1990; Redman, (997).

In an effort to synthesize this large body of work, there bas been an increasing number of

integrative reviews ofthe literature. Redman (1997), for example, cited 4S major reviews

of the patient education literature. Although narrative reviews are still published, an
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ïncreasing number ofcomprehensive reviews ofeducation intervention studies have used

a statistical technique known as meta-analysis to compare outcomes across studies.

Statistical techniques ofmeta-analysis date back to 1916 with Fisher's early

descriptions, and subsequendy have been refined and further developed by Glass and

colleagues (Glass, McGaw, &, Smith, 1981). Meta-analysis bas made it possible to

systematically review and quantitatively integrate results from experimental and quasi­

experimental studies in a field of interest. The advantage ofmeta-analysis is that each test

ofa dependent variable yields an estimate ofthe effect size (ES) which can he readily

interpreted as the change in standard deviation units attri'butabIe to the experimentai

intervention. Thus, a common metric is established tbat estimates the strength as weIl as

the reliability ofa change which can then he compared across studies (Posavac, Sinacore,

Brotherton, Helford, &, Turpin, 1985). Cohen (1977, 1988) bas interpreted effect sizes as

follows: ES = 0.2 represents a small change; ES = 0.5 represents a moderate change; and,

ES = 0.8 represents a large change. Although certain controversies still surround meta­

analysis, recently it bas gained recognition in the scientific community as a way of

avoiding the biases ofthe traditional nanative review particularly when evaluating the

efficacy ofhealth care interventions and in overcoming methodological tlaws such as

small sample size (Conn, 1997; Jenicek, 1989; Mann, 1990).

Because ofthe large and diverse literature in the field of health education and chronic

illness, this section of the literature review is limited to the appropriate and recent

comprehensive meta-analytic reviews in the field. Mullen, Green and Persinger (1985)

have suggested that studies ofeducational approaches for those with chronic illness cao

be broad1y classified ioto first and second generation studies. Because comprehensive

reviews have tended to fall within this classification, this taxonomy will he used here.

First Generation Studies

Mostly published before 1980, first generation studies ofeducation for those with

chronic illness were greatly intluenced by the social psychological research on attitude

change, fear arousal, and infonnation processing paradigms that had informed the Health

BeliefModel (parcel et al., 1986). Commonly, these studies tested a single educational

approach rather than a combination ofstrategies and the educational quality ofthe
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interventions was low. The major dependent variable measured in most studies was

adherence to Medical regimens with knowledge and attitude change as the principle

intermediate outcomes (Mullen et al., 1985).

Five comprehensive reviews ofclinical trials ofthe early patient education literature

were found. One review was narrative in style but it had used an ad hoc rating system

with three independent raters to evaluate the clinical significance ofresults (Haynes,

1976). The other four reviews used meta-analytic techniques to determine the effect size

of the educational intervention (Mazzuca, 1982; Mullen et al., 1985; Posavac, 1980;

Posavae et al., 1985). Although there was some small overlap, well over 200 research

reports published from 1950 to 1984 were reviewed in these papers. Study samples

represented adult populations with mixed chronic illness conditions most often

hypertension, diabetes, mental problems, asthm~ and cardiovascular disease. Study

designs included those that were experimental with randomization, quasi-experimental

with a control or comparison group, and one group pretest-posttest designs. The major

question these reviews 50ugbt to answer was: What was the average effect ofpatient

education for chronie illness across studies on the foUowing outcomes: adherence to

theraPeutie or preventive regimens, and on knowledge and attitudes? Reviews aIso

reported on other physiologic, psychologic (mood and anxiety) and other outcomes

(1ength ofhospital stay, readmission rates). However, in general, there were too few

studies measuring these outeomes to draw firm conclusions regarding change as a result

of an education intervention.

ln addition, all but one ofthe reviews (posavac, 1980) investigated the differentiai

impact on outcomes ofvarious types ofeducational approaches. Two reviews (Haynes,

1976; Mazzuc~ 1982) classified educational approaches into 3 broad groups:

educationalldidactic, behavioural, or mixed approaches. A pure didactic approach, MOst

commonly defined as the transmission of information about the disease and its treatment,

was very common in the 1960's (Mullen &. Green, 1990). Behavioural methods were

described as drawing on the patients unique circumstances including their own regimen

and routine as part ofthe content, as weil as using techniques such as cuing or

reinforcement. Mixed approaches included Patient education programs that used a blend
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ofdidactic and behavioural methods.

Two reviews used a broader classification system to evaluate education content and

process. In their review of5S papers, Posavac and colleagues (1985) evaluated both type

of intervention (e.g., didactic, behavioural, environmental, encouraging social suppo~

etc.) as well as mode ofde/ivery (e.g., one-to-one contact, group classes, written material~

AV material, etc.). The meta-analysis by Mullen and coUeagues (1985), the most

comprehensive ofthe 5 reviews en = 70 studies), took this a step further and classified

educational interventions on the basis ofeducational quality as weil as mode ofdelivery.

Educational quality was evaluated, not on the basis ofbroad groupings as had previously

been done, but on adherence to seven edueational principles: consonance (degree of fit

between the program and the program objectives), relevance, individualizatio~feedback,

reinforcement, facilitation by use ofappropriate written or other materials, and whether

the program provided multiple or alternative learning experiences rather than a single

approach (Mullen et al., 1985). Each intervention was given an educational quality score

based on a rating scheme by Neufeld (1976).

Across the five reviews, the reported range ofpooled Mean effeet sizes and when

available their standard deviation (s.d.) or standard enor (s.em.) are as follows:

compliance or adherence to medical regimes ranged from 0.37 (s.d = 0.06) to 1.08;

knowledge ranged from 0.73 (s.d.= 0.12) to 1.13 (s.d.= 0.15); other therapeutic change

(psychological and physical variables) ranged from 0.17 to O.SO; and, decreases in health

care utilization were 0.20 (s.e.m.= 0.06). Because ofthe poor methodological quality of

Many ofthese carly studies, however, these results (particularly those reporting moderate

to high effect sizes) need to he interpreted with caution. Studies consistently reported that

behaviourally-oriented or combined behaviouralldidactic interventions produced

significantly larger effect sizes than straight didactic approaches alone (Bernier, 1992;

Haynes, 1976; Mullen et al., 1985; Posavac et al., 1985) and that individual or group

delivery were equally effective (Mullen et al., 1985). In addition, Mullen and colleagues

(1985) found that the educational quality score (particularly ratings of individualization,

feedhack and reinforcement) was the most POwerful predictor ofeffect size.
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Second Generation Studies

In contrast to first generation studies9 research reports ofeducationai interventions

condueted after 1980 were more Iikely to test combinations ofeducational strategies, to

demonstrate better adherence to educational principles9 and to examine more

sophisticated questions sueh as timing ofinterventions and the differential impact of

particular treatment approaches. In additio~although this was not always explicitly

stated9 many ofthese studies retlected the change in theoretical position from the

knowledge/attitudes paradigm ofthe Health BeliefModel to socialleaming theory and

broader cognitive-behavioural perspectives (Simons-Morto~Mullen9 Mains9 Tabak, &

Green, 1992). Hence9 dependent variables in these later studies were more apt to include

reliable and valid measures ofphysicai and psychological health status and weIl being,

rather than just compliance and knowledge. This parallelled the shift in the broader health

care literature to consider quality oflife indicators as important outcomes ofaIl health­

related interventions (Stewart et al., 1989).

Chronic disease education. By the late-1980's, ample numbers ofeducational

intervention studies had been published to generate meta-analytie reviews for five

specifie chronie diseases. Meta-analytic reviews that ineluded studies from 1954 to 1994

(with most published after 1980) were found for cardiac patient education (n = 28 studies)

(Mullen, Mains, &. Velez, 1992), diabetic patient education (Il = 82 and 93 studies)

(Brown, 19909 1992; Padgett, Mumfor~Hynes &. Carter9 1988), psychoeducation for

hypertension (Il = 102 studies) (Devine & Reifschneider, 1995), cancer en = 116 studies)

(Devine & Westlake9 1995), and chronie obstructive pulmonary disease en = 65 studies)

(Devine & Pearcy, 1996). These studies included a wide variety of interventions which,

depending on the disease, included: straight didactic teaching (e.g.9 disease and dietary

information), bebavioural interventions (e.g., exercise pro8r8JDS, relaxation techniques,

technical skills training, ete.), psychosocial support and counselling, mixed cognitive­

behavioural approaches (relaxation, desensitization, cognitive reftaming, problem solving

training, etc.) and combinations ofail these strategies. The majority of interventions for

all chronie disease groups were behavioural and/or cognitively-oriented versus straight

didactic. AIl the meta-analytic reviews concluded that psychoeducation had a
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demonstrable, significant impact on outcomes. Small to moderate effect size estimates

were reported for self-care behaviours (ES = 0.17 to 0.57), psychological health (ES =

0.27 to 0.58), physicallfunctional health status (ES = 0.24 to 0.63), and management of

problematic symptoms (ES = 0.34 ta 0.71). Moderate ta large effect sizes were reported

for knowledge (ES = 0.49 ta 1.0S). Although there was an overall improvement in

methodology in this second generation group ofstudies (eg., larger sample sizes, more

use ofexperimental studies with randomization, quasi.experimental studies with

comparison groups, etc.), a number ofauthors identified the overall quality ofstudy

designs to he a continuing weakness ofmany edueationally-based intervention research

studies (Devine & Pearcy, 1996; Devine &, Reifschneider, 1995; FIor, Fydrich, & Turk,

1992; Malone, Strube, & Sco~ 1988; Mullen & Green, 1990; Mullen, Laville, Biddle,

& Lorig, 1987). Hence, efIect size results reported in these studies may he inflated

estimates.

As noted in the fi.rst generation studies, mode or type ofcommunication channel did

not influence outcome, but adherence to educational principles did. In the reviews that

rated educational quality, the higher the quality rating, the larger the effect (Brown, 1992;

Mullen et al., 1992). Interestingly, neither the numher ofeducation contacts nor total

contact hours intluenced outcome suggesting that it was not the lolal amounl oflime

spent in an education program Pel' se but how il was spent that made the difIerence

(Brown, 1992; Mullen et al., 1992). The meta-analyses ofthe cancer and hypertension

studies reported that 40% to 690/'0 ofthe studies lacked specific information about the

intervention approaches with no reporting ofthe frequency ofadministration or duration

ofthe intervention which MaY explain why edueational quality ratings were not reported

for these sets ofstudies (Devine & Reifschneider, 1995; Devine & Westlake, 1995).

Chronie pain pSYChoeducation. Three meta.analytic studies of interventions for those

suffering from a chronic pain problem have been published. In a review of 15 controUed,

experimental trials ofpsychoeducational interventions for those with arthritis published

from 1982 to 1986, Mullen, Laville et al. (1981) reported modest improvements in pain

(ES = 0.21, s.d.= 0.06), depression (ES = 0.28, s.d.= 0.01) and disability (ES = 0.13, s.d.=

0.06). Although small, the effect sizes for pain and depression were noted to he in the
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same direction and magnitude in all 15 studies reviewed. In explaining the very low rate

of improvement in disability~ the authors noted that measures ofdisability varied across

studies't were too broad~ and were conceptually poor. In comparing these results to a

series ofseven studies ofnon-steroidal anti-intlammatory drugs (Nsaids) and arthritic

pain, Mulle~ Laville and colleagues concluded that the effect size estimates could he

interpreted as the increment in pain reduction obtained by adding a psychoeducation

intervention to Nsaids.

Malone~ Stnlb and Scogin (1988) reviewed 109 studies that evaluated the outcome of

various non-medical treatments for chronie pain ofvarious etiologies. Eighty-seven

percent ofthese studies <n = 95) were published between 1975 and 1984. The treatments

included a wide range ofapproaches including: behavioural interventions such as operant

conditioning~ biofeedback, and relaxation training; cognitive interventions including

hypnosis and autogenie training; physical interventions such as trans-electrical nerve

stimulation (TENS); an~ "package" or combinations of interventions. Chronic pain

sufferers in these studies included those with back and neckp~ joint pain, dentalp~

headache~ and phantom pain.

Of the 109 studies reviewe~ ooly 48 experimental and quasi-experimental studies

provided enough data to estimate effeet sizes. Moderate to very high Mean effect sizes as

a function oftype oftreatment were rePOrted. For example, Mean effect size and standard

deviation for behavioural interventions ranged from 0.55 (± 0.09) to 0.95 (± 1.16);

cognitive interventions ranged from 0.76 (± 0.31) to 2.74 (± 1.95); and, "package"

treatments were 1.33 (± 1.59). When exarniniog specific outcome measures~ results

indicated that those receiving a chrome pain intervention compared to no treatment

controls demonstrated improvement in activity level (1.48 ± 1.86), subjective symptoms

(1.12 ± 0.40), mood (1.91 ± 0.92), Medication intake (1.21 ± 1.88), and pain intensity

(0.75 ± LOS).

In reviewing the results, Malone and colleagues (1988) found that aU treatment

approaches produced about the same level of improvement despite differences in types of

pain treated, dePendent measures use~ inpatient or outpatient status, or other patient

characteristics. They suggested that treatment effectiveness was likely attributable to
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features that all treatments have in common such as contact with an empathie

professional, installation ofhope, and reduction of fear and depression. These eomments

are interesting in Iight ofBandura's (l977b, 1982) hypothesis that self-efficacy is the

eommon underlying mechanism that influences efficacy oftreatment.

Turk and Holzman (1986) have supported these ideas. In reviewing the MOst eommon

psychosocial interventions employed with chronie pain patients, they concluded that there

was a set of features that appeared to underlie eaeh ofthem. These included:

(1) fostering optimism. and combating patient demoralization, (2) individualizing

treatment, (3) active patient participation and responsibility, (4) skills acquisitio~

(5) fostering self-efficacy, and (6) self-attribution ofimprovement. These features are

somewhat anaIogous to the established educational principles previously described

(Mullen & Green, 1990; Mullen et al., 1985; Neufeld, 1976). In other words,

interventions based on educational principles that enhance these six features are likely to

he effective, regardless ofthe specifie techniques taught.

The MOst recent meta-analytic review included 6S quasi-eXPerimental and

experimental studies that evaluated multi-disciplinary treatment rather than single

treatment modalities for chronic pain (FIor, Fydrich, & Turk, 1992). Studies contained in

the review were published from 1973 to 1989. Multi-disciplinary treatment approaches

included psychoeducational interventions (e.g., cognitive and behavioural modalities),

standard Medical therapy, and physicaVoccupational therapy. The average duration of

these inpatient en = 32), outpatient (n = 19), and combined inpatient-outpatient en = 14)

programs was 7 weeks. Contact hours ranged from a low of4 hours to a high of264

hours. More than 500/'0 ofsubjects suffered from chromc low back pain, and the remainder

had mixed chronic pains. A total of3089 subjects were included in these studies with an

average of61 subjects per study.

Fior and colleagues (1992) caleulated two overall effect sizes: those that reflect the

short term overall impact ofthe program (based on measures taken less than 6 months

after program completion) and those that reflect long term overaIl impact (measured

greater than 6 months after program completion). Short term effect size and standard

deviation was 0.62 (± 0.47) while long term effect size was 0.81 (± 0.66). Therefore, at
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long term follow-up, chronie pain patients who completed multi-disciplinary treatment

demonstrated at least twice the change reported by either the no treatment control!

comparison groups or by groups that received single modality treatment alone (e.g.,

physical therapy or standard Medical care).

Effect sizes were also calculated for specific outcome measures in the treatment

groups compared to controllcomparison groups. Resolts on outcome measures were

(effect size ± standard deviation): pain (0.70 ± 0.66), mood/depression (0.63 ± 0.33),

behaviour which included activity level, return to wode, health care utilization (0.65 ±

0.70), and interference with life roles (1.10 ± 0.67).

In reviewing variables that might influence treatment outcome, the authors noted that

neither patient charaeteristics such as litigation and comPensation status nor program

characteristics such as length ofthe treatment were significantly associated with effect

size. However, they did note that studies using non-random control/comparison groups

yielded higher effect sizes. Because the majority ofstudies in the review were conducted

without appropriate random control groups, the authors suggested that these moderate to

large effect sizes were inflated estimates and should he interpreted in light ofthis

limitation. Overall, however, Fior and colleagues concluded that the results ofthe meta­

analysis provided support for the efficacy ofmulti-disciplinary approaches to the

treatment ofchronie pain over single modality Medical or physical treatment approaches.

In support ofthese conclusions, the recent report ofthe National Institutes ofHealth

Technology Assessment Panel (1995) round that there was enough rigorous research to

conclude that relaxation and cognitive-behavioural techniques were effieacious in the

treatment ofchronie pain, however, the data were not suffieient to conelude that one

technique was usually more effective than another for a given condition.

Summarv of the Literature: First and Second Generation Studies

Within the limitations of the meta-analytie reviews ofboth first and second

generation studies, evidence supports the following generalizations about educational

treatment approaches for chronic illness including chronie pain:

1. Overall, educational interventions have a demonstrable impact on knowledge,

attitudes and measures ofhealth and weU being.
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2. Therapeutic regimes that are complex, of long duration, and require a high degree of

behaviour change have greater levels of non-compliance.

3. For most chronic illness conditions, cognitive and hehaviourally~riented

interventions that are designed: (a) to belp individuals cope with bath the physical and

psychosocial impact oftheir illness, and (b) to address their unique self-management

needs are more likely to he effective than single modality treatments such as straight

didactic teaching or medica1lphysical interventions aJone.

4. Regardless of mode ofdelivery or program length, educational interventions that

adhere to educational principles, particularly individualizatio~feedhack and

reinforcement, are more Iikely to produce the greatest change.

S. The cumulative evidence suggests that the dmability ofcognitive and behavioural

change depends on the degree ofactive rather than passive participation ofthe

leamer.

6. There is evidence tbat an underlying mechanism(s) common to ail educationally­

based treatments (whetber they he cognitive, behavioural, supportive or physically­

based) may he the important "active" ingredient in determining improvement. This

active ingredient bas not yet been determined but May he a mediating process such as

self-efficacy.

Part m: Literature Review ofthe Arthritis Self-Management Proamun

Given tbat the overall purpose ofthis study was to test the efficacy ofa community­

based intervention for those witb chronic pain, a comprehensive search ofthe pain-related

literature was undertaken to locate whetber such a program already existed. Altbough no

description ofa community-based chronic pain program was located, a series ofstudies

were found that reported the success ofa lowoost, oommunity-based program for the

self-management ofarthritis (Lenker, Lorig, & Gallagher, 1984; Lorig & Gonzalez, 1992;

Lorig & Holman, 1989, 1993; Lorig, Chastain, Ung, Shoor, & Holman, 1989; Long,

Luheck, Kraines, Selemick," Holman, 1985; Lorig, Mazonson, &, Holman, 1993). The

Artbritis Self-Management Program (ASMP), developed by Kate Lorig, R.N., Dr.P.H. at

the Stanford University Patient Education Research Center with funding from the
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National Institutes ofHealth (Lorig, 1986), warranted in-depth exarnjnation for the

following reasons: (a) the strong theoretical underpinnings ofthe ASMP which were

consistent with other cognitive-behavioural programs for those with chronic pain; (b) the

high educational quality ofthe ASMP as demonstrated by its adherence to established

educational principles especially reinforcement, individnalintion, and feedhack; (c) and~

the rigorous methodology ofthe ASMP outcome studies that consistently demonstrated

positive outcomes, not only in knowledge and behaviour, but also in quality of life

variables (pain, disability and depression) and health care costs.

Theoretical UndqpinninKs

In tenns oftheoretical underpinnings, the ASMP bas evolved since 1978 from a

program that was loosely developed within a PRECEDE-lîke framework and which

according to Lorig and Gonzalez (1992) was built with "bits and pieces taken from

theory, accepted practice, and good intentions" (p. 356) into one that became firmly

grounded in Bandura's (1977a, 1977b, 1982) Social Leaming Theory (SLT). The

transition from a psychoeducation program with a weak conceptual base to a highly

developed theoretical foundation was the result ofunexpected research findings. The

early clinical trials ofthe ASMP, with more than 300 subjects, showed significant

improvement in knowledge, pain, disability, and behaviours for the treatment group

compared to wait-list contrais (Lorig, Seleznick, et al., 1989). The mechanism through

which the ASMP affected health status was hypothesized to be directly linked to changes

in behaviour. However, when this hypothesis was tested, measures ofassociation between

health status outcomes and behaviour change were weak fi =0.10 to 0.14) (Lorig,

Selemick, et al., 1989).

This unexpected lack ofassociation led Long and colleagues to conduct a grounded

theory study to investigate attribution ofimprovement by program participants (Lenker et

al., 1984; Lorig &, Holman, 1993). In general, individuais who demonstrated significant

improvement in health status outcomes attributed this to a feeling ofincreased persona!

control over the symptoms oftheir disease, not because they were exercising, relaxing or

practising pain management techniques more often (Lorig &, Holman, 1993). Based on

Bandura's SLT (1977~ 1986), Lorig operationalized this sense ofcontrol as perceived
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self-efficacy (Lorig & Gonzalez, 1992). The ASMP was tùlly revised in 1989 to reflect

this broader conceptual base including the integration ofstrategies known to enhance

self-efficacy (skills mastery!t modellingt reinterpreting symptoms and changing beliefst

and social persuasion). Lorig and colleagues have reponed that clinical trials of the

efficacy-enhanced ASMP have produced greater improvement in health status in

treatment subjects than the original program and that these improvements were

significantly correlated to higher levels ofself-efficacy CI =0.45) but were independent of

the specific behaviours taught in the program (r = 0.16) (Lorig & Gonzalez, 1992; Lorig

et al., 1993). Rence, research evidence supports the ro[e ofself-efficacy as a Mediator of

health status outcomes.

In addition ta its socialleaming foundation, the ASMP is also based on a cognitive­

behavioural perspective similar to that articulated by Turk and Meichenbaum (1994),

namely that individuals are intelligent and capable of learning new ways to manage

problems through cognitive and behavioural strategies and that through active

participation, individuals leam what works best for them (Lorig &. Gonzalez, 1992; Lorig,

La~ & Gines, 1984). Two other cognitive·behavioural theories have aIso guided

aspects ofthe process and content ofthe ASMP. Lazarus and Folkman's (1984) Theory

of Stress and Coping underscored the imponance ofprimary and secondary appraisal and

of including both cognitive and behavioural coping strategies into the program; use of

Seligman's (1975) l'beory ofLeamed Relplessness led to the incorporation ofrealistic

goal setting as an important leaming activity that serves to increase feelings ofcontrol

over the environment (Lorig, 1996; Lorig et al., 1984).

ASMP Promrn Description and Adherence ta Educational Princjples

The ASMP is a psychoeducation program of 12 hours in length (2 hours per week for

6 weeks) designed for group presentation. The course is Dot prescriptive but rather

facilitates individual exploration ofa broad range ofapproaches to self-management sa

that participants can Ieam what works best forthem. The course includes: (a) discussion

ofa number of issues that are relevant to arthritis including self·help/self·management

principles, problem solving principles, appropriate exercise, titness and nutrition,

Medications for arthritis (including a discussion ofthe broad classifications ofdrugs for
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pain), how to safely choose non-traditional treatments; (b) weekly practice ofvarious

cognitive-behavioural approaches to pain management (e.g., relaxatio~ imagery..

distraction); (c) teaching cognitive strategies to deal with emotions and feelings of

depression (e.g., encouragjng positive selftalk, decreasing negative self talk, cognitive

reframing); (d) improving communication skiUs with family and others; (e) teaching

other behavioural strategies such as individual realistic goal seuing, weeldy contracting ta

meet individual goals, and weekly feedback and reinforcement ofgoal attainment. The

course is designed to maximiu group discussion and group problem solving, and to

provide opportunities for the practice ofdifferent self..management techniques.

Consequently, didactic presentation is kept to a minimum and the process components are

emphasized. In additio~ social support is provided by means ofa buddy system.

Supplementary reading materia! is provided to all particiPants (Lorig & Fries, 1990,

(995). This program is ofhigh educational quality since it consistently applies strategies

that incorporate the tive educational principles ofrelevance, reinforcement, feedback,

individualization, and facilitation.

ASMP Intervention Studies.

Four randomized controUed trials (including one that used a Solomon 4-group design)

and one trial using a non-random comparison group have evaluated the impact ofthe

ASMP since 1981. These studies have measured change in specific outcomes such as

knowledge, behaviour, health status (specificallyp~ depression and disability), and

health care utilization and associated health care costs up to 4 years post-intervention. In

the randomized studies, individuals with arthritis were randomly assigned to take the

course immediately, or to become \\<ëlit-listed controls and were offered the course 4 or 8

months later. Therefore, although not ideal, long-term foUow-up studies have been

limited to within-group comparisons (pre versus PQst-treatment scores) or between-group

comparisons with a non-randomized, no treatment comparison group.

Lorig and Holman (1993) have summarized the results from all the ASMP studies and

have suggested that the evidence supports the following conclusions:

1. The ASMP bas been shown to improve knowledge, behaviours, self-efficacy, and

aspects ofhealth status (Lorig, Chastaïn, et al., 1989; Long" Gonzalez, 1992; Lorig



•

•

34

& Holman, 1989, 1993; Lorig et al., 1985; Lorig et al., 1993; Long, Selemick. et

al.,1989). Studies of the original ASMP (n = 707) (Lorig, Selemick, et al., 1989) and

the efficacy-enhanced version (n =231) (Long & Gonza1e~ 1992) have reported that.

at 10-weeks post intervention, treatment subjects when compared to randomized wait­

list contraIs had statistically significant improvement in the following variables: 32%

improvement in knowledge about arthritis; 88% increase in time spent exercising;

80% increase in time SPent practising relaxation; 8% to 22% reduction in pain; and,

14% ta 19010 increase in self-efficacy ratings. There were also positive trends to

improvement in depression (9010 to 14%) and disability (4% to 6%). Overall, these

improvements were retained by the treatment group at 8 months and 20 months when

compared with their pre-treatment scores (Lorig,Ch~ et al., 1989; Lorig et al.,

1993).

2. Fonnal reinforcement did not improve the long-term outcomes ofthe ASMP. A

sample of543 ASMP participants were randomized into one ofthree groups: a bi­

weekly arthritis newsletter, a 6-week reinforcement class al 12 months, or no

reinforcement (Lorig & HoIman, 1989). By 20 months, there were no significant

differences between the 3 groups on measures ofpain, depression, or visits to

physicians. At 20 months, pain scores were decreased by 20%, depression decreased

by 14%, and there were 35% fewer visits to physicians. There were no trends toward

loss ofthese effects over time. Therefore, the effects of this self-help intervention

were sustained over 20 months with no added benefit ofreinforcement strategies.

3. The effects ofthe ASMP have lasted for as long as 4 years without long-term fonnal

reinforcement (Lorig & Holman, 1993; Lorig et al., 1993). These improvement gains

by the ASMP participants have importance bath clinically and in tenns ofcast saving.

Lorig, Mazonson and Holman (1993) bave rePOrted on a 4-year study ofASMP

participants (n=401) and a comparison group ofarthritis patients (n=567) who

received conventional therapy and who lived in the same geographic region as ASMP

treatment subjects. Results at 4-year follow-up indicated that the ASMP group had a

Mean decline in pain of20%, a Mean decrease in pbysical disability of 9O.Ict (even

though the disease bad progressed), and a Mean reduction in physician visits of40%.
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Bycon~ subjects in the comparison group showed linle or no change in these

variables compared to their baseline scores. Estimated 4-year health cost savings were

$648 (American dollars) for the Patient with rheumatoid arthritis and $189 for the

patient with osteoarthritis.

In 1991, there were an estimated 120,000 individuals in the United States, Cana~

Australia, and New Zealand who had participated in the ASMP (Lorig & Holman, 1993).

The program bas been well accepted by both patients, physicians and other health

professionais. It is inexpensive to operate and bas been adequately delivered by both

health care professionals and trained Jay persans (Cohen, van Houten Sauter, DeVellis, &

McEvoy Devellis, 1986; Long et al., 1986). In addition, the program bas been extended

to inelude those with fibromyalgia (Lorig &, Fries, (995) and those living with a variety

ofco-morbid conditions including heart disease, stroke, diabetes, asthma, bronchitis, and

emphysema (Lorig, 1994).

In S11mmary, the ASMP bas been evaluated in randomized clinical trials and bas

demonstrated efficacy in improving important aspects ofhealth status and in decreasing

health care utilization in those with arthritis-related disease. The theoretical

underpinnings ofthe ASMP program as weU as its content and process appear to be

entirely consistent with a number ofoutpatient cognjtive-behavioural programs that are

generally available in multi-disciplinary pain centres for those with various non­

malignant chronie pain problems (Basler, 1993; Caudill, Schnable, Zuttermeister,

Benson, & Friedman, 1991; Nicholas, Wilson, &, Goyen, 1992; Philips, 1987; Spence,

1989; Turner &. Clancy, 1988; Turner, 1982). The evidence strongly suggests tbat the

ASMP is a practical, cost-effective prototype on which to base educational programs for

those with various chronie health problems including chronic pain. Consequently, the

ASMP was used as a model for the development ofthe Chronie Pain Self-Management

Program (CPSMP) that was tested in this investigation.

Part IV: Concemtua1 framework: Braden's Self-Help Model

Although the intervention in this study was based on self-efficacy and related theory,
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a search was initiated for a broader theoretical framework tha~ in addition to specifying

possible mediating processes such as self-efficacy, would also identify the critical

variables that might he expected to improve as a result ofa psychoeducation program.

The conceptual framework chosen to guide this study was Braden's Self-Help Model and

associated middle-range nursing theory. This theory descrihes the dYlWIlÏcs of a leamed

self-help response to the experience of living with a chronic health problem as opposed to

a leamed helplessness or passive response (Brade~ 1990a, 1990b). As defined by Braden

(l993b), a leamed self-help or self-management response represents "an infonned

process offacing definable, manageable adversities by maintaining control ofeveryday

problemsn (p. 38). This definition stems from the broader self-help and primary health

care literature and can he applied equally weil to individuals, families, groups, and

communities (Robinson, 1981). In contrast ta a self-help response, those who exhibit a

leamed helplessness or passive response do not aetively seek solutions to problems but

remain uninfonned, withdraw from definable, manageable difficulties, and succumb to

everyday problems (Braden, 1990b, 1993c). Haug and Lavin (1983) have suggested that

most individuals adjust ta the experience ofchronie illness over time on the basis of trial­

and-error leaming. In support ofthis proposition Verbrugge and Ascione (1987), in a

study of self-care activities of589 individuals, reported that those with chronic symptoms

"craft strategies ofcare over months and years" (p. 560). Braden (1990a) proposed that

by understanding the dYlWIlÏcs involved in developing a self-help response ta the

stressors accompanying chronic health problems, nurses will he better able to develop

interventions that enhance the efficiency ofthis trial-and-error "crafting" process. Such

interventions should facilitate the leaming ofhealthy behaviours and have the potential to

improve symp10m management, promote independent functioning, enhance psychosocial

well being, and reduce health care costs.

Model DevelQpment

Braden (1993b) bas stated that her interest in leamed response ta chronie illness

experience began by observing the variability of responses exhibited by individuals who

live with chronic health problems. Why is il, for example, that some persans with

moderate 10 severe disability as a result ofa ehronie condition continue ta he involved in
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wor~ family, and soeiallcommunity activities while others with similar or much less

debility withdraw from various raies and responsibilities and become overly dependent

on others?

The Self-Help Model emerged from three different study designs with three different

data sets: (1) a descriptive-correlational, cross-sectional study of396 individuals enrolled

in the Arthritis Self-Management Program (ASMP) (Braden, 1990a, 1990b); (2) a pre­

experimental, longitudinal study of313 persons with systemic lupus erythematosus

(SLE) who participated in an SLE Self-help Course (adapted from the ASMP) (Braden,

1991b, 1992; Braden, McGlone, &, Pennington, 1993); an~ (3) a descriptive­

correlational, 5-year longitudinal study of910 subjects with arthritis at time one, 516 at

time 2, and 411 at tinte three (C.J.Braden, personal communication, June 1994).

Mechanie (1977), Dimond (1983), and others have built a case for viewing

adjusbnent to chronie illness from an educational or leaming model perspective, as

opposed ta a trait-based perspective. In keeping with this orientation, Braden (1990a,

1990b) generated and tested 36 hypotheses from three leaming-based theories in order to

explain a self-help response to chronic illness experience. Two ofthese alternative

theories, Leamed Helplessness Theory (Seligman, 1975; Winefield, 1982) and

Instrumental Passivity Theory (Baltes, 1982; Barton, Baltes, &, Orzech, 1980) illustrate

pathogenic responses to the various unremitting stressors BSSOCiated with chronic illness.

In contrast, Leamed Resourcefulness Theory (Rosenbaum, 1983; Rosenbaum & Palmon,

1984), the third alternative theory, offers a theoretical explanation for a bealth-promoting

response that highlights self-care and self-management processes in the face ofchronie

stressors.

Causal modelling and patb analyses demonstrated that Rosenbaum's Leamed

Resourcefulness Theory was the MOst credible of the three leaming theories in explaining

the self-help response ta chronic illness. This theory recognizes the resiliency ofPeople

and seeks to explain how most individuals adjust to the situational and cognitive

challenges ofstressfullife circumstances such as chronic illness experience. The theory is

based on cognitive-processing approaches to bebaviour change such as Kanfer's (1971)

model of self-regulation, Meichenbaum's (1977) cognitive-bebavioural model, Bandura's
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(1977a, 1978) Social Leaming and Self-Efficacy Theories, and Lazurus and Folkman·s

(1984) theory ofstress and coping.

Learned Resourcefulness Theory proposes that individuals exposed to aversive events

are able to Mediate the negative effects ofadversity by the use ofenabling skills that

provide the basis for additionalleaming (Rosenbaum, 1990). These enabling or coping

skills constitute a leamed set ofbehaviours, cognitions, and affects that are in constant

interaction with the social and physical environment. Through the processes of problem­

solving, cognitive-reframing, delay ofgratification, and a general belief in self: an

individual is able to continue engaging in goal--direct:ed behaviours. People who acquire

and use these skiIls have a sense of ~leamed resourcefulness' , a belief that they can dea!

effectively with stIessful circumstances tbat call for selfdirection.

Rosenbaum (1988) bas conceptua1ized leamed resourcefulness as a Personality

repertoire that is usually acquired from early childhood and throughout life by informal

learning. However, he suggested that educational programs that incorporate cognitive­

behavioural interventions May he the way in which adults can acquire these skills in the

face ofhealth-related stressars (Rosenbaum, 1990a).

Model Constructs and Description

The constructs in the Self-Help Model are conceptualized as antecedents (severity of

illness, limitation, and uncertainty), Mediators (enabling skill), and outcomes (self-help

and life quality). (See Figure 1).

Antecedents

Perceived severity of illness. Severity of illness, defined as the perceived level of

afilietion due to a chronie health problem, 0Perates as the stimulus for leaming and

behaviour change (Braden, 1990b). Perceived severity ofillness is a variable that

increases exposure to the aversive aspects ofchronie health problems such as perceived

limitation and uncenainty.

A number of studies have found that adjustment to a chronic physical condition is

independent ofspecifie Medical diagnosis (Bombardier, D'Amico, &. Jordan, 1990;

Browne, Arpin, Corey, Fitch, & Gafiri, 1990; Cassileth et al., 1984; Pollack et al., 1990)

and that illness severity as perceived by the individuai is a better predictor ofadjustment
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Figure 1. The Self-Help Model CODStructs and Hypothesized RelatioDships

than are objectively-rated indicators of illness (Brooks & Matson, 1982; Felton et al.,

1984; Viney & Westbrook, 1981; Westbrook & Viney, 1982). These findings are

consistent with other studies ofgeneral health perceptions indicating that subjective

ratings are among the best predictors ofmorbidity, mortality, and health care utilization

(ldler & Benyamini, 1997; Idler & Kasl, 1995; Ware, 1986). In testing the contribution of

sociodemographic, disease-related and other background characteristics, Braden (1993a,

1993e) found that the amount of influence in tenns ofmagnitude ofrelationship to other

Model variables was small compared ta the effect ofperceived severity of illness.

Limitation and uncertaintv. Limitation and uncertainty are major adversities that

are often part ofthe chronie illness experience and are derived from Seligman's (1975)

and Baltes's (1982) leamed helplessness models and Mishel's (1988) uncertainty in

illness theory. Braden hypothesized that the higher the perceived severity of illness, the

higher the levels ofperceived limitation and uncertainty.

The perceived inability to do things one wants to do bas been conceptualized as both
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perceived limitation (Brad~ 1991b, 1992) and as dependency (Brade~ 1990b) defined

as one's perceived level ofreliance on others for direct or indirect assistance to carry out

routine activities ofdaily life. The chronie illness and chronic pain literature and data

from population-based surveys have reported that perceived dependency and limitations

resulting from perceived disability are related to poorer overall functioning and a

decreased quality oflife (Dowler & Jordan-Simpson, 1990; Gallagher, 1976; Health and

Welfare Canada. 1988; Hyman, 1975; Jensen, Turner, & Romano, 1994; Jensen, Turner,

Romano, & Lawlor, 1994; Strauss & Glasser, 1975).

Uncertainty, the othermajor adversity, relates to the difficulty or confusion in

assigning meaning to events associated with health problems. Mishel (1988) stated that

this situation occurs when individuals are unable to assign definite values to health­

related events or are unable to accurately predict outcomes due to lack of sufficient cues.

Uncertainty about the severity ofillness, about the success oftreatment, about the impact

ofthe health problem on one's life and on the life of the family, and uncertainty about the

ability to pursue life goals constitute major areas ofconeern for those with chronic health

problems. A growing body of literature bas suggested that uncertainty May have a

number of negative effects including: preventing individuals from obtaining information

necessary for controlling events (Staub & Kellett, 1972); dismpting Many important life

areas (Mishel, Hostetter, King, & Graham, 1984); enhancing a sense ofdanger (Mishel,

1990); and, reducing a personrs sense of mastery over events (Mishel, Padilla, Grant, &

Sorenson, 1991). Uncertainty bas also been associated with psychologjcal distress

(Mishel, 1990). In addition, uncertainty was found to be a core variable that contributed

to the stress and overall negative impact of the chronie pain experience for bath the

individual and family (Rowat &, Knafl, 1985).

Mediators

Enabling skill. Mediating the effects of limitationldependency and uncertainty on

outcomes such as self-help behaviour is enabling skill. Enabling skill, from Rosenbaum's

Leamed Resomcefulness Theory, is defined as oners perceived ability to manage

adversity and includes such self-regulatïng activities as problem-solvingt cognitive

reframing, belief in self and delay in immediate gratification.
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Recent studies have substantiated the role ofleamed resourcefulness in adjustment to

various chronic health problems. In a sample of87 individuals with mixed idiopathie

chronie pain problems, higher levels of resourcefuIness were significantly associated with

less psychological distress (r = -0.35) and with fewer emergency room visits (Toomey,

Sevi1Ie, ManIl, Abashian, &. Wingfield, 1995). Derry, Chov~McLachlan and

Cnmmings (1993) reported that leamed resourcefulness explained 40 percent of the

variance in psychosocial adjustment in those with epilepsy, while other hypothesized

variables (e.g., health locus ofcontrol and family cohesion) did not significantly

contribute to the prediction. Braden's (1990a, 1990b) initial studies found that enabling

skill (Le., resourcefulness) explained 30 percent of the variance in self-help behaviour and

life quality for those with arthritis or arthritis-related disease and together with

dependeney and uncertainty explained S2 percent ofthe variance. Enabling skill bas also

been found to he related to positive health outcomes in those under stress (Rosenberg,

1989), and in PerSQDS with kidney disease (Rosenbaum &. Smira Ben-Ari, 1986),

dysmenorrhea (Gruber &. Wildman, 1987), seasickness (Rosenbaum &. Rolnic~ 1983),

and in both heart disease and chronie headache (RosenbaU111, 1990). As weil, leamed

resourcefulness appears to he important for the adoption and maintenance ofhealth­

promoting hehaviour. For example, high resourceful subjects were found to he more

successful in giving up smoking (Carey, Carey, Camrïke, &. Meisler, 1990; Katz &

Singh, 1986), in changing their eating habits (Leon &. Rosenthal, 1984), in maintaining

weight loss (Kennett &. Aekerman, 1995) and in curbing alcohol intake (Carey et al.,

1990). Thus, enabling skill apPe8l'S to he important in enhancing a self-help response.

Braden's Self-Help Model suggests that ifsufficient enabling skills are present,

uncertainty and limitation/dependency will not overwhelm the persan and hope and

optimism will he maintained in spite ofchronic illness adversities. That is, ifpersans are

able to problem-solve and, in particular, to generate altemate solutions to problems, if

they are able ta cognitively reframe events and use non-negative thinking, and ifthey

believe themselves to he capable persons, then they will he able to mjnimize the effects of

the uncertainties in the illness experience as weil as the effects ofcircumstances that

promote dePendency and disability.
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Outcomes

Self-help and lire guality. There are two outcome variables in the Self-Help

Model: self-help and life quality. Self-help is defined as one's perceived ability to

maintain valued adult mIes (i.e., involvement in broad role functioning regarding

household, family and occupational activities including social and community activities).

Braden (l993b) defines this as "being able to do things one finds important in life, the

things that define who one is" (p. 160).

ln specifying self-help as a major outcome ofthe Model, Braden (1993b) is in

agreement with Dimond (1983), Levine and Croog (1985), McBride (1993), Mechanic

(1978, 1991), Tarlov (1992) and many others who have argued that maximizing a

person's ability to take part in everyday activities with family, friends, neighbours and

colleagues at home, at the workplace and in the community, to hislher satisfaction, is a

fundamental goal ofhealth care. This is clearly consistent with the World Health

Organization's (1986) socio~cologicalapproach that situates health as a resource for

everyday living, and not the objective of living. It also reflects the position ofthe

eminent biologist René Duhos (1984) who stated: ~~For most of us, health is the ability to

function. To he healthy does not mean you are free ofall disease; it means that you can

functio~do what you want to do and become what you want to become" (p. 34).

Although the importance ofthe broad spectrum ofmie functioning on quality of life

has long been underestimated (Levine & Croog, 1985; Schipper, Clinch, & Powell,

1990), research evidence lends support to viewing self help as an important outcome. For

example, role retention bas been found to be significandy related to overalliife

satisfaction in studies ofcancer survivors (Baker, Curbow, & Wingard, 1991b; Barofsky,

1989; Vess, Moreland, & Schwebel, 1985). A recent qualitative study found that AlOS

patients describe that "Deing Active" (i.e., heing with people, working (paid or

volunteer), being involved in leisure activities, staying connected to life, and engaging

and relating to others) is a key aspect of~noingWeIl" (Gloersen et al., 1993).

In economic terms, the importance of role fune:tioning as an outcome is highlighted

by results ofa study by Drowne and colleagues (1990). They found that psychosocial

adjustment defined as the capac:ity to live with a chronic health problem with a minimum
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10ss ofone's previous vocationaly domesticy socialy and family roles was the strongest

correlate ofhealth cafe service utilization. Their study of215 chronically ill individuals

from oncology~ rheumatology, and gastroenterology clinics in Toronto found a

statistically significant association between total annual hea1th costs per patient and the

patient's level ofadjustment. The higher the adjustmen~the lower the cost. There were no

important relationships found between type ofdiseasey objectively-rated disease severity~

or socioeconomic variables and health care utilization. Thus~ the benefits of nursing

interventions that are able to enhance psychosocial adjustment are potentially far­

reaching.

Self-care roles, which are integral to self-help, are those personal care behaviours

directed at promoting health and wellness. Compared to the large body of literature on

illness or sick role behaviour, there bas been relatively little study ofhealth-promoting

self-eare behaviour in tbose with chronie illness (Brooks, 1984; IDM, 1987; Woods~

1989). Studies ofthose with diabetes (George & Bearon, 1980), hypertension (Bomar &

Hautm~ 1990), cancer (Dodd & Dibble, 1993; Frank-Strombergy Pender, Walker, &

Seehri~ 1990), and various physical disabilities (Davidbizar & Shearer, 1997; Marge,

1988; McWilliam, Stewart, Brown, Desai~ & Coderre, 1996; Stuifbergen & Becker,

1994) highlight the need for interventions that encourage self-management ofcommon

symptoms and the adoption ofhealthy lifestyles. Hea1th promotion strategies such as

physical activity, good nutrition, and stress management are important in redueing the

risk of secondary health problems in those with chronie conditions (Stuifbergen &

Becker~ 1994). Maximjzjng functioning in relation to self-eare, family, worlc~ and social

roles is thought to enhance overalllife quality, the last outcome in Braden's Self-Help

Madel.

Braden (1993b) defines life quality as the level ofsatisfaction with one's eurrent life

situation. Since the 1960's, there bas been active and ongoing debate conceming the

definition ofquality of life and the elements that contribute to this construct. Although

concem over quality of life in the health cale field is comparatively new, social scientists

have had a long-standing interest in measuring life quality in the general population

(MeDowell &. Newellt 1987). The best known studies ofthe quality of life of individuals
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are national surveys condueted by Andrews and Withey (1976) and Campbell and

associates (1976). Both sets of investigators conceptualized quality of life in terms of

satisfaction with various life domains.

In support ofusing satisfaction in defining quality of life rather than other concepts of

weIl being such as happiness or morale, Campbell (1981) and Laborde and Powers (1980)

have found that when questioned about the quality oftheir lives, healthy individuals

respond in terms of life satisfaction, often referring to specific domains. As McDowell

and Newell (1987) point out, life satisfaction generally refers to a persona! assessment of

one's condition. Schneider (1975) and others assert that this subjective appraisal approach

allows each reSPOndent to rate life quality in terms of individually important values and

standards. Although there is still no universal agreement on the definition ofquality of

life, a number ofauthors contend that life satisfaction is the most important dimension to

include in liie quality assessment (Campbell, Converse, & Rodgers, 1976; Cantril, 1965;

Diener, Emmons, Larsen, &. Griffin, 1985; Ferrans &. Powers, 1985; George &. Bearon,

1980; Laborde &. Powers, 1980; Osberg, McGinnis, DeJong, &. Seward, 1987). In

addition, Rosenblatt and Atkinson (1993) maintain that good health care treatments

ultimately ought to enhance a persan's capacity to achieve improved life satisfaction.

In summary, the Self-Help Model proposes that when persans dealing with the

adversities related to chronie health problems find ways to continue valued adult role

activities and institute strategies to promote their level of health, then life quality can be

maintained or enhanced. Braden (1993a) bas also proposed that feedback features ofthe

Self-Help Modellink life quality to subsequent perception ofillness severity, dependency

and uncertainty. This middle-range nursing theory, along with Rosenbaum's (1990)

Leamed Resourcefulness Theory, are based on the premise ofenabling skill as a positive

Mediator and on the existence offeedback loops that carry what is learned into the future.

APJ!licability orthe Self-Help Model to the PrQPOsed Study

There are a number ofreasons why the Self-Help Model: Leamed Response to

Chronic IIlness Experience was thought to he an appropriate conceptual framework for

this nursing study. First ofall, Braden's model is consistent with broader nursing

conceptualizations such as the McGill Model ofNursing. The McGill Model highlights
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the inherent strengths and capacities of the individual to actively learn ways to

successfully cope with adversities by the application ofstrategies such as problem

solving in order to enhance health defined as the ability to function at a maximum

perceived capacity and to achieve a high level oftife satisfaction (Gottlieb & Rowat,

1987). In addition to its congruence with theoretical thinking in nursing, the Self-Help

Model and the model variables are entirely congruent with the broader theoretical and

clinicalliterature in the field ofpain, as discussed in the review ofthe literature.

In addition, the intervention developed for this study (the Chronic Pain Self­

Management Program) directIy and indirectIy targets the variables in the model. For

example, discussion about self-help/self-management principles and self-responsibility

may highlight aspects ofperceived limitation and dependency. Discussion about the

nature ofchronic pain, the links with stress and depression, and general information about

self-care issues such as physical activity, nutrition, and Medication May influence how

individuals perceive their pain problem and disability, help to decrease their feelings of

uncertainty, and improve their self-care. The content of the program relating to skills

development including setting appropriate and graded goals each wee~ group problem

solving, and weekly practice ofpain coping strategies such as imagery, cognitive

reframing, and relaxation are included to enhance enabling skill and self-efficacy. Self­

help and litè satisfaction are indirectly targeted in that changes in the other variables May

influence these outeomes.

Another reason for the model's applicability to a chronic pain intervention is that it

provides a theoretical explanation to account for the process ofchange. Intervention

studies with chronie pain patients have, on the whole, been outcome driven, rather than

theory driven studies that test the specific mechanisms that underlie the eiIectiveness of

particular treatments. Hence, although there is evidence to suggest that cognitive­

behavioural interventions improve outcomes, the underlying process by which positive

outcomes are achieved remains unclear. This MaY he because few outeome studies have

systematically tested theoretically-linked antecedent, process, and outcome variables

simultaneously. The strength ofthe Self-Help Madel is that it links these three sets of

variables together.
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Finally, this model was chosen because there is aneed to provide further support for

middle-range nursing theory in order to better evaluate how weU theoretical explanations

and predictions hold up with different clinical populations, under different environmentaL

social and cultural circumstances (Acton,~ & Hopkins, 1991).

Part V: Research Questions and Researçh Hypotheses

Based on the study purpose, the review ofthe Iiterature, and the conceptual

framework, this study answered three research questions and tested eight research

hypotheses.

Research Ouestions

1. Does participation in the CPSMP significantly improve scores of variables that

operationalize constructs in Braden's Self-Help Model including: anteeedent variables

(perceived severity of illness, limitation and uncertainty), mediator/process variables

(enabling skills), and outcome variables (self-help and life quality) compared ta wait­

list contrais?

2. Does participation in the CPSMP significantly improve health-related quality of life

as measured by a standardized, normed, psychometrically strong instrument

compared ta wait-Iist contrais?

3. Do chronic pain subjects' scores ofvariables that operationalize constructs in

Braden's Self-Help Model support the predicted relationships in the Model?

Research Hypotheses

1. Participants in the CPSMP will acmeve statistically significant improvement in

variables that operationalize Braden's Self-Help Model including antecedent variables

(perceived severity of illness, limitation and uncertainty), mediator/process variables

(enabling skills), and outcome variables (self-help and life quality) compared ta wait­

list contrais.

2. Participants in the CPSMP will achieve Sb'ti~callysignificant improvement in

health-related quality of life compared to wait...list controls.

3. Perceived severity of illness is significantly positively aS50Ciated with two adversities

related to chronic illness, limitation and uncertainty.
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4. Limitation and uncenainty are significantly negatively associated with enabling skill.

Enabling skill is significantly positively associated with self·help

6. Limitation and uncertainty are significantly negatively associated with self-help.

7. Self-help is significantly positively associated with life quality.

8. Limitation and uncenainty are significantly negatively associated with life quality.
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CHAPTER3

Methodology

This chapter describes the research design ofthe study, the study population~ the

recruitment ofthe sample, the study procedures and setting, as weil as explaining the

experimental intervention tested in the study. A full discussion ofthe measurement

instruments used in the study as weil as a description ofthe pilot testing of the complete

set of instruments is provided. The etbical considerations and a description ofthe

statistical data analysis used ta answer the research questions and to test the study

hypotheses are presented.

Researçh Desi&D

A randomized clinical trial was used to evaluate the impact ofa standardized,

psychoeducation program for those with chronic non-malignant pain. Eligible subjects

who consented ta participate in the study were randomly allocated to one oftwo

conditions: (a) the 6-week Chronic Pain Self-Management Program (CPSMP)

intervention group, or (b) the 3-month wait-list control group. Pre-treatment measures

were administered prior to randomization and post-treatment measures were collected

approximately 3 months later.

For both ethical and pragmatic reasons, a wait-list control rather than a no treatment

control was selected as the most appropriate comparison group for this study. Because the

proposed experimental treatment had been shown to he efficacious with other patient

populations including those with arthritis (Lorig &, Holman, 1993), systemic lupus

erythernatosus (Braden et al., 1993) and breast cancer (Braden et al., 1990), withholding

the psychoeducation intervention from sorne study subjects with chronic non-malignant

pain was thought to he ethically questionable (Cook &. Campbell, 1979). A1so, given the

paucity ofaccessible services for this populatio~ it was anticipated that the recruitment

ofsubjects for the study would he more successful ifa timely service companent was
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offered to all potential subjects. In addition to these considerations~ it was aIso important

to utilize a comparison group that would adequately address tbreats to internai validity

such as the effects ofhistory, maturation, selection and testing. Because wait-listed

subjects completed pretest and posttest assessments during the same time frame as those

in the experimental group prior ta being offered treatment themselves, major threats to

internaI validity were minimized.

Sampling

The Sample. The study was conducted in St. John's, Newfoundlan~Canada over a

17-month period from May 1995 ta September 1996. Suhjeets were drawn from a target

population ofmen and women suffering from a chronie non-malignant pain problem that

was idiopathic in nature. Chronic pain is defined as pain lasting longer than expeeted

healing time (> 3-6 months) (Mersky &, Bogduk, 1994). Idiopathie refers to any pain

condition where there is no readily identifiable cause or pathology, such as with many

soft tissue and museuloskeletal chronic pains. Eligibility criteria for inclusion in the study

were:

1. 18 years ofage or older.

2. Idiopathie persistent Pain oflonger than 3 months duration.

3. Able to speak and read English.

4. Free ofmajor cognitive or psychiatric disorder.

5. Not currently participating in other educationàl, counselling or supportive

interventions for their chronic pain problem.

6. Not awaiting surgery.

Because this intervention was designed to he an adjunet to cunent management

approaches 10 chronie Pain, subjects were not excluded ifthey were receiving common

medical and physically-based therapies (e.g., analgesics or other Medication, physio­

therapy, chiropractie, acupuncture, massage, etc.).

Sample Si?e. Sample size was originally caleulated using the foUowing fonnula:

N = [(l/ql + lIcW S 2(z. + Zo> 2] + E 2

where E is the Mean change score from pretest to posttest ofthe experimental group over

the change in the control group and S is the standard deviation ofthe change (HuIley &,
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Cummings, 1988, p. 148, 21 S). Statistically significant change scores ofpain ratings and

depression in subjects (n =144) who participated in a clinical trial of the Arthritis Self­

Management Program (ASMP) were used as approximate indicators of the effect size that

might he anticipated in this study ofthe CPSMP (Lorig, Chastaïn, et al., 1989). For a

two-tailed alpha set at O.OS and beta at 0.20 to achieve 80% power, total estimated sample

size was 142 subjects based on the pain data and 172 subjects based on the depressioo

data (see Appendix A for calculations). In addition, every attempt was made to locate

data on change scores and standard deviations ofsevera! other important outcome

measures proposed in this study. An extensive review of the chronie pain and related

literature was condueted, however, no additional change score data were found 00

variables of interest.

Another approach to sample size estimation was to review studies that reported

statistically significant differences between groups as a result ofthe same or sunHar

interventions as the ASMP. In a randomized controlled trial ofa 6-week self-help

intervention for women with breast cancer, prelirninary analyses indicated that the

experimental group comprised of48 women had statistically significant improvement on

measures ofself-help and quality of life as compared to 52 women randomized to the

control group CR ~ 0.001) (C.J. Braden, personal communication, May 1994). These same

variables also were measured in the present study.

There are a number ofpublished reports of randomized clinical trials ofcognitive­

behavioural interventions for those with chronic non-malignant pain. Some of these

interventions were similar in strength (12-14 hours ofcontact in total) and in content

(emphasis on pain coping strategies, for example) to the ASMP (philips, 1987; Spence,

1989; Turner & Clancy, 1988; Turner & Jensen, 1993). Sample sizes in these studies

were small and ranged from 14 to 29 subjects per group. Not surprisingly, study results

were conflicting. This was attributed to the generally low power ofthese studies to detect

important group differences.

ln light ofthe sample sizes reported in the ASMP clinical trial, other related studies

and in chronic pain intervention trials, the estimate of 142 subjects was accepted as a

reasonable number ofsubjects for this study. This Dumber was further reduced to 110
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subjects after a preliminary data analysis ofthe tirst 50 subjects in the study found that

variation was lower than expected in severa! outeome variables making it possible to use

a smaller sample to test for the same effect size.

Recnritment. Subjeets were recruited ioto the study in one ofthree ways.F~ the

most recent 2-year roster (1993 ... 1995) ofa bospital..based "anaesthetic bloekn pain clinic

was used to identify patients witb the help of the clinic anaestbetist. In all~ 116 chronic

pain patients wereü~ 84 ofwhom lived within 80 kilometres of the city. This distance

was selected as the maximum commuting distanee individuals were likely to travel for an

intervention oftbis kind. Ofthese 84 subjects, 22 were unable to he contaeted (two were

deceased and 20 had moved). Nineteen were ineligible (10 no longer had a pain problem;

three were currently enrolled in a educationally-based rehabilitation program; two were

cognitively impaired due to head injuries; and, four were scbeduled for back surgery).

Twenty-one refused (five had problems with scheduling or transportation; two were

unable to sit for long periods and Celt unable to participate; 14 were not interested at this

time). The number ofstudy participants from this source was 22 or 51% ofeligible

subjects.

The second recruiting technique involved contacting health professionals who treat

chronic pain patients in the community. A letter explaining the study was mailed to 50

family physicians, Il medical/dental specialists, Il physiotherapy elinics, 8 chiropractie

clinics, 7 massage tberapy clinics, 2 occupational health departments of large

corporations~ and 1 acupuneturist (see Appendix B for referralletter). In aU, 82 referrals

were obtained from the following sources: physiotherapists (n = 24), medical and dental

specialists (n = 18), family physicians fil = 17), occupational health nurses en = 10),

registered massage therapists en = 4), chiropractors (n = 4), rehabilitation specialists (n =

3), and psychologists (n =2). Ofthese, ail were eligible to participate in the study; 75

agreed and 7 refused. The final recruitment approach was self-referral. Fourteen people

were self-refened having heard about the program by ''word ofmouth". Thirteen agreed

ta participate and one was ineligible. In summary, the final sample of 110 eligible,

consenting subjects included 22 subjects referred by an anaesthetic black clinic, 75 by

community...based health practitioners, and 13 were self-referred.
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Procedure and Setting

Individuals identified from the roster ofpatients attending the anaesthesia black clinic

were telephoned by one ofthree clinic nurses to request permission for the researcher to

contact them directly; the nurses used a telephone protocol (see Appendix C for script). If

individuals agreed to he contacted, the nurses provided their names and phone numbers to

the investigator. Those who were referred by a community-based health professional gave

permission for their name and phone number to he given to the researcher or they

contaeted the researcher themselves as did those who were self-referred.

Study eligibility was initially assessed by the researcher by telephone. Ifthe

individual was eligible and expressed an interest in leaming more about the study, a face­

ta-face interview was scheduled. Interviews were held in a dedicated office space located

at the general hospital that housed the anaesthesia black pain clinic. The researcher

interviewed interested individuals to confirm eligibility, to obtain informed consent, and

ta administer the pre-treatment measures. Most individuals completed the instnlment

booklet in one sitting; the rest (less than 15%) retumed the following day to complete the

measures or took the booklet home and retumed it within 48 hours. Once pre-treatment

measures were completed, individuals were randomly allocated to either the treatment or

the wait-list control group. Randomization was stratified on the basis ofgender using

opaque sealed sequentially numbered envelopes that were prepared by Dr. Gray-Donald,

a member of the researcher's dissertation committee. Each opaque envelope contained the

randomization designation that was generated from a random numbers table. The name of

the individual and the number of the envelope were recorded prior to the envelope being

opened by the subject. Those randomized to the treatment condition were invited to

participate in the next available program (within 3 weeks ofthe initial interview). The

intervention was given in a weekly 2-hour class given over 6 weeks. AlI classes were

taught by the researcher.

Data were collected again 6 weeks post-treatment (i.e., 6 weeks after the last CPSMP

session) for both the treatment and control subjects. The time between pre- and post­

treatment measures for all individuals enrolled in the study ranged from 12 to 15 weeks.

A research assistant who was blind to group allocation telephoned subjects ta arrange for
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the follow-up interviews and subsequently administered the post-treatment questionnaires

in the study office at the hospital. Every effort was made to obtain post-treatment

measures on aIl individuals enrolled in the study (e.g., three phone caUs by the research

assistant and a follow-up letter) (see Appendix D). Once post-testing was completed,

those in the wait-list control were offered enrolment in the next available program,

however they did not become treatment subjects.

The decision to coUect posttest data at 3 months after the commencement ofthe

intervention was made based on results of previous intervention studies. Clinical trials of

the AS:MP consistently used a 3-month or 4-month assessment as the first posttest

measure and round statistically significant improvement in both process and outcome

variables (Lorig &. Gonzalez, 1992; Lorig, Chastaîn, et al., 1989; Lorig et al., 1985; Lorig

et al., 1993). Braden, in her set ofstudies which examined self-management programs

with other chronic iIlness populations (systemic lupus erythematosus and breast cancer

patients) utilized two posttest measurement times: immediately after the intervention and

two or three months later (Braden, 1991b, 1992; Braden et al., 1990; Braden et al., 1993).

In all studies, significant improvement found at the immediate posttest tended to remain

significant at the two-month assessment. For some variables, sucb as enabling skill and

self-help, significant change was evident ooly at the second posttest indicating that

consolidation ofskills took place over time. Given these data, posttest measures collected

at 3 months were thought Iikely to retlect immediate changes that have endured over lime

as weil as those that have occurred as a result ofconsolidating the skills leamed in the

program.

Description ofthe Experimental Intervention

The Chronic Pain Self-Management Program (CPSMP) is a standardized,

psychoeducation program (2 hours per week for 6 weeks) developed for group

presentation in community settings. The course is designed ta maximize discussion and

group problem-solving, encourage individual particiPation and experimentatian with

various cognitiveJbehavioural self-management techniques, and facilitate mutual support.

Consequently, didactic presentation is kept ta a minimum and the process components are

emphasized. The content ofthe program, although similar to the ASMP as described
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previously in Chapter 2, Part li, was adapted with permission ofthe program developer.

to he more directIy applicable to those with various idiopathic chronie pain conditions

(see Appendix E for letter ofpermission from Dr. K. Lorig). The 1992 version of the

ASMP Leader's Manual (Lorig, 1992) was used as the prototype program and changes

were made to include the following content areas: (a) common myths about chronic pain

(b) what is chronic pain? (c) a safe flexibility exercise routine entitled the ROM Dance

(Harlowe & Yu, 1992) (d) approaches to communicating with your doetor and family

about pain, and (e) commonly prescribed Medications for chronie pain. Correspondingly,

content that was more applicable ta arthritis was left out ofthe CPSMP (e.g., joint

protection, osteoporosis, etc.). Content areas were validated by six local health

professionals who work with chronic pain patients. (See Table 1 for the CPSMP course

overview). As strongly suggested by Long, the instructional methods or process

eomponents ofthe ASMP which are thought ta enhance self-efficaey were retained in the

CPSMP as originally developed.

Because the ASMP includes a detailed workbook (Lorig &. Fries, 1990, 1995) and

encourages individuals to use relaxation tapes, program materials were developed for the

CPSMP and given to each participant at the first program session. These materials

included:

1. A copy ofa ISO-page Chromc Pain Self-Management Program Workbook which

was develoPed by the researeher for the CPSMP (see Appendix F for table of

contents and acknowledgements).

2. A relaxation audio tape developed for the CPSMP that included a variety of

relaxation techniques including progressive muscle relaxation, guided imagery,

visualization, and autogenic relaxation. The text for the various types of relaxation

were modified ftom the ASMP.

3. A variety ofcurrent pamphlets on chronic pain, nutrition and walking

(International Pain Foundation, 1991; Health and Welfare Canada, 1992, 1993;

Health Canada, 1993).

4. A carrier bag for easy portability and storage ofthe program materials.
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The intervention was delivered by the researcher who participated in a 3-day intensive

training workshop for ASMP course leaders given by certified ASMP trainers (see

Appendix G for verification ofattendance). The researcher also attended one 6-week

ASMP program to become familiar with aIl aspects ofthe course. In ail, Il CPSMP

programs with 6 to 10 participants per group were taught by the researcber using the

detailed treatment protocol that specified content and process to ensure consistency

across every session ofall programs. The intervention was delivered in the same location

each time, a comfortable room in a building adjacent to a general hospital.

Measurement Instruments

The variables measured in this study were guided by Braden's (1990b, 1993b) Self­

Help Model ofLeamed Response to Chronic Illness Experience. The model includes

antecedent variables (severity ofillness, limitation, uncertainty), process or mediating

variables (enabling skill), and outcome variables (self-belp and life quality). They were

operationalized witb a variety of insttuments selected from the nursing, chronic pain, and

medicalliteratures. These instruments were selected to measure the variables targeted for

change either as a direct or indirect result of the intervention. In addition to these theory­

guided measures, a standardized, norm-referenced multi-scale instrument ofhealth­

related quality oflüe (HRQOL) was also used to further assess outcomes ofthis

psychoeducation intervention for those with chronic pain. The sca1es of the HRQOL

insttument are consistent with the Self-Help Model and approximate to some extent the

'perceived severity of illness', 'limitation' and the 'self-help' constructs in the model.

Information on sociodemographic variables and pain-related background

characteristics were obtained by a self-report 16-item instrument, titled the General

Information Questionnaire, developed by the researcher (see Appendix H). Specifically,

subjects were asked about: (a) sociodemographic characteristics such as age, gender,

marital status, household members, education, occupation, employment status, and

whether they were receiving worker's compensation or other benefits; (b) aspects ofthe

chronic pain problem including body areas affected, length of lime ofpain, perceived

cause ofpain, current medication for pain, whether subjects have bad surgery for their
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pain, and whether they have seen other health professionals in the past month; (c) other

ongoing Medical conditions in addition to the pain problem.

Antecedent Variables

Perceived Severity ofIllness

Perceived severity of illness is defined as the perceived level ofafiliction as a result

ofa chronic health problem (Brad~ 1993b). Because no single measure ofthis construct

was found in the pain literature!t a combination of three variables were thought to best

refleet this dimension: (a) pain ratings (h) depression, and (c) a global indicator of

perceived severity of the pain problem. Because subjects in this study had a chronic pain

proble~a measure ofPerCeived severity ofpain was used. In addition, because a positive

relationship between pain and negative moodldepression bas been a frequent finding in

chronic pain studies, depression was thought to reflect an aspect of 6'perceived aftlictionn

that MaY he linked to the chronic pain experience (Magni et al., 1990). Finally, a

judgment ofthe PerCeived severity ofthe 'pain problem as a whole' allowed individuals

to take personally salient features of their situation into account, features that may not

have been captured in the pain rating or depression measures.

Pain: Pain ratings that measure aspects ofthe multi-dimensional qualities ofthe

pain experience such as sensory, affective, and evaluative dimensions combined with

intensity ratings are thought to he a better index ofthe overall pain experience than a

numerical pain intensity rating alone (Melzack &. Katz, 1994). Therefore, in this study,

perceived severity ofpain was measured using the Pain Ratiog Index (PRI) of the short

form ofthe McGill Pain Questionnaire (SF-MPQ) (Melzack, 1987). It lists 15 word

descriptors (11 sensory and 4 affective) MOst frequently endorsed by patients with a

variety ofacute, intermittent and chronic pains. Each descriptor is rated on an intensity

scale as 0 = none, 1 = mild, 2 = moderate and 3 =severe. A final score, which ranges

from 0 to 45, is obtained by summing the ratings (see Appendix 1 ).

The standard or long form of the MPQ (Melzack, 1975) bas weU-established

reliability and validity and remains the most widely used measure ofself-reported pain in

the literature (Melzack" Katz, 1994; Wilke, Savedra, Holzemier, Tesler, &, Paul, 1990).
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However, the short form bas been used in an increasing number ofstudies ofpatients

with pain ofdiverse etiology including chronie low back pain (Gronbl~Lukjnm~&

Konttinen, 1990; Serrao, Marks, Morley, &. Goodchild, 1992), mixed chrome pains

(Guie~ Tardy-Gervet, &. Roll, 1991; Swanston et al., 1993), osteoartbritis (Stelian, Gil~

Habo~ & Rosenthal, t 992), and chronie cancer pain (Dudgeo~ Raubertas, & RosenthaI~

1993). The PRI of the SF-MPQ bas heen reported to correlate in the high range with the

long form (r = 0.70 to 0.93) (Dudgeon et al., 1993; Melzack, 1987) and bas also

demonstrated sensitivity to change comparable to the long form as a result of

interventions and therapies (Melzack & Katz, 1994). In additio~concurrent validity of

the SF-MPQ was rePOrted by Dudgeon and colleagues (1993) in a study ofpatients with

chronie cancer pain. On each ofthree occasions separated by at least 3 weeks, the pain

rating indices correlated highly with scores on the long fonn. Furtherroore, initial data

suggest that the SF·MPQ may he capable ofdiscriminating among different pain

syndromes which is an important property ofthe long fonn (MeIzack, 1987).

The SF...l\t1PQ was used in this study for two major reasons: ease ofself...

administration and brevity (Le., takes less than 5 minutes ta complete). Because the short

fonn is being used with greater frequency in intervention studies, it was thought to he

appropriate for this study ofchronic pain patients. Permission to use the tool was

obtained from the tool devel0Per (see Appendix J). Internai consistency reliability for this

study sample of 110 subjects using pretest scores was ex = 0.79.

Depression. Depression was measured usÏDg the short forro ofthe Beek

Depression Inventory (SF-BDI) (Beek & Beek, 1972). The short version, developed from

the original 21 items (Beek, Ward, Mendelson, Macle, & Erbaugh, 1961), assesses 13

symptoms and attitudes: sadness, pessimism, sense offailure, dissatisfaction, guilt, self...

dislike, self-harm, social withdrawal, indeeisiveness, self...image change, work difficulty,

fatigue, and anorexia. Items are scored from 0 to 3 in terms of intensity and the total score

is derived by summiog the items. Scores range from 0 ta 39 with a score of8 or above

indicative ofclinical depression (Turner & Romano, 1984). Righer scores indicate higher

levels ofdepression. The Sf-BDI takes less than five minutes to complete (sec Appendix

K).
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Considerable evidence for the reliability and validity ofthe standard BOl and the Sf­

BOl is presented by Bec~ Steer and Garbin (1988) in their comprehensive 25-year meta­

analytic review ofthe inventory. Correlations between the short form and the long form

have been consistently high ranging from r = 0.89 to 0.97 in studies ofboth elinicai and

non-elinieaI populations. InternaI eonsistency reliability for the Sf-BOl bas aIso been

high with Cronbach's coefficient alpha ranging between œ= 0.78 to 0.90. Stability

estimates have been reported for the long fonn BOl ooly. Test-retest reliability for

nonpsyehiatric subjects have ranged from r =0.62 ta 0.90 with time periods between

testing ranging from hours ta 4 months. In additio~conten~concurrent and construct

validity as weil as diagnostic sensitivity and SPecificity bas been reported for the Sf-BDI

(Beek &, Beck, 1972; Beek et al., 1961; f oelker, Shewchuk, &, Niederehe, 1987; Leahy,

1992; Scogin, Beutler, &, Corbishley, 1988). Beek, Steer and Garbin (1988) have

suggested that the short fonn is a satisfactory substitute for the long form of the inventory

in researeh studies when brevity is an important consideration.

In studies ofthe chronic pain POpulatio~Turner and Romano (1984) found good

evidence for the concurrent validity of the Sf-BDI. In a sample of40 chronie pain

inpatients and outpatients, the Sf-BDI was highly correlated with: (a) the LF-BDI (r =

0.86); (b) the Zung Depression Inventory (r =0.85), and (c) with the DSM-ill clinical

interview (r = 0.73). In addition, the short fonn demonstrated 83% sensitivity (Le., ability

ta identify truly depressed patients) and 89% specificity (i.e., ability to identify non­

depressed patients) when the eut-off for depression was a score of8. The short fonn was

able to correctly classify 88% ofpatients using the DSM-m clinical interviewas the

"gold standard". Permission ta use the Sf-BDI in this study was obtained from the

publisher (see Appendix L). internai consistency reliability for this study sample was

a = 0.80.

Perceived severity of the pain problem. A global judgment ofthe perceived

severity ofthe pain problem was assessed by a 100 mm visual analogue scale (VAS) that

asks: "How severe a problem is chronic pain in your life?" with anchors "0- Not problem

at all" and "100 - Major incapacitating problem" (see Appendix M). This single-item

indicator was used by Phillips (1987) in a study of40 chronic pain patients receiving a 9-
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week cognitive-behavioural intervention. Study results indicated that perceived severity

of the pain problem decreased significandy from pre- to post-treatment and continued to

decrease at two-month and 12-month foUow-up. At post-treatment folIow-up, perceived

severity ofthe pain problem was significantly negatively correlated to perceived control

of the pain problem or self-efficacy Cr = -0.70). This was in marked eontrast to the lack

ofany association between self-efficacy and perceived problem severity pre-treatment. In

addition, problem severity was significantly positively eorrelated to measures ofpain

CI =0.66) and pain behaviour Cr =0.77). Similar or higher correlations were reported for

the 12-month foUow-up. Because these correlations are consistent with theoretical

expeetations, they represent initial criterion and construet validity testing as weil as lower

bound reliability ofthis single-item indicator (Youngblut &, Casper, 1993).

Limitation

The construct "limitation" is depicted as an adversity of the chronie illness

experience and is defined as the Perceived inability to do things for one's self (Braden,

1991b). It bas been operationalized as perceived disability and as pereeived dependency

on athers.

Disability. Disability was measured using the disability subscale ofthe Survey of

Pain Attitudes (D-SOPA). It eontains 10 items that assess the degree to which individuals

believe themselves 10 he disabled by pain and hence limited in their ability ta do things in

life (Jensen &, Karoly, 1989; Jensen, Karoly, &, Huger, 1987). Respondents are asked to

indicate their agreement with each item on aS-point Likert scale and a total score is

calculated by summing the ratings and dividing by 10. The final score ranges from 0 to 4

with higher scores indicating higher levels ofperceived disability (see Appendix N). A

number ofstudies have found that the beliefthat one is disabled by pain is significantly

associated with both psychosocial and, in some cases, physical dysfunetion (Jensen &,

Karoly, 1991, 1992; Jensen, Turner, Romano," Lawler, 1994; Strong, Ashton, Cramond,

&, Chant, 1990).

The seven subscales in the SOPA cao he used separately and norms for each subscale

are reponed on two samples ofpatients with mixed chronic pain problems who attended a

large muiti-disciplinary pain centre en = 335) (M. Jensen, personal communication, April
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1994). Jensen reported that the internaI consistency reliability for the D-SOPA was 0.81 .

Two-week test-retest stability was high Cr = 0.80) but long-term test-retest coefficient was

lower Cr = 0.63). In addition, when SOPA scores taken before treatment with a cognitive­

behavioural program were compared to scores taken immediately post-treatmen~

correlations were low fi = 0.29 to [ = 0.59). The tool developers suggest that these low

correlations reflect the process ofattitude change brought on by the treatment program.

AlI scales have shown criterion validity (Jensen &, Karoly, 1989; Jensen et al., 1987). In

addition, the tool bas been tested in a population of 100 chronic low back pain patients in

Australia (Strong, Ashton, &, Chant, 1992). Findings from this study provide additional

support for the psychometric properties of the SOPA. Permission to use the SOPA in this

study was obtained from one ofthe tool developers (see Appendix 0). internai

consistency reliability ofthe O-SOPA in the present study was« = 0.87.

Denendency. A global judgment ofthe individual's perception ofdependency or

reliance on others was measured with a 100 mm VAS that asked: "As a result ofyour

chronic pain, how much do you depend or rely on others in your daily life?U with anchors

"0 - Not at all dependent on others" and "100 - Extremely dependent on others" (see

Appendix M). Because no appropriate instrument could he found in the literature to

assess perceived dependency in patients with mixed idiopathic chronic pain, this single

item indicator was developed for this study based on the work ofPhillips (1987) and

others (Wewers &, Lowe, 1990; Youngblut &, Casper, 1993). Youngblut and Casper

(1993) suggest that single-item indicators that ask respondents for a global rating ofa

specifie concept are congruent with nursing's emphasis on holism. Such indicators allow

individuals to take their unique experience ÏDto account and therefore may improve

responsiveness ofthe item to individual change over time.

Psychometrie properties ofthis single-item measure were assessed by investigating

the correlations between dependeney scores and three other measures for the 110 subjects

in this present investigation. At pretest, the VAS dependency measure was moderately

positively correlated CI =0.51) with the lo-item disability scale (D-SOPA) and negatively

correlated with bath the 4S-item measure ofself-help (IARB) CI =-0.45) and the 16-item

life satisfaction instnunent (SLDS) fi =-0.43) as would he predicted with a measure of
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perceived dependeney. This preliminary analysis represents initial criterion and construct

validity and lower bound reliability.

Uncertainty

Another adversity ofthe chronie illness experience is uncenainty defined as the

inability to determine the meaning of illness-related events. This was measured with a

single instrument ofuncertainty in illness.

UDcertaioty in nlness. Uncertainty was measured by the 23-item version ofthe

Mishel Unccrtainty in Illness Scale - Community Form (MUIS-C). The original MUIS

assesses the degree ofuneenainty in ill, hospitalized patients (Mishel, 1981) while the

shorter community fonn assesses uncertainty in persons who are not hospitalized and not

receiving ongoing Medical intervention for their chronic problem (Mishel, 1991). The

tool bas a Likert-type response format ranging from (1) strongly disagree to (5) strongly

agree. The MUIS-C consists of23 items which are summed to obtain a total score

ranging from 23 ta 115 units with 115 reflecting the bighest uneenainty (sec

Appendix Pl.

Mishel (1991) reports that the MUIS-C bas been used extensively in samples of

subjects with various kinds ofchronie illness including cancer, heart disease, irritable

bowel disease, epilepsy, lupus erythematosus, multiple sclerosis, chronic fatigue

syndrome, the human immunodeficieney virus, kidney disease, and arthritis. The original

MUIS bas also been used with chronic illness populations including those with chromc

low back pain. InternaI consistency reliabilities for the MUIS-C are in the moderate to

high range (r = 0.75 to [= 0.90) (Mishel, 1991). Test-retest reliabilities are not reported.

Evidence supporting the construct validity ofthe scale bas been demonstrated by the

scale's performance consistent with theoretical predictions (Mishel, 1983, 1984, 1991;

Mishel & Braden, 1987, 1988; Mishel, Padilla, Grant, & Sorenson, 1991). Permission to

use the MUIS-e in this study was obtained from the tool developer (see Appendix Q).

InternaI consistency reliability ofthe MUIS-e in this present investigation was œ=0.83.

Mediating Variables

Enabling skill is defined by Braden (1990b) as one's perceived ability to manage day-
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to-day adversities ofillness. In this study, enabling skill was operationalized using

measures ofself-efficacy and resourcefulness.

Self-efficacy: Self-efficacy was measured using a modified version of the Self­

Efficacy Scale (SES) originally developed by Lorig and coUeagues (1989) for use in their

studies evaluating the Arthritis Self-Management Program (ASMP). The SES assesses

patients' perceived self-efficacy 10 cope with the consequences ofchronic arthritis ­

namely, pain, other associated symptoms, and aspects offunctioning. For purposes ofthis

study, only items from the "pain" and "other symptom" subscales were used because

these items reflect consequences common to aIl chronie pain conditions. Bycon~

items from the "function" subscale were specific to those with arthritis and consequentiy

were not included in this version. The only other adaptation made to the scale was to

replace "arthritis" with "chronie pain". Permission to adapt the original instrument was

obtained from the tool developer (sec Appendix E). Subjeets respond to each ofthe 11­

items on a ID-point numerical graphic rating scale (10 to 100) that indicates the certainty

with which a persan feels helshe can accomplish a specific task related to pain and

symptom control. Higher scores retlect higher self-efficacy. A total score was obtained by

summing all items and dividing by the number ofcompleted items (see Appendix R).

The development ofthe SES was condueted on an original sample of97 individuals

with arthritis and replicated with a sample of 144 individuals who were enrolled in the

ASMP. internai consisteney reliabilities were ex =0.75 and ex =0.76 for the five pain­

related items and ex = 0.87 for the six items related to other symptoms for the two

samples. Item-total correlations ranged from l = 0.48 to r =0.79. Nine-day test-retest

reliability en = 91) ranged from r = 0.87 to l = 0.89. Construct validity ofthe scales was

assessed by factor analytic techniques and by its' expected performance based on self·

efficacy theory (Lorig et al., 1989). Self-efficacy theory predicts that present self-efficacy

will he related to bath present and future health status. Using baseline and 4-month scores

from the two samples, construct validity ofthe instrument was supponed by the finding

ofsignificant correlations between baseline self-efficacy and present health status,

between baseline self-efficacy and 4-month health status, and between 4-month self·

efficacy and 4-month health status. In addition, self-efficacy scores improved for those
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enrolled in the ASMP as would he expected. In this present investigatio~ internai

consistency reliability for the combined Il-item SES measure was ex =0.90.

Resourcefulness. Resourcefulness was measured using Rosenbaum's (1980) Self

Control Schedule (SeS) which assesses individual tendencies to apply a repertoire of

complex cognitive and behavioural skills when dealing with stressful circumstances. The

36-item SCS covers the foUowing content areas: (a) use ofcognitions and self-instructions

to c0Pe with emotional and physiological responses; (b) application ofproblem-solving

strategies (eg., planning, problem definition, evaluating alternatives, and anticipation of

consequences); (e) ability to delay immediate gratification; and, (d) a general belief in

one's ability to self-regulate internaI events. This set ofskills is what Rosenbaum (1990a)

bas termed leamed resourcefulness.

Strong evidence ofthe psychometrie adequacy ofthe tool can he found in a number of

publications (Redden, Tueker, &. Young, 1983; Richards, 1985; Rosenbaum, 1980, 1988).

Four week test-retest reliabilities for over 600 patients is reported to he l = 0.96

(Rosenbaum, 1980; Rosenbaum &, Palmon, 1984) indicating that it is a stable construct.

Internai consisteney alpha coefficients have ranged from 0.78 to 0.86 on 7 independent

samples (Rosenbaum, 1980; Rosenbaum &. Palmon, 1984). Evidence also supports the

construct validity ofthe ses (Clanton, Rude, &. Taylor, 1992; Richards, 1985;

Rosenbaum, 1990b; Weisenberg, Wolf, Mittwoch, &. Mikulincer, 1990). Rosenbaum

(1990b) reports that convergent validity is supported by the low but significant

correlations ofthe ses with other conceptually-related scales including Rotter's InternaI­

External Locus ofControl Sca1e, Jones' Irrational Beliefs Test, Fitz's Self-Esteem Scale,

Bachman and O'MaIley's Self-Esteem Inventory, and Barran's Ego Strength Scale.

Rosenbaum (1990b) also found that ses scores were not related to measures ofType A

behaviour. Further supporting the ses's discriminant validity, Lewinson and Alexander

(1990) found that ses scores were not associated with emotional dependency ratings, rate

ofoccurrence of stressfullife events, the frequeney ofcontact with others, or Pe[Ceived

availability ofhelp.

A further assessment ofconstruct validity is provided by theoretical predictions ofthe

SCS and measures ofstress and coping. Ginbler, West and ZUski (1989) compared



•

•

6S

responses on the SCS with those ofFolkman and Lazarus' Ways ofCoping Scale. Those

high in resourcefulness reponed using more problem-focussed coping strategies in

preparation for an exam than did those who were scored low on the SCS. The low SCS

group tended to use more emotion-focussed strategies and to report higher levels ofstress

symptomatology. In addition, the SCS bas been reported not to correlate with the Crowne­

Marlow Social Desirability Scale.

The SCS bas been used in severallaboratory studies ofpain (Barrios, 1985;

Rosenbaum, 1980; Weisenberg et al., 1990) as weIl as with samples ofchronic pain

patients (Krasner, 1990), chronic headache (Rosenbaum, 1990b) and various other chronic

illness problems (Aikens, Wallander, Bell, &, Cole, 1992; Derry, Chovaz, McLachlan, &

Cummings, 1993; Rosenbaum &, Palmon, 1984; Rosenbaum &, Smira Ben-Ari, 1986).

Although MOst often conceptualized as an enduring personality attribute, leamed

resourcefulness (as measured by the SCS) bas been shown to change over time as a result

ofcognitive-behavioural interventions with those who have arthritis (Braden, 1990a,

1990b). In these studies, the original6-point Likert scale format was revised, on the basis

ofpilot testing, to a 100 mm VAS scale fonnat for each item. internai consistency

reliability was in the high range (ct =0.86 to ct =0.87) for the VAS format. In addition, the

revised SCS continued to perfoon consistent with theoretical predictions suggesting

construct validity of the revised scale. More recently, the VAS version was used in a study

offllV patients with a reponed Cronbach's alpha of0.88 (Grimes &, Cole, 1996). In this

present investigation, the 100 mm VAS version of the SCS was used (see ApPendix S) and

internaI consistency reliability was ex = 0.84. A total score was obtained by summing the

items and dividing by the number ofcompleted items; higher scores indiC8te greater

resourcefulness. Permission to use the SCS was obtained from the copyright holder (see

Appendix T).

Outcome Variables

Braden conceptualizes two important outcomes ofthe chronic illness experience: (a)

the continued involvement in valued life mIes which is termed "self-help", and (b)

maintenance of life quality. In this study, these were operationalized as self-help and life
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satisfaction.

Self-help. Self-help was measured with the 45-item Inventory ofAdult Role

Behaviours (IARB) (Brad~ 1990b). The IARB includes items adapted trom Given's

(1984) Effect Scale and items developed by Braden (1986) to measure the extent

individuals are instrumentally involved in valued family, leisurelrecreational, social, work

and self-care roles which includes using resources to stay healthy, paying attention to how

one's body feels, attempting to eat weil and exercise appropriately, etc. The IARB uses

100 mm visual analogue scaling for each item and a total raw score is achieved by

snmming all items (see Appendix U). In this study, the Mean (total score divided by the

number ofcompleted items) was used as the total score. Higher scores indicate more

involvement in self-help activities.

Given's (1984) 28-item Effect Scale was originally developed to measure the response

ofambulatory chronically ill Patients to nursing interventions designed to improve

patient's Cale ofthemselves. The instrument consisted ofpsychosocial and work

performance scales which were developed and tested on a sample of499 individuals with

either hyPertension or diabetes. internaI consistency reliabilities ranged from ex = 0.84 to

0.92. Content and construet validity bas been reported by Given (1984).

Braden's expanded IARB instrument bas been used in a series ofstudies of patients

with arthritis (n = 396) (Brad~ 1990b), systemic lupus erythematosus (n = 291)

(Braden, 1991b) and breast cancer (n = 307) (Longman et al.,1996). InternaI consistency

reliabilities are high across these different chronic illness samples with Cronbach's alphas

ranging from 0.92 to 0.94. Criterion-related validity and construct validity bas been

supported through significant correlation across different data sets and predictive

modelling (Braden,1990a, 1990b, 1991b). In addition, the measure appears to he

responsive to a variety ofnursing interventions (Braden, 1991b; Braden et al., 1990;

Longman et al., 1996). In the present investigation, internaI consistency reliability was

ex = 0.93. Permission to use the instrument for this study was obtained from the tool

developer (see Appendix V).

Life quality. The Satisfaction with Life Domains Scale (Baker, Curbow, & Wingard,

1992; Baker &, Intagliata, 1982) measures satisfaction with aspects of life considered to
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he important to MOst individuals. Based on the work ofFlanagan (1978), the life domains

include: work, leisure, relations with family members, relations with friends, and aspects

ofself-fulfilment including health. The SLDS was developed to assess satisfaction with

these particular life domains, rather than to assess psychological weIl being which

constitutes the other major approach to life quality assessment.

The scale uses the response format ofthree smiling, one neutral, and three frowning

faces developed by Andrews and Withey (1976). Subjects are asked to select the face that

best represents their degree ofsatisfaction with each area of life by choosing one ofthe

seven faces, which range from a ndelighted face" with a large uptumed smile (scored 7) to

a '1:errible face" with a deep frown (scored 1). A total score is obtained by summing all

items; higher scores indicate greater satisfaction (see Appendix "'1.

Two versions of the SLDS have been developed, a 15-item version for those with

chronie mental illness who live in the community (Baker & Intagliata, 1982), and a 17­

item version for long..term survivors ofcancer (Baker, Curbow, et al., 1992). The initial

version was piloted with a sample of 118 mentally ill adults and then used in a larger study

of 729 clients (Baker & Intagliata, 1982; Baker, Jodrey, & Intaglia~ 1992). Internai

consistency reliability was 0.84, with a mean item-total correlation of0.47. The second

version was devel0Ped with a sample of 109 long-tenn survivors ofcancer who had

undergone bone marrow transplant (Baker, Curbow, et al., 1991, 1992). A Cronbach's

alpha of0.93 is reported for this sample. Evidence ofthe concurrent validity ofboth

versions is provided by statistical1y significant correlations with other more general

measures ofperœived quality of life, specifically Cantril's Self-Anchoring Ladder ofLife

and Bradbum.'s Affect Balance 8cale (Baker, Curbow, et al., 1992; Baker, Jodrey, et al.,

1992). In addition, construct validity bas been supported by the scale's performance

consistent with theoretical predictions regarding social support in the samples ofmentally

ill adults (Baker, Jodrey, et al., 1992) and role retention in cancer survivors (Baker,

Curbow, et al., 1991, 1992). The authors of the SLDS provide evidence suggesting that

bath versions ofthe scale may he more sensitive to change over time than other more

general measures of life quality.

The SLDS was chosen as the measure of life quality in this study because it is one of
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the few multi·item instruments that does not include direct assessment ofaffective states.

but rather asks for cognitive judgments about satisfaction with particular life domains.

Sïnce measurement ofaffective state is included as part ofthe construct "severity of

illness", it was thought to he inappropriate to include it as an outcome measure. Although

the scale was Dot developed for a chronie pain population, the items appear generic to

many chronic illnesses. A 16-item version, based on the 17-item version for a cancer

population, was adapted for use in this study. One item relating to satisfaction with eating

was dropped and the second item which asked "How satisfied are you with your bane

marrow transplant?" was changed ta: '~owsatisfied are you with your chronic pain

problem?'~ InternaI consistency reliability with this present sample of 110 chronic pain

patients was ex = 0.94. Permission was obtained to adapt the tool for this study (personal

communication, F. Baker~ May 1994). (Also see Appendix X).

Health-Related Ouality ofLife

In addition to the individual measures which operationalize specifie constructs ofthe

Self-Help Model, the Medical Outeomes Study Short-Form 36 (MOS SF - 36), a

standar~ psychometrically strong instrument that measures health-related quality of

life, was also used in this study. This was done for three reasons. First, it provided an

additional test ofthe impact ofa psychoeducational intervention for those with chronic

pain independent ofthe specifie relationships predicted in the Self.Help Model. Secondly~

although the MOS SF-36 bas been used in evaluations ofmany surgjcal and

pharmacological interventions, it bas been used infrequently in evaluations ofother types

of interventions. Thus, the use ofthe SF-36 was a test ofits responsiveness to an

educationally·based nursing intervention. Finally, the instrument was briefand easy 10

administer.

MaS SF-36. The SF-36 is a generic multi-scale instrument that assesses eight health

concepts: limitation in physical activities because ofphysical health problems (PF - i 0

items); limitations in social activities because ofphysical or emotional problems (SF - 2

items); limitations in usual mie activities because ofphysical health (RP -4 items);

limitations in usual mIe activities because ofemotional problems (RE - 3 items); bodily
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pain index which combines a 6-point intensity scale with a rating ofperceived interference

with normal work (BP - 2 items); general mental health which includes four major

dimensions: anxiety, depression, 10ss ofbehavioural or emotional control, and

psychological well being (MIl - 5 items); vitality including bath energy and fatigue (VT

- 4 items); and, general health perceptions which asks about current health, health ouùook

and resistance to illness (GH - 5 items). lbere is also a single-item measure of perceived

change in health status over the past month (see Appendix Y).

The MÛS Sf-36 was constructed as a brief: comprehensive and psychometrically

sound measure ofhealth-related quality oflife that is sensitive to change over lime for use

in clinical practice and research, health poliey evaluations and general population surveys

(\Vare &. Sherbourne, 1992). A Likert-type method ofsummated ratings is used to attain

scale scores which are then transfonned to a 0 to 100 scale using algorithms tested with 24

diverse clinical populations (McHomey, Ware, L~ &, Sherboume, 1994). AIl items and

seales are scored so that a higher score indicates a better health state. A manual by the

Medical Outcomes Trust (Ware, Snow, Kosinski, &. Gandek, 1993) that provides detailed

information about scorÎDg procedures was used in this study.

Substantial evidence for the reliability and validity ofthe MaS SF-36 bas been

published. Reliabilities for all sca1es are reported to he high (McHomey et al., 1994;

McHomey, Ware, Rogers, Raczek, &, Rachel, 1992; Stewart, Hays, &, Ware, 1988). For

example, a study ofmixed patient populations (J! =969) reports reliability estimates of

between 0.78 ta 0.93 for all scales (McHomey et al., 1992). Considerable support for the

construct, convergent and discriminant validity of the scales is also rePOned in the

literature (McHomey et al., 1994; McHomey, Ware, &. Raczek, 1993; McHomey et al.,

1992; Stewart et al., 1988; Ware &. Sherbourne, 1992). The tool developers state that the

SF-36 bas been used in 260 clinical trials (primarily drug trials and surgical outeome

studies) and is becoming widely used interDationally. In addition, norms for SF-36 scale

scores for male and femaie aduIts in six age groups bave been estimated from a

representative U.S. survey. Permission to use the SF-36 was obtained from the copyright

holder (see Appendix Z). Intemal consistency reliabilities (using Cronbach·s alpha) for

the scales in this instrument using data from the Il (j subjects in this present study are: PF
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(0.88); SF (0.85); RP (0.91); RE (0.85); BP (0.84); MIl (0.82); VT (0.85); GH (0.81).

Summary of Instruments

Table 2 summarizes the Self-Help Model constructs~ the instruments used to

operationalize these constructs, as weIl as the additional HRQOL measme used in this

study. The internaI consistency reüability (Cronbach's alpha) ofeach instrument using the

pretest scores ofthe 110 subjects in this study is also reponed.

Pilot Testing ofInstruments
Pilot testing of the entire battery of instruments was conducted in November 1994.

After receiving ethical approval ta pilot test the instruments from MeGill University

School ofNursing (see Appendix AA)~ subjects were recruited from two physiotherapy

practices and from a chronic pain fitness program. The physiotherapists and fitness

instructor gave individuals with chronie pain a eopy ofa tetter that explained the purpose

of the pilot (see Appendix BB). Those who were interested in participating allowed their

names and phone numbers to be given to the investigator.

The questionnaires were piloted with 7 women and 5 men with idiopathie chronie noo­

malignant pain. Subjects ranged in age from 35 years to 69 years. Instrument piloting was

done to evaluate subjects' comprehension of test items, and to assess subjeet burden in

relation to completing the instruments. The instnunents took an average of48 minutes to

complete with a range of27 minutes to 71 minutes. When asked to provide feedback about

the questionnaires, no one stated that the rime was too long or overly burdensome~ nor did

individuals find any ofthe questions upsetting. Some instructions and formatting of

instruments were modified to improve comprehension on the basis ofsubject feedback.
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Model CODStructs Meuurement IDstrumeDt Cronbaeb's Œ

Perceived Severity of McGill Pain Questionnaire: SF-MPQ 0.79
Illness: perception of Beek Depression Inventory: SF-8DI 0.80
affliction due to the Pain Problem Severity Indicator: PPSI nia
chronic condition

Limitation: perceived Disability Subsca1e ... Survey ofPain 0.87
restrictions on life Attitudes: D-SOPA
and reliance on others Perceived Level ofDependency: PLD nia

Uncertainty: the Mishel Uncertainty in Il1ness Scale 0.83
inability to determine Community Form: MUIS-C
the meaning of
illness- related events

Enabling Skill : the SelfControl Schedule: ses 0.84
perceived ability to Self-Efficacy Scale: SES 0.90
manage day-to-day
adversities ofa
chronic condition

Self-help: perceived Index ofAdult Raie Behaviours: IARB 0.93
involvement in
valued adult mIes

Life Ouality: Satisfaction with Life Domains Scale: 0.94
perceived degree of SLDS
life satisfaction

Health-related Medical Outcomes Study Short Form 36 0.81 - 0.91.
Ouality of Life: MOS SF-36. (8 subscales).
additional measure of
health-related quality
oflife
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Ethical Issues

Ta proteet the rights ofeligible subjects for this study, a number ofmeasures were

taken including: (a) using an intermediate approach to gain initial permission to interview

potential subjeets about the nature ofthe study; (b) using informed consent; (c) ensuring

confidentiality; and, (d) proceeding tbrough formaI etbical review processes.

The intermediary approach for the initial contact for subject recruitment was

previously described in the Procedures section ofthis chapter. Using this approach

provided information about the study to potential subjects who were then free ta decide

whether they wished to leam more about the study or not. The subsequent telephone

contact with the researcher made clear that their decision about participating in the study

would not in any way influence any subsequent health care they received.

Ta proteet the rights ofsubjects, an informed consent was obtained prior to the

collection ofany data (see Appendix CC). Subjects were given a full verbal and written

explanation of the study. The study was presented as one designed to help those with

chromc pain leam more about how to c0Pe with their problem on a day-to-day basis.

Subjects were told that they would he invited to participate in a 6-week program that

involved group meetings of2 hours in length. However, sorne subjects would have to wait

longer than others for the program, but the wait would he no longer than 3 months. Thus

all subjects enroUed in the study were given the opponunity to receive the intervention in a

timely fashion. As previously mentioned, the use ofa wait-list control rather than a no

treatment control was based on ethical considerations as well as pragmatic issues.

Potential subjects were assured that their participation was voluntary, that there were

no known hazards ta participating in the study, that they could withdraw from the study at

any time, and that their questions would he aJ1S\vered. The ooly costs to the subject related

to commuting to the location ofgroup meetings and their time involved in attending the

sessions and in data collection. AU information was treated with anonymity and

confidentiality. AIl data were kept confidential through use ofa subject number and aIl

raw data were stored in a locked file located in the researcher's office. Raw data will he

shredded once the data have been entered on computer tape and stored.
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There were no known risks to subjeets from participation in this psychoeducation

intervention. The CPSMP protocol is adapted from the Arthritis Self-Management

Program which bas been standardized and tested on thousands of individuals.The

intervention bas subsequendy been adapted for other chronie illness populations. There

bave been no rePOrts ofuntoward effects after 12 years of program development and

testing (Long &, Holman, 1993). The potential benefits to subjects with chronic pain were

thought to include improved ability to manage their pain problem and thus to enhance

their ability to engage in life aetivities.

The study protocol was presented for ethical approval to three ethical review

committees: the Ethical Review Committee of the School ofNursing, MeGill University

(see Appendix DD); the Human Subjects Review Committee ofMemorial University of

Newfoundland (see Appendix EE); and to the Ethical Review Committee ofthe Salvation

Army Grace General Hospital in SL John's, Newfoundland (see Appendix FF).

Data Analysis

The data analysis consisted ofprocedures to 1) describe the characteristies ofthe

sample and assess the comparability ofthe treatment and control groups at pretest,

2) describe study attrition and confirm comparability ofgroups with subjeets who

completed the study, 3) assess reliability ofthe dependent measures with the study sample,

4) assess the effects ofthe treatment program, and 5) test the hypothesized pathways in

Braden's Self-Help Model.

First, data were screened to detect missing data and possible outliers prior ta running

aIl analyses. Specifics ofthis procedure are explained in Chapter 4. Reliability assessment

of instruments using Cronbach's alpha was presented in the instrumentation section ofthis

chapter. Background demographic and pain-related characteristies ofsubjects randomized

to the treatment and control groups were described and compared using chi-square

analysis for categorical data and independent groups t-tests for continuous level data.

Between-groups comparisons ofthe dependent variable scores at pretest were done ta

further assess the comparability ofgroups al baseline. Similar comparisons of these

variables were conducted between subjects who dropped out ofthe study after



•

•

74

randomization and subjects who completed the study. An alpha level ofR ~ 0.05 was

chosen as the level ofstatistical significance for these comparisons.

Results ofthe intervention were assessed by separate analysis ofcovariance

(ANCOVA) procedures ofthe posttest variables using the pretest levels ofeach measure

as the covariate. ANCOVA was chosen as the method ofanalysis because of its ability to

reduce unaccounted-for variance and hence its greater power to detect treatment efIects

compared to other approaches (Frison &. Pocock, 1992; Maxwell &. Delaney, 1990). Data

transformations were applied to four variables (BDI-Sf, D-SOPA, PPSI, and IARB) to

achieve normality ofskewed data for the analysis ofcovariance (Ferketich &. Vetran,

1994). Assumptions for parametric statistical analysis ineluding independence, normality,

homogeneity of variance, linearity, and homogeneity ofregression were checked and were

met by ail except one dependent variable. The RP scale ofthe MOS SF-36 violated the

normality assumptions and did not respond to data transformation. Therefore, the

treatment efIect for this variable was assessed using the distribution-Cree Mann-Whitney U

test. Because 18 statistical tests were done, the Bonferroni correction was applied ta

protect against Type 1 error. An alpha level of0.003 (0.05/18) was chosen as the level of

statistical significanee for between-groups treatment comparisons.

Madel testÏDg was conducted in three distinct steps. First, the correlation matrices of

the Self-Help Model variables at pretest and POsttest were examined for possible multi­

collinearity using the criterion level ofbivariate r = 0.70 as suggested by Tabachnick and

Fidell (i989) and inspection oftolerance foreach variable (Munro, 1997; Pedhazur, 1997).

Assumptions related to causal modelling anaIysis were tested ineluding graphie and

statistical exarnination ofresiduals (Verran &. Ferketich, 1987). No violation of

assumptions was deteeted. The final selection ofvariables to inelude in the model testing

was made based on bath theoretical and statistical grounds.

Second, the hypothesized paths among variables of the Self-Help Model were tested

using path analysis techniques based on least squares multiple regression (pedhazur,

1997). The purpose was ta examine whether the hypothesized paths, initially developed

and tested with those suffering from arthritis-related conditions, were supported by data

collected at two points in time ftom individuals with mixed idiopathie chronie pain
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conditions. For purposes ofthis analysis, data were treated as cross sectional at pretest and

at posttest. For each rime period (pretest and POsttest), the independent variables that

operationalized the constructs of the Self-Help Model were regressed on the dependent

variable in a series ofsimultaneous multiple regressions. Based on Braden's (1990b)

original model testing and subsequent model refinement (Braden, 1993b), five structural

equations were developed ta test Braden's theoretical model (see Figure 2). For the model

test using the posttest data, a dichotomous dummy variable indicating group assignment

(treatment = l, control = 0) was alsa added to the regression equations. Tabachnick and

Fidel! (1989) recommend no less than 20 subjects per independent variable and overall no

fewer than 100 subjects in multiple regression analyses. Since no regression equation had

more than 5 independent variables, the sample size of 110 at pretest and 102 at posttest

was sufficient for this model testing. The significance level ofn ~ 0.05 was used for the

standardized beta regression coefficients and for the adjusted R2S which indicated the

amount ofexplained variance for each ofthe dependent variables. The multiple regression

analyses were done using the Statistical Package for the Social Sciences (SPSS for

Windows, 1995).

The final approach to model testing assessed the overall fit ofthe model to the data at

pretest and at posttest. The EQS for Windows statistical software program by Bentler and

Wu (1995) calculates a number of indicators ofthe extent ta which the a priori model is

consistent with the data. Therefore, the set ofregression equations for the pretest and

posttest data were submitted to the EQS program. Four indices of fit were provided: the

chi-square goodness-of-fit statistic and three comparative goodness-of-fit indices [i.e., the

Bentler-Bonett nonned fit index (NF!); the Dentler-Bonett nonnonned fit index (NNFI);

and the comparative fit index (CFI)]. Indicators ofgood or adequate fit are a non­

significant chi-square statistic and values between 0.90 and 1.00 for the three other indices

(Bentler, 1995).

Because assessing the adequacy ofa model is seldom a straightforward process,

Bentler (1995) suggests that all indicators be examined but recommends the CFI as the

preferred index since it avoids underestimation due to sample size and sampling variability

which may occur with the other indices. In addition, the chi-square statistic is
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Regression equatlons:

Limitation = (Seta) Perceived Severity of IIIness + e

Uncertainty = (Beta) Perceived Severity of IIIness + e

Enabling 5kill = (Beta) Limitation + (Beta) Uncertainty + e

Self Help = (Beta) Enabling Skill + (Beta) Umitation + (Beta) Uncertainty + e

Lite Quality = (Seta) self Help + (Seta) Umitation + (Beta) Uncertainty + e

Note: Seta =Standardized regression coefficient; e =error.

Figure 2. Self-Help Model Construets witb Regression Equations

inflated by larger sample sizes (n ~ 100) and therefore a model may he rejected (achieve

significance) even ifonly trivially false (Bender, 1995; Norris, 1997; Wheaton, 1987). For

these reasoDS, the major indicator offit used in this study was the Comparative Fit Index

(CFD but aU indices are reported and discussed.
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Summary

Chapter 3 presented the methodology of this study. A randomized clinical trial was

used to evaluate the impact ofa standardized psycboeducation program for individuals

with chronic non-malignant pain. The development and description ofthe experimental

intervention, the Chronie Pain Self-Management Program (CPSMP)~was provided.

Subject inclusion criteria and procedures use({ to recruit as representative a community

sample ofthe population of interest as possible were described. Reliability and validity

information ofthe instruments used in the study was provided and the pilot testing ofthe

instruments was discussed. Ethical considerations related to the study were a1so described

and discussed. The data analysis procedures to evaluate the impact ofthe intervention and

to test the hypothesized relationships in Braden~sSelf-Help Madel were described.
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CHAPTER4

Results

Resu1ts ofthis study are presented in three sections. F~ data about the study sample

are presented as follows: description and comparison of the sociodemographic and pain­

related characteristics ofsubjects randomly allocated to the treatment and wait-list control

groups; description and comparison ofthe pretest scores ofthe dependent variables

between the two groups; an~ description ofbackground characteristics and study variables

of subjects who dropped out ofthe study after randomization compared to those who

completed the study. The second section presents the results of the intention-to-treat

analysis ofcovariance (ANCOVA) that tested the effect ofthe Chronie Pain Self­

Management Program on the dependent variables. The last section presents the results of

the path analyses used to test the hypothesized relationships in the Self-Help Madel and ta

test the overall fit of the model to the pretest and the posttest data .

Sample Cbaracteristics and Comparability ofGroups

Sociodemographic and Pain-related Characteristics

One hundred and ten individuals who met the inclusion criteria voluntarily conseoted

ta participate in the study. Fifty-seven subjects were randomly assigned to the treatment

group and 53 to the wait-list control group. Selected sociodemographic and pain-related

characteristics ofthe two groups are presented in Tables 3 and 4. The ooly missing data

were related to age (control group, n= 1) and pain duration (treatment group, n= 1). The

groups were oot significandy different on any ofthe background characteristics using chi­

square analysis for categorical data and two-tailed independent groups t-tests for

continuous level data CR > O.OS).

This young to middle-aged sample were Caucasian except for one subject ofeast

Indian origine Most were graduates ofhigh school and two thirds had some post secondary

education. There was an equal gender balance with women outnumbering men 3 ta 1 in

both groups. Most ofthe subjects were married and living with family or friends.
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Table 3

• Selected Soeiodemompbie Çharaderistia of aU Stady Subjects eN 110) bv Group

Treatment Group Control Group
Variable D= 57 n=53

Continuous Variable

Age (in years)
Mean ± Standard Deviation 39.23 (9.36) 40.42 (8.67)-
Range 24- 57 26 -60

Categorieal Variable D. 01'0 D. %

Gender
Female 42 74 40 75
Male 15 26 13 25

Marital Status
Marriedlpartnered 41 72 43 81
Single 8 14 5 9
DivorcedlSeparated 8 14 4 8
Widowed 0 0 1 2

Living Arrangements
Live with family/friends 50 88 48 91
Live alone 7 12 5 9

Education Level
High school or less 14 25 18 34
Sorne post-secondary school 37 64 26 49
University graduate 6 Il 9 17

Employment Status
Employed and working 21 37 18 34
Employed but unable to work Il 19 8 15
Unemployed due to pain 13 23 19 36
Unemployed for other reasons 4 7 1 2
Other (homemaker 1retired) 8 14 7 13

Receiving Financial Benefits
Workers Compensation benefits 7 12 9 17
Other disability henefits 13 23 13 25

• n-52

•
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Only one third ofthe sample were employed and working while another third were

receiving either Worker's Compensation or other disability benefits.

As Table 4 indicates, the average pain duration was 5.6 years for the control group and

6.6 years for the treatment group. While the vast majority had multiple pain sites, the most

common being the low back (75%) and necklshoulder (64%), eight individuals had

complaints confined to one area ofthe body such as headache, orofacial pain, non·specific

abdominal pain or non-arthritic knee pain. Over 400/'0 attributed their pain to one or more

motor vehicle accidents. Others attributed tbeir pain ta lifting, falls, Ujust happened" or to

other causes such as surgery. Most people (83%) were taking various medications for their

pain including non-steroidal anti-inflammatory drugs (Nsaids), narcotic combinations,

muscle relaxants, tricyclic antidepressants, and sedatives! hypnotics. Over 64% had visited

their family doctor and 34% a Medical specialist within the past month for their pain.

AIso, Many were receiving adjunctive tberapy ofsome kind

Table 4

Selected Pain-rellteci Cblraeteristjçs of lU Study Subieets eN=l}O> by Group

Variable

Continuous variable

TreatmeDt Group
g=57

CODtrol Group
g=53

•

Pain duration (in years)
Mean :t: Standard Deviation
Range

Number ofpainful body sites (1 - 20)
Mean :t: Standard Deviation
Range

Categoriel. varilble

Common pain sites
Lowback
Necklshoulders
Upper/mid back
Leglknee
Head/face

6.57 (6.34)· 5.57 (4.42)
1- 28 1- 20

6.89 (4.99) 6.96 (4.24)
1- 20 1 - 17

D ~ Il °At

39 68 43 81
35 61 35 66
25 44 25 47
24 42 22 42
16 28 IS 28
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including physiotherapy, chiropractic~acupuncture, or massage. Chi-square analysis

revealed no differences between the two groups on these aspects ofservice utilization

<R> 0.05).

Dependent Vari,hles at Pretest

To further assess the equivalence ofgroups at baseline, the pretest scores ofthe

dependent variables in the study were compared. Prior to doing this compariso~ all pretest

data were cleaned and checked for missing values and outliers, and were investigated to be

certain they met the assumptioDS ofparametric statistical analysis.

For the Self-Help Model variables, three measures were found to have missing data

that prec1uded the calculation ofa total score. One subject did not complete the pain

problem severity indieator (pPSI) and the dependency item (pDI), and another subject

completed just haIfthe items on the self-efficacy scale (SES). Both these subjects were in

the control group and these values were left as missing. Missing data in four multi-item

instruments including MUIS-C (uncertainty), SCS (resourcefulness), IARB (self-help role

behaviours) and SLDS (life satisfaction), ranged from less than two Percent ta ten Percent

of the items in any given instrument. For these variables, total scores could still he reliably

calculated for all subjects based on criteria regarding missing data (F. Baker, persona!

communication, June 9, 1994; Braden, 1986; Mishel, 1990). Complete data sets were

found for the remaining three measures ofpain rating (MPQ-SF), depression (BDI-SF)

and disability (D-SOPA). For the Medical Outcomes Study Sf-36, only one subject in the

treatment group had missing data on the Physical Function Scale that precluded the

calculation ofa total PF score. This was left as missing. Only three other subjects had one

or two items missing from the SF...36 and total scales could he calculated for all scales

(Ware et al., 1993). Overall, missing data ofthe dePendent variables at pretest constituted

less than one haIfofone percent ofthe total possible responses on all scales combined.

AIl ofthe dependent variables were examined for outliers or extreme values defined as

scores that were greater than three standard deviation units abave or below the mean. No

extreme values were found for any variable exœpt for the Role Physical (RP) Scale ofthe

Sf-36. The outlying values were checked for accuracy and were found to he correct. On
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examjnation, the RP scale bas only 5 possible values: 0,25, 50, 75 or 100. At prete~ 86%

ofsubjects en = 94) scored zero on this scale, hence aIl other values were oulliers.

However, elimjnating the outliers would have resulted in a variable with a Mean and

standard deviation ofzero and no variability. Because this problem with tloor/ceiling

effects bas previously been noted in the scale (McHomey et al., 1994), it was decided not

to eljmjnate cases but to use distribution free (non-parclD1etric) statistical analysis for this

one variable since the assumption ofnormality was violated.

Pretest scores of aIl other dependent variables were normally distributed except for

four Self-Help Model variables. Depression (BDI-SF) and adult role behaviours (IARB)

were skewed significandy ta the right CR < O.OS) with skewness values of0.62 and 0.59

respectively. Square root transformations as recommended by Ferketich and Verran (1994)

reduced the skewness to non-significant levels of-0.10 for the BOl and 0.22 for the IARB

en> 0.05). Disability (D-SOPA) and the pain problem severity indicator (PpSn were

skewed significandy to the left CR < O.OS) with values of -0.52 and -0.60 respectively. A

power transformation resulted in normal distributions with skewness values of0.12 for the

D-SOPA and 0.10 for the PPSI CR> O.OS). The ttansformed values for these variables were

used for aIl subsequent statistical analyses however raw scores are reported in tables for

clarity.

Comparison ofDependent Variables al Pretes! By Group. Table 5 presents the pretest

mean scores on the Self-Help Model variables and Table 6 presents pretest Mean scores

for the eight sca1es ofthe Medical Outeomes Study SF-36 for both treatment and control

groups. Between-group differences for aIl dependent variables except for the Raie

Physical (RP) Scale ofthe Sf-36 were analysed using two-tailed independent groups t­

tests. No significant differences were found on any ofthese variables <R> 0.05).

Differences for the RP Scale ofthe Sf-36 were assessed using the two-tailed Mann­

Whitney li test. There was no significant difference in Mean rankings for this variable

(treatment group, 55.04; control group, 55.99; R= O.SO). Tbese results provide additional

evidence that the randomization procedure bad successfully produced equivalent treatment

and control groups.
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Table 5

• Pretest Scores on Self-Bell' Model Variables for aU Subjects eN 110) by Group

Treatment Group Control Group
8=57 11=53

Variable MeaD SD MeaD sn
Antecedent variables

Pain rating (MPQ-SF) 19.04 8.11 19.02 8.45
Depression (BDI-Sf) 8.11 5.19 7.92 5.16
Disability (D-SOPA) 2.56 0.85 2.84 0.77
Problem Severity (pPSI) 73.84 18.33 73.58 a 17.67 a

Dependency (PDI) 55.14 25.86 55.21 • 30.03 •
Uncertainty (MUIS-C) 68.65 11.93 65.19 11.94

Mediating variables
Self-efficacy (SES) 48.08 16.75 48.55 :1 17.98 •
Resourcefulness (SCS) 64.64 10.49 65.03 11.54

OutcolDe variables
Self-help (IARB) 54.89 11.63 52.42 12.96
Life satisfaction (SLDS) 67.28 19.80 66.32 19.18

an = 52.

Table 6

Pretest Scores OD Sqlles of the MOS SF-36 for aU Subjects lN=ll'> by Group

Treatment Group Control Group
n.=57 n=53

Variable Mean SO Mean SO

MOS SF - 36 Scales
Physical fonction (PF) 40.75· 24.25 • 37.65 20.48
Role - physical (RP) 7.89 22.24 11.32 29.65
Bodily pain (BP) 26.53 16.20 28.89 18.34
Role - emotional (RE) 39.77 43.39 43.40 41.65
Social function (SF) 46.71 25.83 47.17 25.90
Vitality (VT) 30.56 19.80 35.19 21.09
Mental health (MH) 58.81 21.04 57.36 20.29
General health (GH) 44.12 20.36 47.61 22.56

• an = 56.
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Study Attrition

Ofthe 110 subjects randomized to the trial, eight subjects (treatment group~n = 5;

control group, Il = 3) subsequently did not complete the posttest measures and were

considered dropouts, a rate of7%. Ofthe treatment group dropouts, one became ineligible

after randomization, one was admitted to hospital for an extended period for a serious

acute illness, and three individuals who had attended one or no classes declined to

complete the questionnaire booklet at posttest. AlI three dropouts in the control group

were subjects who could not he contacted at 3-month follow-up despite three phone caU

attempts and a follow-up letter. Figure 3 depicts a summary ofgroup allocatio~ the

dropouts, and the final number ofsubjects who completed the posttest instruments.

EJ
Intention-to-treat subjects

Completed pretest measures

Dropouts

6-week
program

&
6-week
interval

3-month
wail

Dropouts

•
Figure 3.

Completed posttest measures

SUIDID.ry ofGroup A8oeatiOD ofSubjeets, Dropoua .ad Subjeets
CODlpleting the Study•
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Comparison ofQnmouts and tbose Completini the Study. To investigate the

difIerences between those who dropped out of the study (n = 8) and those who completed

the study (n = 102)9 statistical comparisons ofail background characteristics and the

pretest dependent variables were done. Table 7 presents the frequencies and percentages of

five background characteristics that were significantly different between the two groups

using chi-square analysis (J! s 0.05). The data indicate none ofthe dropouts were working

compared to 38% ofthose completing the study and significantly more dropouts were

receiving disability benefits compared to completers. Interestingly, 100 % of the dropouts

reported neck pain compared to 61% ofcompleters. AIl dropout subjects had visited their

family doctor within the past month compared to 63% ofcompleters, and more ofthe

dropouts than expected were taking sedatives! hypnotics, however the number ofsubjects

was small. Although not statistically significant, aU droPOuts were female. AlI other

background characteristics were not significantly different between the two groups CR >

0.05).

Table 8 presents the pretest means, standard deviations and t-test results of 10

dependent variables that were significantly different between those completing the study

and the dropouts en s 0.05). As a group, the dropouts had significantly higher pain rating

scores (MPQ-SF), felt themselves to he more disabled (D-SOPA), were more depressed

(BDI-SF) and had poorer general mental health (MH) scores, Celt more dependent on

athers (pDI), and perceived themselves to have poorer general health (GH), less vitality

(VT), and poorer social functioning (SF). They also had lower levels ofself-efficacy

(SES) and were less satisfied with their üves (SLDS). From these data, it appears that

those who dropped out ofthe study were more severely affected by their Pain condition

compared to those who completed the study.
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Table 7

• ComparisoD ofSjpifieagt Baçgrougd Charaçteristics betweeD the Dropouts (n=8)
and Subjeets who Comgleted the Study (0=102>

CODlpleten Dropouts
.-10Z .=8

X2

Variable • % Il 0/0 (dt)

Employment status
Employed and working 39 38 0 0 15.55 .016·
Employed, unable 10 work 18 18 1 12 (6)
Unemployed due to pain 25 24 7 88
Unemployed other reason 5 5 0 0
Other (homemaker, etc.) 15 15 0 0

Receiving financial benefits
Workers' Compensation IS IS 1 12 0.94 n.s.
Other disability benefits 21 21 5 63 7.53 .023·

(2)

Common pain locations
Neck/shoulder 62 61 8 100 4.93 .026·

(1)

Medications taken for pain
Sedativeslhypnotics 9 9 3 38 6.28 .012·

(1)

Visits to health professionals
in past month

Family physician 63 63 8 100 4.74 .029*
(1)

• R S 0.05
n.s. = 000- significant en> O.OS)

•
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Table 8

Comp.mon ofSi.mgnt Pretest Variables betweeo the Dropouts (0=8) and
Subjects who Comgleted the Stucly (n=102)

Completers Dropouts
J! =102 .=8

Variable MeaD sn Meu sn !

Self-Belp Model
AntecedeDt variable

MPQ- SF 18.48 7.94 26.00 9.32 2.55 .012*
BDI-Sf 7.55 4.75 13.63 7.00 3.36 .006*
D-SOPA 2.62 0.80 3.59 0.44 3.37 .001*
POl 53.04· 27.4~ 82.13 15.19 4.S3b .001*

Mediating variable
SES 49.27- 16.78- 36.15 IS.82 -2.11 .037*

Outcome variable
SLDS 68.49 18.97 51.5 12.32 -2.49 .014*

MOS-SF36
SF 34.22 20.25 14.58 14.11 -2.69 .OOS*
VT 48.41 25.65 28.13 19.76 -2.18 .031*
MH 47.10 21.08 29.00 22.92 -2.32 .022*
GH 59.29 19.41 43.00 29.S4 -2.19 .031*

two-tail independent groups t-test
an = 101
b Levene's Test for Equality ofVariances violated; unequal variance estimate reported.
* t! s 0.05

To he certain that the treatment subjects (n =52) and control subjects (n =50) who

completed the trial were comparable aD background characteristics al baseline, statistical

analysis using chi-square and t-tests were repeated on the sociodemographic and pain­

related characteristics (see Appendix GO). No significant between-group differences were

found (n >0.05).
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Posttest Measures ofDepmdent Variables

The posttest scores ofthe 102 subjects who completed the trial were checked for

missing values and outliers, and were assessed ta evaluate whether scores approximated a

normal distribution. Only two measures had missing data tbat prohibited the calculation of

a total score: pain rating (MPQ-SF) (tteatment group, Il =3), and dependency (POl)

(control group, Il= 1). These data were left as missing. The pattern ofmissing data in the

multi-item instruments al posttest was similar ta that previously described with the pretest

measures. Missing data for four multi-item instruments (MUIS-C, ses, IARB, SLDS)

ranged from less tban two percent to len percent of items in a given instrument. For these

variables, total scores could still he reliably calculated for all subjects based on

instructions ofthe tool developer (F. Baker, personal communication, June 9, 1994;

Braden, 1986; Misbel, 1990). Seven subjects had one or two missing items on the MOS

SF-36. Again, total scores could he reliably calculated for ail Sf-36 scales (Ware et al.,

1993). Overall, the total amount ofmissing data was very small. AlI dependent variables at

posttest were examined for extreme outliers but none were detected except for the Raie

Physical (RP) Scale ofthe SF-36 as expected from the pretest scores. These data violated

normality assumptions and non-parametric analysis was again used ta assess group

differences (Munro, 1997).

AlI other variables were normally distributed except for four Self-Help Model

variables. Depression (BDI-SF) and self...help role bebaviours (IARB) were skewed

significantly to the right <n < 0.05) with values of0.94 and 0.50 respectively. Square root

transfonnations reduced the skewness ta non-significant levels of-0.02 for the BDI-SF

and 0.19 for the IARB. CR> 0.05) Uncertainty (MUIS-C) and the pain problem severity

indicator (pPSI) were skewed significantly to the left CR < 0.05) with values of-0.56 and

-0.65 respectively. A power transformation resulted in normal distributions with skewness

values of-0.03 for the MUIS-e and 0.11 for the PPSI (J:! > 0.05). The transformed values

for these variables were used for aIl subsequent statistical analysis but raw scores are

presented in tables for clarity.
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Effects ofthe Treatment: Between-Group Differences

This section specifically addresses two research questions posed in this study.F~

does participation in the CPSMP significantly improve scores ofthe variables defined by

the Self-Help Model including anteeedent variables (pain ratingt depressio~ pain problem

severityt disability and uncertainty), mediating variables (self-efficacy and

resourcefuiness) and outcome variables (self-help and life satisfaction) compared to wait­

list controls? Second, does participation in the CPSMP significantly improve health­

related quality of life as measured by the MOS Sf-36 compared to wait-list controls?

Mean scores and standard deviations for the Self-Help Model variables at pretest and 3

months later for the treatment and control groups are presented in Table 9. The results of

the separate analysis ofcovariance (ANCOVA) for each variable are a1so presented.

Comparisons ofposttest means using the pretest levels as the covariate indicated that those

in the treatment group had statistically signfficant improvement CI!:s; 0.003) in six of the

ten variables compared to the control group. The treatment group rePQrted significantly

less dependency on others (pDI), reduced severity ofthe pain problem on their lives

(pPSI), greater involvement in self-help roles including valued family, community, work

and self-care activities (IARB), greater life satisfaction (SLDS) and rePOrted higher levels

of self-efficacy (SES) and resourcefulness (SCS) compared to the control group. In

addition, there were positive trends to improvement in measures of disability (D-SOPA)

W= 0.008) and pain rating (MPQ-SF) U! = 0.039) compared to the controls. By contrast,

scores ofdepression (BDI-Sf) and uncertainty (MUIS-C) did not improve in the treatment

group compare<! to the control group.

The mean scores, standard deviations and ANCOVA results for seven ofthe eight

scales ofthe MOS SF-36 are presented in Table 10. Comparisons ofPOsttest means using

the pretest levels as the covariate show that the treatment group had statistically significant

improvement CR s 0.003) in two scales compared 10 the controls. As a group, treatment

subjects had reduced bodily pain (BP: a measure of intensity and interference) and

increased vitality (VT) at 6-weeks post intervention when compared to contrais. Also,

there were positive trends to improvement in the treatment group in general mental



91

Table 9

• Between-mups Comgarison (n==102) olTen Self-Relu Model Variables

TreatlDeDt Group Control Group
Jl=52 .==50 ANCOVA

Pretest Posttest Pretest Posttest
Variable meau man meaD mean F

(possible raDge) (SO) (SB) (SD) (SD) (dl)

Antecedent variables
Painrating 18.94· 17.27· 18.32 20.14 4.38 .039
MPQ-SF (0 - 45): (8.13) (9.16) (7.94) (8.93) (2,96)

Depression 7.67 6.83 7.48 7.68 2.83 .096
BDI-SF (0 - 39): (4.91) (5.63) (4.63) (4.75) (2,99)

Disability 2.51 2.29 2.79 2.81 7.33 .008
D-SOPA (0 .. 4): (0.84) (0.78) {O.76) (0.72) (2,99)

Problem Severity 72.67 60.98 73.02b 71.22b 9.83 .002·
PPSI (0 - 100): (18.44) (21.26) (17.61) (15.83) (2,98)

Dependency 52.44 45.67 54.52c 59.77c 12.39 .001·
POl (0 - 100): (25.24) (26.08) (29.66) (23.00) (2,97)

Uncertainty 68.25 66.12 64.54 64.60 .002 .960
MUIS-C (23 - 115): (12.22) (11.14) (11.84) (9.07) (2,99)

MediatiDg variables
Self-efficacy 49.52 59.66 49.00b 46.94b 21.74 .000·
SES (10 .. 100) (15.86) (18.12) (18.04) (17.17) (2,98)

Resourcefulness 64.48 67.77 64.81 62.52 17.27 .000·
SCS (0 -100) (10.69) (9.78) (11.71) (11.47) (2,99)

Outcome variables
Self-Help 55.32 60.41 52.76 51.22 22.47 .000·
IARB (0 - 100) (11.92) (13.15) (12.94) (12.44) (2,99)

Life Satisfaction 68.85 76.19 67.16 64.28 20.21 .000·
SLDS (0 .. 119) (19.57) (19.87) (19.39) (17.31) (2,99)

• n =49; b n = 49; C n =48; • R S .003.

• : Lower scores are more positive; for ail other variables, higher scores are more positive.
Note: AIl parametric statistical assumptiODS met including homogeneity of regression.
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Table 10

• Between-croulls ComRarison (n=I02l ofSeven Scales from the MOS SF-36

Tratment Group Control Group
Jl=52 Jl=50 ANCOVA

Pretest Posttest Pretest Posttest
Variable lDeaD lDeaD meaa mean F
(possible range) (Sn) (sn) (sn) (sn) (dl)

SF-36 (O - 100):

Physical fonction: PF 41.68 44.64 38.41 38.30 1.62 .206
(24.70) (25.07) (20.22) (21.63) (2,99)

Bodily pain: BP 27.23 35.0 29.74 27.60 10.35 .002·
(16.39) (18.65) (18.37) (17.89) (2,99)

Role - emotional: RE 41.03 59.62 44.67 56.00 0.33 .570
(43.59) (42.95) (42.38) (43.35) (2,99)

Social function: SF 47.84 55.05 49.00 48.50 3.90 .051
(26.16) (27.48) (25.36) (24.83) (2,99)

Vitality: VT 31.83 43.33 36.70 33.27 20.99 .000·
(19.73) (22.16) (20.69) (19.74) (2,99)

Mental health: MH 60.46 68.15 58.08 60.84 4.07 .046
(19.67) (18.37) (19.27) (19.93) (2,99)

General health: GH 45.35 48.69 48.93 48.86 0.99 .323
(19.64) (20.28) (22.54) (21.91) (2,99)

t Higher scores are more positive for ail scales.
• n ~ 0.003
Note: AlI parametric statistical assumptions met including homogeneity of regression.

health (MIl) Ul = 0.046) and social functioning (SF) (n =0.051) compared to controls.

There were no significant between-group differences in scores ofphysical functioning

(PF), general health perceptions (GH), and mIe emotional functioning (RE).

•
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The assessment ofthe treatment effect on the remaining Role Physical (RP) Scale of

the SF-36 was donc in two steps.F~ a two-tailed Mann Whitney U test was used to

assess the pretest scores ofthe 102 subjects who completed the study to confirm group

equivalence at baseline. Mean rankings (treatment group, 51.15; control group.. 51.86)

were not significantly different œ> 0.05). The Mann-Whitney li test on the posttest

measures found that Mean rankings (treatment group, 58.33; control group, 44.40) were

significantly difIerent œs 0.003) indieating that the treatment group had significant

improvement in role physical functioning compared to contrais. See Table Il for pre- and

posttest means and standard deviations ofthe RP Scale for bath groups and the results of

the Mann-Whitney li test.

Table Il

BetweeD-groups CompansoD (g=182l of Pretest and Posttest MeaD Scores OD the
Role Physical Scale of the SF-36

Variable

Treatment Group
.=52

MeaD SB

Control Group
11.=50

Mean SD

Mann-Whitney U

z p

Pretest
Role Physical:
RPI

Posttest
Role Physical:
RP2

·12 s 0.003

8.65

24.52

23.16

33.39

12

9

30.41

23.56

-0.19

-2.945

0.849

.003·

•

As a further test of the effectiveness ofthe intervention, the 20 subjects with the most

improved scores from pretest to posttest for each statistically significant variable

(Rs 0.003) were classified according to group allocation. Fourteen to 18 of the 20 most

improved subjects were in the treatment group providing more supportive evidence that

the positive outcomes were due 10 treatment (sec Table 12).
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Group Allocation of 20 Subjeet! witb most Improved Scores on Statisticallv
Sipificant Variables

94

Variable

Self-Hela Mode.
Problem Severity: PPSI
Dependency: POl
Self-help: IARB
Life satisfaction: SLDS
Self-efficacy: SES
Resomcefulness: ses

MOS SF-36
Role Physical: RP
Bodily Pain: BP
Vitality: VT

Treament Group

15
14
17
16
15
16

16
15
18

Control Group

5
6
3
4
5
4

4
5
2

Finally, as a form ofprocess evaluation an attendance record was kept to track the

number ofclasses attended by treatment subjects. Ofthe 6 program sessions, 44 subjects

attended 4 or more sessions ÏDdicating that 85% of those randomized to the treatment

group received two thirds or more ofthe course content (see Table 13). The average

number ofsessions attended was 4.7

Table 13

Number of Sessions Attegd" by Sgbiecls in tbe TreatmeDt Group

•

Sessions Attended
(Maximam of6)

o
1
2
3
4
5
6

Treatmeat Sabjects
8=52

1 (1.9 %)
2 (3.8 %)
2 (3.8 %)
3 (5.8 %)
7 (13.5 %)

21 (40.4%)
16 (30.8 %)



•
95

Model Testing: Path Analyses

The final section ofthis chapter addresses the third research question ofthis study: Do

chromc pain subjects' scores on variables that operationalize the constructs in Braden's

Self-Help Model support the predicted relationships in the Model? For purposes ofmodel

testing, the six constructs in the Model were operationalized using 7 variables. Figure 4

depicts the theoretical construets (upper and lower case script), the variable(s) used to

operationalize the constructs (upper case script), and the hypothesized relationships that

were tested.

Antecedents Mediators

•

Outcome.

•

Pe~1vec:I

s.verlty
ofllln...

PAJNRATING

~ , Il

Enabllng SkI. + Self""'" + Ufe Quallty
SELF-::ICACY ~ SELF- __..~~ UFE

/RESOURCEFULNElIS IE~ SATISFACTION

Uncettalnty
UNCERTAInY

•

•

•

Figure 4. Self-Help Model CODstracts, Variables, ud Hypothesized Relationships

Three variables were excluded from model testing on statistica1 grounds. One ofthe

assumptions ofpath analysis is that the variables in the model are measured without error

and measurement error is assumed 10 he zero (pedhazur, 1997). Although in reality this

assumption cannot he met, it underscores the importance ofbaving reliable measures of
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variables in the path model. The variables selected for model testing had demonstrated

reliability and validity and had high internai consistency reliability in this study sample as

reported in Chapter 3. Because the two single-item indicators, PPSI (perceived severity of

the pain problem) and PDI (Perceived dePendency indicator), could not be thoroughly

assessed for reliability, they were not included in the model testing. In additio~a decision

was made to exclude depression from this model testing because of its high negative

correlation with life satisfaction al pretest and posttest Cr ~ 0.70). The correlation matrix of

the pretest scores ofthe 7 variables used in the Model testing as weil as depression are

presented in Table 14 and the correlation matrix of the posttest scores are Presented in

Table 15. Other than the high negative correlations between depression and life

satisfaction, no other evidence ofmulti-eollinearity was found using both the correlation

matrix (r ~ 0.70) and by inspection oftolerance for each variable (Munro, 1997; Pedhazur,

1997; Tabachnick & FidelI, 1989).

Table 14

IntercorrelatioDs ofSeleeted SeIf.ReIR Model Variables at Pretest lN =110)

Variable 1 2 3 4 5- 7

1. Pain ratinl

2. Depression .59···

3. Disability .41··· .43···

4. Uncertainty .29·· .45··· .20·

5. Self- -.32··· -.50··· -.58··· -.34···
emcacy •

6. Resouneful -.20· -.28·· 0.05 -.24·· 0.13

7. Self-help -.45··· -.55··· -.57··· -.22· .56··· .22··

8. Life -.56··· -.80··· -.46··· -.40··· .50··· 0.08 .64···
Satisfaction

• 2 s .OS; •• 11 s .01; ••• I! S .001
& !!. = 109

•
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Table 15

• Intercorrelations ofSelected Self-BelR Model Variables at Posttest (n =102l

Variable I- l 3 4 5 b 6 7

1. Pain ratiDl

2. Depression .46***

3. Disability .49*** .42***

4. UncertaiDty .21** .45*** .22·

5. Self- -.35··· -.47··· -.61··· -.22·
efficacy b

6. Resourcefal -0.12 -.33 .** -0.03 -.23* .25*·

7. selr-belp -.45··· -.52··· -.63··· -.27·· .62··· .35··*

8. Lire -.55··· -.78··· -.56··· -.36··· .48··· .21· .62···
Satisfaction

• 11 s .05; •• I! S .01; 2 S -<JOI
a n =99· b n = 101.- .-

•

Testing Hypotheses of the Self..Help Model

Model Test 1: Pretes! Data. Six hypotheses related to the Self-Help Model were tested.

These hypotheses, numbered 3 to 8, are listed al the end ofChapter 2. Table 16 presents a

summary ofthe results of the regression analyses that tested these hypotheses using the

cross-sectÏonal data al pretest Œ-= 110). Results ofthe goodness-of-fit indicators are aIso

presented al the bottom ofTable 16.

Hypothesis 3 stated that perceived severity of illness (pain rating) would he

significantly positively associaled with two adversities of chronie illness, limitation

(disability) and uncertainty. To test this hypothesis, pain was regressed separately on

disability and on uncertainty. The first regression procedure, with disability as the

dependent variable, resulted in a significant beta of 0.41 for pain (the relative predictive

strength ofpain on disability) and explained 16% ofthe variance (adjusted R2 ) in

disability. Therefore, individuals with higher levels ofpain had higher disability. In the

second regression, pain with a significant beta of0.29 explained 8% ofthe variance in
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Multiple Regression Agalysis: Pretest Scores ofSelf-Rell' Mode. Vari.bles (N=110>

98

Independent Variable B 9S%CI Beta

•

On Disability (0-4).

Pain (0-45) 0.21 0.12 to 0.30 0.41 0.001

RI = 0.17; Adjusteel Rl = 0.16; [(1,108) = 22.23, n ~ 0.001

On UncertaiDty (23-115)

Pain (0-45) 0.42 0.16 to 0.67 0.29 0.002

Rl =0.08; Adjusteel Rl = 0.08; 1(1,108) = 9.88, n ~ 0.01

On Self-eftieaey (10-100)

Disability (0-4)· -2.23 -2.86 to -1.59 -0.54 0.001
Uncertainty (23-115) -0.33 -0.55 to -0.11 -0.23 0.004

RI = 0.39; Adjusted Rl =0.38; [(2,106) = 34.0, n ~ 0.001

On Resoun:efulDess (0-100)

Disability (0-4)· 0.26 -0.24 to 0.76 0.10 0.30
Uncertainty (23-115) -0.23 -0.41 to -0.06 -0.26 0.01

RI =0.07; Adjusteel R l = 0.05 F(2,107) = 3.73 , n ~ 0.05

On Self.help (0-100)·

Self-efficacy (10-100) 0.10 0.04 to 0.16 0.31 0.002
Resourcefulness (0-100) 0.10 0.03 to 0.18 0.21 0.01
Disability (0-4)· -0.53 -0.77 to -0.29 -0.40 0.001
Uncertainty (23-115) 0.01 -0.07 to 0.08 0.01 0.89

RI = 0.44; Adjusteel Rl = 0.42; l(4,104) = 20.80, n ~ 0.001

On Lite Satisfaction (0-119)

Self-help (0-100)· 1.80 1.21 to 2.40 0.51 0.001
Disability (0-4)· -0.56 -1.35 to 0.22 -0.12 0.16
Uncertainty (23-115) -0.42 -0.65 to -0.20 -0.26 0.001

R2 = 0.49; Adjusted Rl = 0.47; [(3,106) = 33.77, n ~ 0.001

• Transformed scores.

Model fit indiees: CFI =0.91; NFI =0.S9; NNFI =0.76; X2(S) =29.71, n= 0.000
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uncertainty. Therefore, individuals with higher levels ofpain had higher levels of

perceived disability and to a lesser extent higher levels ofuncenainty. These results

support Hypothesis 3.

Hypothesis 4 stated that disability and uncertainty would he significantly negatively

associated with enabling skill (self-efficacy and resourcefulness). This was tested by two

separate regression equations; the first regressed disability and uncertainty on self,;.

efficacy, and the second regressed disability and UDcertainty on resourcefulness. Thirty

eight percent (38%) of the variance in self-efficacy was explained by these tWo variables.

Higher beliefin disability had a significant negative association with self-efficacy (beta =

-0.54) as did UDCertainty (beta = ..0.23). Uncenainty a1so had a significant negative

association with resourcefulness (beta = ..0.26) as predicted but disability did not

significantly impact on resourcefulness. Only 5% ofthe variance in resourcefulness was

explained by uncertainty. Thus, individuals who had higher disability and who had more

uncertainty had lower levels ofself-efficacy. In addition, those with more uncenainty also

had lower levels ofresourcefulness. These results partially support hypothesis 4.

Hypothesis 5 stated that self-efficacy and resourcefulness would have a significant

positive association with self..help, while hypothesis 6 stated that disability and uncertainty

would have a significant negative association with self-help. These two hypotheses were

tested in one regression equation that entered ail the independent variables simultaneously.

As predicted bath self-efficacy and resourcefulness were significandy positively

associated with self-help with betas of 0.31 and 0.21 respectively, and disability was

negatively associated with self..help with a significant heta of -0.40. However, uncertainty

was not significantly associated with self-help. Forty two percent (42%) ofthe variance in

self-help was explained by self-efficacy, resourcefulness and disability. These results

suggest that the greater the enabling skill as measured by self-efficacy and

resourcefulness, the greater the involvement in self-help hehaviours Of, conversely the less

the enabling skill, the less self-help involvement. In addition, there was a strong negative

impact ofdisability on self..help. These results support hypotbesis 5 and partially support

hypothesis 6.

Hypotheses 7 and 8 were tested together. Hypothesis 7 stated that self-help would he
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significantly positively associated with life quality (measured by Iife satisfaction) and

hypothesis 8 stated that disability and uncertainty would he negatively associated with life

satisfaction. Forty seven percent (47%) ofthe variance in life satisfaction was explained

by self-help with a significant beta of 0.51 and uneenainty with a significant beta of-0.26

as predicted. As self-help behaviourin~ 50 did life satisfaction; however, higher

levels of uncertainty reduced life satisfaction to 50me extent. Contrary to theoretical

predictio~disability did Dot have a significant direct impact on life satisfaction. These

results support hypothesis 7 and partially support hYPOthesis 8.

In summary, hypotheses 3, S, and 7 were fully supported and hypotheses 4, 6, and 8

were partially supported by the data. These 6 hypotheses depiet 13 paths or relationships

among the variables in the Self-Help Model. Ten of the 13 paths were supported by this

model test. Figure 5 depicts the variables, the path coefficients, and the amount of

variance accounted for (adjusted R2 ) by the significant relationships that emerged from

this first test ofthe Self-Help Model using pretest data.

The fit ofBraden's a priori Model to the data was assessed via the EQS statistical

Antecedents Medl8tors

...-
Outcomes

•

Disabliity
adj.R'•.16~

Self-Efficacy .J,..
adj. R:I: .38 ~ Self- .51- a Lite

~ .d' Help Satisfaction

P
:YResourcefulne.. ".r adj. R:I: .42 adj. ~J: .47

adj.~: .05..
Uncertalnty ,'1'
.cij.~ •.08

1 .,a-

• p <0.05
•• p <0.01
**. p < 0.001

Figure 5. Model Test 1: Patb CoeffieieDts and Adjusted R1 for Signifiant
Relatioosbips at Pretat



•

•

101

software program. Five structural equations depicting the relationships hypothesized in the

Self-Help Model were submitted to the EQS program with no problems encountered

during optimization. Thineen parameters were estimated. Sample size for this analysis Œ

= 110) was adequate based on Bentler's (1995) criteria of 5 to 10 subjects per

parameter. Results of the goodness--of-fit analysis were as follows. F~ Bentler's

comparative fit index (CFI) was 0.91. Since a perfeet fit is 1.00, this result was indicative

oflow Ievel but adequate fit ofthe model to the data. The normed fit index (NFn was 0.89

and the nonnormed fit index (NNFI) was 0.76. For tbis data set, chi-square yielded a

significant statistic of29.7 with 8 degrees offreedom. However, Bentler (1995), Wheaton

(1987) and others (Norris, 1997, Youngblut, 1994) state that a non-significant chi-square

is difficult to obtain in Many studies due to intlated values with large n's (Il >100). For

this reason, Bentler (1995) bas suggested that the CFI is a more precise population-based

indicator of fit. In SlImmary, there appears to he some support for the adequacy ofthe Self­

Help Model to explain the pattern of relationships in the pretest data.

Model Test 2: Posttest Data. A second test ofthe Self-Help Model was done using

data from the 102 subjects who completed the measures at posttest. This second path

analysis addressed the question: "How consistent or reproducible is the hypothesized

pattern of relationships in the Self-Help Model at a second point in lime (3 months after

pretest), under different conditions (half the sample exposed to an intervention), in a group

of individuals with chronic pain?" A modification was made to the second model test by

including the variable "group" that took treatment etTeet into account. "Group" depicted

group assignment (i.e., those in the treatment group were scored as 1 while those in the

control group were scored 0). Table 17 presents a summary ofthe results of the regression

analyses using the c:ross-sectional data at posttest as weil as the goodness--of- fit indicators.



•
102

Table 17

Multiple Rumsion ADalysjs: Posttest Seores oeSell-Relu Model Variables (n=102)

Independent
Variable

8 95% CI Beta

On PaiD (0-45)

Group -2.87 -6.48 to 0.73 -0.16 0.117

R l = 0.03; Adjusted Rl = 0.02; .1:(1,97) =2.50, l! =0.117

OD Disability (0-4)

Pain (0-45) 0.04 0.02 to 0.05 0.45 0.000
Group -0.40 -0.67 to -0.13 -0.25 0.004

R2 = 0.30; Adjusted Rl = 0.29; E(2,96) = 20.59, I! = 0.000

On UDeertaiDty (23-115)

Pain (0-45)
Group

0.25 0.03 to 0.46
2.37 -1.57 to 6.32

0.23
0.12

0.027
0.240

R2 =0.06; Adjusted Rl =0.04; F(2,96) = 2.88, Il = 0.061

On Self-eftieaey (l0-1 00)

Disability (0-4) -12.50 -16.54 to -8.46 -0.52 0.000
Uncertainty (23-115) -0.22 -0.52 to 0.07 -0.12 0.139
Group 6.77 0.60 to 12.94 0.18 0.032

R2 = .41; Adjusted Rl = .39; F(3,97) = 22.38, Il = 0.000

On Resoureefulness (0-100)

Disability (0-4) 1.99 -0.82 to 4.80 0.14 0.163
Uncertainty (23-115) -0.33 -0.54 to -0.12 -0.31 0.002
Group 6.78 2.46 to 11.09 0.31 0.002

R2 = 0.15; Adjusted Rl =0.12; F(3,98) = 5.69, I! =0.001

On Self-help (0-100)*

Self-efficacy (10-100) 0.09 0.03 to 0.14 0.27 0.004
Resourcefulness (0-100) 0.13 0.05100.22 0.25 0.002
Disability (0-4) -3.19 -4.56 to -1.82 -0.42 0.000
Uncertainty (23-115) -0.04 -0.12 to 0.05 -0.06 0.425

• Group 0.71 -1.12 to 2.54 0.06 0.443

R1 = 0.55; Adjusted Rl = 0.53; 1:(5,95) = 23.56, Il = .000
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• Table 17 (cont.)

Independent B 9S·AtCI Beta
Variable

On Lite Satisfaction (0-119)

Self-help (0-100)· 1.20 0.56 to 1.85 0.37 0.003
Disability (0-4) -5.86 -10.59 ta -1.14 -0.24 0.016
Uncertainty (23-115) -0.43 -0.73 to -0.13 -0.22 0.005
Group 4.53 -1.72 to 10.77 0.12 0.154

Rl = 0.48; Adjasted Rl =0.45; [(4,97) = 21.98, n= 0.000

* Transformed score.
Model fit iDdiees: CFI =0.96; NF! =0.95; NNFI = 0.86; X2(8)=35.20, n=0.001.

Table 18 provides a comparison ofMode1 1 and Model 2 hypotheses testing results.

Results ofthis second path analysis foUy supponed hypotheses 3,5, 7 and 8 and partiaUy

supported hypotheses 4 and 6 ofBraden's Self-Help Model. Hypotheses 4 predicted a

significant negative association between the adversities of illness (disability and

Table 18
Comparison of Results: Model 1 and Model 1 Hypotbesa TestiDc

Hypotheses (Self-Help Model Variables) Modell Modell

3. Pain rating Supported Supported
+ disability / + uncertainty

4. Disability / Uncertainty Partially Panially
- self-efficacy / - resourcefulness Supported Supported

5. Self-help Supported Supported
+ self-efficacy / + resourcefulness

6. Disability / Uncertainty PartiaUy Partially
- self-help Supported Supported

7. Self...help Supported Supported
+ life satisfaction

8. Disability 1Uncertainty Partially Supported

• - life satisfaction Supported
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uncertainty) and enabling skill (self-efficacy and resourcefulness). Consistent with Model

Test 1, disability was significantly associated with self-efficacy (beta = -0.52) but not

resourcefulness. However, uncertainty which had been negatively associated with both

self-efficacy and resourcefulness in Model Test 1 was significantly associated only with

resourcefulness (heta =-0.31) in this second model test. Regarding hypothesis 6 (disability

and uncertainty would he significantly negatively associated with self-help), disability was

significantly associated with self-help (heta = -0.42) as predicted but uncenainty was not

significantly associated with self-help consistent with Model Test 1. The significant

negative relationship between disability and lire satisfaction proposed in hypotheses 8 was

not supported by the first model test but was supported in this second model test (heta = ­
0.24). As in the first model test, 10 of 13 hypothesized paths were supported by the

posttestdata.

In tenns ofthe amount ofvariance explained, the largest change occuned in self-help

with 53% ofthe variance accounted for in this second model test compared ta 42% in the

first test. The reason for the stronger effect ofdisability, self-efficacy and resourcefulness

on self-help May he due to the addition ofgroup assignment ta the model. Being assigned

to the treatment group bad a significant direct impact on disability (heta = -0.25), self­

efficacy (heta =0.18) and resourcefulness (heta = 0.31). Therefore, being in the treatment

group decreased levels ofperceived disability, and increased levels ofself-efficacy and

resourcefulness leading ta higher levels ofself-help consistent with theoretical predictions.

The variable 'group' increased the amount ofvariance explained in disability from 23% in

the first test ta 2901'0 in this second model test. It also increased the variance explained in

resourcefulness from 5% in the first test to 12% in this second test.

Figure 6 provides a summary of the variables, the path coefficients, and the amount of

variance explained (adjusted R2 ) by the significant relationships that emerged from this

second test ofthe Self-Help Model with 102 individuals at posttest. The fit ofthe Self­

Help Model to the posttest data was assessed using the EQS statistical software program

as previously described in the first model test. Fifteen parameters were estimated with no

problems encountered during optimization. Overall, the results of the goodness-of-fit
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Outcomes

Graup

* p <0.05
** p <0.01

.** p < 0.001

,.{..~
Dlubillty

adj. ~:= .29~...
~ "~-EfIIC8CY .2.,..

adj. ~= .39 ~-. lI!.-lf. ure
~ _. .3T- Satisfaction
~ Help • ·R~ 45

Resoun:efulnua~ adj. R~= .53 adj. = .

Unc:e.'nty~ adj.R
z= .12 ,

adj. ~=.04 •.3

~..
~

•

Figure 6. Model Test 2: Path Coefficients and Adjasted R1 for Signifiant
RelatioDships at Posttest

analysis were improved in this second model test. BentIer's comparative fit index (CF!)

was 0.96 and the normed fit index (NF!) was 0.95 indicating adequate fit ofthe model to

the data. The nonnormed fit index (NNFI) was 0.86 and the chi-square yielded a

significant statistic of35.2 with 8 degrees of freedom. Although these last IWo indicators

did not indicate good fit, they are considered to he more sensitive to sampling variability

and sample size and 50 may he underestimating the fit ofthe model to the data (BentIer,

1995; Wheaton, 1987). In summary, there appears to he support for the adequacy ofthe

Self-Help Model to explain the Pattern ofrelationships in these data from a sample of

individuals with chronic pain. This is not to say, however, that the causal model was

proved to he true, but rather that it was not disconfinned (pedhazur, 1997).
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Summary

There were three research questions and eight related research hypotheses posed in this

study. The first question asked whether participation in the CPSMP would significantly

improve scores at 6-weeks post-intervention in variables guided by Braden's Self-Help

Model including anteeedent, mediating and outeome variables. The results of the

intention-to-treat ANCOVA analyses indicated tbat those in the treatment group

(rr = 52) had significant improvement or trends ta improvement in four of six antecedent

variables (pain quality rating, painproblem severity, disability and dependency), in both

mediating variables (self-efficacy and resourcefulness), and in both outcome variables

(self-help and life satisfaction) as compared ta those in the wait-list control group (n =50).

Two antecedent variables (depression and uncertaÎDty) did not show significant change in

the treatment group.

The second research question asked whether participants in the CPSMP would achieve

statistically significant short-term improvement in health-related quality of life as

measured by a standardized, norm..referenced, psychometrically strong instrument. Results

ofthe intention-to..treat ANCOVA analyses of the Medical Outcomes Study Short Form­

36 indicated that those in the treatment group (n = 52) bad significant improvement or

trends to improvement in five ofthe eight Sf-36 scales including bodily pain, role..

physical function, social fonction, vitality and mental hea1th as compared ta those in the

wait-list control group (n =50). Physical fimction, role-emotional funetion and general

health perceptions were not significantly different between the two groups.

The third research question addressed whether data from individuals with chronic pain

supported the predicted relationships in the Self-Help Model. Two tests of the model were

conducted via path analysis techniques. Ofthe six research hypotheses related to the

model testing, three hypotheses were fiilly supported and three were partially supported by

the first model test using pretest data Œ = 110). The second model test using posttest data

Ul =102) provided full support 10 four research hypotheses and partial support to two

hypotheses. The Self..Help Model explained a significant portion ofthe variance in the two
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major outcomes: between 42% and 53% ofthe variance in self-help and between 450/0 and

47% ofthe variance in life satisfaction. Model fit indices suggested that the model

provided an adequate fit to the data, particularly the posttest data.
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CHAPTER5

Discussion

This chapter is divided into five sections. The tirst discusses the results ofthe

randomized clinical trial ofthe Chronic Pain Self-Management Program (CPSMP).

Comparisons ofthe results of this present study are made with results ofthe Arthritis Self­

Management Program (ASMP) and with results ofother comparable chronie pain

interventions. The second section discusses the results ofthe path analyses that tested the

Self-Help Model. The third and fourth sections discuss the implications for nursing

practice and recommendations for future research. The final section ofthis chapter reviews

the strengths and limitations ofthe present investigation. The chapter coneludes with a

summary.

Outcomes ofthe Randomîzed Clinical Trial

This randomized controlled trial examined the effect of a community-base~ 12-hour,

group psychoeducation program on a sample ofyoung to middle-aged individuals with

mixed idiopathie chronie pain problems. The findings present a picture of statistically

reliable short-term improvement in those who were enrolled in the CPSMP (n =52) as

compared 10 those in the wait-list control group (n =50) on multiple tbeory-guided self­

report measures and on a number ofhealth-related quality oflife seales. At 6-weeks post­

intervention, treatment subjects who attended a Mean of4.7 ofthe six CPSMP classes had

statistically significant improvement Ut s 0.003) in measures ofpain intensity and impact,

perceived severity ofthe pain problem as a whole, dependeney, vitality~ physical role

funetioning, self-help role behaviours, and life satisfaction as weil as in two hypothesized

mediating variables, self-efficacy and resourcefulness. The percent improvement on ail but

one ofthese variables in the treatment group as compared to the control group ranged from

9% to 47%. The high rate ofimprovement in one measure, the physical role functioning

scale ofthe Sf-36 (217%), may have been due to the 800rl ceiling effects ofthis scale
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(McHomey et al., 1994). Although outcomes such as pain quality rating measured by the

short-fonn ofthe MPQ, perceived disability, mental health, and social functioning did not

reach statistical significance at the 0.003 level, there were positive trends to improvement

(n ~ 0.05) in the treatment over the control group. By conttast, those in the control group

either remained the same or deteriorated on MOst measures over the 3-month wait period.

(See Appendix GO for published results).

The evidence from this study strongly suggests that increasing perceived self-efficacy

and enhancing resourcefulness skills are effective strategies that strengthen self-help and

self-care behaviours whieh then impact on life satisfaction. Bandura~s (1986) self-efficacy

theory proposes that self-efficacy will influence what people choose to do, and how

persistent they will be in the face ofdifficulties; increased efficacy will also influence

thought patterns to be more positive, and decrease stress and despondency. Likewise,

leamed resourcefulness theory suggests that increasing enabling skill (i.e., problem

solving skills, cognitive reframing, delay in immediate gratification, and a general belief in

self) not only buffers stress but also prompts people to initiate self change (Rosenbaum,

1990a). Rosenbaum states that people who are more resourceful not only cope better with

adversity but also are more capable ofadopting health.-promoting behaviours and attitudes.

Braden's Self-Help Model applies Rosenbawn's theory to the situation ofchronie illness

by specifying the critical aversive variables that induce stress, and by suggesting that

educational interventions should specifically target enabling skill in arder to reduce or

Mediate the negative impact ofaversive aspects ofchronie illness and increase positive

self-help responses that will also improve life satisfaction.

These theoretical explanations are supported by a substantial body ofwork from

theories of stress and coping (Lazarus " Folkman, 1984), leamed helplessness theory

(Seligman, 1975), as well as from broad frameworks such as the eognitive-behavioural

perspective ofleaming and behavioural change (Turk &, Meiehenbawn, 1994), and from

nursing models such as the McGill Model ofNursing (Gottlieb &, Rowat, 1987). These

perspectives an support stl'atcgies tbat were part ofcontent and process ofthe CPSMP

including specific strategies aime<! at increa5ing self-efficacy, enhancing problem-solving

ability, helping people cognitively reframe events, providing opportunities for increasing
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bellef in their own abilities to successfully manage problems by building on inherent

strengths, etc. Such strategies appear to have a consistently positive impact on a wide

range ofquality of life outcomes.

The results reported in this present study ofthe CPSMP appear comparable to results

ofthe Arthritis Self-Management Program (ASMP) studies. Lorig and Holman (1993)

reported statistically significant short-term improvement CRs 0.05) in pain intensity (22%)

and self-efficacy (14%), and non-significant positive trends in disability (6%) and

depression (14%) in treatment subjects (D=77) who attended an average of 4.5 ofsix

"efficacy-enhanced" ASMP classes over wait-list control subjects (n=sO). The efficacy­

enriched ASMP (which served as the prototype for the CPSMP) incorporated features

known to effect self-efficacy: exercises to increase skiUs mastery, feedhack about

accomplishments, modeUing by leaders and participants, symptom reinterpretation,

examples ofhow to change one's beliefs, and persuasion (Goeppinger &. Lorig, 1997).

Increases in health status obtained with this efficacy enriched program were 1.5 to 12

tintes greater than in the original course (Lorig &. Gonzalez, 1992). This evidence along

with previous findings ofthe lack ofassociation between health status change and

behaviour change bas led Lorig to conclude that improvements in health status are due to

changes in self-efficacy (Goeppinger &, Lorig, 1997; Lorig, Selemick, et al., 1989).

Findings ofthis present study also appear to compare favourably with short-term

outcomes ofsomewhat analogous oUlpatient pain clinic treatment programs with similar

chromc pain populations. Four studies ofbroadly-based educational group interventions

which were based on cognitive-behavioural principles that emphasized self-management

and coping skills were located in the recent literature (peters &, Large, 1990; Philips,

1987; Skinner et al.,1990; Williams et al., 1996). Because there were differences in

methodology including research design, sampling procedures, attrition rates, use of

different outcome measures as weIl as program differences, direct comparisons ofthe

results of this set ofstudies with the results ofthe CPSMP should he viewed with caution.

However, despite the noted differences, subject characteristics were remarkably similar

across studies including this study sample and the results ofthese interventions were

relatively consistent with findings in this study. In general, thase who participated in these
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outpatient programs reported significant improvements in self-report measures of

depression/mental health (lI - 31%) (peters & Large, 1990; Philips, 1987; Skinner et

al.,1990; Williams et al., 1996), aspects offunetioning (l8 - 40%) (peters & Large, 1990;

Philips, 1987; Skinner et al.,1990; Williams et al., 1996), and self-efficacy/perceived

control over pain (25 - 34%) (philips, 1987; Williams et al., 1996). Improvement in

measures of physical performance such as walking and stair climbing was reported in ooly

one study (Williams et al., 1996). Ofnote, ooly two ofthe four stlldies reported significant

improvements in self-report measures ofpain (8 - 25%) (philips, 1987; Skinner et al.,

1990) suggesting that improvements in psychosocial, funetional and other outcomes are

not necessarily linked to changes in perceived pain intensity and quality ratings. Although

sorne variables showed larger rates of improvement in these studies compared to results of

this CPSMP intervention, the methodological rigour oftbis present study including low

attrition rates and intention-to-treat statistical analyses may have led to more conservative

estimates of improvement in this study.

Sïnce theoretically one would have predicted improvement in all variables, it is

instructive to examine in greater detail those variables that did not change in the treatment

group compared ta the control group. Depression, uncertainty, and three of the eight scales

of the SF-36 (i.e., physical functioning, role-emotional functioning, and general health

perceptions), did not demonstrate significant change or positive trends to improvement at

posttest.

Depression as measured by the short-form Beek Depression Inventory (Sf-BDI) (Beek

& Beek, 1972) did not change significantly. In part, the lack ofstatistica1ly significant

improvement May he because group Mean scores for both treatment and control groups

were not in the depressed range at pretest when a score of8 or above is used to indicate

mild clinical depression (Turner &. Romano, 1984). Sïnce group means were not in the

depressed range at baseline, improvements in this variable would he less likely to accur.

Although depression did not exhibit significant change, the mental health scale ofthe Sf­

36 did show a trend to improvement CR s O.OS) in the treatment compared to the control

group. Four mental health concepts including anxiety, depression, loss of behavioural or

emotional control, and psychological well-being are measured in this scale (Ware &.
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Sherboume~ 1992).

There was no significant change in uncenainty as a result ofthis intervention. The

sample of individuals with chronie pain in this study scored in the mid-range for

uncertainty which was similar to other chronic illness conditions including systemic lupus

erythematosus, multiple sclerosis, and coronary heart disease but lower than conditions

such as epilepsy (Mishel, 1991). Although strategies which might reduce uncertainty were

included in the CPSMP ( e.g.~ providing information, enhancing the positive and

maintaining hope, promoting self-advocacy, and helping specify controllable

circumstances), these strategies may not bave been explicit enough or strong enough in

terms oftime spent teaching these components to effect change in this population with

mid-level uncertainty (Mishel, 1993). Altemately, the 6-week foUow-up period May have

been too carly to detect a change in this variable. Another plausible explanation ofwhy

uncertainty did not improve may he due to the panicularly amorphous nature ofchronie

pain itself(Hilbert, 1984; Hitchcock, FerreU, & McCaffery, 1994; Rowat & Knafl, 1985;

Seers & Friedli, 1996).

The lack ofchange in physical functioning in the SF-36 May he related to issues of

measurement. For example, the physical functioning scale uses three response categories

('limited a lot', 'limited a little', and 'not limited at ail') to measure ten areas ofperceived

physical performance. Although aspects ofphysical performance related to exercise,

walking, etc. are included in the CPSMP, finer gradations ofperformance (eg., 5 to 7

response categories) would probably he necessary to detect smaller degrees ofchange as a

result ofa psychoeducation intervention (Streiner & Norman, 1989).

There was no significant change in general health perceptions as a result of the

intervention. There are a number of plausible explanations for this finding. First, it is

possible that perceptions ofone's general health are not easily or quicldy altered and

consequently data coUection al 6 weeks post-intervention may he tao short a time frame to

detect change. Health ratings might have improved over time ifthe positive changes

gained as a result ofthe intervention were able to he maintained over the loog term.

Secondly, the general health perceptions scale asks people to rate their present health,

future health, and to compare themselves to others in terms ofhealth and sickness. Many
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subjects in this study sample had exhausted MOst available treatment options for their pain

and they understood that the intent ofthe CPSMP was self...management and not cure.

Being able to hetter 'manage' a condition MaY not he viewed as leading to improved

health in the future or to decreasing a perceived gap in health between themselves and

others. Lastly, the fact that just onder 50% ofstudy subjects (n = 50) reported at least one

other oogoing health problem including hypertension, gastrointestinal problems (e.g.,

irritable bowel), long standing respiratory problems, or a variety ofother illnesses in

addition to their chronic pain problem may he an important contributing factor to the 000­

SÏgnificant results in general health perceptions.

Interestingly, role...emotional functioning (i.e., the degree to which emotional problems

have interfered with work and other acc:omplishments) improved substantially in both

groups. However, there was 00 statisticaUy significant difference hetween the groups at

posttest. Why the control group would have improved on the role...emotional functioning

scale while demonstrating few other improvements is oot clear except that this scale, like

the role...physical scale, bas been demonstrated to have significant floorl celling effects

(McHomey et al., 1994). Because both measures ofrole functioning (i.e., physical and

emotional) are measured with dichotomous response categories (presence/absence),

McHomey and colleagues (1994) have suggested that tiner gradations in scaling are

probably needed to improve the sensitivity ofthese two scales.

The Self-Help Model: Discussion ofMadel Testina

The last research question in this study addressed whether the predicted relationships

in Braden's (l990a) Self-Help Model would he supported by data collected at pretest and

at posttest ftom a sample of individuals with idioPathic chronic pain. Six hypotheses were

tested using causal modelling via path analyses techniques. In briet: the hypotheses stated

that: (a) perceived severity ofillness (pain rating) would he significantly positively

associated with the adversities ofillness (perceived disability and uncertainty); (h)

perceived disability and uncertainty would he negatively associated with enabling skill

(self...efficacy and resourcefulness), with self-help, and with life quality (life satisfaction);

(c) self...efficacy and resourcefulness would he positively associated with self...help; and, (d)
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self-help would be positively associated with life satisfaction.

Before discussing the path analysis results in detail, a comment needs to he made

about the role ofcausal modelling approaches in theory development. First ofail, the term

causal modelling is somewhat misleading since modelling techniques such as path

analysis cannot uncover causes or prove directionality (i.e., that x leads to y). A causal

model is a theoretical conception ofthe pattern ofrelations among a set ofvariables or

constructs. As a meth~ path analysis is intended Dot to elucidate causes per se, but rather

to shed light on the feasibility ofa causal model that a researcher bas formulated a priori

on the basis ofknowledge, theoretical understandings, creativity and insight (Pedhazur,

1997; Pedhazur & Schme~ 1991). Thus, path analysis tests how well an a priori

theoretical model is consistent with the data. Ifthe model is inconsistent with the data,

doubts are cast about the theory from which the model was derived (Norris, 1997;

Pedhazur, 1997). Consisteney of the model with the data, however, does not constitute

proofofthe theory; at best, it lends support to the theory's feasibility to expIain or predict

phenomena. It is possible for other comPeting explanations of phenomena (Le., other

causal models) to be consistent with the same data. The decision ofwhich model is more

tenable, then, does not rest on the data but on theoretical considerations.

The Self-Help Model, initially formulated from theory and insight (Braden, 1986), bas

been tested with various chronic illness groups, MOst recently those with mv disease

(Grimes &, Cole, 1996). Because the evidence suggested that the original conceptual­

ization ofthe Self-Help Model was robust in different populations, model testing was

conducted in this present study to evaluate its' explanatory power regarding learned

response to the experience ofchronie pain.

The results ofthe two separate model testing procedures using the pre.. and posttest

data in this study supPOrted the overall hypothesized pattern ofrelationships among

variables in the Self-Help Model. These data, then, lend further support to the underlying

theory of leamed response to chronie i1lness eXPerience. Ofparticular significance was the

amount ofvariance explained in the two outeomes of the Model, self-help and life quality.

In the baseline model test, variance explained in self..help was 42% and in life quality was

47%. At posttest, with the intervention effect included in the model test, amount of
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variance explained in self-help rose to 53% and in üfe quality was 45%. These posttest

results are remarkably similar to the results in the arthritis studies in which Braden found

that the Self-Help Model explained 52% to 55% of the variance in self-help and 47% to

49% ofthe variance in life quality with over 5()OAJ of subjects in her samples having

attended an arthritis self-help education program (Brade~ 1990a, 1990b). The consistency

in amount ofvariance explained by both the arthritis studies and the present study is

particularly noteworthy given that different measures were used to operationalize sorne of

the Model constnlcts. Measures ofuncenainty, resourcefulness and self-help were the

same in the arthritis studies and in this present study, however different measures of

limitation and life quality were used in this present study. As well, self-efficacy was an

additional measure ofenabling skill used in this study. Therefore, despite some

differences in measurement across the two study samples, the pattern of relationships

among the esseotial constructs in the Model and the predictive power of the Madel

appears stable.

The recent model test conducted by Grimes and Cole (1996) in a sample of 83

individuals with mv disease who had oot received a self-help intervention found that the

Self-Help Model explained 31% ofthe variance in self-help and 35% ofthe variance in

life quality. These results, although explaining a smaller amount ofvariance in the

outcomes, was consistent with the hypothesized pattern ofrelationships in the model and

adds additional support to the robustness of the Self-Help Model constructs in chronic

illness experiences ofvarious kinds.

As predicted in the Self-Help Model, the adversities of illness - perceived disability

and uncertainty - were important variables influencing outcomes in this present study with

disability having a greater negative impact than uncertainty. [n bath Model tests using Pre­

and posttest data, perceived disability was a significant strong negative predietor ofself­

efficacy and ofself-help. It also had a small but significant negative impact on life

satisfaction in the posttest model results. These data support a growing body ofresearch

findings in the chronic pain and other chronic illness literature that higher levels of

perceived disability (as opposed to objectively...rated disability) are significandy associated

with poorer physical and psychosocial outcomes including life satisfaction (Browne et al.,
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1990; Dolce, 1987; Jensen &. Karoly, 1991, 1992; Jense~Turner, &. Romano, 1994;

Jensen, Turner, Romano, &. Lawlor, 1994; Strong et al., 1990; Weir et al., 1992).

Although evidence supports the link between 4perceptions' and outcomes, there bas been

little investigation about what factors influence one's perception ofbeing disabled by pain

(Jensen, Turner &. Romano, 1994). In this study, pain rating explained only 16% ofthe

variance in disability at pretest; this increased to 29010 at posttest with the addition of the

intervention variable 4 group' . This leaves over 70% ofthe variance in perceived disability

unexplained. Given the substantial negative impact ofperceived disability on Self-Help

Model variables, further investigation about perceived. disability - bath antccedent factors

and strategies that successfully change perceptions - is warranted.

As noted earlier, uncertainty - the other adversity ofillness in the Self-Help Model­

had a small but significant negative predictive effect on resourcefulness and on life

satisfaction similar to results in the model tests in the arthritis studies (Braden, 1990a,

1990b). However, unlike Braden's results, uncertainty was not associated with self-help

in the present study. Reasons for this are not completely apparent. However, in the arthritis

studies, the impact ofuncertainty on self-help was small (Brade~ 1990a). Although

uncertainty bas been identified as an important contributor to the distress experienced by

those with chronic pain in qualitative studies (Hitchcock, FeneU, &. McCaffery, 1994;

Rowat & Knafl, 1985; Seers &. Friedli, 1996), uncertainty bas not been studied in

quantitative studies ofchronic pain populations to any extent. In this present study, pain

rating explained only 4 to 8% ofthe variance in uncertainty, a finding which stands in

sharp contrast to the 40% variance explained in uncertainty in the arthritis studies. In one

study, additional sociodemographic, and ilIness-related variables explained more ofthe

variance in uncertainty tban perceived severity of illness alone (Braden, 1990a).

In the Self-Help Model, enabling skill is hypothesized to Mediate the adversities of

illness. The theory proposes that ifenabling skills cao he enhanced, the negative impact of

the adversities of illness will he rninirnized and outcomes related to self-help and life

satisfaction will he improved. UnIike previous Self-Help Model studies, this present
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study expanded the concept ofenabling skill beyond leamed resourcefulness to include

self-efficacy. Model test results found that both self-efficacy and resourcefulness were

significantly positively associated with self...help as predicted. Because self-efficacyand

resourcefulness were UDcorrelated at pretest ([ = 0.13, R> O.OS) and bad a low correlation

at posttest ([ = 0.23, R< O.OS), each variable was exerting a unique etIect on self-help.

This was expected because the two variables retlect different asPeCts ofenabling skills:

self...efficacy is domain specifie with respect ta perceived ability to successfully manage

pain and other-related symptoms (Bandura, 1977a) while leamed resourcefulness is

ref1ective ofgeneral tendencies to use particular coping skills when dealing with any

stressful circumstance (Rosenbaum, 1990). Thus, Braden's proposa! that enabling skill

may lessen the impact ofthe adversities of illness by its direct positive impact on self-help

was supported by the findings in this present study.

The importance ofa constnlet like enabling skill to explain outeomes is also supponed

by findings in the chronie pain literature. In a study of94 chronic pain patients 3 to 6

months after an inpatient pain program, Jensen, Turner and Romano (1994) found that

improvement in physical and psychosocial functioning and reduced hea1th care utilization

were associated with changes in perceptionslbeliefs about pain and the use ofcognitive

coping strategies and were unrelated to changes in behaviour (eg., inereased exercise,

practice of relaxation, ete.) as operant conditioning theory would claim. Rather, Jensen and

colleagues (1994) coneluded that improvement appeared to he more closely linked with

changes in what people think about their pain and the cognitive strategies they employ

than with changes in what they do in terms ofspecific behaviours. Although self-efficacy

heliefs were not measured in the Jensen et al. study, their conclusions are consistent with

Bandura's Self-Efficacy Theory (Bandura 1977a, 1986) and Lorig's thesis regarding the

imponance ofefficacy-enhaneing interventions to improve outcomes (Long, Chastaîn, et

al., 1989; Lorig, Selemick, et al., 1989). This is also consistent with Leamed

Resourcefulness Theory (Rosenbaum, 1990) in that the enabling skiUs highlighted as

mediating the negative imPaCt ofadversities are: problem solving, cognitive reframing,

belief in selt: and delay in gratification, a cognitively-based skill set.

Altemate or competing exp1aDations to the mediating etIeets ofenabling skill are also
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of interest. In a recent study, Braden, Mishel and Longman (1998) found that

resourcefulness acts as a moderator rather than a Mediator between the adversities of

illness and self-help. (A Mediator is a variable that aceounts for the relationship between a

predictor and outcome whereas a moderator affects the direction or strength ofthe

relationship) (Baron &. Kenny, 1986). To test for moderator effects, scores are subjeeted to

a Median split with iodividual scores diehotomized ioto high or low resourcefulness.

Leamed resourcefulness theory would suggest that being high in resourcefulness in a

general sense sets the stage for additionalleaming. Hence, those in the high range May

increase their sense ofeffieacy more readi1y wben exposed 10 an efficaey-enhancing

interventio~ thus influencing outcomes. Bycon~ those low in resourcefulness at

pretest may have higher levels ofperceived disability and uneertainty and respond to the

intervention by first increasing resourcetùlness skills and through increasing those skills

enhance self-help. Further model testing ofmediator/moderator efIects would need to he

done to test these additional hypotheses in this population of individuals with chronic

pain.

The Self-Help Model may not he the only explanation for how people respond to the

experience ofchronie illness, but it bas eontinued to he supported by data from samples of

patients with arthritis, systematic lupus erythematosus, mv disease, breast cancer and in

this present study ofmixed idiopathie chronie pain (8rade~ 1990a, 1990b, 1991b; Braden

et al., 1990, 1993, 1998; Grimes &. Cole, 1996) . Overall, the byPOthesized pattern of

relationships in the Self-Help Model was supported by the data eoUeeted in this study and

was consistent with findings in the chronie pain literature.

Implications for Clinical Practice

The important IOle ofeducation-based interventions as an adjunet to traditional

Medical and physical therapies for the management ofehronie pain is now well­

established (Allegrante, 1996). Results ofthe CPSMP were within the range ofoutcomes

reported by four somewhat comparable outpatient ehronie pain Pro8lë1ll1S (peters &.

Large, 1990; Philips, 1987; Skinner et a1.,1990; Williams et al., 1996). Admittedly, the

results ofthese hospital-based programs were stronger on some variables. However, their
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programs ranged from 13.s ta 28 hours and involved members ofa multidisciplinary team.

which although ideal, adds ta the cost ofprograms and decreases portability ta other

senings. Bycon~ the low-cost CPSMP is 12 hours in length, and utilizes one

facilitator. Because of its standard protocol, it cao he reliably delivered by generalist

hea1th care providers in a variety ofcommunity settings such as local service clubs,

churches, schools , etc. (Lorig, 1986; Goeppinger &, Lorig, 1997). Hence, the more

moderate effects of the CPSMP MaY he offset by the potentia1 for broad dissemination and

greater accessibility by those with chronic pain than is currently the case with more

specialized pain clinic services (Turk, ROOy, &, Sorkin, 1993). The caveat ta this

generalization is that individuals such as the eight drop-outs in this study who had high

levels ofpain and depression and poorer levels offunctioning MaY not have the motivation

to engage in a program ofthis type. They MaY need more specialized treatment that is

more appropriately available at a pain treatment centre.

Given the current shift ofhea1th services away from acute care institutions ta the

community, it would appear that community-based nurses are weil placed ta deliver,

eva1uate and help with further refinement and modification ofthe CPSMP. However, even

after additional eva1uation ofthe long-term impact of the CPSMP is completed,

dissemination ofa program such as the CPSMP wililikely he a difficult task. As Lorig

(1995) has eloquently argged, effective research-based educational treatments are largely

denied to clients because patient education does not fit cleanly within the present structure

ofprofessional health care delivery systems or within health care financing. Issues around

program delivery, accessibility, and financing will he barriers ta the dissemination of

community-based programs ofthis tyPe unless policy level changes relating ta these issues

are made. Nurses need ta he involved in clearly articulating the importance ofeducational

treatments that enhance self-management and self-care for clients not only suffering from

chronicp~ but for the wider population ofcommunity-based clients with various

chronie health problems. This approach is in keeping with a series ofCanadian health

policy initiatives outlined in documents such as the Lalonde Report (1974), the Epp

Framework (1986) and the MOst recent strategies for population health (Health Canada,

1994). AlI these reports have emphasized the need for broader health promotion strategies
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within the community and the importance ofenhancing coping skills that enable people to

he self-reliant, solve problems~ and make informed choices that promote health.

Another practice implication relates to the usefulness of the ASMP as a prototype

program for interventions with other chronic illness populations. The original arthritis

program was successfully 'cloned~ for use with the chronic pain sample in this study.

Because the successful ingredients ofthe intervention appear to relate to the process

components that enhance self-efficacy and resourcefu1ness, the ASMP content has the

potential to he modified for any number ofother chronic health prohlems. In addition~

Braden's Self-Help Model bas been shown 10 he a useful organizing framework for

nursing interventions by highlighting important antecedent variables, by suggesting the

process through which change may occur and therefore what strategies should he

specifically taught, and by identifying the outcomes that should he expected to improve as

a result ofnursing psychoeducational interventions whether delivered at the group or at the

individuallevel. Both the ASMP and hence the CPSMP and Bradens' Self-Help Model are

based on a health promotion orientation that builds on innate strengths and abilities of

people and engages them in an active process ofchange. This is consistent with the view

that health is a resource for everyday living and that self-help interventions provide

leaming opportunities for people to find healthy and satisfying ways of living in the face

ofchronic illness experience.

Recommendations for Further Research

Severa! recommendations for future research are suggested based on the findings in

this study. First, this CPSMP intervention needs to he replicated using multiple facilitators

located in bath urban and rural areas, with follow-up at 3, 6 and 12 months (minimum)

and with the addition ofvariables that monitor employment status~ health care utilization

and cost. Such research would provide evidence of the long-term impact ofthe CPSMP

and the cost-benefit aspects ofthe intervention. Long-term follow-up studies of the ASMP

have reported that treatment gains in health status variables translated ioto cost savings to

the health care system with 400/Ô reduction in number ofphysician visits in the treatment
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over a comparison group at 4 years (Long, Mazonson, &Ho~ 1993). Based on the

similarity ofshort-term results in trials ofthe ASMP and this randomized controlled trial

of the CPSl\1P, it is possible that cast savings to the bealth care system May result from

the CPSMP over the long-term. Research documenting long-tenn treatment effects and

associated costs would support nursing's claim. that well-designed, theory-based

psychoeducation interventions make an important contribution to the overall well-being of

those with chronic bealth problems as well as impact on health care costs.

This study used the MOS SF-36 as an additional measure ofhealth-related quality of

life. Given the aImast "gold standardfl respect that the instrument now gamers, it was used

in this study as a test of the instrument's responsiveness to a nursing psycboeducation

intervention. Although five scales out ofeight appeared sensitive to change as a result of

this intervention, both role functioning scales appeared ta have significant floor/ceiling

effects, which the tool developers themselves have acknowledged (McHomey et al.,

1994). Ofgreater concem is the 10-item physical functioning scale. The use of three

response categories MaY he sensitive enough to detect change as a result ofa major

surgical or even pharmacological intervention, but the restricted nomber of response

categories are unlikely to he responsive to nursing interventions. Because ofthe potential

importance ofthe Sf-36 in evaluating patient outcomes in the health care system overa11,

nurse researchers need to include this measure in other nursing outcome studies ta

evaluate its responsiveness. Both the strengths and limitations of this instrument, including

its' theoretical base, needs to he carefully examined ta evaluate its usefulness for nursing

and whether it is congruent with nursing's broad conceptualization ofhealth-related

quality of life.

Lastly, there are also recommendations for further testing ofthe Self-Help Madel in

this population. Using the data collected in this study, additional model testing could he

conducted by testing mediator/moderator efIects ofthe enabling skill variables­

resourcefulness and self-efficacy - and then conducting competitive tests ofthe models to

determine the best fit. Additionally, alter data is collected in a replication study, a larger

sample would allow for more sophisticated structural equation modelling that could test

the bidirectional influences ofvariables, investigate cause and effect relationships over
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time, and allow for the addition ofother antecedent variables such as sociodemographic.

pain-related, and other variables such as social support that may explain more variance in

perceived disability and uncertainty. Because ofthe particularly aversive etIects of

perceived disability in this chronic pain sample, further research investigating related

antecedent factors and strategies that successfully change perceptions about disability is

wananted. Given that the Self-Help Model bas been used and/or tested with a wide variety

ofchromc illness conditions, a meta-analysis ofmodel testing results might he wananted

at this time to evaluate the general applicability ofthe model 10 chronic illness.

Study Strengths and Limitations

The major strength of this study is the methodology which addressed weaknesses

noted in previous work particularly regarding selection bias, failure to enter treatment, and

attrition (Crombie & Davis, 1998; Turk & ROOy, 1990). This study randomly allocated

subjects to treatment. It had a low rate ofsubject refusai to enter the study and had a low

and equal rate ofattrition in bath the treatment and wait-list control groups. It used bath

theory-guided and standardized, norm-referenced measures that were valid and reliable.

The study used a tested intervention as a prototyPe program, used a standard protocol to

deliver the pro8I'am, had blind assessors at post-treatment to reduce the likelihood of bias,

and used intention-to-treat statistica1 analyses. In addition, the study used a sample that

was as representative as possible ofthose with idiOPathie chronic pain in the community

who use a variety ofhea1th care services. It included a broad referral base as weil as a pain

clinic group. In addition, because most ofthe study participants were referred, there is no

reason to think that these individuals were an extraordinarily motivated group. However,

referraUselection bias cannot he completely ruled out.

There are, however, a number ofmethodologica1 and other limitations to this study.

This study used self-report measures only and social desirability response bias cannot he

discounted However, random assignment should have equally distributed those

individuals prone ta give more socially desirable responses to bath the treatment and the

control group. For the most part, data collection procedures were weil controlled.

However, a sma1l proportion ofsubjects Oess than 15%) took the instrument booklet
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home with them ta complete. Although ail subjects were given instructions to complete

the questionnaires by themselves, the investigator had no control over who may have

influenced responses in their home environment.

Because this study was designed to evaluate the short-term impact of the CPSMP~ il

is not known whether treatment effects will he maintained over the long tenn. Although

results from the ASMP suggest that improvements are maintained, this cannot he assumed

in this study population. In addition, aIl programs were delivered by a single facilitator.

The use ofmultiple facilitators would have strengthened the hypothesis that the content

and process ofthe CPSMP rather tban the personal attributes ofthe facilitator were the

effective ingredients in this intervention.

There were also limitations to the model testing procedures. These data were treated as

cross-sectional data and hence no definitive statements about cause and effect

relationships cao. he made. More advanced techniques are available for modelling data

over time, however, a larger sample size would he required. Another limitation is that this

model testing only tested the hypotheses as stated in the Self-Help ModeL No other

approaches to improving the fit ofthe model to the data were done such as theory

trimming or conducting a competitive test ofdifferent models. Hence, a better fitting

model than the model tested in this study May exist for these data.

Conclusion

The primary purpose ofthis study was to evaluate the effectiveness ofa community­

based psychoeducation program for the self.management ofchromc pain. The results of

the randomized clinical trial ofthe CPSMP demonstrated the overall positive imPact ofthe

program on a number of pain-related and other quality ofIife variables. The second

purpose ofthe study was to test whether the bypotheses in the Self-Help Model were sup

ported by data from this study. Overall, the two model tests conducted in this study

supported the overall constructs and hypothesized Pattern ofrelationships ofthe Self-Help

ModeL The findings ofthis study were discussed, implications for clinical practice and

recommendations for future research were presented and the strengths and limitations of

the study were reviewed.
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AppeDdix A

Sample Sjze CaIculatioDS

N = [(l/ql + l/Ch> S 2 (z. + Zp)2] . E2

ql = proportion of subjects in group 1
Qz = proportion of subjects in group 2
S = standard deviation of the mean change score
Za: = standard normal deviate for alpha (1.96 wben CE = O.OS)
Zp = standard normal deviate for beta (0.84 when Il = 0.20)
E = mean change attnbutable to the intervention

Pain Ratine- Scale (0 - 10 scale)*: 4-montb Mean change = -0.98 with a standard deviation of
2.085

N = 4 X (2.085)2 x (1.96 + .84f + (.98f
N = 142

Depression SF-BDI (0-39)*: 4-month Mean change = -1.23 with a standard deviation of2.88

N = 4 X (2.88)2 x (1.96 + .84~ + (-1.23)2
N = 172

* Scores taken from: Lorig, K., Chastain, R., Ung, E., Shoor, S. & Holman, H. (1989).
Development and evaluation of a scale to measure perceived self- efficacy in people with
arthritis. Arthritis and Rheumatism, 32, 3744.
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Appendix B
Lener to Hea1th Professi9D3ls for Recruitment of Subjects

Dear Colleague:

This is a formai request to ask your assistance in 1"e(..-ruiting clients for a research study
entitled: A Randorniwl Clinical Trial of a Community-Base4 Nursïn& Intervention for Persons
Experiencing Chronie Non=Malimant pain. The study is being conducted by me, Sandra
LeFort, as part of Ph.D. studies at MeGill University.

As part of the study, a 6-week education program (2 hours a week) is being offered to
people living with a chronie pain problem. The education program is meant to complement
ongoing therapy, not to replace therapy. AlI program partieipants receive a paeket of
information that includes a lSo-page Pain Management Workbook, an audio relaxation tape,
and other information about nutrition and fitness. There is no eharge to patients for attending
the program.

Individuals are eligible for the study if they meet the following criteria:

1. Men and women over 18 years of age.

2. Have bad an idiopathie pain problem for more tban 3 montbs. By idiopathie, 1 mean any
chronie pain condition where there is no identified disease or pathological process causing the
pain. For example, those with arthritis or arthritis-related conditions would be in-elj&ible
because arthritis is a progressive disease process. Those wim ehrome pain due to an injury of
sorne sort or unknown specifie cause would he eligible. Therefore, most individuals with
chronie back or neck pain, headaebe, reflex sympathetie dystrophy, or a variety of other non­
specifie pain problems would he eligible. The ooly reason 1 am excluding the artbritis group
is because an education program is already in place for them (The Artbritis Self-Management
Program through the Arthritis Society).

3. Be able to read and speak English. Tbere are a number of questionnaires to complete tbat
are written at about the grade 81evel (takes about 4S minutes). Therefore, subjects need ta he
literate. In addition, the education program involves readings, so it is imponaDt tbat people
cao read.

4. Must he free of major psychiatrie or cognitive disorder.

5. Is not currently attending a struetured education program for pain management. Those
attending a support group would he eligible.
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A brief summary of the project is enclosed. Ethical approval for the study bas been
received from three institutions: McGill University Scbool of Nursing Human Ethics
Committee; Memorial University Faculty of Medicine Human Ethics Committee; Grace
General Hospital Human Ethics Committees. The study is aIso funded by Health and Welfare
Canada (NHRDP).

Potential subjects for the sbldy are heing recruited from bospital chronie pain outpatient
clinics, and from various physieian9 physiotherapy9 and other health-related elinics in the city.
At present, the education sessions are being held in a comfortable, easily accessible room at
the Grace Hospital. There will be bath evening and day classes and there is lots of parking.
Because over 100 subjects are needed for the study, the Sbldy will he ongoing for a least the
next year.

If you are interested in letting sorne of your patients know about the study9 here is a
suggested approach:

1. Give eligible, interested clients the enclased letter entided "Explanation of Nursing
Research Study n •

2. If they are interested in knowing more about the study and if they agree, you can take their
name and phone number and pass this on to me al al the School of Nursing or at

al home. Or, aItemately tbey can call me themselves.

When patients phone, the sbldy is explained in more detail and if they are interested, an
appointment is scheduled at the Grace. At this initial interview, they compiete the infonned
consent and the questionnaires. They are then assigned to one of the groups.

Thanks very much for your attention ta this request. If you have other suggestions for
recruiunent or if you wish 10 talle with Sandra or Dr. Kamra, please call anYtime.

Sincerely

•

Sandra LeFort, M.N., R.N.
Ph.D. Candidate, McGill University
Associate Professor
School of Nursing
Memorial University of Newfoundland

Dr. C. Kamra, M.D.
FFRACS (England)
D.A. (London)
FFARCST, FRCPC
Cept. of Anaesthesia, Grace Hospital
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Appendix B (Cont.)

Explanation of Nuainl Researçb Study

Hello!

We wanted to let you know that a nurse who bas worked with people who bave a

persistent pain problem is conducting a research study. The nurse'5 name is Sandra l.eFon and

she is doing this research as part ofher work for a doctoral degree from McGül University.

Her project involves offering an education program caIled The Cbronjc Pain Self-Manaeement

Program for 2 bours a week for 6 weeks. The program is held at the Grace Hospital and there

are both day and evening classes. The purpose of the study is to examine whetber

participating in the program belps people leam bow to better manage their pain problem on a

day-to-day basis. The program is free of charge and you will receive a pain management

workbook9 a relaxation audiotape as weil as other information.

If you are interested in bearing more about this project9 we need your permission to

give ber your name and phone number 50 tbat she can call you. Or, if you prefer you can caIl

her yourself at and leave a message. Sbe will get right back ta you to explain the

study and the chronie pain program in detail to you 9 and then you cao decide ifyou are

interested in participating. We want to let you know that you are under no obligation ta ta

allow us to release your name and phone number. However9 your panicipation would he

greatly appreciated. Tbank you for your attention.
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Appendix C

Telephone ProtQÇol for pain Clinic Nurse
Permission for Researcber to Contact Subiects

Hello!

1 am calling from Dr. Kamrats office at the Pain Clinïc of the Grace General Hospital.

He wanted to let you know that a nurse who bas worked witb PeOple who bave a Persistent

pain problem is conducting a research study. The nurse' s name is Sandra LeFort and she is

doing this research as part of ber work for a doctoral degree from McGill University. Her

project involves offering a group education program called The Chronie Pain Self-

Management PrOWrn for 2 hours a week for 6 weeks. The program is held at the Grace

Hospital and there are bath day and evening classes. The purpose of the program is to help

people leam how to better manage tbeir pain problem day-to-day. The program is Cree of

charge and you will receive a pain management workbook, a relaxation audiotape as weil as

other information.

If you are interested in bearing more about tbis project, we need your permission to

give her your name and phone nomber 50 tbat sbe can cali you. She will explain the smdy and

the pain program in detail to you, and then you can decide if you are interested in

participating.

We want to let you know tbat you are onder no obligation 10 allow us ta release your

name and phone nomber. However, your participation would he gready appreciated. Tbank

you for your attention.
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AppendixD

Follow-up Letter to Encourase Completion ofPosttest Instruments

Dear

Because we have been unable to contact you by phone to arrange an appointment, 1 have enclosed
a copY ofthe questionnaires that you completed three months ago for the Chronie Pain Study.
Although 1 realize that this will take you some time to complete, 1 cannot stress how important it
is for you to complete and then send it back to me in the stamped self-addressed envelope
provided. From a scientific point ofview, it is extremely imponant to have follow-up information
about how you have been doing, whether or not you were in the Program or whether you
attended any or just some of the sessions. Ifthere is a problem with completing the
questionnaires, please do not hesitate ta contact one ofmy research assistants (Creina or Anne)
at . Ifyou have any other concerns, please contact me directIy at

1 wish to thank you for your participation in the study thus far. Your contribution will help us
better understand whether education programs like the Chronie Pain Se]f..Management Program
are helpful for people.

Warmest regards,

Sandra M. LeFort, M.N., R.N.
Associate Professor, School ofNursing
Memorial University ofNewfoundland
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~ LetterofPermission to AdJpt ASMPProgram and Adapt SES Tool

_ { Stanford Patient Education Research Center
Stanford University School of Medicine
lHptJlfJMlII ofM~dicÎ1t~

•
1000 Wektl ao.s. Suite ZCN
PaIo AIID. Califamia~JCM
(~J5) 723-7915
(~15) 72J-96S6 FAX

December 21. 1993

Sandra LeFort. PbD
III Strawbeny Marsb Road
St. lohn's, Newfoundland
Canada. AIB 2V7

Dear Sandra:

It certain1y looks 1ike you have clone your homework. First. please feel free to chanle the ASM
course in any way YOU He fit. 1 would like a capy of the revised course.

In makinl chanles. 1 would urie you to maintain Illd enhance where possible the efticacy
enhanc:inl ponions of the course. From ail of our researc:h. the enhmcement of self-eftïc:acy is
probably more important than any content you May teae:h. Alonl dUs same vain 1 hope Ibat yOU
will measure chanles in self~mcacy in your stucly. 1 think that you <:an make some wordin,
chanses to the anhritis self-eftic:acy pain scale to mue it specifie to pain and Dot arthritis. 1 am
enclosinl our article on that scale.

1 would also urie you to look at one more sub study. We DOW Ibat the Melzac:k. visual
analogue and MOS scales ail masure pain. What we do not DOW is how sensitive these scales
are to c:hmle. This is especially true of the MOS pain sca1e. 1 would urae you to use several
pain masures 50 that we cm better leam the comparative qualities of thue scales wh. used for
bèhavioral interventions. 1 am sure that Dr. Melzack will have mucb more to say about this. For
ail of us who are doina behavioral pain research. this is a very important question and one that
you CID help answer.

Please let me DOW if there are any other ways in which 1 cm help with your study. It sounds
excitinl. Bat of luc:le. May the new yeu he one of joy IIld productivity.

Si~cere1y.

ftl~t'ttUP
{ale Loril • RN. DrPH
Sr. R.esearch Seientist

•
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Appendix F
CPSMP WQrkbook AcknQw1edmnents and Table Qf CQntents
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Verification ofAttendance at ASMP Leader Training Program

162

........

May la. 1994

OeorSondy•

Thonk you for attending the ASMP Leader Training session. 1hop& thot
you enjoyed the three dey bli1z! 1know tt\ot you won't be delivering the
progrom os an ASMP Leader but 1am Quite $\le that you will De a great
advocate of if.

If. Of any time. you have any Questions about the progrom please do
not heStote to coll me. By the way. 1r&ad somewhere that ...

Sincerely.

~16'0~
Sharon Fraser
EduC01ion Coordinator

P.S. If onyone thot you ore specking to iS interested in toking the ASMP
have them coll Pot Somson ct The Arthrftis Society (368-8190) and
$he will put thair nomes on a waiting Ust.

~le 31:"'0 SGd&il ,.,...cAIU NOVa SCUib fISJ IGd PH. (902) 429=1025• . ' " '.- 1 .• ...... :! .
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• Study Participant No:__

Appendix H

General Information Questionnaire

Date: _

Directions: For each of the foUowing questioDS, please check (v') or write in the answers which
best describe yourself. This information is confidential and will not he personally identified with
you.

1. What is your age?

2. What is your gender?

Years---

Female-- Male--

3. What is your marital status? (Please check one)

Married

Cohabiting with
a panner

Single

Separated

Divorced

Widowed--

•

4. Who are the others in your household? Select as manyanswers as apply to you.

__ SpouselPartner
__ ChildlChildren Ages of children: _
__ Adult relative(s) or friend(s)

Live alone--__ Other. Please specify _

5. What is your level of education? (Please check one).

__ 8th grade or less
__ Some high schaol

High school graduate
Tradelbusiness school--

__ Some university
__ University graduate
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6. What is your occupation?

7. What is your current employment status? Check only one answer.

_ Employed full-tïme and working
_ Employed part-tilDe and worIdng
_ Employed full-tilDe but unable to wort due ta ehronie pain problem

Employed part-time but unable to work due 10 chrome pain problem
Unemployed due to chronie pain
Unemployed due to other reasons
Other. Please specify: _

8. If you are not presently working at a job, are you receiving:

Ca) .... Worker's Compensation Benefits? _ Yes No

(b) .... Other disability benefits? _ Yes _No

9. How long have you bad your chronic pain problem? Please state in months or years.

10. Where in your body is your chronic pain located mon of the time? Check as many body
areas as apply to you.

Head Face Neck Shoulder(s)

Upper arm(s) Elbow(s) Lower arm(s)

Wrist(s) Hand(s) Finger(s)

Upper baek Mid-baek Lower Back

Buttocks Upper leg (above the knee)

Knee(s) Lower legs (below the knee)

Ankle(s) Feet

• Other. Please specify:
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Il. What do vou think tirst caused your pain problem?

__ Lifting something

Afall---
___ Struck by or against an object

___ Twisting your body

__ Just bappened. Please explain.

Other reason. Please explain.

12. Do you have any other Medical conditions besides your chronic pain problem? Please
specify.

13. (a) Do you currently take medication for your chronic pain problem?

Yes No--

(b) If yes, please list the Medications you take
for your chronic pain and bow often you take them:

•

Medication How often
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14(a). Have you ever bad surgery for your chronic pain problem?
Yes No--

(b). Ifyes. how many surgeries bave you bad?
___ surgeries

(c). If yeso what kind of surgery did you bave?

15. Have you visited a health professional in the Past 30 days because of your chronic pain
problem? Please specify the number of vjsUs you made to each of the following bealth
professionals.

___ Family Doctor

___ Medical Specialist

Physiotherapist

Occupational Therapist

Registered Massage Therapist

___ Chiropractor

___ Acupuncturist

Nurse---
___ Psychologïst

___ Other Please specify:
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Appendix 1

• SF·MPQ

Instructions : This questionnaire asles about your TYPICAL pain over the past week. Below
is a list of words tbat descnbe pain. Please read each word. If the word~
Dot describe your lypical pain in the past week~ circle 0 under Does Not Apply.
If the ward dg§ describe your lypical pain in the past week, then place circle
(1) for Mild, (2) for Moderate or (3) for Severe. Try Dot to skip any words.

DOESNOT
APPLY MILO MODERATE SEVERE

THROBBING 0 1 2 3

SHOOTING 0 1 2 3

STABBING 0 1 2 3

SHARP 0 1 2 3

CRAMPING 0 1 2 3

GNAWING 0 1 2 3

HOT-BURNING 0 1 2 3

ACHING 0 1 2 3

HEAVY 0 1 2 3

TENDER 0 1 2 3

SPLITTING 0 1 2 3

TIRINGIEXHAUSTING 0 1 2 3

SICKENING 0 1 2 3

FEARFUL 0 1 2 3

PUNISHING-CRUEL 0 1 2 3•
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AppendixJ
Letter ofPermissioD for SF-MPO

111 Stravberry Marsb Raad
st. JobD'., Br
AIS 2V7. Canada
'bone: (709) 753-2405
Paz: (709) 753-6266
E-Kail: ILerortlkean.uca.mun.ca

reb. 16. 1995

Ronald M.lsack, Ph.D.
De.art.aDt of '.ycholo9Y
1205 Dr•••nfi.ld Av•. , Roa. .'-1
Montr.al. QlI.bec
H3A 181

Dear Dr. Melzack:

Gr••tin.a of the N.v Year, ev.n if it i. a bit late .

• ov that -y stud7 is tbrough the tbr•• etbical r.vi.v committ••• ,
1 am nov vritiD9 ta .v.r70n. to a.k for formai p.~••ion ta uae
and reprint tbelr ••a.ur.s ln -y study. A. yOu knov, 1 vill be
using th. Sbor~ Por. MPQ originally publi.b.d iD~ Volume 30,
in 1'87. Could JOu klD4l7 s.nd a l.~t.r indic.tin9 your
permi.sion for .. to do so for purpo••• of -7 atud7 entitled:

nA aandoa1ze4 Cllnical ~rial of a Cam.UDity-••••d KurslDI
Interv.ntion for P.rson. Ezperi.nciD9 Cbronlc Kon-Malilnant
Pain" •
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Appendix K

• BDI-sF

Instructions: This questionnaire contains groups of statements. Please read the entïre group
of statements in each category. men pick out the one statement in that group
which best describes the way you feel today, tbat is, ri&ht now! Circle the
number beside the statement you bave chosen. If severa! statements in the
group seem 10 apply equa1ly well, circle each one.

Be sure to read ail the statements in the group before making your choiœ.

A. (Sadness)

3 1 am 50 sad or unhappy that ( can't stand it.

2 1 am blue or sad ail the lime and 1 can't snap out of it.

1 1 feel sad or blue.

a 1 do not feel sad.

B. (pessimism)

3 1 feel that the future is hopeless and tbat things cannat mprove.

2 1 feel 1 have nothing to look forward ta.

l 1 feel discouraged about the future.

a 1 am not particularly pessimistic about the future.

C. (Sense of failure)

3 1 feel 1 am. a complete failure as a persan.

2 As (look back on my life, aUl can see is a lot of failures.

l 1 feell have failed more than the average person.

a 1 do not feellike a fallure.

D. (Dissatisfaction)

3 1 am dissatisfied with everytbing.

2 1 don't get satisfaction out of anything anymore.
l 1 don1t enjoy things the way 1 used to.

o 1 am not particularly dissatisfied.

•
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BOl - SF (cont.)

E. (Guilt)

3 1 feel as though 1 am very bad or wonhless.

2 1 feel quite guilty.

1 1 feel bad or UDWOrthy a good pan of the time.

o 1 don' t feel panicularly guilty.

F. (Self-dislike)

3 1 hate myself.

2 1 am disgusted with myself.

1 1 am disappointed in myself.

o 1 don't feel disappointed in myself.

G. (Self-harm)

3 1 would kill myself if1 bad the chance.

2 1 have definite plans about committing suicide.

1 1 feel 1 would he hetter off dead.

o 1 don't have any thougbts ofbarming myself.

H. (Social withdrawal)

3 1 have lost all of my interest in other people and don't care about

them at all.

2 1 have lost MOst of my interest in other people and have little

feeling for them.

1 1 am less interested in other people tban 1 used to he.

o 1 have not 10st interest in other people.

1. (lndecisiveness)

3 1 can' t make any decisions at all anymore.

2 1 have great difficulty in making decisioDS.

1 1 try to put off making decisions.

o 1 make decisions about as weil as ever.

170
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BDI - SF (cont.)

J. (Self-image change)

3 1 feel that 1 am. ugly or repulsive-looking.

2 1 feel that there are permanent changes in my appearance and they make

me look unattraetive.

1 1 am worried tbat 1am looking old or unattraetive.

o 1 don't feel that 1 look any worse tban 1 used to.

K. (Work difficuIty)

3 1 can't do any work at all.

2 1 have to pushc myselfvery bard to do anytbing.

1 It takes extra effort to get started at doing something.

o 1 can work as well as before.

L. (Fatigability)

3 1 get tao tired to do anything.

2 1 get tired from doing anything.

1 1 get tired more easily than 1 used to.

o 1 don' t get any more tired than usual.

M. (Anorexia)

3 1 have no appetite at all anymore.

2 My appetite is much worse DOW.

1 My appetite is not as good as il used to he.

o My appetite is no worse tban usual.

~7~
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Letter ofPermission for BpI - SF

-ri:- r.. ,-
111 strawberry Marsh Raad
st. John's, NF
AIB 2V1
Phone: (709)
Fax: (709)
E-Mail: SLePort@kean.ucs.mun.ca

Feb. 16, 1995

McGraw Hill Bealth Car. Publications
Editoral and AdvertisiDV Offices
PermissioDS editor
4530 West 77th street
Minneapolis, MIRH
55435

Dear Perm1ssions Editor:

This letter i5 to formally r.quest your permi••ion ta use and
reprint the short-fo~ versioD of the Beek Depr•••ioD IaveDtor7
developed br Arron T. Beek and R. N. Beck (,qstqradu.te Medicine.
December, 1972, pp. 81-85). 1 will he u81n9 the inventor7 in m7
PhD study entitled: A Randondsed Clinical Trial of Community­
Based MursiDq Intervention for Peraona Ezperiencin9 ChroDic 80n­
Maliqnant Pain. 1 am a Ph.D. atudent at the School of Bursift9,
McGill University.

l have also written ta Dr. Arran Beek directly ta solieit his
permission a. weil.

Thank you far your attention to this matter.

172

Sincerely, ~ ~~~

~A,rPl-~
Sandra M. LePort, M••• , R.M.
Doctoral Candidate, School of Rurain9, MeOlll Univeratt7

•
March l, 1995

~.rmissiC%l is gra~ted for your ~.st stat~ above.

~
i.:: ..~'

g, S.10n5 Ectitor
fo Pœ 1'E MEDICINE
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Appendix M

PPS:I &: PD:I

Here is a list of questions about your pain. Please read each question carefully including the words at the
beginning and end of each line. Then draw a mark at the point on the line mat indicaœs where you see
yourselfbetween two end points. Your mark can he any place on the line.

Here is an example:

How happy are you with the weather?

NOT HAPPy
AT ALL

HAPPIEST
POSSIBLE

Ifyou put your Une where we did. this indicates thot you are not very happy about the weather (about
25% happy).

Answer each question as best you cano There are NO right or wrong answers.

1. How severe a problem is chronie pain in your life?

NOT a
Problem
AT ALL

MAJOR
INCAPACITATING

PROBLEM

2. As a result of your ehrome pain problem, bow mucb do you bave to depend or rely on others in
your daily life?

•
NOT AT ALL
DEPENDENT
ON OTHERS

EXTREMELY
DEPENDENT

ON OTHERS



•
174

AppendixN
D-SOPA

InStruCtiODS: Please read each statement. Take your time and think about what each statement
says. Place an "X" under the column that best indicates how much you agree or
disagree with each statement TODAY.

1. 1 do not consider my pain to be a disability.

Strongly Disagree Disagree Undecided

(4) (3) (2)

Agree

(1)

Strongly Agree

(0)

2. Ifmy pain continues at its present level, 1will be unable to do my wode.

Strongly Disagree Disagree Undecided Agree

(0) (1) (2) (3)

3. My pain problem does not need to interfere with my aetivity level.

Strongly Disagree Disagree Undecided Agree

(4) (3) (2) (1)

4. 1 will get ajob to earn money regardless ofhow much pain 1 feel.

Strongly Disagree Disagree Undecided Agree

(4) (3) (2) (1)

Strongly Agree

(4)

Strongly Agree

(0)

Strongly Agree

(0)

5. 1consider myselfto he disabled.

Strongly Disagree Disagree

•
(0) (1)

Undecided

(2)

Agree

(3)

Strongly Agree

(4)



• 6. My pain does not stop me from leading a physically active Iife.

Strongly Disagree Disagree Undecided Agree

(4) (3) (2) (1)

7. 1can do nearly everything as weB as 1 could before 1 had a pain problem.

Strongly Disagree Disagree Undecided Agree

(4) (3) (2) (1)

175

Strongly Agree

(0)

Strongly Agree

(0)

8. Pain will never stop me from doing what 1 really want ta do.

Strongly Disagree Disagree Undecided

(4) (3) (2)

Agree

(1)

Strongly Agree

(0)

9. Whether or not a persan is disabled by pain depends more on your attitude than the pain
itseJ.[

Strongly Disagree

(4)

Disagree

(3)

Undecided

(2)

Agree

(1)

Strongly Agree

(0)

•

10. My pain would stop anyone from leading an active life.

Strongly Disagree Disagree Undecided

(0) (1) (2)

Agree

(3)

Strongly Agree

(4)
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AppendïxO
Permission to Use SOPA

UNIVERSITY OF WASHINGTON
SEATI1.E. WASHINGTON 91195

SdIDoI ofltIeIiciM
lkptUt1lfDll t1/IWtqbi@rrtHo'lltlediciM. V-JO

Fcbruary 14, 1994

Sandra M. LcFo~M.N., R.N.
Ph.D. Candidate
School ofNursing
McGiIl University
III Strawberry Marsh Raad
St. John's, Ncwfoundland
CANADA AI82V7

Dear Sandra M. LeFon:

Enclosed please find the MOst rcccnt version of the SOPA.

As indieated in the description ofthe SOPA, ifyou do collect re5pODSCS to a Dumber of SOPAs., bave
descriptive information conccming the patients/clients you use the mcasure wi~ and are willing to sbare
that information, 1 would appreciatc bcing able ta sec !hose data and plssibly use thcm in future
descriptionslmanuals of the mca5Ul'e. Ccrtainly ifyou publish any articles in which you use the mcasure.
1would apprec:iate a preprint/reprint of the papcr.

Good luck, and 1hope you find the SOPA helpful.

B8919 HMIIII Sc.1IUS BMiIdùtI
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Appendïx P

• MUIS-Community Form

Instructions: Please read each statement. Tate your time and think about wbat each
statement says. Then place an "X" under the column that Most closely
measures how you are feeling TODAY. If you agree with a statement, then you
wouId mark under either "Strongly Agree" or "Agree". Ifyou disagree with a
statement, then mark onder either "Strongly Disagree" or "Disagree" . If you
are UDdecided about how you fcel, tben mark under "Undecided" for tbat
statemeM. Please respond t'" I!":Vp.~ statement.

1. 1don't know what is wrong with me.

Strongly Agree Agree Undecided

(5) (4) (3)

Disagree

(2)

Strongly Disagree

(1)

2. 1 have a lot of questions without answers.

3. 1 am unsure ifmy condition is getting better or worse.

Strongly Agree Agree Undecided Disagree

Strongly Agree

(5)

(5)

Agree

(4)

(4)

Undecided

(3)

(3)

Disagree

(2)

(2)

Strongly Disagree

(1)

Strongly Disagree

(1)

4. It is unclear how bad my pain will he.

Strongly Agree Agree Undecided

(5) (4) (3)

Disagrec

(2)

Strongly Disagrec

(1)

•
5. The explanatioDS they give me about my condition seem bazy to me.

Strongly Agree Agree Undecided Disagree Strongly Disagree

(5) (4) (3) (2) (1)

C Merle Mishel, Revised 1990
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6. The purpose of each treatment is clear to me.

Strongly Agree Agree Undecided

(5) (4) (3)

7. My symptoms continue to change unpredictably.

Strongly Agree Agree Undecided

~) ~) ~)

8. 1 understand everything explained to me.

Strongly Agree Agree Undecided

(5) (4) (3)

Disagree

(2)

Disagree

(2)

Disagree

(2)

178

Strongly Disagree

(1)

Strongly Disagree

(1)

Strongiy Disagree

(1)

9. The doctors say tbings to me tbat couId bave many meanings.

Strongly Agree Agree Undecided Disagree

(5) (4) (3) (2)

Strongly Disagree

(1)

10. My treatment is too complex to figure out.

Strongly Agree Agree Undecided

(5) (4) (3)

Disagree

(2)

Strongly Disagree

(1)

•

Il. Il is difficult to know if the treatments or medicatiODS 1 am getting are helping.

Strongly Agree Agree Undecided Disagree Strongly Disagree

(5) (4) (3) (2) (1)

12. Because of the unpredictability of my condition, 1 cannot plan for the future.

Strongly Agree Agree Undecided Disagree Strongly Disagree

(5) (4) (3) (2) (1)



•
179

13. The course of my chronic pain lœeps cbanging. 1 bave goad days and bad days.

Strongly Agree Agree Undecided Disagree Sttongly Disagree

(5) (4) (3) (2) (1)

14. 1 have been given many differeot opinions about wbat is wroog with me.

Strongly Agree Agree Undecided Disagree Sttongly Disagree

(5) (4) (3) (2) (1)

15. It is not clear what is going to bappen to me.

Strongly Agree Agree Undecided

~) ~ 0)

16. The results of my tests are inconsisteot.

Strongly Agree Agree Undecided

~) ~ 0)

17. The effectiveness of the treatment is undeterrnined.

Disagree

(2)

Disagree

(2)

Sttongly Disagree

(1)

Strongly Disagree

(1)

Strongly Agree

(5)

Agree

(4)

Undecided

(3)

Disagree

(2)

Strongly Disagree

(1)

18. Because of my condition, wbat 1can do and cannat do keeps changing.

Strongly Agree Agree Undecided Disagree Strongly Disagree

(5) (4) (3) (2) (1)

•
19. l'm certain tbey will not find anything else wrong with me.

Strongly Agree Agree Undecided Disagree

(5) (4) (3) (2)

Strongly Disagree

(1)
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20. The treatment 1 am receiving bas a known probability of success.

• Strongly Agree

(5)

Agree

(4)

Undecided

(3)

Disagree

(2)

Strongly Disagree

(1)

21. They have not given me a specifie diagnosîs.

Strongly Agree

(5)

Agree

(4)

Undecided

(3)

Disagree

(2)

Strongly Disagree

(1)

22. The seriousness of my condition bas been determined.

Strongly Agree

(5)

Agree

(4)

Undecided

(3)

Disagree

(2)

Strongly Disagree

(1)

(1)

Strongly Disagree

(2)

Disagree

(3)

UndecidedAgree

(4)(5)

23. The dactors and nurses use everyday language 50 1 can understaDd wbat tbey are
saying.

Strongly Agree

•



•
181

AppendixQ
Permission t~Use~S-C

....n ons
1lU1S-C

1 r .....t peZlli••lon to c:apr the lI1.bel Uftc.rta1D~y 1ft lU... 1ca1. e:m.ml~y POnt
for a•• ln ar n ••arch .n~lt1.a. A Rlndo.. lzed Clinis,t Trial o_~

, Co••unltI-Based N~r.lnl Interyentlon for tho.e EEperiensinl

Chronls Non-MalilDent Paln

la excbaD9. for t:hl. pemi••iOll, I -.r- ta 8UIa1~ to Dr. lIia_l a prJJrtaut of tM
uncartaiftty dau or a 5t iDcb 41_ amtetftlag t.be tau wlUa a "ta tic:UaDu7. fte
cSata Ialst conta1!l lnfo~tlon in ..ch .,~' caU•• Aft4 41agnoai••
&lon9 vith the ra" cSata on the QftcertaiDq .cal•• !'his _ta w111 Ile UMeS ~ ••tüUâ
a no~tiva clat. Nae for cUBical. papalaUcma. Ro~ .... -m be ..a. of tM _ta
sW::e1tt.eS. en41t w111 be 11ftD to _ la nporta of DœMU_ atatlaUc. t.Mt'"
u•• of ~. data 1 RbUtte4 for poolecJ aaalyaea. 1 alao atne to .en' Dr. 1118h.l a
ccpy of ~ fad1.n9.. I \1n4enUn' tM~ -r nport wlU ta. ue4 to CClIIPU. iftf..-Uoa
on the theol'Y of \lftcerta1ftty ln 111..... Cn41t w111 M 91,"" to _ 1ft any reporta
r.ferra9 to ar 111141129••

(Slpatllr.)

~ i 1991".
- (lMtlii')

~çk-J . ~.. r<'-I~.J4t-

'Â-4ds( ~Ë~,

Poal~lon ana PuU a6ke••
of IftVa.U9a~r.

z!=.s= /uU Ue1~
C-0 III S-6&.Jb-err '1 H~ 7<.1.) ~. V~.;,,, Al PLiJ. ~__ If. lB 01'1~

Pend..slon la hereby 9rute4 to capy the 1IU11 f... 1ft t.he ~euch "scriN' aa.ove•

•
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Appendix R

SBS

In the following questions, we'd like to know how much control
you feel you have over your pain and other symptoms. For each of
the following questions, please circle the number which
corresponds to how certain you are that you can now perform the
following tasks.

1. How certain are yeu that you can decrease your pain
guite a bit?

1 i i
10 20 30
very
uncertain

i
40

i
50 60 70
moderately
uncertain

i
80

i 1
90 100

very
certain

2. How certain are you that you can continue Most of your daily
activities?

1 i
10 20
very
uncertain

1
30

1
40

1
50 60 70
moderately
uncertain

i
80

1 1
90 100

very
certain

3. How certain are yeu that yeu can keep your chronic pain from
interfering with your sleep?

i i i
10 20 30
very
uncertain

1
40

1
50 60 70
mederately
uncertain

i
80

1 i
90 100

very
certain

4. How certain are yeu that you can make a small-to-moderate
reduction in your chronic pain by using methods other than
taking extra medication?

•
1 1 1
10 20 30
very
uncertain

1
40

1
50 60 70
moderately
uncertain

1
80

1 1
90 100

very
certain
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How certain are you that you can make a large reduction in
your chronic pain by using methods ether than taking extra
Medication?

1 1 1 1 1 i i 1

10 20 30 40 50 60 70 80 90 100
very moderately very
uncertain uncertain certain

SBS (Cont. )

6 . How certain are yeu that you can control yeur fatigue?

i 1 i i 1 1 i i
10 20 30 40 50 60 70 80 90 100
very moderately very
uncertain uncertain certain

7. How certain are yeu that you can regulate your activity 50

as to be active without aggravating yeur chronic pain?

i i 1
10 20 30
very
uncertain

1
40

i
50 60 70
moderately
uncertain

i
80

i 1
90 100

very
certain

8. How certain are you that you can do something to help
yourself feel better if you are feeling bIue?

1 1 1
10 20 30
very
uncertain

1
40

1
50 60 70
moderately
uncertain

1
80

1 1
90 100

very
certain

9. As compared te other people with chronic pain like yours,
how certain are you that you can manage chronic pain during
your daiIy activities?

•
i i
10 20
very
uncertain

i
30

i
40

1
50 60 70
moderately
uncertain

1
80

1 1
90 100

very
certain
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la. How certain are you that you can manage your chronic pain
symptoms so that you can do the things you enjoy doing?

• 1 1 1
~O 20 30
very
uncertain

1
40

i
50 60 70
moderately
uncertain

1
SO

1 1
90 100

very
certain

11. How certain are you that you can deal with the frustration
of chronic pain?

•

1 1 1
~o 20 30
very
uncertain

1
40

1
sa 60 70
moderately
uncertain

1
sa

i 1
90 100

very
certain
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Appendix S
~ ses

Instructions: The following statements are designed to find out how different
people view their thinking and their behavior. Read each of the
following statements and place a mark at a point on the line
that indicates how much you feel the statement applies to you.
A statement may range fram "Not true about me" to "True about
me" .

Here is an example:
l tend to rush into things. rather than stop and think carefully about
what l am doing.

NOT TRUE
About Me

TRUE
About Me

If you put a mark where we did. it means that the statement applies ta you 1Q
a certain extent. but not completely. Over half the time (about 70%). you
rush into things. but sometimes you do stop and think before acting.
Answer each item as best you cano If sorne statements do not apply directly to
you. try to put yourself in the situation and then answer on that basis.
There are no right or wrong answers.

TRUE
About Me

1. When l do a boring job. l think about the less boring parts of the job
and the reward l will receive once l am finished.

NOT TRUE
About Me

TRUE
About Me

When l have to do something that makes me anxious. l try to visualize
how l will overcome my anxiety while doing it.

NOT TRUE
About Me

2.

3. Often by changing my way of thinking. l am often able to change my
feelings about almost anything.

NOT TRUE
About Me

TRUE
About Me

TRUE
About Me

4. l often find it difficult to overcome my feelings of nervousness and
tension without any outside help.

NOT TRUE
About Me~
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5. When l am feeling depressed. 1 try ta think about pleasant things .
NOT TRUE TRUE
About Me About Me

6. l cannat help thinking about mistakes 1 have made in the pasto
NOT TRUE TRUE
About Me About Me

7. When l am faced with a difficult problem. l try ta approach its solution
in a systematic way.

NOT TRUE TRUE
About Me About Me

8. l usually do my duties quicker when someone is pressuring me.
NOT TRUE TRUE
About Me About Me

9. When l am faced with a difficult decision. l prefer to postpone making a
decision even if l know all the facts.

NOT TRUE TRUE
About Me About Me

10. When l have difficulty concentrating. l look for ways to increase my
concentration.

NOT TRUE TRUE
About Me About Me

Il. When 1 plan ta work. l first remove all the things from my workspace that
are nat relevant ta the task.

NOT TRUE TRUE
About Me About Me

12. When l try to get rid of a bad habit. l first try to find out all the
reasons why 1 have the habit.

NOT TRUE TRUE
About Me About Me

13. When an unpleasant thought is bothering me. 1 try ta think about
something pleasant .

NOT TRUE TRUE
About Me About Me
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14. If 1 smoked two packs of cigarettes a day. 1 probably would neeà outside
help ta stop smoking.

NOT TRUE
About Me

TRUE
About Me

15. When l feel down. l try ta act cheerful so that my mood will change.

NOT TRUE
About Me

TRUE
About Me

16. If they were available. l wauld take a tranquilizer whenever l felt
tense and nervous.

NOT TRUE
About Me

TRUE
About Me

17. When 1 am depressed. l try ta keep myself busy ~th things 1 like.

NOT TRUE
About Me

TRUE
About Me

18. l tend ta postpone unpleasant tasks or duties even if l could perform
them immediately.

NOT TRUE
About Me

19. 1 need autside help ta get rid of sorne of my bad habits.

NOT TRUE
About Me

TRUE
About Me

TRUE
About Me

20. When 1 find it difficult ta settle down and do a certain job. l look for
ways to help me settle down.

21. Although it makes me feel bad. l cannot help thinking about all sorts of
possible catastrophies in the future .

•

NOT TRUE
About Me

NOT TRUE
About Me

TRUE
About Me

TRUE
About Me
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22. First of all l prefer ta finish a job that l have ta do and then start
~ doing the things l really like.

NOT TRUE
About Me

TRUE
About Me

23. When l feel physical pain in a certain part of my body. l try not ta
think about it.

NOT TRUE
About Me

TRUE
About Me

24. My self-esteem increases once l am able to overcome a bad habit.

NOT TRUE
About Me

TRUE
About Me

25. In order ta overcome bad feelings that accompany failure. l often tell
myself that things are not 50 bad and that l can do something about it.

NOT TRUE
About Me

TRUE
About Me

26. When l feel that l am tao impulsive and rush into things. l tell myself
ta stop and think before l do anything.

NOT TRUE
About Me

TRUE
About Me

27. Even when l am terribly angry at someone. l consider my actions very
carefully.

NOT TRUE
About Me

TRUE
About Me

28. Facing the need ta make a decision. l usually find out all the
alternatives instead of deciding quickly and spontaneously without
thought.

~

NOT TRUE
About Me

TRUE
About Me
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29. Usually l first do the things l really like ta do even if there are more
~ urgent things ta do.

NOT TRUE
About Me

TRUE
About Me

30. When l realize that l cannat help but be late for an important meeting.
l tell myself ta keep calm.

NOT TRUE
About Me

TRUE
About Me

31. When l feel pain in my body. l try ta divert my thoughts fram it.

NOT TRUE
About Me

TRUE
About Me

32. l usually plan my work when faced with a number of things to do.

NOT TRUE
About Me

TRUE
About Me

33. When l am short of money. l decide to record all myexpenses in arder ta
budget carefully in the future.

NOT TRUE
About Me

TRUE
About Me

34. If l find it difficult ta concentrate on a certain job. l divide it inta
smaller sections.

NOT TRUE
About Me

TRUE
About Me

35. Quite often. l cannat overcome unpleasant thoughts that bother me.

NOT TRUE
About Me

TRUE
About Me

36. When l am hungry and have no opportunity ta eat. l try ta divert my
thoughts fram my stomach or try ta imagine that l am satisfied.

~
NOT TRUE
About Me

TRUE
About Me
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Appendix U
IARS

The purpose of this questionnaire is ta find out about changes in your usual
activities as a result of your chronic pain. Please read each statement
carefully. including the words at the beginning and end of each statement.
Then draw a mark at the place on the line that indicates where you see
yourself between the two end points. Your mark can be put any place on the
1ine.

Here is an example:
My chronic pain interferes with my sleep ta the

GREATEST
extent
possible

LEAST
extent
possible

When judging your answer ta this statement. you must consider the degree
ta which your chronic pain affects your sleep. The above mark which is closer
ta "Least extent possible" indicates that sleep is a little bit affected by
pain. about 10%.

Here is another example:
l spend time looking after myself.

NOT TRUE
about me

TRUE
about me

The above mark is about mid-way between the two end point. Sa the statement is
true about 50% true about me.

Please respond ta every statement according to how you feel TODAY. There are
NO right or wrong answers.

1. Because of my chronic pain. l go out ta social events

2. Because of my chronic pain. l am doing shopping and errands

•

LESS than
l used ta

LESS than
l used ta

SAME or MORE
than l used to

SAME or MORE
than 1 used ta
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3. 1 am able ta participate in the social activities that 1 want to do

• LESS than
1 used to

4. 1 am doing the community activities that l want ta do

LESS than
1 used ta

5. l am doing the recreatianal activities that l like te do

LESS than
1 used ta

6. 1 stay home

MORE than
l used ta

7. My chranic pain has disrupted my friendships te the

HIGHEST
degree
possible

SAME or MORE
than l used te

SAME or MORE
than l used ta

SAME or MORE
than 1 used te

SAME or LESS
than l used te

LEAST
degree
possible

8. Because of my chrenic pain. l stay away frem the rest of my family
ta the

HIGHEST
degree
possible

LEAST
degree
possible

9. l act irritable toward family members (for example. snap at them.
criticize them. pick fights) ta the

GREATEST
extent
possible

LEAST
extent
possible

•
10. My chronic pain interferes with the regular daily work around the hause l

usually do (for example. yard work. repairs. cooking. cleaning. etc.>
HIGHEST LEAST
degree degree
possible possible
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Il. When l go out. l stay away from home for the shortest period of time
possible.

TRUE
about me

NOT TRUE
about me

12. My chronic pain interferes with the length of visits with my friends
ta the

GREATEST
extent
possible

LEAST
extent
possible

13. My chronic pain interferes with the things r usually do for fun ta the

GREATEST
extent
possible

LEAST
extent
possible

14. My chronic pain interferes with the things l usually do ta take care of
my children or family ta the

GREATEST
extent
possible

LEAST
extent
possible

15. l have influence in my family appropriate ta my place in the family (for
example. as a wife. husband. parent. son. daughter) ta the

LEAST
extent
possible

GREATEST
extent
possible

16. l am invalved in a variety of rewarding social activities ta the

17. My leisure time ;s occupied with a variety of rewarding activities
ta the

•

LEAST
extent
possible

LEAST
extent
possible

GREATEST
extent
possible

GREATEST
extent
possible
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18. My chronic pain problem has affected my sexual activity ta the

• GREATEST
extent
possible

LEAST
extent
possible

19. Since my chronic pain problem. l am now involved in only inactive
recreational activities ( for example. watching T.V. or videos. playing cards.
reading) .

TRUE
about me

NOT TRUE
about me

20. Because of my chronic pain l ask others in the family to do my usual work
around the house ta the

GREATEST
extent
possible

21. My chronic pain makes my work
volunteer) difficult ta the

HIGHEST
degree
possible

LEAST
extent
possible

Cat my job. at home. at scheel or where l

LEAST
degree
possible

22. Because of my chronic pain. l am absent from my job or am unable to do my
work Cat home. at school. or where l volunteer) ta the

GREATEST
extent
possible

LEAST
extent
possible

23. In spite of my chronic pain. l do my work carefully and accurately.

NOT TRUE
about me

TRUE
about me

24. Because of my chronic pain. making the extra effort ta excel at work or
home activities occurs to the

•
LEAST
extent
possible

GREATEST
extent
possible
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25. Because of my chronic pain. l act irritable towards people at work .
school. neighbours. and others (for example. l snap at them. give short
answers. criticize them easily) ta the

GREATEST
extent
possible

LEAST
extent
possible

26. My chronic pain interferes with my work (job. school. volunteer work)
to the

GREATEST
extent
possible

27. Every day 1 do extra things ta keep myself well.

NOT TRUE
about me

LEAST
extent
possible

TRUE
about me

28. Health care professionals are my only source of help for staying well.

TRUE
about me

29. 1 keep track of how well a treatment works for me.

NOT TRUE
about me

30. 1 ignore my health.

TRUE
about me

NOT TRUE
about me

TRUE
about me

NOT TRUE
about me

31. 1 follow guidelines for exercise that are suitable for me.

•

NOT TRUE
about me

32. I do nothing ta keep well.

TRUE
about me

TRUE
about me

NOT TRUE
about me
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33. 1 make use of a number of resources besides health care professionals ta
keep myself well (for example. books. classes. sharing w;th others).

NOT TRUE
about me

34. 1 seldom follow guidelines for good nutrition.

TRUE
about me

35. 1 pay attention to how my body feels.

NOT TRUE
about me

36. l don't read about what ta do ta stay well.

TRUE
about me

TRUE
about me

NOT TRUE
about me

TRUE
about me

NOT TRUE
about me

37. 1 find ways in addition ta what health care prafessionals advise to keep
myself in the best possible health.

•

NOT TRUE
about me

38. 1 take medication not prescribed by my doctor.

TRUE
about me

39. 1 attempt ta keep myself well.

NOT TRUE
about me

40. 1 spend time on everything except try;ng ta stay well.

TRUE
abaut me

TRUE
about me

NOT TRUE
about me

TRUE
about me

NOT TRUE
about me
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•
41. l make time ta get enough exercise .

NOT TRUE
about me

TRUE
about me

42. l seldom make the effort ta eat faods that are good for me (eg .. foods
that are low in fat and salt. fresh fruits and vegetables. etc.).

•

TRUE
about me

43. l spend time keeping myself welle

NOT TRUE
about me

44. l make my own adjustments in how much medication l take.

TRUE
about me

45. l keep up ta date on ways ta stay welle

TRUE
about me

NOT TRUE
about me

TRUE
about me

NOT TRUE
about me

NOT TRUE
about me
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AppendixV
Pennission for IARB

THE UNlVUSrTY Of

ARIZONA.
HEALnt SOENa5 CfNTER

- -- -

February 28, 1995

Sandra M. LeFort, MN, RN
Doctoral Candidate
School of Nursing
McGi11 University
111 Strawberry Marsh Road
St. John's, Newfoundland
CANADA A1B 2V7

Dear Ms LeFort:

198

Tucso~ Arizona 85721
(602) 626-6154

•

This letter is to provide permission for your use
of the 46-item Inventory of Adult Role Behavior (IARB)
measure l have developed as a measure of self-help.
l am very interested in your study, liA Randomized
Clinical Trial of a Community-Based Nursing
Intervention for Persons Experiencing Chronic Non­
Malignant Pain," and am looking forward to hearing
about your findings. Beat wishes for the completion of
your study. Please feel free to contact me should you
require any additional information.

Sincerely,

~~~
Carrie Jo Braden, PhO, FAAN
Associate Professor

CJB/rf
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SIDS

Belov are soae faces expressinq various feelings of satisfaction
or dissatisfa~on. Belov ..ch ia a nlmber. Xndica1:e bov you
fee1 about dif~rent parts of your lite by vriting the nn·...r
indicating your current feelings.

Which Pace Ccmes Closest To bpressing Bov You Peel Today About:

Your future? ••••••••••••••••••••••••••••••••••••••

Your rel.tions vith friends? •••••••••••••••••••••

Your relations vith other rel.tives? •••••••••••••

Your hea1th? •••••••• ~ ••••••• ~ ••••••••••••••••••••

......Your abili-ty to attaiD sexual satisraction?

Your cbronic pain probl..? ••••••••.••••••••••••••

Your ability ·to go about your d.i1y .ctivities~ ••

Your job/school/bousehold vorJt~ ••••••••••••••••••

The vay you spend your leisure tï.e? •••••••••••••

your.r~lationsvith your vife, -busband, or panner
(boyfriend or·girlfriend)? •••••••••••••••••••••••

Your appearance? •••••••••••••••••••••••••••••••••

Rov.uch physical B1:rengtb you bave? •••••••••••••

Tbe qua~ity of your life? •••••••••••••••••••••••••

Rov co~ortable overal1 you feeI? ••••••••••••••••

Your ability 1:0 control your persona!
circuastances? ••••••••••••••••••••••••••••••••••••

1r()ur J)c)Cly~ ••.•••••••••••••••••••••••••••••••••••• •

Bov satisried" you fee1 vit:b you lite
as a wbole?- •••••••••••••••••••••••••••••••••••••••

A)

B)

C)

D)

E)

F)

G)

H)

:I)

J)

K)

L)

M)

If)

• 0)

P)

Q)
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AppendixX
COne~nœmgreavœmgSLDS

JOHNS HOPKINS
l" 1\ ER:'IT'

School of Hygiene and Pœlic Hall
615 N. Wolfe Street. Room 7513
Baltimore MD 21205
1410) 955-40741 FAX (410) 955-1811

Department of Environmental Helilh Sciences
DIvIsion of Occupational Health

Health Psycholagy Pragram

April 26, 1994

Sandra M. LeFort, M.N., R.N.
McGiII University School of Nursing
111 Strawberry Marsh Raad
St. John's, Newfoundland
Canada A1B 2V7

Dear Ms. LeFort:

Thank-~ou for your interest in my research on quality of life. 1am ,nclosin;
reprint of my papers that deal·wïth the various versions of the Satisfadlql1 with Life
Domains Seale (SLDS). Copies of the SLDS for mental patients and for"BMT patients
are.also enclosed. 1am net aware of any other papers on "role retention, and wondered
if yeu had a referenes ta a publication desaibing Dr. Braden's theory or couId give me
her address.

1wouId be interested in hearing about the results of your research and ask that
yeu keep me informed.

Sincerely,

~{DJW
Frank Baker, Ph.D.
Prafessor

FB:crnb
• Enclosures
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AppeDctixY

1 8F-3I HEALTH SURVEY 1--------------
INSTRUcnONS: ThIl uwy'" far ya6'" aboIa yeu hIIIIIh. Thil illonnation wI hIIp Iceep traek
of haw you .... and tIow MI yau"'abIe ID do yeu ....~

Answer 8YfJfY CI' lIIIIon by martdng lhI ..... Inda'ed • yau ....... aba&a haw ID .,.., a
question. pI_ gIwe the beIt ...,yau CIIL

1. In general. wcUd yau uy your hIIIIh Il:
(circle one)

Ex:I::IIIIn ••••••••••••••••••••••.••••••••••••••••••••••••••.• ,

V-r gac:Id •••••••••••••••••••••••••••••••••••••••••••••••••• 2

Goc:ad ••••••••••••••••••••.••••••••••••••••••••••••••.••••••. 3F. . 4
.0

POOl' •••••••••••••••••••••••••••• -•••••••••••••••••••••••••• 5

2. Compared to qnt., IAR. how wouId you rate yaur '-'th ln generaI!t/1:!f/

(eircle one)

M&ICI1~ .,.!Mn orw v-r ego ...............................,

'~tat~ ftOljW than one~ ego ••••••••••••...••.••.•••••.• i

Àbo&Il IN ...". • orw~ aga . . • . . . • . . • . . . . . . . . . . . . . . . • . . . . . . . . :s
~ ..". JIOWhn one v-r ego 0, •••••••••.•• 4

Midi waru rtaWbn .".~ ago ••• ,........................... 5

. .."":
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(cirde one nurnber an -.ch line)
.

V.. V-. No. Not !
ACTMTIU LImIted LImIt8d LInIII8d

ALat A .... At AlI.. Vlgorous aetJvlllea. lUCh • ,..,.q. lIlqI *VV , 2 3
obiects. particigdna ln Itr8nUOUl -

b. Mod'" aetJvlllea. lUCh • movtng • table. l'UIf*'G •
vacuum cleaner.· - .,. -" ~. -aai 1 2 3

c. LIIIng or QnyIng gracerteI 1 2 3

d. QimbIng ...... tIIghIa ri ... , 2 3

.. almbing one tligN d ..... , 2 3

f. Bending. kneeling. or lloopiIlg 1 2 3

g. Wafking men "'ft ....... 1 2 a

h. Walking ..ver81 blocIca 1 2 3

i. Walldng on. block 1 2 3

j. Bathing or drnsing youruIf , 2 3

4. Dwing the Qlst 4 wn!cJ. haVe you Md any of the foIIowIng problems wtth your work or altier regua,
daly aetlvllies l' • rtst#t pt ygur phyIIcII twIIItJ?

(circle one number on .ch ln)

YU NO.. eaa down an the amounl of Il.... vau spent an wark or 1 2other aetMties

b. Accomplilhld ... !han )QI wcUd lb 1 2
.,.

Co W.. limIed ln the Idnd cri work or __ acIIvIies 1 2

d. Had dltflculty pertonnIng the work or GIher aetlvltill (far
example. Il took .... eIIoft)

, 2

~·'II2"""OIq ia,..
M ...... ---.
..- --.. u.L -.... , ..



.
YU NO

a. eut down the amount of lime yau spenI an wark or aetw adMtieI 1 2

b. Accompn.... "'!han JOU.... lice 1 2

C- Cidn't do work or al'- acdvIJeIa ......, a UIUII 1 2

•
5.
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Durtng 1he QlAt • WIIIcI. .. JOU Md MY Glu. taIowtng Pfabllml wIIh your wark 01 CIItw ragtar
daDy IdMtiel Il • ""ft gr am """.. """ gpbItmI (1UCh .....Ing deptIsted or anxiouI)?

(circte one NImber on _ch line)

Durfng the !'!I!t. WIIIcI· to wt.r ..... tIU yeuphyIaI ....or ematiOI. probIemI intItfeNd wIth
your normaIlociII acdvIJeI will t.mIy. ".. neighbcn. 01~?

(circle one)

NCltatal 1

SIIgtdIy 2

~ .....•.....••...........•......................... 3

OLIII.- a bIl •••••••••••••••••••••••••••••••••••••••••••••••••• 4

~ ..•.•.....•.••••.............••...........•........ 5

•

7. How much bpdly pM\ hava you t.s durtng 1he 'PM 4 WIIIcI?. . - .. . - .

(circle one)

NOf'e 1

Very mld 2

~Id 3

~oderate 4

s.w 5

. Very uv.,. 6

Cop...... ' ..2 ...... 01 cT_
Allri1'*~..Je....., u.s.~ ,..
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DUri"g the past 4 Wlllcs. how much did JIlin irCerfere wIh yeur normal work (including bath work
outside the home and hot••Alork)?

(circ:le one)

Net t

A lIIIIe bit .•••.••.....•......••.....................•..•..... 2

Mœ.atlly .............................•.................... 3

Qutte a bit ...••.•.•.••.•.•.•................................ 4

~ 5

9. These questions are abOUt how yeu .... and how1hings lWJe been wtIh you during the 9'.4 wllks.
For each question. pI_ gMt the one 1ftSWer1Ntcornes cIOI8It ta the way yeu have been feeling.
How much of the time durlng the pa. 4 WIIkJ •

(circl. one number on .ch line)

AlI Most AGOOCI So.... A L1td. None
. Of lM of the .aor of the of the 01 the

TIme TIme theTime TI.... Tlme TI...

a Did yeu 1881 full of pep? 1 2 3 4 5 6

b. Have you been a V8t'Y 1 2 3 4 5 6
nervous person?

c. Have you felt 50 down in
the dumps thet nothing 1 2 3 4 5 6
could cheer you up?

d. Have you tell calm and 1 ~ 3 4 5 6peaceful?

e. Did you have a lat cl 1 2 3 4 5 6energy?

f. Have you fait 1 2 3 4 5 6downhearted and blue?

g. Did you teel wom out1 1 2 3 4 5 6

h. Have yeu been ahappy 1 2 3 4 5 6
persan?

i. Cid you feel tired? .. 1 2 3 4 5 6

• ~. '112 Medical~ TUt
AI .....~.
CS~31S~ u.s. Vetlioft '.01 .;.
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10. During the D'st 4 WIIks, how much d the lime ha your physical helJth or emQtional problems
interfered with your SOCial aetNtlieS (like vislUng wilh friends. relatives. etc.)?

(ciroe one)

Ail (Jf tt1e tirne ....••...••..•................................. 1

Most of IN tirN 2

So",. CJf the tin1e ......•.•.•..•......................•........ 3

A IIll1e CJf IN tinIe .••...•...•••••...• . . . . . . . . . . . . . . . . . . . . . . . . . 4

None of the ti"'8 • . . . . . . . • . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5

11. How TRUE or FALSE iI.IGb d the following saatemenIs for vou?

(circle one number on each line)

Deflnlte., MoatIy Don' Mostly Definlely
True True Know F.... Fa...

a. 1seem to gel sick • nnle 1 2 3 4 5easier than other people

b. 1am as healthy as anybody 1 , 2 3 4 5
know

c. 1expect my heaJth ta gel , 2 3 4 5
worse

d. My health is excellent 1 2 3 4 5

Copyright • 1112 Medic8I CJuIcofMa TNIt
AIIngnts~

CSF-3S StIndn u.s. v..... '.01
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Appendix BB

Leuer Qf Explamtion for Pilot SNdy

HELLO!

l am. a registered nurse and will sooo he starting a research project with people who
have a persistent pain problem bere in St. John's. Before 1 begin the project, l need to bave a
group of volunteers fill out a number of questionnaires that l plan to use in the study. The
questionnaires concem aspects of bow pain affects your everyday life.

The reason why 1 am asking people living with pain to filI out tbese questionniares is tQ

fmd out if there are any problems with the questionnaires. For example, some of the things 1
need to know are: Are the instructions explaiDing how 10 fill out the questionnaires clear? Are
the questions easy to understand? Do the questions "make sense"? How long do the
questionnaires take to fill out? 15 it too tiring to fill themall out at once?

In order to answer these questions, 1 need 12 to 1S volunteers who bave a persistent
pain problem who are wiIling to give about 1 to IIh hours of their time. 1 want to assure you
that the information obtai.ned from the questionniares will he completely confidential and
anonymous. Yom name will not appear on the forms at all. The information will only he
used to improve the questionnaires 50 that the research study will he a better one.

If you have a persistent pain problem and are interested in volumeering let your
physiotherapist or titness instmctor know. We will arrange for a group meeting after one of
your sessions. Some of you MaY prefer ta fill out the questionnaires al another more
convenient time and place. That's O.K., too. l'm willing to go where ever is best for you.

Thank you for your consideration of this request. 1 really appreciate any time you
could give to this project.

Sincerely,

Sandra LeFort, R.N., M.N.
Ph.D. Student in Nursing
McGill University
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AppendixCC

CONSENT TO PARTICIPATE IN A NURSING RESEARCH STUDY

Title of Research Study
Evaluation of the Chronie Pain Self-Management Program

Investigators
Sandra LeFort, R.N., M.N., Associate Professor, School of Nursing, Memorial University

of NewfoundJand, St. John's, NF. Phone: (709)-
Dr. Kathleen Rowat, Associate Professor, School of Nursing, MeGilI University, Montreal,

QC. Phone: (514)-
Katherine Gray-Donald, Associate Professor, School of Dietetics and Human Nutrition,

McGill University, Montreal, QC. Phone: (514) -

Purpose and Background
People who experience ehronie non-malignant pain sometimes bave diffieulty coping with the
effects of pain on their everyday lives. The purpose of this study is 10 examine whether
participating in the Chronie Pajn Self-MaMgement Program helps people leam how to better
manage their pain problem on a day-ta.day basis.

Procedures
If 1 agree to partieipate in tbis study, 1 understand that the following things will bappen:

1. 1 will he asked to complete a series of questionnaires tbat relate to how I feel about my
pain and its effects on my life. These questionnaires will take about 1 to I lh hours to
complete. If1 find this too long, 1 do not have 10 answer ail questionnaires at one
sitting, but may complete the questionnaires over!Wo sittings. While encouraged to
answer all the questions, 1 am onder no obligation to to do so. In addition, 1 will he
asked to fill out these same questionnaires in 3 montbs.

2. 1 will attend the Chronie Pain Self-Mitnaeement Prowm whicb consists of meeting
with a nurse and 7 or 8 other people who have chrome pain for 2 hours each week for
6 weeks. One group ofparticipants will begin the program in the next few weeks, and
a second group will start 3 montbs from DOW. 1 will be assigne(( to one of these two
groups. This will be determined by chance (random assignmeDt). IfI wish to bring a
family member or friend with me to the program, 1 may do 50.

•
3. 1 understand that the Cbrogjc Pajn Self-Management Pmgram is an educationa1

program. Il emphasizes ways in which 1 may help myself to better handle my pain
problem day to day. The classes include both discussion and practice. Topics iDclude
differeDt ways to manage pain and fatigue, dealiog with feelings, fitDess and nutrition,
Medications, communicating with my family, and learning to set realistie goals.
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Relaxation exercises will he practised in the class.

4. l understand that my attendance at the Cbronic rain Self-M,paiement Promm is Dot
meant to replace my regular oogoing treatment. 1 should Dot change any aspect of my
regular treatment without first taJkiog 10 my doctor.

Potential BenerJts
There are (WO potential benefits of partieipating in this study. By attending the Chronie Pain
Self-Management PrOWm, you may leam different ways of managing your pain problem, and
feel more able to he involved in everyday activities. Secondly, the results of the study migbt
help hea1th care professionals better understand ways to belp people with chronie pain in the
future.

Potential Risks
There are no known risles to partieipating in the study and attending the Chronic Pain Self­
Management Promm. You might find, however, that some tapies you hadn't thought about
before may upset you. If this happens, you can ca1l the nurse, the researchers who are
conducting this study, or your doctor to discuss these concems.

Cost
There is no charge for auending the Cbropie pain Self-M'Paiement Promm.

Confidentiality
Information about specifie individuals in this study will be kept strictly eonfidential, and will
not he available to anyone except the researchers. OnIy an identification number will appear
on the questionnaires, and tberefore responses will remain anonymous. One copy ofyour
name and your study identification number will he kept in a loclœd file drawer in the
researcher's office. No one but the nurse investigator will bave access to the file. AlI
information obtained in this study will he used for research purposes only. If you wish, the
investigator will send you a copy of the results of the study wben it is completed.

Questions
You may contact the nurse researchers at the phone numbers on the front page of this consent
at any time to answer any questions you may bave about the study or the Cbronjc Pain Self­
Management Program.

Right to Refuse or Withdraw
Your participation in this study is entirely voluntary and you are free to refuse to talce part in
the study or to withdraw at 80y tilDe without affecting or jeopardizing your health and medical
care.

• Liability Statement
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Your signature on tbis form indicates tbat you have understood to your satisfaction the
information regarding your panicipation in the research project and agree to panicipate as a
subject. In no way does this waive your legal rights nor release the investigators, sponsors, or
involved instiwtions from their legal and professional responsibilities.

Consent

1, , the undersigned agree
to my participation in the research swdy described. Any questions have been answered and 1
understand what is involved in the study. 1 realise tbat participation is voluntary and tbat there
is no guarantee that 1 will benefit from my involvement. 1 acknowledge tbat a copy of this
form bas been offered to me.

(Signature of Participant)

(Signature of Witness)

Ta he signed by the primary investiptor:

(Date)

(Date)

To the best of my ability 1 bave fully explained to the subject the nature of this research study.
1 have invited questions and provided answers. 1 believe tbat the subject fully understands the
implications and voluntary nature of the study.

•

(Signature of Primary Investigator)

Phone Number: ------------

(Date)
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AppendixGG

Published Results ofthe Randornjzed ControUed Trial

LeFort, S.M.t Gray-Donald, K., Rowat, K,M, & Jeans, M.E. (1998). Randomized controlled trial
of a community-based psychoeducation program for the self-managem~ntofchronic
pain. Pain. 74 (2,3),297-306,
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Randomized controlled trial of a community-based psychoeducation program
for the self-management of chronic pain

Sandra M. LeForta.*, Katherine Gray-Donaldb, Katherine M. RowatC
, Mary Ellen Jeansd
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Received 1 July 1997: received in revised fonn 6 Octoœr 1997: accepced 28 Octobcr 1997

Abstract

Although chronic pain is a frequent cause of suffering and disability and is costly to society. there continues to be limited access to
specialty pain clinic services. Hence. there is a necd for cost-effective. accessible inlerventions that will help people find ways to bener
manage mis difficult problem. This randomized eontrolled trial examined the effect of a low-cosr. community-ba.sed. nurse-delivered. group
psychoeduc3tion program entitled the Chronie Pain Self-Management Program (CPSMP). (t has a standard prolocol mat was modified from
the successful Arthrilis Self-Management Program (ASMP). One hundred and ten individuals with mixed idiopathie chronic pain condi­
tions were enrolled in the slUdy (75% female; mean age 40 years; mean chronicity 6 years> and were randomly assigned to one of two
conditions: the 12-h (CPSMP) intervention group. or the 3-month wait-list control group. Self-report measures of pain-related and other
quality of life variables as weil as IWO hypothesized mcdiating variables were collected pre-treatrnent and 3 months later by assessors blind
10 group allocation. One hundred and IWO subjects completed the slUdy. Results of intention-tQ-treat analysis indicated that the treatment
group made significanl short-terro improvernents in pain. depcndency. vitality. aspects of mle functioning. life satisfaction and in self­
efficacy and resourcefulness as compared to the wail-List control group. Because it bas a standard prolocol. this inlervention has the
potential to be reliably delivered al low cost in varied urban and rural community seltings and bence be more widely accessible to a greater
number of people suffering from chrome pain ûlClla is cunently the case with more specialized pain dinie services. Ba.sed on the results of
this slUdy. further research evaluating the long-lerm impact and polential cost savings to the individual and 10 the health Cafe system is
warranted. © 1998 International Association for the SlUdy of Pain. Published by Elsevier Science B.V.

Keyl\-'ords: Chronic pain; Psychoedueation; Cognitivelbehavioral strategies; Quality of life; Nursing; SF-36

•

1. Introduction

Chronic non-malignant pain is a frequent cause of suffer­
ing and disability. It is estimated that at least one in 10
adults live with a chronic pain problem most often located
in the back. head or joints (Croole et al., 1984; Millac. 1996;
Smith et al.• 1996). While sorne have pain as a result of a
recognized disease process. an estimated 64% have pain of
undefined palhology that is idiopathie in nature (Bonica.
(990). Many of these pain sufferers are either panially or
totally disabled for periods of days. weeks. months or per-

• Corresponding author. Tel.: +1 7091316695; fax; +1 709 7311031:
e-mail: slefort@morgan.ucs.mun.ca

manently. Poorly managed chronic pain frequently gener­
ales feelings of deep distress. hopelessness and despair. and
may ultirnately result in tremendous disruption to individual
and family functioning (Craig. 1994; Rowat et al•• 1994).

The economic impact of ehronie pain to industry. the
health care system and to society as a whole is considerable.
an estimated $79 billion in the United States alone (Bonica.
(990). Chronie pain complaints. particularly of musculos­
keletal origin, are among the most frequent reasons for visits
to physicians (Schappert. 1994; Millar. (996) and require.
on average, more time per visit than any other type of health
problem (Koch. 1986). The increased need to counsel
patients about treatment and to help them cope with pain­
related psychosocial, worle and family problems is cited as

0304-39591981$19.00 Cl 1998 International Association for the Srudy of Pain. Publisbed by Elsevier Science B.V.
Pli 50304-3959(91)00190-5
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the primary reason for mis extra conlaCt time. In addition to
physician services. persons with chronie pain also spend
more time in hospital and use a broad range of other health
services (Crook et al.. 1984: Millac. 1996).

Over the past [WO decades there has been a proliferation
of speciaIty pain treatment centers. many of whicb use a
multidisciplinary approach (Bonica. 1990; Health and Wel­
fare Canada. (990). However. access to these programs is
limited by the nature of me referral process. by geographie
location. and by cost and resource issues (Turt and Rudy.
1990: Weir et al.• 1992). In the UK for example. only 1% of
those with chronie pain are thought to reaeh a specialty pain
clinie (Smith et al.• 1996).

Given the scope and cost of ehronic pain as weil as the
personal suffering. there is a need for low-eosl. accessible
and effective interventions that will help people find ways to
bener manage .this diffieult problem. One example of an
accessible. community-based approach is the Arthritis
Self-Management Program (ASMP). It is a standardized
12-h psychoeducation group program and uses a detailed
protocol that has been widely disseminated through national
Anhritis SocietiesIFoundations in the United States.
Canada. Great Britain. Australia and New Zealand (Lorig.
1992). The prograrn has been delivered by bath generalist
health care pro....iders and by trained lay leaders at a cost
ranging from SO to $600 (US) per course as compared to
S3000 (US) for a shott-tenn outpatient group program at a
pain c1inie (Turk et al., 1993). The ASMP has been evalu­
ated in four randomized clinical trials and bas demonstrated
efficacy in improving aspects of health status such as pain.
depression and disability. and resulted in a reduction in
health care costs up to 4 years post intervention (Lorig
and Holman, 1993: Lorig et al., 1993). The evidence sug­
gests that the ASMP may be a practical. cost-effective pro­
totype on whicb to base educational programs for those with
other types of chronic non-malignant pain.

Therefore. the objective of this randomized controlled
triaI was to examine the effect of a low-eost. community­
based. psychoeducation program entitled the Chronic Pain
Self-Management Program (CPSMP) on pain-related and
other quality of life variables in a sample of individuals
with mixed idiopathic cbconic pain conditions. Since we
were interested in assessing possible mediators of change.
measures of [wo process variables were collected as weil.

2. l\fethods

2.1. Design

Our study design was a randomized controlled trial in
which eligible and consenting adults were randomly alla­
cated to one of [WO conditions: the 12-b Chronic Pain Self­
Management Program (CPSMP) intervention group. or the
3-month wait-list control group. Pre-treatment measures
were administered prior to randomization and post-treat-

ment measures were coUected approximately 3 months
later. Ethieal approval for the study was received from
two university-based and one hospital-based ethics review
comminees.

2.2. Sludy population and procedure

The study was conducted in SL John·s. NewfoundJand.
Canada over a 16-month periode Subjects were drawn from
a target population of men and wornen suffering from a
chronic non-malignant pain problem that was idiopathic in
nature. Chronic pain is defined as pain lasting longer than
expected healing time (>3-6 months) (Mersky and 80g­
dule. 1994). ldiopathic refers to any pain condition where
there is no readily identifiable pathology. 5uch as with many
soft tissue and musculoskeletal chronic pains. Eligibility
criteria were: 18 years of age or older. idiopathie pain of
longer man 3 months duration. able to speak and read Eng­
lish. free of major cognitive or psychiatrie disorder. not
cuaently panicipating in other educational or supportive
interventions for their pain problem. and not awaiting sur­
gical intervention.

Subjects entered the study in one of three ways. FltSl. the
most recent 2-year patient roster of a hospital-based
'anesmesia block' pain clinic was used [0 identify patients
with the help of the dinic anesrhetist. In ail, 116 patients
were listecl 84 of whom lived within 80 km of the city. Of
these. 22 were unable to be contacted (two were deceased
and 20 bad moved). Nineteen were ineligible (10 no longer
had a pain problem. three were currently enrolled in a edu­
cationally-based rehabilitation pmgram. two were cogni­
tively impaired due ta head injuries. and four were
scheduled for back surgery). Twenty-one refused (five had
problems with scheduling or transportation. (WO were
unabJe to sit for long periods and felt unable to participate.
and 14 were not interested at this time). The number of
study panicipants from this source was 22 or 51 % of eligi­
ble subjects.

The second recruiting technique involved conractÎng a
wide specuum of heaJth professionals who treat chronic
pain patients in the community. Patients were referred by
medical and dental specialists (n = 18). family physicians
(n = 17). physiotberapists (n = 24). registered massage
therapists (n = 4). chiropractors (n = 4). oceupational
health nurses (n = 10). rehabilitation specialists (n =3).
and psychologists (n =2). Of these 82 referrals. 75 agreed
to participate and seven refused. Finally. 14 people were
self-referred having heard about the program through
'word of mouth·. Thineen agreed to panicipate and one
was ineligible.

Subject eligibility was initially assessed by teIephone.
The principal investigator then interviewed subjects indivi­
dually to continn eligibility. to obtain infonned consent. and
to administer the pre-treatment measures. In most cases,
subjects completed the instruments in one sitting; sorne sub­
jects (less than 15%) completed it in two sittings or took the
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booklet home (completed within 48 hl. Once pre-tteatment
measures were completed. subjects were randomly allo­
cated to either the treatment or the wait-list control group.
Randomization was stratified on the basis of gender using
opaque. sealed. numbered envelopes using black randomi­
zation. Those randomized to the ttearment condition were
invited to participate in the next available program (within 3
weeks of the initial interview). The intervention lasted 12 h
spread over 6 weeks and post-trearment measures were
raken 6 weeks later for both treabtlent and conuol subjects.
The time between pre- and post-trearment data collection
ranged from 12 to 15 weeks. Every effon was made 10

oblain post-trealmenl measures on ail individuals enrolled
in the study (e.g., three phone caUs and a follow-up leaer). A
research assistant who was blind 10 group allocation of sub­
jects administered the post-treatment questionnaires. Once
post-testing was complete<L those in the wait-Iist control
group were offered enrollment in the next available pro­
gram. however mey did not become lrearment subjects.

2.3. The intervention

The CPSMP is a standardized. psychoeducation program
(2 h per week for 6 weeks) developed for group presentation
in community senings. The course is designed to maximize
discussion and group problem solving, encourage individual
participation and experimentation with various cognitive!
behavioraJ self-management techniques, and facilitate
mUNaI support. Consequently. didactic presentation is
kept to a minimum and the process components are empha­
sized. The content of the program. although similar to the
ASMP. was adapted with pennission 10 be more directly
applicable to those with various idiopathic chronic pains.
Content areas were validated by six health professionals
who work with chronic pain patients. Program materials

were given to every participant and included a lSo-page
workbook and relaxation tape developed for the CPSMP
and a variety of current pamphlets on chronic pain. nutri­
tion. and walking. The intervention was delivered by the
first author after panicipating in a 3-day intensive training
workshop for ASMP course leaders and after having
attended the 6-week ASMP program 10 become famifiar
with ail aspects of the course. [n ail. 11 programs with six
to len participants per group were taught by the firsl auth«
using a detailed treatment protocol developed from the
ASMP Leader'5 Manual (Lorig. (992) that specified content
and process 10 ensure consistency across every session of ail
programs (see Table 1 for course content overview)_

2.4. Self-repon measures

The variables measured in this trial were guided by Bra­
den's Self-Help Model of Leamed Response to Chronic 01­
ness Experience (Braden. 1990. 1993) and are con­
ceptualized as antecedent variables (perceived severity of
illness. dependency. uncenainty). mediating variables
(enabling skill). and outcome variables (self-help aetivities
and liCe satisfaction). [n addition to these theory-guided
measures. a norm-referenced. health-relaled quality of liCe
instrument was used as a further measure of outcome.
Sociodemographic and pain history data were obtained by
a questionnaire developed for the slUdy. The complete bat­
tery of instruments was pilot tested prior 10 the initiation of
the study with 15 people with chronic pain 10 assess accept­
ability; no difficulties were noted.

2.4./. Antecedent variables: perceived severity of illness.
dependency and uncenainl)'

Data regarding perceived severity of illness were mea­
sured in four areas: pain quality. depression. disability and a

•

Table 1

Chronic Pain Self-Management Program course overvie~

Topie Session

2 3 4 5 6

Self-help principles fi'
Myths about ctuonic pain fi'
Wha1 is chronie pain? fi'
BaJancing restlactivity fi' fi'
Exetcise for health fi' fi' fi' fi' fi'
Pain management SU'3tegies fi' fi' fi' fi' fi'

(physicallcognitiveJbehavioral)
Depression fi'
Nutrition
Eva!uating non-traditional treatrnents fi'
Communication slcills fi'
Medications fi'
Fatigue fi'
Problcm-solving fi' fi' fi' fi' fi' fi'
Conuaeting/feedback fi' fi' fi' fi' fi' fi'

-Course adapted with pennission from: Lorig. K.. Anhritis Self-Help Course. Leader's ManuaI and Reference Materials,Anhritis Foundation. Atlanr.a. GA.
1992.
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global measure of perceived severity of the pain problem.
The Pain Rating Index of the Short Fonn-McGiU Pain Ques­
tionnaire (SF-MPQ) measured pain quality (Melzack.
1987). Depression was measured using the short version
of the Beck Depression Inventory (SF-BD() (Beek and
Beck. 1972; Beek et al., 1988). Perceived lever ofdisability
was measured by the lQ-item disability subseale of the Sur­
vey of Pain Attitudes (SOPA-D) (Jensen et al., 1994). A
global judgment of the perceived severity of the pain pro­
blem was assessed by a single item visual analogue scale
(VAS) that asks: "How severe a problem is chronic pain
in your life?' with anchors: "0 =Not a problem al alr
and "100 =Major incapacitating problem'. Evidence of
the item's reliability and validity is provided by Philips
(1987).

Dependency was measured by a single item 100 mm VAS
developed for this study based on the work of Philips (1987)
and others (Wewers and Lowe. 1990; Youngblut and Cas­
pero 1993). It asks: 'As a result of your cbronic pain. how
much do you have to depend or rely on others in your daily
life?' with anchors '0 = Not al Ail Dependent on Others'
and ·100 = Extremely Dependent on Others·. Uncertainty
was measured with the 23-item community version of Mis­
hers Uncertainty in Illness Scale (MUIS-C) (Mishel. (981).
Using a 5-point scale, individuals indicale how much they
agree or disagree with items relating to the ambiguity, com­
plexity, inconsistency and unpredictability of their symp­
toms and treatment. Evidence supports the reliability
(r = 0.75-0.90) and validity of the instrument with various
chronic illness groups including chronic low back pain
(Mishel, 1981, 1983). Internal consistency reliability in
the present study sample was 0.83.

2.4.2. Mediating or process variables: enabling skill
Enabling skill, defined as the ability to manage day-to­

day adversities of illness, was assessed using measures of
self-efficacy and resourcefulness. A modified II-item ver­
sion of the Self-Efficacy Scale (SES). originally developed
for the ASMP studies. was used to measure perceived self­
efficacy to successfully manage pain and olher associated
symptoms. Subjects respond to each item using a lü-point
graphie rating seale from la (very uncertain) to LOO (very
certain). References to ~arthritis pain' were changed to
'chronic pain'. Evidence of reliability (r =0.87) and valid­
ity of the SES is provided by Lorig et al. (1989). In this
study. internaI consistency reliability of this modified scale
was 0.90. Resourcefulness was measured using the 100 mm
VAS version of lhe Self Control Schedule (SeS) (Rosen­
baum, 1980). This 36-item instrument assesses individual
tendencies to use complex cognitive. problem-solving. and
behavioral skills when dealing with stresSful circumstances.
Reliability (r = 0.96) and validity are reported (Rosenbaum.
1980; Redden et al.• 1983) and the instrument has been used
in studies of both acute and chronic pain (Braden. 1990;
Rosenbaum. 1990; Toomey et al., 1995). Items were
summed and divided by the number of completed items to

oblain the final score. The internai consistency reliability
coefficient for the SCS in this study was 0.84.

2.4.3. Outcome variables: self-help and life satisfaction
Self-help was measured by Braden's (1990) 4S-item

Invenlory of Adult Role Behaviors (IARB) which is based
00 the work of Given (L984). The lARB uses 100 mm visual
analogue seales to measure the extent individuals are instru­
mentally involved in valued activities related to family.
leisure/recreational. social, work and self-care mies such
as the use of resources to stay weil, payiog altention to
how one's body fcels. anempting to eat weil and exercise
appropriately, ete. Items were summed and divided by the
number ofcompleted items for a total score. The instrument
has been used with various chronic ilIness groups including
arthritis and bas demonstrated reliability (r =0.84-0.92)
and validity (Given. 1984; Braden, 1990, 1991). In this
study. internal consistency reliability was 0.93. Life satis­
faction was measured by the modified 17-item Satisfaction
with Life Domains Seale (SLDS) (Baker et al.• (992), thal is
based on the wode of Flanagan ( 1978). Using a 7-point faces
scale, individuals select their degree of satisfaction with six
life domains: work. leisure. relations with family members.
relations with friends. and aspects of self-fulfillment includ­
ing health. Evidence of reliability (ex = 0.93) and validity
are reponed (Baker and Intagliata. 1982; Baker et al.• 1991.
1992). The internaI consisrency reliability coefficient for the
SLDS in this study was 0.94.

2.4.4. Health-related quality of life
The Medical Outcomes Stu~y Short Fonn-36 (SF-36)

was administered as an additional outcome measure because
of its strong psychometric properties, its increasing use as
an outcome measure in clinieal trials, and its brevity and
ease of administration (Ware et al., 1993). The Sf-36
assesses eighl health concepts: physical functioning (PF­
la items); role functioning related to physical (RP-4) and
emotional problems (RE-3); social functioning related to
physical or emotional problems (SF-2); pain index which
combines a 6-point intensity scale with a rating ofperceived
interference with nonnal work (BP-2); general mental
health (MH-5); vitality (VT-4); and, general healtb (GH­
S). Scores for each bealth concept range from 0 to 100
with higher scores indicating better health. Data supponing
its reliability (r =0.78-0.93) and validity are reported
(Ware and Sherboume, 1992; McHomey et al., 1993;
Ware et al.. 1993; McHorney et al.. (994). In this study
sample~ internai consistency reliabilities for the eight seales
ranged from 0.81 to 0.91.

2.5. Data analysis

Treatment and control group data were compared using
chi-square analysis for discrete level data and independenl t­
tests for continuous level data on demographic, pain history,
and pre-treatmenl variables to assess the comparability of
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groups at baseline. Results of the intervention were assessed
by separate analysis of covariance (ANCOVA) procedures
of each post-treatment measure using the pre-treatment
levels of each variable as the covariale. Ali data were
cleaned and checked; power or square root transformations
were applied to four variables to achieve adequale nonnality
of skewed data for the analysis of covariance. Raw means
for all variables are reported here for clarity. Ali assump­
tions for parametric statistical analysis including bornoge·
neity of regression were meL Because of the large number
of statistical tests. the Bonferroni correction was applied to
protect against Type 1 error. An alpha level of 0.003 (0.05/
18) was chosen as the level of statistical significance for
analysis of covariance results. An alpha of 0.05 was the
chosen level of significance for ail other analyses.

The intention-to-treat principle was maintained in this
study (Newell.~1992). Thus. for purposes of statisticaJ ana­
lyses. individuals randomized to the intervention group
were considered to he in this group even if they did not
attend the program. or attended only a few sessions.

3. Results

3./. Subjecls and comparabi/iry ofgroups

Of the 110 individuals initially recruited into the study. 57
were randomly assigned ta the treatment and 53 to the con­
trol group. Demographie and pain-related questionnaire
data of the two groups are presented in Table 2. The subjects
in both groups were nol significantly different on any of

Ihese characteristics. [n addition. pre-treatment scores of
the study variables did not differ significandy between
groups indicating that the randomization procedure was suc­
cessful in producing comparable groups.

This young to middle-aged sample was Caucasian except
for one subject ofeast lndian origin. Most were graduales of
high schaol with wornen out numbering men 3: 1. The aver­
age pain duration was 5-6 years. White the vast majority
had multiple pain sites. the most common being the lower
back and neck. sorne individuals had complaints confined to
one area of the body such as headache. orofacial pain. non­
specifie abdominal pain or non-anhritic knee pain. Over
40% attributed their pain la one or more car accidents.
Others auributed their pain to lifting. falls. surgery or "just
happened·. Most people were taking various medications
for their pain including NSAIDS. narcotie combinations.
antidepressants. sedativeslhypnotics and muscle relaxants.
Over 60% had visited their family doctor and over 30% a
medical speeialist within the past month for their pain pro­
blem. ln addition. many were receiving adjunctive therapy
of sorne kind including physiotherapy. chiropractie treat­
ment. massage or acupuncture. Chi-square analysis revealed
no signifieant differences between the two groups on these
aspects of service utilization (P > 0.05).

Of the 110 subjects who were randomized to the trial.
eight subjects (five from the treatrnent and three from the
control group) subsequently did not complete the posl-treat­
menl measures and were considered drop-outs. a rate of7o/c.
Of the treatrnent group drop-outs. one became ineligible
after randomization. one was admined to hospital for an
extended period for a serious aeute illness. and three sub-

Table 2

Basc:line sociodemographic and pain-related char:lcteristics for all subjects randomized to treatment and conuol groups

CharnC1eristics

Age. mean (50)
Gender. female (~)

Married ('1-)

Living alone (%)

Less than Il years formaI education (%)

Post-sccondary education ('il)

Working fulVpart-time (%)

Not working due to pain (%)

Receiving disabilily incorne (%)

Pain duration in years. mean <50)
Numbcr of pain locations. mean (50)
Pain in lower baclc (%)

Pain in neck (Ck)
Cause of pain. motor vehiclc acci~nt (%)

5urgery for pain problem (~)

Any medications for pain (%)

Narcotic use (%)

ln past month. visited the follo'Aing for pain
Family physician (%)

Medical specialisl (%)

Physiothctilpisucxcupationallherapist (':il)

Other adjuncùve therapis~ (~)

Tn:abnCnt (n =57)

39 (2~57)

.$2 (74)

37 (65)
7 Cl2)

10 (18)
43 (75)

21 ()7)

24 (42)
20 (35)
6.5 (1-28)
6.7 (1-20)

39 (68)

35 (61)
23 (40)

18 (32)
48 (84)
2S (44)

37 (65)

22 (39)
23 (40)

21 (37)

Conuol (n =53)

.w (26--60)
40 (75)
37 (70)

5 (9)

4 (8)

3S (66)
18 (34)
27 (51)
22 (42)
5.6 (1-20)
7.0 (1-17)

43 (81)
3S (66)
22 (42)
17 (32)
43 (81)
24 (45)

34 (64)

15 (28)
20 (38)
19 (36)

• "Includcs regislered massage therapist. chiroprac:tor. acupuDCturist. and others.
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•
jects who had attended one or no classes declined to com­
plete the questionnaire booldet al post-treatmenL Ali three
drop-oulS in the control group were subjects who could not
be contacted at 3-month follow-up.

A comparison of demographic. pain history. and pre­
treatrnent mean scores of ail variables for drop-outs
(n = 8) versus those who compleled the study (n = 102)
was done. Although similar in demographic and most
pain-history variables. the drop-OUlS as a group had higber
pain quality scores (P S 0.01). were more depressed
(P S 0.001) and had poorer generaJ mental health scores
(P S 0.05). felt more dependent on others (P S 0.(01).
had poorer general health perceptions (P S O.OS). bad less
vitality (P S 0.01). felt themselves to he more disabled
(P S 0.001). had less self- efficacy (P S 0.05J. had poorer
social functioning (P S O.OS) and were less satisfied wim
their lives CP ~ 0.05). [n addition. ail of the drop-outs were
female. none of them were working compared to 38% of
·completers·. and 75% of them were receiving disability
benefits of sorne kind compared 10 35% of ·completers·.
From these data. it appears that those who dropped out
were more severely affected by their pain condition com­
pared to those who completed the study.

To be certain [hat the treatment (n = 52) and control
(n = 50) subjects who compleled the trial comprised
equivalent groups at baseline. statistical analysis using
chi-square and t-tests of demographic. pain history. and

ail pre-treatment scores was repeated. No significant
between-group differences were found (P > 0.05).

3.2. Effecls of the IreDtmelll: berween-group dijferences

The mean scores on all antecedent. mediating and out­
come variables at pre-treatment and 3 months laler (6-week
follow-up) as weil as the within-group mean change scores
are presented in Table 3 for the lWO groups. Comparisons of
posl-trealment means using the pre-treatment levels as the
covariate indicated that those in the ueatment group had
statislically significant improvement (P S 0.003) in six of
the len variables compared 10 the control group. At 6-week
follow-up. those in the ueatrnenl group reponed less depen­
dency on others. reduced severity of the pain problem on
their lives. had higher levels of self-efficacy and resource­
fulness. reported greater involvement in valued adult role
activities and had greater life satisfaction compared to the
control group. In addition. there were strong positive trends
to improvement in measures of pain quality (P ~ 0.05). and
disability (P ~ 0.01) compared to the controls.

The Mean scores on the SF-36 scales al pre-treatment.
post-treaunent and the within-group change are presenl~d

in Table 4. Comparisons of post-treatment means using the
pre-treatment levels as the covariate show that the trealment
group had statistically significant improvement (P S 0.003)
in three of the eight scales compared to the contrais. As a
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Table 4

Pn:-tre:ument mean. post-tJuUnent mean and wîdlia-group change on Medical Outcomcs Study SF-36

• Sale (0-100) Treaunent (n = 52) Conuol (n :: SOl ANCOVA

Pre-treatment. Post·lJ'1:3IInCnt. Change. Pre-ueatment. Post-treatment. Change. df F P
mean eSO) mean (50) mean (Sot mean (50) mean (50) mean (SD)~

Physical runction (PA 41.68 (24.10) 44.M (25.01) 2.96 (I.J.87) 38.41 (20.22) 38.30 (21.63) ~.ll (15.21) 99 1.62 0.206
Role-physic31 (RP) 8.65 (23.16) 2452 (33..39) 15.87 (29.30) 12.00 (30.41) 9.00 (2356) -3.0 (27.96) 99 1151 O.()()( -

Bodily pain CBP) 21.23 (16.39) 35.0 (18.65) 7.n 04.59) 29.14 08..37) 27.60 (17.89) -2.14 (l5.9S) 99 10.35 0.002-
General heaJth COH) 4S..3S (19.64) 48.69 (20..28) 3.62 (16.27) 48.93 (22.54) 48.86 (21.91) ~.07 (14.87) 99 0.99 0.323
Vitality (vn 31.83 (19.73) 43.33 (22.16) 1151 (16.32) 36.70 (20.69) 33.27 (19.74) -3.430S.22) 99 20.99 0.000·
Social runction (SA 47.84 (26.16) 55.0S (27.48) 7.21 (20.76) 49.00 (25..36) 48.50 (24.83) ~50 (195S) 99 3.90 0.051
Role emotionaJ (RE) 41.03 (43.59) 59.62 (42.95) 18.59 (53.79) 44.67 (42.38) 56.00 (.J3.35) 11.33 (48.38) 99 0.325 0.570
Mental health (MH) 60.46 (19.61) 68.15 ((8..37) 7.69 (16.71) S8.08 (19.27) 60.84 (19.93) 2.ï6 (l4.87) 99 4.07 0.0%

"Positive change score indicates improvement from pre- 10 post-ueaunent. Negative change scores indicate delerioration from pre- to post-treatment.
·Statislically signifianl al P S 0.003.

Table 5

Group allocation of 20 subjects with IOOSl improved scores on slatistically
significant variables

ceiling effeclS of this subscale (McHomey et al.. (994).

Even outcomes such as pain quality measured by the short
fonn of the MPQ. perceived disability. mental health. and
social functioning which did not reach statistical signifi­
canee at the 0.003 alpba level showed positive trends
(P S 0.05) in the treatrnent over the control group. Depres­
sion as measured by the shon fonn of the Beck Depression
Inventory did not change significantly. although there was a
weak. positive trend to improvement. [n part. this may be
because most study subjects in bolh groups were not in the
depressed range when 8 is used as the cut-off score for
clinical depression (Turner and Romano. (984). Uncenainty
was lhe only variable mat stayed vinually unchanged. This
May he explained in part by the amorphous nature of
chronic pain itself and the lack of c1ear communication
about chronic pain by Many health professionals.

The results of this study appear comparable to and in
sorne outcomes showed a larger effect than the results of
the Arthritis Self-Management Program studies. Lorig and
Hohnan (1993) repon statistically significant short-term
improvement in pain (22%) and self-efficacy (14%). and
non-significant positive trends in disability (6%) and depres­
sion (14%) in treatrnent subjects who attended an average of
4.5 of the six ASMP sessions over wait-list control subjects.
A1lhough these changes were modest. they were maintained

•

•

group. treatment subjects had reduced bodily pain (a mea­
sure of intensity and interference). improved physical role
functioning. and increased vitality. when compared to con­
trois. [n addition. there were positive trends to improvement
in general mental health (P S 0.05) and in social function­
ing (P =0.051).

As a further test of the effectiveness of the intervention.
the 20 subjects with the most improved scores from pre- to
post-treatment for each statistically significant variable
were c1assified according to group allocation. Fourteen to
18 of the 20 most improved subjects were in the treatment
group providing more supportive evidence that the positive
outcomes were due to treatment (Table 5). Lastly. as a fonn
of process evaluation an attendance record was kept to track.
the number of classes attended by treatment subjects. Of the
six program sessions. 44 subjects attended four or more
sessions indicating that 85% of those randomized to the
treatment group received two-thirds or more of me course
content (Table 6). The average number of sessions anended
was 4.7.

4. Discussion

This randomized controlled trial investigated the impact
of a nurse-delivered. community-based. 12-h group psy­
choeducation program on a sample of young to middle­
aged individuals with mixed idiopathie chronic pain pro­
blems. The findings present a picture of statistically reliable
short-tenn improvement in those who were enrolled in the
CPSMP as compared to a group of wait-Iist controls on
multiple self-report measures including pain severity and
impact. dependency. vitality. physical role functioning.
increased involvement in valued adult roles. life satisfaction
and in the two hypothesized mediating variables. self-effi­
cacy and resourcefulness. The percent improvement on all
but one of these variables in the treatment over and above
changes in the control group ranged from 9% to 47%. with
Most in the modest range. The high rate of improvement in
physical role functioning (217%) May be due to the 800rl

Pain problem severity
Dcpendency
Role bebaviors
Life satisfaction
Self-cflicacy
Resourcefulness
SF-36

Role physical (RP)
Bodily pain (BP)
Viralily (VT)

Treauncnl (n :: 52)

15
14
17
16
15
16

16
15
18

Control (n =50)

5
6
3
4

5
4

4

5
2



304 SM. lIFort ~l al 1 Pain 74 (1998) 297-J06

Table 6

Number of sessions altended br those in the U'eatment group

at 20 months and 4 years post-intervention and translated
into cost savings to the heaIth care system with 40% reduc­
tion in number of physician visits in the treatment over a
comparison group (Lorig et aL 1993).

Our findings aIso appear to compare favorably with short­
terrn outcomes of somewhat analogous pain clinic outpati­
ent programs with similar patient populations (Philips.
1987; Peters and Large. 1990; Skinner et al.. 1990; Peters
et al.. 1992; Williams et al.. 1996). however comparisons
should be viewed with caution due to differences in meth­
odology across studies including research design. sampling
procedures. and use of different outcome measures. In gen­
eral. these ourpatient programs repon significant improve­
ments in self-report measures of pain (8-25%). depression
(11-31% >. and aspects of functioning (18-40%) as weU as
improvement in sorne measures of physical perfonnance.
The programs range from 13.5 h to 28 h and involve mem­
bers of a multidisciplinary team. which although ideal. adds
to the cost of the program and decreases portability to other
settings. By contrast the CPSMP. with outcomes that are in
the lower end of this range. is 12 b in length. utilizes one
facilitator. and can he delivered in a variety of community
settings such as local service clubs. churches. schools, etc.
(Lorig, 1986). An additional caveat is that results of our
study are conservative because intention-to-treat analyses
may dilute the effect of treaunent (Newell. 1992).

Similar to other trials of chromc pain interventions. we
measured a large number of variables to be cenain to cap­
ture the full effect of the program. Our intention was to
utilize the MOst responsive self-repon instruments to small
but potentially important change. We used a combination of
established pain-related measures as well as instruments
guided by a theoretical framework that views the broad
range of self-help role behaviors and client perception of
life satisfaction as imponant outcomes. To our knowledge.
this is the first repon of the SF-36 used in a randomized trial
of a psychoeducation program. In part. it was a test of the
instrument9 s responsiveness to change as a result of a non­
medicaJ/surgical intervention although the instrument bas
been used with other pain populations (Patrick et al.,
1995; Jhingran et al., 1996). In addition to outcome mea­
sures, we were also interested in investigating hypothesized
mechanisms responsible for change. The 24% improvement

•

•

•

Sessions alltnded
(maximum of 6)

o
1
2
3
4
5
6

Treatment subjects (%)

(n = 52)

t (1.9)

2 (3.8)
2 (3.8)
3 (S.8)
7 (13.5)

21 <40.4)
16 (30.8)

in self-efficacy in the trealment over the control group adds
to a growing body ofevidence supporting the critical role of
pen:eived control and efficacy beliefs in the management of
chronic pain (Philips. 1987; Spinhoven and Linsson. 1991;
Lorig and Holman. 1993). The clinicat imponance of the
small (9%) but significant improvement in resourcefulness
(Le.. use of various coping skills) is more equivocal and
requires funher investigation. In general. the trend to
improvement in the lreatrnent group on most variables mea­
sured in this study supports the overall positive impact of
the program.

A strength of this study is the methodology including
random allocation of subjects. the low and equaI rate of
attrition in both groups. blind assessors at post-treatment
to reduce the likelihood of bias. the use of a standard pro­
tocol to deliver the program. and intention-to-treat statistical
analysis. ln addition. the study used a sample that was as
representative as possible of those with idiopathic chronic
pain in the community who use a variety of health care
services. It included a broad referral base as weil as a pain
clinic group. Because most of the subjects were referred.
there is no reason to think that these individuals were an
extraordinarily motivated group. However. baseline scores
of the eighl drop-outs compared to those who completed the
study suggest that those with higher levels of pain and
depression. and poorer functioning may not have enough
motivation to engage in a program of this type. They may
need more specialized tteatment that is more appropriately
available al a pain lreatrnenl center.

This study also has limitations. Because mis study was
designed to evaluate the short-terro impact of the CPSMP. it
is not known whether trealment effects are maintained over
the long terme In addition. aIl programs were delivered by a
single facilitator. The use of multiple facilitators wouId
have strengthened our hypothesis that the content and pro­
cess of the CPSMP rather than the personal attributes of the
facilitator are the effective ingredient in this intervention.
Future studies of this intervention need to use multiple facil­
itators. inc1ude long-tenu foUow up at 6 months and l year,
and monitorpotential cost savings to both the individual and
the health care system.

The important role of psychoeducation as an adjuncr
to ttaditional Medical and physical therapies for the man­
agement of chronic pain is now weU-established (AUe­
grante. 1996). The Chronic Pain Self-Management Pro­
gram has been shown to have a demonstrable effect on a
variety of pain-related and quality of life variables at 6
weeks post intervention. Because it bas a standard proto­
col. this intervention has the potential to he reliably deliv­
ered al low cost in varied urban and rural community set­
tings and bence he more widely accessible to a greater
number of people suffering from chrome pain than is cur­
rently the case with more specialized pain clinic services.
Based on the results of Ibis study. funher research of this
community-based approach to cbronie pain management is
warranted.
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